
FOIA Database – The Law Office of Jeff Downey 

Serving clients in Washington DC, Virginia, and Maryland 

If you have been injured in a nursing home or assisted living facility, 
call the Law Office of Jeff Downey for a free consultation. 

Phone:  (703) 564-7318; email jdowney@jeffdowney.com 
Website:   www.jeffdowney.com 

Fauquier Health Rehabilitation & Nursing Center 
 360 Hospital Drive 
 Warrenton, VA  20186 

Facility Characteristics: 

• Skilled Nursing Facility with 113 beds
• Manager and Operational Control is by Fauquier Holding Company LLC
• The For-Profit Corporation is owned by Fauquier Holding Company LLC
• Website is www.fauquierhealth.org
• Managing Employee is Jennifer Wolfe
• As of 2018 Fauquier Health Rehabilitation & Nursing Center is a one-star

facility, which is below average on Medicare.gov

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 homes including 
Fauquier Health Rehabilitation and Nursing Center. 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. There 
are more than 279 nursing facilities containing 31,927 beds throughout 
Virginia.

mailto:jdowney@jeffdowney.com
http://www.jeffdowney.com/
http://www.fauquierhealth.org/


All but fifteen nursing facilities are certified for federal reimbursement under 
Medicare and Medicaid. 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. 

Having already researched Fauquier Health Rehabilitation and Nursing 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. 

mailto:OLC-Complaints@vdh.virginia.gov
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COMMONWEALTH of VIRGINIA 
Depar/111e11t of'Health 

M. Norman Oliver, MD, MA 
State Health Commissioner Office of Li censure and Certification 

TYY 7-1-1 OR 
1-800-828-1120 

December 1, 2018 

Administrator 
Fauquier Health Rehabilitation and Nursing Center 
360 Hospital Drive 
Warrenton, VA 20186 

Dear Administrator: 

9960 Mayland Drive , Suite 401 
Henrico, Virg inia 23233-1485 

Fax (804) 527-4502 

Enclosed is Nursing Home License Number NH27 l 6 to operate the facility for the period 
beginning January 1, 2019 and ending December 31, 2019 for a total bed capacity of 113 beds. 

Renewal is based on information provided in the 2019 Application for License Renewal, 
payment of the service charge, and inspection records for the past twelve months. 

Any changes occurring during the calendar year 2019 which would affect the accuracy of the 
information provided on the renewal application form must be reported, in writing, to this office. 

Sincerely, 
I \ , , r -r· i. 

~_n,lttl/0 ;.~ ·, 0tttl,; 

Kathaleen Creegan-Tedeschi , Director 
Division of Long Term Care Services 

KCT/ebr 
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COMPLAINTS 
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Commonwealth of Virginia 
Virginia Department of Health 

Nursing Home License Number: NH2 716 
In accordance with the provisions of Title 32.1. Chapter 5, Article 1, 

of the Code of Virginia 1950, as amended. 

Fauquier Long Term Care LLC 
(Operator) 

is Authorized to Operate, 

Fauquier Health Rehabilitation and Nursing Center 
(Name of Organization) 

a Nursing Home, located at: 

360 Hospital Drive, Warrenton, Virginia 20186 

Approved Capacity 113 Beds Expiration 12/31/2019 

-'\L, "0D 
M. Nbrman Oliver, M.D. M.A. RO'bert A.K. Payne, 'j.D. firector 

Office of Licensure & Ceriification State Health Commissioner 





Nursing Home Application 

Virginia Department of Health Application for Nursing Home License 

In accordance with the provisions of Chapter 5, Article 1, Title 32.1, Code of Virginia of 1950, all non-federal medical and nursing 
facilities desiring license as a nursing home in Virginia must submit the following information to the Virginia Department of 
Health. 

Any changes durjng the year. which would affect the accuracy of the following information. must be reported promptlv. In 
writing, to the Virginia Department of Health. 

Application for: (check one) 

l2sjAnnual Renewal for Calendar Year 
Olnitial License to Operate a Nursing Home 
□Changes In licensed Bed Capacity/Bed Change 
□changes In Ownership or Operator 

Effective Date: January 1 2019 

FOR OLC USE ONLY 

Name of Facility (Doing Business As name): Fauquier Health Rehabilitation and Nursing Center 
Faclllty Physical Address: 360 Hospital Drive 
{Additional space if needed) __ 
City Or Town: Warrenton State: VA Zip Code: 20186 
County: Fauquier 
Telephone Number with Area Code: 540-316-5500 Fax Number: 540-316-5389 

Malling Address: 360 Hospital Drive. Warrenton VA 20186 
Facility Web Address: www.fauguierhealth.org 

Name of Administrator of Record: Katherine Reeves 
Administrator Email Address: reevesk@fauquierhealth.org 

If the facility Is Medicare/Medicaid certified, has the facility registered for ePOC? [2J YES D NO O NOT Certified 
If "YES," enter: 

Date Registered: UNKNOWN 
Name of Registered User: Melissa Clark 

I hereby certify that the above named facility is in compliance with the provisions of the Code of Virginia, 1950, as amended, Title 
32.1, Chapter 5, Article 2, Rights and Responsibilities of Patients in Nursing Homes. 

~ 0-.,~.u--¼,. le ~Lt .s._,J 1701002995 
(Signature of Administrator/Chief Officer} (Nursing Home Administrator's license Number} 

Conditioned Certificate of Public Need for Indigent and Specialty Care: I hereby certify that the facility named on this application 
Is In compliance with the provisions of the Code of Virginia, 1950, as amended, Title 32.1, Chapter S, Article 1, Section 32.1-102.C. 
The facility has reviewed its status regarding Certificates of Public Need issued to it, and has determined that: 

1. Conditioned certificates for Indigent or specialized care are applicable to the nursing facility. 0 YES r8:l NO 
2. If conditioned certificates for Indigent or specialized care are applicable to this nursing facility, does the nursing facility meet the 
requirements of the certificates? 0 Vl:S D NO (if "NO," attach a letter of explanation) 

I hereby certify that the information contained in the Application for License Renewal is, to the best of my knowledge, accurate and 
true. 

i ~ a_,~~...g R . .µ.-&,~ ~ r~c~,;1, ~ 
(Signature of Administrator/Chief Officer) RECEIVED 

UCT 1 5 2018 

VDH/OLC 

10/10/18 
(Date Completed) 

S of 14 
10/11/2018 



Nu rs Ing Home Application 

Licensing Classification of Nursing Home Facilities and Bed Capacity by Service 

a UJIII &!dll i!ii !~~~~1•a~aU1UMlf~ 
Types of Beds by License Classification Bed Capacity 

Mi 111 111111111 iflff?§II 111-J~ii'.:l!~~-UH;illl~-la 
Licensed Beds Requested 113 

Total Bed Capacity (Specify Bed Types excluding Day Care) 
Number of Beds Certified for Medicare Only 

(Title 18) 

Number of Beds Certified for Medicare/Medicaid 
(Title 18/19) 

Number of Beds Certified for Medicaid only 
(Title 19) 

Number of Non-certified beds 
(Exclude Adult Residential beds) 

113 

Q 

113 

Q 

FOR OFFICE USE 
ONLY 

Total Licensed Beds 
Approved 

l J 1 
Io /-l 51 ft· 

Date 

**PLEASE INCLUDE FLOORPLAN OF FACILITY** 
.~ .~f~i~i\liB!iMil!III~ 

Does the faclllty have a speciallzed unit? 0 YES l'.8J NO 

If yes, specify the type of specialized unit and number of beds (I.e. secured unit, ventilator unit, etc.)? 

Type of Unit__ Number of beds __ 

Does the facility have a Nurse Aide training program on your premises? 

If yes, Is It a certified Nursing Assistant Program approved by the Board of Nursing? 

□ YES IZl NO 

Oves ONO 

A. Name of Director of Nursing Service: Jane Tansey 

B. Name of In-Service Training Director: Amy Powers 

C. Name of Social Services Director: Nancy Carlos 

D. Name of Activities Director: Patty Koval 

E. Name of Food Services Supervisor: Angela Hurst 

F. Name of Medical Director/Advisory Physidan(s): Dr. Jennifer Reidinger 

G. Name of Dietary Consultant: Krisha Decoursey 

H. Name of Pharmacy Consultant: Holly Nunn 

I. Name of Physical Therapy Consultant: Julie Ross 

J. Name of Dental Consultant: __ 

iiiU~~ 

RECEIVED 

OCT 1 5 2018 

VDH/OLC 

Start Date: 4/16/2018 

Start Date: 11/1/2017 

Start Date: 2/21/2005 

Start Date: 9/15/1997 

Start Date: 11/4/1996 

Start Date: 9/17/2018 

Start Date: 6/1/2018 

Start Date: 11/1/2017 

start Date: 6/7/2004 

Start Date: __ 

6 of 14 
10/11/2018 



Nursing Home Application 

Survey of Long-Term Care Facilities 

Facility Name (Doing Business As name): Fauquier HealthJ~ehabilitatlon and Nursing Center 
(Please make sure the Facility Name is spelled the same as on page S) 

Is any part of the facility licensed by another state agency? YES D NO~ If yes, enter the number of beds: __ 
If yes, specify the type of beds (i.e. Adult Residential) 

Does the facility have Adult Day Care facilities? YES O NO i;gJ If yes, enter the number of accommodations: __ 
Does the facility have Chlld Day Care facilities? YES O NO 12) If yes, enter the number of accommodations: __ 

If yes, are the day care facilities required to be licensed by the Department of Social Services? YES O NO D 
DilPl"IIJJ!l mm lffi WI'~w:~\l!l ll:&ffillil~~S-IPll!:Wll?T li! 1:111 

Does the facllity share resources with an Assisted Living Facility? YES D N0 [gj If yes, complete the following section: 
Assisted Living Facility Name: __ 
Number of Assisted Living Facility Beds: __ 

State llcensure laws and regulation do not prohibit the Integration or sharing of services/areas within nursing facrllty/assisted living 
arrangements. However, providers must demonstrate compliance with all relevant licensure regulations regarding full time staffing 
and facility environmental requirements. Providers are obligated to assure that staffing assignments and shared services are 
sufficient to meet the assessed needs of all residents and the applicable regulations for each type of facility license. Please complete 
the questions below addre$sing sharing of staff, services, and areas. 

1. Are residents of the two facilities In: 
0 Same wing O Different wing, 

z. What services/areas are commonly shared? 
0 Direct care, 0 Administrative, 
Oother: __ 

0 Same building, 
Oother: __ 

□Housekeeping, 

h 3. w at sta post ons ares are an w at st e requencv o ff 11 h d dhlhf f d . h d? ut1es s are 
Duties No. of No.of Frequency Duties 

Staff Shared Daily or 

Staff Weekly 

Oseparate buildings, same campus, 

D Food service/dietary, 

No. of No. of 
Staff Shared 

Staff 

Direct Care Housekeeping 
Staff 
Administrative Food/service 
Staff Dietary 

Other: 

Frequency 
Daily or 
Weekly 

4. How are the Administrator duties conducted? Separate for each facility? D YES D NO. If no, there must be an 
Assistant Administrator. Describe how the duties are delegated and how the Administrator Is kept informed. 

Enter duties delegated 

Enter how Administrator Is Informed 

!Ill Wdl'fflllfS ~~I 5 1 •
Is the faclllty part of a CCRC? 0 YES 12) NO If yes, complete the following section: 

A. How many beds are in the CCRC? __ 

B. How many Life Care Contract holders are in NON nursing home beds? __ 

11tarFT11Na11 m□n:llllmlm n1~ E fllf!& ■r·:w■ 11 m 

OCT 1 5 2018 

VDH/OLC 7 of 14 
10/11/2018 



Nursing Home Application 

Ownership and Operation of Nursing Home 

Facility Name {Doing Business As name): Fauquier Health Rehabilitation and Nursing Center 
(Please make sure the Facility Name is spelled the same as on page 5) 

Legal name of the Operator of the facility: Fauquier Long-Term Care, LLC 
Operator's physical address: 330 Springs Way 
(Additional space if needed} __ 
City or Town: Brentwood State: TN , 
Operator Telephone Number with Area Code: 615-372-8500 

Zip Code: 37027 
Fax with area code: 615-372-8572 

Legal/Doing Business As name of the Owner of the nursing home business: Fauquier Long-Term Care, LLC 
Owner's physical address: 330 Springs way 
(Additional space if needed) __ _ 
City or Town: Brentwood State: :lli, Zip Code: 37027 

Is the facility operated by the owner of the building? cg) YES D NO 
Is the facility owned by the owner of the building? C8] YES O NO 

Type of Ownership and Control 

If the facilfty IS owner-operated, select ONE from Column A. 
If the facility IS NOT operated by the owner, select ONE from Column A and ONE from Column 8, 

(A) 
OWNER 
(of facility) 

□ 
□ 
□ 
□ 
□ 

□ 
□ 
□ 

□ 
□ 
□ 
□ 

(B) 
OPERATOR 
(of facility) 

□ 
□ 
□ 
□ 
□ 

□ 
□ 
□ 

□ 
□ 
□ 
~ 

State or Local Government: 
State 

County 

City(ies) 

Multljurlsdictlonal 

Hospital District/ Authority 

Non-Profit: 

Church Related 

Non-Profit Corporation 

Other Non-Profit 

Proprietary: 

Single Proprietary 

Partnership 

Corporation 

Limited Liability Corporation 

Is there any person other than those listed on this form (owner, operator, administrator of record) who Is authorized to make 

administrative management decisions regarding the facility? DYES ~ NO 
If yes, please identify the person and their relationship to the facility RECEIVED 

Person's name and relationship to facility __ 

OCT 11 2018 

VDH/OLC 8 of 14 
10/11/2018 



Nursing Home Application 

Information Required on the Operator/Manager of the Facility 

Please enter the names and Physical addresses of the governing body. If the position is vacant, please put "vacant." If more space 
is needed, please attach additional pages to the back of the application 

Name of President/Chair: Victor E, Giovanetti 
Physical Address: 330 Springs Way, Brentwood TN 37027 

Name of Vice President: J. Michael Grooms 
Physical Address: 330 Springs Way, Brentwood TN 37027 

Name of Secretary: Kathy Teague 
Physical Address: 330 Springs Way, Brentwood TN 37027 

Name of Treasurer: J. Michael Grooms 
Physical Address: 330 Springs Way, Brentwood TN 37027 

If any officer, director, trustee or any member of the governing body or any other Individual, partnership, association, trust, 
corporation, or other legal or commercial entity owns, holds or has a financlal Interest of five (5) percent of more In the 
operating/management entity, list the name and percentages of ownership below: 

OWNERSHIP PERCENTAGE 

Are all remaining financial interests less than 5 percent? Dves D NO 

RECEIVED 

OCT 1 5 2018 

VDH/OLC 

If the operator/manager has a lease or management agreement with the legal entity or individual who owns the physical 

plant/buildings, list the name and the address of the building owner. 

Name of Building Owner: __ 
Physical Address of Owner: __ 

If the operator/manager has a lease or management agreement with a legal entity or Individual who Is not the owner of the 
physical plant/bulldlngs, list the name and address of the lessor. 

Name of Lessor: __ 
Physical Address of Lessor: __ 

If the operator/manager has a lease or management agreement with an owner or a lesser, does the owner or the lessor have a 
five (S) percent or more ownership interest in the legal entity that operates/manages the facility? D YES D NO 

9 of 14 
10/11/2018 



Nursing Home Application 

Enter Bed Li! tine: Here 
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Commonwealth of Virginia 
Virginia Department of Health 

Nursing Home License Number: NH2 716 
In accordance with the provisions of Title 32.1. Chapter 5, Article 1, 

of the Code of Virginia 1950, as amended. 

Fauquier Long-Term Care, LLC 
(Operator) 

is Authorized to Operate, 

Fauquier Health Rehabilitation and Nursing Center 
(Name of Organization) 

a Nursing Home, located at: 

360 Hospital Drive, Warrenton, Virginia 20186 
Approved Capacity 113 Beds 

I"\) ""'"' 

Expiration 12/31/2018 

Erik 0. Bodin-;-Director 
Office of Licensure and Certification 





Nursing Home Application 

Virginia Department of Health Application for Nursing Home License 

In accordance with the provisions of Chapter 5, Article 1, Title 32.1, Code of Virginia of 1950, all non-federal medical and nursing 
facilities desiring license as a nursing home in Virginia must submit the following information to the Virginia Department of 
Health. 

Any changes during the year, which would affect the accuracy of the following information, must be report~d promptly, iri 
writing, to the Virginia Department of Health.' 

Application for: (check one) 

1:8'.] Annual Renewal for Calendar Year 
D Initial License to Operate a Nursing Home 
D Changes in Licensed Bed Capacity/Bed Change 
D Changes in Ownership or Operator 

Effective Date: 1/1/18 

Name of Facility (Doing Business As name): Fauquier Health Rehabilitation & Nursing Center 
Facility Physical Address: 360 Hospital Dr 
(Additional space if needed) __ 
City Or Town: Warrenton 
County: Fauquier, 
Telephone Number with Area Code: 540 316-5500 

Mailing Address: Same as physical address 
Facility E-Mail Address: MaryAnn.Crocker@fauquierhealth.org 
Facility Web Address: www.fhrnc.org 
Name of Administrator of Record: Mary Ann Crocker 

State: VA Zip Code: 20186 

Fax Number: 540-316-5389 

If the facility is Medicare/Medicaid certified, has the facility registered for ePOC? YES 1:8'.] NO D NOT Certified D 
If "YES," enter date registered and name of ePOC user. Melissa Clark Sept. 2017 

I hereby certify that the above named facility is in compliance with the provisions of the Code of Virginia, 1950, as amended, Title 
32.1 Cha rticle 2 Ri hts and Res onsibilities of Patients in Nursin Homes. 

uA-cz;;;;is 
(Nursing Home Administrator's License Number) 

Conditi ned Certificate of Public Need for Indigent and Specialty Care: I hereby certify that the facility named on this application 
is in compliance with the provisions of the Code of Virginia, 1950, as amended, Title 32.1, Chapter 5, Article 1, Section 32.1-102,C. 
The facility has reviewed its status regarding Certificates of Public Need issued to it, and has determined that: 

1. Conditioned certificates for indigent or specialized care are applicable to the nursing facility. D YES D NO 
2. If conditioned certificates for indigent or specialized care are applicable to this nursing facility, does the nursing facility meet the 
requirements of the certificates? DYES D NO (If "NO," attach a letter of explanation) 

.. information contained in the Application for License Renewal is, to the best of my knowledge, accurate and 

/0///7 
(Date Completed) 

5 of 14 
09/08/2016 



Nursing Home Application 

Licensing Classification of Nursing Home Facilities and Bed Capacity by Service 

Types of Beds by License Classification 

Licensed Beds Requested 

Total Bed Capacity (Specify Bed Types excluding Day Care) 
Number of Beds Certified for Medicare Only 

(Title 18) 

Number of Beds Certified for Medicare/Medicaid 
(Title 18/19) 

Number of Beds Certified for Medicaid only 
(Title 19) 

Number of Non-certified beds 
(Exclude Adult Residential beds) 

Bed Capacity 

113 

113 

Q 

113 

Q 

Q 

FOR OFFICE USE 
ONLY 

Total Licensed Beds 
Approved 

U3 
a/2i,1 

D e 

Does the facility have a specialized unit? DYES ~ NO 
If yes, specify the type of specialized unit and number of beds (i.e. secured unit, ventilator unit, etc.)? 

Type of Unit__ Number of beds 

Does the facility have a Nurse Aide training program on your premises? 
If yes, is it a certified Nursing Assistant Program approved by the Board of Nursing? 

A. Name of Director of Nursing Service: Katherine Gaines 

B. Name of In-Service Training Director: Katy Reeves 

C. Name of Social Services Director: Nancy Carlos 

D. Name of Activities Director: Patricia Koval 

E. Name of Food Services Supervisor: Angela Hurst 

F. Name of Medical Director/Advisory Physician(s): Amr Behiri,MD 

G. Name of Dietary Consultant: Nancy Wright, RD 

H. Name of Pharmacy Consultant: OMNI Care* 

~YES 
~YES 

Start Date: 9/11/17 

Start Date: 1/19/09 

Start Date: 2/21/05 

Start Date: 9/15/97 

Start Date: 11/4/96 

Start Date: 9/10/14 

Start Date: 3/1/08 

Start Date: 

I. Name of Physical Therapy Consultant: Fauquier Hospital Physical Medicine & Rehab Start Date: 10/27 /98 

J. Name of Dental Consultant: Jeffrey Harris, DDS Start Date: 5/16/200 

K. * Transitioning to Pruitt Pharmacy on 12/1/17 

6 of 14 
09/08/2016 



Nursing Home Application 

Survey of Long-Term Care Facilities 

Facility Name {Doing Business As name): Fauquier Health Rehabilitation & Nursing Center 
(Please make sure the Facility Name is spelled the same as on page 5) 

Is any part of the facility licensed by another state agency? YES O NO [g] If yes, enter the number of beds: __ 
If yes, specify the type of beds (i.e. Adult Residential) __ 

Does the facility have Adult Day Care facilities? YES O NO [:gj If yes, enter the number of accommodations: __ 
Does the facility have Child Day Care facilities? YES O NO [g] If yes, enter the number of accommodations: __ 

If yes, are the day care facilities required to be licensed by the Department of Social Services? 0 YES O NO 

Does the facility share resources with an Assisted Living Facility? YES D NO~ If yes, complete the following section: 
Assisted Living Facility Name: __ 
Number Of Assisted Living Facility Beds: __ 

State licensure laws and regulation do not prohibit the integration or sharing of services/areas within nursing facility/assisted 
living arrangements. However, providers must demonstrate compliance with all relevant licensure regulations regarding full 
time staffing and facility environmental requirements. Providers are obligated to assure that staffing assignments and 
shared services are sufficient to meet the assessed needs of all residents and the applicable regulations for each type of 
facility license. Please complete the questions below addressing sharing of staff, services, and areas. 

1. Are residents of the two facilities in: 
0 Same wing O Different wing, 

2. What services/areas are commonly shared? 
0 Direct care, 0 Administrative, 
Oother: __ 

0 Same building, 
O0ther: __ 

0 Housekeeping, 

D Separate buildings, same campus, 

0 Food service/dietary, 

3. What staff positions are shared and what is the frequency of duties shared? 
Duties No. of No. of Frequency Duties No. of No. of 

Staff Shared Daily or Staff Shared 
Staff Weekly Staff 

Direct Care Housekeeping 
Staff 
Administrative Food/service 
Staff Dietary 

Other: 

Frequency 
Daily or 
Weekly 

4. How are the Administrator duties conducted? Separate for each facility? 0 YES O NO. If no, there must be an 
Assistant Administrator. Describe how the duties are delegated and how the Administrator is kept informed. 

Enter duties delegated 

Enter how Administrator is informed 

Is the facility part of a CCRC? YES O NO~ If yes, complete the following section: 
A. How many beds are in the CCRC? __ 
B. How many Life Care Contract holders are in NON nursing home beds? __ 

7 of 14 
09/08/2016 



Ownership and Operation of Nursing Home 

Facility Name (Doing Business As name): Fauquier Health Rehabilitation & Nursing Center 
(Please make sure the Facility Name is spelled the same as on page 5} 

Legal name of the Operator of the facility: Fauquier Long Term Care, LLC 
Operator's physical address: 360 Hospital Dr 
(Additional space if needed) __ 
City or Town: Warrenton State: VA, Zip Code: 20186 

Nursing Home Application 

Operator Telephone Number with Area Code: 540-316-5500 Fax with area code: 540-316-5389 

Legal/Doing Business As name of the Owner of the nursing home business: __ 
Owner's physical address: __ 
(Additional space ff needed) __ 
City or Town: 

Is the facility operated by the owner of the building? 
Is the facility owned by the owner of the building? 

Type of Ownership and Control 

If the facility~ owner-operated, select ONE from Column A. 

~YES 
~YES 

□ NO 
□ NO 

Zip Code: 

If the facility IS NOT operated by the owner, select ONE from Column A and ONE from Column B. 

(A) (B) 
OWNER OPERATOR 
( of facility) ( of facility) 

State or Local Government: 

□ □ State 

□ □ County 

□ □ City(ies) 

□ □ Multijurisdictional 

□ □ Hospital District/ Authority 

Non-Profit: 

□ □ Church Related 

□ □ Non-Profit Corporation 

□ □ Other Non-Profit 

Proprietary: 

□ □ Single Proprietary 

□ □ Partnership 

□ □ Corporation 
[Zl □ Limited Liability Corporation 

Is there any person other than those listed on this form (owner, operator, administrator of record} who is authorized to make 
administrative management decisions regarding the facility? [Zl YES O NO 

If yes, please identify the person and their relationship to the facility 
Person's name and relationship to facility See Attachment A 

8 of 14 
09/08/2016 



Nursing Home Application 

Information Required on the Operator/Manager of the Facility 

Please enter the names and Physical addresses of the governing body. If the position is vacant, please put "vacant." If more 
space is needed, please attach additional pages to the back of the application 

Name of President/Chair: See Attachment B 
Physical Address: 

Name of Vice President: 
Physical Address: 

Name of Secretary: 
Physical Address: 

Name of Treasurer: 
Physical Address : 

If any officer, director, trustee or any member of the governing body or any other individual, partnership, association, trust, 
corporation, or other legal or commercial entity owns, holds or has a financial interest of five (5) percent of more in the 
operating/management entity, list the name and percentages of ownership below: 

OWNERSHIP PERCENTAGE 

Are all remaining financial Interests less than 5 percent? □ YES ONO 

If the operator/manager has a lease or management agreement with the legal entity or individual who owns the physical 
plant/buildings, list the name and the address of the building owner. 

Name of Building Owner: __ 
Physical Address of Owner: __ 

If the operator/manager has a lease or management agreement with a legal entity or individual who is not the owner of the 
physical plant/buildings, list the name and address of the lessor. 

Name of Lessor: 
Physical Address of Lessor: __ 

If the operator/manager has a lease or management agreement with an owner or a lesser, does the owner or the lessor have a 
five (5) percent or more ownership interest in the legal entity that operates/manages the facility? cg] YES O NO 

( Sa (C~(Y\JU,J- 'A y ) 

9 of 14 
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Attachment A 

In addition to the owner/operator and administrator of records, the following Individuals are 

authorized to make administrative management decisions regarding the facility. 

Name Relationship to Facility 

Chad Melton Chief Executive Officer of Fauquier Health 

Mary M. Smith Senior Director of Post-Acute Services 





Victor E. Giovanetti, President 

·,\ fl 

f)t1id,mtd & 
Officers of Fauquier Medical Center, LLC 

330 Seven Springs Way 

Brentwood, TN 37027 

Conrad Deese, Chief Financial Officer 

James R. Carter, Jr., Chief Operating Officer 

Christopher J. Monte, Vice President 

Kathy Teague, Secretary 





Attachment C 

Ownership of Fauquier Long-Term Care, LLC 

Fauquier Holding Company, LLC 100% in Fauquier [Jong-Term Care, LLC 

Fauquier Partner, LLC 80% in Fauquier Holding Company, LLC 

The Fauquier Hospital, Jncorporated 20% in Fauquier Holding Company, LLC 

LifePoint Holdings 2, LLC 100% in Fauquier Partner, LLC 
-·----------------------+--------------------! 

LifePoint Hospitals Holdings, Inc. 97% in LifePoint Holdings 2, LLC 
>----------------------------·-------

Historic LifePoint Hospitals, Inc. 100% in LifePoint Hospital Holdings, Inc. 

LifePoint Hospitals, Inc. l 00% in Historic LifePoint: Hospitals, Inc. 
------.. --------------·---~---------------------' 





FAUQUIER I HEALTH Our Mission: 

Making Communities Healthier 

FAUQUIER MEDICAL CENTER, LLC 

BOARD OF TRUSTEES 2017 

500 Hospital DR 

Warrenton, VA 20186 

1. Chad Melton, CEO, Secretary 

2. Nivedita Chander, M.D. (Medical Staff President) (NON-VOTING) 

3. Brian Decastro, M.D. 

4. Janelle Downes 

5. Caren Eastham 

6. Joshua Jakum, M.D 

7. Michael Jenks, M.D. 

8. Raymond Knott, Chairman 

9. Lionel Phillips, CFO (NON-VOTING) 

10. Mark Van de Water 

11. Christopher Ward, M.D. 

12. Marie Washington 

13. Steve Wojcik, Vice-Chairman 





Commonwealth of Virginia 
Virginia Department of Health 

Nursing Home License Number: NH2 716 
In accordance with the provisions of Title 32.1. Chapter 5, Article 1, 

of the Code of Virginia 1950, as amended. 

Fauquier Long-Term Care, LLC 
(Operator) 

is Authorized to Operate, 

Fauquier Health Rehabilitation and Nursing Center 
(Name of Organization) 

a Nursing Home, located at: 

360 Hospital Drive, Warrenton, Virginia 20186 
Approved Capacity 113 Beds Expiration 12/31/2017 

fl'\) f"\ftt 
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Nursing Home Appli cation 

Virginia Department of Health Application for Nursing Home License 

In accordance w ith the provisions of Chapter 5, Art icle 1, Title 32.1, Code of Virginia of 1950, all non-federal medica l and nursing 
facilit ies desiring license as a nursing home in Virginia must submit the following information to t he Virginia Department of 
Health. 

Any changes during the year, which would affect the accuracy of the following information, must be reported promptly, in 
writ ing, to the Virginia Department of Health. 

Application for: (check one) 

[8J Annual Renewal for Calendar Year 

D Initial License to Operate a Nursing Home 
D Changes in Licensed Bed Capacity/Bed Change 

D Changes in Ownership or Operator 

Effective Date: January 1, 2017 

Name of Facility (Doing Business As name): Fauquier Health Rehabilitation and Nursing Center 
Facility Physical Address: 360 Hospital Drive 
(Additional space if needed) __ 

City Or Tpwn: Warrenton 
County: Fauquier, 
Telephone Number with Area Code: 540-316-5500 

Mailing Address: Same as physical address 
Facility E-Mail Address: Kimberly.owens@fauquierhealth.org 
Facility Web Address: 
Name of Administrator of Record: Kimberly Owens 

State: VA Zip Code: 20186 

Fax Number: 540-316-5389 

If the facility is Medicare/Medicaid certified, has the facility registered for ePOC? YES O NO [8J NOT Certified 0 
If "YES," enter date registered and name of ePOC user. __ 

1701002734 
(Nursing Home Administrator's License Number) 

Conditioned Certificate of Public Need for Indigent and Specialty Care: I hereby certify that the facility named on this application 
is in compliance with the provisions of the Code of Virginia, 1950, as amended, Title 32.1, Chapter 5, Article 1, Section 32.1-102.C. 
The facility has reviewed its status regarding Certificates of Public Need issued to it, and has determined that: 

1. Conditioned certificates for indigent or specialized care are applicable to the nursing facility. 0 YES [8J NO 

2. If conditioned certificates for indigent or specialized care are applicable to this nursing facility, does the nursing facil ity meet t he 
requirements of the certificates? DYES D NO (If "NO," attach a letter of explanation) 

true. 
that the information contained in the Application fo r License Renewal is, to the best of my knowledge, accurate and 

10/6/2016 
(Date Completed) 

RECEIVED 

OCT 12 2016 

VDH/OLC 
5 of 14 

09/08/201 6 



Nursing Home Applica t ion 

Licensing Classification of Nursing Home Facilities and Bed Capacity by Service 

Types of Beds by License Classification 

Licensed Beds Requested 

Total Bed Capacity (Specify Bed Types excluding Day Care} 
Number of Beds Certified fo r Medicare Only 

(Ti t le 18) 

Number of Beds Certified for Medicare/Medicaid 
(Title 18/19) 

Number of Beds Certified for Medicaid only 
(Title 19) 

Number of Non-certified beds 
(E xclude Adult Residential beds) 

Bed Capacity 

113 

113 

Q 

113 

Q 

Q 

FOR 
OFFI 
CE 

USE 

Does the facility have a specialized unit? D YES [8] NO 
If yes, specify the type of specialized unit and number of beds (i.e. secured unit, ventilator unit, etc.)? 

Type of Unit__ Number of beds 

Does the facility have a Nurse Aide training program on your premises? 
If yes, is it a certified Nursing Assistant Program approved by the Board of Nursing? 

A. Name of Director of Nursing Service: Rebecca Myers-Settle.RN, MSN 

B. Name of In-Service Training Director: Deborah Borgstrom, RN 

C. Name of Social Services Director: Nancy Carlos 

D. Name of Activities Director: Patricia Koval 

E. Name of Food Services Supervisor: Angela Hurst 

F. Name of Medical Director/Advisory Physician(s}: Amr Behiri, MD, DO 

G. Name of Dietary Consultant: Nancy Wright, RD 

H. Name of Pharmacy Consultant: Legacy Pharmacy 

[8] YES 
[8J YES 

Start Date: 8/22/2016 

Start Date: 5/2/2016 

Start Date: 2/21/2005 

Start Date: 9/15/1997 

Start Date: 11/4/1996 

Start Date: 9/10/2014 

Start Date: 3/1/2008 

Start Date: 3/15/2010 

I. Name of Physical Therapy Consultant: Fauquier Hospital Physical Medicine and Rehab Start Date: 10/27/1998 

J. Name of Dental Consultant: Jeffrey Harris, DDS Start Date: 5/16/2000 

RECEIVED 

OL I J 2 2016 

VDH/OLC 
6 of 14 

09/08/20 16 



Nursing Home Appli cat ion 

Survey of Long-Term Care Facilities 

Facility Name (Doing Business As name): Fauquier Health Rehabilitation and Nursing Center 
(Please make sure the Facili ty Name is spel led the same as on page 5) 

Is any part of the facility licensed by another state agency? YES D NO (8:1 If yes, enter the number of beds: __ 
If yes, specify the type of beds (i.e. Adult Residential) _ _ 

Does the facility have Adult Day Care facilities? YES D NO [gJ If yes, enter the number of accommodations: __ 
Does the facility have Child Day Care faci lities? YES D NO [gJ If yes, enter the number of accommodations: __ 

If yes, are the day care facilities required to be licensed by the Department of Social Services? DYES D NO 

Does the facility share resources with an Assisted Living Facility? YES D NO [gJ If yes, complete the following section: 
· Assisted Living Facil ity Name: __ 
Number Of Assisted Living Facility Beds: __ 

State licensure laws and regulation do not prohibit the integration or sharing of services/areas within nursing facility/assisted 
living arrangements. However, providers must demonstrate compliance with all relevant licensure regulations regarding full 
time staffing and faci lity environmental requirements. Providers are obligated to assure that staffing assignments and 
shared services are sufficient to meet the assessed needs of all residents and the applicable regulations for each type of 
facility license. Please complete the questions below addressing sharing of staff. services. and areas. 

1. Are residents of the two facilities in: 0 Same building, 
O0ther: __ 

0 Separate buildings, same campus, 
0 Same wing · 0 Different wing, 

2. What services/areas are commonly shared? 
0 Direct care, 0 Administrative, 
Oother: __ 

0 Housekeeping, 0 Food service/dietary, 

3. What staff positions are shared and what is the frequency of duties shared? 
Duties No. of No. of Frequency Duties No. of No. of Frequency 

Staff Shared Daily or Staff Shared Daily or 

Staff Weekly Staff Weekly 

Direct Care Housekeeping 

Staff 
Administrative Food/service 
Staff Dietary 

Other: 

4. How are the Administrator duties conducted? Separate for each facility? DYES D NO. If no, there must be an 
Assistant Administrator. Describe how the duties are delegated and how the Administrator is kept informed. 

Enter duties delegated 

Enter how Administrator is informed 

... ...,,.~ ,. -~• .. ~·"°':i• ,,: ' ' ~ •• ',· 

Is the facility part of a CCRC? YES D NO [gJ If yes, complete the following section: 
A. How many beds are in the CCRC? __ 
B. How many Life Care Contract holders are in NON nursing home beds? __ 

RECEIVED 

OCT 12 2016 

VDH/OLC 
7 of 14 

09/08/201 6 



Ownership and Operation of Nursing Home 

Faci lity Name (Doing Business As name): Fauquier Health Rehabilitation and Nursing Center 
(Please make sure th e Facility Name is spelled the same as on page 5) 

Legal name of the Operator of the facility: Fauquier Long-Term Ca re, LLC 
Operator's physical address: 360 Hospital Drive 
(Add it ional space if needed) __ 
City or Town: Warrenton Stat e: Y._& Zip Code: 20186 

Nursing Home Application 

Operator Telephone Number w ith Area Code: 540-316-5500 Fax with area code: 540-3 16-5389 

Legal/Doing Business As name of t he Owner of the nursing home business: __ 
Owner's physical address: __ 
(Additiona l space if needed) __ 
City or Town: 

Is t he facili t y operated by the owner of the building? 
Is t he faci lity ow ned by the owner of the building? 

Type of Ownership and Control 

If the facility~ owner-operated, select ONE from Column A. 

~ YES 
~ YES 

Zip Code: 

If the facility IS NOT operated by the owner, select ONE from Column A and ONE from Column B. 

(A) (B) 
OW NER OPERATOR 
( of facility) (of facility) 

State or Local Government: 

□ □ State 

□ □ County 

□ □ City(ies) 

□ □ Multijurisdictional 

□ □ Hospital District/ Authority 

Non-Profit: 

□ □ Church Re lated 

□ □ Non-Profit Corporation 

□ □ Other Non-Profit 

Proprietary: 

□ □ Single Proprietary 

□ □ Partnership 

□ □ Corporation 

~ □ Limited Liability Corporation 

Is there any person other than those listed on this form (owner, operator, administrator of record) who is authorized to make ) 
administrative management decisions regarding t he faci lity? ~ YES D NO RECEIVED 
If yes, please identify the person and their relationship to the facility 

Person's name and relationship to facil ity See At tachment A OCT 12 2016 

VDH/OLC 

8 of 14 
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Nursing Home Application 

Information Required on the Operator/Manager of the Facility 

Please enter the names and Physical addresses of t he governing body. If the posit ion is vacant, please put "vacant." If more 
space is needed, please attach additional pages to the back of the application 

Name of President/Chair: See Attachment B 
Physical Address: 

Name of Vice President: 
Physical Address : 

Name of Secretary: 
Physical Address : 

Name of Treasurer: 
Physical Address : 

If any officer, director, trustee or any member of the governing body or any other individual, partnership, association, trust, 
corporation, or other legal or commercial entity owns, holds or has a financial interest of five (5) percent of more in the 
operating/management entity, list the name and percentages of ownership below: 

NAME OWNERSHIP PERCENTAGE 
See Attachment C 

Are all remaining financial int erests less than 5 percent? □ YES □ NO 

If the operator/manager has a lease or management agreement with the legal entity or individual who owns the physical 
plant/buildings, list the name and the address of the building owner. 

Name of Building Owner: __ 
Physical Address of Owner: __ 

If the operator/manager has a lease or management agreement with a legal entity or individual who is not the owner of the 
physical plant/buildings, list the name and address of the lessor. 

Name of Lessor: 
Physical Address of Lessor: __ 

If the operator/manager has a lease or management agreement with an owner or a lesser, does the owner or the lessor have a 

five (5) percent or more ownership interest in the legal entity that operates/manages the facility? D YR.E'cEIVED 
OCT 12 2016 

VD H/OLC 9 or 14 
09/08/201 6 



Room No. of Medicare Medi-

No. beds & care 
Medicaid Only 

100 1 X 

101 1 X 

102 1 X 

103 1 X 

104 2 X 

105 2 X 

106 2 X 

107 2 X 

108 2 X 

109 2 X 

110 2 X 

111 2 X 

112 2 X 

113 2 X 

114 2 X 

115 2 X 

200 2 X 

201 1 X 

202 2 X 

203 2 X 

204 2 X 

205 2 X 

206 2 X 

207 2 X 

208 2 X 

209 2 X 

210 2 X 

211 2 X 

212 2 X 

213 2· X 

214 1' X 

215 r X 

300 1 X 

301 2· X 

302 1· X 

303 2· X 

304 2 . X 

305 2, X 

306 2 , X 

307 2 . X 

309 2 . X 

311 2 . X 

313 2 • X 

315 2 . X 

317 2 · X 

Enter Bed Listing Here 

Medi- Li- Room No. of 
caid censed No. beds 
Only Only 

319 2 
321 2 
323 2 
400 1 

401 2 · 

402 2 . 

403 2, 

404 2, 

405 2. 
406 2· 
407 2. 
408 2· 
409 2· 
411 2· 
413 2· 
415 2· 

I 

tr1 l 

Medicare 
& 

M edicaid 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

/15 OK 

Nursing Home Application 

Medi- Medi-
care caid 
Only Only 

~Fr.I= IVFD 

OCT 12 2016 

VDH/OLC 

Li-
censed 

Only 
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Bed Listing Continued 

Room No. of Medicare Medi- Medi- Li- Room No. of 
No. beds & care caid censed No. beds 

Medicaid Only Only Only 

Nursing Home App lication 

Medicare Medi- Medi-
& care caid 

Medicaid Only Only 

RF r.1=1\/ :::n 
- - - - ~-
OCT 12 2016 

VDH/OLC 

Li-
censed 

Only 

11 of 14 
09/08/2016 



Bed Listing Continued 

Room No. of Medicare Medi- Medi- Li- Room No. of 
No. beds & care caid censed No. beds 

Medicaid Only Only Only 

Nursing Home Application 

Medicare Medi- Medi-
& care caid 

Medicaid Only Only 

-· ~~-~,, .. ~ ..... 
I''-i-V._1 V .... u 

OCT 12 2016 

VDH/OLC 

Li-

censed 
Only 
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Bed Listing Continued 

Room No. of Medicare Medi- Medi- Li- Room No. of 
No. beds & care caid censed No. beds 

M edicaid Only Only Only 

Medicare 
& 

Medicaid 

Nursing Home Application 

Medi- Medi-
care ca id 
Only Only 

~eru• 11•--
'-'-'._IV L-U 

OCT 12 2016 
VOH/OLC 

Li-
censed 

Only 

, 
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Bed Listing Continued 

Room No. of Medicare Medi- Medi- Li- Room No. of 
No. beds & care caid censed No. beds 

Medicaid Only Only Only 

-

Nursing Home Application 

Medicare Medi- Medi- Li-
& care caid censed 

Medicaid Only Only Only 

t<t: c_;EIV =n 

OCT 12 2016 

VDH/OLC 
14 of 14 
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Attachment A 

In addition to the owner/operator and administrator of record, the following individuals are 
authorized to make administrative management decisions regarding the facility. 

Name 
Rodger Baker 

Mary M. Smith 

Relationship to Facility 
Chief Executive Officer of Fauquier Health 

Senior Director of Post Acute Services 

RECEIVED 
OCT f 2 2016 

VDH/OLC 



Attachment B 

Officers of Fauquier Long-Term Care, LLC 

Jeffrey G. Seraphine, President 

Jamie Carter, Chief Operating Officer 

Thomas H. Butler, Jr., Chief Financial Officer 

Michael S. Coggin, Sr. Vice President and Treasurer 

Christopher J. Monte, Vice President 

Christy S. Green, Vice President and Secretary 

Kathy Teague, Assistant Secretary 

RECEIVED 

OCT 12 2016 

VDH/OLC 

. 
' -. . . 



Attachment C 

Ownership ofli'auquicr Long-Term Care, LLC 

,,, .. ,'.· . -'.,•, ·.,.• 
. Pcf~cnbhtc of:Qwriei:~hip: 

', -~. --~· .. ,: •;:, -::-·,-:··,. ·• •' '· . ;' ... . . ..' . .. ·· .. 

Fauquier Holding Company, LLC I 00% in Fauquier Long-Term Care, LLC 

Fauquier Partner, LLC 80% in Fauquier Holding Company, LLC 
~------------------------1-----------------·------

The Fauquier Hospital, Incorporated 20% in Fauquier Holding Company, LLC 

LifePoint 1-Ioldings 2, LLC 100% in Fauquier Pa1iner, TLC 
f-----------------------+------------------------

LifePoint Hospitals Holdings, Inc. 97% in LifePoint I-Ioldings 2, LLC 
>------------------------- ----------------------1 

Historic LifePoint Hospitals, Inc. 100% in LifePoint Hospital Holdings, Inc. 
----------------------1-------------------------

LifePoint Hospitals, Inc. I 00% in Historic LifePoint Hospitals, Inc. 
---- ---------------------------~--------------------------





0'7-S:>p-01 02 24 P'1 FHRW: 5403165389 

STi\TEMl:~l'T OF o::r.1c1eNCIES 
ANO PLAN Of CO>'lfi!:CilON 

(X 1) PROVIOt;RISUPPLIER/Clll\ 
ID!!NTIFICATION NUMBl:R: 

495233 

NAM!' OF PROVIPt:f:I OR &UPP!.IFR 

FAUQUIER HEALTH REHABILITATION & NURSING CENTER 

(X4} 10 
f'Hl;.FIX 

Tl\(.! 

' $UMMAF\'I' $"1'Ai!!M!!.NT OF' OliFICll:NCIE:S 
!EACH OEFIC11:NCY MUST ae PREce:oeo av FULL 

RF.GUI.AiORY OR I.SC IDENilFVING INFORMATION) 

{F 000} INITIAL COMMENTS 

An unannounced Medicara/Medlcalcl revisit to the 
standard survey conducted 6/27/17 through 
6/29/17, wsas conducted 8'/i 5/17 through 8/16/17. 
One complaint was inve~figeted during the survey 
process, Corrections are required for compliance 
wllh 42 CFR Part 483 Federal Long Term Care 
Requiraments. Uncorrected deficiencies era 
identified within this report. Corrected 
deficiencies are identified, on the CMS 2567 - B. 

The census In this 113 bed certified facil/ty was 
90 at the time of the survey,. The survey sample 
consisted of twelve current resident reviews 
(Residents #101 lhrough# 111 and #113) and 
one closed record review, Resident #112. 

F 246 483.10(e)(3) REASONABLE ACCOMMODATION 
ss.::D OF NEEDS/PREFERENCES 

483.10(41) Respect and Dignity, The resident has 
a right lo be treated with respect and dignity, 
including: 

(e}(3) The right to reside.and receive services In 
the facility with reasonable accommodation of 
resident needs and preferences except when to 
clo so would endanger the health or safaty of the 
resident or other residents. 
this REOUlREMENT Is not met es evldenc;ed 
by: 
Based on observation, staff interview, faclllty 

docvment review and cllnical record review, It 
was determinm:J that the facility staff failed to 
ensure a call bell was within re21ch for one of 13 
reaidenls In tile sur11ey sample, Resident #110. 

Resident #110 was observed on separate 
occasions In bed w!th her call bell positioned 

PRINTED: 08/24/2017 
FORM APPROVED 

0MB NO. 0938-0 1 
(X2)MULTl~LE C:ONSTRUC1l0N (X3l OAT!:. SURVE;Y 

COMPI.ETED A. aUILO!NG _______ _ 

10 
PRE!rlX 

TAG 

SifiSET AOOR!:lSS, CITY. B1AfE, ZIP COOB 

360 HOSPITAL DRIVE 

WARRENTON, VA 20186 

PROVIDER'S PLAN or. CORRECTION 
(EACH CORRECTIVE t\C"TION SHO\JI.O ~e 

CROSS•REflERENCEO TO THE APPROPRIA • 
C!!FICIENC\I) 

R 
08/16/2017 

{F 000} 

F246 

Preparation and/or execution of his 
plan of correction does not cons tute 
admission or agreement by the p ovlder 
With the statement of deflclencle . The 
plan of correction is prepared an /or 
executed because it is required b the 
provision of Federal and State 
regulatlon!l. 

On 8/29/17, locatlon of call bell q/'f/f7 
discussed with resldent#llO. R ident 
stated preference to have call b ll in 
nightstand drawer. Care plan u dated 
to specify resident preference. hen 
Resident Is in bed, call hell wm b wlthln 
reach. 

An audit of call bell placement w II be 
conducted. Cognizant residents 
preference w!II be accommodate 
care plans updated, If necessary. ~ 
Residents not capable of determi ini('\ 
their call bell placement wl/1 hav th~ 
call bell placed within their reach an/~ 
care plans updated, If necessary, 

TlTLE iX&)PATu 

My !ency stmement ending v.itll an 11s1cr1sk n d&nDle,; a deflclen whleh th ns utton me.y be excti$ad Imm cortect!ng providing It is determlnad Iha 
t,ther $a l!lguerdi; prc11idl\ sufficient pro1ecUoh to 11,a patients, (See h1&1ruc110ns.) e pt for n\lr&fng hOn18$, Iha flndin9s stated above are 1sclot1able eo d~ys 
lollowi1,g tho d!.<I~ ot 11ur,,ey w1rn1ner or not~ plan ol corl'l!loUon 1~ ptovk!~d. For nu.~lr.g hornM, th& above findings :11mJ i;lan~ of correctton re dfs~osable 14 
day£ lol!owlllO lhc 1lill" au,se document& llfll maC/1:1 svail11ble to th11 raellliy. II deffciencles are clletl. an approvod plan of corractlon Ii requ It~ tc con1fnu11d 
iirogrnm p11<1le1pmton. 

FQCRlly 10, VA02B1 If canUl'luat n sheet Paoa 1 of 8 



2'.:;"7-Sep-01 02 24 P"i FHRi~;: 5403165389 

DEPARTMENT OF HEALTH AND 1-{UMAN SERVICES 
CEN RS FOR ME:DICA ED!CAID SER I 

STATl:tvll!NT OF O!:l'ICll!NCIES 
AND PU\N OF CORRECTION 

(X1) PROVIOER/SUPP!..ieR/CUA 
ICENTli=lCA'nON NUMBER: 

495233 
NAME OF PROVIDER. OR SUPPLIER 

FAUQUIER HEAL'rH R'-HABILITATION & NURSING CENTER 

()M) II) 
PAt!rlX 

TAG 

SUMMAR'/ STA'TeM!:N1' OF OEFlCIENCIES 
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F 246 Continued From page 1 
either in the nightstand drawer, or on top of the 
nfghtstand, out of her reach. 

'ihe findings include: 

Resident #110 was admitted to tha facl/lty on 
3/14/16 with a readmission on 6/16/17, with 
diagnosas, that included but were not llmlted to; 
high blood pressure, dementia, atrial ffbrll/ation (a 
condition charaoIerl2:ed by rapid and random 
contractfons of Iha atria of the heart causing 
irregular l:ieatt, of the ventrlclea and resultlng In 
decreased heart output and frequently clot 
formation In the atria (1)), and history offells. 

The most recent MOS (minimum data set} 
aa.aeaament, a quarterly essessmant, with an 
assessment reference elate (ARD) of 7/7/17, 
coded the resident as usually understanding 
others and usually making herself understood. 
The resident Wl!IS coded as having both short and 
long term mamory problems and was coded es 
being mocleretely impaired to make dally 
cognitive declslom1. The resident was coded as 
having no diffic:ultles w!lh her range cf motion in 
either her upper or lower e:<tremftles. Resident 
#110 was coded as reQulrlng extensive 
assistance for moving in the bed and transfers. 

Obse1Yat1on was made of Reslaent #110 on 
8/15/17 at 3:00 p.m. The resident was in her 
room, in bed. She was facing the window on her 
right side. The call bell was tn the night stand 
drewer on the resident's raft side. There was a 
fall mat approximately two feet In width, observed 
on the floor between the bed and night stand. 'The 
call bell was not accessible to Resident #11 D. 

A second observation was made of Resident 
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F246 Dally manager J"()Unds are be!n done. 
Care managers for each unit w II 
regularly chec!< ~oom for corre t call 
bell placement. Nursing staff 111 make 
observations when In rooms. taff are 
being reeducated r,egarcling c:a e 
planning process. 

Monitoring of compllanc~ will done 
by managers, care managers an 
nursing staff. Audits will be use to 
document locations checks and iven to 
DON/designee. Results will be 
reviewed and addressed by the UAP! 
committee for guidance and fu 
lnstructJl0n. 
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F 246 Can!lnued From page 2 F 246 
#110 on 8/16/17 at 8:45 a.m. The resident was in 
her bed on her back. Her head was turned 
toward the window, towards her right side. A fall 
mat was !n piece on the left side of the bed on the 
floor, batwaen th.e bed and the night stand. The 
call bell was observed sitting on top of lhe night 
stand, and was not accessible to Resident #110. 

The comprehensive care plen dated, 4/22/16 and 
revised on 7/6/17, documented in part, "!=ocus: 
( Resident #110) is at risk for falls ohereoteri:zed 
by I1lstory of falls, multlple risk factora related to: 
unstable health condition." The 
"lnterventionsrrasks" documented In part, "Call 
llght within reach at all times when (Resident 
#110) Is In her room.'' 

An Interview was conducted with ONA {certtf!ed 
nursing assistant) #1 on 8/16/17 at 1 :68 p.m, 
CNA#1 was asked where oall bells should be 
positioned when residents are In bed, CNA #1 
liltsted, ''.Right naxt to the resident, In front of 
them, an!(Where that !s easy access for them." 
When asked If the call bell should bs positioned 
on top of Iha nightstand or in the night stand 
drawer, CNA #1 stated, "No." When asked If 
Resident #110 could use the call bell, CNA #1 
stated, "She used to use It but has declined." 
When asked if Resident #11 O can attn activate the 
call bell, CNA#1 stated, "Yes, she doesn't use it 
as much as she used to, but still oan use It." 

An Interview was conducted with LPN (licensed 
practlcal nurse} #1, on 8/16/17 at 2:02 p.m. Whan 
asked where call bells should be positioned when 
residents ere in bed, LPN #1 stated, "Within 
reach.'' LPN #1 was asked If It ls acceptable to 
have tha call bell positioned 0:1 top of a 

. olghtstend or in the night stand drawer. when 
FORM CMS-2567(O3•09) PtGYIOUS Verc,lons ObSOI0141 event ID: NB11.12 Facility ID: VA0281 If ccnUnu11U:>~ sheet Page 3 of 8 
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f 246 Continued From page 3 F 246 
there is a fall mat on the floor, between the bed 
and the night stand. LPN #1 stated. "It should be 
In the tied, within reach of the resident." When 
f!$ked If Res!dent #110 COUid use the call bell, 
LPN #1 stated, "She's relatively new to me but 
she can use the call bell. She has no physical 
i5sues with her arms." 

The administrative staff member (ASM) #1, tna 
administrator, ASM # 2, the diteotor of nursing, 
and ASM #3, the chief e1dmlnistratlve officer, were 
made aware of the above findings on 8/16117 at 
approximately 2:45 p.m. A copy of the faollft'/ 
policy on call bells was requested. 

The facility policy, "Call Light" documented In 
part, "Maka sura call light is placed within reach 
of resident when leaving resident unattended," 

No furthef information was provided prior to exit. 

(1) Barron's Dictionary of Medi~! Terms for the 
Non-Medical Reader, 5th edition, Rothenberg and 
Chapman, page 55. 

{F 282} 483,21 (b){3)(1i) SERVICES BY QUALIFIED {F 282} 
ss--D PERSONS/PER CARI: PLAN 

(b)(3) Comprehensive Care ?Jans 
The services provld1:1d or arranged by the faclllty, 
as ouVined by the comprehensive care plan, 
mustK 

(Ii) Ba provided by qualified persons in 
accordance with each resident's written plan of 
care. 
This REQUIREMENT is not mat as evidenced 
by: 
Based on obseivatlon, staff Interview, fac!lity 

l:vMI IO:NB1\.12 

On 2/29/17, location of call bell q }B/f"l 
discussed with res!IZlent#ll0. Resi1 ent 
stated preference to have call bell n 
nightstand drawer. Care plan updc ~ed 
ta specify resident preference. Wr.en 
Resident Is In bed, call bell Will be v lthin 
reach. 
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{F 282} Co:itlnued F'rom page 4 
document review, and cllnlcal record review, It 
was determined that the facility staff faffed to 
fo!low the comprehensive plan of care for one of 
13 resldents in the survey sample, Resident #110. 

The facllity staff fafled to ensure Resident #11 O's 
call bell was positioned within reach per the 
comprehensive care plan. Resident #11 O was 
observed on separate occasions In bed with her 
call bell posttloned either in the nightstand 
drawer, or on top of the nightstand, out of her 
reach. 

The findlr1gs include: 

Resident #11 a was admitted to the fac!llty on 
3/14/16 with a readmission on 6/16/17. with 
diagnoses, th2t Included but were not limited to: 
lilgh blood pressure, dementia, atrial flbrlllatlon (a 
condition characterized by rapid and random 
contractions of the atria of the heart causing 
irregular beats of the ventricles and resultlnQ ln 
decreased heart output and frequently clot 
formation in the atria (1)), end history offalls. 

The most recent MDS (minimum data set) 
assessment a quarterly assessment. wl!h an 
assessment reference date of 7/7/17, coded the 
resident es usually understandtng others and 
usually making herself understood. ,he resident 
wes coded as having both short and long term 
memory problems and was coded as being 
moderately impaired to make dally co,gnitlve 
decisions, The resident was coded as hi.vlng no 
difficulties with her ranae of motion in either her 
upper or lower extremities. Resident #i10 wa!J 
coded as requiring extensive assistance for 
moving !n the bed and transfers. 
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their call bell placement wlll hav the 
call bell placed within their reach and 
care plans updated, If necessary. A 
review of the care pf ans Is being one 

to ensure call bell usage is reflect1:1e mf 
residents' need; pr.ef~te-rre:e. 

Dally manager rou!'lcls a·re being . one, 
Care managers for each unit wlll 
regularly check room for correct all 
bell placement. Nursing staff will make 
observations when In rooms. Sta are 
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planning process. Care plans reg rding 
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{F 282} Continued From i:,aQe 5 
Th0 comprehenslve cars plan dated, 4/22/16 and 
revised on 7/F:'!i/17, documented In p~rt, "Focus: 
(Resident #110) is at risk for falls characterized 
by history of falls, multiple risk factors related to: 
un&tiable health condition." The 
"lnterventlonsrraaks" documented In part, "Call 
light within reach at all times when (Resident 
#110) is in her room." 

Observation was made of Resident #110 on 
8/15/17 at 3:00 p.m. The resident was ln her 
room. in bed, She was facing the window on her 
right side. The call bell was In the night stand 
drawer on the resident's left side. There was a 
fall mat approximately two feet In width, observed 
on the floor between the bed and night stand. The 
call bell was not accessible to Resldent#110. 

A second observation was made of Resident 
#11 O on 8/16/17 at 8:46 a.m. The resident was In 
her bed on her back. Her head was turned 
toward the window, towards her right side. A fall 
mat was In place on the left side of the bed on the 
rtoor, between lhe bed and the night istand. The 
call bell was observed sitting on top of the night 
stand, and was not accessible to Resldent#110. 

An Interview was conducted with CNA (certlfled 
nur$lng aisslstant) #1 on 8/18/17 al 1 :68 p,m, 
When asked the purpose of a resident's cate 
plan, CNA #1 stated, "That's how we provide care 
to the residents." 

Ari interview was conducted with LPN (licensed 
practical nurse) #1, on 8/16/17 at 2:D2 p.m. When 
asked the purpose of the resident's care plan, 
LPN #1 stated, "It's a guide to tMe care we are to 
provide to each resldent. 11 When asked where call 
balls should be positioned when residents are In 
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reviewed and addressed by the :l.UAPI 
committee f©-r goi"dar,ice and ft:lr her 
Instruction. 
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{F 282} Continued From page 6 
bed, LPN #1 stated, "Wlthfn reaoh." LPN #1 was 
asked tr !t Is acceptable to have the call bell 
positioned on top of a nightstand or In the night 
stand drawer, when there Is a fall mat on the 
floor, bstween the bed and tha night stand. LPN 
#1 stated, "It should be In the bad, within reach of 
!ha resident," When asked if Resident #110 could 
use the call bell, LPN #1 stated, 11She's relatively 
new to m& but she can use the call ball. She has 
no physical issues with her arms.'' 

The administrative staff member (ASM) #1, the 
adm lnlstrator, ASM # 2, the director of nursing, 

-and ASM #3, the chief administrative Offlcar, were 
made aware of the above finding& on 8/18/17 at 
approximately 2:46 p.m.1 ASM #$ stated, 111 saw 
that on the care plan when I oopled It,'' When 
asked tf the oare plan should be followed, ASM 
#1, 1he administrator stated that It should have 
been followed, A eopy of the facility policy on call 
bells was requested. 

The faclllty policy titled, "Assessment and Care of 
Patient/Resident Through the Plan of Care," 
documents In par!, the following: "All 
patients/residents hereafter referred to as 
regldent admitted to (Name of Facility) sre 
required to have an assessment of care needs 
made by each dlsclpllne, The goal of the 
ae;$essment of residents function Is to determine 
what kind of care Is required to meet a 
patient/resident's !nlllal needs, as wall as the 
needs as they change in response to care .. .'' 

No further Information was provided prior to exit, 

(1) Barron's Diotlonan, of Medical Terms for the 
Non-Medical Reader, 5th edition, Rothenberg and 
Chsipman, page 55, 
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LONG TERM CARE FACILITY APPLICATION FOR MEDICARE AND MEDICAID 

Standard Survey Extended Survey 

From: Fl [Dl[!JP fi;l[JJ [J]L} To: F2 O][p dtJE{J [{J 4J 
MM DD YY MM DD YY 

From: F3 00 00 00 To: F4 00 □□ □□ 
MM DD YY MM DD YY 

Name of Facility Provider Number 

FA u & u,a 1-fnfU?I ;f!_~,u J71'17D"' _; J)ttes,rJ0 t/4 5 :t-3 3 
Street Address 
JbO /1b£'/-7f17rl ../)1?,tvc 

County 

il(lt)1c-Y,.._, 

Telephone Number: F6 State/County Code: F7 

{;fi;P)31~ --ssoo 
A. F9 ~[1] 

01 Skilled Nursing Facility (SNF) - Medicare Participation 
02 Nursing Facility (NF) - Medicaid Participation 
03 SNF/NF - Medicare/Medicaid 

B. Is this facility hospital based? Fl0 Yes D No ~ 

If yes, indicate Hospital Provider Number: Fl 1 DDDDDDD 

Ownership: F12 ~ JI] 

For Profit NonProfit 

State 

Fiscal Year Ending: F5 
[][ij. ~[I] DJ□ 
MM DD YY 

Zip Code 

/Ill -2-J I 66 
State/Region Code: F8 

~Lt9 

AUG O 9 2017 

\/Dt11QLO 

Government 

01 Individual 

02 Partnership 

03 Corporation 

04 Church Related 

05 Nonprofit Corporation 

06 Other Nonprofit 

07 State 

08 County 

09 City 

10 City/County 

11 Hospital District 

12 Federal 

Owned or leased by Multi-Facility Organization: F13 Yes ~ 

Name of Multi-Facility Organization: F14 

i, 1% ;t?1J1,1r 

No 0 

Dedicated Special Care Units (show number of beds for all that apply) 

F15 DD~ AIDS F16 DD~ Alzheimer's Disease 
F17 □□ml Dialysis F18 □□[al Disabled Children/Young Adults 
Fl 9 DD~ Head Trauma F20 □Dal Hospice 
F21 DD[Q] Huntington's Disease F22 OD[Q] Ventilator/Respiratory Care 
F23 OD[a] Other Specialized Rehabilitation 

Does the facility currently have an organized residents group? 
Does the facility currently have an organized group of family members of residents? 
Does the facility conduct experimental research? 
Is the facility part of a continuing care retirement community (CCRC)? 

F24 
F25 
F26 
F27 

Yes l25l 
Yes D 
Yes D 
Yes D 

No □ 
No ~ 
No ~ 
No gj 

If the facility cu1Tently has a staffing waiver, indicate the type(s) of waiver(s) by writing in the date(s) of last approval. Indicate the 
number of hours waived for each type of waiver granted. If the facility does not have a waiver, write NA in the blanks. 

Waiver of seven day RN requirement. Date: F28 DD DD DD Hours waived per week: F29 /l it 
Waiver of 24 hr licensed nursing requirement. Date: F30 DD DD DD Hours waived per week: F31 rI fr 

MM DD YY 

Does the facility currently have an approved Nurse Aide Training 
and Competency Evaluation Program? 

Form CMS-671 (12/02) 

F32 Yes ® No □ 



DEPARTMENT OF HEA LTH A ND HUMAN SERV ~ l)v 
CENTERS FOR M EDICARE & MEDICAID SERVICl:"--' ---------'-\ ______________________ ___ _ 

RESIDENT CENSUS AND CONDITIONS OF RESIDENTS 
Provider No. Medicare M edicaid Other Tot al Resident s 

4Q5233 '23 F75 lf'l F76 LIO F77 105 F78 

ADL Independent Ass ist of One or Two Staff Dependent 

Bath ing F79 0 F80 ~4 F81 '1' 
Dressing F82 Q F83 7.C.., F84 2t 
Transferring F85 15 F86 

i () ' 
F87 29 

Toilet Use F88 \5 F89 lo'8 F90 '2~r;;~1=1VEO 
Eating F91 ~s F92 

A. Bowel/Bladder Status 

F94 l.(2._ With indwelling or external catheter 

F95 Of the total number of residents with catheters, 
how many were present on admission .5_? 

F96\.Q..1 Occasionally or frequently incontinent of 
bladder 

F97 56 Occasionally or frequently incontinent of 
bowel 

F98 lo 

F99 0 
On urinary toileting program 

On bowel toileting program 

C. Mental Status 
F108-114 - indicate the number of residents with: 

F1081l_ Intellectual and/or developmental disability 

FlO~ Documented signs and symptoms of depression 

F110°U3 Documented psychiatric diagnosis 
(exclude dementias and depression) 

Fl 11 __j_ Dementia: ( e.g., Lewy-Body, vascular or Multi
infarct, mixed, frontotemporal such as Pick 's disease; 
and dementia related to Parkinson's or Creutzfeldt
Jakob diseases), or Alzheimer's Disease 

Fl12~ Behavioral healthcare needs 

Fl 13 Of the total number of residents with 
behavioral healthcare needs, how many ha~ an 
individualized care plan to support them~? 

F114_D Receiving health rehabilitative services 
for MI and/or ID/DD 

Form CMS-672 (05/12) 

13 F93 7 
I\ I 11..:: I'! Q ?017 - -

B. Mobility 

F100'2:> Bedfast all or most of time 

FlOl~S In a chair all or most of time 

F102 ~ Jndependently ambulatory 

F103~ Ambulation with assistance or assistive device 

Fl04_Q_ Physically restrained 

FlOS Of the total number of residents with restraints, 
how many~ere admitted or readmitted with orders for 
restraints u_? 

F106~ With contractures 

Fl07 Of the total number of residents with cmgqures, 
how many had a contracture(s) on admission ? 

D. Skin Integrity 
FllS-118 - indicate the number of residents with: 

Fllsl'l Pressure ulcers (exclude Stage I) 

Fll6 Of the total number of residents with 
pressure ulcers excluding Stage I, how ma~½ 
residents had pressure ulcers on admission 4 __ ? 

Fll 13'Z- Receiving preventive skin care 

F118 \5 Rashes 



DEPARTMENT OF HEALTH AND HUMAN SEkv1CES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 0MB Exempt 

LONG-TERM CARE FACILITY APPLICATION FOR MEDICARE AND MEDICAID 

Standard Survey: Extended Survey: 
From: Fl (m lddlWYY) 

9J /, ,i 
To : F2 (rnmlddlyyyy) From : F3 (mmlddlyyyy) To: F4 (mmlddlyyyy) 

Provider Number Fiscal Year Ending: F5 (mmlddlWYY) 

/o {?,_l 
Street Aadress 

0 ,::, S, ~ \ 0.... ti · \ ,\ '-> e___ 

City County State Zip Code 

w O....\"\~""'---\--=i""" k v-..9._ \.I...~~ u 'A- ~C) LS'~ 
Telephone NCJmber: FG State/County Code: F7 State/Region Code: F8 

5LjD - 3. 1 "2 - S-S-o Ci 300 03 ~CJ 
F9 Is this facility hospital based? F10 ................ .. ...... 0 Yes • No 

10131 01 Skilled Nursing Facility (SNF) - Medicare Participation 
If yes, indicate Hospital Provider Number: F11 

02 Nursing Facility (NF) - Medicaid Participation 
03 SNF/NF - Medicare/Medicaid 

Ownership: Fl 2 For-Profit 

01 Individua l 
02 Partnersh ip 
03 Corporation 

I I 
Non-Profit 

04 Church Related 
05 Nonprofit Corporation 
06 Other Nonprof it 

I I I I I 
Government 

07 State 
08 County 
09 City 

10 City/County 
11 Hospital District 
12 Federal 

Owned or leased by Multi-Facility Organization : F13 .. ......... .. .. ... .... ..... ... .. ..... ...... ...... .......... ...... ..................... ............... .... .. ........... ..... . 8 Yes O No 

Name of Multi-Faci lity Organization: F14 

l ~ \e. ~"" °' ......_), \:-\ ea_ \ -\-'---

Dedicated Specia l Care Units: (show number of beds for all that apply) 

F15 AIDS Fl 6 Alzheimer's Disease Fl 7 Dialysis 

I I I I I I I I I I I I 
F18 Disabled Children/Young Adults F19 Head Trauma F20 Hospice 

I I I I I I I I I I I I 
F2 1 Huntington's Disease F22 Ventilator/Respiratory Care F23 Other Specialized Rehabi litation 

I I I I I I I I I I I I 
Does the facility current ly have an organized residents' group? F24 ... ........ ..... ......... .................. ....... ..... ..... .. ...... .. ..... ...... ................... . Yes O No 

Does the facility cu rrent ly have an organized group of family members of residents? ... .... ... ... .... ... ..... ..... ...... .. ........ ...... ...... ..... .... ... 0 Yes f> No 

Does the facility conduct experimental research? F26 .. ......... .. ... ... .. ....... ... .. ........... .... .... ... .. .. ......... ........... ... ... ........ .. ........ .. ...... ...... ...... 0 Yes e No 

Is the facility part of a continuing care retirement community (CCRC)? F27 ....... ............. ....... .. ...... ............ ... .. ... .. ..... ...... ........ .... .. ...... 0 Yes 8 No 

If the facility currently has a staffing waiver, indicate the type(s) of waiver(s) by writing in the date(s) of last approval. Indicate the number of 
hours waived for each type of waiver granted . If the facility does not have a waiver, write NA in t he blanks. 

Waiver of seven day RN requirement: Waiver of 24 hr licensed nursing requirement: 

Date: F28 (mmldd/yyyy) Hours waived per week: F29 Date: F30 (mmldd/yyyy) Hours waived per week: F31 

Does the facility currently have an approved Nurse Aide Training and Competency Evaluation Program? F32 ........... .... .... ............ 0 Yes • No 

Name of Person Completing Form Time 

\Lo-..-\- ~ €_€..,✓ e..~ '-I : ;o Ph---.. 
Signature ~ 

SEP o D 
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{X4) ID ! 

PREFIX 
TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

I 

ID 
PREFIX 

1

1 TAG 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

F ooo Initial Comments l F 000 I 

An unannounced biennial State Licensure 
, Inspection was conducted 8/7/18 through 8/9/18 . 
. Corrections are required for compliance with the 
following with the Virginia Rules and Regulations 

· for the Licensure of Nursing Facilities. 

' The census in this 113 certified bed facility was 
. 90 at the time of the survey. The suNey sample I 
· consisted of 31 current resident reviews I 

I 
(Residents #70, #191, #16, #14, #31, #69, #190, 1 

: #48,#59,#47,#42,#26, #39, #81,#52,#7,#82, \ 
#25,#72,#4,#49,#35, #53, #17, #36,#61,#27, 
#30, #86, #18 and #290) and six closed record 
reviews ( Residents #91, #341, #92, #1, #90 and 

. #240). 

F 001' Non Compliance 

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

This RULE: is not met as evidenced by: 
12 VAC 5 - 371 - 140.B 

Based on staff interview and facility document 
review, it was determined the facility staff failed to i 
ensure all policies and procedures were reviewed i 
annually. 

The findings include: 
I 

An interview was conducted with ASM I 
(administrative staff member) #1, the i 
administrator, and ASM #2, the director of nursing j 
on 8/9/18 at 3:46 p.m. At this time the facility's : 

• computer system was not functioning and the 1 

· policies are all stored electronically. When asked I 
if ASM #1 or ASM #2 could provide written 
documentation that the policies have been I 

F 001 

I 

I 
' 

I 
I 
I 

I 
I 
i Preparation and/or execution of this plan 
1 

of correction does not constitute 
i admission or agreement by the provider 
· with the statement of deficiencies. The 

plan of correction is prepared and/or 
1 executed because it is required by 

' 

' 
' 

' 

! 

1 provision of Federal and State regulations. : 

[ Annual policy review will be completed . 
and reviewed at annual QA meeting in 

.

1 

October 2018. Policies will be implemented 
as appropriate and needed for Residents 

I #70, #191, #16, #14, #31, #69, #190, #48, 
· #59, #47, #42, #26, #39, #81, #52, #7, 
I #a2, #25, #12. #4, #49, #35, #53, #11, 
I #36, #61, #27, #30, #86, #18,and #290. 
! Staff will be educated on policy revisions 

(X5) 
COMPLETE 

DATE 

9/21/18 

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

Electronically Signed 
TITLE (XB) DATE 

08/30/18 
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(X4) ID 
PREFIX 

TAG 

F 001 

ID SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) 
I PREFIX 

TAG 

i 
Continued From page 1 I F 001 

reviewed at a minimum annually, ASM #1 stated ! 
that the annual review has not been performed in \ 

, the last year. 1 

i ASM #1 and ASM #2 were made aware of the 
' above concern on 8/9/18 at 4:00 p.m. 

No further information was obtained prior to exit. 

12VAC5-371-140.D.2: Policies and procedures. 
· Cross reference to F622, F623, F625 

12VAC5-371-371-250.G: Resident assessment 
and care planning 
Cross reference to F656 

12VAC5-371-220.C.1: Nursing services. 
Cross reference to F686 

12vAC5_371 _300.A: Pharmacuetical services 

Cross reference to F761 

Federal deficiency 655 d~es not have a cross 
reference to state regulations. 
Federal deficiency 658 cross references to state 
12 VAC 5 - 371 - 200 B 1. 
12

VAC5_371 _14a. Policies and Procedures. 
Cross reference to F880 and F881 

12VAC5-37~-1S0. Infection Control. 
Cross reference to FB80 and F881 

12VAC5-371-220. Nursing Services. 
cross reference to F690 

12VAC5-371-250. Resident Assessment and 
care Planning. 
Cross reference to F656 and F690 

(XS) PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

I COMPLETE 
DATE 

I 
I 
1 

to ensure that residents receive 
1 

appropriate care that is consistent with 
; facility policy. 

I All residents have the potential to be 
\ affected by this deficient practice. Staff will 1 

, be educated on policy revisions to ensure · 
, that residents receive appropriate care , 
1 that is consistent with facility policy. , 

, All policies will be reviewed by the . 
Administrator, Director of Nursing, Medical 

i Director and appropriate department head 
• and documented by a signature page to 
I be kept with policy binder(s). A_sched_ule , 

will be developed for future policy review • 
' and QAPI approval. Approval of new and ' 
, annual policy review will be included in the ' 
· QAPI agenda and the QAPI minutes will 
' reflect that it has been done. 

· The facility will monitor annual review of 
· policies through the schedu~ed OA:I 
. meetings and will includ~ this requirement 
· for review as part of their mock survey 

process that is conducted annually. 

12vAC5-371-140.D.2: Policies and 
procedures. cross reference to F622, 
F623 and F625 

12VAC5-371-371-250.G: Resident 
assessment and care planning. Cross 
reference to F656 

I • 

': 12VAC5-371-22Q.C.1: Nursing seN1ces. 

; 

If continuation sheet 2 of 4 
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' 

F 001 · Continued From page 2 I 
I 

12VAC5-371-270. Social Services. 
I 

' 
Cross reference to F656 i 

i 

12VAC5-371-280. Resident Activities. 
I 

I 
Cross reference to F656 I 

12VAC5-371-300. Pharmaceutical Services. 
Cross reference to F881 

· Management & Administration ! 12VACVS-371-110 B2 Cross Reference to F625 1 

Maintenance & Housekeeping 
12VACVS-371-370 A Cross Reference to F689 

12VAC5-371-220. Nursing Services 
, cross reference to F684. 

12VAC5-371-220. Nursing Services 
cross reference to F687. 

12VAC5-371-220. Nursing Services 
cross reference to F757. 

12VAC5-371-220. Nursing Services 
cross reference to F759. 

12VAC5-371-250. Resident Assessment and 
Care Planning 
cross reference to F657. 

12VAC5-371-370. Maintenance and 
Housekeeping 
cross reference to F584, 

12VAC5-371-370. Maintenance and 
Housekeeping 
cross reference to F689. 
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I 

: 12VAC5-371-300.A: Pharmaceutical 
I services Cross reference to F761 

i 
I Federal deficiency 658 cross references to, 
. state 12 VAC 5 - 371 - 200 B 1 
I 

. 12VAC5-371-140. Policies and 
: Procedures. Cross reference to F880 and 
, F881 
! 

I 12VAC5-371-180. Policies and 
, Procedures. Cross reference to F880 and 
I F881 

12VAC5-371-220. Nursing Services. 
I Cross reference to F690 

I 12VAC5-371-250. ResidentAssessment 
' and Care Planning. Cross reference to 
I F656 and F690 

; 12VAC5-371-270. Social Services. Cross 
1 reference to F656 

i 
1 12VAC5-371-280. ResidentActivities. 
! Cross reference to F656 

: 12VAC5-371-300. Pharmaceutical 
Services. Cross reference to F881 
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STATE FORM 904R11 If continuation sheet 3 of 4 



State of Viroinia 
STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVJDER/SUPPLIERICLIA 
IDENTIFICATION NUMBER: 

VA0261 

(X2) MULTIPLE CONSTRUCTION 

A BUILDING: _______ _ 

B. WING _________ _ 

- ·,~ 
PRINTED: 09/14/2018 4 

FORM APPROVED 

(X3) DATE SURVEY 
COMPLETED 

08/09/2018 

NAME OF PROVIDER OR SUPPLIER 

FAUQUIER HEALTH REHABILITATION & NURS 

STREET ADDRESS, CITY, STATE, ZIP CODE 

360 HOSPITAL DRIVE 
WARRENTON, VA 20186 

(X4) ID 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

F 001 Continued From page 3 

STATE FORM 

ID 
PREFIX 

TAG 

F 001 
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PROVIDER'S PLAN OF CORRECTION 
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Management & Administration i 
: 12VACVS-371-110 82 Cross Reference to; 

I 

F625 ' 

Maintenance & Housekeeping 
12VACVS-371-370 A Cross Reference to 
F689 

' 12VAC5-371-220. Nursing Services cross , 
reference to F684 

1 

12VAC5-371-220. Nursing Services cross 
reference to F687 , 

12VAC5-371-220. Nursing Services cross ' 
reference to F757 

1 12VAC5-371-220. Nursing Services cross 
reference to F759 

' 12VAC5-371-250. ResidentAssessment 1 

and Care Planning cross reference to 
i F657 

12VAC5-371-370. Maintenance and 
Housekeeping cross reference to F584. 

12VAC5-371-370. Maintenance and 
Housekeeping cross reference to F689. 
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DEPARTMENT OF HEALTH AND HUMAN SERVICES 

CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER: 

495233 

NAME OF PROVIDER OR SUPPLIER 

FAUQUIER HEALTH REHABILITATION & NURSING CENTER 

(X4) ID 
PREFIX 

TAG 

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

E 000 Initial Comments 

An unannounced Emergency Preparedness 
survey was conducted 08/07/18 through 
08/09/18. The facility was in compliance with 42 
CFR Part 483. 73, Requirement for Long-Term 
Care Facilities. 

F 000 INITIAL COMMENTS 

An unannounced Medicare/Medicaid standard 
survey was conducted 8/7 /18 through 8/9/18. A 
complaint was investigated during the survey. 
Corrections are required for compliance with the 
following 42 CFR Part 483 Federal Long Term 
Care requirements. The Life Safety Code 
survey/report will follow. 

The census in this 113 certified bed facility was 
90 at the time of the survey. The survey sample 
consisted of 31 current resident reviews 
(Residents #70, #191, #16, #14, #31, #69, #190, 
#48,#59,#47,#42,#26,#39,#81,#52,#7,#82, 
#25,#72,#4,#49,#35,#53,#17,#36,#61,#27, 
#30, #86, #18 and #290) and six closed record 
reviews (Residents #91, #341, #92, #1, #90 and 
#240). 

F 584 Safe/Clean/Comfortable/Homelike Environment 
SS=D CFR(s): 483.10(i)(1)-(7) 

§483.1 O(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-
§483.1 0(i)(1) A safe, clean, comfortable, and 
homelike environment, allowing the resident to 
use his or her personal belongings to the extent 
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C 

08/09/2018 

ID 
PREFIX 

TAG 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECT/VE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

(X5) 
COMPLETION 

DATE 

E 000 

F 000 

F 584 9/21/18 

TITLE (XS) DATE 

08/30/2018 

Any deficiency statement ending with an asterisk c•) 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 correction 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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SUMMARY STATEMENT OF DEFICIENCIES 
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F 584 Continued From page 1 

possible. 
(i) 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. 
(ii) The facility shall exercise reasonable care for 
the protection of the resident's property from loss 
or theft. 

§483.1 0(i)(2) Housekeeping and maintenance 
services necessary to maintain a sanitary, orderly, 
and comfortable interior; 

§483.1 0(i)(3) Clean bed and bath linens that are 
in good condition; 

§483.1 0(i)(4) Private closet space in each 
resident room, as specified in §483.90 (e)(2)(iv); 

§483.1 0(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 

§483.1 0(i)(7) For the maintenance of comfortable 
sound levels. 
This REQUIREMENT is not met as evidenced 
by: 
Based ·on observation, resident representative 

interview, staff interview, facility document review 
and clinical record review, it was determined that 
the facility staff failed to maintain a clean, 
comfortable, homelike environment for one of 37 
residents in the survey sample, Resident #53. 

The facility staff failed to maintain Resident #53's 
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provision of Federal and State regulations. 
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floor in a clean manner. 

The findings include: 

Resident #53 was admitted to the facility on 
1 /9/18. Resident #53's diagnoses included but 
were not limited to dementia (1), weakness and 
high blood pressure. Resident #53's most recent 
MOS (minimum data set), a quarterly assessment 
with an ARD (assessment reference date) of 
7/2/18, coded the resident's cognition as 
moderately impaired. Section G coded Resident 
#53 as requiring supervision with bed mobility, 
transfers and walking. 

On 8/8/18 at 2:39 p.m., an interview was 
conducted with Resident #53's RR (resident 
representative). Resident #53's RR voiced 
concern that staff was not cleaning the floor 
behind the resident's recliner. The floor behind 
the recliner was observed. The recliner was 
located approximately one and a half feet from 
the wall and the floor was accessible without 
moving the recliner. Dirt and white debris was 
observed on the floor behind the recliner. 

On 8/9/18 at 10:41 a.m., dirt and white debris 
remained on the floor behind Resident #53's 
recliner. 

On 8/9/18 at 10:45 a.m., OSM (other staff 
member) #11 (a housekeeper) was observed 
cleaning Resident #53's room. OSM #11 was 
asked to describe the process for cleaning 
resident rooms. OSM #11 stated she removes 
trash from the trashcan, sweeps/mops the floor 
(including under the bed), and wipes down the 
furniture/light switches and tray tables. OSM # 11 
was asked if she completes these tasks on a 
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The floor in Resident #53~Js room was 
re-swept behind the recliner within 45 
minutes of the debris being pointed out. 

All residents have the potential to be 
affected. 

All Environmental Services staff will be 
re-trained on Daily Cleaning Procedures 
to ensure understanding of the Daily 
Room Cleaning Procedures policy. Room 
rounds will be initiated no later than 9/2/18 
to audit cleanliness. Rounds will be 
conducted by Administrator, department 
heads, and designated staff. 

A random inspection of resident rooms will 
be conducted by the EVS Supervisor or 
designee weekly x4, bi-weekly x2, and 
then monthly x3. Inspections will be 
conducted to include all units in each audit 
and all staff members at least two times 
during the audit process. Results of audits 
will be reviewed for patterns and/or trends 
and reported at QAPI monthly for three 
months then quarterly thereafter. 
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daily basis. OSM #11 stated she does complete 
these tasks daily except sometimes she does 
clean the light switches and door handles. 

On 8/9/18 at 11:25 a.m., dirt and white debris 
remained on the floor behind Resident #53's 
recliner. 

On 8/9/18 at 11 :26 a.m., another interview was 
conducted with OSM #11. OSM #11 confirmed 
she was done cleaning Resident #53's room. 
When asked if she cleans behind Resident #53's 
recliner, OSM #11 stated the resident is usually in 
the recliner and she had not cleaned behind the 
recliner on this day or the previous day. OSM # 11 
stated, "Usually I check and if there are crumbs, I 
sweep. I'll start checking it." OSM #11 was 
asked to accompany this surveyor to look at the 
floor behind Resident #53's recliner. OSM # 11 
and this surveyor entered Resident #53's room. 
Resident #53 was sitting in the recliner. This 
surveyor received permission from Resident #53 
to look at the floor behind the recliner. Resident 
#53 offered to move; however, the area behind 
the recliner was accessible without having the 
resident move. Dirt and white debris remained on 
the floor behind the recliner. At this time, OSM 
#11 swept the floor behind the recliner. 

On 8/9/18 at 12:50 p.m., ASM (administrative 
staff member) #1 (the administrator) and ASM #2 
(the director of nursing) were made aware of the 
above findings. 

The facility policy titled, "Daily-Cleaning 
Procedures" documented, "This policy provides 
guidelines for the Housekeeping employees to 
follow in the daily cleaning of assigned areas of 
the facility ... Procedure: I. Daily Cleaning Steps- A. 
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High Dust, B. Sanitizing and spot cleaning, C. 
Bathroom cleaning, D. Empty 
wastebaskets/ashtrays, E. Floor dusting (vacuum 
carpet), and F. Floor sanitizing ... " 

No further information was presented prior to exit. 

(1) "Dementia is the name for a group of 
symptoms caused by disorders that affect the 
brain. It is not a specific disease. People with 
dementia may not be able to think well enough to 
do normal activities, such as getting dressed or 
eating. They may lose their ability to solve 
problems or control their emotions ... " This 
information was obtained from the website: 
https://vsearch.nlm.nih.gov/vivisimo/cgi-bin/query-
meta?v%3Aproject=medlineplus&v%3Asources= 
medlineplus-bundle&query=dementia 

F 585 Grievances 

SS=D CFR(s): 483.100)(1)-(4) 

§483.1 OU) Grievances. 
§483.1 0U)(1) The resident has the right to voice 
grievances to the facility or other agency or entity 
that hears grievances without discrimination or 
reprisal and without fear of discrimination or 
reprisal. Such grievances include those with 
respect to care and treatment which has been 
furnished as well as that which has not been 
furnished, the behavior of staff and of other 
residents, and other concerns regarding their LTC 
facility stay. 

§483.1 0U)(2) The resident has the right to and the 
facility must make prompt efforts by the facility to 
resolve grievances the resident may have, in 
accordance with this paragraph. 
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§483.1 0U)(3) The facility must make information 
on how to file a grievance or complaint available 
to the resident. 

§483.10U}(4) The facility must establish a 
grievance policy to ensure the prompt resolution 
of all grievances regarding the residents' rights 
contained in this paragraph. Upon request, the 
provider must give a copy of the grievance policy 
to the resident. The grievance policy must 
include: 
(i) Notifying resident individually or through 
postings in prominent locations throughout the 
facility of the right to file grievances orally 
(meaning spoken) or in writing; the right to file 
grievances anonymously; the contact information 
of the grievance official with whom a grievance 
can be filed, that is, his or her name, business 
address (mailing and email) and business phone 
number; a reasonable expected time frame for 
completing the review of the grievance; the right 
to obtain a written decision regarding his or her 
grievance; and the contact information of 
independent entities with whom grievances may 
be filed, that is, the pertinent State agency, 
Quality Improvement Organization, State Survey 
Agency and State Long-Term Care Ombudsman 
program or protection and advocacy system; 
(ii) Identifying a Grievance Official who is 
responsible for overseeing the grievance process, 
receiving and tracking grievances through to their 
conclusions; leading any necessary investigations 
by the facility; maintaining the confidentiality of all 
information associated with grievances, for 
example, the identity of the resident for those 
grievances submitted anonymously, issuing 
written grievance decisions to the resident; and 
coordinating with state and federal agencies as 
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necessary in light of specific allegations; 
(iii) As necessary, taking immediate action to 
prevent further potential violations of any resident 
right while the alleged violation is being 
investigated; 
(iv) Consistent with §483.12(c)(1 ), immediately 
reporting all alleged violations involving neglect, 
abuse, including injuries of unknown source, 
and/or misappropriation of resident property, by 
anyone furnishing services on behalf of the 
provider, to the administrator of the provider; and 
as required by State law; 
(v) Ensuring that all written grievance decisions 
include the date the grievance was received, a 
summary statement of the resident's grievance, 
the steps taken to investigate the grievance, a 
summary of the pertinent findings or conclusions 
regarding the resident's concerns(s), a statement 
as to whether the grievance was confirmed or not 
confirmed, any corrective action taken or to be 
taken by the facility as a result of the grievance, 
and the date the written decision was issued; 
(vi) Taking appropriate corrective action in 
accordance with State law if the alleged violation 
of the residents' rights is confirmed by the facility 
or if an outside entity having jurisdiction, such as 
the State Survey Agency, Quality Improvement 
Organization, or local law enforcement agency 
confirms a violation for any of these residents' 
rights within its area of responsibility; and 
(vii) Maintaining evidence demonstrating the 
result of all grievances for a period of no less than 
3 years from the issuance of the grievance 
decision. 
This REQUIREMENT is not met as evidenced 
by: 
Based on observation, resident representative 

interview, staff interview, facility document review 
and clinical record review, it was determined that 
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the facility staff failed to promptly resolve 
grievances for one of 37 residents in the survey 
sample, Residents #53. 

The facility staff failed to promptly resolve a 
grievance regarding the cleanliness of Resident 
#53's floor. 

The findings include: 

Resident #53 was admitted to the facility on 
1/9/18. Resident#53's diagnoses included but 
were not limited to dementia (1), weakness and 
high blood pressure. Resident #53's most recent 
MOS (minimum data set), a quarterly assessment 
with an ARD (assessment reference date) of 
7/2/18, coded the resident's cognition as 
moderately impaired. Section G coded Resident 
#53 as requiring supervision with bed mobility, 
transfers and walking. 

On 8/8/18 at 2:39 p.m., an interview was 
conducted with Resident #53's RR (resident 
representative). Resident #53's RR voiced 
concern that staff was not cleaning the floor 
behind the resident's recliner. Resident #53's RR 
stated this concern had been an ongoing issue 
and she talked to ASM (administrative staff 
member) #2 (the director of nursing) about one 
month ago and talked to ASM #1 (the 
administrator) several weeks ago. Resident 
#53's RR stated the issue would be resolved for 
the moment when she voices concern but the 
issue continues to happen. Resident #53's RR 
stated ASM #1 told her the facility will be 
completing a deep cleaning but no date was 
given. At this time, the floor behind Resident 
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with the statement of deficiencies. The 
plan of correction is prepared and/or 
executed because it is required by 
provision of Federal and State regulations. 

Social Services worker provided verbal 
communication to resident #53 ]s 
responsible party on 8/30/18 to ensure 
concern of cleanliness for resident #53 Is 
room has been resolved. 

All residents have the potential to be 
affected by this deficient practice. 

All unresolved grievances (in last 60 days) 
will be reviewed to ensure actions have 
been taken and completed by 9/6/18. Any 
new grievances received will be 
completed within 10 days, to include a 
written or verbal response provided to 
reporting person(s). Grievances will be 
discussed during daily IDT meeting to 
ensure timely follow-up and completion. 

Administrator or designee will audit 
grievances weekly x 4 weeks and then 
monthly x 3 to ensure completion, to 
include communication with responsible 
party. Results of audits will be reviewed 
for patterns and/or trends and reported at 
QAPI monthly for three months then 
quarterly thereafter. 
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#53's recliner was observed. The recliner was 
located approximately one and a half feet from 
the wall and the floor was accessible without 
moving the recliner. Dirt and white debris was 
observed on the floor behind the recliner. 

Review of the facility grievance logs for the last 
three months failed to reveal documentation 
regarding the above concern voiced by Resident 
#53's RR. 

On 8/9/18 at 12:47 p.m., an interview was 
conducted with ASM #1 and ASM #2. ASM #1 
and ASM #2 were asked if Resident #53's RR 
had voiced concern regarding the cleanliness of 
the room. ASM #1 confirmed Resident #53's RR 
had voiced this concern. ASM #1 stated she 
followed up and the staff were educated about 
the expectations regarding cleaning resident 
rooms. ASM #1 stated a deep cleaning schedule 
had been implemented and this information had 
been discussed with Resident #53's RR. ASM #1 
was asked why this concern was not documented 
in the grievance logs. ASM #1 stated a lot of 
times, family members and residents come to her 
with concerns and she follows up but if there is a 
fairly easy fix regarding the concern then she 
does not document the concern on a grievance 
form. ASM #1 was asked to provide evidence of 
the deep cleaning schedule and staff education 
regarding cleaning the rooms. 

On 8/9/18 at 2:02 p.m., ASM #1 provided a deep 
cleaning log. ASM #1 stated the log was 
implemented on 7 /31 /18. Review of the log 
revealed no room on Resident #53's unit had 
been deep cleaned. ASM #1 stated she was 
unable to provide evidence of staff training 
regarding the cleaning of resident rooms. 
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On 8/9/18 at 2:14 p.m., ASM #1 was made aware 
of the concern that Resident #53's RR's concern 
had not been resolved. 

The facility policy titled, "Grievance Resolution" 
documented, "Purpose: To ensure patient 
awareness of rights and responsibilities and to 
provide an accountable Patient 
Representative/Advocacy Program ... B. Any 
person who voices a grievance should receive a 
written or verbal response of the grievance within 
one week. The response will include: 
- the response to the grievance 
- the name of the facility contact person 
- steps taken on behalf of the patient's grievance 
- the results of the grievance process 
-the date of completion. 
The person voicing the concern should be kept 
informed of what action the health system is 
undertaking on the patient's behalf and an 
estimate of when a resolution is expected ... " 

No further information was presented prior to exit. 

(1) "Dementia is the name for a group of 
symptoms caused by disorders that affect the 
brain. It is not a specific disease. People with 
dementia may not be able to think well enough to 
do normal activities, such as getting dressed or 
eating. They may lose their ability to solve 
problems or control their emotions ... " This 
information was obtained from the website: 
https://vsearch. n Im. nih. gov/vivisi mo/cg i-bin/query-
meta?v%3Aproject=medlineplus&v%3Asources= 
medlineplus-bundle&query=dementia 

F 622 Transfer and Discharge Requirements 

SS=E CFR(s): 483.15(c)(1 )(i)(ii)(2)(i)-(iii) 
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§483.15(c) Transfer and discharge
§483.15(c)(1) Facility requirements-
(i) The facility must permit each resident to 
remain in the facility, and not transfer or 
discharge the resident from the facility unless
(A) 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; 
(D) The health of individuals in the facility would 
otherwise be endangered; 
(E) 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 applies 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 
(F) 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 
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 
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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 service 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. 
(B) Resident representative information including 
contact information 
(C) Advance Directive information 
(D) All special instructions or precautions for 
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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, it was determined 
that the facility staff failed to evidence that all 
required documentation was provided to the 
receiving facility, for facility initiated transfers for 
eight of 37 residents in the survey sample; 
Residents #16, 91, 48, 26, 72, 39, 81, and 36. 

1. The facility staff failed to provide evidence that 
all required documentation was provided to the 
receiving facility for Resident #16's facility initiated 
transfer to the hospital on 7/21/18. 

2. The facility staff failed provide evidence that 
the care plan goals were sent with the resident 
upon a transfer to the hospital on 5/29/18, for 
Resident #91. 

3. The facility staff failed to provide evidence that 
the comprehensive care plan goals were sent 
with the resident upon a transfer to the hospital 
on 7 /11 /18, for Resident #48. 

4. The facility staff failed to evidence that all 
required documentation was provided to the 
receiving facility for Resident #26's facility initiated 
transfer to the hospital on 5/2/18. 

5. The facility staff failed to evidence that all 
required documentation was provided to the 
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Preparation and/or execution of this plan 
of correction does not constitute 
admission or agreement by the provider 
with the statement of deficiencies. The 
plan of correction is prepared and/or 
executed because it is required by 
provision of Federal and State regulations. 

Unable to correct failure to provide 
required documentation to receiving 
facility for residents #16, #91, #48, #26, 
#72, #81, #39 and #36. 

All residents that transfer out of the facility 
to a hospital or for therapeutic leave have 
the potential to be affected. 

Facility initiated Transfer and Discharge 
policy will be implemented to meet 
requirements and clarify roles/ 
responsibilities of facility staff. Admissions 
and nursing staff will be educated on the 
policy. Nursing will provide required 
documentation to receiving facility and 
document accordingly 

Admissions personnel or designee will 
audit 100% of residents'.J EMR to ensure 
documentation is evident of providing 
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receiving facility for Resident #72's facility initiated 
transfer to the hospital transfer on 6/15/18 and 
7 /1 /18. 

6. The facility staff failed to provide evidence that 
all required information (including physician 
contact information, resident representative 
contact information, special instructions for 
ongoing care, advance directives and 
comprehensive care plan goals) was provided to 
the hospital staff when Resident #39 was 
transferred to the hospital on 5/13/18. 

7. The facility staff failed to evidence that all 
required documentation and information was 
provided to the receiving provider for a 
facility-initiated transfer on 06/26/18 for Resident 
# 81. 

8. The facility staff failed to evidence that all 
required documentation and information was 
provided to the receiving provider for a 
facility-initiated transfer on 07 /13/18 for Resident 
#36. 

The findings include: 

1. The facility staff failed to provide evidence that 
all required documentation was provided to the 
receiving facility for Resident #16's facility initiated 
transfer to the hospital on 7/21/18. 

Resident #16 was admitted to the facility on 
5/10/18, with a most recent readmission of 
7 /26/18, with diagnoses that included but were 
not limited to: altered mental status (confusion) 
(1 ), acute respiratory infection, ataxia (trouble 
coordinating movements), (2), high blood 
pressure, muscle weakness, diabetes, difficulty 
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swallowing, a pressure ulcer of the sacrum (areas 
of damaged skin caused by staying in one 
position for too long.) (3), and hydrocephalus (a 
problem with the flow of the fluid that surrounds 
the brain. This fluid is called the cerebrospinal 
fluid, or CSF. The fluid surrounds the brain and 
spinal cord and helps cushion the brain. Too 
much CSF puts pressure on the brain. This 
pushes the brain up against the skull and 
damages brain tissue.) (4). 

The most recent MOS (minimum data set) 
assessment, a five day Medicare assessment, 
with an assessment reference date of 8/2/18, 
coded the resident as scoring a "4" on the SIMS 
(brief interview for mental status) score, indicating 
he has severe cognitive impairment for daily 
decision making. 

The nurse's note dated 7/20/18 at 3:52 p.m. 
documented in part, "According to nurse's aids 
[sic], patient is not acting like himself. He has 
refused his meds [medications] a few times this 
week. He will not eat or get out of bed. Concern 
written to [medical doctor's name] regarding 
patient not wanting to eat or get out of bed. VS 
(vital signs): 122/88, 97.6, 94% (percent) on RA 
(room air), 19, 67. Awaiting response from MD 
(medical doctor)." 

The resident transfer form dated 7 /21 /18 at 2:24 
p.m. documented in part, "Reason for Transfer: 
Family concerned Pt (patient) is declining." 
Review of the resident transfer form, failed to 
evidence the residents comprehensive care plan 
and care plan goals were provided to the 
receiving hospital at the time of transfer. 

Review of the clinical record failed to evidence 
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what resident information, including clinical 
information, was included in the resident's 
transfer documentation. 

An interview was conducted on 8/8/18 at 4:37 
p.m. with LPN (licensed practical nurse) #5. LPN 
#5 was asked to describe the information 
provided to hospital staff when a resident is 
transferred to the hospital. LPN #5 stated she 
provides a list of physician's orders, a face sheet, 
the resident's diagnoses, information on what is 
going on, and the resident's history and physical. 
LPN #5 stated she also fills out and sends a 
transfer sheet and sends a copy of the resident's 
DNR (do not resuscitate) form. When asked if 
she provides the resident's comprehensive care 
plan goals, LPN #5 stated, "I never did that." 
When asked how she evidences the information 
she provides to hospital staff, LPN #5 stated she 
writes, "report called to ER (emergency room)" in 
the nurse's notes. When asked if she documents 
the specific information provided, LPN #5 stated 
she does not because the information is 
documented on the transfer form. LPN #5 stated 
the transfer form is sent to the hospital and a 
copy is placed in a box to be scanned into the 
resident's chart. 

An interview was conducted on 8/8/18 at 5:52 
p.m. with RN (registered nurse) #1. RN #1 was 
asked to describe the process staff follows when 
transferring a resident to the hospital. RN #1 
stated they first obtain a physician's order and 
notify the Responsible Representative. RN #1 
was asked when the physician documents 
information related to a resident's transfer to the 
hospital, she stated, "The doctor documents 
when he comes in to building. If he is in the 
building at time of transfer, that is when he will 
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write his note." When asked if the Resident's 
comprehensive care plan or comprehensive care 
plan goals are sent, RN #1 stated, "No". When 
asked if the facility maintained copies of the 
documentation sent with Resident #16 upon 
transfer, she stated "No". 

ASM (administrative staff member) #1, the 
administrator, and ASM #2, the director of 
nursing, were made aware of the above findings 
on 8/8/18 at 6:00 p.m. 

No further information was provided prior to exit. 

1) This information was obtained from the 
National Institutes of Health at 
https://medlineplus.gov/ency/article/003205.htm 

2) This information was obtained from the 
National Institutes of Health at 
https ://med Ii neplus. gov/friedreichsataxia. htm I 

3) This information was obtained from the 
National Institutes of Health at 
https://medlineplus.gov/pressuresores.html 

4) This information was obtained from the 
National Institutes of Health at 
https://medlineplus.gov/ency/article/001571. 
2. The facility staff failed provide evidence that 
the comprehensive care plan goals were sent 
with the resident upon a transfer to the hospital 
on 5/29/18, for Resident #91. 

Resident #91 was admitted to the facility on 
4/20/18 with diagnoses that included but were not 
limited to: fever, Parkinson's disease, (a slowly 
progressive neurological disorder characterized 
by resting tremor, shuffling gait, stooped posture, 
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rolling motions of the fingers, drooling and muscle 
weakness, sometimes with emotional instability) 
(1 ), dementia, high blood pressure, diabetes, 
anxiety and gastroesophageal reflux disease 
(backflow of the contents of the stomach into the 
esophagus, usually caused by malfunction of the 
sphincter muscle between the two organs; 
symptoms include burning pain in the esophagus, 
commonly known as heartburn) (2). 

The most recent MOS (minimum data set) 
assessment, an admission assessment, with an 
assessment reference date of 4/30/18, coded the 
resident as scoring as being unable to complete 
the questions, so the resident was coded as 
having both short and long-term memory 
difficulties and being moderately impaired to 
make daily cognitive decisions. 

The nurse's note dated, 5/29/18 at 12:44 p.m. 
documented in part, "Patient unresponsive to 
sternal rub, no output from Foley since 0700 
(7:00 a.m.) per primary nurse; vitals 99.4 
(temperature) axillary, BP (blood pressure) 83/53, 
HR (heart rate) 64, SaO2 (oxygen saturation) 
91 % on room air, resp (respirations) 18, BS 
(blood sugar) 140. Primary nurse states patient 
was last seen at baseline mentation at 0300 (3:00 
a.m.) when he was put to bed. MD (medical 
doctor) notified order to send to ED (emergency 
department) for evaluation. EMS (emergency 
medical system) notified report to (name of nurse 
at ED). Patient transferred out of facility without 
incident. (Name of wife) at bedside and aware, to 
accompany husband to ED." 

On 8/8/18 at 4:37 p.m., an interview was 
conducted with LPN (licensed practical nurse) #5. 
LPN #5 was asked to describe the information 
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provided to hospital staff when a resident is 
transferred to the hospital. LPN #5 stated she 
provides a list of physician's orders, a face sheet, 
the resident's diagnoses, information on what is 
going on, and the resident's history and physical. 
LPN #5 stated she also fills out and sends a 
transfer sheet and sends a copy of the resident's 
DNR (do not resuscitate) form. When asked if 
she provides the resident's comprehensive care 
plan goals, LPN #5 stated, "I never did that." 
When asked how she evidences the information 
provided to hospital staff, LPN #5 stated she 
writes, "report called to ER" in the nurse's notes. 
When asked if she documents the specific 
information she provides, LPN #5 stated she 
does not because the information is documented 
on the transfer form. LPN #5 stated the transfer 
form is sent to the hospital and a copy is placed 
in a box to be scanned into the resident's chart. 

The copy of the "Resident Transfer Form" dated 
5/29/18, documented in part, "Reason for 
transfer: AMS (altered mental status), 
hypotension (low blood pressure), no urinary 
output in 8 hours." There was no documentation 
that the comprehensive care plan goals or 
comprehensive care plan was sent with the 
resident. 

The administrator (administrative staff member -
ASM #1) and ASM #2, the director of nursing, 
were made aware of the above concern on 8/9/18 
at 12:32 p.m. 

No further information was provided prior to exit. 

(1) Barron's Dictionary of Medical Terms for the 
Non-Medical Reader, 5th edition, Rothenberg and 
Chapman, page 437. 
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(2) Barron's Dictionary of Medical Terms for the 
Non-Medical Reader, 5th edition, Rothenberg and 
Chapman, page 243. 

3. The facility staff failed to provide evidence that 
the comprehensive care plan goals were sent 
with the resident upon a transfer to the hospital 
on 7 /11 /18, for Resident #48. 

Resident #48 was admitted to the facility on 
6/13/18 with diagnoses that included but were not 
limited to; hypothermia, urinary tract infection, 
heart failure, fractures of the left humerus (arm) 
and left femur (hip) and atrial fibrillation (a 
condition characterized by rapid and random 
contraction of the atria of the heart causing 
irregular beats of the ventricles and resulting in 
decreased heart output and frequently clot 
formation in the atria) (1 ). 

The most recent MOS (minimum data set) 
assessment, a Medicare 14 day assessment, 
with an assessment reference date of 6/27 /18, 
coded Resident #48 as scoring a "15" on the 
BIMS (brief interview for mental status) score, 
indicating she was capable of making daily 
cognitive decisions. 

The nurse's note dated, 7/10/18 at 11:59 p.m. 
documented in part, "Temperature 92.9, 02 
(oxygen) saturation 94%, breath sounds: mild 
expiratory wheeze. Bowel sounds active: reports 
she had a BM (bowel movement) this morning. 
1-2 pitting edema of BLE (bilateral lower 
extremities). Daughter reports she has developed 
a dry cough. She had felt nauseated earlier in the 
day. MD (medical doctor) notified of low 
temperature. At 2345 (11 :45 p.m.) patient c/o 
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(complained of), 'I can't breathe.' and suspected 
she had swallowed a toothpick. Daughter was 
contacted and said she had thrown out the 
toothpick when the patient was brushing her 
teeth, and then CNA (certified nursing assistant) 
then placed the C-Pap mask on the patient 
without the tooth pick in her mouth. However, the 
patient requested to be sent to the ER 
(emergency room). Patient was in no apparent 
distress, repositioned, her mouth was inspected 
with no excoriation, or foreign objects seen. 
Breathing was even at a rate of 16 and not 
labored. 02 (oxygen) saturation 94% on room 
air, pulse 52. Family informed, 911 (emergency 
services) contacted, report given to ED 
(emergency department), message left for MD 
and DON (director of nursing)." 

The nurse's note dated, 7/11/18 at 12:45 a.m. 
documented "EMS (emergency management 
services) arrived at 0015 (12:15 a.m.) putting 
patient on gurney and transporting her to (name 
of hospital) Hospital ED. Daughter in parking lot 
to accompany her mother." 

On 8/8/18 at 4:37 p.m., an interview was 
conducted with LPN (licensed practical nurse) #5. 
LPN #5 was asked to describe the information 
provided to hospital staff when a resident is 
transferred to the hospital. LPN #5 stated she 
provides a list of physician's orders, a face sheet, 
the resident's diagnoses, information on what is 
going on, and the resident's history and physical. 
LPN #5 stated she also fills out and sends a 
transfer sheet and sends a copy of the resident's 
DNR (do not resuscitate) form. When asked if 
she provides the resident's comprehensive care 
plan goals, LPN #5 stated, "I never did that." 
When asked how she evidences the information 
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provided to hospital staff, LPN #5 stated she 
writes, "report called to ER" in the nurse's notes. 
When asked if she documents the specific 
information she provides, LPN #5 stated she 
does not because the information is documented 
on the transfer form. LPN #5 stated the transfer 
form is sent to the hospital and a copy is placed 
in a box to be scanned into the resident's chart. 

The "Resident Transfer Form" for Resident #48 
dated for 7/11/18 was requested and was not 
received by the time of exit. 

The administrator (administrative staff member -
ASM #1) and ASM #2, the director of nursing, 
were made aware of the above concern on 8/9/18 
at 12:32 p.m. 

No further information was provided prior to exit. 

(1) Barron's Dictionary of Medical Terms for the 
Non-Medical Reader, 5th edition, Rothenberg and 
Chapman, page 55. 
4. The facility staff failed to evidence that all 
required documentation was provided to the 
receiving facility for Resident #26's facility initiated 
transfer to the hospital on 5/2/18. 

Resident #26 was admitted to the facility on 
5/1/18 with the diagnoses of but not limited to 
toxic encephalopathy, acute and chronic 
respiratory failure, chronic obstructive pulmonary 
disease, paranoid schizophrenia, atrial fibrillation, 
pulmonary embolism, diabetes, high blood 
pressure, and asthma. The most recent MOS 
(Minimum Data Set) was an admission 
assessment with an ARD (Assessment 
Reference Date) of 5/31/18. Resident #26 was 
coded as cognitively intact in ability to make daily 
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life decisions. 

A review of the clinical record revealed a 
physician's note dated 5/2/18 which documented, 
" .... drowsy .... lethargic .... confused .... Assessment 
and Plan: .... 5. AMS (altered mental 
status)/lethargy, needs ABG (arterial blood gas 
{1}) will send to ER (emergency room) .... " 

Further review of the clinical record revealed a 
"Resident Transfer Form" dated 5/2/18. The form 
was not completed for the following areas: 
payment source, name and address of 
transferring facility, relative or guardian 
information, diagnoses at time of transfer, vitals 
at time of transfer, reason for transfer, disabilities, 
incontinence status, impairments, activity 
tolerance, diet, medications, other therapy, 
immunization status, advanced directives and 
code status, bed hold policy given (yes or no). 

Further review of the clinical record also failed to 
evidence any documentation that all the required 
information was provided to the receiving facility. 

On 8/8/18 at 4:37 p.m., an interview was 
conducted with LPN (licensed practical nurse) #5. 
LPN #5 was asked to describe the information 
provided to hospital staff wlien a resident is 
transferred to the hospital. LPN #5 stated she 
provides a list of physician's orders, a face sheet, 
the resident's diagnoses, information on what is 
going on, and the resident's history and physical. 
LPN #5 stated she also fills out and sends a 
transfer sheet and sends a copy of the resident's 
DNR (do not resuscitate) form. When asked if 
she provides the resident's comprehensive care 
plan goals, LPN #5 stated, "I never did that." 
When asked how she evidences the information 
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provided to hospital staff, LPN #5 stated she 
writes, "report called to ER" in the nurse's notes. 
When asked if she documents the specific 
information she provides, LPN #5 stated she 
does not because the information is documented 
on the transfer form. LPN #5 stated the transfer 
form is sent to the hospital and a copy is placed 
in a box to be scanned into the resident's chart. 

On 8/8/18 at 6:00 p.m., at the end of day meeting, 
the administrator (ASM #1 - Administrative Staff 
Member) was made aware of the findings. No 
further information was provided by the end of the 
survey. 

{1} ABG - Blood gases are a measurement of 
how much oxygen and carbon dioxide are in your 
blood. They also determine the acidity (pH) of 
your blood. 
Information obtained from 
https://medlineplus.gov/ency/article/003855.htm 

5. The facility staff failed to evidence that all 
required documentation was provided to the 
receiving facility for Resident #72's facility initiated 
transfer to the hospital transfer on 6/15/18 and 
7/1/18. 

Resident #72 was admitted to the facility on 
6/13/18 and most recently readmitted on 7 /5/18 
with the diagnoses of but not limited to 
gastrostomy (feeding tube), dysphagia, seizures, 
Parkinson's disease, dementia, hypothyroidism, 
rhabdomyolysis, acute kidney failure, and 
hypoxemia. The most recent MOS (Minimum 
Data Set) was a 5-day assessment with an ARD 
(Assessment Reference Date) of 7/12/18. 
Resident #72 was coded as severely cognitively 
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impaired in ability to make daily life decisions. 

A review of the nurse's notes revealed one dated 
6/15/18 at 11:55 p.m., which documented, 
"Resident sent to (name of hospital) ER 
(emergency room) for eval (evaluation) after 
episode of seizure. Daughter was notified." 

Further review failed to reveal any evidence of 
what documentation was sent to the hospital with 
the resident. 

On 7/1 /18, Resident #72 was sent to the hospital 
again. A nurse's note dated 7/1/18 documented, 
"G-tube [gastrostomy feeding tube*] clogged or 
possibly dislodged .... Called PA (physician's 
assistant) and informed her the G-tube is clogged 
and nurses not able to unclog the tube. Gave 
order to send pt (patient) to the (name of hospital) 
for eval (evaluation) of G-tube." 

A "Resident Transfer Form" was completed for 
this hospitalization (but not for the 6/15/18 
hospitalization). This form was not completely 
filled in. The data that was not completed 
included payment source, relative or guardian 
information, disabilities, incontinence status, 
impairments, activity tolerance, immunization 
status, advanced directives and code status, bed 
hold policy given (yes or no). 

Further review of the clinical record also failed to 
evidence any documentation that all the required 
information was provided to the receiving facility. 

On 8/8/18 at 4:37 p.m., an interview was 
conducted with LPN (licensed practical nurse) #5. 
LPN #5 was asked to describe the information 
provided to hospital staff when a resident is 
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transferred to the hospital. LPN #5 stated she 
provides a list of physician's orders, a face sheet, 
the resident's diagnoses, information on what is 
going on, and the resident's history and physical. 
LPN #5 stated she also fills out and sends a 
transfer sheet and sends a copy of the resident's 
DNR (do not resuscitate) form. When asked if 
she provides the resident's comprehensive care 
plan goals, LPN #5 stated, "I never did that." 
When asked how she evidences the information 
provided to hospital staff, LPN #5 stated she 
writes, "report called to ER" in the nurse's notes. 
When asked if she documents the specific 
information she provides, LPN #5 stated she 
does not because the information is documented 
on the transfer form. LPN #5 stated the transfer 
form is sent to the hospital and a copy is placed 
in a box to be scanned into the resident's chart. 

On 8/8/18 at 6:00 p.m., at the end of day meeting, 
the administrator (ASM #1 - Administrative Staff 
Member) was made aware of the findings. No 
further information was provided by the end of the 
survey. 

* This information was obtained from the 
following website: 
https://medlineplus.gov/ency/article/002937.htm 

6. The facility staff failed to provide evidence that 
all required information (including physician 
contact information, resident representative 
contact information, special instructions for 
ongoing care, advance directives and 
comprehensive care plan goals) was provided to 
the hospital staff when Resident #39 was 
transferred to the hospital on 5/13/18. 

Resident #39 was admitted to the facility on 
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6/6/17. Resident #39's diagnoses included but 
were not limited to stroke, major depressive 
disorder and altered mental status. Resident 
#39's most recent MDS (minimum data set), a 
quarterly assessment with an ARD (assessment 
reference date) of 6/19/18, coded the resident as 
being cognitively intact. 

Review of Resident #39's clinical record revealed 
a nurse's note dated 5/13/18 that documented, 
"Resident was sent to ER (emergency room) due 
to slurred speech. Resident AOx1 (alert and 
oriented times one), c/o (complained of) 
headache but temperature is normal 96.8. BP 
(Blood pressure): 124/56, 82 (pulse), 18 
(respirations), 96.8 (temperature), 96% RA 
(oxygen saturation level on room air). Resident 
continue nero (neurological) check r/t (related to) 
post fall. Notify DON (director of nursing), MD 
(medical doctor) and RP (responsible party)." 

Further review of Resident #39's clinical record 
failed to reveal evidence of the information 
provided to hospital staff. 

On 8/8/18 at 4:37 p.m., an interview was 
conducted with LPN (licensed practical nurse) #5. 
LPN #5 was asked to describe the information 
provided to hospital staff when a resident is 
transferred to the hospital. LPN #5 stated she 
provides a list of physician's orders, a face sheet, 
the resident's diagnoses, information on what is 
going on, and the resident's history and physical. 
LPN #5 stated she also fills out and sends a 
transfer sheet and sends a copy of the resident's 
DNR (do not resuscitate) form. When asked if 
she provides the resident's comprehensive care 
plan goals, LPN #5 stated, "I never did that." 
When asked how she evidences the information 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:61YJ11 

(X2) MULTIPLE CONSTRUCTION 

A BUILDING _______ _ 

B. \/\/ING _________ _ 

STREET ADDRESS, CITY, STATE, ZIP CODE 

360 HOSPITAL DRIVE 

WARRENTON, VA 20186 

PRINTED: 10/02/2018 
FORM APPROVED 

0MB NO 0938-0391 
(X3) DATE SURVEY 

COMPLETED 

C 

08/09/2018 

ID 
PREFIX 

TAG 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

(XS) 
COMPLETION 

DATE 

F 622 

Facility ID: VA0261 If continuation sheet Page 27 of 204 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 

CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER: 

495233 

NAME OF PROVIDER OR SUPPLIER 

FAUQUIER HEALTH REHABILITATION & NURSING CENTER 

(X4) ID 
PREFIX 

TAG 

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

F 622 Continued From page 27 

provided to hospital staff, LPN #5 stated she 
writes, "report called to ER" in the nurse's notes. 
When asked if she documents the specific 
information she provides, LPN #5 stated she 
does not because the information is documented 
on the transfer form. LPN #5 stated the transfer 
form is sent to the hospital and a copy is placed 
in a box to be scanned into the resident's chart. 

Further review of Resident #39's clinical record 
failed to reveal a transfer form for when the 
resident was sent to the hospital on 5/13/18. 

On 8/8/18 at 6:13 p.m., ASM (administrative staff 
member) #1 (the administrator) and ASM #2 (the 
director of nursing) were made aware of the 
above concern. 

On 8/9/18 at 2:10 p.m., OSM (other staff 
member) #9 (the director of admissions) 
confirmed that no transfer form was completed 
for Resident #39's transfer to the hospital on 
5/13/18. 

No further information was presented prior to exit. 

7. The facility staff failed to evidence that all 
required documentation and information was 
provided to the receiving provider for a 
facility-initiated transfer on 06/26/18 for Resident 
# 81. 

Resident# 81 was admitted to the facility on 
05/20/18 with a readmission on 06/27/18 with 
diagnoses that included but were not limited to 
hypertension (1 ), hemiplegia, (2), diabetes 
mellitus (3), and atrial fibrillation (4). 

Resident# 81's most recent MDS (minimum data 
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set), a quarterly assessment with an ARD 
(assessment reference date) of 07/16/18, coded 
Resident# 81 as scoring a (01) one on the brief 
interview for mental status (SIMS) of a score of 0 
- 15, (1) one - being severely impaired of 
cognition for making daily decisions. 

The nurse's "Progress Notes" for Resident# 81 
dated 06/26/18 documented, "14:54 (2:54 p.m.) 
SBAR (Situation, Background Assessment 
Recommendation) Change in status note. 
Assessment/Appearance: Patient nonverbal. Only 
(Sic.) opens eyes in response to sternal rub. Skin 
warm to touch, moist. Facial color grey/ashen. 
Recommendations/Request: NP (nurse 
practitioner) notified, ordered to send patient to 
ED (emergency department) for eval 
(evaluation)." 

On 8/8/18 at 4:37 p.m., an interview was 
conducted with LPN (licensed practical nurse) #5. 
LPN #5 was asked to describe the information 
provided to hospital staff when a resident is 
transferred to the hospital. LPN #5 stated she 
provides a list of physician's orders, a face sheet, 
the resident's diagnoses, information on what is 
going on, and the resident's history and physical. 
LPN #5 stated she also fills out and sends a 
transfer sheet and sends a copy of the resident's 
DNR (do not resuscitate) form. When asked if 
she provides the resident's comprehensive care 
plan goals, LPN #5 stated, "I never did that." 
When asked how she evidences the information 
provided to hospital staff, LPN #5 stated she 
writes, "Report called to ER" in the nurse's notes. 
When asked if she documents the specific 
information she provides, LPN #5 stated she 
does not because the information is documented 
on the transfer form. LPN #5 stated the transfer 
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form is sent to the hospital and a copy is placed 
in a box to be scanned into the resident's chart. 

Review of the facility's transfer form entitled 
"Resident Transfer Form" for Resident# 81, 
without a date, failed to evidence the resident's 
care plan goals as part of the transfer paperwork. 

On 08/09/18 at approximately 12:35 p.m., ASM 
(administrative staff member)# 1, the 
administrator and ASM # 2, director of nursing 
were made aware of the findings. 

No further information was provided prior to exit. 

References: 
( 1) High blood pressure. This information was 
obtained from the website: 
https://www. nlm. nih. gov/medlineplus/highbloodpr 
essure.html. 

(2) Also called: Hemiplegia, Palsy, Paraplegia, 
Quadriplegia. Paralysis is the loss of muscle 
function in part of your body. It happens when 
something goes wrong with the way messages 
pass between your brain and muscles. Paralysis 
can be complete or partial. It can occur on one or 
both sides of your body. It can also occur in just 
one area, or it can be widespread This 
information was obtained from the website: 
https://medlineplus.gov/paralysis.html. 

(3) A chronic disease in which the body cannot 
regulate the amount of sugar in the blood. This 
information was obtained from the website: 
https://www. n Im. n i h. gov/med Ii nepl us/ency /article/ 
001214.htm. 

(4) A problem with the speed or rhythm of the 
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heartbeat. This information was obtained from 
the website: 
https: //www. n Im. nih. gov/med Ii neplus/atrialfibrillati 
on.html. 

8. The facility staff failed to evidence that all 
required documentation and information was 
provided to the receiving provider for a 
facility-initiated transfer on 07 /13/18 for Resident 
#36. 

Resident# 36 was admitted to the facility on 
04/06/15 with a readmission on 07 /15/18 with 
diagnoses that included but were not limited to 
hypertension (1 ), dementia, (2), anxiety (3), and 
cerebrovascular disease (4). 

Resident# 36's most recent MOS (minimum data 
set), a quarterly assessment with an ARD 
( assessment reference date) of 06/12/18, coded 
Resident# 36 as scoring a (3) three on the brief 
interview for mental status (BIMS) of a score of 0 
- 15, (3) three - being severely impaired of 
cognition for making daily decisions. 

The nurse's "Progress Notes" for Resident# 81 
dated 07/13/18 documented, "12:20 p.m. SBAR 
(Situation, Background Assessment 
Recommendation) Change in status note. 
AssessmenUAppearance: Resident assessed by 
this nurse, resident noted to be wheezing and her 
breathing is labored, lung sounds diminished x 
(times) all lobes. Resident has emesis (vomiting) 
x 1 (one), feeding held at this time ... 
Recommendations/Request: NP (nurse 
practitioner) notified, family notified and DON 
(director of nursing) notified, NP recommended 
resident be sent out to ER (emergency room)." 
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On 8/8/18 at 4:37 p.m., an interview was 
conducted with LPN (licensed practical nurse) #5. 
LPN #5 was asked to describe the information 
provided to hospital staff when a resident is 
transferred to the hospital. LPN #5 stated she 
provides a list of physician's orders, a face sheet, 
the resident's diagnoses, information on what is 
going on, and the resident's history and physical. 
LPN #5 stated she also fills out and sends a 
transfer sheet and sends a copy of the resident's 
DNR (do not resuscitate) form. When asked if 
she provides the resident's comprehensive care 
plan goals, LPN #5 stated, "I never did that." 
When asked how she evidences the information 
provided to hospital staff, LPN #5 stated she 
writes, "Report called to ER" in the nurse's notes. 
When asked if she documents the specific 
information she provides, LPN #5 stated she 
does not because the information is documented 
on the transfer form. LPN #5 stated the transfer 
form is sent to the hospital and a copy is placed 
in a box to be scanned into the resident's chart. 

Review of the facility's transfer form entitled 
"Resident Transfer Form" for Resident# 36 dated 
07 /13/18 failed to evidence the resident's care 
plan goals as part of the transfer paperwork. 

On 08/09/18 at approximately 12:35 p.m., ASM 
(administrative staff member) # 1, the 
administrator and ASM # 2, director of nursing 
were made aware of the findings. 

No further information was provided prior to exit. 

References: 
(1) High blood pressure. This information was 
obtained from the website: 
https://www.nlm.nih.gov/medlineplus/highbloodpr 
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essure.html. 

(2) A loss of brain function that occurs with certain 
diseases. It affects memory, thinking, language, 
judgment, and behavior. This information was 
obtained from the website: 
https://medlineplus.gov/ency/article/000739.htm. 

(3) Fear. This information was obtained from the 
website: 
https://www.nlm.nih.gov/medlineplus/anxiety.html 
#summary. 

(4) A stroke. When blood flow to a part of the 
brain stops. A stroke is sometimes called a "brain 
attack." If blood flow is cut off for longer than a 
few seconds, the brain cannot get nutrients and 
oxygen. Brain cells can die, causing lasting 
damage. This information was obtained from the 
website: 
https://medlineplus.gov/ency/article/000726.htm. 

F 623 Notice Requirements Before Transfer/Discharge 
SS=E 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 
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(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)(8) 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; 
(C) The resident's health improves sufficiently to 
allow a more immediate transfer or discharge, 
under paragraph (c)(1 )(i)(B) of this section; 
(D) An immediate transfer or discharge is 
required by the resident's urgent medical needs, 
under paragraph (c)(1 )(i)(A) of this section; or 
(E) 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: 
(i) The reason for transfer or discharge; 

(ii) The effective date of transfer or discharge; 
(iii) The location to which the resident is 
transferred or discharged; 
(iv) 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 
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completing the form and submitting the appeal 
hearing request; 
(v) The name, address (mailing and email) and 
telephone number of the Office of the State 
Long-Term Care Ombudsman; 
(vi) 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 
(vii) For nursing facility residents with a mental 
disorder or related disabilities, the mailing and 
email address and telephone number of the 
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 § 
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483.70(1). 
This REQUIREMENT is not met as evidenced 
by: 
Based on staff interview, facility document 

review, and clinical record review, it was 
determined that facility staff failed to provide 
written notification to the resident, resident 
representative, and or ombudsman upon transfer 
to the hospital for eight of 37 residents in the 
survey sample; Residents #16, 91, 48, 26, 72, 39, 
81,and36. 

1. The facility staff failed to provide written 
notification to ResidenUResponsible 
Representative of a transfer to hospital for 
Resident#16 on 7/21/18. 

2. The facility staff failed to provide written 
documentation to the resident and/or resident 
representative and notify the ombudsman for a 
transfer to the hospital on 5/29/18 for Resident 
#91. 

3. The facility staff failed to provide written 
documentation to the resident and/or resident 
representative and notify the ombudsman for a 
transfer to the hospital on 7/11/18 for Resident 
#48. 

4. The facility staff failed to evidence that written 
notification of a hospital transfer was provided to 
For Resident #26's resident representative and 
ombudsman upon a hospital transfer on 5/2/18. 

5. The facility staff failed to evidence that written 
notification of a hospital transfer was provided to 
Resident #72's resident representative and 
ombudsman upon a hospital transfer on 6/15/18 
and 7/1/18. 
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6. Resident #39 was transferred to the hospital on 
5/13/18. The facility staff failed to provide written 
notification of the facility initiated transfer to the 
resident's representative, and failed to send a 
copy of such notice to the ombudsman. 

7. The facility staff failed to provide written 
notification to the ombudsman, the resident and 
responsible party (RP) of a facility initiated 
transfer to the hospital on 06/26/18 for Resident# 
81. 

8. The facility staff failed to provide written 
notification to the ombudsman, the resident and 
responsible party (RP) of a facility initiated 
transfer to the hospital on 07 /13/18 for Resident# 
36. 

The findings include: 

1. The facility staff failed to provide written 
notification to a ResidenUResponsible 
Representative of a transfer to hospital for 
Resident #16 on 7 /21 /18. 

Resident #16 was admitted to the facility on 
5/10/18, with a most recent readmission of 
7 /26/18, with diagnoses that included but were 
not limited to: altered mental status (confusion) 
(1 ), acute respiratory infection, ataxia (trouble 
coordinating movements), (2), high blood 
pressure, muscle weakness, diabetes, difficulty 
swallowing, a pressure ulcer of the sacrum (areas 
of damaged skin caused by staying in one 
position for too long.) (3), and hydrocephalus (a 
problem with the flow of the fluid that surrounds 
the brain. This fluid is called the cerebrospinal 
fluid, or CSF. The fluid surrounds the brain and 
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spinal cord and helps cushion the brain. Too 
much CSF puts pressure on the brain. This 
pushes the brain up against the skull and 
damages brain tissue.) (4). 

The most recent MOS (minimum data set) 
assessment, a five day Medicare assessment, 
with an assessment reference date of 8/2/18, 
coded the resident as scoring a "4" on the BIMS 
(brief interview for mental status) score, indicating 
he has severe cognitive impairment for daily 
decision making. 

The nurse's note dated 7/20/18 at 3:52 p.m. 
documented in part, "According to nurse's aids 
[sic], patient is not acting like himself. He has 
refused his meds [medications] a few times this 
week. He will not eat or get out of bed. Concern 
written to [medical doctor's name] regarding 
patient not wanting to eat or get out of bed. VS 
(vital signs): 122/88, 97.6, 94% (percent) on RA 
(room air), 19, 67. Awaiting response from MD 
(medical doctor)." 

The resident transfer form dated 7/21/18 at 2:24 
p.m. documented in part, "Reason for Transfer: 
Family concerned Pt (patient) is declining." The 
resident transfer form failed to document if the 
resident representative was provided written 
notification for this transfer to the hospital. 

Review of the clinical record failed to reveal any 
documentation evidencing the resident 
representative was provided written notification 
for this facility initiated transfer to the hospital. 

On 8/8/18 at 4:37 p.m., an interview was 
conducted with LPN (licensed practical nurse) #5. 
LPN #5 stated she calls residents' 
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representatives when residents are transferred to 
the hospital but she does not provide written 
notification of the transfers to residents' 
representatives. 

On 8/8/18 at 4:30 p.m., an interview was 
conducted with OSM ( other staff member) #7 (the 
social worker). OSM #7 stated she does not 
notify residents' representatives when residents 
are transferred to the hospital. 

On 8/8/18 at 5:16 p.m., an interview was 
conducted with OSM #9 (the director of 
admissions). OSM #9 stated she does not notify 
residents' representatives when residents are 
transferred to the hospital. 

ASM (administrative staff member) #1, the 
administrator, and ASM #2, the director of 
nursing, were made aware of the above findings 
on 8/8/18 at 6:00 p.m. 

No further information was provided prior to exit. 

1) This information was obtained from the 
National Institutes of Health at 
https://medlineplus.gov/ency/article/003205.htm 

2) This information was obtained from the 
National Institutes of Health at 
https://med Ii neplus. gov/friedreichsataxia. htm I 

3) This information was obtained from the 
National Institutes of Health at 
https://medlineplus.gov/pressuresores.html 

4) This information was obtained from the 
National Institutes of Health at 
https://medlineplus.gov/ency/article/001571.htm 
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2. The facility staff failed to provide written 
documentation to the resident and/or resident 
representative and notify the ombudsman for a 
transfer to the hospital on 5/29/18 for Resident 
#91. 

Resident #91 was admitted to the facility on 
4/20/18 with diagnoses that included but were not 
limited to: fever, Parkinson's disease, (a slowly 
progressive neurological disorder characterized 
by resting tremor, shuffling gait, stooped posture, 
rolling motions of the fingers, drooling and muscle 
weakness, sometimes with emotional instability) 
(1 ), dementia, high blood pressure, diabetes, 
anxiety and gastroesophageal reflux disease 
(backflow of the contents of the stomach into the 
esophagus, usually caused by malfunction of the 
sphincter muscle between the two organs; 
symptoms include burning pain in the esophagus, 
commonly known as heartburn) (2). 

The most recent MDS (minimum data set) 
assessment, an admission assessment, with an 
assessment reference date of 4/30/18, coded the 
resident as scoring as being unable to complete 
the questions, so the resident was coded as 
having both short and long-term memory 
difficulties and being moderately impaired to 
make daily cognitive decisions. 

The nurse's note dated, 5/29/18 at 12:44 p.m. 
documented in part, "Patient unresponsive to 
sternal rub, no output from Foley since 0700 
(7:00 a.m.) per primary nurse; vitals 99.4 
(temperature) axillary, BP (blood pressure) 83/53, 
HR (heart rate) 64, SaO2 (oxygen saturation) 
91 % on room air, resp (respirations) 18, BS 
(blood sugar) 140. Primary nurse states patient 
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was last seen at baseline mentation at 0300 (3:00 
a.m.) when he was put to bed. MD (medical 
doctor) notified, order to send to ED (emergency 
department) for evaluation. EMS (emergency 
medical system) notified report to (name of nurse 
at ED). Patient transferred out of facility without 
incident. (Name of wife) at bedside and aware, to 
accompany husband to ED." 

The copy of the "Resident Transfer Form" dated 
5/29/18, documented in part, "Reason for 
transfer: AMS (altered mental status), 
hypotension (low blood pressure), no urinary 
output in 8 hours." There was no documentation 
that the resident and/or resident representative 
and ombudsman were notified in writing for 
Resident #91 transfer to the hospital on 5/29/18. 

On 8/8/18 at 4:37 p.m., an interview was 
conducted with LPN (licensed practical nurse) #5. 
LPN #5 stated she calls residents' 
representatives when residents are transferred to 
the hospital but she does not provide written 
notification of the transfers to residents' 
representatives or the ombudsman. 

On 8/8/18 at 4:30 p.m., an interview was 
conducted with OSM (other staff member) #7 (the 
social worker). OSM #7 stated she does not 
notify residents' representatives or the 
ombudsman when residents are transferred to 
the hospital. 

On 8/8/18 at 5:16 p.m., an interview was 
conducted with OSM #9 (the director of 
admissions). OSM #9 stated she does not notify 
residents' representatives or the ombudsman 
when residents are transferred to the hospital. 
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The administrator (administrative staff member -
ASM #1) and ASM #2, the director of nursing, 
were made aware of the above concern on 8/9/18 
at 12:32 p.m. 

No further information was provided prior to exit. 

(1) Barron's Dictionary of Medical Terms for the 
Non-Medical Reader, 5th edition, Rothenberg and 
Chapman, page 437. 
(2) Barron's Dictionary of Medical Terms for the 
Non-Medical Reader, 5th edition, Rothenberg and 
Chapman, page 243. 

3. The facility staff failed to provide written 
documentation to the resident and/or resident 
representative and notify the ombudsman for a 
transfer to the hospital on 7/11/18 for Resident 
#48. 

Resident #48 was admitted to the facility on 
6/13/18 with diagnoses that included but were not 
limited to; hypothermia, urinary tract infection, 
heart failure, fractures of the left humerus (arm) 
and left femur (hip) and atrial fibrillation (a 
condition characterized by rapid and random 
contraction of the atria of the heart causing 
irregular beats of the ventricles and resulting in 
decreased heart output and frequently clot 
formation in the atria) (1 ). 

The most recent MOS (minimum data set) 
assessment, a Medicare 14 day assessment, 
with an assessment reference date of 6/27/18, 
coded the resident as scoring a "15" on the BIMS 
(brief interview for mental status) score, indicating 
she was capable of making daily cognitive 
decisions. 
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The nurse's note dated, 7/10/18 at 11:59 p.m. 
documented in part, "Temperature 92.9, 02 
(oxygen) saturation 94%, breath sounds: mild 
expiratory wheeze. Bowel sounds active: reports 
she had a BM (bowel movement) this morning. 
1-2 pitting edema of BLE (bilateral lower 
extremities). Daughter reports she has developed 
a dry cough. She had felt nauseated earlier in the 
day. MD (medical doctor) notified of low 
temperature. At 2345 (11 :45 p.m.) patient c/o 
(complained of), 'I can't breathe.' and suspected 
she had swallowed a toothpick. Daughter was 
contacted and said she had thrown out the 
toothpick when the patient was brushing her 
teeth, and then CNA (certified nursing assistant) 
then placed the C-Pap mask on the patient 
without the toothpick in her mouth. However, the 
patient requested to be sent to the ER 
(emergency room). Patient was in no apparent 
distress, repositioned, her mouth was inspected 
with no excoriation, or foreign objects seen. 
Breathing was even at a rate of 16 and not 
labored. 02 (oxygen) saturation 94% on room 
air, pulse 52. Family informed, 911 (emergency 
services) contacted, report given to ED 
(emergency department), message left for MD 
and DON (director of nursing)." 

The nurse's note dated, 7/11/18 at 12:45 a.m. 
documented "EMS (emergency management 
services) arrived at 0015 (12:15 a.m.) putting 
patient on gurney and transporting her to (name 
of hospital) Hospital ED. Daughter in parking lot 
to accompany her mother." 

There was no documentation in the clinical record 
evidencing the resident and/or resident 
representative and the ombudsman were 
provided written notification for Resident #48's 
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transfer to the hospital on 7/11/18. 

On 8/8/18 at 4:37 p.m., an interview was 
conducted with LPN (licensed practical nurse) #5. 
LPN #5 stated she calls residents' 
representatives when residents are transferred to 
the hospital but she does not provide written 
notification of the transfers to residents' 
representatives or the ombudsman. 

On 8/8/18 at 4:30 p.m., an interview was 
conducted with OSM (other staff member) #7 (the 
social worker). OSM #7 stated she does not 
notify residents' representatives or the 
ombudsman when residents are transferred to 
the hospital. 

On 8/8/18 at 5: 16 p.m., an interview was 
conducted with OSM #9 (the director of 
admissions). OSM #9 stated she does not notify 
residents' representatives or the ombudsman 
when residents are transferred to the hospital. 

The "Resident Transfer Form" for Resident #48 
dated for 7/11/18 was requested and was not 
received by the time of exit. 

The administrator (administrative staff member -
ASM #1) and ASM #2, the director of nursing, 
were made aware of the above concern on 8/9/18 
at 12:32 p.m. 

No further information was provided prior to exit. 

(1) Barron's Dictionary of Medical Terms for the 
Non-Medical Reader, 5th edition, Rothenberg and 
Chapman, page 55. 
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4. The facility staff failed to evidence that written 
notification of a hospital transfer was provided to 
For Resident #26's resident representative and 
ombudsman upon a hospital transfer on 5/2/18. 

Resident #26 was admitted to the facility on 
5/1/18 with the diagnoses of but not limited to 
toxic encephalopathy, acute and chronic 
respiratory failure, chronic obstructive pulmonary 
disease, paranoid schizophrenia, atrial fibrillation, 
pulmonary embolism, diabetes, high blood 
pressure, and asthma. The most recent MOS 
(Minimum Data Set) was an admission 
assessment with an ARD (Assessment 
Reference Date) of 5/31/18. Resident #26 was 
coded as cognitively intact in ability to make daily 
life decisions. 

A review of the clinical record revealed a 
physician's note dated 5/2/18 which documented, 
" .... drowsy .... lethargic .... confused .... Assessment 
and Plan: .... 5. AMS (altered mental 
status)/lethargy, needs ABG (arterial blood gas 
{1}) will send to ER (emergency room) .... " 

Further review of the clinical record failed to 
reveal any evidence that the resident's 
representative and ombudsman were notified of 
the transfer in writing. 

On 8/8/18 at 4:37 p.m., an interview was 
conducted with LPN (licensed practical nurse) #5. 
LPN #5 stated she calls residents' 
representatives when residents are transferred to 
the hospital but she does not provide written 
notification of the transfers to residents' 
representatives or the ombudsman. 

On 8/8/18 at 4:30 p.m., an interview was 
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conducted with OSM (other staff member) #7 (the 
social worker). OSM #7 stated she does not 
notify residents' representatives or the 
ombudsman when residents are transferred to 
the hospital. 

On 8/8/18 at 5:16 p.m., an interview was 
conducted with OSM #9 (the director of 
admissions). OSM #9 stated she does not notify 
residents' representatives or the ombudsman 
when residents are transferred to the hospital. 

On 8/8/18 at 6:00 p.m., at the end of day meeting, 
the administrator (ASM #1 - Administrative Staff 
Member) was made aware of the findings. No 
further information was provided by the end of the 
survey. 

{1} ABG - Blood gases are a measurement of 
how much oxygen and carbon dioxide are in your 
blood. They also determine the acidity (pH) of 
your blood. 
Information obtained from 
https://medli nepl us. gov/ency/a rticle/003855. htm 

5. The facility staff failed to evidence that written 
notification of a hospital transfer was provided to 
Resident #72's resident representative and 
ombudsman upon a hospital transfer on 6/15/18 
and 7/1/18. 

Resident #72 was admitted to the facility on 
6/13/18 and most recently readmitted on 7 /5/18 
with the diagnoses of but not limited to 
gastrostomy (feeding tube), dysphagia, seizures, 
Parkinson's disease, dementia, hypothyroidism, 
rhabdomyolysis, acute kidney failure, and 
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hypoxemia. The most recent MOS (Minimum 
Data Set) was a 5-day assessment with an ARD 
(Assessment Reference Date) of 7/12/18. 
Resident #72 was coded as being severely 
cognitively impaired in ability to make daily life 
decisions. 

A review of the nurse's notes revealed one dated 
6/15/18 at 11:55 p.m., which documented, 
"Resident sent to (name of hospital) ER 
(emergency room) for eval (evaluation) after 
episode of seizure. Daughter was notified." 

Further review of the clinical record failed to 
reveal any evidence that the resident's 
representative and ombudsman were notified of 
the 6/15/18, transfer in writing. 

On 7/1/18, Resident #72 was sent to the hospital 
again. A nurse's note dated 7/1/18 documented, 
"G-tube [gastrostomy feeding tube*] clogged or 
possibly dislodged .... Called PA (physician's 
assistant) and informed her the G-tube is clogged 
and nurses not able to unclog the tube. Gave 
order to send pt (patient) to the (name of hospital) 
for eval (evaluation) of G-tube." 

A second nurse's note on 7/1/18 at 10:42 p.m., 
documented, "Resident send to ER to eval her 
G-tube for clogging at 1500 p.m., (3:00 p.m.), 
called her daughter (name of daughter) and left 
her voice mail to call back. Daughter has not 
returned call." 

Further review of the clinical record failed to 
reveal any evidence that the resident's 
representative and ombudsman were notified of 
the transfer in writing. 
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On 8/8/18 at 4:37 p.m., an interview was 
conducted with LPN (licensed practical nurse) #5. 
LPN #5 stated she calls residents' 
representatives when residents are transferred to 
the hospital but she does not provide written 
notification of the transfers to residents' 
representatives or the ombudsman. 

On 8/8/18 at 4:30 p.m., an interview was 
conducted with OSM (other staff member) #7 (the 
social worker). OSM #7 stated she does not 
notify residents' representatives or the 
ombudsman when residents are transferred to 
the hospital. 

On 8/8/18 at 5:16 p.m., an interview was 
conducted with OSM #9 (the director of 
admissions). OSM #9 stated she does not notify 
residents' representatives or the ombudsman 
when residents are transferred to the hospital. 

On 8/8/18 at 6:00 p.m., at the end of day meeting, 
the administrator (ASM #1 - Administrative Staff 
Member) was made aware of the findings. No 
further information was provided by the end of the 
survey. 

* This information was obtained from the 
following website: 
https://med Ii nepl us. gov/ency/article/002937. htm 
6. Resident #39 was transferred to the hospital on 
5/13/18. The facility staff failed to provide written 
notification of the facility initiated transfer to the 
resident's representative, and failed to send a 
copy of such notice to the ombudsman. 

Resident #39 was admitted to the facility on 
6/6/17. Resident #39's diagnoses included but 
were not limited to stroke, major depressive 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 61Y J11 

(X2) MULTIPLE CONSTRUCTION 

A. BUILDING _______ _ 

B. WING _________ _ 

STREET ADDRESS, CITY, STATE, ZIP CODE 

360 HOSPITAL DRIVE 

WARRENTON, VA 20186 

PRINTED: 10/02/2018 
FORM APPROVED 

0MB NO 0938-0391 
(X3) DATE SURVEY 

COMPLETED 

C 

08/09/2018 

ID 
PREFIX 

TAG 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

(XS) 
COMPLETION 

DATE 

F623 

Facility ID: VA0261 If continuation sheet Page 48 of 204 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 

CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER: 

495233 

NAME OF PROVIDER OR SUPPLIER 

FAUQUIER HEALTH REHABILITATION & NURSING CENTER 

(X4) ID 
PREFIX 

TAG 

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

F 623 Continued From page 48 

disorder and altered mental status. Resident 
#39's most recent MOS (minimum data set), a 
quarterly assessment with an ARD (assessment 
reference date) of 6/19/18, coded the resident as 
being cognitively intact. 

Review of Resident #39's clinical record revealed 
a nurse's note dated 5/13/18 that documented, 
"Resident was sent to ER (emergency room) due 
to slurred speech. Resident AOx1 (alert and 
oriented times one), c/o (complained of) 
headache but temperature is normal 96.8. BP 
(Blood pressure): 124/56, 82 (pulse), 18 
(respirations), 96.8 (temperature), 96% RA 
(oxygen saturation level on room air). Resident 
continue nero (neurological) check r/t (related to) 
post fall. Notify DON (director of nursing), MD 
(medical doctor) and RP (responsible party)." 

Further review of Resident #39's clinical record 
failed to reveal written notification of the transfer 
was provided to the resident's representative, or 
the ombudsman. 

On 8/8/18 at 4:37 p.m., an interview was 
conducted with LPN (licensed practical nurse) #5. 
LPN #5 stated she calls residents' 
representatives when residents are transferred to 
the hospital but she does not provide written 
notification of the transfers to residents' 
representatives or the ombudsman. 

On 8/8/18 at 4:30 p.m., an interview was 
conducted with OSM (other staff member) #7 (the 
social worker). OSM #7 stated she does not 
notify residents' representatives or the 
ombudsman when residents are transferred to 
the hospital. 
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On 8/8/18 at 5:16 p.m., an interview was 
conducted with OSM #9 (the director of 
admissions). OSM #9 stated she does not notify 
residents' representatives or the ombudsman 
when residents are transferred to the hospital. 

On 8/8/18 at 6:13 p.m., ASM (administrative staff 
member) #1 (the administrator) and ASM #2 (the 
director of nursing) were made aware of the 
above concern. 

No further information was presented prior to exit. 

7. The facility staff failed to provide written 
notification to the ombudsman, the resident and 
responsible party (RP) of a facility initiated 
transfer to the hospital on 06/26/18 for Resident# 
81. 

Resident# 81 was admitted to the facility on 
05/20/18 with a readmission on 06/27 /18 with 
diagnoses that included but were not limited to 
hypertension (1 ), hemiplegia, (2), diabetes 
mellitus (3), and atrial fibrillation (4). 

Resident# 81 's most recent MOS (minimum data 
set), a quarterly assessment with an ARD 
(assessment reference date) of 07 /16/18, coded 
Resident# 81 as scoring a (01) one on the brief 
interview for mental status (SIMS) of a score of 0 
- 15, (1) one - being severely impaired of 
cognition for making daily decisions. 

