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CERis): 483 10(2) 1 TH1BIi)-(v)

§483.100g) 17) The facility must--

(i} Inform cach Medicaid-eligible resident, in writing, at the time of adinission to fhe nursing facility and
when the resident becomes cligible for Medicaid of-

{A) The items and services that are included in nursing facility services under the State plan and for which the
resident may not be charged;

(B) Those other items and services that the facility offers and for which the resident may he charged, and the
arount of charges for those services; and

(i} laform each Medicaid-cligible resident when changes are made (o the items and services specified in
4RI 1N ETWA)Y and (B) of this section.

§483.10(g)(18) The facility must inform each resident before, or at the time of admission, and periodically
during the resident's stay, of services available in the facility and of charges for those services, including any
charges for services not covered under Medicare/ Medicaid or by the facility's per dicm rate.

(i) Where changes in coverage are made 1o items and services covered by Medicare andfor by the Medicaid
State plan, the facility must provide notice to residents of the change as soon as is reasonably possible,

(1} Where changes ave made o charges for other items and services that the facility offers, the lacilicy muost
inform the resident in writing at least 60 days prior to implementation of the change.

(iii) If a resident dies or is hospitalized or is transferred and does not return to the facility, the Facility must
refund 1o the resident, resident representative, or estate, as applicable, any deposit or charges already paid,
less the facility's per diem rate, for the days the resident actoally resided or reserved or retained a bed in the
Lacility, repardless of any minimum stay or discharge notice requircments,

{1v) The facility must refund to the resident or resident representative any and all refunds due the resident
within 30 days from the resident’s date of discharge from the facility,

{v) The terms of an admission contract by or on behalf of an individual secking admission Lo the facility must
nol conflict with the requirements of these regulations.

This REQUIREMENT is not met as evidenced by:

Based on staff interview, facility documentation review, facility staff failed (o complete an Advanced
Beneficiary Notice (ABN) for one of 3 sampled residents {Resident #1007,

The findings include:

Areview of Residenl #100's ABN was conducted during the survey. The reviewed showed Form CMS-10055
was not signed by the resident or the authorized representative. The form did not show the estimated cost.

An interview was conducted with the administrator on 01/30/19 at 05:10 PM. The adminisicaior stated that
this was a known concern,

Any deficicecy statement ending with an asierisk (*) dennies a deficicucy which the institution may be excused from coarecliing providing i is detormingd that other safeguards provide sufficient
protection trthe patends. {See instructions, b Excepl for nursing howes, the fndings statcd above are disclosable 50 days following the dote of survey whethes ar nod a plan of comection bs prosilel,
Far nursing homes, the obove fladings amd plans of comeetion are disclesnble 14 days tolluwing the dale these docaiients are modz ovailabbs o the Facity. [F deficiencies ars: cited, an apgproved plan of

The ahove isolated deficiensies pose no actual ham 1o the resdents
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Preparation and/or execution of this

E 000 | Initial Comments EQ00| plan of correction does not constitute
admission  or  agreement by the

An unannounced EFI"IEI'QGFI{:}" FI‘&D&I‘EdHESE provider of the truth of the facls
survey was conducted 01/29/2019 through alleged or conclusions set forth in the
01/31/2018. Corrections are required for statement of deficiencies. The plan of
compliance with 42 CFR Part 483.73, | correction is prepared and’or executed
Requirement for Long-Term Care Facilities. No sulely because the provision of the
emergancy preparedness complaints were federal and state laws require il,
investigated during the survey.

E 022 | Policies/Procedures for Sheltering in Place Ep2z2

s5=C | CFR(s): 483.73(b)(4)

| [{b) Folicies and procedures. The [facilities]) must B
-develop and implement emergency preparedness
pelicies and procedures, based on the BMargency
plan set forth in paragraph (a) of this section, risk

assessment at paragraph (a)(1) of this section, |
‘and the communication plan at paragraph (c) of

this saction. The policies and procedures must be

Policies/Procedures

No resident experienced any adverse
outcomes, in regards to shellering in
place.

All residents residing in the facility
| have the potential to be affected.

reviewed and updated at least annually, At a ED/Designee will develop a shelter in
minimum, the policies and procedures must { place policy. i
address the following;) L-D.-[}-:x:.lf.;nee will cducate staff on the
| shelter in place policy.
(4) A means to shelter in place for patients, staff, E[}.-'L_h-:sugnee will  conduct L]u_allt}'
and volunteers who remain in the [facility]. [(4) or monitoring rounds 3x a week for |
(21,(3),(5).(8)] A means to shelter in place for { month and randomly for 1 month to |
patients, staff, and volunteers who remain in the | ensure the practices are being |
i [facility], maintained. Results will be bought to
QAPL %30 days for review and
*[For Inpatiant Hospices at §418.113{b}:] Policies : recommendations
and procedures, ' 3172M0

| (6] The following are additional requirements for
 hospice-operated inpatient care facilities only.
The policles and procedures must address the
fallowing:
(i A means to shelter in place for patients,

hospice employees who remain in the hospice.

- T his HEQUIHE?ENT is not met as evidenced
Fa

b ., /

_i_ l | II | | i

LABCRAT MRECTOR'S OA PROVIO LIEA REPRESENTATIVE'S SIGMATURE TITLE (ME) DATE
‘KQ‘%("' j ;{ e %Hﬂ%ﬂag%’ﬂﬂ% Lﬁ// f(;;

Ay deficiency talmlm an aslerisk () denotes a daliclency which the institutien may be excused from comacting providing it ishdstermined'that

olher safeguards provide sulficien! protection fo the patients. (See instruclions.) Except for nurstng homas, the findings stated above are disclosable 90 days
following the data o ther or not a plan of comection is provided. For ndrsing homes, the above findings and plans of comection are disclosable 14
days following the date these documents are made available to the Factlity. If deficlancies ars clted, an approved plan of correction i raquisite fo confinued
pragram participation,

Event |D: 8IGZ 11
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E022) Continued From page 1

Based on staff interview and facility
documentation review, the facility staff failed to
have policies and procedures for how it will
provided a means to sheller in place for
| residents, staff, and volunteers.

The findings includa:

- On 01/31/2018 the facilily's Emergency

' Preparedness Plan was reviewed with the
administrator. The review showed that the
facility's Emergency Preparednass Plan did not
have policies and procedures for how it will

| provided a means to shelter in place for
 residents, staff, and voluntesrs. During the

i review the administrator stated that she was not
able to locate the missing items.

No further information was provided by the
{acility.

Paolicies/Procadures-Volunteers and Staffing
CFR(s): 483.73({b)(6)

[(b) Policles and procedures, The [facilities] must
develop and implement emergency preparedness
| policies and procedures, based an the BMmergancy
- plan set forth in paragraph {a) of this section, risk
| assessment at paragraph {a)(1) of this section,
and the communication plan at paragraph (c) of
this section. The policies and proceduras must be
reviewed and updated at least annually. At a
minimum, the policies and procedures must

i address the following:]

(6) [or (4). (5), or {7) as noted above] The use of
volunteers in an emergency or other emergency
staffing strategies, including the process and role
for integration of State and Federally dasignated

E£024  Policies/Procedures-Volunteers
and Staffing

Mo resident experienced any adwverse
outcomes, in regards lo procedures for
volunteers and staffing.

All residents and stall residing in the
facility  have the potential w he
affected.

Ll Designee will develop a policy
andfor procedures [or volunteers and
stalfing,

ELDesignee will cducate stall on the
volunteer and stalling procedures.,
El¥designee  will  conduct  quality
monitoring rounds 3x & week for |
month and randomly for | month two
ensure  the practices are being
maitained. Results will be bought to
QAPL 30 days for review and
recommendations

3172019

FORK CMS-2567(02-09) Previous Versicns Dbsalate Evant 100 #IGZ 1
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- health care professionals to address surge needs

| [For Hospice at §418.113(b):] Palicies and

| This HREQUIREMENT is not met as evidenced |

Continued From page 2

during an emeargency.

"[For BNHCIs at §403.748(b):] Policies and
procedures. (6) The use of volunteers in an
emergency and other emergency staffing
strategies to address surge needs during an
amergency.

procedures. {4) The use of hospice employees in
an emergency and other emergency staffing
strategies, including the process and role for
integration of State and Federally designated
health care professionals to address surge
needs during an emergency. |

by
Based on stalf interview and facility |
documentation review, the facililty staff failed to
have policies and procedures for the use of
volunteers and other staffing stralegies.

The tindings include:

On 01/31/2019 the facility's Emergency
Freparedness Plan was reviewed with the
administrator, The review showed that the
tacility's Emergency Preparednass Plan did not
have policies and procedures for the use of
volunteers and other staffing strategies. During
the review the administrator stated that she was
not able to locate the missing items.

No further information was provided by the
facility.

Raoles Under a Waiver Daclared by Secretary ;
CFR{s): 483.73(b)(8) |

E 026

Li26
Declared by Secretary

Roles

nder

a  Waiver

FORM CMS-2567{02-98) Previows Versions Cbsoleta

Evant 10: 8HGZ11
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[(b} Policies and procedures, The [facilities] must

| develop and implement emergency preparedness
' pelicies and procedures, based on the emergency
| plan set forth in paragraph (a) of this section, risk
assessment at paragraph {a)(1) of this saction,
and the communication plan at paragraph (c} of
this section. The policies and procedures must be
reviewed and updated at least annually. At a
minirmum, the policies and procedures must

| address the following:]

(8) [(8), (BYC)iv), (7)), or [9)] The role of tha
[facility] under a waiver declared by the Secretary,
in accordance with section 1135 of the Adt, in the
provision of care and treatment ai an alternate
care sile identified by emergency management
officials.

rl "[For RNHCIs at §403.748(b):] Policies and
i procedures. (8) The rols of the ANHCI under a
waiver declared by the Secretary, in accordance
with section 1135 of Act, in the provision of care
at an alternative care site identified by emargenay
management officials.
Ehis REQUIREMENT iz not met as evidenced
¥
Based on staff interview and facility
| documentation review, the facility staff failed to
have policies and procedures to describe the
facility's role in providing care and treatment at
alternate care sites under a 1135 waiver.

The findings include;
On 01/31/2019 the facility's Emergency

| Preparedness Plan was reviewed with the
administrator, The review showed that the

facility's Emergency Preparedness Plan did not

¢ Mo resident experienced any adverse

STATEMENT OF DEFICIEKGIES {¥1) PROVIDER/SUPPLIER/CLIA ¥2) MULTIPLE CONST |
AND PLAN OF CORRECTICN IDENTIFICATION MUMBER: L B}L.IILfJING ST [m’gé‘mfé’féf:“
C
485327 B, WING — 01/31/2019
NAME OF PROVIDER OF SUPFLIER STREET ADDBESS, CITY, STATE, ZiF GODE
ENVOY OF WESTOVER HILLS o PTG L AVEIRE
RICHMOMD, VA 23225
(%4} 1D EUMMARY STATEMEMT OF DEFICIENCIES i PROVIDER'S PLAN OF
PHEFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE EE: rﬁguﬁgﬁamuﬁzmﬁ cnmg.irlnow
TAG REGULATORY OR LEC IDENTIFYING INFORMATHON) TAG CROSS-REFERENCED TO THE APPROPRAIATE QATE
DEFICIENGY)
|
E 026 | Continued From page 3 E 026

outcomes, in regards to waiver 1133,
All residents residing in the facility ;
have the potential to be affected. ;
LDVDesignee will develop a plan for
providing care and ftreatment at
alternate care site.

ED/Designee will educate staff on the
alternate care site protocol for care.
EDddesignee  will conduct  quality
moniloring rounds 3x a week for | '
month and randomly for | month 10
ensure the  practices  are  being
maintained, Results will be bought 1o
QAPL for 30 days for review and
recommendations

NT2019
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by

CFH(s): 483.73(c){(3)

[{c) The [facility] must develop and maintain an
smargency preparedness communication plan
that complies with Federal, State and local laws
and must be reviewed and updated at laast
annually.] The communication plan must include
all of the following:

(3) Primary and altarnate means for
communicating with the following:

(i) [Facility] staff,

(ii) Federal, State, tribal, regional, and local
emergency management agencies.

*[For ICFIDs at §483.475(c):] {3} Primary and
alternate means for communicating with the
ICF/ID's staff, Federal, State, tribal, regional, and
local emergency managemant agencies,

This REQUIREMENT is not met as evidenced

Based on staff interviaw and facility
documantation review, the facility staff failed
ensura the emergency preparadness
communication plan included primary and
alternate means for communicating with facility
staff, Federal, State, tribal, regional and local
emergency managemeant agencias

o | SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF GORRECTION {5}
PREFIY | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX [EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGLLATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-AEFERENGED TO THE APPROFRIATE DATE
i DEFIGIENCY}
!
E 026 | Continued From page 4 E 026
have policies and procedures to describe the
facility's role in providing care and treatmeant at
allernate care sites under a 1135 waiver. During
| the raview the administrator staled that she was
‘ not able to locate the missing items.
Mo further information was provided by the
facility.
E 032 | Primary/Allarnate Means for Communication E 032/

E032  Primary/Alternate Means  Tor
Communication

Mo resident experienced any adverse
outcomes, in regards to shellering in
place.

