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The statements mede in this plan of correction are
£ 000 | Initie) Comments oz E 000 |not an admission of, or constitute en agrecment
zy with, the deficiencies allegod herein. To remain in
compliance with all Federal and State regulations,
An unannounced Emergency Preparsdness the r':cni:y willtake the actions described In this
survey wag conducted 6/13/22 through 8/15/22. plan of cotrection. The following plan of correction
The facility was in substantial compliance with 42 constirutes the facility’s allegation of compliance,
CFR Part 483.73, Requlirement for Long-Term that the alleged deficiencies, as described below,
Care Facllities. will be corrected by the date indicated,
F 000 | INITIAL COMMENTS F 000
An unanncunced Madicare/Medicald standard
survey was conducted 8/13/22 through 6/15/22.
Nine complaints were investigated during the
survey (VA0D053043-substantiated with
deficlency, VADD054248-zubstantiated with
deficlency, VAOO052187 unsubstantiatad,
VACD054160 substantiated with deficiency,
VADQ053123 substantiated with deficiency,
VAD0054834 unsubstantiated, VAD0052979
substantiated without deficlency, VA00053240
substantiated with deficiency, VA00054928
unsubstantiated),
Corrections are required for compliance with.42
CFR Part 483 Faderal Long Term Care
requirements. The Life Safety Code
survey/repart will follow.
The census in this 145 certified bed facility was
133 at the time of the survey. The survey sample
included 48 cumant resident reviews and 11
closed record reviews. .
F 650 | Resident Rights/Exercise of nghts F 550, F350
§S=D | CFR(s): 483.10(a}{1}(2){b)1)(2) Pmplm?lion and/or uecuﬁon of thi.s p.llan of
correction does not constitute admission 1o, nor
§483.10(a) Resident Rights. agreement with either the existence of the ycope
The resident has a right to a dignified existence,’ | and severity of the cited deficicncy or the
seif-determination, and communication with and %’::L"!:':';: ;::::;hd L’:}:{h[z::::':::; ‘:: ::l;::::ncy
access to persons and services inside and continuing compliance with regulatory
outside the facility, including those specified in | requirements. )
ATIVE'S BIGNATURE TINE {Xe) DATE
‘Simdor” T8z

daficiency which the Institation may be excuaedfrof comedting providing i Is determined that

Any deflcloncy Sat iy watl SN

other ulmordl proVIde lufﬂﬂlent protactlon lo the pm[ontl (Sen nalructions.) Except for nureing homes, {he findings stated above ere dleciosuble 90 daya
foliowing the date of survay whather or nol a plan of comection Is provided, For nursing homes, the ebave findings and plans of cotrection are disclosable 14
days following the date thase documents are mede avallabie 1o the facllity. If deficlenclas are ciled, an approvad plan of comection is requisite to continued

program pasticipation.
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thla saction.

§483,10(a)(1) A facility must reat each resident
with respect and dignity and ¢are for each
resident in a manner and In an environment that
promotes maintenance or enhancemant of his or
her quality of life, mcognizing each resident's
individuailty. The facility must protect and
promote the rights of the resident,

§403.10(a)(2) The facility must provide equel
access to quality cane regardless of dlagnosls,
saventy of condition, or payment source. A fecllity
must establlsh and maintain ldentical policies ang
practices regarding transfer, dischange, and the
provision of services under the State plan for all
residents regardless of payment source.

§482.10(b) Exercise of Rights.

The resident has the right to exercise his or her
rights &s a resident of the facliity and a3 a ditizen
or resident of the United States.

§483,10(b)(1) The facility must ensura that the
resident can exetclse his or her rights without
Intarferenca, coarclon, discrimination, or reprisal

from the facility.

§483.10(b)(2) The resident has the right to be

free of intarference, coercion, discrimination, and
reprisal from the facility in exercising his or her *
rights and to be supporied by the facility In the
oxorcise of his or her nghts as required under this .

subpart.
This REQUIREMENT ls not met as evidenced

by:
Based on observation, resident interview, staff
Interview, faclity document review and clinical

record review, it was datermined the facility staff

rélated to wearing a hospital gown and plan to get
out of bed. Upon notification from the surveyor
regarding resident #103, staff on the unit were re-
educated on cnsuring residents clothing Is changed
after comploting ADL care.

All current regidents needing assistance with
changing clothes and needing assistance getting out
of bed have the potential to be affocted by the
alleged deficiency.

Criteri 3
CNA’s will be re-educated on changing clothing
and ensuring residents are out of bed based on their

preferonces,

Criterin 4 '
The DON or deslgnee will conduct audits © ensure |

resident clothing Is changed daily. These sudits wil}s
be done 5 days a week for four weeks; then one day.
a week for four weeks; then twice in the tast month.
These results will be forwarded to the QAP]
commiltee for review. The committee will
dermine the need for further audits and/or action.

Criteria 5

Date of compliance is 7/26/22.
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falled to honor a residant and/or a resident
family's cholces for one of 58 residents In the
survey sample, Resident #103 (R103).

The findlings includea;

On the most recent MDS (minimum data set), a
quarterty assessment with an ARD (essessment
reference date) of 05/13/2022, the resident
scored 3 out of 15 on the BIMS (brief interview for
mental status) assessment, which indicated the
resident was severely impalred for making daily
declsions. Sedtion G documented R103 bsing
totally dependent on two or more staff members
for transfers and totally dapendent of one person

for dressing.

On 6/13/2022 at approximately 12:15 p.m., an
observation was made of R103 in thelr room.
R103 was observed In bad wearing a tiospital
gown, R103 was cbserved 10 have their eyes
open and respond by nodding yes or no to
questions. R103 did not respond verbally. A
handwritten note was observed io be written in &
black marker on the bulletin board beside R103's
bed on the right side and also on the bulletin
board beside the doorway to the room. The note
stated, "Plsase dress [R103] daily (needs total
heip) Please get [R103] out of the bed g0 she can
participate in daily activitles (neada total help).
Please check [R103] for watnass as she will not
just tell you. All of [R103]) items sre In her

” | cabinets. Please leave TV on at night. Thank
you, [R103} famlly. She can speak &
understands what you are saying." When asked
it they had been dressed or out of bed on
6/13/2022, R103 nodded "No." Whan asked if
they had been bathed, R103 nodded *Yes.”

If continuation sheet Page 2 of 184
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F 550 Continued From page 3
Additional observations on 8/13/2022 at 2:12 p.m.
and 4:25 p.m. revealed the findings as described
sbove. On 8/14/2022 at 8:33 a.m,, R103 was
observed in & hospital gown In bed. On
6/14/2022 at 10:31 am., R103 was observed In
bed in a hospital gown, when asked if they had a
bath R103 nodded "Yes", when asked if thoy
wented to get drossed and out of bed today R103
nodded “Yes." On 6/14/2022 at 12.30 p.m. and
2:45 p.m., R103 was observed inbad In g
hospital gown. The handwritten signs were
observed to remain in place on R103's bulletin
boards in the room. On 8/15/2022 at 9:15 a.m.
and 10:30 a.m., R103 was obaerved in bed with 8

hospital gown on,

The comprehensive care plan dated 4/5/2022
documented in part, *{R103) has an ADL
(activities of dally living) self care parformance
deficit and requires assistance with ADL's and
mobillty e/t (related to): H/O (history of) CVA
(cardliovascular accldent) and decreased ability to
do ADL's. Date Initiated; 04/05/2022. Revision

on: 04/08/2022..."

The “Documentation Survey Report” (a report of
CNA documentation for the month) for R103
dated 8/1/2022-6/30/2022 for "Transferring" for
8/13/2022 was cbserved to be blank for day and
night shift and a "NA" was obsarved to be
documentad in the evening shift area, On
8/14/2022, the day and evening shift areas were
obaerved to be biank and the night shift was
observed to contalh a *NA."

On 8/14/2022 at 2:48 p.m., an intarview was
conducted with CNA (centified nursing assistant)
#5. CNA¥S stated that R103 required 8 hoyer lift
to get out of bed and raquired 2 staff members to
Event ID:PHHV1Y Fuclity ID; VAO240
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get out of bed. CNA#S stated that when they
worked with R103 they asked them what they
wanted and had themn dressed and out of bed
oach day. CNA #5 stated that ell residents should
be dressed every day and that the CNA assigned
should wash tham up and put clothes on them.
CNA #5 stated that residents wear hospital gowns
when they don't have anything alse and their
personal clothes meke them feel more
presentable. CNA #5 stated that they try thelr
best to honor any family preferences for getting
residents out of bed and their choices, CNA#S
staled that R103 was non-verbal but could
communicate with thelr eyes end nadding. CNA
#5 stated that they had not been assigned R103
on 8/14/2022 but had toid the other CNA {o get
them up earller that day but they had not done it.
CNA#5 staled that the day shift CNA had already

left for the day.

On 6/14/2022 at 3:08 p.m., an interview was
conducted with LPN (licensed practical nurse) #9.
LPN #9 stated that residents should be dressed
and offered to get out of bed dally. LPN #9 statad
that each resident had the right to be dressed In
their own clothes and to get out of bed each day If
thay wantad to. LPN #9 reviewed the notes in
R103's room wiliten by R103's family and statad
that they had asked the CNA that moming lo get
them out of bed for therapy to work with them but
they had not done thla. LPN #9 stated that they
normally get R103 up-and dressed by 10:00 a.m. -

On 6/15/2022 at 10:54 a.m., an interview was
conducted with LPN #3, unit maneger. LPN #3
stated that they had baen at the facllity for one
week and were sfill leaming the residents. LPN
#3 stated that all residents had the right to gat out
of bed each day and should be dressad each day.
Event ID; PHHV11 Faclity iD. VAO249
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LPN #3 stated that each reskient should be given
the cholce to get out of bed or stay in bed. LPN
#3 observad R103 in their room who was
obsarved to be In bed with @ hospital gown on.
LPN #3 stated that they were unaware of the
handwritten notes from R102's family and it was
obsarved the notes from R103's famlly had bean
taken down.

The facifity policy "Guest/Resident Rights™ dated
8/1/2013 documented In part, "...Guastaresidents
have fresdom of choice, to the maximum extent
possible, about how they wish to live thalr
everyday llves and receive cane, subject to the
faciiity's rutes and regulations affecting
guest/resident conduct end those regulations
governing protection of guest/resident health and
safety...A facllity must promote the exercise of
rights for each guest/resident, Including any who
face barriera (such as communication problems,
hearing problems and cognition limits} In the
exerciss of these righls. A guest/resident, even
thotigh determined to be incompetent, should be
able to assert these rights based on his or her
degree of capabllity..."

The facility policy "Routine Guest/Resident Care”
dated 3/1/2013 documented in pan,
“...Gueste/residents are encouraged or assisted
to dress in appropriate clothing and footwear dally
{appropriate to season and weather, claan and In

good repair)...“ :

On 8/15/2022 at approximataly 4:05 p.m., ASM
(administrative staff member) #1, the
administrator, ASM #2, the director of nursing,
ASM #3, the southsalde regional clinical
coordinator and ASM #4, the regional director of
operations were made aware of the findings.
Evenl ID: PHHV41 Fuclly ID: VAO249
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Ne further information was provided prior to exit.
F 558 | Reasonable Accommodations Needs/Praferences F558| F558
S8=D | CFR(s): 483.10(e)(3)
Criterip_|

§483.10(e)(3) The right to reside and receive
sarvicas In the facllity with reasonable
accommodation of resldent needs and
preferences except when to do so would
endanger the health or safsty of the resident or
other residants.

This REQUIREMENT I8 not met as evidencad
by:

Based on observation, staff Interview, clinical
racord review and facility document review, it was
determined that the facility staff failed to maintaln
the call bell in a position accesalbls to the
resident for one of B3 residents In the survey
sample, Resident #114 (R114).

The findings include;

On the most récent MDS (minimum data set), a
quarterly assessment with an ARD (essassment
refarance date} of 5/23/2022, the residant scored
3 out of 15 on the BIMS (brief interview for mental
status) assessment, indicating the resident is
severely impaired for making daily decisions.
Section G documsnted R 114 having functional
limitations in range of motion to both upper and
lower extremities. )

The comprehensive care plan for R 114 dated
2/25/2022 documented in part, '{R114] Is st risk
for fall related injury and falls R/T (related to):
new admit, confusion, psychoactive madication.
Date Initiated: 02/25/2022. Revisioh on:
02/26/2022." Under "Intervantions” it

Resident #1 14 suffered no adverse outcomey

rolated to call bell sllegedly being out of reach.
Upon notification from the surveyors regarding
resident #114, the cail beli was placed in reach,

Criteria 2
All current residents who need to use the cali bel)
for essistance have the potential to be affected by
this allcged deficiency. Audit of current residents
was conducted to ensure call bells were within

reach.

Criteria 3
All staff will be re-educoted on ensuring residents

call bells are within reach.

The DON or designes will conduct sudits to ensure
resident call bells ar¢ in reach, these audits wilt be
done 5 deys a week for four weeks; then one day &
week for four weeks; then twice in the last month,
These results will be forwarded to the QAP]
committee for review, The comimittee will
determine the need for further audits and/or action.

Criteria 5
Date of compliance is 7/26/22.
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documented in part, "...Put the resident’s call light
within reach and encourage him to use it for
assistance a8 needed. Dale Initiatad:
02/26/2022..."

On 8/13/2022 at 1:59 p.m., an observation was
made of R114 in their room. R114 was observed
lying in bed with a t-ghirt on and asleep. R114's
call light cord with push button was observed to
be clipped onta the call light cond plugged Into the
wall at the center of the room. The call light was
not in reach of R114 in the bed.

Additional observations of R 114 in thelr bad In the
room on 6/13/2022 at 3:41 p.m. and 4:24 p.m.
revealed the call light in the seme posltion as
described above. On 6/14/2022 at 8:45 a.m. and
1:45 p.m. the call light was observed in tha same
pasibion as described above with R114 in the bed.

On 6/14/2022 at 2:48 p.m., an Interview was
conducted with CNA (cerlified nursing assistant)
#5. CNA#5 stated that the call bell should be
clipped to the sheet or something in reach of the
resident. CNA#5 stated that the purpose of this
was to ba within reach for them to call when they
needad something. CNA#5 stated that R114
was able to use thelr cafl bell and the phone.
CNA #5 observed R114 In the bed with the call
bell clipped to the cord plupged Into the wall at
the center of the room et the patient station and
statad that it was not In thelr reach and should not
have been there because they could not reach it
to call if neadead.

On 6/14/2022 at 3.08 p.m., an interview was
conducted with LPN (licensed praclical nurse) #9,
LPN #9 stated that the call bell should be placed
within reach of the resident at ail times for them

if conttnuation sheet Page 8 of 184
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to be able to call. LPN #9 staled that staff should
chack the call bell placement during rounding
every time they enter the room.
The facility polley, "Routine Guest/Resident Care"
dated 3/1/2013 documented in part, “...The call
light should be easlly accessible to tha
guests/residents at all times..."
On 6/14/2022 at 4:15 p.m., ASM (administrative
staff member) #1, the administrator, ASM #2, the
director of nuraing, ASM #3, the southslde
reglonel clinlcal coordinator and ASM #4, the
regional director of operations were made aware
of the findings,
F578
No further information was presentad prior (o exit. L.
F 578 | Request/Refuse/Dscninue Trmnt,Formite Adv Dir F 578 Em%ﬂ' 90, #78. #114. £16 and #58 suffered
. egident #'s 90, , , an suffere
8S=€| CFR(s): 483.10(c)(E)BX)12)IHv) no adverse outcomes related to allegedly not being
$453,1061E) Th o reques, o, andr R b L
g‘?:&?“:;ﬁ?::;::i;:&?ﬁ?::& c:r:: f:.:e admission or during periodic reviews. ‘Upon )
particip. " | notification from the surveyors regarding residents,
formutate an advance directiva. 90, 78, 114, 16 and 58 the facility has obtained
their advance directive status if applicable.
§483,10(c)(8) Nothing I this paragraph should be Admissions and Soclal Scrvices were re-educated
conslrued as the right of the resident to recelve on obtalning advance directives and addressing
the provision of medical freatment or medical thera during periodic reviews.
servicas desmed medically unnecessary or
inappropriate.
’ ™=~ All currerit residents have the potential to be
§483.10(gX(12) The Facility must comply with the affected by the alleged deficiency. Audit comploted
requirements spedified in 42 CFR part 489, to cnsuro current residents have an active advanced
subpart | (Advance Directives). dirsctivo. \
(1) These requirements include provisions to .
inform and provide written information to all adull Criteria3 o )
residents conosrning the right to accepl or refuse Social Services, Admissions and nurso Icadership
hacionl or alurical teatrant catint e will be re-educated regarding advanced directives
g T and. and addressing thein during periodic reviews.
Faclity ID; VAO249 If continuatien sheet Page © of 104
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FS76 The Administrator or designes will conduct audits

F 578 | Continued From page 9
on all new admissione monitoring advence

resldent's option, formulate an advance directive.

(ii) This Includas a written description of the directives. These gudlits will be done 5 days a week

facility's policles to impiament advance directives for four weeks; then one day a week for four

and applicable State law. weeks; then twice in the last month. These results

("l) Facilitles are pamitted to contract with other will be forwarded 1o the QAPT committes {or

enlities to fumnish this infonnation but are st review. The QAP committes will determine the
needs for further audits and netion,

legally respansible for ensuring that the
requirements of this section are met. Crlteria §
{iv) If an adult Individust is Incapacitated at the :

time of admission and Is unabla 10 recelve Dia ef complisnea [17/24/22.
Information or articulste whether or not he or she
has executed an advance directive, the facility
may give advance directive information to the
Individual's resident repregentative in accordance
with State Law.

{v) The facility is not relieved of lts abligation to
provide thig information to the individuel once he
or she (s able to mcalve such information,
Follow-up pracedures must be in place to provide
the information to the Individus! directly at the
appropriate time.

This REQUIREMENT is not met as evidanced
by:

Besed on residant interview, siaff interview,
facility document review, and dinical record
review, the faclllty staff failed to evidence that
residents and/or their RR (rasident
repregsntative) were providad with writlan
information and provided the oppartunity to
formulate advance directives at the time of
admisgion and/or conduct a perlodic review with
the residents and/or thelr RRs If they wish to
formulate one, or, if applicable, make changes to
their existing advance directives or maintaln them
8s written for 5 of 59 residents in the survey
sample, Regidents #90, #78, #114, #18, and #58,

The findings include:
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(EACH CORRECTIVE ACTICN SHOULD BE

" the admissions department upon admilssion to

1. The facllity staff falled 1o provide Rosldent #80
{R90} or the RR written Information and the
opportunity to formulale advance directives (1)
vpon admission, and falled to cordluct a periodic
review of advance directives In 2021 and 2022

R0 was admitted to the facility on 5/25/18, On
the most recent MDS (minimum data set), an
annual aesessmant with an ARD (assessment
reference date) of 2/14/22, tha rasident scored 3
out of 15 on the BIMS (brief interview for mental
status), Indlcaling the resident Is severaly
cognitivaly impaired for making daily declalons.

A review of R90' clinical record falled to reveal
the resident and/or RR was provided with written
Information and provided the opportunity to
formulate advance directives at the time of
aedmission. Further review of R90's clinical record
{to include social services noles, evaluations and
care conference minutes for 2021 and 2022)
failed to reveal evidence that the facility staff
conductad a periodic review of all aspects of
advence directivas with R90 or the RR (excluding
resuscitation status) during 2021 or 2022,

On 8/15/22 at 12:21 p.m., an interview was
conducted with OSM (other stalf member) #1, the
social worker. OSM #1 stated advanca dlrectivas
are reviewed with residents and/or thelr RRs by

the facility. OSM #1 stated a review-of rasidants’
code (resuscitation) status is perlodically
conductad during care plan meetings and
sometimes other aspecis of advance directives
are reviewed. OSM #1 stated a review of
advance dlrectivas might be checked off on care
plan maeting minutes but she wasn't sure how a

X4 D
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX
TAG REGULATORY OR LBC IDENTIFYING INFORMATION) TAQ CROS5S-REFERENCED TO THE APPROPRIATE BATE
DEFICIENCY)
F 578 | Continued From page 10 F 578

reviaw could be evidenced if it was not
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documentad or checked off.

On 6/15/22 at approximalely 2:00 p.m., an
intarview was conducted with OSM {(other staff
member) #10, the admissions coordinator. OSM
#10 stated residents and/or thefr RRs fill out an
advance directive notification/acknowlsdgment
form upon admiasion and this form is included in
the adm}sslon contract. OSM #10 stated the
admisslon contract ls sent to the business office
then sent to the medical records departmeant after
the admissions depariment is done with the
contract,. OSM #10 stated administrative staff
were lookdng for requested advance directive
notification/acknowledgment forms.

On 6/15/22 at 2:32 p.m., ASM (administrative
staff member) #1 (the administrator), ASM #2
{the director of nursing), ASM #3 (the regional
clinical coordinator) and ASM #4 (the reglonal
director of operations) were made aware of the

above concem,

The facllity policy titied, “Federal & State-
Guest/Resident Rights & Facility Responasibilities"
documented, "12. Advance Dirgctives. The
facility must comply with the ragulrements
specified In 42 CFR {code of federal regulations)
part 488, subpart | (Advance Directives)...l. These
requirements include provialons to Inform and
provide written information to all adult
guests/residents conceming the right to accapt or
refuse medical or surgical treatment and, at the
guest's/resident’s option, formulate en advance
directiva...lv, If an adult individual is incapacitated
at the lime of admission and is unable fo rsceive
Information or articulate whether or not ha or she
has execufed an advance directive, the facility
may glve advance directive information to the

If eontinuation shast Page 12 of 104
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individual's resident reprasentative In accordance
with State law...”

The facility potlcy titied, "Code Status”
documented, *7. Review and Oiscuasion of
Advance Directives. |. Advance Directives and
Code Status shall be reviewad with the resident,
or the Patient Advocate/Heallh Care
Representalive (if property invoked), or the
Guardlan/Conservator, or the pafient surrogate (If
the resident ls terminally lIipemmanantly
unconscious) at least once per year and
documented in the madical record by Soclal

Services..."

No further information was prasentad prior to exit.

Referenca;

(1) "What kind of medical care would you want if
you were 100 il or hurt to express your wishes?
Advance directives are legal documents that
allow you to spall out your decisions about
end-of-ife care ahead of time. They give you
way {o tell your wishes to family, friends, and
heaith care professionals and to avoid confusion
later on,

A living will tells which treatments you want if you
are dying or parmanantly unconsclous. You can
accapt or refuse medical care. You might want to
includa Instructions on

The use of dlalysls and bresthing machines

-If you want to be resuscltated if your breathing or

heartbeat stops
‘Tube feeding

-Organ or tissue donation

A durable power of sttomey for health care is a
document that namae your haalth care proxy.
Your proxy is someona you trust to meake health

declsions for you If you are unable to do 50." This

i continuation sheet Pege 13 of 184
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information was obtained from the website;
https:/imediineplus.goviadvancediractives htmi

2. The facliity staff falled to conduct a perlodic
teview of advence directives with Reaident #78
(R78) or the RR (resident representative) in 2021
and 2022,

Resldent #78 was admitted to the facility on
1/5/18. On the moat recent MDS (minimum data
set), a significant change in status assessment
with an ARD (asgessment reference dats) of
5/4/22, the resident scored 15 out of 15 on the
BIMS (brlef Interview for mental status), indicating
the resident was not cognitively impalred for
making daily decislons.

A review of R78's clinlcal record (Including soclal
services notes, evaluations and care conference
minutes for 2021 and 2022) feiled to reves|
evidence that the facility staff conducted a
periodic raview of all aspects of advance
directives with R78 or the RR (excluding

resuscitation status) during 2021 or 2022. l

On 6/15/22 at 10:20 a.m., an Interview was
conducted with R78. The resident stated staff
had not discussed advance directives with the

resident.

On 6/15/22 at 12:21 p.m., an interview was
conducted with OSM (other staff rnember) #1 (the
social worker). OSM #1 stated advance
directives are reviewed with residents and/or their
RRs by the admissions department upon
admigsion to the facility. OSM #1 stated a review
of residents’ code (resuscitation) status Is
periodically conducted during care plan maatings

and somatimes othar aspecls of advance
Evant (D:PHHV1 Facliity ID! VAG243 If coniinuaticn shest Page 14 of 184
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directives are reviewed. OSM #1 stalad a review
of advance directives might be checked off on
care plan meeting minutes but she wasn't aure
how a raview could be evidenced If It was not
documented or checked off.

On 6/15/22 at 2:32 p.m., ASM {(administralive
slaff member) #1 (the administrator), ASM #2
(the director of nursing), ASM #3 (the regional
clinical coordinator) and ASM #4 (the reglonal
direclor of oparations) were made aware of the

ebove concem,

No further information was presented prior to exit
3. The faclilty staff falled to provide Resldent
#114 (R114) or R114's representative Information
on or an opportunity to formulate an advanced

directive,

On the most recent MDS (minimum dats set), &
quarterly assessment with an ARD {(assessment
referance date) of 5/23/2022, the resident scored
3 out of 15 on the BIMS (brief interview for mental
status)} assessment, indicating the resident Is
severaly Impalrad for making daily declsions.

Review of R114's clinical record falled fo

evidence documentation of advanced directive

review or information on advanced directives
provided to the responsible party,

Review of the care plan mesting minutes dated
2/28/2022 and 3/8/2022 failed to evidence review
of advanced directives.

Review of the social service history evaluation
daled 3/1/2022 failed to evidence review of
advanced directives,
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On 6/14/2022 at gpproximately 8:00 a.m., @
request wae made to ASM (administrative staff
member) #1, the administrator for evidence of
information provided or an opportunity to
formulate an edvanced directive for R 114,

On 8/15/22 at 12:21 p.m., en interview was
conducted with GSM (other staff member) #1,
social worker, OSM #1 stated advance directives
are reviewead with residents and/or their
representatives by the admisslons department
upon admission te the facllity. OSM #1 stated a
review of resident’s code status was periodically
conducted during care plan meetings and
sometimes other aspects of advance directives
are reviewad. OSM #1 stated a review of
advanoe dimctives may be checked off on care
plan meeting minutes but she was not sure how a
review could be evidenced If it was not
documented or checked off,

On 6/18/22 at approximately 2:00 p.m., an
interview was conducted with OSM #10, the
admissions coordinator, OSM #10 steted
residents and/or their representatives fill autan
advanca directive notification/acknowledgment
form upon admission and this form is included in
the admission contract,. OSM #10 stated the
admisslon contract was sent to the business
office and than sent to the madical reconds
department after the admisstons department was
dona with the contract. OSM #10 stated
adminlstrative staff wena [ocking for the
requestod advance directive
notlficaion/acknowledgment forms.

On 8/15/2022 at approximately 4:48 p.m., ASM
(administrative stalf member) #1, the

administrator, waa mede aware of the findings.
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ADM #1 stated that they did not have any
ovidence of advanca directive information
provided or reviewed for R114 to provide.

No further Information wes presented prior to exit,

4. The facility etaff falled to offer Resident #16
(R186) information on or an ecpportunity to
formulate an advanced direclive,

On the most recent MDS {minimum data set), &n
admisslon assessment with an ARD (asseasment
reference date) of 3/14/2022, the resldent scored
15 out of 15 on the BIMS (brief interview for
mental status) assessment, indicating the
realdent Is not cognitively impalred for making
dally declsions.

On 6/13/2022 at approximately 2:15 p.m., an
intervlew was conducted with R16 in thalr room.
When asked aboiit advanced directive
Informatlon, R16 atated that they did not recall
recaiving any information from anyone regarding
advancad directives when they ware admitted to
the facility about 3 months ago.

Review of R16's ¢linlcal record falled to evidence
documentation of advanced directive review or
information on advanced diractives provided.

Review of the care plan mesting minutes deated
A/22/2022 talled to evidence raview of advanced

directives.,

Review of the soclal service history evaluation
dated 3/10/2022 falled to evidence review of
advanced directives.

On 8/14/2022 at approximataly 8:00 a.m., &
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request was made to ASM (administrative staff
member) #1, the administrator for evidance of
* | Information provided or an opportunity to
formulate an advanced directive for R18.

On &/15722 at 12:21 p.m., an interview was
conducted with OSM (other staff member) #1,
social worker. OSM #1 stated advance directives
are reviewed with residenta and/or their
representatives by the admissions department
upon admiasion to the facility. GSM #1 stated a
review of resident's code status was periodically
conducted durlng care plan meetings and
sometimes other aspects of advance directives
ero reviewed. O5M #1 statad a review of
advance directives may be checked off on care
plan meeting minutes but she was not sure how a
raview could be evidenced If it was not
documented or checked off,

On 6/15/22 at approximately 2:00 p.m., an
interview was conducted with OSM #10, the
admissions coordinator. OSM #10 stated
rasidents and/or thelr representatives fill out an
advence dlrective notification/acknowledgment
form vpon admisalon and this form I included in
the admission contract. OSM #10 steted the
admission contract was sent to the business
office and then sent {o the medical records
departrnent after the admissions department was
done with the confract. OSM #10 stated :
adminigtrative staff were looking for the
requested advance directive
notificationfacknowledgment forms.

On 8/16/2022 st approximately 4:48 p.m., ASM
(administrative staff member) #1, the
administrator was made aware of the findings.

ASM #1 stated that they did not have any
Event [D;PHHVIY Faclity ID: VAD249 If continuatian sheat Page 18 of 184
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evidence of edvance directive information
provided or review for R16 1o provide.

F &78

No further Information was presanted prior to exit.
5. The facility staff falled to obtaln or discuss an
advance directive upon admisslon for Resldent #

58 (R58).

On the most recent MDS (minimum data set), an
admisslon asseasment with an ARD (asgessment
reference date) of 04/17/2022, the resident
scored 15 out of 15 on the BIMS {(brief Interview
for mental status), indicating the resident is
cognitively intact for making dally decisions.

A review of (R568's) clinicel record falled to
evidence an advance directive or discussion of ah

advanca directive.

The comprehenslve care plan for (R68) dated
04/13/2022 failed to evidence documentation of
an advance directive.

The current physician's order sheet dated April
2022 documented, "Code Status: Do Not
Resuscitate.”

On 815122 at 12:21 p.m., an Interview was
conducted with OSM (other ataff mamber) #1,
social worker. OSM #1 stated advance directives
are reviewed with residents and/or thelr
represantatives by the admissions department
upon admission to the facility. OSM #1 stated &
raview of residents' code status Is pericdically
conducted during care plan meetings and
sometimes other aspects of pdvance directives
are reviewed. OSM #1 stated a review of
advance directives might be checked off on care

plan meeting minutes but she wasn't sure how a
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Continued From page 19
review could be evidencad If it was nol
documented or checked off.

On 6/15/22 at approximately 2:00 p.m., en
Intarview was canducted with OSM #10,
admissiona coordinator. OSM #10 atated
residents and/or thelr representatives fill out an
advance directive notlfication/acknowladgment
form upon admisslon and this form [s included in
the admission contract. OSM #10 stated the
admission contract is sent to the business office
then sent to the medical records department after
the admissions depariment is done with the
contract. OSM #10 stated adminlstrative staff
were looking for (R58") advance directive
notification/acknowledgment forms.

On 08/15/22 at 3:40 p.m., an interview was
conducted with (R58). When asked If the facllity
staff discussed or gbtained an advance directive
with thern (R68) stated that they completed their
cwn admisaion paperwork and that no one asked
her about an advance directive,

On 06/15/22 at epproximately 4:48 p.m. ASM
{administrative staff member) #1 atated that they
did not have (R58's) advance directive
netlfication/acknowledgment form.

No further Information was presented prior to exil.
Safe/Clean/Comfortablé/Homellke Environment
CFR(s): 483.100)(1){7

§483.10(i) Safe Environment.

The rasldent has a right to a safs, clean,
comfortable and hamelike envircnment, including
but not limited to recaiving treatment and
suppotta for daily living safely.

F 678

Fs84 FS584
Criteris |

Resident #134 suffered no adverse outcomes
related to the bathrcom allegedly not being clesn.
Upon notification from the surveyor regarding
resident #134's dirty bathroom, it was immediately
deep cleaned. Housckeeping staff re~cducated on
ensuring resident #134"s bathroom is clcan,

i

FORM CMA-2367(02-0%) Previous Versiona Obsolete

Event ID; PHHVTY

Facllity I, vaO249

I continuation shaet Page 20 of 184



P.022/185

072/11/2022 14:33 {FAX)
PRINTED: 08r28/2022
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS F EDICARE & MEDICAID SERVICES OMB NO. 09380381
STATEMENT OF DEFICIENCIES (1) PROVIDER/BUPPLIER/TLIA {X2) MULTIPLE CONBTRUGTION (X3) DATE SURVEY
AND PLAN QF CORRECTION IDENTIFICATION NUMGER: A SURDING COMPLETED
C
498109 6. WING 06/16/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
2420 PEMBERTON RD
THE
LAURELS OF UNIVERSITY PARK RICHMOND, VA 20233
41D BUMMARY STATEMENT OF DEFICIENCIES 11 PROVIDER'S PLAN OF CORRECTION g
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L8C IDENTIFYING INFORMATION) TAG CROES-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 584 Criterin 2
Continued From page 20 F 584 All curront resldents have the potentlal to be

The facllity must provide-
§483.10(1)(1) A safe, clean, comfortable, and
homelike environment, allowing the resident to
use his or her personal belongings to the extent
possible,

(1) This includes ensuring that the resident can
recelve care and services gafely and that the
physlcal layout of the facility maximizes resident
independence and does not pose a eafety risk.
{ii) The facility shall exercise reasonable care for
the protection of the resident's property from loss

or theft.

§483.10(i)(2) Housekeaping and maintenance
services necessary to maintain a sanitary, orderly,

and comfortable interior;

§483.10())(2) Cleen bed and bath linena that are
in good condition;

§4B83. 10{i)(4) Private closet space in each
resident room, as specified in §483.80 (e)(2)(iv),

§483.10(i)(5) Adequate and comfortable lighting
lavels in all areas;

§463.10(i}8) Comfortable and safe temperature
lovals. Facilities inltially cartified after October 1,
1890 musat maintain a tamperature range of 71 to

81°F; and - )

§483.10(i)}(7) For the maintenance of comfortable
sound levalg.

This REQUIREMENT ls not met as evidenced
by:
Based on obsarvation, regident interview, staff
Interview and clinlcal racord review, the facliity
staff falled to meintain a clean, comfortable,

affected by this alleged deficient practice. Audit of
current resident bathrooms were completed to
ensure they were clean and homelike,

Hoysckwping staff will be re-sducated on ensuring
residents bathrooms are safe/clean/comfortable and
homelike.

Criterin 4

The Administrator or designec will conduct (%)
random audits to cnsure resident bathrooms are
safe/clean/com{fortable and homelike. these audits
will be done 3 days a week for four weeks; then
one day a week for four wecks; then twice in the
last month. Thesc results will bo forworded 1o the
QAP committee for review. The QAPI commitice
will detetnine the needs for further audits and
aclion.

Criteria 5
Date of compliance Is 7/26/22.
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fhiomelike environmant for one of 59 residents in
the survey sample, Resldent #134,

The faciiity staff failad to maintaln Resldent
#134's (R134) bathroom in & clean and homellke
manner.

The findings Include:

On the most recent MDS (minimum data set), a
quarterly assessment with an ARD (asseasment
reference date) of 5/27/22, the resident scored 14
out of 15 on the BIMS (brief interview for mental
status), indicating the resldent was not cognitivaly
impaired for making dally daclslons.

On 8/13/22 at 12:51 p.m., R134 was observed
lylng In bed. During an interview with R134, the
resident stated the bathroom was dirty and the
facility staff do not clsan the floor In the bathroom .
At that ime, an observation of R134's bathroom
was conducted. Small brown particles were
observed on thea floor in the right corner behind
the tollet and in the corners undar the gink; hair
was observed around the trash can.

On 6/14/22 ot 3:05 p.m., another observatlon of
R134's bathroom was conducted. The brown
particles and hair rerained on the floor.

On 8/14/22 at 3:49 p.m., an interview was
conductad with OSM (other staff member) #6 (a
housekesper). OSM #6 stated bathroom ficors
should be swept and mopped once every day and
more than once If needed, OSM #6 stated the
housekeeper responaible for cleaning R134's
bathroom had left for the day. At that time,
R134's bathroom was obgerved with OSM #6,

OSM #8 stated the bathroom should have been

If sontinuatian shest Page 22 or 184
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§483.12(b) The facllity must develop and
Implement written policies and procedures that:

§483.12(b)(1) Prohlbit end prevent abuse,
neglact, and exploitation of nealdants and
misappropriaten of realdent property,

§483.12(b)(2) Establish policias and procedures
to Investigate any such allegatlons, and

§483,12(b){3) Include training as required at ’
paragraph §483,85, g

Thia REQUIREMENT is not met as evidenced
by:
Based on staff interview, facility document review
and in the course of a complaint investigation, the
facility stalf failed to implement the facliity abuse
policy for 4 of 11 employse recond reviews.
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F 584 | Continued From page 22 F 684
cleaned and was not clean or homelike.
On 6/15/22 at 11:35 a.m., ASM (administrative
staff member) #1 (the administrator), ASM #2
(the director of nursing), ASM #3 (the regional
clinical coordinator) and ASM #4 (the reglanal
director of opsrations) were made aware of the
above concem.
The fadllity policy titled, "Federal & State -
Guest/Resident Rights & Facility Responsibillties” F607
documented, "It Is the facllity's policy to eblde by
all guast/rasident rights_ i. Safe environment, Criteria |
The guestiresidant has @ right to a safe, clean, Employees #3, #4, #10 and #11 Licenses were
comfortable and homelike environment..." verified. All hed current licensure.
No further information was presentad prior ta exit.
F 807 | Develop/implement Abuge/Neglect Pollcies F 807 All current residents being cared for by licensed
58=0 | CFR(s). 483.12(b)(1)-(3) stafT have the potential to be affected by the nlieged
deficlency. An sudit was completed by the HR

director and all licensed staff have current verified
licensea.

