DEPARTMENT OF HEALTH AND HUMAN SERVICES Bl ol

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {¥2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILOING COMPLETED
495392 B. WING 11/14/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1604 OLD DONATION PKWY
SENTARA NURSING AND HEHAB CENTER-WINDERMERE VIRGINIA BEACH, VA 23454
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION [x8)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAQ AEGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-AEFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
E 000 | Initial Commants E 000
An unannounced Emergency Preparedness
survey was conducted 11/12/19 through 11/14/19,
The tacility was in substantial compliance with 42
CFR Part 483.73, Requirement for Long-Term
Care Facilitiss. No emergency preparedness
complaints were investigated during the survey.
F 000 | INITIAL COMMENTS F 000
An unannounced Medicare/Medicaid standard
survey was conducted from 11/12/2019 through
11/14/2019. Corrections are required for
compliance with the following 42 CFR Part 483 of
the Federal Long Term Care requirements. The
life safety code surveyfreport will follow. No
complaints were investigated during the survey.
The census at this 90 certified bed facility was 74
at the time of the survey. The survey sample
consisted of 35 current resident reviews and 3
closed records reviews.
F 584 | Safe/Clean/Comfortable/Homelike Environment F584] 1. The wheelchairs for residents #5 and
$8=D | CFR(s): 483.10(i)(1)-(7) #27 were repaired prior to survey leam
. . exiting the building.
§483.10(i} Sate Environment. . . . ,
The resident has a right to a safe, clean, 2 Al res@ents wilh mob!llty equipment
comfortable and homelike anvironment, including are at risk when a sanitary and
but not limited to receiving treatment and homelike environment is not
supports for daily living safely. maintained.
3. Staffin all depariments will be
The facility must provide- educated on completing work orders
5483.1 0(')(1) A sa’e. CIGQH, comiortable, and for equipment that is broken or in need
homaelike environment, allowing the resident to of repair
use his or her personal belongings to the extent '
possible,
(i) This includes ensuring that the resident can
receive care and services safely and that the
physical layout of the facility maximizes resident
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE
etloe LU aek Administrator 12)u)19
Any de statement anding with an asterisk (*) denotes a deficiency which the inslitution may be axcused from comecting providing it is determined that

other shféguards provide sulficient protection to the patients. (Ses instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of cormrection s provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made avaiable 1o the facliity. !f deficiencies ara ciled, an approvad plan of correction is raquisite to continued
program participation.
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independence and does nat pose a safety risk.
(i) The facility shall exercise reasonable care for
the protection of the resident’s property from loss
or theft.

§483.10(i)(2} Housekeeping and maintenance
services necessary to maintain a sanitary, orderly,
and comforiable interior,

§483.10(i)(3) Clean bed and bath linens that are
in good condition;

§483.10(i){4) Private closet space in each
resident room, as specified in §483.90 (e)(2)(iv);

§483.10(j)(5) Adequate and comforiable lighting
levels in all areas;

§483.10(i)(6) Comfortable and safe temperature
levels. Facilities initially cerified after October 1,
1990 must maintain a temperature range of 71 to
81°F; and

§483.10(i)(7) For the maintenance of comforiable
sound levels.

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interviews and facility
documentation, the tacility staff failed to maintain
a clean, sanitary and homelike snvironment for 2
of 38 residents (Resident #6 and #27) in the
survey sample.

The findings included:

1. For Resident #6, the wheel chair was
observed with worn, tom and cracked armrest
pads. Resident #6 was admitted to the facility on
12/18/15. Diagnoses for Resident #6 included

(x4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (x5)
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F 584 | Continued From page 1 F 584 Maintenance staff will conduct a 100%

audit of all current facility wheelchairs
to ensure they are clean and in good
working order. Maintenance will
conduct audits of wheelchairs and
mobility equipment once a quarter to
ensure equipment is in good working
order. Administrator or designee will
review completed work order reports
weekly to ensure broken equipment is
being reported and repaired. Audit
results will be shared wilh QAPI
commitiee,

Date of Completion December 27,
2019
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F 584 Continued From page 2 F 584
| but not limited to, Dementia with behavioral
disturbances.

| The current Minimum Data Set (MDS), quarterly

| assessmant with an Assessment Reference Date
(ARD) of 08/01/19 coded the resident with a 00
out of a possible score of 15 on the Brief
Interview for Mental Status (BIMS) indicating !
severe cognitive impairment. In addition, the MDS |
coded Resident #6 requiring total dependence of
one hygiene and bathing, extensive assistance of |
two with bed mobility and transfer, extensive

| assistance of one with dressing and toilet use.

| The MDS was coded under section G 0600 [
(mobility devices) was coded for wheel chair
usage.

| On initial tour of the facility on 11/12/19 at
appraximately 11:32 a.m., Resident #6 was
observed lying in bed. Resident #6's wheel chair
was observed with worn, tom and cracked
armrast pads.

| On 11/13/19 at approximately 10:09 a.m.,
Resident #6 was observed in the day lounge
| sitting in her wheel chair. The wheel chair
armrest pads to Resident #6's wheel chair
| remains unchanged; worn, torn and cracked. On
the same day at approximately 10:34 a.m., the
| Director of Maintenance with the surveyor present
assessed Resident #6's wheel chair’s armrest
pad. He stated, "Her arm rest pads most
definitely need to be replaced.” He said no one
sver informed maintenance that Resident's #6's
rest needed to be replaced; | will take care of this
right away."
On 11/13/19 at approximately 11:00 a.m., |
_ Resident #6's bilateral armrest pads to her |
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Continued From page 3
wheelchair were replaced.

A briefing was held with the Administrator and
Director of Nursing on 11/14/19 at approximately
4:25 p.m. The facility did not present any further
information about the findings.

2. For Resident #27, the wheel chair was
observed with worn, torn and cracked armrest
pads. Resident #27 was admitted to the facility
on 12/08/17. Diagnoses for Resident #27
included but not limited to, muscle weakness.

The current Minimum Data Set (MDS), an annual
assessment with an Assessment Reference Date
(ARD) of 09/05/19 coded the resident with a 15
out of a possible score of 15 on the Brief
Interview for Mental Status (BIMS) indicating no
cognitive impairment. In addition, the MDS coded
Resident #27 requiring extensive assistance of
one with transfer, dressing, hygiene, bathing, bed
mobility and toilet use. The MDS also included
extensive assistance of one on and off the unit.
The MDS was coded under section G 0600
(mobility devices) was coded for whee! chair
usage.

During the initial tour of the facility on 11/12/19 at
approximately 11:38 a.m., Resident #27 was lying
in his bed. His wheel chair was observed with
worn, torn and cracked armrest pads.

On 11/13/19 at approximately 9:18 a.m., the
armrest pads to Resident #27's whael chair
remains unchanged; worn, torn and cracked. On
the same day at approximately 11:15 a.m., the
Director of Maintenance and surveyor went to
Resident #27's room to assess his wheel chair's
armrest pads. The Maintenance Director stated,

F 584
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"Those armrest pads should not look like this,
they need to be replaced.” He slated, “The
plastic is cracked and coming apart." He said the
Centified Nursing Assistant (CNA) or nursing
should have put a work order in the computer to
have the armrests replaced and stated "I will
replace them right now."

On 11/13/19 at approximately 1:00 p.m., Resident
#2's bilateral wheelchair armrests were replaced.

A briefing was held with the Administrator and
Director of Nursing on 11/14/19 at approximately
4:25 p.m. The facility did not present any further
Information about the findings.

F 600 | Free from Abuse and Neglect

§5=D | CFR(s): 483.12(a)(1)

§483.12 Freedom from Abuse, Neglect, and
Exploitation

The resident has thae right to be free from abuse,
neglect, misappropriation of resident property,
and exploitation as defined in this subpart. This
includes but Is not limited to freedom from
corporal punishment, involuntary seciusion and
any physical or chemical restraint not required to
treat the resident's medical symptoms.

§483.12(a) The facility must-

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

This REQUIREMENT is not met as evidenced
by:
Based on staff interview, clinical record review
and facllity document review, it was determined
that facliity staff failed to ensure one resident

FE600| 1. Resident#14 was monitored for any
adverse effects from the encounter.
No adverse outcomes were observed.

2. Allresidents with cognitive or
communication impairment are at risk
from unwanted sexual advances.

3.  Staffin all depariments will be
educated on how to identify different
types of abuse fo include unwanted
sexual advances and the appropriate
actions {o take.

4. A100% audit of current employee files
will be conducted to ensure staff has
completed necessary abuse fraining.
Random audits of staff to include
identifying abuse will be conducted 3X
a week for two weeks, weekly x two
weeks, then monthly x 2 months.
Audits will be shared with QAPI
commitiee with revisions to action plan
as needed based on audit results.
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(Resident #14), was free from a sexual encounter 2019

initiated by another resident (Resident #44) that
occurred on two occasions on 8/30/19.

The findings included:

Resident #14 was admitted to the facility on
11/14/13 with diagnoses that included but were
not limited to dementia with behavioral
disturbance and muscle weakness. Resident
#14's most recent MDS assessment was a
quarterly assessment with an ARD (assessment
reference date) of 8/20/19. Resident #14 was
coded as being severely impaired in cognitive
function scoring 01 out of possible 15 on the
BIMS (Brief Interview for Mental Status) exam.
Resident #14 was coded in Section B as
sometimes being understood by staff and
sometimes understanding staff. Resident #14
was coded as requiring extensive assistance with
one staff member with bed mobility, and dressing;
and total dependence on staff with personal
hygiene,

Resident #44 was admitted to the facility on
3/23/17 with diagnoses that included but were not
limited 1o Schizophrenia, major depressive
disorder, anxisty disorder and dementia with
Lewy Bodies (1). Resident #44's most recent
MDS {minimum data set} assessment was a
quarterly assessment with an ARD {(assessment
reference date) of 9/30/19. Resident #44 was
coded as being intact in cognitive function scoring
15 out of 15 on the BIMS (Brief Interview for
Mental Status) exam. Resident #44 was coded as
requiring limited assistance with one staff
member with transfers, locomotion, dressing, and
personal hygiene; and independent with bed
mobility and meals.
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Review of Resident #44's clinical record revealed
a nursing note dated 8/30/19 that documented
the following: "At 2110 {9:10 p.m.) this evening
this nurse was grabbed by another staff worker
and brought to a different resident’s room to find
this resident (Resident #44) face down on top of
another resident (Resident #14). Neither resident
appeared to have any injuries. This resident is at
bassline and was questioned about what
happened but will not answer. Will continue to
monitor."

A second nursing note dated 8/30/19 revealed a
second incident with Resident #14 that
documented the following: “Resident (Resident
#44) abserved by 2 staff pushing paper into
another resident's mouth (Resident #14) while
she was sitting in wheelchair at bedside 10:30
p.m. When nurse checked the other resident's
mouth-was a ten-dollar bill in her mouth that
belonged to resident. When questioned why she
put the money in the resident’s mouth-would not
answer but was laughing. Was placed as nurse's
station for close observation as was still awake.
Currently sitting quietly in wheelchair at nurse's
station.”

There was no evidence that Resident #44 had
any previous history of sexual behaviors prior to
8/30/19.

Review of the FRI (facility reported incident)
revealed that the facility did not submit a FRI to
the appropriate state agencies until 9/4/19. The
following was documented:

“Incident date 5/1/19; Report date: 9/3/19; Staff
reporied that resident (Resident #44) was
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Continued From page 7

discovered in resident (Resident #14) room on
two occasfons and that she appeared 1o be
making sexual advances towards her."

The fax confirmation on top of the FRI
documented the following: "9-3-19 4:06 p.m."
This fax confirmalion revealed that the fax had
fafled to send and the FRI was submitted a
second fime on "9-4-19 at 8:30 a.m."

Review of witness statements collected from stafl
documented the following:

Witness statement collected by CNA (CNA #1)
who wilnessed incidents: "8/30/19 Friday @ (at)
9:30 p.m., | saw (Name of Resident #44) at the
room of (Name of Resident #14) face down in
front of (Name of Resident #14) with open brief
up 1o her knee. Called (Name of LPN #3) to help
me get her up. At 10:15 p.m. after my rounds |
went 1o the room to check {(Name of Resident
#14) and | saw (Name of Resident #44) sitting in
(Resident #14's) baed trying to open (Name of
Resident #14's} brief and money on (Resident
#14's) mouth,”

Witnaess slatement collected by LPN (Licensed
Practical Nurse} #3: "8/3019: At approx,
(approximately) 2120 (9:20 p.m.) a CNA came up
to me and said she needed my help STAT. So we
ran down the halt to enter (room of Resident #14)
and find (Resident #44) lying on top of residents
tegs and her brief undone. We assisted her into
her chair and helped her into her room. At
approximately 2230 (10:30 p.m.). (Resident #44)
as found again in (Resident #14's room); again
brief undone but this time she was shoving a $10
dollar bill down her throat. | pulled it out and
asked what she was doing and she just giggled.

F 600
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(Resident #44) was brought to nurses station for
monitoring. We again asked her what she was
doing and she stated, *She called me in there.*
the {sic) started to giggling again. Will keep at
nurses station.”

An email was attached the witness statements
from the LPN #1, the nurse assigned to Resident
#44 on 8/30/19 to the Facility Vice President of
Operations (not the facility adminisirator) and the
DON (Director of Nursing). The email was written
on 8/31/19 at 4:08 a.m. The following was
documanted: “...l wanted to make you aware of
an incident -actually 2 that happened on my shift
8/30, at 9 p.m.- staff found {(Name of Resident
#44) lying in bed on top of (Name of Resident
#14). No apparent injuries and (Name of
Resident #44) was taken back to her room. Then
at 10:30 pm- staff again found (Resident #44)
sitting in her wheelchair besides (Resident #14)
bed stuffing a 10 dollar bill into her mouth while
laughing. (Name of Resident #14) not harmed
and again we took (Resident #14) out of the room
and kept her with staff all night-either at the
nurses station or in small dining room. | was
unsure what to do basides chart incidents, put in
doctor's book and | did write a STARS (name of
internal incident reporting system) reponts. (Name
of Resident #44 has (Name of Healthcare
organization) as #1 contact- she is more
confused now & (and) maybe dangerous to the
residents? Let me know if there Is anything else
to be done..."

There was no evidence that the facility
Administrator was made aware of the above two
incidents until 9/2/19 (when an investigation was
initiated).
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The five-day follow up to the FRI was completed
and faxed to the appropriate state agencies on
9/6/18. The following was documented in part by
the facility administrator; *This writer {facility
administrator) interviewed (Resident #44)
regarding event. (Name of Resident #44)
appeared {o have difficulty with her recall but
stated she remembered being in the room and
that she had followed (Name of Resident #14)
there, She stated she was trying lo help her.
When asked whether she was attempting to
make sexual advances towards {Name of
Rasident #14), Resident #44 stated that she was
not, Based on the observations of staff and the
context of the two events it appears that {Name
of Resident #44) was making sexual advances
towards (Name of Resident #14), Sexual abuse is
not substantiated due to the inability to assign
intent 1o (Resident #44's) actions due to her
psychiatric history of delusions. (Name of
Resident #44) does not have a history of
behaviors but has not demonstrated sexual
aggressivenass or inappropriateness since her
admission. This new behavior does present a risk
and the appropriate follow up action will be
taken."

Review of Resident #44's clinical record revealed
the physician had evaluated Resident #44 on
9/1/19. The following in part, was documented: *|
was called over the weekend because the patient
had severe inappropriate behavior of a sexual
nalure where she was grabbing people (staff) by
the genitals when they were irying 1o bathe her.
She was going into other patient's room and
touching them. She remembers none of this...we
ordered some basic labs but the patient refused
to have a urinalysis done...There would be no
changes in her medications that account for this.
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The only behavioral change we can think of is
that her sons apparently stopped communicating
with her and they blocked her phone from being
able to call...We have asked psychiatry to see her
I think that is important. { think this is psychiatric
not madical. She is not harmful or suicidal.”

Review of Resident #44's clinical record revealed
that psychiatry services evaluated Resident #44
on 9/10/19. The following was documented in part
by the psych NP (nurse practitioner): "Patient
seen today at staff request. Reason: Resident
involved in sexually inappropriate
behavior...Residenty (sic) reprots (sic) she does
not think the behavior was inappropriate.
Nobedoy {sic) actually had sex. Reprots (sic) that
she is not going 1o hurt anyone or do anything to
make anyone feel bad. Rewident (sic) reprotsw
(sic) she is having (sic) visual and auditory
aghllucinations (sic), but denies that the voices
had anything 1o do with incident...Staff reports
frequent concerns expressed related 1o loniiness
(sic)...Current Medications: Perphenazine (2) 2
mg tablet Reason: schizophrenia BID {two times
a day), Mirtazapine (3) 30 mg tablet Reason:
depression QHS (every night)...Assessment/Plan:
1. Schizophrenia with treatment currently not
treating to target. Add Risperdol (4) 0.25 mg
(milligrams) PO (by mouth) BID (two times a day)
for additional treatment. 2. Deprassion features
have increased. Add Zoloft (5) 50 mg po qd
{every day). Also used to improve restraint for
sexually inappropriate behaviors.,”

Review of Resident #44's September 2019
physician order summary revealed that these
medications changes were implemented by staff.

Review of Resident #44's behavioral care plan
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dated 7/23/19 and revised 9/18/19, revealed the
following new interventions: "Educate (Name of
Resident #44) on inappropriate behaviors and
consequences of exhibiling inappropriate
behaviors. Redirect (Name of Resident #44) as
needed. Medication as ordered."

Review of Resident #14's comprehensive care
plan dated 8/21/19 revealed that her care plan
was not revised to reflect this incident.

There was no evidence of any further incidents
with Resident #44.

On 11/14/19 at 10:13 a.m., an interview was
conducted with RN (registered nurse) #1, the unit
manager. When asked the process if she wera to
find a resident on top of another resident with
their brief undone, AN #1 stated that she would
Immediately separate the residents, do an
assessment on both residents "looking for any
signs of physical issuas®. RN #1 stated that she
would make the physician aware and interview
the residents if able. RN #1 stated that she would
also report this incident immediately to the DON
(Director of Nursing) and Administrator. RN #1
stated that she would start an investigation soon
after the residents were separated because the
incident could end up being sexual abuse. RN #1
slated that she would document the incident in a
progress notes as well as the head to toe
assessment. RN #1 stated that the care plan
should also be revised for both residents to alert
staff on the incident between the two residents.
RN #1 stated that frequeni monitoring would also
be initiated for both residants. When asked why
frequent monitoring would be inittated, RN #1
stated to prevent the resident from doing it again.
RN #1 stated that psych maybe be consulted if

F 600
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needed as well. RN #1 stated that monitoring was
usually kept in a paper soft file, not in the clinical
record. RN #1 stated that she believed the
administrator reported any incidents of alleged
abuse to the appropriate state agencies. When
asked who was the abuse coordinator, RN #1
stated that it was the facility administrator. When
asked if could define sexual abuse, RN #1 stated
that sexual abuse was any type of forced sexual
encounter that was not consensual, BN #1 stated
that she was not involved in the above incident
with Resident #44 and Resident #14. RN #1
staled that she was the unit manager for a
different unit (unit one) and that the facility
currently did not have a unit manager for the unit
that both residents reside on (unit two). RN #1
was asked if she could provide any evidence that
q 15 minute checks were conducted after these
two incidents on B/30/19.