The nurse's "Progress Notes" for Resident# 81 
dated 06/26/18 documented, "14:54 (2:54 p.m.) 
SBAR (Situation, Background Assessment 
Recommendation) Change in status note. 
AssessmenUAppearance: Patient nonverbal. Only 
(Sic.) opens eyes in response to sternal rub. Skin 
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warm to touch, moist. Facial color grey/ashen. 
Recommendations/Request: NP (nurse 
practitioner) notified, ordered to send patient to 
ED (emergency department) for eval 
(evaluation)." 

Review of Resident# 81 's clinical record failed to 
evidence written notification to the ombudsman, 
Resident# 81 and Resident# 81's responsible 
party. 

On 8/8/18 at 4:37 p.m., an interview was 
conducted with LPN (licensed practical nurse) #5. 
LPN #5 stated she calls residents' 
representatives when residents are transferred to 
the hospital but she does not provide written 
notification of the transfers to resident's 
representatives or the ombudsman. 

On 8/8/18 at 4:30 p.m., an interview was 
conducted with OSM ( other staff member) #7 (the 
social worker). OSM #7 stated she does not 
notify resident's representatives or the 
ombudsman when residents are transferred to 
the hospital. 

On 8/8/18 at 5:16 p.m., an interview was 
conducted with OSM #9 (the director of 
admissions). OSM #9 stated she does not notify 
resident's representatives or the ombudsman 
when residents are transferred to the hospital. 

On 08/09/18 at approximately 12:35 p.m., ASM 
(administrative staff member)# 1, the 
administrator and ASM # 2, director of nursing 
were made aware of the findings. 

No further information was provided prior to exit. 
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References: 
(1) High blood pressure. This information was 
obtained from the website: 
https://www.nlm.nih.gov/medlineplus/highbloodpr 
essure.html. 

(2) Also called: Hemiplegia, Palsy, Paraplegia, 
Quadriplegia. Paralysis is the loss of muscle 
function in part of your body. It happens when 
something goes wrong with the way messages 
pass between your brain and muscles. Paralysis 
can be complete or partial. It can occur on one or 
both sides of your body. It can also occur in just 
one area, or it can be widespread. This 
information was obtained from the website: 
https://medlineplus.gov/paralysis.html. 

(3) A chronic disease in which the body cannot 
regulate the amount of sugar in the blood. This 
information was obtained from the website: 
https://www.nlm.nih.gov/medlineplus/ency/article/ 
001214.htm. 

( 4) A problem with the speed or rhythm of the 
heartbeat. This information was obtained from 
the website: 
https://www. n Im. n i h. gov/med Ii nepl us/atria lfibrillati 
on.html. 

8. The facility staff failed to provide written 
notification to the ombudsman, the resident and 
responsible party (RP) of a facility initiated 
transfer to the hospital on 07 /13/18 for Resident# 
36. 

Resident# 36 was admitted to the facility on 
04/06/15 with a readmission on 07 /15/18 with 
diagnoses that included but were not limited to 
hypertension (1 ), dementia, (2), anxiety (3), and 
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cerebrovascular disease (4). 

Resident# 36's most recent MOS (minimum data 
set), a quarterly assessment with an ARD 
(assessment reference date) of 06/12/18, coded 
Resident# 36 as scoring a (3) three on the brief 
interview for mental status (BIMS) of a score of 0 
- 15, (3) three - being severely impaired of 
cognition for making daily decisions. 

The nurse's "Progress Notes" for Resident# 81 
dated 07/13/18 documented, "12:20 p.m. SBAR 
(Situation, Background Assessment 
Recommendation) Change in status note. 
Assessment/Appearance: Resident assessed by 
this nurse, resident noted to be wheezing and her 
breathing is labored, lung sounds diminished x 
(times) all lobes. Resident has emesis (vomiting) 
x 1 (one), feeding held at this time ... 
Recommendations/Request: NP (nurse 
practitioner) notified, family notified and DON 
(director of nursing) notified, NP recommended 
resident be sent out to ER (emergency room)." 

Review of Resident# 36's clinical record failed to 
evidence written notification to the ombudsman, 
Resident# 36 and Resident# 36's responsible 
party. 

On 8/8/18 at 4:37 p.m., an interview was 
conducted with LPN (licensed practical nurse) #5. 
LPN #5 stated she calls residents' 
representatives when residents are transferred to 
the hospital but she does not provide written 
notification of the transfers to resident's 
representatives or the ombudsman. 

On 8/8/18 at 4:30 p.m., an interview was 
conducted with OSM (other staff member) #7 (the 
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social worker). OSM #7 stated she does not 
notify resident's representatives or the 
ombudsman when residents are transferred to 
the hospital. 

On 8/8/18 at 5:16 p.m., an interview was 
conducted with OSM #9 (the director of 
admissions). OSM #9 stated she does not notify 
resident's representatives or the ombudsman 
when residents are transferred to the hospital. 

On 08/09/18 at approximately 12:35 p.m., ASM 
(administrative staff member)# 1, the 
administrator and ASM # 2, director of nursing 
were made aware of the findings. 

No further information was provided prior to exit. 

References: 
(1) High blood pressure. This information was 
obtained from the website: 
https://www.nlm.nih.gov/medlineplus/highbloodpr 
essure.html. 

(2) A loss of brain function that occurs with certain 
diseases. It affects memory, thinking, language, 
judgment, and behavior. This information was 
obtained from the website: 
https://medlineplus.gov/ency/article/000739.htm. 

(3) Fear. This information was obtained from the 
website: 
https://www.nlm.nih.gov/medlineplus/anxiety.html 
#summary. 

(4) A stroke. When blood flow to a part of the 
brain stops. A stroke is sometimes called a "brain 
attack." If blood flow is cut off for longer than a 
few seconds, the brain cannot get nutrients and 
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oxygen. Brain cells can die, causing lasting 
damage. This information was obtained from the 
website: 
https://medlineplus.gov/ency/article/000726.htm. 

F 625 Notice of Bed Hold Policy Before/Upon Trnsfr 
SS=E CFR(s): 483.15(d)(1)(2) 

§483.15( d) Notice of bed-hold 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-hold 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 
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 and clinical record 
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review, and facility document review, it was 
determined that the facility staff failed to evidence 
that a written bed hold notification was provided 
upon a hospital transfer for seven of 37 residents 
in the survey sample, Resident #16, 91, 48, 26, 
72, 81, and 36. 

1. The facility staff failed to provide Resident 
#16's responsible representative written 
notification of the bed hold policy when the 
resident was transferred to the hospital on 
7/21/18. 

2. The facility staff failed to evidence 
documentation that a copy of the bed hold policy 
was provided to the resident and/or resident 
representative upon a transfer to the hospital on 
5/29/18 for Resident #91. 

3. The facility staff failed to evidence 
documentation that a copy of the bed hold policy 
was provided to the resident and/or resident 
representative upon a transfer to the hospital on 
7/11/18 for Resident#48. 

4. The facility staff failed to evidence that a 
written bed hold notice was provided to Resident 
#26 or the resident representative upon transfer 
to the hospital on 5/2/18. 

5. The facility staff failed to evidence that a 
written bed hold notice was provided to Resident 
#72 or the resident representative upon transfer 
to the hospital on 6/15/18 and 7/1/18. 

6. The facility staff failed to provide Resident # 81 
or the resident's representative written notification 
of the bed hold policy when the resident was 
transferred to the hospital on 06/26/18. 
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with the statement of deficiencies. The 
plan of correction is prepared and/or 
executed because it is required by 
provision of Federal and State regulations. 

Unable to correct failure to provide written 
notification of bed hold policy for residents 
#16, #91, #48, #26, #72, #81 and #36. 

All residents that transfer out of the facility 
to a hospital or for therapeutic leave have 
the potential to be affected. 

Bed hold policy will be revised to meet 
requirements and clarify roles/ 
responsibilities of facility staff. 
Admissions, social services and nursing 
staff will be educated on the policy. 
Nursing will provide bed hold agreement 
to resident or responsible party at time of 
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Social Services or designee will follow up 
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leave, for documentation of bed hold and 
provision of written notice weekly x4 
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monthly x3 to ensure the facility meets 
regulatory requirements for bed hold 
notifications. Results of audits will be 
reviewed for patterns and/or trends and 
reported at QAPI monthly for three 
months then quarterly thereafter. 
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7. The facility staff failed to provide Resident# 
36 or the resident's representative written 
notification of the bed hold policy when the 
resident was transferred to the hospital on 
07/13/18. 

The findings include: 

1. The facility staff failed to provide Resident 
#16's responsible representative written 
notification of the bed hold policy when the 
resident was transferred to the hospital on 
7/21/18. 

Resident #16 was admitted to the facility on 
5/10/18, with a most recent readmission of 
7 /26/18, with diagnoses that included but were 
not limited to: altered mental status (confusion) 
(1 ), acute respiratory infection, ataxia (trouble 
coordinating movements), (2), high blood 
pressure, muscle weakness, diabetes, difficulty 
swallowing, a pressure ulcer of the sacrum (areas 
of damaged skin caused by staying in one 
position for too long.) (3), and hydrocephalus (a 
problem with the flow of the fluid that surrounds 
the brain. This fluid is called the cerebrospinal 
fluid, or CSF. The fluid surrounds the brain and 
spinal cord and helps cushion the brain. Too 
much CSF puts pressure on the brain. This 
pushes the brain up against the skull and 
damages brain tissue.) (4). 

The most recent MOS (minimum data set) 
assessment, a five day Medicare assessment, 
with an assessment reference date of 8/2/18, 
coded the resident as scoring a "4" on the SIMS 
(brief interview for mental status) score, indicating 
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he has severe cognitive impairment for daily 
decision making. 

The nurse's note dated 7/20/18 at 3:52 p.m. 
documented in part, "According to nurse's aids 
[sic], patient is not acting like himself. He has 
refused his meds (medications) a few times this 
week. He will not eat or get out of bed. Concern 
written to [medical doctor's name] regarding 
patient not wanting to eat or get out of bed. VS 
(vital signs): 122/88, 97.6, 94% (percent) on RA 
(room air), 19, 67. Awaiting response from MD 
(medical doctor)." 

The resident transfer form dated 7 /21 /18 at 2:24 
p.m. documented in part, "Reason for Transfer: 
Family concerned Pt (patient) is declining." The 
form failed to document if the bed hold policy was 
provided to the resident or resident representative 
at the time of transfer. 

On 8/8/18 at 5:16 p.m., an interview was 
conducted with OSM (other staff member) #9 (the 
director of admissions). OSM #9 stated nurses 
are supposed to staple the bed hold notice to a 
transfer form that is sent with residents to the 
hospital and the hospital staff are supposed to 
provide the bed hold notice to residents' families. 
OSM #9 stated if residents' stay in the hospital is 
more than 24 hours then she calls the residents' 
families to see if they want a bed hold. OSM #9 
stated she emails the management team with the 
families' decision. 

ASM (administrative staff member) #1, the 
administrator, and ASM #2, the director of 
nursing, were made aware of the above findings 
on 8/8/18 at 6:00 p.m. 
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No further information was provided by 
completion of the survey. 

A review of the facility's "Bed Hold Policy", failed 
to evidence that the resident and/or responsible 
party are notified in writing of the bed hold policy 
upon transfer to a facility. 

No further information was provided prior to exit. 

1) This information was obtained from the 
National Institutes of Health at 
https: //med Ii nepl us. gov/ency/article/003205. htm 

2) This information was obtained from the 
National Institutes of Health at 
https://medlineplus.gov/friedreichsataxia.html 

3) This information was obtained from the 
National Institutes of Health at 
https://medlineplus.gov/pressuresores.html 

4) This information was obtained from the 
National Institutes of Health at 
https://medlineplus.gov/ency/article/001571. htm 

2. The facility staff failed to evidence 
documentation that a copy of the bed hold policy 
was provided to the resident and/or resident 
representative upon a transfer to the hospital on 
5/29/18 for Resident #91. 

Resident #91 was admitted to the facility on 
4/20/18 with diagnoses that included but were not 
limited to: fever, Parkinson's disease, (a slowly 
progressive neurological disorder characterized 
by resting tremor, shuffling gait, stooped posture, 
rolling motions of the fingers, drooling and muscle 
weakness, sometimes with emotional instability) 
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(1 ), dementia, high blood pressure, diabetes, 
anxiety and gastroesophageal reflux disease 
(backflow of the contents of the stomach into the 
esophagus, usually caused by malfunction of the 
sphincter muscle between the two organs; 
symptoms include burning pain in the esophagus, 
commonly k'nown as heartburn) (2). 

The most recent MOS (minimum data set) 
assessment, an admission assessment, with an 
assessment reference date of 4/30/18, coded the 
resident as scoring as being unable to complete 
the questions, so the resident was coded as 
having both short and long-term memory 
difficulties and being moderately impaired to 
make daily cognitive decisions. 

The nurse's note dated, 5/29/18 at 12:44 p.m. 
documented in part, "Patient unresponsive to 
sternal rub, no output from Foley since 0700 
(7:00 a.m.) per primary nurse; vitals 99.4 
(temperature) axillary, BP (blood pressure) 83/53, 
HR (heart rate) 64, SaO2 (oxygen saturation) 
91% on room air, resp (respirations) 18, BS 
(blood sugar) 140. Primary nurse states patient 
was last seen at baseline mentation at 0300 (3:00 
a.m.) when he was put to bed. MD (medical 
doctor) notified, order to send to ED (emergency 
department) for evaluation. EMS (emergency 
medical system) notified report to (name of nurse 
at ED). Patient transferred out of facility without 
incident. (Name of wife) at bedside and aware, to 
accompany husband to ED." 

The copy of the "Resident Transfer Form" dated 
5/29/18, documented in part, "Reason for 
transfer: AMS (altered mental status), 
hypotension (low blood pressure), no urinary 
output in 8 hours." There was no documentation 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:61YJ11 

(X2) MULTIPLE CONSTRUCTION 

A. BUILDING _______ _ 

B. WING _________ _ 

STREET ADDRESS, CITY, STATE, ZIP CODE 

360 HOSPITAL DRIVE 

WARRENTON, VA 20186 

PRINTED: 10/02/2018 
FORM APPROVED 

0MB NO 0938-0391 

(X3) DATE SURVEY 
COMPLETED 

C 

08/09/2018 

ID 
PREFIX 

TAG 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

(XS) 

COMPLETION 
DATE 

F 625 

Facility ID: VA0261 If continuation sheet Page 60 of 204 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 

CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER: 

495233 

NAME OF PROVIDER OR SUPPLIER 

FAUQUIER HEALTH REHABILITATION & NURSING CENTER 

(X4) ID 
PREFIX 

TAG 

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

F 625 Continued From page 60 

that a copy of the bed hold policy was provided to 
the resident and/or resident representative upon 
a transfer to the hospital on 5/29/18 for Resident 
#91. 

There was no documentation in the clinical record 
evidencing the bed hold policy was provided to 
the resident and/or resident representative upon 
a transfer to the hospital on 5/29/18 for Resident 
#91. 

On 8/8/18 at 5:16 p.m., an interview was 
conducted with OSM (other staff member) #9 (the 
director of admissions). OSM #9 stated nurses 
are supposed to staple the bed hold notice to a 
transfer form that is sent with residents to the 
hospital and the hospital staff are supposed to 
provide the bed hold notice to residents' families. 
OSM #9 stated if residents' stay in the hospital is 
more than 24 hours then she calls the residents' 
families to see if they want a bed hold. OSM #9 
stated she emails the management team with the 
families' decision. 

The administrator (administrative staff member -
ASM #1) and ASM #2, the director of nursing, 
were made aware of the above concern on 8/9/18 
at 12:32 p.m. 

No further information was provided prior to exit. 

(1) Barron's Dictionary of Medical Terms for the 
Non-Medical Reader, 5th edition, Rothenberg and 
Chapman, page 437. 
(2) Barron's Dictionary of Medical Terms for the 
Non-Medical Reader, 5th edition, Rothenberg and 
Chapman, page 243. 
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3. The facility staff failed to evidence 
documentation that a copy of the bed hold policy 
was provided to the resident and/or resident 
representative upon a transfer to the hospital on 
7 /11 /18 for Resident #48. 

Resident #48 was admitted to the facility on 
6/13/18 with diagnoses that included but were not 
limited to; hypothermia, urinary tract infection, 
heart failure, fractures of the left humerus (arm) 
and left femur (hip) and atrial fibrillation (a 
condition characterized by rapid and random 
contraction of the atria of the heart causing 
irregular beats of the ventricles and resulting in 
decreased heart output and frequently clot 
formation in the atria) (1 ). 

The most recent MOS (minimum data set) 
assessment, a Medicare 14 day assessment, 
with an assessment reference date of 6/27 /18, 
coded the resident as scoring a "15" on the BIMS 
(brief interview for mental status) score, indicating 
she was capable of making daily cognitive 
decisions. 

The nurse's note dated, 7/10/18 at 11:59 p.m. 
documented in part, "Temperature 92.9, 02 
(oxygen) saturation 94%, breath sounds: mild 
expiratory wheeze. Bowel sounds active: reports 
she had a BM (bowel movement) this morning. 
1-2 pitting edema of BLE (bilateral lower 
extremities). Daughter reports she has developed 
a dry cough. She had felt nauseated earlier in the 
day. MD (medical doctor) notified of low 
temperature. At 2345 (11 :45 p.m.) patient c/o 
(complained of), 'I can't breathe.' and suspected 
she had swallowed a toothpick. Daughter was 
contacted and said she had thrown out the 
toothpick when the patient was brushing her 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:61Y J11 

(X2) MULTIPLE CONSTRUCTION 

A. BUILDING _______ _ 

B. WING _________ _ 

STREET ADDRESS, CITY, STATE, ZIP CODE 

360 HOSPITAL DRIVE 

WARRENTON, VA 20186 

PRINTED: 10/02/2018 
FORM APPROVED 

0MB NO. 0938-0391 

(X3) DATE SURVEY 
COMPLETED 

C 

08/09/2018 

ID 
PREFIX 

TAG 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

(XS) 
COMPLETION 

DATE 

F 625 

Facility ID: VA0261 If continuation sheet Page 62 of 204 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 

CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER: 

495233 

NAME OF PROVIDER OR SUPPLIER 

FAUQUIER HEALTH REHABILITATION & NURSING CENTER 

(X4) ID 
PREFIX 

TAG 

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

F 625 Continued From page 62 

teeth, and then CNA (certified nursing assistant) 
then placed the C-Pap mask on the patient 
without the toothpick in her mouth. However, the 
patient requested to be sent to the ER 
(emergency room). Patient was in no apparent 
distress, repositioned, her mouth was inspected 
with no excoriation, or foreign objects seen. 
Breathing was even at a rate of 16 and not 
labored. 02 (oxygen) saturation 94% on room 
air, pulse 52. Family informed, 911 (emergency 
services) contacted, report given to ED 
(emergency department), message left for MD 
and DON (director of nursing)." 

The nurse's note dated, 7/11/18 at 12:45 a.m. 
documented "EMS (emergency management 
services) arrived at 0015 (12: 15 a.m.) putting 
patient on gurney and transporting her to (name 
of hospital) Hospital ED. Daughter in parking lot 
to accompany her mother." 

There was no documentation in the clinical record 
evidencing the bed hold policy was provided to 
the resident and/or resident representative upon 
a transfer to the hospital on 7/11/18 for Resident 
#48. 

On 8/8/18 at 5:16 p.m., an interview was 
conducted with OSM (other staff member) #9 (the 
director of admissions). OSM #9 stated nurses 
are supposed to staple the bed hold notice to a 
transfer form that is sent with residents to the 
hospital and the hospital staff are supposed to 
provide the bed hold notice to residents' families. 
OSM #9 stated if residents' stay in the hospital is 
more than 24 hours then she calls the residents' 
families to see if they want a bed hold. OSM #9 
stated she emails the management team with the 
families' decision. 

FORM CMS-2567(02-99) Previous Versions Obsolete EventlD:61YJ11 

(X2) MULTIPLE CONSTRUCTION 

A. BUILDING _______ _ 

B. WING _________ _ 

STREET ADDRESS, CITY, STATE, ZIP CODE 

360 HOSPITAL DRIVE 

WARRENTON, VA 20186 

PRINTED: 10/02/2018 
FORM APPROVED 

0MB NO 0938-0391 

(X3) DATE SURVEY 
COMPLETED 

C 

08/09/2018 

ID 
PREFIX 

TAG 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

(X5) 

COMPLETION 
DATE 

F 625 

Facility ID: VA0261 If continuation sheet Page 63 of 204 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 

CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER: 

495233 

NAME OF PROVIDER OR SUPPLIER 

FAUQUIER HEALTH REHABILITATION & NURSING CENTER 

(X4)ID 
PREFIX 

TAG 

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

F 625 Continued From page 63 

The "Resident Transfer Form" for Resident #48 
dated for 7/11/18 was requested and was not 
received by the time of exit. 

The administrator (administrative staff member -
ASM #1) and ASM #2, the director of nursing, 
were made aware of the above concern on 8/9/18 
at 12:32 p.m. 

No further information was provided prior to exit. 

(1) Barron's Dictionary of Medical Terms for the 
Non-Medical Reader, 5th edition, Rothenberg and 
Chapman, page 55. 
4. The facility staff failed to evidence that a 
written bed hold notice was provided to Resident 
#26 or the resident representative upon transfer 
to the hospital on 5/2/18. 

Resident #26 was admitted to the facility on 
5/1/18 with the diagnoses of but not limited to 
toxic encephalopathy, acute and chronic 
respiratory failure, chronic obstructive pulmonary 
disease, paranoid schizophrenia, atrial fibrillation, 
pulmonary embolism, diabetes, high blood 
pressure, and asthma. The most recent MOS 
(Minimum Data Set) was an admission 
assessment with an ARD (Assessment 
Reference Date) of 5/31/18. The resident was 
coded as as being cognitively intact in ability to 
make daily life decisions. The resident was 
coded as requiring total care for bathing; 
extensive care for hygiene, toileting, dressing and 
transfers; supervision for eating; and was 
incontinent of bowel and bladder. 

A review of the clinical record revealed a 
physician's note dated 5/2/18 which documented, 
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" .... drowsy .... lethargic .... confused .... Assessment 
and Plan: .... 5. AMS (altered mental 
status)/lethargy, needs ABG (arterial blood gas 
{1}) will send to ER (emergency room) .... " 

Further review of the clinical record revealed a 
"Resident Transfer Form" dated 5/2/18. The form 
was not completely filled in. The section for 
whether the bed hold policy was given (mark yes 
or no) was not completed. 

Further review of the clinical record also failed to 
evidence anywhere else that a bed hold 
notification was provided. 

On 8/8/18 at 5:16 p.m., an interview was 
conducted with OSM (other staff member) #9 (the 
director of admissions). OSM #9 stated nurses 
are supposed to staple the bed hold notice to a 
transfer form that is sent with residents to the 
hospital and the hospital staff are supposed to 
provide the bed hold notice to residents' families. 
OSM #9 stated if residents' stay in the hospital is 
more than 24 hours then she calls the residents' 
families to see if they want a bed hold. OSM #9 
stated she emails the management team with the 
families' decision. 

On 8/8/18 at 6:00 PM at the end of day meeting, 
the administrator (ASM #1 - Administrative Staff 
Member) was made aware of the findings. No 
further information was provided by the end of the 
survey. 

{1} ABG - Blood gases are a measurement of 
how much oxygen and carbon dioxide are in your 
blood. They also determine the acidity (pH) of 
your blood. 
Information obtained from 
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https://medlineplus.gov/ency/article/003855.htm 

5. The facility staff failed to evidence that a 
written bed hold notice was provided to Resident 
#72 or the resident representative upon transfer 
to the hospital on 6/15/18 and 7/1/18. 

Resident #72 was admitted to the facility on 
6/13/18 and most recently readmitted on 7 /5/18 
with the diagnoses of but not limited to 
gastrostomy (feeding tube), dysphagia, seizures, 
Parkinson's disease, dementia, hypothyroidism, 
rhabdomyolysis, acute kidney failure, and 
hypoxemia. The most recent MOS (Minimum 
Data Set) was a 5-day assessment with an ARD 
(Assessment Reference Date) of 7/12/18. The 
resident was coded as being severely cognitively 
impaired in ability to make daily life decisions. 
The resident was coded as requiring total care for 
bathing, transfers, and eating; extensive 
assistance for toileting and dressing; and was 
incontinent of bowel and bladder. 

A review of the nurse's notes revealed one dated 
6/15/18 at 11:55 PM which documented, 
"Resident sent to (name of hospital) ER 
(emergency room) for eval (evaluation) after 
episode of seizure. Daughter was notified." 

Further review of the clinical record also failed to 
any evidence that a bed hold notice was 
provided. 

On 7 /1 /18, Resident #72 was sent to the hospital 
again. A nurse's note dated 7/1/18 documented, 
"G-tube [gastrostomy feeding tube*] clogged or 
possibly dislodged .... Called PA (physician's 
assistant) and informed her the G-tube is clogged 
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and nurses not able to unclog the tube. Gave 
order to send pt (patient) to the (name of hospital) 
for eval (evaluation) of G-tube." 

A "Resident Transfer Form" was completed for 
this hospitalization (but not for the 6/15/18 
hospitalization). This form was not completely 
filled in. The section for whether the bed hold 
policy was given (mark yes or no) was not 
completed. 

Further review of the clinical record also failed to 
evidence anywhere else that a bed hold notice 
was provided. 

On 8/8/18 at 5:16 p.m., an interview was 
conducted with OSM (other staff member) #9 (the 
director of admissions). OSM #9 stated nurses 
are supposed to staple the bed hold notice to a 
transfer form that is sent with residents to the 
hospital and the hospital staff are supposed to 
provide the bed hold notice to residents' families. 
OSM #9 stated if residents' stay in the hospital is 
more than 24 hours then she calls the residents' 
families to see if they want a bed hold. OSM #9 
stated she emails the management team with the 
families' decision. 

On 8/8/18 at 6:00 PM at the end of day meeting, 
the administrator (ASM #1 - Administrative Staff 
Member) was made aware of the findings. No 
further information was provided by the end of the 
survey. 
6. The facility staff failed to provide Resident # 81 
or the resident's representative written notification 
of the bed hold policy when the resident was 
transferred to the hospital on 06/26/18. 

Resident# 81 was admitted to the facility on 
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05/20/18 with a readmission on 06/27 /18 with 
diagnoses that included but were not limited to 
hypertension (1 ), hemiplegia, (2), diabetes 
mellitus (3), and atrial fibrillation (4). 

Resident# 81 's most recent MOS (minimum data 
set), a quarterly assessment with an ARD 
(assessment reference date) of 07/16/18, coded 
Resident # 81 as scoring a (01) one on the brief 
interview for mental status (BIMS) of a score of 0 
- 15, (1) one - being severely impaired of 
cognition for making daily decisions. 

The nurse's "Progress Notes" for Resident# 81 
dated 06/26/18 documented, "14:54 (2:54 p.m.) 
SBAR (Situation, Background Assessment 
Recommendation) Change in status note. 
Assessment/Appearance: Patient nonverbal . 
only (Sic.) opens eyes in response to sternal rub. 
Skin warm to touch, moist. Facial color 
grey/ashen. Recommendations/Request: NP 
(nurse practitioner) notified, ordered to send 
patient to ED (emergency department) for eval 
(evaluation)." 

Review of Resident# 81 's clinical record failed to 
evidence documentation of written notification the 
bed hold policy was provided to Resident# 81 or 
the resident's representative on 06/26/18. 

On 8/8/18 at 5:16 p.m., an interview was 
conducted with OSM (other staff member)# 9, 
director of admissions. OSM # 9 stated nurses 
are supposed to staple the bed hold notice to a 
transfer form that is sent with residents to the 
hospital and the hospital staff are supposed to 
provide the bed hold notice to residents' families. 
OSM # 9 stated if resident's stay in the hospital is 
more than 24 hours then she calls the residents' 
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families to see if they want a bed hold. OSM # 9 
stated she emails the management team with the 
families' decision. When asked if there was 
evidence of a bed hold policy provided for 
Resident# 81 or their responsible party OSM # 9 
stated no. 

On 08/09/18 at approximately 12:35 p.m., ASM 
(administrative staff member)# 1, the 
administrator and ASM # 2, director of nursing 
were made aware of the findings. 

No further information was provided prior to exit. 

References: 
(1) High blood pressure. This information was 
obtained from the website: 
https://www.nlm.nih.gov/medlineplus/highbloodpr 
essure.html. 

(2) Also called: Hemiplegia, Palsy, Paraplegia, 
Quadriplegia. Paralysis is the loss of muscle 
function in part of your body. It happens when 
something goes wrong with the way messages 
pass between your brain and muscles. Paralysis 
can be complete or partial. It can occur on one or 
both sides of your body. It can also occur in just 
one area, or it can be widespread. This 
information was obtained from the website: 
https:1/medlineplus.gov/paralysis.html. 

(3) A chronic disease in which the body cannot 
regulate the amount of sugar in the blood. This 
information was obtained from the website: 
https://www. n Im. n i h. gov/medli neplus/ency /article/ 
001214.htm. 

(4) Aproblem with the speed or rhythm of the 
heartbeat. This information was obtained from 
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the website: 
https://www.nlm.nih.gov/medlineplus/atrialfibrillati 
on.html. 

7. The facility staff failed to provide Resident# 
36 or the resident's representative written 
notification of the bed hold policy when the 
resident was transferred to the hospital on 
07/13/18. 

Resident# 36 was admitted to the facility on 
04/06/15 with a readmission on 07 /15/18 with 
diagnoses that included but were not limited to 
hypertension (1 ), dementia, (2), anxiety (3), and 
cerebrovascular disease (4). 

Resident# 36's most recent MOS (minimum data 
set), a quarterly assessment with an ARD 
( assessment reference date) of 06/12/18, coded 
Resident# 36 as scoring a (3) three on the brief 
interview for mental status (BIMS) of a score of 0 
- 15, (3) three - being severely impaired of 
cognition for making daily decisions. Resident# 
36 was coded as requiring extensive assistance 
of two staff members for activities of daily living. 

The nurse's "Progress Notes" for Resident# 81 
dated 07/13/18 documented, "12:20 p.m. SBAR 
(Situation, Background Assessment 
Recommendation) Change in status note. 
Assessment/Appearance: Resident assessed by 
this nurse, resident noted to be wheezing and her 
breathing is labored, lung sounds diminished x 
(times) all lobes. Resident has emesis (vomiting) 
x 1 (one), feeding held at this time ... 
Recommendations/Request: NP (nurse 
practitioner) notified, family notified and DON 
(director of nursing) notified, NP recommended 
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resident be sent out to ER (emergency room)." 

Review of Resident# 36's clinical record failed to 
evidence documentation of written notification of 
the bed hold policy for Resident# 36 on 06/26/18. 

On 8/8/18 at 5:16 p.m., an interview was 
conducted with OSM (other staff member)# 9, 
director of admissions. OSM # 9 stated nurses 
are supposed to staple the bed hold notice to a 
transfer form that is sent with residents to the 
hospital and the hospital staff are supposed to 
provide the bed hold notice to resident's families. 
OSM # 9 stated if residents' stay in the hospital is 
more than 24 hours then she calls the residents' 
families to see if they want a bed hold. OSM # 9 
stated she emails the management team with the 
families' decision. When asked if there was 
evidence of a bed hold policy provided for 
Resident # 36 or their responsible party OSM # 9 
stated no. 

On 08/09/18 at approximately 12:35 p.m., ASM 
(administrative staff member)# 1, the 
administrator and ASM # 2, director of nursing 
were made aware of the findings. 

No further information was provided prior to exit. 

References: 
(1) High blood pressure. This information was 
obtained from the website: 
https://www.nlm.nih.gov/medlineplus/highbloodpr 
essure.html. 

(2) A loss of brain function that occurs with certain 
diseases. It affects memory, thinking, language, 
judgment, and behavior. This information was 
obtained from the website: 
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https://medlineplus.gov/ency/article/000739.htm. 

(3) Fear. This information was obtained from the 
website: 
https://www.nlm.nih.gov/medlineplus/anxiety.html 
#summary. 

(4) A stroke. When blood flow to a part of the 
brain stops. A stroke is sometimes called a "brain 
attack." If blood flow is cut off for longer than a 
few seconds, the brain cannot get nutrients and 
oxygen. Brain cells can die, causing lasting 
damage. This information was obtained from the 
website: 
https://medli nepl us. gov/ency/arti cle/000726. htm. 

F 645 PASARR Screening for MD & ID 
SS=D CFR(s): 483.20(k)(1)-(3) 

§483.20(k) Preadmission Screening for 
individuals with a mental disorder and individuals 
with intellectual disability. 

§483.20(k)(1) A nursing facility must not admit, on 
or after January 1, 1989, any new residents with: 
(i) Mental disorder as defined in paragraph (k)(3) 
(i) of this section, unless the State mental health 
authority has determined, based on an 
independent physical and mental evaluation 
performed by a person or entity other than the 
State mental health authority, prior to admission, 
(A) That, because of the physical and mental 
condition of the individual, the individual requires 
the level of services provided by a nursing facility; 
and 
(B) If the individual requires such level of 
services, whether the individual requires 
specialized services; or 
(ii) Intellectual disability, as defined in paragraph 
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(k)(3)(ii) of this section, unless the State 
intellectual disability or developmental disability 
authority has determined prior to admission-
(A) That, because of the physical and mental 
condition of the individual, the individual requires 
the level of services provided by a nursing facility; 
and 
(B) If the individual requires such level of 
services, whether the individual requires 
specialized services for intellectual disability. 

§483.20(k)(2) Exceptions. For purposes of this 
section-
(i)The preadmission screening program under 
paragraph(k)(1) of this section need not provide 
for determinations in the case of the readmission 
to a nursing facility of an individual who, after 
being admitted to the nursing facility, was 
transferred for care in a hospital. 
(ii) The State may choose not to apply the 
preadmission screening program under 
paragraph (k)(1) of this section to the admission 
to a nursing facility of an individual-
(A) Who is admitted to the facility directly from a 
hospital after receiving acute inpatient care at the 
hospital, 
(B) Who requires nursing facility services for the 
condition for which the individual received care in 
the hospital, and 
(C) Whose attending physician has certified, 
before admission to the facility that the individual 
is likely to require less than 30 days of nursing 
facility services. 

§483.20(k)(3) Definition. For purposes of this 
section-
(i) An individual is considered to have a mental 
disorder if the individual has a serious mental 
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disorder defined in 483.102(b)(1 ). 
(ii) An individual is considered to have an 
intellectual disability if the individual has an 
intellectual disability as defined in §483.102(b)(3) 
or is a person with a related condition as 
described in 435.1010 of this chapter. 
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 a level I PASARR (Preadmission 
Screening and Resident Review) was complete 
for one of 37 residents in the survey sample, 
Resident #39. 

The facility staff failed to ensure Resident #39's 
PASARR was completed to ensure the resident 
was evaluated and receiving care and services in 
the most integrated setting appropriate for the 
resident's needs. 

The findings include: 

Resident #39 was admitted to the facility on 
6/6/17. Resident#39's diagnoses included but 
were not limited to stroke, major depressive 
disorder and bipolar disorder (1 ). Resident #39's 
most recent MDS (minimum data set), a quarterly 
assessment with an ARD (assessment reference 
date) of 6/19/18, coded the resident as being 
cognitively intact. 

Review of Resident #39's clinical record failed to 
reveal the resident's PASARR. 

On 8/8/18 at 2:55 p.m., ASM (administrative staff 
member) #1 (the administrator) stated she could 
not provide evidence that Resident #39's 
PASARR was completed. 
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Preparation and/or execution of this plan 
of correction does not constitute 
admission or agreement by the provider 
with the statement of deficiencies. The 
plan of correction is prepared and/or 
executed because it is required by 
provision of Federal and State regulations. 

MDS Coordinator will complete a 
PASARR on the Resident #39 by 9/5/18. 

All residents admitted to the facility have 
the potential to be affected. 

Admissions will ensure every resident has 
a PASARR prior to being admitted. The 
records of all current residents will be 
reviewed and a PASARR will be 
completed for any resident not having 
one. 

Medical Records will monitor to ensure 
there is a PASARR on every new 
admission when scanning admission 
documentation into the medical record. 
Any records found not to contain a 
PASARR will be reported to the MDS 
Coordinator for completion. Results of 
audits will be reviewed for patterns and/or 
trends and reported at QAPI monthly for 
three months then quarterly thereafter. 
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On 8/8/18 at 5:16 p.m., an interview was 
conducted with OSM ( other staff member) #9 (the 
director of admissions). OSM #9 stated she is 
supposed to ask for a patient's PASARR prior to 
the patient being admitted from the hospital or 
another health setting. OSM #9 stated she scans 
the PASARR into the computer system once she 
receives it. OSM #9 stated Resident #39 came 
from another long-term care facility and the 
resident's PASARR was not obtained. When 
asked if a PASARR should have been obtained 
although Resident #39 transferred from another 
long-term care facility, OSM #9 confirmed it 
should have. 

On 8/8/18 at 6:13 p.m., ASM #1 andASM #2 (the 
director of nursing) were made aware of the 
above concern. 

On 8/9/18 at 5:05 p.m., ASM #1 stated the facility 
did not have a policy regarding PASARRs. 

No further information was presented prior to exit. 

(1) "Bipolar disorder is a serious mental illness. 
People who have it go through unusual mood 
changes. They go from very happy, "up," and 
active to very sad and hopeless, "down," and 
inactive, and then back again. They often have 
normal moods in between ... " This information 
was obtained from the website: 
https://vsearch.nlm.nih.gov/vivisimo/cgi-bin/query-
meta?v%3Aproject=medlineplus&v%3Asources= 
medlineplus-bundle&query=bipolar 

F 655 Baseline Care Plan 

SS=D CFR(s): 483.21 (a)(1 )-(3) 
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§483.21 Comprehensive Person-Centered Care 
Planning 
§483.21(a) Baseline Care Plans 
§483.21(a)(1) The facility must develop and 
implement a baseline care plan for each resident 
that includes the instructions needed to provide 
effective and person-centered care of the resident 
that meet professional standards of quality care. 
The baseline care plan must-
(i) Be developed within 48 hours of a resident's 
admission. 
(ii) Include the minimum healthcare information 
necessary to properly care for a resident 
including, but not limited to-
(A) Initial goals based on admission orders. 
(B) Physician orders. 
(C) Dietary orders. 
(D) Therapy services. 
(E) Social services. 
(F) PASARR recommendation, if applicable. 

§483.21(a)(2) The facility may develop a 
comprehensive care plan in place of the baseline 
care plan if the comprehensive care plan-
(i) Is developed within 48 hours of the resident's 
admission. 
(ii) Meets the requirements set forth in paragraph 
(b) of this section (excepting paragraph (b)(2)(i) of 
this section). 

§483.21 (a)(3) The facility must provide the 
resident and their representative with a summary 
of the baseline care plan that includes but is not 
limited to: 
(i) The initial goals of the resident. 
(ii) A summary of the resident's medications and 
dietary instructions. 
(iii) Any services and treatments to be 
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administered by the facility and personnel acting 
on behalf of the facility. 
(iv) Any updated information based on the details 
of the comprehensive care plan, as necessary. 
This REQUIREMENT is not met as evidenced 
by: 
Based on staff interview, facility document review 

and clinical record review, it was determined the 
facility staff failed to develop a baseline care plan 
within 48 hours for one of 37 residents in the 
survey sample, Resident# 191. 

The facility staff failed to develop the baseline 
care plan to address Resident #191 's care needs 
within 48 hours. 

The findings include: 

Resident #191 was admitted to the facility on 
8/3/18 with diagnoses that included but were not 
limited to: diabetes, high blood pressure, anxiety 
and chronic kidney disease requiring 
hemodialysis (a procedure used in toxic 
conditions and renal [kidney] failure, in which 
wastes and impurities are removed from the 
blood by a special machine) (1). 

There was no MOS (minimum data set) 
assessment completed by the time of survey. The 
"Admission Screener" documented in part, the 
resident was alert and oriented. She was 
documented as requiring assistance of one staff 
member for most of her activities of daily living, 
except eating, in which she was independent. 

The baseline care plan documented the following 
areas and dates: 
The area for "General Information and Initial 
Goals," was documented as completed on 8/9/18, 
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Preparation and/or execution of this plan 
of correction does not constitute 
admission or agreement by the provider 
with the statement of deficiencies. The 
plan of correction is prepared and/or 
executed because it is required by 
provision of Federal and State regulations. 

Baseline care plan was completed for 
resident #191 on 8/8/18. 

All new residents admitted to the facility 
have the potential to be affected. 

Nursing staff will be educated on how to 
initiate the baseline care plan assessment 
and care plan. The IDT will review new 
admissions records during clinical 
meeting to ensure they have been 
initiated. Baseline care plan assessment 
and care plan for admissions who arrive 
late Friday, Saturday, Sunday and/or 
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business day. The IDT will complete 
baseline care plan assessment and care 
plan within 48 hours, with coordination by 
MOS Coordinator. 

The Administrator or designee will review 
100% new admissions records for 
baseline care plan completion weekly x 4 
weeks, then 50% x 2 weeks and then 
25% monthly for 3 months to ensure 
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five days after admission. The "Functional 
Status," was documented as completed on 
8/6/18, three days after admission. The "Health 
Conditions" section was documented as 
completed on 8/6/18. The "Dietary, Therapy and 
Social Services" section was documented as 
completed on 8/9/18, five days after admission. 

The baseline care plan for the focus area of 
"(Resident #191) has elected the have a code 
status of FULL CODE," was dated 8/6/18. The 
focus area for (Resident #191) needs 
hemodialysis r/t (related to) renal failure" was 
initiated on 8/6/18. The focus area of "Alteration 
in metabolism r/t diabetes) was developed on 
8/6/18. The focus area of "Potential for altered 
participation r/t new surroundings" was dated 
8/7/18. 

An interview was conducted with RN (registered 
nurse) #1, the unit manager, on 8/9/18 at 8:29 
a.m. When asked when the baseline care plan is 
initiated, RN #1 stated the baseline care plan 
must have the five criteria; code status, falls, 
pain, skin and AOL (activities of daily living) and 
must be started within the first 24 hours." RN #1 
was asked when the baseline care plan is given 
to the resident and/or resident representative, RN 
#1 stated, "Five days." 

An interview was conducted with other staff 
member (OSM) #7, the social worker, on 8/9/18 
at 2:33 p.m. When asked when the baseline care 
plan is developed, OSM # 7 stated, "It's opened in 
two days. I need a clarification on this. I did my 
part today." 

An interview was conducted with administrative 
staff member (ASM) #2, the director of nursing, 
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on 8/9/18 at 2:34 p.m. When asked when the 
baseline care plan is supposed to be developed, 
ASM #2 stated the baseline care plan should be 
started when they (the resident) is admitted to the 
facility. When asked what should be on the 
baseline care plan, ASM #2 stated, "The baseline 
care plan should have the ADLs, skin, pain, diet, 
general information, initial goals, health status, 
dietary and social services. Basically, it should be 
how to take care of the resident, how much they 
need and any health conditions, such as oxygen." 

An interview was conducted with RN #3, the MOS 
nurse. When asked when the baseline care plan 
is initiated, RN #3 stated the baseline care plan 
should be initiated the day the residents are 
admitted. RN #3 stated, "I open it up. From there 
I try to read the history and physical. I start to fill 
in the health conditions." When asked when the 
baseline care plan was opened for Resident 
#191, RN #3 stated, "I opened it up on 8/3/18." 
When asked when the care plan should be 
completed, RN #3 stated, "Hopefully by Monday." 
RN #3 reviewed the care plan and stated that it 
was not completed by the five day meeting." 

The administrator (administrative staff member -
ASM #1) and ASM #2, the director of nursing, 
were made aware of the above concern on 8/9/18 
at 12:32 p.m. 

No further information was provided prior to exit. 

(1) Barron's Dictionary of Medical Terms for the 
Non-Medical Reader, 5th edition, Rothenberg and 
Chapman, page 266. 

F 656 Develop/Implement Comprehensive Care Plan 
SS=E CFR(s): 483.21(b)(1) 
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§483.21(b) Comprehensive Care Plans 
§483.21 (b)(1) The facility must develop and 
implement a comprehensive person-centered 
care plan for each resident, consistent with the 
resident rights set forth at §483.1 0(c)(2) and 
§483.10(c)(3), that includes measurable 
objectives and timeframes to meet a resident's 
medical, nursing, and mental and psychosocial 
needs that are identified in the comprehensive 
assessment. The comprehensive care plan must 
describe the following -
(i) The services that are to be furnished to attain 
or maintain the resident's highest practicable 
physical, mental, and psychosocial well-being as 
required under §483.24, §483.25 or §483.40; and 
(ii) Any services that would otherwise be required 
under §483.24, §483.25 or §483.40 but are not 
provided due to the resident's exercise of rights 
under §483.10, including the right to refuse 
treatment under §483.1 0(c)(6). 
(iii) Any specialized services or specialized 
rehabilitative services the nursing facility will 
provide as a result of PASARR 
recommendations. If a facility disagrees with the 
findings of the PASARR, it must indicate its 
rationale in the resident's medical record. 
(iv)ln consultation with the resident and the 
resident's representative( s )-
(A) The resident's goals for admission and 
desired outcomes. 
(B) The resident's preference and potential for 
future discharge. Facilities must document 
whether the resident's desire to return to the 
community was assessed and any referrals to 
local contact agencies and/or other appropriate 
entities, for this purpose. 
(C) Discharge plans in the comprehensive care 
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plan, as appropriate, in accordance with the 
requirements set forth in paragraph ( c) of this 
section. 
This REQUIREMENT is not met as evidenced 
by: 
Based on 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 develop 
and/or implement the comprehensive care plan 
for nine of 37 residents in the survey sample; 
Residents #30, #16, #290, #49, #48, #7, #42, 
#27, and #39. 

1. The facility staff failed to implement and follow 
the comprehensive care plan for the care of 
Resident #30's Foley catheter. 

2. The facility staff failed to follow the 
comprehensive care plan for the treatment of a 
pressure ulcer for Resident #16. 

3. The facility staff failed to follow Resident # 
290's comprehensive care plan for the 
administration of oxygen. 

4a. The facility staff failed to follow Resident #49's 
comprehensive care plan for the administration of 
Carvedilol (1) on 05/01/18, 05/21/18, 05/25/18, 
06/30/18 and 07/12/18, 07/31/18 and 08/01/18. 

4b. The facility staff failed to follow Resident #49's 
comprehensive care plan to obtain vital signs, 
blood pressure, for the administration of 
Carvedilol on 06/24/18. 

5. a. The facility staff failed to develop a care plan 
for the use of oxygen for Resident #48. 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:61YJ11 

PRINTED: 10/02/2018 
FORM APPROVED 

0MB NO 0938-0391 

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED A. BUILDING _______ _ 

B. WING _________ _ 

ID 
PREFIX 

TAG 

STREET ADDRESS. CITY, STATE, ZIP CODE 

360 HOSPITAL DRIVE 

WARRENTON, VA 20186 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

F 656 

Preparation and/or execution of this plan 
of correction does not constitute 
admission or agreement by the provider 
with the statement of deficiencies. The 
plan of correction is prepared and/or 
executed because it is required by 
provision of Federal and State regulations. 

Corrected deficient practice for Resident 
#30. :s foley by covering the foley catheter 
with a privacy bag and placing the bag 
below level of bladder and off the floor as 
care planned on 8/8/18. 

Resident #16: unable to correct missing 
documentation on the TAR regarding 
pressure ulcer on 8/6/18 

Oxygen flow rate was adjusted per 
physicians order and care plan for 
Resident #290 on 8/8/18. 

Resident #49: unable to correct omissions 
for MAR documentation dated 5/1, 5/21, 
5/25, 6/24, 6/30, 7/12, 7/31 and 8/1. 

Care plan was revised for Resident #48 to 
include oxygen use on 8/8/18. 

Resident #7: unable to correct omission of 
blood pressure reading prior to 
administering blood pressure medication 
on 8/8/18. 
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6. The facility staff failed to implement Resident 
#7's comprehensive care plan for blood pressure 
medication administration per physician's order. 

7. The facility staff failed to implement Resident 
#42's comprehensive care plan for speech 
therapy recommendations. 

8. The facility staff failed to implement Resident 
#27's comprehensive care plan for podiatry 
services. 

9. The facility staff failed to implement Resident 
#39's comprehensive care plan for pain 
management. 

The findings include: 

1 . The facility staff failed to implement and follow 
the comprehensive care plan for the care of 
Resident #30's Foley catheter. 

Resident #30 was admitted to the facility on 
11/1/17 with the diagnoses of but not limited to 
end stage renal disease, chronic obstructive 
pulmonary disease, diabetes, stroke, high blood 
pressure, macular degeneration, and prostate 
cancer. The most recent MOS (Minimum Data 
Set) was a quarterly assessment with an ARD 
(Assessment Reference Date) of 5/14/18. The 
resident was coded as being moderately impaired 
in ability to make daily life decisions. The 
resident was coded as requiring total care for 
bathing; extensive care for transfers, dressing, 
toileting and hygiene; and was independent for 
eating. 
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Observed adherence of care plan 
interventions being implemented for 
Resident #42 on 8/8/18. Observation 
made during medication pass while giving 
resident fluids and residentis bed was 
elevated to 90 degrees per care plan and 
speech therapy recommendations. 

Resident #27s nails were trimmed on 
8/8/18 by the Director of Nursing. 

Resident #39: Unable to correct July and 
August MAR on pain medication 
administration and documentation of 
non-pharmacological interventions. 

All residents in the facility have the 
potential to be affected. 

Nursing staff will be educated on care 
plan process and requirement to 
implement care plan interventions. 

Nurse Manager or Designee will audit 
25% residents care plans for residents 
with foley catheters, pressure ulcers, 
oxygen use, podiatry consults, blood 
pressure medication and management, 
speech recommendations and pain 
management weekly x 4 weeks, then 10% 
monthly. Results of audits will be reviewed 
for patterns and/or trends and reported at 
QAPI monthly for three months and then 
quarterly thereafter. 
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A review of the clinical record revealed an order 
dated 5/8/18 for the use of a Foley catheter {1} 
related to prostate cancer with urinary retention. 

A review of the comprehensive care plan 
revealed one dated 5/9/18 for "Potential for 
infection r/t (related to) use of foley {sic} ... " This 
care plan included an intervention dated 5/9/18 
for "keep foley {sic} bag below level of bladder 
and off floor." 

On 8/07/18 at 3:27 p.m., an observation of 
Resident #30 revealed the Foley catheter bag 
lying flat on the floor under the edge of his bed 
and not hanging on the side of the bed. 

On 8/8/18 at 2:54 p.m., in an interview with LPN 
#4 (Licensed Practical Nurse), she stated the 
Foley catheter bag should not be lying on the 
floor. When asked if Resident #30's care plan 
was followed, if it documented to keep the Foley 
off the floor, but the Foley was lying directly on 
the floor, LPN #4 stated no. 

On 8/8/18 at 6:00 PM at the end of day meeting, 
the administrator (ASM #1 - Administrative Staff 
Member) was made aware of the findings. No 
further information was provided by the end of the 
survey. 
2. The facility staff failed to follow the 
comprehensive care plan for the treatment of a 
pressure ulcer for Resident #16. 

Resident #16 was admitted to the facility on 
5/10/18, with a most recent readmission of 
7 /26/18, with diagnoses that included but were 
not limited to: altered mental status (confusion) 
(1 ), acute respiratory infection, ataxia (trouble 
coordinating movements), (2), high blood 
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pressure, muscle weakness, diabetes, difficulty 
swallowing, a pressure ulcer of the sacrum (areas 
of damaged skin caused by staying in one 
position for too long.) (3), and hydrocephalus (a 
problem with the flow of the fluid that surrounds 
the brain. This fluid is called the cerebrospinal 
fluid, or CSF. The fluid surrounds the brain and 
spinal cord and helps cushion the brain. Too 
much CSF puts pressure on the brain. This 
pushes the brain up against the skull and 
damages brain tissue.) (4). 

The most recent MOS (minimum data set) 
assessment, a five day Medicare assessment, 
with an assessment reference date of 8/2/18, 
coded Resident #16 as scoring a "4" on the BIMS 
(brief interview for mental status) score, indicating 
he has severe cognitive impairment for daily 
decision making. The resident was coded as 
requiring extensive assistance of at least one or 
more staff members for bed mobility, transfers, 
locomotion on and off the unit, dressing, eating, 
toileting, and personal hygiene. In Section M -
Skin conditions, the resident was coded as 
having one or more unhealed pressure ulcers, 
which were not present in the prior assessment, 
during the look back period. 

A review of the comprehensive care plan dated 
5/15/18, with a most recent revision on 8/3/18, 
documented in part, "Focus: [Resident #16's 
name] has an US (unstageable) (pressure sores 
covered in dead skin that is yellow, tan, green, or 
brown. The dead skin makes it hard to tell how 
deep the sore is. This type of pressure sore is 
"unstageable.") (5) pressure ulcer." In the 
Interventions/Tasks section of this focus it is 
documented in part, "Administer treatments as 
ordered and monitor for effectiveness." 
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A review of Resident #16's clinical record 
documented the MD (medical doctor) order 
stating "Left buttock (unstageable) pressure ulcer, 
cleanse w/ NS (with normal saline), apply Santyl 
(an ointment that assists in the dissolving of dead 
wound tissue) (6) to wound bed and cover with 
foam dressing. Change daily, every day shift." 

The "Weekly Wound Notes" dated 8/1/18 at 3:12 
p.m., documented in part, "Left buttock: Wound 
bed 100% (percent) yellow slough, edges defined 
and intact. Left buttock (unstageable) pressure 
injury, cleanse w/NS, apply Santy! to wound bed 
and cover with foam dressing. Change daily." 

A review of TAR (treatment administration 
record), documented that the wound care, as 
ordered, was provided on 8/3/18, 8/4/18, 8/5/18, 
8/7 /18 and 8/8/18. The TAR did not have any 
check marks or initial for 8/6/18. 

An interview was conducted with LPN (licensed 
practical nurse) #1 on 8/9/18 at 9:05 a.m. When 
asked if wound care should be documented, LPN 
#1 stated, "Yes." The above TAR was shown to 
LPN #1, and she was asked about the blanks for 
wound care on 8/6/18. LPN #1 stated, "Either 
they (the nurse) forgot to document it or it was not 
done." LPN #1 was then asked to explain the 
purpose of a care plan. She stated that it 
documents the individual care needs for each 
resident. When asked if it was important to follow 
the care plan, LPN #1 stated, "Yes." 

An interview was conducted with RN (registered 
nurse) #1 on 8/09/18 and 9: 15 a.m. RN #1 
stated, "On admit a skin assessment is done. If 
there is a wound, the wound care protocol/policy 
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is put into place. Then when wound care doctor 
comes in [per RN #1, he comes in every 
Wednesday]. the wound is assessed and the 
wound care doctor sends in his notes which are 
scanned into the [resident's] medical record." 
The TAR was shown to RN #1. RN #1 was asked 
if the treatment was performed as ordered on 
8/6/18. Per RN #1, "If is not documented it was 
not done ... if the treatment cannot be done for 
some reason, the nurse should document in the 
nursing notes the reason it was not done. In 
addition, if it is not done, the nurse should contact 
the family and the doctor." RN #1 was asked if 
the treatment was not provided would that be 
considered not following the physician's order. 
RN #1 stated, "Yes, if the treatment is not done 
the nurse is not following the doctor's orders." 
When asked to describe the purpose of the care 
plan, RN #1 stated that the care plan provides 
individual resident needs and goals. When asked 
if the care plan should be followed, RN #1 stated, 
"Of course." 

ASM (administrative staff member) #1, the 
administrator, and ASM #2, the director of 
nursing, were made aware of the above findings 
on 8/9/18 at 12:32 p.m. 

A review of the facility's "Assessment and Care of 
PatienUResident through Care Plan" policy 
documented in part, "The goal if the assessment 
of residents function is to determine what kind of 
care is required to meet patienUresident initial 
needs, as well as the needs as they change in 
response to care." 

According to "Lippincott Manual of Nursing 
Practice", Seventh Edition: by Lippincott Williams 
& Wilkins, pg. 276 read: "The plan of nursing 
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care (patient care plan) is the written guide that 
directs the efforts of the nursing team as nurses 
work with patients to meet their health goals ... Is 
responsive to the individual characteristics and 
needs of the patient." 

No further information was provided prior to exit. 

1) This information was obtained from the 
National Institutes of Health at 
https://medlineplus.gov/ency/article/003205.htm 

2) This information was obtained from the 
National Institutes of Health at 
https://medlineplus.gov/friedreichsataxia.html 

3) This information was obtained from the 
National Institutes of Health at 
https://medlineplus.gov/pressuresores.html 

4) This information was obtained from the 
National Institutes of Health at 
https://medlineplus.gov/ency/article/001571. htm 

5) This information was obtained from the 
National Institutes of Health at 
https://medlineplus.gov/ency/patientinstructions/0 
00740.htm 

6) This information was obtained from the 
National Institutes of Health at 
https://www.ncbi.nlm.nih.gov/pubmed/19918145 
3. The facility staff failed to follow Resident # 
290's comprehensive care plan for the 
administration of oxygen. 
Resident# 290 was admitted to the facility on 
07 /19/18 with diagnoses that included but were 
not limited to Parkinson's disease (1), dementia 
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without behavioral disturbance, (2), heart failure, 
gastroesophageal reflux disease (3), and 
dysphagia (4). 

Resident# 290's most recent MOS (minimum 
data set), an admission assessment with an ARD 
( assessment reference date) of 07 /30/18, coded 
Resident# 290 as scoring a two on the brief 
interview for mental status (BIMS) of a score of 0 
- 15, two - being severely impaired of cognition 
for making daily decisions. Resident# 290 was 
coded as requiring extensive assistance of one 
staff member for activities of daily living. Under 
section "O. Special Treatment, Procedures and 
Programs" Resident# 290 was coded for "C. 
Oxygen therapy." 

On 08/07 /18 at approximately 11 :36 a.m., an 
observation of Resident # 290 revealed she was 
lying in her bed, receiving oxygen by nasal 
cannula connected to an oxygen concentrator. An 
observation of the oxygen flow meter on the 
oxygen concentrator revealed that it was set 
between two and two and a half liter per minute. 

On 08/08/18 at approximately 8:15 a.m., an 
observation of Resident # 290 revealed she was 
lying in her bed, receiving oxygen by nasal 
cannula connected to an oxygen concentrator. An 
observation of the oxygen flow meter on the 
oxygen concentrator revealed that it was set 
between two and two and a half liter per minute. 

On 08/09/18 at approximately 7:30 a.m., an 
observation of Resident# 290 revealed she was 
lying in her bed, receiving oxygen by nasal 
cannula connected to an oxygen concentrator. An 
observation of the oxygen flow meter on the 
oxygen concentrator revealed that it was set 
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between two and two and a half liter per minute. 

The physician's orders for Resident# 290 dated 
August 2018 documented, "Oxygen via (by) nasal 
cannula 2L (two liters per minute). Order Date: 
07/20/2018. Start Date: 07/20/2018." 

The eMAR (electronic medication administration 
record) dated August 2018 for Resident# 290 
documented, "Oxygen via (by) nasal cannula 2L 
(two liters per minute). Start Date: 07/20/2018." 
Further review of the eMAR documented 
Resident # 290 received oxygen at two liters per 
minute. 

The comprehensive care plan for Resident # 290 
dated 07/23/2018 documented, "Focus. 
(Resident# 290) was admitted with (Name of 
Hospice) services for senile degeneration of 
brain." Under "Interventions" it documented, 
"Oxygen via nasal cannula 2L (two liters per 
minute). Date initiated: 07/31/2018." 

On 08/09/18 at approximately 8:00 a.m., an 
interview was conducted with RN (registered 
nurse)# 1, unit manager. When asked to 
describe how the 02 (oxygen) flow meter is read, 
RN # 1 stated, "The line should be in the middle 
of the ball and it should read it at eye level." RN # 
1 was asked to read the 02 flow rate on Resident 
# 290's oxygen concentrator. Upon entering 
Resident #290's room, LPN (licensed practical 
nurse)# 3 was walking out of the room. RN# 1 
read the flow meter and stated, "It's at two liters." 
LPN# 3 was asked if she had adjusted Resident 
# 290's oxygen flow rate. LPN# 3 stated, "I just 
adjusted the oxygen to two liters." When asked 
what the oxygen flow rate should be for Resident 
# 290, LPN# 3 stated, "It should be at two liters." 
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On 08/09/18 at 10:18 a.m., an interview was 
conducted with RN (registered nurse)# 1, unit 
manager. When asked to describe the purpose 
of the care plan RN# 1 stated, "It is the care the 
facility is providing to the resident." RN# 1 was 
asked to review the oxygen care plan for 
Resident# 290. When asked if the care plan was 
being followed for the administration of oxygen, 
RN # 1 stated, "It's not being followed for 
oxygen." 

On 08/09/18 at approximately 12:35 p.m., ASM 
(administrative staff member)# 1, the 
administrator and ASM # 2, director of nursing 
were made aware of the findings. 

No further information was provided prior to exit. 

References: 
(1) A type of movement disorder. This 
information was obtained from the website: 
https://www.nlm.nih.gov/medlineplus/parkinsonsdi 
sease.html. 

(2) A loss of brain function that occurs with certain 
diseases. It affects memory, thinking, language, 
judgment, and behavior. This information was 
obtained from the website: 
https://medlineplus.gov/ency/article/000739.htm. 

(3) Stomach contents to leak back, or reflux, into 
the esophagus and irritate it. This information 
was obtained from the website: 
https://www.nlm.nih.gov/medlineplus/gerd. html. 

(4) A swallowing disorder. This information was 
obtained from the website: 
https://www.nlm.nih.gov/medlineplus/swallowingdi 
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sorders.html. 

4a. The facility staff failed to follow Resident #49's 
comprehensive care plan for the administration of 
Carvedilol (1) on 05/01/18, 05/21/18, 05/25/18, 
06/30/18 and 07/12/18, 07/31/18 and 08/01/18. 

Resident# 49 was admitted to the facility on 
03/02/18 with diagnoses that included but were 
not limited to hypertension (2), dementia without 
behavioral disturbance, (3), diabetes mellitus (4), 
and depressive disorder (5). 

Resident# 49's most recent MOS (minimum data 
set), an admission assessment with an ARD 
(assessment reference date) of 06/28/18, coded 
Resident# 49 as scoring an ( 11) eleven on the 
brief interview for mental status (BIMS) of a score 
of O - 15, ( 11) eleven - being cognitively intact for 
making daily decisions. Resident# 49 was coded 
as requiring extensive assistance of one staff 
member for activities of daily living. 

The POS (physician's order sheet) for Resident# 
49 dated March 2018 documented, "Carvedilol 
Tablet 12.5 MG (milligrams). Give 1 (one) tablet 
by mouth two times a day for HTN (hypertension). 
HOLD FOR SBP (systolic blood pressure) < (less 
than) 100. Start Date: 03/20/2018." 

The POS (physician's order sheet) for Resident# 
49 dated August 2018 documented, "Carvedilol 
Tablet 6.25 MG (milligrams). Give 1 (one) tablet 
by mouth two times a day for HTN (hypertension). 
HOLD FOR SBP (systolic blood pressure) < (less 
than) 100. Order Date: 06/01/2018. Start Date: 
06/01/2018." 

The eMAR (electronic medication administration 
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record) for Resident# 49 dated May 2018 
documented the above physician's order for 
Carvedilol Tablet 12.5 MG (milligrams). Further 
review of the eMAR revealed the number four on 
05/01/18 at 5:00 p.m., indicating Resident# 49's 
Carvedilol was not administered on 05/01/18 at 
5:00 p.m. with a SBP of 119. The eMAR also 
documented the number nine on 05/25/18 at 5:00 
p.m. for a SBP of 100. The "Chart Codes/Follow 
Up Codes" on the eMAR documented, "9 (nine)= 
Other/See Nurse's Notes." 

The nurse's notes for Resident# 49 dated 
05/25/18 documented, "Carvedilol Tablet 12.5 
MG. Give 1 (one) tablet by mouth two times a 
day for HTN (hypertension). HOLD FOR SBP 
(systolic blood pressure)< (less than) 100. Med 
(medication) held SBP 100/60 (one hundred over 
sixty)." 

Further review of the May 2018 eMAR revealed a 
check mark on 05/21/18 at 5:00 p.m., indicating 
Resident# 49 was administered Carvedilol on 
05/21/18 at 5:00 p.m. with a SBP of 98. 

The eMAR (electronic medication administration 
record) for Resident# 49 dated June 2018 
documented the above physician order for 
Carvedilol Tablet 6.25 MG (milligrams). Further 
review of the eMAR revealed a check mark on 
06/30/18 at 9:00 a.m. indicating Resident# 49 
was administered Carvedilol on 06/30/18 at 
9:00a.m., with a SBP of 94 and at 9:00 p.m. with 
a SBP of 94. Further review of the eMAR 
revealed a check mark on 07/12/18 at 9:00 p.m. 
indicating Resident# 49 was administered 
Carvedilol on 07/12/18 at 9:00 p.m. with a SBP of 
98. 
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The eMAR (electronic medication administration 
record) for Resident# 49 dated July 2018 
documented the above orders for Carvedilol 
Tablet 6.25 MG (milligrams). Further review of 
the eMAR documented the number five on 
07/31/18 at 9:00 a.m. and no documentation of a 
SBP and at 9:00 p.m. for a SBP of 100. The 
"Chart Codes/Follow Up Codes" on the eMAR 
documented, "5 (five)= Hold/See Nurse's Notes." 

The facility's "Weights and Vitals Summary" for 
Resident# 49 documented, "07/31/2018 20:48 
(8:48 p.m.) 100/25 (one hundred over fifty-two)." 

The nurse's notes for Resident# 49 dated 
07/31/18 at 11: 18 a.m. documented, "Carvedilol 
Tablet 12.5 MG. Give 1 (one) tablet by mouth two 
times a day for HTN (hypertension). HOLD FOR· 
SBP (systolic blood pressure) < (less than) 100. 
hold." Further review of the nurse's notes for 
Resident# 49 dated 07 /31 /18 failed to evidence 
documentation of Carvedilol being held at 9:00 
p.m." 

The eMAR (electronic medication administration 
record) for Resident# 49 dated August 2018 
documented the above physician's orders for 
Carvedilol Tablet 6.25 MG (milligrams). Further 
review of the eMAR documented the number five 
on 08/01/18 at 9:00 p.m. for a SBP of 108. The 
"Chart Codes/Follow Up Codes" on the eMAR 
documented, "5 (five)= Hold/See Nurse's Notes." 

The nurse's notes for Resident# 49 dated 
08/01/18 at 11 :18 a.m. documented, "Carvedilol 
Tablet 12.5 MG. Give 1 (one) tablet by mouth two 
times a day for HTN (hypertension). HOLD FOR 
SBP (systolic blood pressure) < (less than) 100. 
hold." Further review of the nurse's notes for 
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Resident # 49 dated 08/01 /18 failed to evidence 
documentation of Carvedilol being held at 9:00 
p.m." 

The comprehensive care plan for Resident# 49 
dated 03/22/2018 documented, "Focus. (Resident 
# 49) has altered cardiovascular status r/t (related 
to A-Fib (atrial fibrillation), CHF (congestive heart 
failure), Hypertension." Under 
"Interventions/Tasks" it documented, "Administer 
medications as ordered. Monitor for 
effectiveness. Date initiated 03/22/2018. 
Revision on: 06/01/2018." 

On 08/09/18 at 10:18 a.m., an interview was 
conducted with RN (registered nurse)# 1, unit 
manager. When asked to describe the purpose 
of the care plan RN # 1 stated, "It is the care the 
facility is providing to the resident." RN# 1 was 
asked to review the above care plan for Resident 
# 49. When asked if the care plan was being 
followed for the administration of Resident# 49's 
Carvedilol, RN# 1 stated, "No, It's not being 
followed for medication or documenting the vital 
signs." 

On 08/09/18 at approximately 12:35 p.m., ASM 
(administrative staff member)# 1, the 
administrator and ASM # 2, director of nursing 
were made aware of the findings. 

No further information was provided prior to exit. 

References: 
(1) Used to treat heart failure (condition in which 
the heart cannot pump enough blood to all parts 
of the body) and high blood pressure. It also is 
used to treat people who have had a heart attack. 
Carvedilol is often used in combination with other 
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medications. Carvedilol is in a class of 
medications called beta-blockers. It works by 
relaxing blood vessels and slowing heart rate to 
improve blood flow and decrease blood pressure. 
This information was obtained from the website: 
https://med Ii neplus. gov/d ruginfo/meds/a697042. h 
tml. 

(2) High blood pressure. This information was 
obtained from the website: 
https://www.nlm.nih.gov/medlineplus/highbloodpr 
essure.html. 

(3) A loss of brain function that occurs with certain 
diseases. It affects memory, thinking, language, 
judgment, and behavior. This information was 
obtained from the website: 
https://medlineplus.gov/ency/article/000739.htm. 

(4) A chronic disease in which the body cannot 
regulate the amount of sugar in the blood. This 
information was obtained from the website: 
https://www.nlm.nih.gov/medlineplus/ency/article/ 
001214.htm. 

(5) Depression may be described as feeling sad, 
blue, unhappy, miserable, or down in the dumps. 
Most of us feel this way at one time or another for 
short periods. Clinical depression is a mood 
disorder in which feelings of sadness, loss, anger, 
or frustration interfere with everyday life for weeks 
or more. This information was obtained from the 
website: 
https://medlineplus.gov/ency/article/003213. htm. 

4b. The facility staff failed to follow Resident #49's 
comprehensive care plan to obtain vital signs, 
blood pressure, for the administration of 
Carvedilol on 06/24/18. 
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The eMAR (electronic medication administration 
record) for Resident# 49 dated June 2018 
documented, "Carvedilol Tablet 6.25 MG 
(milligrams). Give 1 (one) tablet by mouth two 
times a day for HTN (hypertension). Hold for 
SBP (systolic blood pressure) < (less than) 100. 
Start Date: 06/01/2018." Further review of the 
eMAR for 06/24/18 was blank. 

The facility's "Weights and Vitals Summary" for 
Resident# 49 failed to evidence a blood pressure 
at 9:00 p.m. 

The nurse's notes for Resident# 49 dated 
06/24/18 failed to evidence a blood pressure or 
documentation of the medication being held, or 
administered. 

The comprehensive care plan for Resident# 49 
dated 03/22/2018 documented, "Focus. (Resident 
# 49) has altered cardiovascular status r/t (related 
to A-Fib (atrial fibrillation), CHF (congestive heart 
failure), Hypertension." Under 
"Interventions/Tasks" it documented, "Vital signs 
as ordered. Notify physician of any abnormal 
readings. Date initiated 03/22/2018. Revision on: 
03/22/2018." 

On 08/09/18 at 10:18 a.m., an interview was 
conducted with RN (registered nurse)# 1, unit 
manager. When asked to describe the purpose 
of the care plan RN # 1 stated, "It is the care the 
facility is providing to the resident." Rn# 1 was 
asked to review the above care plan for Resident 
# 49. When asked if the care plan was being 
followed for obtaining Resident# 49 blood 
pressure RN # 1 stated, "No, It's not being 
followed for documenting the vital signs." 
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On 08/09/18 at approximately 12:35 p.m., ASM 
(administrative staff member)# 1, the 
administrator and ASM # 2, director of nursing 
were made aware of the findings. 

No further information was provided prior to exit. 
5. The facility staff failed to develop a care plan 
for the use of oxygen for Resident #48. 

Resident #48 was admitted to the facility on 
6/13/18 with diagnoses that included but were not 
limited to; hypothermia, urinary tract infection, 
heart failure, fractures of the left humerus (arm) 
and left femur (hip) and atrial fibrillation (a 
condition characterized by rapid and random 
contraction of the atria of the heart causing 
irregular beats of the ventricles and resulting in 
decreased heart output and frequently clot 
formation in the atria) (1 ). 

The most recent MOS (minimum data set) 
assessment, a Medicare 14 day assessment, 
with an assessment reference date of 6/27 /18, 
coded the resident as scoring a "15" on the BIMS 
(brief interview for mental status) score, indicating 
she was capable of making daily cognitive 
decisions. The resident was coded as requiring 
limited to extensive assistance of one or more 
staff members for all of her activities of daily 
living. 

The physician order dated, 8/9/18, documented, 
"Oxygen at 2L (liters) via nasal cannula every 
shift." 

Observation was made of Resident #48 on 
08/08/18 at 10:29 a.m. The Resident was in her 
bed with the oxygen on via the nasal cannula 
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connected to an oxygen concentrator. The 
oxygen flow meter on the concentrator was set 
with the top of the ball on the 2 line and the 
bottom of the ball on the 1.5 line. 

A second observation was made of Resident # 48 
on 8/8/18 at 4:53 p.m. The resident was in her 
bed with the oxygen on at the correct rate of 2 
L/min. 

The third observation of the resident was made 
on 8/9/18 at approximately 8:30 a.m. The resident 
was sitting up in her wheelchair, eating breakfast. 
She did not have her oxygen on. 

The comprehensive care plan dated 6/13/18 and 
revised on 8/3/18 did not evidence documentation 
related to oxygen. 

An interview was conducted with LPN (licensed 
practical nurse) #4 on 8/9/18 at 8:43 a.m. When 
asked who updates the resident care plans, LPN 
#4 stated, the MOS nurses. 

An interview was conducted with RN (registered 
nurse) 1, the unit manager, on 8/9/18 at 8:44 a.m. 
When asked who updates the care plans, RN #1 
stated, "MOS. I will if I can. It's MDS's 
responsibility." When asked if a resident on 
oxygen would have a care plan addressing the 
use of oxygen, RN #1 stated yes it should be on 
the care plan. 

The administrator (administrative staff member -
ASM #1) and ASM #2, the director of nursing, 
were made aware of the above concern on 8/9/18 
at 12:32 p.m. 

No further information was provided prior to exit. 
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(1) Barron's Dictionary of Medical Terms for the 
Non-Medical Reader, 5th edition, Rothenberg and 
Chapman, page 55. 

6. The facility staff failed to implement Resident 
#?'s care plan for blood pressure medication 
administration per physician's order. 

Resident #7 was admitted to the facility on 
4/30/12. Resident #?'s diagnoses included but 
were not limited to high blood pressure, diabetes, 
and major depressive disorder. Resident #?'s 
most recent MOS (minimum data set), an annual 
assessment with an ARD (assessment reference 
date) of 5/8/18, coded the resident's cognition as 
severely impaired. Section G coded Resident #7 
as requiring extensive assistance of one staff with 
dressing, eating and personal hygiene. 

Review of Resident #?'s clinical record revealed a 
physician's order dated 10/24/16 for Lotrel (1) 
5-10 mg (milligrams) - one tablet by mouth one 
time a day. The order further documented to hold 
the medication for a systolic blood pressure less 
than 120. Review of Resident #?'s August 2018 
eMAR (electronic medication administration 
record) revealed the same physician's order. 
Resident #?'s comprehensive care plan initiated 
on 5/16/12, documented, "(Name of Resident #7) 
has hypertension (high blood pressure). Give anti 
hypertensive medications as ordered ... " 

On 8/8/18 at 9:17 a.m., LPN (licensed practical 
nurse) #7 was observed preparing Resident #?'s 
medications. LPN #7 prepared one capsule of 
Lotrel. LPN #7 attempted to administer Resident 
#?'s medications but the resident was in a 
reclined chair with her eyes closed so LPN #7 
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stated she would wait to give the resident her 
medications. During this time, LPN #7 did not 
assess Resident #7's blood pressure. On 8/8/18 
at 10:07 a.m., LPN #7 stated she gave Resident 
#7 her medications. On 8/8/18 at 2:05 p.m., LPN 
#7 confirmed she administered Lotrel to Resident 
#7 without assessing the resident's blood 
pressure. 

On 8/8/18 at 4:37 p.m., an interview was 
conducted with LPN #5. LPN #5 was asked the 
purpose of the care plan. LPN #5 stated, "To 
formulate a plan of care so you can give the 
resident individualized care based on his needs." 
When asked about the facility process for 
ensuring staff implement residents' care plans, 
LPN #5 stated care cards are located in 
residents' closets and staff has access to review 
care plans. LPN #5 was asked what should be 
done if medication administration was dependent 
on parameters such as to hold the medication for 
a blood pressure less than 120. LPN #5 stated, "I 
need to take their blood pressure." 

On 8/8/18 at 6:13 p.m., ASM (administrative staff 
member) #1 (the administrator) and ASM #2 (the 
director of nursing) were made aware of the 
above concern. 

No further information was presented prior to exit. 

(1) Lotrel is used to treat high blood pressure. 
This information was obtained from the website: 
https://www.fda.gov/F orConsumers/ByAudience/ 
ForWomen/ucm118594.htm 

7. The facility staff failed to implement Resident 
#42's care plan for speech therapy 
recommendations. 
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Resident #42 was admitted to the facility on 
9/29/16. Resident #42's diagnoses included but 
were not limited to Alzheimer's disease (1 ), major 
depressive disorder and anxiety disorder. 
Resident #42's most recent MOS (minimum data 
set), a significant change in status assessment 
with an ARD (assessment reference date) of 
6/20/18, coded the resident's cognition as 
severely impaired. Section G coded Resident 
#42 as requiring extensive assistance of one staff 
with eating. 

Resident #42's comprehensive care plan initiated 
on 10/7/16 documented, "(Name of Resident #42) 
has need for mechanically altered food and fluids 
r/t (related to) swallowing difficulties (hx CVA 
[history of cerebrovascular accident-
stroke]) ... Speech recommendations, see inside 
closet door for the most current 
recommendations ... " 

A speech therapy screening dated 3/1 /17 
documented, "Pocketing MS (mechanical soft) 
meat; excessive and effort for muscle chew
downgrade diet to pureed. Dependent for 
feeding ... " 

A document dated 6/27/17, titled, 
"SWALLOWING PRECAUTIONS" located inside 
Resident #42's closet door documented, 
"LIQUIDS: All liquids allowed." A check mark was 
documented beside, "Upright at 90 degrees for 
p.o. (by mouth) intake." 

On 8/8/18 at 8:24 a.m., LPN (licensed practical 
nurse) #7 was observed giving Resident #42 a 
supplemental beverage with a straw. Resident 
#42 was in bed and the head of the bed was 
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elevated at 45 degrees. LPN #7 placed the straw 
to Resident #42's mouth and the resident took 
sips of the beverage. While LPN #7 was 
assisting Resident #42 with the beverage, a CNA 
(certified nursing assistant) entered the room. 
LPN #7 removed the beverage from Resident 
#42's mouth. The CNA lowered the head of 
Resident #42's bed. The CNA and LPN #7 
repositioned Resident #42 then the CNA elevated 
the head of the bed to 30 degrees. LPN #7 
proceeded to give Resident #42 more sips of the 
beverage while the head of the bed was 
positioned at 30 degrees. 

On 8/8/18 at 11 :53 a.m., an interview was 
conducted with OSM (other staff member) #12 (a 
speech therapist). OSM #12 stated she had not 
worked with Resident #42. OSM #12 was asked 
to read the speech therapy screening dated 
3/1/17 and describe what the screening meant. 
OSM #12 read the screening and stated per the 
screening, Resident #42 was pocketing food and 
presented with delayed chewing. When asked to 
explain the swallowing precautions, OSM #12 
stated the swallowing precautions are standards 
used for anyone who is dependent for feeding. 
OSM #12 stated there is a standard that anyone 
who is dependent for feeding should be 
positioned at 90 degrees (if possible) when being 
assisted with foods and liquids. When asked to 
explain the risks for a dependent resident who is 
given liquids while he is positioned at 30 degrees, 
OSM #12 stated the risks would depend on the 
resident's diagnoses and if the resident had a 
history of aspiration pneumonia (2). Review of 
Resident #42's clinical record failed to reveal a 
history of aspiration pneumonia. 

On 8/8/18 at 4:37 p.m., an interview was 
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conducted with LPN #5. LPN #5 was asked the 
purpose of the care plan. LPN #5 stated, "To 
formulate a plan of care so you can give the 
resident individualized care based on his needs." 
When asked about the facility process for 
ensuring staff implement residents' care plans, 
LPN #5 stated care cards are located in 
residents' closets and staff has access to review 
care plans. LPN #5 was asked the facility 
process for following speech therapy 
recommendations. LPN #5 stated, "She (the 
speech therapist) recommends you notify the 
doctor. If they write orders, you implement." 
When asked if the recommendations should be 
followed even if there is not a physician's order, 
LPN #5 stated, 'Yes." 

On 8/8/18 at 6:13 p.m., ASM (administrative staff 
member) #1 (the administrator) and ASM #2 (the 
director of nursing) were made aware of the 
above concern. 

No further information was presented prior to exit. 

(1) "Alzheimer's disease (AD) is the most 
common form of dementia among older people. 
Dementia is a brain disorder that seriously affects 
a person's ability to carry out daily activities." 
This information was obtained from the website: 
https ://vsearch. n Im. n i h. gov/vivisimo/cgi-bi n/query
meta ?v%3Aproject=med linepl us& v%3Asources= 
medlineplus-bundle&query=alzheimers+disease& 
_ga=2.59104493.193292090.1533897219-13912 
0270.1477942321 

(2) "Pneumonia is a breathing condition in which 
there is swelling or an infection of the lungs or 
large airways. 
Aspiration pneumonia occurs when food, saliva, 
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liquids, or vomit is breathed into the lungs or 
airways leading to the lungs, instead of being 
swallowed into the esophagus and stomach." 
This information was obtained from the website: 
https://medlineplus.gov/ency/article/000121.htm 

8. The facility staff failed to implement Resident 
#27's care plan for podiatry. 

Resident #27 was admitted to the facility on 
5/24/18. Resident #27's diagnoses included but 
were not limited to diabetes, heart failure and 
high blood pressure. Resident #27's most recent 
MOS (minimum data set), an admission 
assessment with an ARD (assessment reference 
date) of 5/31/18, coded the resident as being 
cognitively intact. 

Resident #27's comprehensive care plan initiated 
5/28/18 documented, "(Name of Resident #27) 
has Diabetes Mellitus ... Refer to podiatrisUfoot 
care nurse to monitor/document foot care needs 
and to cut long nails ... " 

Review of Resident #27's clinical record failed to 
reveal a podiatry consult. 

On 8/8/18 at 8:50 a.m., LPN (licensed practical 
nurse) #7 was observed applying medicated 
cream on Resident #27's legs. Resident #27 
removed his shoes. The resident's right first, 
second, third and fifth toenails were grown out 
approximately 0.25 inch from the tip of the 
resident's toes. Resident #27's right fourth 
toenail was grown out approximately 0.5 inch 
from the tip of the resident's toe. The left second 
and third toenails were grown out approximately 
0.25 inch from the tip of the resident's toes. LPN 
#7 was asked if Resident #27's toenails needed 
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to be cut. LPN #7 stated, "I think a little on the 
right foot and yes on the left foot." Resident #27 
stated he had not seen a podiatry since his 
admission and his toenails really needed to be cut 
but he thought the podiatrist was coming this 
Saturday. LPN #7 was asked how staff ensures 
residents receive toenail care. LPN #7 stated 
normally the CNAs (certified nursing assistants) 
cut residents' toenails but she would look into a 
podiatry consult for Resident #27. When asked 
how often the podiatrist comes to the facility, LPN 
#7 stated she had been employed at the facility 
for four or five weeks and she had not seen a 
podiatrist. 

On 8/8/18 at 4:37 p.m., an interview was 
conducted with LPN #5. LPN #5 was asked the 
purpose of the care plan. LPN #5 stated, "To 
formulate a plan of care so you can give the 
resident individualized care based on his needs." 
When asked the facility process for ensuring staff 
implements residents' care plans, LPN #5 stated 
care cards are located in residents' closets and 
staff has access to review care plans. LPN #5 
was asked the facility process for ensuring 
residents receive toenail care. LPN #5 stated, 
"We will trim on shower days and there is also a 
podiatry book, especially for diabetics." LPN #5 
did not know how often the podiatrist comes to 
the facility. 

On 8/8/18 at 6:13 p.m., ASM (administrative staff 
member) #1 (the administrator) and ASM #2 (the 
director of nursing) were made aware of the 
above concern. 

No further information was presented prior to exit. 

9. The facility staff failed to implement Resident 
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#39's care plan for pain management. 

Resident #39 was admitted to the facility on 
6/6/17. Resident#39's diagnoses included but 
were not limited to stroke, major depressive 
disorder and altered mental status. Resident 
#39's most recent MOS (minimum data set), a 
quarterly assessment with an ARD (assessment 
reference date) of 6/19/18, coded the resident as 
being cognitively intact. Section J documented 
Resident #39 reported frequent pain during the 
last five days. 

Review of Resident #39's clinical record revealed 
physician's orders dated 6/22/18 for 
oxycodone/acetaminophen (1) 5-325 mg 
(milligrams)- one tablet every six hours as 
needed for moderate pain and two tablets every 
six hours as needed for severe pain. 

Review of Resident #39's July 2018 and August 
2018 eMARs (electronic medication 
administration records) revealed the resident was 
administered one tablet of 
oxycodone/acetaminophen ten times in July 2018 
and twice in August 2018. Further review of 
Resident #39's July 2018 and August 2018 
eMARs revealed the resident was administered 
two tablets of oxycodone/acetaminophen three 
times in July 2018 and once in August 2018. 

Further review of Resident #39's clinical record 
(including July 2018/August 2018 eMARs and 
July 2018/August 2018 nurses' notes) failed to 
reveal the facility staff provided 
non-pharmacological interventions prior to 
administering oxycodone/acetaminophen each 
time the medication was administered to 
Resident #39 in July 2018 and August 2018. 
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Resident #39's comprehensive care plan initiated 
on 6/9/17 documented, "(Name of Resident #39) 
has potential for pain related to S/P (status post) 
Left Hip FX (fracture) repair, Left Hemi 
(hemiparesis [paralysis]) S/P CVA (cardiovascular 
accident [stroke]), Depression and other 
generalized discomforts such as neuropathic pain 
s/p CVA. .. Provide non-pharmacologic 
interventions for pain relief prior to administering 
PRN (as needed) medications such as change in 
position, cool compress or heat, diversional 
activities such as tv, snack, drink, others as 
desired ... " 

On 8/8/18 at 4:37 p.m., an interview was 
conducted with LPN (licensed practical nurse) #5. 
LPN #5 was asked the purpose of the care plan. 
LPN #5 stated, "To formulate a plan of care so 
you can give the resident individualized care 
based on his needs." When asked the facility 
process for ensuring staff implements residents' 
care plans, LPN #5 stated care cards are located 
in residents' closets and staff has access to 
review care plans. 

On 8/9/18 at 10:17 a.m., an interview was 
conducted with LPN #7 (a nurse who 
administered oxycodone/acetaminophen to 
Resident #39 on multiple occasions in July 2018). 
LPN #7 stated she assesses residents' pain prior 
to administering as needed pain medication. 
When asked if she does anything else, LPN #7 
stated she could always check residents' vital 
signs. When asked if she provides 
non-pharmacological interventions, LPN #7 
stated she gave ginger ale to a resident with 
nausea this morning. LPN #7 was asked to 
describe Resident #39's pain. LPN #7 stated the 
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resident has pain in her left ankle. When asked if 
she provided non-pharmacological interventions 
prior to administering as needed pain medication 
to Resident #39, LPN #7 stated, "I did not." 
When asked why, LPN #7 stated she did not 
because of the grimace on the resident's face. 

On 8/9/18 at 11:16 a.m., an interview was 
conducted with LPN #3. LPN #3 was asked what 
should be done prior to administering as needed 
pain medication to a resident. LPN #3 stated she 
provides non-pharmacological interventions such 
as turning/repositioning, music and television. 
When asked why she does this, LPN #3 stated 
because at times, the non-pharmacological 
interventions are effective and relieve the pain. 

On 8/9/18 at 11:20 a.m., an interview was 
conducted with Resident #39. Resident #39 
stated the nurses do not provide 
non-pharmacological interventions prior to 
administering as needed pain medication to her. 

On 8/9/18 at 12:50 p.m., ASM (administrative 
staff member) #1 (the administrator) and ASM #2 
(the director of nursing) were made aware of the 
above findings. 

No further information was presented prior to exit. 

(1) Oxycodone/acetaminophen is used to treat 
pain. This information was obtained from the 
website: 
https://medlineplus.gov/druginfo/meds/a682132. h 
tml 

F 657 Care Plan Timing and Revision 
SS=D CFR(s): 483.21 (b)(2)(i)-(iii) 
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§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. 
(ii) 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 
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. 
(iii)Reviewed and revised by the interdisciplinary 
team after each assessment, including both the 
comprehensive and quarterly review 
assessments. 
This REQUIREMENT is not met as evidenced 
by: 
Based on observation, resident interview, staff 

inteNiew, facility document review and clinical 
record review, it was determined that the facility 
staff failed to review and revise the 
comprehensive care plan for two of 37 residents 
in the suNey sample, Residents #69 and #48. 

1. The facility staff failed to review and revise 
Resident #69's comprehensive care plan when 
staff was aware the resident's daughter brings 
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medications to the resident. 

2. The facility staff failed to review and revise the 
comprehensive care plan after a hospitalization 
for the treatment of hypothermia, sepsis and 
urinary tract infection for Resident #48. 

The findings include: 

1. The facility staff failed to review and revise 
Resident #69's comprehensive care plan when 
staff was aware the resident's daughter brings 
medications to the resident. 

Resident #69 was admitted to the facility on 
5/2/16. Resident#69's diagnoses included but 
were not limited to dementia (1 ), anxiety disorder 
and high blood pressure. Resident #69's most 
recent MOS (minimum data set), a quarterly 
assessment with an ARD (assessment reference 
date) of 7 /16/18, coded the resident as being 
cognitively intact. Section G coded Resident #69 
as requiring supervision with bed mobility, 
transfers and walking. 

Review of Resident #69's clinical record revealed 
a self-medication administration assessment 
dated 2/2/17 that documented, 
"A. THE RESIDENT 
1. Can state the name, dose, times, strength, and 
frequency of his/her medication- No. 
2. Can recognize all of his/her medications- No. 
3. Can read the prescription label (including 
his/her name & drug information) - No. 
4. Can state common side effects of medications
No. 
5. Can state and measure proper dosage- No. 
6. Can demonstrate secure storage in room- No. 
7. Can demonstrate proper handwashing 
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on 8/9/18. 

A medication self-administration 
assessment was completed with resident 
#69 on 8/9/18. Resident was not approved 
to self-medicate. Medication removed 
from room. Education provided that 
medications cannot be brought in to 
resident without a physician order. Care 
plan updated 9/4/18 to include quarterly 
medication self- administration 
assessment and resident/family educated 
that self-administration of medication not 
indicated. All medication brought in by 
family is to be given to nurse for evaluate 
and possible administration in 
consultation with the physician. 

All residents that have a change in plan of 
care have the potential to be affected. 

MOS staff will educate nursing staff on 
updating care plans with changes, to 
include new diagnoses. During morning 
clinical meeting, new diagnoses will be 
discussed and added to residenms care 
plan by MOS Coordinator. MOS 
coordinator will review care plans for all 
residents that readmitted in the last 60 
days to ensure all pertinent diagnoses are 
care planned and will review all care plans 
for residents that are approved to 
self-administer medications to ensure 
accuracy of care plan. 

The Director of Nursing or designee will 
audit 100% of care plans, for residents 
that are readmitted and/or approved to 
self-administer medications weekly for 4 
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technique before & after administration- No. 
8. Reviewed by Interdisciplinary Team on: 
02/02/2017 00:00 
9. Approved for Self-Administration of 
Medications- No." 

Review of Resident #69's, current physician's 
orders on 8/7 /18 failed to reveal an order for 
antacid liquid. 

On 8/7/18 at 1:45 p.m. and 3:34 p.m., a bottle of 
generic maximum strength (400 milligrams) 
antacid liquid was observed on Resident #69's 
dresser. 

On 8/7/18 at 3:34 p.m., an interview was 
conducted with Resident #69. Resident #69 
stated her daughter had brought the antacid liquid 
to her. Resident #69 stated she gets heartburn at 
night so she takes "a swig" of the antacid liquid 
and it helps. 

On 8/8/18 at 2:39 p.m., the antacid liquid 
remained on Resident #69's dresser. 

On 8/8/18 at 4:37 p.m., an interview was 
conducted with LPN (licensed practical nurse) #5 
(a nurse who routinely cared for Resident #69). 
LPN #5 was asked what should be done if a 
resident has medication in his/her room. LPN #5 
stated, "You have to do a self-medication 
evaluation." When asked why, LPN #5 stated, 
"To see if he is able to administer the medication 
safely, he knows what it is, how to apply, make 
sure he is alert and oriented times three." LPN 
#5 was asked if antacid liquid was a medication. 
LPN #5 stated it was. When asked if there is a 
facility process for ensuring residents do not have 
medications in their room (unless deemed safe), 
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LPN #5 stated she looks for medications when 
she is in residents' rooms. LPN #5 was asked if 
she has ever noticed medication in Resident 
#69's room. LPN #5 stated, "I swear I saw 
something but I can't remember what it was 
because her daughter brings stuff in and I have to 
watch for it." 

Resident #69's comprehensive care plan initiated 
on 5/4/16 failed to document information 
regarding the resident's daughter bringing 
medication to the resident. 

On 8/9/18 at 10:23 a.m., an interview was 
conducted with RN (registered nurse) #4 (MDS 
coordinator). RN #4 stated the MDS coordinators 
review, revise care plans in relation to quarterly, 
annual, and significant change MDS 
assessments but the nursing staff should update 
care plans with day-to-day concerns. When 
asked if a resident's care plan should be revised 
if staff is aware that a resident's daughter is 
bringing medication to the resident, RN #4 stated, 
"I believe so but we (MOS coordinators) wouldn't 
know unless we were notified by nursing." 

On 8/9/18 at 10:32 a.m., an interview was 
conducted with RN (registered nurse) #1. RN #1 
stated, "MOS is the owner of the care plan. It is 
within the nurses' scope of practice to update but 
realistically it's probably not going to happen." 
When asked if a resident's care plan should be 
revised if staff is aware that a resident's daughter 
is bringing medication to the resident, RN #1 
stated, "Yeah. I would have that included so all 
staff are aware this behavior happens and all staff 
can look out for that." 

On 8/9/18 at 12:50 p.m., ASM (administrative 
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staff member) #1 (the administrator) and ASM #2 
(the director of nursing) were made aware of the 
above findings. 

The facility policy titled, "Assessment and Care of 
PatienUResident Through Care Plan" 
documented, "The care plan is evaluated and 
changed in reference to the resident's response 
to treatment and whenever there is a change in 
the resident. All disciplines participate in 
maintaining the care plan so that it reflects the 
current status of the resident..." 

No further information was presented prior to exit. 

(1) "Dementia is the name for a group of 
symptoms caused by disorders that affect the 
brain. It is not a specific disease. People with 
dementia may not be able to think well enough to 
do normal activities, such as getting dressed or 
eating. They may lose their ability to solve 
problems or control their emotions ... " This 
information was obtained from the website: 
https://vsearch.nlm.nih.gov/vivisimo/cgi-bin/query
meta?v%3Aproject=medlineplus&v%3Asources= 
medlineplus-bundle&query=deme 
2. The facility staff failed to review and revise the 
comprehensive care plan after a hospitalization 
for the treatment of hypothermia, sepsis and 
urinary tract infection for Resident #48. 

Resident #48 was admitted to the facility on 
6/13/18 with diagnoses that included but were not 
limited to; hypothermia, urinary tract infection, 
heart failure, fractures of the left humerus (arm) 
and left femur (hip) and atrial fibrillation (a 
condition characterized by rapid and random 
contraction of the atria of the heart causing 
irregular beats of the ventricles and resulting in 
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decreased heart output and frequently clot 
formation in the atria) (1 ). 

The most recent MDS (minimum data set) 
assessment, a Medicare 14 day assessment, 
with an assessment reference date of 6/27 /18, 
coded the resident as scoring a "15" on the BIMS 
(brief interview for mental status) score, indicating 
she was capable of making daily cognitive 
decisions. The resident was coded as requiring 
limited to extensive assistance of one or more 
staff members for all of her activities of daily 
living. 

The nurse's note dated, 7/26/18 at 7:19 p.m. 
documented in part, "85 yo (year old) WF (white 
female) arrived at 5:50 p.m. via medical transport 
on gurney from (Name of Hospital) where she 
was treated for Hypothermia (body temperature 
less than 95 degrees), r/t (related to) sepsis from 
UTI (urinary tract infection)." 

Review of the comprehensive care plan dated 
6/13/18 and revised ori 8/3/18 failed to evidence 
documentation of the resident having had sepsis, 
urinary tract infections or hypothermia. 

An interview was conducted with LPN (licensed 
practical nurse) #4 on 8/9/18 at 8:43 a.m. When 
asked who updates the care plans, LPN #4 
stated, the MDS nurses. 

An interview was conducted with RN (registered 
nurse) 1, the unit manager, on 8/9/18 at 8:44 a.m. 
When asked who updates the care plans, RN #1 
stated, "MDS nurses. I will if I can. It's MDS's 
responsibility." When asked if it important to 
update a residents care plan after hospitalization 
to include why they were in the hospital, RN #1 
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stated, "Yes, it should be." When asked about 
Resident #48's admission to the hospital for 
hypothermia, UTI and sepsis, and if these things 
should be addressed on the care plan, RN #1 
stated, "Her daughter told me that she has had, 
over the years, multiple episodes of hypothermia 
over the years." When asked if that is important 
to be care planned, RN #1 stated, "Yes." 

An interview was conducted with RN #3 and RN 
#4, the MOS nurses, on 8/9/18 at 8:52 a.m. When 
asked if a resident is admitted to the hospital with 
a urinary tract infection, sepsis, and hypothermia, 
would the care plan to be updated to reflect this 
after readmission to the facility, RN #3 stated, 
"Yes." RN #4 reviewed the care plan. RN #4 
stated, "I don't see anything on the care plan 
related to her hospitalization." 

The administrator (administrative staff member -
ASM #1) and ASM #2, the director of nursing, 
were made aware of the above concern on 8/9/18 
at 12:32 p.m. 

No further information was provided prior to exit. 

(1) Barron's Dictionary of Medical Terms for the 
Non-Medical Reader, 5th edition, Rothenberg and 
Chapman, page 55. 

F 658 Services Provided Meet Professional Standards 
SS=D CFR(s): 483.21 (b)(3)(i) 

§483.21(b)(3) Comprehensive Care Plans 
The services provided or arranged by the facility, 
as outlined by the comprehensive care plan, 
must-
(i) Meet professional standards of quality. 
This REQUIREMENT is not met as evidenced 
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by: 
Based on staff interview, facility document review 

and clinical record review, it was determined the 
facility staff failed to follow professional standards 
of practice for one of 37 residents in the survey 
sample, Resident #190. 

The facility staff failed to clarify two medication 
orders prescribed for pain for Resident #190. 

The findings include: 

Resident #190 was admitted to the facility 7/25/18 
with diagnoses that included but were not limited 
to: auditory hallucinations (perception of 
something that is not actually present - hearing 
noises or voices that are not present) (1), 
repeated falls, depression, high blood pressure, 
and pain. 

The most recent MOS (minimum data set) 
assessment, an admission assessment, with an 
assessment reference date of 8/1 /18, coded the 
resident as scoring a "15' on the SIMS (brief 
interview for mental status) score, indicating the 
resident was capable of making daily cognitive 
decisions. The resident was coded as requiring 
supervision to extensive assistance for all of his 
activities of daily living. In Section J - Health 
Conditions, the resident was coded as having 
frequent pain. 

The physician order dated, 7/26/18, documented, 
"Hydrocodone-Acetaminophen Tablet (Used to 
treat pain) (2) 5-325 MG (milligrams); Give 1 
tablet by mouth every 4 hours as needed for 
pain." A physician order dated, 7 /25/18, 
documented, "Tramadol Tablet (used to treat 
moderate to moderately severe pain) (3), 50 MG; 
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give 50 mg by mouth every 8 hours as needed for 
pain. 

The July 2018 medication administration record 
(MAR) documented the above medications. The 
Hydrocodone-Acetaminophen Tablets was 
administered on the following days with the 
documented pain scale: 
7/26/18 at 10:45 a.m. - pain level of"8." 
7/26/18 at 6:00 p.m. - pain level of "7." 
7/26/18 at 11 :00 p.m. - pain level of "7." 
7/27/18 at 8:46 a.m. -pain level of"6." 
7/27/18 at 7:41 p.m. - pain level of"8." 
7/28/18 at 3:18 a.m. - pain level of"4." 
7/28/18 at 11 :00 a.m. - pain level of "7." 
7/28/18 at 7:30 p.m. - pain level of "5." 
7/29/18 at 12:00 a.m. - pain level of "5." 
7/29/18 at 6:06 a.m. - pain level of "5." 
7/29/18 at 4:49 p.m. - pain level of "6." 
7/30/18 at 5:39 a.m. - pain level of?." 
7/31/18 at 8:47 a.m. - pain level of"4." 
7/31/18 at 5:24 p.m. - pain level of 6." 
The July 2018 MAR documented the Tramadol 
was administered on the following days with the 
documented pain scale: 
7/26/18 at 12:47 a.m. - pain level of"9." 
7/28/18 at 8:00 a.m. - pain level of"8." 
7 /28/18 at 4:00 p.m. - pain level of "6." 

The August 2018 MAR documented the above 
medications. The Hydrocodone-Acetaminophen 
Tablets were administered on the following days 
with the documented pain scale: 
8/1/18 at 2:09 a.m. - pain level of "8." 
8/1/18 at 8:45 a.m. - pain level of "7." 
8/1/18 at 2:28 p.m. - pain level of "8." 
8/2/18 at 1:14 p.m. - pain level of"?." 
8/2/18 at 9:00 p.m. - pain level of "8." 
8/3/18 at 6:44 p.m. - pain level of "6." 
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8/4/18 at 8:14 a.m. - pain level of "8." 
8/4/18 at 8:33 p.m. - pain level of "5." 
8/5/18 at 1:51 p.m. - pain level of"6." 
8/5/18 at 9:02 p.m. - pain level of "4." 
8/6/18 at 5:25 a.m. - pain level of "3." 
8/6/18 at 7:35 p.m. - pain level of "4." 
8/7/18 at 12:59 a.m. - pain level of"0." 
8/7/18 at 4:54 p.m. - pain level of "8." 
8/8/18 at 12:32 p.m. - pain level of "7." 
8/8/18 at 2:26 p.m. - pain level of "8." 

The comprehensive care plan dated, 8/2/18, 
documented in part, "Focus: (Resident #190) has 
complaints of chronic pain r/t DJD (degenerative 
joint disease - any of several conditions that lead 
to progressive loss of function, of the joints) (4) -
L (left) shoulder, L knee, and back pain." The 
"Interventions" documented in part, "Administer 
analgesia as per orders. Give 1/2 hour before 
treatments or care. (Resident #190) prefers to 
have pain controlled by (tramadol and 
hydrocodone prn [as needed])." 

An interview was conducted with LPN (licensed 
practical nurse) #6 on 8/8/18 at 2:55 p.m. LPN #6 
was asked how staff know which medication to 
administer if a resident has orders for two pain 
medications. LPN #6 stated, "I will ask them to 
rate the pain on the pain scale. If it's a 8, 9, 10, I'll 
go to the stronger medication. Many times it's in 
the order." LPN #6 was asked what process is 
followed if the pain medication orders do not 
include parameters indicating which medication 
should be administered. LPN #6 stated, "I just 
had that happen today. I would start with the 
tramadol and then go to the more potent 
medication. With him (Resident #190), the 
tramadol hasn't been effective and he rated his 
pain as an eight. I work with him pretty regularly; I 
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went with the medication that would be effective 
for him." LPN #6 was asked if a nurse could 
make the decisions as to which pain medication 
to give if it is not in the physician's orders. LPN #6 
staled, "If I have two valid orders, based on the 
resident's vital signs, how's he presenting and the 
signs and symptoms he's exhibiting; I believe it is 
in my scope of practice to do that." 

An interview was conducted with RN (registered 
nurse) #1 on 8/8/18 at 2:59 p.m. RN #6 was 
asked how staff know which medication to 
administer if a resident has orders for two pain 
medications. RN #1 stated, "It should be spelled 
out in the orders for what pain level, 1-5 give one 
medication or 6-10 give another medication." 
When asked if it's in the nurse's scope of practice 
to decide which medication to administer if there 
is nothing in the order to direct the nurse, RN #1 
stated, "No. If a resident has an order for Vicodin 
(hydrocodone with acetaminophen) and 
Tramadol, I can ask the resident which works 
better but it really should be spelled out in the 
orders." 

ASM #1, the administrator and ASM #2, the 
director of nursing, were made aware of the 
above concern on 8/8/18 at 6:01 p.m. 

On 8/9/18 at 1:13 p.m. administrative staff 
member (ASM) #1, the administrator, stated the 
facility uses their policies and Fundamentals of 
Nursing by Lippincott as their standard of 
practice. 

A policy on clarifying physician orders was 
requested on 8/9/18 at 1:15 p.m. from the 
administrator. At approximately 5:00 p.m., the 
administrator stated they did not have a policy on 
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clarifying physician orders. 

According to Fundamentals of Nursing, 5th 
edition, Lippincott, Williams & Wilkins, 
documented, "Always clarify with the prescriber 
any medication order that is unclear or seems 
inappropriate." 

(1) Barron's Dictionary of Medical Terms for the 
Non-Medical Reader, 5th edition, Rothenberg and 
Chapman, page 257. 
(2) This information was obtained from the 
following website: 
https://www.ncbi.nlm.nih.gov/pubmedhealth/PMH 
TOO 10590/?report=details. 
(3) This information was obtained from the 
following website: 
https://www.ncbi.nlm.nih.gov/pubmedhealth/PMH 
TOO 12486/?report=details. 
(4) Barron's Dictionary of Medical Terms for the 
Non-Medical Reader, 5th edition, Rothenberg and 
Chapman, page 157. 

F 684 Quality of Care 
SS=D CFR(s): 483.25 

§ 483.25 Quality of care 
Quality of care is a fundamental principle that 
applies to all treatment and care provided to 
facility residents. Based on the comprehensive 
assessment of a resident, the facility must ensure 
that residents receive treatment and care in 
accordance with professional standards of 
practice, the comprehensive person-centered 
care plan, and the residents' choices. 
This REQUIREMENT is not met as evidenced 
by: 
Based on observation, staff interview, facility 

document review and clinical record review, it 
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was determined that the facility staff failed to 
maintain residents' highest level of wellbeing in 
accordance with professional standards of care 
for two of 37 residents in the survey sample, 
Residents #42 and #49. 

1. The facility staff failed to implement speech 
therapy recommendations for Resident #42's 
swallowing precautions. 

2a. The facility staff failed to administer Resident 
#49's medication Carvedilol (1) per physician's 
order on 05/01/18, 05/25/18, 07/31/18 and 
08/01/18. 

2b. The facility staff failed to obtain Resident # 
49's blood pressure for the administration of 
Carvedilol on 06/24/18. 

The findings include: 

1. The facility staff failed to implement speech 
therapy recommendations for Resident #42's 
swallowing precautions. 

Resident #42 was admitted to the facility on 
9/29/16. Resident #42's diagnoses included but 
were not limited to Alzheimer's disease (1 ), major 
depressive disorder and anxiety disorder. 
Resident #42's most recent MOS (minimum data 
set), a significant change in status assessment 
with an ARD (assessment reference date) of 
6/20/18, coded the resident's cognition as 
severely impaired. Section G coded Resident 
#42 as requiring extensive assistance of one staff 
with eating. 

Resident #42's comprehensive care plan initiated 
on 10/7 /16 documented, "(Name of Resident #42) 
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admission or agreement by the provider 
with the statement of deficiencies. The 
plan of correction is prepared and/or 
executed because it is required by 
provision of Federal and State regulations. 

Resident #42: Unable to correct 
implementing speech therapy 
recommendations on 8/8/18. Educated 
staff member on Speech therapy 
recommendations on 8/9/18. 

Resident #49: Unable to correct failing to 
administer blood pressure medication on 
5/1/18, 5/25/18, 7/31/18, and 8/1/18. 
Educated licensed nurse on omission(s) 
on 8/8/18. 

Resident #49: Unable to correct the failure 
to obtain blood pressure prior to 
administration of blood pressure 
medication on 6/24/18. Educated licensed 
nurse on omission(s) on 8/9/18. 

Any resident that has speech therapy 
recommendation and/or swallowing 
difficulties has the potential to be affected. 
All residents taking blood pressure 
medication have the potential to be 
affected. 

All staff will be educated regarding 
following speech therapy 
recommendations. All licensed nurses will 
be educated on the requirement to follow 
physician_,s orders regarding blood 
pressure medication parameters, when to 
hold medications and when to obtain and 
record blood pressure reading prior to 
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has need for mechanically altered food and fluids 
r/t (related to) swallowing difficulties (hx CVA 
[history of cerebrovascular accident-
stroke]) ... Speech recommendations, see inside 
closet door for the most current 
recommendations ... " 

A speech therapy screening dated 3/1/17 
documented, "Pocketing MS (mechanical soft) 
meat; excessive and effort for muscle chew
downgrade diet to pureed. Dependent for 
feeding ... " 

A document dated 6/27/17 and titled, 
"SWALLOWING PRECAUTIONS" located inside 
Resident #42's closet door documented, 
"LIQUIDS: All liquids allowed." A check mark was 
documented beside, "Upright at 90 degrees for 
p.o. (by mouth) intake." 

On 8/8/18 at 8:24 a.m., LPN (licensed practical 
nurse) #7 was observed giving Resident #42 a 
supplemental beverage with a straw. Resident 
#42 was in bed and the head of the bed was 
elevated at 45 degrees. LPN #7 placed the straw 
to Resident #42's mouth and the resident took 
sips of the beverage. While LPN #7 was 
assisting Resident #42 with the beverage, a CNA 
(certified nursing assistant) entered the room. 
LPN #7 removed the beverage from Resident 
#42's mouth. The CNA lowered the head of 
Resident #42's bed. The CNA and LPN #7 
repositioned Resident #42 then the CNA elevated 
the head of the bed to 30 degrees. LPN #7 
proceeded to give Resident #42 more sips of the 
beverage while the head of the bed was 
positioned at 30 degrees. 

On 8/8/18 at 11:53 a.m., an interview was 
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conducted with OSM (other staff member) #12 (a 
speech therapist). OSM #12 stated she had not 
worked with Resident #42. OSM #12 was asked 
to read the speech therapy screening dated 
3/1 /17 and describe what the screening meant. 
OSM #12 read the screening and stated per the 
screening, Resident #42 was pocketing food and 
presented with delayed chewing. When asked to 
explain the swallowing precautions, OSM #12 
stated the swallowing precautions are standards 
used for anyone who is dependent for feeding. 
OSM #12 stated there is a standard that anyone 
who is dependent for feeding should be 
positioned at 90 degrees (if possible) when being 
assisted with foods and liquids. When asked to 
explain the risks for a dependent resident who is 
given liquids while he is positioned at 30 degrees, 
OSM #12 stated the risks would depend on the 
resident's diagnoses and if the resident had a 
history of aspiration pneumonia (2). Review of 
Resident #42's clinical record failed to reveal a 
history of aspiration pneumonia. 

On 8/8/18 at 4:37 p.m., an interview was 
conducted with LPN #5. LPN #5 was asked the 
facility process for following speech therapy 
recommendations. LPN #5 stated, "She (the 
speech therapist) recommends you notify the 
doctor. If they write orders, you implement." 
When asked if the recommendations should be 
followed even if there is not a physician's order, 
LPN #5 stated, 'Yes." 

On 8/8/18 at 6:13 p.m., ASM (administrative staff 
member) #1 (the administrator) and ASM #2 (the 
director of nursing) were made aware of the 
above concern. 

The facility policy titled, "Therapy Screenings" 
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documented, "Purpose: To provide guidelines for 
therapy staff to assess all patients and residents 
for therapy needs on a regular basis. To 
formalize the manner in which appropriate 
patients are referred for Therapy treatment." The 
policy did not document information regarding 
nurses following speech therapy 
recommendations. 

No further information was presented prior to exit. 

(1) "Alzheimer's disease (AD) is the most 
common form of dementia among older people. 
Dementia is a brain disorder that seriously affects 
a person's ability to carry out daily activities." 
This information was obtained from the website: 
https://vsearch.nlm.nih.gov/vivisimo/cgi-bin/query
meta?v%3Aproject=medlineplus&v%3Asources= 
medlineplus-bundle&query=alzheimers+disease& 
_ga=2.59104493.193292090.1533897219-13912 
0270.1477942321 

(2) "Pneumonia is a breathing condition in which 
there is swelling or an infection of the lungs or 
large airways. 
Aspiration pneumonia occurs when food, saliva, 
liquids, or vomit is breathed into the lungs or 
airways leading to the lungs, instead of being 
swallowed into the esophagus and stomach." 
This information was obtained from the website: 
https://medlineplus.gov/ency/article/000121.htm 

2a. The facility staff failed to administer Resident 
#49's medication Carvedilol (1) per physician's 
order on 05/01/18, 05/25/18, 07/31/18 and 
08/01/18. 

Resident# 49 was admitted to the facility on 
03/02/18 with diagnoses that included but were 
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not limited to hypertension (2), dementia without 
behavioral disturbance, (3), diabetes mellitus (4), 
and depressive disorder (5). 

Resident# 49's most recent MOS (minimum data 
set), an admission assessment with an ARD 
(assessment reference date) of 06/28/18, coded 
Resident# 49 as scoring an ( 11) eleven on the 
brief interview for mental status (BIMS) of a score 
of O - 15, ( 11) eleven - being cognitively intact for 
making daily decisions. Resident# 49 was coded 
as requiring extensive assistance of one staff 
member for activities of daily living. 

The POS (physician's order sheet) for Resident # 
49 dated March 2018 documented, "Carvedilol 
Tablet 12.5 MG (milligrams). Give 1 (one) tablet 
by mouth two times a day for HTN (hypertension). 
HOLD FOR SBP (systolic blood pressure) < (less 
than) 100. Start Date: 03/20/2018." 

The POS (physician's order sheet) for Resident# 
49 dated August 2018 documented, "Carvedilol 
Tablet 6.25 MG (milligrams). Give 1 (one) tablet 
by mouth two times a day for HTN (hypertension). 
HOLD FOR SBP (systolic blood pressure) < (less 
than) 100. Order Date: 06/01/2018. Start Date: 
06/01/2018." 

The eMAR (electronic medication administration 
record) for Resident# 49 dated May 2018 
documented the above physician's order for 
Carvedilol Tablet 12.5 MG (milligrams). Further 
review of the eMAR revealed the number four on 
05/01/18 at 5:00 p.m., indicating Resident# 49's 
Carvedilol was not administered on 05/01/18 at 
5:00 p.m. with a SBP of 119. The eMAR also 
documented the number nine on 05/25/18 at 5:00 
p.m. for a SBP of 100. The "Chart Codes/Follow 
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Up Codes" on the eMAR documented, "9 (nine) = 
Other/See Nurse's Notes." 

The nurse's notes for Resident # 49 dated 
05/25/18 documented, "Carvedilol Tablet 12.5 
MG. Give 1 (one) tablet by mouth two times a 
day for HTN (hypertension). HOLD FOR SBP 
(systolic blood pressure) < (less than) 100. Med 
(medication) held SBP 100/60 (one hundred over 
sixty)." 

Further review of the May 2018 eMAR revealed a 
check mark on 05/21/18 at 5:00 p.m., indicating 
Resident# 49 was administered Carvedilol on 
05/21/18 at 5:00 p.m. with a SBP of 98. 

The eMAR (electronic medication administration 
record) for Resident# 49 dated June 2018 
documented the above physician order for 
Carvedilol Tablet 6.25 MG (milligrams). Further 
review of the eMAR revealed a check mark on 
06/30/18 at 9:00 a.m. indicating Resident# 49 
was administered Carvedilol on 06/30/18 at 
9:00a.m., with a SBP of 94 and at 9:00 p.m. with 
a SBP of 94. Further review of the eMAR 
revealed a check mark on 07/12/18 at 9:00 p.m. 
indicating Resident# 49 was administered 
Carvedilol on 07/12/18 at 9:00 p.m. with a SBP of 
98. 

The eMAR (electronic medication administration 
record) for Resident# 49 dated July 2018 
documented the above orders for Carvedilol 
Tablet 6.25 MG (milligrams). Further review of 
the eMAR documented the number five on 
07/31/18 at 9:00 a.m. and no documentation of a 
SBP and at 9:00 p.m. for a SBP of 100. The 
"Chart Codes/Follow Up Codes" on the eMAR 
documented, "5 (five)= Hold/See Nurse's Notes." 
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The facility's "Weights and Vitals Summary" for 
Resident# 49 documented, "07/31/2018 20:48 
(8:48 p.m.) 100/25 (one hundred over fifty-two)." 

The nurse's notes for Resident# 49 dated 
07/31/18 at 11: 18 a.m. documented, "Carvedilol 
Tablet 12.5 MG. Give 1 (one) tablet by mouth two 
times a day for HTN (hypertension). HOLD FOR 
SBP (systolic blood pressure) < (less than) 100. 
hold." Further review of the nurse's notes for 
Resident # 49 dated 07 /31 /18 failed to evidence 
documentation of Carvedilol being held at 9:00 
p.m." 

The eMAR (electronic medication administration 
record) for Resident# 49 dated August 2018 
documented the above physician's orders for 
Carvedilol Tablet 6.25 MG (milligrams). Further 
review of the eMAR documented the number five 
on 08/01/18 at 9:00 p.m. for a SBP of 108. The 
"Chart Codes/Follow Up Codes" on the eMAR 
documented, "5 (five)= Hold/See Nurse's Notes." 

The nurse's notes for Resident# 49 dated 
08/01/18 at 11:18 a.m. documented, "Carvedilol 
Tablet 12.5 MG. Give 1 (one) tablet by mouth two 
times a day for HTN (hypertension). HOLD FOR 
SBP (systolic blood pressure) < (less than) 100. 
hold." Further review of the nurse's notes for 
Resident# 49 dated 08/01/18 failed to evidence 
documentation of Carvedilol being held at 9:00 
p.m." 

The comprehensive care plan for Resident# 49 
dated 03/22/2018 documented, "Focus. (Resident 
# 49) has altered cardiovascular status r/t (related 
to A-Fib (atrial fibrillation), CHF (congestive heart 
failure), Hypertension." Under 
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"Interventions/Tasks" it documented, "Administer 
medications as ordered. Monitor for 
effectiveness. Date initiated 03/22/2018. 
Revision on: 06/01/2018." 

On 08/09/18 at 10:18 a.m., an interview was 
conducted with RN (registered nurse)# 1. RN# 
1 was asked to review the eMARs dated May,. 
June, and July 2018 for Resident# 49. When 
asked about the medication Carvedilol not being 
administered to Resident# 49 on 05/01/18, 
05/25/18, 07/31/18 and 08/01/18 with systolic 
blood pressures at 100 and above, RN # 1 stated, 
"They should have been given." 

On 08/09/18 at approximately 12:35 p.m., ASM 
(administrative staff member)# 1, the 
administrator and ASM # 2, director of nursing 
were made aware of the findings. 

No further information was provided prior to exit. 

References: 
(1) Used to treat heart failure (condition in which 
the heart cannot pump enough blood to all parts 
of the body) and high blood pressure. It also is 
used to treat people who have had a heart attack. 
Carvedilol is often used in combination with other 
medications. Carvedilol is in a class of 
medications called beta-blockers. It works by 
relaxing blood vessels and slowing heart rate to 
improve blood flow and decrease blood pressure. 
This information was obtained from the website: 
https:!/medlineplus.gov/druginfo/meds/a697042.h 
tml. 

(2) High blood pressure. This information was 
obtained from the website: 
https:!/www.nlm.nih.gov/medlineplus/highbloodpr 
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(3) A loss of brain function that occurs with certain 
diseases. It affects memory, thinking, language, 
judgment, and behavior. This information was 
obtained from the website: 
https://medlineplus.gov/ency/article/000739.hlm. 

(4) A chronic disease in which the body cannot 
regulate the amount of sugar in the blood. This 
information was obtained from the website: 
https://www.nlm.nih.gov/medlineplus/ency/article/ 
001214.htm. 

(5) Depression may be described as feeling sad, 
blue, unhappy, miserable, or down in the dumps. 
Most of us feel this way at one lime or another for 
short periods. Clinical depression is a mood 
disorder in which feelings of sadness, loss, anger, 
or frustration interfere with everyday life for weeks 
or more. This information was obtained from the 
website: 
https://medlineplus.gov/ency/article/003213. htm. 

2b. The facility staff failed to obtain Resident # 
49's blood pressure for the administration of 
Carvedilol on 06/24/18. 

The eMAR (electronic medication administration 
record) for Resident# 49 dated June 2018 
documented, "Carvedilol Tablet 6.25 MG 
(milligrams). Give 1 (one) tablet by mouth two 
times a day for HTN (hypertension). Hold for 
SBP (systolic blood pressure) < (less than) 100. 
Start Date: 06/01/2018." Further review of the 
eMAR for 06/24/18 was blank. 

The facility's "Weights and Vitals Summary" for 
Resident # 49 failed to evidence a blood pressure 
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at 9:00 p.m. 

The nurse's notes for Resident# 49 dated 
06/24/18 failed to evidence a blood pressure or 
documentation of the medication being held or 
administered. 

The comprehensive care plan for Resident# 49 
dated 03/22/2018 documented, "Focus. (Resident 
# 49) has altered cardiovascular status r/t (related 
to A-Fib (atrial fibrillation), CHF (congestive heart 
failure), Hypertension." Under 
"Interventions/Tasks" it documented, "Vital signs 
as ordered. Notify physician of any abnormal 
readings. Date initiated 03/22/2018. Revision on: 
03/22/2018." 

On 08/09/18 at 10:18 a.m., an interview was 
conducted with RN (registered nurse)# 1. RN# 
1 was asked to review the eMARs dated May 
June and July 2018 for Resident# 49. When 
asked about the blank of the June eMAR dated 
06/24/18 RN# 1 stated, "If it is blank it means 
there was no documentation and the medication 
wasn't given." 

On 08/09/18 at approximately 12:35 p.m., ASM 
(administrative staff member) # 1, the 
administrator and ASM # 2, director of nursing 
were made aware of the findings. 

No further information was provided prior to exit. 

F 686 TreatmenUSvcs to PrevenUHeal Pressure Ulcer 

SS=D CFR(s): 483.25(b)(1 )(i)(ii) 

§483.25(b) Skin Integrity 
§483.25(b)(1) Pressure ulcers. 
Based on the comprehensive assessment of a 
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resident, the facility must ensure that-
(i) A resident receives care, consistent with 
professional standards of practice, to prevent 
pressure ulcers and does not develop pressure 
ulcers unless the individual's clinical condition 
demonstrates that they were unavoidable; and 
(ii) A resident with pressure ulcers receives 
necessary treatment and services, consistent 
with professional standards of practice, to 
promote healing, prevent infection and prevent 
new ulcers from developing. 
This REQUIREMENT is not met as evidenced 
by: 
Based on staff interview, facility document 

review, and clinical record review, it was 
determined that facility staff failed to provide care 
and services to promote the healing of a pressure 
ulcer for Resident #16. 

The facility staff failed to provide wound treatment 
to Resident #16's pressure sore as ordered by 
the physician on 8/6/18. 

The findings include: 

Resident #16 was admitted to the facility on 
5/10/18, with a most recent readmission of 
7 /26/18, with diagnoses that included but were 
not limited to: altered mental status (confusion) 
(1 ), acute respiratory infection, ataxia (trouble 
coordinating movements), (2), high blood 
pressure, muscle weakness, diabetes, difficulty 
swallowing, a pressure ulcer of the sacrum (areas 
of damaged skin caused by staying in one 
position for too long.) (3), and hydrocephalus (a 
problem with the flow of the fluid that surrounds 
the brain. This fluid is called the cerebrospinal 
fluid, or CSF. The fluid surrounds the brain and 
spinal cord and helps cushion the brain. Too 
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Preparation and/or execution of this plan 
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provision of Federal and State regulations. 

Wound care was provided as per 
physician order for Resident #16 on 
8/9/18. 

All residents with pressure ulcer/injuries 
are at risk for this deficient practice. 

Nursing staff will be educated on the 
importance of wound care proper 
documentation of the wound treatment 
process. 

The Nurse Manager or designee will audit 
100% residents with pressure wounds 
weekly x4, then 50% bi-weekly x2, then 
25% monthly x3 to ensure treatment was 
completed as ordered. Results of audits 
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much CSF puts pressure on the brain. This 
pushes the brain up against the skull and 
damages brain tissue.) (4). 

The most recent MOS (minimum data set) 
assessment, a five day Medicare assessment, 
with an assessment reference date of 8/2/18, 
coded the resident as scoring a "4" on the BIMS 
(brief interview for mental status) score, indicating 
he has severe cognitive impairment for daily 
decision making. The resident was coded as 
requiring extensive assistance of at least one or 
more staff members for bed mobility, transfers, 
locomotion on and off the unit, dressing, eating, 
toileting, and personal hygiene. In Section M -
Skin conditions, the resident was coded as 
having one or more unhealed pressure ulcers, 
which were not present in the prior assessment, 
during the look back period. 

The admission nursing note dated 7 /26/18 at 
10:27 p.m., documented in part, "Small open area 
on sacrum and left buttock. No drainage noted 
[sic] Venalex oint [ointment] (wound dressing 
ointment that helps to deodorize and protectively 
cover pressure wounds) (5) applied and covered 
with foam patch." 

A telephone physician order dated 7/26/18, 
documented in part "Weekly skin assessment 
every day shift [sic] every Thu (Thursday) for 7-3 
(day shift) assessment." 

The physician's note dated 7/28/18 at 5:53 p.m. 
documented in part, "Sacral wound: wound care." 

The "Weekly Wound Notes" dated 8/1/18 at 3:12 
p.m., documented in part, "Left buttock: Wound 
bed 100% (percent) yellow slough, edges defined 
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and reported at QAPI monthly for three 
months then quarterly thereafter. 
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and intact. Left buttock (unstageable) pressure 
injury, cleanse w/NS (with normal saline), apply 
Santyl (an ointment that assists in the dissolving 
of dead wound tissue) (6) to wound bed and 
cover with foam dressing. Change daily." 

The physician's order dated 8/2/18 documented 
in part, "Left buttock (unstageable) pressure 
injury, cleanse w/NS, apply Santyl to wound bed 
and cover with foam dressing. Change daily 
every day shift." 

A review of the August 2018 TAR (treatment 
administration record), documented that the 
wound care, as ordered, was provided on 8/3/18, 
8/4/18, 8/5/18, 8/7/18 and 8/8/18. The TAR did 
not have any check marks or initial for 8/6/18. 

An interview was conducted with LPN (licensed 
practical nurse) #1 on 8/9/18 at 9:05 a.m. LPN 
#1 was asked to describe the wound care 
process. She stated in part, "Open a skin 
assessment, then stage the ulcer, notify the 
doctor, notify the family, consult with wound 
doctor." When asked if the wound care should 
be documented, LPN #1 stated, "Yes." The 
August 2018 TAR was shown to LPN #1, and she 
was asked about the blanks for wound care on 
8/6/18. LPN #1 stated, "Either they (the nurse) 
forgot to document it or it was not done." 

An interview was conducted with RN (registered 
nurse) #1 on 8/09/18 and 9: 15 a.m. RN #1 
stated, "On admit a skin assessment is done. If 
there is a wound, the wound care protocol/policy 
is put into place. Then when wound care doctor 
comes in [per RN #1, he comes in every 
Wednesday], the wound is assessed and the 
wound care doctor sends in his notes which are 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:61YJ11 

PRINTED: 10/02/2018 
FORM APPROVED 

0MB NO 0938-0391 

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED A. BUILDING _______ _ 

B. WING _________ _ 

ID 
PREFIX 

TAG 

STREET ADDRESS, CITY, STATE, ZIP CODE 

360 HOSPITAL DRIVE 

WARRENTON, VA 20186 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

F 686 

C 

08/09/2018 

(XS) 
COMPLETION 

DATE 

Facility ID: VA0261 If continuation sheet Page 133 of 204 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 

CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER: 

495233 

NAME OF PROVIDER OR SUPPLIER 

FAUQUIER HEALTH REHABILITATION & NURSING CENTER 

(X4) ID 
PREFIX 

TAG 

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

F 686 Continued From page 133 

scanned into the [resident's] medical record." 
The August 2018 TAR was shown to RN #1. RN 
#1 was asked if the treatment was performed as 
ordered on 8/6/18. RN #1 stated, "If is not 
documented it was not done ... if the treatment 
cannot be done for some reason, the nurse 
should document in the nursing notes the reason 
it was not done. In addition, if it is not done, the 
nurse should contact the family and the doctor." 
RN #1 was asked if the treatment was not 
provided would that be considered not following 
the physician's order. RN #1 stated, "Yes, if the 
treatment is not done the nurse is not following 
the doctor's orders." 

A review of the care plan, with a most recent 
revision date of 8/3/18, documents in part, 
"Focus: [Resident #16's name] has an US, 
(unstageable) (sores covered in dead skin that is 
yellow, tan, green, or brown. The dead skin 
makes it hard to tell how deep the sore is. This 
type of sore is "unstageable.") (7), pressure ulcer 
to his L (left) buttock". Interventions documented 
in part, "Administer treatment as ordered and 
monitor for effectiveness." 

ASM (administrative staff member) #1, the 
administrator, and ASM #2, the director of 
nursing, were made aware of the above findings 
on 8/9/18 at 12:32 p.m. 

A review of the facility's "Skin and Wound Care" 
policy documents in part, "Upon assessment and 
identification of a pressure ulcer or wound, 
treatment orders are obtained, transcribed to 
EMAR (electronic medication administration 
record) and implemented ... Documentation will be 
completed in the progress notes". 
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On 8/9/18 at 3:35 p.m., ASM #2 stated she had 
spoken with the nurse who was responsible for 
doing the treatment on 8/6/18. Per ASM #2, "she 
[LPN #7], stated she did not do it." 

No further information was obtained prior to exit. 

1) This information was obtained from the 
National Institutes of Health at 
https://medlineplus.gov/ency/article/003205.htm 

2) This information was obtained from the 
National Institutes of Health at 
https://medlineplus.gov/friedreichsataxia.html 

3) This information was obtained from the 
National Institutes of Health at 
https://medlineplus.gov/pressuresores.html 

4) This information was obtained from the 
National Institutes of Health at 
https://medlineplus.gov/ency/article/001571. htm 

5) This information was obtained from the 
National Institutes of Health at 
https://dailymed.nlm.nih.gov/venalex 

6) This information was obtained from the 
National Institutes of Health at 
https://www.ncbi.nlm.nih.gov/pubmed/19918145 

7) This information was obtained from the 
National Institutes of Health at 
https://medlineplus.gov/ency/patientinstructions/0 
00740.htm 
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§483.25(b)(2) Foot care. 
To ensure that residents receive proper treatment 
and care to maintain mobility and good foot 
health, the facility must: 
(i) Provide foot care and treatment, in accordance 
with professional standards of practice, including 
to prevent complications from the resident's 
medical condition(s) and 
(ii) If necessary, assist the resident in making 
appointments with a qualified person, and 
arranging for transportation to and from such 
appointments. 
This REQUIREMENT is not met as evidenced 
by: 
Based on observation, resident interview, staff 

interview, facility document review and clinical 
record review, it was determined that the facility 
staff failed to provide foot care for one of 37 
residents in the survey sample, Resident #27. 

The facility staff failed to ensure Resident #27's 
toenails were trimmed. 

The findings include: 

Resident #27 was admitted to the facility on 
5/24/18. Resident #27's diagnoses included but 
were not limited to diabetes, heart failure and 
high blood pressure. Resident #27's most recent 
MDS (minimum data set), an admission 
assessment with an ARD (assessment reference 
date) of 5/31/18, coded the resident as being 
cognitively intact. 

Resident #27's comprehensive care plan initiated 
5/28/18 documented, "(Name of Resident #27) 
has Diabetes Mellitus ... Refer to podiatrist/foot 
care nurse to monitor/document foot care needs 
and to cut long nails ... " 
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Preparation and/or execution of this plan 
of correction does not constitute 
admission or agreement by the provider 
with the statement of deficiencies. The 
plan of correction is prepared and/or 
executed because it is required by 
provision of Federal and State regulations. 

Resident #27: Director of Nursing 
trimmed nails of resident #27 on 8/8/18. 
Podiatrist saw resident on 8/23/18. 

All residents have the potential to be 
affected. 

Nursing staff will be educated regarding 
the assessment of nails during weekly 
skin assessments, nail care, podiatry 
consult process and follow-up with visit 
information scanned into resident chart. 
Consults with podiatrist to be scheduled 
monthly. Medical records will ensure 
podiatry consult notes are scanned in to 
EMR. 
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Review of Resident #27's clinical record failed to 
reveal a podiatry consult. 

On 8/8/18 at 8:50 a.m., LPN (licensed practical 
nurse) #7 was observed applying medicated 
cream on Resident #27's legs. Resident #27 
removed his shoes. The resident's right first, 
second, third and fifth toenails were grown out 
approximately 0.25 inch from the tip of the 
resident's toes. Resident #27's right fourth 
toenail was grown out approximately 0.5 inch 
from the tip of the resident's toe. The left second 
and third toenails were grown out approximately 
0.25 inch from the tip of the resident's toes. LPN 
#7 was asked if Resident #27's toenails needed 
to be cut. LPN #7 stated, "I think a little on the 
right foot and yes on the left foot." Resident #27 
stated he had not seen a podiatry since his 
admission and his toenails really needed to be cut 
but he thought the podiatrist was coming this 
Saturday. LPN #7 was asked how staff ensures 
residents receive toenail care. LPN #7 stated 
normally the CNAs (certified nursing assistants) 
cut residents' toenails but she would look into a 
podiatry consult for Resident #27. When asked 
how often the podiatrist comes to the facility, LPN 
#7 stated she had been employed at the facility 
for four or five weeks and she had not seen a 
podiatrist. 

On 8/8/18 at 4:37 p.m., an interview was 
conducted with LPN #5. LPN #5 was asked the 
facility process for ensuring residents receive 
toenail care. LPN #5 stated, "We will trim on 
shower days and there is also a podiatry book, 
especially for diabetics." LPN #5 did not know 
how often the podiatrist comes to the facility. 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:61YJ11 

PRINTED: 10/02/2018 
FORM APPROVED 

0MB NO 0938-0391 
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 

COMPLETED A. BUILDING _______ _ 

B. \MNG _________ _ 

ID 
PREFIX 

TAG 

STREET ADDRESS, CITY, STATE, ZIP CODE 

360 HOSPITAL DRIVE 

WARRENTON, VA 20186 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

F 687 

Director of nursing or designee will audit 
podiatry consults monthly to ensure nail 
care is provided and podiatrist 
documentation is noted in EMR. Results 
of audits will be reviewed for patterns 
and/or trends and reported at QAPI 
monthly for three months then quarterly. 

Corrective actions to be completed by 
9/21/18. 
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On 8/8/18 at 6:13 p.m., ASM (administrative staff 
member) #1 (the administrator) and ASM #2 (the 
director of nursing) were made aware of the 
above concern. 

On 8/9/18 at 12:50 p.m., ASM #2 stated she cut 
Resident #27's toenails. 

The facility policy titled, "Bathing" documented, 
"14. Care of finger and toenails is part of the bath. 
Be certain nails are clean. If toenails would be 
difficult, advise Charge Nurse. Charge Nursing or 
Podiatrist will cut toenails ... " 

No further information was presented prior to exit. 
F 689 Free of Accident Hazards/Supervision/Devices 
SS=D CFR(s): 483.25(d)(1)(2) 

§483.25(d) Accidents. 
The facility must ensure that -
§483.25(d)(1) The resident environment remains 
as free of accident hazards as is possible; and 

§483.25(d)(2)Each resident receives adequate 
supervision and assistance devices to prevent 
accidents. 
This REQUIREMENT is not met as evidenced 
by: 
Based on observation, staff interview, facility 

document review and clinical record review, it 
was determined that the facility staff failed to 
maintain a safe environment for two of 37 
residents in the survey sample, Residents #69 
and #81. 

1. The facility staff failed to secure a bottle of 
maximum strength antacid liquid in Resident 
#69's room and the resident was not approved for 
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of correction does not constitute 
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with the statement of deficiencies. The 
plan of correction is prepared and/or 
executed because it is required by 
provision of Federal and State regulations. 

A medication self-administration 
assessment was completed with resident 
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medication self-administration. 

2. The facility staff failed to utilize a medical 
grade surge protector for Resident# 81 's medical 
equipment. 

The findings include: 

1. The facility staff failed to secure a bottle of 
maximum strength antacid liquid in Resident 
#69's room and the resident was not approved for 
medication self-administration. 

Resident #69 was admitted to the facility on 
5/2/16. Resident #69's diagnoses included but 
were not limited to dementia (1 ), anxiety disorder 
and high blood pressure. Resident #69's most 
recent MOS (minimum data set), a quarterly 
assessment with an ARD (assessment reference 
date) of 7/16/18, coded the resident as being 
cognitively intact. Section G coded Resident #69 
as requiring supervision with bed mobility, 
transfers and walking. 

Review of Resident #69's clinical record revealed 
a self-medication administration assessment 
dated 2/2/17 that documented, 
"A. THE RESIDENT 
1. Can state the name, dose, times, strength, and 
frequency of his/her medication- No. 
2. Can recognize all of his/her medications- No. 
3. Can read the prescription label (including 
his/her name & drug information) - No. 
4. Can state common side effects of medications
No. 

5. Can state and measure proper dosage- No. 
6. Can demonstrate secure storage in room- No. 
7. Can demonstrate proper handwashing 

technique before & after administration- No. 
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#69 on 8/9/18. Resident was not approved 
to self-medicate. Medication removed 
from room. 
On 8/9/18, maintenance staff corrected 
the issue by removing the surge protector 
in Resident #81 r:ls room. Medical 
equipment was plugged into red plug 
outlet powered by emergency generator in 
the event of a power failure. 

All residents have the potential to be 
affected by this deficient practice. 

Nursing staff will be educated on 
self-administration assessment process 
and requirement to ensure a safe 
environment to include ensuring 
medications are not kept at bedside and 
any medications that family brings in 
requires a physician order. 
EVS and nursing staff will be educated on 
the requirement that all medical 
equipment be plugged into red outlet or 
medical grade surge protector. All 
non-medical grade surge protectors will 
be removed and replaced with medical 
grade surge protectors as needed. 

Nurse manager or designee will audit 5 
rooms per week x 4 weeks, and then 
monthly to ensure medications are not 
found at bedside. EVS Supervisor or 
designee will conduct room inspections of 
10 resident rooms weekly x4, then 
monthly x 3. Results of audits will be 
reviewed for patterns and/or trends and 
reported at QAPI monthly for three 
months then quarterly thereafter 
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8. Reviewed by Interdisciplinary Team on: 
02/02/2017 00:00 
9. Approved for Self-Administration of 
Medications- No." 

No further self-medication administration 
assessments were in Resident #69's clinical 
record. 

Review of Resident #69's, current physician's 
orders on 8/7/18 failed to reveal an order for 
antacid liquid. 

On 8/7/18 at 1:45 p.m. and 3:34 p.m., a bottle of 
generic maximum strength (400 milligrams) 
antacid liquid was observed on Resident #69's 
dresser. 

On 8/7/18 at 3:34 p.m., an interview was 
conducted with Resident #69. Resident #69 
stated her daughter had brought the antacid liquid 
to her. Resident #69 stated she gets heartburn at 
night so she takes "a swig" of the antacid liquid 
and it helps. 

On 8/8/18 at 2:39 p.m., the antacid liquid 
remained on Resident #69's dresser. 

On 8/8/18 at 4:37 p.m., an interview was 
conducted with LPN (licensed practical nurse) #5 
(a nurse who routinely cared for Resident #69). 
LPN #5 was asked what should be done if a 
resident has medication in his/her room. LPN #5 
stated, "You have to do a self-medication 
evaluation." When asked why, LPN #5 stated, 
"To see if he is able to administer the medication 
safely, he knows what it is, how to apply, make 
sure he is alert and oriented times three." LPN 
#5 was asked if antacid liquid was a medication. 
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LPN #5 stated it was. When asked if there is a 
facility process for ensuring residents do not have 
medications in their room (unless deemed safe), 
LPN #5 stated she looks for medications when 
she is in residents' rooms. LPN #5 was asked if 
she has ever noticed medication in Resident 
#69's room. LPN #5 stated, "I swear I saw 
something but I can't remember what it was 
because her daughter brings stuff in and I have to 
watch for it." LPN #5 was made aware of this 
surveyor's observations. LPN #5 stated she had 
not worked at the facility for the last week. When 
asked if nurses should be looking for medications 
in residents' rooms, LPN #5 stated, "Yes." 
Resident #69's self-medication administration 
assessment was reviewed with LPN #5 and LPN 
#5 was asked if antacid liquid should be in the 
resident's room. LPN #5 stated, "Absolutely not. 
I will reassess." 

Resident #69's comprehensive care plan initiated 
on 5/4/16 failed to document information 
regarding the resident's daughter bringing 
medication to the resident. 

On 8/8/18 at 6:13 p.m., ASM (administrative staff 
member) #1 (the administrator) and ASM #2 (the 
director of nursing) were made aware of the 
above concern. 

On 8/9/18 at 2:00 p.m., ASM #2 provided a 
self-medication administration assessment 
completed for Resident #69 on 8/9/18. The 
assessment documented Resident #69 was not 
approved for self-administration of medications. 

The facility policy titled, "Medication 
Administration" documented, "Patients Own 
Medications (POM) (Non-Formulary Only): 1. In 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:61YJ11 

PRINTED: 10/02/2018 
FORM APPROVED 

0MB NO 0938-0391 
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 

COMPLETED A. BUILDING _______ _ 

B. WING _________ _ 

ID 
PREFIX 

TAG 

STREET ADDRESS, CITY, STATE, ZIP CODE 

360 HOSPITAL DRIVE 

WARRENTON, VA 20186 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

F 689 

C 

08/09/2018 

(XS) 

COMPLETION 
DATE 

Facility ID: VA0261 If continuation sheet Page 141 of 204 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 

CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER: 

495233 

NAME OF PROVIDER OR SUPPLIER 

FAUQUIER HEALTH REHABILITATION & NURSING CENTER 

(X4) ID 
PREFIX 

TAG 

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

F 689 Continued From page 141 

general, medications are not left at the bedside. 
2. Medications brought from home by patients to 
the hospital- a. The medications, if not needed to 
be used by Pharmacy while the patient is 
in-house, are returned to the patient's family, at 
the time of admission, if possible. b. If there is no 
family member present, medications are placed 
in a bedside bag, sealed in front of the patient, 
labeled with the patient's name, patient's room 
number and sent to Pharmacy, with 
documentation made in the medical record. c. At 
time of discharge, it is the nurse's responsibility to 
call Pharmacy to retrieve the medications, return 
them to patient, and document. d. A physician's 
order is required when patient's own medication 
for a non-formulary drug is to be used. The 
medications must be inspected by a staff 
pharmacist to determine the drug name, strength, 
and dosage form, matches the in-house chart 
order, and that the medication contained within 
the patient's prescription bottle matches the label 
on the bottle. The medications are secured either 
in the medication cart or if a controlled substance 
in (name of a medication dispensing machine) ... " 

No further information was presented prior to exit. 
2. The facility staff failed to utilize a medical 
grade surge protector for Resident# 81 's medical 
equipment. 

Resident# 81 was admitted to the facility on 
05/20/18 with a readmission on 06/27/18 with 
diagnoses that included but were not limited to 
hypertension (1 ), hemiplegia, (2), diabetes 
mellitus (3), and atrial fibrillation (4). 

Resident# 81's most recent MDS (minimum data 
set), a quarterly assessment with an ARD 
(assessment reference date) of0?/16/18, coded 
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Resident # 81 as scoring a (01) one on the brief 
interview for mental status (BIMS) of a score of 0 
- 15, (1) one - being severely impaired of 
cognition for making daily decisions. Resident# 
81 was coded as requiring extensive assistance 
of two staff members for activities of daily living. 

On 08/07 /18 at approximately 11 :40 a.m., an 
observation of Resident# 81 room revealed she 
was not in the room. Further observation of the 
room revealed a multi-outlet surge protector on 
the floor, under the head of the bed, and plugged 
into the electrical wall outlet. Observation of the 
multi-outlet surge protector revealed Resident# 
81's hospital bed and tube feeding pump were 
plugged into the multi-outlet surge protector. 

On 08/08/18 at approximately 8:30 a.m., an 
observation of Resident# 81 room revealed she 
was lying in her bed. Further observation of the 
room revealed a multi-outlet surge protector on 
the floor, under the head of the bed and plugged 
into the electrical wall outlet. Observation of the 
multi-outlet surge protector revealed Resident# 
81 's hospital bed and tube feeding pump were 
plugged into the multi-outlet surge protector. 

On 08/09/18 at approximately 7:35 a.m., an 
observation of Resident# 81 room revealed she 
wasl0nginherbed. Further observation of the 
room revealed a multi-outlet surge protector on 
the floor, under the head of the bed and plugged 
into the electrical wall outlet. Observation of the 
multi-outlet surge protector revealed Resident# 
81 's hospital bed and tube feeding pump were 
plugged into the multi-outlet surge protector. 

On 08/09/18 at approximately 7:25 a.m., an 
interview was conducted with OSM ( other staff 
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member) # 3, environmental technician. When 
asked if the surge protector for Resident# 81 
was medical grade OSM # 3 stated he wasn't 
sure. OSM # 3 was asked to obtain additional 
information about the surge protector. At 
approximately 12:00 p.m., OSM # 3 informed this 
surveyor that he spoke with OSM # 6, 
maintenance technician from (Name of Hospital). 
OSM # 3 stated, "(OSM # 6) said the surge 
protectors are nothing more than an extension 
cord. They're not medical grade." 

In its Standard for Health Care Facilities (NFPA 
99), (1) NFPA defines a patient care area as "any 
portion of a health care facility wherein patients 
are intended to be examined or treated." For 
equipment intended to be used within these 
areas-which include patient, examining, and 
treatment rooms, as well as any similar areas in 
which the patient is likely to come into contact 
with electrical devices-NFPA specifies that 
chassis leakage currents should not exceed 300 
microamperes. (Note that this limit was increased 
from the pre-1993 limit of 100 microamperes.) 
However, NFPA does permit exceptions under 
certain conditions; for example, leakage currents 
up to 500 microamperes are permitted if the 
leakage current does not represent a hazard to 
the patient and if the grounding connection 
remains intact. Also, when chassis leakage from 
equipment that will be used in the area exceeds 
500 microamperes, NFPA permits the use of 
leakage current reduction methods, such as 
adding an isolation transformer or redundant 
ground. 

Within the patient care area, NFPA further 
requires that any equipment intended for 
placement near the patient meet additional 
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requirements. NFPA refers to the area near the 
patient as the patient care vicinity, which it 
defines as "a space, within a location intended for 
the examination and treatment of patients, 
extending 6 ft (1.8 m) beyond the normal location 
of the bed, chair, ... or other device that supports 
the patient ... [and] vertically to 7 ft 6 in (2.3 m) 
above the floor." For equipment to be used in this 
space, NFPA requires that the resistance 
between conductive chassis surfaces and a 
reference grounding point not exceed 0.50 W. 
(NFPA established the concept of a patient care 
vicinity so that the entire room would not need to 
meet the stricter requirement.) This information 
was obtained from: 
http://www.mdsr.ecri.org/summary/detail.aspx?do 
c_id=8286 

On 08/09/18 at approximately 12:35 p.m., ASM 
(administrative staff member)# 1, the 
administrator and ASM # 2, director of nursing 
were made aware of the findings. 

No further information was provided prior to exit. 

References: 
(1) High blood pressure. This information was 
obtained from the website: 
https://www. nlm. n i h. gov/medli nepl us/high bloodpr 
essure.html. 

