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An unannounced Medicare/Medicaid abbreviated
and Focused Infection Conirol survey was
conducted 02/23/22 through 02/25/27. Five
complaints (VA0D054314- substantiated with
deficiency, VAD0054008- unsubsiantiated with no
deficiency, VAG0054356 - subslantialed with
deficiency, VA00052758 substantialed with
deficiency and VA00054044- substantiated with
deficiency), were Investigated during the survey.
Correclions are required for compliance with 42
CFR Part 483 Federal Long Term Care
Requirements.

The census in this 120 certified bed facility was
107. Of the 107 current residents, there were no
residents posilive for the COVID-19 virus, The
survey sampie consisled of twelve current
resident reviews and two closed record reviews
FF 656 . Develop/lmplement Comprehensive Care Pian
CFR({s): 483.21(b)(1)
§483.21(b) Comprehensive Care Plans
§483.21(b){1} The facility must develop and
implement a comprehensive person-centered
care plan for each resident, consistent with the
resident rights set forth at §483.10(c)(2) and
§483.10(c}(3). that includes measurable
objectives and timeframes {0 meet a resident's
medical, nursing, and mental and psychosocial
needs thal are identified in the comprehensive
assessment. The comprehensive care plan must
' describe the following -
(i) The services that are lo be furnished to attain
| or maintain the resident's highest practicable
physical, mental, and psychosocial well-being as .
, required under §483.24, §483.25 or §483.40; and .
" (i)) Any services that would otherwise be required

F 000

F 656
Tag F656 - Develop and Implement Care

Plan

1. Restdent #12,#2, #11,#1,and # 5 care

plans were revicwed on 3/16/22 by the

MDS coordinator to validale accuracy

Resident # 4 and Resident # 10 no longer

reside at the facility.

Resident care plans related to Medications

and Treatments were reviewed by the

MDS coordinator.

3. The DON or designee re-educated the
Iicensed nurses on the development and
implementation of care plans.
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F 656 Continued From page 1
under §483,24,'§483.25 or §483.40 bu! are not
pravided due to the resident’s exercise of rights
under §483.10, including the right to refuse
treatment under §483.10(c)(6).
(i) Any specialized services or specialized
rehabilitative services the nursing facility will
provide as a result of PASARR
recommendations. Il a facility disagrees with the
findings of the PASARR, it must indicate ils
rationale in the resident's medical record.
{iv)in consultation with the resident and the
resident's representative(s)-
{A) The resident's goals for admission and
desired oulcomes,
(B) The resident’s preference and potential for
future discharge. Facililies must document
whether the resident's desire to return to the
community was assessed and any referrals to
tocal contact agencies and/or other appropriate
entities, for this purpose.
(C) Discharge plans in the comprehensive care
plan, as appropriate, in accordance with the
requirements set forth in paragraph (c) of this

section.
This REQUIREMENT is not met as evidenced

by:

Based on siaff interview, resident interview,
clinical record review, facilily document review,
and in the course of a complaini investigation, it
was delermined thal the facility staff failed to
develop and/or implement the comprehensive

_care plan for 7 of 14 residents in the survey
sample, Residents #12, #4, #2, #11, #1, #10, and

#5.

The findings include:

; 1. For Resident #12, the facility staff failed to

F 656 4. Thc DON or designee will review new
resident care plans weekly times 4 woeks,
The Administrator will submut audit
findings 1o the QAP commitice for review
and further reconumendations.

The facitity’s alleged date of compliance
will be April 4, 2022

“n

41412022
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F 656 Continued From page 2
implement the comprehensive care plan
regarding wound treatments.

Resident #12 was admitted to the facility on
4/27115 and had the diagnoses of, but not limited
lo, pressure injury. On the most recent MDS
{minimum data set), a quarterly assessment with
an ARD (assessment reference dale) of 12/17/21,
the residant scored 7 out of 15 on the BIMS (brief
interview for mental status, indicating the resident
was severely cognitively impaired for making daily

decisions.

A review of the clinical record reveaied the

following:
-A physician's order dated 12/2/21 for "Apply skin

: prep (1) 1o right heel daily and PRN (as needed)
every night shifl for preventive." Areview of the
December 2021 MAR and TAR (Medication

- Administration Record and Treatment
Administration Record) revealed there was no

, documentation it was completed on 12/10/21,
2/10/22 and 2/17/22.

- A physician's order dated 12/7/21 for "Cleanse

; wound to sacrum with wound cleanser, pat dry,
apply skin prep to area. apply calcium alginate (2)
and optifoam (3) dressing every 3 days and PRN

- every day shift every 3 day(s} for wound care." A
review of the December 2021, January 2022 and

; February 2022 MAR and TAR revealed there was

' no documentlation it was compleled on 12/13/21,

L 12/22/21, 12/25/21, 1/3/22, 119/22, 1118122,

! 1124122, 1/27/22, 1130122, 2/5/22 and 2/20/22. i

! Areview of the comprehensive care plan
1 revealed the following: “4/28/15 .. At risk for
: alteralion in skin integrity relaled to: impaired f
, mobility, impaired cognition, incontinence !
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" ...Provide preventative skin care routinely and prn
... 10114721 .. Resident has pressure uiger lo
coccyx related to immobility ... Administer
treatment per physician orders.”

On 2/24/22 at 10:35 AM an intlerview was
conducted with LPN #1 (Licensed Practical
Nurse). When asked what it means if areas were
blank on the MAR or TAR, he siated, “That
means it wasn't done. It wasn't clicked off in
[name of electronic health record].” When asked

+ if that means that the care wasn't provided, he '

! stated, "Yes." When asked if the care plan

' documenied to administer medications or
treatments as ordered, and the MARSs or TARs
evidenced the medications or ireaiments was not
done, if the care plan was followed, he stated, "It
wasn't adhered to. It wasn't done. It wasn'
carried out, |t wasn'tinitiated. It wasn' started.”

, The facility policy, “Interdisciplinary Care

* Planning” was reviewed. This care plan

' documented, "The patient's care planis a

: communication tool that guides members of the
interdisciplinary healthcare team in how to meet

. each individual patient's needs. It also identlifies
the types and methods of care thal the patient

: should receive....Once the care plan is

' developed, the staff must implement the

_interventions identified in the care plan."

On 2/24/22 al 4:45 PM, ASM #1, ASM #2, and
ASM #3 (Administrative Staff Member) the

| Administrator, Director of Nursing, and Regional

- Quality Consullant, respectively, ware made
"aware of the findings. No further information was :

provnded by the end of the survey. [

i' References:
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1. Skin Prep - "Aliquid protective barrier wipe
designed to form proteclive film o reduce friclion
during removal of tapes and films as well as prep
skin for drainage tubes, external catheters,
surrounding ostomy sites and adhesives
formulated to help skin breathe so tape and film
adheres better indicated for use on intacl skin
only."

" Information obtained from
https://www.medline.com/jump/product/x/Z05-PF
32716#mrkDocumentation

2. "Alginate wound dressings are non-woven,
_non-adhesive pads and ribbons composed of
natural polysaccharide fibers or xerogel derived
from seaweed. On contact with exudate, these
dressings form a moist gel through a process of
ion exchange. They are soft and conformable,
" easy (o pack, tuck or apply over irregular-shaped
: wounds. Indicated for wounds with moderate to
i heavy exudate, such as pressure ulcers, infected
: wounds and venous insufficiency ulcers.
Alginates generally require a secondary
dressing."
Information obtained from
hitps://www.woundsource.com/product-category/

dressings/alginates

3. Optifoam dressing - "Optifoam® Adhesive is a
hydropolymer, adhesive foam island dressing that
: is waterproof and has a high fluid-handling
i capacily. Improved thin film backing for longer '
{ wear time." '
! Information obtained from _
i https:/fwww . woundsource.com/product/optifoam- :

: adhesive
I

If continuation sheel Page 5 of 158

Facilily ID: VAD154

FORM CMS-2567(02-99) Previous Versions Obsolele Even! ID:9GY 111



DEPARTMENT OF HEALTH AND HUMAN SERVICLES

PRINTIZD. 03/08/2022
FORM ARPROVED
QMB NO . 0938-03491

CENTERS FOR MEIHCARE & MEDICAID SERVIGFES
’-STI\TEMENY OF DFFICIENCIES (X1) PROVIDERISUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SUKVCY
AND PLAN OF CORRICTION IDENTIFICATION NUMBER O COMPLETED
C
495283 BiWING 02/25/2022
NAME OF PROVIDER OR SUPPLIER SYREE [ ADDRESS, CITY, STATE, ZIP CODE
PROMEDICA SKILLED NURSING AND REHAB (IMPERIAL 1719 BELLEVUE AVENUE
( ) RICHMOND, VA 23227
(X431 SUMMARY STATEMENT OF DEFICIENCIES o} PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {CACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQO THE APPROPRIATE OATE
DEFICIENCY)
F 656.

F 656 Conlinued From page 5
2. For Resident #4, the facility staff failed to
implement the comprehensive care plan
regarding wound {reatments.

Resident #4 was admilted lo the facility on
6/198/14 and was discharged on 8/8/21. Resident
#4 had the diagnoses of but not limited to multiple
sclerosis, peripheral vascular disease, and
pressure injury. On the mos! recent MDS
(Minimum Data Set) o quartcrly assessment with
an ARD (Assessment Reference Dalte) of 6/1/21,
the residenl scored a "99" ol of 15 on the BIMS

. (brief interview for mental status), indicaling the

- resident was unable to complele the interview for '
cognitive status due to being severely cognitively
impaired for making daily decisions. t

A review of the clinical record revealed the
following:
- A physician's order dated 6/14/21 for “Sacrum -

- cleanse with normal saline, apply small amount of ¢
hydrogel (1) and puracol (2) plus to any open
area, cover with dry prolective dressing. Change
every shift and prn (as needed) if dressing

- becomes soiled, wel, or removed, as needed for
skin alteration.” A review of the June 2021 MAR
and TAR (Medication Administration Record and
Treatment Administration Record) revealed there
was no documentation that it was completed on
day shift on 6/17/21, day evening or night shift on
6/18/21, evening shift on 6/19/21, day or evening

' 6/24/21, and night shift on 6/25/21.

- A physician's order dated 6/16/21 for "Clean
area lo bottom right foof with NS (normal saline)

- and apply skin prep (3) q (every) shift for wound
care." Areview of the June 2021 MAR and TAR

,. revealed there was no documentation that it was

shift on 6/20/21, day shift on 6/24/21, day shift on _

i
[
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F 656 Continued From page 6
' completed on day shift on 6/17/21, day, evening
or night shift on 6/18/21, evening shift on 6/19/21,
day or evening shifl on 6/20/21, day shifl on
" 6/24/21, and day shift on 6/29/21.

- A physician's order dated 6/29/21 for "Right foot
skin prep every shift for wound freatment.” A
review of the July 2021 MAR and TAR ravealed
lhere was no documentation it was completed on
night shift on 7/4/21, day shift on 7/11/21, evening
shift on 7/18/21, and day shift on 7/21/21.

: - A physician's order daled 7/14/21 for "Sanlyl (4)
Ointment 250 unit/gram (Collagenase). Apply to
right fool lopically every day shift every Mon
(Monday), Wed (Wednesday), Fri (Friday) far
wound, clean with NS, apply Santy! and cover

. with foam dressing." A review of the July 2021
MAR and TAR revealed there was no

" documentation it was completed on 7/16/21,

- 7421421, and 7/23121.

« A review of the comprehensive care plan
revealed the following: 1"2/3/14 __At risk for

" alleration in skin integrity refaled to: impaired

; mobility, altered cognition, MS (multiple scierosis)

' and incontinence...Administer treatment per

* physician orders ...3/1/21 ...Open area at the
sacrum related to: impaired mobility,

- incontinence, nutritional deficit ...Administer

. treatment per physician orders ...6/16/21 ._Area

- to bottom of right foot... Administer treatment per

; physician orders.”

l-" On 2/24/22 at 10:35 AM an interview was

i conducted with LPN #1 (Licensed Practical

, Nurse). When asked what it means if areas were
blank on the MAR or TAR, he stated, "That

;’ means it wasn't done. it wasn' clicked off in

|
|
|

]
1
H
t
|
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F 656 Confinued From page 7

[name of electronic heaith record].’ When asked
if that means that the care wasn't provided, he

. slated, "Yes." When asked if the care plan

. documented to administer medications or
treatments as ordered, and the MARs or TARs
evidenced the medicalions or lreatments was not
done, if the care plan was followed, he stated, "It
wasir't adhered to. It wasn't done. [t wasn't

" carried out. It wasn't initiated. It wasn't started.”

" On 2/24122 at 4:45 PM, ASM #1, ASM #2, and

' ASM #3 (Administrative Staff Member) the
Admrnlslrator Director of Nursing, and Regicnal
Ouahly Caonsultant, respectively, were madea

: aware of the findings. Na further information was

- provided by the end of the survey.
*COMPLAINT DEFICIENCY

References,

1. "Hydrogel dressings are in many respects
“ideal for wound dressings. When applied to dry
i wounds, as well as sloughing or necrotic wounds,
' they can make and keep them clean by :
promoting the removal of infected or necrolic :
: tissue via autolysis. Hydrogel dressings keep the
wound warm, moist, and close. Also, they da not
react with or irritate tissue. When applied, they do
not adhere to wound surfaces and allow
metabolites to pass freely. These dressings heip
| provide a cooling effect on the wound, which
makes them very pleasant for patients."
' Information obtained from
https /fwww.news-medical.net/heaith/Hydrogel- Dr

| essings.aspx ;

| 2. “Puracol is a primary wound dressing for all
i drainage types. Puracol is a highly absorbent

.'
|
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F 656 - Continued From page 8
material that converis to soft, gel sheel that stays
in contact with wound bed as it absorbs exudate.
Puracol fealures 100% pure native collagen,
helps restore chemical balance in the wound bed,
absorbenl coliagen sheels manage wound
moisture, and gel sheet stays in contact with
wound bed as it absorbs exudate.”

Information obltained from
hllps:/lwww.allegromedical.comlproducls!puracol
collagen-microscaffold-wound-dressing/

~3. Skin Prep - “Aliquid protective barrier wipe
designed to form protective film 1o reduce friction
diring reamnval of tapes and films as well as prep
skin far drainage tules, external catheters,

. surrounding ostomy sites and adhesives
formuiated to help skin breathe so tape and film

' adheres better indicated for use on intact skin
only."
information obtained from
https./fwww.medline.comfjump/product/x/Z05-PF

32716#mrkDocumentation

4. Santyl - "Collagenase SANTYL Ointment

. ("SANTYL") is indicated for debriding chronic
dermal uicers and severely burned areas.”
Information obtained from https://santyl.com/hcp

3. The facilily staff failed to implement the care
' plan to administer medications as ordered for '

| Resident #2.

Resident #2 was admitted to the facility with
diagnoses that included but were not limited to
| chronic pain syndrome, hypertension and

)

| gastroesophageal reflux disease.
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On the most recenl MDS {minimum data set), a
quarierly assessrent with an ARD (assessment
reference date) of 1/22/2022, ihe resident scored
13 out of 15 on the BIMS (brief interview for
mental status), indicating the resident is
cognitively intact for making daily decisions.
Section J documented Resident #2 receiving
scheduled pain medications. Section N
documented Resident #2 receiving antianxiety,
_antidepressant and opiod medications,

On 2/23/2022 at approximately 12:05 p.m., an

. interview was conducled of Resident #2 in her
room. Resident #2 stated that there were
occasions where they did not receive their
scheduled medications and times when the
medications were not given until the next shift.
Resident #2 stated that the evening nurse on
2/13/2022 had waiked out, and they had not
received any medications for the evening shift

- and had to wait for the night shifi to come in to
get medications. Resident #2 stated that was not
the only time they had not gotten their
medications and had received them on the next

shift.

* The comprehensive care plan for Resident #2
documented in part, "Pain related to
polyneuropathy, chronic pain syndrome. Date

- Initiated: 10/18/2021, Al risk for changes in mood

‘it {related to) depression. Date Initiated:

- 10/18/2021 and Sleep cycle issues. Date

" Initiated: 10/18/2021...Administer medications as

., ordered, Date Initiated: 10/18/2021...Cardiac
disease related o Hypertension, Date Initiated:

1 10/18/2021, Gl (gastrointestinal) distress rit

: GERD (gastroesophageal reflux disease), Date

i Initialed: 10/18/2021 and Has/At risk for

Facility tD: VAO154
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respiratory impairment related {o asthma. Date
Initiated: 10/18/2021 .. Administer medications as
ordered. Date Initiated: 10/18/2021.. Bowel
Elimination Alteralion; Constipation Bowel
ihconlinence at times. Datg Initiated: 02/04/2022
~.Adrinisler medications per physician order &
observe effecliveness. Date initialed:

02/04/2022.."

The eMAR (electronic medication adminisiration
record) for Resident #2 dated 2/1/2022-2/28/2022
failed to evidence the following medications
adminisiered on the foliowing dates and times;

i - "Lactulose Sclution 10 gm/15 ml. Give 15 m! by ;
mouth at bedtime for bowel regimen.” On
2/4/2022 at 9:00 p.m. and 2/13/2022 at 9:00 p.m., ,

, - "Senna Laxative Tablet 8.6 mg Give 2 tablet by
mouth at bedtime for constipation may hold if
experiencing loose slools." On 2/4/2022 at 9:00
p.m. and 2/13/2022 at 9:00 p.m,

- "Colace Capsule 100 mg Give 100 mg by mouth
two times a day for conslipation.” On 2/4/2022 at
8:30 p.m. and 2/13/2022 at 8:30 p.m.,

* - "Hydroxyzine HCL tablet 25 mg Give 1 tablet by
mouth two times a day for itch." On 2/4/2022 at
8:30 p.m. and 2/13/2022 at 8:30 p.m., .
- "Metoprolol tartrate tablet 25 mg Give 1 tablet by
mouth two times a day for HTN." On 2/4/2022 at -
8:30 p.m. and 2/13/2022 at 8:30 p.m.,

- "Mucinex Tablel exlended relcase 12 hour 600
mg Give 600 mg by mouth iwo times a day for
congeslion.” On 2/4/2022 at 8:30 p.m. and

 2/13/2022 at B:30 p.m.,

- "Gabapentin Tablet 600 mg 2 tablet by mouth

‘three limes a day for neuropathic pain.” On
2/4/2022 at 8:30 p.m., 2/10/2022 al 2;00 p.m. and

. 2/13/2022 at 8:30 p.m.

; - "Oxybutynin chloride tablet 5 mg Give 1 tablet
by mouth three times a day for overactive
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bladder." On 2/4/2022 at 8:30 p.m., 2/10/2022 at
2:00 p.m. and 2/13/2022 a1 8:30 p.m.

- "Tizanidine HCL 2 mg Give 1 iable! by mouth
three times a day for Give with 4 mg for a lotal of
6 mg." On 2/4/2022 at 8:30 p.m., 2/10/2022 af
200 p.m., 2111/2022 at 6:00 a.m. and 2/13/2022
at 6:00 p.m.
- "Tizanidine HCL 4 mg Give 4 mg by mouth
three times a day for muscle spasm; give with 2
mg for & total of 6 mg." On 2/4/2022 at 8:30 p.m.,

1 211042022 at 2:00 p.m., 2/11/2022 at 6:00 a.m.
and 2/13/2022 at 6:00 p.m.
- "Baclofen tablet 10 mg Give 1 tablet by mouth

i cvery 6 hours for edema give with 20 mg to =30

.mg." On 2/4/2022 al 6:00 p.m., 2/10/2022 at
12:00 p.m., 2/11/2022 at 6:00 a.m. and 2!13/20?2
at 6:00 p.m.

- "Baclofen Tablet 20 mg Give 1 tablet by mouth

" every 6 hours for muscle spasms give with 10 mg
{0 =30 mg" On 2/4/2022 at 6:00 p.m., 2/10/2022
al 12:00 p.m., 2/11/2022 at 6:00 a.m. and
2/13/2022 at 6:00 p.m.
- "Tramadol HCL tablet 50 mg Give 1 tablet by
mouth every 6 hours for pain." On 2/4/2022 at

. 6:00 p.m,, 2/10/2022 at 12:00 p.m., 2/11/2022 at
6:00 a.m. and 2/13/2022 a1 6:00 p.m. :
- "Tylenol tablet Give 650 mg by mouth four times
a day for pain." On 2/4/2022 at 6:00 p.m.,
2/10/2022 at 12:00 p.m., 2/11/2022 at 6:00 a.m.
and 2M13/2022 at 6:00 p.m.
- "Famotidine Tablet 10 mg Give 1 tablet by
mouth one time a day for GERD." On 2/11/2022

at 6:00 a.m. ’
- "Linzess Capsule {for irritable bowel syndrome)

{ 145 mcg Give 1 capsule by mouth one time a day
' for constipation." On 2/11/2022 at 6:30 a.m.
- "Bisacodyl Suppository 10 mg Insert 1 .
’ suppository rectally at bedtime every other day for
! constipation." On 2/13/2022 at 9:00 p.m, i
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- "Macrobid capsule (antibiclic) 100 mg give 1
- capsule by mouth two times a day for UTI for 7
. days." On 2/13/2022 at 5:00 p.m.

The physician order's for Resident #2
documented the medicalions as listed above.

. The progress notes for Resident #2 documented

*in part, "2/14/2022 18:22 {6:22 p.m.) MD (medical
doctor} and RF (responsible party) notified of
meds {medications) not given on 2/13

| (2/13/2022) evening shifl. Resident monitored

 with no adverse effects.” The progress notes

! failed lo evidence documentation regarding the

. additional daies listed above.

i On 2/24/2022 at 10:35 a.m., an inlerview was
conducted with LPN (licensed practical nurse) #1.

- LPN #1 slated that the care was not provided if il
was not documented on the eMAR, LPN #1
stated that multiple residents had reporied to him |
that they had not received their medications on
2/13/2022 when he returned to work the next
week. LPN #1 stated that the residents told him

' that they did not get their evening medications.
LPN #1 stated that the staff were not
implementing the care plan for administering

| medications as ordered if they were not
administering the medications.

| On 2/24/2022 at 1:15 p.m., an interview was
conducted with LPN #5. LPN #5 stated that the

| purpose of the care plan was to keep the medical

| staff informed about the care the resident needed

 and to keep them updated. LPN #5 stated that |
medications not signed off on the eMAR meant
that they were not done. LPN #5 staled that the

| care plan was implemented by administering the

: medications or documenting why they were not
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given.

On 2/24/2022 at 2:00 p.m., an interview was
conducted with ASM (administrative staff
member) #2, the interim director of nursing. ASM
#2 stated that the care plan identified the needs
of the resident and ensured the interventions
were in place to meet their needs. ASM #2
slated that if the eMAR was not signed off they
would assume that it was not done because it
was not signed as completed. ASM #2 stated

. that the care plan was not being followed to
administer medications as ordered unless there
was documentation to support why the
medication was not given.

The facility policy "Interdisciplinary care ptan"
_documented in part, ".. Implementation: Once the
care plan is developed, the staff must implement
the interventions identified in the care plan.
These may include, bul is not limited to:
" administering treatments and medications..."

On 2/24/2022 at approximatcly 4:30 p.m., ASM
#1, the interim administrator, ASM #2, the interim
director of nursing and ASM #3, the regional

- quality consultant were notified of the findings.

No further information was provided prior to exit.

: Complaint deficiency

- 4. The facility staif failed to implement the care

" plan to administer medications and treatments as

." ordered for Resident #11. i

i i
Resident #11 was admitied to the facility with i

| diagnoses that included but were not limited to

If continuation sheel Page 14 of 158
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On the most recent MDS (minimum dala set), a
quarterly assessment with an ARD (assessment
reference date) of 12/15/2021, the resident
scored 15 out of 15 on the BIMS (bricf inlerview
for mental status), indicating the resident is
cognitively intact for making daily decisions.
Section J documented Resident #11 receiving
scheduled pain medicalions. Seclion N
documented Resident #11 receiving insulin,
antipsycholic, anfianxiety, antidepressant and

opiod medications.

On 2/23/2022 at approximately 2:00 p.m., an
inlerview was conducted of Resident #11 in her
room. Resident #11 stated that she had an open
area on her bullock and that she put cream on
the area that her family brought in for her.
Resident #11 stated thal the physician looked at
the area when they came in and lold the nurses
how lo treat the area. Resident #11 stated that
some of the nurses came in to put a cream on
the area but there were times when no one put
anything on the arza for days so she put her own
cream on the area and that it was healing.
- Resident #11 proceeded o show pictures of the
_area on her cell phone and stated she had asked
" the nurse o take pictures of the area for her.
Resident #11 stated that there were times when
she did not receive her medications and would
get them when the next shifl came in to work.
' Resident #11 stated that on 2/13/2022 they did
not receive any evening medications because the |
nurse had lefl and they had to wait for the night
' nurse to come in to get them. Resident #11 |
slated that this was not the only occasion that had |

happened to her.
1

+ The comprehensive care plan for Resident #2

Facility 10; VAQ154
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documented in part, "The resident is on insulin r/t
(related to) diabetes Date Initiated: 09/12/2019
...meds {medications} as MARs {(medication
administration records) Dale iniliated:
03/20/2020, monitor biood sugar, lab results as
ordered by physician. Dated Iniliated:
09/12/2019... Al risk for changes in mood rft
anxiety, Dale Initiated: 09/20/2019, At risk for
changes in mood rit depression, Date Initiated:
08/20/2019, and Al risk for changes in mood rft
bipolar, Date Iniliated: 09/20/2019.. Administer
medication per physician orders. Date Initiated:
9/20/2019...0pen area lefi buttocks, Date
Initiated: 01/31/2022 ... Administer treatment per
physician orders, Date Initiated: 01/31/2022."

The eMAR {electronic medication administration

" record) for Resident #11 dated 2/1/2022-
2/28/2022 failed to evidence the foilowing
medicalions administered on the following dates
and times:

- “Insulin Lispro Solution Inject as per sliding

- scale: If 150-200=4 units; 201-250=6 units;
251-300=8 units; 301-350=10; 351-400=12;

. subcutaneously before meals and at bedtime for

" Diabetes meliitus type 2." On 2/5/2022 at 6:30
a.m., 2/8/2022 at 11:30 a.m., 2/13/2022 at 4:30
p.m., and 2/16/2022 at 9:00 p.m.

' - "Methocarbamol tablet 500 mg Give 1000 mg by
mouth every 8 hours related to central cord
syndrome al unspecified level of cervical spinai

' cord, sequela." On 2/13/2022 at 5:00 p.m.

"Seroquel tablet 256 mg give 1 tablet by mouth

1 5:00 p.m.
' - "Topiramate tablet 25 mg Give 25 mg by mouth

i lwo times a day for seizures." On 2/13/2022 at

1500 p.m.
| - "Clonazepam tablel disintegrating 0.125 mg by

" two times a day for depression." On 2/13/2022 at 1
[
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mouth two times a day related lo anxiely
disorder." On 2/13/2022 at 5:00 p.m.
"Docusate sodium tablel 100 mg Give 1 tablet
by mouth two times a day for bowel regimen hold

- for loose stools.” On 2/13/2022 al 5:00 p.m.

“Gabapentin capsule 100 mg give 2 capsule by
mouth two times a day for neuropathic pain." On
2/13/2022 at 6:00 p.m.
- "Oxycontin Tablel ER 12 hour abuse-deterrent
10 mg Give 10 mg by mouth every 12 hours
related lo encounter for orthopedic allercare '

+ following surgical amputation." On 2/13/2022 at |
9:00 p.m.

i - "Prosource plus liquid nutrilional supplements i
give 30 m! by mouth two times a day for aid
wound healing.” On 2/13/2022 at 5:00 p.m,

: - "Ascorbic Acid Tablet Give 500 mg by mouth two

* times a day for wound management.” On

: 211312022 at 6.00 p.m.

- "Metformin HCL tablel 500 mg Give 1000 mg by
- mouth at bedlime for DM." On 2/13/2022 at 9:00
- p.m. and 2/16/2022 at 8:00 p.m.
- "Alorvastatin Calcium Tablet 40 mg (milligram)

- Give 10 mg by mouth at bedtime for
hyperlipidemia.” On 2/13/2022 at 9:00 p.m. i
- "Basaglar KwikPen solution Pen injector 100

" unit/mi Inject 70 unit subculaneously at bedtime

| for DM 2." On 2/13/2022 at 9:00 p.m.

' The eTAR (electronic trealment administration
i record) for Resident #11 dated
1/1/2022-1/31/2022 failed to evidence the |
: following treatments administered on the !
if following dates and times: }
| - “Aquaphor Ointment (for dry skin) apply to leg- !
' both topically every day and evening shiit for skin | i
_f alteration leave a bedside per MD." On 1/3/2022, i
y 17472022, 1/5/2022, 1115/2022, 1/16/2022, j |
| 1/20/2022, 1/129/2022, 130/2022 and 1/31/2022 at . ]

Event ID:9GY111
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7:15 a.m. On 1/3/2022, 1/11/2022, 1/117/2022,
1/19/2022, 172012022, 172112022, 112312022,
1/26/2022, 1/29/2022, 1/30/2022 and 1/31/2022
at 3;15 p.m.
- "Balsam Peru-Castor Oil Ointment {combination
medicine to treat skin ulcers) apply (o buttocks
and left thigh topicaliy two times a day for skin
alleration 1 application to sites as ordered.” On
1/3/2022, 17472022, 1/5/2022, 1/8/2022,
1/11/2022, 1117/2022, 1/19/2022, 1/20/22,
112112022, 1/23/2022, 1/26/2022, 1/29/2022,
1/30/2022 and 1/31/2022 at 9:00 a.m. On

- 1/3/2022, 1/8/2022, 1/11/2022, 111712022,
1/19/2022, 112012022, 1/21/2022, 1/23/2022,
1/26/2022, 1/29/2022, 1/30/2022, 1/30/2022 and
1/31/2022 at 5:00 p.m.
- "Dicolfenac Sodium Gel 1% (for pain) Apply to
shoulder both topically every day and evening
shift for pain apply 4 g (gram)." On 1/3/2022,
1/4/2022, 1/5/2022, 1/15/2022, 1/16/2022,
1/20/2022, 1/29/2022, 1/30/2022 and 1/31/2022
at 7:15 am. On 1/3/2022, 1111/2022, 1117/2022,

, 1/19/2022, 1/20/2022, 1/21/2022, 1/23/2022,

©1/26/2022, 1/29/2022, 1/30/2022 and 1/31/2022

,at 3115 pn,

The eTAR for Resident #11 dated
2/1/2022-2/28/2022 failed to evidence the

- following treatments being administered on the
following dates and times:

. = "Aguaphor Ointment apply to leg- both topically
every day and evening shift for skin alteration
leave a bedside per MD." On 2/4/2022,
2/10/2022, 2/12/2022, 2/117/2022, 2/21/2022 at

1715 a.m. On 21112022, 2/2/2022, 2/6/2022,
21812022, 2/11/2022, 2/12/2022, 2/13/2022,

| 2/16/2022, 21712022, 2/20/2022, 2/22/2022 at

: 3:15 p.m.
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buttocks and left thigh topically two times a day

{or skin alteration 1 application lo sites as
ordered.” QOn 2/4/2022, 2/10/2022, 2/1212022,
2017/2022, 212172022 at 9:00 a.m. On 2/1/2022,
21212022, 21612022, 2/8/2022, 2111/2022,
201212022, 211312022, 2/16/2022, 2{17/2022,
212012022, 2/22/2022 at 5:00 p.m,
- "Cleanse open area to left buttock, pal dry,
apply skin prep to peri wound, apply silva sorb gel
(antimicrobial wound gel) apply gauze affix with
island dressing BID (twice a day) and prn (as
. heeded) unli} healed. Every evening shift and !
, hight shift for wound care." On 2/4/2022,
210/2022, 211212022, 2/17/2022, 2/21/2022 at
3:15 p.m. On 2/1/2022, 2212022, 2/G/2022,
21812022, 271112022, 2/12/2022, 211312022,
2/16/2022, 2117/2022, 2/20/2022, 212212022 at

- 11:15 p.m.

