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£000 Initial Comments EQO0

An unannounced Emergency Preparedness
survey was conducted 9/26/2022 through
9/28/22. The facility was in substantial
compliance with 42 CFR Part 483.73,
Requirement for Long-Term Care Facilities. No
emergency preparadnass complaints were
investigaled during the survey.

Fooo INITIAL COMMENTS FOOO | F000

. ProMedica Fair Oaks (“Center™) is

An unsnnounaad Medicare/Viedicald stsndsed filing this Plan of Correction for the

survey was conducted September 26, 2022 purposes of reguilatory compliance.
through September 28, 2022, Corrections are This Center is submitting this plan of
required for compliance with the following 42 correction to comply with applicable
CFR Part 483 Federal Long Term Care | laws and not as an admission or
requirements. The Life Safety Code statement of agreement with the

surveylreport will follow. . alleged deficiencies herein. To remain

Eleven complaints were Investigated during the in compliance with all Federal and

survey, VA00052930 (unsubstantiated), . State regulations, the Center has
VA00053608 (unsubstantiated), VA00055127 | taken or will take the actions set forth
(unsubstantiated), VAOO055868 (substantlated | in the following plan of correction.
with deficlency), VAOQ053186 (substantiated | The following plan of correction

with no deficiency). VAOG053610 constitutes the Center's allegation of

(unsubstantiated), VA00053323

(unsubstantiated), VAODO53762 (substantiated compliance such that all alleged

with deficlency), VAOD054258 (unsubstantiated), deficiencies cited have been or will be
VAD0052975 (substantiated with deficiency), . corrected by the date or dates
VA00051870 {unsubstantiated). indicated.

The cenaus In this 155 bed certified facllity was
124 at the time of the survay. The survey

sample consisted of 33 current resident reviews |
and nine closed record review. ‘
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E000 initial Comments E000
An unannaunced Emergency Preparedness
survey was conducted $/26/2022 through
0/28/22. The facility was in substantial
compliance with 42 CFR Part 483.73,
Requirement for Long-Term Care Facllittes. No
emergency preparedness complaints ware
investigated during the survey,

FO00 INITIAL COMMENTS F000 Foo0

ProMedica Fair Oaks (“Center”) is
An unannounced Medicare/Medicald standard filing this Plan of Correction for the
survey was conducted September 26, 2022 purposes of regulatory compliance. !
through September 28, 2022. Corrections are This Center is submitting this plan of |
required for compliance with the following 42 correction to comply with applicable
CFR Part 483 Federal Long Term Care laws and not as an admission or
requirements. The Life Safety Code statement of agreement with the
survey/report will follow. alleged deficiencies herein. To remain |
in compliance with all Federal and I

Elaven alnts
survay, ?:&m?gmamd:ﬂm L State regulations, the Center has ;
VAD0053608 (unsubstantiated), VAOO055127 taken or will take the actions set forth |
(unsubstantiated), VAOO0S5868 (substantiated in the following plan of correction.
with daﬁdeng&\;h%@&ﬁﬁsgﬁjmm The following plan of correction
with no deficiency), VAOODS3 constitutes the Center’s allegation of
(unsubstantiated), VA00053323 compliance such that all nlged ‘
m“dgm::;“{;mﬁug‘;mgm, deficiencies cited have been or will be
VA00052875 (substantiated with deficiency), corrected by the date or dates ‘
VAQ0051870 (unsubstantiated). indicated. |

The census in this 155 bed certified facliity was |
124 at the time of the survey. The survey {
sample consisted of 33 curment resident reviews

and nine closed record review.
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admintstrator and will the CMS requirement to information found on the CMS 25671,

FOMWHHTMMVMM Evant ID: AT4F11 Facifity ID:: VAD183 if continuation sheet Page 1 of 52




DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: 10/14/2022

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA (>2) MULTIPLE CONBTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING o QQW‘LEI:D
498217 i 09/28/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
12475 LEE JACKSON MEMORIAL HIGHWAY
PROMEDICA SKILLED NURBING AND REHAB (FAIR OAKS) FAIRFAX, VA 22033
) ID { SUMMARY STATEMENT OF DEFICIENGIES | o PROVIDER'S PLAN OF GORRECTION e
DEFICI PREFIX EACH CORRECTIVE AGTION SHOULD BE COMPLETE
T e M
F578 | Continued From page 1 F578 :
| CFR(s): 483.10(c)(B)8)gX12)i)Hv) F578
|

483.10(c)(6) The right to request, refuse, and/or 1. Corrective Action
discontinue treatment, to participate In or refuse Resident #70, resident #34, and

1o participate In experimental research, and to resident #60 suffered no ill effects
formutate an advance diractive. ! x

from this deficient practice and their

483.10(c){8) Nothing In this paragraph should be advanced directives have been
construed as the right of the resident to recslve reviewed. Resident #71 is no longera |
the provision of medical treatment or medical resident within the Center. ,

| services deemed medically unnecessary or i .
inappropriate. } . 2, Other Potential Residents

All residents have the potential to be

483.10(0)(12) The facilly el comply wkh the | affected by this deficient practice.

requirements specified in 42 CFR part 489,

refuse medical or surgical treatment and, at the reviewed.

subpart | (Advance Directives). Current residents residing in the |
| (i) These requirements Inciude provisions to | Center have had their records :
inform and provide written information to ail adult reviewed and, as found appropriate,

residents conceming the right to accept or ‘ ‘ their advanced directives were

resident's option, formulate an advance

?Bl)m;tdudm a written description of the ‘ 3. New Measures or Systemic Change
facility's policles to implement advance The Licensed Nllﬂiﬂg Home

directives and appiicable State law. Administrator re-educated the Center |
() Facilities are permitted to contract with other Social Workers on the importance of |
entitles to fumish this Information but are still r“iewing resident advanced

lagslily responasible for ansuring that the

requirements of this section are met. ; directives and the regulation which

" (iv) #f an adult Individual is Incapacitated at the | addresses it. i
time of admission and Is unable to receive .

| Information or articulate whether or not he or she 4. Monitoring .
has executed an advance directive, the faciiity The Administrator will audit random |
mg\':l advance nfim Inl'onnaium tothe | resident records to ensure advanced

ual's resident representative in ' | directiv tewed with t .

| accordance with State Law. | o :8 “;re rey .I:-Ulﬂl he |
(v) The facillty is not refieved of its obligation to | Tesnens and/or respouNDie party. |
provide this Information to the individual once he | - Audits will be conducted weekly for |
or she Is able to recelve such information. | four week and monthly for two '
Follow-up procedures must ba in place fo months thereafter, The results of

. provide the information to the individual directly these audits will be reported monthl
| po Y
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This REQUIREMENT is not met as evidencad

| by:

Based on staff interview, facility document

| review and olinical record review, it was

determined the fadility etalf falled to review
advance directives periodically with four of 42
residents in the survey sample, Residents #70,
#71, #34 and #860,

The findings include:

1. For Resident #70 (R70), the faclity staff falled |
to review the advance directive since
10/13/2021,

On the most recant MDS (minimum data set)
assessment, an annual assessment, with an
ARD (assessment reference date) of 8/16/2022,
the resident scorad a zerc out of 15 on the BIMS
(brief interview for mental status) score, '
indicating the resident was severely impaired for |
making dally decisions,

The physician order dated 10/19/2021,
documantad, "DNR/DNT (do not resuscitate/do

not transport).”

The "Social Services Assessment and History®
dated, 10/13/2021, documented in part, "Does

| the patient make his/her own decisions - no.

