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The facility was out of compliance with the
following state ficensure requirements:

This RULE: is not met as evidenced by.
12VAC5-371-140. Policles and Procadures

_Cross references to F623, F758

12VACS5-371-150. Residant Righta.
Cross referance to F623

12VACE-371-220. Nursing Services.
Cross reference to F758

12VACS-371-240. Physictan Services.
Cross referenca to F758

12VACS-371-250. Resldent Assessment and Care
Planning. :
Cross raference to F758

12VACS5-371-300. Pharmacautical Services.
Cross reference to F758

Staff Davelopment and Inservice Training
12vac-371-260F cross reference F730

X4} 1D BUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION 8
PREFIX | {EABHDEFKHENCYWGTBEPR!GEDH}BYML . PREPIX W@DRREGTWEMTDHWDBE COMPLETE
mwa ! REGULATORY OR LBC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
F 000" inkial Comments F 000
il texington Rehablitation and Healthcare shares the state focus on
f‘" uf 'a‘“m:lm"“ mdmdm'"' eds1t3m‘°1 f 1"“9 thl w‘s”m the heatth, safety, and wellbeing of facility residents. Althaugh the
10/3/19. The faclity was in compliance with the faility does not agree with some of the findings and conclusions
Vlrginta Rules and R wumm for tha Licensure of the surveyors, it has Implemented this plan of correction to
of Nureing Eacilities demonstrate its continuing efforts to provide quality care to fts
" resldents,
i
‘ ':‘g m in ﬂg:m?mﬁmmmmﬁyxph . Any area dited by the survey team Is placed into our Quality
OH;" 5’9 nt Nm:ym': e and 4 Assurance and Process improvement process and monitored
consisted curre VIGWS through this system to assure compiiance.
£ 001 Non Compliance F 00%

£ 001 STATE REGULATION FOR USE OF CRIMINAL BACKGROUND
DATABASE "

12VACS-371-210. Nurse Staffing cross reference to F725.
13VACS-371-250, Resident Assessment and Care Mlanning cross
reference to F641.

12VACS-371-300. Pharmaceutical Services cross reference F761.
17VACS-371-250. Resident Assessment and Care Planning cross
reference to F656.

12VAC5-371-250. Resident Assessment and Care Planning cross
reference to F657.

17VACS-371-250. Nursing Services cross reference to FGB6.
12VACS5-371-220. Nursing Services cross reference to F688.
12VACS-371-140, Polices and Procadures cross reference to
F689. N .

1IVAC5-371-220. Nursing Services cross reference to F695.
1IVACS-371-220. Nursing Services cross referance to F698.
17VACS5-371-180, infection Control cross reference to F380

12VACS-371-140 (E)(3H8)
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Foo1 Continued From Page t F 001 (

13VACGS-371-210. Nurse Staffing
cross referenca to F725.

{2VAC5-371-250. Resident Assessment and Care
Planning
cross reference to FG41.

12VACS5-374-300. Pharmaceutical Services
cross reference to F761.

»

12VACS-371-250. Resident Asseament and Care
Planning
Cross reference to F856.

1IVACS-371-280, Resident Assesment and Care
Planning
Cross reference to F857

42VACE-371-220, Nursing Services
Cross referance to 686

42VACS-371-220, Nursing Services -
Cross reference to F688

12VAC5-371-140. Policies and Procedures
Crass raference lo FG689

12VACS5-371-220. Nursing Services
Cross reference to F695

12VACS-371-220. Nursing Services
Cross reference to FG698

12VACS-371-180. Infection Control
Crass reference to F880

12 VAC 5-371-140(E)(3XB)

Based on facility documentation review and staff

1)  The criminal background check for Employee #6 could
not be located. Employee #6isno longer employed by
the facility.

2) Potentially all employees could be affected by this
practice.

3) A 100% audit of employee files wiil be audited for the
presence of criminal background checks. Arequest for
a current background check will be made for any
employee whose hire background check is not located.

4}  The Human Resources Director will audit new hire files
monthly for completion of criminal background check,
Any Instance of non-compliance will be reported to the
Administrator. ‘

5) Compliance Date: 11/01/2019
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Continued From Page 2

interview, facifity staff failed {o maintain a
compiete employes file for one of 25 employee
records reviewed, that of Certified Nurse Aide
{CNA) #8,

The facility Staff failed to evidence a criminal
background check was conducted prior o hire for
CNA#8.

The findings Included:

A raview of employee records was conducted
beginning on 10/02/2019. During this review, it
was noted that the file for CNA#6 did not contain
a background check. Other Staff Member (OSM)
#5, the Human Resources Manager, was asked to
locate CNA #6's background check.

On the aflerncon of 10/03/2019, OSM #6 stated
that they were unable to lacate the background
check for CNA #8,

Administrative Staff Membaer (ASM) #1, tha
Administrator, and ASM #2, the Director of
Nursing, were informed of the findings at the end
of day meeting on 10/03/2019. No further
documentation was provided.

F 001
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SUMMARY STATEMENT OF DEFICIENCES

i

| §483.10(f) Self-determination, %
' The resident has the right to and the facility must i
: promote and facilitate resident seif-detarmination
through support of residant cholce, including but
not limited to the rights specified In paragraphs {f}
{1) through (11) of this section.

| §483.10(f)(1) The resident has a sight to choose
activities, schedules (including sleeping and
waking times), health care and providers of health
' care services consistert with his or her interests,

. asgessmants, and plan of care and other

' applicable provisions of this part.
. §483.10(1)(2) The residant has a right lo make

3)

(X4} D D ] PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICGENCY MUST BE PARECEDED BY FULL PREFIX - {EACH CORRECTIVE ACTION SHOULD BE ; COMBLETION
TAG REGULATORY OA LSC IDENTIFYING INFORMATION) TAQ CROSS-AEFERENCED TO THEAPPROPRIATE | ONTE
; DEFICIENCY) '
{
£ 000 Inllal Comments E 000 !
An unannounced Emergency Preparedness Lexington Rehablittation and Healthcare shares the state focus on
survey was conducted 10/01/2019 through | the health, safety, and wellbeing of facllity residents. Although the
10/03/2019. The facillty was in substantlal faclity does not agree with some of the findings and conclusions
compliance with 42 CFR Part 483.73, of the surveyors, it has implemented this ptan of correction to
Requirerent for Long-Term Care Faciiities. demonstrate its continuing efforts to provide quality care to its
F 000 | INITIAL COMMENTS FOO0! residents.
- L
An unannounced Medicare/Medicaid standard x‘s" area d‘e: ';“' the ey team is "'a‘?e.c:;:ta‘;dwnfn'ﬂ::d
. survey was conducted 10/1/18 through 10/3/18. 5 thr"fg:‘;?s“ 'em""e“to aﬁfm‘“me"'e'pl’:a':m
. Complaints were Investigated during the survey. ! ° syst -
: Corrections are required for compllance with 42 \
CFR Part 483 Federal Long Temm Care |
requirements. The Life Satety Code !
survey/report will follow. } 561 RESIDENT PREFERENCES
. . 1)  Resident #8's shower schedule has b adjusted t
The census in this 190 certified bed facility was ! reflect her p:eferen(:a for2 :h?:wa:rs :rr‘ weJ:k °
168 at the time of the survey. Tha survey sample : 2) Al residents with specific bathing or shower
consiated of 59 curent resident reviews and 4 i preferences could be affected. A brief interview to
closed record reviews. ' i determine preferences will be completed for all
F 561 | Self-Determination F 561! residents currently in house.
$5=D | CFA(a): 483.10(1)(1)-(3)(8)

A) Shower schedules will be adjusted to reflect
resident preferences and noted in the resident care
plan.
B) Showers given will be recorded on Shower/Skin
Observation forms
C) CNAs witl be educated on honoring resident
preference, shower schedules and documentation of
completed showers

, A} Unit Managers will review the documentation of
showers daily to ensure preferences are met
8) Compliance with the completion of showers and
preferences will be reviewed at the weekly factity
skinfwound meeting

4

5) Compllance Date: 11/01/2019

z |
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H
F 561 * Continued From page 1

choices ahout aspects of his or her life in tha
facility that are significant to the resident.

§483.10(F(3) The rosident has a right to interact
with membars of the community and participate In
community activities both inside and outside the
facility.

§463.10(H(8) The resident has a right lo
patticipate In ciher activitles, including social, !
religious, and community activities that do not
_Interfere with the rights of other residents in the
! tacility.

i This REQUIREMENT is not met as svidenced
by:

. Based on resident interview, slaff interview,

' {acility document review, and clinical record

i raview it was determined that the facility stalf

‘ falled 0 honor the prefarencs for showers twice &

. waek for one samplad resident, {Resident #8),

! coded as being dependent upon stafi for bathing,

| in the survey sample of 63 residents.

_ Resident #8, who was coded as dependsnt lor

. bathing with one staff assistance required stated

| she preferred two showers a week and that stalf

" only provided her one shower a week. Residant

| #8's bathing documentation evidenced she was

; only provided three showers during the month of

: September 2019.

i The tindings inchsde: ,

i

! Resident #8 was admitted lo the facility on
03/22/2019. Fesident #8's dlagnoses included

! but were not limited to cerebral infarction (1) and

| schizoaffectiva disorder (2). Resident #8 was

* admitted to the facilily on 03/22/2019. Flesident
_ #8's diagnoses included but were not limited to

F 561

i

%
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 for customary routine and activities that Rasident
' #8 felt it was very important that she choose

| between a tub bath, shower, bed bath or sponge
{ bath.

carabral infarction (1) and schizeaffective
disorder (2). Residant #8's most recent MDS
{minimum data set), a quanterly assessment with
an ARD (asseasment reference date) of 06/25/19,
coded Resident #8 as scoring a 15 on the staff
assessment for mental stalus (BIMS) of a score
of 6 - 15, 15- being cognitively intact far making
dailly decisions. Resident #8 was coded as being |
totally dependent on one person for physical
assistance with bathing. The admission MDS
dated 03/29M18 docurmented under preferences

The comprehensive care plan for Resident #8 |
documented “Resident requires stail assistance
with {ealing, personal hygiens, grooming,
drassing, toileting, bathing) secondary to:
cognitive Impairments, impaired mobifity. Start
Date: 03/22/2019, Edited: 07/16/2019." Under
*Approach* it documented, "Resident raquiras the
assistance of one person lor alt adls (activitias of
daily living). Created: 03/22/2018."

On 10/1/19 at approximately 4:00 p.m., an
interview was conducted with Resident #8. When
asked if staff assist wilh showers, Resident #8 '
stated that she gels showers once a week,
Resident #3 stated, "I am supposed o get them
twice a waek hut they never do it.* Sha staled §t
was her preference o lake showers twice a week |
hut she fait that staff just could not get it done.
She slated staff did give her sponge haths. When

i

: asked how not getling showers as scheduled

. made her feel Resident #8 stated that it upsets |
 her sometimes that staff is so busy. ‘.
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PREFIX
TAG
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{X5)
| COMPLETION
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F 561

Continued From page 3

Review of Resident #8's electronic ADL {aclivities
of daily living) flowsheat for 9/t/19 to §/30/19
revealed documentation of a shower received on
9/18/19 and 9725/,

On 10/3/18 at 11:20 a.m., an Intarview was
conducted with CNA (certified nursing assistant)
#2. When asked how showers are scheduled for
resldents CNA #2 stated that alt residents are
showered twice a week and are split among the
day, evening and night shitt. When asked i
showers are documented whan thay are given
CNA 42 slated that they are documented on the
kiosk (computer) and then put into the book at the
nurse's station, CNA #2 slated that skin
assessments are also campleted during shower
days, When asked if refusals are documented,
CNA #2 stated that refusals are documented in
the book, in the computer and the charge nurse is
notifled, CNA #2 stated that if showars are nof
completed on the scheduled shilt the next shilt is
notifisd to complete them. When asked
specifically about Resident #8's shower scheduts,
CNA #2 stated that she was pretty sure Resident
#8 was on the 11-7 {11pm - 7am) shiit schedule
for Tuasday and Thursdays. Whan asked to
raview the shower records for Resident #8, CNA
#2 reviewed several binders at the nurse's slation
and was unable to locate any records for
Resident #8. Review of the binder titled [11-7
{Name of Facility unit] Shower Book] tailed to
evidence documentation of showers for Reskient

i #8, CNA #2 stated that tha shower logs should
i ba in the book.

On 10/3/19 at 11:45 a.m., an interview was

conducted with LPN (ilcensed practical nurse) #8, |

; When asked how showers are scheduled, LPN

| #6 stated that all residents are showered twice a

F 561

+

i
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TAG
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F 581

' CNA signatura but did not contaln documentation ;
. inthe area. The document failed to evidenca
. Resident #8 receiving showers fwice a week as

Continued From page 4

waek, LPN #6 stated that the night shift has the
{gast amount of aides, right now they only have
two aldes on the night shift and it Is hard 1o do the
showers that are scheduted for the residents
during those times. LPN #8 stated thal they are
in the process of changing the schedule for
showers lo accommodate the residents. Whan
asked how showers ara documented, LPN #8
stated that showers are documented in the
computer and also on paper in & book kept at the |
nurse's station. LPN #8 slated that if a showeris
refused it is documented on the computsrandin -
the book. LEN #8 stated that if the aides do not
get tha showers from night shift completed they

: repart 1o the day shift sa that the shower can be §

given then.

On 10/3/19 at approximately 12:30 p.m., a
request was made to ASM (administrative staff
member) #2, the director cf nursing, for the
shower records for September 2018 for Resldent |
#4a. ¢

: On 10/319 at approximately 3:45 p.m., a ,

document tilled "[Name of Facility] CNA Skin :
Observations}' dated for the month of September -
for Resident #8 was provided. Review of the
document revealad documentation of a shower

for Resident #8 on 8/11/19, 8/18/19 and 9/26/19. |
Further review of the ducument revealed an area |
for documentation of bathing dated $/4/19 witha

3
E
scheduled and per the resident’s praferance.

The facility document "Resident Righls”

documented in part, “The residant has the right :a
be informed of, and participate in, his or her

F 581

i

i
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duration af care, and any other faciors related to
the effectiveness of the plan of care ..."

The tacility policy "Shower Skin Sheels
Protocol/Competency” documanted the process
for complating tha showsr shest form and
provided a staif competency tool. The document
did not provide any guidance on faollowing the

; shower schedule,

: "Fundamentals of Nursing" 7th edilion, 2009;

i | Patricla A. Potter and Anne Griffin Perry, Maosby,

i
i

‘Inc ; Page 863, documented, * Providing hyglene .

; Is & very hasic part of a client's care. Caring
| practices help to alleviale the client's anxiety and

 promote comlort and relaxation while perdorming |

: each hygiene measure.”

- On 104319 at 4:30 p.m., ASM (administrative
 staff mamber) #1, the admmsstrator was made
awara of the ilndmgs.

No further information was provided prior lo exit.

' References:

1. Cerebral infarction

! A stroke. When blood flow 10 a part of the brain
: stops. A stroke Is sometimas cailed a "brain

; attack." f blood flow is cut oif for longer than a

: faw seconds, the brain cannot gst nutrients and

: oxygen. Brain cells can die, causing lasting

* damage. This informalion was obtained from the
: website:

. httpsi//medlineplus.goviency/articla/000726.htm

1
H
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F 561 : Continued From page 5 F 561
treatmeant, including: The right to participate in
establishing the expected goals and culcomas of
care, the lype, amount, frequency and tha
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F 561 Continued From page 6 F 581
2. Schizoaffective disorder
A mental condition that causes both a loss of
conlact with reality [psychosis] and mood
- problems [depression or manda), This information
was obfairied from tha website:
htips:/fwww.nim.nih.gov/medtinaplus/ancy/ariicle/
- 000930.htm.
F §78 | Bequest/Refuse/Dscninue Trmnt;Formila Adv Dir Fa78
55aE ; CFR{s): 483.10{c){8)(8){a){12){i}-(v) ' ¥ 578 PERIODIC REVIEW OF ADVANCED DIRECTIVES
H 1) The Social Workers have scheduled meetings with
| §483.10(c)(6)} Tha right to raquest, refuse, and/or Resident #'s 65, 106, 112, 21, 159, 8, 85, 60, 57, 148,
discontinue treatment, o paricipate in or refuse 18, 73, 12, 99, 78, 150, 110, 45 and/or thelr
to participate in experimental research, and to - representatives to review advanced directives.
formulate an advance directive. 2) Allresidents are potentlally affected by this
' practice.
: §483.10(c)(8) Nothing in this paragraph should be 3} A} Information regarding Advance Directives will be
. construad as the right of the rasident to recelve posted in the November 2019 resident newsletter.
the provision of madical treatment or medicai 8) A mailing will be sent ta curreat and/for their
setvices deemed medically unnecessary ar responsible representative with information regarding
| Inappropriate. Advanced Directives and a request for any updates to
j " emergency contact, responsible representative and
' §483.19(g){12) The facility must comply with the Advarced Diractives,
i requirements spacified in 42 CFR part 488, C) Advanced Directives wiil be discussed with
subpart 1 {Advance Diractives). residents and/or their representative during care plan
{i} Thase requirements include provisions 1o meetings. The discussion will be documented on the
inform and provide wrltten information to all adult Care Plan Signature form.
; asidents concerning the right to accept or refuse 4) The MDS Director or designee will audit care plan
: medical or susgical treatment and, at the signature forms and/or care conference notes for
: resident’s option, formulale an advanca directive, documentation of Advance Directives review. Audits
{i}} This includes a writtan description of the will be completed on 100% of residents scheduled for
5 {acility's policies lo implement advance directives care plans weekly for 4 weeks, then 25% of residents
* and applicable Stata law. ‘ scheduled for care pians monthly for 3 months. Results
' (iify Facilities are parmitted to contract with other _ of the audit will be presented to the monthly Quality
. entitles to furnish this information but are still ! Assurance and Performance Improvement Committee
* lagally responsible for ensuring that the for review and recommandations.
| requiraments of this section are met. 5} Compliance Date: 11/01/2019
“(iv) if an adult individual is incapacitated at the |
, ime of admission and Is unable to receive : ;
1 H
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PREFIX |
TAG |

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST HE PRECEDED BY FULL :
REGULATORY DR LBC IDENTIFYING INFORMAT ION) !

0
PREFIX ! ‘
TAG | CROSSREFERENCED TO THE ARPROPRIATE | DATE

i PROVIDER'S PLAN OF CORRECTION

H
H (X5)
{EACH CORRECTIVE ACTION SHOULD BE i

: COMPLETION
DEFCIENCY)

Ei E]
{ Continued From page 7

i information or articulata whether or not he or she
 has executed an advance directive, the facllity

| may give advance directive information to the

i individual's resident representative in accordance
i with State Law.

| (v) The facility Is nat religvad of its abligation 1o
 provide this informatlon 1o the individual once he

| or she is able to receive such information.

. Follow-up procedures must be in place to provide
_ the information to the individual directly al the

. appropriata time.

: This REQUIREMENT is not me as evidenced
by: !
| Based on resident interview, stalf interview,

: facility document review and clinical record

| review, it was detarmined that the facility statf

* failad to meet the advance directive”

. requirements for eighteen of 63 residents in the
 survey sample, Reeidents §65, #106, #112, #21, .
% #1509, #8, #85, #60, #57, #148, #1 8, #73, 2, :
|

F 578

3

1
|
|
t
[

#99, 478, #1580, #110 and #45. !
i
| *WWhat kind of medical cara would you want if you:
i were too Hll or hurt to exprass your wishes? :
' Advance directives are legal documents that |
 allow you to spell oul your decisions about :
' end-ol-life care ahead of tima. They give you a

{ way to tell your wishes to family, friends, and

. health care prol essionals and lo avoid confusion
later an. ‘
Aliving will tells which treatments you want if you

: ara dying or permanantly unconscious. You can

| accept or refuse madical care. You might want o

- Include instructions on :
. -The use of dialysis and breathing machines

.1t you want lo be rasuscilated if your braathing or |
: heartbeat stops
: +Tube feeding

: .Organ or tissue donation

g

F 578
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Adurable power of attomey for haalth cara is a
docurnent that names your heaalth care proxy.
Your proxy is someona you trust 1o make health
decislons for you if you are unable to do so." This
information was obtained from the website.
htips://mediineplus.gov/advancedirectives.htmi

The findings include:

1. The facility staff failed 10 implement the

advanced directive policies and procedures o

. review periodically Resident #65s {or the
representative’s) decisions regarding all advance

diractives.

The facility policy titled, "Advance Direclives and
Code Status" documented, "8. Periodically, the
resident and/or resident representative will be
asked to confirm their decislon regarding code
status {the decision whether or not io implement
cardiopulmonary resuscitation in the event the |
heart stops baating) and advance directives to
insura the resident's right to accept or refuse E
medical treatment is upheld...”

Resident #65 was admitted to the facility on
9/16/16. Resident #85's diagnoses included but |
were not limited to heart failure, diabetes and !
 high cholesterol. Resident #65's most recent
i MDS (minimum daia set), a quarterly assessmant |
| with an ARD (assessment reletence date) of :
{ 7/22/19, coded the resident's cognition as

' modarately impairad.

i

| Review of Resident #65's clinical record failed to

i reveal a periodic review regarding all advance

i directives {(except code status} since admission, |
s

| A sacial services note dated 7/22/19 documented '
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PREFIX
TAG {

F 578 Continued From page 9

Resident #65's do not resuscitate code status
 order but failed to document further information
| regarding the resident's advance directives.
é On 10/3/19 at 10:19 a.m., an interview was
' conducted with OSM (other slaff member) #1 (the
| gaclat services direcior), OSM #3 {the admissions

% fialson) and OSM #4 {the admissions director).

l OSM #4 stated the admission depariment's

: rasponsibiiity was to review advance directives

! with residents/representatives upon admission

 but not periodically. OSM #1 stated she ‘!
periodically reviews coda status with :
residents/representalives at care plan meetings |
and as needed but doss not periodically review all !
advance directives in their enlirety. OSM #1 was |
not aware the fagility policy documented the i

: facility will periadically review advance directives

with residents/representatives.

i

| On 10/3/19 at 10:37 a.m., ASM (administrative
' staff member) #1 (the administrator) and ASM #3
| (the corporale quality nurse) were made aware of i

i

! the abova concern,

' No lurther information was presented prior 10 exit,

2, The facility staff failed to implement the
advanced directive policies and pracedures to
review periodically Resident #108's (or the

 representative's) decisions regarding all advance
' directives,

t

The facility poliey titled, “Advance Directives and
Code Status® documented, *5. Periodically, the
 rasident and/or resident representative wilt be
 askad to confirm their decision regarding code

- slatus {the decision whether or not to implamant
cardiopulmonary resuscitation in the event the

F 578

i
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hearl stops beating) and advanca directives to !
insure the resident's right to accept or refuse ;
medical treatment is upheld...” !

Rasident #106 was admitied to the facllity on
2/8/18. Resident #106's diagnoses included but ‘
wera not limiled to quadriplegia {paralysis of alf | E
| four livnbs), anxiety disorder and difficulty =
swallowing. Resident #106's most recent MDS !
i {minimum data set), a quarterly assessment with
. an ARD (assessment reference date) of 8/15/19,
' coded the resident's cognilion as moderately P
impaired. ‘ |

Review of Hesident #106's ciinical racord failed to §
“reveal a periodic review regarding all advance
; diractives (except cade status) since admission.

! A soclal services note daled 8/15/19 documentad !
Resident #106's full code status order but failed |
{ to document further information regarding the

: resident’s advance directives,
H

~On 10/3/19 at 10:19 a.m., an interview was }
' conducted with OSM (olhar stalf member) #1 (the

| sociat services director), OSM #3 {the admissions |
fialson) and OSM #4 (the admissions director). |

1 : OSM #4 siated the admission department's f
responsibility was to review advance directives |

! with residents/represantatives upon admisslon |
but nat periodically, OSM #1 stated she

: periadically reviews cods status with

| residents/rapresentalives at care plan meetings

' and as needed but does not periodically review ali :

. advance directives In their entirety. OSM #1was | 5

; not aware tha facility policy documented the

! facility will periodically review advance direclives
with residents/representatives.

H

i

€
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On 10/3/19 at 10:37 a.m., ASM (administrative
staff member} #1 (the administrator) and ASM #3 !
(tha corporate qualily nurse) were made aware of
the above concern,

Na luther information was prasented prior to exit.

3, The facility staff faited 10 implement the
advanced directive policies and procedures lo
review periodically Resident #112's (or the
representative’s) decisions regarding all advance
diraclives,

| The facility poficy titied, *Advance Directives and ; !
: Code Status” documented, "5, Periodically, the .
| resident and/or resident representative will be

: asked lo confirm their decision regarding code
status (the decislon whether or not to implement :
i cardiopuimonary resuscitation in the event the : !
“ heart slops beating) and advance direclives to ;
| insure the resident's right o accept or refuse :

medical treatment is upheld...”

; Resident #112 was admitled 10 the tacliity on !
| 8M1A2. Resident #112's diagnoses included but :
! were not limiled ta diabetes, convulsions and f
functional urinary inconlinence. Rasident #112's
most recent MDS {minimum data set), a
signilicant change in status assessment with an
* ARD (assessment reference date) of 8/24/18,

| coded the resident's cognition as modearately

: impaired.

 Review of Rlesident #112's clinical record failed to |
! raveal a perlodic review regarding all advance
. directives (except code stalus) since admission.

A social services note dated 8/23/19 documented
' Residant #112's do not resuscitate code stalus

FORM CMS-2587{02-89) Pravicus Versiang Obsolata Evant 10: 28XP11 Facility 1D. VAGO34
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order but failed 1o document further informalion
; regarding the resident's advance directives.

!
i

| On 10/3119 at 10:19 a.m., an interview was §
conducted with OSM (other stalf member) #1 (the :
| social services director), OSM #3 (the adimissions !
! fialson) and OSM #4 (the admissions director).
! O8M #4 slated tha admission depariment’s .
responsibility was to review advance directives |
. with residenis/representatives upon admission
| but not pariodically. OSM #1 stated she i
| periodically reviews code status with
! residents/representatives al care plan meetings !
_ and as needed but does not perodically raview ali|
! advance directives in their entirety. OSM #1 was |
| not awarae the facility palicy documented the
« facility will periodically review advance directives .
§ with residents/representatives.
E i
| On 10/3/19 at 10:37 a.m., ASM (administrative
' staff member} #1 {the administrator) and ASM #3 |
i (the corporate quality nurss} were mada aware of !
' tha above concarn. ;
! .
' No further information was presented prior to exit.
; 4, The facility staff failed to implament the
. advanced directive policies and procedures to |
! review periodically Resident #21's (or the ;
 representative's) decisions regarding all advance
¢ directives, '

' The facility policy litled, "Advance Directives and '
Code Stalus” documented, "5, Periodically, the

 resident and/or resident representativewilibe

 asked to confirm their decision regarding code

' status (the decision whether or not to implement
cardiopuimonary resuscitation in the event the

- heart stops beating) and advance directives to

, Insure the resident’s right o accapt of refuse

t
H
F 578!
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i medical treatment is upheld...”
| Resident #21 was admilted 1 thefaciltyon |
 9/29/17 and most recently readmitted on 6/19/119 |
| with diagnoses including, but not limited to ‘
| cerebral palsy {1) and diabetes mefiitus (2).On |
| the most racen MDS {minimum data set},

gignificant change assessment with an

| assessment reference date of 771119, Resident
| #21 was coded as being sevaraly impaired for
! making daily decisions.

|
|
N | |
: Review of Besident #21's clinical record falled to !
i reveal @ periodic review regarding alt advance :
directives {except code stalus) since admission. %
A social services note dated 7/2319 documented ;
| Resident #21's do not resuscitate code status :
' arder but failed o document turther information !

t
: On 10/3/49 at 10:18 a.m., an interview was
 conducted with OSM {other staft member) #1 {the i
. sacial services director), OSM #3 (the admissions i
| llaison) and OSM #4 (the admissions director). |
: OSM #4 stated the admission depariment's !
' responsibility was to review advance directives |
| with residents/representalives ugon admission !
: but not periodically,. OSM #1 siated she

. periodically reviews code status with !
' residents/representatives at care plan meetings |
i and as needed hut doas nol periodically review alli
- advance directives in their entirety. OSM #1 was !
 not aware the faciiity policy documented the f
- taciiity will periodically review advance directives
s with residents/representatives.

On $0/3/19 at 2:55 p.m,, ASM (administrative :
: stalf member) #1, the atministrator, ASM #2, tha |

. regarding the resident's advance directives. i

F 578}
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* diracior of nursing, and ASM #3, the corporale
 quality nurse, were informed of these concerms.
|

i
F 573\ {
' No further information was pravided prior to exit. ¢

i
| (1) "Cerebra} palsy s a group of disorders that \
! affect a person's ability to move and to malntain ;
1 halance and posture.” This information is taken ‘

from the websile

hltps:lfmedﬂnepius.gov!cerehraipaisy.himl. : |

| (2) "Diabetes (mellitus) is a disease in which your |

biged glucose, or blood sugar, levels are too : :
. high." This Information is taken from the website !
‘ hitps://medlineplus.gav/diabates.htmi, '
!

5. The facility staff failed to implement the ‘
advanced diractive policies and proceduresto .
i review periodically Resident #159's {or the :
| resident's represantative) decisions regarding - i
" advance diractives. '

| Resident #159 was admitied to the facility on :
“ 04/15/2019. Residant #159's diagnoses included ;
but ware not limited to cerebral infarction {1) and ¢
 atrial fibrillation (2), Resident #1 59's most recent | X
| MDS (minimum data set), a quarterly assessment | ¢ ;
| with an ARD (assessment relerence date) of i 2
| 0B/16/19, coded Resident #1589 as scoring a 14 \
_on the stafl assessmant for mental status (BIMS)
' of a score of 0 - 15, 14- being cognitively Intact |
 for making daily decisions. * '
Review of Resident #159's clinical record
 ravealad the status of full cade (full life-saving )
interventions) but failed to reveal documentation f
| of periodic review regarding advance direclives. :

i

: The comprehensiva care plan for Resident #159
FORM CMS-2567(03-98) Provious Versions Olsalate Evert 1D:28XPH Faﬁﬁw 1D: VAQQ34
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dated 09/19/2019 falled to document a care plan
: addressing advanced directives.

i On 10/1119 at approximately 4:30 p.m., an
{interview was conducted with Resident #1569,

When asked If stalf pariodically review advance !
. directives, Residant #1593 stated, “No, not that |
' knaw of.*

On 10/2/19 at approximately 5:00 p.m., a request

- was made to ASM (administrative staft member)
_#1, the adminislrator, for the evidence lhat ;
advance directives were discussed upon
: admission and periodic reviews were conductad |
i ' for Aesident #158. i

On 10/2/19 at approximately 7:30 a.m., OSM

; (cthar staff member) #1, the director of social

. services provided a document titled "Care

; Conference Report® for Resident #159. it
documented the following:
- “7130/2019 Quarterly Care Plan meeting held
- 7130119, Resident and her daughlers were invited ;
- and both daughters altended. Pesidenthasa
! Full Cade status and she is prescribed a i
" psychotropic medication (3) ...Cara Plan will be
reviewed and updated appropriately.”

i » "8/3/2019 Quarterly Care Plan meeting held

' today. Resident and her daughtars waere invited
: and both daughiers attended. Resident is Full

‘ Code status and is prescribed psychotropic
medication ...Care Plan will be raviewed and

' updated appropriately.”

. - *B/19/2019 Significant Change Care Plan

: meeting held 09/19/19, Resident and her

' daughters ware invited and her daughters
attended. Resident remains a Fulf Code status

- and she is prescribed a psychotroplc medication

- for her damentia (4) ...Care Plan will be reviewed .
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F 578 | Continued From page 16 !
and updated appropriately.”

