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58=0 | CFR(s): 483.10(c)(6)(8)a)12)(i)-(v)

§483.10{c){E) The right to request, refuse, andior

discontinue treatment, to participats in or refuse

o participate in experimental research, and to
farmulate an advance dirsctive.

§483.10(c)(8) Nothing in this paragraph should be
construed as the right of the resicent to recaive
the provision of medical treatment or medical
sarvices deemed medicaly unnecassary ar
inappropriate.

' §483.10(g)(12) The facility must comply with the

| status are accurate,
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Preparation and/or execution of this
E 000 | Initial Comments EOO0| plan of correction does not constitute
' admission  or agreement by the
An unannounced Emargancy F'ri}nzaredness provider of the truth of the facts
W TI33-25i201 Y . ; ;
byl mas.conducted o i 2 v 9 The alleged or conclusions set forth in the
facility was in substantial compliance with £2 CFR i o
Part 483 73 Requirements for Lang Term Care sralenmjm of deficiencies. The plan of
Facilities. Mo emergency preparsdness carrection is prepared and/or executed
complaints were investigated during the survay solely because the provision of the
F 000 | INITIAL COMMENTS FOOC federal and state laws requires it. This
Flan of Correction serves as the
An unannounced Madicare Medicaid standard fucility's allegation of compliance.
| Burvey was conducted 07/231 2 through
| 0725119, Significant corrections are required for |
complianca with 42 CFR Part 483 Fedaral Lang
15y '
Term Care requiremants. The Life Sa;el-ty Code F578 Request/ Refuse! Dscontnue
survey/raport will follow. Three complaints ware Temut, Formite Ady Dir
investigated duning the survey. 7 : 2
N ; - I Resident 994 suffered no adverse
The census in this 174 certified bad facility was affacts: B ' cidial i m::ldbeini
163 at the time of the survay. The survay sample D rin i TEI b
consisied of 83 resident reviews, up_stet ';W f}l m FSIQETL NG longer
F 578 | Request/Refuse/Dscntnue Trmnt-Formlte Adv Dir F 57g| [eS10es In the facility.

2. Social services director/designee
will complete a 100% quality review of
currenl  residents’  code  status |
COMpONEnts o cnsure accuracy,

3. EDVdesignee will re-educate the staff
on ensuring the components of code

4. 88DVdesignee will conduct a quality
review 1x a week for | month af
resident’s code stalus components to
ensure accuracy. Quality improvement
monitoring findings to be reported to
the QAP] commitlee for a period of 2

: sl | months  for  compliance  and/or
requirements specified in 42 CFR part 489, revisions
N -" i :
_ubparrl Vance D|re: AR e 9/8/2019
ff i} Thesd requitements iftlude provisions ta
|
LABGRRTCHY DIRECTOR'S DR FLIER REFRESENTATIVE 'S BIGNATURE TITLE |XE) DATE

Any daficiency Ytatepient dnang wils a:m asterisk (") denates a deficisngy which the inetiution ma
wide gufficient protection 1o the patients . [See Instructions. ) Except for Aura
ey whelher or not a plan of correction is provided. For nuraip,

athar sateguard
folgsing the data

08232019

¥ be excused from correcling providing it is determirad that
ng homes, the findings siated above are discloeable o0 days
0 hames, the above findings and plans of corrgclion are disclosakis 14

aays lollewing the date these documents are made availaklz ta the faclity. If deficiencias are cited an approved plan of correcticn is requisite to contirued

program saricipation
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ENVOY OF WESTOVER HILLS

F 578 | Continued From page 1 F 578

inform and provide written information to all adult
residents concerning the right to accept or refuse
medical ar surgical reatmant and, at the
resident's option, farmulate an agvanca directiva
(i} This includes a written description of the
faciiity's policies to implemant advance directives
and applicable State law,

{iily Facilites are permitted to contract with ather
entities to furnish this infarmation but are sl
legally responsitle far ensuring that the
raguirements of this saction are mat,

() 1T an adult individual is incapacitated af the
time of admission and is unable to recejve
information or articulate whether or nat ha or she
has executed an advance directiva, the fagility
may give advance directive infarmation to the
individual's resident reprasentative in accordance
with State Law,

(v] The facility is not relieved of its akligation to
provide this infarmatian to the individual once he
or she is able to receive such information.
Fellow-up proceduras must be in place to provide
the information to the individual directly at the
appropriate time,
This REQUIREMENT is not met a=z evidenced
by

Based an staff intervisw and clinical record
review the facility staff failed to maintain an
accurate medical record in regards in advanes
directives rights for ane Residant (Resident #od)
in & survey sample of 53 Residents,

The findings includad:

Resident #34 was admittad to the facility on |
5/28M19. Resident #94's diagnoses included but |
wera not limited to: schizophrenia, hypertension, [
vitamin D deficiency, and muscle weakness. ‘
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|

' |
FSTE | Continued From page 2 F 78

Review of Residant #94's electronic madieal |

recerd on 7i24/1% revealad on the main scraan
far Resident #94, code status was noted as "Full
Code" which indicated, in the event of
cardiopulmenary arrest CPR (cardiepulimonary
resuscitation) would ba provided

Review of Resident #94's physician arders
revesled an active order, wilh an effective date of
S/28M9 that read, "Full Code,"

Resident #94's caraplan read, "[Resident nama)
has advanced directives rit [relatad to] full coda."

Review of Residant #04's paper chart an 7/26/19
revealed an undsted dacument, titlad "Advanca

| Diractives Discussion Document.” The farm
stated, "pleass indicate your wishas regarding the [
following: Cardiopulmanary Resuscitation:" tha
withheold box was checked and "DNR" o not
resuscitata) was written teside it Resident 254
had signed the document,

On FL25/19 an interview was conductad with LPM
| C. LPN C was askad abouyt Resident #34's code
status, she locked at the dacument titled
"Advance Diractives Discussisn Document” and
stated, "hais a DNR."

Mo further information was provided. |
F 584 Safe/Clzan/Comfortable/Homelike Environmant F 524
se=E | CFRis} 4831005 1-(7) |

§483.10(i) Safe Enviranmant |
The resident has a right to a safe claan,

comfortable and homelike anvironment, including

but nat limited to receiving treatmant and |
supparts for daily living safaly,
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The facility must provids- ‘ F 584 SS5-E Safe/ Clean/ Comfortable ‘
§483.10(1}{1) A safe, clean, comfortable, and {Homelike Environment
hamelike environment, ailowing the resident to
use his or har persanal belangings to the axtent | A, What actions will he accomplished |
possible. | for those residents found 10 have been !
(i) This includes ensuring that the resident can affected by this practice?
recaive care and services safely and that the . No rcﬂdenr& suffered any adverse
physical layout of the facility maximizes resident effects in relation to the window pane
”.’.""Ep‘?”g“.‘fe a; d"d':'es r_u::t reac e salfety ”Skf;} being cracked by a pehble, However,
(i} The I::!II y ha exermse Ireas:::-nabe cara for T P e oing ulass was noted to
the protection of the resident's property from loss that wikdaw
oL et 2. No residents suffered any adverse
' : ; ks ior AC unit dripping
§483.10(1)(2) Housekeeping and maintenance | effects in relation tg' AC" PRIE
SEMVICEs necessary to maintain a sanitary. orderly, | L:m:.fen_satmn. .. _ e .
and comfortable interior, 3. Resident .=.=EF? d|:1_ not suffer any
adverse effects in relation to her ceiling
§483.10(1)(3) Clean bed and bath inens that are | being discolored.
in good eondition;
§483.10(){4) Private closat space in each ‘
resident room, as specified in 5483.80 (e,
5483 .10())(5) Adequate and comfortabla lighting |
| levals in 2l aress: |
' §483.10(1)(8) Comfortable and safe temperature |
| levals. Facilities initially certified aftar October 1, | [
1880 must maintain a temperature range af 71 tn
81°F; and | | |
| §482.100)(7) For the maintenancs of comfartabia l
sound levels, | |
| This REQUIREMENT is not met as evidenced |
| by [
Basad on cbeervation the facility failed to provide ‘
& safe, clean comfortable, and homalike
envirenment for 1 of 2 floors and for 2 (Residants |
FORM CMS-2867102-51 Pravious Varskens Obsaletn Event D 35HG 1 Facilily 1D YA00ES I
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F 884 | Continuad From page 4 [ F R&4

‘ #ET #43) of g2 sampled residents.
The findings includad:

1. On 72302019 at 3:00 P Surveyor B reported
se8ing a broken windaw in the first floor dayroom,
A closer examinalion revealed that the sacond
window from the left upon entering the dayroom
had a broken window with a [oose piece of glass
hanging in ine frame.

2. 0n T232019 at 11:45 AM Surveyar E noticed
a hallway air conditioning unit at around level was
lzaking water and towels were gn the floor ta
kaap the flow of water from the walkway. On
TIZ41201% at 8:38 AM the situation was notad to
be the same, On 7/24/2015 at 1100 AM an
interview was conductad with Employes F,

| Maintenance Director. He stated that he was too
| busy to repair the air conaitioning unit and waould

| getto it "next week"

| 3. Tha facility staff failed to ensure that Fesident
| #8T's ceiling was not leaking on her bed.

| Resident #87 was a 55-year-old who was
admitted to the facility on 3/5/15. Resident #37's
diagnoses included Heart Fajlura Mzjor
Depressive Disorder, and Hypartensian.

| Tha Minimum Data Set, which was a Cuarterly

Assszsmant with an Assassmant Refarence Date
of 612/19, coded Resident #87 as having a Brief
Interview of Mental Status Score of 15, indicating
no cognitive iImpairment,

B. How the facility will identify other
residents having the potential to be
affected by the same practice.

L. Residents residing in the center have
the potential to be alfected,

2, Residents residing in the center have
the potential to be affected,

3. Residents residing in the center have
the potential to be affected,

C. What measures will be put in 1o
place or what systemic changes will be
made,

1. ED/Designee will conduct a 100%
audit of window panes Lo ensure that
there are not damaged.

2. ED/Designee will perform quality
| review of maintenance log on routine

declogging  the  line  so  that
condensation does not drip onto the

oo,
| 3. ED/Designze will perform quality
review of maintenance room checks to
| ensure  that the ceiling is free of
condensation and/or discoloration.
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On 2310 at 4:04 P.M., aninterview was
cenductad with Resident #87 in her badrocm.
She was in bed, with the head of her bed
elevated. Resident #587 statad that she was
fearful of getling injured because of tha ceiling
leaking on her bed. She stated that at times the
celling leaks and wats her bad, She balieved that
the ceiling could fall an her, The Assistznt

Whan asked to describe the condition of the
cailing abova Resident #87's bad, the Assistant
Administrator stated, "It looks like dried ketchup

| The ceiling was cbzerved to have dried stains

that were black-brown in color. In addition, some
af the tiles surrounding the sprinkler head wers

| damaged. The tiles in the hallway ware also

warped and had staing on them.

On 7/23/19 a reviaw was condusted of facility
docurmentation, revealing a Repair Raquisition
dated 7/7/18. It stated that the ceiling was leaking
in Residant #57's room. Another Repair

| Requisition dated 7/11/18 stated that the cailing

was leaking in the hallway on Resident #287's unit.

