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E 000 | initial Comments

F 000 | INITIAL COMMENTS

An unannounced Medicars/Medicaid standard
survey was conducted 9/24/19 through 9/26/19.
Corrections are required for compliance with 42
CFR Part 483 Federal Long Term Care
requirements. Complaints wers investigated
during the survey. The Life Safety Cods
survay/report will follow.

‘The census in this 88 certified bed facility was 77
at the time of the survey. The survey sample
consisted of 37 current resident reviews and 4
closed record reviews.

F 550 | Resident Rights/Exercise of Rights

gs=F | CFR(s}: 483.10(a){1}{2)(b}{1){2)

§483.10(z) Resident Rights.

The resident has & right to a dignified existence,
self-detarmination, and communication with and
access to persons and services Inside and
outside the faclility, including those specified in
this seclion.

§483.10(a}(1) A facility must treat each resident
with respect and dignity and care for each
resident In a manner and in an environment that
promotes maintenance or enhancement of his or
her quality of life, recognizing each resident's
individuality, The facllity must protect and
promote the rights of the resident.

§483.10(a}(2) The facllity must provide squal
access o quallty care regardiess of diagnosis,
severity of condition, or paymant source. A facliity
must establish and maintain identical policies and

E 000

F 000

F 650

Soclal Services met with R34,
R61, R38, R2, and R21 to verify
showers are being provided and
dignity is respected per resident
expectations.

All residents have the potential
to be effected. Quality review
by DON/designee of current
residents completed to verify
respect/dignity and provision of
care according to resident’s
preference,

Staff re-educated by
DON/designee on 10/23 and
10/24 on Residents Rights
policy with a focus on providing

PROVIDERISUPPLIE§ REPRESENTATIVE'S BIGNATURE

THE

{48} DATE

Ledso 10/t

clekcy statement ending with an aaterlsk (*) denotes a deficlency which the Instilution may he excused from gorreoling providing It s datermined that

other safaguards provide sufficlent protection to the patients . {See Instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
fotlowing the date of survey whether or not a plan of correction is provided. For nursing homas, the above findings and pians of correction are disclosable 14
days following the date these documents are made avallable to the facillly. If deilclencies are clted, an approved plan of correction Is requisite to continued

program parlicipation.

.
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practices regarding transfer, dischargs, and the
provision of services unhder the State plan for all
residents regardless of payment source.

§483.10(b) Exercise of Rights.

The resident has the right to exercise his or her
rights as a resident of the facility and as a cltizen
of resident of the United States.

§483.10(b)(1) The facility must ensure that the

| resident can exercise his or her rights without

interference, coercion, discrimination, or reprisal
from the facllity.

§483.10(b)(2) The resident has the sight to be
free of interference, coerglon, discrimination, and
reprisal from the fecifty in exercising his or her
rights and {o be supported by the facility In the
exercise of his or her rights as required under this
subpart,

This REQUIREMENT is not met as evidenced
by:

Based on observation, resident interview, staff
Interview, fachity document review, clinical record
review, and in the course of a complaint
investigation, it was dstermined that the facllity
staff failed fo provide care In a manner to
promote and maintain dighity for five of 42
residents in the survey sample, Residents #34,
#61, #38, #2, and #21.

The -acility staff failed to provide showers on
multiple days throughout the months of July,
August, and September 2019, to Resident #34,

Resident#61 and Resident #21 who are
dependent on staff for bathing. Resident #34
stated the tack of consistent showers made her
feel bad about hersell. Resldent #64 stated that
not recaiving consistent showers made him feel
awful, dirty, smelly and embarrassed and

preferences. Direct care staff
will be re-educated by
DON/designee to use the
kardex to verify residents’
preferences. New resident’s
kardex will be updated with
resident’s preference during
morning meeting,

Social Services/designee will
interview 10 residents weekly x
4 weeks then monthly x 3
months to ensure residents’
preferences are being honored.
Variances will be reported to
QAPI with follow up as
Indicated.

DON/designee will audit 10
kardexs weekly x 4 weeks then
monthly x 3 months to ensure
residents’ preferences are
being honored. Variances will
be reported to QAPI with follow
up as indicated.

Allegation of compliance date
of 11/06/2019
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Resident #54 stated not being provided showers
caused him embarrassment. The facility staff
failed to cover, Resident #38's bare back as she
was transported wearing a hospital gown from
her room to the therapy gym on 9/24/19. The
facility staff failed to provide cars in a manner to
promote Resident #2's dignity during the lunch
meal on 9/24/19. Resident #2 waited 30 minutes
for her food 1o be served and watched while other
residants at her {able ate thelr food.

The findings inciude:

1. The facility staff failed io provide care to
promote and maintain Resident #34's dignity.
Staff failed to provide showers on multiple days
throughout the months of July, August, and
September 2019, to Resident #34, who is
dependent on staff for bathing, Resident #34
stated the lack of consistent showsrs made her
fesl bad about herself.

Resident #34 was admitted to the facility on
71015, with diagnoses that includs, but not
limited to, history of a stroke, chronic kidney
disease, and diabetes mellitus (1). On the most
recent MDS (minimum data set), a quarierly
assessment with an ARD (assessment reference
date) of 8/22/18, Resident #34 was coded as
having no cognitive impairment for making daily
decisions, having scored 15 out of 15 on the
BIMS (brief interview for mental status). She was
coded as being totally dependent on the physical
assistance of two or more staff persons for
transferring between suifaces, and as being
totally dependent on the physical assistance of
one staff person for bathing.

F 550
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On 9/25/19 at 2:35 p.m., Resident #34 was
observed lying In bed, watching television. Since
Resident #34 is the Resident Council president,
the surveyor asked Resident #34 for permission
to review the Resident Council minutes from the
past few months. Resident #34 stated, "Yes that
will be fine."

On 9/25/19 at 10:00 a.m., Resident #34 attended
the group mesting as a part of the survey
process. When asked about any concemns the
facility staff were aware of but had not yet been
resolved to the residents’ satisfaction, Resident
#34 stated, "Oh, the showers." She stated that
because the facility “is so short staffed,” residents
who require a mechanical lift to transfer into a
shower chair had not baen receiving showers *for
quite some time." Resident #34 stated, "If | had
not gotten a shower last Friday, it would have
made two weeks since I've been bathed, and I'm
not the only one. You need to go talk to [name of
Resident #61.]."

On 9/25M19 at 5:25 p.m., Resident #34 was
ohserved lying in her bed. An interview was
conducted with the resident at this time. When
asked when she was scheduled to receive a
shower, Resident #34 stated, “I'm scheduted for
day shift. It's when all the Hoyer (brand of
machanical [ift) people are scheduled.”

Areview of Resident #34's comprehensive care
plan dated 9/24/18 and updated 1/25/19 revealed,
in patt, the following: "BATHING/SHOWERING:
The resident is totally dependent on staff to
provide bath/shower and as necessary...Provide
sponge bath when a full bath' or shower cannot
be tolerated... TRANSFER: The resident is totally
dependent on staff for transferring with a Hoyer."

F 5650
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A review of the Nurse Tech {technician)
Information Kardex for Resident #34 revealed, in
part, the following: "Bathing: Shower. Bath Days:
Tuesday and Friday. Shift: Day...Cognition: Alert,
Current season, Location of room, Staff faces, In
a nursing home...Transfers; Assist of 2. Transfer
Assist: Sling size - Large, Transfer ald - Hoyer."

A review of the unit’s shower schedule revealed,
in part, the following: "[Resident #34] - Tuesday
and Friday.”

On 9/26/19 at 9:14 a.m., Resident #34 was
obsetved lying in her bed, She was awake and
alert and interviewed at this time. When asked if
she could provide more details about the
comments she had made during the group
meeting, she stated, "I got & shower last Friday
(9/20/18). it was the first one in two weeks, In
May, June, July, and August, | got almost no

showers." When asked why she had not received |

showers, she stated, "lt's because I'm a Hoyer.
it's too much trouble for them. There is not
enough staff to do it. There is just not. it's true for
all of us who are Hoyers (requiring mechanical lift
for transfer). If you need a Hoyer and there is no
staff, you're not going to get a shower." When
asked if she had recelved any kind of bath during
these months, she stated, "Well if you want fo call
it that. They wipe me down, but it's not a bath.
You can't even call it a bed bath.” When asked
how this makes her feel, Resident #34 stated, "It
makes ma feel so bad about myself, Like Fm too
big. Like | don't matter.” She stated that the CNAs
{certified nursing assistants) are responsible for
giving showers. "When they have only two on the
floor, there are just not enough people to do what
they need to do for us. It's pretty simple math."
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A raview of the facility's bathing record for
Resident #34 revealed that the resident was
bathed on 8/9/18. The documentation did not
specify what type of bath Resident #34 received
on this day. The documentation revealed no
evidence that Resident #34 received any kind of
bath from 7/1/18 through the fime of the survey,

A spot check of daily as-worked schedules for
July 2019 through the time of the survey revealed
multiple days on which only two CNAs worked on
Resident #34's unit. On some of these days, an
additional CNA, was shown as working. This
CNA, called the "bath aide” by facility staff, served
only to give baths to residents who did not require
a mechanical lift for transfers.

A review of facility census documents revealed
that the unit on which Resident #34 resides has
58 resident beds

On 9/25/19 at 2:28 p.m., CNA #2 was
interviewed. She stated the CNAs who work the
floor are supposed fo give showers to residents
who require a Hoyer lift for transfers. CNA #2
stated, "l don't know why the shower aide dossn't
[give the showers), but she dossn't. The shower
aide has never done showers for people who use
the {ift." When asked how she documents giving
a resident who requires a Hoyer lift for transfer a
shower, CNA #2 stated, "l record it on the tablet."
When shown Resident #34's showar record as
referenced above, she stated, "Yeah, if | had
done it and documentad it, it would have shown
up on here.”

On 9/25/19 at 2:38 p.m., CNA #3, who is also the
faciiity's central supply clerk, was interviewed.
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CNA #3 stated, "1 think there are showers
scheduled two days a week. | usually ondy work in
central supply. | have my CNA license, and they
pulled me to work as a CNA this week, but | really
am not familiar with the regular routines. 1 think
the aide assigned to any particular hall is
responsible for showers for the Hoyer lifts.” When
asked if she had given a shower to any resident
who required a Hoyer lift for transfer during her
shift that day, CNA #3 stated, *No. I'm not sure
who was supposed to get one.”

On 9/25/19 at 3:22 p.m., RN (registered nurse)
#1, the MDS nurse, was Interviewed. When
asked if any of the facllity records showed the
type of bath a resident received, RN #1 stated,
*The shower records should show it. There is a
number with a code that shouid show what kind
of bath the resident got." When asked what it
means if there are no numbers to indicate this on
the shower record, RN #1 stated, "If the ADL
record doesn't say, and if the resident is
coghitively intact, then you have to go with what
the resident says.”

On 9/26/19 at 10:04 a.m,, LPN {licensed practical
nurse) # 5 was interviewed. She stated it was her
third week working in the facility on a travel
assignment. She stated the CNAs are
responsible for bathing resldents. She stated it
takes two CNAs to transfer a resident from the
bed to a shower chair, one aide to give the bath,
and two CNAs 1o transfer the resident back to
bed after the shower. She stated she was not
aware of any days that showers had not
happened for residents on her unit. LPN #5
stated, "I a person needs a shower, | will stop
what | am doing to give a shower. It is the nurse's
respoensibility to make sure the resident gets a

F 550
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shower."

On 9/26/19 at 10:46 a.m., CNA #4 was
interviewed. She stated, "l don't really work here.
f am agency. | have been coming off and on here
maybe a month or two.” When asked how she
knows who is fo get a shower on her shift, CNA
#4 stated, "When | come in, they give me a cheat
sheet with the names of the ones who need a
shower, but mostly, | am just paying attention. |
am kind of figuring out whose days are what.”
CNA #4 stated it takes two staff members to
transter a resident from bed to a shower chair,
one to give the resident a shower, and two staff
members to transfer the resident back to bad."
When asked if there are always two staff
members available to transfer residents using a
mechanical lift, CNA #4 stated, "No. There are
not always two aides on every hallway." When
asked if there have been days where thers have
not been enough staff to give baths fo residents,
CNA #4 stated, "Yes, that's why I'm here. Our
agency is here to fill in. But even with us, there
have been so many days when there still is not
enough staff."

On 9/26/19 at 11:06 a.m., LPN #3 was
interviewed. She stated she has worked at the
facility for four years, and usually works day shift
on the unit where Resident #34 resides. She
stated that showers for residents who require a
Hoyer lift for transfers are given by the CNAs on
the floor. When asked about staffing and resident
baths, LPN #3 stated, *Thers have been days
when showers have not been given because we
did not have enough staff here to do it. That is the
truth. Yes. A resident has a right to shower.”

On 9/26/19 at 11:23 a.m., CNA #5 was
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interviewed. She stated she has only worked at
the facifity for two weeks. She stated it takes two
staff to get residents in and out of shower chalrs if
the residents require a Hoyer fift.”

On 9/26/19 at 11:37 a.m., CNA #6 was
interviewed. CNA#8 stated, "The floor CNAs on
[Resident #34's unit} give the Hoyer showers. |
usually work the other unit. | give all the showers
on that unit, and when there is only one CNA on
this unit, the showers don't happen like they
should. The bath aide on [Resident #34's unif]
doesn't do anything but give showers. You can't
count them in the staffing. If there are only two or
even three aides on that unit, there is no way that
any Hoyer showers are going to be given.”

On 9/26/19 at 1:25 p.m., ASM (administrative
staff member) #3, the NP (nurse practitioner) was
interviewed. ASM #3 stated, "Yes, I'm aware of
the concerns about the showers, about residents
not getting them. We are all concerned about the
short staffing."

On 9/26/19 at 1:51 p.m., RN #2, the unit manager
for Resident #34's unit, was interviewed, She
stated, " know there are some concerns about
the showers. This Monday, 1 put a tracking
process into place. The aides fill out a skin sheet
whenever they give a bath. We don't usually kesp
them, but | am using them to track which baths
have been given. [ will tell you that whenever a
resident comes to me and iells me they haven't
had a shower, | make sure they get ons." When
asked how she ensures residents unable to make
a request for a shower are provided one, RN #2
stated, "I dont know, that's a good question. 1 just
started this tracking Monday.” When shown the
shower records from the facility ADL
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documentation, RN #2 stated, "} did not know you
could puil a report like this. | am still learning
about the documentation. This shows me that our
documentation is not effective. As a manager, |
need to figure out a process. | need to leam how
to pull these reporis. I'm sure | could figure
something out."

On 9/26/19 at 3:45 p.m., ASM #2, the DON
{directot of hursing) was intetviewed. When
asked if she was aware of the concerns about
residents who require a Hoyer lift for transfers not
receiving showers, ASM #2 stated, "It has been
hit and miss. In early April, we made a position for
a bath aide. [Name of ASM #1, the executive
director] thought the floor CNAs could still do the
Hoyer baths. To be honest, sometimes with
staffing, the baths did not get done. It has been
an ongoing process and we have been drying to
correct. it's much improved now." When asked it
it is ever acceptable practice for a resident not to
receive care because of lack of staffing, ASM #2
stated, "No. Not ever."

On 9/26/19 at 4:05 p.m., ASM #1, the executive
director, was interviewed. She stated that the
concerns about residents not receiving showers
is "not resolved.” She stated, “It really started in
February. In making rounds, { kept hearing
showers were not happening, as they should for
the residents who required a Hoyer lift. So in
April, | put in a full ime bath aide on [Resident
#34's unit], Now we have it, but she does not do
Hoyers. The CNAs on the floor are supposed to
do themn, but they are not doing it. Not always.
The bath aide is on a production schedule. it is
finish one and start another. { have 12 Hoyers
[residents needing transier with mechanical lift],
and 1 still have to figure out how o do it. Now, the
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people | visit, [ take care of. We have much room
for improvement. We may need another full time
Hoyer parson just to give those showers." She
conciuded, "l know our residents are hurting. |
addressed it June in QAP! {quality
assurance/performance improvement). But it is
far from fixed."

On 9/26M 9 at 4:50 p.m., ASM #1 and ASM #2
were notified of these concerns.

A review of the facility policy, "Resident's Rights
and Responsibilities," revealed, in part, the
following: "Each nursing facility resident has a
right {o a dignified existence, self-determination,
and communication with and access to persons
and services inside and outside the facility. A
facility must protect and promote the rights of
each resident. As a nursing facility resident, you
have the following rights under federal and staie
law: ... To be treated in 2 manner and in an
environment that maintains or enhances your
dignity, and respect in full recognition of your
individuality and privacy."

(1) "Diabetes (mellitus) is a disease in which your
biood glucose, or blood sugar, levels are too
high." This information is taken from the website
https://medlineplus.gov/diabetes.html.

No further information was provided prior to exit.
COMPLAINT DEFICIENCY

2. The faclility staff failed to provide care to
promote and maintain Resident #61's dignity.
Staff failed to provide showers on multiple days
throughout the months of July, August, and
September 2019, to Resident #61, coded as
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dependent on staff for bathing. Resident #61
stated that not recelving consistent showers
made him feel awful, dirty, smelly and
embarrassed.

Resident #61 was admitted to the facility on
5/27/10, and was most recently readmitted on
5/3/19 with diagnoses including, but not limited to
history of a spinal cord injury and quadriplegia (1).
On the most recent MDS (minimum data set), an
annual assessment with an ARD (assessment
reference date) of 9/7/19, Resident #61 was
coded as having no cognitive impairment for
making daily decisions, having scored 15 out of
15 on the BIMS (brief interview for mental status).
He was coded as being totally dependent on the
physical assistance of two or more staff persons
for transferring between surfaces, and as being
totally dependent on the physical assistance of
one staff person for bathing. In sections

During the group mesting on 9/25/19 at 10:00
a.m., Resident #61 was identified by another
resident as possibly not having received showers
due to his requirement of being transferred by a
mechanical fift.

A review of Resident #61's comprehensive care
plan dated 11/8/18 revealed, in part, the following:
"BATHING/SHOWERING: The resident is totally
dependent on staff to provide bath/shower and as
necessary...Provide sponge bath when a full bath
or shower cannot be tolerated...TRANSFER;
[Resident #61] requires a full body Mechanical Lift
with 2 staff assistance for transfers."

On 9/25M19 at 4:55 p.m., an interview was
conductad with Resident #61. When asked if he
had been receiving showers as he thought he
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should. Resident #61 stated, “No. They have
bean shott of help. They won't do the showers
when they are short of help. We just don't have
the help.” When asked if other types of baths
were offered to him in place of the showers,
Resident #61 stated, "If you couid cal it that. |
wouldn't call it that, | am wiped off, and that's
about it. May, June, July, and August. My head
did not get washed. It was not even a bed bath,
really. Just wiped off." When asked if the facility
records showed he received a shower on any of
those days, Resident #61 stated, "l did not
receive a shower any of those times. | wouldnt
even call it a bath.” He stated he knows there is a
CNA dedicated strictly to bathing residents, but
she does not provide showers for residents who
require a mechanical lift for transfers. He stated,
"It [RN {registered nurse) #2] is here, she will
make sure it (shower) gets done.” When asked if
RN #2 is at the facility overy day he or other
residents need a shower, he stated, "No, she's
not." When asked how not getting a shower
makes him feel, Resident #61 stated, "It makes
me feel awful, dirty and smelly. It makes me
embarrassed because | am so large and that's
why the bath aide can't give me a shower. It just
makes me feel so bad.” When informed the
concern would be looked into, Resident 61 was
observed with tears on his cheeks and stated
thank you.

A review of the Nurse Tech {technician)
Information Kardex for Resident #61 revealed, in
part, the following: "Bathing: Shower. Bath Days:
Monday and Thursday. Shift: Day...Cognition:
Alert, Current season, Location of room, Staff
faces, In a nursing home...Transfers: Assist of 2.
Transfer Assist: Sling size - Large, Transfer aid -
Hoyer."
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A review of the unit's shower schedule revealed,
in part, the following: "{Resident 61] - Monday and
Thursday.”

A review of the facility's bathing record for
Resident #61 revealed that he received some
type of bath on 17 days from July 1, 2019 through
the time of the survey. The bath record did not
specify what type of bath he received on any of
these dates. The remainder of the dates during
this time period did not reveal any evidence that
Resident #61 received a bath.

A spot check of daily as-worked schedules for
July 2019 through the time of the survey revealed
multiple days on which only two CNAs worked on
Resident #81's unit. On some of these days, an
additional CNA was shown as working. This GNA,
called the "bath aide" by facility staff, served only
to give baths to residents who did not require a
mechanica! lift for transfers.

A review of facility census documents revealed
that the unit on which Resident #61 resides has
58 resident beds.

On 9/25/19 at 2:28 p.m., CNA #2 was
interviewed. She stated the CNAs who work the
fioor are supposed to give showers to residents
who require a Hoyer lift for transfers, CNA #2
stated, 'l don't know why the shower alde doesn't
[give the showers], but she doesn’t. The shower
aide has never done showers for people who use
the lift." When asked how she documents giving
a resident who requires a Hoyer lift for transfer a
shower, CNA #2 stated, "l record it on the tablet.”
When shown Resident #34's shower record as

referenced above, she stated, "Yeah, if | had

F 550
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done it and documented it, it would have shown
up on here."

On 9/25M19 at 2:38 p.m., CNA #3, who is also the
facility's central supply clerk, was interviewed.
CNA #3 stated, "I think there are showers
scheduled two days a week. 1 usually only work in
central supply. | have my CNA license, and they
pulled me to work as a CNA this week, but | really
am not familiar with the regular routines. I think
the aide assigned to any particular hall is
responsible for showers for the Hoyer lifts.” When
asked if she had given a shower o any resident
who required a Hoyer lift for transter during her
shift that day, CNA #3 stated, "No, I'm not sure
who was supposed to get one."

On 9/25/19 at 3:22 p.m,, RN {registered nurse)
#1, the MDS nurse, was interviewed. When
asked if any of the facility records showed the
type of bath a resldent received, RN #1 stated,
"The shower records should show it. Thereis a
number with a code that should show what kind
of bath the rasident got." When asked what it
means if there are no numbers to indicate this on
the shower record, RN #1 stated, "I the ADL
racord doesn't say, and if the resident is
cognitively intact, then you have to go with what
the resident says."

On 9/26/19 at 10:04 a.m., LPN (licensed practical
nurse) # 5 was interviewed. She stated it was her
third week working in the facility on a travel
assignment. She stated the CNAs are
responsible for bathing residents, She stated it
takes two CNAs to transfer a resident from the
bed to a shower chair, one aide to give the bath,
and two CNAs to transfer the resident back to
bed after the shower. She stated she was not
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aware of any days that showers had not
happened for residenis on her unit. LPN #5
stated, "If a person needs a shower, | will stop
what 1 amn doing to give a shower. it is the nurse's
responsibility to make sure the resident gets a
shower."

On 9/26M19 at 10:46 a.m., CNA #4 was
interviewed. She stated, "I don't really work hers.
I am agency. | have been coming off and on here
maybe a month or two.” When asked how she
knows who is to get a shower on her shift, CNA
#4 stated, "When | come in, they give me a cheat
shest with the names of the ones who need a
shower, but mostly, | am just paying attention. |
am kind of figuring out whose days are what."
CNA it4 stated it takes two staff members to
transter a resident from bed to a shower chair,
one to give the resident a shower, and two staff
members to transfer the resident back to bed."
When asked if there are always two staff
members available to transfer residents using a
mechanical lift, CNA #4 stated, "No. There are
not always two aides on every hallway." When
asked if there have been days where there have
not been enough staff to give baths to residents,
CNA #4 stated, "Yes, that's why I'm here. Our
agency is here to fill in. But even with us, there
have been so many days when there still is not
enough staff.”

On 9/26/19 at 11:06 a.m., LPN #3 was
interviewed, She stated she has worked at the
tacility for four years, and usually works day shift
on the unit where Resident #61 resides. She
stated that showers for residents who requite a
Hoyer lift for transfers are given by the CNAs on
the floor. When asked about staffing and resident
baths, LPN #3 stated, "There have been days

F 550

FORM CMS-2567(02-99) Previous Versions Obsolete Evant |ID: Ca63 11

Facilily 1D: VA0245

H continuation shest Page 16 of 132




PRINTED: 10/08/2019

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMEB NO, 0938-0381
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
495315 8. WING 09/26/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

803 SOUTH MAIN 8T

CONSULATE HEALTH CARE OF WOODSTOCK WOODSTOCK, VA 22664

{X4) 1D SUMMARY STATEMENTY OF DEFICIENCIES D PROVIBER'S PLAN OF CORRECTION {¥s)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY) :
F 560 | Continued From page 16 F 580

when showers have not been given because we
did not have enough staff here to do it. That is the
truth. Yes. A resident has a right to shower.”