On 10/03/2019 at 10:20 a.m., an interview was
! canducted with OSM #1. When asked about the
| process for petiadic review of advance directives |
| at the facllity, OSM #1 stated that code status is
 discussed at care plan meetings and periodically, |
( to sea If the resident or the resident’s
! representative has changed the stalus. QSM #1
 stated that the entire advance directive is not |
; brought up unless there is a question about # but
' the code stalus is always roviewed. The facility .
policy "Advance Directives and Code Status® that
documenied "Periadically, the resident and/or
resident representative will ba asked to conflrm
. their dacision regarding coda status and advance
 directives o insure the resident's right to accept
! ot refuse medical treatment is upheid. (Examples
- of periodic confirmation inciude but are not imited
: to discussions of code status and advance
; directives at each resident care plan conterence)” .
! was reviewed with OSM #1. OSM #1 stated that |
| she was not aware of that pa of the policyand !
that only the code status was being reviewedin
care plan mestings.

;
: On 10/3/19 at approximalely 10:30 a.m,, a !
| request was made to OSM #1 for any additional

| documentation for Resident #159 ragarding {
- periadic review of advance directives. '

:On10/3M9 al approximately 11:30 a.m., OSM #1

' provided a copy ol page 8 from the admission

i agreement documenting "Advance Direclive
Acknowledgement” and page 10 dotumenting the.
signature of Resident #159's responsible party
dated April 15, 2019.

; On 10/3/19 at 3:35 p.m., an interview was
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‘ conducted with OSM #1 regarding the admission
; agreement document provided for Resident #159,
| When asked if the document provided evidenca

é of pariodic review of advance directives OSM #1

i slated, "No." OSM #1 stated that the admission

i agresment document provided shows that thay

| wera discussed on admission only, OSM #1

| stated that stalf have been good about reviewing
| code status but have not been raviewing the

; advance diractives.

The facliity policy "Advance Diractives and Code
' Stalus, December 12, 2016" documented, *5.
| Pariodically, the resident and/or resident
. representative will be asked to confirm their
i decision fegardmg coda giatus and advance
. directives to insure the resident's right to accept
| or raluse medical ireatment is upheld. {Examples
; of periadic canfirmation include but are not limited
i o discussions of code status and advance
¢ directives at each resident care plan
| conference.)"
i
' On 10/3/18 at 4:30 p.m,, ASM (administrative
! stalf member) #1, the admimstrator was made
" aware of tha findings.

; No further informatlon was provided prior lo exit.
i
% References:

i 1. Cerebral infarction i

* A stroke. When blood fiow to a par of the brain

‘ stops. A stroka is someiimes calied a “brain

. altack.” If blood flow is cut off for longer than a |

1 fow seconds, the brain cannot get nutrients and |
; oxygen. Brain cells can die, causing lasting :
- damage. This information was obtained from the |
; website:

F 578

IR S A S

:

FORM CMS-2567{02-99} Pravious Varsions Dbsolale Event ID 28XP1

Facillty I0; VADO34

1 continuatlon shast Paga 18.0f 143




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 10/15/201€

https:IimedI¥nap!us.gnviency!anicteloawae.htm

2, Atrial fibrillation

A prablem with the spead or ehylhm of the
heartbeat. This information was obtained from
the website:
htips://www.nim.nih.gov/mediineplus/atrialfibrillati
onhtmi

3. Psycholropic
Acting on the mind: psychotropic drugs. This
information was obtained from the website: _

hitps:/fwww.memiam-webster.com/dictionary/psyc |
hotropic ;

4, Dementia

Alass of brain function that occurs with certain
diseases, It affacts memary, thinking, languags,
judgment, and behavior, This information was
ohtained from the website:
hitps://mediineplus.gov/ency/article/000738.him i

i
:
i
i
f

8. The facility staif falled to implament the
advanced directive policies and procedures {o
review periodically Resident #8's {or the
resident's representative) decizions regarding
advance directives. i

Resident #8 was admitted to the facility on

03/22/2019. Resident #8's diagnoses included
but were not limited to cersbral infarction (1) and |
schizoailectiva disorder {2), Besident #8's most -
racent MDS (minimum data set), a quarerly
assessment with an ARD (assessment reference
date) of 06/25M9, coded Resident #8 as scoring
a 15 on the staff assessment for mental status

(BIMS) of a scare of 0 - 15, 15- being cognitively
intact for making dally decisions.

]

H
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| Review of Resident #8's clinical record revealed
 the status of full code (lull lile-saving

Interventions) but failed to reveal documentation |
; of pericdic review ragarding advanca directives. '

!

' The comprehensive cara plan for Resident #8 :
- dated 07/16/2019 failed lo document a care plan
| addressing advanced directives.

1

On 10/1/19 at approximately 4:00 p.m,, an
interview was conducted with Resident #8. When !
asked if staft periodically review advanca 5
: directives, Resident #8 stated, “{ don't think so.”

' On 10/2/19 at approximalely 500 p.m,, a request
i was made to ASM (administrative stait member)
| #1, the administrator, for the evidence that
' advance directives were discussed upon !
admission and perodic reviews were conducted E
. for Resident #8. %
i

H

| On 10/2/19 at approximately 7:30 a.m., 0OsM

i {other staff member) #1, the director of social

 sarvices provided a document titled "Care

| Conference Report* for Resident #8. it

" documented the following:
. "716/2019 Quanerly Care Plan Note: Resident

s and AP (responsible party) were invited ta care

 plan meeting, but did not attend ... She (Resident

. #8) Is Full Code and prescribed psychotropic

; medication for schizoaective disorder and

 geizures {3) ...Care plan will be reviewed and

" updated appropriately.”

i

On 10/03/2019 a1 10:20 a.m., an inlerview was |
- conducted with O5M #1. When asked the
* process for periodic review of advance directives !
_at the facility OSM #1 stated that code statusis
 discussed at care plan mestings and pericdically, '

1

i
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 representative have changed the status, OS5M i
| etated that the entire advance directiva is not '
brought up unless there is a question about it but
the code status is always reviswed. The (acitity
policy *Advance Directives and Coda Status” that
, documented "Pariadically, the resident and/or
' resident representative will be asked to confimm
| their decision regarding code status and advance |
. directives to insure the resident's right to accept |
- or refuse medical treatment is upheld. (Examples |
! of parlodic confirmation include but ara not limited !
| to discussions of code status and advance
| direclives at each resident care ptan conference)* !
- was reviewed with OSM #1, OSM #1 stated that
| she was not aware of that pant of the policy and
" that only the code status was being reviewed in
care plan meetings.

|
|

. On10/3/18 at approximately 10:30 am., a |
: request was made lo OSM #1 for any additional

: documentalion for Resident #8 regarding perladic
| raview of advance direclives.

| On 10/3/19 at approximately 11:30 a.m., OSM #1 |
 provided a copy of page 8 from the admission
. agreement documenting "Advance Directive :
! Acknowledgement” and page 10 documenting the |
signature of Resident #8 dated March 26, 2019. |
i
On 10/3/19 at 3:35 p.m., an inlerview was
conducted with OSM #1 regarding the admission |
agreement document provided for Resident #B.
When asked if tha document provided avidence
of periadic review of advance directives OSW #1
- stated, "No.” OSM #1 stated that the admission  :
- agreement document provided shows that thay |
' were discussed on admission only. OSM #1 i
stated that staff have been good about reviewing |
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‘ cods status bul have not been reviewing the
* advance directives.

| On 10/3/19 at 4:30 p.m., ASM (administrative
' staif member) #1, the administrator was made
, aware of the findings. .
; No further information was provided prior to exit. ‘
i Relarences:

. 1. Cerebral infarction

. Asiroke. When blood flow to a part of the brain

 stops. A stroke is sometimas called a "brain

| attack." ¥ blood flow is cut off lor longer than a

- {aw seconds, the brain cannot get nutrients and
oxygen. Brain cells can die, causing lasting

: darnage. This information was obtained from the

{ website:

: hitps:/fmedlineplus.gov/ency/articia/000726.htm

!' 2. Schizoaffective disorder !
A mental condition that causes both a loss of

; contact with reality [psychosis] and mood

- problams [depression ar mania]. This information:

: was obtained from the website:

* hitps://www.nim.nih.gov/medlineplus/ency/anicle/ |
000830.htm. !

]

' 3. Seizure

| Symploms of a brain prablem. They happen ;

| because of sudden, abnormal elactrical activity in
the brain, This information was obtained from the !
website: f

 hitps:fiwww.nim.nih.gov/mediineplus/seizures.ht
: ml.

7. The facility staft failed to implement the
advanced directive policies and pr_ocedures o
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' raview periodically Resident #85's (or the

: resident’s representative) decisions regarding
 advance directives.

T

i Resident #85 was admitted to the {acility on

' 01/28/2016 with a readmission on 0v/08/2018.

| Residant #85's diagnoses included but were not
, limited to anoxic brain damage (1) and seizures |
| (2). Resident #85's most racent MDS (minimurn
' data set), a quarterly assessment withanARD
| (assessment reference date) of 08/06/19, coded |
: Resident #85 as being saverely impalred for |
1 making daily decisions.

! Review of Resident #85's ciinical record revealed
! tne status of full code (full iife-saving
' interventions) but failed fo reveal documentation

.

; of periodic review regarding advance directives.
i

| The comprehensive care ptan for Resident #B5

| dated 08/27/201¢ tailed lo document a care plan
ii addressing advanced directives.

i

" On 10/2/19 al approximately 5:00 p.m., 2 raguest
| was mada to ASM (administrative stait member)
| #1, the administrator, for the evidence that

i advance diraclives were discussed upon

: admission and periodic reviews were conducted

! for Resident #85.

‘Oni0/2/i9at approximately 7:30 a.m., OSM

" (othar staff membar) #1, the director of social
 services provided a document titied "Care

i Conference Report” for Resident #85. It

. documented the following:

‘. "{2/18/2018 Annual Care Plan maating held
 today. Resident and his jamily were invited, but
: did not attend. Resident is Full Code status,

. prescribed psychotropic medication {3) for

F 578
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convulsions (seizures), and resides on the [Name
of Facility Unil] for LTC (long term cara} .. Care |
Plan will be reviewed and updated appropriately.” '
. "3/19/2018 Quarterly Care Plan meeling held
3/19/19. Resident and his family were inviled, |
with resident’s mother being in attendance, !
Resident is Full Code stalus and is prescribed |
psychotropic medication for convulsions ... Care
 Plan will be reviewed and updated appropriately.”
. “§/18/2019 Quarterly Care Plan meeting hald '
| 616119, Resident and his spouse wera invited
| but ware not in attendance. Resident remains a |
' Full Code status and he is prescribed
psychotropic medication for seizures ... Care Plan
 will be reviewed and updated appropriately.”
- "8/27/2019 Quarterly Care Plan meeting held i
. today. Resident and his spouse were inviled and |
! both attended the meating. Resident remains
| Full Cads status and prescribed psychotropic ;
medication for seizures ... Care Plan will be J
reviewed and updated appropriately.”

T
’
1
i
H

: On 10/03/2019 at 10:20 a.m., an interview was ‘
conducted with OSM #1. When asked the

pracess for perlodic review of advance directives
at the facility OSM #1 stated that code slatusis
discussed at care plan mestings and periodically, .
' to sea if the resident or the resident’s !
 representative have changed tha status. OSM #1°
! stated that the entire advance directive is not _
i brought up unless thera is a question about it but .
| the code status is always reviewed, The facility
 policy "Advance Directives and Code Stalus” that -
- documented “Periodically, the resident and/or

. residant representative will be asked to confirm

| their decision regarding code status and advance
' directives to insure the resident's right to accept
| or refuse medical treatmant is upheld. (Examples!
! of periadic confirmation include but are not limited -

X4 1D SUMMARY STATEMENT OF DEFICIENCIES oL PROVIDER S PLAN OF CORRECT'ON {x3)
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ta discussions of code status and advance

| care pian mesatings.
On 10/3/19 at approximately 10:30 am,, a

| documentation for Resident #85 regarding
pariadic review of advance directives.

i provided a copy of page & from the admission

agreement documanting “Advance Directive

! gignature of Resident #85's responsible parly
' dated 1/28/2016.

On 10/3/19 at 3:35 p.m., an interview was

| were discussed on admission only. OSM #1

i code status but have not been reviewing the
 advance diractives.

, On 10/3/19 al 4:30 p.m., ASM (administrative
- staff member) #1, the administrator was made
i aware of tha findings.

References:

' request was made to OSM #1 for any additional

| On 10/3/19 at approximately 11:30 a.m., OSM #1

¢ Acknowledgement" and page 6 documenting the

' conducted with OSM #1 regarding the admission ;
, agreement document provided for Resident #8.
: When asked if the document providad svidence
i of periodic review of advance directives QSM #1
stated, "No.* OSM #1 stated thal the admission
I agreement document provided shows that they

" stated that staff have been good ahoul reviewing

. No further information was provided prior to exit.

[]

i

|

i diractives at each rasident care plan conference)” '
| was reviewed with OSM #1. OSM #1 siated that |
" sha was not aware of that part of the policy and
i that only the code status was being reviewed in

i
%
i
!
l
i

i
i
H
i

i
.
|

i

i

]

1
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1, Anoxic brain damage i
Not enough oxyged getiing 1o the brain. This i
information was obtained from the website: %
https:liwww.nlm.nih.govimadiineplusfencyladic!el §
001435.0tm |

i

{

2, Seizure

Symploms of a prain probiem. They happen
bacause of sudden, abnormal elactrical activity in
the brain. This infarmation was ohtained trom the {
website:
https:llwww.nlm.nih.gov!medlinep!uslseizures.ht
mi. !

]

3, Psychotroplc ,
Acting on the mind: psychotropic drugs. This

information was obtained {from the website: %
hups:ﬂwww.marﬂam-wabster.comldicﬁonary!psyc i
hotropic |

H

8. The facility stalf failad to implement the ;
advanced direclive policies and procedures to ;
review periodically Resident #60's (or the
resident's representative) decisions regarding |
advangce directives. i

Resident #60 wagé admitted to the facility on
02/06/2019 with a readmission on 06/10/2019. 1
Resident #60's diagnoses inchuded but were nol f
firnited to chronic obstructive pulmanary disease
(1) and diabetes (2). Resident #60's most recant |
MDS (minimum dala set), a quarterly agsessmant ;
with an ARD (assassmant reterence date) of
07/18/19, coded Resident #60 as acoringa 15on
the statf assessment for menial status (BIMS) of
a score of 0 - 15, 15- being cognitively intact for
making daily decisions.

Review of Aesident #60's ciinicat racord revealed

F 578
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the status of full coda ({ull life-saving
! interventions) but failed to reveal documentation |
; of periodic review regarding advance directives. '
_The comprehansive care plan "Adjusting 10 a new |
i facility due 1o recent admission for LTC (long lerm |
' care). Stari Date: 02/06/2019. Ediled: 5
" 0B/OTI2019" for Resident #60 dated 02/06/2012
j documented "Provide information on advanced .
 directives, medications, ordered treatments.
| Created: 02/06/2019."

| On 10/2/18 at approximately 5:00 p.m., a request i

- wag made to ASM (administrative staft member) |

i #1, ithe administrator, for the avidence that ‘
advance directives were discussed upon

- admission and periadic reviews were conducted |

‘ for Resident #60. E

. On 10/2/19 at approximately 7:30 a.m., OSM

. (ather staff member) #1, the diractor of social

| services provided a documant titled "Care
Conterenca Report® for Resident #80. 1t

! documented the following: '

!+ "4/9/2019 Quarterly Care Plan meating held

{{oday. Resident and her RP (respansible party)

, wera invited to the meeting and both attended. |

' Resident is full code and prescribed psychotrapic :

 medication (3) for paranold schizophrenia (4} ... !
her care plan will be updated as is necessary.”

- "6/4/2019 Quarterly Care Plan meeling held

i 8/4/19. Resident and family were invited though

! na@ither attended. Resident resides in the [Name

. of Facility unit] under LTC (long term care) and is

“Full Code Status ... her care plan will be updated :

| as is necessaiy.” :

- "8/6/2019 Quarterly Care Plan meeling held

- today. Resident and har RP were invited to :

i meeting but did not attend, Resldent Is fullcode

F S?Si

i
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and prescribed psychotropic meds for paranoid |
 schizophrenia ... Cars Plan will be reviewed and |
; appropriately updated.” ‘

i

| On 10/03/2019 at 10:20 a.m., an interview was
| conducted with OSM #1. When asked the

| process tor periodic review of advance diractives

| at the facliity OSM #1 stated that code status Is
 discussed at care plan maetings and pardodically, !
' 10 ses If the resident or the resident's
 representative have changed the status. OSM#1:
 stated that the entire advance directive is not i
- brought up unless there is a question about it but
' the code status is always reviewed. The facility !
 policy "Advance Directives and Code Status® that |
. documented “Pariodically, the resident and/or :
! resident representative will be asked to confirm |
: their decision regarding code status and advance
directives 1o insure the resident's right to accept
 or refuse medical ireatment is upheld. (Examples
| of periadic confirmation include but are not lirmited:
. to discussions of code stalus and advance
- directives at each resident cara plan conferance)" |
. was reviewed with OSM #1. OSM #1 stated that :
 she was not aware of that part of the policy and |
 that only the code status was being reviewed in |
 care plan meslings.

| On 10/3/19 at approximatsly 10:30 a.m., a
: request was made to OSM #1 for any additional

: documentation lor Resident #60 regarding
 periodic review of advance directives.

%
,
:
H
g

| On 10/3/19 at approximately 11:30 a.m., OSM#1
: provided a copy of page 8 from the admission

! agreement documenting "Advance Directive :
. Acknowledgsment” and page 10 documenting the:
. signature of Resident #60's rasponsible parly

: dated 2/6/2019.

F 578)
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! On 10/3/19 at 3:35 p.m,, an interview was ‘
 conducted with OSM #1 regarding the admission
. agresment document providad for Resident #60. |
When asked i the documant provided evidence
| of periodic review of advance diractives QSM #1
 stated, “No." OSM #1 stated that the admission |
agreement docurment provided shows that they
ware discussed on admission only. OSM #1 i
stated that stalf have been good about reviewing ‘
 code status but have not been reviewing the
: advance directives.

: On 10/3/19 at 4:30 p.m., ASM {administrative
" staff member) #1, the administrator was made
" aware of the findings. ‘

{ No turther information was provided prior to exit, i
' Referances:

: 1. Chronic obstructive pulmonary disease

; Disease that makes it difficull to breath thatcan
+ lead to shortness of breath, This information was |
_ obtained from the website:
 hitps:/fwww.nim.nih.gov/mediineplus/copd.himl, !

‘2, Diabetes f
A chronic disease in which the bady cannot ;
i regulate the amount of sugar in the blood, This !
i Information was obtained from the website:

" https:/Avww. nim.nih.govimedlineplus/ency/article/
001214.htir.

: 3, Psychotropic

' Acting on the mind: psychotrapic drugs. This

. information was obtained from the websile: ;

 hitps://www,merriam-webster.com/dictionary/psyc |

- hotrople
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4. Parancid schizophrenia

Tha paranoid type of schizophrenia Is dominated
by delusions and/or auditory hallueinations. This
information was obtained from the website:

hlzps:llmediinaplus.guv!encylimagepagesf17236.
m.

9. The facility staif falled to evidence that the
policies and procedures advanced diractives
were implemented lor review periodically of the
residents advance directive status with Resident
#57 andfor his responsible partly (RF} to ascertain
if they wanted to change anything or maintain the
atdvance direclives as writtan.

Hesident #57 was admitied on 1/29/13 with the
diagnoses of but not limited to dementia with
behaviors, rheumatold arthritis, high blood
pressure, dysphagla, diabstes, psychosis,
depression, anxiely, glaucoma, pressure uicer,
and insomnia. The quarterly MDS (Minimum
Data Set) with an ARD (Assessment Referance
Date) coded the resident as being severely
impairad in ability to make daily fife decisions.

A raview of the clinical record revealed a signed
acknowledgement dated 1/2913, that the
residant and/or respansible parly were provided
with Advance Directive information, The
acknowledgement documented, "By signing this
agreament, You agres thal You have received an
aral and written exptanation of Your right to make
an advance decision "Advance Directive” about
fife-sustaining ar life-prolonging measures in
cases where You are acutely and tarminally il and
not conscious or otherwise competent to make
decisions. (Facility) will not withhold or withdraw
lifa-sustaining or ile-prolonging measures from

F 578|

H
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| You without an Advance Directive and a Physician
| Order. You understand that You are not regquired
" to execute an Advance Directive. The larms ot
any Advance Directive that You have executed
will be followed by {faciity} to the extent permiited
by law." The resident was chacked 28 having
%_! provided Advance Diractives.

: Further review of the clinical record failed to
i raveal any evidance that the resident's Advance
| Diractivas were reviewed pariodically with the

. resident’s rasponsible parly to ascentain it they
: wanted o change anything of mainiain the

: Advance Directives as writlen,

On 10/319 at 10:17 AM, in an interview with
OSM #1 (Other Stalt Member, Director of Social
Services), OSM #1 stated, when asked abouta
periodic review of Advancae Directives, " We

, always discuss code status at cara plan meelings

tand periodically. The entire advance directives Is

. nat brought up at the care plan maetings inils

; entirely put code status always is." When asked
f thera is anytime, the Advance Directives are
reviewed entirely, OSM #1 stated, "No, thave ot

peen invaived in that unless they have a guestion
about it. } was not aware of the poficy that the

. Advance Directive shouid be reviewed

- periodically with the resident or rasponsible

- pary.”

On 10/3/110 at 5:15 PM, ASM #1 and #2

(Administrative Staff Member - the Administator

and Director of Nursing, respectively) were made
. aware of the lindings. No fusther information was
; provided by the ond of the survey.

10, The tacilty stalf faled to evidenc that the
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| policles and procedures advanced directives

L were imptamented tor review periodically of the

: residents advance directiva status with Resident
! #148 and/or his responsible party (RP) to
 agcartain if they wanted to change anyihing of

 maintain the advance directives as written

| Resident #148 was admilted to the facility on

{ 11/1017 with the diagnoses of but not fimited ta
| dementia with nehaviors, anxiety, hypathyroldism, :
' psychosis, insomnia, high blood pressure,
! delusional disordess, pressure ulcers, and
 plindness. The significant changa MOS

Sat) with an ARD {Assessment -
. Reference Date) of 9/4/19 coded ihe residentas
being sevarely impairad in ability to make daily lifes
. decisions. ;

et AT Ry

¢ Areview of the clinical record revealed a signed

- acknowladgement, undated, that the resident :
: and/or responsible party were provided with
* Advance Directive informalion. The
. acknowledgement documanted, "By signing this !
: agreement, You agrae that You have recelved an |
i oral and written axplanation of Your right 1o make |
| an advance decision “Advance Directive” abaut |
: it g-sustaining of life-prolonging measures in i
| cases where You are acutely and terminally it and |
i not consclous of otherwise competent fo make i
 decisions, {Facility) will not withhald or withdraw
! ffe-sustaining of life-prolonging measures from
* You without an Advance Directive and a Physician |
i Order. You understand that You are not required -
1o execute an Advance Directive. Thetermsof |
- any Advance Directive thal You have gxacuted

: will b followed by (facility) to the extent permitted ©
by faw.” The rasident was checked as having
 provided Advance Directives.

4D NIRRT STATEMENT OF DEFICENGIES o o OVIDERSFLANOF CORRECTION | o 0%
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; Further raview of the clinica! record (ailed to

: raveal any evidence that the resident’s Advance
. Dirgclives were reviewed perlodically with the

' rasident's responsible pary to asceriain if they

- wanted to change anything or rmaintaln the

. Advance Directives as written.

' OSM #1 (Other Stalf Member, Director of Social
: Services), OSM #1 stated, when asked about a
. periodic review of Advance Dirsctives, * We

: always discuss code status at care plan meetings :
- and periadically. The entire advance directives is
{ ot brought up at the care pian meelings in its :
t entirety but code status always is.” Whan asked
L if there is anytime, the Advance Diractives are

: raviewed entirely, OSM #1 stated, "No, | have not
 been invalved in that unless they have a quastion
, about it. | was not aware of the policy that the

| Advance Directive should be reviewed

: pariodically with the resident or responsible
Vparty.”

|
1
, %.
' On 10/3/19 at 10:47 AM, in an interviewwith |
i
:
;

On 10/3/19 at 5:15 PM, ASM #1 and #2
(Administrative Staff Member - the Administrator |
and Director of Nursing, respectively) were made
awara of the findings. No further information was
provided by the end of the survey. 5

11. The facifity staff failed lo evidence that the
: policies and procedures advanced directives
| wera implemented for review petiodically of the
 rasidents advance directive siatus with Resident
- #18 and/or his responsible party (RF} 1o ascertain |
il they wanted ta davelop any. :
: Resident #18 was admitied to the facility on
' /7118 with the diagnoses of bul not fimited fo
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| stroke, dysphagia, acute kidnay failure, diabetes,
| morbid obesity, benign prostalic hyperplasia,

| depression, sleep apnea, brain cancer, high

§i blood pressure, pressure ulcers, dementia with

; behaviors, and nasopharynx cancer. The

; significant change MDS (Minimum Data Set) with

 an ARD (Assessmant Reference Date) of 7/i119 |
; coded tha resident as being moderately impaired
i ability to make daily life decisions.

i
i

! A review of the clinical record revealed a signed

" acknowledgement dated 6/7/16 that the resident

: and/or responsible party wers provided with

' Advance Directive information. The

: acknowledgement documented, *By signing this

| agresment, You agree that You hava recelved an

| oral and written explanation of Your right to make

| an advance dacision "Advance Directive” about

! life-sustaining or iife-prolonging measures in

! cases where You are acutely and terminally ill and

 not congclous or atherwise compelent to make

' decisions. (Facliity) will not withhold or withdraw
fife-sustaining or life-prolonging measures from ¢

 You without an Advance Directive and a Physician!

- Order. You understand that You are not required |
1o execuls an Advance Directive. The termsof

- any Advance Directive thal You have aexecuted |

; will ba followed by (facillty) to Ihe extent permitted !

- by law." The resident was not checked as having |

- provided Advance Directives.

§
i

i
i

- Further review of the clinical record failed to :

" reveal any evidence that the resident's Advance f

* Direciive status was periodically reviewed wiih the:
resident and/or responsible parly lo ascertain it

‘ they wainted to develop any Advance Directives

laler,

- On 10/3/19 at 10:17 AM, in an interview wilh

{
:
i
i

xa0 SUMMARY STATEMENT OF OGFICIENCIES T D PROVIOER'S FLAN OF CORRECTION x8)
SRBex | (ECH DEFICIENGY MUST BE PRECEDED BY FULL ‘ PREFIX {EACH CORAEGTIVE ACTION SHOULD B COMPLETION
e | REGULATORY OR LSC IDENTIFYING INFORMATION) R 7S CROSS-REFERENCED TO THE APPROPRIATE OATE
g DEFICIENCY) |
F 578 | Continued From page 33 F578

FORM CMS-2567{02-99) Previous Verslons Obselsie Event {1.28XP1

Facitfty 10: VADO34

if conlinuation sheat Page 34 of 143




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 10/15/2018

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0838-0391
STATEMENT OF DEFICIENCIES (%1} PROVIDER/SUPPLIEFUCLIA {X2) MULTIPLE CONSTRUGTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULOING _ COMPLETED
C
485272 B WING 10/03/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE 2P CODE
1776 CAMBRIDGE DRIVE
LEXINGTON COURT REHABILITATION & HEALTH CARE CTR RICHMOND, VA 23238
x4 | SUMMARY STATEMENT OF DEFICIENCIES ) 3 PROVIOERA & PLAN OF CORRECTION P (s
PREFIX | {EACH DEFICIENCY MUST BE PREGEORD BY FULL | PREFIX (EACH CORAECTIVE ACTION SHOULD BE | COMPLETION
TAG { REGULATORY OR LSC IDENTIFYING INFORMATION) i TAQ CROSS-REFERENGED TO THE APPROPRIATE oAt
| : OEFICIENGY)
| f
F 578 | Continued From page 34 i Fs78

" OSM #1 (Other Stalf Member, Director of Sccial
Services), OSM #1 sialed, when asked abouta  °

- periodic review of Advance Dirgctives, " We

 always discuss coda stalus at care plan meetings .

i and perlodically. The entire advance directives is

%i not brought up at the care pian meelings inits

| entirety but code status always is." When asked
if thera is anytime, the Advance Direclives are

_reviewed entiraly, OSM #1 stated, "No, | have not -

 been involved in that unless they have a question

i about it. 1 was not aware of the palicy that the

| Advance Directive should be reviewed

* periodically with the resident or regponsible

i party.ﬂ

. On 10/3/19 at 5:15 PM, ASM #1 and #2

| (Administrative Stall Member - the Administrator
. and Director of Nursing, respectively} wers made
| aware of the findings. No furthar information was
! provided by the end of the survay,

i

i

_12. The facility stall faited to avidence that the

! policies and procedures advanced directivas

- wera implemented for review periodically of the

: residents advanca directive status with Resident

| #73 and/or his responsible parly (RP) to ascertain |
if they wanted to change anything or maintain the |

_ advance directives as written i

. Resident #73 was admitied to the lacility on

 4/27/18 with the diagnoses of but not limited lo

- leg wound, chronic obstructive pulmonary
disease, diabeles, dysphagla, giant cell anteritis,

. dementia, anxiety disorder, degenerative disease |

i of the nervous system, atrial fibriliation, ‘

. congestiva heart failure, stenosis of the iarnynx,

| trach stoma malfunction, abnormai welght loss,

- and congenital mal{ormations of the heart. The
significant change MDS (Minimum Data Set) with

i
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' Areview of the clinical record revealed a signed

! acknowledgement dated 4/23/18 that the resident
; and/or responsible party wera provided with '
i Advance Directive information. The
! acknowledgement documented, "By signing this
agreement, You agree that You have racelved an
orat and written explanation of Your right 1o make |
' an advance dacislon ("Advanca Direclive”} about
! life-sustaining or lite-prolonging measures in
cases where You are aculely and terminally ill and !
 not conscious or otherwise campelent to make
i decisions. (Facility) will not withhold or withdraw
iie-sustaining or life-prolonging measures fram
. You without an Advance Directive and a Physician |
| Order. You understand that You are not required ;
 to execule an Advance Directive, but that (facility) |
' |s available ta assist You it You wish to makean |
" Advance Directive. The lerms of any Advance
- Directive that You have exacuted will be followed
: by {facilily) to the extent permitted by law.* The
 resident was checkead as having provided

: Advance Dirgctives.

Further review of the clinical record failed to
‘ reveal any evidenca that the resident's Advance
Diractives were pariodically reviewed with the
resident'’s responsible party to ascertain it they
wanted to change anything or maintain the
_Advance Directives as written.

O 107319 at 10:17 AM, in an interview with

" OSM #1 {Other Staff Member, Direcior of Social
. Services), OSM #1 stated, when asked about a
 pariodic review of Advance Directives, " We

. always discuss code stalus at care plan mestings
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 an ARD (Assessment Raference Date) of 81118
' coded the resident as moderately impaired In :
- ability to make daily life decisions.
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| and pericdically. The entire advance directives is |
. not brought up at the care plan meelings inits |
: entirety but code status always Is." When asked |
- |t there Is anytims, the Advance Directives ara |
| reviewed entirely, OSM #1 stated, "Nag, | have not |
 been involved in that unless they have a question !
“ about it. | was not aware of the policy thal the |
_ Advance Directiva should be reviewed

! periodically with the resident of responsible
. party.” ;

- On 10/3/19 at 5:15 PM, ASM i1 and #2

" {Administrative Staft Membar - the Administrator

- and Director of Nursing, respectively) were made
~ aware of the findings. No further information was
 provided by the end of the survey.
. 13, The facility stait failed to imptement the
- advanced directive policies and procedures o ]
. raviaw perlodically the Resident #12's wishes
: ragarding Advanced Directives.