On 11/14/19 at 11:19 a.m., RN #1 presented q 15
minute checks for Resident #44. Review of
Resident #44's visual check audits revealad that
Resident #44 was placed on every 15 minute
visual checks starting from 9/1/19 until 10/1/19,

There was no svidence that safety checks were
iniliated after the first incident between Resident
#44 and Resident #14 on 8/30/19,

On 11/14/19 at 1:39 p.m., an interview was
conducted with CNA (certified nursing assistant)
#1, the CNA who witnessed both incidents. When
asked what she could recall about that shift
8/30/19, CNA #1 stated that while making her
rounds on Resident #14 ai approximately 9:15
p.m., she went into Resident #14's room and saw
Resident #44 laying across Resident #14's legs,
face down in front of Resident #14. CNA #1 first
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stated that Resident #14 still had her gown in
place and her brief was intact. When shown CNA
#1 her witness statement written on 8/30/19, CNA
#1 then stated that she was having a hard time
remembering but that if she had written that
Resident #14's brief was undone, than it must
have been undone. CNA #1 stated thai Resident
#44 was lying face down on Resident #14; her
face in contact with Resident #14's skin because
her brief was undone. CNA #1 could not recall
exactly where Resident #44's head aligned with
Resident #14. CNA #1 then stated at this moment
she called for the nurse (LPN #3), and both her
and the nurse assisted Resident #44 back into
her wheelchair. CNA #1 stated that they brought
Resident #44 back into her room. CNA #1 stated
she fixed Resident #14's brief. CNA #1 stated that
she asked Resident #44 what she was doing but
did not get an answer. CNA #1 stated that after
that incident she continued 1o do rounds on her
residents and remembered seeing Resident #44
at the nurses station but could not remembaer the
time. CNA #1 stated that at approximately 10:45
p.m., she checked on Resident #14 and saw
Resident #44 again in Resident #14's room. CNA
#1 stated that Resident #14's gown and brief
were open and that Resident #44 had her hand in
Resident #14's private area. CNA #1 staled that
she had also saw monsy in Resident #14's
mouth. CNA #1 stated that Resident #44 was
asked what sha was doing and that Resident #44
had just giggled. CNA #1 stated that Resident
#14 was also smiling. When asked if she felt that
Resident #14 was capable of consenting to
inappropriate touching, CNA #1 stated she didn't
think so. When asked who was responsible for
ensuring Resident #14 was safe from Resident
#44, CNA #1 stated that it was a team effort, that
everyone was responsible for ensuring Resident

FORM CMS-2567(02-99) Previous Varsions Obsalate Event ID:6YDON Facility iD: VA0278 If continuation sheet Page 14 of 105




DEPARTMENT OF HEALTH AND HUMAN SERVICES

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

PRINTED: 11/26/2019
FORM APPROVED
OMB NO. 0938-0391

(X1} PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

495392

(X2} MULTIPLE CONSTRUCTION
A. BUILDING

B. WING

{X3) DATE SURVEY
COMPLETED

11/14/2019

NAME OF PROVIDER OR SUPPUER

SENTARA NURSING AND REHAB CENTER-WINDERMERE

STREET ADDRESS, CITY, STATE, ZIP CODE
1604 OLD DONATION PKWY
VIRGINIA BEACH, VA 23454

(X4} 1D
PREFIX
TAG

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

D PRAOVIDER'S PLAN OF CORAECTION
PREFIX {EACH CORRECTIVE ACTION SHOULD BE
TAQ CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

{X5)
DATE

F 600

Continued From page 14

#44 did not re-enter Resident #44's room. CNA
#1 stated that she tried to watch Resident #44
after the first encounter but that she had to
rounds on her residents. CNA #1 stated that she
did not recall signing any "q (every) 15 minute
chack"” shest” after the first incident, CNA #1
could not recall much after the second incident
because she gave report and went home shortly
after. CNA #1 stated that she did write a
statement of the two incidents that same day.

On 11/14/19 at 12:30 p.m., an interview was
conducted with LPN #3, the nurse who witnessed
both incidents on 8/30/19. When asked what she
could recall that shift, LPN #3 stated that the
CNA came and grabbed her and looked frantic.
LPN #3 stated that she was told that Resident
#44 had fallen on top of Resident #14, LPN #3
siated that she thought Resident #44 had gotten
up from her wheelchair, lost balance and fallen on
Resident #14. When asked how Resident #14
presented when she saw Resident #44 on top of
her, LPN #3 stated that she couldn't recall what
Resident #i14 looked like, but that she didn't ook
dishaveled or in distress. LPN #3 statad that she
could not remember if Resident #14's brief was
undone but if, she wrote that her brief was
undone in her witness statement, then her brief
was probably undone. When asked if Resident
#14 had the capacity to open her open brief, LPN
#3 stated that Resident #14 had never done that
before, but if she is combative, she had a
tendency to become disheveled. LPN #3 stated
that she did a head to toe assessment on both
residents for any injury because she had thought
Resident #44 had fallen on Resident #14. When
asked if Resident #14 was able fo consent to any
sexual activity, LPN #3 stated, "Qur brains didn't
go there.” LPN #3 slated that after the first

F 600
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incident, she and the CNA brought Resident #44
back to her room. LPN #3 then stated shortly
after the CNA grabbed her again and when she
went into the Resident #14's room, she saw
Resident #44 actively puiting money in Resident
#14's mouth and Resident #14's brief was
undone. LPN #3 stated that they did not start
rounding on Resident #44 until after the second
incident. LPN #3 stated that they did not think the
first incident was sexual in nature but then
thought the second incident was a “weird
siluation.” LPN #3 stated that looking back now,
the first incident could have been a sexual
encounter. LPN #3 stated that she had conducted
an assessment after the second incident on both
residents and there were no obvious injuries. LPN
#3 stated that Resident #44 was kept at the
nurse's station after the second encounter. When
asked if she documented safety checks
anywhere, LPN #3 stated that she just
documented what she had done during her shift,
that she did not initiate a paper q (every) 15
minute check audit. When asked if she had
reporied the two incidents, LPN #3 stated that
she was not the assigned nurse for Resident #14
or Resident #44 and that she had let the assigned
nurse know. LPN # 3 also slated that she wrote a
witness statement that shift. LPN #3 confirmed
that she did not report these incidents to the
administrator or DON (Director of Nursing), When
asked who the abuse coordinator was, LPN #3
stated that DON or clinical manager was the
abuse coordinator. When asked when to report
an allegation of any type of abuse, LPN #3 stated
that allegations of abuse should be reported
immediately, "even in the middle of the night."
LPN #3 conlirmed that her witness statement was
left at the facility for the DON when she returned
to work the following Monday.
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On 11/14/19 at approximately 3:00 p.m., an
interview was conducted with ASM (administrative
staff member) #1, the administrator. When asked
when she was made aware of the two incidents
between Resident #14 and Resident #44, ASM
#1 stated that she became aware on 9/2/19 when
the interim VP (Vice President) of Operations had
notified her. ASM #1 stated that the nurse on shift
(LPN #1) had filled out a STARS repori (incident
reporting systam) on 8/30/19 that alerted the VP
of Operations about the incidents. When asked if
the VP of Operations is checking the STARS
reporis after hours on the weekend, ASM #1
stated that she was not sure. ASM #1 also stated
that she was not sure if staff were checking email
after hours. When asked if she expected her staff
to report these two incidents sooner, ASM #1
stated that in this particular situation, the staff did
not feel that the first incident was abuse, they just
felt that the situation was "weird®". ASM #1 stated
that the staff went through the normat incident
reporting process. ASM #1 stated thail Resident
#44 also had no previous history of sexual
behaviors. When asked about reporting the
second incident, ASM #1 stated that the second
incident “probably should have been reported to
me" but then stated it was reported to her through
the incident management system. ASM #1 stated
that maybe reporting through the incident
management system was "not the mosl efficient.”
When asked when staff should report any
allegations of abuse, ASM #1 stated that
allegations of abuse should be reported
immediately 1o her (the abuse coordinator). ASM
#1 stated that abuse should be reported within
two hours to the appropriate state agencies if
abuse had caused bodily harm or within 24 hours.
When asked why Resident #44 was placed on
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safety checks starting 9/1/19, ASM #1 stated to
prevent any further episodes of sexual behavior
with other residents.

On 11/14/19 at 9:59 a.m., and 3:07 p.m.,
interviews were attempied with LPN #1, the
assigned nurse that shift on 8/30/19. She could
not be reached for an interview. A message was
left asking for a return call.

On 1111419 at 4:27 p.m., ASM #1, the
administrator and ASM #2, the DON (Director of
Nursing) were made aware of the above
concerns. No further information was presented
prior to exit.

The facility's abuse policy documents in part, the
following: "... Sexual abuse: is non consensual
sexual contact of any type with a resident.
Identification: It is the policy that all staff monitor
residents/participants and will know how to
identify potential signs and symptoms of abuse.
Occurrences, pattems and trends that may
constitute abuse will be investigated...Protection:
Abuse policy requirements. It is the policy the
resident/participant will be protected from the
alleged offender... The alleged perpetrator will be
immediately removed and the resident/participant
protected. If the alleged perpetrator is a
resident/participant, the staff members will
immediately remove the perpetrator from the
situation and another staif member will stay with
the alleged perpetrator and wait for further
instruction from the administrator, if possible.
Examine, assess, and interview the
resident/participant and other
residents/participants potentially affected
immediately to datermine any injury and identify
immediate clinical interventions necessary.”
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(1) Lewy body dementia "(LBD} is a disease
associated with abnormal deposits of a protein
called alpha-synuclein in the brain. These
deposits, called Lewy bodies, affect chemicals in
the brain whose changes, in turn, can lead to
problems with thinking, movement, behavior, and
mood. Lewy body dementia is one of the most
common causes of dementia.” This information
was obtained from The National Institutes of
Health.
https:/iwww.nia.nih.gov/heatth/what-lewy-body-de
meantiafiwhat,

(2) Perphenazine is an antipsychotic used to treat
schizophrenia. This information was obtained
from The National Institutes of Health.
https://www.nebi.nim.nih.gov/books/NBK548366/.
(3) Mirtazapine is an antidepressant used to treat
major depressive disorder. This information was
obtained from The National Institutes of Health.
hitps://www.ncbi.nim.nih.gov/books/NBK548216/.
(4) Rispardol (Risperidone) is an atypical
antipsychotic that is used widely in the treatment
of mania and schizophrenia. This information was
obtained from The National Institutes of Health.
https:/fwww.ncbi.nim.nih.gov/books/NBK548906/
(5) Zolott {Sertraline) is a selective serotonin
reuptake inhibitor (SSRI} used in the therapy of
depression, anxiety disorders and
obsessive-compulsive disorder. This information
was obtained from The Nationa! Institutes of
Health.
hitps://www.ncbi.nlm.nih.govbooks/NBK548513/,
Develop/implement Abuse/Neglect Policies
CFR(s): 483.12(b)(1)-(3)

§483.12(b) The facility must develop and
implement written policies and procedures that:

F 600

F 607} 1. Resident #14 was monitored for any
adverse effects from the encounter. No
adverse outcomes were observed.
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policies are not implemented and
§483.12(b)1) Prohibit and prevent abuse, potential abuse situations are not
neglect, and exploitation of residents and reported in a fimely manner.
misappropriation of resident property, 3. Staffin all departments will be educated
§483.12(b)(2) Establish policies and procedures on the facility abuse policy to include how
fo investigate any such allegations, and to identify abuse, appropriate action to
take to ensure resident safety, and lhe
§483.12(b)(3) Include training as required at process for escalating unusual
paragraph §483.95, i . occurrences or polential abuse situations
;‘his REQUIREMENT is not met as evidenced to Administrative staff.
y: . 4. A100% audit of current employee files to
Based on staff interview, facility document s
review, and clinicai record revii;yw. it was ensure staff has completed Iraining on
determined that facility staff failed to implement facilty abuse policy. Random audils of
abuse policies for 2 of 38 residents in the suivey staff to include identifying abuse,
sample to ensure Resident #14 was free from a intervention for resident safety, and
second sexual encounter by Resident #44 that escalalion process will be conducted 3X a
occurred on 8/30/19; and failed to report an week for two weeks, weekly x two weeks,
allegation of abusg to the facility admiplslra_tor then monthly x 2 months. Audils will be
and to the appropriate state agencies in a timely shared with QAP| committee with
manner. - )
revisions to action plan as needed based
The findings included: on audit resuits.
5. Date of Completion December 27, 2019
Resident #14 was admitted to the facility on
11/14/13 with diagnoses that included but were
not limited to dementia with behavioral
disturbance and muscle weakness. Resident
#14's most recent MDS assessment was a
quarterly assessment with an ARD (assessment
reference date) of 8/20/19. Resident #14 was
coded as being severely impaired in cognitive
function scoring 01 out of possible 15 on the
BIMS (Brief Interview for Mental Status) exam.
Resident #14 was coded in Section B as
sometimes being understood by staff and
someltimes understanding staff. Resident #14
was coded as requiring extensive assistance with
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one staff member with bed mobility, and dressing;
and total dependence on staff with personal
hygiene.

Resident #44 was admitted to the facility on
3/23/17 with diagnoses that included but were not
limited to Schizophrenia, major depressive
disorder, anxiety disorder and dementia with
Lewy Bodies (1). Resident #44's most recent
MDS (minimum data set) assessment was a
quarterly assessment with an ARD (assessment
reference daie) of 9/30/19. Resident #44 was
coded as being intact in cognitive function scoring
15 out of 15 on the BIMS (Brief Intarview for
Mental Status) exam. Resident #44 was coded as
requiring limited assistance with one stafi
member with transfers, locomotion, dressing, and
personal hyglene; and independent with bed
mobility and meals,

Review of Raesident #44's clinical record revealed
a nursing note dated B/30/19 that documented
the following: "At 2110 (9:10 p.m.) this evening
this nurse was grabbed by another staff worker
and brought to a different resident's room to find
this resident (Resident #44) face down on top of
another resident (Resident #14). Neither resident
appeared to have any injuries. This resident is at
baseline and was questioned about what
happened but will not answer. Will continue to
monitor."

A second nursing note dated 8/30/19 revealed a
second incident with Resident #14 that
documented the following: "Resident (Resident
#44) observed by 2 staff pushing paper into
another resident's mouth (Resident #14) while
she was sitting in wheelchair at bedside 10:30
p.m. When nurse checked the other resident's
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mouth-was a ten-dollar bill in her mouth that
belonged to resident. When questioned why she
put the monay in the resident's mouth-would not
answer but was laughing. Was placed as nurse's
station for close observation as was still awake.
Currently sitting quietly in wheelchair at nurses'
station.”

There was no evidence that Resident #44 had
any previous history of sexual behaviors prior o
8/30/19.

Review of the FRI (facility reported incident)
revealed that the facility did not submit a FRI to
the appropriate state agencies until 9/4/19. The
following was documented:

"Incident date 9/1/19; Report date: 9/3/19; Staif
reported that resident (Resident #44) was
discovered in resident (Resident #14) room on
two occasions and that she appeared to be
making sexual advances towards her."

The fax confirmation on top of the FRI
documented the following: "9-3-19 4:06 p.m."
This fax confirmation revealed that the fax had
{ailed to send and the FRI was submitted a
second time on "9-4-1% at 8:30 a.m."”

Review of witness statements collected from staff
documented the foliowing:

Witness statement collected by CNA (CNA #1)
who wilnessed incidents: "8/30/19 Friday @ (at)
8:30 p.m., | saw (Name of Resident #44) at the
room of (Nama of Resident #14) face down in
front of (Name of Resident #14) with open brief
up to her knee. Called (Name of nurse) to help
me get her up. At 10:15 p.m. after my rounds |
went to the room to check (Name of Resident

F 607
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#14) and | saw (Name of Resident #44) sitting in
(Resident #14's) bed trying to open (Name of
Resident #14's) brief and monaey on (Resident
#14's) mouth."

Witness statement collected by LPN {Licensed
Practical Nurse) #3: "8/3019: At approx.
(approximately) 2120 (9:20 p.m.) a CNA came up
to me and said she needed my help STAT. So we
ran down the hall to entsr (room of Resident #14)
and find (Resident #44) lying on top of residants
legs and her brief undone. We assisted her into
her chair and helped her into her room. At
approximately 2230 (10:30 p.m.). (Resident #44)
as found again in (Resident #14's room); again
brief undone but this time she was shoving a $10
dollar bill down her throat. | pulled it out and
asked what she was doing and she just giggled.
(Resident #44) was brought to nurses station for
monitoring. We again asked her what she was
doing and she stated, "She called me in there."
the (sic) started to giggling again. Will keep at
nurses station."

An email was attached the witness stalements
from the nurse (LPN #1) assigned to Resident
#44 on 8/30/19 to the Facility Vice Prasident of
Operations (not the administrator) and the DON
(Director of Nursing). The was written on 8/31/19
at 4:08 a.m. The following was documented:; “...|
wantad to make you aware of an incident
-actually 2 that happened on my shift 8/30, at 9
p.m.- staff found (Name of Resident #44) lying in
bed on top of (Name of Resident #14), No
apparent injuries and (Name of Resident #44)
was taken back to her room. Then at 10:30 pm-
staif again found (Resident #44) sitting in her
wheelchair besides (Resident #14) bed stuffing a
10 dollar bill into her mouth while laughing.

F 607
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(Name of Resident #14) not harmed and again
we took (Resident #14) out of the room and kept
her with staff all night - either at the nurses station
or in smalt dining room,. | was unsure what o do
besides chart incidents, put in doctor's book and |
did write a STARS (name of internal incident
reporting systam) reports. (Name of Resident #44
has (Name of Healthcare organization) as #1
contact- she is more confused now & (and)
maybe dangerous to the residents? Let me know
if there is anything else to be done..." There was
no evidence that the facility administrator was
made aware of tha abave two incidents unti!
9/2/19 (when an investigation was initiated).

The five-day follow up FRI was completed and
faxed to the appropriate state agencies on 9/6/19.
The following was documented in part; *This
writer {facility administrator) interviewed {Resident
#44) regarding event. (Name of Resident #44)
appeared 1o havae difficulty with her recall but
stated she remembered being in the room and
that she had followed (Name of Resident #14)
there, She stated she was trying to help her.
When asked whether she was attempting to
make sexual advances towards (Name of
Resident #14), Resident #44 staled that she was
not. Based on the observations of staff and the
context of the two events it appears that (Name
of Resident #44) was making sexual advances
towards (Name of Resident #14). Sexual abuse is
not substantiated due to the inability to assign
intent to (Resident #44's) actions due to her
psychiatric history of delusions. (Name of
Resident #44) does not have a history of
behaviors but has not demonstrated sexual
aggressiveness or inappropriateness since her
admission. This new behavior does present a risk
and the appropriate follow up action will be
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taken."

On 11114/19 at 10:13 a.m., an interview was
conducted with RN {Registered Nurse}) #1, the
unit manager. When asked the process if she
were to find a resident on top of ancther resident
with his or her brief undone, RN #1 stated that
she would immediately separate the residents, do
an assessment on both residents “looking for any
signs of physical issues”. RN #1 stated that she
would make the physician aware and interview
the residents if able. AN #1 stated that she would
also report this incident immediately to the DON
(Director of Nursing) and Administrator. RN #1
stated that she would start an investigation soon
after the residents were separaled because the
incident could end up being sexual abuse. RN #1
stated that frequent monitoring would also be
initiated for both residents. When asked why
frequent monitoring would be initiated, RN #1
stated to prevent the resident from doing it again.
RN #1 stated that she believed the administratar
reported any incidents of alleged abuse 1o the
appropriate state agencies. When asked who
was the abuse coordinator, RN #1 stated that it
was the facility administrator. When asked if
could define sexual abuse, RN #1 stated that
sexual abuse was any type of forced sexual
encounter that was not consensual.

There was no evidence that safety checks were
initiated after the first incident between Resident
#44 and Resident #14 on 8/30/19. Every 15
minute checks wera not initiated until 9/1/19.

On 11/14/19 at 1:39 p.m., an interview was
conducted with CNA (certified nursing assistant)
#1, the CNA who witnessed both incidents. When
asked who was responsible for ensuring Resident
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#14 was safe from Resident #44, CNA #1 stated
that it was a team effort, that everyone was
responsible for ensuring Resident #44 did not
re-enter Resident #44's room. CNA #1 stated that
she tried to watch Resident #44 after the first
encounter but that she had to round on her
rasidents. CNA #1 staled that she did write a
statement of the iwo incidents that same day that
was left for the Diractor of Nursing.

