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*[For RNCHIs at §403.748, ASCs at §416.54,
Hospitals at §482.15, ICF/IIDs at §483.475, HHAs
at §484.102, "Organizations” under §485.727,
OPOs at §486.360, RHC/FQHCs at §491.12:) (1)
Training program. The (facility] must do ali of the
following:

(i) Initial training in emargency preparedness
policies and proceduras to all new and existing
staff, individuals providing services under
arrangement, and volunteers, consistent with thaeir
expected roles.

(i) Provide emergency preparedness training
at least every 2 years.

(i) Maintain documentation of all emergency
preparedness training.

(iv) Demonstrate staff knowledge of
emergency procedures.

(v} If ihe emergency preparedness policies
and procedures are significantly updated, the
[facility} must conduct training on the updated
policies and procedures.

*[For Hospices at §418.113(d):} (1) Training. The
hospice must do all of the following:

(i} Initial training in emergency preparedness
policies and procedures o all new and existing
hospice employees, and individuals providing
services under arrangement, consistent with their
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E 0001 Initial Comments Eo00| Wayland Nursing and Rehabilitation center
acknowledges receipt of the Stalement of
Deficiencies and proposes this Plan of
An unannounced Emergancy Preparedness Correction to the extent that the summary of |
survey was conducted 3/9/21 through 3/12/21. findings is factually correct and in order to
Corrections are required for compliance with 42 maintain compliance with the applicable
CFR Part 483.73, Requirement for Long-Term rules and provisions of quality of care of
Care Facilities. residents. This Pian of Correction is
E 037 | EP Training Program E 037: submitted as a written allegation of
§5=D | CFR(s): 483.73(d)(1) compliance,

Wayland Nursing and Rehabilitation Center's
response to this Statement of Deficiencies
does nol denote agreement with the
Statement of Deficiencies nor does it
constitute an admission that any deficiency
is accurate. Wayland Nursing and
Rehabilitation Center reserves the right to
refute any of the deficiencies on this
Statement of Deficiencies through Informal
Dispute Resolution, formal appeal procedure
and/or any other administrative or legal
proceeding.

F 037

. New Hires since June 2020 will
receive training on Emergancy preparedness
by 3/29/21, the training will be completed by
the Staff Development Coordinator,

. New hires have been identified and
will receive training by 3/29/21 by the Staff
Development Coordinator.

. The SDC will in-service all new hires
from June 2020 on the Emergency
Preparedness Plan as outlined in the
Emergency Preparedness policy and
procedure manual. All new hires will receive
in-sarvice training on Emergency
Preparedness upon hire and annually
thereafter.
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Any deficiency statement encﬁng with an asterisk (*) denotes a deficlency which the institution may be excused from correciing providing it is determined that

other safeguards provide sufficlent protection™o the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

LY

following the date of survey whether or not a plan of corraction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days followlng the date these documents are made available to the facility. |f deficiencies are cited, an approved plan of correction Is requisite to continued
program particlpation
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{li) Demonstrate staff knowledge of

emergency procedures.
(iii) Provide emergency preparedness tralning
| at least every 2 years.
(iv) Periodically review and rehearse its
emergency preparedness plan with hosplce
| amployees (including nonemployesa staff}, with
speclal emphasis placed on carrying out the
| procedures necessary to protect patienis and
| others.
(v) Maintain documentation of ali smergancy
preparedness tralning.
(vi) i the emergency preparadness policies
| and procedures are significantly updated, the
hospice musi conduct training on the updated
pelicios and procedures.

*[For PRTFs at §441.184{d}.] {1} Tralning
program. The PRTF must do all of the fallowing:
(1) Initial training in emergency preparedness
policies and proceduras to all new and existing
staff, individuals providing sarvicas under
| arrangement, and volunteers, consistent with their
expected reles,
{il) After initial training, provide emergency
| preparedness training every 2 years,
(iii) Demanstrate staff knowledge of
| emergency procedures,
| (Iv) Maintaln documentation of all emergency
| preparedness fralning.
f (v} If the emergency preparedness policies
| and procedures are significantly updated, the
| PRTF must conduct training on the updated
| policies and procedures.

| "{For LTC Faciliies at §483.73(d)] (1) Training
| Program. The LTC facility must do ali of the

| following:

|

. Facility Administrator will review the
naw hire orientation process weekly x 4 weeks
to assure EP tralning Is performed &
documented appropriately per the orientation
checklist as cutlined by the EP policy and
procedure manual,

. All orientation new hire checklists will
be revlewed In manthly QAPI meetings x 1
manth,

pan2/2t
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E 037 | Continued From page 2 E 037

(i) Initlal training in emergency preparedness
policies and procedures to all new and existing
staff, individuals providing sarvicas under
arrangement, and volunteers, consistent with their
expected rola.

(ii) Provide emergency preparedness {ralning
af lsast annually.

(lii} Maintain documentation of all emergency
preparedness training.

(iv) Dermonstrate staff knowledge of
emeargency procedures.

*[For CORFs at §486.68(d):)(1) Training. The
CORF must do all of tha following:

(1} Provide Initlal training In emergency
preparedness policies and procedures to all new
and existing staff, individuals providing
sarvices under arrangement, and volunteers,
consistant with thelr expected roles,

{ii} Provide emergency praparedness training
ol least avery 2 years.

{111} Maintaln documentatian of the training.

{iv) Demonsirate staff knowladge of
emergency procedures. All new personnel must [
be oriented and assigned specific

responslbilities regarding tha CORF's
emargency ptan within 2 weeks of thair first
woarkday. The training program must include
instruction in the location and use of alarm
systema and signals and firefighting aquipment.

(v} Ifthe emergency preparedness policies
and procedures are significantly updated, tha
CORF must conduct training on the updated
policles and procedures.

“[For CAHs at §485.625(d):} (1) Tralning pragram
The CAH must do alt of the following:
(i} Initial training in emergency preparadness
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E 037 | Continued From page 3 E 037/
policles and proceduras, including prompt '
reporting and extinguishing of fires, prolection,

and whare necessary, evacuation of patients, !
personnel, and guests, fire prevention, and I
cooperation with firefighting and disaster
authorities, to all new and existing staff,
indlviduals providing services under arrangement,
and voluntears, conslstent with their expectad
roles.

{ii} Provide emargency preparedness training
at least every 2 years.

(iii} Maintain documentation of the training

(iv) Demaonstrate staff knowledge of
emergency procedures,

(v} Ifthe emergency preparednass policles
and procedures are significantly updated, the
CAH must conduet training on the updated
policies and procedures,

‘{For CMHCs at §485.920(d):] {1) Training. The
CMHC musl provide initial training In smergency
preparedness policles and procedures to all new
and existing staff, individuals providing services
under arrangament, and volunteers, consistent
with their expecled roles, and maintain
documentation of the training. The CMHC must
demonstrate staff knowledge of emergency
procedures. Thereafter, the CMHC must provide
emergency preparedness training at least every 2
yaars.

This REQUIREMENT Is nol met as evidenced
by:

Based an staff interview and facllity document
review, it was determined that the facility staff
failed {o have a complete emergency
preparedness plan. The facility staff failed to
provide documented evuidence that 20 new
facility hires since June 2020, have racelved
annual emergency preparedness training.
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WAYLAND NURSING AND REHABILITATION CENTER

E 037 | Continued From page 4 | €037

The findings include:

On 3M11/21 at 11:50 a.m., a review of the facility's
emergency preparadness plan was conducted.
This review of the facllity's emergency
preparedness plan failed to evidance
documentation that the 20 new facilily hires since
June 2020, have recelved initial emsrgency
preparednass training.

On 3/11/21 at 2:00 p.m., ASM (administrative
staff member) #1, the administrator, ASM #2, the
director of nursing, ASM #3, the clinical
consultant, and ASM #4, the regional
vice-president, were informed of these concerns, |
ASM #1 stated that the staff davelopment |
coordinator Is responsible for new hire training in
emergency preparadness. He stated the staff
development coordinator has baen out on
extended leave, and he could nat verify that any
new hires had been trained in emergency
preparedness since she laft. ASM #1 stated, "We
can't sea that it has been done sinca June of
2020

No further information was provided prior lo exit
F 000 | INITIAL COMMENTS F 000

An unannounced Medicare/Madicald standard |
survey was conducted 3/9/21 through 3/12/21. |
Corracilons are required for compliance with 42
CFR Part 483 Federal Long Term Care
requirements. The Life Safety Code
survey/report will follow,

at the time of the survey. The survay sample

The census In this 90 certified bed facility was 50 \
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consisted of 35 Rasident reviews,
F 600 | Free from Abuse and Neglact F 800

582G | CFR(s). 483.12(a)}{1)

§483.12 Fresdom from Abuse, Neglect, and
Exploitation

Tha resident has the right to be free from abuse,
neglect, misappropriation of resident property,
and exploilation as defined in this subpart. This
includes but is not limitad to freedom from
corporal punishment, involuntary seclusion and
any physical or chemical restraint not raquired to
treat the resident's medical symploms.

§483.12(a) The facility must-

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

This REQUIREMENT is not met a8 evidenced

by:
Baged on resident interview, staff Interview, Past noncompllance: no plan of
facility document review and clinlcal record reviaw corraction required.

it was determined that the facifity failed to protect
ona of 35 residents in the survey sample from
resident-to-resident abuse. On 2/28/21, Resident
#37 and Residant #4 argued in their roem which
escalated to Resident #37 pushing his wheelchair
Into Resident #4's table causing a laceration to
Resident #4's right lower leg that required
treatment in & local emergency room and closure
with 9 staples, resulting in harm.

The findings include:

Resident #4 was admittad {o the facility with
diagnoses including but not limited to chronic
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F 600 | Continued From pags 6 F 600

obsiructive pulmonary disease (1), cangesilve
heart faliure {2) and major depressive disorder
(3). Resident #4's most recant MDS (minimum
data set), an annuat assessment with an ARD
(assessment reference datae) of 3/1/21 caded
Resident #4 as acoring a 15 on the BIMS (brief
Interview for mental status), 15- being cognitively
intact for making dally decisions.

On 3/9/21 at approximately 3:10 p.m_, an
interview was conducted with Resident #4.
Resident #4 was observed to have a gauze wrap
dressing dated 3/9/21 on his right lower lag.
When asked about the dressing on his right lower
leg, Resident #4 stated that he was assaulted by
their pravious reommate, Resldent #37 and had
10 go to the emargency room to get staplas in his
leg to close aninjury. Resident #4 statad that
Resident #37 was no longer in the facility
because “they got rid of him after that happened."
Residant #4 stated that he had argued with
Resident #37 over the televislon and that
Resident #37 pushed hls empty wheelchair
through the privacy curtaln into him causing tha
over bed tabla to cut his right lowar lag. Resident
#4 stated that the nurse had to apply pressure to
the area and he had to go to the emergency room
to get stap'es {o the area.

The progress nates for Resident #4 documented
in part the following:

- "2117/2021 10:26 (10:26 a.m.) Note Text: Writer
mat with resident and advised that he would be
getling a roommate today."

- "2/28/2021 16:25 (4:25 p.m.) Note Text: resident
had been arguing with his roommate aver the TV,
his rcom mate was yelling & they were calling
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each othar names, resident states he cannot

stand the way his room mate talks to him & the
way he “fcurse] on himself*. Writer explalned to
resident that he can not help being incontinent
(without contral of) however, he should not yell at
his roommate & curse at him. They should try to
compromise with what to watch on the TV."

- "2/28/2021 16:40 (4:40 p.m.} Note Tex{; called

to room Resldent noted to be bleeding from a 8.5 |
om {centimeter) laceration on the right lateral

lower leg. Rasidant holding tiseues on wound, |
large puddie of blood noted on the floor & In trash |
can. Resident had his lag propped on the trash |
can, blood dripping into it. Resident statad that his
roommate pushed the w/c (whealchair) on the
olher side of the curiain into his overbed table,
which hit his leg. Roommates w/c [wheelchair]
removed from the room, pressure applied to
wound for several minutas to slow bleeding,
wrapped with gauze. Explained to resident that he
naedad to go to the ER (emargency room) due to
excessive blesding, & for a tetanus shot.

Resident gtill arguing, cursing & threatening with
the room mate intermittently, yelling that he |
wantad to have "the cops called on that plece of |
[curse]” because "he assaulted me” Administrator ’
made aware & stated that resldant needed to go

to a room an C-wing upon return from ER & he

would straighten it out in the moring with both
residents.”

- "2/28/2021 17:01 (5:01 p.m.) Note Taxt;
Resident sustained right lower extremity trauma
(8.5 cm laceration) by contact with wheelchalr.
RN [registered nurse) supervisor applied pressure
dressing. Received verbal order from [name of
nurse practitioner) to send resident to ER. Report
called. Bed hold policy sent with resident.
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Resident is own RR [responsible representative).”

- "2/28/2021 20:40 (8:40 a.m.) Note Text:
Returnad to facllity after receiving 9 staples and
naw orders for Keflax (antibiotic) 500 mg
(milligrams) q (every) 12 hours x 10 days.
Resident is own RR and is aware."

- "3/4/2021 13:02 (1:02 p.m.) Note Text: Resident
stated that he wanted to flle assault charges
against roommate for injuring him causing 9
staples in lower leg. This writer notified [County
Name] Sheriff Dapt. Spoke with investigator
several times. Also notifled [Name of
ombudsman] LTC {long term care) Ombudsman
and [Name of staff] with APS {adult protective
sarvices). Awalting return call from investigator
with [County Name)."

- "3/1/2021 17:31 (5:31 p.m.) Note Text:
Investigator and deputy in to speak with resident."

The "ED {emergsncy depariment} Note
Physiclan" for Resident #4 from [Name of
Hospital) dated 2/28/2021, documented in part,
"...Chtef complaint from {Name of facility] - verbal
argument with roommete; knocked wheslchairs
into each other; laceration to right lowar lag,
dressing on with controlled bleeding... Thia is a
fage and sex of Rasident #4] that presents to the
emergency depariment with a laceration to the
right lower extremity. He was cut to the lower leg
with a metal patt of the wheelchalr. The wound
was theroughly irrigated, ¢leansed with Batadine,
and closed with staple gun. Patient will be placed
on oral antiblotics. His tetanus shot was updated.
Patient will be discharged back to the facility..."”

Resldent #37 was admitted to the facllity with
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diagnoses including but not limited to Parkinson’s

diseasa (4), major depressive disorder and
anxiaty disorder (5). Resldent #37's most recent
| MDS {minimum data set), & quarterly assassment
wlth an ARD (assessment reference date) of
21821 coded Resident #37 as scoring a 15 on the
| BIMS (brief interview for mental status), 15- being
cognitively intact for making daily decisions
Section E documented Resident #37 failed to
evidence documentation of any behavioral
symptoms during the observation period.

| Resident #37 no longer resided at the fagility and
| cou'd not be observed during the survey dates.
| The record was reviewsed as a closed record.

The comprehensive care plan for Resldent #37
dated 12/28/2020 documented in part,
"Problematic manner in which rasident acts
characterized by ineffactive coplng,; vaerbail
physical Aggression or Agitated, Combativeness
related to: Anger, eursing, yelling at staff,
threatening to hurt staff. Date [nitiated:
12/22/2020, Created on: 12/22/2020, Reviston on:
03/08/2021." The care plan furthar documented,
"Negative feslings ragarding self and soclal
rolationships characterized by, low self esteem,
anxiaty, mistrust, conflictfanger, inaffective coping
related to: displays of inappropriate socia
behavior exposing self to staff, inappropriate
communication with staff through letters & emalil.
Date Initiated: 01/04/2021, Created on:
01/04/2621, Revision on 03/08/2021."

The progress notas for Resident #37 documented
in part the following:

i
< "12/20/2020 14:52 (2:52 p.m.) Note Text: CNA |
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{certified nursing assistant) came to writer and
stated that resldent was cursing her. She stated
that she set up a bed bath, she asked [Resident
#37) to go ahead and get started washing his
face to his waist. Sha then Informed him that she
will be right back because she had 2 call lights
going off. About 10 mins (minutes) had passed
and he put his cail light on. When ghe went in the
room snd apologlized for taking longer fo het [sic)
back to him he started cursing at her. She sald he
threatened to "Kick my [curse words]". Then he
stated he hopes that she become peralyzed. He
also threatened to call the state and he has done
it before. He also stated that he would refuse to
feed himself so that CNAs would have to feed
him because he pays good money to be here and
he want his moneys worth. Housekeeper and
another CNA heard him cursing and yalling."

- "12/21/2020 08:37 (B:37 a.m.) Note Text: This
writer and Clinical Care Coordinater went in to
speak with resident, Staff reported that resident
this weekend was cursing them, calling staff MF
and F you. Also threatening staff. This writer and
Clinical Care Coaordinatar explained to resident
this behavior was unacceptable and if continued
we would have to discharge. Explainad that there
are other ways of communicating with staff other
than threatening and cursing staff. Resldent
replied, "| will call state and report yzll for abuse. |
know how it works. Stated § will just walk to the
door and fall and sue yall.” Resident stated that
he would alsc call the LTC (long-term cara)
Ombudsman. This writer provided resident with
the cell number to [Name of Ombudsman]} LTC
Ombudsman. Rasident got out of bed and
pushed bedside table toward door as waiking.”

- "12/21/2020 08:67 (8:57 a.m.} Note Text: After
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speaking with soclal warker and clinical care
coordinator resident became angry and got up
out of the bed pushed his bedside table into the
hallway. Very unsteady gets

- "12/23/2020 12:06 {12:06 p.m.) Note Text: This
writer and AR in to speak with resident regarding
DSS (Department of Soclal Services) stating that
his insurance will not cover his LTC (long tarm
care) stay. Resident stated that he would call his
father. Resident's sister called and stated that
resident can not return to fiva with har or the
father. Stated that the property manager also
statad thal he Is not allowed on properly. Sister
stated something to do with indecent axposure.”

- "12123/2020 13:21 (1:21 p.m.) Note Text: Was
given note frem CNA [Name of CNA] that resident
gave her. Nots antails resldent's personal phone
number and emall note reads | missed you,
signed by resident. CNA states resident asked
her why she didn't call him, CNA responded to
resident stating that would be Inappropriate and
was illegal. Resident wasn't happy with her
comment. No further gestures at this time, CNA
was Informed that 2 staff members should be
present whan caring for résldent.”

-~ “12/23/2020 14:19 (2:18 p.m.) Nole Text:
Recelved call from LTC Ombudsman regarding
that she received a voicemail from resident
stating thal he |s not allowed lo have frisnds hera.
Explained to [Name of Ombudsman] (LTC
Ombudsman} that resident was sending note lo a
CNA with his perscnal information en it such as
email address, cell phone number and that CNA
advlsed Clinical Care Coordinator. CNA stated fo
rasident that this action was not acceptable.”

F 600
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- 12302020 10:31 {10:31 a.m.) Note Text:
Recelved fax from Harrlsonburg DSS
[dapartment of social services] for resident to
apply for Medlcaid, Resident stated that the bank
aceount and vehicle are In both his hame and
wife's name. This writer called [Name of staff] at
Harrisonburg DSS at [Phone number] and laft
message to inquire how to obtain this information
since the wife has a protsctive order against
resldent.”

- "2/30/2020 12:18 (12:18 p.m.) Note Text: CNA
asked this writer to speak with resideni because
resident wanted CNA to wash him. Resldent is
capabie of washing himself. Resident writas
notes and texts on his cell phone, CNA stated
that resident makes a sffort to expose himaelf to
them. Resident also will put his hands bahind his
head while they are giving care. This wrltar spoke
with resident and advisad that he is capable of
washing himself. When thig writer left room
res|dent was starting to bathe himself."