Criteria 3
HR director was reeducated to verify licensure
when Job ofTer is extended.

Criterin 4

The HR. director/designees will conduct weekly
audits on all new hires to assure license hes been
verified in is in personnel flle. These audits will be
done 5 days a week for four weeks; then one day a
week for four weeks; then twice In the last month.
The results will be forwardcd to the QAPI
commiltee for review. The committee will
delcrmine the need for further audits and/or action.

Criterig 5
Date of compliance is 7/26/22.
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The fadlity staff failed to conduct certification and
nursing license verifications upon hire for two

CNAs)certified nursing assistant) #3 and #4, and
two LPNs (licensed practical nurse) #10 and #11.

The findings Include:

The facllity abuse prohibition policy was reviewed
and documentad, "A. Screening Employees and
Guests/Residents: 1. The faclilty will screen
potential new employees for a hiatory of abuse,
neglect, exploltation, mlsappropriation of property
or mistreatment by a court of law...2, Without
exception, all potential licensed and certified
candldates must have their status confirmed with
the appropriate boards to verlty
license/certification and to determine If any action
has been taken against the license or
certification.”

CNA#3 was hired on 8/25/21. CNA #4 was hired
on 8/4/21, LPN #10 was hired on 8/18/21. LPN
#11 was hired on 8/18/21. On 6/15/22 at 11:04
a.m., 8 review of certification and license
verifications was conducted with OSM (other staff
member} #9 {the accounts payable payroll
coordinator). OSM #9 could not provide evidence
that a licenge verification was conducted upon
hire for CNA#3, CNA#4, LPN #10 or LPN #11.
OSM #9 stated the nursing department was
responsible for-conducting ticensa verifications
when those employees were hirad. OSM #8
stated she is now responalble for conducting
license verifications. OSM #9 steted sha
conducts llcense verifications through the Virginia
board of nursing webslle as soon as sha recalves
potential employees’ appllcations.
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§483.15(c) Transfar end discharge-
§483.16(c)(1) Facllity requirements-

() The facllity must parmit sach resident to
remain In the facllity, and not transfer or
discharge the resident from the facllity unlass-
(A) Tha tranafer or discharge is necessary for the
rasident's welfara and the resident's needs
cannot be met In tha facility;

{B) The tranefer or discharge is appropriate
because the resident's heelth has improved
sufficiently so the resident no longer nesds the
sarvices provided by the facility;

(C) The safety of individuals In the facility is
endangered due to the dlinlcal or behavioral
status of the resident;

{D) The health of Individuals In the facility would
otherwiee be endangered,

{E) The resident has falled, after reasonable and
appropriate notice, ta pay for (or to have paid
under Médicare or Medicald) a stay-dt the facility.
Nonpayment applies If the resident doas not
submit the necessary papsrwork for third party
payment or aftsr the third party, Including
Medicane or Madicaid, denies the claim and the
resident rafusas to pay for his or her stay. For a
rasident who becomes eligible for Medicaid after
admission to & (acility, the facility may charge a
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On 6/15/22 at 11.35 a.m., ASM (adminlstrative
staff member) #1 (the administrator), ASM #2
{the diractor of nursing), ASM #3 (the reglonal
clinlcal coordinator) and ASM #4 (the regional
director of oparations) were made aware of the
ebove concern.
No further information was presented prior to axit.
F 822 | Transfer and Discharge Requiraments F 822, ez
S§5=D | CFR(s): 483.15(c)1)()U)(2)(1)-{A) Criteria 1 )
Resident #128 was discharged from the facility on

S22,
Criterip 2

All current residents who are discharged to the
hospital have the potentlal affected by this alleged
deficiency.

Criteria 3

Nursing staff will be reeducated on the discharge to
the hospltal policy and the required documentation
that is to be sent with resident when discharged to
the hospitel,

Criterip ¢

The DON or designee will conduct audits at
morning clinical operations meeting regarding
resident discharge, these audlts will be done § days
8 week for four weeks; then one doy a week for
four weeks; then twice in the last month. These
results will be forwarded to the QAPI committee
for review. The commitice will determine the need
for further gudits and/or action.

ikgri
Date of compliance iy 7/26/22,
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resident only allowabie charges under Medicald;
or

{F) The lacllity ceases to operats.

(1) The faciiity may not transfer or discharge the
resident while the appes! Is pending, pursuant to
§ 431.230 of this chepter, when a residant
exercises his or her right to appeal a transfer or
discharge notice fram the facility pursuant to §
431.220(a)(3) of this chapter, unless the fallure to
discharge or franafer would endanger the health
or safety of the residant or other individuals in the
facility. The facliity must document the danger
that failure to transfer or discharge would pose.

§483.15(c)(2) Documentation.

When the facliity transfers or discharges &
resident under any of the clrcumstancas specifiad
in paragraphs (c)(1)(i)}(A) through (F) of this
section, the facliity must ensure that the transfer
or discharge la documented In the resident's
medical record and approprlate information is
communicated to the receiving health care
institution or provider.

{i) Documantation in the resident's medical record
rmust include:

(A) The basis for the transfer per paragraph (¢)(1)
{I) of this sectlon.

(B} In the case of paragraph (¢){1)(1}{A) of thia
section, the spaclific resident need(s) that cannot
be met, facility attempts to rmeet the resident
needs, and the service avallable at the recalving
facility to meet the need(s).

(i) The documentation required by paragraph (c)
{2)(i) of this section must be made by-

(A) The resident's physician when transfer or
discharge is neceesary under paragraph {c) (1)
{A) or (B) of this secticn; and

(B) A physiclan when transfer or discharge is
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necessery under paragraph (c){1Xi)(C) or (D) of
this section.

{iii) Informatien provided to the receiving provider
must include a minimum of the following:

{A) Contact Information of the practitioner
responslble for the care of the resident.

{B) Resident mapresentative information including
contact information

(C) Advance Directive Information

{D) All special instructions or precautions for
Ongoing care, as appropriate.

(E) Comprahansive care pian goals:

(F) Al other necessary information, including a
copy of the resident's discharge summary,
consislent with §483.21(c)(2) as eppliceble, and
any other documentation, as applicable, to ensure
a safe and effective tranaition of care.

This REQUIREMENT s not met as evidenced
by:
Based on staff interview and cilnical record
review it was determined that the facliity staff
failed to avidence that all required documentation
was providad o the receiving facility for a hospital
transfer for 1 of 59 realdants In the survey
sample; Rosldent #128.

The findings include:

Resident #126 was transferred to the hospltal on
5/17/22. There was no evidence that the
comprehensive care plan goals, medication list,
relevanl progress notes or labs wera provided to

the hospital,

Rasldent #128 was admitted {o the facility on
9/10/21. On the most recent MD'S (Minimum
Data Setf), a quarterly assessment with an ARD
(Assessmant Referance Date) of 5/30/22, the

resafdent scored an 11 out of & possible 15 on the
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BIMS (Briaf Interview for Mental Status) indicating
the resident was moderately impaired cognitively
In abllity to make daily life decisions. The
resident was coded as requiring extensive
assistance for eating and total care for all other
areas of activities of dally living.

A review of the clinical record revealed a nurse’s
note dated 6/17/22 that documented, 'Nurse
practitioner in facility observed resident not at
[thelr] bassiine, observed right faclal droop and
slow to respond. Able to follow directions. Vitals
BP-128/78 (blood pressure), P-86 (pulse), T-87.4
(temperature), R-17 (resplrations), 02-97% RA
{oxygen seturation on reom alr). Resident has
been transported lo [name of hospital] via
stretcher with EMT's (emergency medical
technicians) for an evaluation, Report called into
ER {(smergency moom) by N.P, (nurae practitioner)
Resident Is (thelr) own RP {responsible party).
Emergency contect, [neme] has bean updated.”

A nurse praclitioner note dated 5/17/22
documented, "Per staff pt (patient) has been
acting unusual, having weakness, slow to
respond. Today patient states "Something is not
right” Pt baving unequal grip strength, right
sided faclal drooping, and sturring of speech. NP
{nurse practitioner) sending out to ER
(emergency room) for further workup....pt having
new onset right alded weakneas, slurred speech,
minimal right faciaf droop, pt baing sent to ER for
further evaluation of possible TIA/Siroke/UTI
{transient ischamic attack (minl slroke), stroke,
urinary tract infection.)"

A review of the clinical record revesled a Hospltal
Transfer form completed on 5/17/22 (but dated
2/11/22) that documented resldent demographic
Event iD: PHHV11 Fuclily 10; VAD249
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F 822 | Continued From page 28

information, vital signs (dated 5/17/22), reason for
tranafer (a fall, which was not aceyrate for
5/11122) code status, and ongoing madical and
care needs.

Further review of the clinlcal record failed to
reveal any evidence what documentation was
provided to the hespital, including but nat iimited
o comprehangive care plan goals, medication
list, relevant prograss notes or labs,

On 6/14722 at 3:00 PM an Interview was
conducted witht LPN #4 (Licensed Practical
Nursae). Sha stated that on a hospltal tranafer,
the facllity should sand the hospital trangfer form,
face sheet, advance diractives, medication list,
progress notes, labs, bed hold and care plan.

On 8/14/22 at approximately 4:00 PM ASM #1
{Administrative Staff Member) the Administrator,
was provided a llst of ltems nesded, which
included evidence of what documantation was

provided to the hospital.

On B/16/22 at 9:40 AM, ASM #2, the Director of
Nursing, stated thera was no other
documentation regarding what was sent to the
hospital. She stated that the staff are supposad
to document this Information in the nurse's note,

On ©/15/22 at 3:30 PM ASM #1 was provided with
a list of policles requestad, which included a
request for one regarding admlsslon, transfer,
discharge, hospital transfer requiramenta. On
6/15/22 at 5:34 PM and 5:39 PM the facllity sent
emails with policies atteched. None for
admission, transfer, discharge, hospital transfer
requiremeants was provided,

If cantinuation sheet Page 29 of 184
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F 623 | Notice Requirements Before Transfer/Dlscherge
$6=D | CFR(s): 483.15(c)(3)-(6)(8)

§483.15(c}{3) Notice before transfer.

Befora a facility transfers or discharges a
resident, the facility must-

{i} Notify the residant and the resident's
representative(s) of the transfer or discharge and
the reasons for the move in writing and in a
lenguage and manner they understand. The
facility must send a copy of the notica to a
representativa of the Offica of the State
L.ong-Term Care Ombudsman.

(1) Record the reasona for the transfer or
discharge in the resident'’s medical record In
accordance with paragrapb (¢)(2) of this section;
and

(i) Include In the notice the items describad in
paragreph (c)(5) of this section.

§483.15(c)(4) Timing of the notics.

{i) Except as apacified in paragraphs (c)(4)(l) and
{c)(8) of this section, the notice of transfer or
discharge requirad under this section must be
made by the facllity at lepst 30 deys befors the
resident is transferred or discharged.,

{if) Notice must be made es soon as practicable
bafore transfer or discharge when-

(A) The safety of individuals in the facllity would
be endangered under paragraph (c){1)(i}{C) o
this saction; :
{B) The health of individuala in the facllity would
be endangered, under paragraph (c)(1}1)(D) of
this section;

{C) The resident’s health improves sufficlently to
allow a more Immediate transfer or discharge,

under paragraph (c}{1)(})(B) of this section;

| further sudits and action,

Qtl!gﬂ&_l
Resident # 128 was discharged to the hospital on
5/v122

Criterip 2
All current residents discharged to the hospital have
the potential to be affected by the alleged

deficiency,

Critgria 3
Lic.enscd nurses will be educated on the policy for
notification of Hospital Transfer t tesident and or

responslble party,
Criteria 4

The DON/Designee will conduct audits monitoring
resident and RP notification of hospitai trensfer,
Thesc audits wiil be done 5 days a week for four

| weeks; then one day a week for four weeks; then
twice in the last month. The results will bo
forwarded to ths QAPI commilteee for review. The
QAPI committes will determine the needs for

iterjg 5
l Dete of compliance is 7/26/22,
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{D) An Immediate transfer or discharge is
required by the rasident’s urgent medical needs,
under paragreph (c){(1){)(A) of this section; or

(€) A resident has not resided in the fecllity for 30

days.

§463.15(c)(5) Contents of the notice. The written
notice specified In paragraph {c)(3) of this saction
must include the following:

(i) The reason for transfer or discharge:

(il) The effective date of transter or discharge;
(1) The location to which the resident is
transforred or discharged;
{iv) A statemant of the residant's appesl rights,
including the name, address (mailing and emall),
and telephone number of the antity which
recelves such requests; and infonmation on how
fo obtaln an eppeal form and assistance in
completing the form and submitting the appeal
hearing request;
(v} The name, address (mailing and email) and
telephone number of the Offica of the Stale
Long-Term Care Ombedaman;
{vi) For nursing faclilty residents with inteliectual
and developmental disabllities or relatad
disabllities, the malllng and emall address and
telephone number of tha agency responsible for
the protection and advocecy of individuals with
developmental disabllities establlshed under Part
C of the Developmental Disabilities Assistance
and Bill of Rights Act of 2000 (Pub. L. 108-402,
codified at 42 U,8.C, 15001 ot seq.); and
{vli) For nuraing facilily residents with & mental
dlaorder or related disabilities, the mailing and
emall address and telephone number of the
agency respansible for the protection and
advocacy of Individuals with a mental disorder
estabilshed under the Protection and Advocacy

F 623
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for Mentally ll individuals Act.

F 823

§483.15(c)(6) Changes to the notice.

If tha information in the notice changes prior to
effecting the tranefer or discharge, the fecllity
must updats the recipients of the notice as soon
a3 practicable once the updated Information
becomes avallable.

§483,15(c)(8) Notica in advance of fadlity closure
In the case of facility closure, the individual who s
the administrator of the facility must provide
wriiten notification pror to the Impending closure
to the State Survey Agency, the Office of the
State Long-Term Care Ombudsman, residents of
the facllity, and the resident repregentatives, as
well as the plan for the transfer and adequate
relocation of the residents, as required at §

483, 70{1).

This REQUIREMENT is nol met as evidenced
by:
Based on staff Interview and clinicel record
review It was detarmined that the facliity staff
falled to evidence that written notification of &
hospital transfer was provided to the resident
and/ar responsible party for a hospital transfer for
one of 59 residents in the survey sample;
Resident #128.

The findings [nclude:

Resident #128 was transferred to the haspltal on -
5/17722. There was no evidence that written
notification of a hosplial transfer was provided to
tha resident and/or responsible party.

Realdent #1268 was admitted to the facility on
9/10%/21. On the mest recent MDS (Minimum

Data Set), a quarierly essessment with an ARD

Fe23
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F 623 | Continued From page 32
{Assessment Reference Date) of 5/30/22, the
resident scored an 11 out of a possible 15 on the
BIMS (Briaf Intarview for Mental Status) Indicating
the resident was moderatsly Impalred cognitively
in abllity to make daily life decisions. The
resident was coded as requiring extansive
essistance for eating and iotsl care for all other
aregs of activities of delly living.

A reMew of the clinical record revealed a nurse's
note dated 5/17/22 that documented, "Nurse
practitioner In facliity observed resident not at
[thelr] basaline, cbserved right faclal droop and
slow to respond. Able to follow directions. Vitals
BP-128/78 (blood pressure), P-96 (puise), T-97.4
{temperature), R-17 (respirations), 02-97% RA
(oxygen seturation on room air). Resident has
been transported to [name of hospliai) via
stretcher with EMT's (emergency medical
techniclang) for an evaluation. Report called into
ER {emargency room} by N.P. (hurse practitioner)
Resident is [thelr] own RP (responsible party).
Emergency contact, [name) has been updated.”

A nurse practitioner note dated S/17722
documented, "Per staff pt (patient) has been
acting unusual, having weekness, slow to
respond. Today patient states "Something Is not
right.” Pt having unequal grip strength, right
slded faclal drooping, and slurring of spesch. NP
" (nurse practitioner) sending out to ER
{emargenay room} for further workup....pt having
new onest right sided weakness, siurred speech,
minimal right faclel droop, pt being sent to ER for
further evaluation of passible TIA/Stroke/UTI
(transient lschemic attack (min stroke), stroke,
urinary tract infection. )"

A review of the clinical racord revealed a Hospital
Event ID:PHHV11 Facility ID; VAOZ40

FORM CM8-2367(02-09) Previous Viersions Cosolets If continuation shesl Pege 33 of 184



0771172022

14:35

{FAX)

P.035/185

PRINTED: 08/208/2022

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
ENTER OMB NO. 0038-0391
STATEMENT QF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA A2) MULTIPLE CONSTRUCTION (X3} OATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A HUILDING COMPLETED
C
496108 8. WING 06/15/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 8TATE, ZIP CODE
2470 PEMBERTON RD
THE LAURELS OF UNIVERSITY PARK
RICHMOND, VA 23233
X4} 1D SUMMARY STATEMENT OF DEFICIENCIES [v] PROVIDER'S PLAN OF CORRECTION 7]
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION S8HOULD BE COMPLETION
TAG REGULATORY OR L8C IDENTIFYING INFORMATION) TAG CROG5-REFERENCED TO THE APPROPRIATE pate
OEFICIENGY)
F 623 | Continued From page 33 F823

Transfer form completed on 5/17/22 (but for
some rsason dated 2/11/22) that documented
resident demographic information, vital signs
(dated 5/17/22), reason for transfer (a fall, which
was not accurate for 5/17/22) code status, and
ongoing madical and cere neads.

Further revisw of tha dlinical record falled to
reveal any evidence of a written notification of a
hospltal transfer belng provided to the resident
and/or responsible party.

On 8/14/22 at 3:00 PM an Interview was
conductad with LPN #4 (Licensed Practical
Nurse). She stated that she was not sure about a
written notification of a hospltel transfer.

On 8/14/22 at approximately 4:00 PM ASM #1
{Administrative Staff Member) the Administrator,
was provided a list of ltems needed, which
included evidence of a written notiflcation of 8
hospital transfer belng previded to the resident
and/or responsible party.

On 8/16/22 at 9:40 AM, ASM #2, the Director of
Nursing, staled there wase no evidence that a
written notificatlon of a hospital transfer was

pravided.

On 8/16/22 at 3:30 PM ASM #1 was providad with
a list of policles requestad, which Included &
request for one regarding edmiasion, transfer,
discharge, hospital transfer requirements. On
6/15/22 ot 5:34 PM and 5:39 PM the (facliity sent
omails with policies attached. None for
admission, transfer, diacharge, hospltal transfar
requirements was provided.

No further information was provided.
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$8=0 | CFR(s): 483.156(d)(1)(2) .
Criteria |
§483.15(d) Notice of bed-hold policy and return- :Gﬂfiff;b # 128 # 76 were discherged 10 the
ospital.
§483,15(d)( 1) Notice before transfer. Before a Critezia 2
nursmq facility tranafers a mslqent to & hospital or All current realdents belng discharged 10 the
the resident goes on therapeutic leave, the hosoi . .
g ospital have the potential to be affected by this
nursing facllity muat provide written informatlon to . :
4 alleged deficient practice.
the resident or resldent representative that
specifice- Criteria 3
(i) The duration of the state bed-hold policy, if Licensed Nurses will be educated on the bed haid
any, during which the resident is permitted to policy and documentation that it was glven to
return and resume residence in the nursing resident and or RP.
facility;
(li) The reserve bed payment policy in the state Criteria 4
plan, under § 447,40 of this chapter, if any; The DON or designee will conduct sudits to cnsure
(iii) The nursing facility's policies regarding residents discharged lo the hospitsl have been given
bed-hold periods, which must be consistent with a copy of bed hold policy. These audits will be
paragraph (2)(1) of this saction, permiting a done 5 days a week for four weeks; then onc day a
resident to retum; and week for four weoks; then twicc in the Jast menth.
v} The informati ified i h te)(1 The resuits will be forwarded to the QA!’I
g: :his :o"::tion bl UL LU S committce for review, The QAPT commitee will
) determine the necds for further audits and action.
§463.15(d)(2) Bed-hold notice upon transfer. At
the time of transfer of a resident for Criteria 3
hospliallzation or therapautic leave, a nursing i Date of compliance is 7/26/22.
facllity must provide to the residant and the
resident represantative written notice which
speclfies the duration of the bad-hold policy
described In paragraph (d)(1) of this saction,
This REQUIREMENT is not met as evidenced
by: . .
Basad on staff interview and clinical record
raview it wag detemmined that the facllity staff
failed to evidence that written bed hold notice was
provided to the resident and/or responsible party
for a hospital transfer for 2 of 59 resldents In the
survey sample; Residenis #128 and #76
Event 1D: PHHV11 Faclity 10: VAC248 If continumtion sheet Page 35 of 164
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The findings Include;

1. Resident #128 was transferred to the hospital
on 5/17/22. There was no evidence that wiitten
bed hold notice was provided to the resldent
andfor responsibie party.

Resldent #128 was admitted to the faclilty on
8710/21. On the most recent MDS (Minimum
Data Set), a quarterly assessment with an ARD
{Assessment Reference Date) of 5/30/22, the
resldant scored an 11 out of a possible 16 on tha
BIMS (Brief Interview for Mental Status) indicating
the resident was moderately Impalrad cognitively
in ability to make daily life decisions.

A review of the clinical record revealad a nurse's
note dated 5/17/22 that documented, "Nurse
practitioner in facllity observed resident not at
[their] baseline, observed right facial droop and
slow to respond. Abie to follow directions. Vitals
BP-128/78 (blood pressure), P-98 (puise), T-97.4
(temperature), R-17 {respirations), 02-97% RA
(oxygen saturation on room alr). Resident has
been transported to [name of hoapltal] via
stretcher with EMT's (emergency madical
technicians) for an evaluation. Report called into
ER (emergency room) by N.P. (nurse practitionar)
Resident is (their) own RP (responsible parly).
Emergency contact, {name] has been updated.”

A raview of the clinical record revealed a Hospltal
Transfar form completed on 5/17/22 (but for
gome reason dated 2/11/22) that documented
rasldent demographic Information, vital algns
{dated 5/12/22), reason for tranafar (a fall, which
was not eccurate for 5/17/22) code status, and

ongeing medical and care needs.
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" | requirements was provided.

Further review of the clinical record failed to
reveal any evidence of a written bed hold notice
being provided to the resident and/or responsible

party.

On 8/14/22 st 3:00 PM an interview was
conducted with LPN (Licensed Practica! Nurse)}
#4 . She statad that on a hospital transfer, the
facility should send the hospital transfer form,
face shest, advance directives, medication list,
progress notas, labs, and bed hold.

On 8M14/22 ot epproximately 4:00 PM ASM #1
(Administrative Staff Member) the Administrator,
was provided a fist of items needed, which
included evkience of a wrilten bed hold notice
being provided to the resident and/or responsible

party.

On 6/15/22 at 9:40 AM, ASM #2, the Director of
Nursing, stated there was no evidence that 8
written bed hold nollce was provided.

On 6/15/22 at 3:30 PM ASM #1 was provided with
2 list of pollcies requested, which included a
request for one regarding admission, transfer,
dlechargs, hospital transfer requirements. On
8/15/22 at 5:34 PM and 5:39 PM the facillty sent
emails with policies attached. None for
admission, transfer, discharge, hospita! transfer

No further information was provided.

2. The facllity staff falled to evidence a bed hold
was providad when Resldent #78 was transferred
to the hospltal on 4/20/22. The facllity's "Acute
Care Transfer Document Checklist” did not

avidence bed hold on the chack list.
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1| about the bed hold.

Resldent #78 was admittad to the facifity on
7/19/21. Resldent #78's diagnoses included but
were not limitad to: ESRD {end stage renal
disease), COPD (chronic obstructive puimonary
dizease, diabetes mellitus and dementla.

Resldent #76's most recant MDS (minimum data
get) assesamant, an annual assessment, with an
assessment reference date of 3/19/22, coded the
resident as scoring © out of 15 on the BIMS (bilef
interview for mantal status) score, Indicating the
resident was moderately cognitively impaired.

A review of the eINTERACT (INTerventions lo
Reduce Acute Care Transfera) form dated
4/20/22 at 4;28 PM, revealed the following,
"Mental confusion, weakness. Vital signs blood
pressure-222/112, pulse-76, respirations-21,
temperature-87.7, axygen saturalion-98% on
room air. Emergency assistarce arrived and
transported resident to hospital. RP (responsible
party) and NP (nurse practitioner) notifisd.”

On 8/13/22 at 3:32 PM, an interview was
conducted with LPN (llcenged practical nurae) #1,
Vhen asked what bed hold is providad when a
resident is transferred to the hoapitsl, LPN #1
stated, Thers Is a form to chack off, of what has
been sent with the resident, there s a blg
envelope that we put the pepers In. | do nbt know

On 6/13/22 at approximately 4:00 PM a request
was mada for the svidence of the bed hold policy
when Resident #76 was transfarred to the
hospital on 4/20/22,

On 6/14/22 at approximately 9:00 AM, SBAR
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(situation background assessment
recommendation) form for Resident #76 was
provided.

On 6/14/22 al 4:00 PM, request made again for
bed hold for Resident #76.

On 8/15/22 at 1:40 PM, ASM (administrative staff
member) #1, the sdministrator, etated, *We do
not have the bed hold for this resident,*

When ASM #1, the administrator and ASM #2,
the director of nursing were asked who provides
bed holds for resldents, they stated, admissions
does that but she Is on vacation.

On 6/16/22 at 3:40 PM, ASM #1, the
adminlstrator, ASM #2, the director of nursing,
ASM #3, the regional clinical coordinator end
ASM #4, the regionel director of operations were
informed of the above concemn.

A request was made on 6/15/22 on 3:30 PM for
any fadlity bed hokd policy. On 6/15/22 at 8:20
PM, ASM #1 and ASM #2 stated, we do not have
any poficy related to bed holds.

No further information was provided prior {o exit,
Accuracy of Assessments
CFR(s): 483.20(g)

§483,20(g) Accuracy of Assessments.

The assessment must accurately reflect the
resident’s status.

This REQUIREMENT s not met as evidenced
by:
Based on stafl interview, clinlcal record review
and in the course of a complaint investigation, it

F625

F641
Criteria )

Residents #°s 46, [14, and 701 suffered no adverse
outcomes related 1o the alleged inaccurate coding
of their MDS assessments. Residents #46 and #] 14
had their MDS’s corrected and resident #701 is no
longer In the facility so social services staff were
re-educated on ensuring assessments are complcted
and coded accurately.
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was determined that the facility staff failed to
accurately code the MDS (minimum data sef)
resident assessment for 3 of 59 rasidents in the
survey sample, Resident #48, #114 and #701.

The findings include:

1. The facility staff falled to accurately code
Resldant #46's (R46) quarierly MDS with an ARD
(assessment raference date) of 8/4/2022 for falls
sustained at the faclllty since tha previous
assessment.

On the most recent MDS, a quarierly assessment
with an ARD of 6/4/2022, the residant acored 3
out of 15 on the BIMS (brlef interview for mental
statug) assessment, indicating the rasident is
saveraly Impalred for making daily decisions.
Section J1800 documented R46 not having any
falls since admisslon/entry or reentry or prior
assessment.

Review of the clinical record revealed a llat of
R48's MDS assessments, The list revealed the
prior assesanment was an End of PPS Part A Stay
with &n ARD of 4/21/2022 and @ quarterly MDS
with an ARD of 4/11/2022.

Review of the clinlcal racord for R48 revealad
dacumented fails on §/5/2022 and 5/21/2022.

The progress notes documanted In part:
“5/5/2022 10:03 (10:03 a.m.) Resident was found
on the floor at 0025 (12:25 a.m.) in her reom
facing the door by her aid, her bed was bohind
her and wheelchair within 5 ft (feet) to her lefL.
Resident stated that she was going to get some
fish. Neuro (neurological) assessment conducted

and her vital signs ware within normal limils, alert

All current residents have the potential to be
affecied by the alleged deficlent practice. Audit
completed to ensure current residents MDS's were
coded correctly for falls and social services scctions
were coded accurately,

in
Social Services MDS coordinators will be re-
educated on ensuring all MDS assessments are
coded mccurately.

Criteria 4
MDS Director or desigtice will randomly audit five
(5) MDS assessments to cnsure assessments are
coded accurately. These audits will be done 3 days
8 week for four weeks; then one day a week for
four weeks; then twice in the Jast month, These
results will be forwarded to the QAPI commitiee
for roview, Tho committee will determine the need
for further audits and/or action,

Date of compliance {s 7/26/22.
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able to answer ta her name speech clear and
typical, PERRLA (puplis, equal, round, reactive to
light and accommedation} and able to move all
extremities and grasp. No Injuries or complaints
of pain or discomfort...

"6/21/2022 20:23 (8:23 a.m.) Resident had en
unwitnessed fall at 745 pm, resident was self
propaelling wheelchalr in hailway and siid out of
chalr, residant noted with shoes intact. Resident
was assessad with no Injuries noted..."

On €/16/2022 at 0:44 a.m., an interview was
conducted with RN (reglatered nurse) #1, MDS
nurse. RN #1 stated that they used the RAI
manyal for guidance in completing the MDS
assessments. RN #1 stated that they reviewed
the look-back period for any falls whan
complating the MDS assessmenis, RN #1 stated
that they reviewed the clinlcal record for falls. RN
#1 stated thet they would review R46's quarterly
MOS with the ARD of 8/4/2022 and see If It
should have been coded for falls.

On 6/15/2022 at 2:03 p.m., RN #1 stated that
they had reviewed the quarterly MDS for R46 and
that it should have besn coded for falis. RN #1
stated that R46 had falls In May of 2022 which
should have been reflected on the quarterly MDS
with the ARD of 8/4/2022,

According to the RAI Manual, Version 1.18, dated
QOctober 2018, section J1800 documented in the
steps for agssessment, *,..If this is not the first
assessment/entry or reentry (A0310E = 0), the
review perlod I3 from the day after the ARD of the
last MDS aseessment to the ARD of the current
assessment. 3. Review all available sources for
any fall since the last assessment. no matter
whathar it cccurrad while out in the community, in
Event ID:PHHVIY FacKily I0; VAG248
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an acube hospital, or in the nursing home. Include
medical records generated in any health care
getting since iast assessment..”

On 8/16/2022 at 2:40 p.m., ASM (adminisirative
staff member) #1, the administrator, ASM #2, the
director of nuralng, ASM #3, the scuthside
regional clinical coordinater gnd ASM #4, the
regional director of operations ware made aware

of the findings.
No further information was provided prior {o exit.

2, The facility staff failed to accurately code
Resident #114's (R114) quarterly MDS with an
ARD (assesament reference date) of 5/23/2022
for falls sustained et the facllity since the previous

assessment.,

On the most recent MDS, a quarterly assessment
with an ARD of 5/23/2022, the resident scored 3
out of 16 on the BIMS (brief Interview for mental
stalus) assessment, Indicating the resident Is
seversly impaired for raking dally declslons.
Section J1800 documented R 114 not having any
falls since admission/entry or reentry or prior
agsassment,

Review of the clinical record revealed a list of
R114's MDS assesements. The list revealed the
prior assessment was an End of PPS Part A Stay -
MDS with an ARD of 4/18/2022 and an admission
gasaasment with an ARD of 3/1/2022.

Review of the clinlceal record for R114 revealed
documented falls on 4/29/2022 and 5/16/2022.

The progress notes documented In part:
*4/29/2022 18:08 (8:08 p.m.) Resldent observe
Evant ID:PHHVH Faciliy 1D VAOZ49
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on bedroom via staff, On assesament, patient
side lying lateral to bedroom with face down.
Resldent unable to note events leading up to
fall,..No Injuries notied [sic] at this tjime...”
"$/16/2022 21:00 (9:00 p.m.) Approx.
(approxiraataly) 1930 (7:30 p.m,), writer was
called to residents room by staff, writer observed
resident [aying on his right side, on the floor, next
to bed, tast observed 15 minutes prior by wriler,
reating in low bed quistly, eyes closed, call bell
and bedside table within reach, wearing non skid
socks and facliity gown, clean and dry, resident
unable to expiain how he fell, related to demantla
diagnosis, moves upper extremities without pain,
lower extremilias contracted unabile to move,
neurochacks wnl (within normal limlts), no new
injuriea noted, no swelling noted, denles all paln
and discomfort,..”

On 6/15/2022 at 9:44 a.m., an interview was
conducted with RN (regiaterad nurse) #1, MDS
nurse. RN #1 stated that they used the RAI
manual for guidance in completing the MDS
assessments. RN #1 stated that they reviewed
the look-back period for any falls when
completing the MDS assessments. RN #1 stated
that they reviewed the clinical record for falls. RN
#1 stated that they would review R114's quarterly
MOS with the ARD of 5/23/2022 and see if it
should have been coded for falls,

On 8/15/2022 at 2:03 p.m., RN #1 stated that
they had reviewed the quarterly MDS for R114
and that it should have been coded for falis. RN
#1 stated that R48 had falls betwaen the two
MDS assessments which should have been
reflected on the quarterly MD'S with the ARD of

5/23/2022.

Fed
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On 6/15/2022 at 2:40 p.m., ASM (administrative
staff member) #1, the adminlstrator, ASM #2, the
director of nursing, ASM #3, the southalde
reglonal clinical coordinator and ASM #4, the
regional director of operations were made aware

of the findings.

No further information was provided prior to exit.

3. For Resident #701, the facility staff falled to
accurately complete the admission MDS for
rasident and staff Interviews of sactions C and D.

Resident #701 was admitled to the facllity on
8/17/21 and dischsrged fo an assisted living
facllity on 8/25/21. The admisgion nursing
assessment dated 8/18/21 documented the
resident was alert and orlented to person only.
On the admission MDS (Minimum Data Set) with
an ARD {Assessment Referance Dats) of
8/21/21, the resldent was coded as requiring
suporvision for eating and extensive agsistance
for all other areas of activities of daily living.

On the above MDS, the resident interviews for
Seclion C "Cognition™ and Section D "Mood™ ware
not attempted nor accurately completed, Each
quastion responge was documented with a dash,

On 6/15/22 at 10:00 AM an interview was
conductad with RN #1 (Regislered Nurae) the
MDS nurse. Ghe stated that dashes are not
encouraged and that resident Interviews should
be attempted, and If they could not be attempted,
then that should have been documented. She
stated that the staff member who was responsible
for completing these sections was no longer at
the facility. When asked what poficy does the

facility foitow for completing the MDS, she slated
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the RAI manual (Resldent Asseasment
Instrument).

Section B "Hearing, Speach, and Vision" of the
above MDS was coded as follows:

-Section B 0700 "Makes Seif Understood" (Abllity
to express ideas and wants, consider both verbal
and non-verbal expression. 0. Undarstood, 1.
Usually understood - difficulty communicating
some words or finishing thoughts but is able it
prompted or given time. 2. Sometimes
understood - ability Is limited to making concrete
requests. 3. Rarely/never understood.) Resident
#128 wes coded a3 @ *2."

-Section B 0800 "Abliity to Understand Qthers”
{(Understanding verbal content, howaver able
(with hearing aid or device If used). 0.
Understands - clear comprehansion, 1, Usually
understands - missas some partintent of
message but comprehends most conversation.
2. Somslimes understands - responds adequately
to simple, direct communication only. 3.
Rarsly/never understands.) Resident #128 was
coded as a "2."

The coding of Saclion B as "Somelimes”
understood and understands indicated that
resident Interviews for applicable sections beiow
should have besn attempled. -

Section C "Cogritive Pattems" was coded as
followe:

Section C 0100 Should Brief Interview for Mental

Status (C0200-C0500) be Conducted? Attampt
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to conduct Interviaw with all residents,

<0. No (resident Is rarely/never understood) Skip
to and complete COT00-C1000, Steff Assessment
for Mental Status.

-1. Yes Continue to C0200, Repetition of Three

Words.

The bax for both above responges was fifled in
with a dash (-). Naslther response was selacted.
As the resident was coded In Sectlon B a3 being
sometimes understood and understands, Section
C for a resldent interview for cognilive patterns
should have been attempted.

A review of the Long-Term Care Facllity Residant
Assesement Instrument 3.0 User's Manual,
Version 1.17.1, dated October 2018 was
conducted as follows:

Page C-1 documented:

Most residents are able to attempt the Brief
Intervigw for Mental Status (BIMS).

