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:
E 000 { Initial Commen(s E 000 . e i
! This plan of correction is being
i A Recertification Emergency Preparedness submitted in compliance with
Survey was conducted by Healthcare . specific regulatory requirements

Management Solutions, LLC on behalf of the

2 , and preparation and/or executi
Virginia Department of Health-Office of Licensure piep snddr gxgeution

and Certification on 05/24/21 through 05/28/21. of the plan of correction does not |
| The facility was found to be in compliance with 42 constitute admission or :
i CFR 483.73.

‘ L COMMENT. agreement by the provider of the
PR Bk i F 000 facts alleged or conclusions set

A Recertification survey was conducted by i fort'h.on the statement of

Healthcare Management Solutions, LLC on , i deficiencies

behalf of the Virginia Department of Health -

Office of Licensure and Cerlification. The (acility

was found not to be In substantial compliance
with 42 CFR 483 subpart B.

On05/24/21 at 8:46 PM, the Administrator and
Director of Nursing (DON) were notified of an
immediate jeopardy at F919-L Residen! Call
System. The immediate jeopardy began on
05/17/21 when the facility became aware that the
call system was hot functioning,

The facility provided an acceptable plan for
removal of the immediate jeopardy on 05/26/21 at
10:51 AM. The removal plan included providing a
metal handheld bell to all residents cognitively RE
and physically capable of using it, assigned staff

members to continually monitor the halls for CEIvED
resldents ringing the bells and to check on each
resident at least every hour, and in-serviced sll i JUN 2 7 Z
staff on the plan in place until the call system can l i
be repaired. The survey team validated the plan X »

of removal and the immediate Jsopardy was V. DH/ Ol C
removed on 05/26/21 at 10:53 AM through
observations, interviews, and review of Inservice
records. The deficient practice remained at a l

|

LABORATORY DIRECTOR'S OR PROVIQERISUPPLIER REPREBENTATIVE'S SIGNATURE TITLE (%8) DATE
N : (4/
.. . g N
M&@M&w LMVRA Ttenim Qamvn 20 (2]
Any deflclency dlatement ending with an aslerisk (*) denotes a deflclency which (he inslitulion may be excused from ¢orragling providing (t s delermined that

other safeguards provide sufficient prolection to the pallents. (Soe Instruclions.) Excepl for nursing homes, the findlngs slated shove are disclosauie 80 days
. fallowing the date of survey whether or not a plan of correctlan s pravided. For nursing homes. the ahove flivdings and plans of correclion ars disc¢losable 14
" days fallowing the date these documents are made avallable lo the facilily. ‘(f deficiencies are ciled. an approved plan of correclion is requlsite to continued
program parlicipation,
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F 000 | Continued From page 1 F 000
lower scope and severity of an "F" after the
removal of the immediate Jeopardy.
No deficiencies were Issued related to intakes
VAD0050851 and/or VA00051528. |
Survey Dates: 05/24/21 - 06/28/21 }
Survey Census: 74 |
Sample Slze: 18
Supplemental Reslidents: 0 l
F 5§83 | Personal Privacy/Confidentiality of Records F 583 .
§8=D | CFR(s): 483.10(h)(1)-(3)(i)(il) ;
| FS83
§483.10(h) Privacy and Confidentiality. 1) The sign was removed from resident S0
: The resldent has a right to personal privacy and room
fidentiality of his or her pergonal and medical .
f::ords. 2) Resldents that reside In the facility are at
\ risk for this deflcient practice
§483.10(h)(I) Personal privacy includes . ! | 3) Ain-house audlt was completed to ensure
accommodations, medgcal treatment, wnlten_ alnd [ no other resident had signage posted in
telephone communications, personal care, visits, J o
and meetings of family and resident groups, but AN .
this does not require the facility to provide a Licensed nursing staff have been re-
privete room for each resident. educated by Clinical Manager on resident
§483.10(1)(2) Tho facill t ‘h ‘ privacy. Hospice praviders have been re-
. o facility must respect the .
residents right to personal privacy, Including the edu.cated °.“ resident privacy. DON/
right to privacy In his or her oral (that is, spoken), | designee will complete a random audit on
written, and electronic communications, including : selected rooms 3 x weekly x 30 days to
the right to send and promptly recelve unopened ; ensure that no signage violating resident
mail and other letters, packages and other privacy Is posted
materlals delivered to the facility for the resident, . ;
including those delivered through a means other 4) Results of audits will be reviewed in the
than a postal service. monthly/Quarterly QAPI meeting. Any
. i ; discrepancies will be addressed
§483.10(h)(3) The resident has a right to secure | | Iimmediately and reeducation provided as
and confidential personal and medical recotds. ; dod
(i) The resident has the nght to refuse the release . neete
} ' 5) AOC date July 5t, 2021
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of personal and medical records except as
provided at §483.70(i)(2) or other applicable
federal or state laws.

(1) The facility must allow representatives of the
Office of the State Long-Term Care Ombudsman
to examine a resident's medical, social, and
administrative records in accordance with State
law.

This REQUIREMENT is not met as evidenced
by:

Based on observation and staff interview, the
facility failed to provide privacy related to hospice
care for one resident (Resldent (R)50) out of total
sample of 20 residents. Slghage was posted
above lhe bed stating R50 was recelving hospice
care, including bathing, on Monday, Wednesday,
and Friday.

Findings Include:

On 05/25/21 st 12:23 PM, observation revealed a
sign above R50's bed stating "Hospice Days are
Monday, Wednesday, and Friday. Hospice aide
will do bath on those days."

Review of the quarterly "Minimum Data Set
(MDS)," with an Assessment Reference Date
(ARD) of 10/18/20, revealed a "Brlef Interview for
Mental Status (BIMS)" score of eight out of 15
Indicating moderately iImpaired cognitive status.
Review of a quarterly MDS with an ARD of
04/28/21 revealed R50 was receiving hospice
cere.

On 05/26/21 at 10:10 AM, interview with Unit
Manager 2 revealed that she did not know that
Hospice sighage was above the regident's bed.
Unit Manager 2 went into R50's room and
removed the sign above R50's bed. Unit Manager
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i # stated that the sign never should have been on | |
| the wall i |
F 645 | PASARR Scraening for MD & 1D ' F 645
S8=D | CFR(s): 483.20(K)(1)-(3) ‘
§483.20(k) Preadmission Screening for | FG4s
Individuals with a2 mental disorder and individuals | 1) Residents #8, #51 and #53 have had a leve
with Intellectual disability. | 11 PASARR screening completed and or in
' N ' | progress
§483.20(k)(1) A nursing facilily must not admlt‘, on 2) Soclal Services completed an audit of
or after January 1, 1989, any new residents with: : residents residing in facillty t
(i) Mental disorder as defined in paragraph (k)(3) § tn'TAGHIEY fo Ensure:
| (1) of this section, unless the State mental health | ; PASARR level Il has been completed on
* authorily has determined, based on an ! residents that indicate a need for level I|
 Independent physical and mental evaluation ! | PASARR.
| performed by a person or entity other than the \ ! : )
I State mental health authorlty, prior to admission, 3 SOCIa,I .‘Qerwces were re-educated by
| (8) That, because of the physical and mental ! | Administrator on process to ensure
- condition of the Indlividual, the individual requires f residents are reviewed for level Il PASARR
the level of services provided by a nursing facility; ( A random audit will be completed by Soclal
and ! ; ‘e
(B) If the individual requires such level of i ServLces/ d:mgnee on new admisslons 2x
services, whether the individual requires i week x 30 days to ensure that new
specialized services; or | admissions indicating the need for a level ||
(i) Intellectual disability, as deflned In paragraph PASARR have one completed timely,
(k)(3)(ii) of this section, unless the State 4) Results of audlts will be reviewed In the
intellectual disabllity or developmental disability thly/Quarter! Pl |
authority has determined prior to admission- monthly/Quarterly QAPI meeting. Any
(A) That, because of the physical and mental discrepancles will be addressed
condition of the individual, the individual requires immediately and reeducation provided as
the fevel of services provided by a nursing facility; needed
and . th
(B) If the individual requires such fevel of 5) AOCdate July 5%, 2021
services, whether the individual requires I
specialized services for intellectual disability. i |
' 1
§483.20(k)(2) Exceptions. For purposes of this ‘
section- ‘
FORM CMS-2667(02:98) Previoua Versiona Obaolete lEvenl 1D:BMTW11 Facility ID: VA0035 If continuation shaol Page 4 of 52

RECEIVED
JUN 21 252
VDH/OL¢



21-Jun-2021

09:33 18045274582

06/21/2021 MON 12:06 FAX

DEPARTMENT OF HEALTI4 AND HUMAN SERVICES
__ CENTERS FOR MEDICARE & MEDICAID SERVICES

17574546101 6

P-
Q006/053

PRINTED: 06/11/2021
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PRQVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

496149

(X2) MULTIPLE CONS'TRUCTION
A. BUILDING

B, WING

(X3) DATE SURVEY
COMPLETED

c
06/28/2021

NAME OF PROVIDER OR SUPPLIER

PORTSMOUTH HEALTH AND REHAB

STREEY ADDRESS. CITY, STATE, ZIP CODE
800 LONDON BOULEVARR
PORTSMOUTH, VA 23704

(x4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

DEFICIENCY)

w PROVIDCR'S PLAN OF CORRECTION (%6}
PREFIX ! (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO YHE APPROPRIATE DATE

F 645

Continued From page 4

(i)The preadmission screening program under
paragraph(k)(1) of this section need not provide
for determinations in the case of the readmission
to a nursing facllity of an individual who, after
being admitted to the nursing facility, was
transferred for care in a hospital.

(if) The State may chaose not to apply the
preadmisslon screening program under
paragraph (k)(1) of this sectlon to the admisslon
{o a nursing facllity of an individual-

(A) Who is admitted to the facllity directly from a
hospital after recelving acute inpatient care at the
hospital,

(B) Who requires nursing facliity services for the
condition for which the individual received care in
the hospital, and

(C) Whose attending physician has certified,
hefore admission to the facility that the individual
is likely to require less than 30 days of nursing
facility services.

§483.20(k)(3) Definition. For purposes of this
section-

(i) An individual ie considered to have a mental
disorder If the Individual has a serlous mental
disorder defined In 483.102(b)(1).

(i) An individual Is conslidered to have an
intellectual disability if the individual has an
Intellectual disabllity as defined In §483.102(b)(3)
or is @ person with a related condition as
described in 435,1010 of this chapter.

This REQUIREMENT is not met as evidenced
by:

. Based on record review and staff interview, the

facility failed lo complete a level (I "Preadmission
Screen and Resident Review (PASARR)"
screening for three residents (Resident (R) 8,
R51, and R33) reviewad out of 20 sampled
residents. Lovel || PASARR scresnings are

F 645
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' Continued From page 5 F 645
| required for individuals with serious mental 3
» disorders to determine the need for specialized
| services.

i Findings include: !
!