On 11/14/19 at 12:30 p.m., an interview was
conducted with LPN #3, the nurse who witnessed
both incidents on 8/30/19. When asked if
Resident #14 was able to consent lo any sexual
activity, LPN #3 stated, "Our brains didn't go
there.” LPN #3 stated that after the first incident,
her and the CNA brought Resident #44 back to
her room. LPN #3 then stated shortly after the
CNA grabbed her again and when she went into
the Resident #14's room, she saw Resident #44
actively putting money in Resident #14's mouth
and Resident #14's brief was undone. LPN #3
stated that they did not start rounding on Resident
#44 until after the second incident. LPN #3 slated
that they did not think the first incident was sexual
in nature but then thought the second incident
was a “weird situation.” LPN #3 stated that
looking back now, the first incident could have
been a sexual encounter. LPN #3 stated that
Resident #44 was kept at the nurse's station after
the second encounter. When asked if she
documented safety checks anywhere, LPN #3
stated that she Just documented what she had
done during her shift, that she did not initiate a
paper q {avery) 15 minute check audit. When
asked if sha had reported the two incidents, LPN
#3 stated that she was not the assigned nurse for
Resident #14 or Resident #44 and that she had
tet the assigned nurse know. LPN # 3 also stated

F 607
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that she wrote a witness statement that shift. LPN
#3 confirmed that she did not report these
incidents to the administrator or DON (Director of
Nursing). When asked who was the abuse
coordinator, LPN #3 stated that DON or clinical
manager was the abuse coordinator. When
asked when to report an allegation of any type of
abuse, LPN #3 stated that allegations of abuse
should be reported immediately, "even in the
middle of the night.* LPN #3 confirmed that her
witness statement was lefi at the facility for the
DON when she returned to work the following
Monday.

On 11/14A9 at approximately 3:00 p.m., an
interview was conducted with ASM {administrative
staff member) #1, the Administrator. When asked
when she was made aware of the two incidents
between Resident #14 and Resident #44, ASM
#1 stated that she became aware on 9/2/19 when
the interim VP (Vice President) of Operations had
notified her. ASM #1 stated that the nurse on shift
(LPN #1) had filled out a STARS report (incident
reporting system) on 8/30/19 that aleried the VP
of Operations about the incidents. When asked if
the VP of Operations checks the STARS reporis
after hours on the weekend, ASM #1 stated that
she was not sure. ASM #1 also stated that she
was not sure if staff were checking email after
hours. When asked if she expected her staff to
report these two incidents sooner, ASM #1 stated
that in this particular situation, the staff did not
feel that the first incident was abuse, they just felt
that the situation was "weird". ASM #1 stated that
the staff went through the normal incident
reporting process. ASM #1 stated that Resident
#44 also had no previous history of sexual
behaviors. When asked about reporting the
second incident, ASM #1 stated that the second
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incident "probably should have been reported to
me" but then stated it was reported to her through
the incident management system. ASM #1 stated
that maybe reporting through the incident
management syslem was "not the most efficient.”
When asked when staff should report any
allegation of abuse, ASM #1 stated that
allegations of abuse should be reported
immediately to her (the abuse coordinator). ASM
1 stated that abuse should be reported within
two hours to the appropriale state agencies if
abuse had caused bodily harm or within 24 hours.
When asked why Resident #44 was ptaced on
safety checks starting 9/1/19, ASM #1 stated to
prevent any further episodes of sexual behavior
with other residents.

On 11/14/19 at 9:59 a.m., and 3:07 p.m.,
interviews were attempted with LPN #1, the
assigned nurse that shift on 8/30/19. She could
not be reached for an interview. A message was
left asking for a raturn call.

On 1114/19 at 4:27 p.m., ASM #1, the
administrator and ASM #2, the DON (Director of
Nursing) were made aware of the above
concerns. No further information was presented
prior to exit,

The facility'’s abuse policy documents in part, the
following: “... Sexual abuse: is non consensual
sexual contact of any type with a resident.
identification: I is the policy that all staff monitor
residents/pariicipants and will know how to
identify potential signs and symploms of abuse.
Occurrences, patterns and trends that may
constitute abuse will be investigated...Protection:
Abuse policy requirements. It is the policy the
resident/participant will be protected from the
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alleged offender... The alleged perpetrator will be
immediately removed and the resident/participant
protected. If the alleged perpetrator is a
resident/participant, the staff members will
immediately remove the perpetrator from the
situation and another staff member will stay with
the alleged perpstrator and wait for further
instruction from the administrator, if possible.
Examine, assess, and interview the
resident/participant and other
residents/participants potentially affected
immediately 1o determine any injury and identify
immediate clinical interventions necessary...The
facility will ensure that all alleged viclations of
involving abuse, neglect, exploitation or
mistreatment...are reported to the administrator of
the facility and to other officials (including to the
state survey agency and adult protective sarvices
where state law provides jurisdiction in long term
care facililies) in accordance with State law
through estab¥ished procedures. Reporting must
occur immediately, but not later than 2 hours after
the allegation is made 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 allegation did not involve abuse or do
not result in serious bodily injury.”

(1) Lewy body dementia “*(LBD) is a disease
associated with abnormal deposits of a protein
called alpha-synuclein in the brain. These
deposits, called Lewy bodies, affect chemicals in
the brain whose changes, in turn, can lead to
problems with thinking, movement, behavior, and
mood. Lewy body dementia is one of the most
common causes of dementia.” This information
was obtained from The National Institutes of
Health.
hitps://www.nia.nih.gov/health/what-lewy-body-de
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F 609 | Reporting of Alleged Violations F 609 No corrective action could be taken as
$8=D | CFR(s): 483.12(c)(1)(4) the reporting time frame had passed.
§483.12(c) In response 1o allegations of abuss, A: restflents; are E: n:k Wht? M plotentlal
neglect, exploitation, or mistreatiment, the facility et e AU
must: manner
Staff in all depariments will be
§483.12(c)(1) Ensure that all alleged violations educated on abuse reporting timelines
involving abuse, neglect, exploitation or and procedures for escalating polential
mistreatment, including injuries of unknown abuse scenarios and unusual
source and misappropriatign of resident property, occurTences
are reportad immediately, but not later than 2 o
hours after the allegation is made, if the evenis A 100% audit of current employeg files
that cause the allegation involve abuse or result in to ensure staff has completed training
serious bodily injury, or not later than 24 hours if on facility abuse reporting timelines.
the avents that cause the allegation do not involve Random audits of staff in all
abuse and do not result in serious bodily injury, to depariments on escalation process for
the administrator of the faciiity and to other suspected abuse or unusual
officials (including to the State Survey Agency and occurrences will be conducted 3X a
adult protective services where state law provides week for two weeks, weekly X two
tor jurisdiction in long-term care facilities) in '
accordance with State law through established wee!<s, "_'e" monthly x 2 months.
procedures. Audits wiil be shared with QAP
commitiee with revisions to action plan
§483.12{c)(4) Report the results of all as needed based on audit results.
investigations to the administrator or his or her Date of Completion December 27,
designated represaniative and to other officials in 2019
accordance with State law, including fo the State
Survey Agency, within 5 working days of the
Incident, and if the alleged violation is verified
appropriate corractive action must be taken.
This REQUIREMENT is not met as evidenced
by:
Based on staff interview, facility document review
and clinical record raview, it was determined that
facility staff failed to report an allegation of abuse
that occurred between two residents of 38
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sampled residents (Resident #44 and Resident
#14) to the facility Administrator and to the
appropriate State Agencies in a timely manner.

The findings included:

Rasident #44 was admitted to the facility on
3/23117 with diagnoses that included but were not
limited fo Schizophrenia, major depressive
disorder, anxiety disorder and dementia with
Lewy Bodies (1). Resident #44's most recent
MDS (minimum data set) assessment was a
quarterly assessment with an ARD {assessment
reference date) of 5/30/19. Resident #44 was
coded as being intact in cognitive function scoring
15 out of 15 on the BIMS (Brief Interview for
Mental Status) exam. Resident #44 was coded as
requiring limited assistance with one staff
member with transfers, locomotion, dressing, and
personal hygiene; and indepandent with bed
mobility and meals.

Resident #14 was admitted to the facility on
11/14/13 with diagnoses that included but were
not limited to dementia with behavioral
disturbance and muscle weakness. Resident
#14's most recent MDS assessmeant was a
quarterly assessment with an ARD (assessment
reference date) of 8/20/19. Resident #14 was
coded as being severely impaired in cognitive
function scoring 01 out of possible 15 on the
BIMS (Brief Interview for Mental Status) exam.
Resident #14 was coded in Section B as
somelimes being understood by staff and
sometimes understanding stafi. Resident #14
was coded as requiring extensive assistancs with
one staff member with bed mobility, and dressing;
and total dependence on staff with personal

hygiene.

F 609

FORM CMS-2567(02-99) Pravious Versions Obsclale Event ID:6YDQ1

Fagility ID: VAO276 W continuation sheet Page 31 of 105




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

PRINTED: 11/26/2019
FORM APPROVED
OMB NO. 0938-0391

DEFICIENCY)

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (%3] DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
495392 B. WING 11/14/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1604 OLD DONATION PKWY
ASING AND REHAB CENTER-WINDERMERE
SENTARA NU — e VIRGINIA BEACH, VA 23454
X4 1D SUMMARY STATEMENT OF DEFIGIENCIES 1D PROVIDER'S PLAN OF CORRECTION o
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

F 609 | Continued From page 31

Review of Resident #44's clinical record revealed
a nursing note dated 8/30/19 that documented
the following: "At 2110 (9:10 p.m.) this evening
this nurse was grabbed by another staff worker
and brought to a different resident's room to find
this resident (Resident #44) face down on top of
another resident (Resident #14). Neither resident
appeared to have any injuries. This resident is at
baseline and was questioned about what
happened but will not answer. Will continue to
monitor.”

A second nursing note dated 8/30/19 revealed a
second incident with Resident #14 that
documented the following: "Resident (Resident
#44) observed by 2 staff pushing paper into
another resident’s mouth (Resident #14) while
she was sitting in wheelchair at bedside 10:30
p.m. When nurse checked the other resident's
mouth-was a ten-dollar bill in her mouth that
beionged to resident. When questioned why she
put the money in the resident's mouth-would not
answer but was laughing. Was placed as nurse's
station for close observation as was still awake.
Currently sitting quietly in wheelchair at nurses's
station.”

Review of the FRI (facility reported incident)
revealed that the facility did not submit a FRI to
the appropriate state agencies until 9/4/19, The
following was documented:

"Incident date 9/1/19; Report date: 9/3/19: Staff
reported that resident (Resident #44) was
discovered in resident (Resident #14) room on
two occasions and that she appeared to be
making sexual advances towards her."

F 609
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The fax confirmation on top of the FRI
documented the following: “9-3-19 4:06 p.m."
This fax confirmation revealed that the fax had
failed to send and the FRI was submitted a
second time on “9-4-19 at 8:30 a.m."

Review of wilness statements collected from staff
documented the following:

Witness statement collected by CNA (CNA #1)
who witnessed incidents: “8/30/19 Friday @ (at)
9:30 p.m., | saw (Name of Resident #44) at the
rcom of (Name of Resident #14) face down in
front of (Name of Resident #14) with open brief
up to her knee. Called (Name of nurse) to help
me gel her up. At 10:15 p.m. aftar my rounds |
went to the room to check {Name of Resident
#14) and | saw (Name of Resident #44) sitting in
(Resident #14's) bed trying to open (Name of
Residant #14's) brief and money on (Resident
#14's) mouth.”

Witness statement collected by Licensed
Practical Nurse (LPN) #3: "8/3019: At approx.
(approximately) 2120 {9:20 p.m.) a CNA came up
to me and said she needed my help STAT. So we
ran down the hall fo enter {room of Resident #14)
and find (Resident #44) lying on top of residents
legs and her brief undone. We assisted her into
her chair and helped her into her room. At
approximately 2230 (10:30 p.m.). (Resident #44)
as found again In (Resident #14's room); again
brief undone but this time she was shoving a $10
dollar bill down her throat. | pulled it out and
asked what she was doing and she just giggled.
(Resident #44) was brought to nurses station for
monitoring. We again asked her what she was
doing and she stated, "She called me in there."
the (sic) started to giggling again. Will keep at

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:6YDQN Facility ID: VAQ276 If continuation sheet Page 33 of 105




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

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

PRINTED: 11/26/2019
FORM APPROVED
OMB NO. 0938-0391

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

495392

(X2} MULTIPLE CONSTRUCTION

A. BUILDING

(X3) DATE SURVEY
COMPLETED

B. WING

11/14/2019

NAME OF PROVIDER QR SUPPLIER

SENTARA NURSING AND REHAB CENTER-WINDERMERE

STREET ADDRESS, CITY, 5TATE, ZIP CODE
1604 OLD DONATION PKWY
VIRGINIA BEACH, VA 23454

{X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FUL)L
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(1S}
DATE

F 609

Continued From page 33
nurses station.”

An email was attached the witness statements
from the nurse (LPN #1) assigned to Resident
#44 on 8/30/19 to the Facility Vice President of
Operations (not the facility administrator) and the
DON (Director of Nursing). The email was written
on B/31/19 at 4:08 a.m. The following was
documented: "...! wanted to make you aware of
an incident -actually 2 that happened on my shiit
8/30, at 9 p.m.- staff found (Name of Resident
#44) lying in bed on top of (Name of Resident
#14). No apparent injuries and (Name of
Resident #44) was taken back to her room. Then
at 10:30 pm- staff again found (Resident #44)
sitting in her wheelchair besides (Resident #14)
bed stuifing a 10 dollar bill into her mouth while
laughing. (Name of Resident #14) not harmed
and again we took {Resident #14) out of the room
and kept her with staff all night - either at the
nurses station or in small dining room. | was
unsure what to do besides chart incidents, put in
doctors book and | did write a STARS (hame of
internal incident reporting system) reports. (Name
of Resident #44 has (Name of Healthcare
organization) as #1 contact- she is more
confused now & (and) maybe dangerous to the
residents? Let me know if there is anything else
to be done..." There was no evidence that the
facility administrator was made aware of the
above two incidents until 9/2/19 (when an
investigation was initialed).

The five-day follow up FRI was completed and
faxed to the appropriate state agencies on 9/6/19.
The following was documented in part; "This
writer (lacility administrator) inlerviewed (Resident
#44) regarding event. (Name of Resident #44)
appeared to have difficulty with her recall but

F €609
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stated she remembered being in the room and
that she had followed (Name of Resident #14)
thera. She stated she was trying to help her.
When asked whether she was attempting to
make sexual advances towards (Name of
Resident #14), Resident #44 stated that she was
not. Based on the observations of staff and the
context of the two events it appears that {Name
of Resident #44) was making sexual advances
towards (Name of Resident #14), Sexual abuse is
not substantiated dua to the inability to assign
intent to (Resident #44's) actions due to her
psychiatric history of delusions. (Name of
Resident #44) does not have a history of
behaviors but has not demonstrated sexual
aggressiveness or inappropriateness since her
admission. This new behavior does present a risk
and the appropriate follow up action will be
taken.”

On 11/14/19 at 10:13 a.m.,, an interview was
conducted with RN (Registered Nurse) #1, the
unit manager. When asked the process if she
were to find a resident on top of another resident
with his or her brief undone, RN #1 stated that
she would immediately separate the residents, do
an assessment on both residents "looking for any
signs of physical issues”. RN #1 stated that she
would make the physician aware and interview
the residents if able. RN #1 stated that she would
also report this incident immediately o the DON
{Director of Nursing) and Administrator. RN #1
stated that she believed the administrator
reported any incidents of alleged abuss to the
appropriate state agencies. When asked who
was the abuse coordinator, RN #1 stated that it
was the facility administrator. When asked if
could define sexual abusa, RN #1 stated that
sexual abuse was any type of forced sexual
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encounter that was nol consensual.

On 11/14/19 at 12:30 p.m., an interview was
conducted with LPN #3, the nurse who witnessed
both incidents on B/30/19. When asked if
Resident #14 was able to consent to any sexual
activity, LPN #3 slated, "Our brains didn't go
there.” LPN #3 stated that after the first incident,
her and the CNA brought Resident #44 back to
her room. LPN #3 then stated shortly after the
CNA grabbed her again and when she went into
the Resident #14's room, she saw Resident #44
actively putting money in Resident #14's mouth
and Resident #14's brief was undone. LPN #3
stated that they did not start rounding on Resident
#44 until after the second incident. LPN #3 stated
that they did not think the first incident was sexual
in nature but then thought the second incident
was a "weird situation.” LPN #3 stated that
looking back now, the first incident could have
been a sexual encounter. When asked if she had
reported the two incidents, LPN #3 stated that
she was not the assigned nurse for Resident #14
or Resident #44 and that she had let the assigned
nurse know, LPN # 3 also stated that she wrote a
witness statement that shift. LPN #3 confirmed
that she did not report these incidents to the
administrator or DON (Director of Nursing). When
asked who was the abuse coordinator, LPN #3
stated that DON or clinical manager was tha
abuse coordinator. When asked when 1o report
an allegation of any type of abuse, LPN #3 statsd
that allegations of abuse should be reported
immediately, “even in the middle of the night.*
LPN #3 confirmed that her witness slatement was
left at the facility for the DON when she retumed
to work the following Monday.

On 11/14/19 at approximately 3:00 p.m., an
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interview was conducted with ASM (administrative

| staft member) #1, the Administrator. When asked

| when she was made aware of the two incidents
between Resident #14 and Resident #44, ASM
#1 stated that she becams aware on 9/2/19 when
the interim VP (Vice President) of Operations had
notified her. ASM #1 stated that the nurse on shift
(LPN #1) had filled out a STARS report (incident
reporting system) on 8/30/19 that alerted the VP
of Operations aboul the incidents. When asked it
the VP of Operations is checking the Stars report
after hours on the waekend, ASM #1 stated that
she was not sure, ASM #1 also stated that she
was nol sure if stalf were checking email after
hours. When asked if she expected her staff to
report these two incidents sooner, ASM #1 stated
that in this particular situation, the staff did not

' fee! that the first incident was abuse, they just felt

| that the situation was "weird”. ASM #1 stated that
the staff went through the normal incident
reporling process. ASM #1 stated that Resident
#44 also had no previous history of sexual
behaviors, When asked about reporting the
second incident, ASM #1 stated that the second
incident “probably shouid have been reporied o
me* but then stated it was reported to her through
the incident management system. ASM #1 stated
that maybe reporting through the incident
management sysiem was “not the most afficient."
When asked when staff should report any

| aliegations of abuse, ASM #1 stated that
allegations of abuse should be reported
immediately to her (the abuse coordinator). ASM
#1 stated that abuse should be reported within

| two hours to the appropriate state agencies if

| abuse had caused bodily harm or within 24 hours.

' On 11/14/19 at 9:59 a.m., and 3:07 p.m.,
interviews were attempted with LPN #1, the !
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assigned nurse that shift on 8/30/19, She could
not be reached for an interview. A message was
left asking for a return call.

On 11/14/19 at 4:27 p.m., ASM #1, the
administrator and ASM #2, the DON (Director of
Nursing) were made aware of the above
concerns. No further information was presented
prior to exit,

-

The facility's abuse policy decuments in part, the
following: *...The facility will ensure that all alleged
violations of involving abuse, neglect, exploitation
or mistreatment...are reported to the
administrator of the facility and to other officials
{including 1o the state survey agency and adult
protective services where state law provides
jurisdiction in long term care facilities) in
accordance with State law through established
procedures. Reporting must occur immediately,
but not later than 2 hours afier the allegation is
made 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 allegation did not involve abuse or do not
result in serious bodily injury.”

