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as her own respansible party 4 DCS and or ADCS wil

conduct random quality
monitoring of resident transfer
discharge documentation, 3
times per week for 4 weeks, then

During an interviaw on 12/13/18, the resident
reported being generally content with physical
care received, bul indicated a desire 10 transfer to

another facility prior to the planned ban on weekly for 3 months. Findings to
smoking starting in February 2019. The resident be reporied to QAPI commitiee
reported having asked several times about monthly and updated as
progress toward the transfer. but having no indicated. Quality monitoring
timeline for the transfer. The resident also schedule modified based on
reported being sent to the hospital for findings.

frachaostomy revision the month before. The 5. Date of Compliance

resident said she had been given no writien 1/28/2018.

notice of the reasons for transfer to the hospital.

Clinical record review reveled that on 11/2/18, 3
staff member took the resident's cigarettes. The
CNA and nurse on duty toid the resident she
could not smoke &s a safety concem. The
reskdent's smoking assessment from 9/23/28
indicated the resident was safg as an
indapendent smoker. The resident requested to
leave AMA (against medical advice), signed
paperwork indicating that was her intent, and
started cafling family and friends for aride. Staff
called the resident's father {this was not a
guardianship situation} and he said not to let her
leave and to get her a psychiatric evaluation.
Staff requested 2 ECO (emergency commitment
; order) and called an ambulance to take the

! resident to the hospital There was no indication
! the resident's physician was notified of the

: situation or that there was a changa of condition
requiring hospitalization. :

In the hospila’ discharge summary, the hospital
psychiafrist assessment dated 11/2/18 said tha
resident was exhibiting no symptoms, but wanted
her to stay at the hospital until Adu't Protective
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Services {APS) could {alk to her- concern was the
resident's safety from facility siaff. The hospital
note included in history thal nursing home staff
called the police and reported Resident #89 was
trying to blow up the bullding and kill residents.
Police declined ta remove her from the building
after interviewing the resident and her room mate
(who said the resident had not said that but the
nurse had).

A nurse's note dated 11/2/18 indicated that the
resident reported to staff that she felt staff was
stealing from her and that the resident signed
papserwork indicating intention to leave before
staff called police to deal with the situation (it was
unclear whether the police were supposed to
remove the resident or prevent her from leaving,
but that she would not be allowed to leave with
the person of her choice). A nurse’s note dated
11/3/18 Indicated that the resident asked to
smoke and the nurse refused o give her
cigarettes. saying that the resident was told she
couldn't take off her oxygen because saturation
levels might drop and the ressdent was given a
sedative medication instead.

During an interview on 12/14/18 at 10:10 AM, the
DCS said that there was a lot of concern about
the resident's safety. However, the surveyor was
unabie to locate documentation of behavior,
notifying the physician of behavior changes, or
retraining staff concerning de-escalation of
behaviors before calling police. Facility staif were
unable to locate documentation of any record of
behavior or symptoms.

The surveyor discussed the 11/2 incident with the
Business office director, who obtained the ECO
order. She stated she was working on 11/2/18

F 624
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and came in after dinner and the police were
there. Staff told her that the resident wanted to
smoke. She had returned from the doctor's office
saying she was cleared to smoke. Staff told the
Business Office Manager the resident was
smoking outside hours and getting upset when
they told her she couldn't. Staff said the
roommate was upset and wouldn't go in the room
in case the resident smoked. The Business
Office Manager never saw the resident or talked
to the room mate. The Business Office Manager
called the administrator who told her he had been
dealing with the sltuation for hours, He told her to
go downtown to get 2 TDO (calied ECO above).
The Business Offica Manager took some
statemants from a supenvisor and a CNA to the
magistrate for a TDO (ECO).

There was no transfer summary or assessment in
the medical record for that date. The director of
nursing was unable to ‘ocate any transfer
documentation, assessments, or written
notification of the reason for transfar given to the
resident, a family member, or hospital staff.

During a summary mesting on 12/13/18, the
surveyor reparted to the administrator, diractor of
clinical {DCS) and the corporate regional director
for dlinical services the concern with the situation
on 11/2 described in the record. Staff did not
record any assessment or complete a transfor
assessment or contact the resident's physician
prior to the transfer.

Notice of Bed Hold Policy Bafore/Upon Trisfi
CFR(s): 483.18(d){1}{2)

§483.15(d) Notice of bed-hold policy and return-

F 524

F 825
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specifies-

facility;

resident to return; and

of this section.

the time of transfer of a resident for

by:

policy to the resident or the resident’s

the resident goes on therapeutic ieave, the
nursing facility must provide written information to
the rastdent or resident representative that

{i) The duration of the state bed-hold policy, i
any, during which the resident is permitted to
return and resume residence in the nursing

(i) The reserve bed payment policy in the state
plan, under § 447 .40 of this chapter, if any;

{iii} The nursing facility's policies regarding
bed-hold periods, which must be consistent with
paragraph {(e){1} of this section, pemitting a

{v) The information spscified in paragraph (e)(1)

§483.15(d)(2) Bed-hoid notice upon transfer. At

hospitalization or therapeutic leave, a nursing
facllity must provide to the resident and the
resident representative written notice which
specifies the duration of the bed-hold policy
described in paragraph (d){1) of this section.
This REQUIREMENT is not mat as avidenced

Based on staff interview, facility document review
and clinical record review, the facility staff failed
to provide written information about the bed hold

representative prior to and upon transfer to the
hospital or therapeutic leave. This information
must be provided to all facility residents,
regardlass of their payment source and include
the duration of the state bed-hold policy. if any,
during which the resident is permitted to return
and resume rasidence in the nursing facility; the

Policy Before/Upon Transter

1. Resident #89 transferred to
the hospital on 11/02/2018 and
returned within 24 hours and has
not had any additional transfers.
Resident #90 discharge from
facility on 12/29/2018. Resident
#58 re-admitted to facility on
12/5/2018 and has not had any
additional transfers. Resident
#22 re-admitted fo facility on
14/10/2018 and has not had any
additionat fransfers. Resident#5
re-admitted to facility on
8/27/2018 and has not had any
additional transfers. Resldent
1#55 re-admitted to facility on
111242018 and has not had any
additional transfers. Lead
Admissions re-educated on
facility bed hold poficy and
procedure on 1/21/2019.

2. The UMs will complete quality
review of residents transferred
andfor discharged in the last 30
days to ensure appropriate
documentation is in the
resident's medical record that
resident or resident
representative had been given
information pertaining to bed
holds on 1/25/2019. Follow up
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reserve bad paymant policy in the state plan, and
the nursing facility's policies regarding bed-hold
period permitting a resident to return.  This
failure effected six of 23 residents (Resident #89,
Residant #20, Resident #58, Residant #22,
Resident #5, and Resident #55)

The findings included:

1. The facility staff failed to provide written bad
hold notice information when residents were
transferred to the hospital-Resident #58.

Six residents were identified to hava baen
transferred to local hospitals (Resident #89,
Resident #90. Resident #58, Residant #22,
Resident #5, and Resident #55). After reviewing
the clinical record, none of the six had
documentation that the resident or resident
representative had been given information
pertaining to bed holds.

Resident #58's quarterly nunimum data set
(MDS) assessment with an assessment
referencs date (ARD) of 11/7/18 assessed the
resident with a BIMS (brief interview for mental
status) as 03/15. Section G Functional Slatus
assessed the resident to need extensive
assistance of one person for personal hygiene
and was tolalty dependent on one person for
bathing. Resident #58 was in the process of a
significant change MDS and comprehensive care
plan. Resident #58 was admitied to the hospital
11/26/18,

The surveyor interviewed the admissions staff on
12/14/18 at 11:25 a.m. The lead admissions staff
stated the facility does not offer a bed hold due to
the facility atways having beds available. The lsad
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3. The ADCS and or RDCS will
provide re-education to licensed
staff and Interdisciplinary team
on the federal regulations and
guidelines for the notice of bed
hold by 1/28/2019.

4. DCS and or ADCS will
conduct random quality
monitoring of resident transfer
discharge documentation lo
ensure resident or resident
representative have been given
information pertaining to bed
holds, 3 times per week for 4
weeks, then weekly for 3
months. Findings to be reported
to QAP1 commiltee monthly and
updated as indicated. Quality
monitoring schedule modified
based on findings.

5. Dafe of Compliance
1/28/2019.
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admissions slaff stated if a resident was coming
straight back to the same room that room was left
undisturbed. The lead admissions staff stated,
“We don't even pack the bags. 1| didn't think it
was necessary (o offer a bed hold because thay
are coming back fo the same room." The lead
admissions staff informed the surveyor that
information on the bed hold policy was given
andfor provided in the resident's admission
packet The surveyor requested a copy of the
bed hold policy.

The surveyor reviewed the policy titled "Bed Hold
Effective Date 03/01/2015 Revision Date
11/1/2017 on 12114718, The policy read in part
"Resident or resident representative will be
notified on admission, and at the time of transfer
{to the hospital or therapautic leave) of the bed
hold policies, according lo Federal and/or State
requirements. Procedure; 2. At the time of
transfer ta the hospital or therapeulic leave, the
center will provide a copy of notification of bed
held. Requirement at the time of transfer s met if
the resident's copy of the notice Is sant with othar
papers accompanying the resident to the
hospital.”

The surveyor informed the administrator, the
director of nursing and the regional registered
nurse of the issue in the end of the day meeting
on 12/14/18 at 2.00 p.m.

No further information regarding this issue was
provided to the survey team pricr to the exit
conference on 12/14/18.

2. The facility staff failed to provide written
documantation of bed hold information to
Resident #55 when transfarred to the hospital,
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The clinical record of Resident #55 was reviewad
12/12/18 through 12/14/18. Resident #55 was
admitted to the facility 8/22/18 and readmitted
10/19/18 and 11/21/18 with diagnases that
included but not limited to type 2 diabetas mellitus
with hyperglycamia, cerebral infarction dua to
embolism of cerebral artery, dysphagia, miid
cognitive impa'rment, lack of coordination,
cognilive communication deficlt, aphasia, acule
cyslitis without hematuria, anxiety, bipolar
disorder, hyperlipidemia, major depressive
disorder, hypertension, and migraines.

Resident #55's 14-day minimum data set {MODS)
with an assessment reference date (ARD) of
11/2/18 assessed the resident with a BIMS (brief
interview for mental status) as 15/15.

Resident #55's current comprehensive care plan
identified the resident to be at nutrition/hydration
rigk rit (related to) altered nulrient utilization AEB
(as evidencad by) diagnoses include DM2
(diabetes mellitus 2) with poorly controlled serum
glucose levels, HgbA1c (hemogicbin A1C) at
13.2% 8/18/18. Interventions inciuded to obtain
and monitor lab/diagnostic work as ordered.
Report resuits to MD (medical doctor) and follows
up as indicated. Date initiated 8/27/18 and
ravision on 12/12/18.

Resident #55 was admitted to the hospital
11/12/18. The surveyor was unable 1o find
documentation in the clinical record of required
paperwork and notification and informed the unit
manager hcensed practical nurse #2 on 12/13/18.

The surveyor interviewed the admissions staff on
12/14/18 at 11:25 am. The lead admissions staff
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stated the facility does not offer  bed ho'd due to
the facility always having beds available. The lead
admissions staff stated if a resident was coming
straight back to the same room, that room was
left undisturbed. The lead admissions staff stated,
“We don't even pack the bags. | didn't think it
was nacassary to offer a bed hold because they
are coming back to the same room." The lead
admissions stafl informed the surveyor that
information on the bed hold policy was given
and/or proviced in the resident's admission
packet. The surveyor requested a copy of the
bed hold policy.

The surveyor reviewed ths policy titled "Bed Hold
Effective Date 03/01/2015 Revision Date:
11/1/2017 on 12/14/18. The policy read in part
“Resident or resident representative will be
notified on admission, and at the time of transfer
{to the hospital or therapeutic leave) of the bad
hold policies, according to Federal and/or State
requirements. Procedure: 2. At the time of
transfer to the hospital or therapeutic leave, the
center will provide a copy of notification of bed
hold. Requirement at the time of transter is met if
the resident's copy of the notice is sent with other
papers accompanying the resident to the
hospital."

The surveyor informed the adminisirator, the
director of nursing and the regional registered
nurse of the issue in the end of the day meeting
an 12/14/18 at 2:00 p.m.

No further information regarding this issue was
provided to the survey team prior ta the exit
conference on 12/14/18.

3. For Resident #89, facility staff fafled to provide
bed hold policies or written nolice of transfer.

F 625;
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Resident #89 was admitted to the facility on
3/28/17. Diagnoses included, but were not
himited to, hemiplegla and hemiparesis following
subarachneid hemorrhage, dysphagia, encounter
for care of tracheostomy, atheroscleratic heart
disease, post-traumatic stress disorder, bipotar
disorder, atherosclerotic heart disease, diabetes
melitus type 1, and chronic obstruclive pulmonary
heart disease. On the quartarly minimum data
set assessment with assessment refarence data
10/10/2018. the resident scored 15/15 on the
brief interview for mental status and was
assessad as lacking signs of delirium, psychosis,
or behaviors affecting self or others.

The clinical record indicated the resident was
hespitalized 11/2-11/318. On 12/14/18 the
surveyor interviewed the unit manager about the
transfer paperwork. The unit manager attempted
to locate the transfer summary and order
summary and said she would find out if anyone
gave the resident or representative a written
natice of the reason for transfer and the bed hoid
paolicy.

The administrator and director of clinical services
were notified of the concern during a summary
meeting on 12/14/18. No transfer summary for
the receiving facility, written notice of transfer for
the resideni and rapresentative, or bed hold
palicy were found for the 11/2/18 hospitalization.

4. For Resident #80, faciity staff failed to provide
bed hold palicies or written notice of transfer.

Resident #90 was admitted to the facility on
6/12/18 and readmitted on 12/6/18 with
diagnoses including chrenic respiratory failure,

F 625

FORM CMS-2567(02-69) Previous Versions Obsolete Evenl 1D; Y3F 114

Faaiity I0: VADZ08 if contiruation shest Page 106 of 187



From:Pheasant Ridge MNursing & Rehab

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE &

5407255735

o1/23/2019 14:26 #2500 P.111/191

PRINTED: 01/16/20189
FORM APPROVED
MB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDER/SUPPLIER/CLIA
{DENTIFICATION NUMBER:

495326

(X2) MULTIPLE CONSTRUCTION
A BUILOING

B. WING

(X3) DATE SURVEY
COMPLE TED

c

12/14/2018

NAME OF PROVIDER OR SUPPLIER

PHEASANT RIDGE NURSING & REHAB CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
4386 PHEASANT RIDGE ROAD, SW
ROANOKE, VA 24014

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

iD
PREFIR
TAG

PROVIDER'S PLAN OF CORRECTION 15
{EACH CORRECGTIVE ACTION SHOULD 8E CONPLETION

CROSS-REFERENCED TO THE APPROPRIATE DATE
OEFICIENGY)

F 625 | Continued From page 106

toxic encephalopathy, dysphagia, end stage renal
disease with hemodialysis, hypertension, type 2
diabetes mellitus, and dysphagia. On the
quarterly minimum data set assessment with
assessment reference date 11/18/18, the resident
scored 15/15 on the brief interview for mental
status and was assessed as without signs of
delirium or psychosis and verbal behaviors on a
daily basis.

The clinical record indicated the resident was
hospitalized 12/3-12/8/18 after complaining of
headache and having seizure. On 12/14/18 the
| surveyor interviewed the unit manager about the
transfer paperwork, The unit manager attempted
to locate the transfer summary and order
summary and said she would find out If anyone
gave the resident or his representative a written
notice of the reason for transfer,

i The administrator and director of clinical services
* were notified of the concern during a summary
meeling on 12/14/18. No transfer summary for
the receiving facHity,written notice of transfer for
the resident and representative, or bed hold
policy were found for the 12/3/18 hospitalization.
5. The facility staff failed to provide written bed
hold notification to the resident and the resident
represantative when Resident #5 was transferred
fo the hosprtal 8/12/18

Resident #5 was readmitted to the facility 8/27/18
with diagnoses thal included but not limited to
hypertension, major depressive disorder, anxiaty
disorder. and benign prostatic hyperplasia.

The clinical record for Resident # & was reviewed
on 12/13/18 at 10:41 am. The most recent MDS
(minimum data set) assessment for Resident # 5

F 825
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was a quarterly assessment with an ARD
(assessment reference date) of 9/3/18. Section C
of the MDS assesseg cognitive patterns. In
Section CO500, the facility staff documented that
Resident # 5 had 8 BIMS (brief interview for
mental status) score of 15 out of 15, which
indicated that Resident # 15 was cognitively
intact. l i

The surveyor was unable to locate documentation
that the staff had provided the bed hold notice to
Residant #5 when the resident was transferred to
the hospital on 8/12/18.

The surveyor interviewad the admissions staff on
12/14/18 at 11:25 a.m. The lead admissions staff
stated the facility does not offer a bed hold dus to
tha facility always having beds avaiable. The lead
admissions staff stated if a resident was coming
straight back to the same room, that room was
teft undisturbed. The lead admissions staff stated,
"We don't even pack the bags | didn't think it
was hecessary to offer a bed hold because they
are coming back o the same room." The lead
admissions staff informed the surveyor that
information on the bed hold policy was given
andfor provided in the resident's admission
packet. The surveyor requested a copy of the
bed hold policy.

The surveyor reviewed the policy titled "Bed Hold
Effective Date 03/01/2015 Revision Date;
117112017 on 12/14/18. The policy read in part
"Resident or resident representative will be
notified on admission, and at the time of transfer
{to the hospital or therapeulic leave) of the bed
hold polictes, according to Federal and/or State
requirements. Procedure; 2. At the time of
transfer to the hospital or therapeutic leave, the
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center will provide a copy of notification of bed
hold. Requirement at the time of transfer is met if
the resident's copy of the notice is sent with other
papers accompanying the resident to the
hospital.”

The surveyor informed the administrator, the
director of nursing and the regional registarad
nurse of the issue in the end of the day mesting
on 12/14/18 at 2:00 p.m.,

No further information regarding this issue was
provided 1o the survey team prior to the axit
conference on 12/14/18.

| 8. For Resident #22, the facility staff failed to

provide written bed hoid notification when
Resident #22 was transfeired to a lecal hospital,

i Resident #22 is a 58-yaar-okd male who was
i originally admitted Lo the faclity on 0B/04/16, with
: a readmission date of 11/10/18. Diagnoses

included, but were not limited to, hypertension,
acute kidney failure, major depressive disorder,
diabetes, and complete traumatic amputation. .