1 1. Review of R8's undated "Diagnosis” tab in the

| electronic medical record (EMR) revealed
diagnosee which included Major Depressive
disorder, Unspecified psychosis not due to a

Il substance or known physiological condition, and

i anxiety disorder.

i

! Review of a document titled "Screening for

| Mental lliness, Mental Retardation/Intellectual

| Digability, or Related Conditions" located In the

i miscellaneaus tab of the EMR, slgned and dated | i i

02/28/19, revealed a recommendation for a

referral for a secondary assessment/level ||

Preadmission Screen and Resident Review

(PASARRY).

The medical record was reviewed in its entirety
and was silent for 8 secondary assessment/ level
Il PASARR,

During an interview on 05/27/21 at 11.00 AM,
Social Service Aide (SSA) 1 stated that a level |l
PASARR had never been completed for R8,
SSA1 stated she contacted the company that
completes the level Il PASARRs and was told
they had not recsived the needed paperwork to
complete the process. Review of a faxed
document revealed SSA1 submilted the
paperwork for R8 on 06/26/21 al 5:07 PM.

2. Review of R51's undated "Diagnosis” tab In
the electronic medical record (EMR) revealed
diagnoses included schizophrenia, bipolar |

. FORM CMS-?B7(02-88) Previous Verslons Obsolele Evenl [D:BMTWI1 _ Faclliy I0: VA0D35 Il conlinuatton gheet Page: 6 of 62
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disorder, unspecified dementia with behavioral
disturbance, major depressive disorder, and
generalized anxiety disorder,

Review of a document titled "Screening for
Mental lliness, Mental Retardation/Intellectual
Disabilily, or Related Conditions” located in the
miscellaneous tab of the EMR, signed and deted
02/28/19, revealed a recommendation was made
for a referral for a secondary assessment/level Il
Preadmission Screen and Resident Review
(PASARR). ,
The medical record was reviewed in ils entirety
and was silent for a secondary assessment/level
Il PASARR.

During an Interview on 05/27/21 at 11:00 AM,
Soclal Service Alde (SSA) 1 stated that a level Il
PASARR had never been completed for R51.
SSA1 stated she contacted the company that
completes the level Il PASARRs and was told
they had not received the needed paperwork to
complete the process. Review of a faxed
document revealed SSA1 submitied the
paperwork for R61 on 05/26/21 at 3:46 PM.

3. Review of R33's undated "Face Sheet,"
located in the electronic medical record (EMR)
under demographics, revealed R33 was admitted
on 07/31/18 with diaghoses including major
depressive disorder, bipolar |l disorder, and
schizoaffective disorder.

Review of R33's quarterly "Minimum Data Set

xXOm | SUMMARY STATEMENT OF DEFICIENCIES e PROVIDER'S PLAN OF CORRECTION (x6)
PREFIX ! (CACH DEFICIENCY MUST BC PRECEOED BY FULL PREFIX 1 (CACH CORRECTIVE ACTION SHOULD HE COMPLETION
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DEFICIENCY)
F 645, Continued From page 6 F 645
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(MDS)" with an Assessment Reference Date
(ARD) of 03/18/21 revealed R33 had not been
evaluated for a Level || PASARR. Further review
indicated R33's "Brisf Interview for Mental Status
(BIMS)" score was a 15 out of 15 indicating the
resident is cognitively intact and has
psychiatric/mood digorders Including anxiety,
depression, manic depression (bipolar) and
schizophrenia,

Review of R33's PASARR level |, deted 02/28/19
and located in the paper medical record, revealed
"...recommendation...refer for secondary
assessment.(NF [nursing facility]
placement=Level | refer to [name of
organization).)"

During an interview on 05/27/21 at 3:48 PM, lhe
Social Servicas Assistant (SSA) confirmed that
R33's recommended Level || PASRR had not
been completed. The SSA stated, "the PASRR |l
should be completed within 7 days of
recommendation for Level IL."

Review of the facility's policy titled "Preadmission
Screening and Resident Review (PASRR)," dated
03/01/19, revealed " . . . The facility's social
services director (or social services designee) will
be the primary person responsible for completing
the Level | screening. Any individual identified as
needing a Level |l evaluation must be referred to
the following level Il evaluator .. . "

F 657 | Care Plan Timing and Revision F 657
s5=D | CFR(s): 483.21(b)(2)(i)-(iii)

: §483.21(b) Comprehensive Care Plans
‘ §483.21(b)(2) A comprehensive care plan must
be-

FDRM MS-2567(02-98) Previous Verslons Obsolele Evenl ID:BMTW1{1 - Facillly 1D: VA0D3S Il continualion sheel Page 8 of 52




21-Jun-2621 09:34
06/21/2021 MON 12:08

180845274502
FAX

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

17574540101 .10

P
@010/053

PRINTED: 06/11/2021
FORM APPROVED
OMB NO. 0938-0391

5TATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
ANO PLAN OF CORRECTIDN IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
Cc
496149 B, WING 05/28/2021

NAME OF PROVIDER OR SUPPLIER

PORTSMOUTH HEALTH AND REHAB

STREEY ADDRESS, CITY, STATE. ZIP CODE
900 LONDON BOULEVARD
PORTSMOUTH, VA 23704

Based on record review and staff Interview, the
facility falled to ensure one resldent's plan of care
was revised for code status. This Involved one
resident (Resident (R) 54) of 20 sampled
resldsents.

Findings Include:

Revlew of R 54's Advance Directive, located in
the paper chart and signed by his guardian and
dated 05/17/21, revealed R54 was a full code
status and was to receive cardiopulmaonary
resuscitation (CPR) if found without a pulse

(X4) D SUMMARY STATEMENT OF DEFICIENCIES 1D 1 PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE AGTION SHOULD BE COMPIETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG | CROSS-REFERENGED TQ THE APPROPRIATE DATE
‘ DEFIGIENCY)
F 657 | Continued From page 8 F 657 l
(i) Developed wilhin 7 days after completion of
i the comprehensive assessment.
(i) Prepared by an interdisciplinary team, that F657
includes but is not limited to--
(M) The attending physician. .
(B) Aregistered nurse with responsibility for the 1) Thecare plan was u.pdated for Resident #54 _t°
STt accurately reflect his current Advance Directive
(C) A nurse alde with responsibillity for the of being a full-code status
resident, 2) Residents that reside in the facllity are at risk
(D) A member of food and nutrition services staff. ) for this deficient practlce !
(E) To the extent practicabls, the participation of 3) Social Servi dLi d
the resident and the resident's representative(s). ocial Services and Licensed Nursing staff were
An explanation must be included In a resident's re-educated on updating care plans to reflect
medical record if the participation of the resident residents current status. MDS/designee will
and their resident representative is determined complete a random audit of
i not praclicable for the development of the g 30%3 S, | 3 carebplans weekly
| resident’s care plan. v ure care plans are belng
(F) Other appropriate staff or professionals in : updated to reflect residents current status
disciplines as determined by the resident's needs ; 4) Results of audits will be revliewed in the
t()_[;!: re_quezted gy the rsstl)detat- et monthly/Quarterly QAP| meeting. Any
ii\Reviewed and revised by the interdisciplinary . ; .
team after each assessment, including both the discrepancies will be :ilddressed immediately
comprehensive and quarterly review and reeducation provided as needed
assessments. 5) AOCdate July 5, 2021
This REQUIREMENT Is not met as evidencsed
by:
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and/or not breathing.
Review of R54's physician’s "Orders," located in
the orders tab of the electronic medical record
(EMR) revealed a physician's order, dated
05/25/21, for a full code.
Review of R54's "Care Plan," located in the care
plan tab of the EMR and initiated on 01/22/18,
stated R54 was a "do not resuscitate (DNR)"
meaning CPR would not be initiated if found
without a pulse and/or not breathing. F686
Review of R54's previous Advance Directive 1) Resident #68 continues to received wound care
- signed and dated 02/24/18, revealed R54's code by the WCP and WCN, Preventative measures
status was "do not resuscitate.” The Advance are in place to avoid further skin breakdown for
Directive signed by his legal guardian on 05/17/21 this resident.
changed the directive to a full code. 2) An audit was completed by the DON and WCN
On 05/25/21 &t 5:00 PM, the “Minimum Data Set to identlfy residents at risk for skin breakdown.
(MDS)" nurse verified the care plan was not A skin sweep was completed on these resldents
revised when R54's code status changed from identified to be at risk.
DNR to a full code on 05/17/21. 3) Llicensed nursing staff and CNAs were re-
FS g-ag '(I;r;_s;t(:'\)ta:tégvzc‘ss(;c;(l:;(ei)\l(ﬁ;lt/Heal Pressure Ulcer F 686 educated on preventing skin breakdown. This
) RS included skin observatlon during care, weekly
§483,25(b) Skin Integrity head to toe assessments, interventions and the
§483.25(b)(1) Pressure ulcers. Braden scale. The DON/ designee wlll randomly
:Beas,?:gn(t)nt}lxr;ef;gilrﬁsr;?;?Selxiu?:sti:?fn SENR audit 10 resldents weekly x 30 days to ensure
(i} A resident recelves care, consistent with the weekly h'ead to toe assessments are being
professional standards of practice, to prevent completed timely and accurately.
pressure ulcers and does not develop pressure 4) Results of audits will be reviewed In the

ulcers unless the individual's clinical condition
demonstrates that they were unavoidable; and
(i) A resident with pressure ulcers receives
hecessary treatment and services, consistent
with professional standards of practice, to

monthly/Quarterly QAP| meeting. Any
discrepancles will be addressed immediately
-and reeducation provided as needed

5) | AOC date July 5t 2021
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promote healing, prevent infection and prevent
new ulcers from developing.

This REQUIREMENT is not met as evidenced
by:

Based on observatlons, interviews, and record
review, the facility falled to provide care and
services to prevent the development of a
pressure ulcer in one of four residents (Resident
(R) 69) reviewed for pressure ulcers in a lotal
sample of 20 residents. The failure to provide
care and services resutted In the development of
a8 deep tissue injury (DTI) and a Stage Il
pressure ulcer to R69's left foot which constitutes
harm.

Findings include:

Review of R68's undated "Face Sheet" located in
ihe electronic medical record (EMR) under
demographic tab, revealed R69 was admitted on
06/18/20 with diagnoses including hemiplegla
(paralysis on one side of the body) and
hemiparesis (partial loss of strength on one side)
following cerebral infarction (stroke), muscle
weakness, and contracture (rigidity and deformity
of ajoint) of muscle, multiple sites. R69 was
discharged to an acute care facility (hospital) on
02/02/21 and readmitted to the facility on
02/05/21.

