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An unsnnounced Medicare/Medicaid abbraviated
standard survay was conductad 08/18/19 through
08/17/16, Ons Complaint was Invest-gatad
during the survey. Carreciions ars required for
- compliance with 42 CFR Part 483 Faderal Long
Term Care requirgmants,
The census in this 120 certifled bed facity was
' B2 at tre time of the survey  The survey semple
congleted of 3 current Resident reviewe
{Rasidanta #1, #2 and #4) and 1 closed racord
roview (Rosident #3),
F ES7 Care Plan Timing anc Ravislon
55=0 - CFR{s): 483.21(b)(2)1)-(Nll)

- §483.21(b) Compraehensiva Care Plang
§4B3.21{b)(2) A comprahansive cars plan must
be-

() Daveloged within 7 days efter comrplation of

i the comprehenslve assassmant.

{l} Prapared by an interdiecipiinery taam, that

includes but | not fimited to—

{A} The attending physiclan

(B} A reglsterad nurse with responsiblity for the

resident.

{C) A nuree alde with respansibility for the

regldent,

(D) A member of food &nd nutritfon services staf,

(E) To the extant practicabla the participaticn of

the resicent and the rosident's reprasentativa(s).

Ar exolanation must be Inzluded in a residant’s

medical record If the paricipation of the resident

and their residant reprasentative v deteminaa
not practlcable for the davalopment of the
resldant’s care plan.

(F) Other appropriate steff or professionals In

disciplines a5 determined by the rasident's needs

P PR | Fal

F 0OC | This Plan of Correttion Iy submiited as required

F 667 | I'-687 Carc Plan Timing and Revision

under Statt and Federal lew. The facility's
shlunisslon of the Flan of Carrection does not
conptitute 4n admlsalon on the part of the Tacllliy
that the findings cited are accuratc, that the fndings
constitdte a deflclency, or (hat the scope and severity
determination It correct, Beeause the facilty mnkey
ns such admisslons, the statements made in the Plan
of Corvectlon cannot be used sgalnat the facllity In
any subsequent sdminlstrative or civil proceeding
1aken.

K1, Residcnt #3 no longer resides hu the facillty. She
wag digcharged home from the facllity ou 919,

B3 All residents could have the potentlaf to be
affected by the defielent practice, Nursing stall
reviewed the care pluns for all resddenta admiieed
within the laat 30 dayd to ensure resldends have R
developed and pocucace eare plar and no lasues
regurding the resldent care plans were noted.

#3. In-service educathon wilk be provided to the <
tnterdisciplinary tenm and licensed nursing steff by ’D
the Director of Nursing or Designee, on the facllity’s 1
pollcy and procedure for Comprelienalve Care Plans | o
intluding care plan updates and revislons. O
Eduesatlon wllf be completed on or prior 10 1071315,
The Director of Nursing or Designee will review the

eave plan for each pew resident with new orders or a O
significant change in condition at the dally ellnleal
mgeting Lo ensure the cave plans have been apdated.

#4. The Dlrecior of Nursing or Deslgnee will audie
five (1) Comprehenslve Cere Plans to ensare all
vesldenta have a developed dnd accurate care plan
including I:1 care, use of Rlsrm{s) and prychotrople

LABIRA™ O 2 R £ OR PROVIRERSUPF LR RES%'&SIGNMURE

A

other salegfdarda
following 4 d
daye ‘ollow

HolunicuiAn el

[aficisnsd stagement anding wilh an aslsisk w0 h dm}n.y whien the Inalitution may oe exeussd from corresting provid ng T r———

program partiapsian.
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FREFIX (EACK PEFICIENCY MUST BE FRECELED BY FULL PREFIX (EACH CORREGTIVE ACTION 3HOULD 8 QOMPELET DN
| TAG REGULATORY TR LBC IDENTIFYING INFQRMATION) TAG CROSS-REFERENCED TO THE ARPROPRIATE bATa
DEFICIENCY)
| | FesTiContnuedFrompegst | FES7| wuuicarions f spplleable, weekly for one 1) month
- oF 8a requeated by the rasldent. and thon menihly for twe months, Flndlngs will be
{IReviewad and revieec by the interdisciplinary reported o the Nursing Heme Administrator (NHA)
| - tear ofter asck assezament, including both the {mmediotely when policy is not adhered fo.
comprehenalve and quariarly raview ) .
gsgessments. All results and fndings of the audits will be brought
Thizs REQUIREMENT ia not mat as avidenced by DON snd reviewed {n the monthly facliity QAPI
[ by: ) meeting x 3 months gr watll compliance l¢ achleved.
: i ” . ‘ ‘ ‘ The Qualtty Assuraace Performunee Iinprovement
Bazad on staff IntEWIBW'ﬁﬂd c:lln.cgl record Caminltiee conalats af the Adminlstrator, Dircctor
rB‘IlﬂW. ihs faclllly staft feilad to review and revise ofl\'m‘uing. Asslgtant Direetor of Nurslng, Steil
the resident's comprehensiva cars plan for 1 of 4 Developrent Cooctinator, Mislmum Data Set
residents, Resldant #3. . . Coordirator, Rehabliltation Coordinator, Medleal
Director, Environmental Services Direclor,
Tha findings Ineludad: 'Admissians Directar, Dletary Manager, Social

