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E 00D | Imitial Comments E 000
An unannounced abbreviated .
Rrﬁp&T@dmssCOWD—ﬂQqumdSwwwms This plan of comection is respectfully
mmma%@ﬁmngh%aﬂ The facility was | submitted a5 evidence of alleged
in substantial compliance with 42 CFR Part |  compliance. The submission is mot an
483.73, Requirement for Long-Term Care | admission that the deficiencies existed or
Fagilities. i that we are in agreement with them. Itis an
F 000 | INITIAL COMMENTS F 000 affirmation that
; rection to ai i made
An unannounced abbreviated COVID-12 o mhéreas. U?ed e Pﬂm
| Focused Survey was conducted 2/2/21 through and the faciiity & in compliance with
| 215121, A complaint was investigated. Corrections participation requirements.
are required for compliance with F-880 of 42
CFR Part 483 Federal Long Term Care
requirement(s).
The census in this 180 certified bed facility was !
161. Of the 161 current residents, 13 residents
were currently positive for the COVID-13 virus.
The survey sample consisted of six current
| resident reviews (Residents #1 through #6).
F 580 | Nghfy of Changes (Injury/Deciine/Room, etc) F 580 FS80 Notify of Changes |
$S=D | CFR(s): 483.10(g)(14)())-(iv){15) {injury/Decline/Roorn)
§483.10(g)(14) Notification of Changes. 1- Resident 1 physician and responsible party
{i) A facility must immediately inform the resident; notified of missed dialysis appointments on
consuit with the resident's physician; and nofify, 2-5-21.
consistent with his or her authorily, the resident 2- Residents that currently reside in the facility
representa.{we(s} Whe? thers i . that receive dialysis services have the,
(A) An accident involving the resident which : : |
potential to be affected by this alleged
results in injury and has the potential for requiring defics ice. DON/Desi oilliveiin
physician intervention: e rc_lent practice. l/Designee wi -
(B) A significant change in the resident’s physical, medical records for current _r.n.:sudents
mental, or psychosocial status (that is, a receiving dialysis to ensure physician and
deterioration in health, mental, or psychosogial responsible party have been notified N
status in either life-threatening conditions or missed dialysis appointments. Notification
clinical complications); will be made for any discrepancy that is
(C) A need to alter treatment significantly (that is, identified. l
TITLE {X6) DATE

LABORAT IRECT@R PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

Mmm\s-\-wx\ﬁc*

days following the date these documentsgage made available to the facil lty If der clenmes arn cﬂed an apprpved plan of correction is requisite to continued
program paricipation. f‘\f\%j r
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c
495772 B, WG 02052021
INANIE OFF PROVIDER QR SUPRLER STREET AUDRESS, CITY, STATE, ZIP CODE
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(XD SUMTRRY STATEMENT OF DEFICIENTIES [0} PROVIDIERS PLAN OF CORRECTION 1E)
PRERK (EACH DERIQIENTY MUST BE PRECEDED BY FuLL IPREFIK mmmmmemmmmm COMPUETIDN
TAG REGULATORY OR LST IDENTIFYING INFORMATION) TG RENCE (DATE
F 580 | Conftinued From page 1 F580| 3- Procedure for physcian and family |
amaed to discontinue an existing fonm of natification reviewed on 2-5-21 no changes
treaiment due to adverse CoNSeqUeNTES, or to implemented @t this ftime. Staff
commence a new form of treatment), or | Development Coordimator/Designee  will
| (D) A diecision to transfer or discharge fhe i educate the Licensed Nursing Staff on the
| resident from the faciity as specified in procedure for mnotifying the attending
§4B3A5E)NE. physician and responsible party of missed |
(i When malmng Wﬁmmhmdﬁ mgmm ,@3 dialysis appointments and documenting |
§ (1430 b thiss seclion, HiG Ty sorsi s G notification in the medical record. Licensed |
| all pertinent information specified in §483.15(c)(2) 8 . R R h issed
| is available and provided upon request to the nursing staff will document the m.l_:\s
physician, : appointed on the 24 hour report for review.
| (iii) The faciity must also promptly notify the 4- The Interdiscipinary Teajm will audit the 24 !
| resident and the resident representative, if any, hour reports and nursing progress notes |
| when there is- . during chinical meeting daily Monday |
| {A) A change in room or roommate assignment | through  Friday for missed  dialysis
| @s specified in §483.10(e){6); or | appointments and documentation  of
{B) A change in resident rights under Federal or physician and responsible party 5 days a
State law or regulations as specified in paragraph week for 2 weeks, then 3 days a week for 2
{e} 10) of this section. weeks and then monthly untl facifity
‘ {iv) The facility must record and periodically reaches 100% compliance. Results of these
update the address (mailing and email) and audits will be brought forth to the QAPI
phons numpe.r of the resident committee  for review and further
representative(s). recommendations.
§483.10(g)( 15}
Admission 1o a composite distinct part. A facility
that is @ composite distinct part {as defined in 03-02-2021
§483 5) must disclose in its admission agreement
its physical configuration, including the various
locations that comprise the composite distinct
part, and must specify the policies that apply to
room changes between its different locations
under §483.15(c)(9).
This REQUIREMENT is not met as evidenced
by:
Based on staff interview, facility document
review, clinical record review, and in the course of
a complaint investigation, it was determined that
the facility staff failled to notify the physician and
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F 580

Caontinued From page 2
RRKMW&WMNEDWMMama@e
iim the resident's dialysis status for one of six
residents in the survey sample, Resident #1. The
facility staff faled to notify the physician and the
Rﬁmﬂmﬂmmﬁm&d&dn@hmdiMum

The findings include:

Resident #1 was admitted to the facility on
1172818, and most recently readmitted on
12/24/20, with diagnoses including, but not limited
to: ESRD {end stage renal disease) { 1) requiring
dlialysis (2), history of a stroke, diabstes {3)

| bipolar disorder {4), and morbid (extreme) obesity
(5). On the most recent MDS (minimum data set),

@ significant change assessment with an ARD
{assessment reference date) of 12430120,
Resident #1 was coded as severely cognitively
impaired for making daily decisions, having
scored seven outl of 15 on the BIMS (brief
interview for mental status). She was coded as
requiring extensive assistance of staff for bed
mobility, dressing, and personal hygiene. She
was coded as being completely dependent on the
assistance of two siaff members for transfers and
bathing. She was coded as not moving from a
sitling to standing position, or as walking, during
the lookback period. Her only mobility device was
a wheelchair. Resident #1 was coded as
receiving dialysis during the lookback period.

Resident #1 was unavailable for cbservation
during the survey. She was out for a dialysis
appointment.

A review of Resident #1's clinical record revealed
the following physician order dated 11/15/20:
"Dialysis T-Th-Sat (Tuesday, Thursday, Saturday)

F 580
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F 580 | Continued From page 3 F 580

[mame of community dialysis center] one fime a
dzy every Tue (Tuesday), Thu (Thurstday), Sat
(Saturday). " The order did not have 2 stop date.

Further review of Resident #1's dlinical record
revealed 2 TAR (treatment administration recond)
for January 2021, which dooumented the above
physicians order for dialysis. The box for

| Resident #1's dialysis on 1/5/21 was blank. A

review of Resident #1's nurses' notes for 1/5/21
contzined no evidence that Resident #1 received

| dialysis that day, or that her physician or RR
{ (resident representative) was notified.

Areview of Resident #1°'s comprehensive care

| plan dated 9/23/20, documented, in part: "l need

dialysis...Encourage resident to go for scheduled
dialysis appointments. Resident receives dialysis

| every Tuesday. Thursday, and Saturday.”

On 2/4/21 at 11:28 2 m., RN (registerad nurse) #3
was interviewed. When asked what it means
when a resident's TAR with dialysis orders is
blank on a day the resident should have received
dialysis, RN #3 stated it must mean the restdent
did not receive dialysis that day. When asked
what should be done if 2 resident does not
receive scheduled dialysis for any reason, she
stated the physician should be notified, and the
resident should be rescheduled, if ordered by the
physician.

On 2/4/21 at 12:01 p.m., LPN (licensed practical
nurse) #2, a unit manager, was interviewed.
When asked what it means when a resident's
TAR with documented orders for dialysis is biank
on a day the resident should have received
dialysis, LPN #2 stated, "If it's not documented,
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F 580 | Continued From page 4 F 580

it's not done.” Winen asked wihat shouid be dons
ifa TBSMGD%IMWWWN&S
for any reason, he statad the physician shouild be
notified, as well zs the RR {resident
representative). LPN #2 stated a note should be
placed in the chart, and the resident should be
watched carefully for any complications from the
lack of dialysis.

On 2/4121 at 12:20 p.m., LPN #2, who worked
with Resident #1 on 1/5/21, was interviswad.

{ When asked if she remembered whether or not

Resident #1 received dialysis on 1/5/21, she
stated it was too long ago for her to remember.

| Vvhen asked if there was any indication or

documentation in the clinical record that Resident
#1 had received dialysis on 1/5/21, LPN #2 stated
there was not. When asked if there was any
evidence that the physician or RR was notified
that the resident did not receive dialysis, she
stated there was not.

On 2/4/21 at 4:30 p.m.. ASM (administrative staff
member) #2, the regional director of operations,
and RN #1, the assistant director of nursing
{ADON) were informed of these concerns.

Avreview of the facility policy, "Care of A Resident
with End-Stage Renal Disease," revealed no
information reiated to the notification of the
physician or RR if a resident does not receive
dialysis for any reason.

A review of the facility policy, "Change in a
Resident's Condition or Status"” revealed, in part:
“The nurse will notify the resident's Attending
Physician or physician on call when there has
been ...a need to alter the resident's medical
treatment significantly.”
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No further information was provided priar to exit.
| REFERENCES

| (1) "End-stage kidney disease (ESKD) is the last

| stage of long-term (chronic) kidney disease. This

s when your kidneys can no longer support your

body's needs. End-stage kidney disease is also

| called end-stage renal disease (ESRD)." This

information is taken from the website
hitps:/imedlineplus goviency/articte/000500. htm.

| {2) "When your kidneys are healthy, they clean

| your blood. They also make hormones that keep
| your bones strong and your blood healthy. When
your kidneys fail, you need treatment to replace
the work your Kidneys used to do. Unless you

| have a kidney transplant, you will need a

| treatment called dialysis. There are two main
types of dialysis. Both types filter your biood to nid
| your body of harmful wastes, extra salt, and
water. Hemodialysis uses a machine. Itis
sometimes called an arificial kidney. You usually
go to a specizal clinic for treatments several times
a week " This information was taken from the
website hitps://medlineplus.gov/dialysis.html.

(3) "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:/fmedlineplus.govidiabetes.html.

(4) "Bipolar disorder (formerly called
manic-depressive illness or manic depression) is
a mental disorder that causes unusual shifts in
mood, energy, activity levels, concentration, and
the ability to carry out day-to-day tasks.” This
information is taken from the website
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DEPARTMIENT OF HEALTH AND HUNAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OB INO. 0338-0351
STRTENENT OF DEFICIENTES (i) PROVIDERSUPRUERICLIA () BHULTALE QONSTIRUCTION AT SURVEY
D LT OF CORRECTION OIS AT NUNABESR: A BULDING COMFUETED
c
495272 A 02/05/20214
INANEE OF IPROMIDER QR SUPPAUSR STREET ADDRESS, TITY, STATE, 2P OOLIE
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{Xa)iD e} PROVIDER'S FLAN OF QORRECTION (&)
PIREFIX PREFX (EACH OORRECTIVE ACTION SHOULD BE COMALETITN
F 580 | Confinued From page 6 F 580
hittps:hans mimit. it gowihealth/topicsibipolar-dis
orderfindex shitml.
(5) "Obesity, defined as a body mass index (BMI)
= 30 kgim2, iis recognized as an important risk
| factor. The Centers for Diseass Control and
Prevention (CDC) reported that obesity rates in
the U.S. have increased dramatically over the iast
| 30 years, and obesity is now epidemic in the
United States (Kahn, 2009). For adults 60 years
and older, the prevalence of obesity is about 37%
among men and 34% among women {NHANES -
National Health and Nutrition Examination
Survey) Obesity may be further dassified
| @ccording to the NIH:
| Class 1 Obesity = BMI 30.0-34.9 kgim?
| Class !l Obesity = BMI 35.0-39.9 kg/im?
Class lll (Extreme) Obesity = BMI = 40.0 kg/m*™"
This information is taken from the website
https://www.cms govimedicare-coverage-databas
e/detailsinca-tracking-sheet. aspx?NCAId=2584&r
| omdb=true. F607 Develop/implement Abuse/Neglect
F 807 | Develop/implement Abuse/Neglect Policies F 607 Policies
$8=D | CFR{s): 483.12{b}{1)-(3)
1- Resident 1 denies abuse and neglect 1/t
§483.12(b) The facility must develop and fracture of tibia. DON will complete
implement written policies and procedures that: investigation regarding injury of unknown
origin by 2-23-21.
§483.12(b)(1) Prohibit and prevent abuse, 2- Residents that acquire an injury of unknown
neglect, and exploitation of residents and origin have the potential to be affected by
misappropriation of resident property, this  alleged  deficient  practice.
DON/Designea will review incident reports
§483.12(b)(2) Establish policies and procedures from 2/1/2021 to present to identify injuries
to investigate any such allegations, and of unknown origin that have not been
. . reported. DON will report and investigate
§483.12(b)(3) Include training as required at residents identified during this review.
paragraph §483.95,
FORM CMS-2557(02-99) Previous Versions Obsolele Event 1ID:0FQR 11 Facinty 1D VAOD34 If continuation shest Page 7 of 69
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FRERIK (EACH DERICIENTY MUST BE PRECEDED BY FUILL PRERX (EACH DORRECTIVE ACTI0N SHOULD BE COMFLETIN
TAG REGULATORY OR LST IDENTIF NG INFORMATION) THG CROSSREFERENCED T0 THE APPROPRIATE i
DIEFICIEITY)

F 807 | Continusd From page 7
This REQUIREMENT is mot met as evidenced
by:

Based on staff interview, facility document
review, clinical reoord review, and in the course of
a complaint investigation, it was detemmined that
the facility staff failed to implement its policy to ]
report an injury of unknown origin (possible ‘
abuse) as required for one of six residents in the ‘
survey sample, Resident #1. The facility staff
| failed to report Resident #1's broken tibia (leg) to
requirad agencies on 12/17/20.

i The findings include:

| A review of the facility policy, "Abuse Prevention
Program,” revealed, in part: "As part of the

| resident abuse prevention, the administration
will:. ldentify and assess all possible incidents of
abuse...Investigate and report any zllegations of
abuse within tmeframe’s as required by federal
requirements. .. The staff, with the physician's
input as needed, will inveshgate alleged abuse
and negilect to clarify what happened and identify
possible causes.”