On 712410 at approximately 900 AM,, an
inferview was conductad with the Directar of
Maintenance (Employes F) in the conference
room. The Director of Maintenance stated, "The
ceiling was leaking dus to a crack in the reservoir
pan on the air conditioning unit. We have a lot of
separate units and thay are old and leak
condansation. It is impartant to residants to have
a hame like enviranment," When asked to
describe the ceiling tles on Residant #87's unit,
the Director of Maintenance stated that some of
the tiles were warped and neaded to be

Administrator (Employea H) walked info the roam,

D How the facility plans to monitor its

performance,

1. ED/Designee will conduct weekly

random avdits on windows in resident
[ common argas and resident rooms for
L-month and  the findings will be
reported to QAPD committes for 2
tranths, |
2. ED/Designce will conduct weekly |
random audits for |-month of radiator
drains and the findings will be reported
o QAPl committee for 2 months,
Thereafter, further action plans as
needed.
3. ED/Designee will conduct weekly
random audits for l-month and the
| lindings will be reported to QAPl |
| committee. Thereafter, further action
| plans as needed,

G/8/2019 f
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replaced.”

Mo further information was received

4. For Resident #43. the facility staff failad to

ensure that the armrests on ker wheelchair were
repaired.

Residant #43 was a 85-year-old who was

admitted to the facility on 1/16/19. Resident #43's

diagnoses included Epilepsy, Schizaphrena,

Bipclar Disorder, and Major Depressive Disorder.

The Minimum Data Set, which was 2 Quarnerly

Assessment with an Asssssment Referance date

of 5/11/118 was reviewed, Resident #43 was
coded as having a Brief Intanviaw of Mantal
Status Seore on 12, indicating mild cognitive

| impairment,

On 7i2319 at approximately 3:30 P, an
observation was made of Residant #42 sitting in
her whaalchair in the scivity room. The material
covering the armrests on her whaelchair was
ripped off, exposing sponge-like cushion, which

was soiled, Resident #43 stated that she wantad

her armrests to be repairad.

On 7/24/1% at approximately 9:00 AM., an
interview was conducted with the Directar of
Mairtenance (Employee F) in the conference
room. The Directar of Maintenance stated that
nursing staff ware responsible for submitting a
requisition for wheslchair repairs,

Mo further information was received,
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55=G | CFR{s): 483 12(a)(1)

548312 Freedom from Abusa, Meglact, and
Explaitation

The resident has the night to be free from sbuse,
naglect, misaporopriation of residant propearly,
and exploitation as defined in this subpart. This
includes but is nat limited to freedom frorm
corporal punishment, involuntary seciusion and
any physical or chemical restraint nat requirad to
treat the resident's madical symptoms

§483.12(a) The facility must-

§483.12(a)(1) Not usa verbal, mental, sexual, or
physical abuse, corporal punishment, or
involuntary seclsion;

This REQUIREMENT is not met as evidencad
by

Basad on obeervation, stafl interview clinical

| record review. and facility documentation review,
the facility staff failed for 4 resident (Resident
#210} of B3 sampled residents to ensure that they
ware free of abuse and neglect Resident #2410
was abused by Resident #58, resulting in facial
&nd scalp centusions and being rendered
unconscicus on the floar. Thiz is hamm for
Resident #210,

The Findings included

Resident #210 was & 89 vear old who was
admitted to the facility on 4/5/1% and axpired af
the facility on 6110/19. Resident #210's diagnosaz
included Delirium, Dementia, Hypariension ang
Schizophrenia. The Minimum Data Set which
was a Quarterly Assassmant with an Assessmant
Referance Date of 4/13/19 was reviewed.

F 600 Free from Abuse and Neglect

A, What actions will be accomplished
for those residents found to have been
alfected by this practice?

1. Resident #210 received minor
injuries and was sent to the hospiral
and was returned the same day.

2. Resident #86 had no adverse
reactions related fo the complaints
from daughter. Hewever, the nurse’s
note on the day mentioned, the staff
addressed the resident’s care, status,
and lack of distress noted.  Resident
was admilled w the facility with a
wound that has healed under the care
of the facility staft.

ENVOY OF WESTOVER HILLS
RICHMOND, v 23225
a1 D SUMMARY STATEMEMT OF DEFICIENGIES [
PREFI (EACH DEFICIENGY MUST BE PRECEDED BY FULL i-n"—'lr x I = -FBHDI:qP-I-:EIS sl b 3]
e REGULATCRY OR LSC IDENTIFYING INFORMATIOM) Tha ,;.—;'r:l‘fa H'f:"' EE[El;‘Ij #-, ,—':,? ::F,'L;LL:;DDH':;E = c"j"ﬂl'r"'p"":"'
wa-REF =M C = AFPPRO ATE LaTE
DEFIZIENGY)
|
F 800 | Continued From page 7 F &00
F 800 | Free from Abuse and Meglect F 600
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Resident #210 was coded =3 havirg a Brief
Interview of Mental Status Score of 0, indicating
severe cognitive impairment. In addition, sha was
coded as raquiring a walker for ambulation

Fesident #52 was 2 81 year ald who was
admitted to the facility on 12/31/16, His diagnoses
included Anxiety Disorder, Wedgs Comprassion
Fracture of T -7 10 Vertsbra Sequela, and
Schizophrenia, The Minimum Data Set which
was a Quarterly Asssssmant with an Assessment
Referance Dats of 3/4/158 was reviewsd Resident
#58 was coded as having a Brief Interview of
Mental Status Score of 5, indicatireg moderately
impaired cognition. Ha was coded as being able
to understand and be understood by others,

According to his clinical record, Resident 462 had
a history of inapproprizte behaviors, A nurse's
nate dated 10/29/15 read, "Resident became
varbally aggressive and stated "If | knock the hall
out of you, | can get out of here" An excerpt from
a Progress Note dated 8/6/18 read, "resident
exposed himsell to the receptionist downstairs "

On 7/23/19 a review was conducted of facility

| documentation, revealing an investigation of an

altaercation between Rasident #210 and Resident
#B8. The witness staterment, which was writlan by
Registerad Nurse O an behalf of Certified Mursing
Assistant | was reviewed. Cerfifizd Mursing
Assistant (CNA T} was the withess, An excerpt
read, "| heard [Resident #65] ask [Rasidant #210]
about & times to remove her hand off his
wheelchair, and when she didn't that's whan he
hit her, | removed [Resident #68] from the site
immediately. [Resident #210] was unresponsive
for awhile "

B. How the facility will identify other
residents having the potential to be
alfected by the same practice,

1. Besidents residing in the center have
the polentizl to be affccted. A 100%
audit will ke conduct o review
diagnosis and behaviors o ensure
residents arc appropriately assessed.

2, Residents residing in the center have
the potential to have complaints:
facility  will continue 1o address
concerns veaced,

L. What measures will be put in to
place or what systemic changes will be
made

l. The ED/Designes will conduyct
training on wbuse, The re-cducarion
will be conducted focus on recognize
signs agilation, burn-out, and reporting
of the 7-types of abuse,

D. How the facility plans o monitor its
performance.

. ED/Designee will conduct weekly
random audits 3 x a week for lmonth.
The findings will be reported to QAP
committee for 2 months for further
action plans as needed.

0/812019
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On 7/24/19 an interview was conducted with CNA
| in a second floor office. She stated that she
thought that Resident #210 was unconscious for
2-3minutes. She =aid, "He [Resident HEE) hit her
[Resident #210] bacause she had her hands on
his wheelchair. Ha asked her several times o
remeve her hands fram his wheelchair, She was
| known to be like that evan with other residents,
wandering in and out of their rooms. | remavead
him from the area and | yalled down the hall for
someaang to come. She laid on the focr for 2 or 3
mirutes befors anyone came to help her, It
happenad in the dining room an the secure unit"
| He [Resident #58] can be a handiul to deal witk
| He s anxious, always talking loud at others."

On Ti24/189 at 11:30 AWM. an intarview was
congucted in the conference raom with
Registerad Murse D, whe condusted the
investigation. She stated, "The CNA [CNA ]

| stated at the tme that [Resident #58] hit

| [Resident #210]. and that [Resident #210] was

| unresponsive on the flaor for an unknown amaount
of tima,"

Aonurse's note dated 412112 was reviewed. An
axcerpt read, "Residant [Resident #210] was
halding the handle of another residents [Resident

| #58] wheelchair, the aother resident asked her to

| leave his chair alone 2 x and then he hit her,
rasident lest her balance at that time and fall to
the fioor. Resident [#210] assessed and has a
lump te the left side of farshead and comolaing of

| @ headache. MD notified and resident is being
sent to the ER [emergency room)."

On 7124/1% a review was conducted of facility
documantation, revealing a hospital Discharge
Summary dated 4/12/19. An excerpl read, "Facial

F &00
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& Scalp Confusions.
1. Apply Ice packs, 2. take Tylenol 3. apply
antibiotic cream”

The follew-up report to the incident that ocourred

| on 412118 was reviewad. I read, "4/1819,

Findings: Upon completon of the investigation of
the allegation of resident to resident abuse
between [Resident #58) and [Resident #210], the
facility is substantiating these allegations of
abusa” In addition the report stated that Residen®
#G8 was placed on 1:1 abservation, and staff was

| educated regarding aggressive behaviors and

interventions

On 7/24/19 an interview was conducted with the
facility Administratar {Employes &) in the
conference room. She stated that Resident #58°s
“arm went up in the air and hit her, he didn't
intentionally de it" Tha Administrator was asked
why then did the facility substantizted the
allegation of abuse and put Resident #58 on 11
observation, as wall as the othar interventions,
including staff education regarding managing
aggressive behaviors, Sha stated, " | would not

| have written it that way... "

The Physical Therapy notes were reviewsd,
Resident #58 was independant in bed mobility
and being abls to propel nis wheelchair, There
was no documentation in his record of a
neuroiogical disease that caused involuntary
maovemenis such a3 muscle spasms, twitches,
jerking or writhing movements

On 7/24/18 at 2:00 P, an interview was
conducted with the Director of Nursing (Emplayas
B). When asked to state her understanding of the
therapy notes, she statad, "His arms wers fine
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and had full strength.”

The facility Abuse, Meglect, Exploitation &
Misappropriation Pelicy dated 11/28M17 was
reviewsad, An excerpt resd, "It is inherant in the
nature and dignity of each resident that hefsha be
afforded basic human rights, including the right ta
be free from abuse, neglact, mistreatment,
axploitation andfor misappropriation of property.”

Mo further information was recesived,

Enceding/Transmitting Resident Assessments
CFR{s): 483.20(f)(1)-(4}

5483 20(1 Automated data processing
reguirement-

5483 20{7)(1) Encoding data. Within 7 days afier
a facility completes a resident's assazsment, a
tacility must encode the following information for
each residsnt in the facility;

{1} Admission assassment,

| (i) Annual assessment updates.

(il Significant change in status assessmeants.
(ivy Cluarterly review assessments.

iv) Asubset of items upon a resident's transfer,
reentry, dischargs, and death

iviy Background [face-sheet) information, if thera
is no admission assessment.

5483 20(f(2) Transmitting data. Within 7 days
afiar a facility completes a resident's assessmeant,
a facility must be capable of transmitting to the
CMS System information for each resident
contained in the MDS in a format that conforms to
standard record layouts and data dictionaries,
and that passes standardized edits defined oy
CMS and the State.

F 640

F 640 55-D Encoding/Transmitting
Resident Assessments

I. Resident # 94 suffered no adverse
reactions from  his  admission
modification sssessment reference date
of 642019 not being submitled to
CMS timely. Resident # 94 admission
modilfication assessment reference date
of 042019 was submilled o TMS,

2 MDS/designee will  review

residents in the facility with a focus w
ensure M5 are submitted per RAT
Guidelines.

3. EDddesignee will re-educate the
MDS department  Registered Nurses
o ensure that the MDS(s) are
submitted to CMS per RAI guidelines.
4. MDS/designee  will conduct a
quality monitoring on 20 residents
weekly x4 weeks to ensure MDS(s)
are  submitted  timely,  Cuality
improvement monitoring findings to be
reported to the QAPI committee for a
peried of 2 months for compliance
and/or revisions,

0/8/2019
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§483.20(1)(3) Transmittal requirements. Within
14 days alter a faciity complates a resident's
assessment, a facility must electronically transmit
encaded, accurate, and comglete MGS data to
the CMS Systemn, including the following
(iyAdmission assessment.