Review of RE9's quarterly "Minimum Data Sel
(MDS") with an Assessment Reference Date
(ARD) of 05/07/21 revealed a "Brief Interview of
Mental Status (BIMS)" score ¢f 10 indicating R69
is moderately cognitively impaired. Further review
of the MDS revealed R86 is dependent on staff
for all ADLs, requiring extensive assistancs,

Review of the undated "Care Plan,” located in the
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Continued From page 11

EMR under the care plan tab, revealed R69 "has
a physical functioning deficit related to
generalized weakness, impaired mobility and
cognition and lett hemiplegia, requires extensive
to total assistance for all activities of daily living
(ADLS) . . . interventions: . . . assistive devices as
needed, bed mobility assistance assist times two,
dressing assistance as needed . . . personal
hygiene assistance as needed, turning and
positioning, assist resident two person.”

Review of the undated "Care Plan," located in the

! EMR under the care plan tab, revealed no care

plan addressing R69's contractures.

Review of R69's EMR ravesled no documentation
of staff consistently turning and repositioning R69
during March 2021, April 2021, and/or May 2021
Request for documentation of R69 being
repositioned was made on 06/27/21 at 2:30 PM,
from the Director of Nursing (DON). The DON
reported on 05/27/21 at 3:27 PM she was unable
to locate any documentation.

Review of R69's "Physlclan's Order Audit Report”
located in the orders tab of the EMR, revealed on
09/22/20, R69 had orders for a left-hand resting
splint that was discontinued when the resident
was discharged to the hospital on 02/02/21.
Review of R69's orders revealed lhese orders for
the hand splint were not reinitiated upon R68's
readmlission on 02/05/21. Further review of the
physician orders revealed no orders for leg or foot
contractures.

Review of R69's "Physician Orders," dated
05/09/21, located In the EMR under the orders
tab, revealed "wound care orders: Triad
Hydrophillc wound dress paste (wound dressing)

F 686
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Continued From page 13

apply padding to the bony areas, we'll work on a
plan.'

Observation conducted during the survey on
05/24/21, 05/25/21, and 05/26/21, revealed R69's
left lower extremity curled In a fetal position with
the right fower leg and foot laying on top of the left
l foot pressing It into the mattress. There was no
padding on the left foot, between the foot and
maltress or the right lower extremity.

Review of the medical record revealed no
treatment orders for the pressure ulcer were
obtalned prior to the assessment by the WCP on
05/28/21,

During an interview conducted with CNA 4 on
05/27/21 at 1:30 PM, CNA 4 was asked how often
does she turn the residents? CNA 4 stated, "we
try to turn them every two to three hours.”

During an interview on 05/27/21 at 2:15 PM, the
DON was questioned what her expectations were
of staff when It comes to repasitioning residents?
The DON stated her expectsations are for the staff
to turn the residents every three hours end as
needed.

Review of the facilily's poliay titled "Wound
Prevention Program," dated 08/2019, "Pressure
sare Prevention-Quick Look ...protect skin
against friction and shearing forces, avold
massage over bony prominences ...turn and

passive range of motlon for bed ridden residents
to optimize the perfusion of peripheral capillary

| vessels, use pressure redistribution device and/or
! positioning device, relieve heel pressure, use

{ heel/elbow protectors as appropriate, and use

reposition at least svery 2 hours In bed ...active or

F 686
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Continued From page 12

...apply to sacrum topically every shift for stage |l
fpressure ulcer] .."

During RB9's wound care observation on
05/28/21 at 12:37 PM, accompanied by the
wound csare nurse (WCN) and wound care
physician (WCP), it was discavered R69 did not
currently have a sacral pressure ulcer but had a
pressure ulcer on the left foot which was not
gocumented on the undated "pressure ulcer
actual" care plan.

During an interview on 05/28/21 at 12:37 PM at
R69's bedside, the WCP stated, " | was notifled
by the facility by telemed last Saturday (0$/22/21)
about a new wound on the resident's foot." The
WCP stated that on 05/28/21 the facility had
shown a picture of the pressure ulcer on R69's
foot. The WCP stated that the facility was advised
the pressure ulcer would be assessed further on
05/28/21, The WCP stated after seeing the
picture of the pressure ulcer, °l didn't realize it
[pressure ulcer] was that bad."

During the wound observation on 05/28/21 at
12:37 PM, the WCP noted on the left distal
medial [inner] foot a pressure ulcer that
measured 5.5 centimeters(cm) by 2.8 ¢m and
staged the wound as deep tissue injury (DTI-
pressure injury deep into tissues under intact
skin).The WCP noted on the left lateral [outer]
distal foot pressure ulcer that measured 3.8 cm
by 2.2 cm and 0.3 cm depth and staged as a
stage I (full thickness loss down to
subcutaneous tissue) pressure ulcer. The WCP
was guestioned if these wounds oould have been
avolded since the resident's lower extremities are
severely contracted? The WCP staled, "yes, the
staff would need lo reposition frequently and

F 686
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protective clothing for fragile skin."
F 688 | Increase/Prevent Decrease in ROM/Mobility F 688
5S=D | CFR(s): 483.25(c)(1)-(3)
F688

§483.25(c) Mobility.
§483.25(c)(1) The facility must ensure that a 1)

Residents #32 has had an evaluation/ treatment
resident who enters the facility withaut limited

for the contracture of the Right hand. Resident

range of motion does not experlence reduction in
range of motlon unless the resident's clinical
condition demonstrates that a reduction in range
of motlon is unavoldable; and

#45 is receiving care and services for upper and
lower extremities and Resident #69 will recelve
application of splints after returning to the
facility.

§483.25(¢)(2) A resident with limited range of 2) Therapy and DON completed an audit to
motion retceives appropriate 1Ereattment a:/d (dentify resldents with limited ROM to ensure
services to increase range of motion and/or to
prevent further decrease in range of motion. any needs for treatment were :sdre;sed. ;
3) Nursing staff were re-educate vT_ erapy an
§483.25(c)(3) A resident with limited mability the DON on care of residents wlith limited ROM
; receives appropriate services, equipment, and and the importance of performing ROM and
! assistance to maintain or improve mobility with lving splints and or devices as indicated.
the maximum practicable independence unless a applying sp : il complete an audt 3x
reduction in mobility is demonstrably unavoidable. Therapy or designee wi P :
This REQUIREMENT is not met as evidenced week x 30 days to ensure that residents with
‘ by Identifled treatments for ROM are recelving the
Based on observations, interviews, record d
review, and review of facility policy, the facility treatmen;cs azft’rdelrllebe reviewed in the
failed to provide treatment to malntain and/or 4) Results of audits w '
prevent decrease In range of motlon (ROM), monthly/Quarterly QAP) meeting. Any .
Including the provision of equipment for limited discrepancles will be addressed immediately
range of mobilg;\z/, for threedo';l:3 g; thrclae rezlcfients and reeducation provided as needed
(Resident (R) 32, R45, an reviewed for h
ROM/splints out of  sample of 20. Specifically, 5) AOCdate July 5%, 2021

the facility failed to: 1. Provide an evalustion and
treatment to R32's contracture of the right hand,
2. Provide care and services for R45's upper and
lower extremities; and 3. Continue services for
R69, including application of splints, after
readmission 1o the facility. This failure has the

g
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T

potential fo adversely affect the range of motian
1o sach residents’ contracted extremities.

Findings include:

Review of the facility's policy, provided by the
facllity as their ROM palicy, titled "Section 4,
Range of Motion," training module from the “2017
Restorative Nursing Manual," documented "range
of motion ratianale...lo counteract negative
effects of immobility and disuse."

1. Review of R32's undated "Face Sheet,” located
in the electronic medical record (EMR) under the
demographics tab, revealed R32 was admitted to
the facility on 12/15/20. R32's diagnoses
included hemiplegia (paralysis on one side) and
hemiparesis (weakness on one side) following a
cerebral infarction (stroke) affecting right
dominant side, aphasia (difficulty speaking), and
peripheral vascular disease (poor blood
clreulation to the extremities).

Review of R32's admission "Minimum Data Set
(MDS)" with an Assessment Reference Date
(ARD) of 12/21/20 revealed no documentation of
R32's contracture or of any services for the
contracture.

Review of R32's undated "Care Plan” located in
the EMR under the care plan tab, revealed no
care plan, physical therapy (PT)/occupational
therapy (OT) and/or no nursing interventions
related to R32's right hand and/or. left leg
contracture.

Review of R32's "Treatment Administration
Record(TAR)" located in the. EMR under the
orders tab, for the months of January, February.

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1 PROVIDER'S PLAN OF CORRECTION (X5)
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FORM CMS-2567(02-09) Provious Versians Obsaletr

Evani ID; BMTW1{

Facllily ID: VACO3S

If continuation shecl Pago 16 of 52

RECE] VED
JUN 21 2991



21-Jun-2021 @9:37
06/21/2021 MON 12:11

180845274502
FAX

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

17574540101 p.18
Q018/053

PRINTED: 06/11/2021
FORMAPPROVED
OMB NQ. 0938-0391

March, April, and May 2021 revesled no ROM
(range of motion) documented as being
performed.

Observations conducted on 05/24/21 at 10:30
AM, 05/25/21 at 12:30 PM, and 06/26/21 at.1:30
PM revealed R32 had no splint to his right hand.
R32 Is unable to move his right hand having to
pick it up with his left hand. Observation of R32's
right hand revealed his hand is in a clenched
position, without a splint or washcloth In his palm.
Reslident Is unable to open his right hand
independently.

I During an interview and observation on 05/27/21
at 2:42 PM, the Unit Manager (UM) 2 stated she
was not sure if R32 had a splint, receives
rehabilitation, and/or passive range of motion
(PROM-movement applied to a joint solely by
another person).

During an interview on 05/27/21 at 4:18 PM, the
Director of Rehabllitative Services (DRS) stated
she had not evaluated R32 for contractures.

During an Interview on 05/28/21 at 9:30 AM, the
DRS provided written recommendatlons for R32
for "Rehabilitation] to screen for OT{occupatlonal
therapy)/physical therapy)/PT and If therapy is
warranted, request therapy through [name of
insurance]. The DRS also recommended nursing
10 "Turn and reposition every two hours.” The
DRS was asked why had R32 not been evaluated
for therapy services on admission? The DRS
responded, "because he had not been referred by
! the nursing staff for an evaluation.”

2. Review of R45's undated "Face Sheet," located
in the R45's slectronlc medical record (EMR)
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under the demographics tab, revealed R45 was
admitted to the facility on 02/08/20, R45's
diagnoses included cerebral Infarction (stroke)
due to embolism (blocd ¢lot), hemiplegia
(paralysis on one side) affecting left nandominant
side and dysphagla (difficulty swallowing)
following a cerebral infarction (stroke).

Review of R45's quarterly "Minimum Data Set
(MDS)*" with an Assessment Reference Date
(ARD) of 04/02/21, revealed no current
rehabllitation services and/or range of motion and
no documentation of contractures. Review of this !
MDS revealed a "Brief Interview for Mental Status
(BIMS)" of 14 out of 15 indicating R45 Is
cognitively intact.