Resident #1 was admitted to the facility on
11/26/18, and most recently readmitted on
12/24/20, with diagnoses including, but not limited
to: ESRD (end stage renal disease) (1) requiring
dialysis (2), history of a stroke, diabetes (3)
bipolar disorder (4), and morbid (extreme) obesity
(5). On the most recent MDS (minimum data set),
a significant change assessment with an ARD
(assessment reference date) of 12/30/20,
Resident #1 was coded as being severely
coanitively impaired for making daily decisions,
having scored seven out of 15 on the BIMS (brief
interview for mental status). She was coded as

requiring the extensive assistance of staff for bed

3- Abuse Investigating and reporting policy

F B07 reviewed on 2-5-21. No changes needed at

this time. The Staff Development
Coordinator/Designee will in-service facility
staff on the Abuse lmvestigation and
Reporting policy and to immediately notify
the Administrator/Designee  for prompi

of investigation for allegations of abuse,
neglect, misappropriation of property,
mistreatment and injury of unknown origin.
| 8- Interdisciplinary team will audit incident
reports and progress notes daily Monday
through Friday in clinical meeting to ensure
injuries of wnknown origin have been
veported  and  investigations initiated
promptly S days a week for 2 weeks, then 3
days a week for 2 weeks and then monthly
until facility reaches 100% compliance.
Results of these audits will be brought forth
to the QAPI committee for review and
further recommendations.

reporting to the state agency and initiztion

- 03-02-2021 |

FORM CMS-2557(02-39) Previgus Versions Cbsolete Event 1D CFQR 1Y

Facdty 1D VAOD34 If continuation sheet Page 8 of 69
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DEPARTMIENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES QWIB NO. 09380391
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455272
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XD SUMIAARY STATEMENT OF DERICENDES
PIREFIX (EACH DEFIDIENCY MUST BE PRECEDED BY FULL

TAG REGULATORY OR ILSC IDENTIFYING INEORMATION)

F 807 | Continued From page 8 F 607

was coded 25 being completely dependent on the
assistance of two staff members for transfers and
bathing. She was coded 2s not moving from a
s&hnghsmmmmtmmaswaﬂm@mmmg
the lookback period. Her only mobility device was
adeir.Shewaswdedasmc&i\mg
dialysis during the lookback period.

A review of Resident #1's clinical record revealed
the following progress notes:

| - 12/15/2020 at 7:45 a.m. "Note Text Resident in

bed. Awake and oriented to self and place. Skin
warm, dry, and pale. resp [respiration] uniabored.

{ No C/O [complaint of] pain or discomfort.”

| = 12/115/2020 7:10 p.m. "Nursing Dazily Skilled

Pathway. Vital Signs: Pni {Pain Level) 0...Pain
scale: Numerical”

- 12/16/2020 9:00 a.m. "Health Status Note. Note
Text: Resident in bed. Awake and oriented to self
and place. Skin warm, dry, and pale. Right arm
edematous {swollen), and bruised. Resident to go
to Dialysis clinic this morning. Medication for pain
to right arm given. Up in wheelichair.”

- 12/16/2020 7:10 p.m. "Nursing Daily Skilied
Pathway. Vital Signs: Pnl 0...Pain scale:
Numerical *

- 12/17/2020 6:54 a.m. "Health Status Note. Note
Text: 2 Tylenol (6) given at 6:50 am...patient
continues to complain in left leg at knee."

- 12/17/2020 11:27 a.m. "Health Status Note. Late
Entry: Note Text: Went into resident room to help
her get ready for dialysis. Resident stated she

FORM CMS-2587{02-99) Previous Versions Obsolete
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| - 12/17/2020 9:47 p.m. Health Status Note. Note
| Text: Receivad in report that pt {patient) began

| night after transferring from WC (wheelchair) to
| bed. Pt given Tyleno! @ (at) 1822 {(6:22 p.m.) and

| on call. Per [name of physician] send pt to [local

| nursing), and unit manager notified of

was not going to dizlysis because her leg was
hurting. Assessment of leg showed some
sweling to ieft leg. Resident rated pain 3-4" on a
scaie of 1-10." Medicated with PRN (as nesded)
tylenol. Called MD (medical docior) for orders fo
X-Ray leg. Order called into [name of mobile |
X-ray company]. RP (responsible party) notified ;
Called dizlysis center to inform them that resident ‘
refused transport and request make-up treatment
session. Awatting call back.”

¢/o {complain of) pain below L (leff) knee last

ice applied to site...Pt screams if leg is moved at
all. Received call from radiology that pt has L
{left) proximal tibia (leg) fx (fracture). Calied MD

hospital] for evaluation. Pt, [RP), DON (director of
transportation to ED {emergency department).”

- 12/18/2020 4:34 a.m. "Health Status Note. Note
Text: Resident returns to unit from [hospital] with
diagnosis of Left fractured knee Vital Signs stable
resident rates her pain at an 8 and is given pm
Tylenol.”

- 12/18/2020 4:46 p.m. "Nursing Daily Skilled
Pathway. Vital Signs: Pnl 7...Pain scale:
Numerical.”

~ 12/18/2020 7:47 a.m. "MD Progress Note. Note
Text. ER flu (follow up)...Pt had a fall and was
seen at {local hospital] on 12/17 for a proximal
tibial fx. {fracture) Pain is well controlied. She is ta
ffu (follow up) with ortho {orthopedic) next wk."

OB ND. 09380331
KZ) MIULTPLE QOKSTRUCTION DATTE SUREY
P — COAEETED
C
AP, 02/05/2021
INANIE OF FROVIDER QR SUPPLER SAREET ANDRESS, CMY, STATE. ZIP ODIDE
WT7E CAVRRIDGE DRIVE
CANTERBURY REHABILITATION & HEALTH CARE CENTER
RICHMOND, VA 23238
(%D SunMERY STATEMENT OF DERIDENGIES ) FROVIDERS FILAN OF CORRECTION )
PREFIK (ERCH DEFRICIENCY MUST BE PRECSIED BY FULL PREFIX (EACH QORRECTIVE ATTION SHOULD BE DOMPLET DN
TRE REGULATORY OR LSC IDENTFYING INCORITION) TAG CRUSSREFERENCED TO THE APPROPRIFTE DANE
DIERITIENTY)
F &07 | Continued From page 9 F 807
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On 2/4/21 =t 11:34 a.m., ASM (administrative
staff mambar) #4, the resident's attending

ihe note she wrote on 12/19/20 stating Resident
#1 "had a fall," ASM #4 stated, "1 know nothing
[about the fall]. It was just what | was told in
report. Probably the nurses told me.* She stated

| the word "fall' was a word she uses regularly.

“Nursing home residents fall all the time.” She

| stated she did not know how the resident fell, or

any oircumstances surrounding the fall,

On 2/4/21 at 11:49 am., RN {registered nurse) #3

| was interviewed. When asked how Resident #1

was (o be safely transferred prior to the broken
leg discoverad on 12/17/20, RN #3 stated, "A
Hoyer (mechanical lift). When asked if Resident

| #1, prior to her injury, was able fo bear any weight

©on her legs, she stated, "No. None whatsoever.”
When asked if she knew how Resident #1's leg
became broken, she stated when she came in for
her shift on 12/17/20, she was told the resident
was having significant pain. She stated she went
in to Resident #1's room to assess her. She
attempted to reposition the resident, and the
resident starled "screaming from pain.” She
obtained an order to have the resident receive an
X-ray, and the results came back on her shift.
She stated, " was told that the resident had a
broken leg.”

On 2/4/21 at 12:16 p.m., CNA {certified nursing
assistant) #2 was interviewed. She stated she did
not know how Resident #1's leg was broken.

On 2/4/21 at 12:33 p.m., OSM (other staff
member) #5, an occupational therapist, was
interviewed. She stated she did not know how
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Resident #1's leg had been broken.

On 2/4/21 at 3:33 p.m., LPN #5, a shift i
superviser, was interviewed. YWhen asked if he
remembered transferring Resident #1 from her J
wineelichair to her bed on the evening of 12/16/20, |
LPN #5 stated, “Yes. She was in the chair. | am f ]
strong and hafty. | got her to stand up. | picked | |
her up, and then i sat her in the bed." When w
asked if her leg hit anything, or was positionad
inappropriately at any time, LPN #5 stated, "No.” | |
LPN #5 was informed of the results of the
| interviews with the therapist and other staff
| members, who had said that, prior to her leg
fracture, Resident #1 was unable 10 bear any !
weight on her legs. LPN #5 stated, "Well she | i |
stood up for me. And she kind of pivoted so 1 ’ |
| could get her in the bed " When asked why he, as
| a shift supervisor, transferred a resident, he
stated he could not remember, but “felt like we
were short staffed " When asked if he consulted
the care plan or physician orders or any other
staff members before he transferred Residant #1,
LPN #5 stated, "l just did the only thing I could do
at the time." When asked if he knows how the
resident should have been iransferred, LPN #5
stated, "Right now, | can't say " When asked if he
knew how Resident #1's leg had been fractured
between 7:00 p.m. on 12/16/20 and 6:00 a.m. on
12/17120, he stated he did not know.

On 2/4/21 at 4:31 p.m., ASM #2, the regional
director of operations, and RN #1, the ADON
(assistant director of nursing) were asked how
Resident #1's leg was fractured in December
2020. RN #1 stated she was not working in the
facility when this incident occurred. ASM #2
stated he had just taken over as interim
administrator on 2/2/21, and he was unaware of
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fracture. ASM #2 stated Ihe believed there was a
“minimal” documant describing a facility
investigation. The surveyor requested a copy of
this document.

A review of the facility document, “Investigation
for [Resident #1]" revealed, in part: "The following
timeline documentation is the result of an
in-house investigation following her lef leg
fracture to attempt to determine the cause of

| imjury.” What follows is word for word

recapitulation of the progress notes referenced
above. Additional information included an

| interview with the resident. This interview was

documented as follows. "Resident was
interviewed and denied being afraid of any staff
member, stated she falt safe and that no one had
ever been mean to her or hurt her in any way.
When asked about the injury to her leg, she
stated, *She dropped me on my head and that
caused my leg to break.’ When asked if she was
being put into bed or transferring out of bed, she
stated she was going to bed, and that is was a
‘she.” When asked to tell about what happened,
she reported that 2 people were using the lifi.
Question was re-asked if there were 2 people
using the left and dropped her onto her head and
she answered yes again. Hospital H&P [history
and physical] reflect she told them she had a fall
at dialysis.” The investigation contained no
evidence of staif interviews. The investigation did
not document a date, the name of the person
conducting the investigation or signature.

On 2/4/21 at 4:45 p.m., the interview continued
with ASM #2 and RN #1. When asked, again,
how Resident #1's leg was broken, ASM #2 and
RN #1 stated they did not know for sure. ASM #2
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stated, "We assumed it was during a resident i
| transfer * When asked why the facility did not
| interview any staff regarding this incident, neither .
ASM #2 or RN #1 could answer. ASM £2 stated if | |
he had been the administrator 2t the time, he
would have gotien 24 or even 72 hours' worth of ;
caregiver interviews around the time the injury :
occurred. When asked what should happen when .
a resident receives an injury of unknown origin, f
| ASM #2 stated, "We are reguired to submit a FRI
(facility reporled incident) to the state and other
| agencies.” Whan asked if the facility implemented
its abuse policy and submitted a FRI for Resident -
| #1's injury of unknown origin, ASM #2 stated, | | ;
"No. Not that | have sean.” ]

No further information was providad prior to exit.
REFERENCES

(1) "End-stage kidney disease (ESKD) is the last
stage of long-term {chronic) kidney disease. This
is when your kidneys can no longer support your
body's needs. End-stage kidney disease is also
called end-stage renal disease (ESRD)." This
information is taken from the website
https:/imedlineplus.gov/ency/articie/000500. htm.

(2} "When your kidneys are healthy, they clean
your bloed. They also make hormones that keep
your bones strong and your blood healthy. When
your kidneys fail, you need treatment to replace
the work your kidneys used to do. Unless you
have a kidney transplant, you will need a
treatment called dialysis. There are two main
types of dialysis. Both types filter your blood to rid
your body of harmful wastes, extra salt, and
water. Hemodialysis uses a machina. Itis
sometimes called an artificial kidney. You usually
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9o to a spegial clinic for treatments several times
awe&k Thsnnr’ﬁanmatﬁmwrasm@nmm

(3) "Diabetes (melitus) is a disease in which your
blood glucose, or blood sugar, levels are too
high." This information is taken from the website
https/imadiineplus govidiabates himl,

{4) "Bipolar disorder (formerly called
manic-gdepressive iliness or manic depression) is
@ mental disorder that causes unusual shifts in

| mood, energy, activity lavels, concentration, and
| the ability to carry out day-to-day tasks.” This

information is taken from the website
hﬂps:-ﬂwquimh_nih.govﬁ\eaaiha‘topiﬁlbipdar—dis

| orderfindex shiml.

(S) "Obesity, defined as a body mass index {BMI)
= 30 kgim2, is recognized as an important risk
faclor. The Centers for Disease Control and
Prevention (CDC) reported that obesity rates in

| the U.S. have increased dramatically over the last

30 years, and obesity is now epidemic in the
United States (Kahn, 2009). For adults 60 years
and older, the prevalence of abesity is about 37%
among men and 34% among women {NHANES -
National Health and Nutrition Examination
Survey). Obesity may be further classified
according to the NIH:

Class I Obesity = BMI 30.0-34.9 kg/m?

Class Il Obesity = BMI 35.0-39.9 kg/m?

Class Ill {(Extreme) Obesity = BMI = 40.0 kg/m®"
This information is taken from the website
https:/iwww.cms.govimedicare-coverage-databas
e/details/nca-tracking-sheet. aspx?NCAId=258&ir
omdb=true.

