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An unannounced MedicareMadicald abbreviated.
standard survey was conducted 11/18/19 throygh
13/21/10, Corretiions are required for

compliance with 42 CFR.Parl 483 Fedaral Long This plan of correction is
Term Care raquirernents, Two edmplalris werd el
investigated turing the survey, : . respectfully submitted in
The census i this 120 seitied be facly was: response to deficiencies cited
107 al th:ia time of the aurvey, The'a;uv_ey‘:g_amblé on November 18-21, 2019
cohsisted of 7 current Residents reviews ‘ . y
{Residents #1 through #8) and 1 closed record complaint survey. This plan of |
- 530 L‘V‘?W Ifﬁt?h::’eﬂf #Z)j ek _)‘ - correction constitutes a written
30| Notify of Chanigas (Injury/Decllie/Room, éte; 580 ; .
$5=D CFR(S): 483.10(@)(14)“)-(}\’)(1 5) a"egatlon OfSUbStantla'
‘ NPT : omplian i
§483:10{g)(14] Notiication of Ghanges; compliance with the Federal
) A-Tgc_i}itymu.stfimir_tr;,ﬁmﬁtﬁl!-‘l,mqrn'ith‘a residerit; - Medicare and Medicaid |
consult with 1he resident's physiciany and rintity; ' : G
consistent wilkk his or her avthority, the resident requirements. The submission

representalive(s) whan there [5-

epresantalive(s) L of this plan of correction does
{A) An acoldent [nvoiving the residerit which

resulls Ininjury and has the potential for requiiing not constitute an agreement
physiclan inlervention; ‘ ha i am :

(B) A cignifizant ohangs i the reeldent’s physical, t - tthe def.la‘encnes exist, nor
rantal, or psychosoclal status {that is, a Is it an admission that they
delerlofation irhealth, mental, or psychosocial . . -
stafus in eifher lfie-threatening conditions or | existed. Itis an expression of
clinical ¢omplications), L the Facilities desire to fully

{C) Ansed o alter treriment significantly (1hat Is, : . )

& naed 16 discontinue an existing form of comply with the Medicare and
ireatmeht'.duqztﬁ ad\(erse consequeqces, orto Medicaid requirements.
commence & hew form of treatment); or

(D) A decisien to transfer or discharge the
rosident fram the tacility as speciiled in
§483.15(c)(V)(il).

(Il) When making notification under paragraph (g)
{(14)(i) of this saction, the facillly must ensure that.

LABORATORY DIRECTOR § OFR PROVIDEA/SUPPLICR REPRESE VE'S BIGNATURE TITL

£ Lo ___1xfifs

Afy deficloncy slalerment ep: h an aslerisk (*) denoles a defidency which the nstilution may bae oxcusuf Iram correcling providing # ls detenmined that
oth:r sah@m,tds pr lolenY protegiion to tho) patlante. (Sea Insituctions.). Excopt fos nursing homes, tha indings statad above are disclosable 9&_091?
following the data ol survay whethat or nol a plan of correction |s provided. For ntirsing homes, The abova firdings and plans of aomrection a:e dsdosam;d
duys following ™a dale thase documams are made avatabla lo the facility. Il deficlenclas are clied, an approved plan of comection is requlsite 1o Tonl
program participalion.

