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Freparalion and submission of s plan ol
. corraction doas not constifute an admissian
E Q000 | Initial Comments

An unannounced Emergency Preparedness
survay was conducted 10/2018 through 1004118
The facility was in substantial compliance with 42
CFR Part 483,73, Reguirement for Long-Temm
Care Facilities. No emergency preparadness
complaints weare investigated during the survey

F 000 INITIAL COMMEMTS

An unannounced Medicare/Medicaid standard
survey was conducted 10/2/18 through 1004/ 8.
Significant corrections are required for
compliance with 42 CFR Part 483 Federal Long
Term Care requirements. The Life Safety Code
surveyfreport will follow, One complaint was
investigated during the survey.

The census in this 196 certified bad facility was
132 at the time of the survay, The survey sample
consisted of 46 Resident reviews.

F 582 | Medicaid/Medicare Coverage/Liability Notice
55=0 | CRR{s): 483 10(g)17118)(i)-(v)

483 10(g)(17) The facility must--

(] Infarm each Medicaid-eligible resident, in
writing, at the time of admission to the nursing
facility and when the resident becomes eligible for
Medicaid of-

A} The items and services that are included in
nursing facility services under the State plan and
far which the resident may not be charged,

(B} Those other items and services that the
facility cffers and for which the resident may be
charged, and the amount of charges for those
sanices; and

[iiy Infarm each Medicaid-eligibla resident when
changes are made to the itams and services
specified in §483.100g){17){i1A) and {B) of this

or agreemeant by the provider of the truth

of the facts alleged ar carrections of the
conclusions sel forth on the stalament of
deflciencias, the plan of cormaction is
prapared and submitted solely bacause of the
[ requirements under the Siate and Federal
law. This plan of cormection will sarve as

the fasility's allagation of subslantial

F o000 compliance. i

‘ E 000

MadicaidMedicare coverage/liability natize

F 582 | 1. Residant #232 was discharged on
| T8 Resldont #233 was discharged on 82718
2, Business Office Manager |
Designee conducted a quality review
of residants discharged from skillad
servicas wilhin past 30 days to ensura
farm GRS 10055
naiification was provided. Follow-up
basad on findings.
3. Business Qffice staff has been
re-educatad by Exaculive Direciar
an ensuring residents are naofified
timaly when care needed doas nol
meat Medicare coverage requiremants,

LARBQRATORY DIRECTOR'S OR PROVIDER!SUPPLIER REPRESENTATIVE'S SIGNATURE

Kowdnn ek

TITLE (#6] DATE

7At¢:lmm stroter /25/20(8

Any deficlency statemeant "v"‘ﬂlﬂm&n aslerisk (] denotes & l!ﬂﬁﬂiﬂﬂcr' wihizh the institution may be excused from comecting providing it is detarmined that

other safaguands provide sufici

tecticon 1o the palients, (See insbructions.) Except for nursing romes, the findings stated above are disciosable 90 days

followirg the date of survey whether or not & plan of correction is provided, For nursing bomes, the above findings and gans of sorrection are discloable 14
days following the date these documents are made avallable o the facity, If deficiences are cited. an approved plan of corection & requlsite o continued

program partcpation
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section

§483.10{g)(18) The facility must infarm each
resident before. or at the time of admission, and
paricdically during the resident's stay, of servicas
available in the facility and of charges for those
services. including any charoges for services not
covered under Medicare! Medicaid or by the
facility's per diem rate.

(i) Whers changes in coverage are made to items
and services coverad by Madicare and/or by the
Medicaid State plan. the facility must provide
notice to rasidents of the change as soon as is
reasonably possible,

(i Where changes are made to charges for other
items and sarvices that the facility offers, the
facility must inform the resident in writing at laast
60 days pricr to implementation of the change.
(i} IT a resident dies or is hospitalized or is
transterred and does not retum to the facility, the
facility must refund to the resident, resident
representative, or estate, as applicable, any
deposit or charges already paid, less the facility's
per diam rate, for the days the resident actually
rasidad or reserved or retained a bed in the
facility, regardless of any minimum stay or
discharge notice requiremeants.

[iv) The facility must refund to the resident or
resident representative any and all refunds due
the resident within 20 days fram the residents
date of discharge fram the facility,

{¥] The terms of an admission contract by or on
behalf of an individual sesking admission to the
facility must not conflict with the requirements of
these regulations.

This REQUIREMENT is not met as evidenced
by

Based on staff interview and facility
documentation review, the facility staff failed to

menitoring of ABM natification
waskly x 4 weeks, moninly x 3,

then guarlarly and as needad.

he results of the Quality Monitering to
be reviewed at the monthly

Cuzlity Assurance

Performanca Improvement (AP
meelings for raview, analysis, and
furiher recommandations,
Manitering schedule modified based
on findings

5. Date of Compliance: 11/06/18
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nATE

F 582 Continued From page 2

ensure two residents (Resident #232 and 233) of
45 sampled residents was given a form
CMS-10055 before discharge from skilled
nursing.

The findings include:

Resident #232 was discharged from skilled
nursing on 08/05/2018. A review of the record
showed no form CMS-10055 was provided to the
resident.

Resident #233 was discharged from skilled
nursing on 07/08/2018. A review of the record
showed no form CMS-10055 was provided tao the
residant

On 100042018 at 11:15 am, an interview was
conducted with employee D who issues the forms
to the residents who are discharging from skilled
nursing, Employee D stated that she did not
know she was supposed to use form CMS-100585
but instead was using form CMS-R-131

The facility was infarmed of the findings during a
briefing on 10/03/2018,

F 600 Free from Abuse and Neglact

55=0  CFRis) 483.12(a)1}

§483.12 Freadom from Abuse, Meglect, and
Exploitation

The rasident has the right to be free from abuse,
naglect, misappropriation of resident property,
and exploitation as defined in this subpart  This
includes but is not mited to freedem from
corperal punishment, involuntary seclusion and
any physical or chemical restraint not required to
freat the resident's medical symptoms,

F 582

F e00
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5482.12(a) The facility must-

§482.12{2){1) Mot use verbal, mental, sexual, or
physical abuse, corporal punishmaent, or
invaluntary seclusion;

This REQUIREMENT is not met as evidenced
by

Based on ohservation, resident interview, staff
intenview and clinical record review, the facility
staff failed for 1 resident {Resident # 92) of the
survay sample of 45 residents, to ensure that
resident #92 was free from verbal abuse,

For Resident #92, the facility staff failed to ensure
that she was free of verbal abuse by facility staff
on 2 occasions.

The Findings included:

Resident #92 was a 63 year old who was
admitted to the facility on 1213116, Resident
#32's diagnosis included Obesity, Type 2
Ciabetes Mealitus with Diabetic Neuropathy,
Chronic Obstructive Pulmonary Disease, Low
Back Pain, Major Depressive Disorder, Anxiaty
Disorder, Chronic Pain Syndrome, and
Gereralized Muscle Weakness

The Minimum Data Set, which was a Quarterly
Assessment with an Assessment Reference Date
of B/24/18, coded Resident #92 as having a Bref
Mental Status Score of 15, indicating that she
was independent in daily decision making ability.
Resident #92 was coded as requiring the physical
assistance of 2 parsons for transfers and toilat
usae, In addition, she was coded as requiring the
physical assistance of 1 person for personal

10718 ard reporis no additional

| concerns. Employees identified in

| allzgation was terminated an 10/0%15.
4. Executive Director or Designes to
complale rasident intarviews,
[responsibla parly if rasident
nolinlerviewable) to ensura that they
arz frea from abuse, Follow up based
an findings.
4. Facility staff has bean re-educated
an Residant Abuse by Executive
Director or Designee 1o ensure resldants
are freo fram abuse,
4, Executiva Direclor or Designee to
complete randoem rasident interviews
1o ensure residents are free lrom
abuse weekly x 8 weeks, monthly x 3,
then guanerly and as needed. The resulls
of the Quality Maniloring Lo be reviewed
al the manihly Quality

| Azsurance Parformance

| Improvement (QAP meelings for

review, aralysis, and

further recammendalions,

Monitoring schedule madified based

on findings.

5. Dala of Compliance: 11/06/18
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F 600 | Continued From page 4 F a00
hygiane, |

On 10038, at 11:00 AN, an interview was
conductad with Resident #02. The facility Liaison
{Employee F) was present. Resident #92 statad
that a staff member (Cartified Mursing Assistant
£ had "frequantly yvelled and screamed at me
and bullied me." Resident #92 stated that CHNAC
was abusive to her whanaver she entered the
room in responsa to the call bell, and had
become infolarable (o woark with. She further
stated that CNA C had repeated the abusive
pehavior on 100218, Resident #92 stated that
she usually used the call bell to receive
incontinence care assistance. She furthar stated
that she hadn't complained about her previously
"because she is the only one who will come in to
wiork on the weekends™,

In addition, she stated that she had recently
reported another CNA [CNAF) for calling her "a
liar" when she stated that incontinence care had |
not been provided.

On 10218, a review was conducted of facility
documentation, On 20618, CNA C had received a
written warming. The Employes Comrective Action
Famm read, "Failure to comply with company's
pelicies and procedures: eating, sitting, taking
unauthorized breaks in residents' rooms, not
answering call bells." According to the staff
schadule, CHA C did work with Resident #92 on [
1218,

On B/27/18 the facility submitted a |late follow-up
to & Facility Reported Incident that occurred on
&/5M18. The incident invalved & staff member
{CMA F) who was reported for verbal abuse
toward Resident #52, The follow-up report stated

FORM SMS-2567102-54) Praviows Versons Ot=alels Ewenl I0: 330G 1 Facilily 1D WAd41a If continuation shesl Page & of 58
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that CHA F would be re-educated on the abuse
policy

On 107318 at 11:33 A M., The Administrator
{Administration A) reported that CHA C had been
suspended, and that the allagation had bean
reported to the Virginia Departmeant of
Health-Office of Long Term Care. Mo further
information was raceived.

F 606 Mot Employ/Engage Staff wi Adverse Actions

ss=0 CFR(s) 483.12{a}(3){4}

E4B3.12(a) The facility must-

§483.12{a)(3) Mot employ or otherwise engage
individuals who-
(i} Have been found guilty of abuse, neglect,
exploitation, misappropriation of property, or
ristreatment by a court of law;
| (i) Have had a finding entered into the State
hurse aide registry concarning abuse, neglact,
exploitation, mistreatment of residents or
misappropriation of their property; or
(i} Have a disciplinary action in effect against his
or her professional license by a state licensure
body as a result of a finding of abuse, neglect,
exploitation, mistreatment of residents or
misappropriation of resident property

5483 12(a)(4) Report to the State nurze aide
registry or licensing authorities any knowledge it
has of actions by a court of law against an
employees, which would indicate unfitness for
senice as a nurse aide or other facility staff,
This REQUIREMENT is not mat as evidenced
by

Basad on observation, staff interview and facility
documentation review the facility staff failed to

F 605 Mot Employ/Engage Staff w! Adverse Aclions
1. Employee B background check

wis oblained on 1071818, Employas

G background chack was oblainad

on 1011808,

2. Human Resource Manager or
Dasignee conducted a guality review of
mew hires in last 80 days 1o

ersure background chacks were
completed. Follow-up based on findings.
3. Hurman Resources Manager has besn
re-educalad on oblaining background
checks on employees prior (o
employment by Executive Diraclar

or Designes,

4. Execuliva Directar! Designes to
complete Dualily Improvemeant
Manitaring of naw hire files prior 1o

slarl date weekly x8 waaks, lhan
quarlery and as needed. The resulls of
the Cuality Monitoring fo be

reviewed at the monthly Cuality
Assurance Performance

Improvement (QAPI) meetings far
review, analysis, and

further recommendations.