Name of patient's decision maker - wife. Does
the patisnt/patient’s decision maker report that

| advance care planning has been completed - |
| no. Does the patient/patient's decision maker

want information on advance care planning - [
yes. Comments - Provided copy of the 5 |
wishes." f

and recommendations over the next

three months.

5. Completion Date
November 9, 2022
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F578 | Continued From page 3
The "Care Plan Progress Nots,” dated
10/18/2021, documented in part, "SW (social
worker) reviewed code status, patient is a DNR,

| wife confirmed.”

On 9/27/2022 at 2:54 p.m. and interview was
conducted with ASM (administrative staff .
member) #1, the administrator. When asked |

| who Is responsible for reviewing the advance

| directive with the residant and/or responsible

. party periodically, ASM #1 stated, social

| services.

An intarview was conducted with QSM (other
staff member) #6, the social services coordinator
and OSM #7, the soclal worker, on 8/27/2022 at
3.08 p.m. When asked who Is responsible for
reviewing the resident's advance directive with

| the resident and/or residant tative,
OSM #7 statad it is their responsibillty to review
it quarterly and as neaded. When asked what is |

| Included in an advance directive, OSM #7 stated |
it is the documentation of financial, power of
attomey, and health care decisions for the
resident. OSM #7 stated she likes to offer the
resident a copy of the flve wishes. When asked
if you do it quarterly and as needed, where it is
documentad, OSM #8 stated If wa do an
assessment, there Is a section to discuss that. i
should be done in the care plan meeting aiso.
Whan asked where the documentation of a
review of R70's advance directive since

! 10/13/2021, OSM #7 stated she would like to

| check her documentation, OSM #7 stated it is
probably a product of the fact that there has
been turm over within the department. ’

On 8/27/2022 at 3:42 p.m. OSM#BandOBM#T
retumed and stated they did a sweep of the

| record, there Is no documentation for the
periodic review. When asked If thare should be

F578
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F578

Continued From page 4
documantation, OSM #7 stated, ves.

The comprehensive care plan dated, 5/31/2022,
documented In part, "Focus; Pt DNR/DNT." The
interventions documented in part, “Respect my
code statue advanced directives and/or choices
in care. Respect code status will be reviewed
quarterly and as needed.”

The facility pelicy, "Advance Care Planning:
Code Status,” documentad In part, "Quarterly
and with Changes in Condition: Review the
patient's code status/advance care plan with
quarterly care plans and changes in condition.”

ASM #1, and ASM #2, the director of nursing,
were made aware of the above concem on
9/27/2022 at 4:52 p.m.

No further information was provided prior to exit.

2. For Resident #71 (|R71), the facllity staff
failed to avidence of a review of the resident's
advance directive.

On the most recent MDS assessment, an annual
assessment, with an ARD of 8/18/2022, the
ragident ecorad a 13 out of 15 on the BIMS
score, indicating the resident was not cognitively
impaired for making dally decisions.

Review of the clinical record failed o evidance
any documentation of discussion of an advance
directive.

The physiclan order dated, 5/11/2021
documented, "DNR (Do nol resuscitate).” A
physician order dated 7/7/2021 documented,
"Do Not Hospitallze."

The comprehensive care plan dated, 5/31/2022,

F&78
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F578 | Continued From page 5 !

| documentad In part, *Focus: Resident desires to

| be DNR, DNT." The "Interventions™ documented

. In part, "Honor and respect my coda status and

| declision in my care. Review my code status
and/or advance directives quarterty and as
needed.”

On 927/2022 at 9:55 a.m. a request was made
for the evidence of the diacusslon of an advance
directive with R71 and/or their repressntative
within the past 12 months.

On 9/27/2022 at 2:54 p.m, ASM #1, the
adminlistrator, stated there is no evidence of an
advance directive discussion for R71. When
asked who Iis responaeibls for the discussion of
an advance directive for the residents, ASM #1
stated, soclal sarvices.

' An Interview was conducted with OSM (other
staff membaer) #8, the soclal services coordinator
and OSM #7, the social worker, on 9/27/2022 at
3:08 p.m. When asked who is responsibie for
reviewing the resident’s advance directive with
the resident and/or resident representative,

OSM #7 stated It is their responsibility to review
it quarterly and as needed. When asked what is

| included in an advance directive, OSM #7 stated |

' It is the documentation of financial, power of
aftorney, and health care decisions for the
regident. OSM #7 stated she likes to offer the |

| resident a copy of the five wishes. When asked
if you do H quarterly and as needed, where it is
documented, OSM #6 stated if we do an |
assessment, there is a section to discuss that. It
should be done In the care plan mesting also.

' When asked where the documentation of a
review of R71's advance directive, OSM #7
stated she would like to check her
documentation. OSM #7 stated It is probably a

| product of the fact that there has been tum over |
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within the departmant. . ;’

On 9/27/2022 at 3:42 p.m. OSM #8 and OSM #7 | |
retumed and stated they did a sweep of the [
record, there Is no documentation for the | [
periodic review. When asked If there should be

| documentation, OSM #7 stated, yes.

ASM #1, and ASM #2, the director of nursing,
| ware made aware of the above concem on
| 9/27/2022 at 4:52 p.m.

No further information was provided prior to exit.

3. For Rasident #34 (R34), the facility staff failed

to review the advance directive since 1/18/2022.
On the most recent MDS assessment, a '
quarterly assessment, with an ARD of

| T120/2022, the resident scored a 15 out of 15 on
the BIMS score, indicating the resident is not
cognitively Impaired for making daily decisions.

The physician order dated, 1/15/2022,

documented in part, "Full Code (provide l
cardiopulmonary resuscitation if their heart stops

or they stop breathing).* l

The "Social Services Assassment and History”
dated, 1/18/2022, documented in part, “Does the
patient make his/her own decisions - yes. Does
the patient/patient's decision maker report that
advance care planning has baen completed -
no. Doses the patient/patient’s decislon maker
want information on advance care planning - i
yes. Commaents - Provided copy of the § .
wishes."

The comprehensive care pian documented in
part, "Focus: Resident: Full Code." The :
*Interventions” documented, "Respect and honor

FORM CMS-25687(02-88} Previous Versions Obsolete Event ID: AT4F11 Facibty ID: VAD153 ¥ continuation sheet Page 7 of 852




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 10/14/2022

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES A o
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
c
495217 wme__ 09/26/2022
MNAME OF PRCVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

PROMEDICA SKILLED NURSING AND REHAB (FAIR OAKS)

FAIRFAX, VA 22033

12473 LEE JACKSON MEMORIAL HIGHWAY

TAG

&4 D
PREFIX

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

D PROVIDER'S PLAN OF CORRECTION X8)

| PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE

TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

[ F578

| 3:08 p.m. When asked who is responsible for

Continued From page 7
resident choices in care. Review resident code
status wishes quarterly or as needed.” |

An interview was conducted with OSM (other
siaff member) #8, the social servicas coordinator
and OSM #7, the social worker, on 9/27/2022 at

reviewing the resident's advance directive with
the resident and/or resident representative,
OSM #7 stated it is their responsibliity to review
it quarterly and as needed. When asked what is
included in an advance directive, OSM #7 stated |
it is the documentation of financial, powear of i
attomey, and health care decislons for the
resident. OSM #7 stated she likes to offer the
resident a copy of the five wishes. When asked

if you do it quarterly and as needed, where it Is |
documented, OSM #6 stated if we do an f
asseasment, there is a section to discuss that. 1t/
should be done in the care plan meeting also,
When asked where the documentation of a
review of R34's advance directive, OSM #7
stated she would like to check her
documentation. OSM #7 stated It is probably a

| product of the fact that there has bean tum over

within the department.

