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An unanricunced Médicare/Madicald reviglt to the
standeird survey conducted 08/28/18 through
08/30/18, was conducted 10/16/18 through
10/18A18, Corrections are required for
compliance with 42 CFR Part 483 Faderal Long
Term Gare Requitements, Two complaints were
investigated during the survey.

The census in this 90 dertified bed faciity was 84
at the time of the sur\.fa‘y{. The survey sample
consisted of 12 rasident reviews, '

F 600 [ Free from Abuse and Negleot Fégo| F-600 Reporting
86=D | CFR(s): 483.12(a)(1)

1. Resident #115 investigation

: §483.12 Freedarn from Abuse, Neglect, and reviewed utllizing QAP1 process
Exploitation post discussion of concerns

The resident has the right to he free from abuse, presented during survey. 0N
neglect, misépprapration of resident property, tober 19, 2018, the Executlve
and exploitation as defined In this subpart. This October 15, red an Initial
| Includas hut Is not limited to freedom from Director Comple € red |
corporal puntshiment, involuntary seclusion and . and Final Facility Reporie

ahy physléal or chemical restraint not reguired to | ' Incident Report to the Virginia
treat the resident's medival symptoms. . Department of Health regarding

. ' . lect allegation for
§489.12(a) The fecillty fust- . ;ﬁ%‘;‘:\ﬁﬁ&g e

i , . 5 Per review of complaints and
§489.12(a)(1) Not use verbal, méntal, sexual, or no further allegations
physical dbuse, corporal punishiment, or 5 concgrnS, :
involuntary secluston; ; identified, however a process
This REQUIREMENT Is not met as evidenced update was astablished related

by: ‘ to allegations of abuse and
Based an observation, staff intarview, facllity neglect whereby the Executive
docurnentation review; clinical récord réview, and Director/Abuse  Coordinator

in the course of'a eomplaint ivegtigation, the r:ac .

[ABORATORY DIREGTON'S OR PROVIDER/SUBPLIGR REPRESENTATIVES SIBNATURE will VITLE {XB) DATE

el — \ - \ .
e A— | Eleaetire e etor 10/ 20/1§
Any deficlancy statﬁment ending with an astorlak () denotes a deficlency whish the institution may be exaused from eoneating providing it Is determided tat
othex safeguards provide sufficient pratection to the patients. (See Insfructicns.) Except for nursing homies; the findings stated above are disciosable 90 tays
following the dete of survsy whather ornot & plan of correction [z providad, For naréing tomes, the abdve findifgs dnd plans of corregtion are disclosable 14

days folowing tha data thase decumants are mada avallable to the facllity. If deficiencles-are cited, an approved plan of correstian Is requisite to continued
program paricipation.
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facility staff failed to ensurg that ong Residant - eg‘:e dtoIn ig ¢ ng e.
was frge fiom Negleot, (Resident #115) it a ciaents that
survey sample of 12 résidénts, are potentially

For Resident #115, the facillty staff falled to |

| providé daily pressure ulger cdré for 7 days as
| ordared by a physician, fuither, the facility staff
| failed to repoit the allegation of neglsct to tha

| appropriaie agencles after leaming of the neglect
" by staff.

| The Firdings rcluded;

Resident #115 was adrlited to thé fagllity on
8-16~12, and readmitted 9-1-13 with dlagnosss
mcludmg, gastro-egophageal raflux disease,
stroKe, hypartension, anxiaty, hypothyrmdrsm,
anemla, and dementia, !

Resident #115's niost recent Minimum Data Set
{MDS) assessiment wais a significant chenge
assessment with an Assessment Relerence Date
(ARD) of 10118 Resident #115 was codead with
a Brief Intervlew of Mental Stafus score of 7,
indicating moderate cognlilve impairment,
Resident #1715 was coded &s exionsive to total
dependance an staff for activitias. of daily living
care, such as bed nioblity, disseing, and
taileting, hdéwaver, was cotied as supervislon only
for the Resident to feed solf, with staff oversight,
cueing, or encolitagement. The Resident was
always Incontinent of bowel and bladder. In area
MO100 (Skin condlitions), the Resident was coded
as at risk for, and cutrently having one stage 3
nraselte ulcer. In réview of the pravious
September MDS aggagsment, tha document
stated that the Rasident did not have a pressura
ulcer, This was inforredt, as the plessuie ulcer
was Identlfied on 7-9-18 &s uiistagoable dus-to

reportable in nature

b} interview a minlmum of
ten (10) other residents
related to abuse and
neglect any time there
is an allegation of abuse

| 3. On 10/18/18, Reglonal Director

of Ciinical Services completed

| re-education with Executive
Director on process of reporting
allegations of abuse and
neglect,

4. The ED/Abuse Coordinator/DCS
] will conduct quallty
! improvement monitoring of ten
) {10) random residents weekly
for three {3) months, then
monthly for nine (9) months to
ensure residents are free from
abuse and neglect. Frequency
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100% asohar,

| On 10-17-18 the Resident's pressure ulger on the
right ankle' was observed with nursing stafl, The
wound was found to be clean, dry, and healing.