The physician orders for Resident #11
documenied the medications and treatments as

listed above.

The pregress notes for Resident #11 documented

in part,

- "1/31/2022 00:40 (12:40 a.m.) Resident noted

with 3 x 1.5 x 0.1 open area to left buttocks. Peri

wound has maceration wound bed beef red. No

odor present. No drainage present. Area

cleansed with NS (normal satine), patted dry, skin

prep to peri wound, applied silva sorb wound gel
" to wound bed covered with gauze covered with
"island dressing. MD (medical doctor) informed.

Resident is own RP (responsible party) and I1s
, aware." ;
- "2/14/2022 18:24 (6:24 p.m.) MD {medical i
doctor) and RP {responsible parly) notified of
meds (medications) not given on 2/13

. (2/13/2022) evening shifl. Resident monilored |
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with no adverse effects.” The progress noles
{ailed to evidence documenitation regarding the
addilional daies lisled above.

On 2/24/2022 at 10:35 a.m., an inlerview was
conducted with LPN ({licensed praclical nurse) #1.
LPN #1 stated that the care was not provided if it
was nol documented on the eMAR. LPN #1
slaled that mulliple residents had reported (o him
that they had not received their medications on
211312022 when he returned to work the next
week. LPN #1 stated that the residents told him
that they did not get their evening medications,
LPN #1 slated that the staff were not
implementing the care plan for administering
medications as ordered if they were nol
administering the medications.

On 2/24/2022 at 1:15 p.m_, an interview was
conducted with LPN #5. LPN #5 siated thal the
purpose of the care plan was to keep the medical
staff informed about the care the resident needed
and to keep them updated. LPN #5 stated that
medications not signed off on the eMAR meant
that they were not done. LPN #5 stated that there .
should be a progress note documenting why the
medications were not administered in the record.
LPN #S5 stated that the care plan was
implemented by administering the medications or
documenting why they were not given.

On 2/24/2022 at 2;00 p.m., an interview was
conducted with ASM (administrative staff

, #2 staled that the care plan identified the needs
. of the resident and ensured the interventions
"were in place to meet their needs. ASM #2
stated that if the eMAR or eTAR were not signed
, off they would assume that it was not done

member) #2, the interim director of nursing. ASM
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because it was nol signed as completed. ASM
#2 siated thal the care plan was not being
followed to give medications as ordered unless
there was documentation lo support why they
were hol given.

On 2/24/2022 al approximalely 4:30 p.m., ASM
#1, the interim administrator, ASM #2, the interim
director of nursing and ASM #3, the regional

- qualily consultant were notified of the findings

No further information was provided prior to exit.

5. The facility staff falled to implement the
comprehensive care plan for medication
administration for Resident #1.

- Resident #1 was admitted to the facility on

. 10/15/21 with diagnosis that included but were
nol limited to: peripheral vascular disease,

: diabetes meilitus and atrial fibrillation. The most
recent MDS (minimum data set) assessment, a
quarterly assessment, with an ARD (assessmen! |
reference date) of 1/20/22, coded the resident as
scoring a 15 out of 15 on the BIMS (brief ;
interview for mental status) score, indicating the
resident was not cognitively impaired.

A review of the comprehensive care plan dated
10/27/21 documented in parl, "FOCUS: Altrial
fibrillation, hypertension and deep vein
thrombosis, Endocrine System reiated to
diabetes. INTERVENTIONS: Administer !

medicalion per physician orders."

' The physician orders dated 11/19/21

| documented:
- For 5:00 p.m, administration: "Monitor blood

' sugar twice daily, notify physician if fasting blood |
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sugar less than 100 ., .Metoproial
{antinypertensive) 12.5 milligram twice daily for
hypertension ...Eliquis (anticoagulant} 5 mg twice
daily for bioed thinner."

- For 8:00 p.m. administration: "Lantus {insulin)
100 UNIT/MILLILITER Inject 10 unit
subcutaneously at Bedlime ...Lidocaine Patch 4
% Apply to chest topically every 12 hours for pain
' and remove per schedule ...Gabapentin
: {antiepileptic) 100 milligram at bediime for

" neuropathy.”

' A review of the February 2022 MAR (medication
administration record) evidenced a blood sugar of

* 100 on 2/13/22 at 6:3¢ AM, no blood sugar on

. 2/13/22 at 4:30 PM, and a blood sugar of 145 at
2/14/22 at 6:30 AM. The MAR evidenced a blood
pressure of 103/64 on 2/8/22.

A reviaw of the nursing progress nole daled
2114422 at 6:22 PM, wrillen by ASM ,
! {administrative staff member) #2, the interim
' director of nursing, revealed, “Physician and RP
{responsible party) notified of meds {(medications) |
1 not given on 2/13 evening shifl. Resident
- monitored with no adverse effects.”

 An interview was conducted on 2/23/22 at 12:56

' PM with Resident #1. When asked if he had
missed any medication doses, Resident #1
stated, "Yes, there was an evening where there

I'was not a nurse to give the medications and I did j

| not get any till the next day."

!An interview was conducted on 2/24/22 at 10:36

. AM with LPN (licensed praclical nurse) #1. When
| asked about the events of 2/13/22 including

| missing medications, LPN #1 stated, "l gave l

+
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Resident #1 his day shift medications and then
handed off to the evening nurse. | do not know
whal the nurse did. When | came back on
Tuesday 2/15/22, Resident #1 told me he had nol
received his evening medicines on Sunday."
When asked the purpose of the care plan, LPN

: #1 slated, "The purpose of the care plan is to lay

: out the plan of care for the resident and care

rgivers.” When asked if there were blanks on the
MAR, was the care plan implemented, LPN #1

‘ stated, "No, it was not."

An interview was conducled on 2/24/22 at 1:58
PM with ASM #2. When asked about the events
of 2/13/22 and missing medicationg on evening

: shift, ASM #2 stated, "l was told there was no

" nurse to administer the meds on Wing 1 around
6:00 PM. When asked the purpose of the care
plan, ASM #2 stated, "The purpose of the care

. make sure you have interventions in place and to
assist the CNA's and nurses with providing care

* for the resident." When asked if there were

: blanks on the MAR, was the care plan
implementad, ASM {2 etaled, "No, the care plan

- was not followed if there were blanks."

On 2{24/22 at 4:30 PM, ASM 11, the
administrator, ASM #2, the director of nursing and
ASM #3, the regional quality consullant and ASM
#4, the regional director of risk management,

" qualily and compliance, were made aware of the

abaove concern.

| Na further information was provided prior to exit.

' 6.a. The facility staff failed to implement the
i comprehensive care plan for petitoneal dialysis
i site care for Resident #10,

plan is to identify lhe needs of the resident and to
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Resident #10 was admitted to the facility on
8/29/21 with diagnosis that included bul were not
limiled to: end stage renal disease, peripheral
vascular disease, diabetes mellitus and
congestive heart failure.

The most recent MDS (minimum data set)
assessment, a quarterly assessment, with an
ARD (assessment reference date) of 11/19/21,
coded the resident as scoring a 15 out of 15 on

: the BIMS (brief interview for mental status) score,

indicating the resident was not cognitively

. impaired. A review of the MDS Section

G-functional status coded the resident as
requiring extensive assistance for bed mobility,

| transfer, dressing, hygiene and bathing; limited
. assistance for locomotion and supervision for

eating.

A review of the comprehensive care pian dated

+ 11/1/21 documented in part, "FOCUS: Renal

insufficiencies related o end stage renal disease.

INTERVENTIONS: Peritoneal dialysis catheter
. and site care per physician orders.”

A review of the physician orders dated 9/28/21,
revealed the following, "Peritoneal dialysis site
care. Cleanse area with normal saline and pat
dry. Apply dry dressing daily as needed to
maintain dry and infection free peritoneal dialysis

insertion site."

| Areview of Resident #10°s TAR (treatment
+ administration record) from 1/1/22-2/24/22,
- revealed missing documentation of treatments for .

peritoneal dialysis site care, there was five of 31

- missed in January 2021 and ten out of 23 missed |
. in February 2021,
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An interview was conducted on 2/24/22 at 10:36
AM with LPN (licensed practical nurse) #1. When
asked il he had observed Resident #10's
peritcneal sile care, LPN #1 stated, "Yes, I have.
Itis looks good.” When shown the TAR for
Residenl #10's peritoneal sile care and asked
what the blanks mean, "LPN #1 staled, "Blanks
mean that the care was not provided and il was
not documented in the medical record." When
asked the purpose of the care plan, LPN #1
slated, "The purpose of the care plan is to lay out

* the plan of care for the resident and care givers."
When asked if there were blanks on the TAR,
was the care plan implemented, LPN #1 stated,

: "No, it was not."

¢ An interview was conducted on 2/24/22 at 1:58
PM with ASM (administrative staff member) #2, :
the interim director of nursing. When asked what
the blanks on the TAR mean, ASM #2 stated, "It

" means thal the care was not given." When asked

: the purpose of the care plan, ASM #2 stated,
"The purpose of the care plan is to identify the ' |
needs of the resident and to make sure you have !
interventions in place and to assist the CNA's and !

- nurses with providing care for the resident.”
When asked if there were blanks on the TAR,
was the care plan implemented, ASM #2 stated,
“No, the care plan was not followed if there were

blanks."

[
. On 2/24/22 al 4:.30 PM, ASM #1, the
administrator, ASM #2, the director of nursing and '
. ASM #3, the regional quality consultant and ASM
#4, the regional director of risk management, i
| quality and compliance, were made aware of the : i

above concern.

]
! No further information was provided prior to exit. |
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6.b. The facility staff failed 10 implement the
comprehensive care plan for medicalion
administration for Resident #10

Areview of lhe comprehensive care plan daled
9/29/21 documented in part, "FOCUS:
Hyperlipidemia, congeslive hearl failure and
hyperiension. Endocrine System related to
diabetes. INTERVENTIONS: Adminisier
medicalion per physician orders.”

: The physician orders dated 12/9/21 documented:

- For 5:00 PM administration time: "Ondanseltron
(antiemelic) 8 milligram, given by mouth before
meals before nausea and vomiting ...Midodrine
(antihypotensive) 5 milligram by mouth three
times a day for low blood pressure ...Biood sugar
checks before meals and al bedtime."

- For 9:00 p.m. administration time: “Atorvastatin
' {antihyperlipidemic) 80 milligram daily for heart
and blood pressure. Blood sugar checks before
' meals and at bedtime.” : !

A review of the February 2022 MAR evidenced a

blood sugar of 123 2/13/22 al 11:30 AM, no blood |

sugar at 2/13/22 at 4:30 PM, no blood sugar at

9.00 PM and a blood sugar of 91 at 2/14/22 at

6:00 AM. The MAR also evidenced a blood :
pressure of 130/62 on 2/13/22 at 12:20 PM and a

blood pressure of 128/64 al 11:38 PM on 2/14/22. ! !

, A review of the nursing progress note by ASM
' (administrative staff member) #2, the interim -

| director of nursing, dated 2/14/22 at 6:21 PM, . ,
, revealed, "Physician and RP (responsible party)
' notified of meds not given on 2/13 evening shift.
Evenl [D:9GY 111
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Residenl monitored with no adverse effects ”

An interview was conducted on 2/23/22 at 2:06
PM with Resident #10. When asked if there had
been any missed medication doses, Resident #10
slaled, "Yes, It was Superbowl Sunday, the
agency nurse on evenings left and we did not get
oul medications that shift. [let the dialysis center
know | had missed medications.”

An inlerview was conducted on 2/24/22 at 10:36

AM with LPN (licensed practical nurse) #1. When

asked about the events of 2/13/22 including

missing medications, LPN #1 stated, "l gave

- Resident #10 her day ehift medications and then
handed off to the evening nurse. [ do nol know

‘ what the nurse did. When | came back on

Tuesday 2/15/22, Resident #10 lold me she had

not received her evening medicines on Sunday."

* When asked whal the blanks on the MAR

" (medication administration record) mean, LPN #1

: staled, "It means that the medication was not

"given."

An interview was conducted on 2/24/22 st 1:58

PM with ASM #2. When asked about the evenis
*of 2/13/22 and missing medicalions on evening
shift, ASM #2 stated, "l was lold there was no
nurse to administer the meds on Wing 1 around
6:00 PM. When asked the purpose of the care
plan, ASM #2 stated, "The purpose of the care
! plan is to identify the needs of the residen! and to
make sure you have interventions in place and to '
. assist the CNA's and nurses with providing care
: for the resident.” When asked if there were
blanks on the MAR, was the care plan
implemented, ASM #2 stated, "No, the care plan
was not followed if there were blanks."

|
I
!
|
i
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On 2/24/22 at 4:30 PM, ASM #1, the
administrator, ASM #2, the director of nursing and
ASM #3, the regional qualily consultani and ASM
#4, the regional director of risk management,
quality and compliance, were made aware of the

above concern.

No further information was provided prior to exit,

7. The facility staff failed 1o implement the
comprehensive care plan for the treatment of
constipation for Resident #5,

Resident #5 was admilted to the facility on
1/13/2022. On the most recenl MDS {tritirmuin
data set) assessment, an admission assessment,
with an ARD (assessment reference date) of

- 111872022, the resident scored a 7 out of 15 on
the BIMS (brief interview for mental status) score,
indicating the resident is severely cognitively
impaired for making daily decisions.

The comprehensive care plan dated, 1/14/2022
, documented in part, "Focus: Bowel Elimination
Alteration: Constipation ...Administer medication
per physician order & observe effectiveness.”

The physician order dailed 1/14/2022
documented, "Senna Tablet (used to treat
constipation) (1) 8.6 mg; Give 1 tablet by mouth

al bedtime for constipation.”

_The February 2022 MAR (medication
administration record) documented the above

, for the 9:00 p.m. dose Senna on 2/9/2022, The
: box was blank.

I Review of the nurse's notes for 2/9/2022 failed to

physician orders. There was nothing documented !
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evidence documentation related 1o the above
medication.

An interview was conducted with LPN (licensed
practical nurse) #1, on 2/24/2022 at 10:34 a.m.
When asked if the care plan instructing the facility
staff to administer medications as ordered is
being followed when there are blanks on a
Resident's MAR for administration of a
medication, LPN #1 stated it wasn't adhered to
and it wasn't followed completely.

An interview was conducted with ASM
- (administrative staff member) #2, the interim i
director of nursing, on 2/24/2022 at 2:00 p.m,
When asked if the care plan instructing the facility
staff to administer medications as ordered is A !
being followed when there are blanks on a
Resident's MAR for administration of a
medication, LPN #1 stated ASM #2 stated no,
unless there were parameters for not giving the

medication.

ASM #1, the interim administrator, ASM #2, the - ) ;
interim director of nursing, ASM #3, regional i
quality consultant, and ASM #4, the divisional ) )

guality regulatory consultant, were made aware of -

the above concern on 2/24/2021 at 4:56 p.m.

No further information was obtained prior to exit.

References: I
(1) This infermation was obtained from the ' \

" foliowing website:
- htips:/fmedlineplus.gov/druginfo/natural/652.hml. |

F 677 . ADL Care Provided for Dependent Residents
ss=E . CFR(s): 483.24(a)(2)

1
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§483 24(a)(2) A resident who is unable (o carry . . -
A ] . 1. Res 2 was I er
out aclivities of daily Iiving receives the necessary tj) ld?c;" #2 was offered a shower on
services 1o maintain good nulrition, grooming, and 2/25/22 and Resident # 11 received a
persanal and oral bygiene; shower on 2/25/22,
This REQUIREMENT is not mel as evidenced 2. The PON his reviewed the facility shower
by: ) _ _ . schedule to validate accuracy.
Ba‘sed on resident interview. staff interview, 3. The BON or designee has re-educated the
facility documenl review, chnical record review . . . .
. X . L i licensed nurses and nuise ardes on Bathing
and in the course of a complaint investigation, it ocedur nclude offer . =
was determined that the tacility staff failed to procedure to melude offering and
provide ADL (aclivities of daily living) care to 2 of providing showers as scheduled.
14 residents in the survey sample, Residents #2 4. The DON or designee wil) audit shower
and #11, conipletion compliance weekly times 4
o . weeks. The Administrator will submit
The findings include findings (o the QAPI commiliee for revicw
1. The facility staff failed to provide showers (o and further recommendations.
3. The facility’s alleged date of compliance
4/4/2022

Resident #2.

On the most recent MDS (minimum data sel), a
quarterly assessmenl with an ARD (assessment
reference date) of 1/22/2022, the resident scored
15 oul of 15 on the BIMS (brief inlerview for

. mental status), indicating the resident is

cognitively inlact for making daily decisions.
Seclion G documented Residenlt #2 being totally
dependent on staff for bathing, having functional
limitation in range of motion to both upper and
lower extremities and requiring a wheeichair.

On 2/23/2022 at approximalely 12:05 p.m., an
interview was conducled of Resident #2 in her
room. Residen! #2 stated that they did nol

‘ receive any showers. Resident #2 stated that she .

had met with the staff and the ombudsman
recently and verbalized wishes to receive
showers, but was slill not getting them. Resident
#2 stated that the CNAs had to use a mechanicai
lift to get her out of bed due to her paralysis, and

will be Apiil 4, 2022.
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F 677 Conlinued From page 30
told her that they do not have enough time to take
her to the shower because they are understafied.
Resident #2 slated thal she did refuse bed baths
at times because they became angry that the
staff would not take her to the shower.

: The comprehensive care plan for Resident #2
documented in parl, "ADL self care deficit related
1o paraplegia. Date Initiated: 10/18/2021 ... Assist
to bathe/shower as needed. Date Initiated:

10/18/2021.."

: The Documentation survey report dated
11/1/2021-11/30/2021 documented *"NA" under
: Shower/Bath on 11/22/2021 and 11/25/2021.

. The Decumentation survey repor! dated
12/1/2021-12/31/2021 documented “NA" under
Shower/Bath on 12/13/2021, 12116/2021,
12/20/2021 and 12/30/2021.

The Documentation survey report dated
1/1/2022-1/31/2022 documented "NA" under
. Shower/Bath on 1/9/2022, 1/13/2022, 1/17/2022,
1/20/2022, 1/124/2022, and 1/31/2022.

The Documentation survey report daled
2{1/2022-2/28/2022 documented "NA" under
. Shower/Bath on 2/3/2022 and 2/7/2022.

The progress notes for Resident #2 failed to
received on the dates listed above.

i

i The "Care plan progress note" dated 12/15/2021
: documented in part, "...Discussed about shower
! days. Monday and Thursday 3-11 (3:00

: p.m.-11:00 p.m.}...ombudsman present..."

[ evidence documentation of a bed bath or shower |
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On 2/24/2022 at 1:40 p.rn., an interview was
conducled with CNA (certified nursing assistant)
#3. CNA 3 stated that they worked day shift and
night shill as needed. CNA#3 stated that "NA"
documented under shower/bath on the

~Documentation survey repart meant not
applicable. CNA #3 stated that shower/baths
were applicable for all residents and should have
been offered. CNA#3 staled thal the goal was o
have five or six CNAs on the day shift but if they
were lucky, they had four. CNA #3 stated they
had never worked when there was only one CNA
on the unit. CNA #3 stated that they Tell like they

“had enough help at times and other limes felt like '
they did not have enough to get things done, and

| the pandemic had been hard on them all. r

On 2/24/2022 at 3:12 p.m., an interview was
conducted with CNA#2. CNA#2 staled that they
worked the evening shift. CNA #2 stated that

. blank areas or "NA" on the shower/bath section of
the Documentation survey report meant that the

' care was nol provided. CNA #2 stated they had
more help now than in the past few months. CNA
#2 staled that they had worked a unil as the only
CNA before, and had conlinuously gone from one
end of the unit to the other cnd providing
incontinence care. CNA#2 stated that normally
they had two CNAs on the evening shift on the
weekends, and many times someone did nol
show up to work. CNA #2 slaled that there was

| not always somconc available lo come in o cover

| if someone did not show up. |

! i [

i

| . . .
| The facility policy, "Bathing" documented in part,
"Purpose: To cleanse skin and promole

| circulation..."

| On 2/24/2022 at approximately 4:30 p.m., ASM | , )
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{administrative siaff member) #1, the inlerim
adminisirator, ASM #2, the interim director of
nursing and ASM #3, the regional quality
consultant were notified of the findings.

No further information was provided prior to exit.

Compiaint deficiency

2. The facility staff failed 1o provide showers to
Resident #11,

On the most recent MDS (minimum data sel), a
quarterly assessment with an ARD (assessment
reference date) of 12/15/2021, the resident
scored 15 out of 15 on the BIMS (brief interview

: for mental status), indicating the resident is
cognitively intact for making daily decisions.
Section G documented Resident #11 requiring
physical help of one person with portions of
bathing and having functional iimilation in range
of motion to the lower extremities.

1 On 2/23/2022 at approximately 2:00 p.m., an
interview was conducted of Resident #11 in her

- room. Resident #11 stated that they preferred to
get showers and was scheduled 1o get them
every Wednesday and Saturday. Resident #11

. slated that they were never able to get the
shower on Saturdays because the CNAs told

* them they were assigned too many residents and
did not have time to do it. Resident #11 stated

. that the CNAs preferred for her to take a bed bath
because they did not have to get her out of the

: took too long lo get her up. Resident #11 stated

' that she did not mind the bed baths sometimes,
, but preferred going to the shower, and did not
thmk it was fair that she could not get her

bed to go to the shower room, and they told her it '

FORM CMS-ZSGT(OZ-QS) Previous Versions Obsolele Event ID:9GY111

Facility 1D: VAQ154

If continuation sheet Page 33 of 158



DEPARTMENT OF HEALTH AND HUMAN SCERVICLES

PRINTED  03/08/202z
FORM APPROVED
OMB NQ. 09380391

CENTERS I'OR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES {X1] PROVIDERISUPPLIERICLIA {(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULOING COMPLETED

C
495283 8 WING 02/25/2022
NAME OF PROVIDE R OR SUPPLIGR STREET ADDRESS, CITY, STATE, ZIP CODE
1719 BELLEVUE AVENUE
PROMEDICA SKILLED NURSING AND REHAB (IMPERIAL
( ) RICHMONOD, VA 23227
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD 8E COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
1
F 677

F 677 Continued From page 33
- showers because of the staffing.

The comprehensive care plan for Resident #11
documented in part, "ADL (aclivilies of daily
living) self care deficit as evidenced by inability to
perform basic needs relaled to paraplegia. Date
initiated: 9/12/2019 ...Assist to bathe/shower as
needed. Date Initiated: 9/20/2019...."

The Documentation survey report dated
12/1/2021-12/31/2021 failed to evidence
documentation of a shower or bed bath on

12/1/2021 and 12/25/2021.

The Documentation survey repor daled
. 1/1/2022-1/31/2022 documented "NA" under
Shower/Bath on 1/8/2022 and failed to evidence
, documentation of a shower or bath on 1/1/2022

and 1/29/2022.

The Documentation survey report dated
2/1/2022-2/28/2022 documented "NA" under
Shower/Bath on 2/19/2022 and failed to evidence
documentation of a shower or bath on 2/5/2022,

2/12/2022 and 2/16/2022,

The progress notes for Resident #11 failed to
evidence documentation of a bed bath or shower
received on the dates listed above.

On 2/24/2022 at 1:40 p.m., an interview was
conducted with CNA (cerlified nursing assistant)
#3. CNA#3 slated that they worked day shift and
night shift as needed. CNA #3 stated that "NA"
" documented under shower/bath on the
i Documentation survey report meant not
applicable. CNA #3 stated that shower/baths
were applicable for all residents and should have
i been offered. CNA #3 stated that the goal was to
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have five or six CNAs on the day shift, but I they
were fucky, they had four. CNA #3 stated they
had never worked when there was only one CNA
on the unit. CNA #3 slated thal they feit ike they
had enough help al times, and other times falt
like they did not have enough lo get Lhings done,
and the pandemic had been hard on them all.

On 2/24/2022 at 3:12 p.m., an interview was
conducted with CNA #2. CNA#2 slated that they

P worked the evening shift. CNA#2 stated that
blank areas or "NA" on the shower/bath section of

the Documentation survey report meant that the

care was nol provided. CNA #Z stated they had

 more help now than in the past few months. CNA
#2 stated that they had worked a unit as the only
CNA before, and had continuously gone from one

- end of the unit 1o the other end providing
incontinence care. CNA #2 staled that normally

; they had two CNAs on the evening shift on the
weekends, and many times someone did not

: show up to work., CNA#2 stated that there was

! naot always someone available to come inlo cover

if someone did not show up.

On 2/24/2022 al approximately 4:30 p.m., ASM
(administrative staff member) #1, the interim
administrator, ASM #2, the interim director of
nursing and ASM #3, the regional quality
consultant were notified of the findings.

- No further information was provided prior lo exit.

F 684 . Quality of Care
ss=6 CFR(s): 483.25

+ § 483.25 Quality of care
" Quality of care is a fundamental principle that

| applies to all treatmenl and care provided 1o :

F 677

F 684

'
)
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F 684 Continued From page 35
facility residents. Based on the comprehensive
assessment of a residenl, the facility must cnsure
that residents receive treatment and care in
accordance with professional slandards of
praclice, the comprehensive person-centered
care plan. and the residenis' choices.
This REQUIREMENT is nol met as evidencad
by:
Based on resident inlerview, slafl interview,
facility document review, clinical record review
and in lhe course of a complaint invesligation, it
was determined that the facility staff failed to
follow professional standards of care for 6 of 14
' residents in the survey sample, Residents #2,
#11, #10, #1, #4 and #5

The findings include:

1. The facility staff failed to administer
medicalions as ordered for Resident #2.

Resident #2 was admitled to the facility with
diagnoses that included bui were not limited to
chronic pain syndrome, hypertension and
qastroesophageal reflux disease.

On the most recent MDS (minimum data set), a
quarterly assessment with an ARD {assessment
reference dale) of 1/22/2022, the resident scored
15 out of 15 on the BIMS (brief inlerview for
mental status}, indicaling the resident is
cognitively intact for making daily decisions.
Section J documented Resident #2 as receiving
scheduled pain medications. Section N

documented Resident #2 as receiving antianxiely,

antidepressant and opioid medications.

. On 2/23/2022 at approximalely 12:05 p.m., an
_interview was conducted of Resident #2 in her

IF 684 Tag 1684 - IFailed (o follow Profession
Standards of Care

wn

The DON completed an incident report for
resident #f 2 regarding nussing medication
administration in December 2021, January
2022, and Yebruary 2022 resident £ 1) dor
missing medication and treatments in
December 2021, January 2022, and
February 2022, resident ff 1 for missing
medication on 2/13/22; resident # 5 for
missing medications ou 2/9/22. Resident #
10 and resident # 4 no longer reside at the
facility.

The DON has reviewed the facilities
Medication and Trecatment Administration
Guidelines.

The DON or designee has re-educated the
licensed nurses on the Medication and
Trealment Administration Guidelines to
include the administration of medication
and treatments as ordered by the physician
and clarifying, transcribing and imple-
menling physician orders.

The DON or designee will audit
Medication and Treatment Admimistration
Records for compietion 5 times weekiy
times 4 weeks. The Administratoy will
submit audit findings 1o the QAD!
committec for review and {urther
recommendations.

The facility's alleged date of compliance
will be April 4, 2022. 4/4/2022
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rcom. Resident #2 stated that there were
occasions where they did nof receive their
scheduled medications and times when the
medicalions were not given until the next shift.
Resident #2 slated that the evening nurse on
2/13/2022 had walked oul, and they had nol
received any medications for the evening shift
and had to wait for the night shift to come in 1o
gel medications, Resident #2 stated that was not
the only time they had not gotten their
medications and had received them on the next

shift.
i

The eMAR (electiviiic inedication adininistialion
record) for Resident #2 dated
12/1/2021-12/31/2021 failed to evidence the
following medications administered on the
following dates and times:

- "Famotidine Tablet (for acid reflux) 40 mg
{milligram) Give 1 {ablet by mouth one fime a day
for GERD." On 12/2/2021 al 6:00 a.m.

- "Bisacodyl Suppository (for constipation) 10 mg .
Insert 1 supposilory rectally at bedtime every
other day for conslipation.” On 12/17/2021 al
9:00 p.m.

- "Laclulose Solution (for constipation) 10 gm
(gram}/15 mi {milliliter) Give 15 ml by mouth at

_bedlime for bowe! regimen." On 12/17/2021 at
8:00 p.m.

- "SM Senna Laxative Tabiet {for constipation) 8.6
mg Give 2 tablet by mouth at bedtime for

. constlipalion may hold if experiencing loose .

"slools.” On 12/17/2021 at 9:00 p.m. i I |

. - "Cefuroxime Axetil Tablet (antibiotic) 500 mg ] |
Give 500 mg by mouth two limes a day far UTI | !
(urinary tract infection) for 5 days." On '

'12/17/2021 a1 9:00 p.m. = !
- "Colace Capsule (for constipation) 100 mg Give | '
100 mg by mouth two times a day for | -

Event ID:9GY111

Facility iD: VAO154 If continuation sheel Page 37 of 158

FORM CMS.2567(02-99) Previous Versions Obsolete



DEFPARTMENT OF HEALTH AND HUMAN SERVICES

HIRINTED 03/08/2022
FORM APPROVED
OMB NO_0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN 0f CORRECTION IDENTIFICATION NUMBER A VTGS COMPLETED

(&
495283 B WING 02/25/2022
STRECT ADDRESS, CITY. STATE. ZIP CODE

NAME OF' PROVIDCR OR SUPPLIER

1719 BELLEVUE AVENUE
RICHMOND, VA 23227

F 684 Continued From page 37

constipation." On 12/17/2021 at 8;30 p.m.

- "Hydroxyzine HCL (aniihistamine) tabfet 25 mg

Give 1 tablel by mouth two times a day {or itch.”

On 12/17/2021 at 8:30 p.m.

- "Metoprolol tartrate tablet {for blood pressure)

25 mg Give 1 tablet by mouth two times a day for

HTN {hypertension)." On 12/17/2021 at 8:30 p.m.

- "Mucinex Tablet {decongestant) extended

release 12 hour 600 mg Give 600 mg by mouth

two limes a day for congestion." On 12/17/2021

at 8:30 p.m.

- "Gabapentin Tabiet (for nerve pain) 600 mg 2

tablet by mouth three times a day for neuropathic

pain.” On 12/17/2021 al 8.30 p.in. ;

- "Oxybulynin chloride tablet (for overactive

bladder) § mg Give 1 tablet by mouth three tlimes

a day for overactive bladder." On 12/17/2021 at

8:30 p.m.

- "Tizanidine HCL (muscle refaxer) 2 mg Give 1

tablet by mouth three times a day for give with 4

mg for a total of 6 mg." On 12/17/2021 at 8:30

p-m.