A structured cognitive test Is more accurate and
rellable than observation alone for observing
cognitive parformance. (1) Without an attempled
structured cognitive interview, a resident might be
mislabeled based on his or her appearanca or
assumed diagnosis. (2) Structured interviews will
afficiently provide insight Into the resident's
current condition that wili enhance good care....

And on page C-2 was documentad:

Code 0, no; if the interview shouid not be
conducted because the resident is rarely/never
undarstood; cannot respond verbally, in writing, or
uging another mathod; or an interpreter is needed
Evant 1D: PHHVA1 Fadiiky 10; VAO248
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but not avallable, Skip to CO700, Staff
Assassment of Mental Status,

Code 1, yes: I the Interview should be conducted
because the resident Is at least sometimas
understood verbally, in wiiting, or using another
method, and if an interpreter ls nesded, one Is
avalleble. Proceed to C0200, Repetition of Three
Words....

If the resident interview was not conductad within
the lcok-back period (preferably the day before or
the day of) the ARD, itern C0100 must be coded
1, Yes, and the standard “no information” code (a
dash "-") entered in the residant Interview items."

A "Yes" was not coded for ltern CO100 as required
by the RA! manual in order to dash out the
Interview responges. The resident interview was
not attempted and tem CO100 was not accurately

completed,
Saction D "Mood" wae coded as follows:

D0100. Should Resident Mood Interview be
Conducted? - Attempt to conduct interview with
alf residents.

0. No (resident Is rarely/nevar understeod) Skip to
and complets DOS00-DOB0OY, Staff Assessment of
Resident Moaod.

1. Yes Continue to D0200, Resident Mood

Interview.

The box for both above responses was fiiled [n
with a dash (-). Neither response was selected,
Asg the resident was coded In Saction B as bsing
sometimes understood and understends, Section
D for & resident interview for mood should have

been attempled.
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A review of the Long-Term Care Fadliity Resldent
Asseasment Instrument 3.6 User's Manual,
Version 1,17.1, deted October 2019 was
conducted as follows:

Page D-1 documented:

Most resldents who are capabla of
communicating can answer questfons about how

they feel,

Obteining Informetion about mood directly from
the resident, sometimes callad "haaring the
resident's voice, is more rellable and accurate
than observation alone for identifying @ mood

disorder,
And on page D-2 was documented:

Code 0, no: if the interview should not be
conducted because the resident is rarely/never
understood or cannot respond verbally, in writing,
or using anothar method, or an Interpreter Is
needed bt not avallable. Skip to item DO500,
Staff Assessment of Resident Mood.

Code 1, yes: if the resident inteniew should be
conducted because the resident Is at loast
sometimes understood verbalty, in writing, or

using another method, and if an intertfreter is
neaded, one is availlable. Continue to item D0200, -

Resident Mood {nterview,
And on pags D-3 was documented:

IFihe residant interview was not conducted within
the look-back period (prefarably the day before or
the day of) the ARD, item D0100 must be coded

Event |D; PHHV11 Faclity IO: VAD249
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1, Yos, and the standard "no Information” code (a8
dash "-") enterad in the resldent interview itams.
A"Yes" was not codad for item D0100 ae required
by the RAIl manuyal in order to dash out the
interview responses. The resident interview was
not attempted and item DO100 was not accurately
completad.
On 8/15/22 at approximately 4.00 PM, ASM #1
{Administralive Staff Member), the Administrator,
ASM #2, the Dlrector of Nursing, and ASM #4, the
Regional Director of Gperations ware made
aware of the findings. No further information was
provided by the end of the eurvey,
F 845 | PASARR Screening for MD & ID Fée45]) F645
839=0 | CFR(s): 483.20(k)(1)-(3)
Criteria |

§483.20(k) Preadmission Screening for
individuals with a mental disorder and Individuals

with Intellectusl disabllity.

§483.20(k)(1) A nursing facillty must not admit, on
or after January 1, 1989, any new residents with:
(i) Mental disorder as defined in paragraph (k)(3)
{i) of this sectlon, uniess the State mental health
authority has datermined, based on an
indepandent physical and maental evaluation
performed by a person or antity other than the
State mental health authorty, prior to admission,
{A) That, bacause of the physical and mental

- condiflon of the individual, the Individual requires
the level of services provided by a nursing facfiity;
and

(B) if the individual requires such level of
sarvices, whether the individuel requires
specialized services; or

(1) Intellectual disability, as defined in paragraph

"PASARR’s are completed and accurate.

Resident #1% suffered no adverse outcomes related
to the alleged inaccurate or incomplete leve| I
PASARR. Resident #19 has an updated and
corrected PASARR.

Criteria2

All current residents nceding PASARRS completed
have the potential to be affected by the alleged
deficient practice. Audit completed (o ensure
current residents have an up to dete PASARR.

Criterin 3

Social Serviees will be re-educated on ensuring
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Administrator or designee will complets flve (5)

(l)(3XiN of thls section, uniess the State
intellectuaf disability or developmental disability
authority has determined prior to admission-

(A) That, because of the physical and mental
condition of the individual, the indlvidusl requires
the level of services provided by a nursing facllity;
and

{B) If the [ndividual requires such leve! of
services, whether the Individual requires
speclalized servicas for nteflectual digability.

§483.20(k)(2) Exceptions. For purpeses of this
saction-

{I)The prerdmission scréening program under
paragraph(k)(1} of this sectlon need not provide
for determinations In the case of the readmiasion
to & nursing fadility of an indlvidual who, after
being admitted to the nursing facility, was
transferrad for care In a hospital,

(ll) The State may choose not to apply the
preadmission screening program under
paragraph (k)(1) of this s8ecfion to the admission
to a nurging fadllity of an individual-

(A) Who ls admitted 10 the facility directly from a
hoapital after recelving acute Inpatient care st the
hospltal,

{B) Who requires nursing facility servicea for the
condition for which the Individual recalved care In
the hospital, and

(C) Whose attanding physiclan has cerlifled,
before admission to the facility that the individual
is likely to require less than 30 days of nursing

tacility services.

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

section-
() An individual Is considered to have a mental

disorder If the Indlvidual has a sericus mental

random audits of current regident's charts to ensure
PASARR'’s are complered and accurate, These
audits will be donc 5 days a week for four weeks;
then one day a week for four wecks; then twice in
the Iast month. The results will be forwarded to the
QAP! committce for review. The commitice will '
determine the need for further audits and/or action, !

, Criteria § |
Date of compliance is 7/26/22.
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disorder defined In 483.102(b)(1).

(fi) An individual is considered to have an
Intellectual digabliity if the individual has an
inteliectuel diseblllity as dafined in §483,102(b)(3)
or is a person with a related condition as
described in 435.1010 of this chapter.
Thie REQUIREMENT is not met as evidenced
by

Baged on staff Interview and clinical record
review, the facillly staff falled to ensure a
complete and accurate level | PASRR
(preadmission screening and resldent review) to
determine if a level 2 PASRR wase required for
one of 59 res|dents in the survey sample,
Resldent #19.

The facility staff failed to entirely compiate sectlon
2 of Resident #19's (R19) PASRR and
Inaccurately documented the resident as not
having a serious renial iliness,

The findinge include:

On the most recent MDS (minimum data set), a
five day Medicsre aseessment with an ARD
(assessment reference date) of 4/18/22, the
resldent acored 16 out of 15 on the BIMS (brief
Interview for mental stetus), which indicated the
resident was not cognitively impalred for making
dally declslans.

R19's dlagnoses Included bipofar dlscrder {1),
bordenine peracnality disorder (2} and
dissociative identity disorder (3). R19's level 1
PASRR, completed on 9/14/21 documented, "2,
DOES THE INDIVIDUAL HAVE A CURRENT
SERIOUS MENTAL ILLNESS (MI)? "No™ was
circled. "2.a. Is this major mental disorder
diagnosable under DSM (Diegnostic and
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Statistical Manual of Mental Disorders) (e.g.
schizophrenia, mood, parenold, panic, or other
serious anxiety disorder; somatoform disorder;
personality disorder; other paychotic disorder; or
other mental disorder that may lead to a chronic
dlisability)? Nelther "yes" nor "no” was circled.

The employee who complated R19's PASRR was
not available for interview during the survey.

On 8/14/22 at 9.03 a.m., an intarview was
conducted with OSM (other staff member) #1 (the
social worker). OSM #1 gtabed the admissions
depariment completes PASRRs but she has
completed them and is famillar with the process.
OSM #1 stated PASRRs are completed based on
resldents' medical records, OSM #1 stated she
knew R18 had some paychlatric diagnoses
including bipolar disorder and bordarline
personality disorder. OSM #1 reviewed R19's
PASRR and stated the PASRR was not accurate
and one wouldn't know if a level 2 PASRR was
neaded ff the fovel 1 is not accurate.

On 6/15/22 at 11:35 a.m., ASM (administrative
staff member) #1 (the adminlstrator), ASM #2
(the director of nursing), ASM #3 (the regiona!
clinical coordinator) and ASM #4 (the regional
director of operations) were made aware of the
above concern. On 6/15/22 at 6:20 p.m., ASM #1
and ASM #2 stated the facility did not have a
policy ragarding PASRRe.

No further Information wes presented prior to st

Raferences:
(1) "Blpoler disordar is a8 mood disorder that can

cause intense meod swings.” This information
was abtalned from the website:
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hitpa://imediineplus.goviblpolardisorder. html

(2) "Borderiine paraonality disorder (BPD) Is a
mental condition in which a person has long-term
pattemng of unstable or turbulent amotions. Thase
inner experiences often result in impulsive aciions
and chaotic ralationships with other people.” This
information was obtalned from the website:
https://mediineplus.goviency/article/000935.htm

(3) "Dissociative identity disorder. Formerty
known as multple personality disorder, this
disorder ls charecterized by ‘switching' to
alternate Identities. You may feal the presence of
two or more people talking or iiving Inslde your
head, and you may fee! as though you're
posaessed by other identities.” This information
was obtalned from the website:
hitps:/mwww.mayocdlinic org/diseases-conditions/di
ssociative-disorders/symptomas-causes/syc-2035
§2157p=1

Develop/implement Comprehensive Care Plan
CFR(s): 483.21(b)(1)

§483.21(b) Comprehensive Care Plans
§483.21(b){1) The facility mus{ develop and
implement a comprehensive person-centered
care plan for each resident, consistent with the
reaident rights set forth at §483.10(c)(2) and
§483.10(c)(3), that includes measurabla
objectives and imeframes 1o meat a resident's
medical, nursing, and mental and psychosoclal
needs that are |dentified in the comprehansive
assessment. The comprehensive care plan must
describe the following -

{i) The services that are to be furnished to attain
or maintain the resident's highest practicable
physical, mental, and psychosoclal well-baing as

F 846

Fese received,

F656

Critctia b

Residents #'9 14 ,96,701 had no adversc oulcomes
related to the alleged implementation of resident
carc plan for medication administration. The
physician and RP were notificd of allcged
medication errors by the nurse. No new orders

Resident #94 Had no ill effects from 02 of 1.5.
liters rnd O2 sats remained within normal limits.
02 was increascd to 3L as per MD order. Resident
#58 did not have non- phermecological
interventions prior to adminlstering pain
medication, She hed no 11l effects (rom alleged
deficlent practice. Resident #87 had no It effect
from not having hand splint in place. Hand splints
were placed on guest and added to C.N.A tesk list.
Pressure ulcer treatment was reinstituted pec MD
orders.

Resident #76 dialysis communication sheets were
reimplemented Immediately. Dialysis contacted to
send communication forms back to the facility.
Dialysis catheter site checked and there were no ill
effects from the catheter /dialysis. Resident /61"
02 flow was correcied at the time it was noted.
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required under §483.24, §483.25 or §483.40; and
(i) Any services that would otherwlise be required
under §483.24, §483,25 or §483.40 but ere net
provided due to the resident’s exercise of rights
under §483,10, including the right to refuse
treatment under §483.10(c)(8).

(ili) Any specialized services or speciallzed
rehabillitative services the nursing facility will
provide as & result of PASARR
recommendatlons. If a facility disagrees with the
findings of the FASARR, it must indicate Its
rationale in the resident's medical record.

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

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

(8) The resident's preference and potentlal for
future discharge. Facilities must document
whether the resident's desire to retum to the
communlty was assessed and any referrals to
local contact agencles and/or other appropriate
sntities, for this purpose.

(C) Discharge plans in the comprehenslve care
plan, as appropriate, in accordance with the
requiremants sat forth in paragraph (c) of this
saction.

This REQUIREMENT is nol met as evidenced
by
Based on cbservatlon, reskdent interview, staif
interview, faciiity document raview, and in the
course of a‘complaint investigation, it was
determined that the facliity staff faited to develop
andfor implement the comprehansliva care plan
for 2 of 3 residents in the medication
administration aobservation fask (Resldents #14
and #98); and for 6 of 59 resldents In the survey
sample (Residants #701, #94, #58, 407, #76, and

#61).

implementation of Care Plans.

Criteria 3

administration.

- | .
DON/Designee will randomly audit five Nurses for
medication administeation, following MD orders,
following MD osders, dialysis communication
orms, 02 documenlation, and following the
idents care plan for splinting. These audits will
e completed 5 days a week for four weeks, Then
one day a week for four weeks; then twice in the

last month.

esc results will be forwarded to the QAP1
committec for review. The committee will
determine the need for further audits and/or action.

Criteria 3
Date of compliance is 7/26/22.

All eurrent residents have the potential to be
affected by tho alleged deficient practice of

Licensed nurses will be reeducated on Physician
orders, medication admlnistration, development
and implementation of resldent care plan, Reading
the O2 concentrators and validating order, dialysis
communication sheets, non-pharmacofogical
interventions for pein management, splint donning
and doffing medication pass, and Medication
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The findings Include:

7. For Regident #14, the facliity staff falled to
implement the comprehansive care pian for
administering medicalion as ordered.

Resldent #14 was admitted to the facility on
3/12/21. On the annual MDS (Minimum Data
Set) assessment with an ARD (Assessment
Reference Date) of 3/11/22, Resident #14 scored
a 15 out of a possible 15 on the BIMS (brief
interview for mental status} Indicating the resident
wag cognitively intact In abllity to mske daily fife
decislons.

A review of the comprehensive care plan
revesled one dated 3/23/21 for "[Resident #14] is
at risk for constipation R/T (related to): decraased
maobllily, medications side affects.” This care
plen Included the intervention, dated 3/23/21 for
“Administer medications as ordered and observe
for ineffectiveness/side effects. Report abnormnal

findings to the physiclan.”

On 8/14/22 at 8:17 AM, LPN #5 (Licensed
Practical Nurse) was observed to prepare and
administer the following medications for Resldent

#14;

Methimazole 5 mg (milligrams}, 1 tab.
Buspar 10 mg, 1 tab

Aspirin 81 mg, 1 tab

Magnesium Oxide 400 mg, 1 tab

On 6/14/22 al 11:16 AM, reconciliation of the
medications was conducted compared with the
physicien's orders. An order dated 9/6/21 for a
lidocaine 4% patch (1) to the left knee every
moming was noted. It was noted that LPN #5
Evenl ID:PHHV1Y Facilty [D: VAG249
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slgned out for a lidecaine patch to left knee as
befng edminlstered when it had not been
administered.

On 6/14/22 at 12:40 PM an interview was
conducted with Resident #14. When asked if
they recalved their pain pstch on thalr knes this
moming, they stated that they did not.

On 8/14/22 at 12:40 PM an Interview was
attemptad with LPN #5 regarding the missed
maedication, He refused to anewer any quastions,
denied doing anything wrong and walked sway

from the surveyor.

On 6/14/22 at 12:45 PM the above concerr was
reported to ASM #1 (Administrative Staff
Meamber) tha Adminlstrator and ASM #4, the
Reglonal Director of Operations.

On 6/14/22 &t 3;00 PM, an interview was
conducted with LPN #4 (Licensed Practical
Nurse) regarding medication administration She
stated that If & rosident was not administered
medications and there was no parameters to hold
it, than the care plen to administer medications as

ordered was not being followed.

On 6/15/22 at 9:03 AM, an interview regarding the
purpose of care plans was conducted with LPN
#5. LPN #6 stated that the purpose of the care
plan was so that stafl know what the resident ls
doing and what staflf need to do to cam for the

regident.

A review of the facility policy, "Care Planning” was
conducted. The policy documented, "Every
residant in the facllity wili have a person-centered
Plan of Care developed and Implemented that is
&vent 10:PHHVI Faciltty I0: VAD24D
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consistent with the resident rights, based on the
comprahengive assessment that includes
meéasurable objectives and tims frames to meet a
residents medical, nursing, and mental and
psychosocial needs identified In the
comprehensive assessments and preparad by an
interdisciplinary team who Includes but not limitad
to; attending physician, a registered nurse who s
responsible for the resident, a nurse alde, 8
member of food/nutrltion aervices, the resident or
residant representative, therapy stalf as required
and any other anclilary staff. Addittonal resources
wili also be utilized to ensure that any additional
needs or risk areas are identified...”

On 6/15/22 at approximately 4:00 PM, ASM #1
(Adminlstrative Steff Member), the Adminiatrator,
ASM #2, the Director of Nursing, and ASM #4, the
Regional Director of Oparations were made
aware of the findings. No further information was
provided by the end of the aurvey,

References:

{1) Lidocaine - is used to trest pain
Information obtained from
htips: /medlineplus.govidruginfo/meds/aB03026.h

tinl

2. For Residant #98, the facility steff failed to
Iimplement the comprehenalve care plan for
administering medication es ordered.

Resldent #88 was admiited to the facllity on
2/15/20. On the quartarly MDS (Minlmum Data
Set) with an ARD (Assesament Referencs Dats)
of 5/11/22, Resident #86 scored a 13 cut of @
possible 15 on the BIMS (brief Interview for
mental status) Indicating the resldent was
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cognitively inlact in ability to make daily life
declslons. The resident was coded as
supervision for ealing and extensive to total care
for other areas of activities of daily living.

A review of the comprahanasive cere plan
revealed one dated 5/12/21 for "[Resident #88] is
&t sk for abnormal blesding/bruising R/T (related
to): madication use...” The care plan included an
Intervention dated 5/12/21 for "Administer
medications as ordered. Observe for
ineffectiveness and side sffects, report abnommal
findings to the physician.” Another care plan,
dated 7/22/21 was for "[Resident #96] Is at risk
for constipation R/T: decreased moblilty,
diminished appettte, Hx (history) of constipation,
medications side effects.” This care plan
included the intervention, dated 7/22/21 for
"Administer medications as ordered and obgerve
for Ineffectiveness/side effecta. Report abnommal
findings to the physiclan.”

On 6/14/22 at 8;29 AM, LPN #5 (Licensed
Practical Nurse) was observed to prepare and
administer the following madications for Resident

#98:

Dulera 100 meg (mlcrograms) / 6 meg Inhaler
Asplrin 325 mg (mlligrams), 1 tab

Vitemin D3 25 meg, 1 tab

Colacs 100 mg, 1 tab-

Glipizide 5 mg, 1 tab .
Genvoya 150 mg/150 mg/200 mg/10mg, 1 tab

Rispardone 0.5 mg, 1tab
Prednisons 10 mg, 1 tab
Senna 8.6 mg, 1 tab
Acetaminophen 325 mg, 1 tab
Spiriva 18 meg
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On 6/14/22 =t 11:15 AM, recongiliation of the
medications was conducted compared with the
physician's orders. An order dated 8/30/21 for
Alaway (1) eye dropa and an order dated 1/18/21
for Pepcid (2) were nated. It was noted that LPN
#5 signed out these medications as being
adminlatered when they had not been
administered,

On 6/14/22 at 12:40 PM an interview was
attampted with LPN #5 ragarding the missed
medication. He refused to answar any questions,
denied doing anything wrong and walked away
from the surveyor.

On 6/14/22 at 12:45 PM the above concern was
reportad to ASM #1 (Administrative Staff
Member) the Administrator and ASM #4, the
Regional Director of Qpaerations.

On 8/14/22 st 3:00 PM, an interview was
conducted with LPN #4 (Licensed Practical
Nurse) regarding medication administration. She
stated that if a resident was not administered
medications and there was no paramsters to hold
it, then the care plan to administer medications as
orderad was not being followed,

On 6/15/22 at 9:03 AM, an [nterview regarding the
purpose of care plans was conducted with LPN
#6. LPN #8 stated that the purpose of the care
plan wes so that ataff know what the resldent is
doing and what siaffl need to do to cara for the

reskdent.

A raview of the facility policy, "Care Planning” was
conducted. This policy documanted, "Every
rasident in the facliity will have a person-centerad
Plan of Care developed and implemented that iz

FORM CM3-2587(02-98) Previous Versions Obsolste Event [O:PHHV Facilny 1D; VAD248

it continuation shaet Page 39 of 184




07/11/2022

14:38

{(FAx) P.061/185

PRINTED: 08/28/2022

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT Of DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN Of CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
c
496109 AL 08/16/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDREGS, CITY, $TATE, 2IP CODE
TH OF UNIVERSITY PARK 2420 PEMEERTON RD
ELAURELS N RICHMOND, VA 23233
(04 1D BUMMARY BTATEMENT OF DEFICIENCIER [} PROVIDER'S PLAN OF CORRECTICN o
PREEIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE 0aTE
DEFICIENCY)
F 858 | Continued From page 58 F 658

4

conslstent with the resident rights, based on the
comprehansive assessment that includes
measurable objectives and time frames t¢ meet a
residents medical, nursing, and mental and
psychosoclal needs identlfied in the
comprehensive assessments and prepared by an
Interdisciplinary team wha Includes but not limited
to; attending physiclan, a registersd nurse who ls
responsible for the resldent, a nurse alde, a
member of foed/nutrition services, the resident or
resident representative, therapy staff as required
and any other anclliary staff. Additional resources
will also be utllized te ensure that any additional
neads or risk areas are dentified...”

On 6/15/22 at approximalely 4:00 PM, ASM #1
(Administrative Staff Membar}, the Administrator,
ASM #2, the Director of Nursing, and ASM #4, the
Reglonal Director of Operations were made
awars of the findings. No further information was
provided by the end of the survey.

References:

(1) Alaway is used for the treatment of allergy

symptoms of the eyes
Information cbtained from
https:/imediineplus.gov/druginfo/meds/ag04033.h

tmt

{2) Pepcid ls used for the treatment of reflux and

ulcers .
Information obtalned from
https:/fmediinaplus.govidruginfo/meds/ag87011.ht

mi

3. For Resident #701, the faclilty staff falled to

implemsnt the comprehenalve care plan for
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Continued From page 80
administering medication as ordered,

Resident #701 was admitted to the facllity on
B/17/21 and discharged to an assisted living
facility on 9/25/21. The admission nursing
assessment dated 8/18/21 documented the
resldent was alert and oriented to person only.
On the admission MDS (Minimum Data Set) with
an ARD {Assessment Reference Date) of
8/21/21, the resident was coded as requiring
supervision for ealing and extensive assistance
for all other areas of activilies of daily fiving.

A review of the comprehensive care plan for
Resident #701 revealed one dated 6/2/21 for
“[Resident #701] is at risk for abnormal
blesding/bruising R/T: medication uss...” The
Intarventions included one dated 9/2/21 for
"Administer medications as ordared...."

A review of the clinical record revealsd a nurse's
note dated 9/20/21 at 7:20 AM (note actually
created on 9/22/21 &t 3;05 PM) that documented,
"[Resident #701) and another resident was put to
bed in the wrong beds. on med pass [Resldsnt
#701] received the medication of the resldant of
who bed (they) was put Into during the night.
{They) received Lavothyroxine (1), (They) was
monitored and (thelr) brother was notified about
the medication error. [Resident #701) ate (their)
breakiast and responded back when being talked
to. No S/S (signs or symptoms) of an (sic, @) -
reacllon noted,*

A nursa's note dated 9/21/21 documented,
"notified brother of med event on 9-21-21, also
notifiad np (nurse practitioner) and md {medical
doctor) of mad avant n.n.o (no new orders) at this

tima will cont (continue) to monitor.”

F 856
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A review of the "incident Report® ebout the
medication ermor, dated 8/20/21, included o
written statement dated 9/21/21 from the nuree
that made the medication error, documented, “On
6/21/21 | adminietered to [Resident #701] two
Tvienol {2) and synthrold (same as 1); When |
administered [Resident #701] {thair) medication |
did not ask (their) name, | locked at (their) picture
in the electronlc record and thought it was the
person laylng In the bed. | was asked by the aide
why [Resident #701] wasn't in (thelr) bed
approximately seven in the morning. | then went
to the computer and, identified in the computer
the plcture and calling out the guest name to
clearly identify the MD. the aide {name) stated
that she placed [Resident #701] In the wrong
room around approximately three A.M. Vital
signs were taken and no distress noted - same
leve! of cognitiva level.”

Further review of the incldent report Included a
copy of the facility policy, "Medication
Administration™ which documented, "Medicalions
are administarad in accordance wilh written
orders of the attending physician.,., Verify the
medication label against the medication
adminlstration record for the guest/resident
namsa, time, drug, doge, and route... Never
adminlster medications supplied for one
guest/resident to andther guest/resident....”

The above policy addressed steps for preparing
medications accuralely at the medication cart but
identified no criteria for verlfying the residant
being administered the medication at the bedside
was the commect resident (l.e, ask their name,
check for IO band If applicable.)

If continuation sheel Page 62 of 184
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Continved From page 62
The nurse who made the medication efror was no
longer at the facility and could not be interviewed.

On 6/14/22 at 3:00 PM, an Interview was
conducted with LPN #4 {Licensed Practical
Nurse) regerding medication adminlstration. She
atated that if a resident was not administared
medications and there was no parameters to hold
it, then the care plan (¢ administer medications as
ordered was not being followed.

On 8/15/22 at 8:03 AM, an Intarview regarding the
purpose of care plans was conducted with LPN
#6. LPN #8 stated that the purposa of the care
plan was so that siaff know what the resident Is
doling and what staff need to do to care for the

resident.

A review of the facility policy, "Care Planning” was
conducted. This policy documanted, "Every
resident In the facllity will have a person-centered
Plan of Care developed and implamented that is
consistent with the resident rights, based on the
comprehensive assessment that includes
measiurable objectives and time frames to meet a
residents medical, nursing, and mental and
psychosocial neads identlfied In the
comprehensive assessments and prepared by an
interdisciplinary team who inciudes but not fimited
to, attending physiclan, a reglstered nurse who ls
responsible for the resident, a nurse alde, a

member of food/nutrition services, the residentor -

resident represantative, therapy steff as required
and any other andlllary staff. Additional resources
will also be utilized to ensure that any additional
neads or risk areas are identified...”

On 8/15/22 at approximatsly 4:00 PM, ASM #1
(Adrainistrative Staff Member), the Administrator,

F 658
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ASM #2, the Director of Nursing, and ASM #4, the
Regional Director of Operations were mada
aware of the findings. No further Information was
provided by the end of the survey.

Refarences:

(1) Levothyroxine - Is used to traat
hypothyroidism

Information obtained from
https:/imedineplus.gov/druginfo/meda/a82461.h

tml

(2) Tylenol - is used to lreat mild to moderate pain
Information obtained from
hitps://madiineplus.gov/druginfo/meds/ag81004.h
trmd

COMPLAINT DEFICIENCY

4, For Resldent #84, the fadility staff failed to
implement the comprehensive care plan for the

use of oxygen,

Resident #94 was admitted to the facillty on
3/30/20. On the most recent MDS (Minlmum
Data Set) ah annual assessment with an ARD
{(Agsessment Reference Dale) of 5/10/22,
Resident #94 scored an 11 out of a possible 15

" | on the BIMS (brief Interview for mental status)
Indicating the resident was moderately impaired
in ability to meke dally life decisions. The
resident was coded as requliring total care for all
areas of activities of delly living, excapt for eating

which only required supenrvision,

A review of the dlinicel record revealed a
physician's order datad 1/26/22 for oxygen at 3
Evenl |D; PHHEVI1 Facllty D: VA28
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liters por minute continuously.

Areview of the comprehensive care plan
revealed one dated 10/10/20 for TResident #84]
has a potentlal for difficulty breathing and rigk for
resplratory complications,..” This care plan
Included the interventlon, dated /15721 for
"Administer medication and treatments per
physician orders....oxygen per order..."

On 6/13/22 at 1;13 PM and 6/14/22 at 9:04 AM,
Resident #84 was observed in bed with oxygen
on. The flow meter refiscted an oxygen rate of
1.5 liters per minute as evidenced by the line for
the 1.5 liter mark croseing through the middle of
the flow meter ball.

On 6/14/22 at 3:00 PM, &n Interview was
conductad with LPN #4 {Licensed Practlcal
Nurse). She stated that the resident’s oxygen
rate should be 3 liters per minute, VWhen asked if
the rate was set at 1.5 lilers, was the oxygen
being administered ae ordered, she stated that It
was not. When asked waa the care plan balng
followad, she stated that it was nol.

On 6/15/22 &t 9:03 AM, an Interview regarding the
purpose of care plans was conducted with LPN
#6. LPN #8 stated that the purpose of the care
plan was go that staff know what the resident is
dolng and what staff need to do to care for the

resldent. -

A review of the fadllity policy, “Care Planning" was
conducted. The pollicy documented, "Every
rasident in the facllity will have a person-centered
Plan of Care devaloped and implemented that Is
conslistent with the rasident rights, based an the
comprehensive assesamsnt that includes
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measurable objactives and tima frames to meet a
raaidents medical, hursing, and mental and
psychosocial needs identlfled In the
comprehensive assessments and prepared by an
Interdisciplinary team who includes but not limited
to; sttending physician, a registered nurse who is
responsible for the resldent, a nurse aide, &
membar of focdnutrition servicas, tha resident or .
resident reprasantstive, therapy staff as required
ahd any other anclilery staff, Additional reaources
will alao be utilized to ensure that any additional
neads or risk areas are identified...”

On 8/15/22 at approximately 4:00 PM, ASM #1
(Administrative Staff Member), the Administrator,
ASM #2, the Director of Nursing, and ASM #4, the
Regional Director of Operationa were made
aware of the findings, No further information was
provided by the end of the aurvey.

5. Facility staff falled to Implement Resident
#58's (R58's) comprehensive care plan for
attempting non-phanmacological intervantions
prior to the administration of & PRN [as needad)]
pain medication tramadol (1),

{R68) was admitted to the facllity with a dlagnosls
that Included by not limited to: rheumatold

arthritls.

On the most recent MDS {minimum data set), an
admission assessment with arr ARD (assessment
refarence date} of 04/17/2022, the rasident
scored 15 out of 15 on the BIMS (brief interview
for mental status), indicating the resident is
cognitively intact for making daily dacislons.
Section J0300 "Pain Presence” coded (R56) as
having frequent pain in the past 5 (five) days.
Section J0BOO "Paln Intensity” coded (R58) as
having a pain ievel of five out of tan with tem
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The physiclan's order for {(R56) documentad in
part, “Tramadof HCI (hydrochloride) Tablet S0 MG
{milligram). Give 1 tablet by mouth every 6 (slx)
hours &3 neaded for pain. Complete NPJ
{non-phamacological interventions) with use.
Order date: 4/18/2022.°

The eMAR (electronlc medication adminiatration
record) for {R58) dated June2022 documented
the physician's order as stated above and
"Pain-Non-Pharmacological Interventions:
Document Non Pharmacological interventions
used: 1)Massage. 2) Meditatien/Relaxation.
3)Positioning. 4) lcefeold pack. 5)Diversional
Activity. 6) Guided Imagery. 7) Rest. 8)Social
Interaction. a9 neaded Document
NonPharmacological Intervantions using the
corresponding number. Start Dale04/12/2022.°

Review of the eMAR failed to avidence
documentation of non-phamacological
Intarventions as stated above from 06/01/2022
through 08/12/2022. The eMAR revesied that
(RS8B) raceived 50 mgs of tramadol on the
following detes and times, with no evidence of
non-pharmacoiogical interventiona belng
attemnpted on: 06/01/2022 at 7:08 a.m.,
06/02/2022 at 10:48 a.m. and at 6:26 p.m.,
06/03/2022 at 11:07 a.m., 06/04/2022 at 12:21"
p.m,, 05/06/2022 at 8:24 a.m., 06/07/2022 at
10:19 a.m. and at 9:58 p.m., 06/08/2022 st $:20
p.m. and at 9:43 p.m., 06/09/2022 at 8:46 a,m,
and at 8:26 p.m., 08/10/2022 at 5:50 a.m.,
06/11/2022 at 9:38 p.m. and on 06/12/2022 at
4:32 a.m. and at 9:33 p.m.

The comprehensive care pian for (R58)
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documanted in part, "Focus, (R58) is at risk for
pain and/or has acuta/chronic pain it (related (o)
DX (dlagnoses: RA (rhaumatold arthritis), DJD
{degenarative Joint diseasa), GERD
(pastroesophageal reflux disease). Date Initiated:
04/13/2022." Under “Intarventions” it
dacumantad In part, “Evaluate the effactiveness
of paln Interventlons as given. Review for
compllence, alleviating of symptoms, dosing
schedules and resident satlsfaction with results,
impact an functional ability and Impact on
cognition as needed. Date Initiated; 04/13/2022."

Review of the facliity's nurse’s notes for (R68)
dated 06/01/2022 through 06/12/2022 falled to
evidence non-phermacological interventions
being attempted on the dates and times listed
above,

On 06/156/22 at 8:00 a.m., an interview was
conducted with LPN (llcensed practical nursa) #7.
Whan asked to describe the procedure when
administering as negded pain madication LPN #7
stated that the nurse assesses the resident's pain
by obtalning the severily of tha resldent's pain on
a scale of zero to tan, with tan being the worse
pain, the location of tha pain and the type of pain
such as throbbing or stabblng. LPN #7 stated
that the nurse would then start with
non-pharmacological interventions such as
repositioning, ice pack, or heat, and if that does
not alleviate the resident’s pain, they would
administer the prescribe medication. When
asked how often non-phammacological
Interventions LPN #7 stated that it should be
attempted each time before the as needed pain
medication is administered. When asked where
it would be documented that the ocation of pain,
type of paln and non-phamacological
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Interventions were attempted LPN #7 stated that
it would be documented in the nurse's notes or
the eMAR. After review of the eMAR for
non-pharmacological Interventions LPN #7 was
asked about the missing documentation. LPN #7
stated that they could not say
ncn-pharmacolegical intervantions were
attempted because it was not documented. After
reviewing (R58's) comprehensive care plan, LPN
#7 was agked 10 explain the intervention for
{R58') pain care plan a¢ stated above, LPN#7
stated that the intervention referred to
implementing non-pharm Interventlons. When
asked If (R58's) care was implemanted for the
use and documenting of non-pham interventions
LPN #7 stated no.

On 06/15/2022 at approximately 11:35 a.m., ASM
(administrative staff member) # 1, administrator, -
ASM # 2, director of nursing and ASM # 3,
raglonal clinlcal coordinator, ASM# 4, regional

dicactor of oparations.

No further infonmation was presented prior to exit

References;

(1) Tramadol is used to relieve moderate fo
modaratsly severs pain. Tramadol
extended-release tablets and capsules are only
used by people who are expected to need
medication to relleve pain around-the-clock. This
Information was obtainad from the website:
https:/imedlineplus.gov/druginfo/meds/aBe5011 .ht
ml,

8. The facitity staff falled to Implement the
comprehensive care plan for Resldent #37 (R87)
for (A} preasure ulcer treatments and (B) the use

of hand splints.
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On the most recant MDS {minimum data sat), a
guarterly assessment with an ARD (assessmant
referance date) of 5/12/2022, the resident scored
15 otst of 15 on the BIMS (brief interview for
mental status) assessmant, Indicating tha
residant ls not cognitively impalrad for making
deily declslons. Section M documented R87
having 1 Stage 4 pressure uicer and 1 Stage 3
pressure Licer,

A. On 6/14/2022 at 8:25 am,, an interview was
conducted with R87 In their room. R87 stated
that the nurees had been In earller that morning
to change their wound dressing and had gotlen
better about doing the wound cere as ordersd.
R&7 stated that they had prablems in the past
with getting the wound dressing changed and
their family had compiained to the nuraes about it.

The comprehensive care plan for R87
documented in part, "Skin #2: [RB7] has pressure
ulcers to sacrum and right thigh. Stage 4, Belng
followed by wound doctor. Date Iniftated:
07/17/2019. Revislon on: 06/14/2022..." Under
“Interventions" it documented in part,

*... Trea{ments as ordered,...”

Tha eTAR (slectronic treatment administration
racord) for R87 dated 1/1/2022-1/31/2022 failed
to evidence documentatian of a treatment
provided to the sacral wound 1/7/2022 through

111742022, .

The progress notes documentad In part,

- =1/10/2022 22:38 (10:38 p.m.} Note Text: Sacral
wound care provided during shift. Yellow/reddish
discharge noted. Foul oder noted. No cfo
pain/discomfort whila providing wound care. Pain
meds offered, declined per resident.”

