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An unannounced Medicare/Medicald second
revisit to the standard survey conducted
10/08/2018 through 10/18/201 0 and the first
revist conducted 01/02/2020 through 01/08/2020,

Corrections are required for complimnce with 42 .
CFR Part 483 Fedaral Long Term Care Pl

h Unit was
Requirements, Uncorracted deficlencles are 1. The shower room on the Nort
idenified oin this report, Cleaned on 2/25/20.
The census In this 142 certified bed facility was 2. The shower rooms in the facility
114 at the time of the Burvey. The survey sample were monitored by the
consisted of 10 ourrent Resident reviews Administrator for any odors, mold and
(Residents #201 through #210) and 1 cloged overall cleanliness on 2/25/20.
record review (Resldent #21 i).
F 584 Safalclaanf(}omfortableﬂ-!omanke Environment 3. Staff were re-educated by DON /
88=D | CFR(s): 483.10(1)(1)-(7) designee on reporting any odors or

cleanliness issues to housekeeping

§488.10()) Sate Environment, immediately to ensure shower rooms are

The resident hag a fight to & sate, clean,

gomfonabie and homellke environment, including maintained by 3/15/20

ut not Imited to raceivin treatmeant and )
8upports for dally living aagfety. . 4. Shower rooms will be audited 5 x week

by administrator to ensure they are

The facility must provide- cleaned and free of odors. Results of
$483.10()(1) A safe, clean, comfortable, and audits will be reviewed in the
hamelike environment, allowing the resldent to monthly/quarterly QAP meeting. Any
;gga?g?:r i belongings to the g identified issues will be corrected 8]\5‘\’10
{) This lr'wiudes ensuring that the resident can immediately and staff re-educated as '
recelve oare and services safely and that the needed.

physlcal layout of the facllity meximizes resident '
independence and does not pose a safety rigk.
() Tha facllity shall exerclse reasonable cara for

LABORATORY DIRECTORS OF PROVIOBR/SUPPLIER REPRESENTATIVES SIGNATURE Tiree {X6) DATY p (\gﬂﬂ
K . o L

“&%T‘*W&Amm@ﬂ o 2430

Any deficlsnoy statermen with an asterdk (* 98 a defiolancy which the Institulion may be exoused trom aoml::g Providing it ts determined thay

othor salaguardy provide aufficlant protection to lha} pationts, (Sae mcw;lior_u.} Exoept for nursing homes, the findi slated above

ngs are disclosable 90 days

fol o the date of BUIvey whather or not a plar of corraotion is provided, For nureing homes, the above ﬂndln‘?u and rlm of correotion are disclosabla 14
da, ?owl.rm the date thase dosumants #ra made avaliable lo u:‘; faciilty. 11 dallclencies are c:ihd. #n approvad plan of correclion s raquisite 1o continuad
pragram parlioipation, 3 t | &\ N D
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Continued From paga {

the protaction of the residant's property from loss
or theft,

§483.10()(2) Housekesping and malntenance
servicas nacessary to maintaln a sanitary, orderly,
and comfortable interior;

§483.10(1)(3) Clean bed and bath IInens that are
In good condition:

§483.10(1)(4) Private cloget space in each
resldent room, as speoified In §483,80 (®)(2)(v);

§483.10(1)(5) Adequate and comfortable lighting
lavels In all areas;

§489.10(1)(6) Comfortable and safe temperature
levels. Facilities Initlally celified after October 1,
1880 must maintain a tempsrature range of 71 to
B1°F, and

§483.10(1)(7) For the malntenance of comfortable
sound lavals,

This REQUIREMENT s not met as evidenced
by;

gased on observation, residant interview, and
staff interview, the tacliity staff fallad to provide &
olean and comfortable homelike anvironmeant on
1 of 3 units the North unit, The shower room on
the North unlt had a pervasive musty/moldy odor
and @ black substance was observed on the
bottom of the shower stall,

The findings Includad:

The surveyor observed a black substance on the
showar stall on the North unit'and there was a
psrvaslve musty/moldy smell that could be
smelled In the hallway outslde the shower room,

F 684
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On 02/26/2020 at approximately 8:00 a.m., the
surveyor was walking up the haliway outside the
shower room on the North unit, The surveyor
noted & pervasive musty/moldy smell. Upon
antering the shower room the smell bscame more
apparent, Housekasper #1 was obsarved to be In
this shower room cleaning. The survayor
obsarved sevaral black areas on the bottom
portlon of tha wall in the 2nd shower stall,
Housekeoper #1 was asked about the smell and
the black substance and stated It was mold and
they (the faollity) had that problem before,

On 02/26/2020 at 8:06 a.m., the sutveyor asked
the administrator to accompany the surveyor to
the shower room, Upan entering the shower room
and cbserving the black substance the
administrator stated, "Oh, | sea what you are
talking about.” The administrator stated thay
would have someone to clean the shower room.