Services Director, Actlvity Director, Médleal

The facility staff fulled to review and raviza the Reeords Direcior and Malntenance Director,

realdent's CCP (Comprahensiva Care Plan). The
resident’s CCP did not include the readent's 1:1
care, had alarm, or the resident's psychotropic
madicatior,

Completion date: November 4, 2019

4

This was = closec record ravisw. The clinlcat
reco-d wag raviewsd an 08/17/18.

Tha rasldent's face sheet revealed that Resident
#3 had been admitted to the facility on 0B/20/18,

This fage shest included the diagnoses, cersbral ‘
Infarct, hemiplegla, demantia, catecarthrliis,
ahxialy dlsardar, hyperiansion, dysphagia,
muscle waakness, unsteadiness on leet.
gbnormaiitles of geit and mobility, anamla, and
racaatad falls.

Section C (Cognitive Pallemns) of the reeldant's
admisgion MDS {(Minlmum Data Sat) absessmant
with an ARD (Assosamani Referance Date) of
08/27118 Includad a BIMS (Brief Interviaw for
Mantal Slglus) summery scorm of 7 out of &
posslble 15 pointe. Sactton N (Medlcations) was .
codad to indicate the Resldent recelved :
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aniipaychetic medications. Saclion P (Alarms)
was coded to indicete the Resident used g bad
alarm daly.

A raview of tha resldent's "Departmental Notes"
revealed that the Facllity placed @ 1:1 ataff with

this Resldant on the date of sdmismion (0B/20/19)
due ta " ..conlusion snd attempta to get out of the
bed and attampt 1o stand., " Thase deparimental
notes revealad that Resident#3 had a 1:1 in

placa on C8/20, DR/21. 08/22, 08/23, and 08/28.

The clinical record inciuded a physicians
lalaphona ordar dated 08/22/18 for tha
antipsychotic madication "Sarogquel 25 mg po {by
mouth) BIG (twice & day) prn (as needed) for
anxisly x 7 days. Bed atarm while in bed for

+ safety.” The gerogual was changad 1o "Seraquel
| 60 mg po BID..." on 08/23/19.

A review of tho residant's CCF revealad that the
razidani's care plan was not rovised to Include the
11, antipsychetlc mavication, or the bed alarm.

On 0811719 at 12:45 pm,, during an Intorview
with tha DON (Director of Nursing) and
adminiatrator. The DON verballzed to the
surveyor that the resident's 1-1 cars was a
nursing intgrvantion and there was nat gn ordar.

On 09/17/18 at 12.25 p.m., MDS nursa #1
rendewed the CCP with tha ebrvayor and aistad
that ehe wag nel awars the Realdent hada 1:1. In
regards to the bed alarm and antipsychotc
madication, MDS nurea #1 stated that these two
itemz wera "not thare.”

On 00ATM0 ot 380 p.m., tha adminigteatre ann
DCN ware natifisd of the iasua regarding tne
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1 §483.28 Quallty of core

Quallty of care is a fundamantal principle that
applies to all fraatment and care provided to
facility residents. Based on the comprehenslve
assegsment of a resident, the faclllty muet ansure
that residants racalva treatment and care In
accordarce whth professional standards of
practice, the comprahaneva parsan-centarad
care plan, and the residantg’ choices.