On 10-17-18, review of the July and August 2018
physiclan's orders, nursing nates, and Megleation
and treatment administration records (MAR/TAR)
revaalad the following clironologieal srder of
events;

On 7-9-18 the pressure ulcir was ldentified as
 unstageabla tue to 100% éschar, wound edges
l inflamed and red, par nursing notes,

[ )

- On 7-11-1B; the treatriient ordsr was issued for
“Santyl Olntment 260 unlts per gram, apply to
right outer ankle tepleally one time per day for
wound care at 8:00 am.". No wound cleaning or
dressing instiuctions were giver,

It is unknown why no order was issued from the.
| identification of the wound an 7-9-18, for 2 days,
untid 7-11-18.

*On 8-18-18 at 4:30 p.m., the nursing notes
documentsd that the Fesident's ankle was
assassed by nurses and noted to have “swelling,
slough, and pus Ike dreinage with odor fo it, and
that the surrounding area was warm lo the touch,
All of these hursing descriptions indicated
concern by nursing of an infection of the wound.
The riote went on te document that the Resident
grimaced with pain ag the turse touchied the
ared. The nurse called the doctor at 7:36 p.m.,
and at 9:22 p.in., after the Resldent's daughter
volced concetn about the arkle, and questioned
what was being done for the ankle wound: The

of monitoring to be modiflad
based on findings. The resylis

of quality improvement
monitoring to be reported to
the Quality Assurance
Performance Improvement

(QAPI) Committee monthly by
the Adminlstrator and/or DCS.
; The QAPI  Committee  will
' evaluate the effectiveness of
the menltoring/observation
tools for making changes to the
corrective action Iif necessary to

malntain substantial
compliance and ensure
residents are free from abuse
and neglect,

5, Allegation of Compliance:
October 31, 2018

I
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nurse documented that the "on call® doctor issued
orders for a CBC {complete blood count)
laboratory test,-and Keflax (antibiotic) 500
milligrams three times per day for 14 days fora
possible right anlde infectlon,

Nursing netes continuad for tha next 2 weeks, to
dogument the assessments of ihe right Arkle :
waund infection; with & posftive diagnosis '
obtaifed of rlght ankle wound infection, The :
Resldefit ¢ontinued the antibiotic, and completsd

the 14 days of antibiotic therapy for the ifection,

The eare plan was reviswed and revealad that i
upoh [dentifleation 2 of the interventions in that |
plan wereto 1) "Assess, racard, monitor, wound
heallng Weekly, and measure length, width, antd 1
-depih weekly', 2) Administer treatmants ds
ardered, and monitor for effectivensss, Neithar of
these Interventions were Instituted and followsd
asg phanmdéd,

All "Pressure Uleer Waund Rourids” waekly
asgasament documents wera requastad for the
past 8 months, and thi faddlity supplied all
docurments, which related to a sacrum wound
from May 2018, that was healed on 6-6-18, and
the right ankle wauncl dotumentation. The flrst
formal assessment completed for tha rightdnkle
préssure ulcer was datid 92818, In the )
dacument, wag a full dsscrption of the ight ankle | i
wound. Thads doctrrents edntinued waekly
through survay, snd the last assesgmant
document received was dated 10-17-18. No
documents existed In tha clinleal record for the
ankle wound fram 7-9-18 upon idenfification, until
the ilrst documented formal assessthent on
9-28-18. The Beptembier MDS alao did rot
document & pressure ulcer for this Resident.
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_nurse,

survay,

SUNVeYOrs,

FB00 Continued From page 4

The facility policy for wounds was reviewed and
revealed the following processes,

Licensed nurse to complete skin-evaluation
wookly, und document in'the medical record,
CNA (Certilied Nuraing Assistant) to complets
skin observations énd report changes to [lcensed

Monitor responge to treatmant and modify
treatment as indicaled,

' The facility policy for neglect was feviewed and
revealsd “Neglect Is the faiiure of the center , it's
» émployéas or service providers to provide goods
- and services to a resident that are necessary to
avoid physical harm, pain, mental anguish or .
emotional distiess, Examples inciude; Intentional | ;
lack of attantion to physlcal neads including, but
not limited to; toilsting arid bathing, failure to
provide sonvices fhat résult in harm to the
rasldent, such as not turning a bediast regident or
lsaving a resident in e soiled bed."

The policy mentions "failure to provide servicés
that result In harm to the Resident,” A finding of
"aetual harm" Is not hecessary fora finding of
neglect in regard to the federal regulation. The
Administrator weis iacle award of this.during the

The facility Investigation of the alléged neglect
Wwas requested on 10-17-18 from the faility
Administrator, and it was supplied 1o.the

The facllity (hvestigation deseribed that 4 différent
nurges ifsated the Résldent's wotnd from
8-12-18 through 8-19-18, Twa of the nurses were
facility employees, and two ware from g riursing

F 600

F
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FB00 Continued From page 5
agency who supplied traveling nurses as nesded,

These nurses were paid tw work as needed in
faeilitios who do" not have enough facility

employed staff-at the time, to petform needed
care and services for the ﬁemdent pogulation.

| The nurses admitied to-not providing wound cars

on the days of 8-13-18 through 8-18-18 (7 days).
Further, all folir of the nursss stated they signed
tha TAR as if tha treatments had been provided,
The 2 nurses from thé facility ware disciplined,
and the 2 agency nurses were puf on the "Do riot |
return® list, and forbidden to refurm to-the facility o
provide ¢are to fealdeénts.