All residents residing in the facility
have Lthe potential to be affected,
ELDesignee will develop a shelter in
place policy,

ED/Designee will educate staft on the
shelter in place policy.

ED/designee will  conduct  quality
monitoring rounds 3x a oweek for 1
manth and randomly for | menth to
ensure  the  practices  are  being
mainfained. Results will be bought to
QAPT for 30 days for review and
recommendations

INTR2019

|
i
]

FORM CMS-2567(02-89) Provious Versions Obsalele Evant ID: BIGE11
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E 032

Continued From page 5
The findings include:

On 01/31/2019 the facility's Emergency

E033
58=0

| facility's emergency preparedness

. required for HHAs under §484.102(c), CORFs
: under §485.68(c), and RHCs/FQHCs under

Freparedness Plan was raviewad with the
| administrator. The review showed that the

communication plan did not include primary and
alternate means for communicating with facility
stafl, Federal, State, tribal, regional and local
emargency management agencies. During the
review the administrator stated that she was not |
able to locate the missing items.

' No further information was provided by the
facility.

Methods for Sharing Information

CFR(s): 483.73(c){4)-(6)

[(¢] The [facility] must develop and maintain an
emergency preparedness communication plan
that complies with Federal, State and local laws
and must be reviewed and updated at least
annually.] The communication plan must inciude
| all of the following:

{4) A method for sharing information and medical
documentation for patients under the [facility's)
care, as necessary, with olher health providers to
maintain the continuity of care,

{5) A means, in the event of an evacuation, o i
retease patient information as permilted under 45
CFR 164.510(b){1}{ii). [This provision is not
5491.12(c).]

{6} [{4) or (5))A means of providing information

E 03z

E 033

| menitering rounds 3x a week for |

E033  Methods for Sharing

| Information
i Mo residenl experienced any adverse ;

outcomes, in repards o emergency
preparedness communication,

All residents residing in the facility
have the potential t be aifectad.
E¥Designee will develop a concise
communication  plan for  sharing
mformaticn.

EDiDesignee will educate stall on the
pelicy for sharing information.
EDddesignee will  conduct  quality
month and randomly for | month to
ensure  the  practices are  being
maintained, Results will be bought to
QAPL for 30 days lor review and
recommendations

INT2019

FORM CMES-2567(02-98) Pravious Varslons Obsoleta
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E 033

]

Continued From page 6

about the general condition and locatior of
patients under the [facility's] care as permitied

 under 45 CFR 164.510(b)(4).

“[For RNHCIs at §403.748(c):) (4) A mathaod for

' sharing information and care documentation for

patients under the RNHCI's care, as necessary,
with care providers to maintain the cantinuity of
care, based on the writtan election statement
made by the patient or his or her legal
represantative,

‘[For RHCs/FQMHCs at 84911 2(c):] {4) A means

' of providing information about the general

condition and location of patients under the
facility's care as permitted undar 45 CFR
164.510(b)(4).

| This REQUIREMENT is not met as evidenced

by:

Based on stalf interview and facility
documentation review, the facility staff failed to
ansure Emergency Preparedness communication
plan included:

(A) a method for sharing information and medical

documentation for residents under the facility's

| care, as necessary, with other health providers to

maintain the continuity of care and;

| B) facility developed policies and procedures that
-address the means the facility will use to release

resident information to include the general
condition and location of residents.

The findings include:

On 01/31/2019 the facllity's Emergency
Preparedness Plan was reviewed with the

| administrator. The review showed that the

E 033

FORM ChMS-2567(02-89) Pravious Versions Obsolate Evant 10: BIGZ 11
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facility's Emergency Preparednass

| and procedures failed to address the means the

| the emergency plan at least annually, including

(i) Participate in a full-scale exercise that is
- community-based or when a community-based

Continued From page 7

communication plan did not include a method for
sharing information and medical documentation
for residents under the facility's care, as
necessary, with other health providers to maintain
the cantinuity of care and that the facility's policies

facility will use to release resident information to
include the general condition and location of
residents. During the review the administrator
stated that she was not able to locate the missing
items, i'
Na further information was provided by the
facility.

EP Testing Requirements

CFR(s): 483.73(d)(2)

I
(2) Testing. The [facllity, except for LTC facilities,
RNHCIs and OPOs) must conduct exercises to
test the emergency plan at least annually. The
[facility, except for RNHCIs and OPOs] must do
all of the following:

"[For LTC Facilities at §483.73(d}:] (2) Testing,
The LTC facility must conduct exsrcises to test

unannounced staff drills using the emergency
procedures. The LTC facility must do all of the
following:]

exercise is not accessible, an individual,
facility-based. If the [facility] experiences an
actual natural or man-made emergency that
requires activation of the emergency plan, the
[facility] is exempt from engaging in a

E 033

E 039

E039  EP Testing Requirements

Mo resident experienced any adverse
outcomes, in regards lo emergency
lesting,

All residents residing in the facility
have the potential to be affected.
ElVDesignee will schedule a time to
participate in an emergency plan for
disaster preparedness.

ED/Designee will educate staff on the
plan for disaster preparedness.

ED/designee will  conduct  quality
monitoring rounds 3x a week for |
month and randomly for | month to
ensure  the  practices  are  being
maintained. Results will be bought o
QAP for 30 daws for review and
recommendations

3172019 '
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E 038

| clinically relevant emergency scenario, and a set
' of problem statements, directed messages, or

(i) Analyze the [facility's] response to and
| maintain documentation of all drills, tabletop

Continued From page 8

community-based or individual, facility-based
full-scale exercise for 1 year following the onset of
the actual event,
(i) Conduct an additional exercise that may
include, but is not limited to the following:

(A} A second full-scale exercise that is
community-based o individual, facility-based,

(B) Atabletop exercise that includes a group
discussion led by a facilitator, using a narrated,
clinically-relevant emergency scenario, and a set
of problem statements, directed messages, or
prepared guestions designad to challenge an
emargency plan.

exercises, and emergency events, and ravise the
[facility's] emergency plan, as needed,

*[For RNHCIs at §403.748 and OFOs at |
§486.360] (d){2) Testing. The [RNHCI| and OPO] |
muslt conduct exercises to test the emergency
plan. The [RNHC] and OPO)] must do the
following:

(i} Conduct a paper-based, tabletop exercise at
least annually. A tabletop exercise is a group
discussion led by a facilitator, using a narrated,

prepared gquestions designed to challenge an
emergency plan. .
(i) Analyze the [RNHCI's and OPO's) response |
to and maintain documentation of all tabletop
exercises, and emergency events, and revisa the
[RNHCI's and OPO's] emergency plan, as
needed,

This REQUIREMENT is not met as evidenced
by

Based on stalf interview and facility
docurnentation review, the facility staff falled to
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The resident has a right to a dignifisd existence,
self-determination, and communication with and
access to persons and services inside and
outside the facility, including these specified in
this section.

(4 |D SUMMARY STATEMENT OF DEFICIENCIES I FROVIDER'S FLAN OF CORRECTION T
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OF LSC IBENTIFYING INFORMATION) TAG ! CROSS-REFERENMCED TO THE AFPROPRIATE DaTE
I DEFIGIENGY) ,
E 032 | Continued From page @ E 039
analyze exerclses and update jts emergency
program based on the exercise analysis,
The findings Include: |
On 01/31/2019 the facility's Emargency
Preparadness Plan was reviewed with the
administrator. The review showed that the staff
failed to analyze exercises and update its
| emergency program based on the exercise .
L analysis. During the review the administrator |
: stated that she was not able to locate the missing i
| items, i
[ Mo further information was provided by the
b factity.
Foo0 | INITIAL COMMENTS F oon| Preparation andior execution of this
plan of correction does not constitute
| An unannounced Medicare/Medicaid standard ad'm.sj“?“ th RETETHE"; ﬂl:' Y P "htu
' and complaint survey was conducted 1/29/2019 PIOvider QL LIe WHRE Q1 e s
through 1/31/2019. Significant corrections are alieged o eonclngions sge fon 1o thie
' required for compliance with 42 CFR Part 483 statement of deficiencies, The plan of
| Federal Long Term Care requirements. The Life correction is prepared and'or executed
| Safely Code survey/report will follow. One solely because the provision of the
{ complaint was investigated during the survey. ¢ federal and state laws require it.
| |
The census in this 174 certified bed facilily was : o _ — ,
164 at the time of the survey. The survey sample | F 350 Resident Rights/Exercise of
consisted of 54 resident reviews, | | Rights .
F 550 | Resident Rights/Exercise of Rights F 550 |Resident #1102  experienced no
g5=0 | CFR(s): 483.100@}1)(2){b)(1)(2) | adverse reactions, and  wvoiced no
, : | complaints related (o staff standing
§483.10(a) Resident Rights. i during  feeding, Resident  #80 |
i

expericnced no adverse reactions or
noted in any distress from stalT Tailing i
to knock on door prior o entering '
FOOIM.
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F 550 | Continued From paga 10 F 550
2.As any resident residing in the
5483.10(a){1) A lacility must treal each resident I 'y ;
with respect and dignity and care for sach j"_t_]l'[:' heve rhel. pfmn“dl - th
resident in a manner and in an environment that affected. the DON/deaipnes condusten
promotes maintenance or enhancement of his or a Quality monitoring review of staff
!1er_qual|t?r of life, recognizing each resident's | interactions with residents that reside
| individuality. The facility must protect and ! in the facility to ensure resident rights
| promote the rights of the resident, i ; e
| i are maintained as evident by sitting
| §483.10(a){2) The facility must provide equal | during meal time and assistance with
| access to quality care regardless of diagnosis, feeding.  DON/designee conducted a
savarity of condilion, or payment source. A facility Quality review of staff members
mustleslabilah alnd maintain id_enhl:‘.ﬂl polivies and entering resident rooms 1o ensure that
practicas regarding transfer, discharge, and the aff ai " S o
provision of services undet the State plan for all 1 ."‘ e i_”g D,“ ARk ey
residents regardiess of payment source. entering any resident’s room.
3, DOMNdesignee will re-educate staft
§4BB.1E{I{b} Exercise of Rights. o on respecting rights by way of the
The resident has the right to exercise his or har practice of sitting while assisting with
rights as a resident of the facility and as a citizen ; Syt ae e o k]
or resident of the United States, feeding gt meal Hmes A
resident room doors prior Lo entering
| §483.10(b)(1) The facility must ensure that the i the room,
| resident can exercise his or her rights without | : 4. DON/designee will conduct quality
. i ! R % \ | | T
mterferanca: coercion, discrimination, or reprisal | monitoring rounds 3 x week for 1
fram the facility. = . .
month, Quality  improvement
§483.10(b)(2) The resident has the right to be | manitoring findings to be reported lo
iree of interference, coercion, discrimination, and the QAP Committee for a period of 2
rfapnsal from the facility in exercising his or her months  for  compliance  andior
rights and to be supported by the faciiity in the vaielnE
exercise of his or her rights as required under this gt o
subpart, DOC: 3/17/2019
This REQUIREMENT is not met as evidenced
by
Based on observations, staff interviews, clinical
record review, and facility documentation, the
facility staff failed o maintain respect and dignity
for two residents (Resident #102, Resident #80)
i
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in & sample size of 54 residents.

1. For Resident #102, the facility staff failed to
| maintain respect and dignily by standing over the |
i Rasident to feed her, t

2. For Resident #80, the facility failed to respect
rasidant's private space by falling to knock before
gntaring his room.

; The findings include:

1. For Resident #102, the facility staff failed to
maintain respect and dignity by standing over the
Resident to fesd her.

i Resident #102, a 64-year old female was i
admitted to the facility on D7/20/2016. Diagnoses
include but not limited to atrial fibrillation, aphasia
following cerebral infarction, dysphagia,
hypertension, hemiparesis and hemiplegia, and

| cantracture.