On 9/27/2022 at 3:42 p.m. OSM #6 and OSM #7
retumed and stated they did a sweep of tha
recard, there is no documentation for the
perlodic review. When asked If there should be
documentation, OSM #7 stated, yes,

ASM #1, the administrator, and ASM #2, the
director of nursing, were made aware of the
above concern on 9/27/2022 at 4:52 p.m.

No further information was provided prior to exit.

F578
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4. For Resident #6860 {R60), the facility failed to
provide evidence of a perlodic review of the
resident's advance diractives.

On the most recent MDS (minimum data set), a |
| quarterly assessment with an ARD (assessment
| reference dale) of 8/8/22, R22 was coded as
being cognitively intact for making daily
decisions, having scored 13 out of the on the
BIMS (brief intarview for mental status).

A review of R80's clinical record failed to reveal ' !
any evidence of a periodic review of the |
resident’s advance directive.

On 9/27/22 at 3:07 p.m., OSM (other staff ;
member) #8, Social Services Coordinatorand |
OSM #7, soclal worker, were intarviewed. OSM
#7 stated it is the social workers' responsibliity to !
| review residents’ advance directives quarterly
and as neaded. She stated advance directives
| Include financial concerns, health concerns, and
pawaer of attorney concems. She stated
ordinarily, she completas a soclal services .
assessmeant quarterly, often during the care plan |
meeting. She stated this assessmaent contains a .
section addrassing advance directives. When | |
asked why the facility could not provide
avidence of R60's advance directive reviews,
OSM #7 stated there has been a great deal of
staff tumnover In the soclal services department.
| She stated some conversations with residents
and families may not have been documented.
Howaver, she did not recall any conversations i
with R60 regarding advance diractives. | .

On 9/27/22 at 4:28 p.m., ASM (administrative
| staff member) #1, the administrator, and ASM _ |
#2, the director of nursing, were Informed of '
these concems.
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! No further information was provided prior to exit.
1. Corrective Action
F580 Notify of Changes (Injury/Decline/Room, etc.) F580 ¢ -
88=D CFR(s): 483.10(gX14)Xi)-{Iv}(15) Resident #222 was discharged from
, the Center.
483.10(g)(14) Notification of Changes.
N ?d?nt:my W?mﬂﬂmﬂn ﬂh‘:slcla 2, Other Potential Residents
res , consu re & P n; All resid
o k. cortant v s ot sy e e e P e
the resident representative(s) when there is- y praciice.
{A) An accident involving the resident which N
results in injury and has the potential for 3. New Measures or Systemic Change
requiring physician intervention; The Director of Nursing and/or unit
(B) A significant change In the resident's managers and/or nursing supervisors
physical, mental, or psychosocial status (that is, will re-educate the licensed nursing
a deterloration In health, mental, or psychosocial staff on the importance of notifying
status in either lifa-threatening conditions or : . )
clinical complications); the resident or the resident’s
| (C) A need to alter treatment significantly (that responsible party of changes in
| is, @ need to discontinue an existing form of physician orders and documenting
treatment dus to adverse consequences, or to such notification.
| commence a new form of treatment); or
(D) A decislon to transfer or discharge the 4. Monitoring
| m‘dmgﬁg%')m facllity as specified In The Director of Nursing and/or unit
| (1) When making natification under paragraph m'anlgel.‘s and/or nlll'?llg supervisors
| (g)14)(}) of this section, the facllity must ensure  will audit random resident records
| that all pertinent information specified in | with new physician orders to verify
483,15(c){2) is available and provided upon | that the resident or the resident’s
muﬁc: z dt::y phﬁl::é dy . responsible party was notified of
must also promptiy notify the changes in medication weekly for four
m'dl GJ::":‘Q resident representative, if any, weeks and monthly for two months
(A) A change In room or roommate assignment tl:'erenl‘ter. The results of these audits
(B) A change In resident rights under Federal or Committee for review and
State law or regulations as specified in recommendations over the next three
paragraph (e)}(10) of this section. months.
{iv) The J‘ad'I:yd must record and periodically
update the address (malling and emall) and 5. Completi
i pletion Date
phane number of the resident November 9, 2022
CABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE
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representative(s), '
| 483.10(g)15)

Admission to a composite distinct pant. A facllity
that is a composite distinct part (as defined In '
483.5) must disclose in its admisslon agreement
its physical configuration, including the various
locations that comprise the compaosite distinct
part, and must specify the policies that apply to |
room changes between its different locations
| under 483.15(c)(9).

| This REQUIREMENT Is not met as evidenced
by:

Based on staff inlerview, facility document

review, clinical record review and in the course '
| of a complaint investigation, the facility staff '
| failed to nodify a resident's representative (RR) j

of a need to alter treatment for one of 42 | |

residents in the survey sample, Residant #222. |

| Tha findings include:

For Resldent #222 (R222) the facliity staff falled
" fo notify the RR when the madication ferrous

! sulfate (iron) was discontinued on 8/25/21 and a |
new medication calcitriol (1) was inliated on |
1/18/22. .

On the most recent MDS (minimum data set), a ‘
quarterly assessment with an ARD (assessment

reference date) of 4/24/22, the resident scorad 3 ]
out of 15 on the BIMS (brief interview for mental

status), indicating the resident was severely ' ]
cognitively Impaired for making daily decislons.

A review of R222's clinical record revealed a
nurse practitioner's note dated 8/25/22 that

| documented, "Pt (Patient) has CKD (chronic
kidney disease) stage IV w (with) chronic onset.

TOR'S OR PROVIDER/SUPPLIER REPRESEN VE'S SIgN/
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Candition Is exacerbated by history of type 2
diabetes, frequent urinary tract infections, poor
PO {by mouth) Intake of water despite
encouraging water, and dementia. Last visit pt
was complaining of malalse, and labs was
done...Pt being seen today to evaluate for
hemodynamic stability/volume status to avoid
adverse events Including but not limited to
cardiac complications, organ fallure, coma and
death... D/C (Discontinue) farrous sulfats
dally..." R222's ferrous sulfate 325 mg
(milligrams) by mouth once a day {ordered on
7/9/21) was discontinued on 8/25/21. Further
review of R222's clinical record, including
progress notes, falled to reveal evidence that
R222's RR was notified and made aware the
ferrous sulfate was dlscontinued.

A note signed by the nephrologist on 1/18/22
documented, "Seen in nephrology dinic; started
caleltriol..." A review of R222's physiclan's order
summary revealed a physician's order dated
1/18/22 for calcitriol 0.26 mcg (micrograms) by
mouth every other day for supplement. Further
review of R222's clinical record, including
progress notes, failed to reveal evidence that
R222's RR was notified and made aware of the
new order for calcitriol.

On 9/27/22 at 2:44 p.m., an Interview was
conducted with LPN (licensed practical nurse)
#5. LPN #5 stated a resident's |RR] should be
notified when a new medication is inittated or
when a medication is discontinued. LPN #5
stated nurses evidence notification by

documaenting a progress note.

On 8/27/22 at 4:48 p.m., ASM (administrative
staff member} #1 (the administrator) and ASM
#2 (the director of nursing) were made aware of
the above concern.
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" F560 [ Continued From page 12
The facility policy titled, "Change of Condition
Protocol-Resldent Sarvices” documented,
*Determine whether the responsible party needs
| to be notified of the situation at this ime.” The
' policy did not document specific information
regarding RR notification of the initiation or
| discontinuation of medications,

No further information was presented prior to
exit

Reference:

(1) Calcitriol Is used to treat and prevent low
levels of calcium and bone disease in patients

. whose kidneys are not working normally. This
Information was obtained from the website:
mzﬂmedllnm&gow&ugMMaBmss.