No facility reported incidert {FRI) or- allegation of
neglect was forwardet to the state agency, (the
Virginla Dapartimient of Mealth Offios of Licansuie
and Cartification VDHIOLE), nor to Adult
Protective Bervices (AFS) as s mandalsd by
state arid federal regulaticn. The allegation of
neglect was made on 8-19-18 to the nursing staff
by a visitor to Resident #115, as the wount
dressing was found on that day (8-15-18) with the
date of 8-12-18 writter on If, and witngssed by
nursing staff that day. The dressing to Hesident
#115's ankle wound had not been ¢hanged 1n 7
days, and wag infected: A report was callad i to
APS on 8-19-18, by a visitor, and the APS
mveatigatinn commericed al that point. The
facility had still not reported the allegation of
neglact to the state ageney at tha time of sirvey:
on 10-16-18.

On 10-17-18 The Administrator, eind the Director
of Nursing (DON), wers interviewar and stated
"No harm came to the Resident as a result of not
recalving the treatments, so we dldn't think we
headed to repart it."
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The Administrator and Director of Nurelng were
notified at the end of day meéting or 10-17-18,
and 10-18-18 that the staif were nagligent in
documenting weekly akin assessments, and In
withholding pressute Ulsst treatrient sarvices
required by the Rasident. They were. further
Informed that they were deficlent in reporting this
incident, No further informatlon was pravided by
the facility, ‘

PASARR Soreening for MD & 1D i
CFR(s): 483.20(k)(1)-{3)

| §483.20(k) Preadmission Screstilrig for
individuels with a mental disordér and individuals
with intelleciual dissbility,

§483.20(k)(1} A nursing facility must not admit, on
or after January 1, 1989, any new residenis with:
() Mental disorder as defined in paragraph {k){@)
() of this ssetlon, unless the State rmental heaith
authorlty has determined, based on an
independent physical and mental evaiuation
parformad by a pargort or entity othef than the
State mental health autharlty, prior to adgilssien,
(A) That, bacause of the physical and mental
condition of the individual, the indivigual requires
the level of services provided by a nursirig faclilty,
and

(B) If the individual requires such leval of
services, whather the Individual requires
spachalized services; or |

() Inteliectual disability, as defined In paragraph
{k)(3)ii}) of this seciion, unless the State
intellectual disabllity or developmental disabllity
authority has determined prior ta admissian-

(A) That, because of the physical and mental
vondition of the individual, the individual requires
the lovel of setvices provided by & nursing facility,

F 500] -

{F 845}

F-645 PASRR

DEFICIENGY)

L. Resident# 162 and # 163's
PASRR’s have been
completed and filed in
medical record on
10/19/18,

2. Social Services conducted
Quality Review of current
residents to determine if
PASRR is present for each,
Per LTC Supervisor
approval, PASRRs
completed by facility Soclal
Workers for in-house
residents determined to
have no PASRR in medical
record.

3. BSW provided re- education
for facility Social Workers to
conduct and complete
PASRRs for in-house
residents.
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and

section-

hospital,

the hespial, arid

I facility services,

| gaction-

L (B) If the individual requires such leval of
servicés, whether the individudl reduires
specaahzed setvices for intellectual disabiiity.

§483.20(k)(2) Excéptions, For purposes of this

{iYThe préadmission scresning program under

- paragraph(k}(1) of this sectioh need not provide
for déeterminations Tn the case of the readmission
to a nursing factlity of an individual who, after
being admitted to the nursing facliity, was
transterred for care in a hospital,
(if) The State may choose nof ta apply the

| preadmission screening program under

. paragraph (K){1) of this section to the admission

10 & nursing facility of an individual-

(A} Wha le admitted to the facility diréctly from g

hospilal after recelving acuta lnpahent care at the

(B) Who fequirés hursing facmty senvices for the
condition for which the individual recsived care in

[C) Whose attending physiclan has certified,
bitore admission to the facilly that the Individual
is likely to require less than 30 days of nuisirg

| §483.20{K){3) Definliiin. Fc)rpurpmes of this

(1) An Individual Is corsidersd to have a mental
diserder If the individual hag a sérious mantal
disorder defiied i 463,102(b)(1).
(i} An individual is consldered to have an

* inteliectual disability if the Individual has an
inteltectual disability ag dafined In §483.102(b)(3)
ol ls a parson with a related condition as
described in 435.1010 of this chapter,

} continue Quality

Maonitoring was completed
to confirm that PASRRs are
complete and filed for

current In-house residents, i
Admissions Director to

{4 I0 ; b PROVIDER'S PLAN OF CORRECTION Xs)
PREFIX (EACH DEFIGIENCY MUST-BE PREGEDED BY FULL PHERIX (EACH CORRECTIVE AGTION SHOWLD BE COMPLEFION
TAG REGULATGRY OR LSG DENTIFYING INFORMATION) OTAR CROSS-HEFERENGED TO THE ARPROPRIATE DATE
] DEFICIENCY)
{F 645} | Contitive . ' '
ontiiued From page 7 l {F 848}, 4. Quality Improvement
: |

, tmprovement Monltoring

: 5x/week x 8 weeks, weekly
x 4 weeks, then monthly as
needed thereafter,

. Findings to be reviewed at

i monthly QAP| Commitiee

} meetings. Quality

Maonitoring schadule to he '
modified based on findings.