: The clinical record for Resident #22 was reviewed

on 12/13/18 al 8:00 am. The most recent MDS
(minimum data set) assessment for Resident #22
was a quarierly assessment with an ARD
{assessment referance date) of 10/03/18 Section
C of the MDS assesses cognitive patterns. In
Section CO500, the facility staff documented that
Resident #24 had a BIMS (brief interview for
mental status) score of 15 out of 15.

On 12/13/18 the surveyor reviewed Resident
#22's pragress notes. It contained a progress
nots n the clinical record documented on
1170716 at 7:30 pr which read in part, "Resident
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conlinues to have large amount of dark brown
coffee ground emesis, After spaaking to the
Resident multiple imss throughout tha shifl
Resident has agreed to go to the ED (emergency
departmentifor evaluation ...."

The surveyor could not locate documentation in
Resident #22's clinical record that indicated that
Resident #22 was offered a bed hold upon
admission to the local hosplial on 19/07/18

On 12/14/18 at 10:56 am the surveyor spoke to
admissions care lialson. The admission care
liaison voiced that they do not offer a bed hold
due to the facility always having beds available.
The admissions care liaison stated, "So if
resident is coming straight back to the bed we
leave the room undisiurbed. 1 did net think it was
necessary to offer a bed hold becauss they are
coming back to the same room". The admiss ons
care liaison reported to the surveyor that bed hold
policy is given and/or provided in the Resident's
admission packet.

On 12/14/18 the surveyor was provided with a
copy of a policy/procedura with the subject
entitied "Bed Hold". Under the section entitled
"Procedure” #2 read in part, "At the time of
transfer to the hospital or therapeutic leave, the
center will provide a copy of notification of bed
hold Requirement at the time of transfer is met if
the Resident's copy of the notice is sent with
other papers accompanying the Resident to the
hospital”.

The surveyor spoke to the DON on 12/14/18 at
11:26 am. The surveyor asked if a bed hold
notice was sent with the Resident upon transfer
to another facility such as the local hospital. The

F 625
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responsible party.

DON replied, "A notice will be given to the RP
(responsibie party}, but not to the Resident upon
transfer to the hospital”. Resident #22 is his own

The admnistrative {sarm was made aware of
issue during a meeting with survey leam an

Fg41- Accuraq of
Ags_e_sgmentg

12/14118 at 2:00 pm.

| conference or 12/14/18.

F 641 | Accuracy of Assessmants
55=D | CFR{s): 483.20(g)

resident’s status

i by:

The findings includad:

discharge MDS for Resident #98.

neuropathy and acute kidney failure.

No further information regarding this issue was
provided to the survey team prior to the exit

§483.20(g) Accuracy of Assessments.
The assessment must accurately reflect the

Based on staff interview and clinical record
review, the facilty staff failed to ensure an
accurate MDS (Minimum Data Set) for 1 of 23
residents in the survey sample (Residant #98).

Resident #98 was admitted fo the facility on
10/15/18 and discharged on 10/22/18. The only
MDS (Minimum Data Set) available to review
were the entry MDS and discharge MDS,
Residant #98 had the following diagnoses of, bul
not limited to diabetes, high blood pressure,

F 641

! This REQUIREMENT is not met as evidenced

The facility staff failed to accurately code the

1. Resident #98 discharge from
facility on 10/22/2018. Resident
#98's MDS (Minimum Data Set)
section A2100 was modified on
12/14/2018 by the MDS
Coordinator 1o reflect accurate
discharge reporting.

2. The Regional MDS nurse
completed qualily review of
residents transferred andfor
discharged in the last 30 days to
énsure accurate coding of
section A2100 on the MDS to
reflect accurate discharge
reporting on 1/13/2019, Foliow
up based on findings.

3. RDCS provided re-education
to MDS team regarding
Accuracy of Assessments,
including the assessment must
accurately reflect the resident's
status and seciion A2100 must
reflect accurate discharge
reporting, by 1/21/2019,
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The surveyor reviewed the dlosed clinicat record conduct random quality
of Resldent #98 on 12/14/18. During this review. monitoring of residents
the surveyor noted a physician order dated for transferred andfor discharged to
101191 8. which S'tated. "Pt. (patlent] todfe ensure accurate coding of
{discharge) to {name of receiving section A2100 on the MDS to
facility)". The surveyor reviewed the discharge reflact accurate discharge
MDS with an ARD (Assessment Reference Date) reporting, 3 I 9 k for 4
of 10/22/18. In Section A2100, the resident was ROTEG, S AMTIEe PELyaBk for
coded as being discharged lo an acute hospital. weeks, then weekly for 3
months. Findings to be reported
At 10:59 am. the surveyor notified the corporate to QAPI committee monthly and
MDS coordinator #1 of the above documented . updated as indicated. Quality
findings. ! monitoring schedule modified
i based on findings.
AL 2 pm, the surveyor nolified the administrative i
team of the above documented findings. i 5. Dale of Compliance
1/28/2019.
No further information was provided to the - - o
surveyor prior to the exit conference on 12/14/18. -
F 855 | Baseline Care Plan F 655
$5=D | CFR(s): 483.21(a){1)-{3) F656. line Care Pian

§483.21 Comprehensive Person-Centered Care
Planning

§483.21(a) Baseline Care Plans

§483.21(a)(1) The facility must develop and
implement a baseline care plan for each resident
that includes the instructions needed 1o provide
effective and person-centered care of the rasident
that meet professional standards of quality care,
The baseline care plan must-

(i) Be developad within 48 hours of a resident’s
admission

{ii) Include the minimum healthcare information
necessary to properly care for a resident
ncluding, but not limited to-

{A} Initial goals based on admission orders.

(8) Physician orders.

Nurse Practitioner and

1/21/2019, no signs or
symptoms of distress at this

reviewed and revised by

1/22/2019, care plan reflects
current needs of resident.

facility on 1/10/2019.

1. Resident #89 assessed by

medication review completed on

time. Comprehensive care plan

Interdisciplinary Team (IDT) on

Resident #70 discharge from
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(G} Dietary orders.

(D} Therapy services.

{E) Social services.

(F) PASARR recommendation, if applicable.

§483.21(a)(2) The facility may develop a
comprehensive care plan in place of the baseline
care plan if the coraprehensive care plan-

{i) |s developed within 48 hours of the resident's
admission.

(i) Mests the requirements set forth in paragraph
{b) of this saction (excepling paragraph (b)(2)(i) of
this section).

§483.21(a){3) The facility must provide the
resident and their representative with a summary
of the basseline care plan that includes but is not
limited to:

{i1 The initial goals of the resident.

{ity A summary of the resident's medications and
dietary instructions.

{iii) Any services and treatments to be
administered by the facility and personnel acting
on pehalf of the facility.

(iv) Any updated information based on the details
of the comprehensive care plan, as necessary.
This REQUIREMENT is not met as evidenced
by:

Based on resident interview, staff interview and
clinical record review, the facility staff failed to
implement baseline care plan on return from
hospital for 1 of 23 residents (89).

Resident #89 was admitted to the facility on
3/28/17. Diagnoses included, but were not
limited to, hamiplagia and hemiparesis following
subarachnoid hemorrhage, dysphagia, encounter
far care of tracheostomy, atherosclerotic heart
disease, post-traumatic stress disorder. bipolar
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2. The Director of Clinical
Services and or UMs to
complete a quality review of
current residents admitted in the
last 30 days fo ensure the
baseline care plan is current and
reflects the needs of the resident
on 1/25/2019. Follow up based
on findings.

3. The ADCS and or RDCS will
pravide re-educalion fo licensed
nurses and the Interdisciplinary
team will receive re-aducation
fram the DCS on
Comprehensive Person-
Centered Care Planning and
Baseline Care Plans by
1/28/2018.

4, DCS and or ADCS will
conduct randorn quality
monitoring of admissions/re-
admissions to ensure the
baseline care plan is current and
reflocts the needs of the
resident, 3 times per week for 4
weeks, Ihen weekly for 3
months. Findings to be reported
{o QAP| committee monthly and
updated as Indicated. Quality
monitoring schedule modified
based on findings.

5. Date of Compliance
1/28/2019.
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disorder, atharosclerotic heart disease, diabetes
mefitus type I, and chronic obstructive puimonary
heart disease. On the quarterly minimum data
st assessment with assessment reference date
10/10/2018. the resident scored 15/15 on the
brief interview for mental status and was
assessed as lacking signs of delirium, psychosis,
or behaviors affecting seif or others. The
resident's latest safe smoking assessment was
dated 8/26/18 and indicated the resident was able
to smoke independently. The resident was acting
as her own responsible party,

During an interview on 12/13/18, the resident
reported being generally content with physica!
care received, but indicated a desire to transfer to
another faciiity prior to the planned ban on
smoking startng in February 2019. The resident
reporied having asked severa! times about
pragress toward the transfer, but having no
timeiine for the transfer. The resident afso
reported being sent to the hospital for
tracheostomy revision the month before. The
resident said she had been given no written
notice of the reasons for transfer to the hospital.

Clinical recorg review reveled thaton 11/2/18, a
staif member took the resident's cigarettes. The
CNA and nurse on duty told the resident she
could not smoke as a safety concarn. The
resident's smoking assessment from 9/23/28
indicated the resident was safe as an
independent smoker. The resident reguested to
leave AMA (against medical advice), signed
paperwork ind cating that was her intent, and
started calling family and friends for a ride. Staff
called the resident's father (this was not a
guardianship situation) and ha said not to let her
leave and to get her a psychiatric evaluation.

F 855
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Staff requested a ECO (emergency commitment
order) and called an ambulance to take the
resigent o the hospital. There was no indication
the resident's physician was notified of the
situation or that there was a change of condition
requiring hospitalization.

In the hospital discharge summary, the hospital
psychiatrist assessment dated 11/2/18 said the
resident was exhibiting no symptoms, but wanted
her o stay at the hospital until Adult Protective
Services (APS) could tafk to her- concern was the
resident's safety from facility staff. The hospital
note included in history that nursing home staff
called the police and reported Resident #89 was
trying to blow up the building and kill residents.
Police declined to remove har from the building
after interviewing the resident and her room mate
{who said the resident had not said that, but the
nurse had).

A nurse's note dated 11/2/18 indicated that the
resident reported to staff that she felt staff was
stealing from her and that the resident signed
paperwork indicating intention to leave before
stalf called police to deal with the situation (it was
unclear whether the police were supposed to
rarnove the resident or prevant her from leaving,
but that she would not be allowed to leave with
the person of her choice). A nurse’s note dated
11/3/18 indicated that the resident asked to
smoke and the nurse refused to give her
cigarettss, saying that the resident was told she
couldn't take off her oxygen because saturation
levels might drop and the resident was given a
sedative medication instead.

During an interview on 12/14/18 at 10:10 AM, the
DCS said that there was a lot of concem about
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the resident's safety. Howaver, the surveyor was
unable to locate documentation of behavior,
notifying the physician of behavior changes. or
retraining staff concerning de-escatation of
behaviors before calling police, Facillty staff were
unable ta locate documentation of any record of
behavior or symploms

The surveyor discussad the 112 incident with the
Business office director, who obtained the ECO
order. She staled she was working on 1172/18
and came in after dinner and the police were
thare. Staff told her that the resident wanted to
smoke. She had returned from the doctor's ofiice
saying she was cleared to smoke. Stafftold the
Business Office Manager the resident was
smoking outside hours and getting upset when
they toid her she couldn’t. Staff said the
roommate was upset and wouldn't go in the room
in case the resident smoked. The Business
Office Manager never saw the resident or talked
to the room mats. The Business Office Manager
called the administrator who told her he had been
dealing with the sltuation for hours. He toid her to
go downtown to get a TDO {called ECO above).
The Business Office Manager took some
stateiments from a supsrvisor and a CNA to the
magistrate for a TDO (ECO).

There was no transfar summary or assessment in
the medical record for that date. The director of
nursing was unable to locate any transfer
docurnentation, assessments, or written
notification of the reason for transfer given to the
resident, a family member, or hospital staff.

The clinical record did not include an assessment
of the resident's status or a care plan revision
upon the resident's return from the hospital.
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During a surmmary mesting on 12/3/18, the
surveyor reported to the administrator, director of
clinical (DCS) and the corporate regonal director
for clinical services the concern with the situation
on 1172 described in the record.  Staff did not
racord any assessment or complete a transfer
assessment or contact the resident's physician
prior to the transfer Staff failed to assess the
resident after the resident's return to the facility.
There is no indication that staff attempted to
determina whether there had been a change in
the resident's status or needs after the
hospitalization.

The findings included:

The facility staff failed to include a focus area for
c-difficite on the baseline care plan for Resident #
70.

Resident # 70 was an 87-year-old-female who
was originally admitied to the facility on 9/20/18,
with & readmission date of 12/10/18. D'agnoses
included but were not limited to, c-diff, irritable
bowel syndrome with diarrhea, hypertension, and
anxiety disordar

The clinical record for Resident # 70 was
reviewed on 12/12/18 at 2:41 pm. The most
recent MDS (minimum data set) assessment for
Resident # 70 was a 14-day scheduled
assessment with and ARD (assessment
reference date) of 14/15/18. Section C of the
MDS assesses cognitive patterns. In Section
C0500, the facility staff documented that Resident
# 70 had a BIMS (brief interview for mental
status) score of 14 out of 15, which indicated that
Resident # 70 was cognitively intact.
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Resident # 70 had current orders that included
but was not fimited to, "Vancomycin HCl 125 mg
(milligram) Give 1 capsule by mouth every 6
hours for c-diff for 14 days.”
On 12/14/18 at 10.30 am, unit manager RN # 1 E
{registered nurse) presented the surveyor with a
copy of the baseline care plan for Resident # 70
that was Initiated on 12/10/18. After leaving the
facility, the surveyor observed that the baseline
care plan for Resident # 70 that was initiated on F§57- Care Plan Timi
12/40/18 at 2:25 pm was incomplete and did not Revision an ing and
| includa a focus area regarding care of the Sevision
resident with c-difficile, ..
p 1. The Nurse Pr.
F 657 | Care Flan Timing and Revision F 657 B essel:li Rel:i dean(;txg Z; g
§8=0 | CFR(s). 483.21(b){2)(i)-(iii) medicalion review was
§483.21(b) Comprehensive Cars Plans completed on 1/21/2019. No
§483.21(b)X2) A comprehensive care plan must Signs or symptorns of distress
be- were present. Resident $89's
| (i) Developed within 7 days after completion of i comprehensive care plan was
the comprehensive assessment reviewed and revised by
_(i } Prepared by an !ntgrdisuplmary team, that Interdisciplinary Team (IDT) on
includes but s not limited to-- 1/22/2019. Resident #89's care
(A) The attending physician. lan reflects current needs of
| (B) A registered nurse with responsibility for the fasid enl. A Safe Smoking
resident. =
{ {C) A nurse aide with responsibility for the 5\:?&?" \:;as completed by the
resident. or Resident #89 on
(D) A member of food and nutrition services staff. 111812019,
{E) To the extent practicable, the participation of
the resident and the resident's representative(s). 2.'"The U:\ﬂts and or MDS nurse
| An explanation must be included in a resident's ‘(’;’l"‘;;‘_&"& el: atquallty review of
| medical record if the participation of the resident pethels ca?e egz fs';ec;talansi(}o
and their resident rapresentative is determined behaviors a nl:i reﬂz;s s:aef: ent
not practicable for the development of the smoking ev. alu'ation if applicable
- residents care plan. ) by 1/25/2019. Foliow up based
| (F) Other appropriate staff or professionals in on findings.
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disciplines as determined by the resident's needs provide re-education to licensed

or as requested by the resident.

{iljReviewed and revised by the interdisciphinary
team after each assessment, including both the
comprehensive and quarterly review
assessments.

This REQUIREMENT 15 not met as svidenced
by

Based on resident interview, staff interview and
clinical document review, the facility staff falled to
review and revise the comprehensive care plan
on return from hospital for 1 of 23 residents (89).

Resident #80 was admitted to the facility on
3/28/17  Diagnoses included, but were not
limited to. herniplegia and hemiparesis following
subarachnoid hemoirhage, dysphagia, encounter
for care of tracheostomy. atherosdlerotic heart
disease, post-traumatic stress disorder. bipotar
disorder, atherosclerotic heart disease, diabetes
mellitus type [ and chrenic abstructive pulmonary
heart disease. On the quarterly minimum data
set assessment with agsessment reference date
10/10/2018, the resident scored 15/15 on the
brief interview for mental status and was
assessed as lacking signs of delirium, psychosis
or behaviors affecting self or others. The
resident's iatast safe smoking assessmant was
dated 9/26/18 and indicated the resident was able
to smoke independently. The resident was acting
as her own responsible party.

5 During an interview on 12/13/18, the resident

reported being generally content with physical
care received, but indicated a dasire to transfer to
another facility pricr to the planned ban on
smoking starting in February 2019, Tha resident
reported having asked several times about
progress foward the transfer, but having no

nurses and the Interdisciplinary
team will receive re-education by
the DCS on the policy and
procedure for timing and revision
of Comprehensive Care Plans
by 1/28/201B.

4, DCS and or MDS nurse to
conduct quality monitoring of 5
resident’s care plans to ensure
care plans are reviewed and
updated when resident’s are
readmitted to the facility to
ensure the care ptan reflecls
resident behaviors, and monitor
5 care plans of resldents who

| smoke to ensure the care plan

| reflects a safe smoking
evaluation, 3 times per week for
4 weeks, then weekiy for 3
months. Findings fo be reported
to QAPI committee monthly and
updated as indicated. Quality

| monitoring schedule modified

: based on findings,

5. Date of Compliance
1/28/2019.
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timeline for the transfer. The resident also
reported being sent to the hospita’ for
tracheostomy revision the month before. The
resident said she had been given no written
notice of the reasons for transfer to the hospital.

