ManorCare Health Services- Richmond
2125 Hilliard Road

Richmond, Virginia 23228 —
304,266,966 ManorCare &€

' BO4.266.3599 fax Health Services

April 1, 2015

Ms. Wietske G, Weigel-Delano, LTC Supervisor
Office of Licensure and Certification
- Division of Long Term Care Services
Virginia Department of Health
9960 Mayland Drive, Suite 401
Richmond, Virginia 23233

Dear Ms. Weigel-Delano:

Attached please find the Plan of Correction for HCR-ManorCare Richmond on the corrected
copy of the form CMS 2567, related to the standard survey completed on March 4, 2015. As
noted in the Plan of Correction, the facility’s date of alleged compliance is April 18, 2015,

Please contact me if you have any further questions or concerns.
Thanks.

Sincerely,

Elizabeth Nugent, LNHA

Administrator



st

COMMONWEALTH of VIRGINIA

Department of Health
Martssa Jf. Levine, MD, MPH, FAAFE Ofﬁce Df Llcensure and Cer{-lﬁcation TYY 7-1-1 OR

State Health Commigsioner 1-800-828-1120

9460 Mayland Drive, Suite 401
Menrico, Virginka 23233-1485
FAX; (804) 527-4502

March 31, 2015

Ms, Elizabeth Nugent, Administrator
Manarcare Health Services-Stratford Hall
2125 Hilliard Road

Richmond, VA 23228-4600

Dear Ms. Nugent:

RE:  Manorcare Health Services-Stratford Hall
Provider Number 495045

Enclosed is a corrected copy of the form CMS 2567 for the standard survey ending March 4,
2015. A correction has been made to citation F280 based on statement, as we discussed.
Please submit the Plan of Correction on the comected survey report.

The letter, dated 3/18/2015, that accompanied the original survey report is still applicable, If
you have any questions about this letter, please feel free to contact me at 804/367-2100.

Tharnk you.

Sincerely,

Tt S ol 5o

Wietske G Weigel-Delano, Supervisor
Division of Long Term Care

Enclosure

‘ ?r VIRGINIA
DEPARTMENT
OF HEALTH

. DIRECTOR ACUTE CARE COPN Fratecting You amd Your Eavironmant COMPLAINTS LONG TERM GARE
(804) 367.2102 (804} 3672104 {804) 387.2128 www.vdh.virginla.gov 1-800-055-1815 (B04) 367-2100
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STATEMENT OF DEFICIENGIES ®1) PROVIDER/SUPPLIER/GLIA (¥2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATONNUMBER: 1 »_ s rin GOMPLETED
495045 B. WinG 03/04/2015
NAME OF PROVIDER OR SUPPLIER 3.TREETAD€JRESS. CITY, STATE, ZIP CODE
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(Xd) 10 SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH GORRECTIVEE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIEYING INFORMATICGN) TAG CROS&REFERESIEEI&IE'%%E AFPROBRIATE DATE
The statements made onthiz
' lan of correction are not an
E NIT? MME ¥ 000 pran ot \
000 | INITIAL CO NTS admission to and do not
. constitute rnent wit
An unannounced Medicare/Medicaid standard th:’;i}i“ . dageaf.%‘cf:mi; ;}’:etg
survay was conducted 03/3/15 through 03/4/15. hevot 8
Corrections are required for compliance with 42 ereL).

CFR Part 483 Federal Lang Term Care

requirements. The Life Safety Code To remain in compliance with

survey/report will fallow. : all federal and state regulations,
— . e the center has taken or will take

The cansus in this 194 certified bed facility was the actions set fofth in the

196 at the time of the survey. The survey sample foillo " plan of correction

congisted of 23 current resident reviows
(Residents #1 through 21, Residents #27 and
#28) and five closed record reviews (Residents

The foliowing plan of correction
constitutes the center’s

#22 through #28). allegation of compliance, All

F 160 | 483.10{c)(8) CONVEYANCE OF PERSONAL F 160 alleged deficiencies cited have

88=D | FUNDS UPON DEATH besn or:will be corrected by the
Upon the death of a resident with a personal fund dagﬁﬂrdates indicgted. IR |
deposited with the facility, the facility must convey e | ‘
within 30 days the residant's funds, and a final | Fi60 L 104/18/15.
accounting of those funds, to the individuz! or o ‘ 0 ;
probate jurisdiction administering the resident's 1t is the intended practice of this facility | '
ostate, that upon the death of a resident with a

personal fund deposited with the facility,
the facility will convey within 30 days the -

This REQUIREMENT is not met as evidenced ‘ resident’s fimnds and a final accounting of
by: those funds, to the individual or probate
Based on staff interview, facility document review Jurisdiction administering the resident’s

and clinical record review, it was determined that estate. ‘

tha facility staff falled to convey resident funds

within 30 days after desth for ona of 28 residents Criteria 1

in the survey sample, Resident #22, Resident £22°s m closed out.

Resident # 22 expired at the facility on 12/18/1 4;
the Resident’s fund account was still open on
3/4/15 and had a balance 76 days after the
Resident expired.

P ROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

l
sohonp ENabeth Nu,
with an asterisk (*) denotes a deficiency whth the Institution may be excused fom comracting providing It is datemined that
other safequards provida sufficlent protection to the patients. {Seeinstructions,) Except for nursing homes, the findinga stated above are disdlosable 80 days
following the date of survey whether or not a plan of correction s provided. For nursing homes, the abave findings and plans of correction are disdosabla 14
days iollowing the dats these documants ame made avatlabla to the fadility. If deficiencias are gited, an approved pian of eorrection 1 requisite to continued

program participation.

FORM GM3-2567(02-09) Praviots Versions Obsoiats ‘ Event ID: FOBD1 Facllity 1D: VAO241 If continuation sheet Page 1 of 65
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- F160 | Continued From page 1 F 160 Criferia2 |
The findings include: All residents with persogal finds
deposited with the facility have the
Reasldent # 22 was admitted to the faciity on potential to be affected,
3/20/09 and readmitted on 7/22/14 with :
diagnoses that included but were not fimited to: Audit completed on all residents with
coronary artery disease, diabetes, arthritis, - personal: funds to ensure funds were.
Alzheimer's disaase, anxiety, hyperlipidemia, “conveyed within 30days of dmchm;ge
schixophrenia, and depression, [ )
) E —..  Criterja3 !
The most recent MDS (minimum data set) ‘Business Dﬂiceﬁ:ﬁ%g been

| coded Resident # 22 as rarely understands

assessment, a significant change assessment,
with an assessment reference date of 10/14/14,

others and as rarely able to make herself
understood. Resident # 22 was also coded as
being seversly cognitively impaired for daily
decision making. Resident # 22 expired at the
facllity on 12/18/14. There was no avidence in
the clinical record for the conveyance of the
rasident funds.

During an interview on 3/4/15 at 1:40 p.m. with
OSM (other staff member) # 3, the business
affice manager, it was revealed that Resident #
22 still had an open resident funds account with a
balance of $1,191.61. OSM # 3 stated that she
did not realize that (name of Resident # 22) had a
resident fund account.

During an interview on 3/4/15 at 2:15 p.m. with
ASM (administrative staff member) # 1, the
administrator, this finding was reviewed. ASM #
1 stated that she had just given approval for tha
account to be closed. A request for the facility
policy was made at this time.

On 3/4/15 at 2:40 p.m. ASM # 1 presented a fax
o "NDC" (National Data Care) and stated that
this is the first step that nesded to be done fo

reeducated on resident personal fund

gecduntsand proper procedures of 4 how to,

m:mal fund: accounts.

Criteria 4
Admmmtmtor/demgnee will audit all
‘residents with personal finds to ensure
funds were conveyed within 30 days of
discharge weekly x4 weeks and monthly
x2 months and report to QAA
recommendations.

Criteria 5

{
The facilities alleged date of compliance is'

Apnl 18,2015,

et e w e L e e L

FORM CMS-2587(02-08) Frevious Versions Obsolete Evant ID: FOSDT

Facilfty 1ID: VAG244

If continuation sheat Page 2 of 68
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(X4 1
PREFIX
TAG

SUMMARY STATEMENY OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LEC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION (xe)
PREFIX (EACH GORREGTIVE AGTION SHOULD BE co

TAG |  GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

F 160

F 226

55=D | ABUSE/NEGLECT, ETC POLICIES

Continued From page 2

begin the process of closing the account. The
"Status Change Form™ was the itern that was
faxed.

On 3/4/15 at 3:10 p.m. OSM # 3 raviewed a copy
of what the facllity uses to guide them in regards
to resident fund accounts, Identifying the
“Resident Fund Management System" as the
online guide that is used; a copy of a portion of
this guide was printed and presented. On page #
7 of this guide the following was documanted:
"Resident Expires: A Status Change form should
be faxed to NDC immediately following the
rasident’s death so that direct deposits received
after the date of expiration will be returned to their
source...The account will remain open until NDC
receives the Status Change form instructing them
to close the account. The account should be
closed immediately unless waiting for Social
Becurity to fake back a payment.”

Ne further information was provided prior to exit.
483.13{c) DEVELOFAMPLMENT

The facility must develop and implement writien
policies and procedures that prohibit
mistreatmant, neglect, and abuse of residents
and misappropriation of rasident property.

This REQUIREMENT is not met as evidenced

Based on staff interview, facility document
review, and employee record review, it was
determined that the facility staff failed to ‘
implement abuse policies for one (CNA {cerfified

F 160

F 226 F226 04/18/15
It is the intended practice of this facility to
develop and implement written policies
and procedures that prohibit mistreat,
neglect, and abuse of residents and
misappropriation of resident property.

Criteria 1
CHA #37s employee references were

checked and placed into her employee
file. . -

FORM GMS-2867(02-00) Previous Versions Obsolets Event [0:FOBD11

Facitity Iy VaD241 If continuation sheet Paga 3 of 66
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nursing assistant) #3) of five employee records
reviewad.

The facility was urable to provide evidence that
employee references wara obtained per the
facility abuse palicy, for CNA (certified nursing
assistant) #3, who was newly hired employees,

The findings include;

Five employea records of new hires for the last
four months were requasied and reviewead.

Raview of CNA #3's empioyee record revealed
that CNA #3 was hired as a CNA on 12/29/14.
Further review of CNA #3's amployee record
failed to evidence that employee references were
completed prior to the hire date.

During an Interview on 3/4/15 at approximately
2:25 p.m. with Q5M (ather staff member) #6,
Director of Human Resources, OSM #6 was
asked whether or not employee reference chicks
were completed at the fime of CNA #3's hire date.
OS5M #86 stated that she was unable to find in the
record where that was done. OSM #8 was asked
to describe the verification process for any new
hires prior to the hire date. OSM #6 responded,
"When we receive the employment application we
set up for an interview, once a decision js made
to hire the applicant we invite the applicant in for
a pra-employment appointment. At that tima we
complete the sworn statement and we obtain
consent to complete the background checks.

The references are requested during this
appointment and we usually check references by
telephone and note our conversation on the

(%43 10 SUMMARY STATEMENT OF CEFICIENGIES i3] PROVIDER'S PLAN OF CORRECTION (x5
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL FREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 228 | Continued From page 3 F 22
page 8 Criteria 2

Al employee files have the potential to be
affected.

All current employee files were checked
fofl; reference checks on file.

Criteria 3
HE. staff have been reeducated on
checking references for all new hires prior
to hire date and have been reeducated on
facility abuse policies.

Criteria 4
Administrator/designes will audit all new
hire employee files weekly x4 weeks and
monthly x2 months and report to QAA
recommendafions,

Criteria 5
The facilities alleged date of compliance is |
April 18, 2013.

FORM CMS-2567(0:2-4) Previous Varsions Ohsciate

Evant (0:FO8D14

Fucifty 1D: VAO241
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consant form." OSM #8 was asked whether or
not this was done for CNA #3, OSM #6 stated, "
arm sure we did it, we just failed to document this
inn har record. | can't find it."

The facility's policy "Reference Requests for
Prospective Employees” documented, "Policy
Statemnert. It is (facility name) policy to obtain and
evaluate refarences for all potential employaes.
Procedures, 4, Reference checks ara to be
conducted before aciual employment beging.”

The Administrator and Director of Nursing wera
made aware of the findings on 3/4/15 at
approximately 10:30 a.m.

No further information was provided prior to exit.
F 278 | 483.20(g) - (j) ASSESSMENT F 278 . F278
£5=£ | ACCURACY/COORDINATION/CERTIFIED

| 04718718

Tt is the intended practice of this facility to

The assessmant must accurately reflect the have an assessment that accurately mﬂem
resident’s status. the residept’s status.

Aregistered nurse must conduct or coordinate ' Cmém 1

each assessment with the appropriata \ AP
participation of health professionals. | E::r?c?;;# 5’s MDS was reviewed and

A registered nurse must sign and certlfy that the

corrected,

Each individual who completes a portion of the

assessment must sign and certify the accuracy of Resident #10°s MDS was reviewed and

that portion of the assessment, corrected.
Under Medicare and Medicaid, an individual who Resxdgnt #14°s MDS was reviewed and
wilifully and knowingly certifies a material and ‘corrected,

falze statement in a resident assessment is
subject to a civil moneay penaity of not more than

FORM CME-258T(02-89) Previous Varsions Cfmotety Event iB: FORD1T Facilty iD: VAD241 If eatinuation ahaet Page & of 66
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F 278 | Continued From page 5 F278 0o C—'t'iiliﬁfi—ﬂl o
$1,000 for each assessment; ar an individual who affet:‘:etzfi enis have the potential to be
willfully and knowingly causes another individual "
to certify a material and false statement in a s ; .
resident assessment is subject to a civil money Resident’s MDSs will be reviewed for
penalty of not mare than $5,000 for aach quarterly, annual and significant change
assessmant.  for coding of Sections I, F, and K.
Clinicat disagreement does not constitute a . Criteria 3
material and false statement, IDT team has been re-educated by
MD)5/designee on accuracy of coding on
' the MDS.
This REQUIREMENT is not met as evidenced
by. Criteria 4 ‘
Based on stsff interview, facility document review The IDT team will review resident’s MDS
and clinical record review, the facility staff failed during quarterly, annual and significamt
to ensure a complete and accurate MDS change assessments,
(minimum data set) assessment for four of 28 - ‘
residents in the survey sample, Residents #5, #7, - The ADNS/designee will randomly audit
#10, and #14. - residents MDS for coding related to active
di Nowi i 1
‘ agnoses, swallowing/nutritional status,
1. For Resident #35, the facility staff incorrectly andg::ﬁ‘,ity resideuts’g/ interview weekl
Y
coded the resident as having a fracture that was xdweeks and monthly x2
e . " y x2 months and
currently being treated in Section | - Active report to QA A committee for review and
Diagnoses on the significant change MDS | recormmen dations
assassment, with an ARD (assessment reference )
date) of 12/29/14 and the quartedy MDS .
ARD 7M4. - .. iteria S .
assessment with an of 1211 The facilities alleged date of compliance is
April 18, 2015. '

2. The facility staff failed to accurately code
Resident #7's annual MDS with an ARD
(essessment reference date) of 12/16/14 to
demonstrate the interview for Daily and Activity
Preferences had been attempted.