- "12131/2020 09:54 (9:54 a.m.) Note Text: heard
resident yelling at CNA. entered room, resident
irying to make CNA leave room before she had
finlshed cleaning him from a BM. he was talking
about some shirts that had went to laundry and
had not came back yet. told CNA to "go buy me
some more shirts.” explainad to resident that we
would see about hls shirts being found. he went
on {0 say that therapy was not helping him, and
that he would find somewhere alse to go. this
nurse explainad that he could do some things for
himself, that we were here to help him do what he
was unable to do, he stated he was not going to
waar a gown, resident has issues with exposing
hirnself and altempting to have staff provide care
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In genital ares when he Is capable of doing this
himself. When staff is entering room, resident will

place both hands behind his head. Resident
stated that we get paid to wait on him, Resident
stated that ha is going to stay naked, that would
get somebody's attention. Stating that he has not
been able to see his psychlatrist, states he is
going to call the advocate. Was very rude and
disrespactful with CNA and this nurse. Notifted
Soclal Worker of same.”

«"12/31/2020 10:54 (10:54 a.m.) Note Text:
Rasident no longer on precautions so will be
moved to [Room number on C halli, Resldent is
aware and is own RR (rasident representative).”

- "/12/2021 16:50 (4:50 p.m.) Note Text: CNA
cama to get this writer to listen to resident yell.
CNA and this writer were af rasident's door,
Rasident found on floor laying on right side. CNA
stated that resident confinues 1o make
statements about throwing himself on the floor
whan he is mad. This writer called {Name of
Physician] who gave verbal order to sent to ER
{emargency room) for eval (evaluation) of fall and
psych (psychiatrlc) eval, 811 called, This wriler
also spoke with LTC Ombudsman regarding
resident. LTC Ombudsman stated that resident
calls several times on multiple occasion.”

-"/13/2021 07:05 (7.05 a.m.) Note Text: resident
refurned from ER at this time. No new orders
recelved."

- "M3/2021 10:41 (10:41 a.m.} Note Text; Law
enforcement officer In to serve prolective order
on rasident from his wife."

- "M/13/2021 14:57 (2:57 p.m.) Note Text: This !

i
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writer and DON (director of nursing) in to lalk with
rasideni. This writar advised resident thal his
behavlors were unacceptable. Explained to
rasident that as of now he also has no payer
source, that his Medicaid has not heen approved
for LTC (long-term care). Advisad that this writer
has sent his informatlon to several facllities due to
resident wanted to transfer but because of his
behavior, the other facllities rafused to take
resident due to his behaviors "

-*1/20/2021 07:55 (7:55 a.m.) Note Text: CNA
reported that when she went to pick up resident's
dinner tray, ha had thrown it in the floor.

- "/23/2021 14:14 {2:14 p.m.} Note Text: rasident
rang call bell for tray to be picked up. told him that
CNA would be plcking all trays up In a few
minutes. Because she did not go in room right
away he got angry and threw tray and urinal full of
urlng In floor in room. Told resident thet wasg
uncalled for, He stated he has a mentai preblem
and he demands service right now. Stated that is
what we are getting paid for. Stated he would call
social services. Mad because he cannot go to
bank and dmv. Explalned to him that there was
nothing that myself or CNA could do about that
but that he did not have to act in the manner that
he did."

- "/27/2021 11:05 {11:05 a.m.) Note Text: CNA in
to see this writer. Resident throwing tray In floor
for CNA to clean up. Resident continues to have
behavior issues. This writer racalvad message fo
call [Name of Deputy] at sheriff's office due to
rasident nasds to be served papers."

- "1/22/2021 15:11 (3:11 p.m.}) Note Text: LPN
(licensed practlcal nurse) requestad this writer to
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come in to resident room as he had a
conversation wilh him to address appropriate
ways to address complaints. per staff on unit
tasident has been thraatening to throw himself on
the floor because the staff are not coming in nt
{right) when he wants them to, This writer
observad maal tray and trash all over the floor as
the resident had thrown it. Resldent was advised
that as we have responsibllitias toward him he
also has responsibilities as a resident to behave
appropriately. resident verballzed understanding.”

- "1/29/2021 15:30 (3:30 p.m.) Note Tex!:
Resident stated to staff that she did not want to
change him. CNA had been in residants room
tmost of day. CNA stated that she has changed
him 6 fime. Rasident had soiled his brief and as
soon as he did, he removed brlef and threw
solled brief in floor. CNA stated that she was
giving care to ancther resident at the time he
soiled brief but rasident did not give CNA time to
get to his room. CNA on next shift was making
rounds with CNA from 1st shift, resident started
cursing 2nd shift CNA for no reason as she had
just cama in room to do reporting rounds.”

|- "2/8/2021 10:14 (10:14 a.m.) Note Text:

| Resldent removed feces from brief and threw in

i the trash can. Resident made aware that CNA

| was coming to give care as soon as possible but
resldent removed feces and threw in trash can."

|

| -"2/912021 10:14 (10:14 a.m.) Note Taxt: writar
walking down halt heard resident yelling at CNA
that he wanted her to give him a bath, writer went
into room to inquire on what was going on,
resident stated he needed an arbitrator, writer
asked again what the problem was, he stated he

| wanted to file suit to make sure he received
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proper hygiena every day that the CNA's bathed
him. writer informed resident that she would have
can set up his bath water, that he was more than
capable of bathing himself. Ha stated "I didn't say
{ couldn't”. Then he stated that he neaded to be
changed, CNA was In roomn to ¢hangs him whan
he started yelling at har about the bath. Rasident
assured that the CNA would perform incontinent
care on him and then ast him up for bath."

-"2M7/2021 10:25 {10:25 a.m.) Note Text: This
writer mat with resident to advise would be
maoving to [Room number] and wil have a
reommate. Resident not on precautions.”

- "2/23/2021 13:43 (1:43 p.m.) Note Text: Activity
Director reported hearing resident call CNA raclal
slurs and cursing her, CNA stated that she was
golng lo provide him cara as soon as she put the
tray on the carl. Rasident continued to call CNA
raclal siur and curse her. This wrlter spoke with
Administrator who went and advised resident that
cursing and raclal slurs would not be toteratad.
Residant staled find me another facility.
Administrator explained that we have attempted
to but all facilities have declined due to resident's
behavior."

-"2/23/2021 14:11 (2:11 p.m.) Nole Text: Staff
stated that resident continues to call CNA raclal
slurs and curse, Administrator agaln went fo
spoak with resldent and advise that this Is not
acceptable behavior.”

- "2/28/2021 16:23 (4:23 p.m.) Note Text: resident
arguing with his room mate ovar TV, Accused his
roommate of being spolled & babied by the staff,
Stated he was going to "baat his {curse]" to his
rogmmate Writer reminded resldent that he was
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nof able to ambulate or transfer alone. Writar
encouraged rasident to Iry to work toward
compromise with the TV & share what programs
are watched, parhaps take turns. Also explained
to him that the staff provide his room mate with
time to smoke bacause it Is the rcommates right
o smoke, It is also the roommates right to have
the stalf do shopping for him, resident was
encouraged to Ist the activity department know If
ha wanted ltams purchased for him at the store
on resident shopping day, explained he needed fo
have funds in hls account & that they could find
that out for him on Monday. Writer encouraged
resldant to try to speak nicely & politely to his
room mate & to other residant's & staff.
Reminded him that polite people do not throw
things & yell at others during conversation.
Resldent stated that ha wanted to leave writar
explained thati the soclal service department has
been trying to find aiternate placement for him
however due to his behaviors other facilitates are
not agreeing to having him transfer there."

-"3/1/2021 10:00 (10:00 a.m.) Note Text: On
2/28/21 at approximately 1840 hours (4:40 p.m.)
writer was called to rasident's room. Resident's
roommate [Rosident #4] had susteined a 8.5cm
(centimeter) laceratlon an his right |ateral lower
leg. The room mate [Resident #4] states that ihis
resident [Resident #37] pushed the w/c
{wheelchair) that was next o his bed (observed
wi¢ on the left sida of this resident's bed) into the
prlvacy curtain pushing the overbed table into his
leg. Roommate {Resident #4] yslling he was
going to cali the police; this resident [Resident
#37] yelling "I didn't do anything, I'm calling my
dad to pick me up before the cops come. I'm not
going to jall'. Resldent [Reslident #37] ohserved
to be rolling onto his side reaching for the wit
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again. Writer removed wi/c fram the room &
placed in the hallway & resident bed lowered to
the floor for safety. Writer instructed resident to
stop trying to roll out of the bed & to lay on his
back & be still. No observable injury from
altercation."

-"3/1/2021 16:20 (4:20 p.m.) Note Text: staff
called code green and stated resident was lying
on the floor. Upon entering room resident was
lying on his back perpendicular to the bed below
the foot of the bed. Resident stated "THE
POLICE DON'T BELIEVE 1 CAN'T WALK",
Resident reports back pain. Resident was log
Rolled and assessed. moving all extremitles.
rasident was assisted back Into bed by staff. Bad
in fow position. RN (reglstered nurse) returned to
room with equipmant to obtain vitals- resident had
his legs thrown over the side of the bed and
stated he was leaving, Assisted resident back in
to bed. Resident has no where to go and is at risk
to harm himself or others.”

- "3/1/2021 16:20 (4:20 p.m.) Note Text: MD
{Name of medical doctor] was notified of incident.
Resident to be sent to er [emargency room) for
evaluation of back paln post fail and for mental
health eval as there Is concern for his aafaty. 911
was called for transport to er, repori was callad to
[Name of Staff] at {Name of Hospital) er. Resldent
exprassed to RN he was concerned about
missing dinner as that happened the last time he
went to the er. Resldent then became more
agitated and stated he was going to leave AMA
(against medlcal advice) because we want to
send him to Jail.

Resldent is unable to get himself to the door and
has no place to go. Explainad to resident that we
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are sending him to the er for concern for his
| safety. Rescue squad arrived and resldent
consanted to go to the er.."

| - "311/2021 47:31 (6:31 p.m.) Note Text:

| Investigator and Deputy in to speak with resldant

| [Resldent #37) regarding incident of 2/28/21."

I

| -"312/2024 10:32 (10:32 a.m.) Note Text:
Charlotte County Deputy in to serve resident

i [Resident #37} with assault charges on another

! resldent [Res|dent #4], Also was served a
protective order against him taken cut by his wife.

| Resident [Resident #37] after deputy laft threw

' leg over sida of bed. This writer in to speak with

| resident that stated he did not bother the other

| resident today. Expiain=d that it was from the
other day when he caused the other resident

| [Resident #4] to have to have ¢ slaples in teg."

- "3/2/2021 11:34 (11:34 a.m.) Note Text:
Received report from Housekeeping Supsrvisor
and CNA that resident stated that he wanted to
kill himself and get it over with, Writar asked
resident if he had a plan. Recelved no response.
Reported Incident to ADON (assistant director of
nursing}. MD (medical doctor) made aware.
Resldent to be sent to ER."

The psychiatric med management note dated
1/8/2021 for Resident #37 documented fn part,
"...Reports that he does get angry and yell at
times but has not thrown anything racently,

| Reports he has in the past thrown things out of
frustration...He ¢an also be verbally eggressive,
He has thrown his table in the past...Social
history: Pt is married with children. Reports they
are separated. Reports he does not get a long
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well with his family. Reports his wife has a
restralning order against him bacause, *| have
anger [ssues and It upset her". Raports he did
not hit her. Family does not visit,.."

The psychiatric med management note dated
1/22/2021 for Resident #37 documented in part,
"...Raports he did yell at staff last avening
bacause his urlnal was not close enough. He did
not throw anything. He denles any recent sexusl
behavlors..."

The psychiatrie med {(medical) management nate
dated 2/5/2021 for Resident #37 documented in
part, "...He was seen today for a f/u {follow up) for
moderate intermittent depression, anxisty, sexual
behavlars, and verbal abuse that hava been
ongeing since admission...He can also be
verbally aggressive. He has thrown his table in
the past. Staff repor that they have set limits and
behaviors have overall improved, per staff, his
wife has a restraining order against him for
assault. Family wili also not take him back dus to
him exposing himself to family and children in tha
past...If unable lo mainiain safety, please send to
the ED (emergency department) for evaluation.
Discussed behaviors with pl (patient) who agrees
there |s betier ways to handle his frustration and
will attempt talking with ataff. Maintain saxual
precautions..."

On 3/10/2021 at approximately 2:00 p.m., an
Interview was conducted with OSM {other staff |
member) #5, soclal services. OSM #5 stated that

each morning they had a meeling with the

administrator and other members of the

interdisciplinary team. OSM #5 stated thal when

a resident needed to be moved 1o another room

they discussad the best placement and potential
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room mate for the resident in the meetings. OSM
#5 stated that they talked about which residants
they thought would have common interests and
get along when assigning room mates. OSM #5
stated that Resident #37 was admitted to the C
haliway in a private room and was on quarantine
for the required amount of time. QSM #5 staled
that after the quarantine parlod was over
Resident #37 was moved into the room with
Resident #4 on the A hallway for long term care
where Resldent #4 was already residing. OSM
#5 stated that Resident #37 started displaying
inappropriate behaviors a few days after they
wers admitled. OSM #5 stated that Resident #37
displayed verbally abusive behaviors to staff and
exposed himself to female staff but they d'd not
think that those behaviors would transfer to a
resident. OSM #5 staled that they had hoped that
Resident #37 and Resident #4 would get along
because they ware both cognltively intact and
may have shared common interests. QSM #5
stated thal they had sent out requests to othar
facllities at Resldent #37's raquest for transfer but
nona would accept them due to hls behaviors.
OSM #5 stated that Resident #4 had a history of
yelling at another resident and slamming doors.
O8M #5 stated that when a resldent to resident
incident occurred the staff were to immediately
Intervene and separale the residents. When
asked if Resident #37's behaviors wara taken in
to considaration when placlng him In the room
with Resident #4, OSM #5 stated that they
thought that the residents would get along, OSM
#5 stated that thera were other empty bads on
2117721 and Resldent #37 could possibly have
been placed in a room by himself.

On 3/10/21 at approximately 2:34 p.m., an
interview was conducted with RN (registered
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nurse) #1. RN #1 stated that on 2/28/21 she was
asked to go to Resident #37 end Resident #4's
room because a staff membar could haar them
arguing about the tefevision from the hallway. RN
#1 stated that when she entered the room the
rasidents ware not talking and the curtain was
pulled between them. RN #1 staled that she told
the residents that thay had been arguing about
the televislon and then they began arguing ggain.
RN #1 stated that they talked about compromise
on TV shows and both rasldenls seemed to agres
on the idea so she left the room to document the
incident. RN #1 stated that she went to the
nurses station and started documenting and was
called back to the room by another staff member
a few minutes later. RN #1 slated thal when she
entered the room Resident #4 had their leg over
the trashcan and wes bleeding. RN #1 stated
that when she entered the rocom the sacond time
Resident #37 and Resldent #4 were arguing
again. RN #1 stated that Resident #37 was lying
in bed smillng and watching TV. RN #1 stated
that staff had reporied to them that both Resldent
#37 and Resident #4 had been bickering all day
but had nol shown any physical aggression. RN
#1 stated that the incldent ocourred near the end
of the day shift. RN #1 stated that the first thing
she did was to maintain safety s0 she sant
Resident #4 to ER and stayed in room until the
ambulance arrived. RN #1 stated that if Resident
#4 had not been sent lo the ER, she would have
separated the two residents at that time. When
asked about the progress note dated 2/28/2021
at 4:23 p.m. which documented Resident #37
threatening to "beat his (Resident #4's) [curse],"
immedlately prior to the physical altercation, RN
#1 stated that she had reminded Resident #37
that they could not get out of bed to "beat
anyona's [cursel.” RN #1 stated that in hindsight,

FORM CMS.2567(02-88) Piavious Versiona Obeolots Event 107 DaTX11

Fadlity 10 VAGD50

It condinuation shest Page 23 ol 95



PRINTED: 03/17/2C21

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS TOR MERICARE & MERICAID SERVICES OMB MO 0938-00¢]
STATEMENT OF DEFICIENCIES (£1) PROVIDERISUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION ICENTIFICATION NUMBER: A BUILDING COMPLETED
495226 B.YWING 03112/2024
MNAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CCODE

730 LUNENBURG HIGHW

WAYLAND NURSING AND REHABILITATION CENTER KEYSVILLE, VA 23847

(X4 1D SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE AGTION SHOULD BE GOMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 70 THE APPROPRIATE DATE
DEFICIENGCY)
F 600 | Continued From page 23 F 600

it was a threat to Resident #4 and she should
have separated the residents when they were
arguing. RN #1 stated that she did not think
Resident #37 was physically capable of moving
as well as he did or being able to cause the injury
to Rasldent #4. RN #1 stated that she thought
Resident #37 was angry and just talking as he
frequently did and was not able to feliow through
an any physical violence.

The facilily daily census documented the
following:

- 43 empty beds in the facllity, 13 empty beds on
Ahall and 20 empty beds on C hall on 2/15/2021.
- 42 empty beds In the facility, 12 empty beds on
Ahall and 20 emply beds on C hall on 2/16/2021.
- 41 emply bads in the facility, @ empty beds on A
hall and 24 empty beds on G hall on 2/17/2021.

- 42 empty beds in the facility, 9 empty beds on A
hall and 24 empty beds on C hall on 2/18/2021.

- 40 emptiy beds In tha facliity, 8 emply beds on A
hall and 24 empty beds on C hall cn 2/18/2021.

The FRI (facility reported incldent) dated 3/1/2021
documented In part, “...Resident lo resident
altercation with injury, physlclan
contaclintervention and/or transfer to hosphal.
Resident [Nama of Resident #37) was involved
with resldent [Resident #4)] regarding TV and
Cable channels, {[Resident #37] pushed
wheelchair against bedside table causing injury to
[Resident #4]. [Resident #4] was sent to ER
where he was treated for a faceralion. Residents
were separated Physician notified and police,
Commuonwealth Atternay and ombudsman
called." The five-day follow up report to the FRI
dated 3/5/2021 documented in par, "... [Resldent
#4) was sent out {o the E.R. for evaluation and
treatment. Upon his refurn, he was placed in a
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private room away from {Rasident #37], The
Charlotts County Sheriffs department was notified
and & complalnt wae filed by [Resident #4}
against [Residenl #37). Papers wore served on
[Resident #37] for assault on 3/2/21...Sea
attached POC..."

The attached plan of corraction summary
docurmented a detalled summary of the Incldent
details describing the residents involved, a
summary of actions taken by the facility 1o
prevent a recurrence, the facility procedure for
monitoring the plan of correction and the person
respongible for implementing the plan of
correction. The Final Compliance dale
documented was 3/2/2021,

On 3/10/21 at approximately 12:30 p.m., a
request was made to ASM (administrative staff
member} #2, the director of nursing for all
documentation and investigation for the
resident-to-resident incident on 2/26/21 for
Resident #4 and Resident #37. ASM #2 stated
that the facility had completed a FRI {facllity
reported incident) with investigation and had
completed a plan of correction including
education, intarviews with residents, staff abuse
testing, audits and the plan to monltor the plan of
corraction. ASM #2 stated that they would
provide the evidence for reviaw.

On 3/10/2021 at approximately 1:30 p.m., ASM
#2, the director of nursing presented a binder,
which documented the following:

- Interviews completed by the social worker of all
cognltively intact residents in the facility on 3/2/21
regarding abuse.

- An audit of any resident-to-resident allercations
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for the past six months at the facility. No other

incidents ware identified

- Staff In-service sign in sheats.

- Copies of anvelopes with in-services on
resident-to-resident abuse mailed to staff not
currantly working st the facility.

- Resident te Resident abuse quizzes completed
by staff.

- Incident reports for auch resldent dated
2/128/2021,

- An investigatlonal summary completed by the
Director of Nursing,

- Witness statements.

