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|
[
An unannounced MadicareMedicaid abbreviatad |
survey was conducted an 31/2018 Corrections |
are requirad for compliance with 42 CFR Part 452 [
Faderal Long Term Care Requirsments |

The census in this 196 certifled bed fazility was
138 at the time of the survey, The survey sampla
consisted of 11 resident record reviews
F 5681 | Self-Detarminaticn F 561 1. Resident # 2 was
s5=0 | CFR{s): 483.10(f){ 1)-(3){8} interviewed regarding

shower preference and
G483 10{f) Salf-determination, [ residents shawer
The .fesilc:ie*w.thast the right.to and the facility must | schedule was adjusted per
p?rom::ntv.a and facilitata resident E.-Elf-fT.‘EtErﬂTI'I'IBtIGI'I her preference.
through support of resident choice, including but 4
: not limitad to the rights specified in paragraghs () 2. All residents have

(1) through (11} of this section potential to not have
shower preferences
| 5483 10if){1] The residant nas a nght to choose honared. Aninterview .
activities, schadules (including sleeping and was conducted on all [
waking times), health care and providers of healtn residents by the DCS or

care sarvices consistent with his or her interests,
| assessments, and plan of care and other
applicanle pravisions of this part

designee to assure
residents shower
preferonces have heen
met.

3. all nursing staff (RN, LEN,
and CMA) were educated
by the DCS or Designee [
campleted by date
regarding resident’s rights
and ensuring residents
shower preference is

! 423 10(H{8) Tha resident has 2 nignt to hianarex,

| partcipate in other activities, including social
R 2 N i

relugmm and E:D"nmlj‘llty' activities that do not

L.ﬂaoi ELMﬁi'|L{{ uml;\l—'ﬂ‘-l’l{:htm TATIVE' S SIGNATUM: rl_‘—]'Mq WQ/IMHW E
Ay du_, % iy statemgnt ending with an a3sed () cenotes 3 gefc snoy which the inshtution may be swcused n:urrec,'.i‘l:u;,!"rprﬂw:ir!g it is determined Ihal
ciher sar guar::ls provide sufficienl prat l:IL.lDI'I G the pationts . (Sae instructions) Excapl for nursing homuos, the findicgs staled above ane disciasatde 80 days
Tellwing Ihe date of survey whether or nol & plan of correcton 8 providad, For aursing homes, the above findings and plans of carrection are disclosable 14
cays lolizwing the date these documenis are made availabls 1o the facility. f deficiencies are cited. an aporoved plan of correction is reguisite o continued

pograrm zadicipation

5483.100)(2) The resident has a right to make
choices about aspects of his ar her lifz in the
facility that are sigmficant to the resident. |

|

| §483.10{(3) The resident has a right to interact

i with mambers of the community ang participate in
community activitizs both inside and outside the

facility
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interfere with the nghts of other residents in the

facility
This REQUIREMEMNT is not met as evidenced
EI':,I"

Baszad on staff interview, resident interaew,

clinical recond review and facility documentation
the facility faled to enzure Resident right to salf
| determination for one Resident (#2) in a suraay

sample of 11 Residents

1. For Resident #2 the facility failed to allow
Fesident to determine when she can shower and
upon refusal of a shower at 415 AM they labeled
the refusal as a "kehavior "

The Findings Includs:

| Resident #2, & 59 year old woman admittad o
tne facilty on 12/4/18 with diagnoses of but not
limited to muscle weakness fatigus. history of
falls, insormnia, stroke, Major depressive disorder
dizbetas Hamiplagia and Hemiparesis following
siroke.

Resident #2's most recent (Minimum Data Sst)
MOS {screening tool) coded as an admission
assessmant dated 2/22/19 coded the Resident as

| having a (Briefl Interview of Mantal Status) BIMS
of 13 indicating mild cognitive impairment.

Cn 2119 at 10045 a family member approached

| this surveyar and expressad cOnCern aver

| Resident #1's care. She stated she was the
Fesident's family member and she was
concernad about her getting showered and
cleanad up. She stated that Resident said she
was expectad to take showers in the middle of
the night

4. Ql monitoring will be

dane by the
DCS/Designee ta ensure
residents shower
preferences are honared
three times weskly for
one manth, then ane time
per week for two months,
Ql maonitoring will be
reported to the RM/Q
committee monthly for a
periad of 3months for
further compliance and/or

| revisian.

Cate of Compliance:

4/2/19

FORR CRE-255 7 02-05 Previaus Varsans Dosclate

EventiD: SB3ET
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An interview with Resident #2 was then
conducted, Resident #2 stated, "Thay coma in
here in the middle the night and tell me | need a
shower because it's my shower day.” She wenl
on to say that she fold them she would not be
showering at that time that she would like her
showers between 7:00 and 800 in the morning.
She also stated she didn't get her meds on time,

n 2/26/1% a clinical record review revealed
Progress Note stated:

31019 415 AM- Behaviar Mote:
Residant advised that tonight was her shower
day. Resident asked if they had to have a shower
in the middle of tha night. Staff explained to the
she is on the 11 pm-7 am shower schadule so
she's able to take a shower in between the hours.
Resident also advised that showers usually start
as early as 4 AM along with morning rounds,
Resident stated "I'll Skip it". Staif reminded
resident that skipping her shower was not
conducive to proper care. Charge nurse
attemptad to reason with resident that she would
be able to get back in bed and that she didn't
have to stay up. Residents denied shower again,
Staff asked when would be a better time for her to
| get up and shower, Resident states that she
prefars some time betwean 7 am and 8 am.  Staff
reminded resident that her shower schedula was
on 11-7 shift and that would be too late. Resident
again stated that she did not want to take a
| shower in the early morning hours. Resident also
stated "Y'all are going to have to figure out a
schedule that works for me" Advised resident
that we would have to document her refusing the
shaower and Notify her RP and M2, Resident
| stated that was fine and again stated " I'm not
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acing to take a showear this early"MIVEP
notified.”

31019 426 AM- Behavior Mote
Addendum: Documentation correction that
residant is own RP and aware. MD aware.

On 31A19 an interview was conductad with the
Administrator and the DOM When asked are
showers given on any particular shift the DON
responded that they were given on all shifts
Whean asked what time the night shift starts their
showers she responded between 500 and 530
am. When asked was she aware of showers
being given at 4 am the Administrator stated yes |
know who that iz and they get up that early that's
why, When he was informed of wheo this
Resident was he stated no that's not the same
person | was thinking about,

The DON and Administrator read the prograss
note dated 3/1/19 at 4:15 am.  The Administrator
stated that's not right they should have told her
we can see about getting your ime changed.
DON stated we can always move har to dayshift
showers. When asked if a Resident who has a
| wha is her own Responsible Party should be
allowed to refuse a shower at 4:15 AM without it
being labeled a "BEHAVIOR" the Administrator
stated it should not ke written as a behavior note
she has the right to refuse care at any time.

2 311189 an interview was conducted with

that she felt this was wrong for them to expect &
Resident to get up at 400 am and shower and it
should not be labeled as a behavior. She stated
| that the resident is alert and orientad she s har
own RP she should ke allowed to choose whan

Employee O (Sccial Worker). Employes O stated

A D | SMMAIRY STATEMENT OF DEFICIENTIES I | PROVIDER'S PLAN OF CORRECTION sy
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l she gets a showsar, She further statec " will be | I
maesting with her to fix this issues with the shower ,
1. Resid
st ; 5 c|l1t # 10 was placed i
in another ream pending |
On 3/1/19 at the end of day conference the , the replacement bed from i
Administration was made aware and offered no | hospice. Resident #4, #5, .
new information, N | G and #7 nurse was |
F £83 Perscnal Privacy/Confidentiality of Records F 583 immediately educated '
55=E CFR(s) 483 10(h)1)-(3xiliid | and residents medical ‘
. - information was secured, .
3:83.1@31] I:'Lw:-.cy gn:tltinnfldﬂntletlllfy': ; 7. Al residents have i
2 rgsident nas l L M G Bl :
g Hgrh e pRraona; pivacy o [ potential to be affected.
confidentiality of his or har personal and medical [ :
SR An audit was completed
| to ensure no other
§483.10(h){l} Persanal privacy includes . observatians of failure to
accommaodations, madical treatrment, written and | maintain privacy of
telephone communications, personal cars, visits, [ medical records and
| and meetings of family and resident groups, but [ residents. No other
i thl_s does not :ecluwehthe E@hf:ﬁ to provige a residents were affectad.
private room for each resident. 3. Allclinically licensed staff
- i . [ ] P
G433, 1000021 The facility must respect the Vs ?du:ated on HIPAA
residents right ta perscnal privacy, including the FEFIUII’E[T‘!EH[:S related ta [
right to privacy in his or her aral {that is_ spoken), , privacy screens when I
written, and elactronic communications. including [ passing medications and [
the right to send and promptly recaive unopened on rasident rights related [
rrail and other letiers, packages and other to dignity and privacy '
aterials delit Facility f : !
.r'ral.te;l_a s deli JEI;E:E: i#] lhcnle L:CI-IU'-;M the resldient, completed on March 25,
Ir:C.U ing [-.';IEIISE EII'A.-'EFE raugn a means oiher | 2[}‘15 b'\.'. {hE DEI’E‘EtOr Or-'
nan a postal service Clinical Services and the
|
483 100h){3) The resident has a right to secure | Staff Qevelnpment [
and confidential personal and medical records. | Coordinatar. |
(it The resident has the right to refuse the release [
of persanal and medical records except as [
provided at §483.7000)(2) or ather applicable [
fadaral or state laws, [ |
| .
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{ity The facility must allow reprasentatives of the
| Office of the State Long-Term Care Ombudsman
! to examing a rasident's medical, social, and

administrative records in accordance with State

lawe,
This REQUIREMEMNT is not mat as evidenced
by A

Based on cbservation, staff interview, and
clinical record review the facility staff failed to
ensure privacy for 1 Resident (Resident # 10% and
failad to maintain privacy of clinical records for 4
residents {Residents # 4, 5, € and 7} in a survey
sample of 11 residents

1. For Residant # 10 the Resident was chserved
in the hallway sleeping in a hosgital bad for an
haour and half

2, For Resident # 4, the facility staff left the
Medication Administration Record apen for view
and unattended during medication pass and pour,

3. For Rasident # 5, the facility staff left the
Medication Administration Record apen far view
and unattendad during medication pass and pour,

4 For Resident & B, the facility staff left the
Medication Administration Record apen for view
and unattended during medication pass and pour,

5, For Residant # 7, the facility staff left the
Medication Administration Record open for view
and unattended during meadication pass and pour

| The Findings Includa:
1 For Resident # 10 the Resident was chserved
in the hallway sleaging in a nospital bed for an

(%) 0 SUMMARY STATEMEMT OF DEFICIENCIES In PROVIDER S PLAN OF CORRECTION
FAFFIX (EACH DEFICIESLCY MUST BE FRECECED BY FLLL PREF|x (EACH CORRECTIVE AZTION SHOULD BE
Tal REGULATORY QR LSC IDENTIFYING IMFOSEMATION Tac CROSBE-REFEREMCED TC THE APFROFRIATE
| DEFICIEMCY §
i |
F 583 | Continued From page 5 F 583

4. QI monitaring to ensure

[ privacy of medical records
and residents will be done
by the DCS/Designee
three times weekly for
one manth, then che time
per week for two months,
Qi monitoring will be
reported to the RM/Q
cammittee monthly for a
period of 3manths for
further compliance and/or
revision.

§, [Dateof Compliance:
4/2/19
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haur and half.

Resident # 10 a 78 year old man was admitted to
the 4/29/18 with diagnoses of but not limited to
Parkinson Disease, Atrial Fibrillation {irregular
heart baat), Major Depressive Disorder,
Dysphagia, and Cognitive Communication Deficit,

I Cn 3118 at 10:00 AM, during initial tour,

Resident # 10 was ohserved in the Morth Hallway
asleep in a hospital bed.

| On 3119 at 10:10 AM, a Vendor was observed

near elevator. Vendor stated that he was in the
facility to install a "Hospice Bed." When asked in
which room he was installing the bed, the Vendor

| pointed to the Residant in the hallway and said |
| am not sure of the room number but it is his

rogm.

| On 3119 at 11:30 AM, staff returned Resident #
| 10 to his room and transferred him to his new

e

On 3119, an interview was conductad with the
O When the DON was asked if she was
aware of Resident being left in the hallway while
his 'Hespice Bed" was being installed, she stated
that she was not aware of this.

Thne DOM was nolified of amount of tme Residant
was in the hallway and the fact there were saveral
empty rooms. The DON stated that was
unacceptable they should have put him in an
empty reom until his room was ready. When
asked why he should not be left in the hall, the
DON stated there is no privacy in the hall, anyoene
can see him and watch him while he is aslesp.

(W) 1 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAM OF CORRECTICN 181
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On 31718 during end of day conferanca, the
Administrator was made aware of issee and no
further information was provided.

2. For Resident # 4, the facility staff laft the
Medication Administration Recaord open for view
and unattended during medication pass and pour.

Resident # 4 was an B2-yzar-old male admittad to
the facility on 10/ /2018 with the dagnoses of,

| Bt pet limited to:Cerebral Infarct, Diabetes,

Hypoglycemia, Dementia, Hypertansion, and
Folynaurcpathy.

The most recant Minimum Data Set (MDS) was a
quarterly assessment with an Assassment
Reference Date (ARD) of 1/23/2018, The MDS
coded Residant # 4 with a BIMS {Brief Interview
for Mental Status) score of 8/15, indicating severe
cognitive impairment. Resident # 4 reguired

| fimited assistance of one staff person with

activities of daily living except for eating and
bathing. Resident# 4 reguired supervision with
set up only for eating and total assistance of one
staff person for bathing. Resident # 4 was coded
as ococasionally continent of bowel and Dladder,

On 3172019 at 11:38 AM, Registered Nurse (RN)
 was observed to prepare medications and
lzave the medication cart, Surveyor A walked past
the medication cart. The screen was availakle for
vigw, Resident # 4's name and list of

medications were seen on the scresn.

On 3208 at 12:21 PM, an interview was
conducted with Staff Development Murse,
Registared Murse (RN} A RN Awas informead

FORM CMES-2587(02.03) Previous Varsiong Dbsolala
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that the nurse, RN C, was observed to walk away
from the medication cart several times whila
passing medications while leaving the computer
screen visiple, RN A stated that it was not
acceptable for the nurse to leave the medication
cart with the Medication Record soreen available
for view. RN & stated the screen should be
hidden any time the nurse walked away.

Dwring the end of day debriefing, the facility
administratar and Directer of Nursing wers
informed of the findings,

Mo further information was provided,

3. For Resident # 5, the facility staff left the
Medication Administration Record open far view

Resident # 5 was a 79-year-old female admited
to the facility on 1732018 with the diagnoses of,
out not limited to, Diabetes, Schizophrenia with
extrapyramidal and moveament disorder,

Major Depressive Disorder, Pacamaker, Anemia.
and Vitamin Deficiency.

The most recant Minimurm Data Set {(MDS) was a
30 day assessmeant with an Assessmeant
Refarence Date (ARD) of 1/31/2019. The MDS
coded Resident # 5 with a BIMS (Brief Interview
for Mental Status) score of 15/15, indicating no
cognitive impairment. Resident # 5 required
extensive assistance of one staff person with
activities of daily living.

On 3/1/2018 at 12:04 PM, Registered Murse {RN)
C was observed walking away from the

and unattiended during medication pass and pour,

Gastroesophageal Reflux Disarder, Hypertension,
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rmedication cart with a medication cup in her
hand. Surveyor A walked past the medication
cart and saw the screen was open to Resident #
& profile displaving identifying information and a
list of medications.

On 31/201% at 12:21 PM, an intarview was
conducted with Staff Development Nurse,
Registerad Murse (RN) A BN A was infarmed
that the nurse, RM C, was obsarvad to walk away
fram the medication cart several times while
passing medications while leaving the computer
soreen visible, RN A stated that it was nct
acceptable for the nurse to leave the madication
| cart with the Medication Record screen available
for view, RN A stated the screen should be
hidden any time the nurse walked away.

Curing the end of day debriefing, the facility
administrator and Director of Mursing were
infermed of the findings,

Mo further information was provided.

4, For Rasident # 6, the facility staff left the
Medication Administration Record cpen for view

Resident # 5 was an B3-year-old female admitted
to the facility on 1/25/2019 with the diagnoses of,
| but not lirmited to, Atherosclerotic Heart Disease,
Contractures of left elbow and left hand,
Diaketes, Hemiplegia, Tinga Corporis, Pressure
Ulgar of Left Heel, and Hypartension.

| The most recent Minimum Data Set (MDS) was
an admission assessment with an Assessmeant
Feference Date (ARD) of 27172018, The MDS

and unattendead during medication pass and pour,
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medication cart.

coded Resident # 6 with a BIMS ({Brief Interview
for Mental Status) score of 1315, indicating no
cognitive impairment. Resident # § required
extensive to total assistance of one staff person
with activitizs of daily living except she required
total assiztance of two staff parsons for transfers
and limited assistance of one staff person for
eating; Resident #6 was coded as always
continent of bowel and hiadder.