: Resident #12 was admitled to the facility on
| 09/19/2018. His diagnoses included muscla
- weakness, arihritis, and generalized anxiety ‘
' disorder. Resident #12's most recent Minimum |
' Dala Sel (MDS) Assessment was a Quarterly .
Assessment with an Assessment Reference Date i
: (ARD) of 06/30/2019. The Brief Interview for
- Mental Status (BIMS) scored Resident #12 at a !
: 15, Indicating no impairment. i

' During inilial review of the clinical record, it was
noted that Resident #12had a documented

- Advanced Directive. Howaver, a review of the k

. Progress Notes by the Soclal Services i

 department did not reveal documentation of a

_review periadically of the Advanced Directlve, only!
a raview of the Resident's code stalus. ,
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| On 10/03/2019 at 10:21a.m. an intgrview was

conducted with Other Staif Member (OSM) #1,

' the Director of Social Services. During the

| intarview, OSM #1 was asked what role Social |

| Services played in the Advanced Directive

| process. OSM #1 stated that Social Services i

| reviews the resident’s coda status at the quarterly -

| care plan meetings, put not the Advanced .

| Directive as a whola. OSM #1 offered an

‘ example: a resident might have changed their

; code stalus during a recent hospilalization and

- the faciiily did not receive a COpY. Social Services

. would fallow up on that and make sure the corrsct
status is documented in the medical record. :
When asked if she was aware of tha fagility policy i
on Advanced Dirgclives specifying that the fult
Advanced Directive was {0 ba reviewed
petiodically by Soclal Services, OSM #1 stated
that she was nol.

As part of the same interview, OSM #4, the
Admisgions Direclor, was also interviewed. OSM |
#4 was asked what role the Admisslons !
department playad in documenting the resident's {
Advanced Directive. OSM #4 stated that upan
admission, as part of the admissions agreement,
the staff raquest copies of any exisiing Advanced ;
Directives from the resident or their
representative. The resident or representative
 then signs a document that they have been made i
- aware of their tight to formulate an Advanced .
! Directive if they wish. OSM #4 provided SUNVEYOTs |
 with copies of these signed agreements {or ;
| Regident #12.
. pdministrative Stait Member (ASM) #1, the
Administrator, and ASM #2, the Director of
. Nursing, wers informed of the findings 2 the end
_of day meeting on 10/03/2019. No further

S
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" documentation was provided. i
;

H

| 14. The facility staff (afled to implement the

- advanced directive policles and proceduresto
 raview periodically the Resident 89's wishes
. regarding Advanced Directives.

 Resident 499 was admitted o the facility on i
* 11/21/2018. His diagnoses included quadriplegia :
: (weaknass and paralysts of all 4 limbs), diabetes,
: and hypertension {high blood pressure). Resident |
| #99'a most recent MDS Assessment was a {
| Quarterly Assessment with an ARD of
1 08/13/2018. The BIMS scored Residant #88 ata |
{ 15, indicating no impairment.

i
!

' Review of the clinical record, revealed that

‘ Resident #12 had a documented Advanced

 Directiva. However, a review of the Prograss

' Notes by the Social Services depariment didnot |
raveal documentation of a review of the

_Advanced Directive, only a reviaw of the é

‘ Aasident's code status.

_On 10/03/2019 at 10:21a.m., an interviaw was
canducted with Other Stali Member {OSM) #1,
 the Director of Social Services. During the
interviaw, OSM #1 was asked what role Social |
Services played in the Advanced Direclive
‘ process. OSM #1 siated that Social Services
 raviews the resident's code status at the quarterly |
- care plan meetings, but not the Advanced ‘
Direclive as a whole, OSM #1 offered an
- gxample: a resident might have changed their
. cods status during a recent hospitalization and
the facliity did not receive a copy. Social Serviges !
- would follow up on that and maka sure the correct:

H

i
|
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stalus is documented in the medical record,
When asked if she was aware of the {acility policy
on Advanced Directives specilying that the full

| Advanced Directive was to be reviewed

' periodically by Sacial Services, OSM #1 staled %
- that she was not. 3

{
;
¢
i

i
% As part of the same Inlerview, OSM #4, the
* pdmissions Director, was also interviewed, OSM
. #4 was asked whai role the Adrmissions
| departmant played in documenting the resident's
Advanced Directive. OSM #4 stated that upon :
admission, as part of the admissions agreement, |
the staff request capies of any existing Advanced |
Directives from tha resident or their i
. representative. The rasident or representalive
| then signs a document that they have been made |
t aware of their right to formuiate an Advanced i
 Directive if they wish. OSM #4 provided surveyors i
. with copies of these signed agreaments for :
: Resident #99.
| Administrative Staft Member (ASM) #1, the
Administrator, and ASM #2, the Director of !
Nursing, were informed of the findings atthe end !
of day meealing on 10/03/2019. No further i
_documentation was provided. :

| 15. The facility staff failed o the gvidence the

| advanced directives policy was implamented to
complata periodic reviews of Resident # 78's

. advance directive.

| Resident # 78 was admitied to the tacility on

- 01/02/17 with diagnoses that included but were

" hat limited to Wernicke’s encephalopathy i1}
ataxia [2] and apraxia [3].

Resident § 78's most receit MDS {minimum data
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 set), an annual assessment with an ARD !

| (assessmant reference date) of 08/02/19, coded

| Resident # 78 as scoring a three on he brief
interview for mental status {BIMS) of ascorg of 0 |

- 18, threa - being severely impaired of cognition

i for making daily decisians,

| The "[Name of Facility] Comprehansive

* Admission Agreement” for Resldent # 78
dacumented in part, "6, ADVANCE DIRECTIVE

: ACKNOWLEDGEMENT. C. You wouid wish to

' executa an Advance Directive.’

E
|
!
|
;
i

‘ §
| The clinical record and the EHR {elactronic health
racord) for Resident # 78 failed to evidence a {
copy of an advance directive and failed to :
i avidence of periodic reviews of advanced
a diractives were completed.

H

| On 10/03/19 at 10:15 a.m., an interview was
conducted with OSM [othet siafl msmber] # 1,

. director of social services. When asked to

- describe her role regarding a resident’s advance

: diractive, OSM # 1 stated that the resident's code |

« gtatus is reviewad at the care plan meatings. ’
Whan asked about canducting periodic reviews of !

: advance directives, OSM # 1 slated, "It is not !

: brought up during the care plan meetings." When

; asked it she conducted any periodic revisws of .

 resident's advance directive, OSM # 1 stated, !
IINO'” .

* On 10/04119 al approximataly 4:00 p.m,, an ’

' interview and review of Resident # 78's EMR and

* clinical record was canducted with OSM # 1. '
When asked to explain the slatement, "You would :
wish to executs an Advance Directive® as

* gocumentad under the heading "ADVANCE

: DIRECTIVE ACKNOWLEDGEMENT" on the
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“IName of Facility] Comprehensive Admission |
Agreement®, OSM # 1 stated, “It means they i
have an advance directive.” OSM # 1 confirmed |
that Resident # 78's EHR and clinical record did |
_ not contain a copy of an advanced directive and |
stated, "They should have an advance directive." |

' On 10/04719 at approximately 4:30 p.m., ASM
: jadministrative staff member} #1, the
: administrator was made aware of the findings.

| No further information was provided prior to aexit. E

; References:
{1} An acute neurological cendition characterized 1
by a clinical triad of ophthalmoparesis with :
| nystagmus, alaxia, and confusion, Thisisa ;
* fife-threatening illness caused by thiamine
. deficiency, which primarily affecis the peripheral !
. and central nervous systems. This information  :
_was obtained from the website: 4
: htlps:lfwww.ncbi.nim.nih.gov!bookslNBKMoaMl.

{2] A sudden, uncoordinated muscle movement .
due to disease or injury to the cershelium in the
brain. This information was obtained from tha
website:

hitps:/imediinepius.gov/ency/article/o01 397.htm.

" [3] Adisorder of the brain and narvous systam in
. which a person is unabie to perform tasks or

" movements when asked, even though: the

- request or command is understood, they are :
willing to perform the task, the muscies neededto :
periorm the task work properly, the task may ;
have already been learned. This information was :
obtained from the websita:
https-.Iimedlineplus.govlencyiaﬂiclelﬂﬁ?472.htm.
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. 16. The facilily staff falled to evidence the facility
! policy for advanced direclives was implemented
 to complete periadic reviews of Rasident # 160's
" advance directiva.

" Resident # 150 was admittad fo the tacility on
08/21/18 with diagnoses that included but were
not limited to difficulty swallowing, muscie

. Resident # 150's most recent MOS {minimum
data set), a signiticant change agsessment with
- an ARD (assessment reference date) of 09/04/19,;
' caded Rlesident # 150 as scoring a six on the !
 prisf interview for mental siatus (BIMS) of a score |
: ol 0 - 18, six - baing severely impaired of
. cognition far making daily dacisions.
 The clinical record and the EHR {electronic heallh
' record) for Plesident # 150 evidenced a copy of
| an advance directive, Further review failedto |
: gvidence periodic reviews of the advance {
! diractive,

- On 10/03/19 at 10:16 a.m., an interview was !
 conducted with OSM [other slafl member] #1,
: director of soclal services. When asked to
- describe her role regarding a resident’s advance
| directive OSM # 1 stated that the resident's code
' status is reviewed al the care plan meatings.
When asked about conducting periodic yeviews of !
_advance directives OSM # 1 stated, "Itis not
brought up during the care plan meetings." When
- asked if she conducted any periodic reviews of
r:isident's advance directive OSM # 1 stated,
L' 0..

" On 10/04/19 at approximately 4:00 p.m,, an
interview an review of Flesident # 150's EHR and

* weakness and low iron. |

F 578!
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clinical record was conducted with OSM & 1. ;
 When asked 10 explain the statement, "You would |
 wish to execute an Advance Directive” as i
| docurnented under tha heading “ADVANCE !
DIRECTIVE ACKNOWLEDGEMENT" on the 1
; "[Name of Facility] Comprehensive Admission
| Agreement”, OSM #1 stated, "it means thay

nave an advance directive.” OSM #1 confirmed |

that thera were no reviews of Resident # 150's
. advance direciive.

3

On 10/04/18 at approximately 4:30 p.m., ASM :
: {acimir\istrativs stalf member] #1, the {
* administrator was made aware of the findings. i

No further information was provided prior 10 oxit,

117, The facility stalf falled 1o evidence tha facility !
: advanced directives policy was implemenited 1o i

gompiete periodic veviews of Resident # 110's {
_advance directive. !

Resident # 110 was admitted to the faciiity on
01/30/14 with diagnoses that included but were
riot limited fo muscle weakness, difficulty

. swallowing and shortness of breath,

| Resident # 110's most recent MDS {minimum ‘
- data set), a quarterly assessment withan ARD
 (assessment reference date) of 08/28/19, coded .
Resident # 110 as scoring a three on the brief _
interview for mental status {BIMS) of a score of0:
- 18, three - being severely impaired of cognition
for making daily decisions. f

. The "[Name of Facilily] Comprehensive :
Admission Agreament” for Resident # 78 :
documented in part, *6. ADVANGE DIRECTIVE

© ACKNOWLEDGEMENT. C. You would wish to
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Continued From page 44
axecute an Advance Directive,”

‘The clinicat record and the EHR {electronic health
record) for Resident # 110 failed to evidence a
copy of an advance directive and failed to
avidence of periodic reviews of advanced
diractives.

On 10/03/19 at 10:15 aum., an interview was
conducted with OSM [other staff member] # 1,

director of social servicas. When asked to
describe her role regarding a resident's advance |
directive OSM # 1 stated that the resident’s code |
status is reviewed at the cara plan meetings. {
When agked about conducting periodic reviews of :
advance directives OSM # 1 stated, "ltis not
brought up duting the care plan meeatings.” When
asked it sha conducted any periodic reviews of
resident's advance directive OSM # 1 stated,
"No."

On 10/04/19 at approximately 4:00 p.m., an
interview and review of Resident # 110's EHR and
clinical record was conducted with OSM # 1, _
When asked to explain the siatement, “Yout would
wish to execute an Advance Directive” as
dacumented under the heading "ADVANCE
DIRECTIVE ACKNOWLEDGEMENT" on Lhe
"[Name of Faciiity] Comprehensive Admission

Agreement®, OSM # 1 stated, "It means thay !
have an advance directive.” OSM # 1 confirmed |
that Residant # 110's EHR and clinical record did !
not contain a copy of an advanced directive and
stated, *They should have an advance directive.” !

On 10/04/19 at approximately 4:30 p.m., ASM
{administrative stafl member] #1, the
administrator was made aware of the findings.
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; No further information was provided prior o exil,

:

48, The facifity staff failed to evidence the facility i
- poticy for advanced directives was implemeantad
! to completa perladic reviews of Resident # 45's
1 advance diractive.

| Resident # 45 was admitted ta the facilily on

| 07/10/19 with diagnoses that included but were
" ot limited to high blood pressure, High :
* cholesterol and heat failure. !

o i i TR

Resident # 45's most recent MPS {rinimum data

. set), a quarterly assessment with an ARD
(assessment reterence dale) of 08/28/19, coded
Resident # 45 as scoring a four on the briet
Intarview for mental staius (BiMS) of a score of 0 :
- 18, four - being sevarely impaired of cognition :
tor making daily decislons.

The "{Name of Facility] Comprehensive

. Admission Agreement” tor fRasident # 45

- documented in part, g, ADVANCE DIRECTIVE
ACKNOWLEDGEMENT. C. You would wish {0
| execute an Advance Directive.”

- Tha clinical record and the EHA (electronic heallh
 record) for Resident # 110 failed o evidence &

: sopy of an advance directive and evidence of
 periogic reviews of advanced directives.

‘On 10/02/19 at 10:165 am., an interview was

| conducted with OSM {other staff member] # 1,

director of social services. When asked {o

! describe her ole regarding a rasident's advance
directive OSM # 1 stated that the rasident’s cote
status is reviewad at the care plan meetings. :
When asked about conducting periadic reviews of:
advance directives OSM # 1 stated, "t is not '
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brought up during the care plan meetings." When
askad if she conductad any periadic reviews of i
resident's advanca diractive OSM # 1 stated, :
i "No."
On 10/04/19 at approximalely 4:00 p.m., an
interview and review of Resident # 45's EHR and
clinical record was conducted with OSM # 1.
When asked to explain the statement, "You would ¥
wish {0 executa an Advance Directive” as
- documented under the heading "ADVANCE ;
' DIRECTIVE ACKNOWLEDGEMENT" on the ' ! 5
“[Nama of Facility] Comprehensive Admission | .. :
. Agreement” OSM # 1 staled, "l means they have | i
' an advanca diraclive,” OSM # 1 confirmed that
Resident # 45's EHR and clinical record did not | l
conlain a copy of an advanced directive and ;
| stated, "They should have an advanca directive.” ] l
,On 10/04/19 at approximately 4:30 p.m., ASM ‘
' tadministrative stafl member] #1, tha . £582 MEDICAID/MEDICARE COVERAGE LIABILITY NOTICE
} administrator was made aware of the findings, ! _ .
) i : 1) Resldent # 68 was provided a notice of financlal
 No further information was provided prior to exit, | ! liabiliy on 10/08/19.
582 | MedicaidMadicare Coverage/LiabiliyNotice ~~ Fs8a) @ Fesioenn f“;:;;;’mp'“mxed'ﬁ’e sHled SEY 2
i M R ] remai in once s saryvices have ended have -
§SaD l CFR(s): 483.10(g)(1 7HI8YI-v) ; % the potential to be affected by the deficlent practice.
| §483,10(g)(17) The facility must-- f ! 3} A} Anaudit of residents, who, in the past six months,
{) Inform aach Medicaid-efigible rasident, in g ‘ have remained in facility and experienced a change in
writing, at the time of admission to the nursing | % payor source wil be completed by the Business Office
i facmw and whan the resident becormnes ailgihie {ur§ ;‘ Manager to ensure recaipt of financial Hability aotice.
- Medicald of : l B} The Soclal Worker has been educated on the
i (A The items and services that afe includedin ! process for Issuing Notices of Medicare Non-Coverage
. nursing facility services under the Stale plan and : and Advanced Beneficiary Natices.
for which lhe resident may nol be charged; i 4)  The Business Office Manager will complete a monthly
{B) Thosa other items and services that the *‘ audit for proger notice given to residents whose payor
{acility offers and for which the resident may be ! source has changed with report of non-compliance to
- charged, and the amount of charges forthase | the Administrator for corrective action
: : 5) Comptiance Date: 11/1/2019
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. services; and

| {if} Inform each Medicaid-eligible resident when
- changes are made to the items and services

' specified in §483.10(g)(17)(){A) and (B) of this

section.

§483.10(g}(18) The facility musl inform sach

: resident belore, or at the time of admission, and
. periodically during the resident's stay, of services

available in the facility and of charges for those

: senvices, including any charges lor services not

- coverad under Medicare/ Medicaid or by the
facility's per diem rate. :
- (i Whare changes in coverage are made lo stems :
- and services coverad by Medicars and/orby the

Medicaid State plan, the facility must provide
notice to residents of the change ag soon as is
reasonably possible.

* (ii} Where changes ara made to charges for other

| tems and sarvices that the facility offers, the :
! facility must infarm the resident in writing at least
60 days prior lo implementation of the change. |
: {ii} If a resident dies or is hospitalized or is
 transferred and does not raturn 1o the facility, the
 facility must refund to the residant, resident

representative, or astats, as applicable, any :
deposit or charges already paid, less the facility's -
per diem rate, for the days the resident actually

- resided or reserved or retained a bed in the

facility, regardless of any minimum stay or
discharge notice requirsments,
(iv) The tacility must refund to the resident or

: resident representative any and all refunds due

the resident within 30 days {rom the resident's

- date of discharge from the facility.

(v) Tha terms of an admission contract by or on
behalf of an individual seeking admission 1o the
facility must not conflict with the requirements of

F 882

|
|
l
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these regulations. ;

“This REQUIREMENT is not met as evidenced | i

by !
. Basad on staff interview and ciinical record

a raview, it was determined that the {acility stalf
‘ failed \o provide notica of Medicare non-coverage
for one of three beneficlary protection notification
; resident reviews, Resident #68. Resident #68's
Iast coverad day of Medicare part A servicas was

| 8/29/19. The facility staif falled 1o notify Resident !

| #68 {and/or the resident's representativs) of the |
last covered day and the right to appeal.

The findings include:

- Rlesident #68 was admitled to the facilily on :
7/3/19. Resident #68's diagnoses included but !
: were not limited to paralysis, difficulty swallowing |
; and constipation. Resident #68's most racent ;
§ MDS (minimum data set), a 30 day Medicare ; !
! assessment with an ARD (assessment raference | %
_date) of 7/31/19, coded the resident's cognitive ¢
 skills tor daily decision-making as sevarely :
; émpaired
On 10/2/19 at 3:07 p.m., an Interview was
i conducted with OSM (other stalf member) 1 {the |
 director of social services). OSM #1 confirmed
* Resident #68 should have been issued a
* Medicare nolice of non-coverage form (g forra . .
that documents the last covered day of Medicare '
‘ part A services and the right to appeal) and was !
. not. OSM i1 stated she had been praoccupied ;
' because she was working on a 30-day discharge
notice (for a discharge from the facility) that :
_Resident #68's family had appealed.

: Resident #68 remained in the facility at the time
- of the survay.
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1 On 10/3/19 al 10:37 a.m., ASM {administrative
i stall member) #1 (the acministrator) and ASM #3

. {the corporate qualiiy nurse) were made aware of .
: the above concem.

\l On 10/3M19 at 4:03 .., ASM #1 stated the

| facility did not have a policy regarding tha

| Medicare notice of non-coverage but the federal

: regulations shotrid be followed.

. On 10/319 at 4:37 p.0,, another interview was

: conducted with OSM #1 regarding the facility

: poficy for Medicare notices of non-coverage.

t OSM #1 stated, “When somebody 1 balng
 discharged {rom traditional Medicare part A and

i thay ara coming off the skilled nursing facility

\ coveraga before the tirme, when wea stop piling .
| Madicare, they need to be informed since they na |
 longer qualily and what the cost of room and :
| yoard will be for tha potential expenses thatmay |
incur will be." :

1 No further information was presented prior to exit. !
F583 Personal Privacy/Contidentiality of Records
§8sD ;! CFR(a) 483.10(h)(1)-(D{IN

| §483,10(h) Privacy and Conlidentiafity. !
- The resident has a right lo personal privacy and
' confidentiality of his or her personal and medical |
- records. . 4
§483,10(h){) Personal privacy includes :
. accommadations, madical treatment, written and
1alephone communications, personal care, vigils, ¢
and meetings of family and resident groups, but
- this doas not require the tacility 10 provide a
private room tof each resident,
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i
F£583  F583 RESIDENTS RIGHTS: PRIVACY

1) The privacy curtain for resident #85 15 closed around the
resident to ensure privacy during care. LPN #5 and LPN #E have
i been observed during wound freatment. Treatment ghservation
. competency included taking steps to ensure resident privacy,

¥ .
2) Residents recaiving wound treatments may have been
impacted by this practice,

3} Nurses providing treatments have been re-aducated on the
importance of providing privacy during treatments,
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| right to privacy in his or her oral (that ls, spoken),

: §483,10(h){2) The facility must respect the
residents right to personal privacy, including the

| written, and electronic communications, Including
| the right ta send and promplly recelve unopenad
| mail and other letters, packages and other

i malerials delivered lo tha facility for the resident,
including those delivered through a means other
: than a postal service.

I
i
: i
' §483.10{h)(3) The resident has a right to secure |
: and confidential personal and medical records. I
| () The resident has the right to refuse the releasa |
: of persanal and medical recards except as |
| provided at §483.70(){2} ar other applicable E
* federal or stale laws, i
(if) The facility must allow representatives of the i
j Oflice of the Stala Long-Term Care Ombudsman
{ 1o examine a residant's medical, saclal, and \
administrative records in accordance Wwith State |
law. |
This REQUIREMENT is not met as evidenced \
by: ' i
Based on cbservation, stalf interview, and facility i
document raview it was determined that tha i
facility staff failed to promote privacy duringa :
dressing change for one of 63 residenta inthe |
_survay sample. During Resident #88's dressing !
- change on 10/3/19 at 14:00 a.m., the faciity staff °
* falled to pull the privacy curtain and failed to close |
* Resident #85's doo, staff were visible in the i
| haliway from the residents room during the
. dressing change,

‘The findings include:

Resident #85 was admitted to the tacility on
- 01/28/2016 with a readmission on 01/08/2018.

H

F 5831
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i

4) A) The DON or designee will complete treatment observations
of licensed nurses on the identified unit who provide treatments
for adherence o residants’ right to privacy.

8) Any non-compllance found during audits wilt be addressed
with education and training as naeded.

C) A summary of the ohservations will be presented to the QA
Committae for additional oversight and/or recommendations.

5) Compliance Date: 11/01/2019
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| Resident #85's diagnoses Included but were nol

' limiled 1o anoxic brain damage (1) and seizures

i {2). Rasident #85's most recent MDS {minimum
data set), a quarterly assessment with an ARD
(assessment reiarence date) of 08/06/19, coded
Residant #85 as being severely impaired for
making daily decisions.

i
2
E
j
i
H
H
%
i
%
i

|
The comprehensive care pian for Resident #85
documented "Prassure ulcer, actual teft top of his ;
foot. Start Date; 02/19/2019, Edited:
10/02/2018." i
On 10/3/19 at approximately 11:00 a.m., LPN
(lcensed praclical nurse) #5 was observed '
performing a dressing change to Resident #85's |
pressure ulcer on the top of the residents lefi foot. |
‘Resident #85 was observed lying in the bed in his |
: yoom. LPN #5 prepared the supplies to perform |
. the dressing change and antered the room. LPN |
. #5 proceeded to perform the dressing changeto .
. the pressure uicer to the top of lelt foot with LPN
. #6 assisting. The door to Resident #85's room
- was observed open and the privacy curtain was
' not pulled during the dressing change. Staff E
" members were observed in the hallway outside of |
Resident #85's room during the dressing change
. for Resident #85.

r

- On 10/3/19 at 11:45 a.m,, an intarview was

. conducted with LPN #5, When asked how
 privacy is ensured when perdorming dressing

; changes, LPN #5 stated, "l should have pulled

- the curtain," LPN #5 stated that Resident #85's
_room Is at the end of the hallway but the daor
 shoutd stili have been closed or the curtain pulled. !
' When asked why, LPN #5 siated 1o give privacy

- during the dressing change.
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| On 10/3/19 at 11:45 am., an interview was
. conducted with LPN #6. When asked how
! privacy is ensured when performing dressing
 changes LPN #8 stated the door is closed or the
 privacy curtain is pulied. LPN #6 stated, “We

: should have pulled the curtain.”

' The facility document "Resident Rights®
docurmentad in part, “The residenthas a right to
. parsonal privacy ..."

 The facility poficy "Wound Treatment

' ProlocoV/Competency 3/19/2018" documented,
: *Provides full privacy including closing privacy
' cunains (ully around resident, closing window
 plinds tully, and closing doors.”

' On 10/3M9 at 4:30 p.m., ASM {administrative
- stafl member) i1, the adminisirator was made
- aware of tha findings.

i No further information was provided prior io axit,
References:

" 1. Anoxic brain damage

* Not enough oxygen getling to the brain. This

: information was cobtained from the website:
htlps:l!www.nlm.nlh.gcwimedlinaptuslencylaﬂlctel
- 001435.hitm

. 2, Selzure
Symplams of a brain problem. They happen
_because of sudden, abnormal electrical activity in
- the brain. This information was obtained from the
- website:
‘ hupsdfwww.nlm.nih.govlmadlinepluslseizures.ht
mi,

F 583
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F 609} Aeponing of Allaged Violations
§8=0 1+ CFR(s): 483.12(c)(1}{4)

§483.12(c) In response to allegations of abuse,
neglact, axploitation, or mislreatment, the faclity
must:

involving abusa, neglact, axploitation or
mlstreatmant, including Injuries of unknown

1 source and misappropriation of resident propaesty,
; are reported immediately, but not {aterthan 2

' hours after the allagation is mads, if the events

! that cause the allegation involve abuse or result in
! serious bodily injury, or not later than 24 hours if

! the events that cause the aliegation do not inveive
* abuse and do not result in serious bodily injury, to

§483.12(c)(1) Ensura that all aflaged violations  j»

. the administrator of the facllity and to other i

! officials (including to the State Survey Agency and’
_adult protective services where stata law provides

*for jurisdiction in long-term care faciiifies) in
accordance with Slate faw through establilshed

' procedures.

§483.12{c)(4) Report the resuits of all

investigations to the administrator or his of her
- designated representativa and to other officials in

accordanca with State law, including to the State

Survay Agancy, within 5 working days of the ;
incident, and i the alleged violation is verified

approptiate corrective action must be taken,

This AEQUIREMENT s not met as evidenced

by :
Based on facility documentation review and staff
intarview, it was determined that the facility staft
falled 1o immedialely report an allegation of abuse

to the State Survey Agency and other officials for .
* one of 63 rasidents in the survey sample,

Resident #61.

o PROVIDER'S PLAN QF COARECTION ey
PREFIX | {BACH CORAECTIVE ACTION SHOULD BE + COMPLETION
TAG CRO3S5-REFENENCED TO THE APPROPRIATE : DATE
DEFICIENCY)
F 60D
F 609
F 609 REPORTING OF ALLEGED VIOLATIONS
1) The reporting window for an allegation of abuse made
by resident #61 on 2/19/2019 cannot be currected.
The individual responsible for the late report is no
longer employed by facility.
! 2)  Any resident making an aliegation of abuse, neglect,
* misappropriation of funds or injury of unknown origin
| coulg be affected by this practice.
3} A)Facllity staff have been re-educated on the facility
'1 abuse reporting policy.

v i B) A protocol for reporsting abuse aliegations during
off-shifts and weekends has been made avafiabla with
education to Department Managers and key

; supervisory staff
4) The Facility Abusa Reperting Coordinator or designee
will review each reported al_iegatlon for regulatory
compliance. Incases of non-compliance, identified
' personnel wili be re-educated.
' 5} Compiiance date: 11/01/2018
J
!
|
!
t
; |
‘- i
i
i
' i
!
;
|
i
;
| :
Faciity 1D; VACU34
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: The facility staff falled to nolify the Office of
g Licensure and Certiflcation of a cradible

| allegation of abuse Involving Resident #61 within
. 2 howrs of discovering it.

:
| The findings includad:

| Resident #61 was admitted to the facility on
! 07/19/2017. Her diagnoses included chronic
obstructive pulmonary disease {1}, muscle
weakness, and arthritis. Resident #81's most
recent Minimum Data Set (MDS) Assessment
- was a Significant Change Assassment with an :
' Assessment Relerence Date (ARD) of :
| 07/18/2019. The Brief Intarview far Mental Status |
- (BIMS) scored Resldent #61 ata 12, indicating :
_ mitd to moderate impairment. Resident #61 was

On 10/01/2019, a review of Resident #81's

madical record was conducted as part of an
. investigation into a complaint of an abuse : :
Resident #61. On 02/19/2019, ?
: Resident #61 alleged that a CNA at ihe faciity
 gexually abused her "about a week ago" (aweek |
 prior to reporiing the allegation to staff). A review

red Incident (FRI) and its
stigation evidenced the

F 609|

| coded as requiring extensive assistance of one §
| person for bed mohbility and dressing, and a3
‘ iatally dependent on one parson for toileting.

 allegation was unsubstantiated. The FRI repont

{indicated that facility staff became aware of the
allagation on 02/19/2019 at approximately 11:00
a.m., but did not submit their initia! reporting of
the incident to the Office of Licensure and :
Certification (OLC) untii 02/19/2019 at 4:51 p.m..,

. as avidenced by the timestamp Fax confirmation

EORM GMS-2667(02:99) Pravious Versions Olsolate

Event D:28XP14 Facility 1D VAQU34
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The facility policy on abuse reads in part:
"PROCEDURE: Raporting Actual or Suspected
Resldant Abuse...
3, Reportlo VDOH {Virginia Depastmeant of
; Health) and Adult Protective Services an injury of
| Unknown Source and an allegation of Abuse
! {including neglect, mistreatment, or
misappropriation of resident property) within 2
* hours of becoming aware of the aliegation if the
" gvenis thal caused the allegation invalve abusa !
* or result in serious bodily injury.”

et

Administrative Stall Member (ASM) #1, the

- Administrator, was askad about the reporting aof

‘the allagation during ine end of day meeting on

. 10/03/2019. ASM #1 stated that the incident :

 gccurred prior to his pecoming the Administrator,

: hut that the incident shouid have been reported i
more quickly.

ASM #1 and ASM #2, the Director of Nursing, ~ ;
were informed of the findings at tha and of day e {
meeting on 10/03/201 g, Na further ; ’
" documentation was provided. |
1. GOPD (chronic obstructive pulmonary disease) :
makes it hard for you 10 breathe. The two main i
- lypes ara chronic branchitis and emphysema. : ;
“The main cause of COPD is long-lerm exposure - - :
10 substances that irritate and damage ihe lungs. | '
Thig is usually cigarelte amoke. Al pollution, :
' chemical fumes, or dust can also cause it. - :
https:i!med!inap!us.govlcogd.htmi
Fa22 Transfer and Discharge Requirements  Fe2. See ,\l ext Prqe
sa CFR(s): 463151 !