F 807
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(6) "Acetaminophen is used to reliave mild to |
moderate pain from headaches, musdle aches,
menstrual periods, colds and sore throats,
toothaches, backaches, and reactions fo
vaotinations {shots), and to reduce fever,
Acetaminophen may also be used to relieve the
pain of osteoarthritis {arthritis caused by the
breakdown of the fiming of the joints).
Acetaminophen is in a class of medications called
| anaigesics (pain refievers) and antipyretics {fever
| reducers). It works by changing the way the body
| senses pain and by cooling the body.” This
| infermation is taken from the website
| https:/fmediineplus govidruginfo/meds/aBa 1004 h
i tml. '
F 808 | Reporting of Alleged Violations F 609 F609 Reporting of Alieged Violations
S$5=D | CFR{s) 483.12{c){1}(4)

f §483.12(c) In response to allegations of abuse,

neglect, exploitation, or mistreatment, the facility
must:

1 §483.12(c)(1} Ensure that all allegad violations

involving abuse, neglect, exploitation or

| mistreatment, including injuries of unknown

source and misappropriation of resident property,
are reported immediately, but not later than 2
hours after the allegation is made, if the evenis
that cause the allegation involve abuse or result in
serious bodily injury, or not later than 24 hours if
the events that cause the allegation do not involve
abuse and do not result in serious badily injury, to
the administrator of the facility and to other
officials (including to the State Survey Agency and
aduit protective services where state iaw provides
for jurisdiction in long-term care facilities) in
accordance with State law through established
procedures.

Resident 1 denies abuse and neglect v/t |
fracture of tibia. DON will complete
investigation regarding injury of unknown
origin by 2-21-21.

Residents that acquire an injury of unknown
origin have the potential to be affected by
this alleged deficient practice.
DON/Designee will review incident reports
and progress notes from 2/1/2021 to
present to identify injuries of unknown
origin that have not been reported. DON will
report and investigate residents identified
during this review.

Abuse Investigating and reporting policy
reviewed on 2-5-21. No changes needed at
this time. The Staff Development
Coordinator/Designee will in-service facility
staff on the Abuse Investigation and
Reporting policy and to immediately notify
the Administrator/Designee for prompt
reporting to the state agency and initiation
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§483.12(c)i4) Report the results of all
investigations to the administrator or his or her
designated representative and to other officials in
acoordance with State law, including to the State
Survey Agency, within 5 working days of the
incident, and if the alleged violation is verified
appropriate comrective action must be taken,

This REQUIREMENT is not me! as evidenced

| by:

Based on staff interview, facility document
review, clinical record review, and in the course of
a complaint investigation, it was determined that
the facility staff failed to report an injury of
unknown origin as required for one of six
residents in the survey sample, Resident #1. The
facility staff failed to report Resident #1's broken
| tibia (leg) to required agencies on 12/17/20.

The findings include:

Resident #1 was admitted to the facility on
11726718, and most recently readmitted on

| 12424720, with diagnoses including, but not limited
| to: ESRD (end stage renal disease) {1) requiring
dialysis (2), history of a stroke, diabates (3)
bipolar disorder (4), and morbid {extreme) obesity
{5). On the most recent MDS {minimum data set),
a significant change assessment with an ARD
(assessment reference date) of 12/30/20,
Resident #1 was coded as being severely
cognitively impaired for making daily decisions,
having scored seven out of 15 on the BIMS (brief
interview for mental status). She was coded as
requiring the extensive assistance of staff for bed
mobility, dressing, and personal hygiene. She
was coded as being completely dependent on the
assistance of two staff members for transfers and
bathing. She was coded as not moving from a

F 803

4~

of investigation for allegations of abuss,
meglact, misappropriation of property,
mistreatment and injury of unknown origin.
interdisciplinary team will audit incident
reports and progress motes daily Monday
through Friday in clinical meeting to ensure
injuries ©f wunknown origin have bsen
reported  and  investigations  initiated
promptly 5 days a week for 2 wesks, then 3
days a week for 2 weeks and then monthiy
until facility reaches 100% compliance.
Results of these audits will be brought forth
to the QAPI committee for review and
further recommendations.

03-02-2021
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FRINTED: D2/t1202n

@ wheelchair. She was coded as receiving
dialysis during the lockback period.

| the following progress notes:

| No C/O [complaint of] pain or discomfort.”
| - 12/15/2020 7:10 p.m. "Nursing Daily Skilled

| scale: Numerical "

to right arm given. Up in wheelchair "

- 12716/2020 7:10 p.m. "Nursing Daily Skilied
Pathway. Vital Signs: Pnl 0...Pain scale:
Numerical.”

Text: 2 Tylenol (6) given at 6:50 am.. patient
continues to complain in left leg at knes "

her get ready for dialysis Resident stated she
was not going to dialysis because her leg was
hurting. Assessment of leg showed some

sitfing to standing position, or as walking, during
the lookback period. Her only moblity device was

Areview of Resident #1's clinical record revealad

~ 12/15/20 at 7:45 a.m. "Note Text Resigent in
| bed. Awake and oriented to self and place. Skin
warm, dry, and pale. resp [respiration] unlabored.

Pathway. Vital Signs: Pnl {Pain Level) 0...Pain

| - 12711672020 9:00 a.m. "Health Status Note. Note
| Text: Resident in bed. Awake and oriented to self
and piace. Skin warm, dry, and pale. Right arm
edematous (swollen), and bruised. Resident to go
| to Dialysis clinic this morning. Medication for pain

- 12/17/2020 6:54 a.m. “Health Status Note. Note

- 1271772020 11:27 a.m. “Health Status Note. Late
Entry: Note Text: Went into resident room to help

swelling to left leg. Resident rated pain '3-4" on a
scale of 1-10." Medicated with PRN (as needed)
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tylenol. Called MD (medical doctor) for orders to
X-Ray leg. Order calied into [name of mobile
X-ray company]. RP (responsible party) noftifizd.

| Called dizlysis center to inform them that resident
refused transport and request maka-up treatment
| session. Awaiting call back

| - 12/17/2020 9:47 p.m. Health Status Note. Note

i Text: Received in report that pt {patient) began

| o (complain of) pain below L {left) knes last
night after transferring from WC (wheelchair) to

| bed. Ptgiven Tylenol @ (at) 1822 (6:22 p.m.) and
ice applied fo site... Pt screams if leg is moved at

| all. Received cafl from radiology that pt has L
{left) proximal tibia {leg) fx (fracture). Called MD
on call. Per [name of physician] send pt to {local

| hospital] for evaluation. Pt, [RP], DON (director of
nursing), and unit manager nolified of
transportation to ED (emergency Department).”

- 12/18/2020 4:34 a.m. "Health Status Note. Note
Text: Resident returns to unit from [hospital] with
diagnosis of Left fractured knee Vita Signs stable
resident rates her pain at an 8 and is given prn
Tylenol.”

| - 12/18/2020 4:46 p.m. "Nursing Daily Skilled
Pathway. Vital Signs: Pnl 7...Pain scale:
Numerical "

- 12/19/2020 7:47 a.m. "MD Progress Note. Note
Text: ER {emergency room) fiu (follow up)...Pt
had a fall and was seen at [local hospital] on
12117 for a proximal tibial fx. (fracture) Pain is
well controlled. She is to fiu (follow up) with ortho
(orthopedic) next wk."

On 2/4/21 at 11:34 a.m., ASM {administrative
staff member) #4, the resident's attending
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| Hoyer (mechanical fift). When asked if Resident

| whatsoever." When asked if she knew how

| She stated she went in to Resident #1's room io

Confinued From page 19

physician, was interviewed. When askad about
tthe note she wrote on 12/19/20 stating Resident
#1 "had 2 fall," ASM #4 stated: "1 know nothing
[about the 2. It was just wihat | was ol in
report. Probably the nurses told me.” She stated
the word ‘2l was a word she uses regulanty.
"Nursing home residents fall all the time.” She |
stated she did mot know how the resident fell, or |
any circumstances surrounding the fall.

On 2/4/21 at 11:43 a.m., RN (registered nurse) #3
was interviewed. When asked how Resident #1
was to be safely transferred prior to the broken
leg discovered on 12/17/20, RN #3 stated, "A

#1, prior to her injury, was able to bear any weight
on her legs, RN #3 stated, “No. None

Resident #1's leg became broken, she stated
when she came in for her shift on 12/17/20, she
was told the resident was having significant pain.

assess ner. She attempted to repaosition the
resident, and the resident started “screaming
from pain.” She obtained an order to have the
resident receive an X-ray, and the results came
back on her shift. She stated, "l was toid that the
resident had a broken leg.”

On 2/4/21 at 12.16 p.m.. CNA (certified nursing
assistant} #2 was interviewed. She stated she did
not know how Resident #1's leq was broken.

On 2/4/21 at 12:33 p.m., OSM (other staff
member) #5, an occupational therapist, was
interviewed. She stated she did not know how
Resident #1's leg had been broken.

On 2/4/21 at 3:33 p.m., LPN #5, a shift

F&03
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her up, and then | set her in the bed.™ When

LPN #5 was informad of the results of the

| nterviews with the therapist and other staff
members, who had said that, prior to her leg
fracture, Resident #1 was unable to bear any
weight on her legs. LPN #5 stated, “Well she
! stood up for me. And she kind of pivoted so |

| @ shift supenvisor, transferred a resident, he

the care plan or physician orders or any other

at the time." When asked if he knows how the

12717720, he stated he did not know.

On 2/4/21 at 4:31 p.m., ASM #2, the regional
director of operations, and RN #1, the ADON

Resident #1's leg was fractured in December

facility when this incident occurred. ASM 2
stated he had just taken over as interim

‘minimal” document describing a facility

remembered transfening Resident #1 from her
wiheelchair to her bed on the evening of 12/16/20,
LPN #5 stated, “Yes. She was in the chair. | am
strong and heafty. | got har to stand up. | picked

asked if her leg hit anything, or was positioned
inappropriately at any time, LPN #5 stated, "No."

could get her in the bed.” When asked why he. as

| stated he could not remamber, but "felt like we
were short staffed.” When askead if he consulted

| staff members before he transferred Resident #1,
LPN #5 stated, "l just did the only thing | could do

resident should have been transferred, LPN #5
stated, "Right now, | can't say." When asked if he
knew how Resident #1's leg had been fractured
between 7:00 p.m. on 12/16/20 and 6:00 2.m. on

{assistant director of nursing) were asked how
2020. RN #1 stated she was not working in the
administrator on 2/2/21, and he was unaware of

the circumstances surrounding Resident #1's leg
fracture. ASM #2 stated he believed there was a

F 609
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investigation. The sunveyor raquested a of
fthis document.

A review of the facility documant, "Investigation
for [Resident #1]" revealed, in part: “The folllowing
timefine documentation is the result of an

| in-house investigation following har ief leg

fracture to attempt to determine the cause of
injury.” What follows is word for word
recapitulation of the progress notes referenced
above. Additional information included an
interview with the resident. This interview was
documented as foliows: "Resident was
interviewed and denied being afraid of any staff
member, stated she felt safe and that no one had
ever been mean 1o her or hurt her in any way.

| When asked about the injury to her leg, she

stated, "She dropped me on my head and that
caused my leg to break.’ When asked if she was
being put into bed or transferring out of bed, she
stated she was going to bed, and thatiswas a
‘'she.' When asked to tell about what happenead,
she reported that 2 people were using the ik,
Question was re-asked if there were 2 people
using the left and dropped her onto her head and
she answered yes again Hospital H&P reflect
she told them she had a fall at dialysis.” The
invesligation conlained no evidence of staff
interviews. The investigation did not decument or
contain a date, the name of the person
conducting the investigation or signature.

On 2/4/21 at 4:45 p.m., the interview continuad
with ASM #2 and RN #1. When asked, again,
how Resident #1's leg was broken, ASM #2 and
RN #1 stated they did not know faor sure. ASM %2
stated, "We assumed it was during a resident
transfer." When asked why the facility did not
interview any staff regarding this incidant, neither

FB09
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ASH #2 or RN #1 could answer. ASM #2 stated if
he had been the administrator 2t the time, he

| would have gotten 24 or even 72 hours' worth of

caregiver interviews around the fime the injury
oocurred. YWhen asked what should happen whan
a resident receives an injury of unknown origin
(U0O), ASW #2 stated, “We are reguired to submit
2 FRI {faciiity reported incident) to the state and
other agencies.” When asked if the facility

| submitted a FRI for Resident #1's IU0, he stated,
| “No. Not that | have seen”

| A review of the facility policy, "Abuse Prevention
| Program,” revealed, in part: “As pari of the
| resident abuse prevention, the administration

will:.. 1dentify and assess ail possible incidents of
abuse...Investigate and report any allegations of

| abuse within timeframes as required by federal
| requirements .. The staff, with the physician's
| input as needed, will investigate alleged abuse

and neglect to clarify what happened and identify

| possible causes.”

No further information was provided prior to exit.
REFERENCES

(1) "End-stage kidney disease (ESKD) is the fast
stage of long-term {chronic) kidney disease. This
is when your kidneys can no longer support your
body's needs. End-stage kidney disease is also
called end-stage renal disease (ESRD)." This
information is taken from the websile
https:/imedlineplus.goviency/aricle/000500.htm.

(2) "Whnen your kidneys are healthy, they clean
your blood. They also make hormones that keep
your bones strong and your blood healthy. When
your kidneys fail, you need treatment to replace

F 802
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the work your kidneys wsed to do. Unless you
have a kidney transplant, you will nesd a
treatment called dizlysis. There are two main
types of dialysis. Both types filter your biood to rid
your body of hanmiul wastes, extra salt, and
water. Hemodialysis uses a machine. It is

| sometimes called an artificial kidney. You usually
| 9o to @ special clinic for treatments several times

aweek." This information was taken from the

| website hitps:imediineplus govidialysis_html.

{3) "Dizbetes (melitus) is a disease in which your
| blood glucese, or blood sugar, levels are too
| high." This information is taken from the website

hitps:/imedlineplus govidiabetes. htmi.