Resident # 102's most recent Minimum Data Set
{MDS} with an Assessment Refersnce Date
(ARD) of 12/18/2018 was coded as a quarterly
assessment. Resident # 102 was codad with a
Brief Interview of Mental Status (BIMS) score of

| "13" out of possible 15 indicating ne cognitive

| impairment, Functional status for aating,
dressing, and personal hygiene was coded as
total dependence on staff,

On 01/29/2019 at 12:55 PM, the Resident was
observed in bed dressed in a hospital gown with
the head of the bed elevated approximately 60 |
- degrees. CNA A (certified nursing assistant) was
| observed standing on the right side of the

STATEMENT OF DEFICIEMCIES [¥1) PROVIDER/SUPPLIERSCLLA [X2) MULTIPLE COMNSTRUGCTION (%3) DATE SURVEY
AMD PLAM OF COARECTIOM ICEMTIFIGATIOM NUMBER: A BUILDING COMPLETED
C
495327 BWING : 01/31/2019
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATF, ZIP GODE
4403 FOREST HILL AVENUE
ENVOY OF WESTOVER HILLS
RICHMOND, VA 23225
(443 1D SUMMARY STATEMENT OF DEFICIENGIES ! in PROVIDER'S FLAN OF CORRECTION 50
FREFIY | {EACH DEFIGIENCY MUST BE PRECEDED 8Y FLLL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETEON
TAG REGULATORY OR LSG IDENTIFYING INFORMATICN) Tht CHOSS-REFERENCED TO THE APRROPRIATE | Dwie
| i DEFICIENCY)
F 550 | Continued From page 11 F 550
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plate on the food tray placed on the tray table.

| On 01/30/2019 at 1:05 PM, the Resident was

L 25%" of har lunch. Whan asked if he ever slis in

| 2. For Resident #80 the facility failed to respect

| Hypertension, Aphasiac, Seizures, neurasyphilis,

Resident's bed feeding the Resident food froma |

observed dressed, reclined in geri-chalr. GNA B
was observed standing by the left side of the .
geri-chair feeding the Resident food from a plate
an the food tray.

On 01/30/2019 at 2:50 PM, CNA B was
interviewad. When asked about the Hesidant's
lunch meal, CNA B stated the Rasident ate "about

a chair beside the Resident while feeding her, he
stated "no" and that "| prefer to stand."

On 01/30/2019 at approximately 4:20 PM, the
Administrator and DON were notified of the
concerns. When asked about the expectation of
staff when feeding residents, the Administratar
stated, "They should be sitting down" whan
feeding residents,

On 01/31/2019 at 6:05 PM, when asked about a
policy for feeding residents, the administrator
stated, "We don't have one." After sharing the
concerns with the Administrator and DON, they
offered no further informatian.

resident's private space by failing to knock before
entaring his room.

Resident #80, a 62 year old man admitted to the
facility on 3/22/2013 with diagnosis of but not |
limited to (Traumatic Brain Injury) TBI, i

Diabetes, and Schizophrenia. His latest
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(Minimum Data Set} MDS (a screening tool)

| coded Resident #80 as O indicating the Resident
is unable to complete interview, as Resident is
unable to communicate verbally,

On 01/30/2019 at 10:15 while observing Licensad
Fractical Murse (LPN) performing medication
administration, LPN C was observed entering :
Resident #80's room, which he shares with | |
: another Resident, without first knocking on the |
doar,

Both Hesidents were present in the room at the
time. Tha DON was in the hall and observed the
same. At that time, the DON said "Knock, Knock!"
however LPN C was already at the Resident's
bedside,

| On 1/30/2019 during end of day meeting
Administrator was made aware of the incident

' and the DON agreed that LPN C did indead walk

in Residant #80's room without knocking, The

DON stated that LPN C was not core staff but

was working there through a staffing agency.

No further information was provided.

F 56?3 Protection'Managemeant of Personal Funds . F 567 FOs67 Py on/Manage ¢
Sauty DFH{S}: 453.10{1}{1D{|]{ii] _ A rotection/Management o
' Personal Funds

§483.10(f)(10) The resident has a right lo

manage his or her financial affairs. This includes . Resident #89 had no adverse effects
the right to know, in advance, what charges a related to a delay in receiving her
facility may impose against a resident's personal personal funds.

funds,

{i) The facility must not require residents to

deposit their personal funds with the facility. If a
resident chooses to deposit persanal funds with
 the facility, upon written authorization of a |
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resident, the facility must act as a fiduciary of the
resident's funds and hold, safeguard, manage,

| and account for the personal funds of the resident
deposited with the facility, as spacitiad in this
sadction,

(i} Deposit of Funds.

10)(ii){B) of this section, the facility must deposit

| an interest bearing account (or accounts) that is
separate from any of the facility's operating
accounts, and that credits all interest sarned on
resident's funds to that account. {In pooled
accounts, there must be a separate accounting
for each resident's share.) The facility must
maintain a resident's personal funds that do not
exceed $100 In a non-interast bearing account,
interest-bearing account, or petty cash fund.

(B) Residents whose care is funded by Medicaid:
The facility must deposit the residents' personal
funds in excess of $50 in an interest bearing
account (or accounts) that is separate from any of
the facility's operating accounts, and that credits
all interest earned on resident's funds to that
account, {In pooled accounts, there must bo a

- separate accounting for each resident's share.)

The facility must maintain personal funds that do
not exceed $50 in a noninterest bearing account,
interest-bearing account, or petty cash fund,
This REQUIREMENT is not met as evidenced
by:

Based on observation, Resident interviaw, staff
interviews, clinical record review, and facility
documentation, the facility staff failed to honor a
Hesident's request for access to personal funds
for one Resident (Resident #89) in a sample size
of 54 residents. The facility did not provide
personal funds of $40 on the day the Resident
requested it.

(A) In general: Except as set out in paragraph (f){ |

any residents' personal funds in excess of $100 in|

L}

Review of current residents to ensure
they are being provided with access to
their funds timely.

3. ED¥designee provided re- education
to business office staff on timely
dishursement of resident funds.

4. EDVdesignee o complete Quality
Improvement Monitoring of residents
to ensure their have access to their
persemal funds,  Monitoring will be
conducted 3 x weekly [or 1 maonth, and
then quarterly, as needed. lindings to
be reported QAPL Committes
monthly for a period of | month for
further compliance and‘or revision,
Date of compliance,

LRl Brrd L

|
2. EDvdesignes conducted a Quality ‘
I
|

(8]
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The findings Include:

Residant #89, a 79-year old female, was admittad
to the facility on 12/01/2018. Diagnoses include
coronary artery disease, atrial fibrillation, chrenic
obstructive pulmonary disease, diabetes, cerebral
infarction, and hear failure.

Resident # 89's most recent Minimum Data Set
(MDS) with an Assessmaent Aeference Date
{ARD]) of 12/08/2018 was coded as an admission
: assassment. Besident # B9 was coded with a
Brief Interview of Mental Status (BIMS) score of
"15" out of possible 15 indicating ne cognitive
impairment. Functional status for eating,
dressing, and personal hygiene was coded as
resident highly invalved in activity and limited
assistance required by staff.

On 01/28/2019 at 2:05 PM, the Resident was
observed lying in her bed, The Resident was
awake and agresable lo an interview, When
asked about parsonal funds, the Resident stated
she was supposed to receive $40 per month but
had not received her money since she arrived at
the facility on 12/01/2018. When asked if she
spoks with somecne at the facility abaut it, she
verified she had spoken with the facility staff, She
went on to say she is told she'll "get it in two days”
then "you'll gat it in two weeks" but she has yet fo
raceive her money,

| On 01/29/2019 ai 3:00 PM, any service concemns |

;' associated with this Resident were requested.

i

I On 01/29/2019 at 3:40 PM, the Activities Directar
presented a grievance report dated 01/21/2019

| when the Resident requested a room change.

]
]
1
]
1
|

é'
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| their personal funds, Employea G stated if the

- provided a copy of the policy entitied, "Resident

Continued From page 16

There was nol a grievance report regarding not
receiving her personal funds. f

On 01/31/2019 at 8:40 AM, an interview with
Employee G from the Business Office was
conducted. When asked about the process for
managing residant's personal funds, she stated
she tries to meet with residents in the first few
days after they arrive. She also slated she yses a
"Medicaid tracker” to decument interactions
pertaining to residents.

When asked specifically about Resident #89,
Employee G referred to the Medicaid tracker and
stated that on December 16th, she made sure Iha§
Medicaid renewal was done. She also stated the
Resident asked for her $40 at that time and
added, "l advised her there could be a delay.”
When asked why there was a delay, Employee G
stated that Employee J needed to sign the
Hepresentative Payes paperwork but Employes J |
was on vacation,

Employee G stated that Employee J signed the
Paperwork on January 14, 2019, When asked
what the expectation is for a Resident to receive

funds are available, the Resident should *getit |
the same day" but there were "no funds here from |
social security” to give the Resident. A copy of the
business office policy for providing residents their
personal funds was requested,

On 01/31/2019 at 12:25 PM, Employee G

Trust Fund - Overview" which does not address
providing personal funds for residents in the form
of cash advances. Employee G stated, "Our
company does not have a policy for

F 8567 |
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advancements."
FOn 01/31/2019 at 6:10 PM, the Administrator was
{ asked who fills in for Employee J when he is on
| vacation and the Administrator named Employes
K. When the Administrator was informed that
Resident #89 had not received her personal
funds for December 2018 or January 2018 due to
the delay waiting for a signature from Employes
J, the Administrator stated that Employee K would |
have signed for it. The Administrator and DON | F623 MNolice Requirements Before
ware notified of concerns and offered no further Transler/Discharge 5
information, '
F 623 | Notice Requirements Belore Transter/Discharge FE23| | Residents #7. #5350, and #131 had no
§5=D : CFR(s): 483.15(c)(3)-(6)(8) adverse  effects related  to the I
§483.15(c)(3) Notice before transfer, GmbUBBALAN AOEACAHONS: N3l "DRing
Before a facility transfers or discharges a SELL
resident, the facility must- ?. El¥designee conducted a Quality
(i) Notify the resident and the resident's Review of residents transferred and/or
representative(s) of the transfer or discharge and discharges over a 30 day loak back to
the reasons for tha move in writing and in a I LG TR b
language and manner they understand. The ; enauks ”m'ﬁc““?”‘"‘ Wereaant 9 e
facility must send a copy of the notice to a I ombudsman.  Follow up was done
| rapresentative of the Office of the State bazed on findings,

| Long-Term Care Ombudsman,
i {ii} Record the reasans for the transfer or
i discharge in the resident's medical record in

3. El¥Vdesignee provided re-education
to  facility statf on  ombudsman

accordance with paragraph (c)(2} of this section: nolilications, .
and 4. EDidesignee to complete  Quality
(i) Include in the notfice the items described in Improvement Monitoring ol
paragraph {c)(5) of this section. transler/discharge notification. f
§483.15(c)(4) Timing of the notice - Maonitoring will be conducted 3 x i
(i) Except as specified in paragraphs (c)(4)(ii} and | weekly for | month for 5 period of |
(e)(8) of this section, the notice of transfer or : | months for further compliance and/or
discharge required under this section must be revision.

| made by the facility at least 30 days before the | i 3/17/10

' I
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resident is transferred or discharged.

(i) Motice must be made as soon as practicable
before transter or discharge when-

| [A) The safety of individuals In the facility would
' be endangered under paragraph (c){1)()(C) of
this section;

{B) The health of individuals in the fazility would
be endangered, under paragraph {c){1)(I)}{D} of
this saction;

(C) The resident's health improves sufficiently to
allow a more immediate fransfer or discharge,

| under paragraph (c)(1)(i}{B) of this section;

{D) An immediate transfer or discharge is
required by the resident's urgent medical needs,
under paragraph [c){1}{i){A) of this section: ar
(E) Aresident has not resided in the tacility for 30 |
days,

| §483.15(c)(5) Contents of the notice. The writtan
. notice specified in paragraph {c)(3) of this section
must include the following:

(i) The reason for transfer or discharge;

(ii) The effective date of transfer or dischargs;
{iii) The location to which the resident is
translerred or discharged,

(iv) A statement of the resident's appeal rights,
 including the name, address (mailing and email),
| and telephone numbar of the antity which

| recaives such requests; and information an how
to obtain an appeal form and assistance in
completing the form and submitting the appeal

hearing request;

{v) The name, address (malling and email) and

telephone number of the Office of the State

Long-Term Care Ombudsman;

{vi} For nursing facility residents with intellectual

' and developmental disabilitias or related
disabilities, the mailing and email address and

F 823
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telephone number of the agency responsible for
the protection and advocacy of individuals with

' developmental disahilities establishad under Part
C of the Developmental Disabilities Assistance
and Bill of Rights Act of 2000 (Pub. L. 106-402,
codifiad at 42 U.S.C. 15001 et seq.); and

(vii) For nursing facility residents with a mental
disorder or related disabllities, the mailing and
email address and telephone number of the
agency rasponsible for the protection and
advocacy of individuals with a mental disorder
established under the Protection and Advocacy
| for Mentally Wl Individuals Act,

§483.15(c){6) Changes to the notice,

It the information in the notice changes prior o
effecting the transfer or discharge, the facility
must update the recipients of the natice as soon
| as practicable once the updated information
becomes available.