(1) Lewy body dementia “(LBD) is a disease
associated with abnormal deposits of a protein
called alpha-synuciein in the brain. These
deposits, called Lewy bodies, affect chemicals in
the brain whose changes, in turn, can lead to
problems with thinking, movemeny, behavior, and
mood. Lewy body dementia is ane of the most
comman causes of dementia.” This information
was obtained from The National Institutes of
Health.
https://www.nia.nih.govhealiivwhat-lewy-body-de
mentia#what.
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F 622 Transfer and Discharge Requirements F622! 1. Resident#4, #45, #12, #67 and #55
ss=e CFR(s}: 483.15(c)(1)(I)H)(2)(i)-(iii) were readmitted to the facility without
) incident. Resident #70 was accepted
, §483.15(c) Transfer and discharge- - " )
| §483.15(c)(1) Facility requirements- for readmission to the facility but did
| (i) The facility must permit each resident to not refurn. ‘
remain in the facility, and not transfer or 2. Allresident who are discharged from
discharge the resident from the facility unless- the facility are at risk when the
(A) The transfer or discharge is necessary for the comprehensive care plan is not
resident's welfare and the resident's needs provided o the receiving facility.
cannot be met in the facility, , 3. Nursing staff will be educated on the
(B} The transfer or discharge is appropriate process for sending the comprehensive
| because the resident's health has improved lan to th iving faciity at th
sufficiently so the resident no longer needs the cre plan to tne receiving facility at the
services provided by the faclity; t"“e_ of discharge.
(C) The safety of individuals in the facility is 4. Clinical Managers or designee will
endangered due to the clinical or behavioral conduct ongoing audits of 100% of
slatus of the rasident; discharged resident's charts to ensure
(D) The health of individuals in the faCImV would care plan summaries are sent at the
otherwise be endangered; ; : e i
(E) The resident has failed, after reasonable and gl::hfrﬁm?rﬁ: L anlts wil
. . e QAPI commitiee.
appropriate nolice, to pay for (or to have paid 5. Date of Completion D
under Medicare or Medicaid) a stay at the facility.  Date of Completion December 27,
Nonpayment applies if the resident does not ' 2019
submit the necessary paperwork for third parly | !
payment or afler the third party, including
Medicare or Medicaid, denies the claim and the
resident refuses to pay for his or her stay. For a
resident who becomes eligible for Medicaid after
admission lo a facility, the facility may charge a
resident only allowable charges under Medicaid:
or
(F) The facility ceases 1o operate.
| (i) The facility may not transfer or discharge the
resident while the appeal is pending, pursuant to
§ 431.230 of this chapter, when a resident
exercises his or her right to appeal a transfer or
discharge notice from the facility pursuant to §
431.220{a)(3) of this chapter, unless the failure 1o
| discharge or transfer would endanger the health |
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Continued From page 39

or safety of the resident or other individuals in the
facility. The facility must document the danger
that failure to transfer or discharge would pose.

§483.15(c)(2) Documentation.

When the facility transfers or discharges a
resident under any of the circumstances specified
In paragraphs {c)(1)(i)(A) through (F) of this
section, the facility must ensure that the transfer
or dischargs is documented in the resident’s
medical record and appropriate information is
communicated to the receiving health care
institution or provider,

(i) Documentation in the resident's medical record
must include:

(A) The basis for the transter per paragraph {c)(1)
(i) of this section.

(B) In the case of paragraph (c){1)(i){A) of this
section, the specific resident need(s) that cannot
be met, facility attempts to meet the resident
needs, and the service available at the receiving
facility to meet the need(s).

(i) The documentation required by paragraph (c)
(2)(3} 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 section; and

(B) A physician when transfer or discharge is
necessary under paragraph (c}(1Xi)(C) or (D) of
this section,

(iii) Information provided to the receiving provider
must include a minimum of the following:

(A) Contact information of the practitioner
responsible for the care of the resident.

(B) Resident representative information including
contact information

(C) Advance Directive information

{D) All special instructions or precautions for

F 622
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ongoing care, as appropriate.

(E) Comprehensive care plan goals;

(F} All other necessary information, including a
copy of the resident's discharge summary,
consistent with §483.21(c)(2) as applicable, and
any other documentation, as applicable, to ensure
a safe and effective transition of care.

This REQUIREMENT s not met as evidenced
by:

Based on staff interviews, clinical record review
and facility documentation review, the facility staft
failed to send a copy of the comprehensive care
plan to include the residents goals after being
transferrad to the hospital for 6 of 38 residents in
the survey sample (Residents #55, #70, #67, #4,
#45, & #12),

The findings included:

1. Resident #55 was originally admitted to the
facility on 10/30/17 and readmitted on 10/10/19.
The current diagnoses included: Hypercalcemia
and Alzheimer's disease.

The quarterly Minimum Data Set (MDS) an
admissions assessment with an assessment
reference date (ARD) of 10/17/19, coded the
resident with a 6 of a total possible score of 15 on
the Brief Interview for Mental Status (BIMS),
indicating Cognitive skils for decision making
shows resident as being severely impaired for
daily decision making.

On 11/04H19, according to the facility's
documentation, Resident #55 departed the facility
with transport to the local hospital.

On 11/14/19 at approximataly, 12:16 PM an
interview was conducted with Licensed Practical
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Nurse (LPN}) #6. She was asked what documents
are sent when a resident is being admitled to the
hospital. LPN #6 stated, "l usually send the face
sheet, medication list, the bed hold policy, DNR
paper work and the vital signs. When asked if she
would normally include the care plan summary
with her documents, she stated, *No."

The above findings were shared with the
Administrator and Director of Nursing on 11/14/19
at approximately 4:30 PM. No further commenis
were made.

2. Resident #70 was originally admitted to the
facility on 10/06/19 and discharged on 10/18/19.
The current diagnoses included: Repeated Falls
and Spondylolisthesis.

The quarterly Minimum Data Set (MDS) an
admissions assessment with an assessment
reference date (ARD) of 10/13/19, coded the
resident with a 15 of a total possible score of 15
on the Brief Interview for Mental Status (BIMS),
indicating Cognitive skills for decision making is
intact,

The Discharge MDS assessment dated 10/18/19
- discharge return not anticipated.

On 10/18/19, according to the facility’s
documentation, Resident #70 departed facility
with transport to the local hospital.

On 11/14/19 at approximately, 12:16 PM an
interview was conducted with Licensed Practical
Nurse (LPN) #6. She was asked what documents
are sent when a resident is being admitted 1o the
hospital. LPN#6 stated, "l usually send the face
sheet, medication list, the bed hold policy, DNR
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paper work and the vital signs.

When she was asked if she would normally
include the care plan summary with her
documents, LPN #6 stated "No."

The abovs findings were shared with the
Administrator and Director of Nursing on 11/14/19
at approximately 4:30 PM. No further commenits
were made.

3. Resident #67's latest admission was 8/1/2019
with a transfer 1o the hospital occurring on
10/15/2019. The latest diagnosis included, but
not limited to, acute posthemorrhagic,
gram-negative sepsis, adult failure to thrive, and
cardiomyopathy.

Resident #67's most recent MDS (Minimum Data
Set) assessment was a 14 day Scheduled
Assessment with an ARD (assessment reference
date) of 8/14/2019. Resident #57 was coded as
moderate cognitive impairment scoring 14 out of
possible 15 on the BIMS (brief interview for
mental status} exam.

A review of Resident #67’s clinical record
revealed she was transfarred to the hospital on
10/15/2019 due to bloody BM and black tarry
stools, observed during change.

Clinicat record reviews conducted yielded no
evidence that care plan goals ware submitted to
the hospital upon transfer. An interview
conducted with the Unit Secretary (Other Staff
Member #4) on 11/14/2019 at approximately 3:35
p.m. inquiring about the status of the transfer of
care plan goals for Resident #67. Other Staff
Member #4 stated "We did not send the care plan
goals when she went out. We were not aware
that we needed to do that"
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Continued From page 43

The Facility Administrator was informed of the
findings during a briefing on 11/14/2019 at
approximaiely 4:15 p.m. The Facility did not
present any further information about the findings.
4. Resident #4 was initially admitted to the facility
on 10/28/2015. Resident #4's most recent
discharge to the hospital was on 10/02/2019 and
readmitted to the facility on 10/26/2019.
Diagnosis included but were not limited to, End
Stage Renal Disease, Dependence on Renal
Dialysis and Type 2 Diabetes Mellitus.

Resident #4's Minimum Data Set (an assessment
protocol) with an Assessment Reference Date of
11/04/2019 coded Resident #4 with a BIMS (Brief
Interview for Mental Status) of 13 indicating no
cognitive impairment. In addition the Minimum
Data Set coded Resident #4 as requiring
extensive assistance of 1 for bed mobility,
dressing and personal hygiene and total
dependence of 1 with {oilet use and bathing.

On 11/13/2019 at approximately 9:00 a.m., the
surveyor requested evidence that the
comprehensive care plan goals were sent with
the resident upon discharge to the hospital on
10/02/2019.

On 11/13/2019 at approximately 12:00 p.m., the
Administrator stated, *The resident was
transterred io the hospital from the dialysis
center.” The Surveyor asked, "Were the care
plan goals faxed or provided to the hospital?”
The Administrator stated, "I will check.”

On 11/14/2019 at approximately 1:00 p.m., the
Administrator stated, "The care plan goals were
not provided to the hospital. The nursing staff on

F 622
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Continued From page 44

Unit 2 have more experience than the nurses on
Unit 1 with sending the care plan goals to the
hospital when residents are discharged. The
nurses should have sent the care plan goals to
the hospital.”

The Administrator and Director of Nursing was
informed of the finding at the pre-exit meeting on
11/14/2019 at 4:25 p.m. The facility staff did not
present any further information about the finding.
5. Resideni #45 was admitted to the facility on
7/3/17 and readmitted on 11/9/19 with diagnoses
that included but were not limited to unspecified
dementia without behavioral disturbance, and
cervical spinal cord injury.

Resident #45's most recent MDS (minimum data
set) assessment was an annual assessment with
an ARD (assessment reference date) of 9/30/19.
Resident #45 was coded as being moderately
impaired in cognitive function scoring 12 out of
possible 15 on the BIMS (Brief Interview for
Mental Status) exam. Resident #45 was coded as
being totally dependent on one staff member with
all ADLs {activities of daily living), except with
meals.

Review of Resident #45's clinical record revealed
that he was transferred to the hospital on 11/6/19.
The following nursing note was documented:
“Resident is LOA {leave of absence) due to
having ab (abdominal pains) the whole day, and
at the 6 pm the pains were 30 mins (minutes)
apart..."

There was no evidence in the clinical record that
Resident #45's care plan or care plan goals were
sent with the resident upon transfer to the
hospital. Resident #45 returned 1o the facility on
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Continued From page 45
11/9/19.

On 11/14/19 at 10:27 a.m., an interview was
conducted with RN (Registered Nurse) #1, the
unit manager. Whan asked what documents were
sent with residents upon transfer to the hospital
for an acute change in condition, RN #1 stated
that nursing staff should send the face sheet, a
copy of medications, and the bed hold
notification. RN #1 stated that documents sent
with the resident should be documented in a
nursing note. RN #1 stated that she wasn't sure if
nurses were supposed to send the care plan or
care plan goals. RN #1 stated that she wasn't
aware of that.

On 11/14/19 a1 4:27 p.m., ASM #1, the
Administrator and ASM #2, the Director of
Nursing were made aware of the above concems.
No further information could be presented prior to
exit.

6. Resident #12 was admitted to the facility on
8/14/19 and readmitted on 11/11/19 with
diagnoses that included but were not limited to,
heart failure, dementia and diabetes. Resident
#12's most recent MDS (minimum data set)
assessmeant was a quarterly assessment with an
ARD (assessment reference date) of 814/19,
Resident #12 was coded as being moderately
impaired in cognitive function scoring 11 out of
possible 15 on the BIMS (Brief Interview for
Mental Status) exam.

Review of Resident #12's clinical record revealed
that he had been sent to the hospital on 11/7/19.
The following nursing note was documented in
part: "...1400 (2:00 p.m.) Resident presented with
confusion...Resident refused order for straight

Fe22
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cath. Pending CBC {complete blood count) and
BMP (basic metabolic panel). Placad on 02
{oxygen) via NC (nasal cannula) at 2 LPM (liters
per minute). 911 called. Transportad to {(name of
hospital) at 1530 (3:30 p.m.) via ambulance....*

There was no evidence in the clinical record that
Resident #12's care plan or care plan goals were
sent with the resident upon transfer to the

hospital.

On 11/14/19 at 10:27 a.m., an interview was
conducted with RN (Registered Nurse) #1, the
unit manager. When asked what documents were
sent with residents upon transfer to the hospital
for an acute change in condition, RN #1 stated
that nursing staff should send the face shest, a
copy of medications, and the bed hold
notification, RN #1 stated that documents sent
with the resident should be documented in a
nursing note. RN #1 stated that she wasn't sure if
nurses were supposed to send the care plan or
care plan goals. RN #1 stated that she wasn'
aware of that.

On 11/14/19 at 4:27 p.m., ASM #1, the
Administrator and ASM #2, the Director of
Nursing were made aware of the above concems.
No further information could be presented prior to
exit.

Facility poficy titled, “Transfer to Emergency
Room of Hospital,” did not address care plan
goals or the comprehensive care plan,

Notice of Bed Hold Policy Before/Upon Trnsfr
CFR(s): 483.15(d){t1}(2)

§483.15(d) Notice of bed-hold policy and return-

F 622

F 625

1.

Residents #4, #45, #12, and #55 were
all readmitted to the facility prior to the
survey without incident
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F 625 | Continued From page 47 F 625 All residents discharged from the
facility are at risk when bed hold
§483.15(d)(1) Notice before transfer, Before a information is not provided.
nursing faciiity transfers a resident to a hospital or Nursing staff will be educated on the
the resident goes on therapeutic leave, the process for providing bed hold
nursing facility must provide written information to information to the resident at the &
the resident or resident representative that L OULESL G UL LS
spacifies- of discharge.
(i) The duration of the state bed-hold poficy, if Clinical Managers or designee will
any, during which the resident is permitted 1o conduct ongoing audits of 100% of
fretlillm and resume residence in the nursing discharged resident's charts fo ensure
acllity, care plan summaries are sent at the
(ii) The reserve bed payment policy in the state ﬁa ¢ pf disch meries © L
plan, under § 447.40 of this chapter, if any; me of discharge. Resulls of audits wil
(iif) The nursing facility's policies regarding be shared with the QAPI comittee.
bed-hold periods, which must be consistent with Date of Completion December 27,
paragraph (e)(1) of this section, permitting a 2019
resident {o return; and
(iv) The information specified in paragraph (e)(1)
of this section.
§483.15(d)(2) Bed-hold notica upon transfer. At
the time of transfer of a resident for
hospitalization or therapeutic leave, a nursing
facility must provide to the resident and the
resident representative written notice which
specifies the duration of the bed-hold policy
described in paragraph (d)(1) of this section.
This REQUIREMENT is not met as evidenced
Based on staff interview, clinical record review,
and facility documentation review, the facility staff
failed to provide 4 of 38 residents in the survey
sample, and/or the resident representative, a
written bed hold notice when discharged to the
hospital (Residents #4, #45, #12, #55).
The tindings included:
The facility palicy titled-Life Care-Bed Hold
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included:

Policy Statement: It is the facility policy to inform
the resident or resident representative of the
durations of the bed-hold policy, if any, during
which the resident is permitted o return and
rasume residence when admitted to an acute
care facility or goes on therapeutic leave.
...Resident or Resident Representative will be
provided a ‘Notice of Bed Hold Palicy’ letter at
time of transfer; if not inmediately possible,
notification will be at first available opportunity.
-..Notice of bed hold policy will be provided with
transfer documenits.

1. Resident #4 was initially admitted to the facility
on 10/28/2015. Resident #4's most recent
discharge to the hospital was on 10/02/2019 and
readmitied to the facllity on 10/26/2019.
Diagnoses included but were not limited to, End
Stage Renal Disease, Dependence on Renal
Dialysis and Type 2 Diabetes Mellitus.

Resident #4's Minimum Data Set (an assessment
protocal) with an Assessment Reference Date of
11/04/2019 coded Resident #4 with a BIMS (Brief
Interview for Mental Status) of 13 indicating no
cognitive impairment. In addition the Minimum
Data Set coded Resident #4 as requiring
extenslve assistance of 1 for bed mobility,
dressing and personal hygiene and total
dependence of 1 with toilet use and bathing.

On 11/13/2019 at approximately 12:00 p.m., after
a request for evidence that the bed hold policy
was provided to the resident, the Administrator
staled, "The resident was transferred to the
hospital from the dialysis center.”
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On 11/14/2019 at approximately 1:00 p.m., the
Administrator stated, “The bed hold notice was
not provided to the resident or rasident
representative. The nursing staff on Unit 2 have
more experience than the nurses on Unit 1 with
sending the bed hold notice to the hospital when
residenis are discharged. The bed hold notice
should have been sent to the hospital.”

The Administrator and Director of Nursing was
informed of the finding at the pre-exit meeting on
11/14/2019 at 4:25 p.m. The facility statf did not
present any further information about the finding.
2. Resident #45 was admitted to the facility on
7/3/17 and readmitted on 11/9/19 with diagnoses
that included but were not limited 1o unspecitied
dementia without behaviora! disturbance, and
cervical spinal cord injury.

Resident #45's most recent MDS (minimum data
set) assessment was an annual assessment with
an ARD (assessment reference date) of 9/30/19.
Resident #45 was coded as being moderately
impaired in cognitive function scoring 12 out of
possible 15 on the BIMS (Brief Interview for
Mental Status) exam. Resident #45 was coded as
being totally dependent on one staff member with
all ADLs (activities of daily living), except with
meals.

On 11/13/19 at approximately 10:36 a.m., an
interview was conducted with Resident #45,
Resident #45 stated that he had recently come
back from the hospital. Resident #45 stated that
he did not receive bed hold notitication at the time
of his transfer.

Review of Resident #45's clinical record revealed

that he was transferred to the hospital on 11/6/19.

F 625
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There was no evidence in the clinical record that
written bed hold notification was sent with
Resident #45 upon transfer to the hospital on
11/6/19. Resident #45 returned to the facility on
11/9/19.

On 11/14/19 at 10:27 a.m., an interview was
conducted with AN (Registerad Nurse) #1, the
unit manager. When asked what documents were
sent with residents upon transfer to the hospital
for an acute change in condition, RN #1 stated
that nursing staff should send the face sheet, a
copy of medications, and the bed hold
notification. AN #1 stated that documents sent
with the resident should be documented in a
nursing note. RN #1 was asked to find evidence
that a bed hold notice was sent with Resident #45
upon transfer to the hospital. This information
could not be provided.

On 11/14/19 at 4:27 p.m., ASM #1, the
administrator and ASM #2, the DON (Director of
Nursing) were made aware of the above
concerns, No further information ¢ould be
presented prior to exit.

3. Resident #12 was admitted to the facility on
8/14/19 and readmitted on 11/19/19 with
diagnoses that included but were not limited to
heart failure, dementia and diabetes.

Resident #12's most recent MDS (minimum data
set) assessment was a quarterly assessment with
an ARD (assessment reference date) of 8/14/19,
Resident #12 was coded as being moderately
impaired in cognitive function scoring 11 out of
possible 15 on the BIMS (Brief Interview for
Mental Status) exam.

F 625
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Review of Resident #12's clinical record revealed
that he had been sent 1o the hospital on 11/7/19.
The following nursing note was documented in
part: "...1400 (2:00 p.m.) Resident presented with
confusion...911 called. Transported to (name of
hospial) at 1530 {3:30 p.m.) via ambulance....*

Thete was no evidence in the clinical record that
written bed hold notification was sent with
Resident #12 upon transfer to the hospital on
11/7/19. Resident #12 returned 1o the facility on
1141119,

On 11/14/19 at 10:27 a.m., an interview was
conducted with RN (Registered Nurse) #1, the
unit manager. When asked what documents were
sent with residents upon transfer to the hospital
for an acute change in condition, RN #1 stated
that nursing staff should send the face sheet, a
copy of medications, and the bed hold
notification. RN #1 stated that documents sent
with the resident should be documented in a
nursing note. RN #1 was asked to find evidence
that a bed hold nolice was sent with Rasident #12
upon transfer to the hospital. This information
could not be provided.

On 11/14/19 at 4:27 p.m., ASM #1, the
administrator and ASM #2, tha DON {Director of
Nursing) were made aware of the above
concems. No further information could be
presented prior to exit.