e A A % . i s ——
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c
488330 B, WG o % 112112019
HAMA OF PROVIOEA DR SUPPLIER STAEET ADDAESS, CITY, 6TATE. ZIF CODE
GREENBRIER R \ 1017 GEORGE WASHINGTON HIGHWAY NORTH
RIER REGIONAL MEDICAL CENTER CHESAPEAKE, VA 2032
fryi0 SUMMARY STATEMENT OF DEFICIENCIES iD PACVIDER'S FLAN OF QDRAEOTION )
AEFIX (EACH OEFICIENCY MUBT BE PRECEDED BY FyiL PREFIX {EACH ODRRRGTVE AQYION BHOULD B COMPLENON
TAQ REGULATORY OR LBC IDENTIFYING INFCRAMATION) TAG CAOBE-REFERENCED TO THE APPROPAIATA oATE
DEFICIENGY)
F 000 | INITIAL COMMENTS F Q00
An unannounoed Medlcare/Medicald abbrevialed
standard survey wag conducted 11/18/1% through
11/2110. Corraollons ara required for
compliance with 42 GFR Pan 483 Fedaeral Long
Term Care requirements. Two campleints were
investigated during the survey.
The ceneus In this 120 sartilled bed facilly was
107 at the Ume of the aurvey. The survey sample
aongfsied of 7 current Residents reviews s
(Resldents #1 through ¥6) and 1 closed record
reviaw (Rasident #7).
F 580 | Notify of Changes {(njuryDacline/Room, etc.) F 680|F580- Notify of Chaages (Injury/ 1212318
§8=0 | CFA(s): 483.10(g)14)(1)-(iv){15) Decline/Room etc.)
§483.10(g}{14) Nolification of Changas,
() Afacllity must tmmediately Inform the resident: L~ Resident #5 face sheet has been
concult wilh the resldent's physlalan; and noflty, updated with the correct address of the
conelsient whh his or hor aulhorlty, the residen i Resldent Representative on 12/05/2019.
represaniative(s) when (hara le- i ; %
(A) An accident Involving the reeident which esident ¥y disctmrged fomfulioy o
resulta In injury and has the polentlal for requiring 11/04/2019,
physiolan intervention;
(8) A signilicant ¢change In the resident's physical, 2. Quality Monitor of current
mantal, or payohosocial s1ats {that is, 8 1 ;
delerioration In healih, mental, or psychosocial facility residents to cnsure face sheets
slatus in eRher life-threatening conclitions or reflect accurate addresses (moiling and
clinlcal complicatiana); email) and phone number of the
(C} Aneed to alter trastmant signilicanily {Ihat s, ' restdent representative, completed by
& nead 10 discontinue an exlsting form of
{reatment dus to advarse consequences, or to the Director of Soclal Services snd
commence a new form of Iraatment); ot Soclal Services Assistant. Follow up
(D) Adecision ta transler or discharga |he based on findings
residenl from the facllity as specitied In
1 §483,18(¢)(1) (D),
(ii} When making hollfleation under paragraph (g)
(14)()) of this asstion, tha {aollity misl enaure that
LABORATORY DiRt o TTLE '(F‘ BATE

P a5 A VT i g

Any deficlancy stslemani en Ih an gseaflak (*) denoias o deficienay which the Insiliullon may bie sscuded (rom correcling providing 1t s delermined thel
othar saleguarda provi !lWﬂlm io e pallonts. [See Inalrucilons,} Bxoapl fo ursing homas, Ihe (indings alaied abova are disciosatiy 80 deyd
[}

lollowing ihe dula of 7 ot nal & plan of covgction |y providad. Fof nuseing homes, tha above findings and plana ol corrsolion are daciosabla 14
duye loliowing Ihe date TReae documenis e madc avalisble 1o the achity, If daficlsncles are chad, an approved plan ol correciion ts raquishe 1o conunued
program panicipation,
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STATEMENT QF OEFICNINCIES X1} PROVIDEWSUP! LA )
AND PLAN OF CORRECTION Y Inemwncmoupﬁ:fnmm f:’;:t:::j CONBTRUGTION Mggﬁfé’r%“
c
495330 BWING __ Rp— 1:“21’201
NAME OF PAOVIOER OR BUPPLICR ETREET ADDRESB, CiTY, 8TATH, 2iP CODE
1017 GEORQE WASHINGTON HIGHWAY NORTH
GREENBRIER R
EENBRIER REGIONAL MEDICAL CENTER CHEBAPEAKE, VA 23323
(Xq o EUMMARY GTATEMENT OF DURICISNGIBS D PROVIDERS PLAN OF CORRBCTION pom
PRBFIX {BACH ORFICIENCY MUST Bl PRECTDED BY PULY PREFIX (EACH CORREOTVE AOTION aHAULD 88 COMPLRTION
YAQ AEGUIATOAY OR LAC IDENTIRYING INFORMATION) TAQ ORQBU-REFBRENOED TO THE APPROPRIATE BATD
DEFICIENGY)
3, The Director of Socia] Services
F 680 | Continued From page 1 F §80| and Socisl Services Assistant re-
all partinent intarmatlon specliied In §483.15(c)(2) educated by Director of Nursing
::h::?:l::b and provided upon requast o th ensuring that the residents face shest is
(iil) The tacility must also prompily notify tha updated to reflect the current address
resideni and (he residant reprasaniative, if any, | {(mailing and email) and phone
r:;‘: “}11"" ls. o assi ; number of the resident
changa in room or roommats assignmen :
as epacilied in §483.10(s)(6}): or representative(s).
{B) A change in resident rightg under Faderal or
Stale law of regulalions as spacitled in paragraph 4, The Director of Social Services/
h'))(]r%) °" "':{l'[;ec“"'"- Sl | Social Services Assistant/designee to
v) The facliity musi record and perlodical
undake Iha addross (mailing and email) and conduct random qualty monlt:rlng of
phone numbar of \he resident resident (ace sheets to ensure the
representiative(s). sddress and phone number of resident
$483.10(g)(18) representatives are updated/accurate 3
Admisslon {o a camposlie distinct pan, Atacility X w::ld_y x 2 weeks, 2 x weekly x 2
that [s & composlie distinct parl {as delined in weeks then weekly and PRN as
§483.5) mus! disclogs In lls admlsslon agreament indicated.
its physical configuration, inciuding the various Findings to be reported to QAPI '
localions {hat compriss the composite distingt P I
i pant, and musl specily the policies that apply to committee monthty and updated os
1oom changes belween its dilferent iocations - indicated. Quality monitoring
under §4BS-I1 -‘2;} (9). donced schedule modified based on findings.
This REQUIREMENT Is not msl as evidence -
by: 5. Allegation of CompHunce 12/23/201
Based on & complaint Invesligation, ¢iinical !
record review, stafl and resident Interviews, and i
facility documentallon review, the faciiity atalf |
falled 10 ensure thay parlodically updated the i
addraes and or phone numbser of tha residanl's
representalive (RR} lor 2 of 7 realdants n Iha
survey sample (Healdenis #S and #7).
| r
The lindings Inclyded:
I'1. Resident #5 was admitted 10 the nursing facilily :
, on 8/30/14 whh diagnoses Ihet included high ! i
FORM CME-2567{02-08} Previous Vasalans Ohsaleln Fvpnl ID;WK2217 Faolllty 10 YADQAY It gontliwakon sheal Pags 2 of 15
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495330 BowiNg - 18/21/2019
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CHESAPEAKE, VA 23373