On 9/26/19 at 11:37 a.m., CNA #6 was
interviewed. CNA#6 stated, “The floor CNAs on
[Resident #34's unit] give the Hoyer showers. |
usually work the other unit. | give all the showers
on that unit, and when there is only ohe CNA on
this unit, the showers don't happen like they
should. The bath aide on [Resident #61's unit]
doesn't do anything but give showers. You can't
count them in the staffing. If there are only two or
even three aides on that unit, there is no way that
any Hoyer showers are going to be given."

On 9/26/19 at 1:25 p.m., ASM (administrative
staff member) #3, the NP {nurse practitioner} was
interviewed. ASM #3 stated, "Yes, I'm awars of
the concerns about the showers, about residents
not getting them, We are all concermed about the
short staffing."

On 9/26/19 at 1:51 p.m., RN #2, the unit manager
for Resident #61's unit, was interviewed. She
stated, "1 know there are some concerns about
the showers. This Monday, ! put a tracking
process into place. The aides fill out a skin sheet
whenever they give a bath. We don't usually keep
them, but | am using them to track which baths
have been given. | will tell you that whenever a
rasident comes to me and tells me they haven't
had a shower, | make sure they get one." When
asked how she ensures residents unable to make
a request for a shower are provided one, RN #2
stated, "l dont know, that's a good question. | just
started this tracking Monday." When shown the
shower records from the facility ADL
documentation, RN #2 stated, "} did not know you
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could pull a report like this. | am still Isarning
about the docurnentation. This shows me that our
documentation is not effective. As a manager, |
need to figure out a process. | need to learn how
to puii these reports. I'm sure | could figure
something out.”

On 9/26/19 at 3:45 p.m., ASM #2, the DON
(director of nursing) was interviewed. When
asked if she was aware of the concerns about
residents who require a Hoyer lift for transfers not
receiving showers, ASM #2 stated, "It has been
hit and miss. In early April, we made a position for
a bath aide. [Name of ASM #1, the executive
director] thought the floor CNAs could still do the
Hoyer baths. To be honest, sometimes with
staffing, the baths did not get done. i has been
an ongoing process and we have been drying to
correct, it's much improved now." When asked if
it Is ever acceptable practice for a resident not to
receive care because of lack of staffing, ASM #2
stated, "No. Nat ever.”

On 5/26/19 at 4:05 p.m., ASM #1, the executive
director, was interviewed. She stated that the
concerns about residents not recelving showers
is "not resolved." She stated, "It really started in
February. In making rounds, | kept hearing
showers were not happening, as they should for
the residents who required a Hoyer lift. So in
April, | put in a full time bath aide on [Resident
#34's unit]. Now we have it, but she does not do
Hoyers. The CNAs on the floor are supposed to
do them, but they are not doing it. Not always.
The bath aide is on a production schadule. It is
finish one and start another. | have 12 Hoyers
[residents needing transfer with mechanical liff],
and | still have to figure out how to do it. Now, the
people | visit, | take care of. We have much room

F 650
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for improvement. We may need another full fime
Hoyer person just 1o give those showers." She
concluded, "I know our residents are hurting, |
addressed it June in QAPI {quality
assurance/performance improvement). But itis.
far from fixed."

On 9/26/19 at 4:50 p.m., ASM #1 and ASM #2
were notified of these concerns,

A review of the facilily policy, “Resident's Rights
and Responsibilities,” revealed, in part, the
following: "Each nursing facility resident has a
right to a dignified existence, seif-determination,
and communication with and access to persons
and services inside and outside the facility. A
facility must protect and promote the rights of
each resident. As a nursing facility resident, you
have the following rights under federal and state
law: ...To be treated in a manner and in an
environment that maintains or enhances your
dignity, and respect in full recognition of your
individuality and privacy.”

(1) "Paralysis is the loss of muscle function in part
of your body. it happens when something goss
wrong with the way messages pass between your
brain and muscles. Paralysis can be complete or
partial. It can occur on one or both sides of your
body. it can alse occur in just one area, or if can
be widespread. Paralysis of the lower half of your
body, including both legs, is called paraplegia.
Paralysis of the arms and legs Is quadriplegia.”
This information is taken from the website
https://medlineplus.gov/paralysis.html.

No further information was provided prior to exit,

COMPLAINT DEFICIENCY
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3. The facility staff falled to caver Resident #38's
bare back as she was transported wearing a
hospital gown from her room to the therapy gym
on 9/24/19.

Resident #38 was admitted to the facility on
9/25/17 and most recently readmitted on 9/19/19
with diagnoses including, but not limited 1o
vascular dementia (1), a recent GI
(gastrointestinal bleed) (2), and shingles (3). On
the most recent MDS (minimum data set), a
quarterly assessment with an ARD {assessment
reference date) of 8/26/19, Resident #38 was
coded as heing mildly cognitively impaired for
making daily decisions, having scored 13 out of
15 on the BIMS {(brief interview for mental status.
She was coded as using a wheelchair for mobility.

On 8/24/1% at 3:01 p.m., Resident #38 was
observed lying in her bed. Her bed was in low
position, and her eyes were closed.

On 9/24/19 at 4:25 p.m., Resident #38 was
observed in a wheelchair in the hallway. She was
being pushed in the wheslchair by OSM {other
staff member) #8, a physical therapy assistant.
OSM #8 pushead the resident down the hallway
into the therapy gym. During this transport,
Resident #38 was wearing hospital gown; the
gown was tied at the top, and open from the area
underneath the tie o the top of the wheelchair
back. Her bare back was partially visible above
the back of the wheelchalr. There were three
other therapy staff members in the room.

On 9/25/19 at 8:56 a.m., Resident #38 was lying
in bed. Her meal tray was on the over bed table,
and the resident was staring straight ahead, not
eating. The resident stated she did not want to
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participate in an intarview with the surveyor,

On 9/25/19 at 2:55 p.m., OSM #8 was
interviewed, When asked if he remembered how
Resident #38 was dressed when he transported
her from her room to the therapy gym on the
previous afternoon, OSM #8 stated, "Not really.”
When informed of the surveyor's observations
regarding the resident wearing a hospltal gown
that was open in the back, OSM #8 stated, "We
try to keep that gown closed as much as we can."
He stated the resident preferred the gown
because of the pain caused by the shingles. OSM
#8 stated, "That was as good as that gown was
going to get. We didn't have one big enough,
honestly."

On 9/26/19 at 10:46 a.m., CNA (certified nursing
assistant) # 4 was interviewed. When asked if a
rasident should be completely covered while
being transported down the hall in a wheelchair,
CNA #4 stated, "Yes. Absclutely." When informed
of the surveyor's chservation of Besident #38 on
the previous day, CNA #4 stated, "That is
horrible. | would not want anyone rolling me down
the hall like that; she should have been wheeled
back to her room and dressed. Nobody wanis to
be seen like that."

On ©/26/19 at 11:16 a.m., LPN (licensed practical
nurse) #3 was interviewed. When asked if a
resident should be compietely covered while
being transported down the hall in a wheelchair,
she stated, "Yes. That is not even a question.”
When informed of the surveyor's cbservation of
Resident #38 on the previous day, LPN #3 stated,
“She should at least have had a blanket around
her, or another gown put around her back. They
really shoutd be dressed. If they don't want to get
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dressed, then the therapist should go to them in
their room. No way should a resident look like
that going to therapy.”

On 9/26/19 at 3:45 p.m., ASM (administrative
staff member) #2, the DON (director of nursing)
was interviewed. When informed of the surveyor's
observation of Resident #38's transport to therapy
gym wearing a hospital gown that was open in the
back and asked if this was acceptable, ASM #2
stated, "Absolutely not." When asked why it was
not acceptable, ASM #2 stated, "it's a dignity
issue. That did not protect that resident's dignity."

On 9/26/19 at 4:50 p.m., ASM #1 and ASM #2
were notified of these concerns.

No further information was provided priot to exit.
(1) "Dementia is a gradual and permanent loss of

brain function. This occurs with certain diseases.
It affects memory, thinking, language, judgment,

-and behavior. Vascular dementia (VaD) is caused

by a series of small strokes over a long period.”
This information is taken from the website
https:/mediineplus.gov/ency/article/000746.htm,

{2) "Your digestive or gastrointestinal {GI) tract
includes the esophagus, stomach, small intestine,
large intestine or colon, rectum, and anus.
Bleeding can come fram any of these areas. The
amount of bleeding can be so small that oniy a
lab test can find it." This information was obtained
from the website
https://medlineplus.gov/gastrointestinalbieeding.h
tmil.

{3) "Shingles (herpes zoster) is a painful,

blistering skin rash. It is caused by the

F 550
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varicella-zoster virus. This is the virus that also
causes chickenpox.”

COMPLAINT DEFICIENCY

4. The facility staff failed to provide care in a
manner to promote Resident #2's dignity during
the lunch meal on 9/24/19. Resident #2 waited 30
minutes for her food to be served and watched
while other residents at her table ate their food.

Resident #2 was admitted to the facility on
12/26/18, with diagnoses that include, but are not
limited to, dementia with behaviors (1) and heart
disease. On the most recent MDS (minimum data
set), a quarterly assessment with an ARD
(assessment reference date) of 9/21/19, she was
coded as being severely cognitively impaired for
making daily decisions, having been coded in
Sections C700-C1000. She was coded as
requiring the assistance of one staft member for
eating.

On 9/24/19 at 12:30 p.m., observation of the
service of the lunch meal was made In the main
dining room. Resident #2 was seated at a table
with six other residents. At 12:32 p.m., lunch was
served fo three residents seated at the opposite
end of the table from Resident #2. This consisted
of soup and a plate of food. Resident #2 stared at
the three residents as they ate their lunch. Two of
the three residents who received their food at
12:32 p.m. left the dining room at 12:50. At
approximately 1:00 p.m., Resident #2 was served
her lunch. She was served ons item at a time,
When she finished with one item, CNA (certified
nursing assistant) #3 who is also the ceniral

supply clerk opened a new bow! of food for her
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and assisted her with eating.

Areview of Resident #2's comprehensive care
plan dated 1/10/19 and updated 7/4/19 revealed,
in part, the following: "EATING: The resident
requires extensive (sic) by staff to eat. Clothing
protector PRN {as heeded)."

On 9/25/19 at 2:40 p.m., CNA #3 was
interviewed. When asked if she was aware that
Resident #2 was served lunch almost 30 minutes
after three of her tablemate's on 9/24/19, CNA #3
stated, "Yes, I'm aware. | think there is a problem
in our dining room. | think we don't have enough
help for everyone who needs feeding or
supervision. When everyone is up and out of bed,
we have ten residents who need to be fed, and
ten residents who require close supervision. Most
of the time, there is just me, and maybe one other
person who are able to feed or supervise
residents. If's just not enough, in my opinion."
When asked if Resident #2's dignity was
impacted by having o watch, others eat while she
had to wait for her food, CNA #3 stated, "Without
a doubt. | was at another table helping other
residents. | couldn't get to her, and she nesds her
food one item at a time. | can't be everywhare at
once, and | know she must feel bad having to
wait, Even if she can't understand everything, I'm
sure she can feel that."

On 9/26/19 at 3:45 p.m., ASM {administrative
staff member) #2, the director of nursing, was
interviewed about Resident #2 having to wait for
30 minutes to be served while others at her table
wetre eating their lunch. ASM #2 stated, "Yes, it's
a problem.” When asked why it is a problem,
ASM 32 stated, "It's a dignity problem. Everyone

who is sitting at a table should be served
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together. You know, some days are worse than
others, | can't otally disagres with you."

On 9/26/19 at 4:50 p.m., ASM #1 and ASM #2
were notified of these concerns.

No further information was provided prior to exit.

(1) “Dementia Is a gradual and permanent loss of
brain function. This occurs with cettain diseases.
It affects memory, thinking, language, judgment,
and behavior." This information is taken from the
website
https://mediineplus.gov/ency/article/000746.htm.

COMPLAINT DEFICIENCY

5. The facility staff failed to provide care and
services to maintain the dignily of Resident #21.
Resident #21 was not provided showers
consistently during the moths of August and
September and stated not receiving a shower
caused him embarrassment,

Resident #21 was admitted to the facility on
09/24/2018. His diagnoses include paraplegia
(paralysis of the legs and lower body), anxiety,
and post-traumatic stress disorder (PTSD).
Resident #21's most recent Minimum Data Set
(MDS) Assessment was a Quarterly Assessment
with an Assessment Reference Date (ARD) of
07/30/2019. The Brief interview for Mental Status
(BIMS) scored Resident #21 at a 15, indicating no
impalrment. Resident #21 was coded as requiring
extensive assistance of 1 parson for bed mobility,
transfers, and toileting, and total dependence on
1 person for bathing.

On the afternoon of 09/24/2019, an interview was
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conducted during which Resident #21 expressed
dissatisfaction with the bathing and showering
provided by facllity staff, Resident #21 stated that
he prefers to take showers, but that he has been
unable to get a shower recently after the staff
member who bathed residents who needed use
of a Hoyer lift was fired. Resident #21 stated that
the bed baths did not always eliminate his body
odor, and that this caused him ermbarrassment
when going out such as to doctor's appointments.

Resident #21's comprehensive care plan dated
08/08/2019 documents the following under
Activities of Daily Life (ADL) self-care deficits:
"BATHING/SHOWERING: the resident is
extensive-totally dependent on staff to provide
shower/bathe.” "TRANSFER: sliding board with
limited-no assistance transferring."

On 9/25/19 at 2:28 p.m., CNA #2 was
interviewed. She stated the CNAs who work the
floor are supposed to give showers to residents
who require a Hoyer lift for transfers. CNA #2
stated, "l don't know why the shower aide doesnt
[give the showers], but she doesn't. The shower
aide has never done showers for psople who use
the lift,"

0On 9/25M19 at 2:38 p.m., CNA #3, who is also the
factity's central supply clerk, was interviewed.
She stated, "I think there are showers scheduled
two days a week. | usually only work in central
supply. | have my CNA license, and they pulled
me to work as a CNA this week, but | really am
not familiar with the regular routines. | think the
aide assigned to any particular hall is responsible
for showers for the Hoyer lHts." When asked if
she had given a shower to any resident who

F 550
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required a Hoyer lift for transfer during her shift
that day, she stated, "No, I'm not sure who was
supposed to get one.”

On 9/25/19 at 3:22 p.m., RN (registered nurse)
#1, the MDS nurse, was interviewad. When
asked if any of the facility records showed what
kind of bath a resident recelved, she stated, "The
shower records should show it. Thereis a
number with a code that should show what kind
of bath the resident got." When asked what it
means if there are no numbers o indicate this on
the shower record, she stated, "If the ADL record
doesn't say, and if the resident is cognitively
intact, then you have to go with what the resident
says."

A review of Resident #21's shower logs for
August and September 2019, showed no number
code to indicate what type of bath was being
recorded, only what level of assistance was
provided.

On 9/26/19 at 10:04 a.m., LPN (licensed practical
nurse) # 5 was interviewed. She stated it was her
third week working in the facility on a travel
assignment. She stated the CNAs are
responsible for bathing residents. She stated it
takes two CNAs to transfer a resident from the
bed to a shower chair, one aide 1o give the bath,
and two CNAs to transfer the resident back to
bed after the shower. She stated she was not
awatre of any days that showers had not
happened for residents on her unit. She stated, "If
a person needs a showet, | will stop what | am
doing to give a shower. It is the nurse's
responsibility to make sure the resident gets a
shower."

F 550
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On 9/26/19 at 10:46 a.m., CNA #4 was
interviewed. She stated, "l don't really work here.
| am agency. | have been coming off and on here
maybe a month or two." When asked how she
knows who is to get a shower on her shiff, she
stated, "When | come in, they give me a cheat
sheet with the names of the ones who need a
shower. But mostly, | am just paying attention. |
am kind of figuring out whose days are what.”
She stated it takes two staff members to transfer
a resident from bed to a shower chair, one to give
the resident a shower, and two staff members to
transfer the resldent back to bed." When asked if
there are always two staff members available,
she stated, "No. There are not always two aides
on every haliway.”

On 9/26M19 at 11:06 a.m., LPN #3 was
interviewed, She stated she has worked at the
facility for four years, and usually works day shift
on the unit where Resident #21 resides. When
asked about staffing and resident baths, she
stated, "There have been days when showers
have not been given because we did not have
enough staff here to do it. That is the truth. Yes. A
resident has a right to shower."

On 9/26/19 at 11:37 a.m., CNA #6 was
interviewed. She stated, | usually work the other
unit. | give ali the showers on that unit. When
there is only one CNA on this unit, the showers
don't happen lke they shouid.”

On 9/26/189 at 1:25 p.m., ASM {administrative
staff member) #3, the NP (nurse practitionet) was
interviowed. She stated, "Yes, I'm aware of the
concerns about the showers, about residenis not
getting them. We are all concerned about the

short staffing.”

F 550

FORM CMS-25667(02-00) Pravious Versions Cbsolsle Evant ID:C86311

Faoilly ID: VAD245

} continuation shest Page 28 of 132




DEPARTMENT OF HEALTH AND HUMAN SERVICES

FRINTED: 10/09/2018

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0351
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE CONSTRUCTION {43) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILDING COMPLETED
Cc
498315 B. WING 09/26/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
803 SOUTH MAIN ST
EOF c
CONSULATE HEALTH CARE OF WOODSTOCK WOODSTOCK, VA 22864
4D SUMMARY STATEMENT OF DEFIGIENCIES o PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFI {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
6 REGULATORY DR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 7O THE APPROPRIATE DATE
DEFICIENGY)
F 850 | Continued From page 28 F 580
Adminiatrative Staff Member {ASM) #1, the facility
Executive Director, and ASM #2, the Director of
Nursing, were informed of the findings at the end
of day mesting on 09/26/2019. No further
information was provided,
1. A Hoyer Lift is a hydraulic or electrical lift used
in combination with a sling to move patients who
have limited to no mobllity of thelr own.
F 561 | Self-Determination F 561} .
s5=D | CFR(s): 483.10()(1)-(3)(8) 1. R54 has been receiving showers to
- date as scheduled/preferred.
§483.10(f) Self-detarmination. : < :
The resident has the right to and the facility must 2. Allresidents have .the po‘tentza! to
promote and facllitate resident seif-defermination be effected. Quality review by
through support of resident choice, including but DON/designee of shower
not limited to the righte specified in paragraphs (f) d on f
(1) through (11) of this section. ocumentation for past 2 weeks,
resident/RP interviews completed
§483.10(f)(1) The resident has a right {o choose
activities, schedules {including sleeping and to .verify resident’s preference
waking times), health care and providers of health being accommodated.
care services consistent with his or her interests, 3. Staff re-educated by
assessments, and plan of care and other
applicable provisions of this part. DON/deslgnee on 10/23 and
_ 10/24 on Resident Rights policy
§483.10(f)(2) The resident has a right fo make with a focus on providing chol
choices about aspects of his or her life in the p B choices
facility that are significant fo the resident. for delivery of care, honoring
references fon.
§483.10(1)(3) Tha resldent has a right to Interact p. and d?cumentatzon
with members of the community and participate in Direct care staff wiil be re-
community activities both inside and outside the educated on 10/23 and 10/24 to
facility. . . .
Y use the kardex to verify resident
¥
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§483.10(R(8) The resident has a right fo
participate in other activitles, including social,
refigious, and community activities that do not
interfare with the rights of other residents in the
facility.

This REQUIREMENT is not met as evidenced
by:

Based on resident Interview, staff interview,
clinical record review and review of facility
documentafion the facility staff falled to honor the
resident's preference for one of 42 residents in
the survey sample, (Resident #54),

The fachity staff falled to honor Resident #54's
preference for a shower instead of a bed bath,

The findings include:

Resident #54 was admitted to the facllity on
03/28/2019. Her diagnoses included pheumnonia,
muscle weakness, diabetes, and morbid obesity.
Resident #54's most recent Minimum Data Sef
(MDS} Assessment was a Quarterly Assessment
with an Assessment Reforence Date (ARD) of
08/26/2019. The Brief Interview for Mental Status
{BIMS) scored Resident #54 at a 15, indicating no
Impairment. Resident #54 was coded as requiring
extensive assistance of one person for bed
mobiflity and dressing. The resident was coded as
requiring the supervision of 1 person for
transfers, and being totally dependent on one
person for foileting and bathing. Ambulation was
coded as not occurring during the lookback
period.

On 08/24/2018 at 1:08p.m., an interview was
conducted with Resident #54. During this
interview, Resident #54 stated that she had not

reviewed at the morning meeting
to ensure compliance. Residents
will be Interviewed during mock
rounds to ensure preferences are
being followed.

Social Services/designee will
interview 10 residents weekly x 4
weeks then monthly x 3 months
to verify provision of care per
residents’ preferences and
documentation is complete,
Variances will be reported to QAP
with follow up as indicated.
Aliegation of compliance date of
11/06/2019
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had a shower "since July 23rd". Resident #54
stated that “the bath alde who used the Hoyer lift
quit" and that no other staff used the Hoyer lift.
When asked what kind of bathing she was
recelving, Resident #54 stated that she was
getiing bed baths. When asked which type of
bath she would prefer, Resident #54 stated she
preferred showers. When asked if she had told
staff this, Resident #54 stated yes.

Resident #54's comprehensive care plan dated
09/19/2019 documents the following under
Activities of Daily Life (ADL} self-care deficits:
"BATHING/SHOWERING: the resident requires
extensive-full assistance by staff with shower.”
"TRANSFER: The resident is totally dependent
on 2 staff for transferring with Hayer."

On 9/25/19 at 2:28 p.m., CNA #2 was
interviewed. She stated the CNAs who work the
floor are supposed to give showers to residents
who require a Hoyer lift for transfers, CNA #2
stated, "I don't know why the shower aide doesn't
[give the showers), but she dossn't. The shower
aide has never done showers for people who use
the lift."

On 9/25/19 at 2:38 p.m., CNA #3, who is also the
facility's central supply clerk, was interviewed.
CNA #3 stated, "} think there are showers
scheduled two days a week. | usually only work in
central supply. | have my CNA license, and they
puited me to work as a CNA this week, but | really
am not familiar with the regular routines. | think
the aide assigned to any particular hall is
responsible for showers for the Hoyer lifts." When
asked if she had given a shower to any resident
who required a Hoyer lift for transfer during her
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shift that day, CNA #3 stated, "No. I'm not sure
who was supposed to get cne."

On 9/25/19 at 3:22 p.m., RN (registered nurse)
#1, the MDS nurse, was interviewed. When
asked if any of the facility records showed what
type of bath a resident received, RN #1 stated,
“The shower records should show it. There is a
number with a code that should show what kind
of bath the resident got.” When asked what it
means if there are no numbers to indicate this on
the shower record, BN #1 stated, "If the ADL
(activities of daily living) record doesn't say, and if
the resident is cognitively intact, then you have to
go with what the resideni says.”

Areview of Resident #54's August and
September 2019 shower logs showed no number
code to indicate what type of bath was being
recorded, only what level of assistance was
provided.

On 9/26/12 at 10:04 a.m., LPN (licensed practical
nurse) # 5 was interviewed. She stated it was her
third week working in the facility on a travel
assignment. She stated the CNAs are
responsible for bathing residents, She stated it
takes two CNAs to transfer a resident from the
bed to a shower chair, one aide 1o give the bath,
and two CNAs to fransfer the resident back to
bed after the shower. She stated she was not
aware of any days that showers had not
happened for residents on her unit. LPN #5
stated, "If a person needs a shower, | will stop
what 1 am doing to give a shower. It is the nurse's
responsibility to make sure the resident gets a
shower."

On 9/26/19 at 11:06 a.m., LPN #3 was

F 561

FORM CM8-2567(02-88) Previous Varsions Obsolste Event 1D: 86311

Facility ID: VA0245

if continuation sheet Page 32 of 132




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 10/08/2019

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X8} DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER: A. BUILDING COMPLETED
C
495315 8. Wika 09/26/2019

NAME OF PROVIDER OR SUPPLIER

CONSULATE HEALTH CARE OF WOODSTOCK

STREET ADDRESS, CITY, STATE, ZIP CODE
803 SOUTH MAIN ST
WOODSTOCK, VA 22664

interviewed. She stated she has worked at the
facility for four years, and usually works day shift
on the unit where Resident #54 resides. She
stated that showers for residents who require a
Hoyer lift for transfers are given by the CNAs on
the floor. When asked about staffing and resident
baths, LPN #3 stated, “There have been days
when showers have not been glven because we
did not have enough staff here to do it. That is the
truth. Yes. A resident has a right to shower.”