O AN 2019 at 126 AN, three residents were
observed standing at the medication cart. The
nurse wasz not at the medication cart. The
computer screen open with the name of 2
resident (Resident # &) openly displayed,
Demagraphic information and a list of
medications was noted on the screen.

On 31/2019 at 1128 AM, observed nursa,

| Registered Nurse (RM} C, returned to the

On 2172018 at 12:21 PM. an interview was
conducted with Staff Development Nurse,
Registered Murse (RN) A RN A was infarmed
that the nurse, RN C, was obsarved to walk away
frarm the medication cart sevaral times whila
passing madications while leaving the computer
screen vigible, RM A stated that it was not
accepiable for the nurse to leave the madication
cart with the Medication Record screen available
for view, RN & stated the screen should be
hidden any time the nurse walked away.

Dwring the end of day debrefing, the facility
administratar and Director of Mursing were
infarmed of the findings,

Mo further information was provided.
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55=0 | CFR{s): 483.10(e){1}, 483 12{a)2}

§483 10(e} Respect and Dignity.
The rasident has a right to be treated with respact
and dignity, including:

5483 10(e)(1) Tha right to be free from any
physical or chemical restraints imposed for
purposes of discipline or conveniance, and not
raquired to treat the resident's medical symptoms
consistent with §483.12{a)(2).

5483 12

The resident has the right to be free from abuse,
neglect, misappropriation of resident proparty,
and exploitation as definad in this subpart. This
| includes but is not limited to freedom fram
corporal punishment, involuntary seclusion and
any physical or chemical restraint not required to
treat the resident's medical symptoms.

54B3.12(a) The facility must-

54B3.12(2)(2) Ensure that the resident 1s frea
from physical or chemical restraints imposed for
purposes of discipling or cenvenience and that
are not required to treat the resident's medical
symptoms. When the use of restraints is
indicated, the facility must use the least restrictive
alternative for the least amount of time and
docurnent cngoing re-evaluation of the need for
restrainis,
This REQUIREMENT is not met as evidencad
by
Based on staff interview, clinical record raview

| and facility documentaticn the facility failed to

| ensure freedom from restraints for 1 Resident

| {Resident#1} in a survey sample of 11

Fast noncompliance: no plan of
correction requirad.
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| as having a (Brief Interview of Mental Status)
| BIMS of 2 indicating severe cognitive impairment,

| LPN D stated that she went down the hall and
| saw his door was open and the bed was in the

Residents,

For Resident #1 the facility reported in a (Facility
Reported Incident) FRI that the resident was
found restrained in the bed with 2 bad sheet tied
on koth side rails,

The findings included:

Resident #1 a 75 year old man admitted to the
facility on 12/4/18 with diagnoses of but nat
limited to muscle weakness fatigue and repesated
falls, Dementia without behavioral disturbances,
anamia, insomnia, Dementia in other diseases |
classified elsewheare with behavioral
disturbances.

Resident #1's most recent (Minimum Data Set)
MDS (screening tool) coded as an admission
assessment dated 12/29/18 coded the Resident

On 3/1/2019 an interview was conductad with
LPM D (the nurse who discovered Resident #1
restrained). She stated that on 2152019 she
arrived at work and counted narcotics and got
repart with the off going nurse. She stated she
went down the north hall because Resident #1
had fallen a few days prior and she wanted to
check on him as he was a fall risk,

lowest position with fall mats at either side of the
bed. Resident#1 was in bed but sitling on the
side facing the window, trying to get up. She
stated she then yelled "Hay [CMA C] halp ma he's
going to falll" She said she and CNA C went to
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the bad and saw the bed sheet was tied on both
hedrails, trapping him in the bad with the shest at
the waist level,

LPMN O stated she had then untied him and called
the Unit manager the on call manager and the
DON,. She stated that she then asked which CNA
was assigned to his care and was told itwas CNA
E. She stated that she then questioned CNAE
and CMA E stated that CHNA D was assisting her
with har assignment and she put him to bed.
CHA D had already left for the evening as she
was only scheduled until 7:00 PM.

LPM O further guestioned CNA E and she
admitted that she and CNA D bath fed him to the
hed.

| O 3119 at 2:00 PM. an interview was

conducted with the DOMN and the Administrator
who stated that he (the Administrator) reported

| the incident to the State Agency as a (Facility
| Reparted Incident) FRI via fax and phone call as

required. The facility investigation included an
intarview with both CHNA's involved and CNAD

| admitted to tying him to the bed with the sheet
| with the assistance of CNA E howsver she stated

that she did not do it out of intant to harm she did
it because she couldn't get her work done
because he was wandering. The CHA's involved
were lerminated and the State Board of Mursing
was notified

The DON subrmittad in-service documents dated
prior to incident 1/23/19 on Abuse and MNeglact.
She also submitted in-service sheets dated
211619 on Abuse Neglact and Physical Restraint
showing all staff had been in-serviced.
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On 31119 during end of day conference this issus
was discussed and no further information was
provided.

Tha facility submitted the following Plan of
Correction
1. Resident#1 was immediately assessed and
no physical or psychological changes were noted,
The facility immediately suspended bhoth CNA's
pending investigation. A review of personnel
records for both employees identified weare
completed, Mo other parformance issues wera
noted in the file. Additionally both employees had
received aducation regarding abuse and neglect
prior to this allegation. Both employees have
been terminated and reported to the Virginia
Department of Health. Allegation reported (o
QOLC, APS and ombudsman within two hours of
allegation
2. The facility has identified that all residents are
at risk of abuse. An immediate observation was
done on all residents to ensure no other residents
had bedsheats tied to the side railz. No other
incidents wera noted. Skin assessments and
resident and staff interviews were completed for
the entire facility roster of residents and staff. No
additional allegations of abuse were noted
3 Education was initiated immediately to all
staff regarding identifying and reporting abuse
and neglect.
4. The facility will conduct ongeing training an
abuss/neglect with all staff. All additional
| allegations of abuse will be reparted as required.
| Maragement will be present on varicus shifis for
i patient obsenvation two times per week for the
| next four wesaks to validate education on abuse
and neglect, as wall as conduct resident
interviews with all interviewable residents and
| observation for signs and symptoms of abuse,
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55=E | CFR{s) 433.21(b}(3){1)

| 5483 21{h){3} Comprehensiva Care Plans

The services provided or arrangad by the facility,
g5 outlined by the comprehensive care plan
| miust-

i Mest professional standards of quality,
| This REQINREMENT iz not mat as evidenced
| y:

Based on ebhservation, resident interview, family
interview, staff interview, and clinical recaord
review, the facility staff failed to follow the
professional standards of medication
adaminristration for & residents (Residents # 3, # 4.
#EHG #T 9 and# 2)in & survey of 11
rasidents

1. For Resident # 3, the facility staff failed to
administer medications within the standard
parametars of ime regarding medication
administration

2. For Resident # 4, the facility staff failed {o
adrminister medicationz within the standard
parameters of ime regarding medication
administration.

3 For Resident ## & the facility staff failed to
sdminister madications within the standard

| parameters of time regarding madication
administration.
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| Infarmation will he reported to the QAR
| committze menthly for further compliance and or
| revision, 1. Resident #2, 0 3, #4, H5,
| 5 Dateof Compliance: Q22272019 #6, #7, #5 provider and
: responsible
PESt_NDn'CGmPha'ﬂ'CE' _ representative were
F 655 | Servicas Provided Mest Pr¥essional Standards F 658

natified regarding
medications nat being
administered within the
standard parametars of
medication
administration, Ma new
orders were received.
Residents were assessed
for adverse reactions. Mo
[ adverse reactions were
identified,

2. All residents have

| potentizl to be affected.
An audit was completed
to ensure no other
residents were affected
by this deficiency, Mo
other rasidents were
identified,

3. All clinically licensed stall
was educatad on ensuring
medications are
administered within the
standard parameters of |

| time completed an March |
25, 2019 by the Director |
of Clinical Services. |
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4. For Residant # 6, the facility staff failed to

| administar madications within the standard
parameters of time regarding madication
adrministration.

5. For Resident # 7, the fachity staff failed to
administar madications within the standard
parameters of time regarding medication
administration.

& For Resident # 9 the facility staff faled w0
administer medications within the standard
parameters of tima regarding medicabon
administration

¥ For Residant #2 thea facility failad o administer
madications within the standard parametars of
| madication administration

Findings includsd

1. For Resident # 3, the facility staff failed to
administer madications within the standard
parameters of medication administration.

Residant # 3 was a 61-yzar-old male admitled to
the: facility on 10/25/2017 with the diagnoses of,
ot nat limited $o, Severe Chronie Ohstructive
Pulmaonary Disease, Sarcoidosis, Hypertension
Chronic Pain Syndrome following multiple car
accidents, depression and anxiety, Major
Depressive disorder.

The maost recent Minimum Data Set (MDO3) was a
quarterly assessment with an Assassment
Reference Date (ARD) of 12/5/2017. Tre MD3
codad Residant # 3 with a BIMS (Brief Intarviaw

4, QI monitoring will be
done by the
DCS/Designes to ensure
medications are
administered within the
standard parameters of
time three times weekly
for one month, then one
time per week for twa
manths, Gl monitaring
will be reparted to the
RM/O committes
monthly for a period af
Arnanths for further
compliance and/or
revisiaon.

5. Date of Compliance:
4/2/2019
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for Mental Status) score of 15/15, indicating no
cognitive impairment. Resident # 2 required
supervision and set up only assistance with
activities of daily living for ambulation, dressing.
eating, bathing and toileting and required
aupervision with assistance of one staff person
for transfer and bed mobility; Resident # 3 was
coded as always continent of bowel and bladder,

On 31072019 at 10:20 AM, an interview was
conducted with Resident # 3 who stated the
facility was always working short of staff,
Resident # 3 stated he received his madications
late the night before (2/28/2019). Resident# 3
stated he did not get his medication untit 11 FM
but was supposed to getitat 9 PM. Resident # 3
stated he was upset because he neaded to gat
his breathing medications on ime. Resident # 3
stated he had 4 liters of oxygen per minute and
gtill was short of breath because of COPD.
Resident # 3 stated "l need my medicines on
trme so | can breathe.”

Review of the clinical recard was conductad on
302019 at 11;30 AM

Review of the February 2019 Meadication
Administration Record revealad documentation of
| meadications heing administered at % PM on
| 2/28:/201%. Thers was no documentation of late
administration of medications for Resident # 3.

Review of the Murses Mates from 212019 to

3/2019 revealed no docurnentation of late

administration of medications. Thorough review

| of the clinical record revealed no documentation
of late administration of meadications on
228/2018,
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Cn AM2019 at 110 PM. an interview was
conducted with the Staff Development Director
Registarad Mursa (RN} A who stated medications
shauld be passed within an hour before and an
haur after the scheduled time of administration.
RMA A stated RN © was a new employee of
approximately 2 weeks at the time of the survey,
RM A stated "the & rights of Meadication
Administration” was stressed during orientation
with all new nurses, RN A stated new nurses
receive 3 days of dassroom instruction and 3
days on the fioor with a nurse, then any questions
should be directed to the Unit Manager or Staff
Cevelopment Murse or any ather nurse an the
flacr. RM A stated BN C received the information
about medication administration during her
origntation. RMA& & stated the professional nursing
standard was for nurses to administar
medications within one hour befare and one hour
after the schaduled time of administration and
that "all nursaes should know that "

RM Awas asked to provide a copy of the
crigntation topics covered with Registered Nurse
C. The list of topics coverad during RN C's
origntation was not provided to the surveyaor prior
to the end of the survey.

On 3172019 at 1:35 PM, an interview was
conducted with the Director of Nursing who stated
the MAR showed the madications weara
adminizstered at 9 PM as scheduled. The DOM
was informed that Resident # 3 reported that he
received his medications 2 hours late on
202872019, When the DON was asked for a copy
of the EMAR (electronic medication
administration record) repaort, she stated she was
not sure of how to obitain a copy of the EMAR

| report. The DON stated sha would get a Murse
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whao was familiar with giving medications and
using the EMAR system o try to retrieve the
repart.

On 31719 at 145 PM, an interview was
conducted with the unit manager, Licensad
Practical Murse (LPM) E, who looked at the MAR
and stated that the medications were given at the
time printed on the MAR, When told that
Resident # 2 stated he received his medications
late on 2/28/2018, LPN E stated she would sse if
she could print cut what the actual imes of
administration shawn on the EMAR (electronic
medication administration record). When LPN E
was asked if she could access the EMAR
infermation on the computer given ta the
surveyors to use, LPN E attempted to retrieve the
report and got the error message "User does not
have gocess fo this screen” LPN E stated she
would try one of the facility's computers. LPN E
then went to a facility computer and printed he
EMAR Report denoting the exact times each
medications were administered, signad out and
by whiom.

| On 3172015 at 2:02 PM, LPM E presented a copy
of the EMAR report. Review of the EMAR
"sdministration History Report” reveslad
medications documentad as administered an time
according to the MAR were not corect. They
wers actually administered at the times noted:

| Advair Diskus Aerosol Powder Breath Activated
250-50 microgram/dose cne puff inhale arally two
times a day for Chronic Obstructive Pulmaonary

| Disease Scheduled at & P

| 2282019 at 22:58 (10:56 PM) documeanted
202802019 8t 23:18 (11:18 PM)
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Gabapentin 500 milligrams give one tablat by
meouth two times a day Scheduled &t 9 AM and 9
FM for Chronic Pain Syndrome

2282019 at 22:58 (10:58 PM) documentad
2028/2019 at 2318 (11:18 PM)

Ketotifen Fumarate Solution 0.025 % Instill one
drop in both eyes every 12 hours Scheduled at @
AM and 9 PM related to Hereditary and diopathic
Meuropathy Scheduled at 2@ AM and 3 PM
2/28/2019 at 22:58 (10:58 PM} documentad
2128/2019 at 23:18 {11:18 PM)

Owycontin Extended Releasa 12 hour
Abpuse-Deterrent 20 milligrams give one tablet by
maouth every 12 hours related to Chronic Pain
Syndrame Scheduled 9 AM and 9 PM

212812019 at 22:58 (10:58 PM) documentead
21282019 at 2318 (1118 PM)

Saenna Capsule 8.6 miligrams give one capsule
by mouth at bedume for constipation Scheduled
at g Pm

| 228/2019 at 22:58 {13:58 PM) documented

i 2282019 at 2318 (1118 PN

Tylencl 325 milligrams Give 3 tablets every 8
hours for pain Scheduled at 6 AWM, 2 PM and 10
Fra

| 2/2B/2019 at 2314 (11:14 PM) documented
M2BE01D at 2318 (1118 PM)

On 312019 at 5 PM, the Director of Nursing
reported that Potter and Perry was the standard
used by the facility for professional nursing
guidance, The DON stated the facility staff was
axpected to use the six rights of Medication
Administration.

F 858
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| Guidance for professional nursing standards tor
the administration of medication was provided by
"Fundamentals of Mursing, Tth Edition,
FPotter-Perry, p. 705 Professional standards,
such as the American Nurses Association's
Mursing ; Scope and Standards of Nursing
Practice (2004) apply to the activity of medication
admunistration. To prevent medication errars,
follow the six rights of medications. Many
medication arrors can be linked, in some way, 10

| an inconsistency in adhering to the six rights of
medication administration. The six rights of
madication administration include the following

1. The right medication

The right dose

The right client

The right routs

. The right time

. The right documentation.”

Do

Review of the Faciity Documentation on
Meadications -Oral Administration Policies and
Procedures Effective Date: 11/30/2014 and
Revision Date: 3/22/2017 on page 1 of 2
revealed:

"Chart on Medication Administration Recaord
(MAR) according immediately [sic] fallowing when
medication is given and before proceeding to the
next resident.”

During the end of tha day debriefing, the
Administrator and Directar of Nursing wera
informed of the findings of medications being
documentad on the Medication Administration
Record as administeraed on time but actually not
baing given on time within the parameaters of
medication administration of within one Rour
bafore ar one hour afier the scheduled time. The
| medications actually were given over two hours
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later than the scheduled time of 8 FM on
202802019 and appearad to have been given on
time according to the MAR. The Director of
Mursing stated the expectation was that
medications should be administered within ona
hour before and after the scheduled time

On 312019 at 8:15 PM, a copy of the Nurses
Progress Motes was presented. Review of the
nurses notes revealed documentation an
32019 at 20:01 (8:01 PM} that "MD/RP
iMedical Doctor/Responsible Party) made aware
of marning medications administerad late”
signed by LPN B.

On 312015 at 815 PM, a copy of the Murses
Frogress Motes was presented, Review of the
nurses notes revealed documentation on
3172019 at 19:56 (7:56 PM) that "MD/RP
iMedical Doctor/Responsible Party) made aware
of morning medications administered late"
signed by Registered Nurss (RN) B,

| Mo further information was provided,

2. For Residant # 4, the facility staff failed to
administer medications within the standard
parameters of medication administration.