(2). Paralysis is the loss of muscle function in 
part of your body. It happens when something 
goes wrong with the way Also called: Hemiplegia, 
Palsy, Paraplegia, Quadriplegia messages pass 
between your brain and muscles. Paralysis can 
be complete or partial. It can occur on one or both 
sides of your body. It can also occur in just one 
area, or it can be widespread. This information 
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was obtained from the website: 
https://medlineplus.gov/paralysis.html. 

(3) A chronic disease in which the body cannot 
regulate the amount of sugar in the blood. This 
information was obtained from the website: 
https://www.nlm.nih.gov/medlineplus/ency/article/ 
001214.htm. 

(4) A problem with the speed or rhythm of the 
heartbeat. This information was obtained from 
the website: 
https://www.nlm.nih.gov/medlineplus/atrialfibrillati 
on.html. 

(1) "Dementia is the name for a group of 
symptoms caused by disorders that affect the 
brain. It is not a specific disease. People with 
dementia may not be able to think well enough to 
do normal activities, such as getting dressed or 
eating. They may lose their ability to solve 
problems or control their emotions ... " This 
information was obtained from the website: 
https://vsearch.nlm.nih.gov/vivisimo/cgi-bin/query
meta?v%3Aproject=medlineplus&v%3Asources= 
medlineplus-bundle&query=dementia 

F 690 Bowel/Bladder Incontinence, Catheter, UTI 
SS=D CFR(s): 483.25(e)(1)-(3) 

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

§483.25(e)(2)For a resident with urinary 
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incontinence, based on the resident's 
comprehensive assessment, the facility must 
ensure that-
(i) A resident who enters the facility without an 
indwelling catheter is not catheterized unless the 
resident's clinical condition demonstrates that 
catheterization was necessary; 
(ii) A resident who enters the facility with an 
indwelling catheter or subsequently receives one 
is assessed for removal of the catheter as soon 
as possible unless the resident's clinical condition 
demonstrates that catheterization is necessary; 
and 
(iii) A resident who is incontinent of bladder 
receives appropriate treatment and services to 
prevent urinary tract infections and to restore 
continence to the extent possible. 

§483.25(e)(3) For a resident with fecal 
incontinence, based on the resident's 
comprehensive assessment, the facility must 
ensure that a resident who is incontinent of bowel 
receives appropriate treatment and services to 
restore as much normal bowel function as 
possible. 
This REQUIREMENT is not met as evidenced 
by: 
Based on observation, staff interview, clinical 

record review and facility document review, it was 
determined that the facility staff failed to maintain 
a Foley catheter in a sanitary manner to prevent 
infections. 

The facility staff failed to ensure Resident #30's 
Foley catheter bag was maintained in a manner 
to prevent infection. 

The findings include: 
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Resident #30 was admitted to the facility on 
11 /1 /17 with the diagnoses of but not limited to 
end stage renal disease, chronic obstructive 
pulmonary disease, diabetes, stroke, high blood 
pressure, macular degeneration, and prostate 
cancer. The most recent MOS (Minimum Data 
Set) was a quarterly assessment with an ARD 
(Assessment Reference Date) of 5/14/18. The 
resident was coded as being moderately impaired 
in ability to make daily life decisions. The 
resident was coded as requiring total care for 
bathing; extensive care for transfers, dressing, 
toileting and hygiene; and was independent for 
eating. 

A review of the clinical record revealed an order 
dated 5/8/18 for the use of a Foley catheter {1} 
related to prostate cancer with urinary retention. 

A review of the comprehensive care plan 
revealed one dated 5/9/18 for "Potential for 
infection r/t (related to) use of foley {sic} ... " This 
care plan included an intervention dated 5/9/18 
for "keep foley {sic} bag below level of bladder 
and off floor." 

On 8/07/18 at 3:27 p.m., an observation of 
Resident #30 revealed the Foley catheter bag 
lying flat on the floor under the edge of his bed 
and not hanging on the side of the bed. 

On 8/8/18 at 2:54 p.m., in an interview with LPN 
#4 (Licensed Practical Nurse), she stated the 
Foley catheter bag should not be lying on the 
floor. When asked if Resident #30's care plan 
was followed, if it documented to keep the Foley 
off the floor, but the Foley was lying directly on 
the floor, LPN #4 stated no. 
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On 8/8/18 at 6:00 p.m., at the end of day meeting, 
the administrator (ASM #1 - Administrative Staff 
Member) was made aware of the findings. No 
further information was provided by the end of the 
survey. 

According to Fundamentals of Nursing Lippincott 
Williams and Wilkins Eighth Edition 2006, 
Lippincott Company, page 757, tilled Renal and 
Urinary Disorders, under the heading 
"Management of a Patient with an Indwelling 
Catheter and Closed Drainage System" the 
subheading: "Maintaining a closed drainage 
system: ... c. Keep the bag off the floor to prevent 
bacterial contamination." 

{1} According to Fundamentals of Nursing 
Lippincott Williams and Wilkins page 593. 
"An indwelling urinary catheter also called a Foley 
catheter provides the patient with continuous 
urine drainage. It is a latex or silicone tube, which 
is inserted into the bladder and a small balloon, is 
inflated at the catheter's distal end to prevent it 
from slipping out. A catheter is used for 
numerous reasons, but usually when there is a 
problem resulting in the inability to pass urine, 
such as in an obstruction or neurological (nerve, 
brain or spinal cord) disease or injury ... " 

F 695 Respiratory/Tracheostomy Care and Suctioning 

SS=E CFR(s): 483.25(i) 

§ 483.25(i) Respiratory care, including 
tracheostomy care and tracheal suctioning. 
The facility must ensure that a resident who 
needs respiratory care, including tracheostomy 
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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: 
Based on observation, staff interview, facility 

document review, and clinical record review it 
was determined that the facility staff failed to 
provide respiratory care and services for four of 
37 residents in the survey sample, Residents# 
290, # 39, # 191 and# 48. · 

1. The facility staff failed to administer Resident # 
290's oxygen according to the physician's orders. 

2. The facility staff failed to store Resident #39's 
nebulizer mask in a clean and sanitary manner. 

3. The facility staff failed to administer oxygen, 
per the physician order, for Resident #191. 

4. The facility staff failed to administer oxygen, 
per the physician order for Resident #48. 

The findings include: 

1. The facility staff failed to administer Resident # 
290's oxygen according to the physician's orders. 

On 08/07/18 at approximately 11:36 a.m., an 
observation of Resident # 290 revealed she was 
lying in her bed, receiving oxygen by nasal 
cannula connected to an oxygen concentrator. An 
observation of the oxygen flow meter on the 
oxygen concentrator revealed that it was set 
between two and two and a half liter per minute. 
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Resident #290: oxygen level was 
adjusted immediately to ordered flow rate 
on 8/7/18. 
Resident #39 nebulizer mask was cleaned 
and placed in a plastic bag with resident 
name and date on bag on 8/8/18. 
Resident #191 oxygen level was adjusted 
to ordered flow rate on 8/9/18. 
Resident #48 oxygen was adjusted to 
ordered flow rate on 8/9/18. 

All residents prescribed oxygen have the 
potential to be affected. 

All residents with prescribed oxygen were 
observed with flow rates set as ordered, 
All residents using nebulizers were 
checked to ensure all parts of the 
nebulizer were clean and stored properly. 
Tubing and bag to be changed weekly. 
Nursing staff will be educated on proper 
oxygen flow rates and storage of 
residents: J respiratory tubing. 
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On 08/08/18 at approximately 8:15 a.m., an 
observation of Resident # 290 revealed she was 
lying in her bed, receiving oxygen by nasal 
cannula connected to an oxygen concentrator. An 
observation of the oxygen flow meter on the 
oxygen concentrator revealed that it was set 
between two and two and a half liter per minute. 

On 08/09/18 at approximately 7:30 a.m., an 
observation of Resident # 290 revealed she was 
lying in her bed, receiving oxygen by nasal 
cannula connected to an oxygen concentrator. An 
observation of the oxygen flow meter on the 
oxygen concentrator revealed that it was set 
between two and two and a half liter per minute. 

The physician's orders for Resident # 290 dated 
August 2018 documented, "Oxygen via (by) nasal 
cannula 2L (two liters per minute). Order Date: 
07/20/2018. Start Date: 07/20/2018." 

The eMAR (electronic medication administration 
record) dated August 2018 for Resident# 290 
documented, "Oxygen via (by) nasal cannula 2L 
(two liters per minute). Start Date: 07/20/2018." 
Further review of the eMAR documented 
Resident# 290 received oxygen at two liters per 
minute. 

The comprehensive care plan for Resident# 290 
dated 07/23/2018 documented, "Focus. 
(Resident# 290) was admitted with (Name of 
Hospice) services for senile degeneration of 
brain." Under "Interventions" it documented, 
"Oxygen via nasal cannula 2L (two liters per 
minute). Date initiated: 07/31/2018." 

On 08/09/18 at approximately 7:40 a.m., an 
interview was conducted with LPN (licensed 
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practical nurse)# 1. When asked to describe 
how the 02 (oxygen) flow meter is read LPN# 1 
stated, "The top of the ball should touch the liter 
line." 

On 08/09/18 at approximately 7:50 a.m., an 
interview was conducted with LPN (licensed 
practical nurse)# 3. When asked to describe 
how the 02 (oxygen) flow meter is read, LPN# 3 
stated, "The line should be in the middle of the 
ball and it should read it at eye level." LPN# 3 
was asked to read the 02 flow rate on Resident # 
290's oxygen concentrator. LPN # 3 read the 
flow meter and stated, "It's between two and two 
and half liters." 

On 08/09/18 at approximately 8:00 a.m., an 
interview was conducted with RN (registered 
nurse)# 1, unit manager. When asked to 
describe how the 02 (oxygen) flow meter is read, 
RN# 1 stated, "The line should be in the middle 
of the ball and it should read it at eye level." RN# 
1 was asked to read the 02 flow rate on Resident 
# 290's oxygen concentrator. Upon entering 
Resident #290's room, LPN # 3 was walking out 
of the room. RN# 1 read the flow meter and 
stated, "It's at two liters." LPN# 3 was asked if 
she had adjusted Resident# 290's oxygen flow 
rate. LPN# 3 stated, "I just adjusted the oxygen 
to two liters." When asked what the oxygen flow 
rate should be for Resident# 290, LPN # 3 
stated, "It should be at two liters." 

On 08/09/18 at approximately 12:35 p.m., ASM 
(administrative staff member) # 1, the 
administrator and ASM # 2, director of nursing 
were made aware of the findings. 

No further information was provided prior to exit. 
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References: 
(1) A type of movement disorder. This 
information was obtained from the website: 
https://www.nlm.nih.gov/medlineplus/parkinsonsdi 
sease.html. 

(2) A loss of brain function that occurs with certain 
diseases. It affects memory, thinking, language, 
judgment, and behavior. This information was 
obtained from the website: 
https://medlineplus.gov/ency/article/000739.htm. 

(3) Stomach contents to leak back, or reflux, into 
the esophagus and irritate it. This information 
was obtained from the website: 
https://www.nlm.nih.gov/medlineplus/gerd.html. 

(4) A swallowing disorder. This information was 
obtained from the website: 
https://www.nlm.nih.gov/medlineplus/swallowingdi 
sorders. htm I. 
2. The facility staff failed to store Resident #39's 
nebulizer mask (1) in a clean and sanitary 
manner. 

Resident #39 was admitted to the facility on 
6/6/17. Resident #39's diagnoses included but 
were not limited to stroke, major depressive 
disorder and altered mental status. Resident 
#39's most recent MOS (minimum data set), a 
quarterly assessment with an ARD (assessment 
reference date) of 6/19/18, coded the resident as 
being cognitively intact. 

Review of Resident #39's clinical record revealed 
a physician's order for a medication to be 
administered via nebulizer every four hours as 
needed for wheezing and shortness of breath. 
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On 8/7/18 at 11:31 a.m., Resident#39's nebulizer 
mask was observed attached to the nebulizer 
machine. The mask was not covered and was 
exposed to potential contaminates in the air. 

On 8/7 /18 at 1 :48 p.m., Resident #39' nebulizer 
mask remained attached to the nebulizer 
machine, uncovered. Resident #39 was asked if 
the facility staff ever covers the nebulizer mask. 
Resident #39 stated the facility staff does not 
cover the mask but it probably should be covered. 

On 8/8/18 at 2:37 p.m., Resident #39's nebulizer 
mask remained attached to the nebulizer 
machine, uncovered. 

Resident #39's comprehensive care plan initiated 
on 6/9/17 failed to document information 
regarding the storage of the resident's nebulizer 
mask. 

On 8/8/18 at 4:37 p.m., an interview was 
conducted with LPN (licensed practical nurse) #5. 
LPN #5 was asked how a nebulizer mask should 
be stored when the nebulizer is not in use. LPN 
#5 stated, "In a baggie. Sealed." 

On 8/8/18 at 6:13 p.m., ASM (administrative staff 
member) #1 (the administrator) and ASM #2 (the 
director of nursing) were made aware of the 
above concern. 

The facility policy titled, "Administering 
Respiratory Therapy with a Nebulizer" 
documented, "15. Cleanse equipment and return 
to designated area. Nebulizer kit needs to air dry 
after cleaning and then be stored in clean, 
storage container ... " 
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No further information was presented prior to exit. 

(1) A nebulizer is a machine that turns liquid 
medicine into a mist that can be inhaled through a 
mouthpiece or mask. This information was 
obtained from the website: 
https://medlineplus.gov/ency/patientinstructions/0 
00006.htm 

3. The facility staff failed to administer oxygen, 
per the physician order, for Resident #191. 

Resident #191 was admitted to the facility on 
8/3/18 with diagnoses that included but were not 
limited to: diabetes, high blood pressure, anxiety 
and chronic kidney disease requiring 
hemodialysis (a procedure used in toxic 
conditions and renal [kidney] failure, in which 
wastes and impurities are removed from the 
blood by a special machine) (1). 

There MOS (minimum data set) assessment had 
not yet been completed by the time of survey. 
The "Admission Screener" documented in part, 
the resident was alert and oriented. She was 
documented as requiring assistance of one staff 
member for most of her activities of daily living, 
except eating, in which she was independent. 

The physician order dated, 8/3/18, documented, 
"Oxygen at (2) L/Min (liters per minute) nasal 
cannula (a plastic tubing with two prongs that rest 
inside the nose) every shift." 

Observation was made of Resident #191 on 
8/8/18 at 9:09 a.m. The resident had her oxygen 
on via the nasal cannula connected to an oxygen 
concentrator. The oxygen was set between the 1 
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and the 2.5 lines. That ball was sitting on the 2 
line with the top of the ball sitting on the 2.5 line. 

Observation was made of Resident #191 on 
8/8/18 at 4:53 p.m. The resident was in bed with 
her oxygen on via the nasal cannula connected to 
an oxygen concentrator. The oxygen was set on 
2.5 Umin. At 4:56 p.m., LPN (licensed practical 
nurse) #6 was asked to verify the rate of oxygen 
Resident #191 was receiving. LPN #6 stated the 
resident was currently on 2.5 Umin. When asked 
what flow rate the physician prescribed for 
Resident #191, LPN #6 stated, "She's supposed 
to be on 2 liters per minute. When asked how to 
read the flow meter, LPN #6 stated the ball 
should be in the middle of the prescribed rate. A 
yellow round sticker was on the flow meter with 
2L/Min written on it. When asked what the sticker 
was for, LPN #6 stated, "That's so anyone that 
enters the room can verify her prescribed rate." 

Review of the care plan, dated 8/6/18, failed to 
evidence documentation of the use of oxygen for 
Resident #191. 

The Medication Administration Record for August 
2018 documented the above order for oxygen. It 
was documented as having been administered 
every shift at the prescribed rate from 8/3/18 
through the day shift on 8/8/18. 

According to Fundamentals of Nursing, Perry and 
Potter, 6th edition, page 1122, Oxygen should be 
treated as a drug. It has dangerous side effects, 
such as atelectasis or oxygen toxicity. As with 
any drug, the dosage or concentration of oxygen 
should be continuously monitored. The nurse 
should routinely check the physician's orders to 
verify that the client is receiving the prescribed 
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oxygen concentration. The six rights of 
medication administration also pertain to oxygen 
administration." 

The administrator (administrative staff member -
ASM #1) and ASM #2, the director of nursing, 
were made aware of the above concern on 8/9/18 
at 12:32 p.m. 

No further information was provided prior to exit. 

(1) Barron's Dictionary of Medical Terms for the 
Non-Medical Reader, 5th edition, Rothenberg and 
Chapman, page 266. 

4. The facility staff failed to administer oxygen, 
per the physician order for Resident #48. 

Resident #48 was admitted to the facility on 
6/13/18 with diagnoses that included but were not 
limited to; hypothermia, urinary tract infection, 
heart failure, fractures of the left humerus (arm) 
and left femur (hip) and atrial fibrillation (a 
condition characterized by rapid and random 
contraction of the atria of the heart causing 
irregular beats of the ventricles and resulting in 
decreased heart output and frequently clot 
formation in the atria) (1 ). 

The most recent MOS (minimum data set) 
assessment, a Medicare 14 day assessment, 
with an assessment reference date of 6/27 /18, 
coded the resident as scoring a "15" on the SIMS 
(brief interview for mental status) score, indicating 
she was capable of making daily cognitive 
decisions. The resident was coded as requiring 
limited to extensive assistance of one or more 
staff members for all of her activities of daily 
living. 
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The physician order dated, 8/9/18, documented, 
"Oxygen at 2L (liters) via nasal cannula every 
shift." 

Observation was made of Resident #48 on 
08/08/18 at 10:29 a.m. The Resident was in her 
bed with the oxygen on via the nasal cannula. 
The oxygen flow meter was set with the ball set 
with the top of the ball on the 2 line and the 
bottom of the ball is on the 1.5 line. 

A second observation was made of Resident # 48 
on 8/8/18 at 4:53 p.m. The resident was in her 
bed with the oxygen on at the correct rate of 2 
L/min. 

The third observation of the resident was made 
on 8/9/18 at approximately 8:30 a.m. The resident 
was sitting up in her wheelchair, eating breakfast. 
She did not have her oxygen on. 

The comprehensive care plan dated 6/13/18 and 
revised on 8/3/18 did not evidence documentation 
related to oxygen. 

The administrator (administrative staff member -
ASM #1) and ASM #2, the director of nursing, 
were made aware of the above concern on 8/9/18 
at 12:32 p.m. 

No further information was provided prior to exit. 

(1) Barron's Dictionary of Medical Terms for the 
Non-Medical Reader, 5th edition, Rothenberg and 
Chapman, page 55. 
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§483.25(k) Pain Management. 
The facility must ensure that pain management is 
provided to residents who require 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 resident interview, staff interview, 

facility document review and clinical record 
review, it was determined that the facility staff 
failed to provide a complete pain management 
program for one of 37 residents in the survey 
sample, Resident #39. 

The facility staff failed to provide 
non-pharmacological interventions prior to as 
needed pain medication administration to 
Resident #39 on multiple occasions in July 2018 
and August 2018. 

The findings include: 

Resident #39 was admitted to the facility on 
6/6/17. Resident#39's diagnoses included but 
were not limited to stroke, major depressive 
disorder and altered mental status. Resident 
#39's most recent MDS (minimum data set), a 
quarterly assessment with an ARD (assessment 
reference date) of 6/19/18, coded the resident as 
being cognitively intact. Section J documented 
Resident #39 reported frequent pain during the 
last five days. 

Review of Resident #39's clinical record revealed 
physician's orders dated 6/22/18 for 
oxycodone/acetaminophen (1) 5-325 mg 
(milligrams)- one tablet every six hours as 
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Preparation and/or execution of this plan 
of correction does not constitute 
admission or agreement by the provider 
with the statement of deficiencies. The 
plan of correction is prepared and/or 
executed because it is required by 
provision of Federal and State regulations. 

Resident #39: Unable to correct failing to 
provide non-pharmacological 
interventions prior to PRN pain medication 
on multiple occasions. 

All residents taking PRN pain medication 
have the potential to be affected. 

Nursing education to be completed 
regarding offering non-pharmacologic 
interventions prior to administering PRN 
pain medication and documenting 
non-pharmacologic interventions in the 
EMR. 

The MDS coordinator or designee will 
review 10 residents charts of whom 
receive PRN pain medication weekly x4 
weeks, then bi-weekly x2 and then 
monthly x3. Results of audits will be 
reviewed for patterns and/or trends and 
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needed for moderate pain and two tablets every 
six hours as needed for severe pain. 

Review of Resident #39's July 2018 and August 
2018 eMARs (electronic medication 
administration records) revealed the resident was 
administered one tablet of 
oxycodone/acetaminophen ten times in July 2018 
and twice in August 2018. Further review of 
Resident #39's July 2018 and August 2018 
eMARs revealed the resident was administered 
two tablets of oxycodone/acetaminophen three 
times in July 2018 and once in August 2018. 

Further review of Resident #39's clinical record 
(including July 2018/August 2018 eMARs and 
July 2018/August 2018 nurses' notes) failed to 
reveal the facility staff provided 
non-pharmacological interventions prior to 
administering oxycodone/acetaminophen each 
time the medication was administered to 
Resident #39 in July 2018 and August 2018. 

Resident #39's comprehensive care plan initiated 
on 6/9/17 documented, "(Name of Resident #39) 
has potential for pain related to S/P (status post) 
Left Hip FX (fracture) repair, Left Hemi 
(hemiparesis [paralysis]) S/P CVA (cardiovascular 
accident [stroke]), Depression and other 
generalized discomforts such as neuropathic pain 
s/p CVA. .. Provide non-pharmacologic 
interventions for pain relief prior to administering 
PRN (as needed) medications such as change in 
position, cool compress or heat, diversional 
activities such as tv, snack, drink, others as 
desired ... " 

On 8/9/18 at 10: 17 a.m., an interview was 
conducted with LPN (licensed practical nurse) #7 
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(a nurse who administered 
oxycodone/acetaminophen to Resident #39 on 
multiple occasions in July 2018). LPN #7 stated 
she assesses residents' pain prior to 
administering as needed pain medication. When 
asked if she does anything else, LPN #7 stated 
she could always check residents' vital signs. 
When asked if she provides non-pharmacological 
interventions, LPN #7 stated she gave ginger ale 
to a resident with nausea this morning. LPN #7 
was asked to describe Resident #39's pain. LPN 
#7 stated the resident has pain in her left ankle. 
When asked if she provided non-pharmacological 
interventions prior to administering as needed 
pain medication to Resident #39, LPN #7 stated, 
"I did not." When asked why, LPN #7 stated she 
did not because of the grimace on the resident's 
face. 

On 8/9/18 at 11:16 a.m., an interview was 
conducted with LPN #3. LPN #3 was asked what 
should be done prior to administering as needed 
pain medication to a resident. LPN #3 stated she 
provides non-pharmacological interventions such 
as turning/repositioning, music and television. 
When asked why she does this, LPN #3 stated 
because at times, the non-pharmacological 
interventions are effective and relieve the pain. 

On 8/9/18 at 11 :20 a.m., an interview was 
conducted with Resident #39. Resident #39 
stated the nurses do not provide 
non-pharmacological interventions prior to 
administering as needed pain medication to her. 

On 8/9/18 at 12:50 p.m., ASM (administrative 
staff member) #1 (the administrator) and ASM #2 
(the director of nursing) were made aware of the 
above findings. 
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The facility policy titled, "Pain Management" 
documented, "3. Document present and past 
treatments utilized by the resident for the 
treatment of pain include: A. Medications both 
prescription and OTC (over the counter). B. 
Alternative treatments such as positioning, heat 
and cold applications, music, aroma therapy 
(Sic.), massage, acupuncture, 
etc ... Non-pharmacological interventions should 
be attempted before or in addition to 
medications ... " 

No further information was presented prior to exit. 

(1) Oxycodone/acetaminophen is used to treat 
pain. This information was obtained from the 
website: 
https://medlineplus.gov/druginfo/meds/a682132. h 
tml 

F 757 Drug Regimen is Free from Unnecessary Drugs 
SS=D CFR(s): 483.45(d)(1 )-(6) 

§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-

§483.45(d)(1) In excessive dose (including 
duplicate drug therapy); or 

§483.45(d)(2) For excessive duration; or 

§483.45(d)(3) Without adequate monitoring; or 

§483.45(d)(4) Without adequate indications for its 
use; or 
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§483.45(d)(5) In the presence of adverse 
consequences which indicate the dose should be 
reduced or discontinued; or 

§483.45(d)(6) Any combinations of the reasons 
stated in paragraphs (d)(1) through (5) of this 
section. 
This REQUIREMENT is not met as evidenced 
by: 
Based on observation, staff interview, facility 

document review and clinical record review, it 
was determined that the facility staff failed to 
ensure residents were free of unnecessary 
medication for three of 37 residents in the survey 
sample, Residents #7, Resident #39, and #49. 

1. The facility staff failed administered Lotrel (a 
blood pressure medication Resident #7 without 
obtaining the residents blood pressure prior to 
administering the medication to determine if the 
medication should be administered per 
physician's order. 

2. The facility staff administered pain medication 
to Resident #39 without attempting or providing 
non-pharmacological interventions prior to 
administering the medications on multiple 
occasions in July and August 2018. 

3. The facility staff failed administered the 
medication Carvedilol (1) to Resident #49's on 
05/21/18, 06/30/18 and 07/12/18, when the 
medication should have been held per physician's 
order. 

The findings include: 

1. Resident #7 was admitted to the facility on 
4/30/12. Resident #7's diagnoses included but 
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Preparation and/or execution of this plan 
of correction does not constitute 
admission or agreement by the provider 
with the statement of deficiencies. The 
plan of correction is prepared and/or 
executed because it is required by 
provision of Federal and State regulations. 

Resident #7: Unable to correct getting 
blood pressure prior to administering 
medication on 8/8/18. 
Resident #39: Unable to correct not 
providing non-pharmacological 
intervention prior to administering pain 
medication in July and August 2018. 
Resident #49: Unable to correct on failing 
to hold medication Carvedilol on 5/21, 
6/30, and 7/12 per physicians order. 

Any resident with orders for blood 
pressure medication and/or pain 
medication has the potential to be 
affected by this deficient practice. 

Nursing staff will be educated on following 
physician order regarding obtaining and 
documenting blood pressure prior to 
administering blood pressure medication, 
when to hold medication according to 
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were not limited to high blood pressure, diabetes, 
and major depressive disorder. Resident #Ts 
most recent MDS (minimum data set), an annual 
assessment with an ARD (assessment reference 
date) of 5/8/18, coded the resident's cognition as 
severely impaired. Section G coded Resident #7 
as requiring extensive assistance of one staff with 
dressing, eating and personal hygiene. 

Review of Resident #Ts clinical record revealed a 
physician's order dated 10/24/16 for Lotrel 5-10 
mg (milligrams) - one tablet by mouth one time a 
day. The order further documented to hold the 
medication for a systolic blood pressure less than 
120. Review of Resident #Ts August 2018 eMAR 
(electronic medication administration record) 
revealed the same physician's order. Resident 
#7's comprehensive care plan initiated on 
5/16/12, documented, "(Name of Resident #7) 
has hypertension (high blood pressure). Give anti 
hypertensive medications as ordered ... " 

On 8/8/18 at 9:17 a.m., LPN (licensed practical 
nurse) #7 was observed preparing Resident #7's 
medications. LPN #7 prepared one capsule of 
Lotrel. LPN #7 attempted to administer Resident 
#7's medications but the resident was in a 
reclined chair with her eyes closed so LPN #7 
stated she would wait to give the resident her 
medications. During this time, LPN #7 did not 
assess Resident #7's blood pressure. On 8/8/18 
at 10:07 a.m., LPN #7 stated she gave Resident 
#7 her medications. On 8/8/18 at 2:05 p.m., LPN 
#7 confirmed she administered Lotrel to Resident 
#7 without assessing the resident's blood 
pressure. 

On 8/8/18 at 4:37 p.m., an interview was 
conducted with LPN #5. LPN #5 was asked what 
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administering PRN pain medication. 

Nurse manager or designee will audit 5 
residents charts of whom have orders for 
blood pressure medication and/or PRN 
pain medication weekly x 4 weeks, then 
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ensure physician orders are followed. 
Audits will be reviewed for patterns and/or 
trends and reported at QAPI monthly for 
three months and then quarterly 
thereafter. 

C 

08/09/2018 

(XS) 
COMPLETION 

DATE 

Facility ID: VA0261 If continuation sheet Page 164 of 204 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 

CENTERS FOR MEDICARE & MEDICAID SERVICES 
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CUA 
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 

495233 

NAME OF PROVIDER OR SUPPLIER 

FAUQUIER HEALTH REHABILITATION & NURSING CENTER 

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL 

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) 

F 757 Continued From page 164 

should be done if medication administration was 
dependent on parameters such as to hold the 
medication for a blood pressure less than 120. 
LPN #5 stated, "I need to take their blood 
pressure." 

On 8/8/18 at 6:13 p.m., ASM (administrative staff 
member) #1 (the administrator) and ASM #2 (the 
director of nursing) were made aware of the 
above concern. 

The facility policy titled, "Medication 
Administration" documented, "5. The patient must 
be assessed prior to administering any 
medication. 6. The Healthcare Provider is 
responsible for ensuring his/her assigned patients 
receive their medications, and verifies that the 
patient has taken the medication before leaving 
the bedside ... " 

No further information was presented prior to exit. 

(1) Lotrel is used to treat high blood pressure. 
This information was obtained from the website: 
https://www.fda.gov/ForConsumers/ByAudience/ 
ForWomen/ucm 118594.htm 

2. The facility staff administered pain medication 
to Resident #39 without attempting or providing 
non-pharmacological interventions prior to 
administering the medications on multiple 
occasions in July and August 2018 

Resident #39 was admitted to the facility on 
6/6/17. Resident #39's diagnoses included but 
were not limited to stroke, major depressive 
disorder and altered mental status. Resident 
#39's most recent MOS (minimum data set), a 
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quarterly assessment with an ARD (assessment 
reference date) of 6/19/18, coded the resident as 
being cognitively intact. Section J documented 
Resident #39 reported frequent pain during the 
last five days. 

Review of Resident #39's clinical record revealed 
physician's orders dated 6/22/18 for 
oxycodone/acetaminophen (1) 5-325 mg 
(milligrams)- one tablet every six hours as 
needed for moderate pain and two tablets every 
six hours as needed for severe pain. 

Review of Resident #39's July 2018 and August 
2018 eMARs (electronic medication 
administration records) revealed the resident was 
administered one tablet of 
oxycodone/acetaminophen ten times in July 2018 
and twice in August 2018. Further review of 
Resident #39's July 2018 and August 2018 
eMARs revealed the resident was administered 
two tablets of oxycodone/acetaminophen three 
times in July 2018 and once in August 2018. 

Further review of Resident #39's clinical record 
(including July 2018/August 2018 eMARs and 
July 2018/August 2018 nurses' notes) failed to 
reveal the facility staff provided 
non-pharmacological interventions prior to 
administering oxycodone/acetaminophen each 
time the medication was administered to 
Resident #39 in July 2018 and August 2018. 

Resident #39's comprehensive care plan initiated 
on 6/9/17 documented, "(Name of Resident #39) 
has potential for pain related to S/P (status post) 
Left Hip FX (fracture) repair, Left Hemi 
(hemiparesis [paralysis]) S/P CVA (cardiovascular 
accident [stroke]), Depression and other 
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generalized discomforts such as neuropathic pain 
s/p CVA. .. Provide non-pharmacologic 
interventions for pain relief prior to administering 
PRN (as needed) medications such as change in 
position, cool compress or heat, diversional 
activities such as tv, snack, drink, others as 
desired ... " 

On 8/9/18 at 10:17 a.m., an interview was 
conducted with LPN (licensed practical nurse) #7 
(a nurse who administered 
oxycodone/acetaminophen to Resident #39 on 
multiple occasions in July 2018). LPN #7 stated 
she assesses residents' pain prior to 
administering as needed pain medication. When 
asked if she does anything else, LPN #7 stated 
she could always check residents' vital signs. 
When asked if she provides non-pharmacological 
interventions, LPN #7 stated she gave ginger ale 
to a resident with nausea this morning. LPN #7 
was asked to describe Resident #39's pain. LPN 
#7 stated the resident has pain in her left ankle. 
When asked if she provided non-pharmacological 
interventions prior to administering as needed 
pain medication to Resident #39, LPN #7 stated, 
"I did not." When asked why, LPN #7 stated she 
did not because of the grimace on the resident's 
face. 

On 8/9/18 at 11:16 a.m., an interview was 
conducted with LPN #3. LPN #3 was asked what 
should be done prior to administering as needed 
pain medication to a resident. LPN #3 stated she 
provides non-pharmacological interventions such 
as turning/repositioning, music and television. 
When asked why she does this, LPN #3 stated 
because at times, the non-pharmacological 
interventions are effective and relieve the pain. 
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On 8/9/18 at 11 :20 a.m., an interview was 
conducted with Resident #39. Resident #39 
stated the nurses do not provide 
non-pharmacological interventions prior to 
administering as needed pain medication to her. 

On 8/9/18 at 12:50 p.m., ASM (administrative 
staff member) #1 (the administrator) and ASM #2 
(the director of nursing) were made aware of the 
above findings. 

The facility policy titled, "Pain Management" 
documented, "3. Document present and past 
treatments utilized by the resident for the 
treatment of pain include: A. Medications both 
prescription and OTC (over the counter). B. 
Alternative treatments such as positioning, heat 
and cold applications, music, aroma therapy 
(Sic.), massage, acupuncture, 
etc ... Non-pharmacological interventions should 
be attempted before or in addition to 
medications ... " 

No further information was presented prior to exit. 

(1) Oxycodone/acetaminophen is used to treat 
pain. This information was obtained from the 
website: 
https://medlineplus.gov/druginfo/meds/a682132. h 
tml 
2. The facility staff failed administered the 
medication Carvedilol (1) to Resident #49's on 
05/21/18, 06/30/18 and 07/12/18, when the 
medication should have been held per physician's 
order. 

Resident# 49 was admitted to the facility on 
03/02/18 with diagnoses that included but were 
not limited to hypertension (2), dementia without 
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behavioral disturbance, (3), diabetes mellitus (4), 
and depressive disorder (5). 

Resident# 49's most recent MOS (minimum data 
set), an admission assessment with an ARD 
(assessment reference date) of 06/28/18, coded 
Resident# 49 as scoring an ( 11) eleven on the 
brief interview for mental status (BIMS) of a score 
of O - 15, ( 11) eleven - being cognitively intact for 
making daily decisions. Resident# 49 was coded 
as requiring extensive assistance of one staff 
member for activities of daily living. 

The POS (physician's order sheet) for Resident# 
49 dated March 2018 documented, "Carvedilol 
Tablet 12.5 MG (milligrams). Give 1 (one) tablet 
by mouth two times a day for HTN (hypertension). 
HOLD FOR SBP (systolic blood pressure) < (less 
than) 100. Start Date: 03/20/2018." 

The POS (physician's order sheet) for Resident# 
49 dated August 2018 documented, "Carvedilol 
Tablet 6.25 MG (milligrams). Give 1 (one) tablet 
by mouth two times a day for HTN (hypertension). 
HOLD FOR SBP (systolic blood pressure) < (less 
than) 100. Order Date: 06/01/2018. Start Date: 
06/01/2018." 

The eMAR (electronic medication administration 
record) for Resident# 49 dated May 2018 
documented the above physician's order for the 
medication Carvedilol Tablet 12.5 MG 
(milligrams). Further review of the eMAR 
revealed a check mark on 05/21/18 at 5:00 p.m., 
indicating Resident# 49 was administered 
Carvedilol on 05/21/18 at 5:00 p.m. with a SBP of 
98. 

The eMAR (electronic medication administration 
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record) for Resident# 49 dated June 2018 
documented the above physician's order for the 
medication Carvedilol Tablet 12.5 MG 
(milligrams). Further review of the eMAR revealed 
a check mark on 06/30/18 at 9:00 a.m. indicating 
Resident# 49 was administered Carvedilol on 
06/30/18 at 9:00a.m., with a SBP of 94 and at 
9:00 p.m. with a SBP of 94. 

The eMAR (electronic medication administration 
record) for Resident# 49 dated July 2018 
documented the above physician's order for the 
medication Carvedilol Tablet 12.5 MG 
(milligrams). Further review of the eMAR revealed 
a check mark on 07/12/18 at 9:b0 p.m. indicating 
Resident# 49 was administered Carvedilol on 
07/12/18 at 9:00 p.m. with a SBP of 98. 

The comprehensive care plan for Resident# 49 
dated 03/22/2018 documented, "Focus. (Resident 
# 49) has altered cardiovascular status r/t (related 
to A-Fib (atrial fibrillation), CHF (congestive heart 
failure), Hypertension." Under 
"Interventions/Tasks" it documented, "Administer 
medications as ordered. Monitor for 
effectiveness. Date initiated 03/22/2018. 
Revision on: 06/01/2018." 

On 08/09/18 at 10:18 a.m., an interview was 
conducted with RN (registered nurse)# 1. When 
asked describe the coding on the eMAR 
(electronic medication administration record) for 
Resident# 49, RN# 1 stated, "A check mark 
indicates the medication was given. If it is blank it 
means there was no documentation and the 
medication wasn't given." RN# 1 was asked to 
review the eMARs dated May June and July 2018 
for Resident# 49. When asked about the 
medication Carvedilol being administered to 
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Resident# 49 on 05/21 /18, 06/30/18 and 
07 /12/18 with systolic blood pressures below 100, 
RN # 1 stated, "They (the medication) should 
have not been given." 

On 08/09/18 at approximately 12:35 p.m., ASM 
(administrative staff member) # 1, the 
administrator and ASM # 2, director of nursing 
were made aware of the findings. 

No further information was provided prior to exit. 

References: 

(1) Used to treat heart failure (condition in which 
the heart cannot pump enough blood to all parts 
of the body) and high blood pressure. It also is 
used to treat people who have had a heart attack. 
Carvedilol is often used in combination with other 
medications. Carvedilol is in a class of 
medications called beta-blockers. It works by 
relaxing blood vessels and slowing heart rate to 
improve blood flow and decrease blood pressure. 
This information was obtained from the website: 
https://medlineplus.gov/druginfo/meds/a697042.h 
tml. 

(2) High blood pressure. This information was 
obtained from the website: 
https://www. n Im. nih. gov/medlinepl us/hig hblood pr 
essure.html. 

(3) A loss of brain function that occurs with certain 
diseases. It affects memory, thinking, language, 
judgment, and behavior. This information was 
obtained from the website: 
https://medlineplus.gov/ency/article/000739.htm. 

(4) A chronic disease in which the body cannot 
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regulate the amount of sugar in the blood. This 
information was obtained from the website: 
https://www.nlm.nih.gov/medlineplus/ency/article/ 
001214.htm. 

(5) Depression may be described as feeling sad, 
blue, unhappy, miserable, or down in the dumps. 
Most of us feel this way at one time or another for 
short periods. Clinical depression is a mood 
disorder in which feelings of sadness, loss, anger, 
or frustration interfere with everyday life for weeks 
or more. This information was obtained from the 
website: 
https://medlineplus.gov/ency/article/003213. htm. 

F 758 Free from Unnec Psychotropic Meds/PRN Use 
SS=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 
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drugs receive gradual dose reductions, and 
behavioral interventions, unless clinically 
contraindicated, in an effort to discontinue these 
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 
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, it was determined 
that the facility staff failed to ensure one of 37 
residents was free of unnecessary psychotropic 
medications, Residents# 290. 

The facility staff failed to ensure a proper 
diagnosis for Resident #290's use of Seroquel 
[Quetiapine Fumarate] (1). 

The findings include: 
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Resident# 290 was admitted to the facility on 
07 /19/18 with diagnoses that included but were 
not limited to Parkinson's disease (2), dementia 
without behavioral disturbance, (3), heart failure, 
gastroesophageal reflux disease (4), and 
dysphagia (5). 

Resident# 290's most recent MOS (minimum 
data set), an admission assessment with an ARD 
( assessment reference date) of 07 /30/18, coded 
Resident# 290 as scoring a two on the brief 
interview for mental status (BIMS) of a score of 0 
- 15, two - being severely impaired of cognition 
for making daily decisions. Resident# 290 was 
coded as requiring extensive assistance of one 
staff member for activities of daily living. 

The physician's orders dated August 2018 for 
Resident# 290 documented, "Seroquel Tablet 50 
MG (milligram) [Quetiapine Fumarate]. Give 1 
(one) tablet by mouth at bed time for 
ANTIPSYCHOTICS/ANTIMANIC. Start Date: 
07/20/2018." 

The eMAR (electronic medication administration 
record) dated August 2018 for Resident# 290 
documented, "Seroquel Tablet 50 MG (milligram) 
(Quetiapine Fumarate]. Give 1 (one) tablet by 
mouth at bed time for 
ANTIPSYCHOTICS/ANTIMANIC. Start Date: 
07/20/2018." Further review of the eMAR dated 
08/01/18 through 08/07/18 revealed Resident# 
290 received Quetiapine Fumarate seven of 
seven opportunities. 

The comprehensive care plan for Resident # 290 
dated 07/31/2018 documented, "Focus. 
(Resident# 290) uses psychotropic medications 
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Seroquel r/t (related to) disease process end 
stage dementia and parkinsons (Sic.)." 

The physician's "History & Physical" for Resident 
# 290 dated 07 /20/18 failed to evidence an 
appropriate diagnosis for the use of Seroquel. 

On 08/09/18 at approximately 12:45 p.m., RN 
(registered nurse)# 1, unit manager provided this 
surveyor with a copy of the "Consultant 
Pharmacist Communication to Physician" for 
Resident# 290 and stated that it was noted filled 
out by the physician. 

Review of the clinical record for Resident# 290 
revealed a pharmacy recommendation form 
entitled "Consultant Pharmacist Communication 
to Physician." The "Consultant Pharmacist 
Communication to Physician" form documented, 
"Dated 7 /24/18. To: (Name of ASM # 3, medical 
director); Patient: (Resident# 290). 
ANTI-PSYCHOTIC DX (diagnosis) NEEDED 
(check below): Seroquel 50mg OHS (at hours of 
sleep)." Under "CMS (centers for 
medicare/medicaid services) EXEMPT 
INDICATIONS:" it documented, "[] 
Schizophrenia, [ ] Schizo-affective Disorder, [ ] 
Tourette's Disorder, [ ] Huntington's Disease. 
Under "CMS ACCEPTABLE DIAGNOSES WITH 
GRADUAL ATTEMPTS AT DISCONTINUATION: 
[ ] Delusional Disorder, [ ] Psychotic Mood 
Disorder/Depression, [ ] Acute Psychotic 
Episodes, [ ] Brief Reactive Psychosis, [ ] Atypical 
psychosis, [] Bipolar Disorder." Under 
"PHYSICIAN RESPONSE TO 
RECOMMENDATION/FINDING, the form was 
blank. 

Review of Resident# 290's EHR (electronic 
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health record) failed to evidence documentation 
of the indicated use of Seroquel for Resident 
#290. 

On 08/08/18 at 5: 12 p.m., an interview was 
conducted with LPN (licensed practical nurse)# 
1. When asked if she was Resident # 290's 
nurse for the 3:00 p.m. to 11 :00 p.m. shift, LPN# 
1 stated, "Yes." When asked what the indicated 
use for Seroquel was for Resident #290, LPN # 1 
stated, "It's an antipsychotic drug. The 
psychiatrist decides why the resident would be on 
it." When asked why Resident # 290 was 
prescribed Seroquel, LPN # 1 stated, "I don't 
know her that well, I'll check her chart." After 
reviewing the EHR (electronic health record) for 
Resident# 290, LPN# 1 stated, "It doesn't say, I 
don't know. I'll check with my supervisor." When 
asked who her supervisor was, LPN # 1 stated, 
"(Name of ASM [administrative staff member]# 
2), director of nursing. 

On 08/08/18 at 5:30 p.m., an interview was 
conducted with ASM # 2 regarding the use of 
Seroquel for Resident# 290. ASM # 2 stated she 
called Resident# 290's daughter to find out why 
Resident# 290 was prescribed Seroquel. ASM # 
2 stated, "The daughter said she was put on it by 
her PCP (primary care physician) or her 
neurologist because she was getting up at night 
and not sleeping." ASM # 2 stated, "I reviewed 
the discharge summary from hospital and current 
medication list and I did not see a diagnosis of 
schizophrenia for the use of Seroquel." ASM # 2 
then looked up Seroquel in the MPR (monthly 
prescribing reference) and stated, "It's prescribed 
for mood disorders and psychosis." When asked 
if sleeping was the correct indication for the use 
of Seroquel, ASM # 2 stated, "It's not in my scope 
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of practice to make that judgement or 
determination." 

On 08/09/18 at approximately 11:45 a.m., a 
telephone interview was conducted with ASM 
(administrative staff member)# 3, medical 
director regarding the appropriate diagnosis for 
the use of Seroquel for Resident # 290. When 
asked why Resident# 290 was being 
administered Seroquel, ASM # 3 stated, "I would 
need to look at the chart and I won't be back into 
the facility until next week." ASM # 3 further 
stated, "It should be mentioned in the progress 
notes or the psych (psychiatric) notes." 

On 08/09/18 at approximately 12:00 p.m., RN 
(registered nurse)# 1, unit manager was asked 
to provide Resident # 290's notes from the 
psychiatrist. At approximately 12:45 p.m., RN# 1 
stated, "She (Resident# 290) doesn't get 
psychiatric services so there are no notes." 

On 08/09/18 at approximately 12:35 p.m., ASM 
(administrative staff member)# 1, the 
administrator and ASM # 2, director of nursing 
were made aware of the findings. 

No further information was provided prior to exit. 

References: 
(1) Quetiapine tablets and extended-release 
(long-acting) tablets are used to treat the 
symptoms of schizophrenia (a mental illness that 
causes disturbed or unusual thinking, loss of 
interest in life, and strong or inappropriate 
emotions). Quetiapine tablets and 
extended-release tablets are also used alone or 
with other medications to treat episodes of mania 
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(frenzied, abnormally excited or irritated mood) or 
depression in patients with bipolar disorder 
(manic depressive disorder; a disease that 
causes episodes of depression, episodes of 
mania, and other abnormal moods). In addition, 
quetiapine tablets and extended-release tablets 
are used with other medications to prevent 
episodes of mania or depression in patients with 
bipolar disorder. Quetiapine extended-release 
tablets are also used along with other 
medications to treat depression. Quetiapine 
tablets may be used as part of a treatment 
program to treat bipolar disorder and 
schizophrenia in children and teenagers. 
Quetiapine is in a class of medications called 
atypical antipsychotics. It works by changing the 
activity of certain natural substances in the brain. 
This information was obtained from the website: 
https: / /m edl i neplus. gov/d rugi nfo/meds/a698019. h 
tml. 

(2) A type of movement disorder. This 
information was obtained from the website: 
https://www.nlm.nih.gov/medlineplus/parkinsonsdi 
sease.html. 

(3) A loss of brain function that occurs with certain 
diseases. It affects memory, thinking, language, 
judgment, and behavior. This information was 
obtained from the website: 
https://medlineplus.gov/ency/article/000739.htm. 

(4) Stomach contents to leak back, or reflux, into 
the esophagus and irritate it. This information 
was obtained from the website: 
https://www. nlm. nih .gov/medlineplus/gerd. html. 

(5) A swallowing disorder. This information was 
obtained from the website: 
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https://www.nlm.nih.gov/medlineplus/swallowingdi 
sorders.html. 

F 759 Free of Medication Error Rts 5 Prent or More 
SS=D CFR(s): 483.45(f)(1) 

§483.45(f) Medication Errors. 
The facility must ensure that its-

§483.45(f)( 1) Medication error rates are not 5 
percent or greater; 
This REQUIREMENT is not met as evidenced 
by: 
Based on observation, staff interview, facility 

document review and clinical record review, it 
was determined that the facility staff failed to 
ensure a medication error rate less than five 
percent for one of six residents in the medication 
administration observation, Resident #7. Two 
errors out of 25 opportunities resulted in an error 
rate of eight percent. 

1. The facility staff failed to assess Resident #Ts 
blood pressure per physician's order, prior to 
administering Lotrel. 

2. The facility staff failed to administer 
methimazole to Resident #7, per physician's 
order. 

The findings include: 

1. The facility staff failed to assess Resident #Ts 
blood pressure per physician's order, prior to 
administering Lotrel (1 ). 

Resident #7 was admitted to the facility on 
4/30/12. Resident #Ts diagnoses included but 
were not limited to high blood pressure, diabetes, 
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Preparation and/or execution of this plan 
of correction does not constitute 
admission or agreement by the provider 
with the statement of deficiencies. The 
plan of correction is prepared and/or 
executed because it is required by 
provision of Federal and State regulations. 

Resident #7: Unable to correct getting 
blood pressure prior to administering 
medication and failing to administer 
medication as ordered on 8/8/18. 

All residents who receive medications 
have the potential to be affected. 

All nurses will be educated on following 
physician orders to include obtaining 
ordered vital signs prior to administration 
of medications. 

Nurse manager or designee will complete 
medication pass observation on 2 nurses 
weekly x 4 weeks, then bi-weekly x2 
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and major depressive disorder. Resident #7's 
most recent MOS (minimum data set), an annual 
assessment with an ARD (assessment reference 
date) of 5/8/18, coded the resident's cognition as 
severely impaired. Section G coded Resident #7 
as requiring extensive assistance of one staff with 
dressing, eating and personal hygiene. 

Review of Resident #7's clinical record revealed a 
physician's order dated 10/24/16 for Lotrel 5-1 O 
mg (milligrams) - one tablet by mouth one time a 
day. The order further documented to hold the 
medication for a systolic blood pressure less than 
120. Review of Resident #7's August 2018 eMAR 
(electronic medication administration record) 
revealed the same physician's order. Resident 
#7's comprehensive care plan initiated on 
5/16/12, documented, "(Name of Resident #7) 
has hypertension (high blood pressure). Give anti 
hypertensive medications as ordered ... " 

On 8/8/18 at 9: 17 a. m., LPN (licensed practical 
nurse) #7 was observed preparing Resident #7's 
medications. LPN #7 prepared one capsule of 
Lotrel. LPN #7 attempted to administer Resident 
#7's medications but the resident was in a 
reclined chair with her eyes closed so LPN #7 
stated she would wait to give the resident her 
medications. During this time, LPN #7 did not 
assess Resident #7's blood pressure. On 8/8/18 
at 10:07 a.m., LPN #7 stated she gave Resident 
#7 her medications. On 8/8/18 at 2:05 p.m., LPN 
#7 confirmed she administered Lotrel to Resident 
#7 without assessing the resident's blood 
pressure. 

On 8/8/18 at 4:37 p.m., an interview was 
conducted with LPN #5. LPN #5 was asked what 
should be done if medication administration was 
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dependent on parameters such as to hold the 
medication for a blood pressure less than 120. 
LPN #5 stated, "I need to take their blood 
pressure." 

On 8/8/18 at 6:13 p.m., ASM (administrative staff 
member) #1 (the administrator) and ASM #2 (the 
director of nursing) were made aware of the 
above concern. 

The facility policy titled, "Medication 
Administration" documented, "5. The patient must 
be assessed prior to administering any 
medication. 6. The Healthcare Provider is 
responsible for ensuring his/her assigned patients 
receive their medications, and verifies that the 
patient has taken the medication before leaving 
the bedside ... " 

No further information was presented prior to exit. 

(1) Lotrel is used to treat high blood pressure. 
This information was obtained from the website: 
https://www.fda.gov/F orConsumers/By Audien eel 
F orWomen/ucm 118594. htm 

2. The facility staff failed to administer 
methimazole (1) to Resident #7, per physician's 
order. 

Resident #7 was admitted to the facility on 
4/30/12. Resident #?'s diagnoses included but 
were not limited to high blood pressure, diabetes, 
and major depressive disorder. Resident #?'s 
most recent MOS (minimum data set), an annual 
assessment with an ARD (assessment reference 
date) of 5/8/18, coded the resident's cognition as 
severely impaired. Section G coded Resident #7 
as requiring extensive assistance of one staff with 
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dressing, eating and personal hygiene. 

Review of Resident #7's clinical record revealed a 
physician's order dated 9/26/17 for methimazole 
10 mg (milligrams) by mouth two times a day. 
Review of Resident #7's August 2018 eMAR 
(electronic medication administration record) 
revealed the same physician's order. Resident 
#7's comprehensive care plan initiated on 5/16/12 
failed to document information regarding 
methimazole administration. 

On 8/8/18 at 9:17 a.m., LPN (licensed practical 
nurse) #7 was observed preparing Resident #7's 
medications. LPN #7 dropped a pill on the cart 
then removed the pill and stated she was going to 
discard it. The pill was identified as methimazole. 
LPN #7 prepared other medications but did not 
prepare another tablet of methimazole. LPN #7 
attempted to administer the other medications to 
Resident #7 but the resident was in a reclined 
chair with her eyes closed so LPN #7 stated she 
would wait to give the resident her medications. 
On 8/8/18 at 10:07 a.m., LPN #7 stated she gave 
Resident #7 the medications she had prepared. 
On 8/8/18 at 1 :46 p.m., an interview was 
conducted with LPN #7. LPN #7 stated she 
disposed of the methimazole tablet in a sharps 
container. When asked if she ever administered 
methimazole to Resident #7 this day, LPN #7 
stated she retrieved the tablet from the electronic 
medication kiosk and administered it to the 
resident. LPN #7 was asked to provide evidence 
that she retrieved methimazole from the kiosk. 
On 8/8/18 at 2:05 p.m., observation of the kiosk 
was conducted with LPN #7. This observation 
confirmed LPN #7 did not retrieve methimazole 
from the kiosk. LPN #7 stated she thought she 
pulled the medication from the kiosk but 
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confirmed she did not. 

On 8/8/18 at 6:13 p.m., ASM (administrative staff 
member) #1 (the administrator) and ASM #2 (the 
director of nursing) were made aware of the 
above concern. 

No further information was presented prior to exit. 

(1) "Methimazole is used to treat hyperthyroidism, 
a condition that occurs when the thyroid gland 
produces too much thyroid hormone." This 
information was obtained from the website: 
https://medlineplus.gov/druginfo/meds/a682464.h 
tml 

F 761 Label/Store Drugs and Biologicals 

SS=D CFR(s): 483.45(g)(h)(1 )(2) 

§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. 

§483.45(h) Storage of Drugs and Biologicals 

§483.45(h)(1) In accordance with State 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, permanently affixed compartments for 
storage of controlled drugs listed in Schedule II of 
the Comprehensive Drug Abuse Prevention and 
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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, staff interview, and facility 

document review, it was determined that facility 
staff failed to ensure the secure storage of 
controlled substances in one of six medication 
carts. 

During an observation of the Willow Hall 
medication cart, conducted with RN (registered 
nurse) #2, the lid to the controlled substance 
drawer was observed unlocked. 

The findings include: 

On 8/8/18 at 10:34 a.m., observation of the 
Willow Hall medication cart was conducted with 
RN (registered nurse) #2. The following was 
observed: 
RN #2 unlocked the main cart and the contents 
were reviewed;prior to RN #2 unlocking the 
second lock which secures the controlled 
substance (drugs with abuse potential such as 
narcotics) drawer, it was noted that the lid to the 
controlled substance drawer could be lifted up 
and the controlled substances exposed. The 
ability to lift this lid indicated that the second lock 
of the controlled substance drawer was not 
engaged and the controlled substance drawer 
was open, with the contained medications 
available for dispensing. After rearranging the 
hard plastic cards which divides residents' 
controlled substance/narcotic medications, RN #2 
was able to demonstrate that the narcotic box 
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Preparation and/or execution of this plan 
of correction does not constitute 
admission or agreement by the provider 
with the statement of deficiencies. The 
plan of correction is prepared and/or 
executed because it is required by 
provision of Federal and State regulations. 

The narcotic drawer on the Willow unit 
medication cart was properly locked 
immediately by removing the heavy plastic 
divider on 8/8/18 .. 

All residents who receive controlled 
substances/narcotics have the potential to 
be affected. 

All medication carts were checked to 
ensure narcotic boxes were locked on 
8/9/18. All nurses will be educated on how 
to properly lock the narcotic drawers on 
the med carts and to ensure that the 
drawers are closed completely. 

The Director of Nursing or designee will 
inspect all medication carts weekly x4, 
then bi-weekly x2, then monthly x3. 
Results of audits will be reviewed for 
patterns and/or trends and reported at 
QAPI meetings monthly for three months 
and then quarterly thereafter. 
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could be locked and not just pulled open. 

On 8/8/18 at 10:38 a.m., ASM (administrative 
staff member) #2, the director of nursing, was 
advised that the controlled substance/narcotic 
drawer was not locked on initial inspection. RN 
#2 demonstrated how the heavy plastic card got 
wedged and prevented the narcotic drawer from 
locking. Both ASM #2 and RN #2 acknowledged 
that the controlled substance/narcotics drawer 
should always be locked except when in use. 

On 8/8/18 at 10:39 a.m., OSM ( other staff 
member) #5, pharmacy technician, was also 
advised of the issue with controlled 
substance/narcotic drawer not locking. 

ASM (administrative staff member) #1, the 
administrator, and ASM #2, the director of 
nursing, were made aware of the above findings 
on 8/8/18 at 6:00 p.m. 

A review of the facility's "Pharmaceutical 
Services" policy documents in part, "14. Storage 
of Medications: i. All controlled drugs are stored 
under double-lock and key." 

According to "Lippincott Manual of Nursing 
Practice", Seventh Edition: by Lippincott Williams 
& Wilkins, pg. 739 read: "Medication dispensing 
rooms [and carts] should be locked. In addition, 
controlled substances are kept in a locked drawer 
or container as an added safety measure, 
providing for a 'double locked" system." 

No further information was obtained prior to exit. 

F 812 Food Procurement.Store/Prepare/Serve-Sanitary 
SS=D CFR(s): 483.60(i)(1)(2) 
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§483.60(i) Food safety requirements. 
The facility must -

§483.60(i)(1) - Procure food from sources 
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. 
(ii) This provision does not prohibit or prevent 
facilities from using produce grown in facility 
gardens, subject to compliance with applicable 
safe growing and food-handling practices. 
(iii) This provision does not preclude residents 
from consuming foods not procured by the facility. 

§483.60(i)(2) - Store, 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, staff interview and facility 

document review ,it was determined that the 
facility staff failed to store food in a sanitary 
manner. 

The facility staff failed to cover one package of 
cinnamon muffins and one package of corn 
muffins stored in the walk-in freezer and failed to 
seal a bag of cookies in the dry storage room. 

The findings include: 

On 08/07/18 at 11:00 a.m., an observation of the 
kitchen and dry storage room was conducted with 
OSM (other staff member)# 1, dietary manager. 
Observation of the walk-in freezer revealed two 
packages of frozen muffins, one package of 
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The items found to be improperly wrapped 
were immediately discarded on 8/7/18. 

All residents receiving food from dietary 
services have the potential to be affected 
by this practice. 

Policies impacting this requirement were 
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cinnamon muffins and one package of corn 
muffins on the top shelf inside the freezer. 
Observation of the package of cinnamon muffins 
revealed eleven muffins in the box. The plastic 
wrap covering the box was torn open at one end 
exposing the muffins to the open air. Observation 
of the package of corn muffins revealed 
twenty-three muffins in the box. The plastic wrap 
covering the box was torn open at one end 
exposing the muffins to the open air. When 
asked if the muffins were stored correctly, OHM # 
1 stated, "No, they should be covered." OHM# 1 
immediately removed the boxes of muffins from 
the walk-in freezer. Observation of the dry 
storage room revealed a bag of chocolate chip 
cookies lying on the storage shelf. Further 
observation of the bag of cookies revealed it was 
opened, exposing the cookies to the open air. 
When asked if the cookies were being stored 
correctly, OSM # 1 stated, "No the bag should be 
closed." OSM # 1 removed the bag of chocolate 
chip cookies from the dry storage room. 

The facility policy "Storage of Frozen Food" 
documented, "Leftovers that may be frozen are 
secured with foil or freezer bags and are labeled 
with the product name and discard date, if not 
utilized within 4 months it will be discarded." 

The facility policy "Dry Storage" documented, " 
3. Keep food tightly covered and protected 

from contamination; when possible, store in their 
original packaging; if it is necessary to repackage 
food, clearly label the new package." 
On 08/08/18 at approximately 6:00 p.m., ASM 
(administrative staff member)# 1, the 
administrator and ASM # 2, director of nursing 
were made aware of the findings. 
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reviewed: Storage of Frozen Food- no 
changes made; Dry Storage- added 
requirement to date mark any open food. 
Cooks will be required to observe the 
frozen storage and dry storage areas at 
end of shift to identify any open undated 
items. Dietary staff will review the food 
storage policies and will be in-serviced by 
the Dietary Manager or Team Lead. A 
thorough walkthrough of the refrigerated 
storage areas will be conducted on the 
freezer and dry storage area on 9/5/18 by 
the Dietary Manager and Team Leads. 

The walk in freezer and dry storage room 
will be monitored twice a week for 30 days 
and then weekly for 60 days by the 
Dietary Manager or designee. Improperly 
wrapped food will be immediately 
discarded and recorded and variances will 
be reported to Dietary team lead for 
corrections. Results of audits will be 
reviewed for patterns and/or trends and 
reported at QAPI monthly for three 
months and then quarterly thereafter 
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No further information was provided prior to exit. 

F 814 Dispose Garbage and Refuse Properly 
SS=F 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, it was 

determined that the facility staff failed to maintain 
the dumpster area in a sanitary manner. 

Eight pairs of used plastic gloves were found lying 
on the ground around the facility's trash 
compactor. 

The findings include: 

On 08/07/18 at 11:25 a.m., an observation of the 
facility's trash compactor was conducted with 
OSM (other staff member)# 1, dietary manager. 
The facility's trash compactor was located 
approximately 60 feet from the back of the facility. 
Observation of the trash compactor area revealed 
it was a compactor, inside a wooden fence 
enclosure. Further observation of the trash 
compactor area inside the fence enclosure 
revealed eight pairs of used plastic gloves lying 
on the ground around the trash compactor. 
When asked who was responsible for keeping the 
trash compactor area cleaned and picked up, 
OSM # 1 stated, "The kitchen and 
housekeeping." When asked how often the trash 
compactor area is cleaned up, OSM # 1 stated, 
"Once a month for my part." When asked why it 
was important to keep the trash compactor area 
cleaned and picked up OSM # 1 stated, "To 
prevent contamination." At approximately 11 :30 
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Preparation and/or execution of this plan 
of correction does not constitute 
admission or agreement by the provider 
with the statement of deficiencies. The 
plan of correction is prepared and/or 
executed because it is required by 
provision of Federal and State regulations. 

The grounds around the dumpster were 
immediately cleaned by removing and 
disposing of the eight pairs of gloves 
found in the area. 

Residents, staff and visitors have the 
potential to be affected. 

The EVS Supervisor or designee will 
ensure rounds are done of the dumpster 
area daily including weekends, to ensure 
grounds are free of trash. Staff conducting 
rounds will be educated on purpose and 
remediation if trash is found. 

An audit tool will be maintained 
documenting the daily rounds. Results of 
audit will be reviewed for patterns and/or 
trends and reported at QAPI monthly for 
three months then quarterly thereafter. 
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a.m., an interview was conducted with OSM # 2 
housekeeping supervisor in the presence of OSM 
# 1. When asked if housekeeping was 
responsible with the kitchen in keeping the trash 
compactor area clean OSM # 2 stated, "Yes, it's 
done on a regular basis. Every morning we clean 
up the area and police the grounds." When 
asked why it was important to keep the trash 
compactor area cleaned and picked up OSM # 2 
stated, "To keep rodents away and for 
inspection." When informed of the observation of 
the trash compactor area, OSM # 2 stated, "We'll 
get it clean up." 

On 08/08/18 at approximately 6:00 p.m., ASM 
(administrative staff member)# 1, the 
administrator and ASM # 2, director of nursing 
were made aware of the findings. 

No further information was provided prior to exit. 

F 880 Infection Prevention & Control 

SS=F CFR(s): 483.80(a)(1 )(2)(4)(e)(f) 

§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, 
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reporting, investigating, and controlling infections 
and communicable diseases for all residents, 
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 
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corrective actions taken by the facility. 

§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 
!PCP and update their program, as necessary. 
This REQUIREMENT is not met as evidenced 
by: 
Based on observation, staff interview, clinical 

record review and facility document review, it was 
determined that the facility staff failed to maintain 
an infection control program, as evidenced by 
incomplete infection control tracking logs and the 
lack of a legionella protocol; and failed to 
maintain infection control practices in the laundry 
department; and failed to follow infection control 
practices for two of 37 residents in the survey 
sample; Residents #86, and #18. 

1. The facility staff failed to maintain an infection 
control program. The infection control, tracking 
logs, for January 2018 through May 2018 were 
incomplete. 

2. The facility staff failed to develop a legionella 
protocol. 

3. The facility staff failed to keep the floor fan 
free of dust and lint when drying, folding and 
transporting clean linens and resident's personal 
clothing. 

4. The facility staff failed to implement infection 
control practices for isolation for Resident #86. 
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Unable to correct previous infection 
control logs prior to June. An infection 
control program was implemented in June 
and will continue with tracking and logging 
all infections along with interventions. 

Unable to correct failure to develop 
legionella protocol prior to survey. A 
protocol for tracking is now in place. 

Housekeeping staff removed the fan from 
the laundry, disassembled it and cleaned 
all parts then reassembled the fan and 
repositioned the fan so the air was not 
blowing over clean laundry. 

Staff member was educated on the 
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5. The facility staff failed to implement infection 
control practices for isolation for Resident #18. 

The findings include: 

1. The facility staff failed to maintain an infection 
control program. 

On 8/8/18 at 11 :00 a.m., a review of the infection 
control program was conducted. This review 
included reviewing the facility's infection control 
tracking logs for the last 6 months prior to survey. 
A review of these logs revealed that only June 
2018 and July 2018, were completely maintained, 
as these were hand-written logs with all the 
required categories identified. Logs for January 
2018 through May 2018 were digital logs and 
were missing entire columns of data, including 
infection onset date, infection related diagnoses, 
whether or not a culture was done, any identified 
organisms, whether or not any x-rays were done 
for identifying an infection, and whether or not 
isolation precautions were required. 

On 8/08/18 at 11:05 AM, in an interview with RN 
#5 (Registered Nurse, the ADON - Assistant 
Director of Nursing) she stated that she was in 
charge of the infection control program and 
antibiotic stewardship program. When asked 
about the logs being incomplete before June 
2018, RN #5 stated, "As far as I know, the logs 
are incomplete. I have been here 6 weeks, and 
do not know what they were doing before, and so 
far I have not located any other infection control 
related tracking, surveillance and monitoring 
data." A copy of a policy for the operationalizing 
and maintaining an infection control program was 
requested. 
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importance of wearing protective isolation 
gear at all times when entering room of 
resident #86 and following PPE protocols 
with all resident rooms even if just passing 
trays. 

Staff member was educated on the 
importance of wearing protective isolation 
gear at all times when entering room of 
resident #18 and following PPE protocols 
with all resident rooms even if just passing 
trays. 

All residents with infection or possible 
infection have the potential be to be 
affected. 

The legionella protocol will be completed 
by the Director of Nursing in coordination 
with the Director of Environmental 
Services, Supervisor of EVS and Director 
of Facilities. 

Laundry staff will be educated on the 
importance of turning the fan off when 
transporting wet linen/clothing to the dryer 
and folding table. Staff will be educated on 
the importance of covering clean linen 
and personal laundry when transporting 
through the facility. The fan in the laundry 
room will be cleaned at a minimum of 
weekly and more often if needed. 
All staff will be educated on the necessity 
of putting on isolation PPE prior to 
entering an isolation room and identifying 
the type of PPE required for various 
infections. Education will be completed by 
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The facility policy that was provided, "Infection 
Control Surveillance" documented, "Purpose: To 
have knowledge of patient and employee 
infections so appropriate actions/follow-up may 
be done and to guide prevention activities. 
Policy: The Infection Control Practitioner does 
surveillance of infections among patients and 
employees. 1. The Infection Control Practitioner 
does surveillance of nosocomial infections by: 
Review of culture reports and other pertinent lab 
data; Nurse consultation and referral; Chart 
Review; Personal consultation by employees; 
Follow-up on communicable disease exposure; 
Review of employee's physical assessments; 
Maintenance of the employee infection record; 
Physician consultation. 2. Nosocomial infections 
are reported monthly on the nosocomial infection 
summary. 3. Nosocomial infections are reported 
weekly on the infectious disease report. 4. 
Reporting of infections to the health department is 
done as required by law." 

On 8/8/18 at 6:00 PM at the end of day meeting, 
the administrator (ASM #1 - Administrative Staff 
Member) was made aware of the findings. No 
further information was provided by the end of the 
survey. 
2. The facility staff failed to develop a legionella 
protocol. 

On 08/09/18 at approximately 3:30 p.m., an 
interview was conducted with ASM (administrative 
staff member)# 1 administrator and OSM (other 
staff member)# 15, director of plant operations 
regarding the facility's legionella protocol. ASM # 
1 and OSM # 15 stated, "We don't have a 
legionella protocol. We're in the process of 
developing one." 
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the Director of Nursing or designee. 

An audit of all residents with infections 
and on antibiotics will be completed by the 
Director of Nursing or designee weekly 
x4, then bi-weekly x2, then monthly x3 to 
ensure proper logging and tracking. 
Results of audits will be reviewed for 
patterns and/or trends and reported at 
QAPI monthly for three months then 
quarterly thereafter. 

An audit of all water systems will be 
completed by the Director of Facilities or 
designee on a monthly basis to ensure the 
water systems are not growing legionella 
and spreading to susceptible hosts. 
Results of audits will be reviewed for 
patterns and/or trends and reported at 
QAPI monthly for three months then 
quarterly thereafter. 

An audit of all laundry service staff to 
ensure proper handling of linens and 
personal clothing cleaned by the facility 
will be completed by the Environmental 
Services Supervisor or designee weekly 
x4, then bi-weekly x2, then monthly x3 to 
ensure no contamination has occurred 
during transfer from washer to dryer, 
during folding or while transporting 
through the facility. 

An audit of all residents on isolation will be 
completed by the Director of Nursing or 
designee weekly x4, then bi-weekly x2, 
then monthly x3 to ensure isolation 
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No further information was provided prior to exit. 

3. The facility staff failed to keep the floor fan 
free of dust and lint when drying, folding and 
transporting clean linens and resident's personal 
clothing. 

On 08/07/18 at 2:35 p.m., an observation of the 
clean laundry room revealed a floor fan 
positioned at the entrance door of the room, 
directed toward a row of three clothes dryers and 
a table for clean laundry. Two laundry aides were 
observed folding resident's personal clothing and 
placing it on the table. Further observation of the 
fan revealed the fan blades and front finger guard 
was coated with grey lint and dust. 

On 08/08/18 at 8:30 a.m., an observation of the 
clean laundry room revealed a floor fan 
positioned at the entrance door of the room, 
directed toward a row of three clothes dryers and 
a table for clean laundry. Further observation 
revealed a laundry aide placing clean linens into 
the clothes dryers directly in front of the fan. 
Observation of the fan revealed the fan blades 
and front finger guard was coated with grey lint 
and dust. 

On 08/08/18 at 8:55 a.m., an observation of the 
clean laundry room revealed a floor fan 
positioned at the entrance door of the room, 
directed toward a row of three clothes dryers and 
a table for clean laundry. Two laundry aides were 
observed folding resident's personal clothing and 
placing it on the table. 

On 08/08/18 at 9: 10 a.m., an observation of the 
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Results of audits will be reviewed for 
patterns and/or trends and reported at 
QAPI monthly for three months then 
quarterly thereafter. 
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clean laundry room revealed a floor fan 
positioned at the entrance door of the room, 
directed toward a row of three clothes dryers and 
a table for clean laundry. Observation of the fan 
revealed the fan blades and front finger guard 
was coated with grey lint and dust. Further 
observation revealed a laundry aide folding clean 
linens in front of the fan and placing them on the 
table. 

On 08/08/18 at 9:00 a.m., OSM (other staff 
member) # 4, environmental services associate, 
was observed folding and placing resident 
clothing on several hangers in front of the floor 
fan. The fan was blowing in the direction of the 
clothing. OSM # 4 then carried the resident's 
clean clothing from the laundry room on several 
hangers, uncovered to the Magnolia Unit of the 
facility, entered the resident's room and hung the 
clothes in the resident's closet. 

On 08/08/18 at 11:15 a.m., an observation of the 
clean laundry room revealed a floor fan 
positioned at the entrance door of the room, 
directed toward a row of three clothes dryers and 
a table for clean laundry. Observation of the fan 
revealed the fan blades and front finger guard 
was coated with grey lint. Further observation 
revealed a laundry aide folding clean linens in 
front of the fan and placing them on the table. 

On 08/08/18 at approximately 1:10 p.m., an 
interview was conducted with OSM # 4, 
environmental services associate. When asked 
to describe the procedure for transporting 
resident's clean clothing, OSM # 4 stated, "Put 
them on the hangers, or fold them if they don't 
want their under garments on the hangers and 
carry them to their room." When asked if the 
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clothes should be covered OSM # stated, "If they 
are clean no, but it's dirty it gets covered." When 
asked if she recalled taking a set of resident's 
clothes to their room earlier this morning 
uncovered OSM # 4 stated, "Yes." 

On 08/08/18 at 1 :30 p.m., an interview was 
conducted with OSM # 2, housekeeping 
supervisor. When asked how he ensure linens 
and resident clothing are kept clean after it has 
been washed, OSM # 2 stated, "Fold the linens 
and put them in the blue laundry bins, cover them 
and transport the linens covered. As soon as the 
resident's clothes are dried we put them on 
hangers and take them directly to the resident's 
rooms." When asked if the resident's clothes are 
covered when they are taken to the resident's 
rooms OSM # 2 stated, "No." OSM # 2 was 
asked to turn off the fan positioned at the 
entrance door of the clean laundry room. When 
the fan stopped OSM # 2 was asked to observe 
the fan blades and the back and front finger 
guards. When asked to describe the condition of 
the fan blades and finger guards OSM # 2 stated, 
"It's dirty." When asked if the fan was coated with 
lint and dust OSM # 2 stated, yes." When asked 
in what direction the fan was blowing, OSM # 2 
stated, "Toward the clean linens and clothes." 
When asked why the resident's clean clothing 
should be covered when being transported, OSM 
# 2 stated, "To prevent any type of 
contamination." When asked why the fan should 
be kept clean, OSM # 2 stated, "To keep from 
blowing dirt and contaminating the clothes and 
linens." When asked what size the fan was, OSM 
# 2 asked OSM # 3, environmental technician. 
OSM # 3stated, "Looks like a 24 inch fan." 

On 08/09/18 at approximately 12:35 p.m., ASM 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:61YJ11 

PRINTED: 10/02/2018 
FORM APPROVED 

0MB NO 0938-0391 
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 

COMPLETED A. BUILDING _______ _ 

B. WING _________ _ 

ID 
PREFIX 

TAG 

STREET ADDRESS, CITY, STATE, ZIP CODE 

360 HOSPITAL DRIVE 

WARRENTON, VA 20186 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

F 880 

C 

08/09/2018 

(XS) 
COMPLETION 

DATE 

Facility ID: VA0261 If continuation sheet Page 196 of 204 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 

CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER: 

495233 

NAME OF PROVIDER OR SUPPLIER 

FAUQUIER HEALTH REHABILITATION & NURSING CENTER 

(X4) ID 
PREFIX 

TAG 

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

F 880 Continued From page 196 

(administrative staff member)# 1, the 
administrator and ASM # 2, director of nursing 
were made aware of the findings. 

No further information was provided prior to exit. 
4. The facility staff failed to implement infection 
control practices for isolation, for Resident #86. 

Resident #86 was admitted to the facility on 
4/19/18 with diagnoses that included but were not 
limited to: amputation of two or more right toes, 
atrial fibrillation (a condition characterized by 
rapid and random contraction of the atria of the 
heart causing irregular beats of the ventricles and 
resulting in decreased heart output and frequently 
clot formation in the atria) (1 ), high blood 
pressure, diabetes, stroke and palliative care. 

The most recent MOS (minimum data set) 
assessment, a quarterly assessment, with an 
assessment reference date of 7/23/18, coded the 
resident as scoring a "13" on the SIMS (brief 
interview for mental status) score, indicating she 
was cognitively intact to make daily decisions. 
The resident was coded as requiring extensive 
assistance of one or more staff members for all of 
her activities of daily living. In Section I - Active 
Diagnoses, the resident was coded as having a 
Mulitdrug-Resistent Organism. 

Observation was made on 8/7 /18 at 
approximately 12:00 p.m. on the Willow unit. The 
staff members were passing the lunch meal trays. 
CNA (certified nursing assistant) #2 walked into 
Resident #86's room carrying the lunch tray. She 
did not stop to put on isolation gown or gloves. 
The isolation equipment was attached to the door 
in a hanging with pouches for all of the supplies 
for isolation. There were no supplies in the room. 
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The physician order dated, 4/19/18, documented, 
"Contact Isolation for MRSA (MRSA stands for 
methicillin-resistant Staphylococcus aureus. It 
causes a staph infection (pronounced 'staff 
infection' that is resistant to several common 
antibiotics. (2) + (positive) wound to R (right) foot 
every shift." 

The nurse's note dated, 8/8/18 at 9:59 a.m. 
documented in part, "Hospice and primary MD 
(medical doctor) electing not to re-culture wound 
again at this time, elect not to continue with 
antibiotic therapy due to risk for CDIFF 
(clostridium difficele), RP (responsible party) is in 
agreement, goal is for local wound care only and 
pain control. Continues on contact isolation as 
wound continues to drain." 

The comprehensive care plan dated, 4/25/18, 
documented in part, "Focus: (Resident #86) has 
MRSA of the R (right) foot wound." The 
"Interventions" documented in part, "CONTACT 
ISOLATION." 

An interview was conducted with CNA #1 on 
8/9/18 at 8:24 a.m. When asked if she has to put 
on the isolation gowns and gloves when 
delivering meal trays to a resident on isolation, 
CNA #1 stated, "I always gown up regardless of 
what I am doing for the resident." 

An interview was conducted with LPN (licensed 
practical nurse) #2 on 8/9/18 at 8:26 a.m. When 
asked if staff have to wear any protective gear 
when delivering a meal tray to a resident is on 
isolation, LPN #2 stated, "Yes, You have to wear 
a gown, and gloves at all times. 
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An interview was conducted with RN (registered 
nurse) #1, the unit manager, on 8/9/18 at 8:27 
a.m. When asked about the precautions staff 
have to take when delivering a meal tray to a 
resident is on isolation, RN #1 stated, "You have 
to wear gowns and gloves. The CNA the other 
day told me she saw you watching and she didn't 
have any isolation gear on." 

The sign outside posted outside the resident's 
room, documented in part, "Isolation Room: 
Before entering the patient room, please: 1. Put 
on a gown, with the opening at the back. 2. Put 
on gloves, available in small, medium and large. 
3. Put on a face mask (pinch the portion over 
your nose for a snug fit) .... These instructions 
must be followed every time you enter or leave 
the patient room." 

The administrator (administrative staff member -
ASM #1) and ASM #2, the director of nursing, 
were made aware of the above concern on 8/9/18 
at 12:32 p.m. 

No further information was provided prior to exit. 

(1) Barron's Dictionary of Medical Terms for the 
Non-Medical Reader, 5th edition, Rothenberg and 
Chapman, page 55. 
(2) This information was obtained from the 
following website: 
https://medlineplus.gov/mrsa.html 

5. The facility staff failed to implement infection 
control practices for isolation, for Resident #18. 
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Resident #18 was admitted to the facility on 
9/5/12, with diagnoses that included but were not 
limited to: cerebral palsy (loss or deficiency of 
muscle control due to permanent, nonprogressive 
brain damage occurring before or at the time of 
birth) (1 ), high blood pressure, depression, 
dementia, pain, and peripheral vascular disease 
any abnormal condition, including 
atherosclerosis, affecting blood vessels outside 
the heart) (2). 

The most recent MOS (minimum data set) 
assessment, a quarterly assessment, with an 
assessment reference date of 5/16/18, coded the 
resident as scoring an "8" on the BIMS (brief 
interview for mental status) score indicating the 
resident was moderately impaired to make daily 
cognitive decisions. The resident was coded as 
requiring extensive assistance of one or more 
staff members for all of his activities of daily living 
except eating in which he only required 
supervision after set up assistance was provided. 

Observation was made on 8/7/18 at 
approximately 12:00 p.m. on the Willow unit. The 
staff members were passing the lunch meal trays. 
CNA (certified nursing assistant) #3 walked into 
Resident #18's room carrying the lunch tray. She 
did not stop to put on isolation gown or gloves. 
The isolation equipment was attached to the door 
in a hanging with pouches for all of the supplies 
for isolation. There were no supplies in the room. 

The physician order dated, 5/20/18, documented, 
"Contact precautions every shift for MRSA to cyst 
right flank." 

The nurse's note dated, 8/7/18 at 10:50 p.m. 
documented in part, "Suspected Infection: MRSA 
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on back wound ... Follow - up: Will continue 
contact isolation." 

The comprehensive care plan dated, 6/18/18, 
documented in part, "Focus: (Resident #18) has 
an infection to R (right) buttock cyst (MRSA + 
[positive])." The "Interventions" documented in 
part, "Contact isolation as ordered." 

An interview was conducted with CNA #1 on 
8/9/18 at 8:24 a.m. When asked if she has to put 
on the isolation gowns and gloves when 
delivering meal trays to a resident on isolation, 
CNA #1 stated, "I always gown up regardless of 
what I am doing for the resident." 

An interview was conducted with LPN (licensed 
practical nurse) #2 on 8/9/18 at 8:26 a.m. When 
asked if staff have to wear any protective gear 
when delivering a meal tray to a resident is on 
isolation, LPN #2 stated, "Yes, You have to wear 
a gown, and gloves at all times. 

An interview was conducted with RN (registered 
nurse) #1, the unit manager, on 8/9/18 at 8:27 
a.m. When asked if I was delivering meal trays to 
a resident on contact isolation, what precautions 
should I take, RN #1 stated, "You have to wear 
gowns and gloves. The CNA the other day told 
me she saw you watching and she didn't have 
any isolation gear on." 

The sign outside posted outside the resident's 
room, documented in part, "Isolation Room: 
Before entering the patient room, please: 1. Put 
on a gown, with the opening at the back. 2. Put 
on gloves, available in small, medium and large. 
3. Put on a face mask (pinch the portion over 
your nose for a snug fit) .... These instructions 
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must be followed every time you enter or leave 
the patient room." 

The administrator (administrative staff member -
ASM #1) and ASM #2, the director of nursing, 
were made aware of the above concern on 8/9/18 
at 12:32 p.m. 

No further information was provided prior to exit. 

(1) Barron's Dictionary of Medical Terms for the 
Non-Medical Reader, 5th edition, Rothenberg and 
Chapman, page 114. 
(2) Barron's Dictionary of Medical Terms for the 
Non-Medical Reader, 5th edition, Rothenberg and 
Chapman, page 447. 

F 881 Antibiotic Stewardship Program 
SS=F CFR(s): 483.80(a)(3) 

§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)(3) An antibiotic stewardship program 
that includes antibiotic use protocols and a 
system to monitor antibiotic use. 
This REQUIREMENT is not met as evidenced 
by: 
Based on staff interview and facility document 

review, it was determined that the facility staff 
failed to develop and operationalize and maintain 
an Antibiotic Stewardship Program. 

The findings include: 
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On 8/8/18 at 11 :00 a.m., a review of the antibiotic 
stewardship program was conducted. This 
review included reviewing the facility's policies 
and procedures related to operationalizing and 
maintaining an Antibiotic Stewardship Program. 
A review of the 4-page document that was 
provided, "Antibiotic Stewardship Program" 
revealed a faxed date stamp of 8/8/18, where it 
was faxed from the pharmacy the date of this 
survey review. 

On 8/8/18 at 11 :05 a.m., in an interview with RN 
#5 (Registered Nurse, the ADON - Assistant 
Director of Nursing) she stated that she was in 
charge of the infection control program and 
antibiotic stewardship program. When asked if 
the facility had an Antibiotic Stewardship Program 
in place before the pharmacy faxed this 
document over on this date, RN #5 stated, 
"Before today, I didn't have an antibiotic 
stewardship program." 

The facility policy that was provided, "Antibiotic 
Stewardship Program" which was provided to the 
facility by the pharmacy on 8/8/18 revealed an 
"Effective Date" of 11/28/17. 

Further review of the policy documented, 
"Procedure: 1. Leadership: a. The Administrator, 
OHS (Director of Health Services), and the 
Medical Director will commit to supporting safe 
and appropriate antibiotic utilization ..... 1. 
Accountability: a. The ASP (Antibiotic 
Stewardship Program) Team will be established 
to be accountable for promoting and overseeing 
antibiotic stewardship activities. b. The ASP 
Team will consist of the following partners: i. 
Medical Director/designee, ii. Director of Health 
Services (DHS)/designee, iii. Infection 
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An Antibiotic Stewardship Program is 
currently being implemented to include 
antibiotic use protocols and a system to 
monitor antibiotic use. 

All residents have the potential to be 
affected by this deficient practice. 

The Antibiotic Stewardship program team 
will be established to be accountable for 
promoting and overseeing antibiotic 
stewardship activities. Proper tracking and 
logging infections/antibiotics in the ASP 
binder will continue and be closely 
monitored. 

The Director of Nursing or designee will 
audit 5 residents with infections and /or 
orders for antibiotics weekly x4, then 
bi-weekly x2, then monthly x3. Results of 
audits will be reviewed for patterns and/or 
trends and reported at QAPI monthly for 
three months and then quarterly 
thereafter. 
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Preventionist (IP)/designee {note: RN #4 stated 
this was her role in the facility}, iv. Consultant 
Pharmacist, v. Prescribing Physician/Provider." 

On 8/8/18 at 6:00 p.m., at the end of day meeting, 
the administrator (ASM #1 - Administrative Staff 
Member) was made aware of the findings. No 
further information was provided by the end of the 
survey. 
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FAUQUIER ~ HEALTH 
Rehabilitation & Nursing Center 

360 Hospital Drive ■ Warrenton, VA 20186-3027 ■ 540-316-5500 P ■ 540-316-5389 F ■ fauquierhea lth.org 

Virginia Department of Health 
Office of Licensure and Certification 
9960 Mayland Drive, Suite 401 
Henrico, VA 23233 

To Whom It May Concern: 

October 11, 2016 

Please see the enclosed application for renewal license for Fauquier Health Rehabilitation and Nursing 
Center with the enclosed renewal fee . 

Feel free to contact me at the enclosed address with any questions. 

Administrator 

RE.CE\\JE.0 
oc1 'i ?.O\o 

\IOr\JOLC 
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{F 000} INITIAL COMMENTS 

. . 
An unannounced Medlcare/Med!cald revisit to the 
standard survey conducttd 6/27117 through 
6/29/17, was conducted 8115/17 through 8/16/17. 
One complaint was inve:,tigated during ths &urvey 
rirocess. Corrections are required for compliance 
with 42 CFR Part 483 Federal Long Term Cara 
Requirements. Uncorrected deficiencies are 
identified within this report. Corrected 
def!cl811oies are identified. on the CMS 2567 - B. 

The census !n this 113 bed certified facility was 
90 at the time of the survey,. The survey sample 
consisted of twelve current resident reviews 
(Resident& #101 thro1.1gh # 111 and #113) and 
one closed record review, Resident #112. 

F 246 483.10(e)(3) REASONASl.eACCOMMODATION 
SS=D or- NEEDS/PREFERENCES 

483., O(e) Respect snd Dignity. The resident has 
a right lo be treated with respect and dignity, 
including: 

(e}(3) The right to reside and receive services In 
the facility IN!th reasonable elX)Ommodatron of 
resident needs and preferenoes except when to 
do so would endanger the health or safety of the 
resident or other residents. 
This REQUIREMENT Is not met es evldsnced 
by: 
Based on observation, staff inteivlew, tacllfty 

document review and cllnical record review, It 
was Cletermiried that u,e fac:illty staff failed to 
ensure a call bell wes within reach for orie of 13 
residents In the survey sample, Resident #110. 

Resident #'11 0 was observed on separate 
occasions In bed with her call bell positioned 

3i1C 
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F246 

Preparation and/or execution of his 
plan of correction does not cons tute 
admission or agreement by the p ovlder 
With the statement of deflclencle . The 
plan of correction is prepared an /or 
executed because it is required b the 
provision of Federal and State 
regulatlons. 

On 8/29/17, location of calf bell q/F'/f'J 
discussed with resldent#l10. R idant 
stated preference to have call b I) rn 
nightstand drawer. care plan u ated 
to specify resident preference. 
Resident ls in bed, call bell wifl b 
reach. 

An audit of call bell placement w II be 
conducted. Cognizant residents C 
preference wlll be accommodate Q 
ca~ plans updated, If necessary; ~ ,;.;:, 
Residents not capable of determi inr"\ 
their call bell placement will hav th~ 
call bell placed within their reach and''°' 
care plans updated, If necessary. 

TITL~ IX8)0Afu 

My teney sI111emen1 anding win en 11stcrl1k n d&nol~ a deflclen Whleh th ng u11on mav b1 e~r.ti9ed Imm eottecllf'\g providing It s elermlnad Iha 
c,ther $a 1gu1;1rds prcvidi.. suflicienl pro1ect10h to t11e pallenls, (See lns1rucll01l6.) e for 11\lrslng h0n1S$. Iha llndings stated above ;ire ,sclosable BO d~ys 
lollowu the 1M~ ol 11urvey wtmMr or n11L ri plan 0f eorreodon la provided. For nurclog horn AA, tha above findings ~rld plan" of coirecilon re dlSdOl!abla 14 
oeiy& lollowing 1ht1 dill<• 11u,se document& ~re made 11v1ilable to th11 faelllty. II deftctenclas are cliecl. ,n approved ~l:1n of corracllon Is requ Its to conlfnuad 
llrClQr~m p1u11c1pmton. 
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F 246 Continued From page 1 
either in the nightstand drswer, er on top of the 
nightstand, cul of her reach. 

,he findings include: 

Resident #110 was admitted to the facility on 
3/14/16 with a readmission on 5/15/17, with 
diagnoses, that included but were not flmlted to: 
high blood pressure, dementia, atrial flbrll/ation (a 
condition characlerl2ea by rapid and random 
contraction& of the atria of the heart causing 
irreg1Jltir beats of the ventrlclea and reaultlng In 
decreased heart output and frequently clot 
formaUon In the atria (1 ))1 and history of falls, 

The most 1'8Cent MOS (minimum data set) 
aBSaeament. s quarterly snaesment, with an 
assessment reference date (ARO) of 717/17, 
coded the resident as usually understanding 
others and usually m211<in9 herself undel'Stood, 
The resident was coded as having both short and 
long term memory problems and was coded as 
being moderately impaired to make dally 
009nltlve decisions. The resident was ooded 8$ 
having no diffic:ultles wllh her range of motion in 
either her upper or lower extremJHes. Resident 
#110 was coded as reQulr!ng extensive 
asslstanc::e for moving in the bed ancl transfers, 

Obseivatfon was mc1de of Resident #110 on 
8/15/17 at 3:00 p.m. The resident was in her 
room, in bed. She was facing the wrridow on her 
right side. The call bell was ln the night stand 
drawer on ths resident's left side. There was a 
fall mat approximately two feet In width, observed 
on the ffoor between the bed and night swnct. The 
call bell was not accesslble to Resident #110. 

A second observation was made o1 Resident 
!'ORM CMS•2567(02•99l l'ISVIOUII Versions ObsolelO Evlnl !C:Ne1~,2 

4/'0 
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F246 Dally manager rounrJs are bel done, 
Care managers for each unit w II 
regularly check room for corre call 
bell placement, Nursing staff !II make 
observations when In rooms, taff are 
being reeduc;,ted r-egartding ca e 
planning process. 

Monltorll'lg of compliance will done 
by managers, care managers an 
nursing staff. Audits will be use to 
document locations checks and iven to 
0ON/designee. Results witl be 
reviewed l!nd addressed by the UAP! 
committee for guidance and fu her 
lnstruct!0n. 

Fllclllly ID: VA0281 
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F 246 Con11nued From page 2 F 246 
#110 on 8/16/17 at 8:45 a.m. The resident was in 
tier bed on her beok. Her head was turned 
toward the window, towards her right side. A fall 
mat wss In place on the left side of the bed on the 
floor, batween the bed and the night stand. The 
call bell was observed sitting on top of the night 
stand, and was not accessible to Resident #110. 

1he oomprehansive care plan dated, 4122/16 and 
revised on 7/6/17, documented in part. "Focus: 
(Resldent#110) is at risk for falls cheraoterized 
by history of falls, multiple risk f!ctol'8 related to: 
unstable health condition." The 
"Interventions/Tasks" documented In part, "Call 
llght within reach at all tlmes when (Resident 
#110) Is In her room." 

An Interview was conducted with ONA {certified 
nursing assistant) #1 on 8/115/17 at 1:68 p,m, 
CNA #1 was asked where oall bells should be 
positioned when residents are In bee!. CNA #1 
;!ated, ''.Right ntxt to the resident. In front of 
them, anywhere that ls easy access for them." 
When asked If the call bell should bs po::iitioned 
on top of the nightstand or in the night stand 
drawer, ONA #1 stated, "No." When asked If 
Resident #110 could use the call bell, CNA #1 
stated, "She used to use It but has declined." 
When asked if Resident #110 can stlll aottvate the 
call bell, CNA#1 stated, "Yes, she doesn't use it 
as much as she used to, but still oan use It." 

An Interview was conduoted with LPN (licensee! 
practical nvrr,e} f.t'I, on 8/16/17 at 2;02 p.m. When 
asked where call bells should be positioned when 
residents ere in tied, LPN #1 stated, "Within 
reach.'' LPN #1 was asked If It Is acceptable to 
hava the call ben positiOnecl on top of a 

. nlghtst1and or in the night stand drawer, when 
FORM CM!M!G7(03--09) PlaYIOUS Verlllons ObflOIIIIQ !;vent IO:NB11.12 Facility ID: VA0281 If conUnu11tlo iheet Page 3 of 8 
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f 246 Continued From page 3 F 246 
there is a fall mat on the floor, between the bed 
and the nlght stand. LPN #1 Stated, "It should be 
11, lhe oed, within reach of the resident," When 
asked If Resident #110 could use the call ball, 
LPN #1 stated, "She's relatively new to me but 
she can use the cell bell. She hes no physloal 
iHues with her arms." 

The administrative staff member (ASM) #1, the 
administrator. ASM # 2, the director of nursing, 
and ASM #3, the chief administrative offlcer1 were 
ma~e aware of the above findings on 8/16/17 at 
approximately 2:45 p.m. A copy of the facltlfy 
policy on call belli; was requested. 

Tha facility policy, "Call Light" documented In 
psrt, "Maka $Ura call light is placed within reach 
of resident whsn leavlng resident unattended," 

No further information was provided prior to exit. 

(1) Barron's Dictionary of Medical Terms for the 
Non-Medlcal Reader, 5th edition, Rothenberg and 
Chapman, page 55, 

{F 282} 483,21 (b)(3)(6) SERVICl:S BY QUALIFIED {F 282} 
ss .. o PERSONS/PER CARE PLAN 

(b)(3) Comprehensive Care Plans 
The s@rvices provldsd or arranged by the faclllty, 
as outlined by the comprehensive care plan, 
must~ 

(Ii) Be provided by qualified persons in 
accordance with each resident's written plan of 
care. 
This REQUIREMENT is not met as evidenced 
by: 
Based on obseivatlo.'l, staff Interview, facmty 

liM,ni 1D:Nl!1~12 

On 2/29/17, location of call bell q /6/1'1 
discussed with resllllent#110. Resh ent 
stated preference to have call bell n 
nightstand drawer. Care plan updued 
to specify resident preference. W~ en 
Resident ls In bed, call bell Will be v•lthin 
reach. 
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{F 282} Continued From page 4 
document review, and cHnlcal record review, It 
was determined that the facility atefffalled to 
follow the comprehensive plan of care for one of 
13 residents in the survey sample, Resident #110. 

The faolllty staff failed to ensure Resident #11 O's 
call bell was positioned wltnln reach per the 
comprehensive care plan. Resident #110 was 
observed on separale occasions In bed with her 
call bell positioned either in the nightstand 
drawer, or on top of the nightstand, out of her 
reach. 

"fhe findings include: 

Resident #11 o wae; admitted to. the faclllty on 
3/14/1 B with a readmission on 6/16/17, with 
diagno11es, thet Included but were not llm!led to: 
lilgh blood pres1Sure, dementia, atrial flbrlllatlon (a 
condition characterized by rapid and random 
contracticniS of the atria of the heart causing 
irregular heats of the ventricles and resultlng tn 
decreased heart output and frequently clot 
formation in the atria (1)), and historY offalls. 

The most recent MDS (minimum data set} 
assessment a quarterly assessment, with an 
assessment reference date of 7/7/17, coded the 
resident as usually understanding others and 
usually making herself understood. rhe resident · 
was coded as having both short and long tenn 
memorY problems and was coded as being 
moderately impaired to make dally cognitive 
decisions, The resident was coded as hsvlng no 
difficulties with her range of motion in either her 
upper or lower extremities. Resident #11 O was 
coded as requiring extensive assistance for 
moving In the bed and transfers. 
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Residents not capab_le of determi ing 
their call bell placement wlll hav the 
call bell placed within their reach and 
care plans updated, If necessary. A 
review of the care plans Is being one 
to ensure ca'II bell usage is reflect e @f 
residents' need; pr:efer.l'trre:e. 

Dally managerro1imcls are being . Gne. 
Care managers for each unit wlll 
regularly check room for correct II 
bell placement. Nursing staff will make 
observations When !n rooms. Sta are 
being reeducated regarding care 
planning process. Care plans reg rding 
call_ bells are r.eview:ed and l:lpdat d as 
111eeclecl per res.lderrt:s1 pr.efereni.e 
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{F 28:2} Continued From page 5 
The comprehensive care plan dated, 4/22/16 and 
revised on 7/6(17, documented In p;,rt, "Focus: 
(Resident #11 O} illi at risk for falls characterized 
by history offalls, multiple risk factors related to: 
unstable health condition." The 
"lnterventlons/i'esks" documented In part, "Call 
light within reach at all times when (Resident 
#110) is in her room." 

Observstlcn was made of Resident #110 on 
8/15/17 at 3:00 p.m. The resident was In her 
room, in bed. She was feeing the window on her 
right side. The call bell was In the night stand 
drawer on the resident's left side. There was a 
fall mat approximately two feet In width, observed 
on the floor between the bed and night stand. The 
call bell was not ar::ceeslbl& to Resident #110. 

A second coservatlon was made of Resident 
f,1110 on 8/16/17 at 8:45 a.rn. The resident was In 
her bed on her back. Her head was turned 
toward the window, towarda her right side. A fall 
mat was In place on the left side of the bed on the 
noor, between lhe bed and tha night etand. Thi, 
call bell was observed sitting on top of the night 
stand, and was not accessible to Resident #110, 

An Interview was conducted with CNA (certified 
nursing a&&lstanl) #1 on 8/18/17 at 1 :68 p,m, 
When asked the purpose of a resident's care 
plan, CNA#1 stated, "That's how we provide care 
to the residents." 

An iritervlew was conducted with LPN (licsnsed 
practical nurse) #1, on 8/16/17 at 2:02 p.m. When 
asked the purpose of the resident's care plan, 
LPN #1 stated, ''It's a guide to the care we are to 
provide to eacll resldemt." When asked where call 
bells should be positioned when residents sre In 
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bed, LPN #1 stated, "Within re8ch." LPN #1 was 
asked If lt Is acceptable to have the call bell 
positioned on top of a nightstand or In the rilght 
stand drawer, when there I& a fall mat on the 
floor, b&tween the bed and th& night stand. LPN 
#1 stated, "It should be In the bed, within reach of 
ttie resident." When asked if Resident #110 could 
use the call beff, LPN #1 stated, 11She's relatively 
new to me but she oan use the caH bell. She has 
no physical Issues with her arms." 

The administrative staff member (ASM) #1, the 
adm lnlstrator, ASM # 2, the director of nursing, 

· and ASM #3, the chief admlnlstratiVe officer, were 
made aware of the above findings on 8/16/17 at 
approximately 2:46 p.m.1 ASM #3 stated, 111 saw 
that on the care plan when I ocpied It." When 
asked If tt,e care plan should be followed, ASM 
#1, the admlnl&trator stated that It should have 
been followed. A COPY of the facility policy on ci:tll 
beUs was requested. 

The faclllty policy titled, "Assessment and care of 
Patient/Resident Through the Plan of Care," 
documents In part, the following: •~11 
patients/residents hereafter referred to as 
tGisldent admitted to (Neme1 of Faofllty) sre 
required to have an assessment of care needs 
made by eaoh dlsclpllne. The goal of the 
05sessmemt of residents function Is to detennlne 
what kind of care Is required to meet a 
patient/resident's lnlllal needs, as well as the 
needs as they change in response to care ... " 

No furtl'ler Information was provlded prior to exit. 

(1) Barron's Dictlonaiy of Medical Terms for the 
Non-Medioal Reader, 5th edition, Rothenberg and 
Chapman, page 65, 
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F 000 INITIAL COMMENTS 

An unannounced Medicare/Medicaid standard 
, survey was conducted 6/27/17 through 6/29/17. 
Significant 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 113 certified bed facility was 
105 at the time of the survey. The survey sample 
consisted of 23 current Resident reviews 
(Residents #1 through #18, and #25 through #29) 
and 6 closed record reviews (Residents #19 
through #24). 

F 157 NOTIFY OF CHANGES 
SS=D (INJURY/DECLINE/ROOM, ETC) 

CFR(s): 483.10(g)(14) 

(g)(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 I 
representative(s) when there is- I 

(A) An accident involving the resident which 
results in injury and has the potential for requiring 

, physician intervention; 

i (B) A significant change in the resident's physical, 
1 

mental, or psychosocial status (that is, a 
deterioration in health, mental, or psychosocial 

, status in either life-threatening conditions or 
I 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 
I 
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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 correction 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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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 
as specified in §483.1 0(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). 
This REQUIREMENT is not met as evidenced 
by: 
Based on staff interview, facility document review 

and clinical record review, it was determined that 
the facility staff failed to immediately notify the 
responsible party of clinical changes for one of 29 
residents in the survey sample, Resident #6. 

The facility staff failed to immediately (within 24 
hours) notify the responsible party when Resident 
#6 developed a wound. 

! The findings include: 
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1. RP of Resident #6 was notified of 
change in skin condition on 5/28/17 by 
licensed nurse, including treatment plan in 
place. Facility reviewed contact 
information with RP and next of kin with 
family on 5/28/17 for clinical record 
update. 

2. All residents have the potential to be 
affected by this deficient practice. 
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Resident #6 was admitted to the facility on 
4/27/17, readmitted on 5/12/17 and readmitted on 
6/21/17 with diagnoses that included, but were 
not limited to: stroke, sepsis (a blood stream 
infection), high blood pressure, abrasion of the 
penis, diabetes, urinary retention, chronic kidney 
disease, BPH (benign prostatic hyperplasia - an 
enlarged prostate gland), and difficulty 
swallowing. 

Resident #6's most recent MOS (minimum data 
set) was an admission assessment with an ARD 
(assessment reference date) of 5/19/17. 
Resident #6 is coded as scoring a two out of a 
possible 15 on the BIMS (brief interview for 
mental status) in Section C, Cognitive Patterns, 
indicating that Resident #6 was severely 
cognitively impaired in daily decision making. In 
Section G, Functional Status, Resident #6 was 
coded as being totally dependent of two people 
for bed mobility and transfers. Resident #6 was 
further coded as being totally dependent of one 
person for toilet use. In Section M, Skin 
Conditions, Resident #6 was coded as having 
one unstageable (1) [pressure injury] that was not 
present on admission on 5/12/17. 

A review of Resident #6's clinical record revealed, 
in part, a nursing progress note that documented 
the following; "5/19/2017 Late Entry Effective 
Date: 5/19/2017 8:32 PM. Health Status Note. 
Note Text: The tip/head of penis noted with 
bleeding and some localized ischemic necrosis 
from indwelling Foley cath. MD (medical doctor) 
notified and per wound protocol N/0 (new order) 
started. Cleanse Tip/head of Penis with NS 

, (normal saline), pat dry and apply Triple antibiotic 
j ointment Q shift, every shift for Local lschemic 
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changes in resident condition. Facility will 
send all residents and/or their RPs a letter 
to verify contact information for facility 
records. Facility will verify contact 
information upon admission, during 
quarterly care conferences, and as 
provided by residents or RP. Care 
manager or designee will review 24 hour 
report to ensure MD/RP are notified on 
residents identified with a change in 
condition. 

4. DON or designee will audit 25% of 24 
hour reports on weekly basis for 30 days, 
then 10% for 60 days. Issues identified 
will be corrected immediately. A summary 
of audit findings and corrective action will 
be reviewed and addressed by the Quality 
Assurance Performance Improvement 
(QAPI) committee for further guidance 
and instruction. 
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Necrosis. MD and wound Nurse to assess later." 

Further review of Resident #6's clinical record 
revealed, in part, the following nursing progress 
note; "5/28/17 Pt (patient) son came in to visit.... 
Pt son who is also his RP was informed about the 
ulcer on the tip his (sic) penis and the tx 
(treatment) in place." 

There was no further evidence in Resident #6's 
clinical record that any facility staff member had 
attempted to contact Resident #6's RP. 

On 6/29/17 at approximately 10:00 a.m. a 
meeting was conducted with ASM #1, the 
administrator and ASM #2, the director of nursing. 
At this time ASM #1 and ASM #2 were made 
aware of the above concern. ASM #1 and ASM 
#2 were asked if they were aware of the 
circumstances why Resident #6's RP was not 
notified about the wound. ASM #1 stated that 
there was an error made when the son's phone 
number was written down and was not working. 
When asked what else was done to attempt to 
notify Resident #6's family member ASM #1 was 
unable to say. At this time a policy was requested 
regarding notification. 

On 6/29/17 at approximately 10: 15 a.m. an 
interview was conducted with LPN (licensed 
practical nurse) #5. LPN #5 was asked under 
what circumstances she would call a resident's 
RP. LPN #5 stated she would call for any change 
in medical condition, a fall, an incident and 
wounds. When asked what she would do if she 
was unable to reach the responsible party, LPN 
#5 stated, "I would try to contact the second 

. contact on the list and if still unable to get in touch 
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with an RP I would ask social services to get 

involved." 

On 6/29/17 at 10:30 a.m. an interview was 
conducted with LPN (licensed practical nurse) #2. 
LPN #2 was asked when she would notify a 
resident's RP. LPN #2 stated, "Any medical 
change, laboratory results, a change of condition 
and any incidents." When asked what she would 
do if she was unable to reach the RP, LPN #2 
stated, "I would try a second emergency contact 
number and if I was still unable to reach the RP 
then I would contact the social worker and ask 
her to help get in touch with the RP. She (the 
social worker) functions as a liaison with family 
and is our support person." 

A review of the facility policy titled "Notification of 
Change" revealed, in part, the following 
documentation; "Description and Purpose: To 
provide guidelines for when staff should notify 
resident, resident's physician, and or responsible 
party when a change occurs. Policy: The facility 
will immediately inform the resident and consult 
with the resident's physician, and if known, notify 
the resident's legal representative or an 
appropriate family member when there is a 
change in the resident's condition. Guidelines: 
Notification of change shall include: 2. Clinical 
complications may include but are not limited to, 
conditions such as the development of a stage II 
pressure sore ..... Procedure: 2. If the change is 
of a clinical nature, the licensed nurse will fully 

i describe the situation, document an assessment 
i of the resident's response/current health status, 

and describe the staff's interventions to treat the 
situation. The documentation is to be specific to 
the situation. 3. Nursing staff will notify the 

i physician and responsible party or family member 
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of the resident's health condition. a) 
Documentation of notification will be made in 
nursing notes. b) Documentation of notification 
(including all attempts) will be made on the 24 
hour report form. 4. If the staff is unable to 
contact the physician or resident's responsible 
party or family, documentation of all attempts will 
be noted in the nursing notes. Documentation 
will include: a. contact person b. time (s) of 
attempted contact c. if message was left (and 
with whom) d. method of contact. 

No further information was provided prior to the 
end of the survey process. 

1. Unstageable Pressure Injury: Obscured 
full-thickness skin and tissue loss. Full-thickness 
skin and tissue loss in which the extent of tissue 
damage within the ulcer cannot be confirmed 
because it is obscured by slough or eschar. This 
information was obtained from the website: 
https://www.npuap.org/national-pressure-ulcer-ad 
visory-panel-npuap-announces-a-change-in-termi 
nology-from-pressure-ulcer-to-pressure-injury-an 
d-updates-the-stages-of-pressure-injury/ 

F 164 PERSONAL PRIVACY/CONFIDENTIALITY OF 
SS=D RECORDS 

CFR(s): 483.1 0(h)(1 )(3)(i); 483. 70(i)(2) 

483.10 
(h)(I) Personal privacy includes accommodations, 
medical treatment, written and telephone 
communications, personal care, visits, and 
meetings of family and resident groups, but this 
does not require the facility to provide a private 
room for each resident. 
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(h)(3)The resident has a right to secure and 
confidential personal and medical records. 

(i) The resident has the right to refuse the release 
of personal and medical records except as 
provided at 
§483.70(i)(2) or other applicable federal or state 
laws. 

§483.70 
(i) Medical records. 
(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-

l 

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

(ii) Required by Law; 

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

I (iv) For public health activities, reporting of abuse, 
! neglect, or domestic violence, health oversight 
activities, judicial and administrative proceedings, 
law enforcement purposes, organ donation 

j purposes, research purposes, or to coroners, 
: medical examiners, funeral directors, and to avert 

a serious threat to health or safety as permitted 
, by and in compliance with 45 CFR 164.512. 
This REQUIREMENT is not met as evidenced 
by: 
Based on observation, resident interview, family 

interview, staff interview, clinical record review 
: and facility document review, it was determined 
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that the facility staff failed to provide Personal 
privacy for one of 29 residents in the survey 
sample; Residents #10. 

The facility staff failed to close the door to 
! Resident #1 O's room during incontinent care. 
The facility staff pulled Resident #10's privacy 
curtain but left a ten inch gap on the side of the 
bed by the door that someone could look through. 

: The findings include: 

Resident #10 was admitted to the facility on 
2/29/08 and most recently readmitted on 3/13/17 
with the diagnoses of but not limited to: altered 
mental status, diabetes, bipolar, chronic kidney 
disease, human immunodeficiency virus, 

' acidosis, chronic pain syndrome, delusional 
. disorder, adrenal gland disorder, glaucoma, stage 
4 breast cancer with metastasis, deafness, and 
blindness. 

The most recent MDS (Minimum Data Set) was a 
quarterly assessment with an ARD (Assessment 

i Reference Date) of 3/28/17. Resident #1 0 was 
: coded as being cognitively intact, scoring a 15 out 
: of a possible 15 on the BIMS (Brief Interview for 
Mental Status) exam. The resident was coded as 
requiring limited to extensive assistance for 
transfers; supervision to limited assistance for 
ambulation; supervision for hygiene; limited 
assistance for bathing; independent for eating; 
and as generally continent of bowel and bladder, 
with incontinence at times. 

On 6/28/17 at 7:50 a.m., incontinent care was 
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2. All residents have the potential to be 
affected by this deficient practice. 

3. All nursing staff will be educated on 
providing privacy to residents while giving 
care, ensuring privacy curtains and/or 
room doors are closed to allow for 
privacy. 

4. DON or designee will conduct rounds 
daily M-F for 4 weeks, then on a weekly 
basis for 60 days. Any issues will be 
immediately corrected and staff 
re-educated or counseled as necessary. 
Results of rounds and corrective action 
will be reviewed and addressed by the 
QAPI committee for any further guidance 
and instruction. 
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I 

observed on Resident #10 being performed by 
CNA #6 (Certified Nursing Assistant). Resident 

. #10 was in the bed closest to the door to the 
I room. The curtain was pulled mostly around, but 
: there was a gap of several inches (approximately 
110 inches) between the edge of the curtain and 
, the wall next to the door, leaving a gap that 
'I someone could look through to see the resident 

receiving care. The door to the room was left 
open. 

I 
On 6/28/17 at 1 :41 p.m., in an interview with CNA 

I 

#6, she stated that she did not close the door 
because it slipped her mind to do so, that she 

I was in a rush. 

, On 6/29/17 at 10:15 a.m., OSM (Other Staff 
I Member) #14, the director of social services, 
assisted this surveyor with communicating with 

I Resident #10. OSM #14 signed into the 
resident's hand questions regarding the door 

I 

being open during care. The resident responded 
verbally that she would want the door closed. 

I A review of the facility policy, "Nursing" 
. documented, "It is the policy of this facility that all 
I residents be treated fairly and with kindness, 
respect, and dignity ..... 5. Residents will be 

I examined and treated in a manner that maintains 
the privacy of their bodies. A closed door or 

I drawn curtain shields the resident from 
passers-by. People not involved in the car {sic} 

1 

of the resident shall not be present without the 
' resident's consent while they are being examined 
• or treated. Staff members will KNOCK before 
1 entering the resident's room. 6. Privacy for the 
, resident's body will be maintained while toileting, 
• bathing and other activities or personal hygiene, 
, except as needed for the resident's safety and 
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I assistance ... " 

On 6/28/17 at 6:00 p.m., the Administrator (ASM 
I #1 - Administrative Staff Member), the DON 
I (Director of Nursing - ASM #2) and the care 
manager, (RN - Registered Nurse #2) were made 

'I aware of the findings. No further information was 
provided by the end of the survey. 

F 247 RIGHT TO NOTICE BEFORE 
SS=D . ROOM/ROOMMATE CHANGE 

j CFR(s): 483.10(e)(6) 

. §483.1 0(e) Respect and Dignity. The resident has 
I a right to be treated with respect and dignity, 
• including: 

I 

(e)(6) The right to receive written notice, including 
the reason for the change, before the resident's 

! room or roommate in the facility is changed. 
This REQUIREMENT is not met as evidenced 

, by: 

I Based on resident interview, staff interview, 
facility document review, and clinical record 
review, it was determined that facility staff failed 

, to provide notice of a room change for two of 29 
I residents in the survey sample, Resident #25 and 
'#6. 

1. The facility staff failed to notify Resident #25 of 
a room change in a timely manner and failed to 
allow the resident to view the new room and meet 
her roommate prior to the room change. 

: 2. The facility staff failed to notify the responsible 
1 party when Resident #6 was moved from one 

room in the facility to another and failed to provide 
documentation that Resident #6 and the new 
roommate were agreeable to the room change. 
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has adjusted to her room and does not 
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wish to move at this time when 
interviewed by social services on 

I 7/4/2017. 

2. All residents have the potential to be 
[ affected by this deficient practice. 
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1 3. The social service director, social 

service coordinator, and interdisciplinary 
team (IDT) will be educated on "Room 
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The findings include: 
I 

: 1. Resident #25 was admitted to the facility on 
10/27 /16 with diagnoses that included but were 
not limited to: rheumatoid arthritis, osteomyelitis, 
right ankle and foot PVD (peripheral vascular 
disease), and anxiety disorder. Resident #25's 
most recent MDS (minimum data set) was a 
quarterly assessment with an ARD (assessment 
reference date) of 5/6/17. Resident #25 was 
coded as being cognitively intact in the ability to 
make daily decisions scoring 15 out of 15 on the 
BIMS (Brief Interview for Mental Status) exam. 
Resident #25 was coded as requiring total 
dependence on two or more staff with transfers, 
dressing, locomotion on and off the unit, and 
toileting. Resident #25 was coded as requiring 
extensive assistance from staff with bed mobility. 

Review of Resident #25's clinical record revealed 
a note from the social worker dated 4/4/17. The 
note documented that the resident was to be 
moved to the 400 hall due to long term care 
status. The note documented that the resident 
was notified the day of the transfer and that the 
Resident agreed to the room change. The note 
also documented that the Resident didn't see the 
point in moving because she was going to be 
discharged soon. The note failed to document if 
the resident was able to meet her roommate or 
view her new room prior to the room change. 

On 6/28/17 at 9:11 a.m., an interview was 
conducted with Resident #25. Resident #25 
stated that a few months ago she had to change 
her room because her insurance switched to 
private pay, but she did not want to be separated 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:NB1L11 

! 
I 

PRINTED: 03/22/2018 
FORM APPROVED 

0MB NO 0938-0391 

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED A BUILDING _______ _ 

B. WING _________ _ 

ID 
PREFIX 

TAG 

STREET ADDRESS, CITY, STATE, ZIP CODE 

360 HOSPITAL DRIVE 

WARRENTON, VA 20186 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

F 247 

Change" policy, to ensure residents are 
provided notice of room change request 
and reason for room change. The 
education will also include notification to 
the RP of resident room change. All 
residents will be given the opportunity to 
see the new room and meet their potential 
room mate when a room change is being 
considered. Social service director or 
designee will review room change 
requests with the IDT during daily stand 
up meetings. Social service director or 
designee will document room change 
notice provided to the resident and RP, 
and will monitor and document the 
residents' adjustment to their new room. 

4. The Administrator or designee will audit 
50% of room changes for 30 days, then 
25% for 60 days to ensure proper 
notification and authorizations were made. 
Any issues will be address and staff will 
be re-educated or counseled as 
necessary. The results of the audit will be 
presented to the QAPI committee for 
further guidance or instruction. 
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from her roommate. Resident #25 stated that the 
social worker came in one day and told her that 
she was switching room's right after lunch. 
Resident #25 stated that there was no discussion 
about the room change. When asked if she told 
the social worker that she did not want to move, 
Resident #25 stated, "I didn't know I had the 
choice." Resident #25 stated that she was not 
able to see her new room or meet her roommate 
before transferring to a different room. Resident 
#25 stated she received little notice before 
switching rooms. 

On 6/29/17 at 12:00 p.m., an interview was 
conducted with OSM (other staff member) #14, 
the Director of Social Services regarding reasons 
for resident room changes. OSM #14 stated that 
residents would change rooms if there was a 
conflict with roommates, an outbreak of some 
type of infection, or if several rooms contained 
one person; the facility would try to pair the 
residents of the same gender, to make room for 

• additional residents. OSM #14 stated that if a 
resident was a fall risk, she may also move the 
resident closer to the nursing station. When 
asked if the facility ever moved a resident based 
on their insurance status i.e. going from skilled to 
long term care, OSM #14 stated that the facility 
would move the resident during this time because 

. the long term care side of the facility is more 
"home-like." OSM #14 stated that the skilled 
hallway is also closer to therapy and is easier for 
skilled residents to get to. When asked if the 
facility was dually certified, OSM #14 stated, 
"Yes." When asked about the process of 
transferring a resident to a new room, OSM #14 
stated that the room change would first be 
discussed in the morning meeting with 

, administrative staff and then the resident or 
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responsible party would be informed of the room 
change. OSM #14 stated that once the resident 
or responsible party is made aware and agrees to 
the room change, she would assist the residents 
and their belongings to the new room. When 
asked if the resident is able to view their new 
room or meet their new roommate prior to 
agreeing to the room change, OSM #14 stated, "It 

I 

varies, unless the resident asks ahead of time." 
When asked if resident's have a choice as to 

I 

whether or not they change rooms, OSM #14 
. stated that residents can decline the room 
changes if they want. OSM #14 stated, "I have 

I residents all the time that don't want to change 
rooms." When asked if residents are made 

i aware that they have the choice to decline room 
changes, OSM #14 stated that residents should 

I 

be aware. When asked why Resident #25 was 
moved from the 300 hall to the 400 hall, OSM #14 

'I stated that she was told by the administrative 
staff that she was to move Resident #25. OSM 

I 

#14 stated that same day she made the resident 
aware of the room change and she seemed to be 
agreeable with the move. When asked if Resident 

I #25 was able to view her new room or meet her 
roommate prior to agreeing to the transfer, OSM 

I #14 stated that she did not assist the resident to 
· do that because the resident did not ask. When 
'I asked why Resident #25 had to move, OSM #14 
stated, "I think she was interjecting herself into 

I 

her roommate's care." When asked if the reason 
Resident #25 moved to a new room was 

1 

documented, OSM #14 stated that she was not 
! sure. 

I On 6/29/17 at 12:18 p.m., an interview was 
conducted with ASM (administrative staff 

! member) #1, the administrator. When asked 
some of the reasons why a resident would be 
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moved to a new room, ASM #1 stated that a 
I resident would be moved if the resident 
requested a room change, roommate 
compatibility issues, or for medical isolation due 

I to an infection. When asked if the facility was 
dually certified, ASM #1 stated that it was. When 

I asked if it was ever ok to move a resident to a 
I different room because they came off skilled 
' services to long term care, ASM #1 stated that 
was not ok. 

I On 6/29/17 at 12:29 p.m., ASM (administrative 
staff member) #1, the administrator was made 

I aware of the above concerns. 

Facility policy titled, "Resident Room 
.

1 

Changes/Transfers" documents in part, the 
following: 

· "Procedure: 
1. Rooms are assigned according to: 

'1 a. Level of care required 
b. Infection control needs 
c. Mental Status 
d. Resident and or responsible party wishes 

: e. Room/bed availability 
! 2. Room changes are made for the following 

reasons: 
a. Isolation 

I b. Incapability with roommates-one roommate 
i requests the change 

c. Resident or responsible party wishes 
3. All needs and requests for room changes will 

, be handled by the social worker, admissions, and 
i nursing. 
! 4. The resident and responsible party will be 
given a 30 day notice before the change of room, 
unless the safety and health of resident warrants 
a move or a resident and family wish to move 

: sooner. .. 
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6. The social worker will obtain the resident and 
family authorization for the room change by 
obtaining verbal consent and documenting this in 
the resident's record. In cases involving the safety 
and health of the resident, consent will not be 
required in order to protect the resident or 
another resident. 
7. The social worker will make every effort to 
introduce the residents to each other before the 
room change, and orient resident and family to 
the room before the transfer. 
8. The social worker will monitor and assess the 
need for social service intervention in the 
adjustment period of the roomm~tes ... " 

No further information was presented prior to exit. 

2. The facility staff failed to notify the responsible 
party when Resident #6 was moved from one 
room in the facility to another and failed to provide 
documentation that Resident #6 and the new 
roommate were agreeable to the room change. 

Resident #6 was admitted to the facility on 
4/27/17, readmitted on 5/12/17 and readmitted on 
6/21/17 with diagnoses that included, but were 
not limited to: stroke, sepsis (a blood stream 
infection}, high blood pressure, abrasion of the 
penis, diabetes, urinary retention, chronic kidney 
disease, BPH (benign prostatic hyperplasia - an 
enlarged prostate gland), and difficulty 
swallowing. 

1 

Resident #6's most recent MDS (minimum data 
i set) was an admission assessment with an ARD 
(assessment reference date) of 5/19/17. 
Resident #6 was coded as scoring a two out of a 
possible 15 on the BIMS (brief interview for 

: mental status) in Section C, Cognitive Patterns, 
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indicating that Resident #6 was severely 
cognitively impaired in daily decision making. 

A review of Resident #6's clinical record revealed, 
in part, the following nursing progress note dated 
6/24/17, "Patient moved to Room (room#)." 

Further review of Resident #6's clinical record did 
not reveal any further documentation by nursing 
or by the social worker regarding the room 
change. 

On 6/28/17 at 3:30 p.m. an interview was 
conducted with LPN (licensed practical nurse) #3, 
the social worker. LPN #3 was asked to describe 
her role. LPN #3 stated, "I advocate for the 
patient, families and the doctors. I let them know 
what's going on and address grievances, FRls 
(facility reported incidences). I also do DIC 
(discharge) planning and order the DME (durable 
medical equipment)." LPN #3 was asked about 
the room change process for residents'. LPN #3 
stated that it depended on the competency level 
of the resident involved. When asked if she 
would contact the RP (responsible party), LPN #3 

· stated, "We try to as common courtesy, it is not 
required." When asked why Resident #6 had a 
room change, LPN #3 stated she did not know 
why. LPN #3 was asked to describe the process 
followed for a resident room change. LPN #3 
stated, "I go to the resident, contact the RP and 
make a note. We don't take them (the residents) 
ahead of the time, and don't usually introduce 
them to their new roommate. I go back to see 
they are doing." When asked if she documented 
the interactions and her observations, LPN #3 

, stated, "Sometimes, but not 100%." When asked 
i if she had any documentation regarding the room 
i change for Resident #6 on 6/24/17. LPN #3 
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stated that she did not. 

On 6/29/17 at approximately 10:00 a.m. a 
meeting was conducted with ASM #1, the 
administrator and ASM #2, the director of nursing. 
At this time ASM #1 and ASM #2 were made 
aware of the above concern. ASM #1 and ASM 
#2 were asked if they were aware of the 
circumstances why Resident #6 was moved from 
one room to another, both stated they were not. 
At this time a policy was requested regarding 
room changes. 

On 6/29/17 at approximately 10: 15 a.m. an 
interview was conducted with LPN #5. LPN #5 
was asked about process for moving a resident 
from one room to another. LPN #5 stated, "You 
can't just change a resident's room. You have to 
go through a chain of command, you have to 
notify the family and get permission first. Prior to 
moving the resident you should introduce them to 
the new roommate." 

The facility staff member responsible for 
admissions was on vacation during the survey 
process and could not be interviewed. 

No further information was provided prior to the 
end of the survey process. 

F 278 ' ASSESSMENT 
SS=E ACCURACY/COORDINATION/CERTIFIED 

CFR(s): 483.20(g)-U) 

; (g) Accuracy of Assessments. The assessment 
' must accurately reflect the resident's status. 

(h) Coordination 

. : 

I 
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A registered 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. 

U) Penalty for Falsification 
(1) Under Medicare and Medicaid, an individual 
who willfully and knowingly-

(i) Certifies a material and false statement in a 
resident assessment is subject to a civil money 
penalty of not more than $1,000 for each 
assessment; or 

(ii) Causes another individual to certify a material 
and false statement in a resident assessment is 
subject to a civil money penalty or not more than 
$5,000 for each assessment. 

(2) Clinical disagreement does not constitute a 
material and false statement. 
This REQUIREMENT is not met as evidenced 
by: 
Based on staff interview, facility document review 

and clinical record review, it was determined that 
facility staff failed to complete an accurate MDS 
(minimum data set) assessment for four of 29 
residents in the survey sample, Resident #8, #13, 

· #3, and #11. 

· 1. The facility staff failed to document the correct 
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height on Resident #8 1s annual MOS (minimum 
data set) assessment with an ARD (assessment 
reference date) of 2/15/17. 

2. The facility staff failed to accurately record that 
Resident# 13 had a fall on 1/27/17 in section J 
for her quarterly MOS (minimum data set) 
assessment with an ARD (assessment reference 
date) of 2/8/17. 

3 a. The facility staff failed to code the use of 
psychoactive medications on Resident #3's 
quarterly MOS (minimum data set) assessment 
with an ARD of 6/4/17. 

3 b. The facility staff coded Resident #3 as having 
received restorative nursing on the annual 
assessment with an ARD of 3/4/17 when she had 
not received restorative nursing and did not have 
a program in place. The facility staff also coded 
Resident #3 as receiving restorative nursing on 
the quarterly assessment with an ARD of 6/4/17, 
when she did not have a restorative nursing 
program in place. 

4. The facility staff incorrectly coded Resident #11 
as receiving an anticoagulation (a blood thinner) 
medication, an antibiotic (to treat infection) and a 
diuretic (to reduce fluid in the body) on the 

,

1

. quarterly MOS (minimum data set) with an ARD 
(assessment reference date) of 5/19/17. 

' Resident #11 had not received any of those 
' medications during the seven day look back 
period for that assessment. 

i The findings include: 
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(RNP) was not in place. Resident #11 
quarterly MOS assessment with an ARD 
of 5/19/17 will be modified to include the 
correct medications received during the 
seven day look back period for that 
assessment. 

2. All residents have the potential to be 
affected by this deficient practice. 

3. MOS, RN #1 will be re-educated on 
resources and references, including the 
RAI (Resident Assessment Instrument) 
Manual 3.0, for the completion of MOS 
assessments so they accurately reflect 
the resident's status. 

4. MOS, RN#2 or designee will audit 25% 
of MDSs completed by MOS, RN#1 on a 
weekly basis for 30 days, then 10% 
weekly for 60 days, to ensure MDSs 
assessments accurately reflect the 
resident's status. Issues identified will be 
corrected, with corrective action, such as 
modification, staff re-education or 
counseling. A summary of the audits will 
be reviewed and addressed by the QAPI 
committee for guidance and instruction. 
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1. The facility staff failed to document the correct 
height on Resident #B's annual MOS (minimum 
data set) assessment with an ARD (assessment 
reference date) of 2/15/17. 

Resident #8 was admitted to the facility on 6/2/17 
with diagnoses that included but were not limited 
to: non-infective gastroenteritis, colitis, cerebral 
palsy, high blood pressure, constipation, and 
chronic lower back pain. Resident #B's most 
recent MOS (minimum data set) was a quarterly 
assessment with an ARD (assessment reference 
date) of 6/7 /17. Resident #8 was coded as being 
severely cognitively impaired in the ability to make 
daily decisions scoring 00 out of 15 on the SIMS 
(Brief Interview for Mental Status) exam. 
Resident #8 was coded in Section K0200, "Height 
and Weight" as having a height of 69 inches. 

Review of Resident #B's annual MOS 
assessment with an ARD date of 2/15/17, 
revealed Resident #8 was coded in Section 
K0200, "Height and Weight," as having a height 
of 64 inches. 

Review of Resident #B's height on the vital sign i 

tab of the POC (point click care) documented I 

Resident #8 as having a height of 69 inches. No 
other heights were found in the clinical record. 1 

On 6/29/17 at 10:38 a.m., an interview was 
conducted with RN (registered nurse) #1, the 
MOS nurse. When asked the process for coding 

' heights on the MOS, RN #1 stated the advanced 
certified nursing assistant (CNA) usually takes the 
heights of the residents and enters them into the 
computer system under the vital sign tab of the 
POC. RN #1 will then use this information to 
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complete the MDS assessment. When asked 
about the discrepancy between Resident #8's two 

, heights on the annual MDS assessment with an 
ARD date of 2/15/17 and the quarterly MDS 
assessment with an ARD of 6/7 /17, RN #1 stated, 
"I think that was a coding issue." When asked 
which MDS assessment had the coding issue, 
RN #1 looked at the vital sign tab in the computer 
and stated that the resident was documented as 
being 69 inches not 64 inches. RN #1 could not 
determine where the 64 inches had come from. 
RN #1 stated that she uses the RAI (Resident 
Assessment Instrument) manual when 
completing the MDS assessments. 

On 6/29/17 at 4:50 p.m., ASM (administrative 
staff member) #1, the administrator and ASM #2, 
the DON (Director of Nursing) were made aware 
of the above concerns. No further information 

, was presented prior to exit. 

According to the RAJ 3.0 manual, 

"Height and weight measurements assist staff 
with assessing the resident' s nutrition and 
hydration status by providing a mechanism for 
monitoring stability of weight over a period of 

, time. The measurement of weight is one guide for 
I determining nutritional status. 

! Steps for Assessment for K0200A, Height 
1. On admission, measure and record height in 
inches. 

i 2. Measure height consistently over time in 
! accordance with the facility policy and procedure, 
which should reflect current standards of practice 
(shoes off, etc.). 
3. For subsequent assessments, check the 

, medical record. If the last height recorded was 
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I more than one year ago, measure and record the 
resident's height again. 

Coding Instructions for K0200A, Height 
· Record height to the nearest whole inch. 
·Use mathematical rounding (i.e., if height 

. measurement is X.5 inches or greater, round 
height upward to the nearest whole inch. If height 
measurement number is X.1 to X.4 inches, round 
down to the nearest whole inch). For example, a 
height of 62.5 inches would be rounded to 63 
inches and a height of 62.4 inches would be 
rounded to 62 inches." 

; 2. The facility staff failed to accurately record that 
· Resident# 13 had a fall on 1/27/17 in section J 
for her quarterly MDS (minimum data set) 
assessment with an ARD (assessment reference 
date) of 2/8/17. 

Resident# 13 was admitted to the facility on 
5/2/16 and most recently readmitted on 2/1/17 
with diagnoses that included, but were not limited 
to: atrial fibrillation (1 ), depression, Alzheimer's 
disease (2), arthritis, and chronic obstructive 
pulmonary disease (3). Resident# 13's most 
recent MDS was an annual assessment with an 

• ARD of 5/2/17. Resident # 13 was coded as 
scoring 15 out of a possible 15 on the SIMS (Brief 
Interview for Mental Status) indicating that 
Resident #13 was cognitively intact. 

Review of Resident# 13's quarterly MDS 
assessment with an ARD of 2/8/17 revealed in 
Section J1800: (Any Falls since Admission/Entry 
or Reentry or Prior Assessment...) Resident #13 
was coded as having O (zero) falls since the last 
MDS assessment. 
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I A review of Resident #13's clinical record 

I 

revealed that Resident #13 had one documented 
fall dated 1/27/17 since her last MDS 
assessment. 

I During an interview on 6/29/17 at 10:05 a.m. with 
RN (registered nurse)# 1, the MOS coordinator, 

I 

Resident# 13's quarterly assessment was 
reviewed. RN # 1 stated that the fall should have 
been on the quarterly MOS. When asked what 

I 

reference she (RN# 1) uses to complete the 
MDS assessments, RN# 1 stated, "The RAI 

I 

(resident assessment instrument) manual and 
also in the MOS software we use there is a tab 

1 

one can click on for guidance." 
1

1 During an interview on 6/29/17 at approximately 
3:00 p.m. with ASM (Administrative staff member) 

I # 1, the administrator, this concern was shared. 
I 

, The RAI manual revealed, in part, the following 
I documentation regarding the coding of falls: 

I 

J1800: Any Falls Since Admission/Entry or 
. Reentry or Prior Assessment (OBRA [Omnibus 

Budget Reconciliation Act] or Scheduled PPS 
i [Prospective Payment Systems]), whichever is 
1 more recent (cont.) 

i. Planning for Care: 

, Identification of residents who are at high risk of 
I falling is a top priority for care planning. A 

previous fall is the most important predictor of risk 
i for future falls. 

Falls may be an indicator of functional decline 

1 
and development of other serious conditions such 

i as delirium, adverse drug reactions, dehydration, 
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, and infections. 

I 

External risk factors include medication side 
. effects, use of appliances and restraints, and 
environmental conditions. 

I 

A fall should stimulate evaluation of the resident's 
need for rehabilitation, ambulation aids, 

1 modification of the physical environment, or 
additional monitoring (e.g., toileting, to avoid 

I incontinence). 

· Steps for Assessment: 

I

. 1. If this is the first assessment (A031 OE = 1 }, 
review the medical record for the time period from 
the admission date to the ARD. 

2. If this is not the first assessment (A031 OE = 0), 
the review period is from the day after the ARD of 
the last MOS assessment to the ARD of the 
current assessment. 

3. Review all available sources for any fall since 

I

' the last assessment, no matter whether it 
occurred while out in the community, in an acute 

! hospital, or in the nursing home. Include medical 
records generated in any health care setting 
since last assessment. 

4. Review nursing home incident reports, fall logs 
and the medical record (physician, nursing, 
therapy, and nursing assistant notes). 

5. Ask the resident and family about falls during 
the look-back period. Resident and family reports 
of falls should be captured here whether or not 
these incidents are documented in the medical 
record. 

Coding Instructions: 
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Code 0, no: if the resident has not had any fall 
since the last assessment. Skip to Swallowing 
Disorder item (K0100). 
Code 1, yes: if the resident has fallen since the 
last assessment. Continue to Number of Falls 
since Admission/Entry or Reentry or Prior 
Assessment (OBRA or Scheduled PPS) item 
(J1900), whichever is more recent. 

Examples: 

1. An incident report describes an event in which 
Mr. S. was walking down the hall and appeared to 
slip on a wet spot on the floor. He lost his balance 
and bumped into the wall, but was able to grab 
onto the hand rail and steady himself. 

Coding: J1800 would be coded 1, yes. 
Rationale: An intercepted fall is considered a fall. 

No further information was provided prior to exit. 

References: 

, (1) Atrial Fibrillation: An arrhythmia is a problem 
with the speed or rhythm of the heartbeat. Atrial 
fibrillation (AF) is the most common type of 
arrhythmia. The cause is a disorder in the heart's 

I electrical system. This information was obtained 
from the website: 

! https://search. nih.gov/search?utf8= 
· %E2%9C%93&affiliate=nih&query=Atrial+Fibrillati 
on&commit=Search 

(2) Alzheimer's Disease: Alzheimer disease (AD) 
, is a degenerative disease of the brain that causes 
1 gradual loss of memory, judgment, and the ability 
: to function socially. This information was 
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obtained from the website: 
https://rarediseases. info. n ih .gov/diseases/1 0254/ 

) alzheimer-disease 

· (3) COPD - chronic obstructive pulmonary 
disease: A type of lung disease marked by 
permanent damage to tissues in the lungs, 
making it hard to breathe. This information was 
obtained from the website: 
www.ncbi.nlm.nih.gov/pubmedhea1th/PMHT0022 
631/ 

3 a. The facility staff failed to accurately code the 
use of psychoactive medications on Resident 
#3's quarterly MDS (minimum data set) 
assessment with an ARD of 6/4/17. 

• Resident #3 was admitted to the facility on 
; 6/22/09 with a recent readmission on 12/20/16, 
with diagnoses that included but were not limited 

· to: end stage renal disease requiring 
: hemodialysis (a procedure used in toxic 

conditions and renal failure, in which wastes and 
impurities are removed from the blood by a 
special machine (1 }), high blood pressure, 
dementia, stroke, depression, anxiety, and 
diabetes. 

I The most recent MDS (minimum data set) 
assessment, a quarterly assessment, with an 
ARD of 6/4/17, coded the resident as having both 
short and long term memory difficulties and as 
being moderately impaired to make daily 
cognitive decisions. Resident #3 was coded as 
requiring extensive assistance of one or more 
staff members for dressing; as dependent of one 

1 

or more staff members for transfers, moving in 
I the bed, moving on the unit, toileting needs and 
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I 

bathing. The resident was coded as being 
independent in eating after set up assistance was 
provided. 

, The review of the quarterly MOS with an ARD of 
6/4/17 revealed documented in Section N -
Medications that the resident had received two 
days of an antipsychotic medication, seven days 
of an antianxiety medication, and no days of an 
antidepressant medication during the seven days 
prior to the assessment reference date of 6/4/17. 

Review of the MAR (medication administration 
record) for May 2017 documented, "Seroquel (an 
antipsychotic medication used to treat 
schizophrenia and bipolar disorder (2)) 25 MG 
(milligrams); Give 12.5 mg by mouth one time a 
day every Tue (Tuesday), Thu (Thursday), Sat 
(Saturday) for anxiety, administer prior to dialysis 
on Tuesday, Thursday, and Saturday." The MAR 
documented that the resident received the 
Seroquel on 5/30/17. 

The June 2017 MAR documented, "Seroquel 25 
MG; Give 12.5 mg by mouth one time a day every 
Tue, Thu, Sat for anxiety, administer prior to 
dialysis on Tuesday, Thursday, and Saturday." 
The MAR documented that the resident received 
the Seroquel on 6/1/17 and 6/3/17. 

This equals a total of three times during the 
seven day look back period of 5/29 through 

, 6/4/17, not two days as coded on the quarterly 
i MOS with an ARD of 6/4/17. 
I 
I 

: Review of the MAR (medication administration 
record) for May 2017 documented, "Ativan (used 
to treat anxiety (3)) 1 MG (milligram); give 1 MG 

, by mouth one time a day every Mon (Monday) 
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: Wed (Wednesday) and Fri (Friday) for 30 
minutes prior to pick up for dialysis at 7:00 a.m." 
The MAR documented that the resident received 
it on 5/29/17 (Monday) and 5/31 /17 (Wednesday). 

The June 2017 MAR documented, "Ativan 1 MG; 
give 1 MG by mouth one time a day every Mon, 
Wed, and Fri for 30 minutes prior to pick up for 
dialysis at 7:00 a.m." The MAR documented that 
the resident received it on 6/2/17. 

This equals a total of three times during the 
' seven day look back period of 5/29 through 
6/4/17, not seven days as coded on the quarterly 
MOS with an ARD of 6/4/17. 

The May 2017 MAR documented, "Bupropion 
HCL (hydrochloride) (an antidepressant used to 
treat depression (4)), Give 37.5 mg by mouth one 
time a day for depression." The MAR 
documented that the resident received it on 
5/29/17 through 6/4/17. 

This equals a total of seven times during the 
seven day look back period of 5/29 through 
6/4/17, not zero days as coded on the quarterly 
MOS with an ARD of 6/4/17. 

An interview was conducted with RN (registered 
nurse) #1, the MOS coordinator, on 6/29/17 at 
10: 10 a.m. The MARs and Section N of the 
quarterly MOS with an ARD of 6/4/17 were 
reviewed with RN #1. RN #1 stated, "I guess I 
wasn't paying attention, they (medications) are 
coded incorrectly." When asked what reference is 
used to complete an MOS assessment, RN #1 

: stated, "The RAI (Resident Assessment 
, Instrument) manual." 
I 
I 
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The RAI manual October 2016: 
Coding Instructions 
N0410A-G: Code medications according to the 
pharmacological classification, not how they are 
being used. 
N041 0A, Antipsychotic: Record the number of 
days an antipsychotic medication was received by 
the resident at any time during the 7-day 
look-back period (or since admission/entry or 
reentry if less than 7 days). 
N041 OB, Antianxiety: Record the number of days 
an anxiolytic medication was received by the 
resident at any time during the 7-day look-back 
period (or since admission/entry or reentry if less 
than 7 days). 
October 2016 Page N-5 
N041 0C, Antidepressant: Record the number of 
days an antidepressant medication· was received 
by the resident at any time during the 7-day 
look-back period (or since admission/entry or 
reentry if less than 7 days). 

The administrator and Director of Nursing were 
made aware of the above findings on 6/29/17 at 
1:15 p.m. 

No further information was provided prior to exit. 

I (1) Barron's Dictionary of Medical Terms for the 
: Non-Medical Reader, 5th edition, Rothenberg and 

Chapman; page 266. 
(2) This information was obtained from the 

! following website: 
i https://www.ncbi.nlm.nih.gov/pubmedhealth/PMH 
T0011909/?report=details 
(3) This information was obtained from the 
following website: 

: https://www.ncbi.nlm.nih.gov/pubmedhealth/PMH 
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T0010988/?report=details. 
(4) This information was obtained from the 
following website: 
https://www.ncbi.nlm.nih.gov/pubmedhealth/PMH 
T0009361/?report=details 

3 b. The facility staff coded Resident #3 as having 
received restorative nursing on the annual 
assessment with an ARD of 3/4/17 when she had 
not received restorative nursing and did not have 
a program in place. The facility staff also coded 
Resident #3 as receiving restorative nursing on 
the quarterly assessment with an ARD of 6/4/17 
when she did not have a restorative nursing 

' program in place. 

The annual MOS assessment with an ARD of 
, 3/4/17, coded the resident in Section O - Special 
Treatments, Procedures, and Programs, as 
having received a Restorative Nursing Program 
of five days of passive range of motion, four days 
of dressing and/or grooming and five days of 
eating and/or swallowing. 

The quarterly MOS assessment with an ARD of 
6/4/17, coded the resident in Section O - Special 
Treatments, Procedures, and Programs, as 
having received a Restorative Nursing Program 
of seven days of passive range of motion, six 
days of active range of motion, seven days of bed 
mobility and six days of dressing and/or 
grooming. 

Review of the clinical record did not evidence any 
documentation of a Restorative Nursing Program. 

Review of Resident #3's comprehensive care 
: plan dated 5/22/12, with revised on date of 
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6/27/17, did not evidence any documentation of a 
Restorative Nursing Program. 

On 6/29/17 at 10:10 a.m., an interview was 
conducted with RN (registered nurse) #1. RN #1 
was asked to present documentation of the 
restorative program for Resident #3. 

On 6/29/17 at 2:20 p.m. RN #1 presented a 
· document titled, "Nursing 

Rehabilitation/Restorative Care" for Resident #3 
that was dated 11/8/12. 

On 6/29/17 at 2:20 p.m. an interview was 
conducted with ASM (administrative staff 
member) #1, the administrator, ASM #2, the 
director of nursing and RN (registered nurse) #1, 
the MOS coordinator. A request was made again 
for documentation of the Restorative Nursing 
Program for Resident #3. When asked who 
oversees the restorative nursing program, RN #1 
stated, "I do not oversee this program at this 
point." The director of nursing, ASM #2 stated, "I 
thought that the MOS nurse oversaw this." The 
administrator, ASM #1 stated, "We don't have any 
other documentation to provide to you other than 
the document of 11/8/12." ASM #1, ASM #2 and 
RN #1 were made aware of the concern at this 
time. 

No further information was provided prior to exit. 

RAI Manual October 2016: 
Steps for Assessment 
1. Review the restorative nursing program notes 
and/or flow sheets in the medical record. 

· 2. For the ?-day look-back period, enter the 
number of days on which the technique, training 

• or skill practice was performed for a total of at 
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least 15 minutes during the 24-hour period. 
3. The following criteria for restorative nursing 
programs must be met in order to code 00500: 

" Measureable objective and interventions 
must be documented in the care plan and in the 
medical record. If a restorative nursing program is 
in place when a care plan is being revised, it is 
appropriate to reassess progress, goals, and 
duration/frequency as part of the care planning 
process. Good clinical practice would indicate 
that the results of this reassessment should be 
documented in the resident's medical record. 
" Evidence of periodic evaluation by the 
licensed nurse must be present in the resident's 
medical record. When not contraindicated by 
state practice act provisions, a progress note 
written by the restorative aide and countersigned 
by a licensed nurse is sufficient to document the 
restorative nursing program once the purpose 
and objectives of treatment have been 
established. 

4. The facility staff incorrectly coded Resident #11 
as receiving an anticoagulation (a blood thinner) 
medication, an antibiotic (to treat infection) and a 
diuretic (to reduce fluid in the body) on the 
quarterly MDS (minimum data set) assessment 
with an ARD (assessment reference date) of 
5/19/17. Resident #11 had not received any of 
those medications during the seven day look 
back period for that assessment. 

Resident #11 was admitted to the facility on 
6/5/13 with a readmission on 11 /9/16 with 
diagnoses that included, but were not limited to: 
high blood pressure, high lipid level in the blood, 
depression, anxiety, atrial fibrillation (an irregular 
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I heart beat), stroke and macular degeneration (a 
condition of the eye that causes blindness). 

I 

I Resident #11 's most recent comprehensive M DS 

1 

(minimum data set) was an admission 
I assessment with an ARD (assessment reference 
I date) of 11/16/16. Resident#11 was coded as 
: scoring a five out of a possible 15 on the SIMS 
I (brief interview for mental status) indicating the 
' resident was severely impaired for cognition. 

I Further review of Resident #11 's MOS 
' assessments revealed a quarterly assessment 

1 
with an ARD of 5/19/17. Section N, Medications 

I of this MOS assessment coded Resident #11 as 
· receiving an antidepressant, an anticoagulant and 

I 

an antibiotic for seven of the seven look back 
. days. 

I 

A review of Resident #11 's physician order 
summary report did not reveal any orders for an 
antidepressant, an anticoagulant or an antibiotic 

I during May 2017 . 

. 

1 

Further review of Resident #11 's clinical record 
did not provide evidence that she had received 
any of the coded medications during the month of 

I May 2017. 

