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F 000| tnitial Comments Fooo |[FOOO The facility sets forth the
following plan of correction to
An unannounced biennial State Licensure gn’italn "21 ?:orgpllalnce with all dat
- ate and Federal recommendations. 1/7/2022
inspection was conducted on 12/20/21. The facility has taken or will take
Corrections are required for compliance with the the following actions set forth in th
Virginia Rules and Regulations for the Licensure plan of correction which constitqte%
of Nursing Facilities. the facilities statement of compliance
All statements of defeciency sited
The census in this 28 bed facility was 22 at the Phav?i bteerg %r_ W':' lcnlehcompleted by
time of the survey. The survey sample consisted XU I Lo LTS
of three current resident reviews (Residents # 1
through 3).
12VAC5-371-250 (B.3.)
F Q01 mpli F QD1 F 001 Care Plan for Resident #2 was updated 1/30/22
Non Compliance 12/21/2.2 with information from the most
. i . recent rulti-disciplinary care plan meeting
The facility was out of compliance with the held Sep:e{nber zg.zogJ. lln?:Iudl[llg family
1 i H - representative and resigent. Family
following state licensure requirements: r%%u%md no changes in generalf plan but
added a change in physictan preferance.
i < i . An in-house audit of all care plans for the
This RL!I.'E' I8 not met as e\{ldenceq by: Carlyle unit was conducted by the DON
The facility was not in compliance with the and reviewed by office assistant Anni
following Rules and Regulations for the Licensure ‘;‘;‘::°,;}:,,ﬁ"52.‘32352§";§,’3:g"2, Eg&eor}ad a
of Nursing Facilities. ganuary in 23?2. A CarehPIarflflog has
een created for use by the office
i Assistant and DON to review and double
12VA05-371-2§0 {B. 3.) Resident assessment check for scheduling during  designated
and care planning monthly meeting on the first Thursday of
every month, All care plans have been
- : scheduled for 2022 and will be verified
Based on clinical record review and staff each month on the Care Plan log kept in
interview, the facility staff failed to ensure a care lzhe l?tQN ofﬁcfhland ﬁﬂjﬂ;\red by the same
plan was reviewed and revised for one of 3 kit b bl Lt Bl I
residents in the survey sample, Resident #2. in poini-ciick-care on a quarterly basis to
assure no gaps in care, The total process
L , will be on-going, however the
Findings include: implernentation will be complete by
1130/22.
Resident #2 was admitted to the facility on
06/11/18. Diagnoses for Resident #2 included, 116122
but were not limited to: high blood pressure, B12
deficiency, chronic pain, bell's palsy, cataracts,
hypothyroidism and major depressive disorder.
The facility's assessment tool documented the
resident as alert and oriented to person and place
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F 001

Continued From page 1

and totally dependent upon staff for most all
ADL's [activities of daily living].

During the clinical record review on 12/20/21,
Resident #2's care plan was reviewed. The most
current care plan in the resident's EMR
[electronic medical record] was last updated in
January of 2020,

At approximately 2:00 PM, the DON [director of
nursing] was asked for the most current care plan
for Resident #2. The DON stated that she would
look for it.

At approximately 3:00 PM, the DON returned and
presented a "care plan meeting sign-in sheet"
dated 06/28/21 and stated this was all she had.
The DON stated that when care plan meetings
are completed, the care plan in the EMR should
be updated to reflect the review and any changes.
The documentation included the names of
attendees and notes, which documented, “eating
well, no dislikes, prefers orange juice, dislikes
bath but better with shower bed..." The care plan
did not include any interventions or measurable
objectives and timetables to meet the resident's
needs for care and treatment.

The DON stated the above information was kept
in her office, not the resident's clinical record and
had not been added to the resident's care plan.
The DON was made aware that the resident's
care plan had not been updated in over a year,
and January 2022 would make two years that the
care plan had not been updated. The DON
stated that she was behind.

