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E 000 Initial Comments E000].
An unannounced Emergency Preparedness
Survey was conducted 2/19/19 through 2/21/19.
The facility's Emergency Preparedness Plan was
reviewed and found te be in compliance with CFR
483.73, the Federal requirements for Emergency
Preparedness in Long Tern Care facilties.
F 000 INITIAL COMMENTS F Q00
An unannounced Medlcare!Mediqaid standard
survey was conducted 02/19/19 through ;
02/21/19. Corrections are required for
compliance with 42 CFR Part 483 Federal Long
Term Care requirements. The Life Safety Code
survey/report will follow. No complaints were
investigated during the survey.
The census in this 118 certifled bed facility was
98 at the time of the survey. The survey sample.
consisted of 20 current Resident reviews and 3
closed record reviews. 6
F 623 | Notice Requirements Before Transfer/Discharge F 6231 . Natice requirements before Transter /Discharge
88=C | CFR(s): 483.15(c)(3)-(6)(B)
. )]
§483.15(c)(3) Notice before transfer, Correctiva Action
Befors a facillty transfers or discharges a . Resident #76 #92. Social Worker notified the focal
resident, the facility must- ombudsman office of discharges of resident # 76 and
(i) Notify the resident and the resident's resident #93. Soclal Worker was immediately educated
representative(s) of the transfer or discharge and on reguiation,
the reasons for the move in writing and in a :
language and manner they understand. The 4
facility must send a copy of the notice to a Identification
representative of the Qffice of the State i
Long-Term Care Ombudsman, All residents residing in the facllity that discharges or
(ii) Record the reasons for the transter or transfers have the potential to be affectad by this _
discharge in the resident's medical record in practice. The Social Worker will complete & 100X audic.
accordance with paragraph (c)(2) of this section; ok the discharges and transfers ovar the past 30 days
and ﬂ snd the Jocal Ombadsman office will be notified.
ORATORY DIRECTOR'S OR PROVIDER/SUFPLIER RE#NTAT ighaUR A) TILE {X6) DATE
H _ \ , 3
dsficiency statement ending with an asterisk {*} denchds a deficlency tha Mstitution nay be exclised from cormrecting providing It is datermin that
r safaguards provide sufficient pratection 10 the patients. (Saee instructions eptfor nursing homes, the findings stated gbove are disclosable 50 days
wing the data of survey whather or nat a plan of comraction is ded, For nursing homes, ihe above findings and plans of comection ara disclosable 14
Tollawing the data these documents are made available to the facility. It deficiencies are Cited, an approved plan of coreotion is requisite 1 continved
ram participation.
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(ifi) Inciuda in the nctice the Items daacribed In 3 e Bockal Weeker
; aidministratos/designee
paragraph (c)(6) of this esction, Foxhcmrpmiar sty o i b g
" discherges to the Adminismator that was subseitied o the local
§483.15(c)(4) Timing of the notics. . i Ombudsman office for review.
(1) Except 23 specified in paragrapha (c)}(4)(i) end _ i R ;
{¢)(8) of thia section, the notice of trensfer or PR : SR LI
discharge required under this section must ba :
made by the facilily at least 30 days before the o Fin N
resident ls transferrod or discharged, ' .| Mitering
() Notice must be made as soon es practicable . m%%;‘ymmmm
before transfer or discharge when- tonsfers sy x T sy
(A) The safety of individuais in the faciity would ey wionert i
be endangered under paragraph (o 1}(}C) of Fprsement Commitios and will determine the noed for
this section; addition) sudits and/or nction plana.
(B} The haatth of individugls in the facifity would - v
be endangered, under paragraph (c}{1}(i{D) of i Datz of Complianee
this saction; bala SRR
(C) The resident's health improves sufficiently to '
allowammh'nﬂndlabtramhrmdbdwge, L :
under paragraph {SX1XIB) of this section; ' '
{D) An immediats transfer or discharge is '
required by tha rasident's urgent medical neadsa,
under paragraph {c}{1){T)(A) of this section; or
(E) A resident has not resided in the faciity for 30
days.
§483.15(c}5) Contents of the notice. Tha writtan
notice specified lnpnmgmph(c)(a)ofﬂussedon
must include the following:
{) The reason for transfer or
(E)Thoeﬂhdhadahofmmordbd\ame
(il) The lacation to which the resident is
transfarred or discharged;
() A statement of the resident's appeal rights,
intluding the name, addrass {maifing and emalil},
and telophone number of the entity whioh
recelves such requasts; and information on how
to obialn an appeal form and assistance in
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F 623 | Continued From pags 2 F 623
mﬂeﬁmmmmmbmngmappoa!
hearing request;

{v) The name, addrees (mailing and email) and
tolephone number of the Office of the State
Long-Term Care Ombudsman;

{V1) For nursing facility residents with intellactual
end developmental disabifities or retated
disabiliies, the malling and email address and
telephone number of the agancy responsible for
the protection and advocacy of individuals with
developmental disabiibes established under Part
C of the Developmental Disabiliies Assistance
and Bill of Rights Act of 2000 (Pub. &, 108-402,
oodified at 42 U.8.C. 15001 ef seq.); and

{vii) For nureing fadility residents with a mental
disorder or related disabilities, the maliing and
emall addrase and telephone number of the
agency respongibla for the protection gnd
advocacy of individuals with a mental disorder
established under the Protaction and Advocacy
for Mantally ] individuals Act.