Review of R45's undated "Care Plan," located in
R45's EMR under the care plan tab, revealed
care plan with inlerventlons related to R45's LUE
(left upper extremity) and/or LI.E (left lower
extremity) contractures,

Review of R45's "Treatment Administration
Record (TAR)," located in the EMR under orders
tab, for the manths of January, February, March,
Aprll, and May 2021 revealed no ROM exercises
provided. Review of the "Orders," located in the
EMR under the orders tab and dated May 2021,
revealed no physicians orders for ROM.

Observatlons-on 05/24/21 at 11:00 AM, 05/25/21
at 12:00 PM, and 05/268/21 at 1:45 PM revealed

R45's LUE and LLE contractures did not have I
any devices in place to prevent further |
contracture of {he joints.

During an interview on 05/24/21 at 11:42 AM, R4S
verified there were no devices in place for the

|

i DEFICIENCY)
]

1

1
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contractures of her left arm.or left leg. R45 stated,
“insurance does not pay for physical therapy."
R46 was asked if the nursing staff provides range
of motion exercises to her contractures. R45
stated, "some of the nursing staff does it [ROM]
but not all."

During an intervlew on 05/27/21 at 2:42 PM, Unit
Manager (UM) 2 verified that R45 had no devices
in place for the left hand and left leg contractures.
UM2 was unsure If R45 had a physiclan's order
for a splint or If R45 recelved therapy and/or ROM
exercises.

During an interview on 05/27/21 at 4:10 PM, the
Director of Rghab Services (DRS) stated, “the
resident has no means for rehab to be covered,
[R45's insurance] does not cover these services.”

During an interview on 05/28/21 at 8:32 AM, the
DRS provided documentation indicating "rehab to
screen again due to a change in her condition,
and if therapy is warranted, request therapy for
OTIPT through [R45's insurance] notifioation.
Recommendations for nursing staff. hand
hygiene daily, proper positioning for self-feeding
with dominant hand, get patient up in wheelchair
daily, up to two hours a day."

3. Review of R69's undated "Face Sheet" located
in the electronic medical record (EMR) under the
demographlc tab, revealed R89 was admitted to
the facllity on 12/31/17. R89's diagnoses included
hemlplegia (paralysis on one side) and
hemlparesis (weakness on one side) following &
cerebral infarction (stroke) affecting left
non-dominanrt side, muscle weakness, and
contracture of muscle (rigidity and deformity of a
joint), multiple sites.
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! Review of RG8's quarterly Minimum Data Set

(MDS) with an Assessment Reference Date
(ARD) of 05/07/21 revealed R69 was not
receiving restorative nursing such as range of

: motion (passive or active) or splint or brace and

no documentation that R69 had contractures.

Review of R66's undated "Care Plan," located in
the EMR under the care plan tab, revealed
interventions of a left-hand resting splint and for
the staff to perform "gentie ROM [range of motion
exercises] 10 the left hand ... and apply left-hand
splint as ordered."

Review of R89's "Treatment Adminlstration
Record (TAR)," located in the EMR under the
orders tab, for the months of January, February,
March, April, and May 2021 revealed no ROM
exercises documented as being provided by staff.

During an interview on 05/27/21 at 2:38 PM, Unit
Manager (UM) 2 stated she is "not sure where the
resident's splint is or if nursing does ROM." UM2
verified that R69 hae a left-hand contracture.

During an interview on 05/27/21 at 4:02 PM, the
Director of Rehab Services (DRS) Indicated on
09/22/20 RB9 had" hand splints, ordered a resting
hand splint due to pain, active range of motion,
and positioning. Goals were not met due to pain.”
On 06/23/20 rehab started passive range of
motion (exercises done by staff) and expected
nursing staff to continue." The DRS stated R68
"has had splints In the past but don't know where
they go."

During an interview on 05/28/21 at 8:15 AM, the
DRS provided documented recommendations
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dated 05/28/21 for "rehab to screen again since
she has had a change since last seen for OT
services ...recommendations for nursing staff.
she needs to gel up out of bed (OOB) dally, hand
hygiene daily. She was refusing in the past due to
pain recommend consult with pain management,
recommend palm guerd to left hand to keep from
breaking down and to help with ¢contractures, and
position her as upright as possible for meals."
Drug Regimen Review, Report Irregular, Act On
CFR(8): 483.45(c)(1)(2)(4)(5)

F 688

F 768

F756
§483.45(c) Drug Regimen Review.

§483.45(c)(1) The drug regimen of each resident
must be reviewed at least once a month by a
licensed pharmacist.

§483.45(c)(2) This review must include a review 2)
of the resident's medical chart.

§483.45(c)(4) The pharmacist must report any
irregularities to the attending physician and the 3)
facllity's medical director and director of nursing,
and these reports must be acted upon.

(i) Irregularities Include, but are not limited to, any
drug that meets the criteria set forth in paragraph
(d) of thig section for an unnecessary drug.

(i) Any irregularities noted by the pharmacist
during this review must be documented on a
separate, written report that is sent to the
attending physician and the facility's medical
director and director of nursing and lists, at a 4)
minimum, the resident's name, the relevant drug,
and the irregularity the pharmacist identified.

(iil) The attending physician must document in the
resident's medical record that the identified
Irregularity has been reviewed and what, if any,
actlon has been taken to address it. If there is {o I

1) Residents #49 and #54 pharmacy

5) AOC date July 5%, 2021

recommendations have been addressed by the
physlclan
Any Residents recelving pharmacy
recommendations are at risk for this deficient
practice
Licensed nursing staff, clinical managers, NP
and physicians were re-educated hy the
DON/designee on the appropriate process for
addressing pharmacy recommendatlons. An
audit will be completed by the DON/designee
monthly x 2 months to randomly check 5
pharmacy recommendations for appropriate
response by the physician/designee
Results of audits wlll be reviewed in the
monthly/Quarterly QAP| meeting. Any
discrepancies wlll be addressed immediately
and reeducation provided as needed
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be no change In the medication, the attending
physician should document his or her rationsle in
the resident's medical recard.

§483.45(c)(5) The facility must develop and
maintain policies and procedures for the monthly
drug regimen review that include, but are nol
limited to, time frames for the different steps in
the process and steps the pharmacist must take
when he or she identifies an irregularity that
requires urgent action to protect the resident.
This REQUIREMENT is not met as evidenced
by:

Based on record review and staff Interview, the
facility failed to ensurs the attending physician
reviewaed recommendations, documented in the
medical record that recommendations were
reviewed, and documented rationale for not
acting on the recommendations made by the
pharmaclst durlng monthly medication regimen |
reviews (MRR) for two of five residents (Resident
(R) 49 and R54) reviewed for unnecessary
medications,

Findings include:

Review of the undated policy titled "Medication
Monitoring - Medication Regimen Review and
Reporting" revealed It was the facility policy for
pharmacy recommendations to be acted onin 30
days.

On 06/27/21 at 4:30 PM, pharmacy
recommendations with the physician responses
were requested from the Director of Nursing
(DON). On 05/28/21 at 10:30 AM, the Regional
Clinical Director stated they were unable to find
any responses to the pharmacist's MRRs for R49
and R54. s
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Review of the pharmacy reports revealed the
following:

1. Review of pharmacy reports for R54 revesled
the following'

A pharmacy MRR report titled "PharMerica,”
dated 12/18/20, revealed the pharmacist
recommended the physician add a stop order to
the Clonazepam (medication to treat anxiety) as
needed (I°PRN) order. At the bottom of the report
was an area for the physician to document their
recommendation and sign. The bottom of the
form was not completed or signed by the
physician.

A pharmacy MRR report titled "PharMerica,"
dated 02/16/21, revealed a recommendation to
discontinue Clonazepam PRN after 14 days or
after 60 days with an explanation. The bottom of
the report was not completed as the physician did
not slgn the form or make a recommendation.

Review of the R54's current and discantinued
physician's "Orders," in the orders tab of the
electronic medical record (EMR) revealed a
physician's order for Clonazepam tablet 0.6 MG
(milligram) one tablet every 8 hours as needed for
anxiety related lo major Depressive Disarder
Recurrent Moderate, One tablet three times daily
PRN for anxiety with a maximum daily dose of 1.5
mg. The order had a start date of 10/19/20 and

an end date of 05/12/21. The medical record was
reviewed and was silent to the physician
revlewing and acting on the recommendations.

A pharmady MRR report titied "PharMerica,”
dated 01/23/21, revealed the pharmacist
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recommended consldering decreasing
Pantoprazole (treats reflux disease) 40 mg AC
(before meals) and HS (at bedtime) to every
morning before breakfast only and at bedtime to
reduce the risk of adverse effects. The MRR was
not signed by the physician and the physician did
not respond to the recommendation.

Review of the physician's "Orders," located in the
orders tab of the EMR revealed R54's order for
Pantoprazole Sodium Tablet delayed release was
nol decreased and remained the same from
10/20/20 to 05/13/21.

2. Review of pharmacy reports for R49 revealed
the following:

Review of R49's MRR, dated 04/20/21, revealed
R489 had a physiclan's order for Restoril
(medication {o treat Insomnia) 7.5 mg (milligram)
HS (at bedtime) and Zoloft (antidepressant) 50
mg every day (QD). The pharmacist
recommended the physician evaluate the use of
the medications to see if a reduction could be
attempted. There was no physician response on
the form nor signature,

Review of the physician's "Orders," located in the
orders tab of the EMR, revealed R49 had a
current order for Restoril Capsule 7.5 mg give
one capsule by mouth for insomnia with a start
date of 12/08/20. Review of the physician's orders
revealed R49 had a current order for Zoloft 50 mg
give one time a day for inconsolable crying
related to major depressive disorder recurrent
with a start date of 09/23/20.-The orders
remained unchanged and there was no
documentation in the medical record to Indicste
the pharmacy recommendation was acted upon.
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§483.45(0)(3) A psychatropic drug is any drug that
affects brain aclivities associated with mental
processes and behaviar. These drugs include,
but are not limited to, drugs in the following
categories:

(i) Anti-psychotic;

(i) Anti-depressant;

(iii) Anti-anxiety, and

(iv) Hypnotic

Based on a comprehenslve assessment of a
resident, the faclllty must snsure that---

§483.45(e)(1) Residents who have not used
psychotropli¢ drugs are not given these drugs
unless the medication is necessary to treat a
spacific condition as diagnosed and documented
In the clinical record,

§483.45(e)(2) Residents who use psycholropic
drugs receive gradual dose reductions, and
behavioral interventions, unless clinically
contraindicaled, in an effort to discontinue these
drugs;

§483.45(e)(3) Resldents do not receive
psychotropic drugs pursuant to a PRN order
unless that medication Is necessary to treat a
diagnosed specific condition that Is dacumented
in the clinical record; and

§483.45(8)(4) PRN orders for psychotropic drugs
are limited to 14 days, Except as provided in
§483,45(e)(5), if the altending physician or
prescribing practitioner believes that it is
appropriate for the PRN order to be extended

(X010 | SUMMARY STATEMENT OF DEFICIENCIES ] 1D PROVIDER'S PLAN OF CORRECTION X6)
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1) Resident #24 has been evaluated for a gradual
dose reduction

Resldents on Psychotropic medications are at
risk for this deficient practice

Licensed Nursing staff were re-educated by the
DON/designee on gradual dose reductlons and
pharmacy recommendatlons. The
DON/designee will audit 4 residents with
Psychotropics weekly x 30 days. The weekly
chemilcal restraint meeting will manlitor one
category weekly x 30 days to ensure
consideration is made for reduction on
residents medication.