§483.15(c)(8) Notice in advance of facility closure
In the case of facility closure, the individual who is
the administrator of the facility must provide
written notification prior to the impending closure
to the State Survey Agency, the Office of the
State Long-Term Care Ombudsman, residents of
the facility, and the resident representatives, as

- well as the plan for the transfer and adequate

| relocation of the residents, as required at §
4B3.70(1),

This REQUIREMENT is not met as evidenced
by:

| Based on resident interviews, staff interviews,
clinical record reviews, and facility
documentation, the facility staff failed to notify
Ombudsman of transfer to hospital for 3 residents
(Resident #7, #50, #131) in a sample size of 54

residants.

F 623
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1. For Resident #7, the facility stalf falled to notify
the Ombudsman whan transferred to hospital an
12M16/2018,

2. For Resident #50, the facility staff failed to
notity the Ombudsman when transferred 1o
hospital on 12/16/201 8.

3. For Resident #131, the facility staff failed to
notify the Ombudsman when transferred to
hospital on 12/16/2018.

| The findings include:

1. For Resident #7, the facility staff failed to nofify|
the Ombudsman when transferred to hospital on
| 12/16/2018,

Resident #7, a 60-year old male was admitted to |
the facility on 12/24/2018, Diagnoses include but
not limited to hypertansion, heart failure, diabetes,
cerabral infarction, depression, and convulsions.

| Resident #7's most recent Minimum Data Sat
(MDS) with an Assessment Reference Date !
(ARD) of 10/16/2018 was coded as a quarterly
assessment, Resident # 7 was coded with a Briaf
Interview of Mental Status (BIMS) score of "14"

| out of possible 15 indicating no cognitive
impairment. Functional status for dressing and
persanal hygiene was coded as total dependence |
on staff. Functional status for eating was coded

as independent requiting set-up help only.

On 01/29/2019 at approximately 10:50 AM, the
i Resident was observed lying in bed awake with
the head of the bed elevated approximately 45
degrees. When asked about hospitalizations, the

FB23|

1
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| and understood, bed hold sent to hospital with
' resident Emergency contact [name] notifiad.

- Report called to [hospital] ER along with facility
| information, resident sent to ER via stretcher,

 policy, care plan, call report to hospital, notify
| social services, MD orders, notify BP or

Continued From page 21

Rasident confirmed he had been hospitalized
recantly.

On 01/30/2019, the nurse's notes were reviewed,
An excerpt of an entry dated 1216/2018 at 11:23
FPM documented, "transport to [hospital] ER
{emergency room) for eval of seizure activity,
Resident was told that he was going to hospital

122476, 18, 68, 88.0 of sat (oxygen saturation) 97
on room air,”

On 01/31/2019 at 9:50 AM, a copy of the
ombudsman netification was requested. The

Administrator stated, | can tell you: it wasn't

done.” A copy of facility policy regarding resident |
transfers was requestad, :

On 01/31/2019 at approximately 12:00 PM, a
paper entitled, "Hospital checklist for all resident
transfers® was received. The body of the
document contains the following checklist:
"Facesheel, hospital transfer form, bed hold

emergency contact, and notify DCS/unit
manager.”

On 01/31/2019 at approximalaly 8:15 PM, the
Administrator and DON wers notified of findings
and they offered no further documentation or
information,

2. For Resident #50, the facility staff falled to
notify the Ombudsman when transferred to

F 623

]
i
1
I
]

r

FORM ChE-2567(02-09) Pravious Verslons Obsolote Evert 10: MGZ1T

Facilily I VADORS

It continuation shest Paga 22 of 61




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

PRINTED: 02432019
FORM APPROVED
OMB NO. 0938-0391

| requiring encouragement or cueing from staff but
| no physical help from staff required.

- been hospitalized recently. .

' to obtain vitals. Resident remains A&O x 3 (alert

hospital on 12/16/2018.

Resident #50, a 69-year old male was admitted to
the facility on 11/08/2018. Diagnoses include but
not limited to congestive heart failure, diabetes,
end stage renal disease, dependence an renal |
dialysis, and muscle weakness,

Resident #50's most recent Minimum Dala Set
(MDS) with an Assassment Reference Date
{ARD) of 11/15/2018 was coded as a quarterly
assessmenl, Resident # 50 was coded with a
Brief Interview of Mental Status (BIMS) score of
"14" out of possible 15 indicating no cagnitive
impairment. Functional status for transfers,
dressing, and personal hygiene were coded as
requiring extensive assistance from staff,
Functional status for eating was coded as

On 01/28/2019 at approximately 1:00 PM, the
Rasident was observed in his room seated on the
side of his bed. When asked about
hospitalizations, the Resident canfirmed he had

On 01/30/2019, the nurse's notes were reviewead.
An excerpt of an entry dated 11/07/2018 at 5:20
AM documented, "EMT's (emergency medical
transport) arrived lo assist resident up from floor |
along with 3 staff members via hoyer lift. Unable

and oriented to person, place, and time) at
baseline, MD (medical doctor) paged. Waiting a
callback. Resident is his own RP (responsible
party). Resident sent to [hospital] for further
evaluation."
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On 01/31/2019 at 9:50 AM, a copy of the
ombudsman notification was requested. The
Administrator stated, "I can tell you; it wasn't
done." A copy of facility policy regarding resident
transfers was requestad.

On 01/31/2019 at approximately 12:00 PM, a
paper entitled, “Hospital checklist for all resident |
transfers” was receivad. The bady of the
document contains the following checklist:
"Facesheet, hospital transfer form, bed hold
policy, care plan, call report to hospital, notify
social services, MD orders, notify RP or ;
emergancy contact, and notify DCS/unit {
manager."

On 01/31/2019 at approximately 6:15 PM, the
Administrator and DON were notified of findings
and they offered no further documentation or
information.

3. For Resident #131, the facility staff failed to i
notify the Ombudsman when transferred to
hospital on 12/16/201 8,

Resident #131, a 71-year old mals was admitted
to the facility on 03/16/2016. Diagnoses Include
but not limited to hypertension, diabetes, end
slage renal disease, and difficulty walking.

Resident #131's most recent Minimum Data Set
(MD5) with an Assessment Reference Date i
{ARD) of 12/26/2018 was coded as a quarterhy
assessment, Resident #131 was coded with a
Brief Interview of Mental Status (BIMS) scora of
"15" out of possible 15 indicating no cognitive
impairment. Functional status for dressing and
personal hygiene was coded as total dependence
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| On 01/31/2019 at 9:50 AM, a copy of the

on staff. Functional status for eating was coded
as independent requiting set-up help only.

| On 01/28/2019 at approximately 4:45 PM, the
Hesident was observed lying in bed awake with
the head of the bed elevated approximately 45
| degrees. When asked about hospitalizations, the |
- Resident confirmed he had bean hospitalized
recantly.

Cn 01/30/2019, the nurse's notes were reviewed.
An excerpt of an entry dated 01/25/2019 at 9:33
AM documented, "Resident currently baing
transported to [hespital] per request of [residant] |
' via [ambulance service]. Alert and oriented x
2(person and place). Skin sweep completed.
Care, plan, SBAR (situation, background,
assessment, recommendation), transfer form,
bed hold and progress notes given to EMT
(emergency medical services).”

ombudsman notification was requested, The
Administrator stated, *| can tell you; it wasn't
done." A copy of facility policy regarding resident
| transfers was requested.

Cn 01/31/2019 at approximately 12:00 PM, a
paper entitled, "Hospital checklist for all resident
transfers" was received. The body of the
document contains the following checklist:

| "Facesheet, hospital transfer form, bed hold
policy, care plan, call report to hospital, notify 5
social services, MD orders, notify RP or
emergency contact, and notify DCS/unit
managar,”

On 01/31/2019 at approximately 6:15 PM, the

Administrator and DON were notified of findings

i
L
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§483.20(k) Preadmission Scraening for
individuals with a mental disorder and individuals
with intellactual disability.

§483.20(k}(1) A nursing facility must not admit, on
or after January 1, 1989, any new residents with:
(i} Mental disorder as defined in paragraph (k)(3)
(i} of this section, unless the State mental health
authority has determined, based on an
independent physical and mental evaluation
performed by a person or antity other than the
State mental health authority, prior to admission,
(A) That, because of the physical and mental
condition of the individual, the individual requires
the level of services provided by a nursing facility;
and

(B} If the individual requires such level of
sarvices, whether the individual requires
specialized services; or

(if) Intellectual disability, as defined in paragraph f
(k)}{3)i1) of this section, unless the State
intellectual disability or developmental disability
authority has determined prior to admission-

{A) That, bacause of the physical and mental

| condition of the individual, the individual requires
 the level of services provided by a nursing facility;
and

(B} If the individual requires such level of
services, whether the individual requires
specialized services for intellectual disability.

§483.20{k}{2) Exceptions. For purposes of this
i section-

L

Y ER HI
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and they offered no further documentation or
information.
F 645 | PASARR Screening for MD & ID F &45

F 645 PASARR Screening for MD &
1D |

I. Resident #80 did not have any
adverse effects in relation to not having
alevel 2 PASARR,

2. Social Services Manager/designee
conducted  a  Quality  Review  of
residents that triggered for needing a
level 2 PASARR Follow up was done
based on findings,

3, ED/Designee provided education to |
the Interdisciplinary Team (IDT) on :
regulation 645 with emphasis on level
2 screening,

| 4 Social Services Manager/designee (o
conduct Cuality Improvement
Monitoring of PASARR.  Monitaring
will be conducted 3 x weekly for 1
month, and then quarterly, as needed.
Findings to be reported 10 QAPI
Committee monthly and updated uas
| indicated for a period of | months for
| further compliance andfor revision,
JTD
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(i The preadmission screening program under
paragraph(k)(1) of this section need not pravide
- for determinations in the case of the readmission

| to a nursing facility of an individual who, aftar
being admitted to the nursing facility, was
transferred for care in a hospital.

| {if) The State may choose not to apply the

| preadmission screening program under |
paragraph (k)(1) of this section to the admission |
to a nursing facility of an individual-

(A) Who is admitted to the facility directly from a
hospital after receiving acute inpatient care at the
| hospital,

- (B) Who requires nursing facility services for the _
condition for which the individual received care in |
the hospital, and _
(C) Whose attending physician has certified, |
betfore admission ta the facility that the individual
is fikely to require less than 30 days of nursing
facility services,

§483.20(k)(3) Definition. For purposes of this
section- ,

(i) An individual is considered to have a memtal
disorder if the individual has a serious mental
disorder defined in 483.102(b)(1).

| {ii} An individual is considered to have an i
intellectual disability if the individual has an |
intellectual disability as defined in §483.102(b)(3)
or is a person with a related condition as
described in 435,1010 of this chapter.

| This REQUIREMENT is not met as evidenced
by

Based on staff interview, facility documentation
and elinical record review, the facility failed to
obtain a Level 2 PASARR far one rasident
(Hesident# 80) in the survay sample of 54
residents.

I H

i l
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. The Findings Include:

Resident #80 was a 62 yoar old who was

| seversly impaired cognition.

. may lead to a chronic disability, and has resulted

findings. The Administrator stated that the former |

Continued From page 27

admitted to the facility on 8/28/18. Resident #80's
diagnoses included Hypotension, Personal
History of Traumatic Brain Injury, Generalizad
Muscle Weakness, Seizures, Meurosyphilis,
Ostecarthritis, Prostate Cancer, Majar
Depressive Disorder, Anxiety Disorder, Cataracts
in both eyes, Type 2 Diabetes Mellitus, Retention
of Urine, Constipation, and Dementia with
Behavioral Disturbance.

The Minimum Data Set, which was a Quarterly |
Assessment wilh an Assessment Reference Date |
of 11/29/18, coded Resident #80 as having f

On 1/29/19 atl 11:30 AM., an observation was
conducted of Resident #80, who was in his bed,

On 1/30/19, a review was conducted of Resident
#80's clinical record, revealing a PASARR 1 that |
was completed on 8/1515. [t documented that
Hesident #80 had a serlous mental illness that

in functional limitations in major life activities, and
has required treatment more intensive than
outpatient care.

