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§483.10(a} Residert Rights.

The resident has a right to & dignified exlstenss,
seldetermination, and communication with end
access io persons and gervices inside and
culside the facllly, including those spacitied in
this section.

§483.10(a)(1) A facility must treat eech resident
with respect and dignily and care for each
resident In & manner and in an snvironment thet
promotes malntenance or enhancement of his or

#1. Nesideat #194 was discharged
hame an 5/01/19 and no further
corrective action was possible.
Resident #54 was ndvised by
Administraior on 5/23/19 that she
may utilize the day roons oa Unit 1
far family visits and that she may
also utilize the Unlt 1 hallway to
got to the lobby whenever desired,
Housekeoper 1 had previously
submitted a resignation and her
last day of employment at the
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E 000 | Inilisl Comments E 000 Pisclaimer
An unannounced Madicare/Medlcald standard This Plan of Correctlon is
survey was conducted 4/30/1B through 5/2/19, submitted as required under State
The facility's Emargancy Preparedness Plan was and Federal Iaw. The facility's
reviewed and found o ba in complianes with CFR submlssion of the Plan of
483,73, the Federsl requirsmanis for Emargancy Correction does nof constitute an
Preparedness In Long Term Care facilitise, admission on the part of the facility
F 000 | INITIAL COMMENTS F oo0 that the findings cited are accurate,
that the findings constitute o
_ deficiency, or that the scope and
An unannounved Medicare/Medicald Standard severity determination Is correct.
Survey was conducted 04/30/18 through Because the facility makes no such
05/02/19. Thres complaints were Investigated admissions, the statements made [n
durlng the survey. Corrections are reguired for the Plan of Correction cannot be
complianos with 42 CFR Part 483 Faderal Long used agalnst the facility in any
Term Care requlrements. The Life Safety Code subsequent administrative ov civil
survey/report will follow. proceeding taken.
The census in this 120 certifisd bad facility was
47 et the time of the survey. The survey aample
consisted of 21 current Resident reviews and 5
closed record reviews,
F 550 | Resident Rights/Exartige of Rights F 650 ' . q{ //?
58< | CFR(s): 483.10(a)(1)2HEN1)(2) F-850 Residont Rights &

her guakity of life, recognizing each rasident's factiity was $/01/19,
individuality. The faclity musat protect and
pramole the rights of tha rasident.

AP LTATIVE'S BIGNATURE TITLE

»

ctes & daficlancy which tha Inatituton may ba axcussd iram eormeciing providing It 1s detererined that
B Bnitg., (See instruslions) Excspt for nursing homes, tha findings alatad abous are discossbie 60 deyvs
wenle of survay whelher or not a plan of comection i provided. For nursing homes, lhe above findings end plans of correclion ars disclosabla 14

days faifowing the date thees docemants ara made avaliable to the factiity. ¥ deficlencies are S'ted, an spproved plan of cormacion i raquiaha o coninued
program parliclpation.
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§483.10(a)(2) The facllity must provide equal
aceess to quality care regardiess of diagrosis,
severity of conditlon, or payment solree, A fagility
must esteblish and maintain identical policles and
pradlices regarding tranafer, dlscharge, and the
provigion of services under the Siate pian for alf
residents regardiess of paymaent source,

§483.10(b) Exerclse of Righis.

The resldent has the right tb exercise his or her
tighte as a resident of the facllity and as a cliizen
or resident of the United States.

§483.10(b){1) The facility must ensure that the
resident can exerclse hie or her rights without
interference, coerclon, diactimination, or reprizsl
from the faciiity.

§483.10(b)(2) The regident has tha right to be
free of intedfarence, coercion, discriminalion, and
reprisal from the facilily in exercising his or her
rights and to be supported by the facllity in the
exercise of his or her righls es regulired under thia
subpart, -

This REQUIREMENT ig not met as svidenced
by:

Baszed on observation, family and staff interviews
and clinical record review It was datermined the
facility ataff falled to freat 2 of 25 residents wiih
respact during & conversation {Realdent #1604
ana #54), .

Findings:

Resident #1984 was admilted to the faciity on
4-11-18. She had dlagnesea which Included
poripheral vascular diseass and cerebral vascular
accidenl. )

STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X2} DATE SURVEY
AND FLAN OF CORRECTION IDERTIFICATION NIMBER: COMPLETED
A BUILDING
[ 04
495332 B. WING 05/02/12018
NAME OF PROVIDER OR BUPPLIER ETREET ADCRESS, CITY, STATE, ZIP CODE
€00 WALDEN ROAD
GRACE HEALTHCARE OF ABINGOODN
ABINGDON, VA 24290
[113% 0] SUBAMARY ETATEMENT OF DEFICIENCIES Find PROVIDER'S PLAN OF CORRECTION X8
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE CONFLEYION
T REGLLATORY OR LB IDENTIFYING INFORMATION) TAG CROGE-REFERENCED TO THE APPROPRIATE OaTE
BEFICIENGY)
The phene(s) avallable for
F 660 | Cortnued From
: page 1 F 550 residents use wera checked by

malntenance staff on 52/19 and
Ability (o place long distance phone
ealls without a passcode was
restored on 5/2/19,

#2, We acknowledge all residents
have the potential ¢o be affected by
tiis practies,

#3. Resldent Councll members
were advised by Admiaistrater on
8/23/19 the ability to place long
distance calls without a pass code
had been restored on the phones
available for resident wse in the
dayroom arcas, Rosident Councll
Members weare also advised by
Adminlsirator on 5/23/19 they
could atilize the day room on Unkt
1 far fumily visits and the Unit1
haliway to get to the lobby
whenever desired.

An audit of all resident care plans
and physiclan orders was
conducted by MDS LPN on 5/24/19
to ensure the care plan anpd
physician orders addressed any
residents with commundcation
issnes,

The Director of Nursing/Designee
wiil eomplete education for zli staff
mombors regarding Understanding
Resident Rights and Digaity prior
to 6/13/19
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The [stest MDS {minimum data eat) agsegement,
dated 4.18-18, coded the regident wilh sevaraly
Impaired cognlive issues. This was according o
the staff Input-because the resident didn't speak
English and was not able (o complete the
interviaw, Bhe required the tolal assistance of at
leas! one staff member to complete any of the
ADIL (activities of daily living)activitias.

The CCP, implemented oh 4-12-19, dogurmentad
the aszistance this resident neadead for ADLs
(activities for daily living). The reaident was a total
assiet for afl the ADLs. This care plan did not
document the resident's communicalion issues
with regards to her spaaking Italian rather then
Engllah. .

The physician arders, signed ard datad on
412119, did not address the commurication lasue.
The residant was native lalian and spoke very
little English.

On 4/30719 at 3:14 PM the rasident was obssrved
in her raom. Her ayes ware cloged and the
rasident did nof respond fo veroal cues, A slaff
member was askad if the resident was
interviewsble. She respondec the ragident was
Htallan and very hard of hearing so she was not
Interviewable,

The surveyor asked how the staff could
communicate with this resident. The surveyor
was told on the Initial tour that thig resident's son
came every day to speak (o her and determina
her needs. The stalf member addad the
resident's son had asked staff io prompt herto
spugk English—hecauss she was falling back on
her native Halian since her admission.

Manager/ designee will conduct
ohservational rogads to chsure
resident rights are belng honored
in regards to heing treated with
dignity and respect. 3 times per
week ¥ 4 weehs, then 1 time per
waek x 1 month then monthly x 1
month or untl) compliance is
achleved and naintained. Any
toncerny noted related to Resident
Rights and Diguity will be
documented on a Concern and
Comment form and lopged to track
{dentified concernn and issues to
ensuro appropriate netlons are
taken and the issue or concern iy
resolved, All results and findings of
the rounds/audiis will be brought
by DON and reviewed in the
monthly facillty QAPI meeting x 3
months or untll complianee is
achieved. The Quality Assuranee
Performance Improvemeant
Committes consisés of the
Administrater, Divector of
Nurslag, Asgistant Director of
Nursing, Staff Development
Coordinatoer, Minimum Data Set
Coordinater, Rehabilitation
Coordinator, Medical Director,
Environmental Services Director,
Admissions Director, Dietary
Manager, Soclal Services Dircetor,
Activity Director, Medical Records
Director apd Maintenance
Director.

onin . ®IMMARY RTETEMFNT AF RFFINIFNAIFR T T . ERMMETERS @ &N NF PNRRKCTINN i
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAQ CHOBR-REFERENCED 10 THE ARFRGPRIATE Dar2
LERIGENGY)
#4. The Pirector of Nursing,
F 850 | Contlnued From page 2 F 550 Assisiant Director of Nursing, Unit
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F 550 | Continued From pege 3 F 550

On 5718 at 9:43 AM HSK | (houzekeepling [)
was heard telling the resident to "Speek Englizhll"
This command waa repeated 8 times while HSK |
wag claaning around the resident who was seatad
at the nursing desk. The command was loud and
abresive to lhe listaner and totally non-productive
&4 the resident continued to speak (talian--and
was pretly much ignored by passersby staff
members,

RN | (unit manager) was seatsd naxt to the
surveyor at the nursing desk. She did not respond
to the Issue untll the surveyor asked if that
conversation was appropriate for a residen( that
did not speak English, RN 1 sald the resldent's
son had requasted that ataff tell the resident to
speak English--because sha could if prompted.

for the gruff tone and sald she was dotn§ what
she had besn told to do if Resident 164 spake
ltaltan.

On 5/1/18 at 10:02 Am the resldent's FMA (family
member) wae Interviswed about his mother's care
at tha facilily. He said thay really nseded an
intarprater 10 translate for his mother whan ha
wag not around. "They dg nol have an interprater
for her and she dogsn't spaak very good Engligh,
It 15 broken at best, but & very few phrasas".

FM { went on {o say he came Ih every evenling fo
speak to his mother because they had no one to
intarprat for her and he wanted her to hear her
own language at least once a day, FM | was
asked If he told staff to Inslst she speak English
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Fol
495338 8. WING 05/02/2018
NAME OF PROVIDER OR SUPPLIER STREET AOORERS, CITY. $TATE, 2IF CODE
200 WALDEN ROAD
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H ABINGDON, VA 24210
{X4}1D SUMMARY STATEMENT OF DEFICIENCIES iy PROVIDER'S PLAN OF CORREOTION [13]
FREFIX (EACH DEFICIENTY MUET 8E PREGEDRED BY FILL PREFD (EAGH CORREQTIVE ACTION BHDULD BE CONPLETION
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BEFCIENGY)
F 550 | Conlinued From page 4 F 550

Ha statad, "Ng, ghe only undemtands a few
phrases like at's go eal' but ctherwise, my
mothar doesn® undarstand English.”

The administrative steff were notified on 5/1/10 at
1:37 PM. No addiflonal informetion was provided
prior (o the survey team exit.

2, Based on resident interview, staff interview
and rasident council maeting minutes, Tacilily staff
restricted access to bullding amenities based on
reaidents’ room location for 1 of 2 nurzing unite
and failad to make telephanes avallable for
rasident use, :

Prior o attending the resident councii meating,
the surveyor reviewed residant council meeling
minutes on 8/01/19. The minutes from Janusry
25 2019 The aaminlstrator attended to iell
residents about changes to the bullding which
inciucled closing the doora between side 1 {shant
term for rghab) and side 2 and restricting
residenis' use of the dining/day room on that hall
ta resldents on the hall. Resldentz asked about
thelr current use to visit with family or waltch TV
and the adminisirator lold them 1o use the elde 2
day room, Fiva of tha residents In attendance
asked spacific, individual quesliorns about {hair
past use anc were fold fo use other rpome,

The surveyor had heard sbout this policy from
Resident #54 an 4/30/19 during the inftfal
screaning procass. The resident had been In the
habit of using that room for f2mily vislte. 1t was
cloge enough to tha resident's room that i could
be reached by walking with a walker or
pelf-propelled wheelchalr, The resident also
anjoyed sitting :n a c¢halr that was not s
wheslchair, Ths rasident had not altended any
residant council meelings whils in ths building.