Manitaring schadula

madified basad on findings,

5. Date of Compllance: 11/06/15
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soreen employees for convictions of abuss,
neglect, exploitation, misappropriation of
property, or mistreatment.

| The facility staff failed to screen two employeas
prior to hire (Employee G, Employee B).

The Findings included:

On 10318 at 11:45 AN, an ocbservation was
completed of tha facility kitchen. Employes G,
and Employee B were working in the kitchen
during lunch preparation and senvice.

On 1043/18 an interview was conducted with the
Human Rescurces Manager (Emplayee J). The
Hurman Resources Manager stated that the
facility did not have any documeantation an |
Employee G, or Employee B. She stated that they
were sant by a food service agency, When asked
if the facility had verified if they had been found
guilty of abuse, neglect, or exploitation, the
Human Services Manager stated that a
background chack had not been abtained by the
facility prior to allowing them to waork in the facility,
They had worked in the facility for several months
prior to the survey.

| On 10/3/18 a review was conducted of facility
documentation. The Background Check Palicy,

| dated 117 read, "It is the policy of The
Company to conduct background checks to [
include criminal backaround checks.. An outside :
contractor is a person, group and! or company
whao substantially perform the same services as
an employee, such as agency persennel.
Employees, contractors, agancy personnel or
volunteers whose background checks reveal
convictions for formal action of the type prohibited l

FORM CAME-ZEGT0E-95] Previous Versans Obsalpin Evanl L 233G Facily ID. WAR1E If continuation shest Page 7 of 5&
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by law or company policy from being employad in
a health care centar shall be discharged from
employmeant,”
|
Qn 10218 the facility Administrator was notified
of tha findings. T i
F 822 Transfer and Discharge Requirements F&22 1”::;;;: 4 1;““1;9;??”[55::"3
s3=0 CFR(s) 483.15(c){1 )i i) ' ; it

§483.15(c) Transfer and discharge-
§483.15{c){1} Facility requirements-

(i} Tha facility must parmit each resident to
remain in the facility, and not transfer or
discharge the resident from the facility unless-
&) The transfer or discharge is necessary for tha

| resident's welfare and the resident's needs

cannot be met in the facility,

(B} The transfer or discharge is appropriate
because the resident's haalth has improved
sufficiently so the resident no longer needs the
senices provided by the facility;

iC) The safety of individuals in the facility is
endangered due ta the clinical or behavioral
status of the resident;

(D) The health of individuals in the facility would
otherwise be endangered,

[E]) The resident has failed, after reasonable and
appropriate notice, to pay for {or to have paid
under Medicare or Medicaid) a stay at the facility,
Monpayment zpplies if the resident does nat
submit the necessary paperwork for third party
payment or after the third party, including
Medicare or Medicaid, denies the claim and the
resident rafuses to pay for his or her stay Fora
resident who becomes eligible for Medicaid after
admission to a facility, the facility may charge a
resident only alowakle charges under Medicaid:
ar

51018 Resident #80 rocaived no
adverse action and remains in the facility,
2, Quality Review of resident discharges
lar the last 30 days has besn completed
by Social Worker or Designoe to
ansure residant's plan of care was sonl
with resident upon lransfer to

hosgpital. Follow-up basad on findings,
3, Licensed nurslng stall and sooial
sarvices staff has been ro-educated

by Execulive Directar or Designes

on facilitating discharges and

ansuring proper documentation is
available lo suppart

discharge.

4. Social Worker or Deslgnaa {a
conduct Quality Improvement Monilaring
of discharges for transfar/

discharge reqguiramants per

ragulation weekly x4

waaks, manihly 3, then guartarly

and az needed, The results of tha
Cuality Manilaring to be reviewed

at the monthly Cuality

Assurance Parfformance

Improvement {QAP1) masatings far
review, analysis, and

fusther recommendations.

Manitering schadula modified based

an findings.

| 5. Date of Compliance: 11/06/18
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[F} The facility ceases fo cperate
{ify The facility may nat transfer or discharge the
resident while the appeal is pending, pursuant to
§ 431,230 of this chaptar, when a resident
exercisas his or her right to appeal a transfer or
discharge notice from the facility pursuant to §
431.2200a)(3) of this chapter, unless the failure to
discharge or transfer would endanger the health
or safety of the resident or other individuals in the
| facility. The facility must documant the danger
that failure to transfer or discharge would pose.

5483 15(c)(2) Documentation,

Whan the facility transfers or discharges a
resident under any of the circumstances specified
in paragraphs (c){ 1A} through {F) of this
section, the facility must ensure that the transfer
ar discharge is documented in the residant's
medical record and appropnate information is
communicated to the receiving health care
institution or provider.

{1} Decumentation in the resident's madical record
must include:

{A) The basis for the transfer per paragraph (c)(1}
i) of this saction.

{B) In the case of paragraph (cji1)(i)(A) of this
section, the specific resident need{s) that cannat
be met, facility attempts to meeat the resident
needs, and the sarvice available at the recaiving
facility to mest the need(s).

{il} The documentation required by paragraph (c)
2300 of this section must be made by-

(A The resident's physician when transfer or
discharge is necassary under paragraph ic) (1)
(&) ar {B) of this section; and

(B} A physician when transfer or discharge is
necassary under paragraph (el 100(CY or (D) of
thiz section.
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(it} Information provided to the receiving provider
must include a minimum of the following:

I4} Contact information of the practitioner
responsiola for the care of the resident.

(B} Resident represantative information including
contact information

() Advance Directive infarmation

(D) All special instructions or precautions for
ongoing care, as appropriate.

[E} Comprehensive care plan goals; I
(F) All other necessary information, including &
copy of the resident's discharge summary,
consistent with 5483 21(c){2} as applicable, and
any other documentation, as applicable, to ensura
a safe and effective transition of care,

This REQUIREMENT s not met as evidenced
by

Based on clinical record review, facility record
raview, and staff interview, the facility staff failed
to zend a plan of care to the receiving hospital for
one Resident {Resident #80) upon discharge to
the hospital,

For Resident #80, the facility staff failled to send a
care plan to the emergency departiment with the
Resident upon discharge,

The findings included:

Resident #80 was admitted to the facility on
2-12-18. Diagnoses included.; Stroke with left
side weakness, encephalitis, deprassion, and
dialysis.

Resident #80's most recent Minimum Data Sat
(MDS). was a significant change assessment,
with an assessment reference date of 5-22-18.
The document coded the Resident as severely
cognitively impaired. The docurnent also codad

FORM CME-255T7|02-89) Previaus Versans Obsalote Ewent |D; 383G Facility ID: WAQ418 If canfiruation shest Page 10 of 56
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Resident #80 as requiring total assistance from
one to two staff members to complate all
activities of daily living

The Resident was sent out to the hospital on
T-3-18 with seizure activity, according to the
nursing progress notas, and Registersd
pharmacist's madication regiman review,

Review of the social work, and physician's
progress notes, revealed no indication that they
wera awara that the Resident had been
hospitalized.

Further thera was no documentation indicating
the Ombudsman had been notified of Resident
#80's hospitalization.

Cn 10-4-18 at 12:00 p.m.. an interview was
conductad with the Social Senices
reprasentative, and the Director of Mursing. Both
stated when asked for documentation that the
ombudsman had been notified, "We fax the
Crbudsman, and produced the document, which
had alsc been faxed to the doctor. Whean askad
what documents were sent to the hospital with
the Resident they stated "the face sheet, DNR,
and Meds.” They were asked if a care plan
denoting the Residents care needs was sant with
hirn. they responded "we didn't know we needead
e “Mursing reaches cut to RP by phone for
tha most part. " There was no documentation of
discharge to hospital to the RP in writing.

On 10-4-18 at 2:00 pm ., the Administratar and
DON (director of nursing) were notified of the
findings.

Accuracy of Assassments

Fa22

F 641
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55=0D CFR(s): 483.20(g)

§483.20{g) Accuracy of Assessments.

The assassment must acourately reflect the
resident's status.

This REQUIREMENT is not met as evidenced
by

Based on staff interview and facility
documentation review, the facility staff failed to
ensure an accurate assessment for 1 of 46
residents sampled {Resident #54). Specifically,
the facility staff coded on the BIMS a 99 and also
did the staff assessment when in fact tha resident
scored a 5 on the BIMS and the facility staff
assesament should not have been completed

The findings included:

Resident #54 was admitted 1302017 with
diagnoses: anxiety, depression, diabetas, and
stroke.

Her most recent assessment was a Quarterly
Minimurm Data Set (MDS) dated 8/8/2018. This
MODS had a score of 92 for the Brief Interview of
Mental Status (BIMS), located in Section ©. This
interview generales an assessment of the
resident's cognitive ability. Resident #54 provided
responses to 3 of the 7 questions in the BIMS
interview (repeating three wards, carrect year,
and recall of ane pricr item spoken by the
interviewer). She provided incorrect responses to
the remaining 4 questions, These questions are
in MDS fields CO200-C0400. Her responsas
generatad the follawing codes:

1. C0200 was coded as a "3, showing the
resident repeated three words corractly

2. 00300 was coded as a "1" for the year,
showing the resident missed the correct year by 2

#E4 MDE to reflect an accurala acoount
of the BIMS score,

2 MDS Coordinator'Designes conducted
a quality review af current facility
rasidents for MDS accuracy in section
C. Follow up based or findings

3. Ragional Case Mix Coordinator
provided

ra-gducation to Social Service Direclar
on coding section C of the MDS.

4, Social sarvice and MDS 1o conduct
quality improvemant monitoring of
MDS saction C for accuracy 3 = week
& waaks, weekly ¥ 4 waeks, (hen
manthly x 3 and as needed. All
findings will ba reparted 1o

Cueality Assurance

Performance

Improvemant (AR Committes
manihly and updalad as

inticated, Manitoring schedula
madified basad on findings

5. Date of compliance: 11/06/182
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-5 years. The resident did not report the menth or
day of the week, rasulting in a score of "0" for
those questions

3. CO0400 was coded as a "1, showing that the
resident rememberad cne of the words pravided
earlier in the interview. The resident could not
recall the other items, resulting in a score of "0"
for those guestions

However, COS00 was coded as a "89", which
indicates that the resident was unahle to
completa the interview and the facility staff
completad the staff assessmeant of mental status
ifields COB0O through C1000),

Per the Resident Assessment Instrument (RAl)
Manual for v 1.14 of the MD5S (effective
10/1/2018), page C-15;

CO500: BIMS Summary Score

Steps for Assassment

After completing CO200-C0400:

1. Add up the values for all questions from CO200
through CO400.

2, Da not add up the score while you are
interviewing the resident. Instead, focus your full
attention on the interview,

Coding Instructions
Enter the total score as a two-digit number, The [
| total possible BIMS score ranges from 00 to 15,
o If the resident chooses not to answer a spacific
question(s), that question is coded as incorrect ‘
|
|

and the item(s) counts in the total score. IF,
however, the resident chooses not to answer four
ar mare itemms, than the interview is coded as
incomplete and a staff assessment is completad,
o To be considered a completed interview , the
resident had to atternpt and provide relevant
answers to at least four of the guestions included

FORM CRS-256702-98} Previcus Versions Obsolata Ewent 1D 330G Fagilty I Wi 16 Il eantinuation sheet Page 13 of 56
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in CO200-C0400. To ba relevant, a response only
has to be ralated to the question {logical); it does
not have to be correct. See general coding tips on
page C-4 for residents who choose not to
participate at all,

o Coda 99, unable to complete interview: if (a) the
resident chooses not to participate in the BIMS,
[b) if four or mere items were coded O bacause
the resident chose not to answer or gave a
nonsensical response, of (¢) if any of the BIMS
iterns is coded with a dash.

