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E 000 | Initial Comments E 00C
An unannouncad Emergency Preparedness
survey was conducted 5/28/18 through 5/30/19.
The fadility's Emergency Preparedness Plan was
reviewed and found to be in compliance with CFR
483,73, the Federal requirements for Emergency
Preparedness in Long Term Care facilities, . Ftage4dl
F 000 | INITIAL COMMENTS F 000
Corrective Action:
An unannounced Medicare/Medicaid standard .
survey was conducted 5/28/19 through 5/30/18. The MDS for resident #63 was
No complaints were investigated. Significant corrected on 5/30/2019. The '
cotrections are required for compliance with 42 :
CFR Part 483, the Federal Long Term Care assessment has been 'subm.itted and r[/ n.]t‘i
requirements. The Life Safety Code accepted. 1:1 education will be
survey/report will follow. completed with LPN #1. Completed
The census in this 140 certified bed facility was on 6/17/2019
100 at the fime of the survey. The survey sample . . .
consisted of 27 current Resident reviews and one Identification of others:
closed record review. : .
F 641 | Acouracy of Assessments F 641 Any resident who has had a MDS
ss=D | CFR(s): 483.20(g) completed by LPN #1 could have
potential for an error in coding of
§483.20(g) Accuracy of Assessments. . . . .
The ass ent must accurately reflect the | d:agnos:.s for Bl_polar./M?mc
resident's status, Depression.” An audit will be
This REQUIREMENT is not met as evidenced completed of MDS assessments o
by: | he past 90 <
Based on staffinterview and clinical record ! completed by LPN #1 for the p D =
review, the facility staff failed to ensure an days to validate no other o
accurate MDS (minimum data sef) for one of 28 ! discrepancies in the coding of 5 i
resident in the survey sample, Resident #63. The : ; ic Depression. An P4
faciiity staff incorectly coded the resident with the . Bipolar/Manic Depres o E @
diagnosis of bipolar disorder. i discrepancies will be immediately ,
. corrected and submitted.
Findings | '" n © Completed 6/14/2019
LABORATORY DIRECTOR'S Of T vl
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g Wi anasterfsk(‘)denotesadaﬁusnwummmemwﬂwﬂmmybemmﬁummcﬂngpmvndingltzsdutannmedmat
mt-proteciion to the patients . (See instructions.} Excapt for nursing homes, the findings stated above are disciosable 0 days

following the date of survey whether or not a plan of correction is provided. For nursing homnes, the above findings and plans of comaction are disclosable 14
days foflowing the date these documents are made avaliable to the facility. if deficiencies are citad, an approved plan of correction is requisiie to continued

program participation.
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System Changes:
F 841 | Continued From page 1 F 641 :
Resident #63 admitted to the facility on 4/2517. Coding of Section | will be validated
limited to: high bicod pressure, PVD (peripheral . .
vascular disease), disbetes mellitus, increased meetings to validate there are no
lipids, thyroid disorder, arthritis, anxiety, discrepancies in the coding of
C‘_EPT&;:T(‘E ";a“i;deffes?im' :"t:ﬂﬁbid)"::oﬂy: o Bipolar/Manic Depression.
right elow the knee amp jor), history . . . .
venous thrombosis and embolism. MDS nurses will review instructions
for the coding of section | of the
(long term care software) process for "No . .
PASAAR [ with diagnosis.” DON and QA Coordinator will
randomly audit section 1 of the
The resident's most current MOS (minimum data assessment.
set) was annual assessment dated 4/1119. The .
resident did not frigger for anything in Section Monitoring:
A1500. Preadmission Screening and Resident ne: )
Review and did not frigger for anything in Section . . .
A.1510 Level Il Preadmission Screening and The Social \.Norker w}" sf"bmlt a .
Resident Review Conditions. report of discrepancies in the coding -
of Bipolar/Manic Depression to the
This MDS did reveal that the residenthad a " : -
ach Ca
documented diagnosis of manic depression QA Coordt‘nator foliowing eac re L
(bipoiar) in Secticn |. Active Diagnoses. The Plan meeting.
resident's CAAS (care area assessment
summary) section of this MDS was reviewed.
The resident did not trigger for mood, behaviors
or psychosocial well being. The resident had
CAAS worksheets for mood and psychosocial
well being, which were reviewed, The CAAS
worksheet documented under mood state on the
MDS, "...relapse of an underlying mental heaith Q@
problem, anxiety disorder, depression (other than C‘s
bipolar}, and manic depression (bipolar)..." "‘/0/%/ : f V%
The resident's CCP (comprehensive care plan) v 2 é 20
was reviewed and did not document anything O& /:9 . .
regarding depression, manic depression and/or 2, Q é
anxiety. ' Q _
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35=D | CFR(s): 483.21(b)(1)

§483.21(b) Comprehensive Care Plans
§483.21(b)(1) The facility must develop and
implement a comprehensive person-centered
care plan for each resident, consistent with the
resident rights set forth at §483.10{c)(2) and
§483.10(c)(3), that includes measurable
objectives and timeframes to mest a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment. The comprehensive care plan must
describe the following -

{i) The services that are o be furmished to attain
or maintain the resident's highest practicabie
physical, mental, and psychosocial well-being as

41D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION [r.53)
PREFIX (EACH RDEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG _ CROSS.REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY) :
F 641 ; "o The DON and/or QA Coordinator wili
Continued From page 2 Fedl audit 4 assessments per weekx 8
On 05/28/19 at 4:08 PM, LPN (Licensed Practical weeks for section | of MDS5 to
Nurse) #1 (who was also the MDS coordinatar) validate accuracy of coding of
Was;g‘er‘l’iewfd 'egardi“g;zab""e ﬁ“difggs' diagnosis for Bipotar/Manic
spacificaily related to a PASAAR Level Il for this . . : .
resident. LPN #1 was made aware of a possible Depression. Descrepancne‘s will be
MDS discrepancy. LPN #1 stated that she did not immediately corrected with 1:1
know anything about the PASAAR. The LPN education with, MDS nurse entering
pulled the information up on the computer and . . " ;
stated, that a diagnosis of bipolar would trigger the coding of lna.ccurate dla.gnoses.
for a Level Il and stated that this would be an o  Weekly audits will be submitted to
arror for this resident. LPN #1 stated, "Ok, this is the QA Coordinator who will analyze
my mistake | marked manic depression {bipolar) .
by accident. She does not have that, she has data submitted and pl:esent areport
anxiety and depressian, but not bipolar, | will have of areas of non-compliance to the
o fix that." ' QAPi Committee for discussion and
No further information and/or documentation was further recommendations.
presented prior to the exit conference on 5/30/19
at 5:00 PM to evidence that the resident's current
status was accurately assessed on this MDS.
F 656 | DevelopAmpiement Comprehensive Care Plan F 656
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required under §483.24, §483.25 or §483.40; and
{ii) Any services that would otherwise be required

under §483.24, §483.25 or §483.40 but are not
provided due to the resident's exercise of rights
under §483.10, including the right to refuse
freatment under §483.10(c)(6).

(iii) Any specialized services or specialized
rehabilitative services the nursing faciiity wil
provide as a result of PASARR
recommendations. If a facility disagress with the
findings of the PASARR, it must indicate its
rationale in the resident's medical record.

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

(A) The resident's goals for admission and
desired outcomes.

{B) The resident's preference and potential for
future discharge. Faciliies must document
whether the resident’s desire fo return to the
community was assessed and any referrals to
local contact agencies andfor other appropriate
entities, for this purpose.

(C) Discharge plans in the comprehensive care
plan, as appropriate, in accordance with the
requirements set forth in paragraph (c) of this
section.

This REQUIREMENT is not met as evidenced
by:

Based on clinical record review and staff
interview, the facility siaff falied for two of 28
residents in the survey sample, Residents # 26
and 63, to develop a parson-centered plan of
care. For Resident # 26, the facility failed to
develop a person-centerad plan of care to
address behaviors. For Resident # 63, the facility
failed to develop a parson-centerad plan of carg
to address anxiety and/or depression..

The findings were;

%4y 1D SUMMARY STATEMENT OF DEFICIENCIES [} PROVIDER'S PLAN OF CORRECTION o5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION; TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY) '
_ | Ftag656
F 656 | Continued From page 3 F 856 g

Corrective Action:

The care plan for resident #26 was
updated on 6/13/2019to reflect
resident behaviors and resident
centered approaches. The television
and radio have been placed in the

| resident’s room. Interventions to

assist in minimizing behaviors have

been communicated to direct care
staff.

e The care plan for resident #63 was
updated on 6/13/2019 for diagnosis
of anxiety and depression and
resident centered approaches were
added to the care plan.

e LPN#1 corrected the MDS for
resident #63 on 5/29/2019 to
remove diagnosis of Bipolar. The
assessment has been transmitted

_ and accepted.

e LPN #1 has been educated on
PASAAR. 6/20/2019

e RN #4 has been educated on the
development of resident centered
care plans on 6/13/2019.
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F 856 | Continued From page 4 F 656

1. Resident # 26 was admitted fo the faciiity on
6/30/14, and most recently readmitted on
11/27/18 with diagnoses that included
hyperiension, hyperlipidemia, Non-Aizheimer's
dementia, setzure disorder, depression, arthritis,
dysphagia, chronic atriaf fibriliation,
cerebrovascular disease, unilateral inguinal
hemia, and artificial feft hip joint. According to the
most recent Minimum Data Set, an Annual with
an Assessment Reference Date of 3/4/19, the
resident was assessed under Section C
{Cognitive Patterns) as being severely cognitively
impaired, with a Sumrnary Score of C0 out of 15.

Under Section E (Behaviors), the resident was
assessed as having behaviors that significartly
interfered with his care.

At 11:45 a.m. on 5/28/18, during the orientation
tour on the Second Floor Unit, the surveyor heard
a resident yelling out in an intermittent,
non-sensical manner. The resident yelling was
identified as Resident # 26. At the time the
residert was velling, there were several staff in
the hall where the resident's room was located.
None of the staff went o the resident's room fo
see if he needed assistance, or to see if he could
be redirected in order to stop his yelling.

Whiie on the tour, & resident whose room was
near that of Resident # 26 was interviewad.
Asked if the resident's yelling bothered him, the
resident said, "He was yelling last night (5/27/19).
He woks me up and | couldn't go back fo sleep.”

Review of Resident # 26's plan of care revealed
tha following:

Identification of others:

Any resident with behaviors and/or
diagnosis of depression and anxiety
could be at risk for not having an
individualized resident centered care
plan. Care plans are being reviewed
for residents with behaviors and
diagnosis of depression and anxiety
to validate and update the care_plan
is individualized and has resident
centered approaches.

FORM CMS-2567(02-89) Previous Varsions Obsolete

Event 1D: BI3X11

Faciiity 1D: VAGO71

if continuation sheet Page 5 of 85



DEFPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 06/11/2019

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OME NO. 0938-0381
STATEMENT OF DEFICIENCIES {1} PROVIDER/SUPPLIER/CLIA ()(2) MULTIPLE CONSTRUCTION (X3 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED.
A, BUNDING
des177 B. WING - 05/30/2019
NAME OF PROVIDER OR SUPPLIER - STREET ADDRESS, CITY, STATE, ZiP CODE
COMMUNITY MEMORIAL HOSPITAL HUNDLEY CENTER 128 RUENAVISTA GlRcLE
SOUTH HILL, VA 23870
o4 D SUMMARYY STATEMENT OF DEFICIENCIES jin] PROVIDER'S PLAN OF CORRECTION X5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE ) PATE
DEFICIENCY)
Systemn Changes:
F 856 | Continued From page 5 F 656

Problem:; LTC {Long Term Care) Behavioral
Symptoms

Outcomes: (Name of resident} will understand as
much as possible events in accuracy; (Name of
resident} will have less yeliing episodes; MDS
{Minimum Data Sef) Nurse Reviewed.

Interventions: Provide care with smile, genile
touch, veice, reassurance; Evaluate for signs of
pain during care and intervene; Collaborate to
determine causes for pain and intervene; Notify
provider if hallucinations or delusions present;
Remind (name of resident) when he is being
cared for we will ask {o touch him and the
difference between hit/fouch; Orient (name of
resident) daily and ancourage staff to re-assure
him when they pass by room; Behavior Plan
Development; Radlo or TV on for comfort while
awake.

At the time the resident was observed, there was
no radio or television on in his room.

During an end of day mesting at 4:30 p.m. on
5/28/19, that included the Administrator, interim
Diractor of Nursing (DON), and the survey team,
the DON was advised of the observations
regarding Resident # 26 yelling out, the lack of
staff intervention, and his disturbing the siesp of
another resident.

At approximately 9:30 a.m. on 5/30/19, the DON
was asked who was responsible for developing
care plans. The DON stated that the Clinical
Coordinators (Unit Managers) on the unit deveiop
care pians. | .

At 11:00 a.m. on 5/30/19, RN # 4 (Registerad

e Interdisciplinary team will be
educated on development of
resident centered care plans on

6/20/2018. This will include

discussion of care planning for

diagnosis of depression, anxiety and
behaviars.

During care plan meetings each

week, the care plans of residents

with behaviors, diagnosis of
depression and anxiety will be
validate to reflect individualized
probiems, goals and approaches.

Any resident that receives g new

diagnosis of depression, anxiety

and/or behaviors will have a care
plan developed with input by the
interdisciplinary team.

FORM CMS-2587(02-88) Previous Versions Ohsolate

Event iD: BEX11

Facilty I0: VAGOT1

If continuation sheet Page & of 85




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

PRINTED: 06/11/2019
FORM APFROVED
CMB NO. 0938-0381

STATEMENT OF DEFICIENCIES {41} PROVIDER/SUPPLIER/CUA (X2) MULTIFLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BU COMPLETED
ILDING
il B VNG 05/30/2019

NAME OF PRCVIDER CR SUPPLIER

COMMUNITY MEMORIAL HOSPITAL HUNDLEY CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
125 BUENA VISTA CIRCLE
SOUTH HILL, VA 23970

Nurse), who identified herself as a Clinical
Coordinator (Unit Manager) on the Second Floor
Unit, was interviewed regarding care plans.
When asked how care plans are developed, RN #
4 said there was "...a section in Cemer (the
Electronic Heaith Record computer program used
by the facilily) where we can check off items for
the care plan.” Asked about a resident's name
appearing in the care plan, RN # 4 said they
{staff) are able to add a resident's name on some
tems. RN # 4 went on to say that, "We involve
the resident and family to find out their
preferencas.”

RN # 4 was given Resident # 26's care plan for
Behavioral Symptoms and asked fo review it.
After reviewing it, RN # 4 was specifically asked if
Resident # 26's care plan far behavioral
symptoms was a person-cantered plan of care.
RN # 4 replied, "Yes."

No further information and/or documentation was
presented prior to the exit conference on 5/30/19
at 5:00 PM.

2. Resident #63 admitted to the facility on
4/25M17. Diagnoses for this resident included, but
were not limited fo: high blood pressure, PVD
{peripheral vascuiar disease), diabstes mellitus,
increased lipids, thyroid disorder, arthritis,
anxiety, depression, manic depression, morbid
obesity, right BKA (below the knee amputation},
history of venous thrombosis and embolism.

Resident #63 had an MDS frigger in the LTCS
{long term care software) process for "No
PASAAR [ with diagnosis.

The resident's most current MDS (minimt.ém data
sel) was annual assessment dated 4/11/19. The

&) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5
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©  DEFICIENCY) '
F 656 | Continued From page 6 Fess}  Monitoring:

A weekly audit of 4 care plans x&
weeks will be completed by the DON
or designee following care plan
conferances to validate the presence
of individualized care plans for
residents with behaviors and
diagnosis of depression and anxiety.
Areas of non-compliance will be
immediately addressed with the
revision of the care plan.
The weekly audits will be submitted
to the QA Coordinator who will
present a report of areas of
noncompliance to the QAPI
committee for discussion and
further recommendations.

%
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F 656

Continued From page 7

resident did not trigger for anything in Section
A1500. Preadmission Screening and Resident
Review and did not trigger for anything in Section
A.1510 Level Il Preadmission Screening and
Resident Review Conditions.

This MDS did reveal that the resident had a
documented diagnosis of anxiefy, depression and
manic depression (bipoiar) in Section 1. Active
Diagnoses. The resident's CAAS (care area
assessment summary) seciion of this MDS was
reviewed. The resident did not trigger for mood,
hehaviors or psychosocial well being. The
resident had CAAS worksheets for mood and
psychosocial well being, which wers reviewed.
The CAAS worksheet documented under mood
state on the MDS, “...relapse of an underlying
mental health probiem, arxiety disorder,
depression {cther than bipolar), and manic
depression (bipaiar)...”

The resident's CCP (comprehensive care plart)
was reviewed and did not document anything
regarding amxdety, depression or manic
depression (bipolar).

On 05/29/19 at 4:08 PM, LPN (Licensed Practicai
Nurse) #1 (who was the MDS coordinator) was
interviewed regarding the above findings,
specifically related to a PASAAR Level I for this
resident. LPN #1 was made aware of a possible
MDS discrepancy. LPN #1 stated that she did not
know anything about the PASAAR. LPN #1
pulled the information up on the computer and
stated that a diagnosis of bipolar would trigger for
a Level I and stated that this would be an error
for this resident. The LPN stated that this
resident does have depression and anxiety, but
not bipalar, LPN #1 stated, "Ok, this is my

F 656
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F 656 | Continued From page 8

mistake | marked manic depression {bipolar) by
accident, She does not have that, she has
arxiety and depression, but not bipolar, | will have
to fix that.”

LPN #1 was then asked about the resident's CCP
for anxiety and depression. LPN #1 stated that
the unit managers, clinical leaders, and DON
{director of nursing) usually do the care plans.

On 53019 at approximately 3:45 PM, the DON
was asked about the care plan for this resident
regarding the above information. The DON
stated that the resident should have a care plan
for those things (anxiety/depression) and went on
to say the unit managers and clinical leaders add
those in, but additionally siated that the itis a
check off.

The DON was made aware that the care plans
reviewed were exactly that, a check off and
consisted of a sentence, were not descriptive or
individuatized for the resident and were generic.
The DON agreed.

No further information and/or documentation was
presanted pricr to the exit conference on 5/30/18
&t 5:00-PM o evidence a CCP was developed for
this resident in the area of anxiety and
depression.

F 684 | Quality of Care

§5«E | CFR(s): 483.25

§ 483.25 Qualiy of care
Quality of care is a fundamental principie that
applies to ali treatment and care provided fo

- facility residents. Based on the comprehensive
assessment of a resident, the faciiity must ensure

F 656

F €84
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F 684 | Continued From page 8 F684jl° Ftag 684
that residents receive treatment and care in L, '
accordance with professional standards of Corrective Action:

practice, the comprehensive person-centered
care plan, and the residents’ choices.

This REQUIREMENT is not met as evidenced
by: '

Based on staff interview, medication pass and
pour observation, and clinical record review,
facility staff failed to follow physician orders for
five of 28 residents in the survey sample,
Residents #56, #91, #350, #61, #37; and aiso
falled to timely assess vital signs for one of 28
residents in the survey sample, Resident #150.

1. Facility staff fafled to follow physician orders

Resident #56. o

2. Facility staff failed to follow physician orders
for obtaining weekly vital signs and moenthly
weights for Resident #21.

3. Resident #350 was ordered 400 mg of

(ene error/32 apportunities).