FORM CMS-2567{02-99) Provigus Virsions Ohsaisle Evont 10:28XP 11 & nellity 100 VA4 1t continuation shaol Pags 56 of 143




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 10/15/2019

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIERIGLIA {X2) MULTIPLE CONSTARUGT.ON (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A SULONG - COMPLETED
C
485272 B. WING 10/03/2019
NAME OF PROVIDER O SUFPLIER T

LEXINGTON COURT REHABILITATION & HEALTH CARE CTR

STHEET ADDRESS, CiTY, STATE, ZIF CODE
1778 CAMBRIDGE DRIVE
RICHMOND, VA 23238

F622 Continued From page 58 n

§483,15{c) Transfer and discharge- :
§483.15(c){1} Faclity requirements- :
(i) The faciity must permit each resident lo i
remain in tha facility, and not transfer or |

' discharge the resident from the facility unless- ]
(A} Tha lransfer or discharge is necessary for tha

i resident's walfare and the resident's neeads !

_cannot be met in the tacillty;
{B) Tha transfer or discharge is appropriale

. because the resident’s health has improved

- guificiently so the resident no longer needs the
services pravided by the facility,

' {C) The safely of individuals in the facility Is ;

_endangared due t0 the clinica) ar behavioral ;

" slatus of the resident; ;
(D) Tha health ot individuals in the facility would

: otherwise be endangerad;

 (E) The resident has {ailed, after reasonable and
appropriata notice, to pay tor {or to have paid i
under Medicate or Medicaid) a siay at the facility, -
Nonpayment applies if the resident does nol :
submit the necessary paparwork for third parly
payment or after the third pary, including

. Madicare or Medicaid, denies the claim and the

; resident refuses to pay for his or her stay. Fora

! resident who becomes gligible for Medicaid after

| admission to a facility, the facility may charge a

resident only allowable charges under Medicald,

*

: Of

: {F) The facility ceases to aperate.

L (it} The facility may not transier or discharge the

‘ rasident while the appeal is pendifg, pursuantto

+§431.230 of this chapter, when a rasident

* axarcisas his or her right to appeal & transfer ot

 discharga notica from the tacility pursuantto §
431.220(a){3) of this chapter, uniass the faiture to
discharge or transfar would endanger tha heaith i
ar safaly of the resident or other individuats in the |

1
]

i

{X4} 10 SUMMARY STATEMENT OF DEFIGIENCIES ] D ; PAOV DER 5 PLAN OF CORRECTION ; {R5)
PREFIX | {EACH OEFICIENCY MUST BE PRECEDED BY FULL i PpReFw ! (EACH CORRECTIVE AGTION SHOULD BE ! coMpLETION
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¥ F T i ;
F 622

FG22 TRANSFER AND DISCHARGE REQLUIREMENTS

1} Resldent #76 experienced a life threatening emergency at the
time of hospital transfer. Resident #76 has been readmitted to
facility, The failure to provide cara plan goals at the time of the
8/11/19 transfer cannot be corrected.

2) All residents who are transferred to a hospital may potentially
be affected.

3} A) Transfer/Discharge packets have been developed which
includes direction on praviding the CCD document which includes
care pian goals to the receiving hospltal at the time of transfer.

B} Licensed nurses have been educated on transfer and
discharge requirements

€} The DON or designee will review unplanned discharges to
hospital for compliance with regulatory requirements for
notification. Report of findings wilt be made during Morhing
Management Meeting. *

D) inthe case of transfers for life threatening emergency where
the provision of required notiflcation may not be practical, the
facillty admissions lialson will delver required documentation to
the hospital
4) Tracking of unplanned hospitalization 1s done monthly by the
facitity Quality Assurance and Performance improvement
committee, Compllance with Transfar and Dlscharge
requirements will be included in the monthiy report.

5) Compllance date: 11/01/19

|
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F 622 | Continued From page 57 . Feez!

' facility. The facility must document the danger ; f
that tailure 1o transter or discharge would pose. '

' §483.15(c)(2) Documentation.
 When the facility translers or discharges a
' rasident under any of the clrcumstances specilied | A
in paragraphs {c){1}{)}{A) through {F} of this i
section, tha facility must ensure that the transfer
' or digcharge is documented in the resident's ) |
- medical record and appropriata information is ‘
- communicated to the receiving health care :
institution or provider, ;
(i) Documentation in the resident's maedical record
- musl include;
| {A) The basis for the transfer per paragraph (c){1};
. {i) of this section. |
*{B) In the case of paragraph e} 1)D(A of this |
saclion, the specific resident need(s) that cannot
e met, facility attempts to meet the rosident ’
needs, and the service availabla al the receiving
 faciilty to meet the need(s). :
! {ii) Tha documentation required by paragraph (c) .
(2)(i) of this section must be made by-
- (A} The resident's physician when transfer or
. discharge is necessary under paragraph (c) {1)
- (A) or (B) of this seclion; and
: {B) A physician when transfer ar discharge is
necessary under paragraph (c){(1)}()C) or (Dot
, this section.
* {iii) Information provided to the receiving provider
: must include a minimum of the following: : :
" (A) Contact information of the praclitioner : ;
responsible for the care of the resident. : '
(B) Resident representative information including .
" contact information
{C) Advance Directive infarmation
- {D) Al special instructions or pracaulions for
ongoing care, as appropriate.

i B H
i
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F 622, Continued From page 58 _
L(E) Comprehensive care plan goals; !
“(F) Al other necessary information, including a
t copy of the resident's discharge summary, i
: congistent with g4ga.21{c)(2) as applicable, and
any other documentation, as applicable, lo ansure
| a safe and effective transition of care.
i This REQUIREMENT is not met as evidenced

by

| Based on staff interview, clinical record review

- and review of facility documentation the facility

: gtaff failed to ensure all required documentation

: was provided 10 \he receiving provide upon
transter for one of 63 residents in the survey

. sample, Resident #76. Tha facility staif failad to

. ensure that the comprehensive care plan goals

ware sent with Resident 4786 to the hospital at the ;

time of transfer on 8/1189.

The findings included: i

: Resident #76 was admitted to the facility on !
0712712018 Her diagnoses included urinary tract
infection, chronic cbstructive pulmonary disease

- {1), and malor depression. Hesident #76's most ’

. recent Minimum Data Sat (MDS) Assessment

~was an Annual Assessmant with an Assessment

: Reforence Date (ARD) of 08/01/2019. The Brief *

: interview for Mental Status (BIMS) scored

_Rasident #76 at 11, indicating moderate .

" impairment. Resident #76 was coded as requiing”
axiensive assistance at 2 or more people for bed :

. mobility and transfers, and as requiring extensive

' assislance of one person lor dressing.

A review of Resident #76's clinical recordwas -
' conductad starting on 10/01/2019. Upon raview, it .
was noted that Resident 476 was hospitalized on

-osH1/2019 due to suspicion of sapsis (2). A

i
TG | CROSS-HEFERENGEDTOYHEAPPHOPRIA‘TE © o DATE
i
i
]
H

F 622

: H

i
i
H
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 review of the tacility documentation including

- progress notes related to tha transfer failed to

 evidence that the comprehensive care plan goals

! wera sent with the resident to the hospital at the

 tirme of her transter. On the aflernoon of

- 10/01/20189, facility stafl wera askad to provida
evidence Resident #76's comprehansive care

 plan goals were sent and provided to the

 recaiving hospital.

. On 10/02/2018, an interview was conducted with
Administrative Staff Member {ASM) #3, the :
. Corporate Quality Nurse. ASM #3 stated that they |
_had been unable to locate any documentation !
related to Resident #76's transfer 1o the hospital. |
| ASM #3 stated that typically the facility process is |
ta compiete a transier checklist, which
dosuments what Is sent wiih the resident or
“provided 1o the B3P (responsible party). ASM #3
stated thal in this case, it appeared that this was
; not done.

- Areview of the facility policy entitied “Transter |
‘and Discharge® revealed the following: “3. When ‘
" the facility transters or discharges a resident the
! jacility wilt ensure that the transfer or discharge is |
documented in the medical record/EMR and !
' appropriate information is communicated to the
 raceiving heaith care institution or provider.
. ¢, The facility provides the following information to
 the recelving provider: v. Comprehensive care i
 plan goals.”

ASM #1, ihe Administratar, and ASM #2, the :

_Director of Nursing, were informed of the findings -
at the end of day meeting on 10/03/20189. No
further documentation was provided.
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1. COPD (chronic obstructive puimonary disease)
makes it hard for you 1o breathe. The two main
types are chronic bronchitls and emphysema.
‘The main cause of COPD ls long-term exposure
to substances that irdtata and damage the lungs.
This is usually clgaretle smoke. Alr pollution,
chemical fumes, or dust can also cause it. -
hitps:#/mediinaplus.gov/copd.himi

2. Sepsis is a serious liness. it happens when |
! your body has an overwhelming immune !
| response to a bacterial infection. The chemicals
* released info the blood to fight the infection
, trigger widespread inflammation. This leads to
' blood cluls and leaky bicod vessels, Thay cause
poor bloed flow, which deprives your body's
, organs of nutrients and oxygen. In sevare cases,
i ane or more argans {ail. In the worst casss, blood
. pressure drops and the heart weakens, leading lo
! septic shock, -
t hitps://mediineplus.gov/sepsis.html -
F 623 | Notica Requirements Before Transter/Discharge
85=D | CFR{s): 483.15(c){3)-(6)(8)

| §483.18(c)(3) Notice before transfer. !

! Belore a facllity transfers or discharges a

: residant, the facility must-

! {i) Notify the resident and the resident’s

| representative(s) of the transfer or discharge and

t the reasons for the move inwrtingandina

: language and manner thay understand. The

i facilily must send a copy of the notice to a

" rapreseniative of the Office of the Stale
Long-Term Care Ombudsman.

; (i) Racord the reasons for tha transfer or

. discharge in the resident’s medical record in

. accordance with paragraph (c}(2) of this section;

"and

;
|
%
|
!

i
4

F 622]

)

£623 NOTICE REQUIREMENTS BEFORE TRANSFER/DISCHARGE

1) Resident #76’s family member was present at the time of -
| transport to the hospital, Resident #148's representative was
| notified via telephone of hospitatization on 8/12/19, Resident #
21's responsible representative requested transport o the
emergency department on 6/11/19. Late written notice of
hospital transfer for these three residents has been provided to
the responsible representatives and to the ombudsman on
1072219, .
2) Al residents who are transferred to 3 hospital may potentlally
be affected.

é_
|
! |
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! ) Excepl as SPe?med in paragraphs (0}(4)(“) and the provision of required notification may not be practical, the
(c)(@) of this section, tha notica of transter of facllity admisslons lfaison wil deliver required documentation to
i discharge required undes this section must he | ! the hospita!
: mafje by the facity at laaa} 30 days befora the | D) The Social Worker will fax Discharge/Transfer Notices to the
n-aisﬁa?t is trants::esred ;n‘ discharged. et § | ombudsmen weekly
t g;f 0:;‘;;:;?: t m_a d?;?:h:%ses\:l?:nﬁs practicable 4) A} Tracking of unplanned hosp::a!ization is done manti:!v by the
! 3 3 i ! facility Quality Assurance and Pe ormance improvemer
' %:!Ae) :::aiagi:g;zsr:;\fg:?ai;::;ne(;)a(?\‘;%g(g?ﬂ? ) commitiee. Compliance with ransfer and Discharge Notice
! thia section; : requirements will be included inthe monthiy report}; )
| (B} Tha heaith of indlviduals In the (acility would B) The Social Worker \:m gfxde{:r::;: of Ombudsman
 ba endangered, under paragraph (e}{1HO) of ! notification monthly to the GFFES '
(this 8 action; : 5) Compliance Date: 11/01/19
1 (C)The resident's heaith improves sufficlentiyto L . l
| aliow a more immadiate \ranster or discharge, | F
. under paragraph (e HDB) of this saclion, : !
‘1 {D) An immadiate wansler or discharge is i !
' raquired by the resident's urgent medical needs, ' .
| under paragraph (c)m(l)(A) of this section; of :
 (E) Aresident has not resided in the facility for 30 | { ‘
: days. %
. §483.15(c)(5) Contents of the notice. The writien !
_notice specified in paragraph (c)(3) of this section | ‘
" must include the following:
. (i) The reason for transter of discharge; :
i The effective date of transter of discharge; : N
(ilf} The location t0 which the resident is ,
. transterred of discharged; ) :
vy A statamant of the resident's appeal rights, |
including the name, addrass {mailing and emall),
and telephione number of the entity which i
. 1ecelves such raquests; and information on how !
‘{0 obtainan appeal form and assistance in
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cornpieling the form and submitting the appeal |
hearing request; :
(v} The name, address {(mailing and email) and !
telephone number of the Oifice of the State :
Long-Tarm Care Ombudsman; ;
(vi} For nursing facility residents with intellectual
and developmentai disabliities or related |
disabiiities, the mailing and email addrass and |
talephuna number of the agency rasponasible for
the protection and advocacy of individuais with |
deveiopmental disablliities astablished under Part :
€ of the Davelopmental Disabilities Assistance
and Bill of Rights Act of 2000 {Pub. L. 106-402, |
codified at 42 U.5.C. 15001 el seq.); and

{vii) For nursing faciilty residents with a mental
disorder or related disabililies, the maiiing and
email address and teiephona number of the
agency responsibla for the protection and
advacacy of individuals with a mental disorder
sstablished under the Protection and Advocacy
tor Mentaily Iif Individuals Act.

§483.15{c)(8) Changes to the nofice.

if the information In the notice changes prior to
effecting the transier or discharge, the lacility
must update the reciplents of tha notice as scon
as practicable once the updaled information ;
becomes available,

§483.15(c)(B) Notice in advance of facility closure
In the case of facility closure, the individual who is ;
the administrator of the facility must provide
wrilten notification prior lo the impending closure
to the Stala Survey Agancy, the Office of the
State Long-Term Care Ombudsman, residents of .
ihe facility, and the resident representatives, as
well as the plan for the lransfer and adequate
relocation of the residents, as required at §

i

F 6231
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: 483.70(h.
| This REQUIREMENT is not met as evidenced
by
! Based on stalf Interview, clinical racord raview,
: and facility document review, it was determined
ihai the facility staff faited to ewdence that tha
: Ombudsman and/or Resident Representativa
! was notified in writing of a hospital transfer for
¢ three of 63 residents in the survey sample,
i Residents #148, #76, and #21.

: The findings Include:

- B/1118, The facilily staff failed 1o evidence that
: the resident representative (RP) and
Ombudsman were provided with writien
nolification of the hospital transfer,

Resident #148 was admitied {o the facility on

1110117 with diagnoses that include but not
limited to dementia with behaviors, anxiaty,
hypothyroidism, psychosis, insomnia, high blood

. pressurs, delusional disorders, pressure ulcers,

- and blindness. The significant change MDS

: (Minimum Data Set) with an ARD {Assessment

- Reference Date) of 9/4/19 coded the resident as

" decisions.

A roview of the clinical record revealed a nurse's
: note dated 8/12/19 at 1:02 AM which
- documentad, "Rasidant vitals: 100.5% (sic)

{oxygen saturation) on 4L {four fiters) G2
- {oxygen} via NC {nasal cannuia), face appear
-Hlushed rad, resident gurgling down the throat,
: PAGE (Program of All-lnclusive Care lor the

‘1. Resident #148 was admitted to the hospital on

being severely impaired in abilily to make daily h!a

{temperature), 108 (pulse), 14 (resplrations), 88% |

i

i
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F 623

' (name) was also callad and was nolified of
 residant condition, resident is now at (name of
: hospital).”

 On 10/0319 at 10:55 AM, an interview was

: copducted with LPN #4 (Licensed Practical
 Nursa). When asked aboul natifying the

. Ombudsman and resident representative in

- writing of the hospital transfer, LPN #4 stated,

: does not do written family notification.”

H
§

Continued From page 64

Elderly} was called and instructed that resident go |
to the hospital for further evaluation, 911 called,
resident transported to {name of hospital) by 4
paramedics, {name of hospital) ER (emergency
room} called and was given report before
resident's arrival, RP (responsible parly) called
and a voice message was lett to call the facility
back per facllity protocol, emergency contact

 Further review failed to reveal any evidence of
- written notification of the hospital iransfertothe |
 resident representative or Ombudsman.

"Nursing does not nolify ombudsman. Nursing

' On 10/03/19 at 11:48 AM, an intarview was

conducted with OSM #1 {Other Staff Member, the ;

- director of social services), OSM #1 stated, "(do
* a monthly list | fax to ths Ombudsman. (donot
: provide a written natification to the family, I'm not |
: positive what families get, It is a nursing
. procedure,

On 10/03M9 at 2:37 PM, OSM i stated that she
. was not able to locate any Ombudsman *
notification for August 2019,

* A review of the facility policy, *Transfer and
: Discharge" documanted, 7. Emergency

Transfers: Whan a resident is lemporarily

F623

i
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F 623 | Conlinued From page 65 { Fe28;
 transferred on an emergency basis fo an acute i
care fagility, nolice of tha transfer is pravided to
the resident and resident representalive as soon |
 ag practicable....a. coples of notices for :
| emergency transfers are sent to the ombudsman, )
but they are sent when practicable, such as a fist | !
! of residents on a manthly basis.” !

i

On 10/3/19 at 5:15 PM, ASM #1 and #2 !

{Adminisirative Stalt Member - the Adeministrator :
" and Direclor of Mursing, respectively) were made |

aware of the findings. No further information was |
- provided by the end of the survey. ;
2, The facility stalf {ailed to provide written

notification to the Resident #76 and or the :
resident representative (RR) for the residents
: transfer to the hospital on 08/11/2018.

- Resident #76 was admitted to the facility on

| 0712712018, Her diagnoses included urinary tract

* infection, chranic abstructive pulmonary disease
(1), and major depression. Resident #76's most
recent Minimum Data Set (MDS) Assessmeant

" was an Annual Assessment with an Assessment
Relerence Date {ARD) of 08/01/2019. The Brlef
Interview for Mental Status (BIMS) scored

. Aesident #76 at 11, indicating moderate

* impairment of cognition.

A review of Resldent #78's clinical record
revealad Resident #76 was hospitalized on
- 08/1/2019 due 1o suspicion of sepsis {2). A
raview of the facility documeniation Including
* progress noles relaled to the transfer faited to
evidence thal a wrilten nofice of iransier was
provided to the resident or their responsible party -
. (AP} at the time of her transler to the hospital on .
' 8/11/19, On the afternoon of 10/01/2018, facility
' stafl were asked lo provide evidence of a wrilten
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DATE

F 623 | Continued From page 66 i
| natice being provided. i

On 10/02/2019, an interview was conducted with |
Administrative Staff Member (ASM) #3, tha
Corporate Quality Nurse. ASM #3 stated that they |
had baen unable to locate any documentation |
j related to Resident #78's transfer to the hospital,
: ASM #3 stated that typicatly the facility process is |
to complete a transfer chacklist, which %
documents what is sent with the resident or 5
- provided to the RR, ASM #3 stated thal in this
 cage, It appeared that this was not dore.

. ASM #1, the Administrator, and ASM #2, the
i Director of Nursing, were informed of the findings
‘at the end of day mesting on 10/03/2019. No
lunther documentation was provided,

8. The facifity staff failed to provide written
 notification to the Resident #21 and or the ;
- resident's responsible parly (AP} for the residanis
 transler to the hospital on 08/11/2019. :

- Resident #21 was admitted to tha facility on
19/29/17, and was most recently raadmitted on

: 6119/19 with diagnoses including, but not limited

. lo cerebral palsy (1) and diabates mellitus {2). On .
: the most recent MDS {minimum data sel), a :
| significant change assessment with an

| assessment reference date of 7/1/1 8, Resident

: #21 was coded as being severely impaired for

! making daily decisions.

; Areview of Resident #21's clinical recard

: revealed the following nurse's note dated 61ine: .

; "Critical lab values called fo [name of managed

: care company] NP {nurse praclitioner)...RP
{responsible party) requested resident be sentto -

. ER {emergency room) per MD (madical dactor),

. Resident pickup by [name of ambulance service)

:

i
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F 623 Continued From page 67

| enroute 1o [name of hospital] via streicher...AP
{ made aware.”
i

i

Further review of the clinical record revealed i
- gvidencs that Resident #21 was admitted to the ;
" hospital on 6/11/19, and was readmitted to the |
| [acility on 6/19/19. Further review failed to reveal |
“any svidence that writien notification was !
_provided to the resident representative.

. On 10/3/18 at 8:25 a.m., ASM (administralive

; staff member) #2, the DON (director of nursing}
was inierviewed. ASM #2 slated, "Wo have a

; packet that we send to the hospital. It has all the |

! information akiout the resident, including care t

' plan goals and things like that.’ When asked if

* this packet inciudes writtan natification to the RP

" of the transfer, ASM #2 stated, "No. 1t doesnt :

* have that."

 On 10/03/19 at 10:55 a.m., in an infterview with ~ ~
LPN #4 (Licensed Practical Nurse), when asked |
 about notifying the Ombudsman and resident
_ rapresentative in writing of the haspitai transfer,
(LPN #4 stated, "Nursing daes not notily
ombudsman. Nursing does not do wrilten tlamily |
_ notification.”

i On 10/03/18 at 11:46 AM, in an interview with
'OSM #1 (Other Staff Member, the director of
soclal services), OSM #1 stated, "l do a monthly
 fist | fax lo the Ombudsman. { do not provide a
wrilten notification to the family. 'm not positive
- what families get. 1t is a nursing procedure.”

“ On 10/3/19 at 2:55 p.m., ASM #1, the

. administrator, ASM #2, and ASM #3, the

- corporate quality nurse, were informed of these
CONcCemns.,

¥
F 623:

H
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: specifies-
! {1) The duration of tha state bed-hold palicy, if

{ any, during which the resident is permitied o

! return and resume rasidenca in the nursing
facility;

| (if) Tha reserva bed paymant palicy in the state

| plan, under § 447.40 of this chapter, il any,

: (ifi) The nursing facility's policies regarding

: bed-hold periods, which must be consistent with
 paragraph {8)(1) of this saction, permilting a

' rasident to return; and
1 (iv) The information specified in paragraph (e}(1) |
; of this section.

i §483.15(d){2) Bed-hold notice upon transfer. At
i
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No furiher information was provided prior 1o exit. 5
(1) "Cerebral palsy is a group of disarders that .
affect a person's abllity o move and ta malntain '
palance and postura.” This information is taken |
from the website '
| https:llmedIinepius.gov!carebralpaisy.html. ¥
(2) “Diabetes (mellitus) is 2 diseasea in which your §
i blood glucose, or hiood sugar, levels are fco |
high.” This information is taken from the website * ..
' hitps://mediineplus.gov/diabetes.html. £625 WRITTEN BED HOLD NOTICE
F 625 | Notica of Bed Hold Policy Before/Upon Trnsir i F 625 1) Resident #76 experlenced a life threatening emergency atthe
ss5=0| CFR(s): 483.15(d{1}(2) ! time of hospital transfer. Resident #76 has been readmitted to
. facility, The failure to pravide written hed hold notice at the time .
§483.15(d} Notica of bed-hold policy and retum- i; of the 8/11/19 transfer cannot be corrected.
Al transferred to a hospital tentialh
§483.15(d)(1) Notice befora transler. Beforaa 2) Al reidents who ae faniereee ospital may parentety
nursmg_ facility transfars a resident to a hospital of l 3} A) Transfer/Discharge packets have been developed which
tha resicent goes on therapauii'c ieave, the i includes a copy of the written bed hold notice.
nursing facility must provide written information to - ) Licensed nurses have been educated on transfer and
tha resident or resident representative that ! discharge requirements

€} The DON or deslgnee will review unplanned discharges to
hospital for compliance with regulatory requirements for written
bed hold notice. Report of findings will be made during Morning
Management Meating.

D} In the case of transfers for life threatening emergency where
the proviston of required notification may not he practical, or the
responsible representative may not be available, the facility
admisdions lialson will place a follow up phone call to explain the
bed hold policy and will deliver required written notice to the
resident in the hospital.

4) Tracking of unplanned hospitalization is done maonthly by the
facllity Quality Assurance and performance improvement
committee. Compllance with Written Bed Hold notice
requirements wiil be included in the monthly report.

5) Compliance date: 11/01/19
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: Continued From page 69
. the time of transfer of a resident for

 hospitalization or therapedtic leave, a nursing
* facility must provide fo the resident and the

Iy

i rasident representative writien notice which
 specifies the duration of the bed-hold policy

described in paragraph (d}{1) of this section.
This REQUIREMENT s not met as evidanced

y:
Based on facility documentation review and staft
interview, facility staff failed to ensure all raquired
- documentation was sent wilh a resident 10 the
‘hospilal at tha time of transfer for 1 of 63
residents, Residen #76.

: Facility staff failed lo ensure that the bed hold
nofice was sent with Resident #76 to the hospital
. at the time of transfer,

The findings included:

‘ Resident #76 was admitled to the facilily on
07/27/2018. Her diagnoses included urinary iracl
infection, chronic obstructive pulmonary
disease{1), and major depresston. Resident #76's
mast recent Minimum Data Set (MOS3)
Assessment was an Annual Assessment with an
Assessment Reference Date (ARD) of

08/01/2019. The Brief interview for Mental Status

 (BIMS) scored Resident #76 at 11, indicating

' moderate impairment, Flesident #76 was coded

 as requiring extensive assistance of 2 or mare

' people for bad mability and transfers, and

 requiring extensive assistance of 1 person for

' dressing.

" A review of Resident #76's clinical record was

- conducted starting on 10/01/2019, Upon review, it
- was noted that FAlesident #76 was hospltalized on
' 08/11/2019 clue to suspicion of sepsis(2). A

F 625!
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F 628

Continued From page 70

raview of the iacility documentation including
progress notes related to the transter failed to
avidence that the bed hold notice was sent with
the resident lo the hospital at the iime af her
transfer. On the afternoon of 10/01/2018, facility
staff were asked to provide svidence of the bed
hold notica belng sant.

| On 10/02/2019, an interview was conducted with
- Adminisirative Staff Member (ASM) #3, the i
' Corporate Quality Nurse. ASM #3 slated that they !
had been unable to locate any documentation
related to Resident #76's transfer to the hospital.
i ASM #3 stated that typically the facility process is |
! to complete a transfer checkilst, which f
' documents what is sent with the residant or
provided to the RP. ASM #3 stated that in this
" cass, it appeared that this was not done.

A review of the facifity policy entitted *Translter
and Discharge" revealed the following: '

*13, The facility provides the following written
information to the residents and or resident ;
representatives at the lime of frasferlo a hospital
or when the rasident goes on a theraputic leave:
~ a. The duration of the siate bed-hold poicy, i i
any, during which the resident is permitted to
return and resume residence in the nursing
 facility.
b. The reserve bed payment policy in the
state plan.
3 ¢. Tha nursing facility policies regarding
- bed-hold periods.”

_ ASM #1, the Administralor, and ASM #2, the
Director of Nursing, were informed of the findings
at the and of day mesting on 10/03/2019. No
further documentation wag provided.

F 825 i

FORM GMS-2567{02.09) Pravicus Versions Obsalete Eveant ID:ZEXP 1

Facility ID VAQ04 If continuation sheet Page 71 of 143



DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: 10/15/201

FORM APPROVE!
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NG. 0838-039
STATEMENT OF DEFICIENCIES [X1) PROVIDERISUFPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULOING
C
495272 B.WING . 10/03/2019
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP CODR
1776 CAMBRIDGE DRIVE
LEXINGTON COURT REHABILITATION & HEALTH CARE CTR RICHMOND, VA 25238
X4} 10 SUMMASY STATEMENT OF DEFICIENCIES o PROVIGER'S PLAN OF CORRECTION L v
PREFIX {EACH DEFICIENGY MUST & PRECEDED BY FULL PREFIX | {EACH CORRECTIVE ACTION SHOULDBE ' COMPLENON
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG |  GROSS-REFERENCED TO THE APPROPRIATE DATE
: ! ! DEFICIENGY) :
F 625 Continued From page 71 F 825! ;
; i
Heferences: {
1. COPE (chronic abstructive puimonary diseass) ;
makes it hard for you to breathe. The two main ' i
types are chronic branchitis and emphysema. !
The main cause of COPD is long-term exposure ;
ta substances that irrilate and damage the lungs. i
This I usually cigaretta smaka. Alr poliution, !
chemical fumes, or dust can also cause it. -
hitps//mediinaplus.govicopd.himi » Z
2. Sepsis is a serious Hiness, it happens when |
! your body has an overwhelming immune :

: responsa 1o a bacterial infection. The chemicals | | ;

t raleasad Into tha blood to fight the infection i

- trigger widespread inflammation. This leads o |

" blood clots and leaky blood vessals. They cause |

1 poor blood flaw, which deprives your body's ;

organs of nutrients and axygen. In severa cases, !

 ana or mora organs fall. In the worst cases, blood | , ;

: pressura drops and the heart weakens, leading to i | *
4

saptic shock, - s
hitps:/fimedlineplus.gov/sepsis himi

F 656 | Develop/implement Comprehensive Gare Plan
S8=D | CFR(s): 483.21(b}{1)

FF 855 F 656 IMPLEMENTATION OF COMPREHENSIVE CARE PLAN

1)  The orders for palm protectors and knee splints for

| 5483.21(b) Comprehensive Cara Plans resident #518 have been rewritten to Includa the
§483.21(b}(1) The lacility must develop and wearing scheduls. Resident #518's care team has been
implemant a comprehaensive person-centered re-educated on the current plan of care. A reguest for
care plan for each rasident, consistent with the re-evaluation of the continued appropriateness of

resident rights set forth at §483.10(c)(2) and ; these devices has been made to OT. An
§483.10(c){3}, that includes measurable ! interdiscipiinary team meeting to revise the

i objectives and timelrames to meet & resident'’s | comprehensive plan of care will be scheduled.

- medical, nursing, and menta! and psychosocial - 2)  Af residents wha have orders for palm protectors and
neads that are identified in the comprehsnsive knee splints have the potential to be affected by the

. assassment. The comprehensive care plan must ¢ deflcient practice.

' describe the foliowing -

£{f) The services that are to be fumished to attain

i
i : H
i
3
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F 856 | Continued From page 72 F 656 {
o maintain the resident’s highest practicable 3} A} The DON ar designee will audit ail residents with
physical, mental, and psychosocial well-being as orders for palm protectors and knee splints for
requirad under §483.24, §483.26 or §483.40; and implementation of the resident care plan.
(H) Any services that would otherwise be required B) Communication of the use of palm protectors and
* undaer §483.24, §483.25 or §483.40 but are not | knee splints and their asseclated wearing schedule to
provided duae to the resident's exerclse of rights ' the care team will be accompiished via the resident
" under §4883.10, including the right to refuse . profile.
treatment under §483.10{c}{(8). C) Nursing staff witl be educated on how to access the
(i) Any spacialized sarvices or spaciafized resident profile.
rehabllitative sarvices the nursing facllity will 4} The DON or designee will perform observation audit on
provida as a rasult of PASARR 10% of residents who use palm protectors and knee splints
recommendations. i a facility disagrees with the ' according to the individual resident care plan weekly for 4 weeks.
findings of the PASARR, it must indicate ils Results wilt be reported to the QAP Committee,
rationale in the rasident’s medical record. 5) Compliance Date: 11/01/2019
(iv)in consultation with the resident and the _ i
. residenl's representalivel{s)- | '
. (A} The resident's goals for admission and i
. desired outcomes. . f : :
: {B) The resident's preference and potential tor ! !
! utura discharge. Faclities must document 3 ] :
{ whether the resident's desire io retumn to the | i i
; community was assessed and any referrals to | g ‘
 local contact agencies and/or other appropriata | ;
" anfities, for this purpose. i :
' {G) Discharga plans in the comprehansive care | ! :
_plan, as appropriate, in accordance with the £ ;
1 requirernants set forih in paragraph (c) of this ; !
; seclion. i i
* This REQUIREMENT is not mel as evidenced
i by: ! i;
i Based on observatian, staft inlerview, facility ; '
documani reviaw, and clinical racord review, it
{ was determined that the facility staff failed to
- implement the comprehensive cara plan (orone .
! of 63 residents in the survey sample, Resident . j
¢ #518. The facility staff failed to apply palm . i
prolectors and knee splints to Resident #518 per : '
. the comprehensive care plan, !
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E 658 Continued From page 73
| The findings includa:

Resident #518 was admittad to the facility on
6/11/18 and most recently readmitted on 9/25M19 |
with diagnoses including, bul not limited 1o !
history of cardiac arrest {heart stopping), ancxic
, brain injury (brain not getting enough oxygen),
| COPD (chronic obstructive pulmonary diseass)
{1}, and contractures {2). On the most racent
: MDS {minimum data sat), a quarterly assessment
 with an assessment relerence dalte of 9/11/18,
' Resident #518 was coded as being severely
: cagnitively impaired for making daily decisions. |
| ghe was coded as being completely dependent :
. on staft members jor all activities of daily iving.
. Bhewas coded as being functionally limited in
' range of motion in both her upper and lower
- gxiremities. She was coded as recelving oxygen
" and tracheostomy {3) care during the loak back
' period.