The surveyor asked to speak with the
housekaeping supetvisor and was Informed they
were out dua to the flu,

On 02/26/2020 at 8:25 a.m., during an Intorview
with Resldent #207, this resident was asked If
they used the shower room on the North unit,
Reslident #207 verbalized to the survayor that
thay did use the shower room and that they
thought It was nasty. When asked if it smelled
Resident #207 verballzed to the surveyor that
they had taken showers In there and It smelled so
bad, Resident #207 then added that had been
awhlle and they leave dirty clothes and dirty
diapers In the shower room,

On 02/28/2020 at 9:10 a.m,, the surveyor again
FORM CMS.0887{02-00) Pravious Versions Qbsglalo Even! IDINB2R13 Paaklly 1D1 VAD 180 I continuation shesl Page 3ol 25
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F 584 | Continued From page 3 F 584
checked the shower room on the North hall with
the distriot manager. The distriot mansager stated
they had scrubbed the black substance with a
bleach and water solutlon and the black
substance was a little mildew,
During a meeting with the survey team on
0R/26/2020 at 11:45 a.m., the Issues with the
shower room on the North hall was raviewed with F684
the administrator and DON (direotor of nursing). 1. Residents #203 weight was reported to
physician on or before 3/15/20
No further information regarding this Issue was Resident's #207 & #204 are currently
provided to the suw:lyéieam prior to the exit receiving medications as prescribed
conforance on 02/26/20 &t 4:20 p.m. Resident #208 is receiving accuchecks as
(F 684) | Quallty of Care {F 684) el
SS=E | CFR(s): 483.25 :
§ 483,25 Quallly of care 2. Audit was completed by the DON/Designee
Quality of care Is a fundamental ptinciple that by 3/15/20 of MAR & TAR’s to ensure orders
applies to all treatment and care provided o were followed per order.
taclilty resldents, Based on ;ha colaﬁ'tprahehaiw
assessment of a resident, the facllity must enaure ’
that residents recelve treatment and care in 3. gf:sf{ “:Zr:orne :? g%ﬁgéednbg DOtN"
accordanae with professional standards of gne eyt o
practice, the comprehensive parson-centered appropriately follow a physician's order
care plan, and the residents' choloes. and also on how to appropriately
This REQUIREMENT Is not met as evidencad document orders.
by: An audit will be completed 5 x week by
Based on rasldent interview, staif Interview, and DON/Designee to review MAR and TAR

ensura the highest practioable wall-being for 4 of

11 residenta as evidanced by fallure to provide appropriately and that the Physician was

needed care and services as ordered by the notified as needed.

physlcian and/or nurse practitioner, Residants o . )

#2083, #207, #208, and #204, 4. Results of the audits will be reviewed in
the monthly/quarterly QAP| meeting.

The findings Included: any discrepancies will be addressed
immediately and staff will be re-educated Mo )20
as needed. L
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Continued From page 4

1, For Resident #1208, the facility staff falled to
report & weight gain of 14 pounds in ona day to
the physlelan, The resident had an order for a
daily welght and to oall the MD (medical dootor)
for & wslght gain of 8 pounds Ina da}' or greatar
than & pounds In & waek, The olinfoal record did
not Include a dally weight for 02/20/2020,

The resident's clinloal record was reviewed on
02/26 and 02/26/2020, The face shest In the
clinieal record included, but was not limited to the
following diagnosis, chronic resplratory fallure
with hypoxia, chronie obstructive pulmonary
disease, systolic congestive heart fallure, acute
pulmonary edema, and fluld overlvad.

Section C (cognitive patterns) of the residents
Initial MDS (minimum data set) assessment with
an ARD (assessment reference date) of
12/12/2019 included a BIMS (briaf Interview for
mental status) summary score of 10 out of &
possible 16 points,

The residents clinical record Included a
physlclans order dated 02/08/2020 for “Dally
walight, Call MD If galn 8 Ibs (pounds) In a day or
> (greater than) 5 Ibs In & week, every day shift
related to UNSPECIFIED SYSTOLIC
(CONGESTIVE) HEART FAILURE."

Resldent #208's comprehensive care plan
Included the focus area has tha potential for
welght changes and altered nutrition and
hydration status related to dlagnoses that
included diabetes, chronic kidney disease,
anemia, diabetic perlpheral naphrapathy and fluld
restrictions, Interventions includad, but were niot
limited to, monitor walghta as ordered.

{F 684)
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A revisw of the Resldents eTARs {alactronic
treatment administration racords) on 02/26/2020
revealed that the faallity nursing staff had
documenied & walght of 146 pounds on
02/28/2020 and a walght of 159 pounds on
02/24/2020, For a walght gain of 14 pounds,
There was no documented welght far 02/20/2020.

The surveyor was unable to locate any
Information in Resldent #208's clinloal record to
indicate this welght gain had been reported to the
physlclan or why there was no welght for
02/20/2020.

On 02/25/2020 at approximately 2:22 p.m.,
Resident #208 was observed rasting on their bed
and no complaints were voloed to the surveyor,

On 02/25/2020 at 4:50 p,m., the adminlstrator
and DON (director of nursing) were notifled that
the nursing staff had documented a 14-pound
waight gain betwaen the dates of 02/23/2020 and
02/24/2020. The surveyor agked for information
to indicate the physiclan had heen notifled of the
welght galn and for any evidence of a walght that
had been obtained on 02/202020.

On 02/26/2020 at 11:45 a.m,, the administrator
and DON ware again notified by the survey team
of the Resldents 14 pound walght gain and the
rmissing welght for 02/20/2020 and any
information wes again requasted,

The faallity provided the surveyor with papar
coples of the residents face sheet, eTARSs,
physielan orders, care plan information, and
progress notes.