3. Resident # 10's significant change MDS
(Minimum Data Set) assessment, dated 3/25/14,
did not accurately reflect the Resident's helght.

4. Resident ¥ 14's quarterly MDS (Minimum Data
FORM CMS-2587(02-99) Previous Versions Obsolsta Event 1D: FO8D11 Faciity [B: VAGQ24Y If continuation sheat Page & of 88
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Set) assessment, dated 10/26/14, did not
accurately reflect the Resident's haight.

The findings include:

1. For Resident #5, the faciiity staff incorrectly
coded the rasident as having a fracture that was
currantly baing treated in Section | - Active
Diagnoses on the significant change MDS
assessment, with an ARD (assessment reference
date) of 12/28/14 and the quarterly MDS
aszessment with an ARD of 1201714,

Resident #5 was admifted to the facility on 9/8/14
with a recent readmission on 10/18/14 with
diagnosas that included but wera not limited to:
anxiety, skin infection, altered mental status, adult
failure to thrive, dementia, chronic obstructive
puimonary disease, congestive heart failure, high
blood pressure, deap vein thrombosis, and
inflammation of the galibladder.

The maost recent MDS assessment, a significant
chahge assassment, with an ARD {assessment
reference date) of 12/29/14, coded the resident
as being moderately impaired to make daily
coghitive decisions. The resident was coded as
requiring extensive assistance of one staff
mermber for all of har activities of daily living.

Tha MDS assessment, a quarterly assessment,
with an ARD of 12/17/14, coded the resident in
Section | - Active Diagnoses as having an "Other
Fracture.” '

The significant change assessment, with an ARD
of 12/29/14, coded the resident is Section | -
Active Diagnoses as having an "Other Fracture.”

FORM CMS-2567(02-99) Pravious Versiors Obeclats Event ID: FOADNM Facifity 1D: VAD241 If continuation sheot Page 7 of 66
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F 278

Continued From page 7
Raviaw of the clinical record did not reveal any
documentation regarding another fracture.

An interview was conducted with RN (registered
nurse) #1, the MDS coordinator, on 3/4/15 at 9:01
a.m. regarding what other fracture Resident #5
had presert. RN #1 slated, “She had a lumbar
vertebrae fracture in September 2014." When
acked If the resident shouid ba codad for this
fractura on the significant change MDS with an
ARD of 12/29/14 and the quarterly MDS
assessment with an ARD date of 12/1714. RN
#1 stated, "Not if she isn't being treated for it."

An interview was conducted with RN £2, an MDS
coordinator; on 3/4/15 at 9:07 a.m. RN #2 was
present during the intérview with RN #1. RN #2
pulfed out her worksheets used for completing
both of the MDS assessments for Resident #5 in
December 2014. RN #2 statad, "I think it's an
arror on my part. | even have a nota that | was to
remove that diagnosis as she was no longer
baing treated for the lumbar fractures, My
mistake.”

CMS RAI Manual October 2014;

2. Determine whether diagnoses are active: Once
a diagnosis is Identified, it must be determined if
the diagnosis is active. Active diagnoses are
diagnoses that have a direct relationship fo the
resident's current functional, cognitive, or mood
or behavior status, medical treatments, nursing
montitoring, or risk of death during the 7-day
Inok-back period. Do not include conditions that
have been resolved, do not affect the resident's
current status, or do not drive the resident's plan
of care during the 7-day look-back period, as
thase would be considered inactive diagnoses.

F 278

FORM CMS-2667(02-83) Prwvious Verzions Obsolats Event iD: FO8D11
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made aware of the above findings on 3/4/15 at

The administrator and director of nursing were

11:08 a.m.

2. The facility staff failed to accurately code
Resident #7's annual MDS with an ARD
{assessment reference date) of 1211614 10
demonstrate the Interview for Daily and Activity
Preferences had bean attempled. '

Resident #7 was admitted to the faciity on
10/20/11 and most recently readmitted on 2/11/15
with diagnoses that included but were not limited
to: osteoporosis, pneumonia and glaucoma.
Resident #7's most recent MDS (minimum data
sot), a quarterly assessment with an ARD
(assossment referance date) of 211815, coded
the resident’s cognition as being severely
impaired.

Section BO700 of Resident #7's annual MDS with
an ARD of 12/16/14 coded the resident as being
understood and as understanding verbal content.

Section F030C documented, "Should Interview for
Daily and Activity Preferences be Conducted? -
Attempt to interview all residents able fo
communicate. If resident iz unable to complete,
attampt to complete interview with family member
or significant other. 0. No (resident is
rarely/never understood and family/significant
other not available..." The Staff Assessment of
Dally and Activity Prefarences was completed.

On 3/4/15 at 10:10 a.m., an interview was
conducted with RN (registered nurse) #1, the
MDS coordinator. RN #1 stated the activities
department was rasparisible for completing
Section F of residents’ MDS assessments. RN
#1 stated if the resident is interviewable then the
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staff talks to the regident and if not then thay
complete the staff assessment. RN #1 was
asked how staff determines if a resident Is
interviewabla and if this determination was based
on any other sectlon of tha MDS assessment,
RN #1 stated, "Section B. If they are usually or
sometimes understood, they can attempt the
interviaw.”

On 3/4/15 at 10:20 a.m., an interview was
conducted with OSM (other staff mambar) #5, the
activities director. OSM #5 was asked how she
determines if a resident is Interviewable. OSM #5
stated, "If they are familiar with their activities and
routines and giva sensible answers,” OSM #5
was asked if Resident #7 was interviewable,
QOSM #5 stated, ™Yes. She is confused and may
not be able to teli you whera she lives but she iz
interviewable for preferences.” OSM #5 was
shown Resident #7°s 1216/14 MDS annuz!
assessment and asked why the Interview for
Dally and Activity Prefarences was not attermpted.
OSM #5 stated she attempted the intarview with
Resident #7 but if there are three questions that
the resident doasn't answer then she completes
the staff assessment. OSM #5 was asked how
FO300 of Resident #7's 12/16/14 MDS was
coded. Q5M #5 stated, "0. That's not true. It's
incorrect. She should be coded 1. Yes.," OSM#5
stated she refers to the CMS {Centers for
Medicare & Medicald Services) RAI (Resident
Assessment Instrument) manual when
complating MDS assassments.

Oﬁ 37415 at 11:00 a.m., the administrator and
director of nursing were made aware of the above

findings.,

The CMS RAI manual documents the following:
FURM GM5-2567(02-99) Provious Versions Obsoleto * Evont 1D: FOBDAT Fadlity £ VAGR4H If continuation sheet Fage 10of6g
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Continued From page 10

"SECTION F: PREFERENCES FOR
CUSTOMARY ROUTINE AND ACTIVITIES
Intent: Tha intent of items in thia section is o
obtain information regarding the resident's
preferences for his or her daily routine and
activities. This is best accomplished wien the
information is obtained directly from the resident
or through famlly or significant other, or staff
interviews if the resident cannot report
preferances. The information obtained during this
interview is just a porlion of the assessment.
Mursing homes should use this as a guide to
create an individualized plan based on the
residant's preferences, and is not meant to be
al-inclusive.

F0300: Should interview for Daily and Activity
Preferences Be Conducted?

Coding Instructions

Record whether the resident preference interview |.

shouid be attempted.

. Coda 0, no: if the interview should nof be
attarnpted with tha resident. This option should be
selacted for residents who are rarely/never
understood, who need an interpreter but ona was
not available, and who do not have a family
member or significant other available for
interview. Skip to FO800, (Staff Assessment of
Dally and Activity Preferences).

Code 1, yes: if the resident interview should be
attempied. This option should be selected for
residents who are able to be understood, for
whom an intarpreter is not needed or is present,
ar who have a family member or significant other
available for interview. Gontinue to FO400
(Interview for Daily Preferences) and FO500
(Interview for Activity Preferences)...”

No further information was presented prior o exit,

F 278
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3, Resident # 10's significant change MDS
(Minimum Data Set) assessment, dated 3/28/14,
did not accurately reflect the Resident’s height.

Resident #10 was admitted to the facility on
7/23/09 and again on 5/31/14 with diagnoses that
included: anemia (low iron), heart failure,
hypertension (high blood pressure), diabates
maellitus (Migh biood sugar), hyperiipidemia (high
cholesterol}, anxiaty, deprassion, schizophrania,
asthma (disease that affects breathing), altered
mental status, kidney disease, obesity and pain.

Resident # 10's most recent comprehensive MDS
(minimum data set) a significant change
asgessment, with an assessment referance date
(ARD) of 3/25/14, coded the resident as scoring a
14 on the brief interview for mental status (BIMS)
of a score of 0 - 15, 15 being cognilively intact,
The resident was coded as requiring extensive
assistance of one staff member for all activities of
daily living. In Section K: Swallowing/Nutritional
Status, under K0200: Helght and Weight,
Resident # 10 was coded as being 64 inches tall.

During a clinical record review the most current
MDS a quarterly assessment was compared to
the most recent comprehensive MDS, a
significant change assessment with an ARD of
3/26/14. The mast recent MDS was a quarterly
assessment with an ARD of 12/15/44. When
comparing Section K: Swallowing/Nutritional
Status, under KO200: Height and Weight,
Resident # 10 was coded as being 62 inches tall.

During an irterview an 3/4/15 at approximately
2:45 p.m. with RN (registered nurse) #2, the MDS

F 278
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coordinator, regarding the inconsistent height far
Resident #10, RN #2 stated, "The nurses input
the resident's haight.”

On 3/4/15 an interview was conducted at
approximately 2:50 p.m. with RN # 3, the nursing
supervisor. When asked to describa the
procadure for obtaining a resident's height, RN #3
stated, “if tha rasident is able to stand they are
measurad from head to toa. If they are unable to
stand wa measure their arm span from finger tip
to finger tip.* When asked how often a resident's
helght is maasured, RN #3 stated, "On admission
and if readmitted.” RN #3 was then asked to
review Resident #10's heights decumented on the
comprehensive significant change MDS ‘
assassment, with an assessment reference date
(ARD) of 3/25/14 and the quarterly MDS
assessment with the ARD of 12/15/14. When
asked why thera was a discrepancy of coding for
Resident #10's heights from 64 to 62 Inches, RN
#3 stated, "] don't think there is a discrepancy.”

On 3/4/15 an interview was conducted at
approximately 3:20 p.m. with the DON (director of
nursing) regarding Resident #10's height. The
DON was asked to review Resident #10's heights
documented on the comprehensive significant
change MDS azzessment, with an assessmant
refarence date ARD of 3/25/14 and the quarterly
MDS assessment with the ARD of 12M115/14.
When asked why thera was a discrepancy of
coding for Regident #10's heights from 84 fo 62
inches, the DON stated, "In November 2014 we
re-measurad all the residents.” When asked why
thero was a discrepancy in Resident #10's height,
the DON stated, "People shrink over tima.” The
DON further stated that Resident #10's initlal
height of 64 inches was aken in 2010 and had

F 278

FORM CM5-25487(02-29) Previcus Versions Obsohts Event ID: FOA01t

Facilty 1D: VAD241 If cantintiation shost Page 13 of 85




DEPARTMENT OF HEALTH AND HUMAN SERVICES

CEN

RS FOR MEDICARE & MEDICAID SERVIGES

PRINTED: 03/31/2015
FORM APPROVED

STATEMENT OF DEFIGIENGIES (X1) PROVIDER/SUPPLIERYCLIA
AND PLAM OF CORRECTION IDENTIFICATION NUMBER:

495045

(X2} MLLTIPLE CONSTRUGTION
A BUILDING

B. WING

NAME OF PROVIDER OR SUPPLIER
MANORCARE HEALTH SERVICES-STRATFORD HALL REVISED

STREET ADDRESS, GITY, STATE, ZiP CODE
125 HILLIARD ROAD
RICHMOND, VA 23228

(%4) I
FREFI
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFIGIENCY MUST BE PRECEDED BY FULL
REGULATORY O LSG IDENTIFYING INFORMATION)

[+
PREFEE
TAG

PROVIDER'S PLAN OF CORRECTION )
{EACH CORRECTIVE ACTION SHOULD BE COMPLETION

CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENGY)

F 278

Continued From page 13
not been re-measured for height untif November
2011,

Review of tha facllity policy *System for Obtalning
Haight and Weight™ documented in part, "Obtain
height on admission and yearly. Height is actually
measured not astimated.”

The Admlnistratof and DON were made aware of
the findings on 3/4/15 at approximately 4:30 p.m.

No furthar infermation was provided prior to exit.

4, Resident # 14's quarterdy MDS (Minimum Data
Set) assesament, dated 10/28/14, did not
accurately reflact the Resident's height.

Resident #14 was admittad to the facllity on
1/11/13 and again on 1/16/14 with diagnoseas that
included: anemia (low iron), heart failure,
hypertension (high blood pressure), renal -
insufficlency (kidney disease), diabates mellitus
(high bload sugar), thyrold disorder, cardiac
pacemaker and {oe amputation,

Resident # 14's most recent comprehensive MDS
{minimum data set) an annual assessment, with
an assessment reference date (ARD) of 1/24/15,
coded the resident as scoring a 15 on the brief
intarview for mental status (BIMS) of a score of 0
= 15, with 15 being cognifively intact. The
resident was coded as requiring extensive
assistance of one staff member for all activitles of
daily living. In Section K: Swallowing/Nutritional
Status, under K0O200: Height and Weight,
Resident # 14 was coded as baeing 70 inches tall.