§483.16(0)(6) Changes to the notice,

If the information in the notice changas prior to
efiacting the transfer or discharge, the facility
must update the recipiants of tha notice as soon
s practicable once the updated information
becomss avsilable.

§483.16(c)(8) Notice in edvance of facifity closure
in the case of faciiity closurs, the Individual who is
tha adminlstrator of the facliity muat provide
written notification prior to the impending closurs
to the State Survey Agency, the Office of the
8tate Long-Term Caro Ombudsman, residents of
the facity, and the resident representatives, as
well as the plan for the transfar and adsquate
relocation of the residents, as required at §
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(X3) DATE SURVEY
COMPLETED

REGULATORY OR LEC IDENTIFYING INFORMATION)

Continued From page 3

483.70().

This REQUIREMENT s not met as evidenoed
by:

Basad on staff interview and clinical record
review the facility staff failed to provide written
notification of @ hospital tranafer for two of 23
ragitants Inmowmyoamph. Residents #76

.} and # 3.

1. Resident #768 was discharged to hospital and
the facilify did not notify the Ombudsman or tha
responsibie party (RP) in writing.

2. Reaident #93 was discharged to hoapital and
tha faciiity did not notlfy the Ombudsman or the
responsible parly (RP) in writing. :

The Findings Inciude:

1. Resident #76 was admittad to the facllity on
8/18/11 with the most readmission on 1/24/19,
Diagnecses for Resident #76 included: Disbates,
and stage rens] disease reoeiving dialysis,
hypatension, gleep apnea, and morbid obesity.
The most cument MDS (minimum data set) was @
quarterly asseesment with an ARD (assessment
meferenca date) of 1/27/19. Resident #76 was
sasessad a3 being cognitively Intact with a score
of 15 of 15. Resident #78 was her own

responsible parzon (RP).

On 2/20/19 Resident #76's medical record
indicated that Resident #76 was admitted to the
hoapital on 1/718 with a primary diagnoses. of
C-DiY oolitis with hypotension, retumed back to
the facillty on 1/17/189, discharged to the hespital
again on 1/21/18 with primary diagnoses of
hypotention secondary to adrenal insufficiency
and retumed back to the facility on 1/24/18.

F623
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F 828 | Continued From page 4 F623

On 02/20/10 at 10:58 AM, the social worker (SW)
was interviewed concemning notifying the
Ombudsman and Rasident #78 In writing of the
discharges in January 2010, The SW verbalized
that she had rot been sending written nofification
to Ombudsman or Representative reganding -
being discharged to the hospital, The SW
verbalized that she does send nofification to the
Ombudsman of someona's discharga if the
Resident is not going to retum to the faciity, but
was unawars that ahe had to nofify In writing if a

Resident was being discharged to & hospitsl.

On 0272010 03:38 PM the above information was
presantad to the director of nureing and the
administrator.

No other information was prasanted prior to exit
oonference on 2/211/19, :

2. Resident #83 wes admitted to tha facility on
1717110 with a readrhission on 1/30/18.
Diagnoses for Residont #63 included:
cerebrovascular disease (CVA), chronic kidney
dissase, muscls waaknass, hypertension,
dificulty walking, frecture of right femur, and
routine hagling of fracture. The mosai recent
minimum date set (MDS) dated 2/13/18 assessed
Resident #93 as balng cognitively intact with a
soore of 15 for dally decision making.

Ragidert #93 was intarvigwad on 02/16/19
regarding her stay at the facility. Resident #93
stited sha was doing betisr and making slow
progreas sinoe her hospital etay last month.
Resident #83 etated she criginally was admitted
to tha facllity for therapy after falling and breaking
her hip at home, howaver she had & emall stroke
and was admitted to the hespital where she had
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F 623 | Continued From page 5

surgary for stant placement and wore a haart
monitor for a few days.

Resident #93's dlinical record was reviewed on
02H8/19 et 2:15 p.m. A nurging prograss note
dated 01/23/19 with a timestamp of 14:53 p.m.
{2:53 p.m.) documented "Patient admitiad to
hospital.”

On 02/20M19 at 10:56 a.m., the social worker (OS
#1) was interviowod conceming notifying the
- | State Ombudsman's office regarding Resident

08 #1 stated she did not notify the State
Ombudsman’s office of Resldant #53's discharge
to the hosplital because she was not aware she
wos supposed to. O8 #1 atated she had not
been notifying the Stale Ombudaman's office

These findings were reviewed with the
adminigtratar, diractar of nursing and corporate
staff during a meeting on 02/20/19 a1 3:54 p.m.
F 841 Accuracy of Assessments

83=8 | CFR(s): 483.20(g)

§483.20(g) Asctiracy of Assessments.

The asssssment must accurately reflect the
resident's status.

