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If you have been injured in a nursing home or assisted living facility, call the law office of Jeffrey J. Downey for a free consultation.
Phone: 703-564-7318; email: jdowney@jeffdowney.com  www.jeffdowney.com


Mulberry Creek Nursing and Rehab Center (Formerly Blue Ridge Rehab Center) 300 Blue Ridge Street
Martinsville, VA 24112

Facility Characteristics:
Nursing Home Facility with 300 beds Non-Profit Corporation
Legal Business Name – AFS of Martinsville, Inc. Ownership – Kissito Healthcare Inc
Operator Managerial Control – Robert McClintic

Researching Nursing Homes
A note by attorney Jeffrey J. Downey:
Thank you for visiting my website. Anyone who is considering the admission of a loved one into a nursing home should undertake a review of surveys or other data that will provide a snapshot of some of the issues or problems that the facility is experiencing. Keep in mind that this information can be limited and may not reflect the actual condition of the facility when your loved one is admitted. You should consider personal visits of any facility you are evaluating.
The Virginia Department of Health inspects nursing home facilities including Mulberry Creek Nursing and Rehab Center in Martinsville, Virginia. Periodically they do inspections as complaint surveys which should be public record. State law requires that all nursing facilities obtain a license to operate in Virginia. In Virginia, nursing facilities and inspected every two years under the state licensure and on an average of 12 months under Medicare/Medicaid certification. When the Virginia Office of Licensure and Certification (OLC) conducts inspections and investigations in response to complaints received from the public, the identity of the complainant and the identity of any patient who is the subject of the complaint, or identified therein, shall be treated as confidential and shall not be open to inspection by members of the public. Nothing contained herein shall prevent the OLC or its employees from making reports under §63.2- 1603 et. seq.

of the Code of Virginia. (Ref. §32.1- 127.1:03 of the Code of Virginia) You can register a complaint by mailing to Virginia Department of Health, Office of Licensure and Certification, Virginia Department of Health, 9960 Maryland Drive, Suite 401, Henrico, VA 23233-1463 or via email at OLC- Complaints@vdh.virginia.gov or Fax to (804) 527-4503.


For Assisted Living Facilities in the Virginia, you may call directly or send in a complain online at https://www.dss.virginia.gov/about/email_licensing_complaint.cgi. There is a 24-hour number at (888) 832-3858 to report abuse of an elderly person.
Having already researched Mulberry Creek Nursing and Rehab Center and obtained FOIA responses, I am posting these statements of deficiencies here, in a searchable format. Keep in mind that these surveys have been altered during the conversion process and you should update your search results.
I am interested in any additional information you may have on this facility. Please call me with any question about this or any other facility you may be interested in searching or prosecuting civilly for patient neglect or abuse.
Disclaimer: Information is built using data sources published by Centers for Medicare & Medicaid Services (CMS) under Freedom of Information Act (FOIA). The information disclosed on the NPI Registry are FOIA-disclosable and are required to be disclosed under the FOIA and the FOIA amendments to the FOIA. There is no way to 'opt out' or 'suppress' the NPPES record data for health care providers with active NPls. Some documents may not be accurately copied or some results may have changed upon appeal, which may not be noted here.
I am interested in any additional information you may have on this facility. Please call me with any question about this or any other facility you may be interested in searching or prosecuting civilly for patient neglect or abuse.
Disclaimer: Information is built using data sources published by Centers for Medicare & Medicaid Services (CMS) under Freedom of Information Act (FOIA). The information disclosed on the NPI Registry are FOIA-disclosable and are required to be disclosed under the FOIA and the FOIA amendments to the FOIA. There is no way to 'opt out' or 'suppress' the NPPES record data for health care providers with active NPls. Some documents may not be accurately copied or some results may have changed upon appeal, which may not be noted here.
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F 761 Continued From page 5
Verapamll, Amlodipine, Eliquls, U nzess, Om egn Fish Oil, and Oyster Shell Calclum to be givar al lhe morning medication pass.

On 01/29/2020 at 11:12 a.m., RN (r egiste red nurs e) #1 was notified that the re sidents
medications were left at the bedside anti the facility policy on medication administr2tion was requeated.

On 01/30/2020, the facility provided thn surveyor with a copy of their policy titled "Medicalion

F 761

Administration General Guidelines•. This policy
read in part, "...The resident is always observed after administration to ensure that the dose was completely Ingested..."

The residents baseline care plan did not include any information regarding self-administering of medicaUons. It did include the statem en. "Resident prefers to self identify each inciividual medication before taking them."

Prior lo the exit conference on 01/30/20 20 t 1:1 chief nursing officer and regional nurse consultant were notified that the nursing staff had left Resident #152's medications unsecu; ed at 1'1<J residents bedside.

01/30/2020 at 2:41 p.m., the regional nuI se consultant verbalized to the surveyor that this resident had not been assessed for
self-administralion of medications.

No further information regarding this issue was provided to the survey team prior to the exit conference on 01/30/2020.
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),	761   Continued From page 4	t 761 assessed for self-administration of medications.
I
I	The clinical record was reviewed on 01/29/2020. The face sheet in the clinical record included the
 (
I
)diagnoses, paranoid schizophrenia, major depressive disorder, anxiety disorder, and
!	essential hypertension.
There was no completed MDS  (minimum  data set} assessment on this resident.  However, section C (cognitive patterns} of this assessment had been completed. The facility  had  assigned the resident a score of 15 out of 15 points on the BIMS (brief interview for mental status) assessment. Indicating the resident was alert and orientated.

 (
A review of the residents current physic
ia
n 
order summary and MAR (medication administration record) revealed that the resident had orders for Anastrozole (arimidex), Ferrous Sulfate, Potassium Chloride, Alprazolam (xanax), Quetiapine (seroquel), Sertraline (zoloft),
)On 01/29/2020 at 11:00 a.m., during initial tour of the facility, the surveyor observed a cup of pills on the residents over the bed table. Resident #152 was silting directly in front of this over the bed table and when asked about the medication verbalized to the surveyor that there were probably 12 pills in the cup and began taking the medications. The surveyor immediately notified LPN (licensed practical nurse) #1. Upon enlering the room and observing the medications, LPN #1 stated the resident was taking the medicatoi ns when they were In the room and they had thought the resident had taken them. The resident's roommate was not in room during this observat'on.
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F 76 1 C():1tim1.:;;:i f'"rom page 3
!,:4p,-3,:;5(g) Labeling of Drugs and Biologicals D,'i.!f!S ?.nd biologicals usedin the facility must be
!c)).;,!ed in ccordance with currently accepted p,ofossir,ri:1I principles, and incl ude the
c.pp-mpriH\8 uccessory and cautionar1
in;; \rnr;ti1.1n s, and the expirallon date \ ::,
,--,pr,licBbla.

,!Q;";.t 5(h) storage of Drugs and Bi .1· • - '----
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,• ; , v1ui· n r. I tt resident Inking their medication must
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,:., :•• Wu. re !i1e re-sidenl lo take at anoth tim,;,,
in Liie cmter have the polt:nl1af lo b,
t
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i e, i.,_,	on   the 5 R(s) of medication   :ltnini, '.ra'.i<:>n
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md 1c. · io n, M ications arcnot tok left a:

.	1 nk;s, t'

r id.:nt has bet-'Tl assessed t r bl' si fo t

s·W3 .4!i(h }(1) In accordance with Stata and
f;;deral !,ms, the facility must store all drugs and
, 1i::-bgi::;;1h, i:1 locked compartments un'..ler p oper 1e:npueture controls, and pem1lt only au th orizt:d r,3m:,,1 n  i co have access to the keys.
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:f\   .

,:ni t . 1,1!!'1.) ic2tb m .
,, : of l fo rsiag/dcs ig nee wiII obscryc four  m: rs ,	I
0 ;; <l' ;a io.1 pao;s weekly to t:m,ur nur.,, ., a,t'
-,g th 5 R(s) of medication adminis lraliO'l ir:d uding
, ' n a tiu.1 by lhc: nurs tu t:nsure medicali(Jm ar
lo, th, r::_-id·:nt prior lo exiling the room, unless
.s b:, .:.  11:;se-;s ed to be safe to self udcniniskr	!

-    iFJ3.,\ 5(h)(2) The facil'ty must provide saparately l'lCl{ed. pnm1c3nenlly affixed compartments for i,ie:·ag<: of controlled drugs listed in Schedule II of irw Cu.nprehensive Drug Abuse Prevantion and Co,itn:;i Act of 1976 and other drugs subject to
;.  ;%3,    :'.cept when the facility uses single unit
r,nc:: •g,i drug distribution systems in which the
•:ic•;.. 1\ •,' s·:orsd is minimal and a missing dose can
;;3 roLd;ly detected.
·d,!r, P.f .QUIREMENTis not me\ as evidenced
:' ,r:
B,,;;e;;i t.m ob1;1:rvation. resident interview, staff

,)',...t 1 ."	I

,.,-. .$11!,s cf t ,, medicati on pass observation s \', in be
, 'l, 1°,I II'""· 'I / lo t e QW!lfty Assuranct= Co mmitt ee for
;; • i  ,  i- : L.a •: •.u1ion. Once the Quality Ass.11-an: e
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, ,1 ,. ,· Cl:'!! , ·11' be condm:ted on a random basi s.
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, , _' '·.•l?:.t ,JrLt·t.;m t)f ./-M p/tlii 0 1
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irit rnv,i

: ·, clinical record roview, and facility

dr,';:..11r". nt re\liew, the facility staff failed to ensure
r2siclrn l ma:Jications were stored securely for 1 of
: f. f( .;:,s• l 2m t:;; (Rssidant tf-152) as evidenced by
iEE',Vi(,g 1r1edications at tne bedside.

·, he findings included :

FOi Resident #152, the facility staff lefi medications unsecured and unattended at the residents beside. The resident had not been
 (
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F578 Continued From page 2
Acute Respiratory Fnilure with Hypoxia, Pneumonia, Dementia with Behavioral Disturbance, Essan!ial Hypertension, Atherosc1erotic H ean. Disease of Coronary Artery without Angina Pectoris, and Epilepsy, Intractable, wilhuut ' tatus Epilepticus.

The most recent admission MOS (minimum data set) with an ARD (assessment reference date) of 1/24/20 assigned the resident a BIMS (brief interview for mental status) score of O out of 15 in section C, Cognitive Patterns.

A review of Resid.,,nt #256's medical record revealed the fol owing documentation:

The clinical record included a completed DDNR (Durable Do Not Hesuscitate Order) from the Virginia Department of Health dated 6/22/18 that was signed by the physician and Resident #256's power of attorney.

Resident #255's current physician's orders with the review date of 'l/'i3/20, do not include a code
status order of DMR (do not resuscitate).	'I
On 1/30/20 at 9:35 am, the surveyor notified Unit Manager #1 and the director of nursing that Resident #256's current physician's orders do not Include an order for the DNR code status. Unit Manager #1 reviz'ned the resident's orders and stated they would tc1r.e care of it.

No further information was provided prior to the exit conference on 1/30/20.
F 761 Label/Store Drugs and Biologicals
SS=D CFR(s): 483.45(g)(h){1)(2)
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F 578 Continued From page 1
medical or surgical treatment and, at the resident's option, fonnulate an advance directive.
(ii) This Includes a written descrip tion of til e facility's policies to implemen t advance directives and applicable State law.
(iii) Facilitiesare pennltted to con,  t -ac t with other
entities to furnish this information but are still legal ly responsible for ensuring !hat the requirements of this section arn met.
(iv) If an adult individual ls incapacitated al the lime of admission and is unable to receive Information or articulate whether or not he or she has executed an advance directiva, the facility may give advance directive inform ation to the individual's resident representative in accordance with Slate Law.
(V) The facility is not relieved or its obligation to
provide this information to the individual once he or she is able to receive such information.
Follow-up procedures must be in place to provide the infonnation to the Individual directly al the appropriate time.
This REQUIREMENT is not met as evidenced
by:
Based on clinical record review .ind staff interview, the faclllty staff failed to ensure the resident's right to formulate an ad·1an ced directive as evidenced by failure to enac t a physician order in accordance with the advance directive for 1 of 35 residents in the survey sample {Resident #256).

F 578


The findings included:

For Resident #256, the facility staff failed to obtain a physician's order for code status.

Resident #256's diagnosis list indicated diagnoses, which included, but not limited to
FORMCMS-2S67{02-99}P1eviou$ V8"icns Ol>s$18	Evenl ID: SMOJ11	Facility ID; VPIJ422	H eonlinuatlon sheet Page 2 of 6
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E 000 Initial Comments

An unannounced Emergency Prepa red nes s survey was conducted 1/29/2020 through 1/30/2020. The facility was in substantial compliance with 42 CFR Part 483.73, Requiremenl for Long-Term Care Facilities.
F 000 INITIAL COMMENTS

An unannounced Medicare/Medicaid inilial survey was conducted 1/29/2020 through 1/30/2020. Corrections are required for compliance with 42 CRF Part 483 Requiremen'.s for Federal Long Term Care facilities. The Life Safety Code survey/report will follow.

E 000
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F578
SS=D

The census in this faclllty was 207 at the time oi the survey. The survey sample consisted of 35 current Resident reviews.
Request/Refuse!Dscnlnue Trmnt;Formlte Adv Dii CFR(s): 483.10(c){6)(8)(g)(12)(I)-(v)

§483.10(c){6) The righl to request. refuse, and,'o d1sconl i nue treatment, to participate in or refus,,
to participate in experimental research, and to
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l<e sident #256 Im a ph} i:h n IO rell<t t her DNR status

.\ ,e, i ew ofcurrcnt rcsidcnu ii the unter wu completed tu ensu n:
"sid<.nt'• who are a DNR 11!1 a tWTCot physician order to reflect thir
,ode stat\Js.

· icensed nurse; have beQI educa ted by the Director of






1 '.11/2020

form.ulale an advance directive.

§483.10{c)(8)Nothing in this paragraph shou'c! ' ·, construed as the right of the resident to receive
the provision of medical treatment or m edical services deemed medically unnecessary or inappropriate.

§483.10(9)(12) The facility must comply with lt1° requirements specified in 42 CFR part 489, subpart I (Advance Directives).
(i) These requirements Include provisions to
inform and provide written information to all adult residents concerning the right to accept or refuse
LABORATORYOIRECT1 • OR PROVIOER/SUPPLIER REPRESENTATIVE'S SIGNATURE
· 
•,ursingidesig:nec to ensure residents in the center ba\le a physician
, , nler Io reflect lhcir current code status In addition, educati<m will
.Jso include re Yi ewing the medical 1ecord of new dm1ssbns to enrs •
· .: cod status i. part oflhe physician orders

' , ew admissions will be reviowed da.ily in moming clinical mect in, '·XI weekly by the Director ofNursinidesignee to er.s ure there is 3 r hysician order to renect !he nc•nt code status ofthe resident.
'In : rcsulL1 of the remw wiU be rcporlcd monthly II) tlt¢ Qualit;
.ss ura nce Committ ee for review 1nd discuui o O. c the Qual.•,
\Ssuu!n- Commiuee determine, lhe problem no longer exlsi.;, , ,·ia1
· ill b• oonducted on a nndo,n basis.
CAo/PcN 4,-z	11:5,-blQ -fu-­ '	"Y> of: p/11/1} c( C f	tf,6Vl ·

 		lwt,6-o.-_/qu
Any deficiency slalement rl.idlng with an astefisk (•) denotes e deficiency which the Institution may be ext1.1sed--'lom correcting p10Yldlrig II ls determined that o1her safeguards provide svfficlent protectlon to the patients . (See lns!rucllons.} Except for nursing homes, the findings Slated above are dl5dosable BO days following lhe date of survey whether or nol I plan of correclion Is provided. For nursing homes. tlle above findings and plans of correction are disclosable 14 days foJowlng lhe date lhese documents are made available lo the facility. If deliclencle$ are cited, an approved plan of correction Is requisite to continued
program partlclpat!on.	REC_EftVED _
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Verapamil, Amlodiplne
, 
Eliquis, Linzess, Omega Fish 
011, 
and Oyster She
l
l Calcium to be given at
I
I
I
F
 
761
the morning medication pass.
On 01/29/2020 at 11:12 a.m., 
RN 
(registered
nurse} #1 was notified that the residents
med
i
cations were left at the bedside and the
facility policy on medication administration was
requested.
I
I
i
!
I
'
'
I
i
!
I
'
i
i
I
I
I
I
I
'
I
On 01/30/2020, the facility provided the surveyor
with a copy of their policy titled "Medication
Administration General Guidelines.• This policy
read in part, "...The resident is always observed
I
after administration to ensure that the dose was completely Ingested..."
I
'
The residents baseline care plan did not include
any information regarding self-administering of
medications. 
It 
did include the statement
•Resident prefers to self Identify each individual
medication before taking them."
Prior to the exit conference on 01/30/2020 the
chief nursing officer and regional nurse consultant
were notified that the nursing staff had left
Resident #152's medications unsecured at the
residents bedside.
I
01/30/2020 at2:41 p.m., the regional nurse consultant
 
verbalized
 
to
 
the
 
surveyor
 
that
 
this
I
resident had not been assessed for
self-administration of medications.
No further information regarding this Issue was
I
provided to the survey team prior to the exit
I
conference on 01/30/2020.
I
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F 761 Continued From page 4
assessed for self-administration of medications.

The clinical record was reviewed on 01/29/2020. The face sheet in the cllnlcal record Included the diagnoses, paranoid schizophrenia, major depressive disorder, anxiety disorder, and essential hypertension.

There was no completed MOS (minimum data set) assessment on this resident. However, section C (cognitive patterns) of this assessment had been compleet d. The facility had assigned the resident a score of 15 out of 15 points on the BIMS (brief interview for mental status) assessment. Indicating the resident was alert and orientated.

On 01/29/2020 at 11:00 a.m., during initial tour of the facility, the surveyor observed a cup of pills on the residents over the bed table. Resident #152 was sitting directly in front of this over the bed table and when asked about the medication verbalized to the surveyor that there were probably 12 pills in the cup and began takng the medications. The surveyor immediately notified LPN (licensed practical nurse) #1. Upon entering the room and observing the medications, LPN #1
stated the resident was taking the medications when they were In the room and they had thought the resident had taken them. The resident's roommate was not ln room during this observation.

F 761


A review of the residents current physician order summary and MAR (medication administration record) revealed that the resident had orders for Anastrozole (arimidex), Ferrous Sulfate, Potassium Chloride, Alprezolam (xanex), Quetiapine (seroquel), Sertrallne (zoloft),
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§483.45(g) Labeling of 
Drugs 
and Biologicals Drugs
 
and
 
biologicals
 
used
 
in
 
the
 
facility
 
must
 
be labeled In accordance with currently accepted professional principles, and include the appropriate accessory and cautionary instructions,
 
and
 
the
 
expiration
 
date
 
when
applicable.
F 761
;LPN 
#I was inuncdia1ely edu
ci 
ted on providing direct
•bservatlon 
of the rcsidem taking lheir medication must nccur
 
prior
 
to
 
exiting
 
!he
 
room
.
 
Medical
 
ions
 
can
 
not
 
be
 
lcfl 
al
 
the
 
bedside
 
for
 
the
 
resident
 
lo
 
take
 
at
 
another
 
time.
( urrent 
ld.
idents in Ille 
c ter 
have !he potential to be 01ffecled.
Licensed nurses have been educated by the Director of
1mno20
§483.45(h) Storage 
of Drugs 
and Biologicals
§483.45(h)(1) In accordance with Stale and Federal
 
laws,
 
the
 
facility
 
must
 
store
 
all
 
drugs
 
and biologicals
 
in
 
locked
 
compartments
 
under
 
proper temperature
 
controls,
 
and
 
permit
 
only
 
authorized personnel to have access to the
 
keys.
§483.45(h)(2)
 
The
 
facility
 
must
 
provide
 
separately locked, pennanently affixed compartments for storage
 
of
 
controlled
 
drugs
 
listed
 
ln
 
Schedule
 
II
 
of the Comprehensive Drug Abuse Prevention and Control Act of 
1976 
and other drugs subject to abuse, except when the facility uses single unit package drug distribution systems in which the quantity
 
stored
 
is
 
minimal
 
and
 
a
 
missing
 
dose
 
can be readily
 
detected.
This
 
REQUIREMENT
 
is
 
not
 
met
 
as
 
evidenced by:
Based on observation, resident Interview, staff interview, clinical record review, and facility document
 
review,
 
the
 
facility
 
staff
 
failed
 
to
 
ensure resident
 
medications
 
were
 
stored
 
securely
 
for
 
1
 
of 35 Residents (Resident #152) as evidenced 
by 
leaving medications at the
 
bedside.
The findings included:
For Resident #152, the facility staff left medications
 
unsecured
 
and
 
unattended
 
at
 
the residents beside. The resident 
had 
not
 
been
,
l
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F 578	Continued From page 2	F578
 (
I
)Acute Respiratory Failure with Hypoxia, Pneumonia, Dementia with Behavioral Disturbance, Essential Hypertension, Atherosclerotic Heart Disease of Coronary Artery without Angina Pectoris, and Epilepsy, Intractable, without Status Epileptlcus.

 (
I
)The most recent admission MOS (minimum data set) with an ARD (assessment reference date) of 1/24/20 assigned the resident a BIMS (brief Interview for mental status) score of O out of 15 in section C, Cognitive Patterns.

A review of Resident #256's medical record revealed the following documentaUon:

The clinical record Included a completed DDNR (Durable Do Not Resuscitate Order) from the Virginia Department of Health dated 6122/18 that was signed by the physician and Resident #2561s
power of attorney.	'I	.
I
Resident #256's current physician's orders with
the review date of 1/13/20, do not include a code	I
 (
'
)status order of DNR (do not resuscitate).	I
On 1/30/20 at 9;35 am, the surveyor notified Unit Manager #1 and the director of nursing that Resident #256's current physician's orders do not Include an order for the DNR code status. Unit
Manager #1 reviewed the resident's orders and	I
stated they would take care of lt.	I
No further information was provided prior to the	I
exit conference on 1/30/20.
F 761  Label/Store Drugs and Biologfcals	F 761
SS=D CFR(s): 483.45(g)(h)(1)(2)
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1
medical or surgical treatment and, at the resident's
 
option,
 
formulate
 
an
 
advance
 
directive.
(II) This Includes a written description of 
the 
facility's policies 
to 
implement advance directives 
and applicable State 
law.
Facmties
 
are
 
permitted
 
to
 
contract
 
with
 
other
entities
 
to
 
furnish
 
this
 
information
 
but
 
are
 
still legally responsible for ensuring that 
the 
requirements
 
of
 
this
 
section
 
are
 
met.
If an adult individual is incapacitated at the 
time of 
admission and is unable 
to 
receive information
 
or
 
articulate
 
whether
 
or
 
not
 
he
 
or
 
she has executed an advance directive, 
the 
facility 
may 
give 
advance directive information 
to the 
Individual's resident representative In accordance 
with State
 
Law.
The
 
faclUty
 
Is
 
not
 
relieved
 
of
 
its
 
obligation
 
to provide
 
this
 
Information
 
to
 
the
 
individual
 
once
 
he or
 
she
 
is
 
able
 
to
 
receive
 
such
 
information.
Follow-up
 
procedures
 
must
 
be
 
In
 
place
 
to
 
provide the Information to the Individual dlrecUy at the appropriate
 
time.
This 
REQUIREMENT 
is not met as evidenced
by:
Based 
on clinical record review and staff inteNiew, the facility 
staff 
failed to ensure 
the 
resident's
 
right
 
to
 
formulate
 
an
 
advanced
 
directive as
 
evidenced
 
by
 
failure
 
to
 
enact
 
a
 
physician
 
order in accordance 
with 
the advance directive for 
1 
of 
35
 
residents
 
in
 
the
 
survey
 
sample
 
(Resident
F
 
578
#256) 
.
The findings included:
For
 
Resident
 
#256,
 
the
 
facility
 
staff
 
failed
 
to obtain
 
a
 
physician's
 
order
 
for
 
code
 
status.
Resident #256's diagnosis list indicated diagnoses,
 
which
 
included,
 
but
 
not
 
limited
 
to
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E 000  Initial Comments	E 000

An unannounced Emergency Preparedness survey was conducted 1/29/2020 through 1/30/2020. The facility was In substantial compliance with 42 CFR Part 463.73,
Requirement for Long-Term Care Facilities.	I\ is.ilo Healthcare shares the ,1a1e's (OCU$ on lhe belhh, safety, and
F 000 INITIAL COMMENTS	F OOO -..e ll being of facility iesidents .Although lbe fiicili1y docs not atways agree will, 1omc of lhc findings and conclusions of lhe swveyon, we
have iinplemenlcd I plan ofcorrec:tioo to dc1DGnstrate our continuing
, IJ'ort10 JIIQvide quality care to our residents.
All unannounced Medicare/Medicaid lnltlal
survey was conducted 1/2912020 through 1/30/2020. Corrections are required for compliance with 42 CRF Part 483 Requirements for Federal Long Term Care facilities. The Life Safety Code survey/report will follow.

The census in this faclllty was 207 at the time of the survey. The survey sample consisted of 35 current Resident reviews.
F576 Request/Refuse/Dscntnue Trmnt;Formlte Adv l;)ir	F 578
SS•D CFR(s): 463.1O{c)(6)(8)(gX12)(1}-(v)	Hcsident 112S6 has I phy$ician to n:O« I her DNR SlalllS.
, , review of clllfflrt residents In the oter was completed lo ensun: 1131/2020
§483.10(c)(6) The right to request, refuse, and/or	,, -s idcn(s wbo are a DNR bas a c..-rem pbysitiAR order to reflect lllcir
,odes .
discontinue treatment, to participate in or refuse
to participate in experimental research, and to	1 1 icensed D\IISOS have bceo i:>ducatcd by lhe Director of
formµlate an advance directive.	un iog.ldcsig:nu to eosure resldcD!i i.n 11\e center bave a pbyskian
onlcr to reflect their current code 51111.!J.  In 1dditioo, education will
blso include reviewing the medical,ccord of new adm.issions to ensure
§483.10(c)(8) Nothing in this paragraph should be	he code slallU is part of lhe phplda n onlcn.
construed as the right of the resident to receive	I ew adminioru will be reviewed dally in morning clinical mcetina
'-o:
the provision of medical treatment or medical	, ,.t o weekly by the Dmtor ofNwsint"dcsignce to ensure lhcre is a
y hysician order to reflect lhe current code &IIIIIS oflhe resident
services deemed medically unnecessary or
inappropriate.	The n:su115 of the review will be rcpot!Od monthly IO the QuaIi!)·
,\SSWIPCC Comtllittcc fur review ind diseussioo. Once the Quality
Ass umtt Commi- determines 1he problem ao longer &>.ists. review
§483.10(9)(12) The facility must comply with the	-..ill be conducled on a rudom ba,is.
requirements specified in 42 CFR part 489,	t.fto/fXNC(l'Z	•	.fu,-
subpart I (Advance Directives).	I
(I) These requirements Include provisions to	1	cNl	-/h. p/ttN
inform and provide written Information to all adult	tk c«rttl,uv,·
residents concemlng the right to accept or refuse


LABORATORYDIRECT	PROVIOERISUPPt.lER REPRESEm-ATIVE'SSIGNA'

Any dellclency statement efidlng with an astefisk (') denote!s II deficiency which the !11$11tution may be excused.llom correcting providing It ls determined that other safeguards pro\lkle suflelent protection to U.. patients • (See lnstruetlons.) Excepl for nur11lng homes. the fl,-jll"$$ $lated above - dlselosable 90 days followlng 1he dat& of survey whether Of not a plan of correctlon Is l)l"OVlded. For nursing homes. tile above findings and plans of conedion fflJ dlsdosable 14 days following the date these documents are m11de ,vaHeble lo the faclllty. If deficiencies ,re cited, an approved plan of correcilon Is silo to conUnuod
program partlelpatlon.
 (
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F 000)  Initial Comments	FOOO

An unannounced biennial State Licensure Inspection was conducted 7/21/19 through 7/24/19. Corrections are required for compliance with Virginia Rules and Regulations for the Licensure of Nursing Facilities. The Life Safety Code survey/report will follow.

The census in this 300 certified bed facility was 225 at the time of the survey. The final survey sample consisted of 35 current Resident reviews and 2 closed record reviews.
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F 
0011 
Non Compliance
F 001
917/19
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 the
Please see Plan of Correction for Infection Control for F tag 580
Licensure of Nursing Facilities:
Please see Plan Of Correction for
Infection Control
Freedom from Abuse/NeglecVExploitatlon
12 VAC 5-371-180 C cross reference to F tag 880
for F tag 604
Freedom from Abuse, Neglect, and Exploitation
Please see Plan of Correction for Nursing
12 VAC 5-371-330 cross reference to F tag 604
Services for F tags 695 and 698
Nursing Services.
(there is no F tag 692 deficiency)
12 VAC 5-371-220 cross reference to F tags 692,
695,698
Please see the Plan of Correction for
Comprehensive Person-centered care
Comprehensive Person-centered Care Plans
plans for F tag 657
12 VAC 5-371-250 cross reference to F tags 657
Please see the Plan of Correction for
Pharmaceutical services.
Pharmaceutical Services for F tag 758
12 VAC 5-371-300 cross reference to F tag 758
Please see the Plan of Correction for
laboratory, Radiology, and Diagnostic Services
laboratory, Radiology, and Diagnostic
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	F 001
	I Continued From page 1
12 VAC 5-371-31O cross reference to F tag 773

Dietary and Food Servlce program.
12 VAC 5-371-340 cross reference to F tag 802,
812,814

Resident Rights
12 VAC 5-371-220-cross reference to F tag 580 12 VAC 5-371-150-cross reference to F tag 582 12 VAC 5-371-370-cross reference to F tag 584

Physical Environment.
12 VAC 5-371-370 cross reference to F tag 925
	F 001
	

Services for F tag 773

Please see the Plan of Correction for Dietary and Food Services for F tags 802, 812 and 814

Please see the Plan of Correction for Resident Rights for F tag 580, F tag 582 and F tag 584

Please see the Plan of Correction for Physical Environment for F tag 925
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	I Initial Comments

An unannounced Emergency Preparedness survey was conducted 07/21/19 through 07/24/19. Corrections are required for compliance with 42 CFR Part 483.73 Requirements for Long Term Care facilities. Three complaints were investigated during the survey.
Subsistence Needs for Staff and Patients CFR(s): 483.73(b)(1)

[(b) Policies and procedures. [Facilities] must develop and implement emergency preparedness policies and procedures, based on the emergency plan set forth in paragraph (a) of this section, risk assessment at paragraph (a)(1) of this section, and the communication plan at paragraph (c) of this section. The policies and procedures must be reviewed and updated at least annually.) At a minimum, the policies and procedures must address the following:

(1) The provision of subsistence needs for staff and patients whether they evacuate or shelter in place, include, but are not limited to the following: (i} Food, water, medical and pharmaceutical supplies
(ii) Alternate sources of energy to maintain the following:
(A) Temperatures to protect patient health and safety and for the safe and sanitary storage of provisions.
(B} Emergency lighting.
(C) Fire detection, extinguishing, and alarm systems.
(D) Sewage and waste disposal.

*[For Inpatient Hospice at §418.113(b)(6)(iii):] Policies and procedures.
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Any deficiency statement ending with an asterisk c•J denotes a deficiency which the instilution may be excused from correcUng providing it is detennined that other safeguards provide sulftclent protection to the patients. (See inslructlons.) Except for nursing homes, lhe find:ngs staled above Bre disclosable 90 dBys following the date of survey whether o, not a plan of correction is provided. For nursing homes, the above findings and plans of correction are dlsdosable 14 days following the date these documents are made available lo the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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E 015 l Continued From page 1
(6) The following are additional requirements for hospice-operated inpatient care facilities only. The policies and procedures must address the following:
(iii} The provision of subsistence needs for hospice employees and patients, whether they evacuate or shelter in place, include, but are not limited to the following:
(A) Food, water, medical, and pharmaceutical supplies.
(B} Alternate sources of energy to maintain the following:
(1) Temperatures to protect patient health
and safety and for the safe and sanitary storage of provisions.
(2) Emergency lighting.
(3) Fire detection, extinguishing, and alarm systems.
(C) Sewage and waste disposal.
This REQUIREMENT is not met as evidenced by:
Based on staff interview and facility document review, the facility staff failed to develop an emergency preparedness plan that included policies and procedures to provide for sewage and waste disposal.

The findings included:

The facility staff failed to include policies and procedures to provide for sewage and waste disposal in the facility's emergency preparedness plan.

On 07/23/19 at 9:30 a.m.• the surveyor and the regional maintenance director reviewed the facillty's emergency preparedness plan. The regiona l maintenance director did not provide the surveyor with any information regarding policies
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Emergency Preparedness plan was updated to include the policy/procedure for sewage and waste disposal.

Current residents in the center have the potential to be affected.

Facility staff will be educated by the Regional Director of Maintenance/designee on the facility's policy/procedure for sewage and waste dlsposal during an emergency.

CAO/designee will update/revise the facility's Emergency Preparedness
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I Continued From page 2
and procedures to provide for sewage and waste disposal included within the facility emergency preparedness plan.

On 07/23/19 at 12:35 p.m., during an interview with the administrator, the administrator verbalized to the surveyor that she had been in the process of trying to put the emergency preparedness plan back together. When asked about being cited for emergency preparedness on the last annual survey the administrator stated she had worked on it in bits and pieces.

On 07/23/19 at 2:26 p.m., the director of professional services was notified that the facility had not provided the surveyor with the facility's policies and procedures regarding sewage and waste disposal.

This issue was reviewed with the director of professional services, 2 regional directors of clinical services, regional director of MDS's, administrator, director of nursing, and chief executive officer on 07/24/19 at 11:30 a.m.

No further information regarding the sewage and waste disposal was provided to the survey team prior to the exit conference.
INITIAL COMMENTS

An unannounced Medicare/Medicaid standard survey was conducted 7/21/19 through 7/24/19. Corrections are required for compliance with 42 CFR Part 483 Federal Long Term Care requirements. The Life Safety Code survey/report will follow.

The census in this 300 certified bed facility was
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periodically as needed and at least annually.

The results will be reported monthly Quality Assurance Committee for review and discussion. Once the Quality Assurance Committee determines the problem no longer exists, audits will be conducted on a random basis.

CAO/Director of Maintenance will be responsible for implementation of the plan of correction.
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I Continued From page 3
225 at the time of the survey. The final survey sample consisted of 35 current Resident reviews and 2 closed record reviews.

Complaints were investigated during the course of the survey.
Notify of Changes (Injury/Decline/Room, etc.} CFR(s): 483.10(g){14)(i)-(iv)(15)

§483.10(9)(14) Notification of Changes.
(I) A facility must immediately inform the resident: consult with the resident's physician: and notify, consistent with his or her authority, the resident representative(s} when there is-
(A) An accident involving the resident which
results in injury and has the potential for requiring physician intervention;
(B) A significant change in the resident's physical, mental, or psychosocial status (that is, a deterioration in health, mental, or psychosocial status in either life-threatening conditions or clinical complications):
(C) A need to alter treatment significantly (that is. a need to discontinue an existing form of treatment due to adverse consequences, or to commence a new form of treatment}; or
(D) A decision to transfer or discharge the resident from the facility as specified in
§483.15(c)(1}(ii}.
(ii) When making notification under paragraph (g) (14){i) of this section, the facility must ensure that all pertinent information specified in §483.15(c)(2) is available and provided upon request to the physician.
(iii) The facility must also promptly notify the resident and the resident representative, If any, when there is-
(A) A change in room or roommate assignment
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as specified in §483.1O(e)(6); or
(B) A change in resident rights under Federal or State law or regulations as specified in paragraph
{e)(10) of this section.
(iv) The facility must record and periodically update the address {mailing and email) and phone number of the resident representative(s).
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No action was taken due to the timeframe had already passed. However, the provider although not timely did response back to the initial fax with new orders for an x-ray.

Resident with Falls and fax communication forms from the last 30 days were reviewed to ensure notification to the provider in a timely manner with follow up if required.

Licensed nurses will be educated by the Director of Nursing/designee on timely notification to the physician and timely response back from the physician when there is a change of condition of a
	

	
§483.10(g)(15)
Admission to a composite distinct part. A facility that is a composite distinct part {as defined in
§483.5) must disclose In its admission agreement its physical configuration, including the various locations that comprise the composite distinct part, and must specify the policies that apply to room changes between its different locations under §483.15(cX9).
This REQUIREMENT is not met as evidenced
by:
Based on interview and facility document review, it was determined there was a delay in provider response to a fax that was sent to inform the
provider of a fall with potential injury for one (1) of thirty-five (35) sampled current residents (Resident #168).

The findings include:

There was a delay in provider response to a fax notification of Resident #168 experiencing a fall which resulted In the resident complaining of pain.
I Resident #168 was admitted to the facility on 4/1/19.  Resident #168's diagnoses include, but
were not limited to: hypertension, gastroesophageal reflux disease, hyperlipldemia, and osteoporosis. Resident #168's 4/8/19 MDS
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(minimum data set) assessment indicated the resident was able to express ideas and wants, was oriented to year/month/day, and was able to complete surface-to-surface transfers with staff assistance.

Resident #168's clinical documentation included the following nursing notes:
· On 4/9/2019 at 2:09 p.m., "was called to room  by CNA (certified nursing assistant); rsd (resident) was sitting in bathroom floor with no shoes on: there was a small amount of wetness on the floor, but no puddles; initially  rsd denied hitting her head or having any pain, but once her son came in he stated that she had (complained of) knee pain and swelling; rsd was given PRN (as  needed) Tylenol 650mg"
· On 4/9/2019 at 6:21 p.m., "RESIDENT IS RESTING IN BED QUIETLY AT THIS TIME
WITH NO S/S {signs/symptoms) OF DISTRESS NOTED. NO C/O (complain of) PAIN OR SOB (shortness of breath) VOICED. RESIDENT DENIES PAIN OR DISCOMFORT R/T (related to) PREVIOUS FALL, HOWEVER STAFF STATES THAT SHE WILL NOT BARE WEIGHT OR ROLL ON INJURED SIDE OF KNEE. AWAITING RESPONSE ON MD NOTIFICATION REGARDING NEW ORDERS. CALL BELL REMAINS WITHIN REACH.  WILL CONTINUE TO MONITOR."
· On 4/10/19 at 1:06 a.m., "Daily Nursing
Assessment Completed Resting quietly in bed with
eyes closed. No complaints of previous fall. Bed
at lowest position/call bell in place/will cont. to monitor."
· On 4/10/19 at 6:49 a.m., "Medicated with Aiava
220 mg tab (tablet) po (by mouth) (at) 0630; c/o (complain of} pain. Rec'd fax per MD: N.O. (new
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resident. In addition, education included making to call to the provider if there is not response from the fax communication from the provider within a 2-3 hours. If a significant change or injury is suspected, the provider will be notified by phone immediately. In addition, licensed nurses will be educated to place a copy of the fax communication to the provider in the Unit Managers mailbox to ensure timely follow up on fax communications.

The Director of Nursing/design will monitor notifications to the physician during clinical meeting 5x weekly to ensure timeliness of notification and response back from the physician. In addition, resident with falls and/or significant changes will be reviewed in clinical meeting to ensure provider was notified in a timely manner.

The results will be reported monthly Quality Assurance Comm ittee for review and discussion. Once the Quality Assurance Committee determines the problem no longer exists, audits will be conducted on a random basis.

The CAO/Director of Nursing is responsible for implementation of the plan of correction.
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F 580 Continued From page 6
order) for an x-ray to left leg. Called (mobile x-ray company's name omitted); spoke with (name of employee of mobile x-ray company omitted); claim# 29624627 for 4/10/19."
 (
I
)- On 4/10/19 at 1:43 p.m., "son wanted his mother sent to the ED (emergency department) because he felt like "she has broken her knee"; he was advised that the doctor had already
· ordered a x-ray of her left knee and that it has been scheduled for today; son was ok with that and said that we could just wait on them to do it here
called (mobile x-ray company's name omitted) and spoke with (employee of mobile x-ray company name omitted) to get an ETA and she provided me with this ETA claim # 29628630"
- On 4/10/19 at 1:53 p.m., "TYLENOL 650 MG GIVEN FOR GENERALIZE PAIN EFFECTIVE."
· On 4/10/19 at 2:47 p.m., "(Resident's son's name omitted) called and wanted to know about the xray	advised him that it has not been done
at this point"
· On 4/10/19 at 2:49 p.m., "received call from (mobile x-ray company's name omitted) and he stated that he didnt [sic] have an ETA but just said later later [sic] tonight; he stated that he had just started his shift and was currently in (name of local city omitted) and it would be tater some time tonight before he arrived at the facility"
· On 4/10/19 at 7:49 p.m., "RESIDENT IS RESTING IN BED QUIETLY AT THIS TIME WITH SON AT BEDSIDE. XRAY TECH IS IN
ROOM TO OBTAIN XRAY OF RESIDENTS LEFT
KNEE. NO C/O (compliant of) PAIN AT THIS TIME. NO S/S (signs/symptoms) OF DISTRESS NOTED. CALL BELL REMAINS WITHIN REACH. WILL CONTINUE TO MONITOR. AWAITING XRAY RESULTS."
· On 4/10/19 at 9:36 p.m., "MD MADE AWARE
FORM CMS-2567(02-99) Previous Versions Obsolete	Event ID:C30H11
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I Continued From page 7
OF XRAY RESULTS. NEW ORDER TO SEND RESIDENT TO THE ER FOR EVAL AND TREATMENT OF OBLIQUE FEMUR FX. 911 CALLED AT THIS TIME AND RESIDENT AND
SON (name omitted) MADE AWARE OF NEW ORDER AND TRANSPORT TO HOSPITAL. AWAITING EMTS AT THIS TIME. RESIDENT REMAINS STABLE AND NO SIS
(signs/symptoms) OF DISTRESS NOTED. CALL BELL REMAINS WITHIN REACH. STAFF REMAIN AT BEDSIDE AT THIS TIME. WILL CONTINE TO MONITOR UNTIL DEPARTURE TO HOSPITAL."
- On 4/10/19 at 9:43 p.m., Resident #168 was documented, in a facility nursing note, as leaving the facility via stretcher going to a local emergency department.

The following information was found in the facility's "FALL PROTOCOL" (this document was not dated): "A resident who has had a fall with obvious signs of an injury (or injuries) such as laceration,hematoma or goose egg to the head, found unconscious or becomes unconscious soon after being found, have altered mental status, extremity deformity, c/o of [sic} ann. leg, hip, back pain, etc., is to have vitals taken, neuro (neurological) checks per protocol and be sent to the ER {emergency room). Obvious signs of
injury is the key wording here."

The following information was found in a document, provided to the survey team by the facility staff, titled "Assessing Falls and Their Cause" {with a revised date of 12/2007): "Steps in the Procedure ... After a Fall: ... Nursing staff will notify the resident's Attending Physician and family in an appropriate time frame. When a fall results in a significant injury or condition change,
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nursing staff will notify the practitioner immediately by phone. When a fall does not result in significant injury or a condition change, nursing staff will notify the practitioner routinely (e.g., by fax or by phone the next office day)."

A copy of a fax communication (of Resident #168's fall) from facility staff to Resident #168's provider was given to the survey team. This fax communication was dated 4/9/19; no time was documented in the body of the fax. The fax machine labeled the faxed page as being sent on 4/9/19 at 12:54. The provider's reply fax was not noted until 4/10/19; a time was not documented indicating when on 4/10/19 the reply fax was noted.

On 7/24/19 at 9:56 a.m., the facility's Director of Nursing (DON) was interviewed about how the provider should have been notified of Resident #168's aforementioned fall; the DON reported the provider notification "should have been a phone call".

On 7/24/19 at 11:30 a.m., the failure of the facility staff to ensure timely provider/physician notification of Resident #168's aforementioned fall was discussed for a final time during a survey team meeting with the facility's Regional Director of Clinical (RDCS), Corporate Clinical Registered Nurse, Corporate MDS (minimum data set) employee, Director of Professional Services (DPS), and Administrator.

On 7/24/19 at 1:30 p.m., the facillty's DON was asked about when staff should follow-up when a provider hasn't replied to a fax notification. The DON reported the staff should follow-up on the fax notification "with-in a couple of hours or by the
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I Continued From page 9 end of the shift".
Medicaid/Medicare Coverage/Liability Notice CFR(s): 483.1O(g)(17)(18)(i)-(v)

§483.10(9)(17) The facility must-
(1) Inform each Medicaid-eligible resident, in writing, at the time of admission to the nursing facility and when the resident becomes eligible for Medicaid of-
(A) The items and services that are included in nursing facility services under the State plan and for which the resident may not be charged;
(B) Those other items and services that the facility offers and for which the resident may be charged, and the amount of charges for those services; and
(ii) Inform each Medicaid-eligible resident when changes are made to the items and services specified in §483.10(g)(17)(i)(A) and {B) of this section.