During a clinical record review the most current
MDS a quarterly assessment was compared fo

F 278
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the most recent comprehensive MDS, an annual
assessment with an ARD of 1/24/15. The most
recent MDS was a quarterly assassmant with an
ARD of 10/26/14. When comparing Section K:
Swallowing/Nutritional Status, under K0200:
Height and Weight, Resident # 14 was coded as
baing 72 inches tall.

During an interview on 3/4/15 at approximately
2:45 p.m. with RN (registered nurse) #2, the MDS
coordinator, regarding the inconsistent height for
Resident #14, RN #2 stated, “The nurges input
the resident's height.”

On 3/4/15 an interview was conducted at
approximately 2:50 p.m. with RN # 3, the nursing
supervisor. When asked to dascriba the
pracedure for obtaining a resident’s height, RN #3
stated, "if the resident is able to stand they are
measurad from head to toe. If thay are unable to
stand we measure their armn span from finger tip
to finger tip." When asked how often a resident’s
height is measured, RN #3 stated, "On admission
and if readmitted.” RN #3 was then asked to
raview Resident #14's heights documented on the
comprahensiva annual MDS assessment, with an
ARD of 1/24/15 and the guartedy MD3
assessmaent with the ARD of 10/26/14. When
asked why there was a discrepancy of Resident
#14's heights from 72 to 70 inches, RN #3 stated,
* don't think there is a discrepancy.”

On 3/4/15 an interview was conductad at
approximately 3:20 p.m. with the DON (director of
nursing) regarding Resident #14's height, The
DON was asked to raview Resident #14's heights
documented on the comprehensive annual MDS
assessment, with an ARD of 1/24/15 and the
guarterly MDS assessment with the ARD of
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10/26/14, When asked why there was a
discrepancy of Residant #14's heights from 72 te
70 inches the DON stated, “In November 2014
wa re-measured all the residants.” When asked
whiy there was a discrepancy in Resident #14's
haight the DON stated, "People shrink aver ime.”

Review of the facility policy "System for Obtaining
Helght and Weight" documented in part, "Obtain
height on admission and yearly. Helght Is actually
maasured not estimated.”

The Administrator and DON were made aware of
the findings on 3/4/15 at approximately 4:30 p.m.

MNo further infoermation was provided prior to exit.

483.20(d), 483.20¢(k)(1) DEVELOP
COMPREHENSIVE CARE PLANS

A facility must use the resuits of the assessment
to davelop, raview and revise the resident's
comprehansiva plan of care.

The facility must devalop a comprahensive cire
plan for each resident that includes measurable
objectives and timetables to meet a resident's
medical, nursing, and mentat and psychosocial
needs that ara identified in the comprehensive
assessment.

The cara plan must describe the services that are
to be fumished to attain or maintain the resident's
highest practicable physical, mental, and
psychosocial well-being as required under
§483.25; and any services that would otherwise
be raquired under §483.25 but are not provided
due fo the resident’s exarcise of rights under
§483.10, including the right to refuse treatment

F 278

F2t9 F279 - 1 lo4/1815
Tt is the intended practice of the facility to| | .
develop, review and revise the resident’s
comprehensive plan of care.

L Criterial
Resident #5 has a revised cate plan to
address cognition or dementia.
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This REQUIREMENT is not met as evidencad
by

Based on staff Interview and clinical record
review, the facility staff fafled to develop a care
plan for one of 28 residents in the survey sampla,
Resident #5.

The facility staff failed to develop a care plan to
address cognitive loss/dementia that was
triggered on the CAA (Cara Area Assessment) of
tha significant change MDS (minimum data set)
asseasment, with an ARD (assessment reference
date) of 12/29/14, for Resident #5.

The findings inchicle;

Rasident #5 was. admitted to the facility on 9/8/14
with a recent readmission on 10/18/14 with
diagnoses that included but were not limited to;
ariety, skin infection, altered mental status, adult
fatlure to thrive, dementia, chronic obstructive
pulmonary disease, congestive heart failure, high
bloed prassure, deep vain thrombosis, and
inflammation of the gallbladder.

The most recent MDS (Minimum Data Set) was a
significant change assessment, with an ARD
(assessment reference date) of 12/29/14, and
coded Resident #5 as baing moderately impaired
to make dally cognitive deciglons. The resident
was coded as requiring extensive assistance of
ane staff member for afl of her activities of daily
living.

in Section V - Care Area Assessment Summary,
on the significant change assessment, with an
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F 279 Continued From page 16 F 279 Criteria 2 :
under §483.10(b)}4). Al residents have the potential to be

affected.

CAAs will be reviewed to ensure that tare
plans are initiated for all triggered areas.

Criteria 3
IDT team has been reeducated by

MDD5/designee on initiation of resident’s
care plans based on triggered areas on
CAAs.

Criteria 4
The ADNS/designee will randomly andit
resident’s care plans based on triggered
areas on CAAs weekly x4 weeks and
monthly x2 months and report to QAA
committee for review and
recomumendations.

' Criteria 5 f
The facilities alleged date of compliance is
April 18, 2015,
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ARD (assessment reference date) of 12/29/14,
the rasident was checked under column, "Care
Area Triggored” for cognitive lnss/dementia. The
column, "Care Planning Decision” was also
checked with an "X," indicating that the triggered
area was {o be care plannad for this resident.

Reviaw of the comprehensive care plan dated,
10/20/14, and reviewed an 1M2/15, did not reveal
a care plan to address tha resident's cognitive
loss/dementiz.

An interview was conducted with RN (registered
nurse) #1, the MDS coordinator, on 3/4/15 at 9:10
a.m. RN #1 was asked to review Residant #5's
cara plan and locate on the care plan addrassing
cognition or dementia, RN #1 reviewed the care
plan. She then stated she didn't see it. When
asked who is responsible for complating the
saction of the MDS that includes the cognition,
RM #1 stated, "The social workers do that
section.”

An inferview was conducted with other staff
member (OSM) #7, the social worker on 3/4/15 af
%17 a.m. OSM #7 was asked to review tha care
plan and the significant assessment with and
ARD of 12/28M4 and o [ocate where the care
plan addresses cognition/dementia for Residant
#5. OSM #7 reviewed the care plan and MDS
and stated, "You are cofrect, it's not there.” When
asked should cognitionfddementia be cara planned
for this resident, OSM #7 stated, " it Is triggered,
and we checked that we wera going to care plan
it, it should be care planned.”

The RAI Manual October 2014:
Coding Instructions for VO200A, CAAs
Faciiity staff is to use the RAI friggering
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Continued From page 18

mechanism o determine which care areas
require review and additional assessment. Tha
{riggered cara areas are checked in Column A
*Care Area Triggered” in the CAAs section. For
each friggered care area, use the CAA process
and current standard of praclice, evidence-based
or expert-andorsed clinical guidelines and
resources to conduct further assessment of the
care area. Document relavant agsessmeant
information regarding the resident's status.
Chapter 4 of this manual provides detaiied
instructions on the CAA process, care planning,
and documeantation

For each triggered cara area, Column B "Care
Fianning Decision® Is checked to indicate that a
new care plar, care plan revision, or continuation
of the current care plan Is necessary to address
tha issue(s) identified in the assessment of that
care area. The "Care Planning Decision's column
must ba completed within 7 days of compisting
tha RAL, as indicated by the date in VO200C2,
which is the date that the care planning
dacision(s) ware completed and that the
resident’s cara plan was completed. For each
triggered care area, indicate the date and location
of the CAA documentation in the "Location and
Date of CAA Documentation” column,. Chapter 4
of thia manual provides detailed instructions on
the CAA process, care planning, and
documentation.

The administrator and director of nursing were
made aware of tha above findings on 3/4/15 at
11:08 a.m.

483.20(d)(3), 483 10(k}2) RIGHT TO
PARTICIPATE PLANNING CARE-REVISE CP

F 279

F 280
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‘the removal of fall mats from the resident's reom.

The ragidant hag the right, urdess adjudged
incompetent or otherwise found to be
incapacitated under the laws of the State, to
participate In planning care and trestment or
changes in cara and treatment.

A comprehensive cara plan must be developed
within 7 days after the completion of the
comprehensive assessment; preparad by an
interdisciplinary team, that includeas the atlernding
physician, a registered nurse with responsibility
for the resident, and other appropriate staff in
disciplines as determingd by the resident's needs,
and, fo the extent practicable, the participation of
the resident, tha resident's family or the resident's
legal representative; and periodically reviewed
and ravised by a team of qualified persons after
each assessment.

This REQUIREMENT is not mat as avidenced
by: ‘

Based on observation, staff interview, facility
document review and dlinical record review, it
was determined that the facility staff failed to
review and revise the comprehensive cara plan
for two of 28 residents in the survey sampla,
Hesidents #9 and #7,

1. The facility staff failed to review and ravise
Resident #0's comprehensive care plan following
falls on 11/15/14 and 11/19/14.

2. The facility staff faited to review and revise
Resident #7's comprehensive care plan to reflect

It is the intended practice of the facility to
develop a comprehensive care plan within
7 days after the completion of the

comprehensive assessment; prepared by an

interdisciplinary team, that includes the
attending physician, a RN with
responsibility for the resident, and other
appropriate staff in disciplines as
determined by the resident’s needs, and, to
the extent practicable, the participation of
the resident, the resident’s family or the
resident’s legal representative; and .
periodically reviewed and revised by a
team of qualified persons after each
assessment,

A e e i d et

'Rens,idam: #9 has a revised care plan to
‘address fall prevention.

Resident #7 has a revised care plan to
address the removal of fall mats.

o Criteria 2
All residents have the potential to be
affected. '

Residents with falls will be reviewed in
Eagle Room for care plan revisions sand
updated as appropriate. '

Criteria 3

. IDT team has been reeducated by

MD$/designee on revision of resident’s
care plans.
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| pushing the two exit doars seeking to go out.

Continued From page 20
The findings include:

1. Residant #9 was admitted to the facility on
8/268/14 and most recently readmitted on 9/9/14
with diagnoses including, hut not limited to:
dementia, depression, high blaod pressure,
psychosis and benign prostate enlargement. On
the most recent MDS (minimum data set), a
quarterly assessment with assessment refarence
data of 12/17/14, Resident #9 was coded as
being severely cognitively impaired for making
daily decisions. He was coded as being
independent for walking, and as requiring the
assistance of staff for bed mobility, toileting,
personal hygiene and bathing. He was coded as
having one fall with no injury and one fall with
minor injury during the look-back period.

A review of the nurses’ notes for Resident #9
revealed the following note written on 11/15/14 at
1:02 p.m.: “Resident was laid in the bed for a nap
because rasident appeared to be sleapy and
exhausted. Resident did not sleep at night.
Resident Is continuously pace (sic) the hallway

Resident has difficulty walking. Resident is a high
risk of falling. Resident is very difficult to redirect.
Resident has three abrasions: on the rt. (right)
forehead, above . eyabrow and rt. lower back.
Resident alzo has a cut an the it. (left) eyebrow.
[Name of physician] and R/P (responsible party)
were made aware. Son said he will take resldent
to the [name of local hospital]. Neuwro
(neurological) checks within normal limits, moving
all extremities. Resident a/o (alert and oriented)
to person. Resident's condition is stable. No
resp. (respiratory) distress. Resident’is walking
as usual,” ‘

F 280

Criteria 4

The ADNS/designee will randomly audit =

resident’s care plans related to falls weekly
x4 weeks and monthly x2 months and
report to QAA committee for review and
recommendations.

Criteria 5

The facilities alleged date of cum];:)ﬁance is
" April 18, 2015,
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A roview of the falf investigation dated 11/15/14
revaaled that the facility staff discovered blood on
the corner of the resident's night stand and on the
floor between tha bed and the nightstand. The
review revealed that the facllity staff freated this
incident as a fall because he had been ohserved
lying in bad just prior to the fall, and because of
the presence of the blood on the nightstand
corner.

On 3/4/15 at 12:20 p.m., LPN (licensed practical
nurse) #4 was interviewed iegarding this fall. She
stated that Resident #9 was “very fired™ and
"lookad like e reeded a nap.” She stated that
she remembered that a staff member assisted
Resident #9 into his bed. She stated that the
next time she saw the resident; he was walking
down the hall as described in her note.

A review of Emergency Room discharga
instructions for Resident #9 dated 11/15/14
revealed instructions to care for three stitches
that had been placed over the resident's left
ayabrow.

Further review revealed the following note written
on 11/19/14 af 11:15 p.m.: "At start of shift, CNA
(certified nursing assistant) was making rounds
and assisted [Resident #9) back to bad and
closed the door. Approx (approximately) four
min. (minutes) later CNA heard a loud noise
coming from dining area and went to assess.
CNA abserved [Resident #9] sitting on the floor
beside chair. CNA than (sic) went to get Charge
nurse, Charge nurse assess (sic) resident for
painfinjury with none noted. Resident denies
hitting head. Neuro checks initiated and within
normal limits. Reasident assisted to standing
position and assisted to sit in chair and offered a

F 280
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snack. MD (doctor) is aware. Called RP two -
times with message left to call back to facility.”

A raview of the comprehensive care plan dated
9/17/14 and most recently updated on 1/22/15
ravealed the foflowing interventions for falis prior
to the 11/15/14 fall: "Bed in low position . . .
Provide assist to transfer and ambulate as
needed . . . Therapy evaluation and treatment per
orders. Atternpt to redirect resident when he is
restless.” A roview of the facility investigations
for the 11/15/14 and 11/19/14 falls revealed that
the resident's bed was in low position on last
obzarvation by a staff member, and that the
rezident had been assisted to bed by a CNA just
prior to both fafls. A review of the clinlcal record
also revealed therapy evaluations and treatment
prior to the falis to strangthen Resident #9's ability
to walk without difficullies. At the time of these
falls, Resident #3 had been discharged from
therapy services with no recommendations for
supérvision for ambulation.

However, a review of this care plan revealed no
reviews or new interventions following the above
referenced falls.

