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An unannounced biennial State Licensure

inspeclion was conducted 7/12/18 through _

7114718, Three complaints were investigated. The

facility was not in compliance with the Virginia |

Rules and Regulations for the Licensure of

Nursing Facilities. : ;

H
The census in this 180 bed facility was 125 at the |
time of the survay. The survey sample consisted i } ;
of 22 current resident reviews (Residents #1 ' ;
through 22),

The facility was not in compliance with the
foliowing Virginia Rules and Regquilations for the :
. Licensure of Nursing Facilities. ; § i

FO91 Non Compliance F Q01

The facility was out of compliance with the ; i
following state ficensure requirements:

This RULE: is not met as evidenced by: ; i
- The facility was not in compliance with the ; !
foliowing Virginia Rules and Regulations for the :
ticensure of Nursing Facilities. ; ;
i i

Please Crogs Reference F431 :

Dietary and food service program
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An unannounced Medicare/Medicaig standard
survey was contducted 7/12/18 through 7/14M8,
Three complaints were investigated. Comections
are requirad for compliance with the following 42
CFR Part 483 Federal Long Term Care
requirements. The Life Safety Code
survey/report will folfow.

The census in this 180 certified bed facility was

126 at the time of the survey. The survey

sample consisted of 27 residents, 22 current

Resident reviews {Resident #1 through 22} and 5

closed record reviews (Resident #23 through 27).
F 241 483.15(a)} DIGNITY AND RESPECT OF F 241 ;(_‘,! 1
ss=D INDIVIDUALITY Resident #2 is receiving care ina %/

manner that malntains and enhances

The facility must promote care for residents in a )
dignity.

‘manner and in an environment that maintains or
enhances each resident's dignity and respect in

full recognition of his or her individuality. Residents requiring assistance with

transport were reviewed to ensure that
they are transported ln amanner that

This REQUIREMENT is nat mel as evidenced maintalns and enhances dignity.
by:
Based on observations, clinical record review, Education to Nursing staff will be
facility documentation, and siaff interviews the .

P . provided on:
facility staff falted to provide care in a manner that
maintained and enhanced the dignity of 1 of 27 s Maintaining resident dignity by

resident in the survey sample, Resident #2. transporting with thelr face forward |

The facility staff failed to care for Resident #2 ina instead of backwards ta ensure that |
manner that maintained and enhanced her dignily they can see where they are going |
by putling her backwards to a meaf while up in a ;
geri-chair.

The findings included:

LABCRATORY DIRECTOR'S OR PROVIDER) IER REPRESENTATIVE'S SIGNATURE THLE {X8) DATE
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Any deficiency sialement endin sterisk (*) denoles 3 deficiency which the instifution may ba excused from correcting praviding ¥ is delermined that
pther safeguards provide suffc rotgctiph 1o the patienls. {See instructions.} Except for nursing hemes, the findings stated above are disclosable S0 days
fellowing the date of survey er or 1Yot & plan of comection is pravided. For nursing hemes, the above findings and plans of coreclion are distlosable 14
days following the date these cocumenis are made available io the facility. If deficiencies are ciled, an approved plan of comectlion is requisite ta continued

program participation.
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Resident #2 was a 81 year oid admitted 1o the
facility on 11/27115 with diagnoses lo include
*Anxiety Disorder, *Dementia, and "Depression,

*Anxiely Disorder: a disorder in which anxiety is
“the most prominent feature. The symptoms
range from mild, chronic tenseness, with feelings
of limidity, fatigue, apprehension, and
indacisiveness, to more intense states of
restlessness and irritability that may lead to
aggressive acls, persistent helplessness, or
withdrawal,

*‘Dementia: A progressive organic mental
disorder characterized by chronic personality
disintagration, confusion, disorientation, stupor,
delericration of intelfectual capacily and funclion,
and impairment of coniral of memory, judgement
and impulses.

*Depression: an abnormal emotional state
characterized by exaggerated feelings of
sadness, melancholy, dejection, worthlessness,
emptiness, and hopelessness that are
inappropriate and out of proportion to reality,

The above definitions were derived fram Mosby's
Dictionary of Medicine, Nursing, and Health
Professions 8th Edition.

Resident #2's most recent comprehensive
Minimum Data Set (MDS) assessment was a
Significant Change with an Assessment
Reference Dale (ARD} of 5/6/18. The Brief
interview for Mental Status {BIMS) indicated the
resident had short and long term memory issues,
was severely cognitively impeaired and rarely able
to make decisions.

A random weekly audit of resident
transportation to ensure that dignity is
maintained will be completed by the
Unit Manager or designee. Issues noted
will be referred to the Quality Assurance
Committee for review and
recommaendation.
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Resident #2's Comprehensive Pian of Care was
reviewed and documented in part, as follows:

Focus: )

The resident has impaired cognition
function/dementta or impaired thought processes
related to Disease Process.

interventions:

*Communication-face the resident when speaking
and make eye contact,

*Keep the residenl’s rouline consistent.

On 7112116 at 4:35 p.m. CNA #1 was cbserved
pulling Resident #2 backwards in her geri-chair
from the nurse's station to the dining room
approximately 50 feet. CNA #1 was asked by the
surveyor why she pulled the resident backwards
into the dining room, CNA #1 staled, "Because it
is easier to movea her chalir like that.” The
Assistant Director Of Nursing was standing In the
door way of the dining room shaking her head
from left {o right saying no to CNA #1's response.

The surveyor asked the Assistant Director of
Nursing if she would like to lell the CNAwhy the
resident should not be pulled hackwards. The
Assistant Direcior of Nursing staled, "It is a safely
risk for you {CNA) to puli someone backwards,
it's not effective for your body ergo-dynamics.”
The surveyor asked the Assistant Director of
Nursing if that was the only reason not to pull 2
resident backwards and the Assistant Director
slated, "Yes it's a safety reason.” The Unit
Manager RN (Registered Nurse) #1 was asked
why would you not pull a resident backwards and
he stated, "Because that's a dignity lssue.”

‘The facility policy titled "General Care" effective

F 241
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date of 2/1/15 decumented in part, as follows:

Policy:

Nursing personnel will provide basie nursing care
and services following accepted standards of
practice guidelines recognized by stale boards of
nursing as informed by national nursing
arganizalions and as evidenced by hiring
individuals who graduate from an approved
nursing school andfor nurse aide currlcuium and
have successfully passed a licensing and/or
certification examination.

Procedure:

3. Nursing staff may utilize Mosby's Textbook for
Long-Term Care Assistants, current edition, or an
approved fundamental skills and concepts
{extbook as directed.

Mosby's Texthook for Long-Term Care Assistanls
7th Edition 2015.

Required Actions That Promote Dignity and
Privacy:

Courteous and Dignified Interactions

*Gain the parson's attention befere interacting
with him or her.

“Do not yell at, scold, or embarrass the person.
Courteous and Dignified Care

Promote independence and dignity in dining.

No further dignity palicies were avaifable from the
facility.

On 771416 al 3:45 p.m, & pre-exil debriefing was
held with the Adminisirator, Direclor of Nursing,
and the Nurse Consultant where the above
findings were shared. The Director of Nursing
was asked what wouid she have expected of her
slaff in regards to moving residents in mobilify
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devices. The Director of Nursing staled, "l would
have expected them to push her forward,
because it is a dignity issue, 50 she could see
where she was going."
Prior to exit no further information was provided.
COMPLAINT DEFICIENCY
F 248 483.15(f){1) ACTIVITIES MEET F 248
ss=£ INTERESTS/NEEDS OF EACH RES -g/.:c,/ It
. . Resident #12 is provided Individualized
The facility must provide for an ongoing program ona-to-one activities per her

of activities designed to meet, in accordance with
the comprehensive assessment, the inferests and

the physical, mental, and psychosocial wel-being Residents needing one-to-one activities

of each residend. i
were reviewed to ensure that activities
are individualized and preferences are

preferences.

This REQUHREMENT is not met as evidenced met.

by:

Based on abservation, resident interview, staff Activity staff have developed a tracking
interview, facility documentation review, clinical system to ensure that activity needs are

record review the facility staff falled {o provide an
activity program to meet the interest and need of
1 of 27 residents. {Resident #12)

met.

The Administrator or designee will

For Regidenl #12 the facility staff failed to provide complete a random weekly review of
individualized one-to-one activities and social documented activities to ensure that
group activitles for at least a year. . residents are recelving individualized

one-to-one per resident preference,
Issues noted will be reported to the

Resident #12 was initially admitted to the facility Quality Assurance Committee for review
on 04/09/2007 and readmitied on 3/17/2014. and recommendation.

Diagnoses for Resident #12 included but are not

limited to muitipie scierosis {disabling disease of

ihe central nervous system),

mononeuropathy(nerve group damage causes a

The findings included:
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o {
PRINTED: 07/22/2010
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE ICAID SERVICES OM . 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA [X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
o
495210 B. WING : a7i14/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
801 EAST PRINCESS ANNE ROAD
NORFOLK HEALTH AND REHABILITAYION CENTER NORFOLK, VA 23504 |
(31D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION (x5}
PREFIX {EACH DEFICIENCY MUBT BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAS REGULATORY OR L3C 10ENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROFPRIATE OATE
DEFIGIENCY)
F 248 Continved From page 5 F 248

loss of sensation, movement, and function),
contracture of muscle, right and left lower lags,
and neuromuscular dysfunction of bladder
(lacking bladder control due to brain, spinal cord,
ar nerva candition,

Resident #12's comprehensive assessmeani
Minimum Data Set (MDS) with an Assessment
Reference Date (ARD) of 4/18/16 coded Resident
#12 with no cognitive impairment (BIMS-Brief
Interview Mental Status tool- score 15} but total
dependence on siaff for Activities of Daily Living
{transfers, dressing, bathing). Resident #12's
range of mofion was coded for impairment to one
side of the upper extramities and impairment on
both sides of the lower exiremities, Bowei and
biadder not coded on Annual Comprehansive
Assessment MDS with praesence of a Foley
catheter (lubing Into bladder te drain urine into a
bag) and colostomy (an aliernative channeal for
feces to leave the body into a bag).

On 7/12/14 al approximately 4:00 p.m. Resident
#12 was observed in a hospilal gown in bad. On
7/13/16 at approximately 12:40 p.m. Resident
#12 was ohserved dressed and sitfing in
highback wheelchair using adaplive ealing
utensils for seif feeding at the lunch meal. On
7141186 at 11.00 a.m. Resldent #12 was observed
in a hosgpital gown with food particles on gown
from breakfast awaiting morning ADLs (dressing,
cleaning, {ransfer to the wheelchair). During the
survey from 7/12/16 tc 7/114/16, Resident #12
was nol observed parlicipating in an activity, a
visit, or out of her room.

On 711312018, Resident #12's clinical record was
reviewed. Nursing notes from January 2016 until
present did not mention Resident #12
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participating in activities or going out of her room.
The only physician ordered note dated 5/26/2014
{Order slart dale) regarding aclivities
documented, "O0B{Out of Bed) in chair {electric)
with good cushion, two times a day.”