FORM CME.2587(02:63] Fravious varsiony Obacise Event 10; Q48v1N Faciliy I WAQUBt W contnuntion sheet Page 5 of 38
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On 8718 at 10:30 AN, the surveyor ohserved
the regularly scheduied restdent councll meeting
before asking survey spacific questions at the
end of the meeting. Residents again expressed
displeasure at being banned from use of the
dining/day room an side 1. Thay discussed the
rolse and crowding In the side 2 day room, where
residents from slde 2 are taken to git between
meals and aclivilies. One resldent also remarked
that the majority of rooms on &lde 1 ware private
while the rooms on side 2 were all doubles and
mora paople wera sharing the day rgom,

A resldent complained sbout not balng able to
use tha phones in the bullding. The resident said
the phone available to the residania did not atlow
you to call long distance- Families as close as 20
miles away are long-distance, The resident said
ke phone syslem ashs fur a pass code when you
call out. Resident councll members dlacussed
the administrator tefiing the residents not to use
the phone in the other day room o call familles.
The resident expressed concern about not being
able to make a private call The rasidant alsg
saki that when families call, they have a hard time
geiting through. No ane answers the Incoming
calis. After ihe residant councll meeting, the
surveyor altempted to make a call to tha lozal
ombudsman number and tha Office of Licansure
end Cerification complaint hotline (an 800
ntmber). The surveyar was unable to complete
elther call without a pess code.

Boik: concerns wers reported to the administrator
and directar of nursing during a summary
maesting on 5/1/19. The administralor eaid that
neither of the residents’ conterns was irue. Tha
adminlatrator aaseried that residents had not

{4} D SUMMARY STAYEMENT OF DEFILIENCIES D 1)
PREFIX {EACH DEFICIENCY MUBT BE PREAEOED By FULL BREFIX {EACH CORRECTIVE ACTION BHOULD be COMPLETION
we REGULATORY GR LG IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE ABFROMRIATE PaE
DEFICIENCY)
F 850 | Continued From pege 5 F 850
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(*4110 SUMMARY $YATEMENY OF DERICIENCIES I PROVIDER'S PLAN OF CORRECTION e
PREFIX (EACH DEFICIENCY MUST BE PRECEOED BY FULL PREFIX (EACH CORRECTVE ACTION SHOLAD BE COMFLEION
TaG REGULATORY OR LEG IDENTIFYING INFORMATION; TAG CROSE-REFERENCED TG THE APPROFRIATE BATE
BEPICIENCY)
F 65C | Continued From page & F 550

peen told they could not use the day room on side
1 and aald that residents could make US phone
calls without rastrictions.

On 5/2/18, a corporaie represantative Informed
surveyors ihat phone setlings had heen changed
20 thal residents could make outsida phone calls
without restriction.

3. For Resldent #54, access to bullding _
amenities was repored to be based on the
residant's room {ocation,

Resldent #54 was admitted to the facility on
8/17H8. Diagnoses includad heart fallure
cardlopuimonary disease, hypertension, diabetes
meliitus, generalized muscle waakness, unateady
gait, ingomnia, anxiety, and depression. On the
quarterly minimum data set asseesment with
assessment eference date 3/18/18, tha rasident
scored 15/15 on the brief Interview for mental
status and was assesaed as withoul signs of
delirium, peychosis, or behaviors affecting care,

During the Inltial screening process on 4/30/18,
the resldent reported having bean banned from
uslng the big room on Lnit 1 when famfly visits,
The resident said they have been toid to use the
dining room, which has no cheirs for tham, or the
conference ropm which ig locked on waskends.
The reaidant has no chair for visitors in her reom.
Resldent #54 eiza stated that residenis have
been told not to go through the olher unit {unit 1)
o getfo the lobby, but 1o go around the other
way. They can get someone {o push thelr
whesichairs if it's too far, The rasident said that
having to ask staff to take her {0 a room whers
ghe could sit outalde her own room Emited her
activity within the buliding,

FORM CM8-2687(02-00) Previous Versdons Obsclate
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410 SUMMARY STATEMENT OF DEFIGIENCIES (3] PROVIDER'S PLAN OF CORREGTION e
PREFX {EACH DEFICIENCY MUST BE PRECEDED BY FLAL PREFIX {EACH CORNECTVE ACTION SHOULD BE SONPLETION
TAG REGULATORY OR 150 IDENTIFYING INFORMATION] TAG CROSES.-REFERENCED TO THE APPROPRINTE oare
DEFICIENCY}
F 550 | Continued From page 7 F 580
The: sutveyeor observed that tha rasident's room
was just 8 couple of doors from the closed fira
doors at tha end of the unit 2 hall and the shottest
route {0 the lobby would be through unit 2.
The residenl’s concerns wera reportad to the
administrator and director of nurging during a
stimmary mesting on 5/4/19. The administrator
aeserted that residents had not been told thay
could not use the day room on side 1. 6/ /
F 558 | Reasoneble Accommodstions Needs/Prafarances Fogp| 358 Reasonablc Accommodation it
55=0 | CFR(s): 483.10(e)(3) #1. Resident #54 was advised by

§483.10(e}{3) The righ! Lo reside and receive
services in the facility with reasonahla
accommadation of resident needs and
prefarances except when to do se would
endanger the heaith or safety of the resldent or
other rasidenis.
This REQUIREMENT is not met a5 evidenced
by

Based on observation and resident injarview,
faciity etaff falled 1o create a home-ike
snvironment by providing a chair in the reaident's
room,

Resident #54 was admitted to tha (acility on
8/17118. Dlaghozes Included hear failure
cardlopulmonary disease, hyperdenslon, dlabetes
mellitus, generalized musde weakneas, unsteady
gait, insomnia, anxiety, and depreseion, On the
quarterly minimum data set assessment with
assezsment refarance date 3/49/19, the resident
scored 15M8 on the brlef interview for mantal
status and was assessed s without zigns of
deliriur, psychosis, or beheviars effecting care.

Administrator on 5/23/19 that she
may wtilize the day room on Unit 1
for family visits and that she may
also utilize the Unit 1 hallway to
get to the lobby whenever desired.

#2. We acknowledge all residents
have the potential ta be affected by
thils practice,

#3. Resldents, Restdent Council,
were atlvised byy Administrator, on
5/23/19 they could uillize the Unit t
day room for family visiés and the
Unit 1 hallway to get to the lobby
whenever desired. An andit of all
rosident rooms, dining rooms, and
day rooms was conducted by
maintenance staff on 513/19 to
determine where additionsl chalrs
may be required. Additional
chairs were sxrdered on 5/¥19 and
will be placed In resident rooms as
delivered. '
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Any eancerns noted related to
needs/ preferences will be
documented on s Concern and
Comment form and logged to irack
Identificd concerns and issnes to
ensure appropriate actions are
taken aud the issue or concern is
resolved, All results and findings of
the audits will be brought by
Administrator and reviewed in the
monthly facility QAPI meeting x 3
miomths ar until compliance is
achleved,

The Quality Assurance
Performance improvement
Commiftee conslsts of the
Administrator, Director of
Nursing, Assistant Director of
Nursing, Staff Development
Coordinator, Minimuam Data Set
Coordinator, Rehabilitation
Coordinator, Medical Director,
Environmental Services Director,
Admissions Dircetor, Detary
Manager, Soc¢lal Services Director,
Activity Director, Mcdical Records
Director and Maintenance
Director.
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F 658 | Continued From page 8 F 558 The Director of Nursing/esignee’
During the initial screening procesa on 4/30/18, will complete education for all staff
the resident reported having been banned from members regarding Understanding
usirig the big room on unit 1 when family visits. Resident Rights artd Dighity prior
The resident said they have been told to use the to 6/13/19
dining room, which hes no chairs for them, or the
conference room which 13 locked on weelends. #4. Adminfstrator/Designee will
The resident has no chalr for vialtars in her reom. interviow residents to cnsure their
Her uniy‘chalr is a wpee[chair. She slated that needs/ preferences are being met,
the laet tima her family visked on the weekend, Interviews will be conducted with 3
:}:zad”ns staad and the children bounced on the residents per week X 4 weeks, then

) 1 resident per week for x 4 weeks,
The aurveyor abserved that the only chaira In the then monthly x 1 month or untll
resident's room were the whesichairs. The compliance is achieved and
survayor had (o stand whils interviewing tha maintained.
rasident.

{continved on separate page)
The aurveyor reporied the concern 1o the
edminigtrator and director of nursing durlng a
aummary meeting on 5M/18.

F 680 | Notify of Changes (injury/Decline/Room, ete.) F 560 4’%‘5

§5=E | OFR(s): 4B3.10{g){14){)-iv)(15) F-58¢ Notify of Changes
§483.10(g)(14) Nofification of Changas, #1. The physician/murse
{i) A facility must immediately inform the residant; practitioner for Resident #74 was
cansult with the resident’s physiclar, and notify, notified by the factlity Divector of
:::i:fﬁ;uwm} h)':v;;ge;h:“mﬂ:c’my' the resldent Nursiag on 5/24/1% that a

ve(s &- e
(A) An accident involving the resident which "'.ed‘“;;"“ s ":"::;:"31; o falled
results In injury and has the potential for requiring withheld and the n_ fy had fa
physlclan Intervention; o notifgt t!uf physimmf a1 the time
(B) A significant change In the resident's physleal, the medication was withheid.
mentel, or paychasoclal etatus (that is, a Resident #74 was assested by the
dsterioration in health, mental, of paychosodial Director of Nursing On 5/24/19 with
status in either fife-threalening conditions or no negzatlve outcomes identifled.
clinical complications);
{C} A need to alter treatrment significanlly {ihat ig,
& need to discontinue an exlsting form of
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The physician/nurse practitioner
F 580 | Continued From page 8 F 560 for Resident #12 was natiled by
treatment due to advarss consequences, orlo the facility Director of Nursing an
cammence 2 new form of treatment); er 5/24/19 that a medication was
{D) A declsion to transfer or discharge the previensly withheld and the faeility
regidant from the facility as specified in had failed to notify the physician at
§483.16(e)(1)(i). _ the time the medication was
(i} Whan rmaking notification under paragraph (g) withheld. Resident #12 was
{14)i} of this section, the facility muzt ensure thaf the Director of Nursin
all pertinent informetion specified In §483.15(c)(2) assessed by the Director ¢
. on 5/24/19 with no negative
iz avallable and provided upon reguest to the ¢ identified
physlaian, outcomes iden .
{1} The facility must alee promptly netify the .
resident and the resident representative, if any, #2. We acknowledge all residents
when there Is- have the potentlal to be affected by
(A) A change in room or roommate agslgnment this practice.
ag speciied in §483.10{e)(6); or
(B} A change In resldent rights under Faderal or #3, An audit was conducted by the
State law of regulations a& specified in paragraph Assistant Director of Nursing on
()(10} of this section. L 8124119 of current resldent's
{iv) The facility must fet:o‘rd and periodically medlcstion administration record
”gdme the :2&?3!; (mali::g "d emall} and for ihe past 30 days to determine If
?e T;‘::;:}Wer(:} € reslcen any other resident’s medications
e ' were withlield without physician
§453. 19{9)[15) notification. A.ny resident noted
Admission tc a composite distinct part. A facliity “’?0 had med_lcation withheld
that Is a composite distinct part (as defined in without physician notiftcatlon will
§483.5) muat disclose In its admiaslon agreement be assessed for adverae outcomss,
ite physical configuration, including the varicus hiz/Mher physician wilt be notifled
locations that comprise the composile distinct and & medication ervor report wili
part, angd musl specify the policies thet apply to be completed. The Director of
raom changes botweon its different locations Nursing/designee will complete
under §483.15(c)(). education with Heensed nursing
‘;‘;Is REQLIREMENT la not met as evidencad staff regarding medication
! r
Based on clinical racord raviaw, and staff ndr:;.in i:.t mzl{;:;::;l‘::n’:;ec;imt
intarview, the facility eiaff falled to notify the Mecics m‘“ Ei 4
physician of changss In Resident condition for 2 physician’s orders, omissions an
of 28 Residents In the survey sample, Resident required documentation and
#74 and Resldent # 12, notifications on or before 6/13/19,
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F 580 | Continued Fram page 10