4. Facility staff failed to foliow physician orders
for the use of TED stockings for Resident #61.

for abtaining weekly vital signs and obtaining left
{eg, vascuiar assessments every eight hours for

. | Amicdarone by mouth every day. LPN (licensed
practical nurse) #5 administered 200 mg in error.
This resulted in a medication error rate of 3.13%

weekly vital signs being

notified.

»  The attending physician for resident
#56 was notified regarding the

VAL

inconsistently obtained and the
vascular assessments ordered every
8 hours for the left leg had not been
completed as ordered. New orders
received on — 6/14/2019 to
discontinue weekly vital signs and
left leg vascular assessment. RP

e The attending physician and RP for
resident #91 were notified that
weekly vital signs and monthly
weights were inconsistently
documented. New orders received
to continue monthly weights and
weekly vital signs. The resident’s
weight was obtained on 6/17/2019
and weekly vital signs are being
obtained and documented in the

[<ETNEREDY

medical record. RP notified of new < o
5. The facility staff failed o obtain monthly - orders. ' ) o
weights for Resident #37 as ordered by the &
physician, ' g Ped
8. Faciity staff falled to timely assess vital signs g@ =3
for Resident #150. O 7
FORM CMS-2567{2-88) Previcus Versions Obsolete Event ID: BI3X11 Facifity Il VASOT1
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+ The attending physician was notified
F 684 c.ant_muefi From page 10 F &84 on 5/29/2019 that resident #350
Findings included. was given 200 mg of Amiodarone
1. Resident #56 was originally admitted to the during medication pass instead of
facility on 04/17/2006 and readmitted on the ordered 400 mg. New orders
08/17/2012 with diagnoses including, but not :
fimited to: Diabetes, Arthritis, Dementia, were recelved on 5.29.2019 to go
Hemiplegia, Parkinson's Disease, Convuisions, ahead and give the second 200 mg
and Spiral Tibia Fracture. dose. LPN #5 will be re-educated on
The most recent MDS (minimum data set) was admfmst'ermg accurate dosage of
an annual assessment with an ARD (assessment medication.
reference date) of 04/05/19. Resident #56 was » The attending physician and RP were
assessed as severely impaired in her short and . .
jong term memory and daily decision making nctnfied of TE{_) hose not being
skills. . applied to resident #61’s legs as
e ordered. Nurses responsible for
The clinical record of Resident #56 was revi ‘ - .
on 05/29/19 at 10:00 a.m. Resident #56's POS ensuring the TED hose were In place
(physician order shest) dated May 2019 included: have been counselled by the DON
»_.07/24/18.. Neurovascular assessment-Leg, regarding the responsibility of
Left, every 8 hours, Start Howi . .
07/2418... 11/47118... Vital signs-weekly (Sun.), 3 following physician orders.
365 Day(s), Start: 11/17/18. No neurovascular
assessments were |pcated in the clinical record.
Vital signs were recorded on 11/27/18, 121718,
$2/28M8, 1/1119, 1/15/18, 1/22/18, 1/28/19,
20119, 2/5M18, 2/8/18, 2M19/18, 2/27M18, 3/15/19,
3M9M9, 4119, 412119, 4/3M9, 4/12/19, 4115118,
5/8/19. '
The DON (director of nursing) was interviewed
during a meseting with the survey teamon
05/29M9 at approximately 6:00 p.m. on the
location of neurovascular assessments, vital sign
docurnentation and what she considers vital
signs. The DON stated, "l will have fo jook in the
record and get back with you. | consider vital
signs to be temperature, pulse, respirations,
blood pressure and an 02 sat.” On 05/30M19 at
FORM CMS-2567(02-99) Previous Versions Obsalste Event ID: BI3XtH Faciity 1D: VAGOT1 i continuation sheet Page 11 of 85
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) approximately 1:00 p.m., the DON stated, " did
B not find any neurovascular assessments and you
are right in that the vital signs are sporadic and
incompleie." ‘

No further information was received by the survey
team prior to the exit conference on 05/30/18.

2. Resident #91 was originaily admitted to the
facility on 04/21/06 and readmitted on 11/05/18
with diagnoses including, but not limited to:
Anemia, Cersbral Palsy, Dementia, Seizures,

. | Confracturas, Gastrostorny Tube.

The most recent MDS was a quarterty
assessment with an ARD of 05/01/19, Resident
#0891 was assessed as moderately impaired in her
cognitive status with a total cognitive score of 08
out of 15. '

Resident #31's clinical record was reviewad on
05/29/19 at 11:00 a.m. The physician order sheet
(POS) dated May 2019 included:
*...11/05/18...Weigh Patient- every week x4; then
once a month, Start 11/05/18...11/18/18... Vital
signs-weekiy (Sun.), x 365 Day(s), Start
11/18M19.."

Subsequent review of documented vital signs and
weights included documentation on the following
dates: Vital signs: 12/30/18, 2/17/18, 3/3/18,
313119, 4719, 4/28/19, 5/5M19, 512118, 51918,
Weights: 12/2/18, 2/18M19, 3/6/18, 5M16/19. No
weights were recorded for the months of January
or April. -

The DON was interviewed during a meeting with
the survey team on 05/29/19 at 6:00 p.m. The
DON stated, "I consider vital signs to be

hose will be documented in the

medical record.

b The attending physician was notified
regarding monthly weights not being
completed as ordered for resident
#37. The restorative aides, who are
responsible for the obtaining
resident weights have been
counselied by the DON. The Clinical

' Coordinator responsibie for ensuring
weights were completed and
documented was counselled by the
DON. Resident #37's weight was
obtained on 6/18/2019 and
documented in the medical record.

e Resident #150 expired on

11/22/2018. The nurse who failed

to document an assessment of vital

signs is was terminated from
employment at TCH.

HH D SUMMARY STATEMENT OF DEFICIENCIES |3} PROVIDER'S PLAN OF CORRECTION 5
FREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETICN
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Application and removal of the TED
F €84 | Continued From page 11 F 684
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temperature, pulse, respirations, blood pressure
and 02 sats." On 05/30/19 at approximately 1:00
p-m., the DON stated, "l did nct find any other
weights and you are right in that the vital signs
are sparadic and incomplete.”

No further information was received by the survey
feam prior to the exit conference on 05/30/19.

3. Amedication pass and-pour abservation was
conducted on 05/29/2019 baginning at
approximately 8:00 a.m. on the first floor of the
facility. LPN #5 was observed preparing
medications for Resident #350. The medications
were in single dose packages. LPN #5 checked
the electronic MAR {medication administration
record) and then pulled each medication from the
med cart drawer. The unopened medications
were handed to the surveyor to record, and wers
then piaced on top of the medication cart. Adter
all the medications were pulled and recorded the
totat number of piils written down by the surveyor
| were counted and compared with the number of
pills on top of the medication cart, A total of
seven pills were counted by the surveyor and
verified by LPN #5, this included one 200 mg
Amiodarone tablet After the count LPN #5
opened each pill and piaced them in a medication
cup for administration,

When the medication pass was completed the
medications were reconciled with the clinicai
record. Observed on the physician order sheet
and the MAR were orders for "Amiodarone 400
mg, Tab PO [by mouth], daily, X [fimes] 365
Pay(s)." LPN #5 administered Amiodarone 200
mg during the medication pass cbservation.

LPN #5 awas interviewed at approximately 9:10
a.m. The box of Amiodarone belonging to

Any resident residing in facility could
have been at risk for physician
orders not being fully implemented.
A 100% audit of current residents
will be done to ensure that monthiy
weights for June have been obtained
and documented in the medical
record. Staff wiil be re-educated on
the importance of obtaining and
documenting weekly vital signs as
ordered by the physician. Licensed
nursing staff will be re-educated on
accurate medication administration
and documentation. A 100% audit
of residents with orders for TED
hose will be completed to ensure
that staff know who is to have TED
hose and how to document
application / removal of the hose. A

| 100% audit of current resident’s

| code status will be completed to

! ensure that the code status is clearly

identified in the resident’s medical

record,
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Resident #350 was puiled from the medication
cart. Observed on top of the box was a sticker
that read: "CAUTION DOSAGE STRENGTH
DIFFERENT FROM ORDER, USE )
APPROPRIATE AMOUNT". The label on the box
also contained the following: {name of Resident]
AMIODARONE HCL 200 MG TABL [tablets]
TAKE 2 TABLETS [underiined in black marker]
{400 MG) BY MOUTH DAILY...QTY [quantity] 32".
LPN #5 stated, "l ses that, | thought 1 gave two
pills." 1PN #5 was asked if she remembered
counting the pills with this surveyor prior to
administration and agreeing with the count. She
stated, "Yes."

LPN #5 counted the remaining pills left in the bax.
There were 13, and per the medication label, 32
had been dispensed. LPN #5 stated, "There
sheould be an even number since we are giving
them two at a ime." LPN #5 was asked what she
was going to do. She stated, "'mstillinmy
window, [l give it or cail the doctor and ask him if
he just wants her to have cne."

During an end of the day meeting with the DON
{director of nursing) and the administrator the
above information was discussed. The DON
stated, "She gave the other pill." A copy of the
facility policy regarding medication pass
administration was requested.

The facility policy "PREPARING AND
ADMINISTERING MEDS & USE OF DRUG
CART" was presentaed on 05/30/2019. Perthe
facility policy: Remember the 5 R's-Right
Patient, Medication, Route, Dose, and Time...”

No further information was obtained prior to the

axit conference on 05/30/2019.

b Licensed nurses will be re-educated
on responsibility in receiving,
transcribing and following physician
orders. )

ke Licensed nurses will be re-educated

on the 6 rights of medication

administration.

e Education with licensed nurses

regarding code status orders,

obtaining physician orders, how to
enter orders into EMR and honoring
resident’s choice for code status will
be done.

e New code status orders are to be
entered on 24 hour report. For new
admissions, the Clinical Coordinators
will validate the presence of the
code status order within 24 hours of
admission. '

e Clinical Coordinators or other
persons designated by the DON will

be responsible for ensuring vital

? signs and weights are obtained per

physician’s orders.

"« Licensed nurses will be re-educated
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onwital sign protocol, application of < &
TED hose and assessment of new g f
admissions per facility protocol and -
documentation of assessments and Crg p
care as ordered. 1~ &
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s The protocol for obtaining weekly

F 684 | Continued From page 14 - . F6841  vyital signs will be reviewed and

4. Resident #51 was admitted fo the facility on . A .

612218, Diagnoses for Resident #61 included; revised as indicated by the DON and
Diabetes, heart failure, ostecporosis, chronic
pulmonary edema. The most current MDS

medical director.

{minimum data set) was a initial assessment with Monitoring:

an ARD (assessment reference date) of 5/9/19.

Reslident #81 was assessed with a score of 13 s Medication administration
indicating cognitively intact. observations will be done with 4

nurses per week for 4-8 weeks, then

On 5/28M9 at 3:00 PM an inferview was
2 per week for 4 weeks. Areport ot

conducted with Resident #1. During the

interview it was observed that Resident #61 did medication pass observations will be
not have compression hose in place. submitted weekly to the DON for
Adter the interview, Resident #51's record was analysis and trending. If variances
reviewed. A physician's order dated 5/19/19 are observed the nurse will be
documented "Intermittent vencus compression _immediately re-educated.
hose knee length, iegs, both, start 05/19/19." . X . .

s Clinical Coordinators will submit a
On 05/29/18 at 9:11 AM, Resident #61 was monthly weight report to the DON
observed sitting in her room without compression who will analyze for areas of non-
hose in place. Resident #61 was interviewed . L. it will b
reganﬁng mmgression hose. Resident #61 Cﬂmphance. MISSing weig T wi e
verbalized that she (Resident #61) used to wear .obtained and documented in the
compression hose years ago, but hasn't worn any medical record.

for a jong time, and stated that her ankles have

been swelling lately. e A review will be completed to

identify all residents with ongoing

On 05/29/19 at 10:02 AM, Registered nurss (RN) i i
#£4 was asked to ook for Resident #51's orders fc:_r weekly w.elghts. A welght. |
compression hose in the roomn were Resident #61 report will be submitted to the DON
resided. The compression hose were not weekly for analysis and trending for g &
located. areas of non-compliance. Missing | == <
. . . P
On 05/29/19 at 10:12 AM, license practical nurse weight will be obtained and 6 -
(LPN) #2, assigned to Resident #51, was documented in the medical record —
 interviewed regarding compressjon hose. LPN - . e &=

#2 stated that she had just been made aware that
Resident #651 has an order for compression hose. |
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On 05/29/18 at 5:08 PM, the above finding was
presented fo the director of nursing and
administrator.

No other information was presented prior to exit
cenference on 5/30M19,

5. Resident #37 was admitted on 03/27/18 with

| diagnoses that included dementia, hypertansion,
joint pain, stage IV sacrai pressure ulcer,
gastronomy - Peg-tube placement, and

| cerabrovascuiar infraction - stroke. The most
recant minimum data set (MDS) dated 03/18/19
was an annual assessment and assessed
Resident #37 as having long and short term
memory problems, moderately impaired for daily
decision making and having periods of fluctuating
inattention, .

Resident #37's elecironic medical record (EMR)
was reviewed on 05/29/19 at 8:00 a.m, Cbserved
was an order for monthly weights with a start date
of 06/08/18. A review of Resident #37's (EMR)
did not document weights monthly as ordered by
the physician. For the period of June 7, 2018
through May 29, 2018, there were no weights
documenried for the months of Novembar 2018,
December 2018, January 2018, February 2019

v ZY 2] SUMMARY STATEMENT OF DEFICIENCIES e PROVIDER'S PLAN OF CORRECTION X8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED’BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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. DEFICIENCY) :
QA Coordinator will review Care
F 684 | Continued From page 15 F 684

. appropriate, and responsible staﬁ'"

Tracker weekly for documentation
of application of TED hose. Areas of
non-compliance will be addressed
immediately. Visual observations of
4 residents with orders for TED hose
will be done weekly x & weeks by the
Clinical Coordinator / designee;
findings of variances will be
investigated, corrected as

re-educated. Findings of the weekly
observations will be submitted to
the DON / designee for trending and | .
analysis.

4 records of residents will be
reviewed weekly x 8 weeks by the
Clinical Coordinator / designee to
ensure there is clear and accurate
identification of the resident’s code
status. If variances are found, they
will be immediately corrected. The
weekly audits will be submitted to

and March 2019. the QA Coordinator for trending and
On 05/29/19 at 5:08 p.m., during a mesting these analysis. < o
findings were reviewed with the administrator & - A report of areas of non-compliance | TJ %
DON. T:ke Dost:,taf;;d :2::0”1?;*95" “;:‘: for medication pass, application of | 2I7 .
care fracker system for additional documentation e ; .
and provide the information the hext day. TED hose, and obtammg weights and @) -
_ vital signs will be presentedtothe | ™ &5

On 05/30/19- at 10:15 a.m., the DON provided a QAP! committee for-discussion and 0O =
printed copy of Resident #37's weights. The copy .
documented weights for the months of June further recommendations.
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2018, July 2018, October 2018, April 2019 and
May 2019. There were no monthly weights
documented for the months of November 2018,
December 2018, January 2019, February 2019
and March 2018. The DON stated these were all
that could be found in the elecironic system.

On 05/30/19 at 10:25 a.m., the Regisiered
Dietitian (OS #5) who routinely follows Resident
#37 was interviewed. OS #5 statad she routinely
follows Resident #37 as the resident receives
peg-tube feedings and pleasure foods by mouth.
0OS #5 was interviewed regarding the physician
ordered weights for Resident #37. OS #5 stated
she started employment in February 2019 and
Resident #37 did not have weights documented
for the months of November 2018 through March
2019, OS #5 continued and stated from her
understanding Resident #37 was on comfort care
for a brief period and weights were not obtained
and/or documented during that fime. OS #5 was
asked if there was a physician order for the
comfort care. QS #5 stated no there was no
written order for the comfort care. OS #5 stated
staff thought a conversation had taken place
about comfart care, and possibly a verbal order
had been given, however the actual order was not
written. OS #5 stated from her review of the
records Resident #37 had not lost any weight and
was currently stabie at 108# for this month.

No additional information was received by the
survey team prior to the exit on 05/30/18 at 5:00
p.m.

6. Resident# 150 was admitted to the facility on
10/30/18, and most recently readmitted at
approximately 1:00 p.m. on 11/21/18 with -
diagnoses that included acute and chronic
diastolic heart failure, acute and chronic hypaxic
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failure, pulmonary fibrosis, emphysema,
puimonary hypertension, diabetes meliitus,

Health Record (EHR) fafied to reveal any

Notes regarding the resident's condition on

his vital signs, or any Nurse's Notes of his

death.

program).”

review by staff.

Data and Vitals, 35.9 (Centigrade) on View;

4 liters per minute.

respiratory failure secondary to congestive heart

history of hypertension, and axygen dependence.
A thorough review of the resident's Electronic
instructions for the resident's care, any Nurse's
admission, any Nurse's Notes documentation of

condition up to, and inciuding, the time of his

On 5/30/18 at approximately 8:50 a.m., speaking
the to the lack of nurse's notes documentation,
the Interim Director of Nursing (DON) said, "The
previous DON did not have staff document (a
narrative) in the Clinical Notes (Nurse's Notes).
She only had them use the check-off boxes in
Cemer (the Electronic Health Record computer

Resident # 150's vital signs were documented in
two area in Cemer, Bedside Data and Vitals, and
iView, neither of which were readily available for

Af approximately 5:00 p.m. on 11/21/18, the vital
signs for Resident # 150 were recorded in both
Bedside Data and Vitals, and IView as follows:

Oral temperature 35.6 (Centigrade) on Bedside
Pulse 109; Blood Pressure 116/96; Respiration

Rate 24: 02 Sats 91%. The resident was noted
on View as receiving oxygen via nasal cannula at
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The next set of vital signs for Resident # 150
were taken 7 (seven) hours later at approximately
Midnight (OO0 to 0028 on 11/22/18). His vital
signs were recorded under Bedside Data and
Vitals, and View as follows:

Oral temperature 36.9 (Centigrade)/98.4
(Fahranheit); Pulse 72; Blood Pressure 92/65;
Respiration Rate 24; 02 Sats 90%. The resident
was noted on View as recaiving oxygen via nasal
cannula at 4 liters per minute.

The following "Significant Event Note, Final
Report" was located in the Clinical Notes section
of Resident # 150's Cemer EHR:

11/22/18 0 7:54 a.m. "This writer made aware by
CNA (Certified Nursing Assistant) (Name) Mr,
(Name of Resident # 150) was (gone). [sic] |
went down fo the room with the vitals machine
and found resident had no vitals of life. Resident
was white and nall beds were cyanofic upon
baginning of my shift Body was still, cool to
touch. 1then came back to the desk and made
and proceeded to make my phone calls fo
resident's contacts. Prior to the resident's
passing | and the CNA (Name) had been
checking o [sic] him due to his low o2 {sats]. |
was told at the baginning of the shift that the
residert had to wear an E-Pap device at all times
due fo his sits [sic] being in the 60's so we did
keap close tabs on him for theis [sic] reason.”