On 3/4/15 at 12:20 p.m., LPN (licensed practical
nurse) #4, who was working on the unit where
Resident #9 resides, was interviewed ragarding
the process of updating care plans after a fail.
She stated that everyone is responsible for
updating the care plan, including the nurse
working at the time of the fall, the unit manager,
the ADON (assistant director of nursing) and the
DON (director of nursing). When shown tha
documentation regarding these two falls and the
care plan, LPN #4 stated, "I don't know what
happened. |can't say why I didn't update the

F 280
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care plan. | don't know."

On 3/4/15 at 2:05 p.m., ASM (administrative staff
member) #2, the director of nursing (DON}, and
ASM #3, the assistant director of nursing
(ADON), were interviewed regarding the process
of updating care plans after a fall. ASM #3 stated
that the charge nurse is responsible for updating
the care plan. She stated that the she was in the
process of datermining why these care plans
were not updated. She stated that the facility
staff usuatly does a very good job of updating the
cara plans with any changes in a resident's
status, ASM #2 stated that she did not know why
the care plans were not updated. She described
the facility's practice of twice-a-day "Eagle Room"
meetings at which resident incidents/status
changes are discussed and interventions are
planned. She stated she remembered discussing
these falls in the Eagle Room, but admitied that
there was no documentation of these discussions
in the residant's record.

On 3/4/15 at 3:20 p.m., ASM #1, the
administrator, and ASM #2 were informed of
these concemns. Policies and procedures
regarding care plan updates and falls were
requested. ASM #2 stated that anything related
to updating a care plan after a fall would be
contained in the falls policy.

A review of the facliity policy entitied “Falls
Bractice Guide” revealed, in part, the following:
"Faliowing review of risk factors, environmantal
factors and other clinical conditions, the patient's
initial care plan is updated or a comprehensive
cara plan is developed to include individualized
patient Interventions that focus on the patient’s
risk factors.”
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Nothing further was provided prior {o exit.

Basic Nursing, Essentials for Practice, 6th editlon,
(Potter and Perry, 2007, pages 119-127), was &
referenca for care plans. "Anursing care plan is
a written guidaline for coordinating nursing care,
promoting continuity of care and listing outcome
critaria to be used in the evaluation of nursing
care. The written care plan communicates
nursing care priorities to other health care
professionalz. The care plan also identifies and
coordinates resources used to deliver nursing
care. A correctly formulated care plan makes it
gasy to continue care from one nurse to another.
If the patient's status has changed and the
nursing diagnosis and related interventions are
no longer appropriate, modify the nursing care
plan. An out of date or incorrect care plan
compromisas the quality of nursing care.”

2. The facility staff falled to review and revise
Resident #7's comprehensive care plan to reflect
the remaval of fall mats from tha resident's room.

Rasidant #7 was admitted to the facility on
10/20/41 and most recently readmitted an 2/11/15
with diagnoses that included but were not limited
to: osteoporosis, pneumonia and glatcoma.
Resident #7's most recent MDS (minimum data
sat), a quarterly assessment with an ARD
(assessment reference date) of 2118/15, coded
tha resident's cognition as being severely
impaired. ‘

Review of Resident #7°s clinical record revealed a
comprehensive care plan Initiated on 1/23/14 and
ravised on 7/21/14. The care plan documented,
*Goal: Minimize risk for falls. Interventions: Bed
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In low position when occupied. Bilateral floar
mats. PDM (perimeter defined mattress [with

aid in defining perimeters,..”

observed by the bad or anywhere in the room.
On 3/4/15 at 9:20 a.m., an intarview was
RN #3 reviewed the resident's care plan and

#7's room. RN #3 was asked where Residant

plan.

On 3/4/15 at 11:00 a.m., the administrator and
findings.
The approaches for fall interventions are clear,

not have a single cause but include a
combination of risk factors and causes.

needs change...”

raised edges around the perimeter] matiress to

Observations of Resident #7 in a low bad with a
PDM mattress was conducted on 3/3/15 at 3:45
p.m. and 3/4/15 at 8:34 a.m. No fall mats were

conducted with RN {registered nurse) #3, the unit
manager. ' RN #3 was asked to describe the fall
prevention interventions in place for Resident #7.

stated, "Low bed, Fall mats.” At this time, RN #3
was asked o walk with this surveyor to Resident

#7's fall mats were. RN #3 stated the fall mats
ware removed when Resident #7 was provided a
scoop mattress { PDM mattress) and the fall mats
needed to ba reamoved from the resident's cara

director of nursing were made aware of the above

The facility palicy document, "PHASE 1 ASSESS"
documented, "COMPREHENSIVE CARE PLAN:

specific and individualized for the patient's needs.
Managing fafls can be complex as many falis do

Regardless of the interventions that are put into
place, a key factor to success is the timely review
of the intarventions as tha patient's condition and

F 280

FORM CME-2567(02-80) Provious Versions Obzolets. Evant 10: FO8D11

Facifty J0: VAQT241 If continuation sheet Page 26 of 668



PRINTED: 03/31/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION " IDENTIFICATION NUMBER: A BUILDING COMPLETED
495045 B. WING 03/04/2015
HAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIf* CODE "
2125 HILLIARD ROAD
MANORCARE HEALTH S_ERWCES-STRATFORD HALL REVISED RICHMOND, VA 23228
(X4 1D SUMMARY STATEMENT OF DEFICIENGIES s) PROVIDER'S PLAN OF CORRECTION iy
PREFIX (EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE comtnon
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 280 Continued From page 26 ¥ 280
On 3/4/15 at 2:10 p.m., the administrator pravided
a copy of Resident #7's updated cara plan. The
administrator confirmed the fall mats ware
resolved fram the care plan after this survayor's
.| interview with RN #3.
No further information was. presentad prior to exit. ,
F 281 | 483.20{k)3)i) SERVICES FROVIDED MEET F 281 F181 04/18 /ﬁ
85=n | PROFESSIONAL STANDARDS -

It is the intended practice of the facility to
provide services that meet professional
standards of quality.

Criterial
Incident repori completed for Resident #19.
MD notified with no new orders.

The services pravided or amanged by the facility
must meet professional standards of quality.

This REQUIREMENT is not met as evidenced
by:
Based on observation, staff interview, and facility

document review, it was determined that the Resident #20 received her medications as

fadility staff failed to follow professional standards ordered
of practice during medication administration on 1 '
of § nursing units (the 600 umﬂ' LPN#2 educated on not leaving

medications vosupervised and on not

LPN (ficensed practical nurse) #2 left medications
on top of the medication cart and the cart
unfocked and unsupervised during the medication
pass observation on the 800 unit.

The findings include:

On 3/3/15 at 5:05 p.m., the surveyor arrived on
tha 600 nursing unit for the madication '
administration observation. A medication cart
was abserved in the hallway, against the waill, tha
drawers/front side facing out towards tha open
halfway. The cart was obzerved uniocked. An
inverted drinking cup was on top of the cart.

leaving medication cart unlocked during
medication administratien to ensure the
safety of Residents #27 and #28.
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Under this cup were the following medications: All residents have the potential to be
*hydrocodone 7.5 mg, (milligrams) (a narcotic _affected.

pain medication), *potassium 20 meq
{milliequivalents) {used for potassium
raplacement), and *hydralazine 25 mg, (used to
treat high blood pressure) (the medications were
for Resident #20).

On 3/3/15 at 5:07 p.m., a staff member (social
saervicas) walked by the cart and pushed in a
drawer that was slightly cracked open.

On 3/3/15 at 5:08 p.m., Resident #27 went past
the cart in her wheslchair.

On 3/3M15 at 5:10 p.m., LPN #2 (Licensed
Practical Nurse #2) returned to the cart.

At this time (5:11 p.m.}, LPN #2 moved the cart
down the hall fo the room of Resident #19,
turning the cart so the drawers faced towards the
resident’s room, in the doorway of the room, LPN
#2 was observed pulling the lock on the cart out
all the way with his hand, and did not attempt to
use a key 1o unlock the cart, indicating the cart
was not locked. LPN #2 was observed preparing
medications for another resident (Resident #19).
The inverted drinking cup containing medications
remained on top of the cart, He picked the cup
up, and in doing so, clearly revealed that a
medication cup containing pills was under the
drinking cup. When asked what resident the
medications were for, he stated, "(name of
Resident #20)." At this time, ha prepared the
following medications for Resident #19:
*Naurontin 300 mg (used to treat neuropathy),
*Nexium 40 mg (used to treat GERD),
“Oxycodona 10 mg (narcotic pain medication),
and “*Miralax (& heaping cap full) (used to treat

Reeducate the nursing staff on not leaving
medications unsupervised and on not
leaving medication cart unlocked while
unattended.

Criteria 3
LPN #2 on not leaving medications
unsupervised and on not leaving
medication cart unlocked while
- uvmattended.

Nurses have been reeducated on not
leaving medications unsupervised and on
not leaving medication cart unlocked
while unattended,

Criteria 4
ADNS/designee will randomly audit
medication administration weekdy x4
weeks and monthly x2 months and report
to QAA committee for review and
recommendations.

Criteria 5
April 18, 2015,

The facilities alleged date of compliance is
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| vitamin deficlency). He was observed searching

Continued From page 28

constipation). He then searched the cart for
*Tyleniol {used to treat pain) and was not able to
locate any for the resident. He then placed an
inverted drinking up over the cup of medications,
{now having 2 inverted drinking cups covering
medications on top of the cart - for Resident #20
and #19), and left the cart unsupervised and
unlocked to obtain the Tylenol fram the stat box.
This was approximataly 5:20 p.m. At |
approximately 5:23 p.m., LPN #2 retumexi to the
cart and administered the prepared medications
o Resident #19.

After administering medications to Rasident #19,
LPN #2 was observed placing the medications for
Residart #20 inslde the medication cart. LPN #2
than moved the cart down to tha room for
Resident #28 (approximately 5:26 p.m.). LPN #2
placed the medication cart int front of the room for
Resident #28, the cart was positionad in the
doorway facing into the resident's room, He then
praparad the following medications for Residant
#28: *aspirin 81 mg (used fo prevent blood clots),
*Tylenol 650 mg, and *“Thera M multivitamin (for

the madication cart for *calirate with Vitamin D
(used to replace calcium and Vitamin D) to
administer the resident but was unable to locate
it. He then ieft the cart again, {o search the
medication room for calirate at approximately
5:30 p.m.. LPN #2 teft the catt unlocked and
unsupervised, He returned to the cart at
approximately 5:38 p.m.

©On 3/4/15 at 3:08 p.m., an interview was
conducted with LPN #2. He stated he was
nervous about balng watched and should not -
hava laft meds (medications) on top of the cart,
unattended or the cart unlocked. When it was

F 231
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discussed that the cart was unlocked and
maedications were unsupervised on top of It when
the surveyor initially approached the cart, and
LPN #2 was not present, he made no comment.

A raview of the facility policy "Medication
Administration: Medication Pass" documanted,
".....lock medication cart when not in direct view of
nurse administering medication...” A raview of
the facility policy "Medication and Treatment
Administration Guidellines”, documented,
"...Medications and biologicals are securely
stared in a locked cabinet, cart or medication
room, accessible only 1o licensed nursing staff
and malntained under a lock systern when not
actively utilized and sttended to by nursing staff
for medication: administration....”

- On 3/4/15 at 3:41 p.m., the Director of Nursing
and Assistant Director of Nursing were made
aware of the findings. No further information was
provided by the end of the survey.

Resident #20 was admitted to the facility on
2/15/08 with the diagnoses of but not limited to
leg amputation, high blood pressure,
osteoporosis, and coronary artery diseasa. The
most recant MDS (Minimum Data Set) was an
annual assessmant with an ARD (Assessment
Reference Date) of 2/22/15. The resident was
coded as being cognitively intact In ability to make
daily life decisions. The residernt was coded as
requiring limited assistanca for dressing and
supervision for transfers, eating, and hygiene.

Resident #27 was admitted to the facllity to
10/19/14 with the diagnoses of but not limited to
diabetes, high blood prassure, schizophrenia,
depression, and deep vein thrombosis. The most

F 281
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- eating.

12/27114. The resident was coded as

hygiene; and supervision for eating.

surveillance,”

recent MDS coded Resident #27 as cognitively
intact in ability to make daily Iife decisions. The
resident was coded as requiring extensive
assistance for bathing, dressing, and bed
mobility, limited assistance for transfers out of
hed; and supervision for eating and hygiena.

Resident #19 was admitted to the facility on
8/251 4 with the diagnoses of but not limited to
paraplegia, chronic obstructive pulmonary
disease, high blood pressure, and a pressurs
sora. The most recant MDS was an anpyal
assessment with an ARD of 2/8/15. The resident
was coded as cognitively intact in ability to make
daily life decisions; and was coded as requiring
extensive assistance for bathing, hygiene,
dressing, and transfers; and limited assistance for

Resident #28 was admitted to the facility on
12/18/13 with the diagnoses of but not limited to
high blood pressure, arthritis, thromboembolus,
and deep vein thrombosis. The most recent MDS
was an annual assessment with an ARD of

cognitively impaired in ability fo make daily life
decisions; and was coded as requiring total
assistance for transfers out of bed; extensive
assistance for bed mobiity, dressing, and

According to "Fundamentals of Nursing® 7th
edition, 2000; Patricia A. Potter and Anne Griffin
Perry: Mosby, Inc; Page 703. "Maka sure that all
medications are in locked containers in a room
(e.g., medication reom) or are under constant

According to information abtained from

F 281

sevarely
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Fundamentals of Nursing: Concepts, Process,
and Practice, 4th ed. 8t Louis: Mosby-Year Book,
Inc., page 376, by Potter, Patricia A., and Anne
Griffin Perry: "Meadications of any sort should not
be left unattended, and patients shauld be
absarved taking the medication,”

According to Fundamentals of Nursing, 6th
adition, 2001: Patricia A. Polter and Anna Griffan
Perry, Mosby, Inc., page 828, "Guidelines for
Safe Narcotic Administration and Confrol: Stora
all narcotics in & locked, secure cabinet or
container.”

*Information obiained from Nurse's Drug Guida
2009, Prentice Hall, pages 9, 222, 583, 698, 752,
755, 1152, and 1259 ‘

*Information obtained from
hitp:/Aww.nim.nih.govimedlineplus/druginfo/med
5/a603032 htm!