On 9/26/19 at 11:37 a.m., CNA #6 was
interviewed. CNA #6 stated, "The floor CNAs on
{Resident #54's unit] give the Hoyer showers. |
usually work the other unit. | give all the showers
on that unit. When there is only one CNA on this
unit, the showers don't happen like they should.
The bath aide on [Resident #54's unit] doesn't do
anything but give showers. You can't count them
in the staffing. If there are only iwo or even three
aides on that unit, there is no way that any Hoyer
showers are going to be given.*

On 9/26/19 at 1:51 p.m., RN #2, the unit manager
for Resident #54's unit, was intarviewed, She
stated, "l know there are some concerns about
the showers. This Monday, | put a tracking
process into place. The aides fill out a skin sheet
whenever they give a bath. We don't usually keep
them. But | am using them to track which baths
have been given. | will tell you that whenever a
resident comes to me and teils me they haven't
had a shower, | make sure they get cnhe.” When
asked how a resident who is not able to make &
raquest for themselves is certain to receive a
shower because ‘she will make sure they get
one,' RN #2 stated, "l don't know. That's a good
question. | mean, | started this tracking on

Monday." When asked if there have been times
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when residents did not receive showers because
of a lack of sufficient staff, RN #2 stated, "Yes.
There have been. Over here, we need at least
four CNAs plus a bath aide in order for showers
to be given. We honestly have not had that very
often in the two months I've been here. | jump in
and help as much as possible. lt's a team effort.
But | know the residents see and know when
there are not enough people here." When shown
Resident #54's shower records for August and
September 2019 from the facility ADL
documentation, RN #2 stated, "l did not know you
could pull a report like this. | am still learning
about the docurnentation, This shows me that our
documentation is not effective. As a manager, i
need to figure out a process. | need to learn how
to pull these reports. I'm sure 1 could figure
something out.”

On 9/26/19 at 3:45 p.m., ASM #2, the DON
{(dirsctor of nursing) was interviewed, When
asked if she was aware of the concerns about
residents who require a Hoyer lift for transfers not
receiving showers, ASM #2 stated, "It has been
hit and miss. In early April, we made a position for
a bath alde. [Name of ASM #1, the executive
director] thought the floor CNAs could stilf do the
Hoyer baths. To be honest, sometimes with
staffing, the baths did not get done. it has baen
an ongoing process and we have been trying to
correct. t's much improved now." When asked if
it is ever acceptable practice for a resident not to
receive care because of lack of staffing, she
stated, "No. Not ever.”

F 565 | Resident/Family Group and Response F 565
gs=E | CFR(s): 483.10(f)(5)(i)-(iv)(6)(7)

§483.10(f)(5} The resident has a right to organize
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and participate in resident groups in the facility.
(1) The facliity must provide a resident or family
group, if one exists, with private space; and take
reasonable steps, with the approval of the group,
to make residents and family members awars of
upcoming meetings in a timely manner.

(i) Staff, visitors, or other guests may attend
resident group or family group meetings only at
the respective group's invitation.

(i) The facility must provide a designated staff
person who is approved by the resident or family
group and the facility and who is responsible for
providing asslstance and responding to written
requests that result from group meetings.

(iv) The facliity must consider the views of a
resident or family group and act promptly upon
the grievances and recommendations of such
groups concerning issues of resident care and life
in the facility,

{A) The facility must be able to demonstrate thelr
response and rationale for such response.

{B) This should not be construed to mean that the
faciiity must implsment as racommended every
request of the resident or family group.

§483.10{f)(6) The resident has a right to
participate in family groups.

§483.10(R(7} The resident has a right fo have
family member{s) or other rasidant
representative(s) meet in the facility with the
families or resident representative(s) of other
residents in the facility,

This REQUIREMENT is not met as evidenced
by:

Based on staff Interview, facility document
review, and clinical record review, it was
determined that the facility staff failed to
demonstrate rasponses to concerns identified at

10/01/2019. Grievances raised
were distributed to the appropriate
Departmental Heads, resolutions
initiated within 48 hours, Follow up
will occur 11/01/2019,

2. All residents have the potential to
be effected. Quality review of
reported grievances of the past 60
days completed to verify
resident/RP satisfaction with
resolutions.

3. Staff will be re-educated by )
DON/designee on 10/23 and 10/24
on Grievance policy with a focus on
appropriate resolution. Grievances
will be monitored during morning
meetings to ensure timely follow-
up and resolution per policy.

4. Executive Director/designee will
complete quality review of 10
grievances to ensure resolution to
the satisfaction of resident/RP
weekly x 4 weeks then monthly x 3
months. Variances will be reported
to QAP! with follow up as indicated.

5. Allegation of compliance date of
11/06/2019
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three of the last six resident council meetings,
and failed to act promptly upon grievance from
the resident council meeting minutes reviewed.
The faciity staff failed to evidence responses to
concerns expressed during Resident Council
meetings in April, and August 2019, regarding
residents not receiving showers, and staff failed
to evidence any response to the September 2019
Resident Counsel grievance regarding residents
not receiving showers,

The findings include:

On 9/25/19 at 2:35 p.m., the survey team
received permission from the facility Resident
Council president to review the Resident Council
minutes for the last six months.

A review of the Resident Council minutes dated
4/1/19 revealed, in part, the following: "New
Business: lssue: Showers - being given. Person
responsible [ASM (administrative staff member)
#2, the DON (director of nursing)). A review of
facility form, "Resident Council
Complaint/Grievance Form,” revealed the
following: *Date given to Depariment 4/1/19.
Department Nursing, Per Guidance to Surveyors,
‘Prompt efforts...to resolve® include facility
acknowledgment of complaint/grievances and
actively working toward resolution of that
complaint/grievance." Hesidents at Residant
Council Meeting have voiced the following
grievance:...Shower and new schedule. Please
respond below and return this form to the
Activities Depariment by (the date
was not filled in}.” All lines below this instruction
were blank.,
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A review of the Resident Council minutes dated
8/1/19 revealad, in part, the following: "Old
Business: Issue: Showers not being done as
scheduled.” A review of facility form, "Resident
Council Complaint/Grievance Form,” revealed the
following: "Date given to Department 8/1/19,
Department Nursing. Per Guidance to Surveyors,
"Prompt efforts...to resolve" include facility
acknowledgment of complaint/grievances and
actively working toward resolution of that
complaint/grievance." Residents at Resident
Council Maeting have voiced the following
grisvance....2. Showers not being done as
scheduled - particularly Hoyer {(mechanical) lifts,
Please respond below and return this form to the
Activities Department by {the date
was not filled in). Will review with [name of a
nursing unit] staff.” This document contained no
signature.

A review of the Resident Council minutes dated
9/2/19 revealed, in part, the foliowing: "Old
Business: Issue: Showers not being done as
scheduled.” A review of facility "Resident Council
Complaint/Grievance Forms," from this meeting
revealed no evidence that the concarmns about
rasident showers was documentsd or addressed
in any way beyond the Resident Council minutes.

On 9/25/19 at 3:14 p.m., OSM {other staff
member) #1, the social worker, was interviewed
regarding the process of resolution of resident
grievances expressed during Resident Council
meetings. She stated, "l haven't beento a
resident councll meeting. | just started in July.
The activities director has been doing Resident
Council. If she tells me something I can help with,
I ity to do that.”
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On 9/25/19 at 4:46 p.m., OSM #4, the activities
director, was interviewed. She stated that when
residents share a grievance in the Resident
Council mesting, she writes down the spacific
issue on a form, and gives the form to the
department head responsible for resolving the
grievance, OSM #4 stated, "They have to give
them back to me with the plan of action. It goes in
the Resident council book so we can revisit it the
following month and | can tell them what has
been done." When asked if the executive director
is ever informed, OSM #4 stated, *| take them all
to the administrator, Even before | get all the
forms back, she knows the issues. When the
forms come back to me from the department
heads, I look them over. I it does not look like it
is resolved, 1 will go back to the department
head." When asked the process for repeated
complaints, OSM #4 stated, "I it is a repeat
complaint, it becomes a new grievance. | address
again with the department head. | iell them this is
an issue again.” When asked if the department
head responsible for addressing the grievance
informs the Resident Council of the outcome and
response offort, OSM #4 stated, "Not that | know
of. lf the issue comes up again, | will just treat it
like a new grievance.”

On 9/26/19 at 3:45 p.m., ASM #2, the director of
nursing, was interviewed regarding resolving
grievances expressed in Resident Council
meetings. ASM #2 stated, "Usually if it has
anything to do with nursing, it goes to me. | was

"hoping to get unit managers more involved.

Normally, | do direct teaching with the staff. |
investigate if needad.” When asked how she
follows up to make sure the grievances are
resolved, ASM #2 stated, "I do walking rounds,
trying to ensure everyons is doing what they
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should.” When asked if the resident concern
regarding showers for residents who require a
mechaniea! fift for transfers has been resolved,
ASM #2 stated, "No, | am sure it hasn't. i has
been hit and miss. In early April, we made a
position for a bath aide. [Name of ASM #1, the
executive director] thought the floor CNAs could
still do the Hoyer baths. To be honest, sometimes
with staffing, the baths did not get done. It has
been an ongeing process we have been trying to
correct. I's much improved now.” When asked if
she had communicated her sfforts to resolve the
grievance regarding resident showers to the
Resident Council, ASM #2 stated, "No, not
specifically." When asked if she could provide
evidence of her efforts to resolve the grievance
regarding showers in April, August, and
September 2019, ASM #2 stated, "All | would
have would be the papers you already have.”
When shown the September 2019 documentation
provided by ASM #2 that failed to reveal evidence
of addressing the showers, ASM #2 stated, "That
would be all | have.”

On 9/26/19 at 4:05 p.m., ASM #1, the executive
director, was interviewed. When asked about the
process for resclving grievances expressed
during Resident Council mesting, ASM #1 stated,
"Activities does Resident Council. She writes up a
concern form. The depantment heads are
required to get it back to her, and then she brings
It to me." When asked about the process staff
follows when grievances are not resolved, ASM
#1 stated, "If it's not resolved, she lets me know.
We talk about it in the quality meetings. We have
our action plans. If it keeps coming up, it is not
resolved.” When asked about the recurrent
concern about residents not receiving showers,

ASM #1 stated, "It's not resolved. It really started

F 565
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in February. In making rounds, | kept hearing
showers were not happening like they should for
the residents who required a Hover lift. So in
April, | put in a full time bath aide. Now we have it,
but she does not do [resident mechanicatl it
transfers) Hoyers. The CNAs on the flcor are
supposed to do them. But they are not doing it.
Not always. The bath aide is on a production
schedule. lt is finish one and start another, | have
12 Hoyer [transfer residents), and 1 still have to
figure out how to do it. Now, the people I visit, |
take care of. We have much room for
improvement. We may need another full time
Hoyer person just to give those showers.” ASM
#1 stated, " know our residents are hurting, |
addressed it June in QAP! {quality
assurance/performance improvement), but it is
far from fixed."

On 9/26/19 at 4:50 p.m., ASM #1 and ASM #2
ware informed of these concems.

A review of the facility policy, "Clinical Guideline -
Complaint/Grievance,” dated 12/20/16 revealed,
in part, the following: "The intent of this guideline
is to support each resident’s right to voice
grievances...and to assure that after receiving a
complaint/grievance, the center actively seeks a
resolution and keaps the resident appropriately
apprised of its progress toward resolution.
Prompt efforts by the center to resolve grievances
the resident may have, including those with
respect to the behavior of other residents
(slc)...The resident should have reasonable
expectations of care and services and the center
should address those expectations in a timely,
reasonable, and consistent manner... The
grievance follow-up should be completed in a

reasonable time frame; this should not exceed 14

- 665
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days. The findings of the grievance shall be
recorded on the Complaint/Grievance Form or
elactronic equivatent. Once the follow-up is
complete, the results should be forwarded to the
Executive Director for review and filing. The
individual volcing the grisvance shall receive
folfow up communication with the resolution, a
copy of the grievance resolution will be provided
to the resident upon request.”

No furiher information was provided prior to exit.
¥ 580 | Notify of Changes (Injury/Decline/Room, sfc.) F 580 1. R38&'s infection has resolved
ss=n | CFR(s): 483.10(g)(14){i)-{iv)(15)

withoutincident or il effect.

§483.10(g}{14) Notification of Changes. 2. Ali residents have the

() A facility must immediately inform the resident; .

consult with the resident's physician; and notify, potential to be effected.
consistent with his or her authority, the resident Quallty review of orders of

representative({s) when there is-
(A) An accident involving the resident which the past7 days completed
results in injury and has the potential for requiring to verify propet timely

physician Intervention; _ notification and resident’s
(B) A significant change in the resident's physical,

mental, or psychosocial status {that is, a medications Initiated as
deterioration in health, mental, or psychosocial ordered.

status In either life-threatening conditions or .

clinicel complications), 3. Licensed nurses will be re-
(C) A need fo alter treatment significantly (that s, educated by DON/designee
a need to discontinue an existing form of on 10/23 and 10/24 on
treatment due to adverse consedquences, orto ] .
commence a new form of treatment); or Pharmacy palicy regarding
(D) A declsion to transfer or discharge the available medications and
resident from the facllity as specified in R
§483.15(c)(1)(i). follow up when medications
{ii} When making notification under paragraph (g) are not available. New

(14)(1) of this section, the fachity must ensure that " :
all pertinent Information specified in §483.15(c)(2) orders will be reviewed at
is available and provided upon request to the morning clinical meeting to
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physician.

{lii) The facility must also promptly notify the
resident and the resident representative, if any,
when there is-

{A) A change in room or roommate assignment
as spacified in §483.10(e}(6); or

(B} A change in resident rights under Federal or
State law or regulations as specified In paragraph
(e)(10) of this section,

(iv) The facility must record and periedically
update the address (mailing and email} and
phone number of the resident
representative(s).

§483.10(g){15)
Admission to a composite distinct part. A facility
that is a composite distinct part {(as defined in
£483.5) must disclose in its admission agreement
its physical configuration, including the various
locatlons that comprise the composite distinet
part, and must specify the policies that appiy to
room changes between its different locations
under §483.15(c)9).

This REQUIREMENT s nof met as evidenced
by:

Based on resident chservation, facifity staff
interview, facility document raview, and clinical
record review, it was determined that the facility
staff failed to Immediately inform and consult with
the physician/NP {nurse practitioner) when
prescribed medications were unavailable and not
administered to one of 42 samplad residents,
Resldent #38.

The findings include:
1. a. The fadifity staff faiied to notify the

physlclan/NP In a timely manner when
Famciclovir (1) was not administered to Resident

validation that medication
initiated per the physician
order.

DON/designee will conduct
a quality review of orders to
ensure compliance with
notification of change
weekly x 4 weeks then
monthly x 3 months,
Variances will be reported to
QAP with follow up as
Indlcated.

Allegation of compliance
date of 11/06/2019
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#38 for seven days (9/2/19 through 9/8/19).

Resident #38 was admitted to the facility on
9/25M17 and most recently readmitted on 9/1919
with diagnhoses including, but not Himited to
vascular dementia {1), a recent GI
{gastrointestinal bleed} (2), and shingles (3). On
the most recent MDS (minimum data set}, a
quarterly assessment with an ARD (assessment
reference date) of 8/26/19, Resident #38 was
coded as being mildly cognitively impaired for
making daily decisions, having scored 13 out of
15 on the BIMS (brief interview for mental status.
She was coded as using a wheelchair for mobility.

On 9/25/19 at 8:56 a.m., Resident #38 was lying
in bed. Her meal tray was on the overbed tabls,
and the resident was staring straight ahead, not
eating. The resident stated she did not want to
participate in an interview with the surveyor.

A review of Resident #38's clinical record
revealed the following order, dated 9/2/19:
"Famvir 500 mg {milligrams} 1 po (by mouth) TID
{three times a day) X (for) 7 days." The order was
signed by ASM (administrative staff member) #3,
the NP (nurse practitioner).

A review of Resident #38's clinical record
revealed, in part, the following nurse note dated
8/2M19: "New order for Famvir 500 mg X 7 days.
RR (resident repressentative} and MD (medical
doctor} aware."

A review of Resident #38's September 2019 MAR
(medication administration record) revealed the
following entry: "Famvir 500 mg (milligrams} 1 po
(by mouth) TID (three times a day} X {for) 7
days." The review revealed either nurse initials,
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which had been circled or blank spaces in the
dates and times for the Famvir, to have been
administered from 9/2/19 until 9/8/19. Nurse
initials indicating the medication had been
administered began at the 8:00 a.m. dose on
9/9/19. The back of the MAR had no information
related to the Famvir.

Further review of the clinical record revealed the
following nurse note dated 9/9/19: "RP
{responsible party} aware of delay in medication
for shinglss. MD stated to cont (continue) meds
{medications) until desage compleie.”

A review of the facility's list of medications
contained In the stat (immediate) box {locked box
of widely prescribed medications accessed by
communication between a nurse and pharmacist)
revealed that Famciclovir is not available in the
stat box.

A review of the comprehensive care plan for
Resident #38 dated 8/19/18 and updated
12/19118 revealed, in par, the following:
"Administer medications as ordered."

On 9/26/12 at 11:06 a.m., LPN (licensed practical
nurse) #3 was interviewad. When asked the
process for obtaining & medication that is not
available in the medication cart for a resident,
LPN #3 stated, "Well, you look around to make
sure the card has not been put somewhere else.
i you can't find i, you call the pharmacy and get i
out of the stat box, if you can." When asked about
the process staff follows if the medication is not
available in the stat box, LPN #3 stated, you have
to call the pharmacy. They will bring it on an
earlier run. You shouldn't have to wait until the

next time they dsliver a bunch of madications.

F 580
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They should bring it to you right away.” When
asked if the physician or NP should be notified,
LPN #3 stated, "Oh yes. If you can't get it, you
have to let doctor or the NP know." When asked if
this is something that can wait for a fow days,
LPN #3 stated, "No. You have to call them right
then."

On 9/26/19 at 1:30 p.m., ASM (administrative
staff member) #3, the NF (nurse practitioner, was
interviewed. ASM #3 stated, | don't know what
took so iong for them to figure out she wasn't
gelting it. 1t was somaething like around a week
before they called me."

On 9/26/18 at 1:43 p.m., RN (registered nurse)
#2, a unit manager, was Interviewed. When
asked about the process of obtaining a
medication that is not available in the medication
cart for a resident. RN #2 stated, "Nurses should
check the supply everywhere - in the bottom of
the carts. Sometimes, a newly-delivered
medication is in the bottom of the can, if it's an
over the counter medication, they should check
our house stock. If it's not in those places, 1 would
verify the order. Make sure that even though it's
still on the MAR, it hasn't been discontinued. If
needed, I'd call the pharmacy to get access to the
stat box." RN #2 stated, "if it's not in the stat box,
| wouid call the physlcian. | would see if we could
get an order for something else." When asked
why nurses took no acticn in regards to Resident
#38's Famvir for so many days, BN #2 stated,
“The nurses should have investigated it and let
someohe know."

On 9/26/18 at 3:45 p.m., ASM {administrative
staff member) #2, the director of nursing, was

interviewed. When asked about the process for

F 580
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nurses to obtain medications for residents when
the medications are not in the medication car,
ASM #2 stated, " it's in the stat boy, go there. i
not, they need to notify the pharmacy and the doc
{doctor) to see about a switch 1o something else,
The doc should be notifled immediately."

On 9/26/19 at 4:50 p.m., ASM #1, the executive
director, and ASM #2 were informed of these
concems.

A review of the facility policy, "Medication
Shortages/Unavailable Medications,” revealed, in
part, the following: "Upon discovery that Facility
has an inadequate supply of a medication to
administer to a resident, Facility staff should
immediately initiate action to obtain the
medication from the pharmacy. If the medication
shortage is discovered at the time of medication
administration, Facility staff should immediately
take the action specified in Sections 2 or 3 of this
Policy 7.0 as applicable. If a medication shortage
is discovered during normal Pharmacy hours:
Facility nurse should call Pharmacy to determine
the status of the order. if the medication has not
been ordered, the licensed Facility nurse should
place the order or reorder for the next scheduled
delivery. If the next available delivery causes
delay or a missed dose in the resident's
medication schedule, Facility nurse should obtain
the medication from the Emergency Medication
Supply to administer the dose. If the medication is
not available in the Emergency Medication
Supply, Facility staff should notify Pharmacy and
arrange for an emergency delivery...If an
emergency delivery is unavailabls, Facility nurse
should contact the attending physician to obtain
orders or directions."
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No further information was provided prior to exit.

1. b. The facility staff failed to inform the
physician/NP that Augmentin (5) was unavailable
for administration to Resident #38 on 9/20/19.

A review of Resident #38's clinical record
revealed the following order, dated 9/19/19:
"Amoxicillin-clavuianate (Augmentin) 875-125 mg
{milligrams) Take 1 tab (tablet) po (by mouth)
ql2h (every 12 hours) X {for) 5 days." The
attending physician signed the order.

A review of Resident #38's September 2019 MAR
revealed the following entry dated 9/19/19:
"Augmentin 875-125 mg (milligrams) Take 1 tab
(tablst) po (by mouth} q12h {svery 12 hours} X
(for) 5 days." For the doses due on 9/20/19 at
8:00 a.m. and 8:00 p.m., nurse initials were
circled. The back of the MAR was bilank,

Further review of the clinical record for Resident
#38B revealed no evidence that the physician/NP
was nhotified that the medication was not
administered on 9/20/19.

A review of the faciiity's list of medications
contained in the stat box revealed that Augmentin
875-126 mg is available in the stat box.

On /26/19 at 11:06 a.m., LPN (ficensed practical
nurse) #3 was interviowed. When asked if the
physician/NP should have been notified that the
medication was not administered on 9/20M19, LPN
#3 stated, "Yes."

On 9/26/19 at 1:43 p.m., RN {registered nurse)
#2, a unit manager, was interviewed. When
asked if the physician/NP should have been
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notified that the medication was not administered
on 9/20/19, RN #2 stated, "Yes.*

On 9/26/19 at 4:50 p.m., ASM #1, the executive
director, and ASM #2 were informed of these
concerns.

No further information was provided prior to exit.

(1} "Famciclovir (trade name Famvir) is used to
treat herpes zoster (shingles; a rash that can
occur in people who have had chickenpox in the
past).” This information was taken from the
wabsite
hitps://medlineplus.govidruginfo/meds/a694038.h
imi,

(2) "Dementia is a graduai and permanent loss of
brain function. This occurs with certain diseases.
It affects memory, thinking, language, judgment,
and behavior. Vascular dementia (VaD} is caused
by a series of small strokes over a long period."
This information is taken from the website
https://medlineplus.gov/ency/article/000746.htm.

(3) "Your digestive or gastrointestinal (G} tract
includes the asophagus, stomach, small intestine,
large intestine or colon, rectum, and anus.
Bleeding can come from any of these areas. The
amount of bleeding can be so small that only a
lab test can find it." This information was obtainad
from the website
hitps://medlineplus.govigastrointestinalbleeding.h
tml,

(4) “Shingles (herpes zoster) is a painful,
biistering skin rash. It is caused by the
varicella-zoster virus. This is the virus that also

causes chickenpox.”
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(8) "The combination of amoxicillin and clavidanic
acid is used to treat certain infections caused by
bacteria, including infections of the ears, lungs,
sinus, skin, and winary tract." This information is
taken from the website
htips:/imedineplus.govidruginfo/meds/a885024.h
fml.
F 584 | Safe/Clean/Comfortable/Homeliks Environment F 584 R50’s wheelchair was repaired at
§8=0 | CFR(s): 483.10() 1)-(7) the time of survey, Wheelchairs

§483.10(i} Safe Environment.

The resident has a right to a safe, clsan,
comfortable and homelike environment, including
but not limited fo recsiving treatment and
supports for daly living safely.

The facllity must provide-

§483,10()(1) A safe, clean, comfortable, and
homelike environment, allowing the resident to
use his or her personal bslongings {o the exfent
possibie.

(i) This includes ensuring that the resident can
receive care and sarvices safely and that the
physical iayout of the facllity maximizes resident
Independence and does not pose a safety risk.
(i) The facility shall exercise reasonable care for
the protection of the resident's property from loss
or theft,

§483.10{i)(2) Housekesping and maintenance”
services nacessary to maintain a sanitary, orderly,
and comfortable interlor;

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

§483.10(i{4) Private closet space in each

are cleaned according to schedule
and as needed. R50's wheelchair
was cieaned 09/29/2019.

All residents have the potential to
be effected. Quality review
completed by DON/designee of
resident wheelchairs with
repairs/cleaning to ensure
wheelchairs in good repalr and
clean.