Clinical record teview reveled that on 11/2/18, a

staff member took the resident's cigarettes. The

CNA and nurse on duty tokd the resident she

could not smoke as a safety concern. The

resident's smoking assessmeni from 9/23/28

indicated the resident was safe as an

| independent smoker. The resident requested to

| leave AMA (against medical advice), sighed

| paperwork indicating that was her intent, and

| started calling family and friends for arids.  Staff

| calied the resident’s father (this was not a
guardianship situation) and he said not {o let her
leave and to get her a psychialric evaluation.
Staff requested a ECO {(emergency commitment
order) and called an ambulance to take the

| resident to the hospital. There was na indication

| the resident's physician was natified of the

situation or that there was a change of condition

requiring hospitalization.

In the hospital discharge summary, the hoespital
psychratrist assessment daled 11/2/18 said the
resident was exhibiting no symptoms. but wanlted
her to stay &t the hospital until Adult Protective
Services (APS) could talk to her- concern was the
resident's safety from facllity staff. The hospital
note included in history that nursing home stafl
called the potice and reportad Resident #89 was
trying {o blow up the building and kil residsnts.
Police deciined to remove her from the building
after interviewing the resident and her room mate
{who said the resident had not said that, but the
nurse had).

Fes7
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A nurse's note dated 11/2/18 indicated that the

: resident reporled to staff that she felt staff was

stealing from her and that the resident signed
paperwork indicating intention to leave before
staff called police to deef with the situation (it was
unclear whether the police were supposed to
remove the resident or prevent her from leaving,
but that she would not be allowed to leave with
the person of her choice). A nurse's note dated
11/3/18 indicated that tha resident asked to
smoke and the nurse refused lo give her
cigareltes, saying that the resident was told she
couldn't take off her oxygen because saturation
levels might drop and the resident was given a
sedative medication instead.

During an interview on 12/14/18 at 10:10 AM, the
DCS said that there was a Iot of concern about
the resident's safety. However, the SUIVeYor was
unable to tocate documentation of behavior,
notifying the physician of behavior changas, or
retraining staff conceming de-escalation of
behaviors before calling police. Facility staff were
unable to locate documentation of any record of
behavior or symptoms.

The surveyor discussed the 11/2 incident with the
Business office director. who obtained the ECO
order. She slated she was working on 11/2/18
and came in after dinner and the police were
there. Staff told her that the resident wanted to
smoke. She had returned from the doctor's office
saying she was cleared to smoke. Staff told the
Business Office Manager the resident was
smoking outside hours and getting upset when
they toid her she couldn't. Staff said the
roommeate was upset and wouldn't go in the room
in case the resident smoked. The Business
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Office Manager never saw the resident or talked
to the room mate. The Business Offics Manager
called ihe administrator who told her he had been
dealing with the situation for hours. Ha told her (o
go downtown o get a TDO (called ECO above).
The Business Office Manager took some
statements from a supervisor and a CNA to the
magistrate for a TOO (ECO).

There was no transfer summary or assessment in
the medical racord for that date. The director of
nursing was unable to locate any transfer
documentation assessments. or written
notification of the reason for transfer given to the
resident, a family member, or hospitai staff,

The clinical record did not include an assessment
of the resident's status or a care plan ravision
upon the resident's ratum from the hospital
There was no behavior assessment or
reassessment of the resident's Safe Smoking
Evaluation after hospitalzation

During a summary meeting on 12/13/18, the
surveyor reported ta the admirvstrator, director of
clinical (DCS) and the corporate regional director
for clinical services the concern with the situation
on 11/3 described in the record. Staff did not
record any assessment or complete a transfer
assessment or contact the resident's physician

priar to the transfer. Staff failed to assess the
resident after the resident’s return to the facility.
There was no indication that staff altempted to
determine whether there had been a change in
the resident's status or needs after the
hospitalization

ADL Care Provided for Dependent Residents
CFR(s). 483.24(a)(2)

F 657

Fert
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§483.24(a)(2) A resident who is unable to carry
out activities of daily fiving receives the necessary
services to maintain good nutrition, grooming, and
personal and oral hygiene;

This REQUIREMENT is not met as evidenced
by:

Based on obsetvation, staff interview and clinical
record review, the facility staff failed to provide
nail care to 1 of 23 residents (Resident #58),

The findings included:

The facility staff failed to provide nail care to
Resident #58.

Resident #58 was admitied to the facility 12/4/13
and readmitted 12/5/18 with diagnoses that
included but not limited to adult failure to thrive,
furictional inteslinal disorders, ileus, rectal tube,
sacral ulcer stage 3, hypertension, paroxysmal
atrial fibriliation, dementia without behaviorai
disturbances, pressure ulcers bilateral heels,
unstageable, and chroni¢ kidney disease.
Resident #58's quarterly minimum data set
{MDS) assessment with an assessment
reference date (ARD) of 11/7/18 assessed the
restdent with a BIMS (brief inlerview for mental
status) as 03/15. Section G Funclional Status
assessaed the resident to need extensive
assistance of one parson for personal hygiene
and was totally dependent on one person for
bathing. Resident #58 was in the process of a
significant change MDS and comprehensive care
plar.

Resident #58's current comprehensive care plan
revised 12/11/18 identified a se!f-care deficit for
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F877- ADL Care Provided for
Depen Residen

1. Resident #58 discharged from
facility on 1/17/2019.

2. The UMs completed a quality
raview of current residents to
ensure facility staff provide nail
carg as needed on 1/20/2015.
Foltow up based on findings.

3. The ADCS and or RDCS wiill
provide re-education to licensed
nurses and certified nursing
assistants on the policy and
procedure for the provision of
ADL care by 1/28/2019.

4. DCS and or ADCS wili
conduct quality monitonng of 5
residents lo ensure facility
provides nail care as needad, 3
times per week for 4 weeks, then
weekly for 3 months. Findings to
be reported to QAPI committee
monthly and updated as
indicated. Quality monitoring
schedule modified based on
findings.

5. Date of Compliance
1/28/2019.
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ADLs (activities of daity living). Interventions:

. Extensive assistance of 1-2 with bed mobhility,
dressing, toileting, personal hygiens, bathing, and
eating.

The surveyor observed Resident #58 on 12/12/18
2:56 p.m, Resident #58 was lying in bed. Both
hands were observed on top of the covers. The
tops of both hands were bruised. Fingernails on
hath hands were observed to be long and jagged
with brown debris cbserved under thumbnails and
index fingers on both. Nail polish was observed
on fingernals but was beginning to chip away.

The surveyor cbserved Resident #58 on 12/13/18
5 at 7.48 a.m. Resident #58 was in bed and
certified nursing assistant #1 was feeding the
resident. The fingernails on both hands were
long and Jagged with brown debris noted under
thumbnails and index fingers. C.N.A, #1 stated
the resident just returned from the hospital,
Residert #58 was readmitted 12/5/18.

The surveyor informed the unit manager licansed
practical nurse #2 of the above concern on
12113718 at 11:03 a.m. and requested the
December 2018 ADL records.

The surveyor reviewed the December 2018 ADL
records for bathing. Resident #58 received g
shower on 12/11/18 as documented by the
following 4, 4, 2 SH ELW4 12:32. Personal
hygiene for December 2018 was raviewsd. Each
shift was documented that care was provided.

The surveyor observed certified nursing assistant
#2 providing nail care on 1211318 11:07 AM to
Resident #58.
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§ 483.25 Quality of care
Quality of care is a fundamental principle that
appfies 1o all treatment and care provided to
facility residents. Based on the comprehensive
assessment of a resident, the facility must ensure
that residents receive trestment and care in
accordance with professional standards of
practice, the comprehensive person-centered
care plan, and the residents' choices.

This REQUIREMENT is not me? as evidenced
by:

Based on staff interview, facility document
review, and clinical record review, the facility staff
failed to provide the highest practicable we! -being
for 3 of 23 residents (Resident #14, Resident 437,
and Resident #89)

The findings included:

1 The facility staff failed to follow the physician
orders for Zaroxolyn for Resident #14

The clinical record of Resident #14 was reviewed
12/12/18 through 12/14/18. Resident #14 was
admittad to the facility 6/11/18 with diagnoses that
inchided but not limited to acute pulmonary
edema. acute kidney failure, paranoid
schizophrerva, chronic pain syndrome,
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The surveyor informed the administrator, the
director of nursing. and the corporate registered
. nurse of the above concern during the end of the
day meeting on 12/13/18 at 4:29 p.m.
No further information was provided prior to the
exit conference on 12/14/18.
¥ 684 | Quality of Care F 684 E684- Quality of Care
55=D | CFR{s): 483.25

1. Resident #5814, 37 and 89
were assessed and a medication
review was completed by Nurse
Practitioner on 1/21/2019, No
signs or symptoms were
present. The DCS completed a
medication error report for
resident #'s14 and 37 on
1122/2019.

2. The UMs completed quality
review of current resident’s
Medication Administration
Record (MAR) and medications,
to ensure medication are
available for administration on
1/23/2019. The UMs to
complete quality review for
residents transferred in the last
30 days to ensure proper
assessment was completed and
reported to Physician timely on
1/25/2019. Follow up based on
findings.

3. The ADCS and or RDCS will
provide re-education 1o licensed
nurses ensuring med availabiity,
Change of condition/assessment
and MD/Responsible Party
notification by 1/28/2018.

iy
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dysphagia, obsessive-compulsive disorder, | . 4. DCS and or ADCS will
chronic systolic heart failura, chronic viral ' conduct quality menitoring of 5
Hepatitis C, chronic obstructive puimonary : resident's MAR and medications
disease, major depressive disorder, bipolar { to ensure meadication are
disorder, schizoaffective disorder, opioid : available for administration, 3
_ dependence, anxisly disorder, Clostridium . limes per week for 4 weeks, then

weekly for 2 months. DCS and
or ADCS will conduct random
quality monitoring of the medical
| record residents with a change
of condilion to ensure proper

i assessment was completed and
- reported to Physician timely, 3

difficile, tobacco abuse, malignant neoplasm of
skin, and adjustment disorder,

Resident #14's quarterly minimum data set
(MDS} assessment with an assessment
reference dale (ARD) of 8/13/18 assessed the

resident with a BIMS (brief interview for mental times per week for 4 weeks, then

status) as 15/15 weekly for 3 months. Findings to
be reported to QAP! committee

Residenl #14 had a physician order dated ! monthly and updated as

10/12/18 that read "Zaroxolyn 2.5 mg {milligrams) | indicated. Quality monitoring

x 3 days po {by mouth) GHF (congestive heart ! schedule modified based on

failure)." findings.

The surveyor reviewed the October 2018

medication administration records (MARs). 5. Date of Compliance

Zaroxolyn 2 5 mg had been antared onto the ' 112612019,

MAR to begin 10/12/18. The 10/12/18 box had | e wl e

initials that were circled and written on the back
of the MAR read "Not available-called pharmacy.”
The box for 10/13/18 was blank and 10/14£18
was blank.

The surveyor reviewed the interdisciplinary
progress noles for October 2018, There was not
a note for 10/12/48. The notes for 10/13/18 and
10/14/18 did not document the reason Zaroxolyn
was not administered

The surveyor informed the unit manager licensad
praclical nurse #2 on 12/13/18 at 10:26 a.m.
L.P.N. #2 reviewed the medication administration
record and the progress notes and stated the
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facility stat box.

possible score of 15.

bathing

medication was not administered.

The surveyor informed the administrator, the
director of nursing, and the regional registered
nurse of the above concern during the end of the
day meeting on 12/13/18 at 4,29 p.m, The
surveyor requested the pharmacy manifest for
Zaroxolyn and a list of the stat box medications.

The DON informed the surveyor on 12/14/18 al
8:03 a.m. that there was not a pharmacy manifest
for Zaroxolyn and the medication was not in the

No further information was provided prior to the
. exit conference on 12/14/18.
| 2. The facility staff failed to review the physician's
order prior to the administration of a madication,
Norvasc, to Resident #37.

Resident #37 was admitted to the facility on
4/6/18 with the following diagnoses of, but not
| imited to heart failure, high blood pressure,
| diabetes and Cerebral Palsy. On the quarterly
MDS (Minimum Data Set) with an ARD
{Assessment Reference Date) of 10/16/18, the
resident was coded as having a BIMS (Brief
{ Interview for Mental Status) score of 9 out of 2

Resident #37 was also

coded as requiring extensive assistance of 1 staff
member for dressing and personal hygiene and
being totally dependerit on 1 staff member for

| During the medication administration observation
conducted on 12/13/18 at 817 am, the surveyor
observed LPN {licensed practicat nurse) #3
administer Nervasc 5 mg (milligram) po (by
mouth) to Resident #37.
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The surveyor performed a clinical record review
| on Resident #37 at approximately 1:30 pm. The
surveyor could not find a physician order for
Norvasc that LPN #3 administered to Resident
#37.

The surveyor notified LPN #1 of the above
documented findings at 2:00 pm and requested
copies of the physician's orders, MAR
(medication administration record) for the month
i of Dacamber and the facility's palicy on
medication administration,

: At 3:10 pm, the surveyor was provided with
copies of the above requested materials from
LPN#1. The surveyor reviewed these copies and

| could not find a physician order for Norvasc. The

facility's policy titled "6.0 General Dose
Preparation and Medication Administration: read
inpart " .41 Facility staff shou'd: 4.1.1 Verify
each time a medication is administrated that it is
the cotrect medication, at the comrect dose. at the
correct route, at the correct time, for the right
resident ,."

At 4:32 pm on 12/13/18, the surveyor notified the
administrative teamn of the above documented
findings.

No further information was provided to the
surveyor prior to the exit conference on 12/14/18,
3. For Resident # B3, facility staff faiied to
properly assess resident's status and report
changes to the resident’s physician to facilitate
timely treatment.

Resident #89 was admitted to the facility on
3/28/17. Diagnoses included, but were not

F 684
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*limited to, hemiplegia and hemiparesis following

subarachnoid hemorrhage, dysphagia, encounter
for care of tracheostomy, atherosclerotic heart
disease, post-traumatic stress disorder, bipolar
disorder, atherosclerotic heart disease, diabetes
mellitus type [, and chronic obstruclive pulmonary
heart disease. Cn the quarterly minimum data
set assessment with assessment reference daie
10/10/2018, the resident scored 15/15 on the
brief interview for mental status and was
assessed as lacking signs of delirium, psychosis,
or behaviors affecting self or others. The
resident's latest safe smoking assessment was
dated 9/26/18 and indicated the resident was able
to smoke ndependantly The resident was acting
as her own responsible party.

During an interview on 12/13418, the resident
reported being generally contant with physical
care received, but indicated a desira to transfer to
another facility prior to the planned ban on
smaking starting in February 2019. The resident
reported having asked several limes about
progress toward the transfer, but having no
timeline for the transfer. The resident also
reported being sent to the hospital for
tracheastomy revision the month before. The
resident said she had been given no written
notice of the reasons for transfer to the hospital,

Clinical record review revealed that on 11/2/18, a
staff member took the resident's cigarettes. The
CNA and nurse on duty lold the resident she
could not smoke as a safety concern. The
resident's smoking assessmant from 9/23/28
indicated the resident was safe as an
independent smoker. The resident requested to
teave AMA (against medical advice), signed
paperwork indicating that was her intent, and
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started calling family and friends for aride.  Staff
called the resident’s father (this was not a
guardianship situation) and he said net to let her
leave and to get her & psychiatric evaluation,
Staff requested a ECO (emergency cemmitment
order) and called an ambulance to take the
resident to the hospital. There was no indication
the resident’s physician was notified of the
situation or that there was a change of condition
requiring hospitalization.

In the hospital discharge summary, the hospital
psychiatrist assessment dated 1172718 said the
resident was exhibiling no symptoms, bui wanted
her to stay at the hospital until APS could talk to
her- concem was the residant's safety from
faciity staff. The hospital note included in history
that nursing home staff called the police and
reported Resident #89 was trying to blow up the
buiding and kil! residents. Police declined to
remove her from the building after interviewing
the resident and her room mate (who said the
resident had not said that, but the nurse had).

A nurse's note dated 11/2/18 indicated that the
resident reported to staff that she lelt staff was
stealing from her and that the resident signed
paperwork indicating intention to leave before
staff called police to deal with the situatron (it was
unclear whether the police were supposed to
remove the resident or prevent her from leaving,
but that she would not be allowed to leave with
the person of her choice). A nurse's note dated
11/3/18 indicated that the resident asked to
smoke and the nurse refused to give her
cigarettes, saying that the resident was told she
couldn't take off her oxygen because saturation
levels might drop and the resident was given a
sedative medication instead.

F 584
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During an interview on 12/14/18 at 10.10 AM, the
DCS said that there was a ot of concern about
the resident’s safety. However, the surveyor was
unable to locate dotumentation of behavior,
notifying the physician of behavior changes, or
retraining staff concerning de-escalation of
behaviors before calling police. Facility staff were
unable to locate documentation of any record of
behavior or symptoms

The surveyor discussed the 11/2 incident with the
Business office director, who obtained the ECQ
order. She stated she was working on 11/2/18
and came in after dinner and the police were
there. Staff told her that the resident wanted to
smoke. She had returned from the doctor's office
saying she was cleared to smoke. Staff told the
Business Office Manager the resident was
smoking oulside hours and getting upset when
they toid her she couldnt. Staff said the
roommate was upset and wouldn't go in the room
in case the resident smoked. The Business
Office Manager never saw the resident or talked
to the room mate. The Business Office Manager
called the administrator who told her he had been
dealing with the situation for hours. He told her to
go downtown to get a TDO {(called ECO above)
The Business Office Manager took some
staterents from a supervisor and a CNA to the
magistrale for a TDO (ECO).

There was no transfer summary or assessment in
the medical record for that dale. The director of
nursing was unable to locate any transfer
documentation, assessments or written
netification of the reason for transfer given o the
resident, a family member, or hospital staff.
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The clinical record did not include an assessmant
of the resident's status or a care pian revision
| upon the resident’s return from the haspital.
Buring a summary meeting on 12/13118, the
surveyor reponited {o the administralor, director of
clinical (DCS) and the corporale regional director
| for clinical services the concern with the situation
on 11/2 described in the record. Staff did not
| communicate with the resident's physician to I
| feport changes in status. The racord indicated
that staff called the administrator and fam ity and
friends of the resident to discuss the situation on
that date.
F 686 ; Treatment/Svcs to Prevent/Heal Pressure Ulcer F 6885 F686. T ices t
$3=D [ CFR(s). 483.25(b)(1)()i) Prevent/Heal Pressu Vicers

§483.25(b) Skin Integrity

§483.25(b){1) Pressure ulcars.