(il Annual assessment.

(i) Significant change in stalus szsessmant

{iv] Significant carrection of prior full assessmeant.
{v) Significant corraction of prior quarterly
assessment.

ivi) Quarterly review,

(vii) & subset of items upan a resident's transfer,
reantry, discharge, and death

{wiil} Backpround {face-shaet) infarmation, for an
initial ransmission of MOS data on resident that
doas not have an admission assessment,

| 5483 .20(0i4) Data format, The facility must
transmit datz in the format specifiad by CMS ar,
far a State which has an alternate RAl approved
by CME, in the format spacified by the State and
approved by CMS.

Thiz REQUIREMENT is not met as evidenced

| by

Based on staff interview, faciity documantation
reviews and clinical record review tha facility staff
failed to transmit a Resident assessment ta tha
CMS systern for one Resident (Resident #8341 ina
survey sample of B3 Residents,

Tha findings included:

Residant #94 wes admittsd to the facility on
5/28/12. Resident #94's diagnoses inciuded but
ware not imited to: schizaphrenia hypertension,
vitamin D deficiency, and muscle weakness,

Feview of Resident #94's MDS {Minimum Data

STEIEMENT OF DEFICIENGIES X1 PROVIDE RSUPPLIERCLIA (RE) MULTIFLE COMSTRLUCTICN [X3) DATE SURVEY
A0 PLAN OF CORRECTION IDEMTIFICATICN NUMBER: i BUILLING COMPLETED
G
495327 B WING 07i25/2019
HAKIE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 21P CODE
4403 FOREST HILL AVENUE
ENVOY OF WESTOVER HILLS
RICHMOND, VA 23226
wing | SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION |
PREFIX (EACH DEFICIENGY MUST OE PRECEDED BY FULL PREFIX |EACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR LSZIDENTIFYING INI"I:IRMATiG.‘-;_I TS CROZ5-REFERENGEDR TO THE AR PROPRIATE OATE
| DEFICIENCY)
1 |
F 840 | Continued From page 12 F &40

FORKCME-ZE87(02-24) Fravecus Vorsians Obssiela Ewvenl 1D 35HGE1

Facilily 13- Wa00as

If continuation sheet Fage 13 of 50



CEPARTMEMNT OF HEALTH AND HUMAN SERVICES

FRIMNTED: CO/0%/201%
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES QOMB NO. 0838-0381
STAEMENT OF DEFICIENCIES (%1} PROVIDERSUPPLIERICLIA (£2) MULTIFLE COMSTRUCTIGN (%3) DATE SURVEY
ANDPLAN OF CORRECTION IDEMTIFICATICHN MUMBER: : "  COMPLETED

A BUILDING o
G
495327 BWIRG — 07/25/2049

MAME OF PROVIDER OR SUPFLIER

ENVOY OF WESTOVER HILLS

BTREET ADDHESS, CITY. BTATE, ZIP CODE
4403 FOREST HILL AVENUE
RICHMOND, V& 23225

)ik
PREFI
Tas

SUMMARY STATEMEMNT CF DEFICITHCIES
(EACGH DEFICIENGY MUST BE FRECEDED BY FLULL
REGULATORY OR LES IDENTIFYING INFORMATION)

F G40

55=D

Cantinued From page 13

Sat) assessmeant history revealad a modification
ta the MDS with an ARD (assessment refersnce

| date) of 6418, which was coded as an

admission assessment. The

| correction/medification was completed an 7/2/19
| @5 indicated on tha MDS in section X 1100E,

The MDSE medification, which was complated on
7218, had not been ransmitted to the CMS
system as indicated by the electronic madical
racord, as of /2515

On 7I25M19 at 8:45am an intarview was
conductad with RN &, the MDS Coordinator and
she indicated they use the RAI {residant
azsaesemant instrument) manual as their palicy
and directive on when they complete MDS and
transmit them to the CME,

On 72519 at 12:.40pm an inkerview was
conducted with RN B, the MDS Qirector who
stated, they have up to 7 days upon completion of
an MDS to transmitit. She confirmed they go by
the RAl manual.

Im the table on page 5-4 of tha RAI manual, it
indicated a MDS modification must be transmitted
within 14 days of the X 1100E dats.

Mo further information was provided
Coordination of PASARR and Assassments

| CFR{s): 483.20{e)(1){2)

£4583,20(e) Cocrdination.

A facility must coordinate assassmants with the
pre-admissicn screening and resident review
(FASARR) program under Medicaid in subpart C
of this part ta the maximum extant practicable to

o PROVIOER'S FLAN OF COARECTION [ o
PREFIX (EACH CORRECTVE ACTION SHOULD BE COMBLETION
Tal CROES-REFERENCED 10 THE APPROPRIATE FIATE
DEFICIEMCY)
F 540 ‘
|
|
F G644

F 644 SS- Coordination of PASARR
and Assessment

f_‘;. What actions will he accomplished
|m1' those residents found to have been
affected by this practice?
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avoid duplicative testing and effart. Coordination
includes;

5483.20(e) 1)Incorporating the recommendations
from the PASARR level Il determinaticn and the
FASARR evaluation report into a resident's
assessment, care planning, and transitions of
cara.

5483.20(e)i2) Referring all level Il rasidents and
all residents with newly evident or possitla
serious mental disorder, intellectual disakility, or a
relatad conditicn for level |l resident review upan

| a =ignificant change in status assessment.

! This REQUIREMENT is not mat as evidencad

Dy

Based on staff interview, clinical record review
and facility documentation the facility staf failed
to incorporate the recommendations from the
PASARR level linto the careplan for one residert
iRasident #94) in a survey sample of 63
residents,

The findings included;

Resident #84 was admitted to the facility on
5/28/19. Resident #34's diagnoses included but
were not limited to: schizophrenia, hyperansion,
vitarmin [ deficiency. and muscle weskness.

Review of the Leval 1| PASARR (pre-admission
scraening and resident review) completad 4/8/19
revealed the following recommendations on page
4 of the document: "basic grooming, restorative
nursing, peychiatric consultation, crisis
intervention, psychotropic meadication
rmanagemesnt, psychosocial rehabilitation,
targeted case managemant.”

F 844

. Resident #94 suffered no adverse
affects in relation to PASARR Level 11
not being completed and/or followed.
B. How the facility will identify other
residents having the potential to be
alfected by the same practice.

1. Facility will conduet an audit of

residents’  PASARRs  to  ensure
aocuracy and/or implementation.

C. What measures will be put in to
place or what systemic changes will be
made.

. MDS/S5D/Designee will ensure that
the issues that lead to the failure to
implement the specifications of Level
Il will not oceur again. MDS! SSD/
Designee will conduct random audits,
D. How the facility plans to monitor its
performance.

1. MDS/S5DVDesignee will conduct
weekly random audits 2 x a week for 1
month. The findings will be reported to
QAPL committee for 2 months for
further action plans as needed,

9/8/2019
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Revizw of tha careplan for Resident #24 revesled
| no mention of restorative nursing, peychiatic
consultation, crisis intervention, psychosocial
rehabilitation or targeted case management,
| Review of the entire clinical record for Resident
| #94 revealed no indication that the Residant was
being followad by psychiatry or the CSE
[community services board) for the
recommended senvices. . ; .
| F 645 55-D PASARR Screening for
. . g | .
Ma further information was provided, | MD&ID
F B45 R ing far iy & : . , , ;
o FRonih Sasening for MO & 1D "% 1 Residents #43, 114, #75, and 426
58=p | CFR(s} 483.20(k}(1)-(3) :
had  no  adverse  reaction  from
| §483.20(k) Preadmission Screaning for ru:mmrmg i m.':’]"}r writhdis Ilayln‘g #
individuals with a mental disorder and individuzals PASARR prior 1o adm’j"s’”“-
with intaliectuzl diSEbi”E". Identified TE‘Sld.EFIL‘i had a PASA AL
completed to reflect current diagnosis.
§483 20(k){1) A nursing facility must not admit, an 2. SSDVDesignee will perform a
or after January 1, 1889, any new residants with: quality review of resident’s PASARR
{1} Mental disorder as defined in paragraph (k){2) te ensure all resident’s have PASARR
|1 of this section, unless the State mental health en record, BRC will ensure that new
autherity has determnined, based an an residents have a PASARR completed
indspendent physical and mental evaluation prior to admission, _
performed by & person or entity other than tha 3, ElVdesignee  will  re-educate |
State mental health autharity, prior to admission, SSIVSEMBDC on obtaining
{A) That, because of tha physical andg nlem,al | PASARR prior to admission.
v:l:mldl.lt}_n Eif the !ndmdua!. e Ind"'r'dLa,' isintbu 4. SSDVBDC/Designee will perform
t T el iy R THT ¥ : ¥
.hed evel of services provided by & nursing facility, quality audits  ensure  mew
an admizsi . haw .
oz : admissions have a complete PASARR |
L & e f % jiey 3
(SHILMEA e ERRS R _“.El b prior to admission 3 xs per week for 1|
senvices, whether the individual requires i : ; [
; : | manth. Chuality Improvement
spaidiizad SRhices. of | monitoring findings to be re d ¢
(i} Intellectual disability, as defined in paragraph hL : i‘-.!"lé omes g < L]'JO]'EE b 3
(K}3){ii) of this section, urless the State the QAPI committee for 2 months for
intellectual disability or developmental disability compliance or revisions,
autharity has determined prior to admission- :
| B g | 09/08/19
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(&) That, because of the physical and mantal
candition of the individual. the individual raqlines
| the level of services provided by a nursing facilizy:
and

(B If the individual requires such level of

| servicas, whether tha individual requires

| specialized services for intellectual disability,

5483 20{k)(2) Exceptions. For purpcses of this
section-

{1 The preadmission scraening program under
raragraphik)i) of this section need not provide
far determinations in the case of the readmission
ta & nursing facility of an individual whe, after
being admitted to the nursing facility, was
transferrad for care in a hospital,

{i) The State may choose not o apply the
preadmission screening program under
paragraph (k1) of this saction to the admission
ta a nursing facility of an individual-

(&) Wha is admilted to the facility directy from a
hospital after receiving acuts inpatient care at the
hospital,

(B) Whe requires nursing facility sarvices for the
condition for whizh the individual receivad care in
the hospital, and

(©) Whose attending physician has cartified,
befare admission to the facility that the individual
iz likely to reguire lass than 30 days of nursing
facility sarvices,

§483.20(k)(3) Definition. For pumoses of this
saction-

(i} An individual is considered to have a mantal
disorder if the individual has a serious mantal
disorder defined in 483 T02(b1)

(i) &n individual is considered o have sn
intellectual disability if the individual has an
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intellectual disability as defined in §453.102(k){3)
of is a person with a relatad condition as

described in 4351010 of this chapler.

This REQUIREMENT is not met as evidencad
by

Based on observation, facility staff infarview, and i |
clinical recard review, the facility staff failed, for
three residents (Residant #42, #14. #75) to obtain
& Level 1 PASARR pricr to admission to the
facility.

The Findings included:

Far Resident #43, the facility staff failed to obtain [
a Lavel 1 PASARR until approximataly five | |
moaonths afier admission. [ [

Resident #43 was 8 8%-year-old who was [

| admitted to the facility ar 111818, Resident #43's ' [
diagroses included Epilepsy, Schizaphrenia,
Bipeolar Disorder, and Major Depressive Disorder,

The Minimum Data Set, which was a Quartarly
Assessment with an Assassment Referance date
of 5711119 was reviewsd Resident #43 was
coded a8 having a Brief Interview of Mental
Status Score on 12, indicating mild cognitive
impairmant.

| On 724/189 a review was conducted of Resident
#43's clinical record, revealing a Level 1 PASARR
that was dated 61015, The Assessment was
dona by the facility Director of Social Services |
(Employes E).

