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Initial Comments

An unannounced biennial State Licensure
inspection was conducted 01/07/20 through
0100720, One complaint (VADDD47235 -
unsubstantiated with no deficiencies), was
investigated during the survey. Corrections are
required for compliance with the following Virginia
Rules and Regulations for the Licensure of
Nursing Fagilities,

The census In this 60 bed certified facility was BS
at the time of the suivey, The survey sample
consisted of 28 current resident reviews and 4
closed record reviews,

Non Compliance

The facility was out of compllance with the
following state licensure requirements:

This RULE: is not met as evidenced by:
12VACSE-371-110. Managerment and
administration,

Cross reference to F823, F625

12VACS-371-140. Policies and Procedures,
Cross reference fo F823, F625, F&B9, FBB5,
F7549, F760, FB80

12VAC5-371-150. Resident Rights.
Cross refarence to F623, F825

12VAC5-371-180. Infection Control.
Cross reference to FS880

12VACE-371-200. Director of nursing
Cross raeference fo F759 and F760

12VAGS-371-210. Nurse stafing
Cross referance to F759 and F760
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12VACS5-371-220. Quality of Care

Cross reference to FB884, F695, F750, F760

12VACS-371-250. Resident assessment and care

planning.

Cross reference {o F684, F605

Cars Planning

12VACSE-371-250 F cross referance F657

Infection Gontrol

12VACS-371-180 BB cross reference F880

Nursing Services

12VACSE-371-220 B cross reference FI895
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Initial Comments

An unannounced Emergsncy Preparedness
survey was conducted 01/07/20 through
01/08/20. The facility was found to be in
substantial compliance with 42 CFR Part 483.73,
Requirement for Long-Term Care Facilifies.
INITIAL COMMENTS

An unannounced Medicare/Medicaid standard
survey was conducted 01/07/20 through
01/09/20. One complaint (VAQD047235-
unsubstantiated with no deficlencies), was
investigated during the survey. Corrections are
required for compliance with 42 CFR Part 483
Federal Long Term Care requirements and
Virginia Rules and Regulations for the Licensure
of Nursing Facllities. The Life Safety Code
surveyireport will follow,

The census In this 60 certified bed facility was 55
at the time of the survey. The survey sample
consisted of 28 current Resident reviews and 4
closed record reviews,

Resident Rights/Exercise of Rights

CFR(s): 483.10(a){1)(2}(b)}1){2)

§483.10(a) Resldent Rights.
The resident has a right to a dignified existence,

self-dstermination, and communication with and

access to persons and services Inside and
outside the facility, including those specifisd in
this section,

§483.10(a){1) A facility must treat each resident
with respect and dignity and care for sach
rasident in a manner and in an environment that
promotes maintenance or enhancement of his or
her quality of lifs, recognizing sach resident's
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program particlpation.

Any deficlency staternent ending with 4n aélerick {"} denotes a deficlen

other safeguards provide sufficlent protection o fhe paflents. (Sea inst

ructions.) Excapt for nursing homes,
following the date of survey wh

ethar or nof a plan of correction is pravidsd, For tirsing homes,
days followlng the date these documents are made avallabio to the fecliity. 1f deficlencies are cf

oy which the Instiullon may be excused from corracling providing i is determined that

the findings stated above are disclosable 80 days
the above findings and plans of corraction are disclosable 14

ted, an approved plan of correction 18 requisite ta continued

FORM CMS-2567{02-95)} Previous Versions Cheolala

EventiD: TTUY

Faclity 1D VAG123

If continuation sheet Page 1 of 117



PRINTED: 01/31/2020

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (%1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULLDING GOMPLETED
c
495389 B, WING 01/09/2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 24 CODE
ENVOY OF WINCHESTER, LLC 10 LAUGK DR
’ WINCHESTER, VA 22603
X4 0 SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION Ihey
PREFI {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 550 | Continued From page 1 F 550
individuality. The facility must protect and

promote the rights of the resident.

§483.10(a)(2) The facility must provide equal F550

access to quality care regardless of diagnosis, I
severily of condltion, or payment source, A facility 1. Resident #6 had a dignity bag placed on

must establish and maintain Identical policies and their catheter bag an 1/8/2020.
practices regarding transfer, discharge, and the 2. Residents with catheter bags have the
provision of services under the State plan for all . .
residents regardiess of payment Sourcs, potential to be effected. No additional
catheters present in the facility at this

§483.10(b} Exercise of Rights. time,

The resident has the right to exercise his or her

vights as a resident of the facllity and as a citizen 3. Staff t‘? be re-educated on catheter care

or resident of the United States. . and privacy by the Director of Clinical
Services (DCS) or designee by

§483.10(b}{1) The facility must ensure that the 02/15/2020

resldent can exercise his or her rights without '

interference, coercion, discrimination, or reprisal 4. The DCS/designee to complete the

from the facliity. catheter monitoring tool for any

§483.10(0)(2) The resident has the right to be resident’s with catheters to ensure

frae of Interference, coercion, discrimination, and ' compliance is maintained three times a
reprisal from the Facility in exerclsing his or her . week for four weeks. Follow up based
rights and to be supported by the facility in the : s
axerclse of his or her rights as required under this on findings and rep (?rﬁed to the facilities
subpart. monthly QAPI meeting. Quality
This REQUIREMENT Is not mat as avidenced Monitoring schedule modified based on
by: .

Basad on cbservation, resident Inferview, staff findings.

interview, facllity document review and clinical 5. Date of compliance 2/15/2020.

record review, it was determined that facility staff
failed o malntain a resident's dignity for one of 32
residents in the survey sample, Resident # 8. The
facility staff failed to provide privacy for Resident
# &'s catheter, collection bag and urine inside the
collection bag was visible from the haliway.

The findings include;
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Resident # 8 was admitted fo the facility on
G7/02/19 with diagnoses that included but were
not limited to: heart failure, stage 4 kidney
disease and high cholesterol.

Resident # 6's most recent MDS (minimum data
set), a quarterly assessment with an ARD
{assessment reference date) of 10/22/19, coded
Resident # 6 as scoring a 14 on the brisf
interview for mental status (BIMS) of a score of 0
- 15, 14 - being cognitively intact for making dally
decisions. Resldent # 6 was coded as requiring
limited asslstance of one staff member for
activities of daily living. Section H "Bladder and
Bowel" coded Resldent # 6 as occasional
incontinance of bladder and continent of bowal.

On 01/07/20 at 1:17 p.m., observation revealed
Resident # 6 lying In bed, Observation of the
raom from the hallway revealed a catheter
collgction bag hanging on the right lower portion
of the hed. Observation of the catheter collection
bag failed to evidence a privacy bag over the
collection bag and urine inside the collection bag
was visible from the hallway.

On ©1/07/20 at 2:46 p.m., observation revealed
Resident # 6 lying in bed. Observation of the
room from the hallway revealed a catheter
coltection bag hanging on the right lower portion
of the bed. Observation of the catheter collection
bag failed to evidence a privacy bag over the
collection bag and urine inside the collection bag
was visible from the hallway.

On 01/07/20 at approximately 4:10 p.m., during
an Interview with Resldent # 8, the resident was
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informed of the observation of the catheter
collection bag being visible from the hallway.
When asked how it made them feel, Resident # 6
stated, “l wouldn't ke everyone to be watching it."

The POS [physician's order shest] dated and
signed by the physician on 12/27/19 for Resident
# 6 documented, *Foley catheter for comfort
measures.”

The comprehansive care plan for Resldent # 6
dated of 01/06/2020 failed to evidence care and
sarvices for an indwelling cathater.

On 04/08/2020 at 1:00 p.m., an interview was
conducted with LPN flicensed practical nurse] #
4. When asked about the care of a catheter
collaction bag for Resident #6, LPN # 4 stated, "It
should be positioned off the floor, below the
resident's bladdsr and placed in a privacy bag.”
Whan informed of the above observations LPN #
4 stated that the catheter collection bag should
have been placed in a privacy bag. When asked
if it was dignifiad for a resident's catheter
collection bag to be vigible from the hatiway LPN
# 4 stated no,

On 01/09/2020 at 11:14 aun., an interview was
conducted with ASM [administrative staff
member] # 2, director of nursing, regarding
Resident # 6's catheter collection bag not being
covered., When informed of the above
observations ASM # 2 agreed it was & dignity
issue for Resident #6 and stated, *If should have
been covered.”

On 01/08/2020 at approximately 5:50 p.m., ASM
# 1, the exacutive diractor and ASM # 2, director
of nursing, ASM # 3, reglonal director of clinical
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services and LPN # 5 traveling MDS coordinator,
were made aware of the findings.
No further infermation was provided prier fo exit,
F 623 | Notice Requirements Before Transfer/Discharge F 623
88=D | CFR{s}): 483.15(c}{3)-(6)(B)

§483.15(c)(3) Notice before transfer.

Before a facility transfers or discharges a
resident, the facility must-

{i} Notify the resident and the resident's
representative(s) of the transfer or discharge and
the reasons for the move In wilting and in a
language and manner they understand, The
facility must send a copy of the notica to a
representative of the Office of the State
Long-Term Care Ombudsman,

(i) Record the reasons for the transfer or
discharge In the resident's medical record in
accordance with paragraph (c){2) of this section:
and

(ifi) Inchude In the notice the items described in
paragraph {c}5) of this secton,

§483.15(c}{4) Timing of the notice,

{l) Except as spaclfied In paragraphs (c)(4)ii) and
{c)(8} of this saction, the notice of transfer or
discharge requirad under this section must be
made by the facility at least 30 days before the
resldent is transferred or discharged,

{ii} Notice must be made as scon as practicable
before transfer or discharge whan-

{A) The safety of individuals in the facillty would
be endangered under psragraph (S 1HC) of
this section;

(B) The heaith of individuals in the facllity would
be endangered, under paragraph L) IMD) of
this section;
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allow a more immediate transfer or discharge,
under paragraph (c){1}i)(B) of this section;

(D) An Immediate fransfer or dischargs is
required by the resldent's urgent medical needs,
under paragraph (e)(1){i}(A) of this section; or

(E) Aresident has not resided in the facility for 30
days.

§483.15(c){5) Gontents of the notice. The written
nofice specified in paragraph (c)(3} of this section
must includs the following:

{i) The reason for fransfer or discharge;

(i) The effective date of ransfer or discharge;
(iii} The location to which the resident is
transferred or discharged;

(iv} A statement of the resident's appeal rights,
inchuding the name, address {malling and email),
and felephone number of the entity which
receives such requests; and information on how
to obtain an appeal form and assistance in
completing the form and submitting the appeal
hearing request,

{v} The name, address (malling and emalf) and
telephone number of the Office of the State
Long-Term Cars Ombudsman;

(vi) For nursing facility residents with intellectual
and developmental disabiliies or related
disabllities, the matling and email address and
telephone number of the agency responsible for
the protection and advocacy of individuals with
developmental disabilities established under Part
€ of the Developmental Disabllities Assistance
and Bill of Rights Act of 2000 {Pub. 1., 106-402,
codified at 42 U.S.C. 15001 et seq.); and

{vil) For nursing facility residents with a mental
disorder or related disabilifies, the mailing and
email addrass and telsphone number of the

oD SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION x6)
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F 823 | Continued From page 5 F 823
{C) The resident's health improves sufficientiy to

F623

5.

On 1/9/2020 written notification was
sent to Resident Representative and
Ombudsman for resident #65.

All residents who transfer from the
facility have the potentlal to be
effected. Transfer/discharge quality
review was completed on 1/23/2020
for all discharges since 1/1/2020.
Follow-up based on findings.

Nursing staff re-educated on issuing the
transfer notice and social worker staff
re-educated on notifying the Resident
Representative and Ombudsman of
transfer by the DCS/designee by
2/15/2020,

DCS/designee to complete the
transfer/discharge quality monitor for
any discharges to ensure compliance is
maintained weekly for four weeks.
Follow up based on findings and
reported to the facilities monthly QAPI
meeting. Quality Monitoring schedule
modified based on findings.

Date of compliance 2/15/2020.
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agency responsible for the protection and
advocacy of individuals with a mental disorder
established under the Protection and Advocacy
for Mentally il individuals Act,

§483.15(c)(B) Changes to the notice,

If the information in the notlce changes prior to
effecting the transfer or discharge, the facility
must update tha reciplents of the notice as soon
: as practicable oncs the updatad information
becomes available. '

§483.15(c){8) Notice in advance of facility closure
In the case of facility closure, the indlvidual who is
the administrator of the facifity must provide
written notification prior to the impending closure
to the State Survey Agency, the Offlca of tha
State Long-Term Care Ombudsman, residents of
tha facility, and the resident representatives, as
well as the plan for the transfer and adequate
refocation of the residents, as required at §
483.70().

This REQUIREMENT Is not met as evidenced
by; -
i Based on staff interview, facility document
review, and clinical record review, It was
determined that the facility staff failed to provide
the resident representative and Ombudsman with
the required written notification of a hospital
transfer for one of 36 residents in the survey
sample; Resldent #85. The faciiity staff failed to
svidence that a written notification of a hospltal
transfer for Resldent #65 on 12/10/19, was
provided to the resident representative and
Ombudsman,

The findihgs Include:
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Resident #65 was admitted to the facility on
12/9/19. Diagnoses Included, but ara not fimited
to, brain cancer, aphasia, convulsions, epllepsy,
obesity, alcohol abuss, and adult failure to thrive.
Due to the short amount of time, the resident was
in the facility pricr to the hospital fransfer the MDS
{Minlmum Data Set) assessment had not been
completed. The admission nursing assessment
and admission nursing note dated 12/9/19,
documented the resident was alert and oriented
to person, place and fime.

A review of the clinical record revesled that the
restdent went to the hospitaj on 12/10/49 and did
not return to the facility. The record revealed a
doctor's note about 12/11/19 that documsnted,
*....past and current medical history of GBM
{glioblastoma multiforme of brain (2)), seizure
disorder, recurrent UTI {urinary tract infection)
and history of craniotomy for GBM resection
admiited with diagnosis of syncope, alterad
mental status with significant cognitive decline
and possibly UTI, She undarwent IV
(infravenous) antibictics, continue sterold, Vimpat
(1) and follow up with oncology group for
immunotherapy. She got transferred to SNF
(skilled nursing facillty) for PT/OT {physical
therapy and occupational therapy) and 24 hour
nursing care. She later had erratic behavior with
combative nature and not safe for her and other
residents, she was sent to ER (emergency room}
for psych {psychiatric) admission.”

On 1/8/20 at 2:25 PM In an interview with OSM
#1 (Other Staff Member - the Director of Social
Services), she stafed that she usually sends a
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notice to the family and the same notice is sent to
the Ombudsman. OSM #1 stated that for
Resident #65 she did not have the family and
ombudsman nolice for this hospital transfer, She

stated she missed doing it.

Areview of a "Notice of Transfer and Bed Hold
Policy For residents transferting to ED or
hospital® form that OSM #1 stated she serids out
but did not in this case, documented;

The purpose of this lefter is fo inform you that
after carsful consideration, (resident name) was
sent to an acute care medical center on (date),
The transfer was necessary for (histher) walfare
and (hisfher} medical neseds could not be metin
this facility. (Resident name) was transferred to
(hame of hospital and address.)

Notice of Bed Hold Policy:

You are being sent to the hospital today. #you
are a MedicaidMedicara resident and you are
admitted to the hospital, Virginia Madicaid and
Medicare does not pay to hold your bed,
Whatever your payment source, unless the

i nursing home Is pald to reserve the bed while you
are in the hospital, the nursing home may move
somecne else Into your room. Howaver, even if
the nursing home is not paid to hold your bed,
you may have the right to return as soon as a bad
is available in a semi-private room in this nursing
home as long as you still need the services
provided by this nursing home {and, if you are on
Medicaid, you are efigible for Medicaid nursing
nome services.) .

if the nursing home does not readmit you to the
first available bed in a semi-private room when
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you are ready to leave the hospital -
You have the right 1o appeal.....
You may also file a complaint.....
For help In filing an appeal or a complaint...,

Bed Hold:

If you wish to hold your bed at (facility) during
your hospltalization, you will be responsible tc pay
privately for the room at the facliities per diem
rate. Onca you hold the bed, the enly reason that
you would not be able to be admitted to {facility)
is if;

1. The level of care required is not proviled at
(facility)

2, The patient is judged by the physician to be of
danger to themselves or others,

3. The resident at the time of readmission has an
outstanding payment to the nursing home for
which they are responsible.

On 1/G8/20 0359 PM, in an interview with LPN #2
{Licensed Practical Nurse), when asked about the
paper work provided fo the hospital for a resident
transfer, LPN #2 stated, "Faceshest, med
[medication] Hst, bed hold, care plan, transfer
form, SBAR (Situation, Background, Assessment,
Recommendation) form, and DNR (Do Nct
Resuscitate).” Whan asked where staff
document this information provided fo the
hospital, LPN #2 stated, "Usually documented on
the fransfer form or make a nofe of what was
sent”

Review of the clinical record revegled the
*Nursing Home to Hospltal Transfer Form® dated
12/10/19. This form did not document that written
notification was provided to the resident
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repregsentative and Ombudsman,

A review of the clinical record failed to reveal any
nursing or social worker notes that documented
that written notification was provided fo the

i resident representative and Ombudsman,

Areview of the facility policy, "Transfer/Discharge
Notification & Rights to Appeal” documented,
*...Notice Before Transfer: Before a center
transfers or discharges a resldent the center
must: *Notify the resident and resident
representative(s) of the fransfer or discharge and
the reasons for the move in writing (in a language
; and manner they understand);, “The Center must
1 send a copy of the noflce to a representative of

i the Office of the State Long-Term Care
Ombudsman; *Record the reasons for the
transfer or discharge in the resident's medicaj
record. Timing of the Notice: Notice of transfer
or discharge must be made 30 days prior to
resldent is transferred or discharged except
when.....An immediate transfer or discharga is
required by the resident's urgent medical
naeds,...Notices must be made as soon as
practicable before transfer or discharge. *Nofe:
Notices to the ombudsman in these situations
can be sent when practicable, such as a list of
residents on a monthly basis..."

On 1/8/20 at 5:50 PM, ASM #1 {Administrative
Staff Member - the Executive Director) and ASM
#2 {the Director of Nursing) were made aware of
the findings, Mo further information was provided
by the end of the survey.

References:
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1. Vimpat - 1s used to freat seizures,
Information obtsined from
hitps:#imediinepius.govidruginfo/meds/ag09028.h
tmi
2. Glicblastoma is a mallgnant {cancerous) brain
tumeor ihat develops from a specific type of brain
cell called an astrocyte, This information was
obtained from the website:
hitps:/irarediseases.info.nih.gov/diseases/249 /gl
ioblastoma
F 625 | Notice of Bed Hold Policy Before/Upen Trnstr F 825

85=D | GFR(s): 483.15(d)}{1)(2)
§483.15(d) Notice of bed-held policy and return-

§483.15(d)(1) Notice before transfer, Before a
nursing facility transfers a resident to a hospltal or
the resident goes on therapeutic leave, the
nursing facilify must provide written Information to
the resident or roesident representative that
specifies-

{i) The duration of the state bad-hald policy, if
any, during which the resident is permitted to
return and resume residance in the nursing
facliity;

{i) The reserve bad payment policy in the state
plan, under § 447 40 of this chapter, if any:

{iil) The nursing facility’s policies regarding
bad-hold perlods, which must be consistent with
paragraph (=){1) of this section, permitting a
resident to return; and

{iv} The information specified in paragraph (e){1)
of this section,

§483.15(d)}{2) Bed-hold notice upon transfer, At
the time of transfer of a resident for
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described in paragraph (d)(1} of this secticn.
This REQUIREMENT s not met as evidenced
by:

Based on staff inferview, clinical record review,
and facility document review, it was determined
that the facility staff falled to provide a written bed
hold notice upon a hospital transfer for 1 of 38
residents in the survey sample; Resident #65,
The facility staff falled to evidence that a bed hold
nolice was provided upon Resident #65's hospital
fransfer on 12/10/18.

The findings include:

Resident #65 was admitted to the facility on
12/9/189. Diagnoses included, but are not limited
to, brain cancer, aphasia, convulsions, epilepsy,
obasity, alcohol abuse, and adult failure to thrive.
Due to the short amount of time, the resident was
in the facility prior to the hospital transfer the MDS
{Minimum Data Sat) assessment had not baen
completed, The admisslon nursing assessment
and admission nursing note dated 12/8/19,
documented the resident was alert and criented
to person, place and ime.

A review of the clinlcel record revealed that the
resident went to the hospital on 12/10/19 and did
not return to the facllity. The record revealed a
doctor's note about 12/11/18 that documented,
"....past and current medical history of GBM
(glioblastoma multiforme of brain (2)}, selzure
disarder, rectarent UTI (urinary fract infection)
and history of craniotomy for GBM resection
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hospitalization or therapeutic leave, a nursing
facHity must provide to the resident and the
resident representative written notice which
specifies the duration of the bed-hold policy F625

1. On 1/9/2020 written notification was
sent to Resident Representative for

resident #65.

2. All residents who transfer from the

facility have the potential to be

effected. Transfer/discharge quality
review was completed on 1/23/2020

for all discharges since 1/1/2020.
Follow-up based on findings.

3. Nursing staff re-educated on issuing the
transfer notice and social worker staff
re-educated on notifying the Resident
Representative and Ombudsman of

transfer by the DCS/designee by

2/15/2020.

4. DCS/desighee to complete the

transfer/discharge quality monitor for
any discharges to ensure compliance is.

maintained weekly for four weeks.
Follow up based on findings and

reported to the facilities monthly QAPI
meeting. Quality Monitoring schedule

modified based on findings.

5. Date of compliance 2/15/2020.

I
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admitted with diagnosis of syncope, altered
mental status with significant cognitive decline
and possibly UTIL,  She underwent IV
(intravenous) antibiotics, continue steroid, Vimpat
(1} and follow up with oncology group for
immunotherapy. She got transferred to SNF
(skilled nursing facliity) for PT/OT {physical
therapy and occupational therapy) and 24 hour
nursing care, She later had efraiic behavior with
combativa nature and not safe for her and other
residents, she was sent to ER (emergency room)
for psych (psychiatric) admission."

On 1/08/20 03:59 PM, in an interview with LPN #2
{Licensed Practical Nurss), regarding residents
transfers to the hospltal and the paper work sent
to the hospltal, LPN #2 stated, “Faceshest, med
imedication] ist, bed hold, care plan, fransfer
form, SBAR (Situation, Background, Assessment,
Recommendation) form, and DNR (Do Not
Resuscitate)." When asked where staff
document the paper work provided to the
hospitat, LPN #2 stated, "Usually documented on
the transfer form or make a note of what was
sent.”