5. Allegation of Compliance:

October3l, 2018

FORM GM8-2567 (02-98) Fravious Versions Obsolote

Event ID:JRKL{2

Faelify I VADR03

It sontinuation sheat Paga Bof 20




PRINTED: 10/20/2018

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF ODEFIGIENCIES {X1) PROVIOER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CCORRECTION NENTIFIGATION NUMEER; A BUILDING o COMPLETED
R-G
A 485190 | wng : , 101 8/2018
NAME OF PROVIDER OR SUPPLIER ' STHEET ADDRESS; CITY, BTATE, ZIP CODE )

1811 JAMESTOWN ROAD

CONSULATE HEALTHCARE OF WILLIAMSBURG WILLIAMSBURG, VA. 23185

(X010 SUMMARY STATEMENT QF Dl:r:clr.NclEs ‘ i I PROVIDER'S, PLAN.OF GORRECTION %)
PREFIX {EACH DEFICIENGY MUST BE PREGEDED BY FULL. " PREFIX (EACH GORREOTIVEAGTION SHOULD BE. | cowplenon
TAG AEGULATORY OR LSC IDENTIFYING INFORMATION) TG (BROSE-REFERENGED TO THE APRROPRIATE DATE
DEFICIENCY) ,
{F 645} 1 Continued From page & {FB45} .
This REQUIREMENT s not mat as wvidenced !
by: i .
. Based on staff interview, facilty documentation

. and clinfcal record review the facility falled to
have PASARR Lavel 1 Screenings completed for
two Residents (#1162 and £163) ina survey
sample of 12 Residents,

1. For Resldent #162 the facility failed! to have 4 ‘
PASAHRR Level | sereening completed prior to !
admission.

2. For Resldent #163 {he (acility failad o have a
PASARR Level | sereening completed.

The findings include:

1. For Resident #162 the facillty falled to have a
PASARR Level | scréshing compléted,

Resident #162, a 76 year old woman was
admitted to the facility on 07/258/2018 with
diaghoses of but not limited to Generalized
| Arxiety Disorder, Insomnla, Restléssress and -
Agitation, Unspeeified Psychosis not due 10 a
substance or kriewt physiological candition,
Major Depfesaive Digordar, Diabetes and
Dementia without béhavioral distutbance.

O 10M7/2018 dufing ehlcal record Fview T was
noted that the elinical record for Reslderit #162
did not contain a PASARR Level | Scresning,

On 10/17/2018 1:45 PM an interview was |
conducted with {Soolal Worker) Employse C who
stataed that Fesident #162 did not have a

PASARR on adrmission and the facility irled to get
it done once she was admited.
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Employee C then submitted an undated lettar to
(Gther A) an smplayes at ihe local health
departmsnt, réquesting PASARR 8dteshings for
Residents #162 and #163, She also submiftted
an undated email to the same employes at the
loval health department réquesting PASARR
Scresninys for Resident #162 and #1683,

On 10/17/2018 at 2:15 PM & phone interview was
conducted with {(Other A) an'employse at the focal
health department who stated that she did indesd |
have contaot with the facility about PASARR
Level | . Shy went on tc say that 'she had
informéad the faeility that the lecat health:
department oply did sersenirios for peaple who : ¥
were "Not yel admitted to a faclity’. She furfher ‘
elaborated that "Once they are admiited to a
facility the health depariment doas not go in to
faciiities to do screenings,"

Surveyaor A conducted an interview with the
t Administrator and Direclor of Nursing on.
COMT/2018 at 2:85 pm. The Adminlstrator stated
there was. no PASARR obtalned prior to
sdmigsion for Healdents # 184 and # 163 and
there was still no PASARR completad, The
“Administrator stated that the facllity wass trying to
find someons to complate thé PASARR byt was
having diffleulty since Resldsnta # 162 and # 164 : -
were alréady reslding in the facility, .

Tha Ditector of Nurging agreed that there was no
PASARR in the medical record.

No further informatlion was provided.

