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Preparation and/or execution of this plan|
F 000 | INITIAL COMMENTS F Uno_does not constitute admission or i
. ) agreement by the provider that a
An unannounced Medlcare/Medicaid abbreviated defici ists
standard survey was conductad 5/4/21 through ‘ eficiency exists.
5/5/21, Two complalnts (VA00051064- hi is also ot to b 4
substantiated with deficlency, VAODD51350- {This respense s also not ta he construed
subslantiated with deficlency) were investigated as ah admission of fault by the facility, its
during the survey, Comections are required for employees, agerits, or other individuals |
| compliance with 42 CFR Part 483 Federal Long hwho draft be di din thi
Term Care requirerients. W rait or may be discussed in this
response and plan of correction. This plan
The census In 1?261120 Geﬂ*ﬁe_lfih bed facillty Wa-‘; .of correction is submitted as the facility’s
88 at the time of the survey. The survey sampla : - :
conslisted of 5 cument resldent reviews credible allegation of compliance.
(Residents #1 through #5). ) _
F 677 | ADL Care Provided for Dependent Residents F677 S
SS=E | GFR(s): 483.24(a)(2) 1. Residents#1, and #2 have been [[5/21/21]

recelving their routine shower on

§483.24(2)(2) A resident who Is unable to carry _
their shower days and plans of

out activities of daily living receives the necessary

services to maintain good nutrition, grooming, and care have been updated to
petsonal and oral hygiene; . ’
This REQUIREMENT is not met as evidanced address the residents’ shower

by: ' needs and preferences, to

Based an resident interview, staff interview, include residents’ rights to refuse
clinical record review, and in the course of care : !

complaint investigation, it was delermined that )
the facllity staif falled to provide ADL (activities of 2. An audit has been performed on

datly l_iving) care for two of & residents in the : all residents of recelving their
survey sample, Residants #1 and #2. showers on their regular

Resldent #1, who is coded as requiring physical scheduled shower days. Any

help from staff In bathing activity, was nat residents found to have not
provided full balhing/showers by facllity staff iv h b
between 2/24/2% uniil 3/3/21, a period of 7 days receivad a shower have been

and from 411421 unlll 4/21/21, a period of 7 days, offered the appropriate ADL care
and Resident#2, who is caded as dependent on and those residents’ plans of car
staff for bathing, was not provided full have been updated to address

bathingfsh by facility staff from 2/4/21 it .
athlng/showers oy faclly sta un the residents’ needs and

LABO, Y DIRECT Wf‘ REPRESENTATIVE'S SIGNATURE TITLE -____O_CG]I’ATE
A&mm Sy eta@. o) \E’JQ[
[

/k—) o
Any daﬁcrané:y slatenent anding vith an asterlsk () denotes a deficlency which the Instilution may be oxcuscd from corrocling providing It Is determined ihat
ather safaguards provide sufficient protection 1o the pallants. (See Instructions.} Except for nursing homes, the findings slaled above are disclosable 90 days
following he date of survey whethar or not a plen of comoction Is provided, For nursing homes, the abova findings and plans of carrection are disclosable 14

days following lhe date these documents are made avallable io the facllity. 1f doficlenclos are citod, an approved plan of edrrection Is requisite lo conlinued
program participation,
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Fe77

Continued From page 1
2/15/21, a period of 11 days, and from 2/15/21
untll 2/22/21, a period of 7 days.

The findings include: '

1, Resident #1 was admitted to the facility on
0/20/20, Resident#1's diagnoses included but
were not limited to diabetes, asthma and low
back paln. Resident #1's quarterly MDS
{minimum data set) assessment with an ARD
(assessment reference date) of 4/14/21, coded
the‘resident as cognitively intact, scoring 15 out of
a possible 15 on the brief Interview for mental
status. Sectlon G coded Resldent #1 as requiring
physical help in part of bathing activity.

Resident #1's comprehensive care plan dated

| 9130720 documented, "(Resldent #1) has the

potential for ADL self-care performance (sic) il
(rélated to) OA (osteoarthntls). lumbar spinal
stenosis, asthma, COPD (chranic obstructive
pulmonary disease) {lung disease), low back
pain, and muscls weakness.” The care plan
falled to document specific information regarding
paths and showers. :

Review of Resident #1's clinical record revealad a
physician's order dated 2i6/21 that documented
the charge nurse had to sign off acknowledging
the resident's bath was completed on day shiit
every Wednesday and Saturday.