Review of the clinical record revealed the
“Nursing Home to Hospltal Transfer Form" dated
12/10/19. This form dlid not documsnt that bed
held notica was provided to the resident and or
resident representative,

A review of the clinlcal record failed to reveal any
nursing or social worker notes that decumentad
that the bed hold notice was provided to the

 resident and or resident representative on

transfar to the hospital on 12110118,
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On 1/8/20 at 2:25 PM in an interview with OSM
#1 (Other Staff Member - the Director of Social
Services), she stated that she usually sends a
notice to the family and the same notice is sent to
the Ombudsman. This form also contalned
information about bed holds. QSM #1 stated that
for Resident #68 she did not have the family and
ombudsman notlee for this hospital transfer. She
stated she missed doing it,

A roview of a "Notice of Transfer and Bed Hold
Policy For residents transferring fo ED
{emergency depariment] or hospital” form that
QSM #1 stated she sends out but did not in this
case, documented:

The purpose of this letter is fo inform you that
after careful consideration, {resident name) was
sent to an acute care medical canter on (date),
The transfer was necessary for (hisfher) weifare
and (hisfher) medical needs could not be met in
this facility. (Resident name) was transferred to
{name of hospital and address.)

Notice of Bed Hald Policy:

You are being sent to the hospital today. 1fyou
are a Medicald/Medicare resident and you are
admitted ta the hosphal, Virginia Medicaid and
Medicare does not pay to hold your bed.
Whatever your payment source, unless the
nursing home Is paid to reserve the bed while you
are in the hospital, the nursing home may move
someone else Into your room, However, aven if
the nursing homs Is not paid to hold your bed,
you may have the right to return as soon as a bed
is avallable in a semi-private room in this nursing
home as long as you still need the sarvices
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Continued From page 15

provided by this nursing home {and, if you are on
Medicald, you are eligible for Medicaid nursing
horne services.)

If the nursing home does not readmit you to the
first available bed in a semi-private room when
you are ready to leave the hospital -
You have the right to appeal.....
You may also file a complaint.....
For helg in filing an appeal or a complaint.....

Bed Hold:

If you wish fo hold your bed at (faciity) during
your hospitalization, you wiil ba responsiole to pay
privately for the room at the facilities per diem
rate. Once you hold the bed, the only reascon that
you would not be able to be admitied to (facility)
is if;

1. The level of care required is not provided at
{facility)

2. The patient is judged by tha physician fo be of
danger to themselves or others,

3. The resident at the time of readmission has an
ouistanding paymant to the nursinghome for
which they are responsible,

A review of the facility policy, "Transfer/Discharge
Notification & Right to Appeal” did not include any
criteria for the provision of a written Bed Hold
notice.

On 1/8/20 at 5:50 PM, ASM #1 (Administrative
Staff Member - the Executive Director) and ASM
#2 (the Director of Nursing) were made aware of
the findings. No further information was provided
by the end of the survaey.

Fg25

FORM CMS-2587(02-09) Previous Versions Obsolale Event 3D TTU11

Fachity ID: VAD123

If cantinuation sheet Page 18 of 117




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 01/31/2020

§5=D | CFR(s): 483.21(a)(1)-(3)

§483.21 Comprehensive Person-Centered Care-
Planning

§483,21(a) Baseline Care Plans

§483.21(a)(1} The facility must develop and
implement a baseline care plan for each residant
that includes the instructions needed to provide
effective and person-centered care of the resident
that meet professionat standards of quality care.
The bassline care plan must-

(i} Be developed within 48 hours of a resident's
admission,

{il} Include the minimum healthcare information
necessary to properly care for a resident
including, but not limited to-

(A} initial goals based on admisslon orders,

(B) Physician orders.

{C) Dietary orders,

(D} Therapy services.

(E) Social sarvices.

{F) PASARR recommendation, if applicable,

§483.21(a){2) The facllity may develop a
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Refsrencas:
1. Vimpat - is used to treat selzures.
Information obiained from
hiips:/fmediineplus.govidruginfo/meds/ag08028 b
tml
2. Glioblastoma Is a malignant (cancerous) brain
tumor that develops from a specific type of brain
call called an astrocyte, This Information was
obtainad from the website:
htips:/frarediseases.info.nth.govidiseases/2491/g!
ioblastoma
F 855 | Baseline Care Plan F 655
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admission,

(il) Mests the requirements set forth in paragraph
{b} of this section (excepting paragraph {b)(2){i} of
this saction).

§483.21{a}{3) The facilily must provide the
resident and their reprasentative with a summary
of the bassline care plan that includes but is not
limited to:

{iy The initia} goals of the resident,

{1} Asummary of the resident's medications and
dietary Instructions.

{iily Any services and treaiments to be
administerad by the facility and personnel acting
on behalf of the facility,

{iv} Any updated Information based on the detalls
of the comprehensive care plan, as necessary.
This REQUIREMENT is not met as evidenced
by

Based on staff interview, facility document
review, and clinfcal recerd review, it was
determined that the facility staff falled to develop
a baseline care plan for the use of an incentive
spirometer [1] for one of 32 residents in the
survey sample, Resident # 163,

The findings include:

Resident # 163 was admilted to the facility on
01/03/2020 with diagnoses that included but were
not limked to high blood pressure and chronic
obstructive pulmonary disease [2),

The most recent MDS (minimum data set),
Resident # 163 was not due ai the time of the
survay,

F655

1
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comprehensive care plan in place of the baseline
care plan if the comprehensive care plan-
(i} Is developed within 48 hours of the resident's

The baseline care plan for resident #163
was updated to Include Incentive
spirometer on 1/8/2020.

Audit of base line care plans to ensure
they include incentive spirometer was
completed by 1/10/2020. No other
findings were.noted.

Nursing staff will be re-educated by the
DCS/designea on including incentive
spirometer and other medical
eguipment on the care plan by
2/15/2020.

The DCS/designee to complete the care
plan quality monitor for any residents
with incentive spirometers and other
medical equipment to ensure
compliance is maintained weekly for
four weeks. Follow up based on
findings and reported to the facilities
monthiy QAPI meeting. Quality
Monltoring schedule modified based on
findings.

Date of compliance 2/15/2020.
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The facilily's "Admission Data Collaction” shest
dated 01/03/2020 for Resident # 163 documented
in part, "Cognition; Alert. Oriented to Persen.”
Under "Communication® it documentsd, *Usually

Understood and Understands." Under
*Respiratory®, it documented, "Speciat
Treaiments and Procedures: None per history
and/or cbservation,"

On 01/07/20 &t 1:49 p.m., at 2:42 p.m., and at
4:06 p.m,, observations of Resident # 163's
over-the-bed table revealed an incentive
spirometer.

i Cn 01/08/20 at 8:28 a.m,, an observation of
‘ Resident # 163's over-the-bed table revealed an
incentive spirometer,

The POS [physician's order sheet] dated
017012020 through 01/31/2020, signed by the
physician on 0:1/04/2020 for Resident # 163 falled
to evidence documentation for the use of an
incentive spirometer,

The facility's haseline care plan for Resident 163
dated 01/03/2020 falled to evidence
documentation for the use of an incentive
spirometer.

On 01/08/20 at 8:30 a.m., during an interview
conducted with Resldent # 163, when asked if
they used the incentive spirometer, Resident #
163 stated sometimes.

On (4/08/2020 at 1:00 p.m., during an Interview
conducted with LPN [licensed practical nurse] #
4, when asked about a baseline care plan for the
use of the Incentive spirometer, LPN # 4 reviewed
the baseline care plan for Resldent # 163 and
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stated that they could not locate one.

On 01/08/20 at 1:43 p.m., an inlerview was
conducted with LPN # 5, traveling MDS
coordinator, LPN # 5 stated there was no
physician order for Resident # 163's incentive
spirometer. LPN # 5 further stated that they had
spoken to Resident # 163's nurse praciitioner and
that Resident # 163 would benafit from the use of
the incentive spirometer. LPN # 5 stated they
would obtaln a physician's order for pm [as
needad] use of an incentive splrometer and
update the plan of care,

On 01/08/2020 &t approximately 2:00 p.m., LPN #
& provided this surveyor with a copy of Resident #
163's revised baseline care plan. The baseline
oare plan documented, "Altered Cardiac/Resp
{Respiratory] Functioning. Encourage use of
incentive spiromater PRN (as neaded) 1/8/20"."

The facility policy "Plans of Care" documentad in
part the following. "Procedure; Develop and
imptement an Individualized-Person-Centered
haseline care plan within 48 hours of admission
that inchudes, but not imited 1o, initial goals based
on admission orders, physician orders, dietary
orders, therapy services, social services,
PASARR {Preadmission Screening and Resident
Review] recommendations, if applicable, and
othar areas neaded to provide sffective care of
the resident that meets professional standards of
care to ensure that the resident's needs are met
appropriately until the Gomprehensive plan of
care ls completed.”

On 01/08/2020 at approximately 5:50 p.m., ASM
{administrative staff member) # 1, the executive
director and ASM # 2, director of nursing, ASM #

F 655
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3, regional director of clinical services and LPN #
b fraveling MDS coordinator, were made awara of
the findings.

No further information was provided prior to exit.

Referances:

[1] A device used {o help you keep your lungs
healthy after surgery or when you have a lung
iliness, such as pneumenia. This Information was
obtained from the website:
hitps:mediineplus.goviency/patientinstructions/0
00451.him.

{2] Disease that makes it difficult to breath that
can lead to shoriness of breath. This information
was obtained from the website:

hitps:/Avww, nimnin.govimediineplusfcopd. htmi.
DevelopAmplement Comprehensive Care Plan
GFR(s): 483.21(b}1} '

§483.21(b) Comprehensive Care Plans
§483.21(b)(1) The facllity must develop and
implement a comprehensive person-centered
care plan for each resident, consistent with the
resident rights set forth at §483.10(c)(2) and
§483.10(cH3), that includes measurable
objectives and timeframes fo moest a residant's
medical, nursing, and mental and psychosocial
needs that are identifled in the comprehensive
assessment. The comprehensive care plan must
describe the following -

(i) The services that ars to be fumished to attain
or maintain the resident's highest practicable
physical, mental, and psychosocial well-belng as
required under §483.24, §483,25 or §483.40; and
(i} Any services that would otherwise be raquired
under §483.24, §483.25 or §483.40 but are not

F 865

F 656
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pravided due fo the resident's exercise of rights
under §483.10, including the right {o refuse
treatment under §483.10(c)(B).

(iil) Any specialized services or spacialized
rehabilitative services the nursing facility will
provide as a result of PASARR
raecommendations. If a facility disagrees with the
findings of the PASARR, it must indicats its
rationale in the resident's medical record.

(iviin consultation with the resident and the
resident's representative(s)-

{A) The resldent's goals for admission and
desired outcomes,

{B) The resident's preference and potential for
future discharge. Facilites must document
whether the resident's desire to refurn (o the
sommunity was assessed and any referrals to
local contact agencies and/or other appropriate
aniities, for this purpose.

(C) Discharge plans in the comprehsnsive care
plan, as appropriate, In accordance with the
requirements set forth in paragraph (c) of this
saction,

This REQUIREMENT is not met as evidenced
by:

Based on observation, record review, resident
Interview, staff interview, clinical racord review
and facility document review it was determined
that the facility staff failed to develop and/for
implement the comprehensive carg plan for six of
32 residents in the survey sampls, Residents
#47, 41, 61, 37, 3, and 25. The comprehensive
care plan for Resident #47, failed to evidence
documentation for as needed use of oxygen, The
facility staff failed to include the use of an
incentive spirometer when they developed
Resident #41's comprehensive care plan for
sltered respiratory status, dated 1/7/20, and failed
to develop the comprehensive care plan for care
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F656

1. The care plan for residents #41 was
updated to include incentive spirometer
on 1/8/2020. The care plan for resident
#41 was updated to include the
diagnosis of diahetes and interventions
on 1/8/2020. Resident #61 was issued
scoop mattress and falls mats as fall
Interventions and the scoop mattrass
was added to the residents care plan on
1/8/2020, The oxygen flow rate for
residents #3 and #25 was adjusted by
the nurse to physician ordered flow rate
on 1/8/2020, Oxygen saturation levels
to be documented on resident MAR and
TAR as indicated. Nurses responsible for
resident #37s care were re-educated on
the policy on medication administration
of bloed pressure medication on
1/8/2020,The care plan for resident #47
was updated to reflect oxygen prn on
1/8/2020.
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and services of the residant's disease process of
diabetes, The facility staff falled Lo Includa an
intervention of a acoop matfress on Resident
#61's comprehensive care plan that the facllity
determined was a requirad intervention, after a
fall oy 12/28/19; and failed to follow the care plan
for the use of fall mats after a fall on 1220118,
The facility staff failed to Implement the
comprehensive care plan for the administration of
blood pressure medications fo Resldent #37, The
facility staff failed to implement resident # 3's and
Resident #25's comprehensive care plan for the
administration of oxygan,

The findings include:

1. Resident #47 was admitted to the facility
1271312019 with diagnoses, that includsd but
ware not limited to congestive heart fallure {1,
prieumonia (2} and chrenic abstructive pulmonary
disease (3).

Resldent #47's most recent MDS {minimum data
set), an admission assessment with an ARD
{assossment referance date) of 12/19/19, coded
Resident #47 as scoring a 15 on the staff
assessment for mental status (BIMS) of a score
of 0~ 15, 15- being cognitively Intact for making
daily decisfons. Section O of the MDS
documented Resident #47 as receiving oxygen
therapy while a resident of the facility,

On 14719 at approximately 2:30 p.am., an
interview was conducted with Resident #47.
Ohservation of Resident #47's room revealad an
oxygen concentrator locatad on the right side of
the bed with a nasal cannula (oxygen delivery
device) in a plastic bag and a prefilled humidifier
botfle of sterlle water dated 12/23/19, When

2. Audit of care plans to ensure they

Include incentive spirometer, diabetes
diagnoasls and interventions, scoop
mattresses and physician ordered
oxygen usage was completed by
1/10/2020. Review of resident’s with
fall mats and scoop matiresses was
conducted on 1/9/2020 no other
findings were noted, Observation of,
oxygen usage to ensure it reflects
physician’s orders was completed on
1/31/2020. Follow up based on
findings. Observation of medication
administration will be completed for
nursing staff to ensure the policy on
medication administration is followed
by 2/15/2020. Foilow up based on
findings.

3, Nursing staff will be re-educated on

including incentive spirometer, diabetes
diagnosis and Interventions and
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asked about the oxygen, Resident #47 stated that
she did not use it currently. Resident #47 stated
that she used her oxygen when she first came
into the facllity in the middle of December but had
not used it recently but it was there in case she
felt that she needed i,

The order summary report dated 01/01/20
through 01/31/20 documented, "12M4/19 Oxygen
@ (at} 2 (two) LPM (liters per minute) via by way
of) N/C {nasal cannula) to malntain sals (oxygen
saturations) > (greater than} 92%.*

The MAR {medication administration record)
dated "December 2019," and "January 2020" for
Restdent #47 failed to evidenca documentation of
axygen for Resident #47.

The TAR (treatment administration record) dated
“01/09720-01/31/20" falled to evidence
documentation of oxygen for Resident #47.

The baseline care pian dated “12/16/19" for
Resident #47 documented "Altered
Cardiac/Resp. (respiratory) functioning)". Under
"Interventions:” it decumented in part, "02
{oxygen) therapy as ordersd, Monitor 02
saturation as ordered,” The baseline care plan
further dacumented, "Below are signatures and
dates slgnifylng the final review of the baseline
care plan with transition to the Comprehensive
Care Plan," signed by [Name of registered nurse]
and [Neme of Resident #47}, dated "12/30/19."

The baseline care plan further documented In
part, “This baseline care plan will be effective until
the development of the Comprehensive Care
Plan, which will supersede the baseline care plan.
This dosurment will remaln a part of the resident's
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clarifying oxygen usage on the care
plan, and administering oxygen and
blood pressure medication per the plan
of care by 2/15/2020 by the
DCS/designee, An in-service for staff
will be conducted by 2/15/2020 on
implementing fall mats and scoop
mattresses as care planned by the
DCS/designee.

The DCS/designee to complete the care
plan quality monitor for any residents
with Incentive spirometer, fall mats,
scoop mattresses, diabetes dlagnosis
and interventions, blood pressure
medlcations and oxygen usage to
ensure compliance is maintained
weekly for four weeks. Follow up based
on findings and reported to the facilities
monthly QAP meeting. Quality
Monitoring schedule modified based on
findings.

Date of compliance 2/15/2020.
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permanent record.”

The comprehensive care plan for Resident #47
falled to evidence documentation for as needed
use of oxygen.

On 1/08/20 at 04:00 p.m,, an interview was
conducted with LPN (lleensed practical nurse) #2.
When asked the purpose of the care plan, LPN
#2 stated that it lets you know how to take care of
the patient. When asked when care plans are
completed, LPN #2 stated that new admissions
have baseline care plans completed in 24 hours
and then the MDS {mirimum data set} stalf
update them. LPN #2 stated that when new
orders are recelved or changas occur that new
interventions are added to the cars plan. When
asked If oxygen should be on the comprehensive
care plan, LPN #2 statad that it should,

On 1/8/20 at 5:25 p.m., an Interview was
conducted with LPN #8, MDS {minimum data sef)
ceordinator, When asked the purpose of the
comprehsnsive care plan, LPN #6 stated that it is
used fo drive the plan of care of the resident.
When asked if oxygen should be on the
comprehensive care plan for a resldent, LPN #6
stated that it should be. When asked if the
oxygen is ordered and available for use in the
resident's rocom should i still be on the care plan
LPN #8 stated, "Yes." When asked about the
cara plan for Resident #47 for oxygen
administration as needed, LPN #6 stated that she
did not see one in the record for Resident #47,

On 172420 at 8:45 a.m., an interview was
conducied with LPN #5, traveling MDS
coordinator. When asked how long the baseline
«care plan is effective for residents, LPN#5 stated
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that they are good for 21 days or untii the
comprehensive care plan is completed, LPN #5
stated that when the comprehensive care plan is
complated it supersedes the baseline care plan
and it is kept on the record as a reference
afterwards,

On 01/09/20 at approximately 12:30 p.m., a
request was made by written list to ASM
{(administrative staif member) #1, the executive
director for the facility policy on developing and
implementing the care plan,

On C1/20/20 at approximately 1:30 p.m., ASM
{=dministrative staff member) #2, the director of
nursing stated that the facility uses their policles,
Lippincott, and Potier & Pery as their standard of
practice,

The facility policy "Plans of Care, Effective Date:
11/30/2014; Revision Date: 00/25/2017*
documented in part, "Davelop a comprahensive
plan of care for sach resident that includes
measurable objectives and timetables to mest the
resident's medical, nursing, mental and
psychosocial needs that are identified in the
comprehensive assessment,"

According to Potter, Patricia A, & Perry, Anne
Griffin. (2008). Fundamentals of Nursing, sixth
Exditlon, St. Louls, MO: Mosby, Inc. Page 327, "A
aursing care plan Is a guids for clinical care, it
also serves a3 a document that communicates a
clien{'s nursing care to all members of the health
care team. i is made avallable to the team as a
ready reference for nursing care interventions.”

On 01/08/20 at approximately 5:50 p.m., ASM
{administrative staff member) #1, the executive

F 658
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director, ASM #2, the director of nursing, ASM #3,
the reglenal director of clinical services and LPN
{licensed practical nurse) #5, the travelling MDS
coordinator were made aware of the findings,

On 1/9/20 at approximately 8:00 a.m., ASM
{administrative staff member) #3, the regional
director of clinical services provided a copy of
“Physiclan's Interim/Telephone Orders" for
Resident #47, which documented, "DC
{discontinue} O2 (oxygen), Duonebs (nebulizer
medication} & {and} IS (incentive spirometer)’
dated "1/8/20, 1610 (4:10 p.m.)." ASM #3 also
provided a copy of the baseline care plan for
Resident #47 as documented above,

No further information was provided prior to exit.
Reference:

1. Congestive heart fallure is a condition in which
the heart can't pump enough blood fo meet the
body's needs, This Information was abtainad
from the webslie:
hitps:/medlineplus.goviheartfaiture, htm!

2. Preumonia - An infection In one or both of the
tungs, This information was obfalned from the
website: hitps:/fmediineplus,govpnaumonia. himil.

3. Chronle obstructive pulmonary disease
{COPD}Is a disease that makes it difficult io
breath that can lead to shoriness of breath. This
information was obtained from the website:
hitps:/Awww.nlm.nih.govimedlineplus/copd.html.

2a. The facility staff failed to Include the use of an
Incentive Spirometer when they developed

-Rasident #41's comprehensive care plan for

F 856
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altered respiratory status, dated 1/7/20.

Resitvent #41 was admitted to the facility on
8/7/19; diagnoses include, but are not fimited to,
hydrocephalus, paychotic disorder, right kidnay
cancer with removal of kidney, cardiac
defibrillator, high blood pressure, atrial fibriliation,
diabetes, bipolar disorder, spinal stenasis with
fusion, and cerebyral palsy. The guarterly MDS
{Minimum Data Set) with an ARD (Assessment
Refarence Date) of 12/21/19 coded the resident
as belng cognitively intact in ability to make daily
life decisions. The resident was coded as
requlring extensive care for bathing, tolleting,
dressing, and transfers; supervision for sating
and hygiene; and was incontinent of bowel and
bladder,

A review of the facility policy, "Plans of Care™
documented, "....Develop a comprehensive plan
of care for each resident that includes
measurable ohjectives and timetables to meat the
resident's medical, nursing, mental and
psychosocial needs that are identified In the
comprehensive assessment....The individualized
Person Centared plan of care may include but is
not limited to the following: Resident's strengths
and needs; Services to attain or maintain the
resident's highest practicable physical, mental,
and psychosocial well-belng....”