F 856
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The progress notes falled to evidence
dacumentetion of treatment to the sacral wound
1/7/2022-1/9/2022 and 1/11/2022-117/12022.

The physician orders reviewed from 1/1/2022
through 1/31/2022 documentad In pan, "Wound
care: Sacral wound- cleaen with 1/4 Daldns
solution- pack with Siiver Calclum Alginate QD
(every day) and PRN (as neaded)- cover with dry
dressing. Order Date: 01/07/2022, End Date:
01/17/2022,,." The order falled to evidence a
start date.

The wound evaluation & management summary
dabed 1/7/2022 documented in part, "Stage 4
pressura wound aacrum full thickness.., Wound
progress: deterlorated, Additlonal wound detall:
larger, dfc dakins packing, start Sliver Aiginate,
dressing treaiment plan, primary dressing(s),
Sodium hypochlorita solution (dakins) apply once
daily for 30 days: clean with 1/4 daking solution;
Alginate calclum wigilver apply once dally for 30
days. secondary dressing(s), gauze Island (w/bdr)
(wlth border) epply once dally for 30 days...”

The wound evaluation & management summary
dated 1/14/2022 documentad in parl, "Stage 4
pressure wound sacrum full thickness... Wound
progress: improved, Additional wound detail:
smaller, dressing treatment plan, primary
dressing(s), Sodium hypochiorite solution
{dakins) apply once daily for 23 days: clean with
1/4 dakins solution; Alginate calcium wigliver
apply onca daily for 23 daya. secondary
dressing(a), gauze island (w/txdr) apply once dally
for 23 days..."

(X4} 1D
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX AL
) REGULATORY OR LSC DENTIFYING INFORMATION) ™G GROBB-REFERENCED TO THE APPROPRIATE
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F 656

The wound evalualion & management summary
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dated 1/28/2022 documentad in part, "Slage 4
pressure wound sacrum full thickness...Wound
progress; iImproved, Additional wound detail;
shorter, ho longer with exposed bone, dresaing
treatmaent plan, primary dreasing(s), Sodlum
hypochlorite solution (dakins) apply once dally for
9 days: clean with 1/4 dakins solution; Alginate
calclum w/silver apply once daily for © days.
sacondary drassing(s}, gauze island {(w/idr) epply
once daily for 8 days..."

On 8/14/2022 at 3.08 p.m., an Interview was
conducted with LPN (lconsed praclical nurse) #9,
LPN #9 stated that the cars plan was to guids the
staff on how to care for the resident. LPN #9
stated that the staff use the cara plan to know
what to do for the residents end were not
Implementing the cara plan if they were not
following the interventions,

On 6/16/2022 at 8:56 a.m., a telephone Interview
was conducted with ASM {administrative staff
member) #7, the wound physiclan. ASM #7
stated that R87 had a sacral wound they had
been following for 850 days. ASM #7 atatad that
R87's wound was slow to heal due to medical
comorbidities and noncompliance with offloading
and tuming and positioning. ASM #7 stated that
there was a Zinc barrer cream ordered for the
skin around the wound but was not the primary
treatment for the pressure ulcer. ASM #7 stated
that-there should be a continuous treatment in
place for the Stage 4 pressure wound treatment.

On 6/15/2022 at 10:54 a.m., an Interview was
conducted with LPN #3, the unit manager. LPN
#3 stated that treatments were evidenced as
completed by documenting them on the aTAR.
LPN #3 stated that If there was no documentation
Event ID: PHMV{Y Feclly ID; VAO249
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there was no evidence to support that anything
was done. LPN #3 they were always taught that if
it was not documented It was not done, LPN #3
reviswed the oTAR for RB7 dated
1/1/2022-1/31/2022 and stated that they did not
s8e any evidence that there was a lreatment in
place for the sacral pressura ulcer belween
117/2022-1117/2022.

On 6/15/2022 at 1:28 p.m., an interview was
conducted with LPN #2, wound nurse. LPN #2
stated that they ware new lo the wound nurse
position. LPN #2 stated that R87's preasure ulcer
was slow to heal due to non-complience with
offloading and tuming and posilioning off of tha
wound. LPN #2 stated that they round with the
wound doctor end make eny changes to
treatmant orders as needed when the physiclan
rounds. LPN #2 reviewed the physiclan erders
and the eTAR for R87 dated 1/1/2022-1/31/2022
and statad that they did not see any evidence of a
treatment in place for the pressure ulcer from
1/7/2022-1/17/2022,

On 8/15/2022 at approximately 4:05 p.m., ASM
{administretive staff member} #1, the
administrator, ASM #2, the director of nursing.
ASM #3, tha southside regional clinical
coordinator and ASM #4, the regional direclor of
operations were nolified of the findings,

No further information was provided prior to exit.

Complaint deficiency

B. On 6/14/2022 at 8:25 a.m., an intervisw was
conducted with R87 In their room, R87 stated
that they used to waar hand splints to keep thelr

hands from getting stiff but had not worn them In
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months. R87 stated that they wanted to wear the
hend splints and had asked about them bul the
hursas had told them that therapy had to evaluate
for them. RB87 stated that they dld not know if the
staff knew where they were or not and no ohe
aver offered to apply them anymore.

Additional observations of R87 an 6/13/2022 at
2:45 p.m. and 4:30 p.m. and 6/14/2022 at 10:50
a.m., revealed them not wearlng hand splinta,

The comprehensive care plan for R87
documentsd in parl, "[R87] is at risk for
Contracture development, Date Initiated:
04/05/2022. Revislon on: 04/05/2022..." Under
“Interventions” it documented in part, "Pt {patient)
to wear hand splints to both hands dally for
coptracture mgmt (management), Apply after
moming ADL (activities of daily living) care and
remove In the evenling or as requested by pt.
Date Initiated: 04/05/2022..."

Tha Occupational therapy OT discharge
summary for R67 dated 12/7/2021 documented In
part, "...Pt (patlent) to wear B (bllateral) hand
splints dally, cn afer ADL moming routine and off
after lunch/before dinner. Pt has been tolerating
4 hour wear and is able to communlicate to staff
when she wants spiints removed...Restorative
nide trained in splint program and PROM
{passive range of motion) to BUE (bilateral upper
extremities) and hands...”

On 8/14/2022 at 2:48 p.m., an interview was
conducted with CNA (cartified nursing assistant)
#5. CNA#5 staled thal they perform passive
range of motion exarcises on residents during
ADL care. CNA#S stated that they were not
aware of any residents that had splints on their
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hallway. CNA #5 atated that thay thought the
nursas or tha therapiat applled the splints
because the CNAa did not,

On 6/14/2022 at 3:08 p.m., an interview was
conducted with LPN {licengad practical nurse) #9.
LPN #9 stated that therapy evaluated and
recommendad splint use for rasidents. LPN #9
stated that the nurses would follow up end make
sure the splint is belng applled by the CNAs or
the nursa. LPN #9 stated that the cars plan was
to guide the staff on how to care for the resident.
LPN 79 stated that the staff use the care plan to
know what to do for the residents and were not
implemanling the care plan f they were not
appiying the splints as directed in the care plan.
LPN #9 stated that they thought they
rememberad R87 having hand splints and that
the CNAs should apply them after moming care.
LPN #9 went to R87's reom and found two hand
splints in the drawer of the nightstand, R87
stated to LPN #9, "Oh, you found them, | am glad
because no one knew where they were." LPN #9
proceaded to apply the splinta to R87's hands.

On 6/16/2022 at approximately 4:05 p.m., ASM
{administrative staff member) #1, the
administrator, ASM #2, the director of nureing,
ASM #3, the southside reglonal clinical
coordinator and ASM #4, the regional director of
operations were notified of the findings.

No further information was provided prior to exit.
7. The fadlity staff failed to implemant the

comprehensive care plan for dialysls care for
Resident #78.

Resident #76 was admitted to the faclilty on
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7/18/21. Residant #76's diagnoses included, but
waere not limited lo, ESRD (end stage ranal
disease) and dementia,

Reslident #76's moat recent MDS (minimum data
sel) assessment, an annual agsessment, with an
asseasment referenca date of 3/19/22, coded the
resident as scoring 9 cut of 15 on tha BIMS (brief
interview for mental stafus) score, indlcating the
resident was modaerately cognitively impalred.

A review of Resident #70's comprehensive care
plan revised 8/6/21, revealed the following,
“NEED: Resident is at risk for complications
related to naeds for dialyals due to: End Stage
Renzl Disease, dialysls cath replaced 1/6/21.
Hemodialysls Tuesday, Thursday, Saturday.
INTERVENTIONS; Observe for signs/symptoms
of infection to access site: Redness, Swelling,
warmth or dreinage/bleading and other signe of
infection; fever, generalized malalse, complaints
of abdominal pain, chills. Document and report
abnommal findings to the physician. For
Hameodialysis: Facility will utilize the Dialysis
Communication form to communicate with the
dialysis center, Send the dialysis communication
book to the dialysis canter with each
appointment. Upon return from the dlalysis center
review the communication book including any
progress notas and provide an update to the
physician and any staff member/disciplines as

needed, .

A review of the physiclan’s orders dated 8/9/21
ranawed 5/2/22, revaaled the following,
Hemodiatysis Tuesday, Thursday, Saturday.
Monitor dialysis catheler Right Chest for
signs/symptoms of infaction. May reinforce

dressing if needed. Monitor every shitt."
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A review of the dialysis binder for Resldent #76
on 6/14/22, revealed the following, the facility's
"Hemodialysis Communication Form” waa
completed on the following dates, 6/14/22,
4122(22, 411{22, 3129122, 3/26/22 and 3/24/22.

The fadlity falled to provide communication to the
dialysls facility for 10 of 14 viaits [n March 2022,
the missing dates in March 2022 wera: 3/1, ¥/3,
/8, 310, 3/12 315, 3717, 3/18, 3/22 and 331,

The facility failad to provide communication to the
dlalysle facllity for 11 of 13 vizits In April 2022, the
missing dates in April 2022 were: 4/2, 4/5, 4/9,
4112, 4114, 4118, 4119, 4/23, 4/28, 4128 and 4/30.

The faclilty falled o provide communication to the
dlalysis facliity for 13 of 13 visits In May 2022, the
missing dates in May 2022 were: 573, 5/5, 5/7,
5M0 5/12, 5/14, 5/17, 5118, 5/21, 5/24, 5/28, 5/28
and 5/31.

The fadliity falled to provide communication fo the
dlalysis facility for § of § visita in Juna 2022, the
missing detes In June 2022 were: 8/2, 6/4, 8/7,

6/8 and 8/11,

A revisw of the TAR (treatment administration
record) for March 2022, revealed the following,
“Monitor dialysis catheter Right Chast for
signa/symploms of infaction. May reinforce
dressing If nesded. Monitor every shift.” The
reviewed evidencad that 25 out of 93
shifte/opportunities ware missing docurnentation.
Missing dates were day shift: 3/1, 312, 3/4, 35,
378, 37, 312, and 3/15; evening shift 3/3, 3/6,
/8, 3/9, 3/24 and 3/28 and night shift 3/1, 3/4,

x40
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX e
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DEFICIENCY)
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a8, AT, 319, 3M0, 11, 3/14, 3115, 3/22 and
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A review of the TAR for April 2022, revealad the
following, "Monitor dialysis cathetor Right Chest
far signs/symptoms of infection. May reinforce
dressing If nesded. Monitor every shift." The
review evidenced that 8 out of 81
shifts/opportunities were missing documentation.
Missing dales were day shift: 4/1, 4/9, 4/10 and
4/21; evening shift 4/8 and night shift 4/4,

A review of the TAR for May 2022, revealed the
following, "Monitor dlalys!s catheter Right Chest
for signs/symptoms of Infeclion. May reinforoe
dressing if needed. Monitor every shif.™ The
review evidenced that 8 out of 8¢
shifta/opportunities were missing documentation.
Missing dates were day shift 5/8, 5/17 and 5/23;
svening shift: 5/23, 5/25, 5/28 and 5/28 and night

shift 5/11.

A review of the TAR for June 2022, revealed the
following, "Monitor dlatysls cathater Right Chest
for signs/symplome of infection. May ralnforce
dressing if heeded. Monitor every shift.” The
feview evidenced that 8 of 42 shifts were missing
documentation. Missing dates were dey shift:
6/5, 6/8, 6/10 and 6/11; evening shift. &/10 and
night shift 8/8.

On 6/13/22 at 3:25 PM, an interview was
conducted with Realdent #76, When asked if she
had a dialysls binder, Resldent #76 etated, | have
one. | bellave | lefl it at the dlalysis center. When
asked if they check the dialysls catheter site
overy shift, Resident #76 stated, | do not think so,

An interview was conducted on 8/14/22 at 3:.00

PM with LPN (llcensed practical nurse) #3. When

if continuation shapt Paga T4 of 184
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asked the purpose of the care plan, LPN #3
stated, the purpose of the cere plan is to identify
the needs of each resident and what actions need
to be taken for those needs. When asked if not
having the dialysls communication sheets aént
with the resldent Indicated tha care plan was
being followed, LPN #3 stated, no, it would not be
followed in that case. When asked if there were
blanks on the TAR, what that Indicated, LPN #3
stated, if there are blanks, then | have always
boen taught, if it was not documented It was not
done. When asked ff dialysis catheter care was
not documented, was the care plan being
followed, LPN #3 stated, no, it was not.

On 6/14/22 at 4:20 PM, ASM #1, the
administrator, ASM #2, the director of nursing,
and ASM #3, the reglonal clinical coordinator
were informed of the above concermn,

A review of the facility's "Cere Plenning" palicy
dated 6721, which revaals, “In addition to care
plans based on admisgion orders, goals for
admission and desired outcomes, interdisciplinary
{eam assessments, physician orders.

No further infarmation was provided prior to exit.

8. Tha faclllty staff failed fo implement the
comprehensive care plan for oxygen therapy for
Resldent #61. .

Resident #61 was admitted to the faclilty on
4/23/21 with diegnoses that included, but not
limited to, COPD (chronlc obstructive pulmonary

disease).

Resident #51's most recant MDS (minimum dats
sot) assessment, a quartarly assessment, with an
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assossmant reference dale of 4/22/22, codad the
resident as scoring 7 out of 15 on the BIMS {(brist
interview for mental slatus score), indicating the
resident was severely cognitively Impaired. The
reskient was coded as requiring extenslve
asslstance in bed mobility, transfers, dressing;
total dependance with tolleting, bathing and
personal hyglene and supervision with eating.

Resident #01's care plan dated 4/24/21 with no
revision date, revealed the following, "Need;
Resident has a patential for difficuity breathing
and risk for respiratory complications related to:
COPD. Interventiona: Elevale head of bed,
encourage cough & deep breathing, Oxygen as
ordered via nasal cannula every shift for SO8
{shoriness of breath), COPD oxygen per order."

A review of the physician's orders dated 4/4/22,
revedled the following, “Oxygen 2l/min via nasal
cannula for SOB.

every shift for SOB."

Residont #61 was observed with oxygen via nasel
cannula at 3 liters per minute on 6/13/22 at 108
PM, 6/14/22 at 8:00 AM and 8/14/22 at 2:50 PM,
The oxygen concentrator Is the Invacare
Perfacto2.

An interview was unabla to be conducted with
Reasident #81 due to cognitive impalrment.

On 6/14/22 gt 2:66 PM, LPN (licensed practical
nurse) #3 was agked to obsarve the oxygen
softing on Resident #81.

An Iinterview was conducted on 8/14/22 at 3:00
PM with LPN (licansed practical nurse) #3. When
asked the purpose of the care plan, LPN #3
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slated, the purpose of the care plan is to identify
the neads of sach resident and what actions need
to ba taken for those needs, When asked the
oxygen setting observed, LPN #3 stated, It Is sat
on 3 liters nasal cannuis. When asked If the
oxygen being set ot 3 liters nasal cannula,
indicated that the care plan was being followed,
LPN #3 stated, "No, It is not”

On 8/14/22 at 4:20 PM, ASM #1, the
adminisirator, ASM #2, the director of nursing,
and ASM #3, the regional clinlcal coordinator
were informed of the above concem.

According to the Instruction manuai for the
Invacara Perfecto2 oxygen concentrator, "To
properly read the flowmeter, locate the prescribed
flowrate line on the flowmeter. Next, turn the flow
know unlil the ball rises 1o the line, Now center
the ball on the liters per minute line prescribed.”

The facifity’s “Physician ¢rders" policy dated
6/24/21, revealed the following, “Treatment
rendered to 8 guest/resident must be in
accordance with the spadific standing, written,
verbal, or telephone order of a physiclan or other
licensed heaith professional ordering within their
scope of praciice end dinical privileges.”

No further information was pravided prior to exit.
Cara Plan Timing and Revislon :
CFR(s): 483.21(b}{2)(1)-(1} -

§483.21(b) Comprehensive Care Plans
§483.21(b)(2) A comprehensive care plan must

F687

Criteria L
Fg57| Resident# 114 had her care plan updated with
Splint to RU arm splint and use of fall mats. Splint
was applied 1o resident # |14, Fall mats werc carc
planned and put in place for resident #1 14,
Resident # 87 and Resident 25's care plans wers
updated fo reflect the altercarlon and prevention of

be- .
L " further confrontations.
() Developed within 7 days after completion of Resident # 336 was discharged from the facility on
the comprehensive assessment.
10421721,
Evenl ID: PHHVIT Facily 10; VAOZaD It continustion sheel Page 81 of 184
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pes gl;l_cgfre_ni residents have the potentlal to be

(ii) Prepared by an interdisciplinary team, that
includes but is not limited to--

(A) The attending physician.

{B) A registered nurse with responsitdlity for the
resident.

{C) A nurse aide with responsibility for the

resident.
(D) A member of food and nutrition services siaff.

(E) To the extent practicable, the participation of
the resident and the resident’s representative(s).
An explanation must be Included in a resident's
medical record If the participation of the resident
and their resident representative I detenmined
not practicable for the development of the
regident’s care plan,

(F) Other appropriate staff or professionals in
disciplines as determined by the resident's needs
or as requestad by the resident

(iii)Reviewed and revised by the Interdisciplinary
team after aach assessment, including both the
comprehensive and quarigrly review
assessments.

This REQUIREMENT Is not met as evidanced
by:

Based on cbservations, resident interview, staff
interview, clinical record review, facllity decumant
raview and in the course of a complaint
Investigation It was determined that the facility
staff falled to review and/or revise the
comprehensive care plan for 4 of 58 residents in
the survey sample, Resident #114, #87, #25,

#3386, g
The findings include:

1. The facllity staff falled revise Resident #114's
compreheansive care plan for (A) the use of 8
spilnt {o the right upper am and (B} the use of fsfl
mats.

affected by the alleged deficient practice.

Licensed nurses will be re- educated on fall policy,

undating plan of care for the use of de.vloes
(bpr‘:ce!sgpﬁm), resident-to-resident incideis, and

after a fall.

Crlteria d
DON/Designee will randomly audit five Nurses for
' care plan updates related to falls. These andits wilt
'be completed 5 days a week for four weeks; Then
 one day & week for four weeks; then twice in the
¢ |ast month, The results will be forwarded to lhc'
QAPI committee for review. The commitiee wnlll
( dotermine the need for further audies and/or action.

I

Critcyip §
Datc of compliance s 7/26/22
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On the most recant MDS, a quarterly assessment
with an ARD of 5/23/2022, the resident scored 3
out of 15 on the BIMS (brief Interview for mental
slatus) assessment, indicating the resldent was
severely impaired for making daily decisions.
Section J1800 documented R 114 not having any
falls since admission/entry or reantry or prior
assessment,

A. On 6/13/2022 at 1:50 p.m., an observation wes
made of R114 in their room. R114 was observed
lylng in bed with a t-shirt on and aslesp. R114
was observad not wearing a splint on the right

upper arm,

Additional observations of R 114 in their room on
8/13/2022 at 3:41 p.m. and 4:24 p.m. and
6/14/2022 at 8:45 a.m. and 1;30 p.m. revealad
R114 not wearing a splint on the right upper arm.

The comprehensive care plan for R114
documented in part, “(R114) is at risk for
contracture development. Has contractures to ail
4 extremities. Dats Inltiatad: 03/10/2022,
Revislon on: 03/10/2022." The care plan failed to
evidence an intervention for the right wrist

extension brace.

The physician orders for R114 documented In
pad, . ;

- "Pt (patient) to weer R (right) wrist axtension
brace RUE (right upper extremity) during the day
as tolerated, Perform skin inspections daily. one
time a day. Order Date: 04/02/2022,"

The ¢linicsl record lailed to evidence
documentation of R 114 refusing to wear the RUE

wrist extension brace on 6/13/2022 or 6/14/2022,
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On 6/14/2022 at 2:46 p.m., an interviaw was
conducted with CNA (certlfled nursing asslstant)
#5. CNA#5 stated that they parform passive
rengs of motion exercises on residents during
ADL care. CNA #5 stated that they were not
aware of any residents that had eplints on their
hallway. CNA #5 statad that they thought the
nuraes or the theraplst appliad tha splints -
because the CNAs did not.

On 8/14/2022 at 3.08 p.m., an interview was
conductad with LPN (licensed practical nurse) #9.
LPN #9 stated that therapy evaluated and
recommended aplint use for residents. LPN #9
stated that the nurses wouid follow up and make
sure the splint is being applied by the CNAs or
the nurse. LPN #9 stated that the care plan was
to guide the staff on how to care for the resident.
LPN #9 stated that the staff use the care plan to
know what to do for the residants and wera not
implemanting the care plan if they were applying
the splinta as directed in the care ptan, LPN #8
stated that they thought they remembered R 114
having a spiint on thelr arm when they were on
the other unit. LPN #9 want to R114's room and
found a splint in the closet. LPN #9 proceeded to
apply the splint to R114 right amm,

On 6/15/2022 at 9:44 a.m., an Interview wae
conducted with RN (registered nurse) #1, MD$
nurse. RN #1 stated that the care plan was used -
to guide the staff on how to care for the patient.
RN #1 stated that anything that required a
physiclan order was placed on the care plan. RN
#1 stated that splinta were placed on the care
plan so the siaff would know to use them.

On 8/15/2022 at 11:31 a.m., RN #1 stated that
Everit [D:PHHVI1 Facihy i0: VAO249 If conlinuation shees Page 84 of 184
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Continued From page 84

they had reviewad R114's cere plan and the splint
was not included but should have baen. RN #1
stated that they had corrected the care plan.

The facllity policy, "Cars Planning” dated §/1/2011
documented In part, "...The care plan must be
speclfic, resldent centerad, Ingividuelized and
unique to each resident and may Include: It
should be oriented toward preventing avoldable
declines. How to managa risk factors.
Address/include rosidant strengths, Utilize cument
standards of practice...The care plan and resident
kardex will be updated on Admiasion, Quarterly,
Annually and with significent changes. This
Includes adding new focuses, goals, and
Interventions and resolving ones that are no
longer appliceble as needed..."

The facility policy, “Brace and Splint Program”
dataed 1/1/2012 documentad in part, "...a. A care
plan will be develaped that has measurable
cbjactives and Interventions and that include the
following: b. Applying the braceleplint; Resldent
applies the brace with staff that provide verbal
and physical guidance and direction thet teaches
the resident how to apply, menipulste, end cere
for the appllance, c. Staff has a scheduled
pregram of applying and removing the appliance
that includes: d. Scheduled hours to be worn and
whaen skin will be inspected for signs and
symptoma of pressure areas, Imitations; rashes,

-ate. and will be reported to ¢charge nurse and

aftending physiclan. e. Communicate
individualized Interventions to the direct care
providers. Provide specific dimctions and training
ae needed (e.9., corract splint application, range
of motlon tech, skin integrity). Updata Care plan
and Kardex, 8. Documentation: 8. Document
resident dally participation, Including actual

F 857
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number of minutes participating in Point of
Care..."

On 6/15/2022 at approximalely 4:05 p.m., ASM
{administrative staff member) i1, the
administrator, ASM #2, the director of nursing,
ASM #3, the southside regional clinical
coordinator and ASM #4, the regfonal diractor of
oparations were notified of the findings.

No further Information was provided prior to exit,

B. On6/13/2022 at 1:59 p.m., an observation
was made of R114 in thelr room. R114 was
obsarved lying In bad with a t-shirt on and asleap.
R114’s bed was obsserved {o be pushed against
the wall in the room with e fall mat placed on the
floor to the right side of the bed.

Additional obsarvations of R114 in thelf room on
6/13/2022 at 3:41 p.m. and 4:24 p.m. and
6/14/2022 ot 8:45 a.m. and 1:30 p.m. revealed
the fall mat in place to the right side of the bed,

The physician orders for R 114 documented in
part,

- "Fall mat at bedside- check placament and
function every shilt for safety. Order Date:
05/18r2022."

The prograss notes documented in part:

- "4129/2022 18:08 (6:08 p.m.) Rasident chzerve
on bedroom via staff. On assesament, pationt
side lying lateral to bedroom with face down.
Resldent unable to note events leading up te
fall...No injuries notied [sic] et this time..."

= "6/15/2022 21;00 (9:00 p.m.) Approx.
(approximataly) 1930 (7:30 p.m.), wriler was
called to residents room by staff, writer abserved
Event ID: PHHV11 Faodity 1D, VADZ49
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resident laying on his right sida, on the-floor, next
to bad, last cbservad 15 minutes prior by writer,
resting In low bed qulstly, eyes closed, call ball
and badside table within reach, wearing non skid
socks and facllity gown, clean and dry, resident
unable to explain how he fell, related to dementia
diagnosis, moves upper exiremities without pain,
lower extremities contracted unable to move,
neurachacks wnl (within nomal limits), no new
injuries noted, no swelling notad, deniea all pain
and discomfort...nsg (nursing) Intervention
bedside mat,,."

On 8/14/2022 at 3:08 p.m., an Interview was
conducted with LPN (licensed practical nurse) #6.
LPN #80 stated that fall mats were on the care
plans for residents. LPN #8 stated that the care
plan was to guide the stafl on how to care for the
regident. LPN #9 stated that the siaff use the
care plan to know what to do for the residsnts
and that the care plan should be reviewed after a
fall. LPN #9 statad that the care plan was
reviewed (o determine if any new interventions
were needed or if the current plan was adequate
and it should be done as soon as possible after a
fafl. LPN #0 stated that tha Interventions were
updated so that all staff were able to see whet

needed lo be In place.

On 6/15/2022 at 9:44 a.m., an interview was
conducted with RN (registered nurse) #1, MDS
nurss. RN #1 stated that the care plan was used
to guide the siafl on how to care for the patient.
RN #1 siatad that the unit manager brought any
resident falls to the daily meetings and they would
update the care plans then. RN #1 stated that
after a fall the care plan was updated with any
new Intsrventions that were added. RN #1 stated
that anything that required a physician order was
Event ID:PHHVY Facilly ID; VAQ24P
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placed on the care plan. RN #1 stated that fall
mats were placad on the care plan so the stalf
would know to use them.

On 6/15/2022 at 11:31 a.m., RN #1 stated that
they had reviewsd R114's care plan and the fall
mats were not included but should have been,
RN #1 stated that they had comected tha care

plan.

On 6/15/2022 at 2:40 p.m., ASM (administrative
staif member) #1, the adminlstrator, ASM #2, the
diractor of nursing, ASM #3, the southalde
reglonal clinical coordinator and ASM #4, the
regional director of operations were made aware

of the findings.
No further information was provided prior to exit.

2. The facliity steff failed to review and/or revise
the comprehensive care pisn for Resident 87
(R87) after a rasident to resident Incident with
their roommate on 11/10/2021.

On the most recent MDS (minimum data set}, a
quarterly assessment with an ARD (assessment
referance date) of 5/12/2022, the resident scored
15 out of 15 on the BIMS (brief interview for
mental status) assassment, indicating the
resident was not cognitively impaired for making
daily decisions. :

On 6/14/2022 at 8:25 a.m., an intarview was
conducted with R87 In thelr raom. Whan asked
about any incident with their previous roommate
on 11/10/2021, R8T stated that they got along
well with their current roommate, R87 stated that
they had hallucinations ai times and did not

F 657

romember any problems with a previous
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roomemate. RB7 stated that they falt safe at the
facility.

A FRI (facliity reported incident) dated 11/10/2021
for R87 was raviewed. The follow up and
summary dated 11/17/2021 documented In part,
"This Is a follow-up and summary to Facility
Reported Incident in which [t waa reported that
Resident [R25] got cut of bed on November 10,
2021 and placed a pillow over her rocmmates
[R&7]'s head...A little after midnight on Novembar
10, 2021 [R87] was heard calling oul for nurse
who Immedietely responded and found [R25] et
[R87]'s bedside with a pillow over [R87]'s face.
The nurse immediately removed the piliow and
directed (R25) back to bed and placed certified
nursing assistant [Name of CNA] at the door of
the room to monllor [R25) for the rest of the night.
{CNA| provided comfort to {R87) who reported
that she was fine...[R25) was sant to the hospital
far paychialric evaluation on November 10,
2021...Upon her return she was transferred to a
private room [Room number], [R25] was seen by
the nurse practitioner, [Name of NP} upen
mtum...Resident was also seen by psychistric
nurse practitioner, [Name of NP} who agreed with
these changes in medication. [R87] continues to
racsive supportive care and continues to stete
that she s fine. Impression and findings: The
Incident did occur...”

The progress notes for R87 documented in part,

- "11/10/2021 09:40 (9:40 a.m.) Note Text: mede
call to /p (responalble party) and made her aware
of regldent confusion during the night , made ip
sware that roommate was removed to a different
room, skin check Is in progress, writer spoke with
resident this morning and resident stated that she
was fine no ¢/o (complaints of) pain or discomfort
Event ID: PHHV11 Facilty ID: ViA0249
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noted will cont (continue) to monitor.”
-"11/10/2021 10:08 (10:08 a.m.) Note Text:
Guest noted talking to paople who are not there,
Guest stating, "stop sticking me with needles
befora | call my son”. No one is in the room at this
time. Whiter was standing in the docrway
observing guest. Guest cbserved saying, “I'm not
ready yot Jesus".”

- "11/10/2021 10:30 {10:30 a.m.) Nurse
Practitioner note: CC (chief complaint):
smothered by roommate, Seeing patient for
recent altercation with roommale, patient states
that her roommate attempted to smother her with
a plilow last night , she states the plitow was not
on her face for long because she moved the
piltow away and screamed for help and then
nursing came in and removed the pillow from the
roommate, She states she feels fine | no Diff
{diMcuity) breathing, no pain, VSS (vital signs
stable), oxygen stable. She does state that she is
scared to sleep sec (3econdary) to incident. No
8/3 (signs or symptoms) of acute distress, patient
up In her wheelchair, following commands...Plan
of care diw (diecussed with) stalf on the floor:
roommate removed , psych consult...”
="11/10/2021 13:03 {1:03 p.m.) Paychiatric Nurse
practioner note: ...CC: shock from being
assauited during the previous night by roommate
placing a pltiow over her face. Information
source. Resident, staff, records... [nterval History:
Severely-frightenad and currently anxious

-| fallowing assault previous night by her rcommate.
She states the roommate told her to be quist then
came 10 her bedslde and placed a pillow over her
face, She was able o push against It with her
functional arm while shouting “Jesus help me! I'm
not ready to gof® and nursing staff came to her
rescue. States that this roommate has shouted at
her bafore, and ls relleved that she has been
Event ID:PHHVI) Faciity 1D VAD240
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permanently removed from being her rvommate...
impression: Residant had a 9care which her falth
{s helping her resolve quickly. No change In
medication deamed appropriate at this time as
the threatening situation was promplly dealt with
to her satisfaction. Plan: Monitor for residual
signs and symptoms of anxiety / PTSD (post
traumaetic strass disorder) for which medication
would ba appropriate.. "

- "11/17/2021 13:56 (1:56 p.m.) Swk (soclal
worker) check with guest o see how she was
dolng since the incident with her room mate.
Guest voiced she wanr fine she has anothier

| roommate and sha s enjoying her company.
Guest volead she does not have any issues at

this time.”

The comprahenaive care plan for R87 failed to
avidanca a raview and/or revision regarding the
resident to resldent Incident on 11/10/2021.

On 6/15/2022 at 12:20 p.m., an interview was
conducted with OSM (other staff member) #1,
aoncial worker. OSM #1 statad that they were not
in the building when the Incldent happenad
between R87 and R25 but apoke with R87
afterwards. OSM #1 atated that they had
reviewed and updated R25's care plan after the
incident but had not updated R87's care plan.
OSM #1 stated that they normally would only
raview the care plan of the aggressor In a
resident to reskient incident. 0

On 671672022 gt 2:07 p.m., an interview was
conducted with LPN (licensed practical nurse) #7.
LPN #7 stated that the care plan was tsed to tell
the staff how to care for the resldent and was a
person centered care directive for gach resident
in the facllity. LPN #7 stated that any altarcation
Evem ID.PHHVI Faclity ID: VAO249
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batween two guests required both care plans to
be updated. LPN #7 stated that both residents
should have thelr care plan updatad and reviewed
evan If only one was the sggressor.

On /1572022 at 2:14 p.m., a follow up interview
was conducled with OSM #1, social worker,
OSM #1 stated that the purpose of the care plan
was (o ensure that the nursing could follow what
was going on with the guast OSM #1 stated that
nursing would nesd to monlter both resldents
after a resident to resident altercation, OSM #1
stated that R87 should be menitored for mood
changes afler an incldant like tha one on
11/10/2021 end the care plan probably should
have been updated to reflact that.

On 6/16/2022 at appraximalsly 4:05 p.m., ASM
{(adminlatrative staff member) #1, the
administrator, ASM #2, the direcior of nursing,
ASM #3, the southside reglonai clinjcal
coondinator and ASM #4, the regicnal director of
operations were notifiec of the findings.

No turther Information was provided prior to exit.

Complaint deficlency

3, The facility staff falled to review and/or revise
the comprehensive care plan in a tmely manner
for Resident #25 (R25) after a resident to-resident
incident with their roommate en 11/10/2021.

On the mast recent MDS (minimum data set), a
quartetly assessment with an ARD (assessment
reference date) of 3/25/2022, the resident scored
5 out of 15 on tha BIMS (brief intervisw for mental
status) assessment, Indicating the resident 1s
savarely impalred for making daily decisions,
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On 6/14/2022 at 12:30 p.m,, an observation was
made of R25 In their room. R25 was observed in
their private room sitting In a wheelchair. R25
was not observed displaying any aggreasive
behaviors during the datea of the survey.

A FRI (fadiiity reported Incident) dated 11/10/2021
for R26 was reviewsd. The foliow up and
summery dated 11/17/2021 documented in part,
"This is a follow-up and summary to Facliity
Reported Incident in which it was reported that
Resident {R25) got out of bed on November 10,
2021 and placed a plliow over her ryommates
[RB7Te hoad...Allitle after midnight on November
10, 2021 [R87] was heard calling out for nurse
who immediately responded and found [R25] at
[R87]'s bedside with a pillow over [RE7Ts face.
The nurse Immediately removed the pillow and
directed [R25) back to bed and placed cartifiad
nureing assistant [Name of CNA] at the door of
the room to moniter [R25] for the rest of the night.
[CNA] provided comfort to [R87] who reported
that she was fine...[R25] was sant to the hospital
for psychiatric evaluation on November 10,
2021...Upon her retum she was transferred to a
private room [Room number]. [R26] was seen by
the nurse practiioner, [Nama of NP] upon
retum...Resident was alao seen by paychlatric
nurse practifoner, [Name of NP] who egreed with
these changes in medication. - (R87] continues to
raceive supportive care and continues o state -
that she is fine. impression end findings: The

incident did occur...”

The progress notes for R25 documented In pert;
="11/10/2021 00:30 (12:30 a.m.) Late Entry: Note
Text: Notad thet resident got up and placed a
pillow on her rcommate’s head. She kept getting
Evem ID: PHHVIY Fachity I0: VAOZ4D
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out of her bed to try and place a plliow over [RE7)
head. Agency CNA (certifled nursing assistant)
had to sit in the door way 10 keep [R25) away
from [R87] the entire shift. Nurse assumed
responsiblitty untli next shift *

- "11/10/2021 00:48 (12:48 a.m.) Late Entry; Note
Text: Guest was Not Admitted To [Name and
phone number of Hospltal]. She was transported
back to the [Name of facllity] this evening shift at
approx, (appraximabely) 2130 (8:30 p.m.} via
Ambulance. She appeared to be rested and no
signe of distress...”

- "11/10/2021 06:03 (8:03 a.m.) Note Text: Guest
transferred to [Room number] from [Room
number) with all belongings.”

= “11/10/2021 09:54 (8.54 a.m.) Nots Text: spoke
with realdent rp (responsible party} rit (related ta)
confuslon and agitation during the night, notified
rp that np (nurse practitioner) was made aware
and resident has been placed in a different room
temporarily until @ permanent room can be
detarmined, made rp aware that resident has
calm down no distrass noted at this time, will cont
(continue) to monttor.”

-"11/10/2021 10;32 {10:32 a.m.) Note Text:
notified rp (responsible party} of transfer to
[Name of hospital] for & psych (psychietric) eval
(evaluation).”