Resident # 4 was an 82-year-old male admitted to
the facility on 10/10/2018 with the diagnoses of,
bt not limited to:Cerebral Infarct, Diabetes,
Hypoalycemia., Dementia, Hypertension, and
Folyneuropathy.

The most racent Minimum Data Set (MDS) was a
guarterly assessment with an Assassment
Reference Date (ARD) of 1/23/2019. The MDS
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coded Resident & 4 with a BIMS [(Brief Interview
for Mantal Status) score of 815, indicating severe
cognitive impairment. Resident # 4 required
limited assistance of ene staff person with
activities of daily living except for eating and
bathing. Resident# 4 required supervision with
set up only for eating and total assistance of one
staff person for bathing. Resident # 4 was coded
as occasionally continent of bowel and bladder,

Review of the clinical record was conducted on
3102019 at 1:15 PM.

Review of the Medication Administration Record
revealed documentation of all medications being
administered on tima. Thers were chack marks
and the initials of the nurses administering the
medications in the slots for schedulad times.,
There was no documentation of late
administration of madications cn the MAR.

Review of the Murses Notes from 2012015 (o
31/2019 revealed no docurmentation of late

| administration of medications. The last Nurses
Mote was 2/28/2019 at 17:05 (5:05 PM) stating
"Bs (Blood Sugar) was 72"

| On 31/2019 at 1:35 PM, an interview was
conductad with the Director of Nursing whao stated
the MAR showed the medications were

| administared as scheduled,  When the DON was

" asked for a copy of the EMAR {electranic
medication administration recard} report, she
stated she was not sure of how to obtain a copy
of the EMAR report, The DON stated she would
get a Murse who was familiar with giving
medications and using the EMAR system fo try to
retrieve the report,
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On 30119 at 1:45 P, an inferview was
conducted with the unit manager, Licensad
Practical Murse (LPN) E, who looked at the MAR
and stated that the medications were given at the
tima printed on the MAR. LPN E stated she
would see if she could print cut what the actusal
times of administration showed on the EMAR
(electronic madication administration record).
When LPN E was asked if she could access the
EMAR information on the computer given o the
surveyors to use, LPN E attempted to reftrieve the
report and got the error message "User does not
have access to this screen.” LPMN E stated she
would try ane of the facility's computers. LPN E
than went to a facility computer and printed he
EMAR Report denoting the exact times the
medications were administered, signad out and
by wharr.

On 30172018 at 2:02 PM, LPN E prasented a copy

| of the EMAR report. Review of the EMAR
"Administration Histary Report” revealed
madications documented as administered on time
according to the MAR were actually administered
at the times noted

Ascorbic Acid Tablet 500 milligrams by mouth ona
time a day Scheduled for 9 AM
AM2019 administered at 10:39 AM

Aspirin 81 milligrams ane tablet by mouth ong
time a day Scheduled for 9 AM
3/1/2019 administerad at 10:39 AM

Calcium 800-0 800-400 milligrams one tablet by
meuth two times 2 day for supplement | vitamin D
deficiency Scheduled @ AM and 8 PM
3/1/201% administerad at 10:39 AM (due at &

| AM)
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PM)

PM and 9 PL

revealad:

next resident.”

| time.

Humaleg Insulin per sliding scale - 1f 151-200 =2
units, 201-250= 6 units, 251-300= 9 units,
301-350= 12 units, 351-400= 15 units,
subcutanecusly before meals and at bedtime
related to Diabetes Scheduled G AM, 11 AM. 4

2272019 at 11:47 PM (3 PM dose)

Feview of the Facility Documentation on
Medications -Oral Administration Folicies and
Procedures Effective Data: 11/30/2014 and
Revision Date: 8/22/2017 on page 1 of 2

"Chart on Medication Administration Record
iMAR) according immediately [sic] following when
medication is given and before proceeding to the

During the end of the day debriefing, the
Administrator and Director of Mursing were
informead of the findings of medications baing
documented an the Medication Administration
Record as administered on time but actually not
being given on time within the parametars of
| medication administration of within one hour
pefore or one hour after the scheduled timea. The
medications listed were given more than ong hour
later than the schaduled time. The Director of
Mursing stated the expectation was that
medications should be administerad within cne
hour before and one hour after the schaduled

On 31209 at 815 PM, a copy of the Murses
Progress Motes was presented. Review of the
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nurses notes revealed documentatian on
312019 at 19:56 (7:55 PM) that "MDO/RP
iMedical Doctor/Responsible Party) mage aware
of morning medications wers administerad late
this maorming." signed by RN B.

Mo further information was provided,

3. For Resident # &, the facility staff failed to
administer medications within the standard
parameters of medication administration,

Resident # 5 was a 79-year-old female admittad
to thee facility on 1732019 with the diagnoses of,
but not limited to, Diabetas, Schizophrenia with
extrapyramidal and movement disorder,
Gastroesophageal Reflux Disorder, Hypertension
Major Depressive Disorder, Pacemaker, Anemia,
and Vitarmin Deficiency.

Tha most recent Minimum Data Set (MDS) was a
30 day assessmant with an Assessment
Reference Date (ARD) of 1/31/2019. The MDS
coded Resident # 5 with a BIMS (Brief Interview
for Mental Status) score of 15/15, indicating ne
cognitive impairment. Resident # 5 requirad
extensive assistance of one staff parson with

| activities of daily living.

Review of the clinical record was conducted on
3152019,

| Review of the March 2019 Medication

Administration Record revealed medications were
administered on 3/1/2019 at  AM, There was a
check mark indicating the medications wears

| administerad. There was no documentation of

late administration of medications. Thera was no
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documentation of medications scheduled to be

| administered during the time the nurse,
Registered Murse {RN) C was observed passing
medications to Resident # 5 on 31/2019.

Review of the Nurses Matas from 2/1/2018 to
312018 revealed no documentation of late
administration of medications. The last Progress
Mote was from Activities on 2/22/2019 at 13:30
§1:30 PM) stating "Participation
MNote: {Resident # 5) does not wish to
participate in group programs and enjoys
spending time in room watching tv. She likes
frigndly conversation at times. No concerns.
Signed by Activities Director.  The note prior to
| the Activities note was a Skilled Murse Mote dated
2/21/2019 at 1:50 AM.

On &1/2019 at 1:10 PM. an interview was
conducted with the Staff Developmant Director,
Registerad Murse (RN) A who stated medications
should be passed within an hour befors and an
hour after the schedulad time of administration.
RMA A stated RN C was a new employee of
approximately 3 weeks at the time of the survey
RM A& stated the B rights of Medication
Administration was stressed during origntation
with all new nurzes. RN A stated new nurses

| receive 3 days of classroom instruction and 3
days on the floor with a nurse. then any guesticns
should be directed to the Unit Manager or Staff
Development Mursa or any other nurse on the
floor RN A stated BN C received the information

| about medication administration during her
orientation. RNA A stated the professional nursing
standard was for nurses to administer

| medications within one hour before and one hour
aftar the =cheduled time of administration and
that "all nurses should know that.”
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RN & was asked to provide a copy of the
orientation topics covered with Registerad Murse
. The list of topics coverad during BN C's
orientation was not provided to the surveyor prior
to the end of the survay

On 31/201% at 1:35 PM, an interview was
conducted with the Director of Nursing who statad
the MAR showed the medications were
administered as schedulad. When the DON was
askad for a copy of the EMAR (electronic
medication administration record) repaort, she
stated she was not sure of how to obtain a copy
of tha EMAR report. The DON stated she would
get a Nurse wha was familiar with giving

| medications and using the EMAR system to try to

retrieve the report.

On 3119 at 1,45 PM, an interview was

| conducted with the unit manager, Licensead

Practical Murse (LPN) E, who looked at the MAR
and stated that the medications wera given at the
time printed on the MAR. When informed that
RM C was observed administering medications to
Resident # 5 at times not scheduled, LPN E
stated she would see if she could print out what
the actual bmes of administration showed on the
EMAR [glectranic medication administration
record). VWhan LPMN E was asked if she could
access the EMAR information on the computer
given to the surveyors to use, LPN E attempted to
retrieve the report and got the error message
"UUser does not have acoess to this screen” LPN
E stated she would try one of the facility's
computers. LPN E then went to 2 facility
computer and printed he EMAR Repart dencting
the exact limes the medications were

| adrministered, signed cut and by whom
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On 3M1/2019 at 2:02 PM, LPN E presented a copy
of the EMAR report. Review of tha EMAR
"Administration History Report” revealed
madications documented as administerad on time
according to the MAR were actually administered
at the times noted:

Aspirin EC (Enteric Coated) Delayed Release 81
milligrams cne tablet by mouth one time a day.
Scheduled at & AM

31/2019- administered at 12:03 PM

Atorvastatin 40 miligrams give one tablet by
maouth ane time a day for Hyperlipidemia
Schaeduled at & AM

A2019- administered at 12:03 PM

Buspirone 5 milligrams ene taklet by mouth one
time a day for major depressive disorder
Scheduled at % AM

F2019- administered at 12:03 PM

Loratadine 10 milligrams one tablet by mouth ona
time a day for Allergic Rhinitis Scheduled at 9 AM
3/1/2019- administered at 12:03 PM

Miralax 17 grams by mouth two times a day
related to constipation Schaeduled at 2 AM
AM2019- administered at 12:03 PM

Tramadol 50 milligrams give 0.5 tablet by mouth
evary 12 hours for pain Scheduled at 8 AM and 0
P

H2018- administered at 12:03 P

Zaloft 25 milligrams give one tablet by mouth one
time a day. for Major Depressive Disorder
Scheduled at 9 AM
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32015 administered at 12:03 PM

Raview of the Facility Documentation an

Medications -Oral Administration Policies and
Procedures Effective Date: 11/3072014 and

Revision Date: 8/2202017 on page 1 of 2 [
revealed:

"Chart on Medication Administration Recard

(MARY according immediately [sic] fallowing when
medication is given and before proceeding to the

next rasident.”

On 3012049 at 3:30 PM, an interview was
conducted with RN A who stated it was not
acceptable for medications to be givan 3 hours
late. RM A stated she planned to provide
education to the nursing staff about proper
medication administration. RN & stated she had
"talkad with the staff on duty now and will educate
the other shifts too” RN A stated she would
stress medication administration standards during
origntation of new amployees as wall

During the end of the day debriefing, the
| Administrator and Director of Nursing were
| informed of the findings of madications being
documented on the Medication Administration
Record as administered on time but actually not
being given an tima within the parameters of |
medication administration of within one hour
pefore or one hour after the scheduled time. The
| medications listed were given three hours later
than the scheduled time. The Director of Nursing |
stated the expactation was that medizations
zhould be administered within cne hour befora
and cne hour after the scheduled time.

On 32049 at 815 PM. a copy of the Murses
Progress Motes was presented  Review of the
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nurses notes revealed documentation an
312019 at 19:57 (7:57 PM) that "MD/RF
{Medical Doctor/Respensible Party) made awars
of late admenistration of morming mads
imedications)." signed by RN B.

Mo further infarmation was provided

4. For Resident # 8, the facility staff failad to
administer madications within the standard
parameters of medication administration,

Resident # 8 was an 83-year-old female admitted
to the facility on 1/25/2018 with the diagnoses of,
kit not limitad to, Atherosclerotic Heart Disease,
Contractures of left elpow and left hand,
Ciabetes, Hemiplegia, Tinea Corporis, Pressure

| Ulcar of Left Heel, and Hyperension.

The most recent Minimum Data Set (MDS) was
an admission assessment with an Assessment
Reference Date {(ARD) of 21172018, The MDS
coded Resident # B with a BIMS (Brief Interview
for Mental Status) score of 13115, indicating no
cognitive impairment. Resident # & required
extensive to total assistance of one staff person
with activities of daily living except she required
total assistance of bwo staff persans for transfers
and limited assistance of cne staff persen for
eating; Resident # 6 was coded as always
continent of bowel and bladder.

Raview of the clinical record was conductad on
M08

Reviaw of the March 2019 Medication

administered on 312015 at 9 AM. There was a

Administration Record revealed medicabons were
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check mark indicating the medications were [
administered. There was no documentation of

late administration of madications. There was no

documentaticn of medicaticns scheduled to be

administered during the time the nurse

Reagistered Murse (RN} C was cbserved passing

medications to Resident # 6 on 3/1/2014,

Review of the Nurses Motes revealed no
documantation of late administration of
medications.

On 3M1/2019 at 2:02 PM, Licensed Practical
Murse (LPN] E presented a copy of the EMAR
report. Review of the EMAR “Administration
History Report” revealed medications
documented as administersd on time according
to the MAR ware actually administered at the
times noted:

Amladiping 10 miligrams give one tablet by
mouth ane ime a day Scheduled at 9 AM
3/1/2019 administered at 11:17 AM
2/28/2019 administered at 10:32 AM

mouth ang time a day Scheduled at 8 AM
312019 administerad at 1717 AM
212612010 administered at 10.39 AM | |

| A&spirin chewable 81 milligrams give one tablat by ‘

Atorvastatin 20 milligrams give one tablet by |
mouth one time a day Scheduled ay 8 AM
3142019 administered at 11:17 AM

| 2128/201% administerad at 10;32 AM

Basaglar KwikPen Insulin injact 10 units
subcutanecusly one time a day for Diabetes

Scheduled at & AM ‘
3/1/2019 administered at 11:17 AM
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Lisinopril 10 millgrams give ona tablet by mouth
ong time a day for Hypertension Scheduled at 9
AM

312019 administerad at 1117 AM

2/28/2019 administered at 10:39 AM

Metformin 500 milligrams give one tablet by
mouth one ime a day for Diabetes Scheduled at
g AM

AM/2019 administered at 11:17 AM

228/2012 administered at 10:39 AM

Review of the Facility Documentation an
Medications -Oral Administration Policies and
Procedures Effective Date: 11730072014 and
Revision Date; S22/2017 on page 1 of 2
revealed:

"Chart on Medication Administration Record
{MAR) according immediately [sic] following when
madication is given and before proceeding to the
next resident.”

O 302099 at 3:30 PM, an interview was
conducted with RN Awho stated it was naot
acceptable for medications to be given late. RN
A stated she planned to provide education to the

| nursing staff about proper medication
administration. RN A stated she had "talked with
the staff on duty now and will educate the other

| shifts too." RN A stated she would stress the
importance of adhering to the standards of
medication administration during orentation of
new employees as well

During the end of the day debriefing, the
Administrator and Director of Mursing were
informed of the findings of medications being
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documented on the Medication Adminstration ‘
Record as administered on time but actually not
being given on time within the parameters of
meadication administration of within one hour
befare or ene hour after the scheduled time. Thea
medications listed were given more than one hour
later than the scheduled tme. The Director of
Mursing stated the expectation was that
medications should be administered within one
Peur before and one hour after the schedulad
tima.

On 3/1/2019 at 815 PM, a copy of the Nurses

Progress Motes was presented. Review of the

nurses notes revealed documeantation an

3M/2019 at 20:10 (8:10 PM} that "MD/RP

{Medical Doctor/Responsible Party) made awars |

of marning medications wera administerad late.”

signad by RN C. ‘

Mo further information was provided,
5 . For Resident # 7, the facility staff failed to

administer medications within the standard
parameters of medication administration ‘

For Resident #7, the facility staff failed to
administer medications on time within the
standard parameters of medication
administration,

| to the facility 11/28/18. Resident# 7's diagnoses
included but were not limited to: Epilepsy,
Malignant Neoplasm of the uterus, Vitamin O
Ceficiency, Anemia, Edema, Bariatric Surgery, ‘
Generalized Anxiety Disorder,

Resident # 7, & 60 year old famale, was admilted ‘
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Resident #7's most recent MOS (minimum data
sat) with an ARD (assessment reference date) of
12/5/2018 was coded as an admission
assessment. Resident# 7 was coded as having
a BIMS (Brief Interview of Memory Status) Score
of 15 cut of 15 indicating no cognitive impaiment
and was able 1o make har own daily life
decisions. Resident# 7 was coded as reguining
lirmited to extensive assistance of one staff
member te perfarm her activites of daily living
including transfers, toileting. hygiens and bathing
Resident # ¥ was codad as indepandant in eating,
and ambulation

On 32018 at 11:55 AM, review of the clinical
record for Resident # 7 was conducted.

Review of the Medication Administration Record
(MAR) for March 2019 revealad documentation of
medications that were administered at 9 AM.
The MAR revealad that Resident # 7 had only
one meadication due at the time the nurse was
observed to be administering medications to her
[Depakota 500 milligrams by mouth at 12 noon).
All of the other medications prescribed far
Reasidant # 7 were scheduled for administration
as morning (8 AM or & AN, afternoon (2 PM) or
evening medications (9 PM or 10 PM), and there
were PRN (as needed) medications ordered.