Areview of the comprehensive care plan
revealed one dated 1/7/20 for “(Resident #41)
has altered respiratory status/difficuity breathing
tht {related to) Wheezing.* This care plan falled to
reveal the use of the Incentive Spirometer,

On 107720 at 12:10 PM, an observation was
made of Resident #41's room. Resident #41 was
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not in the room. An Incentive Spirometer was
observed on the over bad table,

On 1/08/20 at 8:52 AM, the resident was
: cbserved inn bed. The Incentive Spirometer
remained as previously chsarvad,

On 1/08/20 at 1:00 PM, the Rasident #441 was
ohserved, and an interview was conducled. The
ever bed table was across the resident. The
incentlve spirometer was on ihe table, Resident
#41 stated that he has used It on occasion,

CGn 1/8/20 at 1:07 PM in an Interview with RN #1
(Registered Nurse), she stated that there should
be an order for the use of the Incentive
Spirometar. RN #1 stated that the residents
“ecome in with them from the hospital.”

On 1/8/19 at 4:04 PM, during in an interview with
LPN #2 (Licensed Practical Nurse), when asked
about the purpose of a comprehensive care plan,
LPN #2 stated, “so that we know how to take care
of the patient." When asked if a residant's
conditions, treatments, medications, efc., should
be care planned, LPN #2 stafed, "Yeg."

On /819 at 3:13 PM, In an Interview with RN #1,
she stated that It (Incentive Spirometer) should
have been care planned when he came back
from the hospilal with it on $2/28/19. RN #1
stated that he would benefit from using It since he
has been treated for respiratory issues since
116120,

On 1/8/20 at 5:50 PM, ASM #1 (Administrative
Staff Member - the Execufive Director) and ASM
#2 (the Director of Nursing) were made aware of
the findings. No further information was provided
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by the end of the survey.

2h. The facility staff failed to develop the
cemprehensive care plan for care and setvices of
the Resident #41's disease process of diabetes,

On 1/08/20 at 8:52 AM, RN #1 (Registerad
Nurse) was observed preparing and
administering the following medications fo
Resldent #41;

Clonidine {1} 0.1 mg {milligrams), 1 tablet
Metoprolol (2) 100 mg, 1 tablet

Metformin {3) 500 mg, 1 tablet

Depakote (4} ER (extended release} 500 mg, 1
tabiet

Accupiil {5) 20 myg, 1 tablet

Follc Acid (6} 1 mg, 1 tablet

Azithromycin {7) 250 mg, 1 tablet

Pradnisons {8) 20 mg, 1 tablst

Mugcinex {(9) 600 mg, 1 tablet (as neaded)

Upon record review, the following medications
were alse noted as being ordered but were not
prepared and administered to Resident #41:

Multivitamin (10), 1 tablet daily.

Vitamin D (11) 25 meg (micrograms) {1000 units),
daily,

Glimepiride {12) 4 mg tablet daily.

The comprehensive care plan was reviewed in
relafion to the resident's diagnosls of diabetes
and the administration of his diabetic medications
{Metformin and Glimeplride, specifically the
Glimepirids; that was not administered as
ordered). There was no documented
comprehensive care plan developed for the
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provision of care and services related to the
resident's digbetss.

On 1/8/20 at 4:04 PM, In an interview with LPN #2
{Licensed Practical Nurse), when asked about the
purpose of a comprehensive care plan, LPN #2
stated, “so that we know how to take care of the
patient.” When asked if a resident's conditions,
freatments, medleations, efc., should be care
planned, LPN #2 stated, "Yes."

On 1/9/20 at 1.07 PM, ASM #1 (Adminlsirative
Staff Member - the Execulive Director) and ASM
#2 (the Director of Nursing) were made aware of
the findings. Ne further information was provided
by the end of the survey.

References:

1. Glonidine - is used fo treat high blood
pressure,

infermatlion obtained from
hitps:/fimediinepius.govidruginfo/meds/ag82243.h
tmil

2. Metoprolol - Is used to treat high blood
pressure,

Information obtained from
https:/imadlineplus.gevidruginfo/meds/aé82864.h
imi

3. Metformin - is used to freat diabsles
{information cbtainad from
hitps:/imediineplus.gov/druginfo/meds/aB96005.h
tmi

4. Depakots ER - is used {o treat bipolar disorder
information obtained from
hitps #mediinepius.govidruginfo/meds/a682412:h
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5. Accupril - Is used to freat high blood pressurs,
Information obtained from
hitps:/imedlinaplus.govidruginfo/meds/aGi2028.h
tml

6. Folic Acid - helps the body make healthy new
cells.

information obtained from
hitps:ifmediineplus.govifolicacid.himi

7. Azlthromycin - is an antibiotic.

Information obtained from
htips://medlineplus.govidruginfoimeds/age7037.h
tml

8. Pradnisone - reducas swelling and redress by
changing the way the immune system works,
Information obtained from
hitps:imedlineplus.gov/druginfo/medsfas01102.ht
mi

8. Mucinex - is used to refleve chest congestion,
information obtained from
hitps:/imedlineplus.govidruginfo/meds/ag82494.1
imi

10, Multivitamin - used to freat or prevent
vitamin deficlency due fo poor diet, certain
filnesses, or during pregnancy. Vitamins ara
important building blocks of the body and help
keap you in good health.

Information obtained from

hittps: fiwww.webmd, com/drugs/2/drug-18820-903
8/muttivitamin-cralfmultivitamins-includes-prenata
vitamins-oral/detsils

11. Vitamin D - Vitamins are substanges that

F 666
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your body needs to grow and develop nomally,
Vitamin D helps your body absorb caleium.
Calcium is one of the main building blocks of
bong, A fack of vitamin D can lead to bone
diseases such as osteoporosis or rickets. Vitamin
D also has a rols in your nerve, muscls, and
immune systems.

Information obtalned from
hitps:/mediineplus.govivitaming himi

12. Glimepiride - is used to treat digbetes.
Information abtained from

| hitps://imedlineplus.gov/druginfo/meds/aBo6016 h

tmi

3, The facility staff fallad to include an Intervention
of a scoop matiress on Resident #61's
comprehensive care plan that the facility
determined was a required intervention, after a
fall on 12/29/19; and falled to follow the care plan
for the use of fall mats after a fall on 12/29/19,

Resident #61 was admitted to the facility on
12123119, diagnoses include but are not limited to,
dementia with behaviors, panic disorder, thyroid
disorder, restless lag, anxlety disorder, high blood
pressure and delirium. The admission / 5-day
MDS (Minlmum Data Set) assessment with an
ARD {Assessment Reference Date) of 12/29/19
coded the resident as being severely impaired in
ability to make daily fife decisions. The resident
was coded aa requiring total care for bathing,
hyglene, toilefing, and eating; extensive
asslstance for ambglation and transfers; and was
coded as incontinent of bowel and bladder.

Areview of tha dlinical record revealed a nurse's
note dated 12/20/19 at 6:30 AM that decumented,

F 656
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“Resident yelling out "help me!" Found on floor in
siffing position, MAEW (moves all extremities
well), vital signs obtalned, neure {neurcloglcal)
checks Intflated. NP (nurse practitionar), son,
and RP (responsible party} notified.”

A raview of a fall investigation dated 12/29/18
documented that tha resident stated she had to
go to the bathreom but did not ask for help.

An Interdisciplinary Team (I0T) mesting note
dated 12/30/18 decumented, "IDT met to
discuss/review resldent's falt on 12/28/19. Found
sitling on (R) {right} side of bed in floor in sitting
position. No injuries, B+B (bowsl and bladder),
med [medication} review, No further
recommendations at this time."

An Interdisciplinary Team meating note dated
173/20 documented, "IDT met to discussireview
60 day look back on fefling iast 30 days. B+B,
med review, No further recommendations at this
tima"

An Interdisciplinary Team mesting hote dated
1/8/2Q documented, "IDT met to discuss/review
fall on 1/3/20 {note: there was no fall noted on
1320, Note refers to the IDT note dated 1/3/20).
Found laying (Sle.) on floor beside bed. No
injuries. Fall mats, scoop mattress. No further
recommendations.”

On 1/08/20 at 9:67 AM, Resident #61 was
abserved In bed asleep, There ware no fall mats
next {o the resident's bed and no scoop mattress
observed on the bad.

A review of the comprehensive care plan dated
12130719 for *{Resident #81) has had an actual
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fall with no injury r/t (related to) poor balancs,
poor communication/comprehension. This care
plan included the intervention, dated 12/30/19 for
“Fall mats on both sides of bed." The care plan
did not include any intervention for the scoop
mattress.

On 1/08/20 at 10:46 AM, LPN #3 (Licensad
Practical Nurse) was asked about the fall mats
and scoop matiress for Resident #51. She stated
that she was not aware the residant was to have
fall mats and a scoop matiress. At this tims, she
checked on Rasident #51 and verified that there
were no fall mats or scoop matiress in place.
When asked about Implementing these
interventions, LPN #3 stated, "They should have
been implemented as soon as It was decided she
needed them.” When asked about updating and
following the care plan for these interventions,
LPN #3 siated, "They should have been
care-planned and the cars plan foliowed for
them.”

On 1/9/20 at 1:07 PM, ASM #1 (Administrative
Staff Member - the Executive Director) and ASM
#2 (the Director of Nursing) were made aware of
the findings. No further information was provided
by the end of the survey,

4. The facility steff failed to Implement the
comprehsnsiva care plan for the administration of
bleod pressure medications to Resident #37,

Resident #37 was admitted to the facility on
12/10/19; diagnoses include but are nof imited to,
encephalopathy, hear disease, dysphagia,
diabetes, atrial fiulfer, abdominal aortic
aneurysm, high blood pressure, cardiac

F 658
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pacemaker, and preumonia, The admisslon/
S-day MDS {Minimum Data Set) assessment with
an ARE [Assessment Reference Date) of
12/17/19 coded the resident as significantly
sognitively impaired in abliity to make daily life
declisions. The resident was coded as requiring
total care for bathing and 1oilefing: extensive
assistance for transfers, dressing, and hygiene;
was independent for aating; and incontinent of
bowel and bladder,

A review of the comprehensive care pian for
Resident #37 revealed one dated 1/8/20 for
"{Resident #37) has altered cardiovascular status
rft {refated to) CVA (cerebral vascular disease),
CAD {corcnary artery diseass), HTN
(hypertension -~ high blood pressure), HLP.
(hyperipidemia). This care plan included the
intervention, dated 1/8/20, for "Administer cardiac
meds [medications] and monitor for side effects,”

On 1/08/20 at 9:08 AM, RN #1 (Registered
Murse) was observad to prepare and administer
the following medications for Resldent #37;

Allepurinol (1) 100 mg (mifligrams), 1 tabiet
Atenclol {2) 26 mg, 3 tablets for 75 mg (RN #1
only prepared 1 tablet),

Eliquis {3) 2.5 mg, 1 tablet

Multivitamin (4), 1 {ablet

Vitamin D3 {(5), 1000 uniis, 2 tablets for 2000
dnits.

On 1/8/19 at 3:27 PM, during an Interview with
RN#1, when asked about the five rights of
madication administration, RN #1 stated, “Right
person, right dose, right med, right time, right
route "
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Review of the clinlcal record and medications, the
physician’s orders documented that the resident
was to receive three tablets (75 mg) of the
Atenolol, RN #1 only administared one tablst
during the observation,

On 1/09/20 &t 8;54 AM, In a follow up Inferview
with RN #1, when asked about the dose of the
Atenolol, RN #1 stated, | dor't know. | don't
fatow him that well." When asked if the
comprehensive care plan was Implemented for
the administration of his blood pressure
medication, RN #1 stated if was not,

On 1/9/20 at 1.07 PM, ASM #1 {Administrative
Staff Member - the Exscutive Director) and ASM
#2 (the Diractor of Nursing} ware made aware of
the findings. No further information was providad
by the end of the survey.

Refarences:

1. Allopurinol is used to treat gout,

Informafion obtained from
hitpe:fimedlineplus.govidruginfoimeds/ag82673.h
tml

2. Atenolol is used to treat high blood pressure.
Information obtained from
https:iimedlinepius.govidruginfo/meds/aBg4031.h
tmi

3. Eliquis Is used to prevent strokes and blood
clots in people with atrial fibrillation,

Information obtalned from
hitps:imediineplus.govidruginfo/meds/a613032.h
tmi
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4. Muftivitamin - used ta treat or prevent vitamin
deficiensy due to poor diel, certain illnesses, or
during pregnancy. Vitamins are important building
blocks of the bady and help keep you in good
health,

Information ohtained from

hitps:/Awww.webmd com/drugs/2/drug-18820-903
Simultivitamin-oralfmultivitamins-includes-pranata
Fvitamins-oralidetalls

5. Vitamin D - Vitamins are substances that your
body needs fo grow and develop normally.
Vitamin D helps your bady absorb calcium,
Calclum is one of the main building blocks of
bone. A lack of vitamin D can lead o bone
dlseases such as osteoporesis or rickets. Vitamin
D also has a role in your netve, muscle, and
immune systems,

Infermation obtained from

hitps./fmediineplus. govivitamind html

5. The facility staff fafled to implement resident #
3's comprehensive care plan for the
administration of axygen.

Resident # 3 was admitted io the facility on
05/09/2018 with a readmission of 07/22/2019 with
diagnoses that included but were not limited to
respiratory failure, shoriness of breath and
chronic obstructive pulmenary disease {1],

Resident # 3's most recent MDS (minimum data
set), a quarterly assessment with an ARD
{assessment reference date) of 09/26/18, coded
Resident # 3 as scoring a 12 on the staff
assessment for mental status (BIMS) of & score
of 0 - 15, 12- being moderatsly impaired of
cognition for making daily decisions. Resident #
3 was coded as requiring exiensive assistance of
one stafl member for activities of daily living,
Section O "Spacial Treatments, Procsdures and
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Programs" coded Resident # 3 for the use of
oxygen.

On 01/07/2020 at approximatsly 3:15 P.an., an
ohservation of Resident # 3 ravealed they were
lying in bed receiving oxygen by nasal cannula
connected to an oxygen concentrator that was
running. Observation of the oxygen flow meter
on the oxygen concentrator revealed a flow rate
of one-and-a-half liters per minute.

©On 01/08/2020 at 10:39 a.m., an observation of
Residsnt # 3 revealed they were lying in bed
recsiving oxygen by nasal cannula conhected to
an oxygen concentrator that was running.
Observation of the oxygen flow meter on the
oxygen concentrator revealed = flow rata of
one-and-a-half liters par minute,

The POS [physician's order sheetl] dated
01/01/2020 through 01/31/2020 and signed by the
physiciar on 1/7/2020 for Resident # 3
documented, "09/04/19 Oxygen at 2L [two liters
par minute] via [by} nasal cannula every shift."

The comprehensive cars plan for Resident# 3
with & revision date of 12/31/2018 documented,
"Focus: [Resldent # 3] has shoriness of breath
SOB 1t [related to] Decreased lung expansion,
Date initiated 12/31/2018. Revision en
1213172018, Under "Interventions™ it
documented in part, "Oxygen selting. 02 [oxygen]
2L vla NG [nasal cannula]. Date Initiated
121312018, Revision on 04/16/2019,"

On 01/08/2020 at 1:00 pan., an interview was
conducted with LPN [licensed practical nurse] #
4. When asked to describs the procedure for
reading the oxygen, flow rate meter on an oxygen
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concentrator, LPN # 4 stated, "You should be at
aye level with the meter and tha Fer fine should
pass through the middls of the ball. LPN # 4 was
asked fo read the flow meter on Resident # 3's
axygen concentrator. After looking at the flow
meter, LPN # 4 stated the oxygen flow rate was
at one-and-a-half liters per minute. When asked
what the flow rate should be, LPN # 4 stated
two-liter's per-minute. LPN # 4 then readjustad
the flow rate on the oxygen concentrator, Afier
reviewing Resident # 3's comprehensive cars
plan for oxygen, LPN # 4 was asked If the care
plan was being implementsd, LPN # 4 statad no.

On 01/08/2020 at approximately 5:50 p.m., ASM
{administrative staff member) # 1, the axecutive
director and ASM # 2, director of nursing, ASM #
3, reglonal director of clinical services and LPN #
§ traveling MDS coordinator, were made aware of
the findings.

No further information was provided prior to exit.

References:

[1] Disease that makes it difficult to breath that
can lead to shortness of breath. This information
was obtained from tha website:
httpsffvww, i, nih.govimedlineplus/copd. html.,

6. The facility staff failed to implement resident #
25's comprehensive care plan for the
administration of oxygen,

Resident # 25 was admitted ‘o the faciiity en
11/2012019 with diagnoses that included but were
not limited to respiratory failure, shortness of
breath and chronic obstructive pulmonary disease
{1}

Resident # 26's most recent MDS (minimum data
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sef), a quarterly assessment whth an ARD
{assessment reforence date) of 11/29/19, coded
Resident # 25 as scoring a 14 on the staff
assassment for mental status (BIMS) of a score
of 0 - 15, 14- being cognitively Intact for maldng
dally decisions. Resident # 25 was coded as
requiring extensive assistance of one staff
member for activities of daily living. Section O
"Special Treatments, Procedures and Programs”
caded Reslident # 25 for the use of oxygen.

On 01/07/20 at 1:25 p.m., an ohservation of
Reasident #25 revealed the resident in bed
recelving oxygen by nasal cannula connected to
an oxygen concentrator that was running,
Observation of the flow meter on the oxygen
concsntrator revealed an oxygen flow rate set at
three-and-a-half liters per minute.

Cn 01/07/20 at 2:45 p.m., an observation of
Resident #25 revealed they were in bed racelving
oxygen by nasal cannula connected o an oxygen
concentrator that was running, Observation of
the flow meter on the oxygen concentrator
revealed an oxygen flow rate set at
three-and-a-half liters per minute,

On 01/07/20 at 4:05 p.m., an ohservation of
Resident #25 revealad the resident in bed
recaiving oxygen by nasal cannula connectad to
an oxygen concentrator that was running.

| Gbservation of the flow meter on the oxygen

concentrator revealed an oxygen flow rate set at
three-and-a-half liters per minute.

On 01/08/20 at 8:30 a.m., an ohservation of
Resident #25 revealed the rasident In bed
receiving oxygen by nasal cannula connected to
an oxygen concentrator that was running,

F 856
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Observation of the flow meter on the axygsn
concentrator revealad an axygen flow rate set at
three-and-a-half iiters per minute,

The POS [physician's order sheet] dated
01/01/2620 through 01/31/2020 and signed by the
physiclan on 1/7/2020 for Resident # 3
dacumented, "12/17/19 Oxygen @ [at] 4L [four
liters per minute] via {by] nasal cannula
continuous svery shift to maintain SPO2 {oxygen
safuration] {2] greater than 90%."

The comprehensive care plan for Resident # 26
with a revision date of 12/03/2019 ducumentsd,
"Focus: [Resident # 25} has Congestive Heart
Failure. Ravision Date: 12/03/2019." Under
“Interventions” it documented in part, "Oxygen
seiting: OZ [oxygen] via NG [nasal cannula] at 4L,
Revision on 12/03/2019."

On 01/08/20G20 at approximately 1:00 p.m., an
interview was conducied with LPN [llcensed
practical nurse} # 4. When asked to describe the
procedure for reading the oxygen, flow rate mster
on an oxygen concentrator, LPN # 4 stated, "You
should be at eye lsvel with the mater and the iter
line should pass through the middie of the ball,
LPN # 4 was asked to read the flow meter on
Resident # 25's oxygen concentrator. After
looking at the flow meter, LPN # 4 stated the
oxygen flow rate was at three-and-a-half liters per
minute, When asked what the flow rate should
be, LPN # 4 siated four-liter's per-minute. LPN #
4 then readjusted the flow rate on the oxygen
concentrator, After reviewing Resident # 25's
comprehensive care plan for oxygen, LPN #4
was asked if the care plan was belng
implementaed, LPN # 4 stated no.

FORM CMS-2567{02-96) Pravious Varsions Obsolalo

Event iD: TTUIM

Faciily I3 VAO123

1 cantinuatlon sheet Page 42 of 117




PRINTED: 01/31/2020

DEPARTMENT OF HEALTH AND HUMAN SERVICES ' FORM APFROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA {42) MULTIPLE CONSTRUGCTION (X3) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BULDING - COMPLETED
c
495389 B. WING . 04/09/2620
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 4F CODE
ENVOY OF WINCHESTER, LLC 110 LAUGK DR
LU WINCHESTER, VA 22603
(K4} 1D SUMMARY STATEMENT OF DEFICIENCIES (3] PROVIDER'S PLAN OF CORREGTION 8
PREFX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC [DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 666 | Conflnued From page 42 F 856

On 01/08/2020 at approximately 5:50 p.m., ASM

7 (administrative staff member) # 1, the executive
director and ASM # 2, director of nursing, ASM #

. 3. regional director of clinical services and LPN #
§ traveling MDS coordinator, were made aware of
the findings.

No further information was provided prior to exit.

References:

{1] Disesse that makes it difficult to breath that
can lead to shortness of breath. This Informafion
was obtained from the website;
https:fwww.nim.hih.govimedlineplus/copd.htmi,
F 657 | Care Plan Timing and Revision F 857
5s=0| CFR(s): 483.21(b)(2)(i)-{fiD)

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

(i} Developed within 7 days after completion of
the comprehensive assessment,

{Ii} Prepared by an interdisciplinary team, that
includes but s not limited to--

(A} The attending physiclan,

{B) A reglstered nurse with responsibiiity for the
resident.

{C} A nurse aide with responsibility for the
resident,

(D) A member of food and hutrition servicas staff.
{E} To the extent practicable, the participation of
the resident and the resident's representative(s).
An explanation must be included In a resident's
medical record if the parficipation of the resident
and their resident representative is determined
not praclicable for the development of the
resident's care plan,

{F) Gther appropriate staff or professionals in
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disciplines as determinad by the resident's needs
or as requested by the resident,

{iilReviewed and revised by the Interdisciplinary
team after each assessment, including both the
comprehensive and quarierly review
assessments,

This REQUIREMENT is not met as svidenced
by

Basad on staff Interview, facllity document review
and clinical record review, it was determined that
the facllity staff failed to review and revigs the
comprehensive care plan, for two of 32 residents
in the survey sample, Resident #6 and Resident
#25. The facllity staff failed to review and revisa
Resident #6's comprehensive care plan to Include
hospice care and services and care of an
indwelling catheter. The facility stalf fallad to
review and revise the comprehensive care plan
for Resident #25 to include the use of an
Incentiva spiromster [1],

The findings include:

1. Resident # 6 was admitted to the facllity on
07/02/19 with diagnoses that included but were
not limited to: heart faiture, stage 4-kidnay
dissase and high cholesterol,

Resident # 8's most recent MDS {minimum data
set}), a quarterly assessment with an ARD
{assessment reference date) of 10/22/19, coded
Resident # 6 as scoring a 14 on the brief
interview for mental status (BIMS) of & score of 0
- 15, 14 - being cognifively intact for making dally
decisions.

