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August 29, 2023

Shyrn Nyarko, LTC Supervisor
Division of Long Term Care
Department of Health

Office of Licensure and Certification
$960 Mayland Drive, Suite 401
Henrico, Virginia 23233-1485

RE: Mountain Laurel Nursing and Rehab
Provider Number 495417

Dear Shyrn Nyarko:

Please find attached the Statement of Deficiencies and Plan of Correction, CMS 2567 with the facilites
corrections and or plan of corrections for the items found deficient in practice for the survey ending
August 14, 2023 standard and abbreviated stadard complaint survey. The facility kindly ask that the PoC
serve as the facility’s allegation of compliance.

There is no IDR consideration as the facility accepts the citations as identified by the Survey Team. { am
thankful to the surveyors for the degree of professionalsm and kindness displayed during the days of

survey. | have also to the right of the tag numbers made reference identification to the cross over tags.

Please consider accepting the PoC as allegation of compliance and notify myself as soon as you may be
able to do so. Thank you Shyrn and Happy Labor Day weekend to you.

Respectfully,

S fﬂ%éﬁ
Stephen Reynolds, A, NHA
Administrator

Website www.mountainlaurelrehab.com
514 North Main Street, Rural Retreat, VA 24368
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E 000 Initial Comments E 000
' An unannounced Emergency Preparedness
survey was conducted 8/8/23 through 8/14/23,
Corrections are required for compliance with 42
CFR Part 483.73, Requirement for Long-Term
Care Facilities. No/# complaint(s) was/were
investigated during the survey.
E 037 EP Training Program E 037 FQ37
$8=D CFR(s): 483.73(d}1)

§403.748(d)(1), §416.54(d)(1), §418.113(d)(1),
§441.184(d)(1), §460.84(d)(1), §482.15(d)(1),
§483.73(d)(1), §483.475(d)(1), §484.102(d)(1).
§485.68(d)(1), §485.542(d)(1), §485.625(d)(1),
§485.727(d)(1), §485.920(d)(1), §486.360(d)(1),
§491.12(d)(1).

*[For RNCHls at §403.748, ASCs at §416.54,
Hospitals at §482.15, ICF/lIDs at §483.475, HHAs

| at §484.102, REHs at §485.542, "Organizations”

under §485.727, OPOs at §486.360,

| RHC/FQHCs at §491.12;)
| (1) Training program. The [facility] must do all of
| the following:

{i) Initial training in emergency preparedness
policies and procedures to all new and existing
staff, individuals providing services under
arrangement, and volunteers, consistent with their
expected roles.

{ii) Provide emergency preparedness training at
least every 2 years.

(i} Maintain documentation of all emergency
preparedness training.

(iv) Demonstrate staff knowledge of emergency
procedures.

{v} If the emergency preparedness policies and
procedures are significantly updated, the [facility]
must conduct training on the updated policies and

1. The facility recognizes that it failed to
maintain an emergency preparedness
program that includes training annually
with documentation and demonstrated
staff knowledge.

2. All residents have the potential to be
impacted by the alleged deficient
practice.

3. The Maintenance Director will
educate current staff on the emergency
preparedness policies and will ensure
that new staff are also educated during
their on-boarding.

The HR/B80OM and Maintenance Director
will discuss new hire in the am IDT
meeting to ensure education on EP has
been provided to them.

LABORATORY DIRECTOR'S OR PROVID IER
g { / —
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Any deficiency statement ending with an asterisk {*) denotes 1 deficiency which the institution may be excused from comecting providing it is determined that
other safeguards provide sufficfent protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or nof a plan of comrection is provided. For nursing homes, the abova findings and plans of correction are disclosable 14
days following the date these dacuments are made available to the facility, Il deficiencies are ciled, an approved plan of correction is requisite to continued
program participation.
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E 037 | Continued From page 1
procedures.

*[For Hospices at §418.113(d}] (1) Training. The
hospice must do all of the following:

(i} Initial training in emergency preparedness
policies and procedures to all new and existing
hospice employees, and individuals providing
services under arrangement, consistent with their
expected roles.

(i Demonstrate staff knowledge of emergency
procedures.

{iii) Provide emergency preparedness training at
least every 2 years.

(iv) Periodically review and rehearse its
emergency preparedness plan with hospice
employees (including nonemployee staff), with
special emphasis placed on carrying out the
procedures necessary to protect patients and
others.

{v} Maintain documentation of all emergency
preparedness training.

{vi) If the emergency preparadness policies and
procedures are significantly updated, the hospice
must conduct training on the updated policies and
procedures.

*[For PRTFs at §441.184(d)] (1) Training
program, The PRTF must do all of the following:
(i) Initial training in emergency preparedness
policies and procedures to all new and existing
staff, individuals providing services under

expected roles.

(ii} After initial training, provide emergency
preparedness training every 2 years.

{ii)) Demonstrate staff knowledge of emergency
procedures.

{(iv} Maintain documentation of all emergency

arrangement, and volunteers, consistent with their

E 0374, The Administrator will audit up to 5

new hires weekly for 6 weeks to ensure
compliance with emergency
preparedness. The findings of the
quality monitoring will be reported to
the Quality Assurance/Performance
Improvement Committee monthly. The
quality monitoring schedule may be
modified based on findings with
quarterly monitoring by the
Administrator/designee.

5. PoC compliance date is 9-12-23
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preparedness training.

(v) If the emergency preparedness policies and
procedures are significantly updated, the PRTF
must conduct training on the updated policies and
procedures.

*[For PACE at §460.84(d):] (1) The PACE
organization must do all of the following:

{i} Initial training in emergency preparedness
policies and procedures to all new and existing
staff, individuals providing on-site services under
arrangement, contractors, participants, and
volunteers, consistent with their expected roles.
(i) Provide emergency preparedness training at
least every 2 years.

(iii) Demonstrate staff knowledge of emergency
procedures, including informing participants of
what to do, where to go, and whom to contact in
case of an emergency.

(iv) Maintain documentation of all training.

(v} If the emergency preparedness policies and
procedures are significantly updated, the PACE
must conduct training on the updated policies and
procedures.

*[For LTC Facilities at §483.73(d}] (1) Training
Program. The LTC facility must do alt of the
following:

{i) Initial training in emergency preparedness
policies and procedures to all new and existing
staff, individuals providing services under
arrangement, and volunteers, consistent with their
expected role.

(ii} Provide emergency preparedness training at
least annually.

(iii) Maintain documentation of all emergency
preparedness training.

{(iv) Demonstrate staff knowledge of emergency
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procedures.

“[For CORFs at §485.68(d):J(1) Training. The
CORF must do all of the following:

(i) Provide initial training in emergency
preparadness policies and procedures to all new
and existing staff, individuals providing services
under arrangement, and volunteers, consistent
with their expected roles.

(i) Provide emergency preparedness training at
least every 2 years.

(iii) Maintain docurnentation of the training.

{iv) Demonstrate staff knowledge of emergency
procedures. All new personnel must be oriented
and assigned specific responsibiiities regarding
the CORF's emergency plan within 2 weeks of
their first workday. The training program must
include instruction in the location and use of
alarm systems and signals and firefighting
equipment.

{v) If the emergency preparedness policies and
procedures are significantly updated, the CORF
must conduct training on the updated policies and
procedures.

*[For CAHs at §485.625(d):] (1} Training program.
The CAH must do all of the following:

(i) Initial training in emergency preparedness
policies and procedures, including prompt
reporting and extinguishing of fires, protection,
and where necessary, evacuation of patients,
personnel, and guests, fire prevention, and
cooperation with firefighting and disaster
authorities, to all new and existing staff,
individuals providing services under arrangement,
and volunteers, consistent with their expected
roles.

(i1} Provide emergency preparedness training at
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least every 2 years.

{iii} Maintain docurnentation of the training.

{iv) Damonstrate staff knowledge of emergency
procedures.

(v) If the emergency preparedness policies and
procedures are significantly updated, the CAH
must conduct training on the updated policies and
procedures.

*[For CMHCs at §485.920(d):] (1) Training. The
CMHC must provide initial training in emergency
preparedness policies and procedures to all new
and existing staff, individuals providing services
under arrangement, and volunteers, consistent
with their expected roles, and maintain
documentation of the training. The CMHC must
demonstrate staff knowledge of emergency
procedures. Thereafter, the CMHC must provide
emergency preparaedness training at least every 2
years,

This REQUIREMENT is not met as evidenced
by:

Based on staff interview and facility document
review, the facility failed to maintain a ensure an
emergency preparedness(EP) training program
which provided emergency preparedness training
at least annually, maintained documentation of ail
emergency preparedness training, and
demonstrated staff knowledge of emergency
procedures.

Per regulations, facilities must maintain
documentation of the initial and subsequent
annual training for all staff. The documentation
must include the specific training completed as
well as the methods used for demonstrating
knowledge of the training program. Regardless
of the method, facilities must maintain
documentation that training was completed and

FORM CMS-2567(02-99) Previous Versions Obsolate Event 10:06EI1 Facility [D. VAO414 If continuation sheet Page 5 of 39
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that staff are knowledgeable of emergency
procedures.