- Mote: a Zero score doss not mean the BIMS
was incomplete. To be incomplete, a residant had
| to choose not to answer or give complataly
unrelated, nonsensical responses to four or mare
iterns.

Page C-17:

CO800; Should the Staff Assessment for Mental
Status (COT700-C1000) Be Conductad?

Steps for Assessmaent

1. Review whether BIMS Summary Score item
(C0500), is coded 99, unable to complate
interview,

Coding Instructions

o Code O, no! if the BINS was completed and
scored between 00 and 15, Skip to ©1310.

o Code 1, yes: if the resident chooses notte
participate in the BIMS or if four or more items
were coded O because the resident chose not to
answer or gave a nonsansical response.
Continue to COT00-C1000 and perform the Staff
Aszessmant for Mental Status, Note: CO500
should be coded 99,

Coding Tips
2 If a resident is scored 00 on COS00,

IREVH ! SUMMARY STATEMENT OF DEFICIENGIES [[] FROMIDER'S FLAN OF CORRECTION )
FREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX [EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATIOMN, TAG CROSS-REFERENGED TO THE APPROPRIATE CHTE
DEFIGIEMCY)
F 841 | Continued From page 13 F 641
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CO700-C1000, Staff Assessment, should not he
completed, 00 is a legitimate value for CO500 and
indicates that the interview was complete. To
have an incompleta interview, a resident had ta
choose not to answer or had to give completely
unrelated, nonsensical responses to four or mare
BIMS itermns

At 10/0G18 04:37 PM an interview was
conducted with Admin C, the corporate MDS
consultant, When asked to review the BIMS

coding for this MDS, Admin C raplied "l can see it
already- they coded it a 99 and did the staff
assessment.” When asked what the cerrect code
for CO500 would be, Admin C replied "it should
have been a 5, and not do the staff assessment. |
will medify this MDS." When asked what the
facility policy was for MDS accuracy. Admin C
replizd "We follow the RAI Manual "

Mo further information was provided prior to exit,
Cocordination of PASARR and Assessments
CFR{s): 483.20{)1}{2)

5483 200e) Coordination.
A facility must coordinate assessments with the

pre-admission scresning and residant review

| {PASARR) program under Medicaid in subpart
of this part to the maximum extent practicable to
avoid duplicative testing and effort. Coordination
includes:

§483.20{e)( 1)Incorporating the recommendations
from the PASARR level || determination and the
PASARR evaluation repart into a resident's
assessment, care planning, and transitions of
cara.

F 841

F 844
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| 5483 20(2)(2) Referring all level |l residents and
all residents with newly avident or possible
serious mental disorder, intellectual disability, or a
related condition for level |l residant review upan
a significant change in status assessment.
This REQGUIREMEMNT is not met as evidencad
by
Based on staff interview and facility

| documentation review, the facility staff failed to
ensure an accurate PASARR asseszment for 1 of
44 residents samplad (Resident #54),

The findings included:

[
Resident #54 was admitted 1/30/2017 with
diagnoses: anxiety, depression, diabetes, and
atroke

Her most recent assessment was a Quarterly
Minimum Data Set (MDS) dated 8/8/2018. This
M5 showed a dagnosis of Anxety, Depression,
and Psychotic disorder in fields 15700, 15800, and
15950 respectively. Her prior assessments dated
5802018, 206/2018, 11/B/2017, 811002017,
02017, and 2/7/2017 did not have Psychotic
disorder coded, but did list Anxiety and
Deprassion

Her Admission History and Physical, datad
W32017, did not list schizophrenia, peychosis,
or demeantia as active diagnoses.

Her PASARR Leval |, done 1/30/2017. showed
that the field asking "Does the resident have a
rmajor mental disorder diagnosable under DSM-1Y
{e.g. schizophrenia, mood, paranoid, panic, or
other sarious anxiety disorder; somatoform
disorder. personality disorder; other psychotic
disorder; or other mental disorder that may lead
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F 844 | Continued From page 15 F 544 Coordination of FASARR and Assessments

1. Residenl #54 raceived no advarse

reaction and remains in the facility,

Rasident #54 PASARR was updated on 10/04/15
2. Social Worker or Designae will

complete quality review of residents [
an antipsychotic medication within the
past 30 dayzs will be raviewed to ansure
PASARR and assessmanls have

been complated timely. Follow up based
on findings.

4. Social Services Director has been

re- educated an ensuring PASARR form
is compleled by Executive Direclor

4, Social Services DirectorDezignee

le complete Quality

Improvament Manitaring of

residents recaiving

anlipsychatic medications for

FASARR completed’updalad as
Indicated wasakly x B weeks, monihly

® 3, than guarterly and as noadeod,

The results of tha Quality Monitoring

1o be raviewed at

the monthly Quality Assuranse
FPerfarmance Improvement {QAPI}
meetings for review, analysis, and
furthear recommendations.

Menitoring schedule madified basad

on findings.

%, Date of Compliance:; 11/06/18
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F 444 | Continued From page 18

to a chranic disability)" was not checked, and tha
comprehensive guastion "Does the individual
have a current serious mental llngss (M7 was
chacked "MO"

Acreview of the "Diagnosis Report” for the
rasident, dated 10/3/2018, shows a diagnosis of
Bipolar Disorder, onset date 8/6/2018.

On 10/4/2018 at 825 AM, an intarview was held
with Admin B, the Director of Nursing. When
asked what the facility PASARR process was
when a resident is newly diagnosed with a mantal
ilness, Admin B replied "Let me find out.”

Cn 10/4/2018 at 3:00 PM, a copy of the
"Pra-Admission screening for Sericus Mental
lliness (SMI) and Intellectually Disabled {1D)
Individuals [PASARR], revised September 2017
was lefi for the surveyor. This policy states;

4. 1fit is learned after admission that a Serous
Mental liness (SMI) or Intellectually Disablad {1D)
Level |1 screening is indicated. it will be the
responsibility of Social Services to coordinate
andfor inform the appropriate agency to conduct
the screening and obtain the results.

Mo further infarmation was provided prior to exit.
F 657 | Care Flan Timing and Revision
so=r | CFR{s): 483.24(bW2){i)-(iii}

5483.21(b) Comprahensive Care Plans
5483 21(b)(2} A comprehensive care plan must
be-

(i) Developed within 7 days after completion of
the comprehensive assessment,

(i1 Prepared by an interdisciplinary tearm, that
includes but is not limited to--

F 644

F 857 |
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A The attending physician.

(B) A registered nurse with responsibility for the
resident.

(T} & nurse aide with responsibility for the
resident.

(D) & member of food and nutrition serices staff,
(E} To the extent practicable, the participation of
the rasident and the resident's representative(s).
An explanation must be included in a resident's
medieal record if the paricipation of the resident
and their resident representative is determined
not practicable for the development of the
resident's care plan.

[F} Other appropriate staff or professionals in
disciplines as determined by tha resident's neads
or as requested by the resident.

{ii)Reviewed and revised by the interdisciplinary
team after each assessmant, including bath the
comprenensive and quarterly review
assessmants

This REQUIREMENT is not met as evidenced
by

Based on chservation, staff interdaw, facility
documentation and clinical record review, the
facility staff failed to. for one Resident, Resident
#104, in a survey sample of 48 residents, to
ensure the care plan had targeted behaviors and

| non pharmacological interventions for the use of

an antipsychotic madication

Resident #104's care plan had no targeted
behaviors or non pharmacological interventions
far the twice daily use of Geadon,

The findings included;
Resident #104 was admitted to the facility on

6-8-16. Diagnoses included anemia, Alzheimer's
demeantia and psychosis.

F 85T 1 Resident #104's Cara plan has been
updated fa refiect

| non-pharmacatogical intervantions
and behaviors,
2 Regicnal MDS Coordinator or Dosianes
will corduct quality raview of
currant facility residents with behaviors
o ensure the care plan is updaled
approprialely and timely. Follow
up bazed on findings
4. Re-education was providad o
| Social Services on updating behavioral
care plans and the use of
nan-phamacelogical inlerventions
by Ragional MDE Coordinatar,
4. MDEC and 10T to ensure cara plans
reflect residents current status
related to behaviars
nan-pharmacological inlarventions
utilizing Marning Clinical Meeting
process. DON/dasignes to conduct
gualily improvemnent manitaring
of care plana ensuring raflaslive of
rasidents current status related to
behaviars and
ron-pharmacological interventions 3
waak x 4 weeks, weekly x 4,
manthly « 3, then quanerly and as
needad. Tha rasulls of the
Cuality Manitaring to ba raviewsd
al tha monthly Quality
Assurance Perdormance
Improvement (AP} meelings
far raview, analysis, and
further recommendations.
Monitaring schedule medified
basead an findings,
5. Date of Complignce: 11/06/18
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The most recent Minimum Data Set assessment
was a guarterly assessment with an assessment
reference date of 9-5-18. Resident #104 was
coded as having short and lang t2rm memaory
impairments and was sevarely impaired in daily
decision making. There were no behaviors
cioded for the last seven days of the ARD.

On 107218 at 1:01 PM, Resident #104 was
chserved eating in her room, She had a regular
diet, eating well,

On 10318 at 10038 AM, Review of tha clinical
record revealed the pharmacy requestad on
B-1-18 a GDR {gradual dose reducticn) for tha
use of Geodon (antipsychotic) 850 ma twice daily.
The MD declined the recommendation with the
statement, "Continued use is in accordance with
| the current standard of practice” Howewvar
Residant #104 had no diagnosis on record far the
| use of an antipsychotic and no documentad
| behaviors {for over a year] that indicated the [
| continued use of the antipsychotic medication. In [
addition, the physician had declined an earlier
request for a GDR with the same rationala,

On 10/04/18 at 220 AN, the facility presented a [
physician note dated 9-25-18 which stated
| "Recommend to continue with all current
medications, including fercus sulfate {iron),
Vitamin D, oxybutynin {for bladder spasms),
Danepezil {dementia) memanting (dementia} and
Zyprexa {antipsychotic) " However, Resident
#104 was not taking Zypraxa, she was taking
| Geodon.