- "11/10/2021 10;50 (10:50 a.m.) Nurse
practitionar note; ... Seeing patient per nursing
patient found attempting trying to smother
roommate with plilow, patient stated all she
remembers s waking up to go pee, she doesn't
remember anything else. No 8/s
{signs/symptoms} of acute distress, RP daughter
notified. Pysch to see patlent today. Plan of care
diw (dlscussed with) staff on the floor: now In
different room, stat CMP (comprehensive
matebollc panel)..."

F 857
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= "11/10/2021 12:07 (12:07 p.m.) Note Text: Call
placed to [name and number of county
nan-emargency]. Spoke with dispatcher who took
Information. Per dispatcher, [name of county]
officers is coming to facility to speak with DON
(director of nursing) In refarence to Incldent. And
per dispaicher, semeone is to return call to faclity
with how guest is going to be transporied to
[Name of hoapital]. Waiting to be notified.”

The comprehensive care plan for R25
documented in part, TR25) has a actual bahavior
problem R/T (related to): lrying to smother her
roommate with a pillow, Episodes of
yelling/screaming out, physical behavioral
symptoms directed towards others...Date
Initiated: 03/17/2022. Revislon on: 04/06/2022."
Thea care plan failed to evidenca a review or
revision prior to 3117/2022.

On 6/15/2022 at 12:20 p.m., an interview waa
conducted with QSM (other stalf member) #1,
social worker, OSM #1 stated that they were not
in the bullding when the incident happened
betwean RA7 and R25 but spoke with R87
aforwards. OSM #1 stated that R25 had
behaviors of yelling out at times but had not had
any aggressive bshaviors prior to 11/10/2021,
OSM #1 stated thet R25 had not had any further
aggressive behaviors towerds any residents and
remained in a private room. QSM #1 statad that
thay thought they had reviewed and updated
R25's care plan after the Incldent. OSM #1
stated that they normally would only review the
care plan of the aggressor in a resident to
residlent incident. OSM #1 reviewed the care plen
for R25 daled 3/17/2022 and stated that they
thought that it was reviewed/revised right after the

incident on 11/10/2021 and was not sure where
Event ID:PHHVI1 Faclity [0: VAO249 If continuation sheet Page 95 of 184
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the 3/17/2022 date came from. OSM #1 stated
that they would ask another staff member to
review and see if thay could pull the history en it.
OSM #1 staled that the care plan should have
been reviswad prior to 3/17/2022,

On 6/15/2022 at 2:07 p.m., an inerview was
conducted with LPN (licensed practical nurse) #7.
LPN #7 stated that the cere plan was usad to tsll
the staff how to care for the resident and was a
person cantered care directive for each resident
in the fecliity. LPN #7 siated that any altercation
betweaan two guasts required both care plans to
be updated as soon as possible,

Cn 6/15/2022 at approximately 4:05 p.m,, ASM
{administrative staff member) #1, the
administrator, ASM #2, the director of nursing,
ASM #3, the southside regional clinical
coordinator and ASM #4, the mgional director of
operalions were notifisd of the fndings.

No further information was provided prior to exit.

Compiaint deficiency.

4. The faciiity staff failed to review or revise
Resident #336's (R336) comprehensive care plan
for falls the resident sustained on 8/16/21 and

8/16/21,

On the most recent MDS (minimum data sef), &
significant change In status agsessment with an
ARD (assessment refarence date) of 8/20/21, the
ragident scored 9 out of 15 on the BIMS (bref
interview for mental atatus), Indicating the
resident is moderately cognitively impalred for
making dally decisions.

A review of R338's clinicsl record (nurses’ notes)
Event ID; PHHVAY Facilly [0: VAO249
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revealed the resident sustained falls on 8/16/21
and 9/16/21. A review of post fall evaluations
datad 8/16/21 and 9/16/21 revealed a check box
buside the words, "Care Plan/Kerdex Updated."
The chack box wa3s not marked, A review of
R338's comprehansive care plan initiated on
3/16/21 falled to raveal evidence that the
resident's care plan was reviawed or revised

regarding those falls,

On 6/15/22 at 8:02 a.m., an interview was
conducted with RN (registered nurse) #2,
regarding the purpose of the care plan, RN #2
stated the care plan Is semething o follow that
kind of gives staff the guideline of what's golng on
with the resident and what the resident neads,
RN #2 stated she does not review or revise care

plans.

On 6/15/22 at 10:14 a.m,, an Interview was
canducted with RN #1 (the MDS coordinator).
RN #1 stated she updates residents’ care plana
usually within 24 hours of being made aware of a
resident's fall or when a new order for an
intervention is obtalned. RN #1 reviewed R336's
care plen. The care plan documented for therapy
to evaluate for proper fitting of shoes. The
initiation date was 9/11/21 and the creation dale
was 9/22/21. RN #1 stated this was probably
documented due to & new order and not from a
review or ravisions from R336's (alls. RN #1
stated she would further review R336's care plan
for any review or revisions for the 8/18/21 and
9/16/21 falls. On 6/15/22 at 1:.56 p.m., RN #1
stated she could not find evidance that R338's
care plan was reviewed or revised for elther fali,

On 6/15/22 at 2:32 p.m., ASM (adminisirative

staff member) #1 (the administrator), ASM #2
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(the director of nuralng), ASM #3 (the raglonal
clinical coordinator) and ASM #4 (the raglonal
director of operations) wera made aware of the
above concem.
The facillty poficy titled, “Fall Management*
documented, “3. Whan a fall occurs, the licensad
nurse will evaluate the guestiresident for
Injury...4. The licensed nurse will complate:
Review and for revise care plan and
guestirasident kardex,.."
No further information was presantad prior to axit.
COMPLAINT DEFICIENCY
F 858 | Services Provided Meet Profesgional Standards F 6858
§8=E | CFR(s): 483.2Hb)(3Xi) Fés8
§483.21(b)(3) Comprehensive Care Plans jteri
The sorvices pmvlded or a"ﬂnged by the f.c""y, Resident # '4,96, 87, end 113 had no adverss .
as cutined by the comprehensive care plan outcomes related 1o the alleged fallure to Provide
sk P pan, Services to Meot Profesgional Standerds. All
a ) _ residents that were identified the RP and MD were
(1) Meat professional sl_andards of quall_ty. notlfied. MD did not have new orders for the
This REQUIREMENT is not met as evidanced residenis.
by:
Besed on observetion, resldent Interview, staff Criterin 2
interview, ciinical record review, and facliity Al current residents who rely on the facility to
document review, It was determined that the receive medication from the licensed stafT at the
facility staff tailed to follow professional standards facility have the potential to be affected be the
of praciice for 2 of 3 residents in the Medication alleged deficiency.
Administration tbservation task, Residents #14 ) )
and #96; and for 2 of 59 residents in the survey Criterlad
sample; Residents #87 and #113. Licenscd Nursing staff will be re-educated on
ensuring physician orders are followed and that the
The findings Include: standerds of practice for medieation administration
are upheld,
1. For Resident #14, the facility staff falled to
follow professional standards of practice when
Evant IDPHHVIY Fackiy ID: VAR4S If continuation eheet Page 98 of 184
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F 658 | Continued From page 88 F 858/ DON and/or designee will compleze five (5)
LPN #5 signed out for medication as given that random audits of licensed nursing steff following
was not administered. physician’s orders and following the standards of
practice for medication administration, The DON
Resident #14 was admitiad to the facility on and/or designee will also complete med pess audits
3/12/21. On the annual MDS (Minimum Data on licensed nurses.Five random med pass audits
sat) assessment with an ARD (A”mmenl will be conducted. These audits will be completed
Reference Date) of 3/11/22, Resident #14 scored pposkly x fous (4) weaks od monshiy x two (3)
8 15 out of 8 possible 15 on the BIMS (brief g:’]‘,‘:" These rosults will b farwarded to the
L commiitee for review, The committes wil|
Interview for mental status) indicating the resident determine the need for further audits and/or action
was cognitively Intact in ability to make daily life '
decislons. Crliecia 5
Date of compliance is 7/26/22.
On 8/14/22 at 8:17 AM, LPN #5 (Licensed
Practical Nurse) was observed o prepare and
administer the following medications for Resident
#14;
Methimazole 5 mg (milligrams), 1 tab.
Buspar 10 mg, 1 tab
Aspirin 81 my, 1 b
Magnasium Oxide 400 mg, 1 tab
On 6/14/22 at 11:18 AM, reconcllietion of the
medications was conducted and compered with
the physician's orders. An order dated §/8/21 for
a lidocalne 4% patch (1) to the left knee every
morning was noted. {t was noted that LPN #5
signed aut for a lldacaine patch ta left knee as
belng administared when it had not been
administered.
On 6/14/22 at 12:40 PM an interview was
conducted with Resident #14. When asked If
they receivad their pain patch on thalr knee this
moming, they stated that they did not.
On 6/14/22 &t 12:40 PM an Interview was
atternpted with LPN #5 regarding the missed
medication. He refused to answer any questions
Evant ID: PHHV1 Faciity 1. VAD248 If continuation sheat Page 09 of 184
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and denled doing anything wrong and walked
away from the surveyor.

On 6/14/22 at 12:45 PM the above concem was
reported to ASM #1 (Administrativa Staff
Member) the Administrator and ASM #4, the
Reglonal Director of Operations.

On 6/14/22 at 3:00 PM, an inlerview was
conducted with LPN #4 {Licensed Practical
Nurse} and medication edministration was
disctissed, She stated that stalf should not sign
out for medications that were not given.

A review of the comprehanasive care plan
revealed one deted 3/23/21 for "[Resident #14] is
at risk for constipatian R/T (related to): decreassd
imability, medications side effscts.” This care
plan Included the intervention, dated 3/23/21 for
“Adminleter medications ss erdered and observe
for ineffectivenesas/side efects. Report abnomnal
findings to the physician.”

A raviaw of tha facility policy, "Medication
Adminlstration” was conducted. This policy
documanted, "Madications are administered in
accordance with written ordars of the attending
physician...Record the dose, route, and time of
the medication on the Medication/Treatment
Administration Record. Document If the
guest/resident refused." The pollcy dld not
address not signing out for medicationsa that were

not given.

Acocording to Fundamentals of Nursing, 5th
adition, Lippincolt, Williams & Wilkins, page 577,
"The most common madication emrors include
documentation errors,...charting medication that

was not glven."”
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-administer the following medications for Resident

Continued From page 100

On 8/15/22 at approximately 4:00 PM, ASM #1
(Administrative Staff Member), the Adminlstrator,
ASM #2, the Director of Nursing, and ASM #4, the
Reglonal Director of Operations were made
aware of the findings. No further Information was
provided by the end of the survey.

References:

(1) Lidocaine - ls used to treat pain
Information obtained from
httpa:/imadiineplus.gov/druginfo/meds/a803026.h

tml

2. For Resldent #98, the facility staff failed to
follow professional standards of praclice when
LPN #5 signed out for medication as given thal
was not administered.

Resident #88 was admitted to the facility on
2/15/20. On the quarterly MDS (Minimum Data
Set) with an ARD {Assessment Reference Date)
of 5/11/22, Resident #85 scored & 13 outof &
poasible 16 on the BIMS (brisf Interview for
mental status) indicating the resident was
cognitively Intact in ability to make daily life
decisions.

On 6/14/22 at 8:28 AM, LPN #5 (Licensed
Practicat Nurse) was observed to prepare and

#96;

Dulera 100 mey (micrograms) / 5 meg Inhaler
Aspirin 325 mg {milligrams), 1 tab

Vitamin D03 25 mcg, 1 tab

Coiaca 100 mg, 1 tab

F 658

Qlipizide 5 mg, 1 tab
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Qenvoya 150 mg/150 mg/200 mg/10 mg, 1 tab
Rispardone 0.5 mg, 1 tab

Prednisone 10 mg, 1 tab

Senna 8.6 mg, 1 tab

Acstaminophen 325 mg, 1 tab

Splniva 18 mcg

On 6/14/22 at 11:15 AM, reconciliation of the
medications was conducted and compared with
the physiclen's orders. An order datad 6/30/21
for Alaway {1) eye dropa and an order dated
1/16721 for Pepcid (2) were noted. It was noted
that LPN #5 signed cut these medications as
being adminlatered when they had not been
administered.

On 6/14/22 at 12:40 PM an interview was
altempted with LPN #5 regarding the missed
maedication. He refused to answer any questions
and denled doing anything wrong and walked
eway from the surveyor. He displayed a hostile
atlitude.

On 6/14/22 at 12:45 PM the above concemn was
reported to ASM #1 (Administrative Staff
Member) the Administrator and ASM #4, the
Reglonal Director of Operations.

On 6/14/22 at 300 PM, en Interview wes
conducted with LPN #4 (Licensed Practical
Nurse). She stated that staff should not sign out
for medications that wera not given.

A review of the comprehensive care plan
revealsd one dated 5/12/21 for "[Resident #96] is
at risk for abnormal bleeding/bruising R/T (related
to); medication use...” This care ptan included an
Intarventlon dated 5/12/21 for "Administer
medications as ordered. Observe for
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ineffectivenass and side effects, report abnormal
findings to the physician.” Anathsr care plan,
dated 7/22/21 was for "[Resident #96] is at risk
for constipation R/T: decreased moblilty,
diminished appstite, Hx (history} of constipation,
medications side effects.” This care plan
Included the Intervention, dated 7/22/21 for
"Administer medications as ordered and cbserve
for ineffactiveness/alde effects. Raport abnormal
findings to the physiclan.”

A review of the facility policy, "Medication
Administration” was conducted. This pollcy
documented, "Medlcations are administered in
accordance with written orders of the attending
physician...Record the doss, route, and tims of
the madication on the Medication/Treatment
Administretion Record. Document if the
guestiresidont refused.” The policy did not
address not signing out for medicationa that were

hot givan.

Accotding to Fundamantais of Nursing, 5th
edition, Lippincott, Willlams & Wilkins, page 577,
"The most common medication ermors inciude
documentation errors....charting medication that

was not given.”

On 6/15/22 at approximately 4:00 M, ASM #1
(Administrative Staff Member), the Administrator,
ASM #2, the Director of Nursing, and ASM #4, the
Regional Director of Operations were made
aware of the findings. No further information was
provided by the end of the survey.

References:

(1) Alaway Is used for the treatment of allargy
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symptoms of tha eyes
Information obtalned from
hitps://medlineplus.gov/druginfo/mede/a804033.h
tm!

(2) Pepcid is used for the treatment of reflux and
ulcers

Information obtained from
hitpa:/fimediineplus.govidryginfo/meds/a 687011 ht .

mi

3. The facllity staff failed to follow medication
administration standards of practice during
medlcation administration to Resident #87 (R87).

On the most recent MDS {minimum data set), a
quarterly assessment with en ARD (assessmsnt
reference date) of 5/12/2022, the resident scored
15 out of 16 on the BIMS (brief interview for
mental status) assessmant, indicating the
resident is not cognitively Impaired for making

daily decisions,

On 8/14/2022 at 10:55 a.m,, an interview was
conducted with R87 In their room, During the
Intarview with R67, at 10:59 a.m., an observation
was made of LPN (licensed practical nuree) #5
entering RB7's room. LPN #5 entered the room
with two madication cups, one in the right hand
and one in the left hand. LPN #5 proceeded to
R87's roommate’s (Resident 113) side of the
reom and placed the cup on the overbad table
and stated, "Here dre your meds" to Resident
#113 (R113) who was in the bad. LPN ¥S
proceeded to come over {o R87 and stated, *Here
are your meds” handing a cup of medication to
RB7. LPN #5 agsisied R@7 to place the pills In
thelr mouth and then left the room at that time

leaving R113 with the cup of pills still sitting on
Event [D:PHHVI{ Facility IO VAO249 if continuation sheet Page 104 of 184
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the overbed table,

On 6/14/2022 at approximately 11:08 a.m., an
Intervew was attempted with LPN #5. LPN #5
stated that the med!cations ware the residents
“morming meds" and that they atways gave two
residents medications at the same time and had
never made a mistake doing it this way. LPN #5
stated that they put A bed medications in the left
hand and B bed meadications in tha right hand.
LPN #5 stated that thay dld not work et the facility
normally and had already been followed by @
surveyor that moming and did not have time to
talk.

On 8/14/2022 at approximately 3:08 p.m., an
interview was conducted with LPN #8. LPN ¥9
stated that medications were administered to one
residant at a time. LPN #9 statad that errors
could be mada by adminiataring to multipla
residents at the same time and thare were also
infection control concems. LPN #9 stated, "You

just don't do that™

During the entrance conference an 6/13/2022 at
approximataly 1:30 p.m., ASM (administrative
staff member) #1, the sdminigtrator stated the
facllity used Lippincott as thair nursing standard

of practice.

Thae facility policy “Medlcation Administration™
dated 3/1/2013 documented In part, -
*...Guest/resident madications are adminiaterod
in &n accureta, safe, timely, and sanlitary
manner..."

Fundamentals of Nursing, Lippincott, Williame &
Wilkins 5th edition; page 557 under the section
“Nurse Practice Acts", "Nurses are alsc expected
Event ID: PHHV{ Fadlily 10: VAQG24D
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to practice In a safe and prudent manner ....It I
the nurse's lagal domain to administer
maedications In a safe and timely manner. "Page
588, "Procedure 29-1; Administering Oral
Medications”. Procedure: 1. Wash hands. 2,
Armrange MAR next to medication supply. 3.
Prepare medications for only ons dient at a tma.
4. Remove ordersd medications from supply ....5.
Calculate corract drug dosage ....8. Prepere
selocted medicatlons ...7. Take medication
direcily to clients room. Do not leave medication
unatbended..."

On 6/14/2022 at 4:16 p.m., ASM #1, the
administrator, ASM #2, the director of nursing,
ASM #3, the southslda reglonal clinical
coordinator and ASM #4, the reglonal director of
operations wara mads aware of the findings.

No further infermation was presented prior to exit,

4. The facility staf falled to follow medication
adminlatration standards of practics during
medication administration to Resident #1123
{R113).

On the most recent MDS (minimum data set), a
quarterly assessment with an ARD (assessment
reference date) of 5/21/2022, the resident scored
15 out of 15 on the BIMS (brief Interview for
mental status) aseesament, Indlcating the

-| resident is not cognitively Impaired for making
dally decigions,

On 8/14/2022 at 10.59 a.m., during an (nterview
with another resident (Resident #87), an
observation was made of LPN (licensed practical
nurse) #5 entering R113's raom. LPN #5 entered
the room with two madication cups, one In the
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right hand and one in the laft hend. LPN #5
proceeded lo R113's side of the reom end placed
the cup on the overbed table stating “here ere
your mads” to R113 who was In the bed. LPN #5
proceeded to come over to RE7 and stated "here
are your mads”, handing a cup of medication to
RB7. LPN #5 gseslsted R87 to place the pills in
their mouth and then left the room at that time
leaving R113 with the cup of pills etill sitting on
the overbed (able. At this time, R113 was
obsarvad ta gat out of bed and get tn the
wheelchalr stating that the nurse forgot their pain
pills. R113 wes obsarved o exit the room and go
to LPN #5 at the medicatlon cart to request paln
madicatien. R113 returned to the room with a
second medication cup with two tablets inside.

On 6/14/2022 at approximatealy 11:08 a,m., an
interview was attempted with LPN #5. LPN #5
stated that the medications were the residents
"morning mads" and that they always gave two
residents medications at the same time and had
never mede a mistake doing it this way, LPN #5
stated that they put A bed medications in the left
hand and B bed medications In the right hend.
LPN #5 stated that they did not work at the facllity
normally and had aiready been followed by a
surveyor that moming and did not have time to
talk. LPN #5 stated that they thought they had
watched both resldents swallow their medication
In the room, statad that they do not leave
medications at the bedside and walked away
from the surveyer Into a residents room,

©On 6/14/2022 at approximately 3:08 p,m., an
Interview was conducted with LPN #9, LPN #9
stated that medicatlons were sdministered to one
resident at a time. LPN #0 stated that arrors

could be made by adminlstaring to multiple
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resldents at the same time and there were also
infection control concsrns. LPN #9 stated, “You
Just don't do thet." LPN #9 stated that
medicalions were not laft at the bedslde and that
the nuree stayed to make sure the resident
swallowed the medication. LPN #8 stated that
anyons could come in and take the medication or
they could get lost.
On 6/13/2022 at approximately 1:30 p.m., duning
entrance ASM (administrative staff member) #1,
the administrator stated the facility used
Lippincott as their nursing standard of practica,
The facility policy "Medication Adminisiration”
dated 3/1/2013 documented In part, *...Observe
that the guest/resldent swallows the oral
medications. Do not leave medications with the
guestirasident to salf-administer unless the
guest/resident ia approved for self-acministration
of the medication...”
On 6/14/2022 at 4:15 p.m., ASM #1, the F&77
administrator, ASM #2, the director of nursing,
ASM #3, the aouthalde regicnal clinical riterj
coordinator and ASM #4, the regional director of RA40 in the facility was noted to have long
operations were made aware of the findings. fingernails and without palm protectors, R40 nails
were trimmed, and protectors placed on guest,
No further information was presented prior to exit. . . .
F 877 | ADL Care Provided for Dependent Residents F677 RI_O in the facility was noted s fanlad to honor
SSeE | CFR(s): 483.24(e)(2) . || resident prcferenc? for showers instead of o bed
) . bath. R10 has received showers as per guests’
§483.24(a)(2) A resldent who Is unable to carry LhaLCE
out activities of dally IMng receives the necessary R87 in the focility was noted as failed 1o provide
services {o maintain good nutrition, grooming, and bathing]showcrsfyincominencc care, pcmc?nat
personal and cral hygiene; hygiene and ADL care, R87 has received thorough
This REQUIREMENT is not met as evidenced ADL care to include Incontinence care, personal
by: hyglenc and bathing/showering es per guests®
preferences.
Event ID:PHHVI1 Faclbly ID; VAD249 if continuation shee! Page 108 of 184
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Based on observation, resident Interview, ataff
Interview, faclily document review and In the
couree of & complaint investigation, the facllity
staff falled to provide ADL (activities of daily living)
care for 3 of 59 residents Iin the survey sample,
Residents #40, #10 and #87.

The findings include:

1.8, The facifity staff failed to trim Resident #40's
{R40) fingemalls.

On the most recent MDS {minimum data get), a
quarterly assessment with an ARD (assessment
reference date) of 4/8/22, the resiient scored 15
out of 15 on the BIMS (brief interview for mental
status), indicating the resident was not cognitively
Impaired for making daily decisions, Section G
coded R40 as being totally dependent on ona
staff with personal hygiene.

On 6/14/22 at 310 p.m., an cbservation of R40's
fingernails was conducted with LPN (llcensed
practical nuree) #8, R40's fingers were
contracted and bent in towards the resident's
paims; howsver, LPN #8 was able to move the
resident’s fingsrs out from the palms for the
observation. R40's right thumb nail was
approximately one forth inch long. All naiis on
R40's left hand, excluding the pinky finger, were
approximately one half inch long. R40 stated"
staff had-not trimmed the resldent's nails in two to
three months.

R40’s comprehenaive care plan last reviewed an
411522 documentsd, "(R40) requires assistance
with adl's rt (related to) Impalred mobility
disgnosis of quadriplegia, muscle weaknesa,

the potential to be affected by the alleged
deficiency.

Criterin 3

Nursing steff will be re-educated on providing
ADL care to include nail rimming, orthotic and
bathing/shower preferences.

Criterind

DON/designee or designee will complete five (5)
rendom auditz of documentation for residents who

arc dependent for ADL care. These audits will be !
completed 5 days a week for four weeks; Then onc

day a week for four weeks; then rwice in the last

month. The results will be forwarded 10 the QAPL |

commirttee for revicw. The commitiee will
derermine the need for further audits and/or action.

Date of compliances is 7/26/22.

chronlc pain. QGuest will state that he neads his
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nalis timmead and then decline when offered by
staff. BATHING: Chaecl nail length and trim and
clean on bath day and as necessary...” However,
a review of R40's cfinles! record (Including nurses’
notes and ADL records for March 2022 through
June 2022) failed to reveal documentation that
R40 was offered a fingarnall trim and refused.

On 8§/15/22 et 8:02 a.m., an intarview was
conducted with CNA (certified nursing assistant)
#2 and RN (registered nurse) #2 (a CNA and
nursae who has cared for R40), CNA#2 stated
she racently wanled to cut R40's fingernalis but It
was difficult to get the clippers under the
rasident's nails and she didn't know how to do 80,
CNA #2 stated she had not raported this to any
other facllity employese. CNA #2 stated she was
going to ask the podiatrist if there was anything
that coutd be done but the podiatrist was busy
during the last visit. RN #2 stated she had
recognized R40's fingernalls and how hls handa
ware formad {contracted fingers). RN #2 staled
she had not attemptsd to trim R40's fingernalls
because she wasn't comfortable doing s0. RN #2
stated had not found out what could be done to
trim the resident'a nalls.

On 6/15/22 at 8:54 a.m., an Interview was
conducted with LPN #8 (a unit manager), LPN#8
stated she observed R40's fingernalls
Wednesday or Thursday of the pravious week.
LPN #6 stated R40's fingers were hard to open.
LPN #8 atated she was now trying to aee how
R40's nalls could be trinmed and maybe a hand
towel could be rolled into the resident's hands.
LPN #8 stated she spoke with someone from the
therapy depariment regarding this two wesks ago
but she could not remambar who she spoke to.
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On 8/15/22 at 10:27 a.m., R40 was observed
lying in bed. A palm protector was on the
resldent's right hend. The fingemnails en both of
R40's hands were trimmed. R40 stated a
therapist, nurse and CNA had been [n the room
and timmed the resident's nails.

On 6/15/22 st 10:44 a.m., an inlerview was
conducted with OSM (other slaif member) #8 (the
rehab therapy director). OSM #8 stated no
employee had coms to him or the therepy staff
regarding R40's fingemails unti! this moming
whan the unlt manager asked if hs could evaluate

the resident.

On 8/15/22 at 11:35 a.m., ASM (administrative
staff member) #1 (the adminlstrator), ASM #2
(the diractor of nursing), ASM #3 (the regional
clinlcal coordinator} and ASM #4 (the regional
director of operations) were made aware of the

above concem.

The facility policy titled, "Routine Guest/Resldent
Care" documented, "Gueats/residents receive the
nacessary assistance to maintain good grooming
and parsonal/oral hyglens...3. Dally personal
hyglena minimally Includes asaisting or
encouraging guests/residents with washing thair
face and hands, shaving, nall care, combing thelr
hair each morning, and brushing their teeth

andfor providing denture care. Any concerns will -
be reporied to the nurse.” :

No further information was presanted prior to exit.
Complaint Deficiency.
1.b. The facllity stalf failed to asslat Resident #40

{R40) with ealing assigtance on 8/30/21 and
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Continved From page 111
8/31/21,

On the most recent MDS (minimum data sat), a
quartery assasament with an ARD (sssessment
reference date) of 4/8/22, the resident scored 15
out of 15 on the BIMS (brfef interview for mental
status), indicating the res{dent was not cognitively
impaired for making dally decislons. Section Q
codad R4Q with requiring extansive assistance of
one ataff with eating,

R40's comprehensiva cara plan last reviswed on
4715122 documented, "(R40) requires assistance
with adl's 1l {related to) Impaired mobility
dlagnosla of quadriplegia, muscle weakness,
chronie paln. EATING: Resident requires
extensive set-up one staff assistance to eat.”

A complaint submitted to the SA (state agency)
on 9/9/21 documented concarn thal R40 was not
assisted with eating on either 8/30/21 or 8/31/21,
A review of R40's polnt of care ADL (aclivities of
daily living) records for 8/30/21 and 8/31/21 failed
to reveal documentation of R40's maal intake or
documentation thal the resident was assistad with
eating breskfast and Junch on those dates.

On 8/13/22 a1 3.12 p.m., an intarview was
conducted with R40, R40 stated there are times
when the resident does not receive a meal tray.
R40 stated the staff keaps the "feeders* meal
traye on the cart and feads them after they pass
the other meal trays. R40 siated the facility
contracts agency staff and sometimas they forget
to assist the reskdent with meals.

On €/15/22 at B:02 a.m., an Interview was
conductad with CNA (certified nursing ssalstant)

#2 (a CNA who has cared for R40.) CNA #2

Far7
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stated the CNAs are supposed to document meal
aasistance and intake in the point of care system.
CNA #2 stated R40 must be fed and has voiced
concams about not belng fed. CNA #2 stated
meal trays for the rasidents who require
assistance stay on the tray cart untii the residents
can be fed. CNA#2 stated sometimes R40 gats
irritatad by the time he ia fed and then states he
does not want the tray,

A review of R40's clinleal record (including ADL
records and nuraes’ notes) for 8/30/21 and
8/31/21 failed to reveal documentation that R40
was offered assistance with eating and refused
breakfast and lunch.

On 6/15/22 at 11:35 a.m., ASM (adminlatrative
staff member) #1 (the administrator), ASM #2
(the director of nursing), ASM #3 (the reglonal
clinical coordinator} and ASM #4 (the regional
director of operations) were made aware of the

above concern.

The facility policy titled, "Routine Guest/Residant
Carg" failed to reveal documentation regarding
asglstance with feeding.

No further Information was presented prior to exil.

Compleint Deficiency.
-2, The faclllty staif falled to provide showars per
the resldent's preferencs for Resldent #10 (R18).

©On the most recent MDS (minlmum data set), a
quartetly assessment with an ARD (assessment
reference date) of 3/8/2022, the resident scored
14 out of 15 on the BIMS (brief Interview for
maental status) indicating the resident is not
cognitively impaired for making dally declsions.
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Section G documented R10 being totaily
dependent on one person for personal hyglens
and totally depandent on one person for bathing.

On 68/13/2022 at 3:44 p.m., an interview wae
conducted with R10 In thelr room. R10 stated
that they were supposed to get showers on
Tuesdays and Thursdaye but were lucky to get
one every 3 woeeks. R10 stated that they
preferred to have at least one shower a week
because it mads them feel cleanar than a bed
bath. R10 stated that the staff often gave bed
baths on their shower days and never offered e
shower. R10 stated that the staff often toid them
that thay ware shart staffed or gave no reason
why thay could not give the showar.

On 6/15/2022 at 12:00 p.m., & follow up interview
was conducted with R10. R10 stated that they
did not recelve thelr shower on 6/14/2022 as
scheduled. R0 statad that they did not refuse Il
and was not offered a shower. R10 stated that
the CNA (certified nursing assistant) just ceme in
and gave them a bed bath.

The physician orders for R10 documented in part,
“If patlent refuses showaer or is agitated call
daughter to calm patlent and encourage patient
do not let pt (patlent) miss shower days. Order
Dete: ¥/25/2022."

The progress notes dated 4/1/2022.8/15/2022
failed to evidence documentation of R10 refusing

showers,

The "Shower/Bath’ documentation for
4/1/2022-4/30/2022 documented a
shower/hath/bed bath given on 4/15/2022, The

document failed to evidence documentation of a

4 Ib
PREFIX (EACH DEFICIENGY MUBT BE PRECEDED BY FULL PREFIX
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Continued From page 114
shower/bath/bed bath given on 4/5/2022,
4/8/2022, 4/22/2022, 4726/2022 and 4/20/2022.
The document contained an "NA" in the area for
the showerMath/bed bath on 4/1/2022, 4/4/2022,
4/12/2022 and 4/19/2022.

The "Shower/Bath" documentation for
5/112022-5/31/2022 documented a
shower/bath/hed bath given on 5/8/2022,
511312022, 5/24/2022 and 5/27/2022, The
document failed to evidence documentation of a
shower/bath/bed bath glven on 5/3/2022,
5/10/2022, and 5/17/2022. The document
contained an "NA" in the area for the
shower/bathvbed bath on 5/31/2022. The
document contained evidence of R10's refusal of
a shower/beth/bed bath on 5/20/2022,

The “Shower/Bath” documentation for
8/1/2022-8/30/2022 documented a
shower/bath/bed bath given on 6/3/2022,
8/7/2022 and 6/10/2022. The document {ailed to
avidence documentation of a shower/bath/bed

bath given on 6/14/2022,

The comprehensive plan for R10 documented in
part, "[R10] has an ADL (activities of dally living)
self care parformance deficit and requires

assistance with ADL's and mobility 1A (related to);

limited mobillity and weakness, Date Initiated:
07/18/2020. Revislon on: 07/21/2020."

On 8/15/2022 at epproxdmately B8:30 a.m,, a
request was madae to ASM (administrative staff
member) #1 for the shower ehests for R10 from

4/1/2022-6/15/2022.

On 6/15/2022 at approximately 1:30 p.m., ASM
#2, the director of nursing provided a

F 877
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Continued From page 115

Showar/Skin Obgervation document for R10
dated 6/14/2022 which documented in part, "Bed
bath given..."

On 6/14/2022 at 2:48 p.m., an Interview was
conductad with CNA (certified nursing assistant)
#5. CNA #6 stated that showers were given twice
awaek. CNA#S stated that they had a schedule
they follawed with certain roam numbers (o
receive showers on certain days. CNA#5 stated
that if the resident refusad thelr shower they let
the nurae know and attempted later in the day,
CNA #5 stated if the resident continued to refuse
the showar they offered a bed bath or
documented the refusal. CNA#S stated that they
did not have any problems getting their scheduled
showars completed during their shift, CNA#S
stated that resident preferences regarding
showers or bad baths should be honored and
they were asked which they wented on thelr
shower days. CNA#5 stated that showers/bed
bathe were documented in the computer as
completed or refused.

On 8/14/2022 at 3:08 p.m., an intarview was
conducted with LPN (llcensad practical nurse) #9.
LPN #9 stated that resident showers ware glven
twice a weel, LPN #0 stated that the CNA's
documented the showers in the computer and on
shower shests in a book, LPN #0 stetad thatIf a
ragident refused their shower the CNA notified the
nurse and they spoke to the resident to try to
convince them. 1PN #9 stated that If they still
rafused thay nolified the responsible party and
documented it In the medical record.

On 6/15/2022 at 8:15 a.m., an Interview was
conducted with CNA #2. CNA #2 stated that

showers/bed baths ware documentsd in the

Fer7
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Continued From page 118

computer and on shower sheots. CNA #2 stated
that there should not be any blank areas In the
shower/bath/bad bath documentation because
you ocould not say whether It was done or not and
if there was an "NA" it meant not applicable so it

did not happen.

On 6/16/2022 at 10;54 a.m., an Interview waa
conducted with LPN #3. LPN #3 stated that
showers wera given twice a week and
documented In the shower boak and in the
computer. LPN #3 stated that if » resldent
refused the shower it was documented In the
madical record and the family was notlfied. LPN
#3 atated that they always learned that if it was
not documented it was not done and could not
say lhat showers were given If there was no
documentation to support It.

The facllity policy "Routine Guest/Resident Care"
dated 3/1/2013 documented in part, “...Showers,
tub baths, and/or shampoos are schadulad
according to person centered care or state
specific guidelines [sic); Bed linens are changed
at this iime. Additional showers are given as
requesiad...”

On 6/15/2022 at 2:40 p.m., ASM #1, the
edministrator, ASM #2, the director of nursing,
ASM #3, the southside reglonal clinicat
coordinator and ASM #4, the regional director of
operations were made aware of the findings,

No further information was provided prior to exit.
3. The facility staff failed to provide

bathing/showers, incontinence care, personal
hygiens and ADL (activilies of daily living) care to

F&77

Resident #87 (R87).
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- | The "Documentation survey report” for R87 dated

Continued From page 117

On the most recent MDS (minimum data set), &
quarterly assessment with an ARD (assessment
refarence date) of 5/12/2022, the resident acored
16 out of 15 on the BIMS (brief interview for
mentasl status) assessment, indlcating the
resident was cognitivaly intact for making dally
decisions, Sectlon E documentad no rejeclions
of care cbservad. Section G documented R87
requiring extensive asslstance from ona staff
member for bed mobility, transfers, personal
hyglene and tollst use and lotally dependent on
ane person for bathing.

On 6/14/2022 et 10:50 a.m., an interview was
conducted with R87. R87 stated that there were
times wien thare was a delay getting their brief
changed when soiled but they knew the staff were
busy with other residents. R&7 statad that there
ware days when they did not get thelr bath until
after lunch and they prefermed to get washed up In
the morning so they coukd get out of bed between
10:00 a.m. and 12:00 p.m. RY7 stated that thare
were deys when they did not get washed up at all
but the staff did come In and changa their brief,

The complaint aliegations related ta
12/2021-1/2022 timeframe, clinical records and
ADL records for those dates were reviswad.