The POS [physiclan's order sheet] dated and
signed by the physician on 12/27/19, for Resident
# 6 documented,
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"Hospice services to evai [avaluate]. [Nama of
Hospice and Telsphone Number). Hospice nurse .
to be @ [at] facillty 12/26/2019, Dated: 1. The care plan for resident #25 was
12/2712019." “Foley catheter for comfort updated to include incentive spirometer
measures. Dated: 12/27/2019. on 1/8/2020. The care plan for resident
Review of Resident # 6's clinical record revealed #6 was updated to Include hospice and
a document entitied, "[Name of Hosplce] form." indwelling catheter care on 1/8/2020.
The form documented in part, “Patient Name: 2 .
[Name of Resident # 6]. This Is a patient of + Audit of care plans to ensure they
[Name of Hospice], INC. as of 12/28/19." include incentive spirometer, hospice
The comprehensive care plan for Resident # 5 and Indwelling catheter care will be
dated of 01/06/2020 falled fo evidence care and completed by 1/10/2020, Follow-up
se_rvices for an indwelling catheta_r, and failed to based on findings
evidence documentation for hospice care and .
services. 3. Nursing staff will be re-educated by the
DCS/designee on including incentive
On 01/08/2020 at 3:20 p.m., an interview was soi ter. hospi d indwell
conducted with LPN [licensed practical nurse} # pirometer, hospice and indweiling
&, fravelling MDS coordinator, When asked to catheter care on the care plan by
describe the purpose of the resident's 1/8/20
comprehensive care plan, LPN # 5 stated, "ltis /8/2020, .
spacific to the resident and tells what should be 4. The DCS/designee to complete the care
done for the resident.” When asked to describe plan quality monitor for any residents
the process for updating the comprehensive care ith i : ; .
plan, LPN # 5 stated, "When there Is a changa In with incentive spirometers, hospice and
the resident's status, conditlon of treatment the indwelling catheter care to ensure
care plan should be updated.” LPN # 5 was . s .
asked to revlew the comprehensive care plan for compliance is maintained weekly for
Resident # 6. When asked if the comprehensive four weeks, Follow up based on
care plan for Resident # & included hospice care, findings and reported to the facilities
LPN # 5 stated she was unable to locate it on the ,
care plan. When asked if the care plan should monthly QAPI meeting. Quality
have besn updated to Include hospice cara being Monitoring schedule modified based on
provided, LPN # 5 stated, "Yes." When asked if findings
the comprehensive care plan for Resident # 8 Es-
included care and services for an indwelling 5. Date of compliance 2/15/2020,
catheter, LPN # 5 stated, "No, there Isn't a care | |
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plan for "

On 01/09/2020 at approxkmately 8:10 a.m., ASM
ladministrative staff member] # 2, director of
nursing, provided this surveyor with an updated
¢opy of Residant # 6's comprehensive care plan,
The care plan documented, "Focus: [Resident #
8l has a terminal prognosis rit [related to] end of
life hosplee care, Date Initiated: 01/08/2020" and
"Focus: [Resident # 6] has indwelling catheter 1t
terminal condition, Date Initiated: 01/08/2020."

The facllity's policy "Plans of Cars" documented
In part, "Review, update and/or revise the
comprehensive care plan based on changing
goals, preferances and naeds of the resident and
in response to current interventions after the
completion of each OBRA [ Omnibus Budget
Reconcillation Act] MDS [fminimum data set]
assessment (except discharge assessment) and
as needed, The interdisciplinary team shall
ensure the plan of care addresses any rasident
needs and that the plan is orlented toward
altaining or maintaining the highest practicable
physical, mantal and psychosoclal wellkbeing."

On 01/08/2020 af approximately 5:50 p.m,, ASM
# 1, the executlve director and ASM # 2, director
of nursing, ASM # 3, regicnal director of clinical
services and LPN # b traveling MDS coordinator,
were made aware of the findings.

No further information was provided prior to exit.

2, Resldent # 26 was admitted to the facility on
11/20/2019 with diagnoses that indluded but were
ot fimited to respiratory fallure, shortness of
breath and chronic obstructive pulmonary disease
[2].

F 657
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Resident # 25's most recent MDS {minimum data
set), a quarterly assessment with an ARD
(assessment reference date) of 14/28/19, coded
Rasident # 25 as scoring a 14 on the staif
assessment for mental status (BIMS) of a scare
of 0 - 15, 14- being cognitively Intact for making
daily decisions. Resident # 25 was coded as
reguiring extensive assistance of one staff
member for activities of daily living. Section O
"Special Treatments, Procedures and Programs”
caded Resident # 25 for the use of oxygen.

On 01/07/20 at 1:26 p.m., an cbservation of
Resident # 25's bedside fable revealed an
Incentive spirometer uncovered, When asked if
they use the incentive spirometer [1] Resident #
25 stated yes.

On 01/07/20 at 2:45 p.m., and at 4:06 p.m.,
observations of Resident # 25's bedside {able
revealed an incentive spirometer uncovered,

On 01/08/20 at 8:30 a.m., an observation of
Resident # 25's bedside table revealed an
incentive spirometer uncovered.

Revlew of Resident # 25's dlinical racord fallad to
svidence g physician's order for the use of an
incentive spirometer.

On 01/08/2020 at 1:00 p.m., an Interview was
conducted with LPN [Hoensed practical nurse) #
4. When asked about a physician's order for the
use of the incentive spirometer for Resldent # 25,
LPN # 4 reviewed the physiclan's orders and
stated that they could not locate one.

The comprehensive care plan for Resident # 25
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with a revision date of 12/03/2019 falled to
evidence documantation for the use of an
incentive spiromater.

On 01108720 at 3:20 p.m., an interview was
conducted with LPN# 5, traveling MDS
coordinator. After reviewing Resident # 25's
comprehensive care plan, LPN # 5 was asked if
the care plan had baen updated to includs the
incentive spiromeater, LPN # & stated, “No, there
isn't & care plan for it.”

On 01/08/2020 at approximately 4:00 p.m,, LPN #
& stated they had spoken to the nurse practitioner
and stated, "The nurse practitioner feels she
[Resident # 25] doesnt need i [incentive
spirometer] so | will remove B, It was something
she had in her belonging when she came here,"

On 1/08/2026 at approximately 5:50 p.m., ASM
# 1, the executive diractor and ASM # 2, director
of nursing, ASM # 3, regional direclor of clinical
services and LPN # 5 fraveling MDS coordinator,
were made awara of the findings,

No further informatlon was provided prior {o exit,

References:

{11 A device used to help you keep your lungs
healthy after surgery or when you have a lung
ifiness, such as pneumonia. This infarmation was
obtained from the website:
hitps:/imedlineplus.govfency/patientinstructions/0
00451.htm.

[2] Disease that makes it difficult to breath that
can lead to shortness of breath, This information
was obtained from the website:
https:/Awww. ntm, hih, govimedlineplus/copd.himl,
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§ 483.25 Quality of care

Quality of care is a fundamental principle that
applies to all treatment and care providad to
facility residents. Based on the comprehensive
assessment of a resident, the facility musf ensure
that residents receive treatment and care in
accordance with professional standards of
practice, the comprehensive person-centered
care plar, and the residents' choices.
This REQUIREMENT is not met as evidenced
by:

Based on clinical record review, staff interview
and review of facility documentation it was

determined the facility staff falled to provide

treatment and care in accordance with
professional standards of practice for one of 32
residents in the survey sample, Resident #3. The
facllity staff failed to administer sliding scale
insudin per the physician orders to Resident # 3.
On 01/07/2020 at 7:30 a.m., 14:30 a.m. and 4:30
p.m., and 01/08/2020 at 7:30 a.m., 11:30 a.m.
there was no documentation of the amount of
insulin administered or the jocation of the
injactions.

The findings include:

Resident # 3 was admltted fo the facility on
06/05/2016 with a readmission of 07/22/2049 with
diagnoses that included but were not limited to
type 2 diabetes meliitus with complications [1),

Resident # 3's most recent MDS (minimum data
set), a quarterly assassment with an ARD
{assessment reference date) of 09/26/19, coded
Resident # 3 as scoring a 12 on the staff
assessment for mental status (BIMS) of a score

F684
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Nurses responsible for resident #3s care
were re-educated on the policy for
documentation of insulin
administration and site administered on
1/8/2020.

Review of resident’s receiving insulin
medical record was completed on
1/31/2020 to ensure administration Is
documented as well as site. No other
findings were noted.

An in-service for nurses was conducted
on 1/10/2020 on documentation of
Insulin administration and site
administered by the DCS/designee,

The DCS/designee to complete the
instlin administration monitor one time
a week for four weeks for any residents
with physician orders for Insulin to
ensure compliance is maintained.
Follow up based on findings and
reported to the facllities monthly QAPI
meeting, Quality Monitoring schedule
modified based on findings.

Date of compliance 2/15/2020.
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of 0 - 15, 12« being moderately Impairad of
cognition for making daily decisions. Resident #
3 was coded as requiring extensive assistance of
one staff member for activities of daily living.
Section N "Medicafions” coded Resident# 3 as
receiving Insulin injections during the past seven
days.

The POS [physiclan’s order sheet] dated
0170172020 through 01/34/2020 for Resident # 3
decumented, "Novolog [2] Flexpen 100/ML
[mitliliter} Unit. Inject subcutaneously three times
daily before meals per sliding scale: 150-19¢: 3
units, 200-249: 6 units, 250-299: 9 units, 300-349;
12 units, > [greater than] 350 or < [lees than] 60
call provider for diabetes meliitus, Date
09/03/2018."

The MAR [medication administration record) for
Resident # 3, dated "January 2020" documented
the physiclan's order as above. Review of the
MAR reveated Resldent # 3's blood sugar on
Q1407120 was 198 at 7:30 a.m,, 206 at 11:30 a.m.,
and 149 at 4:30 p.m. On 01/08/20, Resident #
3's blood sugars were 172 at 7:30 a.m. and 189
at 11:30 a.m. Further review of the MAR falled to
evidence the amount of insulin administered and
the location of the Injaction on the dates and
times above,

The facility's nurse's notes dated 01/07/2020
through 01/08/2020 failed to evidence the amount
of insulin administered and the location of the
injection an the dates and times ahove,

On 01/08/2020 at 3:00 p.m., an interview was
conducted with PN [licensed practical nurse] # 4
regarding the documentation of Resident # 3's
Insulin. After reviewing the MAR [medication

F 884
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administration racord] dated January 2026 and
nurse's notes dated 01/07/2020 through
01/08/2020, When asked about the lack of
documentation showing how much insulin was
adminlstered and location of the injection site,
LPN # 4 stated, “It doesn't say if she got It
tinsulin] or where.” When asked if they could
evidence the sliding scale, insulln was
administered as ordered, LPN # stated,
“Absclutely not”

On 01/09/20 at 11:14 a.m., an interview was
conducted with ASM [administrative staff
member] # 2, director of nursing. When asked o
describe the documentation procedure for insulin
administration, ASM # 2 stated, "Wite down what
the insulin Is, give according to the sliding scals,
document how much was given and I'll ask the
resident where they want the injection." When
asked f they follow a procedure to rotate the
injaction site ASM # 2 stated, "Not all the fime."
When asked about a negative outcome of not
rotating the site ASM # 2 stated, "There wouldn't
be bacause were not injecting in the exact same
spot” ASM # 2 agreed that it could not be
determined how if any insulin was administered
per the physician order dus to the lack of
documentation,

The facifity's policy “insulin Adminisiration™
documented in part, "Rotate and document
Injsction sites; Document medical racord.,"

"Insulin Injection Know How. Select a part of your

-body that you can see, reach, and access easily,

But be surs 10 use a number of different spots
within that body part, This is called "rofating”

injaction sltes. Injecting into the same spot foo
often can cause skin problems and can impair
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insulin absorption,” This information was
obtained from the website:

httpsitwww. diabeteseducator.org/docs/defacit-so
urcefiagacy-docs/_resources/pdiigensralfinsulin_i
njection_Pro_Tips AADE.pdf

On 01/08/2020 at approximately 6:50 p.m., ASM
{administrative staff member) # 1, the executive
director and ASM # 2, direclor of nursing, ASM #
3, ragional direclor of clinical services and LPN #
5 traveling MDS coordinator, were made aware of
the findings,

No further information was provided prior to exit.

References:

[1] A chronic disease In which the body cannot
regulate the amount of sugar in the blood, This
information was obtained from the website:
hitps:/ivww, nim.nih.govmediineplus/ency/article/
001214.htm.

F 889 Free of Accldent Hazards/Suparvision/Devices F 689
§5=0 | CFR(s): 483.25(d)(1)(2)

§483.25(d) Accidents,

The facility must ensure that -

§483.25(d}(1) The resident snvironment remains
as free of accident hazards as is possible: and

§483.28(d}(2)Each resident recelves adequate
supervision and assistance devices to prevent
aceidents,

This REQUIREMENT is not met as evidenced
by: .
Based on observation, staff interview, clinical
record review, and faeility document review, it
was determined that the facility staff failed to
ensure environment free of accldent hazards and
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assistance devices to prevent accidents for one
of 32 residents in the survey sample; Resident
#81. The facility staff failed to implement fall
: interventions for Resident #81 after a fall on
! 12/28/19, fall mats and a scoop mattress were
’ determined by the facility to be requirad
interventions. Nelther intervention had been
implemented as of the survey date of 1/9/20,
F689
The findings include: 1. The fall mats and scoop mattress for
Resident #61 was admitted to the faliity on resident #61 were implemented on
12/23/19; diagnoses include but are not limited to 1/9/2020,
dementla wiih behaviors, panic disorder, thyroid 2. Review of resident’s with fall mats and
. disarder, restless leg, anxiety disorder, high blood -
pressure and defiiium. The admission / S-day scoop mattresses was conducted on
MDS (Minimum Data Set) assessment with an 1/9/2020 no other findings were noted.
i A;‘d'gé’t\ssessf’é@“; Ref:?“ce Date)l of 12@’;?{} 3. Anin-service for staff was conducted by
- v @ resident as being severely impaire .
| abilty to make dally lfs decisions. o resident the DCS/designee on 1/10/2020 on
was coded as requiring total care for bathing, implementing fall interventions as
hygiene, toileting, and eating; extensive designated on the care plan.

assistance for ambulation and transfers; and was : .
5 coded as inconflnent of bowel and bladder. 4. The DCS/designee to complete the fall

i Intervention monitor one time a week

On 1/08/20 at 9:57 AM, Resident #61 was for four weeks for any residents with
ohserved in bed asleep. No fall mats were

observed next o the resident's bed and no scoop faii intem{entaons to ensure compliance
matlress observed on the bed, is maintained, Follow up hased on

findings and reported to the facilities

On 1/09/20 af 10:46 AM, LPN #3 (Licensed

Practical Nurss} was asked about the fall mats monthly QAP meeting, Q'uality

and scoop matiress for Rasldent #51. She stated : Monitoring schedule medifiad based on
that she was not aware the resident was to have 3 findings.

fall mats and a scoop matiress. At this time, she

checked on Resident #61 and verified that there 5. Date of compliance 2/15/2020.

were no fall mats or scoop mattress In place,
When asked about implementing these

i I
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interventions, LPN #3 stated, "Thay should have
been implemented ag soon as it was decided she
needed them.”

A review of the admission nursing assessment
dated 12/23/19 documented under "Fall Rlek;
History of Falls: ___No history of falis; __ Fallin
past 30 days; ___Fell in past 31-180 days.” The
box for "Felf In past 30 days" was marked. In
addltion, a "Fall Risk Evaluation" form was
completed which coded the resident as an "18."
This form documentad, "A resident who scorss a
10 or higher Is at risk."

A raview of tha clinical record revealsd a nurse's
nole dated 12/29/19 at 6:30 AM that documented,
“Resident yelling out *help mel” Found on floor in
sitting position. MAEW {moves alf extremities
well), vital signs obtained, neuro [neurcloglcai]
checks initiated. NP (nurse practitioner), son,
and RP (responsible parly) notified.”

A review of a fall investigation dated 12/20/19
documented that the resident stated she had to
go to the bathroom but did not ask for help,

An Interdisciplinary Team (IDT) mesting note
dated 12/30/10 documented, “IDT met to
discuss/review resident's fall on 12/29/19. Faund
sifting on (R} {rlght) side of bed in fleor in sitting
position. No injuries, B+B (bowsl and bladder),
med [medication] review. No further
recommendations at this time."

An Interdisciplinary Team meeting note dated
1/3/20 documented, *IDT met to discuss/review
80 day look back on faliing kast 30 days, B+B,
med review. No further recommendations at this
time."
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An Interdisciplinary Team mesting note dated
1/6/20 documented, "IDT met fo discuss/review
fall on 1/3/20 {(nota: there was no fall noted on
113120, Note refers to the IDT note dated 1/3/20).
Found laying {Sic.) on floor besida bed. No
irjurles. Fall mafs, scoop matiress. No further
recommendations.”

A roview of the comprehensive care plan dated
12/30/19, documented, *{Resident #61) has had
an actual fall with no injury et {related to} poor
halance, poor communication/fcomprehension.”
This care plan Included the intervention, dated
12/30/19 for "Fall mats on bolh sides of bed.”
The cars plan did not include any intervention for
the scoop maltress.

A raview of the facllity policy, "Fall Management”
documented, "B, Fall Mitigation Strategies: 1.
Develop resident centerad Interventlons based on
resident risk factors. 2. Update the residents
care plan and the Nurse Aide Kardex with
interventions...C., Post Fall Strategies:...4.
Re-evaluate fali risk utilzing the Post Fall
Evaluation; 4. Update Care plan and Nurse Aide
Kardex with Intervention{s}...8. Update plah of
care with new interventions as appropriate....”

On 1/8/20 at 1:07 PM, ASM #1 (Administrative
Staff Member - the Executive Director and ASM
#2 (the Director of Nursing) were made aware of
the findings. No further Information was pravided
by the end of the survey,
Respiratory/Tracheostomy Care and Suctioning
GCFR{s): 483,25(})

§ 483,26(1) Respiratory care, including

F 689

F 895
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tracheostomy care and {racheal suctioning,
The facility must ensure that a resident who
needs respiratory care, Including tracheostomy
carg and tracheal suctioning, is provided such
care, consistent with professional standards of
practics, the comprehensive person-centered
care plan, the residents' goals and preferances,
and 483.85 of this subpart,
This REQUIREMENT s not met as evidenced
by

Based on observations, staff inferview, resident
interview, clinical record review, and facility
document review, it was determined that the
facility staff failed to provide respiratory care and
services consistent with professional standards of
practice, the comprehensive psrson-centerad
care plan for four of 32 residents in the survey
sample; Residents #41, #3, #163, and #25, The
fadility staff failed o ensure a physician's order
was In place for Resident #41's use of an
incentiva spiromster and failed to ensure
Resident #4's nebulizer mask and incentive
splrometer were stored in a sanitary manner
when not In use. The facllity staff falled to
administer Resident # 3's oxygen at the flow rate
ordered by the physician. The facillty staff failed
to store Resident #163's incentive spirometer [1]
in a sahitary manner and failed to obtain
physician orders for the use of the incentive
spirometer. The facility staff failed to administer
Resident # 25's oxygen according to the
physidian’s orders and falled 1o store Resident #
2&'s nebulizer mask and Incentlve spirometerin a
sanitary manner, The facility staff failed to obtaln
a physician's order for Resident # 25's use of an
incentive spirometer.

The findings include:

F695

1. Anorder for resident #41 was obtained
' for the incentive spirometer on
1/8/2020. The incentive Spirometer
and nebulizer mask for resident #41
was repiaced with a new one and
placed in a respiratory bag on 1/8/2020.
The oxygen flow rate for resident #3
was adjusted by the nurse to physician
ordered flow rate on 1/8/2020. An
otder for resident #163 was obtained
for the incentive spirometer on
1/8/2020. The incentive Spirometer
for resident #163 was replaced with a
new one and placed in a respiratory bag
on 1/8/2020. An order for resident #25
was obtained for the incentive
spirometer on 1/8/2020. The incentlve
Spirometer and nebulizer mask for
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1a, Resident #41 was admitted to the facility on
8/7/19; diagnoses includs but are not limited to,
hydrocephalus, psychotic disorder, right kidney
cances with removal of kidney, cardiac
defibrillator, high blood pressurs, atrial fibrillation,
diabetes, bipolar disorder, spinal stenosis with
fuslon, and cerebral palsy. The quarterly MDS
{Minimum Data Sef) assessment with an ARD
{Assessment Reference Date) of 12/21/19 coded
the resident as belng cognitively intact In ability to
meke daily life decislons, The resident was
coded as requiring extensive care for bathing,
tolleting, dressing, and transfers; suparvision for
eating and hygiene; and was coded as
incontinent of bowe! and bladder.

On 1/07/20 at 12:16 PM, an observation was
made of Resident #41's room. Resident #41 was
notin the room, An Incentive Spirometer was
observed on the over bed table,

On 1/08/20 at 8:52 AM, Residant #41 was
ohserved in bed. The Incentive Spirometer
remained on the over bed tabls as praviously
observad,

On 1/08/20 af 1:.00 PM, Resident #41 was
observed and an Inferview conducted. The ovar
bed table was across the resident. The incentive
spirometer was on the table. Resident #41 stated
that he has used it on occasion.

A review of the clinical record failed to reveal any
avidence of a physician's order for the use of an
Incentive Spirometer,

A reviaw of the comprehensive cars plan falled to
reveal the use of the Incentive Spirometer as

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NC. 0938-0391
STATEMENT OF DEFIGIENGCIES {(X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION £X9) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
C
495388 8. WING 01/09/2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
ENVOY OF WINCHESTER, LLC 110 LAUCK DR
R, WINCHESTER, VA 22603
o9 D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o5
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL, PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCELD TO THE APPROPRIATE DATE
DEFICIENCY}
F 696 Continued From page 56 F 695

resident #25 was replaced with a new
one and placed in a respiratory bag on
1/8/2020. The oxygen flow rate for
resident #25 was adjusted by the nurse
to physician ordered flow rate on
1/8/2020. : _
Audit of respiratory care o ensure
orders for incentive spirometers were
given by the physician and incentive
spirometers are stored in respiratory
bags, oxygen usage reflects physicians
orders and nebulizer masks are stored
in respiratory bags was completed and
no issues of non-compliance were
noted on 1/31/2020.
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being care planned.