However, no information regarding Resident

(Xd) ID SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION x8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREOTIVE ACTION 8HOULD BE COMPLETION
TAG REGULATORY DR LSG IDENTIFYING (NFORMATION) TAG CROSS-RER YO THE APPROPRIATE DATE
DEFICIENGY)
{F 684} | Continued From page 5 {F 884}
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Continued From page 6

#203's welght gain or for the missing welght on
02/02/2020 was provided to the survey team prior
to the exit conference on 02/6/2020 at 4;20 pam.
At times, the DON was not obsearved to be taking
notes regarding informetion requested by the
survay team,

2. For Resldent #207, the resldent had an orcler
for Muctnex 800 mg BID (twice a day) tor 6 days,
Indieating the resident should have recelvad 10
doses of Mucinex, However, Resident #207 only
racelved 0 doses of the medication,

The residents clinical record was reviewed on
02/25/2020 and 02/26/2020, The face shaet in
the clinical record Includad, but wes not limitad to
the following diagnosis, generalized ostecarthritls,
bipolar disorder, paranold sohizophrenia, and
muscle weakness,

Section C (cognitive patterns) of the residents
annual MDS {minimum data set) assessment with
an ARD (assessment raferenoe data) of
01/08/2020 included a BIMS (brief Interview for
mental status) summary score of 15 out of a
possible 15 points,

The resldents clinical record Included a
handwritten physiclans order dated 02/18/2020
for Mucinex 800 mg po (by mouth) BID X 5 days,
The diagnosis on the eMARs {elsctronic
medication administration raconds) indicated the
Mucinex was for cough/eongestion.

Areview of Resident #207's sMARs revealed that
Resident #207 was administered 1 dose of
Muelnex on 02/18/2020 at 2100 {9:00 p.m.) and
was administerad 2 doses each day on
02/18-02/22/2020 at 0500 (8:00 a.m.) and 2100,

(F 684)
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Indlcating Resldent #207 had been administered
9 doses of Mucinex,

The residents clinlcal record included a prograss
note documented on 02/168/2020 ail 18:19 (1:19

p.m.) that read In part, "new order per NP (nurse
practitioner)...Mucinex 800 mg po bid X 5 days."

On 02/28/2020 at 8:00 a.m. duting an Interview
with Resident #207, the resident was asked If
there was ever a time when they had not received
thelr medication(s). Resldent #207 verbalized to
the surveyor that It would be hard for tham to say
but they knew thare had been times when thelr
madlcation was Incorrect and thay had givan it
back to the nurse.

On 02/26/2020 at 11:45 a.m., during a maeting
with the survey team, the administrator and DON
(director of nursing) were notiffed that Resldent
#207 had an order tor Muclnex 600 mg BID for &
days and that the residant had only received 9
doses when they should have receive 10 doses.

On 02/26/2020 at 2:05 p.m., the DON provided
the survayor with a copy of a form titled
'Summary Repont of Meeting: Type of Meeting:
Tralning.” This form was dated 02/26/2020 at
1300 (1:00 p.m.) and had been signed by LPN
(licensed practical nures) #1. This form read In
part, "Be sure 1o enter order In computer corractly
exampls-Make aure If It for 6 days It for a full
days." [slc)

No further information regarding the misging
Mucinex dose was provided to the survey team
prior to the exit sonference on 02/26/2020 at 4:20
pam.
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3, For Rasldant #208, the faoillty staff fafled to
obtain a blood sugar.

Included the diagnosls of type 2 dlabstes.

Sacllon C (cognitive patterns) of the resldents
quartarly MDS (minlmum date set) assessmant
with an ARD (assessment referance date) of
12/12/19 included a BIMS (brief interview for
mental stalus) summary score of 16 out of a
possible 15 polints.

to insulin depsndent diabatas mellitus.
Intervantions Included, but wers not limited to,
administer medications as orderad.

Resident #208's olinical record included the
following orders related to their dlabetes,
Notify MD (medical doctor) If BS (blood sugar)
less than 60 or greater than 400, Order date
05/31/2018,

Accu-chek gulde strip (glucose blood) before

date 01/08/2020,

Levamir flaxpen Inject 70 units subocutaneously
every 12 hours for diabetes. Order date
01/14/2020.

Novolog Insulin per siiding seale:bafore meals.
Order date 08/14/2010.

A review of the resldents eTARs (electronic
treatment adminlstration records) revealad that
for 02/22/2020 at 2100 (9:00 p.m.) the faciilty
nursing staff had placed an "X" In the
administration box,

Resident #208's clinloal record was reviewed on
02/26/2020. The face sheet in the clinical record

The resident's comprehensive care plan Included
the foous area of alteration In blood glucose dus

maals and at badtime for diabetes mellitus, Order

(F 684)
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The surveyor was unable 1o locate any
Information regarding the missing BS,

On 02/26/2020 at 11:45 a.m., during a meeling
with the survey team, the administrator and DON
(diractor of nursing) were notifled that Resident

#208's BS on 02/22/2020 was marked with an
IIX.H

The facility staff did not provide the survay team
with any Infarmatlon regarding the residents
missing BS. The facllity did provide the surveyor
with paper coples of the resldents face sheat,
6MARs, physician orders, and care plan
information prior to the exit conference on
02/26/2020 at 4:20 p.m,

4, The facllity a) tallad to notify a physiclan of
Resldent #204's blood sugar rasult being 506 and
b) falled to adminlster NovoL.OG Solution,
KlonoPIN Tablet, and Mirapex Tablst to Resident
#204 according to physiclan orders,

Resident #204's ADMISSION RECORD listed the
resident's diagnoses that Included, but wers not
limited to, type 1 diabetes mellitus without
complications, chronlc kidney dissase stage 4
(moderate), Parkinson's disease, peripheral
vascular disease, blpolar disorder, and acquired
absence of left leg abovs knea.