The mast current care plan (date initiated 5/27/16
and revised 7/8/16) documented the focus,
“maintainfincrease social stimulation” and the
goal documented read, "Residant [#12] wil
engage in independent laisure aclivities and 1:1
jone-to-one interactions) at least 1-2 times [does
not identify week or month} to maintainfincrease
social stimulation by re-evaluation date (8/9/16)."
The interventions documented on the most
current care plan regarding activilies are listed: 1.
*Encourage and assist to group activity programs
such as religlous seltings, special events, to
maintain interaction, cooperation, socialization
with peers (date initiated 5/27/2014, revised
1/8116)" 2. "Offer refreshments within diet, spa
hurrah, outdoor strolls during visitalions {dated
initiated 5/27/14 and revised 4/8/15)"; and 3.
*Provide with manthly Activity Calendars for
planning and information purposes (date initiated
7116/14)" and no revision date documented.

Accarding to social service progress notes
{e-signed by the discharge planner-Others #8)
documented on 7/12/16, "[Resident #12) is alert
and oriented x 3 {person, place, environment] and
is able 1o make her needs known.” Also In this
same note it documented that Resident #12
“spands the majority of her time in bed...." Finally,
this riole reads, Resident #12, “welcomes visitars
and is easily engaged in meaningful
conversation.”

The Activity Director {Others #1) presenied a

F 248
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quarterly review dated 7/9/2016 documented
Reskdent #12's preference for 1:1 {one-lg-one
interaction) and to engage In independent lefsure
activities. Resident #12's favorite activilies were
documented to be, "watching TV and reading.”
There were no speacific types of programs
mentioned or books. The section on this
Quarierly Review entilled "Actlvity Plan Review"
documanted that "goals were not met but resident
prograss achieved."

A calendar was submitted by the current Activity
Direclor with the namas of ail residents
(combined from the former activity directors list)
receiving 1:1 {(one-to-ane interaction) for July
2016 and Resident #12 was not on this list,

Two quarterly Aclivity Progress notes were
submitted by the Aclivity Director. The first
activity note dated 1/8/16 noted Resident
engages in indepandant leisure pursults and 11
activitiss 1-2 imes per week and the outcomes
were documented to be, "Maintain leisure
interesls, increase group participation for social
stimulation.” The second Activity Progress note
dated 4/8/16 documented Resident #12 engages
in teisure pursulls and welcomes 1:1 visiis for
social stimulation af laast 1-2 times per week.
Qutcomes documented read, “Increase soclal
functioning in group settings.”

On 7272016 at approximately 4:00 p.m.
Resident #12 was interviewed. Resident #12
stated, "[ have MS, my legs are completely stiff
and | need conslant help.” Resident #12 also
siated, "My wheelchair is difficult for me to move,
| can't do i [use this wheelchair to get around].”
Resident #12 on 7/13/16 at 12:40 p.m. stated in
regards to use of her arms and hands while
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eating lunch, "l can move my hands {o eal but it
gets messy on my shirt.”

In an interview with the Activity Director on
7113/18 at 3:24 p.m., the Activity Director staled,
"I went {o see the resident [#12] last week and
spoke with her and she would fike 1o get out more
but she thinks her colostomy bag stinks- | did not
telt nursing about this but | will." As a result, the
Activity Director stated, " | will place her on the

1:1 visit list and offered 1o bring some activities to
her.” The Activity Direclor also slatad, "l have not
seen her out at an activity and she was not on the
1:1 visit list from the former Aclivity Direclor but |
am adding her now.” During {he fook back period
{the last 30 days 6/1/16 to 7/1/16) it was .
documented that Resident #12, "did not met goal
from 6/5/16 lo 6/11116 to altend or have 1:1
vigits",

The activity assistant {Others #2- who works with
Resident #12) stated on 7/13/16 at 4:13 p.m.,
“She [Resident #12] lold me sha wants 1:1 visits."
When asked what role she has with Resident
#12, Others #2 stated, "l go into the room for 15
minules based on how the resident feels, | will
give date of week, month, holiday and generat
information and sometimes do her nails and | will
sing a religious song.” finally, Others #2 staled,
“She [resident #12] likes religious songs, books,
and shows” bul she did not know any specific
favoritas or preferences. Others #2 did not know
the frequency of her visits to Resident #12's
room. Others #2 did say, "Her [Resident #12}
physical decline and mantal health prevenis her
from coming out of her room.”

Licensed Practical Nurse (LPN) #6 stated on
7114186 at approximately 10:55 a.m., that she had
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nat heard about fixing a wheelchair for Resident
#12_ She knew it was broken but could not recall
when it broke. The unit manager {LPN # 5} alsc
noted Resident #12 wants o get up in her
wheelchair daily. LPN #5 stated, "She {Resident
#12] used to come out of her room 3-4 limes a
week and daily for meals {junch)...now maybe 1-2
times and will decline dining room". When asked
the reason, LPN #5 stated, "this stowly happened
over fime and she [Resident #12] changes her
mind."

On 771416 at 11:10 p.m. Resident #12 stated, ")
would go oul fof this room] but | can't use this
wheeichair”, Resident #12 also staled, "thad a
motorized whesichair but It s broken for 1-2
years now and they (Faciiity staff Others #9) took
it away and | don't know where it is." Resident
#12 stated, " would go out and participate more
in games but its bean over a year.” Resident #12
mentionied her local family member that visits
sometimes.

Resident #12 continued on 7/14/16 at 11:10 a.m,
and staled in regards lo activities, " did puzzles,
played games, and bingo...| did whatever they
were doing, | slopped going out lo activities its
been a years." Also Resident #12 stated that her
favorite TV show were, "game shows, court
shows, and religious shows and she reads
magazines and guide posts (a religious daily
reader but | haven't had anything to read its been
a couple of daysiweeks not sure- but today they
brought me some.”

In regards to the activity staff providing 1:1 visits,
Resident #12 stated, The former Activity Diractor
did not come in to visit me but now sometimes
they will "pul the calendar up but | can't see it

F 248
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over there." The activity calendar was observed
to be around the corner and out of sight for
Resident #12.

Resident #12 stated, "l would hear the
announcements but...! just stay to myseif.” Also,
"{ used lo go downstairs to get my hair done but
its been 2 months since the hair siylist quit and
no there is no reason o go downstairs.” Finally
Residerit #12 stated, “I have not been to a group
activily for over a year...| just started staying in
here...my wheelchair has been broken..and |
don't like the smell of the bag [colostomy bag]”.

The PA {Physlcian's Assistant-Others #6) stated
on 7114116 at 11:15 a.m., Resident #12 stays in
room a lot and gels her timing off-maybe because
she is always in her room-for example, when
asked 'Is it spring today?' she [Resident #12] will
not know if it is Spring.” Resident #12 became
disoriented to time according to the PA,

Administrative staff (Admin# 2, 3, 4, 5) including
the DON (Director of Nursing) were informed
during a briefing on 7114/18 at 4:10 p.m. The
facility did not present any furiher information
about the findings. No policles were presenled
,no information was added to show 1:1 visits per
Resident #12's Interests, and no evidence was
presented that Resident #12 altended and
participaled in groups activity per social nead for
the entire year prior to survey.

F 250 483.15(g){1) PROVISION OF MEDICALLY F 250

§8= RELATED SOCIAL SERVICE

The facility must provide medically-related social
services to aftain or maintain the highest
practicable physical, mental, and psychosocial
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weil-being of each resident.

This REGUIREMENT is not mel as evidenced
by:

Based on observation, resident inlerview, staif
inlerview, facility documentalion review, and
clinical record review the facility staff failed to
provide medically related social services to
maintain the highest practicable physical, mental

(Resident #12)

For Resident #12 the facility staff failed to take
steps 1o repair a broken motorized wheelchair to
meet the resident’s need lo seif-ambutate for at
least one year.

The findings included:

Resident #12 was initially admitted to the facility
on 04/09/2007 and readmilted on 3/17/2014.
Diagnoses for Resident #12 included but are not
limited to mulliple sclerosis {disabling disease of
the central nervous system),
mononeuropathy{nerve group damage causes a
loss of sensation, movemenl, and function),
contracture of muscle, right and left lower legs,
and neuromuscuiar dysfunction of bladder
{lacking bladder control due to brain, spinal cord,
ar nerve condition,

Resident #12's comprehensive assessment
Minimum Data Sat (MDS) with an Assessmenl

#12 with no cognitive impairment (BIMS-Brief
interview Mental Status tool- scora 15} but total
dependence an staff for Activities of Daily Living

and psychosocial well being for 1 of 27 residents.

Reference Date (ARD) of 4/18/16 coded Resident
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Resident #12°s motorized wheelchair

was found to be irreparable. An arder
has been obtained from her physician to
evaluate for a new motorized
wheelchair. Referrals have been sentto
two motorized wheelchair companies to
evaluate for the new motorized
wheelchalr. Pending receipt of a new
motorized wheelchalr, Resident #12is
assisted with wheelchair mobility as
needed and has been coming out of her
room more often to participate in more
activities.

Residents with matorized wheelchalrs
were reviewed to ensure that the
motorized wheelchalr is in proper
working condition on order to maintain
the highest practicable physical, mental,
and psychosocial weli-being of the
restdent.

Nursing staff were educated on:

» Completion of work order when
motorited wheelchair needs repair

Maintenance staff were educated on:

» Reporting need for replacement
motorized wheelchair to
Administrator to ensure that
appropriate action is inltiated to
replace the chair as Indicated
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{transfers, dressing, bathing). Resident #12's
range of motion was coded for impairment to one
side of the upper extremities and impairmant ¢n
both sides of the lower exiremities. Bowe! and
bladder not coded on Annual Comprehensive
Assessment MDS with presence of a Foley
catheter {tubing into bladder to drain urine into 2
bag) and colostomy {an alternative channel for
feces io leave the body into a bag).

On 7/12116 at approximately 4:.00 p.m, Resident
#12 was observed in a hospital gown In bed. On
7/13/18 at approximately 12:40 p.m. Resident
#12 was observed siting dressed in highback
wheel chair using adaplive eating utensils for self
feeding at the lunch meat. On 7/1416 at 11:00
a.m. Resident #12 was cbserved in a hospital
gown with food particles on gown from breakfast
awaiting morning ADLs {dressing, cleaning,
fransfer to the wheeichair).

On 7/13/18 and 7/14/16, Resident #12's clinical
record was reviewed. On the Medicalion Review
Report an order summary dated 5/26/2014 (order
slart date) documentad, "OOB [out of bed} in
electric chair with good cushion two times a day.”
A verbal physician's order dated 6/7/16
documented "D/c [discontinue] order for power
chair". Aphone physiclan's order dated 6/10/16
documented, "Power mobllity device evaluation
for pratocol,” According to the Treaiment
Administration Record for the month of July 2018,
with an order dated 3/31/2016 documented,
"Device: Assist bars x 2, High-back raclining
wheelchalr every shift for monitors®.

The most current care plan documented the goal
as the resident will maintain current level of
function in ADL. through the review date (the goal

F 250

The Unit Manager or designee will
complete a random weekly audit to
ensure that motorized wheelchairs are
functioning properly. issues noted will
be reported to the Quality Assurance
Committee for review and
recormmendation.