{4) "Bipolar disorder (formesly called

| manic-depressive iliness or manic depression) is
| @ mental disorder that causes unusual shifts in

moeod, energy, activity levels, concentration, and

| the ability to carry out day-to-day tasks.” This

information is taken from the website
https/iwww nimh.nih.govihealth/topicsibipolar-dis

| order/index.shtml,

(5) "Obesity, defined as a body mass index (BMI)
= 30 kg/m2, is recognized as an important risk
factor. The Centers for Disease Control and
Prevention (CDC) reported that obesity rates in
the U.S. have increased dramatically over the last
30 years, and obesity is now epidemic in the
United States {Kahn, 2008). For adults 60 years
and older, the prevalence of obesity is about 37%
among men and 34% among women (NHANES -
National Health and Nutrition Examination
Survey). Obesity may be further classified
according to the NIH:

Class | Obesity = BMI 30.0-34.9 kgim?
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Cizss Il Obesity = BMI 35.0-39.9 kglim?
OlassHH(Emesmyﬂbesﬂy BMI = 40.0 kghm®"
Thmm&uumwmmmmm
hittps #iwevre. s govimedicare-cove abas

1 %ﬂaﬁhm-hadmg—shedhamx?ﬂchﬂd‘zﬁﬁ&f; _
| omdb=true.

| (B) “Acetaminophen is used to relieve mild to

moderate pain from headaches, muscie aches,
menstrual periods, colds and sore throats, i .
toothaches, backaches, and reactions to ' |
vaccinations (shots), and to reduce fever.

{ Acetaminophen may also be used to refieve the

| pain of osteoarthritis (arthitis caused by the
breakdown of the lining of the joints).

| Acetaminophen is in a class of medications called
| analgesics {pain relievers) and antipyretics {fever
reducers). it works by changing the way the body
| senses pain and by cooling the body." This
information is taken from the website
hitps:#/imedlineplus.govidruginfo/meds/a681004 h
tml

F 657 | Care Pian Timing and Revision F 857 £657 Care Plan Timing and Revision
SS=D | CFR(s): 483.21{b)(2){i)-{iii)

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

ba- 1. Resident 1's care plan was revised to reflect
(i) Developed within 7 days after completion of appropriate transfer status on 2-5-21.

the comprehensive assessment.

(ity Prepared by an interdisciplinary team, that 2. Residents that reside in the facility that need
includes but is not limited to-- assistance with transfers have the potential
(A) The attending physician. to be affected by this alleged deficient
(B) A registered nurse with responsibility for the practice. Nursing Administration Team and
resident. Therapy will review residents transfer status
(C) A nurse aide with responsibility for the to ensure that care plans are reflective of
resident.

residents mast current assistive needs and

(D) Amember of food and nutrition services staff. update as needed
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(E) To the extent practicable, the paricipation of
ithe resident and the residen('s representative(s).
An explanation must be included in a resident's

medical record if the participation of the resident

revisigns mecessary at this time. The
Stafit Development
Coordinator/Designee will in-service the
' Interdisciplinary team on initiating and

and their resident representative is determined
not practicable for the development of the

| resident's care plan.

| {F) Other appropriate staff or professionals in

| disciplines as determinad by the resident's nesds
| or as requested by the resident.

{iii)Reviewed and revised by the interdisciplinary

| team after each assessment, including both the

| comprehensive and quarterly review

| revising care plans to include transfer
! status on all new admissions and with a
d change in residents transfer statws. (DT
will discuss transfer status changes
during utilization review meeting and |
care plans will be revised as needed. :
. DON/Designee will randomly audit 10
| newly admitted residents and current

i residents care plans twice weekly for 2 |

| assessments ! ] ; : ; i
This REQUIREMENT is not met as evidenced f i weeks then weekly for 3 weeks and then
| by: monthly until facility reaches 100%

compliance. Results of these audits will
be brought forth to the QAPI committee
for and further

| Based on staff interview, facility documant
review, clinical record review, and in the course of
a complaint investigation, it was determined that
the facility staff failed to revise the comprehensive recommendations.

care plan to include the recommended method of | |
safe transfer for one of six residents in the survey
sample, Resident #1. The facility staff failed to
update Resident#1's care plan to reflect a
physical therapist's recommendation to use a
mechanical lift or to complete a sliding board
transfer in and out of bed when a mechanical lift
was not available.

review

03-02-2021

The findings include:

Resident #1 was admitted to the facility on
11/26/18, and most recently readmitted on
12/24/20, with diagnoses including, but not limited
to. ESRD (end stage renal disease) {1) requiring
dialysis {2). history of a stroke, diabetes (3)
bipolar disorder (4). and morbid (exireme) obesity
(5). On the mos! recent MDS (minimum data set),
a significant change assessment with an ARD

Event ID:OFQR 11 Faciily 1D VAD034 If continuation sheel Page 26 of 69
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(essessment reference date) of 12/30/20,
Resident #1 was coded as being seversly

| cognitively impaired for making daily degisions,

having scored seven out of 15 on the BIMS (brief
interview for mental status). She was coded as

| requiring the extensive assistance of staff for bed

mobility, dressing, and personal hygiens. She

| was coded as being completely depandent on the
| assistance of two staff members for transfers and

bathing. She was coded as not moving from a
sitting to standing position, or as walking, during

| the lookback period. Her only mobility device was

a wheelchair. She was coded as receiving

dialysis during the lookback period.

| On the MDS immediately prior to 12/16/20, 2

quarerly assessmant with an ARD of 11/23/20.
Resident #1 was coded as being severely

| cognitively impaired for making daily decisions,

having scored six out of 15 on the BIMS (brief
interview for mental status). She was coded as
requiring the extensive assistance of staff for bed
mobility, transfers, dressing, and personal
hygiene. She was coded as being completely
dependent on the assistance of two staff
members for toileting and bathing. She was
coded as not moving from a sitting to standing
position, or as walking, during the lookback
period. Her only mobility device was a wheelchair.

Areview of Resident #1's PT (physical therapy)
Discharge Summary immediately prior to
12/16/20, dated 6/5/20, revealed, in part: "DC
(discharge location) = Pt (patient discharged to
reside in this LTC {long term care)

facility... Prognosis to Maintain CLOF {current
level of functioning)=Goad with consistent staff
follow-through . Prior equipment to Onset:w/chair
(wheelchair), Hoyer (mechanical) lift. .LTG (long

F 857
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term goal) Discontimue on 6/5/20 Pt will complete
a sliding board transfer with minimal assistance X
1 for functional transfars in and OOB (out of bed
wihen Hayer lift not available) - Discharge Mod
(moderate) to max (maximum) A {assistance)

X1

#A review of Resident #1's comprehensive care

| plan dated 9/23/20 revealed, in part: "l have an
| ADL (activities of daily living) self-care

| performance deficit.....| require 1 person assist
| with transfers * This itern was documentad as

| being cancelied on 12/18/20. This care plan

contained ro information related to transfer by
sliding board or mechanicai it for Resident #1.

| On 274721 at 12:16 p.m., CNA {certified nursing
| assistant) #2 was mterviewed. She stated she

was familiar with Resident #1, and had worked

| with her many times prior to her ieg fracture in

December 2020. She stated that, as long has she
had cared for Resident #1, Resident #1 had
required two people to transfer her with a
mechanical iift, and that she could not bear any
weight on her legs. CNA #2 stated the resident
could not be safely transferred by one person
without a lift

| On 2/4/21 at 12:20 p.m., LPN #3 was interviewed.

When asked how she knew how to safely transfer
a resident, LPN #3 stated, "They usually have an
actual order written. It should be in the plan of
care."

On 2/4/21 at 12:33 p.m., OSM (other staff
member) #5, an occupational therapist, was
interviewed. She stated the physical therapist
who had worked with Resident #1 in June 2020
was no longer working at the facility. She stated
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she was familizr with Resident #1's status prior to
her leg fracture. OSM #5 stated Resident #1
required a mechanical lift for transfers becausa
she was unable to bear any weight at 31 on her
legs.

On 2/4/21 3t 3:33 pom., LPN #5, a shift
supervisor, was interviewed. When asked how
staff know how to safely transfer a resident, he }
stated, “We have it on the care plans, in the
MARSs (medicaltion administration records), and
TARs (treatment administration records).”

On 2/4/21 at 4:31 p.m., ASM #2, the regional |
director of operations, and RN #1, the ADON |
{assistant director of nursing) were asked how
the staff knew how a resident should be safely
transferred. RN #1 stated, "It should be in the
plan of care.”

On 2/5/21 at 9:30 am., ASM #2, ASM £3,
regional clinical director, RN #1, and OSM #5,
director of rehab services, were interviewad. ASM
#3 stated the facility relies on the therapy staff to
tell us about safe transfers. She stated the
therapy staff is a very important part of the team.
and the flocr staff rely on therapy
recommendations for a safe transfer for al!
residents. OSM #8 was asked o review the
6/8/20 PT Discharge Summary referenced ahove.
When asked what this document says about 2
safe transfer for Resident #1 prior to 12/16/20,
OSM #6 stated, "To use a [mechanical] lift. That
was [the physical therapist's] recommendation to
be used at all times.” When asked the process for
communicating the therapist's recommendation
for a safe transfer to all staff caring for a resident.
ASM #3 stated the therapist's evaluations and
recommendations should be discussed at the
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morming meetings, and then the care plan shouid
be updated. She stated =t that fime, the wnit
manager and education staff should be
communicating with the rest of the floor staff
about what the resident needed. ASM #3 stated
Resident #1's care plan was not updated as it
should have been with the therapist's
recommendations for transfers.

{ Areview of the facility policy, "Safe Lifting and
Movement of Residents.” reveaied, in part;

| "Resident safety dignity, comfort and medical

| condition will be incorporated into goais and
decisions regarding the safe lifting and moving of
| residents. Manual lifting of residents shall be
eliminated when feasible. Nursing staff, in
conjunclion with the rehabiiitation staff, shall

| assess individual residents’ needs for transfer
assistance on an ongoing basis. Staff will

| document resident transferring and fifiing neads
in the care pian...Mechanical lifting devices shall
be used for heavy lifting, including lifting and
moving residents when necessary.”

No further information was provided prior to exit.
REFERENCES

{1) "End-stage kidney disease (ESKD) is the last
stage of long-term (chronic) kidney disease This
is when your kidneys can no longer support your
body's needs. End-stage kidney disease is also
called end-stage renal disease (ESRD)." This
information is taken from the website
hitps://mediinepius.gov/ency/article/000500. htm.

(2) "When your kidneys are healthy, they clean
your blood. They also make hormones that keep
your bones strong and your blood healthy. When
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your kidneys fzil, you nead treatment to replace
ithe work your kidneys used to do. Uniess you
have a Kidney transplant, you will need 2
treatment called dialysis. There are two main
types of dialysis. Both types filter your blood to rid
your body of harmiul wastes, extra sall, and
water. Hemodialysis uses a machinz. It is
sometimes called an artificial kidney. You usually
go to a special dlinic for treatments several fimes
aweek." This information was taken from the
website https:i/medlineplus gov/dialysis himi

(3) "Diabetes {melitus) is a diseass in which your
biood glucose, or blood sugar, levels are too
high."” This infermation is taken from the website
https://medlineplus govidiabetes htmil,

(4) "Bipolar disorder (formerly called
manic-depressive iliness or manic depression) is
a mental disorder that causes unusual shifis in
mood, energy, activity levels, concentration, and
the ability to carry out day-to-day tasks.” This
information is taken from the website
hitps:/iwww.nimh.nih, gov/healthitopicsibipolar-dis
orderfindex.shtml.

(5) "Obesity, defined as a body mass index (BMD
= 30 kg/m2, is recognized as an important risk
factor. The Centers for Disease Control and
Prevention (CDC) reported that obesity rates in
the U.S. have increased dramatically over the last
30 years, and obesily is now epidemic in the
United States (Kahn, 2009). Fer adulis 80 years
and older, the prevalence of obesily is about 37%
among men and 34% among women (NHANES -
National Health and Nutrition Examination
Survey). Obesity may be further classified
according to the NIH:

F&57
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Class | Obesity = BMI 30.0-34.9 kgim?
| Class Il Qbesity = BMI 35.0-39.9 kglm®
i Class Il {(Extrame) Obesity = BMI = 40.0 kg/m= |
| This information is taken from the website | J
| https:ifwnmaw.oms govimedicare-coverage-databas ! '
| efdetaiisinca-tracking-sheet aspx?NCAIG=25884 '
| omdb=true.
| (6) "Acetaminophen is used to relieve mid to
| moderate pain from headaches, muscle aches,
| menstrual periods, colds and sore throats,
| toothaches, backaches, and reactions to
| vaccinations (shots), and to reduce fever.
! Acetaminophen may also be used to relieve the
pain of osteocarthritis {arthritis caused by the
breakdown of the lining of the joints),
Acetaminophen is in a class of madications calied
analgesics {pain relievers) and antipyretics {fever
reducers). It works by changing the way the body
senses pain and by cooling the body." This
information is taken from the website
https://medlineplus. govidruginfolmeds/ag81004 h
iy . - R ' F638%9 Free of Accident
F B89 | Free of Accident Hazards/Supervision/Devices F 689 Hazards/Supervision/Devices
$8=D | CFR(s): 483.25(d)(1){2) 1- Kesigent #1 care plan updated to reflect
sppropriate transfer status when lift is
§483.25(d) Accidents. not avgilable,
The facility must ensure that - 2- Residents reqguiring transfers with
§483.25(d)( 1) The resident environment remains mechanical lift have the potential to be
as free of accident hazards as is possible; and affected by this alleged deficient
§483.25(d){2)Each resident receives adequate pr.acnce. Nursmg‘ﬂdm'msmm? [ea.m
supervision and assistance devices to prevent W"F Eehabyrace IR t_hemw i 'de"tffv
accidents. residents in the facility that require
This REQUIREMENT is not met as evidenced mechanical ift for appropriate transfer
by: status when lift is unavailahle
Based on staff interview, facility document 3- Safety and Supervision of Residents policy
review, clinical record review, and in the course of reviewed, on 2-5-21, no revisions necessary
at this time. Staff development coordinator
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& complaint investigation, it was determined that nursing s12ff on Safety and Supervision
the facility staff fziled to ensure a safe transfer of Residents policy and reviewing plan of
with assistive devices to prevent accidents for care for appropriate transfer status.
one of six residents in the survey sample, 4~ Umit Manager/Desipnee will awdit
{(Resident #1). On 12/16/20, a facility nurse transiers of 9 residents per week for 2
transferred Resident #1 manuwally from her weeks, 6 residents per week for 2 weeks
wheeldhair to her bed. Therapy recommendations until facility reaches 100% to ensure
| were for the resident to be transferred by compliance with tramsfer status of
mechanical liift or sliding board when a residents requiring assistance  with
mechanical ift was not availabie. transfers. Results of these audits will be
brought forth to the QAP! committee for
The findings include: review and further recommeandations
03-02-2021

| Resident #1 was admitted to the facility on
| 11726118, and most recently readmitted on

12/24/20, with diagnoses including, but not limited

| to: ESRD (end stage renal disease) (1) requiring

dialysis (2), history of a stroke, diabetes (3)
bipolar disorder {4), and morbid {extreme) obesity
(5). On the most recent MDS (minimum data set),
a significant change assessment with an ARD
{assessment reference date) of 12/30/20,

| Resident #1 was coded as being severely

cognitively impaired for making daily decisions,
having scorad seven out of 15 on the BIMS (brief
interview for mental status). She was coded as
requinng the extensive assistance of staff for bed
mobility, dressing, and personal hygiene, She
was coded as being completely dependent on the
assistance of two staff members for transfers and
bathing. She was coded as not moving from a
sitting to standing position, or as walking, during
the lookback period. Her only mobility device was
a wheelchair. She was coded as receiving
dialysis during the lookback period.