On 32019 at 12:20 PM, an intenview was
conducted with RN C whao admitted that she gave
the medications late and left the medications with
Resident # 7.

| On 31019 at 12,50 PM, the facility staff provided

| & copy of the March (Medication Administration
Record) MAR as requested. The March 2018
MAR showed that all medications were given on

F G5B
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Review of Resident #7's clinical record revealad

| documentation on the March 2018 Medication

| Administration Record that madications (Lasix,

Levetiracetam, Loratading, Potassium Chlornide)
wiera given on time at @ AM. There were
checkmarks indicating medications weare
administered on time. Thare was no missing
documentation of medications or any indication of
lata administration.

Further review of the MAR revealed the
Clorazepate 7.5 milligrams cne tablet every 8
hours was not scheduled for administration at 9
AM. It was schaduled for administration every B
hours at 6 AW, 2 PM and 10 PM each day.

Review of the Progress Notes revealed no nurses
notes documenting late administration of
medications. The last Progress Mote was from
Activities on 2/22/2019 at 13:27 {1:27 PM) stating
"Participation Mote; [(Resident # 7}
participates as tolerated and self directs in room.
no concerns.." Signed by Activities Director

The note pnor to the Activities Prograss Mote was
an "eMAR-Medication Adrministration Mote" dated
ZME2019 at 14:42 (2:42 PM) stating that Zofran
4 milligrams was given for nauses and vomiting,

On 30102018 at 2:02 PM, Licensad Practical
Murse (LPN) E presented a copy of the EMAR
report, Review of the EMAR "Administration
History Repor” revealed madications
docurnented as administered on lime according
to the MAR were actually administered at the

| times noted:

F 658
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Review revealed meadications schaduled for 10
PM on 2/28/201% and 311/201% at 6 AM were both
given on 3172019 at 552 AM.

Documentation showsd two doses of these
medications were given at the same time on
301020148 at 552 PM.

Clorazepate 7.5 milligrams one tablet by mouth
every B hours for Generalized Anxiety Disorder
(Schedulad B AM, 2 PM, and 10 PM

Depakate 500 millgrams ane tablet by mouth
every B hours for every 8 hours for Seizures
(Scheduled 6 AM, 12 noon, & PM and 12
Midnight)

Tegratal 200 milligrams by mouth evary 8 hours ‘
for Seizures (Scheduled 8 AM, 2 PM, and 10 PM}

Medications schaduled to be administerad on ‘
30102019 at 2@ AM were administared at 11:31 AM
Docusate Sodium 100 milligrams one tablet by
mouth one time a day scheduled at 8 AM
Administered 3M1/201% at 1121 AM
Lasix 40 milligrams one tablet by mouth one time
a day for edema
Levetiracetam 750 milligrams one tablel by mouth
| two times a day for Epilepsy
Loratadine 10 miligrams one tablet by mouth ona
time ad day for seascnal allergies
Potassium Chloride Extended Release 10
milliequivalents give two capsule by mouth one
time a day
Witamin D 50000 units give one capsule by mouth
one time a day every Tussday and Friday

Review of the Facility Documentation an
Medications -Oral Administration Policies and
Procedures Effective Date. 11/30/2014 and
Revision Date; 922/2017 on page 1 of 2
revealed:
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"Chart on Medication Administration Record
IMAR] according immediately [zic] following whan
medication is given and before proceading to the
next resident.”

Cn 372019 at 3:30 PM. an intarview was
conducted with RN & who stated it was not
acceptable for madications to be given late RN
A stated shea planned to provide education to the
nursing staff about proper medication
administration, REM A stated she had "talked with
the staff on duty now and will educate the other
shifts ton.” RN A stated she wolld stress
medication administration standards during
arientation of newemployeas as wall

During the end of the day debriefing on 30172018,
the Administrator and Director of Mursing were
informed of the findings of medications being
documented on the Madication Administration
Record as administered on time but actually not
being given on time within the parameters of
rmedication administration of within one hour
before or one hour after the scheduled tima. The
medications listed were givan mare than ona haour
|ater than the scheduled tima. The Director of
Mursing stated the expectation was that
medications should he administered within one
nour before and one hour after the scheduled

| time, The Director of Nursing stated nurses
should administer medications as ordered by the
physician.

On 3/1/20189 at B:15 PM, a copy of the Murses
Frogress Noles was presented, Review of the [
nurses notes revealed documantation cn
32019 at 20001 {8:01 PM) that "MIDYREP

| (Medical Doctor/Responsible Party) made aware
of marning meadications administerad late.”
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signed by RN C,

MNurses Mol dated 3/1/2019 at 15:02 (202 PM)
"argumentative about medications and why they
should be at other imes."” signed by RN C.

MNe further information was provided

6. For Resident # 9, the facility staff failad to
administer medications within the standard
parameters of time regarding medicaticn
administration.

Resident # 9. a 72 year old male, was admitted to
the facility 10/5/2018. Resident # %'s diagnoses
included but were not limited to; Parkinson's
Diseasa, Tramor, Chronic Embalism and
Thrombosis, Benign Prostate Hyperplasia without
Urinary Tract Symptoms, Hyperlipidemia, Anxiety,
Hypertension, Dysarthria, Anarthria, and
Abnormalities of Gait and Maobility.

Resident # 9's most recent MDS (Minimum Data
Sat) with an Assessment Review Dafte of
122019 was coded as a quarterly assessment.
Resident # 9's BIMS (Brief Interview for Mental
Status) Score was coded as a & out of 15
indicating severe cognitive impairment. Resident
# B was coded as needing limited to total
assistance of one staff member to perform his
activities of daily living.

Review of the clinical record was conducted an
3102019 at 4:30 PM.

Raview of the MAR (Medication Administration
Record) revaalad medications were administerad
cn time on 2028/2018 and 3172018, There was a
check mark indicating the medications ware

F 658

FORM CME-2557102-89) Pravious Versons Obscles

Evenl ID: SB3E11

Fazility 1D WAD41E

If centinuation sheet Page 40 of 94




DEFARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: Da/0as2019
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT COF DEFICIEMCIES (®1) PROVIDER/SUPPLIERCLIA 152 MULTIPLE CONSTRUCTION (X3 DATE SLURVEY
AMD PLAK OF CORRECTION IDEMTIFICATION NUMBER PR COMELETED
C
495423 B. WIMG 03/01/2019
MAME OF FROVIDER R SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
BONVIEW REHABILITATION AND HEALTHCARE S
RICHMOND, VA 23225
(X401 SLMMARY STATEMEMNT OF DEFICIENCIES 1D PROVIDER"S PLAN OF CORRECTION [XE)
FREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FLLL PREFIX (EACH CORRECTIVE ACTION BHOULD BE COMPLETICN
TAG REGLILATORY OR LSS IDENTIFYING INFORMATION) TAG CAOSS-AFFFRENCED TO THE APPADPRIATE Qare
| DEFICIENGY) |
T 1 |
F 658 Continued From page 40 F 658

administerad. There was no documentation of
late administration of medications.

On 22079 at 510 PM, Registered Murse (RN}
A presented a copy of the EMAR report. Raview
of the EMAR. "Administration History Report”
revealed madications documented as
administered on time accoerding to the MAR were
actually administered at the times noted:

Ativan 0.5 milligrams give 0.5 tablet by mouth
every morning and at bedtime for
Anxiety-Scheduled at 8 AM and & FM
Scheduled 2/28/2019 at @ PM, administered
3102019 at 1:32 A

Atorvastatin 10 milligrams one tablet by mouth at
bedtime for Hyperlipidemia

Scheduled 2/28/2019 at 9 PM, administersd
M09 at 132 AM

Carbidopa-Levodaopa 25-100 milligrams give four
tablets by mouth thres times a day for
Farkinson's Disease
Scheduled 2/28/20189 at 10 PM, administarad

| 3/1/201% at 1:32 AM

Carpidopa-Levodopa ER (Extended Releasa)
25-100 milligrams one tablet by mouth at bedtime
for Parkinson's Disease

I Scheduled 228/2019 at 9 PM, administered
372010 at 1:32 AM

Gahapantin 100 milligrams give one capsule by
| mouth every 8 hours for Benign Prostatic

Hyperplasia

Schaduled 2/28/2019 at 9 PM. administerad

AMF2018 at 1:32 AM
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Cxybutynin Chloride 5 milligrams give one tablet
by mouth every 8 hours for Benign Prostatic
Hyperplasia

Scheduled 2/28/2019 at B PM, administered
3M/2019 at 1:32 AM

| Senna &.6 milligrams give two tablet by mouth at

hedtime for Constipation
Scheduled 2/28/2019 at 9 PM, administerad
AME010 at 1:32 AM

Monitor vital signs every 12 hours
Scheduled 27282019 at 9 PM, documented
22018 at 1:.32 AM

During the end of the day debriefing on 31/2019,
the Administrator and Directar of Mursing were
infarmed of the findings of medications being
documentad on the Medication Administration
Record as administered on time but actually not
baing given on time within the parameters of
medication administration of within ana hour
before or one hour after the scheduled time. The

| medications listed wera given maore than one hour

later than the scheduled time. The Director of
Mursing stated the expactation was that
rmedications should be administered within one
nour before and one hour after the schedulead
time. The Director of Nursing stated nurses

| should administer medications as ordered by the

physician,

Mo further information was provided,

7. For Resident #2 the facility failed to administer
medications within the accepted standard

| parameters of medication administration.
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Resident #2, a 59 year old woman, was admitted

to the facility on 12418 with diagnoses of but not

limitad to muscle weakness fatigua, history of |
falls, insomnia, stroke, Major depressive disorder

digbetes Hemiplegia and Hemiparesis following

stroke

Resident #2°s most recent (Minimum Data Set)

MDS (screening tool) was coded as an admission [
assessment dated 2722119, The MDS coded tha

Resident as having a (Brief Interview of Mental

Status) BIMS of 13 indicating mild cognitive

impairment,

|
On 310719 at 1:45 FM, an observation was made |
of LPM & passing medications to residents.

On 311719, a clinical Record review revealad that
Fesident # 2 did not have medications due at the
time LFN A was observed passing medications.

On 2M1/19 at 4:30 PM, the facility provided a
(Medication Administration Record) MAR as
requested. The MAR showed that all medications
weare given on time. The MAR ravealed this
Resident had no afterncon medications all meds
were schedulad for marning or evening
rmedications [

O 301419 at 4:35 PM. an interview was [
conducted with the DOM. When asked what tima
madications were administered to this resident,

tha DOM stated that they were given at 8:00 AM

and 9:00 AM as printed on the MAR., When

advised that the surveyars had observed meds

| being given at 1:45 PM. the DON stated she

wasn't sure how to get the (Electronic Medication
Administration Record) EMR printed out. She

stated she would get a Murse, who is used to
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giving meds and the EMAR system, fo try

On 3119 at 4:45PM, an interview with LPN E,
the unit manager. LPN E stated that the
medications were giving at the time printed on the
MAR. However when told that chservations had
been made of nurse passing medications at 1:45
pm, LPN E stated well lat me see if | can print
out what the EMAR. shows. \When asked if she
could do it on the computer given to the
surveyors fo use, LPN E attempted to do so but
got the error message "User does not have
access o this screan.”

LPM E then went to a facility computer and
printed out the EMAR Report that showed exactly
what time the meds were signed cut and by
whorm.

The following was on the EMAR REFORT.

Madication - Amlodipine [Cardiac Med) - Give 1
tablet by mouth twe times per day scheduled for
8:00 AM and 8:00 PM
On 2/28/19 tha 08:00 AM dese was signed off at
12:21 PM by LPN F
On 3119 the 0800 AM dose was signed off at

| 1:46 PI by LPM A

Lantus Sclution (Long acting Insuling Give 50
units subcutaneously at badtime for Disbetes
scheduled for 2:00 PM

O 2/28/19 it was signed off by LFN G at 1:07 AM

Metformen HCL Tablet 1000 [Milligrams] MG Give
1 Tablat by mouth two times a day for Diabetes,
Scheduled for 8:00 AM and 800 PM

On 2/28/19 the 08:00 AM dose was signed off at
1221 PM by LPN F
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On 3119 the 0800 AM dose was signed off at
1:45 PM by LPN A

Lisinapril [Cardiac Mad] 20 mg give 1 Tablat 2 bwo
times per day for hypertension scheduled at

8:00 AM and 8:00 PM

On 2(28/1% the 08:00 AM dose was signed off at
12:21 PM by LPN F

On 3119 the 08:00 AM dose was signed off at
1:46 PM by LPM A

Metoprelal Tartrate 50 MG [Cardiac Med] give
one tablet by mouth two times per day for
hypertension schaduled for 8:00 AM and 8:00 PM
On 2028/19 the 0800 AM dose was signed off at
12:21 PM by LFM F

on 31119 the 08:00 AM dose was signed off at
1:48 PM by LPN A

Spironolactone 50 MG Give 50 MG by mauth cne
time per day for Hyperiension scheduled for 9:00
AM and 9:00 PM

On 2/28/19 the 08:00 AM dose was signed off at
12:21 PM by LPN F

O 30119 the 08:00 AM dose was signad off at
1:48 PM by LPN A

Valproic Acid [Seizure Med] Give 15 [Milliliters]
ML by mouth two times per day related o
Unspecified Convulsions scheduled for .00 AM
and 9:00 PM
O 2/268/19 the 08:00 AM dose was signed off at
1221 PM by LPN F
On 3119 the 0800 AM dose was signed off at

| 1:46 PM by LPMN &

According to Patter & Perry: Fundamentals of
Mursing Multi-Media Enhanced Edition, Tth
Edition. Chapter 35 Medication Administration
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tha fiva rights of madication administration are;
Right client.
Right route,
Right drug
Right dose
Right time,

i
On 341718, an interview was conductad with LFH
A When asked what time she administerad
medications that merning, LPMN A stated that it
was the time indicatad on the MAR (8:00 AM and
S0 AN When shown the EMAR Report she
stated, oh well | gave my medications on time, |
just signad therm out late. She was then asked
about the acceptable time for medication
administration and she stated 1 hour befare or
after the medication is dua. When asked when
sne was supposad to sigr off medications, LPMN A
stated immediately after you see them take the
medicing, LPMN A said she knew her practics was
wrong but it was faster to pull, pass, and then
sign

The Administrator and the DON were notified of
this issue dunng the end of day conference and
ne further infarmaticn was provided

Free of Accident Hazards/Suparvision/Devices

CFR{s): 483 25(d){11i2)

F 589 |
55=0

5483.25(d) Accidents,

The faeility must ensure that -

§483.25/d1) The resident environmant ramains
as free of accident hazards as is pozsible; and

54832.25(d)2)Each resident receives adequats
supervision and assistance devices to pravent
accidents

This REQUIREMENT is not met as evidenced

F G623

The crescent wrench and
the socket set were
immediately remaved
farm the counter at the
nurses' station on March
1, 2019, The wheel chair
legs were placed on wheel
chair for resident #9
tarch 1, 2019,

Al residents have
potential to be affected.
An audit was completed
to ensure no other
residents were affected
by this deficiency. Mo
other residents were
identified.

Maintenance staff was
educated on ensuring
equipment is secure when
natin immediale
superyision completed on
March 1, 2019, All staff
was educated on
3/5/2019 regarding
resident safety with
equipment. All clinical
staffs were educataed to
ensure when transporting
a resident wheelchair legs
are applied to wheelchair
completed on March 22,
2019,

FORM CME-2567102-59) Prawous Wersians Oosolee Ewent I SO3C11

Facilitg 107 MbZasi

It continualion sheat Page 46 of 94




DERARTMENT OF HEALTH AND HUMAN SERVICES
CEMTERS FOR MEDICARE & MEDICAID SERVICES

PRIMTED: 04/04/2019
FORM APPROVED
OMB NO. 0933-0201

| staff failed to secure a Crescent Wrench and
Scckat Set left unattended on the counter {ledge)
of the nurses station, where Resicents of various

cognitive abilities had access.