This REQUIREMEMNT ia not met as evidenced
by:

Based on observation, slaff inferview and clinical
recors reviaw, tha fazility staff falled to ensure
that @ resident racalve traatment and care by
feliowing & phyalcien's ordet In ragards to @
surglzal sile for 1 of 4 Residarts, Rasidant #2,

Tna findinga Includad:

The facility staff failad to provide a protective
dresalng to a surg-cel sile g% ordered by the
prysician,

The Res'dents face shee! revealed that Rasldent
#2 had been admitted to tha Facliity on 08/12/19

Thars was no completed MDS (minimum data
aat) aswessment for this Reaident. Howevar, the
Recgident wys alert and crientated 1o parson,
place, and tima. 7 she

#1, The surgleal slte dressing for resident #2
was changed by the wound ¢are nurie an
4/16/19 and o adverse effects were noted.

B2, The wnund care nurle completed wound
care:treatments on 16712 Tor all revidents
with grders [or wonnd care / treptments and
no other residentin) were affeited. The
Asslatant Dirceter of Nuraing audited all’
Treatment Adminlstratlon recordy on ¥/17%/19
and no other lgsues were noted related to
wonnd eare/trentinients,

#3, In-service education will be provided to
the Ucensed nurstug stail by the Director of
Soraing or Designee, on Lhe incility's policy
and procedure for Wound Cave Including
physitian's order, care plan, procedure and
documentation. Education whll be completed
o oF prior o W/1HL9,

#4. The Divector of Nuvslng, or Desigoee will
sudit Mve {5) residenty recelving wound care
tncluding documentaton weekly for owe (1)
mnnili and then monthly for two (2) months

10 ensure resldenis recelve trestment and care
a3 erdercd by the physician and that treatment

15 documented based on faellicy policy. Findlogy

will he reparted o the Nursing Home

Adminlstrator (NHA) immed|aiely when policy

|s nnot adhered to.

All resulis anit fludings of the audits will he
brought by DON and reviewed in the monthly
Incility QAPI meeting x 3 months or antil
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F 657 | Continued From pags 3 F 867

ragident's care plan.

Mo further Information ragarding this Issus was !

ptovidad to the surveyor prior to tha exit

conferance on 09/17/19.
F 664 | Guallty of Cara F 884| 684 Quallty of Care
ag=0 | CFR(3); 483.25
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PREFIX
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ESUMMARY GTATEVENT OF DEFICIENZIES
{EACH DEFICIENCY MUST 9= PRECEDED BY FULL
REGULAYORY O LAS IDENTIFYIN INFORMATION)

) PROVIDER'S FLAN OF CORRECTICH )
PRESIX (EACH SOIRZCTIWE ACTION SHOULD BE COUPLETION

TAG CRCH5-REFERENGED TO THE APPRCPRIATE bare
DEFICIENCY)

F g84

Continueu From page 4

The facllity providad the survayor with &
document tided "Diegnosis/History" that ncluced
e falicwing diagnoees nypothyroidism, pressura
ulcer stage 2, muecle weaknaas, flbromyaigia.
osteoporosis, and fracture lowar end of femur.

Tha resident's clinical racord was reviewed on
09/16 and 09/17/18.

Tnig clinical recore Included a phyaicians order to
"CHANGE. DREESING (GAUZE AND ACE
BANDAGE) ONCE DAILY EVERY OTHER DAY."
The arder date was documentad as 08/12/18.

Thig arder had been transcribed to the TAR
(trealment administration racord) to bs complated
every other day at 7:00 a.m. A revisw of the TAR
revealed that the nurelng staff had not
documanted they had complated this treatmant
an 0914 (Saturday).

The resident’s care pisn included the probiem
area eurglcal waund. Approaches Inciuded, but
wara not limltad to, treatment(s) as ordered by
Physician.

On 08/M17/16 at approximately 8:25 a.m., during
an interview with the wound care nuras, this
nurse varbalized to ihe survayor that sne alwaye
initlaled and datad har drassinga. Tha wound
care nurse then statad when she changed the
dreesing yeetardav (09/16/15) the dressing was
siili in'place from Thuradey (09/12/19) and that
ihe dressing shoukl have been changed on
Saturday [09/14/19).