On the MDS immediately prior to 12/16/20, a
quarterly assessment with an ARD of 11/23/20,
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Resident #1 was coded as being seversly
cognifively impaired for making daily decisions,
inaving scored six out of 15 on the BIMS (brief
interview for mental status). She was coded as
requiring the extensive assistance of staff for bed
mobility, transfers, dressing, and personal
hygiene. She was coded as being complately
dependent on the assistance of two staff
members for toilsting and bathing. She was
coded as not moving from a sitting to standing

| position, or as walking, during the lockback
| period. Her only mobility device was a wheelchair.

A review of Resident #1's PT (physical therapy)

| Discharge Summary immediately prior to

12/16/20, dated 6/5/20, revealed, in part: "DC
{discharge location) = P1 {patient discharged to
reside in this LTC (long term care)
facility...Prognosis to Maintain CLOF {current
level of functioning)=Good with consistent staff
follow-through... Prior equipment to Onset:wichair
{wheelchair), Hoyer (mechanical) lift. .LTG {long

1 term goal) Discontinue on 6/5/20 Pt will complete

a sliding board transfer with minimal assistance X
1 for functional transfers in and QOB {out of bed
when Hoyer lift not available) - Discharge Mod
{moderate) to max (maximum) A (assistance)
X1z

A review of Resident #1's comprehensive gare
plan dated 9/23/20 revealed, in part: "l have an
ADL (activities of daily living) self-care
performance deficit... .1 require 1 person assist
with transfers.” This item was documentad as
being cancelled on 12/18/20. This care plan
contained no information related to transfer by
sliding board or mechanical lift for Resident #1.

Further review of Resident #1's clinical record
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revealed the following progress notes:

- 12/15/20 at 7:45 a.m. "Note Text: Resident in
bed. Awake and oriented to self and place. Skin
No C/0 {complaint of) pain or discomfort.”

- 12/15/2020 7:10 p.m. “Nursing Daily Skilled
Pathway. Vital Signs: Pnl {Pain Level) 0. Pain !
scale: Numerical” |

- 12/186/2020 9:00 a.m. "Health Stalus Note. Note
Text: Resident in bed. Awake and oriented to self
and place. Skin warm, dry, and pale. Right arm
edematous {swollen), and bruised. Resident to go
to Dialysis cfinic this morning. Medication for pain
| to right arm given. Up in wheelchair.”

- 12/16/2020 7:10 p.m. "Nursing Daily Skilled
Pathway. Vital Signs: Pnl 0...Pain scale:
Numerical "

- 12/17/2020 6:54 a.m. "Health Status Note. Note
Text: 2 Tylenal (6) given at 6:50 am...patient
continues to complain in left leg at knee "

- 12/17/2020 11:27 a.m. "Health Status Note. Late
Entry: Note Text: Went into resident room to help
her get ready for dialysis. Resident stated she
was not going to dialysis because her leg was
hurting. Assessment of leg showed some
swelling to left leg. Resident rated pain '3-4" on a
scale of 1-10." Medicated with PRN (as needed)
tylenol. Called MD (medical doctor) for orders to
X-Ray leg. Order called into [name of mabile
X-ray company]. RP {responsible party) notified.
Called dialysis center to inform them that resident
refused transport and request make-up treatment
session. Awaiting call back.”
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- 1217/2020 9:47 p.m. Heslth Status Note. Note
Text: Receivad in report that pt {patient) began
©/o {complain of) pain below L (lef) knee last
might after transfarring from WC (whesidhair) to

| bed. Pt given Tylenol @ (at) 1822 (6:22 p.m.) and
| ice applied to site...Pt screams if leg is moved 2t
all. Received call from radiology that pt has L
{left) proximal tibia (leg) fx (fracture). Called MD
on call. Per [name of physician] send pt to Jlocal
hospitai] for evaluation. Pt, [RP], DON (director of
nursing), and unit manager notified of
transportation to ED [emargency department].”

- 12/18/2020 4:34 a.m. "Hezlth Status Note. Note
| Text: Resident returns to unit from [hospital] with

| diagnosis of Leit fractured knee Vital Signs stable
resident rates her pain at an & and is given prn
Tylenol.”

- 12/18/2020 4:48 p.m. "Nursing Daily Skilied
Pathway. Vital Signs: Pnl 7.. Pain scale:
Numerical.”

- 1211972020 7:47 a.m. "MD Progress Note. Note
Text: ER fiu (foltow up)... Pt had a fall and was
seen at [local hospital] on 12/17 for a proximal
tinial ix. Pain is well controllad. She is to fiu
{follow up) with ortho next wk .

On 2/4/21 at 11:34 a.m., ASM (administrative
staff member) #4, the resident’s attending
physician, was interviewed. When asked about
the note she wrote on 12/19/20 stating Resident
#1 "had a fall." ASM #4 stated, "I know nothing
[about the fall}. It was just what | was told in
report. Probably the nurses told me.” She stated
the word “fall' was a word she uses regularly
"Nursing home residents fali all the time." She
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stated she did not kmow how the resident fell, or
any circumstances sumounding the fail,

On 204121 2t 11:49 am., RN (registered nurse) #3
was interviewed. When asked how Resident £1
was 1o be safely transfenred prior to the broken
leg discovered on 12/17/20, RN #3 stated, "A
Hoyer (mechanical liff). When asked if Resident
#1, prior to her injury, was able to bear any weight
on her legs, she stated, “No. None whatsoever.”
When asked if she knew how Resident #1's leg

| became broken, she stated when she came in for
her shift on 12/17/20, she was told the resident

| was having significant pain. She stated she went
in to Resident #1's room to assess her. She

| attempted to reposition the resident. and the
resident started "screaming from pain.” She
obtained an order to have the resident receive an
X-ray, and the results came back on her shift. RN
#3 stated, "l was told that the resident had a
broken leg.” When asked if she spacifically knew
how the resident’s leg had been broken, RN #3
stated, "My understanding is that it was a one
assist fransfer from the wheelchair to the bed.
The Hoyer lift was not used. [LPN {licensed
practical nurse) #5] did it.”

On 2/4/21 at 12:16 p.m., CNA (certified nursing
assistant) #2 was interviewed. She stated she
was familiar with Resident #1, and had worked
with her many times prior to her leg fracture in
December 2020. She stated that, as long has she
had cared for Resident #1, Resident #1 had
required two people to transfer her with a
mechanical lift, and that she could not bear any
weight on her legs. She stated the resident could
not be safely transferred by one person without a
lift. She stated she worked the morning after the
fracture happened. She stated she did not know
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Continuad From page 37
ihow Resident #1's leg was broken.

Om 2/4/21 at 12:20 p.m., LPN #3 was interviewed
Wihen asked how she knaw how to safely transfer
aresident, LPN #3 stated, "They usually have an

actual order written. 1t showld be in the plan of

"

Omn 2/4/21 at 12:33 p.m., OSM {other staff
member) #5, an occupational therapist, was
interviewed. She stated the physical therapist

| who had worked with Resident #1 in June 2020

was no longer working at the facility. She stated
she was familiar with Resident #1's status prior to
her leg fracture. She stated Resident #1 required
a mechanical lift for transiers because she was

| unable to bear any weight at all on her legs. She

stated she did not know how Resident #1's leg
had beaen broken

On 2/4/21 at 3:33 p.m., LPN #5, a shift
supervisor, was interviewed. When asked how

| staff know how to safely transfer a resident, LPN
| #5 stated, “We have it on the care plans, in the

MARSs {medication administration records), and
TARs (treatment administration records)." He
stated if the resident has been newly admilted,
there should always be hospital records that can
be used as a reference. He stated all staff have
ways to access the EMR (electronic medical

| record) and can see transfer orders. When asked

if he remembered transferring Resident #1 from
her wheelchair to her bed on the evening of
12/16/20, LPN #5 stated, "Yes. She was in the
chair. | am strong and hefty. | got her to stand up
| picked her up, and then | set herin the bed.*
When asked if her leg hit anything, or was
positioned inappropriately at any time, LPN #5
stated, "No." LPN #5 was informed of the resulls

F 589
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of the intervisvws with the therapist and other staff
members, wiho had said that, prior to her leg
fracture, Resident #1 was unable to bear any
weight on her legs. LPN #5 stated, “Wel she
stood up for me. And she kind of pivoted so |
could get har in the bed.” When asked why he, as
a shift supervisor, transferred a resident, he
stated he could not remember, but "felt fike we
were short staffed “ When asked if he consulted
the care plan or physician orders or any other
staff members before he transferred Resident #1,
LPN 35 stated, ™ just did the only thing | could do
at the time." When asked if he knows how the

| resident should have been transfered, LPN #5

| Stated, "Right now, | can't say."

| On 24121 at 4:31 p.m , ASM #2, the regional ’ i
director of operations, and RN #1, the ADON
{assistant director of nursing) were asked how
the staff knew how a resident should be safely
transferred. RN #1 stated, "It should be in the
pian of care "

On 2/5/21 at 9:30 am., ASM #2, ASM #3,
regional clinical direcior, RN #1, and OSM #5,
director of rehab services, were interviewed. ASM
#3 stated she had spoken with a facility therapist
on 2/4/21, and the therapist had stated the
resident sometimes refused to bear weight.
When asked if that meant the resident was able
to bear weight, but chose not to, ASM #3 stated,
"It just means the therapist's view is that the
resident chose not to bear weight.” She stated
that the trust level of residents varies depending
on which staff member is caring for them. ASM
#2 stated, "We rely on the CNAs who work with
the residents 24 hours a day.” When informed
that a CNA familiar with Resident #1 (as well as
other nurses and a therapist) had stated that that
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Resident #1 could mot bear weight on her legs,
and 2lways reguired 2 mechanicz) lift for
transfers, none of the interviewees commenied.
RN #2 stated, "We do mot nead an omder o use a
[mechanical] lift.” ASM #3 stated the facifity relies

on the therapy staff to tell us about safe transfers.
| She stated the therapy staff is a very imporiant
| part of the team, and the floor staff rely on

therapy recommendations for @ safe transfer for
all residents. OSM #6 was asked to review the

6/6120 PT Dischargs Summary referenced above.
| When asked what this document says about a

safe transfer for Residant #1 prior to 12/16/20,
she stated, “To use a [mechanical] lift. That was
[the physical therapist's] recommendation to be
used at all times." When asked the process for
communicating the therapist's recommendation
for a safe transfer to all staff caring for a resident,
ASM #3 stated the therapist's evaluations and
recommendations should be discussed at the
morning meetings, and then the care plan should
be updated. She stated at that time, the unit
manager and education staff should be
communicating with the rest of the floor staff
about what the resident needed. She stated
Resident #1's care plan was not updated as it
should have been with the therapist's
recommendations for transfers. When asked if
Resident #1 was safely transferred by LPN #5 on
12/16/20. ASM #2 and ASM #3 stated, "No. She
was not."

A review of the facility policy, "Safe Lifting and
Movement of Residents.” revealed, in part:
"Resident safety dignity, comfort and medical
condition will be incorporated into goals and
decisions regarding the safe lifting and moving of
residents. Manual lifting of residents shall be
eliminated when feasible. Nursing staff, in
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assess individual residents’ needs for transfer
assistance on an ongoing basis. Staff will
document resident transfeming and lifiing needs
in the care plan. Mechanical lifting devioss shall

| be used for heavy lifting, including lifting and
| moving residents when necessary.”

No further information was provided prior to exit.

(1) "End-stage kidney disease (ESKD) is the last

| stage of long-term (chronic) kidney disease. This

is when your kidneys can no longer support your

| body's needs. End-stage kidney disease is also

called end-stage renal disease (ESRD).“ This

| information is taken from the website
| hitps.//medlineplus gov/ency/article/D00500 him.

(2) "When your kidneys are heaithy, they clean
your bleod. They also make hormones that kesp

| your bones strong and your blood hezlthy. When

your Kidneys fail, you need treatment to replace
the work your kidneys used to do. Unless you
have a kidney transplant, you will need a
treatment called dialysis. There are two main
types of dialysis. Both types filter your bloed to rid
your body of harmful wastes, exira salt, and
water. Hemodiaiysis uses a machine. ltis
sometimes called an artificial kidney. You usually
go to a special clinic for treatments several times
aweek.” This information was taken from the
website hitps://medlineplus.govidialysis. html.

(3) "Diabetes (mellitus) is a disease in which your
blood glucose, or blood sugar, levels are too
high." This information is taken from the website
https:/imedlineplus.govidiabetes. himil.

(4) "Bipolar disorder (formeriy called

4)ID SUNmRARY STATEMENT OF DERIDIENCIES
RRERK (EACH DERICIENCY MUST BE MREDEDED Y FULL
e REGULATORY OR LT IDENTIFVING INRORNMATION) REND
DERICIENTY)
F 689 | Continued From page 40 F 689
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manic<depressive iliness or manic depression) is
2 menital disorder that causes unusual shifts in
mood, energy, adivity levels, concentration, and
the aibility to canry out day-to-day tasks.” This

| information is taken from the website

hittps:/fersnw miminin goviheaithitopics/bipolar-dis
orderfingex. shtml.

{5) “Obesity, defined as a body mass index (BMI)

1= 30 kglm?2, is recognized as an impaortant risk

factor. The Centers for Disease Control and
Prevention (CDC) reported that obesity rates in
the U.S. have increased dramatically over the last
30 yaars, and obesity is now epidemic in the
United States {Kahn, 2008). For adults 80 years
and older, the prevalence of obesity is about 37%
among men and 34% amoeng women (NHANES -
National Health and Nutrition Examination

| Survey). Obesily may be further classified
| according to the NIH:

Class | Obesity = BMI 30.0-34.9 kg/im?

Class Il Obesity = BMI 35.0-39.9 kg/m?