1017 QEORGE WABHINGTON HIGHWAY NORTH

X4y i BUMMARY ATAYKMENT OFf DEMICIANGIES 1 PROVIDER'S PLAN OF COHAECTION )
PHEFIX {EACH DEPIGIANOY MUST RE PATCEDED BY PYLL PREFDY {EACH CORRECTVE ACTION SHOULD 9E COMPLETION
TAD REQULATCAY OR LEC IDENTIFYING INFORMATION) TAG CROBS-AEFERENCED TO THE APPROPRIATE Late
DEFICIENCY)
F 5801 Conlinuad From page 2 F 580

blood prassurs, anamia, Type 2 diabsles mellilus
and stroke,

The resident's mos! recent Minilmum Dala Sal
(MDS) assessment was a quarerly daled 10/6/19
coded the resident with a 15 out of a possible
score of 15 on the Brisf Interviaw for Mental
Statua (BIMS) which indicaled the residen was
Intact with ihe necessary sklils (or dally declslon
making.

Resldent #5 had a resldent repressniative who
was also her medioal and {inanalel powsr of
atlomnay, as well a9 amargenay conlact. The ince
el?m wag not updated with the corract addrese of
1he RR,

On 11/24710 at 11:20 a.m., during an interview
with the Direator of Social Services (D8S) and the
Assislant S5, (hey stated all lace sheets should
be reviewed and updated as needed with the
correct address and phone number, They &lated
care plan invitations ara mailed (o familles as well
s resldents. They could nol produce any care
plan lsllers that hed been mailed lo the KR
although they said they knew the AR had
reosived them because he came (o vislt dally and
tllended the cave plan moolings. Thaey statad

sheal with hle coiract address. The DSS elaisd
the AR's addrass needed (o ba updeled becauss
ha was In charge ol the alfalrs of Resident #6 and
there may be documents olher than care plan
leltars to mall 1o him, plus it was a8 requiremant,

tha Adminigirator, Senior Adminisiralor,
Administraler in Iraining, Dlreotor of Nursing

they cailed the RR on 11/20/18 and was awalting |
@ ¢all bwck so they could updats Ihe resident tace

On 11/21/19 a1 2:50 p.m., during a debrieling with
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I Mo ' SUMMARY STATEMERT OF DEFICIENCIES [|#) PACVIORA'S PLAN OF CORRBOTION (L1]
;. PREPIX {EACH DEMICKENGY MUST BE PRECEDED BY FULL PREFIX {BAGH QORRELTIVE ACTIDN §HOULD B GOMPLETIDW
TG REGULATORY DR LEC IDENTIFYING INFORMATION) YAQ QROBB-AEFERENQED TO THE APPROPRIATE nATE
; DERICIONEY)
F 580} Conlinued From page 3 F 880

(DON), the Reglonal DON and DS8, the
aforementionad issue was brought 1o thelr
atianion, Ne furiher Information was presented to
' {he gurvay leam prior to exll,

2. Resident 17 was originally admitied to the
facllity 10/13/18, and was dlacharged Irom the
nurahg Inollily to mn scute cara hosphtal 11/4/10,
fResldent #7s dlagnoses Included alrial fibrilation,
Parkineon's disease and dementia.