- “Tizanidine HCL 4 mg Give 4 mg by mouth

three times a day for muscle spasm; give with 2

mg for a total of 6 mg." On 12/17/2021 at 8:30

p.m.

- - "Baclofen tablet (muscle relaxer) 10 mg Give 1
tablet by mouth every 6 hours for edema give with
20 mg to =30 mg." On 12/17/2021 at 6;:00 p.m.

- "Baclofen tablet 20 mg Give 1 tablet by moulh

every 6 hours for muscle spasms give with 10 mg

to =30 mg." On 12/17/202% al 6:00 p.m.

- “Systane complete solution (for dry eye) 0.6%
"instill 1 drop in both eyes four times a day for dry
- eye relief if pharmacy unable o provide may use

home med.” On 12/17/2021 at 5:00 p.m. and

-9:00 p.m.
- "Tramadol HCL tablel (for pain) 50 mg Give 1

; tablet by mouth every 6 hours for pain." On i
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12/17/2021 at 6:00 p.m.
- "Tylenol tablet (for pain) Give 650 mg by mouth
four times a day for pain." On 12/17/2021 at 6:00

p.m.

The eMAR (elecironic medication administration
record) for Resident #2 dated 1/1/2022-1/31/2022
failed to evidence the following medications
administered on the following dates and times:
- "Gabapentin Tablet 600 mg 2 tablet by mouth
three times a day for neuropathic pain.” On

. 1/5/2022 at 2:00 p.m.
- "Oxybutynin chloride tablet 5 mg Give 1 tablet

: by mouth three times a day for overactive
bladder.” On 1/5/2022 at 2:00 p.m.
- "Tizanidine HCL 2 mg Give 1 tablet by mouth
three times a day for give with 4 mg for a total of
6 mg." On 1/5/2022 at 2.00 p.m.
- "Tizanidine HCL 4 mg Give 4 mg by mouth
three times a day for muscle spasm; give with 2
mg for a total of 6 mg." On 1/5/2022 at 2:00 p.m,
- "Baclofen tablet 10 mg Give 1 tablet by mouth
every 6 hours for edema give with 20 mg to =30
mg.” On 1/5/2022 at 12:00 p.m.

- "Baciofen Tablet 20 mg Give 1 tablet by mouth
every 6 hours for muscie spasms give with 10 mg
to =30 mg" On 1/5/2022 at 12:00 p.m. :
- "Tramadol HCL tablet 50 mg Give 1 tablet by
mouth every 6 hours for pain." On 1/5/2022 at
12:00 p.m.

- "Tylenol tablel Give 650 mg by mouth four tlmes i

"aday for pain." On 1/5/2022 at 12:00 p.m. i
The eMAR (electronic medication administration
' record) for Resident #2 dated 2/1/2022-2/28/2022
failed to evidence the following medications
: administered on the following dates and fimes: - :
- “Lactulose Solution 10 gm/15 ml. Give 15 mi by I I

mouth at bedtime for bowel regimen.” On ;
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2/4/2022 at 9:00 p.m. and 2/13/2022 al 900 p.m.,
“Senna Laxative Tablet 8.6 mg Give 2 tablef by
mouth at bedtime for constipalion may hold if
experiencing loose slools.” On 2/4/2022 at 9:00
p.m. and 2/13/2022 al 9:00 p.m
- "Colace Capsule 100 mg Give 100 mg by mouth
two limes a day for constipation." On 2/4/2022 at
8:30 p.m. and 2/13/2022 at 8:30 p.m.,
"Hydroxyzine HCL tablet 25 mg Give T tablet by
mouth two times a day for ilch." On 2/4/2022 at
8:30 p.m. and 2/13/2022 at 8:30 p.m.,
- "Metoprolol tartrate lablet 25 mg Give 1 tablet by
mouth lwo times a day for HTN." On 2/4/2022 at
8:30 p.m. and 2/13/2022 at 8:30 p.m., '
"Mucinex Tablet extended release 12 hour 600
mg Give 600 mg by mouth two limes a day for
congestion." On 2/4/2022 at 8;30 p.m. and
2/13/2022 at 8:30 p.m.,
- "Gabapentin Tablet 600 mg 2 tablet by mouth
* three limes a day for neuropathic pain.” On i i
2/412022 at 8:30 p.m., 2/10/2022 at 2:00 p.m. and
211312022 at 8:30 p.m. :
- "Oxybutynin chloride tablet 5 mg Give 1 tablet '
by mouth three times a day for overactive I
bladder." On 2/4/2022 at 8:30 p.m., 2/10/2022 at
2:00 p.m. and 2/13/2022 at 8:30 p.m,
- "Tizanidine HCL 2 mg Give 1 tablet by mouth
three times a day for Give with 4 mg for a total of :
6 mg." On 2/4/2022 at 8:30 p.m., 2/10/2022 at
2.00 p.m., 2/11/2022 at 6:00 a.m. and 2/13/2022
at 6:00 p.m. )
- "Tizanidine HCL 4 mg Give 4 mg by mouth '
three times a day for muscle spasm; give with 2 !
mg for a total of 6 mg." On 2/4/2022 at 8:30 p.m., ,
1 21012022 at 2:00 p.m., 2/11/2022 at 6:00 a.m. I
“and 2/13/2022 at 6:00 p.m. ' ‘
.- "Baclofen tablet 10 mg Give 1 tablel by mouth ]
every 6 hours for edema give with 20 mg to =30 |
mg." On 2/4/2022 at 6:00 p.m., 2/10/2022 at :
Evenl (D:3GY 111
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12:00 p.m., 2/11/2022 at 6:00 a.m. and 2/13/2022
al 6:00 p.m.
- "Baclofen Tablel 20 mg Give 1 tablet by mouth
every 6 hours for muscle spasms give with 10 mg
to =30 mg" On 2/4/2022 at 6:00 p.m., 2/10/2022
at 12:00 p.m., 2/11/2022 at 6:00 a.m. and
2/13/2022 al 6:00 p.m.
- “Tramadol HCL tablet 50 mg Give 1 tablet by
mouth every 6 hours for pain." On 2/4/2022 at
6:00 p.m., 2/10/2022 at 12:00 p.m., 21172022 at
6:00 a.m. and 2/13/2022 ai 6:00 p.m.
- “Tylenol tablet Give 650 mg by mouth four times
a day for pain." On 2/4/2022 at 6:00 p.m.,
2/10/2022 at 12:00 p.m., 2/11/2022 al 6:00 a.m.
and 2/13/2022 at 6:00 p.m.

, - "Famotidine Tablet 40 mg Give 1 tablet by

* mouth one time a day for GERD." On 2/11/2022
at 6:00 am,

- "Linzess Capsule (for irritable bowel syndrome)
145 mcg Give 1 capsule by mouth one time a day
for constipation.” On 2/11/2022 at 6:30 a.m.

: - "Bisacodyl Suppository 10 mg Insert 1
suppaository rectally at bedtime every other day for
constipation." On 2/13/2022 at 9:00 p.m.

' - "Macrabid capsute (antibictic) 100 mg give 1

, capsule by mouth two times a day for UT]I for 7
days.” On 2/13/2022 at 5:00 p.m.

The physician order's for Resident #2
documented the medications as listed above.

The progress notes for Resident #2 documented ;
.in part, "2/14/2022 18:22 (6:22 p.m.) MD (medical |
| doctor) and RP (responsible party) nolified of
 meds (medications) not given on 2/13
: (2/1312022) evening shift. Resident monitored
| with no adverse effects.” The progress notes
| failed to evidence documentation regarding the

: additional dates listed above. i
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The comprehensive care plan for Resident #2
documented in par, “Pain related to
polyneuropathy, chronic pain syndrome, Dale
Initialed: 10/18/2021, At risk for changes in mood
r/t (related to) depression. Date Initiated:
10/18/2021 and Sleep cycle issues. Date
Initiated: 10/18/2021.. Adminisler medicalions as
ordered. Date Initiated; 10/18/2021...Cardiac
discase related to Hypertension, Date Initiated:
10/18/2021, GI (gaslrointestinal) distress rit
GERD (gastroesophageal refiux disease), Date

" Initiated: 10/18/2021 and Has/At risk for

. respiratory impairment related lo asthma. Dale
Initiated: 10/18/2021 ... Adminisier medications as
ordered. Date Initiated: 10/18/2021...Bowel
Elimination Alteration; Constipation Bowe!
incontinence at times. Date Initiated: 02/04/2022
...Administer medications per physician order &
observe effectiveness. Date Initiated:

02/047/2022..."
On 2/24/2022 al 10:35 a.m., an interview was

LPN #1 staled that the care was not provided if il

I was not documented on the eMAR. LPN #1
slated that multiple residents had reported {o him
that they had not received their medications on
2/13/2022 when he refurned to work the next
week. LPN #1 stated that the residents told him
that they did not get their evening medicalions,

. LPN #1 stated thal he did not know of any
adverse events from the residents not getling

their medications. LPN #1 stated that

medications should be administered within an

; hour before or after the scheduled time, and
documentled at the time of administration. LPN

i #1 stated that the physician or nurse practitioner

_and the responsible party were notified if the

" conducted with LPN (licensed practical nurse) #1.

f
|
I
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medication was given lale, refused or nol given
for any reason. LPN #1 stated that Resident #2
had reporied getting their medications up to six
hours after the scheduied time from stall
members. LPN #1 staled {hat Resident #2
frequently refused care and refused to have

. certain staff give her medications, but there
should be documentation in the medical record
why lhey were nol administered.

: On 2/24/2022 at 1:15 p.m., an interview was

- conducted with LPN #5. LPN #5 stated that
medications not signed off on the eMAR meant

that they were not given. LPN #5 stated that

: there should be a progress note documenting
why the medicalions were not administered in the

irecord. LPN #5 stated thal they were pulled over

- to Unil 1 (o administer medications on 2/13/2022
around 8:45 p.m. and was only able to administer
medications {o some of the residenls. LPN #5
stated that they did nol administer any

- medications to Resident #2.

- On 2/24/2022 at 2:00 p.m., an interview was

conducted with ASM (administrative staff _

member) #2, the interim direclor of nursing. ASM

#2 slated that if the eMAR was not signed off they

: would assume that il was not done because it

was not signed as completed. ASM #2 slated

that they were notified of the nurse leaving on

2/13/2022 and had atlempted to contact agencies

and off-duty siaff ta fill in the shift but were

unsuccessful. ASM #2 staled that they had

| asked LPN #5 to move 1o Unit 1 when they were
finished with their hall on Unit 2. ASM #2 stated

, that they had asked the other nurse on Unit 2 to
come to help LPN #5 administer medications on

“Unit 1, but she did not help. ASM #2 stated that |

: she was not aware that residents had missed
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medications until the next day. ASM #2 stated
that she had contacted the physician and
responsible parlies of the residents who had
missed their evening medications on 2/13/22 to
notify them, and that no one had suffered any

. adverse effects. ASM #2 stated thal she had
: spoken directly with Resident #2 regarding the
missed medicalions on 2/13/2022.

The facility policy "Medication and Treatment
Administration Guidelines” documented in part,

- "...Medications are administered in accordance

" with standards of practice and state specific and

. federal guidelines. .Medications and treatments
administered are documented immediately
following administration or per stale specific

* standards...Medications nol administered
according to medical practitioner's orders are
reported to the atlending medical practitioner and
documented din the clinical record including the
name and dose of the medication and reason the
medication was not administered...The licensed

- is completed for any medication administered
during the shift...”

- On 2/24/2022 at approximately 4:30 p.m., ASM

- #1, the interim administrator, ASM #2, the interim
director of nursing and ASM #3, the regional
quality consultant, were notified of the findings.

. No further information was provided prior 1o exit,

. Complaint deficiency

1 2. The facility staff failed to administer
i medications and treatments as ordered for

Resident #11.

" nurse is responsible for validating documentation -

Facility 1D: VAQ154
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Resident #11 was admitled 1o the facility with
diagnoses that included but were not limited Lo

type 2 diabetes.

On the most recen! MDS {minimum data set), a
quarterly assessmen{ with an ARD (assessment
reference date) of 12/15/2021, the resident
scored 15 out of 15 on the BIMS (briel interview
for mental status), indicating the resident is
cognitively intacl for making daily decisions.

: Section J documented Resident #11 receiving

: scheduled pain medications. Section N

" documented Resident #11 receiving insulin,

" antipsychotic, antianxiely, antidepressant and

" opicid medicalions.

On 2123/2022 at approximately 2:00 p.m., an
interview was conducled of Resident #11 in her
raom. Resident #11 stated that she had an open
area on her buttock and that she pul cream on
the area that her family brought in for her.
Resident #11 staled thal the physician looked at
the area when they came in and told the nurses
how to treat the area. Resident #11 stated that
some of the nurses came in {o pu! a cream on

* the area but there were times when no one put
anything on the area for days so she put her own
cream on the area and thal it was healing.
Resident #11 proceeded to show piclures of the
area on her cell phone and slaled she had asked
the nurse to take piclures of the area for her,
Resident #11 stated thal there were times when
she did not receive her medications and would
gel them when the next shift came in lo work.
Resident #11 stated that on 2/13/2022 they did
not receive any evening medications because the
nurse had lefl and they had to wait for the night
»nurse lo come in to get them. Resident #11

! stated that this was not the only occasion that had |
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happened to her.

The eMAR (eleclronic medication administration
record) for Resident #11 dated
12/1/2021-12/31/2021 failed to evidence the
following medications administered on the
following dates and times:
- "Basaglar KwikPen solution {for diabetes) Pen
injector 100 unitml (milliliter) Inject 70 unit
subcutaneously at bedtime for DM 2 (diabetes
type 2)." On 12/2/2021 8:00 p.m. and 12/10/2021
at 9:00 p.m,
- "Insulin Lispro Solution (for diabetes) Inject as
per sliding scale: If 150-200=4 units; 201-250=6
units; 251-300=8 units; 301-350=10; 351-400-12;
subcutaneously before meals and at bedtime for
Diabetes mellitus type 2." On 12/2/2021 9:00
p.m. and 12/10/2021 9:00 p.m...*
- "Aforvastatin Calcium Tablel (for high
cholesterol) 40 mg {milligram) Give 40 mg by

- mouth at bedlime for hyperlipidemia." On

12/10/2021 at 9:00 p.m.
- "Metformin HCL tablet (for diabetes) 500 mg

Give 1000 mg by mouth at bedtime for DM." On

121012021 2100,

- "Ascorbic Acid (Vitamin C) Tablet Give 500 mg |

by mouth two times a day for wound

management.” On 12/10/2021 at 6:00 p.m.

- "Clonazepam tablel (for anxiety) disintegrating

0.125 mg by mouth two {imes a day related to

anxiety disorder." On 12/10/2021 at 5:00 p.m.

- “Docusate sedium tablet (for constipation) 100
' mg Give 1 tablet by mouth two times a day for

bowel regimen hold for loose steols.” On

- "Gabapentin capsule {for nerve pain}) 100 mg
' give 2 capsule by mouth two limes a day for .
 neuropathic pain.* On 12/10/2021 at 6:00 p.m. '
- "Oxycontin Tablet ER (extended release) 12

12/10/2021 at 5:00 p.m. |
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F 684 Continued From page 46
hour abuse-deterrent (for pain) 10 mg. Give 10
mg by mouth every 12 hours relaled to encounter
for orthopedic aftercare following surgical
ampulation." On 12/10/2021 at 9:00 p.m.
- "Prosource plus liquid nutritional supplements
{protein supplement) give 30 ml by mouth two
times a day for aid wound healing.”" On
12/10/2021 at 5:00 p.m.
- "Seroquetl tablet (for depression) 25 mg give 1
tablet by mouth two times a day for depression.”
On 12/10/2021 at 5:00 p.m,
- "Topiramate tablet (for seizures) 25 mg Give 25
mg by mouth two times a day for seizures." On

-12/10/2021 at 5:00 p.m.

- “Methocarbamol tablet (muscle relaxer} 500 mg
Give 1000 mg by mouth every 8 hours related lo
central cord syndrome at unspecified level of
cervical spinal cord, sequela." On 12/10/2021 at

5:00 p.m.

: The eMAR (electronic medication administration
record) for Resident #11 dated
1/1/2022-1/31/2022 failed to evidence the

i following medications administered on the

. following dates and times:

! - “Insulin Lispro Solution Inject as per sliding
scale: If 150-200=4 units; 201-250=6 units;

. 251-300=8 units; 301-350=10; 351-400=12;
subcutanecusly before meals and at bedtime for
Diabetes mellitus type 2." On 1/2/2022 at 6:30

sa.m., 1/2/2022 at 11:30 a.m., 1/8/2022 at 9:00
p.m., 1/14/2022 at 6:30 a.m., 1/19/2022 at 11:30

jam., 1/25/2022 at 6:30 a.m., 1/27/2022 at 4:30

' p.m., 1/27/2022 at 9:00 p.m., 1/28/2022 at 11:30
a.m., 1/29/2022 at 11:30 a.m., and 1/30/2022 at

1 9:00 p.m.

" unit Give 1000 unit by mouth every shift for

; - "Vitamin D3 tablet (vitamin supplement) 1000 [

i supplement for 14 days." On 1/2/2022 at 7:15 |
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F 684 Conlinued From page 47
a.m. and 1/12/2022 at 11:15 a.m.
- "Methocarbamol tablet 500 mg Give 1000 mg by
routh every 8 hours relaled to central cord
syndrome at unspecified level of cervical spinal
cord, sequela.” On 1/27/2022 at 5:00 p.m., and
H25/2022 al 8:00 p.m.
- "Seroquel lablel 25 mq give 1 tablet by mouth
two times a day for depression.” On 1/27/2022 at
5:00 p.m. and 1/29/2022 al 9:00 a.m.
- "Topiramate tablet 25 mg Give 25 mg by mouth
two times a day for seizures." On 1/27/2022 at
5:00 p.m. and 1/29/2022 at 9:00 a.m.

tablet by mouth two limes a day for genitourinary
agenis for 3 days." On 1/27/2022 at 5:00 p.m.
and 1/29/2022 at 9:00 a.m.

- "Docusate sodium tablet 100 mg Give 1 tablet
by mouth two times a day for bowel regimen hold
for loocse slools," On 1/27/2022 at 5:00 p.m. and

1/29/2022 at 9:00 a.m.

mouth two times a day for neuropathic pain." On
12712022 Al 6:00 p.m. and 1/29/2022 at 10-00
am
- "Oxycontin Tablet ER 12 hour abuse-deterrent
10 mg Give 10 mg by mouth every 12 hours
relaled to encounter for crthopedic aftercare
following surgical amputation.” On 1/27/2022 at
- 9:00 p.m. and 1/29/2022 &l 9:00 a.m.
- “Prosource plus liquid nutritional supplements
give 30 ml by mouth two times a day for aid
wound healing.” On 1/27/2022 al 5:00 p.m. and

1/29/2022 al 9:00 a.m.

. imes a day {or wound management." On

$1/2712022 al 6:00 p.m.

: - "Clonazepam tablel disintegrating 0.125 mg by
mouth two limes a day relaled to anxiety
disorder," QOn 1/27/2022 at 5:00 p.m.

{(X4) ID
PREFIX {(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFCRLNCED TO THE APPROPRIAYE
DEFICIENCY)
[ 684

- "Pyridium tablet (for urinary pain) 100 mg give 1

- "Gabapentin capsule 100 mg give 2 capsule by :

.- “Ascorbic Acid Tablet Give 500 mg by mouth two
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- "Alorvasiatin Calcium Tablet 40 mg {milligram}
Give 40 mg by mouth ai bedtime for
hyperlipidemia." On 1/27/2022 at 9:00 p.m.

- "Basaglar KwikPen solution Pen injector 100
unit/ml Inject 70 unit subcutaneously at bedtime
for GM 2." On 1/27/2022 at 9:00 p.m.

- "Aspirin Tablet chewable 81 mg give 81 mg by

- mouth one time a day for CVA (cerebrovascular
. accident) prophylaxis, "On 1/29/2022 al 10:00

a.m.
- "Ferrous Sulfate (iron supplement) tablel 325

mg give 325 mg by mouth one time a day for
anemia.” On 1/29/2022 at 9:00 a.m.

- "ley Hot Patch (menthol) (for pain) apply to right
should blade topically one time a day for pain and
remove per schedule. On 1/29/2022 Remove

8:59 a.m. Apply 9:00 a.m."
- "Loratadine tablet (for allergies) Give 10 mg by

* mouth one time a day for allergy symploms.* On

1/29/2022 at 9:00 a.m,
- "Medroxyprogresterone acelate tablet (hormone

replacement) 10 mg give 2 tablet by mouth one
time a day for menstruation.* On 1/29/2022 at

9:00 a.m.

' - “Metformin HCL tablet 560 mg give 500 mg by

mouth one time a day for DM." On 1/29/2022 at
9:00 a.m.

- "Multivitamin-minerals tablet give 1 tablet by
mouth one time a day for wound management.”
On 1/29/2022 at 9:00 a.m.

- "Paxil tablet (for depression) 20 mg Give 40 mg
by mouth one time a day for depression.” On

1/29/2022 at 9:00 a.m.
- "Tradjenta tablet (for diabetes) Give 5 mg by
mouth one time a day for diabetes meliitus type |

2." On 1/29/2022 at 10:00 a.m.

= “Trospium chloride ER capsule (for overactive |

bladder) extended release 24 hour 60 mg Give 60
mg by mouth one time a day for bladder spasms.”|
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F 684 Continued From page 49
. On 1/29/2022 at 9:00 a.m.
- "Zinc tablel (mineral replacement) Give 220 mg
by mouth one lime a day for supplement.” On
1/29/2022 al 8:00 a.m,

The eMAR (electronic medication administration
record) for Resident #11 dated 2/1/2022-
212812022 failed to evidence the following
medications administered on the following dates

- and times:

- "Insuiin Lispro Soluticn Inject as per sliding

: scale: If 150-200=4 units; 201-250=6 units;
251-300=8 units; 301-350=10; 351-400=12;

, subcutaneously before meals and at bedlime for
Diabetes mellifus type 2." On 2/5/2022 at 6:30

. a.m., 2/9/2022 at 11:30 a.m., 2/13/2022 at 4:30

‘p.m., and 2/16/2022 at 9:00 p.m.

- "Methocarbamol tablet 500 mg Give 1000 mg by
mouth every 8 hours related to centrai cord
syndrome at unspecified level of cervical spinal
cord, sequela.” On 2/13/2022 at 5:00 p.m.

- "Seroquel tabiet 25 mg give 1 tablet by mouth
two times a day for depression." On 2/13/2022 al
5:00 p.m,

- "Topiramate tablet 25 mg Give 25 mg by mouth
two times a day for seizures." On 2/13/2022 al

. 5:.00 p.m.

i - “Clonazepam tablel disintegrating 0.125 mg by

t mouth two times a day related to anxiety
disorder." On 2/13/2022 at 5:00 p.m.

. - "Docusate sodium tablet 100 mg Give 1 tablet

for loose stools.” On 2/13/2022 at 5:00 p.m.
- “Gabapentin capsule 100 mg give 2 capsule by
"mouth two times a day for neuropathic pain.” On

' 10 mg Give 10 mg by mouth every 12 hours
related to encounter for orthopedic aftercare

by mouth two times a day for bowel regimen hold '

. 2/113/2022 at 6:00 p.m. .
| - "Oxycontin Tablet ER 12 hour abuse-deterrent !
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9:00 p.m.

at 3:15 p.m.

F 684 Conlinued From page 50
following surgical amputation.” On 2/13/2022 at

- "Prosource plus liquid nutritional supplements
give 30 ml by moulh two times a day for aid
wound healing." On 2/13/2022 at 5:00 p.m.
- "Ascorbic Acid Tablet Give 500 mg by mouth two
times a day for wound management.” On
2/13/2022 at 6:00 p.m.
- “"Metformin HCL tablet 500 mg Give 1000 mg by
mouth at bedtime for DM." On 2/13/2022 at 9:00
p.m, and 2116/2022 at 9:00 p.m. .
- "Alorvastatin Calcium Tablet 40 mg (milligram)
Give 40 mg by mouth at bedtime for
hyperlipidemia.” On 2/13/2022 at 9:00 p.m.
- "Basaglar KwikPen solution Pen injecior 100
unit/ml Infect 70 unit subcutaneously at bedtime
. for DM 2." On 2/13/2022 at 9:00 p.m.

The eTAR (electronic treatment administration
record) for Resident #11 dated

£ 1/1/2022-1/31/2022 failed to evidence the
following treatments adminislered on the

« following dates and times:

. - "Aquaphor Qintment (for dry skin) apply to leg-

. both topically every day and evening shift for sicn

! alteration leave a bedside per MD." On 1/3/2022,
11472022, 115/2022, 1/15/2022, 1/16/2022,
1/20/2022, 1/29/2022, 130/2022 and 1/31/2022 at :

(7:15a.m. On 1/3/2022, 1/11/2022, 1/117/2022,
1/19/2022, 1/20/2022, 1/21/2022, 1/23/2022,
1/26/2022, 1/29/2022, 1/130/2022 and 1/31/2022

i - "Balsam Peru-Castor Qi Qintment {(combinalion
medicine to treat skin ulcers) apply to buttocks i

"and left thigh topically two limes a day for skin

; alteration 1 application to sites as ordered.” On
11312022, 1/4/2022, 1/5/2022, 1/8/2022,

i 171172022, 111712022, 1/19/2022, 1/20/22,

[ 172112022, 112312022, 112612022, 1/25/2022,
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1/30/2022 and 1/31/2022 at 9:00 a.m. On
1/3/2022, 1/8/2022, 1111/2022, 1/17/2022,
1/19/2022, 1/20/2022, 1/21/2022, 1/23/2022,
1/26/2022, 1/29/2022, 1/30/2022, 1/30/2022 and
1/31/2022 at 5:00 p.m,
- "Dicolfenac Sodium Gel 1% (for pain) Apply lo
shoulder both topically cvery day and evening
shift for pain apply 4 g (gram)." On 1/3/2022,
1/4/2022, 11512022, 1/15/2022, 1/16/2022,
1/20/2022, 1/29/2022, 1/30/2022 and 1/31/2022
al 7:15 a.m. On 1/3/2022, 1/11/2022, 1/17/2022,
171842022, 1/20/2022, 1/21/2022, 1/23/2022,
1/26/2022, 1/29/2022, 1/30/2022 and 1/31/2022

at 3:15 p.m.

The eTAR for Resident #11 dated
2/112022-2/28/2022 failed to evidence the
following treaiments being administered on the
following dates and times:
- "Aquaphor Ointment apply to leg- both topically
" every day and evening shift for skin alteration
_leave a bedside per MD." On 2/4/2022,
271072022, 2/12/2022, 2/17/2022, 2/21/2022 ai
7:15 am. On 2/1/2022, 2/2/2022, 2/6/2022,
21812022, 2/11/12022, 2{12/2022, 2/13/2022,
2M6/2022, 2/17/2022, 2/2012022, 2/22/2022 at !
3:15 p.m.
- "Batsam Peru-Caslor Oil Ointment apply to
buttocks and left thigh topically two times a day
for skin alteration 1 application {o siles as
ordered." On 2/4/2022, 2/10/2022, 2/12/2022,
' 2/17/2022, 2/21/2022 at 9:00 a.m. On 2/1/2022,
[ 21212022, 21612022, 2/8/2022, 2/11/2022,
' 211212022, 2/13/2022, 2116/2022, 2/17/2022,

' - "Cleanse open area lo left butlock, pat dry,

(antimicrobial wound gel) apply gauze affix with

1212012022, 2/22/2022 at 5:00 p.m .

' apply skin prep to peri wound, apply silva sorb gel
[
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F 684 Continued From page 52

F 684

island dressing BID (twice a day} and prn (as
needed) unlil healed. Every evening shift and
might shift for wound care.” On 2/4/2022,
2110/2022, 2/12/2022, 2/1712022, 2/21/2022 at
3:15 p.m. On 2/1/2022, 2{2/2022, 2/6/2022,
21812022, 21112022, 2/12/2022, 2/13/2022,
2/16/2022, 2/1712022, 2/20/2022, 2/22/2022 at

11:15 p.m.

The physician orders for Resident #11
documented the medicalions and treatments as

listed above,

' The progress notes for Residenl #11 documented

in par,
- "1/31/2022 00:40 {12:40 a.m.) Resident noted

with 3 x 1.5 x 0.1 open area to left buttocks, Peri
wound has maceration wound bed beef red. No
odor present. No drainage present. Area
cleansed with NS (normal saline), palted dry, skin
prep to peri wound, applied silva sorb wound gel
to wound bed covered with gauze covered with

"island dressing. MD {medical doctor) informed.

Resident is own RP (responsible paity) and is

aware."”
- "2/14/2022 18:24 (6:24 p.m.) MD (medical

doctor) and RP (responsible party) notified of

* meds (medications) not given on 2/13

(2/13/2022) evening shifl. Resident monitored
with no adverse effects." The progress notes
failed to evidence documentation regarding the
additional dates listed above.

 The comprehensive care plan for Resident #2

documented in pard, “The resident is on insulin rA

+ {related to) diabetes Dale Initiated: 09/12/2018

...meds {medications) as MARs (medication

" administration records) Dafe Initiated:

03/20/2020, monitor blood sugar, lab results as
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ordered by physician. Daled initiated:
09/12/2019._Al risk for changes in mood rit
anxiety, Date Initialed: 09/20/2019, At risk for
changes in mood r/t depression, Date Initiated:
09/20/2019, and At risk for changes in mood rit
bipolar, Date iniliated: 09/20/2019.. Adminisler
medication per physician orders. Date Initiated:
9/20/2019...0pen area left butlocks, Date
Initiated: 01/31/2022 .. Administer trealment per
physician orders, Date Initiated: 01/31/2022."

' On 2/24/2022 at 10:35 a.m., an interview was
conducted with LPN (licensed practical nurse) #1.

- LPN #1 staled that the care was not provided if it *

" was not documented on the eMAR. LPN #1
slated thal muitiple residents had reported Lo him

: that they had nol received their medications on
2/13/2022 when he returned to work the next
week. LPN #1 stated thal the residents toid him
{hat they did not get their evening medications.
LPN #1 stated that he did not know of any
adverse events from the residents not getling
their medications. LPN #1 siated that
medications should be administered within an
hour before or after the scheduled time and
documented at the time of administration. LPN
#1 staled that the physician or nurse practitioner
and the responsible party were nolified if the
medication was given late, refused or not given

for any reason.

On 2/24/2022 at 1:15 p.m., an interview was
' conducted with LPN #5. LPN #5 stated that
medications not signed off on the eMAR meant
 that they were not given. LPN #5 stated that '
, there should be a progress nole documentling
: why the medications were not adminisiered in the
"record. LPN #5 stated that they were pulled over ;
to Unit 1 to administer medications on 2/13/2022

l
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around 8:45 p.m. and was only able to adminisler
medicalions lo some of the residents. LPN #5
slaled that they did not administer any
medications to Resident #11.