Based on the comprehensive assessment of a
resident, the facitity must ensure that-

{i) A resident receives care, consistent with
professionsl standards of practice, to prevent
pressure ulcers and does not develop pressure
ulcers unless the individual's clinical condition
demonstrates that they were unaveidable; and
(i) A resident with pressure ulcers receives
necessary treatment and services, consistent
with protessional standards of practice, to
promote healing, prevent infection and prevent
new ulcers from developing.

This REQUIREMENT is not met as evidenced
by:

Based on obsarvation, resident imterview, and
clinical record review, the facility staff failed to
provide treatment and services to prevent
pressure ulcers for 1 of 23 Residents in the
survey sample, Resident # 5.

1. Resident #5's Physician
ordered treatment for the
pressure ulcer has been re-
evaluated by Nurse Practitioner
on 1/21/2019 and treatment is in
place at this time.

2, :I'he ADCS completed quality
review of residents with pressure
ulcers ensure treatments are
applied and in place per
Physiclan orders on 1/24/201 9.
Follow up based on findings.

3. The ADCS and or RDCS will
provide re-education to licensed
nurses and cenified nursing
assistants on the Ciinical
Guidelines for skin and wound
freatment by 1/28/2019.

i .
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4. DCS and or ADCS will
conduct quality monitoring of §
residents with pressure ulcer
treatments to ensure treatments

The findings included

The facility failed to ensure that a physician
ordered treatment for a sacral pressure uicer was
in place for Resident # 5.

are applied and in place per
Physician orders, 3 times per
week for 4 weeks, then weekly

for 3 months. Findings to be
reported to QAP committee
monthly and updated as

indicated. Quality monitoring
schedule modified based on

Resident # 5 was a 40-year-old-male who was
admitted to the facility on 4/20/18, with a
readmission date of 8/27/18. Diagnoses included
but were not limited to, hypertension. major

depressive disorder, anxiety disorder, and benign gndlggtse' of Comollin
prostatic hyperplasia y pllance

172812019,
The clinical record for Resident # 5 was reviewed
on 12/13/16 at 10.41 am. The most recent MDS
{minimum data set) assessment for Resident # 5
was a quarterly assessment with an ARD
{assessment reference date) of 9/3/18. Section C
of the MDS assesses cognitive patterns. In
Section C0500, the facility staff documented that
Resident # 5 had a BIMS (brief interview for
mental status) score of 15 out of 15, which
indiceted that Resident # 15 was cognitively
intact. Section M of the MDS assesses skin
conditions. In Section M0O300, the facility staff
documented that Resident # 5 had 1 Stage 2
pressure ulcer during the lookback periad for the
9/3/18 ARD.

The current plan of care for Resident # 5 was
reviewed and ravised on 12/10/18. The facility
staff documented a focus area for Resident # 5
as "Resident # 5 has the potential for additional
impaired skin integrity /% (related to} overall
health condition, co-marbidities, incontinence,
decreasad mobility.” Interventions included but
were not limitad to, "Administer reatments as
ordered and monitor for effectivenass .
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* Resident # 5 had current orders that included but
was not limited to an order to “Cleanse sacrum
with NS (normal saline}, pat dry. Pack wound with
Puracol and cover with dry drassing qd {(every

| day) every day shift for wound.'

On 12113118 at 8:18 am, the surveyor was in
Resident # 5's room conducting 2 Resident

| interview. The surveyor asked Resident # 5 if he
had any sores, open areas. or pressure ulcers.
Resident # S stated, "I have a wound on my
backslde, they take pretty good care it it. It's
almost healed up; it's something | came here
with.”

On 12/13/18 at 2:14 pm, the surveyor observed
wound care for Resident # 5. Resident # 5 stated
that he preferred to stand and bend over using
his walker for support while his treatment was
being done. Upon Resident # 5 bending over and
LPN # 1 (licensed practical nurse) puling down
Resident # 5's shorts to initiate treatment, tha
surveyor observed that there was no dressing
covering the wound or packing in the sacral
wound.

On 12/13/18 at 2:17 pm, the surveyor interviewed
LPN # 1. The surveyor asked LPN # 1 if Resident
# 5 had a dressing and packing in place prior to
initiation of the treatment, LPN # 1 stated, "No
there wasn't ane on there.” The surveyor asked
LPN # 1 if Resident # 5 should have had a
dressing with packing in place. LPN # 1 stated,
llYes'll

On 12/13/18 at 2:30 pm, LPN # 1 stated to the
surveyor that she went back in and asked
Resident # 5 about his dressing. LPN # 1 stated
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|

| §483 25(c) Mobility.

| §483 25(c)(1) The facility must ensure that a
resident who enters the facility without fimited
range of motion does not experience reduction in
range of motion unless the resident's clinical
condition demonstrates that a reduction in range
of mation is unavoidable; and

§483.25(c)(2) A resident with imited range of
motion receives appropriate treatment and
services to increase range of motion and/or to
| pravent further decrease in range of motion

|
| §483 25(c)(3) A resident with limited mobility
receives appropriate services, equipment, and
assistance to maintain or improve mobility with
the maximum practicable independence unless a

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview and clinical
record review, the facility staff failed to ensure

reduction in mability is demonstrably unaveidable.

F$88. Increase/Prevent

Decreasge in ROMMobility

1. Resident #11°s physician
ordered bilateral progressive
hand roll orthotics were re-
evaluated by occupational
therapy on 1/18/2019. Bilatera!
progressive hand rolt orthotics
are appropriate and in place per
Physician order.

2. The ADCS completed quality
review of current residents with
physician arders for splints to
ensure the splints are applied
and in place per Physician
arders 1/24/2019. Follow up
based on findings.
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: thal Resident # 5 told her that the dressing came
| off during ADL (activities of daily living) care fast
i night. The surveyor asked LPN # 1 if the CNA
{certified nursing assistant) staff was expecled {0
make the charge nurse aware so that the
dressing can be replacaed. LPN # 1 stated, "Yes.”
On 12/13/18 at 5:45 pm, the administrative team
was made aware of the findings as stated above.
No further information regarding this issue was
presented to the survey team prior to the exit
conference on 1211418,
F 688 | Increase/Prevent Decrease in ROM/Mobility F 668
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F 688 * Continued From page 135 F 688 3. The ADCS ang or RDCS will

physic:an ordered bilateral progressive hand roll

The findings includeq:

| The facility staff failed to ensure the physician
ordered bilateral progressive hand roll ortholics
had been applied to Resident #11.

The clinical record of Resident #11 was reviewed
12/12/18 through 12/44/18. Resident #11 was
admitted to the facility 3/16/18 with diagnoses that
| included but not limited to cerebral palsy, hand
contractures, hypertension, tachycardia, scoliosis,
dysphagia, idiopathic epilepsy, severe
protein-calorie malnutrition, acute respiratory
failure, periodontal disease, intellectual
disabilities, constipation. adult failure fo thrive,

| and urinary tract infection,

Resident #11's quartery minimum data set {MDS)
| assessment with an assessment reference date
(ARD} of 9/6/18 assessed the resident with short
term-memory 10ss, long-term memory loss, and
severely impaired cognitive skills for
daily-decision making, Section O Special
Treatments, Procedures, and Programs was
reviewed. Resident received (PROM) passive
range of motion and splinis or braces 4 times in

| the look back period from 9/6/18 back 1o 8/31/18,

Resident #11's current comprahensive care plan
initiated 10/14/18 and revised on 10/14/18
identified a focus area for ADL (activities of daily
living) seif-care performance deficit rit {related to)
limited ROM (range of motion}, limited mobitity, 1D
(intellectual disabiliies), CP {cerebral palsy),
contraciures UEILE (upper and lower

provide re-education to licensed

- oflhotics were applied to 1 of 23 residents nurses and certified nursing
| {Resident #11). assistants on the policy and
progedure for contracture,

prevention by 1/28/2019,

4. DCS and or ADCS will
conduct random quality
monitoring of residents with
splints are applied and in place
per Physician orders, 3 times per
week for 4 weeks, then weekly
for 3 months. Findings to be
reported to QAPI committee
monthly and updated as
indicated. Quality moniloring
schedule modifiad based on
findings.

5. Date of Compliance

112872019, e,
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extremities). Interventions: Contractures: The
resident has contractures of the BUE/BLE

t.

(bilateral upper and lower exiremities). Provide
skin care to keep clean and prevent skin
breakdown. Splints with restorative nursing,

| The surveyor reviewed Resident #11's December

2018 physician's orders. Orders included using
bilateral progressive hand roll orthotics to

. promote optimal joint alignment, wrist and digit

| @xtension for contracture mgmt. (management)

and skin integrity. Check skin integrity under
hand splints every shift.

The surveyor observed Resident#11 on 12/1218
at 2:45 p.m. The resident was inbed. Asmall
hand splint was observed in the nght hand and a
large splint was observed on the laft hand.

The surveyor observed the resident on 12/13/18
at 8:38 a.m  There was no hand splint in
Resident #11's right hand. The left hand did have
a hand splint.

The surveyor observed Resident #11 again on
12/13/18 at 249 p.m. The surveyor did not
obsarve any splints on either the right or the left
hand.

The surveyor interviewed the restorative centified
nursing assistant #3 (RCNA #3) on 12/13/18 at
2:50 p.m. RCNA#3 stated when the restorative
aides have to wark the floor, they can'i apply the
sphnts. During the Interview with RCNA #£3, the
restorative aide found Resident #11's hand/palm
splint in the fioor. RCNA #3 stated, "Ws usually
put her splints on in the morning and 3-11 shift
removes them."
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§483.25(d) Accidents,

The facility must ensure that -

§483.25(d)(1) The resident environment remaing
as free of accident hazards as is possible; and

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

This REQUIREMENT is not met as evidenced
by:

Based on staff interview and dlinical record
revisw. the facility staff failed to do & smaking
assessment after a change in stalus for 1 of 23
residents (89).

Resident #89 was admitted to the facility on
3/28/17. Diagnoses included, but were not
limited to, hemiplegia and hemiparesis following
subarachnoid hemorrhage, dysphagia, encounter
for care of racheostomy, atherosclerotic heart
disease, post-traumatic stress disorder, bipolar
disorder, atherosclerotic heart disease, diabetes
mellitus type |, and chronic obstructive pulmanary
heart disease. On the quarteriy minimum data

set assessment with assessment reference date monitoring schedule modified

10/10/2018, the resident scored 15/15 on the based on findings.

brief interview for mental status and was §. Date of Compliance o
1/28/2018.
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| The surveyor informed the director of nursing of
| the abave cancern on 12/14/18 at 10:04 a.m.
The DON stated when the CNAs are pulled to the
floor, the nurses are responsible for placing the E689- Free of Accident
splints on the resident. ' Mazards/Sypervision/Devices
! No further information was provided prior to the 1. Resident #89's Safe Smoking
ot oniorenc N AL AS, Evaluation completed by UM on
F 639 Free of Accident Hazards/Supervision/Devices F 689 1/18/2019 A
58=D | CFR{(s): 483.25(d)(1}(2) Y

2. The UMs completed quality
review of residents who smoke
to ensure smoking assessments
are in place and were updated
when residents experienced a
change in status 1/18/2019.
Follow up based on findings.

3. The ADCS and or RDCS wili
provide re-aducation 1o licensed
nurses on the policy and
procedure for completing
smoking assessments by
1/28/2018.

4. DCS and or ADCS will
conduct random quality
monitoring of residents, who
smoke, {0 ensure they have a
safe smoking evaluation per
policy, 3 times per week for 4
weeks, then weekly for 3
manths. Findings to be reported
to QAPI committee monthly and
updated as indicated. Quality
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assessed as lacking signs of delirium, psychosis,
or behaviors affecting self or others . The

resident's latest safe smoking assessment was
dated 9/26/18 and indicated the resident was able
to smoke independently. The resident was acting
as her own responsible party.

During an interview on 12/13/18, the resident
reported being generaily cantent with physical

: care received, but indicated a desire to transfer to
another facility prior to the planned ban on
smaoking starting in February 2019. The resident
reported having asked several times about
progress toward the transfer, but having no
fimeling for the transfer, The resident also
reported being sent to the hospital for
tracheostorny revision the month before. The
resident said she had been given no writien
natice of the reasons for transfer to the hospital,

Clinical record review reveled that on 11/2/18, &
staff member took the resident's cigarettes, The
CNA and nurse on duty told the resident she
cauld not smoke as a safety concern. The
resident's smoking assessment from 9/23/28
indicated the resident was safe as an
independent smoker. The resident requested to
lpave AMA (against medical advice), signed
paperwork indicating that was her intenl, and
started calling family and friends for a ride. Staff
called the resident's father (this was not a
guardianship situation) and he said not 1o let her
leave and to get her a psychiatric evaluation
Staff requested a ECO (emergency commitment
order) and called an ambulance to take the
resident to the hospital. There was no indication
the resident's physician was notified of the
situation or that there was a change of condition
raquiring hospitalization,
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In the hospital discharge summary, the hospital
psychiatrist assessment dated 11/2/18 said the
resident was exhibiting no symptoms, but wanted
her to stay at the hospital until Adult Protective
Services (APS) could faik to her- concern was the
resident’s safety from facility staff. The hospital
note included in history that nursing home staff
called the police and reported Resident #8¢ was
trying to blow up the building and kill residents,
Police declined 1o remove her from the building
after interviewing the resident and her roorn mate
{who sald the resident had not said that, but the
nurse had).

Anurse's note dated 11/2/18 indicated that the
resident reported to staff that she fell staff was
stealing from her and that the resident signed
paperwork indicating intention to leave before
staff called police to deal with the situation (it was
unclear whether the police were supposed to
remove the resident or prevent her from leaving,
but that she would not be alfowed to leave with
the persan of her choice). A nurse’s nole dated
11/3/18 indicated that the resident asked 1o
smoke and the nurse refused to give her
cigarettes, saying that the resident was told she
couldn't take off her oxygen because saturation
levels might drop and the resident was given a
sedative medication instead.

During an interview on 12114718 at 10:10 AM, the
DCS said that there was a ot of concern about
the resident's safety. However, the sSurveyor was
unable to locate documentation of behavior,
notifying the physician of behavior changes, or
relraining stalf concerning de-escalation of
behaviors before calling police. Facility staff were
unable to locate documentation of any record of
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behavior or symptoms.

The surveyor discussed the 11/2 incident with the
Business office director, who obtained the ECO
order. She stated she was working on 11/2/18
and came in after dinner and the police were
there. Staff told her that the resident wanted 1o
smoke. She had retumned from the doctor's office
saying she was cleared to smoke. Staff told the
Business Office Manager the resident was
smoking outside hours and getting upset when
they totd her she couldn't. Staff said the
roommate was upset and woutdn't go in the room
in ¢ase the resident smoked. The Business
Office Manager never saw the resident or talked
to the room mate. The Business Office Manager
calied the administrator who told her he had been
dealing with the situation for hours. He told her to
go downtown 10 get a TDO (called ECO above)
The Business Offios Manager took some
statements from a supenvisor and a CNAto the
magistrate for a TDO (ECQ).

There was no transfer summary or assessmentin
the medical record for that date. The director of
nursing was unable to locate any transfer
documentation, assessments, or written
notification of the reason for transfer given to the
resident, a family member, or hospital staff.

The clinical record did not include an assessment
of the resident's status or a cara plan revision
upon the resident's return from the hospital,

Buring a summary meeting on 12/13/18, the
surveyor reported to the administrator, director of
clinical {DCS) and the corporate regional diractor
for clinical services the concarn with the situation
on 11/2 described in the record. Sta did not
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Continved From page 141

record any assessment or complete a transfer
assessment or contact the resident's physician
prior to the transfer. Staff failed to assess lhe
resident after the resident's retum to the faciity
There is no indication that staff attempted 1o
determine whether there had been a change in

F 698
§8=D,

i the resident's status or needs after the

hospitalization.
Diatysis
CFR(s): 483.25(1)

§483.25{l) Dia'ysis.

The facHity must ensure that residents who
require dialysis recsive such sarvices, consistent
with professional standards of practice, the
comprehensive person-centered care plan, and
the residents' goals and preferences.

This REQUIREMENT is not met as evidenced
by:

Based on staff interview, facility document
review, and clinical record review, the facility staff
falled to assess the resident's post dialysis needs
for 1 of 23 residents (#80).

Resident #80 was admitted to the facility on
6/12/18 and readmitted on 12/6/18 with
diagnoses including chronic respiratory faiiure,
toxic encephalopathy, dysphagia, end stage renal
disease with hemedialysis, hypertension, type 2
diabetes meliitus, and dysphagia. On the
quarterly minimum data set assessment with
assessment reference date 11/16/18, the resident
scored 15/15 on the brief interview for mental
status and was assessed as without signs of
delirium or psychosis and verbal behaviors on a
daily basis

F 689

F 698

F698- Dialysis

1. Resident #90 discharged from
facility on 12/29/2018. Facility
obtained a copy of dialysis
contracl for Resident #90 on
12/17/2018.

2. The RDCS completed quality
review of dialysis residents to
ensure residents ara assessad
and the communication form is
completed upen retumn from
dialysis on 1/23/2019. Follow up
based on findings.

3. The ADCS and or RDCS wil
provide re-education to licensed
nurses on the policy and
procedure for coordination of
hemodialysis services by
1/28/19.
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Clinical record review on 12/14/18 reveaied the 4. DCS and or ADCS will
resident received hemodialysis therapy 3 timas conduct random quality
perweek. Pre-dialysis assessmants were monitoring of.dlalysns residents
complete for each day of service. The dialysis o ensure residents -
center usually included vital signs and weights on assessed and dialysis
the forms. There was no pest dialysis communication form completed
p upon relurn from dialysis, 3
assessment by facility staff. There were no post times per week for 4 weeks, then
dialysis progress notes. weekly for 3 months, Findir;gs to
ber i
The facility policy Goordination of Hemodialysis mon?lflt;n:r:'jtzp?igtzldczr -y
Services indicated under ‘Procedure’ that the indicated, Quality monitoring
facility will complete the post dialysis information schedule modified baseq on
on the Dialysis Communicaton form and file the findings.
completad form in the Residents Clinical record 5. Date of Compliance
112812019,
The surveyor asked to review the hemodialysis i B ———
contract. The factlity administrator reported there
was no contract with the resident’s dialysis
provider, !
The administrator, director of clinical services and !
the regional director of clinical services were
notified of the concern during a summary meeting
on 12/15/18.
F 755 | Pharmacy Sevcs/Procedures/PharmacistiRecords F 755
$8=D | CFR(s): 483.45(a)(b){1)-(3) E735: Phamacy Services
{Procedures/PharmacistiRecor
§483 45 Pharmacy Services ds
The facility must provide routine and emergency
drugs and biclogicals to its residents, or obtain 1. Nurse Practitioner assessed
them under an agreement described in Resident #14 and medication
§483.70(g). The facility may permit unlicensed review was completed on
personnel to administer drugs if State law | 112112019, No signs or
permits, but only under the general supervision of symptoms of distress were
a licensed nurse. present. DCS completed a
§483.45(a) Procedures. A facility must provide meqlcatlon R
pharmaceutical services (including procedures Resident #14 on 1/22/2019.