;
i
i
i
i
3
i
H

%,
i
H
i
On the following dates and times, Resldent #518 |
was observed lying in her bed, She was observed |
at alt of these times without palm protectors in :
aach hand, and withoul knee splints on each

knee: 10/1/19 at 3:54 p.m., 10/2/19 a1 8:57 am., !
and 10/2/19 at 12:05 p.m. @

On 10/219 at 12:05 p.m,, LPN (licensed practical !
nurse) #8, the unit manager, and LPN #5, the unit ;
manager, were observed turning Fesident #518.
Once they had completed this, LPN #5 was
- asked whether Resident #518 was wearing palm
protectors and knee splints. LPN #5 stated, "t will
have to check on those orders. I'm not sure they
are even ordered for her.” She relmedtothe -
surveyor at 12:08 p.m. and stated, "Sheis
supposed 1o have ther. | will get them for her.”

F 656
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. Araview of Resident #518's PQS {physician ordar
: sheet) revealed the lollowing orders dated

: 9/25/19: "Palm protectors at all times/framova for

| hygiene QS (every shift), Resident to wear BLE

; {bilateral lower extremity) {left and right) knee

. axtension spiints to manage abnormal posture

| and reduce contracture fisk - to be worn at all

. times - remove for personal care/ADL {activities

‘ of daily tiving) and monitor for redness.”

. plan dated 6/11/18, updated 2/8/18 revealed, in
part, the following: "Palm guards and knee brace
 to be worn as ordered. Check skin candition upon
: removal of devices and report signs of irritation or
" Inereased difficulty applying or removing devices.”

. On 10/3/19 at 10:35 a.m., CNA (certified nursing

- assistant} #3 was interviewed. When askad how

' she knows what devices a {olally dependant

‘ resident should be wearing, CNA #3 stated, "A lot

- of it was gone over dusing the orientation period.

' it is just through experience, learning different

{ reskients and their naeds, during orlentation.”

- When asked how she becomes aware of the

 device needs of new residents, CNA #3 stated,

: "Those things are listed for us in the computer.

* They are listed for us thare.” When asked how
oftan she checks the comiputer for information

A review of Resident #518's comprehensive care

regarding devices, CNA #3 stated, "Usually every
shift. But not always.” :

1 On 10/3/19 at 10:44 am., LPN #B was

- interviewed. When asked who is responsible for

_making sure dependent residents are wearing
devices per the comprehensive care plan, LPN
#8 stated, "The devices should be in the orders,
The care plan, too. The nurses are supposed to

know what the residents need. The CNAs can

FORM CMS-2567{02-99) Provious Versions Obsolste Event 1D:28XP1Y
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2 help, but the nurses are respansible.”

{On 10/319 at 11;10 a.m., LPN #5 was

i interviewed. Whan asked the purpose of palm
 protectors, she stated, "Her hands are

! contracted. Those palm protectors keep har from
; gelting a pressure arga on her hands.” When

! asked the purpose of knes splints, she staled,

| "They are a positioning device. They are

- supposed to help keep her from getting mora

: contracted in her legs.”

- On 10/2/19 a1 11:39 a.m., LPN #6 was asked the
. purposse of the care plan, he stated, It tells us

- what we are doing with the resident. We need to
. know what we are doing.”

: On 10/3/119 at 2:55 p.m., ASM #1, the
; administrator, ASM #2, and ASM #3, the ;
corporate quality nurse, were informed of these
- CONCerns.

- A review of the facility policy, "Care Planning,”
ravealed, in par, the following: "The

. Comprehensiva Care Plan will describe: the

- services furnished to the resident to atlain or
maintain the resident’s highest praclicable

: physical, mental, and psychosacial well-being,

-including trauma related care needs (as

' applicable)." Fusther raview of the policy revealed |

- no infarmation specific to the facility's procedure

. for following the comprehensive care plan,

¢

Mo further information was provided prior 1o exit.

: (1} COPD is "a general term for chronic,

. nonraversible lung disease that is usually a

- combination of smphysema and chronic
bronchitis.” Barron's Dictionary of Medical Terms
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F 656 5 Conlinusd From page 76 F 856"
for the Non-Medical Reader, 5th edition, !
Rothenberg and Chapman, page 124. |

-{2) "A contracture develops when the normally

, stretchy (slastic) tissues ara reptaced by

! nonstretchy {inelastic) Hiber-lika tissue. This lissue i i

' makes it hard to stretch the area and prevents ! |
normal movement.” This information is taken & ' ‘
from the webslla :

hitps:/fmedlineplus.gov/ency/article/0031 85.htm.

F 657 | Care Plan Timing and Ravision i Fas7!
55=0 | CFR({s): 483.21(b){2){i)-(i) Lo

! { { L § F 657 CARE PLAN TIMING AND REVISION

* §483'21 (b) Campfehansivs Care Plans i ' 1}  Care plans for residents #40, #21, and #518 were

| §483.21{b)(2) A comprehensive care plan must . revised on 10/23/18 to reflect current wound andfor

 be- . ; ' isolation status

(D) Beweiopad WIl.hin 7 days after "'“:“P"“Jgeti"“n of 2}  Aliresidents with a changein condition following the
the compmhens've.asse§5me"" ) initial implementation of the care ptan could be
(i) Prapared by an interdisciplinary team, that | affected
IFX}lUC‘l.‘BS t:;‘“ ig_rmt H;‘mt'a? tg-- M 3} A} The 24 Hour report will be used to identify residents -

: (E) I\ e al lan e'c? g phys e.tal':" ibility Tor th ! who may require care plan revislons :

! E‘eii de’: !g stered nurse with responsibllity lor the B) Changes in resident condition wilt be discussed in

y . . ite daily clinical stand up meeting during which care plan

’ g’;igg:_:ma aide with resPons{b’my for the ; revislons wil be determined and documented

) . . : 4}  The MDS Director will review the 24 Hour report and

’ (D) A mamber of food .and nutrition sa.f?ices staif. select a 10% sampte of residents with mnditfon

: (E) T l:;e exlant pracﬂc.a ble’. the pamcipal;on of changes. The identifled sample will be provided to the

the res ant.and the res“.jam s representatwe(s). DON for audit of timeliness of care plan revisions.

. An a_xpianatton must be included in a resident’s ! _ Results of audits wil be provided to the QAPI
me::%aii reco.r: if : he paﬂhifat::lon. uidlhle re?k;%m 5 ' Committee and will be-ongoing until the committee
and their residant representativa is determin z ’ )
not practicable for the developmént of the ‘ 5 ::'Ete";:'“e’ t;et"fel‘;;g;“;g;‘:““"g has been met.

_resident's care plan. ’ oraplance Date: 11/03/

| {(F) Other appropriate staff or professionalsin .

‘ disciplines as determined by the residenl's needs i

- or BS requested by the resident. ;

* (iiiyReviewed and ravised by tha interdisciplinary
team after each assessment, including both the )

FORM CMS-2587(02-80) Previous Versions Obsalete Evant 0: 28%P11 Facifily 1D VAGOI4 f confinuation sheel Fage 77 of 14¢



PRINTED: 10/15/2019

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
_CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (R34 PHOVIDER/SUPPLIER/GLIA (X2) MULTIPLE CONSTRUGTION (X3 DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETER
c
agse72 B.WING . 10/03/2019
NAME OF PROVIDER OR SUPPLIER STHREET ADDRESS, CITY, STATE, ZIP CODE -
1776 CAMBRIDGE DRIVE

LEXINGTON CQURT REHABILITATION & HEALTH CARE CTR RICHMOND, VA 23238

' document review, and clinical record review, it

| was determined that the facility stafl failed to
 raview and revise the comprehensive care plan
- for thrae of 63 residents in the survey sample,

! Flesidents #40, #21, and #518. The fachity staff
* falled to revise comprehensiva cara plan for _
| Resident #40's when the resident developad a
! pressure ulcer in August 2019, and when i
: Hesident #21 developed a pressure sore in
! March 2019. The staff falled to reviss Aesident H
| §518's comprehensive care plan la include {
, isalation precautions in September 2019.

XA) 10 SUMMARY STATEMENT DF DEFICIENCIES ™ PROVIDER'S PLAN OF CORRECTION P e
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE | COMPLETION

TAG REGULATORY O LSC IDENTIFYING INFORMATION) TAG CROBS.REFERENCED TO THE APPROPRIATE | DATE

DEFICIENCY) :

F 857 | Continued Fror page 77 F 657 |

| comprehensive and quarterly review '

| assessments,

This REQUIREMENT is not met as evidenced

by: . !

Based on abservation, staff interview, facility i

i

!

f

The findings include:

1. The facility saff failed to revise Resident #40's
" goraprehensive care plan when the resident
: developed a pressure ulcer in August 2019,

' Resident #40 was admitted to the tacility on
9/20/18, and was most recently readmitted on

- §/30/19 with diagnoses including but aot limited to

- ESAD {end stage renal disease} (1) and diabatas

- {2). On the most recent MDS {minimum data set),

 a quarterly assessment with an assessment

! reference date of 7/11/19, Resident #40 was

' coded as being moderately cognitivaly impaired

' for making daily decisions, having scored 11 out

* of 15 on the BIMS (Brief Interview for Mental

' Status). She was coded as having no unhealed

" pressure ulcers, and as being at risk for

* developing a pressure ulcer.

A review of Resident #40's clinical record :
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. revealed the following nurse's note dated 8/22/18:
‘ wArea noted sacrurm/open red with yellow ceniar. '

| Wound nurse and PA (physician assistant} made
. aware, Trealment in place. Self RP {responsible
- pany). Sister...made aware.’

Further review of the clinical record revealed the
{ollowing physician order dated 8/22/19:
"Collagen sheet (3) with stiver, Apply once daily
‘ jor 30 days. Foam with border apply once daily
- for 30 days.”

e R AT

" Areview ol Resident #40's comprehansive care
plan dated 7/11/18 revealed, in part, the following: i
" *Calegory: Pressure Ulcer. [Resident #40} will
develop no further pressure injuries through next |
raview." The care plan review failed to evidence ! :
the pressure uicer documented on 822119, and | .
: failed to evidence new interventions to treat the | :
 prassure ulcer.

| On 10/3/19 at 10:44 am., LPN (licensed practical |

nurse) #8 was interviewed regarding ihe :

. dacumentation of a new pressuré ulcer. LPN #8
stated, "Once | assess il and put whataver ,
treatment the doctor wants in the orders, 1 write a |
progress note. Usually the wound nurse wilk see il !
within the next week.” When asked ifthecare |

- plan should be updated, LPN #8 slated, "Of :

" pourse, The unit manager updates the care plan, :
Not me.”

On 10/315 at 11:10 am., LPN #5, the unit

| anager, was intarviewed regarding the process
tor documanting pressure ulcers. PN #5 stated,
*The nuese looks at it, assesses it, and :
determines if the doctor neads to be notitied fora -
treatment.” When asked if the residents care

plan should be updated to reflect the presence of -
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 a pressure ulcer, LPN #5 stated, “Absolutely.” ;
' When asked if floor nurses can updale care ! : ;

plans, LPN #5 stated, mWell, that's a litlle bit iffy. |

Wa are working through that.” When asked if she |

had updated Resident #40's care plan regarding
- the pressure ulcer discovered on 8/22/19, LPN #5°
| stated, "1 wasn't working over hera at that time, 50
' ho. | did not. 1t doesn't look ke it was dona when
¢ it should have heen.” :

F 657!

;On 10/3/19 at 2:55 p.m., ASM (administrativa {
' s1aff member) #1, the administrator, ASM #2, the i
- direclor of nursing, and ASM #3, the corporate | §
" qualily nurse, weare informed of these concems.

A review of the faciiity policy, “Care Planning,” ’i

revealed, in part, the following: "The plan of care
‘ for each resident is person-centared and updated !
{ when needed with episedic change of conditions |
' and reviewed/revised periodically.”

| No further information was provided prior to exit.
| (1) "End-stage kidney disease {(ESKD) is the fast
stage of long-term {chronic) kidney disease. This |
is when your kidneys can no longer support your |
_body's nesds. End-stage kidney disease is also | i
 called end-stage renal disease (ESRD}" This '
. information is taken from the wabsite
https:/imediineplus .goviency/article/000500.htm.

- {2) "Diabetes (mellitus) is a disease in which your

‘ blood glucose, or blood sugar, lavels ara oo

- high." This information is taken frorn the website
htlps:Ilmecﬁinepius.gov{diabetes.htm!.

{3} "Collagen dressings are dressings that are
derived from animal sources, such as bovine
' (cattie), equina (horse) or porcine {pig) sources.
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‘ collagen al the wound sits, prompting an often
. speedier recovery pesiod.” This intormation is
‘faken from the website

: ssing-basics/.

2, The facflity stalf failed (o revise Resident #21
comprahiensive care plan when the resident
developed a pressura ulcer in March 2019.

' Resident #21was admitied to the facility on

1 9/29/17 and most recently readmitted on 6/19/1
 with diagnoses including, but not limited to

| cerebral palsy (1) and diabetes meliitus (2). On
 the most recent MDS (minimum data sel), a

' significant change assessment with an
 assessment referenca date of 711 113, Rasident
| 421 was coded as being severaly impaired for

 for developing pressura ulcers.
A review of Resident #21's clinical recard

*Resident has new open area on right bultock.

- are in place and M (medical doctor) and RP
' {responsible party) are aware.”

Further raview of the record revealed the
- following order, dated 3/28/19: "Cleanse right

, calcium alginate, and foam dressing QD."

Tha callagen helps to promole the growth of new

h!lps:liadvancedtissue.comf2013!12fcoitagen-dra

k]

g

H
3

 making daily decisions. He was coded as having
' one unhealed pressure ulcer, and as being at risk |

revealed the following nurse's nota dated 3/29/19:

' Resident seen for right buttock area. New orders !

H
H

¥

' butiock with NS (normal saling) and apply Santyl,

* Areview of Resident #21's comprehensive care
 plan with revisions, dated 2/12/18, most recantly
- updated 9/17A18, revealed, in pan, the following: |
' "[Resident #21)...is at risk for skin breakdown. He ¢
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| will dermonstrate no fusther pressure injury
development through next review.” The
comprehensive care plan review failad to
evidence documentation of the pressure ulcer

: documaented on 3/28/19, or any new intarventions
 {o treat the pressure ulcer. ,
On 10/3/19 at 10:44 a.m., LPN (licensed practicat i
nurse) #8 was interviewed regarding the :

documentation of a new pressure ulcer, LPN #8 |
' stated, "Once | assess it and put whatever l
‘ treatment the doctor wams in the orders, i write a |
 progress nots. Usually the wound nurse wili see it |
within the next week.” When asked if tha care |
! plan should be updated, LPN #8 stated, "Of
. course. The unit manager updates the care plan.
' Not me.”

On 10/3/18 al 11:10 a.m., LPN #5, the unit
manager, was interviewed regarding the process

for documenting pressure ulcers. LPN #5,"The
nurse looks at it, assesses it, and determines il
the doctor needs to be notified for a treatmant.”
When asked il the resident's care plan should be
updated to reflect the presence of the pressure
ulcer, she stated, "Absolutely.” When asked it
floor nurses can update care plans, LPN _
#5,"Well, thal's a litle bit iffy. We are warking ;
through that.” When asked if she had updated !
Resident #21's care plan regarding the pressure

uicer discovered on 3/29/18, LPN #5, "1 wasn't
- working over here al that time, so no. | didnot. it |

doesn't look like it was dona when it should have

been."

On 10/3/19 at 2:55 p.m., ASM (administrative i

staff member} #1, the administrator, ASM #2, the |
 director of ruirsing, and ASM #3, the corporate

quality nurse, were informed of these concerns.

8587
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 No further information was provided prior fo exit.

]

| (1) "Cerebral paisy is a group of disorders that |

 affect a person's ability to move and to maintain
balance and posture.” This information is taken
: from the website ;
https:f!mectiineplus.govicetabralpa!sy.htmi.

 (2) "Diabstes {mellitus) Is a disease in which your
 plood glucose, or blood sugar, levels are (00
 high." This information is laken {from the website

. hiips:#madiineplus.gov/diabates.html.

" (3) "SANTYL Ointment is an FDA-approved

. prescription medicine that removes dead tissue
 from wounds so they can start to heal." This i
- infarmation is taken from the manufacturar’s
- website hitps:/iwww.santyl.com/,

. {4) "Alginate dressings are absorbent wound tare |
_praducts that contain sadium and cakium fibers ¢
 darived from seaweed. They come in the form of -
- fat dressings that can be placed over open ulcers:
: and rope dressings that are used for packing the |
| wound, which absorb fluids and promote healing
 with pressure ulcars, diabetic fool ulcers, or
. venous ulcers. An individual dressing is able to
- absorb up lo 20 times its own weight. These
dressings, which are easy lo use, mold
. themsselves 1o the shape of the wound, which ,
 helps ensura that they abserb wound drainage
 proparly. This also makes thasa drassings ideal
" for using on ulcers in areas that are difficult to
. dress, such as heels and sacral areas." This
infarmation is taken from the website '
hitpsi//advancedtissue.com/201 5/09#treating-wou
nds-with-absorbent-alginate-dressings/.
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3. The facilily staff failed to ravise Resident
#518's comprehensive care plan io include
isolation precautions in September 2019,

Resident #518 was admitied lo the facility on

| 8/11/18 and most recently readmitted on 9/25/19
 with diagnoses inciuding, but not limited to:

| history of cardiac arrest (heant stopping), Bnoxic
 braln injury (brain not getling enough oxygen),

{ GOPD {chronic obstructive pulmanary disaage)
(1), and contractures (2). On the most recent

: MDS {minimum data set), a quarterly assessmentl
| with an assessment reference date of 9/11/19,

: Resident #518 was coded as being severely

| cognitively impaired for making dally decisions.

| She was coded as being completely dependent

. on staff members for all activities of daily living.

' She was coded as having received antibictics

- during the look back periad.

. On the following dates and times, Resident #518
" was observed lying in her bed. At each
. observation, an isolation cart was positioned just
_outside Resident #518's door: 101119 at 3:54
“p.m., 10/2/19 at B:57 a.m., and 10/2/19 at 12:05

: p.m.

£

' Areview of Resident #518's clinical record
 ravealad the following physician orders dated
 9/25/19; "Contact Precautions for MDRO
(multi-drug resistant organism) (3)."

. Areview of Resident #518's comprehensive care |
 plan dated 6/11/18, updated on 2/8/19 revealad, °
- in part, the following: "Resident will not exhibit

‘ signs of new infection.” The cara plan review
 failed to evidence the isalation precautions put in

: place 9/26/18.

F 657

i
i
:
i
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On 10/3/19 at 10:35 a.m., CNA (certified nursing
assistant) #3 was interviewed. When asked how
sha is informed it a resident should be on
isalation, sha stated, “Usually we know from
working with them befora. Or the nurse will t&ll
us.”

On 10/3/19 at 10:44 a.m., LPN {licensed practical
nurse) #8 was interviewed regarding the procaess

10 be followed when a resident is placed on
jsolation. She slated that there mustbe a

. physician's order, and that a cart with PPE

: {personal proteclion equipment) is placed outside
the resident's door, Whan asked if the resident's
care plan should be updated to includa the

: isolation precautions, LPN #8 stated, *Yes, Of

| coursa.” When asked if she updates any care

- plans, she stated, "No. The unit manager updates
' the care plan. Not ma."

{On10/3M19 at 11:10 am,, LPN #3, the unit

| manager, was interviewed regarding the process

’ for docurnenting when a resident is placead on

‘ isglation, LPN #5 stated, “There should be a

" doctor's order and we may write a nurses' note.

Whan asked if the isolation status should be a

 part of the resident’s care plan, she slated,
| "Absolutely.” When asked if floor nurses can
 updata care plans, LPN #5 stated, "Well, that's a
_little bit iffy. We are working through that.” When
asked il she had updated Resident #518' cara
- plan regarding the isolation status on 9/2519,

- LPN #5 stated, *! need {o look at it." After
 reviewing Regidant #518's care plan, LPN #5
stated, "It doesn't look fike it was done when it
' should have been.”

‘On 10/3/19 at 2:55 p.m,, ASM (administrative
“ glaif member) #1, the administrator, ASM #2, the
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; director of nursing, and ASM #3, the corporate
| quality nurse, were informed of these concemns.
t

Mo further infarmation was provided prior to exit.
¥

. (1} COPD is "a general term for chronic,
| | nonraversible lung diseasa thatis usually a i
; combination of emphysema and chronic :
! bronchitis.” Barron's Dictionary of Medical Terms
 for the Non-Medical Reader, 5th edition,
; Rothenberg and Chapman, page 124. ;

w

(2] *A contraciure develops when ths normally

' stratchy (elastic) tissues are replaced by

nanstratchy {inelastic) fiber-like tissus, This iissua %

makas it hard to stretch the area and prevents |

normal movement.” This information is taken :
- from the website :
* hitps://mediinapius.gov/ency/aricle/003185.him. |

. {3) "For epidemiologic purposes, MDROs are
| defined as microorganisms, pradominantly
“bacleria, hat are resistant to one or more classes :
of antimicrobial agents (1), Although the names |
of ceriain MDROs describe resistance to only one |
agent {e.g., MASA, VRE), these pathogens are
frequently resistant to most available : ‘ .
antimicrobial agents.” This information is taken | _ '
, from the website
: hitps:/Avww.cde.govii nfec!ioncontrollgutdetineslm : F 686 SERVICES TO PREVENT PRESSURE ULCERS
dro/background.htmi, . )
F 686 . Treatment/Svcs to Prevent/Heal Pressure Ulcer :  F 686 1) THe orders for palm protectors for resident #518 have
ss=0 | CFR({s): 483.25(b){1){i){(i}} . been rewritten to include the wearing schedule,
: ; : Resident #518's care team has been re-educated on
- §483.25(b) Skin Integrity : : the current pian of care. A request for re-evaluation of
5483.25(b)(1) Prassure ulcers, : the continued appropriateness of these devices has
Based on the comprehensive assessment of a ' been made to OT, An interdisciplinary team meeting
resident, the facility must ensure that- : to revise the comprehensive plan of care will be
: scheduled.
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{i} A resident receives care, consistent with
professional standards of praclice, to pravent
pressure ulcers and does not develop pressura
wicars unlass the individual's clinical condilion
demonstrates that they were unavoidabie; and
{ii) A resident with prassure ulcers receives
necessary treatment and services, consistent
with professional standards of praclice, to
promote healing, prevent infection and prevent
new wicers from devaloping.

This REGUIREMENT Is not met as evidenced
by

Based on observation, staff interview, faciiity
document raview, and clinical racord roview, il
was datermined that the facility stalf falled to

provide services for the pravention of a pressure

injury for one of 63 residents in the survey

sampla, Aesident #518. The facility staff failed to

apply palm protectors to Residant #51 8's hands
per the physician's ordar.

r

The findings include:

Rasident #518 was admitted to the facility on
6/11/18 and was most recently readmitted on
9/25/19 with diagnoses including, but not limited
to: history of cardiac arrest (heart stopping),
anoxic brain injury (brain not getting encugh
oxygen), COPD (chronic obstructive pulmonary
disease) (1), and contractures (2}, On the most
recent MDS {minimum data set), a quarterly
assessmenl wilh an assessment rpference date
of 9/11/19, Fesident #518 was coded as being
severely cognitively impaired for making daily
decisions. She was coded as being completely
dependent on stalf members for all activities of
daily living. She was coded as being functionally
limited In range of motion in both her upper and
lowar extremities. She was coded at risk of

H

3)
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:
F 686 | Continued From page 86 ¥ 686 2)  Afl residents who have arders for palm protectors have

the potential to be affected by the deficient practice.
A) The DON or designee will audit 2il residents with
orders for palm protectors for implementation of the
resident care plan.

B) Communication of the use of palm protectors and
their asspciated wearing schedule will be accomplished
1o the care team via the resident profile,

C) Nursing staff will be educated on how to access the
resident profile.

4) The DON or designee wil perform observation audit of
10% of residents who use palm protectors according to the
individual resident care plan weekly for 4 weeks, Results will be
reported to the QAP Committee.

5) Compliance Date: 11/01/2019

1
H

FORM CMS-2567(02-99) Pravious Versions Obsclate

Event I0:28XP1Y

Facility 1D: VAGO34

it confinuation sheel Page 87 of 143



A 5/2
DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: 10/15/2019

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NG, 0938-0391,
STATEMENT OF DEFICIENCIES {%1) PROVIDERVSUPPLIER/CLIA (X2} MULT'PLE CONSTRUGTION 1X3; DATE SURVEY
AND PLAN (F CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
c
485272 8 wing 10/03/2019
NAME OF PROVIDER OR SUPPLIER STAEET ADDHESS, CITY, STATE, ZiP CODE
1776 CAMBRIDGE DRIVE
LEXiNGTON COURT REHABILITATION & HEALTH CARE CTR RICHMOND, VA 23238
xa 0 SUMMARY STATEMENT OF DEFICIENCES o PROVIDER'S PLAN OF CORRECTION P e
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX | {EAGH GOARECTVE ACTION SHOULO BE | COMPLETION
TAG .  AEGULATORY OF LSC IDENTIFYING INFORMATION) TAG cnoss-ne&nengg{g E?\!ga}e APPROPRWATE | OATE
; i 5] IENCY! N
F 686 | Continued From page 87 F 688
- developing a pressure ulcer, and as having two ’
“unhealed pressurs ulcers.

' On the following dates and times, Resident #518

‘ was observed lying in her bed. She was observed

: at all of these times wilthout palm protectors in :
each hand: 10/1/19 at 3:54 p.m., 10/2/19 at 8:57 |

“&.m., and 10/2/19 at 12:06 p.m. i

: On 10/2/19 at 12:05 p.m., LPN (licensed practical
_nurse) #6, the unit manager, and LPN #85, the unit f
| manager, were observed turning Resident #518.

: Onee they had completed this, LPN #5 was :

asked i Resident #518 was wearing palm :

prolectors. LPN #5 siated, “l will have to check on

! those orders. I'm not sure they ara even ordered

‘ for her.” She returned at 12:09 p.m, and stated,

- "She is supposed to have them. | will get them for

her.” -

A review of Resident #518's POS {physician order |
| sheet) revealed the following orders datad j
. 8/25/49; "Palm protectors at all timesfremove for -
“hygiene QS (every shift).”

" A review of Flasident #518's comprehensive care
plan dated 6/11/18 and updated 2/6/19 revealed, |
" in pant, the following: "Palm guards...lo be worn |
as ordered, Check skin condition upon removal of |
- devices and repon signs of irrilation or increased
difficulty applying ar removing devices." :

On 10/3/19 at 10:35 a.m., CNA (certiflad nursing
assistant) #3 was inlerviewed. When asked how
she knows what devices a totally dependent :
residsni should be wearing, CNS #3 staled, "Alot :
of it was gone aver during the orientation period.
it is just theough experience, learning different
rasidents and their needs, during orientation.”
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Continued From page 88

Whan asked how sha becomas aware of the

device needs of new residents, CNA #3 stated,
*Those things are listed for us in the computer.
They are fisted for us there.” Whan asked how
often she checks the computer lor information

regarding devices, CNA #3 stated, "Usually every

shifl. But not always.”

On 10/3/19 at 10:44 a.m., LPN #8 was
interviewsd, When asked wha is responsible for
making sure dependent residents are wearing
devices per the comprehensive care plan, LPN
#8 stated, "The devices should be in the orders,
The care plan, loo. The nurses are supposed to
know what the residenls need. The CNAs can
help, but the nurses are responsible.”

On 16/3/49 at 11:10a.m., LPN #5 was
interviewad. Whan asked the purpose of palm
protectors, LPN #5 stated, "Her hands are
contracted. Those palm protectors keep her from
getting a pressure area on her hands.” When
asked why Resident #518 was not wearing tha
palm protectors as ordered on 10/1/19 and
10/2/49, LPN #5 staled, °! really don't know. But
she has them now."

On 10/2/19 at 11:39 a.m., LPN #8 was asked the
purpose of the care plan, he stated, "Il tells us
what we are doing with lhe resident. We need to
know what we are doing.”

On 10/3/19 at 2:55 p.m., ASM {administrative
staif member) #1, the administrator, ASM #2, the
director of nursing, and ASM #3, the corporale
quality nurse, were informed of these concems.

A review of the facility policy, "Prassure Ulcer
Prevention,” revealed, in pan, the following:

F 666
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" "Pressure ulcers can oceur quickly in a parson

i with compromising health conditions...Any

‘ resident wha rasides in the facllity will receive

: services {o decrease the risk of development of
pressure ulcers,..Fasidents who require mobllity
assistance ara tumad and repositionad frequently |
lo pravent skin breakdown In bed...Pasitioning

_ devices are used with the resident as needed."

i

. No further information was provided prior 1o exit. |

i {1) COPD is “a general term lor chronic,

- nonreversible lunyg disease that is usuatly a

- cambination of emphysema and chronic
brongchitls.” Barron's Dictionary of Medical Terms |

for the Non-Medical Reader, Sth edition,
Rothenberg and Chapman, page 124,

 {2) "A contracture develops when the normally
i stretchy (elastic) tissues are replaced by ;
i nonstrelchy (inelastic) fiberlike tissue. This tissua i
i makas It hard to strelch the area and pravents |
 narmal movement.” This information is taken '
! from the wabsite ;
hitps:/mediineplus.gov/ency/article/003185.htm. §
Increase/Prevent Decraase in ROM/Mability :
CFR(s): 483.25({c)(1}-(3)

F 68
S8=0

- §483,25(c) Maobility.
§483.25(c)(1) The facility must ensure that a

* resident who snters the facility without limited
range of molion does not experience reduction in

- range of moltion unless the resident's clinical
condition demonstrates that a reduction in range
of motion is unavoidable; and

. §483.25(c)(2) A resident wilh limited range of
- motion recaelves appropriale treatment and

D . PROVIDER'S PLAN OF GORRECTION 1s)
PREFIX {EACH COPRECTIVE ACTION SHOULD BE ' COMPLETION
TAG CROSS-RESERENCED TO THE APPROPRIATE ' DATE
DEFIGIENCY) :
|
F 688
i
H
i
: 4
1‘ :
N i
2 |
i
i
|
F 688 ? ’

F 688 SERVICES TO PREVENT DECLINE IN RANGE OF MOTION

1}, The orders for knee splints for resident #518 have
been rewritten to include the wearing schedule.
Resident #518’s care 1eam has been re-educated on
the current plan of care, A recuest for re-evaluation of
the continued appropriateness of these devices has
been made to OT. Aninterdisciplinary team meeting
to revise the comprehensive plan of care will be
scheduled.
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services {o increase range of motion and/for to
pravent further decrease in range of motion.