(NOTE: EPAP, or Expiratory Positive Airway
Pressure, is used to create pressure during the
exhalation process, providing smoother
breathing. Ref www.epap.net)

A “Final Report - Discharge by Death.” dated

Ho

A&
ALSS
2 <7,
b, 3
A
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11/22/18 at 4:14 a.m., located in the Cemer EHR,
noted the following:

"Writer calied by staff LPN (Licensed Practical
Nurse), (Name), @ (at) 0240 (2:40 a.m.). Stated
resident had passed and needed RN (Registered
Nurse) pronouncement. Witer arrived to
pronounce and was informed by staff LPN that
CNA had been present at time this occurrence
was noted. VWriter in to 2ssess resident.
Resident presented with epap in place and
functioning. Vital signs were checked. He was
absent of all, no BF (Blood Pressure), pulse or
respirations. No SPQ2 (Puise Oximeiry).
Resident appears with mouth open, pale in color
with cyanotic nail beds to handsffeet Apical
pulse checked = absent, lung sounds checked =
absent, bowe! sounds checked = absent.  Skin
temp is cold to touch. This writer pronounced
TOD (Time Of Death) @ 0345 {3:45 am.). Staff
LPN (Name), CNA (Name) present @ bedside.
Dr. (Name), MD was notified by staff LPN
{Name)...." ~

At 1:15 p.m. on 5/30/19, the condition of Resident
# 150 as noted in the “Final Repart - Discharge
by Death," dated 11/22/18, was reviewed with RN
# 1, the Quality Assurance Nurse. Asked if she
thought Resident # 150°'s condition as deseribed
was imeversible, RN # 1 said, "Yes." '

At approximately 1:30 p.m. on 5/30/19, the code
status of Resident # 150 was discussed with the
interim DON. Advised that the surveyor was
unable to locate the resident’s code stafus in
Cemer, the interim DON said, "He (Resident #
4180) had an established code status, but it wasn't
captured by Cerner." :

F 684
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§483.25(b) Skin Integrity
§483.25(b)(1) Pressure ulcers.

Basad on the comprehensive assessment of a
resident, the facility must ensure that-

(i) A resident receives care, consistent with
professional standards of practice, fo prevent
pressure ulcers and does niot develop pressure
uicers unless the individual's clinical condition
demonstrates that they were unavoidable; and
(i) A resident with pressure uicers receives
necessary treatment and services, consistent v
with professional standards of practice, to
promote healing, prevent infection and prevent
new ulcers from developing.

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview, and clinical
record review, the facility staff failed to ensure two
of 28 residents did not develop pressure ulcers,
and failed to ensure one of 28 residents had
prevalon boots in place as ordered by the
physician.

1. Resident #24 developed full thickness skin

.| loss to her first (thumb) and fourth finger on her
jeft hand, This was identified as harm by the
survey feam. ’

2. Resident #5 did not have weekly skin
assessments compieted by the nursing staff. On
02/01/2019 a Stage H pressure ulcer was
discovered on her left heel. This was identified
as harm by the survey team.

3. Resident #2 was not wearing physician ,
ordered prevalon boots.
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F 686 | Continued From page 20 F 686
F 686 | Treatment/Svcs to Prevent/Heal Pressure Ulcer F 686 Corrective Action:

Resident #24 Is receiving treatment r[}[;z,\ 14
as ordered to the wound on her left

hand. The wound is showing signs
of improvement. Treatments are
being administered and documented )
per physician order. Resident

" continues to be treated by OT.

Restorative nursing assistants have
been counselled regarding
continuing services of Restorative
Nursing Program until rehab has
initiated evaluation and treatment, -
at which time an order will be
obtained to discontinue restorative.
The physician will be notified that
resident did not receive restorative
or occupational therapy from
3/21/2019 until 3/28/2018.

A thorough head to toe assessment
was completed on resident #5 on
6/7/2019. No new areas of skin
impairment were noted. The wound
on resident #5’s heel was resolved
on 5/8/2019. Prevalon boots are
being applied and documented as
orderad.
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1. Resident #24 was originally admitted {o the
facility on 04/08/2005. Her diagnosis included but
ware not imited to: Hypertension, anxiety,
diabetes meliitus, congestive heart failure, and
chronic Atrial fibriltation.

A quarterly MDS (minimum data set) with an ARD
(assessment reference date) of 03/04/2018
assessed Resident #24 as having problems with
short term memory and daily decision making
skills,

Initiad tour of the facility was conducted on
05/28/2019 at approximately 11:30 a.m. Resident
#24 was observed lying in bed. Her left hand was
wrapped in gauze. LPN (licensed practical nurse)
#4 was in the hallway and was asked about the
dressing. She stated, "She had an injury...there
was some exposed bone. We are doing dressing
changes on it..I'm pretly sure we did an X-ray
and nothing was broken.”

The clinical record was reviewed from 05/28/2019
through 05/30/2019. Cbserved on the POS
(physician order sheet) was an order dated
04/12/2019, "Cover left thumb with hydrofera biue
foam and pad between fingers and paim-Change
Q [every] 3 days."

A wound team progress note dated 04/12/2019
contained the following information: "Visit
Information: Called to ck [check] for breakdown
of fingers..Pain: Patient response screams out
when touch [sic] either hand. and fights nurse
atternpting care. Left thumb-thumb may be

broken-bone protruding at middle joint-soft-no
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» Prevalon boots are now being
F €86 | Continued From page 21 Fe88| applied and documented to resident
o #2, Assigned nurses are responsible
Findings include:

! _physician. An audit of residents with

for validating the placement of the
boots as ordered. The care plan has
been updated to reflect the use of
the boots.

identification of others:

All residents couid have been at risk.
Current residents have had skin
observations compieted and
documented; new findings have.
been reported to the resident’s

orders for Prevalon boots will be
conducted to ensure that resident
has Prevalon boots and that
application of the boots is being
documented in the medicai record.

6107 ¢ Nnr
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FORM CMS-2567{02-95) Pravious Versions Obsolste

Evant 10: BIZX11

-

Fagility I0: VADOT1

1 continustion sheet Page g of 85



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

PRINTED: 06M1/2019
FORM APPROVED
OMB NO. 0938-03%81

{X2) MULTIPLE CONSTRUCTION

fone to upper thumb area-all fingers thin and
contracted-Some fight bleeding at area shown
ahove freferring o picture of injury] and also
finger crossing has open tissue. Will need to talk
with Dr. about possible X-ray of area and develop
plan of care. Cleaned and covered with hydrofera
foam and secured...”

The care plan for Resident #24 included: "LTC
Skin Intergrity" Outcomes included but were not
lirnited to: "Skin Integrity Maintained; [Name] will
not have further issues from moisture; Minimize
risk for skin breakdown rft [related fo] pressure or
moisture thru next review’; Interventions included
but were not limited to; "Apply moisture as
needed for dryness; Change dressing 1o 1stand
4th finger each shift as ordered (Discontinued);
Hydrofera blue dsg [dressing] to 1st finger wound
on RtThand] (Discontinued); Hydrofera blue dsg
to Lt {left thumb] every 3 days"”.

On 058/29/2019 at approximately 10:00 a.m., the
DON [director of nursing] was in the conference
room to speak with the survey team. She was
asked to let the wound nurse know that this
surveyor needed to see the dressing change to
Resident #24's left hand when it was done. The
DON left the room and returned a few minutes
jater. She stated, "The dressing was done early
this moming...it is only done every three days and
is very painful for the resident, if you want o see
it we will do it again.” The DON was asked if the
dressing could be done the following maming
{05/30/2019]. She stated she would let the
wound nurse know.

On 05/29/2019 at approximately 2:00 p.m., the
wound nurse, LPN (licensed practical nurse) #6

came to the conference room fo discuss the
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€86 | Continued From page 22 F 686 System Change:

A full house head to toe skin sweep
was completed on 5/31/2019. No
new pressure areas were identified.
Another full house skin sweep is
scheduled be completed the first
week of july 2018.

The DON has reviewed and revised
the schedule for weekly skin
assessments for the completion of
weekly skin assessments.

The licensed nurses have been re-
educated on completion of skin
assessments per schedule and how
to complete a skin assessment.

The Clinical Coordinators will be
educated on their role in ensuring
the skin assessments have been
completed and assisting with
completion as needed.

Nursing assistants will be educated
on their role and responsibility for
preventing pressure ulcer, reporting
change in resident’s skin, and
implementation of preventive
interventions including use of
protective boots, wedge/positioning
device, care of splints/braces, etc.
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s Licensed nursing staff wiil be
F 686 | Continued From page 23 F886  educated on prevention,
wound on Resident #24's laft thumb. She was assessment, treatment and
accompanied by the DON. LPN #6 stated that d . f ure ulcers
occupational therapy had been working with ocumentation of pressure uicers.

Resident #24 in her room doing range of motion
1o her hand and had informed her that there was
a wound present. She statad that she locked at
the wound and initiated dressing changes. it was
requested that the occupational therapist that had
worked with Resident #24 be brought into the
conversation.

The COTA (certified occupational therapy
assistant) that worked with Resident #24 came to
tha confarence room. She stated, "We
{occupational therapy] picked her up around the
end of March for contracture management. At
that time her hand was stuck in a fisting
position...1 first saw her on April 2nd...the skin of
her thumb and fingers had fused together...l was
working with her and she pulled away...her
fingers became unstuck and were open at the
knuckle of her thumb...it fooked like
bone...nursing was informed and they started the
dressing changes then." The COTAwas asked
about an order on the POS dated 01/07/2018 for
"RNP [restorative nursing] -PROM [passive rangs
of motion] in BUE [bilateral upper extremities] in
all planes as tolerated by patient”. The COTA
stated, She had been getting that, but it stopped
when therapy came back in." It was requested
that the Restorative zide be brought info the
conversation.

The CNA (certified nursing assistant) #4 who
provided restorative nursing care to Resident #24
came to the room. She was asked about
Resident #24's left hand, She stated, "We got her
back in restorative around the end of December
or the first part of January...! did Passive range of

« Nursing staff is being re-educated on :
the use of prevalon boots. :
s (linical Coordinators observed each
resident in the facility for presence
of contractures to ensure there is no
area of skin impairment associated
with the condition.

» New areas of skin impairment and

- rehab orders will be communicated
on the 24 hour report.

e Llicensed nurses wili be re-educated
on their responsibility in obtaining,
transcribing and implementation of
new orders,

Monitoring:

» Clinical Coordinators will chserve
the placement of Prevalon boots
each day. Areas of non-compliance
will be immediately corrected and
addressed with appropriate staff

» Clinical Coordinators will do a daily
validation of skin assessments from
the prior day being completed. 1:1
education will be done with staff
who did not complete assessment as
assigned.
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‘ s The Clinical Coordinators will
F 838 C‘:’:"“;dh':mm page:;  hands..uh F 886 validate treatment orders and
motion to her uppers, her arms and hands...when . .
] was working with her there wasn't nothing wrong implementation of those arders.
with her left hand like open areas or , * The DON, QA Coordinator, or
it open by rubbing it and putting lolion on it to .
foosen it up...! could move her thumb out and get observations weekly x 8 weeks and
to her paim, it wasn't stuck in a fist' CNA#4 was compare those observations to
asked when she stopped providing services. She completed weekly skin assessments
ieft the room and refumed with documentation. toen . ]
She stated, "Here is the referral...we got that on sure accuracy in completion of
January 7...] saw her three times a week starting the weekly assessments. Findings
J?nuaw 10...my last visit with her was !\.:afch from these weekly audits will be
21...therapy was coming in and we can'tdo . .
restorative if the resident is getting therapy.* submitted to the DON for trending,
analysis, and any additional
The COTA was asked when Occupational therapy education or action.
started. She stated, *The evaluation was done on )
March 28...it looks like the request was made on * The DON, QA Coordinator, or
March 20 for her to be evaluated for an orthotic designee will conduct resident
for that hand...usually after we get the request it's observations of 4 residents x 8
done in the next day or two..it must have gotten weeks to e that
averiooked. The therapist that did the evaluation _ ensure that pressure uicer
was a traveler and she is not here any mare.” _ interventions are being applied
The COTA and the Restorative CNv:dwefe asked | correctly, If variances are
what services Resident #24 recsived o treat her : : .
left hand contractures from 03/21/2018, the day disc?vered the res?onsable staff will
of the last restorative visit until the date of the receive 1:1 education and
evaluation, 03/28/2019. Neither could provide an
answer.
The evaiuation completed on 03/28/2019 was: :
presented by the COTA. Per the evaluation: < L A
"Range of Motion...UE ROM [Upper exiremities @ = it
range of motion]: RUE ROM = Impaired oL o
{contractures and deformities present at all joints, 6 . g}‘
able to grasp items); LUE ROM = Impaired - b <
(contractures and joint deformities present at all O :;‘% m
joints of hand, with flexion. Patient's hand U
contracted in flexion)...Joints; Shoulder = WFL
Evant ID: BIAX1 Facly ID; VAOUT1 If continuation sheet Page 25 of 85
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F 686 | Continued From page 25 F 686
[within functional limits]; Elbow/Forearm = WFL,
Wrist = WFL, Hand = impaired; Shoulder =
WFL; Elbow/Forearm = impaired (contracted in
| elbow flexion); Wrist = iImpaired (confracted in
extension); Hand = Impaired (all digits and joints
contracted and deformities present, in flexed
position). The COTA was asked what a flexed : interventions will be applied.
position meant. She stated, "Her hand was fixed .
n a fist" Findings from these weekly
observations will be submitted
A previous evaluation from .OT dated 11/26/2018 _ weekly to the DON for trending,

was also presented by the COTA. The

- assessment summary contained the following analysis, and any additional

description of Resident #24, "Functional education or other action.
Lm":;? a ";;”““ of f;a“xmfr:;‘ Pa;f;f’:; ’ e Reports of areas of non-compliance
multiple co res to her bilatera .

fvrists and digits, iir right wrist contracted in a will be presented to the QAPI

| flexed position and left cortracted in a position of committee by the DON or QA
extension. Patient exhibits swan neck deformity Coordinator for discussion and
to digits bilateraily...” The COTA was asked what further recommendations
a swan neck deformity was. She stated, "Her -

fingers tumed up on the ends.” She was asked if
thera was a decline between the two evaluations.
She stated, "Yes." The COTA was asked what
could have been done to keep Resident #24's
hand from becoming fixed in a fist and her fingers
stuck together. She stated, "Hand hygiene...if you
are cleaning the hand and massaging it o help
the contraciures, the skin won't fuse between the
fingers and cause pressure as they rest an each
other.” She was asked how long it would take for
Resident #24's hand to be in that condition if
hand hygiene wasn't performed. She stated,

" Just a couple of days." The COTA was asked if
the wound on Resident #24's hand was from
pressure. She stated, "Yes, from her fist being
confracted and fixed.” She was asked if she
thought it was avoidable. She stated, "Yes, if
hand hygiene was provided that would have kept
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her fingers from being stuck together.” One of the
therapy technicians, (OS #10} came into the
conferance room during the interview. She and
the COTA were asked how long they had been
doing their jobs and had they ever seen anything
fike this before. The COTA stated, "'ve been
doing this since 2018, 've never seen it happsn
before.” OS#10 stated, "I've been doing this for
ten years, I've never seen this happen before."

After the interviews discussed above, the DON
was asked to present any additional information
regarding the pressure area to Resident #24's left
thurnb. Further review of the clinical record was
cangducted.

A skin integumentary note dated 04/04/2019
contained the foliowing: "1st and 4th finger full
thickness skin loss, Yellow and pink fissue noted
to both areas. Depth noted to first finger.
Resident fighting with staff while trying to assess.
Foam dressing appiied. Bleeding noted. MD
aware, Stated to have treatment nurse address.”

On 04/12/2019 after the wound nurse svaluated
'| Resident#24, a racommendation was made fo
send her to the emergency room. Transfer
comments on the facility transfer note included:
*Resident sent to ER due fo possibie bone
exposure to left thumb...”

The emergency room visit note dated 04/12/2019
included the following: *...Patient presents for
wound evaluation...open wound of left thumb.
Patient digits are significantly contracted. Ptis
non-verbal but it is apparent that the area is
causing her pain...Musculoskeletal: Upper
extremities: All digits malformed due to
contractures. Exposed bone to P joint of left
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thumb, mediai aspect..area is extremely tender
when manipulated...” An X-ray was obtained,
The report included: "Two fingers of he left hand
were sfuck iogether. When they were saparated
the fingers, a sore was noted which exposed the
bone of the left thumb. Given the degree of the
contraction, the left thumb is very limitedly
assessed. No gross abnomalities of thumb are
noted. There does appear to be a pencil in cup
type deformity involving the 5th PIP joint
suggesting psoriatic arthritis. Impression: The
hand is severgly cordracted. The left thumb is
visualized. No gross abnormalities of the thumb
are noted...”

An orthopedic consul was abtained on
04/15/2019, and contained the foliowing:
*...Patient is extremely demented...Patient have
[sic] deep laceration on dorsal aspedt of the
thumb. The thumb is deformed and curied up
most probabiy from chronic arthritis. All fingers
are deformed. At this point | recommend o
continue daily dressing changes. | attempted to
call patient's son who is POA [power of
attorney]....we discussed her treatment options. |
suggested attempt to primarily close the
laceration versus amputation of the thumb. The
thumb is completely nonfunctional because of the
significant deformity. The thumb is curled up
under the index finger. Open wound can iead to
infaction and amputafion might be better option
with 97-year-old female patent having compiete
dementia and significant deformity of the thumb.
The son wanted fo see if there is any chance for
wound will heal by itself. | stated that we can
continue daily dressing change and check again
within 1 week. ¥f infection develops or wound
worsens, then we can consider surgical trestment
otherwise will confinue daily dressing change by
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A follow-up orthopedic appointment on
04/17/2019 contained the following information;
*...Examination of the left thumb IP joint is difficult
given the patient's dementia and combativeness
when attempting to examine her ieft thumb given
the amount of pain. The wound was examined by
the wound care specialist ...she feels minor
granulation is starting. She has redressed the
wound with hydrofera Blue and has agrees o
continue watch and dressing chianges every three
days..."

During an end of the day meseting on 05/29/2019
with the DON and the adminisirator, conceims
were voiced that per interviews conducted with
staff, Resident #24's hand was not fixed in a fist
when restorative nursing was working with her.
The hand could be opened and the thumb
moved. Restorative was disconfinued on
03/21/2018. There are no documerted
interventions from 03/21/2018 until 03/28/2019
when octupational therapy reevaluated her.
When the COTA came in the room to do therapy
on 04/04/2019, the fingers were sfuck togsther
and when Resident #24 pulled away, they
became unstuck with resulfing fuil thickness
wounds. They were informed that the injury was
being investigated at a harm level,

A dressing change was observed on 05/30/2019
with LPN #8. An additional staff member was in
the room fo assist. LPN #6 used good technique
to remove the old dressing. The wound on the
left thumb was difficult fo visuaiize as the resident
pulled away from the nurse stabilizing her arm.
The area that could be seen was open and bright
red. :
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At approximately 1:30 p.m., LPN #7 was asked if
she could pull the bath record for Resident #24
and ascertain who bathed her from 03/21/2018
through 03/28/2019. She stated that the baths
were divided up per shift on the unit. Resident
#£24 was bathed on the night shift. She pulled the
requested information up on the computer. Per
the documentation, Resident #24 recsived a bed
bath every night and had one whiripool bath

| during that ime frame. LPN #7 stated, "She has

never baen in the whiripoal, | don't know why
that's there." She was asked if she could fell who
bathed her. She stated she would fry to run a
report and bring the infarmation o the conference
room,

“On 05/30/2019 at approximately 2:55 p.m., the

DON, the adminisirator and the QA (Quaiity
Assurance)} nurse came fo the conference room
to discuss Resident #24. The DON stated, "We
can't explain what happened from March 21
through March 28, there is no documentation
showing what, if anything, was being done with
her hand...but we have information that the
therapist and the nurses were working togsther to
freat her afier that.” The DON was informed that
there were no issues with the treatment
documented before March 21 or after the
evaiuation on March 28, the concern based on
staff iterviews, was the time frame after
resforative was discontinued and the evaluation
done seven days later by occupational therapy.
The DON stated that she understood. The DON
was asked who should have been providing hand
hygiene {o Resident #24. She stated, "The CNA
doing her bath should be doing that™ The name
and phone number of the CNA who had bathed
Resident #24 on the night shift was requested.
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At approximately 3:45 p.m., the requested
information for the CNA (CNA #22) who bathed
Resident #24 on the night shift for five of seven
nights between 03/21/2019 and 03/28/2015 was
received, She was contacted via telephone at
approximately 4:00 p.m. and interviewed
regarding Resident #24. She was asked if she
had cared for Residant #24 during the week of
03/21/201¢ through 03/28/2019. She stated,
"Yes." She was asked what care she had
provided. She stated, ™ tum bher, | get her
something if she needs it and | bathe her." CNA
#22 stated, "l start at her face and go down. |
wash her face, her neck, har chest her arms, her
hands, and work my way down all the way fo her
fest™ CNA #22 was asked if she had washed
Resident #24's hand. She stated, "Yes, | run the
wash dloth between her fingers." She was asked
if she had done range of motion on Resident
#24's left hand. She stated, "l run the washcloth
in and out between her fingers." She was asked
if she had been able to open Resident #24's left
hand at all or move her thumb. She stated, "l run
the washcloth in and out between her fingers.”