On 1/31/19 at approximately 4:00 P.M., the facility
Administrator (Employee A) was informed of the

social worker had not completed a lavel 2
PASARR, and further stated; “thal was ane of
the reasons that she no longer works here.*

Mo further information was received,

F 645

I
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CFR{a}: 483.21(b)(1)

§483.21(b) Comprehensive Care Plans
§483.21(b)(1) The tacility must develop and
implement a comprehensive person-centerad
care plan for each resident, consistent with the
resident rights set forth at §483.10(c){2) and
§483.10(c)(3), that includes measurable
objectives and timaframes to meet a resident’s
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensiva

assessmeant. The comprehensive care plan must |

| dascribe the following -

(i) The services that are to be fumished to attain |
. or maintain the resident's highest practicable

| rehabilitative services the nursing facility will

physical, mental, and psychosocial well-being as
required under §483.24, §483.25 or §483.40: and
(ii} Any services that would otherwise be required
uncler §483.24, §483.25 or §483,40 bul are not
provided due to the resident's exercise of rights

under §483.10, including the right to refuse '

treatment under §483.10{c){6).
(ili) Any specializad services or specialized

provide as a result of PASARR
recemmendations. If a facility disagrees with the
findings of the PASARR, it must indicate its
rationale in the resident's medical record.

{iv)in consultation with the resident and the
resident's representative(s)-

(A} The resident's goals for admission and
desired outcomes,

(B) The resident's preference and potential for |

future discharge. Facilities must document
whether the resident's desire to retumn o the
community was assessed and any referrals to
local contact agencies and/or other appropriate

Comprehensive Care Plan

|.Resident #144 and resident #51 had
no adverse reactions related to patient
care plan  implementation.
Resident #144 had a resident contered
implemented  to address
behaviors. Resident #51 had a person
centered  care  plan  developed
address behaviors,
2MDSCdesignee will  perform a
quality review of current residents to
ensure resident centered care plans are
developed and implemented addressing
behaviors  and and
communication deficit,
MDSC/designee will review care plans
lor measurable objectives to ensure
that these residents with dementia have
patient centered carc plans,

3. EDidesignee will re-educale 1DT
team on patient centered care plans
development and implementation.

4. MDSCidesignee  will  conduct
guality of care plans  of
residents with dementia and behavioral
needs 3 x week for | month, Cuality
improvement monitoring findings to be
reparted to the QAP Committee for a
period of 2 months for compliance
and/or revisions,

ATzme

centered

care  plan

Lo

dementin

review
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entities, far this purpose,

{C} Discharge plans in the comprahensive care
plan, as appropriate, in accordance with the
requirements sel forth in paragraph (c) of this

| saction,

This REQUIREMENT is not met as evidenced
by:

Based on stall interview, clinical record review
L and facility documentation the facility failed to

| develop and implement a comprehansive care
plan for 2 Residents (Resident #144 and #51) in a!
survey sample of 54 Residents,

1. For Resident # 144, the facility failed to
develop and implement a person-centered cara
| plan that addresses behaviors,

2. For Resident #51, the facility staff failed to
develop a cnmpmhenswa dementia care plan

i
The findings include:;

1. For Resident # 144, the facility failed 1o
develop and implement a person-centered care
plan that addresses behaviors.

| Resident #144 a 68 year old woman admitted (o
the facility on 12/29/2017 with diagnoses of but
not limitad to Bementia with Behavioral
Disturbances, Diabetes, and Hypertansion,
history of falls, Chronic Viral Hepatitis, and Mood |
Disorder. Resident last (Minimum Data Set)
MDS (screening tool) was an annual coded

| Resident as having a (Brief Interview of Mental
| Status) BIMS score of 3 indicating severe
cognitive impairment, i

On 1/29/19 this surveyor requested all Psychiatric
FORM CME-2567(02-09) Pravious Versions Obsolets Event ID; BIGZ 1 Facllity 10 vAODAS I continuation sheet Page 30 of 61
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! Psychological consults for this resident and | i
received a cansult dated 12/06/2018 stating that
Hesident #144 has " Past Psychiatric History of
Mood Disorder " " Diagnoses History - DM ||
[Type 2 Diabetes], Hyperlipidernia [high
cholesterol], HTN [hypertension], generalized
muscle weakness, Hep G+ [Paosilive for Hepatitis |
' C, Demantia, CVA [Cerebral Vascular Accident or |
Stroke] and Encephalopathy [a broad term for
diseases that affect cognitive functioning of brain]

On 1/29/2019 a review of the MDS for the years
from 2018-2019 was completed. The review

showed in only 1 {one) look back period did the :
MDS indicate any behavioral disturbance. ' -

On the 10/30/2018 MDS the E-200 was coded as
1-3 days Resident exhibited Physical Symptoms -
| kicking, scratching, hitting) 1-3 Days Verbal
 Symptoms - (threatening, yelling , cursing).

The E-100 saction entitled PSYCHOSIS for all
MDS's (including the one for 10/30/2018) codad
the Hesident as Z - None of the above - Indicating
| the Resident has had no Delusions or
Hallucinations.

In all but 1 (one) MDS screening the E-200- .
Behaviors section the Resident was coded as i
O=Beahavior NOT exhibited,

: During a clinical record review on 1/28/2019, the !
Care Plan was reviewed and found to have a i
FOCUS AREA for Behaviors stating “[Resident

#141's Name] has a potential behavior problem
t/t [related to] Dementia psychosis reaching for
iterns not there wandering, confusion, verbal and

| aggressions toward other residents refused cut i
i nails refused flu vaceine history of cursing, .
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- effectiveness. Dated 1/18/2019 Anticipate and

| Encephalopathy, Herpes Zoster, Diabetes, i
' Hypertension. Undar Goal it states the resident
| will display a decrease in behaviors of inadequate

Continued From page 31

argumentative, combative resistant to care
prefers to be left alone at times.

The Care Plan Goal Stated "The resident will |
have fewer episodes of (SPECIFY BEHAVIOR)
by review date." The Interventions on this Care
Plan state "Administer medications as ordered
Monitor/document for side effects and

meat the resident's needs. Dated 1/18/2019
Educate the (Residant's Name) / resident
representative on successful coping and
interaction strategies.*

The Care plan also stated under Focus [Resident
Mame] is on antipsychaotic therapy (SPECIFY
MEDICATION) rit Psychosis.

The Care plan also stated that [Resident Name)
has a potential for pain relatad to Metabolic

|

pain control [Specify- irritability agitation
restlessness grimacing, perspiring,
hyperventilation, greaning crying) through the
review date.

Linder INTERVENTIONS it stated Administer
analgesia (SPECIFY MEDICATION) as per
orders .Give 1/2 hour befare treatment or care |t
also states Evaluate the effectiveness of pain,
interventions (SPECIFY FREQUENCY) Review

| for compliance, alleviating of symptoms, dosing
| schedules and resident satisfaction,

During the end of day conference an 1/30/19 the
Administrator and the DON were made aware of
these issues and no further information was

F 656
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| 2. For Resident #51, the facility staff failed to
develop a comprehensive dementia care plan

Resident #51 was admitted on 08/15/2017 with
diagrioses that included but are not limited to
demantia.

Resident #51's care plan was reviewad during the
survey. The review showed a care plan focus
area refaled to dementia with an initiated date of
12/26/2018, However, the care plan was not
person centered and did not have measurable

| objectives. |
F 657 | Care Plan Timing and Revision F 657
85=D | GFR(s): 483.21(b)(2)(i)-(iii) i

H

I 657 Care Plan timing and Revision

§483.21(h) Comprehensive Care Plans . Resident 4 14 had no adverse
5§483.21(b)(2) A comprehensive care plan must reactions from remaining in facility
be- without care plan being updared with
'::1]' Developed within 7 days after completion of discharge planning. Resident 114 care
the comprehensive assassment.

(i) Prepared by an interdisciplinary team, that

plan  has been  updated to reflect

rielidias Butis not limited to. discharge planning decisions, Resident
(A) The attending physician, 734 had no adverse reactions from
(B) A registerad nurse with responsibility for the | remaining in facility without care plan
resident, . . o ' being  updated  with  code  status.
Egiigna:::lrae aide with responsibility far the : Resident #34 care plan has been

(D) A member of food and nutrition services staff. updated to reflect current code status,

(E) To the extent practicable, the participation of
the resident and the resident's representative(s).
An explanation must be included in a resident's

medical record if the participation of the rasident
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not practicable for the development of the
resident's care plan,

(F) Other appropriate staff or professionals in
disciplines as determined by the resident's needs
or as requested by the resident.

(liyReviewed and revised by the interdisciplinary
team after each assessment, including both the

assessments.
This REQUIREMENT is not met as evidenced
[ by:

Based on observation, staff interview, resident
| interview, facility documentation review and
| clinical record review, the facility staff failed to 1)
revise a care plan to include discharge planning
regarding independent living for Resident #14,
and 2} failed to revise the care plan with the
correct cading status for Resident # 34. The
survey sample consisted of 54 residents,

The Findings included:

comprehensive and quarterly review |

1) For Resident 114, the facility staff failed to
revise a care plan to include discharge planning
regarding independent living for Resident #14.

Hesident #14 was a 57 year old who was
admitted to the facility on 11/717. Resident #14's
diagnoses included Encounter for Attention to

| Tracheostorny, Iron Anemia, and Unspecified
Vitamin Deficiency,

The Minimum Data Set, which was an Annual
Assessment, with an Assessment Hoference
| Date of 10/24/18 was reviewed. Resident #14
! was coded as having a Brief Interview of Mental
| Status Score of 14, indicating that he was

2. S5DMDSCldesignee will perform a
quality review of all resident’s care
plans (o ensure thal code status
preferences and discharge plans are
accurate and up to date,

3. EDVdesignee will re-educate SSD
and MDSC on revising care plans with
discharge planning code slatus,

4. S5IYMDSCidesignee will perform
quitlity audits to ensure revisions are
made Lo resident’s care plans regarding
discharge planning and code status 3 x
week  for | month. Cuality
improvement monitoring findings tw be
reported to the QAPI Committee for a
period of 2 months for compliance
andfor revisions.

Jfrzolg
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independent in decision making ability.

On 1/29/19 at 12:18 P.M., Resident #14 statad
with difficulty (due to a trachea) that he "was
independent and did not need to live hera.* He , .
stated that he wanis to move to his own |

apartment, or to an assisted living apartment. He |
further stated that he had requested discharge
assistance from the previous social worker, and
that "she didn't know what she was doing.” He
stated that he had been "ready to leave for

| manths."

Cn 1/29/19 at approximalely 1:00 P.M., an
interview was conducted with the current sacial
worker, She stated that she hasn't worked with
| the residents yet because she is still in

| orientation, and “cleaning up the office”. She !
stated that the last social worker “left abruptly”. In
addition, the care plan was reviewed, It did not
contain any community discharge planning
dacumentation,

1 On 1/31/19 at approximately 4:00 P.M., the facility
Administrator (Employee A} was infarmed of the
findings. No further information was received.

2. For Resident #34, the facility staff failed to
revise the care plan with the correct coding
slatus, Resident #34 was a Do Not Resuscitate
(DNR) however, on the care plan Resident #34
was a full code,

: Resident #34 was admiltad to the facility on
UB/16/2018. A review of Resident #34's clinical
record was conducted during the survay,
Resident #34's care plan, revised on 09/04/2018,
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read that Resident #34 was a full code, However,
an "Advance Directives Discussion Document®
dated 01/15/2019 showed that Resident #34 was
a DNR. The "Advance Directives Discussion
Document” was signed by Resident #34's Power
of Attorney. In addition, a physician order dated
01/15/201 9 read that Residant #34 was a DNAL

- On 01/31/2019, an interview was conducted with
the Unit Manger Licensed Practical Nurse (LPN)
N. LPN N stated that usually everything is
updated the same day.

!

| The facility provided no further information.

F 658 | Services Provided Meet Professional Standards | F 658
55=6G | CFRA(s): 483.21(b) (341

§483.21(b)(3) Comprehensive Care Plans

The services provided or arranged by the facility,
as oullined by the comprehensive care plan,
must-

(i) Meet professional standards of quality.

This REQUIREMENT s not met as evidenced

by
' Based on staff interview, clinical record review Past noncompliance: no plan of
and facility documentation the facllity failed 1o carrection required.

provide care in accordance with accepted
standards of practice for 1 Resident (Resident
#144} in a survey sample of 54 Residents,

For Resident # 141, the facility failed to clarify an |
ambiguous order from a physician resulting in an
overdose of Xanax and subsequent harm,

| The findings include:

Resident #141 a 38 year old man admitted to the

FOAHM CMS-2567{02-09) Pravious Versions Obsckela Ewvent ID: BIGZ11 Faclliny 10: VA0Ias If continuation shest Page 36 of 61




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

PRINTED: 02413/2019
FORM APFROVED
OMB NO. 0938-0391

A BULDING

485327 B, WING

STATEMENT OF DEFICIENCIES (A1) PROVIDERSUPPLIE RIGLIA %2} MULTIPLE CONSTRUGCTION
AND PLAN OF CORRECTION IDENTIFICATION MUMBER:

(¥3) DATE SURVEY
COMPLETED

C
01/31/2019

MAME OF PROVIDER OR SUPPLIER

ENVOY OF WESTOVER HILLS

4403 FOREST HILL AVENUE
RICHMOND, VA 23225

STREET AMIAESS, CITY, STATE, ZIP CODE

PREFI¥
TAG

am |

SUMMARY STATEMENT CF DEFICIENCIES |
IEACH DEFICIENCY MUST BE PRECEDED BY FULL !
REGULATORY OR L5C IDENTIFYING INFORMATICN)

i PROVIDER'S PLAN OF GORRECTION | m
PREFIX {EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE

DEFICIENCY}

F 658

i impairment.