Tha binder further documented a Quallty
Assurance and Performance Improvement FPlan
dated 3/2/21 documenting the incident,
interventions listed above and monltoring. [t
documented in part, "...10% of rasidents with a
BIMS score of 13 or above will ba interviewed by
the facility Social Workers utilizing the Residant
Abuse Audit Tool weskly x 4 weeks baginning on
3/3/21 to ensure that resident to resident
allercations are heing addressed appropriately.
The Quality Assurance Nurse will complete
Interviews of flve (5) staff members using the
Abuse Quiz questionnaire weekly X 4 wesks to
ensurs all staff members are informed of the
proper interventions for resldent-to-resident
altercatlons. The Administratos or Director of
Nursing {DON) will raview and initial Resident
Interview Tool and Abuse Quiz questionnalres
weekly x 4 wesks to ensure completion and all
araas of concern were addressed appropriately.
The administrator will forward the results of the
Rasldent Interviaw Too! and the Abuse quiz
questionnaires to the QAPI committee to
determine trends andfor issues that may need
further interventions put in place and to determine
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the need for further and/or frequancy of
manitoring.”

The staff sign-in sheets for the
resident-to-resident abuse inservice were
raviewed and verified by multiple staff Interviews
The other polnts of the plan of corraction as
describad In this writing were verifiad with
rasident Interviews and observations, No
concerns were Identifisd

The facility policy “Abuse, Neglect, or
Misappropriation of Res!dent Property Policy” with
& ravision date of 3/10/2017 documented in part,
“The facility believes that our residents have the
right to be free from abuse, neglact, involuntary
seclusion, exploitation, or misappropriation of
property. The facility will do whatever is in ils
control to pravent mistreatment, neglect,
axploitation, and abuse of our residents or
misappropriation of thelr property...The facility will
access [sic), care plan, and moniltor residents
with needs and behaviors thal might lead to
abuse, naglect, or misappropriation of property..."

On 3/110/2021 at approximately 4:30 p.m., ASM
(administrative staff member) #1, the
adminlstrator, ASM #2, the director of nursing and
ASM #3, the facllity consultant were notified of the
concern and findings of harm at past
noncompliance.

PAST NONCOMPLIANCE
No further information was provided prior to exit,

Refarences:

1. Chronlc cbstructive pulmonary disease

F 600
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(COPD)- Disease that makes It difficult to breath
that ¢can lead o shorness of breath. This
information was obtained from the website:
hitps:#www.nlim.nih.govimedlineplus/copd. htmi.
2. Congestive heart failure- a conditlon in which
the heart ¢can't pump enough blood to mest the
body's needs. Hearl failure does not mean that
your hgart has stopped or1s about lo stop
working. It means trat your heart is not able to
pump blood the way it should. It can affect one or
both sides of the heart. This information was
obtained from the website:
hitps:#medlineplus.govfheartfallure htmi
3. Parkinson's disease- a type of movement
dizorder. This information was obtained from the
wabslts:
https:#www.nim.nih.govimediineplusi/parkinsonsdi
sease.himl. F 623-
. Resldent #41 & #2 have been
4. Anxlely -Fear. This Information was obtained readmittad to facllity. The Ombudsman was
from the website; notified of resident #41 and #2 previous
hitps:/www.nim.nih.gov/mediineplus/anxisty.html discharges on 3/12/21 by the Social Worker,
Hsurmmary. . An audit of all transfers in the last 30
F 623 | Notice Requirements Before Transter/Discharge F 623 days have been reviewed by the Social Worker
$S=D | CFR(s): 483.15(c){3)-(6)(8) and any identified areas of concern have been
corrected and the Ombudsman has been
§483.15(c)(3) Notlce bafore transfer. notifled. The audi! was completed on 3/24’21
Before a facility transfers or discharges a . The Sodial Worker r]as 0D .
; serviced on 3/24/21 by the Director of Nursing
residant, the facility must- he Virglnla Bed-hold and Transfer polle
(i) Nofify the resident and the residant's LG ? h - policy.
: \ The SWwilli provide written notification to the
representative(s) of the lransfqr_or discharge and Ombudsman of any facility transfet/discharge.
the repsons far the move In writing and In a Documentation will be entered into the clinical
language and manner they undarstand. The record by lhe SW of the bed-hoid policy glven
facility must send a-gopy of the notice lo a to the resldent or RR and the notification to the
representative of tha Office of the State Ombudsman.
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§483.15(c)(4) Timing of the notice.

(1} Excapt as specliied in paragrephs (c){4)ii) and
{c}{8) of this sectlon, the notice of transfer or
discharge required under this section must be
made by the facility at least 30 days befors the
rasldent is transferred or discharged.

(i) Notice must be made as scon as practicabie
betore transfer or discharge when-

(A} The safety of individuats in the facilty would
bs endangerad under paragraph (e){1)}{){C} of
this section;

(B) The health of individuals in the facility would
be andangered, under paragraph (c){1){[)(D) of
this section;

(C) The resident's health improvas sufficiently to
allow a more immediate transfer or diacharge,
under paragraph (c)(1)(i{B) of this section;

(D) An immediate transfer or discharge Is
required by the resldent's urgent medical needs,
under paragraph (c)(1)i){A) of this section; ar
(E) A resident has not resided in the facility for 30
days.

§483.15(c)(6) Cantents of the natice. The written
notlce specifled In paragraph (¢}(3) of this section
must include the following:

(1) The raason for transfar or discharge;

() The effeclive date of transfer or discharge;
{ill} The location to which the resident is
fransferrad or discharged;

Discharge audit tool with be reviewed during
the monthly QAPI mesting x 1 month,

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION )
PREFIX (EAGH DEFICIENCY MUST BE PRECEOED DY FULL PRLFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETICN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
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Long-Term Care Dmbudsman, .
(i) Record the reasans for the transfer or : : d'l;ran:fe;:ls andhli]scharge:,l """Lbe
discharge in the resident's medical record in :Yd:ﬁee{f : 4 :'::ks :izflgerfhe ?:r:arg?:al
accordance with paragraph {c)(2) of this section; IDT mest ng\:Jslng the Transfe?fDIscharge
?.'.'d ) ’ Audit toal, Any areas of concemn identified will
{iii) Include in the notice the ltams describad in be given to the Social Worker for correction
paragraph (c)(5) of this section. and notfication to the Ombudsman.
g The findings of the Transfer/ 04/12/21
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{iv) A statemeant of the resident’'s appeal rights,
including the name, addrass (mailing and email},
and telephone number.of the entity which

receives such requests; and information on how

to obtaln an appeal form and assistancs In |
completing the farm and submiiting the appeal i
haaring request; |
{v) The name, addrass {mailing and emaily and
talephone number of the Office of the State

Long-Term Care Ombudsman;

{vi) For nursing facility residents with intellectual

and developmental disabilities or relatad

disabilities, tha malling and email address and
talephone number of the agency responsible for

the prolection and advocacy of individuals with
developmental disabillties astablished under Part

C of the Developmental Disabilities Assistance

and Bill of Righis Act of 2000 (Pub. L. 106-402,

codlfied at 42 U.S.C. 15001 et se8q.); and

{vil) For nursing factlity residents with a mental

disorder or related disabllities, the mailing and

email address and telephone number of the

agency responsible for the protection and

advocacy of individuals with a mental disorder
established under the Protection and Advocacy

for Mentally Il Individuals Act.

§483.15(c)(6) Changer to the notice.

If the information in the notice changas prior to
effecting the transfer or discharge, the faciiity
must update the recipients of the nolice as soon
as practicable once the updated Informaflon
becomes available,

§483.15(c)(8) Notice in advance of facllity closure
In the case of facility closure, the Individual who is
the administrator of the facillty must provide
written notification prior to the impending closura

FORM CMS-2567(02-80) Previous Verstons Obsolala Evont 10:D87X 51 Faciily (D VAQSQ if continuat on sheet Page 30 of 35



PRINTED: 03/17/2021

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE £ MEDICAI T SERVICES AN MO, 0938.0301
STATEMENT OF DEFICIENCIFS [X1) PROVIDERISUPPLIERFCLIA (X2} MULTIPLE CONSTRUCTION (X3} DATC SURVEY
AN PLAN OF CORRECTION {DENTIFICATION NUMBER A DUILDING COMPLETED
498226 B WG 031212021
NAME OF PRCVIDER OR SUPPLIER STREET ADDRESS, CITY, $TATE, ZIF CODE

730 LUNENBURG HIGHW

WAYLAND G AN
AND NURSIN D REHABILITATION CENTER KEYSVILLE, VA 23947

(X4} 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDEIR'S PLAN OF CORREC 10N s
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY)
F 623 Continued From page 20 F623

to the State Survey Agancy, the Office of the

State Long-Term Care Ombudsman, residents of
the facllity, and the resident representstives, as
well as the plan for the transfer and adequate
relocation of the residents, as required at §
483.70()).

This REQUIREMENT is not met as evidenced
by:

Based on staff interview, facility document
review, and cfinical record review, It was
determined that the facility staff failed to evidence
notification to the ombudsman of a resident
discharge from the facility for two of 36 resldents
in the survey sample, Residents #41 and #2,

The facility stalf failed to evidenca written
notificalion to the ambudsman for Residant #41's
and Residant #2's transfar/discharge lo a sister
facility on 1/28/21.

The findings include;

1. The falled to evidence ombudsman was not
notifiad of Resident #41's transfer/discharge to a
sister facility on 1/28/21.

Resident #41 was admiltted to the facllity on
8/7/2020 with a recent readmission on 2/12/2021,
with diagnoses that included but were not limited
to: high blood pressure, stroke (abnormal
condition in which hemorrhage or blockage of the
blood vessels of the brain leads to oxygen lack
and resulting symptoms - sudden loss of abllity to
move a body part [as an arm or parts of the face),
or to speak, paralysis weakness or if severs,
death) (1} and damenlia (a progressive state of
mental dacline, aspacially memory function and
judgemsnt, often accompaniad by discrientation.)
(2).
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The most recent MDS (minimum data set)
assessment, a quanerly assessment, with an
assessment referenze date of 2/16/2021, coded
tha resident as scorlng an “8" on the BIMS (brlef
nterview for mental status) score, indicating the
resldent was moderataly impalred to make daily
cognitive decisions, The residant was coded as
requiring extensive assistanca of one staff
meamber for moving in the bed. The rasident was
ceded as not moving In her room cr unit during
the lookback period. In Saction GOGO0 - Mobility
Devices, the resident was coded as using a
whaelchair.

A revlew of Resident #41's census information
sheat revealad that she was dischargad from the
facility on 1/28/21, and readmitted on 2/12/21.

A review of Resident #41's clinical record
revealed a progress note dated 2/12/21, The
progress note stated the resident had baen
discharged 1o a sister facility due to a COVID-19
(3} dlagnosls on 1/28/21, and was being
readmitted on 2/12/24 10 her home facility.

Further review of Residant #41's clinical record
failed to revaal evidence that the ombudsman
was notifled of Resident #41's discharge.

On 3M1421 at 2:00 p.m., ASM (administrative
staff member) #1, the administrator, ASM #2, the
director of nursing, ASM #3, the clinlcal
consultant, and ASM #4, the regionat
vice-president, were informad of these concerns.
ASM #3 was asked about the process staff
follows when a residant is discharged from a
facility - even if It s a transfer/discharge to a
sistor facility. ASM #3 stated the staff was
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working to "expedite” getting residents ou! of the
facility where they were and getting ic the
accepting facility as scon as possible. She stated
there ware many pleces of documentation and
many phone calls lnvolved in the
discharge/transfer process. ASM #3 staled, "We
made a packet of information, which should have
included all of the ragulatory paperwork.” She
stated, however, that the facility did not retain the
paperwork packet. She also stated that the facility
could not produce evidence that the ombudsman
had been notified of the transfer/discharge.

A review of the facility policy, "Discharge and
Transfer," revealsd, in part: "Dlscharge and/or
transfer to other medical facilities will be effected
only when medically appropriate as Indicated by
the attending physician...When a resident is
transferred or discharged to a hospital orto a
nursing home, a copy of an approvad transfer
and referral record and a copy of any additional
medical Informatlon, as requested by the faclfity
recelving the resident, will accompany him/har"*

No further information was provided prior to exit.

REFERENCES

(1) Barron's Dictionary of Medical Terms for the
Non-Medical Reader, 6th edition, Rethenberg and
Chapman, page 114.

(2) Barron's Dictionary of Medlcal Terms for the
Non-Medical Reader, 5th edition, Rothenberg and
Chapman, page 124.

(3) "Coronaviruses are a large family of viruses
found in many different spacies of animals,
Including camels, catlle, and bats. The new strain
of coranavirus identified as the causes of the
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outhreak of respiratory iliness in people first
detected in Wuhan, China, has been named
SARSCoV-2. {Formerly, it was referred to as
2019-nCoV.} The dlsease caused by
SARS-CoV-2 has been named COVID-19." This
information was obtained from the wabsite;
hitps:iwww.nccih.nih.gov/healthfin-the-news-coro
navirus-and-altarnative-treatments

2. The failed to evidence ombudsman was not
notified of Resldent #2's transfer/discharga to a
slster faclity on 1/28/21.

Residant #2 was admitted to the facility 5/17/2016
and was recently readmitted on 2/23/2021 with
diagnoses that includad bui were not limited to:
dementia {a progressive state of mental decline,
aspecially memory function and judgemant, often
accempanied by discrlentation.)(1), high blood
pressure and schizophrenla {Any of a group of
mental disorders characterized by gross
distortions of reality, withdrawal of thought,
language, parception and emotional rasponse)

(2).

The most recent MDS (minimum data eet)
assessment, a slgnificant change assessment,
with an assessmen; reference date of 3/2/2021,
coded Resident #2 as having no difficully with
short or leng-term memory difficulties. The
resident was ceded as requiring exiensiva
assistance of one staff member for moving in the
bed. Resident #2 was coded as raquiring limited
assistance of one staff member for maving in
their room or unit. In Section GOS00 - Mobllity
Devices, the resident was coded as using a
wheslchalr.

A revlew of Resident #2's clinical record revealed
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a progress note dated 2/23/21. The progress note
stated the resident had been discharged to a
sister facility due to a COVID-19 (3) diagnosis on

1/28/21, and was being readmitted on 2/23/21 to
her home facility.

Further review of Resident #2's clinica! record
failed to reveal evidence that the ombudsman
was notified of Resldent #2's transfer/ discharge
on 1/28/21.

On 3/11/21 at 2:00 p.m., ASM (administrative
staff member) #1, the administrator, ASM #2, the
director of nursing, ASM #3, the clinical
consultant, and ASM #4, the regional
vice-presidant, were informed of these concerns.
ASM #3 was asked about the process staff
follows when a resident is discharged from a
facility - even if it is a transfer/discharge to a
sister facility. ASM #3 vtated the staff was
working to "expedite” getting residents out of the
facility where they were and getting to the
accepting facility as soon as possible. She stated
there were many piaces of documeantation and
many phone calls involved in the
dischargeftransfer process. ASM #3 stated, "We
made a packet of information, which should have
included all of the regulatory paperwork."” She
stated, however, that the facility did not retain the
paperwork packet. She also stated that the facility
could not produce evidence that the ombudsman
had been notified of the transfer/discharge.

No further information was provided prior to exit.

(1) Barron's Dictionary of Medical Terms for the
Non-Medical Reader, 5th edition, Rothenberg and
Chapman, page 124. |
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(2) Barron's Dictionary of Medical Terms for the
Non-Medical Reader, 5th edition, Rothenberg and
Chapman, page 522.

{3) "Coronaviruses are a large family of viruses
found in many different species of animals,
including camels, cattle, and bats. The new strain
of coronavirus identified as the cause of the
outbreak of respiratory illness in people first
detected in Wuhan, China, has been named
SARSCoV-2. (Formerly, it was referred to as
2019-nCoV.) The disease caused by
SARS-CoV-2 has been named COVID-19." This
information was obtained from the website:

https:/Awww.nccih.nih.gov/healthfin-the-news-coro F 625- Resident #41 & #2 have been
navirus-and-alternative-treatments readmitted to facility.
F €25 | Notice of Bed Hold Policy Before/Upon Trnsfr F625| , An audit of transfers in the last 30
§8=D | CFR(s): 483.15(d){1)(2) days have been reviewed by the Social
Worker and any identified areas of concarn
§483.15(d) Notice of bed-hold palicy and return- have been corrected. The residents and
Resident reprasentatives have been notified in
§483,15(d)(1) Notice before transfer, Before a writing.
nursing facility transfers a resident to a hospital or . The Nurses will be in-serviced by the

Director of Nursing on the Virginia Bed-hold
and Transfer policy. The nurses will provide
written notification of transferfdischarge to the
resident and RR and documentation will be
entered into the clinical record by the nurse of
the bed-hold policy being given to the resident
or RR upon transfer/discharge.

the resident goes on therapeutic lsave, the
nursing facility must provide written information to
the resident or resident representative that
specifies-

(i) The duration of the state bed-hold policy, if
any, during which the resident is permitted to

raturn and resume residence in the nursing X Transfers and Discharges will be

facility; reviewed Monday-Friday during the Cardinal

(ii) The reserve bed payment policy in the state IDT meeting using the Transfer/Discharge

plan, under § 447.40 of this chapter, if any, Audit tool, x 4 waeks any areas of concarn

(iit) The nursing facility's policies regarding identified wilt be given to the nurse for

bed-hold periods, which must be consistent with correction.

paragraph {e}{1) of this section, permitting a 5 The findings of the Transfer/

resident to return; and Discharge audit tool with be reviewed during

(iv) The information specified in paragraph (e)(1) the monthly QAPI meeting x 1 month. 04/12/21
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of this section.

£483.15(d)(2) Bed-hoid notice upon transfer. At
the time of transfer of a resident for
hospitalization or therapeutic leave, a nursing
facility must provide to tha resident and the
resident representative writtan notice which
specifies the duration of the bed-hold policy
described in paragraph {d)(1) of this section.
This REQUIREMENT is not met as evidenced
by:

Based on staff interview, facility document
review, and clinical record review, it was
determined that the facility staff failed to evidence
bed hold policy notification to the resident or the
RR {resident representative) prior to or at the time
of transfer/ discharge for two of 35 residents in
the survey sample, Residents #41 and #2.

The findings include:

1. Resident #41 was transferred/ discharged from
the facility on 1/28/21. The facility staff failed to
evidence that the resident or the RR (resident
representative) was provided written notification
of the bed hold policy prior to or at the time of
transfer.

Resident #41 was admitted to the facility on
87712020 with a recent readmission on 2/12/2021,
with diagnoses that included but were not limited
to: high blood pressure, stroke (abnormal
condition in which hemorrhage or blockage of the
blood vessels of the brain leads to oxygen lack
and resulting symptoms - sudden loss of ability to
move a body part [as an arm or pars of the face),
or to speak, paralysis weakness or if severe,
death) (1) and dementia (a progressive state of
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mental decline, especially memory function and
judgement, often accompanted by disorientation.)

(2).

The most recent MDS {minimum data set)
assessment, a quarterly assessment, with an
assessment reference date of 2/16/2021, coded
the resident as scoring an "8" on the BIMS (brief
interview for mental status) score, indicating the
resident was moderately impalred to make daily
cognitive decisions. The resident was coded as
requiring extensive assistance of one staff
member for moving in the bed. The resident was
coded as not moving in her room or unit during
the lookback period. tn Section G000 - Mobilty
Devices, the resident v.as coded as using a
wheelchair.

A review of Resident #41's census information
sheet revealed that she was discharged from the
facility on 1/28/21, and readmitted on 2/12/21.

A review of Resident #41's clinical record
revealed a progress note dated 2/12/21. The
progress note stated the resident had been
discharged to a sister facility due to a COVID-19
(3) diagnosis on 1/28/21, and was being
readmitted on 2/12/21 to her home facility,

Further review of Reslident #41's ¢linical record
faited to reveal evidence that the resident or the
RR recaived any information about the facility's
bed hold policy.