0n 7/2419 &t approximataly 2:00 F.M., an |
interview was conducted with the Director of
Social Services. When asked why the PASARR
had nat been obigined prior to admission, she
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staled. "We just realized it in & recent audit, then [
camplatad ona for the resident,”

Mo further information was recelved,
2. For Resident #14, the facility staff failed 1o

ensure the Resident had a Level | PASARR
screening pricr o admission to the faciity,

' Resident #14, a 57 year old woman admitied to
the facility on 87/18 with diagnoses of but not
limited to delusional disorder, anxiaty disorder,
Bipolar disorder, Diatetas, Major Depressiva
Disordar, Peychotic disorder with Hallusinations.

Resident #14's most recent MDS dated 4/20/19 f
codes Resident #14 as having a (Brief Interview

of Mental Status) BIMS score of 15 indicating no [
cagnitive impaiment.

On 7/24/12 doing the clinical record review it was
discoversd Resident # 14's PASARR Screening
| was dated 326/1G.

| On 72518 during an interdew with Social
Worker, employee E she stated "Whan wa
discovered that some Residents did not have
PASARR's completed prior to admission we had
to catch up on the ones who didn't have them "

On 7/25/19 the facility Administrator was made
| aware and no further information was providad.

3, For Resident# 75, the facility staff failed to |
obtain & Leval | PASARR scraening orior to
admission to the facility,
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Resident #75, a 52 year old man admilted to the
facility on £/21/17 with diagnoses of but not
limited to Seizure diserds:, temporal sclerosis
Aphasia, cognitive communication deficit,
Symbolic Dysfunction. Major Depressive
Disorder, Anxiety Disorder, and injury of head.

On TR23M9 during clinical record review it was

discoverad that the Residant had a PASARR
dated 8/11/19,

On TI25M9 during an interviaw with Social
Worker, employes E she stated "Whan we
discoverad that some Residents did not have
PASARR's complated prior to admission wa had
{o catch up on the ones who didn't have them."

On 7V25/18 the facility Administrator was mads
aware and no further infermalion was provided.
Develop/implement Comprehensive Care Plan
CFRI(s): 483.21(E1{1)

F G656
25=0

5483 21(b) Cemprahansive Care Plans
5483.21(b){1) The facility must develop and
implement a comprehensive parson-centered
care plan for each resident, consistent with the
regident rights sat forth at §483.10{c)(2) and
5483 10{c)(3). that includes measurable
objectivas and timeframes to meet a resident's
medical, nursing, and mental and psychosocial
nesads that are identfied in the comprehansive
assessment, The comprehensive care plan must
describe the following -

(it The servicas that are to be furnished to attan
or maintzin the resident's highest practizabls
physical, mental, and psychosocial well-being as

| required under 483,24, §483.25 or 54582.40: and

F 645

F G56

Fos6  S5-E  Develop/
Comprehensive Care Plan

Implement

. Resident #1123, #136, and #4100
suffered no adverse effects from care
plans not being patient centered or
having measurable poals, Residents’
#1113 and #1360 activity care plans werg
updated to reflect the resident’s current
social needs.  Resident # 410
discharged from facility,

2. MDS/designee will review care
plans  Tor current residents in the
facility with a focus to  addreess
activities social needs,
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!indings of the FASARR, it must indicate its

| whether the resident's desire to return ta the

| elinical record review, the facility staff failed to

| Pian for twe residents {Resident #33 and

Centinued From page 20 |

(i) Any senvices that would othanwise be requirad
undar §483.24. §483.25 or §483.40 but are not
provided dus fo the resident's exercise of rights
under §483.10, including the right to refyss

treatment under §48310(c)(6) {

(i) Any specialized services or specialized
renabiitative services the nursing facility will
provide as a result of PASARR
racommendations. If a faciiity dizsagress with the

raticnale in the residents medical recard,
(iv)In consuliation with the residant and tha
resident's representativels)-

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

(B} The residents preference and potential for
future discherge. Facilities must document

community was assessed and any referrals to
local contact agencies andiar athar appropriate |
entitizs, for this purpose.,

{C) Dischargs plans in the comprahensive care
plan, as apgropriale, in accordance with the
requiremants set forth in paragraph {c) of this
section,
This REQUIREMENT is not met as evidenced
by

Based on ohservation, Resident intarview, staff
interview, facility documentation review and

develop or implemant a person-centered care

Resident #113) in a survey sample of 63
Residents,

The findings included:

1. For Residant #33, the facility staff failed to
implemeant the care plan by Froviding assistance

3. MDS/designee will re-educate the

activities  department o enter  the

appropriate and specilic interventions
| to address the residents’ social needs
for aetivities.
4 MDS/designee  will conduct a
guality monitoring on 20 residents
weekly x4 weeks for review of social
necds  during  activities.  Qualiny
improvement monitoring findings to be
reported ta the QAP commirnee for a
period o 2 months for compliance
and/or revisions,

Q2019
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FORM APPROVED
OMEB NO. 08380391

with transfers to pravent a fall,

Resident #33 was admitted to the facility on
1041317, His diagnoses included but wera not
limited to; hemiplegia affecting laft side.

Residant #23's most recent MDS [minimum data
sat] [an assessmant tool] with an ARD
[assessment reference date] of 5/6/10 was codad
as a guarterly assessment. Residant #53 was
coded as requinng extensive assistance of bwa
staff members for transfers,

Resident #33 was evaluated by an occupational
therapist or 41718 and in the OT [occupaticonal
therapy] initial evaluation farm, the fellowing was
noted: “lransfers: maximal assistance: PLOF
[prior level of functioning] maximal assistance."
Also included in this docurment was the follawing:
"Precautions include: Fall rigk "

: On 72319 during a review of Resident #33's

nursing notes it was revealed an entry on 7/8/19
at 11:07prm that read, residant was lowered to
floar this shift, CNA stated that while transierring
resident from his wheelchair to his bed, she lost
har balance, no injuries wars noted *

On 7124019, when the Administratar was asked to
provide the investigation for Resident #33's
incidents for the month, the Administrator siated,

! "whan he threw himself in the floor?" Diuring

review of the "Fall Root Cause Investigation
Reaport” it was revealed that Resident £33 was
listed with a transfer status of "stand & pivet” and
was being "transferred to bed from wheelchair”
with the assistarce of one staff member. Undar
the "resalutionfintervention for minimizing future

| oocourrences: the fellowing information was

STATEMENT OF DEFICIENGIES {41) PROVIDER/SUPPLIERICLLA, 152) MULTIPLE CONSTRUCTION %3] DATE SURVEY
ANDPLAN OF CORRECTION ICEMTIFICATION MUMBER A BUILDING COMPLETED
c
405327 B WiING _ 07125/2018
KAME OF PROVIDER OR SUPFLIER STREETADDRESS, CITY, 8TATE, ZIF CODE
ENVOY OF WESTOVER HILLS B TORETHILLAVENGS
RICHMOND, W& 23225
X410 SUMMARY STATEMEMNT OF DEFICIENTIES o PROVIDER'S PLAN OF CORRECTION [¥5i
EREFIX {EACH DEFICIENGY MUST BE FRECEGED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE | coMPETICN
THG REGULATORY OR LBC IDENTIFYING INFORMATION) TAS CROSS-REFERENCED TO THE APPROPRIATE DTE
DEFICIEMCYY
F 656 | Continued From pans 21 F &85 ‘

FORM GM2-2657102-58] Provious Versars Obsolels

Ewent I0: 35HGE1

Facilty 100 VADOES fcorlinuation sheat Page 22 af 50



DEFARTMENT OF HEALTH AND HUMAN SERVICES

PRINTELD: Qmio8/2019

FORMAPPROVED
CENTERS FOR MEDICARE & MEDRICAID SERVICES OMB MO, 0838-0381
STAEMENT OF DEFICIENCIES [31) PROVIDER/SLPRLIERITLIA WRE MULTIPLE CONSTRUCTION %3} DATE SURVEY
AHDPLAN OF CORRECTION IDENTIFICATION MUKMBER: A BUILDING COMPLETED
c
495327 B MING - O07I26/2019
HAME OF PROVIDER Ot SUPPLIER STREETADDRESS, CiTY, 5TATE, 2IF CODE
4403 FOREST HILL AVENUE
ENVOY OF WESTOVER HILLS
RICHMOND, VA 23225
A SUMBMARY STATEMENT OF GEFICIENCIZS Ic | FROVIDER'S FLAN OF CORRECTION s
PREFI [EACH CEFICIENCY MUST BE PRECERED BY FULL PREFIX [EACH CORRECTIVE ACTION SHOULD BE COMPLET:04
Thi REGULATORY DR LEC IDEMTIFYIMG INCORMATION TAG CROSE-REFEREMGED TO THE APPROIPRIATE Dk
DEFICIENCY)
F 656 | Continuad From page 22 F 856

written, "education on transfers and equipment.”

Review of the incident report dated 7/9/19
revealed Resident #33 was being assisted to bed
by & stand and pivot transfer by one staf
memiber

Review of Resident #33's careplan revealed a
careplan that read "[Resident #33's nama] has an
ADL self-care parformance deficit it [related ta)
hemiplegia, impaired batance, hx [nistory] stroke,
pain, sickle cell disease, decreased ROM [rangs
of mation] to L [left] upper and lower extramity.
He raq [sic] [requires] extensive to total assist
with bed mahility, transfers..." Intarventions read
as follows: "hoyer lift timas two staff membearz”

[ with an initiation date of 2719, Anather

intervention read, "requires mechznical lift with 2

| stall assistance for transfers .

Mo further information was provided.

2. For Residant #113, tha facility staff failed to
develop a care plan with measurable objectives
and timaframes with regards to activities,

Resident #113 was admittad to the fasility on
179119, Resident #112's diagnoses included but
wara not limited to; type 1 diabetes meallitus
hypertension, muscle weakness, and seizures.

Review of Resident #113's carepian for activities
read: "[Resident #113] is dependent far meating
amational, intellectual, physical, and =ocial needs
r't [ralated to] physical limitations "

| Review of the goal for Resident #113's activity
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careplan read, "Staff will cantinue to encouraga
[Resident #113] to participate in group activities.”
On 7/25/18 at approximataly 3:28pm an interview
"was conductad with Employes J. the Activities .
| Directer, When tha Activities Director was asked [
to explain how the care plan goal is measured
and the tima frame for complation. Tha activitizs
diractar stated, "l didr't put & time frame en F 657 S5-I Care Plan timing and
there..." Revision
Mo furthar information was provided | 1. Resident # 26 had no adverse effects
F 657 ' Care Plan Timing and Revision FB57|  from care plan nat being revised with
g5=p CFRis): 483 21{L0{2)0-(i) significant change related to weight
loss.  Resident #26 has a significant
| 5483 21(k) Comprehansiva Care Plans change assessmenl opened tor an
5483 21(b)(2) A comprahensive care plan must assessment refirence date al
be- - _ 8/16/2019.
(i) Developed W.’Ithlrk T days after completion of 2. MDSCidesignee will perform a
iy cmmprehenswa_assessm?m. . quality review of current resident's
f{":' Prepared_by 4 mtgrdmmpnnar@r team, that with the 1DT to ensurc that sienilicant
includes but is not limited to-- ) =
; e thanges  will be conducted on
&) The attending physician. ik i e !
(B} A registered nurse with raspensibllity for the residents the have significant changes
residant ! twn_or more ar{rﬂs. e
(CJ A nurse aide with responsibility for the 3, EDVdesignes will rc-e-:jucatqlz Clinical |
rasidant and MDSC on completing significant
(D) A merber of focd and nutrition services staf, changes when n*lccdu:c[. ,
(E) To the extent practicable, the paricipation of 4. MDSC/designes  will  perform
the rasident and the resident's repressntative(s). quality audits to ensure significant
An explanation must be included in a resident's changes are completed when needed 5
medical record if the parficipation of the residant X weeks for 4 weeks, Cuality
and their residant reprasantative is determinad improvement monitoring findings to be
not practicabie for the development of the reported to the QAPI Commillee for a
resident's cara plan, period of 2 months for compliance
(F) Other appropriate staff or professionals in andfar revisions,
disciplines as datermined by the resident's nesds
of as requested by the resident, | QiR20L9
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liilReviewed and revised by the interdisciplinary
team after each assessment, including bath the

| comprehensive and quararly review

assessments,
This REQUIREMENT = not met as evidenced

| by

Based an observation, staff interview, clinical
record review and facility docurmentation the
faciiity staff failed to review and revise the care
plan ta reflect changes for 1 Resident (#2B)ina
survey sample of B2 Residants.