On 1/8/20 at 1:07 PM In an interview with RN #1
(Reglsterad Nurse), she stated that there should
be an order for the use of the Incentive
Spirometer. RN #1 stated that the residents
"come in with them from the hospital.”

Areview of the facility policy, “Incentive
Spirometer” did not document any criteria for
cbtaining a physician's order prior to use.

On 1/8/20 at 5:50 PM, ASM #1 {Administrative
Staff Member - the Exacutive Directar) and ASM
#2 (the Director of Nursing) were made aware of
the findings. No further information was provided
by the end of the survey.

1b. The facility staff falled to ensure Resident
#41's nebulizer mask and Incentive Spirometer
were stored in & sanitary manner when not in use,

On 1/07/20 at 12:10 PM, an observation was
made of Resident #41's room. Resident #41 was
notin the room. An Incentive Spirometer was
observed on the over bed table. It was not
covered, A nebulizer machine and mask was
observed on nighistand next to the bad. The
nebulizer mask was not covered.

On 1/08/20 at 8:52 AM, Resldent #41 was
abserved in bed. The Incentive Splrometer and
nebufizer mask remained uncovered as
previously obsarvad,

On 1/08/20 at 1:00 PM, Resident #41 was
observed and an interview conductad, The over
bed table was across the resident. The incentive
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DCS/designee, including having orders
for Incentive spirometers, storing
incentive spirometers and nebulizer
masks in respiratory bags and
administering oxygen by the physicians
order by 1/10/2020,

4. The DCS/designee to complete the
respiratory quality monitor for any
residents with incentive spirometer,
oxygen and nebulizers to ensure
compliance is maintained weekly for
four weeks, Follow up based on
findings and reported to the facilities
monthly QAPI meeting. Quality
Maonitoring schedule modified based on
findings.

5. Date of compliance 2/15/2020.
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spirometer was on the table, uncavereqg. No bag
! was observed to store the Incentive Spirometer.
: The nebulizer mask was now, observed coverad
: in a new bag and dated. The resident stated that
he has used both ltems on oceasion and that to
his recoliection neither item, had been coverad.

On 1/8/20 at 1:07 PM in an intsiview with RN #1
{Registered Nurse), she stated that the nebulizer
mask should be covered. RN #1 statad the
Incentive Spiromefer should be wiped clean, RN
#1 stated, *| guess it should be stored in a kag
but1 was never told that.*

A review of the facility pelicy, *Nebulizer”
documented, "Place entire unit in a bag to be
maintained in the resident's room."

A review of the facility poficy, "incentive
Spirometer” did not document any criteria for
maintaining the device in a sanitary manner
hetween usas,

On 1/8/20 at 5:50 PM, ASM #1 (Administrative
Staff Member - Exacutive Director) and ASM #2
{the Director of Nursing) were made aware of the
findings. No further information was provided by
the end of the survey.

2. Resldent # 3 was admitted to the facility on
05/09/2016 with a readmissien of 07/22/2019 with
diagnoses that Included but ware not limited to
respiratory failure, shortnass of bresth and
chronic obstructive pulmonary diseass [1].

Resldent # 3's most recent MDS (minimum data
sef), a quarterly assessment with an ARD
(assessment refarence dats) of 09/26/19, coded
Resldent # 3 as scoring a 12 on the staff
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assessment for mental status (BIMS) of a score
of 0 - 16, 12- being moderately impaired of
cagnition for making daily decislons. Resident #
3 was coded as requiring extensive assistance of
ong staff member for activities of daily living.
Section O "Special Treatments, Procedures and
Programs" coded Resident # 3 for the use of
axygen.

On 01/07/2020 at approximately 3:15 p.m.,
Resident # 3 was abserved lying in bed receiving
oxygen by nasal cannula connected to an axygen
concentrater that was running. Observation of
tha oxygen flow meter on the oxygen
concentrator revealed a flow rafe of
one-and-a-half fiters per minute.

Cn 01/08/2020 at 10:39 am., an observatlon of
Resident # 3 revealad they were lying in bed
receiving oxygen by nasal cannila connected fo
an oxygen concentrator that was running.
Obssrvation of the oxygen flow meter on the
oxygen concentrator revealed a flow rate of
one-and-a-haif liters per minute,

Tha POS [physician's order sheet] dated
01/01/2020 through 01/31/2020 and signed by the
physlician on 1/7/2020 for Resident # 3
documented, "08/04/19 Oxygen at 2. [two liters
per minute] via [by] nasal cannula every shift.”

The comprehensive care plan for Resident # 3
with a revision date of 12/31/2018 documentsd,
"Focus: {Resident # 3} has shortness of breath
(SOB) rit{related to] Decreased lung expansion.
Dats Initiated 12/31/2018. Revision on
1213172018 Under "Interventions® it
documented in part, "Oxygen setting: 02 [oxygen]
2L via NC {nasal cannula}, Date Initlated
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! 12/131/2018. Revislon on 04/16/2019."

On (1/08/2020 at 1:00 p.m., an inferview was
conducled with LPN {licensed practical nurse] #
4. When asked to describe the procedure for
reading the oxygen, flowrate moter on an exygen
concentrator, LPN # 4 staled, “You should be at
eye level with the meter and the liter fine should
pass through the middle of the ball. LPN # 4 was
asked to read the flow meter on Resident # 3's
oxygen concenirator, After looking at the flow
meter, LPN # 4 stated the oxygen flow rate was
at one-and-g-half liters per minute. When asked
what the flow rate should be, LPN # 4 stated
twe-liter's per-minute. LPN# 4 then readjusted
the flow rate to 2LPM (liters per minute) on the
oxygen concentrator,

On 01/08/2020 at approximately 5:50 p.m., ASM
{administrative staff member) # 1, the exscutive
director and ASM # 2, director of nursing, ASM #
3, regional direcfor of clinical services and LPN #
5 traveling MDS coordinator, wera made aware of
the findings.

No further information was provided prior to exit.

References:

[1] Disease that makes it difficult to breath that
can lead to shortnass of breath, This information
was obtained from the website:

hitps/Awvww. rdm.nih.govimediineplus/copd.hémit,

3. Resident # 163 was admitied to the facility on
01/G3/2020 with diagnoses that included but were
not iimited to high blood pressure and chronic
obstructive pulmonary disease [2],
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The most recent MDS (minimum data sel), for
Resident # 163 was not dus at the time of the
survey. The facllity's "Admission Data Collection”
sheet dated 01/03/2020 for Resident # 183
documented in part, “Cognition: Alert, Oriented to
Person Under "Communication” i documentead,
"Usually Understood and Understands.” Under
"Respiratory”, it documented, “Speclal
Treatments and Progedures: None par history
andfor observation,”

On 01/07/20 at 1:49 p.m,, at 2:43 p.m., and at
4:05 p.m., observations of Resident # 163's
over-the-bed tabie revealed an incentive
spirometer. Observation of the incentive
spirometer [1] failed to evidence that it was
placed In a bag or covered.

Gn 01/08/20 at 8:25 a.m., an ohservation of
Resident # 163's avar-the-bed table revealed an
incentive spirometer, Observation of the
incentive spirometer failed to evidence that it was
placad in a bag or covered.

The POS [physician's order shest] dated
01/01/2020 through 01/31/2020 and sighed by the
physiclan on 01/04/2020 for Resident # 163 failad
to evidence documentation for the use of an
incentive spirometer.

The facility's baseline care plan for Resident 183
dated 01/03/2020 failed to evidence
documentation for the use of an incentive
spirometer,

Cn 01708/20 at 8:30 a.m., an interviow was
conducted with Resident # 163. When asked if
they used the incentive spiromatsr, Resident #
163 stated sometimes.

F 695
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On 01/08/2020 at 1:00 p.m., an Interview was
sonducted with LPN [licensed practical nurse] #
4. Wnhen asked If an incentive spirometer was a
pieca of respiratory equlpment, LPN # 4 stated
yes. When how the Incentive spirometar should
be stored when not in use, LPN # 4 stafed it

; should be covered or placed ina bag. LPN#4

i was shown Resident # 163's incentive spirometer
on the over-the-bed table. LPN# 4 statad it
should be covered, When ashed why the

i incentive spirometer should be covered, LPN# 4
: stated, "It could collect garms and could cause an
infectior when used by the resident.” When
asked about a physician's order for Resident

: #163's use of the Incentive spirometer, LPN # 4

i reviewsd the physiclan's orders and stated that

: thay could not locate ona.

On 01/08/20 at 1:43 p.m., an interview was
conducted with LPN # 5, traveling MDS
cocordinater. LPN # 5 staled there was no
physician order for Rasident # 163's incentive
spirometer. LPN # 5 further stated that they had
spaoken to Resident # 163's nurse practitioner and
that Residert # 163 would benefit from the use of
the Incentive splrometer. LPN # 5 sfated they
would obtain a physician's order for pm [as
nesded] use of an incentive splrometsr,

On 01/08/2020 at approximately 2:00 p.m., LPN #
5 provided this survayor with a copy of a
physician's telephene order dated 01/08/2020 for
Resident # 183. The order documented,
"Encourage use of incentive spirometer PRN,"

On 81/08/2020 at approximately 5:50 p.m., ASM
# 1, the executive director and ASM # 2, diractor
of nursing, ASM # 3, reglonal director of dlinical
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services and LN # 5 traveling MDS coordinatoer,
were made aware of the findings,

No further information was provided prior to exit,

References:

[1] A device used to help you keep your fungs
healthy after surgery or when you have a lung
liness, such as preumania. This information was
obtalned from the webslite:
hitps:/mediineplus.goviency/patientinstructions/0
00451, htm,

[2] Disease that makes it difficult to breath that
can lead fo shoriness of breath, This information
was obtained from the website:
htq:s:ilwww.nim.nEh.govimecﬂln_eplusfcopd.html.

4a. Resident # 25 was admitied 1o the facillty on
11/20/2019 with diagnoses that included but were
not fimited to respiratory failure, shoriness of
breath and chronic obstructive pulmonary disease

(1l

Resident # 25's most recent MDS (minknum data
zel), a quarterly assessmsnt with an ARD
{assessment reference dafe) of 11/29/18, coded
Resident # 25 as scoring a 14 on tha staff
assesament for mentel status (BIMS) of a score
of @ - 15, 14- being cognitively Intact for making
daily decisions. Resident# 25 was coded as
requiring extenslve assistance of cne staff
member for activities of daily living. Section O
"Special Treatments, Procedures and Programs”
coded Resident # 25 for the use of oxygen.

The POS [physician's order sheef] dated
01/01/2020 through 01/31/2020 and signed by tha
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physician an 1/7/2020 for Resident # 3
documented, "12/17/19 Oxygen @ [at] 4L [four
liters per minute] via [by] nasal cannula
continuous every shift to maintain SPG2 {oxygen
saturation] {2] greater than 90%."

The comprehensive care plan for Resident # 25
with a ravision date of 12/03/2049 documented,
“Focus: {Resident # 25] has Congestive Heart
Fallure. Revislon Date; 12/03/2019." Under
"Interventions" it documented in part, "Oxygen
setting: O2 [oxygen] via NC [nasal cannula} at 41,
(liter). Revision on 12/03/2018."

On 01/07/20 at 1:25 p.m,, 2:45 p.m., and at 4:05
p.m., ohservations revealed Resldent #25 In bed
receiving oxygen by nasal canniula connected to
an oxygen concentrator that was running.
Qbservations of the flow meter on the oxygen
concentrator revealed an oxygen flow rate set at
three-and-a-half liters per minute.

On 01/08/20 at 8:30 a.m., an observation
revealed Resident #25 in bed receiving oxygen by
nasal cannula connected to an oxygen
concentrator that was running. Obsarvation of
the flow meter on the oxygen concentrator
revealed an oxygen flow rate set at
three-and-a-half liters per minute,

On 01/08/2020 at approximately 1:00 p.m., an
intervisw was conducted with LPN [licensed
practical nurse] # 4, When asked to describe the
procadure for reading the oxygen, flowrate meter
an an oxygen concentrator LPN # 4 stated, "You
should be at eye level with the mster and the liter
ine should pass through the middle of the ball,
LPN # 4 was asked to read the flow meter on
Resldent # 25's oxygen concenlrator. After
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looking at the low meter LPN# 4 stated the
oxygen flow rate was at three-and-a-half liters per
minute. When asked what the flow rate should
he per the physician ordar, LPN # 4 stated
four-liter's per-minute. LPN # 4 then readjusted
the flow rate on the oxygen concentrator to 4 LPM
{liters per minute).

On 01/08/2020 at approximately 5:50 p.m., ASM
{administrative staff member) # 1, the executlve
director and ASM # 2, director of nursing, ASM #
3, regional director of clinical services and LPN #
5 traveling MDS coordinator, were made aware of
the findings.

Ne further Information was provided prior to exit,

References:

[1] Disease that makes it difficult to breath that
can {ead to shoriness of breath. This information
was obtained from the website:
hittns:/Awvww.nim.nih.gevimedlineplus/copd. html,

4b. On 01/07/20 at 1:25 p.m., at 2:45 g.m., and at
4.05 p.m., observations of Resident # 25's
badslde table rovealed a nebulizer and a
nebulizer mask sitting an top of the table,
Observations of the nebulizer mask revealed it
was uncovered. When asked if they receive
nebulizer treatmants Reslident # 25 stated yes,
Further observation of the bedside table revealed
an incentive spirometer uncovered, When asked
if thay use the incentlve spirometer Resident # 25
stated yes.

On 01/08/20 ot 8:30 a.m., an observation of
Resident # 25's bedside table revealed a
nebulizer and a nebulizer mask sitting on top of
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i the table. Obsarvation of the nebulizer mask

: revealed It was uncovered, Further observation
of the badslde table revealed an incentive
spiromater uncovered.

The "Physiclan's Telephons Qrder” dated
1272772019 documented, "Duc nebs Q [every] 4
ffour] hours for SOB [shortness of braath]."

: Further review of the clinical record failed 1o
evidence a physician's order for the use of an
incentive spirometer.

The comprehensive care plan for Resident # 25
with a revision date of 12/03/2019 documented,
"Focus: [Resident # 25] has COPD [chronic
obstructive pulmonary disease], Date lnitiated:
12/03/2018." Under "Interventions” it
documented, “Give nebulizer trealments and
oxygen therapy as ordered. Date Initiated;
12/03/2019.*

On 01/08/2020 at 1:00 p.m., an interview was
conducted with LPN [licensed practical nurse} #
4. When asked if an incentive spirometer was a
piece of respiratory equipment, LPN # 4 stated
yes. When how the incentive spirometer should
be stored when not in use, LPN # 4 stated It
should be coveved or placed in a bag. When
asked how & nebulizer mask should be stored -
when not In use, LPN ¥ 4 stated it should be
placed in a bag. When shown Resident # 25
nebulizer mask and incentive spirometer on the
bedside table LPN # 4 stated the incentive
spirometer and nebulizer mask should be
coverad. When asked why the incentive
spirometer and nebulizer mask shouid be
covered, LPN # 4 stated, “It could collect garms
and could cause an infection when used by the
resident.”
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On 01/08/2020 at approximalely 5:50 p.m., ASM
# 1, the executive director and ASM # 2, director
of nursing, ASM # 3, regional director of clinical
services and L.PN # 5 traveling MDS coordinator,
were made aware of ths findings.

No further information was provided prior 1o exit.

References:

[1] A device used to help you keep your lungs
healthy after surgery or when you have a jung
liihess, such as pneumonta. This information was
abtained from the webslte;
hitps:/medlineplus.goviency/pationtinstructions/0
00451.htm,

4¢. On 01/07/20 at 1:25 p.m., an observation of
Rasident # 25's bedside table revealed an
incentiva spirometer uncovered. When asked if
they use the incentive spirometer Residant # 25
stated yas,

On Q1/07/20, at 1:25 p.m., at 2:45 p.m., and at
4:05 p.m., observations of Resident # 25's
bedside table revealed an incentive spiromeater,

On 01/08/20 at 8,30 a.m., an observation of
Resident # 25's badside table revealed an
incentive spirometer uncovered,

Review of Resident # 25's clinical record failed to
evidence a physician's order for the use of an
incentive spirometer,

On 01/08/2020 at 1:00 p.m., an interview was
cenducted with LPN {licensed practical nurse] #
4. When asked about a physiclan's order for the
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use of the incentive spirometer for Resident # 25,
LPN # 4 reviewed the physician's orders and
stated that they could not lecate one,

On 01/08/20 at 1:43 p.m,, an interview was
sonducted with LPN # 5, fraveling MDS
coordinator. LPN # 5 stated they had spoken to
the nurse practitioner (NP) and the NP stated,
"The nurse practitioner feels she [Resident # 25)
doesn't nead it [incentive spirometer] so | wil
remove it It was something she had in her
belonging when she came here." LPN #5
verbally confirmed there was no physiclan's order
for the use of an incentive spirometer,

On 01/08/2020 at approximately 5:50 p.m., ASM
# 1, the executive director and ASM # 2, director
of nursing, ASM # 3, reglonal director of clinical
services and LPN # 5 traveling MDS coordinator,
were made aware of the findings.

Ne further information was pravided prior to exit.

F 757 | Drug Regimen is Free from Unnecessary Drugs F757
8s=E | CFR(s}: 483.45(d)(1)-(8}

§483.45(d) Unnecessary Drugs-General,

Each resident’s drug regimen must be free from
unnecessary drugs. An unnecessary drug Is any
drug when used-

§483.45(d)(1) In excessive dose (Including
duplicate drug therapy); or

§483.45(d)(2) For excassive duration; or
§483.45(d)(3) Without adequate monitoring; or

§483.45(d)(4) Without adequate indications for lts
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§463.45(d}(5) in the presence of adverse
consequencas which indicate the dose should be
reduced or discontinued; or

§483.45(d}{6) Any combinations of the reasons
stated in paragraphs (d){1) through (5} of this
saction,

This REQUIREMENT Is not met as evidenced
by

Based on staff interview, faciity document
review, and clinical record review, it was
determined that the facility staff falled to ensure
the drug reglmen must be free from unnacessary
drugs for two of 32 residents in the survey
sanple, Resident# 3 and # 28, The facillty staff
failed to altempt non-phamacological
interventions prior to the administration of pra (as
headed) pain medications [Oxycodone {1) and
Acetaminophenj {2}] to Resident #3 on multiple
dates in Novambar and December 2019, The
facility staff failed to attempt non-pharmacological
interventions prior to the administration of a prn
{as needed} pain medication [Hydrocodene-
Acetaminophen (2)] to Resident #26 on multiple
dates during November, December 2019 and
January 2020,

The findings include:

1. Resident # 3 was admitted ta the facility on
06/09/2016 with a readmission of 07/22/2018 with
diagnoses that included but were not Iimited to
lower baek pain.

Resident # 3's most recent MDS {minimum data
sef), a quarterly assessment with an ARD
{assessment reference date) of 09/26/19, coded

F 757

F757

1. Nurses responsible for resident #3 and

#25 care were re-educated on the
policy for documentation of non-
pharmacological interventions and pain
level scale prior to administering prn
pain medication an 1/8/2020.

Audit of records of residents on prn
pain medication completed to ensure
they include non-pharmacological
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Resident # 3 as scoring a 12 on the staff
assessment for mental status (BIMS) of a score
of 0~ 15, 12- baing moderatsly impaired of
cognition fer making daily decisions, Resident #
3 was coded as requiring extensive assistance of
one staff member for activities of daily living.
Section J "Health Conditions" coded Resident # 3
.| @8 having occasicnal pain with & paln level of
seven on a scale of zero fo ten with ten being the
warse pain.

The comprehensive care plan with a revision date
of 12/31/2018 for Resident # 3 documented,
"Focus: [Resldent # 3] has chronic pain o/t
{related to] arthritis, diabetic neuropathy,
peripheral vascular disease. Date Initlated:
12/31/2018." Under "Interventions" it
documented, "Administer analgesia as per order,
Give % {one half] hour before treatments or care
Date Initiated: 12/31/2018."

The physician's telaphons order dated
11/06/2019 for Resident # 3 dacumentad,
“Oxycodone 5MG {five milligrams]. 1 Jone] tak
{tablet] by mouth Q 8 {eight hours] pm for pain.”

The MAR [medication administration racord] for
Resldent # 3, dated "November 201"
documented the physician orders as above.
Reviaw of the MAR revealed Resident # 3
received Oxycodone on the dates and times that
follow:

11112119 at 2:00 a.m., and at 1:07 p.m.,
11413/19, at 146 p.m., and at 9:00 p.m.,
11/14/18 &t B:30 p.m,,

1111519 at 1:10 p.m.,

11/17/19 at 4115 a.m. and at 11:45 a.m.,
11/10M19 at 5:00 p.m,,

11/20M19 at 1:00 a.m.,

5.

X4y SUMMARY STATEMENT OF DEFICIENCIES Fla] PROVIDER'S PLAN OF CORRECTION o)
FREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
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Interventions and pain level scale prior
to administration on 1/31/2020, No
issues of non-compliance were noted,
Nursing staff were re-educated by the
DCS/designes on documenting non-
pharmacological interventions and pain
level scale prior to administering prn
medications by 2/15/2020.

The DCS/designee to complete the pain
quality monitor for 15 random residents
with prn pain medications to ensure
compliance is maintairied weekly for
four weeks. Follow up based on
findings and reported to the facilities
monthly QAPE meeting, Quality
Monitoring schedule modified based on
findings.

Date of compliance 2/15/2020.
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11/30/19 at 10:00 a.m, and af 9:00 p.m.

Further review of the MAR failed evidence
documentation of non-pharmacological
interventions aftemptad prior to the adminlstration
of the pain medication and failed to evidence
docurentation of Resident # 3's pain level for the
above dates and times,

The POS [physician's erder sheet] dated 12/01/19
through 12/31/2019 for Resldent # 3 decumentad,
‘Acetaminophen 325MG Tablet, Take 1 tab by
mouth every 4 [four] hours as needed for pain.
090312019,

The MAR [medicatfon administration record] for
Resident # 3, dated "December 2019" B
documented the same physician order as above.
Roview of the MAR revealed Resldent # 3
recelved Acetaminophen on the dates and tmes
as follows: 12/01/19 at 2,00 p.m., 12/02/19 at
9:30 aum., 12/03/19 at 12:15 p.m., 12/04/19 at
12:47 p.m., 12/07/19 at 12:27 p.m., 12/10/19 at
100 am, 121118 at 1215 p.m., 12113719 at
1106 p.m., 12/15/19 2t 8:30 p.m., 12/16/19 at 8:15
p.m., 12718719 at 12:45 pm., 12/21/19 at 12:05
p.m., and on 12/25/19 at 4:22 p.m. Further
review of the MAR falled evidence decumentation
of non-pharmacclogical interventions atlempted
prior to the adminisiration of the as nesded pain
medication and falled to evidence documentaticn
of Residant # 3's pain level for the above dates
and times.