On 3/11/21 at 2:00 p.m., ASM (administrative
staff member) #1, the administrator, ASM #2, the
director of nursing, ASM #3, the clinical
consultant, and ASM #4, the regional
vice-president, were informed of these concerns.
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ASM #3 was asked about the process staff
follows when a resident is discharged from a
facility - even if it is a transfer/discharge to a
sister facility. ASM #3 stated the staff was
working to "expedite” getting residents out of the
facility where they were and getting to the
accepting facility as soon as possible, She stated
there were many pieces of documentation and
many phone calls involved in the
dischargeftransfer process. ASM #3 stated, "We
made a packet of information, which should have
included all of the regulatory paperwork." She
stated, however, that the facility did not retain the
paperwork packet. ASM #1 stated, "We did bed
holds for them," but could not evidence the
resident or RR was informed of the bed hold
policy.

A review of the facility policy, "Discharge and
Transfer," revealed, in part: "Discharge and/or
transfer to other medical facilities will be effected
only when medically appropriate as indicated by
the attending physician.. When a resident is
transferred or discharged to a hospital or to a
nursing home, a copy of an approvad transfer
and referral record and a copy of any additional
medical information,, as requested by the facility
receiving the resident, will accompany him/her.”

No further information was provided prior to exit,

REFERENCES

(1) Barron's Dictionary of Medical Terms for the
Non-Medical Reader, 5th edition, Rothenberg and
Chapman, page 114.

{2} Barron’s Dicticnary of Medica! Terms for the
Non-Medical Reader, £th edition, Rothenberg and
Chapman, page 124.
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(3) "Coronaviruses are a large family of viruses
found in many different species of animals,
including camels, cattle, and bats, The new strain
of coronavirus identified as the cause of the
outbreak of respiratory iliness in people first
detected in Wuhan, China, has been named
SARSCoV-2. (Formerly, it was referred to as
2018-nCoV.) The disease caused by
SARS-CoV-2 has been named COVID-19." This
information was obtained from the website:
hitps:/fwww.nccih.nih.gov/health/in-the-news-coro
navirus-and-alternative treatmants.

2. Resident #2 was transferred/ discharged from
the facility on 1/28/21. The facility staff failed to
evidence that the resident or the RR (resident
representative} was provided written notification
of the bed hold policy prior to or at the time of
transfer,

Resident #2 was admitted to the facility 5/17/2015
and was recently readmitted on 2/23/2021 with
diagnoses that included but were not limited to:
dementia (a progressive state of mental decline,
aspecially memory function and judgement, often
accompaniad by disorientation.){1}, high blood
pressure and schizophrenia (Any of a group of
mental disorders characterized by gross
distortions of reality, withdrawal of thought,
language, perception and emotional response)

(2).

The most recent MDS (minimum data set)
assessment, a significant change assessment,
with an assessment reference date of 3/2/2021,
coded the residant as having no difficulty with
short or long-term memory difficulties. The
resident was coded as requiring extensive
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assistance of one staff member for moving in the
bed. Resident #2 required limited assistance of
one staff member for moving in their room or unit.
In Section GOS0 - Mobility Devices, the resident
was coded as using a wheelchair.

A review of Resident #2's clinical record revealed
a progress note dated 2/23/21. The progress note
stated the resident had been discharged to a
sister facility due to a COVID-12 (3) diagnosis on
1/28/21, and was beingreadmitted on 2/23/21 to

! her home facility.

Further review of Resident #2's clinical record
failed 1o reveal evidence that the ombudsman
was notified of Resident #2's discharge.

On 3/11/21 at 2:00 p.m., ASM (administrative
staff member) #1, the administrator, ASM #2, the
diractor of nursing, ASM #3, the clinical
consultant, and ASM #4, the regional
vice-president, were informed of these concerns.
ASM #3 was asked about the process staff
follows when a resident is discharged from a
facility - even if it is a transfer/discharge to a
sister facility. ASM #3 stated the staff was
working to "expedite” getling residents out of the
facility where they were and getting to the
accepting facllity as soon as possible. She stated
there were many pieces of documentation and
many phone calls involved in the
discharge/transfer process. ASM #3 stated, "We
made a packet of information, which should have
included all of the regulatory paperwork." She
stated, however, that the facility did not retain the
paparwork packet. ASH #1 stated, "We did bed
holds for them," but could not evidence the
resident or RR was informed of the bed hold
policy.
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No further information was provided prior to exit.
(1) Barron's Dictionary of Medical Terms for the
Non-Medical Reader, 5th edition, Rothenberg and
Chapman, page 124.
{2) Barron's Dictionary of Medical Terms for the
Non-Medical Reader, 5th edition, Rothenberg and
Chapman, page 522. .
(3) "Coronaviruses are a large family of viruses
found in many different species of animals,
including camels, cattle, and bats The new strain
of coronavirus identified as the cause of the
outbreak of respiratory illness in people first
detected in Wuhan, China, has been named
SARSCoV-2. (Formerly, it was referred to as
2019-nCoV.} The disease caused by
SARS-CoV-2 has been named COVID-19." This
information was obtained from the website:
https:/fwww.nccih.nih.gov/health/in-the-news-coro
navirus-and-alternative-treatments F 641
F 641 | Accuracy of Assessments F641| * Resident # 7 care plan coding was
$8=B | CFR(s). 463.20(g) corrected by the MDS Coordinator on 3/11/21,
. 100% audit of Residents Minimum
§483.20(g) Accuracy of Assessments. Data Set As'sessmenls were audited by the
The assessment must accurately reflect the MDS Coordinator an“d I:acmty Consultant for
i ﬁ;;l:tiav?f?:dsi:;:on Q" on 3/17/21, with no
:;h-ls REQUIREMENT is not met as evidenced . In-service on MDS for accuracy per
v . . L . coding rules as per the RAI manual to include
Baseq 9n staff interview, facility document review Seclion "0" completed on 3/17/21 by the VP
and clinical record review, it was determined that of Health Services. The MDS Coordinator will
the facility staff failed to complete an accurate develop a comprehensive care plan for the
MDS (minimum data sit) assessment for one of dialysis resident and complete Section "0"
35 residents, Resident #7. Resident #7's clinical Special freatments for dialysis. This will be
record documented the resident received dialysis completed with the initial assessment and
services, however Section O special treatments, updated as needed.
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continued from page 42
F 641 | Continued From page 42 F 641
procedures and programs of Resident #7's MDS,
a quarterly assessment with an ARD

{assessment reference date) of 12/15/20, coded

. The DON or desigiiee will review all
MDS assessments for new resident
admissions to ensure Section 0" is completed
accurately for Special Treatments one-time

the resident as "No" for dialysis while a resident. weekly x 4 waeks during the Cardinal IDT
o meeting. The DON or designee will

The findings include: immediately notify the MDS coordinater of all
identifiad areas of concerns for correction.

Resident #7 was admitied to the facility on Retraining with the MDS Coordinator will be

6/12/20. Resident #7's diagnoses included but provided as needed.

were not limited to:  end stage renal disease 0 The Director of Nursing and/ or

(inability of the kidneys to excrete wastes and designee will submit the audit findings for

function in the maintenance of electrolyte balance MDS accuracy per coding rules as per the RAI

{1), mental disorder (any disorder of the mind manual monthly to the QAPI Commiltee x 1 04112121

such as disturbance of perceptions, memory and month.

emotional equilibrium) (2) and hypertension (high
blood pressure) (3).

Resident #7's most recant MDS, a quarterly
assessment with an ARD (assessment reference
date) of 12/15/20, coded that the resident as
scoring a of 07 out of 15 on the BIMS (brief
interview for mental status) score, indicating the
resident Is severely impaired cognitively. A
review of the MDS Section G-functional status
coded the resident as extensive assistance for
bed mobility, locomotion and dressing, total
dependence for hygiene, bathing and eating. In
Section H- howe! and bladder Resident #7 was
coded as always incontinent for bowel and
bladder function. A review of MDS Section
O-special treatments, procedures and programs
coded the resident as "No" for dialysis while a
resident. ;
A review of the nursing progress notes dated
12/15/20 at 3:45 AM, documented in part,
"Resident out of facility at this time in route to
scheduled dialysis. Informed dialysis center of
facial swelling and refusal of meals. Resident left
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in good spirits and in stable condition”.

A review of the nursing progress notes dated
1215720 at 9:45 AM, documented in part,
“Resident relurned to facility from dialysis via
patient transporl. No acute distress noted”.

An interview was conducted on 3/10/21 at 1:44
PM with RN (registered nurse) #2, the MDS
coordinator, regarding the purpose of the MDS
assessment. RN #2 stated, "The MDS should
reflect the resident's status. As long as an item
such as dialysis has occurred in the previous 90
days, it should be checked on the quarterly MDS
assessment”’. When ask to review Resident #7's
quarterly MDS dated 12/15/20 Section O, RN #2
stated, "Dialysis is marked no. That is incorrect
coding; He has consistently received dialysis
three times a week since he has been here”,

On 3/11/21 at 9:45 AM, RN#2 stated, "l corrected
the dialysis coding on the MDS Section O for that
resident P[Resident #7]".

On 9112119 at 12:30 PM, ASM (administrative
staff member} #1 {administrator), #2 (director of
nursing), #3 {medical director), #4 (regional
clinical coordinator), #5 (director of nursing for
another facility) and #6 {regional quality
assurance director) were made aware of the
above concern.

No further information was presented prior to exit.

Refersnces:

(1) Barron Dictionary of Medical Terms, 7th
edition, Rothenberg and Kaplan, page 498.
{2) Barron Dictionary of Medical Terms, 7th
aedition, Rothenberg and Kaplan, page 363.
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§483.21(b) Comprehei:sive Care Plans
§483.21(b}{1) The facility must develop and
implement a comprehensive person-centered
care plan for each resident, consistent with the
resident rights set forth at §483.10(c){2) and
§483.10(c}(3), that includes measurable
objectives and timeframes to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive

assessment. The comprehensive care plan must

describe the following -
(i) The services that are to be furnished to attain
or maintain the resident's highest practicable

physical, mental, and psychosccial well-being as
required under §483.24, §483.25 or §483.40; and
(i} Any services that would otherwise be required

under §483.24, §483.25 or §483.40 but are not
provided due to the resident's exercise of rights
under §483.10, including the right to refuse
treatment under §483.10(c){6).

(iii} Any specialized seivices or specialized
rehabilitative services the nursing facility will
provide as a result of PASARR
recommendations. If a facility disagrees with the
findings of the PASARR, it must indicate its
raticnale in the resideni's medical record.

(iv)In consultation with the resident and the
resident's representative(s)-

{A) The resident's goals for admission and
desired outcomes.

{B) The resident's prefarence and potential for
future discharge. Facilities must document
whether the resident's desire to return to the

reviewed and update by the Director of
Nursing (DON) on 3/11/21 to reflect
interventions for post-operative care,

. An audit of care plans for residents
admitted post-operatively was conducted by
MDS Consultant on 3/26/21, to include the
care plan for resident #98, lo ensure resident-
centered comprehensive care plans have
been developed based upon physician orders,
assessment of resident needs and
preferences, and preadmission screening, and
resident review. The care plans were updated
by MDS Consultant on 3/26/21 for any
identified areas of concern to ensure the care
plans address the residents’ current status, to
include interventions for post-operative care as
applicable,

. The Minimum Data Set (MDS)
Coordinator, Social Worker, Dietary Manager,
Activity Director, and licensed nurses will be
educated by the DON and MDS Consultant by
418121 on the need to ensure that the
comprehensive care plan is resident-centered
and based upon physician orders, the
assessmant of the resident's naeds and
preferences, and preadmission screening and
include interventions for post-operative care as
applicable.

0 The DON or designee will review all
comprehensive assessments for subsequent
new resident admissions to ensure the care
plan reflects current rasident status, to include
interventions for post-operative care, by
reviewing physician orders, discharge
summaries, pre-admission screenings,
progress notes, and nursing admission
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(3) Barron Dictionary cf Medical Terms, 7th
edition, Rothenberg and Kaplan, page 282.
F 656 | Develop/implement Comprehensive Care Plan F 656| F 656
53=D| CFR(s): 483.21(b)}{1) C The care plan for resident #99 was
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F 656 | Continued From page 45

community was asses&ed and any referrals to
local contact agencies and/or other appropriate
entities, for this purpose.

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

This REQUIREMENT is not met as evidenced
by:

Based on staff interviews, facility document
review and clinical record review, it was
determined the facility staff failed to develop and /
or implement the comprehensive care plan for
ane of thirly five residents in the survey sample,
Resident #99. The facility staff failed to develop
and implement a comprehensive care plan to
address post-operative care for Resident #99.

The findings include:

Resident #99 was admitted to the facility on
3/4/21 with diagnoses that included but were not
fimited to: right total knee replacement (surgical
replacement of knee joint with a prosthetic) (1),
diabetes mallitus (inability of insulin to function
normally in the body)} (2} and hypertension (high
blood pressure) (3).

The most recent MDS (minimum data set)
assessment, a Medicare 5 day with an ARD
{assessment reference date) of 3/10/21, coded
the resident as scoring a 15 out of 15 on the
BIMS (brief interview for mental status) score,
indicating the resident is cognitively intact. A
review of the MDS Section G-functional status
coded the rasident as requiring supervision for
bed mobility, hygiene, bathing, dressing,
locomotion and walking. Resident #99 was

F 656 Continued from page 45

ssessments x 4 weeks utilizing a care plan

udit tool. The DON or designee wilf immediately

pdate the care plan for all identified areas of

oncerns and provide retraining with the
[dentiﬁed staff member.

The results of the care plan audit tool

_Luill be compiled by the administrator or designee
pnd presented to the Quality Improvement
Committee monthly x 1 month. ldentification of
trends will determine the need for further action

nd/or change in frequency of required

onitoring.

Completion Date: 4/12/21

04112121
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coded as independent in eating. A revlew of MDS
Section H- bowel and bladder coded the resident
as always continent fc) bowel and bladder.

A review of Resident #99's medical diagnosis
dated 3/4/21, documented in part, "Rank:
Primary diagnosis, Clinical Category: major joint
replacement, Description: aftercare following
joint replacement surgery”. A review of Resident
#99's nursing admission evaluation dated 3/4/21,
documented in part, "Right knee post surgical
scar’. Review of nursing progress note dated
314121 at 12:10 PM, documented in part, |
"Dressing covering post surgical site (right knee)
clean, dry and intact".

A review of the comprehensive care plan failed to
address or evidence documentation of
post-operativa care for Resident #89. An
interview was conducted on 3/10/21 at 1:41 PM
with LPN {licensed practical nurse} #1. When
regarding the purpose of the comprehensive care
plan. LPN #1 stated, "It is how we take care of
the resident." When asked about the care plan
for & resident who is post knee replacement, LPN
#1 stated, "l would expect to see how they
transfer, signs and symptoms of infections and
pain control",

An interview was conducted on 3/10/21 at 2,15
PM with RN {registered nursa) #1 regarding the
purpose of the comprehensive care plan, RN #1
stated, “The plan drives the care of the residents
with problems, goals and interventions”. When
asked about a comprehensive care plan for
post-opearative care, RN #1 stated, "The care plan
should include how to assist the resident with
movement, pain relief measures and what signs
and symptoms of infection you should look for."
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On 3/10/21 at 4,30 PM ASM (administrative staff
member) #1, the administrator, ASM #2, the
director or nursing and ASM #3 the nurse
consultant were informed of the above concerns.

The comprehensive care plan for Resident #99
was revised on 3/11/21, Review of the revised
care plan revealed in part the following: "Focus:
At risk for infection related to surgical site status
post right total knee replacement. Interventions:
Treatments as ordered by physician, encourage
resident to drink sufficient fluids and observe for
signs/symptoms of infection to include increased
temperature, loss of congestion, change in
mental status. Notify physician for evaluation
andfor intervention for redness, swelling to right
lower extremity”,

A review of the facility's policy "Resident Care
Plan” dated 11/43/17, documented in part, “it is
the policy of the facility to provide a written
resident-centered care plan based upon
physician's orders, the assessment of the
resident's needs and preferences, and
pre-admission screenir.g and resident review,

No further information was provided prior to exit,

References:
1. Barron Dictionary of Medical Terms, 7th
edition, Rothenberg and Kaplan, page 319.
2. Barron Dictionary of Medical Terms, 7th
edition, Rothenberg and Kaptan, page 160.
3. Barron Dictionary of Medical Terms, 7th
edition, Rothenberg and Kaplan, page 282.
F 657 | Care Plan Timing and Revision F 657
§S=D | CFR{s): 483.21(b){2){i)-(iii)
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rom page 40 FCtd The care plan for resident #33 was
) reviewed and updated by the MDS coordinator
§483.21(b) Comprehensive Care Plans on 3/11/21 to reflect weight bearing status,
§483.21(b)(2) A comprehensive care plan must splint care, recommended monitoring for
be- compariment syndrome, checking dorsalis
(i} Developed within 7 days after complation of pedis pulses, and elevating fight lower
the comprehensive assessment. extramity when out of bed in chair.
(it} Prepared by an interdisciplinary team, that 0 An audit of alt comprehensive care
includes but is not fimited to-- plans was conducted for residents who were
{A) The altending physician. fransferred to the emergency room or had a
(B) A registered nurse with responsibility for the consultation visit in the past 60 days, including
resident. . the care plan for resident #33 by MDS
(C) A nurse aide with responsibility for the Consultant on 3/26/21 to ensure the
e comprehensive care plan was updated to

reflect new canditions and/or new
recommendations for care, Care plans were
updated as needed to ensure the
comprehensive care plan included provider

{D) A member of food and nutrition sarvices staff.
{E) To the extent practicable, the participation of
the resident and the resident's reprasentative(s).

An explanation must be included in a resident's recommendations and reflect resident’s current
medical record if the participation of the resident status by MDS Consultant on 3/23/21.

and their resident representative is determined . The Minimum Data Set (MDS)

not practicable for the development of the Coordinatar, Social Worker, Dietary Manager,
resident's care plan. and licensed nurses were educated on care
(F) Other appropriate staff or professionals in planning requirements and need to
disciplines as determinsd by the resident's needs immediately update a resident's care plan to
or as requested by the resident. reflect current status and recommendations
{iilReviewed and revised by the interdisciplinary made by providers by DON and MDS

team after each assessment, including both the Consultant by 4/8/21.

comprehansive and quarterly review : Upon a resident’s return from the
assassments. emergency room or consultation visit, the

licensed floor nurse will review accompanying
progress notes andfor provider instructions and
update the resident care plan accardingly to
reflect any new provider recommendations and
resident’s current status. A follow up review

This REQUIREMENT is not met as evidenced
by:

Based on resident interview, clinical record
review, staff interview and facility document

review it was determined facility staff failed to will be conducted by the Director of Nursing
revise the comprehensive care plan for one of 36 (DON) and MDS Coordinator during daily
residents in the survey sample, Resident #33. Cardinal IDT Meetings, Monday-Friday, x 8
Resident #33 returned from the emergency room weeks to ensure the resident's care plan was
on 1/8/21 with a splint {immobilizer} in place to appropriately updated to reflect new provider
the right leg and non-weight bearing status, which recommendations and resident status utilizing

was not addressed on Resident #33's
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comprahensive care plan.
The findings include:

Resident #33 was admitted to the facility with
diagnoses that included but were not limited to
cerebral infarction (1), hemiplegia (2),
hamiparesis (3) affecting right dominant side, and
vitamin D deficiency (4).

Resident #33's most recent MDS (minimum data
sel), a quarterly assessment with an ARD
(assessment reference date) of 2/20/2021, coded
Resident #33 as scoring a 15 on the staff
assessment for meantal status (BIMS) of a score
of 0 - 15, 15- being cognitively intact for making
daily decisions. Section G coded Resident #24
as requiring extensive assistance of two persons
for transfers and extensive assistance of one
person for personal hygiene and toileting.
Section J coded Resident #33 as having one fall
with major injury.