The findings Included:

1.  The facilty staff held physlolan ardered
Lantus for Resident # 74 without nolifying the
physician,

Resident# 74 was a 78-year-oldfemale who was
admitled to the facility on 8/17/18. Diaghoseas
included but wara not limited to, type 2 diabetes
mailitus, ansmia, major depressiva disordar, and
chionic kidney disease,

Thne clinical record for Resident # 74 was
reviewet! on 4/30/49 at 215 pm. The most
recent MDS {minimum dels set) assessment for
Resident # 74 was a quariany asseserment with
an ARD (ascessmant refarsnce date of 3/27/18,

Sacttrn  nf the MNS srrarees rannfliva
documented that Residant# 74 had a BIMS (brlef

Interview for mentat atatua) ecore of 13 out of 15,
which indicated thet Resident # 74 was
cognitively intact.

The current plan of care for Resldent # 74 wes
reviewed and revised on 471019, The faclity steff
documented a focus area for Resldent #74 aa,
am an insulin dependent diabstic and am at risk
for hypo/hyparglycemia and complications of the
disease." Intarvaniions includad but ware not
limited to, "Ohserve for s/a of hypoglycemia
(dlapharesls, iritablitty, confusion, shallow
reapirationg, bounding pulse) and hyparglycamia
(drowsinesa, thirst, rapid pulss, desp
respirgfions), Check bigod sugar and report to
MO/NP (madical doctor/nurse practitioner) ag
needed.

F 580 #4, Tho Director of

Nurslug/Assistant Director of
Nurslng/Unit Manager/ designee
will review documentation to
ensur¢ o medlcatlona are belng
held without the required
notifications and documentation
for § resident records weekly x 4
weeks, then 3 resident records
weekly x 4 weehs, then monthly x 1
or untll compliance is achleved and
maintalned, Any conceras noted
related to medications belng
withheld will be documented on 8
Cancern and Contment form and
logged to track identified concerns
and Issues to ensure appropriate
actions are teken and the fasue or
arnnngn ir raeniwad AT raonifs anid
broupght to the QAPI Commlitee by
the Director of Nursing Services
and reviewed In the monthly
facility QAPI meetings x 3 menths
ar until compliance is achieved,

‘The Quality Assurance
Performance Improvement
Committes consists of the
Administrator, Mrector of
Nursing, Assistant Director of
Nursing, Staff Development
Coordinator, Minlmum Data Sot
Cogrdinator, Rehabilltation
Ceoardinater, Medical Director,
Environmental Services Dirsctor,
Admissions Director, Dietary

FORM CMB-2687(02-83) Provious Verelons Obaciale Evenl 10 Q48V1

Faclily 1; VAODS1 If sentinuation shest Page 11 of 38




05/27/2919 MON 18:26

FAY

DEPARTMENT CF HEALTH AND HUMAN SERVICES
CENTERE FOR MEDICARE & MEDICAID SERVICES

@oLs

PRINTED: D5/17/2010
FORM APFROVED
CME NO. 09380391

ITATEMENT OF DEFICIENCIES
AND FLAN OF CORRECTION

{X1) PROVIDER/SUPPLIERICLIA
IDENTIFICATION NUMBER:

455236

{X2) MULTIPLE CONSTRUCTION

A BULIING

(X3} DATE SURVEY
GOMPLETED

B. WING

c

05/02/2010

NAME OF PROVICER OR BUPPLIER

GRACE HEALTHCARE OF ARINGDON

ETREET ADDRESS, GITY, §TATE. ZIP CODE
600 WALDEN ROAD
ABINGOON, VA 24218

A 1D
PREFIX
TAGR

BUMMARY STATEMENT OF CEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY DR LEC IDENTIFVING INFORMATION]

jLu
PREFX
TAG

PROVIDER'S PLAN OF CORRECTION XE}
{EAGH GURRECTIVE ACTION SHGULD BE COUMBLETION

CROBR-REFERENCED TO THE APPRGPRIATE DATE
DEFIGIENCY)

FoBc

Continved From page 11

The physician signed the current orders for
Hesident # 74 on 4/3/19, Ordars includad but
wers not limited o, "Laniug 109 unibimi (millikter}
vigl inject 15 unite once daily in the marning
subcutaneous.”

On 57210 at 8:00 am, the surveyor reviewed the
April 2018 MAR (medication administration
record) for Resident # 74, The surveyor observed
that Lantus 16 units had not been administered 1o
Resident# 74 on 4116119, 411919, 4720118,
4/26/18, and 4/20/19. The surveyor reviewnd the
nurse’s notes from 4/15/40 at 5:24 am. Tha
nurse's note wae documentad as. "Lanfus 100
unitiml vial inject 15 units ...scheduled for
4/15M% at 6:00 em. BS (blood sugar} is 102" The
surveyor did not locate docurnentetion that the
physician was rotifiad that Lantus wes held on
415110,

A nurse's note was documeantad on 4/19/19 at
5:40 am, The nurze's nots was decumented as,
“Lantus 100 unltinl vial inject 15 units
aeheduled for 4/118/10 at 6:00 am was hald.. BS
T1." The surveyor did not locate documantation of
physician notification thel Lantus was heid on
4119118,

The surveyor did not observe any documentation
in the clinlcal record an 4/20/19 as to why the
physicien ordered Lantus was held and did not
lncate documentatlon of physidan nctification.

The gurveyor did not observe any documantation
in the clinical racord on 4/26/18 &s to why the
physiclan ordered Lanius was held and did not
{ocate documentation of physiclan notification.

A nurss's note was documented on 4/28/19 at

F 580

Manager, Sorial Services Director,
Activity Director, Medleal Records
Director and Malntenance
Director.
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F 580 | Continued From page 12 F 580

B:03 am was documentsd as, “Lanitis 100 unitim|
vigl inject 15 units ... schaduled for 4/28/18 6:00
am was held..Dicod sugar 94."

The surveyor reviewed the facility standirg orders
and did not locete any ofders to hold Lantus due
o decreased bigod sugar levels,

On 5/2119 at 10:30 am, he administrative team
was mads aware of the findings as stated above.

No futther Information regarding this lssus was
presented to the survey team prior to the exit
conference on 5/2/18.

2. For Resident #12, facilily staff failed to notify
the physician and reeponsible parly that
maedicationz were frequently being held for sleep.

Resldent #12 was admitted fo the facliiy on
0/307/18. Dlagnosss Included hemipiegia, atrial
fbtillation. diabetas mellitus, schizoaffective
discrder, vascular dementia with behavioral
disturbance, atherosclerotic heart disease,
anxiety, pseudobulbar affect, shd neuremuscular
disorder of the bledder. On the quarierly
minlmum data set aesessment with azsessmant
rafarence date 1/24/18, tha resident was
assessed with short snd long term memory
impairmenl and severely impalred cognltive skills.
The resident was nagessed as without signs of
defidum, paychosls, or behaviors effecting care,
The moet recant physician note was dated 4/2/19
and documented there were no asute Issues per
staff. The plar Indicated ‘contihue current
medlcatlons and treatment plans as ordered.

Durlng clinical record review, tha surveyor noted
that the resident's madicalions wara hald at the
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following times in Apeil:

GAM  Norco 5325 tablet- Aprit 2, 3,4, 6, 7, 8,
9. 10, 11, 18, 17, 22, 23, 24, 25, and 30, All datez
axcept 4/22 held by medloation nurse 1; 4/22 held
by medicatlon nurse 2

9 AM alf medicetions scheduled- Aprif 3, 12, 14,
17, 27, and 30, Al held by medication nurse 2
12 PM Norco 5-325 tablel- April 4, 8, and 19, 1
held by medication nurse 3, 2 by nurse 5

6 PM Norco 8-325 tablet- Aprl £, 6, 7, 17, 20, 24,
and 28. 5 held by nurse 8; 1 each by medication
tirzes 1 and 2.

9 PM ol medications hald- Aprit 1, 3, 8, 15, 17,
23, 2B, and 30, All held by medication nurza 1.

The rasident had an order for Listnopril 10 mg
telet, give T tab by mouth datly, Held if pulse is
less then 60 or blood pressure ls leas than 100-
held fer paramaters Apri 5, 11, 15, 16, 22, and
30. Held for lethargy Aprd 3, 12, 14, 17, and 27,
asleep April B; unable to obtaln bibod pressure
April 13, 14.

Per the MAR, all acheduled madicaiions wers
adminlatered on April 26. Ona or more
medicafions wara hald avary other day in April.
Nursing nolas indicated the medicstions 9 ather
than lizinopril} were held either for sleeplng or for
sedation. (n 4/3/16, the resident received milk of
magneska at 6:52 AM and 8 AM madication was
held for sleep. On 4/5/19, the resident raceivad
en zrama al 5:47 AM and 6 AN madication was
heid for slesp. There were no days that the
physiclan or responsible party were nofified that
medlcations were held. The surveyor asked the
unlt manager sbout notifylng tha physician. Bhe
stated that there was an order {o hold
madigations for sadation or lathargy. Aftar the
surveyor explained the concerns to the director of