§483.10(g)(18} The facility must inform each resident before, or at the time of admission, and periodically during the resident's stay, of services available in the facility and of charges for those services, including any charges for services not covered under Medicare/ Medicaid or by the facility's per diem rate.
(I) Where changes in coverage are made to items and services covered by Medicare and/or by the Medicaid State plan, the facility must provide notice to residents of the change as soon as is reasonably possible.
(II} Where changes are made to charges for other items and services that the facility offers , the facility must inform the resident in writing at least 60 days prior to implementation of the change.
(iii) If a resident dies or is hospitalized or is
	
F 5801 F582
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10
transferred and does not return to the facility, the facility must refund to the resident, resident representative, or estate, as applicable, any deposit or charges already paid, less the facility's per diem rate, for the days the resident actually
resided or reserved or retained a bed in the
F
 
582
F582
No action taken due to the timeframe had already passed 
for 
residents 
u 
#BN-1, #BN-2, and #BN-3. However, #BN-1, #BN-2, and #BN-3 SNF Beneficiary Protection Notices was presented and signed by the resident and/or responsible party.
A 
review of the residents required to have a SNF Beneficiary Protection Notice given for the last 90 days was completed to ensure the notice was issued to the residents who was being discharged from Medicare covered Part A stay with days remaining.
Social Services will 
be 
educated by the
Corporate Director of Clinical ReimbursemenVdeslgnee on the
facility, regardless of any minimum stay or discharge notice requirements.
(iv} The facility must refund to the resident or resident representative any and all refunds due the resident within 30 days from the resident's date of discharge from the facility.
(v) The terms of an admission contract by 
or 
on
behalf of an Individual seeking admission to the facility must not conflict with the requirements of these regulations.
This REQUIREMENT is not met as evidenced by:
Based on Interviews and faclllty document review, it was determined that the facility staff failed to inform residents during their stay by providing notice when discharged from a Medicare covered Part A stay with benefit days remaining for three (3) of three (3} residents sampled for beneficiary notice review {Resident #BN-1, Resident 
#BN-2, 
and Resident #BN-3).
The findings include:
The facility staff failed to provide Resident #BN-1, Resident #BN-2, and Resident #BN-3 with beneficiary notices when discharged from a Medicare covered Part A stay with benefit days remaining.
Three (3) residents were selected for review from the "Beneficiary Notice - Residents Discharged Within the Last Six Months" form completed by
the facility staff
.
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F 582 Continued From page 11

During an interview on 07/23/19 at 9:57 a.m., the facility's Director of Professional Services (DPS)
I reported the three (3) aforementioned residents did not have SNF Beneficiary Protection
Notifications provided. The DPS reported the employee responsible for providing  the beneficiary notifications was a new hire and did not know it was something required of her. The DPS stated education has been provided to the employee responsible for issuing the beneficiary notifications. The surveyor requested evidence of the employee training and a copy of the facility's policy and procedure related to issuing the beneficiary notices.

On 7/23/19 at 10:32 a.m., the facility's Regional Director of Clinical Services (RDCS) provided a copy of the requested "lnservice Training Report" to the survey team. At the same time the RDCS provided the survey team with a copy of the CMS guidance on SNF Beneficiary Protection Notification Review; the RDCS stated the facility had no written policy and procedure to guide the beneficiary notification process.

On 7/24/19 at 11:30 a.m., the failure of the facility staff to provide the required aforementioned beneficiary notices was discussed for a final time during a survey team meeting with the facility's RDCS, Corporate Clinical Registered Nurse, Corporate MOS (minimum data set) employee, DPS, and Administrator.
F 584 Safe/Clean!Comfortable/Homelike Environment
SS=D CFR(s): 483.10(i){1)-(7)

§483.10(i) Safe Environment.
The resident has a right to a safe, clean,
	
F 582
	

requirements for the SNF Beneficiary Protection Notice to be signed by the resident or the responsible party when the resident is being discharged from SNF
Part A Medicare stay with days remaining.
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	Social Services will be responsible for ensuring the SNF Beneficiary Protection
· Notices are signed by the resident and/or responsible party.

The Director of Nursing/designee will monitor discharges from Part A Medicare stays 5x weekly during clinical meeting to ensure the SNF Beneficiary Protection Notice was issued and signed by the resident or responsible party when resident is discharged from SNF part A
I Medicare  stay with days remaining.
'
The results will be reported monthly
QualityAssurance Committee for review and discussion. Once the Quality Assurance Committee determines the problem no longer exists, audits will be conducted on a random basis.

The CAO/Director of Nursing will be responsible for implementation of the plan of correction.
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Continued From page 12
comfortable and homelike environment, including but not limited to receiving treatment and supports for dally living safely.
The facility must provide-
§483.10(i}(1) A safe, clean, comfortable, and homelike environment, allowing the resident to use his or her personal belongings to the extent possible.
This Includes ensuring that the resident can receive care and services safely and that the physical layout of the facility maximizes resident independence and does not pose a safety
 
risk.
The facility shall exercise reasonable care for the protection of the resident's property from loss or
 
theft.
§483.10(1)(2) Housekeeping and maintenance services necessary to maintain a sanitary. orderly, and comfortable interior;
§483.10(i)(3) Clean bed and bath linens that are in good condition;
§483.10(i)(4) Private closet space in each resident room, as specified in §483.90 (e)(2)(iv);
§483.10{i)(5) Adequate and comfortable lighting levels in all areas;
§483.10(i)(6) Comfortable and safe temperature levels
. 
Facilities Initially certified after October 1, 1990 must maintain a temperature range of 71 to 81°F; and
§483.10(i)(7) For the maintenance of comfortable sound levels.
This REQUIREMENT is not met as evidenced
by:
F
 
584
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F 584
	I Continued From page 13
Based on observation, staff interview, Resident interview, and clinical record review, the facility staff failed to ensure a clean, comfortable, homelike environment for 2 of 37 residents.
Resident #109 and Resident #111. The findings included:
1. For Resident #109, part of the linoleum in the
resident's bathroom was missing.

The clinical record review revealed that Resident #109 had been admitted to the facility 02/01/17. Diagnoses included, but were not limited to, diabetes, hypertension, glaucoma, and gastroesophageal reflux disease.

Section C (cognitive patterns) of the resident's annual MOS (minimum data set) assessment with an ARD (assessment reference date) of 05/29/19 included a SIMS {brief interview for mental status) summary score of 6 out of a possible 15 points.

While in the resident's room on 07/21/19 at4:50 p.m., the surveyor observed an area inside the entrance/exit to the resident's bathroom where part of the linoleum was missing. Part of the floor where the linoleum was missing was observed to
be dark brown to almost black in appearance.
Upon exiting the bathroom, Resident #109 verbalized to the surveyor that the facility was supposed to of fixed the floor but they did not do a very good job.

On 07/23/19 at 12:17 p.m., during an interview with CNA (certified nursing assistant) #1, CNA #1 was asked about the missing linoleum and stated she thought maybe there had been a water leak in the bathroom that might have caused the
	
F 584
	

F584

No action taken during the survey however the linoleum in resident room #109 will be replaced as well as the floor underneath repaired by 9/7/19.

Resident #111 room was deep cleaned to remove any urine odors and brown substance on the floor.

Environmental rounds were conducted in current resident's room to ensure rooms present In a Clean Comfortable Homelike Environment.

The Dlrector of Environmental Services and staff will be educated by the Regional Director of Maintenance/deslgnee on daily cleaning procedures of resident rooms Including the bathrooms. In addition, staff
education will include areas requiring attention are logged on the maintenance repair log.

The Director of Environmental Services/designee will via direct observation monitor 10 rooms 3x weekly to ensure daily cleaning of resident rooms and to ensure rooms are without pervasive odors.

The results will be reported monthly Quality Assurance Committee for review and discussion. Once the Quality Assurance Commi ttee determines the problem no tonger exists, audits will be conducted on a random basis.
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Continued From page 
14
issue.
On 
07/22/19 
at 
3:20 
p.m
.
, during a meeting with the regional director of clinical services ( staff
 
#1 
and 
#2), 
chief executive officer, administrator, director of nursing, director of professional services, and the corporate director of MOS's these staff were notified of the issue with the resident's linoleum.
No further Information regarding the resident's linoleum was provided to the survey team prior to the exit
 
conference.
2. 
For Resident 
#111, 
the resident's bathroom had a strong urine smell.
The clinical record review revealed that Resident 
#111 
had been admitted to the facility 
10/02/18. 
Diagnoses included, but were not limited to, end stage renal disease, diabetes, hypertension, and schizophrenia.
Section C (cognitive patterns) of the resident's quarterly MDS (minimum data set) assessment with an ARD (assessment reference date) of 
05/23/19 
Included a BIMS (brief Interview for mental status) summary score of 
11 
out of a possible 
15 
points
. 
Section 
G 
(functional status) was coded to indicate the Resident required supervision 
with 
set up help only for toilet use and personal hygiene. Section H (bladder and bowel) was coded to indicate the Resident was occasionally incontinent in both 
of 
these areas.
On 
07/21/19 
at 
10:42 
a.m., the surveyor entered the resident's bathroom and noted a pervasive odor of urine.
F
 
584
The CAO/Director of Environmental Services is responsible for the Implementation of the plan of correction
.
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F 584 Continued From page 15
J On 07/21/19 at 12:15 p.m., the surveyor again checked the resident's bathroom and again noted a pervasive odor of urine. The surveyor also observed a brown substance in the bathroom floor approximately the size of a quarter.

On 07/22/19  at 8:36 a.m., the Resident was asked about his bathroom. Resident #111 stated the housekeepers cleaned every day. When asked if he noticed his bathroom had a strong odor he stated he had. Resident #111 stated even though he went to dialysis he still used the
' b athroom.

On 07/23/19 at 12:12 p.m. LPN (licensed practical nurse) #1 and RN (registered nurse) #1 were interviewed regarding the resident's bathroom. LPN #1 and RN #1 both stated they had noticed the bathroom odor. LPN #1 stated they had a housekeeper assigned to this hall and the Resident liked to keep his room warm and maybe that magnified the odor or maybe the Resident missed the commode when urinating.

The issue regarding the resident's bathroom were reviewed with the director of  professional services, 2 regional directors of clinical services, regional director of MDS's, administrator, director
of nursing, and chief executive officer on 07/24/19 at 11:30 a.m.

No further information regard ing this issue was provided to the survey team prior to the exit conference.
F 604j   Right to be Free from Physical Restraints
SS=D CFR(s): 483.10(e)(1), 483.12(a )(2)

§483.1O(e) Respect and Dignity.
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F 604 Continued From page 16
The resident has a right to be treated with respect and dignity, including:

§483.10(e)(1) The right to be free from any physical or chemical restraints imposed for purposes of discipline or convenience, and not required to treat the resident's medical symptoms, consistent with §483.12(a)(2).

§483.12
The resident has the right to be free from abuse, neglect, misappropriation of resident property, and exploitation as defined in this subpart. This includes but is not limited to freedom from corporal punishment, involuntary seclusion and any physical or chemical restraint not required to
1 treat the resident's medical symptoms.
l

F 604








I

§483.12(a) The facility must-


§483.12(a)(2) Ensure that the resident is free from physical or chemical restraints imposed for purposes of discipline or convenience and that are not required to treat the resident's medical symptoms. When the use of restraints is indicated, the facility must use the least restrictive alternative for the least amount of time and document ongoing re-evaluation of the need for res traints.
This REQUIREMENT is not met as evidenced by:
Based on observation, clinical record review and facillty, the facility staff failed to ensure that 1 of 22 residents were free from unnecessary use of a physical restraint (Resident #126).

The findings included:

The facility staff failed to ensure assessments
FORM CMS-2567(02-99) Previous Versions Obsolela	Evant ID:C30H11
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An assessment was completed for resident #126 for the continued need and use of a self releasing seat belt.

Residents with similar devices were reviewed to ensure the appropriate
Faclllly ID: VA0039	If continuation sheet Page 17 of 107
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I Continued From page 17
were performed for Resident #126 for the continued need and use of a self-releasing seat belt.

Resident #126 was admitted to the facility on 3/1/12 with the following diagnoses of, but not limited to anemia, urinary tract infection, dementia, anxiety disorder and depression. On the quarterly MDS (Minimum Data Set) with an ARD (Assessment Reference Date) of 5/28/19. The resident was coded as requiring extensive assistance of 1 staff member for dressing and being totally dependent on 1 staff member for bathing.

On 7/22/19 at 2:58 pm, the surveyor observed the resident sitting up in wheelchair with a
self-releasing seat belt in place. The surveyor asked the resident if she get this {surveyor pointed to seat belt) off of herself. The resident was able to self-release seat belt on request.

During the clinical record review on 7/22/19, the surveyor noted there was no evidence of assessments being documented concerning the continued need of this resident's seat belt.

On 7/22/19 at 3:20 pm, the surveyor notified the administrative team of the above documented findings. The DON (director of nursing} stated, "Those assessments are done on a quarterly bases." The surveyor requested copies of the assessments.
At 2:17 pm on 7/23/19, the corporate MOS nurse returned to the surveyor and stated, "The resident does have the continued need for the seat belt but I cannot find complete documentation to support this."
	
F 604
	

assessments have been completed.

Licensed nurses will be educated by the Regional Director of Clinical Services/designee on the required assessments to demonstrate the ongoing continued need and use of any type of self releasing seat belt.

The Director of Nursing/designee will monitor required assessments 3x weekly during clinical meeting to ensure assessments are completed.


The results will be reported monthly Quality Assurance Committee for review and discussion. Once the Quality Assurance Committee determines the problem no longer exists, audits will be conducted on a random basis.

CAO/Director of Nursing will be responsible for implementation of the plan of correction.
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Continued From page 18
No further information was provided to the surveyor prior to the exit conference on 7/24/19. Transfer and Discharge Requirements
CFR(s): 483.15(c)(1)(l)(ii)(2)(i)-(iii)
§483.15(c) Transfer and
 
discharge-
§483.15(c)(1) Facility
 
requirements-
The facility must permit each resident to remain in 
the 
facility, and not transfer or discharge the resident from the faclllty
 
unless-
The transfer or discharge is necessary for the resident's welfare and the resident's needs cannot be met in the
 
facility;
(B} The transfer or discharge is appropriate because the resident's health has Improved sufficiently so the resident no longer needs the services provided by the facility;
(C} 
The safety of individuals in the facility is endangered due to the clinical or behavioral status of the resident;
The health of individuals in the facility would otherwise be
 
endangered;
The resident has failed, after reasonable and appropriate notice, to pay for (or to have paid under Medicare or Medicaid) a stay at the facility. Nonpayment applles 
if 
the resident does not submit the necessary paperwork for third party payment or after the third party, including Medicare or Medicaid, denies the claim and the resident refuses to pay for his or her stay. For a resident who becomes eligible for Medicaid after admission to a facility, the facility may charge a resident only allowable charges under Medicaid; or
The facility ceases to
 
operate.
(ii) The facility may not transfer or discharge the resident while the appeal is pending, pursuant to
§ 431.230 of this chapter. when a resident
F
 
604
F622
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I Continued From page 19
exercises his or her right to appeal a transfer or discharge notice from the facility pursuant to§ 431.220(a)(3) of this chapter, unless the failure to discharge or transfer would endanger the health or safety of the resident or other individuals in the facility. The facility must document the danger that failure to transfer or discharge would pose.

§483.15(c)(2) Documentation.
When the facility transfers or discharges a resident under any of the circumstances specified in paragraphs (c)(1)(i)(A) through (F) of this section, the facility must ensure that the transfer or discharge is documented in the resident's medical record and appropriate information is communicated to the receiving health care institution or provider.
(i) Documentation in the resident's medical record must include:
(A) The basis for the transfer per paragraph (c)(1)
(i) of this section.
(B) In the case of paragraph (c)(1)(i)(A) of this section, the specific resident need(s) that cannot be met, facility attempts to meet the resident needs, and the seivice available at the receiving facility to meet the need(s).
(ii) 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 necessary under paragraph (c) (1)
(A) or (B) of this section; and
(B) A physician when transfer or discharge is necessary under paragraph (c}(1}(i)(C) or (D} of this section.
(iii} Information provided to the receiving provider must include a minimum of the following:
(A) Contact information of the practitioner responsible for the care of the resident.
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Continued From page 20
(B) Resident representative information including contact information
(C) Advance Directive information
(D) All special Instructions or precautions for ongoing care, as appropriate.
{E} Comprehensive care plan goals;
{F) All other necessary information, including a copy of the resident's discharge summary, consistent with §483.21(c)(2) as applicable, and any other documentation, as applicable, to ensure a safe and effective transition of care.
This REQUIREMENT is not met as evidenced by:
Based on staff interview, clinical record review
and facility document review, the facility staff failed to provide appropriate information that is communicated to the receiving health care provider such as comprehensive care plan goals and/or required information to ensure a safe and effective transfer of care for 5 of 35 residents (Residents #30, #201, #19, #213 and #160).

The findings included:

1. For Resident #30 the facility staff failed to send a copy of the Resident's comprehensive care plan goals when the Resident was transferred to the hospital.

Resident #30 was admitted to the facility on 10/03/08 and readmitted on 04/12/19. Diagnoses included but not limited to anemia, congestive heart failure, hypertension, pneumonia, urinary tract infection, diabetes mellitus, Alzheimer's disease, depression, and psychotic disorder.

The most recent MDS(minimum data set) with and ARO (assessment reference date} of 04/25/19 assigned the Resident a BIMS (brief
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No action taken due to time frame had already passed for residents #30, #201,
#19, #213 and #160. However, moving forward when resident are transferred out to the hospital, a copy of the comprehensive care plan will be send with the resident as part of the transfer and discharge requirements.

A 30 day look back was conducted for residents who was transferred/discharged from the center to the hospital to ensure the proper paperwork was send with the resident including a copy of the comprehensive care plan with documentation in the medical record.

Licensed nurses will be educated by the Regional Director of Clinical Services/designee on the appropriate information to be communicated when transferring a resident out to the hospital to include the comprehensive care plan.
In addition, education included the
	


FORM CMS-2567(02-99) Previous Versions Obsolete	Event IO:C30H11	Facility 10 : VA0039	lf continuation sheet Page 21 of 107
 (
PRINTED: 09/19/2019
 
FORM APPROVED
 
OM8
 
NO. 0938·0391
) (
DEPARTMENT
 
OF
 
HEALTH
 
AND
 
HUMAN
 
SERVICES
CENTERS
 FQ_R 
MEDICARE
 & 
M_EOICAID
 
SERVICES
)

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


495281
	(X2) MULTIPLE CONSTRUCTION
A. BUILDING  	


B. WING  	
	(X3) DATE SURVEY COMPLETED
C
07/24/2019

	NAME OF PROVIDER OR SUPPLIER

BLUE RIDGE REHAB CENTER
	STREET ADDRESS, CITY, STATE, ZIP CODE
300 BLUE RIDGE STREET
MARTINSVILLE, VA 24112

	(X4)ID PREFIX TAG
	SUMMARY STATEMENT OF DEFICIENCIES	ID
(EACH DEFICIENCY MUST BE PRECEDED BY FULL	PREFIX
REGULATORY OR LSC IDENTIFYING INFORMATION)	TAG
	PROVIDER'S PLAN OF CORRECTION (EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE DEFICIENCY)
	(XS}  COMPI.ETION DATE

	
F 622
	
I Continued From page 21
interview for mental status) score of 6 out of 15 in section C, cognitive patterns. This is a significant change MOS.

Resident #30's cllnical record was reviewed on 07/22/19. The nurse's notes section of the clinical record contained a note, which read in part "4/9/2019 2:42:48 PM 1st Shift ...Notified Dr....
(physician name omitted) via telephone of change in cond. T/0 (telephone order) send to ER. Notified POA (power of attorney) via telephone.
Called ... (name omitted) to transport. 02 stats 90.
P/U (picked up) by	(name omitted) at app. (approximately) 125 PM. Left via stretcher. Called ER gave report	". There was no documentation
in the clinical record as to what information was sent with Resident at the time of transfer.

Surveyor spoke with the unit manager on 07/22/19 at approximately 9:25 AM regarding Resident #30. Surveyor asked the unit manager what information was sent when a Resident was transferred to the hospital and the unit manager stated, "We send face sheet, med list, recent labs, communication sheet, progress note and bed hold information". Surveyor asked what information is on the communication sheet, and the unit manager provided the surveyor with a copy of a blank form. This form contained the facility name, address and phone number. It also contained spaces for problem to be evaluated, current diagnosis, present orders, allergies, weight, and flu and pneumonia vaccine information.

Surveyor spoke with the DON (director of nursing) on 07/23/19 at approximately 2:20 PM regarding information sent with Resident when they are transferred. DON stated that the
	
F 622
implementation of the discharge/transfer assessment that has been developed in the electronic Medical record to be completed by licensed nurse when a resident is transferred/discharged to document the required paperwork was send with the resident.

The Director of Nursing/designee will review transfers out to the hospital 5x weekly in clinical meeting to ensure the appropriate information was send with the resident when transferring out to the hospital with documentation on the discharge/ transfer summary.

The results will be reported monthly
I	Quality Assurance Committee for review
1 and discussion. Once the Quality Assurance Committee determines the problem no longer exists, audits will be conducted on a random basis.

CAO/Director of Nursing will be responsible for implementation of the plan of correction.
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I Continued From page 22
Resident's face sheet, physician's order summary, history and physical, discharge summary, pertinent labs and x-rays and a consult sheet are to be sent with the Resident. Surveyor asked the DON if a copy of the Resident's comprehensive care plan goals is sent, and the DON stated that it Is not.

The concern of not sending the comprehensive care plan goals when a Resident is transferred to the hospital was discussed with the administrative team (Administrator, CEO, Regional Director of Clinical Services, DON, Regional Director of Clinical Services, Director of Professional Services, Corporate MOS Coordinator) during a meeting on 07/22/19 at approximately 03:20.

No further Information was provided prior to exit.


2. For Resident #201 the facility staff failed to send a copy of the Resident's comprehensive care plan goals when the Resident was transferred to the hospital.

Resident #201 was admitted to the facility on 11/08/06 and readmitted on 03/13/19. Diagnoses include but not limited to deep venous thrombosis, urinary tract infection, aphasia, dementia, seizure disorder, anxiety and traumatic brain injury.

The most recent annual MOS (minimum data set) with an ARD (assessment reference date) of 06/18/19 indicated the Resident has both long and short term memory loss with severely Impaired cognitive skills for daily decision making.

Resident #201's clinical record was reviewed on
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I Continued From page 23
07/22/19. The nurse's notes section of the clinical record contained a note, which read in part "3/9/2019 8:09 PM 2nd Shift "...new order send to ER for eval (evaluation) of seizures and vomiting.
... (name omitted) notified. ER notified spoke with
... (name omitted). Resp (responsible) party ... (name omitted) notified. 6:55 PM ... (name omitted) her and transporting to ER". There was no documentation in the clinical record as to what information was sent with Resident at the time of transfer.

Surveyor spoke with the unit manager on 07/22/19 at approximately 9:25 AM regarding Resident #201. Surveyor asked the unit manager what information was sent when a Resident was transferred to the hospital and the unit manager stated, -we  send face sheet, med 11st, recent labs, communication sheet, progress note and bed hold Information". Surveyor asked what information is on the communication sheet, and the unit manager provided the surveyor with a copy of a blank form. This form contained the facility name, address and phone number. It also contained spaces for problem to be evaluated, current diagnosis, present orders, allergies, weight, and flu and pneumonia vaccine information.

Surveyor  spoke with the DON (director of nursing) on 07/23/19 at approximately 2:20 PM regarding information sent with Resident when they are transferred. DON stated that the Resident's face sheet, physician's  order summary, history and physical, discharge summary, pertinent labs and x•rays and a consult sheet are to be sent with the Resident. Surveyor
asked the DON if a copy of the Resident's comprehensive care plan goals is sent, and the
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Continued From page 24 DON stated that it is not.

The concem of not sending the comprehensive care plan goals when a Resident is transferred to the hospital was discussed with the administrative team (Administrator, CEO [Chief Executive Officer), Regional Director of Clinical Services, DON, Regional Director of Clinical Services, Director of Professlonal Services, Corporate MDS Coordinator) during a meeting on 07/22/19 at approximately 03:20.

No further information provided prior to exit.
3. The facility staff failed to ensure that a copy of the comprehensive care plan goals were sent with Resident# 19 upon transfer to the emergency room on 6/26/19.

Resident # 19 was a 66-year-old-male that was originally admitted to the facility on 9/1/12, and had a readmission date of 7/3/19. Diagnoses included but were not limited to, urinary tract infection, urinary retention, acute kidney failure, and central pain syndrome.

The clinical record for Resident # 19 was reviewed on 7/22/19 at 9:57 am. The most recent MDS (minimum data set) assessment was a quarterly assessment with an ARO (assessment reference date) of 4/16/19. Section C of the MDS assesses cognitive patterns. In Section C0500, the facility staff documented that Resident # 19 had a BIMS (brief interview for mental status) score of 15 out of 15, which indicated that Resident# 19 was cognitively intact.

On 7/22/19 at 10:11 am, the surveyor observed a nurse's note in Resident # 19's clinical record that had been documented on 6/26/19 at 12:09 pm.
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The nurse's note was documented as, "Cna (certified nursing assistant) notified this nurse that patient was clammy and stating he did not feel well, upon further assessment, VS (vital signs) obtained, BP (blood pressure) 80/50, T: (temperature) 96.6, R: (respirations) 16, P: (pulse) 74, patient has some altered mental status, hypotension, anurla, patient stated that he did not feel, stated that he was not in pain, called (Physician's name withheld) to get advising, gave t/o (telephone order) to send out to ER (emergency room) for further eval, RP
(responsible party) was notified stated that she would be In the weekend and would be In to check on him, (Transportation company's name withheld) to transport, left in stable condition, will continue to monitor."

On 7/23/19 at 1:38 pm, the surveyor interviewed LPN (licensed practical nurse) unit manager# 1 and MDS coordinator # 1. The surveyor asked if a copy of the comprehensive care plan goals were sent with Resident# 19 when he was transferred to the emergency room on 6/26/19. LPN unit manager# 1 stated, "No." MOS coordinator# 1 stated, "We don't send care plan goals when we send them ou•t.

On 7/24/19 at 12:50 pm, the regional director of clinical services # 1, Regional director of clinical services # 2, chief executive officer, corporate MOS nurse, director of professional services, director of nursing, and administrator were made aware of the findings as stated above. The surveyor asked the administrative team If it had been the practice of the facility to send a copy of
the comprehensive care plan goals with a
I	resident upon transfer. The regional director of
clinical services# 2 stated, "No."
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I 
Continued From page 26
No further Information regarding this issue was provided to the survey team prior to the exit conference on 7/24/19.
4. 
The facility staff failed to provide the
comprehensive care plan (CCP) goals to the receiving facility when Resident #213 was transferred.
Resident #213 was admitted to the facility on 6/14/19 with the following diagnoses of, but not limited to anemia, high blood pressure, dementia and Schizophrenia. On the significant change MOS (Minimum Data Set) with an ARD (Assessment Reference Date) of 6/20/19; the resident was coded as having a BIMS (Brief Interview for Mental Status) score of 15 out of a possible score of 15. Resident #213 was also coded as being totally dependent on 
1 
staff member for dressing, personal hygiene and bathing.
The surveyor performed a clinical record review on 7/23/19, the surveyor noted the resident was transferred to the ER (emergency room) on 4/10/19 and again on 6/9/19. The "Consultation/Clinic Referral" form that is sent to
the ER when the resident 
is 
transferred had no documentation of 
CCP 
goals documented on this form.
The surveyor notified the administrative team from the facility as well as the corporation that is receiving the facility was notified of the above documented findings on 7/24/19 at approximately 11 am.
On 7/24/19 at approximately 1:15 pm, the surveyor notified the director of nursing (DON) of
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F 622 Continued From page 27
the above documented findings. The DON stated, "We don't send the care p
l
an goals when the resident goes to the ER (emergency room).
I 
The things we send are a face sheet, recent orders, recent labs, code status and call report to
, 
the ER or wherever 
the 
resident is transferred."
No further Information was provided 
to 
the surveyor prior to the exit conference on 7/24/19.
5. 
For 
Resident #160 the facility staff failed 
to 
document what Information was provided to the recip
i
ent facility (an acute care hospital) when the resident was transferr ed
.
Resident #160 was admitted to the facility on 10/31/2018 and readmitted on 06/04/19.
Diagnoses included but were not limited to cancer, anemia, Parkinson's, cirrhosis, deep vein thrombosis, and atrial fibrillation.
The most recent MDS (minimum data set) with an ARD (assessment reference date) of 06/09/19 noted Resident #160 had a BIMS (brief interview for mental status) score of 4 out of 15. This MDS was documented as a "significant change in status
 
assessment."
Resident #160's electronic clinical record and hard-back chart were reviewed on 07/22/2019 and 07/23/2019
. 
Within the electronic c
l
inical
, 
record under the nurse's notes tab, an LPN (licensed practical nurse) documented on 06/02/19 at 3:38 p.m. that Resident #160 "WAS ON THE FLOOR [sic] WENT INTO RESIDENT ROOM, HE WAS LYING ON HIS LEFT SIDE (sic) LACERATION NOTED TO FOREHEAD, LEFT EAR AND NOSE. LEFT EAR WAS ALSO PURPLE IN COLOR [sic] RESIDENT DENIES
ANY PAIN AT THIS TIME [sic] SAID HE WAS
F
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I Continued From page 28
TRYING TO GO TO THE BATHROOM [sic] CALL BELL WAS WITHIN REACH [sic] POA NOTIFIED (sic] SAID SHE WOULD CALLED [sic] HER MOTHER [sic] 911 CALLED [sic] MD FAXED [sic] NEURO- CHECKS STARTED. 911 ARRIVED AT 3:15 TO TRANSFER RESIDENT TO ER." There
was no documentation indicating what information was sent with the patient to the receiving facility when he was transferred.

Resident #160 resided in a unit referred to as •1 South." The surveyor interviewed the Unit Coordinator of 1 South, an LPN (LPN #1) on 07/23/19 at 3:00 p.m. LPN #1 stated when a resident was transferred to an acute care facility she usually sent 2 (two) face sheets, the history and physical, the most recent physician progress notes, the most recent labs, a completed consutt sheet and a copy of the DNR (do not resuscitate) if indicated. LPN #1 read the electronic nurse's notes from 06/02/19 and acknowledged the notes did not document what information accompanied the resident upon transfer. LPN #1 stated that If the nurse's notes did not document what information was sent with Resident #160 when he was transferred to an acute care hospital, she was unaware of any other place that information would be documented.

The survey team met with the facility's administrative team on 07/24/19 at 11:30 a.m. The administrative team consisted of the director of professional services, both regional directors of clinical services (Regional Director #1 and Regional Director #2),  the administrator, corporate director of MOS, director of nursing, and the CEO (chief executive officer). The administrative team was informed of the concern there was no documentation of information sent
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Continued From page 29
with Resident #160 when he was transferred to an acute care hospital.

No further information was provided prior to exit. Notice Requirements Before Transfer/Discharge CFR(s): 483.15(c)(3)-{6)(8)

§483.15(c)(3) Notice before transfer. Before a facility transfers or discharges a resident, the facility must-
(i) Notify the resident and the resident's representative(s) of the transfer or discharge and the reasons for the move in writing and in a language and manner they understand. The facility must send a copy of the notice to a representative of the Office of the State
Long-Term Care Ombudsman.
(ii) Record the reasons for the transfer or discharge in the resident's medical record in accordance with paragraph (c)(2) of this section; and
(iii) Include in the notice the items described in paragraph (c)(5) of this section.

§483.15(c)(4) Timing of the notice.
(i) Except as specified in paragraphs (c)(4)(ii) and (c}(S) of this section, the notice of transfer or discharge required under this section must be made by the facility at least 30 days before the resident is transferred or discharged.
(ii) Notice must be made as soon as practicable before transfer or discharge when-
(A) The safety of individuals in the facility would be endangered under paragraph (c)(1)(i){C) of this section;
(B) The health of Individuals in the facility would be endangered, under paragraph (c)(1)(I}(D) of this section;
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I 
Continued From page 30
The resident's health improves sufficiently to allow a more immediate transfer or discharge, under paragraph (c)(1)(I)(B) of this
 
section;
An immediate transfer or discharge is
required by the resident's urgent medical needs, under paragraph (c)(1)(i}(A} of this section; or
A resident has not resided in the facility for 30 
days
.
§483.15(c)(5) Contents of the notice. The written notice specified in paragraph (c)(3) of this section must include the following:
The reason for transfer or
 
discharge;
The effective date of transfer or
 
discharge;
The location to which the resident is transferred or
 
discharged;
A statement of the resident's appeal rights, including the name, address (mailing and 
email)
,
 
and telephone number of the entity which receives such requests
; 
and information on how to obtain an appeal form and assistance In completing the form and submitting the appeal hearing
 
request:
The name, address (mailing and email) and telephone number of the Office of the State Long-Term Care
 
Ombudsman;
For nursing facility residents with intellectual and developmental disabilities or related disabilities, the mailing and email address and telephone number of the agency responsible for the protection and advocacy of individuals with developmental disabilities established under Part C of the Developmental Disabilities Assistance and 
Bill 
of Rights Act of 2000 (Pub. 
L. 
106-402, codified at 42 
U
.
S.C
. 
15001 et seq.);
 
and
For nursing facility residents with a mental disorder or related disabilities, the mailing and email address and telephone number of
 
the
F623
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Continued From page 31
agency responsible for the protection and advocacy of individuals with a mental disorder established under the Protection and Advocacy for Mentally Ill Individuals Act.

§483.15(c)(6) Changes to the notice.
If the information in the notice changes prior to effecting the transfer or discharge, the facility must update the recipients of the notice as soon as practicable once the updated information becomes available.

§483.15(c)(8) Notice in advance of facility closure In the case of facility closure, the individual who is the administrator of the facility must provide written notification prior to the impending closure to the State Survey Agency, the Office of the State Long•Term Care Ombudsman, residents of the facility, and the resident representatives, as well as the plan for the transfer and adequate relocation of the residents, as required at § 483.70(1).
This REQUIREMENT is not met as evidenced
by:
Based on staff interview, clinical record review, and facility document review the facility staff failed to provide written notification to the resident/responsible party when a resident was transferred from the facility for 5 of 35 Residents (Residents #30, #201, #19, #213, and #160).

The findings included:

1. For Resident #30 the facility staff failed to notify the Resident/responsible party in writing when the resident was transferred to the hospital.

Resident #30 was admitted to the facility on
10/03/08 and readmitted on 04/12/19. Diagnoses
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I
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No action taken due to timeframe had already passed for resident #30, #201,
#19, #213 and #160.

a 30 day look back was completed to ensure residents who was transferred/discharged from the facility was provided written notification of the transfer/discharge.
	

	
	
	
	Social Services department will be
educated by the Regional Director of Clinical Services/designee on the
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I Continued From page 32
included but not limited to anemia, congestive heart failure, hypertension, pneumonia, urinary tract infection, diabetes mellitus, Alzheimer's disease, depression, and psychotic disorder.

The most recent MDS(mlnimum data set) with and ARD (assessment reference date) of 04/25/19 assigned the Resident a BIMS (brief interview for mental status) score of 6 out of 15 in section C, cognitive patterns. This is a significant change MOS.

Resident #30's clinical record was reviewed on 07/22/19. The nurse's notes section of the clinical record contained a note, which read in part "4/9/2019 2:42:48 PM 1st Shift ...Notified Dr....
(physician name omitted) via telephone of change in cond. TIO (telephone order} send to ER. Notified POA (power of attorney) via telephone.
Called ... (name omitted) to transport. 02 stats 90. P/U (picked up) by	(name omitted} at app.
(approximately) 125 PM. Left via stretcher. Called
ER gave report	There was no documentation in the clinical record that a written notice had been provided to the residenVresponsible party.

The surveyor requested and was provided with a facility policy entitled "Transfers and Discharges", which read in part "Before a facility transfers or discharges a Resident out the facility or between distinct part, the facility must notify the Resident or legal representative (and, if known, a family member of the Resident} of the transfer or discharge and the reasons. The reasons for transfer or discharge must be recorded In the Resident's medical record. The notice must include the reason for the transfer/discharge, the effective date, the location to which the Resident is to be transferred or discharged, and the right to
	
F 623
	

progress, including the Notification of Transfer/discharge form to use, for providing written notification to the resident and/or responsible party when a resident is discharged or transferred from the facility.

The Director of Nursing/designee will review notifications to the resident and/or RP of the transfer/discharge from the center 5x weekly in clinical meeting to ensure the notice has been provided.


The results will be reported monthly Quality Assurance Committee for review and discussion. Once the Quality Assurance Committee determines the problem no longer exists, audits will be conducted on a random basis

CAO/Director of Nursing will be responsible for implementation of the plan of correction.
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appeal the action to the designated State agency." and "Exception to 30-Day Notice. Notice may be made as soon as practicable before transfer or discharge when: Safety of ind
i
viduals in the facility would be endangered, Health
 
of
I 
individuals in the facility would be endangered, Resident's health improves sufficiently to allow a
more immediate transfer or discharge, an immediate transfer or discharge is required by the Resident's urgent needs or a Resident has not resided in the facility for 
30 
days"
.
The concem of not providing written notifications was discussed during a meeting with the administrative staff (Administrator, Cheif Executive Officer, Regional Director of Clinical Services, DON, Regional Director of Clinical Services, Director of Professional Services,
Corporate MDS Coordinator) during a meeting on
F623
07/22/19 
at approximately 
3:20 
PM
. 
The Regional
Director of Clinical Services stated that the facility has not been providing wr
i
tten notices to the Resident/responsible party.
No further information provided prior to exit.
2. For Resident 
#201 
the facility staff failed to provide a written notice to the Resident/responsible party when the resident was transferred to the hospital.
Resident 
#30 
was admitted 
to the facility on 
10/03/08 
and readmitted on 
04/12/19. 
Diagnoses included but not limited to anemia, congestive heart failure, hypertension, pneumonia, urinary tract infection, diabetes mellitus, Alzheimer's 
disease, 
depression, and psychotic disorder.
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The most recent MDS(minimum data set) with and ARD (assessment reference date) of 04/25/19 assigned the resident a BIMS (brief interview for mental status) score of 6 out of 15 in section C, cognitive patterns. This is a significant change MOS.

Resident #30's clinical record was reviewed on 07/22/19. The nurse's notes section of the clinical record contained a note, which read in part "4/9/2019 2:42:48 PM 1st Shift ...Notified Dr....
(physician name omitted) via telephone of change in cond. T/0 (telephone order) send to ER. Notified POA (power of attorney) via telephone.
Called ... (name omitted) to transport. 02 stats 90. P/U {picked up) by	{name omitted) at app.
(approximately) 125 PM. Left via stretcher. Called ER gave report	". There was no documentation
1 in the clinical record that a written notice had
been provided to the resident/responsible party.

F 623


The surveyor requested and was provided with a facility policy entitled Transfers and Discharges", which read in part "Before a facility transfers or discharges a Resident out the facility or between distinct part, the facility must notify the Resident or legal representative (and, if known, a family member of the Resident) of the transfer or discharge and the reasons. The reasons for transfer or discharge must be recorded in the Resident's medical record. The notice must include the reason for the transfer/discharge, the effective date, the location to which the Resident is to be transferred or discharged, and the right to appeal the action to the designated State agency." and "Exception to 30-Day Notice. Notice may be made as soon as practicable before transfer or discharge when: Safety of individuals in the facility would be endangered, Health of
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F 623 Continued From page 35
individuals in the facility would be endangered, Resident's health improves sufficiently to allow a more immediate transfer or discharge, an immediate transfer or discharge is required by the Resident's urgent needs or a Resident has not resided in the facility for 30 days".
The concern of not providing written notifications was discussed during a meeting with the administrative staff  (Administrator,Cheif Executive Officer, Regional Director of Clinical Services, DON, Regional Director of 
Clinica
l 
Services, Director of Professional Services, Corporate MDS Coordinator) during a meeting
 
on
07/22/19 at approximately 3:20 PM. The Regional Director of Clinical Services stated that the facility has not been providing written notices to the Resident/responsible party.
No further Information provided prior to exit.
t 
3. The facility staff failed to notify Resident 
# 
19 
and Resident # 19's representative of reason for transfer to the emergency room in writing
.
I 
Resident 
# 
19 was a 66-year-old-male that was
. 
originally admitted to the facility on 9/1/12, and
had 
a 
readmission date of 7/3/19. Diagnoses included but were not limited to, urinary tract 
i
nfection, urinary retention, acute kidney failure, and central pain syndrome.
The clinical record for Resident# 19 was reviewed 
on 
7/22/19 at 
9
:
57 
am. The most recent MDS (minimum data set) assessment was a quarterly assessment with an ARD (assessment reference date) of 4/16/19. Section C of the MOS assesses cognitive patterns. In Section
 
C0500,
,
the facility  staff  documented  that Resident  
#
 
19
had a SIMS (brief interview for mental status)
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•, score of 15 out of 15, which indicated that Resident # 19 was cognitively Intact.
I
IOn 7/22/19 at 10:11 am, the surveyor observed a
nurse's note in Resident# 19's clinical record that had been documented on 6/26/19 at 12:09 pm.
The nurse's note was documented as, ·cna (certified nursing assistant) notified this nurse that patient was clammy and stating he did not feel well, upon further assessment, VS (vital signs) obtained, BP (blood pressure) 80/50, T: (temperature) 96.6, R:  (respirations) 16, P: (pulse) 74, patient has some altered mental status, hypotenslon, anuria, patient stated that he did not feel, stated that he was not In pain, called (Physician's name withheld) to get advising, gave t/o (telephone order) to send out to ER (emergency room) for further eval, RP (responsible party) was notified stated that she would be in the weekend and would be  in to check on him, (Transportation company's name withheld) to transport, left in stable condition, will
continue to monitor.•

I IOn 7/23/19 at 1:38 pm, the surveyor interviewed
LPN (licensed practical nurse) unit manager# 1
Iand MDS coordinator # 1. The surveyor asked
LPN unit manager# 1 and MDS coordinator# 1
how the responsible person for Resident # 19
1 was made aware of him being transferred to the emergency room on 6/26/19. LPN unit manager #
1 stated, "We call her and then make a note in the chart." The surveyor asked if Resident# 19
1 and Resident# 19's representative was made
aware in writing of the reason for transfer to the emergency room on 6/26/19. MDS coordinator# 1 stated, ·No, we don't do that we just make a phone call to notify them."
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Continued From page 37
The facility policy on "Transfers and Discharges" contained documentation that inc
l
uded but was not limited to, ..
.
"The facility must Inform the resident in advance according to required timelines, of a transfer or discharge and the reason for the transfer or discharge, the effective date, the location, and the right to appeal. This information should be given to the resident orally and in writing. The reason, the residenfs response and reaction to the notification must be documented in the medical record." ...
On 
7/24/19 
at 
12:50 
pm, the regional director of clinical services# 1, Regional director of clinical services 
# 
2, chief executive officer, corporate MDS nurse, director of professional services, director of nursing, and administrator were made aware of the findings as stated above. The surveyor asked 1he administrative team 
i 
f the
faci
l
ity had been notifying the Resident and Resident Representative 
i
n writing of reasoo for transfer prior to the survey. The regional director of c
l
inical services# 2 stated, "No."
No further informat
l
on regarding this issue was provided to the survey team prior to the ex
i
t conference on 
7/24/19.
4. The facility staff failed to provide a written notice of transfer to the resident or resident's representative for Resident #213.
Resident 
#213 
was admitted to the facility on 
6/14/19 
with the following d
i
agnoses of, but not limited to anemia, high blood pressure
, 
dementia and Schizophrenia. On the significant change
MDS (Minimum Data Set) with an ARD (Assessment Reference Date) of 
6/20/19; 
the resident was coded as having a BIMS (Brief Interview for Menta
l 
Status) score of 15 out of a
F
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possible score of 15. Resident #213 was also coded as being totally dependent on 1 staff member for dressing, personal hygiene and bathing.
The surveyor performed a clinical record review on 7/23/19, in  which the resident was documented as being transferred to the ER (emergency room) on 4/10/19 and again on 6/9/19.   No documentation  of a written notice was sent to the resident and resident's representative when the resident was transferred to the ER (emergency room) on 4/9/19 and 6/9/19 could be found in the clinical
 
record.
On 7/24/19 at approximately 1:15 pm, the surveyor notified the director of nursing (DON) of the above documented findings. The DON stated, "We don't send a written notice to them when the resident is transferred to the ER. We do call the resident's POA (Power of Attorney) when they go to the
 
ER."
No further information was provided to the surveyor prior to the exit conference on 7/24/19.
5. For Resident #160 the facility staff failed to notify the resident or resident representative in writing of 
the 
resident's transfer to an acute care facility.
Resident 
#160 
was admitted to the facility on
10/31/2018 
and readmitted on 06/04/19. Diagnoses included but were not limited to cancer, anemia, Parkinson's, cirrhosis, deep vein thrombosis, and atrial fibrillation.
The most recent MOS (minimum data set) with an ARD (assessment reference date) of
 
06/09/19
noted Resident #160 had a BIMS (brief Interview
F623
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F623
for mental status) score of 4 out of 15. This MDS was documented as a nsignificant change in status assessment."
Resident 
#160's 
electronic clinical record and hard-back chart were reviewed on 
07/22/2019 
and 
07/23/2019. 
Within the electronic clinical record under the nurse's notes tab, an LPN (licensed practical nurse) documented on 
06/02/19 
at 
3:38 
p.m. that Resident 
#160 
"WAS ON THE FLOOR [sic] WENT INTO RESIDENT ROOM, HE WAS LYING ON HIS LEFT SIDE [sic] LACERATION NOTED TO FOREHEAD, LEFT EAR AND NOSE. LEFT EAR WAS ALSO PURPLE IN COLOR [sic] RESIDENT DENIES ANY PAIN AT THIS TIME (sic] SAID HE WAS TRYING TO GO TO THE BATHROOM [sic] CALL BELL WAS WITHIN REACH [sic] POA NOTIFIED [s
i
c) SAID SHE WOULD CALLED [sic) HER MOTHER [sic] 911 CALLED [sic] MD FAXED [sic) NEURO- CHECKS STARTED. 911 ARRIVED AT 
3:15 
TO TRANSFER RESIDENT TO ER."
 