Fé41
S5=D

Accuracy of Assessments
CFR(s): 483.20(g)

|

E 483.20{g) Accuracy of Assessments,
The assessment must accurately raflect the
resident’s status.

This REQUIREMENT ls not met as evidenced
by:

l Based on clinical record review and staff

| interview, It was determined that the facility staff
falled to complete an accurate MDS (minimum
data set) for threa of 42 residents in the survey |
sample, Residents #120, #88, and #26.

i The findings include:;

1. For Resident #120 (R120), the facility staff
| failed to accurately code the significant change

TS

iKY DIRECTORS OR PROVIDER) [IER REPRESENTATVES SIGN/

Fe41 F641

1. Corrective Action
Resident #120, #88, and #26 suffered

| no ill effects from this deficient
| practice.

- 2. Other Potential Residents |
| All residents have the potential to be |
affected by this deficient practice,

3. New Measures or Systemic Change
The Regional Clinical Reimbursement
Specialist will re-educate MDS
Coordinators and Social Workerson |
the importance of accurate MDS

| coding/not dashing

| o

URd
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portance of notifying the
rfogig’;g ﬂﬁ? ("“I ?smmnr;i:?m :’t’) Administrator of any department that
cog ) fails to complete their assigned section
On the most recent MDS, a significant change of the MDS by the required date.
assessment with and ARD of 9/13/22, R120 was !
not coded for cognitive status or for resulls of | 4. Monitoring
x nr:idg::l: I:E:r;s (brief htg;l;::l f;;' lr;:,‘ﬂw The Administrator will audit random
8). n Section ot the MDS assessments to ensure MDS
MDS contained a dash. accuracy and completion weekly for |
On 9/27/22 at 1:15 p.m., RN (registered nurse) four weeks and monthly for two |
#3, the MDS coordinator, was Interviewed. She months thereafter. The results of
stated the soclal workers are ordinarity these audits will be reported monthly
responsible for completing Section C (BIMS to the QAPI Committee for review
scoring) of the MDS. and recommendations over the next

On 8/27/22 at 1:49 p.m., OSM (other staff three months.

member) #8, Social Services Coordinator, and ‘
OSM #7, social worker, were interviewed. OSM S. Completion Date

#7 stated RN #3 had completed section C for November 9, 2022

R120's 9/13/22 MDS. She stated: "Section C
should never be 'dashed.™ When asked what
"dashed" means, she stated: "Nol assessed.”
When asked if the MDS of a cumrent resident
should ever have dashes Instead of numbers in
Section C, she stated: "No, Not ever. You should
always assess a resident's cognltion."

On 9/27/22 at 2:12 p.m., RN #3 was interviewed
again. When shown section C of R120's 9/13/22
MDS, she statad: "The soclal workers normally
get those areas." She stated there are ordinarily
two social workers completing MDSs. If one
soclal worker is not working when an MDS is
due, the other social worker picks it up, Sha
stated: "If we aren't told a soclal worker has
missed a section, we can't complete it." She
stated she marked Saction C as "not assessed”
with a dash because it was the only honest
response. She added: "We have been really
short of soclal workers.” She stated this MDS Is

" LABORATORY DIRECTOR'S OR PROVIDEF/GUPPLIER REPRESENTATIVE'S SIONATURE
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Continued From page 14

not accurate. She stated the RAI (resident
assessment instrument) manual is the facility's
resource for compisting an accurate MDS,

On 9/27/22 at 4:28 p.m., ASM (administrative
| ataff member) #1, the administrator, and ASM
| #2, the director of nursing, were Informed of
these concems.

" F641

A review of Long-Tarm Cara Facility Resident
Assessment Instrument 3.0 User's Manual
Verslon 1.17.1 October 2019 revealed, in part,
the foliowing: "SECTION C: COGNITIVE
PATTERNS
Intent: The itams In this secllon are intended to
determine the resident's attention, orientation
and ability to register and recall new information. |
These items are crucial factors In many care-
planning decisions...A structured cognitive test is
more accurate and reliable than observation |
alons for observing cognitive performance. |
« Without an attempted structured cognitive |
interview, a resident might be mistabeled based |
on his or her appearance of assumsed diagnosis.
- Structured Interviews will efficlently provide
insight into the residant's current condition that
will enhance good care...Coding Instructions:
o Code 0, no: if the interview should not be
conducied because the resident Is rarely/never
understood; cannot respond verbally, In writing,
or using another method; or an interpretsr Is
needed but not available. Skip to C0700, Staff
Assessment of Mental Status...Code 1, yes: if
the interview should be conducted because the
resident is at least sometimes understood
verbally, In writing, or using another method, and |
if an Interpreter ls nesded, one is avallable. |
Procesd to C0200, Repetition of Three {
| Words...Coding Tlips |
o Attempt to conduct the Interview with ALL
residents. This Interview Is conducted during the

FORM CMS-2567{02-89) Previous Versions Obeolsts Event ID: AT4F11
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| Continued From page 15

| look-back period of the Assessment Referance
Date (ARD) and Is not confingent upon item
B0O700, Makes Self Understood....If the resident

| interview was not conducted within the look-

| back period {(preferably the day before or the

\ day of) the ARD, item C0100 must be coded 1,

| Yes, and the standard "no information” code (a
dash "-") entered in the resident interview items."

No further information was provided prior to exit.

‘ 2. For Resident #88 (R88), the facility staff falled

| to accurately code the quarterly MDS with an
ARD (assessment reference date) of 8/23/22 for
the resident’s cognitive status.

On the most recent MDS, a quarterly
assessment with and ARD of 8/23/22, R88 was
not coded for cognitive status or for results of
the resident’s BIMS (brisf Interview for mental
status). Each box in Section C (BIMS) of the
MDS contained a dash.

On B/27/22 at 1:16 p.m., RN (reglstared nurse)
#3, the MDS coordinator, was interviewsd. She
stated the social workers are ordinarily
responsible for completing Seclion C (BIMS

‘ scoring) of the MDS.

On 8/27/22 at 1:48 p.m., OSM (other staff
member) #6, Social Services Coordinator, and
OSM #7, social worker, were interviewad. OSM
#7 siated a contract nurse who no longer works
at the facility had completad section C for R88's
8/23/22 MDS. She stated: "Section C should

’ never be 'dashed.” Whan asked what "dashed”

means, sha stated: "Not assessed.” When asked

, if the MDS of a current resident should ever
have dashes Instead of numbers in Saction C,
' she stated: "No, Not ever. You should always

F641
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SUMMARY STATEMENT OF DEFICIENCIES

assess a resident's cognition.”

On 9/27122 at 2:12 p.m., RN #3 was Interviewed
again. Whan shown section C of RBB's 8/23/22
MDS, she stated: "The soclal workers normally
get those areas.” She stated there are ordinarily
two social workers completing MDSs. If one
soclal worker is not working when an MDS is
due, the other social worker plcks it up. She
stated: "If we aren't told a social worker has

. missad a section, we can't complete it." She

stated she marked Section C as "not assessed”
with a dash because it was the only honest
response, She added; "We have been really
short of social workers." She stated she does
not specifically remembaer which assessments
the contract MDS nurse waa assigned. She
stated this MDS Is not accurate. She stated the

| RAI (resident assessment instrument) manuai is
| the facliity's resource for complsting an accurate

MDS.