Tha dresaing end ace bandage were obeerved to
bé In place when tha surveyor obeervea wound

F 684 :
compliance [s achleved, The Quality Amsurance

Performance Inprovement Commlttes conslsis
af the Adminisirainr, Director of Nuralng,
Awslstrnt Direetor of Nursing, Seaif Development
Coordlmator, Minimum Data S¢t Coordlnater,
Rehahilitation Coardinator, Medleal Director,
Eavironmental Services Director, Admissions
Direttor, Dictary Manager, Social Services
Direetor, Actlvity Direcror, Medlcal Reeords
Divector and Malnfenance Director,

Completion date: November 4, 2019
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DEFICIENSY)
F 634 | Continued From page & F 604
cara ah 08/17/19 at 8:15 a.m,
On 09/17/19 at 1:42 p.m., the wound care nursa
verballzed {¢ the survayor that this was just &
praveniative dresaing to protect the resident's
sutures from her Immobilizer,
The DON (Directer of Nurslng) was notlfled of tha
isuae regarding the residente wourd care on
09/17/19mtBaCam.
On 08/17/18 at 2:50 p.m., tha adminlatrator and
DON were notified of the issue regarding the
resident’s wound cara,
The huree that would have besh responsibls for
completing this raatmant over the weskend was
not working during the time of the aurvey and was
not Interviswead.
No further Infarmation regarding this Issue was
provided to the surveycr prior 1o the exit
conference on 08/17/19,
F 686 | Treatmant/Sves to PrevantHeal Pressure Ulcar F8BB| P 496 Treatment/Svey, to Prevent/Heal Pressurs
Sgab | CFR(s): 483.26(0)( ()1 Uleer
§483.26(b) SKin tntegrity #1, The wound treatment for resldent #2 way
§483.25(h)(*) Presstre ulcers. administered by tie wounrd care nurse an
Based o:,n the comprehsnaive aezessmert of @ Y1649 and no adverat ellecis were noted,
rgsidsnl“, tha facility must ensure that- #3, The wound tare nurse eompleted wound
(1} Arasident recelves cera, conalsient with care/treatments on Y16/t9 far all venidents
profasalonal standards of praclics, to prevent with orders [or wound cece / breatmsenis and
prasaurs ulcers ana doas not develop pressure ln)tl' ofher r;s‘l‘dent(s) were affecécd. The Assintant
; " ) rictor of Nursing audited all I reatment
uleara unbess the Individual's dinlcal condition Adminirstignrecardnon T and noot e
demenstratas that thay ware unavoldable; and Insues were noted related w wound
(I A resident wilh praseurs uicars receives eurc/ircatmenty,
necessary treatment and savvices, consiatant
w th professlonal standards of practice to
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F 685 | Continued From pape 6 F686( g, In-service education will be provided fo

promote nealing, prevant Infection and prevent
new ulcers from developing.

This REQUIREMENT is not mat ag avidencad
by:

Besed on ohsarvation, ataff Interview, resident
intarview, and linical recard review, the facllity
steff fulled to ensure thal necessary treatment
and services were provided throuph physiclan
erdarsd wound care for 1 of 4 Tesldants, Resldeni
#2,

Tha findings Included:

The facility staff falled to pravide a phygician
arderad waund treatment for a atege Il pressura
ulcer. The facitty nuraing steff felled to epply
betadine to tna resident's prassure ulcer.

The resioent's face sneat rovealad that Residenl
#2 had bean admitted ta the facility on 09/12/19,

Tha facilily provided the surveyor with a
document titled "Diagnesis/History" that Includead
tha following dlagnoses hypothyroldism, prassure
ulzer eiege 2, muacle weakness, fibromyalgia,
Dstebpqroi_ls. ahd fracture lcwer and of femur.

The resident's clinizal record was reviswed on
09/16 and 08/17/18. "

Thare wae no complatad MDS {minimum data
aet) assessment for this resident. Howaver, the
rag dent was alart and orlentated to peraon,

_ Plage, and tme.

This efinlcal record included & physician's
telephone order dated 08/13/10 1o "Apply
Betadine to Stage |1 on base of (R) thigh, Leave
opeh to alr.”

the [{censed nursing siaff by the Divector of
Nursing ar Deslgnec, on the facilley’s pallcy
and grocedure for Wound Care Including
physicinn't order, core plan, procedure and
dotumecntation, Education will be completed
on or prior wo 10/14/19,

#4. The Dircctor of Nurslng or Destgnee will
audlt Nlve (5) residents recelving wound carc
ineluding documentathon, weakly for ane (1)
nonth sad then monikly for (wo (2) months

to ensure residents recelve treaiment and cure
a6 ardered by the phiysiclan and that irentment
& documented bayed on facility policy Findings
'will be renarted to the Nursing Home
Adrduletrrtor (NHA) inmediately when policy
|9 not adhiered to,

All resulty and fludings of the audits wiil be
brought by DON and reviewed In the monthly
facitity QAP wmeeting a1 J months or until
complirnce i nchleved, 1'he Qunlity Assarance
Perlormance Improvement Committes conslats
of the Admilalstrator, Divector of Nursing,
Asslstant Divector of Nursing, Siaff Development
Coordinatar, Minlnum Data Set Coordinator,
Rehahilitalioa Coordinator, Medical Director,
Eaviranmental Services Director, Admlwions
Director, Dictary Manager, Socisl Services
Dirgctor, Achvity Director, Medical Records
Director and Malntenance Director.