The surveyer reviewed the EP plan with the
maintenance director on 8/10/23. The
maintenance director stated that EP was included
in new employee orientation and included a
building tour to show employees where to find
emergency equipment and policy manuals.
Records of drills with sign in sheets for
employees who participated and comments on
staff performance were stored in the maintenance
department.

On 8/10/23, the corporate clinical consultant
stated that there was no record of annual training
or performance evaluations for employees. This
included emergency preparedness lraining.

During a summary meeting on 8/14/23 which
included the administrator, assistant director of
nursing, and the corporate clinical consultant, the
surveyor informed administrative staff that there
was a concem with lack of annual EP training.
F 000 | INITIAL COMMENTS F 000

An unannounced Medicare/Medicaid survey was
conducted B/08/23 through 08/14/23. Corrections
are required for compliance with 42 CFR Part 483
Federal Long Term Care requirements.

Five (5) complaints were investigated during the
survey:

1. VAQ0054728 - Compliant with regulations

2. VAD0055267 - Non-compliant with regulations
with an unrelated deficient practice cited

3. VA00059155 - Non-compliant with regulations
with deficient practice cited

FORM CMS-2567(02-99} Previous Varsions Obsalete Event I1D: 06E111 Facility 1D: VAO414 If continuation sheet Page 6 of 39
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Resident #44 and #71.
The findings included:

1. For Resident #44, the facility staff failed to
provide ADL care. Resident #44 was observed to
have long fingernails and facial hair.

Resident #44's diagnoses included, but were not
limited to Parkinson's disease, unspecified
dementia, major depressive disorder, difficulty in
walking, and muscle weakness.

Section C (cognitive patterns) of Resident #44's
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4. VAQ0059341 - Non-compliant with regulations
with deficient practice cited
5. VAD0059492 - Compliant with regulaticns
The Life Safety Code survey/report will follow.
The census in this 120 certified bed facility was
110 at the time of the survey. The survey sample o
consisted of 22 current resident reviews and 7 F677-D 12VAC 5-371-220 D and F
closed record reviews.
F 677 | ADL Care Provided for Dependent Residents F677/ 1. Grooming and nail care has been
85=D | CFR(s): 483.24(a)(2) provided resident’s #44 and #71.
§483.24(a)(2) A resident who is unable to carry . .
out activities of daily living receives the necessary 2. f\" residents have the pOten_t":’" to be
services to maintain good nutrition, grooming, and impacted by the alleged deficient
personal and oral hygiene; practice. A quality monitoring audit will
This REQUIREMENT is not met as evidenced be conducted by nursing/therapy, for
by: .
Based on observation, staff inlerview, resident those l:ESIdent dgpendgnt upon staff for
interview, family interview, clinical record review, grooming and nail and issues
and facility document review, the facility staff addressed.
failed to provide activity of daily living {ADL's)
care for 2 of 29 dependent care residents, 3. The DON/designee will re-educate

nurses and aides on ADL care for
dependent residents focusing on
grooming and nail care,

The Unit Managers will review
scheduled showers/baths weekly and
will ensure grooming and nail care
provided as indicated. Those residents
that refuse routine care will be care
planned. Issues identified will be
addressed immediately and reviewed at
the next IDT meeting.
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significant change minimum data set (MDS}
assessment with an assessment reference date
(ARD) of 07/25/23 included a brief interview for
mental status (BIMS) summary score of 3 out of a
possible 15 points.

Resident #44's comprehensive care plan included
the focus areas resident and/or family have
chosen comfort care, impaired visual function,
ADL self-care performance deficit,
communication problem, and impaired thought
processes.

08/08/23 during Initial tour Resident #44's family
expressed a concern to the surveyor regarding
Resident #44's facial hair. The surveyor observed
the residents nails to be long on both hands.

08/08/23 4:10 p.m., during an observation of
Resident #44 the Director of Nursing (DON)
stated Resident #44 refused o be shaved at
times. The DON acknowledged Resident #44's
fingemails were long and needed trimming.

The clinical record included a progress noted
documented by the DON on 08/08/23 at 6:02
p.m., stating the residents fingernails were
trimmed, face shaved with part of moustachs left
intact.

08/08/23 4:42 p.m., end of day meeting with the
Administrator, DON, Assistant Director of
Nursing, Regional Director of Clinical Servicas,
and Regional Director of Operations, The issue
regarding Resident #44's nails and facial hair was
reviewed.

No further information regarding this issue was
provided to the survey team prior to the exit

(X4}iD SUMMARY STATEMENT OF DEFICIENCIES (s} PROVIDER'S PLAN OF CORRECTION (%54
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[]
F 677 | Continued From page 7 F677 4. The DON/designee will conducta

random quality monitoring of grooming
and nail care for 10 residents weekly for
6 weeks to determine compliance with
ADL care. The findings of the quality
monitoring wil! be reported to the
Quality Assurance/Performance
Improvement Committee monthly. The
quality monitoring schedule may be
modified based on findings with
quarterly monitoring by the
Administrator/designee.

PoC compliance date is 9-12-23

{
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Continued From page 8 F 677
conference.

2. For Resident #71, the facility staff failed to
provide ADL care to include bathing for a
dependent care resident.

Resident #71's diagnoses included, but were not
limited to, type 2 diabetes, gastro-esophageal
reflux disease, bipolar disorder, difficulty in
walking, polyneuropathy, an anxiety disorder,

Section C {cognitive patterns} of Resident #71's
quarterly minimum data set {MDS) assessment
with an assessment reference date (ARD) of
06/28/23 included a brief interview for mental
status (BIMS) summary score of 15 out of a
possible 15 points. Section G (functional status)
was coded 3/3 (extensive assist) of 2 people for
bed mobility, transfers, dressing, toilet use, and
personal hygiene. Bathing was coded 3/2 for
requiring physical help in part of bathing activity,
one-person physical assist.

Resident #71's comprehensive care plan included
the focus areas requires assistance with ADLs
and resident noted to refuse various aspects of
nursing care.

08/09/23 9:15 a.m., Resident #71 was observed
lying in bed, disheveled in appearance, stated
they had been at the facility since 2022. When
asked about showers/baths Resident #71 stated
they had to ask, you can't get one unless it's your
scheduled day, they were supposed to get two
showers a week and their scheduled days were
Wednesday and Saturday. Resident #71 stated
the staff don't give showers at the facility on
Saturday and as for a bed bath you can go days
without getting cne.
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The surveyor reviewed the residents
bathing/showering documentation from
06/01-08/07/23. For the month of June 2023
there was documentation to indicate Resident
#71 received 5 showers/baths (06/05, 06/08,
06/12, 06716, and 06/21). For July 2023 there was
documentation to indicate Resident #71 received
5 showers/baths (07/01, 07/05, 07/16, 07/20, and
07/24). The facility failed to provide any
documentation regarding 07/12/23. For August
1-August 7 2023, the facility documented
Resident #71 received 1 bath/shower on August
2. There was no documentation to indicate the
resident received any bed baths and no
documentation to indicate the resident received a
bath/shower on a Saturday during this time
frame.

08/09/23 11:14 a.m., Certified Nursing Assistant
{C.N.A.) #4 stated bed baths were done every
day and the shower team did showers. Resident
#71 was observed coming out of shower room
during this interview.

08/09/23 11:16 a.m., C.N.A. #5 stated they were
part of the shower team, the residents raceived
baths two times a week, showers were done by
room numbers, aides do the Saturday showers,
and Sunday was a make up day.

08/09/23 1:00 p.m., the Director of Nursing
{DON) stated they generally try and do
baths/showers twice a week. They were looking
to improve and they now had a shower team on
board.

The DON provided the surveyor with a copy of
policy titled, "Bathing a Resident.” This palicy
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read in part, "...It is the practice of this facility to
assist residents with their choice of
bathing/hygiene options to maintain proper
hygiene and help prevent skin issues...Record
care provided in Point Click Care Point of Care..."

The shower book at the nurses station inctuded
documentation to indicate the room that this
resident resided in had shower/baths scheduled
on Wednesday and Saturdays. Per the census in
the residents electronic health record Resident
#71 had been in this same room since 05/28/23.

08/10/23 2:20 p.m., during an end of the day
rmeetling with the DON and Assistant Director of
Nursing the issue regarding the residents
bathing/showers was reviewed.

No further information regarding this issue was
provided to the survey team prior to the exit
conferance.

F 684 | Quality of Care

$8=D | CFR(s): 483.25

§ 483.25 Quality of care

Quality of care is a fundamental principle that
applies to all treatment and care provided to
facility residents. Based on the comprehensive
assessment of a resident, the facility must ensure
that residents receive treatment and care in
accordance with professional standards of
practice, the comprehensive person-centered
care plan, and the residents’ choices.