Review of Resident #1's February and April 2021
TARs {trealment adminisiration records) ravealed
a baih was scheduled and not documented as
belng given on 2/27/21 and 4/17/21. Anurse's
note dated 2/27/21 documented Resident #1's
bath was not completed. A nurse's note dated
411721 dogumented the bath order but no further

4

F 677 rights to refuse care.

o shower preferences.

preferences, to include res’ldehts’"

3. The Director of Nursmg/Demgnee
will reeducate CNAs, LPNs, and
RNs on the. importance of
offering and giving showers and!
residents’ rights to refuse care. ! ‘
This education will include, but '
not be limited to, offering !
showers on shower days and {:
giving showers on showeﬁd’ays; :
...and updatmg plans of car‘e to
address individual residents’

4. “The Director of Nursmg/Demgnee
will develop a shower tracking
log to ensure the residents’ 3
needs of showers are heing done
on the residents’ scheduled |
shower days. The Director of
Nursing/Designee will perform.a
daily tracking assessment/audit
" on all scheduled showers for 6
% weeks. The Director of
: Nursing/Designee will identify
any issues, patterns or trends and
report to the Quality Assurance !
and Performance Improvement ;
Committee at least quarterly. ‘

ER

FORM CMS-2567(02-98) Previous Varsions Obsclale

Event ID:WDlIT

Facliity I0: VAD106

If conlinuation shoot Page 2 of 12




PRINTED: 05/10/2021

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MED_ICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFIGIENCIES " [ 1) PROVIDER/SUPPLIERICLIA (X2) MULTIFLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
G -
| 495255 B.WING 05/0512021
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZIP GODE
SKYVIEW SPRINGS REHAB AND NURSING CENTER 50 HONTVUE DRIVE
LURAY, VA 22835 .
™4y ID SUMMARY STATEMENT OF DEFICJENCIES s} FROVIDER'S PLAN OF CORRECTION ’ {X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FLULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENGED TO THE APPROPRIATE BATE
CEFICIENGY)
F 877 | Continued From page 2 F677

infermation.

Further review of Resident #1's dlinical record,
including the TAR, ADL (activily of daily living)
documentation and nurses’ notes for February
2021 and April 2021, falled to reveal that Resident
#1 was provided full bathing/showers from

2124/21 until 3/3/21, a perlod of 7 days, and from
4/14{21 until 4/21/21, a period of 7 days.

On 5/4/21 at 10:59 a.m., an interview was
conducted with Resident #1. Resident #1 stated
sometimes she does not receive her showers
because the facllity “does not have enough help.”
On 5/5/21 at 10:49 a.m., a telephone interview
was conducted with RN (registerad nurss) #2.
RN #2 stated Resident #1 did not always receive
baths/showers as scheduled becauss the facility
was short staffed.

On 5/5/21 at 3:15 p.m., ASM (ddministrative staif
member) #1 was made aware of the above
concem. N

Tha facility policy regarding showering a resident
failed to document Information about how often
full bathing/showers should occur. On 5/5/21 at
2:08 p.m., ASM #2 documentad the facility
follows CMS (Centers for Medlcare and Medlcaid
Servicas) guidelines for twice a week.

No further information was presented prior to exii-

COMPLAINT DEFICIENCY

2. Resldent #2 was admitted fo the facllity on
1/31/17. Resident #2's diagnoses included but
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were not limited to congestive heart failurs,
chronic kidney disease and urinary tract Infection.
Residéent #2's quarterly MDS (minimum data set)
with an ARD (assessment reference dale) of
4/26/21, coded he resident as being cognitively
intact, scaring 15 out of & possible 15 on the brief
Interview for mental status. Section G coded
Resldent #2 as being totally dependent on staff
for bathing.

Resident #2's comprehensive care plan dated
2/1/17 documented, “(Resident #2) has the
potential for ADL self-care performance deficit it
{related to} Psycholic disorder with hallucinations,
osteoafthritis, chronic pain, muscle weakness."
The care plan failed to document specific
Information regarding baths and showers.

Review of Resident #2's clinical record revgaled a
physician's order dated 12/11/20 that decumented
the charge nurse had to sign off acknowledging
the resident's bath was compleled on day shift
evary Monday and Thursday.