Class it (Extreme) Chesity = BMI = 40.0 kg/m™
This information is taken from the website
https:/iwww.cms.gov/medicare-coverage-databas
e/detaiis/nca-tracking-sheet. aspx?NCAId=258&fr
emdb=true.

(8) "Acetaminophen is used to relieve mild ta
moderate pain from headaches, muscle aches,
menstrual periods, colds and sore throats,
toothaches, backaches, and reactions to
vaccinations (shots), and to reduce faver.
Acetaminophen may also be used to relieve the
pain of osteoarthritis (arthritis caused by the
breakdown of the lining of the joints).
Acetaminophen is in a class of medications called
analgesics (pain relievers) and antipyretics (fever
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reduoers). It works by changing the way the body
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8S=E | CFR(s): 483.25(1)

§483.25(1) Dialysis.

The facility must ensure that residents who
require dialysis receive such services, consistent
| with professional standards of practice, the

| comprehensive person-centered care plan, and

| the residents’ goals and preferences.

| This REQUIREMENT is not met as evidenced

| by:

Based on staff interview, facility document

| review, clinical record review, and in the course of
a complaint investigation, it was determined that
the facility staff failed to provide dialysis care and
services for one of six residents in the survey
sample, Resident #1. The facility staff failed to

1 ensure Resident #1 received dialysis as ordered

| by the physician on 1/5/21; failed to provide for
assessment of Resident #1's dialysis access site,
and failed to provide instructions to clinical staff
regarding use of the resident's right arm for all of
January 2021.

The findings include:

Resident #1 was admitied to the facility on
11/26/18, and most recently readmitied on
12124720, with diagnoses including, but not limited
to: ESRD (end stage renal disease) (1) requiring
dialysis (2), history of a siroke, diabates (3)
bipolar disorder (4}, and morbid (extreme) obesity
(5). On the most recent MDS {minimum data set),

IF 683

F 698,

1~ Resident 1 physician omders updated to

| include monitoring of dialysis access site and
restrictions regarding use of affected |
extremity. ‘

2- Residents receiving dialysis services have the |

| potential to be affected by this alieged |

| deficient practice. Clinical Administration
team will review medical records for
residents receiving dialysis to ensure orders
are reflective of dialysis appointments, |
location and times, monitoring dialysis |
access site and restrictions for vital signs,
needlesticks to affected extremity.

3- Hemodialysis Access Care Policy reviewed,
on 2-5-21, no revisions necessary at this |
time. Staff Development
Coordinator/Designee will in-service
Licensed Nursing Staff on Hemodialysis
Access Care  Policy and  Dialysis
communication forms to ensure orders are
obtained for dialysis, monitoring of dialysis
access site and restrictions for vital
signs/needlesticks to affected extremity.
Newly admitted residents that receive
dialysis services will be reviewed in Clinical
Meeting daily Monday through Friday for to
ensure Dialysis orders are in place to include
dialysis days and times, monitoring dialysis
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@ significant change assessment with an ARD
(2ssessment reference date) of 12/30/20,
Resident #1 was coded 25 being severely
cognitively impaired for making daily decisions,
having scored seven out of 15 on the BIMS (brisf

{ interview for mental status). She was coded as

requiring the extensive assistance of staff for bed
maobility, dressing, and personal hygiens. She
was cotied as being completely dependent on the
assistance of two staff members for transfers and
bathing. She was coded as not moving from a
sitling to standing position, or as walking, during
the lookback period. Her only mobility devics was
a wheelchair She was coded as receiving
dialysis during the lookback period.

Resident #1 was unavailable for observation

during the survey. She was out for 2 dialysis
appointment

A review of Resident #1's clinical record revealed
the following physician order dated 11/19/20:
"Dialysis T-Th-Sat (Tuesday, Thursday, Saturday)
[name of community dialysis center] one time a
day every Tue (Tuesday). Thu (Thursday), Sat
(Saturday).” The order did not have a stop date.

Further review of Resident #1's clinical record
revealed a TAR (treatment administration record)
for January 2021, which documented the above
physician's order for dialysis. The box for
Resident #1's dialysis treatment on 1/5/21 was
blank. A review of Resident #1's nurses' notes for
1/5/21 contained no evidence that Resident #1
received dialysis that day, or that her physician or
RR {resident representative) was notified.

Further review of Resident #1's clinical record
failed to reveal any physician orders ar directives
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F 838 | Continued From page 43 F 638 diallysis atcess site and restrictions for

vital  signs/needlesticks to  affected
extramity.

DON/Designee  will audit Dialysis
communication forms  and  New
admission orders § days a week for 2
weeks, 3 days a week for 4 weeks to
ensure residents receiving dialysis have
appropriate  physician orders and
communication with physicians/dialysis
centers and responsible party.

. 0302-2021
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for staff for the assessment of Resident 21's

| dialysis acoess site (AV [arteriovenous] fistula) in
her right anm, or for the staff not to use Resident
#1's right am for blood pressures, blood draws,
or IV (intravenows) access. The TAR for January
2021 contained no documentation regarding
these assessments or directives.

Areview of Resident #1's comprehensive care
plan dated 9/23/20 revealed, in part: "l nead
| dialysis...Check and change dressing daily at
| access site. Document.”

| On 21421 at 11:29 a.m., RN (registered nurse) #3
| was interviewed. RN #3 was asked what it means
| when a resident's TAR with documented
physician orders for dialysis is blank on a day the
| resident should have received dialysis. RN #3
stated it must mean the resident did not receive
dialysis that day. When asked what she would
include on daily basis in documentation for a
resident who received dialysis, RN #3 stated she
would sign the dialysis off on the TAR, and she
would write a progress note stating the resident
had been out for dialysis. When asked what
facility assessments should be done for residents
receiving dialysis, RN #3 stated, "We should be
checking for bruit and thrill (vibration in the
access site) (7) and whether it's showing any
signs of infection.” When asked if staff should ba
aware of which arm is used for dialysis, she
stated it is important not to use the arm with
dialysis access for blood pressures or IV sticks.
When asked why this is important, RN #3 stated,
"We don't want to do anything te ruin that
access."

On 2/4/21 at 12.01 p.m., LPN (licensed practical
nurse) #2, a unit manager, was interviewad.

F&38
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WVithen asked what it maans when a resident's | |
TAR iis blank on a day the resident should have ‘
received dialysis, LPN #2 stated, "If if's not
documentsd, it's not done.” He stated the nurse | '
should write a note saying something about a |
resident being out for dialysis. When asked about |
assessments the facility staff conduct for resident ! ' ’
| wiho receive dialysis, LPN #2 stated, “We should ' |
be iooking for bleeding, infection, bruit, and thrill * . i
Wihen asked if there should be orders or f ‘ ;
instructions for which arm to use for biood ’
| pressures and IV sticks, LPN #2 stated, “Yes,
absolutely.” When asked i he could locate any
such assessments or orders for Resident #1 in
| January 2021, LPN #2 stated he could not.

| On 2/4/21 at 12:20 p.m., LPN #2, who worked

{ with Resident #1 on 1/5/21, was interviswed.
When asked if she remembered whether or not
Resident #1 received dialysis on 1/5/21, LPN #2
stated it was too long ago for her to remember.

| When asked about assessments and
documentation for residents receiving dialysis,
LPN #2 stated, "l usually write a note.” When
asked what assessments she performs on
residents receiving dialysis, she stated: “l guess
vital signs before they go, and when they get
back." When asked if she knew of any restrictions
regarding the use of the same amm in which a
resident receives dialysis, LPN #2 stated, "l think
blood pressures. We are supposed to use the
other arm for blood pressures.”

On 2/4/21 at 2:20 p.m., LPN #4 was interviewed.
When asked what assessments should be
completed for residents who receive dialysis, LPN
#4 stated, "The dialysis site, infection, patency.
What their blood pressure is. If they have bruit
and thrill." When asked where that assessment is
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documentad, she stated, “On the TAR.™

On 2/4/21 &t 4.30 p.m , ASM (administrative staff
memiber) #2, the regional director of operations,

and RN #1, the assistant director of nursing |
{ADON}) were informad of these concerns.

On 2/5/21 at 9:30 am., ASM #2, RN #1, and ASM
#3, the regional director of dlinical services, were
interviewed. ASM #3 stated she had already
identified that there had not been required orders | |
| or assessments for Resident #1's dialysis access ' |
site and right arm during January 2021. She
stated she had already begun steps to correct ;
| this deficiency. |

A review of the facility policy, "Care of A Resident
| with End-Stage Renal Disease,” revealed, in part:
"Staff caring for residents with ESRD, including
residents receiving dialysis care outside the
facility, shall be trained in the care and special
needs of these residents. Education and training
of staff includes, specifically...The type of
assessment data that is to be gathered about the
resident's condition on a daily or per shift
basis...the care of grafts and fistulas *

No further information was provided prior to exit.

REFERENCES

(1) "End-stage kidney disease (ESKD) is the last
stage of long-term (chronic) kidney disease. This
is when your kidneys can no longer support your
body's needs. End-stage kidney disease is also
called end-stage renal disease (ESRD)." This
information is taken from the website
https:/imedlineplus gov/ency/article/000500.htm.

FORM CMS-2967(02-99) Previous Versions Obsolate Event 1D OFQR 1 Facihly ID  VADD34 If continualion sheet Page 47 of 69



DEPARTMIENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & NEDICAID SERVICES

STATEHENT OIF DEFIIBNDES (X)) PROVIDBR/SUPRUIERICUA
ARNID AL QF CURRECTION (DISRIMFCATIDIN MUBER

4332712

((X22) RAUILTIRLE QONSTRUCTIDIN DETE BURYEY
A BULDNG COWPLETED

B. WIiNG

INRMEE OF PROVIDIER OR SUPPLIER

CANTERBURY REHABILITATION & HEALTH CARE CENTER

STREET ADDRESE, TITY, STATE, ZIP DDDE
1776 CANIBRIDGE DRIVE
RICHMOND, VA 23238

() D
FRERIX
TRG

SUNIARY STATEMENT OF DERCIENCIES
REGULATORY OR LSC IDENTIE NG INFORMATION)

m
PRIBRIX
TAG

PROVIDER S FLAN OF CORRECTION %)
(ERCH QDRRECTIVE ACTION SHDULD BE OORPLEMIDI
CROSSREFERENGED T THE APFROPRITE (DRmE

F 698

Confimusd From page 47

(2) "Wihen your kidneys are healthy, they clean
your blood. They also make hormones thal keep
your bones strong and your blood hezlthy. YWhen
your kigneys fail, you need treatment to replace
the work your kidneys used fo do. Unless you
have a kidney transplant, you will nesd a
treatment called dialysis. There are two main
types of dialysis. Both types filter your blood 1o rid
your body of harmiul wastes, extra salt, and
water. Hemodialysis uses a machine. ltis
sometimes called an artificial kidney. You ususlly

| 9o to a special clinic for treatments several times

aweek " This information was taken from the

| website hitps.//mediineplus gov/dialysis.htmi.

(3) "Diabetes {mellitus) is a diseass in which your
blood glucose, or blood sugar, levels are too
high.™ This information is taken from the website

hitps /imedlinepius.gov/diabetes htmil.

{4) "Bipolar disorder (formerly called

manic-depressive illness or manic depression) is
a menta!l disorder that causes unusual shifts in
mood, energy, activity levels, conceniration, and
the ability to carry out day-to-day tasks.” This
information is taken from the website
hitps:/www.nimh.nih.gov/healthftopics/bipolar-dis
orderfindex.shim!

(5) "Obesity, defined as a body mass index {(BMI}
= 30 kg/m2, is recognized as an important risk
factor. The Centers for Disease Control and
Prevention {CDC) reported that obesity rates in
the U.S. have increased dramatically over the last
30 years, and obesity is now epidemic in the
United States (Kahn, 2009). For adults 80 years
and older, the prevalence of obasity is about 37%
among men and 34% among women (NHANES -

F 598
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Nationa! Hezlth and Nutrition Examination
Survzy). Obesity may be further classified
acoording to the NIH:

Class | Ovesity = BMI 30.0-34.9 kgy/m?

Class Il Obesity = BMI 35.0-39.9 kagim?®

Class lil (Extreme) Obesity = BMI = 40.0 kg/m*"
This information is taken from the website

https ifwwre.oms govimedicare-coverage-databas
eldetails/nca-tracking-sheet aspx PNCAId=2583f
omdb=true.

{8) “The best type of long-term access is an AV
fistula. A surgeon connects an artery to 2 vein,

| usually in your amm, to create an AV fistula. An

artery is a blood vessel that carries blood away
from your heart. A vein is 2 blood vessel that
carries blood back toward your heart. When the
surgeon connects an artery to a vein, the vein
grows wider and thicker, making it easier to place
the needles for dialysis. The AV fistula also has a
large diameter that aliows your blood to fiow out
and back into your body quickly. The goal is to
allow high blood flow so that the largest amount
of blood can pass through the dialyzer.” This
information is taken from the website
https://www.niddk.nih.gov/health-information/kidn
ey-disease/kidney-failure/hemodialysis.

{7) "Your access is your lifeline. You will need to
protect your access. Wash the area around your
access with soap and warm water every day.
Check the area for signs of infection, such as
warmth or redness. When blood is flowing
through your access and your access is working
well, you can feel a vibration over the area. Let
your dialysis center know if you can't feel the
vibration " This information is taken from the
website

F 698
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physician is unavailable.

This REQUIREMENT is not met as evidenced
by:

Based on staff interview, facility document
review, clinical record review, and in the course of
a complaint investigation, it was determined that
the facility failed to ensure the attending physician
ordered required dialysis care and services for
one of six residents in the survey sample,
Resident #1. The facility physician failed to order
assessment of Resident #1's dialysis access site,
and failed to provids instructions to clinical staff
regarding use of the resident's right arm for all of
January 2021.