12/1/2021-12/31/2021 failed to evidence tollet use
and Incontinence care for R87 on day shit on
12/5/2021, 12/8/2021, 12/10/2021, 12/11/2021,
12/18/2021, 12/20/2021-12/24/2021, and
12/26/2021-12/31/2021. The report failed to
evidence foilet use and incontinence care for R87
on evaning shift on 12/5/2021, 12/8/2021,

Fer7

12/8/2021, 12/16/2021, 12/23/2021, 12/24/2021,
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Continued From page 118
12/26/2021, 12/30/2021 and 12/31/2021. The
report failed 1o evidences foilet use and
Incontinence care for R87 on night shift on
12/7/12021-12/12/2021 and
12/15/2021-12/31/2021,

The report falled to evidence a shower or bath on
1210/2021, 1211472021, 12/121/2021, 1212412021,
12/26/2021 and 12/31/2021. The repont failed to
evidencs ADL care for RB7 on day ahift on
12/52021, 12/8/2021, 12/10/2021, 12/11/2021,
12/13/2021, 12/14/2021, 12/18/2021,
12/20/2021-12/24/2021, 12/26/2021-12/31/2021.
The report falied to evidence ADL care for R87 on
evoning shift on 12/5/2021, 12/6/2021, 12/9/2021,
121172021, 12/16/2021, 12/2372021, 12/24/2021,
12/26/2021, 12/30/2021, and 12/31/2021. The
report failed to evidence ADL care for R87 on
night shift on 12/7/2021.12/12/2021, and
12/16/2021- 12/31/2021,

The report falted to svidence personal hygiens for
RE7 on day shift on 12/6/2021, 12/6/2021,
12/10/2021, 1271172021, 12/13/2021, 12/14/2021,
12/18/2021, 12/20/2021-12/24/2021, and
12/26/2021-12/31/2021. The repon failed lo
evidence personal hygiene for R8T on evening
shift for R87 for 12/5/2021, 12/6/2021, 12/9/2021,
12/1812021, 12/23/2021, 12/124/2021, 12/28/2021,
12/30/2021 and 12/31/2021. The report falled to
evidence peraonal hygiene for R&7 on night shift
for 12/7/2021-12/12/2021, and 12/15/2021-
12/31/2021.

The “Documentation survey report” for R87 dated
1/1/2022-1/31/2022 failed to evidence toilet use
and incontinence care for RA7 on day shift on
1/2/2022 and 1/3/2022, 1/6/2022, 1/8/2022,

For7

1/11/2022-1/13/2022, 1/16/2022-1/23/2022,
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1/25/2022-1/27/2022 and 1/30/2022. The report
failed to evidenca tollet use and incontinence
care for R87 on avening shift on
1/2/2022-1/6/2022, 1/6/2022-1/11/2022,
111472022 and 1/15/2022, 1/18/2022 and
111972022, 1/21/2022-1/24/2022, 1/28/2022 and
1/31/2022. The report failed to evidence toilet
use and Incontinence care for R8T on night shift
on 1/1/2022-1/12/2022, 1/14/2022-1/25/2022 and
1/28/2022-1/31/2022.

The repart failed to evidenca a shawer or bath on
1/11/2022, 111812022, 172172022 and 1/25/2022,
The report failed t evidence ADL care for R87 on
day shift on 1/1/2022-1/3/2022, 1/6/2022,
1/8/2022, 1/11/2022-1113/2022,
1182022-1/23/2022, 1/25/2022-1/27/2022 and
1/30/2022. The report failed to evidence ADL
care for R87 on evening shift on
1/2/2022-1/8/2022, 1/9/2022-1/11/2022,
1/14/2022 and 1/15/2022, 1/18/2022 and
11192022, 1/21/2022-1/24/2022, 1/28/2022 and
173172022, The report falled to avidance ADL
care for R87 on night shift on 1/1/2022-112/2022,
114/2022-1/25/2022 and 1/28/2022-1/31/2022,
The report failed to evidence personal hyglene for
R87 on day shift on 1/1/2022-1/3/2022, 1/6/2022,
1/8/2022, 1/11/2022-1/13/2022,
1/16/2022-1123/2022, 1/256{2022~1/27/2022 and

1130/2022,

The report failed to evidence personal hygiene for-
R87 on avening shift for RAT for
172/2022-1/68/2022, 1/8/2022-1/11/2022,
1/14/2022 end 1/15/2022, 1/18/2022 and
1/19/2022, 1/21/12022-1/24/2022, 1/26/2022 and
1/30/2022. The report failed to evidence personal
hyglene for R87 on night shift for
1/1/2022-1/12/2022, 1/14/2022-1/26/2022 and
Evapl 1D; PHHV11 Fadlllly ID: VAD249
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1/26/2022-1/31/2022.

The comprehensive care plan for R87
documented in part, "incontinance; [R87] is
Incantinant of bowel. Needa assistance in
Incontinent care 1A (related to) functional deficit
and underlylng comorbidity, Use of indwelling
foley r/t neurogenic bladder, Date Initiated:
07/17/2018. Revision on: 08/19/2021." The care
plan further documented, "Adl; [R87] has an ADL
Self Care Performance Deficlt and requires
assistance with ADL's and mobliity /t dx
{diagnoses) of MS (multiple sclerosls), gerd
(gasirc-esophageai reflux disease), hin
{hypertension), ams (altered mental status),
paraplegic, and blindness. Date Initiated:
07/17/2019. Revision on: 08/16/2021..." Under
"Interventions” it documented in part, "BED
MOBILITY: Resident requires extensive
assistance of one steff to reposition and tumn in
bed. Date Initiated: 08/02/2019..." The care plan
further documented, “[R87] chooses not fo follow
treatment regimen R/T: declines to have wedge
removed. Dedlines to have to of the bed to be
lowered. Declines 1o be repositioned in the bed.
Date nitiated: 05/19/2022, Revision on:

05/19/2022."

On 6/14/2022 at 2:48 p.m., an interview was
conducted with CNA (certifled nursing asaistant)
#5. CNA#5 stated that showers were given twice

-1 aweek, CNA#S stated that they had a schedule

they foltowed with certain reom numbers to
recelve showers on certdin days, CNA#S stated
that if the resident refused their shower they let
the nurse know and attempted later In the day.
CNA #5 stated If the resident continued to refuse
the shower they offered a bed bath or
documentad the refusal. CNA#5 stated that
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showers/bed baths were documented In the
computer as completed or refused. CNA #56
stated that Incontinence care was provided every
2 hours and as neadsd and personal hygiene was
completed every shit. CNA #5 gtated that alt
residents ware glven a bed bath each day in the
morning lo get them ready for tha day. CNA #5
stated that the bed bath included the full body.
CNA ¥5 stated that these ware documentad in the
computer. CNA#S stated that R87 had a
catheter and they emptled the catheter bag sach
shift. CNA #5 statad that they turned and
rapasilioned R87 every two hours and used &
wedgs {o help position them and provided
incontinence cara at that time. CNA #5 slated
that R8T liked to stay on their back most of the
time and often refused to tum off of their back
and use the wadge for positioning but often et
them use plllows. CNA#5 stated that R87 got out
of the bed most days and there were days when
they refused to get out of bad. CNA #5 stated
that they informed the nurse when R87 refused
tuming and positioning and getting out of bad,

On 8/15/2022 at 8:15 a.m., an interview was
conductad with CNA #2, CNA #2 stated that
showers/bed baths were documented in the
computer and on shower sheels. CNA #2 stated
that there should not be any blank areas in the
shower/bativbed bath documentation because
you could not say whether It was done or not and
If there was an-"NA" it meant not applicable so it
did not happen. CNA #2 stated that all residents
wera glven a bed bath each day In the morning
prior to galting up and dressed.

On 8/15/2022 at 10:54 a.m., an interview was
conducted with LPN (licensed practicel nurse) #3,

F 877

LPN #3 stated thal showers were given twice a
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week and documanted in the shower book and in
the computer. LPN #3 atated that if a resident
refused the shower it was documented In the
medical record and the family was nofified. LPN
#3 stated that they always leamed that if It was
not documentad it was not done end could not
say that the care was provided if there was no
documentation to support it
On 6/15/2022 at 4:05 p.m., ASM #1, the
administrator, ASM #2, the director of nursing,
ASM #3, the southslde rsgional clinical
coordinator and ASM #4, the regional director of
operations were mada aware of the findings.
No further information was provided prior to exit.
Complaint deflclency.
F 684 | Quality of Care F 684
SS=E | CFR(8): 483.25 Fé84
Criteria |
g::;‘:gﬁ:ﬂl?' :ff?nr:amemal incipls that Resident #19 and resident #15 suffered no adverse
P outcomes related to the alleged failure of the
applies to all reatment and care provided to facility o schedule their medical appoiniments.
facllity residents. Based on the comprehensive Resident #436 suffered no sdverse ouwomes
assessment of a resident, the facility must ensure related to the facility staff allcgedly falling to
that residents recelve treatment and care in follow physician orders for a physicien
accordance with professional standards of appoiniment with the surgcon that was based on
practice, the comprehensiva person-centsred physician orders and plan of carc. Facility re-
care pian, and the residents' cholcas. cducated ward clerk on scheduling appointments
This REQUIREMENT I not met as evidanced timely based on the resident’s physician orders and
by . plan of care. Resident #70) suffered no pdverse
Based on observation, resident intarview, staff outcomes related to the alleged medication error.
Inhwiqw. fadllty documenl re\daw' d]n'ml mmrd At lhe timc oflhe a“ﬂng "lcldeﬂt, a medlcallon
reviaw and In the course of a complaint ¢Irof feport was c?mpleu:f.!. nurse wes re-educated
investigation, the facility staff falled to melntain gl medicarion °"""ﬂ’"‘“°“.?l"g the
residents’ highest lsvel of well-being for 4 of 59 g ed“;’;’;;‘lo ;i:‘s";':;ﬁ;:“:r‘;;m :n:"
residents in the survey sample, Residents #18, standards of practice for medication administration.
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scheduls their medical appointments and receive

#15, #4386, #701.
medication from the licensed staff al the facillty
The findings Include: ::;;:it:l: cgotantial to be affected be the alleged
1. The faciiity staff failed to schedule a Calteria 3 .
. 5 Licensed Nursing staff will be re-sducated on
:‘;L"’“"G""" per Resident #19's (R16) plan of ensuring physician orders are followed and that the
5 standards of practice for medicetion administration
» are upheld, Weard Clerk will be re-educated on
On the most recent MDS (minimum data sel), a scheduling medical appointments per resident’s
five day Medlcare assessment with an ARD physician orders and plan of care.

(assessment reference date) of 4/16/22, the

resident acored 15 out of 15 on the BIMS (brief Criteria 4
interview for mental status), indicating the DON and/or designee will complete five (5)
resident was not cognitively impaired for making random audits of licensed nursing staff following
daily declsions. physician's orders and following the standards of
practice for medication administration. The DON |

On 6/13/22 at 1:21 p.m.. an interview was tand/or designec will also complete five (5) random |
conducted with R19. R19 stated that about a -audits of resident's medicol appointments (o cnsure !
year ago, the resident’s slster was diagnosed with the physxc!an orders and plan of care are faljowed.
breast cancer and the resident had not had a ﬁ:kz_“;d"’ w"]db° done idays 6 weck for four
mammogram In approximately 15 years so R19 ::,ic, i’n .:: ;gfmf,’:,&wﬁ“?;ﬁ:mﬁim"
;:mt:d tRO-lga:::t:dm:r::':ong:twd ': :'::gar forwarded to the QAPI committec for review, The

: ¢ ot committee will determine the nocd for further
prectitioners and atill had not had 2 mammeogram. audits and/or action
A note signed by a nurze practitioner on 5/27/21
documented, “Patient concamed about her sister Criterig 5
being dx (diagnosed) with breasl cancer and Date of compliance is 7/26/22.

would like to schedule B
mammogram..."ASSESSMENT/PLAN OF
CAREMEDICAL DECISION-MAKING: Family hx
(history) of breast cancer- will schedule .
mammogram...” A raview of R19's clinlcal record
fallad to reveal a physician's order for a
mammogram at this time. Further review of
R19's clinical record revealed a physician's order
signed by another nurse practitioner and dated
5/12/22 for a mammogram but failed {o reveal a
mammogtam had ever been scheduled or

|f continuation sheat Prge 124 of 184
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completad.

The nuree practitioner who signed the 5/27/21
nate and the nurse precitioner who signed the
6/12/22 physician’s order were ho longer
amployad at the facility and were not available for
Interview,

On 6/14/22 at 8:47 a.m., an interview was
conducted with CNA (cenlified nursing assistant)
#1 (the ward clerk responsible for scheduling
appointments), CNA #1 stated she keeps a book
on all three units and the nurses and nurae
practitioners are supposed fo communicate
neuded appointments via those books. CNA #1
statad that sometimes, nurgaes and the nurse
practitioners will emall her with appolntment
needs but sometimes she lan't notifled of neaded
appointments at all (via the communication book
oremall). CNA #1 stated R19 makes her own
appointments most of tha time then writes them
down along with a confirmation number and pives
the paper to CNA #1. CNA#1 stated she could
not provide any documentation to evidence why
R19 hed not recslved the mammogram.

On 6/14/22 st 9:41 a.m,, another interview was
conducted with R18. R19 stated that sometimes
she does schedule appointments but she asked
the nurse practitioners to schedule the
mammogram appolintment because R19 did not
know who to contact to make the appointment.

On 8/15/22 at 9:13 a.m., another interview was
conducted with CNA #1. CNA#1 stated R19 has
a lot of appointmente and she was not aware of
the nurse practitioner's documentation on 5/27/21
of the physician's order on 5/11/22. CNA #1
stated one of the nurse practitionera used to
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make the staternent that R19 “makes her own
appointments so she's going to let her do It."
CNA #1 could not provids any further information.

On 6/15/22 at 11:35 a.m,, ASM (administrative
staff member) #1 (the administrator), ASM #2
(the director of nursing), ASM #3 (the regional
clinical coordinator) and ASM #4 (the reglonal
director of operations) were mada aware of the
above concermn,.

The facllity poficy titled, "Physician's Order”
documented, "Physiclan oerdars am obtained to
provide a clear direction In the care of the
guestiresident.”

On 8/15/22 at 8:20 p.m., ASM #1 and ASM #2
stated the facllity did not have e policy for
mammograms or schadullng appolntments.

No further Information was presented prior to exit,
2, The facllity staff falled to follow physician
orders for a mammaogrem for Resident #15,

Resident #15 was admitted to the facliity on
1/13/21 with diagnosis that included but ware not
limited to: COPD (chronic obstructive pulmonary
diseass), dlabetes mellitus, CHF (congestive
heart fallure) and demantia.

The most recent MDS {minimum data set)
assessament, & quarterly assessment, with an
ARD (assessment reference date) of 3/14/22,
coded the resident as scoring & 4 out of 15 on the
BIMS (brief interview for mental status) score,
indicating the resident was seversly cognitively

impaired,

A review of the comprehensive cara plan dated
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12/1/21 documented In part, "NEED: Resident Is
at risk for impalred skin integrity/pressure injury.
Resident Is at risk for decline in condition.
INTERVENTIONS: Observa and report to
physician any changes In condition. Conduct
wesldy head to loe skin assessments.”

A review of the nurse practitionsr's orders dated
10/12/21, revealed the following, "Set up ASAP
{as soon as possible) eppointment with Breast
cancer center one time only for hx (history) of left
breast cancar, new mass to right breast for 2

Days.

A review of the nurse practiioner's orders dated
10/18/21, revealed the following, "Set up ASAP
(as soon as possible) appointment for
fnammogram right breast mass/iump hx (history)
of breast cancer. Call daughter and notify and
see if able to ssl up and take to appointment one
time only for right lump for 3 Day.

A review of the nurse practitioner's orders dated
10427121, revasled the following, “If not already
done set up eppointment for ASAP (as soon 35
possibla) MAMMOGRAM FOR MASS TO RIGHT
BREAST WITH HX (history) OF BREAST
CANCER -NEED DONE ASAP one time only for
MAMMOGRAM ASAP for 2 Days.

A review of the nurse practitioner's orders dated
11/3/21, revealed the following, “If not already
done set up ASAP (as soon as possible)
APPOINTMENT FOR MAMMOGRAM , RIGHT
BREAST HARD MASS ORDER PLACED
MULTIPLE TIMES IN OCC cone time only for HX
(history) BREAST CANCER, RIGHT BREAST
MASS for 2 Days.
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A review of the nurae practitioner's orgers dated
11/6/21, revegied the follewing, “If not already
done get up ABAP (as soon as possible)
APPOINTMENT FOR MAMMOGRAM , RIGHT
BREAST HARD MASS ORDER PLACED
MULTIPLE TIMES IN OCC one time only for HX
(history) BREAST CANCER, RIGHT BREAST
MASS for 2 Days.

A review of the nurse practitioner's orders dstad
1/4/22, revealed tha following, "Please schadule
patient to see surgeon ASAP (as soon as
posslble) for right breast mass, hx (history) left
breast cancar a/p (status/post) mastectomy. Try
to scheclule appointment on Wad, Thu, or Frl.
Patient will need transport provided as daughter
unable to transport. Notify daughier of date/time
of appointment for her to ba present.

A review of the hurse practitionar's orders dated
2/4/22, revealed the following, "Referral 1o Breast
surgeon for right breast mass/ hx (history) of
breast cancer.”

A review of the nursing progress note dated
10/13/21 at 4:30 PM, revealad the following,
“Dynamic mobile notified of US ultrasound to right
breast. Lump noted to right breast, Gueast denled
pain/discomfort. Order/face shest/and paper work
has been completed. Someone Is to call facility
from Dynamic mobile with date and time of US.
MD/RP aware." :

A roview of the nursing progress note dated
10/14/21 at 3:20 PM, revealed the foliowing,
"Dynemic mobile notified facility that they would
not be able to obtain US ultresound to right
breast, due 2 lumps. NP In facllity and mada

aware.”

F 884
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A raview of the nurse practitioner's note dated
11/3/21 at 10:50 AM, revealed the following,
“Mass found to right breast pallent has hx of
breast cancer -order pleced twice for appoiniment
to ba set up for mammogram ,patlent denles pain
on palpation, no s/s of acute distress.”

A review of the physiclan's note dated 1/4/22 at
10:15 AM, revealad the following, “Follow up right
breast mass, history left breast cancer. Nursing
documents on 10/14/21 that Dynamic moblle not
able to obtain uitrasound to right breast due to 2
lumps. Nurse practitioner recertification 11/3
mentlon "order placad twlca for appolntmant to be
set up for mammogram.” No result found in
miscellaneous or rasulls section In PCC (point
click care). Spoke to daughtsr on phans, she
was unaware of situation. Discussed whether or
not she wishes to proceed with work up given
patient's advance ege and debllity and would not
be able to stand for mammogram. Daughter doas
want to pursue evaluation of right breast mass
and indicated for preference to stay within
Hoapltal system and previous doctor. She was
unable to provide name of patient's treating
doctors for her left breast cancer.

A review of the physiclan's nole dated 1/21/22 at
11:59 AM, revealed the following, “Right breast
mass found around Oct/Nov 2021; history ieft
breast cancer post mastectomy 2017. No work up

done so far."”

A review of the nurse practitioner's note dated
2/3/22 at 7:11 PM, revealed the following, "Right
breast mass found around Oct/Nov 2021, History
loft breast cancer post mastectomy 2017. No

work up done so far. Spoke to RP (responsible

F o84

FORM CM§-2667(02-08) Pravious Varakons Qbsoisle

Event ID; PHHV1Y

Focdity 10; VADZ48 I centinuadon shast Page 129 of 184



{FAX) P.131/185

07/11/2022 14:48

PRINTED: 08/28/2022
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES QOMB NO.
STATEMENY OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3} DAYE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BURDNG COMPLETED
Cc

06/16/2022

485109 B. WING

STREET ADDRESS, CITY, STATE, ZIP CODE
2410 PEMBERTON RD

THE LAURELS OF UNIVERSITY PARK RICHMOND, VA 23233

x4 D SUMMARY STATEMENT OF DEFICIENCIES D BROVIDER'S PLAN OF CORRECTION o
(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION 6HOULD BE GOMPLETION
CROSS-REFERENCED TO THE APPROPRIATE oATd

PREFIX
TAG AEAULATORY OR LSC {DENTIFYING INFORMATION) TG
CEFICIENGY)

NAME OF PROVIDER OR BUPPLIER

F 684 | Continued From page 120 F 884

party} who would like further evaluation. Wil
refer to breast surgeon, daughter aware sha will
nesd {o be present at appointment for decislon
making/consent.

A review of the nurse practitioner‘s nole dated
3/11/22 at 12:20 PM, revealed the following,
“Appointment with breast cancer surgeon- patient
s/p biopsy right breast cancer with posalble mets
per consult -patient to have PET scan on 3/24 at
Bam -appointment placad in book for secretary.”

A reviaw of the nurse practitioner's note datad
3/22/22 at 8:52 PM, revealed the following,
"Patlent post right breast biopsy 3/1, patient has
breast cancer with Mets she is acheduled for pet

scan 3/24."

Areview of the nurse practitionsr note dated
3/28/22 at 2:12 PM, revealed the following, “Post
right breast blopay 3/1, + mets. Was scheduled
for PET on 3/24, canceled due to Blood sugar on

high side.”

A review of the physician nota on dated 5/11/22 at
6:23 PM, revealed the following, "Oiscusased PET
{positoen emission tomography) scan result stage
3 CA (cancer), chemo was offered but family
decided no chemo due to age/dementia, Due to
above patlent will not bs a candidate for any
candlac procedure as wall, we will manage HF
(heart fallure) In the fecllity. Per oncology,
prognosis 8-18 months, Famlly agreeable for
comfort/hospica once she will significantly
decline."

The nurse practitioners and nurses who
documented notes are no longer employed at the

facility.
FORM CM5-2587(0269) Pravious Versions Obisolsia Event 10: PHHV1 Facilly iD: VA0S If continuation shest Page 130 of 164




(FA%) P.132/185

07/11/2022  14:4B

PRINTED: 06/28r2022
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE DICAID SERVICES OMB NO, 0838-0391
STATEMENT OF DEFICIENCIES (1) PROVIOER/BUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
c

08/15/2022

495109 8. WING

STREET ADDRESS, CITY, STATE, ZIP COBE
2420 PEMDPERTON RD

R
THE LAURELS OF UNIVERSITY PARK RICHMOND, VA 23233

X4) 1D BUMMARTY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o0
(EACH DEFICIENCY MUST BE PRECEDED @Y PULL PREFIX (EAGH CORRECTIVE ACTION SBHOULD BE COMPLETION
GROSS-REFERENCED TO THE APPROPRIATE

PREFIX
TAG REGULATORY OR LBG IDENTIFYING INFORMATON) TAQ
DEFICIENCY)

NAME OF PROVIBER OR BUPPLIER

F 884 | Continued From page 130 F 884

An interview wes conducted on 6/14/22 at 8:58
AM, with CNA (certifiad nursing assistant) #1.
VWhen ask her role (n scheduling appointmenta for
the residents, CNA #1 stated, | make
appointments for the whole house except some
residents might make their own, | have besn
here for 4-5 years. | round twice a day at 9:00 AM
and 2:00 PM. | may get pulled 1o the floor (o do
AM care. | have an appointment book on all 3
units. On one side of tha book, ! have the
appointment papers. | keep a copy and put on
their unit, the resident nams, date and time, who
Is picking up and fime, doctors addrass. In that
baook, thers is a plece of paper that is printed off
from PCC and put on the loft side of the book.
The nurses let me know if there is an order In
PCC and print off copy of the order. | go around
every morning end check off all 3 books. Ifitis
an agency nurse they do not make me aware of
appointments. | have an emall and the nurse
practitoners sometimes email me, Some nurse
practitioners will come up to me in the hall and
glve me appointments to make. Sometimes |
schedule memmograms and they are 8o hard {o
get in. The nurse practitioner tells me where to
call, sometimes they have the number, | do not
document the follew up, | tell the nurses and | do
not know if they writa & note or not. Somstimes
transportation does not show up at all and then
wa try to find out what happens. | calt e day
shead of time to make sure they are coming, | will -
take the resident tv the door myself and the
transportation does not show up at times. When
CNA #1 was asked for evidance of the
appolntments being made for the mammogram
for Resldent #15, CNA #1 stated, the previous
edminlstrator and DON (director of nursing) seid
to shred all the Information monthly. | do not
Evant ID:PHHV Fuchity ID; VAO249
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have any written or documented evidsnce. When
asked If she had discussed this process with the
current adminlstrator (started April 2022} or
director of nursing (sterted May 2022), CNA #1
stated, no, | have not.

An interview wag conducted on 6/14/22 et 11:20
AM, with ASM {administralive staff member) #5,
the physiclan. Whan askaed if she knew the
mammogram situation with Resident #15, ASM
#5 stated, "Yes | do. We have changed our
process, so that the physician spands more time
with the long term care residents.” When askad
about the delay In implementation of orders for
mammograms, ASM #5 stated, "If it's an outside
procedure like & mammogram, we put tha order
in and let the nuraes know and the agency nurses
know, We try fo let the unit manager know. (t
sometimes gets lost with the agency nurse. The
CNA (CNA #1) schedules the test, sach situation
i® uniqus. Some procedure are multiple calls
back and forth. The family is notified, If patients
cannot make decisions, we lst them know.
Famlly involved gnd sometimes wants to go with
the resident, or to make sure they will go for the
procedure.” When esked if the delay in obtaining
the memmegram for Resldent #15 could have
impacted the prognosls for the residant, ASM #5
stated, "l cannot say for 100%. | honastly bellave
that the prognosis was probably not impacled.
Har dementia, comorbid condlitions and functional
status woukd all impact the prognosls.” -

An Iinterview was conducted on 6/14/22 at 3.00
PM with LPN (Hicensed praclical nurse) #3. When
asked if physician orders for appointrnents or
tosts are not completed as ordered, has the
quality of cere been malntained, LPN #3 stated,

no, If we have not followed physician orders, we
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arg not maintaining quelity of care.

On 6/15/22 at 3:45 PM, ASM (administrative staff
member) #1, the administrator, ASM #2, the
director of nureing, ASM #3, the regional clinical
coordinator and ASM #4, the regicnal director of
operations were informed of the above concem.,

According to the facllity's "Physiclan Orders”
policy dated 6/24/21, which revealed the
following, “Treatment renderad lo a
guestiresident must be In sccordance with the
specific standing, written, verbal, or telephone
order of & physician or other lloensed health
professional ordering within their scope of
practics and clinical privileges.”

No further information wae provided prior to exit.

Complaint Deficlancy.

3. The facility staff falled to follow physician
orders for a physician eppolntment with the
surgeon for Resident #4238,

Resldent #4338 was admitted to the facllity on
4/15/21 with dlagnosis that included but were not
fimited to: dementia, falls, atrial fibrillation, chronic

kidney disease.

The'most recent MDS (minimum data set}
assessment, a Madicare 6 day admission
assessment, with an ARD (assessment refersnce
date) of 5/19/21, coded the resldent as scoring a
6 out of 15 on the BIMS (brief Interview for mental
status) score, indicating the resldent was severaly

cognitively impaired.

A review of the comprehensive care plan dated
Event ID; PHHVH1 Fuolity I0; VAOZ48
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12/1/21 documented in part, "NEED: Residant
has Actual Impairrnent to skin Integrity related to
surglcel wound. INTERVENTIONS: Treatmant
to skin Impalment per order."

A review of the physiclan's orders dated 5/17/21,

ravealed the following, “Patient has an
appoinbment with surgeon on §/18/21 at 11 am."

A review of the physician‘s note dated 5/17/21 at
12:32 PM, revealed the following, "He has an
appaintment on 18th of May with his surgeon."

No progress note on 5/18/21 documenting the
surgeon appeointmant.

An intarview was conducted on 8/14/22 at 8:58
AM, with CNA (certifisd nursing assistant) #1,
When ask her rale in scheduling appointmants for
the residents, CNA #1 stated, | make
appointments for the whoie house except some
residents might make their own. | have been
hare for 4-5 years. | round twice a day at 9:00 AM
and 2:00 PM. | may get pulled to the ficor to do
AM care, | have an appointment book on all 3
units. On one slde of the book, | have the
appointment pepers. | keep a copy and put on

their ynit, the resident name, date and time, who
is picking up and time, doctors address. In that
book, there is a place of paper that is printed off
from PCC and put on the left side of the book. -
The nurses et me know If there is an arder in
PCC and print off copy of tha order. 1 go around
every morning and check off all 3 books, Ifitis
an agency nurseé they do not meke me aware of
appointments. | have an emall and the nurae
practitfoners sometimes emai! me. Some nurse
practitioners will come up to me in the hall end

F 684

glve me appolntments to make. The nurse
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practitioner talls me whare to call, someltimes
they have the number. | do not document the
follow up, | tell the nurses and | do not know If
they wiite & nots or not. Scmatimes
transportation does not show up at all and then
we fry to find out what happens. | call a day
ahead of time to make sure they are coming, | will
take the resident to the door myself and the
transportation does not show up at times. VWhen
CNA #1 wayg asked for evidence of the
transportation being made for ihe surgeon
appointment on 5/18/21 for Resident #438, CNA
#1 etated, the previous administrator and DON
(director of nursing) sald to shrad all the
Information monthly, [ do not have sny written or
documantad evidance., When asked If she had
discussad this process with the current
administrator (started April 2022) or director of
nureing (started May 2022), CNA #1 stated, no, |

have not.

An Interview was conducted on 6/14/22 at 11:20
AM, with ASM (adminlstrative staff member) #5,
the physiclan. When asked if she ramembered
Resident #436, ASM #5 stated, "l believe my
partner cared for him” When asked if they knew
he had missed his follow up surgleal appointment,
ASM #5 stated, ") do not see any documentation

of that."

An interview was conducted on 8/14/22 at 3:00
PM with LPN (licensed practical nuree) #3. When-
asked if physician orders for appointments or
tests are not compleled as ordered, has the
quality of care beeh maintained, LPN #3 stated,
no, if we have not followad physician orders, we
are not maintaining quality of care.

On 6/15/22 at 3.45 PM, ASM (administrative staff
Event ID:PHHV1Y Fachity ID: VADZ4D

FORM CM8-2607(02-00) Previous Versions Obaclate If continuation sheet Pags 135 of 184



07/11/2022

14: 48

DEPARTMENT OF HEALTH AND HUMAN SERVICES

STATEMENT QOF DEFICIENCIES (x1) PROVIDER/BUPPLIER/ELIA
AND FLAN OF CORRECTION IDENTIFICATION NUMBER:

{FAX} P.137/185

PRINTED: 06/26/2022
FORM APPROVED
0. 0938-0301

405100

(X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
COMPLETED

A BUILDING
c

8. WiNg 08/1512022

NAME OF PROVIOER OR SUPPLIER

THE LAURELS OF UNIVERSITY PARK

STREET ADDRESS, CITY, 8TATE, 2P COLE
2420 PEMBERATON RD

RICHMOND, VA 23233

PROVIDER'S PLAN OF CORRECTION

(X4) 1D
PREFIX
TAG

SUMMARY GTATEMENT OF DEFICIENCIES
{EACM DEFICIENCY MUST BE PRECEDED BY FULL
REQULATORY OR LEC IDENTIFYING INFORMATION)

o g
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CRO83-REFERENCED TO THE APPROPRIATE bare

TAG
DEFICIENCY)

F 884

Continued From page 135

member) #1, the edminlatrator, ASM #2, the
direcior of nursing, ASM #3, the regional cllnical
coordinator and ASM #4, the regione! diracior of
oparations ware Informed of the above concarn.

According to the facllity's "Physician Orders®
policy dated 6/24/21, which revealed the
following, "Treatment rendered o a
guestirasident must be In accordance with the
specific standing, written, varbal, or telephone
order of a phyasiclan or ather licensed health
professional ordering within their scope of
practice and clinical privileges.”

No turther information was provided prior to exit.

Complaint Deficlancy.

4. For Resident #701 the facllty ateff falled {o
follow physician's orders and standards of
practice far medicatlon sdministration, by
administering another residents medications to

Resident #701.

Resident #701 was admitted 1o the facliity on
8/17/21 and discharged lo an asslated living
facliity on 8/26/21. The admission nursing
assessment dated 8/18/21 documented the
resident was alert and oriented to parson only,
©Cn the admiasion MDS (Minimum Data Set) with
an‘ARD (Assesament Refarence Date) of
8/21/21, the resident was coded as requiring
suparvision for ealing and extensive assistance
for alt other areas of activitles of daily living.

A raview of the facility pollcy, "Medication
Administration” was conducted. This policy
documented, "Medications are edministered in

F 884

accordance with written orders of the aftending
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physician. ... Verify the medication labe! against the
medication administration record for the
gueatiresident name, time, drug, dose, and
route....Never administer medications supplied for
one guest/resident to another guest/resident....”

A review of the comprehenalve cara plan for
Resident #701 revealed one dated 8/2/21 for
‘[Resident #701] is at risk for abnormal
bleeding/bruising RfT: medication use...” The
interventions indluded one dated 9/2/21 for
“Administer medications as ordered...."

A review of the clinical record revealed a nurse's
note dated 6/20/21 at 7:20 AM (note actuelly
created on 8/22/21 at 3:05 PM) that documented,
"IResidant #701}] and another resident was put to
bed in the wrong bede. on med pass [Resident
#701) recsived the madication of the resident of
who bed (they) was put into during the night.
{They) received Levothyroxine (1). (They) was
monitored and (thair) brother was nolified about
the medication error. [Resldant #701] ate (their)
breakfast and responded back when being talked
to. No S/S (signs or symptoms) of an (sic, a)
reactlon noted.”

A nurse's note dated 9/21/21 documented,

"notified brother of mad event on 8-21-21, also
notified np (nurse practitioner) and md (medical
dactor) of med event n.n.o {no new orders) at this -
time will cont (continue) to menitor."

A review of the “Incident Repoit* about the
medication error, dated 8/20/21, Included a
written statement dated 8/21/21 from the nurse
that made the medication errer, documented, "On
£/21/21 { administered to [Resident #701) two
Tytenol {2) and synthroid (same as 1); When |
Evanl ID; PHHV1T Fackity ID: VACMO
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administered [Raesident #701] {their) medication |
dld not ask {their) name, | Inoked at (their) plcture
in the electronic record and thought it was the
person laying in the bad. | was asked by the alde
why [Resldent #701) wasn't in (their} bed
approximatety seven in the moming. | then went
to the computer and, identified in the computer
the picture and calling out the guast name {o
clearly ldentify the MD. the alde (name) statnd
that she placed {Resident #701] in the wrong
room ground approximately thres A.M. Vital
signs wers taken and no distreas noted - same
level of cognitive lavel "

The nurse who made the medication error was no
tonger at the facility and could not be interviswed.

On 8/14/22 at 3:00 PM, an Intarview was
conducted with LPN #4 (Licensed Practical
Nurse). She stated that the rights of medicatlon
administration were right resident, right
madicatlon, right doae, right route and right time,
She stated that ataff should not administer
medications for one resldent to another resident.

Cn 6/15/22 at approximately 4:00 PM, ASM #1
{Administrative Staff Member), the Administrator,
ASM #2, the Director of Nursing, and ASM #4, the
Regional Director of Operations were made
aware of the findings. No further information was
provided by the-end of the survey. :

Refarences’

{1) Levothyroxine - Is used to freat

hypothyroldism
Information obtained from
https:/imediineplus. gowdruginfo/meda/a882461.h

tml
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(2) Tyienol - Is used to treat mild to moderate pain
Information obtalned from
hitps://mediineplus.govidruginfo/meds/ag881004.h
tml
Complaint Deficlency.
F 886 | Treatment/Svcs to Prevent/Heal Pressure Ulcer F686| pegs
£6=D | CFR{3): 483.25(b)(1)(i)(ii} in |

§483.25(b) Skin Integnity
§483,25(b)(1) Preasure ulcors.

Based on the comprehensive assessment of &
resident, the facility must ensure that-

(i) A resident raceives cara, consistent with
professionel stendards of practice, to prevent
preseure ulcers and does not develop pressure
ulcers uniess the individual's ¢linical condition
demonstrates that they were unavoidable; and
{li) A resident with pressure ulcers raceives
necassary trealment and services, consiatant
with profassional standards of practice, to
promote healing, prevent infection and prevent
new ulcers from developing.

This REQUIREMENT is not met as evidenced
by:
Based on cbservation, resldent intarview, staff
interview, ¢linical record review, facility document
review and In the course of a complgint
Invastigetion it was determined that the facllity
stafl falled to provide care and servites to
promote healing of a pressure ulcer for one of 59
residents in the survey sample, Resident #87.

The findings include:

The fadiity staff failed to evidence a treatment to
the Stage 4 pressure uicer between

R87 in the facility wes noted to have improvement
In pressure injury per wound physician
documentation.

Criteria 2
All residents who have pressure injuries have the
potential to be offected by the alieged deficiency,

Criterla 3
Nursing staff will be re-educated on following
physician’s ordors and documentation of treatments

and intetventions.

Criterin ¢

DON/designee or designee will complete five (5)
rendom sudits of documentation for residents who
have pressurc injury treaument orders. These audits
wlll be done 5 days B week for four weeks; then
ane day a weok for four weeks; then twice in the
Inst month. The results will be forwarded to the
QAPI commiuee for review. The committce will
detcrmine the need for further audits and/or action,

Criterty 3
Dare of complisace is 7/26/22.
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-quarterly asseasment with an ARD (assessment

Continued From page 138
1/7/2022-1/9/2022 and 1/11/2022-1/17/2022 for
Resident #87 (Re7).