F 530
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nursing, a corparate clinical representative
{CCR1) brought the requested coples. He statad
that there wag no need to nolify because the
realdent was on comfor care and the order to
hold for sedatlon coverad alf holdz, The surveyor
stated that a larga proportion of the holds wera
for 'resident esleap' and slasp is not sedation.
Tha physician was not notified on the 6 daysin
April that the lisiroprl was held {or masting hold
parzmelers or for the two dales the riurse was
unable lo obtaln a blood presaure. The autveyor
requested the physiclan nofification polley, but did
not recelve it
The adminigtrator and diracter of nursing wers
notified of the conceins on 6/2/18.
F 583 | Personal Privacy/Confidantiality of Records F583)  F.583 Personal Privacy q//.’/'f
&5up | CFR{s): 483.10(h)(1)-(3)(i)ii) )
#1. Resldent #60 was assessed by
§483.10{h) Privacy and Confldentiality. the Assistant Director of Nursing
The resident has a rijht to personal privacy and on 5/27/19 with no negative
confidentiality of hie or her personal and medical outcomes noted.
racords, In-service educaiton regarding
resident rights including privacy
£483.10(h){t) Personal privacy Includes was provided t¢ LPN #1 (treatment
agcommodations, medical treatment, writtan and nurse) on 5/1/19 by the Director of
telephone communications, persona! cars, vialts, Nursing Services.
and maatings of family and rasident groups, hut
this doss nol raquire tha facility 1o provida a #2. We acknowledge all residents
prvate room for each reaident. have the poicutial to be affected by
titis practice.
§483,10(h}{2) The facity muat respect the
residents right to personal privacy, Including the | #3. The Director of
right 1o privacy in hls_ orher ora! {thgt is, spoke;\), Nurslng/designee will complete
written, and electronic communications, Induding
; education for nursing staff
the right t¢ send and prompily recelve unopened g Resident
mall and other letters, packages and other regarding Understanding Re
materials delivered ‘o the faclity for the resldent, Rights, Including privacy prior to
6/13/19.
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F 583 | Continued From page 15 F 583! #4. The Director of
Including those deliverad through a means other Nursing/Assistant Divector of
than a postal service, Nursing/Unit Manager/ designee
will conduct ohservational rounds
§483,10(n)(3) The resldent has & fght to sacure to ensure resident rights are being
and confidential personal and medical records. honored In regards to privacy 3
(i) The resident has the right to refuse the releage tl week x 4 weeks, then Tx
of personal and medical records axcept as mes per hen & dil
provided st §483,700)(2) or olber applicable woelt times 4 weeks t ﬁfl monthly x
federal or state laws, 1 month or unill compliance {s
(Ij) The facility must allow representatives of the achieved and malntalmed. Any
Office of the State Long-Tenn Care Ombudsmen concerns noted related to resident
to examine a residents medical, sochl, and rights and privacy will be
administrative records in accordance with State decumented on 2 Concers and
law. Comment form and lopged to track
g’hla REQUIREMENT s not mat as evidenced {dentified concerns and lssues to
y: sama
ensure appropriate actiona are
Bazad on obasrvation, ateff interview and clinical faken nnl:lptheplssuc Qi CORCOrn is
record review if was determined the facility ataff resolved
failed to provided personal privacy during an '
examination and treatment for 1 of 26 residents
(Resident #80.) All resulis and flndings of the
audits will be brought by the
Findings: Director of Nurzing and reviewed
in the menthly facility AP
Restdant #60 was admitted to the faclity on meetingd X 3 months or until
3/8/10. Her alagnoses included congestive heart compliance is achleved,
fallure, atrial fibrillation, hypertension, and chronie
obstructive puimonary disesse. The Quality Assuranes
| Performance Improvement
Rasident #60's MDS {minimum deta set) dated Committee wmllst, of the
4-6-19 coded the resident as cognitivaly Adminlstrator, Director of
unlmpalred. The resident required stalf Nursing., Ass! ; ut Direcior of
assistance for all the ectivities of daily living. ursng, Assa
Nursing, $taff Development
The resldent's CCP (comprehensive care plan) Coordinator, Minimur Data Set
implementsd on 4/24/19 documented fhe resident Coerdinator, Rehabllitation
requirsd assletance with all the ADLs (activitles of Coordinator, Medical Director,
dally iiving) and was admilted {0 the facility with Enviranmental Services Directar,
pressure uloars. Tha staff was directad to follow ;
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F 583 | Continved From page 16 F 583 Admissions Director, Dietary
the physician's order to treat the pressure ulcars, Mansger, Social Services Divector,
Activity Director, Medical Records
The physiclan's orders, signed and datad on Director and Maintenance
4-3-18, documentead = dally treatment for Director.
pressute ulcers of both feet and the left calf.
Cn D5/01/18 at 10:27 AM LPN 1 {treatmant nurse)
was ohsarvad 10 change the dressing on the
rasidant's right calf and both feet. |.PN | preparad
her supplies as CNA | uncovered the resident for
her treatment.
Resident #6560 was uncovered from the walst down
and her brief was chesrved {o ba axposed. The
doars were cloged during this procedura -Hut the
window blinds remalned open.
Resllent #50 was on a firat floor room with a view
1ic the parking lot. A car was abserved parked just
a faw feel from her window in the ot beyond,
The staff members failad to protact the rasident's
personal privacy during this reatment. The
adminlstrative sleff were notified on 8/1H1 8 et 1:37
P, No additional Information was provided prior
to the survey team exit. 4 /
F 622 | Transfer and Discharge Requirsments Fezz| F-622 Transfer and Discharge 12/1 ?
S8=D | CFR(5): 483, 15(c)(1 (NN #1, Wa acknowledge that transfer
; aperwork was not provided to the
§483.18(0) Tra"s@r and discharge- rega!viag hespital, lgcsidem #63
§483.15(c)(1) Fecillty requirements- wis assessed on 5/24/19 by the
(I} The facllty must pemit each realdent to Director of Nursing with no
remaln In the facllty, and not franefer or : tive ou tcomesg' elated to the
discharge the resident from the facilily unless- :':.gm f:r o the hospital noted
{A) The transfer or dizcharge is necessary for the P )
resident's welfare and the resident's need
:;::t be matin the facllity: ¥ #2, We acknowledge al? residents
(B) The tranafer or discharge is appropriate 1;:""9 the pofential to be affected by
15 praclice.
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because the resident's health hag improved
sufficlently so the resldent no langer needs the
services provided by the facllity,

{C) The salety of Indlviduals In the faclilty Is
sndangerad due to the clinlcal or behavioral
status of the residant;

(D) The health of individuals in tha factily would
otherwige be endangered;

{E} The resident has lalied, after rersonable and
appropiiate notice, to pay for (or to have paid
under Mediozre or Medicald} a stay at the facility.
Noenpayment applies if the resident doas nat
submit the nevessary paparwork for third parly
payment or after the third party, including
Medteare or Medlcald, denles the clgim and the
resldent refuses to pay for his or her stay Forg
rasident who becomes eligible for Medicald sfer
admigsion te a facility, the facifity may charge a
rasidant only allowable charges under Medicald;
or

(F} The facllity ceases to operate.

(1} The facillly may not transfer or discharga the
residen{ while the appeel ia panding, pursuant to
§ 431.230 of this chaptar, when a resldent
exercises his or her right to appeal a tranafer or
dlzcharge notice from the facility pursuant lo §
431.220(a)(3) of this chepter, unless the falura to
discharge or transfer would endanger the health
or safety of the recident or other individuals in the
facility. The facility must decument the darger
that failure to transfar ar discharge would pose.

§483.15(c)(2) Documentation.

Whan the facllity tranafers or discharges a
resident under any of the circumstances epecifiad
in paragraphs {c)}{1)()(A) through (F) of this
section, the (acility must ensura that the tranafer
or discharge Ia dogumented in the residant’s

L8] 5] SUMMARY STATEMENT QF DEFICIENCIES L} PROVIDER'S PLAN OF CORRESTION e}
PREFX {EACKH DEFICIENCY MUST BE PRECEDED BY FULL PREFIN (EACH LORRECTIVE ASTION BHOULD 88 COMFLETION
TAG REGULATORY OR LEC {DENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROPRIAYE DATE
DEFICIENCY)
F 822 | Continved From page 17 ¥ 822 #3, The Director of

Nursing/designee will complete
education for licenzed nursing staff
regarding proper procedure for
transfer and discharge, including
&l Infermation required {o be sent
with resident upon transfer, prior
to 6/13/19.

#4, The Directar of
Nursing/Aszistant Director of
Nursting/Unit Manager/ designee
will review decumcntation for ald
resident tranafers/discliarges
weekly x 8 weeks, then 1 resident
transfer weekly x 1 month or untll
compliance is achieved and
maintained. Any conceras noted
related to transfers te hospital will
be documenied on 3 Concern and
Commont form and fogged to track
Identifted concerns and issues to
ensure approprisfe actions are
taken and the issae or concern s
resalved,

Al resultz rnd findingy of the
sudits will be brought by the
Director of Nursing and reviewed
In the monthly facility QAP
mectings x 3 months or ungil
compltance ls achleved,

The Quality Assurance
Performavce Improvement
Commitiee consisia of the
Administrator, Director of

FORM CME-2687102-89) Provious Varsicna Obaclste
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F 822 | Contlnued From page 18 F 822 Nursing, Assistant Director of

medical record and apgropriate Information ia
cormmunioated to the recgiving health care
Institution or provider,

(i} Dosumsntalion in the resident's medical record

- must includs;

(A) The basls for the lransfer per paragraph (6)}1)
() of this section.

{B) In the case of paragraph (c){1){I{A) of this
section, the specific resident need(e) that cannat
ha met, facility attempts to meat the reasidant
nasds, and the service available at tha receiving
facility to meet the need{x).

{ii) The documentation required by peragraph (¢}
{2)() of this section must be made by-

{A) The resident's physician when transfer or
discharge lo necassary under paragraph {c) (1}
(A} or (B) of this saction; and

{B) A physician when transfer or dlscharge Is
necessary under paragraph (¢}(1)(IXC) or (D) of
this section,

(11} Information provided to the receiving provider
must include a minimum of ths following:

(A) Contact information of tha practitioner
responsihla for the care af the resident,

{B} Resident representative Information including
contact information

{C) Advanice Directive Information

{D) All apecial instructions or precautions for
ongoing care, ac appropriate,

{E) Comprehensive care plan goals;

{F) All other necessary Informatlon, Including a
copy of the resident's discharge summary,
conslatent with §483,21{¢)(2) rs applicable, and
any ather decurnantation, as applicabls, {0 ensure
a safe and effactive transilion of care,
Thizs REQUIREMENT iz not mat az= evidenced
by: -

Baszed on cinical record review and ataff
interview, the faclity staf felled to ensure that the

Nutsing, Staff Development
Coordinator, Minfmum Data Set
Coordinator, Rehabilitation
Coordinator, Medical Director,
Environments! Services Direcior,
Admiasionz Dvivector, Dictary
Manager, Soclal Services Director,
Activity Director, Medical Records
Director and Maintenance
Director.
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F 622 | Confinued From page 18 F&22

appropriate information was communicatad o the
receiving fasilily upon transfer to the hospital for 1
of 26 Residents in {he gurvey sample, Ragident #
65,

The findings Included:

The fachlty ataff falled to ensure that the
comprehensive care plan goals were sent with
Resident # 65 upon transfar to the hospital,
Residant # 66 was a 67-yaar-old-fomala who was
sdmitted to the faclity an 3/7/10. Diagnoses
Included but were not fmited to; major depressive
disorder, hypariension, anxlety disorder, and
chronic obsiruciive puimonary diseass.

The clinical racord for Residant # 65 was
reviewed on 4/30/19 a 4:09 pm. The most recent
MDOS (minbnun dete set) ssseasment for
Resident # 65 was a quarterly assessmant with
an ARD (assassment reference date) of 3/26/18,
Saction C of the MDS assesses cognitive
patierns, n Section CO500, the facllity staff
documented that Resident # 65 had & BIMS (brlef
interview for mental atatus) score of 15 out of 15,
which indicated that Resident # 65 was
cognitively intact.