Review of Resident #2's Fehruary 2021 TARs
{treatment administration records) revealed a
bath was scheduled and not documented as
being given on 2/8/21, 2/11/21 and 2/18/21. A
nurse's note dated 2/8/21 documentad Resident
#2's bath was not given. A nurse's note dated
2/41/21 documented Resident #2's bath was not
administered. Anurse's note dated 2/18/21
documented Resident #2's bath was not
performed.

Further review of Resident #2's clinlcal record,
including the TAR, ADL documentalion and
nurses' notes for February 2021, failed to reveal
that Resident #2 was provided a full bath and/or
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shower from 2/4/21 until 2/15/21, a period of 11
days, and from 215121 until 2/22/21, a perlod of 7
days.
On 5/4/21 at 11:40 a.m., an interview was
conducted with Resident #2. Resident #2 stated
that in the past, there was "Not a lot of help” and _
she was not getting her baths. Preparation and/or execution of this plan|
daes not constitute admissi i
On 5/5/21 at 10:42 a.m., a telephone inferview asrecment by the aroyi onor ;
wis conductad with LPN (licensed practical ‘agreement by the provider that a i
nurse) #3. LPN #3 stated that at fimes, there deficiency exists.
were only fwa CNAs during day shift on Reslident .
#2's unit (a 60 bed unit), LPN #3 stated the This response is also not to be construed !
.| CNAs trled to give showers and baths but as an admission of fault by the facility, its
sometimes Resident #2 did not recelve her baths. e !
. employees, agents or other individuals
On 5/5/21 at 3:15 p.m., ASM (administrative staff ‘who draft or may discussed in this
member) #1 was made aware of the above response and plan of correction. This plan
concern. of correction is submitted as the facility's
No further Informatian was presented prior to exit. credible allegation of compliance. ' |
COMPLAINT DEFICIENCY 1. Residents #1, and #2 have been .5/21'/21!
F 725 | Sufficient Nursing Staff F725 receiving their routine shower on| - '
§s=E | CFR(s): 483.35(a)(1)(2) their shower days and plans of

§483.35(a) Sufficient Staff.

The facility must have sufficient nursing staif with
the appropriate competencies and skills sets to
provide nursing and related services lo assure
resident safety and attain or malntain the highest
practicable physical, mental, and psychosocial
well-being of each resident, as determined by
resident assessments and individual plans of care
and considering the numbar, acuity and
diagnoses of the facilily's resident population in
accardance with the facllity assessment required

care have been updated to
address the residents’ shower
needs and preferences, to :
include residents’ rights to refuse’
care. |
An audit has been performed on
all residents to ensure they have
received their showers an their
regular scheduled shower days. A}

j
|
!
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" shower team has been hired to
F725 | Gonlinued From page 5 F725 perform showérs ahd ADL needs
at §483.70(e)- . for re5|dentsi Those residents’

§483.35(a)(1) The facility must provide services . plans of care .haVE been Updated
by sufficient numbers of each of the following ' to addréss ki residents’ need
types of personnel on a 24-hour basis to provide i and preil"erences to include ‘
nursing care to all rasidents in accordance with ' !
) remdentSf nghts to refuse care. |

resident care plans; :
3. TheDi recj;or of Nursmg/Demgneef

i

j

H

{i) Except when waived under paragraph {e) of
this section, licensed nurses; and . has educated the shower team

{ii) Other nursing personnel, including but not

limited to urse aides. on the |mportance of offering

and glvmg showers, proper way |

§483.36(a)(2) Except when walved under  of gwujg ADL care, and res|dents’,’
paragraph (a? of this sectlon, the facility must rights to refuse care. This
designate a licensed nurse to serve as a charge T )
nurse on each tour of duty_ Educatlon had InC!uded, but Wasl
.. {ThisREQUIREMENT is not met as evidenced not be limited to, offering !
by: 1
showers on shower d !
Based on resident interview, staff interview, . ’ days an !
¢linical record review, facliity document review giving showers on shower days il
and in the course of complaint investigation, it and updating plans of careto |
was determine.d that th.a facility staff failed to address individual residents” i
maintain sufficient nursing staff fortwo of 5 h P i
residents in the survey sampls, Residenis #1 and shower prererences. E
#2. ' 4, The Director of Nursmg/DeSIgnee;