The quarterly Minimum Dala Sel (MDS)
asanssment with an agesssment relarence date
(ARD) of 8/18/18, codad |ha resident ac
compleling \he Briof Interview lor Mental Stalus
{BIMS) and scoring 7 out of & possible 18, This
indicaled Resider #7'v coguiiive abilllies for dally
decision making was saverely Impaired, |n

. gection “G* (Physloal funotiening) the resldant
wes coded as requiring total care of two people
with transfers, lolal care of one person with
Iooomaotion, dresaing, tolleling, personal hygiens,
and bathing and limilad assistance of one pereon
: with eating.

l Residant #7's admission MDS asseeament dated
10/20/16 also codad the BIMS score as 7 out of &
possible 15. Funher review of the clinlcal recerd
ravaaled on 10/13/16 the resident signad \hal she
has discussed Iha advanced direclive lacllily

: policy and thal the resident had not completed an ,
i advanced direclive. ) i
Review of the local acule care hoapltal notes
daled 11/4/19, sialed the previder's biggest goal
wae 10 verlfy the resident's code status with the
faN! of kin yul the amergency contact |nflormatien
- provided by the nuralhg faclity wasn'i an :
emargency conlact. The individua) contacled | : L

i

FORM CME-207(N2.H3 Pravinus Vemisns Ohaolala Evenl iIDyWK221| Fadlity I0; YADOAR Il conlinuatian ahas Paga 4 of 18
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1X4) 10 SUMMARY STATEMENT OF DEFICIENCIES n» PROYIDEA'S FLAN OF CORREUTION 16
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F 880 Conlinued From page 4 F 580

Kentilled themasives ae a prior caregiver who
didn't have oontact Informatien tor & familly

| mernbar or anyona who could meke declsions on
behalf ol Resldent #7. The provider stated the
nursing tacllly was contacted and they had no
additional information 1o offer therefore; risk
managamand, the elhics commhies and palialive
care ware conlacted 1o ald In making a desision
regarding Reeldent #7's code slalua since no

| next of kin cartact Information wae avallable.

Raviaw ol tha rasldent's face shes! revealad an
emergency contacl's name end phone number
but rio addrese, Tha relationehip 1o the realdent
was documenlod a8 eon-in-law, The original face
sheet completad Lpon admisalon had tha sams
name [or the emergancy contaat bui the peron
was [dentifled ae & friend,

An |nlerview was conducied wilh 1he individual
ligted a3 the emergency contact an /20419 at
approximalely 2:45 p.m,, The Individual elated
" she waan'l the amergancy contact or a family
mambaor. The individual staled tha resident
reslded at an assisted living facility prior (o )
| transtarning to the nureing faclily and she was o
* careglvar 1o tha resident at the asclsted living
 tacllity. Tha Individual stated ehe accompaniod
tha resident to the nuraing facity and laft her !
name and phons number In the svant the nuraing
tecliity would require addillonal Information from
* the asglisied living tactilty. Tha Individual stated
ovar 1he years the nursing facllity's s\aff has
i conlacled her {or varlous ressons and she
i Informad them tha! she wasn't Lhe powar of
. allorney and nelther a relallve. Tha Individual
further explained the residenl had only one child ;
who way deceassd and the chiid's wife was _ i
, decsased, the son and wile had only one child ; i

FORM CMS - 2567(02-90) Provinua Varalons Ohaoloty Evant K WK7214 Fuglity 10; VAOUdS If condinustion shast Page 8 of 18
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c
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TAG . REGULATOAY OR LAC IDENTIFYING WFORMATION} TAQ CHOE-REFBARNOED TO THE APPROPRIATE DATE
( DEPCIENGY)
F 580! Continued From page 6 F 660

| (name of the child) and that parson resided In
' (name of tha siata) 2and was the resldent's power
of atiorney and grandacn, Tha individual etaled
when she had accees o the resident's agslsted
[Iving records tha grandson's phone numbar was
providad 1o tha facilty's slall but over the years
{hay have continued to call her inslead of
updating the racord, The Individual made it clear .
i lhat ahe no longer had the phone number for the [
resldant's powsr of allorney/grandson :

Review of the saclal aarvica nolss from 11/7/17 to
. current [n the clinical record revealed notes
staling the resldeni recelves support from family,
other noles statad resident's famiiy vislts often,
family didn't respond to oare pian letter nor did
they call, omre plan reviewed, resident and lamlly
 Invited both dide't atland,

| A Interview was conduoted 11/18/19, at 2:30 o

| .0, with tha Social Sarvice Asslalant (SSA). The

] S9A slated she had worked at the facllity savan
ysars and sha had never heard of any family

: visiting Raaident #7 and she had nover spoken

_wilh anyona who identified themsalvas as a (amily

| mamber, only the amargency contac!

| documentod on the recident's face sheel.