2) For Resident #1863 the facility falled fo have a
. PASARR Lavel | scereeding complated.
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Resldant #163 a 65 year old woitian was
admitted to the facllity on 01/26/2017 with

diagnoses of but tiot limited to Bipolar Disorder,
Insomnia, Unspeciled Paychosis nol dueto a
subgtance or known physlologlcal condition,
Major Depressive Disorcar, Diabetes and
Vagcular Damentia with behavloral disturbancs,

On 10/17/2018 during élinleal redord raviaw It was

noted that the record for Resldent #163 dld not
. contain a PASARR Level i Beraening, )
i C ot .
On 10/17/2018 2:15 PM &in intarview was
conducted with (Soclal Werkar) Ernployes G who
stated that Resident #163 did net havi a
PASARHF on admission and the facility trigd to get
it done once she was admitted.

Employsa G then submitted an undatad letter to :
(Other A) an smployes at the local health
department, réquesting FASARR Scraenings for
Residents #162 and #163, She also submitiad
an undated email fo the sames emplayes at the
local health department requesting PASARR K
Screenings for Resident #162 and #1683, . j

{ On 10/17/2018 at 2:15 PM a phons interviaw was ;
conducted with {Other A) an employee at the local”
Health department who stated that she did indeed
have contact with the facility about PASARR

| Level | . Sha went on to say that she had

informed the faeility that the local h=alth

dépertment only did soreenings for peopla who
waré "Not yet admitted to a faclliy', She furtber

elaborated that "Onge they are adriited ta a

facllity the healih depariment does nat goin to

facilities to do screénings.”
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Continued From pags. 11

Surveyor A coniducted an Interview with the
Administrator and Director of Nursing on
107172018 at 2:35 p.m, The Adminlstrator stated
there was no PASARR obtalied prior to
admission for Residents # 162 snd # 163 and
there was still no PASARR vompleted, The
Administrator stated that the-facility was trying to
find someona to campléte the PASARR hut was
having difficulty since Residents # 162 and # 163
wera already residing In the facility,

FASARR in the medical record. |

{F 686}
88=D

! Ne further information was provided.
Treatment/Sves to Prevent/Heal Pressure Ulcer
CFR{s): 483.25(0)(1){1}{ii)

§487.25(1) Skin Infeg/ity
§483.25()(1) Progsura ulcers,
Based on tha comprehensive assessment of a

' resident, the facility must ensure that- !
« () A resldent reculves care, conslstent with i

| professional standards of practice, to prevent
prassure Ulcers and doas not davelop prassure
ulcers unless the indlvidual's clinical condition
demonstrates that they were unavoldable; and
() Acresident with pressurs ulcers recaivas
necessary traatment and services, conalatent
with professional standards of practice, to
promiote healing, prevent Infection and prevent
new ulcers from developing.
This REQUIHEMENT fs not met as evidenced
by:

Based on observation, staff intsrview, faclity
documentation review, clinlcal recoid review, ahd
in the course of & complaint investigation, the
facility staff failsd to ehsura that ona Resident

The Director of Nursing agreed that there was no

{F €45}

{F 686}

;F 686 Wounds

1. Resident # 162 was
assessed by physician on
10-23 and wound care
interventions reviewed.
The right buttock wound
has been identified as
resolved by the physician
on 10-23 and Responsible
party member notified of
resident’s current skin
Integrity status, The.care
plan for resident # 162 has
been updated by the
interdisciplinary taam (1DT)
to reflect resident(s)

current plan of care.
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was frae from pressure ulgers, (Resident #162) in
a survey sampla of 12 residants.

1. For Rasident #162, tha facility staff failled to
provide preventive cate, and weakly skin
assessmenis prior to the development of a stage
2 pregsura wlcar on 1012418,

The Findings inclodsd:

1. For Resldent #1862, ihe facility staff failed to
provide preventive care, and waskly skin
assessments prior to the development of a siage
2 pressure ulesr on 10-12-18,

Resideni #162 was admittsd to the facility on
7-25-18 from g sister facility, with diagnoses
including; stroke, selzures, per endoscople
gasirostomy tube (PEG) In the abdomen far
teeding, hyperension, chronic kidney disease,
haaut failure, anxlety, and type 2 diabetes.

Resident #162' rmost regent Minmum Data Set
(MDB) asséssment was a quarterly assassmant
with an Assessiment Referance Data (ARD) of
8-29-18. Resldent #162 was cotded with a Brief
Interview of Mental Statug soore of nable to
gomplete, ndicafing severs cognitive. ihpairment.
Resgident #162 wes coded as totally depenidant on
- staff fof agtivitigs of daily livirig vare, such as bad
robliity, dressing, and toiléting, The Résident

was always incontinent of bowsl and bladder,

In the MDS section M0O100 (Skin conditions), the
Resld=nt was cdded as at risk for pressure ulcsr
forrnation. The Resldent currently had no
i i pressure ulcers during the assessment at section
i {MOS0T). In review of section M1203, skin d@nd
ulcer treatments {preventive measu_res_}_, only