4. Resident #55 was originally admitted to the
facility on 10/30/17 and readmitted on 10/10/19.
The current diagnoses included: Hypercalcemia
and Alzheimer's disease.

The quarlerly Minimum Data Set (MDS) an

F 625
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admissions assessment with an assessment
referance date (ARD) of 10/17/19, coded tha
resident with a 6 of a total possible score of 15 on
the Brief Interview for Mental Status (BIMS}),
indicating Cognitive skills for decision making
shows rasident as being severely impaired for
daily decision making.

Review of the clinical record revealed a nurse's
note dated 11/04/19 at 12:36 AM which included
that the Resident's Daughter was present in the
room and updated about transfer to the hospital.
Left via stretcher at 8 PM was awake and alert at
that time.

No documentation was observed in the clinical
record which stated the facility staff provided
written information about the bed hold notice to
the resident and/or the resident representativa
prior to and/or upon transfer or within 24 hours.

The above findings were shared with the
Administrator and Director of Nursing (DON) on
11/14/19 at approximatety 4:30 PM. The DON
stated that no bed hold nolice was issued.
Encoding/Transmitling Resident Assessments
CFR(s): 483.20{1){1)-(4)

§483.20(f) Automated data processing
requirement-

§483.20(f)(1) Encoding data. Within 7 days after
a facility completes a resident's assessment, a
facility must encode the following information for
each resident in the facility:

(i) Admission assessment.

(i) Annual assessment updates.

(iii) Significant change in status assessments.
(iv) Quarterly review assessments.

F 825

F640| 1. MDS discharge assessment was
completed for resident #2.

2. Al residents who discharge from the
facility are at risk for nol having a
discharge assessment completed.

3. MDS Team lead will educale the
MDSC's on the importance of
completing timely discharge
assessments.
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F 640 | Continued From page 53 F640] 4. MDSC's will conduct bi-weekly audits
(v) A subset of items upon a resident’s transfer, for all discharged residents x 2 months
reentry, discharge, and death. to ensure a discharge assessment was
{vi) Background (face-sheet) information, if there completed. The resulis of the audits
is no admission assessment. will be shared with the QAP team.
§483.20(f)(2) Transmitting data. Within 7 days 5. Date of Completion December 27,
after a facility completes a resident's assessment, 2019

a facility must be capable of transmitting to the
CMS System information for each resident
contained in the MDS in a format that conforms to
standard record layouts and data dictionaries,
and that passes standardized edits defined by
CMS and the Stale,

§483.20(1)(3) Transmittal requirements. Within
14 days after a facility completes a resident's
assessment, a facility must electronically transmit
encoded, accurate, and complete MDS data to
the CMS System, including the foliowing:
{i)Admission assessment.

{ii) Annual assessment.

{iif) Significant change in status assessment.

(iv) Significant correction of prior full assessment,
(v) Significant correction of prior quarterly
assessment.

(vi) Quarterly review.

(vii) A subset of items upon a resident's transfer,
reentry, discharge, and death.

(viif) Background (face-sheat) information, for an
initial transmission of MDS data on resident that
does not have an admission assessment.

§483.20(f)(4) Data format. The facility must
transmit data in the format specified by CMS or,
for a State which has an alternate RAI approved
by CMS, in the format specified by the State and
approved by CMS.

This REQUIREMENT is not met as evidenced
by:
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Based on staff interview and clinical record
raview the facility staff failed to ensure a
discharge assessment (MDS) was completed for
1 of 38 residents (Residents #2), in the survey
sample.

The findings included:

The facility staff failed to complete a discharge
MDS assessment for Resident #2. Resident #2
was discharged from the facility and admitted to
another nursing facility on 07/18/19. The
diagnoses for Resident #2 included but not
limited to Dislocation of the right hip.

Resident #2's tast Minimum Data Set (MDS) was
an Annual Assessment with an Assessment
Reference Date of 07/25/19 coded Resident #2's
Brief Interview for Mental Status (BIMS) scoring a
15 out of a possible 15 indicating no cognitive
impairment. In addition, the MDS coded Resident
#2 requiring total dependence of one with
transfer, dressing, bathing and toilet use,
extensive assistance of one with personal
hygiene and bed mability for Activities of Daily
Living (ADL) care.

Review of Resident #2's clinical note dated
07/18/19 read in part: Resident discharged to
another facility via transport in a wheel chair.
Resident stable upon discharge.

An interview was conducted with MDS
Coordinator #1 on 11/14/19 at approximately 3:25
p.m. She reviewed Resident #2's clinical record
then stated, “Resident #2 was discharged to
another facility on 07/18/19." She said a
discharge MDS was not completed.” She said |
will do a discharge MDS assessment right now.
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On the same day at approximately 4:10 p.m., the
MDS Coordinator presenied a validation report of
the transmission of the assessment showing a
discharge MDS was created on 11/14/19 for a
discharge out of the facility on 07/18/19.

A briefing was held with the Administrator and
Director of Nursing on 11/14/19 at approximately
4:25 p.m. The facility did not present any further
information about the findings.

CMS's RAI Version 3.0 Manual {Chapter 1:
Resident assessment Instrument (RAI).
-Discharge Assessment-return not anticipated:
Must be completed when the resident is
discharge from the facility and the resident is not
expected to return 1o the facility within 30 days.
-Must be completed (ltem Z0S00B) within 14 days
after the discharge date (A200 + 14 calendar
days).

-Must be submitted within 14 days after the MDS
completion date (Z0500B + 14 calendar days).
Accuracy of Assessments

CFR(s): 483.20(g)

§483.20(g) Accuracy of Assessments.

The assessment must accurately reflect the
resident's status.

This REQUIREMENT is not met as evidenced
by:

Based on clinical record review, staff interview
and facility documentation, the facility staff failed
to ensure that 1 of 38 residents (Resident #30} in
the survey sample received a complete and
accurate Minimum Data Set (MDS) assassment.
Resident #30's quarterly MDS assessment with
an Assessment Reference Date (ARD) of
08/09/19 was coded incorrecily under Section G

F 640

F 641

MDS was corrected in section G to
include impairment on one side of
upper and lower extremity for resident
#30 on 1111319 prior lo survey team
exiting the building.

All residents have the potential to be
affected when MDS assessments are
not accurate,

The MDS Team Leader will educate
MDS staff on importance of timely and
accurate completion of MDS
assessments.
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F 641 Continued From page 56 F641] 4. MDS will conduct bi-weekly audits of
(Functional Limitations of Range of Motion). 10% of quarterly MDS's X 2 months for
o ) the residents’ functicnal stalus. The
The findings included: results of the audits will be shared with
Resident #30 was originally admitted to the facility QAP leam.
on 12/18/15. Diagnoses for Resident #30 5 ZD(;te of Completion December 27,
included but not limited 1o Cerebrovascular 9

Accident (CVA-stroke) with left hemiparesis
(weakness on one side of the body).

The current Minimum Data Set (MDS), a quarterly
assessment with an Assessment Reference Date
(ARD) of 09/09/19 coded the Resident #30 with a
15 out of a possible score of 15 on the Brief
Interview for Mental Status (BIMS) indicating no
cognitive impairment. In addition, the MDS coded
Resident #30 requiring total extensive assistance
of one with transfer, dressing, personal hygiene,
bathing, toilet use and bed mobility for Activities of
Daily Living (ADL) care.

Review of Resident #30's quarterly MDS
assessment with the ARD of 09/09/19, under
(Functional Limitation in Range of Motion) was
coded for no impairment to Resident #30's upper
or lower extremity.

Resident #30's comprehensive care plan with a
revision date of 09/12/19 documented resident
with self-care deficit - assistance required with
bathing, hygiene dressing and grooming related
to left hemiparesis status post CVA. The goal:
resident will continue lo assist with ADL care as
able with staff assist. Some of the interventions
to manage goals include but not limited to provide
hands on assist for affected side.

On 11/12/19 at approximately 11:21 a.m., an
interview was conducted with Resident #30,
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During the interview, Resident #30 used her right
hand to remove her left hand from underneath
her bed covers. Resident #30 stated "l haven't
been able to move my left side like anything since
my stroke years ago.”

An interview was conducted with MDS
Coordinator on 11/13/19 at approximately 9:05
a.m, She reviewed the quarterdy MDS with the
ARD of 09/09/119 and stated “I think the MDS may
have been coded incorrectly, but | will do an
assessment on Resident #30 and get back with
you.* On the same day at approximately 9:25
a.m., the MDS Coordinator stated "l assessed
Resident #30 for ROM (range of motions)
limitations, the MDS for 09/09/19 was coded
incorrectly." She said Resident #30 has ROM
(limitation) to her left side (upper and lower
extremity). The MDS Coordinator stated, "l will
modify the 09/09/19 quarterly MDS and correct
section the under functional limitation in range of
motion to include limitations on one side to both
upper and lowar exiremity."

A briefing was held with the Administrator and
Director of Nursing on 11/14/19 at approximately
4:25 p.m. The facility did not present any further
information about the findings.

CMS’ RAI Version 3.0 Manual (Chapter 1:
Resident assessment Instrument (RAl)

1). 1.3 Completion of the RAI (1) the assessment
accurately reflects the resident's status.

Goals: The goal of the MDS 3.0 revision are to
introduce advances in assessment measures,
increase the clinical relevance of items, improve
the accuracy and validity of the tool, increase the
resident's voice by introducing mare resident
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F 641 | Continued From page 58 F 641
interview ftems. Providers, consumers, and other
technical experts in the nursing home care
raquested that MDS 3.0 revision focus on
improving the tool's clinical utility, clarity, and
accuracy.
F 656 | Davelop/implement Comprehensive Care Plan F856| 1. The care plans for residents #6 and
8=k | CFR(s): 483.21(b)(1) #28 were updated o include
anticoagulation use. The care plan for
§483.21(b) Comprehensive Care Plans , )
§483.21(o)(1) The facility must develop and resident #47 was updated to include
implement a comprehensive person-centered the use of a psychotrpplc medication.
care plan for each resident, consistent with the The care plan for resident #45 was
resident rights set forth at §483.10(c)(2) and updated to reflect accurate ADL needs.
§483.10(c)(3), that includes measurable The care plan for resident for resident
objectives am_:l timeframes to meet a resident's #31 was updated to include
medical, nursing, and mental and psychosocial interventions for diabetes
needs that are identified in the comprehensiva 2. Residents who o
A . are receiving
assessment. The comprehensive care plan must tinsychofi . lati
describe the following - amipsychoic or anticoaguiation
(i) The services that are to be fumished to attain medication, who have a diagnosis of
or maintain the resident's highest practicable diabetes, or who require assistance
physical, mental, and psychosocial well-being as with ADL' S are at risk for not having a
required under §483.24, §483.25 or §483.40; and care plan that is person centered.
(ii) Any services that would otherwise be required 3. Staff will be educated on what shoutd
U"dﬁ’; 5333-2‘:- ?:53'25;’ §483.40 but are nl'?l; be included in @ comprehensive person
provided due to the resident’s exercise of rig .
under §483.10, including the tight to refuse centered care plan and the lrnporfance
treatment under §483.10(c)(6). of the care plan accurately reflecting
{iii) Any specialized services or specialized the resident's current status.
rehabilitative services the nursing facility will 4. A100 % audit of current resident care
provide as a result of PASARR plans will be conducted fo ensure a
recommendations. i a facility disagrees with the person centered care plan is in place
fintgiing? of t:]he PASdAm?. it m:;st irdicaiz its for those who are receiving
rationale in the resident's medical record. antipsvchoti - ;
(iv)In consuttation with the resident and the megcinonhiﬂgizﬁﬁg:gton
resident's representative(s)- ist ' h '? . .
(A) The resident's goals for admission and assislance or who have a diagnosis of
desired outcomes. diabetes. Interdisciplinary team will
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local contact agencies and/or other appropriate 5. Date of Completion December 27,

entities, for this purposae.

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

This REQUIREMENT is not met as evidenced
by:
Based on staff interview, clinical record review
and facility document review the facility staff failed
to develop a comprehensive care plan for 5 of 38
rasidents (Resident #6, #45, #47, #28 and #31) in
the survey sample,

2019

The findings included:

Facility policy titled, *Comprehensive Care Plan"
documented the following: "Purpose:
establishment, pericdic review of current
patient-centered plan of care for each resident to
assure a systematic, comprehensive approach to
assessing, planning, and pericdic review in
meeling resident's needs...Comprehensive Care
Plan will: Identify problem areas and address
associated risk factors, Culturally competent and
trauma-informed if applicable, Sound and
established goals, timetables, and objectives
monitored through measurable objectives and
outcomes,”

1. The facility staff failed to develop a care plan
for Resident #6 who was receiving an
anticoagulation medication (Coumadin-blood
thinner). Resident #6 was originally admitted to
the nursing facility on 11/2315. Diagnoses
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included but not limited to, Acute Embolism and
Thrombus of right lower extremity.

The current Minimum Data Set (MDS) a quarterly
assessment with an Assessment Reference Dale
(ARD) of 08/01/19 coded the resident with a 00 of
a total possible score of 15 on the Brief Interview
for Mental Status (BIMS), indicating severe
cognitive impaimment. The residents MDS was
coded for the usage of anticoagulant. The
saction N on the MDS under medications read as
follows: Indicate the number of DAYS the
resident receiving the medication during the last 7
days, the MDS was coded for receiving an
anticoagulant for 7 days.

The review of Resident #6's Physician Order
Sheet (POS}) indicated the original ordar for
Coumadin was started on 01/31/19; Resident
#6's comprehensive care plan did not include a
care plan for the use of an anticoagulation
medication.

An interview was conducted with MDS
Coordinator #1 on 11/13/19 at approximately
11:55 a.m. She reviewed Resident #6's, MDS
with an ARD date of 08/01/19, current physician
orders and her cara plan. When asked if there
should have been an anticoagulation care plan
created since the resident was taking the
medication Coumadin, she replied, “Yes, it
appears we did not put an anticoagulation care
planin place." She said, *| will develop an
anticoagulation care plan now."

An anticoagulation care plan was given to the
surveyor that was created on 1143/19 at 4:40
p.m., but only created after it was requested by
the surveyor from the MDS Coordinator on

F 656
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11/13/19 at 11:55 a.m. The review of the
anlicoagulation care plan included but not limited
to following information: Resident is at risk for
adverse bleeding refated to anticoagulant
/Coumadin use to manage a diagnosis of Deep
Vein Thrombus (DVT - blood clot). Goal: to
prevent and promptly detect and report bleeding
over the next review period 1/10/20. Some
Interventions to manage goal inciude but not
limited 10: give medication as ordered, report
bruising or bleeding to charge nurse, monitor for
signs and symptoms (s/s) of bleeding, raview
quarterly in care plans, monitor labs as ordered
and to make physician aware of abnormal lab
results and complaints.

A briefing was held with the Administrator and
Director of Nursing on 11/14/19 at approximately
4:25 p.m. The facility did not present any further
information about the findings.

2. Facility staff failed to develop an ADL (activities
of daily fiving) functional status care plan for
Resident #45.

Resident #45 was admitted to the facility on
7/317 and readmitted on 11/9/19 with diagnoses
that included, but were not limited to, unspecified
dementia without behavioral disturbance, and
cervical spinal cord injury. Resident  #45's most
recent MDS (Minimum Data Set) assessment
was an annual assessment with an ARD
(assessment reference date) of 9/30/19. Residant
#45 was coded as being moderately impaired in
coghnitive function scoring 12 out of possible 15
on the BIMS (Brief Interview for Mental Status)
exam. Resident #45 was coded as being totally
dependent on one staff member with alt ADLs
(activities of daily living), except with meals. In
Section V (Care Area Assessment ) (CAA)
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Summary, care area “ADL
Functional/Rehabilitation Potential® was triggered
on the assessment. A "1" was coded under
Section B. "Care Planning Decision” indicating
this care area would be care planned.

Review of Resident #45's comprehensive care
plan dated 10/8/19 failed to reflect Resident #45's
ADL status.

Review of Resident #45's November 2019 CNA
(Certified Nursing Assistant) -ADL tracking form
revealed that Resident #45 was extensive assist
fo totally dependent on one staff mamber with
most ADLs. Resident #45 needed supervision
only with meals.

On 11/14/19 at 3:19 p.m., an interview was
conducted with OSM (other staff member) #1, the
MDS nurse. When asked what a "one® means
under Saction B "Care Planning Decision* of the
CAA summary, OSM #1 stated that a "one"
indicated that that triggered area would be care
planned. When asked if ADL function should be
care planned for Resident #45, OSM #1 stated
that ADL function was typically on every care plan
to inform staff on how to provide assistance with
resident care. OSM #1 confirmed that ADL
funcion was missing from Resident #45's care
plan. OSM #t stated, "it's not there,*

On 11/14/19 at 4:27 p.m., ASM #1, the
Administrator and ASM #2, the Director of
Nursing were made aware of the above concemns.

3. Facility staff failed to develop a care plan to
reflect the use of an antipsychotic medication for
Resident #47.
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Resident #47 was admitted to the facility on
7/17/19 with diagnoses that included, but were
not limited o, Dementia without behavioral
disturbance, Alzheimer's disease with late onset,
mental disorder and anxiety disorder.

Resident #47's most recent MDS (Minimum
Data Sel) assessment was a quarterly
assessment with an ARD (assessment reference
date) of 10/8/19, Resident #47 was coded as
being severely impaired in cognitive function
scoring 09 out of possible 15 on the BIMS {Brief
Interview for Mental Status) exam. Resident #47
was coded in Section D (Mood) as having a meod
score of 00. Resident #47 was coded in Section
E0200 (Behaviors) as having one episode of
verbal behaviors. Resident #47 was coded in
Section | (Active Diagnoses) as having Dementia.
Resident #47 was not coded as having any active
psychiatric or mood disorders. Resident #47 was
coded in Section N (Medications) as receiving an
antipsychotic for 7 days during the seven day look
back period.

Review of Resident #47's November 2019 POS
(physician order summary) revealed that
Resident #47 was on the following medication:

1) Olanzapine (Zyprexa) (1) 2.5 mg (milligrams)
Tablet oral for Mental Disorders Frequency Hour
of Sleep.” This order was Initiated upon
admission on 7/17/19. There was no evidence in
Resident #47's clinical record indicating what
*Mental Disorder” Resident #47 had.

Raview of Resident #47's hospital discharge
instructions dated 7/17/19, failed to evidence an
appropriate diagnosis for the use of Zyprexa.
The foliowing was documented: *Continue these

F 656
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medications which have not changed...Olanzipine
2.5 mg PO (by mouth) TABS (tablets)."

Review of Resident #47's comprehensive care
plan dated 8/6/19 and revised 10/18/19 failed to
reflect that Resident #47 was taking an
antipsychotic, targeted behaviors associated with
antipsychotic use and an appropriate diagnosis
for the use of an antipsychotic.

Review of Resident #47's clinical record failed 1o
evidence any behavior monitoring.

On 11/14/19 a1 10:13 a.m., an interview was
conducted with RN (Registered Nurse) #1, the
unit manger. When asked if a resident is on a
psychotropic drug, shouid that medication be
reflected on the care plan, RN #1 stated that al}
psychotropic drugs should be addressed on the
care plan to alert staff to monitor for targeted
behaviors, side effects of the medication etc.
When asked the purpose of the care plan, RN #1
stated that the care plan was personalized 1o
identify specific needs of each resident.

On 11/14/19 at 11:46 a.m., an interview was
conducted with LPN (Licensed Practical Nurse)
#4, the nurse who frequently cared for Resident
#47. When asked if Resident #47 ever exhibited
any behaviors, LPN #4 stated that sometimes
Resident #47 was worried when she didn't
understand something about her care, but she
wouldn't say Resident #47 had anxiety. LPN #4
stated, "It's more if she's confused about a
treatment she harps on it until she gets all the
answers." When asked why Resident #47 was
taking Zyprexa, LPN #4 stated she was not sure
why she was on Zyprexa and she was not aware
that she had to monitor for any targeted/specific

F 656
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behaviors. When asked if she usually monitors
behaviors for Residents on antipsychotics, LPN
#4 stated that she would monitor for behaviors
specific to that person. When asked she would
know to monitor for behaviors, LPN #4 stated that
she would get that information in report and it
should be documented on the care plan.