On 8/27/22 at 4:28 p.m., ASM (adminlistrative
staff member) #1, the administrator, and ASM
#2, the director of nursing, were Informed of '
these concems.

No further information wae provided prior to exit.

3. For Resident #28, (R286), the facility staff ;
failed to accurately code the quarterty MDS with |
an ARD (assesament reference date) of 7/13/22
for the resident's cognitive status,

On the most recent MDS, a quartsrly
assassment with and ARD of 7/13/22, R26 was
not coded for cognitive status or for results of
the resident's BIMS (brief interview for mental
status). Each box in Section C (BIMS) of the
MDS contained a dash.
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On 9/27/22 at 1:16 p.m., RN (registered nurse)
#3, the MDS coordinator, was interviewed. She
stated the social workers are ordinarily
responsible for completing Section C (BIMS
scoring) of the MDS.

‘ On 9/27/22 at 1:49 p.m., OSM (cther staff
membear) #6, Social Services Coordinator, and
OSM #7, social worker, were interviewed. OSM
#7 stated RN #3 had completad section C for
R26's 7/13/22 MDS. She stated. "Section C
should never be ‘dashed.” When asked what

| “dashed" means, she stated: "Not assessed.”

} When asked if thea MDS of a current resident

should ever have dashes instead of numbers in |
Section C, she statad: "No, Not ever. You should
always assess a resldent’s cognition.” ‘

| On 9/27/22 at 2:12 p.m., RN #3 was interviewed |
again. When shown section C of R268's 7/13/22 ]

| MDS, she stated: "The soclal workers normally

| get those areas.” She stated there are ordinarily
two soclal workers completing MDSs. If one

soclal worker Is not working whenan MDS is |

due, the other soclal worker picks it up, She

stated: “if we aren't told a social worker has ‘

missed a section, we can't compilete it." She

stated she marked Section C as "not assessed” |

with a dash because it waa the only honest

responss. She added: "We have been really

| short of social workers.” She stated this MDS is
not accurate. She stated the RAI {(resident
assessment instrument) manual is the facllity’s
resource for completing an accurate MDS.

On 9/27/22 at 4:28 p.m., ASM (administrative |
staff member) #1, the administrator, and ASM
#2, the director of nursing, ware Informed of
thesa concems.

FORM CMS-2567(02-60) Provious Yersions Obsclols Evont ID: AT4F11 Facility ID: VAO183 If continuation shest Page 18of 52
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F676 | Activities Dally Living (ADLs)Mntn Abliies | F678
SS=D | CFR(s): 483.24(a)(1)(b)(1)-(5)(i)-{i) 1. Corrective Action

483.24(a) Based on the comprehensive
assessment of a resident and consistent with the
resident's neads and cholces, the facility must
provide the neceasary care and services to
ensure that a resident’s abilitles In activities of
dally living do not diminish unless circumstances
of the individuals clinical condion demonstrate
that such diminution was unavoidable. This

- includes the facliity ensuring that:

483.24(a)(1) A resident is given the appropriate
treatment and services to maintain or improve
his or her ability to camry out the activities of daily |

living, Includinn those specified in paragraph (b) |
of this section ..

483.24(b) Activities of dally living.

The facliity must provide care and services in
accordance with paragraph (a) for the following |
activities of dally living: |

483.24(b)(1) Hygiene -bathing, dressing,

| grooming, and oral care,

. ADL care was performed and
483.24(b)2) Mobility-transfer and ambulation, ~ documented. The audits will be
including walking, conducted weekly for four week and

' " . monthly for two months thereafier.

| 485-23{2)(3) Emination-tokating, ’ The results of these audits will be

]

. .24(b)(4) Dinl ting, includi Is and reported monthly to the QAPI

' :ggmf X4) Dining-asfing g Committee for review and

483.24(b}(5) Communication, including |
{i) Speech,

Resident #424 was discharged from
the facility on March 29, 2021 and
was not harmed by this deficient
practice.

|
2. Other Potential Residents ;
All residents have the potential to be |
affected by this deficient practice.

3. New Measures or Systemic Change
The Director of Nursing, unit
managers and/or nursing supervisors
will re-educate the certified nursing
aids (CNAs) on the importance of
ensuring ADL care is given and
documented.

4. Monitoring

The Director of Nursing and/or unit
managers and/or nursing supervisors |
will conduct random audits to ensure

recommendations over the next three
months.

5. Completion Date
November 9, 2022
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This REQUIREMENT is not met as evidencad
by:

Based on staff Interview, clinical record review,
facility document review, and in the course of a
complaint investigation, the facllity staff falled to
provide evidence of ADL (activities of daily

living) care for one of 42 residents, Resident |
#424.
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FE76 ‘ Continued From page 19 | F678 |
|
| .
|

The findings Include: ‘
The facility staff failed to evidence that personal .

| hygiene, spedcifically showers and/or bed baths

was provided to Resident #424.

Resident #424 was admitted to the faciiity on
/22121 with dlagnosis that included but were

| not limited to: dementia, and acute pulmonary

embolism. Resident #424 was discharged home
on 3/29/21.

The most recent MDS (minimum data set)
assessment, a Medicare 5 day assessment, with

| an ARD (assessment raference date) of 3/29/21,

coded the resident as scoring a 89 outof 150n |
the BIMS (brief interview for mental status)
scorg, indicating the resident was not able to
compiete the interview. A review of the MDS
Section G-functional status codad the resident
as requiring extensive asslstancs for bed
mobllity, transfers, dressing, hyglene, bathing |
and eating; requiring limited assistance for

ambulation and locomaotion.

' A review of the comprehensive care plan dated

3/22/21 revealed, "FOCUS: ADL Self-care defick
related to physical imiations.

INTERVENTIONS: Assist fo bathe/showeras |
nesded. Assist with dally hygiene, grooming, |

JIRECTOR'S Ol IOVIDER/SUPF R REPRESENTATIVES BIG
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" FB76 Continued From page 20
dressing, oral care and eating as needed.”

A review of Resident #424's ADL (activitles of |
daily living) records from 3/22/21-3/20/21, !
revealed: SHOWER/BATH: Wednesday Days

| (shift) on 3/24/21 "RR" was documented in box.

| SHOWER/BATH: Saturday Days (shift) on
3/27/21 "BB 2" was documantad In the box ,

The CNA (certified nursing assistant) whose
initiale wara in the documentation blocks for

| 3/24/21 and 3/27/21 wes no longer empioyed at
the facliity.

An Interview was conductad on 9/28/22 at 7:45
AM, with a cument employee, CNA #8. When
asked where bathing would be documented
outside of the designated two shower/bath days
per week, CNA #8 slated, there was no way fo
mark it In the computer. CNA #8 stated, "This
resident was easignad showsr days two days
out of the week, on Wednesday and on
Saturday. We do not have any cther place to
document Hf a patient is given a bed bath or
washed betwean shower days." When asked
what RR means, CNA #8 stated, it means that
the resident refused. CNA #8 pulled up ADL
sheet at the nursa’s statlon with her logon and
stated, you see, there is no place o document
any additional care given, than what the .
computer brings up. When asked if there are
any places to document notes, CNA #8 stated,

] there is an alert we can do, but we do not use it

| for this.