“Information obtained from
hitp:/iwww.pharmacyhealth.net/dfthera-m-vitamin
5-8274.htm |

F 309 | 483.25 PROVIDE CARE/SERVIGES FOR

58=p | HIGHEST WELL BEING

Fach resident must receive and the facility must
provide the necessary care and services o attain
or maintain the highest practicable physical,
mental, and psychosocial wall-being, in
accordance with the comprehensive assessment
and plan of cara,

This REQUIREMENT is not met as evidenced

F 281

Faos; F309 . loassns

It is the intended practice of this facility to
have each resident receive and the facility
‘provide the necessary care and services to
attain or maintain the highest practicable
physical, mental, and psychosocial well- .
being, in accordance with the ‘
| comprehensive assessment and plan of
care. ‘
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by: R&es.,ideut #5°s comprehensive pain
Based on staff interview, facllity document assessment completed and care plan
review, clinical record review, it was determined updated with non-pharmacological
that the facility staff failed to perform a complete interventy N

pain assessment for one of 28 residents in the R . ‘
gutvey sample, Resident #5, . ; Criteria 2 :
~ Residents at risk for pain will be identified
and reevaluated with measurable criteria,

The facility staff failed to offer quality descriptors for pain, and non -
non-pharmacological intarventions prior to the pharmacological interventions prior to
administration of as needed pain medications and +| administration of pain medication and
failed to assess Resident #6's pain using quality reassessed for effectiveness of non-
descriptors (such as non-verbal gestures, quality, pharmacological interventions and
onset, duration or intensity of pain) before the medication administration,
administration of as needed pain medication in
January 2015. Criteria 3
. . Nurses have been reeducated on our Pain
The findings include: ' Practice Guide, to include, but not limited -
. - to: medication i
Resident #5 was admitied to the facility on 9/8/14 ae . .
with a racent readmission on 10/18/14 with adm’?{mamém dm"mmt?.tm’ following
diagnoses that included hut were not limited to: phiysician orders, usage of non-
pharmacological interventions prior to

anxiety, skin infection, altered mental status, aduit " L
failure to thrive, dementia, chronic obstructive medication adminjstration and
pulmonary disease, congestive heart failure, high reassessment using quality indicators.
blood pressure, deap vein thrombosis, and

inflammation of the gallbladder. Criteria 4 S

; ADNS/designes will randomly audit pain
The most recent MDS (Minimuim Data Set) assessments for completion weekly x4
assessment, a significant change assessment, weeks aod monthly x2 months and report |
with an ARD (assessment reference date) of to QAA committee for review and ;
12/29/14, coded the rasident as being moderately .| recornmendations,
innpaired to make daily cognifive decisions. The
resident was coded as requiring extensive | = Criteria 5
assistance of one staff member for ail of her The facilities alleged date of compliance is
activities of daily living. April 18, 2015,

The physician orders for January 2015, and
sighed by the physician on 1/11/15, documented,
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.| any documentation regarding the administration

nurse) #4 on 34/15 at 10:00 a.m. regarding what

Continued From page 33

"MAPAP {Tylenol} 3256 my (milligrams) tablet; 1
tabs (tablet) by mouth twice daily for pain.” This is
a schaduled medication. A second physician
order documented, "MAPAP (Tylanal) 2 tabs (650
mg) by mouth every 8 hours as needed for
clevated termperatura.”

Review of the January MAR (medication
administration record) revealed documented,
"MAPAF (Tylenol) 2 tabs (650 mg) by mouth
every 6 hours a3 needed for elevated
temparature,” It was documeinted as having been
diven on 1/28/15 at 11:08 a.m. and 1/3115 at
12:30 p.m. The reverse of the MAR did not reveal

of Tvlenol.

Raview of the nurse’s notes for 1/28/15 and
1/31115 did not document the adminisiration of
Tylenol, the reason for i, if non pharmacologic
interventions wera provided or the effectiveness
of the medication after receiving .

The comprehensive care plan, dated, 1/2/15,
documented, "Focus:; right heef pain...* The
"Interventions” documented, "Reaport nonverbal
expresslons of pain such as maoaning, striking
out, grimacing, crying, thraghing, change in
breathing, etc. Administer pain medication per
physician orders. Encourage/Assist to reposition
frequartly to position of comfort.”

An interview was conducted with RN (registered

procedure the nursing staff should foltow when a
resident complains of pain. RN #4 stated, “First
they need to assess the resident for the location,
intensity, and pain level and then offer

nori-pharmacologic intervartions, like

F 309

FORM CMS-2567(02-88) Previous Vangions Cbaolate Evant [B:FOADN

Faciity ID: VADZ41

i continumtion sheet Page 34 of 66




PRINTED: 03/31/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMS NO. 0938-0381
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIERYCLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBEF: A BUILDING COMPLETED
495045 B. WING 03/04/2015
NAME OF PROVIOER OR SURFLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2125 HILLJARD ROAD
MANORCARE HEALTH SERVICES-STRATFORD HALL REVISED RICHMOND, VA 23228
X4 ID SUMMARY STATEMENT OF DEFICIENCIES ™ PROVIDER'S PLAN OF CORREGTION o)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFDX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGUILATORY OR L5C IDENTIFYING INFORMATION) TAG CRDSS-HEFERENEFEKD: 2.‘} N(R—;E APPROPRIATE DATE
D 1

F 309 | Continued From page 34 , F 309

repositioning. Give the pain medication. The
nurse has to go back and reassess the resident
to see if the medication is effective.” When
asked whare all of the aszessment,
non-pharmacologic interventions and medication
are documented, RN #4 stated, "It should be
documented on the MAR." When asked where
the non-pharmacologic interventions are
documented, RN #4 stated, "They should write a
nurse's note in (name of computer program).” RN
#4 was than asked o review tha MAR and the
Rurse’s notes regarding the administration of
Tylenof to Resident #5. RN #4 reviewed the
MAR and nurses notes and stated, "l don't see it
decumented except on the front of the MAR."
When asked if the documentation an the MAR
included the loeafion, intensity,
non-phamacolagic interventions and
effectiveness of the medications, RN #4 stafed,
"No, it's not thera.,”

An interview was conducted with administrative
staff mamber (ASM) #3; the assistant director of
nursing, an 3/4/15 at 10:24 a.m, regarding the
pracess nurging should follow when 2 resident
complains of pain. ASM #3 stated, "First the
nurse should assess the resident; typs, intensity,
and location of pain. They should off
non-pharmacologic intervantions, such as
repositioning. Offer pain medication. After a litte
while regssess the resident to ensure the pain
was relieved.” When asked whera all of the
assessment, pain medication administration and
the offering of non-pharmacologic interventions is
documented, ASM #3 stated, "The nurse can
write on the back of the MAR or they can write a
nurse's note.” ‘

The facility policy, "Pain Practice Guide™
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documented, "Obtain pain scale scores daily and
before and after administration of PRN (as
needed) analgesics. Scores are documented on
the MAR...Interventions include
non-pharmacologic as well as pharmacologic.
Non-pharmacologic approaches used as initial
intarventions can minimize the nead for
medications, permit use of the loweast does or
result in discontinuation of medications.”

"During an epigode of acute pain the nurse ..
assesses the location, severity and quality of
pain,” Fundamentals of Nursing, 6th edition, Perry
& Potter, page 1241

The administratar and director of nursing were
made aware of the above findings on 3/4/15 at
11:08 a.m. .

F 323 | 483.25(h) FREE OF ACCIDENT Faya Fa23

"t loasss |
s8<D | HAZARDS/SUPERVISION/DEVICES )

1
I is the intended practice of this facility to |
ensure that the resident environments
remains free of accident hazards as is
possible; and each resident receives
adequate supervision and assistance

The facility must ensure that the resident
enviranment remaing as free of accident hazards
as is possible; and each resident receives ,
adequate supervision and assistance devices to

prevent accidents.
devices to prevent aceidents.
Criteria 1
Resident #9 has a revised care plan to
'll)"his REQUIREMENT is not met as evidenced address fall prevention.
& ‘
Based on staff interview, facility document review LPN#2 educated on not leaving
and clinical record raview, it was determined that ‘medications unsupervised and on not
the facility staff failed to provide care and services leaving medication cart unlocked during
in a manner ta promote safety for two of 28 ‘mediéation administration to ensnre the
;qi?sldents in the survey sample, Resident #9 and ' safety of Resident#27.
7. '
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Criteria 2
F 323 Continued From page 36 F323| All residents have the potential to be
affected.
j . The faci!lty staff failed to develop and
implement interventions to prevent further falls for Residents with falls will be reviewed in-
ﬁﬁgﬁ:t #9 following falls on 11/15/14 and Eagle Room for care plan revisions sand
- updated as appropriate.
2 e facity sl s o ansurs medicatons Notses kv boss osducad smr
medication cart on the 800 nursing unit. Resident leaying medications unsupervised and on
#27 was obssrved passing the cart with nm;‘ leaving medication cart unlocked
unsecured and accessible medications in her while unattended.
whesichair.
Criteria 3
The findings include: IDT team has been reeducated by
‘ MDS5/designee on revision of resident’s
1. Resident #9 was admitted to the facility on care plans.
8/26/14 and most recently readmitted on 9/9/14 _ '
with diagnoses including. but not limited to: Nurses have been reeducated on not
dementia, depression, high blood prassure, leaving medications unsupervised and on
psychosis and benign prostate enlargement. On ' not leaving medication cart unlocked
the most recent MDS (minimum data set), a while unattended.
quarterly assessmant with assessment reference
date 12/17/14, Resident #9 was coded as being Criteria 4 '
severely cognitively impaired for making daily The ADNS/designee will randomly audit
decisions. He was coded as being independent resident’s care plans related to falls weekly
tor walking, and as requiring the assistance of x4 weeks and monthly x2 months and
staff for bed moblity, toileting, personal hygiene report to QAA committee for review and
and bathing. He was caded as having one fall recommendations
with no injury and one fall with minor injury during )
the look-back period. ADNS/designes will randomly audit
. edication administration weekly x4
A review of the nurses’ notes for Reasident #9 o .
revealed the following note writien on 11/15/14 at weeks and mou_thly;& mm_:tths anéi report |
1:02 p.m.: "Resident was laid in the bed for a nap to QAA. comuitice for review an
| because resident appeared to be sleepy and recommendations. ‘
exhausted. Resident did not sleep at night. . 4
Resident is continuously pace (sic) the hallway ek Criteria 3 . .
pushing the two exit doors seeking to go out. ’Ihe‘ﬁamhtzes alleged date of compliance is _
Resident has difficulty walking. Resident is  high April 18, 2015.
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risk of falling. Resident is very difficuit to redirect.
Resident has three abrasions: on the rt. (right)
forehead, above rt. eyebrow and rt. lower back.
Resident also has a cut on the It. (left) eyebrow.
[Nama of physician] and R/P (responsible party)
wera made aware. Son said he will take resident
to the [name of local hospital], Neuro
(neurological) checks within normal limits, moving
all extrsmities. Resident afo (alert and oriented)
io person. Resident's condition is stable. No
resp. (respiratory) distrass. Resident is walking
as usual.” [The CNA woarking with Resident #0 at
the time of this fall was not available for interview
during the survay.]

A review of the fali investigation dated 11/15/14
revealed that the faciiity statf discovered blood on
the comer of the rasident's night stand and on the
floar between the bed and the nightstand. The
raview revaaled that the facllity staff treated this
incident as a fail because he had been observed
lying in bed just priar to the fall, and because of
the presence of the blood on the nightstand
corner.

On 3/4/15 at 12:20 p.m., LPN (licensed practical
nurse) #4 was Iinterviewed regarding this fall. She
stated that Resident #9 was "very tired"” and
"looked like he needed a nap.” She stated that
she remembered that a staff member assisted
Resident #9 into his bed. She stated that the
next time sha saw the resident; he was walking
down the hall as desctibed in her note.

Araview of Emergancy Room discharge
instructions for Resident #9 dated 11/15/14
revealed instructions to care for three stitches
that had been placad over the resident's left

eyohrow.

F 323
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Further raview revealed the following note written
on 1119114 at 11:15 p.m.; "At start of shift, CNA
{certified nursing assistant) was making rounds
and assisted [Resident #9] back to bed and
closed the door. Approx (approximatealy) four
min. {minutes) later CNA heard a loud noisa
caming from dining area and went to assess.
CNA ohserved [Resident #9] sitting on the floor
beside chair. CNA than (sic) went to get Charge
nurse. Charge nurse assess (sic) resident for
pain/injury with rione noted. Resident danies
hitting head. Meuro chacks initiated and within
normal fimits. Resident assisted to standing
position and assisted to sit in chair and offered a
shack. MD (doctor) Is aware. Called RP fwo
times with message left to call back to facility.”

A review of the comprehensive care plan dated
91714 and most recently updated on 1/22/15
revealad the following interventions far falls prior
to the 11/15/14 fal: "Bed in low position . . .
Provide assist to ransfer and ambulate as
needed . . . Therapy evaluation and treatment per
orders. Attempt to redirect resident when he is
resfless.” A review of the facliity investigations
for the 11/15/14 and 11/19/14 falls revealed that
the resident's bed was in low position on last
observation by a staff member, and that the
resident had baen assisted to bad by a CNA just
prior to both falis. A review of the clinical record
alsa revealed therapy evaluations and treatment
prior to the falls to strengthen Residant #9's ability
to walk without difficulties. At the time of these
falls, Resident #9 had been discharged from
therapy services with no recommandations far
supervision for ambulation. '

However, a raviaw of this cara plan revealed no
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reviaws or new interventions following the above
referenced falls,

On 3/415 at 12:20 p.m., LPN (licensed practical
nursa) #4, who was working on the unit where
Resident #9 resides, was interviewed regarding
the process of putting hew interventions into
place to prevent further falls after a resident
sustaing a fall. She stated that everyone is
respansible for updating the care plan, but that
ugsually the unit manager, the ADON (assistant
director of nursing) or the DON {director of
nursing) decides on the new interventions. She
stated: "l dor't know what else to do for him
[Resident #9)."