On 8§/1/19 at 3:02 pm, the surveyor cbaprved a
nurse‘a nole in Resldent # 65'z dinical record
dated 4/818 at 7:24 em. The nurse's nhole was
documentad as, Resident is complaining of back
pain that radiafes Into stomach, reted pan8ona
scale from 0-10. Vilal signs: B/P (blood pressure)
12B/60, HR (heart rate) 58, Resp {respirations)
18, Temp (temperature) 882, 02 04%. Gave
acheduled Lortab B/328 mg at 5 am resident
gtated "It helped a iitis bit howevar it wears off
fast.” Resident told CNA (cerifiad nureing
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withheld).”

assistant) that she would like to ba sent to ER
{emergency roormn). When this nurse spoke to
resldent she stated "1 would rather just get
another pain pill and siay here, can you call the
doctor and ses i she will giva me ancther pain
pill? Called (Nurge practitionar's name withheld}
and notified har of the situation. She stated "This
has been going on for around a week, send har to
the hospltal to be examined further.” Notified
resldent she agreed to be sent to the emerngency
room. Called (Ambulance servide name withhelt)
and requestsd transporiation. Called repert to
(Nurge's name withheld) at (Hospital's name

On 51718 at 4:30 pm, the surveyar spoke with
tha administrative team and asked the faciily o
provide tha surveyor witit the informetion that wag
zani with Residant # 85 whan she wag
transferred io the hospital on 4/6/19.

On 5/2/18 a1 7.30 am, the reglons! director of
elinleal services provided the surveyor with
information that the facllity sent a face sheet,
MAR {medication administration racord), POS
(physlclan's order shest}, code status sheet,
coples of labg and x-rays from the past 30 days
and a "Nursing Home To Hospltal Transfer Form®
1o the hoepital with Resident # 65 whan sho was
{ranglerred to the hospilal on 4/6/18. The
surveyor asked the regional director of clinical
services if the facility had aent a copy co the
comprehenaive care plan gosls for Resident # 65
to the hospitai on 4/6/19. The reglonel dhedtor of
clinlcal services Informed the surveyor that the
facllity did not send a cony of comprehenslve
care plan goals with Resident # 65 when she was
zent 16 the hospital on 4/6/49.

(*4) 1D SUMMARY STATEMENY OF DEFICIENCIES o PROVIDER'S PLAN OF GORRECTION =8
PREFIX (EACH DEFICIENGY MUST BE PRECEDED &Y FULL PREFIX (EACKH CORRECTIVE ACTION SHOULD BE COMRLETION
TAS REGULATORY OR LBG IDENTIFYING INFORMATION) TAG CROBE-REFERENGED T THE APPROPRIATE DATE
DEFIGIENCY)
F 822 | Continued From page 20 F 622
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On B/2/19 at 1000 am, the adminisirative team
wag made aware of the findings es stated above.
No further information regarding this issue was
providad o the survey team prior to the exit
confersnce on 5/2/19.
F 625 | Notics of Bed Hold Policy Bafore/Upan Trrsfr F 626 F-625 Natice of Bed hold policy /4 f

g5=0  CFR{s): 483.15{d){112)
§483.16(d) Natice of bed-hold policy and retum-

§4683.15({d) 1) Netlce before fransfer. Bafore a
nurging facilily transfers a resident to a hospital or
the resident goes on therapsutic leave, the
nursing facllity must provide written information to
the resident ar realdent representative thet
specifies.

(i} The duraflon of tha state bad-hold policy, if
any_ during whirh the rasidant is pamittad to
return ang resuma residancs in the nuraing
facility;

(ii} The reserve bed payment policy in the state
plan, under § 447.40 of this chapler, if any;

{iih The nurslng faciity’s policies regarding
bed-hold pariods, which must be consistant with
paragraph (e){1} of this section, permiting 2
resident to relurn; and

{iv} The Information specified In paragraph {e)(1)
of thiz section,

§483.15(d){2) Bad-hold nofice upon trangfer, At
- | tha lime of transfar of a residant for
hospitalization or therapeutic leave, 8 nursing
facility must provide to the resldent and the
regidenl representative written notice which
specifies the duration af the bed-hold policy
deseribed In paragraph (d}(1} of this seclion,
This REQUIREMENT iz not met as evidenced

#1. Resldent #G5 was assessed by
Dircctor of Nursing Services on
£/24/19 and no ndverse outcomes
wore noted related to the transfer
{o hospital Resident returned to
the same room/bed that she had
previously oceupled when ske
returned from the hospital later
the same dny on 4/6/19,

#2, We acknawlcdes all residents
lyave the potentlal to be affected by

thiz practice. On 5/27/19 the
Assistant Director of Nursing
completed an audlt of lospital
transfers for the past 30 days, On
or before 5/28/19, residents
fdentifled as nof receiving the bed
hold policy upon transfer wilf be
given n copy of the bed hold policy
by the Director of Nursing and the
Resident Representative for thosze
affected will be malicd a copy of
the bed hold policy by the Direcior
of Social Services.

#3. The Directer of
Nursing/designee will complete
education for Heensed norsing stafl
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by

Based on staff Interview and clinical record
review the facility staff failed to provida a written
notica of bed hold for 1 of 26 Residents In the
survey sample, Resldent # 66,

The findings Included:

The focility staff failed {o issue a written notice of
hed hold for Resident # €5.

Hesident # 66 was & 67-year-old-female who was
adrmifiad o the faclilty on 3/718. Dlagnoses
included but were not imited to; major depresalve
disorder, hyperiension, anxiety disorder, and
chronlc ohstruciive pulmonary disease.

The clinical record for Realdent # 65 was
reviewed on 4/30/10 a 4:00 pm. The most recsnt
MD35 (minlmum data set) assessment for
Resldent # 65 was a quarterly asgassmant with
an ARD (assassment refarence date) of 32619
Section C of tha MDE assesses cognitive
pattorns. In Section COS0D, the facllty ataff
documented that Realdent # 65 had a BIMS (brief
interview for mental alatus) score of 15 out of 15,
which Indlcated that Residant # 65 was
cognitively intact.

On B/1419 at 3:02 pm, the surveyor observed &
nurae's note In Resident # 85's cliinleal record
daled 4/8/10 at 7:24 am. The nures’s nots was
documented ag, Resldent is complaining of back
pain that ragiates into stomach, raled peinSon &
scale from 0-10. Vilal signs: B/F {blood pressura}

regarding proper procedure for
transfer and discharge including
all reguired informatlon to be sent
with the restdent upon transfer,
including written notico of the hed
hold policy, prior to 6/13/19, The
Director of Social Services also
sends a eopy of the writien notice
of bed hold poliey to the resldent’s
representative/ responsible party.

#4. The Director of
Nursing/Assistant Director of
Nursing/Unit Manager/ desipaee
will review documentation for all
residents with transfers/ dlscharges
wopldy x B weeks, then 1 resident
with transfer/ discharge weekly x 1
month gr untll compliance is
achleved and malntained. Any
concerns noted related {o translors
to hospltal will be decamented on a
Concern and Comment form and
logged to track ideatificd conceras
and lssues to engure appropriate
getions are taken and the lssue or
concern is resalved.

All rosults and findings of the
audits will be breught by the
Director of Nursing and reviewed
in the monthly facllity QAP1
meetings x 3 months or until

128/60, HR (hear rate} 58, Reap {reaplrations) liance 15 achieved.
18, Temp {lemperature) 08.2, 02 84%. Gave comp
scheduled Lortab 5/325 mg at & am resident
stated "It helped a littls bit howsaver it wears off
FORM CMB-2867(02-88) Previous Veralona Qbacists Eventt |3 Q4511 Faslliy 10: VAGDE ¥ santinuslion sheel Page 29 of 39
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F 825 | Continued From page 23

fast," Resident lold CNA (ceriified nursing
assistant} that she would like to be sentto ER
{emargancy room). When this nurse spoke to
resident she stated "1 would rather just get
another paln plll ard stay here, can you calf the
docter and see If she will give me another pain
pili?" Called (Nurse practitioner's namea withheld)
and notifisd her of the situation, She etated "This
has baen going on for araund a week, sand her to
the hosplal to be examined further.” Notlfied
resident she agread 16 be sant to the amergency
roam. Called (Ambulance eervice name withhaid)
and requested transporiation. Callad reporito
{Nurse's name withhald) at {Hozpital's name
withheld),”

Cn 5/1/19 at 4:30 pm, the surveyor spoke with
the administratlve teem and asked the facility to
provide evidence that notica of bed hold was
given when rasident was sent to the hogpital on
4/6/19.

Or 5/2/18 at 7:30 am, the regional director of
clinicat servicea Informed ihe surveyor that shs
was unable to find svidence that a bed hold was
offsred to Rasident # 65 upan transfer to the
hospital an 4/6/18.

On 5/2H19 at 10:00 am, the adminlstrative team
was made aware of the findings as staled above,

No further information regarding this lssie was
providad io the survey team prior to the axit
conferance an 5/2/19.

F 758 | Fraa from Unnac Psychotropic Meds/PRN Use
g£58=0 | CFR{s): 483.45(c){3}e)(1)-(5)

§483.45(e) Paychotrople Drugs.

F 625 The Quality Assurance
Porformance Improvement
Commilttes consists of the
Admluidsirator, Direcior of
Nursing, Assistant Director of
Nursing, Stalf Develepment
Coordinntor, Minimum Data Set .
Coordinator, Rehahilitation
Coordinator, Medical Director,
Environmental Services Director,
Admissions Divector, Dietary
Manager, Soclal Services Director,
Activity Direcior, Medical Records
Director and Malntenance
Director,

F 756 F158 Unnecessary Paychotropic 443// 5

#1. The psychotropic medlcation
ordered for restdent #79 was
dlscontinued on 5/15/19.

FORM CMS-2567(02-38) Pravicus Varsisnas (beniaie Evant I0: Q48vH
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§483.45(¢}(3) A peychotropic drug is any drug that
affscts brain activities sgeociatad with mental
processes snd behavior. These drugs include,
but ars not imited to, drugs in the following
calegories:

() Antl-psychatic;

(1 Antl-deprassant;

{il) Antl-anxlety; and

{iv} Hypnollc

Based on a comprehenslve assessment of a
resldent, the faclity must ensure that—

§483.45(a)}1) Realdents who have not used
psycholropic druge are not givan these drugs
untass the medication is nacesszary to traat a
specific conditior ua disgnosed and documented
in the clinical record;

§483.45(2)(2) Regidents who use psycholropic
drugs raceive gradual dose raductions, and
behavioral intervantions, unless clinically
contraindicated, In an efforf to dizconlinue these

drugs;

§483.45(0)(3) Rasidents do nol recaiva
paychetrapis drugs pursuant 1o 2 PRN ordar
unless that medication 's necassary to frast s

diannnied snerific rondtiing that s doniimented

§483.45(e)(4) PRN orders for psychotrople drugs
are limlted to 14 days. Excapt as provided in
§483.45(e)(5), if the altending physizian or
prescribing practitioner 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 ang

O R BUMMARY STATEMENT OF DEFIGIENGIES 10 PROVIDER'S PLAN OF CORRECTION x4
FREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL HRERIX (EACH DORRECTIVE ACTION SHOULD BE COMPLETON
TAG RESULATORY OR LSC [HENTIFYING INFORMATION) TAL CROSS-REFERENCED TO THE APPROPRIATE CaTe
DEFICIENCY)
: Resldent #79 was ax
F 768 | Gontinued From page 24 F 758 sessed by the

Pirector of Nursdag and no
negative outcemes noted on
5/24/19,

#2. Al residents who have PRN
orders for psychotrople
medicaticns have the potential to
be affected by this practice. On
5/27/19 the Assistant Director of
Nursing completed an audit of all
PRN psychotropic medicatlons to
ensure no FRN psychotropic
medications were ordered for
longer than 14 days and that PRN
psychotropic medication ordors
have a stop date. No orders were
found without a stop date within 14
days of the order date and no other
residents werc found to be affected,

#3. The Director of
Nursing/designee will complete
education for all Licensed Nursing
staff on facility policy regarding
psychotropic medication use
Including PRN arders and stop
dates prlor to 6/13/19,

#4, The Director of

NUrsSIng/ unie Manager/ Gﬂ.ﬂgllﬂﬁ
will audit resldent medication
administration records to ensure
PRN psychotrepic medieation
orders are for ro langer than 14
days and that PRN paychotropic
medication erders have a stop date
for 5 residonts per week for

FORM CMS-2667(02+68] Provious Vanions Gbaslele EventiD: Q4511
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F 768 | Continued From page 25 F 758 4 weeks, thon 3 residents per week

indicate the duration for the PRN order,

§463.45(e)(5) PRN ordets for anfl-psychotic
druge are Imited to 14 days and cannotbe
renaewed unieas the atiending physiclan or
prascribing practitioner avaluaies tha rasidant for
the appropria{anass of that medication.