This REQUIREMENT is not met as evidenced
by:

Based on clinical record review and staff
intervigw, tha facility failad for ana of 23 residants
in the survey sample (Resident 101) io ensure
an accurate Minimum Data Set. Resident # 107,
who waa dischargad home, was kientified on &
Disoharge - Return Not Anticipated Minimum
Data Set ae having been discharged to an acute

#93 being discharged o the hospital on 01223119,

when any resident was discharged to the hospital.

Fé23

..F'341 641

was dicharged homé.

The MD$ for residert #101was corectad ta indicats thet he
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F 641 Continued From page 6 F 641 I
hospital. (entification

The findings were:

Resident # 101 in the survey sample, a 36
year-old male, was admitted to the facility on
12/31/18 with diagnoses that included anemia,
atrial fibrillation, congestive heart failure,
hypertension, gastroesophageal reflux disease,
benign prostatic hyperplasia, renal insufficiency,
diabetes mellitus, hyperlipidemia, osteomyelitis,
difficulty walking, Vitamin D deficiency, morbid
obesity, dilated cardiomyopathy, generalized
muscle weakness, acquired absence of left great
toe and other left toes. According to the
resident's Admission Minimum Data Set (MDS},
with an Assessment Reference Date (ARD) of
1/7/19, the resident was assessed under Section
C (Cognitive Patterns} as being cognitively intact,
with a Summary Score of 15 out of 15.

Review of Resident # 101°s closed Electronic
Health Record (EHR) revealed the following
Progress (Nurses) Notes entry:

1/18/2019 - 1608 - "Resident discharged at this
time. All belongings taken with resident. All
scripts taken with resident. SUN transport to
transport home...."

Also included in the resident's EHR was an
Ombudsman Discharge Notification, dated
1/18/18, that indicated the resident was
discharged back to the community because the
resident's discharge goals were met.

According to a Discharge - Return Not Anticipated
MDS, with an ARD of 1/18/19, the resident was

identified at ltem A2100 Discharge Status, as

All residents In the facility that have care plans have the
potential to be affected by this practice. The MDS Coordinator
audited all discharges for the past 30 days to ensure that each
MDS was coded property.

Systematic Changes

The Administrator/ designee educated the MDS Coordinator
on completion of MDS accuracy.

v
Monitoring

The MDS Coordinator/Designee will conduct audits on all
discharged residents weekly x4 then monthly x2 for accurate
completion. Data collected will be forwarded to Quality
Assurance and Improvement Committee and will determine
the need for additional audits and/ or action plans.

v

Date of Compllance

4/5/2019
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F 641 | Continued From page 7 F 841
having been discharged to an acute hospital.

On 2/20/19 ot 1:30 p.m., RN # 1 (Registored
Nurse), the MDS Coordinator, was intarviewad
regarding the entry at item A2100 on the
Discharge - Retum Not Anticipatod MDS. Afisr
checking her records, RN # 1 atated the entry at
A2100, acute hospital, was Inoorrect.

The findings were reviewed during a meeting at
2:30 p.m. on 2/20/19 that inchuded the
Administrator, Director of Nurging, Corparate
Nures Consultant, and the survey team. .
£ 643 | PASARR Screening for MD & ID P e4s SARLRR
56=a | CFR(s): 483.2000(113) F AT PASSAR Screaring
S
$483.20(k) Preadmission Screening for
individuais with a menta! disorder and individuals . Correction
with intetisctual disabitiy. R " a2
§483.20(k}{(1) A nursing fetllity must not admit, on
or after January 1, 1989, any naw reakients with:
{) Mentsl disorder as defined In paragraph (K)(3} ;
{i} of thia section, unlass the State montal health i
autherity has determined, based on an
indapendent physical and medtal evaluation antificstion
performad by a parson or entity other than the All residents of the fucility have the potential to be
Stata mental health suthority, prior to admission, Aected by this practce, A 4008 audit has boen
{A) That, because of the physical and mental conductod of all current residants 1o ensure that level
condition of the individual, the individual requires L PA AR S Hate DA con bt

the lavel of sesvices providad by a nursing faclity;

and

(B} if the Individual requires such laval of
sanvices, whathar the individual requires Systam change
speciallzed sarvioos; of
(i) Intellectue dissbilty, as defined in paragraph " mm“,"m"“‘“‘ff:;ﬁﬁ ot w

(KN3)(H) of this saction, uniess the State et has baen scroaned for » aval 1 PASSAR upon
intallectual disabllity or developmantal disability sey L
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F 848 | Continued From page 8 - F 845
authority has detenmined prior to admission- Monitoring
{A) That, becsuse of the physical and mental

memu disabllity.

plans.
§483.20(k)(2) Excaptions. For purposas of this
section-

{)Tha praadmission screening program under

for duterminations in the case of the readmissicn b o]
to a nuraing facility of an individual who, aftor
being admiited to the nursing fecility, was
transforred for cara in a hospital,

(i) The State may chooss not to apply the
preadmission screening program under
paragraph (k){1} of thia section to the admizsion
to a nursing facility of an individual-

{A) Wha is admitted to the facliity directly from a
hospital after receiving acuts inpatient care et the
hospital,

{B) Who requires nursing facility sanvices for the
condition for which the individual received care In
the hospital, and

(C) Whosa attending physician has cortified,
before edmission to the fasility that tha individual
is flaty to require less than 30 days of nureing
fadility setvices.