There
was no documentation indicating the resident
and/or resident representative was notified in writing of the resident
'
s transfer to an acute care hospital.
Resident
 
#160
 
res
i
ded
 
in
 
a
 
unit
 
referred
 
to
 
as
 
"1 
South." The surveyor 
i
nterviewed the Unit Coordinator of 1 South, an LPN (LPN #1) on 
07/23/19 
at 
3:00 
p.m. LPN 
#1 
stated when a resident
 
was
 
transferred
 
to
 
an
 
acute
 
care
 
facility, the practice was usua 
ll
y to notify the resident verbally
 
and
 
notify
 
the
 
resident
 
representative
 
by phone
 
or
 
verbally
 
if
 
they
 
were
 
present
 
in
 
person. LPN #1 stated she had never given a written notification
 
about
 
a
 
transfer
 
to
 
family.
The survey team met with the facility's
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F 623 I Continued From page 40
administrative team on 07/24/19 at 11:30 a.m. The administrative team consisted of the director of professional services, both regional directors of clinical services (Regional Director #1 and Regional Director #2), the  administrator, corporate director of  MDS, director of nursing, and the CEO (chief executive officer). The administrative team was informed of the concern there was no evidence the facility staff had  notified Resident #160 or their representative in writing of the resident's transfer to an acute care facility. On 07/24/19 at 11:37 a.m., Regional Director #1 stated the facility staff had not been notifying residents or resident representatives in writing of transfers adding that the notification had been provided "only verbally."

F 623



No further information was provided prior to exit.
F 6251 Notice of Bed Hold Policy Before/Upon Trnsfr


F625


9/7/19

SS=D

CFR(s): 483.15(d)(1)(2)

§483.15(d) Notice of bed old policy and return•

§483.15(d)(1) Notice before transfer. Before a nursing facility transfers a resident to a hospital or the resident goes on therapeutic leave, the nursing facility must provide written information to the resident or resident representative that specifies•
(i) The duration of the state bed old policy, if any, during which the resident is permitted to return and resume residence in the nursing facility;
(ii) The reserve bed payment policy In the state plan, under§ 447.40 of this chapter, if any;
(iii) The nursing facility's policies regarding
bed-hold periods, which must be consistent with paragraph (e)(1) of this section, permitting a
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resident to return; and
(iv) The information specified in paragraph (e)(1) of this section.
§483.15(d)(2) Bed-hold notice upon transfer. At the time of transfer of 
a 
resident 
for 
hospitalization or therapeutic leave, a nursing facility must provide to the resident and the resident representative written notice which specifies the duration of the bed-hold policy described in paragraph (d)(1) of this section
.
This REQUIREMENT is not met as evidenced by:
Based on staff interview, clinical record review, family 
interview
, 
and facility document review the facility staff failed  to provide written information to the resident of the bed hold po
li
cy before transfer for 3 of 35 residents (Residents
 
#30,
#201 and #213)
.
The findings included:
1. For Resident #30 the facility staff failed to offer a bed hold when the Resident was transferred to the hospital.
Resident #30 was admitted to the facility on 10/03/08 and readmitted on 04/12/19. Diagnoses included but not limited to anem
i
a, congestive heart failure
, 
hypertension, pneumonia, urinary tract infection, diabetes mellitus, Alzheimer's disease, depression, and psychotic disorder
.
The most recent 
MDS(m
l
nimum 
data set) with and ARD (assessment reference date) of 04/25/19 assigned the Resident a BIMS (brief interview for mental status) score of 6 out of 
15
 
in
section 
C, 
cognitive patterns. This is a
 
significant
I 
change MOS.
F625
F625
No action taken during the survey due to the timeframe had already passed for resident #30, #201 and #213. However, moving forward residents who are transferred out will be made aware of the bed hold notice
.
A 30 day look back was conducted to ensure resident who have been transferred out of the center was provided with the bed hold notice.
Social Services department will be educated by the Regional Director of Clin
i
ca
l 
Services/deslgnee on written documentation to the resident and/or responsible party on the bed hold policy/form when residents are transferred out to the hospital.
The Director of Nursing/designee 
will 
review in cl
i
nical meeting 5x weekly 
to 
ensure the bed ho
l
d form has been signed
)CENTERS FOR MEDICABE & MEDICAID S_ERVICES
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F 625 Continued From page 42

Resident #30's clinical record was reviewed on 07/22/19. The nurse's notes section of the clinical record contained a note, which read in part 4/9/2019 2:42:48 PM 1st Shift ...Notified Dr....
(physician name omitted) via telephone of change in cond. T/O (telephone order) send to ER. Notified POA (power of attorney) via telephone.
Called ... (name omitted) to transport. 02 stats 90. P/U (picked up) by	(name omitted) at app.
{approximately) 125 PM. Left via stretcher. Called ER gave report..:   There was no documentation in the clinical record that a bed hold was offered.

Surveyor spoke with the unit manager on 07/22/19 at approximately 9:25 AM regarding Resident #30. Surveyor asked the unit manager what information was sent when a Resident was transferred to the hospital and the unit manager stated, "We send a face sheet, med list, recent labs, communication sheet, progress note and bed hold information".

Surveyor spoke with the DON (director of nursing) on 07/23/19 at approximately 2:20 PM regarding bed hold information sent with Resident when they are transferred. DON stated, "The nurses are supposed to offer a bed hold at the time of transfer".

F625



by the resident and/or the responsible party.

The results will be reported monthly to the Quality Assurance Committee for review and discussion. Once the Quality Assurance Committee determines the problem no longer exists, audits will be conducted on a random basis.

CAO/Director of Nursing will be responsible for Implementation of the plan of correction.





1 ,


 (
I
)Surveyor spoke with the accounts receivable on 07/23/19 at approximately 3:15 pm regarding bed
I ·	hold for Resident #30. The accounts receivable
I staff 1 stated that they get a list of residents
transferred from the facility each day, so they can call the Resident/responsible party to see if they want a bed hold. The accounts receivable staff 1stated that a bed hold was not offered to Resident #30.
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The surveyor requested and was provided with a facility policy entitled "Bedhold Policy" which read in part, "It is the policy of .
.
. (facility name omitted} to offer Resident who have been hospitalized an opportun 
i
ty to return to the nurs
i
ng home and keep their room
.
..When a Resident is admitted to the hospital, licensed nursing staff will offer the Resident and/or their responsible party the opportunity to hold the bed. Nursing staff 
will
complete the Bedhold Offer form and 
give a 
copy
to the Business Office".
The 
concern of not offering a bed ho
l
d when the resident was transferred to the hospital was discussed with the administrative staff
(adm
i
nistrator, chief executive officer, DoN, regional director of clinical services, director of professional services, and regional MDS coordinator) during a meeting on 
07/24/19 
at approximately 
11:30 
AM.
No further information was provided prior to exit.
2. For Resident 
#201 
the facility staff failed to offer
 
a
 
bedhold
 
when
 
the
 
resident
 
was
 
transferred to the
 
hospital.
Res
i
dent 
#201 
was admitted to the facility on 
11/08/06 
and readmitted on 
03/13/19. 
Diagnoses include but not limited to deep venous thrombosis, urinary tract infection, aphasia, dementia, seizure disorder, anxiety and traumatic brain
 
in
j
ury.
The most recent annual MDS (minimum data set) with an ARD (assessment reference date) of 
06/18/19 
indicated the resident has both long and
F625
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I Continued From page 44
short term memory loss with severely 
I
mpaired cognitive skills for daily decision making.
Surveyor spoke with Res
i
dent #201's father/responsible party (RP) on 07/21/19 at approximately 04:30 PM. Surveyor asked the Resident's RP if the Resident had been hospitalized recently and the RP stated that he had. Surveyor then asked the Resident's RP if the facility had offered the resident a bed hold, and the RP stated that they had not. RP also 
stated
, 
MThey have never offered me a 
bed 
hold for him, but it's never been a problem for him to come back here. They always have a bed for
 
him".
Resident #201's clinical record was reviewed on 07/22/19. The nurse's notes section of the clinical record contained a note, which read in part "3/9/2019 8:09 PM 2nd Shift
w ••• 
new order send to ER for eval (evaluation) 
of 
seizures and
 
vomiting.
... (name omitted) notified. ER notified spoke
 
with
... (name omitted). Resp (responsible) party ... (name omitted) notified. 6
:
55 PM ... (name omitted) her and transporting to ER". There was no documentation In the clinical record that a bed hold was offered.
Surveyor spoke with the unit manager on 07/22/19 at approximately 9:25 AM regarding Resident #201. Surveyor asked the unit manager what information was sent when a Resident was transferred to the hospital and the unit manager stated, "We send face sheet, med list, recent labs, communication sheet, progress note and bed hold information".
Surveyor spoke with the DON (director of nursing) on 07/23/19 at approximately 2:20 PM
regarding bed hold information sent with Resident
F625
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when they are transferred. DON stated, "The
	
F625
	
	

	
	nurses are supposed to offer a bed hold at the
time of transfer".
I
Surveyor spoke with the accounts receivable staff
1 on 07/23/19 at approximately 3:15 pm regarding bed hold for Resident #201. The accounts receivable staff 1 stated that they get a list of residents transferred from the facility each day, so they can call the residenUresponsible party to see if they want a bed hold. The accounts receivable staff stated that Resident #201 was transferred to the hospital over a weekend, and they did not get the list until the business office opened on Monday. Accounts receivab le staff 1 stated that by the time she contacted Resident #201's RP "they had already packed up his room" and "He (Resident #201) didn't have enough money in his account to cover the bed hold anyway".

The surveyor requested and was provided with a facility policy entitled "Bedhold Policy" which read in part, "It Is the policy of ... (facility name omitted) to offer Resident who have been hospitalized an opportunity to return to the nursing home and keep their room...When a Resident Is admitted to
the hospital, licensed nursing staff will offer the	I,
Resident and/or their responsible party the opportunity to hold the bed. Nursing staff will complete the Bedhold Offer form and give a copy to the Business Office•.

The concern of not offering a bed hold when the Resident was transferred to the hospital was discussed with the administrative staff (administrator, chief executive officer, DoN, regional director of clinlcal services, director of
professional services, and regional MOS	1
	
	


FORM CMS-2567(02-99) Previous V• rs	Obsolete	Evenl IO·C30H11	Facility ID: VA0039	If continuation sheet Page 46 of 107

CENTERS FOR_MEDICARE & MEDlCAID SERVICl:S	0MB NO. 0938-0391

STATEMENT OF DEFICIENCIES
ANO PLAN OF CORRECTION



NAME OF PROVIDER OR SUPPLIER

BLUE RIDGE REHAB CENTER

(X1) PROVIDER/SUPPLIER/CUA IOENTIFICATION NUMBER:


495281

(X2) MULTIPLE CONSTRUCTION
A. BUILDING  	

B.    WIN_G  _    _    _    _    _    _    _    _    _

STREET ADDRESS, CITY, STATE, ZIP CODE 300 BLUE RIDGE STREET MARTINSVILLE, VA 24112

(X3) DATE SURVEY COMPLETED
C
07124/2019

(X4)ID PREFIX TAG

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

10
PREFIX TAG

PROVIDER'S PLAN OF CORRECTION (EACH COAAECTI\IE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE DEFICIENCY)

(XSI COMPI.ET ION DATE



F 625 I Continued From page 46
coordinator) during a meeting on 07/24/19 at approximately 11:30 AM.

No further information was provided prior to exit.
3. The facility staff failed to provide written information regarding the bed hold policy to the resident or resident's representative when Resident #213 was transferred to the ER (emergency room) on 4/9/19 and 6/9/19.

Resident #213 was admitted to the facility on 6/14/19 with the following diagnoses of, but not limited to anemia, high blood pressure, dementia and Schizophrenia. On the significant change MDS (Minimum Data Set) with an ARD (Assessment Reference Date) of 6/20/19; the resident was coded as having a BIMS (Brief Interview for Mental Status) score of 15 out of a possible score of 15. Resident #213 was also coded as being totally dependent on 1 staff member for dressing, personal hygiene and bathing.

The surveyor performed a clinical record review on 7/23/19, the surveyor noted the resident was transferred to the ER (emergency room) on 4/10/19 and again on 6/9/19. There was no documentation located In the clinical record of the written bed hold policy being provided to the resident or resident's representative on these dates of ER visits.

F625


On 7/24/19 at approximately 1:15 pm, the surveyor notified the director of nursing (DON) of the above documented findings. The DoN stated, "We don't do this either. We keep the bed empty and let the resident come back to the facility. We haven't had any problems with doing this."
I
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No further information was provided to the surveyor prior to the exit conference on 
7/24/19.
F 657 Care Plan Timing and Revision
SS=O 
CFR(s): 
483 
.
21
(b)(2)(i)-(iii}
§483.21{b} Comprehensive Care P
l
ans
§483.21{b)(2) A comprehensive care plan must
I 
be-
{i} Developed within 
7 
days after completion of
the comprehensive assessment.
(ii) Prepared by an interdisciplinary team, that includes but is not limited to--
(A} 
The attending phys
i
cian.
(B) A registered nurse with responsibility for
 
the resident.
I
{C
}
 
A
 
nurs
e
 
aid
e
 
wit
h
 
responsibility
 
fo
r
 
the 
resident.
(D} 
A 
member of food and nutrition services staff. (E} To the extent practicable
, 
the participation of the resident and the resident's representative(s)
. 
An explanation must 
be 
included In a res
i
dent's medical record if the part
i
cipation of the resident
I
and
 
their
 
resident
 
representative
 
is
 
determined not practicable 
for 
the development of
 
the
resident
'
s care plan.
(F} Other appropriate staff or professionals in disciplines
 
as
 
determined
 
by
 
the
 
res
i
dent'sneeds or
 
as
 
requested
 
by
 
the
 
resident.
(iii)Reviewed and revised by the interdisciplinary team after each assessment
, 
i
ncludingboth the comprehens 
i
ve and quarterly review assessments
.
This 
REQUIREMENT 
is not met as evidenced
by:
Based on staff 
i
nterview and clinical record review, the facility staff failed to review/revise a resident centered comprehensive care plan and
I
 
/or deve
l
op an initial compreh 
ens
i
ve 
care plan for
F
 
625
F
 
657
F657
Resident #213 care plan was revised to include resident center interventions for
9/7/19
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I Continued From page 48
2 of 22 residents In the survey sample (Resident #213 and #13).

The findings included:

1.	The facility staff failed to review and revise the resident centered comprehensive care plan for Resident #213 regarding the resident's weight loss.

Resident #213 was admitted to the facility on 6/14/19 with the following diagnoses of, but not limited to anemia, high blood pressure, dementia and Schizophrenia. On the significant change MOS (Minimum Data Set) with an ARD (Assessment Reference Date) of 6/20/19; the
resident was coded as having a BIMS (Brief Interview for Mental Status) score of 15 out of a possible score of 15. Resident #213 was also coded as being totally dependent on 1 staff member for dressing, personal hygiene and bathing.
	
F657
	

residentos weight loss.

Resident #13 and his responsible party had a care plan meeting on 8/15/19..

A 30 day look back was conducted for residents with weight loss to ensure their care plan had been updated with interventions addressing the weight loss. In addition, the look back also ensured residents had a care conference completed involving the IDT and the resident and/or responsible party who was scheduled to have a care conference.

Interdisciplinary team will be educated by the Director of Clinical Reimbursement/designee on care plan revisions and updating for weight loss. In addition, the education included the requirements for care plan meetings with the IDT team, residents and/or resident representa tive.

The Director of Nursing/designee will monitor weekly care plan meetings with the IDT, resident and/or resident representative are occurring as required.

The results will be reported monthly to the Quality Assurance Committee for review and discussion. Once the Quality Assurance Committee determines the problem no longer exists, audits will be conducted on a random basis

CAO/Director of Nursing will be responsible for implementation of the plan of correction.
	

	
	During the clinical record review, the surveyor noted the resident had the following weights documented in the clinical record:
2/18/19 233.20
3/31/19 227.60
5/20/19 220.80
6/24/19  199.80

The surveyor also reviewed the resident centered comprehensive care plan dated for 6/21/19 with a target date of 9/20/19. The problem identified read in part, "	(name of resident) is at
nutritional risk for altered status due to being on a
mechanical altered diet	Weight Is trending
down." The following interventions were documented on the care plan:
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I 
Continued From page 49 "Diet as Ordered
"
Documents 
% 
(percentage) eaten
 
Q
meals/snacks
Encourage to consume at least 75% of meals "
Ensure adequate daily fluid intake .
.
.via (by) meals, snacks, med pass (medication pass),
 
etc.
Monitor for 
SIS 
(signs and symptoms) of dehydration
Obtain and honor food
 
preferences Offer substitutes for uneaten
 
items
Report weight change of+/- (plus or
 
minus)
Supervise meals and/or assist with PO's (oral) pm (as needed)
"
Supplements as
 
ordered
Vitamins and minerals as
 
ordered
Weight as
 
ordered."
The surveyor notified the DON (director of nurs
i
ng) and the corporate MOS Coordinator of the above documented findings on 7/24/19 at approximately 1
:20 
pm. The DON stated, "The resident did have a G tube (feeding tube) back in July last year. He would pull it out and we sent him the to ER (emergency room) to have 
it 
put back in. He 
d
i
d 
this a couple of times and he didn't want it any more. Then we put him on an altered diet." The surveyor asked if there were any care plans other than the one that the surveyor was g
i
ven.  The DoN remained quiet and did not answer. The corporate MOS stated, "There's not one that was updated for this. I see where he was put on mighty shakes and then super
 
pudd
i
ng.•
No further information was provided to the surveyor prior to the exit conference on
 
7/24/19.
2. For Res
i
dent #13 the facility staff failed to have an initial care plan meeting and failed to
 
include
F
 
657
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F 657 I Continued From page 50
all memebers of the interdiscilplinary team in the development of the care plan.

Resident #13 was admitted to the facility on 04/08/19. Diagnoses included but not limited to hypertension, gastroesophageal reflux disease, diabetes mellitus, dementia, Parkinson's disease, and hyperlipidemla.

F657


The admission MOS (minimum data set) with an ARD (assessment reference date) of0 4/10/19 assigned the Resident a SIMS (brief interview for
mental status) score of 15 out of 15 in section C,
j cognitive patterns.

· Surveyor spoke with Resident #13 and her son on
I 07/21/19 at approximately 4:40 PM. Surveyor
 (
I
); asked the Resident if she was invited and attended her care plan meetings. Resident deferred to her son, stating, "He takes care of those things". Resident's son stated that he was not aware that any care plan meeting had been held since the Resident's admission. Resident's son stated, "They haven't told me anything about care plan meetings since she's been here".

The care plan section of Resident #13's clinical record was reviewed and the surveyor could not locate any Information regarding care plan meetings.
I Surveyor spoke with the unit manager on 07/23/19 at approximately 12:40 PM. Unit manager stated, w e don't have care plan meetings for the initial care plan, but try to have
one within the timeframe of the first quarterly MOS/care plan. She should be having one anytime now"
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Surveyor spoke with the MDS coordinator on 07/24/19 at approximately 10:15 AM regarding Resident #13. The MDS coordinator stated the Resident should have had a care plan meeting for the first comprehensive care plan. The MOS coordinator stated that she would look for information regarding this.
The concern of not having an initial care plan meeting for Resident #13 was discussed with the administrative team (administrator, chief executive officer, regional director of clinical services, director of professional services, director of nursing, regional MOS coordinator) on 07/24/19 at approximately 11:30.
I
 
The 
regional director of clinical services informed
the surveyor on 07/24/19 at approximately 1
:
00
PM that an initial care plan meeting for Resident #13 was not held, but should have been.
I
 
Surveyor requested and was provided with 
a
facility policy entitled "ResidenVFamily
Participation-AssessmenVCare Plans" wh
i
ch read in part, "Each Resident and his/her fami
l
y members are encouraged to participate in the development of the Resident's comprehensive
assessment and care plan." and 
"2. 
Resident
assessments are begun on the first day of admission and completed no later than the fourteenth (14th) day after admission. 
A 
Comprehensive Care Plan is developed within seven (7) days of completing the Resident assessment"
No further information was provided prior to exit. 
F 695 
Respiratory/Tracheostomy Care and Suctioning 
SS=D 
CFR(s): 483.25{i)
F657
F695
9/7/19
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§ 483.25(i) Respiratory care, including tracheostomy care and tracheal suctioning. The facility must ensure that a resident who needs respiratory care, including tracheostomy care and tracheal suctioning, is provided such care, consistent with professional standards of practice, the comprehensive person-centered care plan, the residents' goals and preferences,
and 483.65 of this subpart.
This REQUIREMENT is not met as evidenced by:
j Based on observation, clinical record review,
staff interview, and facility document review, the
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Resident #19 is receiving oxygen therapy as ordered by the physician.

A review of Current residents in the center who have physician orders for oxygen therapy was completed to ensure the residents were receiving the oxygen as ordered.

Clinical staff will be educated by the Regional Director of Clinical Services/designee on following physician orders for oxygen therapy.

The Director of Nursing/designee will monitor residents requiring oxygen therapy 3x weekly to ensure they are receiving the oxygen therapy as per
	

	
	facility staff failed to
ensure that a resident who needed respiratory care received oxygen as ordered by physician for 1 of 37 residents in the survey sample, Resident # 19.

The findings included

The facility staff failed to ensure that Resident # 19 received 2 liters of oxygen via nasal cannula as ordered by the physician.

Resident # 19 was a 66-year-old-male that was originally admitted to the facility on 9/1/12, and had a readmission date of 7/3/19. Diagnoses Included but were not limited to, urinary tract infection, urinary retention, acute kidney failure, and central pain syndrome.

The clinical record for Resident # 19 was reviewed on 7/22/19 at 9:57 am. The most recent MDS (minimum data set) assessment was a quarterly assessment with an ARD (assessment reference date) of 4/16/19. Section C of the MOS assesses cognitive patterns. In Section C0500,
	
	

	
	
	
	physician order.

The results will be reported monthly to the Quality Assurance Committee for review and discussion. Once the Quality Assurance Committee determines the problem no longer exists, audits will be
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Continued From page 
53
the facility staff documented that Resident# 19 had a SIMS (brief interview for menta
l 
status) score of 15 out of 
15, 
which indicated that Resident# 19 was cognitively intact.
The current plan of care for Resident# 19 was reviewed and revised on 7/15/19. The facility staff documented a problem area for Resident # 19 as, "Risk  for respiratory distress r/t {related to) Resident# 19 was admitted to the hospitc:11 with one of his diagnoses being acute  hypoxic respiratory failure and MRSA (methicillin-resistant staphyloccus  aureus)  pneumonia  and  left  and right pleural effusion. Has oxygen ordered continuous but resident takes off at times. Se
l
f extubated h
i
mself in the hospital." Interventions included but were not limited to, "Administer medications as ordered. Monitor for any adverse reactions and notify the MD (medical doctor) as needed."
Resident 
# 
19 had orders that included but was not limited to, 
"02 
(oxygen) 
2 L 
(liters) vian nasa
l 
cannula continuous for SOB {shortness 
of 
breath)," which was init
i
ated by the physician on 
7/4/19.
On 
7/22/19 
at 9:37 am, the surveyor observed Resident # 19 in his room lying in bed. The surveyor observed that Resident # 19 was not wearing oxygen. The surveyor observed an oxygen concentrator In  Resident# 19 's room. The oxygen concentrator was located at the foot of Resident# 19's bed. The oxygen concentrator was on was set at 
2 
liters. 
The
 
nasal cannula was observed hanging over the concentrator by the surveyor.
On 
7/22/19 
at 
10:13 
am, the surveyor interviewed
F695
conducted on a random basis.
CAO/Director of Nursing 
will 
be
, 
responsib
l
e for implementation of the plan of correction.
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I Continued From page 54
LPN# 2 (licensed practical nurse). The surveyor and LPN # 2 went to Resident # 19's room and observed Resident # 19 lying in bed without oxygen and observed the nasal cannula hanging over the oxygen concentrator that was at the foot of Resident# 19's bed. The surveyor asked LPN # 2 if Resident# 19 should be wearing oxygen. LPN# 2 stated, "He does take his oxygen off  from time to time." The surveyor asked LPN# 2 If Resident# 19 would physically be able to remove his nasal cannula and place the nasal cannula on the oxygen concentrator himself. LPN # 2 stated, "No, there is no excuse for that."

The facility policy on "Oxygen Therapy• contained documentation that included but was not limited to, ..."Policy-Oxygen therapy is administered only as ordered by a physician or as an emerge measure per standing order. The physician's order will specify the rate of flow of oxygen.■  •  •

On 7/24/19 at 12:50 pm, the regional director of clinical services # 1, Regional director of clinical services # 2, chief executive officer, coorperate MOS nurse, director of professional services, director of nursing, and administrator were made aware of the findings as stated above. The surveyor asked the administrative team to provide any additional information if to clarify the Issues as stated above.

No further information regarding this issue was provided to the survey team prior to the exit conference on 7/24/19.
Dialysis
CFR(s): 483.25(1)

§483.25(1) Dialysis.
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I 
Continued From page 
55
The facility must ensure that residents who require dialysis receive such services, consistent with professional standards of practice, the comprehensive person-centered care plan, and the residents' goals and preferences.
This REQUIREMENT is not met as evidenced by:
Based on staff interview, clinical record review, and facility document review, the facility staff failed to ensure that residents who required dialysis 
receive 
such services through the coordination of care with the contracting dialysis facility in regards to ongoing communication 
and 
timely administration of medications for 2 of 37 residents (Residents #111 and 
#83).
The findings included:
1. For Resident #111, the facility and dialysis center used a communication record for ongoing communication. However, these communication forms 
were 
not consistently completed by the contracting dialysis facility and the facility failed to ensure timely medication administration in regards to two medications not consistently being administered when the Resident returned to the facility from
 
dialysis.
The clinical record review revealed that Resident #111 had been admitted to the facility 10/02/18
. 
Diagnoses included, but were not limited to, end stage renal disease, diabetes, hypertension, and schizophrenia.
Section C (cognitive patterns) of the Residents quarterly MDS (minimum data set) assessment with an ARD (assessment reference date) of 05/23/19 included a BIMS (brief interview
 
for
mental status) summary score of 11 out of
 
a
F698
F698
No action taken during the survey due to timeframe had already passed. However, moving forward Resident #111 dialysis communication is being
 
completed.
Resident #111 and #83
 
medications times were changed per provider order to ensure 
med
i
cations 
were not missed due to the resident being out to
 
dialysis.
A 30 day look back was conducted for Current residents in the center who receive dialys
i
s services to ensure the dialysis communication form was completed and medications 
times 
did not conflict with the resident being out of the center for dialysis.
Licensed nurses will be educated by the Regional Director of Clinical Services/designee on the completion of the dialysis communication form to ensure coordinator of care with the contracting dia
l
ysis facility. ln addition, education will include ensuring res
l
dent
ri 
s medication times do not interfere with their dialysis times. When this occurs licensed nurses will notify the physician or time changes on medications
 
affected.
The Director 
of 
Nursing/designee will
)DEPARTMENT OF HEALTH ANO HUMAN SERVICES CENTERS FOR MEDICARE & MEDIC_AID SERVICES
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Continued From page 56
possible 15 points. Section O (special treatments, procedures, programs) was coded to indicate the Resident received dialysis.

The resident's comprehensive care plan included the goals will not have any adverse effects from dialysis. Approaches included, but were not limited to, communication with dialysis on dialysis days and as needed.

ID	I	PROVIDER'S PLAN OF CORRECTION
PREFIX	(EACH CORRECTIVE ACTION SHOULD BE
TAG	CROss-REFERENCEDTO THE APPROPRIATE
 (
I
)I	DEFICIENCY)	I

F698
monitor dialysis forms 3x weekly to ensure they are completed to ensure coordination of care with the contracting dialysis facility. In addition, medications administration records for dialysis residents will be reviewed 3x weekly to ensure medications are administered as ordered.

(XS) COMPLETION DATE



The resident's clinlcal record included physician's orders for the medications hydralazine 50 mg three times daily for hypertension and furosemide 80 mg twice daily at 6:00 a.m. and 2:00 p.m. for fluid retention.

On 07/22/19 at 9:13 a.m., the surveyor asked the facility for the communication forms for this
,		resident, LPN (licensed practical nurse) #3 provided the surveyor with forms dated 06/13/19-07/16/19. When reviewing these forms
with LPN #3 it was noted that only the form dated 07/04/19 had been completed by the dialysls center. The dialysis center had documented the resident's pre and post weights and vital signs.
After reviewing these forms with the surveyor, LPN #3 verbalized to the surveyor that sometimes the dialysis center did not fill out the forms.

During the entrance conference, the team leader requested policies regarding dialysis services.
The facility provided the contracts to the survey team. This contract read in part, "...Written Protocol...Facility will provide for the interchange of Information useful or necessary for the care of the Designated Resident..."

A review of the resident's 07/2019 MARs
FORM CMS-2567(02-99) Previous Versions Obsolete	Event IO:C30H11

The results will be reported monthly to the Quality Assurance Committee for review and discussion. Once the Quality Assurance Committee determines the problem no longer exists, audits will be conducted on a random basis.

 (
I
)CAO/Director of Nursing will be responsible for implementation of the plan of correction.
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	l Continued From page 57
(medication administration records) on 07/24/19 revealed that the facility nursing staff had circled the medications furosemide and hydralazlne on 07/02, 07/09, 07/11, 07/13, 07/16, 07/18, 07/20,
and 07/23 at 2:00 p.m.

During an interview with RN (registered nurse) #1 on 07/24/19 at 10:29 a.m., RN #1 verbalized to the surveyor that Resident #111 typically got back from dialysis between the hours of 2--4 p.m. and if he wasn't back prior to her leaving he would not receive his 2:00 p.m. medications.

The administrative staff to Include, 2 regional directors of clinical services, chief executive officer, administrator, director of nursing, director of professional services, and corporate director of MDS's were notified of the issue regarding the resident's missing information regarding communication with the dialysis center on 07/22/19 at 3:20 p.m.

The Issue regarding the resident's 2:00 p.m. medications were reviewed with the director of professional services, 2 regional directors of clinical services, regional director of MDS's, administrator, director of nursing, and chief executive officer on 07/24/19 at 11:30 a.m.

Prior to the exit conference the facility provided the surveyor with a copy of a physicians telephone order that read, "Change afternoon dose Lasix 80mg to 3pm and hydralazine 50 mg 2pm to 3pm on dialysis days."

No further information regarding these issues were provided to the survey team prior to the exit conference on 07/24/19.
2. Facility staff members failed to ensure
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Continued From page 58
Resident #83's medications were scheduled in a manner that would not result in missed doses due to the resident being out of the facility for dialysis treatments.

Resident #83 was admitted on 3/8/19. Resident #83's diagnoses Included, but were not limited to: anemia, heart failure, hypertension, hyperlipidemla, and diabetes mellltus. Resident #83's 5/3/19 minimum data set (MOS) assessment indicated the resident was able to express ideas and wants, had clear speech, and was oriented to year/month/day. On 7/21/19 at approximately 11:45 a.m., Resident #83 reported he received dialysis during the afternoon three times a week, on Tuesdays, Thursdays, and Saturdays. Resident #83 reported he usually leaves the facility around noon to go to the dialysis facility on his scheduled dialysis days.

Review of Resident #83's July 2019 medication administration records (MARs) indicated medication doses of cardizem and/or hydralazine were not administered on 7/2/19, 7/13/19, 7/18/19, 7/20/19, and 7/23/19 due to the resident being at dialysis.

During an interview on 7/23/19 at 2:36 p.m., LPN (licensed practical nurse) #11 was asked tf the possibility of changing medication times due to the residents's dialysis treatments had been discussed; LPN #11 stated she didn't think it has been addressed but reported she will check with the physician.
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A copy of the following physician order was provided to the surveyor on 7/23/19 at 2:55 p.m.: "7/23/19 Give hydralazine 25 mg one (by mouth three times a day) and Cardizem 30 mg (by
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Continued From page 59
mouth) dally (three times a day) for hypertension - give medications at 6AM, 12PM before dialysis, and 7PM".

The following information was found in a facility document titted "Routine Hours for Medication Administration Policy" (dated 12/26/2017): "Medications are to be administered within sixty
(60) minutes of the scheduled time except before and after meal orders, which are administered precisely as ordered. Unless otherwise specified by the physician, routine medications are administered according to the established medication administration schedule for the facility."

On 7/24/19 at 11:30 a.m., the failure of the facility staff to schedule Resident 83's medications to ensure medications are administered before and/or after dialysis treatments (instead of the medications not being administered)was discussed for a final time during a survey team meeting with the facility's Regional Director of Clinical (RDCS), Corporate Clinical Registered Nurse, Corporate MOS (minimum data set) employee, Director of Professional Services (DPS), and Administrator.
Free from Unnec Psychotropic Meds/PRN Use CFR(s): 483.45(c){3)(e)(1)-(5}

§483.45(e) Psychotropic Drugs.
§483.45(c)(3) A psychotropic drug ls any drug that affects brain activities associated with mental processes  and behavior.  These drugs include, but are not limited to, drugs in the following categories:
(i) Anti-psychotic;
(ii) Anti-depressant;
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F 758 Continued From page 60 (ill) Anti-anxiety; and
(iv) Hypnotic

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

§483.45(e)(1) Residents who have not used psychotropic drugs are not given these drugs unless the medication is necessary to treat a specific condition as diagnosed and documented in the clinical record;

F758


§483.45(e)(2) Residents who use psychotropic
drugs receive gradual dose reductions, and behavioral interventions, unless clinically
contraindicated, in an effort to discontinue these	I
drugs:
'
§483.45(e)(3) Residents do not receive psychotropic drugs pursuant to a PRN order unless that medication is necessary to treat a diagnosed specific condition that is documented in the clinical record; and

§483.45(e)(4) PRN orders for psychotropic drugs	-
are limited to 14 days. Except as provided in
§483.45(e)(5), if the attending physician or prescribing practitioner believes that it is appropriate for the PRN order to be extended beyond 14 days, he or she should document their
1 rationale in the resident's medical record and indicate the duration for the PRN order.

§483.45(e)(5) PRN orders for anti-psychotic drugs are limited to 14 days and cannot be renewed unless the attending physician or prescribing practitioner evaluates the resident for
the appropriateness of that medication.
I	I
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Resident #126 behavioral monitoring sheet has listed specific targeted behaviors for the use of the ordered Ativan.

A review of Current residents on psychotropic medications was completed to ensure each resident has specific target behaviors listed on the behavioral monitoring form.

Licensed nurses will be educated by the Regional Director of Nursing/designee on ensuring residents on psychotropic medications have specific targeted behaviors listed for monitoring usage of the medications.

The Director of Nursing/designee will monitor new orders for psychotropic medications during clinical meeting Sx weekly to ensure the behavioral monitoring form has listed specific targeted behaviors to be monitored.

The results will be reported monthly to the Quality Assurance Committee for review and discussion. Once the Quality Assurance Committee determines the problem no longer exists, audits will be conducted on a random basis.

CAO/Director of Nursing will be responsible for implementation of the plan of correction.
	

	F 758 Continued From page 61
This REQUIREMENT is not met as evidenced by:
Based on staff interview and clinical record review, the facility staff failed to ensure that use of psychotropic drugs are not given unless the medication is necessary for 1 of 22 residents (Resident #126).

The findings included:

The facility staff failed to ensure that Resident #126 was free from receiving an unnecessary psychotropic medication, Ativan, was being given to the resident for anxiety.
I
Resident #126 was admitted to the facility on
3/1/12 with the following diagnoses of, but not limited to anemia, urinary tract infection, dementia, anxiety disorder and depression. On the quarterly MOS (Minimum Data Set) with an ARD (Assessment Reference Date) of 5/28/19. The resident was coded as requiring extensive assistance of 1 staff member for dressing and being totally dependent on 1 staff member for bathing.

During the clinical record review on 7/23 and 7/24/19, the surveyor noted that the resident was being given Ativan 1 mg (milligram} at bedtime for
1 anxiety. The resident's MAR {medication administration record) for May, June and July
2019 was also reviewed. The resident had been administrated Ativan 1 mg at bedtime for anxiety for this time period.

The surveyor reviewed the behavioral monitoring sheets for May, June and July 2019. There was no evidence of a specific targeted behavior that
I facility staff had been monitoring for except for
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Continued From page 62 "Anxiety·
.
The surveyor notified the administrative team of the above documented findings on 7/24/19 at approximately 11:00 am in the conference room.
At approximately 1
:20 
pm, the surveyor met with the DON (director of nursing) and the corporate MOS nurse. The surveyor asked the DON to review these behavior monitoring sheets and show the surveyor the targeted behaviors that are specific to this one resident. The DON stated, "We monitor for anxiety.• The surveyor asked the DON how did the resident act or signs the staff can say the resident exhibited when she was having anxiety. The DON stated, "We don't have them listed except for monitoring
 
anxiety."
No further information was provided to the surveyor prior to the exit conference on 7/24/19. Lab Srvcs Physician Order/Notify of Results CFR(s): 483.50(a){2)(i){ii)
§483.50(a}(2) The facility must-
Provide or obtain laboratory services only
 
when ordered by a physician; physician assistant; nurse practitioner or clinical nurse specialist in accordance with State law, including scope of practice
 
laws.
Promptly notify the ordering
 
physician,
r
r
F
 
758
F
 
773
9/7/19
physician assistant, nurse practitioner, or clinical
nurse specialist of laboratory results that fall outside of clinical reference ranges in accordance with facility poncies and procedures for notification of a practitioner or per the ordering physician's orders.
This REQUIREMENT is not met as evidenced by
:
)CENTERS_fOR MEDICARf  & MEDICAID SERVICES	0MB NO. 0938-0391
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Continued From page 63
Based on staff Interview and clinical record review, the facility staff failed to promptly notify the ordering physician of laboratory results that fall outside of the clinical range for 1 of 22 residents in the survey sample {Resident #126).

The findings included:

The facility staff failed to promptly notify the ordering physician of the urine C&S (culture and sensitivity) results that fell outside of the clinical range for Resident #126.

Resident #126 was admitted to the facility on 3/1/12 wilh the following diagnoses of, but not limited to anemia, urinary tract infection, dementia, anxiety disorder and depression. On the quarterly MOS (Minimum Data Set) with an ARD {Assessment Reference Date) of 5/28/19. The resident was coded as requiring extensive assistance of 1 staff member for dressing and being totally dependent on 1 staff member for bathing.

During the clinical record review, the surveyor noted the physician had ordered a urine C&S on 4/23/19 for Resident #126 . In this review, the surveyor noted that the facility staff obtained the Resident's urine for this laboratory test on 4/23/19 at 4:15 am. The date and time in which the contracting laboratory documented as the final report being completed was 4/26/19 at 8:03 am.

On 7/23/19 at 1:30 pm, the surveyor asked LPN (licensed practical nurse) #1 when these lab results were received by the facility. LPN #1 stated, "I really don't know. The C&S was
completed on 4/26/19." The surveyor asked LPN #1 what the process was for the staff notifying the
	
F773
	

F773

No action taken during survey due to the timeframe had already passed. Provider was made aware of the late notification of the Urine C & Son 5/1/19 for Resident #126. New orders for antibiotic therapy.

A 30 day look back was conducted for current residents in the center to ensure ordered labs was completed with timely
notification to the provider.

Nursing Leadership/licensed nurses will be educated by the Regional Director of Clinical Services/designee on implementation of a lab tracking log to ensure labs are received back into the center and abnormal results reported timely to the physician.

The Unit Managers/designee will monitor the lab tracking log 5x weekly during clinical meeting to ensure labs are received back into the center and reported timely to the physician.


The results will be reported monthly to the Quality Assurance Committee for review and discussion. Once the Quality Assurance Committee determines the problem no longer exists, audits will be conducted on a random basis.

CAO/Director of Nursing will be responsible for Implementation of the plan of correction.
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Continued From page 64
physician of lab results that fell outside of the normal range.• The surveyor asked if she could show me documentation of when the facility received these results  and then  when the physician had been notified. LPN  #1  stated, "I can't tell when we received these results. But the
doctor has ordered an antibiotic on 5/1/19. So I would guess it was that day that we notified the doctor." The surveyor asked her why the doctor had not been notified before 5/1/19 since some of the lab results on this C&S were outside the normal range for the laboratory. LPN #1 replied, "This could had been sent to another floor and we didn't get It over here until 5/1."

F773 reads in part• ... §483.50(a)(2) The facility must- ...
(ii) Promptly notify the ordering physician, physician assistant, nurse practitioner, or clinical nurse specialist of laboratory results that fall outside of clinical reference ranges ..."

The surveyor notified the administrative team of the above documented findings on 7/24/19 at 11 am in the conference room.

At 1:30 pm, the corporate nurse #1 stated, "I have asked staff why the doctor had not been notified of the results. They stated that the facility probably the results went to another floor and did not research which unit the resident was on."
The surveyor asked corporate nurse #1 if there was a check and balance process to make sure that the laboratory tests that were ordered and obtained get back to the facility and the physician is notified in a promptly manner if the results were outside of the clinical reference range. Corporate nurse #1 stated, "There was no process in place at that time."
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F 7731   Continued From page 65

No further information was provided to the
1 surveyor prior to the exit conference on 7/24/19.
F 802 Sufficient Dietary Support Personnel
SS=FI  CFR(s): 483.60(a}(3)(b)
§483.60(a) Staffing
The facility must employ sufficient staff with the appropriate competencies and skills sets to carry out the functions of the food and nutrition service, taking into consideration resident assessments, individual plans of care and the number, acuity and diagnoses of the facility's resident population in accordance with the facility assessment required at §483.70(e).

§483.60(a)(3) Support staff.
The facility must provide sufficient support personnel to safely and effectively carry out the functions of the food and nutrition service.

§483.S0(b } A member of the Food and Nutrition Services staff must participate on the interdisciplinary team as required in§ 483.21(b) (2)(il).
This REQUIREMENT is not met as evidenced by:
Based on staff interview and facility document review, the facility staff failed to have sufficient support personnel to safely and effectively carry out the functions of the food and nutrition service in the facility.

The findings included:

The facility staff failed to have sufficient staff to safetly and effectively carry out the functions of the food and nutrition service by not reporting to
	
F 773



F 802
	




























F802

The freezer temps are now within the expected range.

Echo lab fixed the dishwasher by hooking the sanitizer thru the dishwasher's rinse cycle so the dishwasher functions as a low temp dishwasher to sanitize.

A new Pest Control company was brought
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F 802 Continued From page 66
management the freezer temperatures that were outside of the safety range, the continued observations made by staff regarding cockroaches in the kitchen and the temperature of the dishwasher not rising to 180 degrees (F) (Fahrenheit) while the machine was rinsing.

On 7/21/19 at 11:00 am, the surveyor observed the walk in temperature on the outside of the

F 802



into the center. A treatment to the entire building was completed along with fogging x2 for the kitchen on two separate days. The company is currenHy coming into the center weekly for treatment and looking at the pest control logs for areas that might require additional attention.

Current residents in the center have he

freezer being 22 degrees (F). The inside of the freezer the thermometer read -10 degrees (F). The surveyor requested and received the freezer log temperatures for the month of July 2019.
 (
I
)There were 5 days that the freezer temperatures ranged from 21 degrees (F) to 27 degrees (F). The food service director stated to the surveyor that Mthe kitchen staff was instructed to take the freezer temperatures from the inside
1 thermometer of the freezer and not to use the outside temperature because that one is broken.• The surveyor then asked the food service director if the kitchen staff reported the temperatures that they documented on the log that was outside of the acceptable range for the freezer. She replied, "No, they did not and I didn't realize that they were doing this. There is a new freezer ordered but I don't know the delivery date."

At 12:30 pm, the surveyor Interviewed dietary aide #1 and asked if they were responsible for
obtaining freezer temperatures for a day, what
I •	action would they take if the freezer temperature were outside of the acceptable range
temperature. Dietary  aide stated, "If they were too high, right now I wouldn't do anything because they have told us that we were getting a new freezer. I know whenever we have told someone in the past about something that was wrong in the kitchen they would tell us they don't have the

I	potential to be affected.
Dietary staff will educate by the Regional Director of Clinical Services/deslgnee on the management of the freezer temps and dishwasher  temps and to notify the Dietary Manager immediately when temps fall outside the expected range. In addition, education included reporting areas where roaches are sited and recording areas where roaches are seem in the pest control Jog.