10/3/2018. He had an MR the previous week at

| panic disorder {sudden, unexpected altacks of

; of Xanax 2 MG each for a total of 4 MG of Xanax.

Continued From page 36

facility on 11/15/2017 with diagnoses of but not
limited to Schizoaffective disorder, altered mental
status, Dysphagia, cognitive communication
deficit, anemia, COPD, Major depressive
disorder, Respiratory failure, Faisoning by
Benzodiazepines accidental unintentional squeala.
Resident # 141's most recent (Minimum Data
Set}) MDS (a screening toal) coded Resident as
having a (Brief Intarview of Mental Status) BIMS
score of 10 which indicates moderate cognitive

On 1/30/2019 a clinical record review was
conducted and it was found that Resident #141
had an appointment at the hospital for an MRl on

the same hospital on 9/26/1 8.

The Resident had an order for Xanax* 2
(Milligram) MG pa {by mouth) prior to MR at 1
PN on 09/26/2018 and Xanax 2 MG prior to MRI
at 8 AM on 10/3/2018. May take a 2nd pill if
needed,

*Xanax is used to treat anxiety disorders and

extrema fear and worry about these attacks),
Xanax is in a class of medications called
benzodiazepines. It works by decreasing
abnormal excitement in the brain,

According to the Narcotic Count sheet 1 (one) pill
(2 MG) was signed out on 09/26/2018 pricr to

MRI appointment. On 10/3/2018 prior to the MRI !
appointment the Resident was given 2 (two) pills

According to the hospital documentation the
Resident was taken to the hospital by medical

F 658
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transporl and was sent back to the facility
because he did not nead another MR,

According to Nurses Notes dated "10/04/2018 at
11:10 Resident went out to appt this AM and
returned from appt as coming in bacama |
| unresponsive sternal rub slow to respond, BS
[blood sugar] 96. O2 [Oxygen] was placed on
resident at 2 (Liters per Minute) LPM (nasal
cannula) at 98% Resident was assessad by
Nursing staff code called. 911 activated arrived at |
the time of incident to pick up another resident for |
appt they resumed over resident 0 CPR initiatad
dt resident having pulse and respirations.
Resident transported to (hospital name) for eval, !
MD aware RP (RP Name) aware was coming in
to facility a time. Bed hold renewed."

According to hospital record on 10/03/201 8
Resident #141 a "38 year old male with
developmental delay, Schizoalfective disorder,
admitted to the [CU [Intensive Care Unit]
intubated [artificial airway placed to provide i '
| oxygen for patient unable to breathe '
spontaneously] The story is not very clear sounds
as though he was sent her from his NH [Name of
Facility] for a head GT. In arder to tolerate the
scan was given 4 MG of Ativan [wrong medication |
entered should have been Xanax] prior to '
transport, On arrival was told he did not need the
t €T as he had just had an MBI last week {for
which 2 MG of Ativan was given) [again
medication should have said Xanax] EMS came i
to pick him back up and bring him back to his NH
and he was noted to be lethargic. There is some
report that & sheet (?) had to be tied around him,
At some point started to become cyanotic and
braught back to the ER [emergency room] where |
| he was intubated for airway protection. Not long
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after this he started to wake up and follow
commands so was extubated [tube removed] in
the ER, However within 15 minutes of extubation

' was once again obtunded and reintubated. Is now
in ICU on vent and unable to provide and
subjective history.” The Resident was admitted 1o
the: hospital with an admitting diagnosis of i |
| accidental overdose of Xanax, |

The Resident was discharged fram the hospital
on 10/8/2018 and returned to the facility. !
According to Perry & Patler Sth edition chapter 32
box 32-5 entitled "Steps lo take to Prevent
Madication Errors"

i Box 32-4 Steps To Take to Prevent Medication
Errors i

o Prepare medications for only one patient at a

| time,

o Follow the six rights of medication
administration,

0 Ba sure to read labels at least 3 times
[comparing medication administration record
[MAHR] with label) before administering the
medication,

0 Use at leas! two patient identifiers and review
the patient's allergies whenevar administering a
rmedication,

| 0 Do not allow any other activity to interrupt
administration of medication to a patient (e.g.,
phone call, pager, discussion with othar staff)
(Hopkinson and Jennings, 2013),

| @ Double check all calculations and other high
risk medication administration processes (e.q.,
patient-controlled analgesia, heparin, Insulin} and
verify with another nurse. ,
o Do not interpret illegible handwriting; clarify with . . {

FORM CME-2557(02-88) Pravious Varsions Obsolota Event ID: 816211 Faciiity I0: VAQOBS If confinuation shest Page 39 of 61




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

PRINTED: 02/13/2019
FORM AFFROVED
OMB NO. 0938-0391

health care provider.
o Question unusually large or small doses,

On 1/31/2018 an interview was conducted with

' the DON who stated she was not present al the
time of the incident howevar she felt in her
opinion whoaver took or lranscribed the order
should have had it clarified the order had no
parameters to show when 1o give the secand pill
it only stated "May give second pill if necessary.”

DON was asked if 4 MG was a usual dose of
Xanax for anxiety for a Resident prior to a
procedure, She stated that it seemed fike a high
dose,

She further stated that in her oplnion as an RN
and a DON an accidental overdose resulting in
being inlubated and hospitalized in the ICU for 5
days constituted harm.

On 1/31/2018 in an interview with the

when | wrote in the FRI sustained no harm, of

| course he was harmed by the administration of

- the medicine and had to be intubated but | mean
thera were not lasting effects fram it.

NOTE: This investigation is the result of a
{Facility Reported Incident) FRI submitted to the
OLC on 10/08/2018. The FRI statad that "On
10/03/2018 Resident #141 was administered and
| extra dose of Xanax prior to a procedure. He

| was sent fo the hospital and admitted. He
suffered no harm as a result of the incident and
has since returned fo the facility and is doing
wall."

The facility Administrator stated that they had

Administrator she slated "1 meant no lasting harm
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self-identified the deficient practice prior to survey
and presented the survey team with a Plan of
Correction and requested a consideration for Past
Mon-Compliance, which is as follows:

1. Hesident #141 no longer resides at the facility
2. DON/Designee conducted a Quality Review of
Physician orders to ensure medication
administration transcription to the Medication
Administration Record (MAR) is corract.

3. DON/Designee provided re-aducation to
licensed nurses.

4. DON/Designee to Quality improvement
maonitoring on all physician orders

5. Date of compliance 10/30/18

Past non-compliance

Chuality of Care
GFR(s): 483,25

| § 483.25 Quality of care

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

This REQUIREMENT is not met as evidenced
by

Based on cbservalion, resident interview, staff
interview, facility documentation, and clinical
record review, the facilily staff failed to act upon
| pharmacy alerts for # 9, failad to ensure the

- provision of care in accordance with resldent's

| cheice for # 14 in a survey sample of 54

| Residents.

| otcome

F 658

F 884| £ 684 Quality of Care
1. Resident #9 had no adverse outcome
to not addressing  pharmacy  alert,
Resident  #9  provider  addressed
pharmacy alerl, with no new orders.
Resident #14 has had no  adverse
being in a less
| restrictive environment, Resident 414
has mel with social services director to
address discharge planning.

2, The DOMN/designee conducted a
Quality monitoring review ol current
resident’s pharmacy alerts to ensure
they have heen addressed, The
SSDVdesignee  conducted a  quality
monitoring review of current resident’s
discharge planning is current.

Loy notl
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1. For Resident # 9, the facility failed to act an
{ Pharmacy alerts for medication interactions,

2. For Resident # 14, the facility staff failed to
ensure the provision of care in accordance with
the Resident's choice to live in a less restrictive
environmant.

- The findings include;

1. For Resident #9 the facility failed to act on

| pharmacy alerts of medications that were

incompatible.

Resident #9 is a 50 year old woman admitted to
the facility on 7/11/2018 with diagnoses including
but not limited to {(Human immunodeficiency

Anemia, Reflux, Psychosis not due to a
substance or known physiological condition,
polyneuropathy, hypertension, Herpes Viral
Infection, right side hemiplegia (right sided
weakness) and atrial fibrillation,

Areview of clinical record on 1/30/2010 showed
that on 1/18/2019 at 19:11A the nurses notas

! read

Note Text: The order you have entered

Zoloft Tablet 50 MG [Milligrams) (Sertraline HC)
Give 1 tablet by mouth one time a day related to
Major Depressive Disorder, Recurrent
Unspecified (F33.9)

Has triggered the following drug protocol
alerts/warnings.

Disease) HIV, Dysarthria, contractures right hand, |
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3. DON/designee  will re-educate
nursing staff on pharmacy alerts are
addressed. Elvdesignee  will

educate staff on discharge planning,
4.DON/designee will conduct quality
menitoring to ensure pharmacy alerls
are addressed to identity any drug to
drug interaction messages 3 x week for
I month,  SS5D¢designee will conduct
quality monitoring to ensure discharge
planning is current 3 x week for |
maonth, Quality  improvement
monitoring lindings to be reported 1o
the QAPT Committee for a period of 2
months compliance  and/or
revisions,

DOC, 37172019

Ne=
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Drug to Drug Interaction

The system has identified a possible drug
interaction with the following orders.

| Metoprolol Tartrate Tablet 25 MG

Give 25 MG by mouth avery 12 hours for HTN

SEVERITY: Moderate

Interaction: Plasma concantrations and ;

pharmacologic effects of Metoprolol Tartrate !

' Tablet 25 MG may be increased by Zoloft Tablet

| 50 MG. The clinical signilicance of this

interaction is unknown,

Tramadol HCL Tablet 50 MG '
Give 1 tablet by mouth at bedtime related to
chronic pain (G 89.29)

SEVERITY: SEVERE

Interaction: Coadministration of Tramadol tablet
50 MG and Zoloft Tablet 50 MG may be
associated with an increased risk of serotonin
syndrome and possibly increase risk of seizures,

i According to Physicians orders Resident #9
Resident also has order for Sertraline (ZOLOFT) I
100 mg at bedtime as well as the order for 50 MG
during the day.

Resident also has a PRN (as needed) order for |
| Tramadol| 50 MG 1 tablet every 6 hours as

' needed for pain, As well as the routine Tramadol
i al bedtime.

In an interview with DOM when askad what nurse
should do when pharmacy alerts come up she .
stated that the MD should be notified to decide if | [
they want lo change orders or keep them tha
same. There was no evidence that the nurse
 natified the MD.

i I
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| turther information was provided.

| Resident #14 was a 57 year old who was

! with difficulty (due to trachea) that he “was

| The Minimum Data Set, which was an Annual
| Assessment, with an Assessment Reference

Continued From page 43

On 01/31/2019 during the end of day meeting the |
Administrator and DON were made aware and no |

2. For Resident # 14, the facllity staff failed to
ensure the provision of care in accordance with
the Resident's choice to live in a less restrictive
aenviranment.

admitted to the facility on 11/7/17. Resident #14's
diagnoses included Encounter for Attention 1o
Tracheostomny, ron Anemia, and Unspecified
Vitamin Deficiency.

Date of 10/24/18 was reviewed. Resident #14
was coded as having a Brief Interview of Mantal
Status Score of 14, indicating that he was
indepandent in decision making ability.

On 1/28/19 at 12:19 P.M., Residerit #14 statad

independent and did not need to live here." He |
stated that he wants to move to his own
apartment, or 1o an assisted living apartment. He
further stated that he had requested discharge
assistance from the previous social worker, and
that "she didn't know what she was doing." He
stated that he had been “ready to leave for
months.”