On 372019 at 1045 AN, during imitial tour &
Crescent Wranch and a Socket Set was
observed sitting on the ledge at the nurses station
unattended untl 11:55 AM. Durng this tme

| saveral staff members (including maintanance,
rursing admissions, dietary and Administratian)
walked past and did not notice

| On 31142019 at 11 55 AM, an interview was
conductad with the Staff Developmeant Murse,
Registered Mursa {RN) Awho was standing at the
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by: 4. Ql monitoring will be
| Based an observation. staff interview, facility done by the
documentation review and clinical recerd raview, DC5/Designee to ensure |
| tre facility staff failed to ensure a safe residents being i
| envircnmeant for the Residants residing an_ one transparted in wheel chair |
| ficar [Secﬂnr::l FI-::I-::!r} of th.'ae;bﬂnc:-rs anu:!dfallntad to have wheel chair legs
gnsure a safe enviranment for ene residen : ,
: z : applied and ED/De
(Fesident & 9) in 2 survey sample of 11 residents. F.IFI /Designee
will ensure no
1. For Residents on the Second Floor the facility _”j‘j'me”””‘:e EQUip”‘E”t
siaff failed 1o secure a Crescent Wranch and [ is left unsupervised three
Sccket Set left unattended on the counter (ledge) times weekly for one
of tha nurses station. where Rasidents of various manth, then one time per
cognitive abllities had accass . | week for two months, Q
_ _ manitoring will be |
ﬁh HEEI?'Er?-,t#a ws:a ﬁglng :ransftirre;:lffrcr reported to the RM/QJ |
i s i i
B edbaleia i oilons | commitiee monthly fora |
' e e periad of 3manths far
| further compliance and/ar
The findings included: revision. |
5. Date of Compliance;
1. For Residenis on the Secand Flogr, the facility 4/zf2019
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nurses station. RN Awas asked if she educated
staff members on all topics including recognizing
hazards, to which she replied "yes". When RN A
was asked if she saw any hazards in the araa,
RN A& leoked around the vicinity and stated "no”
RM A& was asked if 2 wrench and scchket set was
considered a hazard and she replied "Yes." EN
A said "0Oh, Maintenance” and immediataly
removed the wrench and socket set off the ledge.
RM A confirmed that Residents who wander did
reside on the second floor. BN A stated the fools
should not have been left on the ledge where
residents of various cognitive abilities had access
to them, |

Al the end of day conference, the DON and ‘
Administrator ware made aware of the issues and
no further information was provided.

2. Resident #9 was being transferred from
Physical Therapy ta his room without foot
pedals/leg rasts on the wheelchair.

Residant # 9, a 72 year ald male, was admittad to
the facility 10/5/2018. Resicent # 8's diagnoses
included but weare not limited to; Parkinson's
Disease, Tremar, Chronic Embalism and

| Thrombosis, Benign Prostate Hyperplasia without
Urinary Tract Symptoms, Hyperlipidemia, Anxiaty,
Hypertension. Dysarthria. Anarthria, and
Abnormalities of Gait and Mobility

Reasidant # 9's most recent MDS (Minimum Data |
Set) with an Assessment Review Date of |

1/12/2019 was coded as a quarlerly assessment. ‘
Resident # 9's BIMS (Brief Interview faor Mental

Status) Score was coded as a 8 out of 15
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indicating severe cognitive impairment. Resident
# 9 was coded as needing limited to total
assistance of one staff member to perform his
activities of daily living.

On 3/1/2019 at 2:45 PM, the surveyor {Survayor
A)was walking toward the elevator to go to the
sacond floor when the sound of something
dragging on the floor was heard for several
seconds, When Surveyor A turmed around, a
resident was observed being transported by a
facility staff person. There were no footleg rests
on the wheelchair, Surveyor A asked the person
pushing the wheelchair (Employee Q) if he could
hear Resident # 9's feet dragaing the flocr.
Employee Q stated "oh, okay. | didn't hear it."
Surveyer A asked Employee G inwhich
department he worked and Employes Q replied

| that he worked for Physical Therapy, Employes

3 pressed the button on the elevator for tha 3rd
floar.

There were other facility staff members wailing
| for the elevator, one person already was on the
elavator as the surveyor guestioned Employes Q.

Employes O was obsenved while pushing

| Resident # 9 off the elevator to his room on the
| third floor. Resident # 9 was observed raising his

feet up slightly while Employee 0 wheeled him to
his room. Surveyor A waited at the nurse's
station untl Employee 0 came cut of Resident #
9's room.

On 3M1/2019 at 3:52 PM, an interview was
conductad with Employee G as ha walked toward
the elevator on the 3rd Floor, Employee O stated
"I know. | know | should have had leq rests on the
wheelchair " Employee O stated he did not hear
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the sound of Resident # 9's feet dragging on the

floor. Employes Q stated sometimes there could

be a bag on the wheelchair that might be rubbing
and causing the sound,

Surveyor & informed Employes O that Resident #
9's feetl were obsarved dragging the floor for
several seconds. Employes () stated he did not
know for sure if there were supposed o be leg
rests on the wheelchair but he would check the

| Physical Therapy gym to see if the leg rests wera
| left there. Employee Q agreed that Resident #
@'z feat were on the floor while being wheeled to
the elevator and there was a potential for injury.

On 3142019 at 4:15 PM, Employes O came to
the conferance room to inform the surveyors that
Foot/!Leg Rests had been applied o Resident #
%'s whaelchair, Employee O stated the leg rests
had been in the Physical Therapy gym.

Review of the Clinical Record was conducted on
32018 at 4:30 PM

Review of the Care Plan revealaed documentation
of:

Focus: Potantial for injuryffalls related to poor
safety awareness, impaired gait. balance, decling
in functional activity tolerance, States he throws
himself onto the floar,

Goal: __ {Resident # 9) will have minimized risk
of fallfinjury through next review.
Interventions includad:

| Assess resident for use of wheelchair-Date
initiated 10/1518, Last review 1/21/2018
Ensura that the resident is wearing appropriate
footwear when ambulating or mobilizing in wic
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| twheelchair)
PT (Physical Therapy) consult for strangth and
mokility
The resident needs activities that minimize the
potential for falls while providing diversion and
distraction

On 372019 at 4:47 PM, an interview was
conducted with the Director of Rehab (Employee
P} who stated she had been informed that there
had bean an issue with the Physical Therapist
Assistant (Employes Q) while he was transporting
Resident # 9 via wheelchair in the hallway on the
first floor without foot/leg rests.

Employes P was informed that Employes Q was
observed to be transporting Resident # 8 via
whaelchair without leg rests on the wheelchair
Resident # & was obsenved to be dragoing his
feat on tha floor while Employee O was pushing
the wheelchair toward the elevator on the first
floor, Employes P stated as a part of the Therapy
session, some residents were encouraged ta use
thelr musclas to hold up thair feet. Employee P
stated it was not safe to transport residents with
their feet dragging on the floor due to potential for
injuries and accidents,

During the end of day debriefing on 3/1/2019, the
Administrator and Director of Mursing wera

| informed of the findings regarding Resident# 9

| being wheeled in the hallway while his feet were
dragging the floor. The Administrator and
Director of Mursing stated it was unacceptable for
Residents to be wheaeled with feet dragging the
flnor, Both stated there was a potential for injury
to the resident, The Administrator stated he was
sure the Diractor of Rehab would handle the
situation and provide education to the facility staff
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§ 483 25(i) Respiratory care, including
tracheostomy care and tracheal suctioning.
The facility must ensura that a resident who
n=eds respiratary care, including tracheostomy
| care and tracheal sucticning, is provided such

| cara, consistent with professional standards of
! practice, the comprehensive person-centered
care plan, the residents' goals and prefarences,
and 483.65 of this subpart.

This REQUIREMENT is not met as evidencad
by

Based on observation, residant interview and
staff intarview and clinical record review, the
facility staff failed to provide oxygen therapy
consistent with infection control measures and
consistent with standards of practice for 1
Residant (Resident # 3) in 2 survey sample of 11
Residants.

For Resident # 2, the facility staff failed to ensure
the portable oxygen tank was not empty and
failed to date the nasal cannula tubing on the
portable oxygan tank,

Findings included:

Fesident # 3 was a §1-year-old male admitied to
the facility on 10/25/2017 with the diagnoses of,
bt not limited to, Sevare Chronic Qbstructive
Pulmaonary Disease, Sarcoidosis, Hyperension,

&
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[ DEFICIEMCY
| | |
FB8% Continuad From page 51 F 682
about the necessity for foolleqg rests while |
| wheelng residants who [
| N n n |
Mo furthar information was providad,
F 633 | Respiratary/Trachaostomy Care and Suctioning F 605 1. Resident # 3 ouygen |
g5=> | CFR{s): 483 25(i) f

tubing was immediately
replaced and a full oxygen
tank was placed in |
residents’ room March 1,
2019,

All residants receiving

oxygen therapy have the
potential to be affected.

An audit was completed

to ensure no other

residents were affected

by this deficiency. Mo

nther residants weare
identified.

Al clinically licensed stalf

was educated on ensuring
oxygen tubing is changed
weelly and residents have
access to portable axygen |
as requested completed

on March 26, 2019,
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Chronic Pain Syndrome following multizle car
accidents, depression and anxiety, Majar
Dapressive disorder,

The maost recent Minimum Data Set (MDS) was a
quarterly assassmeant with an Assessmant
Refarence Date (ARD) of 12/5/2017. The MDS
coded Resident # 3 with a BIME {Brief Interview
for Mental Status) score of 1515, indicating no
cognitive impairment. Resident # 3 regquired
supervision and sat up only assistance with

| activitizs af daly living far ambuiation, dressing,

| eating. bathing and toileting and required
suUpervision with assistance of one staff person
far transfer and bed maobility; Resident # 3 was
coded as always continent of bowel and blacder

| On 312019 at 10:39 a.m,, during tour of the

i facility, as the surveyers were passing in the

| hallway, Resident # 3 was heard yelling out "Hey
nurse, could | pleasa get a refill of my axygen?
My tank is empty.” The surseyor walked down
the hall toward another roam. A nurse,
Registered Murse (RM ) C was cbserved tobe in
the halbway two doors down from Resident # 3's
racm, standing in front of the medication cart and
preparing madications

The Surseyorwent to Resident # 3's room
Resident # 3 again stated " | need another
cHygen tank. This cne is empty, I've bean asking
all right and nobady gave me anatner ane.”
Resident # 3 was ohsarved to be sitting up on the
edge of the bed, oxygen was being infused at 4
litars per minute via nasal cannula from an
axygen concentrator. There was a portakle

oxygen tank on the left side of the bec sitting on a

| ralling cart

o manitoring will be

done by the

DCs/Designen ta ensure
residents oxygen tubing is
dated and portable

oxyEen is available as
requested by the resident
three times weekly for

one month, then ane time
per week for two menths,
ql monitaring will be
reported to the R !
committee monthly for a
period of 3manths for
further compliance and/or
revision,

5, Date of Compliance:

4/2/2019

| F 695
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Inspection of the portable oxygen tank revealed

the gauge was in tha zone on the far left at zero

indicating it was empty. There was oxygen tubing

with & nasal cannula attached to the tank. There
| was no labal with a date on the oxygen tuting.

The Survevor left Resident # 3's room and asked
RM C to come 1o the room. RN C enterad the
oo, talked with Resident # 3 and lookad at the
oxygen tank's gauge. RM C stated "okay. | will
get ancther tank for you.”

RM C returned with another portable oxygen tank,
The Oxygen tank was replaced by RN C who
showed the surveyor the tank gauge was then
reading the tank was registering at 1000. RN C
rermoved the tubing fram the empty tank and
placad it on the new tank.

Rasident # 3 said "That tank is almost empty too.
It doesn't have much oxygen in iL" RN C stated "|
| know. But that's the fullest one | could find.”
| Resident # 3 stated "That's not going to last me
vary long because | get 4 liters a minute, RN G
stated "l know. | will call and get some more
tanks deliversd."

On 31/2019 at 10:40 a.m., an interview was
conducted with Resident # 3 who stated he had
been asking for a full oxygen tank all night lang,
but the staff did not change the tank. Resident # 3
stated the staff "were busy but | need my oxygen
s | can go to the bathroom and maove around my
roam.”

On 3/1/2019 at 1:30 p.m., observad oxygen tanks
being deliverad by the Gxygen supply company.

| During the end of day debnefing, the

F 695 |
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Administrator and Director of Mursing were [
informed of the issues of e empty porable

oxygen tank and no date on the oxygen tWbing on

the portakbls tank. The Director of Mursing statec

she noticad that the oxygen tubing on the

portable axygen tank was not dated when she

went to Resident # 3's roorr!, The DON stated |

she immediatsly changed the tuking and labeled |

itwith a date. The Administrator stated the facility
oid hawe extra oxygen tanks that were full and
availabla for use  The Administrator stated the
facility received "delivery of oxygen tanks every
Friday and always ordersd mare tanks” than the
facility needsd, The DON stated Resident # 3 L. Resident 2 and #7 were
should have oxygen available in the portakle tank assessed for adverse

and the tubing should be dated. The DON stated
the facility's policy was that oxygen tubing was to

be chargad every Sunday on night shift. |

' reaction none were

| identified, provider and
responsible

‘ representative were

| natified March 1, 2019,

| 2. All residents have the
potential to be affectad,

Tha faciiity must ensure thal ts- An audit was completed

£483 45(f)(2) Residants are fres of any significant to ensure no other

medication errors

i | ENT d residents were affected
'hrms RECQUIREM s not met as evidenecad : byt
Y

) i . - ather resi
Based on obsamnvation, staf interview and facility eryasidants were

Mo further information was provided,
F 760 Residents are Fres of Significant Med Errors F 780
g5=p CFR(s): 482 45{f)(2)

documentation the facility staff failed to ensure I identified.

two Residents (Residents # 2 and # 7} in a survey 3. Allclinically licensed staff

sample of 11 residents ware free from significant ‘ was educated an

medication errors. [ medication administration
completed on March 25,

1 For Resident # 2 the facility staff failed to 3019, I

administer Cardiac, Diahetic and Seizure
| medications as orderad by physician. The [
| medications were administerad late [
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2. For Residant % 7. the facility staff gave bwo
| doses of anti-seizure medications [Depakote and
| Tegretel) and two doses of Clorazepats for
Anxiety at the same bme on 3/1/2019 at 552 AM.

i

Finzings Included:

1. For Resident # 2 the facility staff failed fo
acminster Cardiac, Diabetic and Seizure
medications as ordered by physician, The
medications were administered late

Resident #2, 2 59 year old woman, was acmitted
| to the facility on 12/4/18 with diagnoses of but nat
lirmited to muscle weakness fatigus, history of
falls, insomniz, stroke. major depressive disorder,
diabatas, hemiplegia, and Hemiparesis following
stroke.

Resident #2's most recent (Minimum Data Sat)
MDE [screening tool) coded as an admission
assessmeant dated 2/22/19 coded the Resident as
having a (Brief Interview of Mental Status) BIMS
of 13 indicating mild cognitve imgairment,

O 314119 at 1:45 PM an chaervation was of LPRN |
C passing madications to rasidents,

Curing clinical Record review it was noted that
Resident # did not have medications due at that
tims

| On 31119 at 4:30 pm, the facility providad a

| {Medication Administration Record) MAR as
recuested The MAR showed that all medications
ware given on time. The MAR revealad this
Resident had no afternoon madications and that

4, Gl monilerdng will be
done by the
DCS/Designee to ensure
proper medication
administration thres
times weekly for one
month, then one time per
week for two months, Ol
manitoring will be
reported to the AM/QY
committee monthly fara
period of 3menths for
further compliance and/for
revision.

Date of Compliance:
4/2/2019

w
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all medications were marning or evening
medications,

On 31419, an interview was conducted with the
DOM. When asked what time medications were
administered to this resident she stated they were
| given at 8 am and 9 arn as printed on the MAR.
Yhen advisad that tha MAR was incorrect as
surveyors had observed meds being given at
1:45 P, The DOM stated she wasn't surg how
to get the (Electronic Medication Adminstration
Record) EMAR printed out, She stated shea
would get a Nurse who is used to giving mads
and using the EMAR system to try.

On 3719 at 1645 an interview with LPN & unit
manager, sha stated that the meds ware giving at
the time printed cn the MAR howeaver when told
that obeervations had been made of nurss

| passing medications at 145 pm she stated well lat
me see if | can print cut what the EMAR shows.
When asked if she could do it on the computer
given to the surveyers to use she attermpted to do
s0 and got the error message "User does not
have access to this screen.”

LPN E then went to 2 facility computer and
printed cut the EMAR Report has shown exactly

| what time the mads were signed out and by
wharm.

The following was an the EMAR REFORT

Medication - Amlodipine {Cardiac Medication) -
Give 1 tablet by mouth two times per day
! schaduled for 8:00 AM and 800 P,
on 38 it was signed off by LPN A at 1346
P

{4y 10 SLUIMMARY STATEMENT OF DEFIZIENGIES 1] PROVIOER'S PLAN OF CORRECTION [EED
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On 2/26/19 it was signed off by LPMN F at 12:20
P,

Lantus Solution (Long acting Insulin) Give 50
units subcutanscusly at bedtime for Diabetes
scheduled for 9:00 PM.

O 2028/19 it was signed off by LPN G at 01:07
A

Metformin HCL Tablet 1000 [Miligrams] MG Give
| 1 Tablet by mouth two times a day for Diabetes

Scheduled for 8:00 AM and 8:00 PM,

On 212819 the 08:00 AM dose was signed off at

12221 PM by LPN F,

On 3MH9 the 08:00 AN dose was signed off at

13:46 By LPN A

Lisinopril [Cardiac Medication] 20 mg give 1
Tablet 2 two times par day for hyperansion
scheduled at 8:00 AM and E:00 PM.

On 2/28/19 the 08,00 AM dose was signed off at
12:21 PM by LFN F.