On the most recent MDS (minimum data set), a

referance date)} of 5/12/2022, the resident scored
15 out of 15 on the BIMS (brief interview for
mertal status) assessment, indicating the
resident was not cognitively impalred for making
dally decisions. Section M documented R87
having 1 Stage 4 pressurs ulcer and 1 Stage 3
pressure ulcer,

On 0/14/2022 at 8:25 a.m., an Interview was
conducted with R87 in their room. R87 stated
that the nursss had been in eariler that moming
to change thelr wound dressing and had gotten
betber about doing the wound cars a3 ardered.
RE7 stated that they had problems In the past
with getting the wound dressing changed and
thelr famlly had complained te the nurses about It,

A request was made to ASM (administrative staff
member) #2, the director of nuraing, to observe
wound care for R87 on 6/14/2022 at
approximately 8:00 a.m. On 6/14/2022 at
approdimately 9:30 a.m., ASM #2 stated that
RB7's wound cars had baen complsted for the
day and they would arrange the observation for
8/15/2022. On 6/15/2022 at approximately 10;15
a.m., LPN (licensad practical nurae) #2, the
wound nurse weas observed performing wound -
cara on ancther resident. LPN #2 stated that the
assigned nurse for RET had already completad
the wound care thet moming and It could not be

observed,
The physician orders reviewed from 1/1/2022

F 689

through 1/31/2022 documentad In part;
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- "Wound care: Sacral wound- clean with NS
{normal saline}- apply flagyl and pack wih 1/4
Dakine moistened gauze QD (every day) and
PRN (as nesded) - apply dry dressing every
evening shift for wound relaled to pressure ulcer
of sacral reglon unspecified stage. Order date:
12/14/2021, Start Date: 12/14/2021. End Date;
01/07/2022."

- "Wound care; Sacral wound- clean with 1/4
Dakins solution- pack with Silver Calclum Alginate
QD (every day) and PRN (as needed)- cover with
dry dressing. Order Date: 01/07/2022, End Date:
01/17/2022..." The order falled to evidence a
start date,

- "Wound care: Sacral wound- clean with 1/4
Dakins solution- pack with Silver Calcium alginate
QD and PRN- cover with Dry dressing in the
merning for wound care, Order Date:
01/17/2022. Start Dale: 01/18/2022. End Date:

017182022

The eTAR (electronic treatment administration
record) for RB7 dated 1/1/2022-1/31/2022 failad
to evidence documentation of a treatment
provided to the sacral wound 1/7/2022 through
111712022,

The progress notes documented in part,

- "110/2022 22:38 (10:38 p.m.) Note Text. Sacral
wound care provided during shift. Yellow/reddish
discharge noted. Foul odor noted. No c/o ‘
pain/discomfort while providing wound care. Pain
meds offered, declined per resident.”

The progress notes failed to evidance
documentation of treatment to the sacral wound
1/7/2022-1/9/2022 and 1/11/2022-1/17/2022.

The wound svalualion & management summary
Evant (D; PHHVI1 Fatilty ID: VAQ24D |t eandnuation sheet Page 141 of 184
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dated 1/7/2022 documented in part, "Stage 4
pressurs wound sacrum full thickness... Wound
progress: deteriorated, Additional wound detali;
larger, d/c dakins packing, start Siiver Alginate,
dressing treatment plan, primary dresalng(s),
Sodium hypochlorite solution (dakins) apply once
daily for 30 days: clean with 1/4 dakins solution;
Alginate calcium w/silver apply once dally for 30
days. sscondary dressing(s), gauze island (w/ddr)
(with border) apply once dally for 30 days..."

The wound evaluation & management summary
dated 1/14/2022 documenled in part, "Stage 4
pressure waund sacrum full thickness...Wound
progress. improved, Additional wound datait:
smaller, dressing treatment plan, primary
dreasing(s), Sodlum hypochlorite solution
{dakins) apply once dally for 23 days: clean with
1/4 dakins solutlon; Alginate calcium wisliver
apply once daily for 23 daya. secondary
dreasing(s), gauze island (w/bdr) epply once daily
for 23 days..."

The wound evaluation & management summary
dated 1/28/2022 documented in part, "Stage 4
pressure wound sacrum fulf thickness.., Wound
progress; improved, Additional wound detai:
shortsr, no longer with exposed bone, dressing
{reatment plan, primary dressing(s), Sodium
hypochlorite solution (dakins) apply once daily for
9 days: clean with 1/4 dakins solution; Alginate
calclum wisliver apply once daily for 6 days.
secondary dressing(s), gauze island {w/bdr) apply
once dally for 9 days,..”

The comprehensive care plan for R87
documented in pan, "Skin #2: [R87] has pressure
ulcers to sacrum and right thigh. Stage 4, Being

F é86

followed by wound doctor. Date Initiated:
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07117/2019. Reviglon on: 08/14/2022..."

On 8/15/2022 at B:58 a.m., & telaphone interview
was conducted with ASM (adminiatrative staft
mamber) #7, the wound physician. ASM #7
satsted that R87 had a sacra! wound thay had
been following for 956 days. ASM #7 stated that
R8T's wound was slow to heal due to medical
comorbidities end noncompliance with offioading
and tuming and posltioning. ASM #7 stated that
there was a zinc bamier cream ordered for the
skin sround the wound but was not the primary
treatmant for the pressure ulcer. ASM #7 stated
that there should be & continuous treatment in
place for the Stage 4 presaure wound treatment,

On 6/16/2022 gt 10:54 a.m., an interview was
conducted with LPN (licensed practical nurse) #3,
unit manager. LPN #3 stated that treatments
were svidenced as complated by documenting
them on the eTAR. LPN #3 stetad that if thare
was no documantation there was no evidence to
support that anything wes done. LPN #3 they
ware glways taught that if it was not documented
it was not done. LPN #3 reviewaed the e TAR for
R87 dated 1/1/2022-1/31/2022 and stated that
they did not see any evidence that there was a
treatment in place for the sacral preasure ulcer
between 1/7/2022-1/17/2022.

On 8/15/2022 at 129 p.m., an interview was -
conducted with LPN #2, the wound nurse. LPN
#2 atated that they were new to the wound nume
position. LPN #2 stated that R87's pressure ulcer
was slow to heat due to non-compliance with
offloading and tuming and positioning off of the
wound. LPN #2 siated that they round with the
wound doctor and make any changes o

troatment orders as needed when the physiclan
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rounds, LPN #2 reviewed the physlician orders
and the eTAR for R87 dated 1/1/2022-1/31/2022
and stated that they did not see any evidence of a
treatment in place for the pressure ulcer from
1/7/2022-1/17/2022. LPN #2 steted that R87 had
the pressure ulcer during that ime and there
should have been a treatment in place,
The faciilty policy, "Skin Management" dated
§/172010 documented In part, *...Guesta/residents
with wounds and/or pressure Injury and those at
risk for skin compromise ere Identified, evaluated
and provided appropriate treatment to promote
prevention and healing..."
On 6/15/2022 st approximately 4:05 p.m., ASM
{administrative staff member) #1, the
administrator, ASM #2, the director of nursing,
ASM 3, the southsids regional clinical
coordinator and ASM #4, the regional director of
operations were notified of the findings.
No further information was provided prior to exit,
Complaint deficlency.
" F 690 | Bowsl/Bladder Inconlinence, Catheter, UTI F 680} geop
55=E | CFR(s): 483.25(e)(1)(3) Criterin 1
R40 in the facility suffered no adverse effects
§483 25(e) Incontinencs, ralated to frequency of condom catheter changes.
§483.25(e)(1) The facility must ensure that Upon notification of this information, resident
resident who is continent of bladder and bowel on #40's condom catheter orders were changed to
admlasion recelves services and assistance to meet the standards of practice.
malntain continence unless his or her clinicat
condition s or becomes such that continence is Criterig 2 B .
nol poss‘ue to mainla[n' ThCro are no ﬂddluonal m’]dcﬂls n lhc fﬂ.tllily
using condom catheters. Any guest with ?rdcr.s for
5433.25(0,(2)':01.3 resident with I.Iﬂnary Ooﬂd?m Cﬂthl.Gﬂ could be affected by this ﬂ."ﬁged
incontinence, based on the residents deficient practice. |
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F 880 | Continued From page 144 F 890 |Licensed nurses will be re-educated on the uge and
care of condom catheters 10 meet nursing standards

comprehensive assassment, the facility must
ensure that-

(1) A resident who enters the facllity without an
indwalling catheter is not catheterlzed unless the
resident's clinical condition demonstrates thet
catheterization was necessary,

(i} A resldent who enters the facility with an
Indwelling catheter or subsequently recaivas one
Is assessed for removal of the catheter as soon
as possible unless the resldents cllnical condition
demonaslrates that catheterization is necessery;
and

{lll) A resident who is incontinent of bladder
receives gppropriate treatment and sarvices to
prevent urinary tract infections and to reatore
continence to the extent possible.

§483.25({e)(3) For a rasident with fecal
Incontinence, besed on the rasidant's
comprehensive assessment, the facllity must
ensure that a resident who is incontinant of bowal
receives appropiiate treatment and services to
restora as much normal bowa! function as
poasible.

This REQUIREMENT I[s not met as evidenced
by:
Baeed on resident interview, staff intarview
clinical record raview and in the course of a
complaint investigation, the facliity ataff failed o
provide condom cathefer care and services per
professional standards for ane of 59 residents in
the survey sample, Resident #40. -

The facllity ataff falled to change Resident #40's
({R40) condom catheter every other day.

The findings Include:
"URINARY INCONTINENCE DEVICES: The

of practice.

Criteria 4

further audits and/or action.

Critgria 5
Dare of complinnce is 7/26/22.

DON and/or designee will audits of condom
catheters. These audits will be done 5 days a week
for four weeks; then one day & week For four
weeks; then twice in the [ast month.. These results
will be forwarded to the QAP committes for
review, The committee will determine the need for

(r contnuation sheet Page 148 of 164
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aystema for men most often consist of a pouch or
condom-ilke davice. This device Is securely
placed around the penis, This is often called a
condom catheter. A drainage tube is attached at
the tip of the device to ramove urine. This tube
empties into a storage bag, which can be emptied
directly Into the toilet. Condom catheters are
most effectiva when applied to a dlean, dry penis.
You may need to trim the halr around the pubic
area for befter grip of tha device. You muat
change the device ot laast every other day to
protect the skin and prevent urinary tract
infections,” This information was cbiained from

the website:
https.//medlineplus.goviency/article/003974 htm

On the most recent MDS (minimum data set), a
quarterly assessment with an ARD (assessment
referance date) of 4/6/22, the resident scorad 15
out of 15 on the BIMS (brief interview for mental
status), indicaling the nesidant was not cognitivaly
Impairad for making daily dedlsions.

On B/13/22 at 3;12 p.m., an Interview was
conducted with R40. R40 stated the candom
catheler Is supposed 1o be changed "right much"
but nurses ara currently changing It about every
10 days. R40 stated the nurses say they forgot to
change it or don’t know how to change it so the
resident has "to walt untll & good nurse comes

in." :

A raview of R40's clinical record falled to raveal a
physiclan's order to routinely chenge R40's
candaom cathetsr, A physicien's order dated
6/29/21 documented to change the resident's
condom cathetar as nesded and anather
physiclan's order datad 3/31/22 documented ©

change the resident’s condom catheter as
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neaded. R40's comprehensive care plan last
reviewed on 4/16/22 documentad, “(R40) is at
risk for urinary tract infection and catheter-related
trauma: has Condom Catheter i/ (related to)
paraplegia. Change catheter and tubing per

facility poficy..."

A review of TARs (trestment administration
racards) for August 2021 through Jun 2022
revealed R40's condom catheter was changed on
the following dates: 8/5/21, 8/28/21, 9/16/21,
1/24/22, 2/8122, 2/13/22, 3/28/22, 411/22, 4118/22,
4120122, 619122, 5/15/22, 5/25/22, 8/4/22, B/M12/22
and 6/14/22. There was no documentation to
evidence the cathater waa changed on any other

dates.

On 8/15/22 at 12:11 p.m., an interview was
conducted with ASM (administrative staff
member) #8 (the nuree practitioner). ASM #6
stated [t is a profossional standard and best
practice to change a condom catheter every day.
ASM #4 stated she was not aware R40'a condom
cathaler change was only ordered as neaded,

On 6/15/22 at 3:10 p.m. a telephone intervisw
was conductad with ASM #5 (Resident #40's
physician). ASM #5 stated a condom catheter
should be changed avery 24 to 48 hours to check
the skin for irritation/pressure ulcers and to
prevent UTls (urinary tract infections). ASM #5
stated she could not explain why R40 only had an
as negded order for the condom cathater change.
ASM #5 stated maybe this was per R40's raquest
or the routine order got lost, R40 stated she tries
to go through residents' orders when complating
recertifications bul she cannct review evary
resident's orders every day,

F 6890
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Further review of R40's clinical mcord revealed
antiblotic medication treatment was initisted for
UTls on 6/16/21 and 8/15/22.
On 8/15/22 at 3:35 a.m., ASM #1 (the
administrator), ASM #2 (the dlrector of nursing),
ASM #3 (the reglonai clinical coordinator) and
ASM #4 (the reglonal direcior of operations) were
made aware of the above concem.
On 6/15/22 at 6:20 p.m., ASM #1 and ASM #2
stated the facility did not have a poilcy or F693
standard of practice for condom catheters.
Ql:ll_ﬂ:iu
No further information was presanted prior to axit. Resident #289,494, #61. Residant #289 02 was
bagged after identification. Resident#94 O2 rate
Complaint Deficiency. wes adjusted (o to 3L as por MD order.
F gas| Resident#61 O2 was adfusted to the rate of 2L/min

F 685 | Respiratory/Tracheostomy Care and Suctioning
$S=D | CFR(s): 483.25(i)

§ 483.25(]) Resplralory cae, induding
tracheostomy care and tracheal suctioning.

The facility must ensure that a residant who
needs respiratory care, including tracheostomy
carg and tracheal suctioning, is provided such
care, consistent with professional standards of
practice, the comprehansive person-centerad
card plan, the residents’ goals and preferences,
and 483.85 of this subpart,

This REQUIREMENT Is not met ag evidenced
by:

- Based on cbservation, staff interview, dinlcal
racord review, and facliity document review, It
was determined that facllity staff falled to provide
respiratory cara and services for 3 of 59 resldents
in the survey sample, Resldents #2809, #04 and

#81.

.

per MD order.,
Criteria 2

All rosidents who recaive 02 heve the potential to
be affected by the alleged deficiency.

ja 3
Nursing staff will be reeducated on 02 orders and
checking the O2 for correct flow rate.

Cliteria 4

DON/designea or designee will complete five (5)
random audits of residents with 02 ordered by MD
for flow rate. These nudits will be completed 5 dayy’
a week for four weeks; Then one day n weck for
four weeks; then twice in the last month,

These results will be forwarded to the QAP]
committec for review. The committee will
determina the need for further audits and/or action.

viter
Date of compliance is 7/26/22.
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Tha findings Include:

1. The facifity staff failed to store Resident #
285's (R289) nasal cannula (1) In a sanitary
manner.

On the most recant MDS (minimum data set), an
admission assessment with an ARD (assessment
reference date) of 06/05/2022, the resident
scored 13 out of 15 on the BIMS (brlef intarview
for mental status), indicaling the resldent was
cognitively Intact for making daily decislona,
Section "0 Special Treatments, Procedures and
Programs” coded (R289) for "Oxygen Therapy"
whlle a resident,

On 06/13/22 at approximately 1.09 p.m., an
observation of (R2688') nasal cannula was
observed hanging over the partially open drawer
of the bedside dresser uncovered.

On 06/14/22 at approximately 3:10 p.m., an
chservation of (R28%'s) nasal cannula was
observed hanging over the partially open drawer
of the bedside dreseer uncovered,

The physician’s order for (R289) documanted in
part, "Oxygen 2l/min (two liters per minute) via
{by) nesal cannula as nesded for SOB (shoriness
of breath). Order Date: 5/31/2022. Stan Date:

-1 08/03/2022.7 g

On 06/15/22 at approximately 8:08 a.m., an
interview was conducled with LPN (licensed
praclical nurse) #7. When asked to describe the
procedure for storing a resident's nasal cannula
when it was not in use LPN #7 slated it should be
wrapped up and placed inside & bag for infection
control purposes. When informed of the
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observations dascribed above LPN #7 atated that
the nasal cannile should not have baen stored

that way.

The facility’s policy “Use of Oxygen" documented
in part, “lll. The 02 cannula or mask, when net in
usge, should be slored in a clean bag. Bag should
be changed weekly."

On 06/15/2022 gt approximataly 11:35 a.m., ASM
(administrative staff mamber) #1, administrator,
ASM #2, diractor of nursing and ASM #3, reglonal
clinlcal coordinator, ASM #4, regional director of
operations,

No further information was prasented prior to exit.

Raferences:

(1) Tubing used to daliver oxygen at levals from 1
to 8 Umin. The nasal prongs of the cannula
extend approx, 1 ¢m into aach naris and are
conhacted to a common tuba, which is then
connacted to the oxygan aourca. This
information was obtained from the website:
http.//medicel-dictionary.thefreedictionary.com/na

sal+cannula.

2. For Resident #84 the facility ataff failed to
administer oxygen at the physician ordered rate.

Resldent #94 was admitied to the facllity on
3/30720. On the most recent MDS (Minlmum
Data Sat) an annual assessment with an ARD
(Assessment Reference Date) of 5/10/22,
Resident #34 scored an 11 out of e posslble 15
on the BIMS (brief interview for mantal ataus)
fndicating the resident was moderately impaired
in abllity to meke daily life decislons, The
resldent was coded as requiring total care for all
Event ID: PHHVTY Falily D; V024
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oareas of activities of daily itving, except for eating
which only required supervision.

A review of the clinleal record ravealed a
physician's order dated 1/25/22 for oxygen at 3
liters per minute continuously.

On 6/13/22 at 1:13 PM and 6/14/22 at 8:04 AM,
Resldent #84 was observed in bed with oxygen
on. The flow moter refiected an oxygen rate of
1.5 liters per minute as evidensed by the line for
the 1.5 liter meark crassing through the middie of
the flow meter ball.

On 6/14/22 et 3:00 PM, an interview was
conductsd with LPN #4 (Llcenssd Practical
Nurge). She stated that the resldent's oxygen
rate should be 3 liters per minute. Whan asked If
the rate was set at 1.5 litars, was the oxypen
bsing administerad as ordered, she stated that it

was not.

A raview of the comprahsansive care plan
revealed one dafed 10/10/20 for "[Resident #94)
hae e potentiel for difficulty breathing and risk for
respiratory complications...” This care plan
included the intarvention, dated 3/15/21 for
“Administer medication and treatmentls per

physician orders....oxygen per order..."

The facility policy, “Use of Oxygen" waa reviewed,
This policy did not decument anything about .
verifying physician's orders for the use of and rate

of oxygen.

On 8/15/22 at approximately 4:00 PM, ASM #1
{Administrative Staff Membar), the Administrator,
ASM #2, the Diractor of Nursing, and ASM #4, the
Reglonal Dirgctor of Operations were made
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aware of tha findings. No further information was
provided by the end of the aurvey,

3. The facility staff falled to provide respiratory
therapy as ordered for Resident #681. Resldent
#61 was observed with oxygen via nasal cannula
el 3 iters per minute on 6/13/22 at 1:00 PM,
6/14/22 at 9:00 AM and 8/14/22 at 2:50 PM.

Resident #81 was admitted to the facility on
4/23/21 with diagnoses that include but are not

limited to:
COPD {chronlc abstructive pulmonary disease).

Resident #51's most recent MDS (minimum data
aet) asgessment, a quarterly assessmaent, with an
assossment refarence dale of 4/22/22, coded the
resident as scoring 7 out of 15 gn the BIMS (brief
interview for mental status score), indicating the
resident was severely cognitively impaired,

Resident #81's care plan dated 4/24/21 with no
revision date, revealad the following, "Need:
Resident has a potentlal for difficulty breathing
and risk for respiratory complications related to;
COPD. Interventions: Elevate head of bed,
encourage cough & deep breathing, Oxygen as
ordered via nasal cannula every shitt for SOB
(shortness of breath), COPD axygen per order.”

A review of the physician's orders dated 4/4/22,
revealed the following, “Oxygen 2Umin via nasal
cannula for SOB. every shift for S0B."

Resident #81 was abserved with oxygen via nasal
cannula at 3 liters per minute on 6/13/22 ol 1:09
PM, 6/14/22 at 9:00 AM and 6/14/22 al 2:50 PM.
The oxygen concentrator (s the invacane

Perfecto2.
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Continued From page 152

Resldent #61 wa unabie to be interviewed due to
cognitive Impairment.

On 8/14/22 at 2:55 PM, LPN (licensed practical
nurse) #3 was asked to observe the oxygen
setting on Resident #6561,

An interview was conducted on 6/14/22 at 3:00
PM with LPN #3. When askad the oxygen satting
observed, LPN #3 stated, it Is sat on 3 liters nassal
cannula. ! need to check the order. When asked
how she read the level at 3 liters, LPN #3 stated,
you road the number whare the center of the ball
Is located. LPN #3 checked the order In the
madlcal record and stated, the order Ia for 2 litars
nasal cannula. | will go change it now. VWhen
agked if the oxygen being set at 3 liters nasal
cannuls, Indicatad that the oxygen was being
monitored for correct therapy, LPN #3 stated,
"No, ltis not."

On 6/14/22 at 4:20 PM, ASM #1, the
administrator, ASM #2, the dimactor of nursing,
and ASM #3, the raglonal dinlcal coordinator
ware fnformed of the above concem.

According to the instruction manual for the

Invacare Penfacto2 oxygen concentrator, "To
properly read the fiowmetar, locate the prescribed
flowrate line on the flowmster. Next, turn the flow -

the ball on the liters per minute fine prescribed.”

According to the facllity’s “Physician orders”
pollcy datad 8/24/21, which revealed the
following, "Treatment rendered to a
gusstiresidant must be In accordance with the

F 695

apecific standing, written, verbal, or telephone

If continuation shest Page 153 of 184

FORM CM$:2587(02-80) Pravious Versiahs Obsalsla

Event ID:PHHVI1

Facllly I0: VAQ240



P.155/185

0771172022 14: 51 (FAX)
PRINTED: 06/28/2022
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF OEFICIENCIES (X1) PROVIDER/SUPPLIERACLIA (%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
c
455109 B.WINO 0&/18/2022
NAME OF PROVIDER OR SUPPLIER STREETAGDRESS, CITY, 6TATE, ZIP CODE
THE LAURELS OF UNIVERSITY PARK M0 FRBINRTON KD
RICHMOND, VA 23133
x40 SUMMARY STATEMENT OF DEPICIENCIES ) PROVIDER'S PLAN OF CORRECTION o)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED @Y FULL PREAX {EACH CORRECTIVE ACTION S8HOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 895 | Continued From page 153 F 685
ordar of & phyalcian or other licensed health
professlonal ordaring within their scope of
practice and dinleal privilages.”
No further information was provided prior to exit.
Fe97  peor

F 897 | Pain Management
$8=E | CFR(s): 493.25(k)

§483.25(k) Pain Managsmant.

The facllity must ensure that psin managsment |s
provided to residents who require such services,
consistant with professionsl standards of praclics,
the comprahansive person-centered care plan,
and the residents’ goals and preferences,

Thls REQUIREMENT is not met as evidenced
by:
Based on resident Interview, staff Interview,
clinical record review and facllity document
raview, it was detarmined that the facliity staf¥
falled to Impfement a complets pain management
program for one of 59 residents in the survey
semple, Resident #58 (R58).

The findings include:

Facility staff failed to conduct complete pain
assesamants and attempt non-pharmacological
interventions prior to the adminlstration of a PRN
{as needed] pain madication, tramadol (1).

{R58) was admitted fo the facility with a diagnosis
that included by not limited to: rheumateid °

arthritis.

On the most recent MDS (minimum data set), an
admission assessment with an ARD (assesament
referance date) of 04/17/2022, the resident
gcored 15 out of 15 on the BIMS (brief interview

9 .

R.fJS8 was pravided s needed pain medication
?mhout documenied non-pharmacologic
Interventions. Resident W58 is now receiving non-
pharmacolaglcal intervenrions prior to
administration of pain medication.

Criterio 2

All residents who have as necded medications for

pain have the potentin| to be affected by the alleged

deflciency.

Crlteriad

Nursing staff will be re-educated on documentation
of NPI (non-pharmecological interventions) prior to
administering any as nceded (PRN) medication.

Criterin 4
DON/dasignes or designee will complete five (5)
random audits of resident documentation who are
prescribed As Needed/PRN medications by the
MD/NP. These audits will be done 5 days a week

| for four weeks; then one day a week for four

I weeks; then twice in the last month. Tho results
wil| be forwarded to the QAPI committee for
review. The comminee will detormine the need for

further audits and/or action.

Criterjg 5

Date of compliance is 7/26/22.
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for mental statuz), indicating the residant la
coghitively Intact for making daily decisiona.
Section JO300 "Pain Presence” coded {R56) as
having frequent pain In the past 5 (five) days.
Section JO600 "Pain Intensity” coded (R58) as
having & pain level of five out of tan with tem
balng the worse pain,

The physician’a order for (R58) documented In
part, "Tramado! HCI (hydrochloride) Tablet 50 MG
(milligram). Give 1 tabiet by mouth every 6 (six)
hours as needed for paln. Complate NPI
{non-phemacological interventions) with uss.
Order date: 4/18/2022."

The eMAR (alectronic medication administration
record) for (R58) dated June 2022 documented
the physiclan's order as stated above and
"Pain-Non-Pharmacological Interventions:
Document Non Pharmmacologicat inlerventions
usad: 1)Meassage. 2) Meditaton/Relaxation.
3}Positioning. 4) lce/eold pack. 5)Divarslonal
Actlvity. 8) Quided imagery. 7) Rest. 8)Social
Interaction. as needed Document
NonPharmacological intarventions using the
comesponding number. Start Date 04/12/2022."

Review of tho eMAR falled to evidence
documentation of non-phamacological
interventions as stated abova from 08/01/2022
through 06/12/2022, The eMAR revealed that
(RS9) received 50 mga of tramadol on the
following dates and times, with no evidence of the
location of pain, type of pain and
non-pharmacological interventions baing
atternpted on; 06/01/2022 at 7:08 a.m.,
08/02/2022 at 10:48 a.m. and at 6:20 p.m.,
08/04/2022 al 12:21 p.m., 06/06/2022 at 8:24

a.m., 08/07/2022 at 10:19 a.m. and at 9:59 p.m.,
Evam ID:PHIVTY Faaifty ID: VAO246 If cantinuation sheet Page 165 of 184
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06/08/2022 at 6:20 p.m., 06/09/2022 at 8:25 p.m.,
06/10/2022 et 5:50 a.m., 08/11/2022 ot 9:38 p.m.
and on 068/12/2022 at 4:32 a.m. and at 8:33 p.m.
Further review of the eMAR failed to evidence
non-pharmacelogical intervantions being
attempted on: 06/03/2022 at 11:07 a.m,,
08/08/2022 at 9:43 p.m. and on 08/08/2022 at
848 am.

‘The comprehensivae care plan for (R58)
documented in part, "Focus. (R68) Is at risk for
paln and/or has acute/chronic paln r/t {related to)
DX (dlagnoses: RA (rheumatoid arthritls), DJD
{degenerative joint disease), GERD
{gastroesophageal reflux disease), Date Initiated:
047132022, Under "Intarvantions" it
documanted in part, “Evaluate the effactiveness
of paln Interventions as given. Review for
compllance, allaviating of symptoms, dosing
schedules and resldent satisfaction with resuits,
impact on functional ablilty and impact on
cognition as needsd. Date Initiated: 04/13/2022."

Ravlew of the facility’s nurse’s notes for (R58)
dated 06/01/2022 through 06/12/2022 falled to
evidance the locatlon of pain, type of paln and
non-phamacological Interventions being
attempted on the datas and times listed above
and failed to evidenca non-pharmacslogical
interventions being attempted on the dates and
timas isted above, .

On 06/13/22 at approximately 12:52 p.m., an
Interview was conducted with (R58). When
asked If they recaive as nesded pain medication
(R58) statad yes. When asked of the nurse
attempts to allaviate their pain by other means
before edminiatering their pain medication (R56)

stated that nurse just gives them thalr medication.
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On 05/15/22 at 8:00 a.m., an Interview was
conducted with LPN (licensed practical nurse) #
7. When asked to describe the procedura when
administering as needed pain medication LPN # 7
stated that tha nurse assesses the resident’s paln
by obtalning the severity of the resident's pain on
a scale of zere to ten, with ten being the worge
pain, the locatlon of the pain and the type of pain
such as throbbing or stabbing. LPN # 7 stated
that the nurse would then start with
non-pharmacological Interventions such as
repositioning, les pack, or heat, and if that does
not alleviate the resident's paln, they would
administer the prescribe medication. When
asked how oftan non-pharmacological
intsrventions LPN # 7 stated that it should be
attempted each time belore the as needed pain
madication is administerad. Whan asked whems
it would be documented that the locatlon of pain,
typa of pain and non-phammacclogical
Interventions weare attempted LPN # 7 stated that
it would be documented in the nurse's notes or
the eMAR, When asked why It |a important to
attampt non-pharmacological interventians prior
to the administration of es needed paln
medication LPN # 7 stated that it could decrease
use of paln medication. After revisw of the eMAR
for non-pharmacological interventlons LPN # 7
was asked about the missing documentation.
LPN # 7 stated that thay could not-say

- | nonpharmacological Interventions were

attempted because It was not documented. After
reviewing the facility's nurse'’s notes for (R58)
dated 06/01/2022 through 08/12/2022 and the
eMAR for the administratlon of Tramadol LPN # 7
was asked if the location of pan, type of pain and
non-phamacological interventions were
documented for the dates listed above, LPN#7

F 687
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The fadliity's policy "Paln Management”
documented in part, "8. Ask tha guast/resident
and obzerve to determine the intensity of pain:
Mild pain - If a guest/resident indicates his or har
pain la "mild". Moderate pain - if a guestiresident
Indlcates hls or her pain is “moderate”, Severe
Pain- If a guestiresident indicates his or her pain
is “savere”. Very severe or Horrlble - if @
guestiresident indicatss his or her pain s "vary
severe or horrible”, 7, Ask the guesliresident and
observe to determine the location of pain ... 14.
The staff will implement the care plan, monitor
the guest/resident, and administar therapeulic
interventions for pan, If ardered.”

On 06/15/2022 at approximately 11:35 a.m., ASM
(administrative staff mamber) # 1, administrator,
ASM # 2, director of nursing and ASM # 3,
reglonal clinical coordinator, ASM# 4, reglonal
director of operations,

No further Information was prasented prior to exit.

Referencas:
(1) Tramadol is used to relleve moderata to

moderately severe pain. Tramedol
extanded-release lablets and cepsules are cnly
used by people who are expacted {o need

'| medication to relisve pain around-the-clock. This
information was obtained from the website:
https.//mediineplus.govidruginfo/meds/agos011.ht
ml.

F 898 | Dialysis

88+E | CFR(g): 483.25(l)

§483.26(l) Dielysis.
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The fadliity must ensure that rasldents who
require dialysis raceive such sefvices, consistent
with professional standards of practice, the
comprehensive psrson-centsred care plan, and
the residents’ goals and preferences.

This REQUIREMENT s not met as evidenced
by:
Based on staff interview, resident interview,
clinical record raview, and facllity dacument
revisw, it was determined the facllity eteff falled (o
provide dialys!s care and services for two of 59
residaenta in the survey semple, Resident #76 and
Resldent #116.

The findings Inciude;

1. For Resident #78, the facillty failed to provide
communication to the dialysls faclilty for 10 of 14
visits In March 2022, 11 of 13 visits In April 2022,
13 of 13 visits In May 2022 and 4 of 5 visits In
June 2022 and falled to monitor the catheter slte
for signs of infection and bleeding,

Resldent #78 was admitted to the facllity on
7/19/21. Rasident #76's dlagnoses included but
were not limited to; ESRD (end stage renal
disease) and dementin.

Resident #78's most recent MDS (minimum dala
set) assessmoant, an annual assessment, with an
assaessment reference date of 3/19/22, coded the
resident as scoring 8 aut of 15 on the BIMS (brief
interview for mental stetus) acore, indicating the
resldent was moderately cognitively impaired.

Areview of Resident #768's comprehensive care
plan revisad 9/9/21, revealed the following,
"NEED: Resident is at risk for compllcations
related to neads for dialysis due to: End Stage

Resident #76 suffered no adverse outcomes relared
to the elleged fallurs of the facility to monitor the
resident’s catheter site for signs of infectlon and
bleeding or provide communication to the dialysis
thcility where the resident recelves treatment,
Resident #116 suffered no adverse outcomes
related to the alleged failure of the facility to
provide dialysis communication formas for resident
#116's dialysis appointments. Upen notification of
the alfcgations, unit staffl and werd clerk were re-
educated on providing dialysls communication
forms for residents #76 and #116 and the stafT
responsible for resident #76 wers re-educated on
monltoring the catheter site for signs and symptoms
of Infection.

Criteria 2
All residents receiving dialysis have the potential of
being affectad by the alleged deficient practice,
Audit completed on dialysis residents and those
with dialysia catheters 1o ensure compllance.

Criteria 3

Nursing siaff and ward clerk will be re-educated on
ensuring dinlysis communicetion forms are used
and that cetheter sites are monitored for signs and

symptoms of infection.

Criteria 4
Don and/or designee will complete audits to ensure
dialysis communication forms arc utilized and the
dialysis catherer gltes are monitored-for signs and
symptoms of infectlon, These sudits will be done §
days a week for four weeks; then one day a week
for four weeks; then twice in the {ast month, These
results will be forwarded to the QAPI committee
for review. The committee will determine the need
for further audits and/or action.

Critgria §

IDau: of compliance is 7/26/22.
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Renal Dissase. dlalysls cath replaced 1/6/21.
Hemodlalysis Tuasday, Thursday, Saturday.
INTERVENTIONS: Observe for signs/symploms
of infection lo access site: Redneas, Swelling,
wamnth or dralnage/bleeding and other signs of
infection: fever, gensralized malalse, complaints
of abdominel pain, chlils. Document and report
abnommaf findings to the physician. For
Hemodlalysis: Facility will utilize the Dialysis
Communication form te communicate with the
dialysis center. Sand the dialysls communicetion
book to the dislyala center with each
appointment. Upon return from the dlalyesis center
revisw the communication beok including any
progress notes. Provide an update to the
physician and any staff membar/disciplines es

neaded.

Areview of the physician's orders dated 8/9/21
ranawed 5/2/22, revealad the following,
*Hemodialysis Tuesday, Thursday, Saturday.
Moniltor dialysis catheter Right Chest for
slgna/aymptorns of Infection. May reinforce
dressing If needed. Monitor every shift."

A review of the dialysis binder for Resident #76
on 6/14/22, revealed the following, the facility's
"Hemodiafysls Communication Form" was
completed on the following dates, 8/14/22,
4122122, 417122, 3/29/22, 3/26/22 and 3/24/22,

The facility falled to-provida communication to the
diatyals facliity for 10 of 14 visits In March 2022,
the missing dates in March 2022 were: 3/1, 3/3,
a/8, 3710, 3712 3115, 3/17, 3119, 322 and 3/31.

The facllity failed to provide communication to the
dialysis facility for 11 of 13 visits in April 2022, the
misaing dates in April 2022 were: 4/2, 4/5, 4/9,

Event 1D:PHHVTT Facllty 0; VAD240
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4/12, 4114, 4/18, 4119, 4/23, 4/28, 4/28 and 4/30,

The facllity falled 10 provide communication to the
dialysis facllity for 13 of 13 visits in May 2022, the
missing dates In May 2022 were: 5/3, 5/5, 517,
6/10, 612, 5114, 5117, 519, 5121, 5/24, 5/26, 5/28
and 5131,

The fadility falled to provide communication to the
dislysia facifity for 5 of § visits in June 2022, tha
migsing dates in June 2022 were; 6/2, 6/4, 617,

8/9 and 8/11.