On 1/2819 at approximately 1:00 P.M., an
Interview was conducted with the current social
worker, She stated that she hasn't worked with
the residents yet because she is still in
orientation, and *cleaning up the office". She

stated that the last social worker "left abruptly”. In

F 684
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addition, The care plan was reviewed. It did not
cantain any community discharge planning
docurnentation,
|
On 1/31/19 at approximately 4:00 P.M., the facility ?
Administrator (Employee A) was informed of the f !
findings. No further information was received. : ’
Provision of Medically Related Social Service F 745! F745 provision of Medically Related
CFR{s): 483.40(d) Social Service

§483.40(d) The facility must provide
medically-related social services to attain or
rmaintain the highest practicable physical, mantal
and psychosocial well-being of each resident.
This REQUIREMENT is not met as evidenced
by

i Based on observations, Resident interviow, staff
interviews, clinical record review, and facility
documentation, the facility staff failed to provide
soclal services for one Resident (Resident #131)
in a sample size of 54 residents,

The findings include:

Resident #131, a 71-year old male was admitted
to the tacility on 03/16/2016. Diagnoses included
but are not limited to hypantension, diabates, and
stage renal disease, and difficulty walking.

Resident #131's most recent Minimum Data Set
(MDS) with an Assessment Reference Date
(ARD) of 12/26/2018 was coded as a quarterly
assessmant. Resident #131 was coded with a
Brief Interview of Mental Status (BIMS) score of
*15* out of possible 15 indicating no cagnitive

| impairment. Functional status for dressing and
personal hygiene was coded as total dependence

1. Resident #1531 had no adverse effect
from not having a social worker 1o help
with his community relations with his |
gr=wila, ,r
2. EDVdesignes conducted a Quality
Review of current residents to ensure
that there psychosocial needs are being |
met. Follow up was done based on
findings. !
3. Edesignee provided re-education
to social services on regulalion F743
with emphasis on psychosocial needs,
4. ED/designee to complete Quality
Improvement monitoring to  ensure
psvchosocial needs are being  met
bonitoring  will be conducted 3 x
weekly  for | month, and then
guarterly, as needed. TFindings to be
reported to QAPD Committee monthly
and updated as indicated.

5. Date of compliance: 3/17/19

on staff. Functional status for eating was coded
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| range 12/22/2018 to 01/29/2019 were reviewed,

; documented up to the first day of survey on

as independent requiring set-up help only,

On 01/29/2019 at 4:45 PM, the Resident was
observed lying in bed awake in a hospital gown
with the head of the bed elevated approximately
45 degrees. When asked if the Resident has
seen a social worker since arriving at the facility,
the Resident stated "no.* The Resident went on to
list his psychosocial needs associated with his
living/financial arrangements, marital status, and
obtaining personal items from home, including his
clothes and his wheslchair,

On 01/30/2019, the nurse's notes with a date

A social services note dated 12/22/29018 at 3:35
P documented, "Social Services aftempted to
meet and complete admission paperwork but the
resident stated that he was in too much pain.
Saocial Services expressed that she understood
and would come back at a later date.” No
subsequent social services notes were

01/28/2019,

On 01/30/2019 at 11:20 AM, an interview with i

cerlified nursing assistant, CNA B, was
conducted. When asked about the Resident's
personal ilems, CNA B slated, "He doesn't have
much clothes,”

On 01/31/2019 at 9:45 AM, An interview with
Employee F, the social worker, was conducted,
When asked about Resident #131, Employes F
stated, | have been here 7 days and | have no
information about [resident namea].”

On 01/31/2019 at approximataly 4:40 PM, the
Administrator provided a timeline of sacial worker i
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staffing. One social worker term of employmant
was 0B/30/2018 - 01/03/2019. A subsequent
social worker's employment term was 01/02/2019
- 01/26/2019. The current social worker's first day
of work was 01/23/2019,

1 On 01/31/2019 at approximately 6:20 PM, the

| Administrator and DON were nofified of findings | 755 Phammacy Services/ Procedures/
of lack of social services for this Resident and | . Pharmacist/Records
they offered no further documentation or { 1. Expired heparin flushes observed in
information, medication  room  was  discarded
F 755 | Pharmacy Srves/Procedures/PharmacistRecords F 755 1292019,  There were no adverse
s5=0 | CFR(s): 483.45(a)(b){1}-(3) reactions noted from the presence of
| §483.45 Pharmacy Services the flughes. — !
The facility must provide routine and emergency 2. As all medication storage rooms
drugs and biologicals to its residents, or cbtain have the potential to be affected, the
them under an agraement described in . DONfdesignee  conducted  quality

§483.70(g). The facility may parmit unlicensed
personnel to administer drugs if State law
permils, but only under the general supervision of

monitoring on all medication rooms to
ensure ne expired medications existed,

a licensed nurse. 3 DON/designee  will  re-educate
licensed nursing  staff on  quality
| §483.45(a) Procedures. A facility must provide monitoring of medication rooms to

pharmaceutical services (including procedures
that assure the accurate acquiring, receiving,
dispensing, and administering of all drugs and

ensure the absence of and discarding of
expired medications.

biclogicals) to meet the needs of each resident. 4. DONidesighee will conduct quality |
| monitoring  rounds i medication
§483.45(b} Service Consultation. The facility rooms  to  ensure oo expired

must employ or obtain the services of a licensed

beTECa medications exist 3 x weekly for |
phar -

manth, Caality  improvement
. §483.45(b)(1) Provides consultation on all monitoring findings o be reported to
| aspects of the provision of pharmacy services in the QAPI Commitiee for a period of 2
the facility. i months  for  compliance  andfor
revisions,
483.45 Establishes a system of records of
8 (b)) ¥ DOC: 3/17/2019
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receipt and disposition of all controlled drugs in
suflicient detail to enable an accurate
reconciliation; and

§483.45(b}{3) Determines that drug records are in
order and that an account of all controlled drugs |
Is maintained and periodically reconciled,

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview the facility
staff failed to ensure expired medications were
not available for use on 1 of 2 sampled
medication rooms. In the wing 2 medication
room a heparin flush that had an expiration date
on 10/31/2018 was available for use.

' The findings included:

On 01/29/19 at 01:06 PM an observation was
made of the wing 3 medication room with '
' Licensed Practical Nurse (LPN) M. The

- observation showed a heparin flush with an
expiration date on 10/31/2018, LPN M agread
that the heparin tlush should have been
discarded after the expiration date.

| The Tacility provided no further information.,
F 756 | Drug Regimen Review, Report Irregular, Act On F 756 “ ; ;
F 756 Drug Regimen Review, Report
= CF . 3. 2104 =

85=0 R(s): 483.45(c)(1) @) 15) irregular, Act on

§483.45(c) Drug Regimen Review. 11, Resident  #51 hhd. no  adverse
§483.45(c)(1) The drug regimen of each resident reactions from not having pharmacy
| must be reviewed at least once a month by a medication regimen review  signature

licensed pharmagist. in December 2018, A medication

" . AT qy Led, fith new
§483.45(c)(2) This review must include a review regimen wias condueted, with no

of the resident's medical char, | recommendations made.

I
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§483.45(c)(4) The pharmacist must report any
irregularities to the attending physician and the
facility's medical directar and director of nursing,
and these reports must be acted upon.

(i) Irregularities include, but are not limited to, any
drug that meets the criteria set forth in paragraph
{d) of this section for an unnecessary drug.

(ii} Any irregularities noted by the pharmacist
during this review must be documented on a
separate, written report that Is sent to the
attending physician and the facility's medical
director and director of nursing and lists, at a
minimum, the resident’s name, the relevant drug,
and the irregularity the pharmacist identifiad.

(iii} The attending physician must document in the
resident's medical record that the identified
irregularity has been reviewed and what, if any,
action has been taken to address it If there is to
be no change in the medication, the attending
physician should dacument his or her rationale in
the resident's medical record.

§483.45(c)(5) The facility must develop and
maintain policies and procedures far the manthly
drug regimen review that Include, but are not
limited 1o, time frames for the different steps in

| the process and steps the pharmacist must take
when he or she identifies an irregularity that
requires urgent action to protact the resident,
This REQUIREMENT is not met as evidenced
by

Based on staff interview, clinical record reviaw,
facility staff failed to ensure a Medication
Regimen Review was completed for one resident
(Resident # 51) in a sample of 54 residents.
Residant #51, Medication Review Regiman far
the month of December was not complatad.

The findings include;

L

2. DON/designee conducted quality
monitoring review o ensure current i

residents  have had &  medication
regimen review,

3. DONidesignee  will  re-educate
pharmacy  consultant  on ensuring

residents receive medication regimen
review monthly and the log is signed.
4. DON/designee will monitor the
review of medication regimen review
are conducted monthly for 2 months,
Quality  improvement monitoring
findings to be reported to the QAPI
Committee for a period of 2 months for
compliance and/or revisions.
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Resident #51 was admitted on 08/15/2017 with
diagnoses that included but are not limited to
dementia.

A review of Resident #51's clinical record was
conducted during the survey. The review showed
that Hesident #51's Medication Aegimen Review
for the month of December 2018 was not
completed by the pharmacist,

On 01/31/19 at approximately 06:00 PM, the

be decumenting Medication Regimen Reviews on
the yellow Medication Review Regimen form.

' The facility provided no further information.
Free from Unnec Psychotropic Meds/PAN Use
CFR(s): 483.45(c){3)(e)(1)-(5)

§483.45(e) Psychotropic Drugs.

§483.45(c)(3) A psychotropic drug is any drug that
affects brain activities associated with mental

| processes and behavior. These drugs include,
but are nat limited to, drugs in the following
categories;

(i} Anti-psychotic;

(i) Anti-depressant:
(i) Anti-anxlety; and
(iv) Hypnotic

Based on a comprehensive assessment of a

| resident, the facility must ensure that-—--

§483.45(e}{1) Residents who have not used
psychotropic drugs are not given these drugs
urless the medication is necessary to treat a
specific condition as diagnosed and documented

Director of Mursing stated that pharmacist should |

:

F 756

F F 758 TFree [from  unnecessary

psychotropic meds/PRMN use

I. Resident #144 and #31
adverse effects relaied o psychotropic
medication  not  having
Resident #51 has been discharged from
Resident #144 has been

had no
dingnaosis,

the [acility.
stable, and medication is discontinued.
2. Az all resident
antipsvehotic  medication
potential to be aflected, a quality
medication review will be conducted
for those residents currently receiving
antipsychotic  medications  to ensure
proper diagnosis for medications,

receiving
have the
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in the clinical record;

§483.45(e)(2) Residents who use psychatropic
drugs receive gradual dose reductions, and
behavicral interventions, unless clinically

i contraindicated, in an effort to discontinue these
drugs;

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

are limited to 14 days. Except as provided in '
- §483.45(e)(5), if the attending physician or

| prascribing praclitioner believes that it is
appropriate for the PRN order to be extended
beyond 14 days, he or she should document their
rationale in the resident's medical record and
indicate the duration for tha PRN ordar.

| §483.45(8){5) PRN orders for anti-psychotic
drugs are limited to 14 days and cannot be
renewed unless the attending physician or
prescribing practitioner evaluates the resident for |
the appropriatenass of that medication.
This REQUIREMENT is not met as evidenced
by

Based on staff interview, clinical record review
and facility documentation the facility failed to
ensure two residents were free from unnecessary
antipsychotic medications (Resident #144 and
Resident #51) in a survay sample of 54
' Residents.

1. For Resident # 144 the facility failed to prevent

§483.45(e)(4) PRN orders for psychotropic drugs |

unnecessary medication specifically

3. RDCS/designee  will re-educate
MDs, NPs, and nursing management
staff on ensuring proper diagnosis for
anlipsyvchotic medication use.

4, DON/designee will conduct quality
moniloring of residents ordered to have
antipsvchotic  medications  will  he
reviewed  weekly to ensure proper
iiagnosis for those residents receiving
antipsychotic medications for 1 month.
Quality  Improvement  monitoring
findings will be reported to (QAP)
Committee monthly for a period of 2
months for further compliance and/or
revision.

31720109
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antipsychotics to a resident (Resident #141) who .
does not have a diagnosis 10 support the use of
anti-psychotics.

2. For Hesident #51, the facility staff failed to
have an appropriate diagnosis for the use of .
Risparidone.

The Findings Include:

Resident #144 a 68 year old woman admitled to
the facility on 12/28/2017 with diagnoses of but
nat limited to Dementia with Behavicral
Disturbances, Diabetes, and Hypertensian, '
history of fall, Chronic Viral Hepatitis, and Mood |
Disorder. Resident last (Minimum Data Set)
MDS (screening tool) was an annual coded
Resident as having a (Brief Interview of Meantal
Status) BIMS score of 3 indicating sevara
coghitive impairment,

On 1/28/2019 during a clinical record review It
was noled that Resident #144 was taking the
antipsychotic medication Seroquel 25 (milligrams) .
MG twice a day and Seroquel 50 MG at bedtime. |
The Resident's diagnoses include Dementia with |
Behavioral Disturbance and Mood Disorder,
neither of which support the use of Anti
Psychotics.