On 3/4/15 at 2:05 p.m., ASM (administrafive staff
member) #2, the DON, and ASM #3, the ADON,
were interviewead regarding putfing new
intervertions into place to prevent further falls
after a resident sustaing a fall, ASM #3 stated
that the facility staff usually does a very good job.
of thinking though a resident's ¢are plan and
coming up with new interventions o promote
safety, She stated she did not understand what
had happened in the above referenced instances.
ASM #2 was interviewad regarding why the
facility staff traated the 11/156/14 incident as a fall.
She reiterated what was contained in the
above-referenced incident report. She stated that
the resident had been obsarved lying in bed, and
that there was blood on the comef of the night
stand and on the fioor in a pattern consistent with
a fall. ASM #2 stated that she could not identify
any new intervertions in the residant's clinical
racord, She described the facility's practice of
twice-a-day “Eagle Room™ meetings at which
resident incidents/status changes are discussed

and interventions are planned. She stated she
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remembaered discussing these falls in the Eagle
Room, but admitled that there was no
documentation of these discussions in the
resident's record. ASM #2 was asked to provide
a fall risk assessment for Resident #9 prior to the
above refarenced falls. She stated that she could
not provide one because the facility does not
parform them.

On 3/4/15 at 3:20 p.m., ASM #1, the
administrator, art ASM #2 ware informed of
these concerns. Policies and proceduras
regarding new interventions to promote safety
following a fall were requested,

Areviaw of the facility poficy entitled "Falls ‘
Practice Guide" revealed, in part, the following:
"The approaches for fall intarventions are clear,
specific and individualized for the patient's needs. |
Managing falls can be complex as many falls do ‘
not have a singie cause but include a
combination of risk factors and causes.
Regardless of the interventions that are put into
place, 2 key factor to success is the timely review
of the interventions as the patient's condition and
needs change.” :

Agccording to Mosby's Textbook for Long-Term
Care Assistants, fourth edition, 2003, Page 144,
“Safety Is a basic need. Nursing center residents
are at great risk for falls and other -
aceidants,...You need to know the factors that
increase a person's risk of accidents and injury,
You also need to follow the person’s care plan.”

. | 2. The facility staff failed fo ensure medications
weare secured in 8 safe manner on one
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medication cart on the 600 nursing unit. Resident
#27 was observed passing the cart with
unsecurad and accessible medications in her

whealchair.

Resident #27 was admitted to the facility to
10/19/14 with the diagnoses of but not limited to
diabetes, high blood pressura, schizophrenia,
depression, and deap vein thrombosis. The most
recant MDS (Minimum Data Sef) was a quarterly
assassment with an ARD {Assesament
Refarence Date) of 1/26/15, The resident was
coded as being cognitively intact in abliity to make
daily Iife decisions, The resident was coded as
requiring extensive assistance for dressing and
bathing: imited assistance for fransfers out of
bed; and supervision for eating and hygiens.

Resident #20 was admitted to the facility on
2M5/08 with the diagnoses of but not limited to
leg amputation, high blood pressure,
ostaoporogis, and coronary artery disease. The
most recent MDS was an annual assessment
with an ARD of 2/22/15. The resident was coded
as haing cognitively intact in abllity to maka daily
lifa dacisions. The resident was coded as
requiring limited assistance for dressing and
supervision for fransfers, eating, and hyglene.

On 3/3/15 at 5:05 p.m., the surveyor amived on
the 600 nursing unit for the medication
admimstration observation. A medication cart
was obsarvaed in the haliway, against the wall, the
drawarsffront side facing out towards the open
haflway. The cart was observed unlocked. An
inveried drinking cup was on tap of the cart.
Under this cup were the following medications:
*hydrocodone 7.5 mg, (milligrams) (a narcofic
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pain madication), *potassium 20 meq
(milliequivalents) {used for potassium
repiacement), and *hydralazine 25 mg. {used to
freat high blood pressure) (the madications were
for Resident #20). ‘

On 3/3M5 at 5:07 p.m., a staff member (s0clal
garvices) walked by the cart and pushaed in a
drawar that was slightly cracked open,

On 3/3/15 at 5:08 p.m., Resident #27 went past
tha cart in her wheelchair.

On 3/3/15 at 5:10 p.m., LPN #2 (Liconsed
Practical Nurse #2) returned to the cart.

On 3/3/15 at 5:11 p.m., LPN #2 was observed
preparing medications for another resident
(Residant #19), The Invertad drinking cup
containing medications remained on top of the
cart. He picked the cup up, and in doing so,
claarly revealed a medication cup containing pills
was under the drinking cup. When asked what
resident the medications were for, he stated,
“(name of Resident #20)."

On 3/4/15 at 3:08 p.m., an interview was
conducted with LPN #2, ' He stated he was
nervous about being watched and should not
have left meds (medications) on top of the cart,
unattanded or the cart unlocked. When it was
discussad tiat the cart was unlocked and
medications were unsupervised on top of it when
the surveyor initially approached the cart, and
LPN #2 was not present, he made no commant.

A review of the facllity policy *Medication
Administration: Medication Pass" documented,
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".....Jock medication cart when not in direct view of
nurse administering madication...”. A review of
tha facility policy "Medication and Treatment
Administration Guidelines” documaented,
"...Medications and biologlcals are securely
stared in a locked cabinet, cart or medication
room, accessible only to licensed nursing staff
and maintained under a lock system when not
actively utilized and attended to by nursing staif
for medication administration...."

On 3/4/15 at 3:41 p.m., the Director of Nursing
and Assistant Director of Nursing were made
aware of the findings. No further information was
provided by the end of the survey.

According to "Fundamentais of Nursing” 7th
edition, 2000: Patricia A. Potter and Anne Griffin
Parry: Mosby, Inc; Paga 703, "Make sura that al!
medications are in lockad containers in a room
(e.g., medication room) or are under constant
surveillance.®

According to Infarmation obtained from
Fundamentaia of Nursing: Concepts, Process,
and Practice, 4th ed. 5t Louis: Mosby-Year Book,
inc., page 378, by Potter, Patricia A,, and Anne
Griffin Parry; "Medications of any sort should not
be left unattended, and patients should ba
observed taking the medication.”

According to Fundamentais of Nursing, 6th
edition, 2001: Patricia A. Potter and Anne Griffan
Perry; Moshy, Inc., page 828, "Guidelines for
Safe Narcotic Administration and Conirol; Store
all narcotics in a locked, secure cabinet or
container.”

F 323
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“Information obtained from Nurse's Drug Guide
2009, Prontice Hall, pages 752, 755, and 1259,
**Inforration obtained from
hitp/Aww.nim.nih.gov/imedlineplus/druginfo/med
&/aB03032.him|
*Information obtained from
hitp://www.pharmacyheaith.net/d/thera-m-vitamin
| s-8274.htm
F 328 | 483.25(k) TREATMENT/CARE FOR SPECIAL F 328 F328 04/18/15
55=D | NEEDS , ) i
It is the intended practice of this facility
The facility must ensure that residents receive that residents receive the proper treatment
proper treatment and care for the following and care for the following special services:
special sarvices: | injections; parenteral and enteral fluids;
injections; colostomy, ureterostomy, or ileostomy
Faranteral and enterai fluids; care; tracheostory care; tracheal
Colostomy, ureterostomy, or ileostomy care;. suctiﬂning' respiratory care: foof care: an
Tracheostomy care; lheses, ? T
Tracheal suctioning: : PIOSHISSEs.
Respiratory care; -
Foof care; and .
Prostheses. Criteria 1
Resident #7, #11, and #10 oxygen
corrected to be adrinistered per physician
This REQUIREMENT is not met as evidenced | order.
by:
Based on observation, staff interview, facility
document review and clinical record review, it
wis determined that the facility staff failed to
administer oxygen according to physician's orders
for three of 28 residents in the survey samgie,
Residents #7, #11 and #10.
1. Resident #7 was observed on separate
occasions dusing the survey with the oxygen flow
rate set between one liter and two liters per
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minute; the physician's order was for two liters All residents on oxygen was reviewed to
per minute. validate that they were administeréd
correct dosage of oxypgen per physician

2 Residant # 13 was observed on separate
occasions during the survey with the oxygen flow
rate set at 1 1/2 liters per minute and at 3 liters a
minute; the physicians order was for oxygen at 2
liters & minute continuously.

3. Residant #10 was obzerved on separate
occasions during the survey with the oxygen fiow
rate set between 1.5 and 2.0 L/min (liter/minuta);
the physictan order was for 2L/min.

; )

The findings include:

1. Resident #7 was observed on separate
oceasions during the survey with the oxygen flow
rate set between one liter and two liters per
minute; the physician’s arder was for two fiters
per minute.

Resident #7 was admitted to the faciity on
10/20/11 and mast recantly readmitted on 2/11/15
with diagnoses that included but were not limited
ta: osteoporosis, pneumonia and glaucoma.
Resident #7's most recent MDS {(minimum data
sei), 2 quanterly assessment with an ARD :
{assessment reference date) of 2/18/15, coded
the rezident's cognition az being severely
impaired. Section G coded Resident #7 as
reguiring extensive assistance of one staff with
bed mobility, transfers and locomotion. Section O
documentead the resident received oxygen
therapy during the last 14 days. ‘

Review of Resident #7's clinical record revealed a
physician's order dated 3/2/16 at 4:00 p.m. for

oxygen at two liters times 48 hours. Another

order.

Criteria 3
Licenzed nursing staff will be reeducated
on reading and verifying oxygen on
amount of liters prescribed by physician,

Criteria 4
ADNS/designee will randomly audit
rezidents on oxygen weekly x4 weeks and
monthly x2 months aod report to QAA
committee for review and ‘
recommendations,

Criteria §
The facilities alleged date of compliance is
April 18, 2015
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physician's order dated 3/3/15 at 8:45 p.m.
documented an order for oxygen at two litars per
minute via nasai cannula* as needed for
shoriness of braath or an oxygen saturation
jeval™ balow 90 parcant.

Reasident #7's comprohensive care plan initiated
on 11/28M12 documented, "Goal: | will have no
acute respiratory disiress. Interventions:
Administer oxygen per physician order...”

On 3/3/15 at 3:45 p.m., Resident #7 was
abserved sitting up in bed with an oxygen nasal
cannyia gn, The oxygan concentrator was set
betwaan one liter and two fiters as evidenced by
the bai in tha flow meter between the one fiter
mark and the two liter mark.

On 3/4A15 at 8:34 a.m., Resident #7 was
observed sitting up in bed with a nasal cannula
on. The oxygen concantrator wags set between
one fiter and two fiters as evidenced by the ball in
the flow meter between the one liter mark and the
two liter mark,

| On 3/4/15 at 9:20 a.m., an interview was
conducted with RN (registered nurse) #3. RN #3
was asked where the ball in the oxygen
concentrator flow meter shoutd be positioned if a
rasident has an order for oxygen at two liters. RN
#3 stated the middle of the ball should be right on
the two line but some fluctuate based on the
concentrator. At this time, RN #3 was shown
Resident #7°s oxygen concentrator. RN #3 statad
the flow meter was set at one and a half liters at

| eye lavel but two liters if you look up.

On 3/4/15 at 9:28 a.m., another surveyor
confirmed Resident #7's oxygen concentrator
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flow meter was set batween the one fiter mark
and the two liter mark.

On 374/15 at 11:00 a.m., the administrator and
director of nursing were made aware of the above

findings.

The oxygen concentrator manufacturer's
instructions documented, "NOTE: To properly
read the flow meter, locate the prescribed flow
rate line on the flow meter, Nexi, turn the flow
knob until the ball risas to the lina. Now, center
the bail on the L/min (liter per minute) line
proscribed...”

The facility policy titled, "RESPIRATORY:
OXYGEN ADMINISTRATION" documented in
part, "PREPARATION OF EQUIPMENT: 3. For
oxygen concantrator, plug in power cord, turn unit
on and get flow meter to correct flow rate -
extracts oxygen from room air..."

No further information was presented prior to exit.

*A nasal cannula is a two-pronged tube attached
to the axygen device for delivering oxygen
through the nose.” This information was obtained
from the website:

bttp/fwww thoracic.orgy/patienis/patient-resources
hresources/oxygen-therapy.pdf

**The oxygen saturation level is a measurement

of how much oxygen your blood Is carrying. This

information was obtained from the website:
hitp:/fiwww thoracic.org/patients/patient-resources
Iresources/pulse-oximetry. pdf

2. Resident # 13 was observed on separate
occasions during the survey with the oxygen flow
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rate sat at 1 1/2 liters per minute and at 3 liters a
minute; the physicians order was for oxygen st 2
liters a minute contintrously.
Rasident #13 was admitted to the facility on
6/11/2014. Diagnosaes included but were not
fimited to: hemiplegia (paralysis) of the left leg,
hypertension (high blood pressure), kidney -
fallure, depression, galibladder inflammation, TIA
(mini-stroka), anamia, CHF (heart disease) and
dementia,
The most recent MDS (minimum data set), a
quarterly assessment, with an assessment
refarenca date (ARD) of 1/22/2015 codad the
resident with & BIMS (Briaf Intorview for Mental
Status) score of 15 on a scale of 0-15, 18
indicating the resident was cognitively intact,
Resident was coded as requiring extensive
assistance with alt ADLs {(activitias of daily living)
axcept for feeding which was coded as requiring
supexvision,
Resident #13 was observed on 3/3/2015 at 2:37
pm. The resident was in bed with O2 (oxygen) on
via a nasal cannula. Tha oxygen flow rate on the
oxygen concentrator was abserved set at 1. %4
liters/minute. A second observation was made at
5:30 pm. The resident was sitting up in bed eating
dinner wearing the nasal cannula, the oxygen
flow rate was observed set at of 2 Hters/minute,
Resident #13 was observed on 3/4/2015 at 7:55
am., in bed eating breakfast with O2 on via a
nasal cannula the O2 flow rate on the
| concentrator was obsarved set at 3 liters/minute.
The physician's orders dated 2/25/2015
documented, "6/12/2014 Oxygen at 2t
(liters)/MIN {minute) via nasal cannula
continuously.”
Review of the Medication Administration Record
for March 2015 documented, "Oxygen at 2L/MIN
via nasal cannula continuausly.” Q2 af 2
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liters/minute was documented by tha facility staff
gach shift on the dates of the observation.