Results of audits will be reviewed in the
monthly/Quarterly QAP| meeting. Any
discrepancies will be addressed immedlately
and reeducation provided as needed

5) AOC date July 5, 2021

2)

3)

4)
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beyond 14 days, he or she should document their
rationale in the resident's medical record and
indicate the duration for the PRN order.

§483.45(e)(5) PRN orders for anti-psychotic
drugs are limited to 14 days and cannot be
renewed unless the attending physiclan or
prescribing practitioner evaluates the resident for
the appropriateness of that medication.

This REQUIREMENT Is not mst as evidenced
by:
Based on record revlew, pharmacy and nurse
practitioner Interview, and policy review, the
facility falled to attempt a gradusl dose reductian
(GDR) for one of five residents (Resident (R)24)
reviewed for unnecessary medications in a total
sample of 20 residents,

Findings include:

Review of the "Face Sheet,” dated 05/05/17,
revealed R24 was admitted to the facility on
05/05/17 and had current diagnoses which
included dementia with behavloral disturbance,
unspecified psychosis, and major depressive
disorder.

Revlew of the quarterly “Minimum Data Set
(MDS)" with an Assessment Reference Date
(ARD) of 03/06/21 revealed a "Brief Interview for
Menta! Status (BIMS)" of 11 out of 15 indicating
moderate cognitive impairment. Furlher review of
this MDS revealed no behaviors, no delusions, or
nhallucinations were documented for R24.

During an interview on 05/27/21 at 11:21 AM, the
Consultant Pharmacist revealed that a pharmacy
recommendation was made for a gradual-dose
reduction (GDR) attempt tor Seroquel

F 758
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(antipsychatic medication), Lexapro
(antidepressant), and Buspar (antidepressant).

Review of a medication regimen review ( MRR),

dated 03/21/21 and located in the EMR under the

' MRR tab, revealed that the physician disagreed

i with the dose reduction. Further review of the

i | pharmacy recommendation on the MRR revealed
the Director of Nursing (DON) signed the

, declination as a verbal order from the Nurse

) Practitioner (NP) and to continue current doses of

Seroquel, Lexapro, and Buspar.

During an interview an 06/27/21 at 2:02 PM, the
NP revealed when asked her rationale for hot
attempting a GDR on an elderly resident with the
diagnosis of dementla the NP stated that she did j
not remember giving the DON a verbal order.

Review of the EMR under the pharmacy tab
revealed the last dose reductlon was done on
11/09/20.

Review of the EMR "Orders" revealed physician
orders, located under the orders tab and dated
03/21/21, for Lexapro 10 mg po daily for anxiety,
Seroguel 50 mg in the evening for psychosis,
BuSpar 5mg po bid for anxiety.

Review of a Psychiatric Evaluation, dated
05/11/21 and located in the EMR under the orders
tab, stated that R24 was not exhiblting recent
mania, aggression, or agitation and no recent
behavioral changes or psychiatric concerns.

Review of the "Care Plan,” located In the EMR
under the care plan {ab and dated 03/28/21,
revealed to "continue medications as prescribed,
the patient Is stable at current dose."

. 'FORM CMS-2567(02-99) Previnus Versions Qbsolale + EventiD;BMTWAY | Faclity (D: VAOO3S If conlinuatlon sheel Page 27 of 52 °

; RECEIVED
JUN 21 2021
VDH/OLC



21-Jun-2621 09:41 18845274502
06/21/2021 MON 12:15 FAX

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

17574540101 p.-29
2029/053

PRINTED: 06/11/2021
FORM AFPROVED
OMB NO. 0838-0381

STATEMENT OF DEFICIENCIES (X1) PRQOVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBCR: A. BUILOING COMPLEYED
c
496149 B. WING 05/28/2021

NAME OF PROVIDER OR SUPPLIER

PORTSMOUTH HEALTH AND REHAB

STREET ADDRESS. CITY, STATE, ZIP CODE
900 LONDON BOULEVARD
PORTSMOUTH, VA 23704

A policy on Gradual Dose Reductions (GOR) was
requested throughout the survey. The following
was provided as a policy for GDRs. Review of the
facility's policy titled: "Chemical Restraint,"

revision date of 10/2019 states ... Drug reviews
will be canducted monthly by the pharmacist and |
communicated to the attending physician with
recommendations to elther reduce or eliminate
drug usage as appropriate.

§S=D | CFR(s): 483.45(g)(h)(1)(2)
§483.45(g) Labeling of Drugs and Biologicals

Drugs and biologicals used in the facility must be
Iabeled in accordance with currently accepted

i 764
F 761 | Label/Store Drugs and Biologicals F F761
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PREFIX (CACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVF, ACTIN SHOU!D BF, COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS.REFERENCED TO THE APPROPRIATE | DATE
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1)

The Unit 1 medicatlon room has been cleaned
out so there are no expired medications or
equipment in them

professional principles, and include the 2) An audlt was completed on medication rooms
appropriate accessory and cautionary on Unit 1 and 2 to ensure medications and
instructions, and the expiration date when equipment were not expired
applicable, 3) Licensed nursing staff and central supply person
! §483.45(n) Storage of Drugs and Biologicals were're-educated by t,he PON/ Designee on
keeping the Unit medication rooms stocked
§483.45(h)(1) In accordance with State and with medications and equipment that 15 not
; F gdergl laws, the facllity must store all drugs and expired, rotating stock and monitoring supplies
biologicals in locked compertments under proper for expiration dates
lemperature controls, and permit only authorized r.e P > .
personnel fo have access to the keys. Unit managers/designee will completed an
audit of medication rooms 3x week x 60 days to
§483.46(h)(2) The facility must provide separately ensure all supplies and medications have not
focked, permanently affixed compartments for expired
storage of cantrolled drugs listed in Schedule |1 of . ‘
the Comprehensive Drug Abuse Prevention and 4) Results of audits will be reviewed in the
Control Act of 1976 and other drugs subject to monthly/Quarterly QAPI meeting. Any
abuie. edeEP‘ (\ih',htelrt\:ﬁt‘le fﬂc"“tV.U%? 5";19‘?1‘::" discrepancles will be addressed immediately
, package drug distribution systems in which the sl p
; quantity stored Is minimal and a missing dose can 5) AO cr:e;:lujcaltit;::hpgz\;:ed A NBSLA
be readily detected. - el R
, | L=
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Continued From page 28

This REQUIREMENT is not-met as evidenced
hy:

Based on observations, interviews and policy
review, the facility failed to ensure that all
medicines and equipment in one of two
medication storage rooms were not expired or
opened.

Findings include:

Review of the policy "Medication Storage," dated
2007, revealed * ... outdated, contaminated,
discontinued or deteriorated medications and
those in cantainer that are cracked, soiled, or
without secure closures are Immediately removed
from stock, and disposed of . . . "

On 05/27/21 at 4:24 PM, Unit 1 Medication
Storage Room was Inventoried. The following
items were found to be outdated.

Magneslum Citrate (laxative) 10 FL, Oz, with an
expliration date of 2/2021.

Sore Throat Spray 8 FL, Oz, with an expiration
date of 2/2021.

Vial 2 Bag DC 20mm. with an expiration date of
6/1/2020. A vial2bag device enables
reconstitution and transfer of a drug between a
vial and an IV bag.

One opened oxygen connector was found
opened in a drawer with no labeling or covering.
One Kangarao Pump container that was opened.

On 05/27/21 at 4:50 PM, Unit Manager 2 was
asked to come into the Unlt 1 Medication Storage
Room and check the explration dates on the
above outdated Items. Unit Manager 2 confirmed
that the magnesium citrate, sore throat spray, vial
2 Bag DC, oxygen connector, and Kangaroo :
pump cohtainer were autdated and/or opened.

F 761
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| Unit Manager 2 removed the opensd items and
| outdated medicines from the room.
F 803 | Menus Mset Resident Nds/Prep in Adv/Followed | F 803
SS=E | CFR(s): 483.60(c)(1)-(7)
i . £803
§483.60(c) Menus and nutritional adequacy.
BRI 1) The kitchen ls serving meals per the posted
§483.60(c)(1) Meet the nutritional needs of menu and Resident #1 is receiving hls meals per
residents In accordance with established national his ordered diet
guidalines.; 2) Residents receiving meals from the kitchen are
§483.60(¢)(2) Be prepered in advance; at risk for this deficient practice
3) The kitchen manager and staff were re-
§483.60(c)(3) Be followed: educated by the dietician/designee on the
§483.60(c)(4) Reflect, based tacill Importance and process of following the posted
! 80(c eflect, based on a facility's A iality diets and resident
! reasanable efforts, the religlous, cultural and menu, following speciality di
. ethnic needs of the resident population, as well as preferences. . )
i input recelved from residents and resident The administrator/designee will audit 6 meals a
groups, week x 30 days to ensure. The menus and
indipally: specialty diets are being followed
! riogically; , :
SRR R BE R Lo L 4) Results of audits will be reviewed In the
§483.60(¢)(B) Be reviewed by the facility's manthly/Quarterly QAPI meeting, Any '
distitian or other clinically qualified nutrition discrepancies will be addressed immediately
professional for nutritional adequacy, and and reeducation provided as needed
th
§483,80(c)(7) Nothing in this paragraph should be 5) AOC date luly 5%, 2021
construed to limit the resident's right to make
personal dietary choices.
This REQUIREMENT is not met as evidenced
by:
| Based on observation, menu review; and staff
interviaw, the facility failed to follow the menus
during lunch service on 05/26/21. The facility
falled to serve residents a full portion of the garlic
and rosemary roasted red skin potatoes, the
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sauteed zucchini, and the baked macaroni and
cheese and failed to follow the renal menu for
one resident (Resident (R)1). This fallure involved

| 20 of the 67 residents who receive food from the

facility dietary department.
Findings include:

On 05/26/21 from 12:08 PM through 1:26 PM,
Cook 2 was observed serving lunch from a steam
table in the kitchen. Review of the menu revealed
residents on regular diets and concentrated
carbohydrate diets were supposed to receive a ¥
cup (4 ounces) serving of sauteed zucchini and %
cup (4 ounces) of garlic and rosemary roasted
red skin potatoes, one Italian sausage, a dinner
roll, and a lemon bar. Further review of the menu
revealed residents on renal diets (resldents with
kidney disease) were supposed to receive a
3-ounce parsley pork chop, % cup of sauteed
zucchini, ¥ cup garlic mashed potatoes, a dinner
roll, and a lemon bar. The salternative for the
ltalian sausage was one cup of baked macaroni
and cheese.