Thiz REQUIREMENT is not mat as avidencad
by:

Based on clinical record review, and facllity
docdment review, the faciiity steff falled 1o ensure
fhat 1 of 26 Residents in the survey sample were
fra® of unnaceseary peychotropic medications,
Resident#79. o
1. Faclllty sta¥f falled to ensure Resident # 79
was fre from unnecessary paychotrople
medications. Resldent# 70 was ordered Allvan
as & PRN (as nasded} medication for longer than
14 days, and wilhout » stop dale,

Resident # 79, an B3 year-old fermale, was
admitted to the fecility on 2£23/17 with diagnoses
that Included atrlal fibrilation, vescular dementia,
deluslonal dlsorder, depressive disarder,
hypertansion, constipation, history of coronary
artary pypass grafl, and pacemaker placement.
According to the most recent Minimum Data Set,
8 Quarterly review with an Azsessment
HAeferasnce Date of 4/2/18, the resldant was
assessed under Section C (Cognifive Patiems)
as being cognitivaly intact, with a Summary Score
of 15 out of 15,

Review of the Electranic Medication
Administration Record (EMAR) In Resldent # 79's
Electronic Heaith Record revested the folfowlng
medication order, "Ativan 0.5 mg {(milligrama)
tablet. 1 tablet by mouth every 12 hours as
needed.” The order was dated 4/17H9. Thare

for 4 weekn, then J residents per
month x 1 menth or vutil
complinnce is achieved and
waintained. Auy concerns noted
related to PRN Psychotropic
medications will be documented on
a Concern and Comment form and
loggeed to track identified concerns
and issues to ensure appropriate
aefionyg are taken and the lstue ar
concern Iy resolved,

Al reselts and fladings of the
auditz will he brought by the
Direetor of Nursing and reviewed
ih the monthly facility QAPT
meeting x 3 mouths or uatil
complance {5 achieved. The
Qunlity Assuranee Performance
Improvement Committee consists
of the Adminlstrator, Director of
Nursing, Assistant Director of
Nursing, Staff Development
Coordinstor, Minimum Dafa Seot
Coordinator, Rehabilitation
Coordinator, Medical Director,
Environmental Servicet Divector,
Admisslons Director, Dieiary
Manager, Soclal Services Divector,
Activity Ditector, Medical Records 3
Diretter and Maintoenance
Director.
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Cantlnued From page 26
was no 8iop date for the Aflvan order.

(NOTE: Ativan [Lorazspam] & & short acting
henzodiazepine used to treat anxjety and
irritabilily with psychiatric or organic disordars.
Given arally, it has an onset of one hour with &
peak of two hours, Ref, Mosby's 2017 Nursing
Drug Reference, 30th Edition, page 722.)

Raview of the EMAR's for the months of April and
iday 2019 revealad the as needed Ativan had not
been administarad as of the date of review, May
1. 2108

The findings ware discusaed with tha
Administrator. Diractor of Nursing, and two
corporate nurse consultanis during a mesting
with the survey leam at 5.00 p.m. on 5/1/189,
Frea of Medication Error Rts § Prent or More
CFR(s); 483.45(h(1)

§483.45({f) Medlcation Errora.
The facliity muat ensure that Rs-

§483.45(1)(1) Medication error rates ars not 5
parcent or greatar, .

Thiz REQUIREMENT i= not met aa evidenced
by:

Based on obazrvetion, ciinlcal record review, and
faclity document review, the facility falied to
snsurs a med amror rate less than 5 parcent,
Thera were 3 arrors In 26 opportunities for a
medication arvor rate of 12%.

The findings Included:

The facility staff failed to adminjsler Flgnage,

[.aciuioze, end Mamantine.

F 758

F759

Resident #1 was discharged
(expired) en 5/8/19 and no other
corrective action was pessible,

#2. Al residents have the potential
to be affceted by thix practice,

F759 Medicatles Error Ratas 4"” f

#1. Resident #9 was assessed by
Director of Nursing on 5/24/19 with
no adverse outcomes noted related
to the medication adsinistration,
A medication error report was
comploted on 5/24/19 by the
Director of Nursing for resident #9
and the physician/nurse
praciitioner was notificd, There
were no new orders for resident #9,
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#3. The Director of
F 758 | Continued From page 27 F 759

The record reviaw revealed that Resident # O was
admittad to the facility on 777117, Dlaghoses
ireiuded bul wers not fimfled to; constipation,
hyperiension, anxiely, ehd major depreseive
disorder.

O B/1710 a1 B:43 am, the surveyor conducted a
medication pass observation with LPN (fleensed
practical nurse) # 1. The surveyor cheerved LPN
# 1 prepare and admiriater the following
medications; Toprimete, Farrous sulfate, Calgium
+D, Oxybotin ER, Lisinopril, Paroxetine, Vitamin
C, and Lorgzepam. LPN # 1 staled, "She getz
Flonase.” Tha surveyar did not observed LPN # 1
administer Flonaze {o Resident # 0.

Or 51119 at 9:00 am, the eurveyor cbservad LPN
# 1 prepare and administer the Tollowing
reedicationa, Petatsium chleride ER, Mamantine,
Lorazepam, Med Plus. During the administration
of medicalions to Resident 81 | the surveyor
chserved a white pil fall out of Resldent#t ‘s
mouth onto ner shit, LPN # 1 used a gloved
hand, retrieved the pill from Residant #1 s shirt,
and discarded the pill, LPN # 1 informad the
surveyor that the pili that fell from Reatdent #1 'a
mouth was Mamantine and that she had 10 get
anpther pill from the cubex.

Tha recard review revealad thet Resident #1 was
sdmitted to the facility on 4/11/18, Diagnoses
induded but were net limited lo, dementa, major
deprassive disorder, amdety, and Insomnla,

On &1/13 at 11:.45 am, the surveyar recenciled

the medlcations given during the madication pass
observation with Residant #9 with tha current
physician's ordars. The surveyor ohserved that

Nuralng/designee will complete
edueation for afl Licensed Narsing
staff on medicatlon administration,
administering of medications
according to current physician
orders, omisslons, required
documentation and nofification(s)

#4. The Director of
Nursing/Assistant Director of
Nursing/Unit Manager/ designee
whl conduct medication pass
abservations 3 times per week x 4
weeks, then 1 x per week for 4
weeks fhen 1 x per month for 1
month or until compliance Is
schieved and maintained. Any
concerns noted related to
medications being withheld will bo
documented on a Concern and
Comment form and logged to frack
Identified concerns and issues (o
ensure appropriate actlons are
taken and the issus or concern is
resoived,

Results and findings of the audits
will be broaght by the Direeter of
and reviewed in the monthly
facility QAPI meotlog x 3 months
or until compHance 1s achieved.

The Quality Assurance
Performance Improvement
Commltice consists of the
Administrator, Director of
Nursing, Assistant Director of

FORM GMB-2667(02-90) Previous Varslohs Obaoiats
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F 758

Continued From page 28

“Flonase allergy RLF (relisf) 60 mcg
{micrograms) spray 1 spray each nostrll every
day" had besn: documented as having bean
administered elthough the survayor did not
obkserve the administration of Fionass. Tha
surveyor also obsarved that "Laclulosa give 15 mi
(milliliter} by mouth fwica » day" had baen
documentad as administered although the
surveyor did not obaerve the adminlstration of
Lactuloze to Resident # 8,

The surveyer raconciied the madications given
during the medication pase observation with
Raesident #1 with the cument physiclan's arders.
The survayor obzerved that "Mamantine HCL 10
mg (miligram) tablet by mouth twice a day™ had
been documented as administerad, allhough the
surveyar did nol obsarve LPN # 1 abtain the
medication from the cubax and adminigter it to
Resigant# .

On 5/1/19, the surveyor celled the facliity
pharmacy and apoke with (Pharmacy staff's
narme withheld). The surveyor asked the
phammacy staff member if she could verify if
Mamaniine 10 my had besn removed from the
cubex for Resldent #1 . The pharmacy ataf?
member reported 1o the surveyor that Mamentina
10 mg had not been removed from the cubex for
Resldent #1 .

On 571419 a{ 1:18 pm, the surveyor spoke with
Regident # 3 . Tha surveyor asked Resldent # 9 if
she had received her Flonase with her morlng
medicatfons. Resldent # stated, "No." The
surveyar asked Reaident # § if she had recaived
her Lactulgse with har moming madications.
Resident # 0 stated, *No | can't take that, it
makes me siclk®

F 758

Nursing, Staff Development
Coordinator, Minimum Data Set
Coordinator, Rehabilitation
Coordinator, Medlcal Director,
Environmental Services Director,
Admissions Director, Dietary
Menager, Social Services Director,
Activity Director, Medical Records
Director and Maintenaace
Director.
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CFR(e): 483.45()(2)

The faciity must ensure that ite-

§483.45{f){2) Realdents are free of any slgnificant
med:cafion errors.

This REQUIREMENT ig not mel as evidenced
by:

Based on clirical record review and facility
document review, the facility staff failed to ensure
that 1 of 26 Resldents In tha survey sample was
free of slgnificant medication errera, Resitdent #
74,

The findings included

The faclity steff falled to administer physician
ardaend | aniim sa AMEAD HHANAN LANMN

Resident # 74 was @ 78-year-pld-female who wag
admitted to the facllity on B/17/18. Disgnoszes
Included but were not limited to; type 2 diabetes
mellitus, anermla, major depressive disorder, and

STATEMENT OF DEFICIENCIES {X1} PROVIDERISUPPLIER/CLIA (%2} MULYIPLE GONSTRUGTION (X3} DATE SLAVEY
AND PLAN OF GORRESTION IBENTIFICATION NUMBER: A BUILDING COMPLETEG
yi )
(]
496338 B. WING G5/02/12010
HAME OF PROVIDER OR SUPPLIER STRERT ADDRESS, CITY, STATE, 21P CODE
CE HEALTHGARE OF ABINGDOMN 490 WALDEN ROAD
GRA OF ABINGDO ABINGDON, VA 24210
{x43t0 SUMMARY STATEMENT OF DEFICIENCIES it PROVIDER'S FLAN OF CORRECTION 8
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL BREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
G REGULATCRY OR LAC IDENTIFYING INFORMATION) TAG CROBE-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 768 | Gontinued From page 29 F 759
The facility policy on "Medlcation Administration”
contalned documentation that included but was
not imited to,
- Bocumentation
3. Initial and record after the madication is
administerad (¢ the resident.” ...
On 5/14 89 at 4:00 pm, the adminlstrative team
wag made aware of the findings as stated above.
No furiher information regarding this issue was
provided to the survey team prior to the exil F760 Slguificant Med Esrors
conferance on §/2/19, ‘ | {3 //?‘
F 760 | Residents are Free of Significant Med Errore £760| #1, The physician for Resident #74

was notified by the facllity Director
of Nursing on 8/24/1% that a
medication was previously
withtheld and the facility had failed
to notify the physlelan at the time
the medication was withheld, A
medication error report was
completed on 5/24/19 Ly the
Director of Nursing Services.
Resident #74 was pssessed by the
Director of Nursing with no
negative outcomes noted on
5/24/19.