The Dietary Manager/designee will monitor freezer temps, dishwasher temps and the pest control log Sx weekly to ensure compliance with temps and pest control in the kitchen. Any discrepancies with the freezer or the dishwasher temps will be reported immediately to the CAO (Chief Administrative Officer).

The results will be reported monthly to the Quality Assurance Committee for review and discussion. Once the Quality Assurance Committee determines the problem no longer exists, audits will be conducted on a random basis.

CAO/Dietary Manager will be responsible
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	F 802   Continued From page 67	F 802 money to get a new one." The surveyor also
asked dietary aide #1 if they were running the
dishwasher for the day what temperature should the dishwasher get up to during the rinse cycle for the plates, pans, etc. to be sanitized proper1y.
The aide stated, "It's supposed to be 180 degrees but sometimes it doesn't. I just keep working
j trying to get my job done." The surveyor asked if
this was reported to management. He replied, "I didn't. The only answer we get is we don't have the money. Sometimes it takes them 2 days longer before we are get our pay checks.•

The surveyor interviewed dietary aide #2 and asked the same above documented findings. Dietary aide #2 stated, ft
The surveyor notified the food services director of the above documented findings at 1 pm. She stated, "If they don't report things to me, I don't know about it. We are going to have to give them an in service on the expectations of reporting things to me if they are not working right."

At 4:30 pm, the CEO (chief executive officer) was notified by the surveyor of the above documented
I findings. The CEO stated, "We will get right on this."

On 7/22/19 at 9 am, regional clinical nurse #1  came to the surveyor and stated, "We  in serviced all the kitchen staff that was working last night on when to report temperatures of the freezer immediately to the food  service  director  as soon as it is noted that the freezer temperatures are higher than O degrees or  if there  are any problems with items not working properly. We
	
	

	will in service the rest of the staff as they come to
work."
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No further information was provided to the surveyor prior to the exit conference on 7/24/19.
Menus Meet Resident Nds/Prep
 
In
 
Adv/Followed
F 
803 CFR(s):
 
483.60(c){1)-(7)
§483.60{c) Menus and nutritional adequacy. Menus must
§483.60{c)(1) Meet 
the 
nutritional needs of residents in accordance with established national guidelines.;
§483.60(c)(2) Be prepared in advance;
§483.60(c)(3) Be followed;
§483.60(c)(4) Reflect, based 
on 
a facility's reasonable efforts, the religious, cultural and ethnic needs of the resident population, as well as input received from residents and
 
resident
groups;
§483.60(c)(5} Be updated periodically:
§483.60(c)(6) Be reviewed by the facility's dietitian or other clinically qualified nutrition professional for nutritional adequacy; and
§483.60(c)(7} Nothing in this paragraph should be construed to limit the resident's right to make personal dietary choices.
This REQUIREMENT is not met as evidenced by:
Based on observation, Resident interview, staff
F803
Resident 
#111 
is currently receiving milk on his breakfast tray.
9/7/19
interview, and clinical record review, the facility staff failed to ensure the Residents individual menu was followed, the Resident did not receive milk with his breakfast tray, for 1 of 37 residents,
)DEPARTMENT OF HEALTH AND HUMAN SERVICES CENTERS£OR MEDICARE & MEOICA1D SERVICES

FORM APPROVED
9MB  NO. 0938-0391
 (
PRINTED: 09/19/2019
)






















































FORM CMS-2567(02-99) Previous Version, Obsolete	Event ID:C30H11	Facility ID  VA0039	If continuation sheet Page 69 of 107

 (
STATEMENT OF DEFICIENCIES
ANO PLAN 
OF CORRECTION
(X
1) 
PROVIDER/SUPPLIER/CUA IDENTIFICATION NUMSER:
495281
{X2
) 
MULTIPLE CONSTRUCTION
A
.
   
 
BUILDIN
G
 
 
8
.              
WIN
_
G
 
_   _   _   
_   _   
_   _   _   _
 
_
(X3) 
DATE SURVEY COMPLETED
C
07/24/2019
NAME 
OF 
PROVIDER OR SUPPLIER
BLUE RIDGE REHAB CENTER
STREET ADORES$
, 
CITY
, 
STATE, 
ZIP 
CODE
300 
BLUE RIDGE 
STREET
MARTINSVILLE, VA 24112
(X4)1D 
PREFIX 
TAG
SUMMARY STATEMENT 
Of 
DEFICIENCIES (EACH
 
DEFICIENCY
 
MUST
 
BE
 
PRECEDED
 
BY
 
FULL 
REGULATORY OR LSC IDENTIFYING
 
INFORMATIO
)
N
ID 
PREAX TAG
PROVIDER'S 
PLAN 
OF 
CORRECTION (EACH
 
CORRECTIVE
 
ACTION
 
SHOULD
 
BE
C
ROSS
-
REFERENCED 
TO THE APPROPRIATE 
DEFICIENCY)
CJ(5) 
COMPLETION 
DATE
F 
803
I 
Continued From page 69 Resident 
#111.
The findings included:
The facility staff failed to provide the res
i
dent with milk for breakfast on 
07/23/19. 
The resident had rice krispies for breakfast. The clinical record included an order for milk at breakfast.
The clinical record review revealed that Resident #111 had been admitted to the facility 
10/02/18. 
Diagnoses included, but were not limited to, end stage renal disease, diabetes, hypertension, and schizophrenia.
Section C (cognitive patterns) of the Res
i
dents quarterly MOS (minimum data set} assessment with an ARD (assessment reference date) of 
05/23/19 
included a BIMS (brief interview for mental status) summary score of 11 out of a possible 
15 
points. Section O (special treatments, procedures, programs) was coded to indicate the Resident received dialysis.
The resident's comprehensive care plan included the goals will not have any adverse effects from dialysis. Approaches included, but were not limited to, communication with dialysis on dialysis days and as needed and maintain recommended dietary and fluids restrictions if ordered.
The resident's current physician orders included the diet order 1 milk at breakfast only
.
On 
07/22/19 
at 
8:33 
a.m., the surveyor observed Resident #111 at the breakfast meal. Resident 
#111
's food 
tray 
included, but was not limited to, coffee, orange juice, water, and rice krispies. The Resident did not have any milk on his food tray.
F 
803
A review of current residents in the center was conducted to ensure residents individual menu was being followed.
Licensed staff will be educated by the Regional Director of Clinical Services/designee on the process for transcribing and communicating to the dietary department, physician orders that include new dietary orders.
The Director of Nursing/designee will 5x weekly during clinical meeting review new dietary orders to ensure the communication slip was send to the dietary department
The results will be reported monthly to the Quality Assurance Committee for review and discussion. Once the Quality Assurance Committee determines the problem no longer exists, audits will 
be 
conducted on a random basis.
CAO/Director of Nursing will be responsible for implementation of the plan of correction.
)DEPARTMENT OF HEALTH ANO HUMAN SERVICES CENTERS FOR MEDICA RE & MEDICAID SERVICES

FORM APPROVED 0MB NO. 0938-0391
 (
PRINTED: 09/19/2019
)






















































FORM CMS-2567(02·99) Previous Versions Obsolete	Event ID C30Htt	Facmty to: VA0039	If continuation sheet Page 70 of 107

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

FORM APPROVED
0MB NO. 0938-0391

STATEMENT OF DEFICIENICES ANO PLAN OF CORRECTION



NAME OF PROVIDER OR SUPPLIER

BLUE RIDGE REHAB CENTER

(X1) PROVIDER/SUPPLIER/CLIA IOENTIRCATION NUMBER:


495281

(X2) MULTIPLE CONSTRUCTION
A. BUILDING  	

B.    WIN_G  _   _   _   _   _   _   _   _   _

STREET ADDRESS, CITY, STATE, ZIP CODE 300 BLUE RIDGE STREET MARTINSVILLE, VA 24112

(X3) DATE SURVEY COMPLETED

C
07/24/2019

(X4)1D PREFIX TAG

SUMMARY STATEMENT OF DEFICIENCIES (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY OR LSC IDENTIFY4NG INFORMATION)

JO PREFIX TAG

PROVIDER'S PLAN OF CORRECTION (EACH CORRECTIVE ACTION SHOULD BE
CROSs-REFERENCEO TO THE APPROPRIATE DEFICIENCY)

(X5)  COMPLETION CATE



F 803 Continued From page 70
Resident #111 verbalized to the surveyor that he would have eaten his cereal if he had milk to put on his cereal. The Residents diet card that accompanied the Residents food tray revealed that Resident # 111 should have been served 8 ounces of skim milk at breakfast.

On 07/23/19 at 7:20 a.m., LPN (licensed practical nurse) #1 verbalized to the surveyor that Resident #111 did get milk on 07/22/19 but it was after breakfast.

On 07/22/19 at 3:20 p.m., during a meeting with the regional directors of clinica I services ( staff #1 and #2), chief executive officer, administrator, director of nursing, director of professional services, and the corporate director of MDS's these staff were notified of the issue regarding Resident #111 not receiving his milk for breakfast. The administrator verbalized to the survey team that they dld have one crate of outdated milk but they should have had milk to serve.

F 803






F 812 SS=F

No further infonnation regarding this issue was provided to the survey team prior to the exit conference.
Food Procurement.Store/Prepare/Serve-Sanitary CFR(s): 483.60(1)(1 )(2)

§483.60(1) Food safety requirements. The facility must -

1 §483.60(i)(1)- Procure food from sources
I approved or considered satisfactory by federal, state or local authorities.
(i) This may include food items obtained directly from local producers, subject to applicable State and local laws or regulations.




F 812




917/19


FORM CMS-2567(02·99) Previous Versions Obsolele	Event ID:C30H11	Facility 10 ; VA0039	If continuaUon sheet Page 71 of 107

 (
STATEMENT OF DEFICIENCIES 
ANO 
PlAN 
OF CORRECTION
(X1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER
:
495281
(X2) MULTf>I..E CONSTRUCTION
BUILDING
 
 
WING
 
 
(X3) DATE SURVEY 
COMPLETED
C
07/24/2019
NAME OF PROVIDER OR SUPPLIER
BLUE RIDGE REHAB CENTER
STREET ADDRESS. CITY. STATE, ZIP CODE
300 BLUE RIDGE STREET
MARTINSVILLE, VA 24112
(X4) ID 
PREFIX 
TAG
SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST SE PRECEDED BY FULL 
REGULATORY OR LSC IDENTIFYING INFORMATION)
10
PREFIX 
TAG
PROVIDER'S PLAN OF CORRECTION (EACH
 
CORRECTIVE
 
ACTION
 
SHOULD
 
BE
CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)
IX5)  
COMPLETION 
DATE
F 
812
I 
Continued From page 
71
This provision does not prohibit or prevent faci
li
ties from using produce grown in facility gardens, subject to compliance with applicable safe growing and food-handling
 
practices.
This provision does not preclude residents from consuming foods not procured by the
 
facility.
§483
.
60(i)(2) - Store, prepare, distribute and serve food in accordance with professional standards for food service safety.
This REQUIREMENT is not met as evidenced by:
Based on observation and staff interviews , the
facility staff failed to store, prepare, distribute and serve food by maintain the facility's kitchen and equipment in a sanitary manner and failed to store food properly in the walk in
 
refrigerator.
The facility staff also failed to keep the refrigerator in the pantry on 1 of 3 units free of food and liquid debris. (Unit 
1 
South)
The findings included
:
1.
The fac
ili
ty staff failed to maintain the kitchen and equipment In a sanitary manner
 
as
evidenced by a mop bucket noted with black old dirty water 
i
n the storage room, pans nesting after they had been washed and cannot a
i
r dry appropriately, and Cafe food in wa
t
k in
refrigerator was noted to have dates but these foods had expired and was not discarded appropriately.
On 7/21/19 at 11:30 am, the surveyor was accompanied by the 
food 
services director went into the walk in refrigerator.  In the refrigerator, the surveyor observed a cart of food sitting 
on 
a rolling cart 
i
n 
the back. The food that were on the cart had the following documented on
 
them:
F
 
812
F812
The mop bucket with dirty water was immediately removed from the kitchen.
The outdated food for the Cafe cart in the walk in refrigerator was immediately discarded.
The wet pans were rewashed and stored to air dry and not nested together.
The resident refrigerator in the pantry on 1 south was cleaned. Temperature of the refrigerator is now within normal range. A thermometer was placed in the freezer section of the refrigerator
.
Current residents in the center have the potential to be affected
.
The Dietary staff 
wi
N 
be educated on maintaining the facility's kitchen and equipment in a sanitary manner, discarding of outdated food and ensuring the refrigerators in the pantry on the
 
units
are kept clean.  In addition, education
 
will
)CENTERS FOR MEDICARE & MEDICAID SERVICES	0MB  NO. 0938-0391
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Cheese with a date of 7/20 Lettuce with a date of 7/20 Rice with a date of 7/18 Bacon with a date of 7/20
Tomatoes and green peppers were dark brown in color wrapped up
 
in clear plastic wrap with no dates on
 
them
The surveyor asked the food services director what these foods were used for. She stated, "This is the food that we serve our employees in the Cafe. The aide that works in there only works Monday thru Thursday
. 
She should discard any food that she has used in the Cafe on Thursday so it doesn't sit in here over the weekend and goes beyond the date she has on it.•
At 11:35 
, 
the surveyor observed at the 3-sink compartment there was a shelving unit with
 
pans on the shelves. There were 18 pans on the 2nd shelf and they were nested in each other where the pans could not be properly air-dried. The food services director stated, 
·1 
thought those pans
 
were
 
not
 
drying
 
properly,
 
they
 
have to
 
have space between them to air
 
dry
.
N
AT 
11:40 
am, the surveyor observed another shelving room outside of the dish room on the right hand 
side
. 
It 
was noted that when the surveyor picked up 4 pans on the 2nd shelf, the pans were still wet and they were nested inside with each other. The food services director slated, "I will get the aide to rewash these and dry appropriately.-
At 11:50 am, the surveyor observed a mop bucket in the kitchen storage room that had water in it
.
The water was noted to be old black water in
appearance. The food services director stated, 
"
I don't know how long that has been in here but I
F
 
812
also include ensuring temperatures of the refrigerators and freezers are within normal range.
The Dietary Manager/designee will monitor the sanitation of the kitchen including discarding outdated foods, and ensuring temps of the refrigerators/freezers are within normal range 5x weekly.
The results will be reported monthly to the Quality Assurance Committee for review and discussion
. 
Once the Quality Assurance Committee determines the problem no longer exists
, 
audits will be conducted on a random basis.
CAO/Dietary Manager will be responsible for 
i
mplementation of the plan of correction.
)CEl\lTERS FOR MEDICARE & MEDICAID SERVICES	0MB NO. 0938-0391
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I Continued From page 73
will get this emptied and the mop bucket cleaned."

The surveyor requested the facility's policy on the above documented findings. The food services director stated she would get these and bring them to the conference room.

On 7/23/19 at 2 pm, the surveyor informed the director of professional services of the above request of the facility's policy on 7/21/19. The surveyor did not receive the requested policies.

At 3:30 pm, the surveyor notified the administrative team of the above documented findings.

No further Information was provided to the surveyor prior to the exit conference on 7/24/19.
2. The Resident refrigerator in the pantry on 1 south was observed to have a dried brown substance in the bottom of the refrigerator. The top shelf of the refrigerator was wet and sticky with an unknown substance. Both thermometers in the refrigerator read 50 degrees. There was no thermometer in the freezer.

On 07/21/19 at 3:20 p.m., the surveyor checked the Resident refrigerator in the pantry on 1 south. This refrigerator contained 2 thermometers. Both of these thermometers read 50 degrees. LPN (licensed practical nurse) #2 verified these temperatures. The surveyor observed a brown stain on the bottom shelf of the refrigerator the top shelf was observed to be wet and sticky with an unknown substance. The freezer did not contain a thermometer and included 1 container of single serve Ice cream and a Styrofoam cup with a lid and straw. LPN #1 stated housekeeping
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74
was supposed to clean the refrigerator but she could clean up the
 
spills.
On 07/22/19 at 3:20 p
.
m., during 
a 
meeting with the regional directors of 
ell
nical services ( staff #1 and 
#2), 
chief executive officer, administrator, director of nursing, director of professional services, and the corporate director of MDS's these staff 
were 
notified of the issues in the Residents refrigerator in the pantry on 1 south.
No further information regarding this issue was provided to the survey team prior to the exit
conference.
F
 
812
I
F
 
814
F814
Area outside the kitchen's dish room was immediately cleaned as well as the dark water with the foul odor standing at the loading dock which was coming from the backed up drain in the kitchen (which was repaired).
Current residents in the center have the potential to be affected .
917/19
F 814 
1
 
Dispose Garbage and Refuse Properly SS=D CFR(s): 483.60(i)(4)
§483.60(i)(4)- Dispose of garbage and refuse properly.
This REQUIREMENT is not met as evidenced by:
Based on observation and staff interview, the facility staff failed to ensure that garbage and refuse was dispose of properly for
 
the
the area outside of the facility kitchen's dish room and was 
free
 
of debris and foul odors.
The findings included:
The facility staff failed to ensure the area outside of the kitchen's dish room was free of debris and foul odors and failed to ensure sanitary conditions as to prevent the harborage and feeding of pests.
The surveyor went into the kitchen to inspect it on 7/21/19 at 
11:00 
am. 
The surveyor observed dark colored water that had a foul odor standing outside of the kitchen's dish room on the floor,
The Dietary staff wiU be educated by the Regional Director of Clinical Services/designee on ensuring the outside 
area 
of the loading dock is kept clean with debris picked up and
 
discarded
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F 8141 Continued From page 75
which is part of the loading dock.  There were also clear plastic wrappers from food and cigarette butts noted in this area. The food service director was with surveyor when this observation was made. The food service director stated, "I didn't know that the water was like this out here." The surveyor asked if the plastic wrappers from food, cigarettes butts and water that was dark in color with a notable foul odor supposed to be out here like we had observed.
The director stated, •No, this should be clean at all times. This is the door we use If we have to go out to the refrigerated truck to bring food back
into the kitchen." The swveyor then asked who is responsible to keep this area clean and she stated, "I would think its housekeeping." The surveyor requested a copy of the facility's policy about keeping all areas of the kitchen including the loading dock clean from debris and in sanitary condition.

The CEO (Cheif Execuative Officer) went back into the kitchen so that the surveyor could show him what issues/concerns this surveyor had during the initial tour at 11:00 am. The CEO was shown the issues/concerns as documented above. The CEO stated, "We will get these issues corrected."

F 814



of properly. In addition, the drain in the dish room must be functional at all times and if problems occur they must be reported immediately to the CAO (Chief Administrative Officer).

The Dietary Manager/designee will monitor the area outside of the dish room at the loading dock to ensure it Is kept clean and debris discarded. In addition, the Dietary Manager will monitor the drain in the dish room to ensure it is functional Sx weekly.

The results will be reported monthly to the Quality Assurance Committee for review and discussion. Once the Quality Assurance Committee determines the problem no longer exists, audits will be conducted on a random basis.

CAO/Dietary Manager will be responsible for implementation of the plan of correction.



On 7/22/19 at approximately 9:30 am, the regional maintenance director accompanied the surveyor to the kitchen to observe the above documented findings. The surveyor did observe the kitchen was cleaner in appearance and the clear plastic food wrappers outside the dish room had been removed. However, the dark brown water with a foul odor was stfll present. The regional maintenance director stated, "I will investigate to see where this water is coming
FORM CMS-2567(02-99) Previous Versions Obsolete	Event ID:C30H11
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F 814 I Continued From page 76 from and have it repaired."

The surveyor again requested a copy of the kitchen's policy previously requested on 7/23/19 at 11:00 am. This surveyor did not receive these policies as requested.

F 814


At 11:00 am, the environmental services director accompanied the surveyor and he was notified
I
and shown the above documented concerns that
the surveyor had observed on 7/22/19 during initial tour of the kitchen.  The surveyor asked who was responsible for keeping the area outside the dish room clean from debris and in a sanitary manner.  He stated, "I think it would be the kitchen staff, but that's just a guess. I don't feel that the housekeeping department is responsible for this area."
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No further Information was provided to the surveyor prior to the exit conference on 7/24119
Hospice Services CFR(s): 483.70(0)(1}-(4)

§483.70(0) Hospice services.
§483.70(0)(1) Along-term care (LTC) facility may do either of the following:
(i) Arrange for the provision of hospice services through an agreement with one or more Medicare-certified hospices.
(ii) Not arrange for the provision of hospice services at the facility through an agreement with a Medicare-certified hospice and assist the resident in transferring to a facility that will
arrange for the provision of hospice services when a resident requests a transfer.
§483.70(0)(2) If hospice care is furnished in an
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I Continued From page 77
LTC facility through an agreement as specified in paragraph (o)(1)(i) of this section with a hospice, the LTC facility must meet the following requirements:
(i) Ensure that the hospice services meet professional standards and principles  that apply to individuals providing services in the facility, and to the timeliness of the services.
(ii) Have a written agreement with the hospice that is signed by an authorized representative of the hospice and an authorized representative of the LTC facility before hospice care is furnished to any resident. The written agreement must set out at least the following:
(A) The services the hospice will provide.
(B) The hospice's responsibilities for determining the appropriate hospice plan of care as specified in §418.112 (d) of this chapter.
(C) The services the LTC facility will continue to
provide based on each resident's plan of care.
(D) A communication process, including how the communication will be documented between the LTC facility and the hospice provider, to ensure that the needs of the resident are addressed and met 24 hours per day.
(E) A provision that the LTC facility immediately notifies the hospice about the following:
(1) A significant change in the resident's physical, mental, social, or emotional status.
(2) Clinical complications that suggest a need to
alter the plan of care.
(3) A need to transfer the resident from the facility for any condition.
(4) The resident's death.
(F) A provision stating that the hospice assumes responsibility for determining the appropriate course of hospice care, including the determination to change the level of services
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F 849 I Continued From page 78 provided.
(G) An agreement that it is the LTC facility's responsibility to furnish 24-hour room and board care, meet the resident's personal care and nursing needs in coordination wlth the hospice representative, and ensure that the level of care provided is appropriately based on the individual resident's needs.
(H) A delineation of the hospice's responsibilities, including but not limited to, providing medical direction and management of the patient; nursing; counseling (including spiritual, dietary, and bereavement); social work; providing medical supplies, durable medical equipment, and drugs necessary for the palliation of pain and symptoms associated with the terminal illness and related conditions; and all other hospice services that are necessary for the care of the resident's terminal
'I illness and related conditions.
(1) A provision that when the LTC facility
' personnelare responsible  for the administration of prescribed therapies, including those therapies determined appropriate by the hospice and delineated in the hospice plan of care, the LTC facility personnel may administer the therapies where permitted by State law and as specified by the LTC facility.
(J) A provision stating that the LTC facility must
report all alleged violations involving mistreatment, neglect, or verbal, mental, sexual, and physical abuse, including injuries of unknown source, and misappropriation of patient property by hospice personnel, to the hospice administrator immediately when the LTC facility becomes aware of the alleged violation.
(K) A delineation of the responsibilities of the hospice and the LTC facility to provide bereavement services to LTC facility staff.
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I
§ 
483
.
70(0)(3) 
Each LTC facility arranging for the provision of hospice care under a
 
written
agreement must designate a member of the facility's 
i
nterdisciplinary team who is responsible for working with hospice representatives to coordinate care to the resident provided by the LTC facility staff and hospice staff. The interdisciplinary team member must have a clinical background, function within their State scope of practice act
, 
and have the ability to assess the resident or have access to someone that has the skills and capabilities to assess the resident.
The designated interdisciplinary team member is responsible for the following
:
(i} Col
l
aborating with hospice representatives and coordinating LTC facility staff participation in the hospice care planning process for those residents receiving these services
.
Communicating with hospice representatives 
a
n
d 
other healthcare providers participating in the provision of care for the terminal illness, related conditions, and other conditions, to ensure quality of care for the patient and
 
family.
Ensuring that the LTC facility communicates with the hospice medical director, the patient's attending physician 
, 
and other practitioners participating 
i
n 
the provision of care to the patient as needed to coordinate the hospice care with the medical care provided by other physicians.
Obtaining the following information from the 
hospice
:
The most recent hospice plan of care specific to each
 
patient.
Hospice e
l
ection
 
form.
Phys
i
cian certification and recertification of the terminal illness specific to each
 
patient.
)CENTE_RS FOR MEDICARE & MEDICAID SERVICES	0MB NO. 0938-0391
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Continued From page 80
Names and contact Information for hospice personnel involved in hospice care of each patient.
Instructions on how to access the hospice's 24-hour on-call
 
system.
Hospice medication information specific to each
 
patient.
Hospice physician and attending physician (if any) orders specific to each
 
patient.
(v) Ensuring that the LTC facility staff provides orientation in the policies and procedures of the facility, including patient rights, appropriate forms, and record keeping requirements, to hospice staff furnishing care to LTC residents.
§483.70(0)(4) Each LTC facility providing hospice care under a written agreement must ensure that each resident's written plan of care includes both the most recent hospice plan of care and a description of the services furnished by the 
L
TC facility to attain or maintain the resident's highest practicable physical, mental, and psychosocial well-being, as required at §483.24.
This REQUIREMENT Is not met as evidenced by:
Based on staff interview and clinical record review it was determined the facility staff failed to provide 
the 
hospice's responsibilities for determining the appropriate hospice plan of care and the services the LTC facility will continue to provide based 
on 
each resident's plan 
of 
care
for 3 of 37 sampled residents (Residents# 
210,
25, and 19). Findings:
1. 
Facility staff failed to maintain the
 
contractually
agreed upon hospice plan of care for Resident #210. The resident's clinical record was
 
reviewed
F
 
849
F849
Hospice
 
care
 
plans
 
for
 
residents
 
#210, #25, and #19 are In place in the residents
2 
medical record. Unit Managers
 
will
 
ensure
 
moving
 
forward Hospice
 
care
 
plans
 
are
 
In
 
place
 
on
 
the medical
 
record.
A 
review of Current residents on Hospice was conducted to ensure a copy of their hospice care plan was in their medical record.
)CENTERS FOR MEDICARE & MEDICAID SERVICES
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F 849 Continued From page 81
for hospice information on 7/22/19 at 11
:37 
AM.
The resident was admitted to the facility on
1 
6/28/19. Her admission diagnoses included a stroke, traumatic brain dysfunction, traumatic spinal cord dysfunction, dementia and anxiety.
The 
l
atest MOS (minimum data set) dated 7/5/2019 coded the resident with slight cognitive impairment. She required the assistance of facility staff for all the ADLS (activities of daily living).
Resident #210's CCP (comprehensive care plan) completed on 7/13/19 documented the resident was placed on hospice care on 7/13/19. The document did not address the division of services
or communication between the facility and
I 
hospice staff.
Resident #210
'
s physician's orders document the resident was admitted to hospice services on 
7
/
12/19. 
The physician signed and dated the order on
 
7/15/19.
The clinical record had a tab for the hospice plan of care, but the section was empty. LPN I, who was the unit coordinator, reviewed the record and said she would call the hospice  service and obtain one for the
 
record.
On 7/22/19 at 11:37 AM the surveyor interviewed LPN I about the division of services prov
i
ded by the facility staff and the hospice staff. She said they came in three times a week did "what we need them to do·. LPN described that as feeding, and bathing, etc., but didn't know what the actual division of services was because the hosp
i
ce service had not provided a care plan.
F
 
849
Nursing Leadership will be educated by the Regional Director of Clinical Services/designee regarding ensuring the facility has a current plan of care for each resident on Hospice services in their medical record.
The Director of Nursing/designee will monitor new residents on Hospice services to ensure the current plan of care is in the medical record 5x
 
weekly.
The results 
will 
be 
reported monthly to the Quality Assurance Committee for review and discussion. Once the Quality Assurance Committee determines the prob
l
em no longer exists, audits will be conducted on a random basis.
CAO/Director of Nursing 
will 
be 
responsible for implementation of the plan of correction.
)CENTERS FOR MEDICARE & MEDICAID SERVICES	0MB NO. 0938-0391
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I Continued From page 82
LPN I contacted the hospice service at that time to Inquire about the hospice care plans. She Informed the surveyor the hospice representative told her they had gotten behind, but would fax the plan to her as soon as it was completed. LPN I delivered the faxed document to the surveyor that afternoon.

On 7/22/19 at 2:32 PM RN I (the corporate MOS coordinator) was Interviewed about the care plans not on the records. She stated, "They (hospice} should have that POC (plan of care) to us within 24 hours of the admission to hospice. That's on them."

The facility had a contractual agreement with the hospice service signed and dated on 5/21/15 by a representative of both parties. The agreement contained, in part "	Hospice Plan of Care
established and maintained in consultation with Facility representatives. All hospice care must be be provided in accordance with the Hospice Plan of Care	Provision of services from the Hospice
to the Facility to include: Plan of Care, election form, advance directives, certification and refortification of terminal illness, names and contact of Hospice personnel, instructions for access of Hospice 24 hour on-call system, Hospice medication information, Hospice and attending physician orders.

The facility Hospice Care and Services policy was reviewed. It contained in part: "	The Nurse.
Facmty and Hospice are responsible for performing each of their respective functions that have been agreed upon and included in the plan of care. The coordinated plan of care must identify the care and services the Facility and Hospice will provide in order to be responsive to
	
F 849
	
	


FORM CMS.2567(02-99) Previous VertiOIIS Obsolete	Event 10 : C30H11	Facllily ID:  VA0039	If continuation sheet Page 83 of 107

CENTERS FOR MEDICARE & MEDIC AID SERVICES	0MB  NO. 0938-0391
	STATEMENT OF DEFICIENCIES ANl) PL AN OF CORRECTION
	(X1) PROVlDER/SUPPll ER/CL IA IDENTIFICATION NUMBER:


495281
	(X2) MULTIPLE CONSTRUCTION
A. BUILDING  	


B. WING  	
	(X3) DATE SURVEY COMPLETED

C
07/24/2019

	NAME OF PROVIDER OR SUPPLIER

BLUE RIDGE REHAB CENTER
	STREET ADDRESS. CITY. STATE. ZIP CODE 300 BLUE RIDGE STREET MARTINSVILLE, VA 24112

	(X4 ) ID	SUMMARY STATEMENT OF DEFICIENCIES	ID
PREFIX		(EACH DEFICIENCY MUS T BE PRECEDED BY FULL	PREFIX TAO	REGULATORY OR LSC IDENTIFYING INFORMATION)		TAG
	PROVIDER'S PLAN OF CORRECTION (EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE DEFICIENCY)
	(XS)  COMPLETION CATE

	
F 849
	
I Continued From page 83
the unique needs of the resident.	"

On 7/24/19 at 11:35 AM these findings were shared with the facility administrator and the DON. There was no additional information provided prior to exit.

2. Facility staff failed to maintain the contractually agreed upon hospice plan of care for Resident #25. The resident's clinical record was reviewed for hospice information on 7/22/19 at 11:37 AM.

Resident #25 was admitted to the facility on 2/17/13. Her diagnoses included hypertension, peripheral vascular disease, cardiovascular accident. dementia, hemiplegia, anxiety, depression, psychotic disorder and chronic obstructive pulmonary disorder.

The latest MOS assessment, dated 4/3/2019, coded the resident with significant cognitive impairment. She was fully dependent on at least on staff member for all ADLs.

Resident #25's CCP, reviewed and revised on 6/17/19, documented the resident's admission to hospice care. It did not contain information for communication or the division of services between the facility and hospice staff.

Resident #25 had a physician's order for her admission to hospice services on 6/28/19. The physician signed and dated the order on 6/29/19.

The clinical record had a tab for the hospice plan of care, but the section was empty. LPN I, who was the unit coordinator, reviewed the record and said she would call the hospice service and
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F 849 I Continued From page 84 obtain one for the record.

On 7/22/19 at 11:37 AM the surveyor interviewed LPN I about the division of services provided by the facility staff and the hospice staff. She said they came in three times a week did "what we need them to do". LPN described that as feeding, and bathing, etc., but didn't know what the actual division of services was because the hospice service had not provided a care plan.

LPN I contacted the hospice service at that time to Inquire about the hospice care plans. She Informed the surveyor the hospice representative told her they had gotten behind, but would fax Resident #25's hospice care plan over immediately. LPN I delivered the faxed document to the surveyor on 7/22/19 at 11:57 AM.

On 7122/19 at 2:32 PM RN I (the corporate MDS coordinator) was interviewed about the care plans
1 not on the records. She stated, "They (hospice)
should have that POC {plan of care) to us within 24 hours of the admission to hospice. That's on them."

The facility had a contractual agreement with the hospice service signed and dated on 5/21/15 by a representative of both parties. The agreement contained, in part "	Hospice Plan of Care
established and maintained in consultation with Facility representatives. All hospice care must be be provided in accordance with the Hospice Plan of Care	Provision of services from the Hospice
to the Facility to include: Plan of Care, election
form, advance directives, certification and	I
refortification of terminal illness, names and
contact of Hospice personnel, instructionsfor access of Hospice 24 hour on-call system,
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F 849 I Continued From page 85
Hospice medication information, Hospice and attending physician orders.

The facility Hospice Care and Services policy was reviewed. It contained in part:w	The Nurse,
Facility and Hospice are responsible for performing each of their respective functions that have been agreed upon and included in the plan of care. The coordinated plan of care must identify the care and services the Facility and Hospice wiN provide In order to be responsive to the unique needs of the resident.	w

On 7/24/19 at 11:35 AM these findings were shared with the facility administrator and the DON. There was no additional information provided prior to exit.


F 849


3. The facility staff failed to ensure that the
1 hospice provider included a hospice plan of care  in the clinical record for Resident # 19.

Resident # 19 was a 66-year•old-male that was originally admitted to the facility on 9/1/12, and had a readmission date of 7/3/19. Diagnoses included but were not limited to, urinary tract infection, urinary retention, acute kidney failure, and central pain syndrome.


The clinical record for Resident # 19 was reviewed on 7/22/19 at 9:57 am. The most recent MOS (minimum data set) assessment was a quarterly assessment with an ARD (assessment reference date) of 4/16/19. Section C of the MOS assesses cognitive patterns. In Section C0500, the facility staff documented that Resident # 19 had a BIMS (brief interview for mental status) score of 15 out of 15, which indicated that Resident # 19 was cognitively intact.
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Continued From page 86
Resident # 19 had current orders that included but were not limited to, 
"Hospice 
care," 
which 
was initiated by the physician on
 
7/4/19.
On 7/23/19 at 9:21 am, the surveyor reviewed the entire clinical record for Resident 
# 
19 
and did not locate a hospice plan of care that had been developed by the hospice
 
provider.
On 7/23/19 at 9:27 am, the surveyor spoke with LPN (licensed practical nurse) unit manager# 1 and informed her that the hospice plan of care that was to be developed 
by 
the hospice provided for Resident# 19 was not located in Resident# 19's clinical record. LPN unit manager# 
1 
reviewed Resident# 19's clinlcal record in the presence of the surveyor and agreed that the hospice provider did not include their hospice plan of care in Resident 
# 
19's clinical
 
record.
The facility policy on "Hospice Care and Services," contained documentation that 
Included 
but was not limited to ..."The hospice must designate a registered nurse from the hospice organization to coordinate the Implementation of the plan of care." 
...
On 7/24/19 at 11:31 am, the surveyor informed the administrative team which consisted of the regional director of clinical services # 1, corporate MOS consultant, regional director of clinical services 
# 
2, chief executive officer, director of professional services, director of nursing, and administrator that Resident 
# 
19 
did not have a hospice plan of care that had been developed 
by 
the hospice provider in the clinical record. The surveyor asked the administrative team how long
the hogpice provider had to develop the hospice
F
 
849
)CENTERS FOR MEDICARE & MEDICAID SERVICES

0MB NO. 0938-0391
















'






























FORM CMS-2567(02-99) Previous Venilons Obsolete	Event ID:C30H11	Facility ID: VA0039	If continuation sheet Page 87 of 107

CENTERS FQR ME_DICA8E & MEDICAID SERVICES	0MB  NO. 0938-0391
	STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION
	(XI} PROV!DER/SUPPUER/CLIA IDENTIFICATION NUMBER:


495281
	(X2} MULTA.E CONSTRUCTION
A.BUILDING   	


B.WING  	
	(X3} DATE SURVEY COMPLETED
C
07/24/2019

	NAME OF PROVIDER OR SUPPLIER

BLUE RIDGE REHAB CENTER
	STREET ADDRESS, CITY. STATE, ZIP COOE 300 BLUE RIDGE STREET
MARTINSVILLE, VA 24112

	(X4)1D PREFIX TAG
	SUMMARY STATEMENT OF DEFICIENCIES (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY OR LSC IOENTIFYING INFORMATION)
	ID	PROVIDER'S PLAN OF CORRECTION
PREFIX	(EACH CORRECTIVE ACTION SHOULD BE
	(lC5) COMPLETION DAlE

	
	
	TAG
	CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
	

	I	•
F  849   Continued From page 87	F 849 plan of care and Include it in Resident# 19's
clinical record. The regional director of clinical
services# 1 stated, "We will check and see.n

On 7/24/19 at 12:50 pm, the director of professional services informed the surveyor that the hospice provider had been contacted, and
that the hospice nurse  had  informed  him  that  the hospice provider had 14 days from  the date of	. admission to ensure the care plan was developed
and in the clinical record. The director of
professional services stated, "We are out of
1 compliance because 14 days has already passed since he was admitted to hospice on July 4th."

No further information regarding this issue was provided to the survey team prior to the exit conference on 7/24/19.
F 880   Infection Prevention & Control	F 880 SS=F CFR(s): 483.80(a)(1)(2)(4)(e)(f)

§483.80 Infection Control
I The facility must establish and maintain an infection prevention and control program designed to provide a safe, sanitary and comfortable environment and to help prevent the development and transmission of communicable
diseases and infections.	I
I
I
§483.S0(a) Infection prevention and control	'
program.
	
	





















9/7/19

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

§483.80(a)(1) A system for preventing, identifying, reporting, investigating, and controlling infections and communicable diseases for all residents,
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Continued From page 88
staff, volunteers, visitors, and other individuals providing services under a contractual arrangement based upon the facility assessment conducted according to §483.?0(e) and following accepted national standards;

§483.80(a)(2) Written standards, policies, and procedures for the program, which must include, but are not limited to:
(i) A system of surveillance designed to identify possible communicable diseases or
infections before they can spread to other persons in the facility;
(ii) When and to whom possible incidents of communicable disease or infections should be reported;
(iii) Standard and transmission based precautions to be followed to prevent spread of infections; (iv)When and how isolation should be used for a resident; Including but not limited to:
(A) The type and duration of the isolation, depending upon the infectious agent or organism involved, and
(B) A requirement that the isolation should be the least restrictive possible for the resident under the circumstances.
(v) The circumstances under which the facility must prohibit employees with a communicable disease or infected skin lesions from direct contact with residents or their food, if direct contact will transmit the disease; and
(vi) The hand hygiene procedures to be followed by staff involved in direct resident contact.

§483.80(a)(4) A system for recording incidents identified under the facility's IPCP and the corrective actions taken by the facility.
	
F 880
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§483.S0(e) Linens.
Personnel must handle, store, process, and transport linens so as to prevent the spread of infection.
§483.S0(f) Annual 
review.
The facility 
will 
conduct an annual review of its IPCP and update their program, as necessary. This REQUIREMENT is not met as evidenced by:
Based on observation, 
staff 
interview and facility
document review, the facility staff failed to establish and maintain an infection prevention and control program designed to provide a safe, sanitary and comfortable environment and to help prevent the development and transmission of communicab
l
e diseases and infections in (1) the laundry department and in (2) the bio-hazardous containment
 
area.
Findings:
The facility staff failed to establish and maintain an infection prevention and control program designed to provide a safe, sanitary and comfortable environment and to help prevent the deve
l
opment and transmission of commun 
i
cab
l
e diseases and infections in the laundry department. On 7/23/19 at 
3:15 
PM the laundry area was reviewed to determine compliance with infection control
 
measures.
On 7/23/19 at 3:15 PM the surveyor observed one of the drums containing chem
i
cals 
leading 
to the washing machines was empty. The container label described the contents as "concentrated chlorinated bleach". The container was the only one of it's kind found In the laundry room and
 
was
designed to be hooked to the chemical washer
F
 
880
F880
The appropriate concentrated bleach concentrate was connected to the washer for disinfectant of laundry.
Linens on the shelf was rewashed during
the survey using the appropriate laundry disinfectant.
Biohazard room was cleaned and the leaking box was repacked and the plastic bag leaking was placed inside a new box during the survey. 
T
he Bio-hazard room Is to be kept 
l 
ocked. Maintenance Department will be responsible for the oversite/securtty of the B
i
ohazard
 
room.
Current residents in the center have the potential to be affected.
The Laundry supervisor wiN be educated 
by 
the Regional Director of Maintenance/designee on ensuring the laundry department has the appropriate laundry cleaning solutions.
The Maintenance department will be educated 
by 
the Regional Director of
)C[:NTERS FOR MEDICARE & MEDICAID SERVICES	0MB NO. 0938-03_91
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Continued From page 90
mix by the (name of the company) who installed it. The bleach label described the action as a "laundry disinfectant".

The bleach drum was obseived to be uncapped and not hooked into the chemical mix seiving the row of washers. The container did contain just a small amount of liquid in the barrel when It was tipped over to visualize the contents.

On 7/23/19 at 3:17 PM LW I (laundry worker I) was interviewed about the empty container. He said it had been empty for several days and he thought he had used it all on Sunday (7/21/19). He remembered they "worked a lot that day•. LW I said he had not reported the empty drum because the LS (laundry supervisor) generally monitored the contents of the chemical mix running to the machines.

LW I told the surveyor they were using the powdered bleach in a box across the room to disinfect the laundry. "We use 1/2 a cup of the color safe bleach per washer1oad.• LW I had no written information on the colorfast bleach or documentation of directions for use, but assured the suiveyor the laundry was being disinfected by that product.

The box In the corner contained a white powder. The name on the box was Royal Brite Plus and the contents were described as a color safe bleach. There were no directions for use of this product in the industrial size washers. There was no documentation that it was a disinfectant used to sanitize infectious laundry items.

On 7/23/19 at 3:19 PM LW II was asked about the empty bleach drum. Said she did not know
	
F 880
	

Maintenance/designee on ensuring the bio hazard room is secured, clean and no leakage from bio hazard boxes.

The CAO/designee will monitor the laundry cleaning solution 3x weekly to ensure there is sufficient cleaning solutions in laundry. In addition, the CAO/deslgnee will also monitor the biohazard room to ensure the room is secured and biohazard boxes are intact.

The results will be reported monthly to the Quality Assurance Committee for review and discussion. Once the Quality Assurance Committee determines the problem no longer exists, audits will be conducted on a random basis.

CAO/Director of Environmental Services/Director of Maintenance will be responsible for implementation of the plan of correction.
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how long it had been empty and she never used the color safe powder In the box because she'd been told not to touch it. She told the surveyor the ED (environmental director and the LS (laundry supervisor) told her to not to touch It, and she followed their instructions.

Both LW I and II told the surveyor they had been running the washers continuously over the past few days and the biohazardous laundry was being treated the same as the regular laundry. It was all
; being processed without the (aforementioned company) authorized sanitizer.

This issue was reported immediately to the RDCS (Corporate regional director of clinical services). She stated, "We'll have bleach in 30 minutes".
	
F 880
	
	

	
	
On 7/23/19 at 3:35 PM the ROCS reported she had sent the ED out to obtain some sanitizer from another facility. She told the survey team the powdered bleach was not for use in the industrial sized machines and the staff had no idea how much to use for the larger machines.

The RDCS said they had pulled all the linens and clothing that had been washed in their laundry that day and were were going to re-wash it when the appropriate chemical were supplied. The RDCS also said she was getting in touch with the company that supplied the chemicals to determine what chemical mix was appropriate for the machines because there was no documentation in the facility pertaining to that.