F 686),
{ }| 2. Current facillty residents

STATEMENT QF DEFIGIENOIES (X1 PROVIDERSUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {%3) DATE SBURVEY
AND FLAN OF GORRECTION [DENTIFICATION NUMBER; A BUILDING COMPLETED
’ _ R-C
483190 B. WiNG 10/18/2018
NAME OF PROVIOER OR SUPPLIER STREET ADDAESS: QITY, STATE, ZIP GODE
. ‘ 4 O 1891 JAMES TOWN RDAD
AT : JCARE BY
GONSUL, E HEALTHGARE OF WI,LLI_AMS RG  WILLIAMBBURG, VA 23188
O 1D SUMMARY STATEMENT OF DEFIGIENGIES o FROVIDER'S PLAN OF CORRECTION 145)
PRERIX (EACH DEFICHENGY MUST BE PREGEDED BY FULL PREFIX | {EACH DORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OH LBC IDENTIFYING INFORMATIGN) TAG | CRAGSS-AEFERENGED 10 THE ARPROPRIATE DATE
[ DEFICIENGY)
{F 686} | Continued From page 12

have had a skin assessment
completed on 10-22-18 hy 3
licensed nurse and any
newly identifled skin
Integrity issues, a physician
was consulted for
treatments, Residents
Identified with a Braden
scale at high rlsk plans of
care have bean reviewed by
the IDT to Include
preventative skin care
Interventions and care
plans updated accordingly,

Licensed nursing staff has
been re educated by DON
or ADON on obtaining
physician arders for
residents identifiad with
new wounds or a change in
wound condition and
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4. The Director of Nursing/
{F 686} Continued From perge 13 _ {F 688} Assistant Director of
‘ "pressure reducing device foi thair, and pressure " Nursing / licensed nurse
ducin i ad" we d, E
reducing devige for bed" were codsd | ' geslgnee will complete a
The Resldérit recsived a cushior for her wheel | quality measure tool to
ghair, and had the Same bEd triat eve ry rBSIdent ra ndomh{ assess residents
in the tacifity wes supgiled with upen admission. ith a high risk Brad
That mattress was clags(fied by the manutacturér with a high risk Braden
as & "presgure reducing mattress” according to score for application of
the Corporate Registersd nurse. No applications skin prevention
of olntments was coded in the MDS, This o P ] .
Resldent had a history-of pressura ulaers, had no hterventlons ordered by a
wounds; and was recelving no individualized physiclan 5% week for
preventative treatments at thet time of the 1month, 3x week for month
agsessment, !
, then weekly forone
-A "Functional Maintenance program form was month with results
developad by the therapy department after
RHesident #162's admiisslon dated 8-7-18, and reported to the QAPI-
described Resklont #162 as dependeont for all; Committee. Monitoring
dresging, bathing, toileting, grooming, bad schedule modified based on
mobility and transterring, The Resident was NRG findings
{riothing by mouth), ' .
completing at risk tool for
A chronologlcal order of the development of skin integrity issues on
Resident#162's stage 2 pressure ylcer findings admisslon, quarterly and
were g3 follows; N ,
significant change in
The Admis‘.ﬁfon gesasament and nurslng notes condition. The licensed
indicated thiat oin 7-28-18, Resident #1682 was .
admitted from a sister facilty with a history of hurse will notify the nursing
. pressune ulters and resultant scar tissue of the administrative nurses
buttocks, The sister transferring facility sent with {DON, ADON, and Untt
the Resident the current treatmént ordarsa which .
included the following 3 preventative ordérs; Manager) to reweij hewly
Identified skin findings
1. "malsiure bardsr olntment ﬂpp[y to buktocks i refated to alteration in
i {opleally every shift for pritectlon after Incontinent . s of it
epi$0d95| Ordered (.1.1 _9_15)?1- resident’s skin integr:l \'R
; 5. Allegation of Compliance:
FORM CM8-2567{02-89) Provious Versions Obasléle Event [3: JRKL1Z Fac  GcCtober 31,2018 N S Page 14 of 20
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+ chalr cushlon, and facility routine matiress.

Gontinued From pagé 14

2. "CaroyX pleanie with notimal saline, pat diy,
cover with foam dressing, on Manday,
Wednesday, Friday (day shift} for prevention,
ordered (7-25-18)."

3. "Weekly'skin checks every Tuesday, ordered
(12-2-18)", -

Review of the Septembaet, and October.2018
physiclan's ordets, and Medication ahd Treatment
Adminfstration Recetds (MARS/TARs), revealéd
that rone of the three preventive crders were
continued ds adiive orders in the recelving facility
prior 10, or at the time, of the stage 2 pressure
Wicer development on Resident #162's right
buttock on 10-12-18,

On 8-28-18 the quarterly MDS assessment
documetted no prevenlive care except the whael

1
Review of all nursing ridtes and all of the "Weaekly
skin integrity review" doctments from adrission
was conducted antl revealad skin assessmentd
were completed on 8A1/18, 8/27/18, 82718,
10/3/18, 10110718, and on 10/12/18; whén the

equaling 5 ¢kin assessments In 12 weeks,

Qn 10-12-18, Resident #162 was identified by
nuraing in thé nursing notes to have an "area to
laWwer right sidg of buttdcks, (maasifing) 2,2
{centimetars) x 1 (ventimeter)." This first
identification of the wound was the last nursing
note inthe elinical record. No-depth of the wound
wasg racorded, '

On 10-15-18, "pressure ylegt wound rounds”
were documented on the faclllly assessment form