The findings includad;

For Resident #26 the facility staff failed to update
care plan to include weight loss.

| Resident #28 a 66 year old man admitted to the

Facility on 7/29/15 with diagnoses of but nal
limited to cognitive communication deficit, major

| depressive disorder, bipolar disorder, and Hyx

thistary} of slroke.

Resident #28's last MDS (Minimum Data Set)
dated 5/2119 coded Resident as having a (Brief
Interview of Mantal Status) BIMS scare of 11
indicating moderate cognitive impairment.

On 712519 during clinical record review it was
discovered that Resident #25's care plan read:

FOCUS:

[Resident #28] is at risk for imbalanced nutrition &
hydration dit [dus to] multiple comorbidities, Hx
[history] of waight changs, Hx of noncompliance
with care pian, Hx of skin impairments, & plu's
[pressure lzers], Hx of wt. change & smaoker

| Drate initiated - 1/2/10

Revised - 311414
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GOAL: [Resident #28] will maintain adequate
nutritional status as evidenced by maintaining
waight wio significant change through next review
date.

Date initiated; 1/4M19

Reavision date: 711619

INTERVENTIONS:
Flanned wt loss - date intiated 4/30/19

Frepare and serve dist as arderad & according to
resident's preferances- resident prafers mech,
soft braakfast

Date initigted- 1/4189

RO to monitor and fu as necessary
Date initiated -1/4/19

| Weigh as indicated- honor Resident right to
refuse.
Date initiatad -1/4/19

According to the clinical record the Resident's
i weight went from 178.2 ibs. on 1/21/18 10 123 |bs,
on T899

On 7/2519 at 9:00 AM and interviaw was
conducted with Unit Manager LPN B who stated
the waights must be incorect, Staff obtain new
weight via mechanical litt scale and the weight
was 143.0 on 72519 at £:30 &AM, this represents
a weight loss of 20% in & Manths.

After the Re-wsigning of the Resident, an
interview was conducted with Unit Manager LPN
B who stated "He [Resident #26) was care
planned for weight loss 4/30/19 but that changad
on THEM8" When asked if the cars plan was

]
|
F 557 |
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reviewed and ravised to reflect that change sha
stated that she felt it could have been mara
gpecific.

On 772519 the Administrator was notified of the
findings and no further information was crovidad
FETS | Activities Mest Interest/Needs Each Residant
55=0 | CFR{s) 483 24{c){1)

§483.24(c) Activities.
§483.24(c)(1) The facility must provide, based an
| the comprehensive assessment and care plan
and the preferences of each resident, an Crgaing
pragram to support residents in ther chaice of
activitizs, both fagility-sponsored qrolp and
indivicual activities and independent activities,
designed to meet the interests of and suppart tha
Fhysical, mantal, and psychosocial well-being of
each resident, encouraging both indeperdancs
| and interaction in the commurity

This REQUIREMENT is not mat as avidencead
by

Based on obsarvation, resident interview, staff
interview, and clinical record raview tha facility
staff failed o provide an oNgoing program to
suppor Resident's choice of activities thraugh
facility-sponsored groug, individual activities, and
independant activitias for ane Resident (Residernt
#138) in a survey sample of 63 Resident,

The findings included:

Resident #1368 was admitlad tg the facility on
1204718, Resident #138's diagnoses included hut
wers not limited to: chronic embolism and
thrembesis of unspecified deep veins of lower
axtremity, pain, major depressive disorder,
insomnia. and spinal stenosis.

F 857

FE7S

Fa79 —  Activities Meet Interest!
Meeds Each Resident

| A What setions will be accomplished
[ for those residents lound Lo have been
| affected by this practice?

l. Resident #136 suffered no adverse
effects in relation to participating in
activities as the resident prefers o self
direct.

B, How the facilicy will identify other
residents having the potential 1o be
alTected by the same practice.

I Facility will conduct a 100%: apdit
of current residents thal sell” direct
activities to ensure we offer some

interest,

activities that meel their areas of

FORM CMS-285T002-95] Previous Varsens Ohsslers Ewent 1D 35HG M
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Residant #1358 was gbserved an numerous
cocasions (in excass of 6) during the survey
pariod of 7/23/19-7/2519 and was nated to be in
bed, watching tefevision sach time. The anly
cther forms of activity pursuits to be prasent
WEere. a spiral noteback for writing and a cell
phona.

On 7/24/15 an interview was conducted with
Resident #138 and he stated ha doasn't attend
the activities at the facility due to waiting on a
wheel chair cushion that has been ordered.

©n 772519 at 10:43am an interview was
conductad with CMA B who stated "'ve naver
seen him up and aut of bed.”

Review of Residant #136's Activites Evaluation
which was completed 12/4/18. indicated 14 areas
of interast whare the Resident liked small groups.
Of those 14 areas 12 wers coded as being very
important to the Resident, thay included but were
ned fimitad to: animalsipets, artsiorafts, Bingo,
board games, cooking, and educational
pPrograms,

Review of Resident #136's careplan for activities
read: "[Resident #126] is depandant for meeting
emotional, intellectual, physical, and social
reeds,”

Review of the goal for Resident #138's activity
careplan read, "The recreaticnal team will
cantinue to encourage [Resident 21 358] to
participate in group activites."

On 7i25/19 at 9:15am & request was made 1o
provide copies of Resident #1385 activity

C. What measures will be put in to
place or what systemic changes will be
made,

I Activities Director/Designee  will
ensure that activities altempt to meet
the needs of residents by assessing
interest.

[ How the facility plans o monitor s
performance,

I Activitics  Director/Designes will
conduct  weekly random  audits of
residents that self direct activities 2 x a
week for 1 month. The findings will be
reported to QAPL committee for 2
months for further action plans as
needed,

9782010

STATEMENT OF CEFICIENCIES 1K1} PROVIDERISUPPELIERIGLA (REMULTIPLE CONSTRUSTION K3} DATE SURVEY
AL PLAN OF CORRECTION IZEMTIFICATION NUMEER 4. BUALDING COMPLETED
: WG
c
495327 i = 07/25/2019
WAME OF FROVIDER OR 2UPPLIER STREET ANDRESS, CITY, BTATE, ZIP COOE
4403 FOREST HILL AVENUE
ENVOY OF WESTOVER HILLS
RICHMOMND, va 23225
ao | SUMMERY STATEMENT OF DEFILIENGIES Tk I PRCVIOER S PLAN OF CORRECTION %)
PREFI% | (EACH BEFIZIENGY MUST RE PRECEDED B FULL [ PrEF {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAS RECULATORY OR LEC IDEMTIFYING INFGRMATION) | (FTe] CROSE-REFERENCED TO THE APPROPRIATE Dare
I DEFICIENCY)
! I
F 878 | Continued From page 27 F67%

FORM CMS-2E6T(02-00) Previows Versicns Opzalela

Everd [0 38HG 1

Faiilty I0- wappss

If eerdiruation sheat Pags

28 of &0




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

FRINTED: 09092019
FORM APPROVED
OMB NO. 0938-0301

AHDFLAN OF

STATEMENT OF DEFICIENCIES WK1 FROVIDERISUPFLIERIGL 1A

CORRECTION IZENTIFICATION NUMBER;

(RZI MULTIPLE CONSTRUGTION

A BUILTING

(%3] DATE SURNVEY
COMPLETED

attendanca,

On 7/25/M19 at approximalely 11am an intaniaw
was conducted with Employae J, the activities
diractor, Although a request had been made for
Rasident #1358's activity attendance reconds,
Employes J brought in the Resident's caraplan
and & progress note dated 4/18/19 which stated,
"[Resident #136] is dependent for meating
emotienal, intellectual, physical and social needs
He has a personal tzblet and c2ll phane that he
watchas movies family bring [sic] in shacks for
him at times, he has bags of food at bedside on
night stand. He rermains in bed most of the time "

| When asked sbout Resident #136's altendance

in group activitias, the activites director stated

| "he refuses. | have it careplanned and in my

notes." She was asked if they document his
refusals and the activities director replied, “no anag
it's not a regulation that we have to" Ancther
raguest was made to provide the survay team
with documentation of Resident #136's activity
attendance.

Feview of the fazility policy titled,
"Documeantation/Participation Record” with a
revision date of /2919 read, "1. Participation
records will provide a system for identifying

| residents to be targeted for each group according

to the parson-centered plan of care. 2,
FParticipation will reflect each resident's
attendance at specific programs and lavel of
involvement [active, passive, refusal or inakility to
caricipate) in accordance with the resident's
person-centerad care plan.”

On 7/25/18 &t 4,30pm at the conclusion of the
survey, the facility provided no documentation

C
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| The facility rmust ensure that -
§483.25(d){1) The resident environment remains
| as free of accident hazards as is possible; and

5483 25(d)2)Each resident receives adequate
sUpervision and assistance devices to prevent
acoidents,

This REQUIREMENT is nat mat as evidencad
oy

Based on observation, resident interview, staff
interview, faciity documentatian revizw, Hospital
record review, and clinical record review the
facility staff failed ensure an accident and hazard
free environment for 1 resident, (Residants #21 1)
of B3 residents in the survey sample, resulting in
narm.

The findings included:

1. Far Resident #211, the facility staff filad 1o
supervise a Resident with a known exit seeking
behavier, and failed to secure windows resulting
in the Resident falling 10 faet from a window, and
fracturing his neck.

Residant #211, was admitted to the facifity on
4-8-19. His diagnoszs included a histary of "head
injury", from an assault with no fractures. chronic

T ] SUMMARY BETATEMENT OF DEFICIENCIES H PROVIDER'S PLAN OF CORRECTION H5)
FREFIX IEACH DEFICIENGY MUST BE PRECEDED BY FUILL PREFIX {EACH CORRELTIVE ACTION SHCULD BE CAOMPLETION
TAG REGULATORY OR LG IDENTIEYIMNG IMFORMATION] TAG CROSS-REFERENCED TO THE APPRCPRIATE At
DEFICIENCY)
7 1 |
F 78 | Continued From pans 25 F &7a [
with regards to Resident #138 being offerad any
activity prograrming with regards to his previously
stated interests other than talevision, cell phone F 689 Free from Accident Hazards
and food. {Supervision/Devices ;
| | |
Mo further information was provided, ! . Resident #2211 was immediately
F e8¢ Free of Accident Hazards/Supervision/Davices FB89| conttothe hospital status post climbing
§5=G | CFR(s): 483 25(d)(1)(2) out of the window for evaluation and !
; treatment of any sustained injuries. |
£483.25(d) Accidents. - 2 :

The resident no longer resides in the
Facility,
2. Residents that reside in the facility
bave the potential to be aflecred:
therefore, a quality review of the
windows in resident common areas and
resident rooms will be rechecked to
ensure that the windows remain unahle
to open greater than 4 inches. Follow
up based on findings
< Clvdesignee  will  reinforce
education for on ensuring windows
remain unable to open greater than 4
inches,
| 4 ED/Designee will complete Quuality
Improvement Monitoring of windows
to ensure that the windows remain
unable 1o open greater than 4 inches
Sxs weekly for 1 month. The results of
the Quality Monitoring to be reviewed
at the monthly Quality Assurance
Performance  Improvement (QAPD
meetings for review, analysis, and
further recommendations for 2 months,
Monitoring schedule modified based
on findings.