FORM CMS-2567(02-80) Previous Varsions Obscisle

Evenl ID:WwWvUTt

Facility IDx VAD172 If cantinuation sheet Page 13 of 58




) e Ry

PRINTED: 07/22/2016

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES .. . OMB NO. 0938-0391
STATEMEN) OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND Pt AN OF CORRECTHON IDENTIFICATION NUMBER; A BUILDING COMPLETED
C
45210 8. WING a7i14/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZiP CODE -
901 EAST PRINCESS ANNE ROAD
NORFOLK HEALTH ARD REHABILITATION CENTER NORFOLK, VA 23504
x40 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULO BE COMPLETON
TAG REGULATORY OR £.5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE AFPROPRIATE DATE
DEFICIENCY)
F 250 Continued From page 13 F 250

was created on 5/27/2014, revised on 5/10/2018,
and the farget date was 8/9/2018). Alsc on the
care plan the focus was documented, the
resident has an ADL self-care performance deficit
related to limited mobility, multiple sclerosis (date
imitated 5/27/2014 and revised on 4/14/20185}.
Finally on the care plan under the title,
“Interventions” it was documenied for devices,
»...high back wheelchair with cushion (created
3/8/2016 and revised on 4/13/2016)."

On the same most current care plan Resident
#12 was documeanted to be at visk for falls related
to deconditioning, weakness, multiple sclerosis,
and contractures to both lower extremities {date
initiated 5/27/2014 and revised on 4/14/2016},
tUnder the title, "Interventions” it was documented
for devices, "...high back wheelchair with cushion
if electric chair is not available)...(date initiated
712372014 and revised 4/26/2016)."

Bocumentation (a signed check, Medicald Long
Term Care Communication Form, and receipt)
provided by the Business Office Manager (BOM)
on 714116 confirmed that Resident #12 had an
electric wheeichair while in the facility and it was
last repaired on 11/7/2013 when the batleries
wera replaced. No other documertation was
given by the facility staff to provide the actual date
when the slectric wheelchair broke and became
inoperable by Resident #12,

On 711212016 at approximately 4:00 p.m,
Rasident #12 was interviewed. Resident #12
staled, "l have MS, my legs are completely sliff
and | need constant help.” Resident #12 also
slated, "My wheeichalir is difficult for me to move,
| can't do it [use this wheelchair to get around].”
Resident #12 on 7/13/16 at 12:40 p.m. stated in
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regards to use of her arms and hands while
eating funch, "l can move my hands to eat but it
getls messy on my shirt,” Finally, on 7/14/16 at
11:10 p.m. stated, " would go out [of this room]
but | can't use this wheelchair”. Resident #12 also
siated, "} had a molorized wheelchair but it is
broken for 1-2 years now and they {Facllity staff
Others #8) took & away and [ don't know whera il
is.” Resident #12 slaled, " would gn out and
participate more in games but iis been over a
year."

In an inlerview with the Therapy Direcior (Cthers
#3) on 7/13/16 at 9:15 a.m. the Therapy Director
slated, Resident #12's power chair was broken
and not sure if resident came in with the chair ar
not. According fo the Therapy Director Resident
#12 does not require the skilis of a therapist and
was discharged from therapy services years ago.
The Therapy Director also stated, "Soclally she is
in her room ofien only comes out to get hair
done.” No information was prasented regarding
therapy [discharge summary or any evaluations]
for Resident #12 as the documentation was on
another system and not easlly accessible.

According to the Reglonal Nurse Consultant
{Adminisiration # 5) on 7/14/16 at 10:00 a.m.,
Resident #12's electric wheelchair is in slorage
and broken, Adminisiralion # 5 staled, "There
was no date when it went out for rapairs when |
asked maintenance”. She added, "We are going
to fixil.”

On 7/14/16 at 10:05 a.m. Others #5 from
maintenance siaff stated, "If something is broken
then we have a work order sysiem and we check
this daily in the a.m. and again in the afternoon,
and if anything Is broken a work order is made.”

FORM CMS-2667(02-58) Pravious Versions Chsolete Evant 10:WWVUT Facilty 1D VAQ172 if continuation sheet Page 150l 58




DEPARTMENT OF HEALTH AND HUMAN SERVICES FR?;E%A%?‘%%EVGEII%

NTERS FOR MEDICARE & MERICAID SERVICES OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IGENTIFICATION NUMBER. A BUILDING COMPLETED
C
485210 B WING 0711412016
NANE OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY. STATE. ZIP GODE T
901 EAST PRINCESS ANNE ROAD
RFOLK LTH HABILITATION CENTE
NORFOLK HEALTH AND REHABILITAT! R NORFOLK, VA 23504
{X1 1D SUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S PLAN OF CORRECTION {54
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L SC [DENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
. DEFICIENCY]
F 250 Continued From page 15 F 250

Maintenance Director was asked on 7/14/16 at
11:80 a.m. for a work order for Resident #12's
wheelchair and none was presented by the facility
staff. ’

:

On 7114116 at approximately 10:55 a.m.,
Licensed Practical Nurse #6 siated that she had
not heard about fixing a wheelchair for Resident
#12, Licensed Practical Nurse #6 stated she
knew [t was broken bul could not recall when it
isroke, The unit manager (LPN # 5) also noted
Resident #12 wants to get up in her wheelchair
daily. LPN #5 stated, “She [Resident #12] used to
come out of her room 3-4 times a week and daily
for meals (lunch)...now maybe 1-2 fimes and will
decline dining room”. When asked the reason,
LPN #5 statad, "this siowly happened over lime
and she |Resident #12] changes her mind."

According an Interview with the PA (Physician's
Assistant-Others #6) on 7/14/16 at 11:15 a.m. the
PA stated that Resident #12 stays in her room &
iot.

According to the BOM on 7/14/16 at
approximately 1:00 p.m., "Personal Properly can
be fized f malntenance puts in a work order and
the bookkeeping calls in a request for a new
chair.”

An interview was conducted with the Bookkeeper
and B0OM on 7/14/16 at 1:15 p.m. The
bookkeeper sialed, "l did requesl 2 new chalr a
year agd or maybe a few years ago bit nothing
recently.” The BOM added, "if the resident wanis
a new chair or we can't fix a chair then therapy
wilt assess and find list of companies able to
order from, an order must be wrilten, and social
services {efigibility worker) notified for approval
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from Medicaid.”

in an interview on 7/14/16 at approximately 1:20
p.m. the Social Service Worker {Discharge
Planner) ai the facility {Others #9) said, "No
process had been starled o fix Resident #12's
broken whaelchalr” and she added, “l can not
recall when it was broken.” In the same Inlerview,
the Direclor of Social Services al the facility
{Others #10) added, "Resident #12 will verbalize
her feelings and she is very comfortable with us
and we try hard {o gel her out.”

Adminlstrative Staff (#5) stated on 7/14/16 at 1:45
p.m. in regards to the broken wheelchair stated,
"We brough! it back out of storage”.

In a debriefing with Administration and the DON
{Director of Nursing) on 7/14/16 at 4:00 p.m. 4
was slaled by the Vice President of Operations,
“We will fix this chair.”

The BOM presented Manuai excerpt entitied
“Nursing Facility Provider Manuat” last revised on
0/27/2007. This documenied covered services
and limitations and it read, "Requests for
adjustments to patient pay for services or
expenses which exceed $500, must be submitted
by the local social service worker. The local social
services worker sends the request and
documentation from the facility, along with the
patient income and patient pay information to
DMAS for authorization.” This was nof completed
by the facility staff for Resident #12.

The facility administration was informed of the
findings during a briefing on 7/14/16 at
approximately 4:10 p.m. The facility did not
present any further information about the findings.
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The assessment musl accurately reflect the
resident’s status.

A registered nurse must conduct or coordinate
sach assessment with the appropriate
participation of health prolessionals.

assessmant is completed.
Each individual who completas a portion of the

that portion of the assessment,

wilifuily and knowingly cerlifies a material and
false stalement in & resident assessment is

to cerlify a material and false statemant in a
resident assessment is subject to a civil money
penally of not more than $5,000 for each
assessment,

Clinlcat disagreement does not constitute a
material and false statement.

This REQUIREMENT is not met as evidenced
by:
Based on absarvation, clinical record reviaw,

facility documentalion, and slaff interviews the

A registered nurse must sign and certify that the

assessment must sign and cerlify the accuracy of -
Under Medicare and Medicaid, an individual who

subject to a civil money penalty of not mare than
$1,000 for each assassment; or an individual who
wilifully and knowingly causes another individual

facility staff failed 1o ensure that a Minimum Dala
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No other policies were prasented.
F 278 483.20(q) - (j) ASSESSMENT F278
§5=p ACCURACY/COORDINATION/CERTIFIED < f YR / | &

The 5/4/16 MDS of Resident #16 was
maodified to reflect accurate coding of
isolation precautions.

Residents with orders for special
infection contral precautions were
reviewed to ensure that the MDS is
coded accurately for isolation
pracautions.

The MDS Coordinators were educated
on:

« Coding isclation precautions

The MDS Cansultant will complete a
random monthiy audit of MOS's for
residents with orders for special
infection control precautions to ensure
that the MDS is coded accurately. Issues
noted will be referred to the Quality
Assurance Committee for review and
recommendation.
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Set (MDS} Resident Assessment accurately
reflected the resident status for 1 of 27 rasidents
in the survey sampile, Resident #16.

The facility staff failed to ensure that Resident
#16's Minimum Data Set (MDS) Comprehensive
5 gay Admission Assessment with an

accuratsly 1o include Contact Isolation,
Tha findings included:

Resident #16 was a 53 year ofd admitled to the
facility on 4/27/16 with diagnoses to include
‘Osteomyelitis of the lefl foot, *Methiciilin
Resistant Staphyiococous Aureus infection of the
left great toe, and *End Stage Renal Disease.

*Osteomyalills: ocal or generalized infection of
bone and bone marrow, usually caused by
bacteria intraduced by irauma or surgery, by
direct extension from a nearby infection, or via
the bloodstream.

*End Stage Renal Disease: a disease condition
that is essentially terminal because of irreversible
damage to vital tissue or organs. Kidnay or renal
end stage disease is defined as a point al which
the kidney is so badly damaged or scarred that
dialysis or transplantation is required for patient
survival,

The above definitions were derived from Mosby's
Dictionary of Medicine, Nursing, and Heallh
Professions 8th Edilion.

*Methiciflin Resistant Staphylococous Aureus
infection (MRSA): is a lype pf staph bacteria that
is resistant 1o certain antibiotics called

Assassment Reference Date of 5/4/16 was coded
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www.cdc.gov

MRSA ioleft great
{oe.

foot.

ioe open area.

MRSA o left foot.

MRSA,

betalactams. These antibiotics include methicillin
and gther more common antibictics such as
oxaciilin, penicillin, and amoxicillin. More severe
or potentially life-threatening MRSA infections
gccur most frequently among patients in
healthcare settings.

A review of Resident #16's Progress Notes
documented in part,

as follows:

Date 4/27/16 at 7.56 p.m.

Resident admitted o [pame of facility] from
{name, area hospital]. Resident has 2 cm
jcentimeter) incision with sutures fo left great toe.
Resident has central iine to left chest and fistula
1o right arm. Resident on contact isolation for

Date 4/30/116 at 210 p.m.
Continues to be on isolation for MRSA on isfl

Date 5/1/16 at 2:13 a.m.
Isolation continues related to MRSA,
Date 5/2/16 at 2:59 p.m.

Continues to be on isclation for MRSA laft great

Date 7/10/16 at 11:28 a.m.
Remains on contac! isalation precaution for

Date 7/12/16 at 11:28 p.m.
Continues on IV (intravenous) ABT (antibiotic} for
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A current Physician Order on the July 2016
Freatment Adminisiration Record with nursing
signalures from 7/1/18-7/13/16 documented in
part, as foliows:

Contact isolation MRSA L {lefl) foot. every shift
for isoiation,
-ORDER Date- 4/28/16 6:02 a.m.