Staff will be re-educated by
DON/deslgnee on 10/23 and
10/24 on facllity policy for
reporting wheelchalr repair
requests and facility wheelchalr
cleaning schedule. Wheelchairs
will be monitored on the mock
rounds to ensure repairs are
addressed and wheelchairs are
clean,
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resident room, as specified in §483.60 {e)(2)(iv);

§463.10{i}{5) Adequate and comfortable lighting
levels In all areas;

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

§483.10()(7) For the maintenance of comfortable
sound levels,

This REQUIREMENT is not met as evidenced
by:

Based on observation, resident interview, staff
interview, facility document review, and clinical
record review, it was determined that the facility
staff failed fo maintain 2 olean, comfortable,
home-like environment for one of 42 residents In
the survey sample, Resident #50, The facility staff
failed to keep Resident #50's wheelchair arms
free of exposad foam and torn vinyl.

The findings include:

Resident #50 was admitted fo the facility on
7122116, and was most recently admitted on
712519 with dlagnoses indluding, but not limited
to CGPD (chronic obstructive puimonary disease)
(1) and CHF {congestive heart failurs) (2). On the
most recen{ MDS (minimum data sel), quarterly
assessment with an assessment reference date
of 9/8/19, Reslident #50 was coded as having no
cognitive Impairment for making dally decisions,
having scored 15 out of 15 on the BIMS (Brief
Interview for Mental Status). He was coded as
using & wheelchair and walker for locomotion.

PROVIDER'S PLAN OF CORRECTION s
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F 684! Continued From page 49 F 584

Executive Director/designee will
conduct quality review of 10
wheelchairs weekly x 4 weeks
then monthly x 3 months,
Variances will be reported to QAPI
monthly until resolved,

Allegation of compliance date of
11/06/2019
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On the following dates and times, Resident #50
was observed self-propelling in his wheelchair:
9/24/19 at 2:13 p.m., 9/24/19 at 4:36 p.m.,
9/25/19 at 9:25 a.m., and 9/25/19 at 2:30 p.m.
During all obsetvations, both arms of the
wheelchalr had exposed foam visible. On beth
arms, the vinyl covering was lorn. The left arm
was more damaged than the right, though both
arms were more than 50% damaged,

On 9/25/19 at 2:30 p.m., Resident #50 was
interviewed. When asked how frequently he uses
his wheelchair to move around the building, he
stated, “All the time, especially if | am going far. |
can do it myself." When asked about the
condition of his wheelchair arms, Resident #50
stated, "Waell, yeah, they do need a liitle
attention.” When asked if he had received any
injuries from the wheelchair arms, he stated,
*No.” When asked when the staff had last
cleaned his wheelchair, Resident #50 stated, *|
have no Idea.” When asked if he had mentioned
the condition of the wheelchair arms to any staff
members, Resident #50 stated, "No, | haven't."

A review of Resident #50's care plan dated
6/27/19 revealed, in part, the following: [Resident
#50] enjoys sitting on the front porch greeting
visitors to the facility. [Resident #50] enjoys
soclalizing with other residents and staff
throughout the day."

On 9/26/19 at 10:11 a.m., LPN (licensed practical
nurse) #5 was interviewed. When asked if she
ever notes the condition of residents' whselchairs,
LPN #5 stated, "Yes, | do pay attention." When
asked what she would do if a resident's arm rests
were forn, and had exposed foam, LPN #5 stated,
"I would put # in the book for the maintenance
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guy. He would follow up. He is really good.”

On 8/26/19 at 10:38 a.m., OSM #2, the
maintanance director, was interviswed. When
asked how he becomes aware of items requiring
maintenance or replacing, OSM #2 stated,
"Usually the staff just tell us. They see us walking
by and we just take care of it right them. There is
a book that they can use if we are not around, But
most of the time, we are there several times
during the day." When asked about the optimal
condition for wheelchair arms to be maintained,
OSM #2 stated, "We try to keep the arms without
cracks. We try to kesp a good armyest on them.
Many times, the resident will come to us and ask
us to fix it. Those plastic edges can be sharp."
OSM #2 accompanied the surveyor to the front
porch of the facility to lock at Resident #50's
wheslchair arms, OSM #2 stated, "Oh yeah. They
need o be replaced. [ will take care of that right
now." When asked if wheaelchair arms in that
condition could be effectively cleaned, OSM #2
stated, "No. There's no way to get that clean.”

On 9/26/M19 at 3:45 p.m., ASM (administrative
staff member) #2, the director of nursing, was
interviewed. When asked if she saw a problem
with a resident's wheelchair arms having tom
vinyl covering and exposed foam, she stated,
"Well those arms would need to be replaced.
Maintenance needs 1o be nofified and those arms
need to be switched out.” When asked why this is
the case, ASM #2 stated, “The torn vinyl is sharp
and could cause injury. And you are not able to
disinfect it."

On 9/26/19 at 4:50 p.m., ASM #1 (the exscutive
director) and ASM #2 were notified of these

concems.
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A review of the facllity policy, "Wheelchair Repairs
- Non-Electric Wheeélchairs" revealed, in part, the
following: "Each resident requiring the use of a
wheelchair will be provided the appropriate chair
to maintain their highest level of functioning. All
chairs will be maintained in sale operating
condition...Preventative Maintenance of each
wheelchair should be done on a regular basis.”

No further information was provided prior to exit.

(1) COPD is "a general term for chronic,
nonreversible lung disease that is usually a
combination of emphysema and chronic
bronchitis.” Barron's Dictionary of Medical Terms
for the Non-Medical Reader, 5th edition,
Rothenberg and Chapman, page 124.

(2) "Heart fallure s a condition in which the heart
is no longer able to pump oxygen-rich blood to
the rest of the body efficiently. This causes
symptoms to oceur throughout the body...As the
heart's pumping becomes less effective, blood
may back up in other areas of the body. Fluid
may build up in the lungs, livet, gastrointestinal
tract, and the arms and legs. This is calied
congestive heart failure." This information is
taken from the website
https://medlineplus.gov/ency/article/000158.him.
Free from Abuse and Neglect

CFR(s): 483.12{a)(1)

§483.12 Freedom from Abuse, Neglect, and
Exploitation

The resident has the right to be free from abuss,
neglect, misappropriation of resident property,
and exploitation as defined in this subpart. This

F 584

F 600
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includes but is not Himited o freedom from immediately, safety checks initiated.
corporal punishment, involuntary seclusion and .
any physical or chemical restraint not required fo Assessment was negative for
treat the resident's medical symptoms. physical/psychological trauma,
2. Allresidents the
§483.12(a) The facllity must- have the potential to be
effected. Quality review by
§483.12(a)(1) Not uss verbal, mental, sexual, or DON/designee of
physical abuse, corporal punishment, or .
involuntary seclusion; concerns/grievances/FRIs for the past
This REQUIREMENT is not met as evidenced 30 days for allegations/signs of abuse
by: . .
Based on staff interview, clinical record review, to ensure appropriate action was
and facility documentation review, facllity staff taken.
failed to ensure cne residents in the survey 3. Staff re-educated by Executive
sample of 42 residents was free from abuse, . ,
(Residents #17). On 1/2/19, Resident #64 apen Director/designee on 10/23 and
hand smacked Resident #17 on the back of her 10/24 on facility Abuse policy which
right upper arm. included timely reporting of
suspected abuse.
The Findings Included: 4. Social Services/designee will monitor
Resident #17 wes admitted to the facility on concerns/grievances and 24 hour
02/11/2016. Her diagneses included dementia, report for allegations/indications of
arxdety, and bipolar disorder {1). Resident #17's b ki K
most recent Minimum Data Set (MDS) abuse weekly x 4 weeks then
Assessment was a Quarterly Assessment with an monthly x 3 months. Variances will
Assessment Reference Dale (ARD} of .
07/30/2019, The Brief Interview for Mental Status be reported to QAP with follow up as
(BIMS) scored Resident #17 at a 7, indicating Indicated. '
significant impairment. Resident#17 was coded 5. Allegation of compliance date of

as independent in most Activities of Dally Living
{ADLs), requiring supervision of one person for
dressing, and extensive assistance of one person
for bathing.

Resident #64 was admitted to the facility on
04/29/2018. Her diagnoses included depression

11/06/2019
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and arthritis, Resident #64's most recent MDS
was a Quartetly Assessment with an ARD of
09/11/20189. The BIMS scored Resident #64 ata
15, indicating no impairment, Resident #64 was
coded as being totally dependent on one person
for bathing, and independent in alf other ADLs.

A review of Resident #17's medical record was
initiated on 09/24/2019 following review of a
Facility Reported Incident (FRI) of an aflegation of
abuse. A review of the FRI revealed that an
incident cccurred on 01/02/2019 between
Resident #17 and Resident #84. The FRI
documented, “Incident type: Allegation of
abuse/mistreatment” This box was checked.
Describe incident, including location, and action
taken: Name of [Resident #17] was at nurse's
station.” "Employee action Initiated or taken:
Investigation initiated. Residents were separated
immediately from one ancther. Perpetrator was
placed on safety checks. There were no marks
on victim after skin check. Families and MD
[medical doctor] notified of events, No harm was
done to either resident, Full investigation to
follow. Residents remain safe."

The final investigation lelter sent to the Office of
Licensure and Certification (OLC) on 01/04/2019
documented, "This letter serves as the five day
final internal investigation for the Facility
Reportable Incident which was reported o you on
01/03/2019.

On 01/02/2019 Resident [RESIDENT #17] (BIMS
6) was at the [NAME OF UNIT] nursing station
recelving her medications from the Nurse.
Resident [RESIDENT #64] (BIMS 15) came up to
the nurse's station and thought the medications
were hers and grabbed them from [RESIDENT
#17]'s hand. Resident [RESIDENT #17] then told
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[RESIDENT #64] that they were her pills, and
during this time [RESIDENT #864] open hand
smacked [RESIDENT #17] on the back of her
right upper arm.”

The facility policy on "Abuse, Neglact,
Exploitation, and Misappropriation" dated revised
11/28/2017, documents

Under "Definitions": "Abuse is the willful infliction
of injury, unreasonable confinement, intimidation,
or punishment with resulting physical harm, pain,
or mental anguish,.....Physical Abuse includes,
but is not fimited to:

*Hitting

*Slapping

*Punching

*Biting

*Kicking

*Corperal Punishment...”

On 08/26/2018 at 9:58a.m. an interview was
conducted with Administrative Staff Member
(ASM) #1, the facility Executive Director. During
the interview, ASM #1 was asked what her
expectation was for staff with regard to protecting
residents from abuse. ASM #1 stated that each
staff member is responsible for protecting
residents from abuse and reporting it if they
witness it.

Reporting of Alleged Violations

CFR(s): 483.12(c)(1){(4)

§483.12(c) In response to allegations of abuse,
neglect, exploitation, or mistreatment, the facility
must:

§483.12(c)(1) Ensure that ail alleged violations
involving abuse, neglect, exploitation or

F 600

F 609
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F 208 Continusd From page 66 F809| 1. Incldent occurred on 01/02/2019
mistreatment, including Injuries of unknown
source and misappropriation of resident property, and reported on 01/03/2019.
are reported immediately, but not later than 2 Assessment for R17 and R64 was
hours after the allegation is made, if the evenis ; : i
that cause the allegation involve abuse or resultin negative for signs of injury. Staff
serlous bodily injury, or not later than 24 hors if member no longer at the facility
the events that cause the allsgation do not involve to re-educated.
abuse and do not result in serlous bodily injury, to . )
the administrator of the facility and to other 2. Alfresidents have the potential
officials (including to the State Survey Agency and to be effected. Quality review by
adult protective services whers state law provides s
for jurisdiction in long-term care facilities) in DON/dQSIgnFe of 24 lTou.r report
accordance with State law through established concerns/grievances/incident
procedures. reports for the past 30 days to
§483.12(c)4) Report the results of all validate allegations/signs of
investigations to the administrator or his or her abuse/neglect misappropriation
designated representative and to other officials in are reported in timel
accordance with State law, including to the State p In tumely manner,
Survey Agency, within 5 warking days of the Follow up as indicated.
incident, and if the allaged violation is verified 3, Staff re-educated by Executive
appropriate corrective action must be taken. . .
This REQUIREMENT is not met as evidenced Director/designee on 10/23 and
by: 10/24 on facility Abuse policy
Based on staff interview, clinical record review, which included timel "
and facllity documentation review, facility staff Ch included timely reporting
failad to ensure one residents in the survey of suspected abuse,
sample of 42 residents was free from abuse, Misappropriation o .
(Resldents #17). On 1/2119, Resident #64 open pprop Fproperty will
hand smacked Resldent #17 on the back of her be reviewed by DON and
right upper arm. Executive Director to ensure
reporting within the 2 hour time
The findings nclude: frame,
Resident #17 was admitted fo the facility on 4. Executive Director/designee will
02/1112016. Her diaghoses included dementia, monttor 24 hour
anxiety, and bipolar disorder {1). Residant #17's
most recent Minimum Data Set (MDS)
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Assessment was a Quarterly Assassment with an
Assessment Reference Date (ARD) of
07/30/2018. The Brief Interview for Mental Status
{BIMS) scored Resident #17 at a 7, indicating
significant impairment. Resident #17 was coded
as independent in most Activities of Daily Living
(ADLs), requiring supervision of one person for
dressing, and extensive assistance of one person
for bathing,

Resldent #64 was admitted to the facility on
04/28/2018. Her diagnoses included depression
and arthritis. Resident #64's most recent MDS
was a Quarterly Assessment with an ARD of
09/11/2018. The BIMS scored Resident #64 ata
18, indicating no impalrment. Resident #54 was
coded as being totally dependent on one person
for bathing, and independent in all other ADLs,

A review of Resident #17's medical racord was
initiated on 09/24/2018 following review of a
Facility Reported Incident {FRI} of an allegation of
abuse. A review of the FRI revealed that an
incident occurred on 01/02/2019 betwesn
Resident #17 and Resident #54. The FRI
documented, "Incident type; Allegailon of
abuse/mistreatment” This box was checked,
Describe incident, including location, and action
takon: Name of [Resident #17] was at nurse's
station.” "Employee action initlated or taken:
Investigation Initiated. Resldents were separated
immediately from one another. Perpetrator was
placad on safety checks, There were no marks
on victim after skin check. Families and MD
{medical doctor] nofified of events. No harm was
done to elther resident. Full investigation to
follow. Residents remain safe,"

The final investigation latter sent to the Office of
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F 609 | Continued From page 57 F 609 report/grievances/incident/accid

ent reports weekly x 4 weeks and
monthly x 3 months. Variances
will be reported to QAP monthly
until resolved.

5. Allegation of compliance date of
11/06/2019
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Licensure and Cettification (OLC) on 01/04/2019
documented, "This letter serves as the five day
final internal investigation for the Fagcility
Heportabie Incident which was reported to you on
01/03/2019. On 01/02/2019 Resident [RESIDENT
#17] (BIMS 6) was at the [NAME OF UNIT]
nursing station receiving her medications from
the Nurse. Resldent [RESIDENT #64] (BIMS 15)
came up to the nurse's station and thought the
medications were hers and grabbed them from
[RESIDENT #171's hand. Resident [RESIDENT
#17] then told [RESIDENT #64] that they were
her pills, and during this time [RESIDENT #64]
open hand smacked [RESIDENT #17) on the
back of her right upper arm."

On 09/26/2019 at 9:58a.m., an interview was
conducted with Administrative Staff Member
{ASM) #1, the facility Executive Director. During
the interview, ASM #1 was asked what her
expectation was for staff with regard to protecting
residents from abuse. ASM #1 stated that each
staff member is respansible for protecting
residents from abuse and reporting it if they
withess it.

Review of the facility abuse policy documented
the following: "7. Reporting/Response Any
smployee or contracted service provider who
witnesses or has knowiedge of abuse or an
allegation of abuse, neglect, exploitation, or
mistreatmant, including injuries of unknown
source and misappropriation of resident property,
to a resldent, is obligated to report such
information immaediately, but no later than 2 hours
after the allegation is made, if the events that
cause the allegation involve abuse or result in
serious bodily injury, or not later than 24 hours if
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| the events that cause the allegation do not
involve abuse or result in serious bodlly Injury, to
the Administrator and to other officials in
accordance with State law."

On 09/26/20189 at 5:00p.m., during an interview
conducted with ASM #1 regarding the delay in
reporting. The allegation of abuse for Resident
#17, when shown the FRI documentation of the
iate reporting, ASM #1 stated, "itis what it s, It
was late."

F 655 | Basefine Care Plan

$8=D | CFR(s): 483.21{a)}{1)-(3)

§483.21 Comprehensive Person-Centered Care
Planning

§483.21(a) Baseline Cara Plans

§483.21(a){1) The facility must develop and
implement a baseline care plan for each resident
that Includes the Instructions needed to provide
effective and person-centered care of the resident
that meet professional standards of quality care.
The baseline care plan must-

(i) Be doveloped within 48 hours of a resident's
admission.

(ii) Include the minimum healthcare information
necessary to properly care for a resident
Inctuding, but not limited fo-

{A) Initlal goals based on admission orders.

(B} Physician orders.

(C) Dietary orders,

(D) Therapy services.

{E) Social services.

{F) PASARR recommendation, if applicable.

§483.21(a)(2) The facility may develop a
comprshensive care plan in place of the baseline
care plan if the comprehensive care plan-

Fess| 1. R150no longer resides in facility.
2. Aliresidents have the potential to
be effected. Quality review by

DON/designee completed on
baseline care plans for the past 30
days to verify needs identified on
the admission assessments have
been inciuded in the baseline care
plan and that the baseline care
plan was updated with the
resident’s condition and
subsequently included in the
comprehensive plan.”

3. Licensed staff re-educated by
DON/designee on 10/23 and
10/24 on timely, accurate
completion of baseline care plans
including cross validating that care
needs identified on the admission
assessment have been care

FORM CMS-2567(02-09) Previous Versions Qbsolete Event i) G863

Facility D; VAD245 if continualion sheet Page 80 of 132




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAD SERVIGES

STATEMENT OF DEFICIENCIES %1} PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: COMPLETED
A. BUILDING
C
405315 B.WING 0972612019

PRINTED: 10/08/2019
FORMAPPROVED
OMB NO. 0938-0391

NAME OF PROVIDER OR SUPPLIER

CONSULATE HEALTH CARE OF WOODSTOCK

STREET ADDRESS, CITY, STATE, ZIP CODE
803 SQUTH MAIN 5T
WOODSTOCK, VA 22864

(X4 1D

SUMMARY SYATEMENT OF DEFICIENCIES

o

PROVEDER'S PLAN OF CORRECTION

(X6}
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 70O THE APPROPRIATE DAYE
DEFICIENGCY}
F 855 | Continued From page 80 F 855 planned on the baseline care plan.

(i) 13 developed within 48 hours of the resident's
admission,

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

§483.21(a)(3) The facility must provide the
resident and their representative with a summary
of the baseline care plan that includes but is not
limited to:

(1) The initial goals of the resident.

{ii} Asummary of the resident's medications and
dietary instructions.

{ii) Any services and treaiments to be
administered by the facility and personnet acting
on behalf of the facility.

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

Based on staff Interview, facility document
review, and dlinical record review, it was
determined that the facility staff failed to develop
a baseling care plan for the presence of ang
treatment for a pressure ulcer for one of 42
residents in the survey sample, Resident #150.

The findings include:

Resident #1560 was admitted to the facility on
32719 and discharged on 4/10/19 to the hospital
and did notreturn. The resident was in the facifity
for approximately 14 days. Resident #150 was
admitted with the diagnoses of but not limited to
central cord syndrome of cervical spinal cord,
dysphagia, rhabdomyolysis, pneumonia, and
acute kidney fallure, acldosts, and spinal

DON/designee will review
baseline care plans of new
admissions/readmissions in
maorning clinical meeting to verify
plans have been put in place for
care needs identified on the
admission assessment on an
ongoing basls.

4, DON/designee will monitor
baseline and comprehensive care
plans weekly x 4 weeks and
monthly x 3 months. Variances
will be reported to QAPI monthly
until resolved. '

5. Allegation of compliance date of
11/06/2019
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stenosis, spondylosis with myelopathy of the
thoracic region, diabetes, and high blood
pressure. The Admission/5-day MDS (Minimum
Data Set) with an ARD (Assessment Reference
Date} of 4/3/19 coded the resident as scoring an
8 out of & possible 15 on the BIMS (brief interview
for mental status) indicating the resident was
moderately impaired for the abilily to make daily
life decisions. The resident was coded as
requiring extensive to total care for areas of
activities of daily living.

A review of the clinical record revealed the
"Admission/Readmission Data Collection”
assessment dated 3/27/19, which documented on
the skin assessment diagram a circle drawn
around the sacral/coceyx area and assigned the
number 8 for the site. Whritten balow the diagram
was “Site Number 8, and the box for Pressure
Uleer and the box for Abrasion was checked
(other options included rash, bruise, surgical, skin
tear, vascular ulcer, and burn.) in the line for
"Describe Skin Impairment” was written, "Open
area on coceyx sacral area.” {The word coceyx
was crossed out after it was written). On the
note, section of this document was an admission
note timed fot 5:10 PM. This note did not make
mention of any skin area. A second note, timed
for 2:00 AM documented, "..,.skin breakdown
noted on sacral area of bottom...." Another note
was added to this form on 4/5/19, which
documented, "Addendum, unstageable pressure
ulcer noted io sacral area (with) tx {treatment) in
progress. RRMD (responsible party and medical
doctor) aware.”

A physician's order dated 3/28/19 documented,
"Apply Inzo barrier cream to sacral area Q (every)
shift."
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A review of the "Weekly Wound Report” dated
4/1/19 revealed that Resident #150 was admitted
on 3/27/19 with a 4x3.5 cm wound of the coccyx
area.

Review of the physician's orders revealed one
dated 4/1/19 for "Greers Goo to coceyx bid (twice
daily) and prn {as needed).”

Review of the nurse's notes revealed one dated
4/4/19 for this wound and documented, "Resident
has open area on coccyx which measures
approxXimately 4.0 x 3.5 cm and appears
unstageable at this ime. Wound bed has 100%
slough (with) scant sercsanguineous drainage.
New orders for MVI {multivitamin) (with) minerals
po g day (by mouth every day} and Pro-Stat 30
mis {millititer} PO BID (twice daily} x 60 days for
wound healing. Will continue to monitor as
indicated.” Aweeldy "Skin Evaluation” form was
completed for the same date.

A "Waekiy Wound Report® dated 4/8/19 reveaied
there had been no change in the wound from
admission, containing the same stage and
measurement.

A nurse's note dated 4/9/19 documented,
"Unstageabls pressure ulcer noted to cocoyx
measuring 4x3.5 cm with no exudate noted with
erythema noted around periwound....RP aware
cont (continue) with current tx...."

On 9/25/19 at 5:00 PM an interview was
conducted with the Nurse Practitioner, ASM #3
{Administrative Staff Membar). She stated that
she never saw the wound herself, but that the

resident was admitted with, it and she ordered
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Greers Goo for treatment. ASM #3 was asked
why this was ordered as opposed 1o &
debridement agent such as Santyl, ASM #3
stated that given the resident's condition of
having a spinal cord injury and a cervical collar,
the resident was not able to maintain a
comfortable lying position other than on his back,
she felt a debridement agent would ultimately
open the wound up, leaving it susceptible to
infactions. She stated the primary goal for this
resident, given his spinal injury, was to keep the
resident off the wound as much as possible,
which he frequently refused to do. (Multiple
nurse’s notes in the clinical record documentad
turning and repositioning of the resident; and
there were also notes documenting the resident's
refusal fo be turned.) ASM #3 stated that the
wound did not change any during his time in the
facility and remained unstageable, and without
necrotic tissue.

A review of the bassline care plan failed to reveal
that the wound and associated treatments were
care planned. The baseline care plan included
an area for "Alterad Skin Integrity / Potential For"
and had prelisted goals of "Prevent any skin
breakdown or injury,” and "Heal / Improve current
Skin issues, * and *Other." Only the first goal of
preventing skin breakdown or injury was checked.
The goal to heal or improve current skin issues
was not checked. In addition, there was no hand
written information indicating the presence of a
wound and the associated treatment.

The wound nurse was no longer at the facility at
the time of survey and therefore could not be
Interviewed.