- On 1/29/19, this surveyor requested all
Psychiatric / Psychological consults for this
resident and received a consult dated 12/06/2018 |
stating that Resident #144 has " Past Psychiatric |
- History of Mood Disorder NOS [Not Otharwise
Specified] " Diagnoses History - DM Il [Type 2
Diabeles], Hyperlipidemia [high cholesterol], HTN
[hypertension], generalized muscle weakness,
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Hep C+ [Positive for Hepatitis C], Dementia, CVA |
[Cerebral Vascular Accident ar Stroke] and
Encephalopathy [a broad term for diseases that
affect cognitive functioning of brain]."

On 1/29/2019 a review of the MDS for the year
from 2018-2019 in only 1 (one} look back period
does the MDS indicate any behavioral

: disturbance.

On the 10/30/2018 MDS the E-200 was coded as |
1-3 days Resldent exhibiled Physical Symptoms - |
{ kicking, scratching, hitting) 1-3 Days Varbal
Symploms - (threatening, yelling , cursing).

in MDS Section E-100 - PSYCHOSIS for all
evaluations (including 10/30/2019) Residsnt #144
was coded as Z - None of the above Indicating |
the Rasident has had no Delusions or
: Hallucinations.

In all but 1 {one) MDS the E-200- Behaviors
saction the Resident was codad as 0=Behavior |
MOT exhibited. |

A copy of original order for Seraquel which was
dated 10/25/2018 was reviewed. The Order
Summary States "Quetiapine Fumarate [generic
name for Seroqual] 256 MG Give 1 tablet by maouth
| two times per day. Related to Mood Disorder due
: to known physiological condition with depressive
features.”

On 1/30/2019 tha DON was asked about use of
Antipsychotics in Dementia patients and she
stated she was aware of the black box warning
for use with Dementia patierts. She also stated
she was aware that Resident #141 had a
diagnosis of Mood Disordar which was not a
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diagnosis for using an anti-psychotic.

On 1/31/19 during the end of day conference the
Administrator was made aware and no further
infarmation was provided, ]

2. For Resident #51, the facility staff failed to
have an appropriate diagnosis for the use of
Hispetidane for a resident that has dementia. i

| The findings include

Hesident #51 was admitted on 08M 5/2017 with ]
diagnoses that included but are not limited to
dementia, A Minimum Data Set with an
Assassment Reference Date of 11/15/2018
coded Resident #51 as cognitively intact,

Resident #51's physician orders were reviewed
during the survey . The physician orders showed
an order dated 01/28/2019 that read that f
Resident #51 was to get a 1 milligram tablet of
| Risperidone at bedtime for "mood."

Risperidone has a boxed warning for people with
dementia. According to medlineplus.gov:
"Studies have shown thal older adults with |
demeantia (a brain disorder that affects the ability |
to remember, think clearly, communicate, and
perform daily activities and that may cause
changes in mood and personality) who take
antipsychotics (medications for mental iliness)
such as risperidone have an increased risk of
death during treatment. Older adulls with
dementia may also have a greater chance of

. having a stroke or ministroke during treatment.

| Tell your doctor and pharmacist if you are taking
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furcsemide (Lasix).
i Risperidone is not approved by the Food and
| Drug Administration (FDA) for the treatment of { I 760 Residents are free from
behavior problems in older adults with dementia. _ | significant medication error
Talk to the doctor who prascribed this medication | | 1. Resident #80 had no adverse
if you, a family member, or someone you care for reactions from not having BP checked
has damentia and is taking risperidons. for ordered PEN medication. The MD
F 760 | Residents are Free of Signifizcant Mad Errors F 760 . L "
55-G | CFR(s): 483.45(f)(2) and ‘ EP  were made aware and
medication Wils discontinyed,
The facility must ensure that its- - Resident #80 has had no adverse
5489_..45][1‘}[2} Hesidents are free of any significant reactions or change of condition.
medication errore. 20 As any :'uwi‘d nt is oat risk  for
This REQUIREMENT is not met as evidenced e o8 Y fthge Ak R
by significant medication errors, a quality
i Based on staff interview, clinical record review review will be conducted on all current
-and facility documentation the facility failed to medication orders 1o ensure proper
- ansure two Residents were free from significant | assessments  are  performed  to
medication error in a survey sampla of 54 ; - Tt e r
Residents. i IR administration 0
medications
1. For Resident # 141 the facility failed to ensure 3. DON/designee  will  re-educate
Resident received praper dose of medication [ licensed  nursing  staff  to assess
causing g[gnlficgnt medfcatmn arror and harm { resdants with idlication 1
rasulting in Aesident being hospitalized and U liinias : :
intubated and placed on Ventilator, a JI'IJ.r]IIhLIH momn paramefers per :
rhysician orders, |
2. For Hesidant #80, the facility staff repeatedly 4. DON/designee will conduct quality
failed for 90 opportunities (30 consecutive days medication review 3 % week for |
| times avery 8 huurs]{. tq ensure physician-ordered manth to ensure residents are free from
| blood pressure monitoring for a PRN {as needed) o o IN—
low blood pressure medication (Midodrine). :‘:J\I_-_'_]lIHCd['I[ 1an teation ereor. Qualiry
improvement findings Lo be reported to
QAPI Committee monthly for a period
i The findings include: of 2 months for further compliance
Z i p | andfor revision,
| 1. For Resident # 141 the facility failed to ensure | g
| o T B,
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Resident received proper dose of medication |
causing significant medication error and harm
resulting in Resident being hospitalized and
intubated and placed on Ventilator.

Hasident #141 a 38 year old man admitted to the
facility on 11/15/2017 with diagnoses of but not
limited to Schizoalfective disorder, altsred mental
status, Dysphagia, cognitive communication
deficit, anemia, COPD, Major deprassive
disorder, Respiratory failure, Poisoning by
Benzodiazepines accidental unintentional squela.
Hesident # 141's most recant (Minimurm Data

| Set) MDS (a screening tool) coded Resident as
having a (Brief Interview of Mental Status) BIMS
score of 10 which indicates moderale cognitive
impairment,

On 1/30/2019 a clinical record review was

| eonducted and it was found that Residant #1441
had an appeintment at the hospital for an MRI on
10/3/2018. He had an MRI the previous week at
the same hospital on 9/26/18.

The Resldent had an order for Xanax® 2
{Milligram) MG po (by mouth) prior to MBI at 1
FM on 09/26/2018 and Xanax 2 MG priorto MR |
at 8 AM on 10/3/2018. May take a 2nd pill if
needead.

*Xanax is used to treat anxiety disordars and
panic disorder (sudden, unexpected attacks of
extreme fear and worry about these altacks).
Xanax is in a class of medicalions called
benzodiazepines. It works by decreasing |
abnormal exciternant in the brain.

According to the Narcotic Count shest 1 (one) pill i
| (2 MG) was signed out on 09/26/2018 prior to |
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MRI appointment. On 10/3/2018 prior to the MRl |
| appeintmeant the Resident was given 2 {two) pills
| of Xanax 2 MG each for a total of 4 MG of Xanax.

According to the hospital documentation the
Resident was taken to the hospital by medical
transport and was sent back to the facility

' because he did not need another MR, |

Accerding to Nurses Notes dated “10/04/2018 at
11:10 Resident went oul to appt this AM and
returned from appl as coming in bacame
unresponsive starnal rub slow to respond, BS

| [blood sugar] 96. 02 [Oxygen] was placed on
resident at 2 (Liters per Minute) LPM (nasal '
cannula) at 98% Resident was assessed by
MNursing staff code called. 911 activated arrived at
the time of incident to pick up another resident for
| appt they resumed over resident 0 CPR initiated
dit resident having pulse and respirations,
Resident transported to (hospital name) for eval,
MD aware RP (RP Name) aware was coming in
to facility a time. Bed hold renewed,”

According to hospital record on 10/03/2018
Resident #141 a "38 year old male with
developmental delay, Schizoaffective disorder,
admitted to the ICU [Intensive Care Unit]
intubated [artificial airway placed to provide
oxygen for patient unable to breathe
spontaneously] The story is not very clear sounds
as though he was sent her from his NH [Name of
Facility] for a head CT. In order to tolerate the
scan was given 4 MG of Ativan [wrang medication |
entered should have been Xanax] prior to ' .
transport. On arrival was told he did not nead the i
CT as he had just had an MRI last week (for
which 2 MG of Ativan was given) [again
medication should have said Xanax] EMS came
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lo pick him back up and bring him back to his NH
and he was noted to be lethargic. There is some
raport that a sheet (7) had to be tied arcund him, !
At some point started to become cyanotic and
brought back to the ER [emergency room] where
- he was inlubated for ainvay protection. Not long
' after this he staded to wake up and follow
commands so was extubated [tube removed] in |
the ER, However within 15 minutes of extubation !
was once again obtunded and reinlubated, Is now
in ICU on vent and unable to provide and
subjective history." The Residant was admitted to
the hospital with an admitting diagnosis of
accidental overdosa of Xanax,

| The Resident was discharged from the hospital
| on 10/8/2018 and returned ta the facility,

O 1/31/2018 an interview was conducted with ;
the DON who stated she was not present at the i
time of the incident however she felt in har
apinion whoever took or transeribed the crder
should have had it clarified the order had no
parameters to show when to give the second pill
It only stated "May give second pill if necessary.”

DON was asked if 4 MG was a usual dose of
Xanax for anxiety for a Resident prior to a
procedure, She stated that it seemed like a high
dose,

Sha further stated that in her opinion as an RN .
| and a DOM an accidental overdose resulting in

| being intubated and hospitalized in the ICU for 5
| days constifuted harm,

On 1/31/2018 in an interview with the
Administrator she stated "l meant no lasting harm
when | wrote in the FRI sustained no harm, of
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| course he was harmed by the administration of
the medicine and had to be intubated but | mean
there were not lasting effects from it,"

NOTE: This investigation is the result of a

| {Facility Reported Incident) FRI subrmnitted to the
OLC on 10/08/2018, The FRI stated that "On
10/03/2018 Resident #141 was administered and
extra dose of Xanax prior to a procedure. He
was sent to the hospital and admitted. He
suffered no harm as a result of the incidant and
has since retumed to the facility and is doing
wel,"

The facility Administrator stated that thay had |
seli-identified the deficient practice prior to survey
and presented the survey team with a Plan of
Corraction and requested a consideration for Past |
| Non-Compliance, however the deficient practice |
of medication errors continued during the survey
and thus the Past Non-Compliance was not
accapted by the survey team.

2. For Resident #80, the facilily staff repeatedly
failed for 80 opportunities (30 consecutive days |
i imes every 8 hours), to ensure physician-ordered
blood pressure monitoring for a PRN {as needed)
low blood pressure medicalion (Midodrine).

. Resident #80 was a 62 year old who was
admitted to the facility on 8/28/18. Resident #80's
diagnoses included Hypotension, Personal
History of Traumatic Brain Injury, Generalized

| Muscle Weakness, Seizures, Meurosyphilis,
Osteoarthritis, Prostate Cancer, Major
Depressive Disorder, Anxiety Disorder, Cataracts

in both eyes, Type 2 Diabetes Mellitus, Retention il
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of Urine, Canstipation, and Dementia with
Behavioral Disturbance,

The Minimum Data Set, which was a Cluarterly
‘Assessment with an Assessment Reference Date
of 11/29/18, coded Resident #80 as having
severely impaired cognition.

#B0's clinical record, revealing the following
signed physician's order dated 141/19: "Midodrine
HCI Tablet 10 MG. Give 1 tablet by mouth every B
 hours as needed for systolic blood pressure less
than 85 mmhg/Hypotension.” The clinical record
contained the Medication Administration Record
for January, 2019, The facility staff failed to

- documant the blood pressure, and failed to

administer the medication if needed during the
entire month of January. The nurses' notes did
not contain documentation of the blood pressure
monitaring on any shift, nor the administration, if
neaded of the medication.

On 1/29/19, a review was conducted of facility

' documantation, revealing a Medication
 Administration Policy dated 9/22/17. It read:
“Chart on Medication Administration Record
according immediately following when medication
|is given and before proceeding to the next

| resident.”

On 1/31/19 at 2:15 P.M. the Assistant Director of
Nursing (Employes C) was Interviewed. When
asked about the importance of monitoring blood
pressure, she stated, "The importance of
monitoring the blood pressure is that if it is Jow
then we administer the PRN order for Midodrine.
If you'te not monitoring the blood prassura you

{ wouldn't know when to give it, | expact the nurses

On 1/28/19, a review was conducted of Resident i
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to document administration as soon as they give
it." '

On 1/31/18 at approximately 4:00 P.M,, the facility
Administrator (Employee A} was informed of the
findings. No further information was received,
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