0/8:2019
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blood clots, major depression, schizophrenia,
bipolar disorder, hypertension. and seizures.

Resident #211's most recent MOS (Minimum
Data Set} with an ARD {Assessment Referenca
| Date) of 4-15-19 was codad as a full admissian,
Resident #211 was codad with a BIMS {Brigf
Intervizw of Mental Status) score of 715 which
indicatad moderata cognitive impairmant,
Resident #211 was coded as needing ons staff
limited assistance for dressing eating and

| hygiena, and only suparvision for transferring,
bed mobility and tailating. The Resident was
independantly ambulatary with & walker,

The Directer of Nursing (DON), ard Administrator
wers asked for copies of all physician progress
notes, Nursing progress notes, the care plan,
MDS, physician's orders, medication and
treatmeant agministration records, all
assessments, social work notes, medical |
diagnosis sheet, face sheet, discharge surmmary,
and any investigations for this Rasident. The
request was for all documents from the time of
admission o the tims of discharge. The

| dacuments wers supplied, and the DON stated
this is everything wa havs.

Areview of Resident #211's clinical recard
revealed nursing prograss notes documenting
that frem 4-15-18, the Resident stated he wantag [
to move to another room, and was "agitated with
his room mate". The notes stated the Resident
WaS pacing in the hallway,

On 4-24-18 the nursing note describes the
Resident as making "false acousations”, however,
does not describe what those are, and “gsks

| repeated guestions about the same topics "
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From the date of admission to the facility, the
Resident's family, and the Resident, requestad to
be moved back fo the tidewater area to be clpser
to his family.

On 4-28-18 the family came ta the facilie and
took the Resident on an outing at 91:30 2.m , Bnd
| he returned 2t 2:00 p.m, At10:30 pm. that night
the Rasident stated he did nat want his room
mata and called his family and wanted to goto
the hospital. Staff documented that they told him
this was not a valid reasen to ge to the hospital,
and they would pass the cancern on to the day
shift the next day.

The next day on 4-28-18, the nursing notes
documanted that the Residert talked with his
tamily sevaral times, and that staff had referred
him to have a psychiatric evaluation as he stated
he was "Sad somatimes and wants to aa horme."

Mursing notes documented tha fallowing:

On 4-30-18 Resident was "apitated with room
mate and not wanting ta be in room. On phong
with family threughout the evening. Has basn
pacing the hallway and siting in the frant lobby
Tock belongings in 2 bag and carried them to tha
lobby. Encouraged to go back to room. but
refused. Curreniy sitting in Inbby with head
phones on and eyes closed." At 10:00 frm,, that
night the Resident refusad his medications

On 5-1-19 a0 2:30 o, the Resident rafused to
go te his room and sat inthe lokby At 830 p.m.
that night the Resident was agitated and wanteg

! to leave the facilty, and was placed on 15 minute
checks
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| On 5-2-19 the resident refused his shawer and

stated he wanted to leave the facility. The
Resident fried to exit the building st the bag nring
of the 3:00 p.m., to 11:00 pm. shift and was
stopped by an employes. The note alss
documented that the Resident stayed in the lobby
"the majority of the shift".

On 5-3-19 the Resident remained an 18 minute
checks and was in the lobby at 743 am, AL 725
p.m., the Resident was on 15 minute checks far
"glopamant risk" and the Resident was
documented as "in the hallway for first kalf of
shift", .and then sftar dinner took a shower and
went to bed." Later that night, at 1:23 am.,
(5-4-18) "The Residert refused to slesp in his
bed, and was sitting in the labby, and stayad
thare all night until 8:00 a.m. when he went 1o
bed

On 5-8-19 at 7:55 arm., that the Resident was
agitated and confused and sitting in the lably on
15 minute elopement checks. At8:19pm. the
Resident was sitting in the lebby. At 330 p.m.
the Resident had cpened the window in the first
flooi day room and threw his walker, coat, and
cell phone charger out of the window, and Jumped
cut of the window himseli, The staff found him on

| the ground in the shrubbery beneath the day

rocm window. The Resident arrived vis
ambulance at the hospital Emergency room at
10:22 p.m., and was diagnosed there with
traumatic spinal cord injury requiring surgary, and
resulted in the previously armbulatory Resident
being paralyzed and Quadriplegic. After
caomplications from the injury and surgery, the
Resident received a trachaostomy in his neck to
breathe and 2 feeding tube, as the Resident
could ne longer sat.
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Sccial work notes wers reviewed and revealed gl
indication that the Resident had agitation, ar exit
seeking behaviors, There were only 4 notes in [
the clinical notes in the recerd and that
documented that slaff were aware that the family
was invelved with the Resident's care and that
tha family and the Residant wanted him movad
closer to family.

Fhysician progress notes wers reviewad and
revaealed that the Resident was seen by the
facility medical director's practice on 4-9-19,
A4-11-18, 4-15-19, 4-15-19, and a last visit an
4-24-19. On 4-9-1% the physiclan's note
documentad "consult for psychiatry is indicatad”,
due to diagnoses, and medicationz, The

| physician's notes all revealed documentation of
na family invalvement, no agitation, no anxiety,
manitor for charges in mental status. and na
depressien. The note dated 4-15-18 documantasd
“maniter him for falls and impulsive behaviar "

" Mane of tha physician notes indicated that the
doctor was ever mads aware of the Resident's
agitation, statements aof sadness, pacing,
statements of wanting to go hame, desire for =
room changs, agitation with the Resident's room
mate, and exit seeking bahaviors,

The care plan was reviewad and revealed no

| care plan for the Residen?s feelings of agitation,
anxiety. =adness and wanting to move closer to
family, Mo psychiatric evaluation was ever cars
plannad or abtained, after the doctor stated in his
progress note that it was indicated. Only 2 areas
in the care plan address the Resident's desire to
leave the facility, and those follow:

1. FOCUS: "Resident {name) has a behavior
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problem related to bipolar and schizophrenia:
histary of refusing preumonia vaccine, false
| accusations, rapetitive auestions, pacing tha
hallway, siting in the front labby with belongings,
refuses showers " Initiated 4-16-19. The
interventions weres; "Administer medications as
orderad, Monitor document for side effects
Anticipate and maet residant needs, Explain all
pracedures to the resident before starting and
allow the resident to adjust to changes."

2. FOCUS: "Resident (name) is an slopement
rizk related to pacing the hallway. sitting in the
front lobby, Taking belongings in a bag and
carrying them to the lobby, 15 minute checks.”
Initiated 5-1-12, The interventions were: "Distract
resident from wandering by offering pleasant

| divarsions, structured activities, food,
conversation, television, book, encourage o go
back to room for restslesp

Mone of the care plan interventions for behaviars
or elopement were ever documented as having
baan used axcapt for returning the Residernt to
his room, and na bahavicrs werg ever
documented on the medication and
administration records for the Resident's stay.

| A "Raport of Resident Exit Seeking/\Mandering:"
"Missing from Facility", 5 page document was
reviewed. The form revealed that the document
was completed on 5-8-19, the day after the
Resident exited from the window and fall, The
documant described the Resident as "obeerved
outside in the landscape shrubbery beneath a
window, Last known location lobby, Na sacurity
alarm at facility, was assessment for exit
seeking/wandering completed before this event
YES, was an assaessment far exit
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seekingfwandaring complated priar to this avent
na, an assessment for exit seeking/wandering
was complelad after this event, no resident
menitoring device,” The documeant goes on ta
say that the doctor and family were mada awars
cf the fall from the window,

On 7-24-19 at appraximataly 2 pm, interviews
ware conductad with two nursing the
maintgrance director. The interview with the Lnit
2 nursing staff revealed that the windaws in the
day room, atthe end of that hall, were not
| screwed shut until the day after the Residant fal|
and could be opened completely befars he fell
They went on to say "how could a 200 pound
grewn man push a walker and himself out of
window that would not cpan.” The intarview with
| the maintanance director revealed that the
windows were not scrawed shut until the day after
the Resident fall as he stated "We put the screws
in to keep the windows from cpening immediataly
the next day aftar he fall"

Mo secial work support was evidant, no

monitonng devics was applied. physician notas

indicated the doctor was unaware of the

Residenis agitaion. sadness, wandering and exit

| sEeking, supervision was insufficient, and evan
thaugh the staff knew far many days that the
Resident was wandering and exit seeking, the
windows en the first floor day room wers nat
made safa from elopament,

The windows in he unit 2 day room were
examined during survey, and revealed that the
windows all had metal screws, screwed into the
window frame, g0 that the windows could not ba
cpensd mors than 4 Inches
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F 639 | Continued From page 36 F&8a
The facility Administrater and DON were made
aware of the findings on 7-28-18. Mo furiher
information was provided,
F 820 | Bowel/Bladder Incontinence, Catheter, UTI F 60|
55:=0 | CFR{s}: 483.25(2)({11-(3)

§483.28(e] Incontinance.

8483, 25(8){1) Tha facility must ensure that
resident wha is continent of bladder and bowe! an
admission receives senvices and assistance o
maintain continenca unless his or her cinical
condition is or bacomes such that continence is
not possible to maintain,

5§483.25{e)2For a resident with urinary
incontinenca, basad on the residents
comprehansive aszessment, the facility must
ansura that-

{1} & residant who enters tha facility without an
indwelling catheter is not catheterized unless the
resident's clinical condition demanstrates that
catheterization was necassary;

(i} A resident who enters the facility with an
indwelling catheter or subsequently raceives ane
is assessed for ramoval of the catheter as soan
as possicle unless the resident's clinical candition
demonstrates that catheterization is Nnecassary,
and

(i) A residant whao is incontingnt of bladder
receives appropriate treatment and services to
pravent urinary tract infections and o restore
cantinence fo the extent possicle,

§483.25(e)3) For a resident with facal
incontinenca, based on the residents
comprehensive assessmeant. the facility must
ensure that a resident wha is incentinent of howel
receives appropriate treatment and sarvicss to

F 690 Bowel! Bladder Ineontinence,
Cutheter, UTI

1. Resident #28 suffercd no adverse
clfects  from  Foley catheter bay
touching the floor, Residemt remains
free of any signs or symptoms  of
infection at this time.

2, DON/designee will conduct 100%
guality monitoring ol residents with
cathelers to ensure that none are
touching the foor,

3. DON/designee  will re-educate
nursing stafl on the importance of the
catheter not touching the floor and
infection prevention methods,

4. DON/designee to complete Quality
Improvement monitoring on catheters
o ensure noe violation of infection
contral are violated 3xg weekly for 30
days. Findings will be reporied to the
QAPT Committee for 2 months and

updated as  indicated. Quality |
monitoring schedule modified based on |
findings, ‘
Q0819
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PREFIX
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F 830 | Continued Fram page 27 F 830

restore as much normal bowel function as
possible.