Completion cnee: November 4, 201
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BTATEMENT GF DEFICIENGER (X1) PROVIDER/EIPPLERICLIA (2} WU TIRLE CONGTRUGTION (X3} DATE SURVEY
AND PLAN OF CORAECTION IDENTIFICATION MUMBER. A BUILDING CONMPLETED
c
458338 8. WING 09/17/2019
NAME OF PROVIDER QR SUPPLIER ) BTREET ADDRERS, CITY, TATE, AR CODRE
400 WALDEN RDAD
RACGE HEALTHCARE OF ABINQDON
HRARE ABINGDON, VA 24210
(5. 23% [p] BUMMARY STATEMEN™ OF DEFICIENCIES 1] PROVIDER'S PLAN OF CORRECTION E)
SREFIX {EACH DEFICIENCY MUAT BE PRECEDED 5Y FULL PREFIX {EAGH CORRECTIVE AGTION SHOULD BE COMFLETON
™G | RESU_ATORY OR LSC IDENTIFYING IMFORMATION) TAQ CRO3IS-REFERENGED TO THE APFROPRIATE BATE
i DEFICIENZY)
F 886 | Continued From page 7 F é86

This order had been tranacribad to the TAR
{trealment administration record) to ba completer
dally at 7:00 a.m, A raview of the TAR revaslad
that the nureing staff had not documented they
had completed this treatmert on 09/14/19
(Saturday) and 09/15/13 (Sunday).

The residents cara plan includad the problem
area prasesurs ulcer stage Il right thigh
Approaches includad, but were not limited 1o,
treatmeni(s) @ ordered by Physician.

Durlng an imary ew with Resident #2 on 08/17/19
at 820 am., Resident #2 varbahzed 1o the
survayor that she did not recell anyone putting
beiadineg on har leg.

Cn 09417719 at 8:36 a.m., during an interview with
1hs wound care nuree. The wound care nurege
utated the ordar was In the proceas of being
changed over to skin prep, she did not work
waskends, and ihe fleer nurses were responsible
for the woand care on weakenda,

The DON (diractar af nursing) was notified of the
leaus regarding the resident's wound care on
08M7M9etB40am,

Priar to clbsetving wound care tha urder was
changed ta read, "APPLY SKIN FRERP TO
STAGE 1| TO BACK OF RIGHT LATERAL THIGH
EVERYDAY UNTIL MEALED."

On 081712 at 9:15 a.m., the surveyor ebserved
the wound care nurse spply skin prep (¢ the
stage |l preasure ulcer. This aree was obgerved
to be closed with no drainage,
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORIM APPROVED
CENTERS FOR MEDICARE & MEDICA! MB NO. 0938-0301
SYATEMENT OF DEFICIENCIES (X1) PROVIDESVELPPLIERICLIA {¥2) MULTIPLE CONSTRUGTION (%3} DATE BURVEY
AND PLAN CF CORREGTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
55
485230 B.WNG 08/17/2019
NAVE OF PROVIDZR OR BUPFLIER BTREET ADDRESE, CITY, KTATE, ZIF COOE
GRACE HEALTHCARE BINGDON AR MALDEN AR
CAREQFA ABINGDON, VA 24210
(4340 SUMMARY STATEMENT OF DEF(CIENCIES ) PROVIDER'S PLAN OF CORRECTION Ke
PREFIX (EACH DEF CIENCY MUST BE PRECEDZD BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD 5& CIMPLETION
TAG REGULATORY DA LAS IDENTIFYING INFORMATION; TAG CROIS-REFERENCED TO THE APPROPRIATE CATE
OEFICENGY)
F 586 | Cantinued Fram pags 8 F 688

T+ nurse that would have been respenalble for
complating this treatrent over the waakend was
not working during the tims aof the survay and was
not Intsrviewad.

Or 09/77/16 at 2:60 p.m., tha adminlstrator and
DON wars notiliad of the issue reganding the
resldent's wound care.

No furthar infarmalion regarding thls ssus was
provided te ihe aurvayor prior to the exit
conferance on 08/17/19
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