The clinical record for Resldent #204 was
reviewed on 02/25/2020 and 02/28/2020. The
resident's quarterly MDS (minimum data set) had
an assessment reference date of 02/07/2020,
Saotlon C of the MDS which listed asssssad
cognitive levels, showsd the resident's BIMS
(brief Intarview for mental status) score was 15
out of 15,
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a) Resldent #204's "Order Summary Report”
listed physiclan orders that Included, but ware not
limited to, an order dated 08/16/18 that read,
"Notity MD (medical doctor) for BS (blood sugar)
greater than 500 or less than 80 every shift.”
There was no end date listed for that order, The
resident's MAR (madication administration
record) noted on 02/02/2020 at 5:00 p.m.,
Resident #204's blood sugar was 508, The nurse
documentad & "7" on the MAR. According to the
Chart Codes/Follow Up Codes on the MAR, a *7"
meant "Othar/See Nurse Notes," The surveyor
did not find & nurse's note within polntolickeara
{facility's software program) for that date and
time, that addressed the resident's blood sugar
and whether a physiclan was notifled. The next
blood suger documented In the MAR was 495 on
02/02/2020 at 9:00 p.m. afterwhioh 8 units of
Novol.OG Solution 100 unit/ml (Insulln Aspart)
wag administered per the sliding scale ordered on
12/2172018. That sliding scale read to pravide 8
units of NovoL.OG Solution 100 units/mi (Insulin
Aspart) for blood sugars between 800 and 500,

On 02/25/2020 at 4:50 p.m., the administrator
and intarim dirsctor of nurding were Informed by a
surveyor of the concem related to Resldant
#204's blood sugar result being 508 and whether
a physiclan had been notified.

On 02/26/2020 at 11:45 a.m,, the Interim director
of nursing informed the survey team they had not
found any more information related to the
rasidant's blood sugar of 608 being reported to a
phyalclan,

No further information was provided prior to exit.
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b) On 02/286/2020 at 12:25 p.m., Resldent #204
arrived In the facllity's confersnce room via
wheelchair asking to spaak with the survey team,
Resident #204 disoussed various topios and
reportad there had been one day when the
resident's 2nd Insulln shot had not been glven,
When asked when the Insulin shot was omitted,

the resident was not sure but thought It was about

two waoks ago.

Rasident #204's MAR showed thres medications
due during the afternoon of 02/4 8/2020 that were
not coded as having been administered. The
entries on the MAR wers coded with a 7,

indlcating (per the chart codes/follow up codes on

the MAR) there would be & nuree's note
vorresponding to that medication, date and time,
Thuse thres medications’ ordsrs within the MAR
read:

1. NovoL.OG Solution 100 UNIT/ML {Insulln
Agpart) Inject as per sliding scale:

If 0-198=0 units less than 80 notify md (medical
doctor);

200-249 = 2 units;

250-299 = 4 units;

300-500 = 8 units If above 500 notify MD,
subcutanaously before meals and at badtime
relatad to TYPE 1 DIABETES MELLITUS
WITHOUT COMPLICATIONS, Notlify MD for
blood sugar less than 80 or greater than §00,
This medication was orderad on 12/21/2019 and
dld not have a discontinue date,

2. KlonoPIN Tablet 0.5 MG (clonazePAM) Glve
0.26 mg by mouth In the aftarnoon for anxiety,
This medleation was ordersd o 02/04/2020 with
a discontinue date of 02/22/2020.

3. Mirapex Tablat 0,258 MG {Pramipexole
Dihydrochloride). Give 1 tablet by mouth thres
times a day related to PARKINSON'S DISEASE,

FORM CM8-2687(02-99) Pravious Vergions Obsolste
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Thls medication was ordered on 068/23/2017 and
did not have & discontinue date,

There was no blood sugar docurmented for the
resident on 02/18/2020 at 12:00 p.m. (prior to
lunch). The resident's next blood sugar result
was documentad on 02/18/2020 at 6:00 P, with
the result belng 213 at which time the resident
racelved Novol.O@ Solutlon 2 units per sliding
scale ordered 12/21/19,

After raviewing Resldent #204's clinloal record for
02/18/2020 nursing progress notes, the suvayor
raquested to speak with the nurse who
documented the “7" for those three medications
in the MAR, On 02/28/2020 at 3:30 p.m., ohe
surveyor Inferviewad the licensed practleal nurse
(LPN) who was assigned to administered
Resldent #204 medications on 02/18/2020. The
LPN raported Resldent #204 was often out of the
room while visiting other residents, The LPN
found the nurse's notes within the clinical recerd
and acknowledged he/she had documented them
as follows:

1. An electronic MAR (eMAR) note dated
02/18/2020 at 2:18 p.m. relterated the maedication
order for NovoLOG (Injeot 10 unit subcutaneously
two times a day), The LPN wrote, "Went to giva
residents [sic] (pronoun) meds 8-4 times and
{pronoun) was riot In (pronoun) room or anywhare
to be found, MD Aware.

2. An eMAR note dated 02/18/2020 at 2:14 p.m.
relterated the medioation order for KlonoPIN
Tablet (give 0.25 mg by mouth in the afternoon for
anxiaty). The LPN wrote, “Want to give residents
[sic] (pronoun) meds 3-4 times and (pronoun)
was not in (pronoun) room or anywhere to be
found., MD Awars."