#21. We acknowledge all residonts

Assistont Director of Nursing
completed an audit of eurrent
Insulin orders to casure
parameters for physiclan
notification are present as ordered.

FORM CME-2567102-58) Previous Verelone Gbactate

Event {0 Q48V1]

Fatliay iD: VAGDET

fzontinuation shast Pega 30 of 38



05/27/2919 DN 18:34 FaX

Ee3d

PRINTED: D6/17/20138

DEPARTMENT OF HEALTH AND HUMAN BERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDCAID SERVICES OMB NO._0938.0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA (R2y MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILDING COMPLETED
c
435330 B.WING osle2izoie
NAME OF PROVIDER OR SUPPLIER STREET ALDRESE, CITY, 8TATE, ZIP CODE
GRACE HEALTHCARE OF ABINGDON 100 WALDEN RoAD
ABINGDON, VA 24210
A D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUET BE PRECEDED BY FULL PHEFIX {EACH CORRECTIVE ACTION SHOULD BE COMFLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-AEFERENGED TO YHE APPROFRIATE DATE,
DEFICIENCY)
F 760 | Continued From page 30 F 780

chronls kKidnay disease.

‘Tha clinical record for Residant # 74 was
ewvlewed on 4130718 at 2:15 pm. The most
recent MDS {mirimuim data set) aszessment for
Realdenti # 74 was a quarierly asseasment with
an ARD {assecsment referancs date of 3/27/18.
Saction C of tha MDE assesses cognitive
patterns. In Section {0500, the facility staff
documented that Resldent# 74 had a BIM& {brief
interview for mental status) score of 13 ovut of 15,
which Indicated that Resldent # 74 wasg
cognitively Infact,

The currant plan of care for Ragident # 74 was
reviewad and revigad on 4/10/19. The facilily staff
doctimented a focus ares for Resident # 74 as "l
am an Insulin dependent digbetic and am at risk
for hypo/hypergiycemia and complications of tha
dissase," Intervenliona induded but wars not
limited fo, "Dbserve for s/5 of hypoglycemia
(diaphoresis, irritability, confusion, shaliow
resplretions, bounding pulse} and hyperglycemla
{drowalness, thirst, rapid pulse, deep
respirations}. Check blood sugar and report to
MDINP {medical doctor/nurse praciitioner} as
needed,

The physlclan sighad the current orders for
Resldent # 74 on 4/3/19. Orders Included but
wete not limited to, "Lantus 100 unityml {miliilliter)
vial inject 15 units once daily in the moming
subcutaneous.”

On 5/21 5 gt 8:00 am, the surveyar reviewed the
Aptll 2010 MAR (medication adminlstration
record] for Resident # 74, The surveyor observed
that Lantus 15 unils had not been administered to
Resicent # 74 an 471519, 4/19/18, 420419,

#3, The Director of
Nursing/designee will complate
education for licensed nursing staff
regarding medicatlon
administration, ndministering of
medications according io current
physiclan orders, omissions,
requlred documentafion and
physiclan notification when a
medleation s withheld without
gpecific parameters prior to
6/13119,

fid. The Director of
Nursing/Assistant Director of
Nursing/Unit Manager/ designes
will review documentation to
ensure medication sre not being
withheld without specific
parameters and required
notification and documconiation is
in plece for any medicailons that
are withheld, for 5 resldent records
weekly x 4 weeks, then 3 resident
records weekly x 1 month, then
menthly x 1 month or untit
complianec Is achleved and
maintained. Any ecncerns nofed
relnted to medications being
withheld wiil be documented on a
Concern and Comment form and
logged to track identified concerns
and issues to ensure appropriate
actipns are taken and the issue or
concern is resolved,

FORM CME-2667(02-80} Pravious Varsiorns Dbaolala
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F760  Continued From page 31 F 760; All results and findings of the

4/26/19, and 4/29/19. Tha survayor reviewsd the
nurge's noles from 4/15/19 at 5:24 am. The
nurse's note was ducumented a3, “Lantus 100
unit/mi vial Inject 18 units ...scheduled for
411519 at 6:00 am. BS (blood augan) ls 102.” The
aurveyor did not locate documentation that the
physician was rofified that Lanius was held on
4/15M19,

A nurae's note was documented on 4/18/10 at
5:40 am. The nurse's note was documented as,
"Lantus 100 unit/ml vial injact 15 units
Scheduled for 4/19/19 at 6:00 am wag held,, B3
71." The survayor did not focate documaniation of
physician notificetion thel Lanius was held on
411919,

The aurveyor did nof chaerve any doesumentation
in the clinical razord on 4/20/19 as io why the
physician ordered Lantus was hald and did not
locate documentatlon of physiclan notification.

The surveyar did not observe any documentation
In the clinlcal racord on 4/26/18 as to why the
physician orderad Lanius was helg and did nef
Iocate documantation of phyeician nctification.

A nurse's note was documented on 4/20/10 at
6:03 am waa documented as, "Lantus 100 unit/ml
vial inject 15 units .., schaduled for 4/29/19 6:00
am was held..blood sugar 98."

The surveyor reviewed the facllity stending arderg
and dld not bacate any orders to held Lantus due
to decressed blood sugear levels.

On 572719 at 10:3C am, {hs survayor spoks with
the adminiztraiive team regarding the findings as
stated above. The administrative team sgreed

sudits wii be brought to the QAFPT
Committee by the Director of
Nursing Serviees and reviewed in
the monthly facllity QAPI meetings
¥ 3 months or until compliance is
achleved, The Quality Assurance
Performance Improvement
Committee consists of the
Administrator, Director of

{ Nursing, Asslstant Director of
Nursing, Staff Development
Coordinator, Minfmam Data Sot
Coordinator, Rchabflitation
Coordinator, Medical Director,
Eavironmental Services Director,
Admissions Director, Dletary
Manager, Soctal Services Director,
Actlvity Director, Medleal Recards
Director and Mainienance Director

FORM (1A3-2387(02-88) Pravious Varsions Chyokes
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x4} 1D SUMMARY STATEMENT OF DEFICIENCIES (s PROVIDER'S FLAN OF CORRECTION o
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DEFICIENGY)
F 760 | Continved From page 32 F 760
that Lantus ig & lony acling ingulin and should not
have been held without physiclan notificatlon of
low bBlood sugar and physiclan ordars o hold the
Lanlus.
No further information regarding this issue was
praseniet! to the survey team prior 1o the exit F-868 QAA Committee
f 5721149, /
F 868 | QAR Gommitise Fegs{ ¥l A Quality Assurance and 4//', 2
iy pre s g 1
ss5=F | CFR(8): 483.75(a)(1) -2 gi";ﬁ?:tt';“:‘e:{:‘:m‘g;n
§483.75(g) Qualily assessment and asaurance, ;;hmz";eg(:’l);g':‘i’:ﬂ&i;?:“;:“ for
§483.75(g){1} A facility must maintain a quality “}ée +a wors Ideitified as beln
aseessmant und assurance committes consisting residen e
8( a minimum of. affected,
(i} The diractor of nursing sarvicay;
{ii) The Medical Director or his/her designee; :2‘ “:;nckl:m:]‘et’ifz :]el :;::S:::i
(lii) At lenst three other members of the facllity's ave the potentia ¥
staff, st lerst one of who must be the this practice.
adminisfrator, owner, a board member or other ] X
individual In a leadership rote; ’;3‘ g!'"Q“m*;y A“"mme;“d
erlormance Tmprovenien
£483.78(g)(2) Tha qualily agzessment and Committee meetings will be
assurance commitiee must: scheduied on & monthly basis by
() Meet at lannt qusrterly and ae needed to the administrator golng forward
identifying insuse wilh raspact to which quality atud the schedule will be provided
aesessmant and assurance activities are to the Medical Direetor.
necassary,
Thiz REQUIREMENT (s not met rs evidenced #4. Tho Director of Nursing
ng o on facllty staf Intervl 44 . Services will monitar on &1
ased oh ¥ staffimerview and documen oing menthly basis to ensure
review It was determined the facilty staff falled 1o iy On am? Assurance and
condudt quarterly quality assurance mestings with Impravement Committee meelings
i i {.
a madical director presen are held, that comnftiee members
Findinge: including the Medical Director are
present and that appropriate
On §/2/18 at 10:30 AM the quality assurance documentation including sign in
gheets are completed.
FORM CMS-2567(02-50) Previoua Varelons Dhaslels Evant 1D: Q451 Faellry [0 VARISY if eanlinuetion shesl Pags 33 0f 30
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NAME OF PROVIDER OR EUPPLIER

GRACE HEALTHCARE DF ABINGDON
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§482.80 Infaction Contral

The facility must establish and maintain an
infection prevantion and confro! program
designed o provide a safa, ganitary and
comforiable environment and 1o help prevent the
development and tranamizalon of cammunicable
diseases and Infactions,

Control

#1 Resldent # % was assessed by the
Diractor of Narsing on 5/24/19 and
had no adverse outcomes related fo
the handwashing during
medicatlon administration.

a0 SUMMARY STATEMENT OF DEFIGIENGIES ) PROVIDER'S FLAN OF CORRECTION o
PREFIX [EACH DEFICIENCY MUST BE SHECEOED BY FULL PREFIX {EACH CORRECTIVE ACTION BHOULD BE COMPLETION
TAG REAULATORY OR LEC IDENTIFVING INFORMATION) TAG CRESE-REFERENCED TO THE APPROBRIATE DRTE
DEFICIENGY)
Any concerna nofed relaféd (6 the
F 66 | Continued From paga 33 F 68 QAPI Committee will be
program was reviewed with the facility documented on & Concern and
sdministrator. The administrator provided the Comment form and logged to track
surveyor with sign-up sheels for the quality identified eoncerns and Issues to
a.ssurance mests corducted since the lnst ensure appropriate actions are
survey,
takeu and the issue or concern is
The aight mestings were conducted on the resolved. Mi‘ results and Nudings of
following dates: the audite will be breught by the
1 3/8/18 Adminlstrator and reviewed In the
2 412418 manthly facility QAPT meeilngs x 3
3. éMtoMs tnonths pr until compliance is
4, 9/28/18 achdeved. The Quality Asswrance
5 15ne Performance Improvement
6. 10117118 Committee congists of the
7. 1212818 Administrator, Director of
8. 2728119 Neursing, Assistant Director of
On 4/24/18, 9/28/18, and 12/28/18 the medical 2““:;‘.3’ f ‘a“nf.e‘i’el‘“’ m;“: Sof
director diel not register on the slgn in sheets. The vordinafor, Minimum Data Se
administrator told the surveyer the madical Coardinator, Rehabilitation
diractor had bean aut on masternity lesva and Caordinatar, Medical Director,
snother physiclan was supposed to i In for her Envirenmental Services Director,
during her absance, The physfclian had attended Admissions Director, Dietary
ane meeating and signed n—but was unable to Manager, Social Services Director,
attend all the meelings as they were schaduled, and the Activities Director,
Na additiona! Information was provided prior to
the sutvey team exit.
F 880 | infaction Prevertion & Control F 880 ‘/ ‘6/ ﬁ
ssap | CFR{s): 483.80(a)(1)(2))e)(f) FR80 Infection Prevention and
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§483.80(a) (nfection prevention and control
program.