On 2/24/2022 at 2:00 p.m., an inlerview was

conducted with ASM (administrative staff

member} #2, the inlerim director of nursing, ASM

#2 slated thal if the eMAR or e TAR were not

signed off they would assume that il was not done

because it was not signed as completed. ASM

#2 stated that they were notified of the nurse

i leaving on 2/13/2022 and had attempted to

- contact agencies and off duty staff to fill in the
shift but were unsuccessful, ASM #2 stated that

. they had asked LPN #5 to move to Unil 1 when
they were finished with their hall on Unit 2. ASM

: #2 slated that they had asked the other nurse on
Unil 2 to come to help LPN #5 administer
medicalions on Unit 1, but she had not done this.
ASM #2 stated that she was nol aware of this
until the next day. ASM #2 stated that she had
contacled the physician and responsible parties
of the residents who had missed their evening

- medications on 2/13/22 to notify them, and that
no one had suffered any adverse effects. ASM
#2 slated that they were working to get a wound

_program up and running and was settingup a
new unit manager to work with her to oversee the
wound program, along with a wound nurse
praclitioner who would be coming in April of 2022.
ASM #2 staled that they were also working o
modify their wound documentation.

On 2/24/2022 at approximately 4:30 p.m., ASM
#1, the interim administrator, ASM #2, the interim |
director of nursing and ASM #3, the regional

quality consullant were nolified of the findings.
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No further information was provided prior {o exit.

3.a. The facility staff failed to follow physician
orders for peritoneal dialysis site care for

Resident #10.

Resident #10 was admitted to the facility on
9/29/21 with diagnosis that included but were not
limited to: ond stage renal disease, peripheral
vascular disease, diabetes meliitus and

congesiive heart failure. The most recent MDS
(minimum data set) assessment, a quarterly
assessment, with an ARD (assessment reference
date) of 11/19/21, coded the resident as scoring a ¢
15 out of 15 on the BIMS (brief inlerview for
mental slalus) score, indicating the resident was

not cognitively impaired.

A review of the comprehensive care plan dated

11/1/21 documented in par, “FOCUS: Renal
rinsufficiencies related to end stage renal disease

...Peritoneal dialysis catheter and site care per

" physician orders."

- Areview of the physician orders dated 9/29/21
revealed the following, "Peritoneal dialysis site
care. Cleanse area with normal saline and pat
dry. Apply dry dressing daily as needed to
maintain dry and infection free peritoneal dialysis

insertion site."

A review of Resident #10's TAR (treatment
“administration record) from 1/1/22-2/24/22,
revealed missing documentation of treatments for
1 peritoneal dialysis site care, on five of 31
' opportunities in January 2021, and ten out of 23
! opportunities in February 2021.

An interview was conducted on 2/23/22 at 2:06 |
PM with Resident #10. When asked if she was |
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receiving peritoneal sile care, Resident #10
stated, "No, | am not receiving it daily. | worry
about getling an infection, | understand thal the
infection can be bad. | have not used the
peritoneal catheter for dialysis since | started
hemodialysis."
An interview was conducted on 2/24/22 at 10:36
AM with LPN #1. When asked if he had
observed Resident #10's peritoneal calheter site,
LPN #1 stated, "Yes, | have, It looks okay, there

. is no sign of infection, rednessfswelling. itis to

: be dressed daily." When shown the TAR for

. Resident #10's peritoneal site care and asked

+ what the blanks mean, "LPN #1 stated, "Blanks

* mean that the care was not provided.® When

- asked if care was nol provided, were the

i physician orders followed, LPN #1 stated, "No,

: they were not followed.”

. An interview was conducted on 2/24/22 al 1:15
PM with LPN #5. When asked what the blanks in
1 the wound care documentation means, LPN #5
stated, “if there are blanks and it was not signed
: off, then it was not done."
An interview was conducted on 2/24/22 at 1:58
' PM with ASM #2, the interim director of nursing.
. When asked what the blanks on the TAR mean,
i ASM #2 stated, "It means that the care was not
. given.” When asked if the care was not given,
were the physician orders followed, ASM #2
| stated, "No, they were not followed."
1
1 On 2/24/22 at 4:30 PM, ASM #1, the i
: administrator, ASM #2, the director of nursing and
[ ASM #3, the regional quality consultant and ASM
| #4, the regional director of risk management,
; quality and compliance, were made aware of the :
|
|

|= above concern.

t
|
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On 2/25/22 at 8:30 AM, ASM #3, the regional
qualily consuitant stated, "The standard of
practice for the facilily is our palicies and

procedures.”

No further informalion was provided prior to exil.

3.b. The facility staff failed to follow physician

. orders for medication administration for Resident
#10.
A review of the comprehensive care plan dated

: 9/29/21 documented in part, "FOCUS:;

. Hyperlipidemia, congestive heart failure and

: hypertension, Endocrine System related to

‘diabetes. INTERVENTIONS: Administer
medication per physician orders.”

. The physician orders dated 12/9/21 documented:

- For 5:00 PM administration time: "Ondansetron
(antiemetic) 8 milligram, given by mouth before
meals before nausea and vomiting ...Midodrine
. {anlihypotensive) 5 milligram by mouth three i
" times a day for low blood pressure ...Blood sugar
checks before meals and at bedtime."

- For 9:00 p.m. administration time: "Alorvastatin

{antihypetlipidemic) 80 milligram daity for heart

and blood pressure. Blood sugar checks before
" meals and at bedtime."

" Areview of the February 2022 MAR evidenced a
blood sugar of 123 2/13/22 at 11:30 AM, no blood

| sugar at 2/13/22 at 4:30 PM, no blood sugar at
9:00 PM and a blood sugar of 91 at 2/14/22 at

| 6:00 AM. The MAR also evidenced a blood

i pressure of 130/62 on 2/13/22 at 12220 PMand a

‘ blood pressure of 128/64 at 11:38 PM on 2/14/22, i

'3 Areview of the nursing progress note by ASM
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{administrative slaff member) #2, the interim
direclor of nursing, dated 2/14/22 at 6:21 PM,
revealed, "Physician and RP {responsible party)
naotified of meds not given on 2/13 evening shift.
Resident monitored with no adverse effecis.”

An interview was conducted on 2/23/22 at 2.06
PM with Resident #10. When asked if there had
becn any missed medication doses, Residenl #10
stated, "Yes, It was Superbowl Sunday, the
agency nurse on evenings lefl and we did not get
out medicalions that shift. | let the dialysis center
know | had missed medications."

An interview was conducted on 2/24/22 at 10:36
AM with LPN (licensed practical nurse) #1. When
asked aboul the events of 2/13/22 including ‘
missing medications, LIPN #1 stated, "I gave
Resident #10 her day shift medications and then
handed off to the evening nurse.” When asked

“what the blanks on the MAR (medication
administration record) mean, LPN #1 stated, "It

! means that the medication was not given.” When
asked if blanks on the MAR indicate the physician
orders were followed, LPN #1 stated, "No, they
were not followed."

An interview was conducled on 2/24/22 at 1:58

" PM with ASM #2. When asked about the evenls
of 2/13/22 and missing medications on evening

: shift, AGM #2 stated, "l was told there was no

“nurse to administer the meds on Wing 1 around

i 6:00 PM. When asked if there were blanks on

! the MAR, was the medication given, ASM #2

i stated, "No, the medications were not given if

! there were blanks." When asked if blanks on the
MAR indicate the physician orders were followed,

! ASM #2 stated, "No, the orders were not
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On 2/24/22 al 4:30 PM, ASM #1, the
administrator, ASM #2, the director of nursing and
ASM #3, the regional quality consuitant and ASM
#4, the regional director of risk management,
quality and compliance, were made aware of the

above concern,

No further information was provided prior to exil.

. 4. The facility staff failed to follow physician
orders for medication administration for Resident

“#1

Resident #1 was admitled fo the facility on
10/15/21 with diagnosis that included but were
" not limited to: peripheral vascular disease,
diabetes mellitus and atrial fibrillation. The most
recent MDS (minimum data set) assessmenlt, a
quarterly assessment, with an ARD (assessment
reference date) of 1/20/22, coded the resident as
scoring a 15 out of 15 on the BIMS (brief
interview for mental status} score, indicating the
. resident was not cognitively impaired.
The physician orders dated 11/19/21

documented:
. - For 5:00 p.m. administration: "Monitor biood

“sugar twice daily, notify physician if fasting blood
: sugar less than 100 ...Metoprolol
(antihypertensive) 12.5 milligram twice daily for
hypertension ... Eliquis (anticoagulant} 5§ mg twice
_ daily for blood thinner.”

- For 9:00 p.m. administration: "Lantus (insulin)
100 UNIT/MILLILITER Inject 10 unit
subcutaneously at Bedlime ...Lidocaine Patch 4
% Apply to chest topically every 12 hours for pain
: and remove per schedule ... Gabapentin
' (antiepileptic) 100 milligram at bedtime for
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neuropathy.”

Areview of lhe February 2022 MAR {medication
administration record) evidenced a blood sugar of
100 on 2/13/22 al 6:30 AM, no blood sugar on
2/13/22 .al 4:30 PM, and a blood sugar of 145 at
2/14/22 at 6:30 AM. The MAR evidenced a blood
pressure of 103/64 on 2/8/22.

A review of lhe nursing progress nole dated
2/14/22 at 6:22 PM, wrilten by ASM
(administrative staff member) #2, the interim

. director of nursing, revealed, "Physician and RP
(responsible party) notified of meds (medications}
not given on 2/13 evening shift. Resident
monitared wilh no adverse effects.”

A review of the comprehensive care plan dated
10/27/21 documented in part, "FOCUS:
Peripheral vascular disease, atrial fibrillalion,
hypertension and deep vein thrombosis.
Endocrine System related to diabetes.
INTERVENTIONS: Administer medication per
: physician orders."
An interview was conducted with Resident #1 on
223122 at 12:56 PM, When asked if he had
missed any medication doses, Resident #1
stated, "Yes, there was an evening where there
was not a nurse to give the medications and | did
not get any till the next day.” When asked if there
were staff to give the medications that evening,
Resident #1 sfated, "No there was not a nurse.
We had CNA’s (certiffed nursing assistant) to
" care for us, but no nurse.”

! An interview was conducted on 2/24/22 at 10:36

: AM with LPN (licensed practical nurse} #1. When
. asked about the events of 2/13/22 including '
i missing medications, LPN #1 stated, "When | i

i
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came back on Tuesday 2/15/22, Resident #1 lold
me he had nol received his evening medicines on
Sunday." When asked what the blanks on the
MAR (medication admintsiralion record} mean,
LPN #1 stated, "H means that the medication was
not given.” When asked if there are blanks and
medications have not been given, then have the
physician orders been followed, LPN #1 siated,
"No, the orders were not foliowed."

An interview was conducted on 2/24/22 at 1:58
. PM with ASM #2. When asked about the evenls
of 2/13/22 and missing medications on evening
shift, ASM #2 stated, "! was toid there was no
nurse to administer the meds on Wing 1 around
6:00 PM. | called for staff and we had a plan to
move staff around so the residents would receive -
their medications and care. When asked about
the blanks on the TAR and MAR, ASM #2 stated,
"It means the care was not given." When asked if
- holes in documentation are indicative of physictan -

orders being followed, ASM #2 stated, "No, it is

does not indicate that the orders were followed."

On 2/24/22 at 4:30 PM, ASM #1, the
" adminisirator, ASM #2, the director of nursing and’
+ ASM #3, the regional quality consuttant and ASM
#4, the regional director of risk management,
quality and compliance, were made aware of the

above concern.
No further information was provided prior to exit.
1

. 5. For Resident #4, the facilily staff failed to
! clarify, iranscribe and follow a physician's order
| for the freatment of a urinary tract infection, i

:
|
|
[
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" Residenl #4 was admitted to the facility on
' 6/19/14 and was discharged on 8/8/21. Residenl
#4 had the diagnoses of but nol limited to multiple
sclerosis, peripheral vascular disease, and
pressure injury. On the most recent MDS
(Minimum Dala Set) a quarterly assessment with
an ARD (Assessment Reference Date) of 6/1/21,
Ure residenl scored a "99” vul ol 15 un e BIMS
(brief interview for mental status), indicating the
resident was unable to complete the interview for
i cognitive status due to being severely cognitively
| impaired for making daily decisions.

- A review of the clinical record revealed a
physician's order dated 7/15/21 for "UA
: {urinalysis} (1) and Culture and Sensitivity (2)

....per family request...."

A nurse's note daled 7/16/21 documented, "UA
was oblained."

Review of the clinical record revealed a UA resuit

dated 7/23/21 that documented, "Aerococcus

" urinae (3)" as the organism identified in the lab
sample. On this resull, the physician had hand
wrillen, "UTI (urinary tract infection) Amoxicillin
{4) 875 myg bid x 5 days" and signed underneath.

: Further review of the clinical record failed {o
reveal any evidence thal the notation the
physician wrote on the lab form for the Amoxicillin -
was ever transcribed 1o an order form in the

: paper record, and/or entered into the electronic
health record order system, and administered.

" On 2/24/22 at 10:35 AM an interview was |
conducted with LPN #1 (Licensed Practical

' Nurse}. When asked if a physician writes at the
bottorn of a lab result a diagnosis, medication i
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name, dose, route, and frequency, did that
conslilute an order, he stated, "My guess, before 1

_clarify il, | would not consider it to be an order. 1
would call to clarify." When asked if all the
components of an order was present, he stated,
"If it was on a T.0. (telephone order sheel) il
would have more stuff on it like a date, etc. It
needs lo be clarified. | would clarify it, pul it on a
T.O. order form, and put it in [name of electronic

health record)."

+On 212422 at 2:35 PM in an interview with ASM
#2 (Administrative Staff Member) the Director of
: Nursing, she stated that the order should have

been clarified.

The facility policy Medication and Treatment
Guidelines was reviewed. This policy
documented, "Orders are {ranscribed or
- electronically entered then noted by the licensed
nurse. The licensed nurse noting an order is
responsible for accurate transcription and
initiation of orders...."

The facility policy Laboratory Guidelines was

reviewed. This policy documented, "Lab test

results received from an external lab... Will be

- forwarded lo and, or communicated with the
ordering physician for resulls evaluation before
the end of the shift during which the resulls were
received. Will indicate the date, time and name
of the licensed nurse communicating the results
to the physician and any additional orders given

by the physician..."

1 On 2124122 at 4:45 PM, ASM #1, ASM #2, and

ASM #3, the Administrator, Director of Nursing,
. and Regicnal Qualily Consultant, respectively,
- were made aware of the findings. No further
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information was provided by lhe end of the

survey.

COMPLAINT DEFICIENCY

References:

1. Urinalysis - A urinalysis is a lest of your urine.
It is oflen done to check for a urinary tract
infections, kidney problems, or diabetes. You may
- also have one during a checkup, if you are
admitied to the hospital, before you have surgery,
or if you are pregnant. [t can also monitor some
medical conditions and treatments.
Information obtained from
https:#medlineplus.goviurinalysis.himl

2. Culiure and Sensitivity - If bacteria grow in the
urine culture test and you have symptoms of an
infection or bladder irritation, it means you have a

. UTIi. This result is a positive urine cullure test or

» abnormal test result. The lab conducts an
antibiotic sensitivily test on the bacteria in the

; cultured sample. Also called an antibiotic

i susceptibility test, this lest identifies the type of

! bacleria causing the infection and which

* antibiotics the bacteria is sensitive to, meaning
which antibiotics will kill the bacteria. This

*information helps your healthcare provider select
the most effective antibiotic medicine, Certain
antibiotics only work against certain bacteria. And
some bacteria have antibictic resistance, This

* of bacteria from growing. Antibiotic-resistant
infections are harder to treat.

¢ Information obtained from
. https://my.clevelandclinic.org/health/diagnostics/2

1 21 26-urine-cultureffresults-and-follow-up

" means the antibiotic no longer can stop that type |
I
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3. Aerpcoccus urinae - "Aerococcus urinae is
increasingly recognized as a potentiaily significant
urinary tract bacterium. A. urinae has been
isolated from urine collected from both males and
females with a wide range of clinical conditions,
including wrinary tract infection (UTI1), urgency
urinary incontinence (UUI), and overactive
bladder (OAB). A. urinae is of particular clinical
concern because it is highly resistant to many
antibiotics and, when undiagnosed, can cause
invasive and life-threalening bacteremia, sepsis,
or soft tissue infections.”
Information obtained from

. https:ffjournals.asm.org/doi/10.1128/JB.00170-20

?cookieSet=1

. 4. Amoxicillin is an antibiotic.
- Information obtained from
https:/fmedlineplus.gov/druginfo/meds/aé85001 . h

tml

6. The facility staff failed to administer an
antidepressant and a laxative per the physician |

orders for Residenl #5.

Resident #5 was admitted to the facility on
1/13/2022. On the most recent MDS (minimum
data set) assessment, an admission assessment, ’
with an ARD (assessment reference dale) of
, 1/118/2022, the resident scored a 7 out of 15 on
" the BIMS (brief interview for mental sfatus) score,
i indicating the resident is severely cognitively
impaired for making daily decisions. In Section N,

the resident was coded as receiving five doses of
{ an antidepressant medication during the look

back period. "

+ The physician orders dated 1/13/2022
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_documented, “Mirtazapine Tablel (used to treat
depression) (1) 7.5 mg {milligrams); give 7.5 mg
by mouth ai bedtime for depression.” The
physician order dated, 1/14/2022 documenied,
"Senna Tablet (used o ireat constipation) (2) 8.6
mg; Give 1 tablet by mouth at bedtime for
constipation.”

The February 2022 MAR (medication
administrafion record) documented {he above .

; physician orders. There was nothing documented !
for the 9:00 p.m. doses of Mirtazapine and Senna

: on 2/9/2022. The boxes were blank.

' Review of the nurse's noles for 2/9/2022 failed to
. evidence documentation related to the above
. medicalions.

The comprehensive care plan dated, 1/14/2022
documented in par, "Focus: Bowel Elimination
Aiteralion: Constipation .. Administer medication .
i per physician order and observe effectiveness
i ...Focus: At risk for adverse effects related lo use

i of antidepressant medication."

| An interview was conducted with LPN (licensed
. practical nurse) #1, on 2/24/2022 at 10:34 a.m.
When asked whal a blank on the MAR indicated,
" LPN #1 stated it wasn't done, or nof clicked off in

[name of computer program],

i An interview was conducted with LPN #5 on ,
' 2/24/2022 at 1:16 p.m. When asked what a blank |
' on the MAR indicated, LPN #5 stated if it isn't ]
11 signed off it wasn't done. |
|

i
i ASM #1, the interim administrator, ASM #2, the

; interim director of nursing, ASM #3, regional

v guality consultant, and ASM #4, the divisional |

‘
i
[
'

i

v
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quality regulatory consullanl, were made aware of

the above concern on 2/24/2021 al 4:56 p.m.

No furlher information was oblained prior 1o exil.

Relerences:
(1) This information was oblained from lhe

following website:

hitps://medlineplus.gov/druginfo/meds/a97009.h

iml
(2) This informalion was obtained from the

following website:
hitps:imedlineplus.gov/druginfo/natural/652 himl

Treatment/Svecs lo Prevent/Heal Pressure Ulcer
CFR(s): 483.25(b){ 1)(i)(ii)

" §483 25(b) Skin Integrity

§483.25(b)(1) Pressure ulcers.
Based on the comprehensive assessmenl of a
resident, (he facility musl ensure Lhal-

(i) A residenl receives care, consistent with
professional standards of praclice, to prevent
pressure ulcers and does not develop pressure
ulcers unless the individual's clinical condition
demonstrates that they were unavoidable; and

* (i) A resident with pressure ulcers receives

necessaty lrealment and services, consisient
with professional standards of praclice, to
promote healing, prevent infeclion and prevent
new ulcers from developing.

This REQUIREMENT is not mel as evidenced
by:

Based on observation, staff inferview, resident

interview, clinical record review, facility document

review, and in the course of a complaint
investigation, it was determined that the facility
staff failed (o maintain a complete pressure
injury/wound prevention and care program, and

F 684

“T'ag K686 - Failed to provide Services to
Prevent/Heal Pressure Ulcers.

[- 686 ]

Resident # 12 wound was assessed by

nursing on 2/28/22. Resident # 11 wound

Ll

o

was assessed by nursing on 2/25/22.
Resident # 4 no longer resides at the
facility.

The DON or designee reviewed patients m
the center with wounds to validate docu-
mentation.

The DOM or designee re-cducated licensed
nurses on the skin management guidelines
to include wound documentation and
documenting trealments on the (reatment
administration record.

. The DON or designee will review

residents with wounds weekly times 4

weeks to validale appropriate documen-
tation is in place. The Administrator will

submit audit findings to the QAPI
commitiee for review and further

recommendations.
The facility’s alleged date of comphance

will be April 4, 2022,
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failed to provide carc and services to prevent
and/or lreat pressure injuries for 3 of 14 residents
in the survey sample, Residents #12, #4, and

#11.

The findings inciude:

1. For Resident #12, the facility staff fsiled to
evidence thal wound tracking, monitoring, and
treatment evaluation was provided, and that

- physician ordered treatments were completed.

Resident #12 was admitted to the facility on
. 4/27/15 and had the diagnoses of, but not limited
' to, pressure injury (1). On the most recent MDS

the resident scored 7 out of 15 on the BIMS {brief
interview for mental status, indicating the resident
was severely cognitively impaired for making daily
decisions. The resident was coded as having a

. slage 2 pressure injury.

. A review of the clinical record revealed the
following notes and assessments:

A nurses’ note dated 12/2/21 documented,
“weekly wound note: sacral wound presenting as

present to wound bed. 5.4x3.6x0.1. edges well
- defined. Peri-wound intact, Will change treatment
- to Santyl daily and PRN (as needed). Noled her
! prep (3) will be initiated for prevention.”

- A nurses' note dated 12/7/21 documented,

; with no open areas noted. Area is macerated and
. skin is fragile. Treatment changed."

(minimum data set), a quarlerly assessment with -
an ARD (assessment reference date) of 12/17/21, '

a stage 2 (2) at this time, 100% granulation tissue °
"right heel is boggy with blanchable red area. Skin ;

. "weekly wound notes: pressure wound to sacrum
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- Anurses' note daled 12/14/21 documented,
“weekly wound notes: pressure wound (o sacral
area 3.0x2.5x0.1 with maceration noted to
peri-wound, Epithelial tissue to wound bed.
Denuded edges. Treatment change.”

- Anurses' note dated 12/22/21 documented,
"weekly wound notes: pressure wound o sacrum
with 100% epithelial tissue present to wound bed.
Edges well defined and peri-wound intact.
4.0x2.5x0.1."

- AWound assessment dated 2/23/22

documented "Sacrum: 1.5 x 1.6 no drainage.”
: This assessment was approximately 2 months

after the previous (above) wound assessment.

A review of the clinical record revealed the
following orders and treatment administration:

prep Lo right heel daily and PRN (as needed)
every night shift for preventive." A review of the
December 2021 MAR and TAR {Medication

: Administration Record and Treatment
Administration Record} revealed there was no
documentation it was completed on 12/10/21,
2/10/22 and 2117/22.

- A physician's order dated 12/7/21 for "Cleanse
» wound to sacrum with wound cleanser, pat dry,

no documentation it was completed on 12/13/21,
12122121, 12/25/21, 1/3/22, 1/9/22, 1/18/22,

- A physician's order dated 12/2/21 for “Apply skin

. apply skin prep to area. apply calcium alginate (4)
and oplifoam (5) dressing every 3 days and PRN
every day shift every 3 day(s) for wound care.” A
review of the December 2021, January 2022 and .
February 2022 MAR and TAR revealed there was
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1124422, 1127122, 1/30/22, 2/5/22 and 2/20/22.

- Anew order dated 2/23/22 for "Cleanse wound
to sacrum with wound cleanser, pat dry, apply
skin prep lo area. Apply Venelex (6) ointment and
optifoam dressing every other days and PRN as
needed " This was the first irealment change in
approximalely 2 months since the previous
(above} wound care order was initiated.

On 2/24/22 at approximately 1:00 PM an
observation was made with LPN #3 performing

“wound care for Resident #12. The wound was
noted to be clean and free of odor. There were
no concerns identified with the wound care

- process.

On 2/24/22 a1 10:35 AM an interview was
conducted with LPN #1 (Licensed Practical
Nurse). When asked what it means if areas were
blank on the MAR or TAR, he stated, "That
- means it wasn't done. It wasn't clicked off in
[name of electronic health record].! When asked
- if that means that the care wasn't provided, he

stated, "Yes”

There was no documenlation regarding any
evaluation of the wound for any treatment
changes between 12/22/21 and 2/23/22, a period
of approximately 2 months, and any indication of
what, if any, impact the missed treatments had on
the wound, as there was no documentation :
regarding the size, siaging, and progress of this
wound between 12/22/21 and 2/23/22, a period of !
approximately 2 months,

*On 2/23/22 al approximalely 3:00 PM, an
interview was conducted with ASM #2
{Administralive Staff Member) the Director of
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Nursing. When asked aboul the lack of
measurements and tracking of the wound, she
stated that there was no wound program and no
wound nurse. She slaled that she had been at
the facility since 1/24/22. She slated, "When | got
here, | asked them “where is all your wound
“stuff?" She stated, "When | was here a year ago
[ had a wound program running. When | came
back, there was not one, and no unit managers.”
" She stated, "l know the nurses are doing the
treatments. | have not had a chance fo go
around with them yet." For Resident #12 she ,
stated that she “just looked at the wound for the : ;
; first time yeslerday (2/22/22)." . i
A review of the comprehensive care plan
revealed the following:

- A care plan daled 4/28/15 for "At risk for
alteration in skin integrity related to; impaired

* mobility, impaired cognition, incontinence.” This
care plan included the intervention, dated
417117, tor "Provide preventative skin care

: routinely and prn."

; = A care plan dated 10/14/21 for "Resident has
pressure ulcer to coceyx related (o immaobility."
This care plan included the intervention, dated
10/14/21, for "Administer treatment per physician

orders.”

i The facility policy, "Skin Management : :

; Guidelines," documented as follows:

; |
“PURPOSE: To describe the process sleps

' required for identification of patients at risk for the ! !

i development of skin alterations, identify ,

I prevention technigues and interventions to assist

, with the managemenl of pressure injuries and | '
Evenl ID;:9GY 111 Facilily 1D: VAD154 If continuation sheet Page 72 of 158
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skin alterations.
Pressure Injury: Localized damage 1o the skin
and underlying sofl tissue, usually over a bony
prominence or related to a medical or olher

device,
- Can presenl as intact skin or an open ulcer and

may be painful
- Injury occurs because of intense and, or
prolonged pressurc or pressure in combination
with shear...Skin alterations and pressure injuries
. are evaluaied and documented by the licensed
. nurse:;
- Using the Admission/Readmission Evaluation
upon admission with a head-to-toe skin
evaluation and completion of the Braden Scale
for Predicting Pressure Sore Risk
, - Using the Braden Scale, weekly X 3 after
" admission for a {olal of 4 weekly evaluations
- Using the PUSH Tool and Skin/wound
application in PCC {(if enabled) weekly by the
wound leam for pressure injuries or complex
wounds
. - Using the Skin Alteration Record or Skinfwound
applicalion in PCC (if enabled) weekly by the
"licensed nurse for non-pressure injuries
- Whenever there is a significant change in
. condition or clinically indicated
- Quarterly, in coordination with the MDS/RAI
process ...
Body audits are completed:
- By the licensed nurse daily for patiernts with ,
" pressure injuries and documented on the eTAR; !
new findings are documented in a progress nole
P By the licensed nurse weekly for patients |
without pressure injuries and documented on the
| €TAR; new findings are documented in a
! progress note
+ - By the nursing assistant during scheduled
| baths/showers, and if indicated during routine i
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daily care and documented on the Skin
Worksheet ... The Braden Scale is the clinically
validated tool used to identily polenfial levels of
risk for pressure injury development. The scale
includes six {6) sub-scales for determining skin
risk....The Braden Scale is compleled atl the time
of admission and is aiso available as an
independent assessmenl under the Assessment
tab in PCC. The PCC Skin and Wound
application, if enabled, also includes the Braden
Scale which can be entered within the application
...The Pressurce Ulcer Scale for Healing (PUSH
Tool) is used to document the healing status of
pressure injuries. Il is initiated upon identiflication
of a pressure injury and is updaled weekly by the
wound leam during wound rounds until the wound
heals....The Skin Aiteration Record is used to
document healing status of non-pressure injuries.
The PCC Skin and Wound application, if cnabled,
allows for electronic entry of non-pressure injury
healing slatus ...

The Skin Worksheet is used by the nursing
assistant to document skin observalions. The
worksheel is completed at least twice/week with
the patient's bath/shower. Completed worksheets
are given lo the licensed nurse for validation and

action planning as indicated ...

' Treatment options are selected based upon the

type of wound, tissue type, exudate, condition of

the peri-wound, pain, the need for protection of

the wound bed, the goal of treatment and

manufacturer's recommendations for product
utilization....Wound rounds are compleled weekly

on pressure injuries and complex wounds ...The

wound leam consists of the unit manager,

licensed nurse, and nursing assistant. The : i
director of nursing, medical practitioners, :

: rehabilitation team members and the registered ;
- dielitian may participate in wound rounds if ] !

If continuation sheet Page 74 of 158

FORM CMS-2567(02-98) Previous Versions Obsolete

Event 10:9GY111 Facility ID: VAG154



DEPARTMENT OF HEALTIH AND HUMAN SERVICES

PRINTED: 03/08/2022
FORM ARPROVED

OMI3 NO 0938-0341

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER P COMPLETFD

C
495283 B WING -— 02/25/2022
NAME OF PROVIDER OR SUPPLIGR STREET ADDRESS, CITY, STATE, ZIP CODE
ROMEDICA SKILLED NURSING AND REHARB (IMPERIAL 1719 BELLEVUE AVENUE
3 ( } RICHMOND, VA 23227
(X4} ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {LACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMAT ION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 686

F 686 Continued From page 74

available ... Wound rounds should be held on a
consistent day of the week and time of day to
assure wounds are evaluated no less often than
weekly. The role of the wound team is to provide
assistance with cngoing management and
monitoring of pressure injuries and complex
wounds, determining wound etiology, selecting
the most optimal treatment sirategies and
evaluation and revision of the patient specific plan
of care. One member of the wound leam
documenls wound evaluations in a Pressure

. Wcer Weekly Note in PCC or within the

. Skinfwound application of PCC (il enabled).

 Documentation should include wound location,
etiology, presence of exudatelodor, tissue type,

* measurements, presence of undermining or
tunneling, description of peri-wound, PUSH

: score, indications of pain or infection, notifications
to medical practititoner and patient/responsible
party, education provided and any changes in

. treatment or care plan interventions....The
individualized comprehensive care plan
addresses the skin management program, the

" goal for prevention and treatment, individualized
interventions to address the patient's specific risk

- factors and the plan for reduction of risk..."

On 2/24/22 at 4:45 PM, ASM #1, ASM #2, and
ASM #3 (Administrative Staff Member) the
Administrator, Direclor of Nursing, and Regional
i Quality Consullant, respectively, were made
aware of the findings. No further information was

. provided by the end of the survey. !
]

-i References;

According to the U.S. Department of Heaith and
Human Services Public Health Service, Agency
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for Heallth Care Policy and Research, Clinical
Praclice Guidelines, Trealment of Pressure
Uicers, Number 15 an AHCPR Publication No.
95-0652 page 24: The Clinical Practice
Guidelines Treatment of Pressure Ulcers
revealed in parl the following informatian
regarding pressure sore treatment: "7.
Assessment of pressure sore healing. Progress
loward healing should be evaluated weekly. If
signs of ulcer deterioration are observed sooner
(e.g. during daily dressing changes), steps to
‘ reverse them should be taken immediately. 9.
Reassessment of Treatment Plan and evaluation
of Adherence. |f the ulcer is not healing, the
clinician mus! reassess the treatment pian and
determine whether it is being followed. In
particular the clinician should assess whether
tissue load management is adequate and should -
evaluale the extent of adherence lo cleansing
and dressing ... Pressure ulcers should be
uniformly described 1o facilitate communication
amongst staff and to ensure adequate monitoring
of the progress toward healing.”