{F 68"5’}I

FORM GMS-2567(02-08) Previous Varslona Chsolele Event IJFAKL1R

Faglity 1D YA0233

If contihuatlon sheet Page 15 of 20



DEPARTMENT OF HEALTH AND HUMAN SERVIGES

PRINTED: 10/20/2018

'FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFIGIENCIES (XN PROVIDERSURPPLIERICLIA (¥2) MULTIPLE CONSTRUGTION (X3) DATE_SURVEY
AND FLAN QF CORRECTION {DENTIFICATION NUMBER: A BUILBING COMPLETEDR
R-C
495190 B. WING 10/18/2018

NAME OF PRC;VIDER OR SUPPLIER
CONSULATE HEALTHCARE OF WILLIAMSBURG

STREET ADDRESS, CITY, BTATE, ZIP CODE
1011 JAMESTOWN ROAD
WILLIAMSBURG, VA 23185

| On 160-158-18 at 3:00 p.m., &n order wag obialned

as a stafe 2 pressure ulcer measuring 2.2 6m
long x 1 em wide by the ADON, No depih of the
wound wag retardad,

for "Barriet créam te right buttocks to be applied
by frsie avery shift for stage 2." The ADON
(Assistant Director of Nutsing) was dsked why no
barier tream was ordered for 3 days afier the
identification of the wound, sha siated "l will have
to check onthat” No danswor wes ever given,
Note: It s unknown why no order was igsuad
from the identification of the waund on 10-12-18,
for 3 days, until 10-15-18.

Or 10-17-18, Residsnt #162's wound chssivation
was conducted with the ADON whio completed
the 10-15-18 assessment; and the current DON
(Director of Nursing), who were beih interviewsd, |
The ADON stated that the-wound "had not
changed atthe 10-15-18 assessment, from the
original identification of the stage 2 wound on
10-12-18," The prassufs Ulcér was noted by
suiveyors to be- a stage 2 pressure uloer located
in.tha tigsle of the lower right biittock coverlng
the lachlal tubarosity, The wound was open into
ihe derinis, baefy red tissue was noled in the
wound bed, the edges of the wound were slightly:
rolled, and the canter had white olntment
Imbedded in the wound, obssuring the depth of
the wound bed, The DON stated "l can't rehove
it alt {ointrvent) or § could further injute the
wourid," The wourid bed was ntt able te be fully
visualized, Tha ADON, and DON stated tha
wound was healing. The DON and ADON were
asked when pressire areas should ba identified,
and the answer was "at a stage 1",

On 10-17-18, during anather ragident's wound

)10 SUMMARY STATEMENT OF OEFICIBNGIES 0 PROVIDER'S PLAN OF CORAECTION sy .
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{F686} Continued From page 16 (¥ 686},

, Obsarvation, LPN B, the treatment nurse an

. Raesidant #162's unit, was asked what the _

' purpose of the TAR was. Ths raply was "that tells

« us what the docior's orderg are, 8o we den
complate them, and shows they aré tompleted
when we sign them aft.” LPN B was asked who |
performed parl care, and incorilinence care on
the residents, she stated "the CNA's,"

Qn 10-17-18, facllity staff provided copies of
Resident #162's September and Oclober TARs,
The moisture barrler otder had not been applied
to either TAR for nurse directlon to treat; and to
document thai treatment as complstad.

On 10-18-18, The DON, Corporate Regional

nurse, and ADON requested that surveyors view

the wound again, Three surveyors observed the !

wound, and the faglfity nurses maasured the

wound to be 0,9 cm % 1.0 em. The wound bedt !
still contained white ointmeant In crevices, and the

depth of the wound eould not be fully visuallzed.

The Resident’s care plans wars reviewed, and
the original cara plah dated 8-8-18 was folihd to
have 3 ldentical versions. All 3 documients were .
date initiated on 8-3-18, and revisad ori 8-9-18, : - !
with no oftier révisions to the interventions. Thie :
; care plans listed molsturg barfier to be applied as
i one of the interventicohs, howaver, there wWay no
physiclan s order far the moiature barrier
"ointmant, the 8.20-18 MDS denied thé use of
ointmaents, and the TAR did not list it as a
treatment for nursing to foltow, and document the
completion of that treatmant,

The only difference in the threa B-3-18 care plans
was 3 different target dates. The three different
: target dates were 10-24-18, 10-25-18, and
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11-27-17. Noris of thém Indicated an actual
pregsure ukeer, and the.only charige Was én'the.
11-27-18 target date which changed "Float hesls",
to "Float haels &s tolsraled." Nd othér
Interventlen changes ware fmade to the 3 e
docuriients..