FORM CMS-2567

{02-83) Pravious Versions Obsclate

Ewvent ID: Y3F114

Faciity 1D VA0208

If continuation sheel Paga 143 of 187



From:Pheasant Aidge Nursing & Rehab

5407255735

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE: & MEDICAID SERVICES

0OV 23/2019 14:34

#2500 P.148/191

PRINTED: 0171612019
FORM APPROVED
OMB NO. 0938-0391

W (X1} PROVIDER/SUPPLIER/CLIA 1%2) MULTIPLE CONSTRUCTION [X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER- A BUILDING COMPLETED
v
495325 8. NG 12/14/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 5TATE, ZIP CODE
4365 PHEASANT RIDGE ROAD, SW
PHEASANT RIDGE NURSING & REHAB CENTER ROANORE AT,
o4 1b SUMMARY STATEMENT OF DEFIGIENCIES ) PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLET:ON
TAG REGULATCRY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE CATE
DEFICIENCY)
)
F 755 Continued From page 143 F 755 . |
that assure the aceurate acquiring, receiving, féwwoﬂi;gm:;?feggimy
i dispensing, and administering of all drugs and MAR and medications to ensure .
biologicals) to mee! the needs of each resident. medication are available for |
: . administration on 1/22/2019, ‘
§483.45(b) Service Consultation. The facility Follow up based on findings.
must employ or obtain the services of a licensed
pharmacist who- 3. The ADCS and or RDCS will
provide re-education to licensed
§483.45(b)(1) Provides consuitation on all nurses on pharmacy
aspects of the provision of pharmacy services in management, general dose
the facility. preparation and medication
administration by 1/28/201¢,
§483.45(b}(2) Establishes a system of records of L
receipt and disposition of all controlied drugs in 4. DCS and or ADCS will
sufficient detail o enable an accurate conduct random quality
reconciliation: and monitoring of § resident's MAR
' and medications to ensure
§483 45(b){3) Determines that drug records are in ;ﬁ;ﬁ:ﬂgg? ::;::2:':;?;’“"
order and that an account of all controlied drugs for 4 weeks tt;en wiaekly for 3
is maintained and periodically reconciled. months. Fir.\dings o be reported 5
This REQUIREMENT is not met as evidenced to QAPI committee monthly and i
by: updated as indicated. Quality
Based on staff interview, facilty document moniloring schedule modified
review, and clinical record raview. the facility staff based on findings.
failed to ensure physician ordered medications 8. Date of Compliance
were available for administration for 1 of 23 1/28/2018,
residents (Resident #14). i ™
The findings included:
The facility staff failed to ensure the physician
ordered medication Zaroxoiyn was available for
administration to Resident #14,
The clinical record of Resident #14 was reviewed
12/12/18 through 12/14/18. Resident #14 was
admitted to the facility 6/11/18 with diagnoses that
included but not limited to acute puimonary
edema, acute kidney failure, paranoid
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schizophrenia, chronic pain syndrome,
dysphagia, obsessive-compulsive disorder,
chronic systolic heart failure, chronic viral
Hepatilis C. chronic obstructive puimonary
disease, major depressive disorder, bipolar
disorder, schizoaffective disorder, opioid
dependence, anxiety disorder, Clostridium
difficile, tobacco abuse, malignant neoplasm of
skin, and adjustment disorder.

Resident #14's quarterly minimum data set
(MDS) assessment with an assessment
reference date (ARD) of 9/13/18 assessed the
resident with a BIMS (brief intervisw for mental
status) as 15/15.

Resident #14 had a physician order dated
10/12/18 that read "Zaroxotyn 2.5 mg (milligrams)
x 3 days po (by mouth) CHF (congestive heart
failure).”

The surveyar reviewed the October 2018
medication administration records (MARs).
Zaroxolyn 2.5 mg had been entered onto the
MAR to begin 10/12/18. The 10/12/18 box had
initials that were circled and written on the
reverse side of the MAR read "Not
available-called pharmagcy.” The box for 10/12/18
was blank and 10/14/18 was tlank. The reverse
side of the MAR did not have documentation
about medication availability or the reason
Zaroxolyn was not administered.

The surveyor reviewed the interdisciplinary
prograss notes for October 2018. There was not
a note for 10/12/18, The notes for 10/13/18 and
10/14/18 did not document the reason Zaroxolyn
was nol administered.
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The surveyor informed the unit manager ficensed
practical nurss #2 on 12/13/18 at 10-25 a.m.
L.P.N. #2 reviewed the medication administration
record and the progress noles and stated the
medication was not administered, The unit
manager L.P.N. #2 was asked about the back-up
phammacy. The unit manager L.P.N. #2 stated
CVS was the back-up pharmacy,

The surveyor Informed the administrator the
director of nursing, and the regional registered
nurse of the above concern during the end of the
day meeting on 12/13/18 at 4:29 pm. The
surveyor requested the pharmacy manifest for
Zaroxolyn and a iist of the stat box medications.

The DON informed the surveyor on 12/14/18 at
8:03 a.m. that there was not a pharmacy manifest
for Zaroxolyn and the medlication was not in the
facility stat box.

No further information was providad prior to the
exit conference on 12/14/18.

F 758 | Free from Unnec Psychotropic Mads/PRN Use
8s=n | CFR{s); 483.45(c)3)e)1)-(5)

§483.45(8) Psychotropic Drugs.

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

(1) Anti-psychofic;

(i} Anti-depressant;

(i} Anti-anxiety; and

(iv) Hypniotic

Based on a comprehensive assessmant of a

F 755

F 758

F758- Free from Unnecessa
Psychotropic Meds/PRN use

1. Resident #73's Physician
order for Risperdal has been
clarified to reflect monitoring for
side effects and effectiveness
and identified target behaviors
on 12/13/2018. Resident #5's
Physician orders for Wellbutrin
and Buspirone have been
clarified to reflect monitoring for
side effects and effactiveness
and identified target behaviore
on 12/13/2018 Resident #58
discharge from facility on
117/2019.
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resident, the facility must ensure that---

§483.45(e)(1) Residents who have not used
psychotropic drugs are not given these drugs
unless the medication Is necessary to treat a
specific condition as diagnosed and documented
in the clinical record;

§483.45(e)(2) Residents who use psychotropic
drugs receive gradual dose reductions, and
behavioral interventions. unless dinically
contraindicated, in an effort to discoptinue these
drugs;

§483.45(e)(3) Residents do not receive
psychotropic drugs pursuant to a PRN order
uniess that medication is necessary to treat a
diagnosed specific condition that is documented
in the clinical record; and

§483.45(e){4) PRN orders for psychotropic drugs
are limited to 14 days. Except as provided in
§483 45(e)(5), if the atiending physician or
prescribing practitioner believes thatitis
appropriate for the PRN order to be extended
beyond 14 days, he or she should document their
rafionate in the resident's medical record and
indicate the duration for the PRN order

§483.45(e)(5) PRN orders for anti-psychatic
drugs are limited to 14 days and cannot be
renewed unless the attending physician or
prescribing practitioner evaluates the resident for
the appropriateness of that medication.

This REQUIREMENT is not mel as evidenced
by:

Based on staff interview and dinical record
review, the facility staff failed to ensure that 3 of
23 Residents in the survey sample were free from

2. The UMs will complete quality
review of current residents
receiving psychotropic
medications for menitoring for
side effects and effectiveness
and identified target behaviors
on 1/25/2019. Follow up based
on findings.

3. The ADCS and or RDCS will
provide re-education to licensed
nurses on the policy and
procedure on psychotropic drug
medication use and Behavior
monitoring by 1/28/19,

4. DCS and or ADCS will
conduct random quality
monitoring of 5 residents
receiving psychotropic
medications for monitoring for
side effects and effectiveness
and identified target behaviors, 3
times per week for 4 weeks, then
weekly for 3 months. Findings to
be reported to QAPI commitiee
manthly and updated as
indicated. Quality monitoring
schedule modified based on
findings.

5. Date of Compliance
1/28/2019.
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unnecassary psychotropic medications. Resident
#73, Resident # 5, and Resident # 58

The findings included:

1. The facility staff failed to identify target
behaviors and monitor for side effects and
effectiveness associated with physician ordered
Risperdal for Resident # 73.

: Resident #73 was a §9-year-old-female who was

admitted to the faciity on 11/13/18, Diagnoses

. included but were not limited to Charcot's joint,

schizophrenia, bipolar disorder, and hypertension.

The clinical record for Resident # 73 was
reviewed on 12/12/18 at 3:13 pm. The most
recent MDS (minimum data set) assessment was
a 14-day schaduled assessment with an ARD
{assessment reference date) of 11/27/1B. Saction
C of the MDS assessses cognitive pattems. In
Seclion C0500, the facility staff documented that
Resident # 73 had a BIMS (brief interview for
mental status) score of 14 gut of {5, which
indicated that Resident # 73 was cognitively
inact. Section N of the MDS assesses
medications. In Section NO410, the facility staff
documented that Resident # 73 had received
antipsychotic medication for 7 days during the
look-back period for the 11/27/18 ARD.

The current plan of care for Resident # 73 was
reviewed and revised on 12/7/18. The facility staff
documented a focus area for Resident # 73 as,
"The resident is on antipsychotic therapy it
(related to) psychosis.” Interventions includad but
ware not limited to, "Administer antipsychotic
medications as ordered by physician. Monitor
behavioral symploms and side effects ” Upon

F 758
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review of the plan of care for Resident # 73, the
surveyor did not locate any target behaviors
associated with the use of antipsychotic therapy.

Resident # 73 had orders that included but was
not limited to, "Risperidone tablet 3 mg
{miltigram} Give one tablat by mouth at bedtime
for bipolar disarder.” The physician inftiated order
on 11/29/18. Resident # 73 also had orders that :
ware initiated by the physician on 12/6/18 for ;
"Risperdal Consta Suspension Reconsfituted 50
mg Inject 50 ml (millititers) intramuscufarly in the
afternoon every 2 weeks on Wed related to
unspecified psychosis "

On 12/13/18 at 9:23 am, the surveyor reviewad
the medication administration record for Resident
#73 and did not locate any behavior menitoring
or monitoring for side effacts or effectiveness.

On 12/13/18 at 9:30 am, the surveyor spoke with
unitmanager RN # 1 {registered nurse) and
made her aware that the surveyor did not locate
target behavior and monitoring for side effects
and effecliveness for the Risperdal in the clinical
record for Resident # 73

On 12/13/18 a1 9:38 am, unit manager RN # 1
reviewed the ciinical record for Resident # 73 and
stated, "I'm not seeng it, | will check further and
get back with you "

On 12/13/18 at 9:46 am, unit manager RN # 1
approached the surveyor and stated “it's an order
that had not been added but we will be mon itoring
those things from here on out.”

On 12/13/18 at 5:45 pm, the administrative team
was made aware of the findings as stated above.

FORM CM5S-2567(02-99) Pravious Versions Obsolsie Event I} YaF111 Faciy 10, VAO208 if continuation sheet Pags 149 of 187



From:FPheasant Ridges Nursing & Rehab 5407255735 01/23/2019 14:38 #2500 F.154/7/191

P ;
DEPARTMENT OF HEALTH AND HUMAN SERVICES ngsa Ag‘l;'::(l)flogg

QENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1] PROVIDER/SUPPLIERICLIA {X2) MULTIFLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: LT COMPLETED
c
495328 B WING 12/14/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

4385 PHEASANT RIDGE ROAD, &W

PHEASANT RIDGE NURSING & REMAB CEN
e ROANOKE, VA 24014

4] D SUMMARY STATEMENT OF DEFICIENCIES f D PROVIDER'S PLAN OF CORRECTION X8
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FutL PREFIX IEACH CORRECTIVE ACTION SHOULD BE COMPLET.ON
TAG REGULATORY QR LSC IDENTIFYING INFORMATIOM) TAG CRCSS-REFERENCED.TO THE APPROPRIATE DAIE
| DEFICIENCY)
!
F 758 | Continued From page 148 F 758

_No further information regarding this Issue was
presented to the survey team prior to the exit
confarence on 12/14/18.

2. The facility staff failed to monitor Resident # 5
for behaviors, side effects, and effectiveness for
physician ordered Wellbutrin and Buspirona

Resident # 5 was a 40-year-old-male who was
admitted to the faciiity on 4/20/18, with a
readmission date of 8/27/18. Diagnoses inciuded i
but were not limited to, hypertension, major
depressive disorder, anxiety disorder, and benign
prostatic hyperplasia,

The clinical record for Resident # 5 was reviewed i
on 12/13/18 at 10:41 am. The most recent MDS
(minimum data set) assessment for Resident # 5 !
was a quarierly assessment with an ARD |
(assessment reference date) of 9/3/18. Section C
of the MDS assesses cognitive patterns. In
Section CO500, the facility staff documented that
Resident # 5 had 2 BIMS (brief interview for
mental status) score of 15 out of 15, which
indicated that Resident # 15 was cognitively
intact. Section N of the MDS assesses
medications. In Section N0410, the Facility staff
documented that Resident # § had taken
antidepressant and antianxiety medication for 7
days during the look-back period for the §/3/18
ARD,

The current plan of care for Resident # 5 was
reviewed and revised on 12/40/18. The facility
staff documented a focus area for Resident # 5
as, “Psychoaclive medication use antianxisty
medication used for dx (diagnesis} of anxiety.
Anti-depressant medication for dx of deprassion
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added after ARD." Interventions included but
wers not limited to, "Report residual signs and
symptorns of depression or problematic side
effacts to practitioner,” and "Monitor behavioral
symptoms and side effects such as: appetite
changes, memory impairment, muscle weakness,
sedation.”

Resident # 5 had current orders that included but
were not limited to an order that was initiated by
the physician on 11/29/18 for "Buspirone HCI
Tablet 15 mg (milligramn) give 1 tablet by mouth
three times a day related to anxiety,” and
"Wellbutrin SR tablet extended reiease 12 hour
200 mg give 1 tablet by mouth one fime a day for
depression that was initiated by the physician on
11/30/18."

On 12/13/18 at 12:36 pm, the surveyor reviewed
the Decembaear 2018 medication administration
record for Resident # 5 and did not locate
monitoring for behaviors, side effects, or
offactiveness associated with the use of the
physician ordered Wellbutrin and Buspirone

On 12/14/18 at 12:20 pm, the surveyor reviewed
the December 2018 medication administration
record for Residen! # 5 and observed the
following orders had been initiated on 12/13/18 at
3.00pm.

"0-no behavior, 1-agitation, 2-combative,
3-verbaily inappropriate. 4-sexually inappropriate,
§-crying, 6-calling out, 7-screaming,
8-hallucinations, $-delusions, 10-resists care,
11-socially inappropriate, 12-other see progress

! notes.”

- "“'Side effects (Psychoactive med use): 0-none,

F 758
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1-movement side effects see progress hotes,
2-rnon movement side effects see progress notes
every shift for monitering ”

On 12/13/18 at 12:45 pm, the Surveyor
interviewed unit managar RN # 1 {registered
nurse). The surveyor made unit manager RN # 1
aware that upon initial review of the December
2018 medication administration record for
Resident # 5 the surveyor did not locate any
monitoring for behaviors, side effects or
effectiveness associated with the physician
ordared Wellbulrin and Buspirone, and now as of
12/13/18 at 3.00 pm Resident # 5 now has orders
to monitor for behaviors and side effects. Unit
Manager RN # 1 stated that after the surveyor
had a conversation with her about behaviors and
monitoring for Resident # 73, Resident # 5's
orders were updated to include monitoring.

On 12/14/18 at 2:02 pm, the administrative team
was made aware of the findings as stated above.

No further information regarding this issue was
presented to the survey team prior to the exit
confarence on 12/14/18

- 3. The facility staff to ensure the pm {whenever
| needad) orders for the psychotropic drug Ativan
, were limitad to 14 days. The physician order

dated 12/7/18 read "Give Ativan 0.5 m| (millilitars)
by mouth every 8 hours as needsd for anxiety,
aggitation (sic) for 30 days to Resident #58."

Resident #58 was admitted to the facility 12/4/13
and readmitted 12/5/18 with dlagnoses that
included but not limited to adult failure to thrive,
functional intestinal disorders, Hleus, rectal tube,
sacral ulcer stage 3, hypertension, paroxysmal
atrial fibrillation, dementia without behavioral

F 758
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disturbances, pressure uicers bilateral heels,
unstageable, and chronic kidney disease

Resident #58's quarterly minimum data set
(MDS) agsassment with an assassment
referance date (ARD) of 11/7/18 assessed the
residant with a BIMS (brief interview for mantal
status) as 03/15. Resident #58 was assessed
without any signs or symptoms of delirium,
behaviors affecting others or psychosis. Section
N Medications did not reveat Resident #58 had
been administered any psychotropic medications
in the 7-day ook back period.

Resident #58 was in the process of a significant
change MDS and comprehensive care plan.

Residant #58's current comprehensive care plan
revised 5/19/17 identified the resident had
impaired cognition and/or impaired thought
processes r/t (related to) dementia, hard of
hearing and no hearing aids_ and chronic
raspiratory faiture. Interventions: Administer
meds (medications) as ordered

The surveyor reviewed Resident #58's clinical
record. The facility NP (nurse practitioner)
ordered Ativan 0.5 ml every 8 hours as needed
for anxiety, agitation for 30 days on 12/7/18,

The surveyor interviewed the facility NP (other
#2)on 12/13/18 at 12:11 p.m. The NP (other #2)
stated he forgot and would adjust the Ativan
order.