On 7/24/19 at 9:18 AM the ED was interviewed. He said he had obtained a five gallon drum of bleach concentrate yesterday and had hooked It up when he brought it into the facility. He said he
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thought they had been out of liquid bleach for about three days and said a full cup of the powdered
 
color
 
safe
 
bleach
 
was
 
supposed
 
to
 
be used for each of the 
80 
gallon industrial sized washers and he thought the laundry staff were doing that per his direction. He said he had nothing
 
in
 
writing
 
from
 
the
 
company
 
supplying
 
the chemicals about using the powdered bleach but did
 
say
 
the
 
company
 
rep
 
(representative)
 
told
 
him to use 1 full
 
cup.
The ED stated, "I have a plan for the future. It's my responsibility to monitor daily and check the fluid level on Friday and I can call the company rep (Name of rep) and he'll bring it right on over. The ED said the LS usually called him and let him know when the chemicals were low so he could reorder
 
them
.
The 
ED 
further clarified the LWs did not have to concern themselves with the appropriate chemical mix going into the washers. He said 
it 
was a computerized and all they had to do was select the appropriate cycle and the computer mixed the chemicals for the laundry.
On 
7/24/19 
at 
10:05 AM 
the (name of company representative) Rep was introduced to the surveyor by the facility administrator, who stayed for the interview. The Rep said he could not supply any written documentation to anyone about his products used in the machines as it was a company
 
secret.
He told the suiveyor the powdered bleach in the laundry was called Royal Brite Plus and it was to 
be 
used for heaVily stained items in the smaller personal laundry machine. 
It 
was to be
 
measured
out
 
by
 
8,
 
12
 
or
 
16
 
ounces
 
in
 
the
 
measuring
 
cup
 
to
)CENTERS FOR MEDICARE & MEDICAID SERVICES	OM1:LNO. 0938-0391
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He stated
, 
"Royal Brite Plus is just for stain removal. lt does not sanitize laundry". The Rep denied telling the 
ED 
or laundry staff to use the product as a dis
i
nfectant. The rep further stated, "Those industrial machines range from a 65 pound loader to a 100 pound loader. They d
i
fferent sizes and the chemical mix is calculated by the computer hooked up to the barrels containing detergent. softener 
and 
disinfectant. Nothing is measured by the gallons of water going into the machine."
The facility policy for infection control was reviewed. 
It 
did not have the facility name or a date of any kind for implementation or reviews. The documentation did address "Linen and Laundry"
. 
It stated,
 
in
 
part
"Although
 
soiled
linen may be contaminated with pathogenic organisms, the risk of disease transmission is negligible if 
it 
is handled, transported and laundered in a manner that avoids transfer of microorganisms to patients, personnel, and environments. Rather than rigid rules and regulations, hygienic and common sense storage and processing of clean and soiled linen are 
recommended
. 
The methods for handling, transporting, and laundering of soiled linen are determined by hospital policy and any applicable regulations
"
This information was shared with the administrator and DON on 7/24/19 at 11:45 AM. No additional information was supplied by the facility staff.
2. The faci
l
ity staff failed to help prevent the
development and transmission of communicable diseases in the Bio Hazard storage area.
)CENTERS FOR MEDICARE & MEDICAID SERVICES	0MB  NO. 0938-0_3_91
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The food service director accompanied this surveyor on the initial tour of the kitchen and the loading dock area on 7/21/19 at 11:00 am. The surveyor observed outside of the dish room door food wrappers and dark colored fouled smelling water. The surveyor then proceeded around the corner of the loading dock and observed a Bio Hazard room that had a bright red Bio Hazard sign, which stated, "Authorized personnel only". The surveyor was able to open the door and observed 18 Bio Hazard boxes stored in this room. In the very back of the storage room, it was noted that one of these boxes was wet with fluid leaking from the box. The surveyor asked the food service director If the door was to be locked and who was responsible for items in this room. She stated, "I really don't know but I will find out for you."

At 4:30 pm, the CEO of the receiving company accompanied the surveyor and observed the findings as documented above. The CEO stated, "I will check on who is responsible for this storage area and when the last pickup from the Bio Hazard contract company was■.

On 7/23/19 at 9:30 am, the regional maintenance director, environmental services director went along with the surveyor to observe the issues/concerns of the above documented findings. The door to the Bio Hazard storage room was locked when we attempted to go in the room. The environmental services director unlocked the room and we went inside. There
were 19 Bio Hazard boxes in the room today with
no wetness from leakage of what a Bio Hazard box had in It. The surveyor commented on this and the environmental services director stated,
	
F 880
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F 880 I Continued From page 95
"We came out here last night and cleaned. The box was leaking from the liquid stuff in the plastic bag that was placed in the box.  So I had to repack that box and put the plastic bag into a new box: The regional maintenance director stated, "There is a better system that we use in our other buildings and we will implement that process in this building. Then you don't have to worry about a box leaking."

At approximately 11 am, the surveyor asked director of professional services for a policy in
regards what the facility deems as Bio Hazard waste and appropriate storage for these items.

On 7/24/19 at 9:00 am, the surveyor requested the policy again from the director of professional services.

F 880




I



No further information or requested policies were provided to the surveyor prior to the exit conference on 7/24/19.
F 9081 Essential Equ ipment, Safe Operating Condition





F908





9/1/19

SS=F

CFR(s): 483.90(d)(2)

§483.90(d)(2) Maintain all mechanical, electrical, and patient care equipment in safe operating condition.
Thts REQUIREMENT is not met as evidenced by:
Based on observation and staff interview the facility staff failed to maintain equipment in a safe operating condition in the facility kitchen.

The findings included:

The facility failed to maintain the walk in refrigerator #1 and #2, walk in freezer, free








F908

1) Refrigeration Company completed repairs on refrigerator #1.
2) Refrigeration #2 is not working-reason
 (
l
)for the refrigerator truck (new walk in refrigerator/freezer has been ordered)•no food items at a11 is placed in Refrigerator
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standing stove, top compartment of double oven, clogged drains in the dish room that has free standing water covering 75% of the dish room floor and the garbage disposal did not work located under the 3 sink compartment. In addition, the dishwasher did not obtain a rinsing temperature of 
180 
degrees. All of these identified pieces of equipment concerns were in the facility's
 
kitchen.
The dietary manager accompanied the surveyor in the kitchen for the initial tour on 7/21/19 at 11
:00 
am. The surveyor went into the dish room and had the following observations with concerns/issues
:
1.
The walk in refrigerator #1 had been not working until a part was replaced in it a week ago. This information  was obtain from the food services director
.  
She also stated, "That's  why we have had a refrigerator truck s
i
tting at the loading block.  We can use It for either refrigeration or freezer.'' The surveyor found a storage box in the back of the refrigerator, which contained Mighty Shakes for resident use. The food services director stated, •when the floors upstairs get low on these, this stock is  taken to the unit refrigerators and restocked there.fl The surveyor asked for a temperature to be obtained from a carton of Mighty Shakes at this time. The food services director obtained a temperature  from a carton of the Mighty Shakes and
 
the
temperature was noted to be 47.3 degrees (F) (Fahrenheit). She stated to the surveyor that she wanted to use a different carton of Mighty Shake and see what the temperature in that one would 
be
. 
She took another carton from the same storage box in this refrigerator and that temperature was 
50 
degrees (F). The
 
food
services director stated, •1 will discard these in
F 908
#2.
Walk in freezer temperature on the inside of the freezer reads -1
O 
degrees which is
 
accurate
.
Ice was removed from the sprinkler head and Sprinkler Company came out to check to ensure functionality. The floor in the freezer has been repaired. The door to the freezer now shuts
 
tightly.
Free standing stove and top compartment of the double ovens has been repair and are currently
 
operational
.
Drains in the dish room
 
were
unclogged.
Garbage disposal in the dish room is operational.
Current residents in the center have the potential to be affected.
The Dietary Manager will be educated by the Regional Director of Maintenance/designee on ensuring all areas of the kitchen are operational and when equipment breaks or requires repairs, the CAO is immediately notified so repairs can occur timely
.
The CAO/designee 
will 
round in the kitchen 3x weekly to ensure all areas 
of 
the kitchen are functional and operational.
The results will be reported monthly to the Quality Assurance Committee for review and discussion. Once the Quality Assurance Committee determines the problem no longer exists, audits will be
conducted on a random basis.
)CENTERS FOR MEDICARE & MEDICAID SERVICES
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F 925 | Continued From page 105 F 925

" 1/30/19 No cockroach activ ty noted
*  2/17119 Kitchen closed No cockroach
activity noted
»  2/28119 Rooms that were serviced (164, 151,
153, 255, 171, 269, 363,

257, 267 and 272. No cockroach activity
noted
* 31719 Kitchen closed No cockroach
activity noted
*  3/27/19 Rooms that were serviced (174, 218,
200 and 233) No
Cockroach activity noted
" 4/23/19 Kitchen closed No cockroach
activity noted
" 4/26/19 No cockroach actvity noted
" 4/29119 No cockroach activity noted
" 5(17/19 No rodent activity noted
»  5/20/19 Kitchen closed No cockroach activity
noted
" §/16/19 Kitchen closed No cockroach activity
noted
" §/24/19 No rodent activity noted
v /25/19 "Cockroaches noted in the dish pit
area This area was
Was serviced and serviced ...Will follow up
service in 3-7
Days
" 71319 Kitchen was closed
Cockroaches noted during service treated
“This area was inspected and serviced. 1will
return for a follow-up service in 3-7 days.” The
area referred to was the "Kitchen Area Interior”
»  7115/19 Kitchen closed " ...Cockroaches
noted during service
Kitchen area-Interior ..."

On 7/23/19 at 10 am, the surveyor interviewed

Resident #126's representative. The surveyor
| asked if she had ever seen roaches in or around |
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Continued From page 106

resident's rooms. The representative stated, "l
did several weeks ago. | went to use my aunt's
bathroom and there were 2 in there in the corner.
| told the nurses’ at the desk about this."

At 3:15 pm, the laundry area was reviewed by S|
(Surveyor Il) to determine compliance with
infection control measures. Sli examined a
pasteboard box in the corner, which contained a
white powder. The name on the box was Royal
Brite Plus and the contents were described as a
color safe bleach. When Sli tipped the box over
to determine the contents a gold colored bug,
which looked like a cockroach, ran out of the box
and across SllI's hand. Sll also found simitar
bugs in the staff bathrooms on 2 North and 2
South during the four-day survey.

No further information was provided to the survey
team prior to exit conference on 7/24/19.
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An unannounced MedicareMedicaid revisit was
conducted 8/14/18 throuph 8/ 5/18 to the 6/28/18
standard survey. The provider was found to have
8 past noncompliance deficiency with 42 CFR
Part 483 Faderal Long Term Care requirements.
Two complaints were investigated during the
revisil.

The census in this 300 certifed bed facility was

230 at the time of the survey. The survey semplie

consisted of 18 current Resident reviews.

{F 550} | Resident Rights/Exercise of Rights {F 550)
$5=D | CFR(s). 483 10(2)(1)(2}(b)(1)(2)

§483.10(a) Resident Rights.

The resident has a right Lo a dignified existence,
self-determination, and communication with and
acoass to persons and services ins de and i
outside the facility, including thoss spacified In
this section

§483.10{a)(1) A facility must treat each resident
with respect and dignily and care for each
resident in a manner and In an environment that
promotlos maintenance or enhancement of his or
her quallty of life, recognizing each resident s
individuality The facility must protect and
promote the rights of the resident

§483 10(a)(2) The facility must provide equal
access {o quality care regardiess of diagnosis,
severity of condilion, or payment source, A faci ty
must establish and maintain identical policies and
practices regarding transfer, discharge and the
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provision of services under the State plan for a
residents regardless of payment source.

§483.10(b) Exercise of Rights.

The resident has the right to exercise his or her
rights as a resident of the facility and as a citizen
or resident of the United States.

§483.10(b)(1) The facility must ensure that the
resident can exercise his or her rights w thout
Interference, coercion, discrimination, or reprisal
from the facility.

§483.10(b)(2) The resident has the nght to be
free of interference, coercion, discrimination, and
reprisal from the facility in exercising his or her
rights and to be supported by the facility in the
exercise of his or her rights as required under this

subpart.

This REQUIREMENT is not met as evidenced

by:

Based on staff interview, clinical record review, Past noncompliance: no plan of
facility document review and in the course ofa correction required.

complaint investigation, it was determined that
the facility staff failed to provide privacy, dignity
and respect for 2 of 19 Residents in the sample
survey, Resident #100 and Resident #102

The Findings included:

This Complaint was generated from a Facility
Reported Incident (FRI) that was received in the
State Agency on 7/30/18. This Complaint was
investigated during a Revisit Survey and
Complaint Survey done on 8/14/18 through
8/15/18.

The FRI/Complaint alleged that on 7/30/18 a
Housekeeping Staff meiaber videoed two (2)

FORM CMS-2567(02 99 Previous Versions Obsolete Event D 8VZ812 Facility ID VA0039 If continuation sheet Page 2 of 7




image52.png




image53.png
PRINTED: 09/12/2018

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

ENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-03981

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A BUILDING COMPLETED

R-C
495281 8. WING 08/15/2018
STREET ADDRESS, CITY. STATE, ZIP CODE

300 BLUE RIDGE STREET
BLUE RIDGE REHAB CENTER MARTINSVILLE, VA 24112

NAME OF PROVIDER OR SUPPLIER

SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION
(EACH DEFICIENCY MUST BE PRECEOED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE

REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

{F 550} Continued From page 2 {F 550}

Residents during a sexual contact and then
showed the video to several other staff members.
The Residents will be identified as Resident #100
and Resident #102.

On August 15, 2018 at 10 a.m., the surveyor
notified the Director of Professional Services
(DOPS) of the Complaint. The DOPS stated that
the incident happened on the weekend on
7/28/18. The DOPS stated that a staff member
called him on 7/29/18, and alerted him that
Resident #100 and Resident #102 had sexual
contact in the dining room. The DOPS stated that
he was told that a Housekeeping staff member
had videoed the incident and had shown the
video to several other staff members. The DOPS
stated that he had come into the facility and
started an investigation. The DOPS stated that
he called the Housekeeping Manager and told
him to come in and help with the investigation.
The DOPS stated that the Housekeeping staff
member, who videoed the sexual contact
between Resident #100 and Resident #102,
along with three other staff members had been
suspended pending the investigation. The DOPS
stated that during the investigation he had notified
the State Agency, Adult Protective Services and
the Ombudsman of the occurrence. The DOPS
stated that multiple staff members were
interviewed and all staff was in-serviced about the
facility policy and procedure for taking pictures
and videos of the residents. The DOPS stated
that what had been reported to him, was that
Resident #102 and Resident #100 were in the
dining room. Resident #102 asked Resident #100
to play with her "titties and to put his hands down
her pants. And that if he, Resident #100, did a
good job she would give him a couple of drinks.”
The DOPS stated that a Housekeeping Staff
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member had videoed the occurrence and had
shown the video to other staff members.

Resident #100 was a 73-year-old male who was
originally admitted on 7/16/09. Admitting
diagnoses, included, but were not limited to:
diabetes mellitus, dementia, schizophrenia,
bipolar, depression, anx‘ety, hypertension and
acute renal failure.

The most current Minimum Data Set (MDS)
assessment located in the clinical record was a
Significant Change MDS assessment with an
Assessment Reference Date (ARD) of 6/21/18.
The facility staff coded that Resident #100 had a
Cognitive Summary Score of 11. The facility staff
also coded that Resident #100 required extensive
assistance (3/2) with Activities of Daily Living
(ADL's)

Resident #102 was a 71-year-old female who was
ariginally admitted on 2/22/14. Admitting
diagnoses included, but were not limited to:
diabetes meliitus, dementia, anxiety, paranoid
schizophrenia, depressin and hypertension.
The most current MDS located in the clinical
record was an Annual MDS assessment with an
ARD of 5/31/18. The facility staff coded that
Resident #102 had a Cognitive Summary Score
of 15. The facility staff coded that Resident #102
required extensive assistance (3/2) with ADL's.

On August 15, 2018 at 9:30 a.m., the surveyor
reviewed the investigational details regarding the
incident with the DOPS.

The DOPS reviewed the documentation with the

surveyor. The first document verified that the
facility notified the State Agency, Adult Protective

Agency and the Ombudsman of the occurrence.

e
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{F 550} Continued From page 4
The facility also provided a pamphlet titled,
"Privacy Compliance." The pamphlet read in part
... "PRIVACY RULE IN ANUTSHELL ...The Rule
protects a residents fundamental right to privacy
and confidentially."

{F 550}

Additional documentation provided by the facility
were interviews with Resident #100 and Resident
#102, five housekeeping/laundry staff members

and two Licensed Practical Nurses (LPN's).

The interviews documented that Resident #100
and Resident #102 were in the dining room.
Resident #100 stated that Resident #102 asked
him to put his hand down Resident #102's pants
and to feel her "tits” and she would give him a
couple of drinks.

Resident #102 stated that they, Resident #100
and Resident #102, were just "fooling around”
and that she, Resident #102, had asked him to
"doit."

Interviews with the staff documented that the
housekeeping staff member videoed Resident
#100 and #102 engaging in a sexual encounter in
the dining room and the showed the video to
three housekeeping/laundry staff.

The facility also provided the employee records of
the four employees that either took the video or
who viewed the video that had been taken of
Resident #100 and Resident #102. In each
employee record, it documented the suspension
of the four employees during the investigation. In
addition, an in-service was titled, "The Seven Key
Components in the Direction and Prevention of
Abuse" was reviewed and signed by each of the
four employees. Additionally, the facility
handbook that addressed HIPAA (Health
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Information Protection and Privacy Act) was
reviewed and signed by each employee and was
located in the emp oyee records The facility also
reviewed Resident Rights with each employee
and a signed copy was in each of the four
employees records  Lastly the employee record
of the housekeeping staff member who videoed
Resident #100 and #102 documented that the
housekeeping staff member was terminated.

The DOPS stated that all staff had been
re-educated on August 4 2018 regarding types
and examples of 'Abuse” and the facility having
no tolerance for abuse Additionally, the facility
Policy and Procedure titlied "Abuse/Negiect and
Misappropriation of Funds” was reviewed with the

staff

The DOPS also hand delivered a Plan of
Correction (POC) that the identified the following:

"Plan of Correction August 2, 2018
Videotaping/Photographing Residents.

1. Corrective action for those residents found to
be affected by the deficient practice has been
accomplished by an investigation into the
allegation. Employees not reporting the incident
were disciplined and suspended for three days.
Employee who took the video was terminated.

2 All residents have the potential to be affected
by the deficient practice. Residents will be
protected from invasion of their privacy that might
oceur from use of residents photographs,
videotapes, etc. which violates their resident right
as to privacy, respect, and dignity (viotation of

HIPAA).
3. To assure that the deficient practice will not

recur, all staff have been re-inserviced that they
are not to videotape, photograph or record
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residents. Written consent must be obtained from
the resident or representative prior to being
photographed, videotaped, etc.
4. Al staff have been re-inserviced that they are
not to videotape/photograph residents The
Administrator, Director of Professional Services,
Director of Nursing, unit coordinators and Quality
Assurance Team members will monitor during
their rounds to assure that staff are not using their
cell phones while on duty. Any staff found to be
using their celt phones while on duty will be
disciplined accordingly.
§. Facility will be in substantial compliance by
August 6 2018."

Additionally, the DOPS hand delivered the
meeting minutes of the facility Quality Assurance
(QA) meeting held on August 2, 2018.

The QA minutes identified that the QA committee
discussed "No videotaping or pictures if
residents-inservice done. Need forms returned to
(name of staff member withheld)."

The survey team met with the Administrator and
DOPS on August 15, 2018 at 2:45 p.m. The
surveyor nofified the Administrative Team (AT) of
the Complaint. The surveyor notified the AT that
the Complaint is SUBSTANTIATED with a Past
Non-Compliance related to privacy and dignity.

No additional information was provided to the
survey team prior fo exiting the facility as to why
the facility staff failed to promote dignity, respect
and privacy for Residents #100 and #102.

This Complaint is SUBSTANTIATED with a Past
Non-Compliance.
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E 000 | Initial Comments £ 000

An unannounced Emergency Preparedness
survey was conducted 6/26/18 through 06/28/18.
Significant Corrections are required for
compliance with 42 CFR Part 483.73,
Requirement for Long-Term Care Facilities. The
census in this 300 bed facility was 234 during the
survey.

E 013 | Development of EP Policies and Procedures E 013 8/11/18
ss=D | CFR(s): 483.73(b)

(b) Policies and procedures. [Facilities] must
develop and implement emergency preparedness
policies and procedures, based on the emergency
plan set forth in paragraph (a) of this section, risk
assessment at paragraph (a)(1) of this section,
and the communication plan at paragraph (c) of
this section. The policies and procedures must be
reviewed and updated at least annually.

*Additional Requirements for PACE and ESRD
Fagilities:

*[For PACE at §460.84(b):] Policies and
procedures. The PACE organization must
develop and implement emergency preparedness
policies and procedures, based on the emergency
plan set forth in paragraph (a) of this section, risk
assessment at paragraph (a){1) of this section,
and the communication plan at paragraph (c) of
this section. The policies and procedures must
address management of medical and nonmedical
emergencies, including, but not limited to: Fire;
equipment, power, or water failure; care-related
emergencies; and natural disasters likely to
threaten the health or safety of the participants,
staff, or the public. The policies and procedures
must be reviewed and updated at least annually.

(X6) DATE
07/27/2018

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE

Electronically Signed

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that

other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correclion are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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*[For ESRD Facilities at §494.62(b}).] Policies and
procedures. The dialysis facil'ty must develop and
mplement emergency preparedness policies and
procedures, based on the emergency plan set
forth in paragraph (a) of th s section, risk
assessment at paragraph (a)(1) of this sect'on,
and the communication plan at paragraph (c) of
this section. The pol cies and procedures must be
reviewed and updated at least annua ly. These
emergencies include, but are not limited to, fire
equipment or power failures, care-related
emergenc'es, water supply interruption, and
natura disasters likely to occur in the facility's
geographic area.

This REQUIREMENT is not met as evidenced

by:
Based on staff interviews, the surveyor Submission of this response and Plan of
determined that the facility's emergency plan did Correction is not a legal admission that a
not address procedures necessary for resident deficiency was correctly cited. Itis not to
care staff to provide continuing care to residents be construed as an admission of interest
in the case of evacuation of the facility. The against the facility, the Administrator,
procedures failed to address procedures for Director of Nursing or any employee,
communication and provision of supplies when agent, or other individuals who draft or
residents were evacuated. may be discussed in this response or the
Plan of Correction. In addition,
The surveyor reported the concerns to the preparation and submission of this Plan of
administrator and director of nursing during a Correction does not constitute an
summary meeting on 6/28/18. admission or agreement of any kind by

the facility of the truth of any facts alleged
nor the correction of any conclusions set
forth in this allegation by the survey
agency.

For the deficiencies cited during this
survey, this facility has developed and
implemented a facility-wide system to
assure correction and continued

compliance with the regulations. This
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E 013 | Continued From page 2
facility will provide a complete copy of the
deficiency list to the QAA Committee for
review and appropriate actions.

We would like you to accept this PoC as
our credible allegation of compliance.

Credible Allegation of Compliance

A. Policies and Procedures have been
written for resident care staff to provide
continuing care to residents if emergency
preparedness occurs.

B. Policy now addresses who is
responsible for communication and
provision of supplies when residents are
evacuated to maintain compliance in the
event of emergency preparedness.

C. The facility will audit monthly to ensure
fire equipment, power, water failure, care
related emergencies, during natural
disasters are in State and Federal
compliance. Inservices and drills will be
conducted by the maintenance
department with follow-up by the
Administrator.

D. Facility performance will be reviewed
monthly in the Q.A.A, process for
continued compliance by the Q.A. team
updates and changes wilt be monitored
also by the maintenance department,
Administrator, Director of Nursing and
Director of Professional Services.

The facility will be in substantial
compliance by August 11, 2018.
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INITIAL COMMENTS

An unannounced Medicare/Medicaid standard
survey was conducted 06/26/18 through
06/28/18. Corrections are required for
complance with 42 CFR Part 483 Federal Long
Term Care requirements. The Life Safety Code
survey/report will fo low. One complaint was
investigated during the survey.

The census in this 300 certified bed facil ty was
234 at the time of the survey. The survey sample
consisted of 36 current Resident reviews and 2
closed record reviews .

F 550 | Resident Rights/Exercise of Rights F 550 8/11/18
$5=D | CFR(s): 483.10(a)(1)(2)(b}(1)(2)

§483.10(a) Resident Rights.

The resident has a right to a dignified existence,
self-determination, and communication with and
access to persons and services inside and
outside the facility, inc uding those specified in
th s section.

§483.10(a)(1) Afacility must treat each resident
with respect and dignity and care for each
resident in a manner and in an environment that
promotes maintenance or enhancement of his or
her quality of life, recognizing each resident's
ndividuality. The facility must protect and
promote the rights of the resident.

§483.10(a)(2) The facility must provide equal
access to quality care regardless of diagnosis,
sever'ty of condition, or payment source. A facility
must establish and maintain identical policies and
practices regarding transfer, discharge, and the
provision of services under the State plan for all
residents regardless of payment source.
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483.10(b) Exercise of Rights.

he resident has the right to exercise his or her
ghts as a resident of the facility and as a citizen
r resident of the United States.

483.10(b)(1) The facility must ensure that the
r sident can exercise his or her rights without
i terference, coercion, discrimination, or repnsal
f om the facility.

§483.10(b)(2) The resident has the right to be
free of nterference, coercion, discrimination and
reprisal from the fac'lity in exercising his or her
nghts and to be supported by the facility in the
exerc se of his or her rights as required under this
subpart.

This REQUIREMENT s not met as evidenced
by:

Based on observation, staff interview and fac ity
document review the facility staff failed to respect
Resident rights for 1 of 38 Residents, #229.

The findings included:

For Resident #229 the fac ity staff failed to knock
on a closed room door pror to entering.

Resident #229 was adm tted to the facility on
10/15/14 and readmitted on 06 04/18. Diagnoses
included but not limited to coronary artery
disease, hypertension, gastroesophageal reflux
disease, urinary tract infection, hyperlipidem a,
hypothyroidism, arthritis, Alzheimer's d sease,
cerebrovascular accident, hemipleg a, seizure
disorder, depression and chron ¢ obstructive
pulmonary disease.

The most recent MDS (min mum data set) w th

Eel :8VZ911

PRINTED: 09/21/2018
FORM APPROVED
OMB NO. 0938-0391

A. Dignity for Resident #229 is being met
by establishing the importance in
knocking on the door prior to entrance to
maintain and protect a right to privacy.
CNA #1 was re-inserviced about knocking
on resident doors prior to entering their
room.

B. Social Services has conducted an
interview with all interviewable residents to

ensure compliance.

C. To ensure the deficient practice will not
recur, all staff has been re-inserviced to
knock on all resident doors, to introduce
themselves and to tell the resident what
they are there to do. Monthly resident
council meetings and resident interviews
will continue.
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and ARD (assessment reference date) of

06 11/18 coded the Resident as 12 of 15 in
section C, cognitive patterns. This is a significant
change MDS.

The surveyor spoke with the Resident on

06 27/18 at approximate y 1000. While the
surveyor was in the room with the Resident, the
Res'dent had requested the door to be closed. At
approx mately 1005, CNA (certified nurse's aide)
#1 opened the door and entered the room without
knocking or asking permission from the Resident.
Surveyor asked the Resident if CNA’s usually
knocked on the door prior to entering, and he
stated, "some do, some don't".

The surveyor spoke with the DON (director of
nursing) on 06/27/18 at approximately 1500
regard ng the CNA knocking or asking permission
to enter room and DON stated that CNA shou d
have knocked before entering room. DON also
stated that she would re-educate the CNA on
Resident's rights.

The surveyor requested and was provided with a
faci 'ty policy entitled "Resident's Rights" which
read in part "Provide Privacy: Knock on
Resident's door before entering their room”.

The concern of the CNA not knocking on the

Res dent's door was discussed with the
administrative team during a meeting on 06/28/18
at approx mately 1255.

No further information was prov'ded prior to exit.
F 578 | Request/Refuse/Dscntnue Trmnt;Form te Adv Dir
§5=D | CFR(s): 483.10(c)(B)(B)NQN12)()-(v)

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

F 550

F 578

PRINTED: 09/21/2018
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(X3) DATE SURVEY
COMPLETED

o]
06/28/2018

STREET ADDRESS, CITY, STATE, ZiP CODE
300 BLUE RIDGE STREET
MARTINSVILLE, VA 24112

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

X5)
COMPLETION
DATE

D. Nursing staff was re-inserviced during
the survey to knock on residents  doors.
All other staff wi be re-inserviced to
knock on residents doors. The
Administrator, Director of Professional
Services, Director of Nursing, unit
coordinators and Quality Assurance Team
members will monitor for knocking on
doors daily.

The facility will be in substantial
compliance by August 11, 2018.

8/11/18
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§483.10(c}(6) The right to request, refuse, and/or
discontinue treatment, to participate in or refuse
to participate in experimental research, and to
formulate an advance directive.

§483.10(c)(8) Nothing in this paragraph should be
construed as the right of the resident to receive
the provision of medical treatment or medical
services deemed medically unnecessary or
inappropriate.

§483.10(g)(12) The facility must comply with the
requirements specified in 42 CFR part 489,
subpart | (Advance Directives).

(i) These requirements include provisions to
inform and provide written information to all adult
residents concerning the right to accept or refuse
medical or surgical treatment and, at the
resident's option, formulate an advance directive.
(ii) This includes a written description of the
facility’s policies to implement advance directives
and applicable State law.

(iii) Facilities are permitted to contract with other
entities to furnish this information but are still
legally responsible for ensuring that the
requirements of this section are met.

(iv) If an adult individual is incapacitated at the
time of admission and is unable to receive
information or articulate whether or not he or she
has executed an advance directive, the facility
may give advance directive information to the
individual's resident representative in accordance
with State Law.

{v) The facility is not relieved of its obligation to
provide this information to the individual once he
or she is able to receive such information.
Follow-up procedures must be in place to provide
the information to the individual directly at the
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appropriate time.
This REQUIREMENT is not met as evidenced
by:

Based on staff interview and clinical record
review the facility staff failed to ensure code
status was correct for 4 of 36 Residents, #90, #1,
#232 and #226.

The findings included:

1. For Resident #90 the facility staff failed to
ensure code status was correct.

Resident #1 was admitted to the facility on
11/08/17. Diagnoses included but not limited to
anemia, congestive heart failure, hypertension,
hyperlipidemia, dementia, and anxiety.

The most recent MDS (minimum data set) with
an ARD (assessment reference date) of 04/27/18
coded the Resident as 15 of 15 in section C,
cognitive status.

The Resident's clinical record was reviewed on
06 26/18. It contained a Virginia Department of
Health DDNR (durable do not resuscitate) form,
which was completed, signed and dated by the
physician and the Resident's authorized
representat ve. The clinical record also contained
a signed physician's order summary for the
month of June, which listed the Resident's code
status as "full code".

The surveyor spoke with the DON (director of
nurs ng) on 06/27/18 at approximately 1435
regarding Resident #'90's code status. Surveyor
asked the DON if the POS (Physician's Order
Sheet) should indicate the Resident's code status
and DON stated, "They shouid match”.
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PROVIDER'S PLAN OF CORRECTION 5
(EACH CORRECTIVE ACTION SHOULD BE COMPLETION

CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

A. Corrective acton has been
accomplished for Resident #90, Resident
#1, Res'dent #232, and Resident #226.
These residents have been placed on Do
Not Resusctate status.

B. Aud'ts on al units of all residents with
Do Not Resuscitate status have been
accomplished and are in compliance with
physic an s orders to prevent
re-occurrence. Persons assisting in the
audits were the MDS team, unit

coord nators, Director of Nursing and
Director of Professional Services.

C. To ensure the deficient practice does
not oceur again, the facility will be
performing a month y monitoring of audits
on all new admissions and those
residents with change 'n cond'tion. We
have a new system called the Red Dot
System in which a red dot will be p aced
at each resident s name which identifies
Do Not Resuscitate accuracy. This will be
updated with change in status by the
charge nurses and un't coordinators.

D. The facility will monitor its
performance to ensure continued
compliance through audits weekly and
monthly and with change in condition.
These audits will be turned in to the QAA
team monthly to maintain compliance.
Director of Nursing, Director of
Professional Services and Administrator
will follow up on audits monthly.
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The DON and DPS (director of professional The facility will be in substantial
services) provided the surveyor with a copy of compliance by August 11, 2018,

corrected physician's order summary for Resident
#90 on 06/28/18 at approximately 0830. The DPS
stated that they had completed a full audit of all
clinical records to ensue code status was correct
for each Resident and provided survey with a
copy of the audit.

The concern of the incorrect code status was
discussed with the administrative team during a
meeting on 06/28/18 at approximately 1255.

No further information was provide prior to exit.

2. For Resident #1 the facility staff failed to
ensure code status was correct.

Resident #1 was admitted to the facility on
02/01/17 and readmitted on 02/15/18. Diagnoses
included but not limited to hypothyroidism,
hyperlipidemia, dementia, depression, anxiety,
hypertension, pneumonia, hyperlipidemia,
dementia, malnutrition, anxiety, depression, and
chronic obstructive pulmonary disease.

The most recent MDS (minimum data set) with
an ARD (assessment reference date) of 03/13/18
coded the Resident as 9 of 15 in section C,
cognitive patterns. This is a quarterly MDS.

Resident #1's clinical record was reviewed on
06/27/18. It contained a face sheet which was
checked as DNR (do not resuscitate). The clinical
record also contained a signed POS (physician's
order summary) dated 05/29/18, which read in
part "05/09/18 Code Status: Full Code". The
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surveyor could not locate a Virginia Department
of Health DDNR (durable do not resuscitate) form
in the cl nical record.

The surveyor spoke with the DON on 06/27/18 at
approximately 1435 regarding Resident #1's code
status. DON stated that Res dent #1 should be
DNR. Surveyor showed the DON the face sheet
and the POS, and the DON stated, "They should
match”.

On 06/27/18 at approximately 1520, MDS
coordinator informed the surveyor that the
Resident been out to hosp'tal recently. Prior to
that, the code status correct on POS. The

Res dent's DDNR form had been placed in
discharge record while she was in hospital and
when Resident was re-admitted, "full code” was
written on POS in error and sent to pharmacy.
MDS coordinator provided the surveyor with a
copy of signed and dated VOH DDNR form for
Resident #1.

The DON and DPS (director of professional
services) provided the surveyor with a copy of
corrected physician's order summary for Resident
#1 on 06/28/18 at approximately 0830. The DPS
stated that they had completed a full audit of all
clinica records to ensue code status was correct
for each Resident and provided survey with a
copy of the audit. .

The concern of the incorrect code status was
discussed with the administrative team during a
meeting on 06/28/18 at approximately 1255.

No further information was provide prior to exit.
3. The facility staff failed to have the correct code
status documented for Resident #232.
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Resident #232 was admitted to the facility on
2/12/15 with the following diagnoses of, but not
limited to atrial fibrillation, high blood pressure,
arthritis, diabetes, Alzheimer's disease, anxiety
disorder and psychotic disorder. On the
significant change MDS (Minimum Data Set) with
an ARD (Assessment Reference Date) of 6/1/18,
the resident was coded as having a BIMS (Brief
Interview for Mental Status) score of 10 out of a
possible score of 15. Resident #232 was also
coded as requiring extensive assistance of 1 staff
member for dressing, personal hygiene and being
totally dependent on 1 staff member for bathing.

On 06/27/18 at 4:09 pm, the surveyor reviewed
the clinical record of Resident #232. In this
review, it was noted that on the Physician Order
Sheet dated for 5/1/18, the resident was
documented as being a "Full Code". The
resident's face sheet in the electronic clinical
record has Full Code marked with a check beside
of it. The surveyor also noted during the paper
chart clinical record review, the resident had a
"Durable Do Not Resuscitate Order" dated for
2/18/18 and signed by the doctor and the
resident's representative. The surveyor notified
LPN (licensed practical nurse) #1 of the above
documented findings at 4:30 pm.

On 6/28/18 at 12:42 pm, the surveyor notified the
administrative team of the above documented
findings.

At 1:30 pm, the director of nursing provided a
copy of a physician order dated for 6/28/18 which
stated, "D/C (discontinue) Full Code Status
triangle sign (for change) to DNR".
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No further information was provided to the
surveyor prior to the exit conference on 6/28/18.

4. The facility staff failed to have the correct code
status documented for Resident #226.

Resident #226 was readmitted to the faci ity on
3/21/18 with the following diagnoses of, but not
limited to anemia, coronary artery disease, high
blood pressure, diabetes, dementia and
depression. On the significant change MDS
{Minimum Data Set) with an ARD (Assessment
Reference Date) of 3/27/18, the resident was
coded as having a BIMS (Brief Interview for
Mental Status) score of 8 out of a poss ble score
of 15. Resident #226 was also coded as
requiring extensive assistance of 1 staff member
for dressing and personal hygiene and being
totally dependent on 1 staff member for bathing.

The surveyor conducted a clinical record review
of Resident #226's paper and electronic chart on
6/27/18. During this rev ew, it was noted that in
the paper chart there was a "Durable Do Not
Resuscitate Order” that was signed and dated for
3/14/17. The surveyor a so reviewed the
electronic chart and it was noted that Code Status
was marked as "Ful Code".

At 2:05 pm, the surveyor notified LPN (Licensed
Practical Nurse) #1 of the above documented
findings. LPN #1 reviewed the electronic chart

a ong with the paper chart. LPN #1 stated,
*These don't match. | see what you were saying.”

At 3:30 pm, the surveyor notified the drector of
¢ inical services of the above documented

findings.

No further information was provided to the
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surveyor prior to the exit conference on 6/28/18.

F 641 | Accuracy of Assessments
ss=£ | CFR(s): 483.20(g)

§483.20(g) Accuracy of Assessments.

The assessment must accurately reflect the
resident's status.

This REQUIREMENT is not met as evidenced
by:

Based on staff interview and clinical record
review, it was determined that the facility staff
failed to ensure complete and accurate Minimum
Data Set (MDS) assessments for 6 of 38 in the
sample survey, Resident #62, Resident #71,
Resident #228, Resident #226, Resident #10 and
Resident #88.

The Findings Included:

1. For Resident #62 the facility staff failed to
code/capture a diagnosis of Bipolar in Section |.
Active Diagnoses 5900. on a Quarterly Minimum
Data Set (MDS) assessment with an Assessment
Reference Date (ARD) OF 4/16/18.

Resident #62 was a 76 year old female who was
admitted on 11/23/09. Admitting diagnoses
included, but were not limited to the following:
hyperthyroidism, bipolar disease, neuropathy,
hypertension, contracture and cerebral infarct due
to unspecified occlusion or stenosis of
unspecified cerebral artery.

The most current Minimum Data Set (MDS)
assessment located in the clinical record was a
Quarterly MDS assessment with the Assessment
Reference Date (ARD) of 4/16/18. The facility
staff coded that Resident #62 had a Cognitive
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A. The MDS Assessment will accurately
reflect the status for Residents #63, #71,
#228, #226, #10 and #88. Corrective
action has been accomplished for
Resident #62. Diagnosis of Bipolar was
corrected and a copy provided to the
survey team. Resident#71 MDS has
been corrected and coded a fall; this was
provided to the survey team. Resident
#228 MDS was corrected and aspirin
has been removed from the MDS as an
anticoagulant. Resident#10 MDS was
corrected and aspirin has been removed
from the MDS as an anticoagulant.
Resident #8 MDS was corrected and
aspirin has been removed from the MDS
as an anticoagulant. Corrections were
provided to the survey team before exit.
Resident #226 MDS$ Section K0310 now
reflects proper coding of weight loss;
dashes are not used.

B. An audit review of all residents
medical records of the MDS has been
completed for dietary, anticoagulants, falls
on all residents having the potential to be
affected by the same deficient practice.
Re-inservicing has been completed.

06/28/2018

(X5}
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Summary Score of 5. The facility staff also coded C. To ensure the deficient practice will not

that Resident #62 required total nursing care (4/3) recur, the following measures will be put

for Activit'es of Daily Living (ADL's). In Section I. into place. A review of all charts will be

Active Diagnoses, the facility staff did not conducted by the MDS Coordinator and

code/capture the diagnosis of Bipo ar in |. 5900 MDS nursing staff to identify other

Manic Depression (Bipolar Disease). residents having the potential to be
affected by the same deficient practice.

On June 27, 2018 at 8:28 a.m., the surveyor This review will include emphasis on

reviewed the clinical record. Review of the correct documentation that accurately

clinical record produced the face sheet that reflects the resident s status. Reviewed

documented that Resident #62 had a diagnosis of results will be collected by the Director of

being Bipo ar. Review of the clinica record also Nursing and Director of Professional

produced physician visits dated 3/6/18 and 5/9/18 Services monthly and reported to the

that documented that Resident #62 had a quarterly Q.A. Committee. MDS Director

diagnosis of Bipolar. and Director of Nursing have re-inserviced
alt MDS Coordinators and Dietary Service

On June 27, 2018 9:00 a.m., the surveyor notified Manager.

the Unit Manager (UM}, who was a Licensed

Practica Nurse (LPN), that Resident #62's D. Senior nursing staff, ncluding all unit

Quarterly MDS with the ARD of 4/16/18 was coordinators, MDS nurses and dietary

ncorrect. The surveyor reviewed the ¢ inical were re-'nserviced on the necessity of the

record with the UM. The surveyor specifically MDS assessment and how it must

pointed out that Resident #62 had diagnoses of accurately reflect the resident s status.

being Bipolar. The surveyor then reviewed the This will be monitored weekly/monthly by

Quarterly MDS with the ARD of 4/16/18. The the Q.AA. team.

surveyor specifica ly pointed out that Section I.

Act've Diagnoses .5900 was not coded/captured The facility will be in substantia

for the d'agnoses of Bipolar. The LPN stated she comp iance by August 11, 2018.

would do a correction to the Quarterly MDS.

On June 28, 2018 at 12:40 p.m., the survey team

met w'th the Chief Executive Officer (CEO),

Adm nistrator, Director of Nursing (DON) and

D rector of Profession Services (DOPS). The

surveyor notified the Administrative Team (AT)

that Resident #62 s Quarterly MDS with the ARD

of 4/16/18 was inaccurate. The surveyor notified

the Administrative Team that Res dent #62's

Quarter y MDS with the ARD of 4/16/18 was not
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coded to capture the diagnosis of Bipolar in
Section | 5900.

No additional information was provided prior to
exiting the facility as to why the facility staff failed
to ensure a complete and accurate MDS
assessment for Resident #62.

2. For Resident #71 the facility staff failed to
capture/code a fall on the Admission Minimum
Data Set (MDS) assessment with the
Assessment Reference Date (ARD) OF 4/10/18.

Resident #71 was a 59 year old female who was
admitted on 4/3/18. Admitting diagnoses
included, but were not limited to: Meralgia
parasthetica of the right lower limb, chronic pain,
hypertension and unspecified abnormalities of
gait and mobility.

The most current Minimum Data Set (MDS)
assessment located in the clinical record was an
Admission MDS assessment with an Assessment
Reference Date (ARD) of 4/10/18, The facility
staff coded that Resident #71 had a Cognitive
Summary Score of 18. The facility staff also
coded that Resident #71 required limited (2/2) to
total nursing care (4/3) with Activities of Daily
Living (ADL's). In Section J. Health Conditions
1800. the facility staff coded that Resident #71
had not had any recent falls.

On June 26, 2018 at 2:31 p.m., the surveyor
reviewed Resident #71's 's clinical record. Review
of the clinical record produced a facility fax to the
physician that documented that Resident #71 had
a fall on 4/7/18.

On June 26, 2019 at 3:09 p.m., the surveyor
notified the Unit Manager (UM), who was a
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Licensed Practical Nurse {LPN), that Resident
#71's Admission MDS with the ARD of 4/10/18
was incorrect. The surveyor reviewed Resident
#71's clinical record with the UM. The surveyor
pointed out the physician fax on 4/7/18 that
documented Resident #71's fall. The surveyor
then reviewed the Admission MDS with the UM.
The surveyor specifically reviewed Section J of
the MDS. The surveyor pointed out that the fall
was not coded in Section J. 1800 Falls. The
surveyor notified the UM that the facility staff had
coded no falls.

On June 28, 2018 at 12:40 p.m., the survey team
met with the Chief Executive Officer (CEO),
Administrator, Director of Nursing (DON) and
Director of Profession Services (DOPS). The
surveyor notified the Administrative Team (AT)
that Resident #71's Admission MDS with the ARD
of 4/10/18 was inaccurate. The surveyor notified
the Administrative Team that Resident #71's
Admission MDS was not coded to capture
Resident #71's fal on 4/7/18.

No additional information was provided prior to
exiting the facility as to why the faci ity staff failed
to ensure a complete and accurate MDS
assessment for Resident #71.

3.For Resident #228 the faci ity staff incorrectly
coded Aspirin as an anticoagulant in Section N.
Medications on an Annual Minimum Data Set
(MDS) assessment with the Assessment
Reference Date (ARD) of 6/14/18.

Resident #228 was a 67 year old fema e who was
admitted on 7/7/05. Adm'tting diagnoses
included, but were not limited to the following:
Keratoconjunctivitis, hypertension, dysphasia,
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pain and unsteadiness on feet.

The most current Minimum Data Set (MDS)
assessment located in the clinical record was an
Annual MDS assessment with the Assessment
Reference Date (ARD) of 6/14/18. The facility
staff coded that Resident #228 had a Cognitive
Summary Score of 15. The facility staff also
coded that Resident #228 required limited (2/2) to
extensive assistance (4/2) with CTIVITIES OF
Daily Living (ADL's). In Section N. Medications,
the facility staff coded that Resident #228
received 7 days of an anticoagulant.

On June 27, 2018 at 9:06 a.m., the surveyor
reviewed Resident #228's clinical record. Review
of the clinical record did not produce a physician
order for an anticoagulant. Signed physician
orders included an order for “ASPIRIN 81 MG
CHEWABLE TABLET (FOR ASPIRIN 81 MG
CHEWABLE TA (tablet) 1 TABLET BY MOUTH
DAILY DX (diagnoses): PROPHYLAXIS." (sic)

On June 27, 2018 at 9:30 a.m., the surveyor
notified the Unit Manager (UM), who was a
Licensed Practical Nurse (LPN), that Resident
#228's Annual MDS with the ARD of 6/14/18 was
incorrect. The surveyor notified the UM that the
Annual MDS was coded that Resident #228
received 7 days of an anticoagulant. The
surveyor informed the UM that Resident #228
was not on an anticoagulant. The surveyor
reviewed the clinical record with the UM. The
surveyor then reviewed the Annual MDS with the
ARD of 6/14/18 with the UM. The UM stated she
had coded the Aspirin as an anticoagulant. The
surveyor informed the UM that Aspirin was not an
anticoagulant. The UM stated she would do a
correction on the Annual MDS assessment with
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the ARD of 6/14/18.