On 11/14/19 at 4:27 p.m., ASM #1, the
Administrator and ASM #2, the Director of
Nursing were made aware of the above concems.
No further information was presented prior to exit.

(1) Zyprexa "atypical antipsychotic that is used
currently in the treatment of schizophrenia and
bipolar iliness.” This information was obtained
from The Naticnal Institutes of Health.
hitps://search.nth.gov/search?utig=
%E2%9C%93&affiliate=nih&query=Zyprexa.

4, For Resident #28, the facility staff failed to
develop a comprehensive person-ceniered care
plan to include anticoagulant medication.

Resident #28 was admitted to the facility on
08/02/2018. Diagnoses included but ware not
limited to, Atrial Fibrillation and Diabetes Mellitus.

Resident #28's Minimum Data Set {(MDS - an
assessment protocol) with an Assessment
Reference Date of 09/07/2019 was coded with a
BIMS (Brief Interview of Mental Status) score of
14 indicating no cognitive impairment. In
addition, the MDS coded Resident #28 as
requiring limited assistance of 1 with dressing and
personal hygiene, extensive assistance of 1 with
bed mobility, transfer and 1cilet use and total
dependence of 1 with bathing.

FORM CM5-2567(02-89) Pravious Versions Obsolela Event ID:8YDG1 Facikity ID: VAO276 If continuation sheet Page 66 of 105




DEPARTMENT OF HEALTH AND HUMAN SERVICES =g I i

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NOQ. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
495302 B. WiNG 11/14/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

1604 OLD DONATION PKWY

SENTARA NURSING AND REHAB CENTER-WINDERMERE VIRGINIA BEACH, VA 23454

(x4) 10 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORREGTION ous)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PAEFIX {EACH CORREGTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-AEFERENCED TO THE APPROPRIATE DATE
OEFICIENCY)
F 656 | Continued From page 66 F 656

On 11/14/2019 review of Resident #28's MDS in
Section N under "Medications Received” read as
follows: *“indicate the number of days the resident
received the following medications during the last
7 days ....... " The MDS was coded for receiving
anticoagulant for 7 days.

Review of Resident #28's Physician Order Sheet
on 11/14/2019 revealed an order for "Xarelto 20
MG (Milligram) tablet 1 tab (Tablet) Oral - One
Time Daily." Order Date: 08/05/2019.

On 11/14/2019 review of Resident #28's
comprehensive care plan did not include a care
plan for the use of an anticoagulant.

On 11/14/2018 at approximately 1:29 p.m., an
interview was conducted with MDS Coordinator
#1 and she was asked, "Is Resident #28 on an
anticoagulani?® MDS Coordinator #1 stated,
"Yes." When asked if the anticoagulant on the
resident's care plan, MDS Coordinator #1 stated,
"No. It should be on his care plan. | will revise
the care plan and provide you a copy of the
updated care plan." MDS Coordinator #1 was
asked, "What is the purpose of the care plan?"
MDS Coordinator #1 stated, "I's what we use to
know what care to provide to the resident.”

The Administrator and Director of Nursing was

informed of the finding at the pre-exit mesting on
11/14/2019 at 4:25 p.m. The facility staff did not
present any furthar information about the finding.

Definitions:

* Xarelto - Xarelto is approved by the FDA (Food
and Drug Administration) to help reduce the risk
of blood clots in common conditions like atrial
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fibrillation (Afib), deep vein thrombosis (DVT),
and pulmonary embolism (PE). W is also
approved for conditions for which no other
anticoaguiant has been appraved before, such as
coronary artery disease {CAD) and peripheral
artery disease (PAD).

Important Safety Information:

Xarelto may cause serious side effects, including:
Increased risk of bleeding. Xarello can causs
bleeding which can be serious, and may lead to
death. This is because Xarelto is a blood thinner
medicine {anticoagulant) that lowers blood
ciotling. During freatment with Xarelto you are
likely to bruise more easily, and it may take longer
for bleeding lo stop. You may be at higher risk of
bleeding if you take Xarelto and have certain
other medical problems.
(https://www.xarelto-us.comy).

5. For Resident #31, the facility staff failed to
develop a comprehensive person-centered care
plan o include Diabetes Mellitus.

Resident #31 was admitted 1o the facility on
11/04/2015. Diagnoses included but were not
limited to, Type 2 Diabetes Mallitus* without
complications and Vascular Dementia.

Resident #31's Minimum Data Set {MDS - an
assessment protocol) with an Assessment
Reference Date of 09/04/2019 was coded with a
BIMS (Brief Interview of Mental Status) score of 3
indicating severe cognitive impairment. In
addition, the MDS coded Resident #31 as
requiring limited assistance of 1 with eating, fotal
dependence of 1 with dressing, toilet use,
personal hygiene and bathing, and fotal
dependence of 2 with bed mobility and transfer.

F 656
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On 11/14/2019 review of Resident #31's
Physician Order Sheet for November 2019
revealed the following: “Trulicity 0.75 mg
(Milligram)/0.5 ml (Milliliter) subcutaneous pen
injector {0.75 mg) Pen Injector (ML)
Subcutaneous Frequency: One Time Weekly.
ICD - 10 E11.9 - Type 2 Diabetes Mellitus without
complications." Order Date: 08/09/2018.

Review of Resident #31's comprahensive
person-centerad care plan on 11/14/2019 did not
reveal a care plan for Diabetes Mellitus.

On 11/14/2019 at 3:30 p.m., an interview was
conducted with MDS Coordinator #1 and she was
asked if Resident #31 had a diagnosis of
Diabetes Mellitus. MDS Coordinator #1 stated,
"Yes." MDS Coordinator #1 was asked if
Diabetes Mellitus was addressad in his care plan;
the MDS Coordinator stated, "No, nothing.” When
asked if Diabetes Mellitus should ke included in
his care plan, MDS Coordinator #1 stated, "Yes. |
will revise his care plan and provide you a copy.”
MDS Coordinator #1 was asked what the purpose
of the care plan is. MDS Coordinator #1 stated,
“It's what we use to know whal care to provide to
the resider.”

The Administrator and Director of Nursing was

informed of the finding at the pre-exit meeting on
11/14/2019 at 4:25 p.m. The facility staff did not
present any further information about the finding.

Definitions;

* Type 2 Diabetes Mellitus - Diabetes means
your blood glucose, or blood sugar, levels are too
high. With type 2 diabetes, the more common
type, your body does not make or use insulin well.
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Insulin is a hormone that helps glucose get into
your cells to give them energy. Without insulin,
too much glucose stays in your blood. Over time,
high blood glucose can Jead 1o serious problams
with your heart, eyes, kidneys, nerves, and gums
and testh.
(hitps://medlineplus.gov/diabetes.type2.html)

* Trulicity - Once weekly Trulicity is not insulin. It
helps your body do what it is supposed to do
naturally-release its own insulin, responding when
your blood sugar rises. It's used along with diet
and exarcise to help lower your blood sugar and
A1C numbers. Serious side effects; Low blood
sugar {hypoglycemia) - Signs and sympioms of
low blood sugar may include dizziness or light
headedness, confusion or drowsiness, headache,
blurred vision, slurred speech, fast heartbeat,
sweating, hunger, shakiness, feeling jittery,
weakness, anxiety, irritability or mood changes.
Common side effects: The most common side
effects of Trulicity include nausea, diarrhea,
vomiting, abdominal pain and decreased appetite.
(https:/iwww.trulicity.com/about-trulicity/)

Care Plan Timing and Revision

CFR({s): 483.21(b)(2)(i)-(iii)

§483.21(b) Comprehensive Care Plans
§483.21(b)(2) A comprehensive care plan must
be-

(i) Developed within 7 days after completion of
the comprahensiva assessment.

(ii) Prepared by an interdisciplinary team, that
includes but is not limited to--

(A) The attending physician.

(B) A registered nurse with responsibility for the
resident.

(C) A nurse aide with responsibility for the

F 656

F 657 1. The care plan for resident #40 was
revised o include DNR status. The
care plan for resident #14 was revised
to include monitoring interventions
relaled to a recent incident involving

unwanted sexual advances from
another resident.

updated timely.

2. All residents have the potential to be
affected when care plans are not
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F 657 | Continued From page 70 F 657 MDS Team leader will educate
resident. Interdisciplinary team on the
(D) A member of food and nutrition services staff. impoﬂance of having accurate code
(E) To the extent practicable, the participation of status and potential areas for additional
the resident and the resident’s representative(s). monitoring on the resident's
An explanation must be included in a resident's gor
medical record if the participation of the resident comprehensive care plan.
and their resident representative is determined ; o
not practicable for the development of the Al 100?; zudut 0: U (Ll cac\ire
resident's care plan, plan will be con ycted to ensure. code
(F) Other appropriate staff or professionals in status on the res'xde'nl. care plan L
disciplines as determined by the resident's needs accurate. Interdisciplinary team will
or as requested by the resident. conduct weekly audits of 10% of
(ili)Reviewed and revised by the interdisciptinary resident’s care plans X 90 days to
team after each assessment, including both the ensure itis person centered. Audit
comprehensive and quarterly review results will be shared with QAP
assessments. committee
This REQUIREMENT is not met as evidenced N
by: Date of Completion December 27,
Based on staff interview and clinical record 2019
review the facility staff failed to revise the
comprehensive care plan for 2 of 38 residents in
the survey sample, Residents #40 and #14.
The findings included:
1. The facility staff failed to revise Resident #40’s
care plan to include a DNR (do not resuscitate)
order,
Resident #40 was admitted to the facility on
08/17/2019 with diagnoses that included but were
not limited to, Chronic Kidney Disease, Stage 3
and Acute Diastolic (Congestive) Heart Failurs,
Resident #40's Minimum Data Set (MDS-an
assessment protocol) with an Assessment
Aeference Date of 09/24/2019 coded Resident
#40 with a BIMS (Brief Interview of Mental Status)
scote of 08 indicating moderate cognitive
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Continued From page 71

impairment. In addition, the Minimum Data Set
coded Resident #40 as requiring total
dependence of 1 with transfer, dressing, toilet
use, personal hygiene and bathing and total
dependence of 2 with bed mobility.

On 11/13/2019 Resident #40's Comprehensive
Cara Plan was reviewed and revealed the
following: "(Resident Name) is a Full Code."

On 11/14/2019 review of Resident #40's
Physician Order Sheet For November 2019
revealed the following order: "Do Not
Resuscitate” Order Date; 11/06/2019,

On 11/14/2019 at approximately 9:00 a.m., a
copy of Resident #40's Advance Directives was
requested and at approximately 11:00 a.m., a
copy of Resident #40's Advance Medical Directive
and a "Durable Do Not Resuscitate Order* dated
11/06/2019 was received.

An interview was conducted with the Director of
Nursing (DON) on 11/14/2019 at 4:00 p.m. and
she was asked what Resident #40's code stalus
was. The DON stated, "She has an order for Do
Not Resuscitate.” Resident #40's care plan was
reviewed with the DON. The DON stated, "The
care plan should have been revised and changed
to "Do Not Resuscitate."

The Administrator and Director of Nursing were
informed of the finding at the pre-exit meeting on
11/14/2019 at 4:25 p.m. The facility staff did not
present any further information about the finding.

2. For Resident #14, facility staff falled to revise
her care plan after she was involved in an
incident of inappropriate sexual behaviors from

F 657
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Resident #44 on 8/30/19.

Resident #14 was admitted to the facility on
11/14/13 with diagnoses that included but were
not limited to dementia with behavioral
disturbance and muscle weakness.

Resident #14's most recent MDS assessment
was a quarterly assessment with an ARD
(assessment reference dale) of 8/20/19. Resident
#14 was coded as being severely impaired in
cognitive function scoring 01 out of possible 15
on the BIMS (Brief Interview for Mental Status)
exam. Resident #14 was coded in Section B as
sometimes being understood by staff and
sometimes understanding staff. Resident #14
was coded as requiring extensive assistance with
one staff member with bed mobility, and dressing;
and total dependence on staff with personal
hygiene.

Resident #44 was admitied to the facility on
3/23/17 with diagnoses that included but were not
limited to Schizophrenia, major depressive
disorder, anxiety disorder and dementia with
Lewy Bodies (1). Resident #44's most recent
MDS (minimum dala set) assessment was a
quarterly assessment with an ARD {assessment
reference date) of 9/30/19. Resident #44 was
coded as being intact in cognitive function scoring
15 out of 15 on the BIMS (Brief interview for
Mental Status) exam. Resident #44 was coded as
requiring limited assistance with one staff
member with transfers, locomotion, dressing, and
personal hygiene; and independent with bed
mobility and meals.

Review of Resident #14's nursing notes
documented two incidents of sexual behaviors
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from Resident #44. The following notes were
documented in Resident #14's chart:

"8/30/19: At 21:10 (9:10 p.m.) this nurse was
frantically grabbed by CNA (certified nursing
assistant) and asked for my help. | was brought to
resident's reom to find another resident (Resident
#44) face down on top of her legs with her brisf
undone. Other resident was assisted off this
resident. Resident was given a full skin
inspection; resident did not grimace or complain
of pain during inspection. Will continue 1o monitor
for possible injury.*

“8/30/19 at 1120 p.m.: 2 staff observed ancther
resident (Resident #44) in wheelchair at bedside
placing paper object into her mouth. When
investigated- there was a ten-dollar bill in
resident's mouth, which was removed whole, No
s/s (signs and symptoms) SOB (shoriness of
breath) or difficulty breathing. On examination,
resident appears to have no apparant injury from
either incident. Very awake, and alert with
confusion. Talking 1o herself, and able to move all
extremities with no ¢/o {complaints) of discomfort,
Will continue to monitor closely."

Review of Resident #14's comprehensive care
ptan daled &21/19 revealed that her care plan
was not revisad to reflect this incident with
Resident #44 (Resident #44's care plan was
revised).

On 11/14/19 at 10:13 a.m., an interview was
conducted with RN (Registered Nurse) #1, the
unit manager. The interview is documented in
part: When asked the process if she were to find
a resident on top of another resident with their
brief undone, AN #1 staled that she would

F 657
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immediately separate the residents, do an
assessment on both residents "looking for any
signs of physical issues...RN #1 stated that she
would document the incident in a progress notes
as well as the head 1o toe assessment. RN #1
stated that the care plan should also be revised
for both residents to alert staif on the incident
between the two residents. When asked the
purpose of the care plan, RN #1 stated that the
care plan was personalized o identify specific
needs of each resident. AN #1 stated that the
care plan should be revised if needed. When
asked who could revise the care plan, RN #1
stated that any floor nurse could revise the care
plan as well as MDS.

On 11/14/19 at 4:27 p.m., ASM #1, the
Administrator and ASM #2, the DON (Director of
Nursing) were made aware of the above
concerns. No further information was presented
prior to exit.

(1) Lewy body dementia "(LBD) is a disease
associated with abnormal deposits of a protein
called alpha-synuclein in the brain. These
deposits, called Lewy bodies, affect chemicals in
the brain whose changes, in turn, can lead to
problems with thinking, movement, behavior, and
mood. Lewy body dementia is one of the most
common causes of dementia.” This information
was obtained from The National Institutes of
Health.
hitps:/www.nia.nih.gov/health/what-lewy-body-de
mentiaf#what,

ADL Care Provided for Dependent Residents
CFR(s): 483.24(a)(2)

§483.24(a)(2) A resident who is unable to carry

F677| 1. Resident #45 fingemails were trimmed
prior o survey team exiting the building
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F 677 | Continued From page 75 F677| 2. Alresidents who are require
out activities of dally living receives the necessary assistance with nail care are at risk
services to maintain good nutrition, grooming, and when nail care is not provided.
personal and oral hygiene; 3. Nursing staff will be educated on the
Zhis REQUIREMENT is not met as evidenced process for providing resident nail care.
Y . ‘dents
Based on observation, resident interview, staff 4. A100% audit of all current residen
interview, clinical record review and facility will be conducted to ensure nails are
document review, it was determined that facility clean and trimmed. Clinical Manager
staff failed to provide fingemnail care for a or designee will conduct audits of
dependent residant for one of 38 residents in the resident's nails 3 x weekly for 4 weeks,
survey sample, Resident #45. then weekly for four weeks, then
) . . monthly for 2 months to ensure nail
The findings included: care is being provided. Audit will be
Resident #45 was admitted to the facility on sha_n'ad with QAEPI committee with
7/3/17 and readmitted on 11/9/19 with diagnoses revisions to action plan as needed
that included but were not limited to unspecified based on results.
dementia without behavioral disturbance, cervical 5. Date of Completion December 27,
spinal cord injury, and polyneuropathy (1). 2019
Resident #45's most recent MDS (minimum data
set) assessment was an annual assessment with
an ARD (assessment reference date) of 9/30/19,
Resident #45 was coded as being moderately
impaired in cognitive function scoring 12 out of
possible 15 on the BIMS (Brief Interview for
Mental Status) exam. Resident #45 was coded as
being totally dependent on one staff member with
all ADLs (activities of daily living), except with
meals.
On 11/13119 at approximately 10:36 a.m., an
Interview was conducted with Resident #45.
Resident #45 expressed concern that he would
like his nails cut and that the staff did not cut
nails. Resident #45 stated that staff naver offer to
cut his nails. When asked if he was able to cut his
own nails, Resident #45 stated that he may be
able to but that his hands are stitf and was
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. | nursing assistants) can cut fingemails if the

sometimes hard to move his fingers or open his
hands. When asked if he has asked staff to cut
his nails, Resident #45 slaled that the staff
wouldn't do it if he asked. An observation was
made of Rasident #45's fingernails at that time.
His nails on both hands were approximately 1/2
inch long. Resident #45 had black debris under
the lsft thumbnail.

Review of Resident #45's CNA (certified nursing
assistant) -ADL tracking form, revealed a section
that documenied “Nail Care.” This section was
blank for the months of Qctober and November
2019.

On 11/14/19 at 10:20 a.m., an interview was
conducted with Registered Nurse (RN) #1, the
unit manager. When asked who was responsible
for providing nail care including cutting
fingernails, RN #1 stated that CNA (certified

resident was not diabetic. When asked when
fingernails were cut, RN #1 stated that she was
not sure. RN #1 stated that if the nurses see that
fingernails are long, that they can also cut nails,
RN #1 staied that overall the floor nurse was in
charge of the resident. When asked if refusals for
nail care should be documented, RN #1 stated
that the nurse was supposed 1o document if a
resident refuses nail care and the care plan
should be revised if the resident frequently
refuses nail care.

Review of Resident #45's care plan dated 10/8/19
falled to evidence any refusals of fingarnail care.
There was no evidence that Resident #45 had an
ADL (activities of dally living) care plan.

On 11/14/19 at 10:30 a.m., an interview was
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conducted with CNA #2, the nursing assistant
assigned to Resident #45. When asked who
was responsible for cutting fingemails, CNA #2
stated that nursing aides did not cut any nails,
that the aide alerts the nurse if a resident needs
nails cut. When asked if she frequently worked
with Resident #45, CNA #2 stated that she
usually worked with Resident #45 on weekends
and periodically during the week. When asked if
sha noticed that his fingernails were long, CNA #2
siated that she didn't notice that day but that she
had noticed his toenails were very long. When
asked the timeframe (approximately how long)
Resident #45's toenails were long, CNA #2 stated
that she was not sure and that day (11/13/19) was
the first day in two weeks she was assigned to
Resident #45,

On 11/14/19 at 10:45 a.m., an interview was
conducted with LPN (Licensed Practical Nurse)
#2, Resident #45's assigned nurse. When asked
who was responsible for fingernail and toenail
care, LPN #2 stated that if a resident is diabetic,
they will send the resident out to podiatry as the
facility, from what he heard, did not have an
in-house podiatrist. LPN #2 stated that nurses
can cul fingernails for a diabetic resident. LPN #2
stated that CNAs can also cut fingernails in an
non-diabetic resident. When asked who cuts
toenails for a resident who is not diabetic, LPN #2
stated that nurses can cut toenails. LPN #2 also
stated that sometimes a volunteer group will
sometimes come in to do manicures for
residents. When asked if he frequently works with
Resident #45, LPN #2 stated that he has only
been working for a few months and that he has
been working with Resident #45 for
approximately two weeks, When asked if he had
noticed that his fingernails were long, LPN #2
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stated that he did not. When asked if he had
worked with Resident #45 the day prior 11/13/19
and that day, LPN#2 staled that he has been
working with Resident #45 but that he did not
notice his fingemails. LPN #2 was then asked to
follow this writer to Resident #45's room. On
10:46 a.m., another observation was made of
Resident #45's nails. Resident #45's fingernails
rernained to be 1/2 inch long, this time with no
debris underneath the left thumbnail. Resident
#45 stated at this time in front of the nurse that he
wanted his fingernails cut.