This REQUIREMENT iz not mat = evidencad
by

Based on observation, resident interview, staff
| interview, and clinical record review tha facility
staff failed, for 1 residents (Residant #28) to
operate in a mannar to prevent infection,

The Findings includad;

1. For Resident #28, the facility staf failed to
ansure that his catheler bag did nat drag along
the flaor as he was being pushed down the

| hallway in his wheelchair

Fesident #28 was a 72 year old who was

! admitted to the facility on 3/(26/1%. Resident #22=
diagnoses included Unspecifiad Urethra! |
Stricture, Retantion of Urine. and Encaunter for f
Attention to Cystastomy.

The Minimum Data Set, which was a Quarterly
Assessment with an Assessment Reference Date
of SMGM 8 was reviewed, |t coded Rasident #28
as having a Brisf Interview of Mental Status
Scare of 7, indicating mooerately impaired
cognition.

On 772315 8t 357 P.M. an observation was
made of a facility staff member pushing Residant
#28 down the hallway with his cathater bag
dragging along the floor, The staff person was
dressed in a blue uniform like the other famale
Certified MNursing Assistarits. She very quickly left
Resident #28 before she could be identified,
PAnother CHA [CNA ) stated that she wantad o
assizt Resident #28. Bhe discreetly pointed ta the
cathetar bag and stated, "His catheter is an the |

FORM CRE-255702-83) Pravicus Versicns Obgolals Event ID.35HG 11 Fagiby ID; WADOES If continuation shaat Peze 33 of 50



DEFARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 09082019
FORM APPROVED

OME NO. (828-0351

STAIEMENT OF DEFICIENCIES
ARLPLAK OF CORRECTION

(X1} PROVIDERSSUPPLIER/CLIA
IDENTIFICATION MUMBER

(%23 MULTIPLE CONSTRUCTION

A BUILDING ===

(%3] DATE SURVEY
COMPLETED

and facility document review, the facility sta#
failed to ensure oxygen was administered as
orderzd for one Resident (Resident #30)in s
survey sample of 53 Rasidents.

being  administered per MD  order.
Follow up based on findings,

C
495327 BowNG - 07/25/2019
MAME OF FROVIDER OF SUFPLIFR STREET ADDRESS, GITY, 5TATE, ZIP CODE =
4403 FOREST HILL AVENUE
ENVOY OF WESTOVER HILLS
RICHMOND, va 23225
e o SUMWARY BTATEMENT OF DEFICIENCIZS o [ FROVIDER'S PLAN OF CORRECTION ' o
PREF|x (FACH DEFICIENGY MUST EE PRECEDED OY FULL FREFIX [EACH CORRECTIVE ACTION SHOULD BE COMPLETION
Ta REGULATORY OF LSC IDENTIFYING INFORMATI D) TAG CROSS-REFERENCED TO THE AFPROPAIATE | DATE
| DEFIZIENGY)
F 30 | Continued From page 38 Fgog |
floor. It's @ health issue because he wanders all
cyver and thers are garms all over the floor.”
On 72419 a review was conducted of Resident
#28's clinical record, revealing & care plan. An
excerpt from the care plan read, "a/4/14,
Suprapubic Catheter dft [dus o] Cbsatruction
Urapathy and Urinary Obstruction. Change
catheter bag as needed. To wear leg bag during
the day when out of bed as tolerated.”
On T/24/19 a review was conductad of facility |
| documentation, revesling a Catheter Care Folicy
dated B/5/17. An excerpt read, "Raattach catheter
| securament cevice, Retumn to proper place.
Perfarm hand hygiene "
Ma further information was received. I
F B85 | Respiratery(Tracheostorny Care and Suctioning F 695
55=0 CFRis) 483 25()) 695 S55-D Respiratory/
Tracheostomy Care and Suctioning
§ 483, 25(1) Respiratory care, in cluding [
tracheostomy care and tracheal suctioning. I. Resident #30 suffered no adverse
The facility must ensure that a resident who reactions from oxygen not being on the
neads respiratory care, including trachaostomy cotrect settings per MD order.  The
| care and tracheal suctioning, is provided such seftings were corrected fillowing order
care, consisient with professional standards af validation. Resident remains stahle at
practice. the comprehensiva person-canterad present time.
care plan, the residents’ goals and preferences 2. Residents that reside in the facility |
and 483 65 of this subpart. receiving oxygen have the potential ro
This REQUIREMENT is not mat a= evidenced : be affected: therelore, o 100% quality
by B o _ review ol residents receiving oxygen
Basad on staff interview, clinizal recorg review, has been conducted to ensure oxvgen is
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The findings included:
Resident #30 was not receiving axygen on 3. DON/designee will educate nursing
7-23-18. and 7-24-19 per the physician's order. | staff on following MD orders o
include oxygen administration.
Resident #20 was admittad to the facility on 4. DON/designee 1o complete Cuality
7-15-18, and was a new admission and had only Improvement  Monitoring to  ensure
been in the facility 8 days, Diagnoses included: oxyeen is being administered per M
Acuts and chronic respiratory failure with ypoxia, order 3% a weekly for 1 month, The
COPDY chronic abstructive pulmanary dissasa, results of the Qudh[}' _Pt,f];mitqr[ng ta he
diabetes, diabetes, anxiety, hypertension and reviewed at the monthly Quality
shortness of breath Assurance Performance Improvement |
) ) {QAPRL) mestings for review, analysis,
Resident #30's most recent Minimum Data Set and further recommendations for 2
Assessment was in rogiese. Nowsver, the months. Monitoring schedule modified |
Resident was inteniewed and found ta be alert, et
: ; : based on findings,
and oriented to; person, place, time, and
situation. The Resident was able to make all of /0819
his needs known. The Resident was in a wheal
chair and required assistance from sta for gl |
activities of daily living (ADLs) care.
Resident #30 was first cbsarved on 7-23-19
during initial tour of the facility at avproximately |
1145 a.m. in his room laying on his back with gne |
leg amputated above the knee, in a low bad, with
an oxygan concantrator approximately & feet from
hirm infusing oxygen. The resident was
interviewsd and stated ha was tirad and wealk, |
and he felt that his axygen didn't feel like it was |
| on. The oxygan concentrator was plugged in and
turned on and was infusing via a nasal cannula
at 0.5 liters par minute, The corporate registarad
nurs2 was called into the room and asked to look
at the oxyaen and find out what the physician's
oroer was for the Resident's infusion She lockad ‘
at the oxygen and stated ‘this is not right. he has
an order for 2 liters par minute | think, | will fing
out” She returned to the room and corectad the
FOAN CME-2667102-80) Pravicus Vesiars Casaleis Everl (D 38HG
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|
| floww meter ta read 2 litars per minute, a5 per the
ardar,

On 7-24-19 8t 3.00 p.m., the Resident was again
observad, in the hallway in a whesl chair with a
portable oxygen tank, and he statad "my oxygan '
i out, can you help ma?" The tank was
inspected, and was indesd empty. he stated he
had told & nurse and shae said she would get him
a tank. A sscond surveyor was standing in the
hallway observing and stated she had been
timing the siuation, which was now at 15 minutes
zince the Resident ran out of cxygen. The 2
surveyars approached the nursing station an the
unit 1 hall and the nurse stated she was waiting [
for an owygen carrying cart, The cart arrived aftar

anout S minutes and within 10 minutes maore the

new tank was being applied. The Resident did

not exhibit shortiness of breath, pallor, nor

symptoms of oxygen deprivation. A pulse | |
cximeter was aoplied to the Residant who
registersd an SP02 of 3% on the device, which
was low.

Review of the physician's orders revealed an
order far continuous oxygen at 2 liters per minute
via nasal cannula.

On 7-24-19 The Director of Nursing was made
I aware of findings, Mo further information was
provided by the facility.
F 755 | Pharmacy Srves/Procedures/Phamacist/Records F 755
s5=g | CFRIs): 483.45(a)kbi1)-(3)

F' 755 S5-FE Pharmaey Services/
Procedures/Pharmacist Records

[. Residents #28, #108, #1354, #1435,

§482.45 Pharmacy Services | #B8, and #61 suffered no adverse
The facility must provide routine and emergancy effects related to the narcotic sheel not
drugs and biclogicals to its residents, or ohtain being signed ofl at the time of
tham undar an agreemant dascribed in ‘ medication administration.
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| §48370(g) The facility may permit unlicensad

personnel to administer drugs if State law
permits, but only under the general supenvision of
& licensad nurse.

§483 45(a) Procedures. A facility must pravide
pharmaceutical services {including proceduras
that assurs the accurate acquiring, recsiving,
dispensing, and administering of all drugs and
biclagicals) to meet the neads of sach resident

§483.45(b) Service Consultation, The facility
must employ or abtain the services of a licensed
phammacist who-

5483 45(b)(1) Provides consultation en all
aspects of the provision of pharmacy senvices in

| the facility,
|

5483 45(b)(2}) Establishes a system of recards of
receipt and dispesition of all contrallad drugs in
sufficient datail to enzble an accurata
recanciliation: and

§483.45(b)(3) Determinas that drug records are in
order and that an account of all controlled drugs
i3 maintained and periodically reconciled,

This REQUIREMENT is not met as evidenzed
bry:

Based on obssrvation, staff interview, clincal
record review, ard facility documentation review
the faciity staff failed to provide an accurate
record of controlled medications for 8 residents
{Resident #28, Resident #108, Resident #154.
Resident #145, Resident #88 and Resident #51)
In & survey sample of 53 Residents,

The findings included.
For Resident #28, Residant #108, Residant #154,

STATEMENT OF DEFICIENCIES (%1) PROVIDERSURPLIERICLIA {2 MULTIPLE CONSTRUCTION %3] DATE SURNEY
MO PLA EBTIC 1CAT BEF: N PLE
ANDPLAN OF CORRECTION IDENTIFICATION MUMBE R A, BUILDING _ COMPLETED
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F 755 | Continued From page 41 F 755

2. DON/designee will conduct [00%, |
quality maonitoring of narcotic sheets |
signed off during medication pass, as
residents receiving narcotic medication
have the potential to be affected,
Follow up will be conducted based an
the findings.

3. DON/designee  will  re-educate
urses on the goidelines to medication
administration guidelines,

4. [ON/designee to complete Quality
[mprovement monitoring on signing
marcotic  sheets  at  the lime of
administration 3 x week for 30 days, !
Finding will be reported to the QAPI
Committee monthly and updated as
indicated  for 2 months. Cuality
monitoring schedule modified based on
findings,

908 1
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Resident #145, Resident #88, and Residant #4581,
| the facility staff failed to maintain an accurate
account of controlled medications.

| On 7423118 at approximately 12:30, an inventory
of controlled medication was conducted on tha
medication cart located on Wing 2 and assigned
o LPN A

The Controlled Madization Utilizaticn Record WaS
comparad to the actual madization count and
there werz a total of 7 discrepandies found as
fellowse:

Resident #28. lorazepam, count PEr recorg=14,
actual court=17

Fesident #108, gabapantin, caunt DM Mecord=29,
actual count=28

Resident #1584, Lyrica, count per record=11,

I actual court=10 and Vimpat, count per
record=10 actual count=0

Rasidant #145, lorazepam, count per record=44.
actual count=43

' Resident #3s, lorazepam, count per record=6,
actisal count=5

Resident #31, lorazepam, count peEr record=9,
actual count=g ' '

LFN A confirmed she was the medication nurse
responsiole for these Resident's and statad, "l
passed these [medications) at 9 this marning, |
Just didn't mark tham of in the book, | know |
should have, do you want ma to da that right
now?",

An inferview was conducted with LEN 8, Charga
Mursa for Wing 3 and she stated, "When yiou pull
it [the controlled medicatian), you sign it, you
mark it off the inventary immediatzly to show an
acourata count”,
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The Facgility Administraor (Employse A was
infarmad and no further infarmation was recaived,
F 758 | Fras from Unnec Psychotropic Mads/PRN Use F 758|
; : " 758 85-D Fr Unnecessary
CFR(s): 483.45(c)(3)(e}{1)-(5) E:758 55D Freg Fron '

55=1

5483 45(e) Psychotropic Drugs.