_ ) will develop a shower tracking
Duie to insisfficient GNA (certifled nursing log to ensure the showerteamis |

assistant) staffing, the faclity staff falled to
provide full bathing/showers for Resident #1 able to meet the residents’ needs).
between 2/24/21 until 3/3/21, a period of 7 days, . of showers and that showers are

and from 4714121 until 4/21/21, a period of 7 days, . . ,
and failed to provide full bathing/showers faor . being done on the residents
Resident #2 from 2/4/21 until 2/15/21, a period of scheduled shower days. The
11 days, and from 2/15/21 until /2221, a period Director of Nursing/Designee will

of 7 days. perform a daily tracking
assessment/audit on all
scheduled showers for 6 weeks. |

The findings inchude:

1. Due to Insufiicient CNA siaffing, the facility staff
FORM CMS-2567(02-99) Previous Vorsicns Obsclete Event ID:WOLI11 Faclity ID: VAGIBS If conlinuation sheet Page 6 of 12
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F 725 | Continued From page 6

falled to provide full bathing/showers for Resident
#1 from 2/24/21 untii 3/3/21, a period of 7 days
and from 4/14/21 unfil 4/21/21, a perlod of 7 days.

Resident #1 was admitted to the facllity on
8/29/20. Resident #1's diagnoses included but
were not limited to diabetes, asthma and low
back pain. Resident #1's quariery MDS -
{minimum data set) assessment with an ARD
{assessment raference date) of 4/14/21, coded
the resident as cognitively intact, scoring 15 out of
a possible 15 on the brisf Interview for mental
status. Sectlon G coded Resident #1 as requiring
physical halp in part of bathing activity.

Resident #1's comprehensive care plan daled
9/30/20 documented, "(Resident #1) has the
potential for ADL seif-care performance {slc) 1/t
{related to) OA (osteoarthritis), lumbar spinal
stenosls, asthma, COPD (chronic obstructive
pulmenary diseass) {iung diseass), low back
paln, and muscle weakness." The care plan
failed to document spaclfic Information regarding
baths and showers.

Revlew of Resident #1's clinical record revealed a
physiclan's order dated 2/6/21 that documented
the charge nurse had to sign off acknowledging
the resident’s bath was compleled on day shifl
every Wednesday and Saturday.

Review of Resident #1's February and April 2021
TARs (treatment administration recards) revealed
a bath was scheduled and not documentsd as
being given on 2127/21 and 4/17/21. Anurse's
note dated 2/27/21 documented Resident #1's
bath was not cempleted. A nurse's note dated
411721 documented the bath order but no further
information.

F725

DEFICIENCY)

. - The Director of Nursing/Désigneef

i, “will identify any issues, patterns |

'.gr trends and report to the

~#Quality Assurance and

- _performance Improvement
‘Committee at least quarterly. !
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F 725 | Confinued From page 7

Further review of Resldent #1's clinlcal record,
including the TAR, ADL (aclivities of daily living)
documentation and nurses’ notes for February
2021 and April 2021, failed to reveal that Resident
#1 was provided full bathing/showers from
2{24/21 until 3/3/21, a petlod of 7 days, and from
4/14/21 until 4121/21, a period of 7 days.

Review of a nursing staff scheduls for 2/27/21
revealed two CNAs were scheduled for day shift
on Resident#1's unit (a 60 bed unit) and another
CNA was schaduled on day shift but was
scheduled to float between Resldent #1's unit and
the other unlt. Review of a nursing staff schedule
for 4/17/21 revealed three CNAs were scheduled
far day shift on Resident #1's unit.

On 5/4/21 at 10:59 a.m., an interview was
conducted with Resident #1, Resident #1 stated
sometimes she does not recaive har showers
because the facilty "does not have enough help."

On §/5/21 at 9:25 a.m., a lelephone interview was
conducted with CNA #1. CNA#1 stated some
days the facility had been short staffed with CNAs
and residents did not recelve showers but the
CNAs did tha best they could to care for the
residents.

On 5/5/21 at 10:26 a.m., a telephone interview
was conducted with OSM (cothar staff mamber)
#1, the nursing scheduling coordinater. OSM #1
stated she fries to schedule six CNAs for each
unit during the day shiit, the shift responsible for
Resldent #1's showers. OSM #1 stated the
facllity had besn "Short on CNAs" but she was
posting Job offerings on socizl medie and agency
staff had been hired so staffing was getiing
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better.