' An interview was conducted on 9/28/22 at 8:15 |
AM, with CNA #8. When asked what bathing |
routine is followed for residents, CNA #9 stated,

| they are acheduled for twice a week showers or
baths. If the resident wants multiple showers or
bed baths per week, we give them fo them.
When asked where that s documentad, CNA #9

F676
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stated, we can document it In the CNA form,
There are "x's" in the form except for the two
desgignated shower/bath days. When asked if
you can override the x, CNA #8 stated, "Not that
| know of.”

An interview was conducted on 9/28/22 at 9:00
AM, with ASM (adminlistrative staff member) #2,
the director of nursing. When asked where the
CNAs can document additional showers or bed
baths for the residents above the two per week,
ASM #2 stated, they would document it under
alert charting, for additional care provided and it
would show on the ADL report. When asked if
there is no additional bathing documentation |
outside of the designatad two shower/bath days |
per week what does that mean? ASM #2 stated, |
if it doas not show an the ADL report, there Is no
evidence that the care was provided.

administrator and ASM #2, the director of
nursing, ware made aware of the concems.

A revisw of the facility's "Bathing” policy, dated
7/186, ravealed, "Purpose to cleanse the akin and
promote circulation. Document in PCC (point |
click care): care provided and any unusual
observations and, or complaints and subsequent
interventions including communications with
physiclans as dlinically indicated,”

On 8/28/22 at 12:30 PM, ASM #1, the ‘

A review of the facllity's "Persanal Care and

Activities of Daily Living" policy, dated 6/21,

ravealed, "The communlity goal Is to maintain the -
resident's routine with personal care and '
activities of daily living, as specified In the

service plan. Procedure: Personal care

services Include: assisting with bathing.”

No further Information was pravided pricr to exit.

 LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPREBENTATIVE'S SIONATURE
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| making daily decisions.

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 resldents receive treatment and care
in accordance with professional standards of
practice, the comprehensive person-centered
care plan, and the rasidents' cholces.

This REQUIREMENT is not met as evidenced
by:

Based on staff intarview, clinleal record review,
facliity document review and in the course of a
complaint investigation, it was determined that
the facility staff faited to foliow the physician's
order for medication administration one of 42

residents in the survey sample, Resident #372
(R372).

Tha findings Include:

The facility staff failed to administer Amblen (1)
as ordered to R372 on 11/10/2021 at 9:00 p.m., |
which was availabie in the facility's automated
medication dispensing system.

| On the most recent MDS (minimum data set), a '
| five~day admission assessment with an ARD

(assessment reference date) of 11/13/2021, the
resident scored 14 out of 15 on the BIMS (brief
interview for mental status) asssssment,

indicating the resident was cognitively intact for
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Complaint deficiency. '
s
F684 | Quality of Care Feaq F684
8§S=D CFR(s): 483.25
1. Corrective Action
483.25 Quality of care Resident #372 was discharged from

the facility on November 13, 2021 and
was not harmed by this deficient
practice.

2. Other Potential Residents
| ANl residents have the potential to be
affected by this deficient practice.

3. New Measures or Systemic Change
The nurse responsible for not
administering the medication
(Ambien) per physician orders was
re-educated on the facility policy for
administering medications per
physician orders and the process in
place to obtain medications from the
Center’s automated medication
sysfem as necessary.

All licensed nursing staff will be re-
educated on the facility policy
administering medications per
physician orders and the process in
place to obtain medications from the
Center’s automated medication

system,

' 4, Monitoring
The Director of Nursing and/or unit
managers and/or nursing supervisors
- will audit random newly admitted
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The physician orders for R372 documented In
part, "Amblen Tablet 10 MG (milligram)

| (Zoipldem Tartrate) Give 2 (two) tablet by mouth
at bedtime for Insomnla. Order Date: 11/8/2021..
Start Date: 11/9/2021."

The eMAR (electronic medication administration
raecord) for R372 dated 11/1/2021-11/30/2021
was reviewed and revealed in part, "Ambien
Tablst 10 MG (Zolpidem Tartrate) Give 2 tabiet
by mouth at bedtime for Insamnia.® Tha Ambien
was scheduled to be administered each night at
8:00 p.m, starling on 11/8/2021. It was
documented that R372 received the Amblen on l
11/8/2021 however the Amblen was not
documented as administered on 11/10/2021.

| The eMAR revealed a 8" in the administration

. documentation area for the Amblen on

' 11710/2021 at 9:00 p.m. The eMAR chart codes |
documented n part, "9=0thar / See Nurse '
Notes.”

| The progress notas for R372 documented In

| part,
f!nmzom 19:29 (7.292 p.m.) General progress
note. Patient arrived in facility this evening from

, [Name of hospltal] via stretcher escorted by

' EMS (emenrgency medical sarvices) and
daughter...Medications were reconciled or

| raviewed by the MD (medical doctor) with no

. issues noted, and were pmauwd with
pharmacy for delivery..."

= "11/10/2021 20:50 (8:50 p.m.) Ambisn Tablet

10 MG, Give 2 tablet by mouth at bedtime for
Inmnla On process from pharmacy.”

| The facility provided list of madications avaltable |
In the stat box and automated medication
system documented Amblen 10 mg and Amblen |
6 mg tablats avallable to ramove for residents

| audits will be conducted weekly for

resident medication administration
records to ensure all medications were |
| delivered per physician orders. The

. four week and monthly for two

' months thereafier. The results of

 these audits will be reported monthly
to the QAPI Committee for review

' and recommendations over the next
three months.

5. Completion Date
November 9, 2022
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with approval from pharmacy.

| On 8/27/2022 at 11:44 a.m., an Interview was
| conducted with RN (registered nurss) #4. RN
| #4 stated that they worked as supervisor and did
not remember R372. RN #4 stated that when
residents were admitted from the hosphtal they
arrived with a list of medications. RN #4 statad '
that they reviewed the medication list with the .
physician on admission and entered the
meadication orders Into the computsr for the
pharmacy to fill the order for medications. RN | ‘
#4 stated that medications entered before 5:00 |
p.m. were recelved around 1:00 a.m. that night
and orders entered after 5:00 p.m. were
recalved the next day. RN #4 stated that any
madications needed the same day for the
resident were put In as "stat” (how) and were |
sent by the pharmacy on their next delivery. RN. ‘
#4 staled that thay also had an automated
medication system which stored stock
medications that they could pull from after the
pharmacy approved orders and gave them an
access code. RN #4 stated that they normafly
| had a newly admitted residents medications
| delivered from the pharmacy by the next day,

On 9/27/2022 at 4:58 p.m., an interview was
conducted with RN #5. RN #5 stated that
medications for newly admitied resldents were
entered Into the computer for the pharmacy to

. fill. RN #5 stated that If the medications were

' not avallable when ordered to be administered |
they were to check with the pharmacy to make | ;
sure the physician had sent the prascription |

. over. RN #5 reviewed the eMAR for R372 dated ,-
11/10/2021 for Ambien scheduled at 9:00 p.m. |
and stated that it appeared the medication was |
on order from the pharmacy and not given. RN
#5 stated that they did not remember R372 or

! the medication not being available on that date
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and could only go by the note that was written.
RN #5 stated that they had an automated
medication system which stored Ambilen in it
and would be able 1o remove medication from it
with an authorization code from the pharmacy.
RN #5 stated that they could not say whether or
not there was Ambilen In the machine that day or
| not. RN #5 stated that when a medication was
not administered as ordered they were to notify
the responsible party, the physician and called
the pharmacy. RN #5 stated that this should be
documanted In tha nurses notes.

| On 9/28/2022 at 8:51 a.m., an interview was
conducted with ASM (administrative staff |
mamber) #2, the director of nursing. ASM#2 |
stated that on admission the nurses verified the
medications with the physician, entered the
madications into the computer and printed out a
summary for the physician to sign and verify.
ASM #2 stated that the automated medication .

| sysiem was stocked with a months supply of '
maedication for staff to pull from. ASM #2 stated
that they did not remember R372 however if
they were admitted with an order for Amblen the |
nurses would have faxed the order to the i
pharmacy and the pharmacy would have given i

| them a code to allow tham to pull the medication '

| from the automated medication system until it

was filled for the resident.