§483,20(k)(3) Definition. For purposes of this
saction-

{i) An individual is considerad to have a mental
disordar if the individual has a serfous mental

disorder defined in 483,102(b){1).
() An indiviiuel s canaidered to have an

. admisslons waskly x4 then monthly x2 to ensure the
i::ah\ld of services provided by a nureing faciiity; medical . a lovel 1 P Data

collectad will be forwarded to Quality Assurance and
(B) "I the m' e dl, mnm m Performance improvament Committee snd will

determine the need for additional audits and/or

paragraph(K)(1) of this saction noed not provide Data of Compilance
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PREFIX
TAG

Continued From page 0

inteBactual disabifity if the individual has an
Intalloctual disebity as defined in §483.102(b)(3)
of is a person with a related condition as
doscribed in 436.1010 of this chapter.

This REQUIREMENT is nct met as evidenoed
WBmdonelInlaalumm review and staff
interview the facility failed to ansure & PABARR
(Pre-Admission Scresning and Resident Review)
was completed for one of 23 resident's, Residant
#02,

Resident #62 did not have a PASARR screening
when admitted io the facility.

The Findings Include:

Rasident #62 admitted to the facility on 10/31/11,
The most recent MDS waa a quarterly
assessmant with ARD (Assessmant Referance
Date) of 1/22/19. Diagnoses for Residant #62
Included: Diabatss, damentia with lewy bodies,
Parkinson’s disease, dopreasion, mafignant

neoplasm of ulsrus. Residant £42 had a cognitive

ascore of 11 indicating moderately cognltivaly
Intact.

On 2/16/19 Resident #82's madical record was
reviewad and did not svidencs that A PASSAR

had been completed by the facility,

On 2720/ 9 xt 9:45, AM the social worker along
with the admissions diractor was asked to
present evidence thet 8 PASARR was complated
at the time of admiasion. Tha social workar
present a "Puycho-social Assesament” that was
faxad to the facikly by PACE {Programa for ail
Inchseive Care for the Elderly) snd waa faxed
stampeod and datsd 11/258/2011. The assassment
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itsalf did not evidence whan the assessment was
compieted.,

On 2/20119 at 10:58 AM, the social worker was
Intsrviawed ageain about the pre-scraen PASARR
that should be completed upon admisslan. The
social worker verbalized that Resident #52 was
admiited through PACE snd PACE should have
complated the pre-screen and would call PACE
and ask to have it faxad to the facility.

On 02/20/19 at 3:35 PM, the above information
was presentad to the administrator, director of
nureing and regional vice prasident.

On 2/21/19 at 9:00 AM, thie accial worker was
again asked for evidenoe of the PASARR. The
social worker verbalfized that the facility was still
trying to get a copy from PACE,

On 02/2118 st 10:06 AM, during a meeting with
the adminigtrator, diveotor of nursing and regional
vica president, the regional vice pragident atated
that there was a misunderstanding with PACE in
regards to completing a PASARR and therefore it
was never completed, indicafing onty @
psych-social assessment was done at the time of
admisslon.

No other information was presanted prior to exit
canference. on 2/21/19. -

P €86 ;
F 656 | Developimplement Comprehenaive Care Plan Fése Care Pans
88=D | CFR(s): 483.21(b)(1) Develagaiant of Compreicioree

§483.21(b) Comprehensive Gare Plans : !

§483.21(b)(1) The facility must develop and Coerection
implement & comprehansive perscn-centered
Gare plan for each reaident, consistent with the " Thecare plan for rasident #24 was updated
A immed:ately to reflect 3 plan of care for Gastroparesis. |
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resident rights set forth st §483.10(c)(2) and .
§483.10(o)(3), that inciudes moasurable (B omfe R
objactives and tmeframes to meet a residents ¢
medicsl, nuraing, and mental and psychosocial All residents with Gestroparais hava the potentisl to
neads that are identifiad in the comprehensive be affactad by this practica. The facilhty conductad a
assassment. The comprehensive care plan must 100 % audit of ai rexidents with tha diagnosis of
describe the following - Gastroparesis 1o ansure 3 comprehensiva cara plan is
{i} The services thet are to ba furnished to atteln in place.
or maintain the resident’s highest practicable
physical, mental, and psychosocial well-being es 1]
required under §483.24, §483.26 or §483.40; and Systenechangs
(ii) Any services that would otherwise be requirad ]
under 5483.24, §483.25 or §483.40 but are not The Director of Nurting / Designee witl educate the
providad dus to the resident'e exercise of rights Interdisciplinary Toam on the development and
‘| undar §483.10, nokuding the right to refuse impiementation of individualized care plans. A
tremiment under §483.10{c)6).
{ili) Any speclalized services or spacialized '}
rehabliitative services the nursing facility wi
provide o8 o result of PASARR Monitoring
recommandations. If a facility disagrees with the
findings of the PASARR, it must indicate its
rationale in the resident's. medical record, Random audits for comprehensive core plan
{N)In cansultation with the resident and the dwelopment and Implamentation will be complatad
resident's representative(s)- by the MOS Coordinator/Designes waakly x4 weeks
{A) The resident's goals for admission and and monthly x2. Oata collected will be reported to
desired outcomea. Quality Assuranca and improvemant Commitee and
(B) The resident's prefarence and potential for will determine the need for additional audits and/or
future discharge. Facilities must document . action plans.
whether the resident'a desire to retum to the Y v
community was assessed and any referrals to e
iocal contact agenciea and/or other appropriste b Date of Compilance
entities, for this purpose.
{C} Discharge pians in the comprehensive care 4/5/19
plan, as appropriate, in accordance with the
requirements set forth in paragraph (c) of this
saction.
Thia REQUIREMENT s not met as evidenced
by: .
Based on resident interview, staff interview and .
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F 868 | Continued From page 12 F8s58