On 3/9/21 at approximately 2:30 p.m., an
interviaw was conducted with Resident #33.
Resident #33 was observed in their wheelchair
with a splint wrapped in a compression handage
on the right lower leg beginning above the right
knee. Resident #33 stated that she fell in the
bathroom when the CNA (certified nursing
assistant) was assisting her back to the
wheelchair. Resident #33 stated that she was not
sure if the wheelchair was locked, that it slid back
on her and she fell to har knees. Resident #33
stated that she went o the emergency room the
next day after an x-ray was done and she was
seeing a specialist about the leg.

The physician orders dated 3/1/21-3/31/21 for
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F 857 | Continued From page 49 F 657, continued from page 49

a care plan audit tool. The DON or MDS
Murse will immediately update the care plan for
all identified areas of concerns and the DON or
designee will provide retraining with the
identifled staff member.

. The results of the care plan audit tool
will be compiled by the administrator or
designee and presented o the Quality
Improvement Committee monthly x 2 months.
ldentification of trends will determine the need
for further action and/or charge in frequency of

required monitoring. 04/12/21
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Resident #33 documented in part,

- "Check Dorsalis Pedel [sic] pulse (pulse in foot)
BID (twice a day) (Right leg FX (fracture)).”

- "Continue Cadalac splint. FY| (for your
information)."

- "NWB (non- weight bearing) RLE (right lower
extremity) x 8 weeks {for eight weeks). Dx
(diagnosis) Right tibfib (tibiafibula) (long bones
in the lower leg) FX. FYL."

The progress notes for Resident #33 documented
in part,

- "/7/2021 15:32 (3:32 p.m.} Late Entry: Note
Text: On 1/7/21, resident was assisted to her
knee while attempting to transfer to her
wheelchair. MD {medical doctor) made aware
with note in communication log. Resident is her
own RR (resident representative).”

-"1/8/2021 11:24 (11:24 a.m.) Late Entry; Note
Text: called to room by CNA (certified nursing
assistant) stating resident is erying and
complaining of right leg hurting. Writer entered
room and resident in bed, when writer attempted
to straighten leg In bed to assess il resident
grimacing and crying that it hurt. Resident
explained that when she fell yesterday that her
leg went behind her. On assessment, swelling
noted to right lower extremity mid shin to foot,
area of pain beginning mid shin. Resident able to
flex and retract foot without difficulty. Wiriter able
{o paipate pulses proximal and distally to pain
point of shin. Writer called MD {medical doctor) to
update her on findings and to request xray of
tib/fib (tibia/fibula). Telephone order received and
passed to floor nurse, [Name of nurse], LPN
(licensed practical nurse). Resident is her own
RR [resident representative).”
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- "1/8/2021 13:31 (1:31 p.m.} Late Entry: Note
Text: Writer went to reassess resident, upon
entering room resident up in w¢ (wheelchair)
propelling self in room, swelling remains and she
states pain is a little batter. Informed her that they
should be coming to do the xray, she verbalized
understanding.”

- "1/8/2021 22:09 (10:09 p.m.) Note Text: Xray
results of right lower ieg; fracture of proximai
fibula and distal tibia. Advised nurse to sent [sic]
to ER (emergency room) for further treatment.”

-"1/9/2021 06:15 (6:15 p.m.) Note Text. Return
| from [Name of hospital] by transport. Resident in
{Room number]. Residant awake and alert.
Oriented x3 (person, place and situation). Long
Splint to Rt. {right) leg. [Name of nurse
practitioner], NP call and reported x-ray of leg
done results Fracture x 2 at tibffib knee and rt.
ankle. Resident to be Non-weight bearing to RL
leg. Long splint to Rt. leg do not remove. Ortho
{orthopedic] consult as soon as poessible. Monitor
for compartment syndrome (5). Spouse [Name of
spouse] made aware."

-"219/2021 10:41 {10:41 a.m.} Note Text: Care
plan meeting held. RN (registered nurse), SW
{social worker), Dietary and resident. Resident

i and team have no issues at this time. Resident is
| her own RR. Resident is a FULL CODE. Resident
| stated that she is eating and sleeping good.
Enjoys watching cooking shows on TV."

The "Radiology Results Report” for Resident #33,
dated 1/8/2021 documented in part, *
...Impression: There are acute fractures of the
proximal fibula and distal tibia seen ..."

FORM CIMS-2507(02-99) Pravicus Verslons Obsolete Event ID:DB7X 1% Facility ID. VAQO50 If continuation sheet Page 52 of 95



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

PRINTED: 03/17/2021
FORM APPROVED
OMB NO. 0938-0391

The "Emergency Documentation” for Resident
33, dated 1/8/2021 documented in part, *
...Patient received a full posterior splint with ankle
stirrup additional splinting based on the above
fractures. Itis recommended and the nursing
home was notified that the patient would need to
be non-weightbearing along with referral to
orthopedics as soon as possible ..."

The orthopedic "Report of Consultation" for
Resident #33, dated 1/18/2021 documented in
part," ..Recommendations; Continue Cadalac
splint that she already has on. Keep clean and
dry. No weight bearing RLE [right lower
extremity] x 8-12 weeks {for eight to twelve
weeks}. Tylenol as needed for pain- pt (patient)
states this helps most of the time. Check DP
(dorsalis pedis} pulse BID (fwice a day). Pt may
sit in we (wheelchair) v itk B (both) leg rests, R
{right) one elevated ..."

The orthopedic "Report of Consultation” for
Resident #33, dated 2/4/2021 documented in
part, " ...Continue splint for 4 (four) more weeks,
keep clean and dry ... NWB (non-weightbearing)
RLE 4-8 more weeks ..."

The fall investigation for Resident #33, dated
1/7/2021 documented in part, * ...Nursing
description: Called to resident's room by CNA
{certified nursing assistant) to assist with resident.
Observed resident kneeling in front of her
wheelchair in her bathroom. Resident
Description: "I tried to get in the chair and it slid
back. | landed on my knee." ... No injuries
observed at time of incident ..." The fal}
investigation further documented, " ... CNA [Name
of CNA] stated that she was assisting resident to
whealchair from toilet resident crossed her feet

F 657
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and began to let herself down, CNA was nol able
to keep her from falling, due to the position of
residents feet, so she asaisted resident to the
floor to her knees. States her lags were crossed
under her ..." The fall investigation documented
an incident report dated 1/7/2021, witness
statements dated 1/9/21 and an investigational
summary dated "1/7/21-2/27/21 (due to continued
falls).”

The comprehansive care plan dated 2/5/2021, for
Resident #33 documented in part, "Risk for falls
characterized by multizle risk factors related to:
impaired balance, impaired mobility, decreased
safety awareness, falls from w/c {wheelchair}
(2/11/21 & 2127121), Date Initiated: 03/19/2020.
Revision on: 02/28/2021." Under "Interventions”,
it documented in par, "Assist resident to
negoliate barriers as necessary. Date Initiated:
01M11/2021 ..." The care plan failed to evidence
documentation regarding the inferventions put in
place after Resident #33's fractures to the right
lower leg.

On 3/11/21 at approximately 10:37 am., an
interview was conducted with RN (registered
nurse) #2, MDS coordinator. RN #2 stated that
they were nolified of resident changes in
condition in the morning meetings. RN #2 stated
that daily care plan updates were completed by
the interdisciplinary team and were reviewed by
them quarterly. RN #2 stated that when a
resident had a fall an investigation was completed
and an intervention was added to the care plan to
prevent a reoccurrence. RN #2 reviewed the
comprehensive care plan for Resident #33 and
stated that she did not see any documentation
regarding the non-weight bearing status, splint or
fracture of the right leg addressed. RN #2 stated
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that the splint immobilizer should have been
addressed on the care plan.

On 3/11/21 at approximately 11:44 a.m., an
interview was conducted with LPN (licensed
practical nurse) #2, regarding purpose of the
comprehensive care plan, LPN #2 stated that the
care plan was for staff to know what to do for the
specific resident. LPN #2 stated that the care
plan also contained a care guide, which helped
the CNA (certified nursing assistant) know how to
care for the rasident. LPN #2 stated that care
plans were updated or revised when there was a
change in condition. L7N #2 stated that when a
resident had a fall the care plan was reviewed
and they would add an interventions put into
place. LPN #2 stated that when a resident had
any fall with injury, or a new weight bearing status
they would update the care plan to reflect it. LPN
#2 stated that when residents return to the facility
from the emergency room the documentation was
reviewed and the orders and care plan were
updated. LPN #2 stated that any nurse could
update the care plan.

A review of the facility policy, "Resident Care
Plan" dated "Revision 11/13/2017" documented,
"It is the policy of the facility to provide a written
resident-centered care plan based upon
physician's orders, the assessment of the
resident needs and preferences, and
pre-admissions screening and resident review
(PASRR) ..." The policy further documented,
"The resident care plan will be an ongoing
process and will include current problems and/or
needs identified from a complete assessment ..."

On 3/11/21 at approximately 2:00 p.m., ASM
{administrative staff member) #1, the
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administrator, ASM #2, the director of nursing and
ASM #3, the regional vice president were made
aware of the above concern.

No further information was presented prior to exit.
References:

1. Cerebrovascular disease, infarction or
accident is a stroke. When blood flow to a part of
the brain stops. A stroke is sometimes called a
"brain attack." If blocd flow is cut off for longer
than a few seconds, the brain cannot get
nutrients and oxygen. [rain cells can die, causing
lasting damage. This information was obtained
from the website:
hitps:/imedlineplus.gov/ency/article/D00726.htm .

2. Hemiparesis - Paralysis is the loss of muscle
function in parn of your body. This information was
obtained from the website:
https:/fmedlineplus.gov/paralysis.htmil.

3. Hemiplegia- also called: Hemiplegia, Palsy,
Paraplegia, Quadriplegia. Paralysis is the loss of
muscle function in part of your body. 1t happens
when something goes wrong with the way
messages pass between your brain and muscles.
Faralysis can be complete or partial. It can occur
on one or both sides of your body. It can also
oceur in just one area, or it can be widespread.
This information was obtained from the website:
https:/fmedlineplus.gov/paralysis.html.

4. Vitamin D deficiency- Vitamin 0 helps your
body absorb calcium. This information was
obtained from the website:
https://imedlineplus.govivitarmind.html.
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5. Compartment syndrome- Acute compartment
syndrome is a sericus condition that involves
increased pressure in a muscle compartment. it
can lead to muscle and nerve damage and
problems with blood flow. This information was
obtained from the website:
https:#/medlineplus.gov/encyfarticle/001224 htm F 695-
F 695 | Respiratory/Tracheostomy Care and Suctioning F&95|. Resident #47-order for oxygen was
85=D | CFR(s): 483.25(i) received by MD and implemented on 3/12/21,
Resident #24 respiratory equipment was
§ 483.25(i) Respiratory care, including replaced and then placed in a piastic bag
tracheostomy care and.tracheal suctioning. provided for storage at bedside; Yankeuer
The facility must ensu: e that a resident who suction catheter was replaced, and a plastic
needs respiratory care, including tracheostomy bag was provided for storage at bedside.
care and tracheal suctioning, is provided such : An audit of Oxygen dependent
care, consistent with professional standards of residents, residents using Yankeuer suction
practice, the comprehensive person-centered catheters and residents using Nebulizer

machines will be parformed by the Director of
Nursing, this will be completed by 3/26/21. The
audit will be done by review of all physician
orders and room audits, any identified areas of

care plan, the residents' goals and preferences,
and 483.65 of this subpart.
This REQUIREMENT is not met as evidenced

by: . .

Based on staff interview, facility decument raview B%-ﬁe;a:v ,'d,llge CAUE N Ll AL
and clinical record review, it was determined the . Nurses will be in-serviced by the Staff
facility staff failed to provide respiratory care Development Coordinatar for all residents
consistent with professiona1 standards of praclice requiring Oxygen therapyl use of Yankeuer
for two of thirly five residents in the survey suction catheters, and Nebulizer machines by
sample, Resident #47 and Resident #24. 3/29/21, they must have a physician order with

specific liters of oxygen identified, how the
1. The facility staff failed administered oxygen to oxygen is to be delivered via nasal cannula or
Resident #47 without a physician order for mask and duration of the oxygen therapy and
oxygen. all suction catheters and Nebulizer tubing must
be placed in a plastic bad for storage at the
2, The faciity staff failed to provide respiratory bedside. . o
. Nurses will verify all new admissions

services in a sanitary manner for Resident #24.
The facility staff stored a nebulizer (1) mask and
a yankauer suction caiheter (2) uncovered on the
nightstand in Resident #24's room.

for oxygen orders using the Admission Audit
Tool. If there is a need for an oxygen order the
nurse will contact the MD/NP for the resident
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The findings include:

1. Resident #47 was admitted to the facility on
12/4/19 with diagnoses that included but were not
limited to: chronic obstructive pulmonary disease
[COPD) {(non-reversible lung disease) (1),
syncope (brief loss of consclousness due to
temporary insufficient flow of blood to the brain)
(2) and atrial fibrillation {rapid and random
contraction of atria of the heart) (3).

The most recent MDS (minimum data set)
assessment, an annual assessment with an ARD
(assessment refarence date) of 2/10/21, coded
the resident as scoring a 15 out of 15 on the
BIMS (brief interview for mental status) score,
indicating the resident Is cognitively intact. A
review of the MDS Section G-functional status
coded the rasident as requiring supervision for
bed mobility, transfer, hygiene, eating and
walking. Resident is independent in locomotion,
dressing and bathing. A review of MDS Section
H- bowel and btadder coded the resident as
always continent for bowel and bladder. Section
O- oxygen therapy while a resident was coded as
“Yes".

On 3/9/21 at 3:25 PM, 3/10/21 at 8:00 AM and
3/10/21 at 2,10 PM., observations of Resident
#47 revealed the resident was receiving oxygen
via a nasal cannula connected to an oxygen
concentrator that was running. The oxygen flow
meter was observed set at 3 liters.

A review of the physici:.;n orders for Resident #47
dated 2/4/21-3/09/21, failed to evidence physician
orders for oxygen therapy.
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and obtain the order and implement.
Residents using suction catheters and
Nebulizer tubing will be provided with a plastic
bag for storage al bedside upon admission.

. The DON or designee will audit
oxygen dependent residents for physician
orders and residents using suction catheters
and nebulizer tubing for proper storage
weekly x 4 weeks. The audits will be reviewed
in the Cardinal IDT meetings and any areas
identified of concern will be corrected by the
Director of Nursing and the MD.

. The findings of the Audits for oxygen,
suction catheters and nebulizer tubing will he
reviewed during the monthly QAPI committee

x 1 month. 04/12/21
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Review of Resident #47's nursing admission
dated 2/4/21 at 9:27 PM, documented in part,
"Special treatments; Cxygen therapy- 3 liters per
minute continuous”,

Review of Resident #47's nursing progress note
dated, 3/8/21 at 3:17 PM, documented in part,
"Respiratory- oxygen via nasal cannula”. A review
of the respiratory care avaluation for Resident
#47 dated 3/9/21 at 1:(:0 AM, documented in part,
"Oxygen vial nasal cannula, oxygen saturation
97%. Rate of oxygen 3 liters per minute."

A review of the comprehensive care pian for
Resident #47 dated 12/4/19 documented in part,
"Focus: Potential for or actual ineffective
breathing pattern related to COPD (chrenic
cbstructive pulmenary disease) with emphysema,
raspiratory failure. Interventions: Oxygen
therapy as ordered.”

An interview was conducted on 3/10/21 at 1:411
PM with LPN (licensed practical nurse) #1
regarding Resident #47. LPN #1 stated, "She
|Resident #47] has been cleared from
ohservation status and has been moved back to
her original room."

An interview was conducted on 3/10/21 at 2:15
Pivi with RN #1, regarding Resident #47 and the
administration of oxygen. RN #1 stated, "Yes she
(Resident #47) has bean moved but | don't have
her paperwork. | will have to calt the unit she
transferred from, as thqy haven't brought her
papsr chart, so | cann¢t tell you how much
oxygen she is on”. RN #1 was then observed
calling LPN #1. RN #1 then stated, "There isn't an
order for the oxygen.”
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On 3/10/21 at 2:30 PM, RN #1 stated, "Resident
#47 gets shortness of breath with exertion and
walking to the bathroom but at rest is tolerating
two liters per minute. | will leave a message for
the physician to order the oxygen, maybe she can
give us parameters for two liters or three liters."

On 3/10/21 at 2:20 PM, RN #1 was accompanied
to Resident #47's room. Resident #47 was
observed receiving oxygen via nasal cannula
connecled to the concentrator that was running.
RN #1 observed Resident #47's oxygen
concentrator flow meter that was set at three
liters per minute. At this time Resident #47 was
interviewed. When asked if she changed the
oxygen setling, Resident #47 stated, "Oh, | never
touch it" RN #1 was then observed adjusting the
axygen setling to 2 liters per minute.

On 3/10/21 at 2:56 PM RN #1 presented a
physician arder for Resident #47 that
documented in part, "Oxygen two liters to three
liters, titrate for shoriness of breath and shortness
of breath with exertion™.

On 3/10/21 at 4:30 PM ASM (administrative staff
member) #1, the administrator, ASM #2, the
director or nursing and ASM #3 the nurse
consultant were informed of the above concerns.

On 3/9/21, ASM #2 stated that the professional
standards followed are the facility policy and
procedures. A requestwas made for a policy for
obtaining and implementing orders. No policy
was provided.

No further information was provided prior to exit.

References:
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1. Barron Diclionary of Medical Terms, 7th
edition, Rothenberg and Kaplan, page 120.

2. Barron Dictionary of Medical Terms, 7th
edition, Rothenberg and Kaplan, page 551.

3. Barron Dictionary of Medical Terms, 7th
edition, Rothenberg and Kaplan, page 54.

2. The facility staff failnd to provide respiratory
services in a sanitary manner for Resident #24.
The facility staff stored a nebulizer {1) mask and
a yankauer suction catheter (2) uncovered on the
nightstand in Resident #24's rcom.

Resident #24 was admitted to the facility with [
diagnoses that included but were not [imited to I
chronic obstructive pulmonary disease (3) and i
anemia (4).

Resident #24's most recent MDS {minimum data
sat), a quarterly assessment with an ARD
(assessment reference date) of 1/25/2021, coded
Resident #24 as scoring a 9 on the staff
assessment for mental status (BIMS) of a score
of 0 - 15, 9. being moderately impaired for |
making daily decisions. Section O documented i
Resident #24 receiving oxygen while a resident at

the facility.

On 3/9/21 at approximately 11:44 a.m., an
interview was attempted with Resident #24 in
their rcom. Observation of Resident #24's room
revealed a suclion machine on top of the
nightstand 1o the left of the bed. A yankauer
suction was observed attached to the suction
machine and was observed lying on the
nightstand uncovered. The yankauer suction was
observed touching the surface of the nightstand.
A nebulizer machine was observed on the
nightstand with a nebulizer administration kit
containing a facemask attached to the machine.
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The nebulizer mask was observed uncovered and
lying on the nightstand touching the suction

| machine and the nightstand table surface. When
asked if the staff used the suction and the
nebulizer, Resident #24 nodded in confirmation.

Additional observations of Resident #24's room
on 3/9/21 at 2:20 p.m., revealed the findings
above. Observations on Resident #24's room on
3/10/21 at 9:00 am. and 3/10/21 at 11:45am.
revealed the findings above

| The physician's orders dated 3/1/21-3/31/21 for
Resident #24 documented in part,
- "Duoneb Ipratropium/Sol (solution) Albuterot 1
premixed unit via nebulizer every four hours as
needed for wheezing. 02/21/18."
- "Suction PRN (as needed). 2/24/21."