On 6/28/17 at 2:20 p.m. an interview was 
I conducted with RN (registered nurse) #1, an 
MOS coordinator. RN #1 was asked where she 
obtained her information to complete the quarterly 

I MOS assessment with an ARD of 5/19/17. RN #1 
stated she obtained the information from the PCC 

! (point click care) electronic medical record, 
' progress notes and the documented ADLs 

(activities of daily living). RN #1 further stated 
i that she would take the "hard" chart (paper copy) 
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and review to look at all the information available. 
: RN #1 was asked to review Section N, 
I Medications of Resident # 11 's quarterly M DS with 
: an ARD of 5/19/17. RN #1 was asked to state 
where she obtained the information that Resident 

'#11 had received an antidepressant, an 
I anticoagulant or an antibiotic during the seven 
: day look back period. RN #1 stated that she 
would have to do some research. 

1 
On 6/29/17 at 11 :50 a.m. RN #1 stated that 

! Resident #11 's MOS with an ARD of 5/19/17 was 
incorrectly coded on Section N, Medications. RN 
#1 stated that Resident # 11 had not received an 

i antidepressant, an anticoagulant or an antibiotic 
I during the month of May 2017. RN #1 was asked 
: what guidance she used to complete the MOS 

assessments. RN #1 stated that she used the 
RAI (resident assessment instrument) manual as 

j guidance. 

, On 6/29/17 at 1 :15 p.m. ASM (administrative staff 
member) #1, the administrator, and ASM #2, the 
director of nursing, were made aware of the 

1 

above findings. 

! No further information was provided prior to the 
end of the survey process. 

F 279 DEVELOP COMPREHENSIVE CARE PLANS 
SS=E CFR(s): 483.20(d);483.21 (b)(1) 

i 483.20 
/ (d) Use. A facility must maintain all resident 

assessments completed within the previous 15 
months in the resident's active record and use the 
results of the assessments to develop, review 
and revise the resident's comprehensive care 
plan. 

I 
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483.21 
(b) Comprehensive Care Plans 

(1) The facility must develop and implement a 
comprehensive person-centered care plan for 

. each resident, consistent with the resident rights 
· set forth at §483.1 0(c)(2) and §483.1 0(c)(3), that 

includes measurable objectives and timeframes 
to meet a resident's medical, nursing, and mental 
and psychosocial needs that are identified in the 
comprehensive assessment. The comprehensive 
care plan must describe the following -

(i) The services that are to be furnished to attain 
or maintain the resident's highest practicable 
physical, mental, and psychosocial well-being as 
required under §483.24, §483.25 or §483.40; and 

(ii) Any services that would otherwise be required 
under §483.24, §483.25 or §483.40 but are not 
provided due to the resident's exercise of rights 
under §483.10, including the right to refuse 
treatment under §483.1 0(c)(6). 

(iii) Any specialized services or specialized 
rehabilitative services the nursing facility will 
provide as a result of PASARR 
recommendations. If a facility disagrees with the 
findings of the PASARR, it must indicate its 
rationale in the resident's medical record. 

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

(A) The resident's goals for admission and 
desired outcomes. 
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I (B) The resident's preference and potential for 
future discharge. Facilities must document 
whether the resident's desire to return to the 
community was assessed and any referrals to 
local contact agencies and/or other appropriate 
entities, for this purpose. 

(C) Discharge plans in the comprehensive care 
plan, as appropriate, in accordance with the 
requirements set forth in paragraph (c) of this 
section. 
This REQUIREMENT is not met as evidenced 
by: 
Based on observations, staff interview, facility 

document review, and clinical record review, it 
was determined that facility staff failed to develop 
a comprehensive care plan for six or 29 residents 
in the survey sample, Resident #23, #4, #6, #11, 
#5, and #17. 

1. The facility staff failed to develop an interim 
care plan 48 hours after Resident #23's 
admission on 2/21/17, and failed to develop an 
comprehensive care plan 7 days after the 
completkln of the comprehensive MOS (minimum 
data set) assessment with and ARD (assessment 
reference date) of 2/28/17. 

2. The facility staff failed to develop a care plan 
for psychoactive medications, as triggered on the 

1 

CAA (care area assessments) of Resident #4's 
significant change MOS (minimum data set) with 
and ARD of 2/13/17. 

. 3. The facility staff failed to develop a 
comprehensive care plan for the triggered care 
areas of cognitive loss, communication, pressure 
ulcer, and psychotropic drug use in Section V -
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1. A comprehensive care plan will be 
completed on Residents# 4, #6, #11, #5, 
and #17, including all areas triggered on 
the Care Area Assessments (CAAs) and 
significant change MOS for each 
residents. Resident #23 was discharged 
from facility on 5/23/2017. 

2. All residents will be reviewed to ensure 
each resident's care plan is reviewed and 
revised with a comprehensive care plan 
that reflects their medical, nursing, 
mental, and psychosocial needs. 

3. Care managers, MOS RNs, and the 
clinical team will be re-educated on the 
development and completion of care 
plans, including interim, comprehensive, 
and significant changes in resident 
condition that requires care plan 
interventions. The DON or designee will 
review new admissions and residents 
identified with a change in condition M-F 
in clinical stand up to ensure care plans 

I are in place, reviewed, and revised as 
I 
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Care Area Assessment (CAA), on Resident #6's 
admission comprehensive MOS (minimum data 
set) assessment with an ARD (assessment 
reference date) of 5/19/17. 

4. The facility staff failed to develop a 
comprehensive care plan for the triggered care 
areas of cognitive loss, communication, urinary 
incontinence, nutritional status, pressure ulcer, 
and psychotropic drug use in Section V - Care 
Area Assessment (CAA), on Resident #11 's 
admission comprehensive MOS with an ARD of 
11 /16/16, 

5. The facility staff failed to develop a 
comprehensive care plan for Resident #5 for the 
triggered areas in section V on the CAA summary 
of the 6/2/17 Admission/5-day MOS assessment. 

6. The facility staff failed to develop a 
comprehensive care plan for Resident #17 for the 
triggered areas in section Von the CAA summary 
of the 6/6/17 significant change MOS 
assessment. 

The findings include: 

• 1. The facility staff failed to develop an interim 

I 

care plan 48 hours after Resident #23's 
. admission on 2/21/17, and failed to develop an 

comprehensive care plan 7 days after the 
completion of the comprehensive MOS (minimum 

, data set) assessment with and ARD (assessment 
I reference date) of 2/28/17. 

Resident #23 was admitted to the facility on 
2/21/17 with diagnoses that included but were not 

i limited to: displaced intertrochanteric fracture of 
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residents requiring comprehensive care 
plans, as triggered by the CAAs. 

4. DON or designee will audit 10% of care 
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implemented, reviewed, or revised as 
indicated. Issues identified will be 
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corrected, with staff re-education or 
counseling as needed. The results of 
audits will be reviewed by the QAPI 
committee for guidance and further 
instruction. 
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the left femur, high blood pressure, vascular 
dementia without behavioral disturbance, 
non-traumatic intracranial hemorrhage, anxiety 
disorder and major depressive disorder. 
Resident #23's most recent MDS (minimum data 
set) was a quarterly assessment with an ARD 
(assessment reference date) of 5/15/17. 
Resident #23 was coded as severely cognitively 
impaired in the ability to make daily decisions 
scoring 99 out of 15 on the BIMS (Brief interview 
for Mental Status) exam. Resident #23 was 
coded as requiring extensive assistance from two 
plus persons with transfers; extensive assistance 
from one person with dressing, and personal 
hygiene, and total dependence on staff with 
bathing. 

Review of Resident #23's comprehensive 
admission MDS (minimum data set) assessment 
revealed that this was completed on 2/28/17. 

Review of Resident #23's clinical record revealed 
! that the comprehensive care plan was not put into 
'place until 3/14/17. 

Review of Resident #23's clinical record revealed 
that there was no evidence of an interim care 
plan. 

On 6/29/17 at 3:20 p.m., an interview was 
conducted with LPN (licensed practical nurse) #2, 
Resident #23's nurse. When asked who was 
responsible for creating the interim and 
comprehensive care plan, LPN #2 stated that the 
unit care manager was responsible. LPN #2 
confirmed that she could not find an interim care 
plan and that the comprehensive care plan was 
not created until 3/14/17. 
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On 6/29/17 at approximately 3:40 p.m., an 
interview was conducted with RN (registered 
nurse) #2, the care manager. When asked when 
the interim care plan should be created, RN #2 
stated the interim care plan should be created 24 
hours after the Resident is admitted to the facility. 
When asked what type of items are on the interim 
care plan, RN #2 stated that areas like falls, code 
status, pain and skin were all on the interim care 
plan. When asked when the comprehensive care 
plan should be created, RN #2 stated that the 
comprehensive care plan was created 21 days 
after admission. RN #2 stated that the care 
managers were responsible for creating the 
comprehensive assessment. 

On 6/29/17 at approximately 4 p.m., an interview 
was conducted with RN # 4, the care manager. 
When asked when the interim care plan should 
be created, RN #4 stated that the interim care 

I 

plan is created immediately after the resident is 

1 

admitted. When asked what types of areas are 
! put onto the interim care plan, RN #4 stated that 
areas such as falls, wounds, and infections are 
placed on the interim care plans. When asked 

I

, when the comprehensive care plans are created, 
RN #4 stated that the comprehensive care plans 

i are created 21 days after admission. When 
asked if she could find an interim care plan for 

, Resident #23, RN #4 stated that there was not a 
i care plan and that it should have been created. 
i RN #4 stated that there was a lot of time from 

I 
! 

when the resident was admitted to a care plan 
being put into place on 3/14/17. 

On 6/29/17 at 4:50 p.m., ASM (administrative 
staff member) #1, the administrator and ASM #2, 
the DON (Director of Nursing) were made aware 

; of the above findings. 
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The facility policy titled, "Assessment and Care of 
PatienUResident through the Care Plan," 
documents in part, the following: "A 
comprehensive assessment care plan is 
developed for each resident that includes 
measurable objectives and time tables to meet a 

• resident's medical, nursing, and mental and 
psychosocial needs that are identified in the 
comprehensive assessment. All residents on 
admission must have an assessment completed 
by a Licensed Nurse within twenty four hours of 
admission. From this process of an assessment, 
an Interim Care plan is created and used until the 
completion of a comprehensive MOS." 

No further information was presented prior to exit. 

2. The facility staff failed to develop a care plan 
for psychoactive medications, as triggered on the 
CAA (care area assessments) in Section V of 
Resident #4's significant change MOS (minimum 
data set) with and ARD of 2/13/17. 

Resident #4 was admitted to the facility on 4/1/09, 
and most recently readmitted on 2/2/17 with 
diagnoses including, but not limited to: history of 
a stroke, dementia with behaviors, and anxiety. 
On the most recent MOS (minimum data set), a 
quarterly assessment with an assessment 
reference date of 5/16/17, Resident #4 was 
coded as having both short term and long term 
memory deficits, and as being moderately 
impaired for making daily decisions. She was 
coded as having received psychoactive 
medications on all seven days of the look back 

; period. 
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A review of the significant change MDS for 
Resident #4, with an assessment reference date 
of 2/13/17, revealed that the resident was coded 
as having received psychoactive medications for 
six of the seven days of the look back period. 
This review revealed that the CAA (care area 
assessment) in section V triggered psychoactive 
medications as an area to be addressed in the 
comprehensive care plan. The box indicating 
whether or not the CAA trigger was to be care 
planned had a check mark in it. 

A review of Resident #4's comprehensive care 
plan dated 10/21/15 and updated on 5/19/17 
failed to reveal goals or interventions related to 
psychoactive medication use. 

On 12/28/17 at 5:50 p.m., ASM (administrative 
: staff member) #1, the administrator-, ASM #2, RN 

(registered nurse) #2, a care manager, and RN 
#8 were informed of these concerns. 

On 6/29/17 at 8:00 a.m., RN #2 was interviewed. 
She stated that developing the comprehensive 

: care plan from the CAAs is her responsibility. 
She stated she usually prints off the CAA 
worksheets to see why a particular area triggers, 
and develops the care plan from there. When 
asked about the care plan for the CAA triggered 
area of psychoactive medications for Resident 
#4, RN #2 stated she would look at the MDS and 
the care plan, and would get back to the surveyor. 
At 8:05 a.m., RN #2 returned to the surveyor and 
stated: "You are right. There is not a care plan. I 
can see it should have been done." 

No further information was provided prior to exit. 
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3. The facility staff failed to develop a 
comprehensive care plan for the triggered care 
areas of cognitive loss, communication, pressure 
ulcer, and psychotropic drug use in Section V -
Care Area Assessment (CAA), on Resident #6's 
admission comprehensive MOS (minimum data 
set) assessment with an ARD (assessment 
reference date) of 5/19/17. 

Resident #6 was admitted to the facility on 
4/27/17, readmitted on 5/12/17 and readmitted on 
6/21/17 with diagnoses that included, but were 
not limited to: stroke, sepsis (a blood stream 
infection), high blood pressure, abrasion of the 
penis, diabetes, urinary retention, chronic kidney 
disease, BPH (benign prostatic hyperplasia - an 
enlarged prostate gland), and difficulty 
swallowing. 

• Resident #6's most recent comprehensive MDS 
' (minimum data set) was an admission 
assessment with an ARD (assessment reference 
date) of 5/19/17. Resident #6 was coded as 
scoring a two out of a possible 15 on the SIMS 
(brief interview for mental status) in Section C, 
Cognitive Patterns, indicating that Resident #6 

; was severely cognitively impaired in daily decision 
making. 

Further review of Resident #6's comprehensive 
M DS with an ARD of 5/19/17 revealed in Section 
V - Care Area Assessment (CAA), that the 
following care areas were checked under the 
heading "B. Care Planning Decision": 

- "02. Cognitive Loss" 
- "04. Communication" 
- "16. Pressure Ulcer" 
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. - "17. Psychotropic Drug" 

The instruction provided in Section V states, "2. 
For each triggered Care Area, indicate whether a 
new care plan, care plan revision, or continuation 
of current care plan is necessary to address the 
problem(s) identified in your assessment of the 
care area. Check column B if the triggered care 
area is addressed in the care plan." Section V, 
Column B for Resident #6's MDS was checked 
for cognitive loss/dementia, communication, 
pressure ulcer and psychotropic drug. 

A review of Resident #6's comprehensive care 
plan dated 6/21/17 did not reveal a care plan to 
address cognitive loss, communication, pressure 

, ulcer and psychotropic drugs. 

On 6/28/17 at 2:40 p.m. an interview was 
conducted with RN (registered nurse) #8, a unit 
manager. RN #8 was asked who was 
responsible for developing a care plan from the 
CAA triggered areas. RN #8 stated that the unit 
managers developed the care plans. RN #8 
further stated, "The care plans are not as 
developed as they should be, I have been asking 
for help to get through the care plans, they are so 
overwhelming but I haven't received any." 

On 6/29/17 at approximately 9:00 a.m. an 
interview was conducted with RN #1, an MDS 

coordinator and RN #6, an MDS coordinator. RN 
#1 and RN #6 were both asked who was 
responsible for developing a care plan from the 

· CAAs. RN #6 stated, "The CAA worksheets are 
j done by the MDS coordinators and then the unit 
1

1 

managers develop the care plans from the CAA 

' worksheets. 
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On 6/29/17 at 10:12 a.m. RN #6 reviewed 
Resident #6's comprehensive care plan to 
determine if the areas of concern had been care 
planned. RN #6 confirmed that cognitive loss, 
communication, pressure ulcer and psychotropic 
drugs were not care planned. When asked if 
these areas should have been care planned, RN 
#6 stated, "yes". 

On 6/29/17 at approximately 2:00 p.m. a meeting 
was conducted with ASM (administrative staff 
member) #1, the administrator and ASM #2, the 
director of nursing. ASM #1 and ASM #2 were 
made aware of the above concerns. No further 
information was provided prior to the end of the 

! survey process. 

4. The facility staff failed to develop a 
comprehensive care plan for the triggered care 
areas of cognitive loss, communication, urinary 
incontinence, nutritional status, pressure ulcer, 
and psychotropic drug use in Section V - Care 
Area Assessment (CAA), on Resident #11 's 
admission comprehensive MOS with an ARD of 
11/16/16. 

Resident #11 was admitted to the facility on 
6/5/13 with a readmission on 11/9/16 with 
diagnoses that included, but were not limited to: 
high blood pressure, high lipid level in the blood, 
depression, anxiety, atrial fibrillation (an irregular 
heart beat), stroke and macular degeneration (a 
condition of the eye that causes blindness). 

Resident #11 's most recent comprehensive MOS 
(minimum data set) is an admission assessment 
with an ARD (assessment reference date of 
11 /16/16. Resident #11 is coded as scoring a five 
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out of a possible 15 on the SIMS (brief interview 
for mental status) indicating the resident was 
severely impaired of cognition. 

Further review of Resident #11 's comprehensive 
MOS with an ARD of 11 /16/16 revealed in Section 
V - Care Area Assessment (CAA), that the 
following care areas were checked under the 
heading "B. Care Planning Decision": 

- "02. Cognitive Loss" 
- "04. Communication" 
- "06. Urinary Incontinence" 
- "12. Nutritional Status" 
- "16. Pressure Ulcer" 
- "17. Psychotropic Drugs" 

The instruction provided in Section V states, "2. 
For each triggered Care Area, indicate whether a 

, new care plan, care plan revision, or continuation 
of current care plan is necessary to address the 
problem(s) identified in your assessment of the 
care area. Check column B if the triggered care 
area is addressed in the care plan." Section V, 
Column B for Resident #11 's MOS was checked 
for cognitive loss/dementia, communication, 
urinary incontinence, nutritional status, pressure 
ulcer and psychotropic drug. 

A review of Resident #11 's comprehensive care 
plan dated 11 /9/16 did not reveal a care plan to 
address cognitive loss, communication, urinary 
incontinence, nutritional status, pressure ulcer 

and psychotropic drugs. 

On 6/28/17 at 2:40 p.m. an interview was 
conducted with RN (registered nurse) #8, a unit 
manager. RN #8 was asked who was 

; responsible for developing a care plan from the 
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CAA triggered areas. RN #8 stated that the unit 
managers developed the care plans. RN #8 
further stated, "The care plans are not as 
developed as they should be, I have been asking 

' for help to get through the care plans, they are so 
overwhelming but I haven't received any." 

On 6/29/17 at approximately 9:00 a.m. an 
interview was conducted with RN #1, an MDS 
coordinator and RN #6, an MDS coordinator. RN 
#1 and RN #6 were both asked who was 
responsible for developing a care plan from the 
CAAs. RN #6 stated, "The CAA worksheets are 
done by the MDS coordinators and then the unit 
managers develop the care plans from the CAA 
worksheets. 

On 6/29/17 at 10:12 a.m. RN #6 reviewed 
Resident #11 's comprehensive care plan to 
determine if the areas of concern had been care 
planned. RN #6 confirmed that cognitive loss, 

: communication, urinary incontinence, nutritional 
' status, pressure ulcer and psychotropic drugs 
were not care planned. When asked if these 
areas should have been care planned, RN #6 
stated "yes". 

On 6/29/17 at approximately 2:00 p.m. a meeting 
was conducted with ASM (administrative staff 
member) #1, the administrator and ASM #2, the 
director of nursing. ASM #1 and ASM #2 were 

: made aware of the above concerns. No further 
! information was provided prior to the end of the 
I 

: survey process. 

5. The facility staff failed to develop a 
comprehensive care plan for Resident #5 for the 

! triggered areas in section V on the CAA summary 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:NB1L11 

i 
I 

(X2) MULTIPLE CONSTRUCTION 

A. BUILDING _______ _ 

B. WING _________ _ 

STREET ADDRESS, CITY, STATE, ZIP CODE 

360 HOSPITAL DRIVE 

WARRENTON, VA 20186 

PRINTED: 03/22/2018 
FORM APPROVED 

0MB NO 0938-0391 
(X3) DATE SURVEY 

COMPLETED 

06/29/2017 

ID I 

PREFIX I 

TAG 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

(XS) 
COMPLETION 

DATE 

F 279 

Facility ID: VA0261 If continuation sheet Page 46 of 181 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 

CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER: 

495233 

NAME OF PROVIDER OR SUPPLIER 

FAUQUIER HEALTH REHABILITATION & NURSING CENTER 

(X4) ID 
PREFIX 

TAG 

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

F 279 • Continued From page 46 

of the 6/2/17 Admission/5-day MDS assessment. 

Resident #5 was admitted to the facility on 
5/21 /17 and readmitted on 5/26/17 with the 
diagnoses of but not limited to gastrostomy tube, 
stroke, dysphagia, atrial fibrillation, dementia, 
heart failure, high blood pressure and a 
pacemaker. 

The most recent MDS (Minimum Data Set) was 
an admission/5-day assessment with an ARD 
(Assessment Reference Date) of 6/2/17. The 
resident was coded as moderately impaired in 
ability to make daily life decisions, scoring a 9 out 
of a possible 15 on the BIMS (Brief Interview for 
Mental Status) exam. Resident #5 was coded as 
requiring extensive to total assistance for 
transfers; total assistance for eating and bathing; 
extensive assistance for dressing and hygiene; 
and as incontinent of bowel and with a urinary 
catheter for bladder. 

A review of the above MDS revealed the resident 
was triggered on Section V "Care Area 
Assessment (CAA) Summary" in Column A "Care 
Area Triggered" for "02. Cognitive 
Loss/Dementia, 04. Communication, 06. Urinary 
Incontinence and Indwelling Catheter, 11. Falls, 
13. Feeding Tube, 14. Dehydration/Fluid 
Maintenance, 15. Dental Care, 16. Pressure 
Ulcer, 17. Psychotropic Drug Use, 19. Pain." 

Column B of this assessment, titled "Care 
Planning Decision" had each of the above 
identified areas marked as to be care planned. 

Observations of Resident #5 on 6/27/17 at 4:30 
p.m., 6/28/17 at 8:00 a.m., and on 6/28/17 at 
approximately 11:00 a.m., revealed the resident 
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had an indwelling catheter and the resident was 
• noted to be wearing dentures. A tube feeding 
, pump was at the bedside but was not running. 

I 

Thickened water was noted at the bedside. 

A review of the care plan revealed that "06. 
Urinary Incontinence and Indwelling Catheter, 14. 
Dehydration/Fluid Maintenance, 15. Dental Care" 
were not care planned. 

On 6/29/17 at 10:26 a.m., RN #2 (Registered 
Nurse), the Care Manager, reviewed the care 
plan and did not see the above identified areas on 
it. She stated that triggered areas should be care 
planned. 

· On 6/29/17 at 4:50 p.m., the Administrator (ASM 
I 
i #1 - Administrative Staff Member) and the DON 
(Director of Nursing, ASM #2) were made aware 
of the findings. No further information was 
provided by the end of the survey. 

6. The facility staff failed to develop a 
comprehensive care plan for Resident #17 for the 
triggered areas in section Von the CAA summary 
of the 6/6/17 significant change MDS 
assessment. 

Resident #17 was admitted to the facility on 
9/21/16 with the diagnoses of but not limited to 

1 atrial fibrillation, high blood pressure, left arm 
fracture, hypothyroidism, dementia, adult failure 
to thrive, and ulcerative pancolitis. 

The most recent MDS (Minimum Data Set) was a 

! 

significant change assessment with an ARD 
(Assessment Reference Date) of 6/6/17. The 
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resident was coded as being severely cognitively 
impaired in ability to make daily life decisions. 
Resident #17 was coded as requiring total care 
for bathing; extensive care for hygiene; limited 
assistance for dressing; supervision for transfers 
and ambulation; as independent for eating; and 
as incontinent of bowel and bladder. 

A review of the above MDS revealed the resident 
was triggered on Section V "Care Area 
Assessment (CAA) Summary" in Column A "Care 

· Area Triggered" for "02. Cognitive 
Loss/Dementia, 05. ADL Functional/Rehabilitation 
Potential, 06. Urinary Incontinence and Indwelling 
Catheter, 11. Falls, 12. Nutritional Status, 16. 
Pressure Ulcer, 19. Pain." 

Column B of this assessment, titled "Care 
Planning Decision" had each of the above 
identified areas marked as to be care planned. 

A review of the care plan revealed that "02. 
Cognitive Loss/Dementia, and 06. Urinary 
Incontinence and Indwelling Catheter" were not 
care planned. 

On 6/29/17 at 10:26 a.m., RN #2 (Registered 
Nurse), the Care Manager, reviewed the care 
plan and did not see the above identified areas on 
it. She stated that triggered areas should be care 
planned. 

A review of the facility policy, "Assessment and 
Care of Patient/Resident Through Care Plan" 
documented, "A comprehensive care plan is 
developed for each resident that includes 
measurable objectives and time tables to meet a 
resident's medical, nursing, and mental and 

, psychological needs that are identified in the 
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comprehensive assessment. ... The 
comprehensive care plan is completed upon the 
completion of a comprehensive MDS." 

On 6/29/17 at 4:50 p.m., the Administrator (ASM 
#1 - Administrative Staff Member) and the DON 
(Director of Nursing, ASM #2) were made aware 
of the findings. No further information was 
provided by the end of the survey. 

F 280 RIGHT TO PARTICIPATE PLANNING 

SS=E CARE-REVISE CP 
CFR(s): 483.1 0(c)(2)(i-ii,iv,v)(3),483.21 (b)(2) 

483.10 
(c)(2) The right to participate in the development 
and implementation of his or her person-centered 
plan of care, including but not limited to: 

(i) The right to participate in the planning process, 
including the right to identify individuals or roles to 
be included in the planning process, the right to 
request meetings and the right to request 
revisions to the person-centered plan of care . 

. (ii) The right to participate in establishing the 
; expected goals and outcomes of care, the type, 
amount, frequency, and duration of care, and any 
other factors related to the effectiveness of the 
plan of care. 

1 (iv) The right to receive the services and/or items 
included in the plan of care. 

(v) The right to see the care plan, including the 
. right to sign after significant changes to the plan 
! of care. 

· (c)(3) The facility shall inform the resident of the 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:NB1L11 

I 

! 

I 

I 
! 

I 

I 
I 

(X2) MULTIPLE CONSTRUCTION 

A. BUILDING 

B. WING 

STREET ADDRESS, CITY, STATE, ZIP CODE 

360 HOSPITAL DRIVE 

WARRENTON, VA 20186 

PRINTED: 03/22/2018 
FORM APPROVED 

0MB NO 0938-0391 
(X3) DATE SURVEY 

COMPLETED 

06/29/2017 

ID PROVIDER'S PLAN OF CORRECTION (XS) 

PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION 

TAG CROSS-REFERENCED TO THE APPROPRIATE DATE 

DEFICIENCY) 

F 2791 ! 

' 

F 280 8/13/17 

I 

I 

! 

I 
I 

Facility ID: VA0261 If continuation sheet Page 50 of 181 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 

CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER: 

495233 

NAME OF PROVIDER OR SUPPLIER 

FAUQUIER HEALTH REHABILITATION & NURSING CENTER 

(X4)ID 
PREFIX 

TAG 

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

F 280 Continued From page 50 

right to participate in his or her treatment and 
shall support the resident in this right. The 
planning process must--

, (i) Facilitate the inclusion of the resident and/or 
resident representative. 

(ii) Include an assessment of the resident's 
strengths and needs. 

(iii) Incorporate the resident's personal and 
cultural preferences in developing goals of care. 

483.21 
(b) Comprehensive Care Plans 

(2) A comprehensive care plan must 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 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 
medical record if the participation of the resident 
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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. 

. (iii) Reviewed and revised by the interdisciplinary 
team after each assessment, including both the 
comprehensive and quarterly review 
assessments. 
This REQUIREMENT is not met as evidenced 
by: 
Based on staff interview, facility document review 

and clinical record review it was determined that 
the facility staff failed to review and revise the 
comprehensive care plan for four of 29 residents 
in the survey sample, Residents# 1, # 12, # 5, 
and #11. 

1. The facility staff failed to revise Resident # 1 's 
comprehensive care plan following a fall on 

, 6/25/17. 

, 2. The facility staff failed to review and revise the 
comprehensive care plan after Resident #12 for 
five falls on: 12/25/16, 5/4/17, 5/18/17, 6/8/17 and 
6/18/17. The staff also failed to review and revise 
the comprehensive care plan after Resident #12's 
last fall on 6/18/17 resulted in rib fractures and an 
increase in pain. 

3. The facility staff failed to review and revise the 
comprehensive care plan after a physician's order 
dated 6/23/17 documented that Resident #5 must 
have dentures on for ground food. 

4. The facility staff failed to review and revise 
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1. Care plans for Residents #1, #12, #5, 
and #11 will be reviewed and revised, to 
include fall interventions, mobility and 
transfer status, pain, and AOL support or 
assistance by correction date. 

2. All residents will be reviewed to ensure 
each resident has an interim and/or 
comprehensive care plan that reflects 
their medical, nursing, mental, and 
psychosocial needs. 

3. Care Managers, MOS RNs, and the 
clinical team will be re-educated on the 
development and completion of care 

' 
plans, including interim, comprehensive, 

I and significant changes in resident's 

i condition. The DON or designee will 
i 

review new admissions and residents 
I 

identified with changes in condition to 
! 

ensure care plan are in place, reviewed, 
and revised as needed. MOS RNs or 
designee will review residents requiring 
comprehensive care plans, as triggered 

I by the CAAs. 
I 
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Resident #11 's comprehensive care plan after 
she had fallen on 1/9/17, 2/15/17, 3/24/17 and 
3/26/17. 

The findings include: 

1. The facility staff failed to revise Resident # 1 's 
comprehensive care plan following a fall on 
6/25/17. 

Resident# 1 was admitted to the facility on 
12/2/14 and most recently readmitted on 4/7/15 
with diagnoses that included but were not limited 
to: anemia, osteoporosis (1 ), hypertension (2), 
diabetes, and stroke (3). 

Resident# 1 's most recent MOS (minimum data 
set) an annual assessment with an ARD 
(assessment reference date) of 6/12/17 coded 
the resident as scoring a 15 on the brief interview 
for mental status (BIMS) of a score of O - 15, 
indicating that Resident# 1 was cognitively intact. 
Resident# 1 was coded as requiring extensive 

' assistance of two+ staff with transfers on/off the 
toilet. 

Review of Resident# 1 's clinical record revealed 
, a note documented on 6/25/17 at 12:30 p.m.: the 
type of note was an "Incident Note" "Type: While 
trying to put on toilet, resident shifted weight away 
from toilet and slid on floor." "Location: Residents 
(sic) bathroom." "Person Discovering Incident: 
[name of CNA (certified nurse's assistant)# 8 ... " 
signed by [name of LPN (licensed practical nurse) 
# 9]. 

, Review of the compressive care plan with a 
i "Focus - Name of Resident# 1 sustained an 
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actual fall 8/14/15 with No Injury, related to 
Unsteady gait, Poor Balance, Poor 
communication/comprehension." Resident# 1's 
falls were listed in the "Focus" section of the care 
plan with the exception for the most recent fall 
that occurred on 6/25/17. The care plan 
documented a revision date of 5/24/17. 

During an interview on 6/29/17 at 10:53 a.m. with 
RN (registered nurse) # 2, a care manager, 
Resident# 1 's care plan was reviewed. RN # 2 
could find no documentation or interventions for 
Resident# 1 's fall on 6/25/17. RN# 2 stated, 
'The care plan should be updated within 24 hours 
of the incident and I see that the fall (6/25/17) and 
any new interventions are not on the care plan." 

During an interview on 6/29/17 at approximately 
3:00 p.m. with ASM (Administrative staff member) 
# 1, the administrator, this concern was shared 
and a copy of the facility policy on falls and care 
planning was requested. 

Review of the Facility policy: "Fall Resident 
Assessment and Investigation, 6110-1701" 
documented the following: under "Purpose: To 
provide a comprehensive, consistent approach to 
assess residents at risk for falls and to implement 
interventions to reduce risks for recurrence and 
injury." Under "Policy ... 3. Residents will be 
re-elevated, no less than quarterly, by 
interdisciplinary care plan team. The care plan is 
to contain evidence of review and revision related 
to the causative factors and preventative 
measures ... 6. A fall investigation will be 

, completed with each incident. The charge nurse 
to complete incident documentation promptly 
after fall has occurred. Input from involved 
parties, including but not limited to: resident, 
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family, physician, nursing staff, rehab therapist, 
activity staff, and social worker. 7. The fall 
investigation form will be utilized in reviewing and 
revising the resident's care plan to minimize the 
recurrence of falls or injury." 

According to Fundamentals of Nursing Lippincott 
Williams and Wilkins 2007 pages 65-77 
documented, "A written care plan serves as a 
communication tool among health care team 
members that helps ensure continuity of 
care ... The nursing care plan is a vital source of 
information about the patient's problems, needs, 
and goals. It contains detailed instructions for 
achieving the goals established for the patient 
and is used to direct care ... expect to review, 
revise and update the care plan regularly, when 
there are changes in condition, treatments, and 
with new orders ... " 

I 

Basic Nursing, Essentials for Practice, 6th edition, 
(Potter and Perry, 2007, pages 119-127), was a 
reference for care plans. "A nursing care plan is 

, a written guideline for coordinating nursing care, 

I

, promoting continuity of care and listing outcome 
i criteria to be used in the evaluation of nursing 
care. The written care plan communicates 
nursing care priorities to other health care 

\ professionals. The care plan also identifies and 
I coordinates resources used to deliver nursing 
care. A correctly formulated care plan makes it 
easy to continue care from one nurse to another. 

i If the patient's status has changed and the 
! nursing diagnosis and related interventions are 
no longer appropriate, modify the nursing care 
plan. An out of date or incorrect care plan 

! compromises the quality of nursing care." 

References: 
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(1) Osteoporosis -- Makes your bones weak and 
: more likely to break. This information was 

obtained from the website: 
https://www.nlm.nih.gov/medlineplus/osteoporosi 
s.html. 

(2) Hypertension: A condition present when blood 
flows through the blood vessels with a force 
greater than normal. Also called high blood 
pressure, hypertension can strain the heart, 
damage blood vessels, and increase the risk of 
heart attack, stroke, kidney problems, and death. 
This information was obtained from the website: 
https://www.ncbi.nlm.nih.gov/pubmedhealth/PMH 
T0024199/ 

(3) A stroke occurs when blood flow to a part of 
the brain stops. A stroke is sometimes called a 
"brain attack." If blood flow is cut off for longer 
than a few seconds, the brain cannot get 
nutrients and oxygen. Brain cells can die, causing 

, lasting damage. This information was obtained 
from the website: 
https://medlineplus.gov/ency/article/000726.htm. 

2. The facility staff failed to review and revise the 
comprehensive care plan after Resident #12 for 
five falls on: 12/25/16, 5/4/17, 5/18/17, 6/8/17 and 
6/18/17. The staff also failed to review and revise 
the comprehensive care plan after Resident #12's 
last fall on 6/18/17 resulted in rib fractures and an 
increase in pain. 

' Resident #12 was admitted to the facility on 
, 5/4/16 and readmitted on 6/19/17, (after an 
! overnight only stay in the hospital emergency 

1 

room for evaluation), with diagnoses that included 
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but were not limited to: dementia, high blood 
pressure, anxiety, insomnia, depression, 
abnormal weight loss and protein calorie 
malnutrition. 

The most recent MOS (minimum data set), an 
annual assessment, with an assessment 
reference date of 5/18/17, coded the resident as 
being severely impaired to make daily cognitive 
decisions. Resident #12 was coded as requiring 
limited assistance of one staff member for 
moving in the bed and dressing, extensive 
assistance of one staff member for transfers and 
toileting, and as independent after set up 
assistance was provided for eating. Resident #12 
was not coded for any impairment in her range of 
motion. In Section J - Health Conditions, the 
resident was coded as having had two falls 
without injuries. 

The "Fall Risk Assessment" dated, 10/9/16, 
documented the following: 
Reason for Assessment - recent fall 
Date of admission - less than 90 days 
History of Falls within Last 3 months - #2. 1-2 

times 
Medication Use - antiseizure, antihypertensive, 
NSAID (non -steroidal anti-inflammatory drug) 
narcotics, psychotropic, anti-Parkinson's 
Medication Usage - takes 3 or more of these 
medications currently or within last 7 days. 
Systolic Blood Pressure - no drop between lying & 

standing 
· Memory/Recall - disoriented x (limes) 1 

I Vision - adequate with or without glasses 
1

, Continence - Continent complete control in past 7 

days. 
Behavior in last 7 days - no behavior exhibited in 
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last 7 days 
Confined to Chair - not 
Gait Analysis - unable to independently come to a 
standing position 
Predisposing Conditions - Parkinson's disease 
Response based on number of predisposing 
condition - 1-2 present. 
There was no risk score or documentation of the 
resident's fall risk. 

The nurse's note dated, 12/25/16 at 8:13 p.m. 
documented, "Pt (patient) wheeled self into 
bathroom unassisted and attempted to put self 
onto toilet unassisted. pt (sic) sitting on buttocks 
on floor, sitting upright holding onto grab rail with 
both hands. pt (sic) stated 'I couldn't hold on too 
long', 'I fell on my butt.' Pt assessed and toileted 
with staff assist, pt reeducated to get staff 
assistance with transfers, pt denies pain or 
discomfort, ROM (range of motion) W/N/L (within 
normal limits) without c/o (complaint of) pain or 
discomfort, no sis (signs and symptoms) of 
distress, resp (respirations) even/non-labored, 
skin intact. will cont (continue) to monitor for 
changes." 

The "Fall Incident Report" dated, 12/25/16 
documented in part, "Immediate Action Taken - pt 
assessed and toileted with staff assist, pt 
reeducated to get staff assistance with transfers." 
The review by the director of nursing (DON) on 
12/26/16 documented, "Resident is impulsive in 
her actions and has been observed frequently by 
this writer attempting to transfer herself from her 
wheelchair to the bed, bed to wheelchair, and 
even wheelchair to bathroom without calling for 
staff assistance. Resident has unsteady 
gaiUbalance." 
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The "Fall Risk Assessment" dated, 2/15/17, 
documented in part, "Score - 16. Category - High 
Risk (for falls)." 

A nurse's note dated, 5/4/17 at 3:35 p.m. 
documented, "Found on floor in room. Assess for 
injury. Skin intact. No outward rotation of hips 
noted. Able to move all extremities well. Denies 

pain. 

The "Fall Incident Report" dated, 5/4/17 
documented in part, "Found resident lying on L 
(left) side on floor with head against visitor leg. 
Mobility alarm in place. Works intermitten (sic). 
New alarm applied. Assess for injuries. Able to 
move all extremities well. No outward rotation of 
hips. Skin intact. Denies pain. Resident did not 
have brakes on w/c (wheelchair). Resident 
Description - Stated wheelchair tip over .... Other 
info (information) Gets up and down from w/c, 
was bending over and standing up, the w/c did 
not have brakes on and w/c moved backwards 
and resident went to sit down and missed w/c. 
Notes: Did not have brakes on w/c, and moved 
backwards while bend over and fell to floor. 
Mobility alarm changed due to alarm only working 
internitten (sic)." 

i The "Fall Risk Assessment" dated, 5/18/17, 

I 

documented in part, "Score - 22. Category - High 
, Risk." 

A nurse's note dated, 5/18/17 at 6:05 p.m. 
documented, "Resident observed leaning forward 

i in wheelchair rearranging items in bottom dresser 
! drawer, this writer began to ask resident to sit 

back, resident continued to lean forward when 
wheelchair slid from under resident. Educated to 

, not lean forward, use call light for any 
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assistance." 

The "Fall Incident Report" dated, 5/18/17 
documented in part, "Resident observed in 
wheelchair leaning forward rearranging items in 
bottom dresser drawer, this writer began to ask 
resident to sit back when resident continued to 

• lean forward and wheelchair slid from under 
. resident.. .. Other info - Resident often displays 
impulsive behaviors and suffered from 
parkinsonian dystonia/tremors. Resident was 
attempting to arrange items in her bottom dresser 
drawer when she slid out of her wheelchair. 
Resident has poor balance and is unable to judge 
her movements." 

The "Fall Incident Report" dated, 6/8/17 
documented in part, "Housekeeping stated that 
she was walking by pt's room and pt was lying on 
the floor. Pt found lying on her left side, head 
against the wall. Pt states, "I tapped my head on 

' the wall, I was trying to pick this thing from the 
floor ... Other info - Impulsive/determines (sic) 
behavior, ,did not call for assistance, unsteady 
balance." 

A nurse's note dated, 6/18/17 at 9:12 p.m. 
documented, "Pt fell onto floor witnessed by 

, roommate; roommate stated that pt was 'looking 
at papers and some dropped and she went to 
pick them off the floor and fell out of her 
wheelchair on to the floor.' Pt stated, 'I fell, I was 
picking up my papers.' Pt laying on right side on 
floor, wheelchair next to pt, papers on floor. pt 
c/o (complained of) right hip, back and coccyx 
pain, immobilized pt, MD (medical doctor) 
notified, new order to send pt to er (emergency 
room) for eval (evaluation), called 911, pt sent out 
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to er via 911, rp (responsible party) notified, er 
notified .. " 

The "Fall Incident Report" dated, 6/18/17, 
documented in part, "Pt fell onto floor witnessed 
by roommate; roommate stated that pt was 
'looking at papers and some dropped and she 
went to pick them off the floor and fell out of her 
wheelchair onto the floor. Resident description - I 
fell, I was picking up my papers." Immediate 
action taken - pt laying on right side on floor, 
wheelchair next to pt papers on floor ... Notes -
x-ray revealed broken 7th and 8th right lateral rib 

· fractures. 

The x-ray results dated, 6/20/17, documented in 
part, "There is a fracture of the ninth and 10th 
lateral fibs, with slight displacement, possibly 
involving the eighth lateral rib as well. 
Impression: Right-sided lateral rib fractures as 
mentions." 

The physician orders dated, 6/20/17 documented 
the order for the rib x-rays and Tramadol 
(non-narcotic used to treat moderate to severe 

• pain (1 )) 50 mg (milligrams); give 1 tablet by 
mouth every 6 hours as needed for pain." 

The June 2017 MAR (medication administration 
record) documented Resident #12 received 
Tramadol three times on 6/20/17 for a pain score 
of 10 (scale of one to ten, ten being the worse 

. pain ever in). Resident #12 was documented as 
receiving the Tramadol on 6/21/17 once for a pain 
level of seven. The resident was documented as 
receiving the Tramadol on 6/22/17 for a pain level 
of five and one of eight. 

The comprehensive care plan dated 5/5/16 and 
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revised on 6/28/17, documented in part, "Focus: 
(Resident #12) is at risk for injury r/t (related to) 

: falls characterized by multiple risk factors related 
to: unstable health condition, non-compliance 
with mobility aide use, visual deficit, new 
surroundings and psychotropic medication. 
( Resident #12) had an actual fall on 8/14/16. 
(Resident #12) had a fall on 9/14/16. (Resident 
#12) sustained a fall on 10/1 /16, resulting in a 
skin tear to left elbow." The following were added 
to the care plan after this surveyor asked for 
information on the falls. "(Resident #12) had an 
actual fall on 5/18/17. (Resident #12) had an 
actual fall on 6/8/17. (Resident #12) had an actual 
fall on 6/18/17." 

The "Interventions" documented in part, "5/5/16 -
Encourage resident to ask for assistance when 
walking with walker and not to walk 
independently. 10/2/16 - Ensure that nursing staff 
continues to monitor and remind (Resident #12) 
to ask for assistance when wishing to transfer. 
5/5/16 - Maintain locked brakes on wheelchair 
when resident is sitting in it. 7/12/16 - Place 
objects that resident frequently uses within 
resident's reach. 5/5/16 - Reinforce need to call 
for assistance. 8/22/16 - Staff to continuously 
remind (Resident #12) not to lean over in her 
chair r/t poor safety awareness." The last update 
to her care plan was dated, 10/2/16. There were 
no updates after Resident #12's falls on 12/25/16, 
5/4/17, 5/18/17, 6/8/17 and 6/18/17. 

The comprehensive care plan dated, 7/14/16, 
documented in part, "Focus: (Resident #12) is at 
risk for Alteration in comfort r/t pain from 
osteoporosis and generalized pain." The care 
plan goal was last updated 5/12/17. The 

, "Interventions" were all dated 7/14/16. Further 
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! 

review of the care plan did not reveal any 
evidence of the rib fractures and the resident's 
pain management for them. 

On 6/29/17 at 9: 16 a.m. an interview was 
conducted with RN (registered nurse) #3. When 
asked who is responsible for updating the care 
plans, RN #3 stated, "The unit managers." 

An interview was conducted with RN #1, the MOS 
coordinator, on 6/29/17 at 1O:10 a.m. When 
asked who is responsible for updating the care 

, plan with new interventions after a resident has a 
fall, RN #1 stated, "The clinical coordinator (unit 
manager) updates the care plan with the fall and 
new interventions." RN #1 was asked to review 
Resident #12's fall care plan. When asked if she 
saw any documentation regarding Resident #12's 
falls on 12/25/16, 5/4/17, 5/18/17, 6/8/17 and 
6/18/17, RN #1 stated she did not see those falls 
on the care plan. 

An interview was conducted with LPN (licensed 
practical nurse) #2 on 6/29/17 at 10:50 a.m. 
When asked how the staff identify a resident who 
is at risk for falls, LPN #2 stated, "They have a 
yellow band on and there is a list in the computer 
of what they need." When asked how the CNA's 
know what devices a resident needs, LPN #2 
stated, "There is a falling leaf outside the door." 
LPN #2 and this surveyor identified the leaf at the 
doorway to Resident #12's room. LPN #2 was 
asked to look at the care card in Resident #12's 
closet. LPN #2 stated, "Well that needs to be 
filled in." An orange dot with "M/M" was noted 
next to Resident #12's name outside her door. 
When asked what that indicated, LPN #2 stated, 
"I don't know but I will find out." 
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A second interview was conducted with LPN #2 
who cared for Resident #12 for one of her falls, 
on 6/29/17 at 11 :09 a.m. When asked what 
happened on 5/4/17, LPN #2 stated, "She gets up 
and down in her chair. She fidgets. She takes off 
her alarms and plays with them. "LPN #2 stated, 

' "I found out what the M/M on the orange dot was, 
it's her mobility monitor she has." LPN #2 was 
asked if she put any new interventions in place at 
the time of the 5/4/17, fall to prevent further falls. 
LPN #2 stated no, she hadn't. 

An interview was conducted with RN #4, the care 
manager for Resident #12, on 6/29/17 at 11 :55 
a.m. When asked who updates the care plans, 
RN #4 stated, "I'm supposed to do that. It's been 
a struggle to do so." The care plan for Resident 
#12 was reviewed with RN #4. RN #4 was asked 
if Resident #12's care plan had been updated 
with new interventions to prevent further falls after 
each fall on 12/25/16, 5/4/17, 5/18/17, 6/8/17 and 
6/18/17. RN #4 stated, "No, I don't see it there." 
When asked if the care plan should have been 
updated, RN #4 stated, "Yes, Ma'am." When 
asked should interventions be put in place to 
prevent further falls, RN #4 stated, "Yes, it should 
be updated. She is my special person. She has 
a mobility alarm. I go in to her room a lot and 
she's very busy. Her business increases with her 

1 

roommate but her family doesn't want her 
; moved." RN #4 was informed Resident #12 has 

had five falls in six months with the last fall 
resulting in a fracture and increased pain, and 

1 was asked if something should have been put in 
: place to prevent further falls. RN #4 stated, "Yes, 
we should have done something." When asked if 
the resident's care plan should have been 
updated for the increase in pain she was 
experiencing from the fractured ribs, RN #4 ! 
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stated, "Yes, Ma'am." 

The facility policy, "Assessment and Care of 
Patient/Resident Through Care Plan" 
documented in part, "7. The care plan includes 
treatment objectives that have measurable 
outcomes with time tables and specific 
approaches to me the defined needs. 8. The 
care plan is evaluated and changed in reference 

. to the resident's response to treatment and 
whenever there is a change in the resident. All 
disciplines participate in maintaining the care plan 
so that it reflects the current status of the 
resident. A kardex is utilized by the CNA and 
other caregivers for basic caregiving needs. 9. 
The care plan is reviewed and revised no less 
than with the completion of each quarterly MDS 
assessment. The kardex will be updated at this 
time as well. 

' An interview was conducted with the director of 
nursing (DON) on 6/29/17 at 1:15 p.m. When 
asked if a care plan should be updated for pain 
related to recent diagnosis of rib fractures, the 
DON stated, "YeS", it should reflect that." 

The Administrator and DON were made aware of 
the above concern on 6/29/17 at 1: 15 p. m. 

( 1) This information was obtained from the 
following website: 
https://www.ncbi.nlm.nih.gov/pubmedhealth/PMH 
T0012486/?report=details 

3. The facility staff failed to review and revise the 
comprehensive care plan after a physician's order 
dated 6/23/17 documented that Resident #5 must 
have dentures on for ground food. 
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Resident #5 was admitted to the facility on 
5/21 /17 and readmitted on 5/26/17 with the 
diagnoses of but not limited to gastrostomy tube, 
stroke, dysphagia, atrial fibrillation, dementia, 
heart failure, high blood pressure and a 
pacemaker. 

The most recent MDS (Minimum Data Set) was 
an admission/5-day assessment with an ARD 

, (Assessment Reference Date) of 6/2/17. The 
1 resident was coded as moderately impaired in 
ability to make daily life decisions, scoring a 9 out 
of a possible 15 on the BIMS (Brief Interview for 

, Mental Status) exam. Resident #5 was coded as 
requiring extensive to total assistance for 
transfers; total assistance for eating and bathing; 
extensive assistance for dressing and hygiene; as 
incontinent of bowel and as having a urinary 
catheter for bladder, 

A physician's order dated 6/23/17 documented 
the resident must have dentures on for ground 
food. 

A review of the care plan failed to reveal that this 
order was included as a care need for Resident 
#5. 

On 6/29/17 at 10:26 a.m., RN #2 (Registered 
Nurse), the Care Manager, reviewed the care 
plan and did not see the above identified area 
included in the care plan. She stated that any 
ordered care needs should be care planned. 

A review of the facility policy, "Assessment and 
Care of Patient/Resident Through Care Plan" 

; documented, "8. The care plan is evaluated and 
: changed in reference to the resident's response 
1 to treatment and whenever there is a change in 
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the resident. All disciplines participate in 
maintaining the care plan so that it reflects the 
current status of the resident.... 11. The night 
licensed nursing staff or designee will review new 
orders daily to ensure appropriate care plan 
revisions." 

On 6/29/17 at 4:50 p.m., the Administrator (ASM 
#1 - Administrative Staff Member) and the DON 
(Director-Of Nursing, ASM #2) were made aware 
of the findings. No further information was 
provided by the end of the survey. 

4. The facility staff failed to review and revise 
Resident #11's comprehensive care plan after 
she had fallen on 1/9/17, 2/15/17, 3/24/17 and on 
3/26/17 resulting in a rib fracture. 

Resident #11 was admitted to the facility on 
6/5/13 with a readmission on 11 /9/16 with 
diagnoses that included, but were not limited to; 
high blood pressure, high lipid level in the blood, 
depression, anxiety, atrial fibrillation (an irregular 
heart beat), stroke and macular degeneration (a 
condition of the eye that causes blindness). 

Resident #11's most recent comprehensive MDS 
(minimum data set) is an admission assessment 
with an ARD (assessment reference) date of 
11/16/16. Resident #11 was coded as scoring a 
five out of a possible 15 on the SIMS (brief 
interview for mental status) in Section C, 
Cognitive Patterns, indicating that Resident #11 
was severely cognitively impaired in daily decision 
making. 

A review of Resident #11 's clinical record 
revealed that she had four falls dated 1/9/17, 
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2/15/17, 3/24/17 and 3/26/17. 

The review of Resident #11's clinical record 
revealed, in part, the following incident report: 

- "3/26/2017 08:30 (8:30 a.m.) Incident 
Description: Nursing Description: pt (patient) 
was attempting to reposition self on side of bed to 

: put on shoe on (sic) and slid onto floor on 
: buttocks with bed items (mattress topper and 
' blankets) pt sitting upright on buttocks on top of 
· mattress topper and blankets. "I was trying to put 

on my shoe." Immediate Action Taken: 

I 

Description: assessment done and range of 
motion, pt reeducated to ask staff for assistance 
for transfers and adl's (activities of daily living), rp 
(responsible party) and md (medical doctor) 
notified, (name of doctor) in building and notified. 
(Name of doctor) preformed (sic) physician exam 
on pt. Injuries Report Post Incident: No injuries 
Observed Post Incident. Notes: new order for left 
rib x-ray." 

I A review of Resident #11 's clinical record 
revealed the following X-Ray report: "Date 
3/27/17. Examination: XR (X-Ray) Ribs 2V 
(views) LT (left). Indication: Pain. Impression: 
There is a minimally displaced fracture of the 

. anterior (front) aspect of the left 10th rib." 

i Review of the incident reports for each fall 
I documented above did not provide any evidence 
1 that new interventions were initiated following 
each fall to prevent Resident # 11 from sustaining 
further falls. 

A review of Resident #11 's comprehensive care 
, plan dated 11/9/16 revealed, in part, the following 
I documentation; "Focus: (Name of Resident) is 
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high risk for falls r/t (related to) weakness, vision 
problems, hx (history) of falls with injury. 5/24/17 

' Family identified risk of mattress topper slipping 
off bed if both mattresses are not covered with 
the bottom fitted sheet. Date initiated: 
11/22/2016. Revision on 5/24/2017. 
Interventions/ Tasks: Anticipate and meet (name 
of Resident #11 's) needs. Date Initiated: 
11/22/2016. Educate (name of Resident 
#11 )/family/caregivers about safety reminders 
and what to do if a fall occurs. Date Initiated: 
11/22/2016. Revision on: 11/22/2016. 
Encourage (name of Resident #11) to participate 

. in activities that promote exercise, physical 
' activity for strengthening and improved mobility. 

Date Initiated: 11/22/2016. Revision: 
11/22/2016. Ensure that (name of Resident #11) 
is wearing appropriate footwear when ambulating 
or mobilizing in w/c (wheelchair). Date Initiated: 
11/22/2016. Revision on: 11/22/2016. Follow 
facility fall protocol. Date Initiated: 11/22/2016. 
Revision: 11/22/2016. (Name of Resident #11's) 
call light is within reach when in room and 
encourage her to use it for assistance as needed. 
Date Initiated: 11/22/2016. Revision on: 
11/22/2016. Pt (physical therapy) evaluate and 
treat as ordered or PRN (as needed). Date 
Initiated: 11/22/2016." 

There was no evidence or documentation that the 
comprehensive care plan was reviewed / revised 
or that interventions were initiated following each 
of the falls. 

On 6/29/17 at approximately 9:00 a.m. an 
interview was conducted with RN (registered 
nurse) #1, an MOS coordinator, and RN #6, an 
MOS coordinator. RN #1 and RN #6 were asked 
who was responsible for the review and revision 
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of comprehensive care plans following a fall. RN 

I 

#1 stated that the process is to put in a new 
intervention for every fall that occurs, and that the 

i care plan would be revised accordingly. RN #1 
was asked when the staff knew which care plans 

' needed to be reviewed and/ or revised. RN #1 
stated that every morning during stand up 
meetings falls were discussed and the 
administrator would ask if the care plan had been 
updated, the unit manager would be responsible 
for the updates. RN #1 was asked if there was a 
process in place to ensure that care plans were 
being updated. RN #1 stated, "It is the 
expectation that it is done." 

On 6/29/17 at 10:12 a.m. an interview was 
conducted with RN #6, an MOS coordinator. RN 
#6 reviewed the care plan with this surveyor to 
determine if each fall had been reviewed and 
whether the care plan had been updated 
accordingly. RN #6 reviewed the care plan and 
looked for references to the falls that occurred on 
1/9/17, 2/15/17, 3/24/17 and 3/26/17. RN #6 

, stated, "There is nothing there." When asked if 
i the care plan should have been reviewed 

1 
following each fall, RN #6 stated that it should 
have been done. 

On 6/29/17 at 10:30 a.m. an interview was 
conducted with LPN #2, a floor nurse working 
with Resident #11. LPN #2 was asked what was 
put into place following each fall that Resident 
#11 had. LPN #2 stated, "I don't know what they 
(the unit manager) considered, I don't do anything 
about it. If there are no alarms, we would put an 
alarm on." LPN #2 was asked if that was done 
for Resident #11, LPN #2 stated, "No I don't think 
so. I have not been made aware of any 

! interventions that may have been put into place." 
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On 6/29/17 at approximately 2:00 p.m. a meeting 
was conducted with ASM (administrative staff 
member) #1, the administrator and ASM #2, the 
director of nursing. ASM #1 and ASM #2 were 
made aware of the above concerns. A policy on 
care plan review and revision was requested. 

A facility policy titled "Assessment and Care of 
Patient/Resident Through Care Plan" revealed, in 
part, the following documentation; "Purpose: All 
patients/resident ( sic) hereafter referred to as 
resident admitted to (name of facility) are required 
to have an assessment of care needs made by 
each discipline. The goal of the assessment of 
residents function is to determine what kind of 
care is required to meet a patient/resident's initial 
needs, as well as the needs as they change in 

· response to care. Procedure: 8. The care plan 
is evaluated and changed in reference to the 
resident's response to treatment and whenever 
there is a change in the resident. 9. The care 
plan is reviewed and revised no less than with the 
completion of each quarterly MOS assessment. 
11. The night licensed nursing staff or designee 
will review new orders daily to ensure appropriate 
care plan revisions. 

No further information was provided prior to the 
end of the survey process. 

F 281 SERVICES PROVIDED MEET PROFESSIONAL 
SS=D STANDARDS 

CFR(s): 483.21 (b)(3)(i) 

(b)(3) Comprehensive Care Plans 

• The services provided or arranged by the facility, 
i as outlined by the comprehensive care plan, 
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must-

(i) Meet professional standards of quality. 
This REQUIREMENT is not met as evidenced 
by: 
Based on staff interview, facility document review 

and clinical record review, it was determined that 
the facility failed to follow professional standards 
of practice for three of 29 residents in the survey 
sample, Residents #19, #3 and #2. 

1. The facility staff failed to clarify an order for 
Valium (1) and failed to follow the Rights of 
Medication Administration for Resident #19. 

2. Resident #3's physician ordered medications to 
be administered prior to dialysis on Tuesday, 
Thursday, and Saturday. The facility staff failed 
to clarify the physicians order when the Resident 
#3's dialysis days were changed to 
Monday/Wednesday/Friday. 

3. For Resident #2, facility staff failed to 
transcribe a physician's order to increase the 
frequency of a blood pressure medication onto 
the physician order sheet on 5/15/17. 

The findings include: 

1. The facility staff failed to clarify an order for 
Valium (medication used to relieve anxiety, 
muscle spasms, and seizures and to control 
agitation caused by alcohol withdrawal (1)) and 
failed to follow the Rights of Medication 
Administration for Resident #19. 

Resident #19 was admitted to the facility on 
, 12/23/16 with diagnoses including pneumonia, 
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1. Resident #19 has been discharged 
from the facility. RN #10 is no longer 
employed at facility. Physician was 
notified of Resident #3 medication order 
for Seroquel for clarification and use on 
6/29/17 by RN#2. Resident #2 medication 
order for Coreg was discontinued during 
her hospital stay on 5/23/2017. 

2. All residents have the potential to be 
affected by this deficient practice. 

3. All licensed nurses and care managers 
will be re-educated on professional 
standards of practice, including 
transcribing and clarifying physician 
orders and pharmacy recommendations. 
Care managers or designee will review 
pharmacy recommendations for 
necessary follow up to implement new 
orders by MD. Night shift nurses will 
complete a 24 hour chart check to ensure 
new orders are verified and entered into 
the medical record as ordered. Issues 
identified will be immediately corrected. 
Pharmacy consultant will provide the 
DON, attending physician, and Medical 
Director pharmacy recommendations at 
least monthly. 

4. Care manager or designee will audit 
10% of new orders weekly for 30 days to 
ensure orders have transcribed, input into 
the Electronic Medical Record (EMR) and 
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congestive heart failure, dementia and 
depression. On the most recent MDS (minimum 
data set), a 30-day Medicare assessment with an 
ARD ( assessment reference date) of 1 /20/17, 
Resident #19 was coded as being moderately 
cognitively impaired for making daily decisions, 
scoring eight out of 15 on the SIMS (brief 
interview for mental status). She was coded as 
not having received medications for anxiety 
during the look back period. Resident #19 was 
discharged from the facility on 1/27/17. 

, A review of the final FRI (facility reported incident) 
submitted to the state agency on 12/30/16 
revealed, in part, the following: "This letter is 
provided as written follow up to the investigation 
of an unusual occurrence, medication error. On 
12/26/16, facility reported a medication error 
involving resident [name of Resident #19J. 
[Resident #19] was noted with increased 
drowsiness by nursing supervisor during rounds 
on 12/25/16. Upon resident assessment, family 
interview, and clinical record review, supervisor 
noted resident received Valium 8 mg (milligrams) 
by (RN (registered nurse) #10. Physician ordered 

, Valium 1 mg po (by mouth) for anxiety/agitation. 
I An investigation was conducted regarding the 
I medication error. [RN #1 OJ was placed on 
! suspension, pending investigation on 12/26/16. 
Physician and RP (responsible party) were 
notified of medication error on 12/25/16. New 

i orders received and updated plan of care, 
I including psych (psychology) consult for agitation 
1 and behaviors. Resident's drowsiness subsided 
within 24 hours. Lab (laboratory) results revealed 
no adverse reaction, no other changes in 
condition noted to resident. Upon personnel file 
review, counseling, and interview with [RN #1 OJ 
facility met with RN on 12/29/2016 to discuss final 
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investigation. [RN #1 OJ resigned from her 
position." 

A review of the physician's orders for Resident 
#19 revealed, in part the following: "Valium Tablet 

: 2 mg Give 1 mg by mouth as needed for 1 mg po 
qhs (every evening) prn (as needed) for 
anxiety/agitation." This order was written and 
signed by the physician on 12/23/16. 

A review of the MAR (medication administration 
record) for December 2016 revealed RN #1 O's 

· initials in two boxes for the Valium order stated 
above. One box contained the following 
information: [RN #1 O's initials], 1800 (6:00 p.m.) 
E (effective)." The other box contained the 
following information: [RN #1 O's initials], 2003 
(8:03 p.m.) E (effective)." 

A review of the nurses' notes for Resident #19 
revealed the following: 

- 12/24/16 at 8:39 p.m.: "Pt (patient) list of 
medications taken at home shows that pt take 
100 mg of diazepam (Valium) every evening prior 
to bed. Coming from hospital, Pt was given half a 
2 mg tablet which is 1 % of her previous strength. 
Pt showed hostility to family by trying to hit them, 
throwing water at them and swearing at them 
when they came close. Family said they had 
mentioned discrepancy to Nurse upon 
admissions but stated they were told they would 

, need a psychiatric consultation to get anything 
' changed. Since the orders were as needed pt 
was given 8 addition (sic) mg of diazepam and 
after half an hour calmed down and talked 
normally with her daughter who is a nurse. 
Family will ask for psychiatric meeting and will 
contact Dr. (doctor) for further assistance on 
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dosage. Family reported that Pt had been taking 
100 mg of diazepam prior to bed for the last 8 
years prior to her recent hospitalization." This 
note was signed by RN #10. 

- 12/25/16 at 4:26 p.m.: "Home medication list 
and current medication list reviewed by this nurse 
with the patient and daughter, [name of 
daughter], at bedside. N.O. (new order) to 
discontinue Valium and to monitor patient for 
behaviors. New order received for psych 
(psychiatric) consult. Daughter, [name of 
daughter], is requesting to be notified the day of 
the psych consult so that she can come hear 
what the psychiatrist has to say. Patient is 
currently restringing (sic) in bed; noted to be 
drowsy but in pleasant mood. Denied headache 
at this time, denied SOB (shortness of breath). 
Primary nurse notified of new orders." This note 
was signed by RN #8, a care manager. 

- 12/25/16 at 7:12 p.m.: "Pt [patient] is alert and 
oriented but lethargic at time (sic) and able to 
arouse for conversation when you get her up. Pt 

, receiving skilled care r/t [related to] PNA 
[pneumonia]. Pt is able to verbalize needs know 
(sic) to staff. Pt continue (sic) to be monitored for 
increase (sic) lethargy and depression. Pt's 
husband and family have been here and kept her 
comfortable." This note was signed by LPN 
(licensed practical nurse) #11. 

- 12/25/16 10:27 p.m.: "Pt has been stable, no 
adverse reactions noted." This note was signed 
by LPN (licensed practical nurse) #11. 

-12/26/16 at 11:28 a.m.: "Late Entry Note: 
. Writer is clarifying an entry made on December 
24, 2016 at 2039 (8:39 p.m.). Writer stated that 
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pt takes 100 mg of diazepam every evening at 
home but upon reviewing the home medication 
reconciliation record, writer noted the pt takes 
100 mg of trazadone (sic) (2) at home." This note 
was written by RN #8. 

A review of Resident #19's comprehensive care 
plan dated 12/25/16 revealed, in part, the 
following: "[Resident #19] uses psychotropic 
medications r/t Behavior management, disease 
process, anxiety, major depression 
disorder ... Administer medications as ordered. 
Monitor/document for side effects and 
effectiveness." 

A review of the facility document "Controlled 
Medication Utilization Record" revealed, in part, 
the following: "Diazepam 2 mg Tablet 0.5 tab 
(tablet) (1 mg) by mouth daily at bedtime as 
needed for anxiety or agitation ... 12/24, 2100 (9:00 
p.m.), Dose given - 8." This line of the document 
contained the initials of RN #10. 

A review of laboratory test results for Resident 
#19 dated 12/27 /16 revealed no evidence that 
any of the resident's results were critically high or 
low, as compared to the normal range. 

A review of the facility's investigative file regarding 
this incident revealed a statement signed by RN 
#10 dated 12/25/16. Review of this statement 

1 

revealed, in part, the following: "On December 24 
: I had rooms [number of rooms] on [name of unit]. 
At about 1700 (5:00 p.m.), I gave [Resident #19] 
who had been admitted the previous evening in 
[room number] 1 mg tablet of Diazepam. It was 
half of a 2 mg pill. The instructions were to give 1 
mg at bedtime as needed for anxiety. Later that 

1 

evening I was approached by a family group 
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consisting of one of her daughters, a son-in-law, 
a grandson, her husband another male family 
member. They stated the pt had tried to hit them, 
swore at them, and threw cups of water at them. 
They said that she must be under medicated and 
that she had never acted like that at home. I told 
them I had given her 1 mg of Diazepam earlier 
and they stated she took larger doses of the 
medication at home. I asked them if that was the 
medication and they said yes. I asked if they had 
a list of medications they had given the hospital. 
No one had that so the one daughter began to 
call 2 other daughters who were nurses and ask 
them about the medication and the dosages. 
One did not answer the phone and the other did 

1 not have precise information. I volunteered that 
the doctor was being cautious. I also knew 
[name of another resident] had a prn for 5 mg of 
Diazepam every 8 hours for anxiety. The 
daughter here asked if the hospital had send (sic) 
over a list of medications she was taking when 
she entered the hospital. I said I would look in 
the [room number) folder. Looking through I saw 

' the list of Home Medications. At the bottom of 
the page I saw Trazadone (sic) 100 mg tablet was 
on the list. The daughter was looking at the list 
too. Somehow in my mind I was thinking 
Diazepam. I asked how much the mother 
weighed. They said 180 lbs (pounds). Thinking 
that she had taken 100 mg Diazepam at bedtime 

' in the past, I gave 8 additional mg and 
documented it in the Health Notes. I read the 
directions about giving one tablet at bedtime as 
needed but also interpreted as needed to mean 

i more could be given if the 1 mg was not 
i sufficient. Later another daughter (one of the 
, nurses) arrived and said the mom seemed calm 

and did not need any more medication and that 
her mother was speaking normally. Later when I 
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gave the 2100 (9:00 p.m.) medications the 
mother was pleasant and asked about separating 
the pills and applesauce when she received her 
morning meds. I said I would put a note on the 
med (medication) cart. Today when I came to 
work I talked to [name of RN #8] about getting an 
air mattress to help [name of another resident]'s 
pressure sore and also mentioned giving the 8 
extra Diazepam to [Resident #19]. Now of course 
I understand the mistakes I made about 
interpreting the medication administration 
directions and that I also transposed the two 
different medications. I will double check the 
directions when I administer narcotics in the 
future follow them (sic). If I am not clear I will ask 
another experienced nurse. Also I think I have 
learned a lesson about believing everything a 

. family member says about a situation without 
' verifying it with the physician." 

Further review of the investigative file revealed 
the document "Just Culture Investigation 
Documentation Form." The form was dated 
12/29/16, and stated, in part: "[RN #10] 
administered an incorrect dose of Diazepam 

; without a provider order to a patient, which 
resulted in a major medication error. The patient 
experienced a change in mental status and the 
dose of the Diazepam (8 mg) and the justification 
for administration is considered a chemical 
restraint to the patient. Nursing staff must follow 
provider orders and only administer medications 
for which they have an order for and within safe 
administration guidelines. [RN#10] should have 
clarified the order with the patient's attending 
provider before administering the dose of the 
medication. [RN #1 O] explained that she 
confused the dose of Diazepam with the patient's 
reported home dose of Trazadone (sic) and 
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administered the medication based upon her own 
nursing judgment/interpretation of the written 
order. The patient's family and attending MD 
were notified. Patient was monitored for changes 
in health condition and lab (laboratory) work was 

i obtained. Medication order was discontinued and 
changed to a safe dose range for the patient. 
[RN #1 O] was placed on administrative leave 
pending investigation." 

On 6/28/17 at 11 :30 a.m., RN #3 was interviewed. 
She worked in Resident #19's vicinity during 
12/24/16 through 12/26/16. She stated she 
remembered Resident #19, but was never 
assigned to care for her, and did not remember 
any specifics about Resident #19. 

On 6/28/17 at 11 :32 a.m., CNA (certified nursing 
assistant) #3 was interviewed. She stated 
Resident #19 was "not with it." She stated she 
would lash out, especially with her family. She 
stated the resident's family "would come in and 
aggravate her." She stated she did not 
remember specifically anything about Resident 
#19 from 12/24/16 through 12/25/16. 

Attempts to interview LPN #11 during the survey 
were unsuccessful. 

On 6/28/17 at 11 :40 a.m., RN #8 was interviewed. 
! She stated: "[Resident #19] was a new admit. 

Her family was pushy and invasive." She stated 
she was not present in the building when RN #10 
gave the incorrect dose of Valium to Resident 
#19. She stated RN #10 identified the medication 

: error inadvertently during a conversation. RN #8 
stated: "It happened on Saturday evening, and 
we identified ii on Sunday. The nurse came and 
told me she'd had trouble on 12/24/16. She told 
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me how she'd handled it. It was clear she had no 
idea what she had done." When asked about 
Resident #19's behaviors, RN #8 stated the 
resident experienced anxiety, frequent crying, and 
depression. She needed something prn, and the 
Valium was appropriately prescribed. This was a 
new nurse (referring to RN #10). She had 

. struggled during orientation." She stated RN #10 

. thought the terms 'at hs (bedtime)' and 'as 
needed' were two separate instructions, and that 

. she could give both. She stated: "[RN #1 O] also 

1 
confused the Diazepam and the Trazodone. She 
did not call anyone for clarification." RN #8 stated 
when she began to understand what had 
happened, she looked at the resident's MAR, the 
narcotic count sheet, and the resident's supply of , 
Valium in the medication card. RN #8 stated: "I 
verified what she had done, and I went to assess 
the resident." She stated Resident #19 was 
drowsy, but arousable and alert when awakened. 
She stated she called the physician, who told her 
to continue to monitor the resident closely for the 
next 12 hours or so. RN #8 stated: "Valium has 
a relatively short half-life, and we were on the end 
of that time frame." She stated the facility also 
arranged for a psychology consult for Resident 
#19 "very quickly." 

On 6/28/17 at 1 :15 p.m., ASM (administrative 
staff member) #2, the director of nursing, was 
interviewed. She stated that RN #10 had 
required an extended orientation, but she felt RN 

, #10 was ready to work the floor. She stated that 
, as soon as the facility staff became aware of the 
, medication error, RN #10 was suspended. 

Ultimately, RN #10 was called back to the facility 
to meet with her (ASM #2) and representatives 
from human resources. She stated during this 

, meeting, RN #10 resigned. At this time, ASM #2 
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informed the surveyor that the facility had put an 
action plan in place to correct this deficiency. 
The surveyor requested a copy of the action plan, 
and of credible evidence that the facility had 
completed all points of the plan. 

On 12/28/17 at 5:50 p.m., ASM (administrative 
staff member) #1, the administrator, ASM #2, RN 

i #2, a care manager, and RN #8 were informed of 
' these concerns. 

A review of the facility professional standard 
printout "Safe medication administration 
practices, long-term care" revealed, in part the 
following: To promote a culture of safety and 
prevent medication errors, nurses must adhere to 
the 'rights of medication administration:' identify 
the right resident...select the right medication, 
give the right dose, give the medication at the 
right time, give the medication by the right route, 
and provide the right documentation." 
This information was printed from the website 
http ://procedures. lww. com/lnp/view. do?pld= 1970 
995&hits (a Lippincott website). 

A review of the facility policy "Medication 
Procedure" revealed, in part, the following: 
"Medications will be given according to doctor's 
prescribed time and dosage ... Medication dosage 
- check MAR for dosage, correct time and 
amount to be administered. Check dosage with 

• medication dispensed by pharmacy for accuracy." 

On 12/28/17 at 3:30 p.m., ASM #2 presented the 
surveyor with the document "QA (quality 
assurance) Action Plan." This document stated, 

: in part, the following: "Medication error - psych 
med for resident w/ (with) behaviors. Corrective 
Action: 1. MD/RP notification for resident 
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identified. New drugs received. Care plan 
updated. 2. Responsible nurse was educated 
and counseled. How other residents at risk for 
related non-compliance will be identified and what 
corrective actions will be taken: Review all 
residents receiving psych meds for change in 
condition, behaviors ... Follow up as indicated. 
System Changes to maintain compliance: 1. 
Licensed nurses will be educated on medication 
administrations - avoiding errors. 2. Care 
manager or designee will review all residents with 
new psych meds [medications) and/or residents 
with behaviors assess and intervene as indicated. 
Monitoring for effectiveness of New Systems and 
Compliance: DON (director of nursing) or 
designee will audit 10% of residents receiving 
psych meds and conduct QA audit regarding 
medication admin (administration), physician 
order and clinical record. Review monthly X 3 
months (for 3 months). Findings will be reported 
to QAPI (quality assurance performance 
improvement) committee monthly for review and 
adjust plan accordingly." At this time, ASM #2 
also provided the surveyor with a file folder, which 
she stated contained the credible evidence that 
this plan had been implemented. A review of the 
credible evidence by the surveyor failed to reveal 
evidence of a complete audit by the facility staff of 

' all residents receiving psychoactive medications 
at the time of the medication error. It also failed 
to reveal evidence of the monthly audits outlined 
in the plan. It also failed to reveal evidence that 
all licensed nurses had been educated regarding 

· medication administration and order clarification 
as outlined in the plan. When asked about this, 
ASM #2 stated: "You are right. I cannot provide 
that evidence." 

No further information was provided prior to exit. I 
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! ( 1) "Diazepam (generic for Valium) is used to 
relieve anxiety, muscle spasms, and seizures and 

· to control agitation caused by alcohol withdrawal." 
This information is taken from the website 
https://medlineplus.gov/druginfo/meds/a682047.h 
tml. 

; (2) "Trazodone is used to treat depression. 
Trazodone is in a class of medications called 
serotonin modulators. It works by increasing the 
amount of serotonin, a natural substance in the 
brain that helps maintain mental balance." This 
information is taken from the website 
https://medlinepl us. gov /d ruginfo/meds/a681 038. h 
tml. 

2. Resident #3's physician ordered medications to 
be administered prior to dialysis on Tuesday, 
Thursday, and Saturday. The facility staff failed 
to clarify the physicians order when the Resident 
#3's dialysis days were changed to 
Monday/Wednesday/Friday. 

Resident #3 was admitted to the facility on 
6/22/09 with a recent readmission on 12/20/16, 
with diagnoses that included but were not limited 
to: end stage renal disease requiring 
hemodialysis (a procedure used in toxic 
conditions and renal failure, in which wastes and 
impurities are removed from the blood by a 
special machine (1 }), high blood pressure, 
dementia, stroke, depression, anxiety, and 
diabetes. 

The most recent MDS (minimum data set) 
assessment, a quarterly assessment, with an 
ARD (assessment reference date) of 6/4/17, 

FORM CMS-2567(02-99) Previous Versions Obsolete EventlD:NB1L11 

' 

I 

(X2) MULTIPLE CONSTRUCTION 

A. BUILDING 

B. WING 

STREET ADDRESS, CITY, STATE, ZIP CODE 

360 HOSPITAL DRIVE 

WARRENTON, VA 20186 

ID PROVIDER'S PLAN OF CORRECTION 

PRINTED: 03/22/2018 
FORM APPROVED 

0MB NO 0938-0391 

(X3) DATE SURVEY 
COMPLETED 

06/29/2017 

(X5) 

PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION 

TAG CROSS-REFERENCED TO THE APPROPRIATE DATE 

DEFICIENCY) 

F 281 

' 

Facility ID: VA0261 If continuation sheet Page 83 of 181 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 

CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER: 

495233 

NAME OF PROVIDER OR SUPPLIER 

FAUQUIER HEALTH REHABILITATION & NURSING CENTER 

(X4) ID 
PREFIX 

TAG 

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

F 281 . Continued From page 83 

, coded the resident as having both short and long 
i term memory difficulties and as being moderately 

impaired to make daily cognitive decisions .. 
Resident #3 was coded as requiring extensive 
assistance of one or more staff members for 
dressing; as depe_ndent of one or more staff 
members for transfers, moving in the bed, 
moving on the unit, toileting needs and bathing. 
The resident was coded as being independent in 
eating after set up assistance was provided. 

The physician order dated, 3/10/17, documented, 
"Seroquel (an antipsychotic medication used to 
treat schizophrenia and bipolar disorder (2)) 25 
MG (milligrams); Give 12.5 mg by mouth one 
time a day every Tue (Tuesday), Thu (Thursday), 
Sat (Saturday) for anxiety, administer prior to 
dialysis on Tuesday, Thursday, and Saturday." 

A physician order dated, 6/9/17, documented, 
"Dialysis M/W/F (Monday/Wednesday/Friday) 
pick up via (name of transport company) at 0645 
(6:45 a.m.); one time every Mon, Wed, Fri related 
to End Stage Renal Disease." 

The June 2017 MAR (medication administration 
record) documented, Seroquel 25 MG; Give 12.5 
mg by mouth one time a day every Tue, Thu, Sat 
for anxiety, administer prior to dialysis on 

i Tuesday, Thursday, and Saturday." The MAR 
i documented that the resident received the 
• medication on the following days when she did 
not go to dialysis: 
6/1 0/17 - Saturday 

. 6/13/17 - Tuesday 
! 6/15/17 - Thursday 
: 6/17/17 - Saturday 
: 6/20/17 - Tuesday 
6/22/17 - Thursday 
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6/24/17 - Saturday 
6/27/17 - Tuesday 

Review of the clinical record documented the 
resident went to dialysis on 6/12/17, 6/14/17, 
6/16/17, 6/19/17, 6/21/17, 6/23/17, 6/26/17 and 
6/28/17. 

The comprehensive care plan dated, 1/24/14 and 
revised on 6/28/17, documented in part, "Focus: 
(Resident #3) receives antipsychotic medications 
for treatment of bipolar depression and 
antianxiety medication for management 
/treatment of anxiety." The "Interventions" 
documented in part, "Administer antidepressant 
and bipolar medications per MD order or new 
order see MARs, monitor for effectiveness as well 
as for side effects." 

The Psychiatry Nurse Practitioner Note dated, 
• 6/29/17 documented in part, "Diagnosis: Vascular 
' dementia with behavioral disturbance, anxiety 

disorder secondary to medical condition, and 
major depression, mild without psychotic 
features .... last visit pt (patient) Seroquel 
increased due to continued bhvl (behavioral) 
issues, pt has improved for symptoms however 
staff reports lethargy on the off days of HD 
(hemodialysis)." 

An interview was conducted with LPN (licensed 
practical nurse) #1, a nurse that works with 
Resident #3 frequently, on 6/29/17 at 7: 15 a.m. 
When asked what Seroquel is used for, LPN #1 
stated, "It's for agitation and mood disorder 
changes." When asked what day Resident #3 
goes to dialysis, LPN #1 stated, "Monday, 

Wednesday, and Friday. She used to be 
Tuesday, Thursday and Saturday." When asked 
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what medications Resident #3 was to receive 
prior to dialysis, LPN #1 stated, "The night shift 

. gives her Ativan before she gets picked up." 
When asked if dialysis reported any concerns 

; recently with her behavior on dialysis days, LPN 
: #1 stated, "Most of the time the Ativan works." 
When asked what class of medication Seroquel 
is, LPN #1 stated, "I can't tell you, I'd have to look 
it up." The above physician order for Seroquel 
was reviewed with LPN #1. LPN #1 stated, "That 

, needs to be changed." When informed that she 
had given the medication on her non-dialysis 
days, LPN #1 stated, "I didn't follow the five rights 

, of medication administration." 

On 6/29/17 at 7:18 a.m., an interview was 
conducted with RN (registered nurse) #2, the 
care manager for the unit Resident #3 resides on. 
When asked what days Resident #3 goes to 
dialysis, RN #2 stated, "Monday, Wednesday and 
Fridays." When asked what class of drug is 
Seroquel was, RN #2 stated, "It's an 
antipsychotic, for her it's given for her dementia 
symptoms." When asked why Resident #3 was 
receiving Seroquel prior to dialysis, RN #2 stated, 
"The Ativan (an anti-anxiety medication (3)) 

' wasn't helping. (Name of physician) decided to 
add the Seroquel to the mix." When asked if 
Resident #3 was followed by psychiatry, RN #2 
stated, "Yes." The physician orders documented 
above for the Seroquel were reviewed with RN 
#2. RN #2 stated, "When her dialysis days were 
changed, the Seroquel order wasn't changed." 
When asked if that order should have been 
clarified, RN #2 stated, "Yes, 100%." When asked 
if she understood why this surveyor was 

! questioning this order, RN #2 stated, "She's 
! getting an unnecessary medication, it's not being 
given when it was ordered." 
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RN #2 returned to this surveyor on 6/29/17 and 
stated, "The Seroquel was ordered by the dialysis 
doctor. I called the dialysis center and they have 
not had any concerns for her behavior since 
changing to Monday, Wednesday and Friday and 
she's not been getting the Seroquel before then. 
I called (name of physician) and he discontinued 
the Seroquel." 

The policy "Psychoactive Medication 
Management and Behavior Monitoring" did not 
address the above issue. 

In Fundamental of Nursing, 5th edition, Lippincott, 
Williams and Wilkens, page 564 documented, 
"Five Rights of Medication Administration: Right 
client, right medication, right dose, right time and 
right route." 

At the end of the day meeting on 6/28/17 at 5:50 
p.m. the director of nursing, ASM (administrative 
staff member) #1, was asked which standard of 
practice they used at the facility, ASM #1, the 
director of nursing stated they used 
Fundamentals of Nursing by Lippincott. She was 
asked to provide a copy of their standard for 
clarifying physician orders. 

The administrator and director of nursing were 
made aware of the above concern on 6/29/17 at 

1:15p.m. 

The document provided by the director of nursing 

on 6/29/17 at approximately 10: 10 a.m. did not 
address clarifying a physician order. Though it did 
document, "Safe medication administration 

i practices include: following the 'rights' of 
' medication administration (right patient, drug, 
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route, time, dose documentation, action, form and 
response (4))." 

No further information was provided prior to exit. 

(1) Barron's Dictionary of Medical Terms for the 
Non-Medical Reader, 5th edition, Rothenberg and 
Chapman; page 266. 
(2) This information was obtained from the 
following website: 
https://www.ncbi.nlm.nih.gov/pubmedhealth/PMH 
T0011909/?report=details 
(3) This information was obtained from the 
following website: 
https://www.ncbi.nlm.nih.gov/pubmedhealth/PMH 
TOO 10988/?report=details. 
(4) This information was obtained from the 
following website: http://procedures, 
lww.com/lnp/viw.do?pld+3480317 &hits=ordering, 
medication, order. 

, 3. For Resident #2, facility staff failed to 
, transcribe a physician's order to increase the 
· frequency of a blood pressure medication onto 
the physician order sheet on 5/15/17. 

Resident #2 was admitted to the facility on 
9/25/2015 with diagnoses that included but were 
not limited to: syncope/collapse, high blood 
pressure, failure to thrive, heart failure, peripheral 
vascular disease, and dementia without 
behavioral disturbance. Resident #2's most 
recent MOS (minimum data set) assessment was 
a quarterly assessment with an ARD 
(assessment reference date) of 4/4/17. Resident 
#2 was coded as being moderately cognitively 
impaired in the ability to make daily decisions 
scoring 11 out of 15 on the BIMS (Brief Interview 
for Mental Status) exam. Resident #2 was coded 
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as requiring supervision only with transfers, 
ambulation, personal hygiene, and locomotion; 
and independent with meals. 

Review of Resident #2's clinical record revealed a 
Pharmacy Consultation Report dated 4/13/17 that 
documented the following: "(Name of Resident 
#2) has been receiving Coreg (Carvedilol [1]) 
6.26 mg (milligrams) daily. This medication is 
usually given twice a day. Blood pressures have 
been between 189/67 to 120/72 for January 
through today. 

Recommendation: Please re-evaluate and if this 
medication is to continue daily document that the 
benefit is greater than the risk for this resident. " 

A check mark was placed next to the following 
option by the physician: "I have re-evaluated this 

· therapy and wish to implement the following 
changes: Increase Coreg to BID (two times a 
day)." The recommendation was signed by the 
physician on 5/15/17. 

Review of the physician telephone orders for May 
2017 revealed that this order was never 
implemented. 

Review of Resident #2's May 2017 MAR 
(Medication Administration Record) revealed that 
Resident #2 continued to receive Coreg 6.25 mg 
daily until 5/23/17 when Resident #2 was sent to 
the hospital for a UTI (Urinary Tract Infection). 

Review of Resident #2's blood pressures under 
the vital sign tab of the POC documented one 
blood pressure reading between 5/15/17 and 
5/23/17. The following blood pressure was 
documented on 5/16/17: 142/84. 
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On 6/29/17 at 7:52 a.m., an interview was 
conducted with LPN (licensed practical nurse) #1, 
the nurse who works with Resident #2. When 
asked about the process staff follows when 
pharmacy makes a medication recommendation, 
LPN #1 stated that nursing will get the fax from 
pharmacy and then nursing will fax the 
recommendation to the physician. Once the 
physician signs the recommendation, he/she will 
fax the signed recommendation over to the facility 
with any new orders written on the sheet. The 

, nurse on the floor, who receives the fax, will then 
enter any new orders into the computer system. 
LPN #1 stated that she had never seen the above 

• pharmacy recommendation. LPN #1 stated that 
' the order was never implemented. LPN #1 stated 
that Resident #2 went out to the hospital on the 
23rd of May but the order should have been 
implemented before that. LPN #1 stated that the 
hospital had discontinued her Coreg. 

On 6/29/17 at 3: 13 p.m., an interview was 
conducted with LPN #8. When asked about the 
process staff follows when the pharmacy makes 
a medication recommendation, LPN #8 stated 
that when nursing receives a fax from pharmacy 
with the recommendation, nursing will send the 
recommendation to the physician where he or 
she will deny or accept the recommendation. If 
the physician writes a new order on the 
recommendation, nursing is responsible for 
transcribing the order into the computer system. 
LPN #8 stated that she would have clarified the 
order for Coreg because a dose was not 
documented on the physician's order. LPN #8 
stated that the order was never implemented. 

• LPN #8 did not recall ever seeing the above 
: pharmacy recommendation. 
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I 

On 6/29/17 at 4:50 p.m., ASM (administrative 
staff member) #1, the administrator, and ASM #2, 
the DON (Director of Nursing) were made aware 

I 

of the above concerns. ASM #2 stated that the 
, facility uses Lippincott as a professional standard 
· of practice. 

I The facility policy titled, "Telephone Orders," 
1 documents in part the following: "It is the policy of 
. this facility to accept verbal, telephone and fax 

I 

orders from attending physician and other 
, physicians who are credentialed and privileged 
for clinical privileges. Procedure: ... Order 

I

. communicated by fax may be utilized as the 
telephone order and scanned into the EMR 
(electronic medication record), after the order is 

1 entered in the EMR and "Physician Pharmacy 
I Order" form is printed and faxed to pharmacy." 

, [1) Coreg is used to alone or in combination with 
I other medications to treat high blood pressure. 
This information was obtained from The National 

, Institutes of Health. 

I

' http://www.ncbi.nlm.nih.gov/pubmedhealth/PMHT 
0009479/?report=details. 

F 282 SERVICES BY QUALIFIED PERSONS/PER 

SS=D I CARE PLAN 
. CFR(s): 483.21 (b)(3)(ii) 

i (b)(3) Comprehensive Care Plans 
! The services provided or arranged by the facility, 

as outlined by the comprehensive care plan, 
i must-

(ii) Be provided by qualified persons in 
', accordance with each resident's written plan of 

care. 
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This REQUIREMENT is not met as evidenced 
by: 
Based on observation, resident interview, staff 

interview and facility document review and clinical 
record review, it was determined that facility staff 
failed to follow the written plan of care for two of 
29 residents in the survey sample, Resident #8 
and #25. 

1. The facility staff failed to follow Resident #B's 
comprehensive plan of care and ensure he was 
receiving showers three times per week. 

2. The facility staff failed to follow Resident #25's 
comprehensive plan of care and transfer the 
resident into her wheelchair by 11:00 a.m. and 
back into bed at 4:00 p.m. 

The findings include: 

1. The facility staff failed to follow Resident #B's 
comprehensive plan of care and ensure he was 
receiving showers three times per week. 

Resident #8 was admitted to the facility on 6/2/17 
with diagnoses that included but were not limited 
to non-infective gastroenteritis, colitis, cerebral 
palsy, high blood pressure, constipation, and 
chronic lower back pain. Resident #B's most 
recent MOS (minimum data set) was a quarterly 
assessment with an ARD (assessment reference 
date) of 6/7/17. Resident #8 was coded as being 
severely cognitively impaired in the ability to make 
daily decisions scoring 00 out of 15 on the BIMS 
(Brief Interview for Mental Status) exam. 
Resident #8 was coded as requiring total 
dependence on staff with two plus persons with 
transfers; extensive assistance from two plus 
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persons with bed mobility; extensive assistance 
with one person physical assist with dressing and 
personal hygiene, and total dependence on one 
person with toileting. 

Review of Resident #B's current care plan revised 
2/12/17, documented the following intervention 

, under ADL (activities of daily living) care: "(Name 
of Resident #8) will be showered 3x (times) a 
week." This intervention was initiated on 
12/08/2010. 

Review of Resident #B's ADL record for June 
2017 revealed that Resident #8 was showered or 
bathed on 6/16/17. "Not applicable" was i 

documented on the ADL record for 6/4/17, 6/7/17, I 

6/14/17, 6/18/17, and 6/22/17 under the bathing ' 
section. 

On 6/28/17 at 4:24 p.m., an interview was 
conducted with CNA (certified nursing assistant) 
#11, a CNA who works with Resident #8. When 
asked how often a resident should be showered, 
CNA #11 stated, "Two times per week." When 
asked what "N/A's" meant on the ADL sheet for 
bathing, CNA #11 stated that it probably meant 

. that the resident was not supposed to receive a 
I shower that day. When asked how to determine 
I whether the resident received a bed bath or 
· shower under the bathing section, CNA #11 
stated, "It doesn't differentiate that." When asked 
when Resident #8 was supposed to receive 

I • 
I showers, CNA #11 stated that the POC (point 
i click care) task manager should specify shower 
days. This writer followed CNA #11 to the nursing 
station to find out Resident #B's shower days. RN 
#1, the MDS coordinator, assisted CNA #11 with 
that information. RN #1 stated, "It doesn't say. It 
is not in the POC how many times he is supposed 
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to get a shower." 

On 6/28/17 at 4:34 p.m., RN (registered nurse) 
#2, the care manager started to search for 
Resident #B's shower days. RN #2 looked at the 

, POC and stated, "It is Wednesday/Saturdays 
! night shift." When asked if she could look at 

Resident #B's care plan under the ADL section, 
RN #2 looked at the care plan and stated, "Yup. 
He is supposed to get showers three days a week 
according to the care plan." When asked who 
was responsible for updating the care plan and 
POC task manager, RN #2 stated that she was 
responsible. When asked how many times 
Resident #8 was showered in the past month 
(June 2017), RN #2 stated, "It looks like he has 
gotten one shower in the past month." 

The facility policy titled, "Assessment and Care of 
PatienUResident Through the Plan of Care," 
documents in part, the following: "All 
patients/residents hereafter referred to as 
resident admitted to (Name of Facility) are 
required to have an assessment of care needs 
made by each discipline. The goal of the 
assessment of residents function is to determine 
what kind of care is required to meet a 
patienUresident's initial needs, as well as the 
needs as they change in response to care ... " 

2. The facility staff failed to follow Resident #25's 
comprehensive plan of care and transfer the 
resident into her wheelchair by 11 :00 a.m. and 
back into bed at 4:00 p.m. 

Resident #25 was admitted to the facility on 
10/27/16 with diagnoses that included but were 
not limited to rheumatoid arthritis, osteomyelitis, 
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right ankle and foot PVD (peripheral vascular 
disease), and anxiety disorder. Resident #25's 
most recent MOS (minimum data set) was a 
quarterly assessment with an ARD (assessment 
reference date) of 5/6/17. Resident #25 was 
coded as being cognitively intact in the ability to 
make daily decisions scoring 15 out of 15 on the 
SIMS (Brief Interview for Mental Status) exam. 
Resident #25 was coded as requiring total 
dependence on two or more staff with transfers, 
dressing, locomotion on and off the unit, and 
toileting. Resident #25 was coded as requiring 
extensive assistance from staff with bed mobility. 

On 6/27/17 at 3:00 p.m., an observation was 
made of Resident #25. She was groomed and 
dressed and lying in bed. 

On 6/28/17 at 9:11 a.m., an observation was 
: made of Resident #25. She was lying in bed. She 
was not yet groomed or dressed for the day. 

On 6/28/17 at 1 p.m., an observation was made 
i of Resident #25. She was lying in bed groomed 
and dressed. 

On 6/28/17 at 4 p.m., an observation was made 
of Resident #25. She was lying in bed in bed 
groomed and dressed. 

On 6/29/17 at 9:34 a.m., an observation was 
made of Resident #25. She was not in her room. 

Review of Resident #25's AOL care plan dated 
11/4/16 and revised 4/21/17 documented the 
following: "(Name of Resident #25) has an AOL 
self-care performance deficit r/t (related to) 
Osteomyelitis, Rheumatoid arthritis and Pain ... 

· (Name of Resident #25) has impaired trunk 
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I 

j strength as well as endurance r/t (related to) to 
, immobility and pain .... Goal: (Name of Resident 
#25) will improve current level of function in Bed 

, mobility, transfers, dressing, toilet use, and 
personal hygiene through next review date. Date 

• initiated: 11/04/16. Revision on: 04/27/17 Target 
date: 07/26/17 ... (Name of Resident #25) will be 
out of bed daily for significant amount of time 
(goal of 5 hours/day) to improve her trunk 
strength and her endurance. Date initiated: 
04/21/17. Revision on: 4/27/17. Target Date: 
07/26/17 ... lnterventions: "(Name of resident #25) 
to be up in chair beginning at 10:00 AM, in her 
chair by 11: 00 AM; return to bed at 4:00 PM. 
Date initiated 4/21 /17." 

Further review of the care plan dated 11/4/16 and 
revised 4/21/17, did not document that Resident 
#25 was non-compliant with getting out of bed. 

Review of the June 2017 nursing notes did not 
reveal that the Resident #25 had refused to get 
out of bed on 6/29/17. 

Review of the June 2017 ADL tracker for 6/29/17 
failed to show any documentation of Resident 
#25's transfer status out of bed. 

! On 6/28/17 at 9: 11 a.m., an interview was 
conducted with Resident #25. When asked if she 
likes to get out of bed, Resident #25 stated that 
she is never offered to get of out the bed. 
Resident #25 stated that she used to do physical 

: therapy but is now lying in bed filling up "empty 
• space." Resident #25 stated that she does not 
ask to get out of bed. Resident #25 stated that 
she thought she was supposed to get up for a few 
hours a day but she never gets up. When asked 

! if she ever refuses to get out of bed, Resident 
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#25 stated that staff never asks for her to refuse. 

, On 6/28/17 at 4 p.m., further interview was 
' conducted with Resident #25. Resident #25 
1 stated that no one had offered her to get out of 
bed that day. Resident #25 stated that she would 
have liked to get out of bed. When asked if she 
had asked to get out of bed, Resident #25 stated, 
"No." 

On 6/29/17 at 11 :01 a.m., an interview was 
conducted with NA (nursing assistant) #10, 
Resident #25's NA on 6/28/17. When asked if 
Resident #25 is supposed to get out of bed, NA 
#10 stated, "In her care plan she is supposed to 
get out of bed before 11 :00 (AM) and until about 4 
or 5 (PM). I offer her every morning and 
sometimes she will say ok but sometimes she will 
tell me no." When asked if this refusal is 

' documented anywhere, NA #10 stated, "I let the 
nurse know. Maybe they write it in their notes. 
She started refusing me yesterday morning for 
her care so I am not sure if the other CNA offered 
to get her out of bed." 

On 6/29/17 at 11 :10 a.m., an interview was 
conducted with LPN (licensed practical nurse) #9, 
Resident #25's nurse on 6/28/17. When asked if 
Resident #25 ever gets out of bed, LPN #9 
stated, "Yes. She will get out of bed. She refuses 
a lot or makes an excuse sometimes. When 
asked if her refusals should be documented in 
the clinical record, LPN #9 stated that refusals 
should be documented if the nursing aides tell the 
nurses. When asked if Resident #25 was in a 
restorative nursing program, LPN #9 stated, "I 

, don't think so." LPN #9 stated that she thought 
' Resident #25 was supposed to be out of her bed 
by 11 :00 a.m., but she didn't know. LPN #9 
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stated that the resident will say that she wants to 
get out of bed and then she will change her mind. 
LPN #9 could not recall if she was made aware of 
Resident #25 refusing to get out of bed on 
6/28/17. 

On 6/29/17 at 12: 14 p.m., an interview was 
conducted with RN (registered nurse) #4, the 
case manager. When asked if Resident #25 had 
special instructions to get out of bed, RN #4 
stated that Resident #25 was supposed to be out 
of bed every day at 11 :00 a.m. until about 4 p.m. 
When asked if Resident #25 gets out of bed, RN 
#4 stated, "Most of the time she does unless she 
refuses." When asked if refusals are 
documented, RN #4 stated, "I try to document if I 
know about it. Most days she is up." 

On 6/29/17 at 12:30 p.m., an interview was 
conducted with CNA (certified nursing assistant) 
#15, the CNA who took over care on 6/28/17. 
When asked if she had offered Resident #25 to 
get out of bed on 6/28/17, CNA#15 stated, 
"Before I could ask her to get out of bed, she said 
she didn't want to." When asked if she had 
notified the nurse that the resident did not want to 

· get out of bed, CNA #15 stated that she didn't 
think so. CNA #15 stated that she didn't know the 
resident had to be out of bed because she did not 
work with the resident every day. When asked 
where CNAs can find out information on a 

: resident's needs, CNA #15 stated that they look 
i at the Kardex that is located in the closet door for 
I each resident. A copy of the Kardex was 
; requested. 
I 

Review of Resident #25's current Kardex failed to 
reveal directions for Resident #25 to get out of 
bed at 11 :DO a.m. and to be put back into bed at 4 
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p.m. 

On 6/29/17 at 4:50 p.m., ASM (administrative 
staff member) #1, the administrator and ASM #2, 
the DON (Director of Nursing) were made aware 
of the above concerns. 

No further information was presented prior to exit. 

F 309 PROVIDE CARE/SERVICES FOR HIGHEST 
SS=D WELL BEING 

CFR(s): 483.24, 483.25(k)(I) 

483.24 Quality of life i 

I 

I 

' 

Quality of life is a fundamental principle that 1

1 applies to all care and services provided to facility 
residents. Each resident must receive and the 
facility must provide the necessary care and 
services to attain or maintain the highest 
practicable physical, mental, and psychosocial 
well-being, consistent with the resident's 
comprehensive assessment and plan of care. 

483.25 Quality of care 
Quality of care is a fundamental principle that 

. applies to all treatment and care provided to 
:I facility residents. Based on the comprehensive 
assessment of a resident, the facility must ensure 
that residents receive treatment and care in 
accordance with professional standards of 

i practice, the comprehensive person-centered 
I care plan, and the residents' choices, including 
, but not limited to the following: 

, (k) Pain Management. 
i The facility must ensure that pain management is 
1 provided to residents who require such services, 

consistent with professional standards of practice, 
the comprehensive person-centered care plan, 
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· and the residents' goals and preferences. 

(I) 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 
by: 
Based on clinical record review, staff interview, 

family interview, and facility document review, it 
was determined that the facility staff failed to 
follow physician's orders for one of 29 residents in 
the survey sample; Residents #6. 

The facility staff failed to obtain a urology consult 
for Resident #6 as ordered by the physician at the 
time of admission on 5/12/17. 

The findings include: 

Resident #6 was admitted to the facility on 
4/27/17, readmitted on 5/12/17 and readmitted on 
6/21/17 with diagnoses that included, but were 
not limited to, stroke, sepsis (a blood stream 
infection), high blood pressure, abrasion of the 
penis, diabetes, urinary retention, chronic kidney 
disease, BPH (benign prostatic hyperplasia - an 
enlarged prostate gland), and difficulty 
swallowing. 

Resident #6's most recent comprehensive MOS 
(minimum data set) was an admission 
assessment with an ARD (assessment reference 
date) of 5/19/17. Resident #6 was coded as 
scoring a two out of a possible 15 on the SIMS 
(brief interview for mental status) in Section C, 
Cognitive Patterns, indicating that Resident #6 
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was severely cognitively impaired in daily decision 
i making. In Section G, Functional Status, 

Resident #6 was coded as being totally 
dependent of two people for bed mobility and 
transfers. Resident #6 was coded as being totally 
dependent of one person for toilet use. 

A review of Resident #6's discharge summary 
from the hospital dated 5/12/17 documented the 
following; "Urinary retention. Likely due to BPH. 
Appreciate urology input, (name of urologist). 

: Recommendations to get post voiding residual. 
Patient is off Foley catheter for now 48 hours. 
Intermittently continues to retain urine on bladder 
scan. We'll try to avoid reinsertion of Foley 
catheter unless absolutely indicated." No further 
instructions were provided in regards to a Foley 
catheter at discharge. 

A review of Resident #6's "Order Summary 
Report" revealed, in part, the following order 
dated 5/12/17 on admission to the facility, signed 
and dated by the physician on 5/15/17; 

- "f/u (follow up) Urology every day shift for 
urinary retention and Foley catheter. Please put 
appointment date/time/transportation information 
in new order and d/c (discontinue) this order once 
complete. Communication Method: Phone. 
Order Status: Active. Order Date: 5/12/17. 
Start Date: 5/13/17." 

I Review of the clinical record failed to reveal any 
j evidence that the facility attempted to obtain a 
i urology appointment between the date of 
admission on 5/12/17 and the date of discharge 
on 5/29/17. 

, A review of Resident #6's physician progress 
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notes did not reveal any further documentation 
regarding a urology consult to be done. 

A review of Resident #6's nurse practitioner notes 
revealed, in part, the following documentation; 
"5/23/17 + Foley catheter. F/U (follow up) with 
urology (name of urologist) as able to." 

A review of Resident #6's TAR (treatment 
assessment record) revealed, in part, the 
following orders; 
- "16 French Foley placed 5/12/17 change q 
(every) 30 days every evening shift every 30 
days. Start Date 5/13/2017 DIC date 6/21/2017." 
Under the column for 5/13/17 there was a check 
mark and nurse's initials, indicating that this order 
was completed. 

- "flu Urology every day shift for urinary retention 
and Foley catheter. Please put appointment 

, date/time/transportation information in new order 
1 and die (discontinue) this order once complete. 
Start date: 5/13/2017 DIC date 6/21/2017." 
Under the columns for 5/13/17 through 5/31/17 
there were check marks for each date along with 
nursing initials for all dates except for 5/20/17, 
5/23/17, 5/30/17 and 5/31/17. 

A review of Resident #6's comprehensive care 
plan dated 5/13/17 revealed, in part, the following 
documentation; "Focus: (Name of Resident #6) 
has alteration in self-care related to CVA (cerebral 
vascular accident - stroke) with left side 
hemiplegia (paralysis), weakness, abnormality of 
gait and mobility. Date Initiated: 5/13/2017. 
Revision on: 5/13/2017. Interventions/Tasks: 
Toileting: Patient has Foley catheter and requires 
Foley care q shift. Date Initiated: 5/13/17." There 

I was no further documentation in the care plan 
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1, 

referring to an order for a urology consult. 

. On 6/29/17 at approximately 10:00 a.m. a 
\ meeting was conducted with ASM (administrative 
· staff member) # 1, the administrator and ASM #2 

I

. the director of nursing. ASM #1 and ASM #2 were 
made aware of the concern at this time that 
Resident #6 had not been provided a urology 

\ consult as ordered by the physician. ASM #1 and 
ASM #2 were asked if they were aware that 

'I Resident #6 was ordered to have a follow up 
appointment with an urologist. ASM #1 and ASM 
#2 stated that they were aware but because they 
were unable to reach the RP (responsible party) 
the follow up did not occur. A policy was 
requested at this time that referenced obtaining 
consults and following the physician orders. 

No further information was provided prior to the 
end of the survey process. 

F 311 TREATMENT/SERVICES TO 
SS=D IMPROVE/MAINTAIN ADLS 

CFR(s): 483.24(a)(1) 

( a)( 1) A resident is given the appropriate 
I treatment and services to maintain or improve his 
or her ability to carry out the activities of daily 

j living, including those specified in paragraph (b) 
' of this section . 
. This REQUIREMENT is not met as evidenced 
! by: 

Based on resident interview, staff interview, 
i, facility document review, and clinical record 

review, it was determined that the facility staff 
i failed to provide a restorative nursing program for 

one of 29 residents in the survey sample, 

1 

Resident #25. 
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, The facility staff failed to provide a restorative 
I nursing program to Resident #25 when she was 
! discontinued from physical therapy on 1/30/17. 

I 

I The findings include: 

! Resident #25 was admitted to the facility on 
10/27/16 with diagnoses that included but were 

I 

not limited to: rheumatoid arthritis, osteomyelitis, 
right ankle and foot PVD (peripheral vascular 
disease), and anxiety disorder. Resident #25's 

1 

most recent MDS (minimum data set) was a 
quarterly assessment with an ARD (assessment 
reference date) of 5/6/17. Resident #25 was 
coded as being cognitively intact in the ability to 
make daily decisions scoring 15 out of 15 on the 
SIMS (Brief Interview for Mental Status) exam. 
Resident #25 was coded as requiring total 
dependence on two or more staff with transfers, 
dressing, locomotion on and off the unit, and 
toileting. Resident #25 was coded as requiring 
extensive assistance from staff with bed mobility. 

Section O (Special Treatments, Procedures, and 

1 

Programs) of Resident #25's quarterly MDS 

I 

dated 5/6/17 documented all "O" zeros under 
section "00500. Restorative Nursing Program" 

1 indicating restorative nursing was not performed 
during the look back period. 

Review of Resident #25's physical therapy 
discharge summary dated 1/30/17 documented in 
part, the following information: "Discharge 
Recommendations: We are recommending the 
following: 1. 24/7 care 2. restorative (sic) nursing 
program (RNP) while pt (patient) is here at 

' (Name of facility); 3. home-health (sic) PT 
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3. Nursing staff, including the clinical 
team, will be re-educated on RNP to 
ensure resident's maintain or improve 
ADL functional abilities. Restorative 

i 
nursing provided or refusals will be 
documented in the clinical record. MDS 
coordinator or designee will oversee the 

, Restorative Nursing Program. 

I
I 4. DON or designee will audit residents 

on a RNP to ensure care is provided and 
, documented. DON or designee will audit 

1

1 

25% of residents on a RNP weekly for 30 
, days, then audit 10% of residents on a 

RNP monthly for 60 days. Issues 

I

' identified will be addressed, including care 
plan revision, staff re-education, or 
counseling as needed. Results of audits 
will be reviewed by the QAPI committee 
for further instruction. 
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(physical therapy), OT (occupational therapy) and 
nursing (if/when pt (patient) returns home). 
RNP/FMP (Restorative Nursing 
Program/Functional Maintenance Program): For 
her last week of physical therapy, for nursing/CNA 

· (certified nursing assistant)/caregiver training, 
placed emphasis on Hoyer [1] lift for transfers 
and emphasis on RNP for the following: 1. bed 
(sic) mobility and 2. transfers (sic) with hayer lift. I 
have instructed nursing/CNAs not to attempt 
sliding board and/or stand-pivot transfers." 

Review of Resident #25's 
Rehabilitation/Restorative Care Recommendation 
sheet dated 1/25/17, documented in part, the 
following: "Rehabilitative or restorative care refers 
to nursing interventions that promote the 
resident's ability to adapt and adjust to living as 
independently and safely as possible. This 
concept actively focuses on achieving and 
maintaining optimum physical, mental, and 
psychosocial functioning. Restorative nursing 
does not require a physician's order. The 
restorative activity must occur for a minimum of 
fifteen minutes within a 24 hr (hour) period for six 
days of the seven. The restorative program must 
be written by a licensed health professional and 
have daily documentation with monthly 
evaluations on the Nursing Monthly Summary 
Sheet. The program also must be documented in 
the care plan. Restorative programs are 
documented in the care tracker. Please check the 
type of program ... " 
A check mark was placed next to option: 
"Transfer (Hoyer Lift) and "Bed mobility." 

Further review of Resident #25's 
Rehabilitation/Restorative Care recommendation 
sheet documented the following information: 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: NB1L 11 

PRINTED: 03/22/2018 
FORM APPROVED 

0MB NO 0938-0391 

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED A. BUILDING _______ _ 

8. WING _________ _ 

ID 
PREFIX 

TAG 

STREET ADDRESS, CITY, STATE, ZIP CODE 

360 HOSPITAL DRIVE 

WARRENTON, VA 20186 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

F 311 

06/29/2017 

(X5) 
COMPLETION 

DATE 

Facility ID: VA0261 If continuation sheet Page 105 of 181 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 

CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER: 

495233 

NAME OF PROVIDER OR SUPPLIER 

FAUQUIER HEALTH REHABILITATION & NURSING CENTER 

(X4)ID 
PREFIX 

TAG 

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

F 311 Continued From page 105 

"Program 1 ... Goal: allow pt (patient) to participate 
in bed mobility and ADLS (activities of daily living) 
(bathing, dressing) in bed. MAX (assist) + (plus) 
1-2 (persons) ... Program 2: Problem: Pt is total 
assist for transfer for wheelchair to bed. Goal: 
Maintain pt's tolerance sitting in wheelchair, out of 
bed. Intervention: Prefers transfer with Hoyer lift." 

Review of Resident #25's current POS (physician 
order sheet) dated 5/31 /17 documented the 
following order: "Discharge patient from Physical 
Therapy service with RNP (fro (sic) bed mobility 
and Hoyer lift transfers) to follow." This order was 
initiated on 1/31/17. 

Review of Resident #25's ADL (Activities of Daily 
: Living) care plan dated 11/4/16 and revised 
! 4/21/17 documented the following: "(Name of 

Resident #25) has an ADL self care performance 
deficit r/t (related to) Osteomyelitis, Rheumatoid 
arthritis and Pain ... (Name of Resident #25) has 
impaired trunk strength as well as endurance r/t 
to immobility and pain .... Goal: (Name of Resident 
#25) will improve current level of function in Bed 
mobility, transfers, dressing, toilet use, and 
personal hygiene through next review date. Date 
initiated: 11/04/16. Revision on: 04/27/17 Target 
date: 07/26/17 ... (Name of Resident #25) will be 
out of bed daily for significant amount of time 
(goal of 5 hours/day) to improve her trunk 
strength and her endurance. Date initiated: 
04/21/17. Revision on: 4/27/17. Target Date: 
07/26/17 ... lnterventions: "(Name of resident #25) 
to be up in chair beginning at 10:00 AM, in her 
chair by 11: 00 AM; return to bed at 4:00 PM. 
Date initiated 4/21/17. 

Further review of Resident #25's care plan failed 
to reveal a care plan that addressed restorative 
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nursing. 

I 

Review of Resident #25's clinical record failed to 
reveal daily and quarterly restorative nursing 
notes. There was no evidence in the clinical 
record of a restorative nursing program for 
Resident #25. 

Review of Resident #25's June 2017 ADL tracker 
revealed that Resident #25 was being transferred 
out of the bed 3-4 times per week (7 days) with 
extensive assistance of two or more staff 
members. There were several times on the ADL 
tracker that Bed mobility was not documented. 

On 6/28/17 at 9: 11 a.m., an interview was 
conducted with Resident #25. When asked if she 
likes to get out of bed, Resident #25 stated that 
she is never offered to get of out the bed. 
Resident #25 stated that she used to do physical 
therapy but is now "lying in bed filling up empty 
space." Resident #25 stated that she does not 
ask to get out of bed. Resident #25 stated that 
she thought she was supposed to get up for a few 
hours a day but she never gets up. 

·1 On 6/29/17 at 10:12 a.m., an interview was 
conducted with OSM (other staff member) #3, the 

i therapy director. When asked the about the 
process followed when a resident is discharged 

, from physical therapy and restorative nursing 
1

1 therapy is recommended, OSM #3 stated that 
restorative therapy is recommended for residents 
to maintain their current level of function. OSM 
#3 stated that therapy will make the 

1 
recommendation for restorative nursing and then 

', nursing will take it from there. OSM #3 stated 
that restorative nursing notes should be 
documented in the clinical record. 

FORM CMS-2567(02-99) Previous Versions Obsolete EventlD:NB1L11 

I 

I 
I 

(X2) MULTIPLE CONSTRUCTION 

A. BUILDING _______ _ 

B. WING _________ _ 

ID 

STREET ADDRESS, CITY, STATE, ZIP CODE 

360 HOSPITAL DRIVE 

WARRENTON, VA 20186 

PROVIDER'S PLAN OF CORRECTION 

PRINTED: 03/22/2018 
FORM APPROVED 

0MB NO 0938-0391 

(X3) DATE SURVEY 
COMPLETED 

06/29/2017 

(XS) 
! PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION 

i TAG CROSS-REFERENCED TO THE APPROPRIATE DATE 

DEFICIENCY) 
I 
I 

F 311 

Facility ID: VA0261 If continuation sheet Page 107 of 181 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 

CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER: 

495233 

NAME OF PROVIDER OR SUPPLIER 

FAUQUIER HEALTH REHABILITATION & NURSING CENTER 

(X4)1D I 
PREFIX 

TAG I 

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

F 311 Continued From page 107 

On 6/29/17 at 11 :01 a.m., an interview was 
conducted with NA (nursing assistant) #10, 
Resident #25's NA on 6/28/17. When asked if 
Resident #25 is supposed to get out of bed, NA 
#10 stated, "In her care plan she is supposed to 
get out of bed before 11 :00 (AM) and until about 4 
or 5 (PM). I offer her every morning and 
sometimes she will say ok but sometimes she will 
tell me no." When asked if this refusal is 
documented anywhere, NA #10 stated, "I let the 
nurse know. Maybe they write it in their notes. 
She started refusing me yesterday morning for 
her care so I am not sure if the other CNA offered 
her to get out of bed." When asked if Resident 
#25 was on a restorative nursing program, NA 

, #10 stated, "I believe so, I am not sure. I can 
ask." 

On 6/29/17 at 11:10 a.m., an interview was 
conducted with LPN (licensed practical nurse) #9, 
Resident #25's nurse. When asked if Resident 
#25 ever gets out of bed, LPN #9 stated, "Yes. 
She will get out of bed. She refuses a lot or 
makes an excuse. When asked if her refusals 
should be documented in the clinical record, LPN 
#9 stated that refusals should be documented if 
the nursing aides tell the nurses. When asked if 
Resident #25 was in a restorative nursing 
program, LPN #9 stated, "I don't think so." LPN 
#9 stated that she thought Resident #25 was 
supposed to be out of her bed by 11 :00 a.m., but 
she didn't know. When asked who the 
restorative aides were, LPN #9 stated that right 
now they didn't have one and that the bedside 
aide was supposed to be providing restorative 
nursing care. LPN #9 stated, "They have a lot of 
their plate right now." LPN #9 stated that 

: restorative nursing should be documented under 
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the AOL section of the care tracker. 

On 6/29/17 at 12:14 p.m., an interview was 
conducted with RN (registered nurse) #4, the 
care manager. When asked who the current 
restorative aides were, RN #4 stated that she was 
aware of two CNAs who act as the restorative 
aides when they are not assigned to their own set 
of residents. RN #4 stated that the CNAs 
assigned to the residents perform restorative 
nursing care when the restorative aides were on 
the floor. When asked where restorative nursing 
is documented, RN #4 stated that restorative 
nursing is documented when the CNAs provide 
AOL care. AOL care is then documented in the 
AOL tracker. 

On 6/29/17 at 2:20 p.m., an interview was 
conducted with RN (registered nurse) #1, the 
MOS coordinator, ASM (administrative staff 
member) #1, the administrator, and ASM #2, the 
Director of Nursing. When asked who was 
responsible for supervising the restorative nursing 

· program, ASM #1 stated that there was an MOS 
coordinator that was supervising the restorative 
nursing program. ASM #1 stated that therapy 
initiates the restorative nursing program and the 
MOS coordinator oversees the program. RN #1, 
the MOS coordinator was asked if she is 
overseeing the restorative nursing program. RN 
#1 stated, "At this point I haven't been." RN #1 
stated the charge nurse should be checking the 
restorative nursing program. When asked about 
the process followed by staff if a resident is 
placed on restorative nursing, ASM #2 stated the 
order is put into the system along with the 
restorative recommendation form. ASM #2 stated 
that restorative nursing is documented under the 

: "task" section in POC (point click care) so the 
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CNAs know that the resident is on a restorative 
nursing program. ASM #2 stated that the CNAs 
are then given restorative nursing training and 
they sign off that they understand the training. 
When asked who the restorative CNAs were at 
this time, ASM #2 stated that the restorative 

: CNAs are usually pulled to the floor and they 
currently do not have one. ASM #2 stated that 
the CNA assigned to the resident at that time was 
responsible for restorative nursing care. When 
asked where restorative nursing was 
documented, ASM #1, ASM #2 and RN #1 stated 
that there was not a special section for restorative 
nursing on the care tracker, but it was to be 
included in the daily ADL report. When asked 
why a resident would be put on a restorative 

; nursing program for transferring with a hoyer lift, 
ASM #2 stated, "They probably shouldn't be." 
Evidence that all CNAs were educated on 
restorative nursing was requested. 

On 6/29/17 at 2:20 p.m., ASM #1, the 
' administrator and ASM #2, the Director of Nursing 
were made aware of the above concerns. 
Evidence could not be provided that all CNAs 

i were trained on the Restorative Nursing Program. 

I The facility policy titled, "Restorative Nursing," 
1 

documents in part the following: "Purpose: 
Restorative nursing care refers to nursing 
interventions that promote the resident's ability to 

: adapt and adjust to living as independently as 
: safely as possible. This concept focuses on 
' achieving and maintaining optimum physical, 
mental and psychosocial functioning. Restorative 

. interventions include repetition, physical, or verbal 
cueing, and task segmentation provided by a 

: trained staff member or volunteer under the 
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' supervision of a licensed nurse. These 
: interventions center on bed mobility, transfer 

walking, dressing, grooming, eating or 
swallowing, amputation, or prosthesis cared, 
splint or brace assistance application of 
continuous passive motion (CPM), 
communication, active and passive range of 
motion, any scheduled toileting program and 
bladder retraining program. Procedure: 

, 1. A licensed nurse, rehabilitation therapist, 
! and/or physician evaluate the resident for the 

benefit of participating in a restorative program. 
Potential need for restorative programs may also 
be identified through analysis of the MDS triggers, 
quality indicators, from a facility focused 
committee such as falls, weight, or risk 
committee, and from the interdisciplinary care 
plan team. 

2. The restorative program is written with 
measurable objectives and interventions. The 
program is identified in the resident's care plan 
with tasks assigned in POC (point click care) for 
CNAs to carry out. 

3. The program is provided by a trained Certified 
Nursing Assistant, volunteer or other staff 
member who has received training in the 
specifics of the restorative program. 

· 4. The program is supervised by the Director of 
Nursing or designated licensed nurse. 

5. The program is given for fifteen minutes a day 
and can be given in segments, such as five 

; minutes for three times in a twenty four hour 
period. It must be given for at least six days out of 
the seven days. The provider of the program 
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• must document the program on a daily basis for 
the amount of time given. 

6. Evaluation of the program must be done on a 
periodic basis by a licensed nurse who evaluates 
the resident's response to the program. This is 
part of the medical record. 

7. The care plan team can also reassess the 
i restorative program as part of the care plan 
1 review. 

8. The restorative program can be provided to a 
group of four or less per supervised caregiver or 
CNA." 

No further information was presented prior to exit. 

[1]Maxi Move (Trademark) Hoyer lift- According 
to the manufacturer's instructions the Maxi Move 
hayer lift is a mobile patient lifter and is used for 
transferring patients from bed or chair to the toilet 
or bath. 

F 312 AOL CARE PROVIDED FOR DEPENDENT 

SS=D RESIDENTS 
CFR(s): 483.24(a)(2) 

(a)(2) A resident who is unable to carry out 
activities of daily living receives the necessary 
services to maintain good nutrition, grooming, and 
personal and oral hygiene. 
This REQUIREMENT is not met as evidenced 

. by: 
Based on observation, staff interview, facility 

! document review, and clinical record review, it 
' was determined that facility staff failed to provide 
assistance with ADLS (activities of daily living) for 

FORM CMS-2567(02-99) Previous Versions Obsolete EventlD:NB1L11 

I 

i 

(X2) MULTIPLE CONSTRUCTION 

A. BUILDING 

B. WING 

STREET ADDRESS, CITY, STATE, ZIP CODE 

360 HOSPITAL DRIVE 

WARRENTON, VA 20186 

ID PROVIDER'S PLAN OF CORRECTION 

PRINTED: 03/22/2018 
FORM APPROVED 

0MB NO 0938-0391 
(X3) DATE SURVEY 

COMPLETED 

06/29/2017 

(X5) 

PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION 

TAG CROSS-REFERENCED TO THE APPROPRIATE DATE 

DEFICIENCY) 

F 311 

i 

' 
I 

' 
! 

F 312 , 8/13/17 

I 

! 

I 1. Resident #8 received nail care on I 

6/29/17. 

2. All residents will be reviewed to ensure 

i 

Facility ID: VA0261 If continuation sheet Page 112 of 181 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 

CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER: 

495233 

NAME OF PROVIDER OR SUPPLIER 

FAUQUIER HEALTH REHABILITATION & NURSING CENTER 

(X4) ID 
PREFIX 

TAG 

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

F 312 Continued From page 112 

one of 29 residents in the survey sample, 
(Resident #8) who was coded as totally 
dependent on staff for personal hygiene. 

The facility staff failed to ensure Resident #B's 
fingernails nails were trimmed and free from 
black debris or dirt. Observations of Resident #8 
during the survey revealed Resident #B's nails on 
both hands were long and his pointer, middle and 
index finger on both hands appeared to have 
black dirt or debris underneath the distal edge of 
the nail plate [1]. 

The findings include: 

: The facility staff failed to ensure Resident #B's 
fingernails nails were trimmed and free from 
black debris or dirt. Observations of Resident #8 
during the survey revealed Resident #B's nails on 
both hands were long with black dirt or debris 
underneath the distal edge of the nail plate. 

Resident #8 was admitted to the facility on 6/2/17 
with diagnoses that included but were not limited 
to: non-infective gastroenteritis, colitis, cerebral 
palsy, high blood pressure, constipation, and 
chronic lower back pain. Resident #B's most 
recent MOS (minimum data set) was a quarterly 
assessment with an ARD (assessment reference 
date) of 6/7 /17. Resident #8 was coded as being 
severely cognitively impaired in the ability to make 
daily decisions scoring 00 out of 15 on the SIMS 
(Brief Interview for Mental Status) exam. 
Resident #8 was coded as requiring total 
dependence on staff with two plus persons with 
transfers; extensive assistance from two plus 
persons with bed mobility; extensive assistance 
with one person physical assist with dressing and 
personal hygiene, and total dependence on one 
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nail care and AOL care is provided per 
plan of care. 

3. Nursing staff will be re-educated on 
providing AOL care, including nail care 
and documentation requirements. Care 
provided or refusals will be documented 
on the AOL record. Residents will be 
encouraged to participate and efforts 
made by nursing staff for refusals will be 
documented in the clinical record. 

4. Care manager or designee will 
complete rounds M-F to ensure residents' 
nails are trimmed and clean. Issues 
identified will corrected immediately. Care 
manager or designee will audit 10% of 
AOL records weekly for 30 days, then 
monthly for 60 days. Results of rounds 
and audits will be reviewed by the QAPI 
committee for further guidance and 
instruction. 
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person with toileting. 

On 6/27/17 at 4:50 p.m., an observation was 
made of Resident #8. His nails on both hands 
were long. His pointer, middle and index finger on 
both hands appeared to have black dirt or debris 
underneath the distal edge of the nail plate. 

On 6/28/17 at 7:10 a.m., an observation was 
made of Resident #8. His pointer, middle and 
index finger on both hands appeared to have 
black dirt or debris underneath the distal edge of 
the nail plate. 

On 6/28/17 at 12:15 p.m., an observation was 
made of Resident #8. His nails on both hands 
were long. His pointer, middle and index finger on 
both hands appeared to have black dirt or debris 
underneath the distal edge of the nail plate. 

On 6/28/17 at 2:35 p.m., an interview was 
conducted with LPN (licensed practical nurse) 
#10. When asked who was responsible for 
ensuring resident's nails are cleaned, LPN #10 
stated the CNA's (certified nursing assistant) or 
the nurses are responsible for checking the nails 
for cleanliness. LPN #10 stated, "Whoever sees 
it should clean the nails if they are dirty." LPN 
#10 stated the nurse is responsible for cutting the 
resident's finger nails on shower days during the 
weekly skin assessment. LPN #10 stated that 
staff do not usually document when a resident's 
nails have been trimmed. 

On 6/28/17 at 2:56 p.m., an interview was 
, conducted with CNA #1, the CNA who was 
i assigned to Resident #8. When asked who was 
' responsible for ensuring fingernails were clean 
and trimmed, CNA #1 stated that nurses and the 
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nursing aides were all responsible for ensuring 
nails were clean. CNA #1 stated she will have 
residents who are independent wash their hands 
every morning as part of their bed bath or she will 
assist those residents who cannot wash their own 
hands. When asked if she washed Resident #8's 

i hands that morning, CNA #1 stated that she was 
not his CNA that morning and that CNA #6 was 
Resident #8's CNA up until 2 p.m. CNA #1 was 
asked what Resident #8's nails looked like at that 
moment. CNA #6 looked at Resident #8's nails 
and stated, "They definitely need trimming and 
underneath his nails needs to be cleaned." CNA 
#1 stated that nurses trimmed the resident's nails. 

On 6/28/17 at 4:50 p.m., ASM (administrative 
staff member) #1, the administrator and ASM #2, 
the DON (Director of Nursing) were made aware 
of the above concerns. 

The facility policy titled," Care of Nails" 
documents in part, the following: Objective: 1. To 
provide cleanliness. 2. To prevent 
infection ... Procedure: 1. Explain the procedure to 
the resident and bring equipment to bedside. 2. 

1 
Wash hands before and after procedure. 3. Place 
protective covering with towel beneath the area to 
be treated. 4. Soak hands before and after the 
procedure. 5. Remove from basin and place on 
towel. 6. Cleanse nails and under nails using 
orange sticks if needed. File and/or trim if 
needed. 6. CNAs do not trim nails of diabetic 

' Residents or residents with peripheral blood 
vessel disease. 7. Apply lotion to hands. 8. 
Cleanse and return equipment to designate area. 
8. Cleanse clippers with alcohol or other 
sanitizing wipes. 9. Discard disposable 
equipment. 10. Chart pertinent observations on 

: Nurses' notes. NOTE: Nail care can be done in 
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the shower or tub bath, or directly after. The nails 
will be soft and easy to trim." 

[1] Nail plate- the transparent covering of the nail 
that covers the white half-moon lunula and distal 
nail bed. This information was obtained from The 
National Institutes of Health. 
https://www .ncbi. nlm. nih.gov/books/N BK211 /. · 

F 323 FREE OF ACCIDENT 
SS=G HAZARDS/SUPERVISION/DEVICES 

CFR(s): 483.25(d)(1 )(2)(n)(1 )-(3) 

(d) Accidents. 
The facility must ensure that -

(1) The resident environment remains as free 
from accident hazards as is possible; and 

(2) Each resident receives adequate supervision 
· and assistance devices to prevent accidents. 

(n) - Bed Rails. The facility must attempt to use 
appropriate alternatives prior to installing a side or 
bed rail. If a bed or side rail 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 rails prior to installation. 

I (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 
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by: 
Based on observation, staff interview, facility 

document review and clinical record review, it 
was determined that the facility staff failed to 
provide adequate supervision and assistive 
devices to prevent accidents for five of 29 
residents in the survey sample, Resident# 11, 
#12, #8, #1 and #10. 

1. Resident #11 had four falls in three months on: 
1/9/17, 2/15/17, 3/24/17 and 3/26/17. The facility 

! staff failed to evaluate the effectiveness of 
interventions in place after each fall and failed to 
implement new interventions to prevent further 
falls. On 3/26/17, Resident #11 's last fall, the 
resident sustained a displaced fracture of the left 
10th rib, resulting in harm. 

2. Resident #12 had five falls in six months on: 
12/25/16, 5/4/17, 5/18/17, 6/8/17 and 6/18/17. 
The facility staff failed to evaluate the 

' effectiveness of the interventions in place after 
each fall and failed to implement new 
interventions to prevent further falls. On 6/18/17, 
Resident #12's last fall, the resident sustained 
fractured ribs, resulting in harm. 

3 The facility staff failed to ensure a safe transferr 
for Resident #8. On 2/12/17 Resident #8 had a 
fall and was assessed as requiring a Hoyer lift for 
transferss. On 6/28/17 during an observation the 

I facility staff transferred Resident #8 using the 
I wrong mechanical lift. 

I 

• 4. Resident# 1 sustained a fall during a transfer 
on 6/25/17. The facility failed to evaluate the 
effectiveness of the interventions in place after 
Resident #1 's fall on 6/25/17 and failed to 

I implement new interventions to prevent further 
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2. All residents at risk for falls will be 
reviewed to ensure fall interventions, pain 
management, transfer status and other 
measures and reflected on their plan of 
care and nursing Kardex. Medical 
supplies, such as needles and lancets will 
be stored in the medication room or 
locked in medication carts for all 
residents. 

3. All staff will be educated on fall 
prevention program. Nursing staff will be 
educated on fall prevention, including post 
fall measures, transfer techniques and 
use of transfer equipment with return 
demonstration competency, and updating 
the care plan to prevent further falls. All 
staff will be educated on preventing 
hazards to ensure sharps and other 
medical supplies are stored in locked 
areas. Care manager or designee will re 
re-educated on the revision of care plans 
to ensure interventions are in place to 
prevent further incidents. Changes to the 
care plan will be communicated to direct 
care staff for implementation. 

4. DON or designee will review 24 hour 
report M-F for residents who have 

06/29/2017 

(XS) 
COMPLETION 

DATE 

Facility ID: VA0261 If continuation sheet Page 117 of 181 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 

CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CLIA 
IDENTIFICATION NUMBER: 

495233 

NAME OF PROVIDER OR SUPPLIER 

FAUQUIER HEALTH REHABILITATION & NURSING CENTER 

(X4)ID 
PREFIX 

TAG 

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

F 323 Continued From page 117 

falls. 

5. The facility staff failed to ensure safe storage 
of Resident #1 O's lancets (a short pointed blade 
used to obtain a drop of blood (1 )). Resident 
#1 O's lancets were observed stored at the 
bedside with the residents diabetic supplies and 
were not secured in a locked cabinet or 
medication cart. 

The findings include; 

1. Resident #11 had four falls in three months on: 
1/9/17, 2/15/17, 3/24/17 and 3/26/17. The facility 
staff failed to evaluate the effectiveness of 
interventions in place after each fall and failed to 
implement new interventions to prevent further 
falls. On 3/26/17, Resident #11 's last fall, the 
resident sustained a displaced fracture of the left 
10th rib, resulting in harm. 

Resident #11 was admitted to the facility on 
6/5/13 with a readmission on 11 /9/16 with 
diagnoses that included, but were not limited to; 
high blood pressure, high lipid level in the blood, 
depression, anxiety, atrial fibrillation (an irregular 
heart beat), stroke and macular degeneration (a 
condition of the eye that causes blindness). 

Resident #11 's most recent comprehensive MDS 
(minimum data set) was an admission 
assessment with an ARD (assessment reference) 
date of 11 /16/16. Resident #11 was coded as 
scoring a five out of a possible 15 on the SIMS 
(brief interview for mental status) in Section C, 
Cognitive Patterns, indicating that Resident #11 
was severely cognitively impaired in daily decision 
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, will complete rounds M-F to observe for 
proper storage of supplies. The rounds 
will be analyzed by the DON or designee 
for trends and need for further action 
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designee will observe at least 3 transfers 
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making. Section G, Functional Status, coded 
Resident #11 as requiring extensive assistance of 
one to two people for transfers, walking, toileting, 
personal hygiene as well as having impairment to 
her upper extremities. Resident #11 was further 

1 
coded in Section J, Health Conditions, as having 

I a fall with a fracture prior to entry into the facility. 

1 

Resident #11 was observed on the following 
occasions: 
- 6/27/17 at 11 :00 a.m., during the initial facility 
tour, Resident #11 was sitting in a chair at the foot 
of her bed, a bedside table and the call bell were 

, within reach. Resident #11 stated she "gets tired" 
·1 sitting in the chair all day. No motion 

monitors/alarms were observed in the bed or on 
the resident's chair. 

I

- 6/28/17 at 7:30 a.m. Resident #11 was sitting in 
a chair at the foot of her bed. The call bell within 
reach. Resident #11 stated she had just received 
her shower and was waiting on breakfast. No 

I

, motion monitors/alarms were observed in the bed 
or on the resident's chair. 

- 6/29/17 at 7:00 a.m. Resident #11 was lying in 
I her bed and was observed attempting to get 

1 
herself out of bed. The bed was in a standard 
position. Resident #11 stated her back was in 

.

1 

pain from "lying in bed too long." Resident #11 
was observed attempting to swing her legs out of 

1 the bed to get up. The call bell light outside the 
room was engaged; several aides passed by the 

j doorway and did not stop to respond to the light. 
i This surveyor walked to the end of the hallway, 
and within five minutes the call light was turned 
off. At 7:30 a.m., this surveyor returned to 

: Resident #11's room with RN (registered nurse) 
#1, an MOS coordinator. Resident #11 was still 
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' lying in her bed, in the same position. When 
asked if someone had helped her, Resident # 11 
stated someone came into the room and asked 
her if she needed the bathroom, then left without 
taking her to the bathroom. At this time, RN #1 
offered to take Resident #11 to the bathroom. 
There were no motion monitors/alarms observed 

! in the bed or on the resident's chair. 

A review of Resident #11's clinical record 
revealed, in part, the following incident reports: 

- "1/9/17 Incident Description: Nursing 
Description: Found resident sitting on floor in 
room @0800 (8:00 a.m.). Fecal matter noted on 
floor. Resident Description: Resident stated had 
to go to the bathroom and got up in a hurry and 
slid on floor. Did not hit head. Immediate Action 
Taken: Description: Assessed for injuries. 
Assisted resident to bathroom. Crackles noted in 
L (left) lower lobe. Resident stated of (sic) pain 
on 1 (one) side of back (name of doctor) notified. 
Resident Taken to Hospital: N (no). Other Info: 
Incontinent of stool while attempting to go to 

· bathroom. Notes: 1/9/2017 Mobility monitor (a 
motion alarm used on a bed or chair to alert staff 
when a resident attempts to get up without 
assistance) on and functioning." A corresponding 
progress note, completed and electronically 
signed by LPN (licensed practical nurse) #2 on 
1/9/2017, documented the following; "Assessed 
for injury. Assisted to bathroom with help of 2 
(two). Stated of (sic) L (left) mid back pain. 
(Name of doctor) notified and new order for Stat 
(immediate) CXR (chest x-ray)." There was no 
further mention of mobility monitors in place. This 
documentation was also documented in a nursing 

I progress note. 
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- "2/15/17 1: 17 (1: 17 a.m.) Incident Description: 
Nursing Description: This writer was notified by 
the CNA (certified nursing assistant) that the 
resident was on the floor. Upon entering the 
room. The resident was sitting on her bottom, 
with her feet out in front of her, in between her 
wheelchair and her bed. No visible injuries. 
Resident Description: When asked, the resident 
stated she was trying to go to the restroom. 
Resident also stated she bumped her head on 
her wheelchair, but denies any pain. Immediate 
Action Taken: Description: This writer assessed 
resident for injuries. No injuries noted. ROM 
(range of motion) performed and ROM WNL 
(within normal limits). Assisted resident back into 
bed. Resident Taken to Hospital? N (no)." This 
documentation was also documented in a nursing 
progress note . 

. - "3/24/17 15:45 (3:45 p.m.). Incident 
Description: Nursing Description: resident 
finished toileting, stood to pull pants up and 
became unsteady, fell to floor and landed on 
buttocks, this writer present at time with head 
turned to speak to CNA about residents (sic) 
mattress sliding out lost balance (sic). Immediate 
Action Taken: Description: assisted up and 
assessed." This documentation was also 
documented in a nursing progress note. 

- "3/26/2017 08:30 (8:30 a.m.) Incident 
Description: Nursing Description: pt (patient) 
was attempting to reposition self on side of bed to 
put on shoe on (sic) and slid onto floor on 
buttocks with bed items (mattress topper and 
blankets) pt sitting upright on buttocks on top of 

1 
mattress topper and blankets. "I was trying to put 

! on my shoe." Immediate Action Taken: 
Description: assessment done and range of 
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motion, pt reeducated to ask staff for assistance 
for transfers and adl's (activities of daily living), rp 
(responsible party) and md (medical doctor) 
notified, (name of doctor) in building and notified. 
(Name of doctor) preformed (sic) physician exam 
on pt. Injuries Report Post Incident: No injuries 
Observed Post Incident. Notes: new order for left 

! rib x-ray." This documentation was also 
• documented in a nursing progress note. 

A review of Resident #11's clinical record 
revealed the following X-Ray report: "Date 
3/27/17. Examination: XR (X-Ray) Ribs 2V 

· (views) LT (left). Indication: Pain. Impression: 
There is a minimally displaced fracture of the 
anterior (front) aspect of the left 10th rib." 

The incident reports did not provide any evidence 
that new interventions were initiated following 
each fall to prevent Resident #11 from sustaining 
further falls. 

A review of Resident #11's physician progress 
notes revealed, in part, the following 
documentation: "3/26/17 P (plan): 3. Fall 

' precautions. Tfr (transfer) only w (with)/ assist. 
Bed alarm and chair alarm on. 3/27/17 
AssessmenUPlan: 3. Assessment Frequent falls. 
5/25/17 AssessmenUplan: Frequent falls. due to 
her (Resident #11) deconditioned status and 
rapid shifts in position, we continue to encourage 
slow supported movement." 

A review of Resident #11 's physician order 
summaries dated November 30, 2016 and May 1, 
2017 did not document any fall prevention orders. 
When asked for the physician order summaries 

. for the months between November 2016 and May 
: 2017 ASM (administrative staff member) #2, the 
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director of nursing, stated that because Resident 
#11 was a long term care resident the physician 
reviewed the orders every 60 days. ASM #2 
further stated that these were the only physician 
order summaries available. 

Further review of Resident #11 's physician orders 
, did not reveal any orders for motion alarms to be 
' used on the bed or chair. 

A review of Resident #11 's nursing progress 
notes did not provide documentation that any 
alarms were in place following the 1/9/17 incident. 

A review of Resident #11's Kardex (an information 
system for CNAs) dated 11/9/16 (the date of 
admission) documented, in part, the following: 
"Resident Care: For her (Resident #11) comfort, 
ensure mobility pad (a bed alarm) is flat, w/o 
(without) bulky connections, folds etc. under 
(name of Resident #11) at bedtime." 

A review of Resident #11 's fall risk assessments 
revealed fall risk assessments were completed 
weekly from 11/10/16 through 1/17/17. The 
scores were not completed to indicate Resident 
#11 's level of risk for falls. 

Further review of Resident #11 's fall risk 
assessments revealed that between 2/1 /17 and 
2/28/17 and between 2/28/17 and 5/16/17, 

, Resident #11 was assessed as a high risk for 
falls. 

A review of Resident #11 's comprehensive care 
, plan dated 11/9/16 revealed, in part, the following 

1 

documentation; "Focus. (Name of Resident# 11) 
I has impaired visual function r/t (related to) 
! Macular Degeneration, legally blind. Date 
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Initiated: 11/22/2016. Revision on: 11/22/2016. 
Focus: (Name of Resident ) is high risk for falls r/t 
(related to) weakness, vision problems, hx 
(history) of falls with injury. 5/24/17 Family 
identified risk of mattress topper slipping off bed if 
both mattresses are not covered with the bottom 
fitted sheet. Date initiated: 11/22/2016. Revision 
on 5/24/2017. Interventions/ Tasks: Anticipate 
and meet (name of Resident #11 's) needs. Date 
Initiated: 11/22/2016. Educate (name of 
Resident #11 )/family/caregivers about safety 
reminders and what to do if a fall occurs. Date 
Initiated: 11/22/2016. Revision on: 11/22/2016. 
Encourage (name of Resident #11) to participate 
in activities that promote exercise, physical 
activity for strengthening and improved mobility. 
Date Initiated: 11/22/2016. Revision: 
11/22/2016. Ensure that (name of Resident #11) 
is wearing appropriate footwear when ambulating 
or mobilizing in w/c (wheelchair). Date Initiated: 
11/22/2016. Revision on: 11/22/2016. Follow 
facility fall protocol. Date Initiated: 11/22/2016. 
Revision: 11/22/2016. (Name of Resident#11's) 
call light is within reach when in room and 
encourage her to use it for assistance as needed. 
Date Initiated: 11/22/2016. Revision on: 
11/22/2016. Pt (physical therapy) evaluate and 
treat as ordered or PRN (as needed). Date 
Initiated: 11/22/2016." 

There was no evidence that Resident # 11 's 
comprehensive care plan was updated following 
her falls that occurred on 1/9/17, 2/15/17, 3/24/17 
and 3/26/17. 

On 6/9/17 at 9:00 a.m. an interview was 
, conducted with RN (registered nurse) #1, an 
I MOS coordinator. RN #1 was asked to describe 
! the process followed when a resident falls, RN #1 
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stated, "If a resident has a fall it is documented in 
the progress notes, a risk report is completed and 
the care plan is reviewed and revised to review 
the current interventions. We have to put in a 
new intervention for each fall. We discuss the 

! falls in our stand up meetings and (name of 
administrator) always asks if the care plan has 
been updated. The expectation is that it (updated 
care plan) is being done." RN #1 was then asked 
specifically about Resident #11 and evidence was 
requested to show that Resident # 11 's care plan 
was updated with new interventions, following 
each fall, to prevent further falls. 

On 6/29/17 at approximately 10:00 a.m. a 
meeting was conducted with ASM (administrative 
staff member) #1, the administrator, and ASM #2, 
the director of nursing. ASM #1 and ASM #2 
were made aware of the above concern for harm 
for Resident #11. ASM #1 and ASM #2 were 
asked if they were aware of any interventions that 

, were put into place and implemented after each 
of Resident #11 's falls to prevent further falls. 
ASM #1 and ASM #2 were unable to say what 
had been done. A policy was requested for fall 
prevention at this time. ASM #1 and ASM #2 
were asked to provide any documentation that 
would evidence attempts by the facility after each 
fall to protect Resident #11 from further falls. 

On 6/9/17 at 10:12 a.m. an interview was 
conducted with RN #6, an MOS coordinator. RN 
#6 reviewed Resident #11 's care plan with this 
writer and stated that there were no revisions 
done following each of Resident# 11 's falls. 
When asked if it should have been done, RN #6 
stated yes. 

On 6/29/17 at 10:30 a.m. an interview was 
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conducted with LPN (licensed practical nurse) #2, 
a floor nurse caring for Resident# 11. LPN #2 
was asked to describe the process followed by 
staff when a resident falls. LPN #2 stated, "I 
check the surroundings, check for injuries/ 
movement, check to see if they hit their head, and 
notify the RP (responsible part) and MD (medical 

, doctor)." LPN #2 stated, "I would complete the 
risk management incident report, follow the 
questions." LPN #2 was asked if she would 
consider implementing any new interventions, 
LPN #2 stated, "I might consider interventions but 

, I would ask the unit manager, they would have a 
better understanding. I might initiate alarms if the 
resident didn't have alarms and make sure the 
environment was safe." LPN #2 was asked if she 
would initiate a fall alarm if the resident was a fall 
risk. LPN #2 stated, "Not typically." LPN #2 was 
asked about Resident #11 and her falls and 
whether or not she was aware of any 

, interventions put into place to reduce Resident 
#11 's risk for falls. LPN #2 stated, "I have not 
been made aware of any." When asked if 
Resident #11 had any alarms in place, LPN #2 
stated she didn't think so. LPN #2 was asked 
about the fall that occurred in January 2017 
where she documented that an alarm was in 
place. LPN #2 stated she didn't remember, but if 
she wrote that there was an alarm it must have 

, been in place. LPN #2 was asked if she was 
aware of Resident # 11 's risk for falls. LPN #2 
stated that she had not been made aware of the 
risk or of any interventions. LPN #2 further 

, stated, "This is not discussed as a team, so I 

I don't know." 

The unit manager on Resident #11 'shall was not 
available for an interview on 6/29/17. 
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On 6/29/17 at 1: 15 p.m. a meeting was 
conducted with ASM #1, the administrator, ASM 
#2, the director of nursing. ASM #1 and ASM #2 
stated that they did not have any further 
information regarding Resident #11 's falls. The 
care plan had not been reviewed/revised and 
there were no interventions put into place 
following each fall. 

A review of the facility document, "Fall Resident 
Assessment and Investigation" revealed, in part, 
the following documentation; "Purpose: To 
provide a comprehensive, consistent approach to 
assess residents at risk for falls and to implement 
interventions to reduce risks for recurrence and 
injury. Policy: 7. The fall investigation form will 

, be utilized in reviewing and revising the residents 
care plan to minimize the recurrence of falls or 
injury. 8. The interdisciplinary team will review 
incident at the next clinical meeting for 
completeness of documentation and evaluated 
for trends. Residents that have recurrent falls 
(more than 2 falls per month or a fall with a 
significant injury - fracture .... ) will be evaluated 
for other causative factors or treatment 
interventions." 

No further information was provided prior to the 
end of the survey process. 

: 2. Resident #12 had five falls in six months on: 
112/25/16, 5/4/17, 5/18/17, 6/8/17 and 6/18/17. 
. The facility staff failed to evaluate the 
effectiveness of the interventions in place after 
each fall and failed to implement new 

, interventions to prevent further falls. On 6/18/17, 
I Resident #12's last fall, the resident sustained 
i fractures of the right ninth and 10th ribs, resulting 

in harm. 
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: Resident #12 was admitted to the facility on 
5/4/16 and readmitted on 6/19/17, (after an 
overnight only stay in the hospital emergency 
room for evaluation), with diagnoses that included 
but were not limited to: dementia, high blood 

, pressure, anxiety, insomnia, depression, 
' abnormal weight loss and protein calorie 
1 malnutrition. 