clinical racord review, the facility staff failed to
ensure a CCP (comprehensive care plan) was
developed and implemented for one of 23

residents in the survey sample, Resident #24.

Findinga include:

Resident #24 was admitied to the facility ariginally
on 05/27118. The resident was madmittad on
08/07/18 and again on 08/17/B, with the most
recsnt readmission being on 01/31/18.

Diagnosas for Resident #24 included, but were
not imited to: high blood pressure, DM (diabetic
‘'mediitus), depression, ESRD (snx! stage renal
disaase) dependent upon hemodialysis, right
above the knee amputation, constipation and
gastroparesis.

A quarterly MDS (minimum data set) assessmant
dated 12/01/18 was reviewed. The MDS
assossad the resident with a cognitive score of
15, Indicating the resident was cognitively intact
for dally decision making skills, The resident was
assessed as requlring extensive assistance for
tolleting with at least one pamson physical
nssistance. The regident was alsa aasesasd as
"always" continent of bowel. This MDS
aditionslly assessed the rasident as recelving a
diuretic during the praviaus, 7 day took back
period, and as recelving hemodialysis while a
residant.

The most recent full MDS asssssment with CAAS
{care grea assassmant summary), was a & day
admission assessment dated 08/0318. This
MDS was reviewed for CAAS information. The
resident triggered on this MDS for, but not limitad
to: urnary, nutrition and dehydration. Further
reviaw of this MDS for dehydration, documantad
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that the resident had vomiiing an 05/28/18 per
nursing notes and this was a causative trigger.

An interview was conductad on 02/18/19 at 2:62
PM with Rasident #24. The resident stated thet
she went to the hospital January 28th because
she was sjck and stated that she was vomiting
and couldn't stop. The resident stated thai she
was eventually sent to the hospital, where she
was admitted and was told [by hospitel staff] that
she was impacted Tha resident stated that this
lan't the first time that she has had problems with
her bowels and it seems to be an ongoing
problem. The resident was readmitted to the
facility ort 01731119,

Resident #24'a clinical record dooumented that
the rasident had s new diagnoses of
gastroparesis, as of 01/31/19. The residents
hospital records were reviewed and documented
that it was originally thought that the reakiant had
a gastrointestinal virus [nauseafvomiting], but
after furthar evaluation, conoluded the resident
was impacted,

A G (gastroenterologist) consult dated 01/18/18
was reviewed and documented that the resident
was examined and the resident had complained
of constipation and asascciated nausea with
abdominal cramping. The Gl consult
documented, "...patient previously doing well on
Linzess, but [was) discontinued In
08/2018-unsure why this was
done...Constipation- will restart Linzess 280 meg
[micrograms} dafly efter dialysis continue Miralax
as wall after dialysls.. Nausea - feel this is
sacondary to constipation...”

A review of Resident 24's madical recand
FORM CME-2567(02-9%) Provious Viersians Dbacketa Bvant 10: 1B Fomy [0 VACI8) i continustion shest Page 14 of 23
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PREFIX
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Continued From page 14

reveaied the resident went to hospital on 03/02/18
for chest pain while at diatysis. The resident was
admitted to the hospha! and then readmitted to
the facdity on 08/07/18. On 08/08/18 the
reaidont's hand writtan POS (physician's order
sat) documented orders for Linzeas 290 meg
once daily. A nursing note documentad the
rasidant was trying 1o have a BM (bowsl
movement) on 08/11/18, but was having difficuity.
Cn 08/14/18 the resident was at dialysis end
complainad of a headache with elurred spaach
per dooumentation. The residant was again sent
to ER. The resident was readmitted to the facility
on 08/17/18. The Linzess was not en the POB
dated 08/17/18. The resident was discharged to
the hosgltal and upon return the medication was
not reatarted. There was no disoontinuation order
and no docurnentation regarding the
discontinuation of the Linzess. The physician's
ordars were signed, but did not include the
medication Linzess,

Further review of the resident's recond revaalad
that the resident was administored Linzess,
Mirelax and Colace dally from 01/18/0 through
01/28/19. It was documented that the resident
had bowe! movements during this time.