1. Pressure injury: A pressure injury is iocalized |
' damage to the skin and underlying soit tissue \
usually over a bony prominence or related to a
medical or other device. The injury can present
as intact skin or an open ulcer and may be
" painful. The injury occurs as a resull of intense
- and/or prolonged pressure or pressure in
' cornbination with shear. The tolerance of sofl
. tissue for pressure and shear may also be
affected by microclimate, nutrition, perfusion,
. co-morbidities and condition of the soft tissue. !
i Information obtained from
; https:/fedn ymaws.com/npiap.com/resourcefresm |
| grionline_store/npiap_pressure_injury_stages.pdf i
I
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2. Slage 2 Pressure [njury: Slage 2 Pressure
Injury: Partial-thickness skin loss wilh exposed
dermis Parlial-thickness loss of skin with exposed
dermis. The wound bed is viable, pink or red,

- moisl, and may also presenl as an intact or
ruptured serum-filled blister. Adipose (fat) is not
visible and deeper tissues are not visible.
Granulation tissue, slough and eschar are not
present. These injuries commonly result from
adverse microclimate and shear in the skin over
the pelvis and shear in the heel. This stage
" should not be used to describe moisture
; associaled skin damage {(MASD) including
: incontinence associated dermatilis (JAD),

. intertriginous dermatitis {ITD), medical adhesive
related skin injury (MARSI), or traumalic wounds

(skin tears, burns, abrasions).

Information abtained from

: https:/ledn.ymaws,com/npiap.com/iresourcefresm

. grlonline_store/npiap_pressure_injury stages pdf

' 3.. Skin Prep - "Aliquid protective barrier wipe
- designed to form prolective film to reduce friclion

skin for drainage tubes, external cathelers,
i surrounding ostomy sites and adhesives
- formulated to help skin breathe so tape and film
adheres better indicated for use on intact skin
"only."
Information obtained from
https:/iwww.medline.com/jump/product/x/Z05-PF
i 32716#mrkDocurmentalion

4. “Alginate wound dressings are non-woven,
I non-adhesive pads and ribbons composed of
: hatural potysaccharide fibers or xeroge! derived
' from seaweed. On contact with exudate, these
| dressings form a moist gel through a process of
| ion exchange. They are soft and conformable,

during removal of tapes and films as well as prep

F 686

¥
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easy to pack, tuck or apply over irreguiar-shaped
wounds. Indicaled for wounds with moderate to
heavy exudate, such as pressure ulcers, infected
wounds and venous insufficiency ulcers.
Alginales generally require a secondary
dressing.”
Information obtained from
htlps:/www.woundsource.com/product-category/

dressings/alginates

- 5. Oplifoam dressing - "Optifoam® Adhesive is a
r hydropolymer, adhesive foam island dressing that
"is waterproof and has a high fluid-handling
* capacily. Improved thin fiim backing for tonger
‘ wear time."
Information obtained from
https:/iwww.woundsource.com/product/optifoam-

adhesive

' 6. Venelex ointment - is used to promote wound
healing and the treatment of decubitus ulcers,
varicose uicers and dehiscent wounds.

information obiained from
* https:/imww.drugs.com/pro/venelex-ointment.html

2. For Resident #4, the facility staff failed to
" evidence that physician ordered treatments were

compleied.

' Resident #4 was admitted to the facility on

+ 6/19/14 and was discharged on 8/8/21. Resident
#4 had the diagnoses of but not limited to multiple
sclerosis, peripheral vascular disease, and
pressure injury. On the most recent MDS

 the resident scored a "99" out of 15 on the BIMS

(Minimum Data Set) a quarterly assessment with |
an ARD (Assessment Reference Date) of 6/1/21,

Faciffly I0: WAD154
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(brief interview for mental status), indicating the
resident was unabie lo complete the interview for
cognitive stalus due to being severely cognitively
impaired for making daily decisions. The resident
was coded as having a Slage 3 pressure injury.

Sacral wound:
- Anurses’ note dated 6/14/21 documented,

"MASD (moisture associated dermatitis) noted to
sacrum, coccyx, bilateral butiocks, with 100%
scar tissue noted. Resident is a healing Stage 3.
inferior sacrum 0.2cm (centimeters) x0.2cm
x0.1crm. Superior inferior sacrum 2.0cm x 1.5cm
x 0.7cm. No drainage noted 1o inferior and
Sacrum and 100% granuiation.”

- A nurses' nole dated 6/16/21 documented,
"Wound rounds performed MASD noted to
sacrum, coccyx, bilateral buttocks with 100% scar
“lissue noled. Resident is a healing Stage 3.
Inferior sacrum 0.2cm (cenlimeter) x (by) 0.2cm
x0.1cm. Superior inferior sacrum 2.0 cm x 1.5cm
x 0.1cm. No drainage noted to inferior and
sacrum and 100% granulation. Measurements
noted the same. DTI (deep tissue injury) noted to
right fool. Area measures 2cm x 3cm. Area is
dark, that is boggy. See new order for skin prep."

- Anurses' nole dated 6/29/21 documented,
"Writer and Unit Manager spoke with residents
daughters [name] and [name] concerning the
residents waunds (sacrum and right foot),
' preventative measures are in place. The stalus of |
the sacrum being a healing stage 3 as well as :
Measurements were given to daughters for both | :
. areas. Resident has a follow-up with the vascuiar
surgeon on 8/6/14 @ 11 am [address). Daughters i
would like therapy to follow up wilh providing '
, resident with cushion for bony predominance of

!
i
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her leg where her legs meel her wic (wheel chair)
to prevent bruising. Requesting that a Care Plan
Meeling be held near the end of July. Unit
Manager 1o follow-up with the Social Worker."

These noles evidence the presence of a Stage 3
wound in addition to MASD for which the resident
was being treated, as well as the foot wound

{addressed separately).

A review of the clinical record revealed the
following order: "6/14/21 Sacrum - cleanse with |
normal saline, apply small amount of hydrogel (1) °
and puracol (2) plus to any open area, cover with |
dry protective dressing. Change vvery shifll and
prn (as needed) if dressing becomes soiled, wet,
or removed, as needed for skin alteration."

Areview of the June 2021 MAR and TAR
(Medication Administration Record and Treatmenl|
Adminisiration Record) revealed there was no
documentation that this order was completed on

' day shifl on 6/17/21, day evening or night shift on |
6/18/21, evening shift on 6/19/21, day or evening

' shift on 6/20/21, day shift on 6/24/21, day shift on :
6/24/21, and night shift on 6/25/21.

On 2/24/22 at 10:35 AM an interview was

conducted with LPN #1 (Licensed Practical

Nurse). When asked what it means if areas were

blank on the MAR or TAR, he stated, “That

means it wasn’l done. |t wasn'l clicked off in

[name of electronic health record].” When asked
 if that means that the care wasn't provided, he

' stated, "Yes."

' The above review of the MAR and TAR and LPN

"interview evidenced that, sporadically, the wound :

, care was not done.
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Foot wound:

A review of the clinical record revealed the
following:

: - Anurses' note dated 6/16/21 that documented,

- "Writer in to do dressing change to sacrum when
CNA (Certified Nursing Assistant) report that
resident had an area to her foot upon
assessment noled that there was a dark area that
is spongy in center to right foot just below great
toe area cleanse with wound cleanse and skin

. prep applied RP (responsible party) and NP
{nurse practitioner) notified wound nurse to
evaluate and treat."

- Another nurses' note dated 6/16/21
documented, "RP notified of arterial ultrasound of
right leg and that mainlenance looked at
wheaelchair and will fix it. Claim number for
ultrasound of right leg is [number] and called to
[name of X-ray Company]."

- Another nurses' note dated 6/16/21 |
documented, "NP (nurse practitioner) notified of
Doppler results, will confer with MD {medical

doctor)."

- Anurses' note dated 6/17/21 documented,
"Conversation had with Resident's daughters
regarding results of arterial Doppler performed

| yesterday and Dr {doctor) [name]
recommendation for a vascular consuli.
Daughters are in agreement with the

: appointment. Facility to sel up appointment with
Dr [name] office for first available stressing
imporiance due to severity of results of Doppler.”
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- Another nurses' note dated 6/17/21
documented, "Arterial study 1o right leg showed
little blood flow. Per NP {nurse praclitioner) area
is refated lo peripheral vascular disease. Pt has
Prevalon boot for prevention.”

- A physician's progress note dated 6/17/21
documented, "....is being seen taday per nursing
request due to acute wound to ball of right foot
that was noted yesterday. Wound is a purple

. open blister measuring 2cm (centimeter) by 3cm
with no drainage. Condition associated with mild
discomfort and exacerbated by peripheral artery

disease."

A review of the clinical record revealed an

ultrasound result dated 6/16/21 that documented:

"DUPLEX LOWER EXTREMITY ARTERIAL
UNILATERAL, RIGHT: FINDINGS: Right Lower

Extremity Arterial Duplex Ultrasound: there is

complex plaquing. Ankle brachial index was not

obtained. No flow was generally demonstrated

from the proximal femoral artery through the

lower extremity. Mild flow was demonstrated

within distal femoral artery and within dorsalis

' pedis arlery. Visualized arteries had monophasic
waveforms. Pieces stolid velocities in cm/sec are

' as follows: commeon femoral 147, profunda
femoral 35, distal femoral 6, dorsalis pedis 30.
CONCLUSION: The right lower extremity

' demonstrates little blood flow. There was some

i flow at the dorsalis pedis arlery, likely from

I collaterals.”

- The above notes and results evidenced presence |

, of the fool wound and eliology.
Wound care of foot:

|
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A review of the clinical record revealed the
following: -

- A physician's order dated 6/16/21 for "Ciean
area to bottom right foot with NS (normal saline)
and apply skin prep (3) g (every) shift for wound

"care." Areview of the June 2021 MAR and TAR
revealed lhere was no documentation that it was

: completed on day shift on 6/17/21, day, evening
or night shift on 6/18/21, evening shift on 6/19/21,
day or evening shift on 6/20/21, day shift on
6/24/21, and day shift on 6/29/21.

i - A physician's order dated 6/29/21 for "Right fool
skin prep every shift for wound treatmeni.* A
review of the July 2021 MAR and TAR revealed
there was no documentation it was completed on
night shift on 7/4/21, day shifl on 7/11/21, evening

v shift on 7/18/21, and day shift on 7/21/21.

- A physician’s order dated 7/14/21 for "Santyl {4)
Qintment 250 unit/gram (Collagenase). Apply to
! right fool topically every day shift every Mon
i (Monday), Wed (Wednesday), Fri (Friday) for
wound, clean with NS, apply Santyl and cover
with foam dressing.” Areview of the July 2021
'MAR and TAR revealed there was no
: documentation il was completed on 7/16/21,

7/21/21, and 7/23/21. I

' On 2/24/22 af 10:35 AM an interview was

; conducted with LPN #1 (Licensed Practical
Nurse). When asked what it means if areas were

! blank on the MAR or TAR, he stated, "That

! means it wasn't done. I wasn't clicked off in

{ [name of electronic health record].’ When asked |

i if that means that the care wasn't provided, he

, stated, "Yes."
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The above review of the MAR and TAR and LPN
interview evidenced that, sporadically, the wound
care was nof done.

A review of the comprehensive care plan
revealed the following:

- A care plan dated 12/3/14 for “At risk for

- Aalteration in skin integrity related to: impaired
mobility, altered cognition, MS (multiple sclerosis}

+ and incontinence.” This care plan included the
intervention, dated 3/20/20, for "Adminisier

; treatment per physician orders.”

- A care plan dated 3/1/21 for "Open area at the
. sacrum related to: impaired mobility,

incontinence, nutritional deficit." This care plan
included the intervention, dated 3/1/21, for
"Administer treatment per physician orders."

- A care plan dated 6/16/21 for "Area to bottom of
right foot." This care plan included the |
intervention, dated 6/16/21, for "Administer
treatment per physician orders.”

On 2/24/22 at 4:45 PM, ASM #1, ASM #2, and
ASM #3 (Administrative Staff Member) the
Administrator, Director of Nursing, and Regional
Quality Consultant, respectively, were made
aware of the findings. No further information was
provided by the end of the survey.

COMPLAINT DEFICIENCY

: References:

|
1. "Hydrogel dressings are in many respects
' ideal for wound dressings. When applied to dry

weounds, as well as sloughing or necrotic wounds, |

I
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they can make and keep them clean by
promoting the removal of infected or necrotic
tissue via autolysis. Hydrogel dressings keep the
wound warm, moisl, and close. Alsa, they do not
react with or irrftate tissue. When applied, they do
not adhere lo wound surfaces and allow
metabolites to pass freely. These dressings help

- provide a cooling effect on the wound, which
makes them very pieasant for palients.”
Information obtained from
https://www news-medical.net/health/Hydrogel-Dr

essings.aspx

2. "Puracol is a primary wound dressing for all
drainage types. Puracol is highly absorbent

- material that converts to soft, gel sheet that stays
" in contact with wound bed as it absorbs exudate,
Puracol featlures 100% pure nalive collagen,
helps restore chemical balance in the wound bed,
absorbeni collagen sheets manage wound
moislure, and gel sheet stays in contact with
wound bed as it absorbs exudate "

Information abtained from E
hitps:/fiwww.allegromedical. com/products/puracol-
collagen-microscaffold-wound-dressing/

3. 5kin Prep - "Aliquid protective barrier wipe
' designed o form protective film to reduce friction

during removal of tapes and films as well as prep '
skin for drainage tubes, external calheters,
surrounding ostomy sites and adhesives
formulated to help skin breathe so tape and fitm
adheres belter indicated for use on intact skin i
: Only." !
| Information obtained from !
i hitps://Aww. medline . comfjump/product/x/Z05-PF ] ,
| 327 16#mrkDocumentation ;

. 4. Santyl - "Collagenase SANTYL Ointment :
Event ID.9GY 111 Faclity ID: VAD154
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{"SANTYL") is indicated for debriding chronic
dermal ulcers and severely burned areas.”
information obtained from https://santyl.com/hcp

3. The facility staff failed to provide
treatment/services to promote healing of a
pressure ulcer for Resident #11.

Gn the most recent MDS {minimum data set), a

quarterly assessmenl with an ARD (assessment

reference date) of 12/15/2021, the resident

scored 15 out of 15 on the BIMS (brief interview

for mental status), indicating the resident is

. cognitively intact for making daily decisions. ’
Section M documented Resident #11 being al risk
of developing pressure ulcers but not having any
pressure ulcers during the assessment period.

- On 2/23/2022 at approximately 2:00 p.m., an
interview was conducled of Resident #11 in her
room. Resident #11 stated that she had an open
area on her buttock and that she pul cream on
the area thal her family brought in for her.

- Resident #11 stated that the physician looked at

: the area when they came in and told the nurses

;. how to treat the area. Resident #11 stated that ,
some of the nurses came in to put a cream on
the area but there were times when no one put
anything on the area for days so she pul her own
cream on the area and that it was healing.
Resident #11 proceeded to show pictures of the
area on her celi phone and slated she had asked

. the nurse to take pictures of the area for her. i
Resident #11 stated that the nurse had come in to }
do the treatment that morning and she had 1o ] f

i show them where it was. . '

Resident #11 refused to allow observation of

wound care to the left buttock wound by survey i
Event 1ID-9GY 111 Facility iD: VA0154 If continuation sheel Page 86 of 158
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siaff.

The physician orders for Resident #11
documented in parl,

- "Body audit every evening shift every Thu
{Thursdayy) for skin observation. Order Date:
5M1/2021."

- “Cleanse open area lo left buttock, pat dry,
apply skin prep to peri wound, apply Silva sorb
gel apply gauze affix with island dressing BID
(twice a day) and PRN (as needed) until healed.
Order Date: 1/31/2022."

The progress notes for Resident #11 docurmented
in part: "1/31/2022 00:40 (12:40 a.m.) Resident
noted with 3 x 1.5 x 0.1 open area (o lefl buitocks.
Peri wound has maceration wound bed beef red.

" No odor present. No drainage present. Area
cleansed with NS (normal saline), palted dry, skin
prep to peri wound, applied Silva sorb wound gel

- to wound bed covered with gauze covered with

+ island dressing. MD (medical doctor) informed.

Resident is own RP {responsible party) and is

aware.”

The eTAR for Resident #11 dated
2/1/2022-2/28/2022 failed to evidence the
following treatrments being administered on the
following dates and times: "Cleanse open area to
left butlock, pal dry, apply skin prep to peri
wound, apply Silva sorb gel apply gauze affix with .
island dressing BID (twice a day) and prn (as

1 needed) until healed. Every evening shift and
night shift for wound care.” On 2/4/2022,
2110/2022, 2/12/2022, 2/17/2022, 2/21/2022 at

, 3:15 p.m. On 2/1/2022, 2/2/2022, 2/6/2022,

1 218/2022, 21112022, 2/12/2022, 2/13/2022,

, 211612022, 2/17/2022, 2/20/2022, 2/22/2022 at
11:156 p.m., the eTAR was blank. :

1
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The clinical record failed to evidence any
addilional wound assessments other than the
progress note dated 1/31/2022.

The comprehensive care plan for Resident #2
documented in part, “Open area left buttocks,

per physician orders, Date Initiated: 01/31/2022...
. "Noncompliant with smoking, removes dressing

from wounds several times throughout the day...
- Date Initiated: 05/28/2020."

On 2/24/2022 at approximately 1:00 p.m., a
request was made to ASM (administrative staff
member} #2, the interim direclor of nursing for all
wound documentation for the left buttock wound

on Resident #11.

On 2/24/2022 at 3:45 p.m., ASM #3, the regional
quality consuitant provided the progress note
dated 1/31/2022 regarding he leit buttock wound
and stated that was everything thal they had to
provide.

On 2/23/2022 at approximately 3:00 p.m., an
interview was conducted with ASM #2, the interim
. director of nursing. ASM #2 stated that there was
. no wound program and no wound nurse at the
facility. ASM #2 stated that she had been at the
facilily since 1/24/22 and had a wound program
running when she was at the facility a year ago.
+ ASM #2 stated that the nurses were doing the
treatments but she had not had a chance fo go
around with them yet.

' On 2/24/2022 at 10:35 a.m., an interview was
! conducted with LPN (licensed practical nurse) #1,

Dale Initiated: 01/31/2022 ... Administer treatment

' LPN #1 stated that the care was not provided if it |

f
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was not documented on the eTAR, LPN #1
stated thal the physician or nurse practitioner and
the responsible party were notified if a treatment
was not completed. LPN #1 stated that he was
not aware of Resident #11 applying their own
{reatmeni (o the area on the lefl buttock. LPN #1
stated thai at times Resident #11 would have
them do the treatment later in the shift but she did
not do it herself. LPN #1 stated that the area was

healing.

On 2/24/2022 at 1:15 p.m,, an interview was
conducted with LPN #5. LPN #5 stated that
treatments not signed off on the eTAR meant that
they were not done. LPN #5 stated that there
should be a progress nolte documenting why the
treatments were not administered in the record.
LPN #5 stated that they were pulled over to Unit 1
to adminisler medications on 2/13/2022 around
8:45 p.m. and was only able to administer

- medicalions to some of the residents. LPN #5
stated that they did not administer any treatments

' to Resident #11.

| On 2/24/2022 at 2:00 p.m., an interview was
conducted with ASM (administrative slaff
member) #2, the interim director of nursing. ASM
#2 stated that if the e TAR was not signed off they -

* would assume that it was not done because it

, was not signed as compleled. ASM #2 staled

- that they were working to get a wound program

. up and running, and was setting up a new unit

| manager to work wilh her o oversce (he wound
program aiong with a wound nurse practitioner

 who would be coming in April of 2022, ASM #2

| slated that they were also working to get their

, wound documentation the way it needed to he

done.
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The facility paficy "Skin management guidelines”
documented in parl, "...Skin alterations and
pressure injuries are evaluated and documenied
by the licensed nurse: ...Using the PUSH
(Pressure Ulcer Scale for Healing) Toot and
Skin/wound application in PCC (if enabled)
(electronic medical record) weekly by the wound
team for pressure injuries or complex wounds,
Using the Skin Alleration record or Skinfwound
application in PCC {if enabled) weekly by the
licensed nurse for non-pressure injuries...”

Cn 2/24/2022 at approximately 4:30 p.m., ASM
#1, the interim administrator, ASM #2, the interim
" director of nursing and ASM #3, the regional
i quality consultant were notified of the findings.

No further information was provided prior lo exit.

F 725 Sufficient Nursing Staff
ss-E | CFR(s): 483.35(a)(1){2)

§483.35(a) Sufficient Staff.
The facility must have sufficient nursing staff with
, the appropriate competencies and skills sets to
provide nursing and related services to assure
resident safety and attain or maintain the highest
practicable physical, menltal, and psychosocial
. well-being of each resident, as determined by
i resident assessments and individual plans of care
. and considering the number, acuity and
* diagnoses of the facility's resident population in
accordance with the facility assessment required
_at §483.70(e).

; §483.35(a)(1) The facility must provide services
by sufficient numbers of each of the following
types of personnel on a 24-hour basis to provide

| nursing care to all residents in accordance with

F 725 Tag F725 - Failed to provide Sufficient

Staffing

I. Resident # 2 was offered a shower on
2/25/22 and Resident # 11 received a
shower on 2/25/22. Resident # I blood
sugars were reviewed by provider on
2/25/22. Resident # 10 discharged from

' the center on 2/24/22.

. The Director of Nursing or designee has
reviewed resident’s that receive blood
sugars 10 validate completion and shower
schedules for residents in the center..

The Administrator re-educated the DON
and Scheduler on the facility scheduting
process to meet sufficient staffing levels
each day.

v
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PROVIDER'S PLAN OF CORRFCTION (X3)

This REQUIREMENT is nol met as evidenced
by
Based on resident inlerview, stall interview,
facilily document review, clinical record review,
and in the course of a complaint investigation, it
was determined thal the facility staff {ailed to
provide sufficient staffing for 4 of 14 residents in
the survey sample, Residents #2, #11, #1, and
#10; and on 1 of 2 units in the facitity, Unit 1.

The findings include:

1. The facilily staff failed lo provide sufficient
CNA (certified nursing assistant) staffing to
provide showers lo Resident #2.

On the most recent MDS (minimum data set), a
quarterly assessment wilh an ARD (assessmenl
reference date) of 1/22/2022, the resident scored
15 out of 15 on the BIMS (brief interview for
menlal status), indicating the resident is
cognitively inlact for making daily decisions.
Section G documented Resident #2 being totally
dependent on staff for bathing, having functional
limitation in range of motion to both upper and
lower exfremilies and requiring a wheelchair.

Cn 2/23/2022 al approximately 12:05 p.m., an
interview was conducted of Resident #2 in her

(X4} 1D SUMMARY STATEMEN T OF DEFICIENCIES )
PREFIX (FACH DFFICIENCY MUST BE PRECEDED BY FULL PREFIX {CACH CORRECTIVL ACTION SHMOULD BE COMPLETION
1AG REGULAIORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATL oAt
DEFICIENCY)
F 725 Cortinued From page 90 - 725 4. The Adminisirator or designee will review
resident care plans nursing stalfing 5 times weekly for 4
(i} Except when waived under paragraph () of weeks Lo validale appropriale levels of’
this section, licensed nurses; and staffing are n place. 'The Administrator or
(_u) ther nursing 'personnel. including but nol designee will randomly interview.
linited o nurse aides. ) ; .
residents weekly times 4 weeks regarding
§483.35(a)(2) Except when waived under stafi ;?valla!nllly.. The Admn-nslralor will
paragraph (e} of this section, the facility must submit audil findings for revicw and
designate a licensed nurse to serve as a charge further reccommendations.
nurse on each tour of duly. 5. The facility’s alleged date of compliance
41472022

will be April 4, 2022,
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room. Resident #2 stated that they did not
receive any showers. Resident #2 stated that she
had mel with the staff and the ombudsman

. recently and verbalized wishes 1o receive
showers, but was still not getting them. Resident
#2 stated that the CNAs had to use a mechanical
lift to get her out of bed due to her paralysis, and
told her that they do not have enough time to take
her Lo the shower because they are understaffed.

" Resident #2 stated that she did refuse bed baths
at times because they became angry that the
staff would not take her to the shower.

' The comprehensive care plan for Resident #2
documented in parl, "ADL self care deficit related

- to paraplegia. Date Initiated: 10/18/2021 ., Assist
to bathe/shower as needed. Dalte Initiated:
10/18/2021.."

The Documentation survey report dated
11/1/2021-11/30/2021 documented "NA" under
Shower/Bath on 11/22/2021 and 11/25/2021.

The Documentation survey report dated
12/1/2021-12/31/2021 documented "NA" under | )
Shower/Bath on 12/13/2021, 12/16/2021,

12/20/2021 and 12/30/2021. i

The Documentation survey report dated
111/2022-1/31/2022 documented "NA" under
Shower/Bath on 1/9/2022, 1/13/2022, 1/17/2022,

112012022, 1/24/2022, and 1/31/2022. [

The Documentation survey report dated i
1 21112022-2/28/2022 documented "NA" under
| Shower/Bath on 2/3/2022 and 2/7/2022. '

The progress nates for Resident #2 failed to
evidence documentation of a bed bath or shower |
Event ID:9GY111 Facilily ID: VAQ154
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received on the dates lisled above,

Review of the as worked schedules for January
2022 revealed one CNA scheduled for Unit 1 on
day shifl on 1/1/2022, 11212022, 1/10/2022,
1/15/2022 and 1/16/2022. i furlher documented
two CNAs scheduled for day shift on 1/17/2022,
171812022, 1/23f2022, 1/24/2022 and 1/28/2022.

Review of the as worked schedules for February
2022 al the facility revealed one CNA scheduled
for Unit 1 on day shift for 2/5/2022 and 2/6/2022.

" On 2/23/2022 at 3:30 p.m._, an interview was
conducted with CNA #1, staffing coordinator.
CNA#1 stated that they had been in the position
for two weeks and still learning the scheduling.
CNA #1 stated that they used a combination of
- facility staff and agency staff lo stalf the building.
CNA #1 staled that they worked with the director
of nursing to complete the schedule. CNA #1 |
stated thal they had not had any shortages and
was nol aware of any staff waking out. CNA#1 _
stated that the goal for staffing was to have five I
CNAs on each unit on day shift, five CNAs on :
each unit on evening shift, and 3 aides on each
unit on night shift. CNA #1 stated that they
. worked on the unit prior to entering this position
" and had never had any instance where they could :
not complete their showers due to slaffing. CNA
! #1 staled that they had not heard any other CNAs
, telling residents that they could not provide care | i
because of staffing. I.

. On 2/24/2022 at 10:35 a.m., an interview was |
| conducted with LPN (licensed practical nurse) #1. '
LPN #1 stated that he had been al the facility for ! g
' about three weeks, and Resident #2 did not go to :
|

| the shower. LPN #1 stated that as far as he ; i |
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knew il was her preference. LPN #1 stated that
they worked the evening and day shift al (he
facility. LPN #1 slated thal they were lucky to
have three CNAs on Unit 1, and there were shifts
when they had one or two CNAs for the entire day
shifl. LPN #1 stated that they normally had one
CNA for the night shift. LPN #1 stated that they
had never worked with six CNAs on a unit, and at
times, the schedule said they had that many but
they were never there. |

On 2/24/2022 at 1:40 p.m., an interview was
I conducted with CNA #3. CNA#3 stated that they
| worked day shift and night shift as needed. CNA
" #3 stated that "NA" documented under
1 shower/balh on the Documentation survey report -
| meant not applicable. CNA #3 staled that
shower/balhs were applicable for all residents
and shouid have been offered. CNA #3 stated
that the goal was to have five or six CNAs on the
day shift bul if they were lucky, they had four, ;
CNA #3 stated they had never worked when there
. was only one CNA on the unit. CNA#3 staled
that they felt like they had enough help at times
and other times felt fike they did not have enough
' to get things done and the pandemic had been

hard on them ali.

On 2/24/2022 at 2:00 p.m., an interview was
conducted with ASM (administrative staff
member) #2, the interim direclor of nursing, ASM i
#2 stated that the goal was to have 11 CNAs on
_day shift, 10 on evening shifl and 6 on night shift.
' ASM #2 stated that they were slill having trouble
on the weekends bul slaffing was gelting befter.

. On 2/24/2022 at 3:12 p.m., an interview was [ ,
conducted wilh CNA #2. CNA#2 stated that they
worked the evening shift, CNA #2 stated that ;
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blank areas or "NA" on the shower/bath section of
the Documentation survey report meant that the
care was not provided. CNA#2 stated they had
more help now than in the past few months. CNA
#2 stated that they had worked a unit as the only
CNA before, and had continuously gone from one
end of the unit to the other end providing
incontinence care. CNA #2 stated that normally
they had two CNAs on the evening shift on the
weekends, and many times someone did not
show up to work. CNA #2 stated thal there was
not always somecne available to come in to cover
if someone did not show up.

The facility policy, "Pandemic plan, Staffing”
documented in part, "...During the pandemic the
slaffing plan is implemented based on current

“needs..."

The facility policy "Focus on F725" documented in
part, "...The facility must provide services by
sufficient numbers of each of the following types
on personnel on a 24-hour basis to provide
nursing care to all residents in accordance with
resident care plans: Except when waived under
paragraph (e) of this section, licensed nurses;

" and other nursing personnel, including but not
 limited to nurse aides..."

On 2/24/2022 at approximately 4:30 p.m., ASM
. #1, the interim administrator, ASM #2, the interim
* director of nursing and ASM #3, the regional
' quality consultant were notified of the findings.

No furiher information was provided prior to exit,
]

: Complaint deficiency

' 2. The facility staff failed to provide sufficient
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CNA staffing lo provide showers to Resident #11.

On the most recent MDS (minimum data set), a
quarterly assessmenf with an ARD (assessmenl
reference date) of 12/15/2021, the resident
scored 15 out of 15 on the BIMS (brief interview
for mental status), indicating the resident is
cognitively intact for making daily decisions.
Section G documented Resident #11 requiring
physical help of one person with portions of
bathing and having functional limitation in range
of motion to the lower extremities.

On 2/23/2022 at approximately 2:00 p.m., an
interview was conducted of Resident #11 in her
room. Resident #11 stated that they preferred to
gel showers and was scheduled to get them
every Wednesday and Saturday. Resident #11
stated that they were never able to get the
- shower on Saturdays because the CNAs told

did not have time to do il. Resident #11 stated

because they did not have to get her oul of the

took too long te get her up. Resident #11 stated
that she did not mind the bed baths sometimes,

" but preferred going to the shower, and did not
think it was fair that she could not get her
showers because of the staffing.

The comprehensive care plan for Resident #11
documenied in part, “ADL (activilies of daily
Initialed: 3/12/2019 ...Assist to bathe/shower as
needed. Date Initiated: 9/20/2018..."

The Documentation survey report dated

them lhey were assigned too many residents and
that the CNAs preferred for her to take a bed bath

bed to go to the shower room, and they lold her it

living) self care deficit as evidenced by inability to
perform basic needs related to paraplegia. Date
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12/1/2021-12131/2021 failed to evidence
documentation of a shower or bed bath on
121112021 and 12/25/2021.