A review of the TAR (treatment administration
record) for March 2022, ravealed the following,
“Monitor dialysls cathsater Right Chest for
signs/symptoms of infection. May reinforce
dressing If ngeded. Moniter every shint*
evidenced that 24 out of 93 shifis were missing
documentation. Missing dates were day shift:
3N, 312, %, U5, 38, 37, 3112, and 3/15; evening
shift 3/3, 3/8, 3/8, 3/8, 3/24 and 3/26 and night
shift 34, %, 3/8, 3/7. 3/8, 3110 3/11, 314, 315,
3/22 and /29,

A review of the TAR for April 2022, revealed the
following, “Monitor dialysis catheter Right Chest
for signs/symptomas of Infecilon. May reinforce
dressing if needed. Monitor every shift”
ovidenced that 8 out of 81 shifts were missing
documentation. Missing datas ware day shift:
4/, 4/9, 410 and 4721; evaning shift 4/8 and
hight shift 4/4,

A review of the TAR for May 2022, revealed the
following, "Monitor dialysls cathater Right Chest
for signs/symptoms of infection. May rainforca
dressing If needed. Monitor every shin”

F 898

evidencad that 8 cut of 90 shifts were missing
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documentietion, Missing dates were day shift:
5/8, 5/17 and 6/23; evening shift. 5/23, 5/25, 5/26

and 5/28 and night shift 6/11,

A review of the TAR for June 2022, revealed the
following, "Monitor dlalysis cathetsr Right Chast
for signs/symptoms of infaction. May reinforce
dressing f needed. Monitor every shift”
evidenced that 6 of 42 shifts were missing
documentation. Missing dales were day shift;
8/5, &/8, 8/10 and &/11; avening shift &/10 and
night shift 6/8.

On 6/13/222 at 3:25 PM, an interviaw was
conducted with Resident #76. When asked If she
had a dlalysis binder, Resident #78 statad, ‘I
have one. | belisve | lett It at the dlalysis canter.”
When asked if they (nursing staff) check the
dialyals catheter slte every shilt, Resident #76
statad, "l do not think 80.”

An interview was conducted on 8/13/22 at 3:30
PM with LPN (licensed practical nurse) #1. Whan
asked for the dialysis binder for Resident #76,
LPN #1 stated, "It is not up here, it may be in the
resident's room." When asked the purpose of the
dlaiysls communication form, LPN #1 stated, "It is
to pravide information to the dlalysis center about
the resident’s vitel signs, welght and any
additional important information. The dlaiysia
canter sends us information back about welght
changes or orders.” When asked the frequency
of sending the communicetion form to the dislysis
canter, LPN #1 stated, it is sent with every visit.
When asked what specific came is providad to a
resident with hemodialysis, LPN #1 slated, "We
check the dialysis cathater or fistula site for
bleeding or infection. If thare is a fistula, we
chack for a bruit or thrill.” When asked the
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frequency of these checks, LPN #1 stated, it is
every shit. When asked where thig Is
documented, LPN #1 stafed, it Is documented on
the TAR. When asked if there are blanks In the
TAR, what does that indlcate, LPN #1 stated, it

means that it was not done.

A request was made on 6/14/22 at 12:15 PM for
tha dialysls communication forms from 3/1/22
through B/14/22 for Resldent #76. The dialysis
binder was provided on 6/14/22 at 2:09 PM.

On 6/14/22 at 4:20 PM, ASM #1, the
administrator, ASM #2, the director of nursing,
and ASM #3, the reglonal clinical coordinatar
were informed of the above concern.

A review of the facility's "Hemodlelyals" policy
deted 10/18, which reveals, "The facllity
completas the appropriate section of the
hemodialysis communiceation form prior to the
guestrasident receiving each dialysls session
and agaln when the resident relums. Evsluate
the resident dally for dialysis access slte and
possible complications, including, but not limited
fo: bleeding, stenosis, infection, steel syndrome

OF aneurysms.

No further information was provided prior to exit.

2. The facility staff falied to provide dialysis
communication forma for (R116's} to the dialysis
contar on 05/20/2022, 05/23/2022, 06/25/2022,
058/27/2022, 05/30/2022, 08/01/2022, 08110/2022
and 06/13/2022 and failed to completa dlalyals
communication forms on 05/13/2022, 05/16/2022,
05/16/2022, 06/03/2022, 08/06/2022 and

06/082022.
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(R116) was admitted to the facility with diagnoses
included but were not limited te: acule kidney

failure.

On the moal recent MDS (minimum dats set), an
annual assessment with an ARD (aasessment
reference date) of 056/15/2022, the resident
scored 14 out of 15 on the BIMS (brief interview
for mental status), Indiceting the resident is
cognitively intact for meking daily decislona.
Section "O Special Treatments, Procedures and
Programs* coded (R 116) for "Dialysis” while @
resident,

The physician's order for (R118) documented In
part, "Hemodlalysis Monday, Wednesday, Friday.
"{Name of Dialyals Center and Phone Number]
chairtime (chalr time) 1200p (12:00 p.m.). Ordar
Date: 05/12/2022."

"Check vital signs prior to dialysis (T,P,R,BP}
(temperature, pulse, respiration, blood pressure)
post (after) dlalysis Monday, Wednesday, Friday.
Every day shift Men, Wed, Fri, (Monday,
Wednesday, Friday). Order Date; 05/12/2022."

The comprehensive care plan for (R 118) dated
05/12/2022 documented In part, "(R116) Is at rigk
for complications R/T (related to} needs dialysls
due to: ESRD (end stage renal disease). Date
Inltlated: 06/12/2022." Under*intarventions” it
documented In part, "Resident receives dlalysis
Monday, Waedneaday, Friday. Date Initiated:
05/12/2022."

The facility's “Hemodialysis Communication
Forms" for (R118} documented in part,
"COMPLETED BY THE FACILITY BEFORE
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DEPARTURE. VS (vital signs). BP: T:P: R:,
Mantal Statua;, Medicalion Dialysis:, Medication
Changes:, Pertinent Labs: Condition of Shunt:,
Special Instructions to Dialysis Unit:, Nurge
Signature:.” Under "COMPLETED BY THE
FACILITY UPON RETURN" it documented, “VS:
BP: T: P: R:, Mental Statys:, Condltion of Access

Site:, Nurse Signature:,”

Review of (R116's) dlalysis communication book
falled to evidence the facllity’s "Hemodialysls
Communication Forms" for 05/20/2022,
05/23/2022, 05/25/2022, 05/27/2022, 05/30/2022,
08/01/2022, 08/10/2022 and 08/13/2022, Furthet
review of (R118's) dialygis communication book
revealed blanks under VS: BP: T: P: R:, Manta
Status:, Medication Dlalysis:, Medication
Changes., Pertinent Labs: Condition of Shunt;
and Nurse Signature: on 06/03/2022 under the
heading "COMPLETED BY THE FACILITY
BEFORE DEPARTURE." Under "COMPLETED
B8Y THE FACILITY UPON RETURN" there were
blanks under *VS: BP: T: P: R:, Mantal Status:,
Conditlon of Access Site:, Nurse Signature:” on
05/13/2022, 05/16/2022, 05/18/2022, 06/03/2022,
06/06/2022 and on 06/08/2022."

On 06/14/2022 st approximately 10:10 a.m., an
Interview was conducted with LPN (llcensed
practical nurae) #7. Whan aaked why il was
important to complete the dialysls communlcation
forme prior the resident going to the dialysia
center LPN # 7 stated that it provided a bassline
and the nurse could compare the resldent's
medical status before and after dlalysls and with
dialysis. When asked why it was Important to
completa the dialysis communication forms when
the resident comas back to the facility from the
dialysis canter LPN # 7 stated that it directed the
Event ID:PHHVAT Fackky (D: VAD249
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nurse to “put eyes on the resldent”, gaugas how
well the resident was doing, see any
recommendations from the dislysls canter and
check the rasident's dialysis access site. After
reviewing the dlalyals communications sheets
dated 05/13/2022, 06/16/2022, 05/18/2022,
06/03/2022, 06/08/2022 and on 08/08/2022 for
(R116) LPN # 7 stated that If it wasn't
documented then it wasn't dona. When asked
about (R116'a) miesing dialysis communication
shaets for 05/20/2022, 05/23/2022, 05/25/2022,
05/2T/2022, 05/30/2022, 08/01/2022, 08/10/2022
and 06/13/2022, LPN # 7 stated that they did not

have them.

The facllity's policy "Hemodialysis” documentad in
part, "4, The facllity completas the appropriate
section of the hemodialysis communication form
prior to guaslt/resident recelving each dialysls
session and again when the guest/resident
retums from hemodialysis.”

On 08/14/2022 et epproximately 4:13 am., ASM
{administrative staff member) #1, adminlstrator,
ASM #2, director of nureing and ASM #3, reglonsl
clinical coordinator, ASM #4, reglonal director of

operations.

No further Information was presanted prior to exit.

Referonces: .
(1) Dlalysis treats and-stage kidney failure, It

remeves waste from your blood when your
kidneys can no longer do thelr job. Hemodialysis
({and other types of dlalysls) does some of tha job
of the kidneys when they stop woriing well. This
information was obtainad from the website;
hitps://madlineplus.gov/ency/patiantinstructions/

00707.htm,
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§8=0 [ CFR(s): 483.35(d)(7
(s) S(d)(7) Calteria |
: Facility residents suffered no adverse o
§483.35(d){7) Regular in-service education. 3¢ outcomes
The facility must complete & performance review :itﬂ; ° g:‘;f Wf.’"d CN2 #8 allegedly not
of gvary nurse aide at least once overy 12 'Nursin gl periormance/compatency reviews.
; g leadership re-educated on completing
maontha, and must provide reguler in-service f B ]
perlormence reviews and ensuring CNAs complete
education based on the outcome of these thelr annua! com :
N , petencies.
reviews. In-service tralning must comply with the '
requiremants of §483.95(g).
Thlis REQUIREMENT (s not mat a9 evidenced *All active residents receiving assistance from
by . fucility CNAs have the potentiat to be affected by
Based on staff Intervisw and employee record the alleged deficiency. Audit completed of 2l
review, It was determined the facility staff falled to icurrent CNAs and performance reviews were
complete annuel performance/competency comgleted to ensure compllance with the alteged
reviews for two of five CNA (certified nursing deficiency.
asslatant), CNA#7 and CNA #8. .
Crltoria 3
The findings Include: Nursing leadership will be re-educated on
completing CNA performancae reviews and CNA's
Five CNA amployeo records were reviewed for will be re-cducated on comploting their annual
thelr annual performance/compeatency reviaws. competencies.
On 6/13/2022 at approximately 5:00 p.m. & Criteria 4
request was made for the annual Dircctor of Nursing and/ .
poromanceicompatarcy rdews compleled vt o ko Gigee vl compi
CNA #7 and CNA #8. CNA #7 was h'md on pcrfomm‘:c revicws to ensvro they have met fhe
9/2/2020 and CNA#8 was hired on 3/17/2021, regulation. These audits will be done 5 days a week
for four weeks; then one day a week for four
A second request far the annual weeks; then twice in the last month. The results
performance/competency reviews was made on will be forwarded to the QAPI committee for
8/15/2022 pf approximately 10:30 a.m, review. The committee will determine the nced for
. . further audits and/or action. C
At the and of the day meeting on 8/15/2022 at
2:34 p.m. A third request wae mada for the Criteria 5 iance is 7126122
performancs/competency revisws for CNA #7 Date of compliance is "
and CNA #8. At that time ASM (administrative
staff member) #1, the administrator, stated the
facitity did not hava the annual
performance/competency reviews for CNA #7
and CNA#8.
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An interview was conducted on £/15/2022 at 2:45
p.m. with ASM #4, the regional director of
oporations. When asgkad the process for CNAs to
get their annual perfomance/competency
reviews, ASM #4 stated the payroll employee
tracks who is due and gives the list to the
department manager. ASM #4 stated the DON
{director of nursing) has only been In the position
for two months as well as the payrall employee,

A policy on annual performance/compstency
reviews was requested on 6/15/2022 at
approximately 4:00 p.m.

ASM #1, ASM #2, tha director of nursing, ASM
#3, the regional clinical coordinator, and ASM #4,
the regional director of operations, were made
aware of the above concemn on 6/15/2022 et 4:18

p.m.

On 6/15/2022 8t 8;20 p.m. ASM #1 and ASM #2,
the director of nursing, Informed the surveyors the
facllity did not have a policy on annual
performanca/competency reviews.

No further information was grovided prior to exit
Free of Medication Error Rts § Prent or More
CFR(s): 483.46{(N)(1)

§4083.45(f) Medication Errors.
The facllity must ensure that its-

§483.45(0)(1) Medlcation emor rates are not 5

percent or greater;
This REQUIREMENT Is not mat as avidencad

by:
Based on observation, resident interview, staff

F730

F 759

F759

! :l ilsl i! ! .

The medication Errors for resldents # 14 and 96 did
not regult in any il affects. MD was notified on
both residents and order to monltor was received.

Criteria 2 .
All residents who have medications administered at
the facllity have the potential to be affected by the

alleged defleiency. ‘

|
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i Licensed nurses will be re educated on the

Interview, clinical record review and facility
document review, it was detemined that the
facility staf! falled to ensure a medication error
rate of less than 6%. The facility medication error
rate was 10.71%, having made 3 identifled
medication errors out of 28 opportunites. The
errors wera for 2 of 3 residants in the Medication
Adminlatration task; Residents #14 and #88,

The findings Include:

1. For Resident #14, the facility staff failed to
ansure the resident waa free of medication errors.

Resident #14 was admitted to the facility on
3/12/21. On the annual MDS (Minimum Data
Set) assessment with an ARD (Assessment
Reference Date) of 3/11/22, Resldent #14 scored
& 15 out of a possible 15 on the BIMS (brief
Interview for mental status) indicating the resident
was cognitively Intact In ability io make dally iife

decisions.

A raview of the facility policy, "Med)cation
Administration" was conducted, This pollcy
documented, “Medications are administered In
accordance with written orders of the sttanding

physiclan.”

On 6/14/22 at 8:17 AM, LPN #5 (Licensed
Practical Nurse).was observed to prepare and
admirister the followlng medications for Resident

4

Methimazole (1) 5 mg (milligrams), 1 tab,
Buspar {2) 10 mg, 1 tab

Asplrin (3) 81 mg, 1 tab

Magnesium Oxide (4) 400 mg, 1 tab

Medication Adminisiration policy, Licensed nurses
will have a medication pass audit completed

Critgria 4

DON/designee or designee will completc five (5)
random audits of residents with medications
ordercd for assurance medications are signed and
given. Medicatlon pass audits will be reviewed by
DON/Designee to assure competency, Thase audits
will be completed 5 days a week for four weeks;
Then one day a week for four weeks; then twice in
the last month. Theso results wlfl be forwerded to
the QAP! committee for review, The committee
'Wwill determine the need for further audits and/or

action.

Critetia 5
Date of compliance is 7/26/22.
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On 6/14/22 at 11:16 AM, reconcillation of the
medications was conductad compared with the
physician's orders. An order dated 8/8/21 fora
lidocaine 4% pateh (5) to the left knee every
moming was noted. Jt was notsd that LPN #5
signad out for a lidocaine patch to (eft knes as
being edministerad when it had not been
administered.

On 6/14/22 at 12:40 PM an interview was
conducted with Resident #14. When asked if
they recelved their pain patch on their knee this
meming, they staled that they did not.

On 6/14/22 at 12:40 PM an Interview was
attempted with LPN #5 regarding the missed
medication. He refused to answer any questions,
denled doing anything wrong and walked away

from the surveyor,

On 8/14/22 at 12:45 PM the abova concem was
reported ta ASM #1 (Administrative Staff
Member) the Administrator and ASM #4, the
Regional Director of Operations,

On 6/14/22 at 3:00 PM, an interview wag
conducted with LPN #4 (Licensed Practical
Nurse} In regard to medication edminlairation,
LPN #4 stated that staff should not sign out for
medlcations that were not given,

A raview of the comprehensive cere plan
revealed one dated 3/23/21 for "[Resident #14] is
at risk for conatipation R/T (related to): decreased
mobility, medications side effects.” This care
plan includad the Intervention, dated 3/23/21 for
"Administer medications as ordered and observe
for ineflectiveness/sida effects. Report abnormat

findings to the physlcian."
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On 8/15/22 at approximately 4:00 PM, ASM #1
{Administrative Staff Mambaer), the Administrator,
ASM #2, the Director of Nursing, and ASM #4, the
Regional Director of Operations were made
aware of the findings. No further Information was
provided by the end of the survey.

Referances:

{1) Methimazole - Is uaed to treat hyparthyroidism

information obtained from
htips://medlineplus.gov/druginfo/meds/e662484.h

tmf

{2) Buspar - Is used to treat anxaty

information obtained from
hitpa:/imediinepius.govidruginfo/meds/at88005.h

tmi

{3) Aspirin - is used to treat paln, fever, prevent
heart attacks and strokes

Information obtained from
hitpa:/medlineplus.govidruginfo/meds/a682878.h

tmi

(4) Magnesium Oxide - Is used {o treat indigastion
Information obtalned from
hitps://medliinepius.govidruginfo/meds/aB801074.h
tml

(5) Lidocaine - Is used to treat pain
Information obtalned from
hitps://medlineplus.govidruginfo/meds/at03028.h

tmi

2. For Resident #96, the facility staff failed to
enswe the resldent was free of medication errors.
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Residont #06 was admitted to the facility on
2/15/20. On the quarterty MDS (Minimum Dala
Set) with an ARD (Asssessment Refsrence Date)
of 5/11/22, Resident #98 scored 8 13 outof a
possible 15 on the BIMS (brief intarview for
mental status) indicating the residant was
cognitively intact In ability to make daily life
decislons. The rasident was coded as
supervision for epting and extensiva to total care
for other areas of activities of dally llving.

A raview of the fadlilty pelicy, “Medication
Adminlatration® was conducted. This policy
documented, "Medlcations are administerad in
accordance with written orders of the attending

physician."

On 6/14/22 at 8:28 AM, LPN #5 (Licensed
Practical Nurse) was observed to prepare and
administer the following medications for Resident
#08:

Dulera (1) 100 meg (micrograms) / 5 meg inhaler
Asplrin {2) 325 mg (mllligrams), 1 tab

Vitamin D3 (3) 25 meg, 1 tab

Colace (4) 100 mg, 1 tab

Glipizide (5) 5 mg, 1 tab

Qenvoya (8) 150 mg/150 mg/200 mg/10 mg, 1
tab

Risperdone (7) 0.5 mg, 1 tab

Prednisone (8) 10 mg, 1 tab

Senna (9y8.8mg, 1 tab

Acstaminophen (10) 325 mg, 1 tab

Spiriva (11) 18 meg

On 6/14/22 at 11:16 AM, reconciliation of the
medications was conducted comparad with the
physiclen’s orders. An order dated 6/30/21 for
Alaway (12) eye drops and an order dated

F 750
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1118121 for Pepeld (13) wers noted, It was noted
that LPN #5 signed out these medications as
belng administered when they had riot baen
adm|nistered.

On 6/14/22 af 12:40 PM an interview was
attempted with LPN #5 regarding the missed
medication. Ha refused to answer any questions
and denied doing anything wrong and walked
awsy from the surveyor,

On 6/14/22 at 12:45 PM the above concem was
reported to ASM #1 (Adminlstrative Staff
Member) the Administrator end ASM &4, the
Reglonal Director of Operations,

On 68/14/22 at 3:00 PM, an interview was
cohducted with LPN #4 (Licensed. Practical
Nurse) regarding medication administration. She
stated that staff should not sign out for
medications that were not given.

A review of the comprehensive care plan
revealed one datsd 5/12/21 for *[Residant #98] is
at rigk for abnarmal blaeding/bruising R/ T (related
to): medication use...” This care plan nciuded an
Intervention dated 5/12/21 for "Administer
medications as ordered. Observe for
Ineffectiveness and side effects, report abnormai
findings o the physician." Ancther care plan,
deted 7/22/21 waa for "[Resldent #96) is at risk
for constipation R/T: decreassd mobility,
diminished appetits, Hx (history) of constipation,
medications side effects.” Thig care plan
included the intervention, dated 7/22/21 for
“Administer medications as ordered and observe
for ineffectiveness/side effacts. Report abnormal

findings to the physician.*
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On 6/156/22 at approximately 4:00 PM, ASM #1
{Administrative Staff Membaer), the Adminlatrator,
ASM #2, the Direclor of Nursing, and ASM #4, the

Regional Director of Operations were made
aware of the findings. No further information was

provided by the end of the survey,

References;

{1} Dulera is used to treat asthma and COPD

Information obtained from
hitps./imedlineplus.govidruginfo/meds/at02023.h

tml

end from
hitps://mediineplus.gov/druginfo/meds/a808035.h

tmi

(2) Asplrin - I8 used to treat pain, faver, pravent
heart aftacks and strokes

Information obtained from
https://meadiineplus.govidruginfo/meds/a682878.h

tmt

(3) Vitamin D2 Is used to treat Vitamin D
deficlency and to improve abaorption of calclum

Information obtained from
hitps:f/imediinaptus.gov/druginfo/meds/ag20058.h

tmi

(4) Colace is used for the treatmant of
constipation

Information obtained from

https:/medilineplus govidruginfo/meds/at01113.ht

ml

(5) Giiplzide Js used for the treatment of diabeles
Information obtained from

F 769

hitpa:/imadlineplus.gov/druginfo/meds/agB4080.h

If contlnuation shast Page 174 of 184

FORM CMS3.2587(02-00) Previous Veralons Obsolsle

Event 1D} PHHVI1

Faclyy ID: VAO249



07/717/2022 14:54 (FAX) F.176/185

PRINTED: 08/28/2022

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
OMB NO. 0638-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ACLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE BURVEY
AND PLAN OF CORRECTION (DENTIFICATION NUMBER: A BUILDING COMPLETED
c
495109 8. WNg 08/16/2022
NAME OF PROVIDER OR BUPPLIER BTAEET ADDRESS, CITY, STATE, ZIP CODE
2420 PEMBERTON RD
THE LAU
RELS OF UNIVERSITY PARK RICHMOND, VA 23233
o) 1D BUMMARY STATEMENT OF DEFICIENCIES io PROVIDER'S PLAN OF CORRECTION 08
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CONFLETION
™a REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS$-REFERENCED TO THE APPROPRIATE DATE
OEFICIENCY)
¥ 758 | Continued From page 174 F 758
tmi
(6) Genvoya is used for the treatment of HIV
Information obtained from
hitps:/imedilneplus.gov/druginfo/meds/ag12035.h
tml

{7) Risperdcne s used to treat symptoms of
schizophrenia, blpolar, and bahavior,

Information obtained from
htips://medlineplus.gov/druginfo/meds/a894015.h

tml

{8) Pradnlsone 1s usad to raduce swelling and

redness
Information obtained from
https:/madilneplus.gov/druginfo/meds/a801102.ht

mi

(9) Senna is used for the treatment of

constipation
Information obtained from
hitps./imedlineplus.gov/druginfo/natural/652, him}

{10) Acetaminophen Is used 1o treat mild to

moderate pain
Information obtained from
hitps://madlinaplus.govidruginfo/mads/ag81004.h

tml

(11) Splriva |8 uged for the treatment of COPD
Information obtained from .
https:/imediineplus,govidruginfo/meds/ab04018.h

tml

(12) Alaway Is uaed for the treatment of allergy
symptoms of the eyas

Information obtalned from
hitps:/imediineplus.govidruginfo/meds/aB04033.h
Event ID; PHHV11 Faaikly 1D: VAO249

I continuation shast Page 175 of 184

FORM CM8-2587(02-99) Previous Verelons Obsolale



(FAX) P.177/185

07/11/2022 14:54

PRINTED: 08/28/2022

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS F OMB NO. 1
STATEMENT OF DEFICIENCIES {Xt) PROVIDER/SUPPLIER/CUA (X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION . IDENTIFICATION NUMBER: AP COMPLETED
c
498100 8. WING 06/15/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2420 PEMBERTON RD
THE LAURELS OF UNIVERSITY PARK RICHMOND, VA 23233
a0 SUMMARY STATEMENT OF DEFICIENCIES © PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATIGHN) TAQ CROSS-REFERENCED TO THE APPROPRIATE DATR
OEFICIENCY)
F 759 | Continued From page 176 F 759
tm!
{13) Pepcid fa used for the treatmant of reflux and
ulcers
Information obtained from
https://medlineplus.gov/druginfo/meds/a887011.ht
ml F761
F 761 | Label/Store Drugs and Biologicals F 701!
85=D | CFR(s): 483.45(g)(h){1)(2) Critgria 1
Resident # 96 did teccive all his medications.

§463.45(g) Labeling of Drugs and Biologlcals
Drugs and biologicals used in the facility must be
labeled in accordance with cumently accepted
professional principles, and include the
appropriate accassory and cautionary
instructions, and the explration date when
applicabla,

§483.45(h) Storage of Drugs and Biologicals

§483.45(h)(1) In accordance with State and
Federal |aws, the facllity must store all drugs and
biologicals in locked compartments under proper
temparature contrals, and permit only authorized
perachnel to have access to the keys.

§463 45(h)(2) The facility must provide separataly
lacked, permanantly afixed compartments for
storege of controlied drugas llated in Schadule i} of
the Comprehensive Drug Abuse Prevention and
Control Act of 1978 and other drugs subjact to.
abuse, except when the facllity uses single unit -
package drug distribution systems in which the
quantily stored is minimel and a missing dose can
be readily datected.

This REQUIREMENT is not met es evidenced
by:
Based on observation, staff interview, and facility

Medication Cart was locked and no medlcations
were left on top afler nurse was relieved of duty

Criteria 2
All residents who have medications edministered at
the fecility have the potentia! to be affected by the

alleged deficiency.

Criteria 3
Licensed nurses will be re- educated on the
Mledzcation Administration policy, Licensed nurses
will heve a medication pass audit completed

Criterin 4

DON/designee or designee wilf complate five (5)
random audits of Medication carts to ensure all
medications are [ocked up appropriately per policy
and cert is locked. These audits will be compleied 5
days a week for four weeks; Then one day a week
for four weeks; then twice in the last month. These
results will be forwarded 10 the QAPI committee
for review. The committee will determine the need

for further audits or actlons.

Date of compliance is 7/26/22.
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document review, it was determined that the
facliity staff falled to ensure medication was
stored In a safe and secure manner cn ona of 3
facility nursing units; the Jefferson unit.

The findings include;

During medication administration on the Jefferson
unit, LPN #5 left a bottle of Follc Acld on top of
the medication cart while In Resldent #98's roem,
with the cart out of line of sight.

Resident #96 was admitted to the facliity on
2/15/20. ©n the quarterly MDS (Minlmum Data
Set) with an ARD (Assessment Reference Date)
of 5/11/22, Resident #86 scored a 13 out of o
possalble 16 on the BIMS (brief interview for
mental status) indicating the resldent was
cognlitively intact in abllity to make dally life
decisions,

On 8/14/22 at 8:28 AM, LPN #5 (Licensed
Practical Nurse) was observed preparing
medications on the Jefferson unit. A CNA
(Certified Nursing Assistant) came and reported
to LPN #5 that Resident #08 was asking for thelr
inhater. LPN #5 then began to prepare
medications for Resident #96, by first pulling the
resident’s Dulera (1) and taking it to the resident.
It was noted that while LPN #5 was in the roam of
Resident #98, a bottle of Follc Acid (2).was lefl on
top of the medication carl, with the cart out of the
Iine of alght of LPN #5 while he was in Resident
#96's room. A stalf member was observed to
pass by the cart with the unsupervised
madication on top.

On 6/14/22 at 12:40 PM an interview was

attempted with LPN #5 regarding the storage of
Evan ID:PHHVY Facity I0; VAO240
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medication. He refused to answer any questions,
denied doing anything wrong and walked away
from the surveyor.

On 6/14/22 at 12:45 PM the above concern was
raported to ASM #1 (Administrative Staff
Member) the Administrator and ASM #4, the
Reglonal Directar of Opsrations.

On 8/14/22 at 3:00 PM, an intorview was
conducted with LPN #4 (Licensed Practical
Nurse). She stated that stalf should not leave a
madication cart unlocked and medications on fop
of It when the cart is unsupervized.

The facility policy, “Medication Administration”
was reviewed. This policy documented, "Make
eure that the medication cart is locked at all times
when it is not in use or not within your ¢onstant
vision, Store the locked medication cart in the
appropriate slorage area batween med passes.”
The pollcy did not address not leaving
madications oul on top of the cart, unsupervised.

On 8/15/22 at approximately 4:00 PM, ASM #1
{Administrative Staff Member), the Administrator,
ASM #2, the Diractor of Nursing, and ASM #4, the
Regional Director of Operations were made
aware of the findings. No further information was

provided by the end of the survey.
Refersnces:
(1) Dulara Is used to treat asthma and COPD
Information abtalned from
https:imedineplus.govidruginfo/meds/a802023.h
tmt
and from
hitps:/imediineplus.govidruginio/meds/a608035.h
Event ID; PHHV11 Faclily ID; VAQZAD If sontinuation shesl Page 178 of 184
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§483.60(l) Food safaly requirements.
The facility must -

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

{i) This may Include food ltema obtained directly
from local producers, subject to applicable State
and loca! laws or regulations.

(li) Thig provision does net prohibit or prevent
facillties from using produce grown In facility
gardens, subject to compliance with applicable
safe growing end food-handling prectices.

(iii) This provision does not preclude residents
fram consuming foods not procured by the facility.

§483.80(1)(2) - Store, prepare, distribute and
serve food In accordance with professional
standards for food service safety.

This REQUIREMENT Ila not met as evidenced
by:
Based on observation, staff Interview, and facility
document review it was determined facllity staff
failed to store food In one of one kitchens in
gccordance with professional stendards for food

sarvice safety.

The findings include:
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{2) Folic Acid Is used to help the body make
healthy new cells,
information obtained from F812
hitps:/madlineplus.govifolicacid.html L
F 812 | Food Procurement, Store/Prepare/Serve-Sanitery Fai2 Qﬂliﬂﬂ-l_ )
§S=E | CFR(s): 483.60()(1)(2) Upon notification from surveyor regarding the
facility feiling to properly store plastic scoops in

the dry good area, the facility immedistely stored
the scoops correctly. When they surveyor identified
improper storage of frozsn food, the (ncility
immediately corrected the issve, and when the
cxpired milk was identified by the surveyor, it was
immediately discarded.

Criterin 2

All residents who are served meals at the facility
have the potential to be affected by the allcged
deficiency. Audit completed to ensurc compliance

with the alleged deficiency.
Criteria 3

Dietary staff will be re-educeted on proper storage
of plastic scoops in dry goods areas, proper storage
of frozen foods, and ensuring milk Is thrown awny

when expirad.

Criteria 4
Dietary Manager or designee will complete audits
of the kitchen to ensure plastic scoops are stored
properly in dry goods areas, frozen food is stored
properly and the explration dates on milk. These
audits will be done § days & weck for four weeks;
then one day a week For four woeks; then twice in
the last month. The results will be forwarded to the
QAPI cominlites for review. The committee will
determine the nced for further audits and/or action,

1 Critgria §

| Date of compliance is 7/26/22,
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The facllity falled to properly store plastic scoops
in the dry good area, properly store opanad,
avallable for use frozen foods In the walk In
froezer, end discard milk past it's expiration date
in the walk Ir refrigerator.

On 6/13/2022 at 10:44 a.m., an observation was
made of the facility kitchen with OSM (other staff
member) #11, the dietary aide. Observation of
the dry goods area revealed three 18 quart plastic
bins. One of the plastic bins was labeled “Salt"
and was approximately 1/2 full. A blue plastic
scoop was located inslde the bin resting on top of
the salt. Another plastic bin labeled "Powdered
milk" was observed to be approximately 3/4 full,
A plastic gallon sized zipper closure bag was
obsaerved laying on top of the lid to the bin with a
plastic scoop silting on top of the bag exposed to
alr, OSM #11 stated that the plastic scoops were
supposed to be stored in the plastic bags when
not in use and should not be stored on top of the
bag exposed to alr or in the bin teuching the food
product. OSM #11 stated that tha plastic scoops
wara stored in the bags to keep them clean.
OSM #11 statad that the plastic scoops were not
stored on the food to prevent potential
contamination.

Obaervation of the walk In refrigerator revealed a
galion of whole milk approximately 1/4 full with a
date on the outside of the cantainer of “Jun 08.*
OSM #11 stated that the date meant that it
expired on 6/8/2022 and should have baan
discarded. OSM #11 agreed that it was available
for uge In the refrigerator.

Observation of the walk in freezer revealed a box
labaled as french pelit rolls-unbaked. The inner

F812

plastic bag in the box was abaerved to ba
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approximately 3/4 full and open with rolls exposed
to air. One 3.5 Ib bag of hashbrown patties was
observed to be opened with hashbrowns exposed
to alr. One 3 ounce bag in a 10 pound box, of
battered pollock wedges was observed to be
epproximately 1/4 full with pollock wedges
exposed to alr. OSM #11 stated thet products In
the freezer should be dated and closed in plastic
wrap after opening to keap them fresh. OSM #11
statad that it appeared somaone had dated the
products but had not closed the begs like thay

were supposed to.

The facility policy "Food purchasing and storage”
dated 8/1/2011 documented In pan, "...Dry
Storage: ... Containers with tight fitting covars or
sealed plastic bags will be use for storing foods
that have bean removad form their original
container, Scoops will be provided for items
stored in bulk, kept covered near the containers
and sanltized at least dally...Perishable Food
Storage:...All frozen food will be dated, labeled
and wrapped or gaaled, Moisture-proof,
tight-fitting materials will be used to prevent

freezer bum...”

On 6/14/2022 at 4:15 p.m., ASM (administrative
ataff mamber) #1, the administrator, ASM #2, the
diractor of nursing, ASM #3, the southside
reglonal clinical coordinator, and ASM #4, the
reglonal diractor of operations were made aware .

of tha findings. :

No further informatlon was provided prior to exit,
F 847 | Required in-Service Training for Nurse Aides
89=D | CFR(s): 483.85(g)(1)-(4)

F 947

§483.95(g) Required in-service tralning for nurse
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Criteria 1

aldes.
In-sarvice training must-

§483.95(g){1) Be aufficiant to ensure tha
continuing competence of nurse aldes, but must

be no less than 12 hours per year.

§483.95(0)(2) Include dementia management
tralning and resident abuse preventlon training.

§483.95(g){3) Address areas of weakness as
determined in nuree aldes' parformance reviews
and facility assessment at § 483,70(e) and may
addreas the special needs of residents as
detammined by tha facility staff,

§483.95(g){4) For nurse aldes providing services
to individuals with cognitive impairments, also
address the care of the cognitively Impairad,
This REQUIREMENT is not met as evidenced
by:
Based on staff interview and employee record
raview, it was determined the facility staff failed to
ensure two of five CNAs hed their annual training
In dementia and abuse, CNA #7 and CNA #8,

The findings Include:

Five CNA employee records were reviewad for
documentation of thelr annual training in abuse
and dementia, On 6/13/2022 at approximately
5:00 p.m, a requast was made for the annual
training in abuse and dementia for CNA #7 and
CNA#8. CNA#T was hired on 9/2/2020 and CNA
#8 was hired on 3/17/2021.

A second raquest for documentation for the
annuel tralning in abuse and dementia for CNA
#7 end CNA #5 was made on 8/15/2022 at

Residents in the facility suffered no adverse
outcomes related to CNA #7 and #8 allegedly
failing to complete their annual abuse and dementia
wraining.

CNA's have completed their ennval abuse snd
dementia training.

Criteria 2
All residents who are cared for by CNAs have the

potentia} to be affecred by the alleged deficiency.
An audit was complered 1o ensure compliance with
the alleged deficient practice.

Cilterin 3
CNA's will be re-educated on completing their
annual abuge and dementia tratning.

Criteria 4
HR and/or designee will complete audits of CNAs
annual abuse and dementia rraining. These audits
will be done 5 days a week for four weeks; then
one day a week for four weeks; then twice in the
last month. These resulis will be forwarded to the
QAPI commitiee for review. The coramittee will
determine the need for further audits and/or action.

Criteria 5
Date of compliance is 7/26/22.
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approximatsly 10;30 a.m.

At the end of the day meeting on 8/15/2022 at
2:34 p.m. A third request was mads for the
documentation of annuat abuse and dementia
training for CNA #7 and CNA #8. At this time ASM
{administrative stalf member) #1, the
adminisirator, stated the facllity did not have
evidence of annual training in abuse and
dementia for CNA#7 and CNA #8.

An Intorview was conducied with LPN (licenaed
practical nurse) #8, the assistant director of
nursing, on 6/15/2022 et 3:20 p.m. Whan asked
the process for ensuring the staff recaive their
annual required educations, LPN #8 statad she
had Just startad two days ago. Her understanding
is that the facillty goes through in-services. Every
staff member just have abuse and dementia
training. LPN #8 stated she |s davaloping a
calendar for educations. LPN #8 stated the facHity
alsc has an on-ine education program whera the
staff are assigned educations that ars due
monthiy. LPN #8 stated the abuse and dementia
training i included in the on-line education
program. When asked to provide documentation
for CNA#7 and CNA #8's education for abuse
and dementia, LPN #8 retumed et 3:27 p.m. and
stated thay had locked at the on-line training for
both of the CNAs and didn't find the
documentafion trainings.

ASM #1, ASM #2, the director of nursing, ASM
#3, the reglenal clinical coordinator, and ASM #4,
the regional director of opserations, were made
aware of the above concern on 6/15/2022 at 4:18
p.m. A request was made for a policy regarding
mandatory annual tralning at this time,
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On 6/15/2022 at 6:20 p.m. ASM #1 and ASM #2,

the dlrector of nursing, informed the survayors the

facliity did not have a policy on annual mandatory

tralnings.

No further infermation was provided prior to axit.
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