The findings include:

| §483 30 Physician Services 1- Physician orders obtained for Resident 1 for
| A physician must personzally approve in writing a assessment of dialysis aocess site and
| recommendation that an individual be admitted to restrictions related to vitals
a facility. Each resident must remain under the signs/neediesticks in affected extremity.
care of a physician. A physician, physician 2- Residents raceiving dialysis services have the |
assistant, nurse practitioner, or clinical nurse potential to be affected by this alleged
specialist must provide orders for the resident's deficient practice. Clinical Administration
| immediate care and needs. team reviewed physician orders for
. a2 - residents receiving dizlysis were reviewed,
§483.3Q(a,} FRESEn SUpsneson. orders updated as needed 10 include
The facility must ensure that- A X
assessment of dialysis access site and
§483.30(a)(1) The medical care of each resident ekl el B W5
is supervised by a physician: signs/neediesticks to affected extremity
3- Hemodialysis Access Care Policy
§483.30{z)(2) Another physician supervises the reviewed, on 2-5-21, no revisions
| medical care of residents when their attending necessary  at  this  time. Staff

Development Coordinator/Designee will
in-service Llicensed Nursing Staff on
Hemodialysis Access Care Policy and
Dialysis communication forms to ensure
orders are obtained for dialysis,
monitoring of dialysis access site and
restrictions for vital signs/needlesticks
to affected extremity. Newly admitted
residents that receive dialysis services
will be reviewed in Clinical Meeting daily
Monday through Friday to ensure
Dialysis orders are in place to include *
dialysis days and times, monitoring
dialysis access site and restrictions for
vital signs/needlesticks to affected
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cognitively impaired for making daily decisions,
having scored seven out of 15 on the BIMS {brief

| interview for mental status). She was coded as
| requining the extensive assistance of staff for bed

mobility, dressing, and personal hygiene. She
was coded as being completely dependent on the
assistance of two staff members for transfers and
bathing. She was coded as not moving from a
sitting 1o standing position, or as walking, during
the lookback period. Her only miobility device was

| @ wheelchair. She was coded as receiving
dialysis during the logkback pericd.

Resident #1 was unavailable for observation

during the survey. She was out for a dialysis
appointment.

A review of Resident #1's clinical record revealed
the following physician order dated 11/19/20:
"Dialysis T-Th-Sat (Tuesday, Thursday, Saturday)
[name of community dialysis center] one time a
day every Tue (Tuesday), Thu (Thursday), Sat
(Saturday)." The order did not have a stop date.

Further review of Resident #1's clinical record
failed to reveal any orders or directives for
assessment of Resident #1's dialysis access site
{AV fistula) {6} in her right arm, or for the sta® not

STATEMENT OF DERCIBNOES (1) PROUDERISUPPLIERIOUM ({4B) ALALTIIFLE QONSTRUCTION] DATE SURVEY
RN FILAMN OF CORRECTION IDENTIEITATION NUMEER: A BURDNE. COMPUETED
c
- o, 02/05/2021
WANE OF FROVIDER OF SUPRUER STREET ADDRESS, TITY,, STATE, ZIP CODDE
1776 CAVBRIDEE DRVE
CANTERBURY REHABILITATION & HWEALTH CARE CENVER A
XD SUMIARY STATEMENT OF DERICIENDIES (] PROVIDIERS PLAN OF CORRECTION 5]
PREFIX (EACHDERICENCY MUST BE PRECEDED BY FUUL PREFIX (EATH CORRECTIVE ACTIDN SHOULD BE CTMPUETION
THG REGULATORY OR ILST IMENTIFYING INFORMATION) ARG T THE APPROFRIETE e
DERIIENCY)
F710 Contimued From page 50 F710 extremity. Medical Director will be
informed during QAPI meeting and will
Resident #1 was admitted to the facility on educate all Physicians and extenders of
11126/18, and most recemtly readmitted on the need for dialysis site care ordars.
12/24120, with diagnoses including, but not fimited 4- DON/De=signee  will audit  Dialysis
to: ESRD (end stage renal disease) (1) requiring communication forms and New
| Giallysis (2), history of a stroke, diabetes (3) admission orders 5 days & week for 2
fhipuﬂarﬁﬁsm@a"{d}.,amdmmmd(exh‘ane)wwﬁy weeks, 3 days 2 week for 2 weeks to
(3). On the most recent MDS (minimum data sat), ensure residents receiving dialysis have
(assessmam mffewm date) uf 12730720, communication with physicians/dislysis
| Resident #1 was coded as being severely centers and responsible party. | —
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F710

| pressures and biood draws only applies to "the

| dialysis.” When asked if those orders should

| receiving dialysis "every other day,” so the

Conitinved From page 51 1

to use Resident #1's right anm for blood ;
pressures, blood draws, or IV (intravenous)
apoess. The TAR for January 2021 contained mo
documentation regarding these assessmeanis or
ﬂj‘ ‘71 E‘Cﬁ EES.

Areview of Resident #1's comprehensive care \
plan dated 2/23/20 revealed, in part. "l need
dialysis...Check and change dressing daily at
access site. Document ™

On 215121 at 10:40 a.m., ASM (administrative
staff member) #4, who is Resident #1's attending
physician, was interviewed. When asked what
orders shouid be in piace for 2 resident who
receives dialysis, ASM #4 stated, "The orders for

include anything related to assessment of the
fistula, or directives for staff not o use the arm
containing the fistula for blood pressures or blood
draws, ASM #4 stated, "None of those things
should be in place.” She stated residents are

dialysis centers are taking care of the
assessments. ASM #4 stated the issue of blocd

hospitals," adding, "I've only seen these signs
posted in the rooms in the hospitals. These
nursing homes don't do that." ASM #4 stated,
"What you're asking about is for the hospitals, not
for nursing homes."

On 2/5/21 at 9:30 a.m., ASM #2, ASM #2, the
regional director of operations, and RN
(registered nurse) #1, the ADON (assistant
director of nursing), and ASM #3, the regional
direclor of clinical services, were informed of this
concern. ASM #3 stated she had already
identified that there had not been required orders

F 710
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F710

Continued From page 52

or assessments for Resident #1's dialysis acoess
site and right arm during Jamuary 2021. She
stated she had already begun steps to conrect
this deficiency. ASM #3 stated the facility is
responsibie for having the comredt orders for
Emseﬁansmmsidaﬁsmamrmwm
dialysis.

A review of the facility policy, "Care of A Resident
with End-Stage Renal Disease,” revealed, in part:
“Staff caring for residents with ESRD, including
residents receiving dialysis care outside the

| facility, shall be trained in the care and special

needs of these residents. Education and training
of staff includes, specifically... The type of
assessment data that is to be gathered about the
resident’s condition on a daily or per shift
basis...the care of grafts and fistulas.”

A review of the facility policy. “Physician
Seivices," revealed, in part: “The medical care of
each resident is under the supervision of a
Licensed Physician... The resident's atlending
physician participates in the resident's
assessment and care planning, monitoring
changes in resident's medical status, providing
consultation or treatment when called by the
facility, and overseeing a relevant plan of care for
the resident.”

No further information was provided prior to exit.
REFERENCES

(1) "End-stage kidney disease (ESKD) is the last
stage of long-term {chronic) kidney disease. This
is when your kidneys can no longer support your
body's needs. End-stage kidney disease is also
called end-stage renal disease (ESRD)." This

F710
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Contimuad From page 53
imformation is taken fram the websiie

| https#mediineplus goviency/articie/00

| (2) "When your kidneys are haaithy, they clean
| your blood. Theay also make hormones that keep
| your bones strong and your blood heaithy. When

your kidneys fail, you need treatment to replace
the work your kidneys used to do. Unless you

| have a kidney transplant, you will nead a
| treatment called dialysis. There are two main

types of dialysis. Both types flter your blood to rid
your body of harmiul wastes, extra salt, and

| water. Hemodialysis uses a machine. #tis
| sometimes called an artificial kidnay. You usually
| go to & special clinic for treatments several times

a week " This information was taken from the

| website hitps:#imedlineplus. gov/dialysis. html.

(3) "Diabetes {meliitus) is a disease in which your
blood glucose, or blood sugar, levels are too
high.” This information is taken from the websile
https://medlineplus.govidiabetes.himi.

(4) "Bipolar disorder {formerly called
manic-depressive illness or manic depression) is
a mental disorder that causes unusual shifts in
mood, energy, activity levels, concentration, and
the ability to carry out day-to-day tasks.” This
information is taken from the website
hitps:/fwww.nimh.nih.gov/health/lopics/bipolar-cths
order/index shtml.

{5) "Obesity, defined as a body mass index (BMI)
= 30 kg/m2, is recognized as an important risk
factor. The Centers for Disease Control and
Prevention (CDC) reported that abesity rates in
the U.S. have increased dramatically over the last
30 years, and obesity is now epidemic in the
United States (Kahn, 2009) For adults 60 years

F 710
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and oldar, the prevaience of obesity is about 37%
among men and 34% among women (NHANES -
National Health and Nutrition Examination
Survey). Obesity may be further dlassified
according to the NIH:

| Class | Obesity = BMI 30.0-34.9 kgim?

i Class Il Obesity = BMI 35.0-39.9 kgim?

| Class lil (Extreme) Obesity = BMI = 40.0 kgim*”
This information is taken from the website
hﬁp&;ﬂww..umsgwhneﬂicmvemge—da!abas
| eldetailsinca-tracking-sheet aspx?NCAId=258&fr
omdb=true.

(6) "The best type of long-term access is an AV
fistula. A surgeon connects an artery to 2 vein,

{ usually in your amm, to create an AV fistula. An

| artery is a blood vessel that carries blood away
from your heart. A vein is a blood vessel that

| carries blood back toward your hearl, When the
surgeon connacts an artery to a vein, the vein
grows wider and thicker, making it easier to place
the needles for dialysis. The AV fistula also has a
large diameter that aliows your blood to flow out
and back into your body quickly. The goal is to

| allow high blood flow so that the largest amount

| of blood can pass through the dialyzer.” This
information is taken from the website
https:/www.niddk.nih gov/heaith-information/kidn
ey-disease/kidney-failure/hemodialysis.

F 880 | Infection Prevention & Control F8Bo| 1 The facility was unable to retroactively
$S=D | CFR(s): 483.80(a)(1 H2){4)=)(h correct the Recreation Aide 87 related to
Handwashing and Hand Hygiena. The

§483.80 Infection Control Recreation Aide #7 was suspended

The facility must establish and maintain an pending further investigation  and
infection prevention and control program terminated on 2/8/2021 due to having
designed to provide a safe, sanitary and past and ongoing education and failing
comfortable environment and to help prevent the to follow the facility policy on hand

washing and hand hygiene,
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880 | Continued From page 55 Fgepi 2. Cument residents have the potentially |
dzvelopment and fransmission of communicable 2o M ; mejw e RM‘@H !
facility staff occumring to ensure the |

diseases and infeciions.

§483.80(a) infection prevention and control
program.

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

| §483.80(a)(1) A system for preventing, identifying,

reporting, investigating, and controlling infections
and communicable diseases for all residents,
staff, volunteers, visitors, and other individuals

{ providing services under a contractual
| arrangemant basad upon the facdility assessment
| conducted according to §483.70(e) and following

accepted national standards;

: §483 B0(a){2) Written standards, policies, and

procedures for the program, which must include,
but are not limited to:

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

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

{ii) When and 1o whom possible incidents of
communicable disease or infections should be
reporied;

(i) Standard and transmission-based precautions
to be followed to prevent spread of infections;
{iv)When and how isolation should be used for a
resident; inciuding but not limited to:

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

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

safety of all residents. |
infection Preventionisy/designee to |
provide education to facility staff on the
Poficy and Procedures for hand washing
and hand hygiene, including donning |
and doffing of personal protective |
equipment. Facility staff will perform |
competencies for hand washing,
donning and doffing of PPE with an
emphasis on return demonstrations on
hand hygiene. Root Cause Analysis was
completed on 2-18-21 to determine that
all facility staff would be provided
additional education with a return
demonstration to ensure proper
compliance of the policy.

Infection Preventionist/designee 10
complete ten {10) chservations weekly
for 4 weeks for facility staff for hand
hygiene and donning/doffing  of
personal equipment while providing
activities/services. The QAPI Committee
will make recommendations based upon
the results of the audits to ensure
compliance.

03-02-2021
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(v) Tihe ciroumstances undar which the facility
must prohibit employees with 2 communicable
diszase or infected skin lesions from direct
contact with residents or their food, if direct
contact will transmit the dissase; and

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

§483.80(a)(4) A system for recording incidents
identified under the facility's 1PCP and the
comrective 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, staff interview, and facility
document revisw, it was determined that the
facility staff failed to follow infection control
procedures to prevent the spread of infection and
communicable disease on two of three hallways
on the Westham Unit, hallways A and B. An
activities staff member failed to wash her hands
between contact with residents’ curtains and
other personal items while serving beverages on
the Westham Unit on 2/2/21.

The findings include:

On 2/2/41 at 10:43 a.m., OSM (other staff
member) #7, a recreation aide, was observed
going into room #217 on Hallway B of the
Westham Unit. She was wearing an isolation
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gown, face mask and face shizld She was not
wearing gloves, and she deliversd a mewsietter to
a resident. She touched the resident's overbed
table and privacy curtain. She exited room #217,
ramoved her gown, but did not sanitize her
hands. OSM #7 picked up a newsletter from her
cait, and took into room #2 18. She touched the
privacy curtain and overbed table. When she
exited the room, she did not sanitize her hands.

| She pushed her cart, containing newsletters and

supplies for making cups of hot tea for the

| residents, on to the adiacent hallway { Hallway A)
| on Westham. Without putting on gloves, she

delivered a newsletter to the resident in room
#211. She touched the resident's overbed table.

{ When she exited the room, she did not sanitize

her hands. She again touched the cart handie as
she rolled the cart further down the hallway. She
picked up a newsletter and delivered it to a
resident in room #210. She retumed to her cart,
picked up a rack containing various typas of tea
bags, and brought the rack into room #210. OSM
#7 showed the rack with tea bags to the resident,
and then returned the rack to the cant. Without
wearing gloves, she made a cup of hot tea and
gave it to the resident in room #210. She did not
sanitize her hands when she exited room #210.

On 2/2/217 at 11:00 a.m., OSM #7 was
internviewed. When asked what kinds of things
she was doing to prevent the spread of infection
from resident to resident, she stated she was
wearing a mask and face shield, and that
sometimes she also wore an isolation gown into a
resident's room. OSM #7 stated, "l don't need
gloves." OSM #7 was asked when she should
wash her hands. OSM #7 stated, "l wash hands
after every resident.” When asked if she was
aware that she had been obsarved for
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F 880 | Continuad From page 58
approximately the past 15 minutes, and was not
observed washing her hands one time, OSM 7
stated she was not awars.

On 2/2i21 at 11:30 am., ASM (administrative
staff member) 1, the administrator, and RN
(registered murse) #1, the ADON (assistant
director of nursing). were informed of these
observations, and of the interview with OSM £7.
| ASM #1 stated, "There is nothing to say. She

| should have been washing her hands between
each resident. At 2 minimum.”