§483.25(c){3) A rasidant with imiled mobiiity
receives apprapriate services, equipment, and
assistance to maintain or improve maobility with
the maximum practicable independence uniess a

2)  Alt residents who have orders for knee splints have the
potential to be affected by the deficlent practice.

3} A} The DON or designee will audit all residents with
orders for knee splints for implementation of the
resident care plan.

B} Communication of the use of knee splints and thelr
assoclated wearlng schedule will be accomplished to

reduction In mobillty is demanstrably unavaidable. the care team via the resident profile.

This REQUREMENT is not met as evidenced
by:

Based on observation, staff interview, facility
document raview, and clinical record raview, it
was determined that the facility staff failed to
provide services to prevent a decrease inrange
of motion for one of B3 residents In the survey
sample, Resident #518. The stail failed lo ensure
Resident #518's knee splints were applied and in
place as ordersd by the physician,

The findings include; .

Aesident #518 was admiltad 1o the faciiity on
6/11/18 and was mast racently readmittad on
9/2519 with diagnoses inciuding, but not limited
fo: hislory of cardiac arrest (heart stopping),
anoxic brain injury {brain not gstting enough
oxygen), COPD {chronic abslructive pulmonary
diseasa) (1), and contractures (2). On the most
recant MDS (minimum data set), a quarterly
assessment with an assessment reference date
of 91119, Residant #518 was coded as being
saverely cognitively impairad for making daily
decislons. She was coded as being completely
dependent on staff members for all activilles of
daily living. She was codad as being functionally
limiled in range of motion in both her upper and
lower extremities.

! C} Nursing staff will be educated on how to access the
’ resident profile,
4) The DON or designee will perform cbservation audit
. 109 of restdents who use knee splints according to the individual
Ve ¢ resident care plan weekly for 4 weeks. Resuits will be reported to
the QAP Committee.
5} Compilance Date; 11/01/2019

i
] i

H i

Or the following dates and times, Resident 4518
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F 638% Continued From page 91
 was observed lying in her bed. She was observed
" at all of ihese limes without knee splints on either
; knee: 10/1/18 &t 3:54 p.m., 10/2/19 at 8:57 a.m,,

,and 10/2/19 at 12:05 p.m.

i

i

F 688;

" On 10/2/18 a1 12:05 p.m., LPN (licensed practical :
" nurse) #6, the unit manager, and LPN #5, the unit |
' rnanager, were observed turning Pesident #518. °
. Once they had completed this, LPN #5 was i
- ashad il Resident #518 was wearing knee splints.
LPN #5 stated, "| will have to check on those i
: orders. 'm not sure they are even ordered for :
her She retuned at 12:09 p.m. and stated, "3he .
is supposed to have them. | will get them for her. |

| A review of Resident #518's POS (physician order ;
- sheet) revealed the following orders daied !
' 9/25/19: "Resident to wear BLE (bilateral lower

» exiramity) (left and right) knee extension splints 10
' manage abnormal posture and reduce
' contracture risk - to be worn at all times - remove |
- tor personal care/ADL (activities of dally living}  ©

and monitor for rednass.”

A review of Resident #518's comprehensive care

plan dated 6/11/18 and updated 2/8/19 revealed, :
in pan, the tollowing: "Falm guards and knea

brace to be worn as ordered. Check skin

condition upon removal of devices and report :

signs of irritation or increased difficulty applying or!

removing devices.” :

On 10/3/19 at 10:35 a.m., CNA (cerlifled nursing -
assistant) #3 was interviewed. When asked how
sha knows what devices a totally dependant :
rasident should ba wearing, CNA #3 stated, "Alot
of it was gone over during the orientation period.
" It is just through experience, learning different
residents and their nesds, during orientation.”
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| When asked how she becomes aware of the ‘
{ device needs of new residents, CNA #3 stated, |

*Those things are listed for us in the computer. i
They ara listed for us there.” When asked how
olten sha checks the computer for information |
regarding devices, CNA #3 slated, "Usually every !
 shift. But not always.”

On 10/3/19 at 10:44 a.m., LPN {licensed practical :
nurse) #8 was interviewed. When asked whois
- responsible for making sure dependent residents |
| are wearing devices per tha comprehensive care
- plan, LPN #8 slated, "The devices should be in ;
. the orders, The care plan, too. The nurses are
. supposed to know what the residents naed, The
- CNAs can help, but the nurses are responsible.”

On 10/3/19 at 11:10 a.m,, LPN #5 was
! interviewad. When asked the purpose of knee
splints, LPN #5 staled, “They are a positioning
' device. They are supposed to help keep her from
! getting mors contracted in her legs.” When asked |
. why Resident #518 was not wearing the knee
. splints as ordered on 10/1/18 and 10/2/19, LPN

#5 stated, "l realiy don't know. But sha has them
; how.”

| On 10/2/19 at 11:39 a.m., LPN #6 was asked the
. purpose of the care plan, he slated, “it tells us

: what we are doing with the resident. We needto -
! know what we are doing.”

: On 10/3/19 at 2:55 p.m., ASM (administrative :
. staff member) #1, the administrator, ASM #2, the ¢
: director of nursing, and ASM #3, the corporals
" quality nurse, were informed of these concems.

: The surveyor requested a copy of the facility

- policy regarding range of motion/positioning

: devices.
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tOn 10/3/19 at 4:12 p.m., ASM #3 staled the
facility did not have a policy on range of
motion/positioning devices.

I Na further information was provided prior to exit.

{1) COPD ig "a general tarm for chronlc,
nonreversible lung diseasa that is usually a ; ,
combination of emphysema and chronle ; i
bronchiiis.” Barron's Dictionary of Medical Terms ‘
tor the Non-Madical Fleader, 5ih editlon,
Rothenberg and Chapman, page 124,

*{2) "A contracture develops when the normally i
- stratchy (alastic) tissues are replaced by
- nonstretchy (inalastic) fiber-iike tissue. This tasue - ,
; makes it hard to siretch the area and prevents .
i narmal movement.” This information is taken : :
; from the website ' { i
. hitps:/imediineplus.gowency/article/003185.htm. |

F 689 | Free of Accident Hazards/Supervision/Davices :  F 689

88=0 | CFR(s): 483.25(d)(112) i
i

; F68Y FREE OF ACCIDENT HAZARDS
i !
! §483.25(d) Accidents. f
! B i v 1}  Resident #518 has been reassessed for fall risk.
i The facility must ensura that - L ' Resident #518's fall history Is remote (greater than 1
i §483.25(d)(1 ).Tha resident environmer t remains ; year). The fall mats have been discontinued.
;88 free of accident hazards as is possible; and ' 2} All residents with ordered fall mats have the potential
§483.25(d)(2)Each resident receives adequate ‘ to be affected.
supervision and assistance devices to prevent | .
accidents, ‘
This REQUIREMENT s not met as evidenced |
by: .
Based on cbeervation, staff interview, facility C 6 “+‘ n “-QA [\[@X"’ (Pd-tje..

document review, and clinical record raviaw, it
was determined that the facilily staff failed to
provide ensure the environment remains free

+
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F 689 E Continue’d From page 94 § F 689? 3} A An audit of alt residents with orders for fall mats will
; from accident hazards 10 prevant injury from a fall ! be completed to determine continued need and
i for ona of 63 residenis in the survey sampie, i ' " ith care plan approaches.
; Resident #518. The fac“ﬂy stalf failed to pravide l | ;?::slszr‘;: ::Mare plans will be revised based on audit
i lait mats beside Resident #51 8's bed as ordared i ' findings
. by the physician, , } C} Use of fall mats will be communicated ta the care
l ! ) team via the resident profile,
; The ﬂndings Include: li ; D) Residents who fail will be discuTsed in ld:ﬂy cII:ih:a!
> - . . stand up and in weekly Interdisciplinary risk mee! ng,
! gﬁiﬁaan; :g';?c\:??eggm;tyt?gatdﬁé?g;:‘g:;%g;” 9 { 4)  Falls are tracked monthly by the facility Quzlltv N
§ Y i A nd Performance Improvement Comm ee.,
 With dlagfnose? inciuding(, but not "m;tec; to: H ! : Azsd‘::'ZscEI:s of the use of fall mats will be reported at
i history of cardiac arrest (hearnt stapping), anoxic the next scheduled meeting,
, brain injury {brain not gelting enough oxygen), « 11/01/2019
; COPD (chrenic obstructive pulmonary diseasa) | ; 3} Compliance Date: 11/01/ ;
(1) and contractures (2. On the most recent | ; |
' MDS (minimum data set), a quartarly assassment ; J i
- With an assessment reference date of Mg, | : |
: Resident #518 was coded as being saverely i
 cognitively impakred for making daily decisions, | - !
: She was coded as belng completely dependent | ! !
0N stalf members for all activities of daily living. | |
| . ! !
 On the following dates and times, Resident #518 | | ]
| was observed lying in her bed. She was observed . ;
; at alt of these times to be without fall mats on ; i i
+ either side of her bad: 10/1/19 at 3:54 p.m., ) i i
10/2/19 at 8:57 am.,, and 10219at12:05 p.m, | i
: : ? i
- On 10/2119 at 12.05 p.m., LPN (licensed practical | : f
' nurse) #8, the unit manager, and LPN #5, the unit i :
i manager, wera chsarvad turning Resident #5183, ;
"Once they had completed this, LPN #5 was . ! i
j asked if Residant #518 had fall mats i place. ) |
"LPN #5 stated, | thought we had discontinued i ‘
 those orders, I'm not syre they are even ardered | !
for her.” She retumed 1o at 12:08 p.m, and statad i
| "We are getting that arder changed right now.* !
 Areview of Resident #518's POS (physician order : ; f
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' sheet) revealed the following order dated 9/25/18:
: *Falf mats beside bed, Check placement gs
" [every shift)."

- A review of Resident #518's comprehensive cars
' plan dated 6/11/18 revealed, in part, the following:
"Resident is at risk for falls related to: impaired

. mobility, inability to move or reposition herseli,

: muscle spasms...Fall mals beside bed. Check

. placement gs.”

- On 10/3/19 at 10:35 a.m., CNA (certified nursing
assistant) #3 was interviewed. When asked how
' she knows what {all injury prevention

! interventions should be in place, CNA #3 slated,
: "A ot of it was gone aver during the orientation
period. it is just through experience, learning
diiterent residents and their needs, during

! orientation.” When asked how she becomes
aware of the needs of new residents, CNA #3
stated, “Those things are listed for us in the

: computer, They are listed for us there." When
asked how often she chacks the campuler for
‘information regarding devices, CNA #3 stated,
"Usually every shift. But not always.”

nurse) #8 was intarviewed. When asked who is
raspansible for making sure fall mats are in place
. for residents. LPN #8 stated, "The physician's

supposed to know what the residents need. The
; GNAs can halp, bul the nurses are responsible.”

1On 10/319 at 14:10 a.m., LPN #5 was
‘interviewed. When asked the purpose of fal

: mais, LPN #5 stated, “They help prevent a
 resident fram getting hur if they would fali out of

On 10/3/19 at 10:44 a.m., LPN (licensed practical |

' the bed.” When asked why Resident #518 did not -

i

orders tell us, The cara plan, too. The nurses are |
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. all now."

. have fall mat beside her bed on 10/1/19 and

107219, LPN #5 stated, "We had meant to

. discontinue that order. | don't really think she
needs fhem. She really is not moving around at

' On 10/2119 &t 11:38 a.m., LPN #6 was asked the |

; purpose of the care plan, he stated, "ittellsus
what we are doing with the resident. We needto
know what we are doing.”

On 10/3/19 at 2:55 p.m., ASM {administrative

stalf member) #1, the adminisiralor, ASM #2, the |
director of nursing, and ASM #3, the corporate -
quality nurse, were informed of these concems.

A review of the [acility policy, “Falling Star,"
ravealed, in part, the following: "Many residents
residing in the facilily are at risk for talls due o
existing physical conditions, meadications, or
change in environment. Facllity staff shouldbe
aware of any rasident who is at risk so there can
be frequent observation in an attempt to minimize :
falis...Fall Reduction Initiatives: Each facility must |
maintain a fall reduction initiative. This initiative

will be an ongoing program...assassment ol the
resident's environment with identification of
anvironmenial needs),"

No further information was provided prior to exif,

(1) COPD is "a general termn for chronic,
nonreversible lung disease that is usually a
combination of emphysema and chronic :
bronchitis." Barron's Dictionary of Madical Terms
far iha Non-Medical Reader, 5th edition,
Fothenberg and Chapman, page 124.

(2) "A contracture develops when the normally
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care and Iracheal suctioning, is provided such
, cara, consistent with professional slandards of |
_practice, the comprehensive person-centered
. care plan, tha residents' goals and preferences,
and 483,65 of this subpart.
{ This REQUIREMENT is not met as evidenced !
by: :
Based on obsevation, staff interview, facility '
_ document review, and clinical record feview, il
' was determined that the facility stafi failed to
* pravida respiratory care and services according
to professional standards of practice for one of 63
rasidents in the survey sample, Resident #518. .
. The facility staff administered oxygen to Resident !
- #518 without a provider's order lor rate or
percentage of oxygen fo be delivered.

i

The findings include:

Hesident #513 was admitted to the facility on
- 8/11/18 and most recently readmitted on 8/25/19 -
" with diagnoses including, but not limited to:
history of cardiac arrast (heart stopping), anoxic
. braln injury (brain not geiting 2nough oxygen),
GOPD (chronic ohstructive pulmonary disease)

(Xai0 | SUMMARY STATEMENT OF BEFICIENGIES 0 PROVIDER'S FLAN OF CORREGTION P
PREFIX | (EACH DEFICIENGY MUST BE PRECEDER BY FULL . PREFIX (EACH CORRECTIVEACTION SHOULD BE | COMPLETION
7A@ ' HREGULATORY OR LEC IDENTIFYING INFORMATION) ©TAG CROSS-REFERBNCED TO THE APPROPRIATE | OATE
_ ; : DEFICIENCY) !
= 1 - i
F 689 Continued From page 97 " Fess
i stretchy (slastic) tissues are raplaced by i '
' nonstratchy (inelaatic) fiber-fike tissus, This tissue |
makas it hard to stretch the area and prevents | i
- normal movemant.” This infarmation is laken !
j from the websile '
hitps://mediinepius.gov/ancy/article/003185.ntm. |
F 695 : Respiratory/Tracheostomy Care and Suctloning F 695
85sD | CFR(s): 463.25(l) F695 RESPIRATORY, TRACHEOSTOMY CARE AND SUCTIONING
! % 1)  The physician's order for 28% humldifled air via trach
§ 48.?'25?) Respirator! careﬁ including ; { mask for resident # 518 was rewritten on 30/3/19.
i trac eoslamy care an tracheal suctioning. : : 2) There are no other residents with tracheastomy in
: The facility must ensure that a resident who faciity
 needs respiralory care, including tracheostomy o ) 3) A} Arespiratory therapist has been consulted to review

Resident #518°s tracheostomy management with the

care team and for angolng care as needed.

; B) The DON or designee will review consuit

{ documentation and ansure implementation of
recommendations in the resident care pian.
C) The DON or designee will reconcile admission and
readmission orders for humidified air/ oxygen with
hospital discharge orders.
DfThe Director of Admissions will track admission
referral requests for individuals with tracheostomies -
for purposes of future planning.

4) Implementation of ordered oxygen devices is to be
moenitored through daily and weekly rounds by Unit Managers,
ADON and DON. Weekly checks will be conducted on residents
who have respiratory needs to include tubing, flow rate, condition
of eguipment, and settings for Humidifled Alr on residents with
Trach by 11-7 supervisor. A report of findings and corrective
action will be provided to the Administrator.

' 5} Compliance Date: 11/01/2019
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F 695 Continued From page 98

- (1), and contractures {2). On the most recent

* MBS (minimum data set), a quarterly assessment

; with an assessment reference date of 9/11118,

' Aesident #518 was coded as being severely
cognhitively impairad for making daily decisions.

: She was coded as being completely dependent

. on staff members for a#l activities of daily living.

She was coded as having received oxygen and

as receiving tracheostomy {3) ¢are during the

look back pericd.

- On the following dates and times, Resident #518 ;
- was observed lying in her bed. She was observed !
at all of these limes with a iracheostomy mask |
connected {o a device delivering humidified air via |
the trach {lracheostomy) mask. The ssitingson |
“ the device were 5L (liters) and 28% (oxygen): k
10A1/19 at 3:54 p.m., 10/2119 at 8:57 am., and !
. 10/2/19 at 12:05 p.m. :
: A raview of Resident #518's clinical record
‘ revealed the following physician arders dated :
_9/25/19: "Continuous humidlfied Air via Trach ~ ;
: mask,” The review revealed no orders related lo !
. the rate or percentage of oxygen to be delivered, |

A review of Resident #518's comprehensive care -
_plan dated 6/11/18 and updated 6/18/19 ravealed, :
. In part, the following: "[Resident #518] is at risk
; for further respiratory and cardiac

cornplications...she has a tracheostomy with
_continuad {sic) humidified air...Administer oxygen
" as ordered.”

- On 10/3/19 at 10:44 a.m., LPN (licensed practical :
nurse) #8 was interviewed. When asked if axygsn:

‘ required a physician's order {or administration,

- LPN #8 stated, *Yas. We need an order for
everything." When asked if oxygen is considered -

F 685
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a medication, LPN #8 stated, “Yes it is.” LPN #8
accomparied the surveyor to Resident #518's !
 badsida. When shown the device settings for the
humiditied air being delivered to Resident #518,
and when asked what the rates mean, LPN #8
stated, “| really don't know. That's what it's aiways
. been set at. 'm just agency. 'm not here a lot. {ll
i have to go ask someone.”

i
;
i
i

; On 10/3/19 al 11:10 a.m., LPN 45, the unit

; manager, was interviewed about the device
 sattings for the humidifled air being delivered to

. Resident #518. LPN #5 stated, "It's a cerlain

. percentage (of oxygen). It's supposed to be sel at
~28%." When asked how she knew the

; percentage, LPN #5 stated, I think the

- respiratory therapist at the hospital told us in
 report. He said that is equal o three liters of :
. oxygen.” When asked if there should be an order
lorthe device seflings, LPN #5 stated, “Yes. 'm
- sure there's an ordar." After reviawing the
 physician's orders for Resident #518, LPN 45 :
- statad, "It should have a rate order, but it doesn't, |
: We can fix that.”

e

- On 10/319 at 2:55 p.m., ASM (administrative
 staff member) #1, the administrator, ASM #2, the \
; director of nursing, and ASM #3, the corporate
quality nurse, were informed of these concemns.

- A raview of the facility policy, “Oxygen,

; Administration of,” revealed, in par, the following:

*“Check the physician's order for fiter flow rale and g
method of administration...Oxygen is a

- medication and therelore the order for oxygen

. administratian is charled on the EMAR {electronic -
madication administration record) by the licensad °

: nurse," :
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F 695 Continued From page 100

(1) COPD is "a general term for chronic,
nonreversible lung disease thal is usually a {
combination of emphysema and chronic :
bronchitis,” Barron's Diclionary of Medical Terms
for the Non-Medical Reader, Sth adition, |
Rothenberg and Chapman, page 124,

{2) "A contracture develops when the normally ¥
stretchy {elastic) tissues are replaced by
nonstretchy (insiastic) fiber-like tissue. This lissua
makes it hard {o strelch the area and prevents
normat movement.” This information is taken

trom the websita
hitps:#/medlineplus.goviency/anicle/003185.him,

{3} "A tracheostomy is a surgical procedure o
craate an opening through the neck intg the
trachea {windpipe). A tube is most often placed
through Lhis opening to provide an airway and to
remova secrafions from the lungs. This tube is
called a tracheostomy tube or trach lube.” This
information is {aken from the webhsite
hips:/medlineplus.goviency/article/002955.him,

F 698 Dialysis

88=0 CFR(s): 483.25()

§483.25(l) Dialysis,
" Tha facility must ensure that residents who
require dialysis racelve such services, consistent
. with professional standards of practice, the
: comprehanslve person-centered gare plan, and
the residenis’ goals and preferences.
This REQUIREMENT is not met as evidenced
by:
Based on staff interviaw, facility document
review, and clinical racord reviaw, it was
delermined that the facility staff failed to pravide
dialysis care and services for orre of 63 residents

F 695

¥ 698
F 698 DIALYSIS

1}  Resident #4(0's dialysis communication book was set
up with dividers for each day resident goes to dialysis
{Tuesday, Thursday, Saturday). Communication forms
were placed behind each divider.

2} ;Residents receiving outpatient dialysls may be affected
by this practice.

- (on¥inuned l\fﬂx’f/P“ﬁ;
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F 608 Continued From page 101 F 698 3)  A)Residents who go to outpatient dialysis will have
In the survey sample, Resident #40. The facility thelr dialysis communication books set up in a manner
stalf laifed lo wiilize and maintain consisient consistent with resident # 40
communication with the dialysis center by way of B) The charge nurse will review the communication
the dialysis communication book in Ssplember book when the resident returns from dialysis. if no
2019, for Resident #40, information Is provided by the dlalysis center, the
charge nurse will contact the center and request verbal
The findings include: report. Verbai report wili be docurnented in the
communication book.
C) Licensed nursing staff will be educated on revised
Resident #40 was admitted {o the facility on g process.
| 9/20/18 and most racently readmilted on 9/30/19 4} Anaudit of 100% of dialysis communication books will
w:th diagnoses including but not limiled o ESRD be campleted weekly by the unit managers for 4
(e“d stage renal diseasa) (1) and diabetes (2). weeks, then monthly. Results of audit to be reported
' On the most recent MDS (minimum data set), a ! to Quality Assurance and Performance Improvement
! quarterly assessmant with an assessment i Committes.
; reference dale of 7/11/19, Resident #40 was | 5} Compliance Date: 11/01/2019
: coded as being moderataly cognitively impaired
 for making dally decisions, having scored 11 out
" of 15 on the BIMS (Brief Interview for Mental ; ‘
| Status), She was coded as recalving dialysis (3) % :
E services during tha look back pesiod. i f
; A review af Resident #40's clinical record '5 ! :
| ravealed the following physician's order dated ; i
! 9/30/19: "Hemodialysis X3 weekly (3 X a week) at} ! .
tnams of dialysis center].” .
, Areview of Resident #40's comprehensive care | i i
. ptan dated 7/25/18 and updated 5/16/19 revealed, | ! '
part, the following: "Resident has diagnosis of |
i ESRO and is at risk for compiications due to her ! :
 kidney failure...Dialysis as ordered. Resident will |
 be assistad with dialysis transportation ; ’
arrangements.” :
- Further review of Resident #40's clinical record f
, revealed the pressnce of a dialysis :
: communication book. The book contained papers |
i with resident's name and columns for vital signs, | .
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F 698 Continued From page 102

: weight, facility comments, and dialysis center
. comments. For September 2019, the book
conlained entries for only the following dates:
9/5/18, 9/19/19, and 9/24/19. The book contained !
no ather entries for September 2019,

F 698

A roview of September 2019 nurses’ notes for
| Resident #40 revealad no mantion of
- communication with the dialysis canter,

. On 10/3/19 at 10:35 a.m., CNA (certified nursing
assistant) #3 was interviewed regarding the use
. of the dislysis communication book. She staled,
. "The only experience | have had wilh residents

: going to dialysis is making sure thay are up and
; dressed.”

: nurse) #8 was interviewed, When asked about

| "We get a set of vital signs that moming belgre

thay leave, then when thay come back, we check

" and see il there ara any new orders." When ’
asked whare she looks 1o determine il there are

- new orders, LPN #8 stated, "l ook in the book.”

: Whan asked the purpose of tha dialysis

: communication book, LPN W#B stated, "So

: dinlysis can know what's going on with the

- resident before thay get there. And so we can
know what happened at dialysis when they gst

. back to us,” When asked if the dialysis

- gornmunication book should be ulllized every day

| inwhich the resident received dialysis, LPN 28

' stated, *Yes. Every day lhey go, a sheet should
be filled out.” When asked the process to ba
followed if a resident returns without a

: communication sheet for that day, LPN W#8

" stated, “if there is no sheet, | would cali dialysis

On 10/3/19 at 10:44 a.m., LPN {iicensed prastical

. the procass that is 1o be followed when residents -
: leave for and return fram dialysis, LPN #8 stated, |
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F 698 | Continued From page 103
‘and geta report.”

i
1 On 10/3/19 at 11:10 a.m., LPN #5, the unit
 manager was inferviewed. When asked the

: would have to say there wasn't any
commurication. You would have lo say there
should have been, but wasn'L”

On 10/3/19 at 2:55 p.m., ASM (administrative

hemodialysis... Documantation...Document
_ communication with the dialysis center.”

called end-stage renal disease (ESAD)." This

i purpose of the dialysis cormmunication book, LPN
| 45 slated, "So you can communicated with the

| dialysis center about vital signs, iabs. It we are

' concarned aboul somathing, we can look in tha
 book, and vice versa, Alsg, the dietician can use

| it" When asked if a sheet should be filled outin

: the dialysis communication book for each day the :
' rasident receives dialysis, LPN #8 stated, "Yes. it
- should be fillad out every time they goWhen |
| asked what could be determined from the lack of |
. sheets in the communication book forthe days a |
. resident received dialysis, LPN #8 staled, "You |

- No further informalion was provided prior 1o exit.

H

stalf member) #1, the administrator, ASM #2, the
: director of nurging, and ASM #3, the corporate :
quality nurse, were inlormed of these concerns.

A review of the faciiity poticy, "Hemodialysis, care
of resident receiving treatment,” revealed, in part, °
the following: "Purpose: To provide services to the!
resident to aid in maintaining optimal benefit from

| {1} "End-stage kidney disease (ESKD) is the fast

: stage of long-term {chronic) kidney disease, This
is when your kidneys can no longar suppor your .

‘hotly's neads. End-stage kidney diseaseis also

F 598
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F 688 Conlinued From page 104 F 698 :
information is taken from the website ;
https:l!medEineplus.govlencylaruc!eioonsoo.htm. i
(2) "Diabetes (mellilus) is a diseasa in which your i
bload glucose, o biood sugar, levels ars too {
high." This information Is 1aken from the websita
hiips://mediinepius.gov/dlabetes.htmi.

(3) "When your kidneys are healthy, theyclean  » i

* your blood. They alse make hormones that keep : _
your bones strong and your biood healthy. When : :
your kidneys fail, you nead treatmant lo replace ' i
the work your kidneys used to do. Linless you , :
have a lddney transplant, you will nead a i

treatman! called dialysis. There are two main

types of dialysis. Both types filter your binod to rid i

your body of harmful wastes, extra sait, and i

! water. Hemodialysis uses a machine. it is |

 sometimes calied an artifictal kidney. You usually i . '

. go to a special clinie for treatments saveral imes i fz
a week." This information was taken from the E

| website hitps://mediineplus.gov/dialysis.html. :

F 725 Sufficlent Nursing Staff F 7251  F725 INSUFFICIENT STAFFING

$5=0 . CFR(s): 483.36(a){1){2)

1) Sufficlent staffing has been provided to meet the
§483.95(a) Suiticlent Staff. needs of resident #112 since her complaint on
The facility must have sulficient nursing staff with 9/22/2019. The issue of taking leave from work has
the appropriate competancies and skills sels to been addressed with CNA#L.
provide nursing and related services (o assura 2}  Potentially all residents could be adversely affected by
rasident safety and attain or maintain the highest Insufficlent staffing.
. practicable physical, mental, and psychasacial 3) A} Procedures for reporting to work on time, leaving
wall-being of each resident, as determined by , work during the shift and unscheduled absences have
resident assessments and individual plans of care been reviewed with facllity staff.
and considering the number, acuity and ; B) The facility has a plan in place to meet staffing
diagnoses of the tacility's resident population in : requirements through recruitment of new staff,
accordance with the facility assessment regquired . increasing the work hours of current staff and utilizing
at §483.70(a). : agency staff as needed.
. C) Education completed with supervisory and
management staff to ensure off shift and weekend
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§483.35{a)(1) The lacility mus! provide services
: by sufficient numbers of each of tha following
types of personnel on a 24-hour basis io provide
rursing cara to all restdents in accordance with
resident care plans:

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

{li) Other nursing personnel, including but not
 limited to nurse aides.

| §4B83,35(a}(2) Except when walved under
 paragraph (a) of this section, the fagifily must

- designale a licensed nurse o serve as a charge

. nursa an each tour of duty.

: This REQUIREMENT Is nat met as evidencad
by

' Based on staif interview, facilily document

: raview, clinical record raview and in the course of
" complaint investigation, it was determined that

i the facilily staff failed to maintain sufficlent

i nursing stafl {or one of 63 reskdents in the survey
: sample, Resident #112. On 9/22A19, the (acifity

! staff failed to assist Hesident #112 out of bed in a
; timely manner due lo insufficient CNA {ceriified

: nisrsing assistant) staffing.

, Tha findings include:

* Resident #112 was admitted to the facility on

1 81112, Resident #112's diagnoses included but

' were not limited {o dizbates, convulsions and

: functional urinary incontinence. Resident #112's
most recent MDS (minimum data set), a

- significant change in status assessment with an

. ARD {assessment reference dale} of B/24/18,
coded tha resident's cognition as moderately
impaired. Section G coded Resident #112 as

- raquiring exlensive assistance of ane staif with

- bed mobilily/dressingfoilet use and personal

F725 4)

5)

Concerns related to insufficient staffing are tracked
thraugh the facility grievance process. A report of
resident grievances is raviewed monthly by the Quality
Assurance and Performance Improvement Committee
Compliance Dater 11/01/2019
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hyglene, required extensive assistance of two or
more staff with transfers and was tolally
dependert on ona staff with bathing.

Resident #112's comprehansive care plan daled
1213144 and edited on 91718 documented,
*Recent dacling in ADL (activilies of daily living)
seli performanca wilh further losses anticipated
dus to her advanced age and end stage disease
pracesses related o impaired mobility due to
debifity, arthritis, dm {diabetes mellitus} with
neuropalhy (affecting the nervous system) as weil
as her age and dx {diagnosis) of
dementia...Assist resident with turning and
repositioning every 2-3 hours as needed. Assist
to bathroom as neededfrequested. Provide
assistance as needed with dressing and hiygiena
tasks, Provide assistance with bad mobility,
transfers, grooming, toileling and bathing as
nacassary. Altempt in include resident in
planning schedule for daily routine. Know that
she oiften prefers {o spand most of her time oul of
bed..."

On 9/27H% the Virginia Depanment of Haaith,
Office of Licensura and Cedtilication received a
complaint regarding Resident #112. The
complaint documented that on 9/22/19 around
1:45 p.m., Resident #112's family mamber arrived
to the facility and heard the resident hollering,
with no rasponse from the staff, The complaint
further documented Resident #112 was in bed
and wanting to get out of bed and the tamily
member was informed by a nurse that the faclity
was short staffed. The complaint alleged there
were only two CNAs (cerdified nursing assistants)
1o care for the residents on the unit whare
Resident #112 resided. Resident #112 was
reportedly, assisted with a bath, then was
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. assisted out of bed only after the family member
complained to facility staif. :

; Review of Resident #112's Seplember 2019 ADL

* documentalion failed to reveal documentation of

_cara provided during the day shift on 9/22119, :

i Raview of September 2019 nursas notes [ailed to!
reveal any notes dated 8/22/19,

The daily staffing form for the unit Resident #112 |
resided on documented the following for Sunday
8/22/13 during the day shilt: '
“Thres nurses were scheduled.
- -Six CNAs were scheduled; however, one CNA
_was in the hospital, one CNAwas late and one
- CNA was no call- no show (did not come lo work}

' Review of Seplember 2019 assignment sheeis

. for the unit Resident #112 resided on falled to !