The facility's nurse's notes dated 11/08/2019
through 127282019 falled to evidence
documentation of Resident # 3's pain level and
failed to documant non-pharmacological
interventions prior fo the administration of
Oxycadone and Acataminophen to for the above
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dates and times,

Revlew of Resident # 3's pain flow sheets dated
Navember and Dacember 2019 fallad o evidence
pain levels and non-pharmacological
interventions for the above dates and imes.

On 01/07/2020 at approximately 4:00 p.m., an
interview was conducted with Resident # 3.
When asked if the staff atternpt to allaviate the
pain before administering pain medication
Resident # 3 stated no,

On 01/08/2020 at 4:02 p.m., an Interview was
condugted with LPN [licensed practical nurse} #
4, regarding the procedure _for administeting pin
[as needed] pain medication, LPN # 4 stated,
"Start with non-gharmacological inferventions,
return in about a half-hour to an hour and
reassess, ifit Is not effective check what is
ordered, get the resident's pain level, based on
zerg to ten, ten baing the worse, and minister
meds fmedication] and recheck in about an hour,
When asked about tha procedure staff follows for
documenting that non-pharmacological
interventions were attempted and the paln levels,
LPN # 4 stated, “it's documented on the back of
the MAR [medication adminlstration record] or the
nurse's notes.” After reviewing the MAR and
nurse's notes for Resident # 3, LPN # 4 stated
there was no documentation of
non-pharimacolagical interventions being
attempted or the pain levels. When asked about
the lack of documentation of
non-pharmacologlcal interventions and the pain
tevels, LPN # 4 siated, "It's not documented can't
say if's done.”

On 01/09/20 at 11:14 a.m., an Interview was
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conducted with ASM [administrative staff
member] # 2, director of nursing. When asked to
describe the procedure for pm {as needed] pain
medication, ASM # 2 stated, "Rata tha pain zero
to fen, madicate them, and recheck in about an
hour to see if was effective.” When asked about
altempting non-pharmacologlcal interventions
prior fo administering as needed pain medication,
ASBM # 2 stated, "It depends on what the pain Is,
chronic pain such as cancer pain we don't
attempt them. Sometimes the patient will just ask
for it and we won't argue with them.” When
asked if they expected fo attempt
non-pharmacological Interventions If the resident
was not expsariencing chronic pain, ASM #2
stated it should document on the painflowsheet . .~ 1 L - e s
or nurse's notes. ASM # 2 further sfated that the
location and level of paln should be decumented
on the pain assessmeant shaet with the MAR.

On 01/08/2020 at approximately 5:50 p.m., ASM
# 1, the executive director and ASM # 2, director
of rursing, ASM # 3, reglonal director of ofinical
services and LPN # 5 traveling MDS coordinator,
were made aware of the findings.

No further information was provided prior to exit.

Rasferences:

[1] Oxycodone is used to refieve moderate to
severe pain. This Information was obtalned from
the webslte:

hitps:/imediineplus. govidruginfo/meds/ag82132.h
tmi,

[2] Used to relieve mild to moderate pain from
headaches, muscie aches, menstrual periods,
colds and sore throats, toothaches, backaches,
and reactlons to vaccinations (shots), and to
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reduce fever, Acetaminophen is in a class of
medicalions callad analgesics (pain relievers) and
antipyretics (fever reducars). It works by changing
the way the body senses pain and by cooling the
body, This information was obtained from the
website: hitps:
hitps:/imediineplus.govidruginfo/meds/a81004.h
tral,

2. Resident # 26 was admitted to the facllity on
11/20/2049 with diagnoses that Included but were
not imited to chest pain.

Resident # 25's most recent MDS {minimum data
set), a quarterly assessment with an ARD
(assessment reference.date).of 11/29/19, codad
Resldent # 25 as scoring a 14 on the staff
assessment for mental statys (BIMS) of a score
of 0~ 15, 14- being cognitively intact for making
daily decisions, Resident # 26 was coded as
requiring extensive assistance of one staff
member for activities of daily living. Section O
"Special Treatments, Procedures and Programs®
coded Resident # 25 for the use of oxygen.

The POS [physlclan's order sheet] dated G1/01/20
through 01/31/2020 for Resident # 26
documented, "Hydracodene-Acstaminophen
10MG-326MG [milligrams] Tablst. Take 1 tab
[tablet] by mouth every 8 [eight] hours as nesded
for moderate to savere pain, 11/26/2019."

The MAR [medication adminlstration record] for
Resident # 25 dated "November 2019"
documented the physician order as above,
Review of the MAR revealed Resident # 25
received Hydrocodone-Acataminaophen on
11/25/19 at 6:00 p.w., 11/26/19 at :30 p.m., and
on 11/27/18 at 9:30 a.m,, and at 6:00 p.m.

F 757

FORM CMS-2667(02-99) Pravious Versions Obsalete Evend ID: TTUH

Facility ¥0: VADI23

If continuation shoet Page 75 of 117




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 01/31/2020

FORM APPROVED
GENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION MUMBER: A BURDING COMPLETED
C
495389 B, WING 01/09/2020
NAKE OF PROVIDER OR SUPPLIER “STREET ADDRESS, CITY, STATE, ZIP CODE
ENVOY OF WINCHESTER, LLC 110 LAUGK DR
) WINGHESTER, VA 22603
Fa o SUMMARY STATEMENT OF DEFICIENGIES 3] PROVIDER'S PLAN OF CORRECTION 6
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE SOMPLET:ON
TAG REGULATORY OR LSCIDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE bare
DEFICIENGY)
F 757 | Continued From page 75 F 757

Further review of the MAR falled evidence
documentation evidencing that
non-pharmacolegical interventions for the abova
dates and times were attempled prior to the
administration of as needed pain medication.

The MAR [medication administration record] for
Resident # 25, dated "December 208"
documented the physician order as above,
Raview of the MAR revealed Resident # 25
received Hydrocodone-Acstaminophen on the
dates and times as follows:

12604719 at 11:00 a.m.,

12/02/19 at 9:05 a.m.,

12/03/19 at 9:09 a.m.,

12/04/19 at 4:50 &m., and at 9:00 p.m.,
12/06/19 at 8:00 p.m.,

12/07/19 at 6:30 a.m. and at 7:56 p.m,,
12/13/19 at 5:05 p.m.,

12/16/18 at 8:50 a.m.,

12M17/19 at 7218 p.m.,

12/18/19 at 12:20 p.m. and at 8:00 p.m.,
1212119 at 5:56 pm.,

12122119 at 9:00 p.m.,

12/2319 at 8:00 p.m., and on 12/30719 at 9:00
p.am, -

Further review of the MAR failed avidence
documentation non-phamacologicat interventions
were attempted, prior to administiation of as
needed pain medication. The MAR failed to
ovidence documentation of Resident # 25' pain
level for the above dates and Himes.

The MAR [medication adminisiration record] for
Resident # 25, dated "January 2020" documented
the physician order as above. Review of the
MAR revealed Resident # 25 received
Hydrocodone-Acataminophen on 01/01/20 at
1:85 p.m,, 1/02/20 at 6:00 p.m., 04/03/20 at 9:00
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a.m., 01/04/20 at9:19 a.um,, 01/05/20 at 4:40 p.m.,
01/06/20 at 4:45 p.m,, and on 01/07 20 at 9:30

: a.m. Further review of the MAR failed avidence
dacumentation of attempted non-pharmacological
interventions for the abave dates and times,

i On 01/07/20 at 1:33 p.m., during an Interview with
: Resldent # 26, when asked if they recelved pro
[as needed] pain medication. Resident # 25
stated yos and that they have pain in their legs,
When asked if the staff attempt to alieviate the
pain before admintstering pain medication,
Resident #25 stated no.

The facliity's nurse’s notes dated 11/2019 through
G1/07/2020 failed to evidence documentation of
Resident # 25's pain level and failed to evidence
nan-pharmacological Interventions were
altermpted prior to the administration of
Hydrocodone-Acetaminophen to Resident # 25

! for the above dates and times.

Review of Resident # 3's pain flow shests dated
Novembar and Decembaer 2019 and January
2020 failed to evidence non-pharmacological
Interventions for the above datss and times.

The comprehensive care plan for Resident & 25
dated 12/03/2019 documented, "Focus: [Resident
# 25] has chronic pain t/t [related to] Neurology.
Date Initlated: 12/03/2049," Under
“Interventions”, it documented in part, "Administer
analgesia as per orders. Date Initiated:
12/03/2019.

On 010872020 at 4:02 p.m., an interview was
conducted with LPN {licensed practical nurse] #
4, regarding the procedure for administering pm
{as neaded] pain medication. LPN# 4 stated,
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“Start with non-pharmacological Interventions,
return in about a half-hour to an hour ang
reassess, if it is not effective check what is
ordered, get the resident's pain level, based on
zere to ten, ten being the worse, and minister
meds [medication] and recheck in about an hour.
When asked about the procedure staff follows for
documenting that non-pharmacologleal
Interventions were attempted and the pein lavals,
LPN # 4 stated, "It's documented on the back of
the MAR [medication administration racord] or the
nurse's notes." After reviewing the MAR and
nurse's notes for Resident # 25, LPN # 4 stated
there was no dosumentation of
non-pharmacelogical interventions being
attemptad or the pain levels. Vhen asked about . S : i) R
the lack of documentation of
non-pharmacological interventions and the pain
level, LPN # 4 stated, “it's not documented can't
say it's done."

Qn §1/09/20 at 11:14 a.m., an Interview was
canducted with ASM [administrative staff
member] # 2, director of nursing. When asked to
describe the procedure for pen fas needed] pain
medication, ASM # 2 stated, "Rate the pain zaro
to ten, medicate them, and recheck In about an
hour to see if was effective.” When asked about
attempiing non-pharmacological Inferventions
prior to administering as needed pain medication,
ASM # 2 stated, "it depends on what the pain is,
chronic pain such as cancer pain we don't
attempt them. Sometimes the patient will just ask
for it and wa won't argte with them." When
asked if they expecied o atiempt
non-pharmacological interventions if the resident
was not expsriencing chronic pain, ASM # 2
staled it should decument on the pain flow sheet
OF nurse's notes, ASM # 2 further stated that the
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location and level of pain should be documented
on the paln assessment shest with the MAR.

On 01/08/2020 at approximately 5:50 pam., ASM
# 1, the executive director and ASM # 2, director
of nursing, ASM # 3, reglonal director of clinical
services and LPN #5 traveling MDS coordinator,
were made aware of the findings,

No further Information was provided prior to exit,

References:

[1} Hydrocodona is avallable in combination with
other Ingredients, and different combination
praducts are prescribed for different uses. Some
hydrocodone combination preducts ara used to
relieve moderate-to-severs pain. Hydrocodone
relisves pain by changing the way the braln and
nervous system raspond to paln. This information
was obtained from the website:
https:/imedlineplus.govidruginfo/meds/a601006.h
tml,

Free of Medication Error Ris § Pront or More
CFR(s): 483.45(A(1)

§483.45(f) Medication Errars,
The facility must ensure that jts-

§483,45(7)(1) Medication error rates are not &
percent of greater;

This REQUIREMENT is not met as evidenced
by:

The facifity staff falled to ensure that two of four
residents in the Medication Administration task
(Resldents #41 and #37) wete free of medication
errors of less than 5%. Out of 32 epporiunitios,
five errors were observed, resulfing in a
medication error rate of 16.63%. The facllity staff

F 757

F 759
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On 1/08/20 at 8:52 AM, RN #1 (Registered
Nurse} was observed preparing and
administering the following medications to
Resident #41:

Clonidine (1) 0.1 mg {mlitigrams), 1 tablet
Metopralol (2) 100 mg, 1 tablet

Metformin {3} 500 mg, 1 tablet

Depakote (4) ER (extended release) 500 myg, 1
tablst

o4 o SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORREGTION )
PREFIX {EAGH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTICN SHOULD BE COMPLETION
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F 759 | Continusd From page 79 F758
failed to ensure that Resident #41 was free of
medication errors, Resident #4171 was F759
administerad a medicalion that was not ordered
for him and staff failed to administer ordered .
medications. The facility staff failed to ensure that 1. Nurses responsible for resident #41 and
Resident #37 was free of medication errors, #37 care were re-educated on the
Resident #37 was administered a partial dose of policy on medication administration on
the bloed pressure medication, Atenolol, and not 1/8/2020
the full dose that was ordered. '
2. Observation of medication
, administration was completed for
The findings nclude: nursing staff to ensure the policy on
1. Resident #41 was admitted to the facility on medication is followed by 1/31/2020.
8/711%; diagnoses included but are not fimited to No findings were noted.
hydrocephalus, psychotic disordar, right kidney ettt . s
cancer with removal of kidnay, cardiac 3. Nursvmg".st’aff“WIl% D.e re-eduicated on
deflbrilfator, high blaod pressure, atrial fibriliation, medication administration by the
dlabetes, bipolar disorder, spinal stenosis with DCS/designee by 2/15/2020,
fuslon, and cerebral palsy. The quarterly MDS :
. co the
(Minlmum Data Set) assessment with an ARD 4. The DCS/ designee to complete
{Assessment Reference Date) of 12/21/19 coded medication administration monitor for
the resident as being cognitively intact in ability to 2 random med passes per week for four
make daily life decisions. The resident was weeks. Foltow up based on findings and
coded as requiring extensive care for bathing, ) s
toilsting, dressing, and trangfers; supervision for reported to the facilities monthly QAP
eating and hyglens; and was Incontinent of howel meeting. Quality Monitoring schedule
g Y
and bladder. modified based on findings.
5. Date of compliance 2/15/2020,
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Accupril (8} 20 mg, 1 tablet

Folic Acid (8} 1 mg, 1 tablet, observation revesaled
another resident's name was documented on the
pharmacy labsl| of the medication card.
Azithromyeln (7) 250 mg, 1 tablst

Prednisohs (8} 20 my, 1 tablet

Mucinex (9} 600 mg, 1 tablet (as needed)

Upon record review of the physician's orders, it
was verified that Resident #41 was not ordered g
recsive the Follc Acid that was observed being
administered to the resident as documented
abovae from another resident's medication card.

In addition, upon record review, the following
medications wera noted as being ordered but
ware not prepared ahd administered:

Multivitamin {10) 1 tablet every morning {listad on
orders but was nat given, )

Vitamin D (11} 26 meg (micrograms) (1000 units)
every morning {listed on orders but was not
given,)

Glimepiride (12} 4 mg tablet daily (fisted on
orders but was not chserved administered.)

These medications were not administered and
were all listed on the sama page of the MAR
(Medication Administration Record), evidsncing
an entire page of medications was missad during
the Medication Administration observation,

The multivitamin, Vitamin D, Glimepiride, and
Folic Acid were all medication srrors for Resident
#41.

On 1/08/20 at 1:07 PM, In an interview with RN
#1, when asked how Resident #41 was
administered a medication he was not ordered,
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the Folic Acld medication that was not listad on
Resident #41's MAR, that had another resident's
name documented on i, if she was comparing
the MAR {Medication Admiinlstration Record) to
the medication card. RN#1 stated she did not
know how that happsned.,

On 1/8/19 at 3:27 PM, in & follow up interview
with RN#1, when asked about the five rights of
medication administration, RN #1 stated, "Right
person, fight dose, right med, right time, right
route."

On 1/09/20 at 9.54 AM, in a second follow up
interview with RN #1 after the medication orders
were reviewed, when asked about the thres
missed medications, RN #1 statad that she may
have missed the page {of the MAR) that these
medications were listed on,

A review of the facility policy, “Medication - Oral
Administrafion of" documented, ".., Review the
MAR or EMAR {Medication Administration Record
or Electronic Medication Administration Record)
with the Physiclan's Order Sheet (POS}) and sesk
clarification as Indicated....Compare the
medication unit/dose labsl against the MAR or
EMAR prior to returning the madication container
or card to the medication cart or disposing of the
empty container; and prior to supporting the
resident to accept and ingesting the
medication....”

On 1/8/20 at 5:50 PM, ASM #1 {(Administrative
Staff Member - the Exscutive Director) and ASM
#2 (the Direcior of Nursing) were made aware of
the findings. No further information was provided
by the end of the survey,
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References:

i 1. Clonidine - is used to treat high blood
pressure,
information obtained from

https:/mediineplus.govidruginfoimeds/a82243.h
tmi

: 2. Metoprolo! - is used to treat high blood

i pressura,

: Information obtained from
hilps:/fmediineplus.gov/druginfo/meds/a682864.h
tmi

: 3. Metiormin - is used fo freat diabeles

! Infermation obtained from . o
hiips:/imediineptus.govidruginfo/meds/aB6005,h
tmi

4. Depakote ER - is used to treat bipolar disarder
Information obtained from
https:iimediineplus.gov/druginfo/meds/a882412.h
tmi

8, Accupril - Is used to treat high blood pressure.
Infarmation obtained from

hitpsi/imediineplus. gov/druginfo/meds/ag92026.h
! tml

6. Folic Acid - helps the body make healthy new
cells,

Information cbtained from
htips:imediineplus.gov/folicacid.him!

7. Azithromycin - Is ah antibiotic.
Information obtained from

htps:/imediineplus.gov/druginfo/meds/as07037.h
tml
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8. Prednisone - reduces swelling and redness by
changing the way the immune system works,
Information obtained from
https:fimediineplus.govidruginfo/meds/as01102.ht
mi

9. Mucinex - Is used to relieve chest congestion.
tnformailon obtained from
hitps:/imediineplus.gov/druginfo/meds/aB82494.h
tml

10. Multivitamin - used to treat or prevent vitamin
deficiency due to poor diet, certain illnesaes, or
during pregnancy, Vitamins are important building
blocks of the body and help kesp you in good
health,

Information obtainad from
https:fiwww.webmd.com/drugs/2/drug-18820-903
8imultivitamin-oralfmultivitamins-includes-prenata
|-vitamins-oral/details

11, Vitamin D - Vitarnins are substances that
your body needs to grow and develop normally.
Vitamin D helps your body absorb caleium,
Calcium is one of the main bullding blocks of
bone. A lack of vitamin D can lead to bone
diseases such as osteoporosts or rickets. Vitamin
D also has a rofe in your nerve, muscle, and
immune systems.

Infarmation obtained from
hitps:#mediineplus.govivitamind. himil

12, Glimlperide - is used to treat diabetes.
Information obtained from

hitps:/imsdlineplus gov/druginfo/meds/a696018.h
tenl
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Continued From page 84

4. The facllity staff failed to ensure that Resident
#37 was fres of medication errors. Resident #37
was administered a partial dose of a medication,
and not the full dose that was ordered.

Resident #37 was admitted fo the facllity on
12/10/19; diagnoses included but are not limited
to encephalopathy, heart disease, dysphagia,
diabetes, atrial flulter, abdominat aortic
anewysm, high blood pressure, cardlac
pacemaker, and pneumonia, The admission /
G-day MDS {Minimum Data Set) assessment with
an ARD {Assessmaent Reference Date) of
12/17/19 coded the resident as significantly
cognitively Impalred in ability to make dally life
decisions. The resident was coded.as requiring
total care for bathing and tolleting; extensive
assistance for transfers, dressing, and hyglene;
was independent for eafing; and was coded as
incontinant of bowel and bladder.

On 108720 at 9:08 AM, RN #1 {Registered
Nurse) was observed preparing and
administering the following medications for
Residen{ #37:

Allopurinol {1} 100 mg (mitligrams), 1 tablet
Atenolol (2) 25 mg, 3 tablets for 75 mg (RN #1
only prepared 1-25 mg tablet),

Eliquis {3) 2.6 mg, 1 tablet

Muttivitamin {4), 1 tablet

Vitamin D3 (5), 1000 units, 2 tablsts for 2000
units,

On 1/8/19 at 3:27 PM, In an Intarview conducted
with RN#1, when asked about the fiva rights of
medication administration, RN #1 stated, “Right
person, right dose, right med, right time, right
route."

F 758
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Reviaw of the clinical record revealed, the
physician’s orders documented that the resident
was to get thras (3} 25 mg tablets (75 mg) of the
Atenolol. RN #1 only administered one 25 mg
tablet during the observation, This resultedina
medication arror for Resident #37,

On 1/09/20 at 9:54 AM, in a follow up intsrview
with RN #1 after the medication orders were
reviewed, when asked about the dose of tha
Atertolol, RN #1 stated, "I don't know. | don't
know him that well.” When asked if one has o
know the resident really well in order to carefully
check the MAR (Medication Administration
Record) against the pharmacy iabel on the
medication card, and to ensure that the correct
amount of madication is prepared per orders, she
stated, "Well, yes, one does.”

A review of the facility policy, "Medication - Oral
Administration of" documented, *....Review the
MAR or EMAR (Madication Administration Record
or Electronic Medication Administration Record)
with the Physician's Order Shaet (POS) and seek
clarification as indicated....Compare the
medication unit/dose label against the MAR or
EMAR prior to returning the medication container
or card to the medication cart or disposing of the
emply container; and prior to supporting the
resident to accept and ingesting the
medication.,,."