The surveyor interviewed the assistant director of
rursing an 12/13/18 at 12:15 p.m. and asked for
the comrected Ativan order and a summary of ail
Ativan orders for Resident #58.
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The director of nursing provided Ihe surveyor with
a summary of Resident #58's physician's orders 3
for Ativan on 12/14/18 at 7.50 a.m. The DON
stated the order written on 12/7/18 was the only
order for Ativan until the order was changed on
12/13/18.
The surveyor reviewed the December 2018
. elactronic medication administration recards
| {(6tMARS). Resident #58 had not received any
| Ativan since the physician ordered the medication
| on 12/7/18.
The surveyor informed the administrator, the
director of nursing, and the regional registered
nurse of the above concern on 12/13/18 at 4:29
p.m.
No further information was provided prior to the
exit conference on 12/14/18.
F 760 | Residents are Free of Significant Med Errors F 760
§8=g | CFR(s): 483.45(f)2) F760- Residents Are Eree of
The facility must ensure that its- Stanificant Med Err
483.45(f)(2) Residents are free of any significant "
gredicatig)rf e)rm,& Y 1. Nurse Practitioner a?ssgssed
This REQUIREMENT is not met as evidenced and completed a medication
by: review for Residant #55 on
Based on staff interview, facility document 1/21/2019. No signs or
review, and clinical record review, the facility staff symploms of distress were
failed to ensure 1 of 23 residents was free of a present. DCS complated a
significant medication error (Resident #55). medication ervor report for
S Resident #55 on 1/22/2019,
The findings included: _ Rl = ) .
The facility staff to follow the physician orders for
sliding scale insulin for Resident #56.
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The clinical record of Resident #55 was reviewed
12/12/18 through 12/14/18. Resident #55 was
admitted to the facility 8/22/18 and readmitted
10/19/18 and 11/21/18 with diagnoses that
included but not limited to type 2 diabeles mellitus
with hyperglycemia, cerebral infarction due to
smbolism of cerabral antery, dysphagia, mild
cognitive impairment, lack of coordination,
cognitive communication deficit, aphasia, acute
cystitis without hematuria, anxiety, bipolar
disorder, hyperlipidemia, major depressive
disorder, hypertension, and migraines.

Resident #55's 14-day minimum data set (MDS)
with an assessment reference date (ARD) of
11/2/18 assessed the resident with a BIMS {brief
interview for mental status) as 15/15

Resident #55's current comprehensive care plan
identified the resident to be at nutritton/nydration
risk r/t {refated to) altered nutrient utilization AEB
{as evidenced by) diagnoses include DM2
(diabetes meflitus 2) with poorly controlied serurn
glucose levels, HgbAtc (hemaglobin A1C) at
13.2% 8/18/18. Interventions included to obtain
and monitor lab/diagnostic work as ordered.
Report results to MD (medical doctor) and follow

up as indicated, Dale inifiated 8/27/18 and
| revision on 12/12/18.

The December 2018 physician's orders included
an order for sliding scale insulin dated 11/2¢/18
that read "Hurnalog Kwik/Pen Solution
Pen-Injector 100 unit/mi {milliliter) (insulin Lispro)
Inject 1 unit subcutaneously four times a day for

| DM (diabetes mellitus) per sis (sliding scale)

: 131-180=2 v (units)

j 181-240=4u

X4 10 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION x5
PREFIX {EACH OEFICIENCY MUST BE PRECEDED BY FuLL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
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DEFICIENCY)
F 760 | Continued From page 154 F 780 2, The ADCS and or RDCS will

cornplete a quality review of
current diabetic residents to
ensure residents are receiving
appropriate sliding scale
coverage with documentation in
the MAR by 1/25/2019. Follow
up based on findings.

3. The ADCS and or RDCS will
provide re-education 1o licensed
furses on the policy and
procedure for sliding scale
insulin administration set up in
electronic medical record by
1/28f2018.

4. DCS and or ADCS wili
conduct random quality
maonitoring of diabetic residents
to ensure residents are receiving
appropriate sliding scale
coverage with documentation on
the MAR, 3 times per week for 4
weeks, then weekly for 3
months. Findings to be reported
to QAPI committee monthly and
updated as indicated. Quality
monitoring schedule maodified
based on findings.

5. Date of Compliance
112812019,
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241-300=6u

301-350=8u

351-400=10u

>(greater than) 400 + 12u & (and) call MD

A second physician order read “Accuchecks AC &
HS (before meals and at badtime) four times a
day. Startdate 11/28/18"

The surveyor reviewed the November 2018 and
December 2018 electronic medication
administration records. The blood sugars were
obtained as ordered; however, there was no
dacumentation on the November 2018 or
Decembar 2018 electronic medication
administration records (eMARs) that the staff
administared the sfiding scale insulin based on
the resuits of the blood sugars. The blood sugar
for 12/1/18 at 0630 was 279. Based on the
sliding scale insulin, Resident #55 should have
received 6 uniis of Humalog. The December
2018 eMAR dig not have any sliding scale insulin
documented.

The resulls of the blood sugars were as follows:
12/1/18 0630-B5=279

12/118 1130 BS=308

12/1/18 1830 (4:30 p.m.) BS=305

12/1/18 2030 (8:30 p.m.) BS=309

12/2/18 0630 BS=365

12/2/18 1130 BS=4056

12/2/48 1630 BS=267

12/2/18 2030 BS=300

12/3/116 0630 B5=340

12/3/18 1130 BS=389

12/3/18 1630 B5=391

12/13M18 2030 BS=277

12/4/18 0830 BS=400

12/4/18 1130 BS=362

12/4/18 1630 BS=311

F 760
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12/4/18 2030 BS=269
12/5/18 0830 BS=391
12/5/18 1130 BS=384

| 12/5/18 1630 BS=456

12/5/18 2030 BS=365
12/6/18 0630 BS=248
12/6/18 1130 BS=317
12/6/18 1630 BS=302
12/6/18 2030 BS=363
12/7/18 0630 BS=379
12/7/18 1130 BS=288
12/7/18 1630 BS=441

| 12/7118 2030 BS=301

12/8/18 0630 BS=289

1 12/8/18 1130 BS=212
- 12/8/18 1630 BS=400
. 12/8/18 2030 BS=236
 12/9/18 0830 BS=184
- 12/9/18 1130 BS=271

12/9/18 1630 BS=309

12/9/18 2030 BS=372

12/10/18 0630 BS=257
12/10/18 1130 BS=257
12/10/18 1630 BS=294
12/10/18 2030 BS=276
12/11/18 0830 BS=358
12/11/18 1630 BS=372
12/11/18 2030 BS=273

12/12/18 0630 BS not obtained. Resident

refused
12/12/18 1130 BS=3756

The facility staff had not administared sliding
scale insulin to Resident #55 when the blood
sugar was grealer than 131 on any of the above
days or times or notified the physictan when the

blood sugar was 400 or greater,

The surveyor informed the unit manager licensed
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praclical nurse #2, the director of nursing (DON)
and the regional registered nurse of the above
concern on 12/14/18 at 12:47 p.m. and asked
where ths sliding scale insulin was documented.
The unit manager licensed practical nurse #2
informad the surveyor that the nurses had just
been administering the 1 unit of Humalog insulin
and not administering the sliding scals insulin.
The surveyor informed the administrator, the
director of nursing, and the regional registerad
nurse of the above concern on 12/14/18 al 1-49
£ m. and requested the facility policy on diabetes
management.
The surveyor reviewed the facility policy on
diabetes titied “Blood Glucose Monitoring &
Disinfecting” on 12/14/18. The policy read in part
“Verify physician order. Document result in
medical record.”
The surveyor also reviewed the facifity policy tiled
“6.0 General Dose Preparation and Medicatian
Administration” on 12/14/18. The policy read in
part"4.1.2 Confirm that the MAR (medication E761- ore Drugs an
administration record) refiects the most recent Bivlogicats
medication order.”
1. UMs discarded loose
No further information was provided prior to the medications identified gn
exit confarence on 12/14/18. Hallway 200, rooms 301-305
F 761 Label/Store Drugs and Biologicals F 761 and 306-310, expired Novolog
8s=D CFR(s): 483.45(g){h)(1)(2) Flex pen (200 hallway), expired
| §483.45(g) Labeling of D nd Biolopicals Lantus insulin (on medication
i .45(g ing of Drugs a :
| Drugs and biologicals used in the facility must be Eart for‘ £o0Tre 201;308) and
; . evamir Flex was placed into
labeled in accorda'nce with currently accepted appropriate pa ckage on
professional principies, and include the 121122018, sy .
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appropriate accessory and cautionary
instructions, and the expiration date when
applicable.

§483.45(h) Storage of Drugs and Biologicals

§483.45(h){1) In accordance with State and
Federal laws, the faciiity must store all drugs and
biolegicals in locked compartments under praper
temperature controls, and permit only authorized
personnel to have access 1o the keys.

: §483.45(h){2) The facility must provide separately
' locked. permanently affixad compariments for

storage of controlled drugs listed in Schedute Il of
the Cornprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to

: abuse, except when the facility uses single unit
i package drug distribution systems in which the

quantity stored is minimal and @ missing dose can
be readily detected

This REQUIREMENT is not met as evidenced
by

Basad on observation, facility document review,
and staff interview, the facility staff failed to store
and label medications in a secured locked
medication box on 1 of 2 nursing units in the
facility and failed to discard expired medications
on 1 of 2 nursing units in the facility (Hallways
200, 300 and 400).

The findings included:

The surveyor made the following observations
when checking the medication cart on Hallway
200 0n 12/12/18 at 12:00 prm:

" Inthe medication cart, 1st drawer. Left hand
side thare wera (1) bluefwhite capsuie, (1) smal

preventing medication errors,
packages of medications rmust
be placed back into medication
cart and cart must be locked
prior to leaving medication cart
on 1/21/2019,

2. The UMs complated quality
review of medication carts and
medication rooms for expired
medications, appropriale
labeling and loose pilis on
1/22/2019. Follow up based on
findings.

3. The ADCS and or RDCS wil
provide re-education Io licensed
staff nurses to on the storage
and labeling on medications by
1/28/2019.

4. DCS and or ADCS will
conduct random quality
monitoring of medication carts
and medication rooms for

expired medications, appropriate

labeling and loose pills, 3 times
per week for 4 weeks, then

waekly for 3 months. Findings to

be reported to QAPI committee
manthly and updated as
indicated. Quality monitoring
schedule modified based on
findings.

5. Date of Compliance

1/28/2019.
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white pill and (1) 1:2 tablet small white pili were
found loose and notin a package.
" Inthe medication cart, 2nd drawer. Left hand
stde there were (1) small white pill, 1/2 small
white pil, 1/2 medium white piil and {1) white
capsule were found loose and not in a package.
*Inthe 1st drawer, right side of the cart there
was a Novolog Flexpen with an opensd date of
11/10/18 documented onit.  The label said it was
good for 28 days after the pen was openad. This
insulin expired on 12/6/18 but remained in the
medication cait. i
In the 2nd drawen, right side of the cart, there
were (1) medium white pill, (1) small yellow pill
and (1) small orange pill loose in the drawer
and not in a package.

The surveyor made the following cbservations
whnen checking the medication cart on Hallway
400 on 12/21/18 at 12:23 pm.

“* Inthe 3rd drawer, left side of the cart there :
was (1) 1/2 small white pill loose and not in a i
package.

. Inthe 2nd drawer, right side of the cart there

i was (1) medium green pill loose and not in &

| package.

|" nthe 1stdrawer, right side of the cart there

was {1) medium white pill loose and not in a

package.

The surveyor made the fallowing observation
when checking the medication cart for rooms
306-310 on 12/12/18 at 12:42 pm:;

" Inthe second drawer, feft side of the cart
there was (1) 1/2 peach small pill lcose and not in
a package.
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The surveyor made the following observations
when chacking the medication cart for rooms
301-305 on 12/12/18 at 12:42 pm;

" Inthe 1st drawer, left side of the cart there
were (1) tan oblong pill and {2) 1/2 small white pill
loose and notin a package.

" Inthe 1stdrawer, right side of the cart there
was (1) Lantus Insulin multi dose vial 100 u/mi
open date 10/30/18 as when opened. The
sticker stated to discard after 28 days, The :
expiration date would had been 11/26/18. This E
insulin remained in  the medication cart.

®  Alsoin theist drawer, right side of the cart

: lhere was a Levamir Flex Pen 100 u/ml resident's
name on pharmacy label that is affixed to the
pen was lor Resident #10. The plastic bag that
the Lexamir Flexpen was taken out of had a
pharmacy label on  it, which was for Resident
#26.

The surveyor asked LPN (licensed practical
nurse) #3 whose responsibility it was lo discard
any medication that is expired on the medication
carl. LPN #3 stated, "We are to throw the expired
medication away as soon as we see that it is
axpirad,” l

During the medication administration observation
on 12/13/18 at 8:2% am, the surveyor made the
following observation:

LPN #2 1aid the following medications on the
end of the fray table that the surveyor was using.
The surveyor reviewed the packages for the
resident, name of medication, dosage and how
often the resident received this medication. The
cards  were then placed back on the corner of
the tray table for LPN #2 to replace back into the

FORM CMS-2567(02-991 Previous Versions Obsolete Event 1ID-Y3F (11 Facilty D VAD208 If contiruation sheet Page 161 of 187




From:Pheasant Aidge MNursing & Rehab

DEPARTMENT OF HEALTH AND HUMAN SERVICES

5407255735

01/23/2018 14:38

#250 P.166/7191

PRINTED: 01/16/2019

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 CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
C
495325 B. WING 12/14/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY, STATE, 21 CODE
4355 PHEASANY RIDGE ROAD, SW
PHEASANT RIDGE NURSING & REHAB CENTER
ROANOKE, VA 24014
X4y 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX [EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
i 761 Conlinued From page 161 F 761
med:cation cart.
" LPN#2 turned and went into Resident #9.
leaving the medication cart unlocked and

packages of medications on the tray fable.
The medications lefl on the tray table were
Gabapantin, Folic Acid, Cinnamon, Metformin,

Vitamin B12, UTI Stat and Lantus Insulin.

The surveyor asked LPN #2 where she should
had left the medications at when she went into
Resident #9's room and she stated, "l shouid had
put them back into the medication cant and locked
the cart”

The surveyor notified LPN #1 of the above
documsnited findings and observations made.
The surveyor requested copies of the facility's
policy on medication adminlstration and storage
of medications,

The facility's policy titled, "5.3 Storage and
Expiration of Medications, Biclogicals, Syringes
and Needles"” stated in part, " .., Facility should
ensure that all medications and biologicals,
including treatment items, are secursly stored ina
locked cabinet/carts or locked medication room
that is inaccessible by residents and visitors
..Facility should dastroy or retumn all
discontinued, outdated/expired, or deteriorated
madications or biologicals in accordance with
Pharmacy returnidestruction guidelines . ."

In the facility's policy titled, “6.0 General Dose
Preparation and Medication Administration" it
read in part, " . Facliity staff should not leave
medications or chemicals unattended ...Faciiity
should ensure that the madication caris arg
always locked when out of sight or unattended .. "

The surveyor notified the administrative team of
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tha above documented findings on 12/13/18 at
4.32 pm. -
No further information was provided to the F805- Food in Form to Mest
surveyor prior to the exit confarence on 12/14/18 Individual Need
F 8051 Food in Form to Mest Individual Needs F 805 X |
$5=0 | CFR(s): 483.80(d)(3) 1. Resident #58 diat order was
reviewed to ensure order
§483.60(d} Food and drink matches meal ticket. )
Each resident receives and the facility provides-
2, The RDCS completed quality
§483,60(d)(3} Food prepared in a form designed review of current residents’ diet
| to meet indvidual needs. orders, meal tickels, and tray for
| This REQUIREMENT is nol met as evidenced accuracy on 1/23/2019. Follow
| by: up based on findings,

| Based on observation, staff interview and clinical
record review, the facility staff failed to provide
the physician ordered diet to 1 of 23 residents

3. The ADCS and or RDCS will
provide re-education to licensed
nurses, certified nursing

jjjssident #65), assistants, and Dietary staff on
The findings included: foogl and drink and that each
5 resident receives and the facility

The fac[lily staff fai!gd to follow the physician ; gﬂ;'ﬂeeiign';ﬂ‘}g ﬁ:g?::gi:,?dia,
ordered diet for Residant #58. | needs by 1/28/2019.

| Resldent #58 was admitted to the facility 12/4/13 i 4. DCS and or ADCS wili

! and readmitied 12/5/18 with diagnoses that conduct random quality

| included but not limited to adult failure to thrive, moenitoring of 5 current residents’
functional intestinal disorders, ileus, recta! tube diet orders, meal lickets, and
sacral ulcer stage 3, hypertension, paroxysmal tray for accuracy, 3 times per
atrial Abriliation, dementia without behavioral : week for 4 weeks, then weekly
disturbances, pressure ulcers bilateral heels, i for 3 menths. Findings to be

| unstageable, and chronic kidney disease. reported to QAP| committee

monthly and updated as
indicated. Quality monitoring

o #58" | T da
Resident #58's quarterly minimum data set schedule modified based on

(MDS) assessment wilth an assessment findings
reference date (ARD) of 11/7/18 assessed the 5 D agte'of Compliance
- resident with a BIMS (brief interview for mental ; 1}2812019
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status) as 03/15, Section G Functional Status
assessed the resident for eating to require
extensive assistance of one person. In Section K
Swallowing/Nutritional Approaches, Resident #58
was assessed to have a mechanically altered dist
and a therapeutic diet.

Rasident #58 was in the process of a significant
change MDS and comprehensive care plan,

Resident #58's current comprahensive care plan
revised 12/12/18 identified the resident was a
nutritionMydration risk v/t {related to) self-care
deficit, sitered nutrient utilization, increased
autrient needs, functional status dacline AEB (as
evidenced by) dx (diagnoses) include CKD3
{chronic kidney disease), CHF {congestive heart
faiture), dementia, protein-calorie malnutrition,
adult failure to thrive, requires mechanically
altered diet for safe and comfortable po (oy
mouth) intake. Comfart care in place.
interventions: Provide, serve diet as ordered.