No further information and/or documentation was
presented prior to the exit conference on
12/20/21 to evidence that the resident's care plan
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F 001 Continued From page 2 F 001 12VAC-371-250 Resident assessment and care planning
had been reviewed and revised in a timely Care plan for resident #3 admitted on 3/2/21was
manner. updated on 1/6/22 using data gathered in
previous quarters care plan meetings 3/5/21,
8/10/21 and 11/19/21 and attended by resident,
. son and daughter-in-law. Resident added to new
12VAC-371-250 (G, H) Resident assessment and “care plan pr%cess“ and "care plan log" for 116122
care planning monitoring by management and supervisory team
to insure continued compliance. Next care plan
Based on staff interview, and clinical record ";fe““g Pi’l‘%‘s,lc,“fd”'e" :0' 4’1;’"5263“‘9'““’ |
H 1P . change: all initial care plans will be documente
review, the fgmllty failed to develop a . in medical record within 24 hours of admission
com.prehenswe care plan for one of 3 residents, after initial conference with family and resident,
Resident #3. This will be documented on the Care plan log for
review by team.
The Findings Include:
Resident #3 was admitted to the facility on 3/2/21.
Diagnoses for Resident #3 included;
Hypertension, atrial fibrillation, hypothyroidism,
and scoliosis. Resident #3 was assessed as
being cognitively intact.
On 12/20/21 Resident #3's clinical record was
reviewed. There was no evidence that a
comprehensive care plan had been developed
since admission.
On 12/20/21 at 11:30 AM the director of nursing
(DON) was interviewed. The DON said she may
have Resident#3's care plan her her office and
would go check.
On 12/20/21 at 12:30 PM the DON presented
three care plan meetings sheets regarding
Resident #3 and said that the care plans were not
developed because of being behind in getting the
care plans done "and that's on me."
The care plan meeting sheets were reviewed and
indicated meetings were held on 3/5/21, 8/10/21,
and 11/19/21 for Resident #3 and concerns were
documented. However, concerns were not
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i 12VACS-371-300 (I.) Pharmacy Services
gl T Sl D F 001 All Pharmacy Sen(fit):e recomm{zndations for past 3
developed into care plans with problem, goals, months wilt be reviewed by DON and Physician
and interventions. Director to determine that all have had response
and are filed in medical records, This review will
. . . 9 . include all recommendations for all residents of the
No cther information was provided prior to exit Carlyle. A Pharmacy Recommendations Log is
conference on 12/20/21. being developed to track incoming
recommendations, distribution by date, and
response follow-up. This log will be maintained by
: the DON and monitored by the Health and
12VAC5-371-300 (1) Pharmacy Services Wellness Coordinalor on : monthly basis. The Laliee
process will be maintained on an on-going basis
Based on clinical record review and staff and the log will be complete and in place by
interview, the facility staff failed to ensure 1/30/22.
pharmacy recommendations were completed for
one of 3 residents in the survey sample, Resident
#2.
Findings include:
Resident #2 was admitted to the facility on
06/11/18. Diagnoses for Resident #2 included,
but were not limited to: high blood pressure, B12
deficiency, chronic pain, bell's palsy, cataracts,
hypothyroidism and major depressive disorder.
The facility's assessment tool documented the
resident as alert and oriented to person and place
and totally dependent upon staff for most all
ADL's [activities of daily living).
During the resident's clinical record review, the
resident's pharmacy recommendations were
reviewed. Resident #2 had a pharmacy
recommendation dated 10/15/21. The pharmacy
recommendation documented, "...currently
receiving...Haloperidol 0.5 milligrams (Began
11/30/20). Within first year...facility must attempt
a GDR [gradual dose reduction]...unless clinically
contraindicated...the physician has documented
the clinical rationale...if appropriate, please
consider a GDR at this time...please document
rationale...(prescriber's response...physician
STATE FORM 6888 KMs811 It continuation sheet 4 of 8
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F 001 | Continued From page 4 F 001

signature)...”

A pharmacy recommendation dated, 10/15/21
documented, "...resident is currently
receiving...Buspirone 15 mg (Began
10/07/19)...Citalopram 10 ml [10 mg/5 mi=20
mg]...facility must attempt a GDR [gradual dose
reduction]...unless clinically contraindicated...the
physician has documented the clinical
rationale...if appropriate, please consider a GDR
at this time...please document rationale...
(prescriber's response...physician signature)..."

The resident’s clinical records were further
reviewed and did not evidence that a GDR had
been attempted for Resident #2 for any of the
medications listed above or that the physician had
been informed of the recommendation. There
was no documentation in the resident's clinical
records regarding these pharmacy
recommendations from October 2021 to present
[12/20/21], and no documentation that the
recommendation was addressed by the DON or
the physician.