Cn 31/19 the 08.00 AM dose was signed off at
1346 By LPN A,

Metcprolol Tartrate 50 MG [Cardiac Medication]
give one tablet by mouth two times per day for
hypertension scheduled for 8:00 AM and 8:00
PM.
| On 2/28/1% the 08:00 AM dose was signad off at
| 12:21 PM by LFNF
N 341419 the 08:00 AM dose was signed off at
1246 By LPN A,

Spircnolactone 50 MG Give 50 MG by mouth one

time pear day for Hypertension scheduled for 200

Al and 8:00 PM.

On 22819 the 09:00 AM dose was signed off at
| 12:21 PM by LPM F,
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On 31/19 the 09:00 AM dose was signed off at
1346 By LPN A,

Valproic Acid [Seizure Med] Give 15 [Milliliters]
ML by mouth two times per day related to
Unspecified Convulsions scheduled for 900 AM
and 200 PM

O 202819 the 08900 AM dose was signed off at
12:21 PM by LFN F

On 3/01/19 the 0900 AM dose was signad off at
12:48 By LPN A,

In an interview with LPMN E when asked what was
the potential issue with medications given at the
wrong tme but being signed off as if they were
given on tima, LPN E stated that some
medications have to bea given a specific numbear
of hours apart or they could create a problem for
the Residents health if they are given too closa
together,

The Administrator and the DON were notified of
this issue during the end of day conference and
no further information was provided.

2 For Resident # 7, the facility staff gave two
doses of anti-seizure medications [Depakote and
Tegretel} and two doses of Clorazepate for
Anxiety atthe same time on 3M/2019 at 552 AM,

Residant # 7, a B0 year old female, was admitted
to the facility 11/28/18, Resident # 7's diagnoses
included but were not limited to: Epilepsy,
tMalignant Meoplasm of the uterus, Vitamin D
Deficiency, Anemia, Edema, Bariatric Surgery,

| Generalized Anxiety Disorder,

Resident #7's most recent MDS (minimum data
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set) with an ARD (assessment reference date) of
12/5/2018 was coded as an admission

| assessment. Resident # 7 was codad as having

a BIMS (Brief Interview of Memaory Status) Score
of 15 out of 15 indicating no cognitive impairment
and was able to make her own daily life
decisions. Resident # 7 was coded as requiring
limited to extensive assistance of one staff
member to perform her activities of daily living
including transfers, toileting, hygiene and bathing.
Resident # ¥ was coded as independent in eating,
and ambulation

Qn 372018 at 11:55 AM, review of the clinical
record for Resident # 7 was conducted.

Review of the Madication Administration Recard
(MAR) for March 2019 revealed documentation of
medications that were administered at 9 AM.

| The MAR revaalad that Resident & 7 had anly

ane medication due at the time the nurse was
chserved to be administering medications to her
(Depakote 500 milligrams by mouth at 12 noon),
Al of the other medications prescribed for

| Resident # 7 were scheduled for administraticn

as morning (& AM or @ AM}, afterncon {2 PM) or
gvening medications (9 PM ar 10 PN}, and thers
weare PRN (as neaded) medications orderad.

| On 312019 at 12:20 PM, an intarview was

conductad with RN C who stated Resident # 7 did
not have a "nerve pill” scheduled for
administration with morming medications at 8 AN,
RN C stated she gave the medications that wera
scheduled at 9 AM as ordered. RN C stated the
night shift had given the last scheduled “nerve
pill" to Resident # 7 at 6 AM.

On 3119 at 12:50 P, the facility staff provided

5 ?E':Ii
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a copy of the March [Medication Administration
Record) MAR as requestad. The March 2019
MAR showed that all medications were given on
tirme.

Review revealed medications scheduled for 10
P on 20282079 and 3/1/2019 at & AM were both
given on 3/1/2019 at 5:52 AM. The two doses of
the medications were administerad at the same
time on 3/1/2019 at 5:52 AN,

- Clorazepate 7.5 milligrams one tablet by mouth
every B hours for Ganeralized Anxiety Disorder

- Depakote 500 milligrams one tablet by mouth
every § hours for every § hours for Seizures

- Tegratol 200 milligrams by mouth every 8 hours
for Seizures

Review of the MAR revealed the scheduled times
for administration of Clorazepate, Depakote and
Tegretol wera:

Clorazepate 7.5 milligrams one tablet by mouth
every B hours for Generalized Anxiety Disorder
{Schedulad & AM, 2 PM, and 10 PM)

Depakote 500 milligrams ane tablet by mouth
avery & hours for every 6 hours for Seizures
(Scheduled & AM, 12 noon, & PM and 12
Midnight}

Tegratol 200 milligrams by mouth evary 8 hours
for Seizures (Scheduled & AM, 2 PM, and 10 PM)

On 31/2019 at 3:30 PM, an interview was
conducted with RN A who stated it was not
accaptable for medications to be given late. RN A
stated she planned to provide education 1 the
nursing staff about proper medication
administration. RM A stated sha had "talked with
the staff an duty now and will educate the other
shifts too,” RN A slated she would stress the
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physician,

itu do 50
[

that are-
| {iy Complete;
I

F 780 Continued From page 61
impartance of adhering to the standards of
medication administration during orientation of
new amployees as well,

Ouring the ena of the day debriefing on 341/2019,
| the Administrator and Director of Mursing were
| infarmed of the findings of Maedications being
documented on the Medication Administration
Record as administered an time but actually not
| being given on time within ara hour before or one
hour after the scheduled time. The Director of
Mursing stated the expactation was that
madications should be administered within ona
hour afore and one hour after the scheduled
time. The Director of Mursing stated nurses
should sdmirister medications as ordered by the

Mo further infarmation was provided,

F 842 | Resident Records - Identifiabile Informaton
g5=£ | CFR(s): 483.200f{5), 483.70(i}(1)-(5)

5483 2001)(5) Rasident-identifiable infarmation.

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

| {ii} The facility may release information that is

| resident-identifisble to an agent cnly in
accordance with a centract under which the agant
| agrees not to use or disclose the infarmation
except to the extent the facility itself is permittad

I 5483 T0(I) Madical records,

: BAB3 7001 In accordance with accepted
professional standards and practces, the facility
must maintain medical recerds on each resident

F 760,

1. FResident # 2, 13, #4, 15,
i6 and #7 were assessed
for adverse reaction nane
wore identified, provider
and responsible
representative were
natified March 1, 2019,
Al residents have the
patential to be affected,
An audit was completed
to ensure no other
residents were affected
by this deficiency, Mo
other residents were
identified,

3. Al clinically licensed staff
wias educated on
documenting medications
a5 administered on the
MAR completed on March
25, 2019,

F a4z 2
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I 1 urately documented, - ;
[ if.} e iy i . 4. QfF monitoring will be
| [iii) Raadily accessiole; and B _
| jiv) Systematically organizad PHE LY DI ;
[ DC5/Designes to ensure
| §483.70(12) The facility must keep confidential proper medication
all information cantainad in the resident's racords, administration and
regardless of tha form or stdrage method of the documentatian are
records, except when release is- completed three times [
5 He Ay . |
(i) Te the individual, or their resident weekly for one manth,
r_e_p;{esen_tat:rs '.l.l'_he-’e permitied by applicable faw,; then one time per week
1 equire 2
':,..], 4 ¥ S . for bwa months, Gl
(iity Far treatment, payment, or haalth care R :
P ; u monitoring will be
cparations, as parmitted by and in compliance
with 45 CFR. 164,506 report.ed to the RO
{ivy For public health activities, reporting of abuse, | committee monthly for a
| reglect, or domestic violance, health aversight period of 3months far
activities, judicial and administrative proceedings, further compliance and/ar
lave enforcement purposes, organ denation revision.
pUrposes, research _,f-:uurposes. ar to c:orogers. 5. Date of Compliance:
ical in neral directors, and to ave
medical examiners, funeral directors, rt 4/2/2019

a sercus threat to haalth or safiety as permitted
by and in compliance with 45 CFR 164,512,

| 8483, 70{13) The facility must safeguard madical
record information against loss, destruction, or
unauthorized use.

4823 7004} Madical reconds must be retained
for-
{1} The pariod of time required by State law, or

| (i} Five years from the date of discharge when
thare 12 no requirement in State law; or
(i) Far a minor, 3 years after a resident reaches
legal age under State law,

8483 70{i)(5) The medical record must contain-
(1] Sufficient infarmation to identfy the resident;
(i) A record of the resident’s assessments,
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(iii) The comprehensive plan of care and senices
provided,

{iv) The results of any preadmission scraening

and residant review evaluations and

determinations conducted by the State; [
{v} Physician's, nurse's, and other licensed | ‘
profassicnal’'s progress notes: and

ivi} Laboratory, radiclogy and other diagnostic

services reports as required under §483 50,

This REQUIREMENT iz not met as evidenced

oy

Based on observation, staff interview, and

clinical record review, the facility staff failed o

maintain & complete and accurate clinical record

for 7 oresidents (Residents # 2 #3, #4 5 H6 ¥

7, and # 9) in a survey of 11 residents. |

1 For Resident #2, the facility failed to accurately ‘
record the time of medication administration on
the MAR (Medication Administration Record)

2. Far Resident # 3, the facility staff failed o
document the accurate time medications were
administarad.

3. For Resident 3 4, the facility failed to
accurately record the time of medication
administration on the MAR (Madication
Administration Record).

4. For Resident# 5, the facility failed to
accurately record the time of medication

| adminigtration on the MAR (Medication [
Administration Record). ‘

5. For Resident # &, the facility failed to |
| accurately record the time of medication

administration an the MAR (Medication

Administration Record).
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Ga For Resident# 7, the facility failed to
accurately record the bme of medication
administration on the MAR (Medication
Sdministration Record} and;

Bh, Resident #7 had Progress Notas for another
Resident (Rasidant # 11) filed in the clinical
record,

7. For Resident # 8, the facility failed to accurately
record the time of medication administration on
the MAR (Medication Administration Record),

Findings included:

1. For Residant #2 the facility failed to accurately
| recard the time of medication administration on
the (Medication Administration Record).

Rasidant #2 a 59 year old woman admittad to the
facility on 12/4/18 with diagnoses of but not
limited to muscle weakness fatigue, history of
falls, insomnia, stroke, Major depressive disorder
| digbetes Harmiplegia and Hemiparesis following
| stroke.

Resident #1's most recent (Minimum Data Set)
MDOS (screening tool) coded as an admission

| assassment dated 2/22/19 eoded the Residant as
having a [Brief Interview of Mental Status) BIMS
of 12 indicating mild cognitive impairment,

On 31/19 at 1:45 PM an observation was of LFN
C passing medications to residents,

During clinical Record review it was noted that
Resident # did not have medications due at that
time,
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O 30119 at 4:30 pm, the facility provided the
Medication Administration Record (MAR) as
requested, MAR showed that all medications
were given on time. MAR revealed this Resident
had no afternoon medications all meds wera
moming ar evening madications.

On 3119 an interview was conductad with the
DOM. Whan asked what time medications ware
administered to this residant, the DON stated that
they were given at 8 am and 9 am as printed on
the MAR. When advised that the MAR was
ncomrect as surveyors had observed meds baing
given at 1:45 PM, the DON stated she wasn't
sure how to get the (Electronic Madication
Admimnistration Record) EMAR printed out. The
DOM stated that she would get & Nurse wha is
used to giving meds and using the EMAR system,
to try.

O 301019 at 445 pm, an interview with LPN E a
unit manager was conducted. LPN E stated that
the meds ware giving at the time printed on the
MAR. However wnen told that observations had
been made of a nurse passing medications at
1:45 pm, LPM E stated, well let me see if | can
sea in the EMAR what time they were given.
Wihen asked if she could do it on the computer
given to the surveyors to use, LPN E attempled
1o do so and got the error message “"User does
not have access to this screen.”

LPM E then want to a facility computer and was

able to print out the times the Murse actually

signed off the medication. LPN E was then asked
| if thers is a difference in what the print out copy of
| the MAR and the EMAR REPORT. LPNE

stated, yes the MAR states all meds were given
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signed aut.

Cn 201119 during the end of day meeting the
Administrator and DOM were made aware of this
no further information was provided.

2. For Resident # 3, tha facility staff failed to
accurately record tha time of medication
administration on the MAR (Medication
Administration Record).

Resident # 3 was a B1-year-old male admitted to
the facility on 10/25/ 2017 with the diagnoses of,
but not limited to, Savere Chranic Obstructive
Pulmonary Disease, Sarcoidosis, Hypertensian,
Chranic Pain Syndrome following multiple car
accidents, deprassion and anxiaty, Major
Depressive disorder,

The most recent Minimum Data Set (MD3) was a
quarterly assessment with an Assessment
Reference Date (ARD) of 12/5/2017. The MDS
coded Resident # 3 with a BIMS (Erief Interview
for Mental Status) score of 15/15, indicating no
cagnitive impairment. Resident # 3 raquired
supervision and set up enly assistance with
activities of daily living for ambulation, drassing,
eating, bathing and toileting and required
supervision with assistance of one staff person

| for transfer and bed mebility, Resident # 2 was

coded as always continent of bowel and bladder.

O 372019 at 10:20 AM, an interview was
candusted with Resident # 3 who stated the

| facility was always working short of staff,

Resident # 3 stated he received his medications
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at the times ordered howeaver the EMAR
REFORT states the actual time the mads ware
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late the night before (2/28/2019). Resident # 3

stated he did not get his medication until 11 FM
but was supposed to get it at 9 PM. Resident # 3
stated he was upset because he needad to get
his breathing medications on tima, Resident # 3
stated he had 4 liters of oxygen per minute and
fill was short of breath because of COPD
Resident # 2 stated "I need my medicines on
time so | can breathe.”

Review of the chnical record was conducted on
302019 at 11:20 AN,

Review of the February 2018 Medication
Administration Record revealed documeantation of
| medizations being administerad at & PM on
228/2019. There was no documentation of late
administration of medications for Resident # 3.

Review of the Nurses Notes from 201/2019 ta
312019 revealed no documentation of late

| adminietration of medications. Thorough raview
af the clinical record reveasled no documentation
of late administration of medications on
2282018,

On 3172079 at 110 PM. an interview was

conductad with the Staff Development Diractor,

Registered Murse (RN} A who stated medications

should be passzed within an hour before and an

hour after the scheduled time of administration. [
RMA A stated RN C was a new employes of '
approximately 3 weeks at the time of the survey. [ ‘

RN A stated "the 6 rights of Medication

Administration” was stressed during crientation

with all new nurses. RN A stated new nurses

receive 3 days of classroom instruction and 3

days on the floor with a nurse, then any questions
should be directad to the Unit Manager or Staff |
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| Development Murse or any other nurse on the |
floor. BM A stated RN C received the information
about medication administration during har
origntation. RNA A stated the professional nursing
standard was for nurses to administer
medications within one hour before and one hour
after the schaduled time of administration and
that "all nurses should know that.”

RM & was asked to provide a copy of the
orientation topics coverad with Registerad Nurse
C. The list of topics covered during RN C's
origntation was not provided to the surveyor prior
to the end of the survey,

O 302019 at 1:35 PM. an interview was
| conducted with the Director of Nursing who stated
the MAR showed the medications were
administered at & PM as scheduled. The DOMN
was informed that Resident # 3 reported that he
received his meadications 2 hours late on
2282019, When the DON was asked for a copy
of the EMAR (Electronic Medication |
Adrministration Record) report, she stated she
was not sure of how o obtain a copy of the
EMAR report. The DOMN stated she would get a
Murse who was familiar with giving medications
and using the EMAR system 1o try to retrieve the
raport.