No further information was obtained prior to the
exit conferance on 05/30/2018.

2. Resident #5 admitted to the facility on
03102017, Her diagnoses includad but were not
limited to: Dementia, contracture of the hip joint,
jumbar spine osteocarthritis, anxiety and
depression.

The a quartery MDS {minimum data sef) with an
ARD (assessment reference date of 05/18/2019,
assessad Resident #24 as being severely

impaired in hear cognitive status, with a summary
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The clinical record was reviewed on 05/20/201%
at approximately 10:30 a.m. The POS (physician
order sheet) did not contain any orders for
pressure uicer-care. The quarterly MDS of
05/18/201¢ documented that Residert #5 was "at
risk" for pressure uicars,

The intsgumentary section of the clinical record
was reviewad. On 02/01/2018, the following was
documented: "Stage lil, 2.2 cm length, 2 am
width, Pressure Ulcer Bed description:
Granulation tissue, non-granular, pale, pink,
yellow; Pressure Ulcer Exudate Description:
Serosanguinous, Small amount, Moderate
Amount, Cdor absent, Other: dried.”

The care pian for Resident #5 was reviewed and
cortained the following: "LTC {long term care)
Skin Integrity”. Outcomes included but were not
limited to: "Skin Integrity Maintained".
interventions included but were not limited fo:
"Monitor skin condition every shift.”

On 05/29/2019 &t approximately 3:00 p.m., the
wound nurse, LPN (licensed practical nurse) #6
was interviewed regarding the pressure ulcer on
Resident #5's heel. She stated, "We found it [the
pressure uicer] at a Stage three.” LPN #5 was
asked how often skin assessments were done by
the nurses. She stated, "They are suppose to be
done weekly," She was asked how an area couid
be found at a stage three if weekly skin
assessments were done. She stated, "That's
what we wondered when it was found." L PN #6
was asked to pull up the weekly skin
assessmants done prior fo 02/01/2018. She
locked in the computer and stated, "There was
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one done on 12/05/2018 that documents her
contfractures and one on 01/02/2019 that
documented an abnormality, but that's all that §
see." She was asked what the abnormality on
01/02/2019 was. She stated, "{ can't tell." LPN #6
stated, "She was admitted fo us with
contractures...her left leg crosses over her right at
the hip...her legs are crossed scissoriike from the
top of her leg...she has prevalon boots and we

fioat her heels but she still got that place on her

heel...it's all healed up now."

During an end of the day mesting on 05/29/2018
with the DON and the administrator, concems
were voiced that there was no documentation of
weekly skin assessments and a pressure uicer
had been found on Resident #5's heel at a stage
. The DON was asked if other than the
intsgurnentary scraen, was there any place else
the weekly skin assessments would be
documenied. She stated she would jook.

On 05/30/2019 at approximately 7:30 am., LPN
#3 was inferviewed. She stated that Resident #5's
skin was assessed on the night shift. She stated
she had docurnented that abnormality in regard to
the resident's thighs. She stated, "Her legs are
twisted..| was documenting about the way her
thighs are pushed together...| don't always have
her."

On 05/30/2019 at approximatsly 11:15 a.m.,
Resident #5 was observed with LPN #6. Resident
#5 was lying in bed on her back. When the covers
were pulled back, her lags were crossed at the
hip leval, her left foot was on her right side and

1 her right foot was on fhe left side. She was

waarnng bilateral prevalon boots. She stated,
"What are you doing momma? Don't touch my
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feet momma." LPN #5 expiained what she was
going to do, she ramoved the prevalon boot and
lifted the left foot revealing the heel which was
healed.

On 05/30/2019 at approximately 2:45 p.m., the
DON was in the conference room, Concemns
were voiced regarding the identification of the
pressure area discovered at a Stage llioh

| Resident #5's foot. She stated, "l know...we had
a mock survey in April. They idenfified problems
with the staging of pressure ulcers and weekly -
skin assessments. | am working on the plan of
correction and we have done some education but
we aren't done yet. The DON was asked if thers
was any additional documentation as the survey
team was identifying the prassure ulcer as ham.
She stated, "We don't have anything else.

No further information was obtained prior {o the
exit conference on 05/30/20719,

3. Resident #2 was admitted to the facility on
01/03/2012. Her diagnoses included but were not
limited to: Diabetes Msllitus, Hemiplegia,
hypertension, dementia, depression, and anxisty.

A quarterly MDS {minimum data set) was an ARD
(assessment reference date) of 02/18/2018,
assessed Resident #2 as severely impaired in her
cognitive status, with 2 summary score of "05*,

On 05/28/2019 at approximately 12:00 p.m.,
Resident #2 was observed lying in bed. She was
tearful and when asked what was wrong she
stated, "My foot hurts and my leg...l sprung it...|
fell in a hole Iast night" LPN (licensed practical
nurse} #4 was in the hallway and was assigned to
Resident#2. She was asked if Resident #2 had
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any recent falls. She stated, "No." She was
asked if she knew what had happened to
Resident #2's leg and foot. She stated, "t iooked
bruised to me earlier today when | looked at
it...she crosses one foot over the other.”
Resident #2 was observed with LPN #4. LPN #4
lifted the covers, exposing Resident #2's legs.
Resident #2 had her right foot resting on top of
left foot. A discolored area was observed on top
of the left foot. A Skin tear and bruising were
noted on the right shin. Steri strips were in place
over a skin tear on the left shin. LPN #4 was
asked about Resident #2's legs. She stated, "Her
skin is very fragile...they [CNAs] can tear it when
they are taking her clothes off." She was asked
what the facility was doing to protect/prevant that
from happening. She stated, *| can probably get
her some protectors o put over them.” LPN #4
stated "She has an order for prevaion boots... |
am going to put them on her after she sats
funch®, LPN #4 then pointed to her computer

‘| screen and the order for the prevalon boots,

"...Prevalon boots as tolerated...* LPN #4 was
asked if they were to be on all the time, she
stated, "Yes." She was asked if she had offered
them to her. She stated, "l didr't ask her earlier, | -
don't know about the CNA [certified nursing
assistant].... usually fry to go through all my
orders when | gst here, but | haven't gotten to that

| yel" . :

At approximately 12:35 p.m., ONA #23 was
intarviewed regarding Resident #2's prevalon
boots. She stated, "l offered to put her socks on
foday and she didn't want them...| didi’t offer the
prevaion boots...she usually won't let you put
them on her.” . .

Resident #2 was obsarved with her prevalon

F 686

FORM CMS-2567((2-89) Previous Versions Obsolete Event ID: BI3X11

Facifiy ID: VAGO?

if continuation sheet Page 35 of 85




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 08/11/2019

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2Z) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
295177 8. WING 05/30/2019
NAME OF PROVIDER OR SLIPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
COMMUNITY MEMORIAL HOSPITAL HUNDLEY CENTER 128 BUENA VISTA CIRCLE
. SCUTH HILL, VA 23970
o) D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION - o5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMBLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
) DEFICIENGY)
F 686 | Continued From page 35 F 685

boats in place after lunch,

At approximately 3:22 p.m., LPN #4 stated, "l

Teally don't think that is 2 bruise on [Name of

Resident #2] left foof, | think that is a site of an
old skin tear." LPN #4 was asked why Resident
#2 was ordered to have prevalon boots. She
stated, "To keep her from getfing breakdown on
her hesls and fo help protect her logs.”

The POS (physician order shest) was reviewed
on 05/28/2019 at approximately 4:00 p.m. The
following order was observed: "02/05/2018 Skin
care. Site: Left Site: Rt [right] heel, Prevalon
hooties/booties as tulerated, check for placement
every shift..."

The care plan for Resident #2 was requested and
received. The following information was
observed: "LTC {long tarrn care] Skin Integrity”;
Outcomes included but were not limited to: “Skin
integrity Maintained". Interventions included but
were not limited to: "Apply skin moisturizer for
dryness; Monitor skin condition every shift"
There was no mention of the prevaion boots on
the care plan,

Resident #2 was observed with her prevalon
boots on bilaterally throughout the day on
05/29/2019,

During an end of the day meeting on 05/29/2010
with the DON (director of nursing) and the
administrator, the above information was
discussaed. The DON was asked if there was a
treatment record that the nurse's used to remind
them o check for things like whether or not the
prevalon boots were in place. She stated, "No."
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§483.25(c) Mobility.

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

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

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

This REQUIREMENT is not met as evidenced
by:

Based on cbservation, staff interview, clinical
record review, the facifity staff failed to provide

-| services to prevent an avoidable decline in range
of motion for one of 28 residents, Resident #24.

Residert #24 suffered an increase in the
contractions of her left hand. Restorative nursing

reduction in robliity is demonstrably unavoidable.

The restorative nursing assistant was
re-educated regarding continuation
of restorative treatment until rehab
has initiated evaluation and
treatments and to request nurse to
ohtain order to discontinue

Iestorative nursing treatment at this
time.

» Resident has an appointment with

the orthotist on 5/20/2015.

Identification:

Any resident residing in the facility
couid have been st risk for having
contractures with a delay in the
initiation of treatment by OT. PTor
OT representatives will conduct a
screening on current residents to
determine the need for services or
interventions to maintain and/or
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PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG - REGULATORY OR LSC IDENTIFYING (NFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE 0ATE
DEFICIENCY)
- Ftag688
F 686 | Continued Fram page 36 F 685
No further information was obtained prior fo the Corrective Action:
exit conference on 05/30/2019.
F 688 ] increase/Prevent Decrease in ROMMobility F683| 4 Resident #24 continues to receive .-] l l :’J l 1
88= | CFR(s): 483.25(c){(1)+(3} . . o
occupational therapy treatments.

d3AI303y
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was being provided three times per week and improve the resident’s range of & o
was stopped on 03/21/201 pending an evaluation motion. If the screening identifies ] ;%
by occupational therapy for a hand orthotic. The residents in need, the resident’s e agO
evaluation was not done until 03/28/2018. At the hvsici il b tacted § S, o
time of the evaluation on 03/28/2019, Resident _ physician wiil be contacted yor Q o
#24's hand had contracted into a fixed fist and the | orders. ™~

| O &
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skin on her fingers had fused together. This was ¢ Rehab will educate nursing staff on
identiied as harm by the survey team. ‘ contracture identification
Findings were: management, cleaning of contracted
areas and observation for changes in
Resident #24 was originally admitied to the faciiity the skin
on 04/08/2005, Her diagnosis included but were @ skin. : _
not limited to: Hypertension, anxiety, diabetes s Care plans are being reviewed and
mellitus, congestive heart faillure, and chronic updated to reflect contractures,
Atrial fibrillation. : - .
coniracture care, devices and
A quartery MDS {minimurn data set) with an ARD cleaning of the contracted area.
(assessment reference date) of 03/04/2019 e Clinical Coordinators will be
assessed Resident #24 as having problems with ible f b . idents
short termm memory and daily decision making responsibie for o serVI-ng resiaen
skills, with contractures to validate the
proper placement of devices and
Initial tour of the facility was conducied on . .
re provided per orders.
05/28/2019 at approximately 11:30 a.m. Resident . hygiene care provided pe 4 )
#24 was observed lying in bed. Her left hand was s Licensed nurses will be re-educate
wrapped in gauze. L.PN (licensed practical nurse) on their responsibility in obtaining,
#4 was in the hallway and was asked about the ' " . :
implementation of
dressing. She stated, "She had an injury...there trans.cribmg, and imp
was some exposed bone." physician orders.

e Licensed nurses will be re-educated

The clinical record was reviewed from 05/28/2019 on use of the 24 hou.r report to

-} through 05/30/2019. Observed on the POS

(physiclan order sheet) was an order dated communicate new orders and

04/12/2019, "Cover left thumb with hydrofera biue identification of residents with onset

f;a{:v:;? gii:;m fingers and palm-Change of limitation in range of motion of

. x fingers, hands and other extremities. < e

The care plan for Resident #24 inciuded the e Clinical Coordinators will be re- O =
following: i educated on the updating of care % :
™ TC ADL flong term care activities of daily fiving] . plans with resident centered 9 B
Function Rehab” Outcomes included but were - _ problems, goals and approaches for e~ &
not limited to: "Resident Will Not Have a Decline the management and care of

in Level of ADL Function™, Interventions inchided
5 : contractures. el
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but were not limited to: * RNP-PROM BLE in all
planes as {olerated.” -

"LTC Musculoskeletal" Quicomes included but
were nof limited to: "[Name} will not have further
dectine of her bilateral hand contractions’;
[Name} will allow staff to clean, move her bil.
hands to prevent further declin in contrachure.”
Interventions included but were not jimited to:
"Position [Name] upper extremities, hands for
comfort and to prevent immobility compiications.”

On 05/2972019 at approximately 2:00 p.m., the
wound nurse, LPN (licensed practical nurse) #6
came to the conference room fo discuss Resident
#24's left thumb. She was accompanied by the
DON. LPN #6 stated that occupational therapy
had besn working with Resident #24 in her room
doing range of motfion to her hand and had
informed her that there was a wound present. It
was requested that the occupational therapist that
had worked with Resident #24 be brought into the
conversafion.

The COTA (certified occupational therapy
assistant) that worked with Resident #24 came fo
the conference room. She stated, "We
joccupational therapy] picked her up around the
end of March for contracture management. At
that time her hand was stuck in a fisting
position...1 first saw her on April 2nd...the skin of
her thumb and fingers had fused together... was
working with her and she pulled away...her
fingers became unsiuck and were open at the
knuckle of her thumb...it looked like

dressing changes then." The COTA was asked-
about an order on the POS dated 01/07/2018 for
"RNP [restorative nursing} -PROM [passive range

bone...nursing was informed and they started the '

¢ Clinical coordinator / designee will
observe 4 residents weekly x §
weeks who have contractures
and/or orders for contracture
management to ensure that
physician orders are being
implemented, that devices are
appropriately applied and that the
resident’s skin shows no signs of
irritation or impairment from use of
the device. If variances are
identified the responsible staff will
be re-educated and the resident’s
physician will be notified of any
potential need of change to the
resident’s pian of care.

e Findings from weekly observations
will be submitted to the DON who
will analyze reports and present a

the QAPI committee for discussion
and further recommendations.

report of areas of non-compliance to
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of motien] in BUE [bilateral upper extremities] in
all planes as tolerated by patient”. The COTA
stated, "She had been getting that, but i stopped
when therapy came back in." It was requested
that the Restoralive aide be brought into the
conversation.

The CNA (certified nursing assistant) #4 who
provided restorative nursing care to Resident #24
came io the room. She was asked about
Resident #24's left hand. She stated, "We got her
back in restorative around the end of December
or the first part of January...I did Passive range of
mofion to her uppers, her arms and hands... when
1 1 was working with her there wasr't nothing wrong
with her left hand like open areas or
anything...her hand was confracted but | could get
it open by rubbing it and putiing iotior on it fo
loosen # up...! could move her thumb out and get
to her palm, it wasn't stuck in a fist" CNA#4 was
asked when she stopped providing services. She
left the room and returned with documentation.
She stated, "Here is the referral...we got that on

"1 January 7.l saw her three times a week starting
January 10...my last visit with her was March

21 therapy was coming in and we can'{ do
restorative if the resident is getting therapy.” The
referral contained the foliowing information:
"Restorative Nursing Program Referral...Program:
PROM [checked]. Goals fo Maintain Resident's
Current Functional Status: 1. PROM to BUE
[bitateral upper extremities] in all planes as
tolerated by patient.; Fraquency: 3 X week/ 12
weeks [3 times per week for 12 weeks], Star
Date: 1-10-19." The form was signed by CNA #4
and the traveling OT who was no longer at the
facility. . .

The COTA was asked when Occupational therapy
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starfed. She sfated, "The evaluation was done on
March 28...it locks ke the request was made on
March 20 for her io be evaluated for an orthotic
for that hand.. usually afier we get the request it's
done in the next day or two...lt must have gotien
overiooked. The therapist that did the evaluation
was a traveler and she is not here any more.”
The COTA and the Restorative CNA were asked
what services Resident #24 received to ireat her
left hand contractures from 03/21/2019, the day
of the last restorative visit until the date of the
evaluation, 03/28/2018. Neither couid provide an
answer. :

The evaluation completed on 03/28/2019 was
presenied by the COTA. Per the evaluation:
"Range of Motion...UE ROM [Upper extremities
range of motion]: RUE ROM = impairad
{contractures and deformifies present at all joints,
able to grasp ifemns); LUE ROM = impaired
(contractures and joint deformities present at all
joints of hand, with fiexion. Patient's hand
contracted in fiexdon)...Joints: Shouider = WFL
[within funciional limits], Elbow/Forearm = WFL,
Wirist = WFL; Hand = Impaired; Shoulder =
WFL; Elbow/Forearm = impaired (coniracted in
elbow flexion); Wrist = impaired (confracted in
extension); Hand = impaired (all digits and joints
contracted and deformities present, in flexed
position). The COTA was asked what a flexed
position meant She stated, "Her hand was fixed
ina fist”

A previous evaluation from OT dated 11/26/2018
was also presented by the COTA. The
assessment summary confained the foliowing
description of Resident #24, "Functional
Limitations as a result of Confractures: Patient
presents with multiple contractures o her bilateral
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wrists and digits. Her right wrist contracied in a
flexed position and left contracted in a position of
extension. Patient exhibits swan neck deformity
1o digits bllaterally..." The COTA was asked whaf
& swan neck deformity was. She stated, "Her
fingers turned up on the ends.” She was asked if
there was a decline between the two evaluations.
She stated, "Yes.” The COTA was asked if the
delay in the evaluation and lack of restorative
during that time could have confributed o the
decline. She stated, "Yes.” The COTA was asked
what could have baen done to keep Resident
#24's hand from becoming fixed in a fist and her
fingers stuck together. She stated, "Hand
hygiene...if you are cleaning the hand and
massaging it to help the contractures, the skin
won't fuse between the fingers and cause
pressure as they rest on each other." She was
asked how long it would take for Resident #24's
hard to be in that condition if hand hygiene wasn't
performed. She stated, "Just a couple of days."
The COTA was asked if the wound on Resident
#24's hand was from pressure. She stated, "Yes,
from her fist being contracted and fixed." She
was asked if she thought it was avoidable. She
stated, "Yes, if hand hygiene was provided that
wouid have kept her fingers from being stuck

| together.” One of the therapy techs, (OS #10)

came into the conference rcom during the
interview. She and the COTA were asked how
long they had been doing their jobs and had they
ever sean anything like this before. The COTA
stated, "I've been doing this since 2018, Pve
never sean i happen before.” OS #10 stated,
"'ve been doing this for ten years, {'ve never seen
this happen before."