The surveyor observed Resident #58 al breakfast
on 12/13/18 at 7:51 a.m. Resident #58's diet
ticket read "NAS (no added salt)-Mechanical Soft
Honey Thick/Fortified Foods.” Foad items on the
tray were: scrambled eggs, grits, cranberry
orange coffee cake, magic cup, honey thickened
milk, and honey thickened cofies. Certified
nursing assistant #1 was feeding the resident
Resident #58 took anly a few sips by spoon of the
honey-thickened milk.

The surveyor observed the resident at iunch on
12/13/18 at 12:05 p.m. The diet ticket read
"NAS-Mechanicat Soft. Honey Thick/Fortified
Foods." Resldent #58 had the foilowing food
items on the tray: carrols, ground Salsbury
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sleak, mashead potatoes. roll, frut cocktail, honey
thickened coffee, water and milk, and magic cup.

The surveyor reviewed Resident #58's clinical
record. Resident #58's diet order dated 12/7/18
was pureed lexiure, honey thickened liquids,
fortified foods with & magic cup ordered three
times a day. Resident #56 was served a
dysphagia diet | (NAS, mechanical soft honey
thickened tiquids and fortified foods) at breakiast
and lunch 12/13/18.

The surveyor interviewed the unit manager
licensed practical nurse #1 and the dietary
manager on 12/13/18 at 12:13 p.m. The diet
order dated 12/5/18 was the most current diet
order that had been entered into the meal tracker
the dietary staff use for diets.

The surveyor informed the director of nursing
(DON) of the abave concern with the physician's
ordsrs not followed for Resident #58's diet on
12/13/18 at 12:21 p.m. The DON statad that the
nurses complete a diet slip and send to dietary.
Dietary staff are responsible for changing the diet

- ordet in the meal tracker.

The surveyor interviewed the dietary manager on
12/13/18 at 12:25 p.m. The dietary manager
checked the diet records and the most recent diet
order for Resident #58 had not been entered into
the meal tracker.

The surveyor informed the administrator, the
director of nursing, and the corporate registered
nurse of the above concern during the end of the
day meeting on 12113/18 at 4:29 pm.

Mo further information was provided prior to the
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exil conference on 12/14/18 o ra/ e- Sanita
F 812 Food Procurement, Store/Prepare/Serve-Sanitary F 812
ss=r | CFR{s): 483 60{i)(1)(2) 1. Expired, unlabeled, and
undated items identified in the
§463.60()) Food safety requirements. kitchen and paniries were
The facility must - discarded by Dietary Manager
and UMs on 12M13/2018.

§483 BO(1}(1) - Procure food from sources
approved or congidered satisfactory by federal,
state or local authorities.

(i} This may include food items obtained directly
from local producers, sutject to applicable State
and local laws or regulations.

(ii} This provision doas not prohibit or prevent
facilities from using produce grown in facility
gardens, subject to compliance with applicabla
safe growing and food-handiing practices.

(i) This provision does not preclude residents

from consuming foods not procured by the facility.

§483 60(i)(2) - Store, prepare, distribute and
serve food in accordance with professional
standards for food service safety.

This REQUIREMENT Is not met as evidencad

by:

; Based on observation, staff interview, and facifity

documeant raview the facility staff failed to store,
prepare, distribute, and serve food in accordance
with professional standards of food service
safety.

The findings included

The facility staff to label, date, and discard
expired food items in the kitchen and pantries.

On 12/12118 at 11:47 am, the initial tour of the
kitchen was completed. Buring the initial tour, the

--1/26/2019.

2. The Dietary Manager
completed quality review of
Kitchan and pantries to ensure
food items are labeled, dated,
and discarded whan expired, on
1/23/2019. Follow up based on
findings.

3. The ADCS, RDCS or Food
and Beverage Contractar will
provide re-education to facility
staff on the federal regulations
and dietary guidelines for Food
Storage: Dry goods by 1/28/19.

4. Dietary Manager and or
designee will conduct random
quality monitoring of kitchen and
pantries to ensure food items are
labeled, dated, and discarded
when expired, 3 times per week
for 4 weeks, then weekly for 3
months. Findings to be reported
to QAPI committee monthly and
updated as indicated. Quality
monitoring schedule modified
based on findings.

5. Date of Compliance

==
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surveyor observed Clabber girl double action
baking powder with a best by date of 9/13/2018
printed on the centainer, and a 1-gaflon bottle of
Marsala cooking wine with a best by date of
10/1718 printed on the container. The surveyor
asked the dlstary services manager if the items
should be removed from the kilchen. The dietary
services manager stated, "Absolutely."

On 12/12/18 at 1:13 pm, the surveyor reviewed
the unit pantry for the 800-700 hall. In the
refrigerator, the surveyor observad an Appiebea's
container with a Resident name listed on it but no
date was documented. The surveyor also
observed a container with 4 cupcakes labeled
with a resident's name and no date. and a jar of
apricol preserves with a resident’s name labeled
on the jar wilh no date. In the freezer the surveyor
observed 1 12 gal Neapolilan ice cream with no
name or date and

3 lean cuisine meals labeled with a residents
room number with no date

On 12113/18 at 9:56 am, the surveyor spoke with
unit manager RN # 1 about the items observed in
the pantry that wera not labeled properly. Unit i
manager RN # 1 stated that she thought that the
ice cream was from a party that was held on the
unit some time ago she would take care of the
lterns.

On 12/14/18 at 2:02 pm, the administrative team
was made aware of the findings as stated above.

No further information regarding this incident was
provided to the survey taam prior to the exit
conference on 12/14/18,

F 842 | Resident Records - Identifiable Information F 842
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§483.20(1)(5) Resident-identifiable Information.

{1) A facility may not release information that is
resident-identifiable to the public,

(ii) The facility may release information that is
resident-identifiable 1o an agent only in
accordance with a contract under which the agent
agrees nat lo use or disclose the information
except to the extent the facility itself is permitted
to do so.

§483.70(i) Medical records.

§483.70(i)(1) In accordance with accepled
professional standards and practices, the facility
must maintain medical records on each resident
that are-

(i) Complete;

(ii} Accurately documented.

(i) Readily accassible; and

(iv) Systematically organized

§483.70(i)(2) The facifity must keep confidential
all information contained in the resident's records.
regardless of the form or storage method of the
records, except when releass is-

{i} To the individual, or their resident
representative where permitted by applicable law:
(i) Required by Law;

(iil} For treatment, payment, or health care
operations, as permitted by and in compliance
with 45 CFR 164.508:

" 1. Nurse Practilioner assessed

. and completed a medication

review for Resident#14 on

1/21/2019, No signs or

- symptoms of distress were

" present. DCS completed a
medication error report
completed on 1/22/2019 for

- Residant #14.

2. The DCS and or ADCS will
complete a quality review of

- current residents’ MAR to ensure
narcotics are signed off when
administered by 1/25/2019.
Foliow up based on findings.

3. The ADCS and or RDCS will
provide re-education to licensed
; nurses on General Dose
Preparation and medication
administration by 1/28/1¢,

4. DCS and or ADCS wilt
conduct random quality
monitoring of current residents’

* MAR to ensurse narcolics are

- signed off when administered, 3
times per week for 4 weeks, then
weekly for 3 months. Findings to
be reportad to QAPI commitiee

{iv} For public health activities, reporting of abuse, monthly and updated as
neglact, or domestic violence, health oversight indicated. Quality monitoring
activities, judicial and administrative proceedings schedule modified based on
law enforcemant purposes, organ donation findings.
purposes, research purposes, or to coroners, 5. Date of Compliance
medical examiners, funeral directors, and to avert 1/28/2019.
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a serious threat to health or safety as pemitted
by and in compliance with 45 CFR 164.512.

§483.70(){(3) The faciity must safeguard medical
record information against loss, destruction, or
unauthorized use.

§483.70(i){4) Medical records must be retained
for-

(i) The period of lime required by State law; or
(i) Five years from the date of discharge when
there is no requiremant in State law; or

(tiy For a miner, 3 years after a resident reaches
legal age under State faw.

§483.70()(5) The madical record must contain-
(i} Sufficient information to identify the resident;
(i) A recerd of the resident's assessments;

(iii} The comprehensive plan of care and services
provided,;

{iv) The results of any preadmission screening
and resident review evaluations and
determinations conducted by the State;

(v) Physician's, nurse's, and other licensed
professional's progress notes. and

(vi) Laboratory, radiology and other diagnostic
services reports as required under §483.50,
This REQUIREMENT is not met as evidenced
by:

Based on staff interview, facility document review
and clinical record review, the facifity staff failed
to maintain a complete and accurate clinical
record for 1 of 23 residents (Resident #14).

The findings included:

The facllity staft failed to document the
administration of Oxycodone 10 mg {milligrams}
on the October 2018 medication administration

FORM CMS-2567(02.99) Previous Versions Obsolela Event ID: YIF 11 Facilty ID VAD2CE If continuation sheet Page 169 of 187




From:Phoasant Ridge Nursing & Rehab 54072557356 DV/23/2019 14.40 #2650 P.A74/191

PRINTED: §1716/2019

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-039+
STATEMENT OF DEFICIENCIES (K1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCYION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
o
495325 B.WING 12114i2018
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY. STATE ZiPF CODE

4356 PHEASANT RIDGE ROAD, SW

PHEASANT RIDGE NURSING & REHAB CENT,
¢ e ER ROANOKE, VA 24014

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES i0 PROVIDER'S PLAN OF CORRECGTION o)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX [EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING |NFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE Dave
DEFICIENCY)
F 842 | Continued From page 189 F 842
records.

The clinical record of Resident #14 was reviewed
12/12/18 through 12/14/18. Resident #14 was
admitted to tha facility 6/11/18 with diagnoses that
included but not limited to acute pulmonary
edema, acute kidney failure, paranoid
schizophrenia, chronic pain syndrome,
dysphagia, obsessive-compulsive disorder,
chronic systolic heart failure, chronic viral
Hepatitis C, ¢hronic obstructive pulmonary
disease, major dapressive disordar, bipotar
disorder, schizoaffective disorder, opioid
depsendence, anxiety disorder, Clostridium
difficile, tobacco abuse, makgnant neoplasm of |
skin, and adjustment disorder.

Resident #14's quarterly minimum data set
(MDS) assessment with an assessment
reference date {ARD) of 9/13/18 assessed the
resident with a BIMS (brief interview for mental
status) as 15/15.

Resident #14's clinlcal record revealed a
physician order dated 10/22/18 that read "DIC
{discontinua) previous oxycodone order. Change
Oxycodone 10 mg to q (every) 4 hrs (hours) po
{by mouth).”

The surveyor reviewed the October 2018
medication administration records (MARs).
Oxycodene 10 mg qdhours for pain had been
entered onto the October 2018 MAR. The
surveyor noted blanks at the following
times-10/23/18 at 2:00 a.m,, 10/25/18 at 6:00
p.m. and 10/30/18 at 6:00 p.m.

The survayor informed the unit manager licensed
practical nurse #2 of the above concern on
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12/14/18 at 8:32 a.m. and requasted the October
2018 narcotic sheets for Oxycodone.

The surveyor and the unit manager licensed
practical nurse #2 reviewed the QOctober 2018
narcolic sheets for Oxycodone on 12/14/18 at
8:57 am. Oxycodone 10 mg was recorded
marked on narcotic sheets for 10/23/18 at 2.00
a.m. and 10/25/18at 6:00 p.m. The 10/30/18 6:00
p.m. dose of Oxycodone was recorded on the
electronic medication administraticn record,
When asked if medications should be
documented on the MAR as well as on the
narcotic sheet, the unit manager L.P.N, #2 stated
she would expect staff to document medications
administered on the MAR.

The surveyar requested the facility policy on
" medication administration from the unit manager
L.P.N. #2 on 12/14/18 09:14 a.m.

| The surveyor reviewed the facility policy titied "6.0
General Dose Preparation and Medication
Administration on 12/14/18. The policy read in
part "Procedure 6, Aftar medication
administration, the facility staff should taks all
measures required by facitity policy and
applicable law, including, but net limited to the
following: 6.1 Document necessary medication
administration/treatment information on
appropriate forms,”

The surveyor informed the administrator, the
director of nursing and the regional registared
nurse on 12/14/18 at 1:48 p.m. prior to the exit
conference.

No further information was provided prior to the
exit conference on 12/14/18.
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§483.75(g) Quality assessment and assurance

§483.75(9)(2) The quality assessment and
assurance committee must:

(ii) Develop and implement appropriate plans of
action to correct identified quality deficiencies:
This REQUIREMENT is not mel as evidenced
by:

Based on staff interview, clinical record review,
facility reported incidents, complaints. and during
the course of a quality assurance review, the
facitity staff failed to identify and develop action
pians to address resident rights for safety, dignity,
residents who are verbally abused and
threatened by visitors, and staff to resident
interactions.

The findings include;

ABLSE

Sections §§1819 and 1919 of the Social Security
Act provide that each resident has the right to be
free from, among other things, physical or mental
abuse and corporal punishment, The facility
must provide a safe resident environment and
protect residents from abuse.

As a part of the survey process, the survay leam
identified harm level deficiencies in the areas of
abuse and naglect. The facility staff failed to
develop action plans to address resident safety,
dignlty, verbal abuse, intimidation, and resident to
staff relationships.

The survey team also identified areas of concern
for transfers and discharge requirements, notice
given to resident and resident reprasentative prior

1. The RDCS conducted a QAPI
meeling to discuss findings from
annual survey and reviewed an
action plan to address resident's
rights including safety. dignity,
residents who are verbally
abused and threatened by
visitors and or staff on
1/22/2019.

2. The RDCS completed quality
review of QAP meeting minutes
for the past 6 months to ensure
facility met, at @ minimum,
monthty {o review identified
areas of improvernant per
guidelines on1/22/2019. Follow
up based on findings.

3. The ADCS and or RDCS will
provide re-education to facility
staff to on the policy and
procedure for QAPY/QAA
procedures by 1/28/19.

4. RDCS and or DCS wili
conduc! quality monitoring of
QAPI meelings to ensure QAPI
Committee will meet a minimum
of monthly to review identified
areas of improvement per
guidelines, weskly x 4 wegks,
then monthly x 3 months.
Findings to be reporied to QAPI
commitiee monthly and updated
as indicated. Quality monitoring

_ schedule modified based on

; findings.

t 5, Date of Compliance

. 1128(2019. '
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to transfer/discharge, preparation for safe and
orderly transfer/discharge, bed hold -
requirements, baseline care plans, care plan
timing and revision, quality of care concerns, ADL
(activities of daily living), pressure ulcer
treatment, accidents, dialysis, range of motion,
pharmacy, unnecessary medications, storage and
labeling of medications, sighificant medication
errors. kilchen concams, menus, resident records
and infection control.

During the meeting with the administrator and the
director of nursing on 12/14/18 at 1:12 p.m., the
surveyor asked how often the QA committee mel
and what issues were discussed. The
administrator stated the committee met monthly
and identified concerns through a number of
different avenues. The administrator stated when
an area of concern is idenlified, tha director of
nursing educates the staff, holds monthly staff
meetings, and sends Facilty Reported Incidenis
(FRIs) to Adutt Proteclive Services (APS), DHP
{Department of Health Professions), and OLC
{office of licensure and certification). The
administrator stated the staff are re-educated with
each incident whether it maans termination of
staff to make everything safe. The administrator i
was referring to an incident involving a licensed
practical nurse and Resident #67. The
administrator staled concerning Resident #5 and
Resident #5's former roommate, APS and the
ombudsman had informed the administrator that
when the facility had moved the roommate out at
| some point during his stay, APS and the
ombudsman told the facility that they had to move
him back.

Two concarns were reviewed with the executive
director on 12/14/18 ;
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A second surveyor spoke to the facility's

executive director on 12/14/18 at 8:59 am inthe

presence of the survey team. The surveyor

asked the executive director if he remembered

Resident #97 and/or his relationship with LPN#1.

The executive diractor stated that he found out

that Resident #97 and LPN #1 were in a

relationship. The regional nurse consuitant put

guidelines in place for LPN #1 and Resident #97

to follow while in the facility, Resident #37 laft the

facllity AMA {against medical advice) with LPN #1

upon her termination due to those guidelines

being broken 15 days after the guidelines were

: setin place on 03/06/18, The executive director

voiced that LPN #1 had to be barred from the

premises on the evening of 03/06/18. The local

police were contacted and spoke to LPN #1 at a

i focation close to the facility. The executive

: diractor expressed that Resident #97 wanted to

" leave AMA with LPN #1. The executive director

. voiced that facility staff did not report the
relationship between Resident #97 and LPN #1

" untlt 02/19/18 and he had no prior knowledge of
the relationship. The executive director stated
that the facility provider did not have a policy in
place at the time of the incident or af the present
fire regarding facllity staff and Resident
interactions. The surveyor asked the executive
direclor if he thought that LPN #1 exploited
Resident #97 financiaily. The execulive director
replied, "Resident #97 was broke. He had no
assets, ho money, and lived with his parents”.

. The executive director raported to the survayor

' that Resident #97 had called the facility after the

_incident wanting to come back.

' The guidelines the facility implemented failed and
j the resident let AMA. The facilty failed to

F 867 |
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develop and implement a policy to address
resident to staff relationships.

The administrator had been Interviewed bya
second surveyor on 12/14/18 at 11:05 a.m. with
the survey team present. The surveyor asked the
execulive director what the procedure was for
allegations of resident-to-resident abuse The
facility executive director stated, "Separate and
investigate." The surveyor asked the facility
executive director what the procedure was for
allegations of staff to resident abuse. The facility
execulive director stated that the employes was
to be suspended pending investigation. Tha
surveyor asked the facility executive director what
was the procedure for allegations of visitor to
resident abuse. The facility executive director
stated, that a facility reported incident would be
submitted, the incident would be investigated, and
the visitor would be asked to stay away until the
invastigation is complete. The surveyor asked the
facllity executive director why the famnily was not
asked to stay away during the investigation of the
allegation of abuse reported by Resident # 5. The
facility executive director stated, “Or they meet
with me and the director of nursing and we
determine if they can come back." "l met with the
family on Monday and with Residant # 5's history
of 3 or 4 occasions that he has liad, the residents
ware separated and Resident # 5 was moved to
another room.” "l decided that the alleged
perpelrator could retumn to the building.” The
surveyor asked the facility executive direclor how
he could maka that determination when the
investigation had not been completed. The facility
executive direclor stated, "I don't think it
happened.” "Resident # 5 tells lies.” "in the past
he has made accusations and said this happened
and he comes back 3 or 4 days later and says he
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is sorry." "I am more concermed with this nurse
LPN # 1 | think she put Resident # 5 up to calling
the police.” It's a lot of drama involved in this with
CNA# 2 and LPN # 1." "Thay have issues with
the family." "My issuve is more with LPN # 1 and |
will deal with her after this is over." The surveyor
asked the facility executive director if he
interviewed CNA # 2. The facility executive
director stated that he did not. The facility
executive diractor stated that the facility social
senices managar interviewad CNA # 2.