On 3119 at 1:45 PM, an interview was

conducted with the unit manager, Licensed

Practical Murse (LPN) E, whe looked at the MAR

and stated that the medications were given at the

' time printed on the MAR. When tald that
Resident # 3 stated he received his medications
late on 228/2019, LPN E stated she would see i
shie could print cut what the actual times of

| administration shown on the EMAR {Electronic
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Medication Administration Record). When LPN E
was asked if she could access the EMAR
infarmation on the computer given to the
surveyors to use, LPN E attempted to retrigve the
repaort and got the error message “User does not
hawve access o this screen.” LPN E stated she
would try one of the facility's computers, LPN E
then want to a facility computar and printed he
EMAR Report denoting the exact times each
medications wera administered, signed out and
oy whom.,

On 3/1/2019 at 2:02 P, LPN E presented a copy
of the EMAR report. Review of the EMAR
"Administration History Report” revealad
medications documentad as administared an time
according to the MAR were actually administered
at the fimes noted:

Advair Diskus Aerosol Powder Braath Activated
250-50 microgramidose one pull inhale orally two
times a day for Chronic Obstructive Pulmonary
Cisease Scheduled at 9 PM

2028)2019 at 22:58 (10:58 PM) documented
2028/201% at 2318 (11:18 PM)

GGabapaentin 800 milligrams give one tablet by
mouth two times a day Scheduled at 9 AM and 9
P for Chranic Pain Syndrome

212802019 at 22:58 (10:58 PM) docurmented
20282019 at 2318 (1118 PM)

Ketotifen Fumarate Solution 0.025 % Instill one
drop in both eyes every 12 hours Scheduled at @
All and 9 PM related to Hereditary and [dicpathic
Meuropathy Scheduled at @ AM and 3 PM

| 22802019 at 22:58 {10:58 PN} documeanted
2028/2013 at 23:18 {11:18 PI)

STATEMENT OF CGEFICIENCIES 1X1) PROVIDER/SUPPLIERCLIA (X2 MULTIPLE CONSTRULCTION (%3] DATE SURVEY
ARD PLAN OF CORRECTION IDEMTIFICATION MUMBER A BUILDING COMPLETED
C
496423 BAWING 03/01/2019
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2iF CODE
7248 FOREST HILL AVE
BONVIEW REHABILITATION AND HEALTHCARE
RIGHMOND, WA 23225
o0 SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTICN {35y
PREFIX (EACH DEFICIENCY MUST HE PRECEDED BY FULL FREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETON
TAG REGULATORY O LBE IDENTIFYING INFORMATICR) | TAG CROSS-REFERENCED TC THE APPROFPRIATE DaTE
DEFIZIEMGY)
F 842 | Continued From page 69 F 842 |

FORM CME-256002-99) Previcus Varsions Dbsolele Ewent |13 3B3E1"

Facriily D WAD41E

If cordinuation sheet Fage 70 of B4




DEFARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 04/04/2019
FORM APPROVED

QMEB MO, 0938-0391

DEFICIENGY)

STATEMEMT OF DEFICIEMNCIES (X1 PROVIDE RASLPPLIERCLIA (2] MULTIFLE CONSTRUCTION (%3] DATE BURVEY
AMD PLAN OF CORRECTION IDENTIFICATION NUMBER: i s COMPLETED
G
495423 okl . 03/01/20189
MAKME OF PROVIDER OR SUFPLIER STREET ADDRESRSE, CITY, STATE, ZIP CODE
VIEW REHABILITATION AND HEALTHCARE o
BOM
o RICHMOND, VA 23225
[K4) 1D SUMMARY STATEMENT OF DEFICIENGIES 1} [ PROVIDER'S PLAN OF CORRECTION (X
|:.th Flx (EATH DEFICIENTY MUST BE PRECEDED BY FULL FREF|% {EACH CORRECTIVE ACTION SHOULD BE COMPLETEIN
TaG AEGULATORY OR LS IDEMTIFYING IMFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE

Fad4Z Continued From page 70
Oxycontin Extended Releasa 12 hour

mouth every 12 hours related to Chronic Pain
Syndrome Scheduled 9 AM and 9 PM
2i2B/2019 at 22:58 (10:58 PM) documented
202872010 at 2318 (1118 PM)

Senna Capsule 8.8 milligrams give ane capsule
by mouth at bedtime for constipation Schaduled
at 9 PmM

| 2280201S at 22:58 (10:58 PM) documentad
202802019 at 23:18 (1118 PM)

Tylenal 325 milligrams Give 3 tablets every B
hourz for pain Schedulad at & AM, 2 PM and 10
P

2/28/2019 at 2314 {11:14 PM)} documentad
202802019 at 2318 (11:18 PM}

| On 312019 at 5 PM, the Director of Nursing
reported that Potter and Perry was the standard
used by the facility for professional nursing
guidance. The DON stated the facility staff was
expected to use the six rights of Medication

| Administration,

Guidance for professional nursing standards for

"Fundamentals of Nursing, 7th Edition,
Potter-Parry, p. 705 Professional standards,
such as the American Murses Association’s
Mursing ; Scope and Standards of Nursing

administration, To prevent medication errors,
follow the six rights of medications, Many

| an inconsistency in adhering to the six rights of
medication administration. Thea six rights of
medication administration include the following:

Abuse-Deterrent 20 milligrams give one tablet by

the administration of medication was provided by

| Practice (2004} apply to the activity of medication

| medication errars can be linked, in some way, to

F 842
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1. The right medication

The right dose

The right client

The right route

The right time

The right documentation.”

@

Review of the Facility Documentation on
Medications -Oral Admimstration Policies and
Procedures Effective Date; 11/30/2014 and
Revision Date: 9222017 on page 1 of 2
revedled;

"Chart on Medication Administration Record

(MAR) according immediately [sic] following whean

medication 1s given and befare proceading to the
next resident.”

During the and of the day debriefing, the
Adrministrator and Director of Nursing were
infermed of the findings of medications being
documented on the Meadication Administration
Recard as administered on timea but actually not
being given on time within the paramsatars of
medication administration of within ene hour
before or one hour after the scheduled time. The
medications actually were given over two hours
later than the schaduled time of 9 PM on

| 2282019 and appeared to hawve bean given on

time according to the MAR. The Director of
Mursing stated the expectation was that
medications should be administered within one
haur before and after the schaduled time and
document the correct tims the medication was
administared.

Qn 3102019 at 8:15 PM, a copy of the Nurses
Progress MNotes was presented. Review of the

| nurses notes revealed documentation an
| 312019 at 20001 (8:01 PM) that "MD/RP
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{Medical Docter/Responsible Party) made awara
of marning medications administered late."
signed by LFN B.

On 211/2019 at B:15 PM, a copy of the Murses
Frogress Motes was presented. Review of the
nurses notes revealed documentation on
3M1/2019 at 19.56 (V.56 PM) that "MD/RP
iMedical Doctor/Responsible Party) made aware
of morning medications administered late "
signed by Registered Nurse (RN} B.

Mo further information was provided.

3. For Residant # 4, the facility staff failed to
accurately record the time of medization
adrministration cn the MAR (Medication
Administration Record),

the facility on 10M0/2018 with the diagnoses of,
but not limited to:Cerabral Infarct, Diabetes,
Hypoalycemia., Dementia, Hypertension, and
Folyneuropathy,

quarterly assessment with an Assessment
Reference Date (ARD) of 1/23/2019. The MDS
coded Resident # 4 with a BEIMS (Brief Interview

cognitive impairment. Resident # 4 required
limited assistance of one staff person with
activities of daily living except for eating and
bathing. Resident # 4 required supervision with
| set up only for eating and total assistance of ane

as occasionally continent of bowel and bladder.

Resident # 4 was an 82-year-old male admitted to

The most recent Minimum Data Set (MD3) was a

for Mental Status) score of 815, indicating severe

staff persan for bathing, Resident # 4 was coded
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Feview of the clinical record was conductad on
32015 at 115 PM.

Review of the Medication Administration Record
revealed documentation of all medications being
administerad on time. Thera were chack marks
and the intials of the nurses administering the
medications in the slots for scheduled times,
There was no documentation of late
administration of medicaticns on the MAR.

Review of the Nurses Notes from 2/1/2018 to
3M1/201% revealed no documentation of late
administration of medications, The last Murses
Mote was 2/28/2015 at 17:05 {5:05 P} stating
"Bs (Blood Sugar} was 72."

On 31/2019 at 1:35 PM, an interview was
conducted with the Director of Nursing who stated
the MAR showed the medications ware
administered as scheduled. VWhen the DON was
asked for a copy of the EMAR (Electranic
Medication Administration Record) report, shea
stated she was not sure of how to obtain a copy
of the EMAR repart. The DON stated she would
get a Murse who was familiar with giving
medications and using the EMAR system fo try to
retrieve the report,

On 31019 at 1:45 PM, an interview was
conducted with the unit manager. Licensed
Fractical Murse (LPN) E. who locked at the MAR
and stated that the meadications were given at the
time printed on the MAR. LPN E stated she
would see if she could print out what the actual
timas of administration showed on the EMAR
iElectranic Medication Administration Record)
When LPN E was asked if she could access the
EMAR information on the computer given to the

Fa42
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surveyors to use, LPN E attempted to retneve the
report and got the error message "User doas not
hawve access to this screan” LPM E stated sha
would try one of the facility's computers, LFN E
then went to a facility computer and printed he

| EMAR Report denoting the exact times the

medications were administered, signed out and
oy whom,

On 3/1/2019 at 2:02 PM, LPN E presented a copy
of the EMAR report. Review of the EMAR
"Administration History Report” revealed
medications documentad as administared on time
according to the MAR were actually administered
at the times noted:

Ascorbic Acid Tablet 500 milligrams by mouth ong
time a day Scheduled for @ AM
3M/2019 administered at 10.38 AM

Aspirin 81 milligrams one tablet by mouth one
time a day Schedulad for 3 AM
312019 administered at 10:35 AM

Calcium B00-0 800-400 milligrams one tablet by
mouth two times a day for suppleament |, vitamin O
deficiency Scheduled 9 AM and 9 P

3/1/2019 administerad at 10:39 AM [due at §
AN

212702019 administered at 11:46 PM [due at 8
Fh}

Humalog Insulin per sliding scale - 1f 151-200 = 3
units, 201-250= G units, 251-300= % units,
301-350= 12 units, 351-400= 15 units,
subcutaneously before meals and at bedtime
related to Diabetes Scheduled & AM, 11 AN, 4
PM and 2 PM

21272019 at 1147 PM {8 PM dose)
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Review of the Facility Documantation an

Medications -Oral Administration Policies and

Procedures Effective Date: 11/30/2014 ang |
Revision Date: 92272017 on page 1 of 2 |

revealad;

"Chart on Medication Administration Racord [
(MAR) according immediataly [sic] following whean

medication is given and before proceeding o the

next resident,”

Curing the end of the day debriefing on 371/201%,
the Administrator and Director of Mursing were
informed of the findings of medications being
documented on the Madication Administration
Record as administered on time but actually not
being given on time within one hour before or one
hour after the scheduled time. The meadications
listed were given maore than ong hour later than
the scheduled time, The Director of Nursing
stated the expactation was that medications
should be administered within ane hour befora
and one hour after the schedulsd time. The
Director of Nursing stated nurses should
administer medications as ordered by the
physician and should document the cormact time
the meadication was administerad.

On 3172019 at 815 PM, a copy of the Nurses
Prograss Motes was presented, Review of the
ruurees notes revealed documentation on
302019 at 19:56 (7:58 PM) that "MD/RP
{Medical Doctor/Responsible Party) made aware
af marning medications were administered late
this morning." signed by BN B,

Mo further information was provided.
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| 4, For Resident # 5, the facility siaff failed to
accurately record the time of medication
administration on the MAR [Medication
Admimstration Record).

Resident # 5 was a 78-year-cld female admitted
to the facility on 1/3/2019 with the diagnoses of,
kit not limited to, Diabetes, Schizophrenia with
extrapyramidal and movement disorder,
Gastrossophageal Reflux Disorder, Hypertension,
Major Depressive Disorder, Pacemaker Anemia
and Vitarmin Deficiency,

The most recent Minimum Data Set (MDS) was a
30 day assessment with an Assessmant
Reference Date (ARD) of 1/31/2019. The MDS
coded Resident# 5 with a BIMS (Brief Interview
for Mental Status) score of 15/15, indicating no
coghitive impairment. Resident # & required
extensive assistance of one staff person with
activities of daily [ving.

Review of tha clinical record was conduchzd on
32019

Review of the March 2019 Medication
Administration Record revealed medications wers
administered on 3M1/2019 at 9 AM. There was a
check mark indicating the medications were
administered. Thers was no documentation of
|ate administration of medications. Thera was no
documentation of medications scheduled to be
administerad during the time the nurse,

| Registered Murse (RN) C was observed passing
medications to Resident # 5 on 3/1/2019.

| Review of the Nurses Notes from 2/1/2018 to
| 3/1/2019 revealed no documentztion of late

F 842
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administration of medications. The last Prograss
Mote was from Activities on 2/22/2019 at 1330
[1:30 PA) stating "Participation

Mote: (Resident # 5} does not wish o
parlicipate in group programs and enjoys
spending time in room watching tv. She likes
friendly conversation at times, No concerns.
Signed by Activities Director. The note prior to

22120719 at 1:50 AM
Cn 32019 at 1:35 PM, an interview was

the MAR showed the madications were
administered as scheduled. When the DON was
asked for a copy of the EMAR {Electronic
Medication Adrministration Record} repaort. she
stated she was not sure of how to obtain a copy
af the EMAR report. The DON stated she would
get a Murse who was familiar with giving
medications and using the EMAR systerm to try to
retieve the report.

On 31/19 at 1;45 PM, an interview was
conducted with the unit manager, Licensed

| Practical Murse (LPN) E. who looked at the MAR
and stated that the medications were given at the
time printed an the MAR. When informed that
RN C was obsarved administering medications o
Resident # & at times not scheduled, LFMN E
stated she would see if she could print out what
the actual times of administration showed on the
EMAR (Electronic Madication Administration
Record), Vwhen LPN E was asked if she could
access the EMAR information on the computer

| retrieve the report and got he emor message
"User does not have access to this screen.” LPN
E stated she would try one of the facility's

the Activities note was a Skilled Nurse Note dated

conducted with the Director of Mursing who stated

| given to the surveyors to use, LPN E attempted to
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computers. LPN E then went to a facility
computer and printed he EMAR Report denating
the exact times the madications were
administerad, signed out and by whom

On 3172010 at 2:02 PM, LPN E presented a copy
of the EMAR report, Review of the EMAR
"Administration History Report” revealed
medications documeanted as administerad on bme
according to the MAR were actually administerad
at the times notad:

Aspirin EC (Enteric Coated) Delayed Release 81
milligrams onea tablet by mouth one time a day.
Scheduled at @ AM

3M2018- administered at 12:03 PM

Atorvastatin 40 milligrams give one tablet by
mouth cne time a day for Hyperipidemia
Scheduled at 9 AM

31/2019- administared at 12:02 PM

Buspirane 5 milligrams one tablat by mouth cne
time a day for major depressive disorder,
Scheduled at @ Al

32019 administered at 12:03 P

Loratading 10 milligrams one tablet by mouth one
time a day for Allergic Rhinitis Scheduled at 9 AM
AMF201%- administared at 12:03 PM

Miralax 17 grams by mouth two times a day
related to constipation Scheduled at 9 AM
3M/2019- administerad at 12:03 PM

Tramadol 50 milligrams give 0.5 tablet by maouth
gvary 12 hours tor pain Scheduled at 9 AM and 9
P

| 21/2018- administered at 12:03 PM

F 842 |
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Zoloft 25 milkgrams give one tablet by mouth one
time a day. for Major Depressive Disorder
Scheduled at 9 AN

31/2019- administered at 12:03 PM

Review of the Facility Docurmentation on
Medications -Oral Administration Policies and
Procedures Effective Date: 11/30/2014 and
Revision Date: 9/22/2017 on page 1 of 2
revealed:

"Chart on Medication Adrministration Record
(MAR) according immediately [sic] fallowing when
medicalion is given and before proceeding to the
naxt resident.”

During the and of the day debnefing, the
Administrater and Director of Mursing were
infermed of the findings of medications baing
documented on the Medication Administration
Record as administerad on time but actually not
being given on time within the parameaters of
medication administraticn of within one hour
before or ong hour after the scheduled time. The
medications listed were given three hours later
than tha scheduled time. The Director of Nursing
slated the expectation was that medications
should be administered within one hour before
and ane hour after the scheduled time as crdered
by the physician, and should decument the
carrect lime the medicabions were administered.

O 302019 at B:15 PM, a copy of the Nurses
Progress Notes was presented. Review of the

| nurses notes revealed documentation on
32019 at 19:57 (7:.57 PM) that "MOVRP
iMadical Doctor/Responsible Party) made aware
of late administration of morning meds
imedications)." signed by RN B
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Me further information was provided.

5. For Residant # &, the facility staff failed to
accurately record the time of meadication
administration on the MAR {Medication
Administration Record).

bt not limited to, Athercsclerotic Heart Disease,
Contractures of left albow and left hand,
Diabetes, Hemiplegia, Tinea Corporis, Pressure
Uleer of Left Heal, and Hypertension.

The mast recent Minimum Data Set (MDS) was
an admission assessment with an Assessment
Reference Date (ARD) of 21/2019. The MD3
coded Residant # 6 with a BIMS (Brief Interview
for Mental Status) score of 13/15, indicating no
cognitive impairment. Resident # § requirad
extensive o total assistance of ene staff person
with activities of daily living except she required

and limited assistance of cre staff person for
eating; Resident #5 was coded as always
continant of bowel and hladdear,

Review of the clinical record was conductad cn
| 3172019

Review of the March 2012 Medication

! administered on 3/1/2012 at 9 AM. There was a

chack mark indicating the medications were
administerad, There was no documentation of

documentation of medications scheduled to be

Resident # 6 was an 83-year-old farmale admitted
to the facility on 1/25/2019 with the diagnoses of,

total assistance of two staff persons for transfers

Administration Record revealed medications were

| late administration of medications. There was no
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administered during the time the nurse,
Registered Murse (RN} C was cbhserved passing
medications to Resident # § on 31/2019.

Feview of the Nurses Notes revealad no
docurmentation of late administration of
medications.