During an end of the day mesting on 05/29/201%
with the DON and the administrator, concems
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were voiced that per interviews conducted with
staff, Resident #24's hand was not fixed in a fist
when restorative nursing was working with her.

| The hand couid be opened and the thumb

moved. Restorative was discontinued on
03/21/2019. There were no documentad
interventions from 03/21/2018 until 03/28/2018
when oceupational therapy reevaluated her.
When the COTA came in the room to do therapy
on 04/04/2019, the fingers were stuck together
and when Resident #24 pulled away, they
became unstuck with resulting full thickness
wounds.

On 05/30/2019 at approximately 2:55 p.m., the
DON, the administrator and the Quality
Assurance nurse came o the conference room to
discuss Resident #24. The DON stated, "We

1 can't explain what happened from March 21

through March 28, there is no documentation
showing what if anything was being done with her
hand...but we have information that the therapist
and the nurses were working together to treat her
after that" The DON was informed that there
were no issues with the treatment documented
before March 21 or affer the evaiuation on March
28, the concem based on staff interviews, was
the time frame after restorative was discontinued
and the evaluafion done seven days later by
occupational therapy. The DON stated that she
understood. The DON was asked who should
have been providing hand hygiene o Resident
#24. She stated, "The CNA doing her bath should
be doing that" The name and phone number of
the CNA who had bathed Resident #24 on the
night shift was requested.

At approximately 3:45 p.m., the requesiéd
information for the CNA (CNA #22) who bathed

Foess
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Resident #24 on the night shift for five of seven
nights between 03/21/2019 and 03/28/2019 was
received. She was contacted via telephone at
approximaiely 4:00 p.m. and interviewed
regarding Resident #24. She was asked if she
had cared for Resident #24 during the week of
03/21/2018 through 03/28/2018. She stated,
"Yes." She was asked what care she had
provided. She stated, "I tum her, 1 get her
something if she needs it and | bathe her.* CNA
#22 stated, ™ start at her face and go down. 1
wash her face, her neck, her chest her arms, her
hands, and work my way down all the way o her
feet" CNA#22 was asked if she had washed
Resident #24's hand. She stated, "Yes, | run the
wash cloth between her fingers.” She was asked
if she had done range of motion on Resident
#24's ieft hand. She stated, "I run the washcloth
in and out between her fingers." She was asked
if she had been abie to open Resident #24's left
hand at all or move her thumb. She stated, "I run
the washeloth in and out between her fingers.”

No firther information was obtained prior to the
exit conferance on 05/30/2049.

F 690 | Bowel/Bladder incontinence, Catheter, UTI F 690
ss=g | CFR(s): 483.25(e){1)~(3)

§483.25(e) Incontinence.

§483.25(8)(1) The facility must ensure that
resident who is continent of bladder and bows| on
admission recsives services and assistance to
maintain confinence unless his or her clinical
condition s or becomes such that continence is
not possible fo maintain,

§483.25(e)(2)For a resident with urinary
incontinence, based on the resident's
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indweliing catheter is not catheterized unless the
resident's clinical condition demonstrates that
catheterization was necessary,

{ii) A resident whao enters the facility with an
indweliing catheter or subsequently receives one
is assessed for removal of the catheter as soon
as possible unless the resident’s clinical condition
demonstrates that catheterization is necessary,
and

(i) A resident who is incontinent of bladder
receives appropriate freatment and services to
prevent urinary tract infections and to restore
continence to the extent possible.

£483.25(e)(3) For a resident with fecal
incontinence, based on the resident's
comprehensive assessment, the facility must
ansure that a resident wha is incontinent of bowel
receives appropriate freatment and services to
restore as much nomal bowel function as
possible.

This REQUIREMENT is not met as evidenced
by:

Based on staff interview and clinical record
review, the facility staff falled to foliow physician
orders for bladder irrigation for one of 28
residents in the survey sample: Resident # 50.

Findings include:

Resident # 59 was admitted to the facility 4/17/18

with diagnoses to include, but were not limited to;

dementia, neurogenic bladder, and coronary
artery disease. .

The most recent MDS (minimum data set) was
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F 690 | Continued From page 44 F&90|
:?fr;em_swe asses§men; the facility must Corrective Action: r! Jll] } q
(i) A resident who enters the facility without an The attending physician for resident .

#59 has been notified regarding the
inconsistent documentation of
completion of bladder irrigations.
Resident #59 experienced no
negative outcomes related to the
bladder irrigations. Licensed nursing

staff will be educated on the .
importance of following physician
order and the technique for
completing bladder irrigations.

Identification:

Any resident with a Foley catheter
and orders for irrigations could have
been at risk for the lack of
documentation indicating irrigation
has been done. A 100% audit of
current residents will be conducted
to identify residents with orders for
bladder irrigations and licensed
nursing staff will be re-educated on
techniques for completing bladder
irrigations. Physician will be notified
if physician orders for bladder
irrigation have not been completed
as ordered and clarification orders
will be obtained.
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an annual assessment dated 4/8/19 and had the
resident coded with moderate cognitive
impairment with a total summary score of 08 out
of 15.

The clinical record was reviewed 5/30/19 at
approximateiy 8:00 am. The current POS
{physician order summary) included an order
carried forward from 8/11/18 for "Bladder
Imigation: Irtermittent. Solution: Normat Saline,
Vaiume 500 ml mixed with 30 cc's of vinegar
Monday/Wednesday/Friday." Further review of
the clinical record failed to reveal any
documentation of the freatment.

On 5/30/19 beginning at 13:35 a.m. during a
meeting with facility staff, including the IT
{information technology) staff, the survey team
expressed the difficulty in locating needed
information for the survey process. The [T staff
was asked for assistance in locating the
documentation for Resident # 59's biadder
irrigations, and was toid it could be "in a coupie of
different places, depending where staff may have
documented” and that the information may also
be in a clinical note. The DON (director of
nursing) then stated "You [survey team] are not
going to find any nursing notes; the previous DON
told staff they did not have to do any namrative
notes, just to do the check offs in the system. |
have changed that, and told the staif to do
nursing notes, but | have only been in this
position about 2 weeks." The IT staff then
provided guidance on where to locate the
information for the bladder irrigations, but the
forms were biank. The IT staff, who was also an
RN (registered nurse) stated "That's where the
documentation should be; as you know, if i's not
documented, it's not done.” Thera were no

HND SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE AFPROPRIATE OATE
DEFICIENCY)
F 690 | Continued From page 45 F 630 System Changes:

Licensed nurses will be re-educated
on their responsibility in obtaining,
transcribing and following
physician orders for catheters
irrigations and documentation of
procedure being done.

The DON wiil review and revise the
procedure for bladder irrigations if
indicated. Licensed nursing staff will
be re-educated in the facility
procedure for bladder irrigations. oo
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Monitoring:
F 690 Continued From page 46 F 630 . .
nursing narrative notes of the bladder imigation * The Clinical Coordinators will
done. monitor the documentation of
completion of bladder irrigati
On 5/30/19 at 12:00 p.m. the DON and LPN ; gations
(licensed practical nurse) # 7, who was the unit weekly x 8 weeks. Areas of non-
manager, were interviewed about the treatment. compliance will be immediately
The DON stated "I tried to catch up with the addressed by 1:1 education wit
second shift nurse yesterday to ask her about il Y h the
that, but | could never cateh up with her; { was responsibie nurse.
here until 8:00 p.m." LPN # 7 stated she had also e Clinical coordinator / designee will
looked for the documentation, and was unable to ohserve bladder irrigati
find it. The DON provided the phone number for . gation and
the nurse who worked second shift 5/26/19. documentation of the treatment for
1 resident per week x 8 weeks.
On 5/30/1@ at 12115 p.m. LPN#Swas | Areas of non-compliance wi
interviewed via phone. She stated "l do not do s diately add P ) Il be
[name of Resident # 59]; that is done on day shift Immediately a "?SSEC* with 1:1
1 do have one biadder irrigation | do on 3-11 shift, educations
but it's not her..” Interviews with staff on unit 1 s  Findines from the w ;
failed to revea if the treatment had been being gs from the weekly audits and
done for Resident # 59, observations will be submitted to
the DON or designee for analysis of
No further information was provided prior to the areas of non-compiiance.
exit conference. e The DON or desi : .
F 691 | Colostomy, Urostomy, or lieostomy Care F 691 € or designee will submit a
ss<E | CFR(s): 483.25(F) report to the QAPI committee for

§483,25(f) Colostomy, urcstomy,, or ilecstorny
care,
The facifity must ensure that residents who
require colostomy, urostomy, or ileostomy
services, receive such care consistent with
professiona] standards of practice, the
comprehensive person-caentered care plan, and
the resident's goals and preferences.

This REQUIREMENT is not met as evidenced
by: .-

Based on staff interview and clinical record

discussion and further
recommendations.
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orders for fiushing a nephrostomy tube for one of
28 residents in the survey sample: Resident #73.

Findings include:

Resident # 73 was admitied to the facility 7/1713
with diagnoses to include, but were not limited {o:
acute renal failurs, high blood pressure, anemia,
and multipie sclerosis. )

The most recent MDS {minimum data sat) was
an annugl assessment dated 4/22/19 and had the
resident coded with moderate cognitive

. | impaiment with 2 total summary score of 11 out
of 15.

The clinical record was reviewed 5/30/19 at
approximately 8:00 am. The current POS
{physician order summary) included an order
carried forward frgm 11/18/17 for "Nephrostomy
tube, daily, flush nephrosotomy tube with 10 cc of
normal safine.”" Further review of the clinical
record failed to revesl any documentation of the
treatment.

On 5/30/19 beginning at 10:35 a.m. during a

1 meeting with facility staff, including the IT
(information technology) staff, the survey team
expressed the difficulty in locating needed
information for the survey process. The IT staff
was asked for assistance in localing the
documentation for Resident # 73's nephrostomy
flushes, and was toid & could be "in a couple of
different places, depending where staff may have
documented” and that the information may also
be in a.clinical note. The DON (director of
nursing) then stated "You [survey team] are not
going fo find any nursing notes; the previous DON

“inconsistent documentation of

ldentification:

x4y I SUMMARY STATEMENT OF DEFIGIENCIES Ib PROVIDER'S PLAN OF CORRECTION o8
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‘Ftag 691
F 691 Continued From page 47 F 691
review, the facility staff failed to follow physician Corrective Action:

The attending physician for resident | ] /] -l)H
#73 has been notified regarding the

completion of nephrostomy flushes.
Resident # 73 experienced no
negative outcomes related to the
nephrostomy flushes. Resident
#73’s nephrostomy tube Is being
fiushed and documented in the
medical record per physician order.

There is one additional resident
residing in the facility with
nephrostomy tubes in place. There
are no flush orders for the tube at
this time.

System Changes:

Licensed hurses will be re-educated
on their responsibility in obtaining,.
transcribing and following
physician orders for nephrostomy
flushes and decumentation of
procedure being done.

The DON will review and revise the
procedure for nephrostomy flushes

if indicated.

OTO/HAA
BI0Z 4 2 Nnr
Q3AIZ03Y
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F 691

F 632
88=G

Continued From page 48

toid staff they did not have fo do any narrative
notes, just to do the check offs in the system. |
have changed that, and toid the staff to do
nursing notes, but | have only been in this
position: about 2 weeks " The IT staff then
provided guidance on where to iocate the
information for the bladder irigations, but the
forms wers biank. The [T staff, who was aiso an
RN (registered nurse) stated "That's where the
documentation shouid be; as you know, if it's not
documented, its not done." There were no
nursing namative notes of the nephrostomy tube
flushes done. ‘

On 5/30/19 at 12:00 p.m. the DON and LPN
(licensed practical nurse) # 7, who was the unit
manager, were inferviewed about the treatment.
The DON stated "l tried to catch up with the
second shift nurse yesterday to ask her about
that, but | could never catch up with her; | was
hers until 8:00 p.m.” LPN # 7 stated she had also
looked for the documentation, and was unable to
find it The DON provided the phone number for
the nurse who worked second shift 5/29/1%.

On 5/30/19 at 1215 p.m. LPN # 8 was
inferviewed via phone. She stated "l do not do
name of Resident # 73); that is done on day shift
| do have one biadder irrigation 1 do on 3-11 shitt,
but it's not her flushes.." interviews with staff on
unit 1 failed to reveal if the treatment had been
being done for Resident # 73.

No further information was provided prior o the
exit conference.

Nudtrition/Hydration Status Maintenance
CFR({s): 483.25(g){1}+(3}

F 691

F 692

Monitoring:

o The Clinical Coordinators will
monitor the documentation of
completion of nephrostomy flushes
weekly x 8 weeks. Areas of non-
compliance will be immediately
addressed by 1:1 education with the
responsible nurse.

e Areport will be submitted to the
DON or designee for analysis of

i areas of non-compliance.

¢ The DON or designee will submit a
report to the QAP! committee for
discussion and further
recommendations.

Ftag 692

Corrective Action:

Resident #45’s Groshong catheter is
currently intact and IV fluids are
being administered and documented
as ordered. Licensed nursing will be
re-educated on proper management

administration of IV fluids.

of ceniral lines and IV sites as well as |-

M2l !.‘i’
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§483.25(qg) Assisted nufrition and hydration.
{includes naso-gastric and gastrostomy tubes,
both percutanecus endoscopic gastrostomy and
percutaneous endoscopic jefunostomy, and
enteral fiuids), Based on a resident’s
comprehensive assessment, the facility m
ensure that a resident- .

§483.25(0)(1) Maintains acceptable parameters
of nuiritionat status, such as usual body weight or
desirable body weight range and electrolyte
balance, unless the resident's clinical condition
demonstrates that this is not possibie or resident
preferences indicate otherwise;

§483.25(0)(2) Is offered sufficient fluid intaks to
maintain proper hydration and health;

§483.25(g)(3) |s offered a therapeutic diet when
there is a nutritional problem and the heaith care
provider orders a therapeutic diet.

This REQUIREMENT is not met as evidenced
by:

Based on resident interview, staff interview, and
clinical record review, the facility staff fziled to
ensure sufficient fuid intake to maintain proper
hydration for one of 28 residents in the survey
sample, Resident #45.

Resident #45 was admitted to the hospital with a
primary diagnoses of dehydration due to not
receiving physician ordered fluids to keep
hydrated. This was identified as harm.

The Findings Include:
Resident #45 was admitted {o the facifity on

9/24/18. Diagnoses for Resident #45 included;
Anemia, chronic kidney disease, crohn's disease,

o4 D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION KB}
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMP.ETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG . CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENGY)
. ification:
F 692 | Continued From page 49 F eaz||'den®

There is no other resident with an 1V
line in place for hydration.

System Changes:

s Licensed nurses will be re-educated
on their responsibility in obtaining,
transcribing and following
physician orders. Education to
include their responsibility in
notifying physician immediately of a
change of status related to the use
of the 1V line or maifunctioning of
the IV line with inability to provide
IV hydration as ordered to resident
and have a documented request for
alternative method of hydration or
transfer resident to the emergency
Room. Licensed nurses will
demonstrate competency in the

fiuids.
e Licensed nurses wili be re-educated

communication tool for all changes
s in functional status of IV fines and
' ability to hydrate residents.

management of central iines and IV <
sites including administration of IV {CJ

on the use of the 24 hour report as af

=
=

Bl0z ¥ ¢ NAT
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F 662 | Continued From page 50 FB2| i | . '
. pag *  Licensed nurses will be re-educated
and dumping syndrome. The most current MDS | onthe : e
(minimum data set) was a initial assessment with use and assessment of
an ARD (assessment reference date) of 3/7/18. - l Groshong catheters, signs and
Resident #45 was assessed with a score of 15 | SYmptoms of dehydration and

indicatin nitively intact. - .

g cogniively physician notifications,
On 5/29/19 at 8:45 AM Resident #45 was j
interviewed. During the inferview Resident #45

was asked about being admitted to the hospital. ' Llcens'ed nurses wil be re-educated
Resident #45 stated that she had recently been updating of care plans for hydration
admitted to the hospital twice, one time for needs of residents with IV lines,

infection the other time because of dehydration.
A central line (Peripherally inserted Central-
Catheter [PICC] line) inseried into the chest area
was observed. When asked about the PICC jine,
Resident #45 stated the PICC line was inserted
because of receiving fluids each night so that she
doesn't get dehydrated. Resident #45 stated that
she has dumping syndrome and if she eats or
drinks too much at one time the fluids and food
dump out into a colostomy without being
absorbed.

On 5/29M19 Resident #45's clinical chart was
raviewed. A nursing note dated 2/20M19
documented "Biue lumen [line] PICC torm, red line
patent and flushes without difficulty. On call MD
{name of nurse practitioner] notified. Advised to
call ER Jemergency room] to see if somecne is
available fo replace. Call placed to ER nurse in
ER states no one available to replace PICC
tonight, States infusion can be run in red lumen.
ER nurse stated by being a two line PICC nothing
will come out of the bilue line because it is a
separate line. Staff will secure biue line untii able
to replace in am. DON [director of nursing]
nofified." .

Another clinical note dated 2/23/19 by the
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i Monitoring:
F 692 | Continued From page 51 F 692|i . )
emergency department documented "Patient has » The 24 hour report will be reviewed
a hx [history] of dumping syndrome and receive on a daily basis to identify any issues
around a Iitgr of fluids e\(er.yd.ay. !-ier [Reside_nt i with the use of IV lines or
#45] PICC line has a hole in it so it can not [sic] L £li d
be used until it is fixed. She [Resident #45] has malfunctioning of lines an
not received fluids for 3 days. C/O [complaint of] validation of physician notification
d;hydgﬁ"": no appetite, HA [headachel, and orders in place for an alternative
stoma in. L
" pa . method of hydration if Groshong
A surgery consult dated 2/25/18 evidenced that catheter is identified as
Resident #45 had a surgical procedure performed malfunctioning.
{replacement of PICC line) dueto a " [...] i ill be
malfunctioning Groshong [central line] catheter le  Any areas of non-compliance wi
and the patient was unable to use get [sic] IV addressed immediately with
E:“a.ve.m”sl fluids and is dehydrated on physician notification for new orders
rmission |... *
LT and 1:1 counselling and/or
The hospital records also included an image of disciplinary action if indicated with
the tom PICC line and documentation that read the involved nurse.
"note tape on line-there is damage and line is spiit i Jill b
- port not in use needs reptacement of Hickman  Areas of non-compiiance wi e.
[centrai line] spiit in tubing [...] continues with addressed with the QAFPI commitiee
heavy producing ilecstomy which requires fluid for discussion and further
replacement. [...]" Note the image showed that dati
there wera 2 fines (ports of entry) to the cantral recommendations.
line (indicating if one fine can't be used then the e 1 licensed nurse will be observed
other line can be). weekly x 8 weeks for proper care,
A hospital discharge summary evidenced that management, and administration of
Resident #45 was discharged back to the faciiity IV fluids. Variances will be
on 212719 with a diagnoses of dehydration. immediately addressed with 1:1
Resident #45's physician arders were reviewed education. The weekly observations
for the month of February 2019 and evidenced an will be submitted to the DON /
arder was in place for Resident #45 o recaive designee weekly for trending and
"Sodium Chloride 1,000 ML [miliiiiters] IV Ivsis. A m rt of the weekl
bedtime, [...] use rate of 125 ML per hour [..JF anaiysis. ' 2p0 {J- Y ‘
audits will be submitted to the QAPI
Resident #45 medication administration record ; committee for discussion and
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(MAR) for the month of February 2018 was then
reviewed, The MAR evidenced that Resident #45
did not receive 1V fluids via central ine on
212018, 2/21/18, and 2/22/18 documenting "no iv
access [sic].” This documentation was writien by
three different nurses (a different nurse for each
day).