An interview was conducted on 3/4/2015 at 10:10
am with RN (Registered Nurse) #5. RN #5 was
asked how she read the O2 flow rate, she stated,
"You get at eye level and make sure the ball is in
the middie of the ine.” Whean asked to check
Resgident 13's oxygen fiow rate, RN #5 statad, "A
litte undaer 3 liters, lat me go check his order "
RN #5 was then asked who was responsible for
assessing the oxygen flow rates for residents.
She stated, "7 he nursa, when she goes in to
assess the patient, checks the O2 sat (oxygen
saturation), notify the MD (medical doctor) if the
02 (oxygen) iz above the ordered Q2" RN #5
stated, "l have not assessed tha patient this
rmorning.”

An interview was conducted on 3/4/2015 at 1015
am with RN #4. She was asked about the
process of checking oxygen for residents and
reading the flow mater. RN #4 stated, "We check
the sat (oxygen saturation) during assessment,”
When RN #4 was asked how to read the flow
meter, she stated, "Kneel down on your knees to
check flow." When asked where the flow meter
ball should be, RN #4 stated, “The 02 ball should
be in the middle of the line.”

An interview was conducted on 3/4/2015 at 10:30
am with the ADON (Assistant Director of
Nursing), regarding the proper way o read an
oxygen flow metar and when the axygen flow rate
should ba checked. She stated, "Get on eye level
to check.” The ADON stated, “Nurses are to
check it when they come on and when they go
inte the room.™ The ADON was then asked
where the flow meter ball should be. She stated,
"In the middle of tha line.”

The oxygan concentrator manufacturer's
instructions documented, "NOTE: To properly

F 328
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read the flow meter, locate the prescribed flow
rate line on the flow meter. Next, turn the flow
kneb unti the ball rises to the ling. Now, center
the ball on the L/mirt (liter per minute) line
proscribed..."

According to Fundamentals of Nursing, Perry and
Potter, 6th edition, page 1122, "Oxygen should ba
freated as a drug. It has dangerous side effects,
such as atelectasis or oxygen toxicity. As with any
drug, the dosage or concantration of axygen
should be continuausly monitored. The nursa
should routinely check the physiciain's orders to
verify that the client is recaiving prescribed
oxygen concentrafion. The six rights of
medication administration alse pertain fo oxygen
administration,”

The administrator and DON (Director of Nursing)
were made aware of these firdings on 3/4/2015
at 11:10 am.

3. Resident #10 was admitted to the facilityon ;
7/23/09 and again on 5/31/14 with diagnoses that
included anemia (low iron), heart fature,
hypertension (high bload pressure), diabetes
mellitus {high blood sugar), hypedipidemia (high
cholesterol), anxiety, depression, schizophrenia,
asthma (disease that affects breathing), altered
mental status, kidney disease, obesity and pain.

The most recent MDS (minimum dada set), a
quarterly assessment with an ARD (asgessment
reference date) of 12/15/14 coded Resident #10
as being cognitively intact Tor daily decision
making. Resident # 10 was coded as requiring
extensive assistance of one staff member for ail
of har activities of daily living. Section "O" of the
MDS entitied "Special Treatments, Procedures,
and Programs” coded Resident #10 as requiring
“Oxygen Therapy.”
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Observations on 3/3/15 at approximately 3:00
p.m. revealed Rasident #10 sitting up in her bed
raceiving oxygan by a *nasal cannula which was
connected to an axygen concentrator (a medical
device used to deliver oxygen to thosa who
require {.}. Further observation of Resident #10's
oxygen concentrator revealed the flow metar on
the concentrator set between 1.5 (one and a hatf)
and 2 (twu) liters per minute. :

Observations on 3/3/15 at approximately 5:26
p.m. revealed Resident #10 lying in her bed,
watching television receiving oxygen by a nasal
carnnula which was conriected to an oxygen
concentrator. Further observation of Resident
#10's ;xygen concentrator revealad the flow
meter on the concenirator set betwean 1.5 (one
and a halfy and 2 (two) liters per minute,

Observations on 3/4/15 at approximately 8:50
a.m, revealed Resident #10 sitting up in her bed,
eating breakfast independently, receiving oxygen
by & nasal cannula which was connected to an
oxygen concentrator. Further observation of
Resident #10's oxygen concentrator revealed the
flow meter on the concentrator set between 1.5
(one and a half) and 2 {iwo) liters per tinte,

Observations on 3/4/15 at approximately 2;10
p.m. revealed Resident #10 lying In her-bad,
awake with the head of the bed slightly elevated
receiving oxygen by a nasal cannula which was
connacted to an oxygen concantrator. Further
obsarvation of Resident #10's axygen ‘
concentrator ravealed the flow meter on the
concentrator set batween 1.5 (one and a half)
and 2 (two) liters per minuta.

An observation on 3/4/15 at approximately 2:15

F 328
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p.m. with LPN (licensed practical nurse) #6
rayealed Resident #10 sifting up in her bed
recaiving oxygen by a nasal cannula which was
connacted to an oxygen concentrator. LPN #6
was asked to read the oxygen flow rate on
Residant #10's oxygen concentrator. LPN #8
stated, "It looks like it's at one and a half
liters/minute.” When asked how lo read the flow
rate on the oxygen concentrator, LPN #8 stated,
"Tha middle of the bail should be on the line that
indicatas how much oxygen.” LPN #8 then
raviewsd the physician order and stated. "It
should be at two fiter per minute.” When asked i
there is documentation of Residant #10's oxygen
being checked, LPN #8 stated, "We dont
document it if the oxygen is continuous.”

The "Physician’s Order Sheet” dated
2115.2/28/15 and signed by the physician on
1/20M15 documented, "05/31/14 Oxygen at 2 (two)
L/MIN (liters per minute) via {by) nasal canniula
continuous to keep sats [(saturation) Tha
parcentage of how much oxygen your blood is
carrying] at 90% or above.”

A review of Resident #10's MAR {medication
administrafion record) dated March 2015 did not
document evidence of Resident #10's oxygaen
being checked.

Resident #10's comprahensive care plan with a
target date of 3/26/201 5 was reviewed. Under the
headihg "Focus” R documented, "Risk for cardiac
complications, need for monitoring related to
hypertension, CHF (congestive heart failure),
hypedipidemia.” Under "Goal” it documented,
"Will exhibit no acute cardiace distress such as oo
{complaint of) chest pain, cyanosis (a condition in
which the lips, fingers, and toes appear blue), .
FORM CMS-26887(02-53) Previous Vorgions Ofxnlete Bvant ID: FOBD Facdity ID: VAOR41 It continuation sheet Page 53 of 88




DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT QF DEFICIENGIES (X1} PROVIDER/SLIPPLIER/CLIA
AND PLAN OF CORRECTIOM IDENTIFICATION MUMBER;

' PRINTED: 03/31/2015
FORM APPROVED
OMB NO. 0938-0391

485045

(X2) MULT

A, BUILDING

B. WING

IPLE CONSTRUCTION {X3) DATE SURVEY
COMPLETED

03/04/2015

NAME OF PROVIDER OR SUPPLIER
MANORCARE HEALTH SERVICES-STRATFORD HALL REVISED

STREET ADDRESS, CITY, STATE, ZIP CODE
2125 HILLIARD ROAD
RICHMOND, VA 23218

(X4 10
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

0
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION )
(EAGH GORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

F 328

Cortinued From page 53

SO0B (shortness of breath), etc (etcetera) ... ™
Under "Intervantions” it documented, "Administer
oxygen as orderaed. Date initlated 08/05/2009."

An interview was conducted with RN {registered
nursa) #3, nurse suparvisor on 3/4/15 at
approximately 2:30 p.m. When asked what the
procedure was for ensuring a resident's oxygen
flow rate was corect RN #3 stated, "It should be
checked at the beginning of each shift and
anytime during the shift," When asked how to
raad tha flow rate on the oxygen concenirator,
RN #3 stated, "The line of the flow rate should
pass through the middie of the ball.” RN #3 was
asked to read oxygen flow rate on Resident #10's
oxygen concentrator. RN #3 stated, "[t's at one
and a half liters/minuta.”

The (Name of Company) user mamual for the
oxygen concantrator documented, "To properly
read the flowmeter, locate the prescribed flowrate
line on the flowmetar. Next, tum the flow knob
urtil the ball rises to the ine. Now, center the ball
an the Umin (iiter par minute) line prescribed.”

Nursing Interventions and Clinical Skills, 2nd
edition, Elkin, Perry and Potter 2000, page 936,
"Oxygen is a drug and is administered and
monitored with the same ¢are as any other
medication.”

The Administrator and Director of Nursing wera
made awarae of these findings on 3/4/15 at
approximately 4:30 p.m.

No further information was obtained prior to exit.

*A nasal cannula consists of two small plastic
tubes, or prongs, that are placed in both nostrils.
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The resident must be seen by a physician at least
cnce evary 30 days for the first 50 days after
admission, and at least once aevery 60 days
theraafter. ‘

A physician visit is considered timely if it occurs
not later than 10 days after the date the visit was
required,

This REQUIREMENT is not met as evidenced
by:

Based on staff intarview, facility document review
and clinical record review, it was determined that
the facility staff falled to ensure timaly physician
visits for ona of 28 residents in tha survay
sample, Resident #1.

Tha physician (or nurse practitioner) did not
axaming Resident #t from 10/29/14 until 1/17/15,
a periogd of 80 days.

The findings include:
Resident #1 was admitted to the facility on

4/25/08 with diagnoses that included but were not
limited to: infracranial (brain) injury, osteomyelitis
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P

1t is the intended practice of this facility to i
ensure that residents are seen by a ‘
physicisn at least once every 30 days for

the first 90 days after admission, and at

least once every 60 days thereafter.

Criteria 1
Physician for Resident #1was reeducated

on timely physician visits,

Criteria 2
All residents have the potential to be
affected.

All physiciang and Medical Record staff
will be reeducated on timely physzician
visits.

Criteria 3 . ‘
All physicians and Medical Record staff
will be reeducated on timely physician

visits.
Criteria 4
Administrator/designee will randomly

audif physician visits weekly x4 weeks and
monthly x2 months and report to QAA
committee for review and

{bona infection)* and dysphagia (swallowing :
disorder) **. Resident #1's moat recent MDS recemmendations.
(minimum data set), a quarterly assessment with Criteria 5
:;ld ARD (assessment reference date) of 12/15/14, The facilitics all?gﬁo ¢ compliance is
ad the rasident’ iti ,
ident's cognition as being saverely April 18, 2015,
FORM CMS-2587(02-29) Pravicua Vetsions Obsolate Evant, 1D: FOBDT ‘Facilty 10 VAD241 if continuation sheat Page 55 of 68



DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVIGES

PRINTED: 03/31/2015
FORM APPROVED
OMB NO_ 0538-031

495045 B. WING

STATEMENT OQF DEFICIENCIES (*1) PROVIDER/SUPPLIERICLIA (X2) MULTIFLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A_BUILDING COMPLETED

03/04/2015

NAME OF PROVIDER OR SUPPLIER
MANORCARE HEALTH SERVICES-STRATFORD HALL REVISED

RICHMOND,

STREET ADDRESS, CITY, STATE, ZIP GODE
2125 HILLIARD ROAD

VA 23228

(X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF GEFICIERGIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX
REGULATORY OR LSC IDENTIFYING INFORMATION) TAG

i PROVIDER'S PLAN OF CORRECTION )

(FACH CORRECTIVE ACTION SHOULD DE COMPLETION
CROSS-REFERENCED TO THE AFFROPRIATE DATE

DEFIGIENCY)

F 387
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impairad.

Review of Resident #1's clinical record revealed
the physician (or nurse practitionar) did not
examine Resident #1 from 10/29/14 untif 117115,
a period of 80 days.

On 34715 at 11:20 a.m., an intarview was
conducied with OSM (other staff member) #4, the
employea responsible for tracking physicians'
visits. OSM #4 stated residents are supposed to
txa seen by the physician on admission, every 30
days for 90 days, then if skilled (receiving
Medicare services), every 30 days but if long term
care, evary 60 days. OSM #4 stated there was a
ten day grace period per the regulation but in
regards to Resident #1's visits, the physiclan was
running late from 10/20/14 through 1/17/15.

On 3/4/15 at 12:35 p.m., the administrator and
director of nursing were made aware of the above
findings.

The facitity policy tiled, "MONITORING
PHYSICIAN VISITS AND DOCUMENTATION"
documented in part, "PURPOSE: To ensure
physician visits are timely and documented in the
clinical record. GUIDELINES: Patients are soen
by a physician within 30 days of admission, every
30 days for the first 90 days after admission ard
at least once every 60 days thereafter. A
physician visit is considered timely if it occurs
within 10 days of the data the visit was required
or as otherwise stipulated by state rules..*

No further information was presanted prior o exit.
*This information was obtained from the website:
hitp:/fwww.nim.nih.gov/mediineplus/ency/article/0
00437 .htm -
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** Thig information was obtained from the F431
wobsite:
http:/Amwww.nim.nih.gov/imediineplus/swallowingdis It is the intended practice of this facility to
orders.himl ; Py ;
employ or obtain the gervices of a licensed
§5=D | LABEL/STORE DRUGS & BIOLOGICALS records of recelpt and disposition of all

The facility must emgploy or obtain the services of
a licensed pharmacist who establishes a system
of records of receipt and disposition of all
controlisd drugs in sufficient detail to enable an
accurate reconclliation; and determines that drug
records are in order and that an account of all
controlled drugs is maintained and periodically
reconciled. |

Drugs and biologicals usad in the facility must be
labeled in accordance with currently accepted
professional principles, and include the
appropriate accessory and cautionary
instructions, and the expiration date when
applicable,

In accordance with State and Federal laws, the
Tacility must store all drugs and hiologicals in
locked compartments under proper temperature
controls, and permit only authorized parsonnel to
have access to the keys.

The facility must provide separately locked,
permanently affixed compartments for storage of
controlled drugs listed In Schedule H of the
Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missging dose can

conirolled drirgs in sufficient detail to
enable an accurate reconciliation; and
determines that drugs records are in erder
and that an account of all controlled drugs
is maintained and periodically reconciled.