On 1/8/20 at 5:50 PM, ASM #1 (Administrative
Staff Member - the Executive Director) and ASM
#2 {the Director of Nursing) were made aware of
the findings. No further information was provided
by the end of the survey,
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References:

1. Allopurinol is used to treat gout,

information obtained from
hitps:/fmadlineptus.govidruginfoimeds/as82873.h
imli

2, Afenolol Is used to tresf high blood pressure,
information obtained from
hitps:/fmediineplus.gov/druginfo/mads/as84031.h
tmi

3. Eliquis Is used 1o pravent strokes ant blood
clots in paople with afrial fibrillation,

information ohtained from .
hitps://mediineplus.govidruginfo/meds/ab13032.h
tmi

4. Multhvitamin - used to treat or prevent vitamin
deficiency due to poor diet, cerfain finesses, or
during pregnancy. Vitamins are important bullding
blocks of the body and help keap you in good
health,

Information obtalned from

hitps:/fwww.webmd, com/drugs/2/drug-18820-903
8/mulilvitamin-oral/mutilvitamins-includes-prenata
lvitamins-oral/details

8. Vitamin D - Vitamins are substances that your
body needs to grow and develop normally,
Vitamin D helps your body absorb calcium.
Calcium is one of the main building blocks of
bone. Alack of vitamin D can fead to bons
diseases such as osteoporosis or rickets. Vitamin
D also has & role in your nerve, muscle, and
immune systams,

Information obtained from
htips:/mediineplus.govivitamind, himl
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55=D | CFR(s): 483.45(f)(2)

The facility must ensure that its-

§483.45(f){2) Residants are free of any skgnificant
medication errors,

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview, clinlcal
record review, and facility document raview, it
was datermined that the facility staff failed to
ensure that one of 32 residents in the survey
sample, Resident #37 was free significant
medication errors. Resldent #37 was not
administered the correct dose of the blood
pressure medication Atenolol (23,

The findings include:

Resident #37 was admitted to the facliity on
12/10/19; diagnoses included but are not limited
to encephalopathy, hezrt disease, dysphagia,
diabetes, atrial fiutter, abdominal aertic
aneurysm, high blood pressure, cardiac
pacemaker, and pneumonia, The admission /
5-day MDS (Minimum Data Set) assessment with
an ARD {Assessmant Reference Date) of
12117119 coded the resident as significantly
cognitively impalred in ability io make daily life
declsions, The resident was coded as requiring
total cara for bathing and tolleting; extensive
asslstance for transfers, dressing, and hygiens;
was independent for satling; and was coded as
incontinent of bowel and bladdar,

A review of the clinical record for Resident #37
revealed that on 1/8/20, during the 11pm on
177120 fo 7a.m., on 1/8/20 shift a blood pressure
of 126/76 was obtalned., On 1/8/20 during the
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3pm te 1tpm shift, a blood pressure of 136/72
was obtainad.

On 1/08/20 at 9:08 AM, RN #1 (Registerad
Nurse} was observed preparing and
administering the following medications for
Resident #37:

Allopurinel {1} 180 mg (milligrams), 1 tablet
Atenolol (2) 25 mg, 3 tablets for 75 mg (Note; RN
#1 only prepared 1 tablet),

Efiquis (3} 2.5 mg, 1 tablet

Muttivitamin (4), 1 tablet

Vitamin D3 {5), 1000 units, 2 tablets for 2000
units.

On 1/8/19 at 3:27 PM in an interview conducted
with RN#1, when asked about the five rights of
medication administration, RN #1 stated, "Right
person, right dose, right med, right time, right
route.”

Review of the clinical record revealed the

physician's orders documented that the resident

was {0 receive three (3} 25 mg tablets {76 mg) of

the Atenclol. RN #1 anly administered une 25 mg
tablet during the observation,

On 1/08/20 at 8:54 AM, In a follow up interview
with RN #1, when asked about the dose of the
Atenclol, RN #1 stated, "1 don't know. | dort
know him that well." When asked if one has to
know the resident really welt in order to carefully
check the MAR (Medication Administration
Record) against the pharmacy label on the
medication card, and to ensure that the correct
amount of medication is prepared per orders, she
stated, "Well, yes, one does.”

F760
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Nurses responsible for resident #37s
care were re-educated on the policy on
medication administration on 1/8/2020.
Observation of medication
administration will be completed for

_nursing staff to ensure blood pressure

medication is administered per
physiclan order by 1/31/2020. No
findings were noted.

Nursing staff will be re-educated on
medication administration by
DCS/designee by 2/15/2020.

The DCS/designee to complete the
medication administration monitor for
2 random med passes per week for
four weeks to ensure compliance with
blood pressure medication
administration. Follow up based on
findings and reported to the facllities
monthly QAPI meeting, Quality
Monitoring schedule modified based on
findings.

5. Dateé of compliance 2/15/2020.

!
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Araview of the facility pollcy, "Medication - Orat
Administration of' documented, *....Review the
MAR or EMAR (Medication Administration Record
or Electronic Medication Administration Record)
with the Physician's Order Sheet (POS) and seek
clarification as indicated.... Compare the
madication unit’dose label against the MAR or
EMAR prior to returning the medication contalner
or card to the medlcation cart or disposing of the
emptly container; and prior to supporting the
residant to accept and ingesting the
medication...."

On 1/8/20 at 5:50 PM, ASM #1 (Administrative
Staff Member - the Administrator) and ASM #2
findings. No further information was provided by
the end of the survey.

References;

1. Alicpurinel is used to freat gout,

information obtainad from

htips /mediineplus.govidruginfo/meds/aB82673.h
tmi

2, Atenciol is used to treat high blocd pressure.
Information obtained from
htips:/mediineplus.govidruginfo/meds/as84031.h
tmil

3. Eliquis is used to pravent strokes and blocgd
clots in peaple with atrial fibrillation,

Information obtained from
hitps:/imedlineplus.govidruginfo/meds/aé13032.h
im

4. Multivitamin - used to treat or prevent vitamin
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deficiency due fo poor diet, certaln linesses, or
during pregnancy. Vitamins are important building
blocks of the body and help keep you in good
health.

Information obtalned from

hitps:/fwwaw webmd,com/drugs/2/drug-18820-903
8/muttivitamin-oral/multivitamins-includes-prenata
lvitamins-oral/details

5. Vitamin D - Vitamins are substances that your
body needs to grow and develop normally.
Vitamin D hslps your body absorb calcium,
Calclum is one of the main building blocks of
bone. A lack of vitamin D can lead o bone
disaages such as osteoporosis or rickets. Vitamin
D also has a role in your nerve, muscle, and .. .| .
immune systems.

Information obtained from
hitps:/fmediineplus.govivitamind. himt
F 812 | Food Procurement, Store/Prepare/Serve-Sanitary F 812
§8=E | CFR(s): 483.80(){1)(2)

§483.60(i) Food safety requirements,
The facility must -

§483.60{1)1} - Procure food from sources
approved or considered satisfactory by federal,
state or local authorities.

{i) This may include food items obtained directly
from local producers, subject to applicable State
and [ocal laws or regulations,

{ii) This provision does not prohibit or prevent
faclitles from using produce grown In facllity
gardens, subject to compliance with applicable
safe growlng and food-handiing practices.

{iity This provisien daes not precluds residents
from constming foods not procured by the facility.

FORM CMS-2667{02-99) Provious Versions Obsolele Event {0: TTUM1 Facilly H: VAT123 If continuation sheet Page 81 of 117




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED; 043172020

standards for food servics safely.
This REQUIREMENT s not met as evidenced
by: '

Based on obsarvation staff interview and review
of facllity decuments it was determined the facillty
staff falled to store and prepare foed in
accordance with professional standards for food
service safely.

The findings include:

On 017072020 at 12:26 p.m., an observation of
the facility's kitchen was conducted with OSM
{other staff member] # 2, dietary manager.
Observation of the reach-In refrigarator in the
facllity's kitchen revealed the following:

One 46-ounce carton of thickenad lemon water
with approximately haif of the contents remaining.
One 48-0unoe carlon of thickened orange juice
with approximately thres-guarters of the contents
remalning, Further

Gne 48-ounce carlon of thickened cranberry julce
with approximately three~quarters of the contents
remaining. Further observation failed fo evidence
an opsn date or a use-by-date,

One guart of honey thickensd milk with most of
the contents remalning.

One quart of honay thickened milk with most of
the contents remaining.

Further abservation of all ltems above failed to
evidence any open dates or a use-by-dates.
OSM # 2 immediately removed the above items
from the refrigerator. OSM # 2 stated that the
items should be dated when they are opsned,
with a labeled use-by-date.
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§483.80(i)(2) - Store, prepars, distribute and
serve food in accordance with professional

Fg12

1. The containers of thickened milk,
orange juice, cranberry juice and lemon
water were discarded on 1/7/2020.
items found to be wet nesting were
removed and re-washed on 1/7/2020.

2. Al kitchen refrigerators were checked
for any unlabeled open items and no
fssues were noted on 1/9/2020.

3. Dietary staff will be re-educated on
food storage policies and drying washed
items by Administrator/designee by
2/15/2020,

4. The Dietary Manager/designee to
complete the Food storage monitor for
3 times per week for four weeks to
ensure compliance with food storage is
maintained, Follow up based on
findings and reported to the facilities
monthly QAPI meeting. Quality
Monitoring schedule modified based on
findings.

5. Date of compliance 2/15/2020,
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Observation of the drying rack in the facility's

kitchen revealed three quaiter pans, four inches
deep, wat nesting on the middle shelf of the
drylng rack. Further observation revealed two
half pans, six Inches deep wet nesting on the
middie shelf of the drying rack. OSM#2
Immadiately removed the above iterm from the
drying rack and sent them to the dishwasher.
OSM # 2 staled the pans should not be stacksd
wet.

The facility polioy "Receiving” documented in par,
"All food items will be appropriately labsted and
dated either through manufacturer packaging or
sfaff notation,”

The facliity's policy "Manual Warewashing"
documented in part, "3. All serviceware and
cookware will be air dried prior fo storage."

On 01/08/2020 at approximately 5:50 p.m., ASM
(administrative staff member) #1, the executive
director and ASM # 2, director of nursing, ASM #
3. regional director of clinical services and LPN
(Heensed practical nurse) # 5 raveling MDS
coordinator, were made aware of the findings,

No further information was provided prior to exit.
I 842 | Resident Records - Identiflable Information F 842
85=D | CFR(s): 483,20{f){5}, 483.70(i{ 1){5)

§483,20(f}(5) Resident-identifiable Information,

(i) A facility may not release Information that is
resident-identifiable fo the public,

(if) The facllity may ralaase Information that Is
resident-identifiable to an agent orly in
accordance with a contract under which the agent
agrees not to use or disclose the information
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except to the axient the facility itself is permitted
ta do so.

§483.70() Medical records,

§483.70()(1} In accordance with accepted
professional standards and practices, the facility
must mainiain medical records on each resident
that are-

{i) Complete;

{ii} Accurately decumentad;

(ili) Readily accessible; and

{iv) Systematically organized

§483.70(1)(2) The facility must keep confidential
all information contained in the resident's records,
regardless of the form or storage method of the
records, except when releass Is-

{i} To the individual, or their resident
represéntative where permitted by applicable law;
(i) Required by Law;

(iliy For treatment, payment, or health cars
operations, as permitted by and in compliance
with 45 CFR 164 .506;

{iv} For public haalth activities, reporting of abuss,
naglect, or demestic violence, health oversight
activitles, judicied and administrative proceedings,
{aw enforcement purposes, organ donation
purposes, research purposes, or to coroners,
maedical examiners, funeral directors, and o avert
a serious threat to health or safely as permitted
by and in compliance with 45 CFR 164.512.

§483.70()(3) The facility must safeguard medical
record information against loss, destruction, or
unauthorized use.

§483.70{i{4} Madical records must be retained
for-
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1. Nurses responsible for resident #43s
care were re-educated on the policy on
documentation of treatments on
1/8/2020,

2, Review of resident’s receiving wound
vac treatment and nystatin topical
powder will be completed by 1/31/2020
to ensure documentation is completed,
Follow-up based on findings.

3. Nursing staff wilf be re-educated on
treatment administration
documentation by DCS/designee by
2/15/2020,

4. The DCS/designee to complete the
treatment administration monitor for 2
random treatments per week for four
weeks to ensure compliance with
documentation is maintained, Follow
up based on findings and reported to
the facilities monthly QAPI meeting.
Quality Monitoring schedule modified
based on findings,

5. Date of compliance 2/15/2020.
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; {l) The perlod of time reguired by State jaw: or
{ii) Five years from the date of dischargs when
there Is no requirement in Stafe law; or

(iif) For a minor, 3 years after a resident reaches
legal age under State law,

§483.70(1X5) The medical record must contain-
{i) Sufficient information fo identify the resident;
{ii} A record of the resident’'s assessments:

: {ilf} The comprehensive plan of care and services
; provided;

! {iv) The results of any preadmission screening
and resident review evaluations and
determinations conductad by the State,

{v) Physiclan's, nurse's, and other licensed
profaselonal's progress notes; and

{vi) Laboratory, radiology and other diagnostic
services reporis as required under §483,50,
This REQUIREMENT is not met as evidenced
by:

Based on resident interview, staff interview, and
: chinlcal record review it was determined that the
facility staff falled to maintaln a complete and
: accurate medical record for one of 32 residents in
the survey sample, Resident #43. The facility staff
‘ failad to maintain an accurates record
§ documenting treatments performed for applying
Nystatin {(medication used to treat infaction)
powder topleally twice daily and changing the
wound vac (The vacuum assisted closurs {VAC)
therapy (also known as negative pressure wound
therapy to assist with wound haaling) dressing
three times a wesk,

The findings include:

Resident #43 was admitted to the facility on
12/11/2019 with diagnoses that Included but wera

FORM CMS-2687(02-99) Previous Versions Obsolete Event |D; TTUIT Facilly ID: VAO123 if condinuation sheet Page 94 of 117




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

PRINTED: 01/31/2020
FORM APPROVED
OMB NO. 0838-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA
AND PLAN QF CORRECTION IDENTIFICATION NUMBER;

495389

{X2) MULTIPLE GONSTRUGTION

A. BUILDING

B.WING

(X3} DATE SURVEY
COMPLETED-

C
01/09/2020

NAME OF PROVIDER OR SUPPLIER

ENYVOY OF WINCHESTER, LLG

STREET ADDRESS, CITY, STATE, ZIF CODE
O LAUCK BR
WINCHESTER, VA 22603

X4 D
PREFIX
e

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

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION

DEFICIENGY)

%6
(EACH CORREGTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE DATE

F 842

Continued From page 95
net limited te osteomyelitis (1) and dlabetes {2).

Resident #43's most recent MDS (minimum data
set), an admission asseasmernt with an ARD
{assassment reference date) of 12/1 712019,
ceded Resident #43 as scoring a 15 on the brief
interview for mental status (BIMS) of a score of 0
- 15, 15 - being cognitively intact for making daily
decisions,

On 1/7/20 at approximately 4:30 p.m., an
interview was conducted with Resident #43.
Resident #43 was observed lying on top of her
bed watching television. When asked about the
dressing on her feot Resident #43 stated that she
was staying at the facility short term to receive
antibiofics for an infoction in her foot, Resident
#43 stated that she had Just returned from the
doctor's office having a check up on the foot,
When asked If the staff at the faciity provide
treatment to the foot, Resldent #43 stated that the
staff change the dressing on it and keep the
wound vac on It when she is at the facilty,
Resident #43 stated that the staff provide her with
the antibiotics in her IV (intravenous) in her arm
to treat the infection, Resident #43 stated that
the physician had changed the dressing on her
fool at the office that morning and rewrapped it
with & compression bandage. When asked If
staff provide the ordered Nystatin powder twice
dally, Resident #43 stated that they did.

The physiclans order summary for Resldent #43
dated "01/01/20 through 01/31/20" documented
12111119 Nystop (generls name for Nystatin)
100000 Unit/1@ (gram) powdsr for Nystatin.
Apply to affected areas topically wlce daily” and
"12M11/18 Tx (treatment)- Wound vac at
pre-programmed setting every shift- change

F 842
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: dressing on Monday-Wednesday-Friday & (and)

as negeded,”

The TAR (treatment administration record) dated
"04/01/20-01/31720" for Resident #43
documented the freatment orders listed above.
Raview of the TAR revealed that it falled to
evidance documentation of treatments being
performed for the following treatments on the
following dates and times:
1. "Nystatin Apply fo affected areas topically
wice daily."

=11720 on "3-11" {3:00 p.m. to 11:00 p.m.}
shift.

~12/20 on "7-3" (7:00 a.m. t0 3:00 p.m.) shift
and “3-11" shift.

-1/3/26 on "7-3" shift and "3-11" shift.

~1/5/20-0n "3-11" shift,
i -146/20 on "3-11" shift,
: -1/7/20 on "7-3" shift and "3-11° shift,
; -1/8/20 on "7-3" shifl
! 2, "Wound vac at pre-programmed setting every
! shift- change dressing on
Monday-Wednesday-Friday & as needed.”
-1/3720.

On 1/8/20 at approximately 5:10 p.m., an
interview was conducled with RN (registered
nurse) #2. When asked how treatments are
documented, RN #2 stated that thay are
documented on the TAR (treatment
administration record) when they are performed,
Whenh asked what blank boxas on the TAR mean
RN #2 stated that she was not sure. RN #2
abserved the blank boxes on Resident #43's TAR
dated "01/01720-01/31/20" for the Nystatin
topically twice dally and changing the wound vac
dressing on tha dates listed above. RN #2 statad
that the blanks mean that the nurse did not sign
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the TAR to document the freatrent was done,
RN #2 stated that the reatment baok might have
been in a different area when the nurse was
charting, the nurse may have forgotten fo sign the
TAR, or that the freatment may have not been
done. When asked if it could be determined if the
treatment was administered according to the
documentation on the TAR, RN #2 stated that #
could not be determined, RN #2 stated that the
treatment should have been signed off on the
record to document it as being complated.

On 01/08f20 at approximately 12:30 pm., a
request was made by written list to ASM
{administrative staff member} #1, the executive
diractor for the facility policy on mainialning an
acourate and complete medical record.

On 01/09/20 at approximately 1.00 p.m,, ASM #3,
the regional diractor of olinical services stated
that the facility did not have a pelicy for
maintalring an accurate medical record,

On 01/20/20 at approximately 1:30 p.m., ASM
{administrative staff member) #2, the director of
nursing confirmad that the facility uses their
policies, Lippincott, and Potter & Perry as their
standard of practice.

According to "Fundamentals of Nursing Made
Incredibly Easy Lipptncott Williams and VWilkins,
Philadelphla PA page 23: Nursing documentation
is a highly significant Issue since documentation
is g fundamental featurs of nursing care. Patient
records are legally valld, and nead to be accurate
and comprehensive so that care can be
communicated effectively o the health care team,
Unless the content of documentation provides an
accurate depiction of patient and family care,
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quality of care may not be possible. Many nurses
do not realize that what they document or fall lo
record can produce an enormous effect on the
care that is provided by other mambers of the
health care tsam.”

The following quotation Is found in Potter and
Perry's Fundamentals of Nursing 6th edition
(2005, p. 477): "Documentation Is anything
wiitten or printed that Is relfed on as record or
proof for authorized persons. Documentation
within a client medical record is & vital aspect of
nursing practice. Nursing documentation must be
accurate, comprehensive, and flexible encugh to
retrieve critical data, mainfain continuity of care,
track clent oulcomes, and refiect ourrent
standards of nursing practice. Information in the
client record provides a detalled account of the
level of quality of cara detivered to the clients."

On 01/08/20 at approximately 1:00 p.m., ASM
(administrative staff member) #1, the executive
director, ASM #2, the diraetor of nursing, ASM #3,
the regional director of clinical services and LPN
{Hicensed practical nurse) #5 were made aware of
the findings.

No further information was provided prior to exit.
References;

1. Osteomyslitis

Osteomyelifis is the medical term for
inflammation in a bone, It's usually caused by a
bacterial infection, It offen affecis the long bones
of the arms and legs, but can happen in any
bone, This Information was obtalned from the
wabsite:
hitps./ikidshealth.org/enfparants/osteomyalitis, ht

Fadz
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§483,80 Infection Gontrol

The facility must establish and malniain an
infection prevention and conirol program
designed to provide a safe, sanltary and
comforiable eavironment and to help prevent the
development and transmission of communicable
diseases and infections,

§483,80(a) Infection prevention and control
program.

The facllity must establish an [nfection prevention
and control program {{PCP) that must inciude, at
a minirmum, the following elements:

§483.80({=){ 1} A system for preventing, idantifying,
reporting, investigating, and controlling infections
and communicable diseases for al! residents,
staff, volunteers, visitors, and other individuals
providing services under a contractual
arrangement based upon the facility assessment
conducted according fo §483.70(e) and following
accepted naticnal standards;

§463.80(a)(2) Written standards, policies, and
procedures for the program, which must include,
but are not Himited to;

{i) A system of surveillance dssigned to identify
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2, Diabetes
A chronle disease In which the body cannot
regulate the amount of sugar in the blood. This
information was obtained from the website:
hitps:/feavw.nim.nih.govmediinaplus/ency/articie/
001214.him.
F 880 | Infection Prevention & Contro) F 880
8s=F | CFR{s}): 483.80(a)(1K2)(4){e)(f)
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possible communicable diseases or

infactions befors they can spread to other
persens in the fagility;

(i} When and to whom possible incidents of
communicable disease or Infections should be
reported;

(iil} Standard and transmission-hased precautions
fo be followsd to prevent spread of infections;
(iv)When and how isolation should be used fora
resident; including but not limited to:

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

{B} A requirement that the Isglation should be the
least restrictive possible for the resident under the
circumstances., L

(v} The circumstances under which the facility
must prohibit employees with a communicable
disease or infected skdn leslons from direct
contact with residents or their food, if direct
contact will fransmit the disease; and

{vi)Tha hand hygiene procedures to be followed
by staff involved In direct resldent contact,

§483.80(a)(4) A system for recording incidents
identified under the facility's IPCP and the
correctlve aclions taken by the facility,

§483.80{(e) Linens.

Personnel must handle, store, process, and
transport finens 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 s not met as evidenced
by:

Based on observation, staff interview, resident

F880

1.

Residents #41, #163 and #25s incentive
Spirometer replaced with a new one
and placed in a respiratory bag on
1/8/2020, Nebulizer mask for residents
#41, #47, and #25 replaced with a new
one and placed in a respiratory bag on
1/8/2020. The nurse providing care for
resident #37 was reeducated on not
handling medications with bare hands
on 1/8/2020.