- An inlerview was conducted 11/20/19, at 320

 p.m., wilh the Diractor of Social Services (DS8). |

i The DS3 stated sinos ahe began working &l the !

 fecilily in July 2019, they were reviewing face : -
yhesls and updeling them as concerns were

| Weniliied. The DSS stated they had a phone

{ numbar for Resident #7 but no addreas. This had

" not baan |dentllled as 8 congern until survey taam
broughl H 1o tha!r stisntlon. The 0S8 slated Il was ;

“ imponant (o have addresses so they coutd mail :

| information and documaents to iha rasponaible | |

FORM (5256710290} Pruviovs Versiona Obssinge Event ID;WK2Z11 Faulily 10: VAQQ4] it continusiion shae! Pags 8ol 10
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NAME OF PROVIDER OR SUPPLIER STREET ADDREES, TITY, STATE, ZIF CODE
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04} 1D SUMMAAY STATEMENT OF DEFICIENCIES D PACYIOEA'S PLAN OF CONRBETION 2
PREFIX [EACH DEFICIENCY MUST BE PAECEDED BY FULL PAEFIX [EACH CORAGCTIVE AGTION SMOULD BR COMALETION
TAG MEQULATORY OR LG IDENTIFYING INFORMATION) TAG GROSE-REFEMENGED TO THE APPROPAIATE bate
| DEFICIENGY)
1
F 580 | Conlinued From page & F 680
party. The D36 also etmted no ong had informed
her the Indlvidual on the resident's {ace shee!
“waan the resldent's rosponalble pany or relative,
On 11/21/19, at spproximalaly 2:80 p.m., the
; 8bgva Iindings were sharad wih tha
- Administrator, Diractor of Nuraing and the Nurse :
| Consultant. An apportunity was glven for tha i
faollty to present additional informatlon b none
was pravidad.
F 745 Provislon of Medically Related Soclal Service F 7451 F745. Provision of Medically Related 112/23/19
S8l CFH(S)Z 48340(d) Social Service
§483.40(d) The fnolillr muat provide
: madicatly-relaled soclal astvices Lo attaln or IR Resident #6, The Director of
m!::nlﬂ‘ﬂ ;:0 highest rr;oﬂoablo phwlclllamh‘il Soclal Services and Administrator met
and peychosoolal well-being of sach resident.
This REQUIREMENT la not mel as avidenced with & potentlal guardian on 12/4/2019
! by and has [nitlated the process for
Based on a aomplaint Investigation, allnloal : obtaining guardianship.
reoord review, stefl interviaws, and facillty Resident #7 discharged from facility on
dooumantalion rgview, tha feallity stelf talled 1o 11/04/2019
' previde madiaally-related aoolal earvices {o : ’
« [denlify and assist 2 of 7 res(denis (Resident #8 '
| And #1) 16 oblain an advocate to maintain their ! ¥ Quality Monitor of current
wall-being, ‘ | | facility residents to ensure each have
 The findings include: | an appropriate advocate/ Resident
: Representative, complated by the
:’ . Resident #6 was admi‘t‘md on 1/3/18 with Director of Social Services /Soclal
iagnosea thal includad dementia, majur esignee. Follow u
, depressive disorder, delidum, anxlety disordar, i ierviicea ﬁ;;’glt sniiesg g
hean disease, alrial libriliatlon, eslzure disordar : : PARCH A iindings.
and penerallzed musole weakness. The realdent
. was ourranlly a [ull code,
The most recent Minimum: Data Sat (MDS) f
agsessman! dated 9/5/19 was an annual and l

FORMCA3-3547(02-09) Pravious vevslonse Obrcinio Evont 10:WK2z11 Fasiiy 109: VAON4] 1 ventinualion wheel Page 7 of 16
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£ 745 | Continued F i 3, The Director of Social Services
ontinusd From page 7 F748; 0nd Social Services Assistant re-
coded the reeldent with a 3 out of & 15 on lhe educated by Director of Nursing to
Brief Intarview for Mental Staius (BIM8S) which u 4 B
indicated the resident was severely impalred In 1engure vesidents have an advocate/
the necessary skills for dally declsion making, !  resident representative in order to
The resident was assessed wilh dellslum thal provide medically related social
manifesled [n an inabllity 1o focus wilth . \ d maintain th
disorganized thinking. services to attain and maintain the
highest practicable physical, mental
The care areas that riggered in the resident's and psychosocial well-being,
Catu Area Asseasmanl (CAA) Summary daled
8/17119 Included cognltive logs/dementia, ADLs Lre
and inaontinence, lalls, nulritional stalus and | & The Director of Sociel Services /
peychotroplc drug use. For cogniliva loss, the Soctal Services Asslytant/designee to
reaidar had cbearvable characlerlstics thal ‘| conduct random quality monitoring