Resident #16's Comprehensive Plan of Care was
reviewed and documented in part, as follows:

Focus:

The resident has Osteomyelitis of the left foot and
ankie; currently on IV ABT. Dale Initiated:
4/28116 Revision on: 4/28/18

intervenfions:
Precautions {(Contact) as ordered.
Date Initiated: 4/28/16 Revisionon; 711216

Cn 712116 at 4:10 p.m. an observation of a
Contact Isofation Precaulion Sign was made of
Rasident #16's door documented in part, as
follows:

STOP Contact Precautions

Visitors must report to Nursing Station before
entering.

‘Perform hand hygltene using soap and waler
andfor alcohol-based rub before enlering and
befare leaving room.

*Wear gown and gloves when entering room or
cublcle,

*Bag linen to prevent contamination of self,
environment or oulside bag.

*Discard infectious trash to prevent contamination
of self, anvironment or outside bag.

revised 12/09
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A review was compieted on Resident #16's
Mirdmum Data Set {MDS) Comprehensive 5 day
Admission Assessment with an Assessment
Refarence Date of 5/4/16. The resident’s Brief
interview for Mental Status (BIMS) was a 15 out
of a possible 15 indicating the resident was
cognitively intact and capable of dally dacision
making. Under Section N, Medications Received
Resident #16 was coded to have raceived an
antibiotic for 7 days of the look back period of the
assessment. Under Seclion 0, Special
Treatment, Procedures, and Programs Resident
#16 was not coded under Isolation or quaraniing
for active infeclious disease even though
physician orders, freatments, and diagnoses
indicated Contact Isolation was in place due to an
active MRSA infeclion of the resident's left great
foe.

On 12114116 at 3:00 p.m. an interview was
sonduciad with the facliilies Regional MDS
Specialist #7 . Reglonal MDS Specialist #7 was
asked why Resident #18 was not coded for
Contact Isolation on the (MDS) Comprehensive 5
day Admission Assessment wilh an Assessment
Reference Date of 5/4/16. The Regional MDS
Speclalist #7 slaled, “We decided we did not
have {ha correct documentation and that the
admission 5 day assessment was incorrecl. We
have completed a modification.”

The facllity policy titted MDS. effective date 2/1/15
documented in part, as follows:

Policy: MDS's will be compleled according to the
most current version of the RAI {Resident
Assassment indicator} Manual.

F 2718
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Procedure:

1. The MDS is o be completed using the most
current item set(s).

7. Each person entering data into MDS will date
the MDS on MDS signature page indicating the
section{s)/questions each complated attesting to
the accuracy of the sections they completed.

8. By signing, staff indicate their knowledge that
accuracy of tha MDS is essential because that
information is used {0 generate payment for the
Medicare patients and data for the Quality
indicators and Quality Measures as well as
impacting the facility Medicaid rate,

12. The MDS will be used to develop a plan of
care addressing those problems, needs,
strengths or potential problems that were
identified during the assessment process.

On Page O-4 of the MDS manuat it reads:
*Q0100M, Isolation for active infectious disease
{does not include standard precautions)

Code only when the residant requires
transmission-based precautions and single room
isotation (alone in a separate room) because of
active infection (i.e., symptomatic andfor have a
positive tast and are in the contagious stage) with
highly transmissible or epidemiologically
significant pathogens that have baen acquired by
physical contact or airhorne or droplel
transmission, Do not code this item i the resident
only has a history of infectious diseasa (e.g.. s/p
[Status Post] MRSA or sip €-Diff - no active
symptoms). Do not code this item {f the
precautions are standard precautions, because
these types of precautions apply to everyone.
Standard precautions Inciude hand hygiene
compliance, glove use, and additionally may
include masks, eye protection, and gowns.
Examples of when the Isolation criterion would
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Each resident must receive and the facllity must
provide the necessary care and services lo atlain
or maintain the highesl practicable physical,
mental, and psychosocial weli-being, in
sccordance with the comprehensive assessment
and plan of care.

This REQUIREMENT is not met as evidenced
by:

Based on observations, resident interview, staff
interview, facility documentation review, clinical
record review, and in the course of a complaint
investigation, the facility staff failed for one
rasident {Resident #9) of 27 Residents in the
survey sample to ensure non pharmacological
measures ware implemented prior o the use of
tha as neéeded pain medication
HMydrocodone/Acetaminophen®.

*Hydrocedone per Mediine Plus:
Hydrocodone/Acetaminophen is used to relieve
severs pain, Hydrocodone is only used lo freat
peopis who are expected to need medication lo
relleve severe pain arourd-the-clock for a long

é:?r'a {EACH DEEICIENCY MUST BE PRECEDED BY FILL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
1AG HREGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
DEFICIENCY)
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not apply include urinary tract infections,
encapsulated pneumonia, and wound infections. "
On 7/14/16 at 3:45 p.m. a pre-exil debriefing was
hetd with the Administrator, Director of Nursing,
and the Nurse Consultant where the above
findings were shared.
Prior to exit no further information was provided.
F 309 483.25 PROVIDE CARE/SERVICES FOR F 308 < / o YA / 1™
ss=g HIGHEST WELL BEING Resident #9's pain management

program has been reviewed and revised
to ensure that non-pharmacological
interventions are implemented prior to
administration of as needed pain
medications.

Residents with as needed pain
medication administration were
reviewed to ensure that non-
pharmacological interventions are
docurented prior to administration of
the as needed pain medication.

Charge Nurses were educated on:

¢ Documentation of non-
pharmacelogical interventions prior
to administration of as needed pain
medications

s Examples of non-pharmacolagical
interventions to address pain
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time and who cannot be trealed with other Random weekly monitoring of

medications or treatments. Hydrocodone

extended-release {long-acting) capsules or documentation of non-pharmacological

extended-release {ablets should not be used to interventions prior to administration of
treal pain that can be controlied by medication as needed pain medications will be
that is taken as needed. ) completed by the Unit Manager or
Hydrocodone/Acetaminophen is in a class of designee. Issues noted will be referred

medications called apiate {narcotic) anaigesics.
works by changing the way the brain and nervous
syslem respond o pain.

to the Quality Assurance Committee for
review and recommendation.

The findings included:

Resident #9 was admitted to the facility on
113114, Diagnoses for Resident #9 included but
are nolt limited lo Osteoarthritis {Osteocarthritis is
Ihe most commaon form of arthritis. #t causes pain,
swelling, and reduced motion in your joinis),
Chronig Pain Syndrome and Cerebral Vascular
Aceident {stroke) with Left sided hamiparesis

{paralysis).

Resident #9's Quarterly MDS {Minimum Data Set
- an assaessment protocol) with an ARD
{Assessment Reference Date) of 8/25/16 coded
Reslident #9 with a score of 14 of 15 on BIMS
(Brief Interview for Mental Status) indicating no
cognitive impairment. In addition, the Quartery
MDS coded Resident #9 as requiring Total
Dependence wilh two staff person assistance for
Bathing and Tolleting. Resident #9 was coded
and having pain almost constantly and was coded
as having pain at 2 scale of 8 of 10.

A Physician order dated 5/3/16 showed Ragident
#9 was prescribed Hydrocodone/Acetaminophen
Tablet 5-325 MG {miliigrams) The order read,
give one {ablat by mouth every 8 hours as
needed for chronie pain syndrome,
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Resident #9's 5/27/14 Care Plan Focus
documented the follawing: "The resident has
chronic pain - L (Left) shoulder pain, leg pain,
arthralgia.” The Care Plan documented the
following interventions:

Adrminister anaigesia per order care 45 needed
Non Pharmalogical Interventions: positioning,
refaxation therapy, pressure relieving cushion,
bathing, snacks.

Siing to LUE (left upper extremity) daily to -
minimize pain; refuses at times.

Resident #9's MAR (Medication Adminisiration
Record) documented that she received
HydrocodonelAcetaminophen on the following
dates: 6/7/16, 6/24/18, 6/26/18, 6/2716, and
7/4/18. Review of Resident #9's clinical record
did not reveal documentation for
non-pharmacological measures prior to use of the
administration of Hydrocodone/Acetaminophen.

On 7/14/16 at approximately 12:35 p.m. the DON
{Director of Nursing) employee #3 stated, "No
decumentation for non-pharmacological
measuras for the date” as the surveyor asked for
the following dates: 6/7/18, 6/24/18, 6/26/16,
6127116, and 7/4/16. The DON stated, "My
expectaiion is there would be documentation of
nen-pharmacological measures ulilized.”

Resldent #0 stated on 7/12/16 at approximately
3:00 p.m., "Have pain in my joints." Resident #9
requests a Trapeze bar to help reposition herself
to ease pain.

Resident #3 staled on 7/13/16 al approximately
3:00 p.m., "have pain often, I'd like to get in the
whiripool tub but told it has been broken for over
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a year. | think it would help with my pain.”

LPN (Licensed Practical Nurse) #2 slated on
7113/16 at approximalely 10:55 am,,
"Non-pharmacoelogical meastures we use for her
{Resident #9) ara matilress, one-lo-one, turning,
snacks, and fluids. Non-pharmacatogical
measures should be used before pain
medications and should be documented.” LPN
#2 was asked what interventions had been done
regarding to documentation stating that the
maltress was ineffective. LPN #2 stated, "No
changes have been done with her mafiress, but
can get an order to assess for a different type of
mattress.”

Review of Policy titted, “General Care™ with an
effective date of 2/1/15 documented the following:
"Nursing persennet will provide basic nursing care
and services foliowing accepted standards of
practice guidelines recognized by state boards of
nursing as informed by national nursing
organizations and as evidenced by hiring
individuals who graduate from an approved
nursing school and/or nurse aide curriculum and
have successfully passed a licensing andfor
cerlification. Nursing staff may utilize Mosby's
Texthook for Long-Term Care Assistants, ..."

Mosby's Textbook for Long-Term Care Assistanis
Sevanth Edition page 409 documented the
fallowing: "Nursing Measures to Promote Comfort
and Relieve Pain" (list is not all inclusive)
Position the person in good alignment

Handle the patient gantly

Give a back massage

Use touch to provide comfort

Provide soft music to distract the patient
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Based on the resident’s comprehensive
assessmenl, the facility must ensure thal a
rasident who enters the facility without an
indwelling catheter Is not catheterized unless the
resident’s clinical condition demonsirates thal
catheterization was necessary, and a resident
who is incontinent of bladder receives appropriate
treatment and services fo prevent urinary tract
infections and to restore as much normal bladder
function as possible.

This REQUIREMENT is not met as evidenced
by:
Based on observation, resident interview, staff
interview, facility documentation review, ¢linical
record review the facility staff failed to follow
physiclan's orders for the care and services of a
Foley catheter for 1 of 27 residents, (Resident
#12}

For Resident #12 the facility siaff fallad to change
the Foley catheter in May 2016 according to the
physician's orders lo change the Foley catheler
every month on the last day of the monith and the
Foley catheter was not properly anchored one
time on 7/14/16 at 1100 a.m.

The findings included:

A 1D SUMMARY STATEMENT OF DEFICIENCIES D s}
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The facility adminisiration was informed of the

findings that non-pharmacological measures

were not always Implemented prior lo the use of

pain medications during a briefing on 7/14/16 al

approximately 4:15 p.m, The facility did not

present any further information about the findings. ) [ s
F315 483.25(d) NO CATHETER, PREVENT UTJ, Fays Resident #12's Foley catheter hasbeen < [2C |
ss=p RESTORE BLADDER changed as ordered by the physlcian

and tubing is secured by use of an
anchor.