Audit to ensure incentive spirometers
and nebulizer masks are stored in
respiratery bags was completed and no
Issues of non-compllance were noted
on 1/31/2020. Observation of
medication administration will be
completed for nursing staff to ensure
medications are not touched by bare
hands by 1/31/2020. Follow up based
on findings.
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interview, linical record review, and facifity
document review, it was determined that the
facility staff fafled fo follow infection control

prevent infactlons. Resident #41's nebulizer

medications fo Resident #37, in a manner to

practices in the storage of 3 nebulizer for
Resident #47, the storage of Resident #163's

and incentive spirometer to prevent infection,

The findings include:

cancer with removal of kidney, cardiag

life decisions. The resident was coded as
requiring extensive care for bathing, foiloting,

practices for four of 32 residents in the survey
sample; Residents #41, #37, #47, #163, and #25.
The facifity staff failed to store Resident #41's
nebulizer and Incentive spirometer in 8 manner to

mask and Incentive spirometer wera observed
uncoverad on the residents over the bed table.
The Facility staff failed to prepare and administer

prevent the spread of infection, RN (registered
nurse) #1 was observed fouching medications in
a plastlc medication cup with her ungloved finger.
The facility staff failed to maintaln infection control

incentive spirometer and Resident #25's nebulizer

1. Resident #41 was admitted to the facifity on
8/71M9; diagnoses included but are not imited to
hydrocenhalus, psychotic disorder, right kidnay

defibrillator, high blood pressure, atrial fibrlllation,
diabetes, bipclar disorder, spinal stenosis with
fuslon, and cerebral palsy. The quarterly MDS
{Minimum Data Sel) with an ARD (Assessment
Refarence Date) of 12/21/18 coded the resident
as heing cognitively intact in ability to make daily

dressing, and fransfers; supervision for eating
and hygiene; and was incontinent of bowel and
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3. Nursing staff will be re-educated on
Infection contro! and medication’
handling, Including storing incentive
spirometers and nebulizer masks in
resplratory bags and not touching
medications with bare hands by
DCS/desighee by 2/15/2020.

4. The DCS/designee to complete the

respiratory quality monitor for any
residents with incentive spirometer and
nebulizers to ensure compliance is
maintained weekly for four weeks. The
DCS/designee to complete the
medication administration monitor for
2 random med passes per week for four
weeks Lo ensure medications are not
touched with bare hands. Follow Up
based on findings and reported to the
facilities monthly QAP] meeting.
Quality Monitoring schedule modified
based on findings.

5. Date of complance 2/15/2020,
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bladder,

A review of the facliity policy, "Nebulizer"
documented, "Place entire unit In a bag to be
maintained in the resident's room.”

A review of the facility policy, “Incentive
Spirometer” did not document any criteria for
maintaining the device in a sanitary manner
between uses.

On 1/07/20 at 12:10 PM, an observation was
made of Resident #41's room. Resident #41 was
not in the room. An Incentive Spiromster was
ohserved on the over ped tabla, 1t was not
covered. A nsbulizer machine and mask was
observed on nightstand next to the hed. The
mask was net covered.

On 1/08/20 at 8:52 AM, the resident was
observed in bed. The Incentive Spiromster and
nebulizer mask remalned uncoverad as
previously observed.

On 1/08/20 at 1:00 PM, the resident was
observed and an interview conducted. The over
bed table was acrass the resident. The Incentive
spirometer was on the table, uncovered, Thare
was no bag present to cover and store the
incentive spiromater. Cbservation of the
nebulizer mask revealed it was now covered, In a
new bag and dafed. Resident #41 siated that he
has used both ftems on occasion and that to his
recollection nelthar item had been covered,

On 1/8/20 at 1:07 PM, in an interview with RN #1
(Registered Nurse), she staled that the nebulizer
mask should be covered. She stated the

incentive spiromater should be wipad clean. RN
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#1 stated, "1 guess it should be stored In a bag
but | was never fold that.®

On 1/8/20 at 5:50 PM, ASM #1 (Administrative
Staff Member - the Excutive Dirsctor) and ASM
#2 (the Director of Nursing) were made aware of
the findings. No further information was provided
by the end of the survey.

2. The facility staff failed te prepare and
administer medications to Resident #37, in a
manner to prevent the spread of Infection. RN
{registered nurss) #1 was obssrved fouching
medications in a plastic medication cup with her
ungioved finger.

Resident #37 was admitted to the facility on
12/10/19; dlagnases inciude bl not limited fo,
encephalopathy, heart disease, dysphagia,
diabetes, atrial flutter, abdominal aortic
aneurysm, high biood pressure, cardlac
pacemaker, and pneumonia. The admisston /
S-day MDS (Minimum Data Set) with an ARD
(Assessment Reference Date) of 12/17/19 coded
the resident as significantly cognitively impaired in
ability to make dally iife decisions. The resident
was coded as requiring total care for bath!ng and
toileting; extensive assistance for transfers,
dressing, and hygiene; was independent for
gating; and incontinent of bowel and bladder.

On 1/08/20 at 9:08 AM, RN #1 (Registered
Nurse) was observed to preparing and
administering the following medications to
Residont #37;

" Allopurinal (1) 100 my (milligrams}, 1 tablet
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" Alenolol (2) 25 mg, 3 tablets for 75 mg

" Eliquis (3) 2.5 mg, 1 tablet

® Mulfivitamin {4), 1 tablet

" Vitamin D3 (8), 1000 units, 2 tablets for 2000
units.

The Ellguis was missing from the medication cart,
RN #1 closed up the cart and carried the
medication cup that contained the other
medications fo the medication room to obtain the
missing Eliquis from the statbox. RN #1was
observed with her finger down In the medication
cup that contained the medications, touching the
pilis while she was carrying it. RN #1 retumed to
the cart with the medications, and then crushed
the medications and administered them to
Resident #37,

On 1/08/20 at 3:16 PM, in an interview conducted
with RN #1, she stated that you shouldn't touch
the medication with your fingers. RN #1 stated, "
didn't realize | was dolng that. | know bstter than
to do that. | know thai you are not suppased to
touch the pilis,"

i
!

ATteview of the facllity policy, "Medication - Oral
Administration of* decumented, ..., Refrain from
touching powders, capsules, or pllls with hands.”

On 1/8/20 at 5:50 PM, ASM #1 {Adminiatrative
Staff Member - the Executive Director) and ASM
#2 (the Director of Nursing) were made aware of
the findings, Mo further information was provided
by the end of the survey,

Referances:

1. Allopurinol is used to freat gout,
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Information obtained from

https:/imedlineplus.govidruginfo/meds/aG82673.h
iml

2. Adenolol is used to treat high blood pressure,
Information obtained from
hitps:/fimedlineplus.govidruginfo/meds/aB84031.h
i

3. Eliquis is used to prevent strokes and blood
clots in peopts with atrial fibrillation,

Information obtained from
https:fmedlinepius.govidruginfo/meds/s613032.h
tml

4. Multivitamin - used {o treat or prevent vitamin
deficiency due to poor dlet, certain illnesses, or
during pregnancy. Vitamins are important building
blacks of the body and help keep you in good
health.

Informatlon obtained from
hitps:/iwww.webmd.com/drugs/2/drug-16820-903
8frultivitamin-oralimultivitamins-includes-prenata
l-vitamins-oral/details

5. Vitamin B - Vitamins are substances that your
body needs to grow and devalop normally,
Vitamin D helps your body absorb calcium.
Calelum is one of the main building blocks of
bone, A lack of vilamin D can lead to bone
diseases such as csteoporosls or Hekets. Vitamin
D also has a role in your nerve, muscle, and
immune systams.

Information obtained from
https:fmediineplus.govivitamingd htm!

3. The facility staff falled to maintaln infection
control practices in the storage of a nebulizer (1)
for Resident #47,
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Resident #47 was admitted to the facllity
12/13/2019 with diagnoses, that included but
were not limlted to congestive heart failure (2),
prisumonia {3) and chranic obstructive pulmeonary
diseass (4),

Resident #47's most recent MDS {minimum data
set}, an admission assessment with an ARD
(assessment reference date) of 1211919, coded
Resident #47 as scoring 2 15 on the siaff
assessment for mental status {(BIMS) of a score
of - 15, 15- being cognitivaly intact for malking
daily decisions,

On /719 at approximately 2:30.p.m., an
interview was conducted with Resident #47.
Observation of Resident #47's room revealed a
hebulizer delivery device on the top of a
hightstand, which was located to the right side of
the bed. The nebulizer device was observed
uhicoverad with the mouthpiece touching the
wood of the nightstand top. VWhen asked about
the nebulizer Resident #47 stated that she used it
as needed. Resident #47 stated that she had
been admitted with pneumonia and had required
it frequently on admission and had not used it
iately since she had been feeling better. When
asked if the nebulizer was ever placed in a bag or
covered between uses, Resident #47 stated that
she did not remember it being covered. Further
abservation of Resident #47's room revealed an
oxygen concentrator located on the right side of
the bed with a nasal cannula {oxygen delivery
device} in a plastic bag and a prefilled humidifier
botlle of sterile water dated 12/23/19, When
asked about the oxygen Resident #47 stated that
she had not used it recently. Restdent #47 stated
that she used her oxygen whan she first came
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inta the facllity in the middle of December but had
not used it recently buf it was there in case she
felt that she nesded it.

The order summary report dated 01/01/20
through 01/31/20 documented, ™ 2/22/19 Duoneb
Albuterol (5) inhale 1 (one) unit dose via (by way
of) nebulizer every 8 {six) hours as needed,” and
“12114/19 Oxygen @ {at) 2 {two) LPM (liters per
minute) via (by way of) N/C (nasal cannula) to
maintain sats (oxygen saturations) > {(greater
than) 92%."

The “Physician's Inferim/Telephone Orders” dated
#12115M19" documented, "Duonebs tx (freatment)
via Inhalation g6 {every six hours) x3 (for three)
days prn (as nesdad)."

The MAR {medication administration recerd)
dated "December 2019" for Resident #47
documented the physician orders above. The
MAR documented Resident #47 recelving the
Duoneb nsebulizer treatment on 12/16/19 and
12117119, no time of administration was
documented for sither date. The MAR further
documentad Resident #47 receiving the Duenshb
nebulizer treatment on 12/18/19 at 6:00 a.m,, and
12:00 p.m., on 12/19/19 at 6:00 a.m,, 12:00 p.m.,
6:00 p.m., and 12:00 a.m., and on 12/20/19 at
6:00 a.m., 12:00 p.m., and 12:00 a.m,

The MAR (medication administration record)
dated "December 2019," and "January 2020" for
Resident #47 failed to evidence documentation of
oxygenh for Resident #47,

The TAR (treatiment administration record} dated
“01/01/20-011/31/20" faited lo evidence
documentation of oxygen for Resident #47,
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The comprehensive care plan for Resident #47
failed to evidence documentation for nebulizer
treatments or oxygen administration.

On 1/08/20 at 1:00 p.m,, an interview was
conducted with LPN {licensed practical nurse) #4,
regarding the process staff follows for handling
nebulizer delivery devices. LPN #4 stated that
they are cleaned after each use, and then stored
in a bag. LPN #4 stated that the bags are
changed weekly on Sundays. When asked why
staff clean and store the nebulizers in this
marner, LPN #4 stated that If they, {nebulizer)
are left uncovered they could be exposed to
germs, which can cause infection when uged by
the resident. When asked how often sterile water
humidifier bottles on the oxygen concentrators
are changed, LPN #4 stated that they are
changed weekly on Sundays or bafore if needed,
When asked why they are changed weeldy, LPN
#4 stated that it is an infection control practice.
When asked if the oxygen Is used as needed
would it make a difference in how often the water
botile is changed, LPN #4 stated that i should st
be changed weekly. An observation was
conducted with LPN #4 of the uncovered
nebulizer device with the mouthpiece touching the
wood of the riightstand top. LPN #4 staied that it
{nebulizer) should be in & bag. An observation
was made with LPN #4 of the sterile water
humidifier boitle dated "12/23/19" located In
Resident #47's room. LPN #4 stated thaf it
{sterile watar humidifier hottle) was dated
12/23/18 and that should have been changad
12/30/19. LPN #4 agreed that the oxygen and
the nebulizer were available for use for Resident
#47.
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On 01/09/20 at approximately 12:30 p.m,, a
request was made by written list to ASM
{administrative staff member) #1, the executive
diractor for the facllity policy on nebulizers and
axygen,

On 01720120 at approximately .30 p.m,, ASM
(administrative staff member} #2, the director of
nursing stated that the facility uses their policies,
Lippincott, ard Potter & Perry as thelr standard of
practice,

The facliity policy "Nebulizer (small volume
nebulizer), Effective Date: 11/30/2014; Revision
Date: 03/20/2018" documentad in part, *
...Disassemble device and rinse the mouthplece
and nebulizer cup with water and air dry, Place
the entire unit in & bag to be maintained in the
resident's room."

The facility policy “Oxygen Therapy, Effective
Date: 11/20/2014; Rovislon Date: 08/28/2017"
dacumented in part, “Follow infacticn control
procadures. as appropriate ... Labet tubing and
humidifier with date and time."

In *Fundamentals of Nursing" 7th edifion, 2009
Patricia A, Potter and Anne Griffin Perry: Mosby,
Inc; Page 648. "Box 34-2 Sites for and Causes
of Health Cars-Associated Infections under
Respiratory Tract -~ Contaminated raspiratory
therapy squipment,”

"The humidification system may be a source of
bacteria. Pseudomenas aeruginosa is fraguently
the organism involved. Oxygen dslivery
equipment such as cannulas and masks can also
harbor organisms.” (Ignatavicius, D. & Workman,
L. {2002) Medical Surgical Nursing, Critical
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¥ Thinking for Collaborative Care, 4th editlon,
g {p.482} Philadelphla, Pennsylvania: W, B.
Saunders Company.)

Cn 01/08/20 at approximately 5:50 p.um., ASM
{administrative staff member) #1, the executive
director, ASM #2, the direcior of nursing, ASM #3,
the regional director of clinical services and LPN
{licensed practical nurse) #5 ware made aware of
the findings.

On 1/9/20 at approximately 8:00 a.m., ASM

i {administrative staff member) #3, the regional
director of clinical services provided a copy of
*Physiclan's Interim/Telephone Orders® for
Resident #47 which documenied, 'DC
{discontinue} 02 (oxygen), Duonebs (nebullzer
medication) & (and) IS (incentive spirometer)”
dated "1/8/20, 1610 (4:10 p.m.)."

Na further information was provided prior to sxit.

H
!
;
I
!
;
H
i
f

Refersnce:

1. Nehulizer

- "a device used to aerosolize medications for
delivery to pafients.” Taken from Encyclopedia &
Dictionary of Medicine, Nursing & Allied Haalth
-Seventh Edition, Miller-Keane, page 1182,

2. Congestive heart failure

A condition In which the heart can't pump enough
blood to meet the body's needs, This information
was obtained from the wabsite:
https:#mediineplus.gov/heartfailure, him!

3. Pneumonia is an infection In one or both of the
lungs. This infermation was obtained from the
wabsite: hiips:/imediineplus.gov/pnaumonta.himl,
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4. Chronic obstructive pulmonary disease
{COPD)

Disease that makes it difficult fo breath that can
tead to shortneas of breath, This information was
obtained from the website;

hitps:fAvww. nlm. nih.govimediineplusicopd.itml.

&, Duoneb Abutercl

The combination of albuterol and ipratropium is
used to prevent wheezing, difficulty breathing,
chest tighiness, and coughing in people with
chronic obstructive pulmenary disease (COPD: a
group of diseases that affect the lungs and
airways}) such as chronic bronchitis (swelling of
the air passages that lead fo the lungs) and
smphysema {damage to the air sacs in the
lungs). Albutercl and Ipratropium combination ls
used by people whose symptoms have not been
contrelled by a single inhaled medication.
Albuterol and ipratropium are In 4 class of
medications calfed bronchodilators. Albuters! and
ipratropium combination works by relaxing and
opening the air passages o the lungs to make
breathing sasfer. This infermation was obtained
from the website:
hitps:/imediineplus.govidruginfo/meds/a601063.h
tmi

4. Resident # 163 was admitted to the facility on
01/03/2020 with diagnoses that Included but were
not limited fo high blood pressure and ¢hronic
ohstructive pulmonary disease [2).

Resident # 163's most recent MDS {minimum
data sef), was not due at the time of the stirvey.
The facility's "Admission Data Collection" shaet
dated 01/03/2020 for Resident # 163 documented
in part, "Cognition: Alert, Oriented to Person.”
Under "Communicatlon” it decumented, "Usually
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Understood and Understands.” Under
"Respiratory®, it documented, "Special
Treatments and Procedures: None per history
andfor observation,”

On 01/07/20 at 1:49 p.m., an observation of
Resident # 183's over-the-bed table revealed an
incentive spirometer. Obsarvation of the
incentive spirometer failed to evidencs that it was
placed in a bag or covered,

On 01/07/20 at 2:43 p.m., an observation of
Resident # 163's overthe-bed fable revealed an
incentive spirometer. Obsearvation of the
incentive spirometer failed to evidence that It was
placed in a bag or covered,

On 01/G7/20 at 4:05 p.m,, an observation of
Resident # 163's over-the-bad table revealed an
incentive spirometer, Observation of the
incentive spirometer failed to evidence that it was
placed in a bag or covered,

]
B
§
i
f

On 01/08/20 af 8:25 a.m., an observation of
Resident # 163's over-+the-bed {able revealed an
incentive spirometer, Observation of the
Incentive spirometer failod to evidence that it was
placed in a bag or covered,

The POS [physiclan's order sheet] dated
01/01/2020 through 0131/2020 and signed by the
physician on 01/04/2020 for Resident # 163 failed
to evidence documentation for the use of an
Incentive spirometer,

The facllity's baseline care plan for Resident 163
dated 01/03/2020 falled to evidencs
documentatlon for the use of an incentive
spirometer.
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On C1/08/20 at 8:30 a.m., an interview was
conducted with Resident# 183, When asked if
thay used the incentive spirometer, Resident #
163 stated sometimes,

On §1/08/2020 at 1:00 p.m,, an Inferview was
conciucted with LPN [licensed practical nurse] #
4. When asked if an incentive spirometer was a
piece of respiratory equipment, LPN # 4 siated
yes. Whaen how the incentive spirometer should
be stored when not In use, LPN # 4 stated it
should be covered or placed in a bag. LPN#4
was shown Resident # 163's incentive spirometer
on the overthe-bed table. LPN # 4 stated it
should be covered, When asked why the
incentive splrometer shoulkd be covered, LPN # 4
stated, "It could collect germs and could cause an
infection when used by the resident.”

On 01/08/2020 at approximately 5:50 p.m,, ASM
# 1, the executive director and ASM # 2, director
of nursing, ASM # 3, regional director of clinical
services and LPN # 6 traveling MDS coordinator,
were made aware of the findings.

Na further information was provided prior to exit.

Referenges:

[1] A device used to help you keep your fungs
healthy after surgery or when you have a Jung
lliness, such as pneumonia, Using the incentive
spirometer teaches you how to take slow deep
bresths. Deep breathing keeps your lungs well
inflated and healthy while you heal and helps
prevent lung problems, like pneumonia, . This
Information was obtained from the wabsite:
hitps:/imediineplus.goviency/patientinstructions/¢
00451.him,

F 880
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[2] Disease that makes it difficult to breath that
can lead to shoriness of breath. This Information
was obtained from the website;

hitps:/Awww. nim.nih.gov/medlineplus/copd.himl.

5. The facliity staff falled fo store nebulizer mask
and an incentive spirometer [1] in a sanitary
manner.

Resident # 26 was admitted to the facility on
11/20/2019 with diagnoses that included but were
not firnited to respiratory failure, shortness of
breath and chronic obstruclive pulmonary disease

i1

Resident # 25's most recant MDS (minimum data
set), a quarterly assessment with an ARD
{assessment reference dale) of 11/268/18, coded
Resident # 25 as scoring a 14 on the staff
assessment for menial status (BIMS) of a score
of ¢ - 15, 14- being cognitively intact for making
dally decisions, Resldent# 25 was codad as
requiring extensive asslstance of one staff
member for activities of daily living, Section O
"Special Treatments, Procedures and Programs”
coded Resident # 25 for the use of oxygen.

©On 01/07/20 at 1:25 p.m., an ohservation of
Resident # 25's bedslde table revealed a
nebulizer and a nebullzer mask sitling on top of
the table. Observation of the nebulizer mask
revealed It was uncovered, When asked if they
receive nebulizer treatments, Resident # 25
stated yes. Furthar observation of the bedside
table reveated an incentive splrometer
uncoverad., When asked if they use the incentive
spirometer, Resident # 25 stated yas.

F 880
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On 01/07/20 at 2:45 p.m., an chservation of
Resident # 25's badside table revealad a
nebulizer and a nebulizer mask siting on top of
the table. Obsarvation of the nebulizer mask
revealed it was uncovered. Further abservation
of the hedside table ravealed an incentive
spirometer uncovered.

On 01/07/20 at 4:05 p.m., an observation of
Resident # 28's bedside table revealed a
nebulizer and a nebulizer mask sitling on top of
the table. Observation of the nebulizer mask
revealed it was uncovered, Further observation
of the bedside table revealed an incentive
spirometer tncovared,

On 01/08/20 at 8:30-a.m., an observation of
Resident # 25's bedside table revealed a
nebulizer and a nebulizer mask sifting on top of
the table, Observation of the nebulizer mask
revealed it was uncovered, Further ohservation
of the bedside table revealed an incentive
spirometer uncovered.

The "Physician's Telaphone Order” dated
1212772018 documented, "Duo nebs G [every] 4
[four] hours for SOB {shortness of breathl.”
Further review of the ¢linical racord failed to
evidence a physiclan's order for the use of an
incantive spirometer.

The comprehensive care plan for Resident # 25
with a revision date of 12/03/2019 documented,
"Fogus: [Resldent # 25} has COPD [chronic
ohstructive pulmonary disease], Date Initiated:
12/03/2019." Under "Interventions® it
documented, “Glve nebullzer treatments and
oxygen therapy as ordered. Date Initiated:
12/0312018."
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On 01/08/2020 at 1:00 p.m., an interview was
conducted with LPN [licensed practical nurse] #
4. When asked if an incentive spirometer was a
piece of respiratory equipment, LPN # 4 stated
yes. When how the Incentive spirometer should
be stored when not In use, LPN # 4 staied it
should ba covared o plgoed in a bag. When
asked how a nebulizer mask should be stored
when not in use, LPN # 4 stated it should be
placed in a bag, When shown Resldent # 25's
nebulizer mask and incentive spirometer on the
bedside table LPN # 4 stated the Incentive
spirometer and nebulizer mask should be
covered,

On 01/08/2020 at approximately 5:50 p.m., ASM
# 1, the executive director and ASM # 2, director
of nursing, ASM # 3, regional director of clinical
services and LPN # 5 traveling MDS coordinator,
were made aware of the findings.

Ne further information was provided prior to exit,

References:

[1] A device used to help you keep your lungs
healthy after surgery or when you have a iung
Hiness, such as pneumonia. Using the incentive
spirometer teaches you how to take slow deep
breaths, Desp breathing kesps your lungs
welk-inflated and healthy while you heal and helps
prevent lung problems, ke pneumonia, . This
information was obtained from the website;
hitps.//medlineplus.goviency/pailentinstructions/o
00451 him,
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