It is also the intended practice of this
facility to label all drups and biologieals in
accordance with currently accepted
professional principles, and include the
appropriate accessory and cautionary
instructions, and the expiration date when
applicable.

It is also the intended practice of this
facility to store all drugs and biologicals in
accordance with State and Federal laws, in
locked compartments under proper
temperature controls, and permit only
authorized personnel fo have access to the
keys and provide separately locked,
permanently affixed compartments for
storage of controlled drugs in Schedule IT
of the Comprehensive Dz Abuse
Prevention and Control Act of 1976 and
other drugs subject to abuse, except when
the facility uses single unit paclage drug
distribution systems in which the quantity
stored is minimal and a migsed dose can be
readily detected.
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be readily detected.

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview, and facility
document review, it was determined that the
facility staff failed to secure medications on 1 of 5
nursing units (the 600 unit).

LPN (licenised practical nurse) #2 left medications
on tap of the madication cart and the cart
unlocked and unsupervised during the medication
pass obsarvation on the 600 unit.

The findings include:

On 3/3/15 at 5:05 p.m., the surveyor artived on
the 600 nursing unit for the medication
administration abservation. A medication cart
was nhserved in the hallway, against tha wafl, tha
drawersffront side facing out towards the open
hallway, The cart was observed unlocked. An
invarted drinking cup was on top of the cart.
Under this cup were the following medications:
*hydrocodaone 7.5 mg, (milligrams) {a narcotic
pain madication), *potassium 20 meq
{milliequivalents) (used for potassium
replacement), and *hydralazine 25 my. (used to
treat high blood pressure) (the meditations were
for Resident #20),

On 37315 at 5:07 p.m., a staff member (social
services) walked by the cart and pushed in a
drawar that was slightly cracked open.

On 3/3/15 at 5:08 p.m., Resident #27 went past

{xd) D SUMMARY STATEMENT OF DEFICIENGIES 1] PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLE TN
TAG REGULATQRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
) DEFICIENCY)
F 431 | Continued From page 57 F 431 Criteria 1

Incident report completed for Resident #19.
MD notified with no new orders. :

Resident #20 received her medications as
ordered,

LPN#2 educated on not leaving
medications unsupervised and on not
leaving medication eart unlocked during
medication administration to ensure the
safety of Residents #27 and #28.

Criteria 2
All residents have the potential £ be
affected.

Nurses have been reeducated on not
leaving medications ungupervised and on
not leaving medication cart unlocked
while unattended.

Criteria 3
LPN #2 on not leaving medications
wnsupervised and on not leaving
medication cart unlocked while
unattended.

Reeducate the nursing staff on not leaving
medications vnsupervised and on not
leaving medication eart unlocked while
unattended.
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*Nexium 40 mg (used to treat GERD),

Continued From page 58
the cart in her wheelchair.

On 31315 at 5:10 p.m., LPN #2 (Licensed
Practical Nurse #2) returmned to the cart.

At this time (5:11 p.m.), LPN #2 moved the cart
down the hall to the room of Rasident #19,
turning the cart so the drawers faced towards the
resident's room, in the doorway of the room. LPN
#2 was observed pulling the lock on the cart out
all the way with his hand, and did not attempt to
use a Kay to uniock the carl, indicating the cart
wag not locked. LFN #2 was observed preparing
medications for another resident (Resident #19).
The inverted drinking cup containing medications
remained on top of the cart. He picked the cup
up, and in doing so, clearly revealed that a
medication cup containing pills was under the
drinking cup. When asked what resident the
medications were for, he stated, "(name of
Resideant #20)." At this time, he praparad the
following medications for Resident #19:
“Neurontin 300 myg (used to treat neuropathy),

*Oxycodone 10 mg (narcotic pain medication),
and “*Miralax (a heaping cap full) (used to treat
constipation). He then searched the cart for
“Tyionol (used to treat pain) and was not able to
locate any for the resident. He then placed an
inverted drinking up aver the cup of medications,
(now having 2 inverted drinking cups covering
medications on top of the cart - for Residant #20
and #19), and left the cart unsupervised and
uniocked to obtain the Tylenol from the stat box.
This was approximately 5:20 p.m. At
approximately 5:23 p.m., LPN #2 refurnaed to the
cart ang administered the prepared medications
to Resident #19.

F 431 Criteria 4
ADNS3/designee will randomly audit

medication administration weekly x4
weeks and monthly x2 months and report
to QAA cormmittee for review and
recommendations.

Criteria 5
The facilities alleged date of compliance is
April 18, 2015.
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Continued From page 59

After administering medications to Resident #19,
LPN #2 was observed placing the medications for
Resident #20 inside the medication cart. LPN #2
then moved the cart down to the room for
Resident #28 (approximately 5:26 p.m.). LPN #2
placed the medication cart in front of the room for
Resident #28, the cart was positioned in the
doorway facing into the resident's room. He then
prepared tha following medications for Resident
#28: "aspirin 81 mg (used to pravent blood clots),
"Tylanol 650 mg, and **Thera M multivitamin (for
vitamin deficiancy). He was observed searching
the medication cart for “calirate with Vitamin D
{used to replace calcium and vitamin D) to
adminizter the resident but was unable to locate
it. He then left the cart again, to search tha
medication room for calirate at approximately
5:30 p.m.. LPN #2 left the cart unlocked and
unsupervised. Ha returned to the cart at
approximately 5:36 p.m.

Qn 3/4/16 at 3:08 p.m,, an interview was
conducted with LPM #2. He stated he was
nervous about being watched and should not
have left meds {medlcations) on top of the cart,
unattended or the cart unlocked. When it was
discussed that the cart was unlocked and
medications were unsupervised on top of it when
the surveyor initially approached the cart, and
LPN #2 was not present, he made no comment.

A review of the facility policy "Medication
Administration; Medication Pass” documented,
*.....lock medication cart when not in direct view of
nurse administering medication...” A review of
the facility policy "Medication and Treatrnent
Adrninistration Guidelinas” documented,
"...Medications and biologicals are securely
stored in a locked cabinet, cart or medication

F 431
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room, accessible only to licensed nursing staff
and maintained under a lock system when not
actively utilized and attended to by nursing staff
for medication administration,...”

On 3/41 8 at 3:41 p.m., the Director of Nursing
and Assistant Director of Nursing were mada
awara of the findings. No further information was
provided by the end of tha survey.

Resident #20 was admitted to the facility on

211 5/G8 with the diagnoses of but not limited to
leg amputation, high blood pressure,
ostecporosis, and coronary artery disease. The
most recant MDS (Minimum Data Set) was zn
annual assessment with an ARD (Assessment
Reference Date) of 2/22/15. The resident was
coded as being cognitively intact in ability to make
dally life decisions, The resident was coded as
requiring limited assistance for dressing and
supervision for transfers, eating, and hyglens.

Resident #27 was admitted to the facility to
10/19/14 with the diagnoses of but not limited to
diabetes, high blood pressure, schizophrenia,
depression, and deap vein thrombgsis. The most
racent MDS coded Resident #27 as cognitively
intact in abiiity to maka daily fife decisions. The
resident was coded as requiring extensive
assistance for bathing, dressing, and bed
mobility, timited assistance for fransfers out of
bed; and suparvision for eating and hygiane. ’

Resident #19 was admitted to the facility on
82514 with the diagnoses of but not limited to
paraplegia, chronic obstructive pulmonary
disease, high biood pressure, and a pressure
sore. The most recent MDS wag an annual
assessment with an ARD of 2/8/15. The resident
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-edition, 2009: Patricia A. Potter and Annie Griffin

Continued From page 61

was caded as cognitively intact in ability to make
daily life decisions; and was coded as requiring
extensive assistance for bathing, hygiene,
dressing, and transfers; and fimited assistance for

eating.

Residant #28 was admitted to the facility on
12/18/13 with tha diagnoses of but not limited to
high bfsod pressurs, arthritis, thramboembelus,
and deep vein thrombasis. The most recent MDS
was an annual assessment with an ARD of
12/21/14. The residant was coded as severely
cognitivaly impaired in ability to make dafly life
decisions; and was coded as requiring total
assistance for transfers out of bed; extensive
assistance for bed mobfity, dressing, and
hygiene; and supervision for eating,

According to "Fundamentsls of Nursing” 7th

Perry: Mosby, inc; Page 703. "Make sure that all
medications ara in iocked containers in a room
(e.g., medication room) or are under constant
surveillance.”

According to information obtained from
Fundamantals of Nursing: Concepts, Process,
and Practice, 4th ed. St Lauis: Mosby-Year Book,
Inc., page 376, by Patter, Patricia A., and Anne
Griffin Petry: “"Medications of any sort shouid not
be left unattended, and patients should be
observed taking the medication,

According to Fundamentals of Nursing, 6th
edition, 2001: Patricia A. Potter and Anne Griffen
Petry, Mosby, Inc., page 828, "Guidelines for
Safe Narcotic Administration and Control: Store
all narcotics in a locked, secure cabinet or

contaiher.”

F 43
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*Information obtained from Nurse's Drug Guide
2009, Prentice Hail, pages 8, 222, 593, 698, 752,
755, 1152, and 1259
*Information obtained from _
http:/fwww.nim.nih.govimedlineplus/druginfo/med
5/aB03032.himl
*Information obtained from
http:/iwww.pharmacyhealth.nat/dfthers-m-vitamin
s-8274. himn
35=0 | RECORDS-COMPLETE/ACCURATE/ACCESSIB 1t is thte intended practice of this facility to .

LE ‘

The facility must maintain clinical records on each
resident in accordance with accépted professionat
standards and practices that are completa;
accurately documented; readily accessible; and
systematically organized.

The clinicat record must contain sufficient
information to identify the resident; a recard of the
resident’s assessments; the plan of care and
services provided; the results of any
preadmission screening conducted by the State;
and progress notes. ‘

This REQUIREMENT i= not met ag avidenced
by:

Based an clinical record review, staff interview,
and facility document review, it was determined
that the facility staff failed to maintain a complete
and accurate clinical record for one of 28
residents in the survey sample, Residents # B,
Resident # 6's clinical record contained a

maintin clinical records on each resident
in accordanee with accepted professional
standards and practices that are complete;
accurately documented; readily accessible;
and systematically organized.

It is also the intended practice of this
facility to ensure that the clinical record
contain sufficient information to identify
the resident; a record of the resident’s
assessments; the plan of care and services
provided; the results of any preadmission
sereeniing conducted by the State; and
progress notes,
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F 514 | Continued From page 63 F 514 Criteria 1
document with anather rasident’s name. Resident #6 clinical record was corrected
and iab was placed into correct resident’s
Tha findings include; clinical record.
Resident # 6 was admittad to the facility on Criteria 2
6/12/09 and readmitted on 1/7/13 with diagnoses All residents have the potential to be
that included but were not limited to: Alzheimer's affected.
disease, diabetes, atrial fibrillation, depression, _
macular degeneration, anxiety, gastroesophageal Review all lab sections of all residents to
reflux disease, chronic obstructive pulmaonary ensure complete and accurate clinical
disease, and osteoarthrosis. records.
Resident # &'s most recent MDS (minimum data :
set) was an annual assessment, with an ARD Nursi d g&ﬁiﬂd taff
(assessment reference date) of 1/16/15, The uriing and mecical record staft
Resident was coded as being usually understood reeducation on need to check resident's
by others and a3 sometimes understanding charts to ensure correct information is
others. The resident was cognitively impaired, placed in cotrect resident records.
scoring a 3 out of a possibla 15 on the BIMS .
(Brief Intarview for Mental Status) exam. Criteria 4 )
ADNS/designes will randomly audit
During a clinical record review another resident's resident clinical records to ensure proper
laboratory report was observed in Resident # 6's labs are on proper chart weekly x4 weeks
X and monthly x2 months and report to QAA
committee for review and
During an interview on 3/4/15 at 10;05 a.m. with recommendations.
LPN (licensed practical nurse) # 4 this finding .
was confirmed. When LPN # 4 was asked who Criteria 5
does the filing of laboratory reports LPN # 4 The facilities alleged date of compliance is
| stated that it varles. Whaen the reports are April 18, 2015.
received the nurse faxes a copy to the physician
and then files a copy in the resident's chart,
During an interview on 3/4/15 at 10:10 a.m. with
ASM (administrative staff member) # 2, the
director of nurses, this finding was revealed. A -
raquest was made for the facility palicy at this
time,
Faciitty 1D VAG241 K continuation sheet Fage 84 of 66
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Continued From page 64

On 3/4/15 at 10:560 a.m. a copy of the facility
policy was presentad by OSM (othar staff
member) # 4, medical records staff.

During an interview on 3/4/15 at 11:00 a.m. with
ASM # 1, the administrator, this finding of the
misfiled laboratory rapart was revealed.

The facility's policy, "REQUIREMENTS AND
GUIDELINES FQOR CLINICAL RECORD
CONTENT: A clinical record is compiled as a
confidential medical lagal document containing
sufficient data to identify the patient, justify
diagnosis and treatment, document tasuits and
reflect the condition of the patient throughout the
stay in the center from admission to discharge. A
complete record contains an accurate and
functional representation of the actual experience
of the pafient in the canter and reflects an
interdisciplinary approach to assessment, care
planning and care delivery. Review of clinical
record documentation is an important aspect of
the qualily assessment and assurance process.”

No further information was provided by the end of
the survay, ‘

Potter-Perry Fundamentals of Nursing, 6th
Edition, page 477 reads: "Documentation is
anything writtan or printed that is relied on as
record or proof for authorized parsons.
Documentation within a client record is a vital
aspect of nursing practice. Nursing .
documentation must be accurate, comprehensive
and flexible enough to retrieve critical data,
maintain continuity of care, track client outcomes,
and reflect current standards of nursing practice.

F 514
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According to Fundamentals of Nursing Made
fncredibly Easy, Lippincott Williams and Wilkins,
Philadeiphia PA, page 23: "Nursing
documentation is a highly significant issue since
documentation is a fundamerital feature of
nursing care. Patient records are legally valid,
and need to be accurate and comprehensive so
that care can be communicated effectively to the
health care team, Unlass the content of
documentation provides an accurate depiction of
patient and family care, quality of care may not be
possibla. Many nurses do not realize that what
they document or fail to record can produce an
enarmous effect on the care that is provided by
other members of the health care team.”
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