On 100418 at 224 AM, review of the PASARR-
prescreening for meantal lness. mental

FORM CRS-2567)02-39) Pravicus Yarsions Ohsoiala Ewant | D 330591 Fazilily IR WAL= [ nuaki i ¢
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retardation. intellectual disability or relatad
conditions, dated §-21-16 revealed: "No sericus
mental linass Schizophrenia, mood disorders,
parancid, panic or other serncus anxiety disorder,"
Review of the admission orders (dated 6-8-16)
revealed the resident was admitted with 2
Geodon order of 60 MG twice daily for psychotic
disorder with delusions due to known
physiclogical condition. The review showed there
has been no GOR since with admission,

Reviaw of the care plan dated 9-20-18 revealad
the following interventions for the use of
anbipsychotic medications:
* Administar psychotropic medications as
| ardered by physician, Moenitor for side effects and
effectiveness every shif,

* Consult with pharmacy, MD to consider
dose reduction when clinically appropriate at least
quarterly,

* Monitor/documentrepor pin (as neaded)
any adverse reactions of psychotropic
medications,

* Moniterrecord cecurrence of for target
behaviors symptoms

There were no targeted behaviors on the care
plan nor any nan phamacological inferventions
on the plan of carg.

Review of Mursing Drug Handbock, 2018, pages
1604-1607 revealed the following information for
Geadeon: "Indications for use; symptomatic
treatment for schizaphrenia, acuts bipolar mania.”
There is a black box warning for elderly patients
with dementia related psychosis, "drug isn't
indicated for use because of increased risk of
death from CV [cardiovascular) events of
infection.”
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On 10/04/2018 at 2:50 PM: An interview was
conducted regarding QAP (quality assurance
performance improvement) pragram, The
Regional Administrator was asked ahout the
residents who were receiving antipsychotic
medications without GDR's stated, .. "If the
Physician does not agree with Pharmacy
Recommendaticns/making changes to the order,
there's nothing much that can be done”.

On 10/4/18 at 520 PM, the Administrator and
DON {director of nursing) were nofified of the
above findings,

Services Provided Meet Profeszsional Standards
CFR(s): 483.21(b){3)i)

F 558
38=D

§483.21(b)3) Comprehensive Care Plans

The services provided or arrangad by the facility,
as outlined by the comprehensive cara plan,
must-

(i) Meet professional standards of quality,

This REQUIREMENT is not met as evidenced
by

Based cn observation, staff interview, and clinical
record review the facility staff failed to ensure
professional standards of nursing for medication
administration were followed for 1 residents (#83)
of 46 residents in the survey sample.

1. For Resident #83 the facility staff failed to
administer calcium per physician order.

The findings included:
Resident #33, an 80 vear old, was admitted to the

facility on 3/24/18. Diagnoses included reflux,
hypertension. hyperlpidemia, anemia, and

Services Provided Mast Professional Standands
1. Resident #33 MD was natified

of Calcium administration on

T/0318. Residant i 83 was
assessed licensed nurse and was
found with no adverze

raaclions to medication., Resident #33
is recaiving medications according

o physician ordears.

2, Residents that reside in the facility
have the potential 1o be affacted;
therefora, the DON/designes has
perfomed medication pass
competancy demonsiralion of

licansed nursing

staff 1o ensure that are

administering medications per

M order. Follow up basad on
findings

F 658
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depression. The most recent Minimum Data Set
assessment was a quarterly assessment with an
assessment reference date of /28018, The
resident was coded with a Brief Interview of
Mental Status score of 11 indicating moderate
cognitive impairment and required extensive
assistance with activities of daly living,

On 1003718 at 530 a.m., a medication pour and
[ass observation was conducted with Licensad
Practical Nurse F {LFN F). LPN F was ochserved
to prepare medications for Residant #83. LPM F
was observed o administer the meadications to
Resident #23,

LPM F administered one tablet of Calcium 500
milligrams to Resident #83 during the
| observation

Resident #83's physician orders were reviawed.
& physician order dated 2/25/18 read. "Calcium
Carbonate tablet Give 500 mg {milligram) by
rrouth two times per day.” This means an
incorrect dose of calcium was administerad to
Resident #33 by LPN F,

On 1043118 at 2:30 p.m, the Administrator and
Director of Nursing were notified of the error
obsenved durng the medication pour and pass
observation. The Director of Nursing stated that
the facility used Mosby's as their nursing
standards reference,

Fundamentals of Nursing, &th Edition,
Potter-Perry, p. 841, provides the following
guidance far standards of madications
administration. "To ensure safa medication
adrninistration the nurse should be awara of a
nursing standard called the six rights of

TN B L O i o b =T o (oM [Tl

educalion for Licensed Murses
regarding propar administration
| of medications and following MO orders.
DON/designee will parfarm random
Quality Impravement Manitoring
af medication administration
a2 ensure medication administared
par physician order waakly x
Bwesks, monthly x 3. lhan quarerly
and as needad
4. Thea rasulls of the
Cluality Moniloring o be reviewed
al tha monthly Qualily
Assurance Ferformance
Improvement (AR meatinas
for review, analysis, and
furthier recommendations
Maonitaring schedule medified
basad on findings.
3. Dale of Compliance 11/08/18 |

F 858
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§ 483,25 Quality of care

Ciuality of care is a fundamental principle that
applies o all treatment and carg provided to
facility residents. Based on the comprehensive
assessment of a resident, the facility must ensure
that residents receive treatment and cara in
accordance with professional standards of
practice, the comprehensive person-centered
care plan, and the residents' choices,

This REQUIREMENT is not met as evidenced
by

Based on staff interview and facility
documentation review, the facility staff failed to
develop a comprehensive, collaborative care plan
with the hospice agency for 1 of 46 residents
sampled (Resident #81),

The findings included:
Rasident #81 was admitted 872018 with

diagnoses of adult failure Lo thrive,
schizophrenia, pressure ulcers, contractures, and

| dysphagia. She was admitted to hospice services

on 8212018,

collaborative

treatrment and care by the facilily

| and hospice agenoy,

2, Hospice residents thal resids

in tha facility have the potantial

fa be affected; therafora, the DOM/
designes has conducted a quality
review of hospice residants 1o
anasure care plans are in

place and appropriale collaboration
with hosplca anency, Follow ug
basead on findings.

3, The DCMidesignes pravided

re- education for carg plan team
regarding updating care plans limsly
and tha inclusian of hoapice agency
for care plan maatings,
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FE58 | Continued From pape 22 F 658
medication administration. All medication errars [
can be linked, in some way, to an inconsistency in '
adhering to the six rights of medication '
administration. The six rights of madication
administration include the following:
1. The right medication
2. The right doze
3. The right client
4, The right route
5. The right time
8. The right documentation"
F 684 | Quality of Care F B84 | Quality of Care
55=0 | CFR{s): 483.25 1. Residant #81 is receiving
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4, DON/designee to conduct
F S84 | Continued From page 23 F 654 | Quality Improvemant Monitoring to

Resident #81 had an Admission Minimum Data
Set (MDS) on B/14/2018 which did not show
hospice services in field O0100k. On 8/22/18, the
provider completed a significant change in status
(3C5A) MDS, which did record hospice services,
This SCSA assessmeant is required when a
resident enrolls or dis-enrolls fram hospice
sarvices.

Per the RAI (Resident Assessment Instrument)
Manual, v 1.14 {effective 10/1/2018). page 2-23;

A SCSA s required to be parformed when a
terminally ill resident enrolls in a hospice program
iMedicare-certified or State-licensed hospice
provider) or changes hospice providars and
remains a rasident at the nursing home ... A
SCEA must be performed regardless of whethar
an assessmant was recently conducted on the
resident. This is to ensure a coordinated plan of
care between the hospice and nursing home is in
place. A Medicare-cerified hospice must conduct
an assessment at the initiation of its services,
This is an appropriate time for the nursing home
to evaluate the MDS information to determing if it
reflacts the currant condition of the resident,
since the nursing home remains responsible for
providing necessary care and services to assist

| the resident in achieving histher highest
| practicable well-oeing at whatever stage of the
| disease process the resident is experiencing,

From the RAI Manual, v 1.14, page 2-27:

If & resident elects the Madicare Hospice
program, it is impartant that the two separate
entities {nursing home and hospice program staff)
ceordinate their responsibilities and develop a

enzure care plan meetings are being
held; care plans are being ravisad
and updated as necessary weekly x B
weeks, monthly x3, then quartery
and as nesdad, The rosults of the
Cluality Monitoring 1o be reviewsd

al the monthly Cuality

Assurarce Performanca
Improvement [DAP]) meatings

for review, analysis, and

further recommandations

Manilaring schodula medified

basad on findings.

3. Date af Compliance 11/08/18
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F 684 Continued From page 24

care plan reflecting the interventions required by
both entities. The nursing hame and hospice
plans of care should be reflactive of the current
status of the resident.

Fesident # 81 had a facility care plan in the
provider software that had no problem or goal
that addressed hospice. She had a single
intervention in her skin care plan that stated
"Motify physician and Hospice far change in
condition". She had a hospice care plan in the
hospice folder which had interventions for the
nursing facility staff to carry out, but no signaturas
of provider staff other than the physician. It
should be noted that by the end of the survay,
Resicent #81's care plan had extensive revisions
tor hospice services,

Although requested several times, the facility staff
did nat produce any documentation that hospice
staff attended the care plan meeting
F 689 | Free of Accident Hazards/Supervision/Devices
55=G | CFRis) 483.25(d)(1)2)

S483.25(d) Accidants

The facility must ensure that -

F482.25(d}( 1) The resident environment remains
as free of accident hazards as is possible: and

§483.25(d){2}Each resident receives adequate
supervision and assistance devices to prevent
accidents,

This REQUIREMENT is not met as evidenced
by

Based on Resident interviaw, staff interview,
facility documentation and clinical record review
the facility failed to ensure the environment was
free of accident hazards for 1 Resident (Resident

F G584

F 684
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Frae of Accident Hazards!Supernvision/Devices
FE8% Continued From page 25 F 889 1. Rosldenl # 122 currently stable

#122) in a survey sample of 45 Residents
resuiting in harm.

For Resident #122, the facility failed to provide a
safe raised commode seat resulting in a fall
reguiring hospitalization for 3 fractured ribs.

Resident #122. a 68 year old woman, was
admitted 1o the facility on 10/02/2017 with
diagnosas of but not limited to Anemia,
Hypertension, history of knese replacemant,
unsteady gait, Osteoarthritis, Chronic Pain, Low
back Pain

Her most recant (Minimum Data Set) MDS (a
screening tool} had the Resident coded as hawving
a (Brief Interviaw of Mental Status) BIMS scare of
15 indicating no cognitive impairment. Resident
#122 was coded as needing physical assistance

| of 1 staff member for all transfers and toileting.

On 107318 a review of the clinical recard for
Fesident # 122 was conducted and it was found
that on B/30/18 at 11:45 PM, Resident #122 yellad
aut and was found on the floor of her bathroom
lan unwitnessed fall) resulting in serious injury.

According to the fall investigation dated 8/30/18
the Resident was assassed by nursing staff and
denied any unusual pain. She was assisted back
to her wheelchair where she stayed throughout
the night because she refused to get into bed.

According to the Medication Administration
Record, Resident #122 was medicated with her
reuting Crycodone 15 milligrams (mg), a Narcotic
Fain Medication, at 12:00 AM and again at 4.00
AM on B31/18. In the morning of 8/31/18,
Resident #122 was sent out to the Emergency

and has sturdy assistive device
to her toilet.

2. Rasidents that reside in Lha
facility have the potential 1o

be affected; therefors, & quality
raview of residents al risk of falls
has been conducied Lo ansure
appropriala interventions

and azsislive devices aro

in place as indicaled  Fallow up
based on findings

3. Regional Director of Clinical
Services (ROCS provided
re-aducation for nursing
managemsant team ragarding
prevention of accidents and

| incidents to include evaluation

and usage of assistive

devices. DON/deslignoe
pravided re-education for Licansed
Mursas regarding prevention

of aocidants and incidants

to include evaluation and usage
cof assistive devicas.