8. An eMAR note dated 02/18/2020 at 2:14 p.m,

FORM GMB-2887(02-68) Pravious Varslons Obsolaln
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{F 684} | Continued From page 13

25 MG (glve 1 tablet by maouth three times a
day). The LPN wrote, "Went to give residents
[slc] (pronoun) mads 3-4 times and {pronoun)
was not in (pronoun) room or anywhere lo ba
found, MD Aware,"

The LPN acknowledged to the survayor that

on the alternoon of 02/18/2020.

The facility's interim director of nureing (DON)
and administrator were informed of the three

Alter viewing the eMAR notes In the clinical

slopement since It read that the resident could
not

not In thelr room, the interlm DON sald If the

have the whole day
requestad the lq:orlm DON and adminlstrator

On 02/26/2020 immadiately prior to the oxit
sonference which was held at 4:20 p.m., the
interim DON raportad there was no polioy
directing staff on how to handle medication

thelr room,
prior to exit,
{F 755}

relterated the medication order for Mirapex Tablst

Resident #204 did not receive those madications

omitted medications and eMAR notes refarsncad
above during a maeting with the survey team In
the conferenca room on 02/26/2020 at 3:60 p.m,

racord, the Interm DON acknowledged the LPN's
aMAR hotes could by Interpreted as a possible

found anywhera, When asked what the
interim DON's expectation was for administering
medications to & resident whaen that resident was

medicatlon was to ba given dally, the staff would
to adminlster It. The surveyor

administration whan a rasident was not prasent in
No further Information wae provided

Pharmaoy Snrcs!PreosduresfPharmaclstiF!acords

{F 684)

{F 785)

et e vttt
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§8=D | CFR(s): 483.45(a)(b)(1)-(3)

§468.45 Pharmaocy Services

The tacility must ‘provlde routine and emsrgenoy
drugs and blologleals to fis residents, or obtaln
them under an agresment described In
§483.70(g). The facllity may permit uniicensed
personnel to administer drugs If State law
permits, but only under the general supervision of
a licensed nursa,

§483.45(a) Procedures, A facliity must provide
pharmaceutical servicas (including proceduras
that assure the acourate aoquiring, recelving,
dispensing, and administering of all drugs and
biologleals) to mast the needs of each resident,

§488.45(b) Service Consultation, The faclity
must amploy or obtaln the services of a lloensuad
pharmacist who-

§483.45(b)(1) Provides consultation on all
aspacts of the provislon of pharmaoy services In
the facllity,

5488.46(b)(2) Establishes a aystem of records of
recalpt and disposition of all sontrolled drugs in

sufficlent detail to enable an acourate
reconcliiation: and

§488.46(b)(8) Determines that drug records are in
order and that an account of all controlled drugs
Is maintained and perlodioally reconcllad,

This REQUIREMENT 18 not met as evidenoced
by

Based on resident interview, staff Interview, and
clinlcal record review the tacllity staff failed to
ensure a physician orderad medication was
avallable for administration for 1 of 11 Resldents,

FORM CMB-2667(02-88) Provious Vorulons Obaolste Bvent ID: NS2R13

Faallily ID: VAD189 It sontinuation sheet Page 15 of 25



PRINTED: 08/05/2020

MARTINSVILLE HEALTH AND REHAB

UEFAR | MENT OF HEALTH ANC  JMAN SERVICES N~ FORM APPROVED
ERS EDICARE & : 8 B NO,
STATEMENT OF DEFICIENQIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF GORREGTION IDENTIFIGATION NUMBE; A LG COMPLETED
R-C
495143 B WinG 02/26/2020
AME OF PROVIOER OR BUPPLIER STRBET ADDRESS, GITY, ATATE, ZIP CODE

1607 BPAUCE STREET
MARTINSVILLE, Va 24112

SUMMARY STATEMENT OF DEFICIENGIES D FROVIDERS PLAN OF CORREDTION
éﬁ‘g;& {EACH mmncv MUST BE PRECEDED BY FuLL PR[EFIK {EACH ¢ OTIVE ACYION SHOULD Bg ccu;?s"rm
TAQ REGULATORY OR LSC IDENTIFYING INFORMATION) TAG onoss-ﬂﬂﬂaﬂﬁéﬁggmﬁ APPROPRIATE R

(F 765} | Continusd From page 15 {F 755}

Resident #207. F755

' _ 1. Resident #207 has ordered medications

The findings included: available for administration.

The facility staff tailed to anaure Resldent #207's

physician ordered medication Xalatan solution

was avallable for administration, 2.

Thae medicatlon Xalatan la an aya drop that Is
used to treat glaucoma or high pressure inslde
the eye,

Tha resident's ¢linlcal racord was reviewed on
02/25/2020 and 02/28/2020. The tace sheat In
the clinical racord
the following diagnosia, oular hypertenslon,

bipolar disorder, and paranold schizophrenla,

Section C (cognitive patterns) of the resldants

an ARD (assessment reference date) of
01/08/2020 Included a BIMS {brlef Interview for
mental status) summary score of 15 outofa
possible 18 points.

Tha resident's olinlcal record Included a
physicians order dated 01/28/2019 for “Xalatan
Solution (Latanoprost) Instill 1 drop In both eyes
at bedtime for ocular hypertension,”

Aveviaw of the resident's sMARs {slectronic
madication administration records) for 02/2020
ravealad that the facility nursing staff had coded

"7" on 02/09/2020 at 2100 (9:00 p.m.). Por the
preprinted code on tha eMAR & 7:"Other/Seo
Nurses Notes,"

A review of the "Progress Notes" for 02/08/2020

included, but was not limited to

annual MDS (minlmum data set) asasssment with

the administration block for this maedication with a

3. An audit will be completed by
DON/Designee 5 x week to monitor the
MAR and
medications are available for
administration,

4.