On 9/25/19 at 5:35 PM, in an interview with BN
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#3 (Registered Nurse) she stated that her first
observation of sacral wound was "probably a day
or two after he was admitted. It was about 3x3 to
4x4, was an open wound, had pink granulation
tissue but did have slough. It was very
superficial. 1t was not a deep wound. It was
unstageable because you can't see the botiom."
When asked what treatment was being done, she
stated, "At first it was just a cream and then they
added Greers Goo. The treatment nurse was
good at communicating with the doctor about
wounds. He was incontinent quite a bit. We
would have to reapply the ointment/cream. We
trled to keep him turned off the wound.
Sometimes he would reposition himself again
back oh to the wound. When asked about care
planning the wound and treatment, RN #3 stated,
"We start the baseline care plan on admission
and it is kept at the nurses station until the
comprehensive is done." In reviewing the
bassline care plan with RN #3, she stated, "It
does not indicate the actual presence of a wound
or any treatments ordered for it ...its not on there.
it should be on there. The nurse that did the skin
assessment and who wrote the orders should
have put it on there."

A review of the facllity policy, "Plans of Cars"
documented, "Develop and implement an
individualized Person-Centerad baseline care
plan within 48 hours of admission that includes,
but is not limited to, goals based on the
admission orders, physician orders, dietary
orders, therapy services, social services, PASRR
recommendations, if applicable, and other areas
needed to provide effective care of the resident
that meets professional standards of care to
ensure that the resident's needs are met

appropriately until the Comprehensive plan of

F 655
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care is completed.”
On 9/26/19 at 4:45 PM, in a meeting with ASM #1
{Administrative Staff Member} the Executive
Director, and ASM #2, the Director of Nursing,
| they were made aware of the findings. No further
information was provided by the end of the
survey. 1. R34, R61, R21, and R54 are
F 877 | ADL Care Provided for Dependant Residents Fe77 ' ! !
58=0 | CFR(s); 483.24{a)(2) currently recelving showers as
_ . preferred.
§483.24(a)(2) A resident who is unabla to carry .
out activities of daily living receives the necessary 2. Allresidents have the
services to maintain good nutrition, grooming, and potential to be effected.
personal and oral hygiens, .
This REQUIREMENT Is not met as evidenced Quality review by
by: DON/designes completed to
Based on observation, resident interview, staff . .
' v id or
Interview, facility document review, clinical record ver.ify resident s Wh. . squire
review, and In the course of a compilaint - assistance are receiving
investigation, it was determined that the facility necessary assistance with
staff falled to provide ADL (activities of daily living) h d oth \ e
care for four of 42 sampled residents, who were showers and other activities
coded as dependent on staff for care, {Residents of daily living and s in
#34, #61, #21, and #54). The facility staff failed to
provide Resident #34 and Resident #81 with accordance to his/her
showers on multiple days throughout the months preference.
of July, August, and September 2019 and failed 3, Nursing staff re-educated by

to provide Resident #21 and #54 with showers on
multiple days throughout the months of August,
and September 2019,

The findings include:
1. The facility staff falled to provide Resident #34

with showers on muliiple days throughout the
months of July, August, and September 2019,

DON/designae on 10/23 and
10/24 on Bathing/Showering
policy and on checking kardex
to determine residents’
preferences and care needs.
The DON/designee will review
the information in point of
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Resident #34 was admitted fo the facility on
7110115, with diagnoses that includs, but are not
limited to, history of a stroke, chronle kidney
disease, and diabetes mellitus (1). On the most
recent MDS {minimum data set), a quarterly
assessment with an ARD (assessmant reference
date) of 8/22/19, Resident #34 was coded as
having no cagnitive impairment for making daily
decisions, having scored 15 out of 15 on the
BIMS (brief interview for mental status). She was
coded as being totally dependent on the physical
assistance of two or more staff persons for
transferring between surfaces, and as being
totally dependent on the physical assistance of
one staff person for bathing.

On 9/25/19 at 2:35 p.m., Resident #34 was
observed lying in bed, watching television.
Resident #34 the Resident Council president,
was asked for permission to review the Resident
Council minutes from the past few months.
Resident #34 stated, "Yes, that will be fine."

On 9/25/19 at 10:00 a.m., Resident #34 attended
the group meeting as a part of the survey
process. When asked about any concemns the
facility staff were aware but had not yet been
resolved fo the residents' satisfaction, Resident
#34 stated, "Oh, the showers." She statsd that
bacause the facllity "is so short staffed,” residents
who require a mechanical lift to transfer info a
shower chair had not been recelving showers "for
quite some time." Resident #34 stated, "If | had
not gotten a shower last Friday, it would have
made two weeks since I've been bathed, and I'm
not the only one. You need fo go talk to [name of
Resident #61.1."

On 9/25/19 at 5:25 p.m., Resident #34 was

updated, complete and
accurately reflect the
resldent’s care needs and
preferences for care.
DON/designee will complete
bathing quality review weekly
x4 weeks and monthly x 3
months to verify delivery of
care. Variances will be
reported to QAP with
adjustments as indicated
monthly untii resolved.
Allegation of compliance date
of 11/06/2019 ’
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observed lying in her bed. An interview was
conducted with Resident #34 at this time.
Resident #34 was asked when she was
scheduled to receive a shower. Resident #34
stated, "I'm scheduled for day shift, It's when all
the Hoyer {(brand of mechanical lift) people are
scheduled.”

On 9/26/19 at 9:14 a.m., Resident #34 was
observed lying in her bed and another interview
was conducted. When asked if she could provide
more details about the comments, she had made
during the group meeting, Resident #34 stated, |
got a shower last Friday (9/20/19). It was the first
ong in two weeks. In May, June, July, and August,
| got almost no showers." When asked why she
had not received showers, she stated, "it's
because F'm a Hoyer {requires a Hoyer
mechanical [ift to transfer). It's too much trouble
for them. There is not enough staff to do it. There
is just not. It's true for all of us who are Hoyers, If
you need a Hoyer and there is no staff, you're not
going to get a shower.” When asked if she had
racelved any kind of bath during these months,
Resident #34 stated, "Well if you want to call it
that. They wipe me down. But it's not a bath. You
can't even call it a2 bed bath." She stated that the
CNAs (certified nursing assistants) are
responsible for giving showers. "When they have
only two on the floor, there are just net enough
paople to do what they need to do for us. It's
pretty simple math.”

A review of the Nurse Tech {technician)

Information Kardex for Resident #34 revealed, in
part, the following: "Bathing: Shower. Bath Days:
Tuesday and Friday. Shift: Day...Cognition: Alert,
Current season, Location of room, Staff faces, In
a nursing home...Transfers: Assist of 2. Transfer
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Assist: Sling size - Largs, Transfer aid - Hoyer,"

A review of the unit's shower scheduie revealed,
in part, the following: "[Resident #34] - Tuesday
and Friday."

A review of Resident #34's comprehensive cars
plan dated 9/24/18, updated on 1/25/19 revealed,
in part, the following: "BATHING/SHOWERING:
The resident is totally dependent on staff to
provide bath/shower and as necessary...Provide
spongs bath when a full bath or shower cannot
be tolerated... TRANSFER: The resident is totally
dependent on staff for transferring with a Hoyer."

A review of the facility's bathing record for
Resident #34 revealed that the resident was
bathed on 8/9/18. The documentation did not
specify what type of bath Resident #34 received
on this day. The documentation revealed no
evidence that Resident #34 received any kind of
bath from 7/1/19 through the time of the survey.

A spot check of the daily as-worked schedules for
July 2019 through the time of the survey revealed
multiple days on which only two CNAs (certified
nhursing assistant) worked on Resident #34's unit.
On some of these days, an additional CNA was
shown as working. This CNA, called the "bath
aide" by facility staff, and per the facility staff
satved only to give baths to residents who did not
require a mechanical lift for transfers.

A review of facility census documents revsaled
that the unit on which Resident #34 resides has
58 resident beds.

On 9/25/19 at 2:28 p.m., CNA #2 was
interviewed. She statad the CNAs who work the

FORM CMB-2587(02-95) Previous Versions Obsalste Event 1D: 086311 Facllity ID: VA0245 If continuation sheet Page 69 of 132




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 10/08/2019

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFIGIENCIES {Xt) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
495315 B. WING 09/26/2019

NAME OF PROVIDER OR SUPPLIER

CONSULATE HEALTH CARE OF WOODSTOCK

STREET ADDRESS, GITY, STATE, ZIP CODE
803 SOUTH MAIN 5T
WOODSTOCK, VA 22664

floor are supposed to give showers 1o residents
who require a Hoyer lift for transfers. CNA #2
stated, "The shower aide has never done
showers for people who use the lift." When asked
how she documents giving a rasident who
requires a Hoyer lift for transfer a shower, CNA
#2 stated, " record it on the tablet.”" When shown
Resident #34's shower record as referenced
above, CNA #2 stated, "Yeah, if | had done it and
documenied #, it would have shown up on here."

On 9/25/19 at 2:38 p.m., CNA #3, who is also the
facility's cantral supply clerk, was interviewed.
She stated, " think there are showers scheduled
two days a week. | usually only work in central
supply. | have my CNA license, and they pulled
me to work as a CNA this week, but | really am
not familiar with the regular routines. | think the
aide assigned to any particular hall is responsible

for showers for the Hoyer lifts." When asked if

she had given a shower to any resident who
required a Hoyer [ift for transfer during her shift
that day, CNA #3 stated, "No. I'm not sure who
was supposed to get one.”

On 9/25/19 at 3:22 p.m., RN (registered nurse)
#1, the MDS nurse, was interviewed. When
asked if any of the facility records showed what
kind of bath a resident received, RN #1 stated,
"“The shower records should show it. There is a
number with a code that should show what kind
of bath the resident got." When asked what it
means if there are no numbers fo indicate this on
the shower record, RN #1 stated, "if the ADL
record doesn't say, and if the resident is
cognitively intact, then you have to go with what
the resident says.”

On 8/26/19 at 11:06 a.m., LPN #3 was
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have been given. | will tell you that whenever a
resident comes to me and teils me they haven't
had a shower, | make sure they get one." When
asked how she ensures residents unable to make
a request for a shower are provided one, RN #2
stated, "l dont know, that's a good question. | just
started this tracking Monday." When shown the
shower records from the facility ADL
documentation, RN #2 stated, | did not know you
could pull a report iike this. | am still learning
about the documentation. This shows me that our
documentation is not effective, As a manager, |
need to figure out a process. | need to learn how
to pull these reporis. I'm sure | could figure
something out.”

On 9/26/19 at 3:45 p.m., ASM #2, the DON
(director of nursing) was interviewed. When
asked if she was aware of the concerns about
residents who require a Hoyer lift for transfers not
raceiving showers, she stated, "It has been hit
and miss. In early April, we made a position fora
bath aide. [Name of ASM #1, the executive
director] thought the floor CNAs could stili do the
Hoyer baths. To be honest, sometimes with
staffing, the baths did not get done. It has been
an ongoing process and we have been drying to
correct. It's much improved now." When asked if
it is ever acceptable practice for a resident not to
receive care because of lack of staffing, she
stated, "No. Not sver."

On 9/26/19 at 4:05 p.m., ASM #1, the executive
director, was interviewed. She stated that the
concermns about residents not receiving showers
is "not resolved," ASM #1 stated, “it really started
in February. in making rounds, | kept hearing
showers were not happening like they shouid for

the residents who required a Hoyer lift. In April, |

F 677
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put in a full ime bath aide on [Resident #34's
unitl. Now we have it, but she does not do
Hoyers. The CNAs on the floor are supposed to
do them, but they are not doing it. Not always.
The bath aide is on a production schedule. It is
finish one and start another. There are 12 Hoyer
residents, and | still have to figure out how to do
it. Now, the people 1 visit, | take care of. We have
much room for improvement. We may need
another full ime Hoyer person just to give those
showers.” She concluded, "! know our residents
are hurting. | addressed it June in QAP {quality
assurance/performance improvement). But it is
far from fixed."

On 9/26/19 at 4:50 p.m., ASM #1 and ASM #2
were notified of these concems.

A review of the facility policy "Bathing/Showering"
revealed, in part, the following: *Assistance with
showering and bathing will be provided at least
twice a woeek and PRN (as needed) to cleanse
and refresh the resident. The resident shall be
asked on admission to establish a frequency
schedule for bathing. This schedule will take
precedence over the twice a week and PRN
cleansing.”

No further information was provided prior to exit.
(1) "Diabetes (mellitus) is a disease in which your
blood glucose, or blood sugar, levels are too
high." This Information is taken from the website
hitps://mediineplus.gov/diabetes.html.
COMPLAINT DEFICIENCY

2. The facllity staff failed to provide Resident #61

with showers on multiple days throughout the

F 677
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months of July, August, and September 2019.

Resident #61 was admitted to the facility on
52710, and was most recently readmitted on
5/3/18 with diagnoses including, but not limited to
history of a spinal cord injury and quadriplegia (1).
On the most recent MDS {minimum data set), an
annual assessment with an ARD (assessmeant
reference date) of 9/7/19, Resident #61 was
coded as having no cognitive impairment for
making daily decisions, having scored 15 out of
15 on the BIMS (brief interview for mental status),
He was coded as being totally dependent on the
physical assistance of two or more staff persons
for transferring between surfaces, and as being
totally dependent on the physical assistance of
one staff person for bathing.

During the group meeting on 9/25/19 at 10:00
a.m., Resident #61 was identified by another
resident as possibly not having received showers
due to his requirement of being transferred by a
mechanical lift.

On 9/25/19 at 3:15 p.m., Resident #61 was
observed lying on his left side in bed. His eyes
were closed.

On 9/25/19 at 4:55 p.m., Resident #61 was
observed lying on his back in bed. He was awake
and alert. An interview was conducted with
Resident #61 at this time. Resident #61 was
asked if he had been receiving showers as he
thought he should. He stated, *"No. Thay have
been short of help. They won't do the showers
when they are short of help. We just don't have
the help." When asked if other types of baths
were offered 1o him in place of the showers,

Resident #61 stated, "t would get wiped off.
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That's about it. May, June, July, August, My head
did not get washed. It was not even a bed bath,
really. Just wiped off.” When asked if the facility
records showed he received a shower on any of
those days, Resident #51 stated, *Then those
racords would not be right. | did not receive a
shower any of those times. | wouldn't even call it
a bath." He stated he knows there is a CNA
dedicated strictly to bathing residents, but she
does not provide showers for residents who
require a mechanical Iift for transfers, Resident
#61 stated, "If [RN (registered nurse) #2] is here,
she will make sure it gets done." When asked if
RN #2 is at the facility every day he or other
residents need a shower, he stated, "No, she's
not."

A review of the Nurse Tech (technician)
Information Kardex for Resident #61 revealed, in
part, the following: "Bathing: Shower. Bath Days:
Monday and Thursday. Shift: Day...Cognition:
Alert, Current season, Location of room, Stafi
faces, In a nursing home...Transfers; Assist of 2.
Transfer Assist: Sling size - Large, Transfer aid -
Hoyer."

A review of the unit's shower schedule revealed,
in part, the following: "[Resident 61] - Monday and
Thursday.”

A review of Resident #51's comprehensive care
plan dated 11/8/18 revealed, in part, the following:
"BATHING/SHOWERING: The resident is totally
dependent on staff to provide bath/shower and as
necessaty...Provide sponge bath when a full bath
or shower cannot be tolerated...TRANSFER:
[Resident #61] requires a full body Mechanical Lift
with 2 staff assistance for transfers."
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A review of the facility's bathing record for
Resident #61 revealed that he received some
type of bath on 17 days from July 1, 2019 through
the time of the survey. The bath record did not
specify what type of bath he received on any of
these dates. The remainder of the dates during
this time period did not reveal any evidence that
Resident #61 received a bath.

A spot check of daily as-worked schedules for
July 2019 through the time of the survey revealed
multiple days on which only two CNAs worked on
Resident #61's unit. On some of these days, an
additional CNA was shown as working. This CNA,
called the "bath aide" by facility staff, served only
to give baths to residents who did not require a
meachanical lift for transfers.

A review of facility census documents revealed
that the unit on which Resident #61 resides has
58 resident bads.

On 9/25/19 at 2:28 p.m., CNA #2 was
interviewed. She stated the GNAs who work the
floor are supposed 1o give showars to residents
who require a Hoyer lift for transfers. CNA #2
stated, "The shower side has never done
showsrs for peopie who use the lift." When asked
how she documents giving a resident who
requires a Hoyer lift for fransfer a shower, CNA
#2 stated, "l record it on the tablet.* When shown
Resident #34's shower record as referenced
above, CNA #2 siated, "Yeah, if | had done it and
documented it, it would have shown up on here,"

On 9/25/19 at 2:38 p.m., CNA #3, who Is also the
facility's central supply clerk, was interviewed.
She stated, "1 think there are showers scheduled

two days a week. I usually only work in central
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supply. | have my CNA license, and they pulled
me to work as a CNA this week, but | really am
not familiar with the regular routines. | think the
aide assigned to any particular hall is responsible
for showers for the Hoyer lifts." When asked if
she had given a shower to any resident who
required a Hoyer lift for transfer during her shift
that day, CNA #3 stated, "No. 'm not sure who
was supposed to get one."

On 9/25/19 at 3:22 p.m., RN (registered nurse)
#1, the MDS nurse, was interviewed, When
asked if any of the facility records showed what
kind of bath a resident received, RN #1 stated,
"The shower records should show it. There is a
number with a code that should show what kind
of bath the resident got." When asked what it
means if there are no numbers to indicate this on
the shower record, RN #1 stated, "if the ADL
record doesn't say, and if the residant is
cognitively intact, then you have to go with what
the resident says."

On 9/26/19 at 10:46 a.m., CNA #4 was
interviewed. Sha stated, "l don't really work hera.
1 am agency. | have been coming off and on here
maybe a month or two." When asked how she
knows who Is to get a shower on her shift, CNA
4 stated, "When | come in, they give me a cheat
sheet with the names of the ones who need a
shower. But mostly, | am just paying attention, |
am kind of figuring out whose days are what.”
She stated it takes two staff members to transfer
a resident from bed to a shower chair, one to give
the resident a shower, and two staff members to
transfer the resident back to bed." When asked if
there are always two staff members available to
transfer residents using a mechanicai lift, CNA #4

(X4} ID SUMMARY STATEMENT OF DEFICIENCIES D ' PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REQULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEEICIENCY)
F 677 | Continued From page 76 F 677

FORM CMS-2567(02-99) Pravious Varslons Obsolste

Event 1D:C88311

Facllity 12: VAO245

If continuation sheet Page 77 of 132




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

PRINTED: 10/08/2019
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFIGIENCIES (1} PROVIDER/SUPPLIER/ICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

495315

(%2) MULTIPLE CONSTRUCTION
A. BUILDING

B. WING

(%3) DATE SURVEY
COMPLETED

9]
09/26/2019

NAME OF PROVIDER OR SUPPLIER

CONSULATE HEALTH CARE OF WOODSTOCK

803 SBOUTH MAIN ST
WOODSTOCK, VA 22664

STREET ADDRESS, CITY, STATE, ZIP GODE

(X410
PREFIX
TAG

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

D PROVIDER'S PLAN OF CORRECTION

(X5}
PREFIX {EACH CORRECGTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE BATE

DEFICIENCY})

F 677

Continued From page 77

stated, "No. There are not always two aides on
every hallway." )

On 9/26/19 at 11:06 a.m,, LPN #3 was
interviewed. She stated she has worked at the
facllity for four years, and usually works day shift
on the unit where Resident #61 resides, She
stated that showers for residents who require a
Hovyer lift for transfers are given by the CNAs on
the floor. When asked about staffing and resident
baths, LPN #3 stated, "There have been days
when showers have not been given because we
did not have enough staff here to do it, That is the
truth. Yes. A resident has a right to shower.”

On 9/26/19 at 1:51 p.m., RN #2, the unit manager
for Resident #61's unit, was interviewed. She
stated, "l know there are some concerns about
the showers. This Monday, | put a tracking
process into place. The aides fill out a skin sheet
whenever they give a bath. We don't usually keep
tham, but | am using them to track which baths
have been given, 1 will tell you that whenever a
resident comes to me and tells me they haven't
had a shower, | make sure they get one.” When
asked how she ensures residents unable to make
a request for a shower are provided one, RN #2
stated, "l dont know, that's a good question. | just
started this tracking Monday." When shown the
shower records from the facility ADL
documentation, RN #2 stated, "l did not know you
could pull a report like this. | am still iearning
about the documentation. This shows me that our
documentation is not effective. As a manager, |
need to figure out a process. | need to learmn how
to pull these reports. I'm sure | could figure
something out.”

On 9/26/19 at 1:25 p.m., ASM (administrative
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staff member) #3, the NP (nurse practitioner) was
Interviewed. ASM #3 stated, "Yes, I'm aware of
the concerns about the showers, about residents
not getting them. We are all concerned about the
short staffing.”

On 8/26/19 at 3:45 p.m., ASM #2, the DON
(director of nursing) was interviewed, When
asked if she was aware of the concerns about
residents who require a Hovyer lift for transfers not
receiving showers, ASM #2 stated, It has been
hit and miss. In early Aptil, we made a position for
a bath aide. [Name of ASM #1, the executive
director] thought the floor CNAs could still do the
Hoyer baths. To be honest, sometimes with
staffing, the baths did not get done. It has been
an ongoing process and we have been trying to
correct. it's much improved now." When asked if
it is ever acceptable practice for a resident not to
receive care because of lack of staffing, she
stated, “No. Not ever."

On 9/26/19 at 4:05 p.m., ASM #1, the executive
director, was interviewed. She stated that the
concerns about residents not receiving showers
Is "not resolved.” ASM #1 stated, "It really started
in February. In making rounds, | kept hearing
showers were not happening like they should for
the residents who required a Hoyer lift. In April, |
put in a full time bath aide on [Resident #34's
unit]. Now we have it, but she doaes not do
Hoyers. The CNAs on the floor are supposed to
do them, but they are not doing it. Not aiways.
The bath aide is on a production schedule, it is
finish one and start another, There are 12 Hoyer
residents, and | still have to figure out how to do
it. Now, the people | visit, | take care of. We have
much room for improvement. We may need
another full time Hoyer person just to give those

F 877
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showers." She concluded, " know our residents
ars hurling. | addressed it June in QAP {quality
assurancefperformance improvement). But it is
far from fixed.”

On 9/26/19 at 4:50 p.m., ASM #1 and ASM #2
ware notified of these concerns.

A review of the fagllity policy "Bathing/Showering"
revealed, in part, the following: "Assistance with
showeting and bathing will be provided at feast
twice a week and PRN (as needed) to cleanse
and refresh the resident. The resident shall be
asked on admission to establish a frequency
schedule for bathing. This schedule will take
precedence over the twice a week and PRN
cleansing.”

No further information was provided prior to exit.

(1) "Paralysis is the joss of muscle function in part
of your body. It happens when something goes
wrang with the way messages pass between your
brain and muscles. Paralysis can be complete or
partial. It can occur on one or both sides of your
baody. it can also occur in just one area, or it can
be widespraad. Paralysis of the lower half of your
body, including both legs, is called paraplegia.
Paralysis of the arms and legs is quadriplegia.”
This information is taken from the website
hitps:/imedlineptus.goviparalysls.htmi.

COMPLAINT DEFIGIENCY

3. The facility staff failed to provide showers twice
a week during August and September 2019, to
Resident #54, who is coded as dependent on
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staff far bathing.

Resident #54 was admitted to the facility on
03/28/2019. Her diagnoses included pnsumonia,
muscie weakness, diabstes, and morbid obesity,
Hesident #54's most recent Minimum Data Set
(MDS} Assessment was a Quarterly Assessment
with an Assessment Reference Date (ARD) of
08/26/2019. The Brief Interview for Mental Status
{BIMS) scored Resident #54 at a 15, indicating no
impairment. Resident #54 was coded as requiring
extensive assistance of one person for bed
mobility and dressing. The resident was coded as
requiring the supervision of one person for
transfers, and being totally dependent on one
person for toileting and bathing. Ambulation was
coded as not oceurring during the loockback
period.

On 09/24/2019 at 1:08p.m., an interview was
conducted with Resident #54. During this
interview, Resident #54 stated that she had not
had a shower “since July 23rd". Resident #54
stated that "the bath aide who used the Hoyer lift
quit* and that no other staff used the Hoyer lift.
When asked what kind of bathing she was
receiving, Resident #54 stated that she was
getting bed baths.

Resident #54's comprehensive care plan dated
09/19/2019 documents the following under
Activities of Daily Life (ADL) self-care deficits:
*BATHING/SHOWERING: the resident requires
extensive-full assistance by staff with shower.”
"TRANSFER: The resident is totally dependent
on 2 staff for ransferring with Hoyer."