Thae resident’s current CCP {comprehansive care
plan) was reviewed. The CCP documentad,
"...Pain medication...Monitor for altered mental
status . _constipation...” No cther informatien was
found regarding the resident's constipation,
gastropanesls, nausea/vomiting, medications
used for constipation or any information reganding
thia resident’s history of bows| problems.

On 02/20/19 at 3:37 PM, an end of day mesting
was hald with the DON (diractor of nursing),

F 868
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F 658 | Continued From page 16 F 656

administrator, corporate nurse and regional
directar. Thay were askead for the most ourment
CCP on Reaident #24,

On 02/21/19 at 6:08 AM, the DON prasentad a
CCP for Resident #24 and etated that this was
the mast current care plan. The DON stated that
the resident did not have a care plan for
constipation, and agreed that the rasident should
have triggered and ahould have a care plan for
constipation. The DON then stated, that shs
updated the cars plan thia morning, but not for
constipation. The DON was asked why this
reaident's medication (Linzess) for conatipation
had bean discontinued in August of 2018,

On 02721719 at 8:20 AM, the DON retumed and
stated that the resiient had constipation listed
under tha pain section of the CCP, The DON
then stated that the resident "dossn’t actually
have a diagnoses of constipation.” Tha DON
then stated that the resldent wont to the hospital
in August and was readmitied, and when the
resident came back, the medication was not on
the acmission orders and “we go by the hospitar
sdmission orders. The DON was made aware of
the residant's hisfory from the interview with the
regident, as well as documentation in the
rasident’s ofinicai record did avidance that the
reaident had constipation issugs. Tha DON was
made aware that the resident did have a cumrent
diagnosis of constipation, as wall as
gastroparasis and had been seen by Gi for
CONCema.

No further information and/or documentation was
presented prior to the exit conference on
02721719 at 10:48 AM, to evidenca the facility staff
developed and implamentad a CCP for this
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F a58 Continusd From page 16 F 856
rasidant for constipation and gastroparesis.
F 781 | Label/8tore Drugs and Biclogicals " F 781 781
s8=D | CFR(s): 483.45(g)h){1)(2) Label/Store Drugs and Biologicels
§483.45(g) Labeling of Druge and Biclegicals
Drugs and biclogicals used in the facility must be -
labeled in accordance with cusmently accepted : - '
profeaaional principles, and include the Comection
appropriate ancessory and cautionary '
instructione, and the expiration date when The bottie of undated insulin was discarded
applicable. Immediately,
§483.45(h) Stpmge of Drugs and Biclogicals ; . n
$483.43(h)(1) In accordance with Stata and tdentification
Federal lawa, the facilty must store a drugs and All residents recalving madication hava the potential of
biologlozis in locked compartments under proper being affectad by this practice. A 100% audit was
temperature controls, and parmit only authorized conductod of mod-carts, med rooms and rafrigarators.
personnal fo have acceas to the keys. _ No sddivional bottles of undatad insulla ware found, .
§483.45()(2) The facility must provide separately ]
locked, parmanently affixed compartments for _
storags of controlied drugs listad in Schedule i of : Sysn Changa
the Comprehensiva Drug Abuse Prevention and - : The Director of Nursing / Designes will educate the
Control Act of 1678 and other drugs subject to ; Heansed nurses on labeling, dating, storing and
abuse, axcept when the facility uses single unit discarding drugs and blologicals.
package drug distribution systems in which the '
quantity stoned is minineal and a missing doss can N
be readily detected, ;
This REQUIREMENT is not met a¢ evidenced . Manitoring
by: .
Diractor of Nursing or Dasignee will audit medication
. B“'d::ﬂm::"“' m:mml g th.l on _ rooms, med carts and refrigerators to assure proper
faclity modmi od andamwmas! readily available for dating and [abeling are in place. These audhts will be
opened O:;ﬁn"m conducted wesldy x 4 weeks and monthly x2. The
At LUl results of the Judits wii ba raported to the Quality
Assursnce And Performonce improvement Committes
An cpenad multidase vial of Lantus (insulln) -
without s dats was readlly avaliable for use on the it e
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F 761 | Cantinued From page 17 F 781 v .
nd .

sacond floor unit. Date of "

The Findings Include:

On 02/20M19 at 2:30 PM, storage of medications afs/xme
and blological's was observed on the second i
floor. A multidose vial of Lantus insulin was
observed opanad and without an open date in the
refrigearator availsble for distibution. There was a
sticker on the bottle to indicate that the Lantus
would expire after 28 days of being opened.

The Director of nuraing (DON) was in the
madisation room at the time of the observation.
Whan asked sbout the medication without an
open date, the DON verbalizad that the Lantuzs
should heve bean dated with an open date and
should not ba In the refrigerator.

On 02/20M6 at 3:35 PM, the above information
was brought to the attention of the director of
nursing (DON) and administrator during an end of
day stoff meeting. The sdministrator was askad

for a palicy regarding storing medications.

On 02/21/19 the facility presented a polioy
regarding storage and expiration dates of drugs
and biclogicars and raad In part ...] Nursing staff
should record the date opsned on the medication
container when the medication has a shortened
expiration date once opened.”