This REQUIREMENT s not met as evidenced
by:

Based on clinical record review, facility document
review, and staff interview, the facility staff failed
to provide care and services as ardered for 3 of

F684-D 12 VAC5-371-220A
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Fess 1. Resident #359 no longer resides in the
facility. The facility recognizes that the
antibiotic ceftin for resident #44 was
not administered per MD order, The
facility recognizes that the antibiotics,
ceftriaxone and Bactrim were not

administered per MD order.

2. All residents have the potential to be
impacted by the alleged deficient
practice. A quality monitoring audit will
be conducted by nursing for weight
orders and antibiotic since 8/1/23/23 to
ensure MD orders were completed as

indicated.
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29 residents records reviewad. (Res #359, #44,
H71)

The findings include:

1. For resident #359, the facility staff failed to
obtained weights three times weekly as ordered
by the physician.

Resident #359's demographic sheet listed
diagnoses that included but was not limited to,
acute on chronic systolic congestive heart failure,
hyponatremia, hypertension, mild protein calorie
mainutrition, obesity, depression and anxiety.

The admission minimum data set (MDS) with an
assessment reference date (ARD) of 6/3/2023
assigned resident #359 a brief interview for
mental status (BIMS) score of 15 indicating they
were cognitively intact. Under Section K,
Swallowing and Nutrition of the MDS, resident
#359 was coded as having a weight loss prior to
admission. Under Section N, resident #359 was
coded as receiving diuretics.

Resident #359's physician orders included an
order dated 6/1/2023 for weights to be obtained
three times weekly.

The hospital discharge summary sent to the
facility upon resident #359's admission was
reviewed. Under follow up instructions, the
discharge summary read in part,"3 time a week
weight assessment: adjust diuretics accordingly.”

Surveyor requested a copy of resident #359's
weight record. According to the Weight Summary
document, the order was not folowed as written.
There were two weights recorded for week one,
both were obtained the same day 6/2/2023 at 34

5.

RURAL RETREAT CARE CENTER
RURAL RETREAT, VA 24368
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F 684 | Continued From page 11 F&84 /3. The DON/designee will educate licensed

nurses on nursing assessments and the
admission process/schedule.

The DON/designee will educate both
nurses and aides on the provision of
care to all residents as needed and
documentation in the EMR to include
both PCC and POC

The UMs/designee will review the POC
documentation in the daily clinical
meeting to ensure compliance with
documentation.

The UMs/designee will review new
admission charts in the daily clinical
meeting to ensure compliance with
admission assessments.

The DON/designee will conduct a
random quality monitoring audit of 10
residents per week to ensure admissior
assessments and POC documentation
was captured accordingly.

The findings of the quality monitoring
will be reported to the Quality
Assurance/Performance Improvement
Committee monthly. The quality
monitoring schedule may be modified
based on findings with quarterly
monitoring by the
Administrator/designee.

The PoC compliance date is 9-12-23
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minutes apart. There were three weights on thrae
different days for week two. There were two
weights documented for week three, week four
and week five and one weight documented for
week six,

The care plan for resident #359 was reviewed. A
problem statement that read in part, "the resident
has nutritional problem or potential nutritional
problem."” Under interventions the care plan read
in part, "Monitor/record/report to MD PRN s/sx of
malnutrition: Emaciation (cachexia), muscle
wasting, significant weight loss: 3 |bs in 1 week,
>5% in 1 month, > 7.5% in 3 months, > 10% in 6
months.”

8/11/2023 at 9:48 AM surveyor met with the
Assistant Director of Nursing (ADON) to discuss
this concern. They stated that the previous ADON
and Director of Nursing {DON) were in charge of
ensuring weights were done per order and being
documented. They stated they looked in their
weight book and found weights on resident #359
that were not in the record. The ADON gave
surveyor a post-it note with dates and weights
written on it. The note had no resident name and
was not attached to any official facility document
or clinical record.

The survey team met with the Administrator,
ADON and Regional Nurse Consultant on
8/14/2023 at 9:46 AM and this concern was
discussed with them at that time.

No further information was provided to the survey
team prior to the exit conference.

2. For Resident #44, the facility nursing staff
failed to administer the antibiotic medication
Ceftin as ordered by the provider,
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Resident #44's diaghoses included, but were not
limited to Parkinson's disease, unspecified
dementia, major depressive disorder, difficulty in
walking, and muscle weakness.

Section C (cognitive patterns) of Resident #44's
significant change minimum data set (MDS)
assessment with an assessment reference date
(ARD) of 07/25/23 included a brief interview for
mental status (BIMS) summary score of 3 outof a
possible 15 points.

Resident #44's comprehensive care plan included
the focus areas resident and/or family have
chosen comfort care, impaired visual function,
had ADL self-care performance deficit,
communication problem, and impaired thought
processes.

Resident #44's clinical record included a provider
order for Ceftin 500 mg 1 tab two times a day for
8 days on 07/06/23. Resident #44 received one
dose on 07/06/23 and cne dose on 07/07/23. On
07/07/23 the order was changed to read Ceftin 1
tab twice a day for 3 days. Resident #44 received
one dose on 07/07/23 and two doses on
07/08-07/11/23,

08/10/23 3:45 p.m., the Director of Nursing
{DON) reviewed the Ceftin orders and
acknowledged resident #44 received to many
doses of the antibiotic Ceftin.

08/11/23 4:38 p.m., the Administrator and
Regional Director of Operations were made
aware that Resident #44 antibictic Ceftin was not
given per the providers orders.

F 684
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No further information regarding this issue was
provided to the survey team prior to the exit
conference.

3. For Resident #71, the facility nursing staff
failed to administer the antibiotic medications
Cefiriaxone and Bactrim per the providers orders.

Resident #71's diagnoses included, but were not
limited to, diabetes, gastro-esophageal reflux
disease, bipolar disorder, difficulty in walking,
polyneuropathy, and anxiety disorder.

Section C (cognitive patterns) of Resident #71's
quarterly minimum data set {MDS) assessment
with an assessment reference date (ARD) of
06/28/23 included a brief interview for mental
status (BIMS) summary score of 15 out of a
possible 15 points.

08/09/23 9:15 a.m., Resident #71 stated they
received their medications but not always on time
and sometimes they had to track the nurse down.

During the clinical record review, the surveyor
identified the following medication issues. For the
antibiotic medication Ceftriaxone (Rocephin) the
provider ordered 1-gram intramuscularly at
bedtime for urinary tract infection for 7
administrations on 07/07/23. A review of Resident
#71's medication administration record revealed
Resident #71 had received 8 doses. For the
antibiotic medication Bactrim DS the provider
ordered 1 tablet two times a day for infection for 7
days on 07/27/23 indicating Resident #71 should
have received 14 doses. A review of Resident
#71's medication administration record revealed
Resident #71 recsived 12 doses.
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08/09/23 3:04 p.m., a group meeting was held
with nine alert and orientated residents of the
facility the consensus of the group was that there
was no issue with receiving their medications,

08/10/23 3:34 p.m., the Director of Nursing
(DON}) confirmed Rasident #7 1 received one
extra dose of Rocephin in July.

08/11/23 4:38 p.m., the Administrator and
Regionai Director of Operations were made
aware of the issues regarding Resident #71's
antibiotics.

No further information regarding this issue was
provided to the survey team prior to the exit
conference.
F 690 | Bowel/Bladder Incontinence, Catheter, UTI
$5=D | CFR(s): 483.25(e)(1)-(3}

§483.25(e) Incontinence.

§483.25(e)(1) The facility must ensure that
resident who is continent of bladder and bowsl on
admission receives services and assistance to
maintain continence unless his or her clinical
condition is or becomes such that continence is
not possible to maintain.

§483.25(e)(2)For a resident with urinary
incontinence, based on the resident's
comprehensive assessment, the facility must
ensure that-

(i) A resident who enters the facility without an
indwelling catheter is not catheterized unless the
rasident's clinical condition demonstrates that
catheterization was necassary;

(ii) A resident who enters the facility with an
indwelling catheter or subsequently receives one
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F 690  F690D 12 VAC 5-371-220C

1. Resident#85's foley catheter was
anchored on day of observation and
identification.

2. All residents with foley catheters
have the potential to be impacted by
the alleged deficient practice

A quality monitoring audit will be
completed by the nursing management
of all foleys to ensure they were
anchored as expected.

3. The DON/designee will educate
clinica! staff on the expectations of
anchoring foley catheters
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is assessed for removal of the catheter as soon
as possible unless the resident's ¢linical condition
demonstrates that catheterization is necessary;
and

(iif) A resident who is incontinent of bladder
receives appropriate reatment and services to
prevent urinary tract infections and to restore
continence to the extent possible.

§483.25(e)(3) For a resident with fecal
incontinence, based on the resident's
comprehensive assessment, the facility must
ensure that a resident who is incontinent of bowel
receives appropriate treatment and services to
restore as much normal bowel function as
possible,

This REQUIREMENT is not met as evidenced
by:

Based on observation, resident interview, staff
interview, and clinical record review, the facility
staff failed to anchor an indwelling foley catheter
for 1 of 29 residents, Resident #85.

The findings included:

The facility staff failed to anchor Resident #85's
foley catheter.