On 9/25/19 at 2:28 p.m., CNA #2 was
interviewed, She stated the CNAs who work the

FORM CMS-2567(02-09) Pravious Verslons Obsolete Event H): C86311

Facliity ID: VA0245

It continuation sheat Page 81 of 132




PRINTED: 10/08/2019

PEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0038-0391
STATEMENT OF DEFICIENGIES {Xi) FROVIDER/SUPPLIERVCLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
C
495316 B. WING 09/26/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

803 SOUTH MAIN ST

CONSULATE HEALTH CARE OF WOODSTOCK WOODSTOCK, VA 22664

(X4) ID SUMMARY STATEMENT OF DEFIGIENGIES ID PROVIDER'S PLAN OF GORREGTION {¥6)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 677 | Continued From page 81 Fer7

floor are supposed 1o give showers to residenis
who require a Hoyer lift for transfers. CNA #2
stated, " don't know why the shower aide doesn't
[give the showers], but she doesn't. The shower
aide has never done showers for people who use
the Bft."

On 9/25/19 at 2:38 p.m., CNA #3, who is also the
facility’s central supply clerk, was interviewed,
CNA #3 stated, " think there are showers
scheduled two days a week. | usually only work in
central supply. | have my CNA license, and they

1 pulled me to work as a CNA this week, but | really
am not familiar with the regutar routines. | think
the aide assigned to any particular hall is
responsible for showers for the Hoyer lifts.” When
asked if she had given a shower to any resident
whao required a Hoyer lift for transfer during her
shift that day, CNA #3 stated, "No. 'm not sure
who was supposed to get cne."

A review of Resident #54's August and
September 2018 shower log showed no number
code fo indicate what type of bath was being
recorded, only what level of assistance was
provided.

On 9/25/19 at 3:22 p.m., RN (registerad nurse)
#1, the MDS nurse, was interviewed. When
asked if any of the facility records showed what
type of bath a resident received, RN #1 stated,
"The shower records should show it. Thereis a
number with a code that should show what kind
of bath the resident got." When asked what it
means if there are no numbers to indicate this on
the shower record, BN #1 stated, "if the ADL
(activities of daily living) record doesn't say, and if
the resident is cognitively intact, then you have to
go with what the resident says.”
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On 9/26/19 at 10:04 a.m., LPN (licensed practical
nurse) # 5 was interviewed, She stated it was her
third week working in the facility on a travel
assignment. She stated the CNAs are
responsible for bathing residents. She stated it
takes two CNAs to transfer a resident from the
bed to a shower chair, one aide to give the bath,
and two CNAs to transfer the resident back to
bed after the shower. She stated she was not
aware of any days that showers had not
happened for residents on her unit. LPN #5
stated, "If a person needs a shower, | will stop
what | am doing to give a shower. It is the nurse's
responsibility to make sure the resident gets a
shower."

On 9/26/19 at 11:06 a.m., LPN #3 was
interviewed. She stated she has worked at the
facitity for four years, and usually works day shift
on the unit where Resident #54 resides. She
stated that showers for residents who require a
Hoyer lift for transfers are given by the CNAs on
the floor. When asked about staffing and resident
baths, LPN #3 stated, "There have been days
when showers have not been given because we
did not have enough staff here to do it. That is the
truth. Yes. A resident has a right to shower.”

On 2/26/19 at 11:37 a.m., CNA #6 was
interviewed. CNA #6 stated, "The floor CNAs on
[Resident #54's unit] give the Hoyer showers. |
usuafly work the other unit. | give all the showers
on that unit. When there is only one CNA on this
unit, the showers don't happen like they should.
The bath aide on [Resident #54's unit] doesn't do
anything but give showers. You can't count them
in the staffing. If there are only two or even three

aides on that uni, there is no way that any Hoyer
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showers are going 1o be given.”

On 9/26/19 at 1:51 p.m,, RN #2, the unit manager
for Resident #54's unit, was interviewed, She
stated, " know there are some concerns about
the showers. This Monday, | put a tracking
process into place. The aides fill out a skin shest
whenever they give a bath. We don't usually keep
them, but | am using them to track which baths
have besn given. | will tell you that whenever a
resident comes to me and tells me they haven't
had a shower, | make sure they get one.” When
asked how she ensures showers are provided to
residents unable to make a request for a shower,
RN #2 stated, "l don't know, that's a good
question. | mean, | started this tracking on
Monday." When shown Resident #54's shower
records for August and September 2019 from the
facility ADL documentation, RN #2 stated, "] did

not know you could pull a report like this. | am stifl |

learning about the documentation. This shows
me that our documentation is not effective. As a
manager, | need to figure out a process. | need to
learn how to pull these reports.”

On 9/26/19 at 3:45 p.m., ASM #2, the DON
(director of nursing) was interviewed. When
asked if she was aware of the concerns about
residents who require a Hoyer lift for transfers not
receiving showers, ASM #2 stated, "It has been
hit and miss. In early April, we made a position for
a bath aide. [Name of ASM #1, the executive
diractor] thought the floor CNAs could still do the
Hover baths. To be honest, sometimes with
staffing, the baths did not get done. It has bean
an ongoing process and we have been trying to
cotrect. It's much Improved now." When asked if
it is ever accaptable practice for a resident not to
receive care because of lack of staffing, she
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stated, "No. Not ever."

4, The facility staif failed to provide sowers twice
a weel during August and September 2019, to
Resident #21, who is coded as dependent on
staff for bathing

Resident #21 was admitted 1o the facility on
09/24/2018. His diagnoses include paraplegia
(paralysis of the legs and lower body), anxiety,
and post-traumatic stress disorder (PTSD).
Resident #21's most recent Minimum Data Set
{(MDS) Assassment was a Quarterly Assessment
with an Assessment Reference Date (ARD) of
07/30/2019. The Brief Interview for Mental Status
(BIMS) scored Resident #21 at a 15, indicating no
impairment. Resident #21 was coded as requiring
axiensive assistance of one person for bed
mobility, transfers, and tolleting, and total
dependence on che person for bathing.

Resident #21's comprehensive care plan dated
08/08/2018 documents the following under
Activities of Daily Lite (ADL) self-care deficits:
"BATHING/SHOWERING: the resident is
extensive-fotally dependent on staff to provide
shower/bathe." "TRANSFER.: sliding board with
limited-no assistance transferring."

On 09/25/2019 at 4:33p.m., an interview was
eonducted with Resident #21. He stated that i
had been "weeks" since he had been allowed to
get a shower because no staff wanted to "dsal
with" using the Hoyer Lift (1) to get him into the
shower chair. Resident #21 stated that he is
offered a bed bath, but that even that is not
always offered. Resident #21 stated that he
prefers a shower.
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A review of Resident #21's August and
September 2019 shower iog showed no number
code to indicate what type of bath was being
recorded, only what level of assistance was
provided.

On 9/25/19 at 3:22 p.m., BN (registered nurse)
#1, the MDS nurse, was interviewed. When
asked if any of the facility records showed what
type of bath a resident received, RN #1 stated,
"The shower records should show it. There is a
number with a code that should show what kind
of bath the resident got." When asked what it
means if there are no numbers to indicate this on
the shower record, RN #1 stated, "If the ADL
record doesn't say, and if the resident is
cognitively intact, then you have to go with what
the resident says."

On 9/26/19 at 10:04 a.m., PN (licensed practical
nurse) # 5 was interviewed. She stated it was her
third week working in the facility on a trave!
assignment. She stated the CNAs are
responsible for bathing residents. She stated it
takes two CNAs to transfer a resident from the
bed to a shower chalr, one aide to give the bath,
and two CNAs to transfer the resident back to
bed after the shower. She stated she was not
aware of any days that showers had not
happened for residents on her unit. LPN #5
stated, "If a person needs a shower, | will stop
what | am doing to give a shower. It is the nurse's
responsibility to make sure the resident gets a
shower."

On 9/26/19 at 11:06 a.m., LPN #3 was
interviewed. She stated she has warked at the
facility for four years, and usually works day shift
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on the unit where Resident #21 resides. LPN #3
stated that showers for residents who require a
Hoyer lift for transfers are given by the CNAs on
the floor, LPN #3 stated, "There have been days
when showers have not been given because we
did not have enough staff here 1o do it. That is the
truth. Yes, A resident has a right to shower.”

On 9/2619 at 1:25 p.m., ASM (administrative
staff member) #3, the NP {nurse practitioner) was
interviewed, ASM #3 stated, "Yes, I'm aware of
the concems about the showers, about residents
not getting them. We are alt concerned about the
short staffing.”

On 9/26/19 at 3:45 p.m., ASM #2, the DON
(director of nursing) was interviewed. When
asked if she was aware of the concerns about
residents not receiving showers, ASM #2 stated,
"It has been hit and miss. in early April, we made
a position for a bath aide. [Name of ASM #1, the
executive director] thought the floor CNAs could
still do the Hoysr baths. To be honest, sometimes
with staffing, the baths did not get done. it has
been an ongoing process and we have been
trying fo correct. It's much improved now." When
asked if it is ever acceptable practice for a
resident not to receive care because of lack of
staffing, ASM #2 stated, “No. Not ever.”

Administrative Staff Member (ASM) #1, the facility
Executive Director, and ASM #2, the Director of
Nursing, were informed of the findings at the end
of day meeting on 09/26/2019. No further
information was provided.

1. A Hoyer Lift is a hydraulic or electrical lift used
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§ 483.25 Qualily of care

Quality of care Is a fundamental principle that
applies to all treatrnent and care provided to
facility residents. Based on the comprehensive
assaessment of a resident, the facllity must ensure
that resldents recelve treatment and care in
accordance with professional standards of
practice, the comprehensive person-centered
care plan, and the residents' choices,

This REQUIREMENT is not met as evideniced
by:

Based on resident observation, facility staff
revisw, facility document review, and clinica}
record review, it was determined that the facliity
staff failed to provide care In accordance with the
physiclan’s orders and per the comprehensive
plan of care for one of 42 residents in the survey
sample, Resldent #38. The facility staff failed to
administer Augmentin as ordered by the physician
to Resident #38 on 9/20/19,

The findings include:

Resident #38 was admitted to the facility on
9f25/17 and most recently readmitted on 9/19/19
with diagnoses Including, but not limited to
vascular dementia (1), a recent G
(gastrointestinal bleed) (2), and shingles {3). On
the most recent MDS (minimum data set), a
quarterly assessment with an ARD (assessment
reference date) of 8/26/19, Resident #38 was
coded as being mildly cognitively impaired for
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in combination with a sling to move patients who
have limitad to no moblifty of their own,
F 684 ; Qualty of Care F 684 . "
SseD | CFR(s): 483.25 R38's infection resolved

without Incident or ill effect.
All residents have the
potential to be effected.
Quality review by
DON/designee of physician
orders for past 14 days
completed to verify orders
were implemented timely.
Licensed staff re-educated by
DON/designee on 10/23 and
10/24 on policy for
Medication
shortages/unavailable
medications. DON/designee
will review new orders in
clinical meeting to ensure
timely follow up and to ensure
medications were ordered.
DON/designee will complete
quality review of 10 new
orders for timely
implementation weekly x 4
weeks and monthly x 3
months. Variances will be
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making dally decisions, having scored 13 out of
15 on the BIMS (brief interview for mental status.

She was coded as using a wheelchair for mobility,

A review of the comprehensive care plan for
Resident #38 dated 9/19/18, updated on
12/19/18, revealed, in part, the following:
*Administer medications as ordered.”

A review of Resldent #38's clinical record
revealed the following order, dated 9/19/19:
*Amaoxicillinclavulanate (Augmentin (4)) 875-125
mg {milligrams) Take 1 tab (tablef) po {(by mouth}
q12h (every 12 hours) X {for) & days.” The
attending physician signed the order.

A review of Resldent #38's September 2019 MAR
revealed the following entry dafed 9/19/19:
"Augmentin 875-125 mg (milligrams) Take 1 tab
{tablat) po {by mouth} g12h (every 12 hours) X
{for) 5 days." For the doses due on 9/20/19 at
8:00 a.m, and 8:00 p.m., nurse initials were
circled. The back of the MAR was blank.

A review of the facility's list of medications
contained in the stat (immediate) box revesled
that Augmentin 875-125 mg is available in the
stat box.

On 9/26/19 at 11:06 a.m., LPN {licensed practical
nurse) #3 was Iinterviewed. VWhen asked if
Resident #38's not having received the
medication as ordered on 9/20/19 caused a delay
In her treatment, she stated, "Yes. It did.*

On 9/26/19 at 1:30 p.m., ASM (administrative
staff member) #3, the NP (nurse practitioner, was
interviewed. When asked If Resident #38's not
having received the medication as orderad on
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9/20/19 caused a delay in her treatment, she
stated, "She came back to us with a urinary tract
infection. She needed the antibiotic. They had
started it iv (infravenously) in the hospital. Yes. It
was a small defay.”

On 9/26/19 at 1:43 p.m., RN (registered nurse)
#2, a unit manager, was interviewed, When
asked if Resident #38's not having received the
medication as ordered on 9/20/19 caused a delay
in her treatment, she stated, "Yes."

On 9/26/19 at 4:50 p.m., ASM #1, the executive
director, and ASM #2 were informed of these
concems. '

No further information was provided prior to exit.

(1) "Dementia is a gradual and psrmanent loss of
brain function, This occurs with certain diseases.
it affects memory, thinking, language, judgment,
and behavior. Vascular demantia (VaD) is caused
by a seties of small strokes over a long period.”
This information Is taken from the website
https://medlineplus.gov/ency/article/000746.htm.

(2) "Your digestive or gastrointestinal (GI) tract
includes the esophagus, stomach, smali intestine,
largs intestine or colon, rectum, and anus.
Bleeding can come from any of these areas. The
amount of bleeding can be so small that only a
lab test can find it." This information was obtained
from the webslte
https://medlineplus.gov/gastrointestinatbleeding.h
tmi.

(3) “shingles (herpes zoster) is a painful,
blistaring skin rash. It is caused by the
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varicelta-zoster virus. This is the virus that also
causes chickenpox.®

(4) "The combination of amoxicillin and clavulanic
acid is used fo treat certaln Infoctlons caused by
bacteria, including infections of the ears, lungs,
sinus, skin, and urinary tract.” This information is
taken from the webslte
hitps:/imedlineplus.govidruginfo/meds/at85024.h
tml.

F 725 Sufficient Nursing Staff

g5=k | CFR(s): 483.35{(a){1){2)

§483.35(a) Sufficient Staff.

The facility must have sufficient nursing staff with
the appropriate competsncies and skhils seis to
provide nursing and related services to assure
resident safety and attain or maintain the highest
practicable physical, mental, and psychosocial
wall-being of each resident, as determined by
resident assassments and individual plans of care
and considering the number, aculty and
diagnoses of the facllity's resident population in
accordance with the facility assessment required
at §483.70(e).

§483.35(a)(1) The facility must provide services
by sufficient numbers of each of the following
typas of personnel on a 24-hour basls {o provide
nursing care to alf rasidents in accordance with
resident care plans:

(i) Except when walved under paragraph (e} of
this section, licensed nurses; and

{li) Other nursing personnel, Including but not
limited to nurse aides.

§483.35(a)(2) Except when walved under
paragraph (e} of this section, the faclity must

F 684

Fr125

1. R34, R61, R54 are currently

recelving baths as preferred.

All residents have the potential to
be effected. Quality review by
Executive Director/desighee
completed of the past 2 weeks
schedules to verify adeguate
staffing to meet staffing needs.
Staff will bee re-educated by
Executive Director/designee on
10/23 and 10/24 on Attendance
policy and reporting for shifts as
scheduled to provide adeguate
staffing to meet the resident
needs.

Executive Director/designee will
complete a quality review of
schedule and 10 resident
interviews to verify adequate
staffing to meet resident needs
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designate alicensed nurse to serve as a charge hs. V b '
nurse on each tour of duty. months, Variances will be
This REQUIREMENT is not met as evidenced - reported in QAPI monthly until
by:
. N r .
Based on observation, resident interview, staff e"’°"’e,d .
interview, facility document review, clinical record 5. Allegation of compliance date of
review, and In the course of a complaint 11/06/2019

investigation, it was determined that the faciiity
staff failed to provide sufficient stafiing to mest
the needs of four of 42 residents in the survey
sample, Residents #34, #61, #21, and #54. The
facility staff failed to provide sufficient staffing to
provide Resident #34, 81, 21, and 54 with
showers on multiple days throughoui the months
of July, August, and September 2019.

The findings Include:

1. The facility staff failed to provide sufficient
staffing to provide Resident #34 with showers on
muiltiple days throughout the months of July,
August, and September 2019,

Resident #34 was admitied to the facility on
7/10/15, with diagnoses that include, but are not
Iimited to history of a stroke, chronic kidney
disease, and diabetes mellitus (1). On the most
racent MDS {minimum data set), a quarterly
assessment with an ARD (assessment reference
date) of 8/22/19, Resident #34 was coded as
having no cognitive impairment for making daily
decisions, having scored 15 out of 15 on the
BIMS (brief interview for mental status). She was
coded as being totally dependent on the physical
assistance of two or more staff persons for
transferring batween surfaces, and as being
totally dependent on the physical assistance of
one staff person for bathing.
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On 9/25/19 at 2:35 p.m., Resident #34 was
ohserved lying in bed, watching television.
Residant #34 the Resident Council president,
was asked for permission to review the Resident
Council minutes from the past few months,
Resident #34 stated, "Yes that will be fine.”

On 9/25/19 at 10:00 a.m., Resident #34 attended
the group meeting as a part of the survey
process. When asked about any concerns the
facility staff were aware but had not yet been
resolved to the residents' satisfaction, Resident
#34 staled, "Oh, the showers." She stated that
because the facility is so short staffed," residents
who require a mechanical lift to transfer into a
shower chair had not been receiving showers "for
quite some time." Resident #34 stated, "} | had
not gotten a shower last Friday, it would have
made two weeks since I've been bathed, and I'm
not the only one. You need to go talk to [name of
Resident #61.]."

On 9/25/19 at 5:25 p.m., Resident #34 was
interviewed regarding when she was scheduled to
receive a shower, she stated, "I'm scheduled for
day shift. It's when all the Hoyer {brand of
mechanical it} people are scheduled."

On 9/26/18 at 9:14 a.m., another interview was
conducted with Resident #34, When asked if she
could provide more details about the comments,
she had made during the group mesting,
Resident #34 stated, "I got a shower last Friday
{9/20/19). It was the first one in two weeks. In
May, June, July, and August, | got almost no
showers.” When asked why she had not received
showers, Resident #34 stated, "It's because I'm a
Hoyer (requires a mechanical fift for transter). It's

too much trouble for them. There is not enough
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staff to do it. There is just not. It's true for afl of us
who are Hoyers. {f you need a Hoyer and thera is
no staff, you're not going to get a shower." When
asked if she had received any kind of bath during
these months, Resident #34 staied, "Well if you
want to call it that, They wipa me down, but it's
not a bath, you can't even call it a bed bath.
When they have only two on the floor, there are
just not enough people to do what they nieed to
do for us. It's pretty simple math.”

A roview of the Nurse Tech {technician)
Information Kardex for Resident #34 revealed, in
part, the following: "Bathing: Shower. Bath Days:
Tuesday and Friday. Shift: Day...Cognition: Alert,
Current season, Location of room, Staff faces, In
a nursing home,.. Transfers: Assist of 2. Transfer
Assist: Sling size - Large, Transfer aid - Hoyer.”

A review of the unit's shower schedule revealed,
in part, the following: "[Resident #34] - Tuesday
and Friday."

A review of Resident #34's comprehensive care
plan dated 9/24/18 and updaied 1/25/19 revealad,
in part, the following: "BATHING/SHOWERING:
The resident is totally dependent on staff to
provide bath/shower and as necessary...Provide
sponge bath when a full bath or shower cannot
be tolerated... TRANSFER: The resident is totally
dependent on staff for transferring with a Hoyer."

A review of the facility's bathing record for
Resident #34 revealed that the resident was
bathed on 8/9/19. The decumentation did not
specify what type of bath Resident #34 received
on this day. The documentation revealed no
evidence that Resident #34 received any kind of
bath from 7/1/13 through the time of the survey.
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A spot check of daily as-worked schedules for
July 2019 through the time of the survey revealed
multiple days on which only two CNAs worked on
Resident #34's unit. On some of these days, an
additional CNA was shown as working. This CNA,
called the "bath aide” by facility staff, per the
facility staff, served only to give baths to residents
who did not require a mechanical lift for transfers.

A review of facility census documents revealed
that the unit on which Resident #34 resides has
58 resident beds.

On 9/25/19 at 2:28 p.m., CNA #2 was
interviewed. She stated the CNAs whe work the
floor are supposed to give showers to residents
who require a Hoyer lift for transfers. CNA #2
stated, "The shower aide has never done
showers for people who use the lift." When asked
how she documents giving a resident who
requires a Hoyer iift for transfer a shower, CNA
#2 stated, "l record it on the tablet." When shown
Resident #34's shower record as referanced
above, CNA #2 stated, "Yeah, if | had done it and
documented it, it would have shown up on here."

On 9/25/19 at 2:38 p.m., CNA #3, who is also the
facility's central supply clerk, was interviewed.
She stated, "l think there are showers scheduled
two days a week. | usually only work in central
supply. | have my CNA license, and they pulied
me to work as a CNA this wesk, but | really am
not familiar with the regular routines. [ think the
aide assigned to any particular hall is responsible
for showers for the Hoyer lift (residents).” When
asked if she had given a shower to any resident
who required a Hoyer lift for transfer during her
shift that day, CNA #2 statad, "No. I'm not sure
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who was supposed to get one."

On 9/25/19 at 3:22 p.m., BN {registered nurse}
#1, the MDS nurse, was interviewed. When
asked if any of the facility records showed what
kind of bath a resident received, RN #1 stated,
“The shower records should show it. There is a
number with a code that should show what kind
of bath the resident got.” When asked what it
means if there are no numbers to indicate this on
the shower record, RN #1 stated, "If the ADL
racord doesn't say, and if the resident is
cognitively intact, then you have to go with what
the resident says."

On 9/2619 at 10:04 a.m., LPN (licensed practical
nurse) # 5 was interviewed. She stated it was her
third week working in the facility on a traval
assignment, She stated the CNAs are
responsible for bathing residents, She stated it
takes two CNAs to transfer a resident from the
bed to a shower chair, one aide to give the bath,
and two CNAs to transfer the resident back to
bed after the shower."

On 9/26/19 at 10:46 a.m., CNA #4 was
interviewsd. CAN #4 stated, "I don't really work
here. | am agency. { have been coming off and on
here maybe a month or two." When asked how
she knows who is to get a shower on her shift,
CNA #2 stated, "When | come in, they give me a
cheat sheet with the names of the ones who need
a shower, But mostly, | am just paying attention, |
am kind of figuring out whose days are what."
She stated It takes two staff members to transfer
a resident from bed to a shower chair, one to give
the resident a shower, and two staff members to
transfer the resident back to bed." When asked if

there are always two staff members available to
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transfer residents using a mechanical Hift, CNA #4
stated, "No. There are not always two aides on
every hallway.” CNA #2 stated, "Our agency is
here to filt in, but even with us, there have been
many days when there still is not enough staff.”

On 9/26/19 at 11.06 a.m., LPN #3 was
interviewed. She stated she has worked at the
facility for four years, and usually works day shift
on the unit where Resident #34 rasides. She
stated that showers for residents who require a
Hoyer lift for transfers are given by the CNAs on
the floor. When asked about staffing and resident
baths, LPN #3 stated, "There have been days
when showers have not been given because we
did not have enough staff here to do it. That is the
truth. Yes. A resident has a right to shower."

On 9/26/19 at 11:23 a.m., CNA #5 was
interviewed. She stated she has only worked at
the facility for two weeks, She stated it takes two
staff to get residents in and out of shower chalrs if
the residents require a Hoyer lift."

On 9/26/19 at 11:37 a.m., CNA #8 was
interviewed. CNA #6 stated, "The floor CNAs on
[Resident #34's unit] give the Hoyer showers. |
usually work the other unit. | give all the showers
on that unit and when there is only one CNA on
this unit, the showers don't happen like they
should. The bath aide on {Resident #34's unit]
doesn't do anything but give showers. You can't
count them in the staffing. If there are only two or
even three aides on that unit, there is no way that
any Hoyer showers are going to be given."