Residents with orders for a Foley
catheter were reviewed to ensure that
the Foley has bean changed as ordered
and the tubing is secured by use of an
anchor,

Charge Nurses were educated on:

¢ Documentation of compieting MD
order to thange Foley cathetar

» Use of an anchor to secure Foley
catheter tubing

A random monthiy audit of Foley orders
will be completed by the Unit Manager
or designee to ensure that the Foley was
changed as ordered. A random weekly
audit will be completed by the Unit
Manager or designee to ensure that the
Foley catheter tubing Is secured by use
of an anchor. issues noted will be
referred to the Quality Assurance
Committee for review and
recommendation,
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Resident #12 was initially admitted 1o the facilily
on 04/09/2007 and readmitted on 3/17/2014.
Diagnoses for Resident #12 included but are not
Himited to mulliple sclerosis {disabling disease of
the ceniral nervous system}, mononeuropathy
{nerve group damage causes a loss of sensation,
movement, and function), contracture of muscle,
right and lefl lower legs, and neuromuscular
dysfunction of biadder {lacking bladder control
due to brain, spinal cord, or nerve condition.

Resident #12's comprehensive assessment
Minirmum Data Set {MDS) with an Assessment
Raference Date (ARD) of 4/18/16 coded Resident
#12 with no cognitive impairment but {otal
dependence on staff for Activities of Daily Living
{transfars, dressing, bathing). Resident #12's
range of motion was coded for impairment to one
side of the upper extremities and impairment on
both sides of the lowar extremities. Bowel and
biadder not coded on Annual Comprehensive
Assassment MDS with presence of 3 Folay
catheler (tubing into bladder to drain urine inlo a
bag) and colostomy {an alternative channel for
feces to leave the body into a bag).

On 7112186 at approximately 4:00 p.m. Resident
#12 was observed in 2 hospital gown In bed with
Foley and colostomy bag present. On 7/12/16 at
11:00 a.m. Resident #12 was observedin a
haspital gown wilh faod particles on gown from
breakfasl awalling morning ADLs (dressing and
cleaning). On 7/14/16 at 11:00 a.m. during
observation with Licensed Praclical Nurse (LPN
#6-charge hurse) the Foley catheter was not
dated and the anchor was attached to resident's
teg but not connected to the Foley tubing, LPN #6
was observed connecling the anchor to the Foley
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tubing to secure to Resident #12's leg. On
7/114/16 LPN #5 (the Unit Manager where
Resident #12 lives) at 11:05 a.m. observed Foley
catheler bag without date and tubing anchored
and colostomy in place.

On 7/13/16 and 714716 Resident #12's clinical
record was reviewed. The reviewed documented
a physician's order dated 10/02/14. The order
read, for Resident #12 check Fuley anchor q
{every) shift. Another physician's order dated
10/30H1 4 read, Resident #12 was to have Foley
catheter changed monthly, one time a day every

1 month starting on the last day of the month for 1
day.

The clinical nursing notes dated for the entire
manth of May 2016 do not document a Foley
catheter change for Resident #12.

A review of Residents #12's Treatment
Administration Record (TAR) for the month of
May, 2016 documented that Resident #12 did not
receive a Foley catheler change per physician's
orders.

On 7/12/14 at 4:00 p.m. Resident #12 was
interviewed. In the course of this interview it was
noted among many things that both the catheter
and Folay drainage bags are changed when fuil.
Resident #12 did not like the smeli of the bags
and decided to remain in her room. Resident #12
staled, "The siaff wili come in and change the
bags when full and when | ask them to because |
don't like the smelL."

On 7114716 at 11:00 a.m. LPN #5 {works daily
with Resident #12) stated, "Yes, | change Foley
catheters and bags for resident [#12]." LPN #8
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also commenled that "the current Foley bag was
not dated someone forgot to date... | can't say
when it was changad last because it was not
dated...usually | date it." LPN #6 also siated, "The
catheter should be changed monthly but | don't
recall if | changed it in May [2016]), look on the
TAR." In regards 1o the anchor for this resident
(#12), LPN #6 staled, "The anchor was on the leg
bul | had to twist it [the tabs to secure the tubing]
and mayhe it moved when the pillow was placed
[for positioning and comfort between legs].”

On 7/14/16 at 11:10 a.m. LPN #5 (Unit Manger)
stated, "Il would strongly suggest that the Foley
bag have a date on it, how would anycne know
when it was changed if the date is not there?"
Also LPN #5 stated, "The expectation is to foliow
physician's crders for Foley care and services
and record on the TAR." LPN #5 also added, "The
{Foley catheter] anchor should be checked each
shift and it is not anchored properly if the flaps
are not on the tubing.”

On 714/16 at 1:45 p.m., Administrative Staff #5
{Regional Nurse) was interviewed and reporied
that Resident #12's Foley catheter and colostomy
were placed on 5/8/2013 according to hospital
discharge records. Adminisirative Staff #5 stated
we [nursing staff] did not document the missed
Foley catheter change in May of 2016.

On 7114718 at approximately 3:45 p.m. the
Dirgctor of Nursing (DON) Administrative staff #3
agreed, "Physician’s orders should be followad"
regarding the changing of the Foley catheter and
*Documented on the TAR." In ragards to the
device that anchers the Foiey catheter, the DON
stated, "The device should ba used as a support
in the manner indicated by physician and if

F 315
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improper use then the staff will be trained on
proper use.” '

According to the facility policy entitled, "Indwelling
Urinary Folay Catheter and Drainage Bag
Changes" last revision dated 2/4/15 reads: To
proteci the closed system of urinary bladder
drainage and lo prevent ascending urinary tract
infection, indwelling urinary Foley catheters and
drainage bags are changed by the licensed nurse
with specific order from the physician defining the
frequency of change. Also documented in this
facility policy under the heading enfitled,
“Procedure” it reads; Mzintaln tha integrity of the
closed system at ail times and Properly secure
catheter lubing.”

The facility administration was informed of the
findings during a briefing on 7/14/16 at
approximalely 4:00 p.m. The facility did not

present any further information about the findings.

483.25() DRUG REGIMEN I5 FREE FROM
UNNECESSARY DRUGS

Each residenl's drug regimen must be free from
unnecessary drugs. An unnecessary drug is any
drug when used in excessive dose {inciuding
duplicate therapy); or for excessive duration; or
without adeguata monitoring; or without adequate
indications for its use; ar in the presence of
adverse consequences which indicale the dose
should be reduced or discontinued; or any
combinations of the reasons above.

Based on a comprehensive assessment of a
resident, the facility must ensure that residents
who have not used anlipsychotic drugs are not
given these drugs unless antipsychotic drug

F 315

F 329

Residents #3 and #20 are recelving non- 7, » (’/ &
pharmacoiogical interventions prior to

the administration of as needed Haldol

as part of their behavior management

program.

Residents with as needed psychoactive
medication administration were
reviewed to ensure that non-
pharmacological interventions are
dacumented prior to administration of
the as needed psychoactive medication.
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therapy is necessary to treat a specific condition
as diagnosed and documented in the clinical Charge Nurses were educated on:
record: and residents who use antipsychotic
drugs recelve gradual dose reductions, and ¢ Documentation of non-
behavioral interventions, uniess‘dinicatly pharmacological interventions prior
contraindicated, in an effort to disconlinue thase to administration of as needed
drugs. psychoactive medications
«  Examples of non-pharmacological
Interventions
Random weekly monitoring of
This REQUIREMENT is not met as evidenced documentation of nor-pharmacological
by: interventio i
Based on observation, resident interview, staff men detd ns p:or:: admtr:istra;tmn r:;
interview, facility documentation review, clinical as needed psychoactive medication w
record review, and in the course of a complaint be compieted by the Unit Manager or
investigation, the facility staff failed to for two designes. Issues noted will be referred
residelntsf(zR;sm?gls {#3t and 3;29) in ta survey to the Quality Assurance Committee for
sample of 27 residents to implemen
non-pharmacological measures prior o the use of review and recommendation.
the as needed antipsychotic medication, Haldol®
(Haloperidal).
*Med Line Plus documents: Haloperidol injection
comes as 3 solution to be injecled into a muscle
by a healthcare provider. Haloperidol injeclion is
usually given as needed for agitation, moior tics,
or verbat tics. if you still have symploms after you
receive your first dose, you may be given one or
more additions! doses. Haloperidol
extended-release injaction comes as a solution to
be injected into a muscle by a healthcare
provider. Haloperidol extendad-release injection
is usually given once every 4 waeks,
Haloparidol injection and haloperidol
extended-relesse injection may help conlral your
symptoms but will not cure your condition,
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1. Resident #3 was admitled to the facility on
12115/1. Diagnoses for Resident #3 included
but are not limited to Advanced Dementia with
Behavlor Disturbances, Psychotic Disorder (loss
of contact with reality) with Hallucinations
{hallucination is a perception in the absence of
extarnal stimulus that has qualities of real
perceplion}, Anxiety Disorder {Generalized
anxiely disorder (GAD) is a mental disorder in
wivich a person is eften worried or anxious about
many things and finds it hard to controf this
anxiety), and Delusional Disorder {Delusional
disorder is an {lness characterized by at ieast 1
month of delusions but no other psychuotic
symploms according to the American Psychiatric
Association's Diagnostic and Stalistical Manual of
Mental Disorders, Fifth Editien (DSM-5).
Detusions are false beliefs based on incorract
inferance about exiernal raslity that persist
despite the avidence to the contrary and these
beliefs are not ordinarily accepted by other
members of the person’s culture or subculture.
Delusions can be characterized as persacutory
(i.e., beliel one is going to be harmed by an
individual, organization or group), referential {i.e.,
hellef gesiures, commants, or environmental
cuas are directed at cneself), grandiose (i.e.,
belief that the individual has exceptional abililies,
wealth, or fame), erotomanic {i.e., an individual's
false bellef that another individual is in love with
them), nihifistic {l.e., conviction that a major
catastrophe will occur), or somatic (i.e., beliefs
focused on bodily function or sensation).

Resident #3's Quarlerdy MDS {Minimum Data Set
- an assessment prolocol} with an ARD
(Assessment Reference Date) of 2/11/16 coded
Resident #3 as having a BIMS (Brief Interview for
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Mental Status) score of 6 of 15 indicating severe
cognitive impairment, In addition, the Quarterly
MDS coded Resident #3 as requiring Extensive
Assistance with one staff parson assistance for
Dressing. Resident #3 was coded Total
Dependence wilh 1 staff person assistance for
Hygiene and Bathing. Resident #3 was coded as
always incontinent of bowel and bladder
functions.