Resident #45's care pian (for the time period in
question) was then reviewed. A care plan for
"Dehydration/Fiuid Maintenance” had been
initiated with interventions that included
encourage fluids and fo give IV fluids nightly.

On 05/30/19 at 11:15 AM, license practical nurse
(LPN) #9, ideniified as one of the nurses who
were assigned o Resident #45 and did not give
1V fluids on one of the nights identified above,
was interviewed via {elephone. LPN#9 was
askad about Resident #45 not receiving fiuids
during a shift that L PN #9 had worked. LPN #9
stated that the PICC line was tom and couldn't be
used, LPN #3 was asked if the second line could
be accessed. LPN #9 stated that she thought
that there was only one line. it was explained to
LPN #8 that according to documentation and an
image of the PICC jine, there were two access
points. LPN #8 stated that she really could not
remember. but if there were two access lines,
then she would have used the other fine unless
that fine couid not be accessed.

The other nurses that did not give IV fluids were
unavailable fo interview. One of the nurses no
longer worked at the facifity and the other nurse
was a pari-ime nurse on an as needed basis and
unabie {o-be contacied. -

On 5/30M18 at 11:45 AM, the diracior of nursing

4 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S FLAN OF CORRECTION 8
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY DR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE _ DAYE
: : . DEFICIENCY) :
F 692 | Confinued From page 52 F 682

FORM CMS-2567{02-88) Previous Versions Obsolate Event ID: BIBX11

Facllity 107 VADUTY If continuation sheet Page 53 of 85




DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 06M1/2019
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION -

(X1} PROVIDER/SUPPLIER/CLIA
{DENTIFICATION NUMBER:

405177

(X2) MULTIPLE CONSTRUCTION

A BUILDING

{(X3) DATE BURVEY
COMPLETED

B. WING

05/30/2019

NAME OF PROVIDER OR SUPPLIER

COMMUNITY MEMORIAL HOSPITAL HUNDLEY CENTER

STREET ADDRESS, GITY, STATE, ZIF CODE
125 BUENA VISTA CIRCLE
SOUTH HILL, VA 23970

X4 D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENGIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D

TAG

PROVIDER'S PLAN OF CORRECTION &5
{EACH CORRECTIVE ACTION SHOULD BE COMPLETION

CROSS-REFERENCED TO THE APPROPRIATE . DATE
: DEFICIENCY) :

F 882

Continued From page 53

(DON) was informed of the above concern and
was asked to present any additional information
regarding physician nofification of the fluids being

siopped due fo torn PICC fine or any physician

orders regarding the PICC line.

The DON presented a nursing note dated 2/25/19
(indicating a iate entry) that read "provider
updated on care status: MD [Medical Doctor]
was nofified due to ceniral line was not in use and
resident is on iv fluids. MP gave orders to hold
fluids until line is replaced. The date of wheni the
physician was nofified was given as 2/21/19.

There was no evidence provided that an actual
physician order was placed in Resident #45's
clinical record to stop the IV fluids, and the MAR
did not evidence that the IV fluids had been
placed an hold.

On 05/30/18 at 3:10 PM the administrator and
DON, were informed of concemns about the
nursing note indicating that the physician was
informed on 2/21/18 and that the physician stated
to stop the IV fluids without any indication when a
new PICC line was going 1o be replaced or any
order regarding how Resident #45 was going to
receive sufficient fiuid intake to ensure hydration.
The DON stated that the clinical coordinator
should have certainly followed up on stopping the
fluids and when a PICC fine was going fo be
replaced.

On 05/30/19 at 3:21 PM, Resident #45's
physician was interviewed via telephone. The
physician stated that he was aware that the PICC
line could not be use and also statesd this has
happened before and i usually only takes a day
io get a Resident into the hospital so that a new

F 692
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PICC line can be placed. The physician stated
that he was aware of Resident #45's dumping
syndrome but by encouraging the Resident to
drink fluids then there was usually no concern for
dehydration for a day but would not be
appropriate for 2 long period of time. The
physician stated that he had never seen a PICC
line take a long fime fo be scheduled fo get
replaced and would think that staff would have iet
him know that the Resident had not had IV fluids
for 3 days. The physician also stated that he was
not aware of Resident #45's condition until -
Resident #45 was admitted o the hospital. The
physician stated this was a lesson ieamed.

On D5/30/19 at 3:40 PM, Resident #45 was
interviewed regarding going to hospital due to
dehydration. Resident #45 stated that the staff
didn't give her fluids for 3 evenings and she
became dehydrated. Resident #45 stated that
she has been dehydrated before and when the
feeling comes on then she goes down hill fast
When asked if the staff were giving oral fluids,
Resident #45 stated she can't drink that much
fiuid because she has just 2 small section of
colon and the fluids don't get absorbed and go
right through due to dumping syndrome. -
Resident #45 was asked how long the PICC line
had been in place. Resident #45 stated it had
been in piace since she was admitied to the
facility and that it really helps with hydration.

No other information was presented prior to exit
conference on 5/30/19.

F 895 | Respiratory/Trachaostomy Care and Suctioning - F 695
ss=D | CFR(s): 483.25(1) :

§ 483.25(i) Respiratory care, including
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fracheostomy care and tracheai suctioning. _ .
The facility must ensure that a resident who Corrective Action: 7J ] 9"‘] | T
needs respiratory care, including tracheostomy Resident #98's oxygen flow rate has .
care and fracheai suctioning, is provided such been corrected to infuse at 2L/min via
cars, consistent with professional standards of
! ula as ordered.
practice, the comprehensive person-centered nasal cann
w: pigné 5thef Esides:s;?tcals and preferences, Attending physician was notified on
and 483.65 of this subp i en infusing
This REQUIREMENT is not met as evidenced 6/19/2019 regarding cxyg' h
by: between 2 % and 3 L/min instead of 2
Based on observation, resident interview and L/min as ordered, and that the flow rate
staff interview, the facility staff failed to ensure on has now been adjusted to the correct

oxygen was administered per physician's orders

X ident #98 experienced no
for one of 28 residents, Resident #98. rate. Resi

negative outcome related to flow rate.

Findings include: \dentification:

Resident #98 admitted to the faciiity on 5/6/19. . " uld be
Diagnoses included, but were not limited to: An\{ resident receiving oxvtg:: c:ate
diabetes mellitus, high biood pressure, chronic at risk for oxygen to b.e s:e a :
lymphocytic leukemia, of b-cell type, anxisty other than the physician’s prescnbej:l
disorder, renat failure with chronic hemodialysis, rate. An audit of oxygen flow ratesis
retinal disorder (legally blind), left BKA (balow the being conducted to determine the

knee amputation), atriat fibrillation, and CHF

(congestive heart failure) ordered flow rate with a validation of

oxygen infusing at the correct rate. Any

The most current MDS (minimum data set) was a areas of discrepancy will be immediately
five day admission assessment with an ARD corrected with 1:1 gducation with the
(assessment reference date) of 5/13/18. This
MDS assessed the resident with a cognitive score
of 14, indicating the resident is cognitively intact
for daily decision making skills. The resident was
assessad on this MDS as receiving oxygen while
are resident and while not a resident (within the
last 14 days).

nurse invoived.

Resident #98 was observed on 05/28/1¢ at 11:53
AM with O2 {oxygen) at 3 LPM Sliteers per
minute). Resident #98 was coughing and stated
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that she didn't feel good and that she had a cold.
LPN #2 overheard this conversation and gave the
rasident cough medicine. The resident's oxygen
was not checked and was remained at 3 LPM.

Resident #9898 was cbserved again on 5/28/19 at
12:45 PM with 02 at 3 L.PM.

On 05/29/19 at 9:37 AM, Resident #98 was
observed laying in bed with oxygen at 2.5 LPM.

On 05/29/19 at 5:25 PM, Resident #98 was
observed again with oxygen sefto 2.5 LPM.

The resident's current POS (physician's order set).
was reviewed and inciuded an crder for, "Nasal
Cannuta, LPM 2.0, continuous, Start 5/6/19."

The resident's current care plan was reviewed
and documented, "...02 at 2.0 LPM per NC
continuous..."

On 05/30/19 at 12:12 PM, Residant #98 was
observed with oxygen set at 2.5 LPM. The
resident was asked how her breathing was and
she stated that her breathing was ok

On 05/30/19 at 12:15 PM, LPN (Licensed
Practical Nurse) #7 (also known as the unit
manager) was asked who was responsible for
checking and managing oxygen administration.
LPN #7 stated that the nurses are and further
stated that they check it when the oxygen
saturations are checked. LPN #7 was made

| aware of the above observations and that the

resident had an order for oxygen at 2 LPM and
that it had not been at 2 LPM or any of the
observations and was currently set on 2.5 L PM.
LPN #7 stated, "Ok, thark you.”

e Licensed nurses will be re-educated on
their responsibility in obtaining,
transcribing, implementing
and following physician’s orders as it
relates to oxygen therapy.

e Licensed nurses will be educated on the
use of oxygen as a drug to include that
only nurses can adjust the flow rate; and
how to adjust the oxygen regulator.

e Licensed nurses will observe oxygen

settings during each med pass to
 validate accuracy and for

documentation purposes.

e Any new order for oxygen flow rates will

i be communicated on the 24 hour

report. Licensed nurses will be re-

educated on the use of the 24 hour

report as a communication tool.
Monitoring:

e Charge nurses are responsibie for
observing oxygen during med pass to
validate accurate flow rate.

s Clinical Coordinators will monitor 4
residents receiving oxygen 2 x per week
x 8 weeks to validate flow rates. Areas -
of discrepancy will be immediately
corrected with 1:1 education with the
responsible nurse.

»  Aweekly report of areas of non-
compliance will be submitted to the
DON or designee for analysis and
trending. A report will be prasented to

T S

e
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§483.35(a) Sufficient Staff.

The facility must have sufficient nursing staff with
the appropriate competencies and skills sets to
provide nursing and related services to assure
resident safety and aitain or maintain the highest
practicable physical, mental, and psychosociai
well-being of each resident, as determined by
resident assessments and individual plans of care
and considering the number, acuity and
diagnoses of the facility's resident population in
accordance with the facility assessment required
at §483.70(e).

§483.35(a)(1) The facility must provide services
by sufficient numbers of each of the foliowing
types of personnel on a 24-hour basis to provide
nursing care to all residents in accordance with
resident care plans:

(i) Except when waived under paragraph (e) of
this section, licensed nurses; and

(it} Other nursing persennel, including but not
hmited to nurse aides.,

§483.35(a}(2) Except when waived under
paragraph () of this section, the facility must
designate a licensead nurse to serve as a charge
nurse on each tour of duty.
This REQUIREMENT _ is not met as evidenced
by:

Basad on resident interview; family intenview, a
resident group interview and staff interview, the

lights.

faciiity to home on 6/4/2015.

Identification:

| promptly.

The DON, QA Coordinator, and/or
administrator will meet with Resident’s
#43, and #58 and offer apology for call
bells not being answered timely and
discuss changes that will made to
ensure more timely response to call
bells. Resident #350 discharged from

Any resident who has the ability to use
their calf bell could be at risk for not
having their call light answered
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No further information and/or documentation was
presented prior to the exit conference on 5/30/19
at 5:00 PM. ‘
F 725 Sufficient Nursing Staff F725|] Ftag725
‘g5=g | CFR({s): 483.35(a)(1)(2) f
. Corrective Action:

Staff Development RN and administrator 7/ h‘J ] ?
provided education on 6/19/2019 to all
facility staff on promptly answering call

T
g
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facility staff failed to respond fo call bells in a
timely manner. Residents, the resident council
group and family members reported iengthy call
bell response with waiting between 30 minutes
and up to 1 hour for staff response.

The findings include:

Resident #43 who was admitted on G5/08/07 with
diagnoses of hypertension and hemiparesis and
hemiplegia. The most recent minimum data set
(MDS) dated 03/22/18 was a quarterly
assessment & assessed Resident #43 as
cognitively intact for daily decision making with a
score of 15.

On 05/28/19 during the initial tour Resident #43
was interviewed at 12:18 p.m. regarding quality of
life in the facility. Resident #43 stated “this past
weekend which was Memorial Weekend was the
worse. We had 3 CNAs (certified nursing
assistants) on this entire second floor, but
because the census on the first fioor was more
and they had staff call outs, one of our CNAs had
to go downstairs to help out. Sametimes I've
waited three or four hours before | actusily see
my assigned shift CNA. The nurses will come in
but they are so busy they can't gel to us all.”
Resident #43 stated "we are short-staffed mostly
on the weekends and on third (night) shift | am
incontinent and | fry not to complain, but
sometimes | have to wait a couple hours before
anyone can get fo me for a bref change.”
Resident #43 stated things just seem like they are
geiting worse with staffing.

On 05/28/19 during the iniiial tour at
approximately 12:30 p.m., two other residents
were interviewed separately regarding call bell

F725

. member to answer a call light. if the

" in regard to call light response time.
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All facitity staff re-educated on promptly
answering call fights.

The facility will implement a “No Pass
Zone” program which requires any staff

staff member is unable to address the
resident’s request, the person
answering the call light will go get
someone who can assist the resident.
This program will be implemented
across all departments and disciplines.
Staff will be educated that cail lights can |
only be turned off in the resident rooms.
Resident Council meetings will be held
weekly for & weeks 1o solicit resident
feedback to determine if the residents
are experiencing improved satisfaction -

Monitoring:

The activity Director or the Sociai
Services Director or designee will
interview 4 alert and oriented residents
2 times per week for 8 weeks to
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admitted stated "my only issue is they need more
staff." A visiting family member of the resident
stated "the weekends are the worst. We've had
o wait up to 30 minutes before a CNA has come
in to help getting her back to bed.” The family
member stated *! just keep ringing the bell and/or
9o up the hall until | find someone fo come heip."
The second resident who was observed eating
lunch stated "I know they can't get to all of us at
the same time, but having to wait 30-45 minutes
for foileting assistance doesn't make sense. |
need assistance getting on and off the toilet
because | don't want to fall. The staff ofien tells
me ring the bell, but then they sither come and
fum it off or say I'll be right back and it takes a
leng time for them to get back. Sometimes | just
keep ringing the beil or will call out for someone
to come heip me."

Resident #350 was admitted to the faciiity on
05/15/2019 with diagnoses of hypertension and
ventricular tachycardia. There was no MDS
complated on this resident &t the time of the
survey.

An interview was conducted on 05/28/2019 at
approximately 12:00 p.m. with Resident #3580 and
her daughter. They were asked about call beil
response time. Resident #350 stated, "l probably
shouldr't say anything, but yesterday when |
came back from therapy, they [therapy] left me In
my wheelchair and didn't put the call bell over
here where | can reach it ...| was tired, they had
worked me predty hard in therapy ...the nurses
never came to check on me and | couldn't calf
them because | didn't have my call light. | called
her {pointing to her daughter] and asked her to
call the nurses station and tell them tc come put .

o4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
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F 725| Continued From page 53 F7251  determine if call light response time is
response and time. One resident who was newly ‘ acceptabie to them.

.o Activity Director or Social Services
Director will submit a weekly report to
administrator of resident interviews in
regard to cail light response time
satisfaction. Additional follow up with
individual residents wilt be made and
documented as appropriately.

s The administrator will report; findings of
all audits monthly to the QAP!
committee for discussion and further
recommendations.

s  Unit Secretaries /designee will audit and
document response time to 10 call lights'
3 times per week x 8 weeks. These
audits will be conducted across each
shift. Findings from the weekly audits
wiil be submitted to the adminisirator
for response time shows an
improvement.

s The administrator will provide 3
summary reports of the audits o the
Resident Council monthly x 2 months

- and analysis of the audits to the QAP!
Committee for additional discussion and
recommendation.
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me in the bed. They [the nurse/CNA (certified

| nursing assistant)] came down here and heiped
me back fo bed. The nurse said therapy never
told them | was back. | understand that therapy
didn't tell them and therapy didn't put my call bell
where [ could reach it but | sat here for fwo hours
...| would think somebody would come down here
and at least check to see...”

Resident # 58 was admitied fo the facifity on
8/25/18 with diagnoses that included high blood
pressure, hemiplegia, hemiparesis, pain, chesity,
and heart failure. The most recent minimumn data
set (MDS) dated 04/18/19 was a quarterly
assessment & assessed Resident #58 as
cognitively intact for daily decision making with a
seore of 15. ‘

Resident #58 was interviewed on 05/29/19 at
4:19 p.m. Resident #58 stated that she has been
here a year, two years in August and the problem
is that in the CNA (certified nursing assistant}
[named] is “gstting cocky with me." The resident
was asked what that meant and the resident
staied that "the CNAs don't answer you when you
ask a question and they (CNAs) just stare at you,
dor't answer. They just say roli over, roll over
while changing. | feel they don't have patience
and they just don't care and they are short
staffed.” Resident #58 stated that she didn't think
they have enough help, and that she has had o
wait in here in her bed soaking wet for 45 minutes
waiting on them {o change her. The resident
stated that they are understaffed and that is the
problem. Resident #58 stated that this is
normally on the early moming shift, when she has
{o watt for long pericds. The resident stated, "it -
shouldn't take them that long, | know they have
25 other peopie to get fo-but this is my time." The
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resident stated that when the CNAs come in fo
waork on 3-11 shift, they already have a look on
their face, they don't want fo work and again

stated that they, "just don't have enough help.”

On 05/29/19 at 1:30 p.m. a group interview with
conducted with 12 cognitive residents in
attendance. Residents in the group meatfing were
asked about call bell response time in the facility.
Comments from the group included:

i have waited up to for an hour for someone o
come and assist me with gaing o the bathroom.
My daughter has had fo call the nurses’ station to
get someone to assist me."

*They {CNA) will come in the room, tum off the
call bell, ask what you need, tell you they wilt be
back and they never come back unfil you ring the
call bell again.”

" had 1o walt almost 40 minutes before anyone
came to help get me off the toilet after | had
finished my business.”

"They {nurses) don't ike o see or hear those call
bells lights going off, so the any of the staff will
come in and tum off the cail bell, ask what you
want, tell you they will be back or get the right
person fo help you, but never come back to let
you know if and when someone will be in fo assist
you."

*I've missed my regular scheduled showers and
have o take it the next day because the CNAs
will say they are shori-staffed or fired."

A review of the resident council minutes for the
months of March 2018, April 2018 and May 2019
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documenied concerns with call bell response.

On 05/29/19 at 5:08 p.m., these findings were
sharad with the administrator and director of
nursing.