On 9/26/19 at 12:38 p.m., RN #3 was
interviewed. She stated she has besn employed

at the facility for more than five years. She is
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knowledgeable about staffing on both nursing
units. When asked how many staff members are
required for safe care on Resident #34's unit, she
stated, "At least four CNAs, not including the
shower aide. You can't provide safe care for any
less than that.” RN #3 stated that she most often
works on the unit where Resident #34 does not
reside. She stated Resident #34's unit has 58
residents; her unit has 30 residents. RN #3
stated, “In the past two weeks from 3:00 p.m.
until 7:00 p.m., there have only been one nurse
and 1 CNA on my unit. A couple of weekends in
August, it was just me, and one CNA from 7:00
a.m. untll 7:00 p.m. We need at least two CNAs
on this unit to be safe.” When asked if
management staff ever participates in resident
care on the floor, RN #3 stated, "Some days are
better than others, but most of the time, the
management doesn't help. They may say they
are working the floor, but they don't know what to
do.” She stated both unit managers are aware, as
well as the director of nursing and the executive
director. When asked if the bath aide ever
provides any care cther than baths, RN #3 stated,
“She dossn't feed residents. She doesn't do
Hoyer showers. She takes her break at
lunchtime. Even with three CNAs on that unit, it is
a stretch for the showers. H two CNAs are
transferring a resident, it only leaves a nurse and
a CNA to watch the entire floor of 58 people. It's
just not safe.”

On 9/26/19 at 1:25 p.m., ASM (administrative
staff member) #3, the NP (nurse practitioner) was
interviewed. ASM #3 stated, "Yes, I'm aware of
the concerns about the showers, about residents
not getting thern. We are all concerned about the
short staffing.”
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On 9/26/19 at 1:51 p.m., BN #2, the unit manager
for Resident #34's unit, was interviewed. She
stated, " know there are some concetns about
the showers. This Monday, | put a tracking
process into place. The aides fill out a skin sheet
whenever they give a bath. We don't usually keep
them, but | am using them to track which baths
have been given. | will telt you that whenever a
resident comes to me and tells me they haven't
had a shower, | make sure they get one.” When
asked how she ensures residents unable to make
a request for a shower are provided one, BN #2
stated, "l dont know, that's a good question. 1 just
started this tracking Monday.” When shown the
shower records from the facility ADL
documentation, RN #2 stated, "I did not know you
could pull a report like this, | am still learning
about the documentation. This shows me that our
documentation is not effective. As a manager, |
need to figure out a process. | need to learn how
to pull these reports. I'm sure | could figure
something out.”

On 9/26/19 at 3:45 p.m., ASM #2, the DON
{director of nursing) was interviewed. When
asked if she was aware of the concerns about
residents who require a Hovyer lift for transfers not
recelving showers, ASM #2 stated, "It has been
hit and miss. In early April, we made a position for
a bath aide. [Name of ASM #1, the executive
director] thought the tloor CNAs could still do the
Hoyer baths. To be honest, sometimes with
staffing, the baths did not get done. It has been
an ongoing process and we have been drying to
correct. |t's much improved now." When asked if
it is ever acceptable practice for a resident not to
receive care bacause of lack of staffing, ASM #2
stated, "No. Not ever." When asked the goal for
CNA staffing for Resident #34's unit, ASM #2
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stated, "The goal Is five. Four is acceptable, but it
would be hard."

On 9/26/19 at 4:05 p.m., ASM #1, the executive
director, was interviewed. She stated that the
concerns about residants not receiving showers
is "not resolved." ASM #1 stated, "It really started
in February. In making rounds, | kept hearing
showers were not happening like they should for
the residents who required a Hoyer lift. So in
April, | put in a full ime bath aide on [Resident
#34's unit]. Now we have it, but she does not do
Hoyers. The CNAs on the floor are supposed fo
do them, but they are not doing it, not always.
The bath aide is on a production schedule. It is
finish one and start another. | have 12 Hoyers
fresidents requiring mechanical lift transfers], and
| stili have to figure out how to do it. Now, the
people | visit, | take care of. We have much room
for improvement. We may need another fuli time
Hoyer person just to give those showers." ASM
#1 stated, " know our residents are hurting. |
addressed it June in QAPI (quality
assurance/performance improvement). But it is
far from fixed." When asked the goal for safe
CNA staffing for Resident #34's unit, ASM #1
stated, "The goal is six. That would be a
ten-to-onae, basically, ratio. The more realistic
goal right now is five CNAs, and that is a hard
day. Four CNAs is just not enough.”

On 9/26/19 at 4:50 p.m., ASM #1 and ASM #2
were naotified of these concems. Policies
regarding facility staffing were requested. On
9/26/19 at 5:00 p.m., OSM (other staff member)
#9, the medical records clerk, informed the
surveyor that the facility does not have a policy on
staffing.
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No further information was provided prior to exit.

(1) "Diabetes {(meliitus) is a disease in which your
blood glucose, or blood sugar, levels are too
high." This information is taken from the website
https://medlineplus.gov/diabetes.html,

COMPLAINT DEFICIENCY

2. The facility staff faited to provide sufficient
staffing to provide Resident #61 with showers cn
muitiple days throughout the months of July,
August, and September 2018.

Resident #61 was admitted to the facllity on
5/27/10, and was most recently readmitted on
5/3/19 with diagnoses including, but not imited to
history of a spinal cord injury and quadriplegia (1).
On the most recent MDS (minimum data set), an
annual assessment with an ARD (assessment
reference date) of 9/7/19, Resident #61 was
coded as having no cognitive impairment for
making daily decisions, having scored 15 out of
15 on the BIMS (brief interview for mental status),
He was coded as being totally dependent on the
physical assistance of two or more staff persons
for transferring between surfaces, and as being
totally dependent on the physical assistance of
one staff person for bathing.

During the group meeting on 9/25/19 at 10:00
a.m., Resident #61 was identified by another
resident as possibly not having received showers
due to his requirement of being transferred by a
mechanical fift.

On 9/25/19 at 3:15 p.m., Resident #61 was
observed lying on his left side in bed. His eyes

were closed.

(X4} ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION (X6}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE AGTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 725 Continued From page 100 F725

FORM CMS-2567{02-98) Pravious Versions Obsolste

Event ID: Cas3Hi

Facifity iD: VAQ245

if continuation sheet Page 101 of 132




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

PRINTED: 10/08/2019
FORM APPROVED
OMB NO. 0938-0391

On 9/25/19 at 4:55 p.m., Resident #61 was
observed lying on his back in bed. He was awake
and alert. Resident #61 was asked if he had been
receiving assistance to shower. He stated, "No.
They have been short of help. They won't do the
showers when they are short of help. We just
don't have the help.” When asked if other types of
baths were offered to him in place of the showers,
he stated, "if you could call it that. { wouldn't call it
that. | would get wiped off, that's about it. May,
June, July, August, my head did not get washed.
It was not even a bed bath, really. Just wiped off."
When asked if the facility records showed he
received a shower on any of those days, he
stated, “Then those records would not be right. |
did not receive a shower any of those times. |
wouldn't even call it a bath.” He stated he knows
there is a CNA dedicated strictly to bathing
residents, but she does not provide showers for
residents who require a mechanical lift for
transfers. He stated, "If [RN (registered nurse) #2]
is here, she will make sure it gets done." When
asked if RN #2 is at the facility every day he or
other residents need a shower, Resident #61
stated, "No, she’s not.”

A review of the Nurse Tech (technician)
Information Kardex for Resident #81 revealed, in
part, the following: “Bathing: Shower. Bath Days:
Monday and Thursday. Shift: Day...Cognition:
Alert, Current season, Location of room, Staff
faces, In a nursing home...Transfers: Assist of 2.
Transfer Assist: Sling size - Large, Transfer aid -
Hoyer."

A review of the unit's shower schedule revealed,
in part, the following: "[Resident 61] - Monday and
Thursday.”
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A raview of Resident #61's comprehensive care
plan dated 11/8/18 revealed, in par, the following:
*BATHING/SHOWERING: The resident is totally
dependent on staff to provide bath/shower and as
necessary...Provide sponge bath when a full bath
or shower cannot be tolerated...TRANSFER:
{Resident #61] requires a full body Mechanical Lift
with 2 staff assistance for transfers.”

A review of the facility's bathing record for
Resident #61 revealed that he received some
type of bath on 17 days from July 1, 2019 through
the time of the survey. The bath record did not
specify what type of bath he received on any of
these dates. The remainder of the dates during
this time period did not reveal any evidence that
Resident #8681 received a bath.

A spot check of daily as-worked schedules for
July 2019 through the time of the survey revealed
muitiple days on which only two CNAs warked on
Resident #61's unit. On some of these days, an
additional CNA was shown as working. This CNA,
called the "bath aide" by facility staff, served only
to give baths to residents who did not require a
mechanical lift for transfers,

A review of facility census documents revealed
that the unit on which Resident #61 resides has
58 resident beds.

On 9/25(9 at 2:28 p.m., CNA #2 was
interviewed. She stated the CNAs who work the
floor are supposed to give showers to residents
who require a Hoyer lift for transfers. CNA #2
stated, "The shower aide has never done
showers for people who use the lift." When asked
how she documents giving a resident who
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requires a Hovyer lift for transfer a shower, CNA
#2 stated, "l record it on the tablaet." When shown
Resident #34's shower record as referenced
above, CNA #2 stated, "Yeah, if | had done it and
documented it, it would have shown up on here.”

On 9/25/18 at 2:38 p.m., CNA #3, who is also the
facility's central supply clerk, was interviewed.
She stated, "l think there are showers scheduied
two days a week. | ususlly only work in central
supply. | have my CNA license, and they pulled
me to work as a CNA this week, but | really am
not familiar with the regular routines. | think the
aide assigned to any particular hall is responsible
for showers for the Hoyer [ift (residents).” When
asked if she had given a shower to any resident
who required a Hoyer lift for transfer during her
shift that day, CNA #2 stated, "No. I'm not sure
who was supposed to get one.”

On 9/25/19 at 3:22 p.m., RN (registered nurse)
#1, the MDS nurse, was interviewed. When
asked if any of the facility records showed what
type of bath a resident received, BN #1 stated,
"The shower records should show it. There is a
number with a code that should show what kind
of bath the rasident got.® When asked what It
means if there are no numbers to indicate this on
the shower record, RN #1 stated, "lf the ADL
record doesn't say, and if the resident is
cognitively intact, then you have to go with what
the resident says."

On 9/26/19 at 10:04 a.m., LPN (licensed practical
nurse) # 5 was interviewed. She stated it was her
third week working in ths facility on a travel
assignment. She stated the CNAs are
responsible for bathing residents. She stated it
takes two CNAs fo transfer a resident from the
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bed to a shower chair, one aide to give the bath,
and two CNAs fo transfer the resident back to
bed after the shower."

On 9/26/19 at 10:46 a.m., CNA #4 was
interviewed. She stated, "l don't really work here.
1 am agency. | have been coming off and on here
maybe a month or two." When asked how she
knows who is to get a shower on her shift, CNA
#2 stated, "When | come in, they give me a cheat
sheet with the names of the ones who need a
shower. But mostly, | am just paying attention. |
am kind of figuring out whose days are what.”
She stated it takes two staff members to transfer
a resident from bed to a shower chair, cne to give
the resident a shower, and two staff members to
transfer the residerit back to bed." When asked if
thers are always two staff members available to
transfer residents using a mechanical lift, GNA #4
stated, "No. There are not always two aides on
every hallway." CNA #2 stated, "Our agency is
here to filt in, but even with us, there have been
many days when there still is not enough staff."

On 9/26/19 at 11:06 a.m., LPN #3 was
intetviewed. She stated she has worked at the
facility for four years, and usually works day shift
on the unit where Resident #34 resides. She
stated that showers for residents who require a
Hovyer lift for transfers are given by the CNAs on
the floor. When asked about staffing and resident
baths, LPN #3 stated, "There have been days
when showers have not been given because we
did not have enough staff here to do it. That is the
truth. Yes. A resident has a right to shower."

On 8/26/19 at 11;23 am., CNA #b was
interviewed. She stated she has only worked at
the facility for two weeks. She stated it takes two
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staff to get residents in and out of shower chairs if
the residents require a Hoyer [ift."

On 9/26/19 at 11:37 a.m., CNA #6 was
interviewed. CNA #6 stated, "The fioor CNAs on
[Resident #34's unit] give the Hoyer showers. |
usually work the other unit, | give all the showers
on that unit and when there is only one CNA on
this unit, the showers don't happen like they
should. The bath aide on [Resident #34's unit]
doesn't do anything but give showers, You can't
count them in the staffing. If there are only two or
even three aides on that unit, there is no way that
any Hoysr showers are going to be given."

On 9/26/19 at 12:38 p.m., BN #3 was
interviewed. She stated she has been employed
at the facility for more than five years. She is
knowledgeable about staffing on both nursing
units. When asked how many staff members are
required for safe care on Resident #34's unit, she
stated, "At least four CNAs, not including the
shower aide. You can't provide safe care for any
less than that." RN #3 stated that she most often
works on the unit where Resident #61 does not
reside. She stated Resident #34's unit has 58
residents; her unit has 30 residents. RN #3
stated, "In the past two weeks from 3:00 p.m.
until 7:00 p.m., there have only been one nurse
and 1 CNA on my unit. A couple of weekends in
August, it was just me, and one CNA from 7:00
a.m. until 7:00 p.m. We need at least two CNAs
on this unit to be safe." When asked if
management staff ever participates in residert
care on the floor, RN #3 stated, "Some days are
better than others, but most of the time, the
management doesn't help. They may say they
are working the floor, but they don't know what to

do." She stated both unit managers are awars, as
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well as the director of nursing and the executive
director. When asked if the bath aide ever
provides any care other than baths, RN #3 stated,
"She doesn't feed residents. She doesn't do
Hoyer showers. She takes her break at
lunchtime. Even with three CNAs on that unit, itis
a stretch for the showers. lf two CNAs are
transferring a resident, it only leaves a nurse and
a CNA to watch the entire floor of 58 paople. It's
just not safe.”

On 9/26/19 at 1:25 p.m., ASM {administrative
staff member) #3, the NP (nurse practitioner) was
interviewed. ASM #3 stated, "Yes, I'm aware of
the concerns about the showers, about residents
not getting them. We are all concerned about the
short staffing."

On 8/26/19 at 1:51 p.m., RN #2, the unit manager
for Resident #34's unit, was interviewed. She
stated, "I know there are some concermns about
the showers. This Monday, | put a tracking
process into place. The aides fill out a skin sheet
whenever they give a bath. We don't usually keep
them, but | am using them to track which baths
have been given. | will teli you that whenever a
resident comes to me and tells me they haven't
had a shower, | make sure they get one.” When
asked how she ensures residents unable to make
a request for a shower are provided one, RN #2
stated, "I dont know, that's a good question. | just
started this tracking Monday.” When shown the
shower records from the facility ADL
documentation, RN #2 stated, *! did not know you
could puli a report iike this. | am still learning
about the documentation. This shows me that our
documentation s not effective. As a manager, |
need 1o figure out a process. { need to learn how

to pull these reports. 'm sure | could figure
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something out."

On 9/26/19 at 3:45 p.m., ASM #2, the DON
(director of nursing) was interviewed. When
asked if she was aware of the concerns about
residents who require a Hover lift for transfers not
receiving showers, ASM #2 stated, "It has been
hit and miss. in early April, we made a position for
a bath aide. {Name of ASM #1, the executive
director] thought the floor CNAs could still do the
Hoyer baths. To be honest, sometimes with
staffing, the baths did not get done. it has been
an ongoing process and we have been drying to
correct. It's much improved now.” When askad if
it is ever acceptable practice for a resident not to
receive care because of lack of staffing, ASM #2
stated, "No. Not ever." When asked the goal for
CNA staffing for Resident #34's unit, ASM #2
stated, "The goal is five. Four is acceptable, but it
would be hard."

On 9/26/19 at 4:05 p.m., ASM #1, the executive
director, was interviewed. She stated that the
concerns about residents not receiving showers
is "not resolved." ASM #1 stated, "It really started
in February. In making rounds, | kept hearing
showers were not happening like they should for
the residents who required a Hoyer lift. So in
April, 1 put in a full time bath aide on [Resident
#34's unit]. Now we have if, but she does not do
Hoyers. The GNAs on the floor are supposed to
do them, but they are not doing it, not always.
The bath aide is on a production schedule. it is
finish one and start another. | have 12 Hoyers
[residents requiring mechanical lift transfers], and
{ still have to figura out how to do it. Now, the
people | visit, | take care of, We have much room
for improvement. We may nesd another full time
Hoyer person Just to give those showers." ASM
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#1 stated, "| know our residents are huriing. |
addressed it June in QAPI {quality
assurance/performance improvement). But it is
tar from fixed." When asked the goal for safe
CNA staffing for Residant #61's unit, ASM #1
stated, "The goal is six. That would be a
ten-to-one, ratio. The more realistic goal right now
is five CNAs, and that is a hard day. Four CNAs
is just not enough.”

On 9/26/19 at 4:50 p.m., ASM #1 and ASM #2
were notified of these concerns. Policies
regarding facility staffing were requested. On
9/26/19 at 5:00 p.m., OSM (other staff member)
#9, the medical records clerk, informed the
surveyor that the facility does not have a policy on
stafting.

No further information was provided prior to exit.

(1) "Paralysis is the loss of muscle function in part
of your body. It happens when something goes
wrong with the way messages pass between your
brain and muscles. Paralysis can be complete or
partial. It can occur on one or both sides of your
body. It can also occur in just one area, or it can
be widespread. Paralysis of the lowar half of your
body, including both legs, is called paraplegia.
Paralysis of the arms and legs is guadriplegia.”
This information is taken from the website
https://mediineplus.gov/paralysis.htmi.

COMPLAINT DEFICIENCY

3. The facility staff falled to provide sufficient
staffing o provide Resident #54 with showers on
muitiple days throughout the months of August,
and September 2019,

Resident #54 was admitted to the facility on

F725
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03/28/2019. Her diagnoses included pneumonia,
muscle weakness, diabetes, and morbid obesity.
Resident #54's most recent Minimum Data Set
{(MDS) Assessment was a Quarterly Assessment
with an Assessment Reference Date (ARD) of
08/26/2019. The Brief Interview for Mental Status
(BIMS) scored Resident #54 at a 15, indicating no
impairment. Resident #54 was coded as requiring
extensive assistance of one person for bed
mobility and dressing, and being totally
dependent on one person for toileting and
bathing. Ambulation was coded as not occurring
during the lookback period.

On 09/24/2019 at 1:08p.m., an interview was
conducted with Resident #54. During this
interview, Resident #54 stated that she had not
had a shower "since July 23rd". When asked why
that was, Resident #54 stated that "the bath aide
who used the Hoyer lift quit” and that no other
staff used the Hoyer lift. When asked what kind of
bathing she was receiving, Resident #54 stated
that she was getting bed baths. When asked
which type of bath she would prefer, Resident
#54 stated she preferred showers.

Resident #54's comprehensive care plan dated
09/19/2019 documents the following under
Activities of Daily Life (ADL) self-care deficits:
"BATHING/SHOWERING: the resident requires
extensive-full assistance by staff with shower."
"TRANSFER: The resident is totally dependent
on 2 staff for transferring with Hoyer."

On 9/25/19 at 2:28 p.m., CNA #2 was
interviewed. She stated the CNAs who work the
floor are supposed to give showers to residents
who require a Hoyer lift for transfers. CNA #2
stated, "I don't know why the shower aide doesn't
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{give the showers], but she doesn't. The shower
aide has never done showers for people who use
the lift."

On 9/25/19 at 2:38 p.m., CNA #3, who is also the
facility's central supply clerk, was interviewed.
She stated, "l think there are showers scheduled
two days a week. | usually only work in central
supply. I have my CNA license, and they pulied
me to work as a CNA this week, but | really am
not familiar with the regular routines. [ think the
aide assigned to any particular hall is responsible
for showers for the Hoyer lifts," Whan asked if
she had given a showsr to any resident who
required a Hoyer lift for transfer during her shift
that day, she stated, "Mo. I'm not sure who was
supposed to get ong.”

A review of Resident #54's shower log for August
and September 2019, showed no number code to
indicate what type of bath was being recorded,
only what level of assistance was provided.

On 9/25/19 at 3:22 p.m., RN (registered nurse)
#1, the MDS nurse, was interviewed, When
asked if any of the facility records showed what
type of bath a resident received, RN #1 stated,
"The shower records should show it. There is a
number with a code that should show what kind
of bath the resident got." When asked what it
means if there are no numbers to indicate this on
the shower record, RN #1 stated, “If the ADL
record doesn't say, and if the resident is
cognitively intact, then you have to go with what
the resident says."

On 9/26/19 at 10:04 a.m., LPN (licensed practical
nurse) # 5 was interviewed. She stated i was her

third week working in the facility on a travel
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assignment. She stated the CNAs are
responsible for bathing residents. She stated it
takes two CNAs to transfer a resident from the
bed to a shower chair, one aide to give the bath,
and two CNAs to transfer the resident back to
bed after the shower, She stated she was not
aware of any days that showers had not
happened for residents on her unit, LPN #5
stated, “If a person needs a shower, | will stop
what | am doing to give a shower. It is the nurse's
responsibility to make sure the resident gets a
shower."

On 9/26/19 at 10:46 a.m., CNA #4 was
interviewed. CNA #4 stated, " don't really work
here. | am agency. | have been coming off and on
here maybe a month or two." When asked how
she knows who Is to get a shower on her shift,
she stated, "When | come in, they give me a
cheat shest with the names of the ones who need
a shower. But mostly, | am just paying attention, |
am kind of figuring out whose days are what.”
CNA #4 stated it takas two staff members to
transfer a resident from bed to a shower chair,
one to give the resident a shower, and two staff
members to transfer the resident back to bed.”
When asked if there are always two staff
members available to transfer residents using a
mechanical lift, CNA #4 stated, "No. There are
not always two aides on every hallway.”

On 9/26/19 at 11:06 a.m., LPN #3 was
interviewed. She stated she has worked at the
facility for four years, and usually works day shift
on the unit where Resident #54 resides. She
stated that showers for residents who require a
Hoyer lift for transfers are given by the CNAs on
the floor. When asked about staffing and resident
baths, LPN #3 stated, “There have been days
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when showers have not been given because we
did not have snough staff here to do it. That is the
truth. Yes. A resident has a right to shower."

On 9/26/19 at 11:23 a.m., CNA #5 was
interviewed. She stated she has only worked at
the facility for two weeks, She stated it takes two
staff to get residents in and out of shower chairs if
the residents require a Hover lift.

On 9/26/19 at 11:37 a.m., CNA #6 was
interviewed, She stated, "The floor CNAs on
[Resident #54's unit] give the Hoyer showers. |
usually work the other unit. | give all the showers
on that unit and when there Is only one CNA on
this unit, the showers don't happen like they
should. The bath aide on [Resident #54's unit]
doesn't do anything but give showers. You can't
count them in the staffing. I there are only two or
even three aides on that unit, there is no way that
any Hoyer showers are going to be given.*

On 9/26/19 at 1:25 p.m., ASM (administrative
staff member) #3, the NP (nurse practitioner) was
interviewad. ASM #3 stated, "Yes, I'm aware of
the concerns about the showets, about residents
not getting them. We are all concerned about the
short staffing."

On 9/26/19 at 1:51 p.m., RN #2, the unit manager
for Resident #54's unit, was interviewed. She
stated, "I know there are some concems about
the showers. This Monday, | put a tracking
process into place. The aides fill out a skin sheet
whenever they give a bath. We don't usually keep
them, but | am using them to track which baths
have been given. | will tell you that whenever a
resident comes to me and tells me they haven't
had a shower, | make sure they get one." When
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asked how she ensures residents unabie to make
a request for a shower are provided one, RN #2
stated, "I dont know, that's a good question. 1just
started this tracking Monday." When shown the
shower records from the facility ADI.
documentation, RN #2 stated, "} did not know you
could pull a report fike this. | am still learning
about the documentation. This shows me that our
documentation is not effective. As a manager, |
need {o figure out a process. | need 1o leam how
to pull these reporis. I'm sure | could figure
something out."

On 9/26/19 at 3:45 p.m., ASM #2, the DON
{director of nursing} was interviewed. When
asked if she was aware of the concerns about
residents who require a Hoyer lift for transfers not
racelving showsrs, ASM #2 stated, "It has been
hit and miss. In early April, we made a position for
a bath aide, {Name of ASM #1, the axscutive
director] thought the floor CNAs could still do the
Hoysr baths. To be honest, sometimes with
staffing, the baths did not get done. It has been
an ongoing process and we have been drying to
cotrect. t's much improved now." When asked if
it is ever acceptable practice for a resident not to
receive care because of lack of staffing, ASM #2
stated, "No. Not ever.”