Resident #85's diagnoses included but were not
limited to, obstructive and reflux uropathy and
retention of urine,

Section C (cognitive pafterns) of Resident #85's
guarterly minimum data set (MDS) assessment
with an assessment reference date (ARD) of
07118123 included a brief interview for mental
status (BIMS}) summary score of 14 outof a
possible 15 points. Section H (bladder and bowel)
was coded to indicate Resident #85 had an

F 690 The UM will audit the foley catheters on

each of their units and address any
issues immediately and report their
findings in their daily clinical IDT
meeting

4. The DON/designee will conduct a
random quality monitoring audit of 5
foley catheters per week for 6 weeks to
ensure they are anchored as indicated.
The findings of the quality monitoring

will be reported to the Quality
Assurance/Performance Improvement
Committee monthly, The quality

monitoring schedule may be modified
based on findings with quarterly
monitoring by the
Administrator/designee.

5. The PoC compliance date is 9-12-23
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F 690 Continued From page 17
indwelling foley catheter.

Resident #85's comprehensive care plan included
the focus area obstructive uropathy and urinary
retention catheter, readmitted with foley catheter
(04/11/23).

08/09/23 8:25 a.m., Resident #85 was observed
resting on bed, foley catheter on side of bed.
When asked if the foley catheler was
strapped/secured/anchored Resident #85 stated
it had never been strapped, staff had talked about
it but it's never done, sometimes it just hangs
down. Resident #85 pulled the covers back and
the surveyor did not observe the foley catheter to
be anchored.

08/10/23 8:30 a.m., Resident #85 again stated
their foley catheter was not anchored and stated
if it got in their way the staff would come and
adjust it.

08/10/23 2:20 p.m., the Director of Nursing and
Asslistant Director of Nursing were made aware
that Resident #85's foley catheter was not
anchared.

08/11/23 4:38 p.m., the Administrator and
Regional Director of Operations were made
aware of the issue regarding Resident #85's foley
catheter not being secured,

No further information regarding this issue was
provide to the survey team prior to the exit
conference.

F 694 | Parenteral/lV Fluids

$5=0 | CFR(s): 483.25(h)

F 690

F694D
F 694

1. Resident # 209’s IV access has been
removed.
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§ 483.25(h} Parenteral Fluids.

Parenteral fluids must be administered consistent
with professional standards of practice and in
accordance with physician orders, the
comprehensive person-centered care plan, and
the resident's goals and preferences.

This REQUIREMENT is not mel as evidenced
by:

Based on staff interview, clinical record review
the facility staff failed to remove an IV access per
policy for 1 of 29 sampled residents. {Resident
#209).

Resident #209 was admitted to the facility with
multiple diagnoses including encephalopathy,
diabetes mellitus, morbid obesity, hypertension,
dysphagia, atherosclerotic heart disease, chronic
obstructive pulmonary disease, sepsis, cerabral
infarction, and heart failure. On the Minimum
Data Set assessment with assessment reference
date 5/4/2022, the resident scored 3/15 on the
brief interview for mental status, indicating the
resident had impaired cognitive function.

Clinical record review revealed a physician order
dated 5/5/2022 for Sedium chloride 0.9% use 1
liter one time only for dehydration for 1 day 300
ml {milfiliter) bolus then run at 125 ml per hour
until complete. A nursing Health Status Note
dated 5/5/2022 at 18:51: Note Text: |V placed by
this nurse, to left AC X 1 attempt without
difficulties. Flushes and is patent, IV fluids
initiated. A nursing skilled note dated 5/5/2022 at
23:46 noted under Special Care: IV device :
Peripheral cannula. Hep lock/buff cap: Yes.
Insertion date: 5/5/2022 12:00 AM IV location: left
ac Peripheral IV is patent. Skilled nursing notes
dated 5/6 threugh 5/11/2022 were blank under
Special Care and no mention was made of [V

1 2. All residents with IV access have the
F 694 potential to be impacted by the alleged
deficient practice.

A quality monitoring audit will be
completed of current residents with IV
access to ensure an order is in place to
remove the access.

3. The DON/designee will re-educate
licensed nurses to ensure that an order
is present to remove access as indicated.

The UM will audit residents with 1V
access on each of their units daily to
ensure that access is removed as
ordered and report findings in their
daily clinical IDT meeting.

4, The DON/designee will conduct a
random quality monitoring audits of
residents with IV access weekly for 6
weeks to ensure they are removed as
indicated. The findings of the quality
monitoring will be reported to the
Quality Assurance/Performance
improvement Committee monthly. The
quality monitoring schedule may be
modified based on findings with
quarterly monitoring by the
Administrator/designee.

5. The PoC compliance date is 9-12-23
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access. No order was entered to flush the IV
access.

The facility policy titled Intravenous Therapy
states in part: 5. |V sites are changed every
seventy-two hours unless otherwise ordered by
the physician, if the site becomes infiltrated, or if
the resident exhibits signs and symptoms of
phlebitis. €. In the event an IV is left in place
longer than seventy-two hours, IV site care will be
done every twenty-four hours. 10. IV sites are
checked at the beginning and end of each shift
and PRN. 11. IV documentation is recorded in
the nurse's notes and/ or Medication
Administration Record.

On 5/24/2022, local Aduit Protective Services filed
a complaint reported by the local hospital stating
that the resident arrived at the hospital on
5/11/2022 with an IV access labeled 5/5/2022,
Hospital staff stated the assumption the IV
access was placed during a prior emergency
department visit on 4/29/2022. Record review
revealed the IV access had been placed by
facility staff on 5/5/2022.

Per facility IV Therapy policy, the 1V access
should have been removed on 5/8/2022.

The surveyor reported the concern to the

administrator, assistant director of nursing, and

corporate clinical representative during a

summary meeting on 8/14/2023,
F 710 : Resident's Care Supervised by a Physician F710 F710D 12 VAC5-371-240F
85=D | CFR(s). 483.30(a)(1}2)

§483.30 Physician Services 1. TE\e MP has been notlﬁefi -of Resident
A physician must personally approve in writing a #96's weight and order clarified.
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recommendation that an individual be admitted to
a facility. Each resident must remain under the
care of a physician. A physician, physician
assistant, nurse practitioner, or clinical nurse
specialist must provide orders for the resident's
immediate care and needs.

§483.30(a) Physician Supervision.
The facility must ensure that-

§483.30(a)(1) The medical care of each resident
is supervised by a physician;

§483.30(a)(2) Another physician supervises the
medical care of residents when their attending
physician is unavailable.

This REQUIREMENT is not mel as evidenced
by:

Based on clinical record review, facility document
review, and staff interview the facility staff failed
to ensure medical supervision of care for 1 of 29
residents review. (Res #96)

The findings included:

For resident #96 the facility staff failed to ensure
the physician was notified of and addressed a
significant weight loss.

Resident #96's demographic sheet listed
diagnoses that included but was not limited to,
paroxysmal atrial fibrillation, morbid severe
obesity due to excess calories, obstructive sleep
apnea, type 2 diabetes mellitus, unspecified
dementia, adjustment disorder with depressed
mood and gastro-esophageal reflux disease.

A review of resident #96's clinical record revealed
that in April of 2023 their weight was 238.6
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2. All current residents with weight
F 710 | Continued From page 20 F710

orders have the potential to be
impacted by the alleged deficient
practice.

A quality monitoring audit will be
conducted and the MD will be notified
of significant weight changes.

3. The DON/designee will educate the
nursing management team on physician
notification with significant weight
changes.

The UMs will review weights in the
weekly RISK meeting and ensure that
the medical team has been notified of
significant weight changes and provided
orders as indicated.

4. The DON/designee will conduct a
random quality audit of significant
weight losses weekly for 6 weeks of
significant weight change for 5 residents
to ensure proper medical team
notification and follow up. The findings
of the quality monitoring will be
reported to the Quality
Assurance/Performance Improvement
Committee monthly. The quality
monitoring schedule may be modified
based on findings with quarterly
monitoring by the
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pounds and in August their weight was 205.2
pounds for a 14% loss in 6 months.

On 8/10/2023 at 8:46 AM surveyor interviewed
resident #96. They stated that they knew they had
lost weight and stated, "it's probably a good
thing." They stated that they ate but not as much
as they might have in the past, "1 don't get hungry
rmuch.” They stated no one had discussed the
waeight loss with them that they could recall.

A dietary progress note dated 5/24/2023 and
electronically signed by the dietician read, "RD
weight review: CBW: 200.0 (5/19) BMI: 28.0,
overweight status Diet: Regular diet, mechanical
soft with targe entrée. Prostat bid Skin: wound
has resolved Medications: on diuretic P.O. intake
remains poor. Recommending d/c prostat bid due
to wound resolving. Due to poor intake will
continue liberalized diet and add Ensure 120ml
BID to increase calories in diet. RD will continue
to monitor intake and weight. Pt on diuretic which
may result in weight fluctuations.” Prostat is a
nutritional supplement that provides extra protein
and is given o promote wound healing.