An audit was completed by DON/Designee to
ensure that residents residing in the facility
had medications available for administration
by 3/15/20

Licensed nursing staff were re-educated by
the DON/Designee by 3/15/20 on the process
of how to address unavailable medications.

medication cart to ensure

Results of the audits will be discussed in
the monthly/quarterly QAP meeting.

3lislap
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revealad that the nursing staif had dosumented
"XKalatan Solution Instll 1 drop in both eyes at
bet?time for ocular hypertension pharmacy
notlfled,”

The Raslidents comprehansive care plan included
the focus area Impalred vision reldted
to...bilateral ocular hypertension,

On 02/26/2020 at 8:00 a.m. during an interview
with Residant #207, the resldent was noked If
there was ever a time they had not received thelr
madication. Resldent #207 verbalized to the
survayor that it would be hard for them to say but
they knew there had been times when thelr
medioation was incorrect and they had given it
back to the nurse.

On 02/26/2020 at 11:46 a.m., during & meeting
with the survey team, the adminlstrator and DON
(diractor of nursing) were notified that the facliity
nursing staff had documented a “7" in the
administration block for the resident's Xalatan
solution on 02/08/2020 at 2100, The surveyor
requestad any information regarding this
medication being available for adminlstration,

On 02/268/2020 at 2:40 p.m., the surveyor agked
LPN {licensed practioal nuree) #2 if this
medioatlon would have been avallable In the stat
box for administration, LPN #2 verbalized to the
survayor that this medication was not avallabls In
the stat box for administration,

The facility staff did not provide the survey team
with any Informatlon regarding this lssue. The
facliity did provide the Survayor with paper coples
of the resident's fage sheet, sMARs, physiclan
orders, care plan information, and progress notes

FORM CM3-2087(02-99) Provious Varsions Qbgalste Bvent ID:NB2R1S Faoliity 10: VAD18D I confinuation shest Page 17 of 25




UEFAHIMENT OF HEALTH AN” {UMAN SERVICES

FHINIEL: 03/05/202,

{il) The facllity may release infortmation that ig
resident-ldantifiable to an agent only in
acscordance with a contract undar which the agant
agraes not to use or disolose the information

axcept to the extent the facility itself Is permitted
to do so,

§483,70(1) Madical records,
§483.70()(1) In accordance with aocepted
professional standards and practices, the faollity

must malntaln medical racords on each rasident
that are-

() Complate; ‘

(Il) Acourately documented;
(il} Readily accessible; and
(V) Systematically organized

§483.70(1)(2) The facllity must keep confidential
all information contained in the resident's racords,
regardless of the form or storage method of the
records, axcapt when release 18-

{I) To the Individual, or ther resident
representative where permitted by applicable law:
(il) Requirad by Law;

(i) For treatment, payment, er health care
aperations, as permittad by and In compllance
with 45 CFR 164,608;

(iv) Far publig health aotivities, reporting of abuse,
neglact, or domestlo violence, health oversight
aativitles, Judiclal and adminlstrative procesdings,

4. Results of the audits will be
discussed in the monthly/quarterly QAP
meeting. Discrepancies will be corrected,,,
immediately and re-education provided

- as needed,

et FORM APPROVE!
CENTER e VICE OomB -089"
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{F 755} 1 Continusd From page 17 {F 755}
ragarding the resident's Xalatan madiocation prior
1o tha exit conferance on 02/26/2020 at 4:20 p.m.
(F 842) gggden: Records - Idantifiable Information {F 842}
=D 8): 483.20(1)(5), 483.70 D(1)(5 F842 _
e " i Ny 1. Resident #202's medications are
§483.20(1)(5) Resldent-dentfiable information, administered via jejunal gastric port.
(0 Atacility may not release Information that Is
resident-identiflable to the public,

An audit of physicians orders for
residents with enteral feeding was
completed by 3/15/20 by the
DON/Designee to ensure route of
medication administration was
appropriate for residents residing in the
facility. i
Licensed nursing staff were re-educated
by the DON/Designee by 3/15/20 on
appropriateness of orders ar?d .
administration route for medications and
consistency of orders.

An audit will be completed 5 x wefak to
ensure that any new orders contain
appropriate route of administration for
residents.

3K\
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{F 842} | Continued From page 18 {F 842)

law enforcement Burposes, organ donation
purposes, research purposes, or to coroners,
medioal examiners, funeral directors, and to avert
a serlous threat to health or safaty as permitted
by and In compliance with 45 CFR 184.512,

§483,70()(8) The tacility must salaguard medioal
record information against loss, dastruction, or
unauthorized use.