During this abservation on 05/28/21, Cook 2 was
observed filling the 4-ounce scoop halfway when
serving the zucchinl and red skin potatoes. Cook
2 did not give 15 of the residents a full 4-aunce
scoop of the food items per the menu. In addition,
four residents who had macaroni and cheese
listed on the menu slip received one four-ounce
(half a cup) scoop and not one cup per the menu.
On 05/26/21 at 12:28 PM, Cook 2 was ask why
she was not completely filling the scoop. Cook 2
did not respond but then began completely filling
the scoop. On 05/26/21 at 1:00 PM, Cook 2 ran
out of sauteed zucchini. The Food Service
Supervisor and District Manager of Healthcare

(X4) 10 D PROVIDER'S PLAN OF CORRECTION (XB)
PREFIX (EAGH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (CACI{ CORRECTIVE ACTION SHOULD BE COMPLETION
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DEFICIENCY)
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Services (the contract foodservice company used
by the facility) had to prepare more zucchini for
i the last nine residents waiting to be served lunch,

On 05/26/21 at 12:57 PM, Cook 2 plated a renal
dlet lunch tray for R1. Cook 2 plated the garlic
and rosemary roasted red skin polatoes when the
menu slated renal diets were supposed to receive
garlic mashed potatoes. When Cook 2 was ask
about it she stated she made a mistake and took
the plate back and served R1 the garlic mashed
potatoes.

Review of the physician's "Orders," located in the
orders tab of the electronic medical record (EMR)
revealed R1 had an order for "Renal diet,
Dysphagla Advanced texture related to CHRONIC
KIDNEY DISEASE, STAGE 5," with a start date of
08/08/19.

Review of R1's "Diagnoses," located in the
diagnosis tab in the EMR, revealed diagnoses
which included chronic kidney disease stage 5
(CKD 5).

Review of the "Care Plan," located in the care
plan \ab of the EMR, revealed R1 had a plan of
care for diet alteration related to CKD § and
dysphagia (difficulty swallowing) with a revislon
date of 05/30/19. An intervention for this care
plan was "diet as ordered.”

On 05/26/21 at 1:39 PM, the District Manager
verified that Cook 2 was not fllling the scoop up
all the way when she was serving. The District
Manager staled Cook 2 should have made
enough food for.everyone prior to the beginning
of the meal service.
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During confidential resident interviews two
residents on Unit two stated the portions are
small and sometimes they do not get enough
faod on their plate.

Review of the resident matrix with a print date of
05/21/21 and the "Resident Census and
Candition of Residents" (Farm CMS-672) sighed
by the MDS Nurse and dated 05/28/21 revealed
seven of the facility's 74 residents recelved tube
feedings. Therefare 87 residents receive food
from the facility kitchen.

Food Procurement, Store/Prepare/Serve-Sanltary
CFR(s): 483.60()(1)(2)

§483.80() Food safety requirements,
The facility must -

§4B3.60(i)(1) - Procure food from sources
approved or considered satistactory by federal,
state or local autharities.

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

(il) This provision does not prohibit or prevent
facilities from using produce grown in facility
gardens, subject to compllance with applicable
safe growing and food-handling practices.

(i) This provision does not preclude residents
from consuming foods not procured by the facllity.

§483.80(i)(2) - Store, prepare, distribute and
serve food in accordance with professional
standards for food service safety.

This REQUIREMENT is not met as evidenced
by:
Based on observation, staff interview, and policy
review, the facility failed to ensure food was

F 803

F 812

F812

1)

2)

3)

4)

Staff Is serving food in a sanitary manner
with gloves being changed and hands being
washed between touching solled areas and.
Serving and preparing food. Food carts have
been cleaned and sanitized and sanitizing
solution in the third sink Is at appropriate
levels
Resldents that reside in facility are at risk
for this deficient practice
Kitchen staff were re-educated by the
Dietary manager/ Designee regarding
sanitary food service practices, cleaning
equipment and appropriate levels and
testing of sanltizer solution. The
administrator/designee will audit the
kitchen 2x week x 30 days for sanitation and
cleanliness.
Results of audits will be reviewed in the
monthly/Quarterly QAPI meeting. Any
discrepancies will be addressed
immediately and reeducation provided as
needed

5) AOC date July 5%, 2021
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Continued From page 33
prepared and served in a sanitary manner. This

involved failure to change gloves and/or wash
hand between touching soiled dishes and

' touching clean dishes; failure to ensure sanitizing

solution was at the proper level to sanitize food
contact surfaces, pans, and serving utensils,
failure to ensure food carts were clesned and
sanitizad after transporting soiled dishes and
before placing resident meal trays in them. This
had the potential to affect all 67 residents in the
facllity who recelve food from the dietary
department.

Findings include;

Review of the resident matrix with a print date of
05/21/21 and the "Resident Census and
Condition of Residents" (Form CMS-672) sighed
by the “Minimum Data Set (MDS)" nurse and
dated 05/28/21 revealed seven of the facility's 74
residents received tube feedings. Therefore 67
residents receive food from the facility kitchen.

1. On 05/24/21 at 9:31 AM, Dietary Aide 1 (DA1)
was observed wearing gloves while placing

solled plates on the dishwashing racks. After
running the plates through the dishwasher, DA1
went to the clean end of the dishwasher and
removed the clean plates while wearing the same
soiled gloves. With the seme gloves, DA1 placed
sailed thermal plate holders and metal plate
pellets on a dishwashing rack and washed them
in the dishwasher. DA1 took a trash can outside
and returned with the trash can wearing the same
gloves. DA1 removed the clean rack of thermal
plate holders and metal plate pellets from the
dishwasher and removed them from the rack and
placed them on a clean cart without first changing
her gloves and washing her hands. DA1 then ran

F 812

i
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a second rack of dirty plates through the
dishwasher and returned to the clean end and
again removed the clean pletes without changing
her gloves and washing her hands. On 05/24/21
al 9:42 AM, DA1 was ask whet the procedure
was for going from the soiled end of the
dishwasher to the clean end and she stated she
was supposed to remove her gloves, wash her
hands, and place clean gloves on. When she was
told she was wilnessed not washing her hands
she admitted she had not changed her gloves or
washed her hands between the soiled and clean
side of the dishwasher.

On 05/24/21 at 10:15 AM, a policy for running the
dishwasher and hand washing In the dietary
department was requested. No policy was
provided refated to handwashing and changing
gloves when washing resident dishes in the
dishwasher.

2. On05/24/21 st 9:30 AM, Dietary Aide 2 (DA2)
was observed using a wiping cloth from a red
container to sanitize the food preparation
counters. DA2 stated it was sanitizing solution.
On 05/24/21 at 8:46 AM, the sanitizer levels of
the third compartment of the three-compartment
sink and two red containers used to store wiping
cloths for food contact surfaces were checked
with the assistance of Cook 1. The sanitizer
compartment of the three-compartment sink
contained two serving ladies and a serving fork at
the time the sanltizer level was checked. The
sanitizer measured zero parts per million (ppm).
Both red containers of sanitizing solution also
measured zere ppm, DA2 verified she had used
one of-the containers to "sanitize” the food
preparation counters. A container of Oasis 146
Multi-Quat Sanitizer was hanging on the wall
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above the three-compartment sink. Cook 1 stated
it was the sanitizer used to sanitize pots, pans,
and utensils and to fill the red containers used to
sanitize food preparation surfaces and
equipment. ' !

Review of the Manufacture's instructions for the
"Oasis Multi-Quat Sanitizer" revealed the
Multi-Quat Sanitizer was requlired to be 150 to
400 ppm to sanitize.

3. On 05/24/21 at 9:56 AM, a cart containing
pans stacked together was located next to the |
stove. Cook 1 stated the pans had already been !

washed and were clean, Two of four pans
inspected had dried food substances on the
inside surface of the pans. Cook 1 verified the
pans had not been thoroughly cleaned.

4, On 05/26/21 at 12:19 PM, after the staff began
placing resident food trays in the first food cart
the District Manager for Healthcare Services (the
contract food service company used by {he
facility) was ask If all the carts had been cleaned
and were ready for the food trays ta be placed in
to be dellvered to the residents. The District
Manager stated the carts hed been cleaned. The
carts were inspected with the District Manager for
Healthcare Services. Inspection of the carts
revealed each of the carts were soiled with dried |
food residue on the inside corners, bottom, sides,
and doors. In addition, brown fluid was In the
bottom of the two large, insulated food carts. The
District Manager verified the carts remained
soiled from when the solled breakfast dishes
were returned to the kitchen, The District
Manager verifisd the carts appeared as if they
had not been cleaned in a while.

|

FORM CMS-2667(02-89) Previeus Verzlons Qbaalele Event ID:BMTW11 Facilily ID: VADD36 "+ If continuation sheet Page 36 of 52




21-Jun-2021

06/21/2021 MON 12:19

09:44 180845274582

FAX

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

17574540161 p.38

2038/053

PRINTED: 06/11/2021
FORMAPPROVED
OMB NO. 0938-0381

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUFPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETCD
A. BUILDING
G
495149 B. WING 05/28/2021

NAME OF PROVIDER OR SUPPLIER

PORTSMOUTH HEALTH AND REHAB

STREET ADDRESS, CITY, STATE. ZIP CODE
900 LONDON BOULEVARD
PORTSMOUTH, VA 23704

The facility must establish and maintain an
infection prevention and cantrol program
designed to provide a safe, sanitary and
comfortable environment and to help prevent the
development and transmission of communicable
diseases and infections.

§483.80(a) Infection prevention and control
program.

The facllity must establish an infection prevention
and control program (IPCP) that must include, at
a minimum, tha following elements:

§483.80(a)(1) A system for preventing, identifying,
reporting, investigating, and controlling infections
and communicsble diseases for all residents,
staff, volunteers, visitors, and other individuals
providing services under a contractual
arrangement based upan the facility assessment
conducted according to §483.70(e) and following
accepted national standards,

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

(Iy A system. of survelllance desighed to identify
possible communicable diseases or
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Review of the "Healthcare Services Group, In¢
policy 027" titled "Equipment,” with a revised date
of 09/2017, revealed it was the facility policy to
clean and sanitize equipment and food contact
surfaces after each use. Review of the undated
"Service Line Checklist" revealed food oarts were
to be cleaned after each meal.
F 880 | Infection Prevention & Control F 880
$S=E | CFR(s): 483.80(a)(1)(2)(4)(e)Xf)
§483.80 Infection Control F880

1)

2)

3)

4)

5)

Licensed staff clean glucometers per
manufacturer recommendations and place
barrier down when using a cleaned
glucometer

Resldents that recelve accuchecks are at
risk for this deficlent practice.