: reveal an assignment sheet for the day shifton | :
| 9/22/19. :

i

. On 10/2/19 at 1:50 p.m,, an interview was ;

; conducted with OSM (oiher staff member) #2 (the '
staffing coordinator). OSM #2 was asked the :
facility process for ensuring enough nursing staif
to cars for residents. OSM #2 sialed she reviews !
the census (amouni of residents) on each unit
then utilizes mulliple tools including a per patient
ratio guide and the stalfing form to determine how !

. many nurses and how many CNAs to stalf on '
each unit, OSM #2 was asked what should be
done if scheduled nursing staft do not show up for:
work. OSM #2 stated, “it could go different ways. .
Someone here may siay ar semeone coma in.
Somelirnas if a CNA calls off, we still have
enough because 1 have a couple mors than reaily -
needed. it depends on the numbers {census) for .
the day. We are also t.xsmg agency to fill.* OSM
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! §2 confirmed the 9/22/19 resident census for |
' Resident #112's unil on 9/22/19 was 64. OSM #2 |
. was made aware thal according {o the 9/22/19

* daily staffing form for the day shift an Resident
" #112's unit documanted only three CNAs were ¢
 present and one other GNA arrived late. OSM #2 !
. stated a CNA from another unit could have been |
pulled to work on Resident #112's unit. OSM #2 !
‘ stated the daily staifing form does not always :
: reflect changes and who aclually worked and :
* which unit, especially on weekends and nights.

' On 10/2/19 at 2:18 p.m., a telephone interview
“was conducted with LPN (licensed practical
: nurse) #2, an agency nurse who worked on
 Resident #112's unit during the day shift on
' 9/22/19. LPN #2 stated staffing was definitely an
 issue on the unit where Resident #112 resided.
| LPN #2 was asked if Resident #112's family :
i voiced any concems on 9/22/19. LPN #2 stated,
“Yes. She {Resident #112) wanted to get up. Her:
| original aide had left to go pick up his daughter ‘
- and never came back. Her family wanted herto
- get out of bed. She was still in bad at 1:30 (p.m.}
or 2:00 (p.m.). | have worked other days since, |
and she has been up. | don't know if it was a bad |
_ day because of stalfing. We started with three
aides and he {a CNA) ieft at 8:30 (a.m.) or 9:00
{a.m.). We told the managers on call {not able to
recall names). He {the CNA) never returned and
management did not send any other CNAs.” LPN
42 staled someone {rom managernent did assist
Besident #112 out of bed alter the family member
complained. 1PN #2 stated it was lough lo :
' pravide good care when the lacility is "short
staffed.” LPN #2 stated al times, residents would ;
 stay in bed because it Is almost impossible for
- fwo people to assist 62 or 63 residents oul of bed.
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On 10/219 at 4:28 p.m., an interview was

conducted with ASM (administrative staff

ragmber} #2 (the direclor of nursing) {who was

- an-call but not present in the facility on 9/22/19).

ASM #2 was asked if she had received any

* complaints from Resident #112's family. ASM #2
stated she had a conversation with the resident's | ;
lamily member a weak or two ago because the

: family member had soma Issues with staffing. ;

: ASM #2 was asked to elaborate. ASM #2 stated |

, the family member believed the facifity was short |

I staffed. ASM #2 stated thas lamily member

" reporied she came in {ate on a Saturday
afternoon, Rasident #112 was in bed and it
appeared no care had been rendered to her.

i ASM #2 siated the facllity was staffed with
agency staif on that day and Resident #112 toid

: the staff she did not wani to get out of bed.

. When asked to confirm that this oceurred on
Salurday, ASM #2 staied she couid nol

_remermber what day it was, ASM #2 slaled the

: lamily member was concerned aboul agency staif |
caring for residenls stating they did not know how

: to care for the residents bu she (ASM #2)

: assured the family member that agency staff are |
provided orientation and given reporis regarding

_rasident care informalion. ASM #2 stated she

. and the family member discussed the industry

- and how it was a problam to get staff to work in

i this enwvironmant. ABM #2 stated she was in the
pracass of developing “cheat sheets” with
resident care informalion. ASM #2 stated ,
Hesident #112's family member seemed pleased

. at the end of the conversation. ASM #2 was

- asked how many CNAs should be staffed to mest .

- residents’ needs during the day shift on Resident

- #112's unit if the census is 84. ASM #2 stated

 there should be five CNAs and a CNA to provide
baths/showers, ASM #2 was asked if it was
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possible for iwo or three CNAs to meet the carg
- naeds for 64 residents. ASM #2 stated, "it's
[ difficuft. Indeed. I's difficull, We don't like that
 to happen. We like the nurses io help out to get it:
done. It other situations, we do it together.” :

On 10/3/18 at 7:50 a.m,, an interview was
conducted with LPN #3 (the manager on duty,
present in the facility on 9/22/19). LPN #3 stated :
she is present in the facility for four hours when
she is manager on duty and thought she was in

- the: faciiity during the morning on 9/22/19. LPN

. #3 was asked if any staffing concerns wera
reported 1o her regarding Resident #112's unit on
9/22/19. LPN #3 staled, "Not that 'm aware of."
LPN #3 was asked how many stalf was present
an the unit during the day shift on 9/22/19, LPN
#3 stated, " would have o go look. | want to say -
that it was okay.” LPN #3 was asked if any ,

. concerns reqarding, Restdent #112 were raported :
to her by staff or family on 9/22/18 and stated,
HNB.N

On 10/3/192 at 7:58 a.m., LPN #3 retumed and

- stated she remembered more information, LPN

~ #3 stated Resident #112's unit siarled off, "ckay"
with staff during the day shift on 7/22/19 but ona
of tha CNAs had to leave 10 be with his daughter. -
LPN #3 stated when she went over to the unit, the
CNA was gone and Resident #112's family
member was upset because Resident #112 was
not out of bed. LPN #3 stated she thought the
resident had previously refused to gei out of bed
but she offered again, and she and ancther nurse :
assistad the resident out of bed. LPN #3 stated
the family member was very upset and wanted lo

talk to someone in charge so she provided ASM

_ #3's phona number, LPN #3 was askad what
tima this ocourred, LPN #3 stated she did not

F 725
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- remember the exact time, Whan asked il this

. osgurred after lunch, 1.PN #3 stated it did. LPN

* #3 stated the CNA who left {CNA #1} did return,
PN #3 was asked if arrangements wera made to
cover the unit and care for residents when CNA |
#1 left. LPN #3 stated, "Well they ali just pilch in.”:
LPN #3 stated someone called CNA #1 toses it
he was going to return then she got a message

" that he was on his way back. LPN #3 could nat

: slate whan CNA #1 returned but stated it was

. before the end of the day shift. When asked what:

 lime CNA #1 left, LPN #3 stated, *1 have no idea.” :

. LPN #3 stated there was 2lso a supervisorin the

. facllity that day and she made that person aware .

: of the situation before she {LPN #3) leit the

facility. LPN #3 apologized multiple times

, because she did not remember this information

- during the previous interview on 10/3/19 at 7:58

;am,

; NOTE: Thera was no documaentation in Resident |

" #112's clinical record to evidence the resident

- refused {o get out of bed on 9/22/19.
Furthermore, interviews with a nurse and a CNA
who worked on Resident #112's unit on 9/22/19
failed to reveal reports that Resident #112

- refused to get out of bed,

On 10/3/19 at 9:18 a.m., a telsphone interview
was conducted with CNA #1 (the CNA who left

“ the facility during the day shift on 9/22/19), CNA -
#1 stated he reported o work on 9/22/19 but left
because he had to get his kids. CNA #1 was
asked what time he lefl the facility. CNA#
stated he laft \wo hours after his arrival

: {approximalaly 9:00 a.m.} and returned at 2:00

. p.m. When askad who he made aware that he

" needed to leave, CNA #1 siated he told the

- agency nurse and another CNA. CNA i1 was

F725:
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; asked if the facility staff did anything to provide

. resident carg coveraga since he had 1o leave.

CNA #1 stated, "We were three CNAs then want .
down to two. They did the best they could to care |
for people and | finished up when | returned. Two |
: CNAs- they cannot get 65 people up and cared
or." CNA #1 stated fack of CNA coverage on the |
waekends s nothing new, CNA #1 sometimes
 thara are four CNAs but usually thare are only
thrae CNAs and sometimes only one or lwo.
: CNA #1 slated, "It's just bad.” When asked if the

i lack of CNAs aflectad resident care, CNA #1

. slated, "Oh yeah. Very much, That's why ] got

: another job." CNA #1 stated it is aven difficull

t when faur CNAs are responsible for 84 residents’ |
. care because each CNA Is assigned 16 residents. |
L CNA #1 sialed each resident typicaliy needs ona -
. hour of care and CNAs have {o assist residents |
; out of bed with Hoyer {mechanical) lifls, prov:de :
. showers and assist with meals in between caring
 for each resident. CNA #1 stated, "How are you

| going to get all those peaple done in that short

: period of time. By the time lunch comes, you

" dor't have lime to get everyone done, s nat

' good far staff or residents.” When asked to

. clarily what he meant by getling residenis done,

. CNA #1 stated getting all am care provided and

. rasidents out of bed,

On 10/3/19 a8 11:04 5.m., an altempt ta contact
. the supervisor LPN #3 relerred o was mada.
- The supervisor was nol available.

: Multiple attempt!s lo contact other nursing staff
members listed on the schedule ior Resident

 #112's unit during the day shift on 9/22/19 were

" made during the survey. The slall members

" were not available.
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Qn 10/3/19 at 10:37 a.m., ASM (administrative
i staff member) #1 (the administrator) and ASM #3
: (the corporate qualily nurse) were made aware of :
‘i the above concem. :
| On 10/3/19 at 2:50 p.m., ASM #1 presented time | '
j clock sheets for the stall documented on the dalily : K
- staffing form as working on Resident #112's unit |
' during the day shift on 9/22/19. ASM #1 was bl
' made aware QOSM #1 had stated during an ;
"interview that tha daily staffing forms do not
i always reflect who actually worked on the unit,
ASM #1 was matle was aware thatanurseand a ; .-
CNA who warked on Resident #112's unit during ¢ _
the day shift confirmed thers ware only two CNAs | _ :
on the unit for most of the shift. ASM#1was | ‘ i
mada awara thal altempts were made to contact ! ; ;
the other staff documentad on the daily staffing : .
- form for that unit on that day. ASM #1 was made !
aware this survayor was willing lo speak with i i
_those staf! if he could reach tham. - | ' ;

_On 10/3/19 at 4:12 p.m., ASM #3 stated the
' facility did not have a policy regarding stalfing.

. On 10/3/19 at 4:47 p.m., ASM #1 stated he had
na further information regarding the 8/22/19
nursing staff concern.

No further information was presenied prior to exit. |

COMPLAINT DEFICIENGCY )

F 727 RN 8 Hrs/7 days/WK, Full Time DON F 727,
s8=F CFR(g): 483.35(b)(1}-(3) | ;

*
F 727 RN 8 HOURS/7 DAYS; FULL TIME DON

1} _ No correction for RN hours can be made for September
2019,

Potentially all residents could be adversely affected by

|

§483.35(b) Registered nurse .
§483.35(b)(1) Except when waived under : 2)
paragraph {e) or (f) of this section, the facility
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F727. . Continued From page 114 : F727! gaps in RN scheduling.
i must use the services of a registered nurse for at ! ' 3)  A) Schedules for Part time and Per Diem RNs, as well
 least B consecutive hours a day, 7 days a week, as RN Supervisors, have been adjusted to ensure
‘ compliance with RN coverage requirements.
- §483,35(b)(2) Except when waived under _ B} The facility has a plan in place to meet staffing
- paragragh (e) or {f) of this section, the facility ' requirements thraugh recruitment of new staff,
. must designata a registered nurse to serve as the | I increasing the work hours of current staff and utilizing
‘ director of nursing on a full ima basis, agency staff as needed.
i i C} The DON or designee will review staffing schedules
§433 35(b)(3) The diractor of nursing may serve ,, ' daily; any gaps in AN coverage will be reported to the
' as a charge nurse only when the facilty has an Administrator.
average dally occupancy of 60 or fewer residents. 4}  CompHance with RN coverage requirements will be
: This REQUIREMENT [s not met as evidenced reviewed during the monthly Quality Assurance and
by: Performance Improvement Committee.
- Based on slafl interview and facility document 5)  Compliance Date: 11/01/2013
. raview, it was determined that the facility stati :
; failed to RN [registerad nurse)] coverage fora ' i
' 24-hour period fram 09/01/19 through 09/301 9. ' :
The findings include: .
On 10/031/118 at approximately 9:00 a.m., & i i !
; review of tha facifily "As worked schedule® dated |
: 09/01/19 through 08/30/19 was conducted by this |
“survayor. The review ravealed that on 09/07/19,
' 09/08/19, 09/14/19, 08/15/19, 09/22/18, 09/28H19 !
and 09/19/19, saven, out of thirty days, the facility |
tailed to malntain registered nurse coverage for i
each 24-hour peried. :
- On 10/03M19 at 10:10 a.m., an interview was '
- conducled with ASM [administrative stalf P ;
member] # 2, director of nursing and ASM #3, | R
corporate quality assurance, nurse consultant. !
_ Alter reviewing the facifity "As worked schedule®
dated 09/01/13 through 09/30/19. ASM#2and #
* 3 condirmed that thare was no registered nurse
“coverage for the 24-hour periods on above dates, -
" ASM # 2, stated, “We have had a vacancy and
we hava been recruiting. Going forward wiil have
FORM CMS-2567(02-59) Pravious Versiona Obsolate Evant iD:28XP11 Facility 10: VA0D34 It continuation sheet Page 115 of 143
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F 727 i Cominued From page 115 F 727! Q
can AN [registered nurse] supervisor from 7:00 . :
| &m. to 7:00 p.m. on Saturdays and Sundays." ' :
| When asked why it was important i0 have an AN :
on duty in a 24-hour period ASM # 2 stated, "For i ‘
clinical oversight and supervising of the staft.” ! i !
1
' On 10/04/19 at approximately 4:30 p.m., ASM ‘_ §
. [administrative stafi member] #1, the ! ;
- administrator was made aware of the findings.  # ‘
| :
' No further information was provided prior to axil. | i
F 720 ' Nurse Aide Peform Review-12 hriyr in-Service F 730"

F 730 CNA PEREORMANCE REVIEW — 12 HOUR INSERVICE

§483.35(d)(7) Regular in-service education. 1} CNA #4’s surveyed in-service record was from 2018
- The facility must complete a performance raview : ! and cannot be corrected. CNA #5's surveyed in-service
. of every nusse aide at feast anca every 12 i record was from 2017 and cannot be corrected. CNA
months, and must provide regular in-service ' #4 and CNA #5 wili racelve education on 12-hour in-
 education based on the cutcome of these : service requirement. .
reviews. In-service tralning must comply with the ! 2)  Currently employed CNAs are at risk for not meeting
requirgments of §483.95(g). . 12-hour yearly in-service requirements.
' This REQUIREMENT is not met as evidenced ! 3} A) The facility provides computer carrels for CNAs to
by ¢ comgplete their 12- hour training requirement.

Based on stalf interview and employee record ; B) RELIAS Learning Modules are assigned to each CNA
raview it was determined that the facility staff annually. These modules meet the 12-hour yearly
fafled to ensure that two of ten CNA (certified : requirement.
nursing assistant) records reviewed received the : C} The DON or designee will review compliance reports

, required 12 hours of annual training's, CNA # 4, * related to completion of assigned RELIAS Learning
"and #5. Modules monthiy. :
. ; 4)  The DON will provide a report on compliance with the
The findings include: 12-hour in-service requirement quarterly, identified
, , non-compliance will be addressed with CNA coaching
On 10/03/19 at 8:15 a.m. a review of the tacility's and counseling.

CNA {certified nursing assistant] annual training 5}  Compliance Date: 11/01/2019
was conducted. Review of ten CNA training

 transcripts revealed iwo of ten CNAs selected for

raview did not meet the required 12-hours of
annual training.
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F 730 | Continued From page 116 F 730|

' Raview of CNA # 4's training transcript

' documented a hirs dale of 12/11/2012. Further _

review of the training transcript dated 03/09/18 ¢ f
through 04/10/18 documented, "Total Hours: ' :

. 7.00." !

. Review of CNA # 5's training transcript

' documented a hire date of 11/21/2017. Furdher

| review of the training transcript dated 11/24117

: through 05/11/18 documented, “Total Hours:
8.00."

On 10/0319 at 10:00 a.m., an inlerview was
canducted with ASM [administrative stalt
- member] # 2, director of nursing and ASM # 3,
! corporate qualily assurance, nurse consuitant
regarding the CNA's annual training. ASM #3
* stated, *Thay [CNAs] should have a minimum of
. 12-hours of annual training." When asked who
. was rasponsible for coordinating the training and -
. ensuring the CNAg meet the minimum 12-hours
. annually, ASM # 3 stated, “Currently wa dont .
‘ have a staff development person but we have '
- someone from corporate who is currently
: ovarseeaing iL*

" On 10/D4/19 at approximately 4:30 p.m., ASM
 [administrative staff membar] #1, the
. administrator was made aware of the findings.

- No further informalion was provided prior to exit. :
F 758 | Frae from Unnec Psychotrapic Mads/PRN Use F 758:
ss=0 | CFR{s): 483.45(c)(3}{e)(1)-(5) :
, See Neat ’P&SQ,
- §483.45(8) Psychotrapic Drugs. :
§483.45(c)(3) A psychotropic drug is any drug that
affects brain activities associaled with mental
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Based ona comprehensive assessment of a
resident, the facilily musl ensura ihat---

 §483.45(e)(1) Residents who have not used

. psychatrapic drugs are not given {hese drugs

t unless the medication is necessary to treat a

! spacific condition as diagnosed and documented
‘ in the clinical record;

R S

E §483.45(e)(2) flesidents who use psychotropic
 drugs receive gradual dose reductions, and

: behavioral intervantions, uniess clinigally

i contraindicated, in an alfort to discontinue thase
- drugs}

o e R A T T

: §483.45(¢)(3) Residents do not raceive :
- psychotropic drugs pursuyantioa PRN order ]
 unless that medication i necassary lotreata |
, diagnosed specific conditian that is documented |
i in the ciinical record, and k
' §483.45(e)(4) PRN orders lor psychatrapic drugs |
ass limited to 14 days. Except as provided in -
. §483.45(e)(5), il the attending physician or
i prescribing practitioner believes thal itis
* appropriate for ihe PRN order to be extended
beyond 14 days, he of sha should document their 1
' rationale in the resident's medical record and -
indicate the duration for ihe PR order.

i

the medication due to its mechanism of blocking
dopamine and serptonin receptors, having the effect
of calming the mind. pocumentation indicates
Seroquel has been effective In reducing anxiety
symptoms in resident #73, Will discuss with resident #
7%'s physician the possibiiity of attempting gradual
dose reduction since maod has been stable.

2} Residents taking sSeroquel have the potential for
unnecessary use of the medication, Consultant
pharmacist has completed an audit of residents
recelving Seroguei 10 determine the presence of
acceptatle diagnosis. *

3}  A}Monthly pharmacy review for potential unnecessary
Seroguel use.

B} For residents who ara recelving seroquel for anxiety,
request physicians to document rationale for its
selection over cther anxiclytics.

C) Gradual dose reduction of residents recelving as
determined appropriate by ordering physician.

4) Psychoactive medication use is tracked monthly
through the Quality Assurance and Performance
Improvement Committee. The consuitant pharmacist
will report “off label” use or unnecessary use of

, seroquel to the commitiee quarterly.

5} Campliance Date: 11/01/201%

4w | SUMMARY STATEMENT OF DEFICIENCIES o SROVIDEA'S FLAN OF CORRECTION i )
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL ‘l PREFIX | {EAGH CORRECTIVE ACTION SHOULDBE LETION
TAG AEGULATORY ORI LSC IGENTIFYING INFORMATICN) e | CROSS-REFERENCED TO THE APPAOPRIATE | DATE
| z DEFIGENGY) ;
3 L 1
i ) ;i i
F 758/ Continued From page 117 | F758
| pracesses and pehavior. These drugs Includa, | i
i tut are not limited 1o, drugs Inihe following i | F758FREE FROM UNNECESSARY MEDICATIONS
{ categories: i t
| (i) Anti-psychatic; ! l 1) Resident #73 has been taking a very fow dose of
1 {if) Anti-deprassant, l | seroguel for anxiety disorder since admisston to facility
i (i) Anti-anxety; and | 1 Aprit 2018, According to consultant pharmacist,
i,; (iv) Hypnotlc ‘ g Seroquel for anxiety Is an accepted “off label” use of

FORM CMS-2587{02-99) Pravicus Varsions Obsofole Event 1D:28XP1

Facility iD. VAQU34

1§ continuation sheat Page 118al



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

PRINTED: 10/15/20
FORM APPROVE

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

495272

{X2) MULTIPLE CONSTRUGTION
A BUILDING

B.WING

OMB NO. 0938.03¢

(X33 DATE SURVEY
COMPLETED

c
10/03/2019

NAME OF PROVIDER OR SUPPLIER

LEXINGTON COURT REHABILITATION & HEALTH CARE CTR

STREET ADURESS, CITY, STATE, ZIF CODE
1776 CAMBRIDGE DRIvE
RICHMOND, VA 23238

X410
PREFI, !
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST B2 PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

10

PREFIX
TAG

PROVIDER S PLAN OF CORRBECTION : X%}
{EACH CORRECTIVE ACTION SHOULD BE  COMPLETION
CROSS-REFERENGED TO THE APPROPRIATE DaTE
DEFICIENCY)

¥

F 758 | Continued From page 118

- §483.45(e)(5) PAN orders lor anli-psychotic
- drugs are limited to 14 days and cannat be
- fenewed uniess the altending physician or

‘ the appropriateness of that medication,

* This REQUIREMENT is not met as evidenced
by

. residents in the survey sample was free of
, Unnecessary medication, Resident #73.

 Resident #73 was prescribed an antipsychotic
approved use for the medication. The clinical
 record did not reflect the presence of any

- epproved diagnoses or any documented
behaviors for the use of this medication,

: The findings include:
to treat the sympioms of schizephrania; used

" bipolar disorder; used along with other
. medications to treat depression. Seroquet

- take antipsychotics such as Seroquel have an
. increased risk of death during treatment. The
¢ Food and Drug Administration (FDA) do not

 problems in older adults with dementia,

_Resident #73 was admitted to Ihe facility on

Based on stafl interview, clinical record review,
i and facility document review, it was determined
" that the facility staff failed to ensure that one of 63

* prescribing practitioner evaluates the resident for

|

i

. medication, Seroqual, for anxiety, which is not an |

 Seroquel (1) is an antipsychotic medication used

- alone or with other medications 1o treat or prevent
. episodes of mania or depression in patients with

v

_information also Includes the following: Important +
: warning for older aduits with dementia: Studies
“have shown that older adults with dementia wha

" approve Seraquel for the treatment of bshaviorai

F 758
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PRINTED: 10/15/2019

_ieg wound, chronic obstructive pulmonary
_disease, diabetes, dysphagia, giant cell artaritis,
- dementia, anxiety disorder, degenerative disease

_significant change MDS (Minimum Data Sat) with
-an ARD (Assessment Reference Date) of 8/1/19
- coded the resident as moderalely impaired in

was coded as requiring extensive care for all

_incontinent of bowel and bladder,

" daily for “olher specified anxisty disorders.”

" {or September 2019 reveslad documentation

. evidance thal the resident had any of the

“ resident having any signs/symptoms requiring

. behaviors other than occasional rejusal of

4727118 with the diagnoses of but not limited to

of the nervous system, atrial fibrillation,
cangestive heart failure, stenosis of the larynx,
trach stoma malfunction, abnormal weight loss,
and congenital maliormations of the heart. The

ability to make dally life decisions. The resident
areas of aclivities of daily living and was

A raview of the clinical record ravealed the
physician's order; dated 1/13/19, for Seroquel, 25
mg {milligrams) tablet, take 2.5 mg (half lablat)
A review of the Medication Administration Record

gvidencing that this medication was being
administerad as ordered.

Review of the clinical record failed lo reveal any

appraved diagnoses justifylng the use of
Seroquel, or any documentad aevidence of the

this medication. {Note in the medication
description above, that anxiety disarders was not
jdentified as an approved use of this madication.)

Furthar review of the nurse's notes and clinical
record from January 2019 through the survey
revealad no evidenca of the resident exhibiting
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personal care needs. There was no evidence of
! the resident exhibiting psychollc or defusional i
 behaviors, or aggressive behaviors lowards ;
| others. Refusal of personal care was the
resident’s choice and right and did not warrant the
. use of an antipsychotic medication. :

i

H
A review of the comprehensive care plan

. revealed one dated 5/ 5/18 for the use of .

 psycholropic drugs, which documented, "Res. i

" {resident) is at risk for passible complications dA ;

- {due to) res. receiving antidepressant & (and) ;

- antipsycholic during lookback. Hes. has dx
{diagnoses) of Other specified depressive

. episodes & Other specilied anxiely disorders.”

" The care plan contained three interventions.
These interventions were "Administer medication
as ardered® dated 5/15/18, "Assessfrecord :

 effectiveness of drug treatment. Observe for and
report skans of sedation, hypotension, or
anticholinergic symptoms® dated 5/15/18, and
"Bharmacist review of record to recommend

' gradual dose reduction to the physician® dated

i 5518,

" The cara plan also included one for Behaviaral

' Symptoms dated §/9/18 which documented,
“Residant refuses at times to permit wound tx
(treatment), adi {activities of daily living) care,

* wear his palm protector and gauze between right
fingers and palm 1l {related/to) personal choice.
He also may curse at staft, reluses {reatments

_and care via {wound care physician sarvices) _
wound dactor at times.” This care plan contained °
3 intarventions which were "educalion given on
the importance of accepling care and treatment

_changes * daled 2/2519, "Cue/redirect, as
readad" dated 5/9/18, and *"May need 1o leave

-and re-approach at a later time to caomply with
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care" dated 5/9/18.

The care plan ravealed no evidence that the :
resident exhibited behaviors or diagnoses )
warranting the use af an antipsycholic 5
medication.

On 10/03/19 at 11:17 AM, in an interview with
LPN #4 (Licensed Practical Nurse), she slated,
"Saroquel is an antipsychatic and given for
behaviors related to psychosis, He has not
shawn any evidence of it as long as | have been
working with him, which has been for about a
year. Physicians at PACE (Program of
All-inclusive Care tar the Eiderly} prescribe it
{Seroquel). We get the orders from PACE. Thay
fax us an update in medication or treatment
orders. We only document if he has behaviors.
He does not have much behavior. Ha is pretty
well controlled. Every now and then, he might
resist care. Anxiety is not a diagnosis for
Seraguel.”

On 10/3/18 at 4116 PM, in an inlerview with ASM
#2 (Administrative Staff Member, the Director of
Nursing), she stated, "Seroquel is an
antipsychotic used to help with behaviors. It
should not be used for anxiety. Since | started
here, § have heen trying o get on top of these
things coming from PACE. It has taken a lot of
work 1o get them (PACE) fo communicate with
ma and work with me on these things.”

A review of the facility policy, "Unnecessary Use
of Antipsychotic/Psychotropic Medicalions
System” documanted,

On 10/3/19 at 5:15 PM, ASM i1 and #2
{Administrative Stalf Member - the Administrator

F 758!
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- applicable.
+ §483.45(h) Storage of Drugs and Biologicals

| §483.45(n){1) In accordance with Staté and
' Fedaral laws, the facility mus! store all drugs and

_termperatura contrals, and parmil only authorized
- personnet to hava access to the keys.

+ §483.45(h}(2) The facility must provide separately

. locked, permanenlly affixed compartments for
storage of controlled drugs listed in Schedule i of

_the Comprehensive Drug Abusa Prevention and

- GControt Act of 1976 and uther drugs subject (o
abuse, sxcept when the {acility uses single unit

" package drug distribution sysiems in which the

he readily detected.
This REQUIREMENT is not met as evidenced
by:

Based on observalion, stalf interview and facility

* tiologicals in locked compartments under propar -

+

5)

quantity stored is minimal and a missing dose can
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F 758 | Continued From page 122 F 758
" and Director of Nursing, respectively) wera made
- aware of tha findings. No further information was !
provided by the end of the survey. :
(1) Intormation obtained from
: hitps://mediinepius.gov/druginfo/meds/a698018.h
tml _ !
F 761 ; Label/Stora Drugs and Biologicals . F781
5g8=0: CFR(s}): 483.45(gih)}{1}12} F 761 LABEL AND STORE BIOLOGICALS
§483.45(g) Labeling of Drugs and Blologicals 1)  The expired vial of Novolog insulin was discarded per
Drugs and biologicals used in the facilily must be facility policy.
tabalad in accordance with currently accepted 2)  Resldents with orders for insulin have the potentiai to
professional principles, and include the , be affected by this practice as insulin vials have the
: appropriata accessory and caulionary 2 potential to be stored improperly.
-instructions, and the expiration date when 3}

A) Uicensed Nurses have been edutated on proper
labelling and storage of insulin vials. '

8} Unit Managers will weekly inspect medication carts
for expired medication.

C) A report of weekly medication cart inspection will
be submitted to the DON.

DON will provide a report of medicatfon cart inspection
rasuits to the Quality Assurance and Performance
Improvement Committee monthly.

Compliance Date: 13/01/2019
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: document review, it was determined that the :

* facility stalf failed to store medication per i : :

| manufacturer's inslructions for one of five f :

' observad medication carts, a medication carton
the Grove unit. One expired vial of Novaleg (1}

- insulin with an open date of 7/9/19 was observed

' in @ medication can on tha Grove unil. According :

 to the manufacturer's instructions, the insulin ;

: should be discarded 28 days after openingthe | ; -
vial, : :

The findings include:

On 10/2/19 at 1:30 p.m., observation of a :
medication cart on the Grove unit was conductad.
A vial of opened Novoleg insulin was observed |
iabelad wilh an open date of 7/6/19. Ancther :
jabel on the viat documented to discard the vial

: 28 days alter opening. At this time, an interview

- was conducted with LPN {ficensed praciical

"nurse) #1. LPN #1 was asked how long Novolog

* Insulin should be kept in the madication carl after
baeing opened. LPN #1 stated Novolog should be
kept in the cart for oniy 28 days aiter being
opened. LPN #1 confirmed the vial of Novolog
was opened in July 2019 and was older than 28

- days. LPN #1 stated she would discard the vial.

- The Novolog manulacturer's instructions

" documented, "Throw away open vials and pens
28 days after first use, even if thera is insulin left
inside.” This information was oblained from the
website:
hitps://www.rapidactinginsulin.com/novolog/using--
novolag/storage-and-handling.html '

On 10/3/19 al 10:37 a.m., ASM (administrative
staff member) #1 {the administrator) and ASM #3 -
- (the carporate qualily nurse} wera made awara of -

EORM GMS-2567(02:09) Pravious Versions Obsolete Event iD:2BXP 11 Facility ID: VAOD34 if continuation shaet Paga 124 of 14!




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 10/115/2019

SS=E, CFH{S)' 483.60(){1)(2) i

5483 B0(i} Food safety requirements.

s Tha facllily must -

! §483.60(i}{1) ~ Procure food from sources
- approved or considered salisfactary by fedaral,
state or local authorities.

. {i) This may includa food itams obtained directly
from local producers, subject to applicable State
and local laws or ragulations,
{ii} This provision does not prohibil or pravent
{acilties from using produce grown in facility
gardens, subject to compfianca with applicable

" safa growing and feod-handting practices.

{ii) This provision does not prechyde residents
{from consuming foads not procured by the lacutaly

§483 80(!)(2) Slore, prepare, distributa and
. serve food in accordance with professional
standards for food service safely.