On 11/14/19 at 4:27 p.m., ASM (administrative
staff member) #1, the Administrator, and ASM #2,
the Director of Nursing were made aware of the
above concerns.

Facility policy titled, “Resident Hygiene and
Grooming," documents in part, the following:
"Staff will ensure that each resident will be; 1.
Given proper daily personal attention and care,
including skin, nail, and oral hygiene, in addition
to any specific care ordered by the attending
physician." Provision of daily, personal care will
be documented in the clinical record."

Foot Care

CFR(s): 483.25(b)(2){i)ii)

§483.25(b)(2) Foot care.

To ensure that residents receive proper treaiment
and care to maintain mobility and good foot
health, the facility must:

{i) Provide foot care and treaiment, in accordance
with professional standards of practice, including
to prevent complications from the resident's
medical conditiorn(s) and

(ii) If necessary, assist the resident in making

F 6877

F 687

The toenails for resident #45 were
timmed prior to survey team exiting
the building

All residents who require assistance
with nail care on feet are at risk when
nail care if not provided.

Staff will be educated on the process
for providing nail care on the fest.
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appointments with a qualified person, and
arranging for transportation to and from such
appointments.

This REQUIREMENT is not met as evidenced
by:

Based on observation, resident interview, staff
interview, facility document review and clinical
record raview, it was determined that facility staff
tailed to provide podiatry services for one of 38
residents in the survey sample, Resident #45.

The findings included:

Resident #45 was admitted 1o the facility on
7/3/17 and readmitted on 11/9/19 with diagnoses
that included but were not limited to unspecified
dementia without behavicral disturbance, cervical
spinal cord injury, and polyneuropathy (1).

Resident #45's most recent MDS (minimum data
set) assessment was an annual assessment with
an ARD (assessment referance date) of 9/30/19.
Resident #45 was coded as being moderately
impaired in cognitive function scoring 12 out of
possible 15 on the BIMS (Brief Interview for
Mental Status) exam. Resident #45 was codad as
being totally dependent on one staff member with
all ADLs (activities of daily living), except with
meals,

On 11/13/19 at approximately 10:36 a.m., an
interview was conducted with Resident #45.
Resident #45 expressed concern that he would
flike his finger nails cut and that the staff did not
cut nails. Resident #45 stated that staff never
offer to cut his nails. When asked if he was able
to cut his own nails, Resident #45 stated that he
may be able to but that his hands are stiff and it
was sometimes hard to move his fingers or open
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F 687 | Confinued From page 79 F 687 A 100% audit of current resident's

toenails will be conducted fo ensure
nails are clean and trimmed and
referrals to podiatry services are made
as needed. Clinical Manager or
designee will conduct audits of
resident's nails 3 x weekly for 4 weeks
then weekly for four weeks, then
monthly for two months to ensure nail
care is being provided. Audit will be
shared with QAP! committee with
revisions to aclion plan as needed
based on results,

Date of Completion December 27,
2019
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his hands. When asked if he has asked staff to
cut his nalls, Resident #45 stated that the staff
wouldn't do it if he asked. An observation was
made of Resident #45's fingarnails at this time.
His nails on both hands were approximately 1/2
inch long. Resident #45 had black debris under
feft thumbnail. Residant #45 did not express any
concerns regarding toenails at that time, His feet
were covered by his blankets.

On 11/14/19 at 10; 30 a.m., an interview was
conducted with CNA #2, the nursing assistant
assigned o Rasident #45, When asked who was
responsible for cutting fingemails, CNA #2 stated
that nursing aides did not cut any nails, that the
aide alerts the nurse if a resident needs nails cut.
When asked if she frequently worked with
Resident #45, CNA #2 staled that she usually
warked with Resident #45 on weekends and
periodically during the week. When asked if she
noticed that his fingernails were long, CNA #2
stated that she didn't notice that day but that she
had noticed his toenails were very long. When
asked the timeframe (approximately how long)
Resident #45's toenails were long, CNA #2 stated
that she was not sure that that day (11/13/19) was
the first day in two weeks she was assigned to
Resident #45. CNA #2 stated that Resident #45
had just recently that day complained of toenail
pain.

On 1114119 at 10:45 a.m., an interview was
conducted with LPN {Licensed Practical Nurse)
#2, Resident #45's assigned nurse. When asked
who was responsible for fingemall and toanail
care, LPN #2 stated that if a resident is diabetic,
they will send the resident out to podiatry as the
facility, from what he heard, did not have an
in-house podiatrist, LPN #2 stated that nurses
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can cut fingernails for a diabetic resident. LPN #2
stated that CNAs can also cut fingernails in an
non-diabetic resident. When asked who cuts
toenails for a resident who is not diabetic, LPN #2
slated that nurses can cut toenails. LPN #2 also
stated that sometimes a volunteer group will
sometimas come in to do manicures for
residents. When asked if he fraquently works with
Resident #45, LPN #2 stated that he has only
been working for a few months and that he has
been working with Resident #45 for
approximately two weeks. When asked if he had
noliced that his toenails ware long, LPN #2 stated
that he did not. When asked if he had worked
with Resident #45 the day prior 11/13/19 and that
day, LPN#2 stated that he has been working with
Resident #45 but that he did not notice his
tosnails. LPN #2 was then asked to follow this
writer fo Resident #45's room. On 10:46 a.m.,
another observation was made of Resident #45's
nails. Resident #45's toenails were observed to
be very long and his right toe thumbnail was
thickened. At this time Resident #45 was
complaining that his right toenail was causing him
pain. Resident #45 stated that he didn't know how
long it had been since his toenails were cut.

On 11/14/19 at 4:27 p.m., ASM (administrative
staff member) #1, the Administrator, and ASM #2,
the DON (Director of Nursing) were made aware
of the above concerns.

Facility policy titled, "Podiatry Services,"
documents in part, the following: “The facility
ensures that podiatry services are available to
patients and residents as necessary. The facility
will provide or obtain podiatry services as ordered
by the attending physician, physician assistant,
nurse practitioner, or clinical nurse specialist in

F 687
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accordance with applicable State law. Quatitied
personnel means that professional staff are
licensed, certified, or ragistered to provide
podiatry care services in accordance with
applicable Federal and State laws and
professional standards of practice including to
minimize complications from the resident's
medical condition(s)."
(1) Polyneuropathy- "Peripheral neuropathy refers
to the many conditions that involve damage to the
peripheral nervous system, the vast
communication network that sends signals
between the central nervous system (the brain
and spinal cord) and all other parts of the body."
This information was oblained from The National
Institutes of Health.
https://www.ninds.nih.gov/Disorders/Patient-Care
giver-Education/Fact-Sheets/Peripheral-Neuropat
hy-Fact-Sheet.
F 688 | Increase/Pravent Decrease in ROM/Mohility F 688 The order for the hand splint for
§s=D | CFRA(s): 483.25(c)(1)-(3) resident #44 was discontinued and
. resident care plan was updated to
§483.25(c) Mobility. PR
§483.25(c}(1) The facility must ensure that a refll'ecl il R A
resident who enters the facility without limited spiint. . ) )
range of motion daes not experience reduction in Allresidents who require adaptive
range of motion unless the resident's clinical equipment lo maintain range of motion
condition demonstrates that a reduction in range are al risk when the physicians order
of motion is unavoidable; and for the use of the equipment is not
. o followed.
§4B§3.25(c)(?) A resndent_wnh limited range of Nursing staff will receive education on
motl_on receives appropriate treatment and the importance of using adaptive
services 1o increase range of motion and/or to . tto maintain ROM and
prevent further decrease in range of motion. b AL SISE B
process for reporting and documenting
§483.25(c)(3) A resident with limited mobility resident refusals.
receives appropriate services, equipment, and
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F 688 | Continued From page 83 F68s| 4. Clinical Manager will conduct a 100%
assistance o maintain or improve mobility with audit of current residents who currently
the maximum practicable independence unless a have physician's orders for adaptive
reduction in lTlObilil'y is f:lemonstrably unavoidable. equipment to ensure physician’s orders
;‘;l_is REQUIREMENT is not met as evidenced are being followed. Clinical Manager

Based on staff interview, facility document review or "35'9",""" vl conduct ongoing audits
and clinical record review, it was determined that of physician orders to ensure the use of
facility staff failed to follow physician's orders and adaptive equipment as ordered or
plan of care for the application of a hand splint for documentation of the resident's refusal.
one of 38 residents in the survey sample, Audits to be conducted 3 x weekly for 4
Resident #44. weeks, then weekly for four weeks,

. then monthly for two months. Audit will
The findings includad: be shared wilh QAP commitiee with
Resident #44 was admitted to the facility on févisions 1o action plan as needed
3/23/17 with diagnoses that included but were not based on results.
limited to post stroke, muscle weakness, 5. Date of Complefion December 27,
Schizophrenia, major depressive disorder, and 2019
dementia with Lewy Bodies.
Resident #44's most recent MDS (Minimum Data
Set) assessment was a quarterly assessment
with an ARD (assessment reference date) of
9/30/19. Resident #44 was coded as being intact
in cognitive function scoring 15 out of 15 on the
BIMS (Brief Interview for Mental Stalus) exam.
Resident #44 was coded as requiring limited
assistance with one staff member with transfers,
locomotion, dressing, and personal hygiene; and
independent with bed mobility and meals.
Resident #44 was coded is Section G0400.
(Functional status) as having impairmenis 1o one
side of the body (upper and iower).
Review of Resident #44's Occupational Therapy
Discharge Summary revealed that Resident #44
was discharged from therapy services on 5/9/19.
The following in part was documented: “PT
(patient) and caregiver training: patient's
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caregivers engaged in education on proper
donning/doffing split (sic) and importance of skin
integrity checks. Discharge Recommendations:
24 hour care and Splintbrace...RNP {restorative
nursing program) n/a {not applicable).

Review of Resident #44's November 2019 POS
(physician order summary) documented the
following active order: "Apply hand roll to right
hand in AM & (and) take off during evening hours
R/T (related to) contractures.”

Review of Resident #44's care plan dated 7/23/19
and revised 10/8/19 documented the following:
“(Name of Resident #44) has coniracture of right
hand and right side weakness...Hand roll to right
hand."

On 11/13/19 at 9:53 a.m., 10:12 a.m., 12:17 p.m.,
1:36 p.m., and 3:00 p.m. observations were made
of Resident #44. She did not have her hand roll in
place to her right hand,

There was no evidence in the clinical record that
she refused her hand roll (splint) that day. There
was no evidence in Resident #44's care plan that
she refused the hand roll or removed the hand
roll.

Review of Resident #44's November 2019 TAR
(treatment administration record) revealed that
Resident #44's nurse had documented that
Resident #44's right hand splint was in place
during the day shift on 11/13/19,

On 11/14/19 at 11:34 a.m., an interview was

conducted with CNA (certified nursing assistant)
#3, Resident #44's CNA. When asked who was
responsible for putting on splints (hand rolls) on
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residents, CNA #3 stated that if a resident is on
restorative, the restorative aides place the splints
or the assigned nursing aide can place the
splinis. CNA #3 slated that Resident #44 was on
restorative for ambulation and that her regular
assigned aide (usually CNA #3) places her splint.
When asked if Resident #44 had her right hand
splint in place on 11/13/19, CNA #3 stated that
Resident #44 has refused so much in the past
that she stopped offering 1o placs it on Resident
#44. CNA #3 stated that she did not even offer on
11/13/18 to place her hand splint. When asked
the pracess if a resident continues to refuse hand
splints, CNA #3 stated that she would alert the
nurse. CNA #3 stated that she was not even sure
it Resident #44 still had an active order far the
hand splint. When asked how CNAs are made
aware of any changes in a residents status such
as pertinent orders, CNA #3 stated she is made
aware in a verbal report, that she did not have a
CNA gulde or reference to check to see if a
resident had an active order for splints. CNA #3
stated that she did not have access to the care
plan.

On 11/14/19 at 11:40 a.m., an interview was
conducted with a nurse on the unit, LPN
{Licensed Practical Nurse) #4. When asked who
was responsible for ensuring splints were in
place, LPN #4 stated that it was ultimately the
nurses responsibility for ensuring splints are in
Place per physician's order. LPN #4 stated that
nursing aides may be able to place a splint
depending on the order. When asked how
nursing aides were made aware that a splint
needs o be put on a resident, LPN #4 stated that
it should be on the ADL (activities of daily living)
chart for that specific resident. LPN #4 siated that
the ADL chart was a guide for CNAs to follow on

F 688
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how to care for each resident. LPN #4 stated that
the ADL guides were kept at the nurses station.

On 11/14/19 at 11:45 a.m., Residant #44's ADL
chart dated 11/2019, did not address her right
hand splint.

On 11/14/19 at 11:56 a.m., an interview was
conducted with RN (Registered Nurse) #1, the
unit manager. When asked who was responsible
for ensuring a splint was in place per physician's
order, RN #1 stated that she was not sure if
nursing aides were able to place splints, but that
the nurse was ultimately responsible. RN #1
confirmed that a splint should be on if thers is a
physician’s order for to to be on. RN #1 stated
that if a resident refuses to wear a splint, it must
be clearly documented in the clinical record and
care planned if refusals are frequent. RN #1
stated that frequent refusals may indicate that the
order needs to be changed. RN #1 stated that
she was not familiar with Resident #44,

On 11/14/19 at approximately 2:00 p.m., an
interview was conducted with LPN #2, Resident
#44's nurse. When asked who was responsible
for placing and splints on residents, LPN #2
stated that the CNAs will put on splints. When
asked about Resident #44's hand splint, LPN #2
stated, “CNAs put it on in the moming if she lets
them." When asked if she was wearing her hand
splint on 11/13/19, LPN #2 stated that he was not
sure if she was wearing it. LPN #2 stated that if
he documented on the TAR (treatment
administration record) that she was wearing it
then she was. When told LPN #2 about the above
observations and that her assigned CNA did not
offer to place the splint, LPN #2 stated that his
documentation on the November TAR must have
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been an accident. When asked if he placed her
splint, LPN #2 stated that he did not. LPN #2 also
stated that Resident #44 did not put her splint on
herself.

On 11/14/19 at 4:27 p.m., ASM (administrative
staff member) #1, the Administrator, and ASM #2,
the Director of Nursing were made aware of the
above concerns. A facility policy was requested
but rot received.

Free from Unnec Psychotropic Meds/PRN Use
CFR(s): 483.45(c}(3)(e}(1)-(5)

§483.45(e) Psychotropic Drugs.

§483.45(c}(3) A psychotropic drug Is any drug that
affects brain activities associated with mental
processes and behavior. These drugs include,
but are not limited to, drugs in the following
categories:

(i) Anli-psychotic;

(i) Anti-depressant;

(iii) Anti-anxiety; and

(iv) Hypnotic

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

§483.45(e)(1) Residents who have not used
psychotropic drugs are not given these drugs
unless the medication is necessary to treat a
specific condition as diagnosed and documented
in the clinical racord;

§483.45(e)(2) Flesidefnls who use psychotropic
drugs receive gradual dose reductions, and
behavioral interventions, unless clinically
contraindicated, in an effort to discontinue these
drugs;

F 688

F 758

The psychotropic medication for
Resident #47 was reviewed by the
attending physician.

Al residents who are receiving
psychotropic medication are at
potential risk for receiving unnecessary
medication,

Nursing staff will be educated on the
need for a proper diagnosis for the use
of psychotropic medications.

Clinical Manager or designee will
conduct a 100% audit of all current
residents who are receiving
psychotropic medication to ensure
there is a proper diagnosis for the use
of the medication. All new admissions
and cuent residents who are receiving
psychotropic medication will be
discussed at the weekly resident at risk
meetings to determine if there is a
proper diagnosis for the use of the
medication. Facility will follow
pharmacy consullant recommendations
regarding gradual dose reductions.
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§483.45(e)(3) Residents do not receive
psychotropic drugs pursuant to a PRN order
unless that medication is necessary o treat a
diagnosed specific condition thal is documented
in the clinical record; and

§483.45(e)(4) PRN orders for psychotropic drugs
are limited to 14 days. Except as provided in
§483.45(e)(5), if the atlending physician or
prescribing practitioner believes that it is
appropriate for the PAN order to be extended
beyond 14 days, he or she should document their
rationale in the resident's medical record and
indicate the duration for the PRN order.,

§483.45(e)(5) PRN orders for anti-psychotic
drugs are limited to 14 days and cannot ba
renewed unless the attending physician or
prescribing practitioner evaluates the resident for
the appropriateness of that medication.

This REQUIREMENT is not met as evidenced
by:

Based on staff interview, clinical record review
and facility document review, it was determined
that facllity staff failed to ensure one of 38
sampled residents, Resident #47, was free from
unnecessary psychotropic drugs.

The findings included:;

Resident #47 was admitted to the facility on
711719 with diagnoses that included but were not
limited to Dementia without behavioral
dislurbance, Alzheimer's disease with late onsel,
mental disorder and anxiety disorder. Resident
#47's most recent MDS (Minimum Data Set)
assessment was a quarterly assessment was an
ARD (assessment reference date) of 10/8/19.
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F 758 Results of audit will be shared with
QAPI commitiee.

5. Date of Completion December 27,
2019
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SUMMARY STATEMENT OF DEFICIENCIES

Resident #47 was coded as being seversly
impaired in cognitive function scoring 089 out of
possible 15 on the BIMS (Briaf Interview for
Mental Status) exam. Resident #47 was coded in
Section D (Mood) as having a mood score of 00.
Resident #47 was coded in Section E0200
(Behaviors) as having one episods of verbal
behaviors. Resident #47 was coded in Section |
{Active Diagnoses) as having Dementia. Resident
#47 was not coded as having any aclive
psychiatric or mood disorders. Resident #47 was
coded in Section N (Medications) as receiving an
antipsychotic for 7 days during the seven day look
back period,

Review of Resident #47's November 2019 POS
(physician order summary) revealed that
Resident #47 was on the following medication;

1) Olanzapine (Zyprexa) (1) 2.5 mg {milligrams)
Tablet oral for Mental Disorders Frequency Hour
of Sieep.” This order was initiated upon
admission on 7/17/19. There was no evidence in
Resident #47's clinical record indicating what
“Mental Disorder” Resident #47 had,

Review of Resident #47's hospital discharge
instructions dated 7/17/19, failed to evidence an
appropriate diagnosis for the use of Zyprexa. The
following was documented: “Continue these
medications which have not changed...Olanzipine
2.5 mg PO (by mouth) TABS (tablets).”

Review of Resident #47's comprehensive care
plan dated 8/6/19 and revised 10/18/19 failed to
reflect that Resident #47 was taking an
antipsychotic, targeted behaviors associated with
antipsychotic use and an appropriate diagnosis
for the use of an antipsychotic, Review of
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Resident #47's clinical record failed 1o evidence
any behavior monitoring.

Review of Resident #47's monthly pharmacy
raports since August 2019, revealed no
iregularities.