The facllity policy "Standard Operating
Procedure: Automated Dispensing Devices

located in licensed Nursing Homes-Accessing |

| Medications® dated 12/10/2020, documented in

| part, "Purpose: Medications will be removed

| from the automated dispensing unit per a

| physlclan's order and for one patient at a |
time...1. The nurse will utilize the patient's MAR
(medication administration record), the official
record of active medications, 1o identify
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madications needed from the automatad
dispensing system..."

On 9/28/2022 at approximately 12:30 p.m., ASM
#1, the administrator, ASM #2, the director of
nursing and LPN (licensed practical nurse) #5,
were made aware of the findings.

No further Information was provided prior to exit.
Complaint deficiency.
Referance:

(1) Ambien

Amblen Is a sedative, also called 2 hypnotic.
Zolpidem affects chemicals in the brain that may
be unbalancad In peopla with slaep problems
insomnia). This Information was obtained from

' Free of Accident Hazards/Supervision/Devices
CFR(s): 483.25(d)}{1}2)

483.25(d) Accidents.

The facliity must ensure that -

483.25(d)(1) The resident environment ramains
as free of accident hazards as is possible; and

483.25(d)X2)Each resident recsives adequate
supervision and assistance devices to prevent
accidents.

This REQUIREMENT is not met as evidenced
by:

Fes89
SS=D

‘ Based on observation, staff Interview, fecliity
document review and clinicat record review, the
facliity staff failed to maintain a safe environment
for one of 42 residents in the survey sample,

—-—m

the webslte: https:/mwww.drugs.com/ambien.htmi |

Fe84

Fess F689

1. Corrective Action
Resident #42 was not harmed by this
deficient practice.

2, Other Potential Residents
All residents have the potential to be
affected by this deficient practice. _
|

| 3. New Measures or Systemic Change l
The Director of Nursing, unit
managers and/or nursing supervisors
will re-educate the licensed nursing

. staff on the importance of not leaving

| any medication at the bedside of a
resident.
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Resident #42. 4. Monitoring
The facility staff falied to o The Director of Nursing and/or unit
@ ensure Res .
(R42) did not have access to Greer's goo (1) a il “w"d"mi'g s
compound medicated cream containing WES PETFOFEL EARSOMI FAOR: oW
medication that R42 was allergic to. ensure no medication is at the
resident’s bedside weekly for four
The find include: week and monthly for two months
i thereafter. Th Its of th
ereafter. The results of these
On m most m“tt':g‘s (m:‘riinl:‘)u{m data mhtﬂn rounds will be reported monthly to
annual assessmen an assessme ' th P ittee f
rfeeros dee) o 71257, the eslcants  Sessatrmsnstations sver tos pest three
coded as severely impaired. | months.
On 9/26/22 et 12:20 p.m., R42 was observed | 5. Completion Date
sitting on a walker in the bedroom. On 9/26/22 November 9, 2022
at 1:28 p.m., R42 was observed sitting In the
bedroom and eating. During both observations,
a plastic jar of Greer's goo (containing zinc |
oxide, hydrocortisone and nystatin) was !
observed on R42's nightstand. The jar was
labeled with another resident’s name and was
three fourths full.
A review of R42's clinical record falled 1o reveal
an assessment for medication self-
administration, falled o reveal a physician's
order for Greer's geo and revealed R42 was
allergic to hydrocortisone. R42's comprehensive
care plan dated 3/24/14 documented, "At risk for
complications r/t (related to) allergy to
Hydrocortisone...” (Note: observation of R42
failed to reveal symptoms of an allergic reaction
and a review of nurses’ notes for 9/21/22
through 9/27/22 failed to reveal documentation
regarding an allergic reaction).
On 9/27/22 at 2:44 p.m., an Interview was
conducted with LPN {licensed practical nursa)
#5. LPN #5 stated Greer's goo shoufd be kept
" LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPREBENTATIVE'S SIGNATURE
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| locked In a treatment cart because itis a
medication. LPN #5 stated Greer's goo should
not be left unattended in a resident's room |
unless there is an assessment that deems it is
appropriate to leave the medication at the

. bedside and there is a physician's order to keep

| the medication at the badside. LPN #5 stated

| R42 did not have an assasamaent for medication

| seif-administration. LPN #5 was made aware of ‘
the above observations and could not explain
why another resident's Greer's goo was
unattended in R42's room.

On 8/27/22 at 4:48 p.m., ASM (adminisirative

| gtaff member) #1 (the administrator) and ASM
#2 (the director of nursing) ware made aware of
the above concem.

The facility policy titled, "STORAGE AND |
EXPIRATION DATING OF DRUGS,
BIOLOGICALS, SYRINGES AND NEEDLES"
documented, "The Nursing Center should

aensure that all drugs and blologicals, including ‘

treatment items, are securely stored in a locked

cabinet/cart or locked medication room,
inaccessible by residents and visltors.” |

No further information was presented prior to
exit.

Reference:

(1) "In 1971 dermatologist Kenneth Greer found \

the Greer's goo formula in an old textbook and

popularized It after suceassfully treating his
| daughter's diaper dermatitis. The classic version
conasists of nystatin powder (4 million units}),
hydrocortisone powder (1.2 grams, which I
aquates to slightly less than 1%), and zinc oxide |
paste (4 ounces)." This Information was
obtained from the webslte: https://www jaad.

BIRECTORS OR PROVIDER/SUPPLIER REPREBENTATIVES BK
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483.60(i)(1) - Procurs foad 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,

(il) This provision does not prohibit or prevent

facilities from using produce grown in facility

gardans, subject to compliance with applicable
safe growing and food-handling practices.

(i) This provision does not preciude residents

from consuming foods not procured by the
- facility.

i 483.80(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
facility staff failed to store food in a sanitary
manner in one of one facility kitchens and in
three of three nourishment rooms,

1. The facllity staff falled to close a box
containing a bag of diced carrots, exposing them
to the envircnment, in one of one walk-in

Pasmm, > DEFICIENCY PRECEDE PREFIX H CORRECTIVE ACTION SHOULD BE COMPLETE
TAG | TORY OR L!E.IJgErN!ﬂEMNE wg&%; TAG a&a&rﬁmo TO THE APPROPRIATE DATE
‘ | DEFICIENCY)
— F689 Conlinuied From page 28 F689
org/articie/S0180-8622 (17)31668-7/ulltext
F812 Food Procurement, Store/Prepare/Serve- | FB12 F812
S8=F Sanitary
CFR(s): 483.60({1)(2) | 1. Corvective Action
I No residents were harmed by this
' gﬁ‘g’gﬂ;ﬁsﬁw " L deficient practice. The carrots in the

walk-in freezer were discarded. All
food items unlabeled and undated in
the unit refrigerators was discarded.