This REQUIREMENT s not met as evidenced
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F 761 ' Continued From page 124 S 761
 the above concern. !
t i
{ Tha facllity pharmacy policy titled, “INSULIN 1 !
| ADMINISTRATION" dacumented, "Insulinisa | { =
i high risk drug and warrants additional precautions ; ‘
; for the safe and elfective administration...8.
. Follow the manufacturars instruction for slorage
and expiration,.." :
¥ |
: No further information was presented prior to axit, | ; %
' {1) Novolog Is used to treat diabstes. This '
infarmation was abtained from the websile:
" hitps://mediineplus.gov/druginfo/meds/aBis01a.h | i
tent i
F 812 . Faod Procurement, Store/Prepare/Serve-Sanitary ©  F 812}

F 812 FOOD PROCURE/STORE/SERVE SANITARY

1) The bowls and cups were immediately cleaned, dried and
stored properly on 10/1/19. The food processor and mixer ware
immediately cleanad 10/1/19. The storage of the dry goods stoop
was corrected. The dietary director was re-educated on policies
to store eguipment in a sanitary manner. The fan was removed
from the dish room on 10/22/2019,

2) All residents have the potential to be affected by this practice,
A 100% audit of shelving units within the dietary area was
accomnplished with no similar Issuaes found.

3} A} The dietary department staff were educated on:

1. Storing cups and bowls in @ manner that prevents
wet nesting. A new shelving unit was ordered for
proper staring.

2, Policy for handling clean equipment and utensils,
and that clean equipment and utensils will be stored in
a clean location that protects them from
contamination and dust and free from food debrls.

3. Proper storage and placement of scoops.

Lontinued Newk Fage
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F 812

: food processor thal were ready for use, wera
- clean and fraa from food debris.

.3, The facility stail failed to maintain a 30-inch

. 4, The facility staif failed o ensure a {lour scoop
: was not stored inside the sugar bin.

" The findings includs:

Continued From page 125
by: .
Based on observation, staft interview, and facility -
document review it was determined facility staff
failad to store and prepare food in a sanilary
manner.

1. Tha facilily staff {afled to ensure cups and
vegetable bowls wers claan and nol wet nasting.

2. The facllity stail failed to ensure a mixer and

fan blowing on clean dishes and cups, located in
the clean dish area of the kilchen was clean and
free of grease and dusl.

Qn 10/01419 at approximately 2:25 p.m., an

. ahsarvation of tha facility's kilchen was conducted :

with OSM [other staff member] # 8, distary
manager with the following concarns:

4, The lacility staif falled to ensure cups and
vegetable bowls were clean and not wet nesting.

On 10/61/19 at approximataly 2:25 p.m., an :
ohservation ol the facilily's kitchen was conductad:
with OSM [other siaff member] # 8, dietary
manager. Observation of the drying rack located
in the dishwashing room revealed seven "Kendal
Cups" with handles stacked inside each other on
the top shelf of the drying rack. Further
observation of the cups ravealed they wera

F 812 8) The Director of Dietary, Registered Dieticlan and or
designee will perfarm Infection controi raunds twice a week fora
month In the kitchen, Then ence a month there after. All findings
will b2 immediately corrected.

4} Resuits of kitchen infection control rounds will be reported to
the Quality Assurance and Performance Improvement Committee
for review and recommendations monthiy.

5) Compilance Date: 11/01/2019
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F 812 Continued From page 126

_slacked wet resulling in wet nesting. When

shown the cups lo OSM # 8, he verbally

confirmed that the cups wera stacked wetand |
: immediately removed them from the drying rack, |
. Observation of the second shelf of the drying
. tevaaled 64 vegestable bowls stacked insidae each |
- other. When asked if the vegelabla bowls were |
- cleanad and ready for use, OSM # 8 stated yes, |
" Further observation of the vegatable bowls
- revealed eleven were wat nesting and sixiean
: were found with foad debris on the inside of the
“bowls. When shown the bowls OSM £ 8 he
. agreed the eleven bowls were stored wet nested |
- and sixteen of the bowls were not clean. f

2. The facility staf failed lo ensure a mixer and
. food processer that were ready for use, ware
. clean and free from food debris.

. Obsarvation of the food processor located in the

: facility's kitchen was conducted with OSM #8. |

- When asked if the food processor was cleanad |

- and ready for use OSM # 8 stated, "Yes." :

- Observation of the inside of the food processor
bowt ravealed walter in the botlom of the bowl,
After chserving the food processor bewl OSM # 8

- stated that it conlained approximately one lo two
tablespoons of water. OSM # 8 immediately

‘ removed the food processor bowl and sentitto

- the dishwasher to be cleaned. Cbservation of the
floor-standing mixer revealed it was covered with .
a plastic bag. When asked if the mixer was

- cleaned and ready for use, OSM # 8 stated yes.
Alter OSM # 8 removed, the plastic bag from the
mixer an obsetvation of the mixer revealed lood
debris splattered on the nack of mixer, on the
spindle, and on support bracket for the mixing
bowl. When asked il the mixer was clean QSM #
8 slated no.

Fa12
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1 3. The facilily staff failed to maintain a 30 inch
fan blowing on clean dishes and cups, jocated in
the clean dish area of the kitchen was clean and
frae of grease and dust. . : ;

- Obsarvation of {he dishwashing room in the :
' faciiity's s kitchen area revealed a 30-inch fan | ’ !
" mounted on the wall across from the dishwasher.
Observation of the fan revealed it was oscillating -
right to left and back again and blowing towarda |
stack of clean dinner plates and a drying rack '
' comaining clean bowls, cups and glasses. QsM

# 8 was asked to turn the fan off. Observation of

the fan's front and rear fan cages and the (an '

blades revealed dust. When fan cages and the
! fan blades were touched it left a greasy filmon .

this surveyors fingers. OSM # 8 was than asked .

to visually inspect and touch the fancagesand

the fan blades. OSM # 8 agreed that there was

dust on the fan parts and that the fan cages and

tan blades felt greasy.

4. The lacility staft failed to ensure a flour scoop
was not stored inside the sugar bin. .

Observation of the sugar storage bin focaled
under a food preparation table in the facifity's
kilchen revealed a scoop lying in the sugar.

When it was shown to OSM # 8, he stated that

the scoop should nat be lying in the sugar and ha -
immediately removed the scoop from the bin,

On 10/02119 at 4:22 p.m,, an interview was :
conducted with OSM # 8. When asked about the
cups and bowls wet nesting and the observation
of the bowls with food debris, OSM # 8 stated,
“They shauld be air dried before they are stored
and they shoutd be visually checked when they
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" come through the dish machine and spot
_checked 1o make sure they are clean.” When
: asked aboul the scoop lying in the sugar inside !
* the sugar bin OSM # 8 stated, “The scoop should |
 be stored in the holster above the pra :
 [preparation table] not inthe bin' Whenasked
- about the food processor OSM # 8 slated, "The
. parts should be left on the rack to alr dry belore
they are assembled.” When asked about the
Hoor mixar OSM # 8 stated, *It should be wiped
down properly and they {staff] shouid be visuaity
inspecting before it is coverad.”

\When asked aboul the process for cleaning the
fan OSM # 8 stated, "ltis cleaned by
maintenance monthly. We [kitchen staff] cleans it
wwice a week on Tuesdays & Fridays." When
- asiked why it would be imporiant 1o keep the fan
" clean OSM # 8 stated, "So we don't blow debris
and dust on the clean dishes.”

* The facility's policy "Cleaning Dishes. Manual

. Dishwashing* documented, "Policy: Dishes and
cookwara will be washed alfter each meat to
assure all dishes are clean and sanitary. 7. Allow

dishes to dry on racks. Do not dry with towels."

‘ The facility's policy "Cleaning Instructions: Food

. Preparalion Appliances" documentead, "Small
appliances (such as mixers and food processors)
will be cleaned and sanitized after each use.”
Under "Procedure’, it documented in part, "3.
Scrape solid food from the paris into the garbage
container, 4. Rinse the parts with warm water
and place in the dishwasher of sink. Clean,
sanitize and rinse following the guidelines for
aulomatic or hand washing, 5. Alr dry, 6. Clean
the outer surdace of the appliance with a ciean
clath that has been moistened with ho! soapy

FORM CMS-2557{02-95) Previous Versions Cbsclale Event 10:284P 1

o PROVIDEAS PLAN OF CORRECTION T
PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMFLETIoN
TAG CRO58-REEERENGED TO THE ARPROPRIATE DATE
DEFICIENGY)
F B12¢
Facilily 10 VAOY4  contiwation shest Page 129 of 142




DEPARTMENT OF HEALTH AND HUMAN SERVICES

FHINITW, 1WIiiau s

FOAMAPPROVED
__CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0331
STATEMENT OF DEFICIENCIES {f) PROVIDEF/SUPPLIER/CLIA [X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IGENTIFICATION NUMBER: A BULDNG ™. COMPLETED
Cc
495272 8 WING _— 10/03/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, 2IP CODE
1776 CAMBRIDGE DRIVE
(¥} AB E
LEXINGTON COURT REHABILITATION & H ALTH CARE CTH AICHMOND, VA 23238
Ay SUMMARY STATEMENT OF DEFICIENCIES Pom PROVIDER'S PLAN OF CORRECTION C
PREFIX i (EAGH DEFICIENGY MUST BE PRECEDED BY FULL i PREFX | (EACH CORRECTIVE ACTION SHOULD BE » | COMPLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) rooTae | CROSS-HEFEREHCED TO THE APPROPRIATE DATE
: ; DERIGIENGY) ;
| i ;
£ 812 Continued From page 129 . Fs1a

| water. Follow with a hot water rinse. Dono 5 : . :

| immerse bases of slectrical appiiance in water, 7. z ;

 Allow air dry, B. Reassembie the equipment.” | '

§ ! i :

' On 10/04/19 al approximately 4:30 pm., ASM | ? ;

{administrative staft member] #1, the | !

' adminisirator was made aware of the findings. ! : !

: 1 H
. ) . L !
“No further information was provided prior to exil. i
F 880 ; Infection Prevention & Control * F aau[
s5=E | CFR(s): 483.80(a)(1 H2)4) ) FS80 INFECTION CONTROL & PREVENTION
E ) 1)  A]Signage indicating Contact precautlons was placed
§483.80 Infection Control ‘ "
The facility must establish and maintain an b on the daar of resident #518's raom on 10/4/15.
infection prevention and cantrol program ; 8) The laundry room and dryer vent were Immediately
 designed to provide a safe, sanitary and ! cleaned of lint 10/02/2019. Clean laundry and linen

, comfortable environment and ta help prevent the was covered on 10/2/ 101: o
development and transmission of communicable - ' 2)  A)There are no other residents on isolation

- digeases and intactions. : precautions currently in facility.

! B} All residents have the Qotentiai to be adversely
§463.80(a) Infection prevention and control ; affected by this practice In the laundry room.

| program. ’ 3} A} The Infection Preventionist will ensure that ordered

: The facility must establish an iniaction’prevantion ‘ isolation precautions are set up properly with available

" and contral program {IPCP) that must include, at ' personal protective equipment and appropriate

- a minimum, the following elements: signage placed on resident's door.

8} Laundry Room staff will be educated on laundry
§483.80(a)(1) A system for praventing, identifying, room and dryer cleaning procedures and on

_ reporting, investigating, and controfling infections procedures for handling and covering clean linen for

* and communicable diseases for all residants, ; infection control.

* stalf, volunteers, visitors, and other individuals ) The Infection Preventionist will conduct weekly
providing services under a contractual rounds of the laundry room and isolation rooms to
arrangament based upon the facility assessment ; ensure Infection cantrol procedures are in piace.

_ conducted according to §483.70(e) and following , D} Maintenance Director or designee will perform
accepted national standards; ’ cleaning behind the dryers at least monthly or more

) frequently as Indicated,
§433_50(a)(2) Wrilten standards, policies, and 4}  Resuits of infection control raunds will be reported
procedures for the program, which must include, monthly to the facility Safety Committee.
but ara not limited to: 5} Compliance Date; 11/01/2019

FOHM CMS-2567102-89) Pravious Versions Chanlsts Event i0:28XP1 Facitity 1D: VAGOD4 1 continuation sheet Page 130 6| 1®



DEPARTMENT QF HEALTH AND HUMAN SERVICES

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SURPLIER/CLIA
AND PLAN OF GORREGTION IDENTIFICATION NUMBER:

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 10/15/2019
FOPRM APPROVED
OMB NG, 0938-0391

495272

{X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
A BULDING COMPLETED

o e o

NAME OF PROVIDEA OR SUPPLIER

LEXINGTON COURT REMABILITATION & HEALTH CARE CTR

B. WING . _ 10/03/2019
STRERT AUDRESS, CITY, STATE, ZIP CODE

1778 CAMBRIDGE DRIVE
RICHMOND, VA 23238

PREFIX
TAG

X4m|

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

D : PROVIDEA'S PLAN OF CORRECTION x5}
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-AEFERENGED TO THE APPROPRIATE | DATE
; DEFICIENGY} :

F 880

Continued From page 130

{i} A syslem of surveiliance designed 1o identify
possible cormmunicable diseases or

infactions belore they can spread io other

persons in the facilily;

{ii} When and to whom possible incidents of
communicable disease or infections should be
reporied;
{ii}) Standard and transmission-based precautions :
lo be followad to prevent spread of infections;

 (iv)When and how Isolation should be used fora |
_resident; including but not limited 1o
“{A) The type and duration of the isalation,

depending upon the infeclious agent or organism

‘involved, and
{B} Arequirement that the isolation should be the
least reskictive possible for the resident under the

circumsiances.

{v) The circurnstances under which the facility
must prohibit employeas with a commisnicable
disease or infected skin lesions from direct

- contact with residents or their food, if diract

" contact will transmit the diseass; and

- {vi)The hand hygiene procedures ta be foflowed
! by stalf invoived in direct resident contact.

§483.80{a}(4} A system for recording incidents
identified under the jacility's IPCP and the
correctiva actions taken by the facilily.

. §483.80{e)} Linens.
* Personnel must handle, $lore, process, and

transpor finens so as to prevent the spread of

- infection.

§483.80(f) Annual review.
 The facility will conduct an annual review of ils
- IPGP and update their program, as necessary.

This REQUIREMENT is not met ag evidenced
by:

F 880!
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Based on observation, stafl interview, facility

document review, and clinical record review, it

- was delermined that the facility sialf faifed to
ioflow infection cantro! procedures for one of 63
rasidents in the survey sample, Resident #518;

_and the facilily staif falled {o stors laundryina
sanitary manner. The facility staff failed to display
prominantly notice that Resident 8518wsason ¢
Isolation precautions on 10/1/19 and 10/2/18, and -
stalf failed to keep air vent iree of dust when
sltoring clean linens and maintain the fHioor behind
the clothes dryers frae of lint.

The findings include:
1. Resident 4518 was admitled to the facility on
- with diagnoses including, but not limited to;

- brain injury {brain not getting enough oxygen),
. COPD (chronic abstructive pulmonary disease)
: {1}, and coniraciures (2). On the most recent

: with an assessment referance date of §/11/19,

. Resident #518 was coded as being severely

- cognitively impaired for making daily decisions.
. She was coded as being compistely dependent
- on staff members for all activities of daily living.
: She was coded as having received antibiotics

- during the ook back period.

- On the folfowing dates and times, Resident #518

. was observed lying in her bed. Al each
observation, an isolation cart was positioned just

" outside Fesident #518's door: 101119 at 3:54

_pam., 10/2/19 at 8:57 aum., and 10/2/19 a1 12:05
p.m.

. A review of Resident #518's clinical recard

" 6/1118 and most recently readmitted on 92519

- history of cardlac arrest (heart stopping), anoxic

- MDS {minimum data set), a quarterly assessment |
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F 880 Continued From page 132

ravealed the following physician orders dated '
9/25/19: "Contact Precautions (4) for MDRO
{multi-diug resislant organism) (5).

F 880

| Areview of Resident #518's comprehensive care -
- plan dated 6/11/18 and updated 2/8/19 revealed,
“in pant, the following: *Resident will not exhibit
 signs of new infection.”

- On 10/3/19 at 10:35 a.m., CNA (certitied nursing
assistant) #3 was interviewed. When asked how
she is informed if a resident should be on

“ igolation, CNA #3 slated, "Usually we know from

- working with them before. Or the nurse will tell
us.”

* On 10/3/19 at 10:44 a.m., LPN (licensed practical :
_nurse) #8 was interviewead regarding tha process .
' to be followed when a resident is placed on
isolation. She staled that there must be a
physician's order, and that a cart with PPE ]
: {personal protection equipment) is placed outside !
- the resident's door, When asked how a visitor
knows that a resident is on isolation, LPN #8
staled, “Thera should be a sign posled on the :
door.” When asked why it is Imporiant for a visitor |
 fo know that a resident has been placed on :
“isolation, LPN #8 stated, "For their own salety. So:
_they don't go in the room and catch something." |
'LPN #8 accompanied the surveyor to Resident
#518's door. When asked if she saw a sign
indicating that Resident #518 was on isolation,
“LPN 48 stated, "No, | do not. Thete should be
ong,"

On 10/3/19 at 11:10 a.m., LPN #5, the unit
manager, was interviewed regarding the process
for documenting when a resident is placed on
isolation, LPN #5 stated, “There should be a
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F 880°
" doclor's order and we ray write a nurses’ note.”
. When asked how a visitor knows that a resident
 is on isolation, LPN #5 stated, “A visilor sees the
 cart outside. The cart is the giveaway.” When
- asked how a visitor with no medical knowledge
| would know what the isclation cart means, LPN
: #5 stated, “They should know what they are
' supposed to do by the cast being there.”

staft member) #1, the administrator, ASM #2, the
- diractor of nursing, and ASM #3, the corporate
quality nurse, were informed of these concerns.

. A review of the facility policy, "Infection Control -
- UUse of Isolation," revealed, in part, the foflowing:
" "Transmission-Based precaution (isolation)

: rooms are prepared 10 identify residents who

- require transmission-hased isolation and supply
' caregivers with the elemants required lo provide
- care, Rooms are prepared as follows:

| Pracautions and PPE requirements are posted

" for caregivers, stafl, visitors/families to utilize

" when enlering roam and praviding cara.”

' (1) COPD is "a general term for chranic,

Rothenberg and Chapman, page 124.

Continued From page 133

On 10/3/18 at 2:55 p.m., ASM {administrative

Na further information was provided prior ta exit,

nonrevarsibla lung disease that is usually a
combination of emphysema and chronic
bronchitis.” Barron's Dictionary of Medical Terms
for the Non-Medicat Reader, 5th edition,

(2) "A contraciura develops when the normally
siretchy (elastic} lissues are replaced by
nonstretchy (inelastic) fiber-like tissue. This tissue
rnakes il hard to streich the area and pravents

norrmal movement.” This information is 1aken

F 880!
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from the website
 hitps:/fmedlineplus.gov/ency/article/003185.him.

{3 A trachaostomy is asurgical procedura lo |

| create an opening through the neck into the
trachea (windpipe). A tube Is most often placed
through this opening to provide an airway and to

. remove secrations from the lungs. This lubs is

- calied a tracheostomy tube or trach tubs.” This
information is laken from the website

- hilps:#/medfineplus.gov/ency/article/0020855.hirn.

(4) "Contact Precautions are intended to prevent
transmission of infectious agents, including
epidemiologically important microorganisms,

. which are spread by direct or indirect conlact walh
the patient or the patient's

" gnvironmeant...Healthcare personnel caring tor
patients on Contact Pracautions wear a gown and -
gloves for all inleractions that may involve contact |

. with the palisnt or potentially contaminated areas ;

. inthe patient's environment. Donning PPE upon

- room entry and discarding before exiting the
patient room is done to contain pathogens,
especially those that have been implicated in

. transmission through environmental

_contamination.” This information is taken from the :

- wabsiie
hitps#www.cde.govinfectioncontrolfguidelinesfis |
olation/precautions.htmi. ?

4

{8) "For epidemiologic purposes, MDROs ars

. defined as microorganisms, predominantly

* bacteria, that are resistant to one or more classes |
of antimicrobial aganis. Although the names of
certain MOROs describe resistance to only one

. agent (2.9., MRSA, VRE}, these pathogens are
frequently resistant o mosi availabie

. antimicrobial agents." This intormation is taken
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: Continued From page 135

from the website
hitps:/iwww.cde.govinfectioncontrol/guidelines/m
dro/hackground.himl,
2, The facifly staif falled to keep air venl Ires of
dust when storing clean linens and maintain the
floor behind the clothes dryers iree of lint.

. On 01/03/19 at approximately 11:10 a.m., an
abservation of the facility's laundry room was
conducied, Obsarvation of the clean part of tha
lacility's laundry room revealed a thres tier
shelving rack approximately twenty-five fest long
and five-and-a-half feet tall on the laft side of tha
hall and a thres tier clean laundry cart on the right
side of the hall as you enter the door of the
"Clean Laundry” room, Further ocbservation of the
shelving revealed clean finens folded and stacked

_on the shelving uncoverad. Further observation of
the clean laundry car revealed folded clean linen
on all three tiers with the front of the cant
uncoverad. An observation of the geiling
approximately haif way down the clean laundry
haliway revealed a ceiling heating/cooling air

:vent. Further obsarvation of the vent revealed

cool alr blowing out of the vent toward the clean

* laundry cart and the open shelving and the vent

: balfles coated with gray lint/dust. Ohservation of

. the area behind the three commercial size clothes

" dryers, approximately nine feet long and
two-and-a-half-fest wide, revealed the hiack
Hooring covered with fint, The amount of Jint
covering the floor made the flooring appear gray
in color.

- On 10/03/19 at 1115 a.m., an interview was

conducted with OSM [other staff member] # 10,
laundry aide. When asked wha was responsible
for cleaning the ceiling venis and behind tha
clothes dryers, QSM # 10 stated, “it's

F 880
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. maintenance. We don't clean behind the dryers
- because the fire Marshall toid us we shouldn't

- because of the wiring and stulf behind there and
. that maintenance should do it.”

- On 01/03/19 at approximatsly 11:25 a.m., an ;
; Dbservation of the area behind tha clothas dryers
. and the ceiling vant and interview was conducted
- with OSM # 7, diractor of mainienance and OSM
_# 6, director of housekeeping and laundry. When |
-asked about cleaning behind the clothes dryers,
OSM # 7 stated his depariment should clean
" behind the dryers. OSM # 7 further stated, "It
shouid be cleaned behind the dryers monthly and
I've been here for a month-and-a-half and it !
hasn't been done.” When asked if the build-up of
lint could pose a potential hazard OSM # 7 stated |
‘yas. OSM # 7 was then asked la visually,
| inspecl, and wipe tha ceiling vent in the clean '
 laundry hallway. OSM # 7 oblained a ladder and
“accessed the ceiling vent. OSM # 7 agreed the
. vent was coated with vent/dust. When it was
- pointed out to OSM # 6 that the vent was dirty ,
and blowing on the clean linen OSM # 6 removed |
the finen from the cart to be rewashed and staled |
that the shelving should probably be covered o
keep the finen clean,

: On 10/04/19 at approximately 4:30 p.m., ASM
[administrative stalf member] #1, the
- adminisirator was made aware of the findings.

No further information was provided prior to exit,
F 883 influenza and Pneumococcal immunizations
58=E ; CFR{s): 483.80{d){1}{2)

- §483.80(d) Influenza and pneumocaceal
- immunizations

F 880§

F 883:

See Nexd (Pkgt
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| §483.80(d)(1) Influenza. The facility must deve!op !
: policies and procedures to ensura that-
; {i} Belore offering tha influenza immunization,

‘ each resident or the resident's representalive

; receives education regarding the henefits and

- potentlal side affects of the immunizalion;

! () Each rasident Is offered an influenza

immunization Oclober 1 through March 31

: annually, unlass tha immunization is medically

contraindicated or the resident has already been

; immunized during this time period;

: (it} Tha residenlt or the rasident's represantative

- has the apportunily to refuse immunizalion; and
{iv)The resident’s medical record Includes

" docurnentation that indicatas, al a minlmum, the
following:

- {A} That the resident or residenl's represeniative
was provided education regarding the benefits
and potential side eitacts of influenza

" immunizatian; and
{B) That the residant either recelved the influenza
Immunizalion or did not receive the influsnza ,
immunization due o medical contraindications or |
refusal. :

, §483.80{d}(2) Pneumococcal disease. The facility -

must develap policies and procedures to ensura

that-

(1) Befora offering the pneumococcal

* immunization, each resident or the resident's

- representative receives eduealion ragarding the

i henefits and potential side effects of the

" immunization;
{ii} Each resident is offered a pneumococeal
immunization, untess tha immunization is
medically contraindicated or the resident has
already been immunized;
(i) The resident or the resident’s representalive |

¢
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3

F883 INFLUENZA IMMUNIZATIONS

1)  The missing consent/ education for residents
identified during survey were for 2018-19 influenza
season, No corractive action can be taken
Potentlally all residents who recelve the Influenza
vaccine In facifity could be affected by this practice
A} The Influenza consent form has been revised to
require yearly consant.

B} Education and consent will be reviewed with
rasidents who are their own responsible party and
retalned in the resident medical record,

C) Far residents requiring consent by a responsible
representative, letters containing a consent form and
written education will be mailed to the last Known
address with the request they be completed and
returned to facility.

D) A resident log will be maintained for the 2015-2020
influenza season,

2)

3)

4} 10% random monthly audit of restdent records for
compliance with consent and education will be conducted for as
long as flu shots are administered. Results to be reported to the
Quality Assurance and Performance Improvement Committee,

5) Compliance Date: 10/11/2019
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has the opportunity to refuse immunization; and
i {iv)The resident's madical record includes
' documentation that indicates, at & minimum, the
: following:

' was provided education ragarding the benefits

' and potential side effects of pneumococcal

¢ immunization; and

- {B) That the resident aither received the
pneumococcal immunization or did not receive
the preumococcal immunization due to medical
contraindication or refusal,
This HEQUIREMENT is not met as evidanced
by:

Based on stalf interview and clinical record

- raview, it was tdelermined that the facility stalf

regarding the influenza vaccina for thrae of five

~# 45 and # 110. The facility staff failed to cbtain
consent and pravide education regarding the
2018 influenza vaccine for Resident # 150. Staft
failed 10 obtain consent regarding the 2018
influenza vaccine for Resident # 45 and stall
failed to obtain consent and provide education

#110.
The findings include:

1. The facility staff failed lo obtain consant and
provide education regarding the 2018 influenza
vaccine for Resident # 150,

Resident # 150 was admitted to ths facility on
08/21/18 with diagnoses that included but were
not limited 1o difficully swallowing, muscle
weakness and low lron.

" rasidents in the survey sample, Residents # 150, !

. (A} That the rasident or resident’s representativa

H

tailed to obtain consent and/or provide education

regarding the 2018 influenza vaccine for Resident |

F 883!
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' Resident # 150's most racent MDS {minimum

. data set}, a signilicant change assessment with

* an ARD (assessment reference date) of 09/04/19,;

' coded Resident # 150 as scoring a six on the :

 priet interview for mental status {BIMS) of a score !
of 0 - 18, six - being sevarely impaired of

_ cognition for making daily decisions.

" Areview of the Resident # 150's clinical record
- and EHR [electronic heaith record] failed lo
 evidence a consent and education tor the 2018
_Influenza vaccine,

On 10/02/19 at 4:45 p.m., an interview was
conducted with ASM [administrative stafl
_ membei] # 2, director of nursing. When askad to .
. describe tha process for obtaining consents and :
‘ providing education for the influenza vaceine, ,
 ASM # 2 stated, "We set aside a time 1o send out
 the consents and education to the residents
and/or the resident's rasponsible party. When we !
 get them back we start administering the
! vaccines one unit 2t a time.” When asked about
the missing education and consents, ASM # 2
staled, "This was done before | was here, | don't
. know what happened." ASM #2 conlirmed that
 Resident # 150 did not have a consent and
education for the 2018 influenza vaccine.

The facliity's policy Infection Control - Influsnza
immunization’ documented in part, "3, Facllity
stalf obiain consent for administration of the

- influenza vaceine from the resident or the
resident's representative. The completed
consent is evidence of education to the resident
or rasident representalive regarding the current

"year's vaccine and potential side effects. 4.

. Signed consent will be files inthe resident's

 clinicat racord. 5. Facility nursing stafl provide

F 883
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aducation 1o the resident and/or resident's

' representative regarding the benafits and

 polential side effects of tha immunization privs o
, offering the immunization. 7. Acopy of the :
' glucational malerials, as provided to the resident ,

and/or resident representativas will be maintained |

- on file in the offica of the Director of Nurging
. and/or in the office of the infection Praventionist |
{infection contral nurse.” !

' On 10/04/19 at approximately 4:30 p.m., ASM
‘[administrative stait member] #1, the .
. administrator was made aware of the tindings.

" No funther information was provided prior to exit.

2. The facility stalf failed to obtain consent
' ragarding ihe 2018 influenza vaccine for Resident !

#45.

 Resident # 45 was admitted 10 the facilily on

07/10/19 with diagnoses that included but were

_not fimited to high bioud pressure, high
- cholesterol and heart failure.

Resident # 45's most recent MDS (minimum data

' sel), a quartery assessment with an ARD
{assessment reference date) of 08/28H8, coded ¢
. Resident # 45 as scoringa four on the brief '

interview for mental status {BIMS) of a score of 0 .

. - 18, four - being severely impaired of cognition

{or making daily decisions.

A reviaw of tha Resident # 150's clinical record
and EHR [electronic heallh racord] failed to

evidenca a consent and education for the 2018
infiuenza vaccine.

On 10/02/19 at 4:45 p.m,, an intarview was
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! conduclad with ASM [administrative staif
. member] # 2, director of nursing. When asked to
| describe the process for obtaining consents and
 providing education for the influenza vaccine, f
. AGM # 2 staled, "We set aside a time 10 send out |
 the consenls and education ta the residents .
; and/or the resident’s responsible party. When we |
 get them back we start administering the
“ vaccines one unit at a time. When asked about
| Pesident # 45's missing consent, ASM # 2 stated, |
* "This was done before | was here, Ldon't know
" what happened.” ASM # 2 confirmed that

. Resident # 45 did not have a cansent for the

2018 influenza vaccine.

On 10/04/19 at approximately 4:30 p.m., ASM
{administrative staff meamber} #1, the
" administrator was made aware of the findings.

 No further information was provided prior fo exit.

3. The facility staff falled 1o oblain consent and
provide education regarding the 2018 influenza
- vaccine for Resident # 110,

Residant # 110 was admitad 1o the facility on
. 01/30/14 with diagnoses that included bul wera
| pot limited to muscle weakness, difficulty
- swallowlng and shortness of breath.

'Resident # 110's most recent MDS {minimurn

 data set), a quarterly assessment with an ARD

* (assessment referance date) of 08/28/19, coded

_Resident # 110 as scoring a three on the briet

~intarview for menial status (BIMS) of a score olD .

- 15, three - being severely impaired of cognition
for making daily decislons.

i A review of the Fesident # 110's p!inicai record
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! and EMR [electronic health record] failed to
" avidence a consent and education for the 2018
*influenza vaccine. ;

1 On 10/02/19 at 4:45 p.m., an interview was

' conducted with ASM {administrative staff

" member] # 2, director of nursing. When asked to !

_dascribe the process {ar cblaining consents and

i providing education for the influenza vaccine,

| ASM # 2 slated, "We sei aside a time to send out -

_the consents and education (o the rasidents :

" and/or the resident's responsible party. When we |
gat them back wa start administering the

_vaccines one unit at a time."” When asked about
the missing sducation and consents, ASM # 2
stated, “This was done belore { was hera, | don't

. know what happened.” ASM #2 canfirmed that

 Resident # 110 did not have a consent and

* education for the 2018 influenza vaccine,

! On 10/04/19 at approximataly 4:30 p.m., ASM
! [administrative staff member] #1, the
administrator was made aware of the findings.

* No further information was provided prior to exit.
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