No other Information regarding this concem was
providad prior to axit conference on 2/21/19, : ;
F 781 | Routine/Emergency Dantal Srves in NFs F 701 Fm
88=E | CFR(s): 483.66(b)(1)~(5)

Routine Emerguncy Dental Sarvices
§483.55 Dentsi Services ) ' T
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F 781 | Continued From page 18 F 70t
Tha faciiity must assist residants in obtaining s
routine and 24-hour emergenoy dental ¢ere. Residant 55 went to dental appointment and recelved
services on 2/22/19,
§483.55(b) Nursing Facilliies.
The facity- n
§483.65(b)(1) Must provide o obtain from an identtfication
outside resource, In accordance with §483,.70(g) All residants that require dental care have potential to
of this part, the following dental services to meat ba affected by this peactics, A review will be
the needs of each resident: compieted to determine If any addiiona! residents
() Routina dantal sarvices (to the extent covered require consult.
under the State plan); and
(8) Emargency dantal services;
§483.55(b}(2) Must, if necessary or If roquested, m
assiat the resident- Svitaii chones
(i) In making appointments; and .
(1i) By armanging for transportation to and from the 'Tha Director of Kursing / designee will aducata the
dental aarvicea locations; interdisciplinary Taam regerding dental assessments
and how to arrange dental consults,
§483.88(b)(3) Must promptly, within 3 days, refer
residants with lost or damaped dertures for N
dental services. If a referral doss not oceur within
3 days, the facility must provide documentation of Monitoring
what they did to ensure the resident could atill eat .
and drink adequately whiks awaiting dental .
services and the axtenuating circumatancas that The Director of Nursing/Dasignge  will audit
lad to the delay: appointmants snd dental consultations weekly x 4 and
monthly x2. The audits will be reported to the Quality
$443 55(b){4) Must have a policy identifying those Assurance and Performanca Improvement Committee
circumstances when the loss or damage of and determine the need for any additional ‘audits
dentures is the facility's responsibility and may not and/or actlan plang. i
charge a resident for the [0ss or damags of x
dentures determined In accordance with faciity
policy to be the facliity’s responsibiity; and Date of compliance
§483,65(b)(5) Must assiat residents who are _‘1_5/'_ 08 |
efighbie and wish 1o participate to apply for b T =EE cE e ow v LR
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F 791 | Continved From page 18 F701

relmbursament of dental services as an incumed
muedical axpanse under the State plan.

| This REQUIREMENT s not met as evidenced
by:

_| Based on cbearvation, resident interview, stafl
intanview, end clinical record review the faciity
staff falled to obtain dental services for Resident
# 55. Resident # 55 had broken, carous bottom

testh, ard had no dental care since admission.

" | Findings Include:

Resident # 55 was admitted to the facifity 317/18
with diagnoses to include but not imited to:
snamia, high blood pressure, anxhtyand
depresaion,

The most recent MDS {minimum data set) was a
quarterly review dated 1/16/19. Resident# 55
was ooded as vognitvely intact with a total
summary score of 13 out of 16.

The cinlcal record was reviewod 2/20{18
beginning at 10:30 a.m. Nurses' notes

1173018 "comphh:td footh pain. Tylencl 325
mg 2 tabs administered, Effoctive”

12518 *...tooth pain. 2 Tylenol 325 mg
administered with effectivaness.”

121718 “{name of practice) called regarding an
appointment for tooth extraction...daughtar aware
end will tranaport...."

1M4/16 "scheduled for oral surgery 1/2349..."
1/18/19 "campiain of tooth pain... Tylenol 325 mg
2 tabs administered. Effactive.”

172019 "l:oom pain..... Tyleno! administared with
reflef...

1I23!19 "Dental appt. canceled by dauahwr She ]

mmcusmmmpmmom D¢ AP Faclily ID: \AD163
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states she will let us know whan appt
{appointment) I reacheduled.”

1/25M19 *...complaint of tooth pain...glven
Tylenol .. daughter canceled dental appt. in {city)
stating she could not drive har car that far...spoke
with unit manager concemning this..."

1/28/19 "Tylenol for tocth pain...*

2/6M9 "Tylenal for tooth pain...”

2/8/19 "Tylenal for footh pain...pein rated at 8..."

On 2/20/19 the unlt manager, RN (registered
nurse) # 2 was interviewed about the nasident's
tooth pain, and If there was any further
information about tha eppointment that wae to
have been rescheduled by the daughter. RN #2
was nead the enfry from 1/25M9 that he was
made awars of the canosled appointment. Ha
stated "Who mada that nste? | do know that the
daughter was supposed to call back when the
callad yet. No one locally will zee our patient's,
they have to go out of the anea ® RN & 2 was then
ssked since the daughter had voiced an issus
with har car, why the facility ahd not gottsn the
appointment reschaduled and traneportation
arrangad? RN # 2 glated "The social workar
should have been bvolved to help with thase
arrangemaents.”

On 2720119 at 11:30 a.m. tha faclity social worker
was inlsrviewed. She stuted "Wel, | know | had
quits a tima to get that first appointment
scheduled; | had aranged transportation but than
the daughter saki ehe would take her...I was not
made swate the appoiniment did not happen...the
unit manager ks the one who would have reporied
1o me ea | could get everything rescheduled...”