The Dacumentation survey report dated
1/1/2022-1/31/2022 documented “NA" under
Shower/Bath on 1/8/2022 and failed to evidence
documentation of a shower or bath on 1/1/2022

and 1/29/2022.

The Documeniation survey report dated
2/1/2022-2128/2022 documented "NA" under

_ Shower/Bath on 2/19/2022 and failed to evidence
documentation of a shower or bath on 2/5/2022,

2/12/2022 and 2/16/2022.

The progress notes for Resident #11 failed to
- evidence documentation of a bed bath or shower
received on the dates fisted above.

Review of the as worked schedules for January
2022 at the facility documented one CNA
scheduled for Unit 1 on day shift 1/1/2022,
1/212022, 1102022, 1/15/2022 and 1/16/2022. 1t
further documented two CNAs scheduled for day |
shift on 1/17/2022, 1/18/2022, 1/23/2022, :
1/24/2022 and 1/29/2022. Review of the as

i worked schedules for February 2022 al the facility
“documented one CNA scheduled for Unit 1 on

. day shift for 2/5/2022 and 2/6/2022.

On 2/23/2022 at 3:30 p.m., an inlerview was |
. conducted with CNA {certified nursing assistant)
#1, staffing coordinator. CNA #1 stated that they |
had been in the position for two weeks and still |
learning the scheduling. CNA #1 stated that they !
used a combination of facility staff and agency
staff to staff the building. CNA #1 stated that they
worked with the director of nursing to complete

Evenl ID:9GY111
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the schedule. CNA #1 stated that they had not
had any shortages and was not aware of any staff
walking out. CNA#1 staled that the goal for
slaffing was to have five CNAs on each unit on
day shift, five CNAs on each unit on evening shift
and 3 aides on each unit on night shift. CNA#1
sialed that they worked on the unit prior to
entering this position and had never had any
instance where they could not complete their
showers due to staffing. CNA #1 stated that they
: had not heard any other CNAs telling residents
that they could not provide care because of

staffing.

On 2/24/2022 at 10:35 a.m., an inlerview was

| conducted with LPN (licensed practical nurse} #1,
LPN #1 stated that he had been at the facility for
about three weeks. LPN #1 stated that they
worked the evening and day shift at the facility. :
LPN #1 stated thal they were lucky to have three
CNAs on Unit 1 and there were shifts when they
had one ar two CNAs for the entire day shift.
LPN #1 slated that they normally had one CNA

| for the night shift. LPN #1 stated that they had

, never worked with six CNAs on a unit and at
times the schedule said they had that many but
they were never there. LPN #1 slated that they
had felt unsafe with the facility and had decided to |
cut their confract short because of this.

" On 2/24/2022 at 1:40 p.m,, an interview was
conducted with CNA {certified nursing assistant}

| #3. CNA#3 stated that they worked day shift and

| night shift as needed. CNA#3 stated that "NA" |

i documented under shower/bath on the

: Documentation survey report meant not |

| applicable. CNA #3 stated that shower/baths i

" were appiicable for all residents and should have

| been offered. CNA #3 stated that the goal was to l

)

H
H
H
'
'
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have five or six CNAs on the day shift, bul if they
were lucky, they had four. CNA #3 stated they
had never worked when there was only one CNA
on the unit. CNA #3 stated that they fell like they
had enough help at times, and other times fell

- like they did not have enough Lo get things done,
and the pandemic had been hard on them all,
On 2/24/2022 al 2:00 p.m., an interview was
conducted with ASM (administrative staff

. #2 slated that the goal was lo have 11 CNAs on

I ASM #2 stated that they were still having trouble
: on the weekends but staffing was getting better.

' On 2/24/2022 al 3:12 p.m., an inlerview was
worked the evening shift. CNA #2 stated that

the Documentation survey report meant that the
care was not provided. CNA #2 stated they had

#2 stated thal they had worked a unit as the only

i end ot the unit to the other end providing
incontinence care. CNA#2 stated that normally

| they had two CNAs on the evening shift on the
weekends and many times someone did not
show up to work. CNA #2 stated that there was

| if someone did not show up.

l
| On 2/24/2022 at approximately 4:30 p.m., ASM

| director of nursing and ASM #3, the regional
' quality consultant were nolified of the findings.

!
i No further information was provided prior to exit.
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member) #2, the interim director of nursing. ASM

i day shift, 10 on evcning shift and 6 on night shift.

+ conducted with CNA #2. CNA #2 stated that they

btank areas or "NA" on the shower/bath section of

! more help now than in the past few months. CNA

+ CNA before and had continuously gone from one

not always somecone available lo come in to cover

#1, the interim administrator, ASM #2, the interim |
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3. The facility staff failed to provide sufficient
staffing for Resident #1 on Wing 1 {o meet his
medication needs.

A review of the comprehensive care plan dated
10/27/21 documented in part, "FOCUS: Atrial
fibillation, hyper lension and deep vein
thrombosis. Endocrine System related to
diabetes. INTERVENTIONS: Administer
medicalion per physician orders."

! The physician orders dated 11/19/21
. documented:
. - For 5:00 p.m. administration: "Monitor blood

sugar less than 100 ...Metoprofol

daily for blood thinner."
' For 9:00 p.m. administration: "Lantus {insulin)
1100 UNIT/MILLILITER Inject 10 unit

and remove per schedule ...Gabapentin
(antiepileplic} 100 milligram at bedtime for
neuropathy.”

100 on 2/13/22 al 6:30 AM, no blood sugar on

' pressure of 103/64 on 2/8/22.

| Areview of the nursing progress note dated
1 2/14/22 at 6:22 PM, written by ASM
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: sugar twice daily, notify physician if fasting blood

' {antihypertensive) 12.5 milligram twice daily for
hypertension .. Eliquis (anticoagutant} 5 mg twice

. subcutaneously at Bedtime ...Lidocaine Palch 4
% Apply to chest topically every 12 hours for pain

Areview of the February 2022 MAR (medication
administration record) evidenced a blood sugar of

| 2113122 at 4:30 PM, and a blood sugar of 145 at
1 2/14/22 at 6:30 AM. The MAR evidenced a blood :
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. (administrative staff member) #2, the interim
director of nursing, revealed, "Physician and RP
(responsible party) notified of meds {medicalions)
not given on 2/13 evening shift. Resident
monitored with ho adverse effects.”

On 2/24/22 at 1:15 PM, an interview was
conducled with LPN (licensed praclical nurse) #5.
When asked lo describe the staffing evenis of
2M13/22, LPN #5 stated, "There was no nurse
. scheduled for Wing 1. | had worked day shift on
i Wing 2 and signed up to work evening shift on
~Wing 2. Approximately 8:45 PM, | was pulled lo
Wing 1because there were no other nurses there. -
| had already worked a full day shift, | had to go to
1st unit to be pulled and | called the on call
number and left the message. There wasiobe 4 ¢
nurses, two nurses walked out. The agency
nurse walked out and the on call nurse did not
come back. The Administrator and Director of
Nursing told me | had 1o go over there. The on
call person didn't answer the phone. The on call
nurse who had the phone was supposed to come
‘ back and did not. [locked the keys up for the
section of Wing 1 that | could not give meds to
the residents. ! was to cover a majority of Wing 1
and the other nurse from Wing 2 was to come up
and give a seclion of residents their evening
medications. |did not know until the next day the
medications were not given."

An interview was conducted on 2/24/22 at 10:36
AM with LPN (licensed practical nurse) #1. When
asked about the events of 2/13/22 including

i missing medications, LPN #1 stated, "l gave
Resident #1 his day shift medications and then

 handed off to the evening nurse. { do not know

| what she did. When | came back on Tuesday
2/15/22, Resident #1 told me he had not received

725
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his evening medicines on Sunday." When asked
what the blanks on the MAR {medication
administration record) mean, LPN #1 stated, "It
means that the medication was not given."

An interview was conductled on 2/24/22 at 1:58
PM with ASM #2. When asked about the events
of 2/13/22 and missing medicalions on evening
shift, ASM #2 stated, " was told there was no
nurse to administer the meds on Wing 1 around

 6:00 PM, I calied for staff and we had a plan to
move staff around so the residents would receive
their medications and care. ! did not know until
the following morning on 2/14/22, that the one
nurse did not come to give medications on Wing
1." When asked about the progress note written
on 2/14/22 regarding the physician and RP being

: notified of Resident's meds not given, ASM #2
stated, "I wrote the note after | found out
medications and treatments had not been given
to the residents on a part of Wing 1."

+

On 2/24/22 at 4:30 PM, ASM #1, the
administrator, ASM #2, the director of nursing and |
ASM #3, the regional quality consultant and ASM
#4, the regional director of risk management,
quality and compliance, were made aware of the

above concern.

. No further information was provided prior to exit.

4. The facility staff failed to provide sufficient
slaffing for Resident #10 on Wing 1 to meet her
| medication needs. .

, Resident #10 was adrmitied to the facility on
' 9/29/21 with diagnosis thal included but were not
. limited to: end slage renal disease, peripheral
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vascular disease, diabetes meflitus and
congestive hearl failure. The most recent MDS
{minimum data sel) assessment, a quarerly
assessment, with an ARD (assessment reference
date) of 11/19/21, coded the resident as scoring a
15 out of 15 on the BIMS (brief interview for
mental status) score, indicating the resident was
rot cognitively impaired.

A review of the comprehensive care plan dated
9/29/21 documented in part, "FOCUS:
Hyperlipidemia, congestive heart failure and
hypertension. Endocrine System related to

; diabetes. INTERVENTIONS: Administer '
medication per physician orders.*

A review of the comprehensive care plan dated
- 10/27/21 documented in part, "FOCUS: Atrial
* fibrillation, hypertension and deep vein
- thrombosis. Endocrine System related to
. diabetes. INTERVENTIONS: Administer
. medication per physician orders.”

The physician orders dated 11/19/21
i documented:
s - For 5:00 p.m. administration: "Monitor blood
| sugar twice daily, notify physician if fasting blood
. sugar less than 100 ...Metoprolol
(antihypertensive) 12.5 milligram twice daily for
hypertension ...Eliquis (anticoagulant) 5 mg twice
- daily for blood thinner.” ;

! For 8:00 p.m. administration: “Lantus (insulin)

100 UNIT/MILLILITER Inject 10 unit

; subcutaneously at Bedlime ...Lidocaine Patch 4

" % Apply to chest topically every 12 hours for pain
and remove per schedule ...Gabapentin |

+ (antiepileptic) 100 milligram at bedtime for

! neuropathy.”
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A review of the February 2022 MAR (medication
administration record) evidenced a blood sugar of
100 on 2/13/22 at 6:30 AM, no blood sugar on
2{13/22 at 4:30 PM, and a blood sugar ol 145 at
2/14/22 at 6:30 AM. The MAR evidenced a blood
pressure of 103/64 on 2/8/22.

A review of the nursing progress note dated
211422 at 6:22 PM, written by ASM
(administrative stafl member) #2, the interim
director of nursing, revealed, "Physician and RP
(responsible party) notified of meds (medications)
not given on 2/13 evening shift. Resident
monitored with no adverse effects.”

An interview was conducted on 2/23/22 at 2:06
PM with Resident #10. When asked if there had
been any missed medication doses, Resident #10
stated, "Yes, It was Superbowl Sunday, the

: out medications that shift."

~An interview was conducted on 2/24/22 at 10:36

| AM with LPN (licensed practical nurse) #1. When

, asked about the events of 2/13/22 including

' missing medications, LPN #1 staled, "l gave

| Resident #10 her day shift medications and then

 handed off to the evening nurse. | do not know
what the nurse did. When | came back on
Tuesday 2/15/22, Resident #10 told me she had

. not received her evening medicines on Sunday.”
When asked what the blanks on the MAR
(medicaticn administration record) mean, LPN #1

. stated, "It means that the medication was not

| given."

. An interview was conducled on 2/24/22 at 1.58
| PM with ASM #2. When asked about the events

agency nurse on evenings left and we did not get '
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of 2/13/22 and missing medications on evening
shift, ASM #2 stated, "l was told there was no
nurse lo administer the meds on Wing 1 around
6:00 PM."
On 2/24/22 at 4:30 PM, ASM #1, the
administralor, ASM #2, 1he director of nursing and
ASM #3, the regional quality consultant and ASM
#4, the regional director of risk management,
quality and compliance, were made aware of the
above concern.

No further information was provided prior to exit.

5. The facility staff failed to provide nursing
services to residents on unit one during the
. evening on the 3:00 p.m. to 11:00 p.m. shift on
- 02/13/2022,

. The facility's "Daily Deployment Sheet" dated
02/13/2022 failed to evidence documentation of a
nurse assigned to unit one for the 3:00 p.m. lo
11:00 p.m. shift. Further review of the sheet
revealed a hand written note that documented,
“[Name of LPN (licensed praclical nurse) # 2].
OFF schedule -agency told leave."

The facility's lime sheel for LPN # 2 dated 0

211272022 through 02/15/2022 documented in

part, "Sun (Sunday) 2/13. IN 3:14PM (3:14 p.m.).
" OUT 5:00PM.*

On the most recent MDS (minimum dala set), an
admission assessment with an ARD (assessment
reference date) of 12/27/2021, Resident # 6
scored 15 out of 15 on the BIMS (brief interview
for mental status), indicating the resident is
cognitively intact for making daily decisions.
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On 02/23/2022 at approximately 2:00 p.m., an
inlerview was conducted with Resident # 6.
When asked if they were aware of a nurse
walking out on their shift and not adminislering
the resident's medications, Resident # 6 stated,
"The nurse came in and waited to see if anyone
else was coming in. When she realized that no

. one else was coming in she called her supervisor
at the agency to find out if they had another
opening, then she gave her keys lo another nurse
and just lefl. She (nurse) said that she was not
working on all three halls by herself." When
asked how they knew the information stated
above Resident # 6 siated, "l was sitting up at the
nurse's station when it happened." When asked
if they knew what shift the incident occurred
Resident # 6 stated, "The overnight shift, 3-11
(3:00 p.m. to 11:00 p.m.)." When asked if they
received their medications that evening Resident
# 6 staled, "Yes, three or four hours later from the
nurse on Unit 2" When asked if they recalled the
time they received their medications Resident # 6

siated, "No."

' Review of Resident # 6's eMAR (electronic
medication administration record) dated
02/13/2022 revealed Resident # 6 received their
scheduled evening medications.

On the most recent MDS (minimum data set), a
quarterly assessment with an ARD (assessment
. reference date) of 12/15/2021, Resident # 7
. scored 13 out of 15 on the BIMS (brief interview
' for mental status), indicaling the resident is
cognitively intacl for making daily decisions.

: On 02/23/2022 al approximately 2:25 p.m., an
« interview was conducted with Resident # 7.
When asked if they were aware of a nurse ;

|
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walking out on their shift and not administering
resident's medications Resident # 7 stated, "I
heard aboul i." When asked if they received
their medications that evening Residenl # 7
slated, "Yes "

evening medications.

On 02/23/2022 at approximately 3:30 p.m., an
interview was conducted with CNA (certified

describe the minimal and full staffing
. resident care, CNA# 1 staled, "The minimal is
- on each unit for the 7:00 a.m. to 3:00 p.m. and
two on each unit and six CNAs, three on each

unit for the 11:00 p.m. to 7:00 a.m. shift. Full
staffing is five nurses, two on each unit, one

- 11:00 p.m. shifts and five nurses, two on each
unit, one floaling and six CNAs, three on each

resident's medications CNA # 1 stated, "No."

interview was conducted with LPN (licensed
practical nurse) # 1. When asked about the

Review of Resident # 7's eMAR dated 02/13/2022
revealed Resident # 7 received their scheduled

nursing assistant) # 1, staffing coordinator. When
asked how long they had been in the position as

. a staff coordinalor CNA# 1 stated, "l just started
at the beginning of this week." When asked to
requirementls to provide adequate and consistent !
four nurses, two on each unil and ten CNAs, five

« the 3:00 p.m. to 11:00 p.m. shifts and four nurses,

floating and eleven CNAs, five on the front unit
(Unit 1} and six on the back (Unit 2) each unit for
the 7:00 a.m. to 3:00 p.m. and the 3:00 p.m. to

unit for the 11:00 p.m. o 7:00 a.m. shift." When
asked if they were aware of a nurse walking out
on their shift on 02/13/2022 and nol administering |

- On 02/24/2022 at approximately 10:45 a.m., an

- nurse staffing on 02/13/2022 for the 3:00 p.m. to

i

FORM CMS-2567{02-99) Previous Versians Obsolete

Event ID:9GY 111

Facility ID: VAD154 If continuation sheet Page 107 of 158



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: ¢3/08/2022
FORM APPROVLD
OMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTI®LE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A G COMPLETED
C
495283 B. WING 02/25/2022
SFREET ADDRESS, CITY, STATE, ZIP CODE

NAME OF PROVIDER OR SUPRPLIER

PROMEDICA SKILLED NURSING AND REHAB (IMPERIAL)

1719 BELLEVUE AVENUE
RICHMOND, VA 23227

F 725 Continued From page 107
11:00 p.m. shift, LPN # 1 staled that they worked
on the 7:00 a.m. to 3:00 p.m. shift and there was
one nurse for the 3:00 p.m. 1o 11:00 p.m. shifi for
Unit 1. LPN # 1 further stated, "[Name of
Administrator] and [Name of Director of Nursing]
were calling around to find help for the 3-11 shift,
I gave repori to the nurse on Unit 1 for the 3-11
shift, and gave them the medication cart keys,
When asked if they recalled the name of the
nurse they gave report to LPN # 1 stated, "l can't

remember."
On 02/24/2022 at approximately 11:39 a.m., a

. When asked o describe the circumsiances that
occurred on 02/13/2022, LPN # 2 stated, "There

the only one on unit one. | called the DON
(director of nursing), the on-call called the DON
- and the nurse from the 7-3 shift calied the DON.
| explained to the DON that it was unsafe for one
1 nurse to work on the skilled unit {unit one). | told

"environment." When asked about the DON's

I much of anything to me and hung up the phone,
she velled at LPN # 1 because they would not
stay and work another shift. The on-call left at

'three (3:00 p.m.} and was scheduled to be back
at 5 {56:00 p.m.) but called and said they were not
coming back. ! called my agency and told them

okay and they would try {o get someone lo come
'in and they told me to leave. | did a medication
I count with [Name of LPN # 1), handed off the

! keys to a nurse on unit two and lefl at about 6
'{6:00 p.m.)." When asked if they administered

| any medicalions to any of the residents on unit

i one while they were in the facility LPN # 2 stated,
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i telephone interview was conducted with LPN # 2. |

were only three nurses on the 3-11 shift and | was '

: the DON that | was not going to work in an unsafe

respense to them, LPN # 2 stated, "She didn't say

the situation and how unsafe il was and they said
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“No."

On 02/24/2022 at approximalely 1:58 p.m., an
Interview was conducted with ASM (adminisirative
staff member) # 2, interim director of nursing.
When asked lo describe the circumstances that
occurred on 02/13/2022, ASM # 2 staled, "One of
the nurses called me and | came in al about 6:00

: p.m,, called agencies and nurses. The problem
with the agency nurses that were available were
nol credentialed. { asked people to stay over,
come in early and cover the units. | asked one of
the nurses on the 3 to 11 shift from unit two to

- cover and pass meds (medications) on unit one,

I and they said they would, but | found out laler that
they never went over to unit one." When asked

y who called them ASM # 2 stated, "I can't recall
which nurse.” ASM # 2 further staled, "! heard

" from residents the next day that they did not get
their meds. | notified the physician and the

- resident's families and toid nursing to monitor the
residents for adverse effects." When askedlo  *
describe the process to fill shifts ASM # 2 stated,
"I call available nurses and nursing agencies that

- | have six that | can pull from, and follow up with
them every hour." When asked if the facility was
adequatcly staffed on 02/13/2022 during the 3
ta11 shift to meet the needs of the residents ASM

| # 2 stated, "l did to the best of my ability."

On 02/24/2022 at approximately 1:00 p.m., ASM
, # 1, interim administrator, ASM # 2, inlerim
| direclor of nursing, ASM # 3, regional quality
! consultant, and ASM # 4, division quality
| regulatory consultant, were made aware of the

above findings.

i No further information was provided prior 1o exit.

|
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hours per 7 days a week. Martha, | do nol see the
observation or clinical record reviews in this
citaton. Please clarify. Thanks.

The findings include:

The facility staff failed to provide RN (registered
nurse} caverage 8 hours per 24 hours per 7 days
a week for 6 of 87 days.

During the entrance conference on 2/23/22 at
11.30 AM, ASM (administralive staff member) #1,
the interim administrator, was asked lo provide
as-worked staffing schedules from
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Complaint deficiency
F 727 RN 8 Hrs/7 days/Wk, Full Time DON F 727 Tag J7727 — Failed 10 provide 8 hours of RN
ss=Cc CFR(s). 483 35(b){1)-(3) coverage.
§483.35(b) Registered nurse ). The Administrator validated current
§483.35(b)(1) Except when waived under employee schedules {for RN coverage on
paragraph (e) or (f) of this secl.ion. the facility /9127,
LBHCE SEVICes il e A 2. The Admnistrator has reviewed the
least 8 conseculive hours a day, 7 days a weck. . )
{aciliiy nursc master schedule to validate
§483.35(b)(2) Except when waived under RN staffing levels for the center,
paragraph (e) or {f) of this section, the facility 3. The Admunistrator has re-cducated the
must designate a regislered nurse (o serve as the scheduler and DON on the staffing
director of nursing on a full time basis. requirement 1o schedule an RN for § hours
. - 24 hours per 7 days a week in the
§483.35(b){3) The director of nursing may serve }fc'l ) nours pei 4 !
as a charge nurse only when the facility has an center. _ ,
average daily occupancy of 60 or fewer residents. 4. The Admiuustrator will audit schedules §
This REQUIREMENT is not mel as evidenced times weekly times 4 weeks (o validaie
by: that RN mimmuim staffing requirements
Based on observation, staff interview, facility are met. The Administrator will submit
document review, and clinical record review, i audit findings to the QAPI commilttee for
was determined the facility staff failed to provide N d Fuclher 1 dati
RN (registered nurse) coverage 8 hours per 24 ~ veview and fucther recommendations.
5. The facihity’s alleged date of compliance
4/4/2022

will be April 4, 2022
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12/1/21-2/25/22. When asked during the
entrance conference if there were any staffing
waivers, ASM #1 stated, “No, there are no
waivers."

As-worked staffing sheetls were provided on
2/23/22 at 5:15 PM by ASM #1,

- Areview of the as worked staffing sheets
evidenced no RN hours worked on 27 of 87 dates
requested (12/1/21-2/25/22): 12/1/21, 12/6, 12/11,
12/12, 12/15, 12/25, 12126, 12127, 12129, 1/4/22, ~
1112, 1117, 1122, 1123, 1/26, 1127, 1/28, 1129,

1/31, 212122, 213, 2/5, 216, 219, 2114, 2/19, 2/22.

On 2/24/22 at 8:00 AM, a request was made of
ASM #1 to provide the name of the RN who
worked in the facilily on the above 27 dates.

On 2/24/22 4:15 PM, ASM #3, the regional quality

consultant, provided evidence of RN coverage for

21 dates, with six dates {12/25/21, 12/26/21, )
22122, 112322, 112922 and 2/5/22) still missing

RN coverage.

. An interview was conducted on 2/24/22 at 1:58

' PM, with ASM #2, the interim director of nursing.
When asked the number of hours of RN
coverage required per day, ASM #2 stated, "RN
coverage should be in in the building 8 hours a
day. If there are not 8 hours a day, the slandard
is not met."

On 2/24/22 at 4:30 PM, ASM #1, the
: administrator, ASM #2, the director of nursing and |
. ASM #3, the regional quality consultant and ASM
. #4, the regional director of risk management, [
" quality and compliance, were made aware of the |,

above concern.
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According to the facility's "Regislered
nurse/8hours/7days week" policy, which reveals,
"Except when waived, the facilily must use the
services of a registered nurse for al least 8
conseculive hours a day, 7 days a week."

No further information was provided prior 1o exit.
Residents are Free of Significant Med Errors
CFRis): 483.45(f)(2)

The facilily must ensure that its-
§483.45(f)(2) Residents are free of any significant

medication errors.
This REQUIREMENT is nol met as evidenced

Based on observation, staff inlerview, facility
document review, and clinical record review, and
in the course of complaint investigation, it was
determined the facility slaff failed to administer
medication in a safe manner to prevent significant
medication errors for four of 14 residents in the
survey sample, Residents #1, #10, #2 and
Resident #11.

The findings include:

1. The facility staff failed to administer medication
in a safe manner to prevent significant medication ;
errors on 2/13/22 {or Resident #1.

Resident #1 was admilled to the facilily on
10/15/21 with diagnosis that included but were
nof limited to: peripheral vascular disease,
diabetes meliitus and atrial fibrillation. The most

"recent MDS (minimum dala set) assessment, a

quarterly assessmenl, with an ARD (assessment ]
reference date) of 1/20/22, coded the resident as i

F 727

F 760 Tag F760 = FFailed to prevent Significant
Medication Error
. An incident report for significant medi-
cation ervor for Resident # 1, # 2 and #
11 was created on 3/17/22 with MD and
RP notification. Resident # 4 no lonaer
resides at the {acility.

(&)

medication administration records.

3. The DON or designee re-educated licensed

nurses on the Medication Administration

Guidelines to include administering patient

miedications as ordered by the physician.
"4. The DON or designee will audit medica-

tion administration records for completion

5 times weekly times 4 weeks, The

Administrator will submit audit findings to
the QAPI committee for review and further

recommendations.
5. The facility’s alleged date of compliance

will be April 4, 2022,

The DON or designee reviewed residents

4/4/2022
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scoring a 15 oul of 15 on the BIMS {brief
inierview for mental stalus) score, indicating the
resident was not cognitively impaired.

Areview of the comprehensive care plan dated
10/27/21 documented in part, "FOCUS: Atrial
fibriliation, hypertension and deep vein
thrombosis. Endocrine System related to
diabetes. INTERVENTIONS: Adminisler
medication per physician orders."

" The physician orders dated 11/19/21

. documented:
- For 5:00 p.m. administration: "Monitor blood

“ sugar twice daily, notify physician if fasting blood
sugar less than 100 ...Metoprolol

' {(antihypertensive) 12.5 milligram twice daily for

. hyperiension _..Eliquis (anticoagulant) 5 mg twice
daily for blood thinner."

For 9:00 p.m. administralion: "Lantus (insulin})

| 100 UNIT/MILLILITER Inject 10 unit
subcutaneocusly at Bedlime .. Lidocaine Patch 4

Fog Apply to chest topically every 12 hours for pain
and remove per schedule ...Gabapentin

i (antiepileptic) 100 milligram at bedtime for

neuropathy."

A review of the February 2022 MAR (medication
administralion record) evidenced a blood sugar of
100 on 2/13/22 al 6.30 AM, no blood sugar on
2113122 al 4:30 PM, and a blood sugar of 145 al

| 2/14/22 at 6:30 AM. The MAR evidenced a blood

' pressure of 103/64 on 2/8/22.

1 A review of the nursing progress note dated !

12/14{22 at 6:22 PM, writien by ASM
(administrative staff member) #2, the interim

| director of nursing, revealed, "Physician and RP
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(responsible party) notified of meds (medications)
not given on 2/13 evening shift. Resident
moni{ored with no adverse effects.”

An interview was conducled on 2/23/22 at 12:56
PM with Resident #1. When asked if he had
missed any medication doses, Resident #1
slated, "Yes, there was an evening where there
was nol a nurse to give the medicalions and | did

not get any till the next day."

An interview was conducted on 2/24/22 at 10:36
AM with LPN (licensed practical nurse) #1. When

_asked about the events of 2/13/22 including
migeing modications, LPN #1 stated, "I gave
Resident #1 his day shift medicalions and then

- handed off to the evening nurse. 1 do not know
whalt the nurse did. When | came back on
Tuesday 2/15/22, Resident #1 told me he had not
received his evening medicines on Sunday.”
When asked what the blanks on the MAR
(medication administration record) mean, LPN #1

* stated, "It means that the medication was not

. given."

An interview was conducted on 2/24/22 al 1:58
PM with ASM #2. When asked about the events
of 2/13/22 and missing medications on evening
shift, ASM #2 slated, "l was told there was no
nurse to administer the meds on Wing 1 around
6:00 PM, | called for staff and we had a plan to

; mave slaff around so the residents would receive
their medications and care. | did nol know uniil

| the following morning on 2/14/22 that the one
nurse did not come to give medications on Wing
1

| On 2/24/22 at 4:30 PM, ASM #1, the

F 760

"administratar, ASM #2, the director of nursing and
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ASM #3, the regional quality consultant and ASM
#4, the regional director of risk management,
quality and compliance, were made aware of the
above concern.

According to the facility's "Medication and

. Treatment Administration” policy, "Medications
and treatments administered are documented
immediately folfowing administration or per state
specific standards. Vilal signs are taken and
recorded prior to the administration of vital sign

- dependent medications in accordance with

« medical practitioner's orders. Medications not
administered according to medical practitioner's
orders are reported to the attending medical
practitioner and documented in the clinical record
including the name and dose of the medication
and reason the medication was not
administered.”

No further information was provided prior to exit.

2. The facility staff failed to administer medication
i1 @ safe manner lo preventi significant medication
errors on 2/13/22for Resident #10.

Resident #10 was admitted to the facility on

- 9/29/21 with diagnosis that included but were not
limited to: end stage renal disease, peripheral
vascular disease, diabetes meilitus and
congestive heart failure, The most recent MDS

j (minimum data set) assessment, a quarterly

: assessment, with an ARD (assessment reference |
date) of 11/19/21, coded the resident as scoring a |

| 15 out of 15 on the BIMS (brief interview for |
mental status) score, indicating the resident was

| not cognilively impaired.

1
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A review of the comprehensive care plan dated
9/29/21 documented in parl, "FOCUS:
Hyperlipidemia, congeslive heart failure and
hypertension. Endocrine System related to
diabetes. INTERVENTIONS: Adminisier
medication per physician orders.”

The physician orders dated 12/9/21 documented:

- For 5:00 PM administration time; "Ondansetron

{antiemetic) 8 milligram, given by mouth before
_meals before nausea and vomiting ...Midodrine

(antthypotensive} 5 milligram by mouth three

times a day for low blood pressure ...Blood sugar '

checks before meals and at bedtime."

For 9:00 p.m. administration fime: "Atorvastatin
(antihyperlipidemic) 80 milligram daily for heart
and blood pressure. Blood sugar checks hefore
meals and at bedtime.”

Areview of the February 2022 MAR evidenced a
blood sugar of 123 2/13/22 at 11:30 AM, no blood
sugar at 2/13/22 at 4:30 PM, no blood sugar at
9:00 PM and a blood sugar of 91 at 2/14/22 at
6:00 AM. The MAR also evidenced a blood |
pressure of 130/62 on 2/113/22 at 12:20 PM and a
blood pressure of 128/64 al 11:38 PM on 2/14/22.

Areview of the nursing progress note by ASM
{administrative stafl member) #2, the interim

, director of nursing, dated 2/14/22 at 6:21 PM,
revealed, "Physician and RP {responsible party)
notified of meds not given on 2/13 evening shift. |
Resident monitored with no adverse effects."