§483.45(c)(3) A psychotropic drug is any drug that
affacts brain activites zssociatad with mental
processes and behavior. These drugs include,
but are net limited to, drugs in the fallowing
categories;

(i} Anti-psychotic;

(i) Ant-depressant:

(i} Anti-anxiety, and

[ Hypnaotic

| Based on a comprehensive assessment of 2

residant, the facility must 2nsure that---

5483.45(e){1) Residents who have nat used

peychetropic drugs are nat givan thess drugs

Unless the medication is necessary to treat a

specific condition as diagnosed and documented
in the clinical recard:

5483 45(e)(2) Residents who use psychotropic
drugs receive gradual doss reductions, and
behavioral interventions, unless clinically
contraindicated, in an effort to discontinue thesa
arugs,

§4B3 45(e)(3) Residents do not receive
psychotropic drugs pursuant io 2 PRM order
unless that medication is necessary to treat 2
siagnosed specific condition that is documented
in the clinical recerd: and

Psychotropic Med/PRN Use

|. Resident #75 suffered no adverse
effects from having PRM
psvchotropic’  antlanxicly  medication
ordered for =14 days. Resident
received only one PRM  dose of
medication during the month, per the
review, Mo adverse reactions were
noted.

2. DON/designes will conduct a 100%
quality review of residents receiving
PHEM anlianxiety medications,
Discrepancies noted will be followed
up with a notification to the physician
for clarification and implementation of
naw orders, as given.

3. DOMN/designee  provided  re-
education to el licensed nurses on
PEN anti-anxiety medications being
ordered for 14 days or less.

4. DON/designee to complete Quality
Improvement monitoring on
medication orders for appropriate time
frame, Monitoring will be conducted 3
x weekly for | month. Finding will be
reported  to the QAP Committes
monthly and updaled as  indicated,
Chuality monitoring schedule modified
based on findings.
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5483 45(a)(4) PRN orders for psychotropc drugs
are limited to 14 days. Except as provided in
§483.45(2)5), if the attending physician or
prescribing practiioner believes that it is
appropriate for the PRM order to be extandad
beyend 14 days, he or she should document thair
ratianale in the resident's medical recard ang
indicats the duration for the PRN ordar

§483.45(2)5) PRN orders for anti-psychatic
drugs are limited to 14 days and cannat ba
renawead unless the altending physician or
prescribing practitioner evaluates the resident for
the aporopnateness of that medication, [
This REQUIREMENT s not met as evidanced
[y

Based on resident interview, staff intarvew
clinical record review and tacility documentation
the facility staff failed to ensure 1 Resident # 75)
in & survey sample of 83 Resdents received as
nesced (PRN) Psychotropics medication far no
maore than 14 days,

The findings includad;

Far Residant #75 the facility staff failed to ensure
that he was free from unrecessary Psychatropics

and ordering an as neaded (PRN) medication for
more than 14 days,

Resident #75, a 52 year old man admitied to the |
facility on 92117 with diagnoses of but not

limited to Seizure disorder, tampaoral sclerosis, ‘
Aphasia. cognitive communication deficit

Symbelic Dysfunction, Major Depressive

Disarder, Anxety Disorder and injury of head ‘

On 7/2519 during clinical record review it was
nated that Resident # 75 had the faliowing orders

A BUILGING COMPLETED
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F 758 | Continued From page 45 F 758
writtan on his (Medication Administraton Record)
MAR.
Lorszepam {Ganeric for ATVAM-an Anti-Anxisty)
Intensol Concentrate 2 maf ml give 1 ML evary 2

hours as needed for anxiety :Start date 5/21/19
give until 7/23/15

Lerazepam solution Intframuscularty 2 mgd ml give
1 ML every 2 hours as nesded for seizures
Start date 52119 give untll 7/2310

Bath of the Lorazepam orders were Re-Ordarad |
on 72319 as fallaws:

Lorazepam Intensel Concentrate 2 mg/ mi give 1
ML every 2 hours as needed for anxisty give until
1121418

Start date 72315

Lorazepam solution Intramuscularly 2 mgs m! qive
1 ML evary 2 hours as needed for seizures give
until 1152419,

Sfart date 72310

O 72519 at 3:07 PM an interview was
conducted with the DON, When asked if she was
awarz of the regulation on 14 day limit for PRN
Psychatropic medications including ani-anxiety
medications like Lorazapam she siated |
understand the 14 days and | have addressed i
with him. Because of this patiants histary he
gave what he gave."

According to the Facility " Medication [ |
Management Psychatropic Medications Palicy”
Page 1-Procedure

#7 - PRN physician orders) for peychoiropic
medications are limited 12 14 days, Exczpt if the |
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F 758 | Continued From page 45 F 758
physician or prescrbing practitioner beliaves that
itis appropriale to extend beyond 14 days and
documents the rationalz in the medical record,
Tha administrator was made aware and na |
further informaticn was provided, |
F 812 | Food F'rc:u:urement,Store.-'F'repare:‘Ser'.-&Sanitar\,- F B12
s5=0 CFRis) 483 800123

§482.80{) Food safety requiremants,
The facility must -

BABI BO()(1) - Procurs food from sources
approved o considerad satisfactory by faderal.
state or local authoritiss

(i) This may include food items obtained directly
from local producers, subject to apolicable State
and local laws or regulations,

{ii} This provision does nat prohibit or prevent
facilites from using produce grown in facility
pardans, subject to compliance with applicable

| safe growing and food-handling practices.

{iii} This provision does not preclude residents

5483 80(11(2) - Store, prapare. distribute and
| sarve food in accordance with professional
standards for food service zafety.

| Thizs REQUIREMENT iz not met as evidenced

fay:

Baszad an ooservation and staff interview the
facility staff failed to distribute food in 2 santary
MANNEer on 0ne unitin a survey sampls of four
units.

The findings included:

| On O7/24/19 at 03:5% AM CNAE and CNA C

fram consuming foods not procured by the facility,

F 812 Food Procurement, Storage/
Prepare/Serve-Sanitary

I. No residents were affected by the
unlabeled, untested, requested test tray
being left on the tray cart with other
trays. This tray was not assigned to a
resident,

2. DON/designee will conduet quality
monitoring rounds to ensure sanitation
is maintained during tray delivery,

3. DON/designee  will  re-educare
employees to ensure that there are no
trays relumed to carts conlaining clean
[ravs,

4. DON/designee will conduct guality
monitoring review during meal service
. 1o ensure proper food handling and
sanitation is maintained 3xs a week for
I month, Quality  improvemeant
moenitoring findings to be reported to
| the QAP committee for a period of 2
months  for  compliance  andior
revisions,

Q82019
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FRIMTED: 08/08/201%

CEFARTMENT QF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES

5483 20(g) Resident Call System
The facility must be adequataly equipped to allow
residents to call for staff assistance through a

| cammunication system which refays the call

directly to a staff member or to & centralized staff
WOork area.

§483.90(0)(2) Toilet and bathing facilities.

| This REQUIREMENT is not met as evidencad
oy

Based on observation and staff interview the
tacility failed to maintsin a funclional call systam
for 2 of 4 nurses staticns (affecting 21 of 76
resident rooms) and 1 of 63 residants (Resident
#33) who resided an the 200 unit

| The findinos included:

1. The call system operated intermittently in tha
nursing stationse,

An assessment of the Resident call systern was
conducted on 7/25/2019. Residant call systems
are designed to provide a means of rapid

A. What actions will be accomplished
for those residents found to have been
affected by this practice?

| I Residents suffered no  adverse
allects in relation to the call systermn not
lunctioning,
B. How the facility will identify other
residents having the potential to be
affecied by the same practice.
|, Facility will conduct a 100% audit
of the call bell system (o ensure
functionality,

CMB NO. 0958-0391
STATEMENT OF REFICIEMCIES (1) PROVIOERSUPPLIERICLIA [X2) MULTIPLE GONSTRUCTION (X3) DATE SURVEY
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DEFICIENEY)
F 812 | Continued From page 47 F &12|
were both observed geing into Resident's rooms.
remoying breakfast trays and bringing them into (
the hall of the 200 unit and placing the usad frays [
onto the rack; which still contaired trays of food !
that Residents had not been served yat, [
On 072419 at 09:02 AM CHNAA remaved the
! uneaten/unserved tray off the rack and toaok it to [
the Resident in room 215, '
Mo further information was provided, |
F 919 | Resident Call Systam F 919|
55=E | CFR(s): 483 20(g)(2) | F919 - Resident Call System
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES
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FORM APPROVED
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SIATEMENT OF DEFICIENGIES (1} PROVIDERIS UPPLIERICLIA
ANDPLAN OF CORRECTION IDENTIFICATICHN NUMBEFR:

%2 MULTIPLE CONSTRUSTION

(M3 DATE SURVEY

communication between residents and sta#
members in case of an emergency or olhanviza
Call systems usually provide a light over
residents' doors to aler staff walking in the
hallways. Thare is also 2 central panel at each

I nursing staticn which tails staff whers the glarm iz
coming fram. A chime af buzzer will sound when
a call bell is activated,

On 7/25/2019 an interview was conducted with
Employee A, Administrator who stated that tha
call bell system was installed in 1972 2nd it is
difficult to find somecne to fix it,

It was noted that the system was not a wirslass
system, but uses wires that run through the
ceiling making diagnosis and repair diffcult if not
impossible,

In all nursing stations the call bell box is located
approximately 3 fast above the desk where a
nurse would sit. 1tis not lecated in a place where
the alarm would be easily seen.

In the nursing station outside the memaory unit,
tha lights over residents' docrs would come on
when the call ball was activated in all raoms.
There were no chimas activated and the lights at
the box in the nurses' station were inoperativea.

Lights outside rozms 101 and 109 were not
operable, Chimes did not werk at this parel in
the nurses' station,

All lights wersed on Wing 1, but there was ng
audible chime whean the call bell was activated,
thus staff would not be quickly alerted to a
resident problem,

C. What measures will be put in to
place or what systemic changes will be
made.

1. Mainlenance Director/Desipnee will
ensure Lhat the call bell system s
funclioning properly to meel the needs
of residents.

. How the Facility plans 1o monitor its
performance,

1. Mainlenance Director/Desipnee will
conduct weekly random audits 2xs a
week for Imonth, The findings will be
reported fo QAPL commitlee for 2
months for further action plans as
needed,

QIR0 1Y
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2. Resident #33's call light didn't indicate it was
on at the nursing station ar outside of the daar.

| with Resident #33, the Resident stated his call
Bell didn't work., This writsr, Surveyar E, was
accompanied by Surveyar G, to the room of
Resident #33. The call light was activated and it
didn't indicate it was on at the nursing station or
outside of the door.

- On O7/24119 at 09:55 AM during an interview ' ‘

At the nursing station was LPN E and she statad
they could hear an auditery alarm and knaw it
was Resident #33's room bacause it has been

I like that for a while.

On 7724119 at approximatsly 10:00am review of
tha maintenance work crder book revealed no |
repair requisition for the room of Resident £33 0
notify maintenanca of the light nof working,

On 72419 at 10:30am an interview was [
conducted with the Maintenance Director, '
Employes F. Tha maintenance diractor stated,
“theay are passing out cow bells now, | am aware
| of problem, | just hadn't made it upstairs to fix it
vat."

Reviaw of the facility policy titled "Maintenance"
stated, "the facility's physical plant and equioment
will be maintained through a program of
prevantive maintenanca and prompt action to
identify areas/fitems in need of repair

Mo further information was provided.
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