The MAR {medication administration record)
dated 2/1/21-2/28/21 for Resident #24
documented in part, "Suction prn." The MAR
documented Resident #24 being suctioned "X3"
{three times) on 2/1/21.

The progress notes for Resident #24 documented
in part the following:

- "2/23/2021 06:45 (6:45 a.m.) Note Text:
Resident presenting with moist, rattle cough.
Suctioned x 3 (three times) for copious amounts
of thick ciear sputum. Airway cleared, coughing
greally decreased. PRN (as needed) nebulizer
applied for 15 minutes, with good effect. Resling
quietly at this time. Sp0O2% (oxygen saturation)

' @2L/NC (at two liters per nasal cannula) -97%,
no cyanosis {bluish discoloration of skin)
observed. Nail beds remain pink with good cap
refill. Oral care provided.”

- "1/23/2021 14:20 (2:20 p.m.) Note Text:
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LEGACY CARE PROVIDER RECERTIFICATION
NOTE; Federally mandated required provider

visit, based on the resident's date of admission,
for evaluation of chronic medical conditions and
current status. [Resident #24) is an [Age and Sex
of Resident #24] long 1arm care resident who has i
chronic obstructive pulmeonary disease. He has a
nonpreductive cough and shortness of breath at
rest. He requires continuous oxygen via nasal
cannula for his activities of daily living and sleep.
He denies any wheezing, orthopnea (5) or pain
with inspiration (inhaling).”

The comprehensive care plan for Resident #24
dated 2/2/2021 documented in part,

- "Risk for fluid output exceeding intake
characterzed {sic] by fluid volume deficit; dry skin
and mucous membranes, poor skin turgor and
integrity related to. allered intake process,
uncentrofled health conditions Dale Inltiated:
11/09/2020."

- "[Resident #24] has care deficit pertaining to the
teeth or oral cavity characterized by; altered oral
mucous membrane; teeth/gums related to:
declining health condition, medication, oxygen,
respiratory treatments, need for occasional
suctioning Date Initiated: 12/13/2019."

- “Potential for or Actual Ineffective Breathing
Pattern. COPD Date Initiated: 03/12/2019
Created on: 03/12/2019."

On 3/10/21 at approximately 3:00 p.m., an
intarview was conducted with LPN (licensed
practical nurse) #3. When asked about nebulizer
administration, LPN #3 stated that the nebulizer
was stored in a plastic bag when not in use. LPN
#3 stated that the purpose of the plastic bag was
to keep it clean and free of germs. When asked
about yankauer suction storage, LPN #3 stated
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F 695 Continued From page 63 F 695:
that they were stored in a plastic bag when not in |
use to keep them cleal. and prevent

contamination :

On 3/10/21 at 3:10 p.m., LPN #3 cbserved
Resident #24's room. LPN #3 stated that she
saw the problem. LPN #3 stated that the
yankauer suction was uncovered and touching
the surface of the nightstand and the nebulizer
mask was uncovered and touching the surface of
the nightstand and the suction machine, LPN #3
stated that she would remove the uncovered
respiratory equipment. +

On 3/9/21 at approximately 10:30 a.m., ASM
{administrative staff member) #2, the director of
nursing stated that the facility used their policies
and procedures as their standard of practice.

On 3/11/21 at approximately 2:30 p.m., a request
was made to ASM (administrative staff member)
#2, the director of nursing for the policy for
storage of nebulizer and suction equipment when
not in use and oxygen administration.

On 3/12/21 at approximately 10:40 a.m., ASM #2
stated via email that tha facility did not have a
policy for the storage of nebulizer and suction
aquipment when not in use and provided the
oxygen administration policy for review,

On 3/10/2021 at approximately 4:30 p.m., ASM
{administrative staff member) #1, the
administrator, ASM #2, the director of nursing and
ASM #3, the facility consultant were made aware
of the findings.

No further information was provided prior to exit.
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Reference: '

1. Nebulizer - a device used to aerosolize
medications for delivery to patients.” Taken from
Encyclopedia & Dictionary of Medicine, Nursing &
Allied Health -Seventh Edition, Miller-Keane,
page 1182.

2. Yankauer suction- a rigid suction tip used to
aspirate secretions from the cropharynx. This
information was obtained from the following
website: Yankauer suction catheter. (n.d.)
Medical Dictionary for the Health Professions and
Nursing. (2012). Retrieved March 15 2021 from
https:/imedical-dictionary thefreedictionary.com/¥Y
ankauer+suction+catheter

3 Chronic obstructive pulmonary disease
(COPD) - disease that makes it difficult to breath
that can lead to shoriness of breath. This
information was cbtainad from the website:
htips:/fwww.nim.nih.gov/medlineplus/copd.html.

4, Anemia - low iron, This information was
obtained from the website:;
https:/iwww.nim.nih.govimedlineplus/anemia.html

5. Orthopnea- breathing difficulty while lying
down is an abnormal condition in which a person
has a preblem breathing normally when lying flat.
The head must be raised by sitting or standing to
be able to breathe deeply or comfortably. This
information was obtained from the website;
https://medlineplus.gov/ency/article/003076.htm
F 698 | Dialysls F 698
$8=D | CFR(s): 483.25(l)
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§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-centarad care plan, and
the residents’ goals and preferences.

This REQUIREMENT is not met as avidenced
by:

Based on staff interview, facility document review
and clinical record review, it was determined that
the facility staff failed to ensure the provision of
dialysis services, consistent with professional
standards of practice, the comprehensive
person-centered care plan for one of 35
residents, Resident #7. The facility staff failed to
evidence ongoing communication and
collaboration with the dialysis center for Resident
#7.

The findings include:

Resident #7 was admitted to the facility on
6/12/20. Resident #7's diagnoses included but
were not limited to: end stage renal disease
(inability of the kidneys to excrete wastes and
function in the maintenance of electrolyte balance
(1), mental disorder (any disorder of the mind
such as disturbance of perceptions, memory and
emotional equilibrium) (2) and hypertension (high
blood pressure} (3).

Resident #7's most recent MDS (minimum data
set), a quarterly assessment with an ARD
{assessment reference date) of 12/15/20, coded
the resldent as scoring a 07 out of 15 on the
BIMS (brief interview for mental status) score,
indicating the resident is severely impaired
cognitively. A review of the MDS Section

Tuesday, Thursday, and Saturday. The
dialysis communication form was sent with
resident on his next dialysis day Saturday
3/13/21 by the nurse.

. " An audit of dialysis residents was
completed on 3/12/21 by the Director of
Nursing. The Dialysis Communication form
is sent with the resident in a packet that
contains all needed information and DNR
form when they leave for the appointment.
The facility will receive updated information
from the dialysis center via the
communication form upon return to the
facility. The Nurse will place the form in the
Medical Director book for review, if there are
any orders the MD will return to the nurse.
The form is then given to Medical records to
be placed in the chart.

. In-services for the nursing staff will
be conducted on 3/29/21 by the Diractor of
Nursing on the procedure for sending and
documenting receipt of communication form
from dialysis. The nurse will then document
under the dialysis progress note any
information from the dialysis center.

. The Director of Nursing or
designee will audit dialysis residents' charls
for communication forms and dialysis
progress notes weekly x 4 weeks.

. The audit findings of dialysis
communication forms and dialysis progress
notes will be reviewed with QAPI monthly x
1 month,

STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION {%3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
495226 B. WING 03/12/12021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
WAYLAND NURSING AND REHABILITATION CENTER 730 LUNENBURG HIGHW
KEYSVILLE, VA 23947
(Xd) 1D SUMMARY STATEMENT OF DEFICIENCIES (s] PROVIDER'S PLAN OF CORRECTION (xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX [EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPRUPRIATE DATE
DEFICIENCY)
F 698 | Continued From page 85 Feog| F698- . . _
. Resident #7 receives dialysis
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G-functional status coded the resident as
requiring extensive assistance for bed mobility,
locomotion and dressing, total dependence for
hygiene, bathing and eating. A review of MDS
Section H- bowel and bladder coded the resident
as always incontinent for bowel and bladder.

A review of the riursing progress notes
documented the following in part:

-"3/4/21 at 11:21 AM, documented in part,
"Returned to facility at 9:35 AM with dressing
intact, no bleeding or drainage noted. Condition
of shunt site: + (positive) bruit and thrill, alert and
oriented per his norm".

- "3/6/21 at 9:58 AM, documented in part,
"Returned to facility from dialysis via patient
transport in stable condition. No acute distress
noted”,

Resident #7's comprehensive care plan dated
3/27/20, documentead in part, Focus: "End state
renal disease: at risk for complications due to
hemodialysis. The Interventions: dated 3/27/20,
documented, "Dialysis {Tuesday, Thursday,
Saturday), Assess resident upon return from
dialysis treatment and notify physician of any
significant changes".

A review of the dialysis communication forms for
Resident #7 from 1/2/21-3/11/21, a period of 30
Tuesday, Thursday and Saturday dialysis
treatments, evidence that 13 out of 30 (43%) of
the dialysis communication forms were missing,

An interview was conducted on 3/11/21 at 10:50
AM with LPN (licensed practical nurse} #1. When
asked the purpose of the dialysis communication
form, LPN #1 stated, "It is to communicate the

FORM CMS-2567{02-59) Previous Versians Qbsolele Event ID:D&7X11 Facility 1D: VAGO50 If continualion sheet Page 67 of 95




PRINTED: 03/17/2021

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
GENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILDING COMPLETED
495228 G 03/12/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

730 LUNENBPRG HIGHW

WAYLAND NURSI ND RE ILITATION CENT
URSING A HAB NTER KEYSVILLE, VA 23947

(%4) ID SUMMARY STAT EMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION L e
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR Lt IDENTIFYING INFORMATION) TAG CROS5-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
698 | Continued From page 67 F 698

resident's vital signs and any current issues or
concerns”. When asked the purpose of
communication from the dialysis center on the
form, LPN #1 stated, "They communicate vital
signs, weight, medications given and any issues
or concerns'.

Aninterview was conducted on 3/12/21 at 10:20
AM with ASM (administrative staff member) #2,
the director of nursing. When asked the purpose
of the dialysis communication form, ASM #2
stated, "it is for sharing of information about the
resident between the two facilities”. When asked
if there were any additional dialysis,
communication forms than those sent, ASM #2
stated, "No, there are not",

On 3/11/21 at 11:50 AM, ASM (administrative
staff member) #1, the administrator, ASM#2 |, the
director of nursing, ASM#3, the clinical
consultant , and ASM# 4, the regional vice
president were made aware of the above
concern.

According to the facility's dialysis contract dated
5/19/11 which documents in part, "The facility
shall ensure that all appropriate medical and
administrative information accompany all
residents at the time of transfer or referral to the
Center."

No further information was presented prior to exit.

References;

{1) Barron Dictionary of Medical Terms, 7th
edition, Rothenberg and Kaplan, page 498,
(2) Barron Dictionary of Medical Terms, 7th
aedition, Rothenberg and Kaplan, page 363.
(3) Barron Dictionary of Medical Terms, 7th
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The facility must attempt to use appropriate
alternatives prior to installing a side or bed rail. If
a bed or side rail is used, the facility must ensure
correct installation, use, and maintenance of bed
rails, including but not limited to the following
elements.

§483.25(n)(1) Assess the resident for risk of
antrapment from bed rails prior to installation

§483.25(n)(2) Review the risks and benefits of
bed rails with the resident or resident
representative and obt=in informed consent prior
to installation.

§483.25(n)(3) Ensure that the bed's dimensions
are appropriate for the residenf's size and weight,

§483.25(n){4) Follow the manufacturers’
recommendations and specifications for installing
and maintaining bed rails.

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview, facility
document review, and clinical record review, it
was determinead that the facilily staff failed to
evidence documentation of current side rail
assessments and consents for four of 35
residents in the survey sample, Residents #21,
#10, #2, and #32.

The findings include:

STATEMENT OF UEFICIENGIES {X1) PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CCNSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER. A BUILDING COMPLETED
495226 8 WING 03/12/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY, STATE, ZiP CODE
WAYLAND NURSING AND REHABIITATION CENTER 730 LUNENBURG HIGHW
' KEYSVILLE, VA 23947
{X4) 1D SUMMARY STAIEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIEHCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED T0 THE APPROPRIATE DATE
DEFICIENCY}
F 698 | Continued From page 68 F 698
edition, Rothenberg and Kaplan, page 282.
F 700 | Bedrails F 700
SS=E | CFR(s): 483.25(n){(1)~(4)
§483.25(n) Bed Rails. F 700 _ ,
. Residents #21, #10, #2, and #32 will

have physical device use evaluations and
consents signed by resident or resident
representative completed by 3/26/21 by the
Director of Nursing.

. An audit of resident's beds frames,
mattress and side rail was completed on
3-24-21 by the Maintenance Director. An audit
of physical device use evaluation assessmenls
in the clinical record will ba completed on 4/2/21
by the Director of Nursing or designee. Upon
admission the nurse will complete the physical
device evaluation assessment in the clinical
record, if the nurse determines the resident will
need a side rail for mobility and/or transfers
based on the assessment, the maintenance
director will be made aware to complete the bed
frame, mattress and side rail check, a therapy
screen referral will be completed, once it is
determined the slderail is an appropriate
approach the resident or resident
representative will be notified to sign the
consent and the side rail will be put into place
and the care plan will be updated.

. An in-service for clinical staff will be
conducted by 4/2/21 by the Director of Nursing
on the physical device use evaluation
assessment, notification to maintenance and
therapy and how to obtain consent from the
resident or resident representative if a side rail
is needed.
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facility failed to evidence a current side rail
assessment and a currant consent for the use of
the side raits.

Resident #21 was admitted to the facility on
4/4/2020 with diagnoses that included but were
not limited to: dementia (a progressive state of
mental decline, especially memory function and
judgement, often accompanied by disorigntation.)
{1), and pulmonary fibrosis (an increase in the
fermation of fibrous connective tissue, either
normally as in scar foriaation, or abnormally to
replace normal tissue especially in the lungs) {2).

The most racent MDS {minimum data set)
assessment, quarterly ssessment, with an
assessment reference date (ARD) of 1/11/2021,
coded the resident as scoring a “3" on the BIMS
{brief interview for mental status) score, indicating
she was severely impaired to make daily
cognitive decisions. Resident #21 was coded as
requiring extensive assistance for moving in the
bed. For moving in the reom or unit, the resident
was coded as only having performed this once or
twice during the lookback period with the
assistance of one staff member. In Section
GGOGO0 - Mobility Devices, Resident #21 was
coded as using a wheelchalr,

On the following dates and times, Resident #21
was observed lying in bed with both side rails up:
3/09/21 at 3:22 p.m., 3/10/21 at 8:57 a.m.,
3M1/21 at 9:46 a.m.

A review of Resident #21's comprehensive care
plan 4/15/20 revealed, in part: "Use of bed rails
for increasing or maintaining current bed mability
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1. Resident #21 was observed lying in bed with The Director of Nursi desi
side rails up during the course of the survey. The , B 9O esignes
will audit the physical device use evaluation

. The Restraint/Side Rail

assessment of new admissions during the
Cardinal IDT meeting using the Restraint/Side
Rail audit tool 1-time weekly % 4 weeks.

will be reviewed with QAPI monthly x 1 month. | 04/12/21

audit findings
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or transfer ability. Muscle weakness, safely in
transter...Assess resident for risk of entrapment
from bed rails periodically and as
necessary...evaluate use of device periodically for
continued effectiveness and
appropriateness...use of bedrails to assist
resident to increase ability to enter and exit the
bed at highest practical mobility level...use of
bedrails to assist resident to turn and reposition
when in bed."

Further review of Resident #21's clinical record
failed to reveal evidence of a current side rail
assessment or cansent for the use of side rails.

On 3/11/21 at 2:00 p.m., ASM (administrative
staff member) #1, the + aministrator, ASM #2, the
directer of nursing, ASM #3, the clinical
consultant, and ASM #4, the regional
vice-prasident, were informed of these concerns.
ASM #2 stated an assessment was parformed for
resident safety on original admission, and then
quarterly with each care plan conference. She
stated if side rail use is indicated, they are put into
place, and are documented on the resident's.care
plan. ASM #2 stated, "i don't know there is a

| process for checking the side rails before they
are put up." She stated the facility's side rait
assessment had "fallen off" of the computer
software for some of the residents.

A review of the facliity policy, "Side Rail
Guidelines” revealed, in part: "Side rails may be
used to enhance resident mobility and transfer to
and from the bed, or as a restraining device to
keep residents from voluntarily getting out of bed.
Use of side rails as a restraint is prohibited unless
they are necessary to treat a resident's medical
symptoms." The policy did not address the !
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facility's assessment process.
No further information was provided prior to exit.

REFERENCES

(1) Barron's Dictionary of Medical Terms for the
Non-Medical Reader, 5th edition, Rothenberg and
Chapman, page 124,

(2) Barron's Dictionary of Medical Terms for the
Non-Madical Reader, {th edition, Rothenberg and
Chapman, page 227.

2. Resident #10 was crserved lying In bed with
side rails up during the course of the survey. The
facility failed to evidence a current side rail
assessment and a current consent for the use of
the side rails.

Resident #10 was admitted to the facility on
5/4/2016 with diagnoses that included but were
not limited to: Alzheimer's disease (a progressive
loss of mental ability and function, often
accompanied by personality changes and
emotional instability.) (1) and Parkinson's disease
(a slowly progressive neurological disorder
characterized by resting tremor, shuffling gait,
stooped posture, rolling motions of the fingers,
drooling and muscle weakness, somstimes with
emotional instability) (2).

The most recent MDS (minimum data set)
assessment, a quarterly assessment, with an
assessment reference date of 12/21/2020, coded
the resident as scoring a "3" on the BIMS (brief
interview for mental status) score, indicating the
resident was severely impaired to make daily
cognitive decisions. Resident #10 was coded as
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requiring extensive assistance of one staff

member for moving in the bed. For moving in the
room or unit, the resident was coded as being
totally dependent upon one staff member. In
Section G0S00 - Mobility Devices, the resident
was coded as using a wheelchair.

On the following dates and times, Resident #10
was observed lying in had with both side rails up:
3/9/21 at 3:26 p.m., 3/10/21 at 8:55 a.m., 3/11/21
a1 9:.48 a.m. .

A review of Resident #10's comprehensive care
plan, dated 10/24/18 and revised on 11/11/20,
revealed, in part: "Use of bed rails for increasing
or maintaining current bed mobility or transfer
ability. Muscle weakness, Parkinson's
Disease...Check bed rails periodically for proper
functioning...evaluate use of device periodically
for continued effectiveness and
appropriateness...use of bedrails to assist
resident to increase ability to enter and exit the
bed at highest practical mobility level.”

Further review of Resident #10's clinical record
failed to reveal evidence of a current side rail
assessment or consent for the use of side rails.

On 3/11/21 at 2:00 p.m., ASM (administrative
staff member) #1, the administrator, ASM #2, the
director of nursing, ASM #3, the clinical
consultant, and ASM #4, the regional
vice-president, were informed of these concerns.
ASM #2 stated an-assessment was performed for
resident safety on original admission, and then
quarterly with each care plan conference. She
stated If side rail use is indicated, they are put into
place, and are documanted on the resident's care
plan. ASM #2 stated, ", don't know there is a
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process for checking the side rails before they
are put up.” She stated the facility's side rail

assessment had "fallen off" of the computer
software for some of the residents.

No further information was provided prior to exit

REFERENCES
(1) Barron's Dictionary of Medical Terms for the
Non-Medical Reader, Fth edition, Rothenberg and
Chapman, page 26.

k1
(2) Barron's Dictionary of Medical Terms for the
Non-Medical Reader, 5th edition, Rothenberg and
Chapman, page 437,

3. Resident #2 was observed lying in bed with |
side rails up during the course of the survay. The
facility staff failed to evidence a current side rail
assessment and a current consent for the use of
the side rails.