The most recent MOS (minimum data set), an 
annual assessment, with an assessment 
reference date of 5/18/17, coded the resident as 
being severely impaired to make daily cognitive 
decisions. Resident #12 was coded as requiring 
limited assistance of one staff member for 

· moving in the bed and dressing, extensive 
, assistance of one staff member for transfers and 
toileting, and as independent after set up 
assistance was provided for eating. Resident #12 
was not coded for any impairment in her range of 
motion. In Section J - Health Conditions, the 
resident was coded as having had two falls 
without injuries. 

The "Fall Risk Assessment" dated, 10/9/16, 
documented the following: 
Reason for Assessment - recent fall 

1 

Date of admission - less than 90 days 
History of Falls within Last 3 months - #2. 1-2 

I times 
1 Medication Use - antiseizure, antihypertensive, 
! NSAID (non -steroidal anti-inflammatory drug) 
' narcotics, psychotropic, anti-Parkinson's 
Medication Usage - takes 3 or more of these 
medications currently or within last 7 days. 
Systolic Blood Pressure - no drop between lying & 
standing 

1 
Memory/Recall - disoriented x (times) 1 
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Vision - adequate with or without glasses 
Continence - Continent complete control in past 7 
days. 
Behavior in last 7 days - no behavior exhibited in 

. last 7 days 
Confined to Chair - not 
Gait Analysis - unable to independently come to a 
standing position 
Predisposing Conditions - Parkinson's disease 
Response based on number of predisposing 
condition - 1-2 present. 
There was no risk score or documentation of the 
resident's fall risk. 

The nurse's note dated, 12/25/16 at 8:13 p.m. 
documented, "Pt (patient) wheeled self into 
bathroom unassisted and attempted to put self 
onto toilet unassisted. pt (sic) sitting on buttocks 
on floor, sitting upright holding onto grab rail with 
both hands. pt (sic) stated 'I couldn't hold on too 
long', 'I fell on my butt.' Pt assessed and toileted 
with staff assist, pt reeducated to get staff 
assistance with transfers, pt denies pain or 
discomfort, ROM (range of motion) W/N/L (within 
normal limits) without c/o (complaint of) pain or 
discomfort, no s/s (signs and symptoms) of 
distress, resp (respirations) even/non-labored, 
skin intact. will cont (continue) to monitor for 
changes." 

The "Fall Incident Report" dated, 12/25/16 
documented in part, "Immediate Action Taken - pt 
assessed and toileted with staff assist, pt 
reeducated to get staff assistance with transfers." 
The review by the director of nursing (DON) on 
12/26/16 documented, "Resident is impulsive in 
her actions and has been observed frequently by 

1 
this writer attempting to transfer herself from her 

j wheelchair to the bed, bed to wheelchair, and 
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even wheelchair to bathroom without calling for 
, staff assistance. Resident has unsteady 
gait/balance." 

The "Fall Risk Assessment" dated, 2/15/17, 

documented in part, "Score - 16. Category - High 
Risk (for falls)." 

A nurse's note dated, 5/4/17 at 3:35 p.m. 
documented, "Found on floor in room. Assess for 
injury. Skin intact. No outward rotation of hips 
noted. Able to move all extremities well. Denies 
pain. 

The "Fall Incident Report" dated, 5/4/17 
documented in part, "Found resident lying on L 

i (left) side on floor with head against visitor leg. 
Mobility alarm in place. Works intermitten (sic). 
New alarm applied. Assess for injuries. Able to 
move all extremities well. No outward rotation of 
hips, Skin intact. Denies pain. Resident did not 
have brakes on w/c (wheelchair). Resident 
Description - Stated wheelchair tip over .... Other 

, info (information) Gets up and down from w/c, 
1 was bending over and standing up, the w/c did 
· not have brakes on and w/c moved backwards 

and resident went to sit down and missed w/c. 
Notes: Did not have brakes on w/c, and moved 
backwards while bend over and fell to floor. 
Mobility alarm changed due to alarm only working 
internitten (sic)." 

The "Fall Risk Assessment" dated, 5/18/17, 
, documented in part, "Score - 22. Category - High 

Risk." 

A nurse's note dated, 5/18/17 at 6:05 p.m. 
documented, "Resident observed leaning forward 

I in wheelchair rearranging items in bottom dresser 
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drawer, this writer began to ask resident to sit 
back, resident continued to lean forward when 
wheelchair slid from under resident. Educated to 
not lean forward, use call light for any 
assistance." 

The "Fall Incident Report" dated, 5/18/17 
, documented in part, "Resident observed in 
, wheelchair leaning forward rearranging items in 
bottom dresser drawer, this writer began to ask 
resident to sit back when resident continued to 
lean forward and wheelchair slid from under 
resident.. .. Other info - Resident often displays 
impulsive behaviors and suffered from 

i 
parkinsonian dystonia/tremors. Resident was 
attempting to arrange items in her bottom dresser 
drawer when she slid out of her wheelchair. 
Resident has poor balance and is unable to judge 
her movements." 

The "Fall Incident Report" dated, 6/8/17 
documented in part, "Housekeeping stated that 
she was walking by pt's room and pt was lying on 
the floor. Pt found lying on her left side, head 
against the wall. Pt states, "I tapped my head on 
the wall, I was trying to pick this thing from the 
floor. .. Other info - Impulsive/determines (sic) 
behavior, did not call for assistance, unsteady 
balance." 

A nurse's note dated, 6/18/17 at 9:12 p.m. 
documented, "Pt fell onto floor witnessed by 
roommate; roommate stated that pt was 'looking 
at papers and some dropped and she went to 
pick them off the floor and fell out of her 
wheelchair on to the floor.' Pt stated, 'I fell, I was 
picking up my papers.' Pt laying on right side on 
floor, wheelchair next to pt, papers on floor. pt 
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c/o (complained of) right hip, back and coccyx 
pain, immobilized pt, MD (medical doctor) 
notified, new order to send pt to er (emergency 
room) for eval (evaluation), called 911, pt sent out 
to er via 911, rp (responsible party) notified, er 
notified .. " 

i The "Fall Incident Report" dated, 6/18/17, 
documented in part, "Pt fell onto floor witnessed 
by roommate; roommate stated that pt was 
'looking at papers and some dropped and she 
went to pick them off the floor and fell out of her 
wheelchair onto the floor. Resident description - I 
fell, I was picking up my papers." Immediate 
action taken - pt laying on right side on floor, 
wheelchair next to pt papers on floor ... Notes -
x-ray revealed broken 7th and 8th right lateral rib 
fractures. 

The x-ray results dated, 6/20/17, documented in 
part, "There is a fracture of the ninth and 10th 
lateral fibs, with slight displacement, possibly 
involving the eighth lateral rib as well. 
Impression: Right-sided lateral rib fractures as 
mentions." 

The comprehensive care plan dated,5/5/16 and 
revised on 6/28/17, documented in part, "Focus: 
(Resident #3) is at risk for injury r/t (related to) 
falls characterized by multiple risk factors related 
to: unstable health condition, non-compliance 

, with mobility aide use, visual deficit, new 
surroundings and psychotropic medication. 
(Resident#12) had an actual fall on 8/14/16. 
(Resident #12) had a fall on 9/14/16. (Resident 

• #12) sustained a fall on 10/1/16, resulting in a 
skin tear to left elbow." The following were 

, added to the care plan after this surveyor asked 
for information on the falls. "(Resident #12) had 
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an actual fall on 5/18/17. (Resident #12) had an 
actual fall on 6/18/17." 

. The "Interventions" documented in part, "5/5/16 
· -Apply bed and chair mobility monitors at all times 
to enhance safety. Encourage resident to ask for 
assistance when walking with walker and not to 
walk independently. 10/2/16 - Ensure that 
nursing staff continues to monitor and remind 
(Resident #12) to ask for assistance when 
wishing to transfer. 5/5/16 - Maintain locked 
brakes on wheelchair when resident is sitting in it. 
7 /12/16 - Place objects that resident frequently 
uses within resident's reach. 5/5/16 - Reinforce 
need to call for assistance. 8/22/16 - Staff to 
continuously remind (Resident #12) not to lean 
over in her chair r/t poor safety awareness." The 
last update to Resident #12's care plan was 
dated, 10/2/16. There were no updates after her 
falls on 12/25/16, 5/4/17, 5/18/17, 6/8/17 and 
6/18/17. 

The physician orders dated, 6/20/17 documented 
the order for the rib x-rays and Tramadol 

I 

I 
i 

(non-narcotic used to treat moderate to severe [' 
pain (1 )) 50 mg (milligrams); give 1 tablet by , 
mouth every 6 hours as needed for pain." 

The June 2017 MAR (medication administration 
record) documented Resident #12 received 
Tramadol three times on 6/20/17 for a pain score 
of 10 ( scale of one to ten, ten being the worse 
pain ever in). Resident #12 was documented as 
receiving the Tramadol on 6/21/17 once for a pain 
level of seven. The resident was documented as 
receiving the Tramadol on 6/22/17 for a pain level 
of five and one of eight. 

j On 6/29/17 at 9: 16 a.m. an interview was 
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conducted with RN (registered nurse) #3. When 
asked who is responsible for updating the care 
plans, RN #3 stated, "The unit managers." 

An interview was conducted with RN #1, the MOS 
coordinator, on 6/29/17 at 10: 10 a.m. When 
asked who is responsible for updating the care 
plan with new interventions after a resident has a 
fall, RN #1 stated, "The clinical coordinator (unit 
manager) updates the care plan with the fall and 
new interventions." RN #1 was asked to review 
Resident #12's fall care plan. When asked if she 
saw any documentation regarding Resident #12's 
falls on 12/25/16, 5/4/17, 5/18/17, 6/8/17 and 
6/18/17, RN #1 stated she did not see those falls 
on the care plan. 

An interview was conducted with CNA (certified 
nursing assistant) #4 on 6/29/17 at 9:25 a.m. 
CNA #4 was asked how she knows what a 
resident's transfer status is and what safety 

: devices a resident requires. CNA #4 stated, 
"There is a sheet in the resident's closet that tells 
us their mobility status. Sometimes they list the 
safety devices, it sometimes depends what the 
therapist has written on it." When asked about 
residents not on therapy caseload, CNA #4 
stated, "I guess the nurse writes on it." The closet 
for Resident #12 was viewed with CNA #4. The 
"Care Card" was blank. It didn't have the 
resident's name or anything documented on it. 
CNA #4 was asked how staff knows what to do 
for a resident, if there is no information on the 
Care Card, CNA #4 stated, "I would ask another 
CNA who is familiar with the resident." 

An interview was conducted with CNA (certified 
nursing assistant) #3 on 6/29/17 at 10:40 a.m. 
When asked how she knows what safety devices 
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a resident requires, CNA #3 stated, "It's in the 
Kardex in (name of computer program)." 

The "Bedside Kardex Report" for Resident #12 
with an admission date of 6/19/17 and a print 
date of 6/29/17, documented, "Dressing -
(Resident #12) is to wear hose daily. Transferring 
- Use lifting device, draw sheet etc. to reduce 
friction. Resident Care - Heel lift boots bilaterally 
when in bed. May need to face (Resident #12) or 

! decrease ambient noise if she is having difficulty 
hearing or understanding. Staff to continuously 
remind (Resident #12) not to lean over in her 
chair r/t her poor safety awareness. Eating -
(Resident #12) is to have her lower partial 
dentures put in every am and out every pm. 
Monitor - Vitals All (BP (blood pressure) P (Pulse) 
R (respirations) T (temperature)." There was no 
documentation for a mobility alarm. 

An interview was conducted with LPN (licensed 
practical nurse) #2 on 6/29/17 at 10:50 a.m. 
When asked how the staff identify a resident who 
is at risk for falls, LPN #2 stated, "They have a 
yellow band on and there is a list in the computer 
of what they need." When asked how the CNA's 
know what devices a resident needs, LPN #2 
stated, "There is a falling leaf outside the door." 
LPN #2 and this surveyor identified the leaf at the 
doorway to Resident #12's room. LPN #2 was 
asked to look at the care card in Resident #12's 
closet. LPN #2 stated, "Well that needs to be 

· filled in." An orange dot with "M/M" was noted 
next to Resident #12's name outside her door. 
When asked what that indicated, LPN #2 stated, 
"I don't know but I will find out." 

A second interview was conducted with LPN #2 
! who cared for Resident #12 for one of her falls, 
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on 6/29/17 at 11 :09 a.m. When asked what 
happened on 5/4/17, LPN #2 stated, "She gets up 
and down in her chair. She fidgets. She takes off 
her alarms and plays with them. "LPN #2 stated, 
"I found out what the M/M on the orange dot was, 
it's her mobility monitor she has." LPN #2 was 
asked if she put any new interventions in place at 
the time of the 5/4/17, fall to prevent further falls. 
LPN #2 stated no, she hadn't. 

An interview was conducted with RN #4, the care 
manager for Resident #12, on 6/29/17 at 11 :55 
a.m. When asked who updates the care plans, 
RN #4 stated, "I'm supposed to do that. It's been 
a struggle to do so." The care plan for Resident 
#12 was reviewed with RN #4. RN #4 was asked 
if Resident #12's care plan had been updated 
with new interventions to prevent further falls after 
each fall on 12/25/16, 5/4/17, 5/18/17, 6/8/17 and 
6/18/17. RN #4 stated, "No, I don't see it there." 

, When asked if the care plan should have been 
updated, RN #4 stated, "Yes, Ma'am." When 
asked should interventions be put in place to 
prevent further falls, RN #4 stated, "Yes, it should 
be updated. She is my special person. She has 
a mobility alarm. I go in to her room a lot and 
she's very busy. Her business increases with her 
roommate but her family doesn't want her 
moved." RN #4 was informed Resident #12 has 

, had five falls in six months with the last fall 
resulting in a fracture and increased pain, and 
was asked if something should have been put in 
place to prevent further falls. RN #4 stated, "Yes, 
we should have done something." 

The facility policy, "Fall Resident Assessment and 
Investigation" documented in part, "7. The fall 
investigation will be utilized in reviewing and 
revising the residents care plan to minimize the 
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recurrence of falls or injury. 8. The 
interdisciplinary team will review incident at the 
next clinical meeting for completeness of 
documentation and evaluated for trends. 
Residents that have recurrent falls (more than 2 
falls per month or a fall with a significant injury -
fracture, ER eval, diagnostic test), will be 
evaluated for other causative factors or treatment 
interventions. A falling leaf will be placed outside 
resident/patient room to alert staff of high risk for 
falls. The leaf will be removed if no recurrent falls 
in 90 days." 

Fundamentals of Nursing, 5thedition, Lippincott, 
Williams and Wilkins, page 679 - 686; "Falls are 
common inside and outside the healthcare 
environment, especially among older adults and ill 
or disoriented people. Falls can cause, pain, 
permanent disability and even death. Sometimes 
falls in odder adults result in hip 
fractures ..... Variables that increase a client's risk 
for fall include gait and balance disorders, 
weakness, dizziness, environmental hazards, 
decreased mobility of the lower extremities, 
sleeplessness, incontinence, confusion, visual 
impairment, sedating medications depression and 
substance abuse ... After the nursing diagnosis 
and related factors have been formulated, client 
goals and nursing interventions are identified. 
These goals must be individualized to reflect the 
unique needs of the person at risk. Once they 
are individualized, specific nursing interventions 
suppose the goals." 

On 6/29/17, ASM (administrative staff member) 
#1, the administrator, and ASM #2, the director of 
nursing were made aware of the concern 
regarding Resident #12's five falls in six months 

i with no new interventions being implemented to 
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prevent further falls and the concern regarding 
Resident #12's fall with rib fractures on 6/18/17, 
resulting in harm. 

No further information was provided prior to exit. 

(1) This information was obtained from the 
, following website: 
' https://www.ncbi.nlm.nih.gov/pubmedhealth/PMH 

TOO 12486/?report=details 

3. The facility staff failed to ensure a safe 
transferr for Resident #8. On 2/12/17 Resident 
#8 had a fall and was assessed as requiring a 
Hoyer lift for transferss. On 6/28/17 during an 
observation the facility staff transferred Resident 
#8 using the wrong mechanical lift. 

Resident #8 was admitted to the facility on 6/2/17 
with diagnoses that included but were not limited 
to non-infective gastroenteritis, colitis, cerebral 
palsy, high blood pressure, constipation, and 
chronic lower back pain. Resident #8's most 
recent MOS (minimum data set) was a quarterly 
assessment with an ARD (assessment reference 
date) of 6/7/17. Resident #8 was coded as being 
severely cognitively impaired in the ability to make 
daily decisions scoring 00 out of 15 on the BIMS 
(Brief Interview for Mental Status) exam. 
Resident #8 was coded as requiring total 
dependence on staff with two plus persons with 
transfers; extensive assistance from two plus 

, persons with bed mobility; extensive assistance 
with one person physical assist with dressing and 
personal hygiene, and total dependence on one 
person with toileting. 

I On 6/28/17 at 1 :50 p.m., an observation was 
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conducted of CNA (certified nursing assistant) #1, 
the CNA working with Resident #8 and another 
CNA assisting Resident #8 into bed. The two 
CNAs were observed transferring Resident #8 
into bed using the sit to stand lift. 

Review of Resident #8's fall report dated 2/12/17 
documented the following: "Incident Location: 
Resident's Room. Incident Description: Fall-CNA 
(certified nursing assistant) called writer into 
resident room for assistance, resident noted to be 
on the floor leaning against the bed. According to 
CNA, she was using the stand-up lift to transfer 
resident when he began to slip out of the 
harness. CNA guide resident to the floor, no injury 
had occurred. four (sic) staff members assisted 
resident back to the bed. Resident stated, "I just 
slipped, my shoes don't fit right...Notes: Pt 
(Patient) eval'd (evaluated) by therapy for 
appropriate transfer method. Staff educated on 
transfer technique and plan of care." 

Review of a post fall therapy screen dated 
2/14/17 documented the following: "Comments: I 
recommend nursing use hoyer lift from now on. 
No PT (physical therapy) services recommended 
at this time." 

Review of Resident #8's fall care plan revised 
2/12/17, documented the following intervention: 
"CNA educated on having 2 staff members in 
room during transfers. Now deemed to be a hayer 
lift." 

On 6/28/17 at 1 :52 p.m., an interview was 
conducted with CNA #1. When asked what type 
of lift Resident #8 should be using for transfers, 
CNA #1 stated that she usually uses to sit to 

1 

stand lift with two nursing aides. When asked 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: NB1L 11 

I 
I 
I 

! 

I 

' 

(X2) MULTIPLE CONSTRUCTION 

A BUILDING 

B. WING 

STREET ADDRESS, CITY, STATE, ZIP CODE 

360 HOSPITAL DRIVE 

WARRENTON, VA 20186 

ID PROVIDER'S PLAN OF CORRECTION 

PRINTED: 03/22/2018 
FORM APPROVED 

0MB NO 0938-0391 

(X3) DATE SURVEY 
COMPLETED 

06/29/2017 

(X5) 

PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION 

TAG CROSS-REFERENCED TO THE APPROPRIATE DATE 

DEFICIENCY) 

I 
I 
I 

F 323 

I 

I 

I 

Facility ID: VA0261 If continuation sheet Page 139 of 181 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 

CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER: 

495233 

NAME OF PROVIDER OR SUPPLIER 

FAUQUIER HEALTH REHABILITATION & NURSING CENTER 

(X4) ID ! 

PREFIX ! 

TAG 

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

F 323 Continued From page 139 

what CNA's use a as reference to determine a 
Resident's needs, CNA #1 stated that each 
resident had a kardex inside of their closet that 
documents the resident's needs. This writer 

' followed CNA #1 into Resident #B's room. When 
' CNA #1 was asked to read Resident #B's kardex, 
CNA #1 stated, "It does say hoyer lift only. That 
is my mistake." CNA #1 stated that she rarely 
checks the kardex because she works with the 

' same residents on a daily basis. CNA #1 stated, 
"Someone must have updated it." When asked if 
she knew why the resident was now to be using a 
hoyer lift rather than the sit to stand lift, CNA #1 
stated that it may of had to do with his fall a few 
months ago. 

On 6/28/17 at approximately 6 p.m. during the 
end of day meeting, ASM (administrative staff 
member) #1, the administrator, ASM #2, the DON 
(Director of Nursing) and RN (registered nurse) 
#2, the care manager were made aware of the 
above concerns. 

On 6/29/17 at approximately 12:00 p.m., 
education provided to the CNAs after Resident 
#B's 2/12/17 fall was requested from ASM #1, the 
administrator. This education could not be 
provided. 

The facility policy titled, "Mechanical Lifts" 
, documents in part, the following: "It is the policy 
of the facility to ensure that all residents are cared 
for in a manner that is safe for both the resident 
and the employee. All direct care staff must 

; assess resident handling tasks in advance to 
, determine the safest way to accomplish them. 
Mechanical lifts are used for the transfer of 
residents to and from bed, chair, bedside 
commode, floor and stretcher. Procedure: The 
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Mechanical Lifts are devices utilized in assisting 
residents and patients in transfer who require 
more than maximum assist of two for a safe 
transfer or whose medical status necessitates its 
use; i.e., blood pressure concerns, excessive 
resident's weight, non-weight bearing status 
and/or resident's mental status. These devices 
require two persons for transfer to maintain 
safety, one to operate the controls, and one to 
assist with controlling the resident's legs." 

No further information was presented prior to exit. 

4. Resident# 1 sustained a fall during a transfer 
on 6/25/17. The facility failed to evaluate the 
effectiveness of the interventions in place after 
Resident #1 's fall on 6/25/17 and failed to 
implement new interventions to prevent further 
falls. 

Resident # 1 was admitted to the facility on 
12/2/14 and most recently readmitted on 4/7 /15 
with diagnoses that included but were not limited 
to: anemia, osteoporosis (1 ), hypertension (2), 
diabetes, and stroke (3). 

Resident# 1 's most recent MDS (minimum data 
, set) an annual assessment with an ARD 
! (assessment reference date) of 6/12/17 coded 
the resident as scoring a 15 on the brief interview 
for mental status (BIMS) of a score of O - 15, 
indicating that Resident# 1 was cognitively intact. 

, Resident# 1 was coded as requiring extensive 
assistance of two+ staff with transfers on/off the 
toilet. 

Review of the clinical record revealed a note 
documented on 6/25/17 at 12:30 p.m.: the type of 
note was an "Incident Note" "Type: While trying 
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to put on toilet, resident shifted weight away from 
toilet and slid on floor." "Location: Residents (sic) 
bathroom." "Person Discovering Incident: [name 
of CNA (certified nurse's assistant)# 8 ... " signed 
by [name of LPN (licensed practical nurse)# 9]. 

Review of the compressive care plan with an 
initiation date of 9/14/15 and revision date of 

· 5/24/17, documented, "Focus - Name of Resident 
i # 1 sustained an actual fall 8/14/15 with No Injury, 
related to Unsteady gait, Poor Balance, Poor 
communication/comprehension." Resident# 1's 
falls were listed in the "Focus" section of the care 
plan with the exception of the most recent fall that 
occurred on 6/25/17. The care plan documented 
a revision date of 5/24/17, indicating Resident# 
1 's care plan was not reviewed or updated after 
his most recent fall on 6/25/17 with interventions 
to prevent further falls . 

. During an interview on 6/29/17 at 8:40 a.m. with 
Resident# 1 concerning his fall, Resident# 1 
stated that only one CNA went into the bathroom 
with him when he fell. "I was not hurt. After I fell 
two came in to get me up." 
During an interview on 6/29/17 at 10:00 a.m. with 
CNA # 8 (the CNA that transferred Resident # 1 
during the incident on 6/25/17), CNA # 8 stated, "I 
prefer to have two persons when transferring 
(name of Resident# 1) because at times it 
(transfers with Resident# 1) have not gone 
smoothly. If I could have found another staff 
member I would have. We (Resident# 1 and I) 
went from bed to wheelchair and that transfer 
went smoothly. In the bathroom (name of 

. Resident# 1) held himself up with the grab bar 
, with his right hand while I pulled his brief down. 
I He (Resident# 1) turned and on the way to sitting 
: and his weight shifted and he swung around from 
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sitting on the toilet to facing the toilet. I grabbed 
him and was not able to turn him so I sat him on 
the floor. I called out to (name of LPN (licensed 
practical nurse]# 2 on the hall)." 

During an interview on 6/29/17 at 10:40 a.m. with 
LPN # 2, LPN # 2 stated she wrote the note 
concerning Resident# 1's fall on 6/25/17. LPN# 
2 stated that she was called to the Resident's 
room by (name of CNA # 8) and assessed the 
resident and then assisted the CNA in getting the 
resident up and onto the toilet. LPN # 2 stated, "I 
only have the resident (Resident #1) every other 
weekend and am not that familiar with him." 

During an interview on 6/29/17 at 10:53 a.m. with 
RN (registered nurse)# 2, a care manager, 
Resident # 1 's care plan was reviewed. RN # 2 
could find no documentation or interventions for 
Resident# 1 's fall on 6/25/17. RN # 2 stated, 
"The care plan should be updated within 24 hours 
of the incident and I see that the fall (on 6/25/17) 
and any new interventions are not on the care 
plan." 

During an interview on 6/29/17 at approximately 
3:00 p.m. with ASM (Administrative staff member) 
# 1, the administrator, this concern was shared 
and a copy of the facility policy on falls was 
requested. 

During an interview on 6/29/17 at 3:10 p.m. with 
j RN (registered nurse)# 2, the care manager, an 
· updated care plan for Resident #1 with a revision 

1 

dated of 6/29/17 was presented and reviewed. 
The following was documented under 

•

1 

"Interventions/Tasks" .. .*Sip (status post) fall 
6/25/17 ... CNA staff verbally educated that 

i resident is to be assist x2 for all transfers ... " 
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I 
No further information was provided prior to exit. 

I References: 

1 (1) Osteoporosis -- Makes your bones weak and 
/ more likely to break. This information was 
obtained from the website: 

I 

https://www.nlm.nih.gov/medlineplus/osteoporosi 
s.html. 

! 

, (2) Hypertension: A condition present when blood 
I flows through the blood vessels with a force 
greater than normal. Also called high blood 

. pressure, hypertension can strain the heart, 

I 

damage blood vessels, and increase the risk of 
. heart attack, stroke, kidney problems, and death. 
This information was obtained from the website: 

I 

https://www.ncbi.nlm.nih.gov/pubmedhealth/PMH 
! T0024199/ 

(3) A stroke occurs when blood flow to a part of 
I the brain stops. A stroke is sometimes called a 
I "brain attack." If blood flow is cut off for longer 
than a few seconds, the brain cannot get 
nutrients and oxygen. Brain cells can die, causing 

I lasting damage. This information was obtained 
from the website: 
https://medlineplus.gov/ency/article/000726.htm. 

5. The facility staff failed to ensure safe storage 
of Resident #10's lancets (a short pointed blade 
used to obtain a drop of blood (1 )). Resident 
#1 O's lancets were observed stored at the 
bedside with the residents diabetic supplies and 
were not secured in a locked cabinet or 
medication cart. 

Resident #10 was admitted to the facility on 
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2/29/08 and most recently readmitted on 3/13/17 
with the diagnoses of but not limited to altered 
mental status, diabetes, bipolar, chronic kidney 
disease, human immunodeficiency virus, 
acidosis, chronic pain syndrome, delusional 
disorder, adrenal gland disorder, glaucoma, stage 
4 breast cancer with metastasis, deafness, and 
blindness. 

The most recent MDS (Minimum Data Set) was a 
quarterly assessment with an ARD (Assessment 
Reference Date) of 3/28/17. The resident was 
coded as being cognitively intact, scoring a 15 out 
of a possible 15 on the SIMS (Brief Interview for 
Mental Status) exam. The resident required 
limited to extensive assistance for transfers; 
supervision to limited assistance for ambulation; 
supervision for hygiene; limited assistance for 
bathing; independent for eating; and was 
generally continent of bowel and bladder, with 

· incontinence at times. 

On 6/27/17 at 4:35 p.m., an observation was 
made of Resident #1 O's room. On the bedside 
table was noted to be a hospital wash basin, 
containing the resident's diabetic monitoring and 
care supplies. This included a box of single-use 
lancets used to prick the resident's finger for 
blood glucose testing . 

. On 6/28/17 at 8:00 a.m., the same basin of 

I 

supplies, and lancets were noted to still be on the 
bedside table. 

On 6/28/17 at 1 :52 p.m., an interview was 
conducted with LPN (Licensed Practical Nurse) 
#10 who was the nurse for Resident #10. LPN 
#10 stated Resident #1 O's diabetic supplies, 
including the single-use lancets, were stored at 
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the resident's bedside, separated from the 
diabeti_c supplies of other residents in the secured 
medication cart, because of this resident's 
diagnosis of HIV. When asked, how storing 
single-use lancets in the medication cart, and 
then taking only one or two to the resident's 
bedside for use, would contaminate other 
residents' diabetic monitoring supplies? LPN #10 
stated he did not know. He stated that Resident 
#1 O's lancets have been kept at the bedside for 
"several months." LPN #10 stated "they" decided 
this was the way to do it. He could not identify 
who "they" was. 

On 6/28/17 at 1 :54 p.m., in an interview with the 
DON (Director of Nursing, Administrative Staff 
Member (ASM) #2), ASM #2 stated that she was 
not aware the lancets were being stored at the 
bedside. ASM #2 stated that they (single use 
lancets) are considered a "sharp" and should be 
stored securely in the medication cart, the same 
as syringes. ASM #2 stated that she did not 
know why the nursing staff decided that this was 
best practice, but that it was not facility policy to 
have lancets kept at the bedside. 

A review of the facility policy, "Storage and 
Expiration of Medications, Biologicals, Syringes 
and Needles" documented, "3.3 Facility should 
ensure that all medications and biologicals, 
including treatment items, are securely stored in a 
locked cabinet/cart or locked medication room 
that is inaccessible by residents and visitors." 

No further information was provided by the end of 
the survey. 

( 1) This information was obtained from the 
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' website:http://medical-dictionary.thefreedictionary 
.com/lancet 

F 329 DRUG REGIMEN IS FREE FROM 

SS=D 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 (including duplicate drug 
therapy); or 

(2) For excessive duration; or 

(3) Without adequate monitoring; or 

(4) Without adequate indications for its use; or 

(5) In the presence of adverse consequences 
which indicate 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 
I drugs are not given these drugs unless the 
! medication is necessary to treat a specific 
! condition as diagnosed and documented in the 
clinical record; 
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(2) Residents who use psychotropic drugs receive 
gradual dose reductions, and behavioral 
interventions, unless clinically contraindicated, in 
an effort to discontinue these drugs; 
This REQUIREMENT is not met as evidenced 
by: 
Based on staff interview, facility document review 

and clinical record review, it was determined that 
the facility staff failed to ensure that one of 29 
residents in the survey sample was free from 
unnecessary medications; Resident #3. 

The facility staff administered Seroquel on the 
resident's non-dialysis days when the physician 
order was for the medication to be administered 
on dialysis days only. 

The findings include: 

Resident #3 was admitted to the facility on 
6/22/09 with a recent readmission on 12/20/16, 
with diagnoses that included but were not limited 
to: end stage renal disease requiring 
hemodialysis (a procedure used in toxic 
conditions and renal failure, in which wastes and 
impurities are removed from the blood by a 
special machine (1 )), high blood pressure, 

: dementia, stroke, depression, anxiety, and 
diabetes. 

The most recent MOS (minimum data set) 
assessment, a quarterly assessment, with an 
ARD of 6/4/17, coded the resident as having both 
short and long term memory difficulties and as 
being moderately impaired to make daily 
cognitive decisions. The resident was coded as 
requiring extensive assistance of one or more 
staff members for dressing, as dependent of one 
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1. Resident #3 Seroquel medication was 
discontinued on 6/29/17. 

2. All residents have the potential to be 
affected by this deficient practice. 

3. Clinical staff will be re-educated on 
following physician orders. Night shift 
nurses will complete 24 hour chart check 
to ensure physician orders are followed. 

4. Care manager or designee will audit 
medication administration records (MARs) 
to ensure medications are administered 
according to physician orders. Issues 
identified will be investigated and 
immediately addressed. Staff will be 
re-educated and/or counseled as 
necessary. Audits will be completed on 
10% of MA Rs on a weekly basis for 30 I 

days, then monthly for 60 days. Audits 
will be reviewed by the QAPI committee 
for guidance or further instruction. 

I 
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or more staff members for transfers, moving in 
the bed, moving on the unit, toileting needs and 
bathing. The resident was coded as being 
independent in eating after set up assistance was 
provided. 

The physician order dated, 3/10/17, documented, 
"Seroquel (an antipsychotic medication used to 
treat schizophrenia and bipolar disorder (2)) 25 
MG (milligrams); Give 12.5 mg by mouth one 
time a day every Tue (Tuesday), Thu (Thursday), 
Sat (Saturday) for anxiety, administer prior to 
dialysis on Tuesday, Thursday, and Saturday." 

, A physician order dated, 6/9/17, documented, 
: "Dialysis M/W/F (Monday/Wednesday/Friday) 
pick up via (name of transport company) at 0645 
(6:45 a.m.); one time every Mon, Wed, Fri related 
to End Stage Renal Disease." 

The June 2017 MAR (medication administration 
record) documented, Seroquel 25 MG; Give 12.5 
mg by mouth one time a day every Tue, Thu, Sat 
for anxiety, administer prior to dialysis on 
Tuesday, Thursday, and Saturday." The MAR 
documented that the resident received the 
medication on the following days, when she did 
not go to dialysis: 
6/10/17 - Saturday 
6/13/17 - Tuesday 
6/15/17 - Thursday 
6/17 /17 - Saturday 
6/20/17 - Tuesday 
6/22/17 - Thursday 
6/24/17 - Saturday 

, 6/27/17-Tuesday 

Review of the clinical record documented the 
resident went to dialysis on 6/12/17, 6/14/17, 
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6/16/17, 6/19/17, 6/21/17, 6/23/17, 6/26/17 and 

6/28/17. 

The comprehensive care plan dated, 1/24/14 and 
revised on 6/28/17, documented in part, "Focus: 
(Resident #3) receives antipsychotic medications 
for treatment of bipolar depression and 
antianxiety medication for management 
/treatment of anxiety." The "Interventions" 
documented in part, "Administer antidepressant 
and bipolar medications per MD order or new 
order see MARs, monitor for effectiveness as well 
as for side effects." 

The Psychiatry Nurse Practitioner Note dated, 
6/29/17 documented in part, "Diagnosis: Vascular 
dementia with behavioral disturbance, anxiety 
disorder secondary to medical condition, and 
major depression, mild without psychotic 
features .... last visit pt (patient) Seroquel 
increased due to continued bhvl (behavioral) 
issues, pt has improved for symptoms however 
staff reports lethargy on the off days of HD 
(hemodialysis ). " 

An interview was conducted with LPN (licensed 
practical nurse) #1, a nurse that works with 
Resident #3 frequently, on 6/29/17 at 7: 15 a.m. 
When asked what Seroquel is used for, LPN #1 
stated, "It's for agitation and mood disorder 
changes." When asked what day Resident #3 
goes to dialysis, LPN #1 stated, "Monday, 
Wednesday, and Friday. She used to be 
Tuesday, Thursday and Saturday." When asked 
what medications Resident #3 was to receive 
prior to dialysis, LPN #1 stated, "The night shift 
gives her Ativan before she gets picked up." 

1 When asked if dialysis reported any concerns 
i recently with her behavior on dialysis days, LPN 
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#1 stated, "Most of the time the Ativan works." 
When asked what class of medication Seroquel 
is, LPN #1 stated, "I can't tell you, I'd have to look 
it up." The above physician order for Seroquel 
was reviewed with LPN #1. LPN #1 stated, "That 
needs to be changed." When informed that she 
had given the medication on her non-dialysis 
days, LPN #1 stated, "I didn't follow the five rights 
of medication administration." 

, On 6/29/17 at 7: 18 a.m., an interview was 
conducted with RN (registered nurse) #2, the 
care manager for the unit Resident #3 resides on. 
When asked what days Resident #3 goes to 
dialysis, RN #2 stated, "Monday, Wednesday and 
Fridays." When asked what class of drug is 
Seroquel was, RN #2 stated, "It's an 
antipsychotic, for her it's given for her dementia 
symptoms." When asked why Resident #3 was 
receiving Seroquel prior to dialysis, RN #2 stated, 
"The Ativan (an anti-anxiety medication (3)) 
wasn't helping. (Name of physician) decided to 
add the Seroquel to the mix." When asked if 
Resident #3 was followed by psychiatry, RN #2 
stated, "Yes." The physician orders documented 
above for the Seroquel were reviewed with RN 
#2. RN #2 stated, "When her dialysis days were 
changed, the Seroquel order wasn't changed." 
When asked if that order should have been 
clarified, RN #2 stated, "Yes, 100%." When asked 
if she understood why this surveyor was 
questioning this order, RN #2 stated, "She's 
getting an unnecessary medication, it's not being 
given when it was ordered." 

RN #2 returned to this surveyor on 6/29/17 and 
stated, "The Seroquel was ordered by the dialysis 
doctor. I called the dialysis center and they have 

i not had any concerns for her behavior since 
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changing to Monday, Wednesday and Friday and 
she's not been getting the Seroquel before then. 
I called (name of physician) and he discontinued 
the Seroquel." 

The policy "Psychoactive Medication 
Management and Behavior Monitoring" did not 
address the above issue. 

At the end of the day meeting on 6/28/17 at 5:50 
p.m. the director of nursing, ASM (administrative 
staff member) #1, was asked which standard of 
practice they used at the facility, ASM #1, the 
director of nursing stated they used 
Fundamentals of Nursing by Lippincott. 

In Fundamental of Nursing, 5th edition, Lippincott, 
Williams and Wilkens, page 564 documented, 
"Five Rights of Medication Administration: Right 
client, right medication, right dose, right time and 
right route." 

The administrator and director of nursing were 
made aware of the above concern on 6/29/17 at 
1:15 p.m. 

No further information was provided prior to exit. 

( 1) Barron's Dictionary of Medical Terms for the 
Non-Medical Reader, 5th edition, Rothenberg and 
Chapman; page 266. 
(2) This information was obtained from the 

1 

following website: 
! https://www.ncbi.nlm.nih.gov/pubmedhealth/PMH 
! T0011909/?report=details 
(3) This information was obtained from the 
following website: 
https://www.ncbi.nlm.nih.gov/pubmedhealth/PMH 
T0010988/?report=details. 
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CFR(s): 483.45(f)(2) 

! 483.45(f) Medication Errors. 

The facility must ensure that its-

(f)(2) Residents are free of any significant 
medication errors. 
This REQUIREMENT is not met as evidenced 
by: 
Based on staff interview, facility document 

review, and clinical record review, it was 
determined that the facility staff failed to 
administer medications in a manner to prevent a 
significant medication error to one of 29 residents 
in the survey sample, Resident #19. 

The facility staff administered eight milligrams of 
Valium (used to relieve anxiety (1 )) to Resident 
#19 on 12/24/16, exceeding the dosage ordered 
by the physician. 

The findings include: 

Resident #19 was admitted to the facility on 
12/23/16 with diagnoses including pneumonia, 
congestive heart failure, dementia and 

; depression. On the most recent MOS (minimum 
· data set), a 30-day Medicare assessment with an 
ARD (assessment reference date) of 1/20/17, 
Resident #19 was coded as being moderately 
cognitively impaired for making daily decisions, 
scoring eight out of 15 on the BIMS (brief 
interview for mental status). She was coded as 
not having received medications for anxiety 
during the look back period. Resident #19 was 

i discharged from the facility on 1/27/17. 

I 
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records. Medications given reflected 
physician orders for all records reviewed. 
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administered according to physician 
orders. Issues identified will be 
investigated and addressed, including 
staff re-education or counseling as 
indicated. Audits will be completed on 
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monthly for 60 days. Audits will be 
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A review of the final FRI (facility reported incident) 
submitted to the state agency on 12/30/16 
revealed, in part, the following: "This letter is 
provided as written follow up to the investigation 
of an unusual occurrence, medication error. On 
12/26/16, facility reported a medication error 
involving resident [name of Resident #19]. 
[Resident #19] was noted with increased 
drowsiness by nursing supervisor during rounds 

• on 12/25/16. Upon resident assessment, family 
I interview, and clinical record review, supervisor 
• noted resident received Valium 8 mg (milligrams) 
by (RN (registered nurse) #10. Physician ordered 
Valium 1 mg po (by mouth) for anxiety/agitation. 
An investigation was conducted regarding the 
medication error. [RN #10] was placed on 
suspension, pending investigation on 12/26/16. 
Physician and RP (responsible party) were 
notified of medication error on 12/25/16. New 
orders received and updated plan of care, 
including psych (psychology) consult for agitation 
and behaviors. Resident's drowsiness subsided 
within 24 hours. Lab (laboratory) results revealed 
no adverse reaction, no other changes in 
condition noted to resident. Upon personnel file 
review, counseling, and interview with [RN #10] 
facility met with RN on 12/29/2016 to discuss final 
investigation. [RN #1 OJ resigned from her 
position." 

A review of the physician's orders for Resident 
#19 revealed, in part the following: "Valium Tablet 
2 mg Give 1 mg by mouth as needed for 1 mg po 
qhs (every evening) prn (as needed) for 
anxiety/agitation." This order was written and 
signed by the physician on 12/23/16. 

A review of the MAR (medication administration 
record) for December 2016 revealed RN #10's 
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initials in two boxes for the Valium order stated 
above. One box contained the following 
information: [RN #1 O's initials], 1800 (6:00 p.m.) 
E (effective)." The other box contained the 
following information: [RN #1 O's initials], 2003 
(8:03 p.m.) E (effective)." 

A review of the nurses' notes for Resident #19 
revealed the following: 

-12/24/16 at 8:39 p.m.: "Pt (patient) list of 
medications taken at home shows that pt take 
100 mg of diazepam (Valium) every evening prior 
to bed. Coming from hospital, Pt was given half a 
2 mg tablet which is 1 % of her previous strength. 
Pt showed hostility to family by trying to hit them, 
throwing water at them and swearing at them 
when they came close. Family said they had 
mentioned discrepancy to Nurse upon 

, admissions but stated they were told they would 
need a psychiatric consultation to get anything 
changed. Since the orders were as needed pt 
was given 8 addition (sic) mg of diazepam and 
after half an hour calmed down and talked 
normally with her daughter who is a nurse. 
Family will ask for psychiatric meeting and will 
contact Dr. (doctor) for further assistance on 
dosage. Family reported that Pt had been taking 
100 mg of diazepam prior to bed for the last 8 
years prior to her recent hospitalization." This 
note was signed by RN #10. 

- 12/25/16 at 4:26 p.m.: "Home medication list 
, and current medication list reviewed by this nurse 
with the patient and daughter, [name of 
daughter], at bedside. N.O. (new order) to 
discontinue Valium and to monitor patient for 
behaviors. New order received for psych 

: (psychiatric) consult. Daughter, [name of 
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daughter], is requesting to be notified the day of 
the psych consult so that she can come hear 
what the psychiatrist has to say. Patient is 
currently restringing (sic) in bed; noted to be 
drowsy but in pleasant mood. Denied headache 
at this time, denied SOB (shortness of breath). 
Primary nurse notified of new orders." This note 
was signed by RN #8, a care manager. 

- 12/25/16 at 7:12 p.m.: "Pt [patient] is alert and 
oriented but lethargic at time (sic) and able to 
arouse for conversation when you get her up. Pt 
receiving skilled care r/t (related to] PNA 
[pneumonia]. Pt is able to verbalize needs know 
(sic) to staff. Pt continue (sic) to be monitored for 

. increase (sic) lethargy and depression. Pt's 
, husband and family have been here and kept her 
' comfortable." This note was signed by LPN 

(licensed practical nurse) #11. 

-12/25/16 10:27 p.m.: "Pt has been stable, no 
adverse reactions noted." This note was signed 
by LPN (licensed practical nurse) #11. 

-12/26/16 at 11:28 a.m.: "Late Entry Note: 
Writer is clarifying an entry made on December 
24, 2016 at 2039 (8:39 p.m.). Writer stated that 
pt takes 100 mg of diazepam every evening at 

: home but upon reviewing the home medication 
reconciliation record, writer noted the pt takes 
100 mg of trazadone (sic) (2) at home." This note 
was written by RN #8. 

A review of Resident #19's comprehensive care 
plan dated 12/25/16 revealed, in part, the 
following: "[Resident #19] uses psychotropic 
medications r/t Behavior management, disease 
process, anxiety, major depression 
disorder ... Administer medications as ordered. 
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Monitor/document for side effects and 
• effectiveness." 

A review of the facility document "Controlled 
Medication Utilization Record" revealed, in part, 

· the following: "Diazepam 2 mg Tablet 0.5 tab 
(tablet) (1 mg) by mouth daily at bedtime as 
needed for anxiety or agitation ... 12/24, 2100 (9:00 
p.m.), Dose given - 8." This line of the document 
contained the initials of RN #10. 

A review of laboratory test results for Resident 
#19 dated 12/27 /16 revealed no evidence that 
any of the resident's results were critically high or 

· low, as compared to the normal range. 

A review of the facility's investigative file regarding 
• this incident revealed a statement signed by RN 
#10 dated 12/25/16. Review of this statement 
revealed, in part, the following: "On December 24 
I had rooms [number of rooms] on [name of unit]. 
At about 1700 (5:00 p.m.), I gave [Resident #19] 
who had been admitted the previous evening in 
[room number] 1 mg tablet of Diazepam. It was 
half of a 2 mg pill. The instructions were to give 1 
mg at bedtime as needed for anxiety. Later that 
evening I was approached by a family group 
consisting of one of her daughters, a son-in-law, 
a grandson, her husband another male family 
member. They stated the pt had tried to hit them, 
swore at them, and threw cups of water at them. 
They said that she must be under medicated and 
that she had never acted like that at home. I told 
them I had given her 1 mg of Diazepam earlier 
and they stated she took larger doses of the 
medication at home. I asked them if that was the 
medication and they said yes. I asked if they had 

! 

a list of medications they had given the hospital. 
No one had that so the one daughter began to 
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call 2 other daughters who were nurses and ask 
them about the medication and the dosages. 
One did not answer the phone and the other did 
not have precise information. I volunteered that 
the doctor was being cautious. I also knew 
[name of another resident] had a prn for 5 mg of 
Diazepam every 8 hours for anxiety. The 
daughter here asked if the hospital had send (sic) 
over a list of medications she was taking when 
she entered the hospital. I said I would look in 

1 the [room number) folder. Looking through I saw 
the list of Home Medications. At the bottom of 
the page I saw Trazadone (sic) 100 mg tablet was 
on the list. The daughter was looking at the list 
too. Somehow in my mind I was thinking 
Diazepam. I asked how much the mother 
weighed. They said 180 lbs (pounds). Thinking 
that she had taken 100 mg Diazepam at bedtime 
in the past, I gave 8 additional mg and 
documented it in the Health Notes. I read the 
directions about giving one tablet at bedtime as 
needed but also interpreted as needed to mean 
more could be given if the 1 mg was not 
sufficient. Later another daughter (one of the 
nurses) arrived and said the mom seemed calm 
and did not need any more medication and that 

, her mother was speaking normally. Later when I 
gave the 2100 (9:00 p.m.) medications the 
mother was pleasant and asked about separating 
the pills and applesauce when she received her 
morning meds. I said I would put a note on the 
med (medication) cart. Today when I came to 
work I talked to [name of RN #8) about getting an 
air mattress to help [name of another resident]'s 
pressure sore and also mentioned giving the 8 

' extra Diazepam to [Resident #19). Now of course 
I understand the mistakes I made about 

! interpreting the medication administration 
directions and that I also transposed the two 
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! different medications. I will double check the 
• directions when I administer narcotics in the 
future follow them (sic). If I am not clear I will ask 
another experienced nurse. Also I think I have 
learned a lesson about believing everything a 

! family member says about a situation without 
· verifying it with the physician." 

Further review of the investigative file revealed 
the document "Just Culture Investigation 
Documentation Form." The form was dated 
12/29/16, and stated, in ps:1rt: "[RN #10] 

. administered an incorrect dose of Diazepam 
without a provider order to a patient, which 
resulted in a major medication error. The patient 
experienced a change in mental status and the 
dose of the Diazepam (8 mg) and the justification 
for administration is considered a chemical 
restraint to the patient. Nursing staff must follow 
provider orders and only administer medications 
for which they have an order for and within safe 
administration guidelines. [RN#10) should have 
clarified the order with the patient's attending 
provider before administering the dose of the 
medication. [RN #10) explained that she 
confused the dose of Diazepam with the patient's 
reported home dose of Trazadone (sic) and 
administered the medication based upon her own 
nursing judgmenUinterpretation of the written 
order. The patient's family and attending MD 
were notified. Patient was monitored for changes 
in health condition and lab (laboratory) work was 
obtained. Medication order was discontinued and 
changed to a safe dose range for the patient. 
[RN #10) was placed on administrative leave 
pending investigation." 

On 6/28/17 at 11 :30 a.m., RN #3 was interviewed. 
She worked in Resident #19's vicinity during 
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12/24/16 through 12/26/16. She stated she 
remembered Resident #19, but was never 
assigned to care for her, and did not remember 
any specifics about Resident #19. 

On 6/28/17 at 11 :32 a.m., CNA (certified nursing 
assistant) #3 was interviewed. She stated 
Resident #19 was "not with it." She stated she 
would lash out, especially with her family. She 
stated the resident's family "would come in and 
aggravate her." She stated she did not 
remember specifically anything about Resident 
#19 from 12/24/16 through 12/25/16. 

Attempts to interview LPN #11 during the survey 
were unsuccessful. 

On 6/28/17 at 11 :40 a.m., RN #8 was interviewed. 
She stated: "[Resident #19] was a new admit. 
Her family was pushy and invasive." She stated 
she was not present in the building when RN #10 
gave the incorrect dose of Valium to Resident 
#19. She stated RN #10 identified the medication 
error inadvertently during a conversation. RN #8 
stated: "It happened on Saturday evening, and 
we identified it on Sunday. The nurse came and 
told me she'd had trouble on 12/24/16. She told 
me how she'd handled it. It was clear she had no 
idea what she had done." When asked about 
Resident #19's behaviors, RN #8 stated the 
resident experienced anxiety, frequent crying, and 
depression. She needed something prn, and the 

, Valium was appropriately prescribed. This was a 
new nurse (referring to RN #10). She had 
struggled during orientation." She stated RN #10 
thought the terms 'at hs (bedtime)' and 'as 
needed' were two separate instructions, and that 
she could give both. She stated: "[RN #10] also 

i confused the Diazepam and the Trazodone. She 
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did not call anyone for clarification." RN #8 stated 
when she began to understand what had 
happened, she looked at the resident's MAR, the 
narcotic count sheet, and the resident's supply of 
Valium in the medication card. RN #8 stated: "I 
verified what she had done, and I went to assess 
the resident." She stated Resident #19 was 
drowsy, but arousable and alert when awakened. 
She stated she called the physician, who told her 
to continue to monitor the resident closely for the 

1 next 12 hours or so. RN #8 stated: "Valium has 
a relatively short half-life, and we were on the end 
of that time frame." She stated the facility also 
arranged for a psychology consult for Resident 
#19 "very quickly." 

On 6/28/17 at 1:15 p.m., ASM (administrative 
staff member) #2, the director of nursing, was 
interviewed. She stated that RN #10 had 
required an extended orientation, but she felt RN 
#10 was ready to work the floor. She stated that 
as soon as the facility staff became aware of the 
medication error, RN #10 was suspended. 
Ultimately, RN #10 was called back to the facility 
to meet with her (ASM #2) and representatives 
from human resources. She stated during this 
meeting, RN #10 resigned. At this time, ASM #2 
informed the surveyor that the facility had put an 
action plan in place to correct this deficiency. 
The surveyor requested a copy of the action plan, 
and of credible evidence that the facility had 
completed all points of the plan. 

On 12/28/17 at 5:50 p.m., ASM (administrative 
staff member) #1, the administrator, ASM #2, RN 
#2, a care manager, and RN #8 were informed of 
these concerns. 

, A review of the facility professional standard 
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printout "Safe medication administration 
practices, long-term care" revealed, in part the 
following: To promote a culture of safety and 
prevent medication errors, nurses must adhere to 
the 'rights of medication administration:' identify 
the right resident ... select the right medication, 
give the right dose, give the medication at the 
right time, give the medication by the right route, 
and provide the right documentation." 
This information was printed from the website 
http ://procedures. lww. com/I np/view. do ?pld= 1970 
995&hits (a Lippincott website). 

A review of the facility policy "Medication 
Procedure" revealed, in part, the following: 
"Medications will be given according to doctor's 
prescribed time and dosage ... Medication dosage 
- check MAR for dosage, correct time and 
amount to be administered. Check dosage with 
medication dispensed by pharmacy for accuracy." 

On 12/28/17 at 3:30 p.m., ASM #2 presented the 
surveyor with the document "QA (quality 
assurance) Action Plan." This document stated, 
in part, the following: "Medication error - psych 
med for resident w/ (with) behaviors. Corrective 
Action: 1. MD/RP notification for resident 
identified. New drugs received. Care plan 
updated. 2. Responsible nurse was educated 
and counseled. How other residents at risk for 
related non-compliance will be identified and what 
corrective actions will be taken: Review all 
residents receiving psych meds for change in 
condition, behaviors ... Follow up as indicated. 
System Changes to maintain compliance: 1. 
Licensed nurses will be educated on medication 
administrations - avoiding errors. 2. Care 
manager or designee will review all residents with 

1 

new psych meds [medications] and/or residents 
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with behaviors assess and intervene as indicated. 
Monitoring for effectiveness of New Systems and 
Compliance: DON (director of nursing) or 
designee will audit 10% of residents receiving 

' psych meds and conduct QA audit regarding 
medication admin (administration), physician 

' order and clinical record. Review monthly X 3 
months (for 3 months). Findings will be reported 
to QAPI (quality assurance performance 
improvement) committee monthly for review and 
adjust plan accordingly." At this time, ASM #2 
also provided the surveyor with a file folder, which 
she stated contained the credible evidence that 
this plan had been implemented. A review of the 
credible evidence by the surveyor failed to reveal 
evidence of a complete audit by the facility staff of 
all residents receiving psychoactive medications 
at the time of the medication error. It also failed 
to reveal evidence of the monthly audits outlined 
in the plan. It also failed to reveal evidence that 
all licensed nurses had been educated regarding 
medication administration and order clarification 

! as outlined in the plan. When asked about this, 
ASM #2 stated: "You are right. I cannot provide 
that evidence." 

No further information was provided prior to exit. 

(1) "Diazepam (generic for Valium) is used to 
relieve anxiety, muscle spasms, and seizures and 

' to control agitation caused by alcohol withdrawal." 
This information is taken from the website 
https://medlineplus. gov/druginfo/meds/a68204 7. h 
tml. 

i (2) "Trazodone is used to treat depression. 
Trazodone is in a class of medications called 
serotonin modulators. It works by increasing the 
amount of serotonin, a natural substance in the 
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brain that helps maintain mental balance." This 
information is taken from the website 
https ://med lineplus.gov/d ruginfo/meds/a681 038. h 
tml. 

F 441 INFECTION CONTROL, PREVENT SPREAD, 
SS=D LINENS 

CFR(s): 483.80(a)(1 )(2)(4)(e)(f) 

(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: 

(1) A system for preventing, identifying, reporting, 
investigating, and controlling infections and 
communicable diseases for all residents, 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 (facility assessment 
implementation is Phase 2); 

(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 
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1 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. 

(4) A system for recording incidents identified 
under the facility's IPCP and the corrective 
actions taken by the facility. 

(e) Linens. Personnel must handle, store, 
process, and transport linens so as to prevent the 
spread of infection. 

(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, clinical record review, 

staff interview, and facility document review, it 
was determined that the facility staff failed to 
provide incontinent care in a manner to prevent 

, the spread of infection for one of 29 residents in 
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the survey sample; Resident #10. 

The facility staff failed to change gloves when 
moving from a dirty to clean task during Resident 
#1 O's incontinent care. The facility staff also 
failed to wash or sanitize hands after incontinent 
care and before using sign language to 
communicate with Resident #10, a deaf and blind 
resident who touches the hands of care givers to 
receive the communication being signed. 

The findings include: 

Resident #10 was admitted to the facility on 
2/29/08 and most recently readmitted on 3/13/17 
with the diagnoses of but not limited to altered 
mental status, diabetes, bipolar, chronic kidney 
disease, human immunodeficiency virus, 

, acidosis, chronic pain syndrome, delusional 
disorder, adrenal gland disorder, glaucoma, stage 
4 breast cancer with metastasis, deafness, and 
blindness. 

The most recent MOS (Minimum Data Set) was a 
, quarterly assessment with an ARD (Assessment 

Reference Date) of 3/28/17. Resident #10 was 
coded as being cognitively intact, scoring a 15 out 

, of a possible 15 on the BIMS (Brief Interview for 
: Mental Status) exam. The resident was coded as 
I requiring limited to extensive assistance for 
' transfers; supervision to limited assistance for 
ambulation; supervision for hygiene; limited 
assistance for bathing; independent for eating; 
and as generally continent of bowel and bladder, 

, with incontinence at times. 

On 6/28/17 at 7:50 a.m., incontinent care was 
observed on Resident #10 being performed by 
CNA #6 (Certified Nursing Assistant). The 
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' resident was noted to have voided and stooled in 
her brief. CNA #6 was observed to clean the 
resident of urine and feces and remove the soiled 
brief. CNA #6 then applied a clean brief to the 
resident without first changing her gloves and 
washing her hands, after cleaning the resident of 
stool. Once finished, CNA #6 then removed the 
contaminated glove from her right hand and 
signed with the resident. The staff communicates 
with the resident by sign language into the 
resident's hands wherein she can feel what is 
being signed. The CNA did not sanitize or wash 
her hands after removing the contaminated glove, 

' before allowing the resident to touch her hands 
for signing. 

On 6/28/17 at 1 :41 p.m., in an interview with CNA 
#6, she stated that she did not know to change 
gloves from dirty task to clean task. CNA #6 
stated she did not realize that signing with the 
resident before washing her hands was an 
infection control issue. 

A review of the facility policy, "Routine Hand 
Hygiene" documented, "Routine hand hygiene will 
be performed: ... 3. Between tasks (related to 
patient care) as appropriate." 

In addition, the facility provided the procedures 
· used in the on-site CNA training program for 

incontinence care. This procedure, titled 
"Lippincott Procedures - Incontinence briefs and 

. pad handling, long-term care" documented, " .... If 
1 the briefs or pad is soiled, and the resident is 
I lying in bed, remove the briefs or pad; roll the pad 
! or briefs toward the inside soiled area during 

removal. ..... lmmediately clean the resident's skin 
gently ...... Remove and discard your gloves. 
Perform hand hygiene. Put on clean 
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gloves ..... Replace the soiled briefs or pad with a 
clean one .... " 

On 6/28/17 at 6:00 p.m., the Administrator (ASM 
#1 - Administrative Staff Member), the DON 
(Director of Nursing - ASM #2) and the care 
manager, (RN - Registered Nurse #2) were made 
aware of the findings. No further information was 
provided by the end of the survey. 

F 513 X-RAY/DIAGNOSTIC REPORT IN 
SS=D RECORD-SIGN/DATED 

CFR(s): 483.50(b)(2)(iv) 

(b) Radiology and other diagnostic services. 

(2) The facility must-

(iv) File in the resident's clinical record signed and 
dated reports of radiologic and other diagnostic 

• services. 
This REQUIREMENT is not met as evidenced 
by: 
Based on staff interview, facility document review 

and clinical record review, it was determined that 
the facility staff failed to file an x-ray report in the 
electronic clinical record for one of 29 residents in 

' the survey sample; Resident #12. 

An x-ray completed on 6/20/17 and 
, acknowledged as read by the physician on 
: 6/21/17, was not filed in the clinical record for 
1 Resident #12 when the record was reviewed on 
: 6/28/17 and 6/29/17. 

The findings include: 

Resident #12 was admitted to the facility on 
, 5/4/16 and readmitted on 6/19/17, (after an 

I 
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overnight only stay in the hospital emergency 
room for evaluation), with diagnoses that included 
but were not limited to: dementia, high blo_od 
pressure, anxiety, insomnia, depression, 
abnormal weight loss and protein calorie 
malnutrition. 

The most recent MOS (minimum data set), an 
annual assessment, with an assessment 
reference date of 5/18/17, coded the resident as 
being severely impaired to make daily cognitive 
decisions. Resident #12 was coded as requiring 
limited assistance of one staff member for 
moving in the bed and dressing, extensive 
assistance of one staff member for transfers and 
toileting, and as independent after set up 
assistance was provided for eating. Resident #12 
was not coded for any impairment in her range of 
motion. In Section J - Health Conditions, the 
resident was coded as having had two falls 
without injuries. 

On 6/19/17, the physician order documented, 
"Right rib x-ray one time only for pain, fall for 2 
days." 

The review of the electronic medical record did 
not evidence the results of the x-ray. 

The "Fall Investigation" dated, 6/18/17, 
documented in part, "Mental Status: X-ray 
revealed broken 7th and 8th right lateral rib 
fractures." 

The "Department of Radiology" report dated, 
6/20/17, documented in part, "There is a fracture 
of the ninth and 10th lateral ribs, with slight 
displacement, possible involving the eighth lateral 

i rib as well. These are probably acute or recent. 
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Impression: Right sided lateral rib fractures as 
mentioned." The attending physician 
documented his review of the report on 6/21/17. 

An interview was conducted with LPN (licensed 
practical nurse) on 6/29/17 at 11 :40 a.m. When 
asked who is responsible for filing the x-ray 
results in the clinical record, LPN #1 stated, "The 
nurses get the results. We call or send them to 
the doctor and after we receive it back from the 
doctor it goes in a folder for medical records to 
scan it into the medical record." 

An interview was conducted with other staff 
member (OSM) #1, the medical records staff 
member on 6/29/17 at 11 :41 a.m. When asked 
about the process followed for filing x-ray results 
into the clinical record, OSM #1 stated, "Once 
they are signed by the doctor, there is a folder on 
each station with things that need to be scanned 
in the computer. I check the folders daily," When 
asked why the x-ray report dated 6/20/17, signed 
by the doctor on 6/21/17 was not in Resident 
#12's clinical record, OSM #1 stated, "Lately, I'm 
behind. It was in the building. I guess the care 
coordinator had it in her scan book. They review 
it and then put it in my folder. I didn't have it." 
OSM #1 was asked for a policy on the filing of 
x-ray reports in the clinical record. 

On 6/29/17 at 12:10 p.m., OSM #1 provided a 
copy of a facility policy, "Medical Record" that 
documented in part: "All medical/clinical 
information, including MDS and Care plans will be 
documented in electronic medical record, with 
exception that documents completed outside of 
community will be scanned into electronic 
medication record." 
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The administrator and director of nursing were 
made aware of the above concern on 6/29/17 at 
1:15 p.m. 

No further information was provided prior to exit. 

F 514. RES 
SS=D , RECORDS-COMPLETE/ACCURATE/ACCESSIB 

LE ' 

CFR(s): 483.70(i)(1)(5) 

(i) Medical records. 
' (1) In accordance with accepted professional 
standards and practices, the facility must 
maintain medical records on each resident that 
are-

(i) Complete; 

(ii) Accurately documented; 

(iii) Readily accessible; and 

(iv) Systematically organized 

(5) The medical record must contain-

(i) Sufficient information to identify the resident; 

(ii) A record of the resident's assessments; 

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

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

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

(vi) Laboratory, radiology and other diagnostic 
services reports as required under §483.50. 
This REQUIREMENT is not met as evidenced 
by: 
Based on resident interview, staff interview, 

facility document review, and clinical record 
review, it was determined that facility staff failed 
to ensure a complete and accurate clinical record 
for three of 29 residents in the survey sample, 
Resident #2, #23 and #1. 

1. The facility staff failed to provide documented 
evidence that Resident #2 was given a bath or 
shower for the month of April 2017. 

2. The facility staff failed to document weekly 
wound measurements/assessments of Resident 
#23's stage two pressure ulcers (1) to the sacrum 
and the right buttock that the resident had upon 
admission to the facility on 2/22/17. 

3. Resident #1 's clinical record contained 
documents that belonged to another resident. 

The findings include: 

1. The facility staff failed to provide documented 
evidence that Resident #2 was given a bath or 
shower for the month of April 2017. 

Resident #2 was admitted to the facility on 
' 9/25/2015 with diagnoses that included but were 

not limited to syncope/collapse, high blood 
pressure, failure to thrive, heart failure, peripheral 
vascular disease, and dementia without 

, behavioral disturbance. Resident #2's most 
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measurements/assessment for resident 
#23 will be completed weekly and 
assessments documented in the EMR. 
The misfiled document was removed from 
Resident #1 clinical record on 6/30/2017. 

2. All residents have the potential to be 
affected by this deficient practice. 

I 

3. Nursing staff will be re-educated on 
documentation requirements, including 
baths and wound measurements, to 
ensure complete and accurate records. 
Nursing staff and Medical records will be 
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recent MDS (minimum data set) assessment was 
a quarterly assessment with an ARD 
(assessment reference date) of 4/4/17. Resident 
#2 was coded as being moderately cognitively 
impaired in the ability to make daily decisions 
scoring 11 out of 15 on the BIMS (Brief Interview 
for Mental Status) exam. Resident #2 was coded 
as requiring supervision only with transfers, 
ambulation, personal hygiene, and locomotion; 
and independent with meals. 

Resident #2 was coded as an "8/8" for bathing in 
Section G "Functional Status," of the 4/4/17 MDS 
assessment indicating that this activity did not 
occur over the entire 7 day period. 

On 6/28/17 at 1 :50 p.m., an interview was 
· conducted with Resident #2. When asked if she 
received her scheduled showers, Resident #2 
stated, "I always get them." Resident #2 had no 
concerns regarding showers or bathing. 

On 6/29/17 at 7: 15 a. m., a copy of Resident #2's 
ADL (activities of daily living) tracker for bathing 
was requested from RN (registered nurse) #2, the 
care manager. 

' On 6/29/17 at 7:30 a.m., RN #2 stated, "There 
was no bathing documented for April. It looks like 
it wasn't done." 

On 6/29/17 at 8:06 a.m., an interview was 
conducted with CNA (certified nursing assistant) 
#14, a CNA who regularly works with Resident 
#2. When asked about the process followed for 
documentation after she gives a resident a 
shower, CNA#14 stated that she will document 
on the ADL care tracker that a shower was 

, completed. CNA#14 stated that it should also be 
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x-ray/diagnostic reports, consults, or other 
documents requiring filing in the medical 
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documented if a resident did not receive a 
shower. When asked it was ever ok to not 
document whether a shower was completed or 
not, CNA#14 stated, "No. There's no excuse." 
CNA #14 stated that whenever she has Resident 
#2, she will give the resident a shower. CNA#14 
stated, "She usually gets them on Thursday 
nights when I work." When asked if CNA #14 

, worked with Resident #2 back in April of 2017, 
CNA #14 stated that she was out most of April for 
surgery. 

On 6/29/17 at 10:38 a.m., an interview was 
' conducted with RN (registered nurse) #1, the 

MDS coordinator. When asked what 8/8 meant 
on the MDS for bathing, RN #1 stated that the 
activity did not occur or they could not find the 
documentation to support that bathing was 
completed. 

On 6/29/17 at 4:50 p.m., ASM (administrative 
staff member) #1, the administrator and ASM 2, 
the DON (Director of Nursing) were made aware 
of the above concerns. 

The facility policy titled, "Medical Record," 
documents in part, the following: "Clinical 
Records are maintained on each resident in 
accordance with federal and state regulations and 
within accepted professional standards and 

· practices. The clinical record shall be accurate, 
complete, and present organized clinical 
information about each resident in a manner that 
is readily accessible for resident care." 

No further information was presented prior to exit. 

2. The facility staff failed to document weekly 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:NB1L11 

PRINTED: 03/22/2018 
FORM APPROVED 

0MB NO 0938-0391 
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 

COMPLETED A. BUILDING _______ _ 

B. WING _________ _ 

ID 
PREFIX 

TAG 

STREET ADDRESS, CITY, STATE, ZIP CODE 

360 HOSPITAL DRIVE 

WARRENTON, VA 20186 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

F 514 

06/29/2017 

(XS) 
COMPLETION 

DATE 

Facility ID: VA0261 If continuation sheet Page 174 of 181 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 

CENTERS FOR MEDICARE & MEDICAID SERVICES 

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

495233 

NAME OF PROVIDER OR SUPPLIER 

FAUQUIER HEALTH REHABILITATION & NURSING CENTER 

(X4)ID SUMMARY STATEMENT OF DEFICIENCIES 

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL 

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) 

F 514 Continued From page 174 

wound measurements/assessments of Resident 
! #23's stage two pressure ulcers (1) to the sacrum 

and the right buttock that the resident had upon 
admission to the facility on 2/22/17. 

Resident #23 was admitted to the facility on 
2/21 /17 with diagnoses that included but were not 
limited to: displaced intertrochanteric fracture of 
the left femur, high blood pressure, vascular 
dementia without behavioral disturbance, 

' non-traumatic intracranial hemorrhage, anxiety 
disorder and major depressive disorder. 
Resident #23's most recent MOS (minimum data 
set) was a quarterly assessment with an ARD 
(assessment reference date) of 5/15/17. Resident 
#23 was coded as severely cognitively impaired 
in the ability to make daily decisions scoring 99 

, out of 15 on the SIMS (Brief interview for Mental 
Status) exam. Resident #23 was.coded as 
requiring extensive assistance from two plus 
persons with transfers; extensive assistance from 
one person with dressing, and personal hygiene; 
and total dependence on staff with bathing. 

Review of Resident #23's nursing notes revealed 
the following admission note dated 2/22/17: 
"Patient receiving skilled care for L (left) hip fx 
(fracture). VS (Vital signs) stable A&O (alert and 
oriented) x1 (to self), remains incontinent of 
bowel and bladder. Incision to L lateral femur, L 
hip, sutures in place. no (sic) s/s 
(signs/symptoms) infection noted. no (sic) c/o 
(complaints) pain this shift. bed (sic) monitor in 
place for fall prevention. call (sic) bell in reach. 
working (sic) with therapy." 

The next note dated 2/22/17 documented the 
i following: "Stage 2 pressure to sacrum measuring 
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3 cm (centimeters) x 2 cm (centimeters) x 0.1 
cm. Wound bed pink, new treatment orders 
initiated. Intact blister to right buttock measuring 
2 cm x 0.5 cm, new treatment orders initiated." 

No other nursing notes were found in the clinical 
record regarding Resident #23's stage two 
pressure ulcers. 

Review of Resident #23's weekly skin observation 
sheet dated 3/21/17, documented the following: 
"Site: Right buttock, Type: Pressure, Length: 0, 
Width: 0, Depth: 0. Site: Sacrum, Type: Pressure, 
Length: 0, Width: 0, Depth: O ... Comments: R 
(right) buttock PU (pressure ulcer) has resolved, 
scar remains Sacrum PU has resolved, scar 
remains." 

Review of Resident #23's February and March 
2017 TARs (Treatment administration record) 
revealed that weekly skin observation 
assessments were checked as being completed 
on the following dates: 

2/27/17, 3/6/17, 3/13/17, and 3/20/17. 

Weekly skin assessment sheets for the above 
dates did not address the stage two pressure 
ulcers to Resident #23's right hip and sacrum. 

Further review of Resident #23's February and 
March 2017 TARS revealed that treatments were 
put into place and completed until both stage two 
pressures sores healed on 3/21/17. 

Review of Resident #23's care plan dated 
3/14/17, failed to document the stage two 

i pressure ulcers to Resident #23's right buttock 
I and sacrum. 
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On 6/29/17 at 3:20 p.m., an interview was 
conducted with LPN (licensed practical nurse)# 
2, the nurse who works with Resident #23. When 
asked how often wound assessments were 
conducted, LPN #2 stated that wound 
assessments were conducted weekly. When 
asked what type of things were assessed and 
documented on the weekly wound sheets, LPN 
#2 stated that the location, appearance, size and 
stages of the wound were documented on a 
weekly wound observation sheet. LPN #2 was 
asked if she could find weekly wound 
assessments for Resident's #23's stage two 
pressure sores to her sacrum and right buttock. 
LPN #2 looked through the weekly wound 
observation sheets and then stated that she could 
only find the admission note and the weekly skin 
observation sheet dated 3/21 /17 when the 
pressure sores were documented as healed. 
LPN #2 stated that there should have been more 
documentation on the two stage two pressure 
ulcers. When asked if these pressure sores were 
healed, LPN #2 stated that Resident #23 did not 
have any pressure areas to her bottom. LPN #2 
stated that the wound care nurse practitioner 
usually assesses wounds behind the nurses. 

Notes from the wound care nurse practitioner 
could not be found regarding Resident #23's 
stage two pressure ulcers. 

On 6/29/17 at 4:50 p.m., ASM (administrative 
staff member) #1, the administrator and ASM #2, 
the DON (Director or Nursing) were made aware 
of the above concerns. 

The facility policy titled, "Skin and Wound Care" 
documents in part, the following: 
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"Documentation: .. 3. All pressure ulcers require 
weekly assessment and documentation includes 
(sic): stage, size, (measure head to toe and 
record greatest length X greatest width X greatest 
depth), and description of ulcer. 4. When there 
are several ulcers, each ulcer is assess (sic) 
individually." 

' No additional information was presented prior to 
'exit. 

[1) A pressure ulcer is an inflammation or sore on 
the skin over a bony prominence (e.g., shoulder 
blade, elbow, hip, buttocks, or heel), resulting 
from prolonged pressure on the area, usually 
from being confined to bed. Most frequently seen 
in elderly and immobilized persons, decubitus 
ulcers may be prevented by frequently change of 

1 position, early ambulation, cleanliness, and use of 
skin lubricants and a water or air mattress. Also 
called bedsores. Pressure sores. Barron's 
Dictionary of Medical Terms for the Non Medical 

; Reader 2006; Mikel A. Rothenberg, M.D. and 
Charles F. Chapman. Page 155. 

[2) Stage II pressure ulcer: Partial thickness loss 
of dermis presenting as a shallow open ulcer with 
a red pink wound bed, without slough. May also 
present as an intact or open/ruptured serum-filled 
blister. Further description: Presents as a shiny or 
dry shallow ulcer without slough or bruising. This 
information was obtained from the National 
Pressure Ulcer Advisory Panel website at 
http://www.npuap.org/pr2.htm. 

3. Resident #1's clinical record contained 

documents that belonged to another resident. 
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Resident # 1 was admitted to the facility on 
12/2/14 and most recently readmitted on 4/7/15 
with diagnoses that included but were not limited 
to: anemia, osteoporosis (1 ), hypertension (2), 
diabetes, and stroke (3). Resident# 1 's most 
recent MOS (minimum data set) an annual 
assessment with an ARD (assessment reference 
date) of 6/12/17 coded the resident as scoring a 

, 15 on the brief interview for mental status (BIMS) 
of a score of O - 15, indicating that Resident# 1 
was cognitively intact. Resident# 1 was coded 
as requiring extensive assistance of two+ staff 
with transfers on/off the toilet. 

During a review of Resident# 1's electronic 
clinical record a document belonging to another 
resident was noted to have been scanned into 
Resident# 1 's record. 

During an interview on 6/29/17 at 1:20 p.m. with 
OSM (other staff member)# 1, the medical 
records staff person, this was reviewed. OSM # 1 
stated, "I do audit the records, I just missed it." 

During an interview on 6/29/17 at approximately 
3:00 p.m. with ASM (Administrative staff member) 
# 1, the administrator, this concern was shared 
and a request for the facility policy was 
requested. 

Review of the facility policy "Medical Record, 
• 778-001" documented the following under 
"Purpose: Clinical records are maintained on 
each resident in accordance with federal and 
state regulations and within accepted 

: professional standards and practices. The 
: clinical record shall be accurate, complete and 
j present organized clinical information about each 
i resident in a manner that is readily accessible for 
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resident care. The facility will safeguard clinical 
record information to ensure confidentiality and to 
prevent loss, destruction, or unauthorized used. 
All information in medical records is 
confidential. .. " 

According to "Fundamental Nursing Skills and 
Concepts": Eighth edition, Chapter 3, pg. 36 
read: "Each healthcare setting requires accurate 
and complete documentation. The medical 
record is a legal document. ... Records must be 
timely, objective, accurate, complete and 
legible ... " 

No further information was provided prior to exit. 

References: 

(1) Osteoporosis -- Makes your bones weak and 
more likely to break. This information was 
obtained from the website: 
https://www.nlm.nih.gov/medlineplus/osteoporosi 
s.html. 

! (2) Hypertension: A condition present when blood 
· flows through the blood vessels with a force 
greater than normal. Also called high blood 
pressure, hypertension can strain the heart, 

, damage blood vessels, and increase the risk of 
heart attack, stroke, kidney problems, and death. 
This information was obtained from the website: 
https://www.ncbi.nlm.nih.gov/pubmedhealth/PMH 
T0024199/ 

(3) A stroke occurs when blood flow to a part of 
the brain stops. A stroke is sometimes called a 
"brain attack." If blood flow is cut off for longer 

, than a few seconds, the brain cannot get 
I nutrients and oxygen. Brain cells can die, causing 
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lasting damage. This information was obtained 
from the website: 
https://medlineplus.gov/ency/article/000726.htm. 
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! An unannounced Medicare/Medicaid revisit to the 
standard survey conducted 7/19/16 through 

, 7/22/16, was conducted 9/7/16 through 9/8/16. 

I 

One complaint was investigated during the 
, survey. The facility was in substantial compliance 
with the Federal and State Long Term Care 

I Regulations. 

: The census in this 113 certified bed facility was 
98 at the time of the survey. The survey sample 

I 

consisted of 12 current Resident reviews 
(Residents 101 through 111) and one closed 

'record reviews (Resident#112). 
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An unannounced Medicare/Medicaid standard 
survey was conducted 7/19/16 through 7/22/16. 
An extended survey was conducted on 7/21/16 
through 7/22/16. Significant corrections are 
required for compliance with 42 CFR Part 483 
Federal Long Term Care requirements. 
Immediate Jeopardy was identified in the area of 
Quality of Care at a Scope and Severity of 
pattern, level 4, and which constituted 
Substandard Quality of Care. The Life Safety 
Code survey/report will follow. 

The census in this 113 certified bed facility was 
103 at the time of the survey. The standard 
survey sample consisted of 18 current Resident 
reviews (Residents 1 through 18) and 3 closed 
record reviews (Residents 19 through 22). The 
expanded survey sample consisted of 10 current 
Resident reviews (Residents 14 through 18 and 
23 through 27). 

At the end of the findings: 

After accepting the plan for removal of Immediate 
Jeopardy from the Administrator, and determining 
that the Immediate Jeopardy was removed, the 
deficiency was assigned a Scope and Severity 
level of isolated, level 3. 

F 157 483.10(b)(11) NOTIFY OF CHANGES 
SS=E (INJURY/DECLINE/ROOM, ETC) 

I 

A facility must immediately inform the resident; 
consult with the resident's physician; and if 
known, notify the resident's legal representative 
or an interested family member when there is an 
accident involving the resident which results in 
injury and has the potential for requiring physician 
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: intervention; a significant change in the resident's 
, physical, mental, or psychosocial status (i.e., a 
: deterioration in health, mental, or psychosocial 
1 status in either life threatening conditions or 
: clinical complications}; a need to alter treatment 
, significantly (i.e., a need to discontinue an 
: existing form of treatment due to adverse 
1 consequences, or to commence a new form of 
: treatment}; or a decision to transfer or discharge 
1 the resident from the facility as specified in 
: §483.12(a). 

: The facility must also promptly notify the resident 
: and, if known, the resident's legal representative 
, or interested family member when there is a 
: change in room or roommate assignment as 
; specified in §483.15(e)(2); or a change in 
: resident rights under Federal or State law or 
1 regulations as specified in paragraph (b)(1) of 
: this section. 
I 

I 

, The facility must record and periodically update 
: the address and phone number of the resident's 
: legal representative or interested family member. 

I 

: This REQUIREMENT is not met as evidenced 
I by: 
; _ Based on staff and family interview, clinical 
: record review, and facility document review, and 
, in the course of a complaint investigation, it was 
: determined that facility staff failed to notify the MD 
: (Medical Doctor) and RP (Responsible Party} of a 
, change in condition for five of 27 residents in the 
survey sample; Resident #12, #19, #3, #14, and 
#18. 

1. a. For Resident #12, facility staff failed to notify 
' the physician and responsible party that her 
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I. On 08/12/16, MD and RP notification 09/04/16 

I 

1 

completed for Resident #12 to advise that 
1 Labetalol HCL was not 
I 
1 administered on 7 /17 & 7 /18. Charting for Res 
I 

1 #12 on 11/13/15 reflects that RP was aware of 

1 the order for Depakote. RP made request to 
! 
, discontinue order for Depakote that date. Res 

: #19 no longer resides in facility. Res #3 no 

: longer has order for daily weights. MD notified 

; on 08/12/16 that weights not obtained on 

: multiple dates April -July 2016 for Res #3. 
1 MD notified on 08/12/16 that Res #14 did not 
I 

1 receive scheduled dose ofCoumadin on 
I 

1 07/18/16. MD notified on 08/12/16 that Res 
I 

I #14 did not receive Advair on 7/8/16, 7/17/16, 
I 

1 and 7 /18/16. MD notified on 08/11/16 that 
I 
, Res #18 did not receive Advair on 6/29/16. 
I 

I 

I 

, 2. QA Director or designee will review 24 hour. 
I 

: report since 07/22/16 to identify any 

: meds not administered, missing weights or 

: documented bruising to current residents. QA 1 

' Director will review orders of current residents ' 
' I 

: with daily weights since 07/22/16 to identify 

: any weights that were not obtained. Any 

: variances identified will be investigated and the: 
' I 

, MD and/or RP notified as appropriate. : 
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Labetalol HCL (hydrochloride) (1) tablet was not 
administered on 6/17/16 and 6/18/16 because it 
was not available from pharmacy. 

b. The facility staff failed to notify Resident #12's 
RP (responsible party) of a new order for 
Depakote (1) prior to the medication being 
administered to the resident in October 2015. 

2. For Resident #19, facility staff failed to notify 
the RP (responsible party) about a bruise of 
unknown origin that occurred on 12/5/15. 

3. The facility staff failed to notify the physician 
that Resident #3's weights were not obtained as 
ordered on multiple dates in April, May, June and 
July 2016. 

, 4. a. The facility staff failed to notify the physician 
when Coumadin (a blood thinner (2)) was not 
administered to Resident #14 as ordered. 

b. The facility staff failed to notify the physician 
when (used to treat asthma and chronic 
obstructive pulmonary disease (3)) was not 
administered to Resident #14 as ordered. 

5. The facility staff failed to notify the physician 
when Advair was not administered to Resident 
#18 as ordered. 

The findings include: 

1. a. For Resident #12, facility staff failed to notify 

1 

the physician and responsible party that her 
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facility policy entitled "Notification of 
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Clinical Coordinator, or designee will review 

24 hour report to ensure RP & MD notification 

documented. The 24 hour report 

identifies when medications are not 

administered, when daily weights not obtained, 

and any documented injuries of unknown 

origin, and if RP and/or MD notified. 

4. DON or designee will audit 25% of 24 hour 

reports on a weekly basis for 30 days and 

10 % monthly for 60 days. All audits will be 

turned into DON or designee for analysis and 

tracking of trends or patterns. A summary of 

this analysis will be provided to the QA 

committee. Variances identified during these 

audits will be thoroughly investigated, 

corrected as appropriate, and staff re-educated. 
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Labetalol HCL (hydrochloride) ( 1) tablet was not 
administered on 6/17/16 and 6/18/16 because it 
was not available from pharmacy. 

Resident #12 was admitted to the facility on 
4/6/15 with diagnoses that included but were not 
limited to urinary retention, brain bleed, high 
blood pressure, hypothyroidism, anxiety disorder, 
past history of stroke, and dementia with 
behavioral disturbance. Resident #12's most 
recent MDS (minimum data set) was a quarterly 
assessment with an ARD (assessment reference 
date) of 6/20/15. Resident #12 was coded as 
being severely cognitively impaired in the ability to 
make daily decisions scoring 99 on the SIMS 
(brief interview for mental status exam). Resident 
#12 was coded as requiring extensive assistance 
from staff with transfers, dressing, toileting and 
personal hygiene; and limited assistance with 
eating. 

• Review of Resident #12's POS (Physician Order 
Sheet) dated 6/9/16 documented the following 
order: "Labatolol (sic) HCL 100 mg (milligrams) 
via GT (gastronomy tube) every 12 hours two 
times a day for hypertension (high blood 
pressure)." 

Review of Resident #12's July 2016 MARs 
(Medication Administration Record) revealed that 
Resident #12 did not receive her Labetalol tablet 

, on 7/17/16 at 10:00 p.m. and 7/18/16 at 8:00 a.m. 
, The following number was documented under 
! these dates "9=other/see Nurses notes." 

Review of Resident #12's nursing note dated 
7/17/16 at 7:48 p.m. documented the following: 
"Labatolol (sic) HCL 100 mg q (every) 12 hours 
two times a day for HTN 
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(hypertension) ... pharmacy to send." 

\ 

Review of Resident #12's nursing note dated 
7/18/16 at 8:23 a.m. documented the following: 
"Labatolol (sic) HCL 100 mg q 12 hours two times 
a day for HTN (hypertension) ... pharmacy to 
send." 

There was no evidence in the clinical record that 
this medication was administered on these dates. 
There was no evidence that the physician or 
responsible party were made aware of the 
medication not being administered. 

On 7/20/16 at 12:00 p.m., an interview was 
conducted with LPN (licensed practical nurse) #1, 
regarding the process staff follows if a medication 
is not available. LPN #1 stated that you would 
check the stat (Immediate) box and if the 
medications are not in the stat box, call the 
pharmacy to have them send the medication. 
LPN #1 stated that if it is after pharmacy hours, 
she would call the backup pharmacy. When 
asked what back up pharmacy the facility uses, 
LPN #1 stated they (the facility) use (names of 
two local pharmacies). She stated that the 
physician would be notified if the medication was 
not available. 

, On 7/21/16 at 11:30 a.m., an interview was 
'I conducted with LPN #2, regarding the process 
, staff follows if a medication is not available and is 
also not available in the Stat box. LPN #2 stated 

, that she would call the pharmacy and if they can't 
I bring the medication in time, the refill request 
would go to their backup pharmacy. LPN #2 
stated that they use (name of local pharmacy) as 
their back up pharmacy. She stated that if there 

j are still issues with obtaining the medications 
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then nursing will have to notify the medical doctor 
and he may verbalize new orders for a substitute. 
LPN #2 could not find evidence that Resident #12 
received the above scheduled doses of the 

· Labetalol. 

On 7/21/16 at 1 :00 p.m., ASM (Administrative 
Staff Member) #1, the administrator was made 
aware of the above findings. 

The facility Policy titled, "Notification of Change," 
documents in part, the following: "The facility will 
immediately inform the resident and consult with 
the resident's physician, and if known, notify the 
resident's legal representative or an appropriate 
family member when there is a change in the 
resident's condition .... Procedure: ... 3. Nursing 
staff will notify the physician and responsible party 
or family member of change in the resident's 
condition. a. documentation of notification will be 
made in nursing notes . ..4. If the staff is unable to 
contact the physician or resident's responsible 
party or family, documentation of all attempts will 
be noted in the nursing notes. Documentation 
will include: a. contact person, b. time(s) of 
attempted contact c. if message was left (and 
with whom) d. method of contact. 5. If the staff is 
unable to contact the physician in a timely 
manner, the Medical Director of the nursing 
facility will be contacted." 

No further information was presented prior to exit. 

(1) Labetalol HCL (Hydrochloride) tablet- are 
indicated in the management of hypertension. 
This information was obtained from the National 
Institutes of Health. 
https://dailymed.nlm.nih.gov/dailymed/druglnfo.cf 
m?setid=56ab2ff4-14a6-4297-afd8-56b92e 1 f64a 
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b. The facility staff failed to notify Resident #12's 
I RP (responsible party) of a new order for 
. Depakote (1) prior to the medication being 
I administered to the resident in October 2015. 

· Resident #12's most recent MDS (minimum data 
set), a quarterly assessment with an ARD 
(assessment reference date) of 6/20/16, coded 
Resident #12 in Section N as having received 
anti-anxiety medication five out of the last seven 
days. 

On 7/21/16 at 1 :58 p.m., a telephone interview 
was conducted with Resident #12's RP 
(responsible party). Resident #12' s RP was 
asked if he was always notified when the resident 
had a change in condition or started a new 

I 

medication. Resident #12's RP stated once, an 
. employee called him regarding the resident's 
behaviors. Resident #12's RP stated he 

·1 suggested staff give the medication Ativan (2) to 
the resident and the employee stated Resident 

• #12 had been started on an anti-psychotic or 
I similar medication but he (Resident #12's RP) 
· couldn't recall the name of the medication. 
·1 Resident #12's RP stated staff never called when 
the medication was initially prescribed around 
October 25, 2015. Resident #12's RP stated staff 

I said they called regarding the new medication but 
they did not. 

I 

Review of Resident #12's clinical record revealed 
a physician's order dated 10/28/15 for Depakote 

I 250 milligrams twice daily. Review of Resident 
#12's October and November 2015 MARs 

: (medication administration records) revealed the 
resident received Depakote 250 milligrams once 
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on 10/28/15, twice on 10/29/15, twice on 
10/30/15, once on 10/31 /15 (the resident refused 
the evening dose on that date), twice from 
11 /1 /15 through 11 /12/15 and once on 11 /13/15. 
Resident #12 received a weaning dose of 
Depakote 250 milligrams each day from 11/14/15 
through 11/17/15. 

A nurse's note dated 10/28/15 documented, 
"Psychiatrist in, new orders received for Depakote 
250 mg (milligrams) BID (twice daily) ... Unable to 
reach son via telephone, will reattempt." 

A nurse's note dated 10/31/15 documented, "Pt 
(patient) getting out of control, several staff 
including myself have tried numerous times to 
reach son, she is yelling that staff is going to 
shoot her, yelling out random stuff, totally 
incontrollable, son has stated in the past that he 
will not allow any sedatives." 

• Another nurse's note dated 10/31/15 
I documented, "This writer spoke via telephone 
: with both son (RP) and emergency contact. Son 
and emergency contact both stated that pt. had 
been on Ativan in the past at HS (hour of sleep) 
and it 'worked regarding her insomnia and 
anxiety.' Call placed to MD (medical doctor)." 
The note failed to document Resident #12' s RP 

i was made aware of the new order for Depakote 
I initiated on 10/28/15. 
I 

I 

i Nurse's notes from 11/1/15 through 11/12/15 
· documented discussions with Resident #12's RP 

regarding other medications including Ativan and 
Seroquel (3) but failed to document the resident's 
RP was made aware of the 10/28/15 order for 
Depakote. 
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A nurse's note dated 11113115 documented, 
"Spoke with resident's son (name) via telephone. 
Resident's son would like to DIC (discontinue) 
order for Seroquel and Depakote based upon 
information he reviewed on the medications. 
Shared his concerns with (name of physician), 
received order to DIC Seroquel and wean 
resident from Depakote and psychiatrist consult 
order. Resident's son aware of new orders, 
primary nurse also provided update." 

Resident #12's comprehensive care plan revised 
on 11113115 documented in part, "(Name of 
Resident #12) was prescribed psychotropic 
medications (Depakote) because she is at risk for 
injury to self or others rlt (related to) alteration in 
cognition and memory impairement (sic) 
secondary to CVA (cerebrovascular accident 
[stroke]) as demonstrated by episodes of 
paranoia, aggression, auditory and visual 
hallucinations. (Order to wean and DIC 
(discontinue) medication per son's request 
11113115) ... " 

On 7121116 at 3:04 p.m., an interview was 
conducted with LPN (licensed practical nurse) #1 
regarding the process for RP notification of new 

, medication orders. LPN #1 stated, "Once we get 

I 

the order in, we let the family know. Most are 
okay with it. Some say 'no' then we have to call 
the doctor. The doctor talks to them to see what 
they want." LPN #1 was asked what should be 

, done if the RP doesn't answer the phone. LPN 

I #1 stated usually she leaves a message stating 

1 
there isn't an emergency but to call her back at 
the facility number. LPN #1 stated if the RP 
doesn't answer or call back by the next day then 

i they are supposed to try to call the RP again. 
I LPN #1 was shown Resident #12's nurse's notes 
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and asked to review the notes to see if staff 
re-attempted to notify Resident #12's RP 
regarding the new order for Depakote. LPN #1 
stated, "It doesn't say anything about that." 

'On 7/21/16 at 3:43 p.m., ASM (administrative 
staff member) #1 (the administrator) was made 
aware of the above concern. 

The facility policy titled, "Notification of Change" 
documented in part, "Policy: The facility will 
immediately inform the resident and consult with 
the resident's physician, and if known, notify the 
resident's legal representative or an appropriate 
family member when there is a change in the 
resident's condition. This will occur in 
accordance to the regulations as defined by the 
Center for Medicare and Medicaid Services. 
Guidelines: Notification of change shall include: 3. 
A need to alter treatment significantly means a 
need to stop a form of treatment to deal with a 
problem because of adverse consequences [e.g. 
adverse drug reaction] or commence a new form 
of treatment to deal with a problem [e.g. the use 
of any medical procedure, or therapy that has not 
been used on that resident before] ... " 

No further information was presented prior to exit. 

(1) "Valproic acid (Depakote) is used alone or 
with other medications to treat certain types of 
seizures. Valproic acid is also used to treat 
mania (episodes of frenzied, abnormally excited 
mood) in people with bipolar disorder 
(manic-depressive disorder; a disease that 
causes episodes of depression, episodes of 
mania, and other abnormal moods). It is also 
used to prevent migraine headaches, but not to 
relieve headaches that have already begun." 
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This information was obtained from the website: 
https://medlineplus.gov/druginfo/meds/a682412.h 
tml 
(2) "Lorazepam (Ativan) is used to relieve anxiety. 
Lorazepam is in a class of medications called 
benzodiazepines. It works by slowing activity in 
the brain to allow for relaxation." This information 
was obtained from the website: 1 

https://medlineplus.gov/druginfo/meds/a682053.h 

tml 

(3) "Quetiapine (Seroquel) tablets and 
extended-release (long-acting) tablets are used to 

treat the symptoms of schizophrenia (a mental 
illness that causes disturbed or unusual thinking, 
loss of interest in life, and strong or inappropriate 
emotions). Quetiapine tablets and 
extended-release tablets are also used alone or 
with other medications to treat episodes of mania 
(frenzied, abnormally excited or irritated mood) or 
depression in patients with bipolar disorder 
(manic depressive disorder; a disease that 
causes episodes of depression, episodes of 
mania, and other abnormal moods). In addition, 
quetiapine tablets and extended-release tablets 
are used with other medications to prevent 
episodes of mania or depression in patients with 
bipolar disorder. Quetiapine extended-release 
tablets are also used along with other 
medications to treat depression. Quetiapine 
tablets may be used as part of a treatment 

. program to treat bipolar disorder and 
I schizophrenia in children and teenagers. 
i ·auetiapine is in a class of medications called 

atypical antipsychotics. It works by changing the 
activity of certain natural substances in the brain." 
This information was obtained from the website: 
https://medlineplus.gov/druginfo/meds/a698019.h 

I tml 
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, 2. For Resident #19, facility staff failed to notify 
• the RP (responsible party) about bruising of 
, unknown origin that occurred on 12/5/15. 

: Resident #19 was admitted to the facility on 
3/20/15 and readmitted on 4/4/16 with diagnoses 

. that included but were not limited to acute and 
chronic respiratory failure, COPD (chronic 
obstructive pulmonary disease), chronic kidney 
disease stage 3, and high blood pressure. 

Resident #19's most recent MOS (Minimum Data 
Set) was a significant change assessment with an 
ARD (assessment reference date) of 4/6/16. 
Resident #19 was coded as being severely 

, cognitively impaired in the ability to make daily life 
i decisions on the staff assessment for mental 
status exam. Resident #19 was coded as 
receiving hospice services in section O (Special 
Treatments, Procedures and Programs) of the 
MOS. Resident #19 was coded as requiring 
extensive assistance from staff with bed mobility 
and personal hygiene; and total dependence on 
staff with bathing. 

Review of Resident #19's clinical record revealed 
a nurse's note dated 12/5/15 that documented the 
following: "Resident has multiple bruising to BUE 
(Bilateral Upper Extremity), new order to monitor 

• bruising until resolved. 

Review of Resident #19's "Weekly Skin Integrity 
Assessment" revealed that on 12/5/15 Resident 
#19 was noted to have bruising on her right arm, 
right breast, left arm and left breast. 

Review of Resident #19's December 2015 TAR 
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(Treatment Administration Record) revealed that 
Resident #19's bruise was being monitored after 
it was found. The TAR documented the following 

, order: "Monitor BUE (both arms, both breasts, 
hands) d/c (discontinue) when complete." This 
order was completed on 12/31/15. The resident 
was sent to the hospital on 12/21/15 before the 
order was complete. 

Review of Resident #19's November 2015 POS 
(Physician Order Sheet) signed by the physician 
on 12/3/15; revealed Resident #19 was on aspirin 
therapy ( 1 ) . 

Review of the clinical record revealed no 
evidence of an incident report or evidence that 
the responsible party was notified of Resident 
#19's 12/5/15 bruising. Review of the clinical 
record revealed that this bruising was a new 
finding. 

On 7/20/16 at 7:55 a.m., an interview was 
conducted with LPN #3, a nurse who regularly 
worked with Resident #19, regarding the process 
followed when he sees a new bruise. LPN #3 
stated that he would fill out an incident report and 
notify the responsible party and the physician 
right away. He stated from here administration, 
the DON (director of nursing) and administrator 
would start an investigation and interview staff 
that had worked with her days prior to the bruise. 
LPN #3 stated, "I don't know. She was a hard 
stick when trying to get blood because her arms 

·1 always had edema (excess fluid)." He could not 
recollect Resident #19's bruising. LPN #3 could 

• not find in the clinical record where the 
responsible party was notified of Resident #19's 
12/5/15 bruising. 
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On 7/20/16 at approximately 3:00 p.m., RN 
(registered nurse) #1 stated that she did not have 
an incident report for Resident #19's 12/5/15 
bruising. She was not the unit manager during 
this time. 

On 7/20 /16 at 5:11 p.m., an interview was 
conducted with LPN (Licensed Practical Nurse) 
#4, a nurse who regularly worked with Resident 
#19, regarding the process followed if he were to 

, find bruising that was new. LPN #4 stated that 

1 

first he would look at the clinical record to see if 
' the bruising was already a finding. He stated that 
he would fill out an incident report and notify the 
physician and responsible party. LPN #4 stated 
he then would pass on the incident report to 
administration to investigate how the bruising 
occurred. LPN #4 stated that even if a resident is 
on a blood thinner or easily bruises, he would still 
do an investigation to rule out potential abuse. 
LPN #4 could not recollect Resident #19's 
bruising. He stated that at that time the resident 
could tell you how she obtained a bruise. LPN #4 
could not find evidence that the responsible party 
was notified of Resident #19's 12/5/15 bruising. 

On 7/21/16 at 11 :17 a.m., an interview was 
conducted with LPN #7. She stated that if she 
found a bruise of unknown origin she would notify 
the physician and the responsible party, complete 
and incident report and then ask staff who had 
worked with her during the previous shifts if they 
knew what happened. LPN #7 stated that the 
physician usually gives a new order to monitor the 

! bruise until healed. She stated that 
i administration completes and follows up on the 
investigation. LPN #7 could not recollect 
Resident #19's bruising. 
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On 7/20/16 at 9:44 a.m., an attempt was made to 
contact Resident #19 ' s nurse who wrote the 
note on her bruising of unknown origin. This 
writer could not get in touch with this nurse on 
both contact numbers provided. 

On 7/21/16 at 1 :00 p.m., an interview was 
conducted with ASM (administrative staff 
member) #1, the administrator. She stated that 
she was not aware of the bruising and that all 
bruising is normally investigated to rule out 
potential abuse. 

No further information was presented prior to exit. 

COMPLAINT DEFICIENCY 
(1) Aspirin- "Used to decrease mild to moderate 
pain associated with inflammatory disorders. 
Also used as a blood thinner." This information 
was obtained from Davis's Drug Guide, 11th 
edition, p. 1087. 

3. The facility staff failed to notify the physician 
that Resident #3's weights were not obtained as 
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ordered on multiple dates in April, May, June and 
July 2016. 

Resident #3 was admitted to the facility on 
3/16/16 with diagnoses including, but not limited 
to: history of a leg fracture, history of a heart 
attack, coronary artery disease, and heart failure. 
On the most recent MDS (minimum data set), a 
quarterly assessment with an assessment 
reference date 4/8/16, Resident #3 was coded as 
being cognitively intact for making daily decisions, 
having scored 14 out of 15 on the BIMS (brief 

. interview for mental status). 

A review of the physician's orders for Resident #3 
revealed, in part, the following order, written 

' 4/7/16: "Daily weight every day shift for CHF 
1 (congestive heart failure (1 )). If >3 lbs (greater 
than three pounds) weight gain from day before, 
notify MD (medical doctor)." 

A review of the weight summary and the nurses 
notes for Resident #3 revealed no daily weights 
on the following dates: 

- April 2016: 4/8, 4/9, 4/10, 4/11, 4/12, 4/15, 4/24, 
4/26, and 4/29/16. 
- May 2016: 5/1, 5/2, 5/3, 5/8, 5/9, 5/12, 5/13, 
5/14, 5/25, and 5/31/16. 
- June 2016: 6/2, 6/5, 6/11, 6/20, 6/21, 6/25, and 
6/26/16. 
- July 2016: 7/2, 7/5, 7/8, and 7/16/16 . 

. A review of the nurses' notes from April through 
: July 2016 failed to evidence documentation that 
! the physician was notified when Resident #3's 
weights were not obtained as ordered. 

A review of the comprehensive care plan for 
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Resident #3 dated 4/2/16 and updated 7 /1 /16 
revealed, in part, the following: "Weigh resident 
per protocol to assist in assessing fluid 
imbalance. Correlate with other findings." 

On 7/21/16 at 12:00 p.m., RN (registered nurse) 
#4 was interviewed. When asked what should be 
determined from the lack of weights as 
referenced above, RN #4 stated: "We didn't get 
them done." When asked about the process of 
obtaining daily weights, RN #4 stated usually the 
CNAs (certified nursing assistants) obtain the 
weights and report the weights to the nurse. She 
stated if the CNAs are not able to obtain a weight 

I 

on a particular day; the nurse should report this to 
the oncoming shift and ask the oncoming nurse 
to try to obtain the weight. RN #4 stated if the 
weight cannot be obtained for any reason, the 
physician should be notified, and the nurse 
should write a note about the contact with the 
physician and the physician's response. When 
asked why it is important to obtain a daily weight 
on Resident #3, she stated: "Because of her 
heart failure. The weight is how we keep up with 
how much fluid she is retaining because of her 
heart failure." 

On 7/20/16 at 5:35 p.m., ASM (administrative 
staff member) #1, the administrator, ASM #2, the 

1

1 

interim director of nursing, ASM #3, quality 
, assurance nurse, and OSM (other staff member) 
#1, the dietary manager, were informed of these 

, concerns. Policies regarding obtaining daily 
I weights and following physicians' orders were 
! requested at this time. 

No further information was provided prior to exit. 

(1) "Heart failure is a condition in which the heart 
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, can't pump enough blood to meet the body's 
i needs. In some cases, the heart can't fill with 
enough blood. In other cases, the heart can't 
pump blood to the rest of the body with enough 
force. Some people have both problems." This 
information is taken from the website 
https ://www. n h lbi. nih .gov/health/health-topics/topi 
cs/hf . 

. In Fundamentals of Nursing, 6th edition, 2005, 
· Patricia A. Potter and Anne Griffin Perry, Mosby, 

Inc; Page 1078: "As [right-sided heart failure] 
continues, the amount of blood ejected from the 
right ventricle declines, and blood begins to 'back 
up' in the systemic circulation. Clinically the client 
has weight gain .... " 

In Fundamentals of Nursing, 6th edition, 2005, 
Patricia A. Potter and Anne Griffin Perry, Mosby, 
Inc; Page 419: "The physician is responsible for 
directing medical treatment. Nurses are 
obligated to follow physician's orders unless they 
believe the orders are in error or would harm 

. clients." 
I 

4. a. The facility staff failed to notify the physician 
when Coumadin (a blood thinner (2)) was not 
administered to Resident #14 as ordered. 

Resident #14 was admitted to the facility on 
12/21/12 with a recent readmission on 2/17/16 
with diagnoses that included but were not limited 

: to: pulmonary embolus, adult failure to thrive, 
chronic obstructive pulmonary disease, 
depression, history of falls, cataracts, pain, 
anxiety, and a history of breast cancer. 
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The most recent MOS (minimum data set) 
assessment, a significant change assessment, 
with an assessment reference date of 6/22/16, 
coded the resident as having both short and long 
term memory difficulties and being moderately 
impaired to make cognitive daily decisions. The 
resident was coded as requiring limited to 
extensive assistance of one staff member for all 
of her activities of daily living except eating in 
which she was independent after set up 
assistance was provided. 

The physician orders dated, 7/17/16, 
documented, "Coumadin (2) Tablet 5 mg 
(milligrams); give 5 mg by mouth at bedtime for 
PE (pulmonary embolus)." 

The eMAR (electronic medication administration 
record) documented on 7/18/16 a "9" under the 
time of administration. The Code for a "9" at the 
bottom of the eMAR documented, "Other/see 
Nurse Note." 

The nurse notes dated, 7/18/16 at 9:27 p.m. 
documented, "Coumadin Tablet 5 mg; give 5 mg 
by mouth at bedtime for PE. On order." There 
was no documentation in the nurses' notes 

, evidencing the physician was notified of the 
Coumadin not being administered to Resident 
#14. 

I 

Review of the comprehensive care plan dated, 
12/22/12 and revised on 7/21/16 did not evidence 
any documentation regarding the use of 
Coumadin for Resident #14. 

I . . . . 
I An IntervIew was conducted with LPN (licensed 
: practical nurse) #14 on 7/21/16 at 3:10 p.m. LPN 
#14 was asked what actions a nurse should take 
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if a medication is not available at its scheduled 
time. LPN #14 stated, "Well, if.it's not in the med 
(medication) cart, you check the STAT 
(Immediate) box. If it's not there you call the 
pharmacy and get it from the back up pharmacy 
within one to two hours." When asked if 
Coumadin was in the STAT box, LPN #14 stated, 
"Yes, in many doses." When asked if the doctor 
should be notified when a medication is 
unavailable, LPN #14 stated, "Yes, he can order 
an alternative that is in the STAT box or give an 
order to hold it (the medication) until it (the 

! medication) comes in." 

An interview was conducted with administrative 
staff member (ASM) #2, the interim director of 
nursing, on 7/21/16 at 3:40 p.m., regarding the 
process staff follows when medications are not 

! available for administration in the medication cart. 
ASM #2 stated, "You first check the STAT box to 
see if the medication is there. Anything not in the 
STAT box we have a courier bring from the local 
pharmacy." When asked if Coumadin is in the 
STAT box, ASM #2 stated, "Yes, it comes in 

• several doses in the STAT box." At this time copy 
of the STAT box contents was requested. When 
asked if the doctor be notified, when a medication 
is not available, ASM #2 stated, "Yes, they can 
either give us an alternate order from what we 
have in the STAT box or an order to wait until it 
arrives." 

The STAT box contents documented, "Warfarin 
Sodium (Coumadin) 1 mg tablets - quantity - 1 O; 
Warfarin Sodium 2.5 mg - quantity - 5; Warfarin 5 

· mg tablets - quantity -5." 

ASM #1, the administrator, ASM #2, the interim 
director of nursing, and ASM #3, the quality 
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, assurance nurse, were made aware of the above 
findings on 7/21/16 at 4:54 p.m. 

No further information was provided prior to exit. 

(2) This information was obtained from the 
website: 
http://www.ncbi.nlm.nih.gov/pubmedhealth/PMHT 
0012678/?report=details 

b. The facility staff failed to notify the physician 
when (used to treat asthma and chronic 
obstructive pulmonary disease (3)) was not 
administered to Resident #14 as ordered. 

Resident #14 was admitted to the facility on 
12/21/12 with a recent readmission on 2/17/16 
with diagnoses that included but were not limited 
to: pulmonary embolus, adult failure to thrive, 
chronic obstructive pulmonary disease, 
depression, history of falls, cataracts, pain, 
anxiety, and a history of breast cancer. 

The most recent MDS (minimum data set) I 

assessment, a significant change assessment, 
with an assessment reference date of 6/22/16, 
coded the resident as having both short and long 
term memory difficulties and being moderately 
impaired to make cognitive daily decisions. The 
resident was coded as requiring limited to 
extensive assistance of one staff member for all 

.

1

. of her activities of daily living except eating in 
which she was independent after set up 

, assistance was provided. 

, The physician order dated, 3/11/16 documented, 
! "Advair Diskus Aerosol Powder Breath (3) 
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Activated 250-50 MCG (micrograms) 1 inhalation; 
inhale orally every 12 hours related to Chronic 
obstructive pulmonary disease with acute 
exacerbation, rinse mouth with water after use." 

The physician order dated, 3/11/16 documented, 
, "Advair Diskus Aerosol Powder Breath (3) 
Activated 250-50 MCG (micrograms) 1 inhalation; 
inhale orally every 12 hours related to Chronic 
obstructive pulmonary disease with acute 
exacerbation, rinse mouth with water after use." 

The eMAR (electronic medication administration 
record) for July 2016 documented, "Advair Diskus 
Aerosol Powder Breath Activated 250-50 MCG 1 
inhalation; inhale orally every 12 hours related to 
Chronic obstructive pulmonary disease with acute 
exacerbation, rinse mouth with water after use." 
There was a "9" documented under the 9:00 a.m. 

, dose on 7/17/16 and 7/18/16 and for the 9:00 
p.m. dose on 7/8/16 and 7/17/16, a "9" was also 
documented. The "Chart Code" at the bottom of 
the eMAR documented a "9 = other/see Nurse 
Note." 
The nurse's notes dated, 7/8 /16 at 10:14 p.m. 
documented, "Not found in cart." The nurse's 
note dated, 7/17/16 at 9:27 a.m. documented, 
"Pharmacy notified." The nurse's note dated, 
7/17/16 at 9:43 p.m. documented, "Pharmacy 
notified." On 7/18/16 at 8:30 a.m. there was no 
note as to why the medication was not 
administered and no documentation in the 
nurses' notes evidencing the physician was 
notified the Advair was not administered as 
ordered. 
The comprehensive care plan dated, 12/22/12 
and revised on 7/21/16 documented, "Focus: 
(Resident #14) has alteration in respiratory 
system r/t (related to) dx (diagnosis) COPD." The 
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"Interventions" documented in part, "Administer 
inhalers as prescribed by MD (medical doctor) 
order or new order, see MARS (medication 
administration record), monitor for effectiveness 
as well as for side effects." 
An interview was conducted with LPN (licensed 
practical nurse) #2 on 7/21/16 at 3:10 p.m. When 
asked if Advair was available in the STAT box, 
LPN #2 stated, "Yes, some people don't know 
that it's in there." LPN #2 stated, "I keep a list on 
my clipboard at all times to have a quick 
reference as to what's in the STAT box." When 
asked if the doctor should be notified if a 
medication is unavailable, LPN #2 stated, "Yes, 
they can give us an alternate or give us an order 
to hold it (the medication) until it (the medication) 

I 

arrives." 
An interview was conducted with administrative 

1 staff member (ASM) #2, the interim director of 
nursing, on 7/21/16 at 3:40 p.m., regarding the 

i process staff follows when medications are not 

I 

available for administration in the medication cart. 
ASM #2 stated, "You first check the STAT box to 

' see if the medication is there. Anything not in the 
. STAT box we have a courier bring from the local 
I pharmacy." When asked if Advair was in the 
I STAT box, ASM #2 stated, "Yes, I believe so." At 
· this time a request was made for the contents of 
the STAT box. 

I 

The STAT box contents list documented, "Advair 
250/50 inhaler - quantity - 1 and Advair 500/50 

1 

Inhaler - quantity - 1." 
ASM #1, the administrator, ASM #2, interim 

I director of nursing, and ASM #3, the quality 
! assurance nurse, were made aware of the above 
findings on 7/21/16 at 4:54 p.m. 
No further information was provided prior to exit. 

i (3) This information was obtained from the 
' website: https://search.nih.gov/search?utf8= 
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%E2%9C%93&affiliate=nih&query=Advair&comm 
it=Search 

5. The facility staff failed to notify the physician 
when Advair was not administered to Resident 
#18 as ordered. 

Resident #18 was admitted to the facility on 
6/29/16 with diagnoses that included but were not 
limited to: lower leg fracture, hypothyroid disease, 
chronic obstructive pulmonary disease (COPD), 
depression and vitamin D deficiency. 

The most recent MOS (minimum data set) 
assessment, a Medicare admission assessment, 
with an assessment reference date of 7 /6/16, 
coded the resident as being cognitively intact to 
make daily decisions. The resident was coded as 
requiring limited assistance for all activities of 
daily living except eating in which she was 
codedas being independent after set up 
assistance was provided. 

The physician orders dated, 6/29/16, 
: documented, "Advair Diskus Aerosol Powder 
· Breath Activated 250 -50 MCG (microgram) 2 
puffs inhale orally two times a day related to 
chronic obstructive pulmonary disease; Inhale 2 
puffs into the lungs 2 (two) times daily." This 
order was documented as put in the computer at 
3:23 p.m. 
The eMAR (electronic medication administration 
record) for June 2016 documented, "Advair 
Diskus Aerosol Powder Breath Activated 250 -50 

; MCG 2 puffs inhale orally two times a day related 
· to chronic obstructive pulmonary disease; Inhale 
2 puffs into the lungs 2 (two) times daily." On 
6/29/16 at the scheduled 9:00 p.m. dose a "9" 
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was documented for this dose. The "Chart 
Codes" at the bottom of the eMAR documented, 
"9 = other/see Nurse Notes." 
The nurse's note dated, 6/29/16 at 1 :54 p.m. 
documented the resident was admitted to the 
facility. The nurse's note dated, 6/29/16 at 8:15 
p.m., documented, "Med (medication) not 
available." There was no documentation in the 
nurses' notes evidencing the physician was 
notified the Advair was not administered as 
ordered. 
An interview was conducted with LPN (licensed 
practical nurse) #2 on 7/21/16 at 3:10 p.m., 
regarding obtaining newly admitted residents' 
medications. LPN #2 stated, "(Name of unit 
manager) puts the new orders into the computer 
and they are automatically sent to the pharmacy. 
If you put the orders in before 12 noon, you get 
them (the medications) in the evening. If you put 
them in, in the afternoon, you get them the next 
day." LPN #2 was asked what staff do if a 
resident has an order for time sensitive 
medications. LPN #2 stated, "The pharmacy will 
send the critical medications that are not in the 

STAT box. When asked if Advair was in the STAT 

I 

box, LPN #2 stated, "Some people (nurses) don't 
know that it's in the STAT box. I keep a list of the 

, STAT box on my clipboard for quick reference." 
An interview was conducted with ASM 
(administrative staff member) #2, the interim 

! director of nursing, on 7/21/16 at 3:40 p.m., 
I regarding the process followed for obtaining 
, medications for a newly admitted resident. ASM 

#2 stated, "The orders are entered into the 
computer. They are sent to the pharmacy via the 

' computer and my staff still faxes them to the 
' pharmacy. The pharmacy will send anything that 

is not available in the STAT box. Anything not in 
the STAT box, the pharmacy will send a courier 
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with the medication from a local pharmacy." 
When asked if the doctor should be notified if a 
medication is unavailable, ASM #2 stated, "Yes, 
they can give us an order to hold until it (the 
medication) arrives or give us an alternate order 
for something similar in the STAT box until the 
medication arrives." The above information was 
shared with ASM #2 at this time. 
The STAT box contents list documented, "Advair 
250/50 inhaler - quantity - 1 and Advair 500/50 
Inhaler - quantity - 1." 
ASM #1, the administrator, ASM #2, the interim 
director of nursing, and ASM #3, the quality 
assurance nurse, were made aware of the above 
findings on 7/21/16 at 4:54 p.m. 
No further information was provided prior to exit. 

F 225 483.13(c)(1 )(ii)-(iii), (c)(2) - (4) 
SS=D INVESTIGATE/REPORT 

ALLEGATIONS/INDIVIDUALS 

The facility must not employ individuals who have 
! been found guilty of abusing, neglecting, or 
mistreating residents by a court of law; or have 
had a finding entered into the State nurse aide 
registry concerning abuse, neglect, mistreatment 
of residents or misappropriation of their property; 
and report any knowledge it has of actions by a 
court of law against an employee, which would 
indicate unfitness for service as a nurse aide or 
other facility staff to the State nurse aide registry 

, or licensing authorities. 

i The facility must ensure that all alleged violations 
! involving mistreatment, neglect, or abuse, 
! including injuries of unknown source and 
misappropriation of resident property are reported 
immediately to the administrator of the facility and 
to other officials in accordance with State law 
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I.Resident #19 with documented bruising with 09/04/16 

no stated origin on 12/5/15 no longer resides in 

facility. Time lapse and absence of Resident in 

facility prevents corrective action or further 

investigation or reporting of this particular 

incident. 

2.QA Director or designee will review 24 hour 

report beginning 07/22/16 to identify 

documented injury of unknown origin. Any 

1 
variances identified will be investigated and 

reported as appropriate. 
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' through established procedures (including to the 
State survey and certification agency). 

The facility must have evidence that all alleged 
violations are thoroughly investigated, and must 
prevent further potential abuse while the 
investigation is in progress. 

The results of all investigations must be reported 
to the administrator or his designated 
representative and to other officials in accordance 
with State law (including to the State survey and 
certification agency) within 5 working days of the 
incident, and if the alleged violation is verified 
appropriate corrective action must be taken. 

This REQUIREMENT is not met as evidenced 
by: 
Based on staff interview, clinical record review 

and facility document review, and in the course of 
a complaint investigation, it was determined that 
facility staff failed to report to the state agency 
and investigate bruising of unknown origin for one 
of 27 residents in the survey sample; Resident 
#19. 

On 12/5/15 Resident #19 was noted to have 
bruising of unknown origin on her right arm, right 
breast, left arm and left breast. The facility staff 
failed to immediately report the bruising of 
unknown origin to the state agency and other 
officials and failed to conduct an investigation to 
rule out abuse. 

The findings include: 

j Resident #19 was admitted to the facility on 
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make up education sessions held by Staff Dev 
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Nurse that documented bruising of Resident 

#19 will receive individual counseling and 

education of policy. RN Care Managers, 

Clinical Coordinators, or designee will review 

24-hour report each day to identify any injuries 

of unknown origin and to validate the need for 

further investigation and/or reporting. 

4. DON or Designee will audit 25% of 24 hour 

report weekly for 30 days and then 10% for 60 

days. All audits will be turned into QA 

Director or Administrator for analysis and 

tracking of trends or patterns. A summary of I 
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3/20/15 and readmitted on 4/4/16 with diagnoses 
that included but were not limited to acute and 
chronic respiratory failure, COPD (chronic 
obstructive pulmonary disease), chronic kidney 
disease stage 3, and high blood pressure. 

Resident #19's most recent MDS (Minimum Data 
Set) was a significant change assessment with an 
ARD (assessment reference date) of 4/6/16. 
Resident #19 was coded as being severely 
cognitively impaired in the ability to make daily life 
decisions on the staff assessment for mental 
status exam. Resident #19 was coded as 
receiving hospice services in section O (Special 
Treatments, Procedures and Programs) of the 
MDS. Resident #19 was coded as requiring 
extensive assistance from staff with bed mobility 
and personal hygiene; and total dependence on 
staff with bathing. 

Review of Resident #19's clinical record revealed 
a nurse's note dated 12/5/15 that documented the 
following: "Resident has multiple bruising to BUE 
(Bilateral Upper Extremity), new order to monitor 
bruising until resolved. 

Review of Resident #19's "Weekly Skin Integrity 
Assessment" revealed that on 12/5/15 Resident 
#19 was noted to have bruising on her right arm, 
right breast, left arm and left breast. 

Review of Resident #19's December 2015 TAR 
(Treatment Administration Record) revealed that 
Resident #19's bruise was being monitored after 
it was found. The TAR documented the following 
order: "Monitor BUE (both arms, both breasts, 
hands) die (discontinue) when complete." This 
order was completed on 12/31 /15. The resident 
was sent to the hospital on 12/21/15 before the 
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order was complete. 

Review of Resident #19's November 2015 POS 
(Physician Order Sheet) signed by the physician 
on 12/3/15; revealed Resident #19 was on aspirin 
therapy (1 ). 

Review of the clinical record revealed no 
evidence of an incident report or evidence that 
the responsible party was notified. Review of the 
clinical record revealed that this bruising was a 
new finding. 

On 7/20/16 at 7:55 a.m., an interview was 
conducted with LPN #3, a nurse who regularly 
worked with Resident #19, regarding the process 
followed when he sees a new bruise. LPN #3 
stated that he would fill out an incident report and 
notify the responsible party and the physician 
right away. He stated from here administration, 
the DON (director of nursing) and administrator 

. would start an investigation and interview staff 

I

i that had worked with her days prior to the bruise. 
LPN #3 stated, "I don't know. She was a hard 

i stick when trying to get blood because her arms 
always had edema (excess fluid)." He could not 
recollect Resident #19's bruising. LPN #3 could 

I 

not find in the clinical record where the 
responsible party was notified of Resident #19's 

• 12/5/15 bruising. He stated that the resident at 
that time was cognitively intact and could be 
asked how she obtained that bruise. 

I 

I On 7/20/16 at 9:53 a.m., an interview was 
conducted with CNA (certified nursing assistant) 
#5, an aide who regularly worked with Resident 

i, #19, rgerading the process followed if she noticed 
! a resident with new bruising. CNA #5 stated that 
she would always report this to the nurse. She 
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! would also ask the resident what happened if the 
: resident was cognitively intact. CNA #5 stated 
. that she did not recall seeing unusual bruising on 

Resident #19. CNA #5 stated, "I think she was on 
a blood thinner and had red spots all over her 
arms." She could not recall the bruising identified 
on 12/5/15. 

On 7/20/16 at 11 :17 a.m., an interview was 
. conducted with CNA #1, an aide who regularly 
• worked with Resident #19. She stated that at 
' times she would come in and she would notice 
old bruising, but other staff had seen them 
before. She could not recollect the new bruising 
found on 12/5/15. 

On 7/20/16 at approximately 3:00 p.m., RN 
(registered nurse) #1 stated that she did not have 
an incident report for Resident #19's 12/5/15 
bruising. She was not the unit manager during 
this time. 

On 7/20/16 at 5:11 p.m., an interview was 
conducted with LPN (Licensed Practical Nurse) 
#4, a nurse who regularly worked with Resident 
#19, regarding the process followed if he were to 
find bruising that was new. LPN #4 stated that 
first he would look at the clinical record to see if 

, the bruising was already a finding. He stated that 
he would fill out an incident report and notify the 
physician and responsible party. LPN #4 stated 
he then would pass on the incident report to 
administration to investigate how the bruising 
occurred. LPN #4 stated that even if a resident is 
on a blood thinner or easily bruises, he would still 
do an investigation to rule out potential abuse. 

, LPN #4 could not recollect Resident #19's 
i bruising. He stated that at that time the resident 
I could tell you how she obtained a bruise. LPN #4 
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I 

I 

could not find evidence that the responsible party 
was notified of Resident #19's 12/5/15 bruising. 

On 7/21/16 at 11:17 a.m., an interview was 
conducted with LPN #7. She stated that if she 
found a bruise of unknown origin she would notify 
the physician and the responsible party, complete 
and incident report and then ask staff who had 
worked with her during the previous shifts if they 
knew what happened. LPN #7 stated that the 
physician usually gives a new order to monitor the 
bruise until healed. She stated that 
administration completes and follows up on the 
investigation. LPN #7 could not recollect 
Resident #19's bruising. 

On 7/20/16 at 9:44 a.m., an attempt was made to 
contact Resident #19' s nurse who wrote the 
note on her bruising of unknown origin. This 
writer could not get in touch with this nurse on 
both contact numbers provided. 

On 7/21/16 at 1 :00 p.m., an interview was 
conducted with ASM (administrative staff 
member) #1, the administrator. She stated that 
she was not aware of the bruising and that all 
bruising is normally investigated to rule out 
potential abuse. She stated that an incident is 
normally investigated within 24 hours. 

The Facility policy titled, "Investigation of 
Suspected or Actual Abuse, Neglect Injuries of 

I Unknown Origin, Unusual Occurrences, or 
, Misappropriation of Resident Property" 

documents in part, the following; "It is facility 
policy of this facility to properly report and 

1 
investigate any incidents of actual or suspected 

i abuse, neglect, injuries of unknown origin, 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: DPQ811 

PRINTED: 08/16/2016 
FORM APPROVED 

0MB NO 0938-0391 

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED A. BUILDING _______ _ 

B. WING _________ _ 

! ID 
PREFIX 

TAG 

STREET ADDRESS, CITY, STATE, ZIP CODE 

360 HOSPITAL DRIVE CORRECTED COPY 

WARRENTON, VA 20186 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

F 225 

C 

07/22/2016 

(XS) 

COMPLETION 
DATE 

Facility ID: VA0261 If continuation sheet Page 31 of 192 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 

CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER: 

495233 

NAME OF PROVIDER OR SUPPLIER 

FAUQUIER HEALTH REHABILITATION & NURSING CENTER 

(X4)ID 
PREFIX 

TAG 

I 

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

F 225 Continued From page 31 

unusual occurrences of any resident, or of actual 
or suspected cases of misappropriation of their 
property ... Identification: All reported events 
(Bruises, skin tears, falls, inappropriate or abuse 
behaviors) will be investigated by the Director of 

. Social Services or designee. Patterns and trends 

. will be identified that might constitute abuse. This 
information will be forwarded to the Administrator. 
An abuse investigation will be conducted, by the 
Director of Social Services or designee 
.... Procedure: 1. If any employee becomes aware 
of that resident abuse including verbal, neglect, 
injury of unknown origin, unusual occurrence or 
misappropriation of property may have taken 
place, it is his or her responsibility to immediately 
report that information to a unit manager or 
supervisor available on that shift. 2. The 
manager/shift supervisor should take immediate 
action to secure the wellbeing of the resident. 3. 
The manager/shift supervisor should ensure that 
the nurse manager, Director of Nursing, 
Administrator ,and Social Worker are informed of 
the occurrence. 4. The manager should complete 
the appropriate incident report form. 5. The 
manager should secure names of all witnesses 
and involved parties and begin investigation 
immediately if staff are still present ... 6. Employee 
reporting the incident should complete a 
grievance form and forward to social worker. 7. If 
additional investigation is needed, it should begin 
the same day by the Nurse Manager, Director of 
Nursing, Social Worker or Administrator. 8. If 
evidence is such that it is a real possibility that 
abuse occurred, it is an injury of unknown origin, 
unusual occurrence or actual misappropriation of 
property, the Director of Nursing or Social Worker 
should inform the Administrator, make the 
appropriate notification ... 12. A written synopsis of 
the investigation of actual or suspected abuse, 
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neglect or injury of unknown origin , unusual 
occurrence or actual misappropriation of property 
will be prepared and forwarded to the Office of 
Licensure and Certification-Department of Health, 
Adult Protective Services and other agencies as 
necessary within five working days of the 
occurrence. 11 

No further information was presented prior to exit. 

COMPLAINT DEFICIENCY 

F 226 483.13(c) DEVELOP/IMPLMENT 
SS=D ABUSE/NEGLECT, ETC POLICIES 

The facility must develop and implement written 
policies and procedures that prohibit 
mistreatment, neglect, and abuse of residents 
and misappropriation of resident property. 

This REQUIREMENT is not met as evidenced 
by: 
Based on staff interview, clinical record review 

and facility document review, and in the course 
of a complaint investigation, it was determined 
that facility staff failed to follow abuse policies and 
procedures to immediately report and investigate 
an injury of unknown origin for one of 27 
residents in the survey sample; Resident #19. 

The facility staff failed to follow abuse policies 
and procedures to immediately report and 
investigate Resident #19's right arm, right breast, 
left arm and left breast bruising of unknown origin 
that was discovered on 12/5/15. 
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The findings include: 

Resident #19 was admitted to the facility on 
3/20/15 and readmitted on 4/4/16 with diagnoses 
that included but were not limited to acute and 
chronic respiratory failure, COPD (chronic 
obstructive pulmonary disease), chronic kidney 
disease stage 3, and high blood pressure. 
Resident #19's most recent MOS (Minimum Data 
Set) was a significant change assessment with an 
ARD (assessment reference date) of 4/6/16. 
Resident #19 was coded as being severely 
cognitively impaired in the ability to make daily life 
decisions on the staff assessment for mental 
status exam. Resident #19 was coded as 

: receiving hospice services in section O ( Special 
1 Treatments, Procedures and Programs) of the 
MOS. Resident #19 was coded as requiring 
extensive assistance from staff with bed mobility 
and personal hygiene; and total dependence on 
staff with bathing. 

Review of Resident #19's clinical record revealed 
a nurse's note dated 12/5/15 that documented the 
following: "Resident has multiple bruising to BUE 
(Bilateral Upper Extremity), new order to monitor 
bruising until resolved. 

Review of Resident #19's "Weekly Skin Integrity 
Assessment" revealed that on 12/5/15 Resident 
#19 was noted to have bruising on her right arm, 
right breast, left arm and left breast. 

; Review of Resident #19's December 2015 TAR 
(Treatment Administration Record) revealed that 
Resident #19's bruise was being monitored after 

1 it was found. The TAR documented the following 
order: "Monitor BUE (both arms, both breasts, 
hands) d/c (discontinue) when complete." This 
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order was completed on 12/31 /15. The resident 

• was sent to the hospital on 12/21/15 before the 
order was complete. 

· Review of Resident #19's November 2015 POS 
(Physician Order Sheet) signed by the physician 
on 12/3/15; revealed Resident #19 was on aspirin 
therapy (1 ). 

Review of the clinical record revealed no 
evidence of an incident report or evidence that 

. the responsible party was notified. Review of the 
clinical record revealed that this bruising was a 
new finding. 

On 7/20/16 at 7:55 a.m., an interview was 
conducted with LPN #3, a nurse who regularly 
worked with Resident #19, regarding the process 

, followed when he sees a new bruise. LPN #3 
stated that he would fill out an incident report and 
notify the responsible party and the physician 
right away. He stated from here administration, 
the DON (director of nursing) and administrator 
would start an investigation and interview staff 
that had worked with her days prior to the bruise. 
LPN #3 stated, "I don't know. She was a hard 
stick when trying to get blood because her arms 
always had edema (excess fluid)." He could not 
recollect Resident #19's bruising. LPN #3 could 
not find in the clinical record where the 
responsible party was notified of Resident #19's 

12/5/15 bruising. He stated that the resident at 
that time was cognitively intact and could be 
asked how she obtained that bruise. 

On 7/20/16 at 9:53 a.m., an interview was 
conducted with CNA (certified nursing assistant) 

#5, an aide who regularly worked with Resident 
#19, rgerading the process followed if she noticed 
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a resident with new bruising. CNA #5 stated that 
she would always report this to the nurse. She 
would also ask the resident what happened if the 
resident was cognitively intact. CNA#5 stated 
that she did not recall seeing unusual bruising on 
Resident #19. CNA #5 stated, "I think she was on 
a blood thinner and had red spots all over her 
arms." She could not recall the bruising identified 
on 12/5/15. 

On 7/20/16 at 11 :17 a.m., an interview was 
conducted with CNA #1, an aide who regularly 
worked with Resident #19. She stated that at 

' times she would come in and she would notice 
old bruising, but other staff had seen them 
before. She could not recollect the new bruising 
found on 12/5/15. 

On 7/20/16 at approximately 3:00 p.m., RN 
(registered nurse) #1 stated that she did not have 
an incident report for Resident #19's 12/5/15 
bruising. She was not the unit manager during 
this time. 

On 7/20 /16 at 5: 11 p.m., an interview was 
conducted with LPN (Licensed Practical Nurse) 
#4, a nurse who regularly worked with Resident 
#19, regarding the process followed if he were to 
find bruising that was new. LPN #4 stated that 

. first he would look at the clinical record to see if 
the bruising was already a finding. He stated that 
he would fill out an incident report and notify the 
physician and responsible party. LPN #4 stated 
he then would pass on the incident report to 
administration to investigate how the bruising 
occurred. LPN #4 stated that even if a resident is 

, on a blood thinner or easily bruises, he would still 
: do an investigation to rule out potential abuse. 
, LPN #4 could not recollect Resident #19's 
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bruising. He stated that at that time the resident 
could tell you how she obtained a bruise. LPN #4 
could not find evidence that the responsible party 

·1· was notified of Resident #19's 12/5/15 bruising. 

On 7/21/16 at 11 :17 a.m., an interview was _ 
conducted with LPN #7. She stated that if she 

, found a bruise of unknown origin she would notify 

I the physician and the responsible party, complete 
1 and incident report and then ask staff who had 
worked with her during the previous shifts if they 
knew what happened. LPN #7 stated that the 

I

, physician usually gives a new order to monitor the 

bruise until healed. She stated that 
· administration completes and follows up on the 
, investigation. LPN #7 could not recollect 

I Resident #19's bruising. 

' On 7/20/16 at 9:44 a.m., an attempt was made to 
contact Resident #19' s nurse who wrote the 
note on her bruising of unknown origin. This 
writer could not get in touch with this nurse on 
both contact numbers provided. 

I 

On 7/21/16 at 1 :00 p.m., an interview was 
conducted with ASM (administrative staff 

! member) #1, the administrator. She stated that 
she was not aware of the bruising and that all 

'I bruising is normally investigated to rule out 

1 

potential abuse. She stated that an incident is 
, normally investigated within 24 hours. 

I 

• The Facility policy titled, "Investigation of 
Suspected or Actual Abuse, Neglect Injuries of 
Unknown Origin, Unusual Occurrences, or 

i, Misappropriation of Resident Property" 

' documents in part, the following; "It is facility 
policy of this facility to properly report and 
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investigate any incidents of actual or suspected 
abuse, neglect, injuries of unknown origin, 
unusual occurrences of any resident, or of actual 
or suspected cases of misappropriation of their 
property ... Identification: All reported events 
(Bruises, skin tears, falls, inappropriate or abuse 
behaviors) will be investigated by the Director of 
Social Services or designee. Patterns and trends 
will be identified that might constitute abuse. This 
information will be forwarded to the Administrator. 
An abuse investigation will be conducted, by the 
Director of Social Services or designee 
.... Procedure: 1. If any employee becomes aware 

. of that resident abuse including verbal, neglect, 
1 injury of unknown origin, unusual occurrence or 
misappropriation of property may have taken 
place, it is his or her responsibility to immediately 
report that information to a unit manager or 
supervisor available on that shift. 2. The 
manager/shift supervisor should take immediate 
action to secure the wellbeing of the resident. 3. 
The manager/shift supervisor should ensure that 
the nurse manager, Director of Nursing, 
Administrator ,and Social Worker are informed of 
the occurrence. 4. The manager should complete 
the appropriate incident report form. 5. The 
manager should secure names of all witnesses 
and involved parties and begin investigation 
immediately if staff are still present ... 6. Employee 
reporting the incident should complete a 

. grievance form and forward to social worker. 7. If 
additional investigation is needed, it should begin 
the same day by the Nurse Manager, Director of 
Nursing, Social Worker or Administrator. 8. If 
evidence is such that it is a real possibility that 
abuse occurred, it is an injury of unknown origin, 
unusual occurrence or actual misappropriation of 
property, the Director of Nursing or Social Worker 
should inform the Administrator, make the 
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appropriate notification ,, . 12. A written synopsis of 
, the investigation of actual or suspected abuse, 

neglect or injury of unknown origin , unusual 
occurrence or actual misappropriation of property 
will be prepared and forwarded to the Office of 
Licensure and Certification-Department of Health, 

' Adult Protective Services and other agencies as 
necessary within five working days of the 
occurrence." 

No further information was presented prior to exit. 

COMPLAINT DEFICIENCY 
F 252 483.15(h)(1) 

SS=D SAFE/CLEAN/COMFORTABLE/HOMELIKE 
ENVIRONMENT 

The facility must provide a safe, clean, 
comfortable and homelike environment, allowing 
the resident to use his or her personal belongings 
to the extent possible. 

This REQUIREMENT is not met as evidenced 
by: 
Based on observation, staff interview, and facility 

document review it was determined that facility 
staff failed to maintain a clean, comfortable and 
homelike environment for one of 61 rooms in the 
facility; Room 208. 

I The findings include: 
I 

' On 7/20/16 at 4:10 p.m. general observation of 
the facility was conducted. At 4: 11 p.m., room 
208 was noted to have ripped wall paper. The 

j first ripped area was measured at 30 inches and 
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F 252 I .Room 208 ripped wallpaper repaired on 09/04/16 
08/10/16, 

2.Environmental Services or Facilities staff 

I rounded on all rooms to identify any other 

. ripped wall paper. Needed repair work will be 

scheduled. 

i 

I 

13.Education will be provided to all scheduled 

• Env Services and Nursing staff on how to 

submit work orders for all repairs. Staff 

; not scheduled until after correction date will be I 

I educated by via scheduled make up education 
1 

sessions held by Staff Dev RN or designee. ' 

Environmental Services Director or designee 

I i will conduct weekly rounds of resident rooms I 

I . fi d . 
I 

' to momtor or amages or repairs. 

i 
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the second ripped area was measured at 4 
, inches. 

On 7/20/16 at 4: 30 p.m., an interview was 
conducted with OSM (Other Staff Member) #3, 
the environmental director. When asked if he 
could describe a problem with the room he 

, stated, "Well it looks like the wheelchair scraped 
up the wall. It was probably from an oversized 

' wheelchair." When asked the process of putting 
, in work orders, OSM #3 stated that maintenance 
will place work orders into the computer system 

, and one of the maintenance guys will try to fix the 
· problem. He stated that if the job is too big for 
the facility's maintenance men to fix he will the 
send a request to the hospital (hospital across the 
street) to send one of their guys. When asked 
who can report a maintenance issue he stated, 
"Anybody can come tell us." When asked if the 
damaged wallpaper was reported to them he 

. stated, "I don't think so but I can go check in our 
work order system." At approximately 4:45 p.m., 
OSM #3 stated that no one had reported the 
damaged wallpaper. 

On 7/20/16 at 5:45 p.m., ASM (administrative 
staff member) #1, the administrator, ASM #2, the 

, interim DON (Director of Nursing) and ASM #3, 
the quality assurance nurse were made aware of 
the above findings. 

On 7/21/16 at approximately 8:30 a.m. OSM #3 
showed this writer that a maintenance request 
was put in for the wall. 

The facility policy was requested but not received. 
No further information was presented prior to exit. 

F278 483.20~)-U)ASSESSMENT 
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of resident rooms weekly x 6 weeks to monitor 

for damages. Areas needing repair will be 

identified and work scheduled; a copy 

F 278 

of the weekly rounds will be provided to 

QA or designee for tracking/trending that 

repairs have been completed. Findings 

from the weekly audits and follow up for repair 

will be provided to the QA Committee for 

additional oversight. 
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SS=D ACCURACY/COORDINATION/CERTIFIED 

· The assessment must accurately reflect the 
resident's status. 

A registered nurse must conduct or coordinate 
each assessment with the appropriate 
participation of health professionals. 

A registered nurse must sign and certify that the 
assessment is completed. 

Each individual who ,completes a portion of the 
assessment must sign and certify the accuracy of 
that portion of the assessment. 

Under Medicare and Medicaid, an individual who 
willfully and knowingly certifies a material and 
false statement in a resident assessment is 
subject to a civil money penalty of not more than 
$1,000 for each assessment; or an individual who 
willfully and knowingly causes another individual 
to certify a material and false statement in a 
resident assessment is subject to a civil money 
penalty of not more than $5,000 for each 
assessment. 

Clinical disagreement does not constitute a 
material and false statement. 

I This REQUIREMENT is not met as evidenced 
by: 
Based on staff interview, observation, facility 

'I document review, and clinical record review, it 
was determined that the facility staff failed to 

, maintain an accurate MOS (minimum data set) 
assessment for one of 27 residents in the survey 

, sample, Resident #5. 
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F 278 l.MDS with ARD 4/16/16 was submitted and 09/04/16 

i accepted on 04/24/16 without error in coding 

G0600, for Res #5. MDS Coordinator corrected 

MDS with ARD 4/16/16. 

2.QA Director or designee will review section 

G0600 of MDS submitted since 07 /22/16 to 

identify coding errors. Any variances identified 

will be corrected on 

the MDS as appropriate. 

3.MDS Coordinators educated to review MDS 

for accuracy prior to submitting. MDS 

Coordinator reviewed RAI Guidelines on how 

to accurately code G0600. 

4. RN Care Manager or designee will audit 

section G 0600 of 25% of completed MDS prior 

to transmission for 30 days;and 10% for 60 dayl 

All audits will be turned into DON or designee I 

for analysis and tracking of trends or patterns. · 

A summary of this analysis will be provided to 

the QA committee. Variances identified during 

these audits will be thoroughly investigated, 

corrected as appropriate, and staff 

1 

re-educated. 

'1 
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Resident #5 was coded on the quarterly MDS 
assessment with an ARD (assessment reference 
date) of 1/17/16, in Section G - 0600 - Mobility 
Devices as having a limb prosthesis, which she 
did not have. 

The findings include: 

Resident #5 was admitted to the facility on 1/7/11 
with diagnoses that included but were not limited 
to: diabetes, high blood pressure, atrial fibrillation, ' 
dementia, depression, anemia, gastroesophageal 
reflux disease, insomnia, delusional disorder, 
neuropathy and glaucoma. 

The most recent MDS (minimum data set) 
' assessment, an annual assessment, with an 

assessment reference date of 4/16/16, coded the 
resident as being moderately impaired to make 
cognitive daily decisions. The resident was 
coded as requiring limited to extensive assistance 
of one staff member for all of her activities of daily 
living except eating in which she was independent 
after set up assistance was provided. 

Resident #S's quarterly MDS assessment, with an 
assessment reference date of 1/17/16, coded the 
resident in Section G - 0600 as having limb 

, prosthesis. 

I 

I Observations of Resident #5 were conducted 
i throughout the survey. No limb prosthesis was 
· visible to the surveyor. 

An interview was conducted with RN (registered 
nurse) #1 on 7/20/16 at 11:10 a.m. When asked if 

1 

Resident #5 had an artificial limb, RN #1 stated, 
: "No, she has all of her appendages. I dressed 
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her just yesterday." 

An interview was conducted with RN #6, the MOS 
coordinator, on 7/21/16 at 10:02 a.m. When 
asked if Resident #5 has a prosthetic limb, RN #6 
stated, "No." RN #6 was asked to review 
Resident #S's quarterly MDS assessment with an 
ARD of 1/17/16. RN #6 stated, "That's a coding 

, error." 

The administrator, ASM (administrative staff 
member) #1, ASM #2, interim director of nursing, 
and ASM #3, quality assurance nurse, were 
made aware of the above findings on 7/21/16 at 
4:54 p.m. A policy on completing Section G -
0600 was requested. 

The facility staff provided on 7/22/16 at 8:00 a.m. 
the following excerpt from the RAI (Resident 
Assessment Instrument) manual: "Coding 
Instructions: Check G0600D, limb prosthesis if 
the resident used an artificial limb to replace a 
missing extremity." 

No further information was provided prior to exit. 

F 280 483.20(d)(3), 483.1 0(k)(2) RIGHT TO 
SS=E PARTICIPATE PLANNING CARE-REVISE CP 

I 

The resident has the right, unless adjudged 
incompetent or otherwise found to be 
incapacitated under the laws of the State, to 
participate in planning care and treatment or 

I changes in care and treatment. 

I 

A comprehensive care plan must be developed 
within 7 days after the completion of the 

i comprehensive assessment; prepared by an 
I interdisciplinary team, that includes the attending 
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F 280 ,

1

1.Res #5 comprehensive care plan revised on 

07/21/16 to remove discontinued medication, 

• Res #14 comprehensive care plan revised on 

07 /22/16 to add anticoagulant therapy, Res # 12 

I

' care plan updated 08/09/16 to address resolved I' 

skin tear, Res #17 care plan updated on 7/21/16, 

with new weight loss interventions. 

i 
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I physician, a registered nurse with responsibility 
! for the resident, and other appropriate staff in 
disciplines as determined by the resident's needs, 
and, to the extent practicable, the participation of 
the resident, the resident's family or the resident's 
legal representative; and periodically reviewed 

, and revised by a team of qualified persons after 
: each assessment. 

This REQUIREMENT is not met as evidenced 
by: 
Based on staff interview, facility document review 

and clinical record review, it was determined that 
the facility staff failed to review and revise the 
comprehensive care plan for four of 27 residents 

1 in the survey sample, Residents #5, #14, #12, 
: and #17. 

1. The facility staff failed to revise Resident #S's 
comprehensive care plan to reflect medications 
that were discontinued and no longer prescribed 
for the resident. 

2. The facility staff failed to revise the 
comprehensive care plan for the use of 
Coumadin, an anticoagulant, for Resident #14. 

3. For Resident #12, facility staff failed to revise 
and update the comprehensive care plan after a 
skin tear occurred from a fall on 4/25/16. 

4. The facility staff failed to update Resident #17's 
comprehensive care plan following a 6.1 percent 
weight loss within a month, noted on 5/25/16. 
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F 280 '2.QA Director will review 24 hour report to 

identify residents with weight loss, medication 

change, or skin tears since 07/22/16, and verify 

I care plan was updated. Any variances 

I identified will be investigated and revisions 

! made to the care 

I 
i 

' 
plan as appropriate. 

3. All scheduled nurses will be educated by 

Director of QA or designee on requirement of 

care plan revision immediately following any 

change of medication, incidents, and/or weight 

loss. Nurses not scheduled until after correction 

date will be educated via scheduled make up 

, education sessions held by the Staff Dev RN or 

' designee. RN Care Managers, Clinical 

Coordinators, or designee will review 24-hour 

report each day tomonitor for medication 

changes, incidents, and weight loss. 
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The findings include: 

1. The facility staff failed to revise Resident #S's 
comprehensive care plan to reflect medications 
that were discontinued and no longer prescribed 
for the resident. 

Resident #5 was admitted to the facility on 1/7/11 
with diagnoses that included but were not limited 
to: diabetes, high blood pressure, atrial fibrillation, 
dementia, depression, anemia, gastroesophageal 
reflux disease, insomnia, delusional disorder, 
neuropathy and glaucoma. 

The most recent MOS (minimum data set) 
assessment, an annual assessment, with an 
assessment reference date of 4/16/16, coded the 
resident as being moderately impaired to make 
cognitive daily decisions. The resident was 
coded as requiring limited to extensive assistance 
of one staff member for all of her activities of daily 
living except eating in which she was independent 
after set up assistance was provided. 