On 05/30/19 at 1:55 p.m., the director of nursing
(DON) was interviewed regarding staffing and call
bell response time. The DON stafed the
reasonabie expectation was for staff to respond
o a call bell within 3-5 minutes. The DON stated
if the staff person who responded to the call bell
was not able to provide the required assistance
then they should iocate someone immediately to

1 assist the resident. The DON stated residents

should nat have to wait 30 or more minutes for
assistance or for follow-up assistance.

On 05/30/18 at 2:30 p.m., the quality
assurance/staff developmeant nurse (RN #1) was
interviewed regarding training on call bell
reéponse and cusfomer service. RN #1 stated
since the survey in 2018, the facility had provided
in-services on call fight response times. RN #1
provided copies of the in-service forms dated
6/1/18, 6/19/18, and 6/27/18. RN #1 stated the
facility recognized there had been a concem with
call light response times and has instructed ali

| staff to respond to a call bell and if they can not

meet the need of the resident, they are to locate
somecne who can assist the resident and
foliow-up with the resident {o iet them know a
staff member will be with them as soon a
possible. :

No additional information was received by the
survey team prior to exit on 05/30/19 at 5:00 p.m.
Posted Nurse Staffing Information

F725

F732
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§8=C | CFR(s): 483.35(g)(1)-(4

§483,35(g) Nurse Staffing Information.
§483.35(g)(1) Data requiraments. The facility
must post the foliowing information en a daily
basis:

() Facility name.

(if) The current date.

{iif) The total number and the actual hours worked
by the following categories of ficensed and
uniicensed nursing staff directly responsible for
resident care per shift: )

{A) Registered nurses.

(B} Licensed practical nurses or licansed
vocational nurses (as defined under State law).
(C) Certified nurse aides.

(iv) Resident census.

§483.35(g)}(2) Posting requirements.

{i} The facility must post the nurse staffing data
specified in paragraph (g)(1) of this section on a
daily basis at the beginning of each shift.

(it} Data must be posted as follows:

{A) Clear and readable format.

(B) in a prominent place readily accessible o
‘residents and visitors.

§483.35(g)(3) Public access fo posted nurse
staffing data. The faciiity must, upon oral or
written request, make nurse staffing data
available to the pubiic for review at a cost not fo
exceed the community standard.

§483.35(g)(4) Facility data retention
requirements. The facility must maintain the
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| F732 Nurse staffing
F 732 ] Continued From page 63 F73z2h

i1. The daily staffing sheets are being 1 l il\ 10[
- posted on both first and second floors.

2. Any resident residing in the facdility did
not have access to staffing numbers. No
resident experienced a negative

" putcome as a result of the daily staffing
sheets not being posted.

3. The Program Support Assistant, Clinical
Coordinators and Licensed Nurses were
inserviced on posting of daily nurse
staffing sheets. The Program Support
Assistant will post the staffing hours
Monday through Friday. in the event
that she is absent, the Clinical
Coordinators will post the hours. The
weekend Clinical Coordinator wiil post
the staffing hours on Saturdays and
Sundays. The Licensed Nurses wilt be
responsible for updating the sheets for
changes that occur on their perspective
shifts.

|4. DON or designee will perform

! documented observation audits for the
| ;Sosting of daily staffing hours 3 times a
week for 8 weeks. |dentified variances
will be immediately corrected. DON or
designee will report findings of the
audits to monthly QAP| committee for
tracking and trending purposes for any

posted daily nurse staffing data for a minimum of further discussion.
18 months, or as required by State law, whichever .
is greater. IY
E(:;: rr
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This REQUIREMENT is not met as eviden

by:

Based on observation and staff interview, the
facility staff failed to post daily nurse staffing ina
visible area in the facility.

The findings include:

On 08/29/19 at 4:00 p.m., a tour of the facility
nursing stations was conducted. There were no
posted daily nurse staffing observed on the
second floor. Observed on first floor in a plastic
shest protector was a daily nurse staffing sheet
partially filled out with only the facility census for
first and second shifts and dated 5/24/19.

On 05/25/18 at 4:18 p.m., the ficensed practical
nurse (LPN #2) who routinely provides care on
the second floor was interviewed regarding the
daily nurse staff postings. LPN #2 stated the
nurse staffing is not posted, rather it is keepon a
clipboard at the nurses’ station. LPN #2
presented a clipboard which had a copy of the
weekly electronic work schedule. LPN #2 was
asked if the facility posted the daily nurse staffing
anywhere for public access and viewing. LPN #2
stated no, we only have the schedule on this
clipboard here at the nurses’ station.

On 05/29/19 at 5:.08 p.m., these findings were
reviewed with the administrator and director of
nursing (DON). The administrator and DON were
asked if the daily nurse staffing was posted on
each unit where the residents and pubfic could
view. The director of nursing stated no, the
weekily schedule was kept on a clipboard at each
nurses’ station. The DON was presented with a
copy of the partially filled cut daily nurse staffing
form dated 5/24/19 which was observed on the
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F 732 | Continued From page 65 F732 €
first floor on 05/29/19. The DON stated she did Corrective Action:
not know who was responsible for posting the
daily nurse staffing. e The person centered care plan to
No further informati ved by address Lewy Body dementia has been
o er information was recei y the survey :
| team prior to exit on 05/30/19 at 5:00 p.m. developed for resident #14.
F 744 | Treatment/Service for Dementia F 744/l ® Theperson centered care plan to
s5=p | CFR(s): 483.40(b)(3)

§483,40(b)(3) A resident who displays oris
diagnosed with dementia, recsives the
appropriate freatment and services fo attain or
maintain his or her highest practicable physical,
mental, and psychosocial well-being.

This REQUIREMENT is not ret as evidenced
by: '

Based on clinical record review and staff
interview, the facllity staff failed for two of 28
residents in the survey sample, Residents # 14
and B2, io develop a person-centered plan of
care to address dementia care. For Resident #
14, the fadility fafled to develop a person-centered
dementia plan of care to address Lewy Body
dementia. For Resident # 82, the facility failed to
develop a person-centered plan of care fo
address Non-Alzheimer’s dementia.

The findings wara!

1. Resident # 14 was admitfed o the facility on
1212918, and most recently readmitied on
2/27119 with diagnoses that included Lewy Body
dementia, abdominal aortic aneurysm, allergic
rhinitis, anxiety, dysphagia, glaucoma,
hypertension, hypokalemia, breast cancer,
scoliosis, upper Gl (gastrointestinal) bieed,
chronic back pain, and generalized weakness.

According to the most recent Minimum Data Set -

address Non-Alzheimer's dementia has q ]l \ 19
been developed for resident #32 A

identification of others:

e A 100% audit has been completed to
identify residents with a diagnasis of
Lewy Body dementia and Non-
Alzheimer’s dementia.

» A resident centerad care pian has been
developed for each resident who has a
diagnosis of dementia.

System Chanpes:

« Education with Interdisciplinary team in
regard to developing resident centered
care plans ta Inciude residents with
dementia.

« The Interdisciplinary team will
participate in education on caring for
residents with dementia.

e The interdisciplinary team will complete
and implement the resident centered
care plan for residents with Lewy Body
dementia and Non-Aizheimer’s

N dementia upon completion of the

comprehensive MDS.
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(MDS), a Quarterly review with an Assessment e The DON or desi - ]
Reference Date (ARD) of 2/27/19, the ILesident I of recid 'tg"',a:‘;"" review 4 care
was assessed under Section C (Cognitive P resicent with dementia x 8
Patterns) as being severely cognitively impaired, weeks completed each week to validate
with a Summary Score of 03 out of 15. ' residents with dementia have
" - ers fo appropriate resident centered
esident # 14 had the following orders for approaches on the ca

psychoiropic medications: PP . . re plan. Areas ?f

non-compliance will be addressed with
Citalopram (Celexa) 10 mg {milligrams) tablet, 1 : appr Qpriate care plan approaches and
by mouth once a day. (Citalopram [Celexa] is an ¢ communicated with staff, Areas of
anfidepressant used in the treatment :; major ‘ concern will be addressed with the
depressive disorders, with an unlabeied use for ' interdisciphi
anxiety. Ref. Mosby's 2017 Nursing Drug i " ’;: inary team and the pian of
Reference, 30th Edition, page 263.) ; care will be revised to reflect resident

! centered care. '
Haloperidol 0.125 mg liquid, by mouth once a :
day. (Maloperidal is a neurcleptic antipsychotic
used in the treatment of psychotic disorders. Ref.
Mosby's 2017 Nursing Drug Reference, 30th
Edition, page 579.}
Olanzapine 7.5 mg tablet, 1 by mouth once a day.
(Olanzapine is a neuroleptic antipsychotic used in
‘the traztment of acute agitation. Ref Mosby's
2017 Nursing Drug Referance, 30th Edition, page
873)
Trazodone 50 mg tablet, 1 by mouth at bedtime.
{Trazodone is an antidepressant usad in the
treatment of andiety. Ref. Mosby's 2017 Nursing
Drug Reference, 30th Edition, page 1189.)
Review of Resident # 14's plan of care revealed R&CE ivt
the foliowing: J UN & 3
Problem: . : . v 4 201
LTC (LLong Term Care) Psychotropic Medication D v
Use OL
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F 744 | Continued From page 67 F744 Areas of non-compliance will be :
reported by the Don or designee in the
Qutcomes: P ¥ €

MDS (Minimurn Data Sef) Nurse Reviewed,
Decreased inappropriate behaviors; Minimal side
effects from psychotropic freatment.

Interventions:

Collaborate with phamacist regarding dose
adjustments; Notify provider regarding medication
response, side effects; Psychotropic medication
review; Haldol as ordered; Citalopram,
Trazodoen, Olanzapine, Alprazolam as ordered.

{NOTE: As of the date of record review, 5/29/30,
the resident was no longer taking Alprazolam.)

2. Resident # 82 was admitted to the facility on
4/25/19 with diagnoses that included
Non-Alzheimer's dementia, hyperiension, anemia,
anxiety disorder, dysphagia, malignant neopiasm
of the breast, osteoporosis, and arthritis.
According to an Admission MDS, with an ARD of
812119, the resident was assessad under Seclion
C (Cognitive Pattems) as being moderately
cognitively impaired, with a Summary Score of 10
out of 15,

Resident # 28 had the following psychotropic
medication order:

Mirtazapine 15 mg tablet, 1 by mouth at bedtime.
{Mirtzzapine is an antidepressant used in the
treatment of depression. Ref. Mosby's 2017
Nursing Drug Reference, 30th Edition, page 800.)

Review of Resident # 14's plan of care .revealed
the foliowing: .

Problem:

monthly QAP! meeting for discussion
and further recommendations.

The DON, QA Coordinator, or designee
will conduct 4 resident validation
observations weekly x 8 weeks to
ensure that the resident centered care
plan interventions for residents with
dementia are being implemented. 1f
variances are identified, they will be
investigated and appropriate corrective
action will be taken. A report of the
weekiy validation observations will be
submitted to the QA Coordinator for
trending and analysis. A summary report
of the weekly validation observations
will be submitted to the QA Committee
for further discussion or

recommendation.
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LTC (Long Term Care) Psychotropic Medication
Use
Outcomes:

MDS {Minimum Data Set) Nurse Reviewed;
Decreased inappropriate behaviors; Minimal side
effects from psychotropic treatment.

Interventions;

Collaborate with pharmacist regarding dose
adjustments; Notify provider regarding medication
response, side effects; Mirtazapine as ordered,
Psychotropic medication review.

Af approximately 9:30 a.m. on 5/30/18, the
interim Director of Nursing (DON) was asked who
was responsible for developing care plans. The
DON stated that the Clinical Coordinators (Unit
Managers) on the unit develop care plans,

At 11:25 on 5/30/19, RN # 3 (Registered Nurss),
who identified herself as a Clinical Coordinator
{Unit Manager), and as the person responsible for
developing the care plans for Residents # 14 and
# 82 was interviewed. Asked how the care plans
for dementia were developed, RN # 3 said,
*Some things we key in from the computer
(Cemer program) and other things we add. it's
kind of a mixture." RN # 3 did not comment as fo
the person-centered nature of the care plans.

F 756 | Drug Regimen Review, Report lrregular, Act On F 756
ss=0 | CFR(s): 483.45(c)(1)(2){4)(5)

§483.45(c) Drug Regimen Review.
§483.45(c)(1) The drug regimen of each resident
must be reviewed at least once a month by a
licensed pharmacist.
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§483.45(c)(2) This review must include a review
of the resident’s medical chart.

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

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

{ii) Any irregutarities noted by the pharmacist
during this review must be documented on a
separate, written repart that is sent to the
attending physician and the facility's medical
director and director of nursing and lists, ata
minimum, the resident's name, the relevant drug,
and the imagularity the pharmacist identified.

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

§483.45(c)(5) The faciiity must develop and
maintain policies and procedures for the monthly
drug regimen review that inciude, but are not
limited to, time frames for the different steps in
the process and steps the pharmacist must take
when he or she identifies an irmegularity that
requires urgent action to protect the resident,
This REQUIREMENT is not met as evidenced
by:

Based on staff interview and clinical record
review, the facility staff failed o acton a
pharmacy recommendation for a gradual dose
reduction (GDR) for two of 28 residents in the
survey sample: Resident # 81 and Resident # 8.

e, 9
Pharmacy Recommendation for resident
#31 has been resubmitted to the
physician and has been acted upen for
gradual dose reduction. Pharmacy
recommendation for resident #9 has
been re-submitted to the physician and
awaiting response.

All residents residing in the facility are
at risk of pharmacy recommendations
not being acted upon in particular for
gradual dose reductions. The DON has
reviewed pharmacy recommendations
for the last 90 days to identify any other
pharmacy recommendations that may
not have been ad-dressed. The
attending physician will be contacted
regarding outstanding pharmacy
recommendations for intervention.

A letter is being sent to each attending
physician regarding F756 and acting
upon pharmacy recommendations
regarding deficiency received during
annual survey ending 05/30/2019 for
F756.
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The physician did not provide clinical 5ust:ﬁcatlon
for not attermpting a requested GDR by the
phamacy.

Findings include:

1. Resident # 81 was admitted to the facility
12/3/15 with a readmission date of 12/13/18.
Diagnoses for Resident # 81 inciuded, but were
not limited to: anxiety, depression, and diabetes,

The most recent MDS (minimurm data sef) was a
quarterly review dated 4/29/19 and had the
resident scored as cognitively intact with a total
summary score of 15 out of 15.

The electronic medical record (emr) was
reviewed 5/29/19 at approximately 2:45 p.m. A
pharmacy recommendation dated 5/7/1% was
noted in the record. The review documented:
*LTC (long term care) Drug Regimen Review
Note. Type of Review: Manthly. Medication
Regimen Review Findings: Dosage of meds
adjustment recommended. Regimen Medication
# 1: Aiprazolam 1 mg at bedtime (ardety).

-1 Recommendation to Physician; Review
behaviors, consider dosage adjustment
(Comment; Please review resident's condition
and consider a GDR at this time, possibly to:
Aiprazolam 0.5 mg at bedtime for anxiety, or
provide documentation for no change, thank you."

Further review of the emr did not reveal 2
response from the physician.

On 52918 at 4:00 p.m. LPN (icensed practical
nurse) # 7 was asked for assistance in iocating
the physician response to the recommendation
for Resident # 81. LPN# 7 stated "We [nurses]
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A copy of the facility policy for
F 756 | Continued From page 70 F 756

management of pharmacy
recommendations and a copy of F 756
regulation will be attached to the letter.
The ietter will outline the facility
expectations for physician compliance in
adhering to regulations in providing

~ appropriate response and

documentation to re-gquests. The
licensed nurses will be educated on the
process for pharmacy recommendations
in particular as it relates to gradual dose
reductions.
The DON/designee will audit all
pharmacy recommendations monthly to
validate that they have been acted upon
and if not that a clinical rationale has
been provided by the physician. The
DON will contact the physician by phone
if necessary. The DON/designee will
report finding of monthly audits to QAP!
for tracking and trending purposes with
follow up actions to be determined by
[ the committee, Trends of non-
compliance by a physician will be
addressed by the administrator and
Medical Director.

RgQE!VEm
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aren't involved in that anymore. Pharmacy does
the reviews and any recommendation is smailed
directly to the physician; the only way we know if
a redication has been reduced/changed is i we
get a new prescription for a resident...but we don't
know it's due to a pharmacy recommendation, or
o be observant for any increase in a resident's
behavior.™.

The pharmacist who did the recommendation
came to the nurses’ station, and stated "l can
show you where the physician has uploaded and
signed that he received the recommendation, but
| am unable to open the document. | can tell you
the doctors do not always provide any
documentation o a clinical rationale for not
attemnpting a requesied GDR. For example, the
resident you are jocking at is still on the same
dose of Alprazolam, so | know he did not change
that medication,”

The DON (director of nursing) then came to the
nurses’ station, and as she listened to the
pharmacist, stated "I have been saying since | got
this position that | don't like the current process; it
totally takes me and the nursing staff out of the
loop.* The phammacist then stated "l send a copy
of the recommendation via email to you and the
administrator.” The DON verbalized she was not
aware of that, and was unsure whers in the
computer system those emails were. She further
stated "l have always been used to getfing the
pharmacy recommendations, putting them ina
foider for the doctor, he does what he needs fo do
with them, and then [ make sure any changes are
taken care of by nursing. This current process is
certainly not conducive to nursing involvement;
and | have not seen the document you are
referencing that the physician signed and
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uploaded in the system.”

On 5/29/12 during a mesting with faciiity staff
beginning at 5:05 p.m. the DON was asked if
there was a way to refrieve the document the

| physician had uploated in the systern to
determine if he had provided any documentation.
She stated she would speak {o the IT (information
technology) staff to see if they could print it.

On 5/30/1¢ at 2:45 am. the DON and T staff
presented the requested document. The DON
stated "This indicates the physician signed the
recommendation that he acknowledged he
recaived it, but he did not provide the diinical
rationale for not changing the medication; he
simiply signed it.*

No further information was provided prior to the
exit conference,

2. Resident #9 was admitted to the faciiity on
8/22/18. Diagnoses for Resident #9 included;
Dementia, anxiety disorder, and depression. The
-| most current MDS (minimum data set) was a
quarterly assessment with an ARD (assessment
reference date) of 2/22/18. Resident #9 was
assessed with a score of 14 indicating cognitively
intact.

On 5/30/19 Resident #9's medical record was
reviewad, A physician's order dated 8/22/18
documented "QUEtiapine [Sercquel} 25 MG
Imilligrams] PO [by mouth] bid [iwice a day...]"

Resident #9's pharmacy regimen revisws wers
reviewad and evidenced a pharmacy
recommmendation dated 3/19/19 asking the
physician to review Resident #8's condition to
determine if a GDR for Seroque! wouid be
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F 758 | Continued From page 73
accepfable.

Documentation evidenced that the attending
physician received notification asking for a GDR
of Seroguel on 3/24/18. Resident #9's medical
record did not evidence that a rational from the
physician was documented to continue Resident
#8 on Seroquel at the same dosage or agree with
a GDR.

On 05/30/19 at 10:16 AM, the director of nursing
(DON) was interviewed regarding GDR for
Resident 8's Seroquel. The DON verbalized that
documentation evidenced a pharmacy
recommendation for a GDR for Seroquel, DON
verbalized that physician was aware of the
recommendation but did not act on the
recommendation. The DON also verbalized that
the recommendation Is faxed directly to the
physician by the pharmacist and a lot of times the
nursing staff are unaware that a recommendation
has been sent and can be had to frack with the
system that is put in place.

No other information was presented prior {o exit
conference on 5/30/18.