On 8/10/2023 Surveyor was unable to locate a
physician’s note addressing the weight loss or a
note stating that the physician had been notified
of the weight loss. A review of the physician's
orders revealed that prostat had not been
discontinued and Ensure had not been ordered.

Surveyor interviewed the Director of Nursing
{DON) on 8/11/2023 at 9:27 AM and asked if they
were aware of resident #96's weight loss. They
stated they were not. The DON reviewed the
record at the surveyor's request to check for
physician notification. They stated, "there is no

F 710] Administrator/designee.

5. The PoC compliance date is 9-12-23
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indication the physician was notified of the weight
loss or the RD recommendations.” Surveyor
asked the DON if they would have expected the
physician to be notified and the dietician's
recommendations to be instituted and they
stated, "absolutely, | would."

The surveyor requested and received the policy
entitled, "Weight Monitoring” with a revised date
of 12/1/2022. The policy read in part, "7.
Documentation: the physician should be informed
of a significant change in weight and may order
nutritional interventions.”

The survey team met with the Administrator,
Assistant Director of Nursing, and the Regional
Director of Clinical Services on 8/14/2023, This
concern was reviewed with them at that time,

No further information was provided to the survey
team prior to the exit conference.

Competent Nursing Staff

CFR(s): 483.35(a)(3){(4){<c)

F726
$5=D

§483.35 Nursing Services

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

§483.35(a)(3) The facility must ensure that

F710

F 7260 12 VAC5-371-2108B
F726) 1. Licensed nurse staff have now been
identified for completion of their
competencies.

2. All residents have the potential to be
impacted by this alleged deficient
practice. A quality monitoring audit will
be completed on the competencies of
licensed nurses to ensure the training
has been completed.
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licensed nurses have the specific competencies
and skill sets necessary to care for residents’
needs, as identified through resident
assessments, and described in the plan of care.

§483.35(a)(4) Providing care includes but is not
limited to assessing, evaluating, planning and
implementing resident care plans and responding
to resident's needs.

§483.35(c) Proficiency of nurse aides.

The facility must ensure that nurse aides are able
to demonstrate competency in skills and
techniques necessary to care for residents’
needs, as identified through resident
assessments, and described in the plan of care.
This REQUIREMENT is not met as evidenced
by:

Based on staff interview and facility document
review the facility staff failed to ensure licensed
nurses have the specific competencies and skill
sets necessary to care for residents’ needs, as
identified through resident assessments, and
described in the plan of care.

The findings were:

During a review of recent Facility Reported
Incidents (FRIs} with the administrator, regional
director of clinical services (RDCS), and director
of operations (DOO) on 08/09/2023 at 1:32 p.m.,
the RDCS reported an incident which occurred on
06/30/23 and 07/01/23. The facility discovered
their business office manager (BOM) who
reported to be a registered nurse (RN) and
presented the facility with an RN license
verification document, was not a licensed RN.
The BOM worked as a nurse on 06/30/23 and
07/01/23.
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service education to the nursing
management and HR/BOM on the
monitoring of licensed nurses to ensure
competencies are completed as
indicated. A tracking log will be
developed to track the completed
competencies for current nurses and
new hires will be added and their
competencies completed during their
orientation period.

4. The DON/designee will conduct a
random quality monitoring audit of
competency tracking weekly for 6
weeks to ensure that required
competency education is completed.
Any variances will be corrected with
additional training and/or corrective
action. The findings of the quality
monitoring will be reported to the
Quality Assurance/Performance
Improvement Committee monthly. The
quality monitoring schedule may be
modified based on findings with
quarterly monitoring by the
Administrator/designee.

5. The PoC compliance date is 9-12-23
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The regional director of clinical services reporied
facility staff realized the BOM who had worked as
a nurse on orientation (with another nurse)
passing medications for approximately four hours
on 06/30/23 did not actually possess a nursing
license. That BOM worked as a nurse, passing
medications, on 07/01/23 for approximately 12
hours; those were the only two days this
employee staffed the facility as a nurse. On
07/05/23, facility staff verified the BOM who had
worked as a nurse on two dates, had provided a
license verification with someone else's name.
The employee had provided care to 24 residents,
having the same resident assignment on both
days.

On 08/11/23 at 9:25 a.m., when asked, the RDCS
reported there was no nursing
orientation/competency check off documentation
found for the BOM who had worked as a nurse.
The RDCS reported the expectation would be for
any nurse working on the floor to have a
competency check off document.

The concern regarding lack of
training/competency documentation was
discussed with the administrator, assistant
director of nursing, and regional director of clinical
services at a summary meeting on 08/14/23 at
11:56 a.m. The RDCS stated she believed they
had provided the survey team with everything
they had to provide.

Nurse Aide Peform Review-12 hrfyr In-Service
CFR{s}: 483.35(d)}(7)

F 730
§8=E

§483.35(d)(7) Regular in-service education.
The facility must complete a performance review

F 726

F730€ 12 VAC 5-371-260Eand F
F 730| 1. CNA#3, CNA#14, CNA#T have had a
performance evaluation reviewed with
them and follow up education
compieted as indicated.
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of every nurse aide at least once every 12
months, and must provide regular in-service
education based on the outcome of these
reviews. In-service training must comply with the
requirements of §483.95(g).

This REQUIREMENT is not met as evidenced
by:

Based on staff interview and facility document
review, the facility staff failed to compiete a
review of every nurse aide at least every 12
months and failed to provide regular in-service
education based on the outcome of these
reviews.

The findings included:;

The facility administrative staff falled to complete
a review of every nurse aide at least every 12
months and failed to provide regular in-service
education based on the outcomes of
reviews/evaluations.

08/10/23 8:20 a.m., the Assistant Director of
Nursing (ADON}) was given 5 names of Certified
Nursing Assistants{C.N.A.) that would be
reviewed for performance reviews/evaluations.

08/10/23 9:25 a.m., the current Diractor of
Nursing (DON) provided the survey team with a
document titled, Job Description and
Performance Standards dated 11/2018. This
document had been signed by C.N.A, #3, The
DON stated they could not find anything further,
they would expect performance evaluations to be
completed annually, and they had been the DON
approximately 3 or 4 weeks.

08/10/23 2:20 p.m., during a meeting with the
DON and ADON these staff stated Nurse Aide

F 730! 2. All residents have the potential to be

impacted by the alleged deficient
practice. A quality monitoring audit will
be completed by the HR/BOM to
determine current CNA evaluation
status.

3. The Administrator will educate the
DON and HR/BOM regarding annual
evaluations. A tracking log will be
developed to track evaluations for
current aids and new hires will be
added to track when their evaluations
become due.

4. The Administrator will conduct a
random quality monitoring audit of
evaluations of 5 CNAs weekly for 6
weeks to ensure they are being tracked
and their evaluations/follow up
education is completed as indicated.
The findings of the quality monitoring
will be reported to the Quality
Assurance/Performance Improvement
Committee monthly. The quality
monitoring schedule may be modified
based on findings with quarterly
monitoring by the
Administrator/designee.

5. The PoC compliance date is 9-12-23
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performance reviews were not completed every
12 months and the former DON was the staff
persen who would have been responsible for
completing performance reviews. They had
spoken with different staff members, and these
staff stated it had been quite a while since they
had been given performance evaluations.

08/10/23 8:20 p.m., C.N.A. #14 was asked about
a performance evaluation and stated they did not
think they had one. C.N.A, #7 stated they had not
had a written evaluation.

08/11/23 12:28 p.m., the ADON stated they had 3
different DON's and Administrators in the last 6
months.

The ADON provided the survey leam with a copy
of their policy titled, "Competency Evaluation™ this
policy read in part, "It is the policy of this facility to
evaluate each employee to assure appropriate
competencies and skills for performing his or her
job and to meet the needs of facility
residents...Employee competency forms are
maintained in the Staff Development
Coordinator's office for current training year, then
forwarded to the Human Resources Director for
placing into the employee's personnel file..."

08/11/23 4:38 p.m., the Administrator and
Regional Director of Operations were made
aware of the issue regarding the missing
performance reviews/evaluations.

08/14/23 11:05 a.m,, the Regional Nurse stated
regarding evaluations they may be able to find
one or two but not enough to satisfy the
ragulation.

F 730
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No further information regarding this issue was
provided to the survey team prior to the exit
conference.
F 812 | Food Procurement, Store/Prepare/Serve-Sanitary F 812 F812D 12 VACS5-371-340 A
88=D | CFR(s): 483.60(i)(1}2)
§483.60(i) Food safety requirements. 1. The sal-sa and French dressing have
The facility must - been disposed up.
§483.60(1)(1) - Procure food from sources 2. All residents have the potential to be

approved or considered satisfactory by federal,

state or local authorities. impacted by the alleged deficient

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

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

(iii) This provision does not preclude residents

from consuming foods not procured by the facility.

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

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview, and facility

document review, the facility staff failed to store,
prepare, distribute and serve food in accordance
with professional standards for food service
safety.

The findings include:

Qn 8/9/2023 at 2:20 PM Surveyor entered the
East wing nutrition room to check the residents

refrigerator. In the door of the refrigerator, a jar of

practices. A quality monitoring audit will
be completed by the dietary supervisor
of the refrigerators in the nutrition
pantries for proper storage and dating of
foods.