I 

'I The review of the comprehensive care plan was 
conducted. The care plan dated 6/12/15 and 

· revised on 5/19/16, documented, "Focus: 
. (Resident #5) is at risk for demonstrating 

I 

aggressive behaviors and agitation as evidence 
by scratching another resident and yelling at 
residents and staff members." The "Interventions" 
documented in part, "Medication (trazodone, 

I abilify, and depakote) will be administered by 
, nursing staff per MD (medical doctor) orders." 
The care plan dated 7/4/15 and revised on 

. 5/19/16, documented, "Focus: (Resident #5) is 
!
1 

receiving mental health services at this facility 
! through psychiatrist and psychologist consults for 
emotional and mental wellbeing." The 
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F 280 4. DON or Designee will audit 25% of24 hour 

report weekly for 30 days and then 10% for 60 

days to ensure care plans have been updated 

for change in care and/or change in resident 

condition. All audits will be turned into QA 

Director or Administrator foranalysis and 

tracking of trends or patterns. A summary of 

this analysis will be provided to the QA 

I 

committee. Variances identified during these 

audits will be thoroughly investigated, 

corrected as appropriate, and staff re-educated. · 

I 
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"Interventions" documented in part, "(Resident 
#5) is receiving Lexapro for mood !ability, 
trazodone for anxiety." The care plan dated, 
8/12/15 and revised on 5/19/16 documented, 
"Focus: (Resident #5) receives drugs having an 
altering effect on the mind characterized by 
problems with cardiac, neuromuscular, 
gastrointestinal systems, AEB (as exhibited by) 
dizziness, unsteady gait/balance, motor agitation, 
depression, decline ADL (activity of daily living)." 
The "Interventions" documented in part, 
"Decrease dosage of psychotropic drugs as per 
orders until signs or tardive dyskinesia disappear 

i - Zoloft (an antidepressant (4)), Ativan 
• (anti-anxiety) (5), Trazodone (an antidepressant) 

(6), Lexapro (an antidepressant) (3) and 
Namenda (used to treat dementia (7))." The 
"Intervention" dated, 12/11 /15 documented, 
"Resident's Ability weaned and D/C'd 
(discontinued) per MD (medical doctor) 
recommendations for polyphagia (sic) 
(polypharmacy)." 

· Review of the physician orders did not evidence a 
, physician order for Ability (an antipsychotic 
! medication used to treat schizophrenia (1 )) or 
: Depakote (used to treat seizures and mania (2)). 
I The physician orders dated 6/14/16 documented 
I 

to discontinue the Lexapro. 

An interview was conducted with RN (registered 
nurse) #1, the unit manager, on 7/21/16 at 9:39 
a.m. When asked who is responsible for updating 
the care plans, RN #1 stated, "The other care 

' manager and I do that now." RN #1 reviewed the 
care plan for Resident #5. RN #1 stated, "The 
medications should be taken off the care plan 
when they are discontinued." 
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An interview was conducted with ASM 
(administrative staff member) #2, the interim 
director of nursing, on 7/21/16 at 10:06 a.m. 
When asked who is responsible for updating the 
care plans, ASM #2 stated, "Anyone who puts in 
a new intervention. Some nurses do but mostly 
done by (names of care managers) and MOS 
staff." The care plan above was reviewed with 
ASM #2. No comment was made. 

The facility policy, "Assessment and Care of 
Patient/Resident Through Care Plan" 
documented in part, "8. The care plan is 
evaluated and changed in reference to the 
resident's response to treatment and whenever 
there is a change in the resident. All disciplines 
participate in maintaining the care plan so that it 
reflects the current status of the resident...9. The 
care plan is reviewed and revised no less than 
with the completion of each quarterly MOS 
assessment...10. The Interdisciplinary care plan 
team will review and revise the resident's care 
plan at the care plan meeting. 11. The night 
licensed nursing staff or designee will review new 
orders daily to ensure appropriate care plan 
revisions." 

According to Fundamentals of Nursing Lippincott 
Williams and Wilkins 2007 pages 65-77 
documented, "A written care plan serves as a 
communication tool among health care team 

. members that helps ensure continuity of 
I care ... The nursing care plan is a vital source of 
i information about the patient's problems, needs, 
and goals. It contains detailed instructions for 
achieving the goals established for the patient 
and is used to direct care ... expect to review, 

! revise and update the care plan regularly, when 
there are changes in condition, treatments, and 
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with new orders ... " 

ASM #1, the administrator, ASM #2, the interim 
, director of nursing and ASM #3, the quality 
! assurance nurse, were made aware of the above 
concerns on 7 /21 /16 at 4:54 p.m. 

No further information was provided prior to exit. 
(1) This information was obtained from the 
website: 
https://dailymed.nlm.nih.gov/dailymed/druglnfo.cf 
m?setid=c040bd1 d-45b 7-49f2-93ea-aed7220b30 
ac 

' (2) This information was obtained from the 
website: 
http://www.ncbi.nlm.nih.gov/pubmedhealth/PMHT 
0012594/?report=details 
(3) This information was obtained from the 
website: 
https://dailymed.nlm.nih.gov/dailymed/druglnfo.cf 
m?setid=3750B79D-8DAC-46C1-82D1-CFE9BC 
AC6A86 
(4) This information was obtained from the 
website: 
http://www.ncbi.nlm.nih.gov/pubmedhealth/PMHT 
0012108/?report=details 
(5) This information was obtained from the 
website: 
http://www.ncbi.nlm.nih.gov/pubmedhealth/PMHT 
0010988/?report=details 
(6) This information was obtained from the 
website: 

, tittp://www.ncbi.nlm.nih.gov/pubmedhealth/PMHT 
00 ·•-=>'504/?report=details 

· (7) This 11 ~~,mation was obtained from the 
1 website: 

http://www.ncbi.nlm.,,,~v/pubmedhealth/PMHT 
0011075/?report=details · 
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2. The facility staff failed to revise the 
comprehensive care plan for the use of 
Coumadin, an anticoagulant, for Resident #14. 

Resident #14 was admitted to the facility on 
12/21/12 with a recent readmission on 2/17/16 
with diagnoses that included but were not limited 
to: pulmonary embolus, adult failure to thrive, 
chronic obstructive pulmonary disease, 
depression, history of falls, cataracts, pain, 
anxiety, and a history of breast cancer. 

The most recent MOS (minimum data set) 
assessment, a significant change assessment, 
with an assessment reference date of 6/22/16, 
coded the resident as having both short and long 
term memory difficulties and being moderately 
impaired to make cognitive daily decisions. The 
resident was coded as requiring limited to 
extensive assistance of one staff member for all 
of her activities of daily living except eating in 
which she was coded as independent after set up 
assistance was provided. 

The physician orders dated, 7/17/16, 
documented, "Coumadin Tablet (1) 5 mg 
(milligrams); give 5 mg by mouth at bedtime for 
PE (pulmonary embolus)." 

Review of the comprehensive care plan dated, 
12/22/12 with a revision on 7/21/16 did not 
evidence any documentation regarding the 
resident's history of a pulmonary embolism or 
being on anticoagulant mediations (blood 
thinners). 

; An interview was conducted with RN (registered 
! nurse) #1, the unit manager, on 7/22/16 at 8:14 
I 
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a.m. When asked if a resident is on a blood 
thinner, should it be addressed in the care plan, 
RN #1 stated, "Yes, there are risks of bleeding, 
clotting, PE (pulmonary embolism), stroke and 
bruising." 

· The administrator was made aware of the above 
concern on 7/22/16 at 8:30 a.m. 

No further information was provided prior to exit. 

(1) This information was obtained from the 
website: 
http://www.ncbi.nlm.nih.gov/pubmedhealth/PMHT 
0012678/?report=details 

3. For Resident #12, facility staff failed to update 
the comprehensive care plan after a skin tear 
occurred from a fall on 4/25/16. 

Resident #12 was admitted to the facility on 
4/6/15 with diagnoses that included but were not 
limited to urinary retention, brain bleed, high 
blood pressure, hypothyroidism, anxiety disorder, 
past history of stroke, and dementia with 
behavioral disturbance. 

Resident #12's most recent MDS (minimum data 
set) was a quarterly assessment with an ARD 
( assessment reference date) of 6/20/15. 
Resident #12 was coded as being severely 
cognitively impaired in the ability to make daily 
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decisions scoring 99 on the BIMS (brief interview 
for mental status exam). Resident #12 was 
coded as requiring extensive assistance from 
staff with transfers, dressing, toileting and 
personal hygiene; and limited assistance with 
eating. 

Review of Resident #12's clinical record revealed 
an incident report dated 4/25/16 that documented 
the following: "Patient observed lying on the floor 
beside her bed on left side. Small skin tear to 
RFA (Right Forearm. Bump on left side of 
forehead. Patient said she hit her head." 

Review of Resident #12's nursing notes dated 
4/25/16 documented the following: "Called to 
patient room by staff member. Patient lying on 
floor beside her bed on left side. Half on mat. 
Head lying on floor. Small skin tear to RFA (Right 
Forearm), bump on left side of forehead. Patient 
states that she "hit her head." No loss of 
consciousness, patient's mentation at 

,

1

· baseline ... Telephone call to primary MD (medical 
doctor}, order obtained to send to ER (emergency 

I room) for evaluation and tx (treatment) ... " 

Review of Resident #12's fall care plan revealed 

'I that her fall care plan was reviewed on 4/28/16 
with no further interventions. Review of her skin 

' care plan revealed that it was not updated after 
her skin tear to her right forearm on 4/25/16. 

I On 7/20/16 at 7:55 a.m., an interview was 
1 conducted with LPN (Licensed Practical Nurse) 
#3. He stated that care plans were updated on 

, day shift and monthly unless there is a change in 
1

1 
condition such as a fall, and then the unit 

i manager would update the care plan. LPN #3 
stated that after the unit managers sign the 
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• incident report, they would update or review the 
care plan. He stated that skin alterations would 
also be updated on the care plan. LPN #3 could 
not find where Resident #12's care plan was 
updated for her skin tear on 4/25/16. 

On 7/20/16 at 8:52 a.m., an interview was 
conducted with LPN #6. When asked the 
purpose of the care plan she stated that it was to 
know to the resident's needs. When asked when 
the care plan gets updated, LPN #6 stated that 
she wasn't sure the exact schedule, but that the 
care plan was updated after a change in the 
resident's condition. When asked who updates 
the care plan after an incident or change in the 
resident's condition, LPN #6 stated that it is the 
unit manager's responsibility. LPN #6 stated that 
the unit managers have to sign off on an incident 
report and from there would know to update the 
care plan. When asked when the care plan 
should be updated after an incident, LPN #6 
stated, "Immediately to prevent another 

, occurrence." 

On 7/20/16 at 12 p.m., an interview was 
conducted with LPN # 1. When asked when the 
care plan is updated, she stated that it is usually 
updated when there is a change in condition such 
as behavior, treatment, or fall. LPN #1 stated that 
usually the nurses will do the incident reports and 

, the unit managers will update the care plan by 
: viewing the incident report or viewing orders etc. 

On 7/20/16 at 3: 12 p.m., an interview was 
conducted with RN (Registered Nurse) #1, the 

; unit manager. When asked who was responsible 
for updating the care plan, RN #1 stated that the 
care managers update the care plan as soon as a 
resident gets a new order, treatment, or after an 
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incident occurs. She stated that she did not see 
the care plan updated for Resident #12 after her 
skin alteration. RN #1 stated that her care plan 
should have been updated. 

On 7/21/16 at 1:00 p.m., ASM (Administrative 
, Staff Member) #1, the administrator was made 
aware of the above findings. 

No further information was presented prior to exit. 

4. The facility staff failed to update Resident #1 Ts 
comprehensive care plan following a 6.1 percent 
weight loss within a month, noted on 5/25/16. 

Resident #17 was admitted to the facility on 
1/24/11. Resident #1 Ts diagnoses included but 
were not limited to: dementia, major depressive 
disorder and anxiety disorder. Resident #17's 
most recent MOS (minimum data set), a 
significant change in status assessment with an 
ARD (assessment reference date) of 7/2/16, 
coded the resident's cognition as being 
moderately impaired. 

Review of Resident #1 Ts weight summary 
revealed the resident's weight on 5/2/16 was 
122.2 pounds and weight on 5/23/16 was 114.8 
pounds (a 6.1 percent loss in less than a month). 

A dietary note dated 5/25/16 documented, 
"Resident discussed at weight change meeting 
today r/t (related to) noted weight loss on monthly 
weight monitoring. Nursing states resident has 

i had decreased intake and appetite r/t recent UTI 
i (urinary tract infection) and ABT (antibiotic) tx. 
(treatment). Resident has also had a change in 
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I congnitive (sic) status. Staff is offering resident 
more assistance with meals and also 
encouraging intake daily. New recomm. 
(recommendations) include adding a great shake 
to lunch tray, Boost Plus BID (twice daily) and 
picking up for weekly weight monitoring. 
Significant weight change sheet given to nursing 

• for MD (medical doctor) and RP (responsible 
party) notification. Will monitor po (by mouth) 
intake and weekly weights to follow progress." 

Review of Resident #17's comprehensive care 
plan revised on 5/5/16 failed to reveal the care 
plan was updated regarding the weight loss noted 
on 5/25/16. 

On 7/21 /16 at 11 :56 a.m., an interview was 
conducted with RN (registered nurse) #1 (the 
care (unit) manager). RN #1 stated care plans 
should be updated regarding any change, fall, 
skin impairment, significant weight loss or 
anything that needs to be tracked. RN #1 stated 
significant weight decreases or gains flag at the 
weekly weight loss meetings. RN #1 stated she 
gets notification regarding weight losses and 
gains. RN #1 stated the care plan should 
immediately be updated. At this time, RN #1 was 
asked to review Resident #17's care plan. RN #1 
stated she didn't see where the care plan had 
been updated regarding the resident's weight loss 
noted on 5/25/16. RN #1 stated the dietary 
department also updates the care plans for 
weight loss but she (the care manager) should 

, review the care plan for updates. 

On 7/21/16 at 12:15 p.m., an interview was 
conducted with OSM ( other staff member) #1 (the 
dietary manager). OSM #1 stated either she or 
the dietician will look at updating residents' care 
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plans when there is a weight loss. OSM #1 was 
asked to show this surveyor where Resident 
#17's care plan was updated regarding the weight 
loss noted on 5/25/16. 

On 7/21/16 at 12:30 p.m., OSM #1 stated she 
couldn't find a date on Resident #17's care plan 
to show the care plan was updated regarding the 
weight loss noted on 5/25/16. 

On 7/21/16 at 1:10 p.m., ASM (administrative 
staff member) #1 (the administrator) was made 
aware of the above findings. 

No further information was presented prior to exit. 

F 281 483.20(k)(3)(i) SERVICES PROVIDED MEET 
SS=G PROFESSIONAL STANDARDS 

The services provided or arranged by the facility 
, must meet professional standards of quality. 

This REQUIREMENT is not met as evidenced 
by: 
Based on staff interview, facility document 

review, clinical record review, and in the course of 
·1' a complaint investigation, it was determined that 
the facility staff failed to follow professional 

1 

standards of practice for 3 of 27 residents in the 
survey sample; Resident #20, #16, and #6. 

: 1. For Resident #20, the facility staff failed to 

I

, accurately transcribe admission medication 
, orders from the hospital discharge summary. 
' The facility staff failed to transcribe the 
antidepressant Wellbutrin when Resident #20 

, was admitted on 2/22/16, thus in effect, causing 

I 
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F 281 I.Resident #20 was discharged from facility on 09/04/16 

03/08/16. Resident #16 treatment order for 

treatment to pressure ulcer was resolved on 

7/26/16, as resident was not assessed to have a 

stage II pressure ulcer. Resident #6 Percocet 

Order clarified on 08/09/16 with physician to 

determine correct dosage. 

' 

I 

! 2.QA Director or designee will review 

Admission/Readmission Orders of current 

, residents admitted since 07/22/16 to ensure 

I second nurse check complete and all orders 

'transcribed accuratelyand clarified as needed. 

, Any variances identified will be investigated 

I and revisions made to orders as appropriate. 

I 
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the resident to stop the medication immediately, 
without tapering or monitoring. On 3/8/16 the 
resident attempted suicide. 

2. The facility staff failed to clarify the physicians 
order for treatment of a stage II pressure sore ( 1) 
with the physician, when the resident was 
assessed as not having a stage II pressure sore 
on admission. 

3. The facility staff failed to clarify an order for 
Percocet for Resident #6. 

The findings include: 

1. For Resident #20, the facility staff failed to 
accurately transcribe admission medication 
orders from the hospital discharge summary. 
The facility staff failed to transcribe the 
antidepressant Wellbutrin when Resident #20 
was admitted on 2/22/16, thus in effect, causing 
the resident to stop the medication immediately, 
without tapering or monitoring. On 3/8/16 the 
resident attempted suicide. 

Resident #20 was admitted to the facility on 
2/22/16 and discharged to the hospital on 3/8/16. 
The resident was admitted with the diagnoses of 
but not limited to congestive heart failure, 
coronary artery disease, chronic obstructive 

• pulmonary disease, high blood pressure, and 
cellulitis of the right lower extremity. 

The most recent MOS (Minimum Data Set) was 
the admission comprehensive assessment with 
an ARD (Assessment Reference Date) of 
2/29/16. The resident was coded as being 

, severely cognitively impaired in ability to make 
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information for management of medication and 

Resident care is documented in physician orden 

Admitting nurse will review and validate 

accuracy of orders, and acknowledge as second 

check. RN Care Manager or Clinical 

Coordinator or designee will review 

Admission Orders weekly to determine nurse 

completed double check of orders and to 

complete order clarifications as needed. All 

scheduled nurses will be educated on how to 

compare physician orders during monthly 
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daily life decisions, scoring a 4 out of a possible 
15 on the BIMS (Brief Interview for Mental Status) 
exam. The resident's mood score was a 4 out of 
a possible 27. The resident was coded as 
requiring total care for bathing; extensive 
assistance for transfers, dressing, and toileting; 
limited assistance for hygiene and ambulation; 
independent for eating; and was at times 
incontinent of bowel and bladder. 

A review of the clinical record revealed the 
following: 

On 2/22/16 the resident was admitted to the 
facility, with hospital discharge papers that 
included medications the resident was taking. 
The medications were listed as follows: 

Discharge Medications 
New Medications: 

. Cefuroxime Axetil (Ceftin an antibiotic (1 )) 500 
mg (milligrams) tab (tablet) Q (every) 12 hours 
Torsemide (used to treat high blood pressure (2)) 
20 mg tab, take 100 mg every other day. 

Continued Medications 
Ascorbic Acid (Vitamin C used to replace loss of 
Vitamin C (3)) 500 mg (milligram) daily 
Aspirin (used to decrease the risk of blood 
clotting (4)) 81 mg daily 
Atorvastatin (used to treat high cholesterol (5)) 10 
mg QPM (every evening) 
Bupropion (Wellbutrin XL an antidepressant (6)) 
150 mg tab ER (extended release) BID (twice 
daily) 
Carvdilol (Coreg) (used to treat heart failure (7)) 
6.25 mg BID 

1 Fluticasone/Salmeterol (Advair Diskus used to 
i prevent symptoms of asthma and COPD (8)) 
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250/50) 1 puff INH (inhalation) BID 
lsosorbide Mononitrate (used to treat angina (9)) 
10 mg BID 

• Montelukast (Singulair) (used to treat asthma 
(10)) 10 mg daily 
Mu-Vits-Min (Centrum Silver) (used to replace/ 
boost vitamins and minerals ( 11 )) 1 tablet daily 
Tamsulosin (Flomax) (used to treat enlarged 
prostate (12)) 0.4 mg QPM 
Zinc (used to replace / boost zinc in the body 
(13)) 50 mg tablet, take 100 mg BID 

Discontinued Medications 
Torsemide 100 mg daily 

A review of the admission orders written at the 
facility on 2/22/16 revealed that the Wellbutrin 
was not transcribed from the hospital orders. 

A review of the clinical record revealed the 
following: 

: On 3/2/16 at 11 :47 a.m., the Director of Social 
Services (OSM #10 - Other Staff Member) wrote 
a note that documented, " ..... Resident 
occasionally presents with sad facial expression 
which is easily altered with conversation. 
Resident states his two children and spouse are 
very supportive in his care .... " 

On 3/5/16 at 6:25 p.m., LPN #15 (Licensed 
Practical Nurse) documented, " .... After lunch Pt 

: (patient) stated, "I don't feel good." Pt unable to 
: voice complaint and requested to call daughter. 
' Pt also made repeated comments stating "I am 

ready to go home to my Lord." Daughter in to 
facility. Pt continued to tell daughter that he did 
not feel well but could not tell her why. Daughter 
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stated that Pt does have Hx (history) of 
depression. Daughter concerned that Pt may 
have UTl(urinary tract infection) D/T (due to) 
confusion. New order received from (name of 
doctor) 1) Urinalysis (UA). Family at bedside and 
made aware of new order. VSS (vital signs 
stable) at this time. Will cont (continue) to 
monitor." 

On 3/5/16 at 9:31 p.m., LPN #16 documented, 
"Urine culture pending at this time; UA without 
bacteria or leukocytes. MD (medical doctor) 
aware." 

On 3/5/16 at 9:32 p.m., LPN #16 documented, 
"Spoke with daughter regarding pt.'s worsening 
depression; daughter requesting that pt.'s 
antidepressant be increased. Upon review of 
pt.'s orders, no antidepressant was on medication 
list. Clarification received from MD (medical 
doctor) to restart Wellbutrin XL ER 150 mg po (by 
mouth) BID as pt. had been on this prior to 

I 

admission to (name of facility.) First dose to be 
administered tonight." 

On 3/7/16 at 2:47 p.m., RN #4 (Registered 
i Nurse) documented, "patient c/o (complained of) 
I being tired, 120/70 (blood pressure), 96% stat 
! [sic] 02 (oxygen) at 2L (liters) prior 92%, pulse 68 

resp (respiration) 20. monitor for any changes. 
, patient made comfortable in bed to rest." 

I 
'On 3/7/16 at 10:45 p.m., LPN #17 documented, 
"Pt receiving skilled services r/t (related to) RLE 
(right lower extremity) cellulitis. A+OX2 (alert and 

! oriented to two spheres) and forgetful at times. 
1 

no c/o (complaint of) pain or discomfort. RLE 
remains red and warm to touch with dry scabs, 
wife was in this evening, call bell within reach, will 
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' continue to monitor." 

On 3/8/16 at 1:14 a.m., LPN #6 documented, 
"Behavior Demonstrated: Routine rounding on pt, 
observed pt in room with fork from his dinner, 
digging into his (L) [left) AC (antecubital) and left 
side of neck. Redness noted to neck. (L) AC 
with epidermis broken about 2-3 cm 
(centimeters). Verbalized "am tryna (sic.) kill 
myself, am tired of all this old age." Intervention: 
Pressure applied to wound, bleeding stopped and 
wrapped with 4"x4" with gauze. BP (blood 
pressure) 127/89, p (pulse) 86, T (temperature) 
98.0, r (respirations) 20 at 94 (% oxygen 
saturation) RA (on room air) .... Evaluation: Pt sent 
to ER (emergency room) and EC#1 (emergency 
contact) notified, MD notified." 

On 3/8/16 at 8:00 a.m., LPN #6 documented, "UA 
(urinalysis) results received: no bacteria noted. 
Placed in MD's folder for review ... " 

This was the last note documented in this clinical 
record. 

A review of the hospital record dated 3/8/16 
documented, "The patient is a 86 year old male 
who is seen in the Emergency Department for 
suicide attempt. Patient has a history of CHF 
(congestive heart failure). He was recently 
admitted for cellulitis and was discharged to local 
skilled nursing facility. Patient states that since 

: the time of discharge he has felt short of breath 
and uncomfortable. This has led him to have 

' suicidal thoughts. Patient states, "I don't want to 
be here anymore" and describes an incident 
where he tried to use a fork to stab himself in the 
neck. He describes disappointment at being 
unable to penetrate the skin of his neck and so 
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he instead stabbed himself in the arm with the 
fork. He was able to penetrate the tissues of his 
elbow with a fork. This got the attention of the 
workers at the skilled nursing facility who sent 
him to the emergency department for evaluation. 
Patient states he has had intermittent chest 
discomfort, though he denies any chest 
discomfort at the time of ER evaluation. He 
repeatedly expresses suicidal thoughts and 
disappointment that his attempt at harming 
himself did not result in death. Patient's daughter 
states that patient has been on Wellbutrin for a 
long time, however after transfer to skilled 
nursing his Wellbutrin was overlooked and he did 
not receive it for about 2 weeks. Daughter states 
this was only restarted 2 days ago. Daughter 
states the patient's mood has degenerated since 
being taken off his antidepressant." 

Further review of the hospital record revealed an 
emergency room physical dated 3/8/16 that 
documented, " .... Procedure performed: 

' Laceration repair. Indication: Left arm laceration. 
Wound was irrigated with 500 cc of saline by 
technician staff. Local anesthesia was performed 
with 3 cc of 1% lidocaine without epinephrine. 
The wound was closed with #7 simple interrupted 
sutures, 5-0 nylon. Patient tolerated this well. 
Total closed length was 3 cm." 

An interview was conducted with LPN #6 on 
7/21/16 at 8:57 a.m. She stated that on 3/8/16 
she went in to check on the resident. She stated 
he was sitting on the side of the bed trying to dig 
in his arm with a fork, stating he wanted to die. 
She stated she put pressure on it, called 911 and 
notified the doctor. She stated that it was 
reported to her that the resident was depressed 

' and not himself, but she was not told anything 
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about suicidal ideations. Regarding the 
admission medications, she stated another nurse 
started the admission and did the meds, and that 
she just finished the admission after change of 
shift. She stated she did not check the meds that 
the other nurse had entered. A review of 
"Corrective Counseling / Behavioral Accountability 

: Record" from LPN #6's employee file 
i documented, "On 2-22-16, did not perform 24 
(hour) check on admission of (name of 
resident) ...... (LPN #6) will ensure that all chart 
checks will be completed on her scheduled shift." 

On 7/21/16 at 2:13 p.m., an interview was 
conducted with LPN #15. She stated that she 
could not recall much about the resident. She 
stated the daughter would not let her leave the 
room so she could take care of other patients, so 
she called (LPN #16) to assist. 

On 7/21/16 at 2:21 p.m., an interview was 
conducted with LPN #16. She stated that on 
3/5/16 (LPN #15) had called her to the unit to 
assist with this resident so that LPN #15 could 
care for her other residents. She stated that the 
family felt that something was wrong. She stated 
his vital signs were normal, but that the resident 
stated he felt like he was crawling out of his skin. 

, She stated the daughter felt he was acting 
unusual. She stated that recent blood work was 
normal. She stated a UA was done and that it 
was normal too. She stated she reviewed his 
meds and that there was nothing new. She 
stated the daughter asked about increasing the 
antidepressant, and that she reviewed the 
resident's meds and noted that the Wellbutrin 

; was never ordered on admission. She stated she 
i was unaware of the resident's statements about 

1 

wanting to go home to be with the Lord. She 
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stated if LPN #15 had told her that, she would 
have notified the social worker and doctor, and 
put the resident on suicide watch. 

On 7/21/16 at 11 :30 a.m., an interview was 
conducted with the social worker, OSM (other 
staff member) #10. She stated that anytime 
someone is suicidal, the social worker should be 

• informed, to see if they have a plan and don't 
want to live anymore and find out if there is a 
desire, plan, or if they just mean that they are 
ready when their time comes. 

On 7/21/16 at 11 :57, OSM #10 returned to the 
surveyor, after reviewing the record, and stated 
that she was not notified of the comment that the 
resident was ready to go home to be with the 
Lord, but that she should have been notified. She 
stated that after this incident, that she had 
incorporated training on suicide prevention into 
the annual abuse trainings that were provided in 
March, 2016 for all staff. 

A copy of an email that was sent from the 
(former) DON (Director of Nursing, Administrative 
Staff Member [ASM] #3, the current corporate QA 
nurse) to all of the facility nurses staff, dated 
3/8/16 documented, "We've had a med error that 
resulted in a negative outcome to a patient from 
not complying,with process of a second check of 
medications and not completing 24 hour chart 
audit for new orders. Admitting nurse must 
compare discharge summary to med list and note 

: second check on admission orders. Night nurses 
I should do a triple check by following the same 
1 process as well as checking all charts for any 
' new orders that may have been written and not 

noted. Record "24 hour check" on all new orders 
noted in last 24 hours. If there aren't any new 
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orders than no notation is needed, as long as 
they were noted on the night they were received. 
There should be few of these as most orders are 
entered by the nurse, vs (versus) the MD/NP/PA 
(medical doctor/nurse practitioner/physician's 
assistant). As of tonight, please be sure that all 
new admission orders are checked thoroughly. 
Compare discharge summary to med orders and 
check off to validate no orders are missed and/or 
error free. Leave a copy of the transfer summary 
and other summary in my box at the Willow and 
CB Nurses Stations. This process will be 
monitored and reported out at monthly QA 
meetings." 

A review of the facility policy, "Management of 
Physician Order Sheet, Physician Order Form, 
and Physician's Interim/Telephone Orders with 
Maintenance of Medication Record and 
Treatment Administration Record" documented, 
"Procedure: On admission, information for 
management of medication and Resident care is 
documented in physician orders. Admitting nurse 
will review and validate accuracy of orders, and 
acknowledge as second check. The night nurse 
will complete triple check of admission orders. 
The orders are printed and must be signed by the 
Attending Physician, or if done by a consulting 
physician or a Licensed Nurse, the Attending 
Physician must be cosigned within forty-eight 
hours days. Once a physician signs a physician 
order sheets, a new medication and or treatment 

I cannot be added. New orders are written on 
1 Physician's Interim/Telephone or noted via fax 
form. All ordered medications must have a 
diagnoses or symptom for which the medication 
is being used." 
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WELLBUTRIN (bupropion hydrochloride) is 
indicated for the treatment of major depressive 
disorder (MOD), as defined by the Diagnostic and 
Statistical Manual (DSM). All patients being 
treated with antidepressants for any indication 
should be monitored appropriately and observed 
closely for clinical worsening, suicidality, and 
unusual changes in behavior, especially during 
the initial few months of a course of drug therapy, 
or at times of dose changes, either increases or 
decreases. Advise patients regarding the 
following issues and to alert their prescriber if 
these occur while taking WELLBUTRIN. 
Suicidal Thoughts and Behaviors: Instruct 
patients, their families, and/or their caregivers to 
be alert to the emergence of anxiety, agitation, 
panic attacks, insomnia, irritability, hostility, 
aggressiveness, impulsivity, akathisia 
(psychomotor restlessness), hypomania, mania, 
other unusual changes in behavior, worsening of 
depression, and suicidal ideation, especially early 
during antidepressant treatment and when the 
dose is adjusted up or down. Advise families and 
caregivers of patients to observe for the 
emergence of such symptoms on a day-to-day 
basis, since changes may be abrupt. 
What else do I need to know about 
antidepressant medicines? 
· Never stop an antidepressant medicine without 
first talking to a healthcare provider. Stopping an 
antidepressant medicine suddenly can cause 
other symptoms. 
This information was obtained from the website: 

i <http :/Id rug inserts. com/lib/rx/meds/wellbutrin-1 /> 
! 

I 

On 7/21/16 at 12:40 p.m., the Administrator (ASM 
#1) and the Corporate QA nurse (ASM #3) were 
made aware of the concerns. 
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html> 

(7) Information obtained from 
<https://medlineplus.gov/druginfo/meds/a697042. 
html> 

, (8) Information obtained from 
, <https://medlineplus.gov/druginfo/meds/a699063. 
'html> 

' (9) Information obtained from 
<https://medlineplus.gov/druginfo/meds/a682348. 
html> 
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(10) Information obtained from 
! <https://medlineplus.gov/druginfo/meds/a600014 . 
. html> 

(11) Information obtained from 
<http://www. webmd. com/d rugs/2/drug-9881-5249 
/centrum-silver-oral/multivitamins-includes-prenat 
al-vitamins-chewable---oral/details#uses> 

(12) Information obtained from 
<https://medlineplus. gov/d ruginfo/meds/a698012. 
html> 

13) Information obtained from 
<https://medlineplus.gov/minerals.html> 

COMPLAINT DEFICIENCY 

2. The facility staff failed to clarify the physicians 
order for treatment of a stage II pressure sore ( 1) 
with the physician, when the resident was 
assessed as not having a stage II pressure sore 
on admission. 

Resident #16 was admitted to the facility on 
6/16/16 with diagnoses that included, but were 
not limited to: pulmonary (lung) embolism (a 
sudden blockage in a lung artery}, thrombosis 
(clotting of the blood in a part of the circulatory 
system), weakness and high blood pressure. 
Resident #16's most recent MDS (minimum data 
set) was an admission assessment with an ARD 
(assessment reference date) of 6/23/16. 

i Resident #16 was coded as having a BIMS (brief 
i interview of mental status) of 14 out of a possible 
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15, indicating that Resident #16 was cognitively 
intact. Resident #16 was also coded as not 
having any pressure ulcers since admission. 

A review of Resident #16's clinical record 
revealed a physician order dated 6/16/2016, the 
date of admission, that documented, in part, the 
following: ''Cleanse Stage II pressure ulcer to L 
(left) buttock with WC (wound cleanser), pat dry, 
apply allevyn (a type of wound dressing). Change 
Q3 (every 3) days and as needed. Apply barrier 
cream to periwound every evening shift. Order 
Status: Active. Order Date: 6/16/16." 

A review of Resident #16's admission 
assessment revealed, in part, the following 
documentation: "2. if skin not intact: IDENTIFY 
AND DOCUMENT all skin impairments. 23) 
Coccyx: other (specify) excoriation." 

On 7/21/16 at 1:30 p.m. an interview was 
conducted with LPN (licensed practical nurse) #1, 
a floor nurse who had conducted Resident #16's 
skin assessment on admission. LPN #1 was 
asked if she remembered conducting the 
admission assessment for Resident #16, LPN #1 
stated that she did. LPN #1 was asked to 
describe the skin on Resident #16's buttocks. 
LPN #1 stated that it was moist and red, but 
without open areas. LPN #1 was asked whether 
or not she was aware that the physician had 
ordered treatment for Resident #16 for a Stage II 
pressure ulcer on her buttocks. LPN #1 stated, "I 
was aware of the orders on admission but she did 
not have a Stage II, her buttocks were 
excoriated." LPN #1 was asked what she did 
about the order; LPN #1 stated that she did 

. nothing. LPN #1 was asked was she supposed 

1 

to follow the orders prescribed for Resident #16, 
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LPN #1 stated that she was but in this case there 
was no need for the treatment, "I should have 
called the physician for clarification of the order." 

On 7/21/16 at 2:25 p.m. RN (registered nurse) 
#2, the care manager (unit manager) was 
observed while assessing Resident #16's wound. 
There were no open wounds on Resident #16's 
buttocks; there was a circular area of 
approximately 2 cm (centimeters) that appeared 
scaly and dry. RN #2 was asked if the wound 
was a Stage II pressure ulcer, RN #2 stated that it 
was not, that it was an old area of excoriation. 
RN #2 was asked what the nursing staff should 
have done in regards to the orders for a Stage II 
pressure ulcer when Resident #16 did not have a 
Stage II pressure ulcer. RN #2 stated, "The 
nurses should have discontinued the order." 

On 7/21/16 at 3:45 p.m. ASM (administrative staff 
member) #1, the administrator, was made aware 
of the above findings. Policies were requested 
for order verification and clarification. 

No further documentation was provided prior to 
the end of the survey process. 

(1) Stage 2 Pressure Injury: Partial-thickness 
skin loss with exposed dermis 
Partial-thickness loss of skin with exposed 

1 

dermis. The wound bed is viable, pink or red, 
moist, and may also present as an intact or 

I ruptured serum-filled blister. This information was 
! obtained from the following website: 
http://www.npuap.org/resources/educational-and-

', clinical-resources/npuap-pressure-injury-stages/ 

i 
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I 3. The facility staff failed to clarify an order for 
I Percocet for Resident #6. 

Resident #6 was admitted to the facility on 
I 12122/15 with diagnoses including, but not limited 

1 

to: history of a stroke with right-sided paralysis, 
1 heart failure and difficulty swallowing. On the 

most recent MDS (minimum data set), a quarterly 
I assessment with assessment reference date 
4/5/16, she was coded as being cognitively intact 

I for making daily decisions, having scored 15 out 
of 15 on the SIMS (brief interview for mental 

, status). Resident #6 was coded as having no 
/ concerns related to pain during the look back 
period. 

i 
A review of Resident #6's clinical record revealed 

I

. the following physician's orders, both written 
, 12/22/15: 

I - Percocet (1) Tablet 5-325 mg (milligrams) 
(Oxycodone-Acetaminophen) Give 1 tablet by 

I mouth every 4 hours as needed for pain." 
· - Percocet (1) Tablet 5-325 mg (milligrams) 
, (Oxycodone-Acetaminophen) Give 2 tablet (sic) 
/ by mouth every 4 hours as needed for pain." 

i A review of the MARs (medication administration 
' records) for Resident #6 revealed that Percocet 
had not been administered during the months of 

1 

May, June, or July 2016. 

A review of the comprehensive care plan dated 
: 2/9/16 revealed, in part, the following: 
! "Administer analgesia (pain reliever) as per 

orders. Give 1/2 hour before treatments of care ... 
• [Name of Resident #6] prefers to have pain 
' controlled by: medication, treatment." 
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On 7/21/16 at 12:00 p.m., RN (registered nurse) 
, #4 was interviewed regarding the above 
referenced orders for Percocet. When asked 
how many tablets should be given to the resident 
if the resident experienced pain, RN #4 stated 
she would have to ask the resident how severe 
her pain was. When asked why the two orders 
are exactly alike except for the number of tablets 
to be administered, RN #4 stated: "Well you have 
both so if you give one pill, you click on that one, 
and if you give two pills, you click off the other 
one." When asked if the orders specify the 

, circumstances under which one tablet would be 
administered as opposed to two tablets, or vice 
versa. She stated: "You would just know how 
many to give. Most of the residents can tell you 
how many they need." She further stated: 
"There is no need to specify the number on the 
order." 

On 7/21 /16 at 12: 15 p.m., RN #1, a unit manager, 
was interviewed regarding the above referenced 

1 orders for Percocet. RN #1 stated: "They are 
' kind of confusing. You can't put in a range for 

orders in this computer system. They probably 
should have some kind of qualifier or description 
of when to give one tablet or when to give two." 
RN #1 stated that the order is exactly the same, 
except for the number of pills, and that the order 
needs to be clarified with the physician. 

On 7/21/16 at 4:55 p.m., ASM (administrative 
1 staff member) #1, the administrator, ASM #2, the 
' interim director of nursing, and ASM #3, quality 

assurance nurse, were informed of these 
concer.!1.;l.:.£'S~l<2~s reoarding order clarification 

1 Review of the facility policy enti~ed "Management 
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of Physician Order Sheet, Physician Order Form, 
and Physician's Interim/Telephone Orders with 
Maintenance of Medication Record and 

I Treatment Administration Record" revealed, in 
I part, the following: On admission, information for 
management of medication and resident care is 

I 

documented in physician orders. Admitting nurse 
will review and validate accuracy of orders, and 

' acknowledge as second check. The night nurse 
will complete triple check of admission orders." 

I 

No further information was provided prior to exit. 

I (1) "PERCOCET is indicated for the relief of 
moderate to moderately severe pain." This 

I 

information is taken from the website 
https://dailymed.nlm.nih.gov/dailymed/druglnfo.cf 

: m?setid=3af57f54-117e-43fc-b0ae-21 ef772d854e 
, According to Fundamentals of Nursing, 
I Lippincott, Williams and Wilkins 2007 page 169, 
' "After you receive a written medication order, 
transcribe it onto a working document approved 

1 by your health care facility ... read the order 
1 carefully, concentrate on copying it correctly, 
check it when you're finished. Be sure to look for 

,

1 

order duplications that could cause your patient to 
, receive a medication in error. ... " 

F 282 483.20(k)(3)(ii) SERVICES BY QUALIFIED 
SS=D PERSONS/PER CARE PLAN 

The services provided or arranged by the facility 
: must be provided by qualified persons in 
' accordance with each resident's written plan of 

care. 

i This REQUIREMENl '" "ot met as evidenced 
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by: 
Based on observation, staff interview, facility 

document review and clinical record review, it 
was determined that the facility staff failed to 
provide services in accordance with the written 
plan of care for three of 27 residents in the survey 
sample, Residents #8, #6 and #12. 

1. The facility staff failed to offload Resident #8's 
heels on 3/21/16 in accordance with the residents 
plan of care. 

2. The facility staff failed to offload Resident #6's 
heels on 3/21/16 in accordance with the residents 
plan of care. 

3. Facility staff failed to apply heel protectors to 
Resident #12's bilateral heels in accordance with 
the plan of care. 

The findings include: 

1. Resident #8 was admitted to the facility on 
3/14/16 with diagnoses including, but not limited 
to: dementia with behaviors, high blood pressure 
and failure to thrive. On the most recent MDS 
(minimum data set), a quarterly assessment with 
assessment reference date 5/4/16, Resident #8 
was coded as being moderately cognitively 
impaired for making daily decisions, having 
scored eight out of 15 on the SIMS (brief 
interview for mental status). She was coded as 
requiring the extensive assistance of two staff 

: members for bed mobility. She was coded as 
i having no pressure ulcers (1 ). 

On 7/21/16 at 8:20 a.m. and 9:40 a.m., Resident 
#8 was observed lying in bed on her back. Both 
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· heels were in direct contact with the mattress, 
and were not offloaded. 

A review of the physician's orders for Resident #8 
revealed, in part, the following order written 
6/12/16: "Offload bilateral (both left and right) 
heels while supine (lying on one's back) every 
shift." 

A review of the comprehensive care plan for 
Resident #8 dated 5/29/16 and updated 6/12/16 
revealed, in part the following: "Offload bilateral 
heels at all times while supine." 

On 7/21/16 at 9:40 a.m., CNA (certified nursing 
assistant) #2 accompanied the surveyor to 
Resident #8's room. CNA #2 observed Resident 
#8 lying in bed and stated: "No, her heels are not 
floated." CNA #2 stated she is the shower aide 
and does not usually take care of Resident #8. 

, When asked how she would know about 
interventions required for each resident, CNA #2 
stated: "I'm not sure. I guess I could ask the 
nurse." When asked how she knew what , 
interventions were listed on a resident's care 
plan, CNA #2 stated: "I would just ask the nurse." 

On 7/21/16 at 9:45 a.m., LPN (licensed practical 
nurse) #11 accompanied the surveyor to Resident 
#8's bedside. LPN #11 agreed that Resident #8's 
heels were not floated. LPN 11 stated: "I am only 

, prn (works only as needed). I don't know if her 
heels are supposed to be floated or not." When 
asked how she would know whether or not a 
resident's heels should be floated/offloaded, LPN 
#11 stated: "I guess I could check the orders." 
When asked to assess and describe Resident 
#8's heels, LPN #11 stated that the left heel was 

; "blanchable and a little soft" and that the right 
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' heel was "boggy (soft) and non-blanching." 
When asked what this meant, she stated that the 
right heel was in danger of breaking down into a 
pressure ulcer. She placed a pillow under both of 
the resident's heels before she left the room. 
LPN #11 was then asked what interventions were 
listed for Resident #8 on the care plan. LPN #11 
stated she did not know, but could look up the 
care plan. The surveyor accompanied LPN # 11 
to the computer, and observed LPN #11 attempt 
to find the care plan for Resident #8. After 
several unsuccessful attempts, LPN #11 stated: 
"I'm not sure how to find it. I would have to ask 
someone, and I am already late passing out my 
meds (medications). I only work pm." 

On 7/21/16 at 4:55 p.m., ASM (administrative 
staff member) #1, the administrator, ASM #2, the 
interim director of nursing, and ASM #3, quality 
assurance nurse, were informed of these 
concerns. 

A review of the facility policy entitled "Assessment 
and Care of Patient/Resident Through Care Plan" 

' revealed, in part, the following: "The care plan 

I 

includes treatment objectives that have 
measurable outcomes with time tables and 
specific approaches to meet the defined needs. 
The care plan is evaluated and changed in 
reference to the resident's response tl!l treatment 
and whenever there is a change in the resident. 
All disciplines participate in maintaining the care 
plan so it reflects the current status of the 
resident." 

i No further information was provided prior to exit. 

(1) The NPUAP defines a pressure ulcer as a 
" ... localized injury to the skin and/or underlying 
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tissue usually over a bony prominence, as a 
result of pressure, or pressure in combination 
with shear and/or friction." Pressure Ulcer 
Staging Revised by NPUAP. Copyright 2007. 
National Pressure Ulcer Advisory Panel. 
8/3/2009 <http://www.npuap.org.pr2.htm>. 

Potter and Perry, Fundamentals of Nursing, 6th 
edition, 2005, page 1515: "Positioning 

' interventions are designed to reduce pressure 
and shearing force to the skin ... When 
repositioning, positioning devices should be used 
to protect bony prominences." 

2. Resident #6 was admitted to the facility on 
12/22/15 with diagnoses including, but not limited 

' to: history of a stroke with right-sided paralysis, 
heart failure and difficulty swallowing. On the 
most recent MOS (minimum data set), a quarterly 
assessment with assessment reference date 
4/5/16, she was coded as being cognitively intact 
for making daily decisions, having scored 15 out 
of 15 on the BIMS (brief interview for mental 
status). She was coded as requiring the 
extensive assistance of two staff members for 
bed mobility. Resident #6 was coded as having 
no pressure ulcers. 

On 7/21/16 at 8:10 a.m. and 9:55 a.m., Resident 
, #6 was observed lying in bed on her back. Both 

heels were in direct contact with the mattress, 
i and were not offloaded. 

A review of the physician's orders for Resident #6 
: revealed, in part, the following order dated 
' 12/22/15: "Offload heels at all times when 
, supine." 

, A review of the comprehensive care plan for 
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Resident #6 dated 2/9/16 and updated 4/24/16 
revealed, in part, the following: "Offload heels at 
all times when supine." 

On 7/21/16 at 9:55 a.m., CNA (certified nursing 
assistant) #9 accompanied the surveyor to 
Resident #6's bedside. CNA #9 was asked if 
Resident #6's heals were offloaded, she stated: 
"No, they are not." When asked if she knew 
whether or not the heels were supposed to be 
offloaded, CNA #9 stated: "I'm not sure. I can 
ask the nurse." When asked if there were other 
ways of knowing what interventions should be in 
place for the resident, CNA #9 stated, "I guess I 
could look at my Tablet." The surveyor 
accompanied CNA #9 to look at the resident's 
Kardex found on the CNA's documentation tablet. 
CNA #9 checked the Kardex and stated that it did 
not have any instructions regarding Resident #6's 
heels being floated. 

On 7/21/16 at 10:00 a.m., LPN #5 accompanied 
the surveyor to Resident #6's bedside. LPN #5 
observed the resident's heels and stated they 
were not floated. When asked to assess and 
describe Resident #6's heels, LPN #5 stated that 
the left heel was "not boggy and blanchable" and 
that the right heel was "blanchable, and softer 

'1 than the left, but not concerning." When asked if 
the resident's heels were supposed to be in direct 

1 contact with the mattress and LPN #5 stated: "I 
don't know what she's supposed to have. I would 

1 

have to check the orders." When asked why it 
I would be important to have the resident's heels 
' offloaded, LPN #5 stated: "It would be to prevent 
pressure ulcers." When asked if she knew what 
Resident #6's care plan stated about Resident 

• #6's heels, LPN #5 stated: "I don't know. I would 
have to check it." 
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On 7/21/16 at 4:55 p.m., ASM (administrative 
staff member) #1, the administrator, ASM #2, the 
interim director of nursing, and ASM #3, quality 
assurance nurse, were informed of these 
concerns. 

No further information was provided prior to exit. 

3. Resident #12 was admitted to the facility on 
4/6/15 with diagnoses that included but were not 
limited to urinary retention, brain bleed, high 
blood pressure, hypothyroidism, anxiety disorder, 
past history of stroke, and dementia with 
behavioral disturbance. 

1 Resident #12's most recent MDS (minimum data 
set) was a quarterly assessment with an ARD 
(assessment reference date) of 6/20/15. 

! Resident #12 was coded as being severely 
; cognitively impaired in the ability to make daily 
· decisions scoring 99 on the SIMS (brief interview 
! for mental status exam). Resident #12 was 
' coded as requiring extensive assistance from 
. staff with transfers, dressing, toileting and 
personal hygiene; and limited assistance with 
eating. Resident #12 was documented in Section 
M "Skin Conditions" as being at a high risk for 
developing pressure ulcers. 

On 7/19/16 at 3 p.m., an observation of Resident 
#12's room was conducted. Resident #12 was 
observed lying in bed with her eyes closed. She 

i had no evidence of her heel protectors in place 
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and her feet were not floated. Her legs were 
curled in with her feet flat on the mattress. 

On 7/20/16 at 9:00 a.m., Resident #12 was 
observed lying in bed in her room. Her heel 
protectors were not in place and her feet were not 
floated. Her legs were again curled up with her 
feet flat on the mattress. 

On 7/20/16 at 1 :49 p.m., Resident #12 was 
observed lying in bed. Her heel protectors were 
not in place and her feet were not floated. Her 
legs were curled up with her feet flat on the 
mattress. 

On 7/20/16 at 4:00 p.m. Resident #12 was 
observed lying in bed without her heel protectors. 1 

Her heels were also not floated. i 

On 7/21/16 at 10:00 a.m., Resident #12 was 
observed lying in her bed. Her heel protectors 
were not in place and her heels were not floated. 

Review of Resident #12's POS (Physician Order 
Sheet) dated 6/9/16 revealed the following active 
order initiated on 4/12/15, "heel protectors as 
preventive" every shift." 

I Further review of the POS revealed the following 
I active order initiated on 4/6/15: "Offload heels at 
1 all times when supine (lying flat facing upward)." 

Review of Resident #12's comprehensive care 
i plan dated 9/1 /15 and revised on 4/28/16 
j revealed the following intervention initiated on 
' 9/1/15: "CNA (certified nursing assistant) and or 

Nursing Staff will provide (Name of resident) with 
assistance through to applying protective 

i garments such as gerisleeves (sic) and 
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heel/elbow protectors as needed for skin 
protection." 

On 7/20/16 at 8:52 a.m., an interview was 
conducted with LPN (licensed practical nurse) #6. 
When asked the purpose of the care plan, LPN 
#6 stated that it was to know to the resident's 
needs. When asked if skin preventive 
interventions were on the care plan should the 
resident have those interventions in place, LPN 
#6 stated, "Oh yes, it's better to prevent a skin 
alteration than treat a skin condition that occurs 
from not following the care plan. Unless the 
resident is refusing the interventions but it should 
be documented in a note that the resident 
refuses." LPN #6 stated that a nurse should 
never document that a treatment or medication is 
administered or in place if it was not done. 

On 7/21/16 at 10: 15 a.m. an interview was 
conducted with LPN #11. This writer asked to 
see Resident #12's heels. Upon observation it 
was noted that Resident #12's heel protectors 
were not in place and her feet were not floated. 
Resident #12's heels were observed to be 

· blanchable. The right heel was reddened and the 
left heel was normal in color. When asked what 
was supposed to be in place for Resident #12 to 
protect her skin, LPN #11 stated that she wasn't 
sure. When asked if Resident #12 was a high 
pressure risk, LPN #11 stated that she wasn't 
sure. When asked to look at Resident #12's 
electronic TAR (Treatment administration record) 
it was observed that LPN #11 had signed off that 

, Resident #12's heel protectors were in place 
when they were not. When asked how she would 
know that Resident #12 needed heel protectors 

i she stated the care plan or it would be on the 
j MAR (medication administration record) or TAR. 
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When asked why she had signed off that the heel 
protectors were on when they were not LPN # 11 
stated, "I thought the heel protector message was 
just an FYI." LPN #11 then asked CNA (certified 
nursing assistant) #11 to apply her heel 
protectors. The CNA #11 stated, "I didn't know 
she needed heel protectors." When CNA #11 was 
asked how she would know what a resident 
needs to protect their skin, CNA #11 stated, 
"Nursing would communicate that to us verbally. 
It is not on an AOL (activity of daily living) sheet." 

On 7/21/16 at 1:00 p.m., administrative staff 
member #1, the administrator was made aware of 
the above findings. 

No further information was presented prior to exit. 

F 283 483.20(1)(1)&(2) ANTICIPATE DISCHARGE: 
SS=D RECAP STAY/FINAL STATUS 

When the facility anticipates discharge a resident 
must have a discharge summary that includes a 
recapitulation of the resident's stay; and a final 
summary of the resident's status to include items 
in paragraph (b)(2) of this section, at the time of 
the discharge that is available for release to 
authorized persons and agencies, with the 

I consent of the resident or legal representative. 

! 

This REQUIREMENT is not met as evidenced 
i by: 
I Based on staff interview, clinical record review 
' and facility document review, it was determined 
that the facility staff failed to complete a 

, discharge summary for one of 27 residents in the 
· survey sample, Resident #21. 
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' 

Resident #21 was discharged home on 2/11/16. 
The physician did not complete the discharge 
summary to include discharge diagnosis and a 
recapitulation of the resident's stay. 

The findings include: 

Resident #21 was admitted to the facility on 
1/7/16 with diagnoses including, but not limited to: 
left femur fracture, high blood pressure and 
depression. On the most recent MDS (minimum 
data set), a 30-day Medicare assessment with 
assessment reference date 
2/4/16, Resident #21 was coded as having no 
cognitive impairment for making daily decisions, 
having scored 15 out of 15 on the BIMS (brief 
interview for mental status). 

A review of Resident #21's medical record 
revealed a document titled, "Discharge 
Summary." The lower half of the document, 
labeled "To be completed by Physician" was 
blank regarding the discharge diagnosis and the 
discharge summary." The document was signed 
and dated 3/11/16 by the physician. 

On 7/21/16 at 11:25 a.m., OSM (other staff 
member) #5, the medical records clerk, was 
interviewed. When shown the above-referenced 
document, she stated: "It was me. I scan them 
in. These are kept in the chart from admission. I 
fill out the top part and put it in the doctor's folder 
to complete and sign. [Name of physician] did 
not complete it. I didn't realize he had not 
completed it and I just scanned it in." 

On 7/21/16 at 4:55 p.m., ASM (administrative 
staff member) #1, the administrator, ASM #2, the 
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interim director of nursing, and ASM #3, quality 
assurance nurse, were informed of these 
concerns. 

A review of the facility policy entitled "Discharge 
Summary" revealed, in part, the following: "A 
discharge summary will be completed on all 
discharges, transfers and deaths ... to collect and 
maintain medical data and course of treatment 
provided before transfer or death; record of 
condition upon discharge; final diagnosis; 
disposition ... The attending physician will review, 
revise, and if necessary, (sic) and the final 
diagnosis, sign and date the summary form." 

No further information was provided prior to exit. 

F 309 483.25 PROVIDE CARE/SERVICES FOR 
SS=E HIGHEST WELL BEING 

Each resident must receive and the facility must 
provide the necessary care and services to attain 
or maintain the highest practicable physical, 
mental, and psychosocial well-being, in 

,

1

. accordance with the comprehensive assessment 
and plan of care. 

1

1 This REQUIREMENT is not met as evidenced 
by: 
Based on staff interview, facility document review 

and clinical record review, it was determined that 
, the facility staff failed to follow the physician 
I orders for four of 27 residents in the survey 
· sample, Residents #5, #14, #18 and #3. 

•· 1. The facility staff failed to administer Trazodone 
I (an antidepressant (1)) per the physician orders 
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I F 3091 I.Res #5 has not received any Trazodone since 09/04/16 

06/26/16. MD discontinued Trazodone on 

· 08/12/16 for Res #5. Res #14 Coumadin and 

I Advair currently administered according to 

physician order. Res # 18 Advair currently 

, administered according to MD order. Res #3 
I 

I no longer has order for daily weights. 
I 

'12. QA Director or designee to review 24 hour I 

reports since 07 /22/16 to review for missing .
1 medication administration notes. Nursing staff I 

i will be re-educated on medication 
I 

' administration. Any variances identified will be 

investigated and corrected. I 
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' for Resident #5. 

2. a. The facility staff failed to administer 
Coumadin (a blood thinner (2)) per the physician 
order for Resident #14. 

b. The facility staff failed to administer Advair 
(used to treat asthma and chronic obstructive 
pulmonary disease (3)) per the physician order 
for Resident #14. 

3, The facility staff failed to administer Advair per 
the physician order for Resident #18. 

4. The facility staff failed to obtain daily weights 
as ordered by the physician on multiple dates in 
April, May, June and July 2016 for Resident #3. 

The findings include: 

1. The facility staff failed to administer Trazodone 
(an antidepressant (1 )) per the physician orders 
for Resident #5. 

Resident #5 was admitted to the facility on 1/7/11 
with diagnoses that included but were not limited 
to: diabetes, high blood pressure, atrial fibrillation, 
dementia, depression, anemia, gastroesophageal 
reflux disease, insomnia, delusional disorder, 
neuropathy and glaucoma. 

The most recent MDS (minimum data set) 
assessment, an annual assessment, with an 
assessment reference date of 4/16/16, coded 
Resident #5 as being moderately impaired to 
make cognitive daily decisions. The resident was 
coded as requiring limited to extensive assistance 
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F 309 3.All scheduled nurses will be re-educated on 

administration of medication per physician 

orders. All scheduled nurses will be educated 

to alert RN Care Managers or DON and 

Pharmacy immediately if medication is not 

available or if correct dosage is not received 

according to physician order. Stat Box or 

Backup Pharmacy will be utilized when 

necessary or physician contacted for any 

necessary changes to medication regimen. 

Nurses not scheduled until after correction date 

will be educated via scheduled make up 

sessions held by Staff Dev RN or designee. 

Contents of medication STAT Box will be 

provided on each Medication Cart. RN Care 

Manager, Clinical Coordinator, or designee 

will monitor 24 hour report to identify 

omissions of weights and/or issues medication 

administration. 

4.DON or designee will review 10% of24 hour 

report weekly for 30 days and monthly for 60 

days to identify medication administration 

concerns. All audits will be turned into QA 

Director for analysis and tracking of trends or 

patterns. A summary of this analysis will be 
i 

provided to the QA committee. Variances ! 

identified during these audits will be thorough!~ 
I 

investigated, corrected as appropriate, and staff! 

re-educated. 

I 

' 
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of one staff member for all of her activities of daily 
, living except eating in which she was coded as 

independent after set up assistance was 
provided. 

A physician order dated, 8/22/14, documented, 
"Trazodone HCL (hydrochloride) Tablet 50 mg 
(milligrams) by mouth (PO); one tablet for 
insomnia, anxiety QHS (every bedtime) PRN (as 
needed)." 

The eMAR (electronic medication administration 
record) for June 2016 documented, "Trazodone 
HCL tablet 50 mg by mouth (PO); 50 mg tablet by 
mouth insomnia, anxiety QHS PRN." The 
Trazadone was documented as having been 
administered on 6/26/16 at 10:03 a.m. 

The nurse's note dated 6/26/16 at 10:03 a.m. 
documented, "Yelling out going back and forth to 
kitchen yelling for food." 

The comprehensive care plan dated, 6/12/15 and 
revised on 8/12/15, documented, "Focus: 
(Resident #5) is at risk for demonstrating 
aggressive behaviors and agitation as evidence 
by scratching another resident and yelling at 
residents and staff members." The "Interventions" 
documented in part, "Medication (trazodone, 
ability, and depakote) will be administered by 
nursing staff per MD (physician) orders." 

An interview was conducted with RN (registered 
nurse) #1, the unit manager; on 7/21/16 at 9:39 
a.m. RN #1 was asked to review the order for 
Trazodone. RN #1 was asked when the 
Trazodone should be given. RN #1 stated, "Only 

! at bedtime if needed." The eMAR was reviewed 
; with RN #1. RN #1 stated, "That (Trazodone) 
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shouldn't have been given." 

An interview was conducted with administrative 
staff member (ASM) #2, the interim director of 

. nursing; on 7/21/16 at 10:06 a.m. ASM #2 was 
I asked to review Resident #S's physician ·order for 
'. Trazodone. ASM #2 was then asked when the 
, Trazodone should be administered to Resident 
#5. ASM #2 stated, "At bedtime, if needed." The 

i eMAR was shown to ASM #2. ASM #2 stated, 
"That (Trazadone) should not have been given at 

· that time." 

In "Fundamentals of Nursing" 6th edition, 2005; 
: Patricia A. Potter and Anne Griffin Perry; Mosby, 
: Inc; Page 419. "The physician is responsible for 
directing medical treatment. Nurses are 
obligated to follow physician's orders unless they 
believe the orders are in error or would harm 
clients." 

, ASM #1, the administrator, ASM #2, and ASM #3, 
: the quality assurance nurse, were made aware of 
· the above findings on 7/21/16 at 4:54 p.m. A 

request for a policy on following physician orders 
was requested. No policy was provided. 

, No further information was provided prior to exit. 
I (1) This information was obtained from the 
! website: 
http://www.ncbi.nlm.nih.gov/pubmedhealth/PMHT 

• 0012504/?report=details 

2. a. The facility staff failed to administer 
Coumadin (a blood thinner (2)) per the physician 
order for Resident #14. 

Resident #14 was admitted to the facility on 
, 12/21/12 with a recent readmission on 2/17/16 
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with diagnoses that included but were not limited 
to: pulmonary embolus, adult failure to thrive, 
chronic obstructive pulmonary disease (COPD), 
depression, history of falls, cataracts, pain, 

· anxiety, and a history of breast cancer. 

The most recent MDS (minimum data set) 
assessment, a significant change assessment, 
with an assessment reference date of 6/22/16, 
coded Resident #14 as having both short and 
long term memory difficulties and being 
moderately impaired to make cognitive daily 
decisions. The resident was coded as requiring 
limited to extensive assistance of one staff 
member for all of her activities of daily living 
except eating in which she was coded as 

I 

independent after set up assistance was 
provided. 

' 
The physician orders dated, 7/17/16, 
documented, "Coumadin Tablet 5 mg 
(milligrams); give 5 mg by mouth at bedtime for 
PE (pulmonary embolus)." 

The eMAR (electronic medication administration 
record) documented on 7/18/16 a "9" under the 

,

1

. time of administration for the Coumadin. The 
Code for a "9" at the bottom of the eMAR 

1 documented, "Other/see Nurse Note." 

The nurse notes dated, 7/18/16 at 9:27 p.m. 
I documented, "Coumadin Tablet 5 mg; give 5 mg 
' by mouth at bedtime for PE. On order." 

Review of the comprehensive care plan dated, 
. 12/22/12 and revised on 7/21/16 did not evidence 
I any documentation regarding the use of 

Coumadin for Resident #14. 
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An interview was conducted with LPN (licensed 
practical nurse) #14 on 7/21/16 at 3:10 p.m. 
When asked what actions a nurse should take if 
a medication is not available at its scheduled 
time, LPN #14 stated, "Well, if it's not in the med 
(medication) cart, you check the STAT 

• (Immediate emergency medication) box. If it's not 
there you call the pharmacy and get it from the 
back up pharmacy within one to two hours." 

• When asked if Coumadin was in the STAT box, 
LPN #14 stated, "Yes, in many doses." 

An interview was conducted with administrative 
staff member (ASM) #2, the interim director of 
nursing, on 7/21/16 at 3:40 p.m., regarding the 
process staff follows when medications are not 
available for administration in the medication cart. 
ASM #2 stated, "You first check the STAT box to 
see if the medication is there. Anything not in the 
STAT box we have a courier bring from the local 
pharmacy." When asked if Coumadin is in the 
STAT box, ASM #2 stated, "Yes, it comes in 
several doses in the STAT box." At this time a 

, copy of the STAT box contents was requested. 

The STAT box contents documented, "Warfarin 
Sodium (Coumadin) 1 mg tablets - quantity - 10; 
Warfarin Sodium 2.5 mg - quantity - 5; Warfarin 5 
mg tablets - quantity -5." 

' ASM #1, the administrator, ASM #2 and ASM #3, 
the quality assurance nurse, were made aware of 
the above findings on 7/21/16 at 4:54 p.m. 

No further information was provided prior to exit. 

• (2) This information was obtained from the 
i website: 
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http://www.ncbi.nlm.nih.gov/pubmedhealth/PMHT 
0012678/?report=details 

b. The facility staff failed to administer Advair 
(used to treat asthma and chronic obstructive 
pulmonary disease (3)) per the physician order 
for Resident #14. 

I 

The physician order dated, 3/11/16 documented, 
"Advair Diskus Aerosol Powder Breath Activated 

· 250-50 MCG (micrograms) 1 inhalation; inhale 
orally every 12 hours related to Chronic 
obstructive pulmonary disease with acute 
exacerbation, rinse mouth with water after use." 
The eMAR (electronic medication administration 
record) for July 2016 documented, "Advair Diskus 
Aerosol Powder Breath Activated 250-50 MCG 1 
inhalation; inhale orally every 12 hours related to 
Chronic obstructive pulmonary disease with acute 
exacerbation, rinse mouth with water after use." 
There was a "9" documented under the 9:00 a.m . 

. dose on 7/17/16 and 7/18/16 and for the 9:00 

I 

p.m. dose on 7/8/16 and 7/17/16, a "9" was also 
documented. The "Chart Code" at the bottom of 

' the eMAR documented a "9 = other/see Nurse 
Note." 

I The nurse's notes dated, 7/8/16 at 10:14 p.m. 
I documented, "Not found in cart." The nurse's 
note dated, 7/17/16 at 9:27 a.m. documented, 
"Pharmacy notified." The nurse's note dated, 
7/17/16 at 9:43 p.m. documented, "Pharmacy 

I notified." On 7/18/16 at 8:30 a.m. there was no 
! note as to why the medication was not 
administered. 

, The comprehensive care plan dated, 12/22/12 
j and revised on 7/21/16 documented, "Focus: 
' (Resident #14) has alteration in respiratory 
system r/t (related to) dx (diagnosis) COPD." The 

, "Interventions" documented in part, "Administer 
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inhalers as prescribed by MD (medical doctor) 
order or new order, see MARS, monitor for 
effectiveness as well as for side effects." 
An interview was conducted with LPN (licensed 
practical nurse) #2 on 7/21/16 at 3:10 p.m. When 
asked if Advair was available in the STAT box, 
LPN #2 stated, "Yes, some people don't know 
that it's in there." LPN #2 stated, "I keep a list on 
my clipboard at all times to have a quick 
reference as to what's in the STAT box." 
An interview was conducted with administrative 
staff member (ASM) #2, the interim director of 
nursing, on 7/21/16 at 3:40 p.m., regarding the 

, process staff followed when resident medications 
are not in the medication cart. ASM #2 stated, 
"You first check the STAT box to see if the 
medication is there. Anything not in the STAT box 
we have a courier bring from the local pharmacy." 
When asked if Advair was in the STAT box, ASM 
#2 stated, "Yes, I believe so." At this time a 
request was made for the contents of the STAT 
box. 
The STAT box contents list documented, "Advair 
250/50 inhaler - quantity - 1 and Advair 500/50 

· Inhaler - quantity - 1." 
ASM #1, the administrator, ASM #2 and ASM #3, 
the quality assurance nurse, were niade aware of 
the above findings on 7/21/16 at 4:54 p.m. 
No further information was provided prior to exit. 
(3) This information was obtained from the 
website: https://search.nih.gov/search?utf8= 
%E2%9C%93&affiliate=nih&query=Advair&comm 
it=Search 

· 3. The facility staff failed to administer Advair per 
the physician order for Resident #18. 

Resident #18 was admitted to the facility on 
6/29/16 with diagnoses that included but were not 
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limited to: lower leg fracture, hypothyroid disease, 
chronic obstructive pulmonary disease (COPD), 
depression and vitamin D deficiency. 

The most recent MDS (minimum data set) 
assessment, a Medicare admission assessment, 
with an assessment reference date of 7 /6/16, 
coded Resident #18 as being cognitively intact to 
make daily decisions. The resident was coded as 
requiring limited assistance for all activities of 
daily living except eating in which she was coded 
as being independent after set up assistance was 
provided. 

The physician orders dated, 6/29/16, 
documented, "Advair Diskus Aerosol Powder 
Breath Activated 250 -50 MCG (microgram) 2 
puffs inhale orally two times a day related to 
chronic obstructive pulmonary disease; Inhale 2 
puffs into the lungs 2 (two) times daily." This 
order was documented as put in the computer at 
3:23 p.m. 
The eMAR (electronic medication administration 
record) for June 2016 documented, "Advair 
Diskus Aerosol Powder Breath Activated 250 -50 
MCG 2 puffs inhale orally two times a day related 
to chronic obstructive pulmonary disease; Inhale 
2 puffs into the lungs 2 (two) times daily." On 
6/29/16 at the scheduled 9:00 p.m. dose a "9" 
was documented for this dose. The "Chart 
Codes" at the bottom of the eMAR documented, 
"9 = other/see Nurse Notes." 
The nurse's note dated, 6/29/16 at 1 :54 p.m. 
documented the resident was admitted to the 

, facility. The nurse's note dated, 6/29/16 at 8:15 
! p.m., documented, "Med (medication) not 
; available." 
An interview was conducted with LPN (licensed 
practical nurse) #2 on 7/21/16 at 3:10 p.m., 
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regarding obtaining newly admitted residents' 
medications. LPN #2 stated, "(Name of unit 
manager) puts the new orders into the computer 
and they are automatically sent to the pharmacy. 
If you put the orders in before 12 noon, you get 

i them (the medications) in the evening. If you put 
' them in, in the afternoon, you get them the next 
' day." LPN #2 was asked what staff do if a 
~ resident has an order for time sensitive 
medications. LPN #2 stated, "The pharmacy will 
send the critical medications that are not in the 
STAT box. When asked if Advair was in the STAT 
box, LPN #2 stated, "Some people (nurses) don't 
know that it's in the STAT box. I keep a list of the 
STAT box on my clipboard for quick reference." 

! An interview was conducted with ASM 
i (administrative staff member) #2, the interim 
! director of nursing, on 7/21/16 at 3:40 p.m., 
, regarding the process followed for obtaining 
medications for a newly admitted resident. ASM 
#2 stated, "The orders are entered into the 
computer. They are sent to the pharmacy via the 
computer and my staff still faxes them to the 
pharmacy. The pharmacy will send anything that 
is not available in the STAT box. Anything not in 
the STAT box, the pharmacy will send a courier 
with the medication from a local pharmacy." At 

: this time a request was made for the contents of 
the STAT box. The above information was 
shared with ASM #2 at this time. 
The STAT box contents list documented, "Advair 

, 250/50 inhaler - quantity - 1 and Advair 500/50 
Inhaler - quantity - 1." 
ASM #1, the administrator, ASM #2, and ASM #3, 
the quality assurance nurse, were made aware of 
the above findings on 7/21/16 at 4:54 p.m. 
No further information was provided prior to exit. 
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4. The facility staff failed to obtain daily weights 
as ordered by the physician on multiple dates in 
April, May, June and July 2016 for Resident #3. 

Resident #3 was admitted to the facility on 
3/16/16 with diagnoses including, but not limited 
to: history of a leg fracture, history of a heart 
attack, coronary artery disease, and heart failure. 
On the most recent MOS (minimum data set), a 
quarterly assessment with an assessment 
reference date 4/8/16, Resident #3 was coded as 
being cognitively intact for making daily decisions, 
having scored 14 out of 15 on the BIMS (brief 
interview for mental status). 

A review of the physician's orders for Resident #3 
revealed, in part, the following order, written 
4/7/16: "Daily weight every day shift for CHF 
(congestive heart failure (1 )). If >3 lbs (greater 
than three pounds) weight gain from day before, 
notify MD (medical doctor)." 

I 

A review of the weight summary and the nurses 
, notes for Resident #3 revealed no daily weights 

on the following dates: 

i - April 2016: 4/8, 4/9, 4/10, 4/11, 4/12, 4/15, 4/24, 
\ 4126, and 4/29/16. 
- May 2016: 5/1, 5/2, 5/3, 5/8, 5/9, 5/12, 5/13, 
5/14, 5/25, and 5/31/16. 

• - June 2016: 6/2, 6/5, 6/11, 6/20, 6/21, 6/25, and 
i 6/26/16. 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: DPQ811 

! 

PRINTED: 08/16/2016 
FORM APPROVED 

0MB NO 0938-0391 

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED A. BUILDING _______ _ 

B. WING _________ _ 

ID 
PREFIX 

TAG 

STREET ADDRESS, CITY, STATE, ZIP CODE 

360 HOSPITAL DRIVE CORRECTED COPY 

WARRENTON, VA 20186 

I 

I 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

F 309 f 

C 

07/22/2016 

! (XS) 
COMPLETION 

DATE 

Facility ID: VA0261 If continuation sheet Page 93 of 192 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 

CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER: 

495233 

NAME OF PROVIDER OR SUPPLIER 

FAUQUIER HEALTH REHABILITATION & NURSING CENTER 

(X4) ID 
PREFIX 

TAG 

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

F 309 Continued From page 93 

- July 2016: 7/2, 7/5, 7/8, and 7/16/16. 

A review of the comprehensive care plan for 
Resident #3 dated 4/2/16 and updated 7/1/16 
revealed, in part, the following: "Weigh resident 
per protocol to assist in assessing fluid 
imbalance. Correlate with other findings." 

'. On 7/21/16 at 12:00 p.m., RN (registered nurse) 
#4 was interviewed. When asked what should be 
determined from the lack of weights as 
referenced above, RN #4 stated: "We didn't get 
them done." When asked about the process of 
obtaining daily weights, RN #4 stated usually the 
CNAs (certified nursing assistants) obtain the 
weights and report the weights to the nurse. She 
stated if the CNAs are not able to obtain a weight 
on a particular day; the nurse should report this to 
the oncoming shift and ask the oncoming nurse 
to try to obtain the weight. RN #4 stated if the 
weight cannot be obtained for any reason, the 
physician should be notified, and the nurse 
should write a note about the contact with the 
physician and the physician's response. When 

' asked why it is important to obtain a daily weight 
on Resident #3, she stated: "Because of her 
heart failure. The weight is how we keep up with 
how much fluid she is retaining because of her 
heart failure." 

On 7/20/16 at 5:35 p.m., ASM (administrative 
staff member) #1, the administrator, ASM #2, the 
interim director of nursing, ASM #3, quality 
assurance nurse, and OSM (other staff member) 
#1 , the dietary manager, were informed of these 
concerns. Policies regarding obtaining daily 

, weights and following physicians' orders were 
! requested at this time. 
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No further information was provided prior to exit. 

(1) "Heart failure is a condition in which the heart 
can't pump enough blood to meet the body's 
needs. In some cases, the heart can't fill with 
enough blood. In other cases, the heart can't 

,

1 

pump blood to the rest of the body with enough 
force. Some people have both problems." This 
information is taken from the website 
https://www.nhlbi.nih.gov/health/health-topics/topi 
cs/hf. 

In Fundamentals of Nursing, 6th edition, 2005, 
Patricia A. Potter and Anne Griffin Perry, Mosby, 
Inc; Page 1078: "As [right-sided heart failure] 
continues, the amount of blood ejected from the 
right ventricle declines, and blood begins to 'back 
up' in the systemic circulation. Clinically the client 
has weight gain .... " 

'I1n Fundamentals of Nursing, 6th edition, 2005, 
Patricia A. Potter and Anne Griffin Perry, Mosby, 

' Inc; Page 419: "The physician is responsible for 
directing medical treatment. Nurses are 
obligated to follow physician's orders unless they 
believe the orders are in error or would harm 
clients." 

F 314 483.25(c) TREATMENT/SVCS TO 
SS=D i PREVENT/HEAL PRESSURE SORES 

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

I who enters the facility without pressure sores 
! does not develop pressure sores unless the 
individual's clinical condition demonstrates that 

, they were unavoidable; and a resident having 
i pressure sores receives necessary treatment and 
' services to promote healing, prevent infection and 
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plan to apply heel protectors linked to Kardex I 

I on 08/09/16. Res #8, Res #6, and Res #12 I 

are free of pressure ulcers. 
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I prevent new sores from developing. 

! 

This REQUIREMENT is not met as evidenced 
by: 
Based on observation, staff interview, facility 

document review and clinical record review, it 
was determined that the facility staff failed to 
provide care in a manner to prevent pressure 
ulcers for three of 27 residents in the survey 
sample, Residents #8, #6 and #12. 

1. The facility staff failed to follow the physician's 
orders to offload Resident #B's heels on 3/21/16. 

2. The facility staff failed to follow the physician's 
orders to offload Resident #6's heels on 3/21/16. 

· 3. The facility staff failed to apply heel protectors 
and failed to float Resident #12's heels as 
ordered by the physician to prevent future skin 
breakdown. 

The findings include: 

1. Resident #8 was admitted to the facility on 
3/14/16 with diagnoses including, but not limited 
to: dementia with behaviors, high blood pressure 
and failure to thrive. On the most recent MOS 

' (minimum data set), a quarterly assessment with 
assessment reference date 5/4/16, Resident #8 
was coded as being moderately cognitively 
impaired for making daily decisions, having 
scored eight out of 15 on the BIMS (brief 

: interview for mental status). She was coded as 
, requiring the extensive assistance of two staff 
members for bed mobility. She was coded as 
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having no pressure ulcers (1 ). 

On 7/21/16 at 8:20 a.m. and 9:40 a.m., Resident 
#8 was observed lying in bed on her back. Both 
heels were in direct contact with the mattress, 
and were not offloaded. 

! A review of the physician's orders for Resident #8 

I 

revealed, in part, the following order written 
6/12/16: "Offload bilateral (both left and right) 
heels while supine (lying on one's back) every 
shift." 

I 

A review of the comprehensive care plan for 
, Resident #8 dated 5/29/16 and updated 6/12/16 
' revealed, in part the following: "Offload bilateral 
heels at all times while supine." 

I

' On 7/21/16 at 9:40 a.m., CNA (certified nursing 
assistant) #2 accompanied the surveyor to 

' Resident #8's room. CNA #2 observed Resident 
#8 lying in bed and stated: "No, her heels are not 

: floated." CNA#2 stated she is the shower aide 
I and does not usually take care of Resident #8. 
1 When asked how she would know about 
interventions required for each resident, CNA #2 

, stated: "I'm not sure. I guess I could ask the 

i nurse." 

I 

On 7/21/16 at 9:45 a.m., LPN (licensed practical 
nurse) #11 accompanied the surveyor to Resident 

! #8's bedside. LPN #11 agreed that the resident's 

1 

heels were not floated. LPN #11stated: "I am 
only prn (works only as needed). I don't know if 
her heels are supposed to be floated or not." 

, When asked how she would know whether or not 
, a resident's heels should be floated/offloaded, 

LPN #11 stated: "I guess I could check the 
orders." When asked to assess and describe 
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Resident #8's heels, LPN #11 stated that the left 
heel was "blanchable and a little soft" and that the 
right heel was "boggy (soft) and non-blanching." 
When asked what this meant, LPN #11 stated 
that the right heel was in danger of breaking 
down into a pressure ulcer. LPN #11 placed a 
pillow under both of the resident's heels before 
she left the room. 

On 7/21/16 at 4:55 p.m., ASM (administrative 
staff member) #1, the administrator, ASM #2, the 
interim director of nursing, and ASM #3, quality 
assurance nurse, were informed of these 
concerns. Policies regarding pressure ulcer 
prevention were requested. 

A review of the facility policy entitled "Braden 
Scale for Predicting Pressure Ulcer Risk and 
Preventive Interventions" revealed no information 
regarding offloading heels as a preventive 
measure for preventing pressure ulcers. 

No further information was provided prior to exit. 

(1) The NP UAP defines a pressure ulcer as a 
" ... localized injury to the skin and/or underlying 
tissue usually over a bony prominence, as a 
result of pressure, or pressure in combination 
with shear and/or friction." Pressure Ulcer 
Staging Revised by NPUAP. Copyright 2007. 
National Pressure Ulcer Advisory Panel. 
8/3/2009 <http://www.npuap.org.pr2.htm>. 

Potter and Perry, Fundamentals of Nursing, 6th 
edition, 2005, page 1515: "Positioning 
interventions are designed to reduce pressure 
and shearing force to the skin ... When 
repositioning, positioning devices should be used 
to protect bony prominences." 
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In Fundamentals of Nursing, 6th edition, 2005, 
Patricia A. Potter and Anne Griffin Perry, Mosby, 
Inc; Page 419: ''The physician is responsible for 

: directing medical treatment. Nurses are 
obligated to follow physician's orders unless they 
believe the orders are in error or would harm 
clients." 

2. Resident #6 was admitted to the facility on 
12/22/15 with diagnoses including, but not limited 
to: history of a stroke with right-sided paralysis, 
heart failure and difficulty swallowing. On the 
most recent MDS (minimum data set), a quarterly 
assessment with assessment reference date 
4/5/16, Resident #6 was coded as being 
cognitively intact for making daily decisions, 
having scored 15 out of 15 on the SIMS (brief 
interview for mental status). She was coded as 
requiring the extensive assistance of two staff 
members for bed mobility. She was coded as 

' having no pressure ulcers. 

On 7/21/16 at 8:10 a.m. and 9:55 a.m., Resident 
#6 was observed lying in bed on her back. Both 
heels were in direct contact with the mattress, 
and were not offloaded. 

A review of the physician's orders for Resident #6 
revealed, in part, the following order dated 
12/22/15: "Offload heels at all times when 
supine." 

A review of the comprehensive care plan for 
Resident #6 dated 2/9/16 and updated 4/24/16 
revealed, in part, the following: "Offload heels at 
all times when supine." 

On 7/21/16 at 9:55 a.m., CNA (certified nursing 
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assistant) #9 accompanied the surveyor to 
Resident #6's bedside. CNA #9 was asked if 
Resident #6's heals were offloaded, CNA #9 
stated: "No, they are not." When asked if she 
knew whether or not the heels were supposed to 
be offloaded, CNA #9 stated: "I'm not sure. I can 
ask the nurse." When asked if there were other 
ways of knowing what interventions should be in 
place for the resident, CNA #9 stated, "I guess I 
could look at.my Tablet." The surveyor 
accompanied CNA #9 to look at the resident's 
Kardex found on the CNA's documentation tablet. 
CNA #9 checked the Kardex and stated that it did 
not have any instructions regarding Resident #6's 
heels being floated. 

On 7/21/16 at 10:00 a.m., LPN #5 accompanied 
the surveyor to Resident #6's bedside. LPN #5 
observed the resident's heels and stated they 
were not floated. When asked to assess and 
describe the resident's heels, LPN #5 stated that 
the left heel was "not boggy and blanchable" and 
that the right heel was "blanchable, and softer 
than the left, but not concerning." When asked if 
the resident's heels were supposed to be in direct 
contact with the mattress and LPN #5 stated: "I 
don't know what she's supposed to have. I would 
have to check the orders." When asked why it 
would be important to have the resident's heels 
offloaded, LPN #5 stated: "It would be to prevent 
pressure ulcers." 

On 7/21/16 at 4:55 p.m., ASM (administrative 
staff member) #1, the administrator, ASM #2, the 
interim director of nursing, and ASM #3, quality 
assurance nurse, were informed of these 
concerns. Policies regarding pressure ulcer 
prevention were requested. 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: DPQ811 

I 
! 

PRINTED: 08/16/2016 
FORM APPROVED 

0MB NO 0938-0391 
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 

COMPLETED A. BUILDING _______ _ 

B. WING _________ _ 

ID 
PREFIX 

TAG 

STREET ADDRESS, CITY, STATE, ZIP CODE 

360 HOSPITAL DRIVE CORRECTED COPY 

WARRENTON, VA 20186 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

F 314 

! 

C 

07/22/2016 

I (XS) 
COMPLETION 

! DATE 

i 

Facility ID: VA0261 If continuation sheet Page 100 of 192 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 

CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER: 

495233 

NAME OF PROVIDER OR SUPPLIER 

FAUQUIER HEALTH REHABILITATION & NURSING CENTER 

(X4)ID I SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 
REGULATORY OR LSC IDENTIFYING INFORMATION) 

PREFIX 
TAG 

F 3141 Continued From page 100 

I No further information was provided prior to exit. 

3. The facility staff failed to apply heel protectors 
and failed to float Resident #12's heels as 
ordered by the physician to prevent future skin 
breakdown. 

Resident #12 was admitted to the facility on 
4/6/15 with diagnoses that included but were not 
limited to urinary retention, brain bleed, high 
blood pressure, hypothyroidism, anxiety disorder, 
past history of stroke, and dementia with 
behavioral disturbance. 

Resident #12's most recent MOS (minimum data 
set) was a quarterly assessment with an ARD 
( assessment reference date) of 6/20/15. 
Resident #12 was coded as being severely 
cognitively impaired in the ability to make daily 
decisions scoring 99 on the BIMS (brief interview 
for mental status exam). Resident #12 was 
coded as requiring extensive assistance from 
staff with transfers, dressing, toileting and 
personal hygiene; and limited assistance with 
eating. Resident #12 was documented in Section 
M "Skin Conditions" as being at a high risk for 

i developing pressure ulcers. 
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,

1

· On 7/19/16 at 3 p.m., an observation of Resident 
#12's room was conducted. Resident #12 was 
observed lying in bed with her eyes closed. She 

I 

had no evidence of her heel protectors in place 
, and her feet were not floated. Her legs were 
curled in with her feet flat on the mattress. 

) Resident #12's TAR (Treatment Administration 
' Record) dated 7/2016, documented that her heel 

1 

protectors were on her heels that evening shift of 
I 7119116. 

On 7/20/16 at 9:00 a.m., Resident #12 was 
' observed lying in bed in her room. Her heel 
I protectors were not in place and her feet were not 
floated. Her legs were again curled up with her 
feet flat on the mattress. 

i 

! On 7/20/16 at 1 :49 p.m., Resident #12 was 
observed lying in bed. Her heel protectors were 

, not in place and her feet were not floated. Her 

I 

legs were curled up with her feet flat on the 
, mattress. 

On 7/20/16 at 4:00 p.m. Resident #12 was 
j observed lying in bed without her heel protectors. 
I Her heels were also not floated. 

Resident #12's TAR (Treatment Administration 
1 Record) dated 7/2016, documented that her heel 
/ protectors were on her heels that morning and 
I evening shift of 7./20/16. 

On 7 /21 /16 at 1 O: 00 a. m., Resident #12 was 
observed lying in her bed. Her heel protectors 

i were not in place and her heels were not floated. 
I 

Review of Resident #12's TAR dated 7/2016, 
revealed that the nurse had just documented that 
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her heel protectors were in place. 

Review of Resident #12's POS (Physician Order 
• Sheet) dated 6/9/16 revealed the following active 
order initiated on 4/12/15, "heel protectors as 
preventive" every shift." 

Further review of the POS revealed the following 
active order initiated on 4/6/15: "Offload heels at 
all times when supine (lying flat facing upward)." 

Review of Resident #12's comprehensive care 
plan dated 9/1 /15 and revised on 4/28/16 
revealed the following intervention initiated on 
9/1/15: "CNA (certified nursing assistant) and or 
Nursing Staff will provide (Name of resident) with 
assistance through to applying protective 
garments such as gerisleeves (sic) and 
heel/elbow protectors as needed for skin 
protection." 

On 7/20/16 at 8:52 a.m., an interview was 
conducted with LPN (licensed practical nurse) #6. 
When asked the purpose of the care plan, LPN 
#6stated that it was to know to the resident's 
needs. When asked if skin preventive 
interventions were on the care plan should the 
resident have those interventions in place, LPN 
#6 stated, "Oh yes, it's better to prevent a skin 
alteration than treat a skin condition that occurs 
from not following the care plan. Unless the 
resident is refusing the interventions but it should 
be documented in a note that the resident 
refuses." She stated that a nurse should never 
document that a treatment or medication is 
administered or in place if it was not done. 

On 7 /21 /16 at 10: 15 a.m. an interview was 
i conducted with LPN #11. This writer asked to 
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see Resident #12's heels. Upon observation it 
was noted that Resident #12's heel protectors 
were not in place and her feet were not floated. 
Resident #12's heels were observed to be 
blanchable. The right heel was reddened and the 
left heel was normal in color. When asked what 
was supposed to be in place for Resident #12 to 
protect her skin, LPN #11 stated that she wasn't 
sure. When asked if Resident #12 was a high 
pressure risk, LPN #11 stated that she wasn't 
sure. When asked to look at Resident #12's 
electronic TAR (Treatment administration record) 
it was observed that LPN #11 had signed off that 
Resident #12's heel protectors were in place 
when they were not. When asked how she would 
know that Resident #12 needed heel protectors 
she stated the care plan or it would be on the 
MAR (medication administration record) or TAR. 
When asked why she had signed off that the heel 
protectors were on when they were not LPN # 11 
stated, "I thought the heel protector message was 
just an FYI." LPN #11 then asked CNA (certified 
nursing assistant) #11 to apply her heel 
protectors. The CNA #11 stated, "I didn't know 
she needed heel protectors." When CNA #11 was 
asked how she would know what a resident 
needs to protect their skin, CNA #11 stated, 
"Nursing would communicate that to us verbally. 

; It is not on an ADL (activity of daily living) sheet." 

On 7/21/16 at 1 :00 p.m., administrative staff 
member #1, the administrator was made aware of 
the above findings. 

The Facility policy provided did not address 
preventive skin interventions. 

F 323 483.25(h) FREE OF ACCIDENT 
SS=K ' HAZARDS/SUPERVISION/DEVICES 
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! • 

' The facility must ensure that the resident 

1 

environment remains as free of accident hazards 

I 

as is possible; and each resident receives 
adequate supervision and assistance devices to 
prevent accidents. 

I 

This REQUIREMENT is not met as evidenced 
by: 

1 Based on observation, clinical record review, 
staff interviews, and facility documentation review 

I 

the facility staff failed to ensure adequate 
supervision and safe coffee temperatures to 
prevent an avoidable accident for one resident 

I 

(Resident #9) in the survey sample of 27 
residents, Resident #9 sustained second degree 

• burns after spilling hot coffee on her right thigh; 
and during the survey the coffee served to 

I 

residents on both facility units was identified at 
temperatures sufficient to cause tissue injury, 

• also hot water from a water dispensing machine, 
, accessible to residents was identified at a 
I temperature sufficient to cause tissue injury to 

residents resulting in the identification of 
immediate jeopardy. 

II 

On 6/10/16, Resident# 9 spilled hot coffee onto 
,

1

, her right leg resulting in first and second degree 
burns. On 7/20/16 at 7:00 a.m. the temperatures 
of the coffee being served to residents was 

1 

checked. The temperature of the coffee in the 
: urn located on the Cherry Blossom Unit 
registered 160 degrees Fahrenheit (F). The 
coffee in the urn on the Willow Unit measured 

I 110 degrees Fahrenheit (F). An observation of 
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F 323 'I 1. Coffee and hot water holding containers werJ 
07121116 

' removed from resident nourishment rooms and 

I 

I 

unsupervised common areas. Testing '1 

1 

completed on coffee temperature beginning at 

167 degrees. Without a lid, temperature I 

'I dropped to 147 in 6 minutes. Placed lid on cup 
1 

, and waited 7 minutes and coffee temperature 

was 136 degrees and palatable to the tester. I 

I Water Cooler located in resident hallway 

'dispensed hot water at a temp of 173 degrees onj 

'I 07/21/16. Water Cooler was immediately tume9 

off and upon notification to Administrator and 1 

after speaking to the Vendor, the power cords I' 

I

, were removed and placed in Administrator's , 

office. 

; 2.AII residents that consume hot beverages hav~ 

I the potential to be affected by this deficient 
1 

I 

practice. 
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coffee being delivered to residents on both of 
these units was conducted, the last cup of coffee 
was delivered at 7:50 a.m., the temperature of the 
test cup of coffee was obtained and was 143 
degrees Fahrenheit resulting in identification of 
an immediate jeopardy situation. 

On 7/21/16 at 1 :50 p.m. at the request of the 
surveyor, the temperature of hot water from a 
water dispensing machine for residents, was 
obtained by RN (Registered nurse)# 1. The 
temperature of the hot water was 173.8 degrees 
Fahrenheit, resulting in continued identification of 
an immediate jeopardy situation. 

. The findings include: 

Resident# 9 was admitted to the facility on 
6/22/09, readmitted on 3/19/14, and readmitted 
again on 6/29/16 with diagnoses that included but 

• were not limited to: encephalopathy, end stage 
renal disease, antiphospholipid syndrome (1 ), 
burn of right thigh, diabetes, dementia anemia, 
hyperlipidemia, anxiety, hypertension, congestive 
heart failure, cerebrovascular disease, spinal 
stenosis, presence of cardiac pacemaker, 
depression, and Alzheimer's Disease. 

The most recent MOS, (minimum data set), a 
quarterly assessment with an ARD (assessment 
reference date) of 6/3/16 coded Resident# 9 as 
understood by others and able to understand 
others. Resident# 9 was coded as scoring 3 of a 
possible 15 on the Brief Interview for Mental 
Status (SIMS) in Section C, Cognitive Patterns, 
indicating the resident was not cognitively intact. 
Review of Section G Functional status 

, documented under G0110 H that Resident# 9 
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of coffee and hot water holding container 

i temperatures prior to delivering holding 
1 

containers to nourishment room or common 

. areas. Dietary Manager or designee will 

monitor temperature logs daily for 2 weeks 
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i be reviewed and reported at Quarterly QA. 
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was able to eat with Supervision oversight and 
Setup help only. Further review under section D 
0400 Functional Limitation in Range in Motion 
documented that Resident# 9 had no impairment 
in her upper extremity. Section K 
Swallowing/Nutritional Status under K0300 
Weight Loss - Loss of 5 % or more in the last 
month or loss of 10 % or more in the last 6 
months was coded as "O" indicating No. 

Review of an Occupational Therapy Evaluation & 
Plan of Treatment, dated 9/9/15, documented the 
use of adaptive equipment as needed and sippy 
cup with handle to increase independence with 
self-feeding. Staff interview and observations 
during the days of the survey revealed that 
Resident# 9 did use the sippy cup to consume 

I 

I 

I 

I 

! 

'1 

beverages. I 

Observation on the days of the survey revealed I 

that Resident # 9 was independent with feeding 
after setup. 

A Rehabilitation Screening was completed after 
I Resident # 9 was readmitted to the facility on 

1 
6/30/16 the recommendations are as follows: 

, Physical Therapy: Pt (patient) is not a rehab 
I (rehabilitation) candidate at this time. 

Occupational Therapy: No skilled OT 
I (occupational therapy) services indicated. 

Speech Language Pathology: No skilled ST 
I (speech therapy) services indicated at this time. 

i Resident# 9 was unable to be interviewed due to 
her cognition level. 

I 

.. CDC (Centers for Disease Control) DEFINITION 
1 OF TYPES OF BURNS: (2) 
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First-Degree Burns: First-degree burns involve 
I the top layer of skin. Sunburn is a first degree 
burn. 

Signs: 
Red 
Painful to touch 
Skin will show mild swelling 

i Second-Degree Burns: Second-degree burns 
1 

involve the first two layers of skin. 
Signs: 

I 

·. Deep reddening of the skin 
Pain 
Blisters 
Glossy appearance from leaking fluid 
Possible loss of some skin 

Third-Degree Burns: A third-degree burn 
, penetrates the entire thickness of the skin and 
I permanently destroys tissue. 

Signs: 
Loss of skin layers 
Often painless. 

i. Skin is dry and leathery 
I Skin may appear charred or have patches 
that appear white, brown, or black 

I On 7 /20/16 at 12: 15 p.m. Resident# 9 was sitting 
! up in bed, lunch tray was in the room on the tray 
table and a sippy cup (3) was observed. The 
sippy cup contained juice. 

; On 7 /21 /16 at 8: 10 a. m. Resident # 9 was eating 
I breakfast with a sippy cup on the tray and again 
the cup contained juice. 

Review of a nurse's note dated 6/10/16 at 14:28 
(2:28 p.m.) documented, "This writer was called 
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to resident's room at 7:30 a.m. by the CNA 
(certified nursing assistant) assigned to her, 
according to her; resident has spilled hot coffee 
on her right thigh. The CNA was instructor (sic) 
to leave the brief open and not to put anything 
tight on her. Resident keeps yelling and 

I 

screaming. New order received to start 
Hydrocortisone cream 0.5% (4) and Tylenol (5) 
Extra strength Q (every) 6 PRN (as needed)." 
Name of physician notified and name of RP 
(responsible party) notified. This note was signed 
by LPN (licensed practical nurse)# 9. 

Review of the care plan with a Focus of AOL 
, (activities of daily living) Self Care Performance 

I

, Deficit initiated 5/22/12 and revised most recently 
on 6/16/16 (after the incident on 6/10/16), 

, documented under "Interventions -- EATING: ms. 
(sic) (name of Resident# 9) is able to hold cup, 

'I feed self, eat finger foods independently. (Name 
of Resident# 9) uses sippy cup for all liquids. 

! (Name of Resident# 9) is to have direct 
supervision with all hot liquids." 

I 

I During an interview on 7/20/16 at 9:10 a.m. with 
·, ASM (administrative staff member) # 2, interim 
, director of nurses, a request was made for the 
! facility investigation for this incident. 

I 

During an interview on 7/20/16 at 12:45 p.m. with 
, CNA (certified nurse assistant)# 8, CNA# 8 
I stated, "(Name of Resident# 9) has used a sippy 
cup for long time and now after the burn must 
have supervision when drinking hot liquids." 

1 

CNA # 8 was the CNA assigned to Resident # 9 
' on the morning of the incident (6/10/16). CNA # 8 
stated that she heard Resident # 9 yelling and 
screaming. CNA # 8 stated it was not unusual for 

j the resident to yell and scream. That is how she 
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calls for help and had been doing so all morning. 
When this happens staff would go in and talk to 
the resident and calm her down. CNA # 8 stated 

• that when she went into the room Resident # 9 
was upset (Resident# 9) was on fluid restriction 
and she (Resident# 9) wanted something to 
drink. CNA# 8 stated that she (CNA# 8) asked 
Resident# 9 what she wanted to drink and 
offered her water, juice, or coffee. Resident# 9 
stated that she wanted coffee. CNA# 8 then 
went to the kitchen to get Resident # 9's sippy 
cup. After she got the sippy cup she ( CNA # 8) 
went to the pantry and put coffee into the sippy 
cup replacing the lid and then returned to 
Resident # 9's room and put the sippy cup with 
the coffee on the over bed table within the 
Resident's reach. Resident# 9 had been yelling 
and screaming all morning. A short time later, 
about 5 minutes after she (CNA #8) had taken 
the coffee to the Resident she was yelling and 
screaming again. When CNA # 8 went into the 
room CNA # 8 saw that she (Resident# 9) had 

! spilled the coffee on herself. CNA # 8 
i immediately laid her (Resident# 9) down and 
removed the sheets. The area was red right 
away. CNA # 8 immediately called the nurse and 
he came in and looked at it. CNA # 8 further 
stated that Resident# 9 never had any problem 
with spilling things and she (Resident# 9) only 
needed to be supervised occasionally. CNA# 8 

! stated that they now know she (Resident# 9) 
: must be supervised when she has any hot liquids . 

. During an interview on 7/20/16 at 12:55 p.m. with 
· CNA # 3, CNA # 3 stated that they were passing 
trays. Resident # 9 usually screams and hollers a 
lot but this time it was more than normal so they 
checked on her right away. They were in the 
room in less than a minute. They, (CNA# 8 and 
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CNA # 3) saw the wet sheets, laid her back and 
removed the sheets and dried her off. One could 
tell right away that she was burned. CNA # 3 laid 
her back and dried her. Right when it happened 
they did not see any blisters. They called for the 
nurse to come in and he did right away. They 
were concerned about transfers as Resident# 9 
was a Hoyer lift transfer and the strap would go 
right over the reddened area. But when they 
came to transport her to dialysis they (transport 
staff) transported her by stretcher. 

During an interview on 7/20/16 at 2:20 p.m. with 
LPN (license practical nurse)# 9, LPN# 9 stated 
that the aide came and told him that the resident 

I 

had spilled coffee on herself. He told the aides to 
not put anything on the reddened area until he 
called the doctor. When he first saw the area it 
was just reddened. He thinks maybe a day or so 
later there was a blister. Several days later they 

1

1 did not see any improvement with the 
hydrocortisone cream so when the doctor came 

1 

in to see her he changed the treatment. 

·1 Physician order dated 6/10/16 documented: 
"Hydrocortisone Cream 0.5 % Apply to Right thigh 

· topically every shift for Redness/Blisters." 
Signed 6/14/16 this order was discontinued on 

I

, 6/14/16 and signed the discontinued order on 

I 6/21/16 

, Another physician order for 6/10/16, "Tylenol 
·i• Extra Strength Tablet Give 2 tablets every 6 hours 
as needed for Pain." Signed 6/21/16. 

, Review of the clinical record documented that 
j Resident# 9 received Tylenol Extra Strength on 
the following dates 6/14/16, 6/15/16, 6/17 /16, 
6/22/16, 6/23/16, and 6/24/16. Review of the 
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nurses' notes indicated that the pain was 
generalized and that the medication was 
effective. 

During an interview on 7/20/16 at 3:05 p.m. with 
LPN (licensed practical nurse) # 2, LPN # 2 
stated that Resident #9 can tell you if she has 
pain. 

On 6/14/16 the physician wrote an order for 
"Silvadene Cream (6) to burn on Right inner leg x 
(times) 10 days." Signed 6/14/16 

On 6/16/16 the physician ordered: "Resident is to 
have direct supervision with all hot liquids. Do not 
leave any hot liquids within reach, every shift." 
Signed on 6/21/16 

During an interview on 7/21/16 at 1 :50 p.m. with 
LPN # 9, LPN # 9 stated, "The area was initially 
just red then a blister appeared, not exactly sure 
when the blister appeared, maybe the following 
day, but initially it was just red." 

Review of the incident report documented the 
same information as the nurse's note written by 
LPN # 9 on 6/10/16. 

(Note: Subjective, Objective, Assessment, Plan 
(S.O.A.P. NOTES (7)) 

1 
Review of the physician progress [written by ASM 
(administrative staff member)# 4, Resident# 9' 

. s attending physician] notes dated 6/14/16 at 
0710 AM: "S. Asked by nurse to eval (evaluate) 
Pt. (patient) spilled coffee on inside of R. (right) 
thigh 3d (days) ago. Treated w 
(with)/hydrocortisone cream and has developed 4 
in (inch) x 4 in red erythematous abrasion over 
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site. Pt (patient) denies pain ... Using 
hydrocortisone area ... 0. Inner R. thigh w 
(with)/6in x 6 in erythematous red patch w/clear 
margins and old scaled dead skin that has been 
peeled away .. .A. 1. Stage 2 burn (second 
degree) inner R. thigh w/o (without) signs of 
infection ... P.1. Wound is healing well. Change to 
Silvadene cream bid, wound care." 

Review of physician progress notes dated 6/20/16 
at 0610 AM: "S. Pt. (patient) tx (treatment) w 
(with)/Silvadene cream for spilled coffee on R. 
thigh. Asked by nurse last night to look at wound 
today. Developed eschar (8) and dry scaly skin 
over inner side of R. thigh. Pain under good 
control. No redness, no bleeding, no spitting out 
... 0 .... R. inner thigh w/6 in x 6 in burn w/clear 
edges and brown eschar throughout entire wound 

: ... A. 1. Burn R. thigh now w/eschar development 
... P .. .4. Need wound care eval (evaluation) for 
eschar on R. leg. Will likely need debridement. 
Refer to Wound Clinic. Cont. (continue) w/ 
current wound care." 

Review of the clinical record documented on 
6/20/16 at 12:56: "New order received for wound 
clinic consult, appointment scheduled for Monday 
6/27/16 at 2pm, pickup at 1 pm by (name of 
transport company) at 1 pm ... Call made to (name 
of RP [responsible party]), message left for RP to 

I call back." 

· During an interview on 7/21/16 at 3:38 p.m. with 
ASM # 4, (Resident# 9's attending physician), 
ASM # 4 stated that the area was just a red 
irritated spot on the leg so he started treatment 
right away with Hydrocortisone cream as he did 
not want to delay treatment. He stated that on 
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his very next rounds he assessed the area (he 
did not remember the exact time frame). When 
he did assess the wound he changed the 
treatment to Silvadene. The wound is improving; 
the eschar was the size of a silver dollar and now 
is the size of a dime. 

During an interview on 7/20/16 at approximately 
3:00 p.m. with RN (registered nurse)# 1 Resident 
# 9's wound care was discussed. RN # 1 stated 
that wound care was done two times a week on 
Monday and Thursday on the 3 to 11 shift. When 
this was discussed further RN # 1 stated that it 
might be possible to do the wound care on 
Thursday (7/21/16) before Resident# 9 went to 
dialysis. On 7/21/16 at approximately 8:15 a.m. 
RN # 1 was reminded of the request to see 
Resident# 9's wound care. RN # 1 stated that 
she would tell staff caring for Resident # 9, to 

, notify this surveyor when the care was being 
completed. This attempt was not successful and 
the surveyor was not notified. 

During an interview on 7/22/16 at 6:21 a.m. with 
LPN # 12, LPN # 12 stated, "I remember it was 
just red then a blister about the size of a half 

. dollar. I did not feel that it was improving and I 

1 

knew that Silvadene Cream was good for burns 
i so when the Doctor (ASM # 4) came in on rounds 
1 on the morning of 6/14/16, I grabbed him. He 
: looked at the burn and changed the treatment to 
· Silvadene cream." 

During an interview on 7/22/16 at 6:30 a.m. with 
LPN # 13, LPN # 13 stated, "I do not remember 
when I first saw the burn - I had been off a few 
days and I do not believe I saw the burn until 

I 6/14/16 and at that time it was just a big bubble 
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! and then in the next few days it popped. The first 
I remember we were applying Silvadene cream 
and a dressing." 

During an interview on 7/22/16 at 8:50 a.m. with 
OSM (other staff member)# 7, the pharmacist, 
when OSM # 7 was asked about the uses of 
Hydrocortisone Cream OSM # 7 stated, "It is for 
skin irritations, rashes, for non-descript skin 
irritation, eczema-it is used for tons of things." 
When asked if it would be specifically used for 
burns/blisters, OSM # 7 stated, "It could be used 
for irritation/swelling, but it would be out of my 
scope of practice to say if it could be used on 
burns." 

On 7/20/16 at 6:50 a.m., an investigation of the 
coffee temperatures was conducted by two 
members of the survey team. The kitchen was 
entered and it was found that coffee is brewed in 

i the kitchen and put into urns. The urns are 

I 

moved to the Unit nourishment rooms. At 7:00 
, a.m. the nourishment rooms were observed to 
' have their urns in place and the survey team 
requested that the temperatures of the coffee in 
each urn be measured. The urn located on the 
Cherry Blossom Unit registered 160 degrees 
Fahrenheit (F). The urn on the Willow Unit 
measured 170 degrees F. The survey team 
members requested that a cup of coffee be 

I poured for each of them and when they tried to 
I drink the coffee they scalded their tongues. [The 
' cup of coffee that was poured for the survey team 
was poured by LPN (licensed practical nurse)# 

, 2.] At 7:15 a.m. on 7/20/16 when the two survey 
I team members tasted the coffee CNA # 11 was 
1 asked to do the same. CNA (certified nurse's 

assistant) # 11 stated, "It's hot for sure. It's too 
hot to drink right now." CNA # 11 further stated 
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that staff pours the coffee, then puts lids on and 
then the coffee sits for 5 minutes. The survey 

; team followed the staff as they distributed the 
· coffee and when the last cup was delivered the 
' coffee was temped again and the coffee 

registered 143 degrees. OSM (other staff 
member) # 9, dietary staff, was the staff that took 
the temperatures.) 

During an interview on 7/20/16 at 7:05 a.m. with 
CNA # 10, CNA # 10 was asked how staff knows 
which Residents get hot beverages. CNA # 10 
stated it is on their meal ticket. The nurse will tell 
the CNAs if a resident is not allowed to drink a 
hot beverage without supervision. When asked if 
a resident wanted hotter coffee what would be 
done, CNA # 10 stated you heat it up for 30 
seconds or a minute in the microwave. 

During an interview on 7/20/16 at 7:10 a.m. with 
CNA # 11, CNA # 11 was asked what one would 
do if a resident requested another cup of coffee 
or wanted the current cup reheated. CNA # 11 
stated that one should not heat it up but should 
get another cup from the pantry. When asked if 
any residents on her hall required supervision 
with drinking hot liquids, CNA # 11 stated not on 
this hall. CNA # 11 could identify a resident on 
another hall that required supervision and gave 
the name of Resident# 9. Staff finds out who 
needs supervision or assistance through report. 
Also, they would use their judgment. 

At approximately 7/20/16 8:06 a.m. a request was 
made of ASM (administrative staff member) # 1, 
the administrator, for all incidents for June and 
July 2016. Later it was determined that the 

, survey team needed to review incidents since the 
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last survey and on 7/21/16 at 2:45 p.m. a request 
; was made of ASM # 1, ASM # 2, the interim 

I 

director of nurses, and ASM # 3, the quality 
. assurance staff member, for this information . 
. Review of the facility incident reports revealed 

I 

there had been no other reported burns since the 

1 

last survey ending on date 7/23/15. 

,

1 

On 7/20/16 at 9:13 a.m., the team leader placed a 
telephone call to the supervisor at the Office of 
Licensure and Certification, State Department of 

. Health, and informed the supervisor of their 
I findings/concerns. A return call was received at 
I 9:40 a.m. supervisory staff confirmed Immediate 
Jeopardy for failure to ensure an environment 

·1 free from accidents and hazards; hot coffee of 
sufficient temperature to cause tissue injury was 

' available and served to residents. 

I During an interview on 7/20/16 at approximately 

1 

10:00 a.m. with ASM (administrative staff 

I 

member) # 1, the administrator, ASM # 2, the 
. interim director of nurses, and ASM # 3, the 
quality assurance staff member, the concern for 

I 

the first and second degree burns that Resident# 
. 9 received due to hot coffee being spilled was 
revealed. At this time a request was made for the 

I 

facility policy on hot beverages . 
. The observation of the coffee in the nourishment 
room with coffee in the urn at a temperature of 

1170 degrees (F) was also revealed. ASM # 1, 
1 ASM # 2, and ASM #3 were informed that the 
facility was in immediate jeopardy at a level four 

I pattern, which constituted Substandard Quality of 
1 Care, as one resident (Resident #9) had already 
been harmed with second degree burns by a hot 
coffee spill, and the temperatures of coffee 
currently being served to residents had and could 
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: harm other residents in the facility. The facility 
management team was informed an acceptable 
plan of correction would need to be presented. 

On 7/20/16 at approximately 11 :30 a.m. ASM # 3 
stated that there was no policy on hot beverages, 
ASM # 3 stated that one was being written. A 
copy of this policy was presented on 7/20/16 at 
4:25 p.m. 

On 7/20/16 at 5:30 p.m., ASM (administrative 
staff member) # 1, the administrator, ASM # 2, 
the interim director of nurses, and ASM # 3 the 
quality control staff member, presented an initial 
plan of correction for the removal of immediate 
jeopardy to the survey team. 

· This plan included the following points: 

1. Coffee and hot water holding containers were 
removed from resident nourishment rooms and 

• unsupervised common areas·. Testing completed 
on coffee temperature beginning at 167 degrees. 
Without a lid, temperature dropped to 147 in 6 
minutes. Placed lid on cup and waited 7 minutes 
and coffee temperature was 136 degrees and 
palatable to the tester. 

2. All residents have the potential to be affected 
: by this deficient practice 

3. Dietary staff were educated to take 
temperature of coffee and hot water in holding 
containers prior to delivering to nourishment 
rooms or common areas. Temperature is not to 
exceed 145 degrees in holding containers. Policy 
created on 07/20/2016 and all staff will be 
educated to policy, which includes no reheating 
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hot beverages. Fresh pours from the holding 
containers will not be served above 130 degrees. 
Creamer and/or ice can be added to reduce the 
temperature. 

4. Dietary staff will maintain a temperature log of 
coffee and hot water holding container 
temperatures prior to delivering holding 
containers to nourishment room or common 
areas. Dietary Manager of designee will monitor 
temperature logs daily for 2 weeks and then 

• weekly thereafter. All findings will be reviewed 
I and reported at Quarterly QA. 

I 5. 07 /20/16 

I Communication to Staff: 
! Personal education provided to all staff scheduled 
on Day/Evening/Night Shift on 7/20/16. 

,

1 

Education will be provided on a daily basis to all 
staff scheduled by Management Staff or 

; Designee. Administrator or designee will monitor 
staff in need of education daily. Phone calls, 

'I emails, or shift message may be utilized to reach 
staff that work less frequently. Signage posted in 

' Nourishment Room of maximum hot beverage 
temperature of 130 degrees and instructions on 

II how to reduce temperature with ice or chilled 
creamer. Thermometers provided in 

1 Nourishment Rooms to validate temperature if 
necessary. 

i . 
! Temperature Testing: 

Director of Dining Services conducted multiple 
i temperature and taste tests with coffee poured 

from holding container to cup to include covering 
container, adding ice, and/or creamer. State 
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Surveyors participated and validated the 
temperature palatability. 

Supporting Documentation: Attached literature 
utilized to determine safer serving temperatures 
to reduce the risk of burn injuries in a nursing 
facility setting. 

To confirm that staff had been educated per the 
PoC the survey team interviewed staff on all 
facility nursing units to ensure that the education 
was completed and understood. There were no 
issues with staff understanding. The interviews 
are as follows: 

On 7/20/16 at 5:20 p.m., CNA (certified nurse's 
assistant)# 14 was interviewed regarding hot 
beverage temperatures, CNA # 14 stated that 
staff was not allowed to reheat beverages in the 
microwave. If a resident requests a hotter 
beverage, the staff must get a new hot beverage 
from the nourishment room. The temperature 
was not to be hotter than 130 degrees (F). CNA 
# 14 stated that each hall had a thermometer and 
they were to take the temperature before giving 
the beverage to a resident. 
On 7/20/16 at 5:20 p.m., CNA# 17 was 
interviewed regarding hot beverage 

, temperatures. She stated: "Our coffee was too 
hot. We will be setting it back out at a lower 
temperature from now on. We are not allowed to 
reheat it in a microwave. We can add ice to get 
the temperature down to 130 degrees (F)." 
On 7/20/16 at 5:30 p.m. RN (registered nurse)# 
7 was interviewed regarding hot beverages. RN 
# 7 stated that beverages that were to be served 
to residents' could be no hotter than 130 degrees 
(F). RN# 7 had the thermometer in her pocket at 
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the time of the interview. 
On 7/20/16 at 5:30 p.m. LPN (licensed practical 
nurse)# 8 was interviewed regarding hot 
beverages. LPN # 8 stated that beverages hotter 
than 130 degrees (F) were not to be served to 
Residents. LPN # 8 stated that each unit had 
thermometer to measure the temperature. 
On 7/20/16 at 5:35 p.m., CNA# 16 was 
interviewed regarding hot beverage 
temperatures. She stated: "Our coffee was too 
hot. We are not allowed to reheat it in a 
microwave. We can add ice to get the 
temperature down to 130 degrees F." 
On 7/20/16 at 5:40 p.m., CNA# 13 was 
interviewed regarding hot beverage 
temperatures. She stated: "Our coffee was too 
hot. We will be setting it back out at a lower 
temperature from now on. We are not allowed to 
reheat it in a microwave." 
On 7/20/16 at 5:42 p.m., CNA# 8 was interviewed 
regarding hot beverage temperatures. She 
stated that the staff is no longer allowed to reheat 
beverages in the microwave, and that the hot 
beverage temperatures are not to exceed 145 
degrees in the urn and 130 when served to 
residents. 
On 7/20/16 at 5:45 p.m., CNA# 12, and RN# 2 
were interviewed regarding hot beverage 
temperatures. They stated that CNAs cannot 
reheat beverages in the microwave. If a resident 
requests a hotter beverage, the staff must get a 
new hot beverage from the nourishment room. 
They stated that if a beverage is too hot, the staff 
must remove the top to let the beverage get 
cooler. 
On 7/20/16 at 5:47 p.m., CNA# 15 was 
interviewed regarding hot beverage 
temperatures. She stated that the staff is no 
longer allowed to reheat beverages in the 
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microwave, and that the hot beverage 
temperatures are not to exceed 145 degrees in 
the urn and 130 when served to residents. 
On 7/20/16 at 5:30 p.m. and ASM # 1, the 
administrator, ASM # 2, the interim director of 
nursing, and ASM # 3, were informed that the 
plan of correction was approved and the 

. immediate jeopardy abated. 

On 7/21/16 at 1 :50 p.m. a member of the survey 
team was able to obtain hot water from a 
machine on Magnolia Unit. The machine, Pure 
Water Resource, dispensed both hot and cold 
water. The water was noted to be steaming; the 
cup was not secure as the water came out of the 
machine. The survey team member asked RN 
(registered nurse)# 1, to check the temperature 
of the water. RN # 1 placed a new, clean cup on 
the machine to catch dispensed water. The two 
red dots on the machine were pressed and hot 
water was dispensed. The stream was fast and 
the cup started to slide off the machine and RN # 
1 caught the cup. RN # 1 obtained a temperature 
from the newly acquired hot water; the 
temperature was 173.8 degrees Fahrenheit. RN 
# 1 stated the water "was too hot". When asked 
what the purpose of the machine was RN # 1 
stated it replaced the old water fountain and was 

a hydration station for the residents and to be 
used by residents. 

, On 7/21/16 at 2:16 p.m. the team leader 
contacted the supervisory staff regarding the 
above concern. Supervisory staff confirmed at 
2:32 p.m. that the IJ situation from the previous 
day was not abated and that facility administrative 
staff should be notified. Administrative staff to 
include ASM # 1, the administrator, ASM # 2, the 

1 

interim director of nursing, and ASM # 3, the 
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quality assurance staff member, was asked to 
meet with the survey team at 2:45 p.m. and were 
informed of the new finding, that the IJ was not 
abated, and that a PoC addressing the new 
finding would be necessary. 

During an interview on 7/21/16 at 2:45 p.m. with 
ASM (administrative staff member)# 1,the 
administrator, ASM # 1, and ASM # 3, quality 
assurance staff member, Administrative staff 
members were informed of the finding of the 
Water Cooler being able to dispense hot water at 
a temperature of 173 degrees Fahrenheit; 
therefore the Immediate Jeopardy was not 
abated. Administrative staff was informed that 
there needed to be a permanent solution and the 
Plan of Correction needed to be amended. A 
request was made for any incidents since the last 
survey (7/23/15 to today 7/21/16) for any 
incidents of Residents being burned. 

· During an interview on 7/21/16 at 3:13 p.m. with 
OSM (other staff member) # 8, the Pure Water 
Resource Representative, OSM # 8 stated that 
he sent an email to corporate requesting 
instructions on how to permanently disable the 
hot water function. OSM # 8 stated it would likely 
take 24 hours to get the instructions and as soon 
as the instructions are received a technician will 

: be sent to make the modification. In the 
I meantime the water cooler can be made 
i inoperative by totally removing the power cord. 

· Shortly after this conversation with OSM # 8, 
i (7/21/16 at approximately 3:20 p.m.) ASM 
(administrative staff member)# 1, the 
administrator, produced the power cords stating 
that they would be locked in her office. Two 
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1 members of the survey team went out to inspect 
the water coolers and found that when you 
pressed the hot water buttons no hot water, or 
any water came out. 

On 7/21/16 at 4:36 p.m., an updated PoC was 
presented by ASM (administrative staff member) 
# 1, the administrator, ASM # 2, the interim 
director of nurses, and ASM # 3 the quality control 
staff member, for the removal of immediate 
jeopardy. 

This plan included the following points: 

Updated POC appears in italic & underlined. 

1. Coffee and hot water holding containers were 
removed from resident nourishment rooms and 

• unsupervised common areas. Testing completed 
on coffee temperature beginning at 167 degrees. 
Without a lid, temperature dropped to 147 in 6 
minutes. Placed lid on cup and waited 7 minutes 
and coffee temperature was 136 degrees and 
palatable to the tester. Water Cooler located in 
resident hallway dispensed hot water at a 
temperature of 173 degrees on 07/21/16. Water 
Cooler was immediately turned off and upon 
notification to Administrator and after speaking to 
the Vendor, the power cords were removed and 
placed in Administrator's office. 

2. All residents have the potential to be affected 
by this deficient practice 

1 3. Dietary staff were educated to take 
) temperature of coffee and hot water in holding 
· containers prior to delivering to nourishment 

rooms or common areas. Temperature is not to 
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exceed 145 degrees in holding containers. Policy 
created on 07/20/2016 and all staff will be 
educated to policy, which includes no reheating 
hot beverages. Fresh pours from the holding 
containers will not be served above 130 degrees. 
Creamer and/or ice can be added to reduce the 
temperature. Vendor was immediately contacted 
and spoke to Administrator and Medical Facilities 
Inspector Team Lead. Vendor advised contacting 
Manufacturer to get written instructions on how to 
permanently disable hot water function. Email 
sent to Administrator to confirm. Service 
Technician scheduled to service water cooler and 
make modifications on 07/22/16. 

4. Dietary staff will maintain a temperature log of 
coffee and hot water holding container 
temperatures prior to delivering holding 
containers to nourishment room or common 
areas. Dietary Manager of designee will monitor 

'I temperature logs daily for 2 weeks and then 
weekly thereafter. All findings will be reviewed 

, and reported at Quarterly QA. 

15. 07/20/16 & 07/21/16 

, Attachments: 

, 1. Hot Beverage Policy 
12. Hot Liquids Temperature Monitoring Form 
I 3. Copy of sign that will be placed next to each 

hot beverage containers with instructions not to 
serve beverages above 130 degrees and 

i instructions on how to lower the beverage 
! temperature and to check the beverage 
temperature with the provided thermometer. 
4. Education provided and the sign-in sheets 

! 5. Copy of email from vendor to Administrator 
; (from water cooler vender) 
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The survey team confirmed that the power cords 
were removed from the water coolers. At 4:36 
p.m. on 7/21/16 the survey team shared with the 
administrative staff that the immediacy was 
abated. 

On 7/22/16 at 7:45 a.m., a CNA was observed 
taking the temperature of coffee from the urn in 
the kitchenette. The coffee was temped at 129. 
The CNA then placed the covered coffee out on a 

: table in the hallway until 8:00 a.m. when meal 
trays arrived. At 8:08 a.m., right before Resident 
#24 received her coffee, the CNA obtained the 
coffee temperature, and the coffee temperature 
was 111 degrees (F). Resident# 24 was 
observed drinking her coffee without any 
difficulties at 8: 15 a.m. 

' Resident #24 was most recently admitted to the 
facility on 9/24/15 with diagnoses that included 
but were not limited to: Anemia, hypertension and 
dementia. The most recent MDS (minimum data 
set) a quarterly assessment with an ARD 
(assessment reference date) of 4/14/16, coded 
Resident #24's cognition as moderately impaired, 
decisions poor; cues supervision required. 
Resident #24 was coded as requiring extensive 
staff assistance, with one to two person 
assistance needed for bed mobility, transfers, and 
dressing. The resident was coded as having 
limited range of motion of the upper extremity, 
shoulder, elbow, wrist, and hand on one side. 

During an interview on 7/22/16 at 8:20 a.m. with 
OSM (other staff member)# 1, the dietary 
manager, OSM # 1 stated that the coffee 
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machine temperature was adjusted yesterday. It 

I 

could not be set to 145 degrees Fahrenheit but 
the technician brought it down as low as the 
machine would allow. They will just have to work 

I

' with 'it to get the correct temperature to put into 

the urn. OSM # 1 outlined what the process 
was to ensure the temperature was at 145 

I 

degrees in the urn when the urn was taken to the 
nourishment rooms. 

, During an interview on 7/22/16 at 8:30 a.m. with 

I 

OSM # 6, maintenance, OSM # 6 stated that the 
water coolers (with the hot water dispenser 
accessible to all residents) have been in the 

I
' facility for over a year. The water coolers 

replaced the water fountains. When they were 
first installed they did not have the hot water 

'I function turned on. The vendor must be called to 
make any changes - the vendor comes in and 
changes filters and does maintenance. Facility 

I 

staff is not allowed to touch the coolers. The 
water coolers are hooked up directly to the water 
supply and cannot be easily moved. Several 

,

1

, weeks ago the floors in the hallways were 

replaced and the vendor had to come in and 
moved the water coolers. When the vendor 

i replaced the water coolers the hot water function 
I must have been turned on as now residents can 
get hot water. Facility staff never touches the 

'I water coolers but they have now removed the 
, electrical cord so that no water hot or cold can be 
dispensed. The vendor is to permanently disable 

I the hot water function today. 

The water cooler hot water function was disabled 
! by a technician from the vendor on the morning of 
' 7/22/16. This was validated by the survey team 

j on 7/22/16 at approximately 8:30 a.m. 
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On 7/22/16 at approximately 9:00 a.m. by ASM 
(administrative staff member)# 1, the 
administrator, provided the manufacturer's 
information for the Nescafe Alegria Java Giant 2 
Soluble Coffee Dispenser. Review of this 
information did not document any temperatures. 

: This coffee dispenser was located in the kitchen. 

I On 7/22/16 at approximately 9:00 a.m. by ASM 
' (administrative staff member)# 1, the 
administrator, provided the manufacturer's 
information for the urn (holding containers for hot 
liquids). Review of this information did not 
document any temperatures. 

On 7/22/16 at approximately 9:00 a.m. by ASM 
(administrative staff member)# 1, the 

' administrator, provided the manufacturer's 
information for the water cooler. Review of the 
manufacturer's information on the water cooler 

1 (Pure Water Technology) did not document any 
temperature for the hot water function. 

During an observation on 7/22/16 at 10:00 a.m. 
the process (to ensure that hot beverages did not 
exceed 145 degrees Fahrenheit (F) when put into 
the Urns, holding containers) was observed and 
found to be consistent with the outlined process. 
A dietary staff member, OSM (other staff 
member) # 11 was observed drawing coffee from 
the coffee making machine, assessing the 
temperature and adding ice until the ice until the 
temperature is 145 degrees or slightly less in the 

' urn . 

. DEFINITIONS & LINKS: 

' 
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(1) Antiphospholipid syndrome is an autoimmune 
disorder characterized by an increased tendency 
to form abnormal blood clots (thromboses) that 
can block blood vessels. 
www.nhlbi.nih.gov/health/health-topics/topics/aps/ 

(2) CDC info -
www.cdc.gov/masstrauma/factsheets/public/burn 
s.pdf 

(3) Sippy cup used by Resident# 9 is a clear 
plastic two handled mug with a lid that had a 
single large opening that could accommodate a 
straw. 

(4) Hydrocortisone cream: 
Sunburn: Use of a topical moisturizing cream, 
aloe, or 1 % hydrocortisone cream may provide 
additional relief. If blistering occurs: :: lightly 
bandage . .. and an antiseptic ointment or 
hydrocortisone cream may be applied. 
www .cdc.gov/niosh/docs/2010-116/pdfs/2010-116 
.pdf-

(5) Tylenol 
Acetaminophen is used to relieve mild to 
moderate pain from headaches, muscle aches, 
menstrual periods, colds and sore throats, 
toothaches, backaches, and reactions to 
vaccinations (shots), and to reduce fever. 
Acetaminophen may also be used to relieve the 
pain of osteoarthritis (arthritis caused by the 
breakdown of the lining of the joints). 
Acetaminophen is in a class of medications called 
analgesics (pain relievers) and antipyretics (fever 
reducers). It works by changing the way the body 
senses pain and by cooling the body. 

1 

https://medlineplus.gov/druginfo/meds/a681004. h 
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(6) Silvadene® ... Silver sulfadiazine, a sulfa drug, 
is used to prevent and treat infections of second
and third-degree burns .... Silver sulfadiazine 
comes in a cream. Silver sulfadiazine usually is 
applied once or twice a day. 
https://medlineplus.gov/druginfo/meds/a682598.h 
tml-

(7) SOAP Notes - Subjective, Objective, 
Assessment, Plan 
<http://www.emrsoap.com/definitions/soap/> 
SOAP definition refers to a common methodology 
used for patient charting at point of care. The 
SOAP Acronym is Subjective, Objective, 
Assessment, and Plan. 
www.emrsoap.com/definitions/soap 
<http://www.emrsoap.com/definitions/soap> 

(8) Eschar is dead tissue that falls off (sheds) 
from healthy skin. It is caused by a burn 
<https://medlineplus.gov/ency/article/000030.htm 
> or cauterization 
<https://medlineplus.gov/ency/article/002359.htm 
> (destroying tissue with heat or cold, or another 
method). This information was obtained from the 
website: 
<https://medlineplus.gov/ency/article/002355.htm 
> 

F 328 483.25(k) TREATMENT/CARE FOR SPECIAL 
SS=D NEEDS 

I The facility must ensure that residents receive 
I proper treatment and care for the following 
~ special services: 
' Injections; 
Parenteral and enteral fluids; 
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Colostomy, ureterostomy, or ileostomy care; 
, Tracheostomy care; 
Tracheal suctioning; 
Respiratory care; 
Foot care; and 
Prostheses. 

·1 This REQUIREMENT is not met as evidenced 
by: 

· Based on observation, staff interview, facility 
.

1 

document review and clinical record review, it 
was determined that the facility staff failed to 
store oxygen equipment in a s~nitary manner for 
one of 27 residents in the survey sample, 

.

1

. Resident #3, and failed to store oxygen in a safe 
manner in one of two oxygen storage areas. 

I 

1. The facility staff left Resident #3's nasal 
', cannula lying uncovered on a bedside table 

I 

during multiple observations conducted on 
, 7/19/16 through 7/21/16. 

'12. A full U 18 type oxygen tank containing 2200 
psi (pounds per square inch) was observed free 

' standing and unsecured, in the outside oxygen 
storage area. 

i 
! The findings include: 

i 1. Resident #3 was admitted to the facility on 
I 3/16/16 with diagnoses including, but not limited 
· to: history of a leg fracture, history of a heart 
attack, coronary artery disease, and heart failure. 
On the most recent MDS (minimum data set), a 
quarterly assessment with assessment reference 
date 4/8/16, Resident #3 was coded as being 

i cognitively intact for making daily decisions, 
, having scored 14 out of 15 on the BIMS (brief 
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interview for mental status). 

On the following dates and times, Resident #3 
was observed in her room without her oxygen 
nasal cannula (1) being applied. During all of 
these observations, the nasal cannula was lying 
uncovered on the resident's bedside table: 
7/19/16 at 2:10 p.m. and 4:35 p.m.; 7/20/16 at 
7:45 a.m.1:45 p.m.; 7/21/16 at 8:10 a.m. 

A review of the clinical record revealed the 
following physician's order dated 6/18/16: 
"Oxygen at 2 liters via n/c (nasal cannula) to 
maintain sats (saturations) above 92%." 

A review of the comprehensive care plan for 
Resident #3 dated 4/2/16 and updated 7/1/16 
revealed no information related to the storage of 
oxygen administration equipment. 

On 7/21/16 at 11 :50 a.m., LPN (licensed practical 
nurse) #5 accompanied the surveyor to Resident 
#3's room. When asked if the nasal cannula was 
being stored correctly, LPN #5 stated: "I need to 
throw that one away and get her a new one." 
When asked the reason for this, LPN #5 stated 
the nasal cannula was not in a protective bag, 
and that it should always be stored in a protective 
bag. When asked why a protective bag is 
needed, LPN #5 stated: "It's an infection risk." 

, On 7/21/16 at 12:00 p.m., RN (registered nurse) 
· #4 was asked where unused nasal cannulas 
should be stored when not in use in a resident's 

I 

: room. RN #4 stated: "It should be stored in a 
i bag. We want to keep it clean." 

1 On 7/21/16 at 4:55 p.m., ASM (administrative 
! staff member) #1, the administrator, ASM #2, the 
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interim director of nursing, and ASM #3, quality 
1 

assurance nurse, were informed of these 
concerns. 

A review of the facility policy entitled 
"Maintenance of Oxygen Supplies Tubing and 
Nebulizer Changes, Changing of Filter" revealed, 

'I in part, the following: "All oxygen tubing and 
respiratory masks will be stored in a plastic bag 

, while not in use. Any respiratory masks or nasal 
, cannula that touches the floor or any surface that 

I 

is thought to be contaminated will be considered 
contaminated and discarded." 

I 

No further information was provided prior to exit. 

(1) "Oxygen therapy may help you function better 
' and be more active. Oxygen is supplied in a 
,

1 

metal cylinder or other container. It flows through 
a tube and is delivered to your lungs in one of the 

1 

following ways ... Through a nasal cannula, which 
consists of two small plastic tubes, or prongs, that 

I are placed in both nostrils." This information is 

I 

taken from the website 
http://www.nhlbi.nih.gov/health/health-topics/topic 
s/oxt. 

12. A full U 18 type oxygen tank containing 2200 

1 

psi (pounds per square inch) was observed free 
• standing and unsecured, in the outside oxygen 
, storage area. 

I, On 7/21/16 at 11:25 a.m., an observation of the 
oxygen storage area located outside, behind the 

i facility was conducted with OSM (other staff 
1 member) # 3, director of environmental services 
and OSM # 6, maintenance worker. The outside 
oxygen storage area was enclosed by a chain link 

1 fence and was located approximately one 
hundred and seventeen feet (117 ft.) from the 
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back of the facility. The fenced in area contained 
approximately ninety-six (96) full portable oxygen 
tanks with a twenty-five (25) cubic feet capacity, 
twenty (20) full oxygen tanks with a two-hundred 
(200) cubic feet capacity and one five -hundred 
(500) gallon oxygen tank that directly supplied a 
portion of the facility. Further observation of the 
outside oxygen storage area revealed one 

' oxygen tank free standing and unsecured in a 
corner of the area. When asked if the oxygen 
should have been secured to the chain link fence 
OSM # 3 stated, "Yea it should have been. The 
empty portable tanks were here and the guy from 
(Name of Oxygen Supply Company) was just 
here earlier and took the empties (oxygen tanks]. 
This tank is not ours, it belongs to hospice." 
When asked if the oxygen tank was empty, OSM 
# 6 opened the valve on the tank and read the 
gauge. Observation of the oxygen pressure 
gauge read 2200 psi (Pounds per square inch). 
OSM # 3 and OSM # 6 confirmed that the oxygen 
tank was full. OSM # 6 then immediately secured 
the oxygen tank to the fence with a chain. 

, On 7/21/16 at 11:45 a.m. OSM # 3 stated that he 
had called (Name of Hospice Service) about the 
oxygen tank and that they were sending someone 
to pick it up. 

On 7/21/16 at 5:54 p.m. ASM (administrative staff 
member) # 1, the administrator, and ASM # 2, the 
interim director of nursing were made aware of 
the findings. 

No further information was provided by the end of 
the survey. 

F 329 483.25(1) DRUG REGIMEN IS FREE FROM 
SS=E UNNECESSARY DRUGS 
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Each resident's drug regimen must be free from 
,, unnecessary drugs. An unnecessary drug is any 
drug when used in excessive dose (including 
duplicate therapy); or for excessive duration; or 
without adequate monitoring; or without adequate 
indications for its use; or in the presence of 
adverse consequences which indicate the dose 
should be reduced or discontinued; or any 
combinations of the reasons above. 

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

, who have not used antipsychotic drugs are not 
given these drugs unless antipsychotic drug 
therapy is necessary to treat a specific condition 
as diagnosed and documented in the clinical 
record; and residents who use antipsychotic 
drugs receive gradual dose reductions, and 
behavioral interventions, unless clinically 
contraindicated, in an effort to discontinue these 
drugs. 

This REQUIREMENT is not met as evidenced 
by: 
Based on staff interview, facility document review 

and clinical record review, it was determined that 
the facility staff failed to ensure four of 27 
residents in the survey sample were free of 
unnecessary medications, Residents #5, #4, #12 

and #7. 

1. The facility staff failed to document the reason 
for the administration of an as needed 

. anti-anxiety medication and failed to document 
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• non-pharmacological interventions prior to 
administering the anti-anxiety medication, Ativan, 

• for Resident #5. 

2.a. Resident #4 was ordered Remeron (1) 
' without adequate indication for use. 

b. The facility staff administered a blood pressure 
medication when the blood pressure reading was 

, below the physician prescribed parameters for 
, Resident #4. 

3. The facility staff failed to document 
non-pharmacological interventions prior to the 
administration of Ativan (1) on multiple occasions 
in June and July of 2016 for Resident #12. 

4. The facility staff administered Lasix (1) 40 MG 
(milligram tablet) on multiple occasions in May 
and June of 2016, when Resident #?'s blood 
pressure was below the physician ordered 
parameters. 

1 The findings include: 

1. The facility staff failed to document the reason 
for the administration of an as needed 
anti-anxiety medication and failed to document 
non-pharmacological interventions prior to 
administering the anti-anxiety medication, Ativan, 
for Resident #5. 

Resident #5 was admitted to the facility on 1/7/11 
with diagnoses that included but were not limited 
to: diabetes, high blood pressure, atrial fibrillation, 
dementia, depression, anemia, gastroesophageal 
reflux disease, insomnia, delusional disorder, 
neuropathy and glaucoma. 
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F 329 3.All scheduled nurses will be educated to enter 

, order in EMR to document non pharm 

interventions for PRN psychotropic 

medications. All scheduled nurses 

will be educated on facility policy 

'Psychoactive Medication Management and 

Behavior Monitoring' which states that prior to 

: administering PRN psychoactive medications, 

i individualized non-pharmacological 
I 
' interventions are attempted and effectiveness is 

documented. All scheduled nurses will be 

educated to administer meds according to 

physician order, including parameters. All 

scheduled nurses will be educated to clarify 

physician order for Remeron if there is no 

diagnosis of depression. Any nurses not 

scheduled until after correction date will be 

: educated via scheduled make up sessions held 

by Staff Dev RN or designee. RN Care 

Manager, Clinical Coordinator or designee 

will review 24 hr report to review for 

documented non-pharm interventions 

prior to administering PRN meds and to 

identify medications administered within 

appropriate BP parameters. 
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: The most recent MDS (minimum data set) 
assessment, an annual assessment, with an 
assessment reference date of 4/16/16, coded the 

, resident as being moderately impaired to make 
cognitive daily decisions. The resident was 
coded as requiring limited to extensive assistance 
of one staff member for all of her activities of daily 
living except eating in which she was coded as 
independent after set up assistance was 
provided. 

The physician order dated, 8/20/15, documented, 
"Ativan (used to treat anxiety (1 )) (Lorazepam) 
0.5 mg (milligrams); give 0.5 mg by mouth every 
12 hours as needed for agitation BID (twice a 
day) PRN (as needed) for agitation." 

Resident #5's April electronic medication 
administration (eMAR) documented the above 
orders and evidenced documentation the as 
needed Ativan was administered to Resident #5 
on the following dates and times: 
4/2/16 at 9:55 a.m. 
4/24/16 at 8:42 a.m. 
4/30/16 at 9:01 a.m. 

The nurse's note dated, 4/2/16 at 9:55 a.m. 
documented, "Yelling out, screaming at staff." 
There was no documentation regarding the 
implementation of non-pharmacological 
interventions prior to the administration of the 

'Ativan. 

The nurse's note dated, 4/24/16 at 8:42 a.m. 
: documented, "Highly agitated, yelling in hall, 
I keeps coming in/out of room and continuously 
1 asking to be taken back to room." There was no 
documentation regarding the implementation of 
non-pharmacological _interventions prior to the 
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F 329 4.DON or designee will audit 10% ofMARs 

weekly to ensure non-pharmacological 

I 

! 

· interventions are being documented and I 

parameters for administration of blood pressure 

medications are being followed, for 30 days an~ 

monthly for 60 days. All audits will be turned I 

into QA Director for analysis and tracking of 

trends or patterns. A summary of this analysis 

will be provided to the QA committee. 

Variances identified during these audits will 

be thoroughly investigated, corrected as 

appropriate, and staff re-educated. 
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administration of the Ativan. 

, The nurse's note dated, 4/30/16 at 9:01 a.m. 
documented, "Agitated, yelling out." There was 

; no documentation regarding the implementation 
' of non-pharmacological interventions prior to the 
administration of the Ativan. 

The May 2016 eMAR documented, "Ativan 0.5 
mg; give 0.5 mg by mouth every 12 hours as 
needed for agitation BID PRN for agitation." The 
Ativan was documented as administered on the 
following dates and times: 
5/1/16 at 3:49 p.m. 
5/6/16 at 4:39 p.m. 
5/7/16 at 7:54 a.m. 
5/15/16 at 7:25 a.m. 
5/19/16 at 4:56 p.m. 
5/21/16 at 9:47 a.m. 
5/22/16 at 9:13 a.m. 
5/23/16 at 4:26 p.m. 

The nurse's note dated, 5/1/16 at 3:49 p.m. 
documented, "Agitated." There was no 
documentation regarding the implementation of 
non-pharmacological interventions prior to the 
administration of the Ativan. 

The nurse's note dated 5/6/16 at 4:39 p.m. did 
not document the reason for the administration of 
the medication nor did the note document any 
implementation of non-pharmacological 
interventions prior to the administration of the 
Ativan. 

The nurse's note dated, 5/7/16 at 7:54 a.m. did 
not document the reason for the administration of 
the medication nor did the note document any 

! implementation of non-pharmacological 
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interventions prior to the administration of the 
Ativan. 

The nurse's note dated, 5/15/16 at 7:25 a.m. 
documented, "Yelling out." There was no 
documentation regarding the implementation of 
non-pharmacological interventions prior to the 
administration of the Ativan. 

The nurse's note dated, 5/19/16 at 4:56 p.m. 
documented, "High level of agitation." There was 
no documentation regarding the implementation 
of non-pharmacological interventions prior to the 
administration of the Ativan. 

The nurse's note dated, 5/21/16 at 9:47 a.m. 
documented, "Yelling out, agitated, wanting food 
when she already ate." There was no 
documentation regarding the implementation of 
non-pharmacological interventions prior to the 
administration of the Ativan. 

The nurse's note dated, 5/22/16 at 9: 13 a.m. 
documented, "Yelling at staff, being rude and 
inappropriate." There was no documentation 
regarding the implementation of 
non-pharmacological interventions prior to the 
administration of the Ativan. 

The nurse's note dated, 5/23/16 at 4:26 p.m. did 
I not document the reason for the reason for the 
1 administration of the medication nor did the note 

1 
document any implementation of 

! non-pharmacological interventions prior to the 
,, administration of the Ativan. 

,, The comprehensive care plan dated, 10/12/ 11 
and revised on 5/19/16, documented, "Focus: 

i (Resident #5) has a history of angry outbursts 
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with staff and room mates (sic) as well as hx 
I (history) of refusing meds (medications)." The 
"Interventions" documented, in part, "Encourage 

1 involvement in activities of choice and interest. 
I Provide one on one visits, as needed. Request 
activities dept. (department) to read to (Resident 

I 

#5) as this has helped calm her in the past." The 
care plan further documented, "Focus: (Resident 
#5) is at risk for demonstrating aggressive 

1 
behaviors and agitation as evidence by scratching 

I another resident and yelling at residents and staff 
' members." The "Interventions" documented in 
, part, "Emotional support will be provided to 
I (Resident #5) as needed to assist in addition to 
calming measures being implemented as needed 
(music, pet therapy, diversion activities)." 

I An interview was conducted with RN (registered 
' nurse) #1, the unit manager, on 7/22/16 at 9:29 

I 

a.m., regarding the process the staff follows if a 

1 

resident is agitated. RN #1 stated, "Never go 
• straight to medications. The nurse should try 
therapeutic environment, talk to them, or offer a 

1 
snack." When asked where the interventions tried 

! before a medication is given, should be 
' documented, RN #1 stated, "The behavior 
charting notes or at least where they sign out the 

i medication." 

I 

An interview was conducted with ASM 
(administrative staff member) #2, the interim 
director or nursing, on 7/22/16 at 10:06 a.m. ASM 
#2 was asked to describe the process staff 
follows when a resident becomes agitated. ASM 
#2 stated, "If a resident is displaying anxiety 
related behaviors, the nurse should try 

' non-pharmacologic interventions first. Check for 
pain, reposition them, provide incontinence care 
or if they are hungry, get them a snack. Once 
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they have tried these activities and they are 
ineffective, then they can administer the 
medication, if ordered." When asked where the 
interventions tried prior to the administration of a 

· medication are documented, "ASM #2 stated, "It's 
documented in the default eMAR note. They are 
educated to document what they tried prior to 
giving a PRN (as needed) medication." 

The facility policy, "Psychoactive Medication 
Management and Behavior Monitoring" 
documented, "8. Prior to administering PRN 
psychoactive medications, individualized 
non-pharmacological interventions are attempted 
and effectiveness is documented." 

ASM #1, the administrator, ASM #2 and ASM #3, 
the quality assurance nurse, were made aware of 
the above findings on 7/21/16 at 4:54 p.m. 

I No further information was provided prior to exit. 

I ( 1) This information was obtained from the 
website: 

, http://www.ncbi.nlm.nih.gov/pubmedhealth/PMHT 
I 0010988/?report=details 

' 2.a. Resident #4 was ordered Remeron without 
, adequate indication for use. 

! Resident #4 was admitted to the facility on 4/7/1.5 
· with diagnoses that included but were not limited 
to: diabetes, high blood pressure, elevated lipids 

: in the blood, neuropathy, anemia, · 
! gastroesophageal reflux disease, chronic pain, 
peripheral vascular disease, hemiplegia, stokes, 
low back pain and spinal stenosis. 

1 

The most recent MOS (minimum data set) 
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' assessment, a significant change assessment, 

with an assessment reference date of 6/ 11 /16, 
coded Resident #4 as being moderately being 
impaired to make daily cognitive decisions. The 
resident was coded as requiring extensive 
assistance of one or more staff members for 
moving in the bed, toileting, and bathing. He was 
coded as requiring limited assistance of one staff 
member for transfers and dressing. Resident #4 

, was coded as being occasionally incontinent. 

The physician orders dated, 5/17/16, 
documented, "Remeron Tablet; Give 7.5 mg 
(milligrams) by mouth at bedtime for Appetite 
Enhancement." 

The May, June, and July 2016 eMAR (electronic 
medication administration record) documented 
the resident has received this medication as 
prescribed since 5/17 /16. 

The physician progress note dated, 5/3/16, did 
not document anything related to mood or weight. 
The physician progress note dated, 5/10/16 
documented a check mark next to "Psych 

: (psychiatric) Normal mood." The physician 
progress note dated, 7/5/16 documented a check 
mark next to "Psych (psychiatric) Normal mood. 
The progress note dated 7/5/16 documented, 
"Decreased appetite: Remeron 7/5 mg QHS 
(every bedtime)." The physician progress note 

dated, 7/7/16, documented a check mark next to, 
"Psych (psychiatric) Normal mood." 

The resident's last documented visit with the 
psychologist was dated, 5/19/15. 

i The dietician note dated, 5/11/16 at 4:00 p.m. 
, documented, "MD (medical doctor) requested 
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dietary consult today r/t (related to) pressure 
areas ... Resident continues on a regular NAS (no 
added salt) diet with variable intake ranging from 

· 50 -100%. Resident has a long term hx (history) 
of weight gain r/t good intake but also r/t edema. 
Resident currently with+ (plus) 3 edema in LLE 
(left lower extremity). New order for multi-vitamin 
today. Will recomm. (recommend) adding 
proteinex (a protein supplement) 30 ml (milliliters) 
qd (every day) for 15 extra grams of protein daily 
to help heal wound." 

The nurse's note dated, 5/17/16 at 2:49 p.m. 
documented, "Resident complains of difficulty 
eating, MD made aware, new order received to 
start Remeron 7.5 mg. Resident and wife made 
aware and they have acknowledged 
understanding." 

The dietician note dated, 6/1/16, documented, 
"Resident discussed at weight change meeting 
today r/t (related to) noted weight loss on monthly 
weight monitoring r/t decreased edema and 
variable intake at the beginning of the month. 
Resident with hx (history) of weight gain last 
month. Resident current weight is back to usual 
weight for resident... .. MD ordered Remeron on 
5/17 /15 and appetite and intake is much 
improved at this date with 75-100% eaten at most 
meals." 

I 

The comprehensive care plan dated, 12/16/14 
and revised on 12/15/15, documented, "(Resident 
#4) uses antidepressant medication r/t poor 
nutrition." The "Interventions" documented in part, 

I "Give antidepressant as ordered by physician." 
,, The care plan dated, 7/4/15 and revised on 

12/12/15, documented, "Focus: (Resident #4) is 
at risk for depression r/t recent illness and 
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emotional stress from his family situation and 
relationships." 