4. DOMDasigres 1o complete Cualily
Improvement Monitoring of
interventions implemented

o ensure effective and no
changes are nacassary 1o the
plan of care weekly x B weeks,
rnanthly x 3, ther quarlarly and
az neaded, The results of

the Cuality Monilaring to be
reviewed atl the manthly Cuality
Assurance Perfarmance
Improvement (AP} maatings
for review, analysis,

ardl furthar recommendations,
Manitoring schedule modified
based on findings,
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| Reom for complaints of Shortness of breath and
ric pain and was found to have 2 fractured ribs

On 10/04/2018 at 10:35 AM during an interview
with Resident #122 she stated, "They know | taka
myself to the toilet, they never want to help if you
put the call light on someone comes in turns it off
and tells you someone else will be in to help you
soon. Then they never come back so yau put the
light on again. but if that toilet wasn't wobbling |
would not have fallen.” She also stated, "Thay
have fixed it a few times, if you call that fixing it."

According to facility documentation in the
Maintenance Log Book the "Raised commode
seat’ was fixed in Room 336 (Resident #122's
room) on &22/16. A raised commode seat is a
davice that fits over the toilet which raises the
toilet seat about 5 inches and is clamped to the
toilet to keep it in place.

On 10/4/18 at 8:30 PM, during an interview with
Employee C, a maintenance tech. Employee C
stated that he tightenad the toilet seat several
times. He stated that Resident #122 would stop
hirm in the hall and ask him to tighten the toilet
seat

On 10/ 8 at 640 pm, in an interview
Administration D {the former administrator) stated
that Maintenance was aware that the toilet seat
was hot fitting propery and that it had been
adjusted zaveral times.

Administration D stated they educated
Maintenance on 8/31/18 that if a piece of
equipment has to be repaired several times then
it should probably be removed until it can be
replaced. Administration D stated the raised
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commode seat was removed after the fall an

B/30/18 but the facility could provide no evidence

that the seat was ever removed an B/30/15.
Hewever, according to the Maintenance Log the
raised commeode seat was not removed until
0204118 when the Resident returned from the
hospital and once again complained the raised
seat was not sturdy.

On 10/4118 at 5:40 PM during interview
Administration D and Employee C both stated

they did not know how the raised commode seat

ended up back in the Resident's bathroom

On 1044418 an obsarvation showed the raised

seat was replaced with a bedside commoda
frame with handrails, placed over the existing
teilet to add height but also to add stability with

the handrails and legs that have nonskid tips that

reach the floor,

There was no further information pravided,
Respiratory/Tracheostormny Care and Suctioning
CFR(s): 483 25(i)

§ 482.25(i) Respiratory care, including
tracheostomy care and tracheal suctioning,
The facility must ensure that a resident who
neads respiratory care, including tracheostomy
care and tracheal suctioning, is provided such
care, consistent with professional standards of
practica, the camprehansive person-centered
care plan, the residents’ goals and preferences,
and 483,65 of this subpart.

This REQUIREMENT is not met as evidencad
by

Based on chservation, staff interview, and clinical
record review, the facility staff failed to administer

F 895
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axygen per physician order,

For Resident #108, the facility staff failed to
administer the correct amount of oxyaen par
physician order,

The Findings included:

Resident #108 was admitted to the facility en
8124118, Resident #108's diagnoses included
Ganeralized Muscle Weakness, Unspecified
Dementia without Behavioral Disturbance, Altered
Mental Status, Hypertension. and Chronic
obstructive Pulmeonary Disease,

The Minimum Data Set, which was an Admission
Azsassment with an Assessment Reference Date
of 920/18 coded Resident #108 as reguiring the
use of axygen therapy.

On 10/2/18 a tour was conducted of the faciity,
Residant #108's axygen was being administared
at 3 liters per minute. On 10318 at 155 P.M.,
Resident #108's oxygen was being administered
at 3 litars per minute.

On 1002018 a review was conducted of Rasidant
#108's clinical record. revealing a signed
physician's erder that read, "10/1/18. Oxygen 2
liters per minute continuously,”

On 10/02M8 at 1:58 P.M., an infarview was
conducted with Licensed Practical Nurse A, She
stated that she had set the Resident's oxygen at
3 liters per minute because she was told to do via
the morning verbal report at the beginning of her
shift. She was asked to infarm the surveyer of
what the physician's order stated, She looked at
the crder and stated, "Oh wow, its supposed to

ware corrected during survey
along with resident assessment
ard no adverse reaction was natad
2. Residenls that reside in the facility
recoving axygean have the
potantial to be affecled; therefore,
a quality review of resicents
receiving oxygen has baan
concucted 1o ensura oogan

is baing administered per MO order,
Follow up based an findings.

3. DON/designes will educate
nursing slall on following

MD orders to include

axygen administration.

4. DONdesigres to complote
Cuality Improvemeant Manitaring

1o ensure oxygen is being
administerad per MO arder

wealkly @ & waaks, manthly x 3,
fhen quarterly ard as nasded,

The rasults of the Quality
Monilaring to ba reviewad at

fhe monthly Qualily Assurance
Parformance Improvemaent (QAP
meelings far review, analysis,

and furlher recommeandations.
Monioring schedule madified
based on findings.

5, Date of Compliance 11/06/1 8
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s5=0 | CFR{s) 483.40{b)3)

| 5483.40(b){ 2} A resident who displays or is
diagnosed with dementia, recaives the
appropriate treatment and services to attain or
maintain his or her highest practicable physical,
mental, and psychosocial well-being,

This REQUIREMENT is not met as evidenced
by

Based on cbservation, staff interview, facility
documentation and clinical record review, the
facility failed to, for one Resident, Resident #104
in asurvey sample of 48 residents. to ensure the
resident received care and services for dementia
care.

Resident #104 has been taking Geodon B0 mg
{milligrams) twice daily with no appropriate
diagnosis or behaviors since her admissian
(6-8-18). Thare are no care plan interventions to
address behaviors or for the continued use of an
antipsychotic,

The findings included:

Resident #104 was admitted to the facility on
6-8-16. Diagnosas included anemia, Alzheimer's
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F B85 Continued From page 29 F 895
be 2 liters per minute "
On 10/2/18 a review was conducted of facility
documentation, revealing an Cxygen Therapy [
Policy dated B/28/17. It read, "Start 02 {oxygen)
flowrate at the prescribed liter fow."
On 10/3/18 at 3:00 P.M. the Administrator
Administration A) was informed of the findings.
Mo further infarmation was received.
F 744 | Treatment/Sarvice for Dementia F 744
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F 74 | Continued From page 30 F 744 | 1.Resident #104 has had GDR implemented

dementia and psychosis,

The most recent Minimum Data Set assessment
wag a quarterly assessment with an assessment
referenca date of 9-5-18. Raesident #104 was
coded as having short and long tarm memory
impairments and was severely impaired in daily
decision making. There ware no behaviars

coded for the last seven days of the ARD.

On 10/2/18 at 1:01 PM, Resident #104 was
ooserved eating in her room. She had a regular
diet. eating well.

On 10/02/18 at 1038 AM, Review of the clinical
record revealed the pharmacy requasted on
5-1-18 a GOR {gradual dose reduction) for the
use of Geodon {antipsychotic) B0 mg twice daily.
The MO declined the recommendation with the
staternant, "Continued use is in accordance with
the current standard of practice" Howeaver,
Fasident #104 had no diagnesis on recard for the
use of an antipsychotic and no documented
behaviars (for over a year) that indicated the
continued use of the antipsychotic medication. In
addition, the physician had declined an earlier
request for a GOR with the same rationale.

On 10/04/18 at 5:20 AN, the facility presented a
physician note dated 9-25-18 which stated,
"Recommend to continue with all current
medications, including ferrous sulfate (iron),
Vitamin O, axybutynin (for bladder spasms),
Donepezil (demeantia) memantine {dementia) and
Zyprexa {antipsychotic).” Howsever, Resident
#104 was not taking Zyprexa, she was taking
Geodon.

On 10/04/18 at 9:24 AM, review of the PASARR-

az of 101718, Resident is fraa from
any acute behaviors,

2. Residents that regide in the facility
raceiving antipsycholic medications have
the potential lo be affected; therafore,
the DONdesigres conductad a

guality review of residants

recaiving anlipsychatic madicalions

lo ensure proper diagnosis and ensure
care plang ara in place, Follow up based
an findings,

3. Regional Directar of Clinical
Sarvices pravidad re- education

for physicianz and clinical team
regarding usage/managament

of antipsychatic madications for
rasidents with dementia, DONdesignaa
will educate the nursing and MDS staff
on updating care pans 1o includa
behaviors and

implemeanting

nanphamacalagical interventions

A3 NECASEary,

4, 10T team complete Quality
Improvement Maniloring of
antipsychotic medication usage!
manragemant ulilizing weaaky
Standards of Care meeting process

to ensure proper diagnasis, care
plars, nonpharmacological
intervenlions, and review lar possible
GOR asz indicated weekly x 8

weaeks, monihly x 3, then guarterly

and as needed. The resulis of the
Quality Monitoring o be reviewsd

al the manthly Quality

Assurance Perfarmance

Impravemant (QAFI) mestings for
review, aralysis, and

| furthar recommendalions,
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F 744 Continued From page 31

prescreening for mental iliness, mental
retardation, intellectual disability or related
conditions, dated 6-21-16 revealed: "No serious
mental illness Schizophrania. mood disorders,
paranoid, panic or other serious anxiety disorder.”
Review of the admission orders (dated §-8-18)
revadled the resident was admitted with a
Geodon order of 80 MG twice daily for psychotic

| disorder with delusions due to known
physiological condition. The review showed there
has been no GDR since with admission.

Review of the care plan dated $-20-18 revealed
the following interventions for the use of
antipsychotic medications:

* Administer psychotropic medications as
ordered by physician, Monitor for side effecis and
effectiveness evary shifl.

* Consult with pharmacy, MD to consider

| dose reduction when clinically appropriate at least
guarterly.

¥ Monitor/documentireport prn (as needed)
any advarse reactions of psychotropic
meadications.

* Monitor'recard cccurrence of for target
behaviors symptoms

There weare no targeted behaviors on the care
plan nor any non pharmacological interventions
an the plan of cara.

Review of Nursing Crug Handoook, 2019, pages
1604-1607 revealed the following information for
Geodon: "Indications for use: symptomatic [
treatment for schizophrenia, acute bipolar mania."
There is a black box warning for elderly patients

with demeantia related psychosis, "drug isn't

indicated for use becauvse of increasead risk of

death from CV (cardiovascular) evants of

Manitoring schedule modified
F 744| hased on findings,
5. Date of Compliance: 11/06/18
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On 10/04/2018 at 2:50 PM: An interview was
conducted regarding QAP {quality assurance
parformance improvement) program, The
Regional Administrator was asked about the
residents who were receiving antipsychotic
medications without GOR's stated, . "If the
Physician does not agree with Pharmacy
Recommendalionsimaking changes to the ordear, [
there's nothing much that can be dong" .

Cn 10/4/18 at 5:20 PM, the Administrator and
DON (directer of nursing) were notified of the
above findings.