On June 28, 2018 at 12:40 p.m., the survey team
met with the Chief Executive Officer (CEO),
Adm’nistrator (Adm), Director of Nursing (DON}
and Director of Profession Services (DOPS). The
surveyor notified the Admin strative Team (AT)
that Resident #228's Annual MDS with the ARD of
6/14/18 was inaccurate. The surveyor notified
the Admin strative Team that Resident #228's
Annua MDS was coded that she rece’'ved 7 days
of an anticoagulant. The surveyor notified the AT
that Resident #228 was on Aspirin and that
Aspirin was not an anticoagulant.

No additiona information was prov'ded prior to
exiting the facility as to why the facility staff failed
to ensure a complete and accurate MDS
assessment for Resident #228.

4. The facility staff failed to complete an accurate
MDS (Minimum Data Set) for Resident #226.

Resident #226 was readmitted to the facility on
3/21/18 with the following diagnoses of, but not
lim ted to anemia, coronary artery disease, high
blood pressure, diabetes, dementia and
depression. On the significant change MDS
(Minimum Data Set) with an ARD (Assessment
Reference Date) of 3/27/18, the resident was
coded as having a BIMS (Brief Interview for
Mental Status) score of 8 out of a possible score
of 15. Resident #226 was also coded as
requiring extensive assistance of 1 staff member
for dressing and personal hygiene and being
totally dependent on 1 staff member for bathing.

The surveyor performed a clinical record review
on Resident #226 on 6/26/18. At this tme, the
surveyor noted that on the MDS with an ARD of
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3/27/18 under Section K0300 concerning weight
loss of 5% or more in the last month or a loss of
10% or more in the last 6 months, this was
answered with a dash in the box. Under Section
K0310, concerning weight gain of 5% or more in
the last month or gain of 10¥ or more in the last
6 months, this was also answered with a dash in
the box.

The surveyor notified the dietary manager of the
above documented findings at 1:30 pm. The
dietary manager stated, "This resident refuses to
be weighed so | put dashes in these boxes
because of that.”

The surveyor also notified MDS nurse #1 of the
above documented findings at 2:30 pm.

On 6/27/18 at 8:30 am, the MDS nurse #1
returned to the surveyor and stated, "You were
right. Those boxes should had been answered
using the key that was provided and not w th the
dashes.”

At 11 am, the MDS nurse #1 returned to the
surveyor and provided copies of Section K on the
MDS that had been resubmitted with correct ons
made to the above documented areas n Secton
K0300 and K0310.

On 6/28/18 at 12:45 pm, the surveyor not fied the
administrative team of the above documented
findings.

No further information was provided to the
surveyor prior to the exit conference on 6/28/18.
5. The facility staff improperly coded on MDS that
Resident # 10 was on an anticoagulant.
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Resident # 10 is an 87-year-old-female who was
origina ly adm'tted to the facility on 4/28/14, with a
readmission date of 1/3/15. Diagnoses included
but not limited to: dementia with behavioral
disturbance, hypertens on, atral fibr llation, and,
glaucoma.

The clinical record for Resident # 10 was
reviewed on 6/27/18 at 9:20 am. The most recent
MDS (minimum data set) assessment was a
quarterly assessment with an ARD (assessment
reference date) of 3/22/18. Sect'on C of the MDS
assesses cognitive patterns. In Section C1000,
the facility staff documented that Resident # 10's
cognitive status is severely ‘mpaired. Section N of
the MDS assesses med cations. In Section
N0410, the facility staff documented that Resident
# 10 had received an anticoagulant for 7 days

dur ng the lookback period of the 3/22/18 ARD.

The current plan of care for Resident # 10 was
reviewed and revised on 3/22/18. The facility staff
documented a problem area for Resident # 10 as
"Resident # 10 has the DX (diagnosis) of: CHF
(congestive heart failure), HTN (hypertension),
Chronic ischemic heart disease, & CAD (coronary
artery disease) which all makes her at risk for
card ac distress." Interventions included but are
not lim ted to: "Administer medications as
ordered, monitor for any adverse reactions and
notify the MD (medical doctor) as needed.”

The physician signed the current orders for
Resident # 10 on 5/13/18. Resident # 10 has
current orders for "Aspirin 81 mg {milligram)
chewable tablet, 1 tablet by mouth daily with
breakfast.' Upon further review of the current
physic an's orders and the physician's orders for
March of 2018, this surveyor did not locate any
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orders for anticoagulant medications.

On 6/27/18 at 9:28 am, the surveyor spoke with
unit coordinator # 1 and director of professional
services about the aspirin being coded as an
anticoagulant for Resident # 10 when it should
not have been. Unit coordinator # 1 stated, "We
will get it corrected.”

On 6/28/18 at 12:30 pm, the MDS director
provided the surveyor with a validation report that
Section N of the MDS with 3/22/18 ARD had been

corrected to reflect that the resident did not
receive any anticoagulants.

On 6/28/18 at 12:54 pm, the administrative team
was made aware of the findings as stated above.

No further information was provided to the survey
team prior to the exit conference on 6/28/18.

6. The facility staff improperly coded on the MDS
that Resident # 88 was on an anticoagulant.

Resident # 88 is a 55-year-old-male who was
originally admitted to the facility on 8/15/12, with a
readmission date of 1/22/18. Diagnoses included
but were not limited to: major depressive
disorder, seizures, cerebrovascular disease, and
hypertension.

The clinical record for Resident # 88 was
reviewed on 6/26/18 at 11:11 am. The most
recent MDS (minimum data set) assessment was
a quarterly assessment with an ARD
(assessment reference date) of 4/27/18. Section
C of the MDS assesses cognitive patterns. In
Section C0500, the facility staff documented that
Resident # 88 had a BIMS (brief interview for
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mental status) score of 7 out of 15, which
indicates that Resident # 88's cognitive status 's
severely impaired. Section N of the MDS
assesses medications. In Section N0410, the
facility staff documented that Resident # 88 had
received an anticoagulant for 7 days during the
lookback period for the 4/27/18 ARD.

The current plan of care for Resident # 88 was
reviewed and revised on 4/30/18. The facility
staff has documented a problem area as
"Resident # 88 has had a CVA (cerebrovascular
accident)/ TIA (transient ischemic attack) in the
past and is at risk for recurrence.” Interventions
include nut are not limited to: "Administer
medications as ordered, monitor for any adverse
reactions and notify the MD {medical doctor) as
needed."

The physician signed the current orders for
Resident # 88 on 6/9/18. Resident # 88 has a
current order fo "Aspirin EC (enteric coated) 81
mg (milligram) tab et, 1 tablet by mouth daily with
breakfast.” Upon further review of the orders and
the orders from April 2018, the surveyor could not
ocate any orders for anticoagulants.

On 6/26/18 at 1:39 pm, the surveyor spoke with
unit coordinator # 1. The surveyor and unit
coordinator # 1reviewed Section N of the MDS
where Resident # 88 has been coded as
receiving an anticoagulant. The surveyor asked
unit coordinator # 1 what anticoagulant Resident
# 88 was receiving. Unit coordinator # 1reviewed
the physician's orders for Resident # 88 and
stated, "He is on aspirin." The surveyor informed
unit coordinator # 1 that aspirin should not be
coded on the MDS as an anticoagulant. Unit
coordinator # 1 stated that she would check into it
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and get back with the surveyor.

On 6/26/18 at 1:52 pm, unit coordinator # 1 stated
to the surveyor "I'm sorry, | made a mistake.”
"(Employee name withheld) is going to correct it
now."

On 6/27/18 at 1:50 pm, the MDS director
presented the surveyor with a validation report
that the Section N on the MDS with the ARD of
4/27/18 had been corrected to reflect that
Resident # 88 had not received any
anticoagulants during the lookback period.

On 6/28/18 at 12:50 pm, the administrative team
was made aware of the findings as stated above.

No further information was provided to the survey
team prior to the exit conference on 6/28/18.

F 657 | Care Plan Timing and Revision F 657 8/11/18
$8=D | CFR(s): 483.21(b)(2)(i)-(iii)

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

(i) Developed within 7 days after completion of
the comprehensive assessment.

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

(A) The attending physician.

(B) A registered nurse with responsibility for the
resident.

(C) A nurse aide with responsibility for the
resident.

(D) A member of food and nutrition services staff.
(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
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medical record if the participation of the resident
and their resident representative is determined
not practicable for the development of the
resident’s care plan.

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

(iiijReviewed and revised by the interdiscipl'nary
team after each assessment, including both the
comprehensive and quarterly review
assessments.

This REQUIREMENT is not met as evidenced
by:

Based on staff interview, clinical, record review,
and facility document review, the facility staff
failed to include the necessary interdisciplinary
team members in the care planning process for 1
of 38 Residents in the fina survey samp e
Resident # 88,

The fndings included:

The facility staff failed to ensure that a nurse aide
with responsibility to the Resident was inc uded in
the care p anning process for Resident # 88.

Resident # 88 is a 55-year-old-male who was
origina ly admitted to the faci 'ty on 8/15 12, with a
readm'ssion date of 1/22/18. Diagnoses n¢ uded
but were not I'mited to: major depressive
disorder, seizures, cerebrovascular disease, and
hypertension.

The clinical record for Res dent # 88 was
reviewed on 6/26/18 at 11:11 am. The most
recent MDS (minimum data set) assessment was

a quarterly assessment with an ARD
(assessment reference date) of 4/27/18. Secton

C of the MDS assesses cognitive patterns. In
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A. Corrective action has been
accomplished for those residents found to
have been affected by the deficient
practice. Audits have been completed by
the Unit Coordinators and MDS staff.
Resident #88 Care Plan does show that
all care plan disciplines are aware of the
Plan of Cars.

B. Residents moving forward from the
date of exit will show nurse aide with the
responsibility for the resident and will be
aware of the Plan of Care with signature.
Certified Nursing Assistants (CNA) will
review the Plan of Care with Unit
Coordinators and MDS team that is
current.

C. The MDS will be prepared by an
interdisciplinary team that invites the CNA
caring for that resident to attend the Care
Plan meeting. Re-inservicing has been
completed with all nursing staff and Social
Service Director.

D. To ensure that the deficient practice
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i
e last care plan conference for Res dent # 88.
social services director retrieved a paper
the clinical record of Resident # 88. The
re Plan Conference Summary" sheet for
sident # 88 that the social services director
sented to the surveyor was undated and had 3
natures documented on the sheet. The
rveyor verified with the social services director
at this was the log from Resident # 88's most
cent care plan. Social services director
onfirmed that it was. The surveyor asked the
ocial services director to verify the signatures
ritten on the sheet. The social serv ces director
onfirmed that one signature was his own and the
thers were the unit coordinator #1 and the
ietary manager. The surveyor asked the social
ervices director if CNA staff is involved n the
are planning process. The social services
irector stated to the surveyor "Not usually. if
o have a particular problem we can pull them
in.

On 6/26/18 at 3:09 pm, the surveyor spoke with
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Section C0500, the facility staff documented that
Resident # 88 had a BIMS (brief interview for
mental status) score of 7 out of 15, which
indicates that Resident # 88's cognitive status ‘s
severely impaired.

On 6/26/18 at 11:46 am, the surveyor spoke with
the social services director and asked who
participated on the care plan team when
preparing and revising the care plans for
Resident # 88. The social services director stated
to the surveyor that letters are sent out to invite
the responsible party to the meetings and that the
unit coordinator, social services, and d etary staff
are usually in the meetings. The surveyor
requested to see venfication of who partic pated
in th
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does not recur, the MDS Director, unit
coordinators, Director of Nursing and
Director of Professional Services will
monitor Care Plan meetings that are
scheduled for continued compliance
weekly/monthly.

The facility will be in substantial
compl ance by August 11, 2018.
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the social services director regard ng the
interdisciplinary team that develops the plan of
care for Resident # 88. The surveyor informed
the social services director that the
interdisciplinary team that must include a nurse
aid with responsibility to the resident. The social
services director stated, "l wasn't aware of that."

On 6/27/18 at 9:55 am, the social services
presented the surveyor with the facility policy on
"Care Planning - Interdisciplinary Team.” Within
the policy, there is documentation that includes
but is not limited to: " ...2. The care plan is based
on the resident's comprehensive assessment and
is developed by a Care Planning/Interd'scip inary
Team, which includes, but s not necessarily
imited to the following personnel:

h. Nursing assistants responsible for the
resident's care (if applicable); ..."

On 6/28/18 at 12:50 pm, the administrative team
was made aware of the findings as stated above.

No further information was provided to the survey
team prior to the exit conference on 6/28/18.
ADL Care Provided for Dependent Residents
CFR(s): 483.24(a)(2)

F 877
§8=D

§483.24(a)(2) A resident who 's unable to carry
out activities of dai y living receives the necessary
services to maintain good nutrition, grooming, and
persona and oral hygiene;

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview and clinical
record review, it was determined that the facility
staff failed to provide fingernail care to a
dependent resident for 1 of 38 Residents in the
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A. Corrective action has been
accomplished for resident #151; nails
have been trimmed and nail care provided
weekly or when needed.
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sample survey, Resident #151.

The Findings Included:

Resident #151 was an 87 year old male who was
originally admitted on 7 24/13 and readmitted on
3/16/16. Admitting diagnoses included, but were
not limited to: anxiety, sleep apnea, chronic pain,
heart failure, hypertension, chronic obstructive
pulmonary d'sease and oxygen dependence.

The most current Minimum Data Set (MDS)
assessment located in the clinical record was an
Annual MDS assessment with an Assessment
Reference Date (ARD) of 5/21/18. The facility
staff coded that Resident #151 had a Cognitive
Summary Score of 15. The facility staff also
coded that Res dent #151 required extensive
(3/2) to total nursing care (4/3) with Activit es of
Daily Living (ADL's). The fac lity staff coded that
Resident #151 requ red total nursing care (4/2)
with personal care.

On June 26, 2018 at 8:26 a.m., the surveyor
observed Resident #1561 lying in bed and
sleeping. The surveyor observed that Resident
#151's fingernails were very long and brown
debris under the free edge of the nail.

On June 26 2018 at 9:44 a.m., the surveyor
reviewed Resident #151's clinical record. Review
of the clinical record produced the
Comprehensive Care Plan. (CCP). The CCP
identified the following Problem, Goals and
Interventions. "Problem onset (name withheld) is
at risk for self care deficit, he needs assistance
with activities of daily living. He was chronic

obstructive pulmonary disease, respiratory
distress and CHF (congestive heart fa'lure). He
has Gout. Goal {resident name withheld) wil
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B. All residents have had their nails
checked and those found to be dirty or
so’led have been cleaned.

C. Re-inservicing on ADL care has been

completed by the unit coordinators

Director of Nursing, and Director of

Professional Services. Nail care is to be
rovided with each bath and will be
hecked by the licensed nurses, unt

ordinators, nursing superv sors, and

irector of Nursing.

Unit Coordinators and/or charge
es, supervisors, Director of Nursing
m members will monitor daily
rounds for continued
e and reviewed in the Q.AA.
nthly.

will be in substantial
by August 11, 2018.
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continus to participate and accomplish ADLs with
staff assistance and will be clean and well
groomed daily X (times) 90 days. Interventions
Nail care weekly and as needed.” (sic)

On June 27, 2018 at 8:08 a.m., the surveyor
observed Resident #151 up in the reclining
Geri-chair. The surveyor noted that Resident
#151 was feeding himself his breakfast and that
his nails were very long and had a brown debris
under the free edge of the fingernails.

On June 27, 2018 at 9:43 a.m,, the surveyor
observed that Resident #151 was up in the
reclining geri chair. Resident #151's fingernails
on both hands are very long, brownish debris
under free edge of the nails.

On June 27, 2018 at 9:46 a.m., the surveyor
asked for the Unit Manager (UM), who was a
Licensed Practical Nurse {LPN), to accompany
the surveyor to Resident #151's room. The
surveyor and UM went with surveyor to room.
The surveyor informed the UM that Resident
#151 had very long dirty fingernails. The surveyor
and UM stepped over to Resident #151's chair
side. The surveyor pointed out that Resident
#151's fingernails were very long and dirty. The
UM lifted Resident #151's right hand and asked
Resident #151 if the facility staff could cut his
nalls and Resident #151 stated, "I'd love for them
do to it." The UM stated she would get a staff
member to soak and cut the nails.

On June 27, 2018 at 12:12 p.m.,, the UM
approached the surveyor and stated that
Resident #151 declined to have his na'ls cut, but
he allowed them to soak and get them clean.
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83.25(s) Incontinence.
83.25(e)(1) The fac lity must ensure that
sident who is cont nent of bladder and bowel on
mission receives services and ass stance to
aintain continence unless his or her clinical
ndition s or becomes such that continence is
ot possible to maintain.

§483.25(e)(2)For a res dent with urinary
incontnence, 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 catheter zed unless the
resident’s clinical cond t on demonstrates that
catheterization was necessary,

(i) A resident who enters the faci ity with an
indwelling catheter or subsequently receives one
is assessed for removal of the catheter as soon
as possible unless the resident's cl n cal condition
demonstrates that catheterization is necessary;
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On June 28, 2018 at 12:40 p.m. the survey team
met w th the Chief Executive Officer (CEO),
Admin strator (Adm), Director of Nursing (DON)
and Director of Profession Services (DOPS). The
surveyor notified the Administrative Team (AT)
that Resident #151's fingernails were very long
and had a brown debris under the free edge of
the fingernails.

No additional information was prov'ded prior to
exiting the facility as to why the facility staff failed
to prov de fingemail care to Res dent #151.
Resident #151 was dependent on staff for
persona care.

Bowel Bladder Incontinence Catheter, UTI
CFR(s : 483.25(e)(1)-(3)
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(') A resident who is incontinent of bladder
receives appropriate treatment and services to
prevent urinary tract infections and to restore
continence to the extent possib e.

§483.25(e)(3) For a resident with feca
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 bowe function as
possible.

This REQUIREMENT s not met as evidenced
by:

Based on observation, staff interview, fac’lity
document review, clinical record review, and in
the course of a complaint investigation, the facility
staff failed to provide appropriate treatment and
services for care of a resident with a
clinically-justified ‘ndwelling catheter for 1 of 38
residents (Resident #184). Resident #184's
catheter tubing was observed touching the floor
during the initial pool observations.

The findings included:

The faci ity staff failed to ensure Res'dent #184's
indwelling Foley catheter tubing was not touching
the floor.

The clinical record of Resident #184 was
reviewed 6/26/18 through 6/28/18. Resident
#184 was admitted to the fac'lity 9/1/2012 and
readmitted 11/10/15 with diagnoses that included
but not limited to retention of urine, adult failure to
thrive, anorexia, central pain syndrome,
Gastro-esophageal reflux disease, pruritus,
pressure u cer (unspecified site), acute kidney

Event ID:8VZe11

F 690
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A. The facility will ensure that indwe ling
Foley catheters are anchored to decrease
pulling or dislodgement and to prevent
tubing from touching the floor for Resident
#184.

B. An all nursing staff re-inservice has
been completed by unit coordinators and
the Director of Nursing. This inservice wilt
prevent tubing from touching the floor and
will be monitored by charge nurses.

C. To ensure that the deficient practice
does not recur, a list of residents with
Foley catheters has been added to the
weekly/monthly Q.A. meeting for Q.A.
team members to monitor on Q.A. rounds.

D. Residents with indwelling catheters will
be monitored for continued compliance by
Q.A. team. Each member of the Q.A
team has been assigned to units to be
monitored and will be reviewed
weekly/monthly in the Q.A. meeting.
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failure, urinary tract infection, rash, and Areas out of compliance be re-inserviced .
bacteremia. on an ongoing basis.

Resident #184's quarterly minimum data set The facility will be in substantial
(MDS) assessment with an assessment compliance by August 11, 2018.
reference date (ARD) of 5/31/18 assessed the
resident with @ BIMS 'score of 14 out of 15.
Section H Bladder and Bowel was coded for an
indwelling catheter.

The current comprehensive care plan identified
Genitourinary as a concern with onset date of
1/3/18. Resident #184 has an indwelling Foley
catheter in place r/t (related to) neurogenic
bladder and is at risk'for infection.” The resident
has a hx (history) of UTIs (urinary tract infections)
is at high risk for recurrence. The resident pulls
at catheter tubing and anchor. Approaches:
Ensure leg bag is in place when OOB (out of
bed), ensure regular drainage bag is in place

l when in bed, Foley catheter care, Foley catheter
to siraight drainage, ensure privacy bag is in
place over regular drainage bag when in bed, and
ensure drainage tubing is secured to the leg.

Resident #184's June 2018 physician orders
included foley catheter care daily with soap and
water, irrigate twice a day with normal saline, and
change monthly and as needed.

During the initial tour on 6/26/18 at 8:14 a.m.,
Resident #184 was observed in bed, Foley
catheter in privacy bag but Foley tubing touching
floor. The surveyor showed the unit manager
licensed practical nurse #1 the Foley catheter
tubing touching the floor. L:P.N. #1 stated she
would take care of the concern. L.P.N. #1 was
asked if the Foley catheter tubing should be
touching the floor and she responded “No."
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L.P.N. #1stated the resident may have moved
around in the bed. The resident was observed to
be ab e to use the remote controls to raise and
lower the head of the bed; however, the bed is a
crank type of bed and staff are responsible for
raising and lowering the bed.

The surveyor nformed the director of nursing of
the above concern on 6/26/18 at 8:45 a.m. and
requested the facility policy on Foley catheter
care.

The surveyor reviewed the facility pol cy titled
' Catheter Care, Foley.” The policy focused only
on cleaning of the Foley.

The surveyor ‘nformed the administrator, the
director of nursing, and the director of
professional services of the above issue during a
meeting on 6/28/18 at 10:15 a.m. Both the DON
and DPS stated keeping the indwel ing Foley
tubing off the floor was a standard of
practice-basic nursing practice. The surveyor
asked for their standards of practice during the
meeting. The DON provided the surveyor with a
second policy currently being reviewed for
implementation. The po icy titled "Catheter Care,
Urinary" read in part "11. Be sure the catheter
tubing and drainage bag are kept off the floor.”
The DON and DPS provided the surveyor with the

urinary drainage bag package insert from
Medline. The insert read in part “3. Secure tubing
to sheet with bedsheet clamp.”

No further information was provided prior to the
exit conference on 6/28/18.

This s a complaint deficiency.
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Respiratory/Tracheostomy Care and Suctioning
CFR(s): 483.25(i)

§ 483.25(i) Respiratory care, including
tracheostomy care and tracheal suct oning.
The facility must ensure that a resident who
needs respiratory care, including tracheostomy
care and tracheal suctioning, s provided such
care, consistent with professional standards of
practice, the comprehensive person-centered
care plan, the residents’ goals and preferences,
and 483.65 of this subpart.

This REQUIREMENT is not met as ev'denced
by:

Based on observation, staff interview, clinical
record review, facility document review and in the
course of a complaint investigation it was
determined that the facility staff failed to maintain
oxygen equipment in a clean and sanitary manner
for 2 of 38 res dents in the survey sample,
Resident #62 and Resident #11.

Additionally, the facility staff failed to ensure that
oxygen was administered as ordered by the
physician for 1 of 38 Residents in the sample
survey, Resident #234.

The Findings Included:

1. For Resident #62 the facility staff failed to
store and maintained oxygen equipment in a
clean and sanitary manner.

Resident #62 was a 76 year old female who was
admitted on 11/23/09. Admitting diagnoses
included, but were not limited to the following:
hyperthyroidism, bipolar disease, neuropathy,
hypertension, contracture and cerebral infarct due
to unspecified occlusion or stenosis of
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A. The facility staff will follow physician
orders for oxygen management for
resident #234 and all other residents
receiving oxygen. For resident #234,
re-inservicing has been completed for all
nursing staff. For Residents #11 and #62,
a nursing re-inservice has been
completed on proper storage of oxygen
and nebulizers to prevent deficient
practice.

B. All residents having orders for oxygen
and nebulizer treatments will be placed on
the weekly/monthly Q.A.A. for monitoring
w th re-inservicing to all nursing staff on
proper oxygen storage and nebulizer
masks.

C. All licensed nurses have been
re-inserviced by the unit coordinators and
Director of Nursing for continued
compliance to prevent deficient practice
from reoccurring.

D To prevent reoccurrence, the residents
IVA 39 If continuation shest Page 33 of 63
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unspecified cerebral artery.

The most current Minimum Data Set (MDS)
assessment located in the clinical record was a
Quarterly MDS assessment with the Assessment
Reference Date (ARD) of 4/16/18. The facility
staff coded that Resident #62 had a Cognitive
Summary Score of 5. The facility staff also coded
that Resident #62 required total nursing care (4/3)
for Activities of Daily Living (ADL's).

On June 27, 2018 at 8:44 a.m,, the surveyor
made an initial tour of the facility. The surveyor
noted in Resident #62's room, oxygen equipment
was not stored in a clean and sanitary manner.
The surveyor observed a nebulizer mask lying in
a chair in-between Resident #62 s bed and her
roommate's bed. The nebulizer was not covered
or dated. The nebu izer was available for use.

On June 27, 2018 at 8:28 a.m., the surveyor
reviewed the clinical record. Review of the

cfnica record produced signed physician orders
for Resident #62. Signed phys cian orders did not
inc ude orders for oxygen or nebulizer treatments.

On June 27, 2018 9:00 a.m., the surveyor notified
the Unit Manager (UM), who was a L censed
Practical Nurse (LPN) that during nitia tour of the
facil'ty the surveyor observed a nebulizer lying in
a chair between Resident #62's bed and her
roommate’s bed. The surveyor not fied the UM
that the nebulizer was not covered or dated. The
surveyor notified the UM that the fac ity staff

fai ed to ensure that the nebulizer was not stored
in a clean and sanitary manner.

On June 28, 2018 at 12:40 p.m., the survey team
met with the Chief Executive Officer (CEO),
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on oxygen therapy and nebulizer
treatments wil be monitored by unit
coordinators and charge nurses on
walking rounds. This information will be
followed up by the Q.A team on daily
rounds with follow up in the
weekly/monthly Q.A. meeting. The
Director of Professiona Services, Director
of Nursing and Administrator will monitor
for continued compliance.

The facility will be in substantial
compliance by August 11, 2018.
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Administrator (Adm), Director of Nursing (DON)
and Director of Profession Services (DOPS). The
surveyor notified the Administrative Team (AT)
that on initial tour of the facility the surveyor
observed a nebulizer mask lying in a chair
between Resident #62 and her roommate's bed.
The surveyor notified the AT that the nebulizer
was not covered or dated. The surveyor notified
the AT that the nebulizer was not stored in a clean
and sanitary manner.

No additional information was provided prior to
exiting the facility as to why the facility staff failed
to store and maintain oxygen equipment in a
clean and sanitary manner in Resident #62's
room.

This is a complaint deficiency.

2. The facility staff failed to administer oxygen
was administrated by the physician order rate for
Resident #234.

Resident #234 was admitted to the facility on
12/20/16 with the following diagnoses of, but not
limited to anemia, high blood pressure, diabetes,
stroke, dementia, anxiety disorder and
depression. On the quarterly MDS (Minimum
Data Set) with an ARD (Assessment Reference
Date) of 3/14/18, the resident was coded as
having short term and long-term memory
problems and being severely impaired in daily
decision-making. Resident #234 was also coded
as being totally dependent on 1 staff member for
dressing, personal hygiene and bathing.

On 6/27/18 at 10:50 am, the surveyor observed
the resident's oxygen setting was at 2 ' liters/min
by nasal cannula. The surveyor reviewed the

clinical record and noted a physician order dated
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for 3/10/18, which stated, " ...02 (oxygen) at 2
liters/minute via (by) nasal cannula continuous ..."

At 10:54 am, the surveyor met a CNA (cert'fied
nursing assistant) pushing a shower bed with
Resident #234 on it. The surveyor asked the
CNA where the resident was going and she
stated, "To the shower room." The surveyor
asked the CNA where the resident's oxygen was
and the CNA stated, "I don't know." The surveyor
immediately went to the LPN (licensed practical
nurse) #1 and notified her of the above
documented findings. LPN #1 went to the CNA
and explained to her that the resident was on
continuous oxygen. LPN #1 went and obta'ned a
portable oxygen tank and connected it so the
resident would have oxygen being administered
as ordered while in the shower room.

On 6/28/18 at 12:45 pm, the surveyor not'fied the
administrative staff of the above documented
findings.

No further information was provided to the
surveyor prior to the exit conference on 6/28/18.
3. The facility staff failed to ensure that the
nebulizer mask for Resident # 11 was maintained
in a clean sanitary manner.

Resident # 11 is a 73-year-old-female who was
originally admitted to the facility on 12/6/13, with a
readmission date of 4/17/16. Diagnoses included
but are not limited to: dementia, type 2 diabetes
meliitus, hypertension, and mood disorder.

The clinical record for Resident # 11 was
reviewed on 6/26/18 at 9:52 am. The most recent
MDS (minimum data set) assessment was an
annual assessment with an ARD (assessment
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reference date) of 3/22/18. Section C of the MDS
assesses cognitive patterns. In Section C1000,
the facility staff documented that Resident # 11's
cognitive status is severely impaired.

Resident # 11 has a current order that was
initiated on 6/22/18 for "Duoneb q {every) 6h
(hours) prn (as needed) for congestion.”

On 6/26/18 at 8:29 am, during the initial tour of
the facility, the surveyor observed a nebulizer
mask on Resident # 11's nightstand that was
uncovered.

On 6/26/18 at 11:02 am, the surveyor observed a
nebulizer mask on Resident # 11's nightstand that
was uncovered.

On 6/26/18 at 1:43 am, the surveyor observed a
nebulizer mask on Resident # 11's nightstand that
was uncovered.

On 6/28/18 at 12:50 pm, the administrative team
was made aware of the findings as stated above.

No further information regarding this issue was
provided to the survey team prior to the exit
conference on 6/28/18.

Dialysis

CFR(s): 483.25(1)

8/11/18

§483.25(1) Dialysis.

The facility must ensure that residents who
require dialysis receive such services, consistent
with professional standards of practice, the
comprehensive person-centered care plan, and
the residents' goals and preferences.

This REQUIREMENT is not met as evidenced
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Based on staff nterv'ew, cl'nical record review
and facility document review it was determined
that the faci ity staff failed to assess and monitor
a dialysis shunt for 3 of 38 Residents, Resident
#63, Res dent #164 and Resident #149.

The findings included:

1. For Res'dent #63 the facil ty staff fai ed to
assess, monitor and document auscultation
Ipalpation of the AV fistu a for pulse, bruit and
thrill to ensure adequate blood flow.

Resident #63 was an 84 year old ma e, who was
orig'nally adm tted on 9/21/17 and readmitted on
3/21/47. Admitting diagnoses included, but were
not imited to: anemia hypertension, atrial

fibri lation, osteoarthritis, chronic kidney disease,
dependence on renal dialysis and congestive

heart fai ure.

The most current Minimum Data Set (MDS)
assessment ocated in the clinical record was a
Quarterly review with an Assessment Reference
Date (ARD) of 4/20/18. The facility staff coded
that Res'dent #63 had a Cognitive Summary
Score of 12. The facility staff also coded that
Resident #63 was independent with Activities of
Daily Living (ADL s). In Section O. Special
Treatments and Programs, the facility staff coded
that Resident #63 received dialysis.

On June 26, 2018 at 10:30 a.m., the surveyor
reviewed Resident #63's clinical record. Review
of the ¢l nical record produced signed and dated,
6/26/18, physician orders. Physician orders

inc uded, but were not limited to: "Dialysis
Mon/Wed/Fri (Monday Wednesday and Friday)
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A. Corrective action has been
accomplished for Resident #63, #164,
#149. Licensed nurses have been
re-inserviced on the monitoring process
and documentation of
auscultation/palpation of the AV fistula for
pulse, bruit and thrill to ensure adequate
b ood flow and has been added to the
above residents’ Medication
Administration Record (MAR) for
adequate documentation. Re-inservicing
has been completed by the Director of
Nursing.

B. An audit of all residents receiving
dia ysis has been completed by unit
coordinators and senior management.
Residents identified have had the bruit
and thrill added to their MAR.

C. Al licensed nurses have been
re-inserviced by the Director of Nursing
one-on-one for education purposes.

D. To prevent reoccurrences, MARs will
be audited by the 3rd shift supervisors,
unit coordinators, Director of Nursing and
Director of Professional Services for
continued compliance with at east
quarterly inservicing. This information wilt
be provided to the Q.A.A. Committee for
review.

The facility will be in substantial
compliance by August 11, 2018.
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every week (7-3)." (sic)

Continued review of the clinical record failed to
produce documentation for assessment and
monitoring of Resident #63's fistula.

On June 26, 2018 at 2:02 p.m., the surveyor
notified the Unit Manager (UM), who was a
Licensed Practical Nurse (LPN) that the surveyor
was unable to locate documentation of
assessment and monitoring of Resident #63's
fistula. The UM and surveyor reviewed Resident
#63's clinical record. The UM was not able to find
any documentation of assessment and
monitoring of Resident #63's fistula in the clinical
record. The surveyor requested the facility policy
and procedure for care of dialysis fistulas.

Further review of the clinical record produced the
Comprehensive Care Plan (CCP). The CCP
identified the following Problem and intervention.
"Care of resident receiving dialysis: (Name of
resident withheld) has ESRD (end stage renal
disease) and goes to dialysis on Mondays,
Wednesdays, and Fridays. He is on a Renal diet.
... Intervention-Protect/ monitor access site. (sic)

On June 27, 2018 at 7:50 a.m., the Director of
Professional Services (DOPS) hand delivered the
facility policy and procedure titles, ‘Care of Shunt
(Arteriovenous)." The policy and procedure read
inpart...

"Purpose-Arteriovenous (AV) graft for
hemodialysis "An arteriovenous (AV) graft is
created by connecting a vein to an artery using a
soft plastic tube. After the graft has healed,
hemodialysis is performed by placing two
needles; one in the arterial side and one in the
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venous side of the graft. The graft allows for
increased blood flow. Grafts tend to need
attention and upkeep. Taking good care of your
access may limit problems.” ... "Procedure 4.
Assess condition of the site and any bleeding,
pain/discomfort."

On June 28, 2018 at 12:40 p.m., the survey team
met with the Chief Executive Officer (CEO),
Administrator (Adm), Director of Nursing (DON})
and Director of Profession Services (DOPS). The
surveyor notfied the Administrative Team (AT)
that Resident #63 received Dialysis three times a
week. The surveyor notfied the AT that the
clinical record did not produce any documentation
of assessment and monitoring of the
hemodialysis fistula.

No additional information was provided prior to
ex ting the facility as to why the facility staff failed
to assess and monitor Res'dent #63's
hemodialysis fistula.

2. For Resident #164 the facility staff failed to
assess, monitor and document auscultation
/palpation of the AV fistula for pulse, bruit and
thrl to ensure adequate blood flow.

Resident #164 was a 65 year old female, who
was admitted on 2/12/18. Admitting diagnoses
‘ncluded, but were not limited to: anemia,
hypothyroidism, schizophrenia, anxiety,
hypertension, end stage renal disease and
dependence on renal dialysis.

The most current Minimum Data Set (MDS)
assessment ocated 'n the clinical record was a
Significant Change MDS with an Assessment
Reference Date (ARD) of 5/28/18. The facility
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staff coded that Resident #164 had a Cognitive
Summary Score of 14. The facility staff also
coded that Resident #164 was independent {0/0)
to extensive assistance (3/2) with Activities of
Daily Living (ADL's). In Section O. Special
Treatments and Programs, the facility staff coded
that Resident #164 received dialysis.

On June 26, 2018 at 11:02 a.m., the surveyor
reviewed Resident #164's clinical record. Review
of the clinical record produced signed and dated,
5/15/18, phys cian orders. Physician orders
included, but were not limited to: “Dialysis on
Tues, Thurs, Sat (Tuesday, Thursday and
Saturday) (name of vendor withheld) 7-3." (sic)

Continued review of the clin cal record failed to
produce documentat on for assessment and
monitoring of Resident #164's fistula.

Further review of the clinical record produced the
Comprehensive Care Plan (CCP). The CCP
identified the following Problem and intervent on,
"Care of resident rece ving dialysis' (Name of
resident withhe d) has ESRD (end stage renal
disease) and goes to d alysis on Tues, Thurs,
Sat. Resident has history of refusing to go and
has called them to cancel her appointments and
transportation. ... Intervention-Protect/monitor
access site. (sic)

On June 26, 2018 at 2:02 p.m the surveyor
notified the Un t Manager (UM) who was a
Licensed Practical Nurse (LPN that the surveyor
was unable to locate documentat on of
assessment and mon toring of Res dent #164's
fistula. The UM and surveyor reviewed Resident
#164's clinical record. The UM was not able to
find any documentation of assessment and
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F 698 Continued From page 41 F 698
monitoring of Res'dent #164's fistula in the
clinical record. The surveyor requested the
facility po icy and procedure for care of dialysis
fistu as.

On June 27, 2018 at 7:50 a.m., the Director of
Professiona Services (DOPS) hand delivered the
faciity pol'cy and procedure titles, ‘Care of Shunt
(Arteriovenous)." The poicy and procedure read
inpart ...

*Purpose-Arteriovenous (AV) graft for
hemodialysis "An arteriovenous (AV) graft s
created by connecting a vein to an artery using a
soft p astic tube. After the graft has healed,
hemodia ysis is performed by placing two
needles; one in the arterial side and one in the
venous side of the graft. The graft allows for
increased blood flow. Grafts tend to need
attention and upkeep. Taking good care of your
access may limit prob ems.” ... “Procedure 4.
Assess condition of the site and any bleeding,
pain/discomfort.”

On June 28, 2018 at 12:40 p.m., the survey team
met with the Chief Executive Officer (CEO),
Administrator (Adm), Director of Nursing (DON)
and Director of Profession Services (DOPS). The
surveyor notified the Administrative Team (AT)
that Resident #164 rece ved Dialysis three times
aweek. The surveyor nofified the AT that the

¢ inical record did not produce any documentation
of assessment and monitoring of the
hemodialysis fistula.

No addit'onal information was provided prior to
exiting the facility as to why the facility staff failed
to assess and monitor Resident #164's
hemodialysis fistula.
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3. The facility staff failed to assess and monitor a
dialysis shut for Resident #149.

Resident #149 was readmitted to the facility on
10/20/17 with the following diagnoses of, but not
limited to anemia, heart failure, high blood
pressure diabetes and renal failure. On the
quarterly MDS (Minimum Data Set) with an ARD
of 5/22/18, the resident was coded as having a
BIMS (Brief Interview for Mental Status) score of
12 out of a possible score of 15. Resident #149
was also coded as requiring extensive assistance
from 1 staff member for dressing, personal
hygiene and bathing.

The surveyor conducted a review of Resident
#149's clinical record on 6/27/18 through 6/28/18.
During this review, the surveyor could not find
documentation of the resident's shunt being
assessed and monitored for thrill or bruit.

At 10 am, the surveyor notified LPN (licensed
practical nurse) #1 of the clinical record does not
have any documentation of the assessments or
monitoring of the resident's dialysis shunt by the
facility staff. LPN #1 stated, “We don't do
anything to that area. The dialysis center's staff
takes care of all of that."

During the record review of Resident #149's
clinical record, the surveyor noted that on the
"Dialysis Communication Record” for the resident
there was missing documentation from either the
facility, dialysis center or both for the months of
April, May and June 2018. LPN #1 was also
notified of this finding.

On 6/28/18 at 12:45 pm, the surveyor notified the
administrative staff of the above documented
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findings.

No further information was provided to the

surveyor prior to the exit conference on 6/28/18.
F 758 | Free from Unnec Psychotropic Meds/PRN Use F 758 8/11118
58=D | CFR(s): 483.45(c)(3)(e)(1)-(5)

§483.45(e) Psychotropic Drugs.

§483.45(c)(3) A psychotropic drug is any drug that
affects brain activities associated with mental
processes and behavior. These drugs include,
but are not limited to, drugs in the following
categories:

(i) Anti-psychotic;

(ii) Anti-depressant;

(iii) Anti-anxiety; and

(iv) Hypnotic

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

§483.45(e)(1) Residents who have not used
psychotropic drugs are not given these drugs
unless the medication is necessary to treat a
specific condition as diagnosed and documented
in the clinical record;

§483.45(e)(2) Residents who use psychotropic
drugs receive gradual dose reductions, and
behavioral interventions, unless clinical y
contraindicated, in an effort to discontinue these

drugs;

§483.45(¢)(3) Residents do not receive
psychotropic drugs pursuant to a PRN order
unless that medication is necessary to treat a
diagnosed specific condition that is documented
in the clinical record; and
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§483.45(e)(4) PRN orders for psychotropic drugs
are limited to 14 days. Except as provided in
§483.45(e)(5), if the attending physician or
prescribing practitioner believes that it is
appropriate for the PRN order to be extended
beyond 14 days, he or she should document their
rationale in the resident's medical record and
indicate the duration for the PRN order.

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

This REQUIREMENT is not met as evidenced
by:

Based on staff interview, clinical record review,
and facility document review, the facility staff
failed to ensure that 2 of 38 Residents in the
survey sample was free from unnecessary
psychotropic medications, Resident # 10 and
Resident # 206.

The findings included:

1. The facility staff failed to identify target
behaviors related to the use of Seroquel for
Resident # 10.

Resident # 10 is an 87-year-old-female who was
originally admitted to the facility on 4/28/14, with a
readmission date of 1/3/15. Diagnoses included
but not limited to: dementia with behavioral
disturbance, hypertension, atrial fibrillation, and,
glaucoma.

The clinical record for Resident # 10 was
reviewed on 6/27/18 at 9:20 am. The most recent
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MDS (minimum data set) assessment was a
quarterly assessment with an ARD (assessment
reference date) of 3/22/18. Section C of the MDS
assesses cognitive patterns. In Section C1000,
the facility staff documented that Resident # 10's
cognitive status is severely impaired. Section N of
the MDS assesses medications. In Section
N0410, the facility staff documented that Resident
# 10 received an antipsychotic for 7 days during
the lookback period for the 3/22/18 ARD.

The current ptan of care for Resident # 10 was
reviewed and revised on 3/27/18. The facility staff
documented a problem area as "Resident # 10 is
at risk for adverse side effects from the use of
psychotropic medications. She is currently taking
Seroquel for dementia with behaviors & remeron
for appetite st mulat on daily.” Interventions

nc ude but are not imited to: "Monitor and
document regarding effectiveness of psychotropic
meds as evidenced by mood/behavior
mprovement or decline-notify MD (medical
doctor) if there are significant changes.”

The physician s gned the current orders for
Resident # 10 on 5/13/18. Orders include but is
not | mited to: "Seroquel 25 mg (milligram) tab %2
tablet (12.5 mg) by mouth every morning," and
"Seroquel 25 mg 1 tablet by mouth at bedtime."

While reviewing the clinical record for Resident #
10, the surveyor observed several notations
documented that reflected that Resident # 10 had
no behaviors. Upon further review of the nurse's
notes and the current plan of care, the surveyor
was unable to locate the target behaviors that the
nurses were monitoring that were associated with
the use of Seroquel.
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through and repeating order back to
physician before end of phone order for
accuracy.

D. To prevent further occurrence,
residents having physician orders for
psychotropic medications will be followed
up by the pharmacy consultants, unit
coordinators and Director of Nursing.
Telephone orders are to be followed up by
Director of Nursing and unit coordinators
daily for continued compliance. This will
be brought to the attention of the Q.A.A.
Committee for continued compliance
quarterly by the Director of Nursing and
Pharmacy Director

The facility will be in substantial
compliance by August 11, 2018.
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On 6/27/18 at 10:27 am, the surveyor spoke with
the unit coordinator # 1to determine what target
behaviors Resident # 10 displays that would
warrant the use of Seroquel. Unit coordinator # 1
reviewed the clinical record for Resident # 10
along with the surveyor and agreed that there
were no target behaviors documented for
Resident # 10.

According to the facility policy on “Medication
Monitoring Medication Management,” the
"Guidelines for psychotropic medication
monitoring includes documentation but is not
limited to, ..."e. Before initiating or increasing an
antipsychotic medication for enduring conditions,
the target behavior must be clearly and
specifically identified and monitored objectively
and qualitatively” ...

On 6/28/18 at 12:50 pm, the administrative team
was made aware of the findings as stated above.

No further information was provided to the survey
team prior to the exit conference on 6/28/18.