* An interview was conducted on 2/23/22 at 2:06 |
PM with Resident #10. When asked if there had

. been any missed medication doses, Resident #10

F 760
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slated, "Yes, Il was Superbow! Sunday, the
agency nurse oh evenings left and we did not get
out medications that shift. Ilel the dialysis center
know | had missed medicalions.”

An intcrview waa conducled on 2/24/22 at 10:23C
- AM with LPN (licensed practical nurse) #1. When
asked about the events of 2/13/22 including
missing medications, LPN #1 stated, “l gave
. Resident #10 her day shift medications and then
- handed off to the evening nurse. | do not know
what the nurse did. When | came back on
Tuesday 2/15/22, Resident #10 told me she had
not received her evening medicines on Sunday."
When asked what the blanks on the MAR
(medication administration record) mean, LPN #1
stated, "It means that the medication was not

given."

An interview was conducted on 2/24/22 at 1:58
PM with ASM #2, When asked about the events

1 of 2/13/22 and missing medications on evening

i shift, ASM #2 stated, "I was lold there was no
nurse to administer the meds on Wing 1 around

. 6:00 PM, [ called for staff and we had a plan to |
move staff around so the residents would receive
their medications and care. | did not know until
the following morning on 2/14/22, that the one
nurse did not come to give medications on Wing

1-||

On 2/24/22 at 4.30 PM, ASM #1, the i
administrator, ASM #2, the director of nursing and
ASM #3, the regional quality consultant and ASM

. #4, the regional director of risk management,
quality and compliance, were made aware of the

above concern. :

' No further informalion was provided prior to exit, |

{%4) ID
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3. The facility staff failed to ensure Resident #2

was free of significant medication errors.

Resident #2 did not receive medications ordered

for blood pressure on multiple dates as ordered. .
Resident #2 was admitted to the facility with
diagnoses that included but ware not limited to
hypertension. On the most recent MDS {minimum

. data set), a quarterly assessment with an ARD

. (assessment reference date) of 1/22/2022, the

. resideni scored 15 out of 15 on the BIMS (brief
interview for mental status), indicating the
resident is cognitively intact for making daily
decisions.

On 2/23/2022 at approximately 12:05 p.m., an
interview was conducled of Resident #2 in her
roomn. Resident #2 sfated that there were
occasions where they did not receive their
scheduled medications and times when the
medications were not given until the next shift.
Resident #2 stated that the evening nurse on ;
2/13/2022 had walked out and they had not
received any medications for the evening shift,
and had to wait for the night shift to come in to
get medications. Resident #2 stated that that
was not the only time they had not gotten their
medicalions and had waited for the next shift to
come in to get them,

The eMAR (electronic medication administration
record) for Resident #2 dated |
12/1/2021-12/31/2021 failed to evidence the
: following medications administered on the
following dates and times:
, - "Metoprolol tartrate tablet (for blood pressure) '
25 mg Give 1 tablet by mouth two times a day for
Event ID:9GY 111 Facilily 10: VAD154
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HTN (hypertension).” On 12/17/2021 at 8:30 p.m.

The eMAR (electronic medication administration
record) for Resident #2 dated 2/1/2022-2/28/2022

failed to cvidence the following medications
administered on the following dates and times:

8:30 p.m. and 2/13/2022 at 8:30 p.m.,

The physician orders for Residenl #2
documented the medications as listed above,

. The progress noles for Resident #2 documented
in part, "2/14/2022 18:22 {6:22 p.m.) MD (medical
doctor) and RP (responsible party) nolified of
meds (medications) not given on 2/13
(2/13/2022) evening shift. Resident monitored
with no adverse effects.” The progress noles

- failed to evidence documentation regarding the

additional dates listed above.

The comprehensive care plan for Resident #2
. documented in pant, "Cardiac disease related lo
Hypertension, Date Initiated:

Date Iniliated: 10/18/2021..."

On 2/24/2022 at 10:35 a.m., an interview was
conducted with LPN (licensed practical nurse) #1.
LPN #1 stated thal the care was not provided if it
was not documented on the eMAR. LPN #1
slaled thal multiple residents had reporied to him
that they had not received their medications on
2/13/2022 when he returned to work the next
week. LPN #1 slated that the residents told him
that they did not get their evening medications.
LPN #1 stated that he did not know of any

. adverse events from the residents not getting

- "Metoprolol tartrate tablet 25 mg Give 1 tablet by |
mouth two times a day for HTN." On 2/4/2022 al -

10/18/2021.. Administer medications as ordered. |
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their medications. LPN #1 slaied that Resident
#2 had reported getling their medicalions up to
six hours afler the scheduled time from sfaff
members. LPN #1 staled that Resident #2
frequently refused care and refused to have
certain staff give her medicalions but there should
be documentation in the medical record why they
“were not administered.

On 2/24/2022 at 1:15 p.m., an interview was

conducted with LPN #5. LPN #5 stated that

medications not signed off on the eMAR meant

that they were not done. LPN #5 staled that there

should be a progress note documenting why the

! medications were not administered in the record.
LPN #5 stated that they were pulled over to Unit 1
to administer medications on 2/13/2022 around
8:45 p.m. and was only able tlo administer
medications to some of the residents. LPN #5
slaled that they did not administer any
medications to Resident #2.

On 2/24/2022 at 2:00 p.m., an inlerview was
conducted with ASM (administrative staff
member} #2, the interim director of nursing. ASM
- #2 stated that if the eMAR was nol signed off they
would assume that it was not done because it
was not signed as completed. ASM #2 slated
that they were notified of the nurse leaving on
2/13/2022 and had attempted Lo contact agencies
and off duty staff to fill in the shift, but were
unsuccessful. ASM #2 stated that they had
 asked LPN #5 to move to Unit 1 when they were
“inished with their hall on Unit 2. ASM #2 stated
- that they had asked the other nurse on Unit 2 to
' come lo help LPN #5 administer medications on
Unit 1, but she had not done this. ASM #2 stated '
that she was not aware of this until the next day. .
: ASM #2 stated that she had contacted the ;
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physician and responsible parlies of the residents
who had missed their evening medications on
2/13/22 10 nolify thein, and thal no one had
suffered any adverse effects. ASM #2 stated that
she had spoken directly with Resident #2
regarding the missed medications on 2/13/2022.

The facility policy "Medication and Treatment
Adminisiration Guidelines" documented in part,
"...Medications are administered in accordance
with standards of practice and state specific and
federal guidelines... Medications and treatments
administered are documented immediately
foliowing administration or per state specific
slandards.. Medications not administered
according to medical practitioner's orders are
reported to the attending medical practitioner and
documented din the clinical record including the
name and dose of the medication and reason the
medication was not administered...The licensed
Aurse is responsible for validating documentation
is completed for any medication administered

during the shift..."

1 On 224/2022 at approximately 4:30 p.m., ASM

. #1, the interim administrator, ASM #2, the interim

- director of nursing and ASM #3, the regional
quality consultant were nolified of the findings.

No further information was provided prior Lo exit.

Complaint deficiency

+ 4. The facility staff failed to ensure Residem #11
was free of significant medication errors.

i Resident #11 did nol receive medications ordered -

| for diabetes and seizures on multiple dates as

I ordered.
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Resident #11 was admilted to the faciiity wilh
diagnoses that included but were not limited to
type 2 diabetes. On the most recent MDS
(minimum dala set), a quarterly assessment wilh
an ARD (assessment reference date) of
12/15/2021, the resident scored 15 out of 15 on
the BIMS (brief interview for mential status),
indicating the resident is cognitively inlact for
making daily decisions. Section N documented

: Resident #11 as receiving insulin, antipsycholic,

" antianxiety, antidepressant and opioid
medications,

On 2/23/2022 at approximately 2:00 p.m., an
interview was conducted of Residenl #11 in her
room. Resident #11 stated that there were times
when she did not receive her medications and
would get them when the next shiit came in to
work. Resident #11 stated that on 2/13/2022 they
did not receive any evening medications because
the nurse had left and they had to wait for the
night nurse to come in o get them. Resident #11
stated that this was not the only occasion that had

happened to her.

. The eMAR {electronic medication administration
record) for Resident #11 dated
12/1/2021-12/31/2021 failed to evidence the
following medications administered on the
following dates and times:

- “Basaglar KwikPen solution Pen injector (for
diabetes) 100 unit/m! {milliliter) Inject 70 unit
subcutaneously al bedtime for DM 2 (diabeles
type 2)." On 12/2/2021 9:00 p.m. and 12/10/2021 |

i gl 9:00 p.m.

- "Insulin Lispro Solution (for diabetes) Inject as
per sliding scale: If 150-200=4 units; 201-250=6
units; 251-300=6 units; 301-350=10; 351-400=12; ,

i subcuianeously before meals and at bedtime for |
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. Diabetes mellitus type 2. On 12/2/2021 9:00
p.m. and 12/10/2021 9:00 p.m."
- "Metformin HCL tablet (for diabetes) 500 mg
Give 1000 mg by mouth at bedtime for DM." On
1211012021 2100.
- "Topiramate tablet (for seizures) 25 mg Give 25
mg by mouth two times a day for seizures." Cn
12/10/2021 a1 5.00 p.m.

The eMAR (electronic medication administration
"~ record) for Resident #11 dated
1/1/2022-1/31/2022 failed to evidence the
" following medications administered on the
: following dates and times:
- "Insulin Lispro Solution Inject as per sliding
scate: If 150-200=4 unils; 201-250=6 units;
251-300=8 units; 301-350=10; 351-400=12;
subcutaneously before meals and at bedtime for
Diabetes mellitus type 2." On 1/2/2022 at 6:30
a.m,, 1/2/2022 at 11:30 a.m., 1/8/2022 at 9:00
- p.m., 1/14/2022 at 6:30 a.m., 1/19/2022 at 11:30
a.m., 1/25/2022 at 6:30 a.m., 1/27/2022 al 4:30
p-m., 1/27/2022 a1 9:00 p.m., 1/28/2022 at 11:30
a.m., 1/29/2022 at 11:30 a.m., and 1/30/2022 at
9.00 p.mn,
- "Topiramate tablet 25 mg Give 25 mg by mouth
two times a day for seizures." On 1/27/2022 at
5:00 p.m. and 1/29/2022 a1 9:00 a.m.
- “Basaglar KwikPen solution Pen injector 100
unit/ml Inject 70 unit subcutaneously at bedtime
for DM 2." On 1/27/2022 at 9:00 p.m.
- "Metformin HCL tablet 500 mg give 500 mg by
mouth one time a day for DM." On 1/29/2022 at
-9:00 a.m.
' - "Tradjenta tablet (for diabetes) Give 5 mg by
! mouth one time a day for diabetes mellitus type
2" On 1/29/2022 at 1000 a.m.

i
! The eMAR (electronic medication administration

F 760
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record) for Resident #11 dated 2/1/2022-
212812022 failed to evidence the following
medications administered on the following dales
and times:

- "Insulin Lispro Solution Inject as per sliding
scale: If 150-200=4 units; 201-250=6 units;
251-300=8 units; 301-350=10; 351-400=12;
subcutaneously before meals and al bedtime for
Diabeles mellitus type 2.* On 2/5/2022 at 6:30
a.m., 2/9/2022 at 11:30 a.m., 2/13/2022 at 4:30
p.m., and 2/16/2022 at 3:00 p.m.

- "Topiramate tablet 25 mg Give 25 mg by mouth
two times a day for seizures." On 2/13/2022 at
"5:00 p.m.

- "Melfornin HCL tablel 500 mg Glve 1000 mg by
mouth at bedtime for DM." On 2/13/2022 at 9:00
p.m. and 2/16/2022 at 9:00 p.m.

- "Basaglar KwikPen solution Pen injector 100
unityml Inject 70 unit subcutaneously at bedtime
for DM 2." On 2/13/2022 at 9:00 p.m.

The physician orders for Resident #11
documented the medications and treatments as

listed above.

The progress noles for Resident #11 documented °

in part, "2/14/2022 18:24 (6:24 p.m.} MD (medical

doctor) and RP (responsible party) notified of

meds {medications) not given on 2/13

{2/13/2022) evening shift. Resident monitored

with no adverse effects.” The progress notes

failed to evidence documentation regarding the

' additional dates listed above.

 The comprehensive care plan for Resident #11

| documented in part, “The resident is on insulin r/t |
(related to) diabetes Date Initiated: 09/12/2019
...meds {medications) as MARs {medication

. administration records) Date initiated:
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03/20/2020, monitor blood sugar, lab results as
ordered by physician. Dated Initiated:
09/12/2019..."

On 2/24/2022 at 10:35 a.m., an interview was
conducted with LPN (licensed practical nurse) #1.
LPN #1 stated that the care was not provided if it
was not documented on the eMAR. LPN #1
slated that mulliple residents had reported to him
that they had not received their medications on
2/13/2022 when he returned to work the next
week, LPN #1 stated that ihe residents told him
that they did not get their evening medications.
LPN #1 stated that he did not know of any
adverse evenls from the residents not getting
their medicalions.

i

On 212472022 at 1:15 p.m., an inlerview was
conducted with LPN #5. LPN #5 siated that
“ medications not signed off on the eMAR meant
that they were not done. LPN #5 slated that there
" should be a progress note documenting why the |
. medications were nol administered in the record.
 LPN #5 stated that they were pulled over to Unit 1
. to administer medications on 2/13/2022 around |
' 8:45 p.m., and was only able to administer ;
medicalions to some of the residents. LPN#5 |
. slated that they did nol administer any
medications to Resident #11.

On 2/24/2022 al 2:00 p.m., an inlerview was
conducted with ASM (administrative staff
member) #2, the interim director of nursing. ASM '
#2 stated that if the eMAR was not signed off they
would assume that it was not done because it

! was not signed as completed. ASM #2 stated

" that they were nolified of the nurse leaving on |

. 2/13/2022, and had attempted to contact
agencies and off duty staff to fill in the shift but
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were unsuccessful. ASM #2 stated that they had
asked LPN #5 to move lo Unil 1 when they were
finished with their hall on Unit 2. ASM #2 stated
that they had asked the other aurse on Unit 2 to
come to help LPN #5 administer medications on
Unit 1, but she had not done this. ASM #2 stated
that she was not aware of this until the next day.
ASM #2 stated that she had conlacted the
physician and responsible parties of the residents
who had missed their evening medications on
2/13/22 to notify them, and that no one had
suffered any adverse effects.

On 2/24/2022 at approximately 4:30 p.m., ASM
#1, the interim administrator, ASM #2, the interim
director of nursing and ASM #3, the regional
quality consullant were notified of the findings.

No further information was provided prior to exit.
Resident Records - denlifiable Information
CFR(s): 483.20(f)(5), 483.70(){1)-(5)

- §483.20()(5) Resident-identifiable information.

(i) A facility may not release information that is
resident-identifiable to the public.
(i} The facility may release information that is

. resident-identifiable 1o an agent only in

accordance with a contract under which the agent
agrees not to use or disclose the information

_excepl to the extent the facility iiself is permitted

fo do so.

§483.70() Medical records.

: §483.70(i}(1) In accordance with accepted
professional standards and practices, the facitity

must maintain medical records on each resldent

*that are-

(i) Complete;

F 842

F 760

Tag F842 — Failed to main(ain Complete
/Accurate Medical Record

1. Resident # 4 was discharged on 8/8/21.
The Director of Nursing or designec com
pleted incident reports for Resident # 1 for
missing (reatment record signatures for
December, January, and February regard-
ing the patient wound care.

The DON or designee has reviewed patient
medical records for accuracy.

The DON or designece re-educated licensed
nurses on documentation guidelines to
include entering orders into EHR
(Electronic Health Record) by the licensed
nurse, documenting treatments on TAR's

' (Trealment Administration Records) and

! incontinence care in POC {Point of Care).
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. _ ) ) the QAPI commitiee for further review and
§4§3.?0(|)(2) The facility must keep conlndentlal o
all information contained in the residen('s records, The facility’s alleged date of compliance
regardless of the form or storage method of the 3. e Tacility s allege plianc
will be April 4, 2022. 41412077

records, excepl when release is-
(i} To the individual, or their resident
representalive where permitted by applicable law;
(i) Required by Law;
{iii) For treatment, payment, or health care
operations, as permitted by and in compliance
_with 45 CFR 164.506; .
(iv) For public health aclivities, reporting of abuse,
neglect, or domestic violence, health oversight
activities, judicial and administrative proceedings, -
law enforcement purposes, organ danalion
purposes, research purposes, or to coroners,
medical examiners, funeral directors, and o averl
a serious threat to health or safety as permitied
by and in compliance with 45 CFR 164.512.

§483.70(i)3) The facility must safeguard medical
record informalion agains! loss, destruclion, or
unauthorized use.

§483.70(i}{4) Medical records must be retained

- for-
(i) The period of time required by State law, or
(in) Five years from the date of discharge when
there is no requirement in Stale law; or

! {iii} For a mincr, 3 years after a resident reaches
lega! age under State law.

: £§483.70(i}(5) The medical record must contain-
(i) Sufficient information {o identify the resident;
| (i) Arecord of the resident's assessments;
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(i} The comprehensive plan of care and services
provided;

(iv) The results of any preadmission screening
and resident review evaluations and
determinations conducted by the State;

(v) Physician’s, nurse's, and other licensed
professional's progress noles; and

{vi) Labaralory, radiology and other diagnostic
services reports as required under §483.50.

. This REQUIREMENT is not met as evidenced

by.
Based on staff interview, clinical record review,

, facility document review, and in the course of a

complaint investigation, it was determined that

the facility staff feiled to ensure a complete and
accurate clinical record for 2 of 14 residents in

the survey sample, Residents #4 and #1.

The findings include:

1. For Resident #4, the facilily staff failed to
document a physician's arder for a lab test that

was obtained.

Resident #4 was admitted to the facility on

' 6/19/14 and was discharged on 8/8/21. Resident
#4 had the diagnoses of but not limited to multiple

sclerosis, peripheral vascular disease, and
pressure injury. On the most recent MDS
{Minimum Dala Set) a quarterly assessment with
an ARD (Assessmenl Reference Date) of 6/1/21,
the resident scored a "99" out of 15 on the BIMS
(brief interview for mental status), indicating the

cognitive status due to being severely cognitively

! impaired for making daily decisions.

A review of the clinical record revealed a nurse's
note dated 8/8/21 that documented, "Resident

resident was unable to complete the interview for .
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wilh poor PO {oral) intake and altered menial
status earlier in shifl. Per family request UA
(urinalysis) (1) collected and lab called for pick
up. MD (medical doctor) called new order send
resident to er (Emergency Room) for eval
{evaluation). Resident admilted altered mental

status."

A review of the clinical record failed {0 reveal any
evidence of a physician's order for the UA.

On 2/24/22 3:39 PM an inlerview was conducted
with LPN #3 (Licensed Practical Nurse), who was
the nurse that wrote the above nole sending the
resident to the hospital. She stated that she "Gul
the order from the doctor and the family was
here. 1did not get the order into the system
because the family was adamant about the
resident going out. | forgot to put the order in
afterwards.”

The facility policy Documentation Guidetines was
reviewed. This policy documented, "Physician
orders are either hand-written with the medical
practitioner wet signature or entered

" eleclronically. Only a licensed nurse can obtain

and transcribe a verbal order."

On 2/24/22 at 4:45 PM, ASM #1, ASM #2, and
ASM #3 (Administrative Staff Member) the
Administrator, Direclor of Nursing, and Regicnal
Qualily Consultant, respectively, were made
aware of the findings. No further information was
provided by the end of the survey.

References:

1. Urinalysis - A urinalysis is a test of your urine.
It is often done to check for a urinary tract
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infections, kidney problems, or diabetes. You may
also have one during a checkup, if you are
admitted to the hospital, before you have surgery,
or if you are pregnant. Il can also monitor some
medical conditions and treatments.
Information obtained from

- hitps:fimedlineplus.gov/urinalysis.htm|

2.a. The facility staff failed to provide a complete
and accurate medical record for wound care
administered to Resident #1.

Resident #1 was admilted to the facility on
10/15/21 with diagnosis that included but were

i not limited to: peripheral vascular disease,
diabetes mellitus and atrial fibrillation. The most
recenl MDS {minimum data set) assessment, a
quarterly assessment, with an ARD (assessment
reference date) of 1/20/22, coded the resident as |
scoring a 15 out of 15 on the BIMS (brief f
interview for mental staius) score, indicaling the
resident was not cognitively impaired.

- A review of the comprehensive care plan dated

. 10/27/21 documented in part, "FOCUS: Open
area to sacrum. INTERVENTIONS: Administer
treatmenl per physician orders.” .
A review of the physician orders dated 12/22/21,
revealed the following, "Cleanse wound to

. tailbone with wound cleanser, pat dry, apply skin
prep, apply santyl to wound bed and cover with

! dry dressing daily."

administration record) from 12/1/21-2/25/22, [

revealed missing documentation of treatments for

- Areview of Resident #1's TAR (treatment i
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wound care to coccyxftailbone on one ouf of 9
opportunities in December 2021, seven out of 31
opportunities in January 2021, and seven out of
25 opportunities in February 2021,

An interview was conducled on 2/23/22 at 12:56
PM with Resident #1. When asked if he was
receiving wound care, Resident #1 stated, "Yes,
lhey are glving me wound care. | think i 1s every
day. They put something onh the wound and then
a new dressing. Itis healing up nicely."

An interview was conducted on 2/24/22 at 10;36

AM with LPN #1. When asked if he had

observed Resident #1's wound to his tailbone,

LPN #1 slated, "Yes, | have. ltis healing. We

: dress it daily." When shown the TAR for Resident
#1's wound care to coccyx/tailbone and asked
what the blanks mean, "LPN #1 stated, "Blanks
mean that the care was not provided and it was
not documented in the medical record.”

An interview was conducted on 2/24/22 at 1:15

PM with LPN #5. When asked whalt the blanks in

the wound care documentation means, LPN #5

. slaled, "lf there are blanks and it was not signed
off, then it was not done." When asked if holes in

' documentation indicate a complete medical
record, LPN #5 stated, "No, it is not a complete
medical record.”

An interview was conducted on 2/24/22 al 1;58
' PM with ASM #2, the interim director of nursing,
When asked what the blanks on the TAR mean,
' ASM #2 staled, "Il means that the care was not i

i given."

' On 2/24/22 at 4:30 PM, ASM #1, the
| administrator, ASM #2, the director of nursing and
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ASM #3, the regional quality consultant and ASM
#4, the regional director of risk management,
quaiity and compliance, were made aware of the
above concern.
On 2/25/22 at 8:30 AM, ASM #3, the regional
qualily consultant stated, "The standard of
practice for the facility is our policies and
procedures

According to the facility's "Documentation
Guidelines"” policy, "All treaiments

- ordered/completed are documented in the
Treaiment Administration Record- paper or

electronic."

No further information was provided prior to exit.

2.b. The facility staff failed to provide a complete
and accurate medical record for Resident #1 on
Wing 1 to document his incontinence care.

A review of the comprehensive care plan daled
10/27/21 documented in part, "FOCUS: Urinary
incontinence related to Impaired Mobility.
INTERVENTIONS: Provide incontinent care as

needed."

A review of Resident #1's ADL (activities of daily
living) records from 12/1/21-2/25/22, reveals
missing documentation of incantinence care for
eight of 93 shifts in December, 22 of 93 shifts in
: January, and 13 out of 75 shifts in February.

An interview was conducted with Resident #1 on

, 2123122 at 12:56 PM. When asked if his needs
are met quickly, Resident #1 stated, "Most of the
time yes they do. There are some times that |
have to wait for an hour to get cleaned up.”
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An interview was conducled on 2/24/22 al 3:14
PM with CNA (certified nursing assistant) #2.
When asked the frequency of incontinence
rounds, CNA #2 stated, "They are every two
hours. If the resident needs changed before
then, we adjust to meel their needs." When
asked what it means if there are blanks in the
documentation, CNA #2 stated, "If there are
blanks, then it was not done." When asked if thai
is complete documentation, when there are holes,

CNA #2 stated, "No."

An interview was conducted on 2/24/22 at 3:29
PM with CNA#1. When asked the process for
incontinence rounds, CNA #1 staled,
"Incontinence care is supposed 1o be provided
every lwo hours." When asked how frequently
incontinence care is provided, CNA #1 stated,
"No, not usually every two hours, We do it in
morning, before iunch and befare you leave your

shift."

On 2/24/22 at 4:30 PM, ASM #1, the

. administrator, ASM #2, the director of nursing and
ASM #3, the regional quality consultant and ASM
#4, the regional director of risk management,
quality and compliance, were made aware of the

above concern,

No further information was provided prior to exit.

F 880 infection Prevention & Control
SS-E CFR{s): 483.80(a)(1)(2){(4)(e)(T) :

§483.80 Infection Control

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

§483.80(a) Infection prevention and control
program.

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

§483.80(a)(1) A system for preventing, idenlifying,
reporting, investigating, and controlling infections
and communicable diseases for all residents,

" staff, volunteers, visilors, and other individuals
providing services under a confractual
arrangement based upon the facility assessment
conducled according to §483.70(e) and following
accepted national standards,

§483.80(a)(2) Written standards, policies, and
pracedures for the program, which must include,
but are not limited to:
(i} A system of surveillance designed to identify

' possible communicable diseases or
infections before they can spread to other
persons in the facility,

1 (i) When and to whom possible incidents of
communicable disease or infections should be

| reported;

I (ili) 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 isclation,

' depending upon the infectious agent or organism
involved, and

' (B) A requirement that the isolation should be the

' least restrictive possible for the resident under the

F 880 Control Program

Tag F880 — Failed to maintain Infection

j. Resident # 8, #9,# 13, and # 14 were cach
placed on isolation 2/24/22.

The DON has reviewed all current
residents to validate isolation guidelines
related 1o newly admitted and re-admitied
residents are in place and formulated
infection surveillance logs.

The DON or designee has re-educated
facility staff on the infection control
program as it relates to isolation guidelines
for newly admitted and re-admitted
residents, location of isolation supplies and
process for verification of vaccination
status of residents on admission or re-
admission. The Administrator or designee
has re-educated the Nursing Management
staff and the Infection Preventionist on
developing and maintaining infection
surveillance logs and antibiotic steward-
ship program.

The DON or designee will complete
infection control rounds weekly times 4 to
validate that isolation guidelines are being
followed for newly admitted and re-
admitied residents. The Administrator or
designee will audit the infection control
surveillance logs weekly x 4 weeks and
monthly x 2 months to validate compil-
ance. The Administrator will submit audit
findings to the QAPI committee for review
and further recommendations.

The Facility’s alicged date of compliance
will be April 4, 2022,

4/4/2022
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circumstances.
(v) The circumstances under which the facility
must prohibit employees with a communicable

: disease or infecled skin lesions from direct
contact with residents or their 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

| §483.80(e) Linens.
I 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 annual review of its
IPCP and update their program, as necessary.

| This REQUIREMENT is not met as evidenced
by:

! Based on observation, staff interview, facility
document review and clinical record review, it

a complete infection control program. The facility
+ staff failed to implement isolation procedures on

new admissions for four of five new admissions,
' Residents #8, #9, #13 and #14; and failed to

formulate infection control tracking logs for three
| of the past six months,

|
i The findings include:

'1.a. The facility staff failed to implement their
policy and initiate isolation precautions for four of

! five new admissions reviewed, Residents #8, #9,
#13 and #14. These residents were not placed in

corrective actions taken by the facility. ]

. was determined the facility staff failed to maintain |
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isolation for possible COVID-19 when they were
initially admitled to the facility.

The entrance conference with the ASM
(administrative staff member) #1, the interim
administrator and ASM #2, the interim director of
nursing, was conducted on 2/23/2022 at 11:30
a.m. ASM #1 and ASM #2 were asked if any
residents were currently on isolation. ASM #2
stated thal they had several residents on isolation
due to being new admissions. ASM #2 stated she
would provide a list of those residents.

Observation was made of the entire facility on
2/23/2022 al 12:15 p.m. There were no signs on
doors or carts for the isolation supplies oulside of
any room.

Observation was made on 2/23/2022 at 12:40
p.m. of two resident rooms, Resident #8 and
Resident #9. Al this lime, each room door now
contained a sign regarding Contact Precautions,
Droplet Precautions and Airborne Precautions.
LPN (licensed practical nurse) #6 was observed
putting a can outside a resident's door. The cart
contained isolation supplies for the staff to put on
prior to entering the room.

Resident #8 was admitted to the facility on
2/14/2022. On the most recent MDS (minimum
data set}, an admission assessment with an ARD
. (assessment reference date} of 2/20/2022, the
' resident scored a 15 out of 15 on the BIMS (brief
interview for mental status) score, indicating the
resident is not cognitively impaired for making

 daily decisions.

' Review of Resident #8's physician orders on
| 2/23/2022 at 1:00 p.m. failed o evidence an order
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for isolation. The clinical record failed to evidence
documentation of COVID - 19 vaccination status.

On 2/23/2022 at 2:09 p.m. an interview was
conducied with Resident #8. When asked when
the staff started wearing gowns before entering

his room, Resident #8 stated the staff just started -
this practice before lunch that day. When asked

if the signs on the door were there since
admission, Resident #8 stated they were jusi put
up today. Observation of the room at that time
failed to evidence disposal receptacles for the
trash and linens. When asked if he was
vaccinated against COVID-19, Resident #8 stated .
he did nol 1ake the vaccinatlons, and that he

didn’t want themn.

“ An interview was conducted with LPN (licensed
practical nurse} #6 on 2/23/2022 at 2:15 p.m.
When asked if Resident #8 was on isolation, LPN
#6 stated, "Yes, he came 1o us from the hospital "
When informed about the observation of her
pulting the carl outside the resident's door, LPN
#6 stated, "l put one there this morning." When
asked when the signs were put up, LPN #6 stated
she couldn't say, LPN #6 further stated that she
had not put them up. When asked how long the
resident had been in the facility, LPN #6 stated he
had been there a week. LPN #6 stated she calied
[name of director of environmental services)..
LPN #6 stated she didn't know all new residents
had to be on isolation. When asked whose

. responsibility is it to ensure the residents that

"It was everyone's."

member} #3, the director of environmentaj
services on 2/23/2022 at 2:30 p.m. When asked

required isolation are on isolation, |.PN #6 stated, |
i
" An interview was conducled with OSM (other staft |
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how she is notified that a resident who is newly
admitted, or newly readmitled, is to be on
isolation, OSM #3 stated "They give me the
admission form." When asked if she kepl these
forms, OSM #3 staled that she discards them.
When asked if she was notified that Resident #9
was supposed o be on isolation, OSM #3 stated,
"No." When asked if she put the trash and linen
disposal bins in the room, OSM #3 stated no, and
that that they were in the process of cleaning
- them. When asked what fime the last person
. leaves from her department each day, OSM #3
stated the last person leaves at 4:00 p.m. When
asked how isolation is put into place if an
admission comes in after 4:00 p.m., OSM #3
staied, "When we come in in the morning we
would put it oul." When asked if this means the
resident is not on isolation precautions between
time they enter the facility after 4:00 p.m. on one
day and the time the environmental services staff
came in the building at 6:00 a.m. on the following

' day, OSM #3 stated, "Yes."

1. b. Resident #9 was readmitted to the facility on
2/17/2022. On the most recent MDS {minimum

| data set), a quarterly assessment, with an ARD

1 (assessment reference date) of 10/12/2022, the

- resident scared a 5 out of 15 on the BIMS (brief
interview for mental status), indicating the
resident was severely cognitively impaired for

" making daily decisions.