An interview was conducted with RN (registered 
nurse) #1, the unit manager, on 7/21/16 at 9:28 
a.m. When asked the indication for use of 
Remeron, RN #1 stated, "It's an antidepressant 
but can also be used as an appetite stimulant. 
Some doctor's start with Megace (used to 
increase appetite (2)) but some go to Remeron." 
When asked if Resident #4 had a diagnosis of 
depression, RN #1 stated, "I don't think so." 

An interview was conducted with ASM 
, (administrative staff member) #2, the interim 
director of nursing, on 7/22/16 at 10:06 a.m. 
When asked what the indication for use of 
Remeron is, ASM #2 stated, "It's an 
antidepressant but can be used to increase 
appetite." 

The facility document, "Psychoactive Medication 
Management and Behavior Monitoring" 
documented, "Targeted behaviors to be observed 
are specific to the psychoactive medication being 
administered and individualized to the patient. 
Monitoring of the behaviors should occur at least 
daily and targeted behavior is identified on the 
care plan." 

According to "Nursing 2012 Drug Handbook," 
Remeron is an antidepressant indicated for the 
treatment of depression. Remeron is not 
indicated for use as an appetite stimulant. 
"Increased appetite" under GI (gastrointestinal) is 

· listed as an adverse reaction. (1) 

ASM #1, the administrator, ASM #2 and ASM #3, 
the quality assurance nurse, were made aware of 
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the above findings on 7/21/16 at 4:54 p.m. 

I No further information was provided prior to exit. 

1 

(1). Lippincott Williams & Wilkins, "Nursing 2012 
Drug Handbook" 32nd Edition, 2012, Ambler, PA. 

(2) This information was obtained from the 
website: 
https://dailymed.nlm.nih.gov/dailymed/druglnfo.cf 

1 

m?setid=65B28775-EE59-88CF-E4D8-372C6C7 

I 9AD14 

b. The facility staff administered a blood pressure 

I 

medication when the blood pressure reading was 
below the physician prescribed parameters for 

1 

Resident #4. 

I 

The physician order dated, 2/13/16, documented, 
. "Lisinopril (used to treat high blood pressure (1 )) 
' 2.5 mg (milligrams); give 2.5 mg by mouth one 
. time a day related to Essential Primary 

I

' Hypertension (high blood pressure). Hold for B/P 
, (blood pressure) less than 110." 

, The May 2016 eMAR (electronic medical record) 
j documented, "Lisinopril 2.5 mg; give 2.5 mg by 
I mouth one time a day related to Essential 

Primary Hypertension. Hold for B/P less than 
j 110." on 5/24/16, Resident#4's blood pressure 
I was documented as 105/64. The Lisinopril was 
documented as having been administered. There 
was no nurse's note on 5/24/16 related to the 

I resident's blood pressure. 
I 

The June 2016 eMAR documented, "Lisinopril 
2.5 mg; give 2.5 mg by mouth one time a day 

! related to Essential Primary Hypertension. Hold 
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I 
· for B/P less than 110." on 6/23/16 Resident #4's 

blood pressure was documented as 100/58. The 
Lisinopril was documented as having been 
administered. There was no nurse's note on 
6/23/16 related to the resident's blood pressure. 

The July 2016 eMAR documented the Lisinopril 
had been administered on the following dates 
with the following documented blood pressures: 
7 /4/16 - 106/64 
7/6/16 - 107/57 
7/7/16 - 105/59 
7/12/16- 103/59 
5/17/16- 104/66 
5/19/16 - 109/60 

The Lisinopril was documented as having been 
administered for each date above. 

The nurse's notes for July 2016 were reviewed. 
There was no documentation in regards to the 
Lisinopril or the resident's blood pressure. 

The comprehensive care plan dated, 12/16/14, 
documented in part, "Focus: Alteration in 
cardiovascular system r/t (related to) 

I hyperlipidemia (elevated fats in the blood stream 
1 

(2)), and hypertension." The "Interventions" 
, documented in part, "Administer medications as 
: per MD (medical doctor) order and monitor for 
' effectiveness as well as side effects. Monitor vital 
signs carefully. Compare to baseline vital signs 

: and report any significant findings to MD." 

An interview was conducted with RN (registered 
'nurse) #1, the unit manager, on 7/21/16 at 9:28 

a.m. regarding physician ordered paramete-rs for 
! medications. RN #1 stated, "Most blood pressure 
i medications have a parameter but nursing 
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I

, practice tells you what to watch for. First the . 
nurse is to check the blood pressure or pulse of 

' the resident. If it's too low, then they need to hold 
the medication and notify the physician." When 

I

, asked where this would be documented, RN #1 
stated, "In the nurse's notes." 

An interview was conducted with ASM 

I 

(administrative staff member) #2, the interim 
director of nursing, on 7/22/16 at 3:40 p.m., 

, regarding physician ordered parameters for 
medications. ASM #2 stated, "The nurse must 

I 

check the vital signs appropriate for the 
parameters. If it's outside of the parameters, the 
nurse holds the medication and notifies the 

. physician." When asked where this would be 

I

. documented, ASM #2 stated, "In the nurse's 

notes." 
' 

The facility policy, "Specific Medication 
,

1 

Administration Procedures" documented, "I. 
Obtain and record any vital signs or other 

' monitoring parameters ordered or deemed 
.

1 

necessary prior to medication administration ... P. 
Notification of Physician/Prescriber ... 2. Held 
medications for pulse, blood pressure, low or high 
blood sugar or other abnormal test results, vital 

I signs, resulting in medications being held." 

I 

' ASM #1, the administrator, ASM #2 and ASM #3, 
the quality assurance nurse, were made aware of 

'1 the above findings on 7/21/16 at 4:54 p.m. 
! 

No further information was provided prior to exit. 

(1) This information was obtained from the 
website: 
http://www.ncbi.nlm.nih.gov/pubmedhealth/PMHT 

i 0010968/?report=details 
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(2) This information was obtained from the 
website: 
http://www.ncbi.nlm.nih.gov/pubmedhealth/PMHT 
0022430/ 

3. The facility staff failed to document 
non-pharmacological interventions prior to the 
administration of Ativan (1) on multiple occasions 
in June and July of 2016 for Resident #12. 

Resident #12 was admitted to the facility on 
4/6/15 with diagnoses that included but were not 
limited to urinary retention, brain bleed, high 
blood pressure, hypothyroidism, anxiety disorder, 
past history of stroke, and dementia with 
behavioral disturbance. Resident #12's most 
recent MDS (minimum data set) was a quarterly 
assessment with an ARD (assessment reference 

, date) of 6/20/15. Resident #12 was coded as 
being severely cognitively impaired in the ability to 
make daily decisions scoring 99 on the SIMS 
(brief interview for mental status exam). Resident 
#12 was coded as requiring extensive assistance 
from staff with transfers, dressing, toileting and 

, personal hygiene; and limited assistance with 
eating. 

Review of Resident #12's POS (Physician Order 
Sheet) dated 6/9/16 documented the following 
order: "Ativan Tablet 1 MG (milligram) via 
PEG-Tube every 6 hours as needed for anxiety." 

Resident #12's behavior care plan dated 1/13/16 
and revised on 4/28/16 documented the following 
interventions: "Analyze key times, places, 
circumstances, triggers and what de-escalates 
behavior and document....Monitor and Document 

i observed behavior and attempted interventions in 
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progress ... " 

Review of Resident #12's MAR (medication 
administration record) for June 2016 revealed 
that Resident #12 had received Ativan 1 MG 
tablet nineteen times during that month. Review 
of the MAR and nursing notes revealed no 
evidence that non-pharmacological interventions 
were attempted prior to the administration of 
Ativan. 

Review of Resident #12's MAR (Medication 
Administration Record) for July 2016 revealed 
that she received Ativan 1 MG tablet 5 times in 
the month of July. Review of the MAR and 
nursing notes revealed no evidence that 
non-pharmacological interventions were 
attempted prior to the administration of Ativan. 

On 7/20/16 at 8:52 a.m., an interview was 
conducted with LPN #6 (Licensed Practical 
Nurse). LPN #6 was asked what process staff 
follows prior to administering an as needed 
antianxiety medication. LPN #6 stated that 
nurses should be attempting 
non-pharmacological interventions first, such as 
toileting the resident, getting them snacks or 
something to drink. She stated that nursing 
should try to do things that help calm the resident. 
She stated the medication intervention should be 
the last resort. When asked of where 
non-pharmacological interventions are 
documented LPN #6 stated, "A nursing note." 
She stated that attempting non-pharmacological 
interventions is a standard of nursing practice. 

On 7/20/16 at 12:33 p.m., an interview was 
conducted with LPN #1, regarding the 
administration of as needed antianxiety 
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medications. LPN #1 stated that first nursing 
should check to see the causes of the resident 
becoming agitated. LPN #1stated she would 
remove the source of agitation and try to calm the 
resident down. She stated that 
non-pharmacological interventions should always 
be attempted first. LPN #1 stated that 

: non-pharmacological interventions should be 
documented in the clinical record but sometimes 

, nurses forget. 

On 7/21/16 at 1:00 p.m., ASM (Administrative 
Staff Member) #1, the administrator, was made 
aware of the above findings. She stated that 
nursing should always attempt 
non-pharmacological interventions first and 
document what was attempted in the nursing 
notes. 

The facility policy titled "Psychoactive Medication 
· Management and Behavior Monitoring" 
documents in part, the following: " ... 8. Prior to the 
administration of PRN (as needed) psychoactive 

, medications, individualized non-pharmacological 
; interventions are attempted and effectiveness is 
! documented." 

No further information was presented prior to exit. 

(1) Ativan- used to treat anxiety disorder. This 
information was obtained from The National 
Institutes of Health. 
http://www.ncbi.nlm.nih.gov/pubmedhealth/PMHT 
0010988/?report=details. 

4. The facility staff administered Lasix (1) 40 MG 
(milligram tablet) on multiple occasions in May 
and June of 2016, when Resident #7's blood 
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pressure was below the physician ordered 
parameters. 

Resident #7 was admitted to the facility on 3/9/15 
and readmitted on 3/7/16 with diagnoses that 
included but were not limited to acute respiratory 
failure, chronic kidney disease stage three, atrial 
fibrillation and peripheral vascular disease. 

Resident #7's most recent MOS (minimum data 
set) was a quarterly assessment with an ARD 
(assessment reference date) of 6/30/16. 
Resident #7 was coded as being cognitively intact 
in the ability to make daily life decisions scoring 
15 out of 15 on the BIMS (brief interview for 
mental status) exam. Resident #7 was coded as 
needing extensive assistance with most ADLS 
(Activities of Daily Living). 

• Review of Resident #7's physician telephone 
orders revealed the following order dated 4/28/16, 
"Lasix Tablet 40 MG by mouth two times a day for 
bilateral lower extremity edema Hold for systolic 
less than 100, diastolic less than 60. The 
following dates documents when Lasix was 
administered when Resident #7's blood pressure 
was below the physician ordered parameters: 

1) 5/4/16 at 9:00 p.m., Blood Pressure: 118/56. 
2) 5/5/16 at 9:00 a.m. Blood Pressure: 108/59. 
3) 5/12/16 at 9:00 a.m., Blood Pressure: 159/56. 
4) 5/25/16 at 9:00 a.m., Blood Pressure: 112/58. 
5) 6/16/16 at 9:00 a.m., Blood Pressure: 143/59. 

, 6) 6/17/16 at 9:00 a.m., Blood Pressure: 141/57. 
'17) 6/18/16 at 9:00 a.m., Blood Pressure: 121/58. 
8) 6/28/16 at 9:00 a.m., Blood Pressure: 101/47. 

On 6/6/16 at 9:00 p.m., and 6/22/16 at 9:00 a.m., 
, Lasix was documented as given without obtaining 
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vital signs. 

On 7/20/16 at 8:52 a.m., an interview was 
conducted with LPN #6. She stated that if the 

i physician orders parameters to hold a 
: medication, it is never ok to give that medication 
! outside the parameters. LPN #6 stated that when 
, a medication is held, the MAR will show a number 
i indicating that there is a follow up nursing note. 
When LPN #6 was shown, Resident #7's MAR, 
she stated that check marks meant the 
medication was administered. 

On 7/20/16 at 12:00 p.m., an interview was 
conducted with LPN #1. She stated that 
medications are usually held if they are not within 
ordered parameters. She stated that she would 
notify the physician and check the vital signs 
again within an hour. LPN #1 looked at Resident 
#7's MAR and stated, "Even though the diastolic 
is below 60 I would still give it because on some 
of them the systolic blood pressure is still high. 
The time where her blood pressure is 101/47, I 
would hold." She then stated again she would 
still do this even if parameters were ordered. 

, The facility Policy titled, "Administration 
Procedures for all medications documents in part, 
the following: "C. Review 5 rights (3) times: ... d. 
check for vital signs, other tests to be done 
during/prior to medication administration ... !. 
Obtain and record any vital signs or other 
monitoring parameters ordered or deemed 
necessary prior to medication administration." 

(1) Lasix- used to decrease edema (excess fluid) 
in patients with heart failure, liver impairment or 
kidney disease. This information was obtained 
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from Davis's Drug Guide for Nurses, 11th edition, 
p. 587. 

F 333 483.25(m)(2) RESIDENTS FREE OF 
SS=G SIGNIFICANT MED ERRORS 

The facility must ensure that residents are free of 
any significant medication errors. 

This REQUIREMENT is not met as evidenced 
by: 
Based on staff interview, facility document 

review, clinical record review, and in the course of 
a complaint investigation, it was determined that 
the facility staff failed to ensure 1 of 27 residents; 
Resident #20, was free of a significant medication 
error. 

The facility staff failed to ensure the resident was 
continued on his antidepressant medication 
Wellbutrin, when Resident #20 was admitted on 
2/22/16. The error of Resident# 20 not receiving 
the Wellbutrin was not discovered until 3/5/16, at 
which time the medication was restarted. 
Resident #20 was without his antidepressant 
medication for approximately 2 weeks after 
having been abruptly stopped. On 3/8/16 the 
resident attempted suicide. 

I The findings include: 

Resident #20 was admitted to the facility on 

I

. 2/22/16 and discharged to the hospital on 3/8/16. 
, The resident was admitted with the diagnoses of 
' but not limited to congestive heart failure, 
coronary artery disease, chronic obstructive 
pulmonary disease, high blood pressure, and 
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cellulitis of the right lower extremity. The most 
recent MDS (Minimum Data Set) was the 
admission comprehensive assessment with an 
ARD (Assessment Reference Date) of 2/29/16. 
The resident was coded as being severely 
cognitively impaired in ability to make daily life 
decisions, scoring a 4 out of a possible 15 on the 
BIMS (Brief Interview for Mental Status) exam. 
The resident's mood score was a 4 out of a 
possible 27. The resident was coded as requiring 
total care for bathing; extensive assistance for 
transfers, dressing, and toileting; limited 
assistance for hygiene and ambulation; 
independent for eating; and was at times 
incontinent of bowel and bladder. 

A review of the clinical record revealed the 
following: 

On 2/22/16 the resident was admitted to the 
facility, with hospital discharge papers that 
included medications the resident was taking. 
The medications were listed as follows: 

i Discharge Medications 
New Medications: 

, Cefuroxime Axetil (Ceftin an antibiotic (1 )) 500 
mg (milligrams) tab (tablet) Q (every) 12 hours 
Torsemide (used to treat high blood pressure (2)) 
20 mg tab, take 100 mg every other day. 

Continued Medications 
Ascorbic Acid (Vitamin C used to replace loss of 
Vitamin C (3)) 500 mg (milligram) daily 
Aspirin (used to decrease the risk of blood 
clotting (4)) 81 mg daily 

• Atorvastatin (used to treat high cholesterol (5)) 10 
i mg QPM (every evening) 
i Bupropion (Wellbutrin XL an antidepressant (6)) 
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150 mg tab ER (extended release) BID (twice 
daily) 
Carvdilol (Coreg) (used to treat heart failure (7)) 
6.25 mg BID (twice daily) 

Fluticasone/Salmeterol (Advair Diskus used to 
prevent symptoms of asthma and COPD (8)) 
250/50) 1 puff INH (inhalation) BID 
lsosorbide Mononitrate (used to treat angina (9)) 
10 mg BID 

Montelukast (Singulair) (used to treat asthma 
(10)) 10 mg daily 
Mu-Vits-Min (Centrum Silver) (used to replace/ 
boost vitamins and minerals (11)) 1 tablet daily 
Tamsulosin (Flomax) (used to treat enlarged 
prostate (12)) 0.4 mg QPM 
Zinc (used to replace/ boost zinc in the body 
(13)) 50 mg tablet, take 100 mg BID 

Discontinued Medications 
Torsemide 100 mg daily 

A review of the admission orders written at the 
facility on 2/22/16 revealed that the Wellbutrin 
was not transcribed from the hospital orders. 

A review of the clinical record revealed the 
following: 

. On 3/2/16 at 11 :47 a.m., the Director of Social 

I 

Services (OSM #10 - Other Staff Member) wrote 
a note that documented, " ..... Resident 
occasionally presents with sad facial expression 
which is easily altered with conversation. 

I Resident states his two children and spouse are 
i very supportive in his care .... " 

On 3/5/16 at 6:25 p.m., LPN #15 (Licensed 
i Practical Nurse) documented, " .... After lunch Pt 
i (patient) stated, "I don't feel good." Pt unable to 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: DPQ811 

I 

! 

PRINTED: 08/16/2016 
FORM APPROVED 

0MB NO 0938-0391 
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 

COMPLETED A. BUILDING _______ _ 

B. WING _________ _ 

ID 
PREFIX 

TAG 

STREET ADDRESS, CITY, STATE, ZIP CODE 

360 HOSPITAL DRIVE CORRECTED COPY 

WARRENTON, VA 20186 

I 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

F 333 

C 

07/22/2016 

I 

(XS) 
COMPLETION 

DATE 

Facility ID: VAD261 If continuation sheet Page 155 of 192 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 

CENTERS FOR MEDICARE & MEDICAID SERVICES 

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

495233 

NAME OF PROVIDER OR SUPPLIER 

FAUQUIER HEALTH REHABILITATION & NURSING CENTER 

(X4)ID SUMMARY STATEMENT OF DEFICIENCIES 

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL 

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) 

F 333 Continued From page 155 

voice complaint and requested to call daughter. 
Pt also made repeated comments stating "I am 

I ready to go home to my Lord." Daughter in to 
· facility. Pt continued to tell daughter that he did 

not feel well but could not tell her why. Daughter 
stated that Pt does have Hx (history) of 
depression. Daughter concerned that Pt may 
have UTI (urinary tract infection) D/T (due to) 
confusion. New order received from (name of 
doctor) 1) Urinalysis (UA). Family at bedside and 
made aware of new order. VSS (vital signs 
stable) at this time. Will cont (continue) to 
monitor." 

On 3/5/16 at 9:31 p.m., LPN #16 documented, 
"Urine culture pending at this time; UA without 
bacteria or leukocytes. MD (medical doctor) 
aware." 

On 3/5/16 at 9:32 p.m., LPN #16 documented, 
"Spoke with daughter regarding pt.'s worsening 

. depression; daughter requesting that pt.'s 
I 

antidepressant be increased. Upon review of 
pt.'s orders, no antidepressant was on medication 
list. Clarification received from MD (medical 
doctor) to restart Wellbutrin XL ER 150 mg po (by 
mouth) BID as pt. had been on this prior to 
admission to (name of facility.) First dose to be 
administered tonight." 

On 3/7/16 at 2:47 p.m., RN #4 (Registered 
Nurse) documented, "patient c/o (complained of) 
being tired, 120/70 (blood pressure), 96% stat 
[sic] (saturation) 02 (oxygen) at 2 L (liters) prior 
92%, pulse 68 resp (respirations) 20. monitor for 

' any changes. patient made comfortable in bed to 
, rest." 

On 3/7/16 at 10:45 p.m., LPN #17 documented, 
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"Pt receiving skilled services r/t (related to) RLE 
(right lower extremity) cellulitis. A+OX2 (alert and 
oriented to two spheres) and forgetful at times. 
no c/o (complaints of) pain or discomfort. RLE 
remains red and warm to touch with dry scabs, 
wife was in this evening, call bell within reach, will 

, continue to monitor." 

On 3/8/16 at 1:14 a.m., LPN #6 documented, 
"Behavior Demonstrated: Routine rounding on pt, 
observed pt in room with fork from his dinner, 
digging into his (L) [left) AC (antecubital) and left 
side of neck. Redness noted to neck. (L) AC 
with epidermis broken about 2-3cm (centimeters). 
Verbalized "am tryna (sic.) kill myself, am tired of 
all this old age." Intervention: Pressure applied 
to wound, bleeding stopped and wrapped with 
4"x4" with gauze. BP (blood pressure) 127/89, p 
(pulse) 86, T (temperature) 98.0, r (respirations) 
20 at 94 (% oxygen saturation) RA (on room 
air) .... Evaluation: Pt sent to ER (emergency 
room) and EC#1 (emergency contact) notified, 
MD notified." 

On 3/8/16 at 8:00 a.m., LPN #6 documented, "UA 
(urinalysis) results received: no bacteria noted. 
Placed in MD's folder for review ... " 

This was the last note documented in this clinical 
record. 

A review of the hospital record dated 3/8/16 
documented, "The patient is a 86 year old male 
who is seen in the Emergency Department for 
suicide attempt. Patient has a history of CHF 
(congestive heart failure). He was recently 

: admitted for cellulitis and was discharged to local 
I skilled nursing facility. Patient states that since 
I the time of discharge he has felt short of breath 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: DPQ811 

I 

PRINTED: 08/16/2016 
FORM APPROVED 

0MB NO 0938-0391 
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 

COMPLETED A BUILDING _______ _ 

B. WING _________ _ 

ID 
PREFIX 

TAG 

STREET ADDRESS, CITY, STATE, ZIP CODE 

360 HOSPITAL DRIVE CORRECTED COPY 

WARRENTON, VA 20186 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

F 333 

C 

07/22/2016 

I 

I 

(X5) 
COMPLETION 

DATE 

Facility ID: VA0261 If continuation sheet Page 157 of 192 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 

CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER: 

495233 

NAME OF PROVIDER OR SUPPLIER 

FAUQUIER HEALTH REHABILITATION & NURSING CENTER 

(X4)ID 
PREFIX 

TAG 

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

F 333 Continued From page 157 

• and uncomfortable. This has led him to have 
suicidal thoughts. Patient states, "I don't want to 
be here anymore" and describes an incident 
where he tried to use a fork to stab himself in the 
neck. He describes disappointment at being 
unable to penetrate the skin of his neck and so 
he instead stabbed himself in the arm with the 
fork. He was able to penetrate the tissues of his 
elbow with a fork. This got the attention of the 

' workers at the skilled nursing facility who sent 
him to the emergency department for evaluation. 
Patient states he has had intermittent chest 
discomfort, though he denies any chest 
discomfort at the time of ER evaluation. He 
repeatedly expresses suicidal thoughts and 
disappointment that his attempt at harming 

1 himself did not result in death. Patient's daughter 
states that patient has been on Wellbutrin for a 
long time, however after transfer to skilled 
nursing his Wellbutrin was overlooked and he did 
not receive it for about 2 weeks. Daughter states 
this was only restarted 2 days ago. Daughter 
states the patient's mood has degenerated since 
being taken off his antidepressant." 

Further review of the hospital record revealed an 
emergency room physical dated 3/8/16 that 
documented, " .... Procedure performed: 
Laceration repair. Indication: Left arm laceration. 
Wound was irrigated with 500 cc of saline by 
technician staff. Local anesthesia was performed 
with 3 cc of 1 % lidocaine without epinephrine. 
The wound was closed with #7 simple interrupted 
sutures, 5-0 nylon. Patient tolerated this well. 
Total closed length was 3 cm." 

An interview was conducted with LPN #6 on 
, 7/21/16 at 8:57 a.m. She stated that on 3/8/16 
! she went in to check on the resident. She stated 
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he was sitting on the side of the bed trying to dig 
in his arm with a fork, stating he wanted to die. 
She stated she put pressure on it, called 911 and 
notified the doctor. She stated that it was 
reported to her that the resident was depressed 
and not himself, but she was not told anything 
about suicidal ideations. Regarding the 
admission medications, she stated another nurse 
started the admission and did the meds 
(medications), and that she just finished the 
admission after change of shift. She stated she 
did not check the meds that the other nurse had 
entered. A review of "Corrective Counseling / 
Behavioral Accountability Record" from LPN #6's 
employee file documented, "On 2-22-16, did not 
perform 24 (hour) check on admission of (name 
of resident) ...... (LPN #6) will ensure that all chart 
checks will be completed on her scheduled shift." 

On 7/21/16 at 2:13 p.m., an interview was 
conducted with LPN #15. She stated that she 
could not recall much about the resident. She 
stated the daughter would not let her leave the 
room so she could take care of other patients, so 
she called (LPN #16) to assist. 

On 7/21/16 at 2:21 p.m., an interview was 
conducted with LPN #16. She stated that on 
3/5/16 (LPN #15) had called her to the unit to 
assist with this resident so that LPN #15 could 
care for her other residents. She stated that the 

. family felt that something was wrong. She stated 
I his vital signs were normal, but that the resident 
. stated he felt like he was crawling out of his skin. 
1 

She stated the daughter felt he was acting 
unusual. She stated that recent blood work was 
normal. She stated a UA was done and that it 

1 was normal too. She stated she reviewed his 
i meds and that there was nothing new. She 
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stated the daughter asked about increasing the 
: antidepressant, and that she reviewed the 
resident's meds and noted that the Wellbutrin 
was never ordered on admission. She stated she 
was unaware of the resident's statements about 
wanting to go home to be with the Lord. She 
stated if LPN #15 had told her that, she would 
have notified the social worker and doctor, and 
put the resident on suicide watch. 

On 7/21/16 at 11 :30 a.m., an interview was 
conducted with the social worker, OSM #10. She 
stated that anytime someone is suicidal, the 
social worker should be informed, to see if they 
have a plan and don't want to live anymore and 
find out if there is a desire, plan, or if they just 
mean that they are ready when their time comes. 

On 7/21/16 at 11:57, OSM #10 returned to the 
surveyor, after reviewing the record, and stated 
that she was not notified of the comment that the 
resident was ready to go home to be with the 
Lord, but that she should have been notified. She 
stated that after this incident, that she had 
incorporated training on suicide prevention into 
the annual abuse trainings that were provided in 
March, 2016 for all staff. 

1 

A copy of an email that was sent from the 
, (former) DON (Director of Nursing, Administrative 
Staff Member [ASM] #3, the current corporate QA 
nurse) to all of the facility nurses staff, dated 
3/8/16 documented, "We've had a med error that 
resulted in a negative outcome to a patient from 
not complying with process of a second check of 
medications and not completing 24 hour chart 
audit for new orders. Admitting nurse must 

, compare discharge summary to med list and note 
i second check on admission orders. Night nurses 
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should do a triple check by following the same 
process as well as checking all charts for any 
new orders that may have been written and not 
noted. Record "24 hour check" on all new orders 
noted in last 24 hours. If there aren't any new 
orders than no notation is needed, as long as 
they were noted on the night they were received. 
There should be few of these as most orders are 
entered by the nurse, vs (versus) the MD/NP/PA 
(medical doctor/nurse practitioner/physician's 
assistant). As of tonight, please be sure that all 
new admission orders are checked thoroughly. 
Compare discharge summary to med orders and 
check off to validate no orders are missed and/or 
error free. Leave a copy of the transfer summary 
and other summary in my box at the Willow and 
CB Nurses Stations. This process will be 
monitored and reported out at monthly QA 
meetings." 

The facility enacted a plan of correction which 
I contained the following 5 points: 

I 1. MD was immediately notified of medication 
1 transcribing error on 3/5/16 once discovered. 

Missing medication order was discovered when 
resident started exhibiting new behaviors of 
depression. Order obtained from MD to restart 
antidepressant medication on 3/5/16. RP 
(responsible party) notified that resident had not 
been receiving medication since resident arrived 

, to facility on 2/22/16. Resident received dose on 
I 3/5/16. When nurse found Resident inflicting 
! self-harm on 3/8/16, resident was immediately 
assessed and treated and sent to the ER 
(emergency room) for medical treatment and 
psychological evaluation. MD (medical doctor) 
and RP (responsible party) were notified. 
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2. All Residents with depression not receiving 
their prescribed medications and / or having 
suicidal ideations have the potential to be affected 
by this deficient practice. 
3. All Nurses educated via email on 3/8/16 of 
medication transcription error from Discharge 
Summary upon admission to facility. Policy 
6110-118. Management of Physician Order 
Sheet, etc., was provided for education of 
requirement for double check. Staff were 
educated by Social Services via scheduled 
Mandatory Abuse and Suicide Policy throughout 
March 2016. Nurse responsible for second check 

, was counseled with verbal written warning. 
4. For 30 days, all new Admission orders were 
reviewed at daily IDT (inter-disciplinary team) 
meeting to verify double check was completed. 
Follow up audits of 25% of new Admissions were 
completed for next 60 days by DON or designee. 
Social Services educated to review high risk 
progress notes during scheduled work hours. All 
results and findings will be presented and 
reviewed at the Quarterly QA meeting. 
5. 4/15/16. 

During the survey, a current resident (Resident 
#22) was identified as having made statements 
on 7/20/16 of suicidal ideations. A review of his 
record revealed immediate action by facility staff 
and notification of the physician. 

Resident #22 was admitted to the facility on 
5/4/16 with the diagnoses of but not limited to 
cardiovascular disease, high blood pressure, 
depression, anxiety, seizures, insomnia, and an 
illeostomy. The most recent comprehensive 
MDS was the admission MDS with an ARD of 
5/17 /16. The resident was coded as being 
cognitively intact in ability to make daily life 
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decisions. The resident scored a "O" on the Mood 
summary (Section D of the MDS). The resident 
required extensive care for bathing; limited 
assistance for transfers, dressing, and toileting; 
was independent for eating; and was occasionally 
incontinent of bladder and had an ostomy for 
bowel. 

Interviews conducted with LPN #6 on 7/21/16 at 
8:57 a.m., LPN #5 on 7/21/16 at 11:35 a.m., LPN 
#9 on 7/21/16 at 1:50 p.m., LPN #15 on 7/21/16 
at 2:13 p.m., and LPN #16 on 7/21/16 at 2:21 
p.m., revealed staff were aware of the procedures 
for ensuring admission orders are accurately 
transcribed. 

A review of the facility policy, "Management of 
Physician Order Sheet, Physician Order Form, 
and Physician's Interim/Telephone Orders with 
Maintenance of Medication Record and 
Treatment Administration Record" documented, 
"Procedure: 1. On admission, information for 
management of medication and Resident care is 
documented in physician orders. Admitting nurse 
will review and validate accuracy of orders, and 
acknowledge as second check. The night nurse 

, will complete triple check of admission orders. 
The orders are printed and must be signed by the 

. Attending Physician, or if done by a consulting 
i physician or a Licensed Nurse, the Attending 

1

1 

Physician must be cosigned within forty-eight 
hours days. Once a physician signs a physician 
order sheets, a new medication and or treatment 
cannot be added. New orders are written on 

j Physician's Interim/Telephone or noted via fax 
1

1 

form. All ordered medications must have a 
diagnoses or symptom for which the medication 
is being used. 2. For the first ninety days, the 
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physician order sheet must be signed every thirty 
days, and thereafter only every sixty days. 3. A 
Licensed Nurse transcribes orders into electronic 
medical record, with inclusion of the date of order, 
drug name, dosage, time or frequency, and route 

, of administration Treatments can be done with a 
specific time, or if can be identified as needing to 
be done during a shift, example is 7-3, or 3-11. A 
second Licensed Nurse must also review the 
orders for accuracy and completeness of the 
transcription process and write reviewed with date 
time and signature. 4. The Licensed Nurse 
performs this verification process every 30 days. 
This process is completed by examining current 
orders and Telephone Orders that have been 
written from the date of the Nurse signature on 
the preceding POS. 5. All new telephone orders 
that are transcribed prior to physician signature 
on POS must be added to the printed POS. 6. It 
is the responsibility of the 11-7 shift to review 
these POS, as a second check to be sure all 
information is accurate. The nurse should initial 
each sheet to identify that this second check has 
occurred." 

WELLBUTRIN (bupropion hydrochloride) is 
indicated for the treatment of major depressive 
disorder (MOD), as defined by the Diagnostic and 
Statistical Manual (DSM). All patients being 
treated with antidepressants for any indication 
should be monitored appropriately and observed 
closely for clinical worsening, suicidality, and 
unusual changes in behavior, especially during 
the initial few months of a course of drug therapy, 
or at times of dose changes, either increases or 
decreases. Advise patients regarding the 
following issues and to alert their prescriber if 
these occur while taking WELLBUTRIN. 

1 Suicidal Thoughts and Behaviors: Instruct 
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patients, their families, and/or their caregivers to 
be alert to the emergence of anxiety, agitation, 
panic attacks, insomnia, irritability, hostility, 
aggressiveness, impulsivity, akathisia 
(psychomotor restlessness), hypomania, mania, 
other unusual changes in behavior, worsening of 
depression, and suicidal ideation, especially early 
during antidepressant treatment and when the 
dose is adjusted up or down. Advise families and 
caregivers of patients to observe for the 
emergence of such symptoms on a day-to-day 
basis, since changes may be abrupt. 
What else do I need to know about 
antidepressant medicines? 
· Never stop an antidepressant medicine without 
first talking to a healthcare provider. Stopping an 
antidepressant medicine suddenly can cause 
other symptoms. 
This information was obtained from the website: 
<http://druginserts.com/lib/rx/meds/wellbutrin-1/> 

On 7/21/16 at 12:40 p.m., the Administrator (ASM 
#1) and the Corporate QA nurse (ASM #3) were 
made aware of the concerns. 

COMPLAINT DEFICIENCY 

PAST NON-COMPLIANCE 

References: 

(1) Information obtained from 
<<https://medlineplus.gov/druginfo/meds/a60120 
6.html» 

(2) Information obtained from 
· «https://medlineplus.gov/druginfo/meds/a60121 
1 2.html» 
I 
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(3) Information obtained from 
<<https://medlineplus.gov/druginfo/meds/a68258 
3.html» 

(4) Information obtained from 
<<https://medlineplus.gov/druginfo/meds/a68287 
8.html» 

(5) Information obtained from 
<<https://medlineplus.gov/druginfo/meds/a60004 
5.html» 

(6) Information obtained from 
<<https://medlineplus.gov/druginfo/meds/a69503 
3.html» 

(7) Information obtained from 
<<https://medlineplus.gov/druginfo/meds/a69704 
2.html» 

(8) Information obtained from 
<<https://medlineplus.gov/druginfo/meds/a69906 
3.html» 

(9) Information obtained from 
<<https://medlineplus.gov/druginfo/meds/a68234 
8.html» 

(10) Information obtained from 
<<https://medlineplus.gov/druginfo/meds/a60001 
4.html» 

(11) Information obtained from 
• <http://www.webmd.com/drugs/2/drug-9881-5249 
/centrum-silver-oral/multivitamins-includes-prenat 
al-vitamins-chewable---oral/details#uses 
<http://www. webmd. com/d rugs/2/d rug-9881-5249 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: DPQ811 

' 

I 

I 

(X2) MULTIPLE CONSTRUCTION 

A. BUILDING 

B. WING 

STREET ADDRESS, CITY, STATE, ZIP CODE 

360 HOSPITAL DRIVE CORRECTED COPY 

WARRENTON, VA 20186 

ID PROVIDER'S PLAN OF CORRECTION 

PRINTED: 08/16/2016 
FORM APPROVED 

0MB NO 0938 0391 -
(X3) DATE SURVEY 

COMPLETED 

C 

07/22/2016 

(XS) 

PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION 

TAG CROSS-REFERENCED TO THE APPROPRIATE DATE 

DEFICIENCY) 

F 333 ! 

' 

I i 

' 

i 

I 

i I 

Facility ID: VA0261 If continuation sheet Page 166 of 192 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 

CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER: 

495233 

NAME OF PROVIDER OR SUPPLIER 

FAUQUIER HEALTH REHABILITATION & NURSING CENTER 

I 
SUMMARY STATEMENT OF DEFICIENCIES (X4)1D 

PREFIX 
I 

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) 

I 

I 

F 333 Continued From page 166 

/centrum-silver-oral/multivitamins-includes-prenat 
al-vitamins-chewable---oral/details>> 

(12) Information obtained from 
<<https://medlineplus.gov/druginfo/meds/a69801 
2.html» 

13) Information obtained from 
<<https://medlineplus.gov/minerals.html>> 

F 387 483.40(c)(1)-(2) FREQUENCY & TIMELINESS 

SS=D OF PHYSICIAN VISIT 

The resident must be seen by a physician at least 
once every 30 days for the first 90 days after 
admission, and at least once every 60 days 
thereafter. 

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, facility document review 

and clinical record review, it was determined that 
the facility staff failed to ensure residents were 
seen by the physician with in the required time 
frame for one of 27 residents in the survey 
sample, Resident #5. 

Resident #5 was not seen by the physician from 
8/27/15 through 11/10/15; a period of 74 days. 

I 

The findings include: 
I 

: 
Resident #5 was admitted to the facility on 1/7/11 
with diagnoses that included but were not limited 

' I 
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to: diabetes, high blood pressure, atrial fibrillation, 
i dementia, depression, anemia, gastroesophageal 
1 reflux disease, insomnia, delusional disorder, 

1 

neuropathy and glaucoma. 

The most recent MDS (minimum data set) 
I assessment, an annual assessment, with an 
' assessment reference date of 4/16/16, coded the 

1 

resident as being moderately impaired to make 
I cognitive daily decisions. The resident was 

coded as requiring limited to extensive assistance 
f of one staff member for all of her activities of daily 
living except eating in which she was independent 

1 

after set up assistance was provided. 

! 

The clinical record was reviewed. The physician 
I examined the resident on 8/27/15 and then not 
• again until 11/10/15, a period of 7 4 days. 

I An interview was conducted with RN (registered 
· nurse) #1, the unit manager, on 7/21/16 at 9:39 
, a.m. When asked who tracks the physician visits, 
I RN #1 stated, "(Name of medical records staff 
member)." When asked how often a physician 

i should see the residents, RN #1 stated, "I'm not 
I sure but will get back with you." 

An interview was conducted with other staff 
I member (OSM) #5, the medical records clerk, on 

7/21/16 at 10:31 a.m. When asked who tracks 
, the physician visits, OSM #5 stated, "I do. There 
! is a program on (name of computer system used 
by the facility) that I pull daily, that tracks the 
physician visits." When asked how often a long 

! term care resident is required to be seen by the 
physician, OSM #5 stated, "Every 60 days." 
When asked her process for tracking ones that 

i are late, OSM #5 stated, "I pull the list off (name 
I of program). If it is after the due date I send a 
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writing by Administrator of recent finding of 
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08/12/16. Medical Record will send 72 hour 
I II 
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of suspension. Medical Director or I 
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notice in four days. They get three notices before 
they get a 72 hour notice which means it has to 
be done for their privileges are suspended. If it 
falls on a weekend, I fax the letters on Monday." 
OSM #5 was asked to present any 
documentation that she had notified the physician 
that Resident #5 needed to be seen. 

On 7/21/16 at 11:20 a.m. OSM #5 returned with 
documentation that she had sent a letter to the 
physician on 10/29/15. The documentation stated 
he needed to come do a progress notes and sign 
the physician order summary, due date: 10/26/15. 
The 72 hour notice letter was sent to the 
physician on 11/10/15. OSM #5 stated, "I screwed 
up. He didn't get the 72 hours' notice like he 
should have on 11/3/15. He didn't get it until 
11/10/15, it's my fault he was late, he didn't get 
the proper notices." A copy of the policy and 
procedure for physician visits was requested at 
this time. 

The facility policy, "Physician Sanctions 
Statement of Application" documented, "B. 
Visitations: 1. Physicians are required to routinely 
visit patients as follows: ... d. Intermediate-Care 
residents - at least every 30 days for the first 90 

I days and every 60 days thereafter." 

The administrator, ASM (administrative staff 
I member) #1, ASM #2, interim director of nursing 

and ASM #3, the quality assurance nurse, were 
i made aware of the above findings on 7/21/16 at 
I 4:54 p.m. 

! No further information was provided prior to exit. 

F 425 ·, 483.60(a),(b) PHARMACEUTICAL SVC -
SS=D ! ACCURATE PROCEDURES, RPH 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: DPQ811 

i 

PRINTED: 08/16/2016 
FORM APPROVED 

0MB NO 0938-0391 
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 

COMPLETED A. BUILDING _______ _ 

B. WING _________ _ 
C 

07/22/2016 
STREET ADDRESS, CITY, STATE, ZIP CODE 

360 HOSPITAL DRIVE CORRECTED COPY 

WARRENTON, VA 20186 

ID 
PREFIX 

TAG 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

! (XS) 

I . 
F 387 4.DON or Administrator will audit of physician I 

I visit report monthly to ensure residents are seen 

F 425 ! 

I 

by physician in the required time frame. All 

. audits will be turned into QA Director for 

, analysis and tracking of trends or patterns. A 

I summary of this analysis will be provided to 

. the QA cornmittee. Variances identified during 

I these audits will be thoroughly investigated, 

I. corrected as appropriate, and staff re-educated. 

I 

i 

COMPLETION 
DATE 

Facility ID: VA0261 If continuation sheet Page 169 of 192 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 

CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER: 

495233 

NAME OF PROVIDER OR SUPPLIER 

FAUQUIER HEALTH REHABILITATION & NURSING CENTER 

(X4)ID 

PREFIX '1 

TAG 

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

F 4251 Continued From page 169 

1 

The facility must provide routine and emergency 
I drugs and biologicals to its residents, or obtain 
I them under an agreement described in 

§483.75(h) of this part. The facility may permit 
,

1 

unlicensed personnel to administer drugs if State 
law permits, but only under the general 
supervision of a licensed nurse. 

I A facility must provide pharmaceutical services 

1 
(including procedures that assure the accurate 
acquiring, receiving, dispensing, and 
administering of all drugs and biologicals) to meet 

I the needs of each resident. 

' The facility must employ or obtain the services of 
a licensed pharmacist who provides consultation 

I on all aspects of the provision of pharmacy 
I services in the facility. 

i 
I This REQUIREMENT is not met as evidenced 

by: 
Based on staff interview, clinical record review, 

'I and facility document review it was determined 
. that facility staff failed to resident medications 
! were available for administration for one of 27 

residents in the survey sample; Resident #12. 

: The facility staff failed to ensure Resident #12's 
i Labetalol (1) was available on 7/17/16 and 
· 7/18/16 to be administered. 

The findings include: 

Resident #12 was admitted to the facility on 
• 4/6/15 with diagnoses that included but were not 
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F 425 I.All medications for Residents #12 are now 

! available. 

I 

I 2. QA Director or designee to review 24 hour 

report beginning with 07/22/16 to review for 

I medication not available default notes. Any 

variances identified will be investigated and 

corrected. 

I 

1

3. All scheduled nurses will be educated to alert I 

RN Care Managers or DON and Pharmacy 

/ immediately if medication is not available and 1· 

not in ST AT box. Any nurses not scheduled 

I until after correction date will be educated via , 

i scheduled make up sessions held by Staff Dev I 

'RN or designee. List of available medications inl 

STAT box to be kept on each medication cart. 

Backup Pharmacy will be utilized when 

necessary or physician contacted for any 

necessary changes to medication regimen . 

Pharmacy provided on-site education to nurses 

on medication ordering and distribution process i 

on July 13 and 14, 2016. RN Care 

Manager or Clinical Coordinator will review 

24 hour report to review for medication not 

available default notes. The DON/administrator 

will continue to work collaboratively with 

pharmacy to ensure availability of needed 

medications. 

I 

I 

09/04/16 
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limited to urinary retention, brain bleed, high 
blood pressure, hypothyroidism, anxiety disorder, 
past history of stroke, and dementia with 
behavioral disturbance. 

Resident #12's most recent MDS (minimum data 
set) was a quarterly assessment with an ARD 
(assessment reference date) of 6/20/15. 
Resident #12 was coded as being severely 
cognitively impaired in the ability to make daily 
decisions scoring 99 on the BIMS (brief interview 

, for mental status exam). Resident #12 was 
coded as requiring extensive assistance from 
staff with transfers, dressing, toileting and 
personal hygiene; and limited assistance with 
eating. 

Review of Resident #12's POS (Physician Order 
Sheet) dated 6/9/16 documented the following 
order: "Labatolol (sic) HCL (hydrochloride) 100 
mg (milligrams) via GT (gastronomy tube) every 
12 hours two times a day for hypertension (high 
blood pressure)." 

Review of Resident #12's July 2016 MAR 
(Medication Administration Record) revealed that 
Resident #12 did not receive her Labetalol tablet 
on 7/17/16 at 10:00 p.m. and 7/18/16 at 8:00 a.m. 
The following number was documented under 
these dates "9=other/see Nurses notes." 

Review of Resident #12's nursing note dated 
7/17/16 at 7:48 p.m. documented the following: 
"Labatolol (sic) HCL 100 mg q 12 hours two times 
a day for HTN (hypertension) ... pharmacy to 
send." 

Review of Resident #12's nursing note dated 
7/18/16 at 8:23 a.m. documented the following: 
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provided to the pharmacy consultant and QA 
1 committee. Variances identified during these 

audits will be thoroughly investigated, corrected 

as appropriate, and staff re-educated. 
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"Labatolol (sic) HCL 100 mg q 12 hours two times 
a day for HTN (hypertension) ... pharmacy to 
send." 

There was no evidence that this medication was 
administered on these dates. 

· Review of the facility's STAT box list revealed that 
Labetalol was not in the STAT box. 

On 7/20/16 at 8:52 a.m., an interview was 
conducted with LPN (Licensed Practical Nurse)# 
6, regarding the process staff follows when a 
medication is not available. LPN #6 stated that 
first nursing would check the stat (Immediate) box 
and if the medication is not in the stat box, then 
call the pharmacy for them to send (the 
medication). She stated that sometimes the 
backup pharmacy will be called if the regular 
pharmacy cannot send the medication. LPN #6 
stated a resident's medications should never run 
out unless there is an issue with insurance or 
payment. LPN #6 stated that she will refill a 

: medication when ten pills are left in the pack to 
ensure that it won't run out. 

On 7/20/16 at 12:00 p.m., an interview was 
conducted with LPN #1. When asked what 
process staff follows when a medication is not 
available, LPN #1 stated that you would check the 

1 stat box and if the medications are not in the stat 
box to call the pharmacy to have them send the 
medication. She stated that if it is after pharmacy 
hours, she would call the backup pharmacy. 
When asked what back up pharmacy the facility 

· uses she stated they used (names of local 
• pharmacies). LPN #6 stated that the physician 
i would be notified if the medication was not 
i available. 
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1 On 7/21/16 at 11 :30 a.m., an interview was 
conducted with LPN #2, regarding the process 
staff follows when a medication is not available 
and also not in the Stat box. LPN #2 stated that 
she would call the pharmacy and if they can't 
bring the medication in time, the refill request 
would go to their backup pharmacy. She stated 
that they use (name of local pharmacy) as their 
backup pharmacy. LPN #2 stated that if there are 
still issues with obtaining the medications then 
nursing will have to notify the medical doctor and 
he may verbalize new orders for a substitute. 
LPN #2 could not find evidence that Resident #12 
received the above scheduled doses of the 
Labetalol. 

The two nurses who worked on the above dates 
were not on shift and could not be reached for an 
interview. 

On 7/21/16 at 1:00 p.m., ASM (Administrative 
Staff Member) #1, the administrator, was made 
aware of the above findings. 

The facility policy titled, "Medication Ordering and 
Receiving from Pharmacy" documents in part the 

. following: " ... a. Reorder medication five days in 
advance of need, as indicated by the reorder 
sticker, to assure adequate supply is on hand ... 3) 
Stat and emergency medications are ordered as 
follows: During regular pharmacy hours, the 
pharmacy is notified of the emergency or "stat" 
order; the order is then phoned or faxed to 
pharmacy as quickly as possible. If available, the 
initial dose is obtained from the emergency kit or 
back-up pharmacy, when necessary." 

No further information was presented prior to exit. 
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(1) Labetalol HCL (Hydrochloride) tablet
indicated in the management of hypertension. 
This information was obtained from the National 
Institutes of Health. 
https://dailymed.nlm.nih.gov/dailymed/druglnfo.cf 
m?setid=56ab2ff4-14a6-4297-afd8-56b92e1 f64a 
0. 

F 441 483.65 INFECTION CONTROL, PREVENT 
SS=D SPREAD, LINENS 

The facility must establish and maintain an 
Infection Control Program designed to provide a 
safe, sanitary and comfortable environment and 
to help prevent the development and transmission 
of disease and infection. 

(a) Infection Control Program 
The facility must establish an Infection Control 
Program under which it -
(1) Investigates, controls, and prevents infections 

, in the facility; 
· (2) Decides what procedures, such as isolation, 
should be applied to an individual resident; and 
(3) Maintains a record of incidents and corrective 
actions related to infections. 

(b) Preventing Spread of Infection 
(1) When the Infection Control Program 
determines that a resident needs isolation to 
prevent the spread of infection, the facility must 
isolate the resident. 
(2) 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. 
(3) The facility must require staff to wash their 
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F 441 I.Res #3 Nasal Cannula stored in bag in 

resident room. 

' 

2.RN Care Manager or designee will review 

current residents with orders for oxygen to 

monitor for proper storage of nasal cannula to 

prevent infection when not in use. Any 

variances identified will be investigated and 

corrected. Bags for storageof oxygen when not 

in use have been provided. 

3.All scheduled nurses and CNAs will be 

educated on proper storage of Nasal Cannula to11 

• prevent infection as listed in facility policy title 

'Oxygen Therapy'. Any nurses and/or CNAs . 

not scheduled until after correction date will be i 

educated via scheduled make up education 

sessions held by Staff Dev RN or designee. RN 

Care Managers, Clinical Coordinators or 

designee will make observations of storage of 

nasal cannula during daily rounds. 
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hands after each direct resident contact for which 
hand washing is indicated by accepted 
professional practice. 

(c) Linens 
Personnel must handle, store, process and 
transport linens so as to prevent the spread of 
infection. 

This REQUIREMENT is not met as evidenced 
by: 
Based on observation, staff interview, facility 

document review and clinical record review, it 
was determined that the facility staff failed to 
store oxygen equipment in a manner to prevent 
infection for one of 27 residents in the survey 
sample, Resident #3. 

The facility staff left Resident #3's nasal cannula 
lying uncovered on a bedside table during 
multiple observations 7/19/16 through 7/21/16. 

The findings include: 

Resident #3 was admitted to the facility on 
3/16/16 with diagnoses including, but not limited 
to: history of a leg fracture, history of a heart 
attack, coronary artery disease, and heart failure. 
On the most recent MDS (minimum data set), a 

quarterly assessment with assessment reference 
date 4/8/16, Resident #3 was coded as being 
cognitively intact for making daily decisions, 
having scored 14 out of 15 on the BIMS (brief 

interview for mental status). 

On the following dates and times, Resident #3 
, was observed in her room without her oxygen 
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nasal cannula (1) being applied. At all of these 
observations, the nasal cannula was lying 
uncovered on the resident's bedside table: 
7/19/16 at 2:10 p.m. and 4:35 p.m.; 7/20/16 at 
7:45 a.m., 1 :45 p.m.; 7/21/16 at 8:10 a.m. 

A review of the clinical record revealed the 
following physician's order dated 6/18/16: 
"Oxygen at 2 liters via n/c (nasal cannula) to 
maintain sats (saturations) above 92%." 

A review of the comprehensive care plan for 
Resident #3 dated 4/2/16 and updated 7/1/16 
revealed no information related to the storage of 
oxygen administration equipment. 

On 7/21/16 at 11:50 a.m., LPN (licensed practical 
nurse) #5 accompanied the surveyor to Resident 

: #3's room. When asked if the nasal cannula was 
being stored correctly, LPN #5 stated: "I need to 
throw that one away and get her a new one." 
When asked the reason for this, she stated the 
nasal cannula was not in a protective bag, and 
that it should always be stored in a protective 
bag. When asked why a protective bag is 
needed, she stated: "It's an infection risk." 

On 7/21/16 at 12:00 p.m., RN (registered nurse) 
#4 was asked where unused nasal cannulas 
should be stored when not in use in a resident's 
room. She stated: "It should be stored in a bag. 

' We want to keep it clean." 

On 7/21/16 at 4:55 p.m., ASM (administrative 
' staff member) #1, the administrator, ASM #2, the 
interim director of nursing, and ASM #3, quality 
assurance, were informed of these concerns. 

; A review of the facility policy entitled 
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"Maintenance of Oxygen Supplies Tubing and 
Nebulizer Changes, Changing of Filter" revealed, 
in part, the following: "All oxygen tubing and 
respiratory masks will be stored in a plastic bag 
while not in use. Any respiratory masks or nasal 
cannula that touches the floor or any surface that 
is thought to be contaminated will be considered 
contaminated and discarded." 

No further information was provided prior to exit. 

(1) "Oxygen therapy may help you function better 
and be more active. Oxygen is supplied in a 
metal cylinder or other container. It flows through 
a tube and is delivered to your lungs in one of the 
following ways ... Through a nasal cannula, which 
consists of two small plastic tubes, or prongs, that 
are placed in both nostrils." This information is 
taken from the website 
http://www. nhlbi. nih. gov/health/health-topics/topic 
s/oxt. 

F 465 483.?0(h) 
SS=D SAFE/FUNCTIONAL/SANITARY/COMFORTABL 

E ENVIRON 

The facility must provide a safe, functional, 
sanitary, and comfortable environment for 
residents, staff and the public. 

This REQUIREMENT is not met as evidenced 
by: 
Based on observation, staff interview, and facility 

document review it was determined that facility 
staff failed to safely store hazardous chemicals in 
one of two resident shower rooms. 

The findings include: 
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On 7/20/16 at 4:10 p.m., general observation of 
the facility was conducted. At 4: 16 p.m., a bottle 
of Clorox Bleach Germicidal Cleaner was found in 
one of two shower rooms. The bottle was found 
in an unlocked cabinet right next to the resident 
toilet in the shower room. The cabinet was easily 
accessible to residents who ambulated with a 

; walker or stood up from their wheelchair or from 
: the toilet. 

On 7/20/16 4: 27 p.m. an interview was 
conducted with OSM (Other Staff Member) #2, 
the Director of Environmental Services. He 
stated that the cabinet should have been locked 
and that a resident could have gotten a hold of 
the bleach. He stated that bleach was toxic. 
When asked who was responsible for locking the 
cabinet he stated, "I check every morning to see 
if they are locked but if the CNAs (certified 
nursing assistant) come in here to shower a 
resident, then it is their responsibility to lock the 
cabinet when they are done." He stated it was 

1 

everyone's responsibility to lock the cabinet up 
when they are done using it. OSM #2 showed 
this writer a log documenting that he had checked 
to make sure the cabinet was locked earlier that 
morning at 8:21 a.m. 

On 7/20/16 at 5: 45 p.m. ASM (Administrative 
Staff Member) #1, the administrator, ASM #2, the 
Director of Nursing, and ASM #3, the Quality 
Assurance Nurse were made aware of the above 

! findings. 
! 

The Safety Data Sheets for Clorox Bleach 
documents the following: 
"Eye Contact: Hold eye open and rinse slowly and 
gently with water for 15-20 minutes. Call a poison 
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educated to ensure they are placed in locked 

I storage area after use. Any of those staff not 
I 

'. scheduled until after correction date will be 

' educated via scheduled make up sessions held 

by Staff Dev RN or designee. Environmental 

Services or designee will conduct rounds daily 

of spa rooms to ensure proper storage of 

chemicals. 

4.Infection Control RN or designee will monitor 

both spa rooms weekly to ensure chemicals are 

locked. All audits will be turned into DON or 

'designee for analysis and tracking of trends or 

patterns. A summary of this analysis will be 

provided to the QA committee. Variances 1 

identified during these audits will be 

thoroughly investigated, corrected as 

• appropriate, and staff re-educated. 
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control center or doctor for further treatment 
advice. Skin contact: Rinse skin with plenty of 
water. If irritation persists, call a doctor. 
Inhalation: Move to fresh air. If breathing 
problems develop, call a doctor. Ingestion: Drink 
a glassful of water. Call a doctor or poison 
control center ... 7. Handling and Storage: Avoid 
contact with eyes, skin, and clothing. Handle in 
accordance with good industrial hygiene and 
safety practice." 

No further information was presented prior to exit. 

F 498 483.75(f) NURSE AIDE DEMONSTRATE 
SS=D COMPETENCY/CARE NEEDS 

The facility must ensure that nurse aides are able 
to demonstrate competency in skills and 
techniques necessary to care for residents' 
needs, as identified through resident 
assessments, and described in the plan of care. 

This REQUIREMENT is not met as evidenced 

by: 
Based on staff interview and facility document 

review, it was determined that facility staff failed 
to ensure annual CNAs (certified nursing 
assistants) competencies were completed. 

Facility staff failed to ensure that 11 of 38 CNAs 
(certified nursing assistants) documented on the 
CNA education log completed the annual 
competencies. 

The findings include: 

Review of the facility's CNAs competency logs 
; from 7 /23/15 through 7 /22/16 revealed that 11 of 
I 
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working in facility will be completed by 

correction date. 

2.StaffDevelopment Coordinator will review 

list of current CNAs and date last competencies 

were completed to ensure completed within one 

year. Any variances identified will be 

investigated and corrected. 

• 3.StaffDevelopment Coordinator or Human 

j Resources will track competencies of each CN1' 
I to ensure completed annually. DON and 

Immediate Supervisor of CNA will receive a 

notificationfrom Staff Dev or HR at least one 

i month prior to competency due date. 
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38 CNA competencies were missing. 

I On 7/22/16 at 10:15 a.m. an interview was 
I 

• conducted with RN (registered nurse)# 5, the 
staff development coordinator. When asked 
about the procedure for CNAs competencies, RN 
# 5 stated, "After completing their training, the 
CNAs are tested on all the skills they were trained 
on. The completion is based on pass/fail score. 
The competencies are completed on a yearly 
basis." When asked about the missing 
competencies for 11 of the 38 CNAs, RN# 5 
stated, "We're unable to locate them." RN# 5 
further stated that she had started with the facility 
on 5/2/16 and was currently in the process of 
reorganizing the staff training and the 
documentation of the training's. When asked 
about a policy for the CNAs competencies RN # 5 
stated, "We don't have a policy regarding 
competencies." 

, On 7/22/16 at 11 :02 a.m. ASM (administrative 
1 staff member) # 1, was made aware of the 
. findings. 

No further information was provided by the end of 
the survey. 

F 507 483.75U)(2)(iv) LAB REPORTS IN RECORD
SS=D LAB NAME/ADDRESS 

The facility must file in the resident's clinical 
record laboratory reports that are dated and 
contain the name and address of the testing 
laboratory. 

This REQUIREMENT is not met as evidenced 

I by: 

I 
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Based on staff interview, facility document review 
and clinical record review, it was determined that 
the facility staff failed to ensure laboratory test 
results were filed in the clinical record for one of 
27 residents in the survey sample, Resident #4. 

The facility staff failed to file a fasting lipid panel 
(1) test results, completed 3/15/16, in the clinical 
record for Resident #4. 

The findings include: 

Resident #4 was admitted to the facility on 4/7/15 
with diagnoses that included but were not limited 
to: diabetes, high blood pressure, elevated lipids 
in the blood, neuropathy, anemia, 
gastroesophageal reflux disease, chronic pain, 
peripheral vascular disease, hemiplegia, strokes, 
low back pain and spinal stenosis. 

The most recent MOS (minimum data set) 
assessment, a significant change assessment, 
with an assessment reference date of 6/ 11 /16, 
coded the resident as being moderately being 
impaired to make daily cognitive decisions. The 
resident was coded as requiring extensive 
assistance of one or more staff members for 
moving in the bed, toileting, and bathing. He 
required limited assistance of one staff member 
for transfers and dressing. Resident #4 was 
coded as being occasionally incontinent. 

The physician orders dated, 9/11/15, 
documented, "Fasting lipid panel and HgbA 1 C (2) 
every 6 months." 

Review of the clinical record did reveal the results 
of the HgbA1C but not the results of the fasting 

: lipid panel. 
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A copy of the results was requested on 7/20/16 at 
approximately 3:30 p.m. 

On 7/20/16 at 5:00 p.m. RN (registered nurse)# 
5, presented a copy of the fasting lipid panel 
results for 3/15/16. When asked where the copy 
of the results was located, RN #5 stated, "I had to 
go into another system on the computer to get 
them." When asked which system she went into, 

. RN #5 stated, "The laboratory system." When 
: asked if they were filed in the clinical record, RN 
: #5 stated, "No, they were not." 

i The facility policy, Laboratory Request and 
! Results" did not document the filing of the reports 
' in the clinical record. 

The administrator, ASM (administrative staff 
member) #1, ASM #2, interim director of nursing, 
#3, ASM #3, the quality assurance nurse, and 
other staff member (OSM) #1, the dietary 
manager, were made aware of the above findings 
on 7/21/16 at 4:54 p.m. 

No further information was provided prior to exit. 

(1) Serum lipid profile is measured for 
cardiovascular risk prediction and has now 
become almost a routine test. The test includes 
four basic parameters: total cholesterol, HDL 
cholesterol, LDL cholesterol and triglycerides. It is 
usually done in fasting blood specimen. 

' http://www.ncbi.nlm.nih.gov/pmc/articles/PMC306 
! 8759/ 
' (2) The A 1 C test is a blood test that provides 
information about a person ' s average levels of 

! blood glucose, also called blood sugar, over the 
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past 3 months. TheA1C test is sometimes called 

I

, the hemoglobin A 1 c, HbA 1 c, or glycohemoglobin 
test. The A 1 C test is the primary test used for 

' diabetes management and diabetes research. 
, https://www.niddk.nih.gov/health-information/healt 

I 

h-topics/diagnostic-tests/a 1 c-test-diabetes/Pages 
• /index.aspx 

F 514. 483.75(1)(1) RES 
SS=D '1 RECORDS-COMPLETE/ACCURATE/ACCESSIB 

LE 

'I, The facility must maintain clinical records on each 
resident in accordance with accepted professional 
standards and practices that are complete; 

,

1

, accurately documented; readily accessible; and 
systematically organized. 

I 

The clinical record must contain sufficient 
information to identify the resident; a record of the 

' resident's assessments; the plan of care and 
i services provided; the results of any 
I preadmission screening conducted by the State; 
and progress notes. 

I, This REQUIREMENT is not met as evidenced 
by: 

I Based on observation, staff interview, clinical 
record review and facility document review, it was 

, determined that facility staff failed to maintain a 
I complete and accurate clinical record for three 
' out of 27 residents in the survey sample; 
Resident #12, #16, and #9. 

1. For Resident #12, facility staff documented that 
, her heel protectors were on and in place when 
i they were not in place on 7/19/16 through 
7/21/16. 
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12.All residents have the potential to be affected I 

i by this deficient practice. 
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• 2. The facility staff failed to correct Resident #16's 
comprehensive care plan which contained a plan 

, of care for a Stage II (1) pressure ulcer and 

I 

Resident #16 did not have a Stage II pressure 
ulcer on admission. 

3. The facility staff did not ensure an accurate 
clinical record for Resident# 9. A Nurses note 
identified Resident #9 as going to the wound 
clinic when she actually went to dialysis. 

The findings include: 

1. Resident #12 was admitted to the facility on 
4/6/15 with diagnoses that included but were not 
limited to urinary retention, brain bleed, high 
blood pressure, hypothyroidism, anxiety disorder, 
past history of stroke, and dementia with 
behavioral disturbance. 

Resident #12's most recent MOS (minimum data 
set) was a quarterly assessment with an ARD 
(assessment reference date) of 6/20/15. 
Resident #12 was coded as being severely 
cognitively impaired in the ability to make daily 
decisions scoring 99 on the BIMS (brief interview 
for mental status exam). Resident #12 was 
coded as requiring extensive assistance from 
staff with transfers, dressing, toileting and 
personal hygiene; and limited assistance with 
eating. Resident #12 was documented in Section 
M "Skin Conditions" as being at a high risk for 
developing pressure ulcers. 

On 7/19/16 at 3 p.m., an observation of Resident 
#12's room was conducted. Resident #12 was 
observed lying in bed with her eyes closed. She 
had no evidence of her heel protectors in place. 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: DPQ811 

I 
! 

I 
I 

PRINTED: 08/16/2016 
FORM APPROVED 

0MB NO 0938-0391 
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 

COMPLETED A. BUILDING _______ _ 

B. WING _________ _ 
C 

07/22/2016 

ID 
PREFIX 

TAG 

STREET ADDRESS, CITY, STATE, ZIP CODE 

360 HOSPITAL DRIVE CORRECTED COPY 

WARRENTON, VA 20186 

! PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
I DEFICIENCY) 

! 

F 514. 3. All nurses will be educated to verify heels 

I offloaded and/or heel protectors on resident 

before signing off on the TAR. All nurses will 

, be educated to document accurate location of 

I resident in EMR if not in facility. Any nurses 

not scheduled until after correction date will 

, be educated via scheduled make up 

! 

i 

I 

I 

I 

I education sessions by Staff Dev RN or 

1

. 

1 

designee. RN Care Managers, Clinical 

Coordinators, or designee will round weekly to 

i observe residents in bed to ensure accurate 

I documentation on TAR regarding heel 
I 

protectors. RN Care Manager or Clinical 

Coordinator or designee will review 

24 hour report to verify location of patient 

appointment charted correctly. 

(XS) 
COMPLETION 

DATE 

Facility ID: VA0261 If continuation sheet Page 184 of 192 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 

CENTERS FOR MEDICARE & MEDICAID SERVICES 
STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER: 

495233 

NAME OF PROVIDER OR SUPPLIER 

FAUQUIER HEALTH REHABILITATION & NURSING CENTER 

(X4) ID 
PREFIX 

TAG 

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

F 514 Continued From page 184 
1 Her legs were curled in with her feet flat on the 
mattress. 

Resident #12's TAR (Treatment Administration 
Record) dated 7/2016, documented that her heel 
protectors were on her heels that evening shift of 
7/19/16. 

' On 7/20/16 at 9:00 a.m., Resident #12 was 
observed lying in bed in her room. Her heel 
protectors were not in place; her legs were again 
curled up with her feet flat on the mattress. 

On 7/20/16 at 1:49 p.m., Resident#12 was 
observed lying in bed. Her heel protectors were 
not in place and her feet were not floated. Her 
legs were curled up with her feet flat on the 
mattress. 

On 7/20/16 at 4:00 p.m. Resident #12 was 
observed lying in bed without her heel protectors. 
Her heels were also not floated. 

Resident #12's TAR (Treatment Administration 
Record) dated 7/2016, documented that her heel 
protectors were on her heels that morning and 
evening shift of 7/20/16. I 

On 7/21/16 at 10:00 a.m., Resident #12 was 
observed lying in her bed. Her heel protectors 
were not in place. 

Review of Resident #12's TAR dated 7/2016, 
revealed that the nurse had just documented that 
her heel protectors were in place. 

Review of Resident #12's POS (Physician Order 
Sheet) dated 6/9/16 revealed the following active 

, order initiated on 4/12/15, "heel protectors as 
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preventive" every shift." 

Review of Resident #12's care plan dated 9/1/15 
and revised on 4/28/16 revealed the following 
intervention initiated on 9/1/15: "CNA (certified 
nursing assistant) and or Nursing Staff will 
provide (Name of resident) with assistance 
through to applying protective garments such as 
gerisleeves (sic) and heel/elbow protectors as 
needed for skin protection." 

On 7/20/16 at 8:52 a.m., an interview was 
conducted with LPN #6. When asked the 
purpose of the care plan she stated that it was to 
know to the resident's needs. When asked if skin 
preventive interventions were on the care plan 
should the resident have those interventions in 
place, LPN #6 stated, "Oh yes, it's better to , 
prevent a skin alteration than treat a skin 
condition that occurs from not following the care 
plan. Unless the resident is refusing the 
interventions but it should be documented in a 
note that the resident refuses." She stated that a 
nurse should never document that a treatment or 
medication is administered or in place if it was not 
done. 

On 7/21/16 at 10: 15 a.m. an interview was 
conducted with LPN #11. This writer asked to 
see Resident #12's heels. Upon observation it 
was noted that Resident #12's heel protectors 
were not in place and her feet were not floated. 
Resident #12's heels were observed to be 
blanchable. The right heel was reddened and the 
left heel was normal in color. When asked what 
was supposed to be in place for Resident #12 to 
protect her skin, LPN #11 stated that she wasn't 
sure. When asked to look at Resident #12's 
electronic TAR it was observed that LPN #11 had 
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. signed off that Resident #12's heel protectors 
were in place when they were not. When asked 
how she would know that Resident #12 needed 
heel protectors, LPN #11 stated·the care plan or it 
would be on the MAR or TAR. When asked why 
she had signed off that the heel protectors were 
on when they were not, LPN #11stated, "I thought 
the heel protector message was just an FYI." 
LPN #11 then asked CNA (certified nursing 
assistant) #11 to apply her heel protectors. CNA 
#11 stated, "I didn't know she needed heel 
protectors." When CNA#11 was asked how she 
would know what a resident needs to protect their 
skin, CNA #11 stated, "Nursing would 
communicate that to us verbally. It is not on an 
ADL (activity of daily living) sheet." 

On 7/21/16 at 1 :00 p.m., administrative staff 
member #1, the administrator was made aware of 
the above findings. 

The facility Policy titled, "Medical Record" 
documents in part, the following: "Clinical records 
are maintained on each resident in accordance 
with federal and state regulations and within 
accepted professional standards of practice. The 
clinical record shall be accurate, complete and 
present organized clinical information about each 
resident in a manner that is readily accessible for 

I 

resident care ... 3. Content A. The complete clinical 
record will contain an accurate and functional 

! representation of the actual experience of the 
resident in the facility." 

i No further information was presented prior to exit. 

Potter-Perry contains a quotation on page 477 
regarding documentation as follows: 

1 

"Documentation is anything written or printed that 
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, is relied on as record or proof for authorized 
persons. Documentation within a client medical 
record is a vital aspect of nursing practice. 
Nursing documentation must be accurate, 
comprehensive, and flexible enough to retrieve 
critical data, maintain continuity of care, track 
client outcomes, and reflect current standards of 
nursing practice. 

2. Resident #16 was admitted to the facility on 
6/16/16 with diagnoses that included, but were 
not limited to: pulmonary (lung) embolism (a 
sudden blockage in a lung artery), thrombosis 
(clotting of the blood in a part of the circulatory 
system), weakness and high blood pressure. 
Resident #16's most recent MOS (minimum data 
set) was an admission assessment with an ARD 
(assessment reference date) of 6/23/16. 
Resident #16 was coded as having a SIMS (brief 
interview of mental status) of 14 out of a possible 
15, indicating that Resident #16 was cognitively 
intact. Resident #16 was also coded as not 
having any pressure ulcers since admission. 

A review of Resident #16's clinical record 
revealed a physician order dated 6/16/2016, the 
date of admission, that documented, in part, the 
following: "Cleanse Stage II pressure ulcer to L 
(left) buttock with WC (wound cleanser), pat dry, 
apply allevyn (a type of wound dressing). Change 
Q3 (every 3) days and as needed. Apply barrier 

, cream to periwound every evening shift. Order 
, Status: Active. Order Date: 6/16/16." 
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A review of Resident #16's admission 
1

1 assessment revealed, in part, the following 
documentation: "2. if skin not intact: IDENTIFY 

' AND DOCUMENT all skin impairments. 23) 
,

1 

Coccyx: other (specify) excoriation." 

. A review of Resident #16's comprehensive care 
, plan dated 6/16/16 revealed, in part, the following 

I 

documentation: "Focus: Ulceration or 
. interference with structural integrity of layers of 
skin caused by prolonged pressure related to: 

,

1 

immobility, incontinence. (Name of Resident #16) 

was admitted with stage 2 to L (left) buttocks on 
6/16/2016. Intervention/Tasks: Treatment to PrU 

I 

(pressure ulcer) on left buttocks per MD (medical 
doctor) orders; monitor for effectiveness as 

, evidenced by signs of healing. If worsening 
occurs or no improvement in two weeks, 

II collaborate with MD for treatment change. Date 
. Initiated: 7/12/2016." 

'I On 7/21/16 at 1 :30 p.m. an interview was 

1 
conducted with LPN (licensed practical nurse) #1, 
a floor nurse who had conducted Resident #16's 

·1 skin assessment on admission. LPN #1 was 
, asked if she remembered conducting the 

admission assessment for Resident #16, LPN #1 
· stated that she did. LPN #1 was asked to 
I describe the skin on Resident #16's buttocks. 
· LPN #1 stated that it was moist and red, but 

1 
without open areas. LPN #1 was asked whether 

I or not she was aware that the physician had 
ordered treatment for Resident #16 for a Stage II 

1 
pressure ulcer on her buttocks. LPN #1 stated, :-1 

I was aware of the orders on admission but she did 
not have a Stage II, her buttocks were 

: excoriated." LPN #1 was asked what she did 
! about the order; LPN #1 stated that she did 
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. nothing. LPN #1 was asked was she supposed 
I to follow the orders prescribed for Resident #16, 
! LPN #1 stated that she was but in this case there 
was no need for the treatment. LPN #1 stated, "I 
should have called the physician for clarification 
of the order." LPN #1 was asked if she worked 
from the care plan to determine the appropriate 
care of a resident, LPN #1 stated, "I do not work 
from the care plan, we just follow the MAR 
(medication administration record) and the TAR 
(treatment administration record) if it's not on the 
MAR or TAR it doesn't get done." 

On 7/21/16 at 2:05 p.m. RN (registered nurse) 
#2, the care manager (unit manager), was 
interviewed. RN #2 was asked where the 
information came from for the initial care plan. 
RN #2 stated that the information came from the 
admission assessments and the discharge 
paperwork from the hospital. RN #2 was asked 
who was responsible for initiating the 
comprehensive care plan on admission; RN #2 
stated that the care managers were responsible. 
RN #2 was asked why Resident #16 had a care 
plan for a Stage II pressure ulcer when she did 
not have a Stage II pressure ulcer. RN #2 
reviewed the care plan and stated, "I don't have 
an answer for you because that was done on my 
first day here at the facility." RN #2 stated that 
the nurse who had completed the care plan was 
out of the facility on vacation. RN #2 stated, "The 
nurse should have created the care plan based 
on assessments and not on orders." 

On 7/21/16 at 3:45 p.m. ASM (administrative staff 
member) #1, the administrator, was made aware 
of the above findings. 
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No further documentation was provided prior to 
the end of the survey process. 

3. Resident# 9 was admitted to the facility on 
6/22/09, readmitted on 3/19/14, and readmitted 
again on 6/29/16 with diagnoses that included but 
were not limited to: encephalopathy, end stage 
renal disease, antiphospholipid syndrome (1 ), 
burn of right thigh, diabetes, dementia anemia, 
hyperlipidemia, anxiety, hypertension, congestive 
heart failure, cerebrovascular disease, spinal 
stenosis, presence of cardiac pacemaker, 
depression, and Alzheimer's Disease. 

The most recent MDS,{ minimum data set), a 
quarterly assessment with an ARD (assessment 

• reference date) of 6/3/16 coded Resident# 9 as 
understood by others and able to understand 
others. Reside~t # 9 was coded as scoring 3 of a 
possible 15 on the Brief Interview for Mental 
Status (SIMS) in Section C, Cognitive Patterns, 
indicating the resident was not cognitively intact. 

Review of Resident# 9's clinical record revealed 
a nurses note dated 6/21/16 at 15:03 (3:15 p.m.) 
that documented: "Resident was (sic) went to 
wound clinic and was returned immediately, as 
according to Dialysis, she would not stop drying 
(sic), care coordinator made aware." Signed by 
LPN (licensed practical nurse)# 9 

1 During an interview on 7/22/16 at 8:15 a.m. with 
I LPN # 9, LPN # 9 stated that the Resident went to 
: dialysis not the wound clinic. LPN # 9 further 
stated that it was just a typo. 

During an interview on 7/22/16 at approximately 
110:30 a.m. with ASM (Administrative staff 
: member)# 1, the administrator, this finding was 
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revealed. 

No further information was provided prior to exit. 

Potter-Perry contains a quotation on page 477 
regarding documentation as follows: 
"Documentation is anything written or printed that 

· is relied on as record or proof for authorized 
persons. Documentation within a client medical 
record is a vital aspect of nursing practice. 
Nursing documentation must be accurate, 
comprehensive, and flexible enough to retrieve 
critical data, maintain continuity of care, track 
client outcomes, and reflect current standards of 
nursing practice. 

(1) Antiphospholipid syndrome is an autoimmune 
disorder characterized by an increased tendency 
to form abnormal blood clots (thromboses) that 
can block blood vessels. 
www.nhlbi.nih.gov/health/health-topics/topics/aps/ 
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F 000 INITIAL COMMENTS 

An unannounced Medicare/Medicaid standard 
survey was conducted 7/21/15 through 7/23/15. 
A complaint was investigated during the survey . 
Corrections are required for compliance with the 
following 42 CFR Part 483 Federal Long Term 
Care requirements . The Life Safety Code 
survey/report will follow. 

The census in this 113 certified bed facility was 
99 at the time of the survey. The survey sample 
consisted of 17 current resident reviews 
(Residents #1 through #17) and three closed 
record reviews (Residents #18 through #20) . 

F 157 483.10(b)(11) NOTIFY OF CHANGES 
SS=D (INJURY/DECLINE/ROOM, ETC) 

A facility must immediately inform the resident ; 
consult with the resident's physician; and if 
known, notify the resident's legal representative 
or an interested family member when there is an 
accident involving the resident which results in 
injury and has the potential for requiring physician 
intervention; a significant change in the resident's 
physical , mental , or psychosocial status (i.e. , a 
deterioration in health , mental , or psychosocial 
status in either life threatening conditions or 
clinical complications) ; a need to alter treatment 
significantly (i.e ., a need to discontinue an 
existing form of treatment due to adverse 
consequences, or to commence a new form of 
treatment) ; or a decision to transfer or discharge 
the resident from the facility as specified in 
§483.12(a). 

The facility must also promptly notify the resident 
and, if known, the resident's legal representative 
or interested family member when there is a 
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100% of all residents ' medical records that 
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change in room or roommate assignment as 
specified in §483.15(e)(2); or a change in 
resident rights under Federal or State law or 
regulations as specified in paragraph (b)(1) of 
this section. 

The facility must record and periodically update 
the address and phone number of the resident's 
legal representative or interested family member. 

This REQUIREMENT is not met as evidenced 
by: 
Based on staff interview, facility document review 

and clinical record review, it was determined that 
the facility staff failed to notify responsible party 
(RP) of a resident's change in medical condition 
for one of 20 residents in the survey sample, 
Resident #8, 

The facility staff failed to notify Resident #8's RP 
of X-ray results confirming that the resident had a 
broken rib on 5/20/15. 

The findings include: 

Resident #8 was admitted to the facility on 
5/24/10 and most recently readmitted on 11/8/14 
with diagnoses including, but not limited to: 
bipolar disorder, dementia with behavioral 
disturbances, chronic obstructive pulmonary 
disease and high blood pressure. 

The most recent MOS (minimum data set), was a 
quarterly assessment with assessment reference 
date of 5/15/15, coded Resident #8 as being 
moderately impaired for making daily decisions. 
He was coded as requiring the assistance of staff 

! for bed mobility, transfers, ambulation, dressing, 

I 
I 
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toileting, personal hygiene and bathing. 

A review of Resident #8's clinical record revealed 
results dated 5/20/15, of an X-ray obtained on 
5/18/15. The results documented Resident #8 
had sustained a broken rib. 

Further review of the clinical record including the 
nureses' notes failed to reveal evidence that 
Resident #8's RP had been notified of this X-ray 
result. 

On 7/22/15 at 2:50 p.m., RN (registered nurse) 
#7 was interviewed regarding the procedure to be 
followed if a resident is diagnosed with a fracture. 
She stated that both the resident's physician and 
the resident's responsible party should be 
notified. She stated that she would write a nurses 
note to document this. When shown the nurses 
notes for Resident #8 around the time of the 
diagnosis of the rib fracture, she stated: "Oh, I 
must have just missed it. I'm not really sure what 
happened. It doesn't look like it was done." 

On 7/22/15 at 3:40 p.m., LPN (licensed practical 
nurse) #1 was interviewed regarding the 
procedure to be followed if a resident is 
diagnosed with a rib fracture. She stated that she 
would call or fax the physician, and that she 
would call the resident's family or RP. She stated 
that she would document what she had done in 
the nurses notes. 

On 7/22/15 at 5:55.p.m., ASM (administrative 
1 

staff member) #1, the administrator, ASM #2, the 
I director of nursing, LPN (licensed practical nurse) 

1 

#1, RN (registered nurse) #1, the MDS 
coordinator, RN #2, the quality assurance nurse, 

1

' RN #3, a care manager, and RN #6, a care 
I 

! 

I 

I 
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I 

I manager, were informed of these concerns. 
. Policies regarding notification of a change in 
I condition were requested. 

I A review of the comprehensive care plan for 
, Resident #8 dated 12/18/14 and updated on 
! 7/21/15 revealed nothing pertinent to this 
I concern. 
I 

A review of the facility policies entitled 
"Notification of Change" revealed, in part, the 
following: "The assigned licensed nurse or other 
health care professional responsible for the 
resident and involved in the change will fully 
document the situation requiring the notification of 
change. Nursing staff will notify the physician and 
responsible party or family member of change in 
the resident's health condition. Documentation of 
notification will be made in nursing notes." 

i No further information was provided prior to exit. 
F 272 483.20(b)(1) COMPREHENSIVE 
ss=slASSESSMENTS 

I The facility must conduct initially and periodically 
a comprehensive, accurate, standardized 

i reproducible assessment of each resident's 
functional capacity. 

I 

' A facility must make a comprehensive 
, assessment of a resident's needs, using the 
I resident assessment instrument (RAI) specified 
by the State. The assessment must include at 

! least the following: 
Identification and demographic information; 

, Customary routine; 
' Cognitive patterns; 
Communication; 

i 
I 
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F 272 I 1. Corrections made by 08/14/15 to Section I 09/04/15 

· V on cited MOS for Residents 

i#12,#10,#4,#6,#5,#9,#7,#2,#8,#1, and #3 

to include date and location of information I 

! from the clinical record that was utilized to 

, complete the Comprehensive Assessment. I 

! 2.AII residents have the potential to be 1 

affected by this deficient practice. 

i 
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Vision; 
1

1 Mood and behavior patterns; 
Psychosocial well-being; 

1 Physical functioning and structural problems; 

1 
Continence; 

I 

Disease diagnosis and health conditions; 
Dental and nutritional status; 
Skin conditions; 

I

; Activity pursuit; 
Medications; 
Special treatments and procedures; 

, Discharge potential; 
I Documentation of summary information regarding 
I the additional assessment performed on the care 

areas triggered by the completion of the Minimum 

I 

Data Set (MOS); and 
, Documentation of participation in assessment. 

This REQUIREMENT is not met as evidenced 

I by: 
Based on staff interview and clinical record 

review, it was determined that the facility staff 
I failed to complete a comprehensive assessment 
, for 11 of 20 residents in the survey sample, 

Residents #12, #10, #4, #6, #5, #9, #7, #2, #8, #1 
i and #3. 
! 

1. For Resident #12, the facility staff failed to 
I document the date and location of information 
from the clinical record that was utilized to 

, complete the assessment of the triggered areas, I 
; on the 3/3/15 annual MOS (minimum data set) 
assessment. 
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, 3.MOS Coordinators and all staff that 

I contribute to the completion of the MOS .

1 
1, were educated on 07 /23/15 as to the 
requirement to cite the date and location of' 

I i 

I 

clinical record documentation used to ·1 

complete the Comprehensive Assessment 

in Section V -Care Assessment Area. 

I

, 4.00N or Administrator or designee will I 

, audit 100% of of all Comprehensive MOS 

Assessments prior to submittal for 30 days I 

I and 25% of these for 60 days. , 

; 

Facility ID: VA0261 If continuation sheet Page 5 of 142 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 

CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER: 

495233 

NAME OF PROVIDER OR SUPPLIER 

FAUQUIER HEALTH REHABILITATION & NURSING CENTER 

(X4) ID j 

PREFIX 
TAG 

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

I 
F 272 / Continued From page 5 

i 

2. For Resident #10, the facility staff failed to 
. document the date and location of information 
I from the clinical record that was utilized to 
, complete the assessment of the triggered areas, 
, on the 4/16/15 annual MOS (minimum data set) 
assessment. 

· 3. For Resident #4, the facility staff failed to 
document the date and location of information 
from the clinical record that was utilized to 
complete the assessment of the triggered areas, 
on the 11/15/14 admission MOS (minimum data 
set) assessment. 

4. For Resident #6, the facility staff failed to 
document the date and location of information 
from the clinical record that was utilized to 
complete the assessment of the triggered areas, 
on the 4/13/15 admission MOS (minimum data 
set) assessment. 

• 5. For Resident #5, the facility staff failed to 
document date and location of clinical record 
documentation used to complete the 7/7/15 
comprehensive (admission) MOS assessment, 

, under "Section V - Care Area Assessment." 

6. For Resident #9, the facility staff failed to 
document date and location of clinical record 
documentation used to complete the 6/26/15 
comprehensive (admission) MOS assessment, 
under "Section V - Care Area Assessment." 

7. Facility staff failed to provided a location and 
date for Resident #7's triggered care areas on her 
most recent comprehensive MDS (minimum data 
set) dated 10/17/14. 
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8. Facility staff failed to provide a location and 
date for Resident #2's triggered care areas on his 
most recent comprehensive MDS (minimum data 
set) dated 6/17/15. 

9. The facility staff failed to document location 
and date of the information used to complete 

, Section V of the CAA (Care Area Assessment) for 
1 

the admission MDS (minimum data set) 
assessment, with an assessment reference date 
(ARD) of 11/15/14 for Resident #8. 

10. The facility staff failed to document location 
and date of the information used to complete 
Section V of the CAA (Care Area Assessment) for 
the annual MDS (minimum data set) assessment, 
with an assessment reference date (ARD) of 
1 /31 /16 for Resident #1. 

11 . The facility staff failed to document location 
and date of the information used to complete 
Section V of the CAA (Care Area Assessment) for 
the significant change MDS (minimum data set) 
assessment, with an assessment reference date 
(ARD) of 4/10/15 for Resident #3. 

The findings include: 

1. Resident #12 was admitted to the facility on 
1/1/14 with a readmission on 3/19/14 with 
diagnoses that included, but not limited to; 
chronic kidney disease, hypercoagulable state 
(an abnormality of blood coagulation), diabetes, 
hypertension (elevated blood pressure), anxiety, 
CHF (congestive heart failure), hypothyroidism (a 
decreased function of the thyroid), and 
hyperlipidemia (elevated lipids in the blood 
stream). 
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Resident #12's most recent comprehensive MDS 
(minimum data set) was an annual assessment 
with an ARD (assessment reference date) of 
3/3/15. Resident #12 was coded on the MDS as 
having a BIMs (Brief Interview for Mental Status) 
score of three out of 15. The MDS manual 
documents that a score of three indicates that the 
resident's cognition is severely impaired. 

A review of Resident #12's most recent 
comprehensive assessment, an annual 
assessment with an ARD of 3/3/15, revealed in 
Section V - CAA, that location and dates of 

' information documented under the heading, 
· "Location and Date of CAA Information", was 
missing from the assessment. 

Section A - CAA results documented that 
Resident #12 triggered the following CAA areas: 
Delirium 
Cognitive Loss/Dementia 
Communication 
Urinary incontinence 
Falls 

• Nutritional status 
Dental Care 
Pressure ulcer 
Psychotropic Drug Use 

Under the column "Location and Date of CAA 
documentation" the location and date of the 

· information used to complete the CAA was not 
documented for the following triggered areas: 

Cognitive Loss/Dementia 
Urinary Incontinence and Indwelling Catheter 
Nutritional Status 

I Dental Care 
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Psychotropic Drug Use 

An interview was conducted with RN (registered 
nurse) #1, the MDS coordinator, on 7/23/15 at 
9:50 a.m. When asked who entered the location 
and date information for the CAAs for cognitive 
loss; urinary incontinence, nutritional status, 
dental care and psychotropic drug use RN #1 
responded, "If it is my section I would complete it. 
I do all areas except for mood and behavior, 

. psychiatric, dietary and return to the community." 
RN #1 was asked what her understanding was for 
completing the location and date in Section V of 
the MDS. RN #1 responded that she would 
reference what triggered the CAA (care area 
assessment). RN #1 was asked what sources 
would she reference, RN #1 responded that it 
could be the nurses notes, the MDS, the 
pharmacy notes, "It is my understanding that the 
location and date can refer to the MDS. RN #1 
was asked to review the location and dates in 
Section V of Resident #12's 3/3/15 MDS. RN #1 
stated that in the areas questioned she had 
referred to the MDS interviews. 

Section V of the MDS documents at the top of the 
page the following instructions: 
1 . Check column A if the Care Area is triggered. 
2. For each triggered Care Area, indicate whether 
a new care plan, care plan revision, or 
continuation of current care plan is necessary to 
address the problem(s) identified in your 
assessment of the care area. The Addressed in 
the Care Plan column must be completed within 7 
days of completing the RAI (MDS and CAA(s)). 
Check column B if the triggered care area is 
addressed in the care plan. 

• 3. Indicate in the Location and Date of CAA 
: information column where information related to 
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the CAA can be found. CAA documentation 
should include information on the complicating 

I factors, risks and any referrals for this resident for 

1 

this care area. 
The Administrator and DON were made aware of 
these findings on 7/22/15 at 5:55 p.m. 

No further information was provided prior to exit. 

2. Resident #10 was admitted to the facility on 
1/7/11 with a readmission on 1/17/13 with 
diagnoses that included, but not limited to; 
diabetes, hypertension (elevated blood pressure), 
dementia, atrial fibrillation (an abnormal heart 
beat), hyperlipidemia (elevated lipids in the blood 
stream), insomnia (difficulty with sleeping), 
depression and anemia (a low red blood count). 

Resident #10's most recent comprehensive MOS 
(minimum data set) was an annual assessment 
with an ARD (assessment reference date) of 
4/16/15. Resident #10 was coded on the M DS as 
having a BIMs (Brief Interview for Mental Status) 
score of 14 out of 15. The MOS manual 
documents that a score of 14 indicates that the 
resident's cognition is intact. 

A review of Resident #1 O's most recent 
comprehensive assessment, an annual 
assessment with an ARD of 4/16/15, revealed in 
Section V - CAA, that location and dates of 
information documented under the heading, 
"Location and Date of CAA Information", were 
missing. 

Section A - CAA results documented that 
Resident #10 triggered the following CAA areas: 
Delirium 
Cognitive Loss/Dementia . 
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Vision 
ADL(activities of daily living) 
Functional/Rehabilitation Potential 
Behavioral symptoms 
Falls 
Nutritional status 
Pressure ulcer 

· Psychotropic Drug Use 

' Under the column "Location and Date of CM 
documentation" the location and date of the 
information used to complete the CM was not 
documented for the following triggered areas: 

ADL Functional/Rehabilitation Potential 
' Behavioral symptoms 

Nutritional status 

An interview was conducted with RN (registered 
nurse) #1, the MDS coordinator, on 7/23/15 at 
9:50 a.m. When asked who entered the location 
and date information for the CMs for cognitive 
loss; urinary incontinence, nutritional status, 
dental care and psychotropic drug use RN #1 
responded, "If it is my section I would complete it. 

: I do all areas except for mood and behavior, 
psychiatric, dietary and return to the community." 
RN #1 was asked what her understanding was for 
completing the location and date in Section V of 
the MDS. RN #1 responded that she would 
reference what triggered the CM (care area 
assessment). RN #1 was asked what sources 

. would she reference, RN #1 responded that it 
1 could be the nurses notes, the MDS, the 
I pharmacy notes, "It is my understanding that the 
! location and date can refer to the MDS. RN #1 
was asked to review the location and dates in 
Section V of Resident #1 O's 4/16/15 MDS. RN #1 
stated that in the areas questioned she had 
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referred to the MOS interviews. 

The Administrator and DON were made aware of 
these findings on 7/22/15 at 5:55 p.m. 

No further information was provided prior to exit. 

3. For Resident #4, the facility staff failed to 
document the date and location of information 
from the clinical record that was utilized to 

· complete the assessment of the triggered areas, 
on the 11/15/14 admission MOS (minimum data 

! set) assessment. 

Resident #4 was admitted to the facility on 
11 /8/14 with diagnoses that included but were not 
limited to: high blood pressure, chronic pain and 
depressive disorder. Resident #4's most recent 
MOS, a quarterly assessment with an ARD 
( assessment reference date) of 4/29/15, coded 
the resident's cognition as being moderately 
impaired. 

A review of the clinical record revealed the most 
recent comprehensive MOS assessment was the 
admission MOS assessment with an ARD of 
11 /15/14. This review revealed in Section V 
(Care Area Assessment (CM) Summary), a 
column, titled "Location and Date of CM 
documentation." The data contained in this 
column for each triggered area did not contain a 
date and location of the source of information. 

Section A - CM results documented Resident #4 
triggered the following CM areas: 

02. Cognitive Loss/Dementia 
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05. ADL (activities of daily living) 
Functional/Rehabilitation Potential 
06.Urinary Incontinence and Indwelling Catheter 
09. Behavioral Symptoms 
11. Falls 
12. Nutritional Status 
16. Pressure Ulcer 
17. Psychotropic Drug Use 

Under the columns, "Location and Date of CAA 
Information" for all triggered areas above the 
location and date of the information used to 
complete the CAA's was not documented. Each 
section except nutritional status documented, 
"CAA WS (worksheet) dated 11/19/2014." The 
nutritional status section documented, "CAA WS 
dated 11/15/2014." Review of the worksheets 
failed to reveal dates and locations of information 
for each triggered area. 

On 7/22/15 at 6:07 p.m., the administrator and 
director of nursing were made aware of the above 
information. 

I On 7/23/15 at 9:50 a.m., an interview was 
1 conducted with RN (registered nurse) #1, the 
MDS coordinator. RN #1 stated the location and 
date was a reference to what made the CAA 

,

1

, trigger. RN #1 stated the information could be 
obtained from a variety of sources such as 

' pharmacy notes, psychiatry notes or the MDS 
itself but only one source needed to be identified. 

, For Resident #4's admission MDS, RN #1 stated 
i the information for the CAA triggered areas was 
1 referenced from the MOS. RN #1 stated she 
refers to the CMS (Centers for Medicare & 
Medicaid Services) RAI (Resident Assessment 
Instrument) manual. 

I 
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No further information was presented prior to exit. 

. 4. For Resident #6, the facility staff failed to 
' document the date and location of information 
from the clinical record that was utilized to 
complete the assessment of the triggered areas, 
on the 4/13/15 admission MOS (minimum data 
set) assessment. 

Resident #6 was admitted to the facility on 4/6/15 
with diagnoses that included but were not limited 
to: high blood pressure, malnutrition and subdural 
hemorrhage (bleeding on the brain). Resident 
#6's most recent MOS, a quarterly assessment 
with an ARD (assessment reference date) of 
7/14/15, coded the resident's cognitive skills for 
daily decision making as severely impaired. 

A review of the clinical record revealed the most 
recent comprehensive MOS assessment was the 
admission MOS assessment with an ARD of 
4/13/15. This review revealed in Section V (Care 
Area Assessment (CAA) Summary), a column, 

, titled "Location and Date of CAA documentation." 
: The data contained in this column for each 
triggered area did not contain a date and location 

, of the source of information. 

Section A - CAA results documented Resident #6 
triggered the following CAA areas: 

02. Cognitive Loss/Dementia 
04. Communication 

. 06. Urinary Incontinence and Indwelling Catheter 
! 07. Psychosocial Well-Being 

11. Falls 
. 13. Feeding Tube 
1 

14. Dehydration/Fluid Maintenance 
16. Pressure Ulcer 
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19. Pain 

Under the columns, "Location and Date of CAA 
Information" for all triggered areas above the 
location and date of the information used to 
complete the CAA's was not documented. Each 
section except feeding tube documented, "CAA 
WS (worksheet) dated 04/19/2015." The feeding 
tube section documented, "CAA WS dated 
4/14/2015." Review of the worksheets failed to 
reveal dates and locations of information for each 
triggered area. 

On 7/22/15 at 6:07 p.m., the administrator and 
director of nursing were made aware of the above 
information. 

On 7/23/15 at 9:50 a.m., an interview was 
conducted with RN (registered nurse) #1, the 
MOS coordinator. RN #1 stated the location and 
date was a reference to what made the CAA 
trigger. RN #1 stated the information could be 
obtained from a variety of sources such as 
pharmacy notes, psychiatry notes or the MOS 
itself but only one source needed to be identified. 
For Resident #6's admission MDS, RN #1 stated 
the information for the CAA triggered areas was 
referenced from the MDS. RN #1 stated she 
refers to the CMS (Centers for Medicare & 
Medicaid Services) RAI (ResidentAssessment 
Instrument) manual. 

No further information was presented prior to exit. 

5. For Resident #5, the facility staff failed to 
document date and location of clinical record 
documentation used to complete the 7/7/15 
comprehensive (admission) MOS assessment, 
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under "Section V - Care Area Assessment." 

Resident #5 was admitted to the facility on 
6/30/15 with the diagnoses of, but not limited to: 
after care for hip fracture, history of thrombosis 
and embolism, atrial fibrillation, breast cancer, 
and lung cancer. The most recent MOS 
(Minimum Data Set) was a 14-day assessment 
with an ARD (Assessment Reference Date) of 
7/14/15. The resident was coded as cognitively 
impaired in ability to make daily life decisions, 
scoring a 6 out of a possible 15 on the BIMS 
(Brief Interview for Mental Status) exam. 

A review of the clinical record revealed the most 
recent comprehensive MOS (an admission/5-day 
MOS with an ARD of 7/7/15). Under Section V 
(the CAA Summary section), the following were 
documented as being a triggered area (as 
evidenced by an "X" in the box for column "A -
Care Area Triggered"): Cognition, 
Communication, Urinary Incontinence and 
Indwelling Catheter, Psychosocial Well-being, 
Mood State, Activities, Falls, Nutritional Status, 
Dehydration/Fluid Maintenance, and Pressure 
Ulcer. Under the column for "Location and Date 
of CAA documentation" for Psychosocial 
Well-being and Mood State was documented, 
"SW assessment" and for Cognition, 
Communication, Urinary Incontinence and 
Indwelling Catheter, Activities, Falls, Nutritional 
Status, Dehydration/Fluid Maintenance, and 
Pressure Ulcer, was documented "CAA WS (work 
sheet) dated 7/13/15." 

Further review of the CAA worksheet failed to 
reveal any clinical record documentation and date 
of documentation, for each area triggered. The 
CAA worksheet referred to itself as the source of 
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documentation. 

i 

On 7/23/15 at 10:06 a.m., RN #1 (Registered 
Nurse #1, the MDS Coordinator) verified the 
above information. 

On 7/22/15 at 5:56 p.m., at the end of day 
meeting the Administrator was made aware of the 
findings. No further information was provided by 
the end of the survey. 

6. For Resident #9, the facility staff failed to 
document date and location of clinical record 
documentation used to complete the 6/26/15 
comprehensive (admission) MDS assessment, 
under "Section V - Care Area Assessment." 

Resident #9 was admitted to the facility on 
6/20/15 with the diagnoses of but not limited to 
subdural hematoma, cerebral vascular disease, 
diabetes, depression, high blood pressure, 
polyneuropathy, and insomnia. The most recent 
MDS (Minimum Data Set) was the admission 
MDS with an ARD (Assessment Reference Date) 
of 6/26/15. The resident was coded as 
cognitively intact in ability to make daily life 
decisions, scoring a 14 ou.t of a possible 15 on 
the BIMS (Brief Interview for Mental Status) 
exam. 

I A review of the clinical record revealed the above 
! MDS. Under Section V (the CAA Summary 
section), the following were documented as being 
a triggered area (as evidenced by an "X" in the 
box for column "A- Care Area Triggered"): ADL 

I Functional/Rehabilitation Potential, Urinary 

1 

Incontinence and Indwelling Catheter, Falls, 
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Dental Care, Pressure Ulcer, Psychotropic Drug 
Use, and Pain. Under the column for "Location 
and Date of CAA documentation" for each of the 
above triggered areas, was documented "CAA 
WS dated 6/30/15." 

Further review of the CAA worksheet failed to 
reveal any clinical record documentation and date 
of documentation, for each area triggered. The 
CAA worksheet referred to itself as the source of 
documentation. 

On 7/23/15 at 10:06 a.m., RN #1 (Registered 
Nurse #1, the MOS Coordinator) verified the 
above information. 

On 7/22/15 at 5:56 p.m., at the end of day 
meeting the Administrator was made aware of the 
findings. No further information was provided by 
the end of the survey. 

7. Facility staff failed to provide a location and 
date for Resident #?'s triggered care areas on her 
most recent comprehensive MOS (minimum data 

; set) dated 10/17 /14. 
I 

Resident #7 was admitted to the facility on 
11/30/10 and readmitted on 11/2/12 with 
diagnoses that included but were not limited to 
high blood pressure, atrial fibrillation with 
pacemaker, hyperlipidema, chronic ischemic 
heart disease, depressive disorder, 
hypothyroidism, breast cancer, and osteoporosis. 
Resident #?'s most recent comprehensive MOS 
(minimum data set) was an annual assessment 
with an ARD (assessment reference date) of 

' 
! 

I 
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10/17 /14. Resident #7 was coded as being 
cognitively intact in the ability to make daily life 
decisions scoring a10 out of 15 on the BIMS 
(brief interview of mental status). 

Review of Resident #7's most recent 
comprehensive MOS assessment with an ARD of 
10/17/14 revealed that the following care areas 
were triggered on the Care Area Assessment 
(CAA) Summary: 

Delirium, Cognitive Loss/Dementia, Visual 
Function, Communication, AOL 
FunctionaliRehabilitation potential, Falls, 
Pressure Ulcer and psychotropic drug use. 

Further review of the MOS revealed that location 
and date were missing from the following care 
areas: cognitive loss/function, visual function, 
communication, AOL functional/rehabilitation 
potential, falls, and psychotropic drug use. Under 
the location and date column, the triggered care 
areas were directed back to different sections of 
the MOS. 

i Review of the CAA (Care Area Assessment) 
I worksheets revealed no location and date for the 
, above triggered care areas. 

On 7/23/15 at 9:50 a.m., an interview was 
conducted with RN (registered nurse) #1, the 
MOS coordinator. RN #1 stated that she was 
responsible for writing location and date in 
section V of the MOS and on the CAA 

i worksheets. She also stated that different 
' departments such as social services or dietary 
are responsible for location and date in care 
areas that relate to their department. She 

, confirmed that she had signed off on section V 
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documenting that she accepted the MDS as is. 
When asked how she obtains information to 
provide a location and date she stated that 
information comes from a variety of sources such 
as nursing notes, medications, pharmacy notes, 
psychiatry notes and sections of the MDS etc. 
She confirmed that she referred back to different 
sections of the MDS for triggered care areas 
cognitive loss/function, visual function, 
communication, ADL functional/rehabilitation 
potential, falls, and psychotropic drug use. RN #1 
stated that she uses the RAI manual to assist 
with coding section V, Care Area Summary. 

, On 7/22/15 at 5:30 p.m., the administrator was 
made aware of the above findings. No further 
information was provided during the time of 
survey. 

: 8. Facility staff failed to provide a location and 
date for Resident #2's triggered care areas on his 

i most recent comprehensive MDS (minimum data 
: set) dated 6/17 /15. 

i 

' Resident #2 was admitted to the facility on 
6/10/15 and readmitted on 7/14/15 with 
diagnoses that included but were not limited to 
after care hip replacement, urinary retention, after 
care TURP (Transurethral resection of the 
prostate)- surgery used to improve the flow of 
urine due to an enlarged prostate, high blood 

, pressure, hearing loss and osteoarthritis. 
Resident #2's most recent MDS was a 
comprehensive assessment with an ARD 
(assessment reference date) of 6/17/15. Resident 
#2 was coded as being cognitively intact in the 
ability to make daily life decisions scoring a 15 out 
of 15 on the SIMS (brief interview of mental 

! 

I 
I 
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status). 

Review of Resident #2's most recent 
comprehensive MOS with an ARD of 6/17/15 
revealed that the following care areas were 
triggered on the Care Area Assessment (CAA) 
Summary: 

AOL (activities of daily living) 
functional/rehabilitation potential, urinary 
incontinence, falls, nutritional status, pressure 
ulcer psychotropic drug use and pain. 

Further review of the MOS revealed that "CAA 
WS (work sheet) dated 6/23/15" was documented 
under 
location and date for the above triggered care 
areas. 

Review of the CAA (Care Area Assessment) 
worksheets revealed no location and date for the 
triggered care areas. 

On 7/23/15 at 9:50 a.m., an interview was 
conducted with RN (registered nurse) #1, the 
MOS coordinator. RN #1 stated that she was 
responsible for writing location and date in 
section V of the MOS and on the CAA 
worksheets. She also stated that different 
departments such as social services or dietary 
are responsible for location and date in care 

i areas that relate to their department. When 
i asked how she obtains information to provide a 
location and date she stated that information 
comes from a variety of sources such as nursing 

i notes, medications, pharmacy notes, psychiatry 
notes and sections of the MOS etc. When asked 
if she is allowed to refer back to sections of the 

! MOS for location and date she stated, "yes it is 

I 

I 

I 
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, my understanding that you can refer back to the 
I MDS for the location and date of the triggered 
care areas." 

She confirmed that she referred back to different 
J sections of the MDS for triggered care areas AOL 
functional/rehabilitation potential, urinary 

j incontinence, falls, nutritional status, pressure 
ulcer psychotropic drug use and pain. RN #1 

f stated that she uses the RAI (Resident 
Assessment Instrument) manual to assist with 

· ! completing the CAA worksheets. 

i On 7/22/15 at 5:30 p.m., the administrator was 
I made aware of the above findings. No further 
. information was provided during the time of 
I survey. 

j 9. The facility staff failed to document location 
I and date of the information used to complete 
' Section V of the CAA (Care Area Assessment) for 
, the admission MDS (minimum data set) 
i assessment, with an assessment reference date 

(ARD) of 11 /15/14 for Resident #8. 

I 
Resident #8 was admitted to the facility on 

I 5/24/10 and most recently readmitted on 11/8/14 
1 with diagnoses including, but not limited to: 
bipolar disorder, dementia with behavioral 

! disturbances, chronic obstructive pulmonary 
disease and high blood pressure. On the most 

, recent MDS, a quarterly assessment with 
I assessment reference date 5/15/15, he was 
coded as being moderately impaired for making 

1 

daily decisions. 

A review of the 11 /15/14 admission assessment 

1 
revealed the following CAA (care area 
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assessments) triggered in section V: Cognitive 
Loss/Dementia, Communication, AOL 
Functional/Rehabilitation Potential, Urinary 
Incontinence and Indwelling Catheter, 
Psychosocial Well-Being, Behavioral Symptoms, 
Activities, Falls, Feeding Tube, Dehydration/Fluid 
maintenance, Pressure Ulcer, and Psychotropic 
Drug Use. Under the columns, "Location and 

I 

Date of CAA Information" for all triggered areas, 
the location and date of the information used to 

I complete the CAAs was documented as "CAA 
WS (work sheet) dated 11/19/14" When the CAA 

,

1 

WS was reviewed there were no locations/dates 
for documentation in the clinical record for the 
above areas. 

I 

On 7/22/15 at 5:55 p.m., ASM (administrative 
staff member) #1, the administrator, ASM #2, the 

! director of nursing, LPN (licensed practical nurse) 
#1, RN (registered nurse) #1, the MOS 

I

, coordinator, RN #2, the quality assurance nurse, 
RN #3, a care manager, and RN #6, a care 

1 manager, were informed of these concerns. 

'1 On 7/23/15 at 9:35 a.m., RN (registered nurse) 
#1 was interviewed regarding the above concern. 

' She stated that for the location and date, "you 
can refer back to the MOS itself." She stated that 

i the CAA information "probably was pulled from 
I the MOS itself." 

No further information was provided prior to exit. 

10. The facility staff failed to document location 
and date of the information used to complete 

, Section V of the CAA (Care Area Assessment) for 
the annual MOS (minimum data set) assessment, 
with an assessment reference date (ARD) of 
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1 /31 /15 for Resident #1. 

Resident #1 was admitted to the facility on 6/1 /12 
and most recently readmitted on 6/ 11 /15 with 
diagnoses including, but not limited to: breast 
cancer, depressive disorder, diabetes, atrial 
fibrillation and osteoporosis. On the most recent 

• MDS, a 14-day Medicare assessment with 
assessment reference date 6/25/15, she was 
coded as having moderate cognitive impairment 
for making daily decisions. 

A review of the annual MDS referenced above 
revealed the CAA (care area assessment) 
Summary, with the MDS itself being listed under 
the column for Location and Date of CAA 
Documentation for two triggered areas in section 

, V: ADL Functional/Rehabilitation Potential ("MDS 
1/31/15, section G") and Urinary Incontinence 
and Indwelling Catheter ("MDS 1/31/15, section 
H"). 

On 7/22/15 at 5:55 p.m., ASM (administrative 
staff member) #1, the administrator, ASM #2, the 
director of nursing, LPN (licensed practical nurse) 
#1, RN (registered nurse) #1, the MDS 
coordinator, RN #2, the quality assurance nurse, 
RN #3, a care manager, and RN #6, a care 
manager, were informed of these concerns. 

On 7/23/15 at 9:35 a.m., RN (registered nurse) 
#1 was interviewed regarding the above concern. 
She stated that for the location and date, "you 
can refer back to the MDS itself." She stated that 

I the CAA information "probably was pulled from 
I the MDS itself." 

i 

! No further information was provided prior to exit. 

I 
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1

11 . The facility staff failed to document location 
and date of the information used to complete 

' Section V of the CAA (Care Area Assessment) for 
· the significant change MDS (minimum data set) 

I 

assessment, with an assessment reference date 
(ARD) of 4/10/15 for Resident #3. 

'1 Resident #3 was admitted to the facility on 
10/2/10, and most recently readmitted on 4/3/15 

' with diagnoses including, but not limited to: 
, congestive heart failure, dementia, chronic 

I 

obstructive pulmonary disease and depressive 
disorder. On the most recent MDS, a quarterly 

1 

assessment with assessment reference date 

1

7/11/15, Resident #3 was coded as having 
moderate cognitive impairment for making daily 
decisions. She was coded as requiring staff 

I

. assistance for bed mobility, transfers, dressing, 
toileting and bathing. 

1 

A review of the significant change MDS 
I referenced above revealed the CAA (care area 
assessment) Summary, with the MDS itself being 
listed under the column for Location and Date of 

I

. CAA Documentation for three triggered areas in 

1 

section V: Visual Function ("MDS 4/05/15, 
section B"), Communication ("MDS 4/10/15, 

I section B") and ADL Functional/Rehabilitation 
, Potential ("MDS 4/10/15, section G"). For the 
triggered area of Nutritional Status, "CAA WS 

· dated 04/10/15" was documented under the 
I Location and Date column. A review of this CAA 
worksheet failed to reveal a location and date for 
information in the clinical record. 

I 
I 

On 7/22/15 at 5:55 p.m., ASM (administrative 
: staff member) #1, the administrator, ASM #2, the 
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director of nursing, LPN (licensed practical nurse) 
#1, RN (registered nurse) #1, the MDS 
coordinator, RN #2, the quality assurance nurse, 
RN #3, a care manager, and RN #6, a care 

, manager, were informed of these concerns. 

• On 7/23/15 at 9:35 a.m., RN (registered nurse) 
#1 was interviewed regarding the above concern. 
She stated that for the location and date, "you 
can refer back to the MDS itself." She stated that 
the CAA information "probably was pulled from 
the MDS itself." 

No further information was provided prior to exit. 

F 278 483.20(9) - (j) ASSESSMENT 
SS=D ACCURACY/COORDINATION/CERTIFIED 

i 

The assessment must accurately reflect the 
resident's status. 

A registered nurse must conduct or coordinate 
each assessment with the appropriate 
participation of health professionals. 

A registered nurse must sign and certify that the 
: assessment is completed. 

Each individual who completes a portion of the 
assessment must sign and certify the accuracy of 
that portion of the assessment. 

Under Medicare and Medicaid, an individual who 
willfully and knowingly certifies a material and 
false statement in a resident assessment is 
subject to a civil money penalty of not more than 
$1,000 for each assessment; or an individual who 
willfully and knowingly causes another individual 
to certify a material and false statement in a 
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resident assessment is subject to a civil money 
penalty of not more than $5,000 for each 
assessment. 

Clinical disagreement does not constitute a 
material and false statement. 

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 complete and maintain an accurate MOS 
(minimum data set) for four of 20 residents in the 

• survey sample, Residents #8, #10, #16 and #6. 

I 1. The facility staff failed to attempt an interview 
for Preference for Customary Routine and 
Activities on the admission MOS assessment with 
an assessment reference date (ARD) of 11 /5/14 
for Resident #8. 

1

2. The facility staff failed to attempt Resident 
#1 O's interview for mood on the quarterly MOS 
assessment with an ARD of 1 /16/15. 

, 3. The facility staff failed to attempt Resident 
I #16's interview for mood on the significant 
, change MOS assessment with an ARD of 1/9/15. 

,

1

4. The facility staff failed to accurately code 
Resident #6's quarterly MOS with an ARD of 
7/14/15 to demonstrate the pain interview had 
been attempted. 

I 

! The findings include: 

1. Resident #8 was admitted to the facility on 
i 5/24/10 and most recently readmitted on 11 /8/14 
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with diagnoses including, but not limited to: 
bipolar disorder, dementia with behavioral 
disturbances, chronic obstructive pulmonary 

1 disease and high blood pressure. On the most 
j recent MOS, a quarterly assessment with an ARD 
of 5/15/15, he was coded as being moderately 
impaired for making daily decisions. For 
communication, Resident #8 was coded as a 0 
under B0700, indicating he was always 
understood in his ability to express his ideas and 
wants. 

A review of the annual MDS with an ARD of 
11/5/14 revealed that the resident interview 
portion of Section F, Preference for Customary 
Routine and Activities, was not attempted. 
Section F-0300 "Should Interview for Daily Activity 
Preferences be Conducted?" was coded "No" as 

: evidenced by a "O" in the box for this section 
: (enter "1" for "yes" - continue with resident 

interview and "O" for "no" - resident is rarely/never 
understood - skip to and complete .... Staff 
Assessment for Mental Status). The MDS was 
coded that the resident interview was not 
attempted, but that the Staff Assessment portion 
of Section F was completed. 

On 7/22/15 at 5:55 p.m., ASM (administrative 
staff member) #1, the administrator, ASM #2, the 
director of nursing, LPN (licensed practical nurse) 
#1, RN (registered nurse) #1, the MDS 
coordinator, RN #2, the quality assurance nurse, 
RN #3, a care manager, and RN #6, a care 
manager, were informed of these concerns. 

j On 7/23/15 at 9:00 a.m., OSM (other staff 
! member) #1, the activities director, was 
I interviewed regarding the above concern. She 
j stated that her assistant completed the MDS 

i 
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referenced above. She stated that when she 
completes Section F of an MOS, if a resident 
cannot complete an interview, she tries a family 
member. When asked how she determines 
whether a resident may complete and interview, 
she stated that "usually this does not come up." 
She stated: "It would be a rare case that I would 
say a resident cannot be interviewed." 

'I No further information was provided prior to exit. 

I 

According to the CMS RAI (Resident Assessment 

I

• Instrument) manual, Version 3.0, July 2010, 
Section C of the RAI Users Manual documents 

, the following information on page F-1: F0300: 
Should Interview for Daily and Activity 

I 

Preferences Be Conducted? 
Coding Instructions 
Record whether the resident preference interview 

should be attempted. 
Code 0, no: if the interview should not be 

j attempted with the resident. This option should be 
I selected for residents who are rarely/never 

understood, who need an interpreter but one was 
, not available, and who do not have a family 
1

1 

member or significant other available for 

1 

interview. Skip to F0800, (Staff Assessment of 
Daily and Activity Preferences). 
· Code 1, yes: if the resident interview should 

I be attempted. This option should be selected for 
! residents who are able to be understood, for 

whom an interpreter is not 
, needed or is present, or who have a family 

I member or significant other available for 
interview. Continue to F0400 (Interview for Daily 
Preferences) and F0500 (Interview for Activity 
Preferences). 

2. The facility staff failed to attempt Resident 
I 
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#1 O's interview for mood on the quarterly MOS 
assessment with an ARD of 1/16/15. 

Resident #10 was admitted to the facility on 
1/7/11 with a readmission on 1/17/13 with 
diagnoses that included, but not limited to; 
diabetes, hypertension (elevated blood pressure), 
dementia, atrial fibrillation (an abnormal heart 
beat), hyperlipidemia (elevated lipids in the blood 
stream), insomnia (difficulty with sleeping), 
depression and anemia (a low red blood count). 

Resident #1 O's most recent comprehensive MOS 
(minimum data set) was a quarterly assessment 
with an ARD (assessment reference date) of 
1/16/15. Resident #10 was coded on the MOS as 
having a BIMs (Brief Interview for Mental Status) 
score of 15 out of 15. The MOS manual 
documents that a score of 15 indicates that the 
resident's cognition is intact. Section B0700 of the 
1 /16/15 MOS coded Resident #10 as, 
"Understood" and "Understands." 

Section D0100 of Resident #1 O's 1 /16/15 MOS 
documented, in part; "Should Resident Mood 
Interview be Conducted? Attempt to conduct 
interview with all residents." A "0" was entered as 
the code. "0. No (resident is rarely/never 

: understood). Skip to and complete D0500-D0600, 
Staff Assessment of Resident Mood." D0500 staff 
assessment was completed and scores totaling 1 
in column 1 "symptom presence" was recorded 
and a score totaling 2 was recorded in column 2 
"symptom frequency". D0600 Total Severity 
Score contained a dash. Instruction beside the 
score states, "Add scores for all frequency 
responses in column 2, symptom frequency. 

' 

Total score must be between 00 and 30." 
I 
I 

I 

! 
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On 7/22/15 at 3:36 p.m. an interview was 
conducted with OSM (other staff member) #4, the 
social worker. OSM #4 was asked which 
sections of the MOS she was responsible for 
completing. OSM #4 responded that she was 
responsible for sections D, E and Q. OSM #4 
was asked whether or not a resident interview 
should always be attempted for section D. OSM 
#4 responded, "Unless the resident is in a coma 
then an interview should always be attempted." 
OSM #4 was asked when a staff assessment 
would be appropriate to complete for section D. 
OSM #4 responded, "We would do a staff 
assessment if a resident was lethargic and 
unable to respond. We would talk to the nurses 
and CNAs (certified nursing assistants to get the 
information." OSM #4 was asked whether or not 
there should be a score for the mood 
assessment. OSM #4 responded, "There should 
always be a score." OSM #4 was asked to 
review Resident #1 O's MOS for 1 /16/15. OSM #4 
stated, "There was no mood interview done with 
(name of Resident#10)." OSM #4 was asked 
whether or not Resident #10 would be 
interviewable, OSM #4 stated that (name of 
Resident #10) was coded as understands and is 
understood so she would have been 
interviewable. OSM #4 was asked whether or not 
a score was provided for her mood assessment, 
OSM #4 stated that it was not. OSM #4 stated 
that the person that had completed the 
assessment was no longer employed at the 
facility. OSM #4 was asked whether or not there 
was a facility policy regarding the completion of 

, the MOS, OSM #4 responded that there was not 
and that they referred to the•RAI (resident 

' assessment instrument). 

, The Centers for Medicare & Medicaid Services 

I 

I 

i 
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I (CMS) RAI manual documented the following: 

I "SECTION D: MOOD 
, Intent: The items in this section address mood 
I distress, a serious condition that is under 
diagnosed and undertreated in the nursing home 

I and is associated with significant morbidity. It is 
particularly important to identify signs and 

I symptoms of mood distress among nursing home 
residents because these signs and symptoms 

i can be treatable ... 

I 00100: Should Resident Mood Interview Be 
Conducted? 

) Item Rationale 
· This item helps to determine whether or not a 
I resident or staff mood interview should be 

conducted. 

I 

Health-related Quality of Life 
· Most residents who are capable of 
communicating can answer questions about how 

I they feel. 
Obtaining information about mood directly 

I from the resident, sometimes called "hearing the 
resident's voice," is more reliable and accurate 

i than observation alone for identifying a mood 
· disorder. .. 
1 Steps for Assessment 
i 1. Determine if the resident is rarely/never 

understood. If rarely/never understood, skip to 
I D0500, Staff Assessment of Resident Mood 
(PHQ-9-OV©). 

1 2. Review Language item (A 1100) to determine if 
/ the resident needs or wants an interpreter to 
communicate with doctors or health care staff 

I (A1100 = 1). 
If the resident needs or wants an interpreter, 

complete the interview with an interpreter. 
1 

Coding Instructions 
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• · Code 0, no: if the interview should not be 

I 

conducted. This option should be selected for 
. residents who are rarely/never understood, or 
· who need an interpreter (A 1100 = 1) but one was 

I 

not available. Skip to item D0500, Staff 
Assessment of Resident Mood (PHQ-9-0V©). 

· · Code 1, yes: if the resident interview should 
.

1 

be conducted. This option should be selected for 
residents who are able to be understood, and for 
whom an interpreter is not needed or is present. 
Continue to item D0200, Resident Mood Interview 

I (PHQ-9©) ... " 

I The DON (director of nursing) and Administrator 
were made aware of these findings at the end of 

I 

day meeting on 7/22/15 at 5:55 p.m. No further 
information was provided prior to the end of the 
survey. 

I 

· 3. The facility staff failed to attempt Resident 
, #16's interview for mood on the significant 
I change MOS assessment with an ARD of 1/9/15. 

Resident #16 was admitted to the facility on 
I 11/17/09 with a readmission on 12/26/14 with 
I diagnoses that included, but not limited to; CVD 
(cerebrovascular disease - affects the circulation 

I

, of blood to the brain), COPD (chronic obstructive 
pulmonary disease - a disease of the lungs), 

' hypertension (elevated blood pressure), 
hyperlipidemia (elevated lipids in the blood 

I stream), depression, GERO (gastroesophageal 
1 reflux disease -happens when your stomach 
contents come back up into your esophagus), 

i anemia (a low red blood cell count), anxiety, 
: dysphasia (difficulty with communication), and 

macular degeneration (a disease of the eye 
I causing blindness). 
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Resident #16's most recent comprehensive MOS 
(minimum data set) was a significant change 
assessment with an ARD (assessment reference 
date) of 1 /9/15. Resident #16 was coded on the 
MOS as having a BIMs (Brief Interview for Mental 
Status) score of five out of 15. The MOS manual 
documents that a score of five indicates that the 
resident's cognition is severely impaired. Section 
B0700 of the 1/9/15 MOS coded Resident #10 as, 
"Understood" and "Understands." 

Section D0100 of Resident #16's 1 /9/15 MOS 
documented, in part; "Should Resident Mood 
Interview be Conducted? Attempt to conduct 
interview with all residents." A "O" was entered as 
the code. "O. No (resident is rarely/never 
understood). Skip to and complete D0500-D0600, 
Staff Assessment of Resident Mood." D0500 staff 
assessment was completed and a score of "4" 
was documented. 

On 7/22/15 at 3:36 p.m. an interview was 
conducted with OSM (other staff member) #4, the 
social worker. OSM #4 was asked which 
sections of the MOS she was responsible for 
completing. OSM #4 responded that she was 
responsible for sections D, E and Q. OSM #4 
was asked whether or not a resident interview 
should always be attempted for section D. OSM 
#4 responded, "Unless the resident is in a coma 
then an interview should always be attempted." 
OSM #4 was asked when a staff assessment 
would be appropriate to complete for section D. 
OSM #4 responded, "We would do a staff 
assessment if a resident was lethargic and 
unable to respond. We would talk to the nurses 
and CNAs (certified nursing assistants to get the 

i information." OSM #4 was asked to review 

I 

! 

I 
I 
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Resident #16's MDS for 1 /9/15. OSM #4 stated, 
"There was no mood interview done with (name 
of Resident #16)." OSM #4 was asked whether 
or not Resident #16 would be interviewable, OSM 
#4 stated that (name of Resident #16) was coded 
as understands and is understood so she would 
have been interviewable. OSM #4 stated that the 
person that had completed the assessment was 
no longer employed at the facility. OSM #4 was 

I 

asked whether or not there was a facility policy 
regarding the completion of the MDS, OSM #4 

, responded that there was not and that they 
referred to the RAI (resident assessment 
instrument). 

The DON (director of nursing) and Administrator 
were made aware of these findings at the end of 
day meeting on 7/22/15 at 5:55 p.m. No further 
information was provided prior to the end of the 
survey. 
4. The facility staff failed to accurately code 

, Resident #6's quarterly MDS with an ARD of 

I

, 7/14/15 to demonstrate the pain interview had 
been attempted. 

Resident #6 was admitted to the facility on 4/6/15 

I 

with diagnoses that included but were not limited 
to: high blood pressure, malnutrition and subdural 

! hemorrhage (bleeding on the brain). Resident 
#6's most recent MDS, a quarterly assessment 

'1 with an ARD (assessment reference date) of 
I 7/14/15, coded the resident's cognitive skills for 
I 
daily decision making as severely impaired. 

I Section B0700 of Resident #6's quarterly MDS 
! assessment with an ARD of 7 /14/15 coded the 

resident as "Sometimes understood- ability is 
, limited to making concrete requests." 
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. Section J0200 documented, "Should Pain 
' Assessment Interview be Conducted? Attempt to 
conduct interview with all residents ... O. No 
(resident is rarely/never understood)." 

On 7/23/15 at 9:50 a.m., an interview was 
conducted with RN (registered nurse) #1, the 
MDS coordinator. RN #1 stated she attempts to 
interview all residents who can speak and tries 
several times. RN #1 stated she attempted to 
complete Resident #6's pain interview with the 
resident twice but the resident was non-verbal. 
When asked why she coded "Should Pain 
Assessment Interview be Conducted? Attempt to 
conduct interview with all residents ... O. No 
(resident is rarely/never understood)" on Resident 
#6's quarterly MDS assessment, RN #1 stated 
that section was miscoded and the RAI (Resident 
Assessment Instrument) would tell her to make a 
note. 

On 7/23/15 at 10:30 a.m., the administrator and 
director of nursing were made aware of the above 
findings. 

The CMS (Centers for Medicare & Medicaid 
Services) RAI manual documented the following: 

"J0200: Should Pain Assessment Interview Be 
Conducted? 

. Coding Instructions 
: Attempt to complete the interview if the resident is 
i at least sometimes understood 
I and an interpreter is present or not required. 
! • Code 0, no: if the resident is rarely/never 
understood or an interpreter is required but not 
available. Skip to Indicators of Pain or Possible 
Pain item (J0800). 
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Code 1, yes: if the resident is at least 
sometimes understood and an interpreter is 
present or not required. Continue to Pain 
Presence item (J0300) ... " 

No further information was presented prior to exit. 
F 279 483.20(d), 483.20(k)(1) DEVELOP 
SS=E COMPREHENSIVE CARE PLANS 

A facility must use the results of the assessment 
to develop, review and revise the resident's 
comprehensive plan of care. 

The facility must develop a comprehensive care 
plan for each resident that includes measurable 
objectives and timetables to meet a resident's 
medical, nursing, and mental and psychosocial 
needs that are identified in the comprehensive 
assessment. 

The care plan must describe the services that are 
to be furnished to attain or maintain the resident's 
highest practicable physical, mental, and 
psychosocial well-being as required under 
§483.25; and any services that would otherwise 
be required under §483.25 but are not provided 
due to the resident's exercise of rights under 
§483.10, including the right to refuse treatment 
under §483.10(b)(4). 

This REQUIREMENT is not met as evidenced 
by: 

, Based on staff interview, clinical record review, 
j and facility document review, it was determined 
' that the facility staff failed to develop a 
comprehensive care plan for 4 of 20 residents in 
the survey sample; Residents #5, #9, #12, and 

I 
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F 279 1.Resident #5 Care Plan was updated with 
psychosocial well-being and dehydration/ 

fluid maintenance on 07 /22/15. Resident 
#9 Care Plan was updated with dental care 

on 07 /22/15. Resident #12 Care Plan wasl 
updated with cognitive loss/dementia and 

communication on 08/12/15. Dental care 
was already care planned for Resident 
#12 on 05/22/12 and revised on 08/20/12. 
Resident #10 Care Plan was updated with 

cognitive loss/dementia on 08/12/15. 
2.AII Residents that require a Comprehen-

1 

sive Care Plan have the potential to be 1

1 

affected by this deficient practice. , 
3.RN Care Managers were re-educated on 

I

i 07 /23/15 to review CAAs and ensure I 

accuracy of Care Plan. All staff that 
contribute to the development of the 

1 

Comprehensive Care Plan will be 

! educated by 09/01/15. I 

4.MDS Coordinators or designee will audit 1 

100% of Comprehensive Care Plans •1 

: completed after 07 /23/15 and 25% audit of 
existing Care Plans weekly for 90 days. 

All findings will be reviewed and reported I 

i at Quarterly QA. 

I 
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#10. 

; 1. For Resident #5, the facility staff failed to 
develop a comprehensive care plan based on 
CAA triggered areas on the 7 /7 /15 
comprehensive (admission) MDS assessment, 
"Section V - Care Area Assessment." 

2. For Resident #9, the facility staff failed to 
develop a comprehensive care plan based on 
CAA triggered areas on the 6/26/15 
comprehensive (admission) MDS assessment, 

! under "Section V - Care Area Assessment." 
! 

I 3. The facility staff failed to develop a 
· comprehensive care plan for the triggered care 

areas of cognitive loss, dental and 
communication on Resident #12's annual MOS 
(minimum data set) assessment with an ARD 
(assessment reference date) of 3/3/15. 

4. The facility staff failed to develop a 
comprehensive care plan for the triggered care 

i areas of delirium and cognitive loss on Resident 
f #1 O's annual MOS (minimum data set) 
! assessment with an ARD (assessment reference 
! date) of 4/16/15. 

The findings include: 

1. For Resident #5, the facility staff failed to 
develop a comprehensive care plan based on 
CAA triggered areas on the 7/7/15 
comprehensive (admission) MOS assessment, 
"Section V - Care Area Assessment." 

. Resident #5 was admitted to the facility on 
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6/30/15 with the diagnoses of but not limited to 
after care for hip fracture, history of thrombosis 
and embolism, atrial fibrillation, breast cancer, 
and lung cancer. The most recent MOS 
(Minimum Data Set) was a 14-day assessment 
with an ARD (Assessment Reference Date) of 
7/14/15. The resident was coded as cognitively 
impaired in ability to make daily life decisions, 
scoring a 6 out of a possible 15 on the BIMS 
(Brief Interview for Mental Status) exam. The 
resident required total care for bathing; extensive 

I 

care for transfers, dressing, and hygiene; 
supervision; and was incontinent occasionally 

, incontinent of bowel and bladder. 

A review of the clinical record revealed the most 
recent comprehensive MOS (an admission/5-day 
MOS with an ARD of 7/7/15). Under Section V 
(the CAA Summary section), the following were 
documented as being a triggered area (as 
evidenced by an "X" in the box for column "A
Care Area Triggered"): Cognition, 
Communication, Urinary Incontinence and 
Indwelling Catheter, Psychosocial Well-being, 

j Mood State, Activities, Falls, Nutritional Status, 

I 

Dehydration/Fluid Maintenance, and Pressure 
, Ulcer; and was to be care planned as 
documented by an "X" in the box for column "B -

, Care Planning Decision." A care plan for the 

I 

triggered areas of Psychosocial Well-being and 
Dehydration/Fluid Maintenance could not be 
located. 

! On 7/22/15 at 5:12 p.m., RN #3 (Registered 
· Nurse #1, the MOS Coordinator) stated that 
triggered areas should be care planned. 

A review of the facility policy, "Assessment and 
Care of Patient /Resident Through Care Plan" 

I 
I 

I 

i 

I 
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documented, "Procedure: 1. A comprehensive 
care plan is developed for each resident that 
includes measurable objectives and time tables 
to meet a resident's medical, nursing, and mental 
and psychosocial needs that are identified in the 
comprehensive assessment. All residents on 
admission must have an assessment completed 
by a Licensed Nurse within twenty four hours of 

, admission. From this process of assessment, an 
Interim Care plan is created and used until the 
completion of comprehensive care plan. The 
comprehensive care plan is completed upon the 
completion of a comprehensive MDS. 2. The 
interdisciplinary team, in conjunction with the 
resident, resident's family, surrogate, or 

: representative should develop quantifiable 
' objectives for the highest level of functioning the 

resident may be expected to attain, based upon 
the comprehensive assessment. The 
interdisciplinary team should show evidence in 
the Care Assessment areas (CAA) or clinical 
record of the following: Resident's status in 

, triggered CAA's, Facility's rationale for deciding to 
proceed with care planning; Evidence that the 
facility considered the development of care 
planning interventions for all CAA's triggered by 
the MDS ... " 

On 7/22/15 at 5:56 p.m., at the end of day 
meeting, the Administrator was made aware of 
the findings. No further information was provided 
by the end of the survey. 

Section V of the MDS documents at the top of the 
! page the following instructions: 
! 1. Check column A if the Care Area is triggered. 

2. For each triggered Care Area, indicate whether 
i a new care plan, care plan revision, or 
i continuation of current care plan is necessary to 

i 
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address the problem(s) identified in your 
assessment of the care area. The Addressed in 
the Care Plan column must be completed within 7 
days of completing the RAI (MOS and CAA(s)). 
Check column B if the triggered care area is 
addressed in the care plan. 
3. Indicate in the Location and Date of CAA 
information column where information related to 
the CAA can be found. CAA documentation 
should include information on the complicating 
factors, risks and any referrals for this resident for 
this care area. 

2. For Resident #9, the facility staff failed to 
develop a comprehensive car plan based on CAA 
triggered areas on the 6/26/15 comprehensive 
(admission) MOS assessment, under "Section V -
Care Area Assessment." 

Resident #9 was admitted to the facility on 
6/20/15 with the diagnoses of but not limited to 
subdural hematoma, cerebral vascular disease, 

, diabetes, depression, high blood pressure, 
·1 polyneuropathy, and insomnia. The most recent 

MOS (Minimum Data Set) was the admission 
MOS with an ARD (Assessment Reference Date) 
of 6/26/15. The resident was coded as 

, cognitively intact in ability to make daily life 
I decisions, scoring a 14 out of a possible 15 on 

1 
the BIMS (Brief Interview for Mental Status) 

1 exam. The resident was coded as requiring 
extensive assistance for transfers, dressing, 

! hygiene, and bathing; supervision for eating; and 
I incontinent of bowel and bladder. 

A review of the clinical record revealed the above 
, MOS. Under Section V (the CAA Summary 

I 
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section), the following were documented as being 
a triggered area (as evidenced by an "X" in the 
box for column "A- Care Area Triggered"): AOL 
Functional/Rehabilitation Potential, Urinary 
Incontinence and Indwelling Catheter, Falls, 
Dental Care, Pressure Ulcer, Psychotropic Drug 
Use, and Pain. All areas except Dental Care was 
to be care planned as documented by an "X" in 
the box for column "B - Care Planning Decision." 
A care plan for all the triggered areas could not 

, be located. 

On 7/22/15 at 5:12 p.m., RN #3 (Registered 
Nurse #1, the MOS Coordinator) stated that 
triggered areas should be care planned. 

On 7/22/15 at 5:56 p.m., at the end of day 
, meeting, the Administrator was made aware of 
' the findings. No further information was provided 
by the end of the survey. 

3. The facility staff failed to develop a 
comprehensive care plan for triggered care areas 
for Resident #12. 

Resident #12 was admitted to the facility on 
1 /1 /14 with a readmission on 3/19/14 with 
diagnoses that included, but not limited to; 
chronic kidney disease, hypercoagulable state 
(an abnormality of blood coagulation), diabetes, 
hypertension (elevated blood pressure), anxiety, 
CHF (congestive heart failure), hypothyroidism (a 
decreased function of the thyroid), and 
hyperlipidemia (elevated lipids in the blood 
stream). 

Resident #12's most recent comprehensive MOS 
(minimum data set) was an annual assessment 
with an ARD (assessment reference date) of 
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3/3/15. Resident #12 was coded on the MDS as 
having a BIMs (Brief Interview for Mental Status) 
score of three out of 15. The MOS manual 
documents that a score of three indicates that the 
resident's cognition is severely impaired 

A review of Resident #12's MDS with an ARD of 
3/3/15 revealed in Section V - Care Area 
Assessment (CAA), that the following care areas 
were checked under the heading "B. Care 
Planning Decision": 
"02. Cognitive Loss/Dementia" 
"04. Communication" 
"15. Dental Care" 

The instruction provided in Section V states, "2. 
For each triggered Care Area, indicate whether a 
new care plan, care plan revision, or continuation 
of current care plan is necessary to address the 
problem(s) identified in your assessment of the 
care area. Check column B if the triggered care 
area is addressed in the care plan." Section V, 
Column B for Resident #12's MOS is checked for 
cognitive loss/dementia, communication and 
dental care. 

A review of Resident #12's comprehensive care 
plan dated 3/19/14, with revision dates of 2/19/15, 
did not reveal a care plan to address cognitive 
loss/dementia, communication and dental care. 

1 On 7/22/15 at 2:40 p.m. an interview was 
I conducted with RN (registered nurse) #6, the 
I nurse care manager. RN #6 was asked who was 

responsible for developing care plans. RN #6 
responded that she and another nurse care 

, manager worked together to develop care plans 
i on admission. RN #6 was asked who was 
; responsible for updating/reviewing and revising 
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the care plans. RN #6 stated that she and the 
other nurse care manager would be responsible 
for ensuring that a care plan was completed. RN 

i #6 was asked how the CAA (care area 
assessment) on the MDS impacted the care plan 
development. RN #6 stated that she would 
compare the CAA worksheet to the care plan to 
ensure that all triggered CAAs were addressed in 
the care plan, an exception would be if there was 
a decision to not to care plan a triggered area and 
that would be indicated on the CAA worksheet 
summary. At this time RN #6 was asked to 
provide evidence that a care plan had been 
completed for Resident #12 to address cognitive 
loss/dementia, communication and dental care. 

On 7/22/15 at 3:25 p.m. RN #6 provided a copy of 
Resident #12's care plan and was unable to 
provide evidence that the areas discussed had 
been care planned. 

On 7/22/15 at 5:55 p.m. an end of day meeting 
was conducted with ASM (administrative staff 
member) #1, the administrator and ASM #2, the 
director of nursing. ASM #1 and ASM #2 were 
made aware of these findings, no further 
information was provided prior to the end of 
survey. 

4. The facility staff failed to develop a 
comprehensive care plan for triggered care areas 
for Resident # 10. 

Resident #10 was admitted to the facility on 
1/7/11 with a readmission on 1/17/13 with 

• diagnoses that included, but not limited to; 
diabetes, hypertension (elevated blood pressure), 
dementia, atrial fibrillation (an abnormal heart 

I 
I 
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beat), hyperlipidemia (elevated lipids in the blood 
stream), insomnia (difficulty with sleeping), 
depression and anemia (a low red blood count). 

Resident #1 O's most recent comprehensive M DS 
(minimum data set) was an annual assessment 
with an ARD (assessment reference date) of 
4/16/15. Resident #10 was coded on the MOS as 
having a BIMs (Brief Interview for Mental Status) 
score of 14 out of 15. The MDS manual 
documents that a score of 14 indicates that the 
resident's cognition is intact. 

Further review of Resident #1 O's MOS with an 
ARD of 4/16/15 revealed in Section V - Care Area 
Assessment (CAA), that the following care areas 
were checked under the heading "B. Care 
Planning Decision": 
"02 Cognitive Loss/dementia" 

, The instruction provided in Section V states, "2. 
For each triggered Care Area, indicate whether a 
new care plan, care plan revision, or continuation 
of current care plan is necessary to address the 
problem(s) identified in your assessment of the 
care area. Check column B if the triggered care 
area is addressed in the care plan." Section V, 
Column B for Resident #10's MDS is checked for 
cognitive loss/dementia. 

A review of Resident #1 O's comprehensive care 
plan dated 1/17/13, with revision dates of4/17/15, 

, did not reveal a care plan to address cognitive 
I loss/dementia. 
I 

On 7/22/15 at 2:40 p.m. an interview was 
conducted with RN (registered nurse) #6, the 
nurse care manager. RN #6 was asked who was 

1 
responsible for developing care plans. RN #6 

i 
I 
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responded that she and another nurse care 
i manager worked together to develop care plans 
: on admission. RN #6 was asked who was 

responsible for updating/reviewing and revising 
the care plans. RN #6 stated that she and the 
other nurse care manager would be responsible 
for ensuring that a care plan was completed. RN 
#6 was asked how the CAA ( care area 
assessment) on the MDS impacted the care plan 
development. RN #6 stated that she would 
compare the CAA worksheet to the care plan to 

, ensure that all triggered CAAs were addressed in 
the care plan, an exception would be if there was 
a decision to not to care plan a triggered area and 
that would be indicated on the CAA worksheet 
summary. At this time RN #6 was asked to 

' provide evidence that a care plan had been 
completed for Resident #1 to address cognitive 
loss/dementia, 

On 7/22/15 at 3:25 p.m. RN #6 provided a copy of 
Resident #1 O's care plan and was unable to 
provide evidence that cognitive loss/dementia 
had been care planned. 

On 7/22/15 at 5:55 p.m. an end of day meeting 
was conducted with ASM (administrative staff 
member) #1, the administrator and ASM #2, the 
director of nursing. ASM #1 and ASM #2 were 
made aware of these findings, no further 
information was provided prior to the end of 
survey. 

F 280 483.20(d)(3), 483.1 0(k)(2) RIGHT TO 
SS=D PARTICIPATE PLANNING CARE-REVISE CP 

The resident has the right, unless adjudged 
' incompetent or otherwise found to be 
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incapacitated under the laws of the State, to 
participate in planning care and treatment or 
changes in care and treatment. 

A comprehensive care plan must be developed 
within 7 days after the completion of the 
comprehensive assessment; prepared by an 
interdisciplinary team, that includes the attending 

' physician, a registered nurse with responsibility 
for the resident, and other appropriate staff in 
disciplines as determined by the resident's needs, 
and, to the extent practicable, the participation of 
the resident, the resident's family or the resident's 
legal representative; and periodically reviewed 
and revised by a team of qualified persons after 
each assessment. 

1, This REQUIREMENT is not met as evidenced 
by: 
Based on staff interview, facility document review 

•1' and clinical record review, it was determined that 
the facility staff failed to review and revise the 

1 

care plan for three of 20 residents in the survey 
sample, Residents #1, #11 and #15. 

I 

j 1. The facility staff failed to review and revise the 
I care plan following a fall on 12/18/14 for Resident 
#1, 

2. The facility staff failed to update Resident #11 's 
comprehensive care plan following a fall on 
11/14/14. 

i 3. The facility staff failed to update Resident 
' #15's comprehensive care plan following a fall on 
6/30/15. 
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The findings include: 
1. Resident #1 was admitted to the facility on 
6/1/12 and most recently readmitted on 6/11/15 

I with diagnoses including, but not limited to: 
: breast cancer, depressive disorder, diabetes, 
atrial fibrillation and osteoporosis. On the most 
recent MDS (minimum data set), a 14-day 
Medicare assessment with assessment reference 
date 6/25/15, she was coded as having moderate 
cognitive impairment for making daily decisions. 
She was coded as requiring the assistance of 
staff for bed mobility, transfers, ambulation, 
dressing, toileting and personal hygiene. 

A review of the list of falls provided by facility staff 
for Resident #1 revealed that a fall occurred on 
12/18/14. A review of the nurse's notes for 
Resident #1 revealed no description of a fall 
occurring on that date. A review of the facility 
incident report for a 12/18/14 fall for Resident #1 

1 revealed, in part, the following: "Writer called into 
room. Pt (patient) observed sitting on floor with 
back against the wall. Walker turned over on its 
side. CNA (certified nursing assistant) reported 
that she was making pts (patients) bed when she 
heard pts walker fall. Pt appeared to be in no 
distress with no major injuries noted." The 
description included details of a physical 

I assessment and vital signs performed at the time 
! of the fall. The incident report documented that 
I Resident #1 was re-educated on the use of the 
. call light and on calling for assistance before 
' ambulating as interventions to prevent future falls. 

: A review of the comprehensive care plan for 
; Resident #1 revealed no documentation of the 
, above-referenced fall or of the new interventions 
! put into place. 
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On 7/22/15 at 2:50 p.m., RN (registered nurse) 
#7 was interviewed regarding the process for 
updating a resident's care plan after a fall. She 
stated that nurses are required to fill out an 
incident report and make a falls note entry in the 
nurse's note. She stated that the care plan would 
be later updated either by a floor nurse or a care 
manager. She stated that all nurses have been 
trained to update the care plans immediately at 
the time of a fall, if possible. When asked to 
identify a care plan update for the 
above-referenced fall, she stated: "I don't see it. 
I must have just missed it." 

On 7/22/15 at 3:40 p.m., LPN (licensed practical 
nurse) #1 was interviewed regarding the process 
for updating a resident's care plan after a fall. 
She stated that the nurse working at the time of 
the fall is responsible for making an update to the 
care plan. 

On 7/22/15 at 5:55 p.m., ASM (administrative 
staff member) #1, the administrator, ASM #2, the 
director of nursing, LPN (licensed practical nurse) 
#1, RN (registered nurse) #1, the MDS 
coordinator, RN #2, the quality assurance nurse, 
RN #3, a care manager, and RN #6, a care 
manager, were informed of these concerns. 
Policies regarding fall documentation and care 
plan updates were requested. 

A review of the facility policy entitled "Fall 

Resident Assessment and Investigation" 
revealed, in part, the following: "A fall 
investigation will be completed with each incident. 

1 

The charge nurse to complete incident 
i documentation promptly after fall has occurred. 
: Input from involved parties, including but not 

I 

I 

i 
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i limited to: resident, family, physician, nursing 
staff, rehab (rehabilitation) therapist, activity staff 

1 and social worker. The fall investigation form will 
' be utilized in reviewing and revising the residents 
1 care plan to minimize the recurrence of falls or 

injury." 

I 

A review of the policy entitled "Assessment and 
Care of Patient/Resident Through Care Plan" 

1 revealed, in part, the following: "The care plan is 
evaluated and changed in reference to the 

! resident's response to treatment and whenever 
there is a change in the resident. All disciplines 

I participate in maintaining the care plan so that it 
reflects the current status of the resident." 

i 
No further information was provided prior to exit. 

i Basic Nursing, Essentials for Practice, 6th edition, 
(Potter and Perry, 2007, pages 119-127), was a 

i reference for care plans. "A nursing care plan is 
' a written guideline for coordinating nursing care, 
, promoting continuity of care and listing outcome 
' criteria to be used in the evaluation of nursing 

care. The written care plan communicates 
, nursing care priorities to other health care 

professionals. The care plan also identifies and 
coerdinates resources used to deliver nursing 

1 care. A correctly formulated care plan makes it 
easy to continue care from one nurse to another. 
If the patient's status has changed and the 

: nursing diagnosis and related interventions are 
no longer appropriate, modify the nursing care 

. plan. An out of date or incorr.ect care plan 
: compromises the quality of nursing care." 

2. The facility staff failed to update Resident #11 's 
1 comprehensive care plan following a fall on 

11/14/14. 
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Resident #11 was admitted to the facility on 
7/15/14 and readmitted to the facility on 4/18/15 
with diagnoses that included but were not limited 
to: osteomyelitis (bone infection) of the ankle and 
foot, diabetes and chronic kidney disease. 
Resident #11's most recent MDS (minimum data 
set), a 30 day Medicare assessment with an ARD 
(assessment reference date) of 5/16/15, coded 
the resident's cognition as being severely 
impaired. Section J documented Resident #11 
had not sustained any falls since reentry or the 
prior assessment. 