2. Facility staff failed to ensure Resident #206
was free from unnecessary antipsychotic
medications.

Resident #206 was admitted to the facility on
12/6/17 with diagnoses including hypertension,
heart failure, dementia, depression, and bipolar
disorder. On the minimum quarterly data set
assessment with assessment reference date
6/1/18, the Resident was assessed with impaired
short and long term memory deficits and with
severely impaired ability to make decisions
regarding tasks of daily life, of having continuous
symptoms of disorganized thinking and
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inattention, and of having physical and behavioral
symptoms 1-3 days the previous week.

During clinical record review on 6/27/18, the
surveyor noted a physician order dated 6/3/18 for
vital signs every 4 hours for medication error.
The surveyor was unable to locate the vital signs
in the clinical record. Nurses located a dedicated
vital signs monitoring sheet for the vital signs
every 4 hours. The day shift nurses on the unit
reported the medication error on 6/3/18 that
requred monitoring was an excess dose of
Haldo M. Atelephone order dated 6/2/18 at
11:20 PM 'Give 2 ml (m'lliliters) Haldol IM one
time dose now. The Haldol on the unit was 5
milligram per mi liliter vials. The resident was
given 2 milli iters, a 10 milligram dose, in the right
deltoid. During sh ft change, nursing staff
determined that the physician had intended the
resident receive 2 milligrams of Ha dol. The
physician and responsible party were notifed of
the error.

The surveyor reviewed the Telephone order policy
and the Non-controlled Med'cation Orders Poicy.
The non-controlled medication orders policy
Documentation of the Medication Order 2. a.
stated “...If verbally received, the nurse writes
down the comp ete order and then reads it back
1o the prescriber for confirmation.” It was unclear
whether the nurse had followed th s step.

The administrator and director of nursing were
notified of the concern on 6/28/18 during a
summary conference.

F 825 | Provide/Obtain Specialized Rehab Services F 825 8/11118
55=D | CFR(s): 483.65(a)(1)(2)
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§483.65 Specialized rehabilitative services.
§483.65(a) Provision of services.

If specialized rehabilitative services such as but
not limited to physical therapy, speech-language
pathology, occupational therapy, respiratory
therapy, and rehabilitative services for mental
iliness and intellectual disability or services of a
lesser intensity as set forth at §483.120(c), are
required in the resident's comprehensive plan of
care, the facility must-

§483.65(a)(1) Provide the required services; or

§483.65(a)(2) In accordance with §483.70(g),
obtain the required services from an outside
resource that is a provider of specialized
rehabilitative services and is not excluded from
participating in any federal or state health care
programs pursuant to section 1128 and 1156 of
the Act.

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview, and clinical
record review, the facility staff failed to provide
rehabilitative services for 1 of 38 Residents in the
survey sample, Resident # 88,

The findings included:

The facility staff failed to follow up on 2
rehabilitation referrals for Resident # 88.

Resident # 88 is a 55-year-old-male who was
originally admitted to the facility on 8/15/12, with a
readmission date of 1/22/18. Diagnoses included
but were not limited to: major depressive
disorder, seizures, cerebrovascular disease, and
hypertension.
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A. Corrective action for Resident #38 has
been accomplished. On 06/28/8 the
resident was screened by the therapy
department for specialized rehab and
referrals made to the appropriate
discipline.

B. An audit was completed by the unit
coordinators and therapy manager to
ensure all residents needs are being
met by specialized rehab.

C. The Rehab Director and unit
coordinators will follow up daily to ensure
that screens are being completed timely.
Re-inservicing has been started by the
Therapy Director, unit coordinators and
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The clinical record for Resident # 88 was
reviewed on 6/26/18 at 11:11 am. The most

recent MDS (minimum data set) assessment was
a quarterly assessment with an ARD
(assessment reference date) of 4/27/18. Section
C of the MDS assesses cognitive patterns. In
Section C0500, the facility staff documented that
Resident # 88 had a BIMS (brief interview for
mental status) score of 7 out of 15, which
indicates that Resident # 88's cognitive status is
severely impaired. Section G of the MDS
assesses functional status. The facility staff
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D. To ensure this practice does not
reoccur, this will be monitored by the
Rehab Director, Director of Nursing,
Director of Professional Services and
Administrator in the weekly/monthly
Q.A.A. meeting and finding will be
reviewed in the quarterly Q.A.

The faci ity will be in substantial
comp iance by August 11, 2018.
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documented that Resident # 88 was
non-ambulatory and requires total assistance of 1
person for bed mobility.

The current plan of care for Resident # 88 was
reviewed and revised on 4/30/18. The facility staff
documented a prob em area as, "Resident # 88 is
at risk for self-care defic't because he requires
the extensive to total assistance for al of his
activities of daily living. He can bear weight on his
right leg and use his right arm to assist with
repositioning and transfers. He can feed himself
after setup. He has a h'story of stroke with left
paralysis and dysarthria. W/C (wheelchair) is
pr'mary mode of locomotion.” Interventions
included but are not limited to, “Therapy to screen
as requested/per MD orders.”

The physician signed the current orders for
Resident # 88 on 5/18/18. Orders included but
are not limited to, 'PT/ST/OT (physical therapy,
speech therapy, occupational therapy) to eval and
treat as indicated."

On 6/26/18 at 12:07 pm, the surveyor observed
Resident # 88 sitting in his wheelchair in the
din'ng room, Resident # 88's buttocks was
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sitioned in the middle of the wheelchair, his
gs were stretched outward and his head was
aning backward.

n 6/27/18 at 8:09 am, Resident # 88 was
served in his room eating breakfast. The head
the bed was elevated and resident # 88 was
served leaning toward the right side of the bed
ith his head near the half side rail on the r ght

e of his bed.

On 6/28/18 at 9:48 am, the surveyor observed 2
"Rehabilitation Referral" forms in the clinical
record for Resident # 88. A Rehabilitation Referral
dated 3/31/18 had a check mark next to"
improper positioning in bed or w/c" as the reason
for the referral. A Rehab litation Referral dated
4/17/18 has, "fam ly s requesting therapy so
resident can get up and walk w th walker again."
The surveyor reviewed the clinical record for
Resident # 88 further and d d not locate any
documentation of therapy screenings or that
Resident # 88 was receiving therapy services.

On 6/28/18 at 9:55 am, the surveyor spoke with
unit coordinator #1 about Resident # 88 receiving
therapy services. Unit coordinator # 1 reviewed
the clinical record for Resident # 88 along with
the surveyor and did not locate any
documentation that Resident # 88 had a therapy
screening or was receiving therapy services. Unit
coordinator # 1 contacted the therapy department
for more information.

On 6/28/18 at 10:05 am, the surveyor spoke with
the therapy manager n reference to the 4/17 18
rehab referral. The therapy manager informed the
surveyor that Resident# 88's insurance would not
pay for him to have therapy. The therapy
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manager then stated to the surveyor
“(Employee's name withheld) is going to go down
and screen him now and refer him to restorative.”
The surveyor then asked the therapy manager
about fo low up from the referral from 3/31/18
referral. The therapy manager stated that she did
not have anything on that referra she was only
aware of the 4/17/18 referral. The surveyor
questioned the therapy manager in reference to
the amount of time that has passed between the
therapy referrals from 3/31/18 and 4/17/18 and
the present date. The therapy manager
responded that they were going to screen
Resident # 88 "right now.' The surveyor asked
the therapy manager if there is an insurance
charge for screening residents and the therapy
manager replied 'No.”

On 6/28/18 at 12:50 pm, the administrative team
was made aware of the findings as stated above.

No further information was provided to the survey
team prior to the exit conference on 6/28/18.
Resident Records - Identifiable Information
CFR(s): 483.20(f)(5), 483.70(i)(1)-(5)

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

(i) A facil'ty may not re ease information that is
resident-identifiab e to the public.

(it) The facility may release nformation that is
resident-identif able to an agent only in
accordance with a contract under wh'ch the agent
agrees not to use or disclose the information
except to the extent the fac lity itself is permitted
to do so.

§483.70(i) Medical records.
§483.70(i)(1) In accordance with accepted
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professional standards and practices the faci ity
must maintain medical records on each resident
that are-

(i) Complete;

(ii) Accurately documented;

(iii) 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
records, except when release is-

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

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

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

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

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

(i) The period of t me required by State law; or
(ii) Five years from the date of d scharge when
there is no requirement in State law; or

(iii) For a minor, 3 years after a resident reaches
legal age under State law.
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§483.70(i)(5) The medical record must contain-
(i) Sufficient information to identify the resident;
(i) A record of the resident's assessments;

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

(iv) The results of any preadmiss’on screening
and res dent review evaluations and
determ'nations conducted by the State;

(v) Phys cian's, nurse's, and other licensed
professional’s progress notes; and

(viy Laboratory, radiology and other diagnostic
services reports as required under §483.50.
This REQUIREMENT is not met as ev'denced
by:

Based on staff interview and clinica record
review, the faci ity staff failed to ensure an
accurate clinica record for 1 of 38 Res dents in
the survey sample, Res'dent # 10.

The findings included:

The fac ity staff had a documented fall n the
¢ inical record for Resident #10 that occurred with

a different resident.

Resident # 10 is an 87-year-old-female who was
orgina y admitted to the fac’ity on 4/28 14, with a
readm’ssion date of 1/3/15. Diagnoses nc uded
but not I'mited to: dementia with behavioral
disturbance, hypertension, atrial fibrillat on, and,
glaucoma.

The cinica record for Resident # 10 was
reviewed on 6/27/18 at 9:20 am. The most recent
MDS (minimum data set) assessment was a
quarterly assessment with an ARD (assessment
reference date) of 3/22/18. Section B of the MDS
assesses hearng, speech, and vision. The faci ity
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A. Corrective action has been

accomp ‘shed for Resident #10. The fall
that was charted on this patient has been
removed and p aced on the correct
medica record.

B. An audit has been completed on all
res dents to ensure correct EHR
information is correct. This was
completed by the unit coordinators,
Director of Nursing and Director of
Professional services to maintain
compliance.

C. To ensure that the residents EHR s
correct, the unit coordinators, Director of
Nursing and Director of Professional
serv'ces have comp eted a re-inservice on
the EHR to ensure that the default to
room 238 does not reoccur.

D. This wil be monitored by the unit
coordinators, supervisors, MDS team,
Director of Nursing and Director of
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staff documented that Resident has unclear
speech. Section C of the MDS assesses cogn tive
patterns. In Section C1000, the facility staff
documented that Resident # 10s cognitive status
is severely impaired. Section G of the MDS
assesses functional status. In Section G, the
facility staff documented that Resident # 10 is
non-ambulatory with functional limitation in range
of motion in bilateral upper and lower extremities.

The current plan of care for Resident # 10 was
reviewed and revised on 3/23/18. The facility staff
documented a problem area as "Resident is at
risk for falls due to psychotropic med use,
cognitive deficit, need of others for all transfers,
and history of fall." Nursing staff has documented
as "Evaluation” for the 3/23/18 care plan rev sion,
"Continued risk. G/C (gerichar) is primary mode
of locomotion. No falls noted this review period.
Goal is ongoing x 90 days.”

On 6/27/18 at 9:34 am, the surveyor reviewed the
nurse's notes and the MDS with 3/22/18 ARD.
The surveyor observed a nurse's note dated
3/11/18 at 11:48 pm. The nurse’s note stated "pt
(patient) was found on floor on back in doorway
of bathroom when doing rounds at 11:05 pm. Res
(resident) stated that she did not know what
happened. Rp (responsible party) notified Md
(medical doctor) notified. Pt alert but confused. Pt
denies pain but states that rt (right) hand 1s sore.
Pt transferred self w/o (without) assist. Had
kicked off shoes was found under legs. No
apparent injuries noted. Two man assist back to
bed. Neuros started. Vital signs WNL (w thin
normal limits).” The surveyor reviewed Section J
of the MDS with the ARD of 3/22/18. In Section J,
the facility staff documented that Resident # 10
has not had any falls since the previous
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compliance by August 11, 2018.
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assessment.

On 6/27/18 at 9:40 am, the surveyor spoke with
unit coordinator # 1 about the d screpancy
between the nurse's note and Section J of the
MDS. Unit coordinator # 1 reviewed the nurse's
note along with the surveyor and stated that the
note was put in on the wrong resident. Unit
coordinator # 1 pointed out that Resident # 10 is
unab e to ambulate on her own and is unable to
verbally communicate in a way that staff can
understand her.

On 6/28/18 at 12:50 pm, the administrative team
was made aware of the fndings as stated above.

No further information was provided to the survey
team prior to the exit conference on 6/28/18.
Infection Prevention & Control

CFR(s): 483.80(a)(1)(2)(4)(e)(N

F 880
$S=D

§483.80 Infection Control

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

§483.80(a) Infection prevention and control
program,

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

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

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

(i) A system of surveillance des gned to identify
possible communicable d seases or

infections before they can spread to other
persons in the facility,

(ii) When and to whom possible incidents of
communicable disease or infections should be
reported;

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

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

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

{v) The circumstances under which the facility
must prohibit employees with a communicable
disease or nfected skin lesions from direct
contact w th residents or therr food, if direct
contact w Il transmit the disease; and

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

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

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

§483.80(f) Annual review.
The facility will conduct an annual review of its

IPCP and update their program, as necessary.
This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview, facility
document review, clinical record review, and in
the course of a complaint investigation, the facility
failed to ensure its staff implemented appropriate
infection control measures for 3 of 38 residents
(Resident #184, Resident #149, and Resident
#234).

The findings included:

1. The facility failed to ensure its staff

imp emented appropriate infection control
measures for placement of an indwelling Foley
catheter tubing for Resident #184. Resident
#184's catheter tubing was observed touching the
floor during the initial pool observations.

The facility staff failed to ensure Resident #184's
indwelling Foley catheter tubing was not touching
the floor.

The clinical record of Resident #184 was

rev ewed 6/26/18 through 6/28/18. Resident
#184 was admitted to the facility 9/1/2012 and
readm tied 11/10/15 with diagnoses that ‘ncluded
but not imited to retention of urine, adult fai ure to
thrive, anorexia, central pain syndrome,
Gastro-esophageal reflux disease, pruntus,
pressure ulcer (unspecified site), acute kidney
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PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

A. Corrective action has been
accomplished for Resident #184; during
tour with the state team adjustments were
made and anchored to prevent catheter
tubing from touching the floor.

Corrective action has been accomplished
for Residents #149 and #234 on dressing
changes and handwashing during glove
changes. Nurse was re-inserviced at the
time the state team informed the Director
of Nurs'ng and Director of Professional
services of infection control during
treatment change. A copy was provided
to state team before state exit.

B. All icensed nurses have been
re-'nserviced on Foley tubing not touching
the floor, handwashing with glove
changes during treatment changes to
prevent the spread of infection to other
residents having the potential for deficient
practice.

C. Unit coordinators on each unit will
provide monitoring and education monthly
on Foley catheter tubing and
handwashing in between treatment
changes when using gloves to prevent the
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faiture, urinary tract infection, rash, and
bacteremia.

Resident #184's quarterly minimum data set
(MDS) assessment with an assessment
reference date (ARD) of 5/31/18 assessed the
resident with a BIMS score of 14 out of 15.
Section H Bladder and Bowel was coded for an
indwelling catheter.

The current comprehensive care plan identified
Genitourinary as a concern with onset date of
1/3/18. Resident #184 has an indwelling Foley
catheter in place rit (related to) neurogenic
bladder and is at risk for infection. The resident
has a hx (history) of UTIs (urinary tract infections)
is at high risk for recurrence. The resident pulls
at catheter tubing and anchor. Approaches:
Ensure leg bag is in place when OOB (out of
bed), ensure regular drainage bag is in place
when in bed, Foley catheter care, Foley catheter
to straight drainage, ensure privacy bag is n
place over regular drainage bag when in bed, and
ensure drainage tubing is secured to the leg.

Resident #184's June 2018 physician orders
included Foley catheter care daily with soap and
water, irrigate twice a day with normal saine, and
change monthly and as needed.

During the initial tour on 6/26/18 at 8:14 a.m.,
Resident #184 was observed in bed, Foley
catheter in privacy bag but Foley tubing touch ng
floor. The surveyor showed the unit manager
licensed practical nurse #1 the Foley catheter
tubing touching the floor. L.P.N. #1 stated she
would take care of the concern. L.P.N. #1 was
asked if the Foley catheter tubing should be
touching the floor and she responded "No.”

FORM CMS-2567(02-99) Pravious Versions Obsolete ve tD:8VZ911
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spread of infections.

D. Education/observation by the unit
coordinators, supervisors and D rector of
Nursing will be provided to Q.A.A. team
weekly/monthly to maintain good nfection
control

The facility will be in substantial
compliance by August 11, 2018.
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L.P.N. #1stated the resident may have moved
around in the bed. The resident was observed to
be able to use the remote controls to raise and
lower the head of the bed; however, the bed is a
crank type of bed and staff are responsible for
raising and lowering the bed.

The surveyor informed the director of nursing of
the above concern on 6/26/18 at 8:45 a.m. and
requested the facility policy on Foley catheter
care.

The surveyor reviewed the faci ity policy titled
"Catheter Care, Foley." The policy focused only
on cleaning of the Foley.

The surveyor informed the administrator, the
director of nursing, and the director of
professional services of the above issue during a
meet ng on 6/28/18 at 10:15 a.m. Both the DON
and DPS stated keeping the ‘ndwelling Foley
tubing off the floor was a standard of
practice-basic nursing practice. The surveyor
asked for their standards of practice during the
meeting. The DON provided the surveyor with a
second policy currently being reviewed for
implementation. The pol'cy titled "Catheter Care,
Urinary" read in part "11. Be sure the catheter
tubing and drainage bag are kept off the floor."
The DON and DPS provided the surveyor with the
urinary drainage bag package insert from
Med!'ne. The insert read in part "3. Secure tubing
to sheet with bedsheet clamp."

No further information was provided prior to the
exit conference on 6/28/18.

This s a complaint deficiency.
2. The facility staff failed to follow infection
control guidelines during the wound observation
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or Resident #149.

Resident #149 was readmitted to the facil ty on
10/20/17 with the following diagnoses of, but not
lim ted to anemia, heart failure, high blood
pressure diabetes and renal failure. On the
quarterly MDS {Minimum Data Set) with an ARD
of 5/22/18, the resident was coded as having a
BIMS (Brief Interview for Mental Status) score of
12 out of a possible score of 15. Resident #149
as also coded as requiring extens ve assistance
rom 1 staff member for dressing, personal
ygiene and bathing.

During the wound care observation on 6/27/18 at
2:20 pm the surveyor noted LPN (licensed
practical nurse) #2 removed the old dressing from
Resident #149 s foot. LPN #2 cleaned the
wound, removed her gloves and put a new pa'r of
gloves on without wash ng her hands in between
changing gloves. LPN #2 then dressed the
wound with clean dressings and secured the
dressing.

The surveyor notified the director of clinical
services and director of nursing of the above
observation made during wound care to Resident
#149 on 6/27/18 at 4 pm. The director of nursing
stated, “The nurse should had removed her
gloves, washed her hands then applied clean
gloves."

The surveyor notified the administrative team of
the above documented findings on 6/28/18 at
12:45 pm.

No further information was provided to the
surveyor prior to the exit conference on 6 28/18.
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3. The facility staff fai ed to follow infection controt
guidelines during the wound care observation for
Res'dent #234.

Resident #234 was admitted to the facil ty on
12/20/16 with the fo lowing diagnoses of, but not
limited to anemia, high blood pressure, diabetes
stroke, dementia, anxiety disorder and
depression. On the quarterly MDS (Min mum
Data Set) with an ARD (Assessment Reference
Date) of 3/14/18, the resident was coded as
having short term and long-term memory
problems and being severely ‘mpaired in daily
decision-making. Resident #234 was also coded
as being totally dependent on 1 staff member for
dressing, persona hygiene and bathing.

During the wound care observation made on
6/27/18 at 1:30 pm, the surveyor observed LPN
(licensed practical nurse) #2 remove the old
dressing from the resident's sacrum area. LPN
#2 removed her gloves and washed her hands
before applying a pair of new gloves on. LPN #2
then cleaned the wound and applied the new,
clean dressing to the sacral area. The surveyor
did not observe LPN #2 washing her hands after
the wound was ¢ eaned and app ying a new pair
of gloves prior to the applying the clean dressing.

The surveyor notified the director of clinical
services and director of nursing of the above
observation made during wound care to Resident
#149 on 6/27/18 at 4 pm. The director of nursing
stated, “The nurse should had removed her
gloves, washed her hands then applied clean
gloves."

The surveyor notified the administrative team of
the above documented findings on 6/28/18 at

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

Event ID"8VZ911

PRINTED: 09/21/2018

FORM APPROVED

OMB NO. 0938-0391

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

B WING
STREETADDRESS CITY, STATE, ZIP CODE
300 BLUE RIDGE STREET
MARTINSVILLE, VA 24112

D PROVIDER'S PLAN OF CORRECTION
PREFIX {EACH CORRECTIVE ACTION SHOULD BE
TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

F 880

Faci ty ID: VAG039

{X3) DATE SURVEY

COMPLETED

Cc
06/28/2018

(X5}
COMPLETION
DATE

If continuation sheet Page 62 of 63




image272.png




image273.png
PRINTED: 09 21 2018

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
OMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
(X3) DATE SURVEY

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
Cc

06/28/2018

495281 B. WING
STREET ADDRESS CITY, STATE ZIP CODE

BLUE RIDGE REHAB CENTER 300 BLUE RIDGE STREET
MARTINSVILLE, VA 24112

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
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12:45 pm.

No further information was provided to the
surveyor prior to the exit conference on 6/28/18.
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F 000 [nitial Comments F 000
An unannounced abbreviated biennial State
Licensure Inspection was conducted 8-17-1  The
facility was in compliance with the Virginia R | s
and Regulations for the Licensure of Nursing
Facilities.
The census in this 300 bed facility was 248 at the
time of the survey.
F 001 Non Compliance F 001
The facility was out of compliance with the
following state licensure requirements
This RULE: is not met as evidenced by
The facility was in compliance with the Vrgna
Rules and Regulations for the Licensure of
Nursing Facilities
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NITIAL COMMENTS F 000

An unannounced Medicare/Medicaid standard
survey was conducted 5/9/17 through § 11/17.
One complaint was nvestigated during the
survey. Corrections are required for compliance
with 42 CFR Part 483 Federal Long Term Care
requirements. The L fe Safety Code
survey/report will follow.

he census in this 300 certified bed facility was
7 at the time of the survey. The survey sample
nsisted of 27 current Resident reviews
sidents 1 through 27) and 4 closed record
iews (Residents 28 through 31).
ELOP IMPLMENT ABUSE/NEGLECT, ETC F 226 6/15/17
SS D LICIES
CFR(s): 483.12(b)(1)-(3), 483.95(c)(1)-(3)

483.12
(b) The facility must develop and implement
written policies and procedures that:

(1) Prohibit and prevent abuse, neglect, and
exploitation of residents and misappropriation of
resident property,

(2) Establish policies and procedures to
investigate any such allegations, and

(3} Include training as requ red at paragraph
§483.95,

483.95

(c) Abuse, neglect, and exploitation. In addition to
the freedom from abuse, neglect, and exploitation
requirements n § 483.12, facilities must also
provide training to their staff that at a minimum
educates staff on-

(X6) DATE

05/26/2017

LABORATORY DIRECTOR'S OR PROVIDER/S PP | R REPRESENTATIVE'S SIGNATURE

Electronically Signed

Any defi ency statement ending with an aste sk (*} denotes a deficiency which the institution may be excused from correcting providing it is determined that

other safeguards provide sufficient protection to the patients. (See nstructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made availab e to the fac lity. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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F 226 Continued From page 1

(c)(1) Activities that constitute abuse, neglect,
exploitation, and misappropriation of resident
property as set forth at § 483.12.

(c)(2) Procedures for reporting incidents of abuse,
neglect, exploitation, or the misappropriation of
resident property

(c)3) Dementia management and resident abuse
prevention.

This REQUIREMENT is not met as evidenced
by:

Based on staff interview, employee record review
and facility document review the facility staff failed
to obtain a Virginia State police criminal
background for 1 of 8 employees, employee #8.

The findings included:

For employee #8 the facility staff failed to obtain a
Vrginia State Police crimina background check
within 30 days of employment per facility policy.

Employee #8 was hired on 09/30/16 as a COTA
(certified occupational therapy assistant).
Employee #8's personnel fle was reviewed on
05/10/17. it contained a Virginia State Police
criminal background check dated 03/07/17.

Surveyor reviewed the facility policy entitied
*Screening Hires". This facility policy read as
follows:

*3, Criminal Record Check for Barrier Crimes

b. Request for criminal background check will be
electronically submitted to the Centra Criminal
Records Exchange in order for a reply to be
received within thirty (30) days of employment as
outlined in the Code of Virginia".
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PROVIDER S PLAN OF CORRECTION
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CROSS-REFERENCED TO THE APPROPRIAT
DEF CIENCY

Submission of this response and Plan of
Correction is not a legal admission that a
deficiency was correctly cited. It is not to
be construed as an admission of interest
against the facility, the Administrator,
Director of Nursing or any employee,
agent, or other individuals who draft or
may be discussed in this response or the
Plan of Correction. In addition,
preparation and submission of this Plan of
Correction does not constitute an
admission or agreement of any kind by
the facility of the truth of any facts alleged
nor the correction of any conclusions set
forth in this allegation by the survey
agency.

For the deficiencies cited during this
survey, this facility has developed and
implemented a facility-wide system to
assure correction and continued
compliance with the regulations. This
facility will provide a complete copy of the
deficiency list to the QAA Committee for
review and appropriate actions.
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Surveyor spoke with DPS (d rector of professional
services) on 05/10/17 at approximately 1300.
DPS stated that employee #8 was hired through a
contract service and the contract service was
supposed to obta n the background check. DPS
stated that he did not know why th s had not been
completed on time.

The concern of not obtaining the cr minal
background check in accordance w th fac ity
policy was d scussed with the adm nistrative team
during a meeting on 05/10/17 at approximately
1445,

No further information was provided prior to exit.
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(EACH CORRECTIVE ACTION SHO LD BE
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We would like you to accept this PoC as
our credible allegation of compliance.

Credible Allegation of Compliance

The fac lity will develop/implement policies
to prevent abuse, neglect, and exploitation
of residents and misappropriation of
resident property.

A. Employee # 8 s criminal background
check was not completed within the 30
days. There were no adverse effects
noted to our residents. The Administrator
notified the rehab therapy contract
company of their non-compliance with the
requirement of the Criminal Background
Checks to be completed within 30 days of
employment.

B. An audit was completed on all the
therapy personnel for hire dates and BCI
dates to ensure compliance.

C. To ensure that the deficient practice
will not recur, the Administrator will review
all new-hire contract staff (therapy &
Healthcare Services) records for hire date
and criminal background check to ensure
continued compliance.

D. This will be monitored and measured
through the weekly QA mesting.

The facility will be in substantial

compliance by June 15, 2017
6/15/17
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CFR(s): 483.10(e)(2)(i)(1)(i)ii)

()(2) The right to retain and use personal
possessions, including furnishings, and clothing,
as space permits, unless to do so would infringe
upon the rights or health and safety of other
residents.

§483.10(i) Safe environment. The resident has a
right to a safe, clean, comfortable and homelike
environment, including but not limited to receiving
treatment and supports for daily living safely.

The facility must provide-

(i}(1) A safe, clean, comfortable, and homelike
environment, allowing the resident to use his or
her personal belongings to the extent possible.

(i) This inc udes ensuring that the resident can
rece've care and services safely and that the
physical ayout of the facility maximizes resident
independence and does not pose a safety risk.

(ii} The facility shal exercise reasonable care for
the protection of the resident's property from loss

or theft.
This REQUIREMENT is not met as ev denced
by:

Based on observation and staff interview, it was
determined that the faci ity staff failed to ensure a
¢ ean, comfortable and homelike environment in
the facil'ty.

The Findings Inc uded:
On May 9, 2017 at 11:15 a.m. the surveyor

entered the faci ity on the frst floor of the facility.
The surveyor noted a pervasive odor of urine.
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The facility will provide a safe, clean,
comfortable and homelike environment for
all residents.

The (5) soiled ceiling tiles at the entrance
of the 3 north unit, ceiling tile in hallway by
room 138 on 1 north, 4 ceiling tile in
hallway near reom 167 on 1 south have all
been replaced per maintenance. The
Maintenance Director or designee will
complete an audit on all units for any
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On May 9, 2017 at 1 p.m. the surveyor made an
n tial tour of the facil ty. The surveyor made the
following cbservat ons:

On the th rd floor the surveyor observed five (5)
soiled ce ing tiles at the doub e doors entering
the unit. In the shower room had a pervasive odor
of ur ne. Rooms 357 and 351 had soiled privacy
curta ns. The pr vacy curtains were soiled with a
brown sh debris Dead bugs were observed n the
hallway overhead florescent lights at rooms362
and 373. The chairs in the dining room were in
poor repar. The chars were torn and visibly
soiled. The dark finish dining tab es had the
finish worn away exposing a light wood color.
The surveyor observed that s x 6) of the
overhead florescent lights in the dining room had
dead bugs in them.

On the second floor on the 2 North Unit the
surveyor observed dead bugs in the hallway
overhead florescent lighting near rooms 255 and
261. The unit smelled of urine. The shower room
on the 2 North unit had four (4) broken tiles. The
shower chair was dirty and the back rest, which
was a mesh material, was ragged (appeared to
be like dry rotted) and needed to be replaced.
The shower stretcher, which also was made out
of a mesh material, was jagged, like dry rot, and
needed to be replaced. The padding on the
shower stretcher was cracked and peeling and
needed to be replaced. Lastly the lower portion
of the tiled walls and crevices where the walls
met with the floors were soiled with what
appeared to be mildew, which was dark brownish
in color.

On the 2 South Unit the surveyor observed dead
bugs in the hallway overhead florescent lighting

Event ID:NP9011

Facility ID VA0039

soiled ceiling tiles and will take corrective
action to have them replaced. All units
will be monitored by the facil ty QA team
along with the senior management to
ensure continued compliance and w Il be
ongoing and will be measured in the
weekly QA meeting.

Corrective action has been accomplished
for units identified with urine odors, 3
North shower room, 2 Nerth unit, 1 North
unit and 1 South un t by housekeeping.
Odors have been el minated.
Housekeeping supervisors and/or
designee will do a morning and late
afternoon walkthrough on all units to
assess for odors and take measures to
eliminate at that time. Unit Coordinators,
DON, DOPS, Supervisors and
Administrator have been re-inserviced to
report odors when identified so that this
can be corrected within a timely manner.
All units will be monitored by the QA team
and senior management for continued
compliance and will be ongoing and will
be measured in the weekly QA meeting.

The Housekeeping Supervisor has
replaced the soiled privacy curtain for
rooms 357 and 351 on 3 North. An audit
will be completed on all units for soiled
privacy curtains by the Housekeeping
Managers and any found to be soiled will
be replaced with clean curtains. All staff
will be inserviced to report to the
Housekeeping Supervisor of any soiled
privacy curtain to be changed out. All
units will be monitored by the QA team
and senior management for continued
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near rooms 212 and 224.

On the 1 North Unit the surveyor observed the
shower room. The shower chair was dirty and
the back rest, which was a mesh materia , was
ragged (appeared to be like dry rotted) and
needed to be replaced. The shower stretcher,
which also was made out of a mesh material, was
jagged, like dry rot, and needed to be replaced.
The padding on the shower stretcher was
cracked and peeling and needed to be replaced.
Broken tiles were a so observed in the shower
room. Additionally the lower portion of the tiled
walls and crevices where the walls met with the
floors were soiled with what appeared to be

mi dew, which was dark brownish in color. The
unit smel ed of urine. Lastly the surveyor
observed soiled ceiling tiles in the hallway near
the nurses' station and near room 138,

On the 1 South Unit the surveyor observed a
pervasive odor of urine. The surveyor observed
the shower room. The shower chair was dirty and
the back rest, which was a mesh material, was
ragged (appeared to be ike dry rotted) and
needed to be replaced. The shower stretcher,
which also was made out of a mesh material, was
jagged, fike dry rot, and needed to be rep aced.
The padding on the shower stretcher was
cracked and peeling and needed to be replaced.
Four (4) broken tiles were also observed n the
shower room. Lastly the lower portion of the tiled
walls and crevices where the walls met with the
floors were soiled with what appeared to be
m’ldew, which was dark brownish in color. In the
hallway near room 167 four (4) ceiling tiles were
soiled w'th reddish brown debris,

On May 11, 2017 at 10 a.m. the surveyor made a
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compliance and will be on-going and will
be measured in the weekly QA meeting.

Housekeeping Supervisor and
or/designee have removed the dead bugs
out of the light fixture in the hallway by
rooms 362 & 373 and {6) in the dining
room on 3 North, hallway lights by rooms
255 & 261 and hallway lights by rooms
212 & 224 on 2 South. The
Housekeeping Supervisor andfor
designee will complete an audit of all
lighting fixtures for dead bugs and remove
as needed throughout the facility. All staff
will be inserviced to report any bugs noted
in the | ght fixtures to the Housekeeping
Supervisor. All units light fixtures wil be
mon'tored by the QA team and senior
management for continued compliance
and will be ongoing and will be measured
in the weekly QA meeting.

Maintenance Supervisor has removed the
torn chairs in the 3 North dining room.
The soiled chairs wil be cleaned by the
Housekeepng Supervisor and
or/designee. The Housekeeping
Supervisor and/or designee will do an
audit on al chairs for cleanliness and set
up a clean’ng schedule to have a
completed. The Maintenance Director
and or/designee will complete an audit of
all the d ning room cha rs in need of repair
and set up schedu e to get completed

and if not ab e to repa’r will be removed
start'ng with 3 North then the second floor
then the frst floor. The Maintenance
Supervisor and or designee will do an
audit of all dining room tables which have
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F 252
the finish worn off and will have tables
repaired/stained. Dining room furniture on
all units will be monitored by the QA team
and senior management for continued
compliance and will be ongoing and will
be measured in the weekly QA meeting.

The Maintenance Supervisor and/or
designee will complete an audit on all
shower rooms for broken tiles. The
Maintenance Supervisor and or/designee
will have the (4) broken tiles repaired on
the 2 North unit and on 1 South unit
shower room and any other broken tiles in
the facility. All unit shower rooms will be
monitored for broken tiles by the QA team
and senior management for continued
compliance and will be ongoing and will
be measured in the weekly QA meeting.

The shower chairs on 2 North, 1 North,
and 1 South have been cleaned by
housekeeping. Maintenance Supervisor
has ordered the mesh backrest for the
shower chairs and wilt be replaced when
received. The Maintenance Supervisor
and/or designee will audit all the shower
chairs in need of new backrest and will
replace as needed. The Housekeeping
Supervisor and or/designee will clean all
shower chairs within the facility and set up
a cleaning schedule to maintain
cleanliness. The unit shower chairs will
be monitored by the QA team and senior
management for continued compliance
and will be ongoing and will be measured
in the weekly QA meeting.
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image313.png
F 252 Continued From page 6

tour of the facility with the Ma ntenance D'rector
(MD) and Corporate Compliance Nurse (CCN).
The surveyor specifically pointed out her
observation to the MD and CCN.

On May 11, 2017 at 11 a.m. the survey team met
with the Chief Executive officer (CEQ)
Administrator (Adm), Director of Nursing (DON),
Director of Professional Services and the CCN.
The surveyor nformed the Administrat ve Team
(AT) of the environmental issues and that the
facility staff were not maintaining the facilty in a
clean, comfortable and homelike environment.

No additional information was prov ded prior to
exiting the facility as to why the facility staff failed
to ensure a clean, comfortable homelike
environment in the facility.
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The stretcher shower bed pads have been
ordered for 2 North and 1 South and will
be replaced when received by

ma ntenance. The 1 North unit shower
received a new stretcher shower bed on
5/22 17. Maintenance Supervisor and

or designee wil audit all stretcher shower
beds and will repair and/or replace as
needed. All units shower equ pment wil
be monitored by the QA team and senior
management for continued compliance
andw be ongo'ng and will be measured
in the weekly QA meeting.

The shower reom s ceramic tile on 2
North, 1 North and 1 South have been

¢ eaned and free of what appeared to be
mildew. The Housekeep ng Supervisor
and/or designee will complete an audit of
a | shower rooms for dark brownish
mildew-like areas and clean as needed
and set up a cleaning schedule to be

ma ntained. All unit shower room ceramic
tile w'll be monitored for cleanliness by the
QA team and senior management for
continued compliance and will be ongoing
and will be measured in the weekly QA
meeting.

The facility will be in substantial
compliance by June 15, 2017.

F 278 ASSESSMENT F 278 6/15/17
ss=D ACCURACY/COORDINATION/CERTIFIED
CFR(s): 483.20(g)-G)

(g) Accuracy of Assessments. The assessment
must accurately reflect the resident’s status.
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Continued From page 8

{h) Coordination

Aregisterad nurse must conduct or coordinate
each assessment with the appropriate
participation of health'professionals.

(i) Certification
(1) A registered nurse must sign and certify that
the assessment is completed.

(2) Each individual who completes a portion of the
assessment must sign and certify the accuracy of
that portion of the assessment.

{j) Penalty for Falsification
{1) Under Medicare and Medicaid, an individual
who willfully and knowingly=

(i) Certifies 2 material and false statementin a
rasident assessment is subject 1o a civil money
penalty of not more than $1,000 for each
assessment; or

(ii) Causes another individual to ceriify a material
and false statement in a resident assessment is
subject ta a civil monay penalty or not more than
$5,000 for each assessment.

R (2) Clinical disagreement does not constitute a
material and false statement.
This REQUIREMENT is not met as evndenced
by:
Based on staff interview and clinical record A. Correclive action'has been
review the facility staff failed to ensure a complete accomplished for resident #20; the MDS
and accurate comprehensive MDS (minimum . has been corrected to reflect hospice
data set) for 1 of 31 Residents, Resident #20. status:

The findings included: i B. A review of all residents receiving
hospice care have been audited to'identify
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For Resident #20 the facility staff fai ed to code
hospice status on the MDS.

Resident #20 was admitted to the facility on
03/10/17. Diagnoses included but not limited to
cancer, anemia, hypertension, peripheral
vascular disease, gastroesophageal reflux
disease, end stage renal disease, anxiety, and
chren’c obstructive pulmonary disease.

The most recent MDS with an ARD (assessment
reference date) of 03/16/17 coded the Resident
as 12 of 15 in section C, cognitive patterns.
Section O, special treatments, procedures and

that Resident #20 had not received any spec'a
services.

Res dent #20's clin'cal record was reviewed on
05/10/17. It contained a form entitled "....(agency
name om tted) Certification Statement of

Attend ng Physician and Medical Director" wh'ch
read n part "l certify that ...(Resident #20) I1s
terminaly | w'th a ife expectancy of six months
orless ... and "l confirm that | have composed

medical record...”. This form was dated 03 13/17
and signed by the facility med'cal director.

Resident #20's clinical record also contained a
nurse's noted dated 03/15/17 which read n part
"Restdent was admitted to hospice...."

The concern of the miscoded MDS was
discussed w th the administrative staff durng a
meeting on 05/11/17 at approximately 1100.

No further information was provided prior to ex t.
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other incidents having the potentia to be
affected by the same def'cient practice.
No other residents were found to be
affected.

C. To ensure that the deficient practice
wil not recur, the fol owing measures will
be put ‘nto p ace. Areview of a residents
receiving hosp ce care will be conducted
by the MDS Coordinator and the MDS
nursing staff. Th s review wil include
emphasis on correct documentation that
accurate y reflects the resident s status.
Review results will be co lected by the
Director of Nursing (DON) and Director of
Professional Serv'ces (DOPS) monthly
and reported at the weekly Q.A. meeting
and quarterly Q A. Committee and to
ensure its effectiveness and that the
def'cient practice does not recur.

D. Senior nursing staff, including all unit
coordinators, MDs nurses were
re-inserviced on the MDS assessment
and how it must accurately reflect the
resident s status.

The facil ty wil be in substantial
compl'ance by June 15, 2017.

Fa ity D VAO 39 If continuation sheet Page 10 of 27




image327.png




image328.png




image329.png




image330.png
(X3) DATE SURVEY'
COMPLETED

Cc
495281 8. WING 05/11/2017
INAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE

' 300 BLUE RIDGE STREET
MARTINSVILLE, VA 24112

[a] PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

(X1) PROVIDER/SUPPLIER/CLIA:
IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES,
AND PLAN OF CORRECTION

BLUE RIDGE REHAB CENTER

(XS)
(COMPLETION.
DATE

(X4)ID SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG





image331.png
ontinued From page 10

FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

CFR(s): 483.25(d)(1)(2)(n)(1)-(3)

{d) Acc dents.
The fac | ty must ensure that -

(1) The resident environment remains as free
from acc dent hazards as is poss ble; and

(2) Each resident receives adequate superv sion
and assistance devices to prevent accidents.

(n) - Bed Rals. The facility must attempt to use
appropriate a ternatives prior to nstalling a side or
bed rail. if a bed or side ral is used, the facility
must ensure correct installation, use, and
maintenance of bed rails, including but not limited
to the following elements.

(1) Assess the resident for risk of entrapment
from bed ralils prior to installation.

(2) Review the risks and benefits of bed rails with
the resident or resident representative and obtain
informed consent prior to installation.

{3) Ensure that the bed’s dimensions are
appropriate for the resident's size and weight.
This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview and clinical
record review, it was determined the faci ity staff
failed to provide a care-planned fall intervention
(fall mattress @ bedside) for 1 of 31 residents
(Resident #1) who had a history of falls.

Findings:
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The facility will ensure that the resident s
environment remains as free of accident
hazards as is possible; and each resident
receives adequate supervision and
assistive devices to prevent accidents for
resident #1 and all other residents.

A. Corrective action has been
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The fac | ty staff failed to provide a care-planned
fall ‘ntervention (fall mattress @ bedside)
Resident #1, who had a history of falls. The
resident's ¢ nica record was reviewed on 5/9/17
at 3:00 PM.

Resident #1 was admitted to the facility on
4 28/14. Her diagnoses included: Malnutrition,
anx ety, hypertension, heart failure and dementia.

The resident's atest MDS (minimum data set)
assessment dated 3/2/17 coded the resident with
serious cogn tive impairment. She required the
assistance of at least one nursing staff member
for ass stance with all the ADLs (activities of daily
1ving). This MDS triggered the resident as a
high-risk for falls and the decision was made to
care plan interventions for same.

Resident #1 s CCP (comprehensive care p an)
reviewed and revised on 3/13/17 documented the
resident at a high risk for major injuries from falls,
due to her previous history of falls. The
interventions for staff implementation included
"mattress on floor beside bed to minimized the
resident impact with floor - resident fall ng
frequently”.

On 5/9/17 at 11:30 AM & 2:46 PM and on 5/10/17
at 8:30 AM the resident was observed in her bed.
She did not have a mattress on the floor by the
bed during any of those observations.

On 5/10/17 at 3:30 PM the surveyor informed the
facility CEO, administrator, DON, and CN
(corporate consultant) of these findings. No
additional information was provided.
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accomp ished for those residents found to
have been affected by the deficient
practice as described in the following.

1. Resident#1 's comprehensive care
plan has been re-evaluated for fall
interventions with fall mattress at bedside,
and noodles to be placed on resident s
bed at all tmes.

B. All cinica records will be reviewed by
senior nursing staff and MDS staff to
identify other residents who have the
potential to be affected by the same
deficient practice. The facility has
developed an audit tool to be used by
nursing staff conducting the records
review. This review will include emphasis
on interventions on fall prevention, special
equipment, mats on fleor, and noodles to
(R) or (L) side to prevent falls.

C. Re-inserv'ces will be given to nurses
on care plan fall prevention and the
mportance of safety equipment to assure
that the deficient practice does not recur.

D. The mon'toring report form from the
unit MDS nurse to the DON and DOPS,
will be collected by the DON monthly, and
reported at the quarterly Q.A. Committee.
The monitoring process will continue by
the MDS nurses, charge nurses, and Q.A.
team members for continued compliance
to assure its effectiveness so that the
deficient practice does not recur.

The facility will be in substantial
compliance by June 15, 2017.
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DRUG REGIMEN [S FREE FROM
UNNECESSARY DRUGS
CFR(s): 483.45(d)(e)(1)-(2)

483.45(d) Unnecessary Drugs-General.

Each resident's drug regimen must be free from
unnecessary drugs. An unnecessary drug is any
drug when used--

(1) In excessive dose (includ'ng dupl'cate drug
therapy); or

(2) For excessive duration; or
(3) Without adequate monitoring; or
(4) Without adequate ndications for its use; or

(5) In the presence of adverse consequences
which ind'cate the dose should be reduced or
discontinued; or

(6) Any combinations of the reasons stated in
paragraphs (d)(1) through (5) of this section.