Resident #3's Physiclan order dated 11/16/2015
documaented Haldot Solution (Haloperidol Lactate)
Inject 2.5 mg (milligrams) intramuscularly (IM)
avery 12 hours as needed for severe agitation,

Resident #3's Care Plan Focus with revision on
11117115, documented "The resident isfhas
potential i be physically aggressive (combative
to staff during ADL {activity of daily living) ri
{related to) Demeniia with Delusions.”
Interventions documented include but are not
{imitad fo the following:

Behaviors - Monilor for the following: (speacify)
itching, picking at skin, restlessness (agitation),
Hitting, ncrease in complaints, biting, Kicking,
spitting, Cussing, Racial Slurs, Elopement,
Stealing, Delusions, Hallucinations, Psychosis,
Aggression, Refusing Care. Document: "Y" if
monitored and none of the above observed. *N°
if monitored and any of the above was observed,
select chart code "OtherfSaee Nurses Notes™ and
progress note findings.

interventions Utilized Before Use of Psycholropic
Med/Hypnotic Med (Quiet Environment,
Redirgclion, Reassurance), Document “Y" if not
required. "N" if any of the above was utilized,
select chart code "Other/Sea Nurses Notes" and
progress note interventions

When the resident becomes agitated: Non

F 320
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Pharmacological Approaches; Intervene before
agitation escalates; Guide away from source of
distress; Engage calmly in conversation; If
response is aggressive, staff to walk caimly away,
and approach later.

Resident #3's Madication Administration Record
(MAR} documented Resident #3 received Haldol
Solution 2.5 mg iM on the following dates:
4114116 at 11:09 p.m.

12/21115 at 12:40 p.m.

Review of Resident #3's clinical record did not
reveal documentation that non pharmacolagical
measures were implemented prior to use of
Haldol 2.5 mg injectable medication on the two
dates noted above,

Review of Resident #3's clinical Record behavior
notes document multiple episodes of behaviors
warranting use of haldo! and use of
non-pharmacological measures prior, (4/15/18,
3221186, 1120118, 1/16/16)

Reslident #3 observed 7/13/16 at approximately
10:30 a.m, refuse fo have LPN #3 perform brief
change to show surveyor skin on coccyx area.

Cn 7114116 at approximately 12:35 p.m. the DON
(Director of Nursing) staled, "No documantation
for non-pharmacological measures for the: date”
as the surveyor asked for the following dates:
4114716 and 12/21/15." The DON stated, "My
axpectation is there would be documentation of
non-pharmacoclogical measures atilized.” A
request was made for the facility policy related to
non-pharmacological measures prior to
antipsychotic medications,

Unit Manager #5 stated 7/13/16 at approximately
FORM CMS-2567{02-08) Previous Versions Obsolets Event iD:WWVU11 Facility ID- VAJ172 il continuation shest Page 36 of 58
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12:55 p.m., "Haldol would be used for severe
pehaviors such as fussing, hitting, and grabbing.
Before giving haldol, we would iry to redirect and
calm patient by offering a snack. Nurses should
document this In nursing notes.”

Consultant #5 stated on 7/14/16 at approximately
3:45 p.m., " noliced thal there are missing noles
for non-pharmacological measures before
haidol."

The policy titled, "Chemical Restrainis” with an
affective date of 2/1/15 was raviewed. It
documented the foliowing: “Non-drug
intervantions for the targeted behavior should
have bean attempled and documented onto the
clinical record as ineffeclive.”

The facility adminisiration was informed of the
findings that non-pharmacological measures
were not aiways implemented prior 1o the use of
the antipsychotic medication Haldol during a
briefing on 7/14/16 at approximately 4.15 p.m.
The facility did not present any further information
about the findings.

2. Resident #20 was admilted to the facility on
10/13/14 with a readmission on 11/3/15.
Diagnoses for Resident #20 included but are not
limited to Non Alzheimer Dementia {a group of
disorders that affect the brain other than
Alzheimer's Disease), Anxiely disorder
(Generalizad anxiely disorder (GAD) Is a menial
disorder in which a person Is often worried or
anxious about many things and finds it hard o
controt this anxiety), Psychotic Disorder (loss of
contact with reality) and Pseudobuibar Effect
(PBA-{emotionat |abiiity, lablia affect, or
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emuotional incontinence is a type of affect
characterized by involuntary crying or
unconirollable episedes of crying and/ar laughing,
or other amotional displays. PBA occurs
secondary lo a neurologic disorder or brain injury.
Patients may find themselves crying
uncontrallably at something.)

Resident #20's Quarterly MDS (Minimum Data
Set - an asseasment protocol) with an ARD
{Assessment Reference Date) of 6/28/186 coded
Resident #20 as having short and long term
memory problems with moderate impairment in
cognitive skills affecting daily decision making. In
addition, the MDS coded Resident #20 as
Extensive Assistance with one staff person
assistance for dressing, eating and bad mobility.
Resident #20 was coded as Total Dependence
with 1 staff person assistance for bathing.
Resident #20 was coded as always inconlinent of
both bowel and bladder funclicns.

Resident #20's Physiclan order dated 5/1116
documented: Haloperidol Lactate Concentrate 2
mgim| {milligram/milliliter} Give 1 mi by mouth
every eight hours as needed for agitation relaled
1o unspecified psychasis not due to a substance
or known physiclogical condition.

Resident #20's Madication Adminisiration Record
{(MAR) documented Resident #20 receiving
Haldot 2 mg on the following dales: 5/3/16,
5/4/16, 5/14/16, 5/29/16, 6/10/186, and 6/12/16.

Resident #20's Care Plan revised 3/11/16 focus
area documented the following: "The resident
uses psychotrapic medications...” The following
interventions were documented but not limited to
the following:
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Monitor for behaviors; crying, screaming, Hitting,
psychosis, refusing care.
Administer medication per MD {medical doctor}
order
Utilize non-pharmacotogical interventions prior to
PRN {as needed) psychatroplc drug
agministration: 1:1, redirection, offer snack,
ericourage aclivities.

Review of Resident #20's clinical record did not
reveal documentation for non pharmacological
interventions pricr to haldo! administration on the
{ollowing dates: 5/3/16, §/4/16, 5/14/18, 611016,
and 6M12M18.

Observallon of Resident #20 on 7/13/16 at
approximately 3:25 p.m, revealed extreme crying
episode when surveyor attempled conversation
with her. Resident #20 was calmed when CNA
{Certified Nursing Assistance) came in and
administered applesauce.

On 7/14/16 at approximately 12:35 p.m. the DON
{Director of Nursing} stated, "No documentation
for non-gharmacological measures for the dale”
as the surveyor asked for the following dates:
5/3/16, B/4/16, 514116, 6/10/16, and 6/12/16."
The DON stated, "My sxpecialion is there would
be documentation of non-pharmacolegical
measures ulilized.” A request was made for the
facility policy reiated to non-pharmacological
measures prior to antipsychotic medications.

Unit Manager #5 slaled on 7/13/16 at -
approximately 12:55 p.m., "Haldol would be used
for severs behaviors such as fussing, hilting, and
grabbing. Before giving haldal, we would try to
redirect and calm patient by offering a snack.
Nurses should document this in nursing notes.”

F 329
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The Unit Manager stated that Haldol is often
given to Resident #20 for her severe crying
episades that can not be calmed.”

Consultant #5 slaled on 7/14{16 at approximately
3:45 p.m., "I noticed that there are missing notes
for non-pharmacological measures before
haldal.”

The policy tilled, "Chemical Restraints” with an
effective dale of 2/1/15 was reviewed. It
documented the following: "Non.drug
Interventions for the targeted behavior should
have been attempled and documented anlo the
elinical record as ineffective.”

The facility administration was informed of the

findings that non-pharmacological measures

were not always implemenied prior to the use of

the antipsychatic medication Haldol during a

briefing on 7/14/16 at approximately 4:15 p.m,

The facility did not present any further information

about the findings.
F 354 483.30{b} WAIVER-RN 8 HRS 7 DAYS/WK, F 354
ss=£ FULL-TIME DON

The facliity Is currently staffed with 8 < .DC—/ {&

Except when waived under paragraph (c) or (d) of consecutive hours of RN coverage.

this section, the facility must use the services of a
registered nurse for at least B consecutive hours

a day, 7 days a week. The current Nursing schedule was

reviewed to ensure there Is RN coverage
Except when waived under paragraph {c) or (d) of scheduled for 8 consecutive hours daily.
this seclion, the facility must designate a

registerad nurse to serva as the director of The Staffing Coordinator was educated

nursing on a full Yme basis. on ensuring that there are 8 consecutive
hours of RN coverage scheduled per

The director of nursing may serve as a charge day

nurse only when the facility has an average daily '

FORM CMS-2567(02-98) Previous Varsions Obsalete Evart iD:WWWUH Faciity 1D VAD1T2 if continuation sheet Page 40 of 58




%,

d

PRINTED: 0772212016

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391_
STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {%3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER, A BUILDING COMPLETED
¢
| 485210 B WING_ _|__or142016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE. ZiP CODE

NORFOLK HEALTH AND REHABILITATION CENTER

801 EAST PRINCESS ANNE ROAD
NORFOLK, VA 23504

occupancy of 60 or fewer residenis.

This REQUIREMENT is not met as evidenced
by:

Based on facility document review the facility
staff falled 1o use the services of a registered
nurse {RN) for at least 8 consecutive hours a day,
7 days a week.

The findings included:

A review of the as work schedules from Aprit 2016
through July 2016 were reviewed on 7/14/18,
The review evidenced lhere was no RN on duty
, for at least 8 consecutive hours on the foliowing
days: )
1. Saturday April 30, 2016.
2. Saturday May 28, 2016.
3. Sunday May 30, 2016.
4. Saturday July 9, 2016.

An interview was conducted with the Direclor of
Nursing {DON} on 7/14/18. The DON stated she
had only been in the DON position Tor 2 wesks.
The DON stated the nurse staffing scheduler was
also new in her pesition. The findings of no RN
coverage for 8 conseculive hours on 7/9/16 was
shared. She stated going forward the expectation
would be for the schaduler lo notify her if there s
no RN coverage for iha waekend. The DON also
siated she, the Assistant Director of Nursing or
another RN will be avaitable if no other RN
coverage could be found.

The above findings was shared with the Vice
President of Operations, Eastern Region, the

DON and the Corporate Nurse at the pre-axit
meeting conducted on 7/14/16 at 3:50 p.m.
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Posted 24 Hour Staffing hours will be
reviewed weekly by the Unit Manager
or designee to ensure that there are 8
documented consecutive hours of RN
coverage.
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F ar1 483.35() FOOD PROCURE, F 371
s5=F STORE/PREPARE/SERVE - SANITARY < / s¢ l I
Necessary maintenance service is baing
g';epfacﬂily r;tusdt ; od completed in food service areasina
rocure food from sources approved or it .
considered satisfactory by Fedaral, State or local ;ram ary manner. The ice machine and
authorities; and ver have been cleanad. Items on the
{2) Store, prepare, distribute and serve food drying rack are aflowed to dry
under sanitary conditions completely before being moved to
storage.

Food is being stored, prepared, and
served in sanitary conditions.