Review of Resident #11 's clinical record revealed 
a nurse's note dated 11/14/14 that documented, 
"This nurse heard resident calling out for help and 
bed alarm sounding. Resident observed lying on 
right side while on floor stating that he needed to 
go to the bathroom. No injuries observed. Vital 
signs stable. Resident denied hitting his head 
and no injuries noted. Resident assessed for 
injuries/pain, ROM (range of motion) performed, 
vital signs obtained and resident assisted to 

I 

bathroom via w/c (wheelchair) by staff. Resident 
then assisted back to bed with bed alrm (sic) in 

I place, bed in lowest position and call bell within 
reach. MD (medical doctor) and RP (responsible 
party) notified." 

I 

I Resident #11 's comprehensive care plan initiated 
1 

on 7/16/14 failed to document any information 
regarding Resident #11's fall on 11/14/14. 

I On 7/22/15 at 3:00 p.m., an interview was 
I 

I conducted with RN (registered nurse) #3, 
' Resident #15's case manager who was not 

employed at the facility in November 2014. RN 
#3 said after a fall, the care plan should be 
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updated after each fall and new interventions 
: should be added as appropriate. RN #3 stated 
after a resident falls, she assesses the resident, 
reviews the interventions and documents the fall 
and any new interventions on the resident's care 
plan. 

On 7/22/15 at 6:07 p.m., the administrator and 
director of nursing were made aware of the above 
findings. 

The facility policy titled "Fall Resident 
Assessment and Investigation" documented in 
part, "Purpose: To provide a comprehensive, 
consistent approach to assess residents at risk 
for falls and to implement interventions to reduce 
risks for recurrence and injury ... ?. The fall 
investigation form will be utilized in reviewing and 
revising the residents care plan to minimize the 
recurrence of falls or injury ... " 

The facility policy titled "Assessment and Care of 
Patient/Resident through Care Plan" documented 
in part, "8. The care plan is evaluated and 
changed in reference to the resident's response 
to treatment and whenever there is a change in 
the resident..." 

No further information was provided prior to exit. 

i 3. The facility staff failed to update Resident 
#15's comprehensive care plan following a fall on 
6/30/15. 

Resident #15 was admitted to the facility on 
4/25/15 with diagnoses that included but were not 
limited to: diabetes (a blood sugar disease), 
chronic kidney disease and congestive heart 
failure. Resident #15's most recent MDS 
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(minimum data set), a 14 day Medicare 
I assessment with an ARD (assessment reference 
, date) of 5/9/15, coded the resident's cognition as 
, being severely impaired. Section J documented 
I Resident #15 had not sustained a fall since 

reentry or the prior assessment. 

I Review of Resident #15's clinical record revealed 
, a nurse's note dated 6/30/15 that documented the 
I resident was found on the floor without injury in 
the bed room. The note further documented a low 

I bed, mat and motion alarm was used. 

Resident #15's comprehensive care plan initiated 

I 

on 4/27 /15 and revised on 7 /20/15 failed to 
document any information regarding Resident 

1 

#15's fall on 6/30/15. 

On 7/22/15 at 3:00 p.m., an interview was 
conducted with RN (registered nurse) #3, 
Resident #15's case manager. RN #3 said after 
a fall, the care plan should be updated after each 
fall and new interventions should be added as 
appropriate. RN #3 stated after a resident falls, 
she assesses the resident, reviews the 
interventions and documents the fall and any new 
interventions on the resident's care plan. 

On 7/23/15 at 8:52 a.m., RN #3 stated staff has 
! every intervention in place to prevent Resident 
' #15's falls. RN #3 stated the interventions 
included alarms, mats, a different bed, and 

I medication changes. RN #3 stated staff had also 
, spoken with the resident's daughter about hiring a 
I 24 hour sitter. RN #3 stated staff concluded to 
continue current interventions when Resident #15 

1. fell on 6/30/15 but the care plan was not updated 
after that fall. 

I 
I 
I 

I 
I 

I 

I 

I 

I 
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/ On 7/23/15 at 10:30 a.m., the administrator and 
director of nursing were made aware of the above 

I findings. 

, The facility policy titled "Assessment and Care of 
j Patient/Resident through Care Plan" documented 
I in part, "8. The care plan is evaluated and 
, changed in reference to the resident's response 

1 

to treatment and whenever there is a change in 

/ the resident..." 

No further information was provided prior to exit. 

F 281 I 483.20(k)(3)(i) SERVICES PROVIDED MEET 
SS=D PROFESSIONAL STANDARDS 

The services provided or arranged by the facility 
i must meet professional standards of quality. 

This REQUIREMENT is not met as evidenced 

'by: 
/ Based on staff interview, facility document review 
i and clinical record review, it was determined that 
the facility staff failed to follow professional 
standards of practice for two of 20 residents in 

/ the survey sample, Residents #11 and #1. 

1. For Resident #11, the facility staff failed to 
accurately transcribe a physician's order to reflect 

j the use of liquid medication instead of capsule 

1 

medication. 

2. The facility staff failed to document a fall on 
12/18/14 in the clinical record for Resident #1. 

, The findings include: 

• 1. For Resident #11, the facility staff failed to 

I 

I 

I 
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1 
1.Resident #11 had revision of physician 

order from capsule to liquid on 07/22/15. , 

i Documentation cannot be entered to reflect/ 
! fall on 12/18/14 for Resident #1 due to timel 
lapse. Follow up documentation post fall is , 

I noted in Resident #1 EMR on 12/19/14. I 

, 2. All residents are at risk for this deficient , 

practice. 
'3.Charge nurse for Resident #11 was 
I counseled in regards to requirement of 
physician order clarification on 07 /22/15. 
All nurses will be educated by Director of 

I QA or designee on physician order 
I 

' clarification and post fall documentation 

requirement in EMR by 09/01 /15. 

09/04/15 
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accurately transcribe a physician's order to reflect 
the use of liquid medication instead of capsule 
medication. 

Resident #11 was admitted to the facility on 
7/15/14 and readmitted to the facility on 4/18/15 
with diagnoses that included but were not limited 
to: osteomyelitis (bone infection) of the ankle and 
foot, diabetes and chronic kidney disease. 
Resident #11's most recent MOS (minimum data 
set), a 30 day Medicare assessment with an ARD 
(assessment reference date) of 5/16/15, coded 
the resident's cognition as being severely 
impaired. 

Review of Resident #11 's clinical record revealed 
a physician's order dated 7/10/15 that 
documented an order for *Vancomycin HCI 
(hydrochloride) Capsule 125 mgs (milligrams)-
125 mgs by mouth every six hours for **C-Diff 
positive. 

On 7/17/15 the above order was discontinued 
and an order was written for Vancomycin HCI 

'I Capsule 125 mgs- 2.5 mis (milliliters) by mouth 
every six hours for C-Diff positive until 7/31/15. 

I 

Resident #11's comprehensive care plan revised 
on 7/4/15 documented in part, "(Name of 

,

1

. Resident#11) has Cdiffdiarrhea ... (Name of 
Resident #11) is receiving PO (by mouth) 

! anti-biotics and pro-biotics to his dietary regimen 
to treat Cdiff infection. Medications administered 
per MD (medical doctor) orders ... " 

I 

I On 7/22/15 at 10:43 a.m., an interview was 
conducted with LPN (licensed practical nurse) #3, 
the nurse responsible for transcribing the 

, Vancomycin order on 7/17/15. LPN #3 was 
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asked to explain why the 7/17/15 Vancomycin 
order documented 125 mg capsules but to give 
2.5 mis (liquid). LPN #3 stated she was giving 
Resident #11 5 mis- 250 mgs but the physician 
reduced the dose to 125 mgs and the pharmacy 
didn't send the medication in capsule form 
because of the dose. When asked if the 7/17/15 
Vancomycin order could only be transcribed into 
the computer to read Vancomycin Capsule 125 
mgs- 2.5 mis by mouth every six hours, LPN #3 
stated, "It should say Vanco HCI 2.5 milliliters by 
mouth every six hours by mouth for C-Diff until 
7/31/15." When asked if the order should have 
been transcribed as capsule form, LPN #3 stated, 
"No we started off capsule and switched to liquid." 
At this time, LPN #3 was asked to show Resident 
#11's Vancomycin to this surveyor. LPN #3 left 
the room and came back with a bottle of liquid 

: Vancomycin 250mg/5ml. 

On 7/22/15 at 6:07 p.m., the administrator and 
, director of nursing were made aware of the above 
! findings. Copies of all of Resident #11's 
i Vancomycin orders and a policy regarding 
transcription of physician's orders were 
requested. 

On 7/23/15 at 7:38 a.m., an interview was 
conducted with LPN #1 and LPN #3. Both nurses 

i stated they could not print the original 7 /17 /15 
Vancomycin order because of the way it was 
entered into the computer (entered in as 
prescriber written). LPN #3 stated she actually 
received the order as a telephone order on 
7/17/15 and at that time, the physician said he 
was okay with Resident #11 receiving 

. Vancomycin liquid instead of capsules. A copy of 
' a revised version of the original 7/17/15 
· Vancomycin order was presented. The order 
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documented, "Original Value: Give 2.5 ml by 
mouth every 6 hours for C-Diff positive until 
07/31/2015 23:59 (11 :59 p.m.)- Updated Value: 
Give 2.5 ml by mouth every 6 hours for C-Diff 
positive until 07/31/2015 23:59 may use liquid if 
capsule unavailable; User Name & Designation: 
(Name of LPN #1) (Resource Nurse); Date 
07/22/201511:12 (11:12 a.m.)" 

On 7/23/15 at 9:03 a.m. an interview was 
conducted with LPN #1 regarding the revised 
Vancomyciri order. LPN #1 stated she attempted 
to print the original 7 /17 /15 Vancomycin order 
during the previous day but couldn't do so 
because it was transcribed into the computer as 
prescriber written. LPN #1 stated at that time, 
she updated the order to include the information 
to use liquid if capsules were unavailable. LPN 
#1 confirmed the original 7/17/15 Vancomycin 

, order did not contain permission to use liquid if 
capsules were unavailable. 

The facility policy titled "Telephone Orders" 
documented in part, "1. Verbal orders and written 
prescriptions must be transcribed by the charge 
nurse on the form 'Physicians Interim/Telephone 
Order' or electronically recorded into EMR 
(electronic medical record) and printed on 
'Physician Pharmacy Order' form ... 3. The 
telephone order must contain the instructions 
from the physician, the name of the physician 

i who gave the order, date, time, and electronic 
I signature/name of the nurse ... " 

No further information was presented prior to exit. 

, "Verbal orders should be avoided when possible, 
I • . . 
I because mIscommunicatIons can occur and you'll 
1 lack a written record of the order ... anytime you 
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accept a verbal order, it's your responsibility to 
ensure the accuracy of the communication. This 
holds true even in an emergency ... afterward 
write and sign the order that was given to you 
verbally by the prescriber and have the prescriber 
sign your written copy as soon as possible ... " 
Fundamentals of Nursing Lippincott Williams and 
Wilkins 2007 page 167-168. 

*Vancomycin is used to treat infection. This 
, information was obtained from the website: 

http://www.nlm.nih.gov/medlineplus/druginfo/med 
s/a604038.html 

**"Clostridium difficile (C. difficile) is a bacterium 
that causes diarrhea and more serious intestinal 
conditions such as colitis ... " This information was 
obtained from the website: 
http://vsearch.nlm.nih.gov/vivisimo/cgi-bin/query
meta?v%3Aproject=medlineplus&v%3Asources= 
medlineplus-bundle&query=c+diff 

2. The facility staff failed to document a fall on 
12/18/14 in the clinical record for Resident #1. 

Resident #1 was admitted to the facility on 6/1/12 
and most recently readmitted on 6/ 11 /15 with 

' diagnoses including, but not limited to: breast 
• cancer, depressive disorder, diabetes, atrial 
i fibrillation and osteoporosis. On the most recent 
' MOS (minimum data set), a 14-day Medicare 
: assessment with assessment reference date 
: 6/25/15, she was coded as having moderate 
: cognitive impairment for making daily decisions. 
: She was coded as requiring the assistance of 
i staff for bed mobility, transfers, ambulation, 
dressing, toileting and personal hygiene. 

A review of the list of falls provided by facility staff 
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for Resident #1 revealed that a fall occurred on 
12/18/14. A review of the nurse's notes for 
Resident #1 revealed no description of a fall 
occurring on that date. A review of the facility 
incident report for a 12/18/14 fall for Resident #1 
revealed, in part, the following: "Writer called into 
room. Pt (patient) observed sitting on floor with 
back against the wall. Walker turned over on its 
side. CNA (certified nursing assistant) reported 
that she was making pts bed when she heard pts 
walker fall. Pt appeared to be in no distress with 
no major injuries noted." The description 
included details of a physical assessment and 
vital signs performed at the time of the fall. The 
incident report documented that Resident #1 was 
re-educated on the use of the call light and on 
calling for assistance before ambulating as 
interventions to prevent future falls. 

A review of the nurse's notes for Resident #1 I 

failed to reveal a note describing/documenting 
this fall. I 

On 7/22/15 at 9:30 a.m., ASM (administrative 
staff member) #2, the director of nursing, was 
interviewed about the incident reports provided 
the previous day to the surveyor. When asked if 

I 

the incident reports are considered to be a part of 
a resident's clinical record, ASM #2 stated: "No. 

i These are part of our risk management. They 
! are not ever to be a part of the clinical record. 
I We just let you see it because it was easier." 

i On 7/22/15 at 2:50 p.m., RN (registered nurse) 
' #7 was interviewed regarding the process for 
: documenting a resident's fall. She stated that 
nurses are required to fill out an incident report 

I and make a falls note entry in the nurse's note. 
, When asked to locate a nurse's note for the 
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' above-referenced fall, she stated: "I don't see it. 

1 

I must have just missed it." 
I 

On 7/22/15 at 3:40 p.m., LPN (licensed practical 
I nurse) #1 was interviewed regarding 
I documentation of a resident's fall. She stated 
, that a fall should be documented on an incident 
I report. She stated that the incident report has a 
progress note section in it, and that section 

. automatically links to the progress notes in the 
I medical record. 

On 7/22/15 at 5:55 p.m., ASM (administrative 
/ staff member) #1, the administrator, ASM #2, the 
director of nursing, LPN (licensed practical nurse) 
#1, RN (registered nurse) #1, the MOS 

1 coordinator, RN #2, the quality assurance nurse, 
: RN #3, a care manager, and RN #6, a care 
manager, were informed of these concerns. 

'1 Policies regarding fall documentation were 
requested. 

I

. A review of the facility policy entitled "Fall 
, Resident Assessment and Investigation" 

revealed, in part, the following: "Falls will be 
. documented in Risk Management for quality 
I purposes and the progress note is linked to the 
' Electronic Medical Record. A fall investigation will 
be completed with each incident. The charge 
nurse to complete incident documentation 

, promptly after fall has occurred." 

No further information was provided prior to exit. 

The following quotation is found in Potter and 
Perry's Fundamentals of Nursing 6th edition 

, (2005, p. 477): "Documentation is anything 
written or printed that is relied on as record or 
proof for authorized persons. Documentation 
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SS=D 

within a client medical record is a vital aspect of 
nursing practice. Nursing documentation must be 
accurate, comprehensive, and flexible enough to 
retrieve critical data, maintain continuity of care, 
track client outcomes, and reflect current 
standards of nursing practice. Information in the 
client record provides a detailed account of the 
level of quality of care delivered to the clients." 

483.20(k)(3)(ii) SERVICES BY QUALIFIED 
PERSONS/PER CARE PLAN 

The services provided or arranged by the facility 
must be provided by qualified persons in 
accordance with each resident's written plan of 
care. 

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 follow the plan of care for one of 20 

I residents in the survey sample, Resident #7. 

i The facility staff failed to follow the plan of care 
for Resident #7's pacemaker (medical follow up, 

i pacemaker check, and/or battery replacement). 

I The findings include: 

Resident #7 was admitted to the facility on 
i 11/30/10 and readmitted on 11/2/12 with 
! diagnoses that included but were not limited to 
· high blood pressure, atrial fibrillation with 
pacemaker, hyperlipidema, chronic ischemic 

I heart disease, depressive disorder, 
i, hypothyroidism, breast cancer, and osteoporosis. 

Resident #7's most recent comprehensive MOS 

I 
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F 282 1.On 07/22/15, appointment was made for 09/04/15 

pacemaker check on 08/20/15 for Residen, 
#7 to ensure adherence to plan of care. 
2.AII residents with a plan of care for 1 

pacemaker are at risk for this deficient 

practice. I 

3.Educated RN Care Manager to review all 
components of Care Plan during quarterly ' 

Care Plan review and to include necessary! 

follow up appointments. Will educate all I 

1 
nurses on Care Plan review process to 

I ensure all components of plan of care are 
1 

followed. Physician orders will be entered I 

on required follow up appointments to alert 

'I nurses of need for pacemaker 
1 appointments. 
4.DON or designee will monitor all 

j residents that have a pacemaker on a 

. monthly basis to ensure Care Plan is I 

followed. All findings will be reviewed and 

! reported at Quarterly QA. 
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(minimum data set) was an annual assessment 
with an ARD (assessment reference date) of 
10/17/14. Resident #7 was coded as being 

1 cognitively intact in the ability to make daily life 
· decisions scoring 10 out of 15 on the BIMS (brief 

interview of mental status). Resident #7 was 
coded as making self understood by others and 
being able to .understand others. Resident# 7 

i was coded as requiring supervision with 
! transfers, toilet use, bathing and personal 

hygiene; limited assistance with dressing, and 
independent with meals. 

Review of the clinical record revealed a care plan 
initiated on 11/14/2012. The care plan 
documented that Resident #7 had a pacemaker 
and interventions were in place to maintain 
adequate cardiac output. The interventions in part 
documented the following, "Know the plan for 
continued medical follow up, pacemaker check, 
and/or battery replacement schedule." 

Further review of the clinical record revealed no 
documentation that Resident #7 was receiving 
continued medical follow up, pacemaker checks 
and/or had a battery replacement schedule. 

On 7/22/15 at 2:30 p.m., LPN (licensed practical 
nurse) # 4 reviewed Resident #7's clinical record 
and stated, "I see the care plan but I do not see 
how many times we are checking, or if we are 
checking. I do not see anything in the physician ' 
s visits. I don't see anything about pacemaker 
checks." When asked if Resident #7 is seeing a 
cardiologist she stated," I will call the family to 
find out and if she gets it checked." 

On 7/22/15 at 3:30 p.m., an interview was 
conducted with RN (registered nurse)# 3, the unit 
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manager. When asked about Resident #7's 
pacemaker checks she stated, "I talked to the 
daughter and the resident was seeing [name of 
cardiology group]. She had an appointment 6 
months after 11/12/12 that her daughter forgot to 
take her to. The daughter also forgot to tell the 
facility about this appointment. I contacted [name 
of cardiology group] today and found out that her 
former cardiologist left the practice. The practice 

faxed over a copy of her last visit and pacemaker 
check and the facility made her an appointment 
for Aug 20th, 2015. I also found that the longevity 
of her pacemaker is 4 years." 

According to Resident #7's cardiologist visit 
report, the last pacemaker check was completed 
by (name of cardiology group] on 11/21/12 (3 
years ago). 

When asked RN #3 if there should have been 
medical follow up and pacemaker checks for 
Resident 7's pacemaker, she stated, " Yes, there 
was a disconnect." When asked if Resident #7's 
care plan was followed she stated," no but to be 
honest the interventions are default interventions 

' and no one checked or updated it." 

On 7/22/15 at 4:00 p.m., an interview was 
conducted with LPN #5, regarding the process of 
admitting a resident with a pacemaker. LPN 

I 

#5.stated, "We first check to see if they have a 
pacemaker during a skin assessment and write 

: an order to check the apical pulse." When asked 
when they check the pacemaker function she 
stated, "The Resident will usually have an order 

j from the hospital or practice that tells us when to 
, check the function and how often. We will usually 

call and schedule an appointment to have the 

pacemaker checked." When asked the process 
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: of ensuring pacemaker checks if a resident does 
not have an order she stated, "We still have to 
call the doctor and clarify if there is no 
information." 

On 7/22/14 at approximately 6:00 p.m., the 
administrator was made aware of the above 
findings. No further information was presented 
during the time of survey. 

F 309 483.25 PROVIDE CARE/SERVICES FOR 
SS=E HIGHEST WELL BEING 

Each resident must receive and the facility must 
, provide the necessary care and services to attain 
or maintain the highest practicable physical, 
mental, and psychosocial well-being, in 
accordance with the comprehensive assessment 
and plan of care. 

This REQUIREMENT is not met as evidenced 
by: 
Based on observation, family interview, staff 

interview, facility document review, and clinical 
record review, it was determined that the facility 
staff failed to provide care and services to attain 

· or maintain the highest practicable physical well 
being for one of seven residents in the medication 
administration observation, Residents #4 and for 

. five of 20 residents in the survey sample, 
Residents #12, #11, #15, #7, and #8. 

1. For Resident #4 the facility staff failed to 
ensure that the correct, ordered dose of Lexapro* 
(used for major depressive disorder) was 

1 

available in the medication cart between 6/6/15 
, and 7/22/15. 
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from Pharmacy for Resident # 4 on 
07 /22/15. On 07 /22/15, Resident #12 had 
gerisleeve placed on arm by assigned 
CNA and Gerisleeve use added to task for , 

CNA in POC; special ordered cup I 

placed on meal trays for Resident #12 by :' 
dietary staff. All labs ordered after 05/25/1 
were completed per MD order for Resident 
#11. Resident #15 received prescribed 
eye drops on 07/18/15 through 07/30/15. 
Resident #11 received prescribed eye 

drops intended for Resident #15 due to 
transcription error in incorrect chart; no 

· negative outcomes noted. Resident #7 
' appointment for pacemaker check 

scheduled for 08/20/15. All medications for 
Resident #8 currently available . 
2.AII residents are at risk for this deficient 

practice. 
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2a. The facility staff failed to place a Geri sleeve 
(arm protector) on Resident #12 as ordered by 
the physician. 

2b. The facility staff failed to provide a sippy cup 
(a cup with 1 to 2 handles) with safety lid and 
extended flexible straw for Resident #12. 

3. For Resident #11, the facility staff failed to 
obtain a physician ordered ESR (erythrocyte 
sedimentation rate) laboratory test for the week of 
5/25/15. The test was ordered in addition to other 
labs each week to monitor the resident while 
receiving IV (intravenous) antibiotics. 

4. For Resident #15, the facility staff failed to 
administer garamycin eye drops (used to treat 
infection) in a timely manner. Resident #15 
presented with signs and symptoms of an eye 
infection on 7 /10/15. Garamycin eye drops were 
accidentally administered to another resident 
(Resident#11) on 7/12/15. Resident#15was 
discharged to the hospital on 7 /13/15 and was not 
treated by the facility until readmission on 
7/18/15. 

I

• 5. Facility staff failed to ensure medical follow up 
and pacemaker checks for Resident #Ts 

1 pacemaker placed by [name of cardiology group] 
on 4/14/2011. 

I 6. For Resident #8, the facility staff failed to 
, administer medications as ordered by the 
physician on 5/13/15, 6/24/15, 7/3/15, 7/5/15 and 
7/19/15. 
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F 309 3.AII nurses will be educated to alert RN 

1

' 

Care Managers or DON and Pharmacy 
immediately if medication is not available o 

if correct dosage is not received according 

to physician order. Backup Pharmacy will I 

be utilized when necessary or physician 
contacted for any necessary changes to 

medication regimen. Meeting held on 
07/22/15 with DON, Administrator, and 
contracted Pharmacist in regards to 
pharmacy delays. CNAs will be re-educated 

by 09/01 /15 on Care Plans and importance I 

of following assigned tasks. Dietary Directotl 
updated tray card with need for special cup, 
and educated dietary staff on 07/23/15 to • 

·1· make sure cup placed on Resident #12 traJ

1

. 

Educate all nurses by 09/01 /15 on 
1 accurately transcribing in correct chart and : 

; following physician orders for labs. 1· 

I4.RN Care Manager or designee will 
1 monitor medication cart inventory weekly to' 

ensure accurate dose and supply of 
1 

i medications for 30 days and continue .1 

I monthly for 60 days. RN Care Manager or 
designee will audit weekly for 30 days to 

• ensure gerisleeve is on Resident #12. 
I, Dietary Director or designee will audit 

Resident #12 tray weekly for 30 days to , 

i ensure special cup on resident's tray. RN I 

' Care Manager or designee will monitor 

weekly labs for Resident #11 to ensure all I 

i lab results obtained. RN Care Manager or 
I 
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The findings include: 

1. For Resident #4 the facility staff failed to 
ensure that the correct, ordered dose of Lexapro* 
(used for major depressive disorder) was 
available in the medication cart between 6/6/15 
and 7/22/15. 

I Resident #4 was admitted to the facility on 
! 11/8/14 with diagnoses that included, but not 
limited to; hypertension (elevated blood 
pressure), hypothyroidism (decreased functioning 
thyroid), depression, chronic pain syndrome, 
anemia and muscle weakness. 

, Resident #4's most recent MDS (minimum data 
set) was a quarterly assessment with an ARD 
(assessment reference date) of 4/29/15. 
Resident #4 was coded on the MDS as having a 
BIMs (Brief Interview for Mental Status) score of 
11 out of 15. The MDS manual documents that a 
score of 11 indicates that the resident's cognition 

I is moderately impaired. Section 80700 of the 
I 1/16/15 MDS coded Resident#4 as, 
i "Understood" and "Understands." 
' 

On 7/22/15 at 8:20 a.m. LPN (licensed practical 
i nurse) #4 was observed administering 
medications to Resident #4. LPN #4 took a card 
of pills provided by the pharmacy and identified 
as Lexapro 30 mg 1.5 tablets. LPN #4 reviewed 
the card and compared what was pre-printed on 
the card by the pharmacy with the MAR 
(medication administration record). LPN #4 then 
stated that the card she had was for Lexpro 30 

, mg to be administered but the order in the MAR 
was for Lexapro 10 mg. LPN #4 stated "I have a 

i 20 mg pill and a half of a 20 mg pill in each 
: bubble, I am going to administer the half a pill, 
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which is 10 mg, and waste the 20 mg pill." LPN 
#4 proceeded to waste the 20 mg portion of the 
packet and administered the 10 mg half pill 
portion to Resident #4, then placed the card back 
into the medication cart. 

A review of Resident #4's clinical record revealed 
• a "Note to Attending Physician/Prescriber" 

prepared by the pharmacist on 6/3/15 which 
documented, in part, the following: "This resident 
is receiving Lexapro 30 mg daily. The literature 
states that 10 mg per day is the maximum 
recommended dose for elderly patients. 
***Decrease dose to Lexapro 10 mg daily. Yes 
__ No __ ." The space for "Yes" was 

checked with a check mark. Below the signature 
of the pharmacist the following documentation 
was written; "Physician/Prescriber response. 
Please fax response to (name of pharmacy and a 
telephone number. Agree __ Disagree __ 

Other __ ." The space for "Agree" is checked 
with an "X". The form is signed by the physician 
dated 6/5/15. 

Further review of Resident #4's clinical record 
revealed a physician order note dated 6/5/15 that 
documented, in part, the following: "MD (medical 
doctor) answered pharmacy recommendation to 
decrease lexapro. New order received (sic) to 
decrease to 10 mg QD (every day). Author: 
(name of LPN #4)." 

I A review of Resident #4's June 2015 MAR 
I revealed that the order for lexapro had been 
1 

changed from 30 mg to 10 mg on June 6, 2015. 

,

1 

A review of the pharmacist's progress notes for 

: Resident #4 revealed, in part, the following 
documentation: "Psych (psychiatric) meds 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:WQOL 11 

I 

(X2) MULTIPLE CONSTRUCTION 

A. BUILDING _______ _ 

8. WING _________ _ 

STREET ADDRESS, CITY, STATE, ZIP CODE 

360 HOSPITAL DRIVE 

WARRENTON, VA 20186 

PRINTED: 08/06/2015 
FORM APPROVED 

0MB NO 0938-0391 

(X3) DATE SURVEY 
COMPLETED 

C 

07/23/2015 

ID 
I 

PROVIDER'S PLAN OF CORRECTION ! (XS) 

PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION 

TAG CROSS-REFERENCED TO THE APPROPRIATE DATE 

DEFICIENCY) 
I 

F 309 
I 

I 

Facility ID: VA0261 If continuation sheet Page 67 of 142 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 

CENTERS FOR MEDICARE & MEDICAID SERVICES 
STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER: 

495233 

NAME OF PROVIDER OR SUPPLIER 

FAUQUIER HEALTH REHABILITATION & NURSING CENTER 

(X4) ID 
PREFIX 

TAG 

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

F 309 Continued From page 67 

(medications): Lexapro 10 mg daily(Depression) -
. dose decreased 6/5/15; Psych evaluation 6/8/15." 
The note was signed electronically by ASM 
(administrative staff member) #3, the pharmacist. 

On 7/22/15 at 9:40 an interview was conducted 
with LPN #4. LPN #4 was asked what she did 
with the card that contained the Lexpro 30 mg for 
Resident #4. LPN #4 stated that she had taken it 
out of the medication cart to be returned to the 
pharmacy. LPN #4 further stated, "The dose had 
changed and it was faxed to the pharmacy. We 

. have been getting the correct dose, we had just 
' run out of the 10 mg and someone had forgotten 
to take out the old card of 30 mg dose when the 
order was changed. 

On 7/22/15 at 3:44 p.m. an interview was 
conducted with LPN #1, the resource nurse. LPN 
#1 explained that the order for Resident #4 for 
lexapro was changed from 30 mg to 10 mg on 
6/5/15. The pharmacy stated they had never 
received the order for the change and the 30 mg 
dose for lexapro continued to be sent from the 
pharmacy. Two deliveries had been made of the 
30 mg dose since 6/5/15; on 6/24/15 and 7/20/15. 
LPN #1 was asked the process to ensure that the 
correct medication doses are available in the 

• medication cart. LPN #1 stated that the order 
' would be faxed to the pharmacy and the correct 
medication dose would be sent that evening. 
LPN #1 was asked whether or not nursing ever 
contacted the pharmacy to inquire about the 
correct dose. LPN #1 stated, "Nursing never 
called to follow up or clarify, they kept on using 
what they had, from the 30 mg card." LPN #1 
was asked what Resident #4 was receiving each 
day, 30 mg or 10 mg. LPN #1 stated, "I can't say 
what the nursing staff was giving. I would assume 
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that they were wasting the 20 mg portion of the 
packet and administering the half pill portion, the 

· 10 mg dose." 

I On 7/22/15 at approximately 4:30 p.m. an 
' interview was conducted with ASM #3, the 

I 

pharmacist. ASM #3 was asked about the dose 
change of lexapro for Resident #4. ASM #3 

. stated that she had made the recommendation 
, and left it for the physician, she did not 
I understand why the facility did not receive the 
! medication and that she could only assume that 
the pharmacy never received the fax for the 
change in dose. ASM #3 was asked about her 
process for the subsequent medication review for 
Resident #4 that occurred on 7/10/15. ASM #3 
stated she would have reviewed the medications 
in the system and acknowledged that the order 
had changed but she would not necessarily 
compare to what was being sent from the 
pharmacy. ASM #3 was asked what impact, if 
any, the continued dose of lexapro 30 mg would 
have on Resident #4 between 6/5/15 and 7 /22/15. 

I ASM #3 stated, "I do not believe that this would 
1 have had any negative impact." 

\ A review of the facility policy titled "Medication 
, ordering and receiving from pharmacy" revealed, 

in part, the following documentation: "B. 

I Receiving medications from the pharmacy: 1) A 
licensed nurse: c. promptly reports discrepancies 

, and omissions to the issuing pharmacy and the 
j charge nurse/supervisor." 

, At the end of day meeting on 7 /22/15 at 5:55 p.m. 
I ASM #1, the administrator, and ASM #2, the 

director of nursing, were made aware of these 
I findings. No further information was provided 
' prior to the end of survey. 

I 

I 
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*Lexapro is used to treat anxiety and major 
depressive disorder. Learn about side effects, 
interactions and indications. This information was 
obtained from the following website: 
www.drugs.com/lexapro.html 

2a. The facility staff failed to place a Geri sleeve 
(arm protector) on Resident #12 as ordered by 
the physician. 

Resident #12 was admitted to the facility on 
1/1/14 with a readmission on 3/19/14 with 
diagnoses that included, but not limited to; 
chronic kidney disease, hypercoagulable state * 

, (an abnormality of blood coagulation), diabetes, 
hypertension (elevated blood pressure), anxiety, 
CHF (congestive heart failure), hypothyroidism (a 
decreased function of the thyroid), and 
hyperlipidemia (elevated lipids in the blood 
stream). 

Resident #12's most recent comprehensive MDS 
(minimum dat_a set) was an annual assessment 
with an ARD (assessment reference date) of 
3/3/15. Resident #12 was coded on the M DS as 

I 

i 

! 

I 

I 
! 

I 

having a BIMs (Brief Interview for Mental Status) i 

score of three out of 15. The MDS manual 
documents that a score of 3 indicates that the 
resident's cognition is severely impaired 

On 7/21/15 and 7/22/15 Resident #12 was 
observed on five occasions without a Geri sleeve 
on her left arm; 7/21/15 at 11:20 a.m.,7/21/15 at 
7:35 a.m., 7/22/15 at 12:58 p.m., 7/22/15 at 1:20 

: p.m. and 7/22/15 at 3:20 p.m. 

I 

j A review of Resident #12's clinical record 
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revealed a physician order summary report dated 
7/23/15 that documented, in part, the following 
documentation: "Geri sleeve to LUE (left upper 
extremity) every shift for protection. Order 
Status: active. Order Date: 6/5/15. End Date. 
(blank)." 

Further review of Resident #12's clinical record 
revealed a TAR (treatment administration record) 
dated 7/1/15- 7/31/15 with the following entry: 

:I "Geri sleeve to LUE every shift for protection. 
Start date 6/5/15 1500 (3:00 p.m.)." Beside the 

1 entry are three rows, day, evening and night. On 
'7/21/15 and 7/22/15 the geri sleeve is checked by 
, the nurse as being on. 

I A review of Resident #12's care plan did not 
reveal any documentation regarding the use of a 
geri sleeve on the left upper extremity. 

i, 

I On 7/23/15 at 8:00 a.m. an interview was 
, conducted with LPN (licensed practical nurse) #4. 

LPN #4 was asked whether or not Resident #12 
was supposed to have a geri sleeve on her left 

1

1 arm. LPN #4 stated, "(Resident #12's name) is 
, supposed to have the geri sleeve on at all times, 
' so she doesn't pick at her wound dressing. It is 
for safety, to protect her arm." LPN #4 retrieved 

I the geri sleeve from the dresser in Resident #12's 
I room and placed it on Resident #12's left arm. 
' LPN #4 was asked to describe her process for 

signing off the geri sleeves on the TAR. LPN #4 
responded that she signed off on the sleeves in 

i the mornings, that the aides placed them on the 
' residents' arm when they did their morning care. 

LPN #4 was asked whether or not she went and 
. looked to make sure the sleeves were in place 
! prior to signing off on the sleeves on the TAR. 

LPN #4 stated that she doesn't necessarily look 

I 
I 

' 

I 

I 

I 
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to be sure she just signs off on the TAR. 

On 7/23/15 at 8:15 a.m. an interview was 
conducted with CNA (certified nursing assistant) 
#7. CNA#7 was asked how she would know if a 
resident had special needs. CNA #7 stated the 
nurse would have to tell them. CNA #7 was 
asked whether or not they were provided a care 
card or some type of document to aide them with 
knowing the resident's needs. CNA #7 stated that 
they used their point of care system. CNA #7 was 
asked whether or not Resident #12's geri sleeves 
were on the point of care. CNA #7 looked for 
Resident #12 and stated that they were not on the 
point of care. 

On 7/ 23/15 at 8:25 a.m. an interview was 
conducted with LPN #1. LPN #1 was asked to 
describe how an order for special need items was 
processed. LPN #1 stated that the order was 
provided by the physician, entered into the TAR 
and the items retrieved from central supply. LPN 
#1 was asked how the aides would be made 
aware of the special needs, LPN #1 stated that 
the nurse would be responsible to provide a 
report to the CNAs and it should be entered in the 
point of care. 

On 7/23/15 at approximately 10:00 a.m. ASM 
(administrative staff member) #1, the 

1 administrator, and ASM #2, the director of 
nursing, were made aware of these findings. A 
policy was requested regarding ordering special 

, need items for the residents. No further 
information was presented prior to the end of the 
survey. 

, b. The facility staff failed to provide a sippy cup 
i 
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with safety lid and extended flexible straw as 
ordered by the physician for Resident #12. 

The following observations were made of 
Resident #12; 
7/22/15 at 7:35 a.m. Resident #12 had a 
breakfast tray in front of her. An open regular cup 
of coffee was on her tray. The coffee had spilled 
on her tray. 

'7/22/15 at 12:58 p.m. Resident #12 did not have 
a beverage on her meal tray. A CNA (certified 
nursing assistant) entered Resident #12's room 
and provided a canned soda with a straw in it. 
7/23/15 at 8:00 a.m. Resident #12 was sitting in 
bed eating breakfast. An open regular cup of 
coffee was on her tray with a straw in the cup. 
Coffee was spilled onto the tray. 

A review of Resident #12's clinical record 
revealed a physician order summary report dated 
July 23, 2015 that documented, in part, the 

!I following documentation: "1 or 2 handled cup with 
spillproof lid and flexible extended straw. Order 

I Status: Active. Order Date 3/20/14." 

Further review of Resident #12's clinical record 
revealed a TAR (treatment administration record) 
dated 7 /1 /15 - 7 /31 /15 with the following entry: "1 
or 2 handled cup with spillproof lid and flexible 
extended straw. Start date 3/20/2014." Beside the 

I entry are two rows, day and evening .. On 
I 7/21/15, 7/22/15 and 7/23/15 the cup is checked 
1 by the nurse as being used. 

A review of Resident #12's care plan did not 
reveal any documentation regarding the use of a 
1 to 2 handled cup with safety lid and extended 
flexible straw. 

I 

I 
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On 7/23/15 at 8:00 a.m. an interview was 
conducted with LPN (licensed practical nurse) #4. 
LPN #4 was asked whether or not Resident #12 
was supposed to have a cup with a lid and a 
straw. LPN #4 stated, "(Resident #12's name) is 
supposed to have the cup for all drinks, "She has 
swallowing difficulties and it helps her to take 
smaller sips." LPN #4 was asked who was 

: responsible to ensure that the cup with a lid was 
· being used; LPN #4 stated that dietary was 

responsible for providing the cup for Resident 
#12. LPN #4 was asked whether or not she went 
and looked to make sure the appropriate cup was 
being used before signing off on the TAR. LPN 
#4 stated that she doesn't necessarily look to be 
sure she just signs off on the TAR. 

On 7/23/15 at 8:10 a.m. an interview was 
conducted with OSM (other staff member) #2, the 
dietary manager. OSM #2 was asked whether or 
not they provided the special cup for Resident 
#12, OSM #2 responded, "We have instructions 
to not provide fluids as she (Resident #12) is on a 
fluid restriction." OSM #2 was asked who 
provides Resident #12 her fluids; OSM #2 
responded that the nursing staff would do that. 
OSM #2 was asked whether or not she had 
instructions to provide a special cup with a safety 
lid, OSM #2 stated she did not. 

On 7 /23/15 at 8: 15 a. m. an interview was 
conducted with CNA (certified nursing assistant) 
#7. CNA#7 was asked how she would know if a 
resident had special needs. CNA #7 stated the 
nurse would have to tell them. CNA #7 was 
asked whether or not they were provided a care 
card or some type of document to aide them with 

, knowing the resident's needs. CNA #7 stated that 
i 
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I 

they used their point of care system. CNA #7 was 
, asked whether or not she was aware that 

Resident #12 required a special cup with a lid and 

I

, extended flexible straw. CNA #7 stated she was 
not aware, CNA #7 looked on the point of care 
and stated that it was not on there. CNA #7 was 

I 

asked who provided Resident #12 her coffee in 
the mornings and her drinks throughout the day, 

' CNA #7 stated, "We get her coffee every 
. morning. We go to the lobby area and use the 
I cups in the nutrition room." 
I 

On 7/23/15 at approximately 10:00 a.m. ASM 

I 

(administrative staff member) #1, the 
, administrator, and ASM #2, the director of 

nursing, were made aware of these findings. A 

I 

policy was requested regarding ordering special 
need items for the residents. No further 
information was presented prior to the end of the 

i survey. 
13. For Resident #11, the facility staff failed to 

obtain a physician ordered *ESR (erythrocyte 
sedimentation rate) laboratory test for the week of 

15/25/15. The test was ordered in addition to other 
labs each week to monitor the resident while 

1 receiving IV (intravenous) antibiotics. 

I Resident #11 was admitted to the facility on 
, 7/15/14 and readmitted to the facility on 4/18/15 
I with diagnoses that included but were not limited 
to: osteomyelitis (bone infection) of the ankle and 
foot, diabetes and chronic kidney disease. 

I Resident #11's most recent MOS (minimum data 
' set), a 30 day Medicare assessment with an ARD 
(assessment reference date) of 5/16/15, coded 

I the resident's cognition as being severely 
impaired. 

! Review of Resident #11's clinical record revealed 

I 

I 

I 
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a physician's order dated 5/2/15 that documented 
an order for a **CBC (complete blood count), 
***CMP (comprehensive metabolic panel), ESR 
(erythrocyte sedimentation rate), ****CRP (C -
reactive protein) and *****CPK (Creatine 
phosphokinase) every week. 
A physician's note dated 5/3/15 documented, "A: 
(assessment) 1. Osteomyelitis L. (left) great 
toe ... P: (plan) 1. Pt (patient) cont. (continues) to 
do well w/ (with) IV (intravenous) 
******vancomycin. Will cont. current plan. Wkly 

. (weekly) labs ... " 
Further review of Resident #11 's clinical record 
failed to reveal results of an ESR for the week of 
5/25/15 (all other labs were obtained on 5/25/15). 
Resident #11's laboratory administration record 
for May 2015 documented an order for CBC, 
CMP, ESR, CRP and CPK every week. A check 
mark and nurse's initials were documented on 

' 5/25/15. 
Resident #11 's comprehensive care plan revised 
on 6/1/15 documented, "RESOLVED: (Name of 
Resident #11) is being treated for osteomyelitis of 
the right great toe ... " The care plan failed to 
document any further pertinent information 
related to the above findings. 
On 7/22/15 at 2:04 p.m., an interview was 
conducted with LPN (licensed practical nurse) #4 
regarding the facility process for obtaining 
physician ordered laboratory tests. LPN #4 
stated labs (laboratory tests) that are ordered by 
the physician to be done every week are put into 
the computer as ordered and scheduled for every 
week indefinitely so the order comes up on the 
eMAR (electronic medication administration 
record) to be done every week. LPN #4 stated 
the night shift nurses obtain the labs unless they 
need to be done right away. 

1 

On 7/23/15 at 7:30 a.m., LPN #1 confirmed she 

I 
I 

I 

i 
I 

' 

I 

I 

I 

I 

I 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:WOOL 11 

(X2) MULTIPLE CONSTRUCTION 

A. BUILDING 

B. WING 

STREET ADDRESS, CITY, STATE, ZIP CODE 

360 HOSPITAL DRIVE 

WARRENTON, VA 20186 

PRINTED: 08/06/2015 
FORM APPROVED 

0MB NO 0938-0391 
(X3) DATE SURVEY 

COMPLETED 

C 

07/23/2015 

ID I 
PROVIDER'S PLAN OF CORRECTION 

I 
(XS) 

PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION 

TAG CROSS-REFERENCED TO THE APPROPRIATE 

! 

DATE 

i DEFICIENCY) 

F 3091 

I 

I 
I 

i 
' 

I 

I 

I 
I 

i 

Facility ID: VA0261 If continuation sheet Page 76 of 142 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 

CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER: 

495233 

NAME OF PROVIDER OR SUPPLIER 

FAUQUIER HEALTH REHABILITATION & NURSING CENTER 

(X4)ID 
PREFIX 

TAG 

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

F 309 Continued From page 76 

could not locate the above lab. 
On 7/23/15 at 10:30 a.m., the administrator and 
director of nursing were made aware of the above 

· findings. 
The facility policy titled "Laboratory Request and 
Results" documented in part, "Policy: All requests 
for laboratory specimens will be consistently 
tracked in the laboratory log book and in the 
electronic Medication Administration Record 
(eMAR). All abnormal labs will be acknowledged 
by a physician within 72 hours ... " 
No further information was obtained prior to exit. 

*ESR is a test that indirectly measures how much 
inflammation is in the body. This information was 
obtained from the website: 
http://www.nlm.nih.gov/medlineplus/ency/article/O 

03638.htm 
**CBC is a test that measures different 
components of blood. This information was 
obtained from the website: 
http://www.nlm.nih.gov/medlineplus/ency/article/O 
03642.htm 
***CMP is a test used to evaluate organ function 
and check for conditions such as diabetes, liver 
disease, and kidney disease. This information 
was obtained from the website: 
https://labtestsonline.org/understanding/analytes/ 

i cmp/tab/test/ 

I 

****CRP is a protein produced by the liver. The 
level elevates when there is inflammation in the 

' body. This information was obtained from the 
website: 

i http://www.nlm.nih.gov/medlineplus/ency/article/O 

I 03356.htm 
i *****CPK is a test that measures the different 
forms of creatine phosphokinase (CPK) in the 
blood. CPK is an enzyme found mainly in the 

, heart, brain, and skeletal muscle. This 
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information was obtained from the website: 
http://www.nlm.nih.gov/medlineplus/ency/article/O 
03504.htm 
******Vancomycin is medication used to treat 
infections. This information was obtained from 

, the website: 
· http://livertox.nlm.nih.gov/Vancomycin.htm 

4. For Resident #15, the facility staff failed to 
administer *garamycin eye drops (used to treat 
infection) in a timely manner. Resident #15 
presented with signs and symptoms of an eye 
infection on 7/10/15. Garamycin eye drops were 
accidentally administered to another resident 
(Resident #11) on 7/12/15. Resident #15 was 
discharged to the hospital on 7/13/15 and was not 
treated by the facility until readmission on 
7/18/15. 

Resident #15 was admitted to the facility on 
4/25/15 with diagnoses that included but were not 
limited to: diabetes (a blood sugar disease), 
chronic kidney disease and congestive heart 
failure. Resident #15's most recent MOS 
(minimum data set}, a 14 day Medicare 
assessment with an ARD (assessment reference 
date) of 5/9/15, coded the resident's cognition as 
being severely impaired. 

On 7/22/15 at 4:40 p.m., an interview was 
conducted with a family member. The family 
member stated about a week and a half ago, LPN 
(licensed practical nurse) #3 was supposed to 
have eye drops ordered for Resident #15 but 
instead, had the eye drops ordered for Resident 
#11. 

On 7/23/15 at 7:38 a.m., an interview was 
conducted with LPN #3. LPN #3 stated she had 
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· faxed the physician because Resident #15's 
family member was concerned about Resident 
#15's eyes. LPN #3 stated she accidentally 
documented Resident #11 's name on the fax and 
when she returned to work, eye drops were 
ordered for Resident #11 instead of Resident #15. 
LPN #3 stated she clarified the mistake as soon 
as she realized the error. 

Review of Resident #15's clinical record, 
including nurse's notes for July 2015, failed to 
reveal documentation of Resident #15's family 
member's concern regarding his eyes, failed to 
reveal documentation of assessment of the 
resident's eyes and failed to reveal physician 
notification. 

On 7/23/15 at 9:25 a.m., another interview was 
conducted with LPN #3. LPN #3 stated she did 
assess Resident #15's eyes twice and noted 
sediment; however, LPN #3 confirmed she did 
not document the family member's concern 
regarding the resident's eyes, her assessment or 
physician notification in Resident #15's clinical 
record. LPN #3 presented a fax sent to Resident 
#15's physician by another nurse on 7/10/15 that 
documented, "To: (name of physician) Re: (name 
of Resident #15)- Thick yellow secretions noted in 
bilateral eyes- slight reddness (sic) slightly puffy. 
Physician response/Order (this can be used as 
actual verbal order): garamycin ophthalmic drops 
(used to treat eye infections) 3 gtts (drops) BID 
(twice daily) x (times) 7 days." LPN #3 also 
presented another fax sent by LPN #3 on 7/13/15 
that documented, "To: (name of physician) Re: 
(name of Resident #15) - I faxed you on 7/10/15 
about the wrong resident. (Name of Resident 
#15) has red eyes with thick yellow sediment in 

i eyelashes. Inner lids drooping with redness. 

1, 
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May (I) discontinue eye drops for (name of 
Resident #11) and start (name of Resident #15) 
on Garamycin solution 0.3% 2 drops TID (three 
times a day) x 5 days? Thanks." No physician 
response or order was documented. LPN #3 
stated she could not find the original fax that she 

' sent the physician on 7/10/15 that documented 
the wrong resident name. LPN #3 also stated 
faxes were not kept in the clinical record. 

Review of Resident #11's July 2015 electronic 
medication administration record revealed the 
resident received garamycin eye drops on 
7/12/15 and 7/13/15. 

Resident #15's July 2015 nurse's notes and 
electronic medication administration record 
revealed Resident #15 was discharged to the 
hospital on 7 /13/15 and began garamycin eye 
drops after readmission on 7/18/15. 

Resident #15's comprehensive care plan, revised 
on 7/13/15 documented, "(Name of Resident #15) 
is receiving treatment for **conjunctivitis. Nursing 
staff will administer gentamycin (sic) eye drops 
(also known as garamycin) as ordered by MD 
(medical doctor) and monitor for healing or 
worsening infection. MD and RP (responsible 
party) will be notified with changes ... " 

On 7/23/15 at 10:30 a.m., the administrator and 
director of nursing were made aware of the above 
findings. 

The facility policy titled "Equipment and Supplies 
for Administering Medications" documented in 
part, "Procedures: A. Preparation: 4. FIVE 
RIGHTS- Right resident, right drug, right dose, 
right route and right time, are applied for each 

I 
I 
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medication being administered ... " 

I No further information was presented prior to exit. 

I * This information was obtained from the website: 
, http://www.nlm.nih.gov/medlineplus/druginfo/med 
I s/a682669.html 

I **Conjunctivitis is the medical name for pink eye. 
' It involves inflammation of the outer layer of the 
I eye and inside of the eyelid. It can cause swelling, 
itching, burning, discharge, and redness." This 

, information was obtained from the website: 
I http://vsearch.nlm.nih.gov/vivisimo/cgi-bin/query

meta?v%3Aproject=medlineplus&v%3Asources= 
I medlineplus-bundle&query=conjunctivitis 

I 5. The facility staff failed to ensure medical follow 
up and pacemaker checks for Resident #7's 

I

, pacemaker placed by (name of cardiology group] 
on 4/14/2011. 

I Resident #7 was admitted to the facility on 
11/30/10 and readmitted on 11 /2/12 with 

! diagnoses that included but were not limited to 
high blood pressure, atrial fibrillation with 

j pacemaker, hyperlipidema, chronic ischemic 
heart disease, depressive disorder, 

I hypothyroidism, breast cancer, and osteoporosis. 
Resident #7's most recent comprehensive MOS 

j (minimum data set) was an annual assessment 
with an ARD (assessment reference date) of 

i 10/17 /14. Resident #7 was coded as being 
cognitively intact in the ability to make daily life 

1 decisions scoring 10 out of 15 on the BIMS (brief 
interview of mental status). Resident #7 was 

! coded as making self understood by others and 
being able to understand others. Resident# 7 

1 

was coded as requiring supervision with 

I 

I 

I 

I 

i 
! 

I 
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, transfers, toilet use, bathing and personal 
! hygiene; limited assistance with dressing, and 
independent with meals. 

J Review of the clinical record revealed a care plan 
· initiated on 11/14/2012. The care plan 

I 

documented that Resident #7 had a pacemaker 
and interventions were in place to maintain 
adequate cardiac output. The interventions in part 

·1 documented the following, "Know the plan for 
, continued medical follow up, pacemaker check, 
· and/or battery replacement schedule." 

j Further review of the clinical record revealed no 
' documentation that Resident #7 was receiving 

continued medical follow up, pacemaker checks 
I and/or had a battery replacement schedule. 
! 

On 7/22/15 at 2:30 p.m., LPN (licensed practical 
j nurse)# 4 reviewed Resident #7's clinical record 
, and stated, "I see the care plan but I do not see 

how many times we are checking, or if we are 
, checking. I do not see anything in the physician ' 
j s visits. I don't see anything about pacemaker 
checks." When asked if Resident #7 is seeing a 
cardiologist she stated, "I will call the family to 

1 

find out and if she gets it checked." 
I 

' On 7/22/15 at 3:30 p.m., an interview was 
conducted with RN (registered nurse)# 3, the unit 

, manager. When asked about Resident #7's 
; pacemaker checks she stated, "I talked to the 
• daughter and the resident was seeing [name of 

cardiology group). She had an appointment 6 
months after 11/12/12 that her daughter forgot to 
take her to. The daughter also forgot to tell the 
facility about this appointment. I contacted [name 
of cardiology group] today and found out that her 
former cardiologist left the practice. The practice 
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faxed over a copy of her last visit and pacemaker 

1 
check and the facility made her an appointment 
for Aug 20th, 2015. I also found that the longevity 

. of her pacemaker is 4 years." 

According to Resident #7's cardiologist visit 
report, the last pacemaker check was completed 
by [name of cardiology group] on 11/21/12 (3 
years ago). 

When asked RN #3 if there should have been 
medical follow up and pacemaker checks for 
Resident 7's pacemaker, she stated, " Yes, there 
was a disconnect." When asked if Resident #7's 
care plan was followed she stated, "no but to be 
honest the interventions are default interventions 
and no one checked or updated it." 

On 7/22/15 at 4:00 p.m., an interview was 
conducted with LPN #5, regarding the process of 
admitting a resident with a pacemaker. LPN #5 
stated, "We first check to see if they have a 
pacemaker during a skin assessment and write 
an order to check the apical pulse." When asked 
when they check the pacemaker function she 
stated, "The Resident will usually have an order 
from the hospital or practice that tells us when to 
check the function and how often. We will usually 

i call and schedule an appointment to have the 
I pacemaker checked." When asked the process 
i of ensuring pacemaker checks if a resident does 
' not have an order she stated, "We still have to 
call the doctor and clarify if there is no 
information." 

On 7/22/14 at approximately 6:00 p.m., the 
administrator was made aware of the above 
findings. No further information was presented 

: during the time of survey. 
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I Facility policy tilted, "Care of Resident with 
! Pacemaker," documented in part, the following: 
" .. 5. Resident should have regular, periodic 
examinations, including EKG, chest x-ray, to 
function and integrity of electrical equipment." 

*A pacemaker is a small device that's placed in 
· the chest or abdomen to help control abnormal 

heart rhythms. This device uses electrical pulses 
to prompt the heart to beat at a normal rate. 
Pacemakers are used to treat arrhythmias. 
Arrhythmias are problems with the rate or rhythm 
of the heartbeat. During an arrhythmia, the heart 
can beat too fast, too slow, or with an irregular 
rhythm. 
During an arrhythmia, the heart may not be able 
to pump enough blood to the body. This may 
cause symptoms such as fatigue (tiredness), 
shortness of breath, or fainting. Severe 
arrhythmias can damage the body's vital organs 

, and may even cause loss of consciousness or 
; death. 

1 

A pacemaker can relieve some arrhythmia 
symptoms, such as fatigue and fainting. A 
pacemaker also can help a person who has 
abnormal heart rhythms resume a more active 
lifestyle . 

. Your doctor will want to check your pacemaker 
regularly (about every 3 months). Over time, a 

, pacemaker can stop working properly because: 
Its wires get dislodged or broken 
Its battery gets weak or fails 
Your heart disease progresses 
Other devices have disrupted its electrical 

, signaling 
; To check your pacemaker, your doctor may ask 
j you to come in for an office visit several times a 

I 
! 
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I 

year. Some pacemaker functions can be checked 
remotely through a telephone call or a computer 
connection to the Internet. 
Your doctor also may ask you to have an 
(electrocardiogram) to check for changes in your 
heart's electrical activity. 
Pacemaker batteries last between 5 and 15 years 
(average 6 to 7 years), depending on how active 
the pacemaker is. Your doctor will replace the 
generator along with the battery before the 
battery starts to run down. 
Replacing the generator/battery is less-involved 
surgery than the original surgery to implant the 
pacemaker. The wires of your pacemaker also 
may need to be replaced eventually. 
Your doctor can tell you whether your pacemaker 
or its wires need to be replaced when you see 
him or her for follow up visits. National Institute of 
Health, US Department of Health and Human 
Services 
<http://www.nhlbi.gov/health/dci/Diseases/pace/p 
ace _I ifestyle. htm > 

6. For Resident #8, the facility staff failed to 
1

1 administer medications as ordered by the 
I physician on 5/13/15, 6/24/15, and 7/19/15. 

Resident #8 was admitted to the facility on 
I 5/24/10 and most recently readmitted on 11 /8/14 
11 with diagnoses including, but not limited to: 
1 bipolar disorder, dementia withbehavioral 
disturbances, chronic obstructive pulmonary 

, disease and high blood pressure. On the most 
! recent MOS, a quarterly assessment with 
: assessment reference date 5/15/15, Resident #8 
was coded as being moderately impaired for 
making daily decisions. 

I 

i 

I 

I 

I 
! 

I 
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A review of the physician's orders for Resident #8 
revealed the following order: "Prevacid Solu Tab 
(*to treat heartburn) Give 1 tablet via G-Tube** 

: one time a day." This was ordered 12/12/14 and 
most recently signed by the physician on 7/21/15. 

A review of the medication administration records 
, revealed that on the following dates and times, 
, Resident #8 did not receive the medications as 
ordered by the physician, for the reasons 
indicated in the nurses notes: 
- 5/13/15 at 5:33 a.m. - Prevacid - "awaiting from 
pharm (pharmacy)." 
- 6/24/15 at 5:45 a. m. - Prevacid - "Awaiting 
delivery from [name of pharmacy). No supply in 
stat box." 
- 7/19/15 at 6:57 a.m. - Prevacid - "Awaiting 
pharmacy." 

On 7/22/15 at 2:50 p.m., RN (registered nurse) 
#7 was interviewed regarding the procedure to be 
followed if medications were not located in the 
medication cart for a resident. She stated that if 
she could not find a medication ordered for a 
resident, she would check the stat box (a supply 
of commonly-used medications available for 
temporary administration to residents provided by 
the pharmacy). She stated that if the medication 
is in the stat box, she would remove the dose for 
the resident, administer the medication, and then 

: call the pharmacy to make sure the medication 
has been re-ordered for the resident. 

On 7/22/15 at 3:40 p.m., LPN (licensed practical 
nurse) #1 was interviewed regarding the 

, procedure to be followed if medications were not 
i located in the medication cart for a resident. She 
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stated that she would first check the stat box. 
She would remove the medication and administer 
it, and then fill out the proper stat box paperwork 
so the pharmacy would know that the medication 
has been removed. 

On 7/22/15 at 4:45 p.m., ASM (administrative 
staff member) #3, the consultant pharmacist was 
interviewed regarding medication availability. 
ASM #3 presented the surveyor with a list of 
medications available in the facility stat box. ASM 
#3 stated that Prevacid is available in the facility 
stat box, and that there was no reason it should 
have not been given because a nurse was 
awaiting delivery from the pharmacy. 

On 7/22/15 at 5:55 p.m., ASM (administrative 
staff member) #1, the administrator, and ASM #2, 
the director of nursing, LPN (licensed practical 
nurse) #1, RN (registered nurse) #1, the MOS 
coordinator, RN #2, the quality assurance nurse, 
RN #3, a care manager, and RN #6, a care 
manager, were informed of these concerns. 
Policies regarding medication availability and the 
facility stat box were requested. 

A review of the facility policies entitled "Ordering 
and Receiving Non-Controlled Medications from 

the Dispensing Pharmacy," "Non-controlled 
Medication Order Documentation" and 
"Controlled Substance Prescriptions" revealed 
nothing pertinent to these findings. 

1 No further information was provided prior to exit. 

i 
In Fundamentals of Nursing, 6th edition, 2005, 

1 Patricia A. Potter and Anne Griffin Perry, Mosby, 
Inc; Page 419: "The physician is responsible for 

' directing medical treatment. Nurses are 

I 

i 
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obligated to follow physician's orders unless they 
I believe the orders are in error or would harm 
clients." 

I 

I *From the National Institutes of Health website 
I http://www.nlm.nih.gov/medlineplus/. 

**PEG tube - "Percutaneous endoscopic 
gastrostomy tube - a tube placed in the stomach 
for the purpose of temporary or permanent 
nutrition." www.nlm.nih.gov. 

F 314 483.25(c) TREATMENT/SVCS TO 
SS=D PREVENT/HEAL PRESSURE SORES 

Based on the comprehensive assessment of a 
resident, the facility must ensure that a resident 
who enters the facility without pressure sores 
does not develop pressure sores unless the 
individual's clinical condition demonstrates that 
they were unavoidable; and a resident having 
pressure sores receives necessary treatment and 

I services to promote healing, prevent infection and 
· prevent new sores from developing. 

I 

I

. This REQUIREMENT is not met as evidenced 
by: 

· Based on observation, staff interview, facility 
I document review, and clinical record review, it 
, was determined that the facility staff failed to 
. provide services for the prevention and treatment 
/ of pressure ulcers for one of 20 residents in the 
' survey sample, Resident #5. 

I A pressure ulcer is an inflammation or sore on the 
skin over a bony prominence (e.g., shoulder 

I blade, elbow, hip, buttocks, or heel), resulting 

I 

I 
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F 314 I 1.Resident #5 pressure ulcer was 

1 

monitored and treated according to 
I physician order until discharged on 

I 

I 08/08/15. Interventions were provided to 
prevent further pressure ulcer developmentf 

I2.AII residents have the potential to be 
' affected by this deficient practice. 
I3.Educated assigned CNAs on importance . 
of timely reporting of skin integrity concernJ 

I to charge nurse on 07 /23/15. All nursing I 

• staff will be educated on skin care protocol , 

I by 09/01/15 and importance of timely 
reporting to Nurse Manager. 

j 4.RN Care Manager or designee will meet 

1

. 

with Nurses and CNAs weekly to inquire of, 

f any skin changes observed. Interventions 
for residents identified as at risk for I 

, pressure ulcer on Braden Scale 
I assessment will be monitored weekly by 

Interdisciplinary team at weekly Risk 
r meeting. All findings will be reviewed and 
reported at Quarterly QA. 

i 
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from prolonged pressure on the area, usually 
from being confined to bed. Also called bedsores. 
Pressure sores. (1) 

Resident #5 was identified on 7 /17 /15 as having 
reddened area to the coccyx. The facility staff 
failed to initiate treatment to prevent the area 
from progressing to a Stage II pressure sore, 
which was first documented on 7/20/15 and 
incorrectly identified as a Stage Ill at that time. 

National Pressure Ulcer Advisory Panel website 

I at http://www.npuap.org/pr2.htm 

• Stage II: 
Partial thickness loss of dermis presenting as a 
shallow open ulcer with a red pink wound bed, 
without slough. May also present as an intact or 
open/ruptured serum-filled blister. 

Further description: 

1 

Presents as a shiny or dry shallow ulcer without 
I slough or bruising.* This stage should not be 
: used to describe skin tears, tape burns, perinea! 
dermatitis, maceration or excoriation. 

, *Bruising indicates suspected deep tissue injury 

I Stage Ill: 
! Full thickness tissue loss. Subcutaneous fat may 
be visible but bone, tendon or muscle are not 

1 exposed. Slough may be present but does not 
I obscure the depth of tissue loss. May include 
: undermining and tunneling. 

, Further description: 
j The depth of a stage Ill pressure ulcer varies by 
1 anatomical location. The bridge of the nose, ear, 

occiput and malleolus do not have subcutaneous 
tissue and stage Ill ulcers can be shallow. In 

I 
I 
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contrast, areas of significant adiposity can 
develop extremely deep stage Ill pressure ulcers. 
Bone/tendon is not visible or directly palpable. 

The findings included: 

. Resident #5 was admitted to the facility on 
· 6/30/15 with the diagnoses of but not limited to 
after care for hip fracture, history of thrombosis 
and embolism, atrial fibrillation, breast cancer, 
and lung cancer. The most recent MDS 
(Minimum Data Set) was a 14-day assessment 

, with an ARD (Assessment Reference Date) of 
7/14/15. The resident was coded as cognitively 
impaired in ability to make daily life decisions, 
scoring a 6 out of a possible 15 on the SIMS 
(Brief Interview for Mental Status) exam. The 
resident required total care for bathing; extensive 
care for transfers, dressing, and hygiene; 
supervision; and was occasionally incontinent of 
bowel and bladder. The resident was coded as 
having no pressure sores, and treatments were 
pressure reducing device for chair, pressure 
reducing device for bed, turning/repositioning, 

, and surgical wound care. In addition, on the 
7/14/15 14-day MDS, the resident was also coded 
as having no pressure sores, and had the above 
interventions, plus applications of 

' ointments/medications was documented. 

, A review of the clinical record revealed a nurse's 
note dated 7/20/15 that documented, "Pt. 

, observed with Stage Ill pressure to coccyx 
' measuring 1.3cm (centimeter) x0.8cmx0.2cm. 
Inferior wound bed with pink tissue, superior bed 
with white/yellow dry slough". Non-blanching 
redness to surrounding tissue. New order to 
cleanse area with WC (wound cleanser), pat dry, 
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apply allevyn* q3 (every three) days and as 
needed. New order for air mattress to bed, 01 H 
(every one hour) turns." 

" Slough is Non-viable yellow, tan, gray, green or 
brown tissues, usually moist, can be soft, stringy, 
and mucinous in texture. Slough may be adherent 
to the base of the wound or present in clumps 
throughout the wound bed. 

A review of the clinical record revealed a nurse's 
note dated 7/21/15 which documented, "WEEKLY 
WOUND NOTES: LOCATION/TYPE/STAGE: 
coccyx, stage Ill pressure. MEASUREMENTS 
LXWXD: 1.3cmx0.8cmx0.2cm. DRAINAGE: No 
drainage noted. TISSUE TYPE/COLOR: Inferior 
wound bed with pink tissue, superior bed with 
white/yellow dry slough. Non-blanching redness 
to surrounding tissue. ODOR: no odor noted. 
UNDERMINING: (not completed). TUNNELING: 

. (not completed). ANCILLARY TREATMENTS: 
(not completed). NUTRITIONAL 
INTERVENTIONS: (not completed). WOUND 
STATUS: (not completed). INTERVENTIONS/ 
TREATMENT CHANGES: New order to cleanse 
area with WC (wound cleanser), pat dry, apply 
allevyn q3 (every three) days and as needed. 
New order for air mattress to bed, 01 H (every 
one hour) turns." 

A "Weekly Skin Integrity Assessment" completed 
on 7/13/15 (one week before the wound was 
identified on 7/20/15) had no pressure sores 
documented. The "Weekly Skin Integrity 
Assessment" prior to that one, dated 7/6/15, also 
had no pressures sores documented. 

The most recent Braden Scale prior to the 
: 
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development of the pressure sore, documented 
the resident was at "high risk" with a score of 12 
(according to facility policy for "Braden Scale and 
Preventative Interventions" a score of 9 and 
below is very high risk, a score of 10-12 is high 
risk, a score of 13-15 is moderate risk, a score of 
16-18 is at risk, and a score of 19-23 was not 
identified as having any risk level.) 

Review of nursing notes revealed no evidence of 
any pressure areas prior to 7/20/15. 

On 7/23/15 at 8:14 a.m., an interview was 
conducted with CNA #1 (Certified Nursing 
Assistant #1 ). She stated that she identified a red 
area on the resident on Friday, 7/17/15, and 
notified the nurse about it (RN #4 - Registered 
Nurse). She stated it was just red, no open area. 
She stated that next, she worked on Monday 

• 7 /20/15 and observed the wound had progressed 
: from when she saw in on 7/17/15 and notified the 
: nurse. 

'On 7/23/15 at 9:12 a.m., an interview was 
conducted with RN #4. She stated she was 
notified about the red area on 7 /17 /15, towards 
the end of her shift, and that it was blanchable. 
She stated she didn't think at that time it was 
anything to be concerned about. When asked if 

, she passed the information on to the next shift, 
she could not recall if she did or not. 

On 7/22/15 at 3:15 p.m., an interview was 
conducted with RN #8, who worked with the 
resident over the weekend of 7/18/15 and 

: 7 /19/15. She stated she was not aware of there 
being any area on the resident, that no one had 
reported it to her. 

' 

! 

I 

' 
' 
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On 7/23/15 at 11 :48 a.m., an interview was 
conducted with CNA #6, who worked with the 
resident on 7/18/15. She stated she noticed a 
pea sized red area during morning care on 
7/17/15 but that it was intact and small and she 
didn't think it was anything reportable, therefore 
she did not report it to the nurse. She stated she 
put a barrier cream on it. 

On 7/22/15 at 4:34 p.m., an observation of the 
wound was conducted with RN #8. She 
measured the wound at 1.2 cm x 1. 7 cm. She did 
not obtain a depth. She stated a depth was 
barely there and was not measurable. She 
identified the wound as Stage Ill because "it isn't 
flat. It has a slight depth" even though she was 
not able to measure a depth. The wound did not 
have the appearance of a Stage Ill. The wound 
had the appearance of being approximately nickel 
sized, rounded, minimal depth could be 
visualized, and the open area was all white. 
There was no slough observed in the wound bed. 
The wound was not full thickness tissue loss as 
defined by the National Pressure Ulcer Advisory 
Panel as a stage Ill wound. The wound was 
observed with minimal depth, as a partial 
thickness loss, meeting the criteria for a Stage II 
wound as defined by the National Pressure Ulcer 
Advisory Panel. 

On 7/23/15 at approximately 11 :00 a.m., in an 
interview with RN #6, a care manager, she stated 
she identified the wound as a Stage Ill because it 
had some slough. Observations of the wound 
were discussed and the Staging of the wound 
was questioned, if it was truly a Stage Ill or was it 
in fact a Stage II. 

On 7/23/15 at approximately 12:15 p.m., RN #6, 

! 

I 

I 
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I provided a note dated 7/23/15 at 12:05 p.m., 
which documented, "Pressure ulcer to coccyx 

I reassessed with DON. Wound previously 
incorrectly staged as stage Ill. Wound is a stage 

! II. Measures 1.3 cm x 0.5 cm x 0.1 cm. Wound 
, bed is moist, pink epethialization. Periwound 
j area is intact, with no erythema or induration. 
, Patient denies pain at site, doesn't acknowledge 
I or remember having wound. Reinforced 
importance of frequent repositioning. Air 

I mattress in place to bed and functioning properly. 

I 

'On 7/23/15 at approximately 12:30 p.m., in an 
I interview with the DON, she stated the wound 
was incorrectly staged, previously as it did not 

I meet the criteria for a Stage Ill wound, stating 
that the wound was not full thickness, there was 

I no slough and the area around it was blanchable 
around it. (Facility policy for "Skin and Wound 

I Care" documented, a Stage II as "Partial 
· thickness skin loss, involving epidermis, dermis, 
; or both. The ulcer is superficial and presents 
I clinic (rest of the word cut off) blister, or shallow 
crater ... " The policy further documented a 

I Stage Ill as " Full thickness skin loss involving 
damaged to or necrosis of subcutaneous tissue 

I that may extend down to underlying fascia. The 
ulcer presents clinically as a deep crater with or 

i without undermining of tissue ... ") 

, Once the physician was notified of the wound, 
! review of the clinical record revealed orders dated 
7/20/15 for an air mattress, an order to "Cleanse 

; stage Ill pressure to coccyx with WC (wound 
cleanser), pat dry, apply allevyn q3 (every three) 

, days and as needed ... " Also an order for "Gel 
1 cushion to WC (wheel chair) ... " and an order for 
"Registered Dietician consult...." In addition, on 
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7/21/15, there was an order for " ... coccyx cut-out 
cushion when up in wheelchair ... " 

A review of the care plan for " ... alteration in skin 

I 

integrity r/t (related to) surgical site right hip" 
dated 7/3/15 documented, "Apply protective 
cream as per MD order or new order see MARS, 
to perinea! area if incontinent. Offer standby 
assist if independent, and provide prompt 
incontinent care at night.. .. Assess residents 
awareness of pressure, if unable to detect, 
remind him to shift weight when sitting OOB (out 

1 
of bed) ... Assess skin on a daily basis ... lncision 

I 

care per orders. monitor/document/notify MD of 
any s/sx (signs/symptoms) of complications, such 

, as infection, dehiscence, or delayed healing .... Off 
load heels at all times ... Specifically assess skin 
over bony prominence such as sacrum, 
trochanter, scapulae, elbows, inner and outer 
malleus (sic), inner and outer knees, and 
heels .... Turn and reposition while in bed q (every) 

I 2 hours .... Utilize gel cushion when OOB (out of 

I bed) in chair or wheelchair." 

Another care plan for " ... risk for ulceration or 

'I interference with structural integrity of layers of 
skin caused by prolonged pressure r/t (related to) 

i limited mobility, incontinence, friction, cognitive 
impairment" dated 7/3/15, and documented, 

I

, "Avoid positioning directly on trochanter ... Barrier 
cream per MD (medical doctor) orders .... Cleanse 
perinea! area well with each incontinence 
episode ... Ensure pressure relieving cushion is in 

j chair ... follow facility protocol/regime for treating 
! breaks in skin integrity/pressure ulcers ... Monitor 

bilateral heels BID for integrity. Document any 
changes and notify MD ... Offload heels at all times 

i when supine .... Record amount taken of 
' supplemental nutrition consumed ... Record 

I 

I 
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percentage of meal consumed ... Remind resident 
: to shift weight when in chair every 15 min. 
(minutes), if unable, reposition every hour ... skin 
prep to bilateral heels BID (twice a day) as 
preventative ... Take extra care when transferring, 
use palms of hands or arms to support. Ensure 
safety around sharp objects ie. toilet paper 
holders, w/c (wheelchair) peddles, etc ... Turn and 
reposition with skin care q2hr (every two 
hours) ... Use two person transfer and use turn 
sheet to avoid friction/shearing of resident 
skin ... Weekly skin assessment. Document 
changes and notify MD. Initiate and revise 

: treatment orders PRN (as needed)." 

The care plan review further revealed a revision 
dated 7/22/15 for " ... actual impairment to skin 
integrity r/t stage Ill pressure ulcer to coccyx" and 
included the interventions, "Educated 
residenUfamily/caregivers of causative factors 
and measures to prevent skin injury ... Encourage 
good nutrition and hydration in order to promote 
healthier skin ... Follow facility protocols for 

i treatment of injury ... ldentify/document potential 
' causative factors and eliminate/resolve where 
possible ... Monitor/document location, size, and 

, treatment of skin injury. Report abnormalities, 
failure to heal, s/sx (signs and symptoms) of 
infection, maceration, etc. to MD .... Obtain blood 

. work such as CBC (complete blood count) with 
Diff (differential), Blood Cultures and C&S (culture 
and sensitivity) of any open wounds as ordered 
by physician ... Prime Air mattress to bed for 

. pressure reduction ... Protein supplement per 

. wound care protocol." 

: A review of the facility policy "Skin and Wound 
i Care" documented, "2. Stage II - Partial thickness 
' 
~ skin loss, involving epidermis, dermis, or both. 
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The ulcer is superficial and presents clinic (rest of 
the word cut off) blister, or shallow crater. a. 
Evaluate need to complete new Braden scale; 
ensure that appropriate preventative measures 
are implemented (rest of the sentence cut off) b. 
Utilize Skin Care Protocol .. c. Notify MD (medical 
doctor) and RP (responsible party) ... 3. Stage Ill -
Full thickness skin loss involving damaged to or 
necrosis of subcutaneous tissue that may extend 
down to underlying fascia. The ulcer presents 
clinically as a deep crater with or without 
undermining of tissue. a. Evaluate need to 
complete new Braden scale; ensure that 
appropriate preventative measures are 
implemented (rest of the sentence cut off) b. 
Utilize Skin Care Protocol .. c. Notify MD and 
RP .... " 

No further information was provided prior to exit. 

(1) Barron's Dictionary of Medical Terms for the 
i Non Medical Reader 2006; Mikel A. Rothenberg, 
I M.D. and Charles F. Chapman. Pages: 155, page 
: 206. 

Treatment of Pressure Ulcers, U.S. Department 
of Health and Human Services, Publication 
Number 15, documents, in part: "The assessment 

, of an individual with a pressure ulcer is the basis 
'I for planning treatment, evaluating treatment 
: effects, and communicating with other caregivers. 

Initially, the clinician should determine the 
location, stage, and size of the pressure ulcer. 

i Accurate staging and description of pressure 
, sores is a perquisite to the development and 

implementation of appropriate, effective treatment 
, protocols and to effective, ongoing monitoring of 

I 

i 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:WQOL 11 

(X2) MULTIPLE CONSTRUCTION 

A BUILDING _______ _ 

B. WING _________ _ 

STREET ADDRESS, CITY, STATE, ZIP CODE 

360 HOSPITAL DRIVE 

WARRENTON, VA 20186 

PRINTED: 08/06/2015 
FORM APPROVED 

0MB NO 0938-0391 

(X3) DATE SURVEY 
COMPLETED 

C 

07/23/2015 

ID 
PREFIX 

TAG 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

I 

I 

(XS) 
COMPLETION 

DATE 

F 314: I 

Facility ID: VA0261 If continuation sheet Page 97 of 142 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 

CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER: 

495233 

NAME OF PROVIDER OR SUPPLIER 

FAUQUIER HEALTH REHABILITATION & NURSING CENTER 

(X4) ID !I 

PREFIX 

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

F 314 Continued From page 97 

F 323 

SS=D 

tissue healing." "Use devices that totally relieve 
pressure on the heels, most commonly by raising 
the heels off of the bed .... "And also," .... individuals 
in bed should have a care plan that includes the 

: use of devices that totally relieve pressure on the 
' heels, most commonly by raising the heels off of 
the bed." 

According to the U.S. Department of Health and 
Human Services Public Health Service, Agency 
for Health Care Policy and Research, Clinical 
Practice Guidelines, Treatment of Pressure 
Ulcers, Number 15 an AHCPR Publication No. 
95-0652 page 24: .... Pressure ulcers should be 
uniformly described to facilitate communication 
amongst staff and to ensure adequate monitoring 
of the progress toward healing." 

*Allevyn - a foam wound dressing. From the 
manufacturer's website 
<http://www.smith-nephew.com/professional/prod 
ucts/advanced-wound-managemenUallevyn/allevy 
n-adhesive/> 

" This information was obtained from the website: 
<https://www.cms.gov/Medicare/Quality-lnitiatives 
-Patient-Assessment-Instruments/I RF-Quality-Re 
porting/Downloads/I RF-QRP-Training-
% E2%80%93-PrU-Staging-May-12-2014-. pdf> 

483.25(h) FREE OF ACCIDENT 
HAZARDS/SUPERVISION/DEVICES 

• The facility must ensure that the resident 
; environment remains as free of accident hazards 
, as is possible; and each resident receives 
' adequate supervision and assistance devices to 
1 prevent accidents. 

I 

' 
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This REQUIREMENT is not met as evidenced 
by: 
Based on staff interview, facility document review 

and clinical record review, it was determined that 
the facility staff failed to implement new 
interventions or review appropriateness of current 
interventions following a fall for one of 20 resident 
in the survey sample, Resident #11. 

The facility staff failed to implement new 
interventions or review appropriateness of current 
interventions after Resident #11 fell on 11/14/15. 

The findings include: 

Resident #11 was admitted to the facility on 
7/15/14 and readmitted to the facility on 4/18/15 
with diagnoses that included but were not limited 
to: osteomyelitis (bone infection) of the ankle and 
foot, diabetes and chronic kidney disease. 
Resident #11's most recent MDS (minimum data 
set), a 30 day Medicare assessment with an ARD 
(assessment reference date) of 5/16/15, coded 
the resident's cognition as being severely 
impaired. Section J documented Resident #11 
had not sustained any falls since reentry or the 
prior assessment. 

1 

Review of Resident #11 's clinical record revealed 
a nurse's note dated 11/14/14 that documented, 

1 "This nurse heard resident calling out for help and 
, bed alarm sounding. Resident observed lying on 
1 right side while on floor stating that he needed to 
: go to the bathroom. No injuries observed. Vital 
, signs stable. Resident denied hitting his head 

: 
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j and no injuries noted. Resident assessed for 
I injuries/pain, ROM (range of motion) performed, 
, vital signs obtained and resident assisted to 

1 

bathroom via w/c (wheelchair) by staff. Resident 
1 then assisted back to bed with bed alrm (sic) in 
I place, bed in lowest position and call bell within 
, reach. MD (medical doctor) and RP (responsible 

I 

party) notified." 

. Further review of nurse's notes, a fall 
! investigation and Resident#11's comprehensive 
care plan initiated on 7/16/14 failed to reveal a 

I new intervention was implemented or Resident 
, #11 'scare plan was reviewed and revised 
I following the resident's fall on 11 /14/15. 

/ On 7/22/15 at 3:00 p.m., an interview was 
1 conducted with RN (registered nurse) #3, 
i Resident #15's case manager who was not 
I employed at the facility in November 2014. RN 

1 

#3 said after a fall, the care plan should be 
I updated after each fall and new interventions 
should be added as appropriate. RN #3 stated 

I after a resident falls, she assesses the resident, 
reviews the interventions and documents the fall 

I and any new interventions on the resident's care 
plan. 

I 

! On 7/22/15 at 6:07 p.m., the administrator and 
director of nursing were made aware of the above 

1 

findings. 

The facility policy titled "Fall Resident 
1 Assessment and Investigation" documented in 
part, "Purpose: To provide a comprehensive, 

, consistent approach to assess residents at risk 
' for falls and to implement interventions to reduce 

risks for recurrence and injury ... 7. The fall 
! investigation form will be utilized in reviewing and 

I 
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, revising the residents care plan to minimize the 
· recurrence of falls or injury ... " 

, No further information was provided prior to exit. 

In "Fundamentals of Nursing" 7th edition, 2009; 
Patricia A. Potter and Anne Griffin Perry; Mosby, 
Inc; Page 5. "Client safety is a priority in health 
care. You need to protect clients from physical 
and emotional injury by continually assessing for 
and eliminating safety hazards. Clients fall due to 
many factors, such as improper transfer 
techniques, client age, side effects of 
medications, impaired mobility, or confusion. 
Learn your agency's fall prevention program for 

· reducing client falls. Programs that use a 
multidimensional approach in designing fall 
prevention strategies have the greatest reduction 
in fall rates." 

F 328 483.25(k) TREATMENT/CARE FOR SPECIAL 

SS=D NEEDS 

The facility must ensure that residents receive 
proper treatment and care for the following 
special services: 
Injections; 
Parenteral and enteral fluids; 

' Colostomy, ureterostomy, or ileostomy care; 
Tracheostomy care; 

, Tracheal suctioning; 
I • 
I Respiratory care; 
, Foot care; and 

' Prostheses. 

This REQUIREMENT is not met as evidenced 
by: 
Based on observation, staff interview and clinical 
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record review, it was determined that the facility 
staff failed to follow the physician's order for 
oxygen administration for one of 20 residents in 

I the survey sample, Resident #12. 
I 

: The facility staff failed to administer oxygen to 
· Resident #12 at the prescribed rate of 2 1pm 

(liters per minute). 

The findings include: 

Resident #12 was admitted to the facility on 
1/1/14 with a readmission on 3/19/14 with 
diagnoses that included, but not limited to; 
chronic kidney disease, hypercoagulable state 
(an abnormality of blood coagulation), diabetes, 
hypertension (elevated blood pressure), anxiety, 
CHF (congestive heart failure), hypothyroidism (a 
decreased function of the thyroid), and 
hyperlipidemia (elevated lipids in the blood 
stream). 

Resident #12's most recent comprehensive MDS 
(minimum data set) was an annual assessment 
with an ARD (assessment reference date) of 
3/3/15. Resident #12 was coded on the MDS as 
having a BIMs (Brief Interview for Mental Status) 
score of three out of 15. The MOS manual 
documents that a score of three indicates that the 
resident's cognition is severely impaired. 

Resident #12 was observed on four occasions 
with oxygen being delivered at a rate of 2.5 1pm; 

I 7/21/15 at 11 :20 a.m., 7/21/15 at 4:00 p.m., 
: 7/22/15 at 7:35 a.m., 7/23/15 at 8:00 a.m. 

Review of Resident #12's clinical record revealed 
; a physician order summary report dated 7/23/15 
which documented, in part, the following order: I 
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administration. 
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residents with oxygen orders for 30 days 
and 25% for 60 days. All findings will be 
reviewed and reported at Quarterly QA. 
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· "Supplemental Oxygen 2/L via NC (nasal 
cannula). Order Status: Active. Order Date: 
3/19/2014. End Date. (blank)." 

A review of Resident #12's care plan revealed, in 
part, the following documentation; "Focus. (Name 
of Resident #12) has oxygen therapy. Date 
initiated: 5/22/2012. Revision on 5/22/2012. 
Interventions/Tasks: OXYGEN SETTINGS: 
(Name of Resident #12) has 02 (oxygen) via 
nasal prongs/mask@ (at) 2 L (liters) 
continuously. Date initiated: 5/22/2012. Revision 
on: 5/22/2012." 

On 7/23/15 at 8:00 a.m. an interview was 
conducted with LPN (licensed practical nurse) #4. 
LPN #4 was asked how much oxygen was to be 
delivered to Resident #12. LPN #4 responded 
that she was ordered 2 L continuously. LPN #4 
was shown the concentrator and asked to state 
how much oxygen was being delivered to 

1 Resident #12. LPN #4 stated, "She is getting 2.5 
I Lat this time." LPN #4 then adjusted the 
! concentrator to read 2 L. LPN #4 stated, "I don't 
know why it was set at 2.5 L, there is a sticker 
right here that states that the oxygen should be 2 

1

1 

L. LPN #4 was asked when she had last looked 
at the concentrator setting, she stated that she 
had not checked until now during this shift. 

I On 7/23/15 at approximately 10:00 a.m. ASM 
• (administrative staff member) #2, the director of 

nursing was made aware of the findings. A policy 
was requested that addressed oxygen delivery. 

! No further information was provided prior to the 
1 end of the survey. 

According to Fundamentals of Nursing, Perry and 
Potter, 6th edition, page 1122, "Oxygen should be 

I 
I 

I 
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treated as a drug. It has dangerous side effects, 
such as atelectasis or oxygen toxicity. As with 
any drug, the dosage or concentration of oxygen 
should be continuously monitored. The nurse 
should routinely check the physician's orders to 
verify that the client is receiving the prescribed 

1 
oxygen concentration. The six rights of 
medication administration also pertain to oxygen 
administration." 

In "Fundamentals of Nursing" 6th edition, 2005; 
Patricia A. Potter and Anne Griffin Perry; Mosby, 
Inc; Page 419 "The physician is responsible for 
directing medical treatment. Nurses are 
obligated to follow physician's orders unless they 
believe the orders are in error or would harm 
clients." 

F 329 483.25(1) DRUG REGIMEN IS FREE FROM 
SS=D UNNECESSARY DRUGS 

Each resident's drug regimen must be free from 
unnecessary drugs. An unnecessary drug is any 
drug when used in excessive dose (including 
duplicate therapy); or for excessive duration; or 
without adequate monitoring; or without adequate 
indications for its use; or in the presence of 
adverse consequences which indicate the dose 
should be reduced or discontinued; or any 
combinations of the reasons above. 

Based on a comprehensive assessment of a 
resident, the facility must ensure that residents 
who have not used antipsychotic drugs are not 
given these drugs unless antipsychotic drug 
therapy is necessary to treat a specific condition 
as diagnosed and documented in the clinical 
record; and residents who use antipsychotic 
drugs receive gradual dose reductions, and 

i 

I 

I 
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behavioral interventions, unless clinically 
contraindicated, in an effort to discontinue these 
drugs. 

This REQUIREMENT is not met as evidenced 
by: 
Based on family interview, staff interview, facility 

document review and clinical record review, it 
was determined that the facility staff failed to 
ensure a resident was free of unnecessary 
medication for one of 20 residents in the survey 
sample, Resident #11. 

*Garamycin eye drops (used to treat infection) 
were accidentally administered to Resident# 11 
on three occasions on 7 /12/15 and once on 
7/13/15, despite the resident having no signs or 
symptoms of infection. The eye drops were 
intended for another resident (Resident #15). 

The findings include: 

Resident #11 was admitted to the facility on 
7/15/14 and readmitted to the facility on 4/18/15 
with diagnoses that included but were not limited 
to: osteomyelitis (bone infection) of the ankle and 
foot, diabetes (a blood sugar disease) and 
chronic kidney disease. Resident#11's most 
recent MOS (minimum data set), a 30 day 
Medicare assessment with an ARD (assessment 
reference date) of 5/16/15, coded the resident's 
cognition as being severely impaired. 

On 7/22/15 at 4:40 p.m., an interview was 
conducted with a family member. The family 

I 
I 
I 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:WQOL 11 

PRINTED: 08/06/2015 
FORM APPROVED 

0MB NO 0938-0391 

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED A. BUILDING _______ _ 

B. WING _________ _ 

ID 
PREFIX 

TAG 

STREET ADDRESS, CITY, STATE, ZIP CODE 

360 HOSPITAL DRIVE 

WARRENTON, VA 20186 
I 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

F 329 

i 

C 

07/23/2015 

! 
i 

I 

(X5) 
I COMPLETION 

DATE 

Facility ID: VA0261 If continuation sheet Page 105 of 142 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 

CENTERS FOR MEDICARE & MEDICAID SERVICES 

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

495233 

NAME OF PROVIDER OR SUPPLIER 

FAUQUIER HEALTH REHABILITATION & NURSING CENTER 

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL 

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) 

F 329 Continued From page 105 

member stated about a week and a half ago, LPN 
(licensed practical nurse) #3 was supposed to 
have eye drops ordered for Resident #15 but 
instead, had the eye drops ordered for Resident 
#11, 

On 7/23/15 at 7:38 a.m., an interview was 
conducted with LPN #3. LPN #3 stated she had 
faxed the physician because Resident #15's 
family member was concerned about Resident 
#15's eyes. LPN #3 stated she accidentally 
documented Resident #11's name on the fax and 
when she returned to work, eye drops were 
ordered for Resident #11 instead of Resident #15. 

: LPN #3 stated she clarified the mistake as soon 
as she realized the error. 

On 7/23/15 at 9:25 a.m., LPN #3 presented a fax 
sent on 7/13/15 that documented, "To: (name of 
physician) Re: (name of Resident #15) - I faxed 
you on 7/10/15 about the wrong resident. (Name 
of Resident #15) has red eyes with thick yellow 

, sediment in eyelashes. Inner lids drooping with 
redness. May (I) discontinue eye drops for (name 
of Resident #11) and start (name of Resident 
#15) on Garamycin solution 0.3% 2 drops TID 
(three times a day) x 5 days? Thanks." No 
physician response or order was documented. 
LPN #3 stated she could not find the original fax 
that she sent the physician on 7 /10/15 that 
documented Resident #11 's name. LPN #3 also 
stated faxes were not kept in the clinical record. 

Review of Resident #11's July 2015 electronic 
medication administration record revealed a 
check mark with nurse's initials indicating the 
resident received garamycin eye drops on three 
occasions on 7/12/15 and once on 7/13/15. ' 
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Nurse's notes for July 2015 revealed the following 
documentation: 

7/10/14- "New orders for eye drops ... " 
7/13/15- "Garamycin Solution 0.3% Instill 2 drop 
in both eyes three times a day for eye infection for 
5 Days discontinued." 

Nurse's notes for July failed to reveal Resident 
#11 presented with any signs or symptoms of an 
eye infection. 

Resident #11 's comprehensive care plan revised 
on 7/13/15 and resolved on 7/22/15 documented, 
"RESOLVED: (Name of Resident #11) is 
receiving treatment for **conjunctivitis to his left 
eye ... " 

On 7/23/15 at 10:30 a.m., the administrator and 
director of nursing were made aware of the above 
findings. 

The facility policy titled "Equipment and Supplies 
for Administering Medications" documented in 

. part, "Procedures: A. Preparation: 4. FIVE 
RIGHTS- Right resident, right drug, right dose, 
right route and right time, are applied for each 
medication being administered ... " 

No further information was obtained prior to exit. 

* This information was obtained from the website: 
i http://www.nlm.nih.gov/medlineplus/druginfo/med 
i s/a682669.html 

**Conjunctivitis is the medical name for pink eye. 
It involves inflammation of the outer layer of the 
eye and inside of the eyelid. It can cause swelling, 

i itching, burning, discharge, and redness." This 
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information was obtained from the website: 
http://vsearch.nlm.nih.gov/vivisimo/cgi-bin/query

' meta?v%3Aproject=medlineplus&v%3Asources= 
medlineplus-bundle&query=conjunctivitis 

F 332 483.25(m)(1) FREE OF MEDICATION ERROR 
SS=D RATES OF 5% OR MORE 

The facility must ensure that it is free of 
medication error rates of five percent or greater. 

This REQUIREMENT is not met as evidenced 
by: 
Based on observation, staff interview, clinical 

record review, and facility document review, it 
was determined that the facility staff failed to 
ensure that two of seven residents in the 
Medication Administration observation (Residents 
#16 and #17) were free of a medication error rate 
of 5% or greater. There were two errors out of 31 
opportunities and the error rate was 6.45%. 

1. For Resident #16, the facility staff did not 
administer hydralazine* (a blood pressure 
medication) when the parameters provided by the 
physician indicated that the medication should 
have been administered. 

2. For Resident #17, the facility staff 
administered the incorrect dose of amlodipine** 
(a blood pressure medication) for 301 days 
between 9/24/14 and 7 /22/15. 

The findings include: 

1. For Resident #16, the facility staff did not 
administer hydralazine* (a blood pressure 

I 

! 

I 
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1.Clarification order for BP parameters and 09104115 
holding medication was received from 

1 physician on 07 /23/15 for Resident #16. 

Physician order received on 07 /23/15 to 

continue current medication dose per order 

for Resident #17. Order sent to pharmacy 

for correct 10 mg dose of medication and 
1 

received on 07/24/15. No negative 

outcomes noted for Resident #16 or 

Resident #1. 

2.AII patients have the potential to be 

affected by this deficient practice. 

3. All nurses will be educated by 09/01/15 

to alert RN Care Managers or DON and 

Pharmacy immediately if there is a 

discrepancy in medication dose received 

and physician order. 

4.RN Care Manager or designee will 

monitor medication cart inventory weekly to 

ensure accurate dose and supply of 

medications for 30 days and continue 

monthly for 60 days. All findings will be 

reviewed and reported at Quarterly QA. 
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medication) when the parameters provided by the 
physician indicated that the medication should 
have been administered. 

Resident #16 was admitted to the facility on 
10/31/14 with a readmission on 1/27/15 with 
diagnoses that included, but not limited to; 
chronic kidney disease, ulcer on the foot, 
diabetes, hypertension, convulsions, 
osteomyletis, schizophrenia, anxiety and cellulitis. 

Resident #16's most recent comprehensive MOS 
(minimum data set) was a significant change 
assessment with an ARD (assessment reference 
date) of 1 /9/15. Resident #16 was coded on the 
MOS as having a BIMs (Brief Interview for Mental 
Status) score of five out of 15. The MOS manual 
documents that a score of five indicates that the 
resident's cognition is severely impaired. Section 
80700 of the 1/16/15 MOS coded Resident #10 
as, "Understood" and "Understands." 

On 7/21/15 at 4:25 p.m., a medication 
administration observation was conducted with 
LPN (licensed practical nurse) #5. LPN #5 was 
observed preparing the following medications for 
Resident #16: 

j * Hydralazine 25mg (milligrams) (a blood 

I 

pressure medication) 
, ** Gabapentin 300 mg (a medication used for 

neuralgias [nerve pain]) 
*** Meclizine 25 mg ( a medication to treat 

j nausea, dizziness and vomiting) 
I 

Prior to administering the hydralazine LPN #5 
advised this surveyor that she needed to obtain a 

; blood pressure prior to administering the 
1 

medication. LPN #5 obtained a manual blood 

I 
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pressure from Resident #16 and she stated that 
the result was 120/58. LPN #5 further stated that 
she could not administer the hydralazine and she 
would hold the hydralazine because the diastolic 
blood pressure was less than 60. 

A review of Resident #16's clinical record 
revealed a physician order summary report which 
documented, in part, the following physician 
order: "Hydralazine HCL (hydrochloride) tablet 25 
mg by mouth four times a day for htn 
(hypertension). Hold for SBP (systolic blood 
pressure) below 100 and DBP (diastolic blood 
pressure) below 60. Order date 12/27/14. Start 
date 12/27/14. End date. (blank)." 

Further review of Resident #16's clinical record 
revealed a MAR (medication administration 
record) that documented, in part, the following 
information: "Hydralazine HCL Tablet 25 MG. 
Give 25 mg by mouth four times a day for htn. 
Hold for SBP below 100 and DBP below 60. Start 
Date 12/27/2014 1300 (1:00 p.m.)." The MAR 
contained a row for four administration times, with 
a preceding row for a blood pressure result to be 
recorded prior to each administration time. On 
7/21/15 for the 5:00 p.m. administration time 
there is an "X" recorded for the blood pressure 

, and in the row for the administration there is a 
! number five with the initials of LPN #5. The 
' legend on the MAR indicates that a number five 
equals "Hold/See Nurse Notes." 

A review of Resident #16's care plan dated 
! 12/26/2014 revealed, in part, the following 
documentation: "Focus: (Resident #16's name) 
has alteration in cardiovascular system r/t (related 
to) hypertension, tachycardia (a fast heart beat), 
HLD (hyperlipidemia). Date initiated 12/8/2009, 

I 
I 

' 

i 
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' revision on 1/3/2014. Interventions: Administer 
(Resident #16's name) antihypertensive 
medications as per MD (medical doctor) order 
and monitor for effectiveness as well as side 
effects." 

On 7/22/15 at 9:40 a.m. an interview was 
conducted with LPN #4. LPN #4 was asked if the 
blood pressure parameters for a blood pressure 
medication stated to hold the medication if the 
SBP was below a certain value and the DBP was 
below a certain value, what did that mean. LPN 
#4 stated, "That means both the SBP and the 
DBP have to be below the prescribed values or 
you give the medication." The following example 
was given to LPN #4; if the SBP is less than 100 
and the DBP is less than 60 and the blood 
pressure was 120/58, would the blood pressure 
medication be given or held. LPN #4 stated, "I 
would fax the doctor and ask him what to do." 

On 7/22/215 at 2:56 p.m. an interview was 
conducted with LPN #5. LPN #5 was asked what 
she should do if the physician order stated to hold 
a medication if the SBP was less than 100 and 
the DBP was less than 60, LPN #5 stated, "I 
should give the medication because only one of 
the two values was low." LPN #5 was asked 
about the medication she held from Resident #16 
the previous evening, LPN #5 stated, "I should 
have given her the medicine because her order 
says to hold if both the SBP and the DBP are low, 
not one or the other." LPN #5 was asked what 

·1 she should have done if she was unsure about 
the order. LPN #5 stated, "I should have gone 
back to the order and clarified with the physician." 

1 

On 7/22/15 at 5:55 p.m. an end of day meeting 
1 was held with ASM (administrative staff member) 

I 
I 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:WQOL 11 

PRINTED: 08/06/2015 
FORM APPROVED 

0MB NO 0938-0391 

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED A. BUILDING _______ _ 

8. WING _________ _ 

ID 
PREFIX 

TAG 

STREET ADDRESS, CITY, STATE, ZIP CODE 

360 HOSPITAL DRIVE 

WARRENTON, VA 20186 

! PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

F 332 

C 

07/23/2015 

i 

I 
! 

(XS) 
COMPLETION 

DATE 

Facility ID: VA0261 If continuation sheet Page 111 of 142 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 

CENTERS FOR MEDICARE & MEDICAID SERVICES 

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

495233 

NAME OF PROVIDER OR SUPPLIER 

FAUQUIER HEALTH REHABILITATION & NURSING CENTER 

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL 

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) 

F 332 Continued From page 111 

#1, the administrator, and ASM #2, the director of 
nursing. ASM #1 and ASM #2 were made aware 
of the findings. A policy was requested regarding 
order clarification. No further documentation was 
provided prior to the end of the survey. 

* Hydralazine is used to treat high blood pressure. 
Hydralazine is in a class of medications called 
vasodilators. It works by relaxing the blood 
vessels so that blood can flow more easily 
through the body. This information was retrieved 
from the following website: 
http://www.nlm.nih.gov/medlineplus/druginfo/med 
s/a682246.html 
** Gabapentin is used to relieve the pain of 
postherpetic neuralgia. This information was 

1 retrieved from the following website: 
http://www.nlm.nih.gov/medlineplus/druginfo/med 
s/a694007. html 
***Meclizine is used to prevent and treat nausea, 
vomiting, and dizziness caused by motion 
sickness. This infomration was retrieved from the 
following website: 
http://www.nlm.nih.gov/medlineplus/druginfo/med 
s/a682548.html 

2. For Resident #17, the facility staff 
administered the incorrect dose of amlodipine** 
(a blood pressure medication) for 301 days 
between 9/24/14 and 7 /22/15. 

Resident #17 was admitted to the facility on 
1/31/13 with diagnoses that included, but not 
limited to; dementia, hypertension (elevated blood 
pressure), cardiac dysrhythmias (abnormal heart 
beat), chronic kidney disease, metabolic 
encephalopathy (a disease of the brain), and 
muscle weakness. 

i 

I 

i 
i 
I 

' 
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Resident #17's most recent MOS (minimum data 
set) was an annual assessment with an ARD 
(assessment reference date) of 2/14/15. 
Resident #17 was coded on the MOS as having a 
BIMs (Brief Interview for Mental Status) score of 
eight out of 15. The MOS manual documents 
that a score of eight indicates that the resident's 
cognition is moderately impaired. Section B0700 
of the 1/16/15 MOS coded Resident #10 as, 
"Understood" and "Understands." 

On 7/22/15 at 8:00 a.m. LPN (licensed practical 
nurse) #3 was observed administering the 
following medications to Resident #17: 

* Metoprol TAR (tartrate)25 mg (a blood pressure 
medication) 
**Amlodipine 5mg (a blood pressure medication) 
***Aspirin chewable 81 mg 2 tablets (an I 

antiplatelet medication) I 

**** Lisinopril 20 mg (a medication to treat heart 
failure) 

The pharmacy label on the card from where the 5 , 
mg dose of amlodipine was removed revealed, in I 

part, the following documentation: "30 tabs 
(tablets) 6/25/15. amLODIPine TAB 5mg Sub 
(substitue) for NORVASC. Take 1 tablet by mouth 
every morning." 

A review of Resident #17's clinical record 
revealed a physician pharmacy order dated 
9/23/14 which revealed, in part, the following 
documentation: "Start Date: 9/23/2014. End Date: 
Indefinite. AmLODIPine Besylate (amlodopine 
besylate), 10 MG, By mouth (PO) QD Every Day 
Everyday. daily. Created by (name of LPN #3) 

i Signature: (signature of LPN #3). Date: 
i 9/23/2014." The order is signed by the 
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prescribing physician on 9/25/14. 

A review of the MARs (medication administration 
records) for Resident #17 revealed that 
amlodopine 5 mg was discontinued on 9/24/14 
and amlodopine 10 mg was initiated on 9/24/14. 
Nursing initials were documented as Amlodipine 
10mg being administered every 9ay since 
9/24/14. 

' An interview was conducted with LPN #3 on 
7/22/15 at 9:45 a.m. LPN #3 was asked to 
remove Resident #17's card that contained 
amlodipine from the medication cart. LPN #3 
verified that the card in the medication contained 
amlodipine 5 mg. LPN #3 was asked to compare 
the card with the medication to the MAR order. 
LPN #3 stated, "The MAR states to give 10 mg, 
but we must have had a new order." LPN #3 
requested time to determine what the correct 
order should be for Resident #17. 

, LPN #3 returned to this surveyor at approximately 
' 10:00 a.m. and stated that the dose of amlodipine 

in the medication cart for Resident #17 was 
incorrect and that it should be 10 mg and not 5 
mg. LPN #3 stated that the order changed in 
September 2014 and it did not get faxed to the 
pharmacy, the pharmacy continued to send the 5 
mg dose since September 2014. LPN #3 was 
asked when administering a medication to a 
resident what should the nurse do. LPN #3 

1 

stated, "The nurse should check the medication 
' three times to make sure the order and the dose 

in hand matches. If there is a discrepancy the MD 
(medical doctor) should be notified. We should 
be doing the five rights of medication 
administration." LPN #3 was asked whether or 
not she had followed that process while being 

1 

' 
I 

! 
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, Patricia A. Potter and Anne Griffin Perry; Mosby, 

I 

Inc; Page 419 "The physician is responsible for 
directing medical treatment. Nurses are 
obligated to follow physician's orders unless they 

I

. believe the orders are in error or would harm 
clients." 

In Potter-Perry, Fundamentals of Nursing, 6th 

I 

edition, page 841, a noted standard of practice is: 
"When medications are first ordered, the nurse 
compares the medication recording form or 

I 

computer orders with the prescriber's written 

1 

orders." On page 852, regarding the 
administration of oral medications, "Check 

, accuracy and completeness of each MAR or 
I computer printout with prescriber's written 
1 medication order." 

F 371 I 483.35(i) FOOD PROCURE, 
SS=F STORE/PREPARE/SERVE - SANITARY 

, The facility must -

I 

( 1) Procure food from sources approved or 
considered satisfactory by Federal, State or local 
authorities; and 

I (2) Store, prepare, distribute and serve food 
, under sanitary conditions 

I This REQUIREMENT is not met as evidenced 
. by: 
I Based on observation, and staff interview, it was 
determined that the facility staff failed to prepare 
and store food in a sanitary manner. 

Two full trays of individual sized pudding cups 

I 

I 
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F 371 1. On 07/22/15, Dietary Director reviewed I 

I all storage areas to ensure all food covered. 

' 2. All residents have the potential to be I 

I 

affected by this deficient practice. 

, 3. All dietary staff were educated on 
. 07/23/15 to cover all foods in holding 
I refrigerator. Policy titled "Holding and 

1 

Service" updated 08/12/15 to reflect all 
I foods will be covered while in refrigerator. · 

· 4. Dietary Manager or designee will monitoj 
I food storage, preparation and service area 
I 

· for compliance with covering of foods in I 

I holding refrigerator. This will be done 1 

· weekly and findings will be reviewed and I 

I reported at Quarterly QA. 
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were observed uncovered and exposed to air in 
the reach in refrigerator. 

The findings include: 

Observation of the reach in refrigerator was 
conducted on 7/21/15 at 11 :20 a.m. Two full trays 
of individual sized pudding cups were observed 
uncovered, with no lid and exposed to air. At this 
time, OSM (other staff member) #5, the evening 
dietary supervisor was asked if food was typically 
stored uncovered in the refrigerator. OSM #5 
stated, "We are about to serve." 

Observation of the reach in refrigerator was 
conducted on 7/22/15 at 11:00 a.m. One half tray 
of individual sized pureed fruit cups were 
observed covered with white paper. At this time, 
OSM #6, a dietary aide was asked the process 
for storing food in the refrigerator. OSM #6 
stated staff is supposed to put white paper or 
saran wrap over the food and date the food. 
OSM #6 was made aware the pudding cups were 
uncovered the previous day but the fruit cups 
were covered this day. OSM #6 stated the 
pudding cups should have been covered. OSM 
#2, the dietary manager was present during this 
interview and made aware the pudding cups were 
not covered. OSM #2 was asked for a policy 
regarding this matter. 

, On 7/22/15 at 12:30 p.m., OSM #2 presented the 
policy titled "Holding and Service." The policy 
documented in part, "The department will hold 
and serve prepared food in a manner that will 
ensure preservation and quality and safety ... " 
The policy failed to document pertinent 

: information regarding the above findings. OSM 
i #6 stated staff cover leftover food but may not 
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necessarily cover food they are getting ready to 
serve. 

· On 7/22/15 at 6:07 a.m., the administrator and 
director of nursing were made aware of the above 
findings. 

Federal Food Code 2013 Recommendations of 
the United States Public Health Service Food and 
Drug Administration: 

3-305.11 Food Storage. 
(A) Except as specified in ,m (B) and (C) of this 
section, FOOD shall be protected from 
contamination by storing the FOOD: (1) In a 
clean, dry location; 
(2) Where it is not exposed to splash, dust, or 
other contamination; 

13-305.14 Food Preparation. 
, During preparation, unPACKAGED FOOD shall 
1 

be protected from environmental sources of 
contamination. 

I No further information was presented prior to exit. 

F 425 ! 483.60(a),(b) PHARMACEUTICAL SVC -
SS=E ACCURATE PROCEDURES, RPH 

I The facility must provide routine and emergency 
' drugs and biologicals to its residents, or obtain 
them under an agreement described in 

i §483. 75(h) of this part. The facility may permit 
! unlicensed personnel to administer drugs if State 
' law permits, but only under the general 
supervision of a licensed nurse. 

i, A facility must provide pharmaceutical services 
(including procedures-that assure the accurate 

i 
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F 425 
111 .All medications for Residents #1 and #8 · 09/04/15 
are now available. 

1

1

2.AII residents have the potential to be I 

affected by this deficient practice. 

3. All nurses will be educated by 09/01/15 
1 

:to refer to stat box inventory for medication I 

'availability. Nurses will be educated by · 

.09/01/15 to alert RN Care Managers or · 
I II 

DON and Pharmacy immediately if 

medication is not available. Backup 

Pharmacy will be utilized when necessary ot 
! ' 
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i acquiring, receiving, dispensing, and 
administering of all drugs and biologicals) to meet 
the needs of each resident. 

The facility must employ or obtain the services of 
a licensed pharmacist who 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, facility document review 

and clinical record review, it was determined that 
the facility failed to ensure medications were 
available from the pharmacy for administration to 
two of 20 residents in the survey sample, 
Residents #8 and #1. 

1. The facility staff failed to ensure medications 
were available for administration to Resident #8 
on 6/7/15, 7/3/15, 7/5/15 and 7/18/16. 

2. The facility staff failed to ensure medications 
were available for administration to Resident #1 
on 5/4/15, 5/5/15, 6/11/15 and 7/13/15. 

The findings include: 

1. Resident #8 was admitted to the facility on 
5/24/10 and most recently readmitted on 11 /8/14 
with diagnoses including, but not limited to: 
bipolar disorder, dementia with behavioral 
disturbances, chronic obstructive pulmonary 

, disease and high blood pressure. On the most 
recent MDS (minimum data set), a quarterly 

I 

i 
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changes to medication regimen. Meeting 

held on 07/22/15 with DON, Administrator, 

and contracted Pharmacist in regards to 

pharmacy delays. Pharmacy will provide 

on-site education to all nurses on 

medication ordering and distribution 

process by 09/01 /15. 

4. RN Care Manager or designee will 

monitor medication cart inventory weekly 

to ensure accurate supply of medications 

for 30 days and continue monthly for 60 

, days. RN Care Manager or designee will 

meet with Nurses and CNAs weekly to 

inquire of any medication availability issues. 

All findings will be reviewed and reported 

at Quarterly QA. 
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i 
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assessment with assessment reference date 
5/15/15, he was coded as being moderately 
impaired for making daily decisions. He was 
coded as requiring the assistance of staff for bed 
mobility, transfers, ambulation, dressing, toileting, 
personal hygiene and bathing. 

A review of the physician's orders for Resident #8 
revealed the following: 
- Methenamine Hippurate (*to treat urinary tract 
infections) Give 1 tablet via G-Tube two times a 
day. This was ordered 12/12/14 and most 
recently signed by the physician on 7/21/15. 
- Nystatin Suspension 100,000 unit/ml (units per 
milliliter) (*to treat tongue pain) Give 1 dose by 

· mouth three times a day swish/spit. This was 
ordered and signed by the physician on 7/3/15. 
- Tramadol tablet (*to treat pain) Give 25 mg via 
G-Tube two times a day. This was ordered on 
1/15/15 and most recently signed by the 
physician on 7/21/15. 

A review of the medication administration records 
revealed that on the following dates and times, 

.

1 

Resident #8 did not receive the medications as 
ordered by the physician, for the reasons 
indicated in the nurses notes: 
- 6/7/15 at 10:07 p.m. - Methenamine - "Awaiting 
from pharm (pharmacy)." 

i - 7/3/15 at 1 :24 p.m. - Nystatin - "pharmacy 
I pending." 
', - 7/3/14 at 7:20 p.m. - Nystatin - "Awaiting from 

pharmacy." 
i - 7/5/15 at 1 :52 p.m. - Nystatin - "Awaiting from 
! pharmacy." 
- 7/5/15 at 6:20 p.m. - Nystatin - "Awaiting on 
pharmacy." 

i - 7 /18/15 at 9:44 a. m. - Tramadol - "Awaiting 
! pharmacy." 

I 

I 

I 
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Further review of the nurses notes revealed 
nothing further regarding these medications. 

A review of the comprehensive care plan for 
Resident #8 dated 12/18/14 and updated on 
7/21/15 revealed, in part, the following: 
"Administer pain med per MD order." 

On 7/22/15 at 2:50 p.m., RN (registered nurse) 
#7 was interviewed regarding the procedure to be 
followed if medications were not located in the 
medication cart for a resident. She stated that if 
she could not find a medication ordered for a 
resident, she would check the stat box (a supply 
of commonly-used medications available for 
temporary administration to residents provided by 
the pharmacy). She stated that if the medication 
is not available in the stat box, she would call the 
pharmacy and ask them to send it right away. 
She stated that if the regular pharmacy could not 
send the medication, the back-up pharmacy 
would be called. When asked if she would 
document these efforts to obtain the medication, 
she stated: "Absolutely. I would write multiple 
notes." 

On 7/22/15 at 3:40 p.m., LPN (licensed practical 
nurse) #1 was interviewed regarding the 
procedure to be followed if medications were not 
located in the medication cart for a resident. She 
stated that she would first check the stat box. 
She stated that if the medication was not 
available in the stat box, she would call the 
pharmacy and tell the pharmacy that the 
medication was needed immediately. She stated 
that if the regular pharmacy was not available to 
deliver the medication, she would call the back-up 

: pharmacy. She stated: "The back-up pharmacy 
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is right down the road." 

On 7 /22/15 at 4:45 p.m., ASM (administrative 
staff member) #3, the consultant pharmacist was 
interviewed regarding medication availability. 
ASM #3 presented the surveyor with lists of 

' medications available in the facility stat box. The 
three medications listed above were not included 
on these lists. She stated that the nurses should 

' have called the pharmacy to arrange immediate 
delivery. She did not provide an explanation 
regarding why the medications were not available 
at the time of administration. 

On 7/22/15 at 5:55 p.m., ASM (administrative 
staff member) #1, the administrator, ASM #2, the 

, director of nursing, LPN (licensed practical nurse) 
#1, RN (registered nurse) #1, the MDS 
coordinator, RN #2, the quality assurance nurse, 

, RN #3, a care manager, and RN #6, a care 
manager, were informed of these concerns. 
Policies regarding medication availability from the 
pharmacy were requested. 

A review of the facility policies entitled "Ordering 
and Receiving Non-Controlled Medications from 
the Dispensing Pharmacy," "Non-controlled 
Medication Order Documentation" and 

, "Controlled Substance Prescriptions" revealed 
nothing pertinent to these findings. 

No further information was provided prior to exit. 

In Fundamentals of Nursing, 6th edition, 2005, 
Patricia A. Potter and Anne Griffin Perry, Mosby, 
Inc; Page 419: 'The physician is responsible for 
directing medical treatment. Nurses are 

i obligated to follow physician's orders unless they 
I believe the orders are in error or would harm 
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clients." 

*From the National Institutes of Health website 
http://www.nlm.nih.gov/medlineplus/. 

**PEG tube - "Percutaneous endoscopic 
gastrostomy tube - a tube placed in the stomach 
for the purpose of temporary or permanent 
nutrition." www.nlm.nih.gov. 
2. Resident #1 was admitted to the facility on 
6/1/12 and most recently readmitted on 6/11/15 
with diagnoses including, but not limited to: 
breast cancer, depressive disorder, diabetes, 
atrial fibrillation and osteoporosis. On the most 
recent MOS, a 14-day Medicare assessment witn 

' assessment reference date 6/25/15, she was 
coded as having moderate cognitive impairment 
for making daily decisions. She was coded as 
requiring the assistance of staff for bed mobility, 
transfers, ambulation, dressing, toileting and 
personal hygiene. 

A review of the physician's orders for Resident #1 
revealed the following: 
- Caltrate 600 + D 600-400 mg (*to treat 
osteoporosis) Give 1 tablet by mouth one time a 
day. This was ordered on 6/14/15 and most 
recently signed by the physician on 7/16/15. 
- Sotalol (*to treat high blood pressure) 80 mg 
Give 1 tablet by mouth two times a day. This was 
ordered on 6/11/15 and most recently signed by 
the physician on 7/16/15. 
- Letrozole (*to treat breast cancer) 2.5 mg Give 1 
tablet by mouth one time a day. This was 
ordered on 6/11/15 and most recently signed by 
the physician on 7 /16/15. 

A review of the medication administration records 

I 
I 

' 

' I 

I 
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revealed that on the following dates and times, 
Resident #1 did not receive the medications as 
ordered by the physician, for the reasons 
indicated in the nurse's notes: 
- 5/4/15 at 5:23 p.m. - Caltrate - "Waiting supply." 
- 5/5/15 at 7:34 a.m. - Caltrate - "Med not ava 
(available)." 
- 5/5/15 at 5:32 p.m. - Caltrate - "Waiting supply." 
- 6/11/15 at 10:01 p.m. - Sotalol - "Waiting med." 
- 7/13/15 at 8:31 a.m. - Letrozole - "Pharmacy to 
send." 

Further review of the nurses notes revealed 
nothing further regarding these medications. 

A review of the comprehensive care plan for 
. Resident #1 dated 2/9/11 and revised on 9/3/14 
revealed, in part, the following: "Give anti 
hypertensive (high blood pressure) medications 
as ordered. • 

On 7/22/15 at 4:45 p.m., ASM (administrative 
staff member) #3, the consultant pharmacist was 
interviewed regarding medication availability. 
ASM #3 presented the surveyor with lists of 
medications available in the facility stat box. The 
three medications listed above were not included 
on these lists. She stated that the nurses should 
have called the pharmacy to arrange immediate 
delivery. She did not provide an explanation 
regarding why the medications were not available 
at the time of administration. 

On 7/22/15 at 5:55 p.m., ASM (administrative 
staff member) #1, the administrator, ASM #2, the 
director of nursing, LPN (licensed practical nurse) 
#1, RN (registered nurse) #1, the MDS 
coordinator, RN #2, the quality assurance nurse, 
RN #3, a care manager, and RN #6, a care 

I 
I 
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! manager, were informed of these concerns. 
1 Policies regarding medication availability from the 
pharmacy were requested. 

No further information was provided prior to exit. 

*From the National Institutes of Health website 
http://www.nlm.nih.gov/medlineplus/. 

F 428 483.60(c) DRUG REGIMEN REVIEW, REPORT 
SS=D IRREGULAR, ACT ON 

The drug regimen of each resident must be 
reviewed at least once a month by a licensed 
pharmacist. 

The pharmacist must report any irregularities to 
the attending physician, and the director of 
nursing, and these reports must be acted upon. 

This REQUIREMENT is not met as evidenced 
by: 
Based on staff interview, facility document review 

and clinical record review, it was determined that 
the facility staff failed to ensure the consulting 
pharmacist completed a monthly medication 
regimen review for one of 20 residents in the 
survey sample, Resident #4. 

Resident #4's March 2015 medication regimen 
review was not completed. 

The findings include: 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:WOOL 11 

I 

PRINTED: 08/06/2015 
FORM APPROVED 

0MB NO 0938-0391 
(X2) MULTIPLE CONSTRUCTION 

A. BUILDING _______ _ 

(X3) DATE SURVEY 
COMPLETED 

B. WING ________ _ 
C 

07/23/2015 
STREET ADDRESS, CITY, STATE, ZIP CODE 

360 HOSPITAL DRIVE 

WARRENTON, VA 20186 

ID I 

PREFIX 1, 

TAG 

F 425 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

F 428' 1.Medication reviews are current for 
Resident #4. 
2.AII residents have the potential to be 
affected by this deficient practice. 
3.DON and Administrator met with 

contracted Pharmacist to review missing 
medication regimen review. Pharmacist 
educated to utilize weekly census reflecting 
all room changes to ensure that all 
residents receive monthly medication 
regimen review. Pharmacist will provide 

medical records coordinator with a list of 
completed monthly medication regimen 

reviews weekly. 
4.Medical Records Coordinator will audit 
100% of medication regimen reviews 

weekly to ensure that all residents received: 
a monthly medication regimen review. All 

findings will be reviewed and reported at 
Quarterly QA. 
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I 
I 

Resident #4 was admitted to the facility on 
11/8/14 with diagnoses that included but were not 
limited to: high blood pressure, chronic pain and 
depressive disorder. Resident #4's most recent 
MOS (minimum data set), a quarterly assessment 
with an ARD (assessment reference date) of 
4/29/15, coded the resident's cognition as being 
moderately impaired. 

Review of Resident #4's clinical record failed to 
reveal a pharmacy medication regimen review for 
March 2015. 

On 7/22/15 at 5:09 p.m., an interview was 
conducted with ASM (administrative staff 
member) #3, the consulting pharmacist. ASM #3 
stated she comes to the facility twice a month to 
complete monthly medication regimen reviews. 
ASM #3 stated she compares her notes to every 
resident in the computer system to make sure 
she hasn't missed anyone. ASM #3 stated she 
had no idea how she missed Resident #4's March 
2015 medication regimen review but the resident 
had a room change. 

On 7/22/15 at 6:07 p.m., the administrator and 
director of nursing were made aware of the above 
findings. 

The facility policy titled "Medication Regimen 
Review" documented, "B. The consultant 
pharmacist reviews the medication regimen of 
each resident at least monthly ... " 

i No further information was presented prior to exit. 
F 502. 483.75U)(1) ADMINISTRATION 

SS=D 

I 
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1 The facility must provide or obtain laboratory 
I services to meet the needs of its residents. The 
/ facility is responsible for the quality and timeliness 
of the services. 

This REQUIREMENT is not met as evidenced 
by: 
Based on staff interview, facility document review 

and clinical record review, it was determined that 
the facility staff failed to obtain a physician 
ordered laboratory test for one of 20 residents in 
the survey sample, Resident #11. 

: For Resident #11, the facility staff failed to obtain 
• a physician ordered *ESR (erythrocyte 
: sedimentation rate) laboratory test for the week of 
5/25/15. 

The findings include: 

Resident #11 was admitted to the facility on 
7 /15/14 and readmitted to the facility on 4/18/15 
with diagnoses that included but were not limited 
to: osteomyelitis (bone infection) of the ankle and 
foot, diabetes (a blood sugar disease) and 
chronic kidney disease. Resident# 11 's most 
recent MOS (minimum data set), a 30 day 
Medicare assessment with an ARD (assessment 
reference date) of 5/16/15, coded the resident's 
cognition as being severely impaired. 

Review of Resident #11's clinical record revealed 
a physician's order dated 5/2/15 that documented 
an order for a **CBC (complete blood count), 
***CMP (comprehensive metabolic panel), ESR 
(erythrocyte sedimentation rate), ****CRP (C -
reactive protein) and *****CPK (Creatine 
phosphokinase) every week. 

! 
i 
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F 502 2.AII residents with lab orders have the 

potential to be affected by this deficient 

practice. 

3.Educate all nurses by 09/01/15 on 

following physician orders for labs and 

verifying all lab results received. 

4. RN Care Manager or designee will 

monitor 100% of all lab orders for 30 days 

to ensure all labwork is completed and 

results obtained; and then 25% of all lab 

orders for 60 days. All findings will be 

reviewed and reported and Quarterly QA. 
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A physician's note dated 5/3/15 documented, "A: 
(assessment) 1. Osteomyelitis L. (left) great 
toe ... P: (plan) 1. Pt (patient) cont. (continues) to 
do well w/ (with) IV (intravenous) 
******vancomycin. Will cont. current plan. Wkly 

labs ... " 
Further review of Resident #11 's clinical record 
failed to reveal results of an ESR for the week of 
5/25/15 (all other labs were obtained on 5/25/15). 

, Resident #11's laboratory administration record 
for May 2015 documented an order for CBC, 
CMP, ESR, CRP and CPK every week. A check 
mark and nurse's initials were documented on 
5/25/15. 
Resident #11 's comprehensive care plan revised 
on 6/1/15 documented, "RESOLVED: (Name of 
Resident #11) is being treated for osteomyelitis of 
the right great toe ... " The care plan failed to 
document any further pertinent information 
related to the above findings. 
On 7/22/15 at 2:04 p.m., an interview was 
conducted with LPN (licensed practical nurse) #4 
regarding the facility process for obtaining 
physician ordered labs. LPN #4 stated labs that 
are ordered by the physician to be done every 
week are put into the computer as ordered and 
scheduled for every week indefinitely so the order 
comes up on the eMAR (electronic medication 
administration record) to be done every week. 
LPN #4 stated the night shift nurses obtain the 
labs unless they need to be done right away. 
On 7/23/15 at 7:30 a.m., LPN #1 confirmed she 
could not locate the above lab. 
On 7/23/15 at 10:30 a.m., the administrator and 

! director of nursing were made aware of the above 
I 
• findings. 
The facility policy titled "Laboratory Request and 
Results" documented in part, "Policy: All requests 

1 for laboratory specimens will be consistently 
i 
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tracked in the laboratory log book and in the 
electronic Medication Administration Record 
(eMAR). All abnormal labs will be acknowledged 
by a physician within 72 hours ... " 
No further information was obtained prior to exit. 

*ESR is a test that indirectly measures how much 
inflammation is in the body. This information was 
obtained from the website: 
http://www.nlm.nih.gov/medlineplus/ency/article/O 
03638.htm 
**CBC is a test that measures different 
components of blood. This information was 
obtained from the website: 
http://www.nlm.nih.gov/medlineplus/ency/article/O 
03642.htm 
***CMP is a test used to evaluate organ function 
and check for conditions such as diabetes, liver 
disease, and kidney disease. This information 

· was obtained from the website: 
, https://labtestsonline.org/understanding/analytes/ 
; cmp/tab/test/ 
: ****CRP is a protein produced by the liver. The 

level elevates when there is inflammation in the 
body. This information was obtained from the 
website: 
http://www.nlm.nih.gov/medlineplus/ency/article/O 
03356.htm 
*****CPK is a test that measures the different 
forms of creatine phosphokinase (CPK) in the 
blood. CPK is an enzyme found mainly in the 
heart, brain, and skeletal muscle. This 
information was obtained from the website: 
http://www.nlm.nih.gov/medlineplus/ency/article/O 
03504.htm 
******Vancomycin is medication used to treat 
infections. This information was obtained from 
the website: 
http://livertox.nlm.nih.gov/Vancomycin.htm 
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F 514 483.75(1)(1) RES 
SS=E RECORDS-COMPLETE/ACCURATE/ACCESSIB 

LE 

The facility must maintain clinical records on each 
resident in accordance with accepted professional 
standards and practices that are complete; 

, accurately documented; readily accessible; and 
systematically organized. 

The clinical record must contain sufficient 
information to identify the resident; a record of the 
resident's assessments; the plan of care and 
services provided; the results of any 
preadmission screening conducted by the State; 
and progress notes. 

This REQUIREMENT is not met as evidenced 

by: 
Based on observation, resident interview, staff 

interview, clinical record review and facility 
document review it was determined that facility 

. staff failed to maintain a complete and accurate 
clinical record for five of 20 residents in the 
survey sample, Residents #2, #5, #12, #6, and 

#15. 

1. The facility staff failed to accurately document 
showers/baths given on Resident #2's bathing 
schedule for the months of June and July 2015. 

2. For Resident #5, the facility staff failed to 
document in the clinical record the RP 
(Responsible Party) notification of a pressure 
sore identified on 7/21/15. 

3. The facility staff failed to document RP 
(responsible party) notification when Resident 
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F 514
. 1.Bathing is documented for Resident #2 in 09/04/15 

POC as of 7 /27 /15. Late entry was noted or. 
7 /22/15 of RP notification of Pressure Ulcer 

observed on 7/21/15 for resident #5. RP of 
1 resident #12 was notified of skin concerns 
and treatments on 7/24/15. Documentation 

on MAR of Resident #6 accurately reflects 
documentation of feeding tube gastric 
residual as of 07 /03/15. RP of Resident 

#15 was aware of medication error that 
occurred on 07 /12/15 and that treatment 

1 resumed upon return from hospital on 
07 /18/15. Documentation cannot be 
entered in Resident #15 EMR of RP 
notification due to time lapse. 

2.AII residents are at risk for this deficient 
practice. 
3. Nursing staff will be educated by Director 
of QA or designee on requirement of timely 
and accurate documentation of care 

provided and RP notification in medical 
record by 09/01 /15. CNAs will be educated 

! 

by 09/01/15 to document full bed baths in 
POC when shower is refused or per 

resident's request. 

· 4. RN Care Manager or designee will 
review documentation in POC of all shower 

, refusals weekly to ensure that full bed bath i 
I I 

i is documented for 90 days. RN Care I 
I I 
' Manager or designee will review all enteral 1 

feeding residual documentation weekly 

I 
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#12 developed a wound. 

, 4. The facility staff failed to accurately document 
: Resident #6's feeding tube gastric residual on 
7/3/15. 

5. For Resident #15, the facility staff failed to 
. document a family member's concern regarding 
the resident's eyes, assessment of Resident 

· #15's eyes and physician notification regarding 
the resident's eyes in July 2015. 

The findings include: 

1. Resident #2 was admitted to the facility on 
6/10/15 and readmitted on 7/14/15 with 
diagnoses that included but were not limited to 
after care hip replacement, urinary retention, after 

i care TURP (Transurethral resection of the 
; prostate) - surgery used to improve the flow of 

urine due to an enlarged prostate, high blood 
pressure, hearing loss and osteoarthritis. 
Resident #2's most recent MDS was a 

! comprehensive assessment with an ARD 
! ( assessment reference date) of 6/17 /15. Resident 
i #2 was coded as being cognitively intact in the 
ability to make daily life decisions scoring 15 out 
of 15 on the SIMS (brief interview of mental 
status). Resident #2 was coded as requiring 
extensive assistance with transfers, toileting, and 
personal hygiene; and needing supervision with 
meals. 

1 
Review of Resident# 2's clinical record revealed 

i a bathing schedule for June and July of 2015. 
The June 2015 bathing schedule documented 
that Resident #2 refused a shower/bath on the 
following dates: 6/11 /15, 6/15/15, 6/22/15, and 
6/29/15. Further review of the shower/bath 
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medical records that have a change in 

condition for 30 days to ensure appropriate 

RP notification and documentation in 
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: medical records with change in condition 

for 60 additional days. All findings will be 

reviewed and reported at Quarterly QA. 
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schedule revealed that Resident #2 received a 
bath on 6/25/15 totaling 15 days since Resident 
#2 was admitted to the facility (6/10/15). 

Review of the July 2015 shower/bathing 
scheduled revealed that Resident #2 refused a 
bath or shower on the following dates: 7/2/15, 
7/6/15, and 7/16/15. Further review of the bathing 
schedule documented that Resident #2 was 
unavailable on 7/13/15 due to a scheduled 
surgery. Resident #2 received a bath on 7/20/15, 
totaling 24 days since his last shower on 6/25/15. 

Review of Resident #2's clinical record revealed 
no documentation as to why the resident refused 
a bath or shower on the above dates. 
Interventions for bathing encouragement were 
also not found in the clinical record. 

On 7/23/15 at 8:08 a.m., an interview was 
conducted with CNA (certified nursing assistant) 
#2. When asked how often residents are bathed 
she stated that residents receive a bath two days 
a week; some more than others at the resident's 
request. When asked how baths are documented 
she stated, "We document baths in the PCC 
(point click care) system; scheduled and PRN (as 
needed) baths. Even if we cannot give a bath we 
still assess the skin." When asked how to 

, document if a resident refuses a bath she stated, 
I "The program will alert you if you type in resident 

refused. We then hand type a custom note 
i documenting what happened." CNA#2 also 
stated that if a resident refuses a bath they will 

i 
report this information to the nurse on shift. 

! 

1

1 

On 7/23/15 at 8:30 a.m., an interview was 
conducted with RN (registered nurse) #4, the 
nurse for Resident #2 on shift. When asked the 

I 

I 
I 

', 

I 

I 

I 
I 
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I interventions or process if a Resident continually 
, refuses a bath she stated, "We try to go in and 
convince them to take a bath and explain the 
importance of hygiene for healing. We will also 
call family to help with encouragement." When 
asked where interventions for bathing 
encouragement are documented she stated, "The 
nursing progress notes." When asked how it is 
reported to nurses that a resident refused a 
shower she stated," The CNAs will report directly 
to us." RN #4 reviewed Resident #2's bathing 
schedule and stated, "He gets baths on 3-11 shift 
so I am not sure if he really went this long without 
a shower or bath." 

On 7/23/15 at 8:40 a.m., an interview was 
conducted with Resident #2. When asked if he 
had been offered baths or showers he stated," 
Yes they offer I get a sponge bath until my staples 
are removed; so I have never been offered a full 
shower." When asked how often he receives a 
partial bath or (sponge bath) he stated, "I am not 
sure, but I think about 4 to 5 times since the first 
time I arrived here." When asked if he has ever 
refused a bath he stated, "Yes a few times." , 

On 7/22/15 at 5:30 p.m., administration was 
made aware of the above concern. No further 
information was presented during the time of 
survey. 

According to facility policy titled, "Medical 
Record," 

" .. A. The complete clinical record will contain an 
accurate and functional representation of the 
actual experience of the resident in the facility." 

, 2. For Resident #5, the facility staff failed to 
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observed giving medications earlier in the 
morning, LPN #3 responded that she had not. 

On 7/22/15 at 1 :30 p.m. an interview was 
conducted with ASM (administrative staff 
member) #2, the director of nursing. ASM #2 
was asked how orders are entered into the MAR 
and how the pharmacy would know when an 
order had changed. ASM #2 stated that the 
nursing staff would enter the new order into the 
MAR and the order would be faxed to the 
pharmacy. ASM #2 was asked who checks to 
make sure that the medication is correct as 
compared to the MAR. ASM #2 responded that 
there is a 24 hour chart check that is done on 
night shift for all new medication orders and the 
nurses should check the medications in hand 
against the order on the MAR prior to 
administering the medication. 

On 7/22/15 at approximately 4:30 p.m. an 
interview was conducted with ASM #3, the 
pharmacist. ASM #3 was asked what impact, if 
any, would the continued dose of Amlodopine 5 
mg, rather than the 10 mg ordered, have had on 
Resident #17 between 9/24/14 and 7 /22/15. ASM 
#3 stated, "We would have to look at his blood 
pressures during that time period to determine if 
there was any negative impact." ASM #3 
reviewed the blood pressures for Resident #17 

, and stated, "Most of the blood pressures look 
I really good, I wonder if he had received the 
I higher dose he may have had some hypontension 
(low blood pressures). I would say that the 5 mg 
dose has continued to be therapeutic." 

I A review of the facility policy titled "Medication 
ordering and receiving from pharmacy" revealed, 
in part, the following documentation: "B. 
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Receiving medications from the pharmacy: 1) A 
licensed nurse: c. promptly reports discrepancies 
and omissions to the issueing pharmacy and the 
charge nurse/supervisor." 

At the end of day meeting on 7/22/15 at 5:55 p.m. 
ASM #1, the administrator, and ASM #2, the 
director of nursing, were made aware of these 
findings. No further information was provided 
prior to the end of survey. 

* Metoprol Tartrate tablets are indicated for the 
treatment of hypertension. They may be used 
alone or in combination with other 
antihypertensive agents. This information was 
retrieved from the following website: 
http://dailymed.nlm.nih.gov/dailymed/druglnfo.cfm 
?setid=5e 134a0d-d886-4f5c-9b 76-31 f356e5518a 

**Amlodipine is used alone or in combination with 
other medications to treat high blood pressure 
and chest pain (angina). This information was 
retrieved from the following website: 
http://www.nlm.nih.gov/medlineplus/druginfo/med 
s/a692044. html 
*** Aspirin chewable used to prevent heart 
attacks in people who have had a heart attack in 
the past or who have angina (chest pain that 
occurs when the heart does not get enough 
oxygen). This information was retrieved from the 
following website: 
http://www.nlm.nih.gov/medlineplus/druginfo/med 
s/a682878.html 
**** Lisinopril is used to treat high blood pressure 

; (hypertension), congestive heart failure, and to 
improve survival after a heart attack. This 
information was retrieved from the following 

website: http://www.drugs.com/lisinopril.html 
I In "Fundamentals of Nursing" 6th edition, 2005; 

I 
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document in the clinical record the RP 
(Responsible Party) notification of a pressure 
sore identified on 7/21/15. 

Resident #5 was admitted to the facility on 
6/30/15 with the diagnoses of but not limited to 
after care for hip fracture, history of thrombosis 
and embolism, atrial fibrillation, breast cancer, 
and lung cancer. The most recent MOS 
(Minimum Data Set) was a 14-day assessment 
with an ARD (Assessment Reference Date) of 
7/14/15. The resident was coded as cognitively 
impaired in ability to make daily life decisions, 
scoring a 6 out of a possible 15 on the SIMS 
(Brief Interview for Mental Status) exam. The 
resident required total care for bathing; extensive 
care for transfers, dressing, and hygiene; 
supervision; and was incontinent occasionally 
incontinent of bowel and bladder. 

A review of the clinical record revealed a nurse's 
note dated 7/21/15 which documented, "WEEKLY 
WOUND NOTES: LOCATION/TYPE/STAGE: 
coccyx, stage Ill pressure. MEASUREMENTS 
LXWXD: 1.3cmx0.8cmx0.2cm. DRAINAGE: No 
drainage noted. TISSUE TYPE/COLOR: Inferior 
wound bed with pink tissue, superior bed with 
white/yellow dry slough. Non-blanching redness 
to surrounding tissue. ODOR: no odor noted. 

1 UNDERMINING: (not completed). TUNNELING: 
(not completed). ANCILLARY TREATMENTS: 
(not completed). NUTRITIONAL 
INTERVENTIONS: (not completed). WOUND 

I STATUS: (not completed), INTERVENTIONS/ 
I TREATMENT CHANGES: New order to cleanse 
I area with WC (wound cleanser), pat dry, apply 
allevyn q3 (every three) days and as needed. 
New order for air mattress to bed, Q1 H (every 
one hour) turns." 

I 
I 

i 

' 

I 
I 
I 
I 

I 
I 
I 
I 
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The above note contained no evidence the 
responsible party was notified of this new wound. 

On 7/22/15 at 6:03 p.m., at the end of day 
meeting, the Administrator was made aware of 
the findings. RN #6 (Registered Nurse #6) was in 
the meeting and stated that she did call and notify 
the RP but did not document it. 

3. The facility staff failed to document RP 
(responsible party) notification when Resident 
#12 developed a wound. 

Resident #12 was admitted to the facility on 
1/1/14 with a readmission on 3/19/14 with 
diagnoses that included, but not limited to; 
chronic kidney disease, hypercoagulable state 
(an abnormality of blood coagulation), diabetes, 
hypertension (elevated blood pressure), anxiety, 
CHF (congestive heart failure), hypothyroidism (a 
decreased function of the thyroid), and 
hyperlipidemia (elevated lipids in the blood 
stream). 

Resident #12's most recent comprehensive MDS 
(minimum data set) was an annual assessment 

I with an ARD (assessment reference date) of 
3/3/15. Resident #12 was coded on the MDS as 
having a BIMs (Brief Interview for Mental Status) 
score of three out of 15. The MDS manual 
documents that a score of three indicates that the 
resident's cognition is severely impaired 

A review of Resident #12's clinical record 
revealed in the nurse's notes that several wounds 
were found to be present on Resident #12's 
buttocks on 3/30/15. There were no notes 

! documented in the clinical record evidencing that 
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the resident's RP (responsible party) was notified 
of the findings. 

On 7/23/15 at approximately 9:15 a.m. an 
interview was conducted with RN (registered 
nurse) #3, the RN care manager. RN #3 was 
asked to describe the process when a change of 
condition is noted with a resident. RN #3 stated 
that she would assess the resident, notify the MD, 
notify the RP and if the resident was able to 
communicate she would notify the resident of the 
findings and the plan of care. RN #3 was asked 
about the wounds found on Resident #12 on 
3/30/15. RN #3 stated that she explained 
everything to the resident as she was able to 
understand. RN #3 was asked whether she 
expected the resident to remember what had 
been told to her since she had a BIMS of three. 
RN #3 stated that she did not think she (Resident 
#12) would be able to remember. RN #3 was 
asked whether or not she notified the RP. RN #3 
stated, "I did notify her (Resident #12's) son, he 
came that afternoon to visit and I remember 
talking to him in length about the wounds and 
what our plan was. I just did not document any of 
our conversation." 

On 7/23/15 at approximately 10:00 a.m. ASM 
(administrative staff member) #1, the 
administrator, and ASM #2, the director of 
nursing, were made aware of these findings. A 
policy was requested that addressed notifying the 
RP. 

A review of the facility policies entitled 
"Notification of Change" revealed, in part, the 
following: "The assigned licensed nurse or other 
health care professional responsible for the 
resident and involved in the change will fully 
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1 
document the situation requiring the notification of 

1 

change. Nursing staff will notify the physician and 
! responsible party or family member of change in 
· the resident's health condition. Documentation of 
I notification will be made in nursing notes." 

! No further information was provided prior to the 
1 end of the survey. 

! 4. The facility staff failed to accurately document 
Resident #6's feeding tube gastric residual on 

I 113115. 

/ Resident #6 was admitted to the facility on 4/6/15 
• with diagnoses that included but were not limited 
1 to: high blood pressure, malnutrition and subdural 
I hemorrhage (bleeding on the brain). Resident 
1 #6's most recent MOS, a quarterly assessment 
i with an ARD (assessment reference date) of 
1 7/14/15, coded the resident's cognitive skills for 
j daily decision making as severely impaired. 
Section K documented Resident #6 as having a 

I *feeding tube (a tube that is inserted into the 
stomach and used for those who cannot eat by 

I mouth). 

1 Review of Resident #6's clinical record revealed a 
physician's order summary signed by the 

I physician on 4/8/15 that documented, "Check 
gastric residual q (every) 8 hours. If 100 ml 

I (milliliters) or greater, hold feeding x (times) 1 
, hour, then recheck. If still 100 ml or greater, 
1 continue to hold feeding and notify MD (medical 
, doctor)." 
I 

Resident #6's July 2015 eMAR/eTAR (electronic 
1 medication administration record/ electronic 
, treatment administration record) revealed 
i documentation of the resident's gastric residual 
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as 400 milliliters at 2:00 p.m. on 7/3/15. 

On 7/22/15 at 2:04 p.m. an interview was 
conducted with LPN (licensed practical nurse) #4, 
the nurse responsible for documenting Resident 
#6's gastric residual as 400 milliliters on 7/3/15. 
LPN #4 stated 400 milliliters was the amount she 
used to flush Resident #6's feeding tube and she 
should have documented gastric residual as zero. 

On 7/23/15 at 10:30 a.m., the administrator and 
director of nursing were made aware of the above 
findings. 

The facility policy titled "Medical Record" 
documented in part, "Purpose: Clinical records 
are maintained on each resident in accordance 
with federal and state regulations and within 
accepted professional standards and practices. 
The clinical record shall be accurate, complete 

i and present organized clinical information about 

I 

each resident in a manner that is readily 
accessible for resident care ... " 

No further information was presented prior to exit. 

I *This information was obtained from the website: 
, http://www.nlm.nih.gov/medlineplus/ency/article/O 

02937.htm 

I 

According to Fundamentals of Nursing Made 
, Incredibly Easy, Lippincott Williams and Wilkins, 

Philadelphia PA, page 23: "Nursing 
documentation is a highly significant issue since 

i documentation is a fundamental feature of 
I, nursing care. Patient records are legally valid, 

and need to be accurate and comprehensive so 
that care can be communicated effectively to the 

I 

i 
I 

I 
I 
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health care team. Unless the content of 
documentation provides an accurate depiction of 
patient and family care, quality of care may not be 

, possible. Many nurses do not realize that what 
they document or fail to record can produce an 
enormous effect on the care that is provided by 
other members of the health care team." 

5. For Resident #15, the facility staff failed to 
document a family member's concern regarding 
the resident's eyes, assessment of Resident 
#15's eyes and physician notification regarding 
the resident's eyes in July 2015. 

Resident #15 was admitted to the facility on 
, 4/25/15 with diagnoses that included but were not 
I limited to: diabetes (a blood sugar disease), 
: chronic kidney disease and congestive heart 
failure. Resident #15's most recent MDS 
(minimum data set), a 14 day Medicare 
assessment with an ARD (assessment reference 
date) of 5/9/15, coded the resident's cognition as 
being severely impaired. 

On 7/22/15 at 4:40 p.m., an interview was 
conducted with a family member. The family 
member stated about a week and a half ago, LPN 
(licensed practical nurse) #3 was supposed to 
have eye drops ordered for Resident #15 but 
instead, had the eye drops ordered for Resident 
#11. 

1 On 7/23/15 at 7:38 a.m., an interview was 
! conducted with LPN #3. LPN #3 stated she had 
faxed the physician because Resident #15's 
family member was concerned about Resident 
#15's eyes. LPN #3 stated she accidentally 
documented Resident #11 's name of the fax and 
when she returned to work, eye drops were 
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ordered for Resident #11 instead of Resident #15. 
, LPN #3 stated she clarified the mistake as soon 
as she realized the error. 

Review of Resident #15's clinical record, 
including nurse's notes for July 2015, failed to 
reveal documentation of Resident #15's family 
member's concern regarding his eyes, failed to 
reveal documentation of assessment of the 
resident's eyes and failed to reveal physician 
notification. 

On 7/23/15 at 9:25 a.m., another interview was 
conducted with LPN #3. LPN #3 stated she did 
assess Resident #15's eyes twice and noted 
sediment; however, LPN #3 confirmed she did 
not document the family member's concern 
regarding the resident's eyes, her assessment or 
physician notification in Resident #15's clinical 
record. 

Resident #15's comprehensive care plan, revised 
on 7/13/15 documented, "(Name of Resident #15) 
is receiving treatment for *conjunctivitis. Nursing 
staff will administer gentamycin (sic) eye drops 
(used to treat eye infections) as ordered by MD 
(medical doctor) and monitor for healing or 
worsening infection. MD and RP (responsible 
party) will be notified with changes ... " 

On 7/23/15 at 10:30 a.m., the administrator and 
director of nursing were made aware of the above 
findings. 

The facility policy titled "Medical Record" 
documented in part, "Purpose: Clinical records 
are maintained on each resident in accordance 
with federal and state regulations and within 

1 
accepted professional standards and practices. 
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i 

The clinical record shall be accurate, complete 
and present organized clinical information about 
each resident in a manner that is readily 
accessible for resident care ... 3. Content: A. The 

I 

complete clinical record will contain an accurate 
and function representation of the actual 

1 experience of the resident in the facility. 1. The 
clinical record will contain enough information to 

. show that the facility knows the status of the 
individual, has adequate plans of care, and 
provides sufficient evidence of the results of care 
provided ... " 

No further information was presented prior to exit. 

*Conjunctivitis is the medical name for pink eye. It 
involves inflammation of the outer layer of the eye 
and inside of the eyelid. It can cause swelling, 
itching, burning, discharge, and redness." This 
information was obtained from the website: 
http://vsearch.nlm.nih.gov/vivisimo/cgi-bin/query
meta?v%3Aproject=med1ineplus&v%3Asources= 
medlineplus-bundle&query=conjunctivitis 

I 
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