F 842 | Resident Records - identifiable Information
s8=p | GFR(s): 483.20(f)(5), 483.70()}(1)-(5) -

§483.20(N){5) Resident-identifiable information.

{i) A faciiity may not release information that is
resident-identifiable to the public.

(i) The facility may release information that is
resident-identifiable to an agent only in
accordance with a contract under which the agent
agrees not fo use or disclose the information
except fo the extent the facility itself is permitted
o do so.

F 756
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§483.70(1) Medical records. Corrective Action:

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

1{i) Complete;

(i) Accurately documented,
(iiiy Readily accessible; and
{iv) Systematically organized

§483.70())(2) The facility must keep confidential
all information contained in the resident's records,
regardiess of the form or storage method of the
records, except when release is-

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

{iif) For treatment, payment, or health care
operations, as permitted by and in compliance
with 45 CFR 164.506;

{iv) For public heaith activities, reporting of abuse,
neglect, or domestic violence, health oversight
activities, judicial and administrative procesdings,
jaw enforcement purposes, organ donation
purposes, research purposes, of to coroners,
medical examiners, funeral directors, and to avert
a serious threat to health or safety as permitted
by and in compliance with 45 CFR 164.512.

§483.70()(3) The facility must safeguard medical
record information against oss, destruction, or
unauthorized use.

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

{i) The period of time required by State law; or

(iiy Five years from the date of discharge when

jdentification:

E7}11]1!1

The MDS Coordinator corrected the
incorrect documentation in resident
#26’s medical record.

Any resident who has an entry into their
medical record could be at risk for
having an incorrect entry made into
their medical record. Clinical notes in
the EMR for lune will be reviewed to
ensure that a resident’s medical record
does not contain confidential
information about another resident. Iif
variances are identified, the medical
record will be corrected according to

faciiity policy.
S\?stem Changes:

Licensed nurses will be re-educated on
verifying that entries into the ciinical
notes of resident’s medical records are
being entered into the correct medical
record.

R
oy, g
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there is no requirement in State law; or
(iify For a minor, 3 years after a resident reaches
legal age under State law,

§483.70(i}(5) The medical record must contain-
{7) Sufficient infarmation to identify the resident;
(i) A record of the resident's assessments;

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

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

{v) Physician's, nurse’s, and other licensed
professional's progress notes; and

(vi) Laboratary, radiclogy and other diagnostic
services reports as required under §483.50.
This' REQUIREMENT s not met as evidenced
by: .
Based on clinical record review and staff
imerview, the facility failed to maintain the
integrity of the dinical record for one of 28
residents in the survey sample, Resident # 26,
Information refated to another resident was
contained in the Clinical Notes section of
Resident # 26's Electronic Heaith Record.

The findings were:

Resident # 26 was admitted to the facility on
‘6/30/14, and most recently readmitted on
14/27/18 with diagnoses that included
hypertension, hyperlipidemnia, Non-Alzheimer's
dementia, seizure disorder, depression, arthritis,
dysphagia, chronic afrial fibriliation,
cersbrovascular disease, unilateral inguinal
hemia, and ariificial left hip joint. According 1o the
most recent Minimurn Data Set (MDS), an Annual
with an Assessment Reference Date of 3/4/19,
the resident was assessed under Section C

[e  The DON, MDS Coordinator, Staff

Development Coordinator and / or the

Clinical Coordinators will review the

clinical notes of 4 residents weekly for 8

! weeks to validate the information was
documented in the correct medical
record. Variances will be immediately
corrected per facility policy and
responsible staff will be re-educated.
Findings from the weekly audits will be
submitted to the DON for analysis,
trending and additional action as
needed. .

®  The DON will submit a report to the
QAPI committee for discussion and
further recommendations.

RECE gy,

VDH/@ C

FORM CMS-2587{02-99) Provious Versions Obsoiete

Evant 1D; BI3X11

Faciity ID: VAGU71

If conBinuation sheet Page 76 of 85




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

PRINTED: 06/11/2019
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIER/CLIA (XZ) MULTIPLE CONSTRUCTION {X3) DATFE SURVEY
AND BLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
495177 B, WING 05/306/2019

NAME OF PROVIDER OR SUPPLIER

COMMUNITY MEMORIAL HOSPITAL HUNDLEY CENTER

STREET ADDRESS, CITY, STATE. 2 CODE
126 BUENA VISTA CIRCLE
SOUTH HILL, VA 23870

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

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION o5
{EACH CORRECTIVE ACTION SHOULD BE COMPLETION

CROSS-REFERENCED TO THE APPROPRIATE DATE.
DEFICIENCY)

F 842 | Continued From page 76

(Cognitive Patterns) as being severely cognitively
impaired, with a Summary Score of 00 out of 15.

During review of Resident # 26's Elecironic
Heaith Record the following entry related to
another resident was found in the Clinical Notes
section:

3/4/18 - 3:49 p.m. "MDS Section G0110 C1 and
C2 corrected to reflect activity did not occur,
{Name of female resident) is non-ambulatory.
MDS Section H1 corrected to reflect (name of
famale resident) is dependent with eating,
receives Peg tube feeding as ordered. MDS
Section G0110 J1 corrected to reflect (name of
femnale resident) is dependent with personal
hygiena."

During an end of day meeting at 4:30 p.m. on
5/29/19, that included the Administrator, Interim
Director of Nursing (DON), and the survey team,
| the finding of the co-mingled record was
presented.

F 880 | infection Prevention & Control

ss=C | CFR(s): 483.80(a)(1}(2)(4)(e)(f)

§483.80 Infection Conirol

The faciiity must establish and maintain an
infection prevention and conirol program
designed to provide a safe, sanitary and
comfortabie environment and to help prevent the
development and transmission of commurticable
diseases and infections. .

§483.80(a) Infection prevention and contral
program.

The facility rmust estabiish an infection prevention
and confrol program (IPCP) that must include, at

F 842

F 830
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§483.80(a)(1) A system for preventing, identifying,
reporting, investigating, and controlling infections
and communicable diseases for ail residents,
staff, voluntesrs, visitors, and other individuals
providing services under a contractual
arrangement based upon the facility assessment
conducted aceording to §483.70(e) and following
accepted national standards;

§483.80(a)(2) Written standards, policies, and
procedures for the program, which must include,
but are not limited to:

() A systern of surveillance designed to idertify
possible communicable diseases or

infections before they can spread to other
persons in the facility;

(if) When and o whom possible incidents of
communicable disease or infections should be
reporied; ;

(iil) Stardard and transmission-based precautions
to be followsd to prevent spread of infections;
(iv}When and how isclation shoulid be used for a
resident; including but not limited to:

{A) The type and duration of the isolation,
depending upon the infectious agent or organism
invoived, and )
(B} A requiremant that the isclation should be the
ieast restrictive possible for the resident under the
circumstances.

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

(vi)The hand hygiene procedures to be followed
by staff invoived in direct resident contact.
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. . F tag 880
F 880 Continued From page 77 F 880| -
a minimurm, the following elements: Corrective Action:

{
* Facility Engineering revised the mapping
: diagram for the facility's water system
and identified areas of potential
‘Legioneila growth or other waterborne
pathogens. The EOC committee met to
review and update The Hundley Center
' \Water Management Pian on 6/15/2019.
Deficiencies were corrected at the
meeting. The Infection preventionist
revised the Legionella infection control
policy to be more specific to the risks gf
Legionella and changes were made to
surveillance for clinical assessment 1o
include residents of high risk and
! favorable conditions for Legionella.

identification of others:

Any resident, staff or visitor entering the
facility could be at risk if the facility’s
water system was contaminated with
Legionella or other waterborne
pathogen.
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System Change:
F 880 | Continued From page 78 F 880§: . L ;
e Revised mapping diagram to be revised
§483.80(a)(4) A system for recording incidents and attached to The Hundiey Center
identified under the facility's IPCP and the Water Management pian.
corrective actions taken by the facility. e . Facility Engineering wiill monitor and iog
temperature of hot water storage eve
§483.80(e) Linens. i In the event that the tem " raturr:
Personnel must handie, store, process, and p.m. in the event that the pe .
transport finens so as o pg-event the spread of drops below 110 degreeg, the cause will
infection. be determined and temperature would
§483.80() A be brought back to 110 degrees.
3.80(f) Annuat review,
The facility witl conduct an annual review of its * The EOC Water management .
IPCP and update their program, as necessary. Committee will meet quarterly to review
This REQUIREMENT s not met as evidenced hot water storage temperatures
by: o N s Infection Preventionist will track and
Based ':: Sft:ﬁl:t';heft‘;';‘f‘;::z tfac:lty ?:pwmefl:; monitor infectious disease laboratory
review, the facility s o develop a wa . . .
management program for the prevention of findings jfor tl'Ee rem:jents in healthcare
legionelta or other waterborne pathogens. i and will identify residents who may be
? at risk for Legionella.
Findings include: ‘e Infection Preventionist will review the
\ i ment for Legionella yearly and
On 05/29/19 at 11:32 AM, the maintenance risk assass : . or f: : t.v ?’th
manager presented the water management rew.s-e as ne.e ed: in collaboration Wi
‘| program. The information did nat include a Facliity Engineer.
mapping diagram for the facility's water system
and did not identify arez of potential legionelia . - i .
growth or other waterborme pathogens. The s Infection ‘Freventloms.t / designee \‘mII _
maintenance manager was made aware that the educate ficensed nursing staff on signs /
some of the components were not provided. The symptoms of Legionelia.
maintenance manager stated that he wouid bring
in the requested information.
The facility policy documented, "Water
Management...reduce the risk of disease from
legionella and other waterbome ]
pathogens...measures put in place to limit the
growth and spread of Legioneila and other
waterborne pathogens...conirol fimits: maximum
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F 880 | Continued From page 79 F 830 Monitoring:
value, minimum value...range of vatues: that are The Director of Facility
acceptable for confrol measures...locations of Engi ing/Desi . )
water systams where a control measure can be gineering/Designee will keep a daily
applied...reaction to control measures...steps temperature log of hot water storage
taken to retum control measures...comprehensive areas for The Hundley Center.
risk assessment...identify...cooling towers, hot " Dally temperature logs will be submitted
and cold water storage tanks...electronic to the Administrator of The Hundley
faucets/showers...hot tubs, eye wash ]
stations..decorative fountains...medical Center weekly along with a report of any
devices/equipment...heater-cooling units... CPAP discrepancies and solution for
machines...documentation of control discrepancies.
measures...computerized - " . '
preventative,..system...bofer logs...outside The Administrator will sul?mlt a monthly
1 contractors...sterile processing records...eye re-.-port to the QAPI committee for
wash/shower test logs...infection prevention discussion and further
monitoring processes's...” recommendations.
On 5/30/19 at 8:50 AM, the director of facilities,
along with the maintenance manager were made
aware of the missing components of the facility
water management program. The director of
faciiiies presented a hand drawn map that listed
basic information, city water main, whirt pools,
kitchen dishwasher, hot water heater and
domestic hot and cold. This map did not identify
the areas of potential growth of legionella and did
not identify any holding tanks or other water
storage. The director of facilities and
maintenance manager were made aware and
were asked for the temperature control
management Iog information for potential areas @
of concemn. The maintenance manager stated 5 C E
that he checks temperatures in the resident i VE D
rooms and does ice machine and hot water JUN 2
heater maintenance. The director of faciliies and 4 201
mainteriance manager were made aware that the VD
areas of concem have fo be identified and H/ O
monitored and documented. The director of C
facilities stated that based on the risk assessment
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the facility was deemed minimal risk for legionelia
and did not need fo do any environmental testing
or manitoring, other than what is already being
done. The director of faciliies and maintenance
manager were made aware that the facility risk
assessment did not identify areas of potential
legionella growth or other water borne pathogens.
The director of facilities stated that the infection
contral specialist had additional information.

On 05/30/19 at 1:30 PM, the infection control
specialist was asked about legionella testing and
water management program, the infection contral
specialist stated that would be the man from the
hospital and that he has a book and would bring
his book. The infection control specialist was
made aware that the information had been
presented and did not have the required
componerts for an effactive water management
program for the prevention of legionefla. The .
infection control specialist was made aware of the
missing information and that there were not areas
listed as being checked for appropriate
temperatures controls for growth of iegionella and
other waterbome pathogens. The infection
control specialist stated, “they are not checking
temperatures.”

No further information and/ar documentation was
presented prior o the exit conference on 5/30/19
at 5:00 PM. .

F 881 | Antibiotic Stewardship Program F 881
ss=F | CFR(s): 483.80(a)(3)

§483.80(a) Infection prevention and control ' i
program.

The facility must establish an infection prevention
and control program (IPCP) that must include, at
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& minimurn, the following elements: .
Corrective Action:

§483.80(a)(3) An antibiotic stewardship program
that includes antibiotic use protocels and a
system to monitor antibiotic use.

This REQUIREMENT is not met as evidenced
by:

Based staff interview and facility document
review, the faclilty staff failed to estabiish an
antibiotic stewardship program that included
antibiotic use protocols and a system to monitor
antibiotic use.

Findings inciude:

On 5/29/19 at 10:03 AM, a review of facility’s
antibiotic stewardship was conducted. The policy
did not include written antibiotic protocols for
prescribing, including documentation for
indications of use, dosage and duration of the
antibiotic. There was not any type of tracking or
documentation that would describe how tracking
will be completed and/or accomplished. A folder
was presanted with information labeled LTC [long
term care] with with typed entries for four months.
These entry's were listed by month, no specific
dates, which included the resident's name, the
symptoms (if any), antibiotic used and some
included the duration. These entries did not
inciude the physician prescribing information or
additionai required information, such as the start
date, or stop date. Some of these entries

| identified the arganism, but did not identity how

the organisms were identified [i.e. labs, efcl
Some of the entries documented that antibiotics
were or were not preseribed, and did not correlate

. | the documented information for justification of the

use or non use. There was a blank sheet in the
back of the folder titled "Appendix 9. Loeb's

An Antibiotic Stewardship policy is in the
process of development and will be
completed and approved by the Antibiotic
Stewardship Committee which inciudes
representatives from nursing, physician,
and pharmacy by 7/12/2018.

No resident has experienced a negative
outcome as a result of antibiotic therapy.

7|12lig

identification of others:

Any resident residing in facility could haye
heen at risk for receiving an antibiotic in
the absence of meeting LOEB criteria.

System Changes:

Education with licensed nurses on
Antibiotic Stewardship and LOEB criteria
for infection identification will be
completed.

JUN 24 .
219
VDH/QL
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minimum criteria for initiating antibiotic therapy”.
This sheet had an area for a resident’s name,
jocation, date of infection, date of review, and if
evaluated or criteria met. Additionally on this
form, it listed infections such as UT] [urinary fract
infections], respiratory tract infection, skin and
soft tissue infection and “fever where the focus of
infection is unknown.” The information did not
have specific supporting information to correctly
identify and track. Addiionally there was aiso a
blank sheet fitted nursing home antimicrobial
stewardship guide, that provided an area for
name, room number, dates, type of infections,
results (labs, x-rays), name of clinician, antibiotic
name, duration, date, dose and if a change has
been made. This information was biank, and id
rot provide suppoerting information for any the
residentsfinfections listed.

A policy titled, "antibictic stewardship policy”
documented, "4/29/1S date/reviewed/revised
4/29/19...a separate Aniibiotic Stewardship
program will be formed to inciude antibiotic use
protocols and systems for monitoring antibiotic
use...based on evidence to meet such goals as
set forth...will meet quarterly and review the poiicy
annually or as needed...staff will have clear
guidance and education on the principal of
opfimal and judicious use of antibiotics for
residents...minimize...consequences...establishm
ent of an antibiotic stewardship committee...two
staff members if possible.,.DON (director of
nursing)...phamacist... administrator, attending
physician, nurse, nurse aide, allied heaith
professional, resident or family...procedure to
support and promote antibiotic use protocols,
using the Loeb...specifying dose, duration, and
indications for use, along with clinical justification,
deveiop and maintzin 2 system to monitor

copy of the Antibiotic Stewardship policy
along with LOEB criteria, which has been
adopted as the facility standard.

The Antibiotic Stewardship committee has
been established. Members include a
physician, DON, QA Coordinator,
pharmacist, administrator and a minimum
of one Clinical Coordinator at each
meeting. An initial Antibictic Stewardship
committee meeting was conducted on
§/19/2019. An Infection preventionist
was appointed. Committee meetings will
be heid monthly.

A letter is being sent to each facility
attending physician regarding the
Antibiotic Stewardship Program and LOEB
criteria. A copy of the Antibictic
Stewardship policy will be attached to the
letter,

An antibiotic tracking log was
implemented in March 2019. The log
form was reviewed in the Antibiotic
Stewardship meeting with no revisions
indicated T .

The QA Coordinator or designee will
collect data for antibiotic use, diagnosis,

‘appropriate order and LOEB criteria.
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antibictic use, davelop and maintain a system fo
monitor resistance data.” This information in this
policy could not be located.

On 05/29/19 at 1:44 PM, the infection control
specialist was interviewed. The infection control
specialist stated that she does infection control
for acute and LTC (long term care) and stated
that the policy is a "working copy” of our antibiotic
stewardship, and further stated that the policy has
not been approved or signed. The infection
control specialist was asked what the facility is
currently using if they don't have a policy. The
infectior: control speciaiist stated that she couid
provide a copy of the hospital policy, but stated,
management told us we couldn't use the hospital
policy. The infection confrol speciaiist stated that
this policy just needs to be signed by the
administrator and stated that they have done a lot
of work on this. The infection control specialist
stated that this is just getting underway and that
she wished she would have known about this
sooner (antibiotic stewardship program). The
infection control specialist stated that this
program is just getting started and that she has
heen educating, but the members have not been
identified as of yet and they have not met
regarding thia. The infection control specialist
was informed that the antibictic stewardship
requirements have been in effect since
November 2017. The infection control specialist
stated that we were under the hospital umbrelia
and this is brand new for us. The infection control
speciafist stated that we have been separate from
the hospital since 2017. The infection contral
specialist stated that they have been following the

it.ll

policy and went on to say, "we are siill working on -
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s The Antibiotic Stewardship Committee
will meet monthly and review the data
collection and analysis of the prior month.

i This committee will monitor trends and

: provide feedback to the prescribers on
unnecessary antibiotic use. A summary of
i the Antibiotic Stewardship Committee

| meeting will be provided to QAP!

! committee for discussion and further

! recommendations.

‘s The Medical Director and/or pharmacist

; will address unnecessary antibiotic use

with attending physicians as needed.
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they were using the hospital policy, it had the

The infection control specialfist stated that the

facility alone, separate from the hospital and

specialist stated that there will be a phamacy
staff on the committes, but they have not
developed an acfual commities and have not
actually had any meefings.

at 5:00 PM to evidence that the facilify had
developed and/or implemented an antibictic
stewardship programs that addressed the
required components for appropriate use,
prescribing, and tracking.

On 05/30/19 at 10:02 AM, the infection controf
specialist was interviewed again and stated that
this information wili be taken quarierly o the QA
[quaiity assurance] mesting, and stated that the
administrator voiced that this is the policy that the
faciiity will use if it is deemed ok. The infection
control speciatist stated, that befora this palicy

facility name, but was not specific to the facility.

antibiotic stewardship program was brought to
her in April of 2018 to develop a program for this

stated, " am starting fo educate on the tracking
and trending, the documentation and educating
the physicians, the physicians have just received
the tooi for antibiotic use.” The infection conirol

No further information and/or documentation was
presented prior to the exit confarence on 5/30/18

i
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