F 758 | Free from Unnec Psychatropic Meds/PREN Use F 758
ss=£ | CFR{s): 483.45(c)(3)(e){1)-(5)

5483 45(e) Psychotropic Drugs,

§483.45(c)(3) A psychotropic drug is any drug that
affects brain activities associated with mental
processas and behavier. These drugs include,
but are not limited to, drugs in the following
categories:

(i} Anti-psychotic;

(i} Anti-depressant;

(i) Anti-anxiety. and

(i) Hypnotic

Based on a comprehensive assessment of & |
resident, the facility must ensure that— |

5483 45(e){1) Residents wha have not used
peychotropic drugs are not given these drugs
unless the medication is necessary fo treat a
specific condition as diagnosed and documented [
in the clinical record;
|
|

FORM CME-2567102-59) Fravious Versions Chaokiba Everd |Dn 330G Facilily ID: Wad418
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5483 45(2)(2) Residents who use paychotropic
drugs receive gradual dose reductions, and
behavioral intervantions, unless dlinically
contraindicated. in an effort to discontinue these
drugs;

5483 45(a)(3) Residents do not racejve
peychotropic drugs pursuant to a PRN arder
unless that medication is necessary to treat a
diagnosed specific condition that is documented
in the elinical record; and

5§4832.45(e)(4) PRN orders for psychotropic drugs
are limited to 14 days, Excepl as provided in
5483.45(e)(5), if the attending physician or
prescrbing practiicner believes that it is
appropriate for the PRN order to be extended
beyond 14 days. he or she should docurment thair
raticnale in the resident's medical record and
indicate the duraticn for the PRN arder

5483.45(e)(5) PRN orders for anti-psychotic
drugs ara limited to 14 days and cannot be
rengwed unless the attending physician or
prescribing practiticner evaluates the resident for
the appropriateness of that medication

This REQUIREMENT s not met as evidenced
by

Based on abservation, facility staff interview,
clinical record review, and facility documentation
review, the facility staff failed for 6 residents (131
71,122, 104, B1, 65} of the survay sample of 46
residents, to ensura that they were free from
unnecessary psychotropic medications,

1. For Resident #1371, the facility staff failed to
ensure that he was free of unnecessary
peychoiropic medication (Saroquel)

and #65 were refered o peych services
far evaluation of antipsycholic
medication usage and diagnosis

and GOR appraved and implemaniad
as indicated. Residants receiving
prn antipsychotic medications #55 &
#71 was discontinued during survey
2. Residents Lhal reside in the facilily
receiving antipsycholic medication
have tha potertial to be affected;
therefora, COM/designas has
completed a Qoalily Review of
residents receiving

antipsychatic madications ta

ansure proper diagnosis and
dacumented bahaviars, Fallow

up based on findings,

3. Tha Regional Director af Clinical
Sarvices (ROCS) has provided
re-education for physicians and clinical
team an usage' management

of anlipsychatic madications

per standard/requlation,
DON/designes pravided re-education

| For Licensad Nurses regarding praoper
| usage of anlipsychofic medications.

4, 10T feam to complate Quality
Imprevemant Monitoring of
antipsycholic medication usage!
management ulilizing weekly
Stlandards of Care masifing process
lo ensure proper diagnaosis, care
plans, norpharmacelogical
imarverlions, and review loe possible
GOR as indicated weekly « &
weeks. manihly x 3, then guartery
anrd as neaded. The resulls of the
Quality Manilaring Lo ba reviewed
dl tha monthly Qualily

A, BUILDING COMPLETED
c
495423 B WING 10/04/2018
MAME OF PROVIDER QR SUPFLIER STREET ADDHESS, CITY, 5TATE, ZIP CODE
BONVIEW REHABILITATION AND HEALTHCARE e
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A I SUMMARY STATEMENT OF DEFICIENCIES In PRAOVIDER'S PLAN OF CORRECTION -
PREFIX [EACH DEFICIENGY MUST BE PRECEDED [¥ FULL FREFIX {EACH CORRECTIVE ACTION SHOULD BE COMFLETION
TA REGULATORY O LEC IDEMTIEYING INFORMATION) TAG CAOSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
Free from Unrec Peychafropic Mads/PRN Lss
F 758 | Continuad From page 23 F75g 1 Residents # 131, #71, #122, #104, #81,
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Azsurance Parlarmance

F758 | Continued From page 34 l F 798| Improvemeant (JAFI) meealings
| 2. For Resident #71 the facility administered | | for review. analysis, and
| antipsychotic medication without proper diagnosis furlhar recommendations.
and without atternpting at Gradual Dose Monitoring schedule modified
Reduction, based on lindings

5. Dale of Campliance; 11/06/18
3. For Resident #122 the facility failed to perfarm
a gradual dose reduction {GDR) on psychotropic
medications in spite of Pharmacy
recommendations and hospital warning that it
was dangerous to give Ambien and narcotic pain
medicing.

4. Resident #104 did not have an appropriate
diagnosis for the use of Geodon {antipsychotic)
as weall as having no documented behaviars for
over a year, The pharmacist issued two
recommendations for a GDR {(12-12-17 and
§-7-18) but the physician declined the
recommendations,

5, For Resident #81, the facility staff failed to
ensure the resident was free from unnecessary
PRM {as needed) psychotropic medications

&, For Resident #85 the facility staff failed to
ensure the resident was free from unnecessary
PRHN {as nesded) psychaotropic medications.

The Findings included:

1. For Rasident #131, the faciity staff failed to
ensure that he was free of unnecessary
peychatropic medication (Seroguel),

Resident #131 was an B8 year old who was
admittad o the facility on @718 Resident #131's
diagnoses included Unspecified Dementia without
Behavioral Disturbance, Lower Urinary Tract

FORM CMS-2557102-99) Pravicus Versions Casolata Event 10 330G 1 Faziliy 10 VAOd1E If comtinualson sheet Page 35 of 55
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Symptoms, Major Depressive Disorder, |
Hypertension, and Generalized Anxiety Disorder,

The Minimum Data Set, which was an Admission
Aszsessment with an Assessment Reference Date
of 9/14/18, coded Resident #131 az sometimes
being able to understand and be understocd by
others. Resident #131's primary language was
Spanish, and he spoke limited English. In
addition, he was coded an not having any maoad
or bahavioral issues.

On 10218 at 11:00 AM. Resident #131 was

chserved sitting quietly in his room. He was well
groomead and dressed appropriately. He smiled
when grested, and made appropriate |
eye-contact.

On 10/2/18 a review was conducted of Resident
#131's clinical record. His signed physician arder
read, "10/1/18. Seroguel Tablet 50 MG Give 1
tablet by mouth every 12 hours related to
Geaneralized Anxiety Disorder "

Resident #131's care plan read, "The residant
has impaired cognitive function/dementia or
impaired thought process related to dementia.
Resident will become combative with staff and
confused.”

Resident #131's physician's order contained the
following Black Box Warning, "Dementia-Related
Psychosis--not approved for dementia-related
peychosis, increased martality risk in elderly
dementia patients on conventional or atypical
antipsychotics, most deaths due o cardiovascular
ar infectious events.”

Fesident #131's pharmacy reviews did not
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F 758 Continued From page 38

address the use of Seroqual, The risks
associated with the use of Seroquel was not was
not addressed in the clinical record

On 10/3018 the facility Director of Mursing
rAdministration B), and Administratar
(Administration A) were informed of the findings
Mo further information was received,

2. For Resident #71 the facility administered
antipsychotic medication without proper diagnosis
and without attempting at Gradual Dose
Reduction.

Resident # 71 was admitted to the facility on
03/19/2018 with diagnoses of but not limited to
Dementia without behavioral disturbance, anxiety
disorder, major depressive disorder, cognitive
communication deficit 't dementia, abnormal gait
and maobkility. Resident #71's most recent
tMinimum Data Set) MDS with an (assessment
reference date) ARD date of 828/2018 coded
resident as having a {Brief Interview of Mental
Status) BIMS score of 99 meaning sevare
cognitive impairment or unable to test,

On 10/4/2018 during clinical record review it was
found resident was receiving Risperidone {an
antipsychotic) for a diagnosis of Demeantia.

According to Resident # 71's admission MDS and
the Quarterly dated 5/7/2018 and the Quartery
dated &/28/2018 in Section N - 0450 was checked
ves indicating that the resident received
Anti-Psychaotic medication routinely. |n addition, a
box was checked - No indicating a GDR was Mot
attempted. Also a box was chacked that indicated
- Mo GOR has not been documented as clinically
contraindicated.

F 758
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Disorder.

state:

WARNINGS:

was posed;

According to the Medication administration record
Resident #71 was receiving Risperidone 3
Milligrams [an antipsychotic medication] twice
daily Tor a diagnosis Dementia and Anxiety

The FDA and the Manufacturers boxed warning
for Rispardal (Risperidons-an antipgychotic)

Cerebrovascular Adverse Events, Including
Stroke, in Elderly Patients with Dementia
Cerebrovascular adverse events (e.g., stroke,
transient ischemic attack), including fatalities,
| were reportad in patients (mean age 85 years,
range ¥3-87) in trials of nsperidone in elderly
patients with dementia-related psychosis. In
placebo-controlled tials, there was a significantly
higher incidence of cerebrovascular adverse
events in patients treated with risperidone
comparad to patients treated with placebo.
RISPERDAL has not been shown to be safe or
effective in the treatment of patients with
dementia-related psychosis.

On 1004/18 at 2:50 PM during a meating with
Adrninistration D regarding QAP the question

"W have noticed that there are a number of
residents currently receiving long term
antipsychotic medications.  Have you identified
this a5 an issue, and if 50 what interventions are
you looking at to reduce number of residents
being given antipsychotic meds and the langth of
time they ars on tham?"
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Administration 0 responded, "If the Physician

doss not agree with Pharmacy [
Recommendationsimaking changes to the arder,
there's nothing much that can be done”

3. For Resident #122 the facility failed to perform
a GDR en psychotropic medications in spite of
Pharmacy recommeandations and hospital
warning that it was dangerous to give Ambien and
narcotic pain madicing,

Resident #122 a 68 yvear old woman admitted to
the facility on 10/02/2017 with diagnoses of but
not limited to Anemia, Hypertension, histary of
knae replacemeant, unsteady gait, Osteoarthritis,
Chronic Fain, Low back FPain,

Her maost recent (Minimum Data Set) MDS (a
screening tool} has the Resident coded as having
a {Brief Interview of Mental Status) BIMS score of
15 indicating no cognitive impairment. Resident
#122 was coded as needing physical assistance
of 1 staff member for all transfers and toileting

On 10032018 during a review of clinical records it
wag found that Resident #122 was receiving
Ambien 10 mg for insomnia, Cymbaita 80 mg
{Antidepressant), Celexa 10 mg
{antidepressant), Oxycodone 15 mg every 4
hours routingly {narcotic pain madicine) and [
Meurontin 300 mg {a seizure medication also
used for Neuropathic pain}.

Alsc during clinical record review thera was a
Pharmacy Consultation Report dated 20618
asking the physician to consider 2 GOR for
AMBIEN 10 mqg to which the Physician refused
stating it was unsuccassiul in the past. Mo GDR
has been attempted since that request,
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|
Also during clinical record review there was a

‘ discharge summary from a recent hospitalization
where the Resident fell off the toilet and fractured

| 3ribs. The discharge summary stated " Hold

| home Ambien use, Dangerous combination given
Opiod use and age"

| According to the manufacturer of Ambien
(Zolpidem)

| AMBIEN is a prescription medicing for the
Short-Term treatment of adults who have trouble
falling asleep.