Review of the physician orders on 2/23/2022 at

! The clinical record documented the resident
| received COVID vaccinations on 1/12/2021 and
on 2/2/2021. There was no documentation of a

. booster given,

I 1:00 p.m. failed to evidence an order for isolation. |
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On 2/23/2022 at 2:09 p.m. Resident #9's room
was observed. The signs for Conlact
Precautions, Droplet Precautions and Airborne
Precautions were now preseni on the door. There
was a cart containing isolation supplies for the
staff located outside the residenl's door. There
were no trash and linen disposal containers noted

in the room,

An interview was conducted with LPN #6 on
212312022 at 2:15 p.m. When asked if Residenl

| #8 was on isolalion prior to lunch time, LPN #6
slated she had place the carts outside the door
this aflerncon.

An interview was conducled with RN (registered

" nurse) 711 on 2/23/2022 at 2:19 p.m. When asked
if Resident #9 was on isolation, RN #1 stated, "|
don't believe so.” When asked why the resident
has outside her door, and signs on her door than
indicate she is on isolation, RN #1 did not

| respond.

An interview was conducted with LPN (licensed

practical nurse) #4 on 2/23/2022 at 2:22 p.m.

- When asked if Resident #9 was on isolation, LPN

' #4 stated "Yes, she should be, as she went to the

- hospital and relurned." LPN #4 stated when a
resident refurns from the hospital they are put on -
isolation for 14 days. When asked when Resident
#9 returned from the hospital, LPN #4 Jooked in

| the computer and stated the resident had

| returned on 2/17/2022, six days earlier. When

' asked whose responsibility is it to get the isolation !

! supplies in place, LPN #4 stated it is

| housekeeping's responsibility. When askedifa |

i resident returns or is admitted after housekeeping i

' staff members leave for the day, how the nursing |
staff obtains isolation supplies, LPN #4 stated the |
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nurses leave a note for housekeeping, and
housekeeping arrives at the facility between 5:00
a.m. and 6:00 a.m. the following morning. LPN #4
slaled the nurses do not have access lo isolation
equipment. LPN #4 stated, "l still lel my staff
know they are on isolation." When asked where
she disposes of used isolation equipment when
she lraves the rnom, [ PN #4 stated there should
be isolaticn trash and linen cans in the room

. An interview was conducted with OSM #3 on

2/23/2022 at 2:32 p.m. When asked if she was

aware Resident #9 was supposed to be on

isolalion, OSM #3 stated she was just notified

" that day. When asked who gives her the
information regarding a new or readmission that
requires isolation, OSM #3 stated [the name of
the admissions coordinator),

An interview was conducted with OSM #5, the
admissions coordinator, on 2/23/2022 at 3:17

. p.m. When asked the process for notifying the

| staff a new admission or readmissicn needs
isolation, OSM #5 stated all residents go on
isolation if they are not boosted. if the new
admission is not vaccinated, the resident must be
in a private room on isolation for ten days. When
asked how the informalion is communicated with
the staff, OSM #5 stated it goes out in an email to
all administrative staff, and then an "Admission
Notification" goes on the front of the documents

| sent to the units. When asked who sets up

" isolation, OSM #5 stated the nurses on the unit.
When asked if the nurses have access to the

" isolation supplies after 4:00 p.m., OSM #5 staled :

they should have.

1. ¢. A tour was made throughout the facility on
. 212412022 at 8:45 a.m. In the front unit, there
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were three rooms with isoiation carts and signs
on the doors. These carts were present the
previous day. One of these rooms was Resident
#14's room.

Resident #14 was admilted o the facility on

, 2/16/2022. On the most recent MDS (minimum
data set} assessment, an admission ascessment,
wilth an ARD (assessment reference dale) of
2/23/2022, the resident scored a 14 out of 15 on
the BIMS (brief interview for mental status) score,
indicating the resident is not cognitively impaired
for making daily decisions.

The physician order dated 2/23/2022 at3:15 p.m.,
documented: "Airborne and Droplet Precautions
for total of 10 days; admission date 2/16/2022
every shift until 2/26/2022."

An interview was conducted with Resident #14 on
2/24)2022 at 9:.00 a.m. When asked when he
entered the facility, Resident #14 stated, last
Wednesday [2/16/2022]. When asked if he had
been on isolation, Resident #14 stated he had not - '

- been on isolation. He stated the signs went up

yesterday, sometime between lunch and dinner, :

and he was told not to go out of his room.

Observation of the room failed to evidence any

disposal containers for the isolation trash or

linens. Resident #14 slated he was upset

because he can't go out of his room and go

oulside, which he has done since admission to ;

the facility. Since his admission, he had received !

therapy in the gym, but now is getting it in his

' room. When asked if he was vaccinated against

 COVID, Resident #14 stated he was not ; |
vaccinated against COVID. i i

1. d. Atour was made throughout the facility on | i
Event ID:9GY111 Facility ID. VAD154

FORM CMS-2567(02-99) Previous Versions Obsolete If continuation sheet Page 141 of 158



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED. 03/08/2022
FORM APPROVED
OMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER 2 BURDINE COMPLE D
C
495283 B. WING 02/25/2022
NAME OF PROVIDCR OR SUPPLIER STRCET ADDRESS, GITY, STATE. ZiIP CODE
PROMEDICA SKILLED NURSING AND REHAB (IMPERIAL 1719 BELLEVUE AVENUE
( ) RICHMOND, VA 23227
(X4) 1D SUMMARY STAIEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX [EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (CACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS5-RLFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 880

F 880 Continued From page 141

2/24/2022 at 8:45 a.m. In the front unit, there
were lhree rooms with isolation carts and signs
on the doors. These carts were present the
previous day. One of these rooms was Resident

#14's room.

Resident #13 was readmilted to the facility on
2/15/2022. On the most recent MDS (minimum
data set) assessment, a quarterly assessment,
with an ARD (assessment reference date) of
21942022, the resident scored a 14 out of 15 on
the BIMS (brief interview for mentat status) score, -
"indicating the resident is not cognitively impaired
for making daily decisions.

The physician order dated, 2/23/2022 at 3:15
p.m., documented: "Airborne and Droplet
Precautions for total of 10 days; admission date
2/15/2022 every shift until 2/25/2022."

An interview was conducted with Resident #13 on
2/24/2022 at 9:10 a.m. When asked if he had

" been on isolation since his readmission to the
facility, Resident #13 stated he had not been on
isolation unlil yesterday. Resident #13 stated he
had gone to the therapy gym up until yesterday.
Observation of the room failed to show any
disposal containers for trash or linens. When

- asked if he was vaccinated against COVID,
Resident #13 stated he has had two doses of the

Pfizer vaccine.

' A CNA (certified nursing assistant) #5 was

, abserved entering Resident #13’s room on

| 2/24/2022 al 9:12 a.m. She wore a mask, gown,

| face shield and gloves. She exited the room at

| 9:16 a.m. An inlerview was conducted with CNA |
#5 at this time. When asked if she had been F
taking care of Resident #13 for the past few days, |
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CNA #5 staled she had. When asked if he had
been on isolalion since his return {o the facilily,
CNA #5 slated he didn't have an isclation cart
until yesterday (2/23/2022] and she had not been
using any isolation equipment other than her
mask and face shield.

An interview was conducted with LPN #1 on
2/24/2022 at 10:34 a.m, When asked how the
nurses are notified that a new admission necds
isolation, LPN #1 stated, "I look through the chart,

i the paperwork that came from the hospital with
the resident, and the DON (interim director of

" nursing) or admissions tells us,” LPN #1 slated if .
a resident comes from the hospital and is COVID

. positive, then they automalically go on
precautions.

An interview was conducted with ASM
(administrative staff member) #2, the interim
director of nursing, on 2/24/2022 at 11:25 am,
When asked the process for isolation for new
admissions or readmissions, ASM #2 stated that
" admissions sends out a notice to all departments. :
The notice will say if the residents are supposed |
to be on isolation. ASM #2 stated, "It is brought
up in [name of room for morning meetings] to '
- make sure we have everyone on isolation that
should be on isolation.” When asked if new '
admissions should be on isolation precautions,
ASM #2 slated the new admissions shouid be for |
10 days. When ASM #2 was informed about the ! ]
initial tour observation of no isolation carts, along !
" with the subsequent identification of five isolation '
: rooms, ASM #2 was asked to speak 1o this. ASM
+ #2 did not respond. A second request was made
for the list of residents on isolation.

|
|

I
. On 2/24/2022 at 2:00 p.m. ASM #2 presented a | i
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list of residents requiring isolation. Residents # 8,
#9, #13 and #14 were on the list.

: The facility presented an algorithm for COVID -
19 Admission Criteria that documented if a
resident did not have COVID and was up to date
in the vaccination status {up to date, per this
form, was a person received all recommended
COVID 19 vaccines, including any booster doses
when eligible), the resident would be quarantined

I for 10 days. If the resident was unvaccinated,

« then the resident required a private room, and to
be in quarantine for ten days. This form was

| updated on 2/14/2022.

ASM #1, the interim administrator, ASM #2, and
ASM # 3, the regional quality consultant, were
made aware of the above concerns.

' No further information was provided prior to exit.

| 2. The facility staff failed to complete infection
! control surveillance for five of the past six months

reviewed.

1 The entrance conference with the ASM

' (administrative staff member) #1, the interim

¢ administrator and ASM #2, the interim director of

' nursing, was conducted on 2/23/2022 at 11:30
a.m. Atthis time a request was made for the past
six months of infection conlrol surveiltance logs.

- A second request was made on 2/24/2022 at . i
, approximately 8:15 a.m. for the infection control

* surveillance logs. !
f ; I

| On 2/24/2022 at 2:00 p.m. ASM #2 presented .
| infection control surveiltance logs for the past six

Evenl ID- 9GY 111
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months. The August 2021 tracking logs were
completed. For September 2021, there was only
one entry documented. There were no Iracking
logs for October or November of 2021. For
December 2021, there were only seven enirics.
Those were dated 12/18/2021 through
12/30/2021. The January 2022 tracking logs
documenled three entries dated 1/2/2022 through
1/472022. There were no further entries
documented.

An interview was conducted with ASM #2 on
2124/2022 at 2:00 p.m. When asked where the
missing information was, ASM #2 slated this was
all the information she could find. When asked
whose responsibility it was for compleling the
infeclion control surveillance, ASM #2 stated she
will be doing it in the future, but she just started
working in the facility on 1/24/2022. When asked
who was responsible prior to her arrival, ASM #2
slated she could not answer that.

An interview was conducted with ASM #3, the
regional gquality consultant, on 2/24/2022 at 3:39
p.m. When asked about the above surveillance
logs for the past six months, ASM #3 stated,
“That is all we have." ASM #3 stated there has
been interim directors of nursing in the facility for

' the past six months. ASM #3 was asked 1o obtain
documentation from the pharmacy regarding the
use of antibiotics from September 2021 through

- January 2022.

Onn 2/24/2022 at 4:30 p.m. ASM #3 presented
the Anti-Infective Utilization reports from the !
' pharmacy for September 2021 through January ' :
2022. The Seplember 2021 form documented the | !
anti-infective utilization summary of the 95 ' :

| residents reviewed, 26 have received an i
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anti-infective medications. For the month of
October 2021, 41 of the 99 residents reviewed
have received an anti-infective medication. For
the month of November 2021, 38 of the 110
residents reviewed had received an anti-infective
medications. The December 2021 summary, of
the 105 residents reviewed, 34 had received an
anli-infeclive medications. For January 2022, of
the 114 residents reviewed, 32 had received an
anti-infective medication.

The facility policy, "Surveillance" documented in
part, "Information about infections is gathered,
monitored and tracked throughout the month.
[Name of computer program] is the electronic
syslem utilized to enter infection control trends.
The date entered generales surveillance reports
which is reviewed by the Infection Preventionist
for trend identification included trends that may

are reviewed and discussed during the Eagle

Room process and QAPI (quality assurance
performance improvement) Infection Control

Committee meetings."
of the above concern on 2/24/2022 at 4:56 p.m.

No further information was provided prior {o exit.

(quarantine} is recommended for residents who

who have had close contact with someone with
SARS-CoV-2 infection if they are not up to date
[Up to date means a person has received all

booster dose(s) when eligible, with all
: recommended COVID-19 vaccine doses.]" This

require initiating outbreak investigations. Resulis

ASM #1, ASM #2 and ASM #3 were made aware ;

“Empiric use of Transmission-Based Precautions

are newly admitted to the facility and for residents

recommended COVID-19 vaccines, including any
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information was oblained from the following
websilc: '
hilps /www cdc.govicoronavirus/2019-ncovivacci
nesislay-up-teo-date.himl
"In general, quarantine is not needed Tor
asymptomatic residents who are up to date with
all COVID-18 vaccine doses or who have
recovered from SARS-CoV-2 infection in the prior
90 days; polential exceptions are described in the
guidance. However, some of these residents . . L L
should still be tested as described in the testing Tag I'881 — Failed to maintain Antibiotic
section of the guidance.” This information was Stewardship Program
obtained from the following website: o L :
hitps:/iwww.cde.govicaronavirus/2019-ncovihepil 1. The facilily completed an antihindic
ong-term-care.him! stewardship meeting on 3/17/22.
F 881 Antibiolic Stewardship Program F 881 2. The DON or designee reviewed current
g5=g CFR{s). 483.80(a)(3) residents on antibiotics and formulaied
) 5 o ) antibiotic stewardship reports for tracking
grc?gar'asm(.a) Infection prevention and control and trending.
The facility must eslablish an infeclion prevention 3. The Administrator re-educated Nursing
and control program (IPCP) that must include, at Management staff and the Infection
a minimum, the following elements: Preventionist on the antibiotic slcwardship'
program,
§483.80(a)(3) An antibiotic stewardship program 4. The DON or designee will review new
thal{ :ncl:Jdes aqtrbfoll(_:bt-lste. protocols and a antibiotic orders during the daily clinical
'Sl‘)rlmsisegE(gLTIgghzlriiplp itsor:gturiee‘l as evidenced mccli.ng 5 times a wc?k for 4 \ive_cks to
by: identify any trends. The Administrator or
Based on staff interview and facility document designee will review antibiotic stewardship
review, it was determined the facility staff failed to reports monthly x 2 months 1o verify
provide evidence of the antibiotic stewardship compliance. The Administrator will
program. The facility slaff failed to have ar)tibiotic I submit audit findings to the QAPI commit-
 stewardship reports for three of the past six : " tee for review and further recommend-
months. .
dations.
The findings include: 5. The facility’s alleged date of compliance .
] will be April 4, 2022. | 414/2022
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The enlrance conference with the ASM
{administrative staff member) #1, the interim
adminisirator and ASM #2, the interim director of
nursing, was conducted on 2/23/2022 at 11:30
a.m. Allhis ime a request was made for the past
six months of the antibiotic stewardship program.

On 2/24/2022 at 2:00 p.m, ASM #2 presented
Antibiotic Stewardship Reports for Oclober 2021,
December 2021 and January 2022, There were
no reports for August 2021, September 2021 and |
November 2021. When asked where the rest of
the months were, ASM #2 stated this was all of |
- {he documentation she could find. When asked '
who is responsible for completing the antibiotic
stewardship reports, ASM #2 stated she will be
doing it in the future, but she just started working
at the facility on 1/124/2022. When asked who i
was respansible for the antibiotic slewardship
program priot o her coming to the facility, ASM
#2 stated she couldn't answer that.

An interview was conducted with ASM #3, the
regional quality consultant, on 2/24/2022 at 3:39
p.m. When asked for the remainder of the
antibiotic stewardship documentation, ASM #3
slaled that was all they had. ASM #3 stated that
she has had interim directors of nursing in the
past six months.

Onn 2/24/2022 at 4:30 p.m. ASM #3 presenied
the Anti-Infective Utilization reports from the
pharmacy for September 2021 through January
2022.The September 2021 form documented the
anti-infeclive utilization summary of the 95
residents reviewed, 26 have received an
anti-infective medications. For the month of

, October 2021, 41 of the 99 residents reviewed
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have recieved an anli-infective medication. For
the month of November 2021, 38 of the 110
residents reviewed had received an anti-infective
medications. The December 2021 summary, of
the 105 residents reviewed, 34 had received an
anti-infeclive medications. For January 2022, of
the 114 residents reviewed, 32 had received an
Aanti-infrelive madiration

" The facility policy, "Antibiotic Stewardship™
documented in part, “Tracking is demonslrated by
moniloring various measures of antibiotic use by

! audiling available reports and individual patient

. clinical record...Monitoring outcomes of antibiotic
use by audiling available reports and individual

. patient clinical records "

ASM #1, ASM #2 and ASM #3 were made aware
of the above concern on 2/24/2022 at 4:56 p.m.

No further information was provided prior to exit.
influenza and Pneumoacoccal Immunizations

F 883
CFR(s): 483.80(d)(1)(2}

SS5=E

§483.80(d} Influenza and pneumococcal
immunizalions
§483.80(d)(1} Influenza. The facility must develop
' policies and procedures to ensure that-
(i) Before offering the influenza immunization,
each resident or the resident's representative
receives educalion regarding the benefits and
potential side effects of the immunization;
(i) Each resident is offered an influenza
" immunization October 1 through March 31
" annually, unless the immunization is medically
" contraindicated or the resident has already been
I immunized during this time period;
- (i) The resident or the resident's representative

F 883.Tag F883 - ITailed to maintain Flu/PNA

Program

1. Resident # 5 was assessed on 2/28.22 {or
the Flu and Pncumonia vaccine. Resident
H 9 was assessed on 3/18/22 {or Flu and
Pneumonia vaccine. Resident # 12 was
assessced on 3/18/22 for Flu and Pneu-
tnonia vaceine. Resident # 14 was
assessed on 2/28/22 for Flu, Pneumonia
and on 3/8/22 for COVID 19 vaccine.
Resident # 8 was assessed on 2/28/22 for

! Flu, Pneu-monia and COVID 19..

2. Current Residents have been reviewed (o
validatc Flu, Pneumonia and COVID 19

! screening and vaccinalion status.
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has the opporldnity to refuse immunization; and
(iv)The resident's medical record includes
docurnentation that indicates, al a minimum, the
following:
(A) That the resident or resident’s representative
was provided education regarding the benelits
and potential side effects of influenza
immunization. and
(B) That the resident either received Lhe influenza
immunization or did nhot receive Lhe inflluenza
immunization due to medical contraindications or

refusail.

§483.80(d)(2) Pneumococcal disease. The facility
must develop policies and procedures to ensure
that-
(i} Before offering the pneumocaccal
immunization, each resident or the resident's
representative receives education regarding the
benefits and potential side effects of the
mmunization;
{ii) Each resident is offered a pneumococcal
immunization, unless the immunizalion is
medically contraindicated or the resident has
already been immunized;
(iif) The resident or the resident’s representalive

* has the opportunity to refuse immunization; and
() The resident's medical record includes
documentation that indicates, al a minimum, the
following:
(A) That the resident or resident’s representative
was provided education regarding the benefits
and potential side effects of pneumococcal
immunization; and
(B} Thal the resident either received the

* pneumococcal immunization or did not receive

' the pneumococcal immunization due to medical
contraindication or refusal.

x4y 1L SUMMARY STATEMENT OF DEFICIENCIE S 0 PROVIDER'S PLAN OF CORRECTION (%51
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PRETIX (CACH CORREC TIVE ACTION SHOULD BE COMILLTION
TAG REGULATORY ORI SC IBENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DAE
DEFICIENCY)
F 883 3. The DON or designee has re-educated

licensed nurses on the Flu, Pneumonia and
COVID 19 screeming and vaccination
process.

4 'The DON or designee will audit new
admits weekly tumes 4 10 validale "lu,
Pncuntonia and COVID 19 screening and
vaccination status. The Administiatar will
submit audtt findings to the QAP com-
mittee for review and further recommenda-
{1ons.

5. The facility’s alleged datc of compliance

will be April 4, 2022, 4/4/2022
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This REQUIREMENT is not met as evidenced
by:

Based on resident interview, staff interview,
facility documeni review and clinical record
review, it was determined the facility staff failed to
implement a complete immunization program for
five of five record reviews for immunizations,
Residents #5, #9, #12, #14 and # 8.

The findings include;

1. For Resident #5, the facility staff failed to
provide evidence of the vaccination status of the
influenza vaccination or the pneumococcal

vaccination.

Resident #5 was admifted to the facility on
1/13/2022. On the most recent MDS (minimum
data set) assessment, an admission assessment,
with an ARD (assessment reference dale) of
171812022, the resident scored a 7 out of 15 on

"the BIMS (brief interview for mental status) score,

indicating the resident is severely cognitively
impaired for making daily decisions. In Section O

- Special Treatments, Programs and Procedures, |

the resident was coded as not having an
influenza vaccine or pneumococcal vaccine, and

it was coded as nol offered.

Review of the clinical record failed to evidence
documentation of the administration or the refusal
of the influenza or pneumococcal vaccinations.,

The Admission Evaluation dated 1/13/2022
documented the resident was not vaccinated or it
was unknown if the resident was vaccinated

against influenza and pneumococcal pneumonia. |

An interview was conducted with LPN (licensed

FORM CMS-2567(02-99) Previous Versions Obsolete

Event |1D:9GY111

Facility ID- VAQ154

if continuation sheet Page 151 of 158



DEPARTMENT OF HEALTIH AND HUMAN SERVICES

PRINTFD 03/08/2022
FORM APPROVED
OMB NO. 0938-0391

CENTERS FOR MEDRICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES (X1} PIROVIDERISUPPLIFRICLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A BUILOING COMPLETED
C
495283 B WING 02/25{2022
NAME OF PROVIDER OR SUPPLIE R STRLCET ADDRESS, CIFY, STATE, ZIP CODE
PROMEDICA SKILLED NURSING AND REHAB {IMPERIAL 1719 BELLEVUE AVENUE
{ ) RICHMOND, VA 23227
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREF|X (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRICTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION] TAG CROSS-REFERENCLD TO THE APPROPRIATE DATE
DEFICIENCY)
F 883
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practical nurse} #1 on 2/24/2022 at 11:10 a.m
When asked the process lo delermine a
resident's vaccination status for influenza,
pneumacoccal pneumonia and COVID
vaccinations, LPN #1 stated the nurse looks at
the paperwork from the hospital and the
admission packet. When asked where
vaccinations are documented, LPN #1 stated it
should be entered in the immunization tab on the
computer. When asked what process the nurse
follows if there is no documentation of the
vaccinations, LPN #1 slated it depended on the
resident's alertness status. She stated the nurse
should go back through the hospilal records,
because usually these records contain this
information. LPN #1 stated, "Or you can contact
the resident's family to find out the information."
When asked if all resident should have
documentation of their vaccination status, LPN #1

stated they should.

An interview was conducted with ASM
(administrative staff member) #2, the interim
director of nursing, on 2/24/2022 at 11.25 a.m.
When asked who tracks the vaccination status of
the residents in the facility, ASM #2 stated she
has completed the COVID tracking to determine
who needs a booster. ASM #2 stated she has not
completed the tracking for influenza and
pneumococcal vaccination status. When asked
the process a nurse follows to determine the

« vaccination status of a resident, ASM #2 stated
during the admission process, the nurse asks the
resident if they want any of the vaccines. When
asked where the education and consent for the
vaccinations is documented, ASM #2 stated, "It
should be in the chart, which is one thing | am |

working on."
|
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The facility policy, Screening and Vaccinations,
documenled in parl, "Upon admission, a patient’s
immunization slalus is reviewed to determine the
need for the following vaccinations: influenza,
pneumaonia, shingles. Every vaccine offered
requires screening for ebigibility and

" contraindications, distribution of the Vaccine
Information System which explain the risks and
benefits of the vaccine, completion of an informed
vaccine acknowledgement or signed consent (if

- required by the slate) and an order to administer
the vaccine.... Additional vaccinations may be I

, offered dependent on current potential risk of

. exposure or spread of other diseases, including

i novel diseases such as COVID 19."

*On 2/24/2022 at 1:01 p.m. a request was made to

: ASM (administrative slaff member) #1, the interim
administrator, ASM #2, the interim direclor of
nursing, ASM #3, the regional qualily consuitan

"and ASM #4, the divisional quality regulatory
consultant, for documentation of Resident #5's

+influenza and pneumococcal vaccination status.

[}
On 2/24/2022 at 4;12 p.m. ASM #3 stated the !
facility had nothing in the clinical record for the
status of Resident #5's influenza or
pneumococcal vaccination status. |

ASM #1, ASM #2 and ASM #3 were made aware
of the above concern on 2/24/2022 at 4:56 p.m.

. No further information was provided prior to exit.

2. For Resident #9, the facility staff failed to
. provide evidence of education and consent prior |
1 to administering an influenza vaccination and a
pneumococcal vaccination.
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Resident #9 was readmitted to the facilily on
2/1712022. On the most recent MDS {minimum
data set), a quarterly assessmeni, with an ARD
{assessment reference date) of 10/12/2022, the
resident scored a 5 out of 15 on the BIMS (bricf
interview for mental slalus}, indicating the
resident was severely cognitively impaired for

* making daily decisions. In Section O - Special
Treatments, Procedures and Programs, the
resident was coded as having received an
influenza vaccination on 11/8/2021.

]

.l The clinical record documented Resident #9

! received an influenza vaccination on 11/8/2021,
and received a Prevnar 13 (pneumococcal
vaccine) on 6/29/2021. Further review of the
clinical record failed to evidence documentalion
of the education and consent prior to the

" administration of these vaccines.

A request was made on 2/24/2022 al 1:01 p.m. of
ASM #1, the interim administrator, ASM #2, ASM
#3, the regional qualily consultant, and ASM #4,
the divisional quality regulatory consultant, for the
evidence of the education and the consent for the |
. above vaccinations.

On 2/24/2022 at 3:48 p.m. ASM #3 staled the
facility did not have evidence of the education and
consent for the influenza and pneumococcal
vaccinations administered to Resident #9.

ASM #1, ASM #2 and ASM #3 were made aware |
of the above concern on 2/24/2022 at 4:56 p.m.

No further information was provided prior to exit.

#3. The facility staff failed to provide education
and oblain consent for the influenza vaccination
Event ID 9GY 111 [acility ID- VAQ154
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and pneumococcal vaccinations for Resident

#12.

Resident #12 was admitled to the facility on
4/17/2015 with a readmission on 1/1/2020, On
the most recent MDS assessment, a quarterly
assessment, with an ARD of 12/17/2021, the
resident scored a 7 out of 15 on the BIMS score,
indicating the resident is severely cognitively
impaired for making daily decisions. In Seclion O
- - Special Treatments, Programs and Procedures,
the resident was coded as receiving an influenza
vaccination on 11/8/2021 and receiving a
pneumaococcal vaccination on 4/15/2021.

The clinical record documented the influenza
vaccination was administered on 11/8/2021. The
pneumococcat vaccination was administered on
4/15/2021, There was no documented evidence
of the education provided to the resident prior to
the administration of both the influenza and
pneumacoccal vaccinations. There was no
documented evidence of consent for the
administration of the pneumococcai vaccination.

Arequest was made on 2/24/2022 at 1:01 p.m. of
ASM #1, the interim administrator, ASM #2, the
interim director of nursing, ASM #3, the regional
quality consultant, and ASM #4, the divisional
quabty regulatory consultant, for the evidence of
the education and the consent for the above
vaccinations.

" On 2/24/2022 al 3:48 p.m. ASM #3 stated the
facility did not have evidence of the education and

i consent {or the influenza and pneumococcal
vaccinations administered to Resident #12.

ASM #1, ASM #2 and ASM #3 were made aware
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of the above concern on 2/24/2022 at 4:56 p.m.
No further information was provided prior 1o exit,

4. The facility staff failed to evidence
documentation of education pravided prior to the
refusal of the influenza and pneumococcal
vaccinations, and failed 1o evidence the status of
the COVID vaccination for Resident #14.

Resident #14 was admitted to the facility on

2/16/2022. The Admission Evaluation dated

2/16/2022 documented the resident was alert to

person, place and time, Review of the clinical |
record failed to evidence education was provided
to the resident prior lo the refusal of the influenza
and pneumococcal vaccinations. The review :

failed to evidence documentation of Resident : !
#14's COVID vaccination status.

The Admission Evaluation dated, 2/16/2022
documented Resident #14's COVID vaccination |
status as unable to be determined. [t further
' documented the resident had not received the
influenza vaccination, and documenled the
vaccination status was unknown, The form further
documented the vaccine was recommended to
be given. The form also documented the resident
had not received the pneumococcal vaccination,
and documented the vaccine status was unable
lo be determined. It further documented that the
vaccine was recommended to be given. | :

An interview was conducted with Resident #14 on
2/24/2022 at 9:00 a.m. When asked when he : !
entered the facility, Resident #14 stated, last | ' |
Wednesday [2/16/2022]). When asked if he was

vaccinated against COVID, Resident #14 stated !

he was nof vaccinated against COVID.
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Arequest was made on 2/24/2022 at 1:.01 p.m. of
ASM #1, the interim administrator, ASM #2, the
interirn director of nursing, ASM #3, the regional
quality consultant, and ASM #4, the divisional
quality regulatory consultant, for the evidence of
the education provided prior to the refusal of the
influenza and pneumococcal vaccination, and
documentation 10 evidence the status of the
COVID vaccination for Resident #14.

On 2/24/2022 at 348 p.m. ASM #3 stated the
facility did not have evidence of the education
prior to the refusal of the vaccinations, and did

" not have any documeniation regarding the
resident's COVID vaccination status for Resident

#14,

ASM #1, ASM #2 and ASM #3 were made aware
of the above concern on 2/24/2022 at 4:56 p.m. |

No further information was provided prior to exit.

5. The facility staff failed to evidence i
documentation of influenza, pneumococcal or
COVID vaccinations for Resident #8.

Resident #8 was admitted to the facility on

' 2/14/2022. On the most recent MDS (minimum
data set), an admission assessment with an ARD

. (assessment reference date) of 2/20/2022, the

' resident scored a 15 out of 15 on the BIMS (brief
interview for mental status) score, indicating the

daily decisions. In Section O - Special
" Treatments, Procedures and Programs, the
_resident was coded as not having received the
influenza and pneumococcal vaccinations. For
, each vaccination documented, the resident was

resident is not cognitively impaired for making i
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not offered the vaccinations,

The Admission Evaluation, dated 2/14/2022,
documentled "unable to determine” the COVID
vaccination status of Resident #8. [t also
documented the resident had not received the
influenza or pneumococcal vaccinations, but the
area for recommendations was left blank.

On 2/23/2022 at 2:09 p.m. an interview was
conducted with Resident #8. When asked if he
was vaccinated against COVID, Resident #8
stated he did not take the vaccinations, and he
didn't want them. .

ASM #1, the interim administrator, ASM #2, the
interim director of nursing, ASM #3, the regional
quality consultant, and ASM #4, the divisional

Resident #8's vaccinations status.

of the above concern on 2/24/2021 at 4:56 p.m.

On 2/25/2022 at 8:51 a.m. ASM #3 slated the
facility had no documentation of Resident #8's
status of all of his vaccinations.

Arequest was made on 2/24/2022 at 4:59 p.m. of

qualily regulatory consultant, for the evidence of

ASM #1, ASM #2 and ASM #3 were made aware

No further information was obtained prior to exit.

If continuation sheet Page 158 of 158

FORM CMS-2667(02-99) Previous Versions Obsolete

Event iD:9GY111

Facility ID: VAD154