The Administrator will re-educate the
dietary and nursing staff on the
expectations of food procurement,
storage and preparation of foods to
include use by date. The dietary
supervisor  will  conduct  weekly
walkthroughs of the nutrition pantries
area focusing on proper storage, dating
of food expirations and/or use by dates.

The Administrator/designee will conduct
a quality monitoring audit of the kitchen
pantries weekly for 6 weeks focusing on
the storage and dating of foods.

The findings of the quality monitoring
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Great Value Thick and Chunky Salsa with an
expiration date of April 1, 2023, was observed,
The salsa had initials written in permanent
marker and had been opened. There was no date
to indicate when the jar had been opened.

On 8/9/2023 at 2:36 PM Surveyor checked the
Woest wing nutrition room refrigerator and
observed a bottle of Kraft French Dressing with
an expiration of 8/9/22. This bottle had been
opened. There were no initials written on the
bottle and there was no date to indicate when the
bottle had been opened.

On 8/9/2023 at 2:24 PM surveyor interviewed
LPN #3 who discarded the salsa and stated that
dietary is responsible for maintaining the
refrigerator and ensuring things are not out of
date or expired.

On 8/9/2023 at 2:38 PM surveyor interviewed
LPN #1 who discarded the dressing-and stated
that dietary generally makes sure that the items in
the refrigerator are dated and not expired. They
stated that with no resident name or initials the
dressing could have belonged to a staff member.

08/09/2023 05:33 PM Surveyor requested and
received a copy of the policy entitled "Date
Marking for Food Safety” with a revised date of
12/1/2022, The policy read in part, "2. The food
shall be clearly marked to indicate the date or day
by which the food shall be consumed or
discarded. 4. The marking system shall consist of
a label, the day/date of opening, and day/date the
item must be consumed or discarded. 5. The
discard day or date may not exceed the
manufacturer's use by date, or four days,
whichever is earliest. The date of opening or

' |

F 812 will be reported to the Quality
Assurance/Performance Improvement
Committee monthly. The quality
monitoring schedule may be modified
based on findings with quarterly
monitoring by the
Administrator/designee.

5. The PoC compliance date is 9-12-23
~
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preparation counts as day one. 8. The head cook,
or designee, shall be responsible for checking the
refrigerator daily for food items that are expiring,
and shall discard accordingly.”

On 8/14/2023 at 11:56 AM the survey team met
with the Administrator, Assistant Director of
Nursing and Regional Director of Clinical
Services and this concern was discussed at that
time.

No further information was provided to the survey
team prior to the exit conference.

Resident Records - Identifiable Information
CFR(s): 483.20(f)(5), 483.70(i)(1)-(5)

§483.20(f)(5) Resident-identifiable information.

(i) A facility may not release information that is
resident-identifiable to the public.

(i} The facility may release information that is
resident-identifiable to an agent only in
accordance with a contract under which the agent
agrees not to use or disclose the information
except to the extent the facility itself is permitted
to do so.

§483.70(i) Medical records.

§483.70(1} 1} In accordance with accepted
professional standards and practices, the facility
must maintain medical records on each resident
that are-

(i) Complete;

(i) Accurately documented;

(iti} Readily accessible; and

(iv) Systematically organized

§483.70(i){2) The facility must keep confidential
all information contained in the resident’s records,
regardless of the form or storage method of the

F 842, F842E 12 VAC 5-371-360 A

1. Resident #45 has had a medication
regime review by both the medical
team and the pharmacy. The facility
recognizes that the result of Resident
#71’s blood sugars were not entered
into the clinical record as cbserved
during the survey. LPNs#1 and #6 have
been educated to the proper
documentation of accuchecks.

2. All residents with orders for
accuchecks and those that receive
medication regime reviews have the
potential to be impacted by the alleged
deficient practice. A quality monitoring
audit will be completed by the DON of
medication regime reviews for the
month of August to ensure compliance.
A quality monitoring audit has been
completed by DON/designee of
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records, except when release is-

(i) To the individual, or their resident
representative where permitted by applicable law;
(ii) Required by Law:

(iii) For treatment, payment, or health care
operations, as permitted by and in compliance
with 45 CFR 164.506;

(iv) For public health activities, reporting of abuse,
neglect, or domestic violence, health oversight
activities, judicial and administrative proceedings,
law enforcement purposes, organ donation
purposes, research purposes, or to coroners,
medical examiners, funeral directors, and to avert
a serious threat to health or safety as permitted
by and in compliance with 45 CFR 164.512.

§483.70(i)(3) The facility must safeguard medical
record information against loss, destruction, or
unauthorized use.

§483.70(i)(4) Medical records must be retained
for-

(i) The period of time required by State law; or
(ii} Five years from the date of discharge when
there is no requirement in State law; or

(iii) For a minor, 3 years after a resident reaches
legal age under State law.

§483.70(i)(5) The medical record must contain-
(i) Sufficient information to identify the resident;
(ii} A record of the resident's assessments;

(iii) The comprehensive plan of care and services
provided;

(iv) The results of any preadmission screening
and resident review evaluations and
determinations conducted by the State;

(v) Physician's, nurse's, and other licensed
professional's progress notes; and

F 842 accucheck documentation since August

14%™ to ensure compliance.

3. Nursing management will be
educated by the DON/designee
regarding the completion of medication
regime review follow up and that once
the medical team follows up, the
recommendation form is to be
submitted to med records for uploading
into the clinical record. Licensed nurses
will be educated on documenting
accuchecks into the medical record as
ordered. The UMs will review
accucheck entries prior to morning
clinical meeting and address any issues
immediately. They will report their
findings in the morning clinical meeting,
The DON/designee will review
medication regime reviews in the
weekly RISK meeting to ensure
compliance and follow up.

4, The DON/designee will conduct a
random quality monitoring audit of
both accuchecks and medication regime
reviews of 5 residents weekly for 6
weeks to ensure compliance. The
findings of the quality monitoring will
be reported to the Quality
Assurance/Performance Improvement
Committee monthly. The quality
monitoring schedule may be modified
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(vi} Laboratory, radiology and other diagnostic monitoring by the

services reports as required under §483.50.
This REQUIREMENT Is not met as evidenced
by:

Based on staff interviews and clinical record
review the facility staff failed to maintain a
complete medical record on each resident for all
residents with a medical regimen review without
recommendations and also for two of 29
residents in the survey sample.

1. While conducting medication regimen reviews,
surveyors were unable to locate routine monthly
medication regimen reviews after December
2022. Some residents had documented
recommendations. No regimen reviews without
recommendations were recorded in the clinical
records. Surveyors asked nursing staff where
medication regimen reviews without
recommendations were documented. The
pharmacy was changed in January 2023. The
current pharmacy sends an e-mail to the director
of nursing with the list of residents reviewed and
recommendations, The recommendations are
placed in the clinical record after the physician
acts on them. There is no note made in the
clinical record if there are no recommendations.

2. For Resident #45, facility staff failed to act on
medication regimen review recommendations.

Resident #45 was admitted to the facility with
diagnoses including anemia, hypertension, renal
insufficiency, pneumonia, urinary tract infection,
depression, cardiopulmonary disease, respiratory
failure, pulmonary hypertension, obesity, and
hyperthyroidism. On the Minimum Data Set
assessment with assessment reference date
6/19/2023, the resident scored 15/15 on the brief

Administrator/designee.

5. The PoC compliance date is 9-12-23
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interview for mental status and was assessed as
without signs of delirium, psychosis, or behaviors
affecting care,

During clinical record review, the surveyor did not
find monthly medication regimen reviews. Facility
stalff provided a list of residents reviewed and
recommendations made from January through
July 2023. Recommendations included 5/16/23
to change levothyroxine administration to be at
least 4 hours apart from iron administration and
30-60 minutes prior to food or enteral feedings.
Recommendations on 6/24/23 included to change
levothyroxine administration to be at least 4 hours
apart from iron administration and 30-60 minutes
prior to food or enteral feedings and added that
TSH (thyroid stimulating hormone) was high in
June and the levothyroxine dose was increased
and please consider changing times on the MAR.
This recommendation was listed as still pending
when Medication Regimen Reviews were
conducted 7/1-7/28/2023.

The administrator, assistant director of nursing,
and a corporalte clinical representative were
notivied of the concern during a summary
meeting on 8/14/2023.

3. For Resident #71, the facility nursing staff
failed to document results of blood sugars (BS) in
the clinical record.
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Resident #71's diagnoses included diabstes.

Section C (cognitive patterns) of Resident #71's
quarterly minimum data set (MDS) assessment
with an assessment reference date (ARD) of
06/28/23 included a brief interview for mental
status (BIMS) summary score of 15 out of a
possible 15 points. Indicating Resident #71 was
alert and orientated.

Resident #71's comprehensive care plan included
the focus has diabetes mellitus. Interventions
included, but were not limited to, diabetes
medication as ordered by doctor, monitor
/document/report as needed any signs symptoms
of hyperglycemia/hypoglycemia.