AMBIEN CR is a prescripticn medicing for
treatment of adults with troukble falling asleep
andfor waking up often during the night

AMBIEN or AMBIEN CR may cause serious side
effects, including:

Getting out of bed while not being fully awaka
and doing an activity that you do not know you
are daing.

Abnarmal thoughts and behavior, Symptoms
inciude more outgoing or aggressive behavior
than normal. confusion, agitation, Hallucinations,
warsening of depression, and suicidal thoughts or
aclions

Memory loss

Anxiety
- -Falls, which may lead to severs injurias,

According to Nursing 2015 Drug Guide pg. 1482
under the heading Indications and Dosage: Short
Term management of Insomnia - Adults & ar 10
Mg (Men) or 5 mg (Waman) by meouth
immediately before badtime

F 758
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Adjust a Dose- for Elderly or debilitated patiants
uge 5 mg immeadiately before bedtime

Under the heading INTERACTIONS: Drug to
Drug- {Central Nervous System) CHNS
deprassanis may cause excessive CHNS
Depression.

According to the FOA;

FDA warns about serious risks and death when
combining opioid pain or cough medicines with

benzodiazepines, requires its strongest warning

' AULS. Food and Drug Administration (FDA)

review has found that the growing combined use
of opioid medicines with benzediazepines or other
drugs that depress the central nervous system
{CNS) has resulted in serious side effects,
including slowed or difficult breathing and deaths,
Opioids are used to treat pain and cough;
banzodiazepines are used to treat anxiety,
insomnia, and seizures, In an effort to decrease
the use of opioids and benzodiazepines, or
opicids and other CNS depressants, together, we
ara adding Boxed Warnings, our strongest

| wamings, to the drug labeling of prescription

opicid pain and prescription opioid cough
medicings, and benzodiazepines.

Health care professicnals should limit prescribing
opiod pain medicines with benzodiazepines or
other CNS depressants anly to patients far whom
alternative treatment options are inadequate. If
these medicines are prescribed together, limit the
dosages and duratien of each drug fo the
minimum possible while achieving the desired
clinical effact \Warn patients and caregivers about
the risks of slowed ar difficult breathing and for
sedation, and the associatad signs and
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symptoms. Aveid prescricing prescription opinid
eough medicines for patients taking
henzodiazepines or other CNS deprassants

Cn 10/4/2018 the Administraticn was made
aware during the end of day meeting and no
further information was provided,

4. Resident #104 did not have an appropriate
diagnosis for the use of Geodon (antipsychotic)
as well as having no documented behaviors for
over a year. The pharmacist issusd bvo
recommandations for a GOR {12-12-17 and
G-7-18) but the physician declined the
recommendations.

Resident #104 was admitted to the facility an
G-8-16. Diagnosas included anamia, Alzheimer's
demantia and psychosis [

The most recent Minimum Dala Set assessment
was a quarterly assessment with an assessment
reference date of 9-5-18. Resident #104 was
coded as having short and long temm memaory
impairments and was severely impaired in daily
decision making. There were ne behaviors
coded for the |ast seven days of the ARD.

On 1072118 at 1:01 PM, Resident #104 was
observed eating in her room. She had a regular
diet, eating weall, [

Cn 10702018 &t 10:38 AM, Review of the clinical
record revealed the pharmacy requested on

§-1-18 a GDR (gradual dose reduction) for the [
use of Geodon {antipsychetic) 60 mg twice daily, ‘

The MD declined the recommendation with the
statement, "Continued use is in accordance with
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| the current standard of practice”" Howewver,
Residant #104 had no diagnosis on record for the
use of an antipsychotic and ne documented
behaviors (for over a year) that indicated the
continued use of the antipsychotic medication. In
addition, the physician had declined an earlier
request for a GOR with the same rationals.

On 10/04/18 at 9:20 AM, the facility presented a
physician note dated 8-25-18 which stated,
"Recommend fo continue with all current [
medications, including ferrous sulfate (iron),
Vitamin D, cxybutynin {for bladder spasms),
| Donepezil (dementia) memantine (dementia) and
Zyprexa (antipsychotic).” However, Resident
#104 was not taking Zyprexa, she was taking
Geodon,

On 100418 at 2:24 AM, review of the PASARR-
prescreening for mantal ilness, mantal
retardation, intellectual disability or related
conditions, dated 6-21-16 revealed: "MNo sericus
mental liness Schizophrenia, mood disorders,
parancid, panic or other serous anxiety discrder,”
Review of the admission crders (dated 5-8-16)
revealed the resident was admitted with a
Geodon order of 80 MG twice daily for psychotic
disorder with delusions due to known
physiclogical condition. The review showed thers
has been ne GOR since with admission,

| Review of the care plan dated 9-20-18 revealad
the following interventions for the use of
antipsychotic medications:

* Administer psychotropic medications as
orderad by physician. Manitor for side effects and
effectiveness every shift

* Consult with pharmacy, MD to consider
dose reduction when clinically appropriate at least
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quarterly.

* Monitoridocumentirepert prn {as neaded)
any advarse reactions of psychotropiz
medications.

* Monitorirecerd occurrence of for target
behaviors symptoms,

There ware no targeted behaviors on the care
plan nor any nen pharmacological intarventions
on the plan of care,

Review of Nursing Drug Handbook, 2019, pages
1804-1607 revealed the following informaticn for
Geoden: "Indications for use: symptomatic

There is & black box warning for elderly patients
with dementia related psychosis, "drug isn't
indicated for use because of increased risk of
death from CV (cardiovascular) events of
infection.”

On 107042018 at 2:50 PM; An interview was
conducted regarding QARI {quality sssurance
performanca improvement] program,
Administration A was asked about the residents
who were receiving antipsychotic medications

agree with Pharmacy Recommendations/making
changes to the arder, there's nothing much that
can be done”..

On 1044018 at 5:20 PM, the Administrator and
DON (directer of nursing) were notified of the
above findings,

3, For Residant #81, the facility staff failed to
ensure the resident was free from unnecessary

treatmant for schizophrenia, acute bipalar mania "

without GDR's stated, . "If the Physician does not
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PRN {as neaded) paychotropic medications,

Resident #81 was admitted 8/7/2018 with
diagnoses of. adult failure to thrive,
schizophrenia, pressure ulcers, contractures, and
dysphagia. On 8158/2018. the physician ordered
"Haldol 1mg tablet: give 1 mg by mouth every 1

| hours as needed for nausealdelirium.” Nate
Haldal is an antipsychotic medication.

The renewal for the specific prescription was dus
by 22272018, The physician order for Haldal was
still in place and activa for staff on 10/3/2018,

A staff interview was conducted with Admin 8 (the
Director of Mursing) on 10/3/2018 at 215 BM,
When asked what the status of the arder was,
Admin B replisd "It is supposed to be reordered
evary 14 days. It has been more than that, so the
arder isn't valid anymore." Whan asked what the
facility process is to ensure that orders were
discontinued and renewed timely, Admin B didn't
reply.

Facility staff were asked to produce the policy or
procedure for medication renewals, but did not,

Mo further information was provided prior to exit,

| 6. For Resident #85 the facility staff failad to
| ensure the resident was free from unnacessary
PRN {as needad) psychotropic medications.

Resident #55, an &1 year old, was admitted to the
facility on 37317, Diagnoses included

| hyperlipidemia, depression, end stage renal
disease, dementia, and anxiaty.

The mest recant Minimum Data Set assessment
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was a significant change assessmeant with an
assessment reference date of 81018 The
regident was coded with a Brief Intarviaw of
Mental Status score of 5 indicating severe
cognitive impairment and required extensive
assistance with activities of daily living.

Feasident #35 had & physician order dated 8718
for Haloparidol (antipsychetic medication) 1
milligram tak evary hour as needed (PRN) for
nausea

On 10/3/18 at 2:30 p.m. the Administratar and
Diractor of Mursing were notified that Resident
#E5 had an arder for a PRN antipsychotic
medication for longer that 14 days. They were
asked to provide documentation that the
physician had assessed the resident to detarmine
if the continuation of the medication was
appropriate.

Mo documentation was provided regarding the

physician assessment.

F 761 | LabelStare Crugs and Biclogicals F 7e1
55=E | CFR{s): 4B3.45{g){h)(1)2)

£483.45(g) Labeling of Drugs and Biclogicals
Brugs and biologicals used 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

§483.45(h} Storage of Drugs and Bislogicals

§483.45{h)(1) In accordance with State and
Federal laws, the facility must store all drugs and
|
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biclogicals in locked compartments under proper
temperatura cantrols, and permit only authorized
personnel te have access to the keys.

5483 45(h)(2) The facility must provide separately
locked, permanantly affised compartments for
storage of controlled drugs listed in Schedula || of
the Comprahensive Drug Abuse Prevention and
Contrel Act of 1978 and other drugs subject to
abuse, excapt when the facility uses single unit
package drug distribution systems in which the
duantity stored is minimal and a missing dose can
be readily detectad,

This REQUIREMENT is not met as evidenced
by:

Based on observation and staff interview, the
facility staff failed to ensure safe storage of
medications.

1. Two medications were found to be expired,
and open and available For Resident
administration o Residents #52 and #1332

2 The facility staff failed to discard 2 hotlles of
expired medication (magnesium oxide) in 2 of 3
medication rooms (15t floor and 3rd floor
medication reoms)

3 The facility staff falled to ensure the narcotic
box was permanantly affixed in 2 of 3 medication
refrigerators (2nd and 1st floor medication rooms)
In addition, the narcotic box in the 2nd floor
medication refrigerator was not locked.

The findings include:

1. Two medications were found to be expired,
and open and available For Resident

were remaved from the medication
carts and discarded during survey
and raplaced naw madications

The narcatlcs boxes ware
parmanently affixed in aach
medicalion room refrigeratar

during survey and are secured behird
double locks.

2, DOM/Designes has conducied

a Qualily Review of medication
carls and madication rooms o ensura
that no axpirad medications in use
as well as ensure narcatics are
proparly secured and locked,

Fallow up basad on findings.

3. DCMNidesignasa will educata nursing
slaff on proper medication slorage
of drugs and proper securement af
schedulad Il narcotic drugs.

4. DMNidesignee will parform
Cualily Improvement Manitaring

of madication carls and medicatian
raams 1o ensura no expired
medication and that narcofics

ara properly stored and locked
waakly x 8§ weeks, monihly « 3,

then quarlarly and as needad.

The results of the Quality Monitoring
lo be reviewed at the manihly
Cualily Assurance

Performanca Improvement (QAF)
meatings for raview, analysis,

and further recammendations,
Maniloring schedule modifiad
based on findings,

5. Date of Compliance 11/06/158
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administration to Residents #52, and #1323

On 10-3-18, at 10:00 a.m., during the medication
pour and pass obsarvation, with LPN (B}
ilicensed practical nurse {B), two pill form, bulk
dose medications were noted to be expired. |

LPM (B} was asked during the medication pour

and pass observation how medications are dated

for expiration, and she respondad "we date them

when we opan them " She was asked how long
| would pills last that had been opened, and she
rasponded "usually one year." During the
medication pour and pass obsarvation the bulk
dose medications in the medication cart were
found to be cpen and revealed an open date,
hand written on each of the bottles, with what
appeared to be permanent markears,

At10:10 am,, LPN (B} was shown the open date
on the Magnesiurm Oxide 400 milligram tablets.
for Resident (#52), after she preparsd it for
administration, and it was 8-16-2017.