A new care plan was initiated on 10-15-18; thres
days after identlfization of tha pressurg ulcer
injury. The new care plan had a target date of
11-27-18, and denoted the pressyre ulcgr. The
only new intervention after identificallon of the
prassure ucar Injuryon 10-12-18, was ¢
"assess/record/monitdr wound haaling waekly:
Measure length, width and depth whare possible.”
Depth had never been describad or revordad, up
until the time of survey. The care plan moisture
bariar olhtmant intervention stated "Apply barer
cream aftor pori care”. Ini this facility, TNA's
{certlfled nutsing asslstants) provided petl cars,
and incontinence carg. The docter's order
specifically stated, "Apply the batrler cream every
shift by the nurse". CGNA's are not permiited,
according to their scope of practice, to treat
wounds. As the nursltg care plan stated

" moisture barrier cream after perl care, whish Is-a
CNA job duty, and the moisture barrier cream dld
not appedr on the TAH for nursed fo pofmplets, it
is unknown If tha treatment was being complsted
by nurses,

The Corpotaté Reglsterad Nurse was asked to
- provide surveyors with all facilify policies related
t 1o skin assessments; skin care, and pressire
ulcer identlficatlon and treatmerit, She returhed
» with ene policy @ntitlac "Clinical Guideline Skin &
| Wound", Tha dodument was reviewed, iid
{ revealed the following;

]
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"Overviaw" - "To provide & system for identifying
skin at risk, implementing Individual interventions
including evaluation and monitoting as indicated
to promote skin health, healing, and dacrease
warsariing of/pravention of préssura injury.
"Procaie” - ‘Licansad nuree td complete skif
gvaluation. weskly and piior to transfer or i
discharge end documant in the riedical 4 |
record.”...... '

On 10-18-18.the GMS (Centers for Medicars &
Medicaid services) form 802 mmalrlx was
retjuested from the facility, and an initia) warking
copy waa received, The dogumient did fot list
Resident #162 e having a pressure ulcer, On
10-17-18 the final 802 form which had heen
uptlatad and corrected was supplied 10 surveyors,
and |t revealsd no pressure uleer docurnanted for
Rasidaent #1682 durng survey.

Resident #1062 was at rigk, and had a history of
developing presstre ulters upen admission. The
facility failed to Implement thair policy to complete
weekly skin asgessments, The staff failed to
continué preventive care upon admission, and

! failed to obtain treatment orders for A days after
the Resident developed a stage 2 prassure ulcer
1 on 10-12-18 (10 days after tha. AQC date). Itle
unknown who was complating the physician

- ordered molsture bartler cream application, and

1 tha gtaff failed to identify a pressure Injury hefors
| it becanie a stage 2 préssure uléér.

' The Adminlstrator and Director of Nursing were
‘ natified st the end of day mesting en 10-17-18,
i and 10-18-18 that the staff were deficlent in
- pressure ulcer prevantion care and setviges,
which were required by the Resident. No further
| Information wes provided by the facility.
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§483.36(b) Registered nurse

§483.35(b)(1) Except when walved under
paragraph () or (f) of this-section, the faciliy
must use thé Setvices of a ragistérsd nursé for at
lpast B consgoutive hours & day, 7 days a week,

§483.35(b)(2) Except when waived undet
paragraph () or (f) of this section, the facility
must designate a roglstered nirée to serve as the
director of nursing on a full {ime basls,

§483,35{b)(3) The director of nurging may serve
as a charge nursa only when the faciiity has an
average daily occupaniy of 80 of fawer residents;
This REQUIREMENT g not met as evidenced
by:

Based on record raview and staff interviaw,; the
facility. failed to provide In-house BN (Reg'stered
Nurse) stafting for eight hours per day.

* Findings include:

i

Avreview of the facility's staffing for 9/22/2018

- through 8/30/2018 was conducted. On 9/22/2018

-and 9/23 2018, tha facility records show no
. Hegqisterad Nurse (RN) on site: On 10/18/2019,
an Inferview was condusted with Employse B (the
Diractot of Nursing). When asked to show which
amployes on the schedule was an RN, Employée
B replied "there wasn't onie, théra was fio AN that
weakend,"

~No other information was providad prior to exit,
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(4} It SUMMARY STATEMENT OF DEFICIENCIES 1r) FROVIDER'S PLAN OF CORREETION, (%0)
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F 727 RN Coverage
F 727 | RN B Hrs/7 days/Wk, Full Time DON Fygy| 1 The facility nursing staff

coordinator and DON has
reviewed daily the nursing
schedule to ensure RN
coverage for eight hours a
day. The facility RN
coverage has been
maintalned since surveyors

exit on 10-18-18,
2. The current nursing

schedule has been
reviewed by DON and /or
ED for RN coverage eight
hours a day per dally labor

management meeting.
3. The nursing staff

coordinator has been re
educated by Director of
Clinlcal Services on
10/19/18 related to
reviewing and monitoring
to ensure there is eight
hours of RN coverage daily
to meet state and federal
regulation.
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4,

Quality Improvement
Monitoring to be
completed daily by nursing
staff coordinator or DON to
monitor RN coverage of
elght hours in the facility,
ED/DON to verify RN
coverage via labor
management meeting
5x/week x 12 weeks,
weekly x 6 weeks, monthly
x 3 and as needed, The
results of the quality
monitor will be reported to
the QAP Committee.
Monitoring schedule
modified based on findings.

5. Allegation of Compliance:

October 31, 2018