Included conluslon, disorientation, lorgeliuiness,

h ing dli i
communication and a decrease In aognillon that thraughimerstg linical mesting

has pecurrad ovar ime. For ADLE &n ! enaure residents have an advocate/
incontinanoe, the decline wae relalad 1o cognliive resident representative 3 x weekly x 2
loss. For peychlatric aces, the reaeon lisied was weeks, 2 x weekly x 2 weeks then

major daprasalon, anil-anxisly with the uss of

anti-anxisly madication and s decrease in | weeldy and PRN as indicated.

cognition, ; Findings to be reported to QAPI
committee monthly and updated a3
Th; tmﬂ'ﬂv I’:"En? :“‘;“gl\:ﬁfg ::'01 ?3’1"9' . indicated. Quality monitoring schedule
| codad the ras n the 8 :
i possible 15 which indicated the resident was ; modifled based on Bndings.
seversly impeired in the skills nesdad for daily 5. Allegation of Compliance 12/23/2019
declslon making. '

i Tha quariarly MOS assessmants dated 4/16/18,
1/16110, and 11/10/18, coded the resident onthe ;
BIMS as a 3 oul of a possible 15 which Indlcated |
tho resident wae soverely impalrad in the akliis
; heeded for dally declsion makihg,

| The cate pian dated 10120119 Idantifiad the

: rasldent had actupl {alts and was st continuad slak
{or falls related |0 peychosactive drug use, selzure |
]diaorders. decondivoning and vision problams.

FERM CMWA.2307{02-88] Previous Yeislons Dhaolele Evant ID; WK2211 Fuudlivy 1): YADO4Y 1l ontinuelion shest Page Bol 15
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The goal aet by the ataffl was aha would remaln
free of Injury. The oare plan daled 8/10/18
identifiad the realdent hid physiocal behaviors of
hitting herssll end crias, and is on psycholropic
madloallons. The goal set by the atall was Ihat
she would not harm horaalf and be fraa o! !
psychotropic drug related complications. The d
rasident was alsc ldenifiad to have seizures and
the goal set by the stat! was that she would not
injure herself as a resaull of selzure disorder, The
oars plan dantifled that the resident's wishas
wera (o remain a tull code and the goal of the
sia{{ was that (hay would uphold her Wishes.

The oare plan dated 1/3/19 and [as! reviasd on
#/4/19 ae ourrent ideniified the resldent as a fulf
code. The goal sel by the staff for the rasidant
was that "My advanos direotives are |n effect, and
my wishes and direations will ba carried put in
aocordanae with my advance dlrectives on an
ongoing basis through my naext review date.’ Ths
approachas the stafl would 1aka to sarry out
thaaa advance directives included "Discuss
advance diracilves with me and/or appointed
health care representalive. Notlly physiclan lo
assese my mental sapacily and cartify capaciy or
incapacily. My decision making will be aaasszed
quarnerly and as nseded and will invoke a health
cara agenl or legal represantalive || applicabls,”
There wera no advance diractives for Resldeni #8
presented io the survey lea, ;

On 11/20/19 al 11:80 a.m., Resident ¥6 was

. observed cbeerved in & gerl-loungar type obair In
the showsr room, Cartifled Nursing Asalstant
{CNA) #3 was wilh the resideni during this
observation. The residanl repeatedly asked this

! surveyor, "Who you are?" This survayor

. respondet sach time, bul the resident conlinued |

FONM GS-290T[02-98) Previoys Veralona Obaclols Byan IL: W22 1 Fagiilly i vAS0ad 11 gonlinunilan shaat Pags & of 18
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10 ank the same question, CNA #8 eaid that she
wae asslgned the rasldent on & regular basis and :
ihat sha waa "eonfused most of the time.* When
asked i anyone oame 1o vislt the resident, the
CNA responded, ‘I have naver sean anyone."

On 1/20/18 at 1:30 p.m., an Intarview was
oonduciad with tha Director of Soclal Services
{DSS) and Social Sarvicas Assisiant (SSA). The
DSS alaled she was new to the building as of
January 2016 and did nol know much about the
regident, but had hoen asking al the nursas
glation W anyone ever came lo visit har, The SSA,
who had 7 years as a social worker in the lacllily,
sialed she had nol ssen anyons visil the resident
since her admission in 2018, Bolh of them slaled
they would return with some information about
whather during care plan meatinge, a family or
friend eves ationdad. The resident's face shast
indlonted "Fealdent Is seil reaponaible.” The
long-tarm care facllity the restdent transterred
from also Indicated the raaldent was her own
resldent rapraasniativa {RR).