On 5/5/21 at 10:49 a.m,, a telephone [nterview
was conducted with RN (registered nurse) #2.
RN #2 stated Resident #1 did not always receive
baths/showers as scheduled because the facility
was short staffed. RN #2 stated she thought the
facillty has now hired agency staff but in the past,
thera ware not enoligh GNAs fo complete
residents' bathsfshowers.

On 5/5/21 at 3:15 p.m., ASM (administrative staff
member) #1 was made aware of the above
concern.

The facility staffing policy documented, "Our
facility provides sufficient numbers of staff with
the skills and competency necessary to provide
care and services for all residents In accordance
with resident care plans and the facility
assessment.”

No further informafion was presented prior to exit.
COMPLAINT DEFICIENCY

2. The facllity staff failed to provide full
bathingfshowers for Resident #2 from 2/4/21 untll
2/15i21, a period of 11 days, and from 2/15/21
until 2/22/21, a period of 7 days.

Resident #2 was admitted to the facility on
1/31117. Resident #2's diagnoses included but
were not limited to congestive heart fallure,
chranic kidney disease and urlnary tract infection.
Resident #2's quarterly MOS (minimum data set)
with an ARD (assessment reference date} of
4]26/21, coded the resident as being cognltively
intact, scorlng 15 out of a possible 15 on the brief
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interview for mental status. Section G coded
Resident #2 as belng totally dependent on staff
for bathing.

Resldent #2's comprehensiva care plan dated
211417 documented, "{Resident #2) has the
potential for ADL self-care performance deflclt v/t
(refated to) Psycholic disorder with hallucinations,
osteoarthrltis, chronic pain, muscle weakness."
The care plan failed to document specific
information regarding baths and showers.

Review of Resident #2's clinical record revealed a
physiclan's order dated 12/11/20 that documented
the charae nurse had io sign off acknowledging
the resident's bath was completed on day shift
every Monday and Thursday.

Review of Resident #2's February 2021 TARs
{treatment administration records) revaaled a
bath was scheduled angd not documented as
being given on 2/8/21, 2/11/21 and 2/18/21. A
nurse's note dated 2/8/21 documented Resldent
#2's bath was not given. Anurse's note daled
2/11/24 documented Resident #2's bath was not
administered, Anurse's note dated 2M18/21
documented Resident #2's bath was not
performed.

Further review of Resident #2's clinical record,
including the TAR. ADL documentation and
nurses' notes for February 2021, failed to reveal
that Resldent #2 was provided a full bath andfor
shower from 2/4/21 until 2/15/21, a perlod of 11
days, and from 215/21 until 2/22/21, a perlod of 7
days.

Revlew of a nursing staff schadule for 2/8/21
revealed two CNAs and a restorative alde were
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scheduled for day shift on Resldent #2's unit (a
60 bed unit). Review of a nursing staff schedule
for 211121 revealed two CNAs and a restorative
aide were scheduled for day shift on Resldent
#2's unit. Review of a nursing staff schedule for
2/18/21 revealed two CNAs and a restorafive aide
were schedulad for day shift on Resident #2's
unit.

On 5/4/21 at 11:40 a.m,, an interview was
conducted with Resident #2.- Resident #2 stated
that in the past, there was "Not a lot of help” and
she was not getting her baths., -

On 5/5/21 at 9:25 a.m., a telephone interview was
conducted with CNA#1. CNA# stated some
days the facility had been short staffed with CNAs
and residents did not recelve showers but the
CNAs did the best they could to cars for the
residents.

On 5/5/21 at 10:12 a.m., a telephone interview
was conducted with LPN (licensed practical
nurse) #3. LPN #3 slated af one point the facility
was réally struggling with staffing because
several amployses quit at the same time. LPN#3
stated that at times, there were only two CNAs
during day shlft on Resldent #2's unit. LPN #3
stated the CNAs Eried to give showers and baths
but sometimes Resident #2 did not receive her
baths.

On 5/5/21 at 10:26 a.m.,, a telephons interview
was conducted with OSM (other staff member})
#1, the nursing scheduling coordinator. OSM #1
stated she tries 1o schedula sfx CNAs jor each
unit durlng the day shift, the shift responsible for
Resident #2's showers, OSM3#1 stated the
facllity had been "Short on CNAs" but she was
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posting job offerings on social media and agency
staff had been hired so staffing was getting
+ |better.

On 5/5/21 at 3:15 p.m.,-ASM (administrative staif

member) #1 was made aware of the above

concem,

No further information was presented prior to exit.
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