The facility staff failed to ensure an investigation
was startad within the time-frame (start
Investigation 2 hours after concern of abuse) and
failed to develop and implement a facility policy
for resident to visitor abuse.

The administrator was asked about policies for
resident to visitor abuse and staff to resident
interactions. The administrator stated none as of
today but "it won't happen again.”

No further information was provided prior to the e
exit conference on 12/14/18.

F 868 | QAA Committee

$S=F | CFR(s): 483.75(g)( 1){i)-{ii)2)Xi)

§483.75(g) Quality assessment and assurance.
§483.75(g){1} A facility must maintain a quality
assessment and assurance commities consisting
at a minimurmn of;

(i} The director of nursing services.

{i}) The Medical Director or his/her designee;

{iii) At least three other members of the facility’s
staff, at least one of who must be the
administrator, owner, a board member or other
individual in a leadership role;

F 867

F 868
Fa63- mi

1. The RDCS conducted a QAPI
meeling on 1/22/2019 to discuss
findings from annual survey and
io discuss staff members who
are fequired to attend the
quarterly QA meetings.
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§483.75(g)2) The quality assessment and
assurance committee must:

(i} Meet at least quarterly and as needed to
identifying issues with respect lo which quality
assessment and assurance activites are
necassary.

This REQUIREMENT is not met as avidenced
by:

Based on staff interview and facility document
review, the facility staff failed to ensure the
required quality assurance commites members
attended the quarterly QA meetings.

The findings included:

The facility stafi failed to provide documentation
of required committee membars' attendance at
the quarterly QA (quality assurance) maetings.

The surveyor met with the administrator and the
director of nursing on 12/14/18 at 1:12 p.m. to
discuss quality assurance concerns and to review
the previous year's QA meetings, The
administrator stated the QA commitiee met
monthly,

The administrator provided the sign in shests for
the quarterly meetings. The 8/29/18 quarierly QA
meeting did not have the required commitiee
members’ signatures on the sign in shest. The
sign-in sheet included the administrator, the
director of nursing, the medical diractor, and the
social worker. The committee meeting failed to
include an additiocnal staff member.

The 4/25/18 quarterly QA meeling did not have
the required committee members' signatures on
the sigr-in sheet. The sign-in sheet included the
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2. The RDCS complsted quality
review of monthly QAP)
meetings. in the past 6 months,
to ensure attendance and
signatures of required committee
members were present on
22/2019. Follow up based on
findings.

3. The ADCS and or RDCS wili
provide re-education to facllity
staff on the QAPI policy and
procedure by 1/28/19.

4. RDCS and or DCS to conduct
quality monitering of QAPI
meeting to ensure attendance
and signatures of required
committee members, weekly x 4
weeks, then monthly x 3 months.
Findings to be reporied te QAPI
committee monthly and updated
as indicated. Quality monitoring
schedule modified based on
findings.

5. Date of Compliance
1/28/2019,
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administrator, the medical director, and the
phamnacist. The director of nursing and an
additional staff member were not included on the
sign-in sheet. The director of nursing stated she
felt sure she had attended but there was no
documentation to support the DON's staterment.

The survayor informed the administrator, the
directer of nursing. and the regional registered
nurse of the above concem in the end of the day
maeting on 12/14/18 at 1:49 p.m.

No further information was provided prior to the
exit conference on 12/14/18,

F 880 | Infection Pravention & Control

$S=E | CFR(s). 483.80(a){ 1{2)(4)(eXf)

§483.80 Infection Contro!

The facllity must establish and maintain an
infection prevention and control program
designed to provide a safe, sanitary and
comfortable environment and to help prevent the
development and transmission of communicable
diseases and infections.

§483.80(a) Infection prevention and conirol
program.

The faciiity must establish an infection prevention
and control program (IPCP) that must include, at
a minimum, the following slements:

§483.80(a){) A system for preventing, identifying,
reporting, investigating, and contralling infections
and communicable diseases for all residents,
staff, volunteers, visitors, and other individuals
providing services under a contraciuat
arrangement based upon the facility assessment
conducted according to §483.70(e} and following

F 868

F 880

E880- Infection Prevention and
Controt g

1. Resident #70 discharged from
the facility on 110/2019. CNA
#1 is no longer employed at
facility as of 1/18/2019.

2.0n 172172019, the ADCS
completed a quality review on
the December 2018 and January
2019 infection control line
listings of infections with
resclution and identified if
admitted with or acquired. The
ADCS will complete a quality
review of observation of
personal pratective equipment of
gowns and gloves, and
appropriate hand hygiene
associated with residents in
isolation by 1/25/2019. Follow
up based on findings.
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ed nati ? ? dards: Y 3. The ADCS will receive 110 1
- Al TR e el re-educaticn on the infection
. ) i I{ re on
§483.80(2)(2) Written standards, policies, and co"t;;:)':c'"?'hm:gcgc:ﬁz :r
pracedures for the program, which must include, 1723 9 ) e_ -
but are not limited to; RDCS will provide re-education
(i) A system of survelliance designed to identify to facilty staff on the policy and
possible communicable dissases or procedure for Infection Controt
infections before they can spread fo other by 1/28/2019.

persons in the facility;

(1) When and to whom possible incidents of
communicable disease or infections shouid be
reported;

() Standard and transmission-based precautions
ta be followed to prevent spread of infactions:
tiv)When and how isolation should be used for a
resident; including but not iimited to.

{A) The type and duration of the isolation,
depending upon the infectious agent or organism
involved, and

{B) A requirament that the isolation should be the
least restrictive possible for the resident under the
circumstances.

{v) The circumstances under which the facility
must prohibit employees with a communicable
disease cr infected skin lesions from direct
cortact with residents or their food, if direct
contact will transmit the disease; and

{vi)The hand hygiene procedures to he followed
by staff involved in direct resident contact.

1 §483.80(a)(4) A system for recording incidents
i identified under the facility's IPCP and the
i corrective actions taken by the facility

| §483.80(e) Linens.

i Personnel must handle, store, process, and

. transport linens so as to prevent the spread of
_infection.

J

4, DCS and or ADCS will
conduct quality monitoring of
infection control line listings of
infections with resolution and
identified if admitted with or
acquired, 3 times per week for4
weeks, then weekly for 3
months. DCS and or ADCS will
conduct quality monitoring of
observation of personal
protective equipment of gowns
and gloves, and appropriate
hand hygiene associated with
resicent in insolation (¢-diff), 3
times per week for 4 weeks, then
weekly for 3 months. Findings o
ve reported to QAPI commitiee
monthly and updated as
indicated. Quality monitoring
schedule modified based on
findings.

5. Date of Compliance
1/28/2019.
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§483.80(f) Annual review.

The facility will conduct an annual review of it
IPCP and update their program, as necessary.
This REQUIREMENT is not met as evidenced
by:

Based on observation, staff inlerview, clinical
record review and facility document review, the
facllity staff failed to follow infaction contrgl
guidelnes/program and failed to follow infaction
guidelines for 1 of 23 Residents with ¢-diff
{clostridium difficile), Resident # 70.

The findings included:

1. The facility staff failed to follow infection
control guidelines for c-diff for Resident # 70.

Resident # 70 was an 87-year-old-female who
was originally admitied to the facility on 9/20/18,
with a readmission date of 12/10/18 Diagnoses
included but were not limited o, ¢c-diff, irritable
bowe! syndrome with diarrhea, hypertension, and
anxiety disorder.

The clinical record for Resident # 70 was
reviewed on 12/12118 at 2:41 pm. The most
recent MDS (minmum dats set) assessment for
Resident # 70 was a 14-day scheduled
assessment with and ARD {assessment
reference date) of 11/15/18. Section C of the
MDS assesses cognitive patterns. In Section
€050Q0, the facility staff documented that Residant
" # 70 had a BIMS (brief interview for mental
status) score of 14 out of 15, which indicatad that
Resident # 70 was cognitively intact.

| Resident # 70 had current orders that includeg
| but was not limited to, "Vancomycin HC! 125 mg
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(milngram) Give 1 capsule by mouth every 6
hours for c-diff for 14 days.”

On 12/12/18 at 12:38 pm, the surveyor observed
and 1solation cart outside Resident # 70's room
along with a sign posted on the residsnt's door
that read. "Stop see nurse for instructions.” The
surveyor observad CNA # 1 (certified nursing
assistant) knock on Resident # 70's door and
enler her room without wearing personal
protective equipment. The surveyor observed
CNA# 1 remove Resident # 70's lunch tray from
her room and place the tray on the carl with the
other trays that were being picked up from the
unit. The surveyor observed CNA# 1 use hand
sanitizer on the wall to cisan her hands.

On 12/12/18 at 2:21 pm, the surveyor interviewed
CNA# 1. The surveyor asked CNA # 1 why
Resident # 70 was on is on contact precautions.
CNA# 1 stated. "She has c-difi." The survayor
asked CNA # 1 what the protocol was when
caring for residents with ¢-diff,. CNA# 1 stated
that she was expected lo wear gown and gloves
when delivering care. The surveyor asked CNA #
1 why she entered Resident # 70's room to pick
up her tray without personal protective
equipment. CNA# 1 stated, didn't think about it
like that.” "l was under the impression that we
had to gown and glove when providing care.”

The facility policy on "Clostridium Difficile”
contained documentation that included but was
not limited to:

.."a. Healthcare workers will wear gloves and
gowns upon entering the room of a resident with
C. difficile infection, and will remove gowns and
gloves pnor to exiting the room.

11. When caring for residents with diarrhea or

F 880
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fecal incontinenca caused by C. difficile. staff will
maintain vigitant hand hygiene. Hand washing
with soap and waler is superior lo ABHR
{alcohal-based hand rub) for the mechanical
removal of C. difficile spores from hands.

12. Glove use when caring for residenis with C.
difficile infection, washing hands when soap and
water upon exiting the room of & resident with C.
difficile infection AND strict adherence to hand
hyglene in general is considered best practice " ...

The facility policy on "Meal Distribution: Infection
Control Considerations” contained documentation
that includad but was not limited to;

.."5 Soiled dishware will be handled using
universai precautions, including parsonal
protective equipment such as gloves. goggles,
and disposable aprons.

Or 12/13/18 at 5:45 pm, the administrative team
was made aware of the findings as stated above

No further information was provided to the survey
team prior to the exit conference on 12/14/18.

2. The facility staff failed to resolvs infaections on
the line listing or tracking form for 4 morths and
failed to have a Ine listing or tracking forn for the
month of October 2017,

The surveyor reviewed the infection control
program with RN (registerad nurse) #1 on
12/14/18 In reviewing the line listing or tracking
forms, the following months were missing
resolution of the resident's infactions: March
June and September in 2018 and November in
2017, The surveyor also noted that there was no
line listing or tracking form for October 2017,

The surveyor notified RN #1 of the above
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documented findings on 12/14/18 RN #1 stated,
“| just started doing these so | don't know whare
the QOctober one is.”
The surveyor reviewad the facility's policy titled,
“Infection Prevention and Control Program” which
read in part, " ... Surveillance data and reporting
information is used to inform the committee of
potential issues and trends ...and used to assess
the effectiveness of established infection
prevention and control practices .. "
The surveyor notified the administrative team on :
12/14/18 at 2 pm of the above documented i
findings,
No further information was provided to the
surveyor prior to the exit conference on 12/14/18.
F 943 | Abuse, Neglect and Exploitation Training F 943 F943- Abuse, Ne fect, and
58=D CFR(S)' 483.95(0)( 1 )'(3) EXEI 0 [h!loﬂ Tralnin :
§483.95(c) Abuse, neglact, and exploitation . .
In addition to the freedom from abuse, neglect, ;res?;??r.l:rl\: ef:::gtﬁggim
and exploitation requirements in § 463.12, #89 on :I 712019, Resident #59
facilities must aiso provide training to their staff e e el
that at a minimum educates staff on- els safe at the facility and feels
_ staff treats himmer with dignity
§483.95(c)(1) Activities that constitute abuse, and respect.
neglect, exploitaton, and misappropriation of
resident property as set forth at § 483.12 2. The RDCS and UMs
completed quality
§483.96(c)(2) Procadures for reporting incidents rev:gwntntaws of all current
of abuse, neglect, exploitation, or the :::i d::t:' (g%gggegémpaired
misappropriation of resident property contacted) tcfensl,::'e r;’:;:’:t;e f
§483.95(¢)({3) Dementia management and 2:'&1”‘,285?: méﬁgi%?gg’;ﬂ?;
resident abuse prevention. findings. ‘
This REQUIREMENT is not met as evidenced s i
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by:

Based on staff interview and clinical record
review, the facility staff failed to provide staff
training on abuse and de-escalation
techniciues/training for slaff caring for 1 of 23
residents in the survey sampla. (89).

Resident #89 was admitied to the facility on
3128/17. Diagnoses included, but were not
limited to, hemiplegia and hemiparesis following
subarachnoid hemorrhage, dysphagiz, encounter
for care of tracheostomy, atherosclerotic heart
disease, post-traumatic stress disorder, bipolar
disorder, atherosclerotic heart disease, diabetes
meliitus type |, and chronic obstructive pulmonary
heart disease. On the quarterly minimum data
set assessment with assessment reference date

| 1011072018, the resident scored 15/15 on the

brief interview for mental status and was
assessed as lacking signs of delirium, psychosis,
or behaviors affecting self or others. The
resident’s latest safe smoking assessment was
dated D/26/18 and indicated the resident was abig

| to smoke independently. The resident was acting

as her own responsible party.

During an interview on 12/13/18, the resident

reported being generally content with physical
care received, but indicated a desire to transfer to
another facility prior to the planned ban on
smoking starting in February 2019. The resident
reported having asked several times about
progress toward the transfer, but having no
timeline for the transfer. The resident also
reported being sent to the hospital for

! racheostomy revision the month befors. The

resident sad she had been given no written
notice of the reasons for transfer to the hospital,

1/28/2019

3. The ADCS and or RDCS will
provide re-education to facility
staff on federal regulations and
guidelines refated 1o Abuse,
Neglect, and Exploitation and
Misappropriation by 1/28/2019.

4. DCS and or ADCS will
conduct random quality
monitoring of § facility staff to
validate knowledge of Abuse,
Neglecl, Exploitation &
Misappropriation; 3 fimes per
week for 4 weeks, then weekly
for 3 months. Findings to be i
reported to QAPI committee '
monthly and updated as
indicated. Quality monitoring
schedule modified based on
findings,

$. Date of Compliancs
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Clinical recard review reveled that on 11/2/18, a
staff member took the resident's cigarattes. The
CNA and nurse on duty told the resident she
could not smoke as a safely concam. The
resident's smoking assessment from 9/23/28
indicated the resident was safe as an
independent smoker. The resident raquested to
leave AMA (against medical advice), signed
paperwork indicating that was her intent, and
started caliing family and friends for a ride.  Staff
calied the rasident's father (this was not a
guardianship situation) and he said not to let her
leave and to get her a psychiatric evaluation,
Staff requested a ECO (emergency commitment
orler) and called an ambulance to take the
resident to the hospital. There was no indication
the resident's physician was netified of the
situation or that there was a change of condition
requiring hospitalization.

in the hospital discharge summary, the hospital
psychiatrist assessment dated 11/2/18 said the
resident was exhibiting no symptoms, but wanted
her to stay at the hospital until Adult Protective
Senices {APS) could talk lo her- concern was the
resident's safety from facility staff. The hospital
note included In histery that nursing home staff
called the police and reported Resident #8% was
\rying to blow up the building and kill residents.
Police declined to remove her from the building
after interviewing the resident and her room mate
{who said the resident had not said that, but the
nurse had)

Anurse’s note dated 11/2/18 indicated that the
resident reported to staff that she felt staff was

" stealing from her and that the resident signed
paperwork indicating intention to leave before
staff called police to deal with the situation (it was
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uriciear whether the police were supposed to
remove the resident or prevent her from leaving,
but that she would not be allowed to leave with
the person of her choice). Anurse's note dated
11/3/18 indicated that the resident asked to
smoke and the nurse refused to giva her
cigarettes, saying that the resident was told she
couldn't take off her oxygen because saturation
levels might drop and the resident was given a
sedative medication instead.

During an interview on 12/14/18 at 10:10 AM. the
DCS said that there was a lot of concern about
the resident's safety. However, the surveyor was
unable to lvcate documentation of behavior
notlfying the physician of behavior changes, or
retraining staff concemning de-escalation of
behaviors before calling police. Facility staff were
unable 1o locate documentation of any record of
behavior or symptoms.

The surveyor discussed the 11/2 incident with the
Business office director, who obtained the ECO
order. She stated she was working on 11/2/18
and came in after dinner and the police were
there. Staff told her that the resident wanted to
smoke. She had returned from the doctor's office
saying she was cleared to smoke. Staff told the
Business Office: Manager the resident was
smoking outside hours and getling upset when
they told her she couldn't. Staff said the
roommate was upset and wouldn't go in the room
in case the resident smoked. The Business

| Office Manager never saw the resident or talked

lo the room mate  The Business Office Manager
called the administrator who told her he had been

- dealing with the situation for hours. He tald her to

go downtown lo get a TDO {called ECO ebove).
The Business Office Manager took some

F 943
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statements from a supervisor and a CNA to the
magistrate for a TOO (ECO).

There was no transfer summary or assessment in
the medical racord for that date. The director of
nursing was unable to locate any transfer
documentation, assessments, or written
notification of the reason for transfer given to the
resident, a family member, or hospital staff.

The clinical record did not include an assessmant
of the resident’s status or a care plan revision
upon the resident's return from the hospital.

During a surnmary meeting on 12/13/18, the
surveyor reported to the administrator, director of
clinical (DCS) and the corporate regionaf director
for clinical services the concern with the situation
on 11/2 described in the record. Tha surveyor i
| askedt about staff training concerning rasident |
abuse, de-escalation of behaviors, and
assessment of residents after hospitalization. No
information was provided.
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