On 1/20M19 al 2:18 p.m,, in the presance of two

other slrveyors, the DSS presanlad the care plan

Invilation lettera dated 3/5/19, 4/30/19, 61118

and 8/16/18 {hat were given to the resident. Sha

tlated they read the |atlers to the resident

ragardiess if shs was able fo understand tham

. and {hera was no olher person to have mailad

one {o. The care plan meeling dated 81818 did .

nol evidence thal the residenl wae in allendance. ;

The vare plan meeting dated 3/6/19, 4/30/19,

6/41119 Indicaled the resident alignded bul was

. unable 1o 8lgn the altandanca elynalurs Iog. The

| DS sinled the Interdisoiplinary leam wauld go lo -
the rasidant's room fo conducl the moetings. A

fiacrapancy In docurnetitalian by the S5SA on |
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4/30/19 Indlcated the resldant was a “Do Not
Rosuscliate” which was differsnt frem the face
Bhest, nuras's notes and physiclan orders that
indicated the raeident was s "Full Code",

The SSA joined the above intervisw and along
wilh the DSS, they both staled they (el bassd on
the residant’s advanced age, declinlvg health.
poor cognition with Inabiflly lo make ratlonal
declsions about her heslthcare, Ihey nesded (o
oonaider oblaining a tegal guardlan for her. When i
asked {f tha recldent would be abie to make
declsions about her wishes to remein e full oode,
they stnted, “No noi llkely.” This elatement was
contrary lo the care plan daled §/4/18 that
indicated “the rasident withes wers to ramain a
fuil code and the goal of the araif wes that thay
would uphold har wishee". They relleraled that no
one, 1o Include lamily, ever vigllad the resident
eince her admission 1o tha nursing facilily and
they had no knowledge of the resident having
anyona to be abls to assist 1o make any daclsions
for her. They also slated thers was no policy In
place for them to know where (o bogin 1o ead the
guardlanehip process and eald, *It needs to ba
dona for her wellare,” They sigled they would ask
the Administrator what Iha process was and
wauld ge! back to tha suivey leam,

On 11720116 a1 3:20 p.m., an Inlerview waa
¢onducied with the Adminlairator, DSE ond S3A, !
The Adminjstrator slaled \here was no prinlad
pollay in place, bul he conaulied with his
profeasional colleaguas and said tha process lo :
lollow to obtaln legal guardianghip lor a residen! i
included contacting local legal counsel and set a
court data lo hava & court appointed legal
 guardian.
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The quanarly Minimum Dala Set (MD8)

Continuad From page 11

On 11/21/19 at 2:50 p.m., during the debriefing, i
was brought lo the atlention of the Administralor,
Senlor Adminlstrator, Adminlstrator In training,
Director of Nursing (DON) and Reglonal and D83
that all sotial Bervices progresas notes reviewed
daled §/2/18, 6/8/18, 11/13/18, 1/16/10, 4116/19,
6/8/18, ©110/10 and 11/18/19 had the following
sams eniry by the SSA: "Resident's family Is
supporiive a3 well as etaff and volunteers. The
Adminisirator stated ha would be sddressing the
Inacourate infarmation with the SSA. Ne furher
Infermation was provided prior to survay exil.

2. Realdent #7 was originally admitted 10 the
fachity 10/13/18, and was discharged iram the
nursing facliity lo an acule care howpilal 11/4/18.
Realdent #7's diagnoses Inoluded atrlal (ibrlliation,
Parkinaon'a disease and dementla,

aspessmenl wilh an assessment relerence date
(ARD) of 8/18/19, cadad the resident as
compleling the Briel Intarview for Mental Status
(BIMS) and scoring 7 out of a possible 15. This
indlcated Resident #7's cognitva abillties for dally
decleion making wag seversly impaired. In
section "G" (Physicel funciloning) the resident !
wae coded &6 requiring total ¢are of lwa paople |
with tranalers, iotal oare ol one person wilh
lcoomation, dressing, tollating, peronal hygiene,
and bathing and Bmitad assistance of one person
 with aaling,

1
]
L]

Resldant #7's admission MDS assosament dated -
10/20/16 nleo ooded the BIMS gcore as 7 out of &
possible 18, Further review of Ihe olinioal record
revealed on 10/13/18 the residani algned thal ehe
has diacussead the advanced direotive facllily
polloy and thal the resident had noy completed an
advanced direclive.