Licensed nursing staff were re-educated by
the DON/designee on infection control
practices for cleaning and utilizing
glucometers. The DON/designee will
randomly audit Glucometer usage for 3
resldents 2x week x 30 days

Results of audits wlll be reviewed in the
monthly/Quarterly QAPI meeting. Any
discrepancles will be addressed
immediately and reeducation provided as
needed

AOC date July 5%, 2021
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infections before they can epread to other
persons in the facility;

(liy When and to whom possible incidents of
communicable disease or infections should be
reported,

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

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

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

(v) The circumstances under which the facility
must prohiblt employees with a communicable
disease or Infected skin lesions from dirsct
contact with residents or thelr food, If direct
contact will transmit the disease; and

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

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

§483.80(e) Linens.

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

§483.80(f) Annual review.

The facility will conduct an annusl review of its
|PCP and update their program, as necessary.
This REQUIREMENT is not mel as evidenced
by:

review of policies and procedures, and review of

Based on observation, interview, record review,

F 880
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medical device and product user information, the
facility failed to ensure the nursing staff used a
barrier between surfaces and cleaned and
disinfected multi-use glucometers per the
manufacturer's instructions when performing
fingerstick blood glucose manitonng in three of
three nurses abserved.

Findings include:

Review of the "Summary Report of Meeting for
Infection Control." dated March 21, 2021,
revealed an inservice on the pracedure an how to
disinfect multi-use glucometers, The inservice
instructed the nursing staff to "disinfect” the
mulli-use glucometers after each use with an
alcohol pad. Attendees included 10 facility
Registered Nurses (RN) and/or Licensed
Practical Nurses (LPN). Further review of the
summary report revealed that the inservice did
not include the use of EPA registered disinfecting
wipes.

On 05/28/21 at 8:18 AM, tha Director of Nursing
(DON) was asked to provide the facllity policy for
clesning a glucose monitor and the actual hand
booklet that came with the "Assure Piatinum"
bload glucose monitoring system. The DON
verified that all glucometers in the bullding were
"Assure Platinum" brand.

Review of the "Assure Platinum" booklet revealed
one procedure for cleaning and another
procedure for disinfecting the glucometer. Further
review of the manufacturer's booklet revealed to
clean and disinfect the glucometer "cleaning and
disinfecting can be completed by using a
commercially available EPA-registered
disinfectant detergent or germicide wipe. To Use @

F 880
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wipe, remove from container and follow product
label instructions to disinfect the meter . . . Many
wipes act as both a ¢leaner and disinfectant,
though if blood is visibly present on the meter,
two wipes must be uged; use one wipe to clean
and a second wipe to disinfect . . ."

Further review of the manufacturer's booklet
revealed "to clean the outside of the blood
glucose meter, use a lint-free cloth dampened
with soapy water or isopropyl alcohol (70-80%).
To disinfect the'meter, dilute 1 mL of household
bleach (5-6% sodium hypochlorite solution) in 9
mL of water to achleve a 1:10 dilution (final
concentration of 0.5-0.6% sodium hypochlorite).
The solution can then be used to dampen a paper
towel (do not saturate the towel). Then use the
dsmpened paper towel to thoroughly wipe down
the meter. Please note that there are
commerclally available 1:10 bleach wipes from a
varisty of manufacturers. With all the
recommended meter cleaning and disinfecting
methods, it is critical the meter be completely dry
before testing a resident's glucose level. Please
follow the disinfectant product label instructions to
ensure proper drying time."

Review of the undated blood glucose monitoring
policy provided by the facility and obtained from
the "Corporate” policy book, revealed “clean and
disinfect the bload glucose meter with a
disinfectant pad, following the manufacturer's
instructions. Contaminated blaod glucose
monitoring equipment increases the risk of
infection by such bloodborne pathogens as
hepatitis B, hepatitis C, and human
immunodeficiency viruses."

On 05/27/2021 at.7:48 A M, an observation was

F 880
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conducted with LPN 3. LPN3 was observed
wiping an "Assure" glucometer with a bleach
wipe. LPN3 laid the glucometer on the surface of
the medication cart without a barrier while
gathering additional equipment. When asked,
LPN3 did not know how long the glucometer was
to stay wet from the bleach wipe to ensure proper
disinfection. LPN3 proceeded to the Isolation unit
and placed the glucometer on top of the Isolation
supply cart. LPN3 did not place a barrier between
the surface of the isolation supply cart and the
“gisinfected” glucometer. LPN3 donnhed (put on)
personal protective equipment (PPE) in
preparatlon to enter the isofation unit, picked up
the glucometer, and entered the isolstion area. At
that time, LPN3 realized the resident, who was to
have the fingerstick blood glucose test, was out to
dialysis. LPN3 placed the glucometer on the
surface of the medication cart located in the
isolation unit without a barrier. LPN3 went into the
hallway to doff (take off) her PPE and placed the
glucometer on the surface of a cart in the hallway
without a barrier. LPN3 picked up the glucometer
and left the isalation unit and placed the
glucometer, without placing down a barrler, on
{he surface of the medication cart used for
residents not on isolation. LPN3 started to place
the glucometer in the medication cart without
disinfecting it after being on an Isolation unit when
the surveyor Intervened. During an Interview on
05/27/21 8t 7:48 AM, LPN 3 stated that she
should have used a barrier to place the
glucometer on. When asked how long the
glucometer was ta remain wet from the bleach
wipes to ensure disinfection, LPN3 did not know.

During an interview on 06/27/21 at 7:55 AM,
LPN2 was asked to demonstrate her procedure
for fingerstick blood glucose testing using the
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"Assure” glucometer. LPN2 sanitized her hands
with an alcohol-based hand rub (ABHR) and
wiped the glucometer with an alcohol pad. LPN2
then placed the glucometer on the surface of the
medication cart withaut a barrier. LPN2
proceeded to demonstrate how she would obtain
a blood sample from a resident and wipe the
glucometer with an alcohol wipe. LPN2 then put
the glucometer back in the medicine cart. LPN2
stated that her demonstration of how to "sanitize"
the glucometer was according to facllity pollcy.

Observation on 05/28/21 at 4:32 PM, revealed
Unit Manager 1 completing a blood glucese test.
Unit Manager 1 wiped the glucometer off with an
alcohol wips, then gathered his supplies and
entered a resident's room with the surveyor. Unit
Manager 1 placed the glucometer on paper
towels (a barrier) on the overbed table and went
to the sInk to wash his hands, put gloves on, and
proceeded to wipe the resident's finger with an !
alcohol wipe. Unit Manager 1 pricked the
resident's finger getting a blood sample and used
the glucometer to obtain a blood sugar level. Unit
Manager 1 put the glucometer in his pocket, left
the resident's room, put the glucometer in @
baskel of clean needles and aicohol wipes
located on the top of the medicine cart. Unit
Manager 1 did hot clean the glucometer before
placing it in the basket,

Observation on 5/28/21 at 5:07 PM, revealed Unit
Manager completing a blood glucose test. Unit
Manager 1 washed his hands and then wiped off
the glucometer with an alcohol wipe, gathered his
supplies, and entered another resldent room with
the surveyor. Unit Manager 1 placed the
glucometer on the overbed table on paper towels
used as a barrler and put on a pair of gloves. Unit

F 880
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Manager 1 wiped the resident's finger with an
alcohol wipe and pricked the resident's finger
obtaining a blood sample. Unit Manager 1 used
the glucometer to obtain a blood sugar level. After
completing the fingerstick blood sugar test, Unit
Manager 1 placed the dirty glucometer in the
basket on the medicine cart contalning clean
supplies of needles and alcohol wipes. During an
interview on 05/28/21 at 5:15 PM, Unit Manager 1
confirmed he always uses an alcohol pad to clean
the glucometer.
F8a3
1) Residents #36,#27,#73 and #35S were
: offered the pneumococcal vaccine
2) An audit was completed by nursing
management to identify any other residents
that were not offered the pneumacoccal
vaccine, Resldents identified were offered
: the vaccine
F 883 | Influenza and Pneumocacesl Immunizations F 883 3) Admissions director and licensed staff were
$S=E | CFR(e): 483.80(c)(1)(2) re-educated on the process for offering
§483.80(d) Influenza and pneumococcal pneumococcal vaccine by the
immunizations DON/designee. The DON/Designee will
§483.80(d)(1) Influenza. The facility must develop audit new admissions weekly x 1 month to
policies and procedures to ensure that- ensure processes is being followed
(1) Before offering the influenza immunization, 4) Results of audits will b .
each resident or the resldent's representative ults of audits will be revleu{ed in the
receives education regarding the benefits and monthly/Quarterly QAPI meeting. Any
potential side effects of the Immunization; discrepancies will be addressed
(i) Each resident is offered an influenza immediately and reeducation provid
immunization October 1 through March 31 A Y Rrevicen o
annually, unless the Immunization'is medically - )
contralndicated or the resident has already been 5) AOC date July 5*, 2021
limmuh\:ed during this time period, o :
¥ B l . ., " * 1
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(i) The resident or-the resident's representative
has the opportunity 1o refuse immunization; and
(iv)The resident's medical record includes
documentation that indicates, at a minimum, the
following:

(A) That the resident or resident's representative
was provided education regarding the benefits
and potential side effects of influenza
immunization; and

(B) That the resident either received the influenza
immunization or did not receive the influenza
immunization due to medical contraindications or
refusal,

§483.80(d)(2) Pneumococcal dissase. The facility
must develop policies and procedures to snsure
that-

(1) Before offering the pneumococcal
immunization, each resident or the resident's
representative receives education regarding the
benefits and potential side effects of the
immunization;

(ii) Each resident is offered a pneumococcal
immunization, unless the immunization is
medically contraindicated or lthe resident has
already been immunized;

(iii) The resldent or the resident's representative
has the opportunity to refuse Immunization; and
(iv)The resldent's medical record Includes
documentation that indicates, at @ minimum, the
following:

(A) That the resident or resident's representative
was provided education regarding the benefits
and potential side effects of pneumacoccal
immunization; and

(B) That the resident either received the
pneumococcal immunization or did not recelve
the pneumococcal immunization due to medical

_|
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contraindication or refusal.

This REQUIREMENT is not met as evidenced
by:

Based on recard review, interview, policy review,
and review of Centers for Disease Control and
Prevention (CDC) guidelines, the facility failed to
offer pneumococcal vaccines to four out of five
residents (Resident (R) 36, R27, R73, and R35)
reviewed for pneumacoccal immunizations out of
a sample of 20 residents. Failure to provide
pneumococcal vaccines increased the risk for
pneumococcal pheumonia, a type of bacterial
pneumonla, that s a comman cause of
hospitalization and death in the elderly.