483.45(e) Psychotropic Drugs.
Based on a comprehensive assessment of a
resident, the facility must ensure that--

(1) Residents who have not used psychotropic
drugs are not given these drugs unless the
medication is necessary to treat a specific
condition as diagnosed and documented in the
clinical record;

(2) Residents who use psychotropic drugs receive
gradual dose reductions, and behavioral
interventions, unless clinically contraindicated, in
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an effort to discontinue these drugs;
This REQUIREMENT is not met as evidenced
by:
Based on staff interview, facility document The facility will follow physician orders for
review, and clinical record review, the facil ty staff medication administration for resident #24
failed to ensure 1 of 31 residents was free of an and all other residents identified in the
unnecessary medication (Resident #24). deficient practice that follows.
Resident #24 received one extra dose of the
antibiotic Doxycycline. A. For resident #24 all | censed nurses
have been re-inserviced on follow'ng AB
The findings included: physician orders. Count number of doses
and number of meds. Other residents
The facility staff administered fifteen (15) doses receiving ABT have been aud ted and are
of Doxycycline 100 mg (milligrams) instead of the in compliance.
fourteen {14) doses ordered by the physician for
Resident #24. B. The facility has completed an aud't by
unit coordinators, MDS nurses,
The surveyor reviewed Resident #24's ¢ inical DON/DOPS to ensue dsficient practice
record on 5/11/17. Resident #24 was admitted to has not affected other residents. The
the facility 5/2/17 with diagnoses that included but physician for resident #24 has been
not limited to ceflulitis of left upper limb, Insomnia, notified and the resident was notified of
hypertension, anxiety, acquired hemolytic med error.
anemia, iron deficiency anemia, edema acute
kidney failure, liver disease, hyperlipidemia, C. Alllicensed nurses have been
depressive disorder, and type 2 diabetes mellitus. re-inserviced by the DON, unit
coordinators with return demonstration on
Resident #24's admission minimum data set how to follow physician orders on dosing
(MDS) had not been completed. and blocking out days on the Medication
Administration Record (MARY) record for
The signed admission physician orders dated those residents on ABT. This will be
5/2/17 for Resident #24 included the order that monitored by the DON, DOPS, unit
read "6. Doxycycline 100 mg po (by mouth) bid coordinators, and supervisors.
(twice a day) x 7 days dx (diagnosis) cellulitis.”
D. To prevent reoccurrence the pharmacy
The May 2017 admission medication consultants, DON, DOPS, unit
administration record was reviewed. Doxycycline coordinators and supervisors will be
100 mg was entered and nurses had initialed checking daily for continued compliance.
administration of the drug beginning 5/2/17 at This will be brought to the quarterly Q.A.
5:00 p.m. through 5/9/17 5:00 p.m. for a total of Committee and reviewed with medical
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15 doses. Resident #24 received one extra dose
of the Doxycycline.

The surveyor interviewed the unit manager
licensed practical nurse #2 on 5/11/17 at 8:05
a.m. The unit manager stated it looked like
Resident #24 recsived one extra dose. The unit
manager stated she would call the contracting
pharmacy to check if a dose of the medication
had been removed from the facility stat box. The
unit manager was unable to locate any drug
removal papers for the stat box in the facility.

The surveyor requested a copy of the contents of
the facility stat box from the director of nursing on
§/11/17 at 9:00 a.m.

The surveyor reviewed the "Blue Ridge Box
Listings” on 5/11/17. The list ind cated there were
10 available doses of Doxycycline 100 mg.

The surveyor interviewed the unit manager L.P.N.
#2 again on 5/11/17 at 10:40 a.m. The un't
manager stated when she contacted the
pharmacy, the pharmacy informed her that one
Doxycycline 100 mg came from the stat box for
Resident #24 and stated "he got one too many.

The surveyor nformed the administrative staff of
the issue with Resident #24's medication
administration during a meeting on 5 11 17 at
11:00 a.m.

No further information was provided prior to the
exit conference on 5/11 17.

F 387 FREQUENCY & TIMELINESS OF PHYSICIAN

ss=p VISIT
CFR(s): 483.30(c)(1)(2)

FORM CMS-2567(02-99} Previous Version Ob o ele Evant ID:NPS011




image355.png
F 329

directors for continued compliance to
prevent reoccurrence.

The facility will be in substantial
compliance by June 15, 2017.
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(c) Frequency of Physician Visits

(1) The residents must be seen by a physician at
Jeast once every 30 days for the first 90 days after
admission, and at least once every 60 thereafter.

(2) A physician visit is considered timely if it
occurs not later than 10 days after the date the

visit was required.
This REQUIREMENT is not met as evidenced

by:

Based on staff interview and clinical record The resident must be seen by a physician
review, it was determined that the facility staff at least once every 30 days for the first 90
failed to ensure timely physician visits for 1 of 31 days after admission, and at least once
Residents in the sample survey, Resident #3. every 60 days thereafter for Resident #3

and all other residents.
The Findings Included:
A. Corrective action has been

Resident #3 was a 7 year old male who was accomplished for resident #3 that was
originally admitted on 3/22/12 and readmitted on found to have been affected by the
6/30/16. Admitting diagnoses included, but not deficient practice as described in the
limited to: perforation of the intestine, dementia fo lowing:
without behaviors, altered mentat status, aphas‘a, 1. Resident #3 s physician has been
vascular dementia, hypertension, diabetes notified of the def cient practice. Progress
mellitus and failure to thrive. note is now up to date for resident #3.
The most current Minimum Data Set (MDS} B. All clinical records have been reviewed
located on the clinical record was a Quarterly by senior nursing staff, to identify other
MDS assessment with an Assessment Reference residents who have the potential to be
Date (ARD) of 4/25/17. The facility staff coded affected by the same deficient practice.
that Resident #3 had short and long term memory
oss (1/1) and was severely impaired with daily C. To ensure the deficient practice will not
decision making regarding Activities of Daily recur, audits will be done monthly by the
Living (ADL's). The facility staff coded that medical records department for continued
Resident #3 required total nursing care (4/2) with compliance.

ADL's.

D. Senior nursing staff, MDS, unit

On May 10, 2017 at 8:15 a.m. the surveyor coordinators, DON, will follow-up monthly
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reviewed Resident #3's ¢ in cal record. Rev ew of
the ¢ nical record produced phys cian progress
notes dated 11 9 16 and 2 1 17. Rev ew of the
clin cal record failed to produce
evidence/documentat on of a physician v sit from
11/9/16 through 2/1 17.

On May 10, 2017 at 9 15 a.m. the surveyor
notified the Un t Manager (UM) who was a
Licensed Practical Nurse (LPN #4), that Res dent
#3 d d not have physician progress notes or

ev dence of being seen by the physician from

11 9 16 through 2 1 17. The surveyor and UM
(LPN #4) reviewed Res dent #3's ¢ nica record.
The surveyor spec fica ly reviewed the physic an
progress notes dated 11/9/16 and 2 1 17 wth the
UM (LPN #4). The UM (LPN #4) reviewed
Resident #3's ¢l nical record and was unable to
locate documentation/evidence that Resident #3
was seen between 11 9/16 and 2/1 17.

On May 10, 2017 at 2:40 p.m. the survey team
met with the Chief Executive Officer (CEQ),
Administrator (Adm), Director of Nursing {DON),
Director of Professional Services (DPS) and
Corporate Compliance Nurse (CCN). The
surveyor notified the Administrative Team (AT)
that review of Resident #3's clinical record failed
to produce ev dence/documentation that Resident
#3 was seen by the physician from 11/9/16
through 2/1/17.

No additional nformat on was provided prior to
xiting the facility as to why the facil ty staff failled
o ensure timely physician visits for Resident #3.

PHARMACEUTICAL SVC - ACCURATE

PROCEDURES, RPH

CFR(s): 483.45(a)(b)}(1
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from the medical records audit.
Physicians found to be in non-compliance
will be notified by the medical directors of
the facility.

The facility will be in substantial
compliance by June 15, 2017.
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(a) Procedures. A facility must provide
pharmaceutical services (including procedures
that assure the accurate acquiring, receiving,

d spensing, and administering of all drugs and
biologicals) to meet the needs of each resident.

(b} Service Consu tation. The facility must
employ or obtain the services of a licensed
pharmacist who--

(1) Provides consultation on all aspects of the
provision of pharmacy services in the facility;
This REQUIREMENT is not met as evidenced
by:

Based on staff interview and clinical record
review, it was determined that the facility staff
failed to ensure that the pharmacist comp eted a
monthiy Drug Regime Revew (DRR) for 1 of 31
Residents in the sample survey, Resident #3.

The Findings Included:

Resident #3 was a 7 year old male who was
originally admitted on 3/22/12 and readmitted on
6/30/16. Admitting diagnoses included, but not

mited to: perforation of the intestine, dementia
without behaviors, altered mental status, aphasia,
vascular dementia, hypertension, diabetes
mellitus and failure to thrive.

The most current Min mum Data Set (MDS)
located on the clinical record was a Quarterly
MDS assessment with an Assessment Reference
Date (ARD) of 4/25/17. The facility staff coded
that Resident #3 had short and long term memory
loss (1/1) and was severely impaired (3) with daily
decision making regarding Act'v ties of Daily
Living (ADL's). The facil ty staff coded that
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The facility will provide pharmaceutical
services to meet the needs of each
resident, including Resident #3.

A. Corrective action has been
accomplished for Resident #3. Resident
has been seen by pharmacy with no
recommendations at this time. Audit
conducted by senior nursing staff has
been comp eted to ensure that other
residents have not been affected by the
delinquent practice.

B. Senior facility administrative staff have
met with senior pharmacy staff to
implement a system to prevent deficient
practice from reoccurring.

C. Pharmacy wil use a census sheet for
each unit to ensure continued compliance.
For residents that are moving from 2nd
fioor to 3rd floor or 1st floor, a notification
sheet will e provided to the pharmacy
staff.

Facility ID: VA0039
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Resident #3 required total nursing care (4/2) with
ADL's.

On May 10, 2017 at 8:15 a.m. the surveyor
reviewed Resident #3's clinical record. Rev ew of
the clinical record failed to produce an April 2017
Drug Regime Review (DRR).

On May 10, 2017 at 9:15 a.m. the surveyor
notified the Unit Manager (UM) who was a
Licensed Practical Nurse {LPN #4), that Resident
#3 did not have a monthly DRR. The surveyor
notified the UM (LPN #4) that Res dent #3 did not
have an April 2017 DRR. The surveyor and UM
(LPN #4) reviewed Resident #3's clinical record.
The surveyor reviewed the document titled
"Pharmacist Chart Review," with the UM (LPN
#4). The surveyor pointed out that Resident #3
was missing an April 2017 pharmacy DRR. The
UM (LPN #4) reviewed Resident #3's clinical
record and was unable to locate and Apri 2017
DRR.

On May 10, 2017 at 2:40 p.m. the survey team
met with the Chief Executive Officer (CEO),
Administrator (Adm), Director of Nursing (DON}),
Director of Professional Services (DPS) and
Corporate Compliance Nurse (CCN). The
surveyor notified the Administrative Team (AT)
that review of Resident #3's clinica record failed
to produce an April 2017 DRR.

No additional information was prov ded prior to
exiting the facility as to why the facility staff failed
to ensure that the pharmacist completed a
monthly DRR for Resident #3.

F 514 RES
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D. Continued compliance will be
monitored by the DON, DOPS, and
administrator weekly in the QA meeting.
Pharmacy staff will review census sheet
with DOPS before leaving facility for
continued compliance.

The facility will be in substantial
compliance by June 15, 2017.
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LE
CFR(s): 483.70()(1)(5)

(i} Medical records.

(1) In accordance with accepted professional
standards and practices, the fac lity must
maintain medical records on each resident that
are-

(') Complete;

(ii) Accurately documented;

(i) Readily accessible; and

(iv) Systematically organized

(5) The med cal record must conta n-

() Suffic’ent information to identify the resident;

(i) A record of the resident’s assessments;

(ii) The comprehensive plan of care and services
prov'ded;

(iv) The results of any preadm ssion screening
and resident review eva uations and
determ nations conducted by the State;

(v) Physic an's, nurse's, and other licensed
professional’s progress notes; and

(v ) Laboratory, radiology and other diagnostic
serv ces reports as requ red under §483.50.
This REQUIREMENT is not met as evidenced
by-

Based on staff nterview and clinical record The facility will provide complete and
rev'ew, 't was determined that the facility staff accurate clinical records for each resident,
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failed to ensure a complete and accurate clinical including #3, #8, #10, and #14.

record for 4 of 31 Residents in the sample survey,

Resident #3, Resident #8, Resident #10 and A. Corrective action has been

Resident #14. accomplished for resident #3. A complete
audit of all weights has been completed

The Findings Included: for resident #3 and all other residents to
ensure continued compliance in accurate

1. For Resident #3 the facility staff failed to records. Resident #8 corrective action

accurately document his weights. has been accomplished and the
telephone order has been corrected. An

Resident #3 was a 7 year old male who was audit of all telephone orders and P.O.S.

originally admitted on 3/22/12 and readmitted on have been completed on all residents by

6/30/16. Admitting diagnoses included, but not the 3rd shift nursing staff for continued

limited to: perforation of the intestine, dementia compliance.

without behaviors, altered mental status, aphasia,

vascular dementia, hypertension, diabetes Corrective action has been accomplished

mellitus and failure to thrive. for resident #10. Audits have been
completed by the medical records

The most current Minimum Data Set (MDS) department on resident #10 and all other

located on the clinical record was a Quarterly residents to ensure continued compliance

MDS assessment with an Assessment Reference of resident medical records accuracy.

Date (ARD) of 4/25/17. The facility staff coded

that Resident #3 had short and long term memory Corrective action for resident #14 has

loss (1/1) and was severely impaired (3) with daily been accomplished. Please see Tag

decision making regarding Activities of Daily #F-329 for continued compliance,

Living (ADL's). The facility staff coded that inservices and QA measures.

Resident #3 required total nursing care (4/2) with

ADL's. B. All resident clinical medical records will
be audited monthly by senior nursing staff

On May 10, 2017 at 8:15 a.m. the surveyor to identify other residents who have the

reviewed Resident #3's clinical record. Review of potential to be affected in the same

the clinical record produced Resident #3's deficient practice.

weights over the past year. The weights were 1. Weights/accuracy #3

documented as: 2. Telephone orders/accuracy #8

3. Resident medical records/accuracy

6/7/16 166.40 #10

6/19/16 171.00 4. Medication doses/accuracy #14

7/3116 125.50

7/10/16 124.10 C. All staff will be re-inserviced on
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7117116 126.30 accurate and complete documentation in
7/24/16 165.80 aresident s cl nical record. Examples of
7/25/16 161.90 this issue wil be cited during the training
8/1/16 161.60 to ensure the medical records/nursing
staff understands the importance of
On May 10, 2017 at 9:15 a.m. the surveyor accurate documentation and th s issue
notified the Unit Manager (UM) who was a does not recur. The unit coordinators,
Licensed Practical Nurse (LPN #4), that Resident DON/DOPS will monitor monthly.
#3's weight sheet documented that he lost about
50 pounds from 6/19/16 through 7/3/16 and then D. The aud'ts will be co lected by the
gained about 40 pounds from 7/17/16 through DON/DOPS monthly, and reported at the
7/24/16. The surveyor asked the UM (LPN #4) quarterly QA committee to prevent
how was it possible for Resident #3 to lose and deficient practice does not recur.
gain that much weight in such a short amount of
time. The surveyor and UM (LPN #4) reviewed The faci ity will be in substantial
Resident #3's clinical record. The surveyor compliance by June 15, 2017.
rev ewed Resident #3's weights with the UM (LPN
#4). The UM stated that the weights were
naccurate.

On May 10, 2017 at 2:40 p.m. the survey team
met with the Chief Executive Officer (CEO),
Admin strator (Adm), Director of Nursing (DON),
Director of Professional Services (DPS) and
Corporate Compliance Nurse (CCN). The
surveyor notified the Administrative Team (AT)
that rev ew of Resident #3's clinical record
documented that he had lost about 50 pounds
from 6 19/16 through 7/3/16 and then gained
about 40 pounds from 7/17/16 through 7/24/16.
The surveyor notified the Administration Team
(AT) that Resident #3's weights were inaccurately
documented as it was not possible to lose 50
pounds in approximately 2 weeks and then gain
40 pounds in one week.

No additional information was provided prior to
exit ng the facility as to why the facility staff failed
to ensure a complete and accurate clinical record
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for Resident #3.

2. For Resident #8 the facility staff failed to
document the correct date on a physician
telephone order.

Resident #8 was a 96 year old female who was
originally admitted on 11/15/16 and readmitted on
3/18/17. Admitting diagnoses included, but were
not limited to: osteoarthritis, hypertension acute
kidney failure, major depression, anxiety,
pseudobulbar affect, psychotic disorder w th
hallucinations and cataracts.

The most current Minimum Data Set (MDS)
assessment located in the clinical record was a
Significant Change MDS assessment with an
Assessment Reference Date (ARD) of 4/13/17.
The facility staff coded that Resident #8 had a
Cognitive Summary Score of 3. The fac |ty staff
also coded that Resident #8 required lim'ted (2/2)
to extensive assistance with Activities of Daily
Living (ADL's).

On May 9, 2017 at 1:20 p.m. the surveyor
reviewed Resident #8's clin cal record. Review of
the clinical record produced a physic an
telephone order dated 2 23/17 that ordered a
CBC and CMP on Monday. The order had been
originally identified the order date as 2/3 17 and
had been scored through (marked through with a
single line) indicating the wrong date had been
originally written down incorrectly.

Continued review of the clin cal record failed to
produce the results of the CBC and CMP for
2/27/17 as the order was written to get the CBC
and CMP on the Monday following the 2/23 17
date.
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On May 9, 2017 at 2:05 p.m. the surveyor notified
the Unit Manager (UM), who was a Licensed
Practica Nurse (LPN #1), that Resident #8 had a
physician telephone order dated 2/23/17 to obtain
a CBC and CMP on Monday {2/27/17.) The
surveyor notified the UM (LPN #1) that review of
the clinical record fai ed to produce the results for
the physician ordered labs. The UM (LPN #1)
reviewed the cl'nical record and could not locate
the lab results for the CBC and MP for 2/27 17.

On May 10, 2017 at 10:30 a.m. the Director of
Professional Services (DPS) approached the
surveyor and informed the surveyor that the order
date was ‘ncorrect on the physician telephone
order. The DPS stated that the order date should
have been 4/23/17, as the CBC and CMP were
drawn on 4/24/17. The surveyor reviewed a

ca endar and 4/24/17 was on a Monday. The
surveyor also observed the results of a CBC and
CMP n the clinical record that had been obtained
on 4/24/17. The DPS stated that the LPN who
had written the order had documented the wrong
date when she obtained the physician order.

On May 10, 2017 at 2:40 p.m. the survey team
met with the Chief Executive Officer (CEO)
Administrator (Adm), Director of Nursing (DON),
DPS and Corporate Compliance Nurse (CCN).
The surveyor notified the Administrative Team
(AT) that review of Resident #8's clinical record
produced a physician telephone order dated

2 23 17 that ordered a CBC and CMP. The
surveyor notified the AT that the LPN who

obta ned the physic an order had written the
ncorrect on the physician telephone order.

No additional informat'on was provided as to why
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the facility staff failed to ensure a complete and
accurate clinical record for Resident #8.

3. The facility staff failed to ensure an accurate
clinical record for Resident #10. Resident #10's
clinical record contained medical information
conceming two other residents in the facility.

The surveyor reviewed Resident #10's clinical
record on 5/9/17 and 5/10/17. Resident #10 was
admitted to the facility 10/26/12 and readmitted
3/2/17 with diagnoses that included but not limited
to chronic inflammatory demyelinating
polyneuritis, osteomyelitis, atrial fibrillation,
hypertension, atherosclerotic heart disease,
rheumatic disorders of the heart, convulsions,
paraplegia, neuromuscular dysfunction of the
bladder, anxiety, gastroparesis, delusionat
disorders, and type 2 diabetes mellitus.

Resident #10's significant change in status
minimum data set (MDS) assessment with an
assessment reference date (ARD) of 3/9/17
assessed the resident with a cognitive summary
score of 15,

During the record review, the surveyor located the
February 2017 medication administration record
(6 pages) for another facility resident in Resident
#10's record and a psychology note dated
11/07/16 for another facility resident.

The surveyor interviewed the unit manager
licensed practical nurse #4 on 5/10/17 at 10:50
a.m. The unit manager stated the unit secretary
was no longer employed at the facility and stated
the filing could have been done by an intern. The
unit manager L..P.N. #2 removed the paperwork
of the other residents from Resident #10's chart.

FORM CMS-2567(02-99) Previous Verslons Obsolete Event ID:NP9011 Facility ID: VA0039 If continuation sheet Page 25 of 27




image409.jpeg




image410.png
DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES {X1) PROV DER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER.

495281
NAME OF PROVIDER OR SUPPLIER

BLUE RIDGE REHAB CENTER

SUMMARY STATEMENT OF DEFIC ENCIES

(X4) D
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION}

F 514 | Continued From page 25

The surveyor informed the administrative staff of
the above issue with filing inaccuracy on 5/10/17
at 2:42 p.m.

No further nformation was provided prior to the
exit conference on 5/11/17.

4. The facility staff failed to ensure an accurate
May 2017 med'cation admin stration record for
Res dent #14.

The clinica record of Resident #14 was reviewed
5/9/17 and §/10/17. Resident #14 was admitted
to the faci ity 4/9/15 with diagnoses that included
but not limited to pain, constipation, anxiety,
hypertension, mood disorder, anxiety,
non-traumatic subdural hemorrhage,
atherosclerotic heart disease, hyperfipidemia, and
spinal stenosis.

Resident #14's annual minimum data set (MDS)
assessment with an assessment reference date
(ARD) of 3/28/17 assessed the resident with a
cognitive summary score of 12.

Resident #14 had an order dated 4/25/17 that
read “"Cipro 500 mg (milligrams) 1 tab (tablet) po
(by mouth) q (every) 12 hrs (hours) for 7 days Dx:
(diagnosis) UTI {urinary tract infection).”

The surveyor reviewed the April 2017 medication
administration record and the May 2017
medication administration record.

The April 2017 MAR had documentation that
Cipro was administered beginning 4/26/17 at 9A
through 4/30/17 at 9P for a total of ten (10)
doses. The May 2017 MAR had documentation
that the resident received Cipro 5/1/17 beginning
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at 9A through 5/2 17 9A for a total of five (5
doses). The total doses documented as
administered were 15 doses; however, the
amount ordered was fourteen (14) doses. There
was one extra Cipro documented.

The surveyor requested the pharmacy manifest
from the director of nursing on 5/9/17 at 3:05 p.m.
and informed the DON of the concern with the
documentation of administered medications.

The surveyor rev ewed the pharmacy manifest on
5/10/17. Ciprofloxacin HCL 500 mg tab quantity
of 14 was sent and the facility signed receipt of
the medication on 4/26/17.

The surveyor informed the administrative staff of
the medication documentation concern on
Resident #14's May 2017 MAR on 5/10/17 at 2:42

p.m.

No further information was provided prior to the
exit conference on 5/11/17.
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COMMONWEALTH of VIRGINIA

Department of Health

M. Norman Oliver, MD, MA i i ifi i TYY 7-1-1 OR
State Health Commissioner Ofﬂce of Licensure and Certlflcatlon 1-800-828-1120

9960 Mayland Drive, Suite 401
Henrico, Virginia 23233-1485

June 20,2019 FAX: (804) 527-4502

The Honorable G. Carter Greer
Martinsville Circuit Court

P. O. Box 1347

Martinsville, VA 24114-1206

RE: OHI Asset (VA) Martinsville SNF, LLC, et al. v. BRVA Properties, LLC, et al,, Case
No. CL19000193-00

Dear Judge Greer:

As the Director for the Virginia Department of Health’s (VDH) Office of Licensure and
Certification (OLC), T am writing in support of the emergency appointment of a receiver for Blue
Ridge Rehab Center. OLC is the office within VDH tasked with the licensure, inspection, and
regulation of nursing homes. According to VDH records, the defendant BRNURSCO, LLC
(BRNURSCO) holds a nursing home license (License No. NH2510) to operate Blue Ridge
Rehab Center at the property owned by the Plaintiffs in the above-referenced action.

VDH’s sole concern is the health, safety, and welfare of the residents of the nursing
home. Should a receiver be appointed, VDH requests that any entity retained by the receiver to
operate the nursing home pending full licensure be approved by VDH within 15 days of
assuming operations.

Pursuant to Virginia Code § 32.1-125(B), BRNURSCO may not transfer or assign its
nursing home license. However, a license holder can surrender its license to VDH and is required
to do so when there is a change in ownership (see 12VACS5-371-100(D)). A new license cannot
be issued to operate Blue Ridge Rehab Center unless and until BRNURSCO’s existing license is
terminated or surrendered. If a receiver is appointed, VDH asks that the court’s order provide the
receiver with explicit power and authority to surrender the license. Empowering the receiver to
surrender the license would enable VDH to issue a new license to an applicant who meets the
requirements of 12 VAC 5-371 in order to ensure the continued operation of the nursing home in
accordance with Virginia law so that the residents do not have to be moved.
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If you need further assistance or have questions about this letter, I can be contacted by

telephone at (804) 367-2102 or by email at Robert.Payne(@vdh.virginia.gov.

Sinc‘er;ly&.&' . L
& ~

Robe K. Payne, ID
Director, Office of Licensure and Certification

CC: M. Norman Oliver, State Health Commissioner
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Biue € Rehab Center
3008 Rdge Street
Mart e VA 24112

RE Biue Ridge Rehab Center
Prov er Number 495281

Dear

Base clencies cited duning the survey ending Juy 24 2019 you facility was found not to be in substantial
compliance with the Fede a partcpalion requrements for the ong term care Medicare/Medicad progra The
def ciencies cited during the most ecentonsite s rveyddnotres tina Scope and Severity gr d p aceme tof G' through
'L’ or a finding of Substandard Quality of Care (gnd placements of ‘F'and H’ through “L"}

By ¢ py of this etter, we a e notify ng the Centers for Med are and Medica d Services (CMS and o t e state Medicaid
age cy (Virginia Department of Medica Assistance Services DMAS that based on our acceptance of the p eviously
receved Plan of Correction PoC yo Allegation of Comphance (AoC of September 7 2019 we will presume
substantial comphance wth CFR Part 483 Subpart B at this tme  Please be advised that compliance with the above
listed Health requirements does not necessarily end the Federal enforcement track. You must also achieve
compliance with the Life Safety Code in order to end any enforcement action that may be in effect. Fa ure to
maintain substantal comp an e may resut n dena of Med care and or Med caid payments for new admissions, the
imposition of other Federa or State remed s or term nation of the p ov der agreement

If you have any questions concer ng the content of this etter p ease contact me at (804) 367 2100

Sincerely.

B )2 p

Rodney L. Miller. LTC Supervisor
Dwision of Long Term Care Serv ces

[ Roxanne Rocco Centers For Medicare & Med cad Serv ces
Bertha Ventura DMAS  Sent Electron cally )

VDH -

refial
www vl v rg h o gov
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Ms. April Patrick, Administrator
Blue Ridge Rehab Center

300 Blue Ridge Street
Martinsville, VA 24112

RE: Blue Ridge Rehab Center
Provider Number 495281

Dear Ms. Patrick:

Based on deficiencies cited during the survey endng June 28 2018 your facility was found not to be in
compliance with Federal participation requirements for the long term care Medicare and/or Medicaid programs.
On August 15, 2018, surveyors from the Virginia Department of Health's Office of Licensure and Certification
conducted an unannounced revisit to verify that your facility had ach eved and maintained comphance for
deficiencies cited during the previous survey. Two complaints were investigated during the survey One
complaints was substantiated, with deficiencies. This complaint was cited as a past noncompl ance
deficiency. One complaint was unsubstantiated, with no deficiencies

All references to regulatory requrements contained in this letter are found in Title 42, Code of Federal
Regulations.




image438.png
M. Norman Oliver, MD, MA
State Health Commissioner

COMMONWEALTH of VIRGINIA

Department of Health
Office of Licensure and Certification

TYY 741-1 OR

1-800-828-1120

9960 Mayland Drive, Suite 401
Henrico, Virginia 23233-1485
Fax (804) 527-4502




image439.png
Y/, MRCINIA
DEPARTALEN
OF HIALI)

Protes tovg ow ond tous Emvirmnment

www vdh virginla gov




image11.png
PRINTED: 09/19/2019
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION 1DENTIFICATION NUMBER: A BUILDING COMPLETED

C
07/24/2019

495281 B, WING

STREET ADDRESS, CITY, STATE, ZIP CODE
300 BLUE RIDGE STREET
MARTINSVILLE, VA 24112

NAME OF PROVIDER OR SUPPLIER

BLUE RIDGE REHAB CENTER

X4 D SUMMARY STATEMENT OF DEFICIENCIES o] PROVIDER'S PLAN OF CORRECTION x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
AG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

Continued From page 97
this storage box so no residents can get this by

mistake." The surveyor asked for a cup from the CAO/Dietary Manager will be responsible
food services director. This cup was obtained for implementation of the plan of
and the contents of the first Mighty Shake was correction.

poured into the empty cup. The shake was very
thick in consistency and had chunks like cake
batter that had not been mixed well. The second
Mighty Shake was also poured in an empty cup
and the consistency of it was like the appearance
of the first carton that was opened. Both had a
sour smell to them.

2. Walk in refrigerator #2 was empty and
according to the food services director, "we have
had to get a refrigerator/freezer truck and park it
at the back loading dock to keep the rest of our
refrigerator items in until the refrigerator has been
fixed.

3. Walk in freezer had a thermometer reading of
27 degrees (F). This was located on the outside
of the freezer. The surveyor went into the freezer
and found a thermometer located inside with a
temperature of -10 degrees (F). The floor in the
freezer was made of a uminum and the surveyor
noted areas that the floor was buckling up and
had sharp edges that any employee could trip
over and cause an accident. Inside this freezer
on the eft hand side, the sprinkler had ice
cover'ng the entire sprinkler and hung down
approximately 12 inches on to the box that was
under the sprink er on the top shelf. The surveyor
asked the food services director which
thermometer the staff should use when they are
obtaining temperatures for the freezer logbook.
She stated, "They should use the inside one
because everyone here knows the one on the
outside of the freezer is broken and not working
properly." The surveyor stepped outside of the
freezer and closed the door. The door to the
freezer could not be shut tight so a seal could be
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Ms. April Patrick, Administrator
September 5, 2018
Page 2

Surve Results

The survey findings are reflected on the enclosed Statement of Isolated Deficiencies ("A" Form) and/or the
Statement of Defciencies and Plan of Correction (CMS-2567) and/or the Post-Certification Revisit Report
(CMS-2567 . Anisolated deficiency that constitutes no actual harm with potential for more than minimal harm
that 1s not immed ate jeopardy (S/S of D), as evidenced by the attached CMS-2567L, whereby corrections are
required was cted as a past noncompliance deficiency. A plan of correction with an August 11, 2018
completion date was provided to demonstrate implementation of the plan of correction.

Al survey findings generated on these forms (including the most recent standard survey and any subsequent
revisits or complaint investigations) constitute the facility's current survey report. In accordance with
§483 10(g) of the Federal requirements, the current survey report must be made available for examination in a
place readily access ble to residents and is disclosable to all interested parties.

In regards to previously listed potential remedies, by copy of this letter we are notifying the Centers for
Medicare and Medicad Services (CMS) Regional Office and the State Medicaid Agency (DMAS) that this
revisit found your facil ty in substantial compliance with the Health participation requirements of CFR Part 483,
Subpart B. Please be advised that compliance with the Health requirements does not necessarily end
the Federal enforcement track. You must also achieve compliance with the Life Safety Code in order
to end any enforcement action that may be in effect.

Survey Response Form

The Survey Response Form is offered as a method to share your review of the onsite survey process. Please
take a moment to complete this evaluation, which is available at:

http://www.vdh.virginia.gov/OLC/Downloadables/documents/2011/pdf/LTC%20facility%20survey%20respons
e%20form.pdf We will appreciate your participation.

If you have any questions concerning the content of this letter, please contact me at 804/367-2100.
Sincerely,

ﬂ—/?/%

Supervisor Name, LTC Supervisor
Division of Long Term Care Services

Enclosures
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June 21 2017

Ms Apri Patrick Administrator
Blue Ridge Rehab Center

300 Blue Ridge Street
Martinsvt e VA 24112

RE Blue Ridge Rehab Center
Provder N mber 495281

Dear Ms Patrick.

Based on deficencies cted durnng the survey end ng May 11 2017 your facility was found not to be in substantia

ompliance with the Federal participaton requ rements for the long term care Medicare/Medicaid program  The
deficiencies cited during the most recent ons'te survey did not resu t in a Scope and Severity grid placement of "G" through
'L” or a finding of Substandard Quality of Care gr'd placements of F'and "H" through "L")

By copy of this etter, we are notify ng the Centers for Medicare and Medica d Services (CMS) and/or the state Medicad
agency Virginia Department of Med cal Assistance Services DMAS) that based on our acceptance of the previously
received Plan of Correction PoC) your Alegaton of Comphance AoC) of June 15, 2017, we will presume substantial

ompl ance with CFR Part 483 Subpart B, at this tme. Please be advised that compliance with the above listed
Health requirements does not necessarily end the Federal enforcement track. You must also achieve compliance
with the Life Safety Code in order to end any enforcement action that may be in effect. Failure to maintan
substantial compliance may resu't in denial of Medicare and/or Medicaid payments for new admissions, the imposition of
other Federal or State remed es or term'nation of the provider agreement

If you have any questions concerning the content of this etter, please contact me at (804) 367-2100
Sincerely,

Rodney L Miller, LTC Supervisor
Division of Long Term Care Services

cc: Roxanne Rocco Centers For Med'care & Medicaid Services
Joann Atkins Dmas ( Sent E ectronicaly )
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RE! Blue Ridge Rehab Center
Martinsville, Virginia
Licensure: NH2510

Ms. April D. Patrick Administrator

Blue Ridge Rehab Center

300 Blue Ridge Street

Martinsville, Virginia 24112

Dear Ms. Patrick-

On August 17. 2017, an abbreviated State licensure complaint inspection was conducted at your facility by staff from the

Virginia Department of Health's Office of Licensure and Certification (the State Survey Agency) to determine if your facility
was in compliance with applicable State licensure regulations.

Inspection Results

The results of this inspection are reflected on the enclosed Statement of Isolated Deficiencies, "A" Form and/or the Statement
of Deficiencies and Plan of Correction, HCFA-2567L. All inspection findings generated on these forms constitute the facility's
current license re report. This inspection determined that your facility was in compliance with the licensure requirements, in
that no deficiencies were cited.

If you have any questions conceming this letter, please contact the inspection supervisor, Rodney L. Milier, at 804 367-2100.

Sincerely,

%—/7./1%_,

Rodney L. Miller, Supervisor
Division of Long Term Care Services

Enclosure
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March 13, 2017

Rodney Miller-Supervisor
Virginia Dept of Health
9960 Mayland Dr.
Richmond, Va. 23233

Re: Change in Staff

Dear Mr. Miller,

Blue Ridge Nursing Center, Inc. Stuart, Va. is notifying your office of a change in the
Director of Nursing position.

Effective immediately, Robert Barnwell, DON/RN., has accepted the position of Director
of Nursing.

Attached is Mr. Barnwell’s license.

lease contact me if I can be of further assistance at 276-694-7161. Thank you for
our file.
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4. The freestanding stove and top compartment
of the double oven were not working according to
the food services. The surveyor asked how long
has they been not working. She stated, "The top
part of the double oven hasn't worked since |
came to work here back 3-4 months ago. The
surveyor asked if she had notfied anyone that
this piece of equipment was not working. She
replied, "Yes, | reported it to the administrator
because | was instructed to bring all kitchen
issues or problems to her. | did that and nothing
was never done to correct this or to get it fixed.”
The food services director stated that the
freestanding stove had stopped working ths
morning and | notified the administrator and was
told to call someone to come in and check on it.
The service man came into the kitchen and
started working on both the stove and oven. At
12:30 pm, the service man expla ned to the food
services director and this surveyor that there was
no electricity going to either one of these. He
also notified the food services director of the
breaker not working n the breaker box. He

FORM CMS-2567(02-99) Previous Versi ns Ob lete ventID- 30H11
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D. Victor Williams, Jr
President/CEO
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obtained around the freezer door. The surveyor
asked how long t has been this way. The food
services diractor stated, "l haven't been here very
long and it was ike that we | came to work here.
The surveyor reviewed the temperature logs for
the walk in freezer for the month of Juy 2019. It
was noted that on 6 occasions the staff had
documented the freezer temperatures ranging
from 23 degrees to 27 degrees (F). The surveyor
asked if these temperatures should had been
reported to the food serv ces director. She stated
that she was not made aware of these
temperatures being outs de the range that the
facility states it should be. She stated that the
temperatures should be between -10 degrees to
0 degrees (F).
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stated, "Have someone from maintenance come
in and look at this and they will have to call an
electrician if they cannot fix the problem.”

5. In the dish room, the drains were clogged
and this was allowing the water to be free
standing in puddles in the floor. The freestanding
water covered 75% of the dish room floor.

6. During this tour of the kitchen, the surveyor
asked if the garbage disposal worked because
there was rust noted on the outside of the
garbage disposal. The surveyor asked dietary
aide #1 if this worked. The aide replied, "No, it
doesn't. | could turn it on for you to see but it will
spray water everywhere and 1 don't want you to
be wearing that on your clothes.”

7. The dishwasher rinse temperature was only
between 148 and 150 degrees (F). The surveyor
asked the dietary aide #2 what temperature the
rinse cycle was supposed to be and he stated
180 degrees. The surveyor notified the food
services director of these documented findings
about the dishwasher. She stated she would call
the administrator and report this to her so she
can make the call whether to use paper for
supper or not.

At the end of the tour, the surveyor requested
copies of kitchen policies that addresses each
concemnfissue that the surveyor had notified her
about. The food services director stated, "I will
get those and send them to you in the conference
room."

At 4:30 pm, the surveyor along with the CEQ
(Chief Excuative Officer) of the receiving
company was toured in the kitchen with each of
the above documented findings shown to him.
The CEO stated, "We will get to work on this
kitchen as soon as possible. | know a new

freezer has been ordered and we are watngon 't
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to arrive as well as another refrigerator. These
other issues | will speak to the regional
maintenance director to see what plan we can put
in place.”

On 7/22/19 at 9:30 am, the surveyor and regional
maintenance director toured the kitchen so the
surveyor could show him the concerns/ ssues that
were observed yesterday on initial tour. He
stated, "The drains have been fixed last night and
they are draining properly now." The surveyor did
observe the drains were open and not clogged
with water backed up in the d sh room. The
surveyor notified him of the above documented
findings. The regional maintenance director
stated, "We will address each of these issues.
The man from the company that suppl es the
dishwasher is here this morn ng to check on why
the rinse temperature is not getting up to 180
degrees. | wll let you know what he finds out on

this."

No further information nor pol ¢ es that were

requested were provided to the surveyor prior to

the ex t conference on 7 24/19.

Maintains Effective Pest Control Program F 926 9/7/19

CFR(s): 483.90(1)(4)

§483.90(i)(4) Maintain an effective pest control
program so that the facility is free of pests and

rodents.

This REQUIREMENT s not met as evidenced

by:

Based on observation, staff interview, facility F925

document review, and dur ng the course of a

complaint investigaton twas determined that A new Pest Control company was brought
the facility staff failed to maintain an effective pest into the center. Atreatment to the entire
control program. building was completed along with fogging
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The findings included:

1. The facility staff failed to effectively maintain
pest control, which lead to a problem with
roaches in the facility.

On 7/21/19 at 12:10 pm, three surveyors
observed a large amount of roaches in the facility
kitchen. The surveyor observed both living and
dead roaches throughout the facility kitchen
especially behind doors, underneath the kitchen
appliances, and in the dishwashing area.

On 7/22/19 at 10:31 am, the surveyor reviewed
the "Maintenance/Housekeeping" togs from each
facility unit. The surveyor observed that the facility
staff had documented roach sightings on the
following dates, 7/1/19, 7/2/18, 7/7/19, 7/8 19,
7/9/19, 7/13/19, and 7/18/19.

On 7/23/19 at 10:00 am, the surveyor interviewed
Cna # 1 (certified nursing assistant). The
surveyor asked Cna # 1 if she had observed
roaches in the facility. Cna # 1 stated, "Yes." The
surveyor asked Cna # 1 if the roaches that she
had seen were in an isolated area or if the
roaches were seen all over the facility.

On 7/23/19 at 10:07 am, the surveyor interviewed
Cna # 2. The surveyor asked Cna # 2 if she had
observed roaches in the facility. Cna # 2 stated,
"Yes.” The surveyor asked Cna # 2 if the roaches
that she had seen were in an isolated area or if
the roaches were seen all over the facility. Cna #
2 stated, "Everywhere, some rooms more than
others.”

On 7/23/19 at 10:15 am, the surveyor interviewed
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x2 for the kitchen on two separate days.
The company is currently coming into the
center weekly for treatment and looking at
the pest control logs for areas that might
require additional attention.

Current residents in the center have the
potential to be affected.

Facility staff will be educated by the
Regional Director of Maintenance on
reporting areas where roaches are sited
and recording areas where roaches are
seem in the pest control log and
notification to the CAO.

The CAO/designee will monitor roach
activity in the center via direct rounding,
the pest control logs, staff interviews and
information form the pest control company
on a weekly basis.

The results will be reported monthly to the
Quality Assurance Committee for review
and discussion. Once the Quality
Assurance Committee determines the
problem no longer exists, audits will be
conducted on a random basis.

CAO/Regional Director of Maintenance
will be responsible for implementation of
the plan of correction.
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Cna # 3. The surveyor asked Cna # 3 if she had
observed roaches in the fac'lity. Cna # 3 stated, "I
have seen a few.”

On 7/23/19 at 10:21 am, the surveyor interviewed
Cna # 4. The surveyor asked Cna # 4 if she had
observed roaches in the facility. Cna # 4 stated,
"Yes a few.” The surveyor asked Cna # 4 f the
roaches that she had seen were in an isolated
area or if the roaches were seen all over the
facility. Cna # 4 stated, "Everywhere.”

On 7/23/19 at 10:32 am, the surveyor interviewed
Cna # 5. The surveyor asked Cna # 5 if she had
observed roaches in the facility. Cna # 5 stated,
"Yes, just a few.” "it was bad but it is getting
better.” The surveyor asked Cna # 5 fthe
roaches that she had seen were in an isolated
area or if the roaches were seen all over the
facility. Cna # 5 stated, "All over, but third floor
was the worst."

On 7/24/19 at 10:34 am, the surveyor reviewed
the Resident council minutes from October 2018
through July 2019. After reviewing the Resident
council minutes the surveyor observed Resident
complaints of roaches in February, May, and
June of 2019.

On 7/24/19 at 11:31 am, the surveyor informed
the administrative team which consisted of the
regional director of clinical services # 1, corporate
MDS consultant, regional director of clin cal
services # 2, chief executive officer, d rector of
professional services, director of nursing, and
administrator were made aware of the findings as
stated above. The admin strative team was
provided the opportunity to provide information to
the survey team to clarify any statements or
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observations as stated above. The chief
executive officer acknowledged that the facility
did not have effective pest control and reported to
the survey team that the facility has changed to a
different pest control company because the
previous company was ineffective with pest
control.

No further information regarding this issue was
presented to the survey team prior to the exit
conference on 7/24/19.

This is a complaint deficiency.
2. The facility staff failed to maintain an effective
pest control program so that the facility’s kitchen,
laundry area, and staff bathrooms on 2 north, 2
south and in the Bio Hazard room located at the
loading dock of the facility.

During the initial tour of the facility's kitchen on
7/21/19 at 14:00 am, the surveyor and the food
services director were together to make these
observations. The surveyor observed dead
golden brown large bugs, which looked like a
cockroach, in the kitchen under the reach in
refrigerator in the tray line area of the kitchen, the
dish room n the r'ght hand corner as the surveyor
entered the room. Dead bugs were also
observed behind the door and in a bucket of old
water in the storage room. The Bio Hazard room
located at the loading dock of facility too had
dead golden brown bugs there also.

At 4:30 pm, the CEO (chief executive officer) of
the receiving company accompanied the surveyor
for a tour of the kitchen issues/concerns of the
surveyor. The surveyor notified the CEO of the
above documented findings. The CEO also
observed the cockroach looking bug in the areas
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as documented above. The CEO stated, "We are
going have to change pest control companies. |
don't know how often this company comes into
the facility to spray but we will be calling them."

At 4:50 pm, the surveyor along with the CEQ
asked the food services director how often the
pest control company sprays the kitchen. She
stated, “They were coming every week but | think
they are coming once a month.”

On 7/22/19 at 10 am, the surveyor notified the
ADM (administrator) of the above documented
findings. The surveyor requested copies of the
pest control contract and any documentation that
the company has given to the facility of what they
observed while in the building.

At 11:00 am, the ADM brought copies of the
requested documentation concerning pest control
in the facility. The ADM stated, "We have had the
company come in and spray every 7-10 days for
a while now." The surveyor asked the ADM what
was being done to prevent cockroaches. She
replied, "We have been having people come in
and spray more often."

The surveyor reviewed "Pest Sighting Evidence
Log" and the following was noted in this

documentation:

" 5/15/19 Roaches Rooms 361, 363, 357,
354

" 5/15/19 Roaches Rooms 238, 141, 255

" 7619 Roaches 2 South and Rooms

{did not give the

Room numbers
The surveyor also reviewed the Pest Contro!
"Customer Service Report" and the following
documentation was noted:
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