Resident #71's clinical record included a provider
order for Humalog insulin inject 10 units with
meals for maintaining BS. Hold insulin if fasting
blood sugar is less than 120. The date of the
order was documented as 12/31/22, This order
was changed to 12 units on 07/11/23.

A review of Resident #71's medication
administration records (MARS) revealed the
following ir regards to documentation of BS.
May 2023-Licensed Practical Nurse (LPN) #6
documented a "12" for seven different
administration times. Per the preprinted code on
the MARs a 12=Insulin not required. There was
no documented BS on the MAR for the dates in
question.

June 2023-LPN #6 documented a "12" for two
administration times. There was no documented
BS on the MAR for the dates in question.

The surveyor was able to identify 2 other nurses
that had documented a "12" for insulin not

F 842
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required. Both nurses included the BS results on
the MARs.

08/11/23 9:15 a.m., Licensed Practical Nurse
(LPN) #1 (unit manager) stated the software
system does not alert the nurse to putin a BS.
The surveyor identified the nurse who did not
document the BS as LPN #6. The unit manager
stated this nurse was currently out on extended
leave.

08/10/23 2:20 p.m., during a meeting with the
Director of Nursing and Assistant Director of
Nursing the missing documentation regarding
Resident #71's BS was reviewed.

08/11/23 4:38 p.m., the Administrator and
Regional Director of Operations were made
aware of the incomplete documentation regarding
Resident #71's BS's.

No further information regarding this issue was
provided to the survey team prior to the exit
conference.

¥ 851 | Payroll Based Journal

88=D | CFR(s): 483.70(q)(1)-(5)

§483.70(q) Mandatory submission of staffing
information based on payroll data in a uniform
format.

Long-term care facilities must electronically
submit to CMS complete and accurate direct care
staffing information, including information for
agency and contract staff, based on payroll and
other verifiable and auditable data in a uniform
format according to specifications established by
CMS.

F 842

F 851

F851D

1. The facility recognizes that the
electronic staff information was not
submitted to CMS for the 2 quarters
reviewed during the survey.

2. All residents have the potential to be
impacted by the alleged deficient
practice. A quality monitoring audit
will be completed by the HR/BOM of
the Payroll Based Journal reporting to
CMS since August 14™ to ensure
compliance.
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§483.70(qX1) Direct Care Staff.

Direct Care Staff are those individuals who,
through interpersonal contact with residents or
resident care management, provide care and
services to allow residents to attain or maintain
the highest practlicable physical, mental, and
psychosocial well-being. Direct care staff does
not include individuals whose primary duty is
maintaining the physical environment of the long
term care facility (for example, housekeeping).

§483.70(g)(2) Submission reguirements.

The facility must electronically submit to CMS
complete and accurate direct care staffing
information, including the following;

(i) The category of work for each person on direct
care staff (including, but not limited to, whether
the individual is a registered nurse, licensed
practical nurse, licensed vocational nurse,
certified nursing assistant, therapist, or other type
of medical personnel as specified by CMS);

(i} Resident census data; and

{iii) Information on direct care staff turnover and
tenure, and on the hours of ¢care provided by each
category of staff per resident per day ({including,
but not limited to, start date, end date (as
applicable), and hours worked for each
individual).

§483.70{(q)(3) Distinguishing employee from
agency and contract staff,

When reporting information about direct care
staff, the facility must specify whether the
individual is an employee of the facility, or is
engaged by the facility under contract or through
an agency.

§483.70(q)(4) Data format,

F 851 3. The Administrator will educate the
HR/BOM on Payroll Based Journal
submission expectations. The HR/BOM
will provide the Administrator with
proof on a quarterly basis that the
required documentation has been
reported to CMS as indicated.

4. The Administrator will verify that the
PBJ hours have been submitted
quarterly through transmission reports.
The findings will be reported to the
Quality Assurance/Performance
Improvement Committee monthly, The
quality monitoring schedule may be
modified based on findings with
quarterly monitoring by the QAPI
Committee and or designee,

5. The PoC compliance date is 9-12-23
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The facility must submit direct care staffing
information in the uniform format specified by
CMS.

§483.70(q)(5) Submission schedule.

The facility must submit direct care staffing
information on the schedule specified by CMS,
but no less frequently than quarterly,

This REQUIREMENT is not met as evidenced
by:

Based on staff interview and Casper Report
review, the facility staff failed to efectronically
submit staffing information to The Centers for
Medicare & Medicaid Services (CMS) for 2
quarters.

The findings included:

The facility staff failed to electronically submit
staffing information to CMS for January 1-March
31 and April 1-June 30 2022.

08/08/23 3:32 p.m., the current Administrator
confirmed to the survey team that there was no
payroll based journal (PBJ) documentation
submitted to CMS for these 2 quarters.

08/11/23 4:38 p.m., during an end of the day
meeting with the Administrator and Regional
Director of Operations. The Regional Director of
Operations stated the former company did not
submit the PBJ documentation.

No further information regarding this issue was
provided to the survey team prior to the exit
conference.
F 947 | Required In-Service Training for Nurse Aides
S$8=E | CFR(s): 483.95(g){1}-{(4)

F 851

F 947

F947-E 12VAC5-371-260 B, F
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§483.95(g) Required in-service training for nurse
aides.

In-service training must-

§483.95(g)(1) Be sufficient to ensure the
continuing competence of nurse aides, but must
be no less than 12 hours per year.

§483.95(g)(2) Include dementia management
training and resident abuse prevention training.

§483.95(g)(3) Address areas of weakness as
determined in nurse aides’ performance reviews
and facility assessment at § 483.70(e) and may
address the special needs of residents as
determined by the facility staff.

§483.95(g)(4) For nurse aides providing services
to individuals with cognitive impairments, also
address the care of the cognitively impaired.
This REQUIREMENT is not met as evidenced
by:

Based on staff interview and facility document
review, the facility staff failed to provide 12 hours
of in-service training for nurse aides.

The findings included:

The facility staff failed to provide nurse aides with
12 hours of in-service training.

During the task sufficient and competent nurse
staffing the surveyor requested information
regarding in-service training.

08/09/23 4:15 p.m., the Director of Nursing
(DON) stated they were unable to find training for
employees that was requested, The DON stated

completion of their required training.

2. All residents have the potential to be
impacted by this alleged deficient
practice. An audit will been completed
on the required training for CNAs to
ensure the required training has been
completed.

3. The DON/designee will provide in-
service education to the ADON and
HR/BOM on the monitoring of staff
training to ensure requirements are met
and the facility will incorporate the new
electronic education program to aid
with tracking.

4. An audit will be completed by the
ADON/designee weekly for 6 weeks to
ensure that required in-service
education is completed. Any variances
will be corrected with additional
training and/or corrective action. The
findings of the quality monitoring will
be reported to the Quality
Assurance/Performance Improvement
Committee monthly. The quality

monitoring schedule may be modified
based on findings with quarterly
monitoring by the
Administrator/designee.
5. The PoC compliance date is 9-12-23
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the former Staff Development Coordinator {(SDC)
left without notice, they were unable to find their
recards, and they were in the process of hiring an
SDC.

08/11/23 12:28 p.m., the Assistant Director of
Nursing (ADON}) stated they had 3 different
DON's and Administrators in the last 6 months.

08/11/23 12:38 p.m., the Assistant Director of
Nursing provided the survey team with a copy of
their policy titled, “Training Requirements." This
policy read in part, "it is the policy of this facility to
develop, implement, and maintain an effective
training program for all new and existing staff,
individuals providing services under a contractual
arrangement, and volunteers consistent with their
expected roles...Documentation of required
training will be forwarded to the HR department to
be placed into the individual's personnel file, in
accordance with facility policy for retention of
training records...”

08/11/23 4:38 p.m., the Administrator and
Regional Director of Operations were made
aware of the missing information regarding nurse
aide training.

08/14/23 11:05 a.m., the Regional Nurse stated
they did not have the 12 hours of competencies.

No further information regarding this issue was
provided to the survey team prior to the exit
conference.

FORM CMS-2567(02-99) Pravious Versions Obsolate

Evant ID: 06EIMN

Facility ID: VAD414 If continuation sheet Page 38 of 39



PRINTED: 08/25/2023

The facility was out of compliance with the
following state licensure requirements:

This RULE: is not met as evidenced by:
The facility was not in compliance with the
following Virginia Rules and Regulations for
Licensure of Nursing Facilities.

Management & Administration
12 VAC 5-371-110 (B)(2) and (3) - cross
reference to F-602

Nurse Staffing
12 VAC 5-371-210 (B) - cross reference to F-726
12 VAC 5-371-210 (E) - cross reference to F-839

Nursing Services

12 VAC 5-371-220 (A) - cross reference to F684
12 VAC 5-371-220 (D) and (F) - cross reference
to F-677

12 VAC 5-371-220 (C) - cross reference to F-690

FORM APPROVED
State of Virginia
STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: N COMPLETED
(65
VA0414 oLl 08/14/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
514 NORTH MAIN STREET
RURAL RETREAT CARE CENTER
CAREC RURAL RETREAT, VA 24368
{X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)
F 000, Initiat Comments | F 000

An unannounced biennial State Licensure

Inspection was conducted 8/08/23 through

8/14/23. The facility was not in compliance with

the Virginia Rules and Regulations for the

Licensure of Nursing Facilities. Corrections are

raguired.