F 745

]
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Review of Ihe olinloal racord raveslsd Resldent
#7 was unable lo make scund declslons at 1he [
time of her admission to ths facility 10/2016, Aleo l
raviaw of the reaidant's (ace shest ravesied the : !
rasident had an Individua! listed as a !rlend and
later the titls was ohanged to a son In lawas &
emargency contaot.

Revisw of a phyelcian's messaga log dated
11/1419 8l 3:10 p.m., revealed the Iacilty's nurse ;
waa asking the physician If his intention was to '
send the resident out for a Cat scan of the i
abdomen and peivia for the mabils servicas wers |
unable to provide \he ordered test. The note

furthar stated the resident does not wish to go,

Raviow of the locel aculs ¢care hospital noles
dated 11/4/18, stated lhe provider's biggest goal
was lo verily (ha resident's cods status whh the
nex! of kin bul tha emarganay contaot Information
providad by tha nursing tachlly waant an
emergency contact because the Individual
ldentified themselves as a prior caregiver who
didn't have contact informalion for a family
mamber or anyans who could make dacisions on
behalf of Resident #7, The providaer stated the ‘
nuraing facility was contacled end they had no |
additional information to offer \herefore, rigk
managemant, the alhlcg commitlae and pallistive (
care ware conlactad to ald In making a decislon '
regarding Resident #7's code slatus since no |

next of kin ¢ontact information wae avallable,

An interview was conduotad 11/20/19, at 12:30
p.m., with tha Soolal Sarvios Assistant (SSA). The .,
SSA slated based on the resident's cognliive J
stalug and BIMS acore she didn't leel the resident
was capable of making a declslon ragarding a

EORM CME-3567(02-98] {*revieuy Versians Obsalaly Bvonl WK1 Faclity I3 VADO4D If cenlinuslion shogs Page 1300 1§
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, Gat scan or tha code status and for such reasons
i 8 lagal reprasentative was necessary.

An interview was conducted with ihe individual
listad as the emergency contact on 11/20/19 al
epproximalaly 2:48 p.m,, the individual atetad she
wasn't the emergency contact or a family
member. The individual slated the resldant
revldad at an assisied living faclity prior to
transfarring to the nureing facility and sha was a
oaregiver to the resident at the assisted living
taciity. The Individual slated she accompanisd
the reaident 1o the nursing faciity and left her
name and phone number in ihe event the nyrsing
faclity would require additional informallon from
the asaisiad living facllity, The Individug! statad
ovar the years the nuraing faolllly's elaff has
contacied her for various raaacna and she
informed them thai she waen't the power of
altornay and nelther a refativa, Tha Individual
further explained the resident had only ong ohlld
who was deceased and the child's wite was
deoeased, the son and wife had only one child
(name of tha child) and that person realded In
(nama of (he slate) and was the resident's powar
ol attorney and grandson, The individusl e!ated
whan shs had accass to the rosident's assislsd

: iving reocrde the grandson's phons number was
provided 10 the faclllty's sisif bu over the years |
(hey have conlinued 1o call her instead of
updaling the reoord with the number provided 1o
- them. The Individual madse it clear hat she no

| longsr had the phone rumber for the resldent's
i power of altomay/grandaon.

! An erview was conducted 11/20/10, & 3:20
: p.m,, with the Director of Soclal Services Direcior
* (DSB). The DSS stated since she began working

| 8t the facilily In July 2019, they wera reviewing |

DEFICIENGY)
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face shests and updaling them as gonoerng were
dantlfied, The DDS etatad they had a phone

| numbar for Resident 47 bul no addrees. Thig had
not been idenillled as a concem untll the survey
team brought It o our attention. Tha D8O algo
stated In the svent & rasident was unable to make
good daclslons It would be necessary 1o have a
responsibia pany designated bul no one hed
Informed har the indivkiual on the resident's face
shee! waan't tha rasldent's responalble
party/relative or laga! represonialive,

The Administrator statad on 11/20/1 9, al
approximately 3:20 p.m., the faoility's unwritten
pollcy le ¥ e resident lsn't oapable of making
declslons and doesn't have a reeponaible parly o
next of kin to make dealsion on their behall we
would contagt a local legal counesl, oblaln & cour
dale and reques: a lagal guardian bs appointed
for tha resldent,

On 11/21/19, al approximately 2:50 p.m,, the
above findings were shared wilh tha
Adminlatrator, Direcior of Nursing and tha Nurte
Consultant. An opportunily was given for the
tacility 1o preasnt additlonal Information but none
{ wbs provided.
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