The DON [director of nursing] was interviewed at
3:00 PM on 12/20/21 regarding the location of
completed pharmacy recommendations. The
DON stated that they [pharmacy
recommendations] are sent to her via computer,
she in turn will then send to the appropriate
physician or put in the "house" physician's box
and after that, they are sent to medical records
department to be put into the resident's chart.
The DON was asked who was checking to make
sure that the recommendations are actually seen
by the physicians and followed up on. The DON
stated, "l don't know, | haven't been checking
them."
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i 12VAC5-371-360 (E.10.} Clinical Records
P (el e page 5 F 001 Subsequent to the(devel)opment of the
The DON stated that she did not know if these Pharmacy Recommendations Log. 8 2
recommendations had been sent to the physician gggfr:e“:'lltb;;“::;’i‘r’;dﬁz;fg:lg'r'r‘::’r;zgon
or had been followed up on. A policy was , of the physician(s) will be maintained- one
requested from the DON on pharmacy services. copy will be submitted to pharmacy, the
second will be kept in the log book
The policy was presented and reviewed. The housed in the DON office, while the
policy titled, "Pharmacy Consultant" documented, ;‘?&?:;I‘::‘cgﬁi:”:;gﬁgrcgﬁw;g the
“...engagg the semces ofa I'ce.nsed consulting ensure no missed recommendations, an
pharmacist...provides consultation on all audit will be completed quarterly by the
aspects...of pharmacy services.. Reviews each nursing supervisor comparing log data
medication of all residents in the and documents filed in medical records.
facility...contraindications...periodic reductions The process will be on-going and the inital
attempted...d. Reports any irregularities, issues LEas s LUK 225 WL
or problems to the resident's physician and the
director of nursing services. e, Ensures that
these reports are acted upon...2. ..make sure:
a. All recommendations are acted upon. b. All
of the recommendations are reported to the
residents' physicians. ¢. There is documentation
in the residents’ charts that notification and follow
up occurred..."
The DON stated that she couid not explain why
this wasn't done, but stated that she had not been
checking to see if they were completed or acted
upon by the physician.
No further information or documentation was
presented prior to the exit conference on
12/20/21 to evidence that pharmacy
recommendations were acted upon and
documented on in the resident's clinical record.
12VAC5-371-360 (E. 10.) Clinica! records
Based on clinical record review and staff
interview, the facility staff failed to ensure a
complete and accurate clinical record for one of 3
residents in the survey sample, Resident #2.
STATE FORM 6899 KM5811 It continuation sheet 6 of 8
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Continued From page 6

Findings include:

Resident #2 was admitted to the facility on
06/11/18. Diagnoses for Resident #2 included,
but were not limited to: high blood pressure, B12
deficiency, chronic pain, bell's palsy, cataracts,
hypothyroidism and major depressive disorder.

The facility's assessment tool documented the
resident as alert and oriented to person and place
and totally dependent upon staff for most all
ADL's [activities of daily living].

On 12/20/21, the resident's clinical record was
reviewed for pharmacy medication
reviews/recommendations. None were located in
the resident's chart [EMR/electronic medical
record or paper chart].

At approximately 2:30 PM, the DON [director of
nursing] was asked for the above information for
Resident #2. The DON stated that they are
supposed to be in the resident’s paper chart
under the "consults" tab. The DON was made
aware that the resident's clinical records were
reviewed and none were found, The DON stated
that she would attempt to find the requested
information.

At approximately 3:10 PM, the DON returned with
pharmacy reviews and recommendations. The
DON stated that they are sent to her in the
computer and she will print them off, give to the
physician and then medical records will put them
in the chart. The DON stated that these had not
been part of the resident's clinical record.

No further information and/or documentation was
presented to evidence that the resident's

¥ 001
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pharmacy reviews and pharmacy
recomimendations were in the resident's clinical
record.
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{F 000} Initial Comments {F 000}
An offsite paper revisit survey was conducted on
1/30/22 for all previous deficiencies cited on
12/20/21. All deficiencies have been corrected.
The facility is in compliance with all regulations
surveyed.
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