The facllity must establish an Infection prevention
and coniral program {IPCP) that must Include, at
a minimum, the jollowing elements:

§483.80{a)(1) A system for preventing, identifying,
reporting, Investigating, and controlling infaclions
and communicable dizesses for all residents,
awaff, volunteers, visitars, and other individuals
providing eervices undear g contraciual
arrangement based ugen the facilily asssssment
conducted eccording to §483.7C(e) and following
accepted naticns| standards;

§483.80({a){2) Written standarda, policles, and
procedures for the program, which must Include,
but are not Emited to;

(i) A systam of surveillance designad to [dentify
posslble communicabis diseases or

infections before they can spread lo other
persons in the faclllty;

(i) When and to wham possible incidents of
communicable disease or infeclions should ba
reporiad,

{i1") Standard and lranzsmigsion-based precautions
to be followed to prevent spresd of infeclions;
(lv)iWhen and how laolation sheuld be used fora
resident; including but nat mited fo:

{A) The type and duration of the Iscletion,
depending upen the infactious agent ar srganism
Involvad, and

(B} A requirement that the Isofation should ba the
least restrictive posaible for the resldent under the
Slrsumstances, '

{v) The circumstances under which the facilly
must prohibit amployees with a communicable

X4} 1D FUMMARY STATEMENT OF DEFICIENCIES L] PROVIDER'S PLAN OF CORRECTION (235}
PREFIX (EACH DEFICIENGY MUST BE PREGEDED BY FULL, PREFIX {EACH CORREGTIVE ACTION SHQULD BE COMPLETION
TAG REGULATORY OR L3C 1DENTIFYING INFORMATION: TAG CRCSEREFERENCED TO THE APPROPRIATE DavE
DEFICIENGY)
F 880 | Continued From page 34 F 880 Resident # 44 was assessed Dy the

Director of Nursing on 5/24/19 and
had no adverse cutcomes ralated to
the sanitizing of non-crilleal
resident care itemys durlng
medication sdministraiion,
Resldent # 4 was assesacd by the
Dirvectar of Nursing on 5/24/19 and
had ne adverse outcomes refated to
the handwashing during wound
care. LPN#1 and LPN #2 were
provided 1:1 educeation by the
Director of Nursing on 5/1/19
regarding handwashing during
wound care, iandwashing during
medication administration and on
sanltizing medical equipment
before and after resident use,

#2. We acknowledge aH restdents
have the potential to be affceted by

this practice.

#3 The Directer of
Nursing/designee will complete
education with Heensed nursing
staff regarding medleation
administration proper infection
control practices including
handwashing during medication
administration, sanitizing medical
equipment before and after
resident nse and handwashing
during wound ¢sre on or before
6/13/19,

#4, The Dircetor of
Narsinp/Assistant Director of
Nursing/Unit Manngers/ designes

FORRE CMB-25EM02-59) Pravioun Vereiona Cbaatela Lveme D 45V
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disease of infacied skin legions from direct
contact with residents or their food, if diract
contact wil transmit the disease; and

(vi)The hand hyglene procedures to be followed
by etaff invelved In direct resident contact.

§482.80{u)(4) A sysiem for recording Incldents
identifled undar the facliRy's IPCP and the
corrective actions taken by the facility.

£483.80(e) Linans,

Personnel must handie, slors, pracass, and
trensport linans go 88 to prevent the spread of
irfection

§483.80(f) Annual review.
The facllity will cantfuct an annuaf review of Its
IPCF and update thelr program, as necessary,
This REQUIREMENT s riot mst as evidencad
by:

Based an observation and facility documant
review, the facllity stafl falled to provide a safa
sanitary snvironment to help prevent the
devsiopmsnt and lrarsmission of communicshle
diseases and infeclions during madication pass
obzervation, and cheervation of wound cars,

The findings included

The facility staff falled to appropristely wash
hands and sanitize madical equipment during a
medication pass obearvation,

The facllity staff falled fo approptiately wash
hands during a wound care observation.

On 5/1/19 gt 8:43 am, the survayor was
conducting & medication pass observation with
LPN # 1 {llcensed practical nurse), The surveyor

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0936-0391_
BTATEMENT OF DEFICIENCIES (X#) PROVIDER/SUPPLIER/GLIA X&) MULTIPLE CONSTRUCTION (X5 DATE SURVEY
AND ELAN OF CORREDTION IDENTIFICATION NUWBER: A BUILOING COMPLETED
¢
495338 B NG 05/02/2018
NAME OF PROVIDER OR SUPPLIER SYREEY ADDRESS, CITY, STAYE, 2IF GODE
10 Wi
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() i SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRELTION {46
FREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREEIX (EAGH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATCRY OR LAC IDENTIFYING INFORMATION) TA: CROSS-REFERENCED TO THE APPRGPRIATE GATE
LEFCIENCY)
F 830 | Continued From page 35 Fego| Wi conduct medleation pass

ohservationa proper Infection
control practices Including
handwashing during medication
apdministration and wound care
and sanitizing medical equipment
before and after resident use and,
medication observations 3 times
por week X 4 weeks, then 1x par
week x 4 weeks then 1 x per month
for 1 month, and wound care
observations 2 x per week, x 4
weeks, then 1x per week x 4 weeks
then 1 x per month foy 1 month or
antil complance is achleved and
maintained, Any concerss noted
related to hand washing during
medication administration or
wound care will be documented on
a Concern and Comment form and
logged to track identifled concerns
and issues to ensure appropriate
actions are taken and the issue or
concern s resolved.

All results and findings of the
audits will be brought by the
Director of Nursing Services and
reviewed in the monthly facility
QAPI meetings X 3 months or untl}
compiiance is achleved. The
Quality Assursnce Performante
Improvemont Commiitee consisés
aof the Administrator, Director of
Nursing, Assistant Director of
Nursing, Staff Development
Coordinator, Minimum Data Set
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observed LPN # 1 20 she administerad
med!catlons to Resident# 9, The surveyor
cbsarved LPN # 1 as she washed hert hands,
furnad off the faucet, and then dried her hands
wilh a paper towel and discarded the used paner
towe! Into the tragh.

On §/1/18 et 8:00 am, the surveyor obsarved LEN
# 1 as she administerad madicstion to Resident #
44 fnol gampled). LPN # 1 informed the surveyar
that sha needed to assess Resldent # 44's vital

: gigns prior to medication adminlstratlon, Tha

surveyor abserved LPN# 1 remove o
slethoacope, bloed pressure culf, and porlabla
pulse oximetry monitor from the medicatlon cart.
LPN # 1 enigred Resident # 44's room. Resldent
# 44 was obzerved lying In bed, The surveyor
observed LPN # 1 as she placad the atathoscops
on the bed with Realdent# 44. LPN # 1, the

. placed the blood pressure Cuff on Resident # 44's

right arm, placed tha poriahis pulse oximeiry
menitor on & finger on Resident # 44's (efl hend.
LPN # 1 removed the stethoacope from Resident
# 44's bed, placed the stethascope in her ears
and cbtelned Resldent # 44's Blood pressure and
read the pulse and oxygan saturalion levels from
the portable pulse oximeiry moniter that had been
placed on Resldent # 44's left inger. The
surveyor obsarved LPN # 1 as she remaved the
stethoscope, portable blood pregsurs cuff, and
portable pulse oximetry manltor from Resident #
44's room and placad them in the madication cart
without sanitizing the itams.

On 5/1719 at 8:20 am, the surveyor observed
wound core of Resident # 4 with LPN# 2, The
surveyor obagrved LPN # 2 ae she sanltized the
surface of an over bed tabls with Sani wipes and
aHowed the surfaca time to dry. LFN 2 2 gl up

Coordinator, Medical Dirccetar,
Environmental Services Dirgctor,
Admisslons Director, Dietary
Mannger, Secial Services Director,
Activity Director, Medical Records
Director and Malntenance
Director,

CENTERS FOR MEDICARE & MED|CAID SERVICES GMB NO. 0938-0301
STATEMENY OF DEFIGIENGIES {%1) PROVIDERISUPPLIBRICLIA {X2) MULTIFLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMISLETED
c
496338 . WING 0876212010
NAME OF PROGVIDER OR BUPPLIER STREET ADDRESE, CITY, BYATE, 2IF CODE
GRACE HEALTHCARE OF ABINGDON 600 ENROAD
ABINGDON, VA 24210
X410 BUMMARY STATEMENT QF DEFICIENCIES [[] FROVIDER'S PLAN OF CORREGTION oAy
PREFIX [EACH DEFIZIENCY MUST 8E PRECEDED BY FULL PFREFIX (EACH CORRECTIVE AGTION SHOULD 8F SaMPLETIDN
AL REGULATCRY OR LEC IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TO THE APPROFRIATE DATE
BEFICIENGY)
F 880, Confinued From page 36 F 880 Coordinator, Rehabilitation
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¥ 880! Continuad From page 37 F 680

the work area appropriately with all nesded
maigrials. LPN # 2 weni inta the bathroom,
washed her hands, (umed off the faucel, then
dried her hands with a paper towel and dlscarded
the towel In the trash. LPN # 2 was assisted by
the ADON (assletant director of nursing) In turning
Resldent # 4. The surveyor chsarved LPN# 2 as
ghe ramovesd the old dressing and discarded the
old dressing. LPN # 2 was obeerved ss ghe
remaoved and discarded her gioves. LPN # 2 went
into the bathroom, washed her hands, tumhed off
the faucet, and dried hande with a dry paper towel
and discarded the usad paper towel into the
trash. LPN # 2 applied clean gloves and cloaned
Resident # 4's wound eppropriately, spplied
trestment as ordered, and covered the wound,
The surveyor observed LPN # 2 remave and
digcard her gloves, LPN # 2 went into the
bathroont, washed her bande, turned off the
faucet, then dried her hands on a clean paper
fowel and discarded tha paper towel ints the
tragh.

The facility policy on "Hand Hygiens Tachnigua®
containad decumentation that included but was
nol limitad lo,

" General Guidelines

b. When washing hands with soap-and water, wet
hands first with water, apply an amount of product
recemmended by the manufaciurer to hands, and
rub hands together vigorously for at Isast 15
seconds, covering all surfaces of the hands and
fingers.

Rinse hands with water and dry tharoughly with 2
dispossble towel. Use towel 1o umn off laucet.” ...
The faaiiity policy an "Cleaaning end Disinfacting
Mon-Critical Residant-Care Hlems" contained
dosumentation that included but was net limited
10,
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F 880 | Continued From pege 38 F 880
General Guidelines
d. Reuasable items are cleaned and disinfected or
sieriized betwaen residents (e.g., stethoscopes,
durable medical equipment).” ...
On §1/19 at 3:40 pm, the administrative team
was made aware of the findings s slated above,
No further infarmatior: regarding this issue was
presentad to the survay {aam prior ta the exit
confsrence on 5/2/19,
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