The census in this 120 certified bed facility was

110 at the time of the survey. The survey sample

consisted of 22 current resident reviews and 7

closed record reviews.

There were five (5) complaints investigated. 12VAC 5-371-75A3.

F 001 Non Compliance | Foo 1. The facility recognizes that LPN #4’s

background check was not completed
until 3/15/2023 as observed during the
survey.

2. All residents have the potential to be
impacted by the alleged deficient
practice. A quality monitoring audit will
be completed to ensure that all staff
had a background check in their
personnel file.

3. The Administrator will educate the
HR/BOM and ABOM to the onboarding
process related to obtaining background
checks. The HR/BOM will provide the
Administrator with verification of ran
background checks weekiy to cross
check with new hires.

MBOMTORY?EWWVIGNATURE
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F001| Continued Fram page 1 F 001 4. The Administrator will review in
weekly meetings prior to orientation
Physician Services any new hires and if their background
12 VAC 5-371-240 (F) - cross reference to F-710 checks were initiated as indicated
weeks to ensure
Staff development and inservice training weekl\.( for 6 ,ee k d check
12 VAC 5-371-260 (E) and (F) - cross reference compliance with background checks.
to F-730
The findings of the quality monitoring
Dietary and Food Service Program : ;
will be reported to the Qualit
12 VAC 5-371-340 (A) - cross reference to F-812 P Q v
Assurance/Performance Improvement
Clinical Records Committee monthly. The quality
12 VAC 5-371-360 (A) - cross reference to F-842 monitoring schedule may be modified
based on findings with quarterly
monitoring by the
Administrator/designee.
12VACS-371-75 (A.3). Criminal records check.
5. The PoC compliance date is 9-12-23
Based on staff interview, employee record review,
facility document review, and the Code of
Virginia, the facility staff failed to obtain a criminal
background check within 30 days of employment
through the Virginia State Police for 1 of 25 new
hires, new hire #20.
The findings included:
The facility staff failed to obtain a criminal
background check through the Virginia State
Police within 30 days of hire for a Licensed
Practical Nurse (LPN #4),
Per the Code of Virginia 12¥AC5-371-75
"...Obtain a criminal record report on applicants
for compensated employment from the Virginia
Department of State Police no more than 30
catendar days after employment begins..."
New hire #20 (LPN #4) was hired at the facility
STATE FORM 890

06EI11

If continuation sheat 2ol 6



PRINTED: 08/25/2023

FORM APPROVED
State of Virginia
STATEMENT QF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING: COMPLETED
C
VA0414 B. WING 08/14/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY, STATE. ZIP CODE
514 NORTH MAIN STREET
RURAL RETREAT CARE GENTER
RURAL RETREAT, VA 24368
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES [[»] PROVIDER'S PLAN OF CORRECTION {x3)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFEREMNCED TO THE APPROPRIATE DATE

DEFICIENCY}

F 001 | Continued From page 2

01/13/23. A criminal background check through
the Virginia State Police was not completed until
03/15/23. No identiftable records were returned
when the search was completed.

08/10/23 2:20 p.m., the Director of Nursing and
Assistant Director of nursing were made aware of
the issue regarding LPN #4's Virginia State Police
background check.

The facility staff provided the survey team with a
copy of their policy titled, "Abuse, Neglect and
Exploitation." This policy read in part, *...Potential
employees wiil be screened for a history of
abuse, neglect...Background, reference...checks
shall be conducted on potential employees..."

No further information regarding this issue was
provided to the survey team prior to the exit
conference,

12VAC5-371-220 {f). Nursing services.

Based on resident interview, staff interview,
clinical record review, and the Code of Virginia,
the facility staff failed to provide a tub or shower
bath 2 times a week or a bed bath daily.

The findings included:

For Resident #71, the facility staff failed to
provide two baths/showers a week or a bed bath
daily.

Per the Code of Virginia "Each resident shall
receive tub or shower baths as often as needed,
but not less than twice weekly. Residents whose

F o1

12 VAC 5-371-220 f.

1. Resident #71 was provided a shower
during the survey

2. All residents have the potential to be
impacted by the alleged deficient
practice.

3. Clinical staff will be re-educated by
the DON/designee regarding providing
showers/baths weekly for residents and
the documentation that is to
accompany it.

STATE FORM
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£001 ! Continued From page 3 | Foo1 The UMs will review bathing
medical conditions prohibit tub or shower baths documentation prior to the clinical
shall have a sponge bath daiiy.” morning meeting to determine
Resident #74's di i uded. but compliance with offering
Resident 271’3 dlagnoses included, but were not baths/showers. Issues will be
limited to, type 2 diabetes, gastro-esophageal . . .
reflux disease, bipolar disorder, difficulty in ! addressed immediately. TheY_W'“_ _
walking, polyneuropathy, an anxiety disorder, report their findings in the daily clinical
meeting.
Section C {cognitive palterns) of Resident #71's |
quarterly minimum data set (MDS) assessment ' , .
with an assessment reference date (ARD) of | 4. The DON/ .de5|gne_e w.|II cond-uct a
06/28/23 included a brief interview for mental ' random quality monitoring audit of 5
status (BIMS) score of 15 out of a possible 15 ! residents weekly for 6 weeks to ensure
gg"(‘s‘tS::_t:f"e“ai's(ifs‘i')‘gtf";"a' s“’:t"'f) ";a:":“:ggﬁ',t ! compliance with baths/showers. The
extensi people for be ility, . . - .
transfers, dressing, toilet use, and personal ﬁndlngs of the quality m.omtormg will
hygiene. Bathing was coded 3/2 for requiring be reported to the Quality
physical help in part of bathing activity, Assurance/Performance Improvement
one-person physical assist. The MDS was coded Commiittee monthly. The quality
to indlcate' this resufl.ent used a walker and/or monitoring schedule may be modified
wheelchair for mobitity. > i
based on findings with quarterly
Resident #71's comprehensive care plan included maonitoring by the
the focus areas requires assistance with activities Administrator/designee.
of daily living (ADLs} and resident noted to refuse
various aspects of nursing care. . .
g 9 5. The PoC compliance date is 9-12-23
08/09/23 9:15 a.m., Resident #71 was observed |
lying in bed, disheveled in appearance, stated |
they had been at the facility since 2022. When |
asked about showers/baths Resident #71 stated
they had to ask, you can't get one unless it's your
scheduled day, they were supposed to get two
showers a week and their scheduled days were ;
Wednesday and Salurday. Resident #71 stated |
the staff don't give showers at the facility on [
Saturday and as for a bed bath you can go days
without getting one.
The surveyor reviewed the residents !
STATE FORM L) 06EI14 I continuation sheet 4 of 6
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F 001

Continued From page 4

bathing/showering documentation from
06/01-08/07/23. For the month of June 2023
there was documentation to indicate Resident
#71 received 5 showers/baths (06/05, 06/08,
06/12, 06/16, and 06/21). For July 2023 there was
documentation to indicate Resident #71 received
5 showers/baths (07/01, 07/05, 07/16, 07/20, and
07/24). The facility failed to provide any
documentation regarding 07/12/23. For August
1-August 7 the facility documented Resident #71
received 1 bath/shower on August 2. There was
no docurnentation to indicate the resident
received any bed baths and no documentation to
indicate the resident received a bath/shower on a
Saturday.

08/09/23 11:14 a.m., Certified Nursing Assistant
(C.N.A.) #4 stated bed baths were done every
day and the shower team did showers. Resident
#71 was observed to come out of shower room
during this interview,

08/09/23 11:16 a.m., C.N.A_ #5 stated they wera
part of the shower team, the residents receive
baths two times a week, showers are done by
room numbers, the aides do the Saturday
showers, and Sunday was a make up day.

08/09/23 1:00 p.m., the Director of Nursing
{DON) stated they generally try and do
baths/showers twice a week. They were looking
to improve and they now had a shower team on
board.

The DON provided the surveyor with a copy of
policy titled, "Bathing a Resident.” This policy
read in part, "...It is the practice of this facility to
assist residents with their choice of
bathing/ygiene oplions to maintain proper
hygiene and help prevent skin issues...Record

F 001
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conference.

F 001| Continued From page 5

care provided in Point Click Care Point of Care..."

The shower book at the nurses station included
documentation to indicate the room that this
resident resided in had shower/baths scheduled
on Wednesday and Saturdays. Per the ¢ensus in
the residents electronic health record Resident
#71 had been in this same room since 05/28/23.

08/10/23 2:20 p.m., during an end of the day
meeting with the DON and Assistant Director of
Nursing the issue regarding the residents
bathing/showers was reviewed.

No further information regarding this issue was
provided to the survey team prior to the exit

F 001
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