On 9/26/19 at 4:05 p.m., ASM #1, the executive
director, was interviewed. She stated that the
concerns about residents not receiving showers
is "not resolved.” ASM #1 stated, "It really started
in February. In making rounds, | kept hearing
showers were not happening like they should for
the residents who required a Hoyer §ift. So in
April, 1 put in a full time bath aide on [Resident
#34's unit]. Now we have it, but she does not do

Hoyers. The CNAs on the floor are supposed to
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do them, but they are not doing it, not always.
The bath aide is on a production schedule. it is
finish one and start another. | have 12 Hoyers
[residents requiring mechanical lift transfers], and
I still have to figure out how to do it. Now, the
people [ visit, | take care of. We have much room
for improvement. We may need another full time
Hoyer person just to give those showers." ASM
#1 stated, "l know our residents are hurting. t
addressed it June in QAPI (quality
assurance/performance improvement). But it is
far from fixed.”

4. The facility staff failed to provide sufficient
staffing to provide Resident #21 with showers on
mulfiple days throughout the months of August,
and September 2019,

Resident #21 was admitted to the facility on
09/24/2018. His diagnoses include paraplegia
{paralysis of the lags and lower body), anxiety,
and post-traumatic stress disorder (PTSD).
Resident #21's most recent Minimum Data Set
(MDS) Assessment was a Quarterly Assessment
with an Assessment Reference Date (ARD) of
07/30/2019. The Brief Interview for Mental Status
(BIMS) scored Resident #21 at a 15, indicating no
impairment. Resident #21 was coded as requiring
extensive assistance of one parson for bed
mobility, transfers, and toileting, and total
dependence on one person for bathing,

On 09/25/2019 at 4:33p.m., an interview was
conducted with Resident #21. He stated that it
had been "weeks" since he had been allowed to
get a shower because no staff wanted to "deal
with” using the Hoyer Lift (1) to gel him into the
shower chair. Resident #21 stated that he is
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offered a bed bath, but that even that is not
always offered. Rasident #21 stated that he
prefers a shower.

Resident #21's comprehensive care plan dated
08/08/2019 documents the following under
Activities of Daily Life (ADL) self-care deficits:
"BATHING/SHOWERING: the resident is
axtensive-totally dependent on staff to provide
shower/bathe.” "TRANSFER: sliding board with
limited-no assistance transferring."

On 9/25/19 at 2:38 p.m., CNA #3, who is also the
facility's central supply clerk, was interviewed.
She stated, "I think there are showers scheduled
two days a week. | usually only work in central
supply. | have my CNA license, and they pulled
me to work as a CNA this week, but | really am
not famifiar with the regular routines."

A review of Resident #21's shower log showed no
number code to indicate what type of bath was
being recorded, only what level of assistance was
provided.

On 9/25/19 at 3:22 p.m., RN (registered nurse)
#1, the MDS nurse, was intetviewed. When
asked if any of the facility records showed what
kind of bath a resident received, she stated, *The
shower records should show it. There is a
number with a code that should show what kind
of bath the resident got.” When asked what it
means if there are no numbers to indicate this on
the shower record, RN #1 stated, "If the ADL
racord doesn't say, and if the resident is
cognitively intact, then you have to go with what
the resident says."

(X4} ID SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION s
PHEFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG AEGULATORY OR LSG IDENTIFYING INFORMATION) TAG CHOSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 725 | Continued From page 115 F 725

FORM CMS8-2667(02-99) Previous Versions Obsolote

Event 1D:C86311

Fagcility 1D: VAO245

i continuation shee! Page 116 of 132




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 10/08/2019

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ. 0938-03091
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
c
495315 B. WING 09/26/2019

NAME OF PROVIDER OR SUPPLIER

CONSULATE HEALTH CARE OF WOODSTOCK

STREET ADDRESS, CITY, STATE, ZIP CODE
803 SOUTH MAIN ST
WOODSTOCK, VA 22664

On 9/26/19 at 10:46 a.m., CNA #4 was
interviewed. She stated, "l don't really work here.
1 am agency. | have been coming off and on here
maybea a month or two." When asked how she
knows who is to get a shower on her shift, she
stated, "When | come in, they give me a cheat
sheet with the namaes of the ones who need a
shower. But mostly, | am just paying atiention. |
am kind of figuring out whose days are what."
She stated it takes two staff members to transfer
a resident from bed to a shower chair, one to give
the resident a shower, and two staff mambers 1o
transfer the resident back to bed." When asked if
there are always two staff members available to
transfer residents, CNA #4 stated, "No, There are
not always two aides on every hallway."

On 9/26/1¢ at 11:06 a.m., LPN #3 was
interviewed. She stated she has worked at the
facility for four years, and usually works day shift
on the unit where Resident #21 resides. She
stated that showers for residents who require a
Hoyer lift for transfers are given by the CNAs on
the floor. When asked about staffing and resident
baths, LPN #3 stated, “There have been days
when showers have not been given because we
did not have enough staff here to do it. That is the
truth. Yes, a resident has a right to shower."

On 9/26/19 at 11:37 a.m., CNA #6 was
interviewed. She stated, *The floor CNAs on
{Hesident #21's unit] give the Hoyer showers. |
usually work the other unit. | give all the showers
on that unit, and when there is only one CNA on
this unit, the showers don't happen, as they
should. The bath aide on [Resident #21's unit]
doesn't do anything but give showers. You can't
cotnt them in the staffing.”
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On 9/26/19 at 1:25 p.m., ASM (administrative
staff member) #3, the NP {nurse practitioner) was
interviewed. She stated, "Yes, 'm aware of the
concerns about the showers, about residenis not
getting them. We are all concemed about the
short staffing."

On 8/26M19 at 1:51 p.m., BN #2, the unit manager
for Resident #21's unit, was interviewed. She
stated, "I know thare are some concerns about
the showers. This Monday, [ put a tracking
process into place. The aides fill out a skin sheet
whenever they give a bath. We don't usually keep
them, but | am using them to track which baths
have been given. | will tell you that whenever a
resident comes to me and tells me they haven't
had a shower, | make sure they get one." When
asked how she ensures residents unable to make
a request for a shower are provided ong, RN #2
stated, "1 dont know, that's a good question. | just
startad this tracking Monday." When shown the
shower records from the facility ADL
documentation, RN #2 stated, "l did not know you
could pull a report tike this. | am still learning
about the documentation. This shows me that our
documentation is not effective. As a manager, |
need to figure out a process. | need to iearn how
to pull these reports. 'm sure | could figure
something out.”

Administrative Staff Member (ASM) #1, the facility
Executive Director, and ASM #2, the Director of
Nursing, were informed of the findings at the end
of day meating on 09/26/2019. No further
information was provided.

1. A Hoyer Lift is a hydraulic or electrical lift used
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1. R38&'s infection has resolved

=0 | CFR(s): 483.45(a)(b){1)43)

§483.45 Pharmacy Services

them under an agreement described in

a licensed nurse.

pharmacist who-

the facility.

sufficient detall to enable an accurate
recencillation; and

by:

§483.45(b}{1} Provides consuitation on all
aspects of the provision of pharmacy services in

The facility must provide routing and emergency
drugs and biclogicals to lts residents, or obfain

§483.70(g). The faclity may permit unilcensed
personnel to administer drugs if State faw
permits, but only under the general supervision of

§483.45(a) Procedures. A facility must provide
pharmaceutical services (including procedures
that assure the accurate acquiring, recelving,
dispensing, and administering of all drugs and
biologicals) to meet the nesds of each resident.

§483.45(b} Service Consultation. The facility -
must employ or obtain the services of a licensed

§483.45(b){2} Establishes a system of records of
receipt and disposition of all controlled drugs in

§483.45(b){3) Determines that drug records are In
order and that an account of all controlled drugs
{s maintained and pericdically reconciled.

This REQUIREMENT Is not met as evidenced

without incident or il effect. The
expired medication was disposed
of immediately.

All residents have the potential to
be effected. Quality review by
DON/designee for the past 14
days completed to verify the
orders were implemented timely.
Quality review by DON/designhee
of medication carts completed to
verify absence of expired
medications.

Licensed staff re-educated by
DON/designee on 10/23 and
10/240n Pharmacy policy
regarding medication
shortages/unavaliability and the
disposal of expired medications.
New orders will be monitored
during clinical meeting to ensure
notification and implementatian,
Medication carts will be checked
weekly by Unit Managers to verify
expiration dates and labeling of
medications.
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Based on resident obsarvation, facility staff
review, faciiity document review, and clinicat
record review, the facllity staff failed to ensure
medications were available for ona of 42
residents in the survey sample, (Resident #38);
and failed to discard expired medications on one
of two medication carts, Inspected during the
Medication Storage and Labeling task,{Dogwood
Unit Medication cart). The facllity staff failed to
obtain and administer the physician prescribed
medication Famciclovir to Resident #38 for seven
days (9/2119 through 9/8/19). Facility staff failed
to ensure expired medications were discarded
and unavailable for use on the Dogwood Unit
medication carl.

The findings include:

1. The facility staff failed to cbtain and administer
the physiclan prescribed medication Famciclovir
to Resident #38 for seven days {9/2/19 through
9/8/19).

Resident #38 was admitted to the facility on
91256/17 and most recently readmitted on 9/19/19
with diagnoses including, but not fimited to
vascular dementia (1), a recent GI
{gastrointestinal blesd) (2), and shingles {3). On
the most recent MDS {minimum data sef), a
quarterly assessment with an ARD (assessment
refarence date) of 8/26/19, Resident #38 was
coded as being mildly cognitively impalred for
making dally decisions, having scored 13 out of
15 on the BIMS (brlef interview for mental status.
She was coded as using & wheelchair for mobility,

On 9/24/19 at 3:01 p.m., Resident #38 was
observed lying in her bed, Her bed was in low
position, and her eyes were closed,

4. DON/designee will complete

guality review of 10 new orders
for timely implementation weekly
x 4 weeks and monthly x 3
months, Nurse management will
complete randem audits of
medication carts/refrigerators for
expired medications. Variances
will be reported to QAPI monthly
until resolved.

Allegation of compliance date of
11/06/2019
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On 9/24/19 at 4;25 p.m., Resident #38 was
observed in a wheelchair in the hallway. She was
being pushed in the wheslchalr by OSM (other
staff member) #8, a physical therapy, to the
therapy gym.

On 9/26/10 at 8:66 a.m., Resident #38 was lying
in bed. Her meal tray was on the overbed table,
and the resident was staring straight ahead, not
eating. The resident stated she did not want to
participate In an interview with the surveyor,

A review of Resident #38's clinical record
revealed the following order, datad 9/2/19:
"Famvir (1) 500 mg (milligrams) 1 po {by mouth)
TID {three times a day) X (for) 7 days." The order
was signed by ASM (administrative staff member)
#3, the NP (nurse practitioner).

A review of Resident #38's clinical record
revealed, in part, the following nurse note dated
9/2/19: "New order for Famvir 500 mg X 7 daya.
RR {resident representative) and MD {medical
doctor) aware,"

A review of Resident #38's September 2019 MAR
{medication administration record) revealed the
following entry: "Famvir 500 mg (milligrams) 1 po
by mouth) TID (three times a day) X (for) 7

.| days." The review revealed either nurse initials

which had been circled or blank spaces In the
dates and times for the Famvir to have been
adminlstered from 9/2/19 untli 9/819. Nurse
initials indicating the medication had been
administerad began at the 8;00 a.m. dose on
9/9/18, The back of the MAR had no information
related to the Famvir,

F 755
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Further review of the clinical record revealed the
following nurse note dated 9/6/19: *RP
(responsible party) aware of delay in medicafion
for shingles. MD stated to cont {continue) meds
(medications) until dosage complete.”

Attempts to interview a pharmacy staff member
familiar with this concern were unsuccessful
during the time of the survey.

A review of the facility's list of medications
contained in the stat box ({focked box of
widely-prescribed madications accessed by
communication between a nurse and pharmacist)
revealed that Fameiclovir is not available in the
stat box.

A review of the comprehensive care plan for
Resident #38 dated 9/19/18 and updated
12/19/18 revealed, in part, the following:
"Administer medications as ordered.”

On 9/26/19 at 11:06 a.m., LPN (licensed practical
nurse) #3 was interviewed. When asked the
process for obtaining a medication that is not
available in the medication cart for a resident,
LPN #3 stated, "Waell, you look around to make
sure the card has not been put somewhere sise.
If you can't find it, you call the pharmacy and get it
out of the stat (immediate} box, if you can.” When
asked what process should be followed if the
medication is not available in the stat box, LPN
#3 stated, You have to call the pharmacy. They
will bring It on an earlier run. You shouldn't have
to wait until the next time they deliver a bunch of
medications. They should bring it to you right
away.”

On 9/26/19 at 1:43 p.m., RN {registered nurse)
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#2, a unit manager, was interviewed, When
asked about the process of obtaining a
medication that is not available in the medication
cart for a resident. AN #2 stated, "Nurses should
check the supply everywhere - in the bottom of
the carts. Sometimes, a newly-delivered
medication is In the bottom of the cart. If it's an
over the counter medication, they should check
our house stock. If it's not in those placss, | would
verify the order. Make sure that even though it's
still on the MAR, it hasn't been discontinued., If
needed, I'd call the pharmacy to get access to the
stat box." When asked about the process staff
would follow if a medication is not found in the
stat box, RN #2 stated, "If it's not in the stat box, |
would call the physician. | would see if we could
get an order for something else.” She added, "If
the nurse can't give the medication, their initials
should be circled on the MAR and a note should
be made on the back of the MAR.* When shown
the September 2019 MAR for Resident #38's
Famciclovir, RN #2 stated, "Oh yes, | remember
that. | am aware of that. | investigated it. It was
not a pharmacy issue. The order had been pulled
from the chart, but it had never been faxed to the
pharmacy." When asked why nurses took no
action in regards to Resident #38's Famvir for so
many days, RN #2 stated, "The nurses should
have investigated it and let someone know."

On 9/26/19 at 3:45 p.m., ASM (administrative
staff member) #2, the director of nursing, was
interviewed. When asked about the process for
nurses to obtain medications for residents when
the medications are not in the medication cart,
ASM #3 stated, "I it's in the stat box, go there, If
not, they need to notify the pharmacy and the doc
{doctor} to see about a switch to something else.

The doc should be notified immediately.”
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On 9/26/19 at 4:50 p.m., ASM #1, the executive
director, and ASM #2 were informed of these
congcerns.

A review of the facility policy, "Medication
Shortages/Unavailable Medications," revealed, in
part, the following: "Upon discovery that Facility
has an inadequate supply of a medication to
administer to a resident, Facility staff should
immediately initiate action to obtain the
‘medication from the pharmacy. If the medication
shortage is discovered at the time of medication
administration, Facility staff should immediately
take the action specified in Sections 2 or 3 of this
Policy 7.0 as applicable. If a medication shortage
is discovered during normal Pharmacy hours:
Facility nurse should call Pharmacy to determine
the status of the order. If the medication has niot
been ordered, the licensed Facility nurse should
place the order or reorder for the next schedulad
delivery. If the next available delivery causes
delay or a missed dose in the resident's
medication schedule, Facility nurse should obtaln
the medication from the Emergency Medication
Supply to administer the dose. If the medication is
not available in the Emergency Medication
Supply, Facility staff should notify Pharmacy and
atrange for an emergency delivery...lf an
emergency delivery is unavailable, Facility nurse
should contact the attending physician to obtain
orders or directions,"

No further information was provided prior to exit.

(1) "Famgiclovir (trade name Famvir) is used to
treat herpes zoster (shingles; a rash that can
cceur in people who have had chickenpox in the
past)." This information was taken from the
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website
hitps://mediineplus.gov/druginfo/meds/a694038.h
tml

(2) "Dementia is a gradual and permanent loss of
brain function. This accurs with certain diseases,
it affects memory, thinking, language, judgment,
and behavior. Vascular dementia (VaD) is caused
by a series of small strokes over a long petiod.”
This information is taken from the website
https://medlineplus.gov/ency/article/000746.htm.

(3) "Your digestive or gastrointestinal (G) tract
Includes the esophagus, stomach, small intestine,
large intestine or colon, rectum, and anus.
Bleeding can come from any of these areas. The
amount of bleeding can be so small that only a
lab test can find it.” This information was obtained
from the website
https://mediineplus.gov/gastrointestinalbleeding.h
tml.

(4) "Shingles {herpes zoster) is a painful,
blistering skin rash. It is caused by the
varicella-zoster virus. This is the virus that also
causes chickenpox."

(8) "The combination of amoxicillin and clavulanic
acid is used to treat certain infections caused by
bacteria, including infections of the ears, hings,
sinus, skin, and urinary tract." This information is
taken from the wabsite
https://medlineplus.gov/druginfo/meds/a685024.h
tml.

2. Facility staff tailed to ensure expired
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medications were discarded and unavailable for
use on the Dogwood Unit medication cart.

On the afternoon of 09/26/2019, an observation
was made of a medication cart on the Dogwood
nursing unit. Upon inspection, it was found that
an opened bottle of bisacodyl(1) laxative with an
expiration date of 08/2019 was in the drawer of
bulk madication botles and available for use.

On 08/26/2019 at 5:00p.m. a brief interview was
conducted with Administrative Staff Member
(ASM) #2, the Director of Nursing. ASM #2 was
asked how often the nursing staff were expected
1o check their carts for expired medication. ASM
#2 stated they should be checked at least dalily.
ASM #2 was asked about the process staff
foliows if they discovered expired medications.
ASM #2 stated that staff should notify herself or
the unit manager to ensure disposal of the
medications.

ASM #1, the facility Executive Director, and ASM
#2 were informed of the findings at the end of day
meating on 09/26/2019. No further information
was provided.

2. Bisacodyl Is used on a short-term basis to treat
constipation. it also is used to empty the bowels
before surgery and certain medical procedures,
Bisacodyl is in a class of medications called
stimulant laxatives. It works by increasing activity
of the intestines to cause a bowel mavement, -
https://medlineplus.gov/druginfo/meds/a601027.h
iml

F 880 | Infection Prevention & Control F 880
$8=D | CFR(s}): 483.80(a}(1)(2)(4)(e)(D
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§483.80 Infection Confrot

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

§483.80(a) Infection pravention and control
prograrm.

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

§483.80(a)(1} A system for preventing, identifying,
reporting, investigating, and controlling Infections
and communicable diseases for all residents,
staff, voluntears, visitors, and other Individuals
providing services under a contractual
arrangement based upen the facllity assessment
conducted according to §483.70(e} and following
accepted natlonal standards;

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

(i} A system of survelllance designed to kientify
possible communicable diseases or

Infections before they can spread to other
persons in the facility;

{ii) When and fo whom possible incidents of
communicable diseasa or infactions should be
reported;

(i) Standard and transmission-based precautions
to be foliowed to prevent spread of Infections;
{WYWhen and how isolatlon should be used for a
resident; including but not limited to:

F880{ 1. R50's wheelchair was repaired at
the time of survey. Wheelchairs
are cleaned according to schedule
and as needed. R50’s wheelchair
was cleaned on 09/29/2019,

2. Altresidents have the potential to
be effective, Quality review by
DON/designee completed of
resident wheelchairs with
repairs/cleaning as initiated as
needed,

3. Staff re-educated by
DON/designee on Wheelchair
policy for repairs and to report
wheelchairs in need of
cleaning/repair. Wheelchairs will
be monitored during mock rounds
to ensure repairs and cleaning
complete timely.

4. Executive Director/designee will
quality review 10 wheelchairs
weekly x 4 weeks and monthly x 3
months for needed repalrs and
cleaning. Varlances will be
reported to QAPI monthly unti
resolved,

5. Allegation of compliance date of
11/06/2019

LA bt N rrs o taine Y
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(A} The type and duration of the isolation,
depending upon the infectious agent or organism
involved, and

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

(v) The circumstances under which the facility
must prohibit employees with a communicable
disease or infectad skin lesions from diract
contact with residents or their food, ¥ direct
contact will transmit the disease; and

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

§483.80(a)(4) A system for recording incidents
identified under the facility's IPCP and the
corrective actions taken by the facility.

§483.80(e) Linens,

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

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

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

Based on observation, resident interview, staff
interview, facility document raview, and clinical
record review, it was determined that the facility
staff failed to foliow infection control practices for
one of 42 residents in the survey sample,
Residents #80. Resident #50's wheelchair arms
were observed with exposed foam and torn vinyl
and staft stated they could not be cleanad.

The findings include:
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Reslident #50 was admitted to the facility on
7/22/16 and most recently admitted on 7/25/19
with diagnoses including, but not limited to COPD
(chronic obstructive pulmonary disease) (1) and
CHF (congestive heart failure) (2). On the most
recent MDS {minimum data set), quarterly
assassment with an assessment reference date
of 9/9/19, Resident #50 was coded as having no
cognitive impairment for making daily decisions,
having scored 15 out of 15 on the BIMS (Brief
Interview for Mental Status). He was coded as
using a wheeichair and walker for locomotion.

On the following dates and times, Resident #50
was observed self-propelling in his wheelchair:
8/24/19 at 2:13 p.m., 9/24/19 at 4:36 p.m., -
9/25/19 at 9:25 a.m., and 9/25/19 at 2:30 p.m. At
all observations, both arms of the wheeichair had
exposed foam visible. On both arms, the vinyl
covering was torn. The left arm was more
damaged than the right, though both arms were
more than 50% damaged.

On 9/25/19 at 2:30 p.m., Resident #50 was
interviewed. When asked how frequently he uses
his wheelchair to move around the buiiding, he
stated, "All the tims, especially if | am going far. |
can do it myseli." When asked about the
condition of his wheelchair arms, he stated, "Well,
they do need a little attention." When asked if he
had received any injuries from the wheelchair
arms, Resident #50 stated, "No.* Resident #50
was asked when the staff had last cleanad his
wheslchair. Resident stated, "l have no idea.”
When asked if he had mentioned the condition of
the wheelchair arms to any staff members, he
stated, "No, | haven't."

F 880
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A review of Resident #45's care plan dated
6/27/19 revealed, in part, the following: [Resident
#50] enjoys sitting on the front porch greeting
visitors to the facility. [Resident #50] enjoys
socializing with other residents and staif
throughout the day."

On 9/26/19 at 10:11 a.m., LPN (licensed practical
nurse) #5 was interviewed. When asked if she
ever taken note of the condition of residents’
wheelchairs, LPN #5 stated, *Yes, | do pay
attention.” When asked what she would do ff a
resident's arm rests were tom, and had exposed
foam, LPN #5 stated, "l would put it in the book
for the maintenance guy. He would follow up. He
is really good.”

On 9/26/19 at 10:38 a.m., OSM #2, the
maintenance director, was interviewsd. When
asked how he becomes aware of items requiring
maintenance or replacing, he stated, "Usually the
staff just tell us. They see us walking by and we
just take care of it right them. They can use a
bock if we are not around. But most of the tims,
we are there several times during the day." When
asked about the optimal condition for wheelchair
arms to be maintained, he stated, "We try to keep
the arms without cracks. We try to keep a good
armrest on them. A lot of times, the resident will
come fo us and ask us to fix it. Those plastic
adges can be sharp." OSM #2 accompanied the
surveyor to the front porch of the facility to ook at
Resident #50's wheelchair arms. OSM #2 stated,
"Oh yeah. They need to be replaced. | will take
care of that right now." When asked if wheelchair
arms in that condition could be effectively
cleaned, he stated, "No. There's no way to get
that clean."
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On 9/26/19 at 3:45 p.m., ASM (administrative
staff member) #2, the director of nursing, was
interviewed. When asked if she saw a problem
with a resident's wheslchair arms having torn
vinyl covering and exposed foam, she stated,
"Waell those arms would need to be replaced.
Maintenance needs to be notified and those arms
need to be switched out." When asked why, she
stated, "The torn vinyl is sharp and could cause
injury. And you are not able to disinfect it."

On 9/26/19 at 4:50 p.m., ASM #1 (the executive
director) and ASM #2 were notified of these
concerns. The surveyor requested a facility policy
regarding wheelchair cleanliness.

A review of the facility policy, "Wheelchair Repairs
- Non-Electric Wheelchairs® revealed no
information related to wheelchair cleanliness.

A review of the facility policy, "Infection Control
Program," revealed no information related to
wheelchair claaniiness,

No further information was provided prior to exit.

{1) COPD is "a general term for chronic,
nonreversible lung disease that is usually a
combination of emphysema and chronic
bronchitis." Barron's Dictionary of Medical Terms
for the Non-Medical Reader, 5th edition,
Rothenberg and Chapman, page 124.

(2) "Heart failure is a condition in which the heart
is no longer able to pump oxygen-rich blood to
the rest of the body sfficiently. This causes
symptoms to occur throughout the body...As the
heart's pumping becomes less effective, blood
may back up in other areas of the body. Fluid
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may build up in the lungs, liver, gastrointestinal
tract, and the arms and legs. This is called
congestive heart failure.” This information is
taken from the website
https://medlinepius.gov/ency/article/000158.htm.
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