On 11/14/19 at 10:13 a.m., an interview was
conducted with RN (Registered Nurse) #1, the
unit manger. When asked the process if a
resident is admitted 1o the facility on an
anti-psychotic medication, RN #1 stated that if a
resident is admitted to the facility on an
anti-psychotic, nursing will first ensure a proper
diagnosis is attached to the order. RN #1 stated
that an AIMS (abnormal involuntary movement
scale) assessment will also be completed to
determine if the resident is presenting with any
long term side effects from the use of
anti-psychotics and if these side effects are the
resident’s basaline. RN #1 stated that nursing
staff should "Do a deeper dive 1o see how long
the resident has been on an anti psychotic."
When asked if nursing should monitor for
behaviors or any targeted behaviors for the use of
the anti-psychotic, RN #1 stated that every
nursing unit has behavioral monitoring sheets for
each resident who is on psychotropic drugs. RN
#1 stated that behaviors should be documented it
a resident is exhibiting a behavior. When asked if
a resident is on a psychotropic drug, if that
medication should be refiected on the care plan,
RN #1 stated that afl psychotropic drugs should
be addressed on the care plan to alert staff to
monitor for behaviors, side etfects of the
medication etc, When asked what the diagnosis
of “Mental Disorder” means, RN #1 stated that
this diagnosis should be clarified. RN #1 stated
that Mental Disorder could mean anything. RN #1
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stated that there has to be a specific diagnosis for
the use of an anti-psychotic. When asked if she
knew why Resident #47 was on Zyprexa, AN #1
stated that she was not familiar with Resident #47
and was not sure. AN #1 was asked to find out
why Resident #47 was on Zyprexa and any
behavior monitoring sheets she could find.

On 11/14/19 at 11:15 a.m., turther interview was
conducted with RN #1. RN #1 presented a
behavior monitoring sheet dated 11/2019 that
documented the following targeted behavior
“delusions.” AN #1 stated that she still could not
figure out why Resident #47 was on Zyprexa.
When asked what Resident #47's delusions were,
RN #1 slated she didn't know. "zeros* were
documanted on her behavior monitoring sheet
indicating that Resident #47 did not have any
delusions in November so far, When asked about
Resident #47's other behavior monitoring sheets,
RN #1 stated she could only find November so
far.

On 11/14/19 at 11:30 a.m., an interview was
conducted with CNA {certified nursing assistant)
#3, Resident #47's frequent CNA. When asked il
Resident #47 had exhibited any behaviors since
her admission, CNA #3 stated that maybe one
time Resident #47 hollered at friends visiting but
was not aware of any other behaviors. CNA #3
stated that she was not aware that she had to
monitor for any type of behaviors for Resident
#47.

On 11/14/19 at 11:46 a.m., an interview was
conducted with LPN (Licensed Practical Nurse)
#4, Resident #47's frequent nurse. When asked if
Rasident #47 ever exhibited any behaviors, LPN
#4 stated that sometimes Resident #47 was
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worried when she didn't understand something
about her care, but she wouldn't say Resident
#47 had anxiety. LPN #4 stated, "It's more if she's
confused about a treatment she harps on it until
she gets all the answars." When asked why
Resident #47 was taking Zyprexa, LPN #4 stated
she was not sure why she was on Zyprexa and
she was not aware that she had to monitor for
any targeted/specific behaviors. When asked if
she usually monitors behaviors for Residents on
antipsychotics, LPN #4 stated that she would
monitor for behaviors specific to that person.
When asked she would know to monitor for
behaviors, LPN #4 stated that she would get that
information in report and it should be documented
on the care plan.

On 11/14/19 at 11:55 a.m., RN #1 presented the
rest of Resident #47's behavior monitoring sheets
August 2019 through October 2019. Review of
the behavior monitoring sheets revealed that
Resident #47 had no delusions.

On 11/14/19 at 12:50 p.m., an interview was
conducted with ASM (administrative statf
member) #3, Resident #47's physician and the
maedical director. When asked why Resident #47
was taking Zyprexa, ASM #3 stated that she was
discharged from the hospital on the medication.
ASM #3 checked the hospital computer system
with this writer and found that between 2017 and
2018, Resident #47 was placed on the
medication (not in the facility) and was on it prior
to her recent hospilal admission. ASM #3 stated
that Resident #47 was on the medicalion for a
long period of time and was doing well so he did
not see a reason fo change it and stated "Why,
someone started her onit, | don't know." When
asked what targeted behaviors staff should be
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monitoring Resident #47 for, ASM #3 stated that
Resident #47 had dementia and some memory
deficits, but it was hard to say what her behaviors
were because she hadn't displayed any
behaviors. ASM #3 stated that if they stopped the
madication, whatever behaviors she had prior to
admission may come back. ASM #3 stated, "Why
mess with it?" ASM #3 stated that he could get
(name of a psych group) to come in and evaluate
Resident #47 but that it was hard to get psych
into nursing facilities. ASM #3 then stated that
maybe the psych group should come in if there
were questions as 1o why sha was taking the
medication, ASM #3 stated that maybe ha could
also talk to the family to see if anyone knew why
she was laking the medication. When asked what
the diagnosis of “Mental Disorder* means, ASM
#3 stated that that diagnosis could mean
anything, such as deprassion.

On 11/14/19 at 4:27 p.m., ASM #1, the
Administrator and ASM #2, the Director of
Nursing were made aware of the abova concemns.
The AIMS assessment could not be provided to
this writer for Resident #47.

No further information was presented prior o exit.
Afacility policy could not be provided.

(1) Zyprexa "atypical antipsychotic that is used
currently in the treatment of schizophrenia and
bipolar iliness."” This information was obtained
from The National Institutes of Health.
https://search.nih.gov/search?uti8=
%E2%9C%93&afliliate=nih&query=Zyprexa.

F 842 | Resident Records - Identifiable Information F842| 1. The LPN was educated on the

ss=D } CFR(s): 483.20(f)}(5), 483.70(i)(1)-(S) importance of accurate documentation

in a resident clinical record.
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F 842{ Continued From page 94 F B42 All residents are at risk when the
§483.20(f)(5) Resident-identifiable information, clinical record is inaccurate
(i) A facility may not release information that is Nursing staff will be educated on the
rgsident-idgntiﬁable to the p_ublic. ) ' importance of proper documentation to
(i) The facility may release information that is reflect an accurate clinical record to
remdent-udentu_ﬂable to &n agent only in include the use of adaptive equipment,
accordance with a contract under which the agent Clinical M desi i
agrees nol to use or disclose the information nica anager or esignee wi
except to the extent the facility itseif is permitted conduct ongoing audits of treatment
to do so. orders 3x weekly x two weeks, weekly

x two weeks, then monthly x two
§483.70(i) Medical records. months to ensure accurate
§483.70(i)(1) In accordance with accepted documentalion of adaptive equipment.
professional standards and practices, the facility Audils results will be shared with QAP
must maintain medical records on each resident committee and revised as needed.
IS Date of Completion December 27
(i) Complete: omplelion December 27,
(i) Accuratsly documented:; 2019
(i) Readily accessible; and
(iv) Systematically organized
§483.70(i)(2) The facility must keep confidential
allinformation contained in the resident's records,
regardless of the form or storage method of the
records, except when release is-
(i} To the individual, or their resident
representative where permitted by applicable law;
(ii) Required by Law;
(iii) For treatment, payment, or health care
operations, as permitted by and in compliance
with 45 CFR 164.,506;
{iv) For public heatih activities, reporting of abuse,
neglect, or domestic violence, health oversight
activities, judicial and administrative proceedings,
law enforcement purposes, organ donation
purposes, research purposes, or 1o coroners,
medical examiners, funeral directors, and to avert
a sarious threat to health or safety as permitted
by and in compliance with 45 CFR 164.512.
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§483.70(i}(3) The facility must safeguard medical
record information against loss, destruction, or
unauthorized use.

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

(i) The period of time required by State law; or
(ii) Five years from the date of discharge when
there is no requirement in State law; or

{iii) For a minor, 3 years after a resident reaches
legal age under State law.

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

(iii) The comprehensive plan of care and services
provided;

(iv} The results of any preadmission screening
and resident raview evaluations and
determinations conducted by the State;

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

(vi) Laboratory, radiology and other diagnostic
services reports as required under §483.50,
This REQUIREMENT is not met as evidenced
by:

Based on observations, staff interview, facility
document review, and clinical record review, it
was determined that facility staff inaccurately
documented that one of 38 residents (Resident
#44), had a right hand roll/splint in use.

The findings included:

Resident #44 was admitted to the facility on
3/23/17 with diagnoses that included but were not
limited to post stroke, muscle weakness,
Schizophrenia, major depressive disorder, and

F B42
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dementia with Lawy Bodies.

Resident #44's most recent MDS {minimum data
set) assessment was a quarterly assessment with
an ARD (assessment reference date) of 9/30/19.
Resident #44 was coded as being intact in
cognitive function scoring 15 out of 15 on the
BIMS (Brief interview for Mental Status) exam.
Resident #44 was coded as requiring limited
assislance with one staff member with transfers,
locomation, dressing, and personal hygiene; and
independent with bed mobility and meals.
Hesident #44 was coded is Section G0400,
(Functional stalus) as having impairments to one
side of the body (upper and lower).

Review of Resident #44's Occupational Therapy
Discharge Summary revealed that Resident #44
was discharged from therapy services on 5/9/19,
The following in part was documented: "PT
(patient) and caregiver training: patient's
caregivers engaged in education on proper
donning/doffing split (sic) and importance of skin
integrity checks. Discharge Recommendations:
24 hour care and Splint/brace...RANP (restorative
nursing program) n/a (not applicable).

Review of Resident #44's November 2019 POS
(physician order summary) documented the
following active order: “Apply hand roll to right
hand in AM & {and) take off during evening hours
R/T (related to) contractures.”

Review of Resident #44's care plan dated 7/23/19
and revised 10/8/19 documented the following:
"(Name of Resident #44) has contracture of right
hand and right side weakness...Hand rall to right
hand.”
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On 11/13/19 at 9:53 a.m., 10:12 a.m., 12:17 p.m.,
1:36 p.m., and 3:00 p.m, abservations were made
of Resident #44. She did not have her hand
roll/splint in place to her right hand.

There was no evidence in the clinical record that
she refused her hand roll {splint) that day. There
was no evidence in Resident #44's care plan that
she refused the hand roll or removed the hand
roll.

Review of Rasident #44's November 2019 TAR
(treatment administration record) revealed that
Resident #44's nurse had documented that
Resident #44's right hand splint was in place
during the day shift on 11/1319,

On 11/14/19 at 11:56 a.m., an interview was
conducted with AN (Registered Nurse) #1, the
unit manager. When asked who was responsible
for ensuring a splint was in place per physician's
order, RN #1 stated that she was not sure if
nursing aides werae able to place splints, but thai
the nurse was ultimately responsible. RN #1
confirmed that a splint should be on if there is a
physician's order for to to be on. RN #1 stated
that if a resident refuses to wear a splint, it must
be clearly documented in the clinical record and
care planned if refusals are frequent. RN #1
staled that frequent refusals may indicate that the
order needs to be changed. RN #1 stated that
she was not familiar with Resident #44,

On 11/14/19 at 11:34 a.m., an interview was
conducted with CNA (certified nursing assistant)
#3, Resident #44's CNA. When asked who was
responsible for putting on splints (hand rolls) on
residants, CNA #3 stated that if a resident is on
restorative, the restorative aides ptace the splints
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or the assigned nursing aide can place the
splints. CNA #3 stated that Resident #44 was on
reslorative for ambulation and that her regular
assigned aide (usually CNA #3) places her splint.
When asked if Resident #44 had her right hand
splint in place on 11/13/19, CNA #3 stated that
Resident #44 has refused so much in the past
that she stopped offering to place it on Resident
#44. CNA #3 stated that she did not even offer on
11/13/19 to place her hand spiint. When asked
the process if a resident continues to refuse hand
splints, CNA #3 stated that she would alert the
nurse. CNA #3 stated that she was not aven sure
if Resident #44 still had an active order for the
hand splint. When asked how CNAs are made
aware of any changes in a residents status such
as pertinent orders, CNA #3 stated she is made
aware in a verbal report, that she did not have a
CNA guide or reference to check to see if a
resident had an active order for splints. CNA #3
stated that she did not have access to the care
plan.

On 11/14/19 at 11:40 a.m., an interview was
conducted with a nurse on the unit, LPN
(Licensed Praclical Nurse) #4. When asked who
was responsible for ensuring splints were in
place, LPN #4 stated that it was ultimately the
nurses responsibility for ensuring splints are in
place per physician's order. LPN #4 stated that
nursing aides may be able to place a splint
depending on the order. When asked how
nursing aides were made aware that a splint
needs o be put on a resident, LPN #4 stated that
it should be on the ADL (activities of daily living)
chart for that specific resident. LPN #4 stated that
the ADL chart was a guide for CNAs to follow on
how to care for each residenl. LPN #4 stated that
the ADL guides were kept at the nurses station.

F 842
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Resident #44 ADL chart dated 11/2018, did not
address her right hand splint.

On 11/14/19 at approximately 2:00 p.m., an
interview was conducted with LPN #2, Residant
#44's nurse. When asked who was responsible
for placing and splints on residents, LPN #2
staled that the CNAs will pui on splints. When
asked about Resident #44's hand splint, LPN #2
stated, "CNAs put it on in the moming if she lets
them.” When asked if she was wearing her hand
splint on 11/1319, LPN #2 stated that he was not
sure if she was wearing it. LPN #2 stated that if
he documented on the TAR (treatment
administration record) that she was wearing it
then she was. When told LPN #2 about the above
observations and that her assigned CNA did not
offer to place the splint, LPN #2 stated that his
documentation on the November TAR must have
been an accident. When asked if he pfaced her
splint, LPN #2 stated that he did not. LPN #2 also
stated that Resident #44 did not put her spfint on
herself. When asked if nursing should ever
document that a treatment or medication was
administered when it was not, LPN #2 stated, "I
don't know, should 17" LPN #2 than stated that he
would find out,

On 1114119 at 4:27 p.m., ASM (administrative
staff member) #1, the Administrator, and ASM #2,
the DON (Director of Nursing) were made aware
of tha above concerns. Facility policy titled
documentation, did not address the above
concerms.
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§483.80 Infection Control

The facility must establish and maintain an
infection prevention and control program
designed to provide a safe, sanitary and
comfortable environment and to help prevent the
development and transmission of communicable
diseases and infections.

§4683.80(a) Infection prevention and contro!
program.

The facility must establish an infection prevention
and control program (IPCP) that must include, at
a minimum, the following elements:

§483.80(a)(1) A system for preventing, identifying,
reporling, investigating, and controlling infections
and communicable diseases for all residents,
staft, volunteers, visitors, and other individuals
providing services under a contractual
arrangement based upon the facility assessment
conducted according to §483.70(e) and following
accepled national standards;

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

(i) A system of surveillance designed to identify
possible communicable diseases or

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

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

(iii) Standard and transmission-based precautions
to be followed to prevent spread of infections;

PREFIX (EACH DEFICIENCY MUST BE FRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CoMPLETION
TAG REQULATORY DR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 880 | Continued From page 100 F 880 The LPN caring for resident #321 was
F 880 | Infection Prevention & Control F 880 educated on proper handwashing
$5=D | CFR(s): 483.80{a)(1}(2){4){e)(f)

procedures prior to surveyors exiting
ihe building. Resident #321 was
monitored for signs and symptoms of
infection with no adverse oulcomes
noted.

All residents receiving blood sugar
monitoring procedures are at risk when
proper hand hygiene is not followed.
Licensed nursing staff will be educated
on proper hand washing procedures
during blood sugar monitoring.

The clinical manager or designee will
conduct visual observations 3 x per
week x 8 weeks of licensed nursing
staff to ensure proper infection control
practices are being maintained during
blood sugar monitoring procedures.
Audit results will be shared with the
QAPI team and any further
observations of improper infection
control practices will resultin a
modification of the action plan

Date of Completion December 27,
2019
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{iv)When and how isolation should be used for a
resident; including but not limited to;

(A) The type and duration of the isolation,
depending upon the infectious agent or organism
involved, and

(B) A requirement that the isolation should be the
least restrictive possible for the resident under the
circumstances.

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

(vi)The hand hygiene procedures to be followed
by staff involved in direct resident contact.

§483.80(a)(4) A systern for recording incidents
identified under the facility’s IPCP and the
correclive actions taken by the facility.

§483.80(e) Linens.

Personnel must handle, store, process, and
transport linens so as to prevent the spread of
infection.

§483.80(f) Annual review.
The facility will conduct an annual review of its

IPCP and update their program, as necessary.
This REQUIREMENT is not met as evidenced
by:

Based on observations and staff interview the
facility staff failed to perform approptiate hand
hygiene after removing dirty gloves for 1 of 38
residents in the survey sample (Resident #321).

The findings included:;

On 11/13/2019 at 4:36 p.m., Licensed Practical
Nurse (LPN) #6 was observed applying clean
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gloves and remove a glucometer and biood
lesting supplies from the medication cart. LPN
#6 and the Surveyor entered Resident #321's
room and LPN #6 obtained a blood sample from
Resident #321 and checked the resident's blood
sample with the glucometer. LPN #6 retumed fo
the medication cart with the glucometer. LPN #6
removed her dirty gloves, performed hand
hygiene with hand sanitizer and applied clean
gloves. LPN #6 obtained germicidal wipes from
the container and cleaned the glucometer. LPN
#6 removed her dirly gloves and applied clean
gloves. LPN #6 failed to perform hand hygiene
after removing her dirty gloves. LPN #6 drew up
insulin into a syringe and went back to Resident
#321's bedside and administered the insulin to
Resident #321. LPN #6 went back to the
medication cant, disposed of the insulin syringe
and removed her dirty gloves and performed
hand hygisne with hand sanifizer.

On 11/13/2019 at 4:45 p.m., an interview was
conducted with LPN #6. The above cbservations
were reviewed with LPN #6,

LPN #6 was asked what should have done after
you removed your dirly gloves and before you
applied your clean gloves? LPN #6 stated, “| don't
know.* The Surveyor asked LPN #6, *Should you
have performed hand hygiene after removing
your dirty gloves and prior 1o applying the clean
gloves?” LPN #6 stated, "Yes."

The Administrator and Director of Nursing was

informed of the finding at the pre-exit meeting on
11/14/2019 at 4:25 p.m. The facility staff did not
present any further information about the finding.
F 921 | Safe/Functional/Sanitary/Comfortable Environ F 921
ss=E | CFR(s): 483.90(i)
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§483.90(i) Other Environmental Conditions
The facility must provide a safe, functional,
sanitary, and comforiable environment for
residents, staff and the public.

This REQUIREMENT is not met as evidenced
by:

Based on observations and staff interview the
tacility staff failed to provide a sanitary
environment in the kitchen which could potentially
affect most of the 35 current residents in the
survey sample,

The findings included:

On 11/13/2019 at 11:30 a.m., while dietary staff
were observed preparing lunch trays, under the
metal sink which is located next fo the steam
table and tray line cob webs and dust was
observed on the pipes.

On 11/13/2019 at 1:05 p.m., the Surveyor
observed cob webs and dust on the pipes under
the metal sink in the kitchen. The Surveyor
asked the Dietary Manager, *What do you see?"
The Dietary Manager stated, "I will get somecne
to clean the pipes.” The Dietary Manager was
asked if cob webs should be on the pipes under
the sink? The Dietary Manager stated, “No, | will
get someone to clean the pipes now.” The
Dietary Manager stated that cleaning the pipes
under the sink and counter was not on the
cleaning schedule and would have to add it to the
schadule.

The Administrator and Director of Nursing was

informed of the finding at the pre-exit meeting on
11/14/2019 at 4:25 p.m. The facility staff did not
present any further information about the finding.
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cleared by kitchen staff prior to the
survey team exiting the building

All residents are at risk when a sanitary
environment is not maintained

Dietary staff will receive education on
cleaning procedures to include
locations under the sink.

Administrator or designee will perform
weekly audits x 8 weeks of the kilchen
cleanliness fo include areas under the
sink. Results of the audils will be
shared with the QAP| team and revised
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