§483.70()(4) Medica) records must be retained
for-

(!) The perlod of time required by State law; or
(il) Five yoars from the date of discharge when
there Is no raquirement In State law; or

(ill) For & minor, & years after a resldant reaches i
legal age under State jaw,

§488.70(145) The medical racord must contain-
() Suffiolent Information to Identify the resident;

A record of the resldent's assassments; |
(i) The comprehensive plan of care and services !
provided;

(Iv) The results of any preadmisslon soresning
and residant review evaluations and
determinations conduoted by the State;

(v) Physician's, nurse's, and other llcensed
professlonal's Progress notes! and
(vi) Laboratory, radiology and other dlaghostic
services reports as required under §483,50,
This REQUIREMENT s not met as evidenced
by:

Based on staff Interview and clinlcal ragord
review, the tacllity staff falled to ensure a
complete and accurate clinical record for 1 of 14
resldents, Resldent #202,

|
|

FORM OM&-2567(02-09) Previous Varsions Obsolale Bvont IDiNBER13 Haoillty 10y vAO 150

The findings Included:

it continuation shaet Page 10 o1 25
|



FRIN LU U
A LMENT OF HEALTHANT - 'UMAN SERVICES i » FORM A%‘ﬁ%%zfﬁz{'
CE RS FOR Wi ERVICES | OMB | 039"
BTATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/GLIA (x2) mﬂm CONSTRUGTION (X3) DATE SURvEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUiLDNG COMPLETED
R-C
486143 8. WiNg 02/28/2020
ME OF PROVIGER OR SUPPLIER STREGT ADORRSE, CITY, STATE, 2P GODE
1807 8PRUCE STREET
MARTINSVILLE HEALTH AND REHAB MARTINSVILLE, VA 24112
 GUMMARY STATEMENY OF DEFIGIENGIES 10 PROVIDER'S PLAN OF CORRECTION
k) (EACH DEFIQIENCY MUST BE PRECEDED By BULL PREFIX (EAGH CORREGTIVE AGTION BHOULD pe COMPLETION
TAG REGULATORY OR LSG IDENTIRYING INFORMATION) TAG cnosa-nan&nsgggm c‘r\:;lm APPROPRIATE DATE
{F 842} | Continued From page 19 {F 842)
The rasident's clinical record Included an order
for vitamin D3 to be given by mouth, However,
the clinlcal racord algo included an order for all
medications to be given by Jajunal port or gastrlc

port,

Resident #202's elinical racord was raviewed on
02/25/2020. The resldent's face shast Inoluded
the diagnosey gastrostomy status, dysphagla
following cerebral Infaration, and
gastio-wsophageal reflux dissasa without
avophagitis,

Section C (cognitive patterns) of the residents
quarterly MDS (minimum data set) assassmant
with &an ARD (assessment referance date) of
02/08/2020 Included a BIMS (brlef Interview for
mental status) summary score of 13 out of a
possible 16 points, Saction K (swallowing/nutrition

slatus) was coded to Indloate the resident had &
feeding tuba,

The residents clinical racord included the '
loliowing physiclans orders, 1
“For Medication Administration All Liquld {
Madications through Jejunal Port {yaliow), IF not
liquid the crush meds and administer through
gastric port (red) with flush of 50ml water after
administration...” Data of order 10/08/2010,
“Vitamin D3 Capsule 50000 UNIT
(Cholecaloiferol) Glve 1 capsule by mouth one
tima a day every 7 days(s) for low Vitamin D,
Order date 10/18/2018,

The DON (director of nursing) was made aware

of the conflicting ordera regarding medication

adminlstration on 02/25/2020 at 2:50 p.m. and

verbalized to the Survayor that maybae this was a
transeription error,

|
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On 02/25/2020 st 3:15 p.m,, tha DON verbalized
to the surveyor that she had spoken 1o the nurse
that had put the order for the vitamin D3 Into the
computer system and the order wasg placed Into
the computer system Incorractly.

On 02/26/2020 at 4:50 p.m., during an end of the
day mesting with the administrator and DON, the
Inaccurate racord in regards to Resident #202's
vitamin D3 wae reviewed, The DON verbalized
that the pharmacist was on slte and she had
spoken with them regarding this order,

The administrator and DON ware again notifled of
the Issue regarding Resident #202's D3 on
02/26/2020 at 11:45 a.m, during a meating with
the survey team,

No further Information was provided to the survey
team regarding the D3 prior to the exit
conference on 02/26/2020 at 4:20 p.m.
QAPIQAA Improvement Actlivities

CFR(s): 483.75(g)(2)(1h

§483.76(g) Quality Basessment and assurance,

§483.76(g)(2) The quality assessment and
assurance committee muat:

(Il) Develop and Implemant appropriate plans of
action to correct identifisd quallty deliclencies:
This REQUIREMENT Is not met as evidenced
by:

Based on observation, resldent Interview, staff
Interview and clinical record reviews, the facliity
stalf falled to ensure the QA (quality assurance)
program meet the neads of tha faclllty as
evidenced by repsated deficlencies In the areas

(F 84p)

F867
1. QAPI plan of process includes tags .
and F756 and the new citations for survey.

#- The administration audited the progress
Fsaf, on the QAPI plans on 3/9/20. The

| | interdisciplinary team will be re-educated
' on the QAP process SMART goals and
PIP plans on 3/9/20 by the Chief Clinical
Officer.

3. The Chief Clinical Officer/Designee will

. monitor the QAPI plans weekly to ensure
- the components of the POC are

- completed.