A review of the faciity policy, "Handwashing/Hand
Hygiene," revealed, in part: “The facility considers
| hand hygiene the primary means to prevent the

| spread of infection...All personne! shall follow the
handwashing/hand hygiene procedures to help

| prevent the spread of infections to other
personnel, residents, and visitors...Use an alcohol
based hand rub.. or, alternatively soap...and
water for the following situations: before and after
direct contact with residents...after contact with
objects..in the immediate vicinity of the
resident...before and after eating or handling
food...before and aRer assisting a resident with
meals.”

No further information was provided prior to exit.
F 883 | Influenza and Pneumococcal Immunizations
$8=E | CFR(s): 483.80(d){1){2)

§483.80(d) Influenza and pneumococcal
immunizations

§483.80{d)(1) Influenza. The facility must develop
policies and procedures to ensure that-

(i) Before offering the influenza immunization,
each resident or the resident's representative

IF 38D

F 883

Tha facility notified the
Resident/Resident Representative and
medical provider for residents #1, #3, #4,
and #5 to obtain consent, as well as
educate them oa the influenza and
pneumococcal

immunization. Documentation on the
consents/declined residents has been
documentad in the medical record.
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CAE o : A Root Cause Analysis was completed on 2- |
contraindicated or the resident has already been . . . ‘
1 : Rk W5 15-21 to determine that a logging system |
immunized dunng this time pesiod; o R i : i
5 = e neadad to be obtained/monitored to ensure |
{#i) The resident or the resident's representative compliance for monitoring all vaccinations
has the opportunity to refuse immunization; and specific to Influenza, Pneumococcal and
{n)The ﬂesﬁelﬁ”s medrt:a! record muﬁes COVID, are being offered and/or declined a5 |
;;.)wmemam that indicates, at a minimum, the well ensuring education was properly |
| lowing: o p— ) provided and documented. In addition the |
{A) That Lh@ fesadent‘or reSJder'.{ts representative Director of Mursing/designee to provide |
| was provided ?rdu-r.a?uon regarding the benefits education to all Unit Managers and Nursing
| and PQ‘?@FTE'?“.}E effects of influenza Supervisors regarding the (A} eligibility to
immumnization; a_ﬁ«.‘;i . ] _ receive the pneumococcal and influenza
_{B; Th:—.ji St!jg resident eilher fgcewedh the infiuenza vaccination {B) Before receiving the
| lmmumzatfen or did not receive the mﬂpenza vaccinations  the resident or legal
| immunization due to medica!l contraindications or represantative shall receive information and
refusal. education regarding the benefits and
‘ . potential side effects of the vaccine {unless
§483.80(d){2) Pneumococcal disease. The facility medically contraindicated already given or
must gevelop policies and procedures to ensure refused}, and the rights to refuse the
that- vaccination and {C} For residents who
{i} Before offering the pneumococcal receive the vaccines the date of vaccination
immunization, each resident or the resident's , lot number, expiration date, person
representative receives education regarding the administering and the site of vaccination will
benefits and potential side effects of the be documented in the residents medical
immunization: record.
(ity Each resident is offered a pneumococcal The Director of Nursing / designee will
immunization, unless the immunization is complete 10% of the resident populaticn
medically contraindicated or the resident has weekly for 10 weeks to ensure 100%
already been immunized; compliance. The Director of Nursing /
(iii} The resident or the resident's representative designee will report to the QAPI Committee
has the opportunity to refuse immunization, and monthly until the facility is in 100%
(iv)The resident's medical record includes compliance, and then quarterly to ensure
documentation that indicates, at a minimum, the the facility is remaining in compliance
following: thereafter.
g 03-02-2021.
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(A) That the resident or resident's representative
was provided education regarding the bensfits
and potential side sffects of pneumococcal
immunization; and

{B) That the resident either recaived the
pneumococcal immunization or did not receive
the pneumococcal immunization due to meadical
contraindication or refusal.

This REQUIREMENT is not met as evidenced
by:

Basad on staff interview, clinical record review
and facility document review, it was determined

| ihat the facility failed to maintain and implement

an immunization program for the influenza and

| pneumococcal vaccines for four out of five

residents in the immunization record review,
Residents #1, #3, #4, and #5.

The facility staff failed to ensure the medical

| record includes documentation that immunization
| status was assessed, vaccinations and education

were offered, declined or provided for Residents
#1,#3, #4, and #5.

The findings include;

1. The facility staff failed to evidence
documentation in the clinical record that Resident
#1's influenza and pneumococcal immunization
status was assessed, that education and the
vaccines were offered, declined or that Resident
#1 had already been immunized or that the
immunizations were medically contraindicated.

Resident #1 was admitted to the facility on 2/5/20
and had the diagnoses of but not limited to
COVID-19, tibia fracture, high blood pressure,
diabetes, end stage renal disease, dysphagia,
stroke, obesity, bipolar disorder, chronic kidney
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disease, pacemaker, atrial fibrillation, and
pressure sore. The significant changs MDS
{Mimimum Data Sat) with an ARD (Assessment
Reference Date) of 12/30/20 coded the resident
as being cognitively impaired in 2bility to make
daily fife decisions

A review of the electronic climical record failed to
reveal any documentation of any influenza or
pneumococcal immunizations being

| administered.

Further review failed to reveal any evidence of
education and consents being offered for
influenza and pnaumococcal immunizations.

On 271721 at 1:23 PM a requesl was made for the
immunization record information, consents and
education for Resident #1. None were providad.

On 2/3/21 at 8:40 AM in 2 phone interview with
ASM #2 (Administrative Staffl Member - Regional
Director of Operations) and RN #1 (Registered
Nurse - the Assistant Director of Nursing}. when
asked about the consent and education for the
immunizations, ASM #2 stated that he did not
know if they were previously offered or not as the
facility was not able to find any documentation

On 2/4/21 at 10:00 AM in 2 phone interview with
RN #1, she stated that she does not have
documented immunization information for
Resident #1. RN #1 stated that the resident
(Resident #1) gets her immunizations at dialysis.
She stated that she has requested the
documentation twice from the dialysis center and
it has not been provided RN #1 had no evidence
that Resident #1's immunization staius was
addressed by the facility at the time of admission

F 883
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to the facility on 2/5/20, or during the 2020-2021

A review of the facility policy “Pneumococcal
Vaccine” documantad, “Residents will be offered
pneumocottal vactines to aid in preventing
pneumonialpneumococcal infections. 1.
Residents will be assessed for eligibility to receive
the pneumococcal vactine series, and whan
indicated, will be offered the vactine series

| unless medically contraindicated or the resident
| has already been vaccinated. 2. Before receiving
| the pneumococcal vaccine, the resident or legal

representafive shall receive information and
education regarding the benefits and potential
side effects of the pneumococcal

vaccing.... Provision of such education shall be

| documented in the resident's medical record. 3.
| Pneumococcal vaccines will be administered to

residents {unless medically contraindicated,
already given, or refused) per physician order. 4.
Residents/representatives have the right to refuse
vaccination. |f refused, appropriate entries will be
documented in each resident's medical record
indicating the date of the refusal of the
pneumococcal vaccination. 5. For residents who
receive the vaccines, the date of vaccination, lot
number, expiration date, person administering,
and the site of vaccination will be documented in
the resident's medical record...."

In addition, a policy for "Influenza Vaccine"
documented, "All residents who have no medical
contraindications to the vaccine will be offered the
influenza vaccine annually to encourage and
promote the benefits associated with vaccinations
against influenza....1. Between Qctober 1st and
March 31st each year, the influenza vaccine shall
be offered to residents unless the vaccine is

F 883
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meadiczlly contraindicated or the residant or
emplioyee has slready been immunized. 2. Prior
to the vaocination, the resident (or resident's legal
representative) will be provided information and
edutation ragarding the benefits and potential
side effects of the influenza vaccine....Provision
of such education shall be documented in the

| resident's ar employee's medical record. 3. For

those who receive the vaccine, the date of
vactination, Iol number, expiration date, person

| administering, and the site of vaccination will be

documented in the residen{s/employes’s medical

| record. 4. A resident's refusal of the vaccine shall
i be documented on the Informed Consent for

Influenza Vaccine and placed in the resident’s

| medical record....7. Residents may obtain their
| influenza vaccines from their personal physicians.

Documentation of previous vaccination should be
provided 1o the facility. ."

No further information was provided by the end of

the survey

2. The facility staff failed to evidence
| documentation in the clinical record that Resident

#3's pneumococcal immunization status was
assessed, that education and the vaccine were
offered, or that the immunization was medically
contraindicated.

Resident #3 was admitted to the facilily on
9/11/20 and had the diagnoses of but not limited
to COVID-18, cellulitis, chronic kidney disease,
depression and obesity. The quarteriy MDS
(Minimum Data Set) assessment with an ARD
(Assessment Reference Date) of 1/11/21, coded
the resident as being cognitively intact in ability to
make daily life decisions. The resident was
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coded 35 requining total care for bathing;
supernvision for transfers, dressing, toileting, and
hygiens; and was independent for eating

A review of the electronic clinical record failed fo
raveal any documentation of the pneumococcal
immunization being administered. There was no
dooumentation evidencing that the preumoooccal
vaocine had been previously administersd or was

| Further review faited to reveal any evidence of
education and consenis being offered for the
pneumococcal immunization

| On 2/1/21 at 3:54 PM a request was made for the
| immunization record information, consents and
education for Resident #3.

| On 272721 at 5.16 PM, a pneumococcal consent

| form was provided, which documented the

| resident refused the vaccine, and that the refusal
was because the resident had receivad the
vaccine on 2/3/20. This consent was dated
212121, the date the evidence was requested by
the surveyor.

On 2/3/21 at 8:40 AM in a phone interview with
ASM #2 {Administrative Staff Member - Regional
Director of Operations) and RN #1 (Registered
Nurse - the Assistant Director of Nursing), when
asked about the consent and education for the
immunizations, ASM #2 stated that he did not
know if they were previously offered or not as the
facility was not able to find any documentation.

On 2/4/21 at 10:00 AM in a phone interview with
RN #1, she stated that she had no evidence that
the resident's pneumococcal status was

F 883
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addressad at the time of admission or that the
resident was offered the vaccine at the tims of
admission. She stated it should have beasn
addressad at time of admission.

Ne further information was providad by the end of

the survey.

3. The iacility staff failed to evidence
documentation in the dlinical record that Resident
#4's pneumococcal immunization siatus was

| @ssessed, that the education and the vaccine was
| offered, that Resident #4 had already been
| immunized or that the immunization was

medically contraindicated.

Resident #4 was admitted to the facility on
11/27/20 and had the diagnoses of but not limited
to bladder cancer, chronic obstructive puimonary
disease, dysphagia, high blood pressure, and
heart failure. The admission MDS (Minimum
Data Set) with an ARD (Assessment Reference
Date) of 12/1/20 coded the resident as being
moderately impaired in ability to make daily life
decisions. The resident was coded as requiring
supervision for eating; extensive assistance for
transfers, dressing, toileting, and hygiene; and
total care for bathing.

A review of the electronic clinical record failed to
reveal any documentation of the pneumococcal
immunization being administered. There was no
documentation evidencing the resident had been
previously immunized or that the pneumococcal
immunization was medically contradicted.

Further review failed to reveal any evidence of
education and consant being offered for the

{
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preumococcal immumnization.

On 2/1/21 &t 3:54 PM a reguest was made for the
immunization record information, consents and
education for Resident #4.

On 22121 at 5:16 PM, a preumococcal consent
form was provided, which documented the
resident refused the vaccine, and documentad
that the refusal was because the resident stated
he already received the vaccine. This consent

| was dated 2/2/21, the date the evidence was
| requested by the surveyor.

On 273721 at 8:40 AM in a phone interview with
ASM #2 (Administrative Staff Member - Regional
Director of Operations) and RN #1 (Registerad
Nurse - the Assistant Director of Nursing), when
asked about the consent and education for the
immunizations, ASM #2 stated that he did not
know if they were previously offered or not as the
facility was not able to find any documentation.

On 2/4/21 at 10:00 AM in & phone interview with
RN #1, she stated that she had no evidence that
the resident's pneumococcal status was
addressed at the time of admission or that the
resident was offered the vaccine at the time of
admission. She stated it should have been
addressed at time of admission.

No further information was provided by the end of
the survey.

4. The facility staff failed to evidence
documentation in the clinical record that Resident
#5's influenza and pneumococcal immunization
status was assessed, that education and the
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previously been immunized or that the
immunizations were madically contraindicated.

Resident #5 was admitied to the facility on
11/25/20 and had the disgnoses of but not limited
to dysphagia, dementia, and COVID-19. The
admission MDS (Minimum Data Set) with an ARD
{(Assessment Reference Date) of 12/2/20 coded
the resident as being severely impaired in ability
to make daily life decisions. The resident was
coded as requiring total care for bathing and
hygiene; and extensive assistance for all other

| areas of activities of daily living.

A review of the electronic clinicai record failed to
reveal any documentation of any influenza or
pneumococcal immunizations being
administered. There was no documeantation
evidencing that the resident had been previously
immunized or that the immunizations were
medically contradicted.

Further review failed to reveal any evidence of
education and consents being offered for
influenza and pneumococcal immunizations.

On 2/1/21 at 3:54 PM a request was made for the
immunization record information, consents and
education for Resident #5.

On 2/2/21 at 5:16 PM, a pneumaococcai consent
form was provided, which documented the
vaccine was refused, and that the refusal was
because the resident representative was unsura if
the resident already received the vaccine. This
consent was dated 2/2/21, the date the evidence
was requested by the surveyor. An influenza
consent form was also provided, which
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documented that the reason it was refused was
beacause the resident representafive was unsure if
the resident already had it. This was also dated
212121, the date the evidence was requested by
On 2/3/21 at 8:40 AM in a phone interview with

ASM #2 (Administrative Staff Member - Regionzl
Director of Operations) and RN #1 {Registered

{ Nurse - the Assistant Director of Nursing), whan
| asked about the consenl and education for the

immunizations, ASM #2 stated that he did not

| kmow if they were previously offered or not as the
| facility was not able to find any documentation.

| On 214721 at 10:00 AM in a phone interview with

RN #1, she stated that she had no evidence that
the resident's immunization status was addressad
at the time of admissien or that the resident was
offered immunizations at the time of admission.
She stated it should have been addressed at time
of admission.

| No further information was provided by the end of

the survey.
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