This REQUIREMENT is not met as evidenced Dietary staff were educated on:
by:

Based on observalions. staff interviews and s Provision of maintenance servic
facility documentation reviews, the facility staff in food service areas In sanita‘:yes

faited to store, prepare and serve food under

sanitary condilions as evidenced by observations manner

on initial tour during the lunch plaling of food. An * {leaning of dietary equipment
observations were made of a serviceman +  Allowing items to dry completely an
cleaning a floor drain with a splaying substance .

within 4 to 5 feet from steam tabie with food, a :Itr::::ack prio to moving to

heavily solied condensation pipe from the botiom
of the ice machine and a fryer that a large amount

of dark brownish/black ol with a large amount of The RD will compiete random monthly

dark brownish/tilack crumbs in end around the rounds on the kitchen to ensure that

fryer ofl, food Is being stored, prepared, and
o served in sanitary conditions, Issues

The findings included: noted will be referred to the Quality

The fnitial Kitchen Tour was performed on Assurance Cammittee for review and
07/1216 at approximately 11:40 a.m. Upon recommendation.

erdering the kilchen an observation was mads of

the four person steam table taam that was plating

the food for the noon meal with a service parson

snaking out a figor drain with water that was in

¢lose proximity {o the active steam table team

plating the food. The service person was using
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F 371 Continued From page 42
water for the snaking and it was spraying the
surrounding area with water that was spraying out
of the fioor drain. The Dietary Manager came out
of his office that is localad within the kilchen area.
The Dietary Manager was then directed {o the
service parson cleaning the drain and was asked
how far the floor drafn was from the steam table
and he responded: "About 4 1o 5 feet.” The
inspeclion of the freszer unit, walk in refrigerator,
dry storage area, dish machine area, the fryer,
the drying racks and the ice machine was then
completed. The service person was then seen
wiping the sprayed water with a paper towel and
went 1o a different area in the kitchen to address
another fluor drain just as the plating of the food
was completed at the steam table.

The following additional observalions were made
during the initial Tour:

1. inthe Drying rack area with lwo separate
stand alone racks side by side both held cleaned
meta! ilems. The Dietary Manager was asked
about the two racks and he stated: "The first rack
is used for the newly cleaned wet items to dry.
The staff then move the dried items to the second
rack for storage.”. Two large metal mixing bowls
were observed on the rack designaled for the
dried items with multipte droplets of & clear Bquid
on the outside of the bowis. The Dietary Manager
was then directed to the two large bowls and
asked If they belonged on the dried rack and he
stated: "No, they are slill wet."

2. The fryer had a large amount of dark
brownish/black ofl with a large accumulation of
crumbs floating on the top of the oil and around
the surrounding inner surface of the fryer. The
Dietary Manager was asked about the condition

F 371
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of the fryer and its contents and he stated; "We
haven' used the fryer for a few days.” The
cleaning scheduie for the fryer was requested but
was not submitted.

3. Underneath the ice machine a one {1)inch
drain pipe coming out of the bottom of the ice
machine was observed to have a large build up of
brownish colored debris covering the end of the
pipe two {2) inches above the floar drain and
extended from the opening of the pipe to
approximately one and a half {1 1/2} inches up
the pips towards the bottom of tha ice machine.
The Dietary Manager was asked o observe the
area and stated: “That's just a drain for the ice
machine, It's just the color of the pipe.”

4, The Dielary Manager was then asked aboul
the service person cleaning the floor drain during
the plating of the rasidents’ noon mesal. He
stated: "The maintenance department arranged
for the service. | didn't have anything o do with
that.”" When asked if he felt that the spraying
water/drain cleaning was a safe proximity during
the plaling of the food he stated: *} didn't make
the arrangements. We had a clogged drain over
by the freezer and the drains needed to be
cleaned out.”

An interview was conducted on 07/13/16 at
approximately 8:50 a.m., in the kitchen with the
Dietary Manager. The Dietary Manager )
proceeded 1o the fryer which was totally cleaned
put of the brownish/black oil with the large
amount of crumbs that had been vbserved the
previous day. He stated: "} forgot that the fryer
was used the night before and had not been
cleaned so | had the kitchen crew clgan it out.
New oif will be put in the fryer before it is used
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F 371 Continued From page 44
again.” An observation of the drying rack area
was made and the two free standing racks were
not in close proximity lo each other. The Dietary
Manager stated: "l moved the racks so the slaff
would know one was to be used for drying and
the other to be used for slorage.” Me then
proceeded to the ice machine. It was observed
that the white drain pipe coming from the ice
machine was without the brownish black
subslance. He staled: "I cleaned the pipe
myself, !thought that it was just a stain but it
came off." In addition to the above the Dietary
Manager stated: "I just want you to know (hat the
kitchen fieor was cleaned and sanitized last
night.” He fusther stated; "If the drains need to
be cleaned again Il make sure that it isn't done
during the plating of the food.”

Administration which consisted of the
Administrator and the Corporate RN (registered
nurse) consultant was informed of the findings at
a briefing on 07/13/18 at approximately 8:10 a.m.
No additional information was submitted for
review,

483.60(b), (d), (e} DRUG RECORDS,
LABEL/STORE DRUGS & BIOLOGICALS

Fa3
§5=0D

The facility must employ or obtain the services of
a lieensed pharmacist who eslablishes a system
of records of receipt and disposition of all
controlled drugs in sufficient detail to enable an
accurate reconciliation; and determines that drug
records are in order and that an account of all
controlled drugs is maintained and periodically
reconciled.

Brugs and biologicals used in the facllity must be
labeled in accordance with currently accepted

F 37t

F 431 3
Resident #19 is recelving medication ﬁ/ 2 I !

iabeled with appropriate Instructions.

The PPD vial was replaced, dated when

opened and stored appropriately,

Orders for ointments, creams, and gels
were reviewed to ensure that the order
was complete with appropriate
instructions, PPD vials were reviewed to
ensure that the vial was dated when
opened.
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professional principles, and include the
appropriate accessory and cautionary Charge Nurses were educated on:
instructions, and the expiration date when
applicable. + Incluslon of site in orders for
| cond th State and Faderal h ointments, creams, and gels
n accordance w ate and Federal faws, the
facitity must store all drugs and biclogicals in ’ . Dating of vials when opened
locked compariments under proper temperature The Unit Manager or designee will

contrals, and permit only authorized personnel to

have access to the keys. monitor new orders to ensure that the

site is listed as indicated. A random

The facility must provide separately locked, weekly audit of the Medication Room
permanently affixed compariments for storage of refrigerators will be completed by the
controlled drugs fisted In Schedule il of the Unit Manager or designee to make sure

Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose can
be readily detected,

that vials are dated when ppened.

This REQUIREMENT is not met as avidenced
by:

Based on observation, staff interview, clinlcal
record review and facility document review the
facility steff failed {0 ensure drugs were iabeled o
include appropriate instructions for 1 of 27
residents In the survey, Resident #19 and failed
to ensure bivlogical's stored inside one of three
medication rooms were dated when opened,

1. A tube of Diclofenac topical gel 1% for
Resident #19 did not include appropriate
instruclions for the application of the gel,

2. Two muiti-doge vials of Aplisol-Tuberculin
purified protein derivalive were not labslad when
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opened.
The findings included:

1. Resident #19 was originally admitled o the
facility on 2/26M13 with a readmission dale of
6/9/186 with diagnoses 1o include chronic pain
syndrome, polyosteoarthritis and cognilive deficit
related to cerebral vascular disease.

The current MDS (Minimum Data Sel) a quarterly
with an assessment reference date of 6/16/16
coded the rasident as scoring an 8 out of a
possible 15 on the Brief Interview for Mental
Status (BIMS), indicating the resideni had
moderately impaired cognition. Under section J.
Health Condilions Pain Management the resident
was coded as having pain almoest conslantly that
was raled as an 10 out of a possible 10 { zero
being no pain and ten as the worst pain).

A medication pass and pour chservalion for
Resident #19 with Licensed Practical Nurse #2
{LPN)was conducted on 7/12/16 at 5:30 p.m.
The nurse obtained a tube of Diclafenac lopicai
gel 1%, the lube did not have directions on where
lo apply the gel. The pharmacy labeled read,
apply 1 application transdermally four times a day
relatad lo chronic pain syndrome, The nursa then
antered the resident's room and asked the
resident where he wanted to gel placed. The
resident pointed to his lefl upper chest area, left
elbow and left wrist area. Afler leaving the room,
the nurse was asked where is the Diclofenac
topical gel supposed {0 be applied to the resident
as the pharmacy label did not havs these
instructions. The nurse stated, "He usually wants
it on his etbows",
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On 711316 at 9:45 a.m., LPN #3 was interviewed.
She was shown the physician order for the
Diclofenac topical gef 1%, printed on the
Medication Review Report and the electronic
Medication Administration Record {MAR). The
physlcian order dated 6/5/16 read: Diclofenac
topical gel 1%, apply 1 application transdermally
four times a day related to chronic pain
syndrome. The nurse was asked ifthiswas a
comnplete order. After reading the order, she
stated, "No, it is an incomplete order...it doesn't
say where to apply it...it actually goes to his
joints.. sibows, knuckies, knees...[ wili get a
elarification order.”

The physician clarification order obtained for
7/13/16 read, Dicloferiac Sodium Gsi 1% Apply 1
application transdermaily four times a day related
to chronic pain syndrome, Apply lo elbows,
knees, hands, sternum and rib bones. Dacument
site, {aress of application may be omitted based
on resident preference).

During the pre-exit meeting conducted on 7/14/16
the above findings was shared with the acting
Administrator (the Vice President of Operations),
the Diractor of Nursing and the Corporate Nurse.
An opporiunily to provide additional information
was provided at this time.

2. On 7/13/16 at 8:40 a.m., the unil 2 third ficor
medicalion room was inspected. Accompanying
this inspector was Licensed Practical Nurse #1
{LPN). Two opened multi-dose vials of
Aplisoi-Tuberculin purified protein derivalive were
found stored inside a small claar plastic labeted
bag conlaining other unopened Aplisol vials. Both
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of these openad vials were not dated when
opened. The nurse was asked if the two opened
vials shouid be labeled with an open date, she
stated "yes”. When asked how long are 1he vials
good for once opened, she slated, "I'm not sure
but 1 will find out®.

Several minutes later LPN#1 approached this
inspector and stated, "if {the Aplisol multi-dose
vial) is good for 30 days after opening i, | will
discard them”,

On 7/14116 at 3:20 p.m., the Corporale Nurse
stated muiti-dose vials should be dated when
opened.

The pharmacy Recommended Minimum
Medication Storage Parameters {based on
manufaciurer guidance) last revised 3/31/14
read, in part: Aplisol Injection (tuberculin test)
Store in refrigerator at 36-46 degrees Fahrenheit,
Protect from light, Date when opened ang discard
unused portion afler 30 days.

Buring the pre-exit maeling conducted on 7/14/16
the above findings was shared with the Vice
Prasident of Operations Eastern Reglon, the
Director of Nursing and the Corporale Nurse. An
opporiunity lo provide additional information was
provided at this time.

No further information was provided prior o exit,
F 441 483.65 INFECTION CONTROL, PREVENT F 441
§8=D SPREAD, LINENS

The facility must establish and maintain an
infaction Controt Program designed {o provide a
sale, sanitary and comfortable envirgnment and
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{a) Infection Control Program

The facility must establish an Infection Contral
Program under which it -

(1} Invesligates, controls, and prevents infections
in the facliity;

{2} Decides what procedures, such as isolation,
shauld be applied to an individual resident; and
{3} Maintains a record of incidents and corrective
actions related (o infections.

{b) Preventing Spread of Infection

(1) When the Infection Control Program
determines that a resident needs isolation to
prevent the spread of infection, the facility must
isolate the resident.

{2} The facility must prohibit employees with a
communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will transmit the disease.

(3) The facility must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professionat practice.

(c) Linens

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

This REQUIREMENT s not met as evidenced
by:
Based on observations, clinical record review,
facllily decumentation, and staff interviews the
facility staff failed to follow infection control

following Infecticn control practices to
prevent the spread of infection,

Residents with precautions were
reviewed to ensure that appropriate
precautions are followed by staff.