Findings include:

Review of CDC pneumococcal guldelines
revealed "For adults 85 years or older who do not
have an immunocompromising condition,
cerebrospinal fluid leak, or cochlear implant and
want to receive PPSV23 ONLY: Administer 1
dose of PPSV23, Anyone wha received any
doses of PPSV23 before age 65 should receive 1
final dose of the vaccine at age 65 or alder,
Administer this last dose at least 5 years after the
prior PPSV23 dose. For adults 65 years or older
who do not have an immunocompromising
condition, cerebrospinal fluid leak, or cochlear
implant and want to recelve PCV13 AND
PPSV23; Administer 1 dose of PCV13 first then
give 1 dose of PPSV23 at least 1 year later. If the
patient already recelved PPSV23, glve the dose
of PCV13 at least 1 year after they recelved the
most recent dose of PPSV23, Anyone who
recsived any doges of PPSV23 hefore age 65
should receive 1 final dose of the vaccine at age
65 or older. Administer this last dose at least &
years after lhe prior PPSV23 dose. .,
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! have a functional call system resulted In

call systemn that relayed a call to a staff member
or to a centralized staff work area. The failure o

immediate jeopardy for 70 of the 74 residents in
the facility. Failure to have a functioning call
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Pneumococeal Vacclne Recommendations | CDC
Review of the facllity's policy titled,
"Pneumococcal Vaccinations Policies and
Procedures,” effective date of 02/2017, indicated
“all residents admitted to the facility will be given
the opportunity to receive the pneumococcal
vaceine per physician's order ...the vaccine
should be documented on the MAR."
i During an interview on 05/28/21 at 11:50 AM, the
| Regional Clinical Director verified that the
» immunization records for R36, R27, R73, and
l R35 were not available. The Regional Clinical
Director verified that medical records showed no F919
documentation if R36, R27, R73, and R35 were \ has b aired
offered, recelved, or declined the pneumococcal 1) The call light system has een, rep i
vaccine. P 2) Residents thatresided In f:fclluty were at risk for
F 818 | Resident Call System Foig| this deficient practice. Residents have
8S=L | CFR(s): 483.90(g)(2) functioning call lights..
3) staff have been re-educated by
§483.90(g) Resident Call System Administrator/designee on reporting
The facllity must be adequately equipped to allow : : Maintainence via TELS
residents to call for staff assistance through & malfunctioning issues to Maintainen
communication system which relays the call system. They have also been educated on the
directly to a staff member or to a centralized staff Importance of monitoring resident call lights.
e The Maintalnence director/Carekeepers will
§483.90(g)(2) Toilet and bathing facilitles, audit new panels and call light functioning 2x
This REQUIREMENT is not met as evidenced day 5x week x 2 months to ensure appropriate
bBy: d b tions, interview d record furictaning of systers
ased on observations, interviews, and reco - iewed In the
reviews, the facllity failed to have a functioning 4) Results of audits el L

monthly/Quarterly QAPI meeting. Any
discrepancies wilf be addressed immediately
and reeducation provided as needed

5) AOC date july 5*, 2021

|
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system had the likellhood to result in harm or
death as residents had no means 10 contact staff,

On 05/24/21 21 6:46 PM, the Administrator and
Director of Nursing (DON) were notified of an
jmmediate jeopardy at F919-L Resident Call
System. The immediate jeopardy began on
05/17/21 when the facility became aware that the
call system was not functioning.

The facility provided an acceptable plan for
removal of the immediate jeopardy on 05/26/21 at
10:51 AM. The removal plan included providing a
metal handheld bell to all residents cognitively
and physically capable of using it, assigned staff
members to continually monitor the halls for
residents ringing the bells and to check on each
resident at least every hour, and in-gerviced all
staff on the plan in place until the call system can
be repaired. The survey team valldated the
immediate jsopardy was removed through
observations, interviews, and review of inservice
records. The deficiency remained &t @ lower
scops and severlty of an "F" following the removal
of the Immediate jeopardy.

Findings Include:

On 05/24/21 at 11:14 AM, when asked about staff
response to the call lights, resident (R) 42 stated
the staff da not answer the call light because the
call light was not working. R42 stated that when
the button is pushed the light comes on but the
light goes out when the button Is no longer being
pushed. The call light was checked by the
surveyor and when pushed the light did not
activale. R42's roommate's light was also
checked and did not function. R42 staled the call
light had not functioned in a long time.
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Review of R42's admlsslion "Minimum Date Set
(MDS)" wilh an Assessment Reference Date
(ARD) of 04/01/21 revealed R42 had a "Brief
Interview for Mental Status (BIMS)" score of 14
oul of 15 Indicating he was cognitively intact,
Further review of this MDS revealed R42 required
supervision with bed mobility, transfers, walking,
dressing, eating. toilet use, and personal hygiene.

On 05/24121 at 11:36 AM, call lights in resident
rooms 1 through 43 and rooms 53 through 72 |
were tested with the assistance of the Director of |
Nursing (DON). On 05/24/21 at 12:15 PM, the call
lights in rooms 44, 45, 46, 47, 48, 49, 50, and 51
were tested with the assistance of the
Maintenance Supervisor (MS). The call lights did ¢
not function in 53 of 55 occupled resident rooms
and had the potentlal to affect 70 of the facilities
74 residents. At the time the lights were tested on
05/24/21, both the DON and MS verified the lights
were not functioning.

On 05/24/21 at 11:39 AM, R8 stated "sometimes
the call light works and sometimes it doss not."
R8 stated most of the time it did not work and
when it did work it was so dimly lit over the door
the staff could not tell it was on. On 05/24/21 at
11:39 AM, when tested by the surveyor, R8's call
light would go on while the button was actively
being pushed and then would immediately go off
when it was not belng pushed. The light over the
door in the hall was very dim and it was hard to
tell it was on.

Review of R8's quarterly "Minimum Data Get
(MDS)" with an Assessment Reference Date
(ARD) of D2/18/21 revealed R8 had a "Brief -
Interview for Mental Status (BIMS)" score of 15
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out of 15 indicating she was cognitively intact,
Further review of this MDS revealed R8 required
extensive assistance for bed mobllity, dressing,
toilet use, and hygiene. R8 was dependent on a
wheelchair for locomotion.

On 05/24/21 at 11:53 AM, when the door 10 R54's
room was opened to check his call light, R54
stated he had been ringing a handheld bell for an
hour, and no one had come because someone
closed the door, and no one could hear the bell.
R54 was in bed and wanted to get up in his chair.
R54 stated the staff had given him the bell that
day although the call light had not worked for six
weeks.

Review of R54's quarterly "Minimum Data Set '
(MDS)" with an Assessment Reference Date
(ARD) of 04/14/21 revealed a "Brief Interview for
Mental Status (BIMS)" of 13 Indicating he was
cognitively Intact. R54 required extensive
assistance for bed mobllity, transfers, dressing,
toilet use, and psrsonal hygiens. R54 was
dependent on a wheslchair for locomotion, R54's
diagnoses on this MDS inciuded paraplegia and
pressure ulcers.

While going from room 1o room checking the call
lights on 05/24/21, the DON stated the facility

had given some resldents bells a couple of weeks
ago because they found some rooms where the
lights did not function. The DON stated she knew
some of the lights did not function but did not
know it was so widespread.

On 05/24/21 at 10:42 AM, R48 stated his call light
did not work. R48 stated that he must wait untll
someone comes in before he gets help. R48 id
not have a handheld bell In his room.; The call
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light for both beds in the room were tested at that
time and neither one functioned.

Review of R48's quarterly "Minimum Data Set
(MDS) with an Assessment Reference Date
(ARD) of 04/02/21 revealed a "Brief Interview for
Mental Status (BIMS)" of 15 out of 16 indicating
he was cognitively intact. Further review of this
MDS revealed R48 required supervision with
dressing, eating, tollet use, and personal hyglene.
R48 was hot steady with tranefers and walking
and required the use of a walker for ambulation.

On 05/24/21 at 11:14 AM, R4 stated his call light \
did not work and he was given a handheld bell to
ting. R4 stated when he rings the bell "no one
ever answers it."

Review of R4's quarterly “Minimum Data Set
(MDS)" with an Assessment Reference Date
(ARD) of 02/12/21 revealed a "Brief Interview for
Mental Status (BIMS)" of 15 out of 15 indicaling
he was cognitively intact. Further review of this
MDS revealed R4 required extensive assistance
with bed mobllity, dressing, tollet use, and
personal hyglene; limited assistance with
transfers; he was not steady with transfers and
required 8 wheelchair for mobility.

On 05/24/21 at 11:30 AM, R80's call light was
checked and did not function. RB0 had a bell in
her room and when she was asked about the bell,
she stated she did not know why she had it.

Review of R60's quarterly "Minimum Dala Set
(MDS)" with an Asscssment Reference Date
(ARD) of 04/16/21 revealed a "Brief Interview for
Mental Status (BIMS)" of 9, indicating moderately
Impalred cognition. Further review of this MDS | . |
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revealed R60 required extensive assistance with
bed mobllity, transfers, dressing, eating, tollet use
and personal hygiene, R60 was not steady with
standing and transfers and utilized a wheelchalr
for mobility.

During an Interview on 05/24/21 at 11:26 AM,
when R34 was asked where her call light /bell
was, she stated )l "doee not matter they do not
come." When asked who is they? Resident
indicated "the people to help me [staff] they do
not come.” There was no bell observed in the
R34's room and the call light did not worl.

Review of R34's admission "Minimum Data Set
(MDS)" with an Assesament Reference Date
(ARD) of 03/18/21 revealed a "Brief Interview for
Mental Status (BIMS)" of 89 indicating she was
not cognitively intact. Further review of this MDS
revealed R34 required supervision for bed
mobility, transfers, dressing, toilet use and
personal hyglene; she was not steady during
transfers and walking; and she used a walker as

"a mobillty device.

Staff Interviews regarding staff awareness of how
lahg the call lights were not functioning revealed
the following:

On 05/24/21 at 2:09 PM, Licensed Practical
Nurse (LPN) 1 stated she was aware the light had
not been functioning and when ask what she
does about it she stated she gives them another
call cord or a handheld bell.

On 05/24/21 al 2:12 PM, Certified Nursing
Assistant (CNA) 2 stated she knows the call lights
were not working and she stated she checks on
the residents continuously.

F 919
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On 05/24/21 at 2:13 PM, LPN 2 stated she knew
certain call lights do not work and she makes
rounds ta checlc on her residents and they now
have bells.

On 05/24/21 at 2:17 P\, CNA 1 stated that the
call light system has not worked for at least eight
weeks.

On 05/24/2'1 at 3:38 PM, the Adminlstrator stated
that on 05/17/21 staff completed a 100% check of |
the call system and identified seven (7) rooms !
with non-functioning call lights. Ths Administrator
stated two of the residents were relocated and
the other residents in the affected rooms were
provided with a handheld bell. The Administrator
stated that since identifying the nonfunctioning
call lights on 05/17/21, no monitoring of the call
system had been in place and administration was
relying on staff to tell them if the call fights were
not functioning properly.
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