Resident #2 was admilted to the facility 5/17/2015
and was recently readmitted on 2/23/2021 with
diagnoses that included but were not limited to:
dementia (a progressive stale of mental decline,
especially memory function and judgement, often
accompanied by disorientation.){1), high blood
pressure and schizophrenia {Any of a group of
mental disorders characlerized by gross
distortions of reality, withdrawal of thought,
language, perception and emotional response)

(2):

The most recent MDS {minimum data set)
assessment, a significent change assessment,
with an assessment reference date of 3/2/2021,
coded the resident as having no difficulty with
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short or long-term memory difficuities. Resident
#2 was coded as requiring extensive assistance
of one staff member for moving in the bed.
Resident #2 was coded as requiring limited
assistance of one staff member for moving in
their room or unit, In Section GOB00 - Mobility
Devices, the resident was coded as using a
wheelchair.

On the following dates and times, Resident #2
was observed lying in .ed with both side rails up
821 at 11:16 am., 3M10/21 at 9.03 am.

A review of Resident #2's comprehensive care
ptan dated 10/24/18 revealed, in part: "Use of bed
rails for increasing or maintaining current bed
mobility or transfer ability. Safety in
transfers...Assess resident for risk of entrapment
from bed rails periocdically and as
necessary...Check bed rails periodically for
proper functioning...evaluate use of device
periodically for continued effectiveness and
appropriateness...use of bedrails to assist
resident to increase ability to enter and exit the
bed independently.”

Further review of Resident #2's clinical record
faited to reveal evidence of a current side rail
assessment or consen for the use of side rails.

On 3/11/21 at 2:00 p.m., ASM (administrative
staff member) #1, the administrator, ASM #2, the
director of nursing, ASM #3, the clinical
consultant, and ASM #4, the regional
vice-president, were informed of these concerns.
ASM #2 stated an asséssment was performed for
resident safety on original admission, and then
quarterly with each care plan conference. She
stated if side rail use is indicated, they are put into
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place, and are documented on the resident's care
plan. ASM #2 stated, "l don't know there is a
process for checking the side rails before they
are put up." She stated the facility's side rail
assessment had "faller: off” of the computer
software for some of the residents.

No further information was provided pricr to exit,
REFERENCES

(1) Barron's Dictionary of Medical Terms for the
Non-Medical Reader, 5th edition, Rothenberg and
Chapman, page 124.

(2) Barron's Dictionary of Medical Terms for the
Non-Medical Reader, 5th edition, Rothenberg and
Chapman, page 522.

4. Resident #32 was observed lying in bed with
side rails up during the course of the survey. The
facility failed to evidence a current slde rail
assessment and a current consent for the use of
the side rails.

Resident #32 was admitted to the facility on
1/17/2015 with diagnoses that included but were
nol limited to: Parkinson's disease (a slowly
progressive neurclogical disorder characterized
by resting trermor, shufiling gait, stooped posture,
rolling motions of the fingers, drooling and muscle
weakness, somatimes with emotional instability)
{1). congestive heart failure (abnormal condition
characterized by circulptory congestion and
retention of salt and water by the kidneys) (2) and
bipolar disorder {a mental disorder characterized
by episodes of mania and depression) (3).

The most recent MDS {minimum data set)
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assessment, a quartetly assessment, with an
assessment reference date of 1/20/2021, coded
the resident as scoring a 14" on the BIMS (brief
interview for mental status) score, indicating the
resident was capable of making daily cognitive
decisions. Resident #32 was coded as requiring
limited assistance of ane staff member for
moving in the bed. Re.ndent #32 was coded as
raquiring supervision with set up assistance for
moving in thelr room or unit. In Section GO600 -
Mobility Devices, the resident was coded as using
a wheelchair,

On the following dates and times, Resident #32
was observed lying In bed with both side rails up.
3/9/21 at 11:27 a.m., 3/11/21 at 8:52 a.m.

A review of Resident #32's comprehensive care
plan, dated 12/29/17 ana updated 12/14/20,
revealed, in part: "Use of bed rails for increasing
or maintaining current bed mobility or transfer
I ability. Muscle weakness. Safety in transfers,
Other: maintain independence with bed
mobility... Assess resident for risk of entrapment
| from bed ralls periodically and as
| necessary...Check bed rails pericdically for
proper functioning...evaluate use of device
pericdically for continued effectiveness and
appropriateness...provide and review with
resident and/or resident's representative the risks
and benefits of the use of side rails.”

Further review of Resitient #32's clinical record
failed to reveal evidence of a current side rail
assessment or consent for the use of side rails.

On 3/11/2% at 2:00 p.m., ASM (administrative
staff member) #1, the administrator, ASM #2, the
director of nursing, ASM #3, the clinical
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consultant, and ASM #4, the regional
vice-president, were iniormed of these concems.
ASM #2 stated an assaessment was performed for
resident safety on original admission, and then
quarterly with each cai.a plan conference. She |
stated if side rail use is indicaled, they are put into '
place, and are documented on the resident's care

plan. ASM #2 stated, "l don't know there is a

process for checking the side rails before they

are put up.” She stated the facility's side rail

assessment had "fallen off" of the computer

software for some of the residents

No further information was provided prior lo exit. i

REFERENCES

{1)Barron's Dictionary of Medical Terms for the
Nen-Medical Reader, 5th edition, Rothenberg and
Chapman, page 437.

(2) Barron's Dictionary of Medical Terms for the
Non-Medical Reader, 5th edition, Rothenberg and
Chapman, page 138.

(3) Barron's Dictionary of Medica! Terms for the
Non-Medicat Reader, &ith edition, Rothenberg and
Chapman, page 72.

F 730 | Nurse Aide Peform Review-12 hriyr In-Service F 730
88=D | CFR(s): 483.35(d)(7)

§483.35(d){7) Regular in-service education.

The facility must complete a performance review
of svery nurse aide at least once every 12
months, and must provide regular in-service
education based on the outcome of these
reviews. In-service training must comply with the
requirements of §483.95(g).
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by:

Based on staff interview, employee record raview
and facility document review, it was determined
the facility staff failed t:: perform an annuat
performance review for four of 12 CNAs (certified
nursing assistants), CNA#1, CNA #2, CNA #3,
and CNA #4.

The findings include:

An email requasting the CNA annual performance
reviews was sant to ASM (administrative staff
meamber) #1, the administrator, and ASM #2, the
director of nursing on 3/9/2021 at 4:10 p.m. On
3/9/2021, 6.09 p.m. ASM #2 replied by email and
documentad, "Employees have not had
evaluations dit (due to) continuous DON ({director
of nursing) turnover. | am presently in the process
of beginning them."

CNA #1 was hired on 8/30/2017. The last annual
performance evaluation was compleled on
5/31/2019.

CNA #2 was hired on 11/16/1996. The last
annual performance evaluation was completed on
5/3/2019.

CNA #3 was hired on 10/5/1918. There was no
annual performance evaluation in the employee
record.

CNA #4 was hired on 2/6/1991. The last annual
performance evaluation was completed on
5/31/2018.

An interview was conducted with ASM #2, the
director of nursing (DON), on 3/10/2021 at 1:08
p.m. When asked who is responsible for the CNA
annual performance reviews, ASM #2 stated that
she was responsible. ASM #2 stated she had

Employee performance review on 3/29/21 by
the Director of Nursing.

. Audit of clinical staff employment file
to be completed by 4/2/21, the audit will be
canducted by the Director of Nursing and the
Staff Development Coordinator, Performance
evaluations are to be conducted annually to
ensure Cenrtified Nursing Assistants receive
twelve (12) hours of in-servicing per year. The
performance evaluation will include the
completion of a yearly competency review,

0 An in-service was done with the
Director of Nursing on 3/24/21 by the Facility
Consultant on the palicy and procedure for
annual performanca evaluations to include
review of CNA requirements of 12 hours of in-
services per year and annual competency
review per the requirements for the
Commonwealth of Virginia, An in-service will be
done for the SDC on in-service training and
completion of competency checklist annually to
comply with requirements for the
Commonwealth of Virginia, this will be
completed by 4/2/21 by the Director of Nursing.
. The Administrator will audit 5 clinical
staff performance evaluations completed by the
DON to include 4 GNA files for completion to
include in-servicing and competency 1-time
weekly x 4 weeks. If any areas of concern are
identified the Administrator will make the DON
aware immaediately for correction.

. The audit findings wili be reviewed in
the monthly QAPI committee meeting x 1
month.
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gotten a list a week or two ago from humnan
resources as to who needad annual performance
reviews and was going {o start them but hasn't
gotten to them. When asked when she started as
the DON, ASM #2 stated February 1, 2021. When |
askad why they had not been completed prior to
now, ASM #2 stated due to the turnover of the
DON position and the pandemic. [
|
A request was made on 3/11/2021 at 2:21 p.m.
for a policy and procedure on annual
performance reviews. An email dated 3/12/2021
at 10.40 a.m. documented they did not have a
pelicy on annual performance reviews.
ASM #2 was made aware of the above findings
on 3/10/2021 at 1:15 p.m. ASM #1, the {
administrator, was made aware of the above
concern on 3/12/2021 at 9:48 a.m.
No further information was provided prior to exit. £ 761
F 761 | Label/Store Drugs and Biologicals F761) . The expired medications and medical
§5=D | CFR(s): 483.45(g)(h)(1){2) supply item was Immediately removed from
the A/B med room (2 vials of sterile water,
§483.45(g) Labeling of Brugs and Biologicals Bottte of ASA, & female catheter kit), they
Drugs and biologicals used in the facility must be were disposed of per Pharmacy policy and
labeled in accordance with currently accepted procedure manual. The expired Eye drops
professional principles. and include the from Med Cart-300 Hall were removed
appropriate accessory and cautionary immediately apd disposed of per the
instructions, and the expiration date when Pharmacy p ollcy-and procedur‘e manual on
applicable. 31112 by the erector of Nursing.
. An audit was conducted of the
. . medication carts and medication rooms on
§483.45(n) Storage of Drugs and Biologicals 3/11/12 by the Director of Nursing and the
Facility Consultant. Any areas of concern
§483.45(h)(1) In accordance with State and : idenlif)iled were correcte‘c'l immediately.
Federal laws, the facility must store all drugs and 5 The nurses will be in-serviced on
biologicals in locked compartments under proper 3/29/21 by the Director of Nursing on :
temperature controls, and permit only authorized . Pharmacy policy and procedure for expired |
medication and medical supplies. The 11-7 |
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personnel to have access to the keys.
§483.45(h)(2} The facility must provide separately
locked, perranently affixed compartments for
storage of controlled drugs listed in Schedule ! of
the Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose can
be readily detected.

This REQUIREMENT is not met as evidenced
by:

Based on observation and staff interview it was
determined that the facility staff failed to ensure
expired madications and medical supplies were
not available for use in one of one medication
rooms observed, {the B/A medication storage
room) and in one of one medication carls
observed, (300 Hall medication cart).

The findings include:

On 03/09/21 at approximately 3:10 p.m., an
observation of the B/A medication storage room
was conducted in the presence of ASM
[administrative staff meimber] # 2, director of
nursing. Observation of the inside of a wall
cabinet on the far right wall when entering the
room, revealed two 10 mL [milliliter] vials of sterile
water [1] located on the top sheif of a cabinet.
The two 10 ml. vials of sterile water were labeled
with an expiration date of 03/01/2021, and were
available for use.

Observation of a wall cabinet directly to the right
of the of the medication storage room door when
entering the room revealed one full, unopened
bottle of Aspirin [2], 325 mg [milligrams], 100

shift nurse will review the facility medication
carts and medication rooms for any expired
medication and medical supplies nightly, any
medication or medical supply found to he
expired will be removed from use, the DON
will be notified, and the item will be disposed
of per the Pharmacy policy and procedure
manual,

. The 11-7 shift nurse will complete
the checklist review from the medication
charts and medication rooms and turn into the
DON daily. The DON or designee will audit
the medication carts and medication rooms 1-
time weekly x 4 weeks.

. The audit findings will be reviewed in
the monthly QAPI committee mesting x 1
rnanth.
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count tablets with an expired date of February
2021, available for use.

Obsarvation of a shelf on the back wall of the
medication storage room of revealed one
“Female Cath [catheter] Kit With Gloves and
Swabs" with an expired date of "2021-01-31
[January 31, 2021)", available for use.

On 03/09/2021 at approximately 3:30 p.m., an
interview with ASM # 2 was conducted regarding
the abgove items found in the medication room.
ASM # 2 stated that the above items should have
been removed,

On 03/10/21 at approximately 8;11 A.m., an
observation of the facility's 300 Hall medication
cart was conducted with LPN (licensed praclical
nurse) # 1. Observation of the medication cart
drawer labeled "Eye Drops” revealed the
foliowing: one 2.5 ml eye drop bottle of Xalatan
available for use. Observation of the botile
documented an open date of 1/24/20. Further
observation of the boltle documented, "Expires 6
weeks after opening.” An interview was
conducted with LPN # 1 at this time. LPN #1
agreed that the eye drops were expired and
should have been removed from the medication
cart.

On 03/10/2021 at approximately 8:25 a.m., an
interview was conducted with ASM # 2, director of
nursing. After examining the bottle of Xalatan,
ASM # 2 stated that the bottle was approximataly
half full. When asked to deseribe the procedure
staff follows to make sure expired madications
are not available for use ASM # 2 stated, "The
third shift nurses are to go through the med
[medication] carts and the medication rooms
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every day and remove-any expired medication.
They use a chacklist to mark off what expired. If

a nurse sees an expired medication in their cart
they should remove it too."

On 03M10/2021 at approximately 10:00 am. ASM
(administrative staff member) # 1, the
administiator, and SAM # 2, director of nursing
were made aware of the findings.

No further information was provided priar to exit

References:

[1] Free from germs. This information was
obtained from the website:
hitps:/fmedlineplus.goviency/patientinstructions/0
00119.htm.

[2] Nonprescription aspirin is used to reduce fever
and to relieve mild to moderate pain from
headaches, menstrual periods, arthritis, colds,
toothaches, and muscla aches. Nonprescription
aspirin is also used to prevent heart attacks in
people who have had u heart attack in the past or
who have angina, reduce the risk of death in |
people who are experiencing or who have

recently experienced a heart attack, prevent |
ischemic strokes, mini-strokes, prevent
hemorrhagic strokes It works by stopping the
production of certain natural substances that
cause fever, pain, swelling, and blood clots. This
information was obtained from the website
https://medlinaplus.gov/druginfo/meds/a682878.h
tmil. .

[3] Also known as Latanoprost. Used to treat

glaucoma. Latanoprost comes as eye drops. |
This information was cbtained from the website.
https.//medlineplus.gov/druginfo/meds/aé97003.h
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$S=D | CFR(s): 483.60()(1)(2)

§483.60(i) Food safety requirements
The facitity must -

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

(i) This may include food items obtained diractly
from local producers, subject to applicable State
and local laws or regutations.

(ii} This provision does not prohibit or prevent
facilities from using produce grown in facility
gardens, subject to compliance with applicable
safe growing and food-handhing practices.

{lii} This provision does not preclude residents
from consuming foods not procured by the facility

§483.60(i)(2) - Store, prepare, distribute and
sarve food in accordar. :e with professional
standards for food service safety.

This REQUIREMENT is not met as evidenced
by:

Based on cbservation and staff interview it was
determined facility staff failed to serve food in a
sanitary manner.

The findings include:

On 03/09/20 at 12:00 p.m., an observation of the
facility's kitchen was conducted during the plating
of resident's lunch trays.

Observation of the ceiling above the right end of
the steam table when standing behind the steam
table, revealed a five blade ceiling fan mounted

F-812

The Celling fan was removed from the kitchen
during the survey and was replaced by a
covered light fixture by the Maintenance
Director.

An audit was completed on 3-12-21 by the
Adrministrator of all other kitchen ceiling fans.
There were no other ceiling fans or portable
fans in the kitchan area,

An in-servica was completed with the kitchen
staff on 3/12/21 by Food Service Manager
regarding serving food in a sanitary manner.
The Administrator will audi the kitchen during
a meal service to ensure food is served in a
sanitary manner weekly x 4 weeks then
monthly x 1 month utilizing a kitchen audit
tool,

Results of the kitchen audit tools will be
reviewed by the QA/PI Committee at its
menthly meeting to ensure continued
compliance monthly x 1 month.
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on the ceiling, operaticnal, [turning] during the
plating of resident's food.

! After all the resident's food was plated at

| approximately 12:30 p.m., the OSM #1, the cook
was asked to turn off the ceiling fan above the
right end of the steam table. Observation of the
fan blades and molor housing with OSM # 1,
revealed that they had a coating of dust on them.
In an interview with OSM # 1 they agreed with the
findings that the fan blades and motor housing
were coated in dust. OSM # 1 stated, "l should've
turned it off before | started to serve. Usually |
furn the fan off when serving the trays."” When
asked why it gets turned off OSM # 1 stated, "So
the food doesn't cool down and not blow any dust.

On 43/10/2021 at approximately 10:00 a.m., ASM
[administrative staff member] # 1, the
administrator, ASM # 2, director of nursing, were

made aware of the fincings. F-909

Bed side rail safety assessments were
completed for resident #21, #10, #2 and #32 on

No further information '‘was provided prior to exit. 3/26/2521 by DON
F 909 Resident Bed F 909] safety assessments were completed on all
88=€ CFR(s): 483.90(d)(3) other residents with bed rails on DON or
designee by 4/8/21,
§483.90(d)(3) Conduct Regular inspection of all The Administrator completed an in-service with
bed frames, mattresses, and bed rails, if any, as the maintenance director on 3/18/21 regarding
part of a regular maintenance program to identify completing bed rail agssessments.
areas of possible entrapment. When bed rails The Maintenance Director will complete bed rail
and mattresses are used and purchased assessments for all residents with bed rails
separately from the bed frame, the facility must weekly x 4 weeks utilizing a bedrail safety
ensure that the bed rails, mattress, and bed inspection audit tool.

frame are compatible. Results of the bed rail inspection audit tools

This REQUIREMENT is not met as evidenced will be reviewed by the QA/P] Committee at its
by: ' monthly meeting to ensure continued
Based on observation, staff interview, facility el LIS IS UGl

document review, and clinical record review, it RISl S Gz g 04112121
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was determined that the facility staff failed to
evidence documentation of current bed/side rail
safety assessments for four of 35 resldents in the
survey sample, Residents #21, #10, #2, and #32.

The findings include:

1. Resident #21 was observed lying in bed with
side rails up during the course of the survey, The
facility failed to evidence a current bed/side rail
safety assessment for the resident.

Resident #21 was adniitted to the facility on
4/4/2020 with diagnoses that included but were
not limited 1o: dementis: (a progressive state of
mental decline, especially memory function and
judgement, often accompanied by disorientation.)
{1}, and pulmonary fibrosis {an increase in the
formation of fibrous co'nective tissue, either
normaily as in scar formation, or abnormally to
replace normal tissue especially in the lungs) (2).

The most recent MDS (minimum data set)
assassment, quarterly assessment, with an
assessmeni reference date of 1/11/2021, coded
the resident as scoring a "3" on the BIMS (brief
interview for mental status) score, indicating she
was severely impaired to make daily cognitive
decisions. Resident #21 was coded as requiring
extensive assistance for moving in the bed,
meoving in the room or unit, the resident was
coded &s only having performed this once or
twice during the lookback pericd with the
assistance of one staff member. In Section
G0600 - Mobility Devices, the resident was coded
as using a wheelchair.

On the following dates and times, Resident #21
was observed lying in bed with both side rails up:
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3/09/21 at 3:22 p.m, 3/10/21 at 8:57 a.m,,
31121 at .46 am.