At10:20 am., LPN (B} was shown the open date
on the Vitamin D-3 1000 internationalized units
tablets, for Resident (#133), after she preparad it [
for administration, and it was B-1-17, Both [
medications were expired, She stated "oh, | see,
| will throw them away, and get & new bottle from
cantral supply.”

The Central supply manager (Employee E) was
asked to show the surveyor where bulk dose
medications were stored. He opened the cabinst
and revealed approximately one hundred bottles
of different bulk dose tablet medications which
were sealed and unopened, No open dates
appeared on any of the bottles. Employes E was
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interviewed and stated "l don't date the bulk dose
medications when they arive, the nurses date
thern when thay are opened.”

The Diractor of Nursing and the administratar
were made aware of the findings, and shown the
bulk dose bottles of expired medications in the
coenference room at the end of day debriefing on
10-3-18. Ne further information was provided,

|
2. The facility staff fziled to discard 2 bottles of ‘
expired medication (magnesium oxide) in 2 of 3
medication rooms (15t foor and 3rd flaor
medication rooms)

On 10/02/2018 at 1:57 pm, an chservation of the

2rd floor madication room was conducted with

LPM L. The observation showed a bottle of

rmagnasium oxide (500 milligram) that expirad on

B2018. LPN L verified the expiration date and

stated that the magnesium oxide should have [
been discarded.

On 10/02M18 at 02:25 pm. an observation of the
1st floor medication room was conducted the RN
A, The observation showed a bottle of
magnesium oxide 500 milligram {mg) that expired
on 62018, RN A verified the expiration date and
stated that the magnesium oxide should have
peen discarded.

The facility was informad of the findings during a
briefing on 10/03/2018,

3. The facility staff failed to ensure the narcotic
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box was parmanently affixed in 2 of 3 medication
refrigerators (2nd and 1st floor medication
raoms.) In addition. the narcotic box in the 2nd
floor medication refrigerator was not locked,

On 10/02/18 at 02:08 pm, an observation of the
2nd flocr medication room was conducted the
LPM & The cbservation showed the narcotic box
in the medication refrigerator was not
permanently affixed. In addition, the narcotic box
was not locked and it contained lorazepam 2
ma/1 ml (2 milligrams per 1 milliliter)

On 10702018 at 02:25 pm, an abservation of the
18t floor medication roem was conducted the RN
A The chservation showed the narcotic box in
the medication refrigerator was not permanently
affixed,

The facility was informed of the findings during a
briefing on 10/03/2018,

F 801 | Qualified Dietary Staff

55=0 | CFR{s): 483.80{a){1](2)

£483 60(a) Staffing

The facility must employ sufficient staff with the
appropriate competencies and skills sets to carry
out the functions of the food and nutrition service
taking into consideration resident assessments,
individual plans of care and the number, acuity
and diagnoses of the facility's resident population
in accordance with the facility assessment
required at §483.70(g)

This includes:

§483 800a){1) A qualilied digtitian or other
clinically gualified nutrition professional either
full-time, part-time, or on a consultant basis. A

F 761

F a0
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qualified distitian or other clinically qualified
nutrition professional is one who-

{1} Holds & bachelor's or higher degree granted by
a regionally accradited college or university in the
United States [or an equivalent foreign degree)
with completion of the academic requirements of
a program in nuirition or dietetics accredited by
an appropriate national accreditation crganization
recognized for this purpose.

(i) Has completed at least 900 hours of
supervised dietetics practice under the
supervision of a registered dietitian or nutrition
professicnal.

(it} Is licensed or cerified as a dietitian or
nutriticn professional by the State in which the
sanvices are performed. In a State that doas not
provide for licensure or certification, the individual
will be deemed to have met this requiremeant if he
or she is recognized as a "registered dietitian” by
the Commissicn on Dietetic Registration or its
sUccessor arganization, or meets the
requirements of paragraghs {a}( 1) and (i) of
this section,

[iv) For digtitians hired or contracted with prior to
MNovember 28, 2016, meets these requirements
no later than 5 years after November 28, 2018 or
as raquired by state law.

5483.60(a)2) If a qualified dietitian or other
clinically gualified nutrition professional is not
employed full-time, the facility must designate a
parson o serve as the director of food and
nutrition services who-

(1) For designations prior to November 28, 2018,
meets the following reguirements no later than 5
yvedars after November 28, 2018, or no later than 1
year after November 28, 2018 for designations
after November 28, 2016, is:

1. Tha facility has a gualified diatary
manager in place as of 10/24/20148.

2. Ma residents wore alfaclad by fhis
delicient practice.

3 Executive Director has been re- aducatad
on the reguiraments to employves a
Certified Dlatary Manager

by the Regional Vice President

of Operations (RYPO)

4. RVPO 1o conduct randam

Quality Improvemeant Monitoring.
Manitoring of Dietary Maragament
Tearm far required qualifications quartery
% 2 and as needed, Findings will be
reporied to Cuality Assurance
Ferformance Improvamenl

QAP Cammittee monthly and updated
as indicated.  Manitoring schedula
rmadified bazad on findings

5, Dale of compliance: 1170618
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{A) A certified dietary manager; or
(B) A certified food service manager, or
{C} Has similar national certification for food
service management and safety from a national
cerifying body, or
D) Has an associate's or higher degree in food
service management or in hospitality, if the
course study includes food service or restaurant
management, from an accradited institution of
higher learning; and
(i In States that have established standards for
food service managers or dietary managers,
meets State requirements for food service
managers or dietary managers. and
{iii) Receives frequently scheduled consultations
| from a qualified dietitian or other clinically
aualified nutrition professional
This REQUIREMENT is nat met as evidanced
by
Based on observation, staff interview and facility
record review, the facility staff failed to ensure
that the Acting Dietary Manager was certified

The facility staff failed to ensure that the Acting
Dietary Manager was Cartified in Dietary
Management. The facility did not have a Dietary
Manager.

The Findings included:

Cn 1003718 at 11:45 A M., an ocbservation was
completed of the facility kitchen. The Acting
Dietary Manager {Employes &), was working in
the kitchen during lunch preparation and service.

Manager and Executive Chef, Her hire date
| according to her employee file was 81/18 She

stated since the former Dietary Manager quit, that

| she supenvised the meal preparation, orderad

She stated that her position was Assistant Dietary
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food, and cookad food in the facility, She statad
that she was not a Certified Dietary Manager, and
that she planned to be trained for the certification
the fallowing week,
On 10/3/18 a review was conducted of facility
documeantation, revealing a Employes A's Job
Description that read, "Assistant Manager &
Executiva Chef Qualifications: Certified Dietary
Manager. Skilled in motivating and supervising
dining services personnel”
On 100318 the Administrater was informed of the
findings. Mo further information was received. [
F 880 Infection Prevention & Control F 880

gs=D CFR(s) 483.80(a)(1){2)4){e)f)

483,80 Infection Control

The facility must establish and maintain an

infection prevention and control program

designed to provide a safe. sanitary and

comfartable environment and to help prevent the
| development and transmission of communicable

diseasas and infections.

| §483.80(a} Infection prevention and contral
program.

| The facility must establish an infection prevention

and control program (IPCP] that must include, at

a minimurm, the following elements:

§483.B0(a)(1) A system for preventing, identifying
reporting, investigating, and controlling infections
and communicable ciseases for all residents,
staff, volunteers, visitors, and other individuals
providing services under a contractual
arangement based upon the facility assessment
conducted according to §483.70(e) and following
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F 880 | Continued From page 53 E 8EO 1.fCNA A was rls- aducated on ;I:urzpar
: infection contral practices to include
accepted naticnal standards; prAEioe

5483 800al(2) Wnitten standards, policies, and
procedures for the program, which must include,
but are not limited to:

iy A systemn of surveilance designed to identify
possible communicable diseases or

infections bafore they can spread to other
persons in the facility;

(i) When and to whom possible incidents of
cemmunicable disease or infections should be
reporied;

(i} Standard and transmission-based precautions
to be followed to pravent spread of infections;
iiv)When and how isolation should be used for a
rasidant; including but not imited to;

(&) The type and duration of the isolation,
depending upon the infacticus agent or organism
involved, and

(B} A requirement that the isolation should be the
lzast restrictive possible for the resident under the
circumsiances.

[v) The circurmstancas under which the facility
must prohibit employess with a communicahle
disease or infected skin lesions from direct
contact with residents or their food, if direct
contact will transmit the disease; and

iy The hand hygiens procedures to be followed
by staff involved in direct resident contact,

G483 800a)d) A systemn for recording incidents
identified under the facility's IPCF and the
corractive actions taken by the facility,

§483 80{e) Linens,

Parzonnel must handle, store, process, and
transport linens so as to prevent the spread of
infection.

tha uze of individualizad parsonat oare
items and na residents were

faund to be affectad ralalad to
impraper infaction control praclices,
2. DOM/designes has conductad
quality observation rounds to
ansure that infecticn cantrol
practices relaled to personal care
items carriad oul per standard of
practice. Follow up based on findings.
3 The DOM/designes provided ra-
education for nursing stalfl on
infaclion control standards af practice
toinclude the use of individualized
persanal cara ilams

4, DOMdesignes o cordust
randam Qualily Improvemant
hanitoring 1o ensura siaff membars
ulilizing infection contrel praslices
per slandard relative to resident
personal cang llams waakly x §
weaks, manihly x 3, than quarery
and as neaded, The resulls of ha
Quality Manilaring to be reviewod
at the menthly Cuality

Assurance Parformance
Improvement {QAPI meetings

for review, analysis, and

further recommendations.
Monitaring schadula medified
based on findings.

4. Dale of Compliance 110618
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54583 80(f Annual review

The facility will conduct an annual review of ite

IPCP and update their program, as necessary

This REQUIREMENT is not met as evidenced

by

Based on observation, staff interview, and facility

documentation review, the facility staff failed to [
pravide Activities of Daily Living (ADL) care in a |
manner to prevent the spread of infection,

A facility staff member carried a cloth bag from
racm o racm, with no way to disinfect it.

The Findings included:

On 10-2-18 and 10-3-18 during multiple

ohservations both days throughout the 7:00 a.m.,

to 3:00 pom. shift, CNA (A) {certified nursing

assistant A) was cbserved by 2 surveyors to be

carrying a pink cotton cloth bag, (which

resembled a ladies purse). in and out of

Residents rooms.  CMA (A) was chserved laying [
it down on residents overbed tables when she [
enterad each room. The bag contained shampoo,

soap and other bathing supplies which were

being used by CNA (A), and shared for all of tha
residents receiving ADL cara from CNA [A).

On 10-4-18 at .50 a.m., CNA [A) was

interviewsd, and stated the bag contained

shampeco, soap and other bathing supplies which

warne being used by CNA (&) for all of the

residents ADL care. She further stated "l buy it

myself, but | won't carry the bag, or the bottles

into each room anymore.” | ,

The Director of Nursing. and the Administrator
were made aware cf the findings at the and of
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day debrief on 10-4-18.
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