On 2/28M19 at 1:50 p.m. during an Interview
FORM CMB-2847(02-00) Pravicwss Vereions Gdeciets Evend ID: MBPT Facllly [ VAG1SS f contimsation shoet Page 21 of 23
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F 791 | Continued From page 21 F791
Resident £ 35 she stated "Yes, thess bottom
teeth have been bothering me quite a while...do
you think you can help me get a ride to get them
takan care of? They're fteeth] in a bad fix" The
nasident was then asked if the bottom testh coulkd
ba observed. She stated "yas® and of the 4
remaining teeth on the bottom, ona was brokan,
two ware blacksned, and two cther teeth were in
poor condition ovenall.

On 22119 at 7:45 am. the care plan was
reviewed. A care pian for dental problams was
datad as initlated on 1/30/18. The care pian
included focus/goals arid intsrventions related to
the resldent's tooth pain. The care plan did not : .
include any information sbout the canceled

appointment. There were few interventions other ;
than to "refer to dentisthygienist for
evaluationmcommendstiona re: denture
realignment, new fitting, teeth pulled, repair of
carioyus teeth.” Other interventions included
administering madication for tooth pain and
repurting any changes in oral cavity,

On 2/21/19 at 8:08 a.m. RN # 8, who was an
MDS coordinator, was asked sbout tha care plan,
and the date Initiated as the rezident bagan
complaining of tooth pain in November 2018, RN
il 3 stated "In November whan the teoth pain was
identified they could have/should have inittated
the care plan at that time. On previous
assessmants, there had not baen any dantal
issues identified. VWhen the most recent quarterly
review was done, that's when the tooth pain and
izsues were identified 5o that's when | Initteted
the care plan...”

On 2/21/18 at approximately 9:00 a.m. the social

workar informad this surveyor a dentist appt. for .
POFOM CME-2687(02-06) Pravious Versions Olaaiels Svant 10: MBI Faclity ID: VAO169 It contnuation sheet Page 22 of 23

RECEIVED
MAR 11 2000
VDH/OLC

E2/¢Z Iovd YO WOIAM 9E8EBESPED 90:L1 676Z2/60/€0



PRINTED: 02/27/2019

FORM APPROVED
OMB NO, 0836-0301
©42) MULTIPLE CONBTRUCTION (X3) DATE SURVEY
A BUILDING COMPLETED
8. WING 02/2212019
RALE OF PROVIDER OR SUPPLIER STREST ADDRESE, CITY, §TATE, ZIP GODE
2300 LANDOVER FLACE
HEARTLAND HEALTH GARE CENTER - LYNCHBURG LYNGHBURG, VA 24501
o) ID SUMMARTY STATEMENWT CF DEFICIENCIES b PROVIDER'S PLAN OF CORRECTION o5
BREEM {(RACH DEFICIENCY MUST B PRECEDED BY FULL PREFIX * (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
™e REGULATORY OR L8C IDENTIFYING ™ CROSE-REFERENCED TO THR APPROPRIATE oAne
DEFIGIENCY)
F 791 | Continued From page 22 F 791
' Resident # 55 had basn mada *for in the
moming.* o
On 212119 during a meeting with facility staff the
administrator, DON (director of nursing), and
reglonal nurae cansultant were made awars of
the above findings.
No further information was provided prior to the
axit conferanca.
mmmnmmm "o Event 1D M4BP11 Faclity ID: VAD1SY ¥ continuation shesl Page 23 of 23
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DEFICIENCY)
F 000 | Initial Comments F 000
An unannounced biannial State Licensure
Inspection was conducted 02/18/2019 through
02/2172019. Corrections are required for
compliance with the Virginia Rules and
Regutations for tha Licansure of Nursing Facilities.
No complaints were investigated.
The census in this 118 bad facility was 58 at the The statements included are not an
time of the survey. The survey sampie consisted admission and do not constitute
of 20 cument Resident reviews and three (3) agroement with the allaged deficiencies
closed record reviews. herein, The plan of correction is
complated in the compliance of etata and
federal regulations as outfinad. To remain
F 001 Non Compliance F 001 in cormnpliance with all faderal and state
regulations the center has taken or will
The fadility was out of compliance with the :;:ﬁ gf‘eemﬁn‘“n’;"gw: f‘m‘:‘gg
following state licensure requirements: coraction constiutes the oentegrs
allegation of compliance. All alleged
This RULE: ig not met as evidenced by: deficiencies cited have been or will ba
The facility wasg not in compliance with the completed by the dates indicated.
following Virginia Rules and Regulations for the '
Licensure of Nursing Fagilities.
12VACE-371-250. (G) 12VACE-371.250. (G)
Pteass cross-refarence to FB56 Please cross-refarence to F856
12VAC5-371-250. (A,
Lo s Il Please ms-referenc)e to FB41
Please cross-reference to FG41 .
12VACE-371-300. (A)
12VACE-371-300. (A.) Pleass eross-referance lo F764
Please cross-reference to F781
12VACS-371-320. (A}
12VACE-371320. (A} Please cross-refarance to F791
‘Please cross-reference to F791
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