Charge Nurses and CNAs were educated
on:

*  Proper PPE when entering
precaution room

Use of appropriate PPE will be
monitored on a random weekly basis by
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to help prevent the development and transmission ol
of disease and infection, Resident #16 is receiving care by staff ® ( 7 ,

the Unit Manager or designee to ensure

that appropriate infection control
practices are followed to prevent the
spread of infection,

FORM CMS-2562(02-59) Previsus Versions Obio'ate Event iD-WWvUH

Fatilily tD: VAN 72 If coninuation sheet Page 50 of 58




PRINTED: 07/22/2016

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTIDN IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
485210 B WING 07/14/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE -
901 EAST PRINCESS ANNE ROAD
NORFOLK HEALTH AND REHABILITATION CENTER | nomFoLK, va 23504 |
YD SUMMARY STATEMENT OF DEFICIENCIES [} PROVIDER'S PLAN OF CORRECTION (%51
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETON
e REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)
F 441 Continued From page 50 F 441

practices to prevent the spread of infection for 1
of 27 residents in the survey sample, Resident
#16.

The facility staff failed to follow posted Contact
isolation Precautions for Resident #16's
Methicillin Resistant Staphylococous Aureus
Infection of the left great tos when entering the
resident's room.

The findings included:

Resident #16 was a 53 year old admitted to the
facility on 4/27/16 with diagnoses to include
*Osteomyelilis of the left foot, *Methicillin
Resistant Staphylococcus Aureus infection of the
ieft great toe, and "End Stage Renal Disease.

*Osteomyelitls: local or generalized infection of
bone and bone marrow, usually caused by
bacteria introduced by trauma or surgery, by
direct extension from a nearby infection, or via
the bloodstream.

*End Stage Renal Disease: a disease condition
that is essentially terminal because of irreversible
damage lo vital lissue or organs. Kidney or renal
end stage disease {s defined as a point at which
the kidney is so badly damaged or scarred that
gialysis or transplantalion is required for patient
survival,

The above definitions were derived from Mosby's
Dictionary of Medicine, Nursing, and Health
Professions 8th Edition.

*Methicillin Resistant Staphylococcus Aureus
infection (MRSA): is a lype pf staph bacteria that
is resistant o certain antibiotics called
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betalactams. These antibiotics include methiciliin
and other more common antiblotics such as
oxacitlin, penicillin, and amoxicillin. More severe
or potentiaily life-threatening MRSA infections
pocur most frequently ameng patients in
healthcare seflings.

www.cde.gov

A review was compleled on Resident #16's
Minimum Data Set (MDS) Comprehensive 5§ day
Admission Assessment with an Assessment
Relerence Dale of 5M4/18. The resident's Brief
Interview for Menta! Status {(BIMS} was a 15 cut
of a possible 15 indicaling the resident was
cognitively intact and capable of daily decision
making. Undar Section N, Medications Received
Resident #16 was coded 1o have received an
antibiotic for 7 days of the look back period of the
assessment. Under Section 0, Special
Treatment, Procedures, and Programs Resident
#16 was nol coded under Isolation or quarantine
for aclive infectious disease even thought
physician orders, treatments, and diagnoses
indicated Contact Isclation was in place due to an
active MRSA infection of the resident’s left great
{oe,

Resident #16's Comprehensive Plan of Care was
reviewed and documented in part, as follows:

Focus:

The resident has Osteomyelitis of the left foot and
ankie; currently on IV ABT. Date Initiated:
4128116 Revision on: 4/28/16

Interventions; :
Precaulions {Contact) as ordered. -
Date Iniliated: 4/28/16 Revision on; 7/12/16

F 441
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A review of Raesident #16's Progress Notes
documented in pari, as follows:

Date 4/27/16 at 7.55 p.m.

Resident admitied to Norfolk Healthcare from
{name, area hospilal), Resident has 2cm
{centimeter) incision with sulures to left greal toe.
Resident has ceniral line {o left chest and fistuiz
1o right arm. Resident on contact isolation for
MRSA {o left great

loe.

Date 4/30/16 at 2;10 p.m.
Continues to be on isolation far MRSA on left
foot,

Date §/1/16 at 2:13 a.m,
Isolation conlinues related to MRSA.

Date 5/2/16 at 2:59 p.m.
Continues to be on isotation for MRSA left great
toe open area,

Date 7/10/16 at 11:26 a.m.
Remains on conlact isclation precaution for
MRSA to feft foot.

Date 712116 at 11:28 p.m.
Continues on IV {intravenous) ABT (antibiotic) for
MRSA.

A current Physician Order on the July 2018
Treatment Adminisiration Record with nursing
signatures from 7/1/16-713/16 documented in
part, as Tollows:

Contact Isotation MRSA L (left) fool. every shift
for isolation,
-ORDER Date- 4/28/16 6:02 a.m.
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On 7112116 at 4:10 p.m. an cbservation of a
Contact Isclation Precaution Sign was made of
Resident #16's door documented in pari, as
follows:

STOP Contact Precaulions

Visitors must report to Nursing Station before
entering.

*Perform hand hyglene using soap and water
and/or alcohol-based rub before entering and
before leaving room.

*Wear gown and gloves when entering room or
gublcle.

*Bag linen to prevent contamination of self,
environment ar outside bag.

*Discard infectious trash o prevent contarination
of seff, environment or culside bag.

revised 12/09

On 7/12/16 at 4:10 p.m. while compleling a
medication pass review LPN {Licensed Practical
Nurse) #4 asked CNA (Certifiad Nursing
Assisiant) #1 to obtain Resident #16's supper
tray. CNA#1 returmed with Resident #16's
supgper tray and carried the {ray into the resident’s
room placing it on the bedside table and then
exitad the room failing to follow any Contact
1solation Pracautions. LPN #4 them asked CNA
#1 to ask Resident #16 if he wanted vanifla
pudding with his medications. CNA #1 again
entered Resident #16's room and exited failing to
observe or follow any Contact isolation
Precaulions. This surveyor asked CNA #1 what
should she have done prior to entering the
resident's room. CNA# staled, "l should have
gowned and gloved up, | was rushing.” The
surveyor asked, "Why shoutd you have gowned
and gloved up?" CNA#1 slated, "l should have
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gowned and gloved up because he is on isclation
and we don’l want to spread the infection io
others. This is my first survey.” The surveyer
asked CNA #1 how iong she had been a CNA
and if she had received any training or Contact
{solation. CNA#1 siated, "l have been a CNA for
2 years and yes | have had {raining on contact
isolation.”

The facility policy {iled "Transmission Based
Precautions” effective date 2/1/15 documented in
part as follows:

Policy: The Center initiates transmission based
precautions {to include droplal and contact
precautions} as recommended by the Center for
Dissase Control.

Procedure:

1. Transmission based precautions are designed
for patients documented as suspected to be
infacted or colonized with highly fransmissible or
epidemislogically important pathogens for which
additional precautions beyond standard
precautions are needed to interrupt transmission.
¢. Contact precautions (e.g., MRSA) in addition
to standard precautions, for spacified patients
known or suspected to be infected or colonized
with epidemiclogically imporiant microorganisms
that can be transmitied by direct contact with the
patient (hand or skin-lo-skin contact that occurs
when performing patient-care activities that
require touching the patient's dry skin) or indirect
confact (fouching} with environmental surfaces or
patient-care ilems in the patient's environment.
2. Gloves and Handwashing

a. Perform hand hyglene before entering room
and after removing PPE {personal proteclive
equipment} upon room exit.

F 441
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b. Wear gloves when entering room and
whenever louching the patient's intact skin,
surfaces or arlicles in close proximity.

3. Gown

in addilion lo standard precautions, wear a gown
{a clean non-slerile, water-resistant gown is
adequate) when entering the raom. Remove the
gown before leaving the patient's environment.

On 7/14/16 at 3:45 p.m. a pre-exit debriefing was
held with the Administralor, Director of Nursing,
and the Nurse Consultant where the above
findings were shared. The Director of Nursing
was asked what would she have expecied of her
staff in regards and residents on Contact
Isolation. The Director of Nursing stated, "For her
to have used her PPE (personal protective
equipment) gown and glove before entering the
resident’s room, She knew what tc do and we
started inservicing that night."

Prior lo exit no further information was provided.
F 456 483.70{c){2) ESSENTIAL EQUIPMENT, SAFE F 456

ss=p OPERATING CONDITION The lighting in question in the boiler

room was removed on 7/14/16. [2} l 2L I te

The faclity must maintain all essential
ol ’ The facility is maintaining the boiler

mechanical, electrical, and patient care

equipment in safe operating condition. room in safe operating condition.
An insulation company is contracted to

This REQIIREMENT is not met as evidenced do wrapping of the pipes In question on
by: _ . 8/3/16. %

Based on observation, staff interview, and facility ;
documentation review Lhe facility staff failed lo Following the pipe Insulation, the ‘
z:;:‘;e ::’;?:“a' e!c;lg!pment was maintained in a Malintenance Director will complete a

P g condition. random weekly observation of the

The facility staff failed to wrap the air conditioning boiler room to ensure that there isno

condensation. _
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pipes in the boiler room to ensure the
condensation would not drip on lighling. The
lighting in question was removed immediately {20
minutes} ensuring safety until the company could
arrive and wrap the pipes 1o decrease the amount
of condensation.

The findings included:

During the routine general observation tour on
7/14/16 at approximately 12:25 p.m. with
Maintenance Director (Others #4) it was observed
that the airconditioner pipes above the hanging
lighting fixture was dripping condensation onto
the proteclive top of the lighting fixture. It was
also observed that several older pipes in the
middie of the room were dripping condensation
water forming puddies onto the floor.

immediately, Surveyor #1 and Others #4 went 1o
get Surveyors #2 and #3 and administrative #2
{VP Operation- acting Administrator} with
Administrative #G {Regional Director) to abserve
the boiler room.

At 12:30 p.m. Administrator #2 stated, "We had a
contractor out yesterday to fix the chilier which
impacted the common areas {air conditioning).
The contractor removed the insulation on the pipe
above the lighting fixture to fix the problem with
{he air conditioning, The company was to relurn
and replace the insuiation. This is part of a bigger
project we are working lo completely, the
replacement of old pipes and recovering of pipes
in the middle of the room also.”

Immediately, The VP had the light fixture
removed and capped off the electricity and placed
the wire far above the dripping pipe to ensure
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safety. A call was placed lo the repair company
and they immediately came to cover the pipe lo
prevent further condensalion over the fixture,

According to Adminisier staff #6, the pipes in the
midedife of the room were not dripping because of
yesterdays repair but had been dripping down into
iwo drains located in the corners, The drains
were out of reach fo assist the puddle clean up.,
The maintenance Director had the puddies
mopped into drains and place buchets on the
floor in the middie of the room and under the side
where the new drips cccurred. All was observed
{o be safe by 1:.00 p.m.

In an interview with Administrative Steff #2 an
7114116 at approximately 1:05 p.m.
documentation was presented that a proposal
was made on 1/6/16 and read "lo install new
insulation on the chilled water piping mains above
the lobby and to remove existing insulation and

* install new pipe insulation”. According to
Adminisirative staff #2 a larger repair needed 1o
oceur in order to replace older pipes and
rainsulate the pipes in the boller room.

The facility administration was informed of the
findings during a briefing on 7/14/16 at
approximately 4:10 p.m. Adminisirative stafl #2
did state, "l agree 100 % that this jold worn pipes,
chiller pipes] needs to be maintained in a safe
condition.” The facifity did not present any further
information about the findings.
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