On 31/2019 at 2:02 PM, Licensed Practical

Murse (LPN) E presentad a copy of the EMAR

report. Review of the EMAR. "Administration |
History Report” revealed medications

documented as administerad on time according

to the MAR were actually administered at the

times notad:

Amlodipine 10 milligrams give one tablet by

maouth one time a day Scheduled at 9 AM

AM72019 administerad at 1117 AM

2028/2019 administered at 10:38 AM |

Aspirin chewabla B1 milligrams give one tablet by
rmouth ong time a day Scheduled at 8 AM

| 3142019 administerad at 1117 &AM

| 2/28/2019 administered at 10:39 AM

Atorvastatin 20 milligrams give one tablet by
mouth one time a day Schaduled ay & AM
3/1/2013 administered at 11:17 Al
2/2B/2019 administerad at 10:32 AM

Basaglar KwikPen Insulin inject 10 units

subcutaneously one time a day for Disbetes

Scheduled at 8 AN

31720719 administered at 1117 AM |
| 2i28/2019 administerad at 10:38 AM

Liginapril 10 miligrams give one tablet by mouth
one time a day for Hypertension Scheduled at 9
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AN
3102019 administerad at 11:17 AM
2028/2019 administerad at 10:39 AM

Metfermin 500 milligrams give one tablet by
mouth one tme a day for Diaketas Scheduled at
9 Al

3102019 administered at 11:17 AM

2282019 administered at 10038 AM

Review of the Facility Documentation on
Meadieations -Oral Administration Policies and
Proceduras Effective Date; 11/30/72014 ana
Revision Date: 9222017 on page 1 of 2
revealad:

"Chart on Medication Administration Record
(MAR) according immediataly [sic] following when
medication is given and before proceeding to the
next resident”

Dwuring the end of the day debriefing on 3712079,
the Administrator and Directar of Mursing were
infarmed of the findings of medications baing
docurnentad on the Medication Administration
Record as administered on time but actually not
being given on time within one hour before or one
nour after the schaduled time, The medications
listed were given more than one hour later than
the scheduled time. The Director of Mursing
stated the expectation was that medications
should be administered within one hour betfore
and ona hour after the scheduled time. The
Director of Nursing stated nurses should
administer medications asz orderad by the

| physician and should document the carrect time

| the medication was administerad.

Cn 312015 at 8:15 PM, a copy of the Murses
| Progress Motes was presented. Review of the

F 842
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| nurses notes revealed documentation on
3102019 at 20:10 (8:10 PM) that "MD/RP
(Medical Doctor'Responsible Party) made aware
of morning medications were administerad late”
signed by RN C.

Mo further information was provided,

Ga. For Resident # 7, the facility failed to
accurately record the time of medication
administration on the MAR (Medication
Administration Record) and,

8b. Resident #7 had Progress Motes for anather
Resident {Resident # 11) filed in the clinical
record,

Sa. Resident # 7. a 80 year old famale, was
adritted to the facility 11/28M18. Resident # 7's
diagnoses included but were not imited fo:
Epilepsy, Malignant Meoplasm of the uterus
Vitamin O Deficiency. Anemia, Edema, Bariatnc
Surgery, Generalized Anxiety Disorder,

Resident #7's most recent MDS (minimum data
set) with an ARD {assessment reference date) of
12752018 was coded as an admission
assessment. Resident# 7 was coded as having
a BIMS (Brief Interview of Memeary Status) Score
of 15 out of 15 indicating no cegnitive impairment
and was able to make her cwn daily life
dacisicns, Resident # 7 was coded as requinng
imitad to extensive assistance of one staff
member ta perform har activities of daily living
including transfers, teileting, hygiene and bathing,
Resident # ¥ was coded as independent in eating,
and ambulation

F B42
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On 3M/2019 at 1155 AM, review of the clinical
record for Resident # 7 was conducted.

On 3019 at 12:50 PM, the facility staff provided
a copy of the March (Medication Administration
Record) MAR as requested. The March 2019
MAR showad that all medications wera given on
time.

Review of Resident #7's clinical record revealed
daeumentation on the March 2019 Medication
Administration Record that medications (Lasix,
Levetiracetam, Loratading, Potassium Chlorde}
ware given on time at 9 AM. There were
chackmarks indicating medications were
administered an time. Thare was no missing
documentation of medications or any indication of
late administration,

Further review of the MAR revealed the
Clorazepate 7.5 miligrams one tablet every 8
hours was not scheduled for administration at @
A It was scheduled for administration every &
hours at 6 AM, 2 PM and 10 PM each day.

Review of the Progress MNotes revealed no nurses
notes documenting late administration of
medications. The last Progress Mote was from
Activities on 2/22/2019 at 13:27 (1:27 PM) stating
"Participation MNote:! {Resident# 7}
participatas as tolerated and self directs in room.

| no concerns.." Signed by Activities Director,

The note prior to the Activities Progress Mote was
| an "eMAR-Medication Administration Note" dated
2116/2019 at 14:42 {2:42 PM) stating that Zofran
4 milligrams was given for nausea and vorniting.

| Cn 3/1/2019 at 2:02 PM, Licansad Practical

F 842

FORK GMS-2567(02-98) Previous Marsions Obsolebs

Ewend I0: SBE2ET

Faclily 100 VAD1E

If continuation sheet Page 85 of 04




PRINTED: .
DEPARTMENT OF HEALTH AND HUMAN SERVICES RRILES: Se0d=on

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OB NO. 0538-0391
STATEMENT OF DEFICIENCIES (1} PROVIDER/SLUPPLIERICLIA %2y MULTIPLE CONSTRUCTION (A3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: & BUILOING COMPLETED
c
495423 BOWING 03/01/2019
MAME OF PROVIDER R SUPPLIER STREET ADDRESS. CITY, STATE, ZIF CODE
BONVIEW REHABILITATION AND HEALTHCARE o
RICHMOMD, VA 23225
(4D SLIMMARY STATEMENT OF DEFICIENGIES 0 | PROVIDER'S FLAN OF CORRECTION 1)
FREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREEIX [EACH CORRECTIVE ACTION SHOULD BE COMPLETICN
1A REGULATORY OR LSS ICEMTIFYING INFORMATION] T4 CROSS-REFERENCED TO THE APPROPRIATE CATE
[ DEFICIENGY]
I |
|
F 842 Continued From page 85 F 842
MNurse (LPN) E presented a copy of the EMAR
report. Review of the EMAR "Administration

History Report” revesled medications
decumented as administered on time according
to the MAR were actually administerad at the
times noted:

Feview revealed medications scheduled for 10

P on 2/28/2019 and 3/1/20189 at & AM wers [
given on 3172018 at 5:52 AM,
Documentation showed two doses of these
medications were given at the same time on
3172018 at 5:52 PM:

Clorazepate 7.5 milligrams one tablet by mouth
avery & hours for Ganeralized Anxiety Disorder
Depakote 500 milligrams one tablet by mouth
avery & hours for evary 8 hours for Seizures
Tearetol 200 milligrams by mouth every B hours
for Seizures

Medications scheduled to be administerad on
372019 at 0 AM were administared at 11:21 AM
Docusate Sodium 100 milligrams one tablet by
mouth one time a day schedulad at 8 AM
Administered 31/2019 at 11:31 AM

Lasix 40 milligrams one tablet by mouth one time [
a day for edema

Levetiracetam 750 milligrams one tablet by mouth
two times a day for Epilepsy

Loratading 10 milligrams one tablet by mouth one
time ad day for seasonal allergies

Fotasszium Chloride Extended Release 10
rmiliequivalents give two capsule by mouth one
firme a day

Vitamin D 50000 units give one capsule by mouth
one time a day every Tuesday and Friday

Review of the Facility Documentation on
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Medications -Oral Administration Policies and
Procedures Effective Date. 11/30/2014 and
Revision Date: 9/22/2017 on page 1 of 2
revealed:

"Chart on Medication Administration Record
(MAR} according immediately [sic] following when
medication is given and before proceeding to the
next residant "

During the end of the day debriefing on 37172019,
the Administrator and Director of Mursing weare
infarmed of the findings of medications being
documentad on the Medication Administration
Racord az administared on time but actually not
being given on time within ane hour befora or one
hour after the scheduled time. The medications
listed were given maore than one haur later than
the scheduled time. The Director of Nursing
stated the expectation was that medications
should be administered within ane hour before
and cne hour after the scheduled tima. The
Directar of Mursing stated nurses should
administer medications as ordered by the
physician and should document the correct time
the medication was administersd.

| On 3/1/2019 at 8:15 PM, a copy of tha Nurses
Progress Notes was presented. Review of the
nurses notes revealed documentation on
312019 at 20001 (B:01 PM) that "MOC/RP
iMedical Doctor/Respensible Party) made aware
of morning medications administered late”
signed by RN C.

| Murses Note dated 3/1/2019 at 15:02 (3:02 PM)
[ "argumentative about medications and why they
should be at other times." signed by BN C.

Mo further information was provided
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Bl After the survey ended, further review of the
copies of the Physicians Progress Notes revealed
clinical information far another residant was
included in the copies from Resident # 7's record.

Review of Physicians Progress Notes for
Resident # 7 revealed & two-paged Physicians
Progress Mote dated 1/297201% for anothar
resident that was not in the survey sample. That
Resident was assigned a number to be identified
(Resident# 11) in this documentation. Review of
the Progress Mote for Resident # 11 revealad
Resident # 11 was a 64 year old famale with
diagnoses of but not limited to! Hyperension,
Diabetes, and End Stage Renal Failure. The
Frogress Note was signed electronically by tha
physician on 2/5/2019,

7. For Resident # 9, the facility staff failed to
accurately record the time of madication
administration on the MAR (Medication
Administration Record) |

Resident# 8, a 72 year old male, was admitted to
the: facility 10/6/2018. Resident# ¥'s diagnoses
included but were not limited ta: Parkinson's

| Disease, Tremer, Chronic Embalism and
Thrombnosis, Benign Prostate Hyperplasia without
Urinary Tract Symptoms, Hyperlipidemia, Anxisty,
Hypertension. Dysarthria, Anarthria, and
Abnormalities of Gait and Mability,

| Resident # §'s most recant MDS (Minimum Data
Set) with an Assessment Review Date of
1/12/2019 was coded as a quarterly assessmant.
Resident # &'s BIMS (Brief Intarview for Mental
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Status) Score was coded a5 36 out of 15
indicating severe cognitive impairment. Resident
# 9 was coded as needing limited to total
aszsistance of one staff member to perform his
activities of daily living.

Review of the clinical record was conducted an
3102015 at 4:30 PM

Review of the MAR (Medication sdministration
Record) revesled medications were administerad
on time on 2282018 and 2/1/2019. There was a
checxk mark indicating the medications were
administered. There was no documantation of
late administration of medications.

Qn 31207189 at 510 PM, Registered Nurse (REN)
A presented a copy of the EMAR report. Review
of the EMAR "Administration History Reper”
revealed medications documented as
administared on time according fo the MAR wers
actually administerad at the times noted:

Ativan 0.5 milligrams give 0.5 tablet by mouth
every morning and at bedtime for
Anxiety-Scheduled at 8 AM and 8 PM
Scheduled 2/28/2019 at 8 PM, administered
2M1/2019 at 1:32 Al

Atorvastatin 10 milligrams one tablet by mouth at
bedtime for Hyperlipidemiza

Scheduled 2/28/2019 at 9 PM, administered
2102018 at 132 AM

Caroidopa-Levodopa 25-100 milligrams give four
tablets by mouth threes times a day for
Farkinson's Dizease

Scheduled 27282018 at 10 PN, administered
AM2015 at 1:32 AM

F a42
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32019 at 1:32 AM

Hyperplasia

32019 at 1:32 AM

Hyperplasia

2019 at 1:32 AM

372019 at 1:32 AM

3/1/2018 at 1:32 AM

administered.

Carbidopa-Levodopa ER (Extended Releasea)
25-100 milligrams one laklet by mouth at bedtime
for Parkinson's Disease

Schedulad 2/28/2019 at 8 PM, administered

Gabapentin 100 milligrams give one capsuie by
mouth every 8 hours for Benign Prostatic

Scheduled 27282019 at 9 PM, administerad

Crxrybutynin Chioride & milligrams give one tablet
by mouth every 8 hours for Benign Prostatic

Scheduled 2/268/2019 at 9 PM, administarad

Senna 8.6 milligrams give two tablet by mouth at
bedtime for Constipation
Scheduled 2/28/201% at @ PM, administered

Moniter vital signs every 12 hours
Scheduled 2/28/2015 at & PM. documented

The documentation on the MAR did not show the
actual time the above medications weare

| Buring the end of the day debriafing on 3/1/2018,

| the Administrator and Director of Mursing were
informed of the findings of madications baing
documented on the Medication Administration
Record as administared on time but actually not
being givan on time within cne hour before or ona
hour after the schaduled time. The medications
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listed were given more than ane hour [ater than
the scheduled time, The irector of Nursing
stated the expectation was that medications
should be administered within ong howr bafore
and ona hour after the schedulea time. The
Director of Mursing stated nurses should
administar madications as otderad by the
physician and should documert the corrsct lims
the medication was administerad,

Ma further information was provided.
Infection Prevention & Cantral
CFR{=) 483 80{a)( 132141 e

F 230
s35=D

5483 .80 Infection Cantral

The facility must estaolish and maintain an
infection prevention and control prograrm
designad to provide a safe, sanitary and
comfortable environment and o halp prevent the
davelopment and transmission of communicable
diseases and infections.

§423 B0{a) Infaction prevention and control

| prograrm,
The facility must estaolish an infection prevention
and control program (IPCP) that must include. at
a minimum, tha following elemeants

reporting, investigating, and controlling infections
and communicable diseases for all residents,
staff, volunteers, visitors, and other individuals
providing services under a contractual

| arrangemeant based upon the facility assessmant
conductad according to §483.70(e) and following
accepted national standards

E482 80{a) 2} Written standards, policias, anc

| 6483 BO(a)i1) A system for preventng, identifying,

F 842 |
|

F 880

The nebulizer was

remaved from the nurses

station and placed in the
soiled utility room March
1, 2019,

&ll residents have the
potential to be affected,
An audit was completed
to ensure no other
residents were affected
by this deficiency. Mo
other residents were
identified,

All nursing staff (LRM, RN,
and CMA} was educated

on ensuring nebulizers are

placed in the soiled utility
roam after use March 1,
2019,
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: ; 4. | monitoring for
procedures for the program, which must includs. Q & |

out are not limited to: residents requiring .

(i1 A system of surveillance designed to identify nebulizers, as well as
possible communicable diseases or nebulizer equipment, will
infections befora they can spread to other [ be done by the

persans in the faclity, DCS/Designee to ensure
{iit When and to whom possholz incidernts of nebulizers are placed in
communicatle disease or infactions should be |

the soiled utility room
after us three times
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| then one time per week
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| {i) Standard and transmission-basad precautions

to be followsd to prevent spread of infections [
| {r)When and how isclation should be used for a

rasident including but rot limited to; i | for i mnnths. cl

(4] The type and duration of the isolation | manitering will be
depanding upon the infecticus agent or organism | i reported to the BM/ T
imvalved, and committee monthly for a

l=ast restrictive possible for the resident under the

_ further compliance and/or
circumstances.
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must prehibit employees with a communicahle i LdieOLOIT RCE:
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contact with residents or their focd, if dirsct
centact will transmit the diseass, and | |
iiThe hand hygiene procedures to be followed !
by staff involved in direct resicent contact. |

5483 800a) 4y A gsystam for recording incidents
identified under the facility's IPCP and the
corrective actions taken by the facility.

| 483 B0ie} Linans.
| Parsonnel must handle, store, process, and
transper linens sc as to prevent the spread of
infaction. [

| 5483 80(1 annual review, ‘ !
The facility will conduct an annual review of its |
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IFCF and update their program, as necessary.
This REQUIREMENT 1= not met as evidencad
oy

Basad on observation, staff interview, facility
documeantation review and clinical record review,
the facility staff failed to maintain infaction contral
practices for Residents residing on one floar
(Second Floor) of three floors

1. For Residents on the Secend Floor, the facility
staff failed to properly store a used nebulizer
machine left unattended on the counter (ledge) of
the nurses station. where Residents of various
cognitive abilities had access.

The findings include

1, For Residents on the Second Floor, the facility
staff failed to properly store a used nebulizer
machine left unattended on the counter (ledge) of
the nurses station, where Residents of varous
cognitive abilities had access.

On 3102019 at 10:45 AM during initial tour noted
2 used nebulizer machines on the counter at the
nurses station not covered or placed in plastic
bags, Mebulizers were left on countar until 11:55
AL

On 3119 At 11:55 AM, an interview was
conducted with RN A (Infection Contral (Staff
Education Mursa). When asked if the facility had
any Residents an the unit that wandered she
answered, yas we have two, She was then asked
if the two nebulizers on the counter weara dirty or
clean and she stated " They lock dirty." When
asked where the dirty equipment should be
storad while awaiting disinfection she stated, the
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dirty utility room, She was asked if staff ware
aware of where the dirty equipment should be
stored she stated, yas.

On 3/3/19 the end of day brefing the DON and

na further information was provided,

Administrator were made aware of the issues and
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