A review of Resident #21's comprehensive care
plan 4/15/20 revealed, in part: "Use of bed rails
for increasing or maintaining current bed mobility
or transfer ability. Muscle weakness, safety in
transfer.. Assess rasident for risk of entrapment
from bed rails periodically and as

necessary.. evaluate use of device periodically for
continued effectiveness and
appropriateness...use of bedrails to assist
residentto increase ability to enter and exit the
bed at highest practical mobility level...use of
bedrails to assist resident to turn and reposition
when in bed.”

Further review of Resicant #21's dlinical record
failed to reveal evidence of a current hed/side rail
safety assessment.

On 3/11/21 at 2:00 p.m., ASM (administrative
staff member) #1, the administrator, ASM #2, the
director of nursing, ASM #3, the clinical
consultant, and ASM #4, the regional
vice-president, were informed of these concerns.
ASM #2 stated, "l don't know there is a process
for checking the side rails before they are put up.”

On 3/11/21 at 12:39 p.m., OSM (other staff
member) #9, the maintenance director, was
interviewed. When asked about bed and side rail
safety inspections, he stated the facility contracts
with an outside company to come into the facility
and do these inspection. OSM #9 stated that
neither he nor ASM #1, the administrator was
aware of the name of that contract company, and
that there was no way o contact the company
before the survey anded.
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A review of the facility policy, "Side Rail
Guidelines" revealed, in part: “Side rails may be
used to enhance resident mobility and transfer to
and from the bed, or as a restraining device to
keap residents from voluntarily getting out of bed.
Use of side rails as a restraint is prohibited unless
they are necessary to treat a resident's medical
symptoms." The policy did not address the
facility's process for bed/side rail safety
inspections.

Na further information was provided prior to exit.

REFERENCES

(1) Barron's Dictionary of Medical Terms for the
Non-Medical Reader, 5th editicn, Rothenberg and
Chapman, page 124.

(2) Barron's Dictionary of Medical Terms for the
Non-Medical Reader, 5th editien, Rothenberg and
Chapman, page 227.

2. Resident #10 was observed lying in bed with
side rails up during the course of the survey. The
facility failed to evidence a current bed/side rail
assessment for the resident.

Resident #10 was adniitted to the facility on
5/4/2016 with diagnoses that included but were
not limited to: Alzheimer's disease (a progressive
loss of mental ability and function, often
accompanied by personality changes and
emotional instability.) (51) and Parkinson's disease
(a slowly progressive neurclogical disorder
characterized by resting tremor, shuffling gait,
stooped posture, rofling motions of the fingers,
drooling and.muscle weakness, sometimes with
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emotional instability) (2},

The most recent MDS {minimum data set)
assessment, a quarterly assessment, with an
assessment reference date of 12/21/2020, coded
the resident as scoring a "3" on the BIMS (brief
interview for mental status) score, indicating the
resident was severely impaired to make daily
cognitive decisions. Resident #10 was coded as
requiring extensive assistance of one staff
member for moving in the bed. For moving in the
room or unit, the resident was coded as being
totally dependent upor: one staff member. In
Section GOB00 - Mobility Devices, the resident
was coded as using a i/heelchair.

Cn the following dates and times, Resident #10
was observed lying in bed with both side rails up:
3/9/21 at 3:26 p.m., 3/10/21 at 8:85am., 3/11/21
al 9:48 a.m.

A review of Resident #10's comprehensive care
plan, dated 10/24/18 and revised on 11/11/20,
revealed, in part: "Use of bed rails for increasing
or maintaining current hed mobility or transfer
ability. Muscle weakness, Parkinson's
Disease...Check bed rails periodically for proper
functioning...evaluate use of device periodically
for continued effectiveness and
appropriateness...use of bedrails to assist
resident to increase ability to enter and exit the
bed at highest praciical mobility level.”

Further review of Resident #10's clinical record
faited to reveal evidence of a current bed/side rail
safety assessment.

On 3/11/21 at 2:00 p.r., ASM {administrative
staff member) #1, the administrator, ASM #2, the |

FORM CMS-2587{02-99) Pravious Versions Obsclate Event I0:DB7 X118 Facility ID- WVAQDSD If continuation sheet Page 89 of 95




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

PRINTED: 03/17/2021
FORM APPROVED
OMB NO. 0938-0391

director of nursing, ASM #3, the clinical
consultant, and ASM #4, the regional
vice-president, were informed of these concerns.

| ASM #2 slated, "l don't know there is a process

! for checking the side rails before they are put up.”

On 3/11/21 at 12:39 p.m., OSM {other staff
member) #9, the maintenanze director, was
interviewed. When asked about bed and side rail
safety inspections, he stated the facility contracts
with an outside company to come into the facility
and do these inspection. OSM #9 stated that
neither he nor ASM #4::ihe administrator was
aware of the name of that contract company, and
that there was no way {0 contact the company
before the survey ended.

| No further information was provided prior to exit

REFERENCES

{1} Barron's Dictionary of Medical Terms for the
Non-Medical Reader, 5th edition, Rothenberg and
Chapman, page 26.

| {2) Barron's Dictionary of Medical Terms for the
Non-Medical Reader, §th edition, Rothenberg and
Chapman, page 437.

3. Resident #2 was observed lying in bed with
side rails up during the course of the survey. The
facility failed to produce a current bedfside rail
assessment for the resident.

Resident #2 was admitied to the facility 5/17/2015
and was recently readmitted on 2/23/2021 with
diagnoses that included but were not limited to
dementia (a progressiv state of mental decline,

. espedcially memory function and judgement, often
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accompanied by disorientation.){1), high bloed
pressure and schizophrenia (Any of a group of
mentat disorders characterized by gross
distortions of reality, withdrawal of thought,
language, perception and emotional response)

(2).

The most recent MDS {minimum data set}
assessment, a significant change assessment,
with an assessment resrence date of 3/2/2021,
coded the resident as having no difficulty with
short or long-term me:.ary difficulties. The
resident was coded as requiring extensive
assistance of one staff member for moving in the
bed. Resident #2 required imited assistance of
one staff member for moving in their room or unit
In Section GO600 - Mobility Devices, the resident
was coded as using a wheelchair.

On the following dates and times, Resident #2
was observed lying in bed with both side rails up:
3/9/21 at 11:16 a.m., 3/10/21 at 9:03 a.m.

A review of Resident #2's comprehansive care
plan dated 10/24/18 revealed, in part: "Use of bed
rails for increasing or maintaining current bed
mobility or transfer ability. Safety in
transfers...Assess resident for risk of entrapment
from bed rails periodically and as
necessary...Check bed rails periodically for
proper functioning...evaluate use of device
periodically for continued effectiveness and
appropriateness...use of bedrails to assist
resident to increase ability to enter and exit the
bed independentiy.” °

Further re.view of Resident #2's clinical record
failed to reveal evidence of a current bed/side rail
safety assessment.
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On 3/11/21 at 2:00 p.m., ASM {administrative

staff member) #1, the administrator, ASM #2, the
director of nursing, ASM #3, the clinical {
consultant, and ASM #4, the regional

vice-president, were informed of thase concerns,

ASM #2 stated, "l don't know there is a process

for checking the side rails before they are put up.”

On 3/11/21 at 12:39 p.m., OSM (other staff
member) #5, the maintenance director, was
interviewed. When asked about bed and side rail
safety inspections, he stated the facility contracts
with an cutside company to come Iinto the facility
and do these inspection. OSM #9 stated that
naither he nor ASM #1, the administrator was
aware of the name of that contract company, and
that there was no way to contact the company
before the survey ended,

No further information was provided prior to exit.

REFERENCES

(1) Barron's Dictionary of Medical Terms for the
Non-Medical Reader, 5th edition, Rothenberg and
Chapman, page 124.

{(2) Barron's Dictionary of Medical Terms for the
Non-Medical Reader, 5th edition, Rothenberg and
Chapman, page 522. |

4. Residant #32 was aobserved lying in bed with
side rai's up during the course of the survey. The
facility failed to produc? a current bed/side rail
assessment for the resident.

Resident #32 was admitted to the facility on
1/17/2015 with diagnoses that included but were
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' not limited to: Parkinson's disease (a slowly
progressive neurological disorder characterized
by resting tremor, shuffling gait, stooped posture,
rolling moticns of the fingers, drooling and muscle
weakness, sometimes with emotional instability)

| (1), congestive heart failure (abnormal condition
characterized by circulatory congestion and

| retention of salt and water by the kidneys} (2) and
bipolar disorder (a me:;tal disorder characterized
by episodes of mania and depression} {3).

The most recent MDS {minimum data set)

| assessment, a quarterly assessmant, with an
assessment reference date of 1/20/2021, coded
the resident as scoring a "14" on the BIMS (brief
interview for mental status) score, indicating the

| resident was capable of making daily cognitive
decisions. The resident was coded as requiring
limited assistance of one staff member for
moving in the bed. Resident #32 was coded as
requiring supervision with set up assistance for
moving in their room or unit. In Section G0600 -
Mobility Devices, the resident was coded as using
a wheelchair.

On the following dates and times, Resident #32
was observed lying in bed with both side rails up:
3/9/21 at 11:27 a.m, 3/11/21 at 8:52 am.

A review of Resident #32's comprehensive care
plan, dated 12/29/17 and updated 12/14/20,
trevealed, in part "Use of bed rails for increasing
or maintaining current bed mobility or transfer
ability. Muscle weakne,;s. Safety in transfers.
Cther: maintain independence with bed

mobility.. Assess resident for risk of entrapment
from bed rails periodically and as
necessary...Check bed rails periodically for
proper functioning...evaluate use of device |
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periodically for continued effectiveness and
appropriateness...provide and review with
resident and/or resideni’s representative the risks
and benefits of the use of side rails."

Further review of Resiuent #32's clinical record
failed to reveal evidence of a current bad/side rail
safety assessment. -

On 3M11/21 at 2:00 p.m., ASM (administrative
staff member) #1, the administrator, ASM #2, the
director of nursing, ASM #3, the clinical
consultant, and ASM #4, the regional
vice-president, were informed of these concerns.
ASM #2 stated, "l don't know there is a process
for checking the side rails bafore they are put up.”

On 3/11/21 at 12:39 p.m., OSM (other staff
member) #9, the maintenance director, was
interviewed. When asked about bed and side rail
safety inspections, he stated the facility contracts
with an oulside company to come into the facility
and do these inspection. OSM #9 stated that
neither he nor ASM #1, the administrator was
aware of the name of that contract company, and
that there was no way to contact the company
before the survey ended.

No further information was provided prior to exit.

REFERENCES

(1)Barron's Dictionary of Medical Terms for the
Non-Medical Reader, bth edition, Rothenberg and
Chapman, page 437,

(2) Barron's Dictionary of Medical Terms for the
Non-Medical Reader, 5th edition, Rothenberg and
Chapman, page 138,
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{3} Barron's Dictionary of Medical Terms for the
Non-Medical Reader, bth edition, Rothenberg and
Chapman, page 72.
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000) Initial Commients 00 Wayland Nursing and Rehabilitation center
o ) acknowledges receipt of the Statement of
An unannounced biennial State Licensure Deficiencies and proposes this Plan of
Inspechon was conducted 3/9/21 through Correction to the extent that the summary
3M2/21. Corrections are required for compliance of |
with the Virginia Rules and Regulations for the findings is factually correct and in order to
Licensure of Nursing Facilities. maintain compliance with the applicable
rules and provisions of quality of care of
The census in this 90 certified bed facility was 50 residents. This Plan of Correction is
al the time of the survey. The survey sample submitted as a written allegation of
consisted of 35 Resident reviews. compliance. _
Wayland Nursing and Rehabilitation
Center's
F 001} Non Compliance F 001

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

This RULE: is not met as evidenced by:
12VAC5-371-140-B,C

Based on staff interview and facility document
review, it was determined the facility staff failed to
review all policy and procedures on an annual
basis.

The findings include:

A request was made by email on 3/10/2021 at
10:02 a.m. for the documented avidence of the
annual policy and procedure review.

On 3/11/2021 at 1:53 p.m., an email from ASM
{administrative staff member) #2, the director of
nursing, was received. This email contained a
document titled, "QAPI (qualily assurance
performance improvement) Revision Review."
This document failed to evidence an annual
policy and procedure review,

An interview was conducted with ASM #2, on
3/12/2021 at 2:41 a.m. When asked where the

response to this Statement of Deficiencies
does not denote agreement with the
Statement of Deficiencies nor does it
constitute an admission that any deficiency
is accurate. Wayland Nursing and
Rehabilitation Center reserves the right to
refute any of the deficiencies on this
Statement of Deficiencies through Informal
Dispute Resolution, formal appeal
procedure

and/or any other administrative or legal
proceeding.

¢ F001~ The QAPI team was called
together for impromtu meeting on [
3/12/21 to review and accept all dept |
manuals fo the year of 2021,

¢ Adminstrator, DON, Medical Director
and Dept Heads met to review and
accepl current manuals for 2021 and
was placed into QAPI.

¢ Yearly reviews will be continued to
maintan reviewing the policy manuals
and accepting them accordingly.

o Will be reviewed in QAPI yearly.
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policy and procedure reviews were, ASM #2
stated thay were having a quick QAPI meating
this morning, far emergant things, to review all of
the policy and pracedures. When asked the last
time the policy and procedures were reviewed,
ASM #2 stated, "l can't tell you."

An interview was conducted with ASM #1, the
administrator, on 3/12/2021 at 9:48 a.m. When
asked why the annual policy and procedure
review was not completed, ASM #1 stated "It got
away from us, especially with the pandemic and
the frequent change in the DON {director of
nursing) position.

ASM #1 made aware of the above concarn on
3/12/2021 at approximately 10:00a.m

An email request was made on 3/12/2021 at
10:26 a.m. to ASM #1 and ASM #2 for a policy
related to the annual policy and procedure review.
On 3M2/2021 at 10:42 a.m. ASM #2 responded
and stated she could not locate a palicy.

No further information was provided prior to exit,

12 VAC 5-371-150 A- cross references lo
Federal Deficiency F 600

12 VAC 5- 371 - 150 - cross references to
Federal Deficlency F 623 and F 625

12 VAC §- 371 - 250 A - cross referances to
Fadaral Deficlency F 641

12 VAC 5 - 371 - 2580 F - cross references to
Federal Deficiency F 656 and F 657

12 VAC 5-371 - 220 A - cross referances lo
Federal Deficiency F 608
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12VAC 5-371 - 220 B - cross references to

Federal Deficlency F 685

12 VAC 5 - 371 - 330 A - cross references to

Federal Deficiency F 700

12 VAC 5- 371 - 200 B. 3 - cross references to

Federal Deficiency F 730

12 VAC 5- 371 - 300 B - cross references to

Federal Deficiency F 761

12VAG 5 - 371 - 340 - cross references to

Federa! Deficiency F 812

12 VAC §- 371 - 370 G - cross references to

Faderal Deficiency F 909

12VAC5-371-140. Policies and Pracedures; Staft FO01-

L + The files for LPN #3, LPN #5, CNA#G,

See below citation and #7 were updated.

o License verification for staff will occur

Based on staff Interview and facility document upon employment and annually there

review, it was determined that the facility staff after

falled to evidence verification of a current license » License renewal data will be added to

or cerlficate or perform reference checks in the facllity's Employee Maintenence

accordance with the laws of the State of Virginia, Update Program to indicate when

for four of 25 employee records reviewed, (LEN license is due.

(licensed practical nurse) #3, LPN #5, CNA + Evaluations and skills checklists willl be

(certifled nursing assistant) #6 and CNA #7). entered into employee folders st the 04112421

time of renewal.

The findings included:

On 3111121 at approximately 8:00 AM, the

employee records for newly hired employees

within the past two years were reviewed Review

of the employee records failed o produce

evidence of license verifications or reference

STATE FORM L] Xg97311 il coniinuation sheet 3 of 6
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checks on fila for four staff members
The employees identified were:

LPN (licensed practical nursa) #3's employee
racord was reviewed. LPN #3's employee racord
documented they were hired as an LPN with the
facility on 10/21/20. Further raview of LPN #3's
employes record failed to evidence primary
source license verification from the Virginia
Depariment of Health Professionals. The nursing
licanse for LPN #3 In the employes file explred
12/31/20.

LPN #5's employee record was reviewad. LPN
#5's employee record documented they were
hired as an LPN with the facllity on 3/24/20.
Further review of LPN #5's employea record
failed to evidence primary gource lcense
verification from the Virginla Deparment of
Health Professlonals. The nursing license for
LPN #5 in the employee file expirad 3/17/20.

CNA {cerified nursing assisiant) #6's employas
racord was reviewad. CNA #6's employee record
documented they were hired as a CNA with the
facility on 1/23/20. Further revlew of CNA #6's
employee record failed to evidenca primary
source license verification from the Virginia
Depariment of Health Professionals. The CNA
license in the employee file axpired 1/31/20 and
CNA#6 was terminated from facility on 2/27/20

CNA#7's employee record was reviewad. CNA
#7's employee racord documanted they wers
hirad as a CNA with the facllity on 4/16/19.
Further review of CNA #7's employee record
falted to evidence primary source license
verification from the Virginia Department of
Health Professlonals. The CNA license in the
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employee file expired 3/31/20 and CNA #7 was
terminated from facility on 7/22/20

An interview was conducted on 3/11/21 at 9:02
AM with QSM (other statf member) #7, the HR
{human resources) coordinator. When asked
wha is responsible for license primary source
verification, OSM #7 stated, "1 only pull the
original licenses after that the SDC {staff
development coordinator) makes sure the
licenses are current”

An Interview was conducted on 3/11/21 at 9:48
AM with ASM (adminlstrative staff member) #2,
the director of nursing, When asked to spaak
with the staff development coerdinator (SDC),
ASM #2 stated, "The SDC is on famlly medical
leave and has not been hera since Novamber )
believe." When shown that the license PSV
{ptimary source verlfication) for LPN #3 had a
print date of 3/11/21 at 9:10 AM, ASM #2 stated,
"I knew he renawed it and | checksd it on line but
| didn't print the copy to put in the book. | was
trylng to correct that before | brought the
documents to you. | was the clinical coordinator
at the time { looked at thls." When asked If the
clinical coordinator role was similar to the ADON
(assistant director of nursing), ASM #2 stated,
"Yes, hare the ADON and clinical coordinator are
the same."

An interview was conducted on 3/11/21 at 10:28
AM with ASM #2, the diractor of nursing. When
asked to validate that LPN #5 had a name
change and wera the same person, ASM #2
stated, "Yes, they are the same parson". On
311721 at 10:35 AM, ASM #3, the clinlcal
consultant brought a license PSV prinled for LPN
#5 at 10:30 am on 3/11/21, with expiration date of
14130721,

STATE FORM o 97211 1t continuation shool 5 of 6
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On 3112121 at 11:50 AM during the exit
confarence with ASM #4, the reglonal vice
president ASM #4 asked, "They ware warking
without a license? ASM #2, the director ar
nursing stated they had a current license but the
facillty did not have a copy of this". ASM #4, was
askad how tha facllity is verifying that the licenses
arg current if they do not have license primary
saurce varification? ASM #4 slate, "l guess we
weren't”,

The facility's policy "Validation of Nursing
License" dated 1/12/2016, documented in par,
"All licanses are validaled with the board of
nursing at the time of hire and at time of each
renewal. All nursing assistanis wilt provide their
socigl sacurity number for verification with the
Virginia beard of nursing”.

The &tate regulation 12VACS5-371-140
documented “E. Personnel policies and
procedures shall Includs, but are not limlted to: 3.
An accurate and complete personnel recard for
sach employes including: a. Verification of current
professional licensa, registration, or cerlificate or
completion of a required approved training
courss; b. Criminal record chack; ¢. Varificallon
that the employee has reviewad or received a
copy of the job description ..."

On 3/11/21 at approximately 11:50 AM, ASM #1,
the adminisirator was made aware of the
findings

No further Information was provided prior to exit.
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