Any identified issues will be discussed in
the monthly/quarterly QAP| meeting.
Plans will be reviewed and revised as

needed and identified. 3,]5" ‘20
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of Quality of Care, Pharmacy, and Adminlstration "
and new deflclencies Identified In the areas of
Infection Gontrol and Resident Rights,
The findings included:
As part of the survey process, the survay team
Identiflad rapeated deficlent practice In the areas
of Quality of Cars and Pharmaoy Services.
The administrator and DON (director of nursing)
were notlfled of the issues regarding their QA
program during the exit conference on F880 j
02/26/2020 at 4:20 p.m, 1. lce scoop was placed in bag on 2/25/20.
An audit was completed on 2/25/20 to, 3|55
Those deficlent practices are detailed under the ensure that ice scoops were in plastic
F884 and F768 In this repont, bags and not inside the ice chest
880 | Infection Prevention & Control F 880
§5=D | CFR(s): 483.80(a)(1)(2)(4)(a)(f) 2. Staff was re-educated by the
- I DON/Designee by 3/15/20 on infection
§488.80 Infection Contro) ; i ng i
The facillty must establish and maintaln an :23" c;lagirna d;izimgulf ;ngofizi?a%r:gf
infection pravention and control program aia gl il | g : | )
designed to provide a safe, sanltary and Education also included wearing gloves
comfortable environmant and to halp prevent the as deemed necessary.
developmant and transmigsion of communicable
disoasas and Infections. 3. Audits will be completed 5 x wesk during
care keeper rounds to ensure ice SCoops
§483,80(a) Infaction prevention and control are appropriately placed in bags or
Sl containers and gloves worn while
The facility must establish an Infection prevention e
and control p}r’agmm (I{PCP) that must Include, at passing ice if deemed necessary
a minimum, the following elemants: e . s
. 4. Results of audits will be discussed in the
§483.80(a)(1) A system for prevanting, identifying, monthly/quarterly QAP| meetings. Any
reporting, investigating, and controlling Infections discrepancies will be addressed
and communicable dissases for ajl residents, immediately and staff re-educated as
staft, volunteers, visitors, and other individuals needed.
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providing services under a contractual
arrangement based upon the facliity assessment
conducted according to §483.70(e) and following
accepted natlonal standards;

§483.80(a)(2) Written slandards, policles, and
procedures for the program, which must Includa,
but are nat limited to:

() A system of survelllance designed to Identify
possible communloable digoages or

Infections before thay can spread to othar
persons in the facllity;

(i) When and to whom possible incidents of
communicable disease or infactions should be
reportad;

(i) Standard and transmission-based precautions
1o be followed to prevent spread of Infactions;
(iv)When and how Isolation should be used fora
resldent; Including but nol limited to;

(A) The type and duration of the Isolation,
depanding upon the Infeotious agent or organism
Involvad, and

(B) Arequirement that the Isolation should be the
least rastrictive possible for the resldent under the
clreumstanoes,

(v) The clroeumstances under which the faallity
must prohiblt employees with a commurilcable
disease or infected akin lesions from direct
contact with residents or thelr food, If direct
contact will transmit the disease; and

(v)The hand hygiene procadures to be followed
by staff involved in direct resident contact,

§483.80(a)(4) A system for recording incidents
identifled under the facllity's IPCP and the
corrective actlons taken by the tacllity,

§483,80(a) Linens.

STATEMENT OF DEFIGIENGIES {X1) PROVIDER/SUPPLIER/OLIA {x2) mi'm.e GONSTRUCTION
AND FLAN OF CORREGTION IDENTIFICATION NUMBER; A BULDING
485143 B. WING, 02/28/2020
AME OF PROVIDER OR SBUPPLIER ' OTREETADDRESS, CITY, SYATE, ZIP GODE
| 1807 SPRUCE 8TREET
MARTINSVILLE HEALTH AND REHAB | MARTINSVILLE, VA 24112
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D | PROVIDER'S PLAN OF CORAECTION o)
X (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFR EACH CORREOTIVE AGTION BHOULD BE
“?—EE REGULATORY OR LBC [DENTIFYING INFORMATION) TAG cém&aamﬂgggngi TO THE APPROPRIATE DATR
i e
F 880 | Continuad From page 22 F 880
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Personnel must handle, stors, process, and
transport linens so as to prevent the spread of
infaction.

§488.80(f) Annual reviaw,

The tacllity will conduct an annual review of Its
P and update thair program, as necessary,

This REQUIREMENT s not met as evidenced

by:

Based on observation and staff interview, the
facllity staff falled 1o maintain an Infection
Pravention program that would help prevent the
development or transmission of communicable
diseasea and Infection as evidenosd by leaving
the loe scoop Inside the ice ohast and positioned
ontop of the lea on 1 of 3 units the North unit,

The findings inoluded:

The facility staff left the fee scoop Inside the ice
chest and posltioned on top of the loa Inside.

On 02/25/2020 aj approximately 11:68 a.m,,
during Initial tour of the tacility, the survay
observed an e chest on the North hall, There
was an empty plastlc bag on a shelf underneath
the lce chest. The Surveyor openad the top of the
lee chest and observed the lce sooop to be
resting on top of the loas,

CNA (certified nursing assistant) #1 approached
the ice chest and identified thamselves to the
surveyor as the person who was passing lee. This
CNA was not ohserved to have any gloves in
place. The surveyor asked CNA # where the loe
§coop wae CNA stated it was In the |ce chest and
stated thay did not usually put It In the cooler that
Lhay usually put it In the plastlc bag and dated the
ag.
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The DON (director of nursing) was in the hallway
after this observation and was notitied of the
lesue regarding the ice sooop, The DON
verbalized to the surveyor that the Infection
control nurse was out on matarnity leave and the
scoop should have been placed in the plastic
bagﬁ. The DON also stated they would In-sarvice
staff,

The administrator and DON were notified of the
lssue ragarding the loe 8000p during a meeting
with the survey team on 02/28/2020 at 11:45 a.m,

No turther Information ragarding this lssue was
provided to the survey team priot to the exit
conferance on 02!28{%020& 4120 p.m.
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