2. Other Potential Residents
All residents have the potential to be
affected by this deficient practice.

3. New Measures or Systemic Change
The Director of Dietary Services will
re-educate dietary staff on the
importance of maintaining all foods in ‘
the kitchen in a safe sanitary manner. |
The Housekeeping Director will re-
educate all housekeeping staff on the
Importance of maintaining all foods in
the unit refrigerator in a safe sanitary ‘

‘ manner,

' The Director of Nursing and/or unit |
managers and/or nursing supervisors
will re-educate the nursing staff on
the importance of maintaining all
foods placed in the unit refrigerators
in 2 sanitary manner.

4. Monitoring

The Director of Dietary Service will
conduct random visual inspections of |
the kitchen freezer to ¢nsure food is ‘
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2. The facllity stafi falled to labal and date food |
avallable for use, found In the first floor, PARC
unit and second floor nourishment room
refrigerators in three of three nourlshment room

refrigerators,
The findings include: ‘

1. The facility staff failed to close a box -
containing a bag of diced camots, exposing them
to the environment, in one of one walk-in
freezers.

On 00/26/2022 at approximately 10:45 a.m., an
observation of the facliity’s kitchen was
conducted with OSM (other staff member) #1,
dietary manager.

Al approximately 10:58 a.m., an observation of
the Inside of the facility's walk4n freezer

revealad a 30 pound box of dicaed carmots sitting |
an a shelf. Observation of the box revealed the
diced carrots were in a plastic bag and further ‘
absaervation revealed the plastic was open,
axposing the carrots to the environment, When

. asked how much of the diced carmrols wera
' remalning in the package, OSM #1 stated that

there was approximately two-thirds of the
product remaining.

On 08/27/2022 at approximately 9:55 a.m., an
Inlerview was conducted with OSM #1, dletary
manager. When asked to describe the
procedure for storing food after it was opened, |
OSM # 1 stated that after an tem is opened the |

' package should be closed and dated when it

was open. When asked why It was Important to
closed opened food items OSM #1 stated that it
prevents exposure to the alr, keeps it fresh and

. prevents freazer bumn.

| two months thereafter. The results of |
' these inspections will be reported {

| @ sanitary manner weekly for four
| week and monthly for two months
| thereafter. The results of these |

|
! S. Completion Date
| November 9, 2022

weekly for four week and monthty for

monthly to the QAPI Committee for |
review and recommendations over the
next three months.

The Housekeeping Director will
visually inspect the three-unit |
refrigerators to ensure the food within
the refrigerator is being maintained in |
a sanitary manner weekly for four

week and monthly for two months
thereafter.

The Director of Nursing and/or unit
managers and/or nursing supervisors
will visually inspect the three-unit
refrigerators to ensure the food within
the refrigerator is being maintained in

inspections will be reported monthly |
to the QAPI Committee for review

and recommendations over the next
three months,
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The facility’s policy "Storage of Food"
documented In part, "14. Seal and iabel open
frozen foods.”

On 08/27/2022 at epproximately 4:30 p.m., ASM
(adminlstrative staff mamber) # 1, administrator,
| and ASM # 2, director of nursing, were made |
aware of the above findings. |
No further information was provided prior to extt,

2. The facility staff falled to label and date food

avallable for use, found In the first ficor, PARC

unit and second floor nourishment room {
- refrigerators in three of three nourishment room |

refrigerators. .'
On 008/28/2022 at approximately 3:10 p.m., an
observation of the contents in the refrigerator in
tha first floor nourishment room was conductad

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

| asked to describe the procedure for the use of
the unit refrigeratoriireezers LPN #1 stated that
they were used for the resident's food and that
their name, the resident’s room number shouid
be on the items and the date when it was put in
the refrigarator or freezer. When asked who
was responsible for checking them and how :
often it was done LPN #1 stated that they did not|
know. Observation of the Inside of the '
refrigerator revealed two soft sided lunch bags
containing several food items, a zip lock plastic |
sandwich bags containing watsrmelon chunks
and a "Sippy cup® with a white substance inside.
Further obaservation of the lilems failed to
evidence a resident's name, date or room
number. When asked If they could identify the
substanca inside the slppy cup LPN #1 stated |
no. |

F812
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On 08/26/2022 at approximately 3:18 p.m., an '
interview was conducted with OSM #1, dietary | \
manager. When asked who was responsible for
checking the refrigerators in the nourishment | ‘
rooms OSM # 1 stated that it was {

housekeeping's responsibliity.

On 06/28/2022 at approximately 3:20 p.m., an
observation of the contents In the refrigerator in ‘
the PARC unit nourishment room was
conducted with LPN #2, When asked to -'
describe the procedure for the use of the unit |
refrigerator/ireazers LPN #2 stated that they |
were used for the resident’s food and that their |
name, the resident's room number should be on |
tha itars and the date when it was put in the
refrigerator or freazer, Obsarvation of the Inside

| of the refrigerator revealed a soft sided lunch

| bag containing several food items, a plastic bag |
containing & take-out contalner from a fast food |
restaurant containing food and a small container

| of mash potatoes and gravy, Observation of the
freezer, above the refrigerator revealed nine
chocolate bars, Further observations of the food _
items falled io evidence a resident’s name, date |
or resident room number. |

On 09/26/2022 at approximately 3:30 p.m., an ‘

| obsarvation of the contants in the refrigerator in
. the second floor nourishment room was
conducted with CNA (certified nursing assistant) |
#1, When asked to describe the procedure for
tha use of the unit refrigarator/freazers CNA #1
stated that they were used for the resident's food
| and that their name, the resident's room number |
| should be on the items and the date when it was .
. put in the refrigerator or freezer. Observation of
thelmidoofﬂ:amﬁigemtormvcaledawoumq
bottle of mayonnaise. Obssrvation of the
freezer, above the refrigerator revealed a seven
| ounce frozen pot pie. Further observations of
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the food items falled to evidence a resident's
name, date or resident room number,

Fa12 I

On 08/2712022 at approximately 9:18 a.m., an
interview was conducted with OSM #2,

' housekeeping director. When asked who was |
rasponsible for checking the refrigerators In the

| nourishment rooms OSM #2 stated that it was

| the housekeeping depariment and that they

were checked every moming. When askedto |

describe the procadure for the use of the unit |

refrigerator/freazers OSM #2 stated that they

| were used for the resident's food and that their

i name, the resident's room number should be on |

. the items and the date when t was putinthe |

| refrigerator or freezer. OSM #2 was then
informed of the above obsarvations of the .
facility's nourishment rooms.

| The facility’s policy "Food From Outside Sources
And in-Room Refrigerators™ documented in part,
"2. Foods, requiring refrigeration and non-
perishable ltems are stored in labeled (with

‘ patient name and date of visit), closed
containers supplied by the family or guest.”

On 08/27/2022 at approximately 4:30 p.m., ASM
(administrative staff member) #1, administrator, |
and ASM #2, director of nursing, were made
aware of the above findings. '

! No further information was provided prior to exit. !

Use of Outside Resources
CFR(s): 483.70(g)(1X2)

483.70(g) Use of outside resources.
[ 483.70{(g)(1) If the facility does not employ a ‘
qualified professional person to furnish a specific
service to be provided by the facility, the facllity
must have that service furnished to residents by

F840
88=D0 |

F840

F840

1. Corrective Action

Resident #42 suffered ill no effects

from this deficient practice.

Resident #42's dialysis provider

eatered into contract with the Center
on October 7, 2022.
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a person or agency outside the facility under an |
| arangement described in section 1861(w) of the

Act or an agreemant described in paragraph
{a}2) of this section.

483.70(g}2) Arrangements as described in
section 1881(w) of the Act or agreaments
pertalning to services furnished by outside
resources must specify in writing that the facility
assumes rasponsibliity for-

{i) Obtaining servicas that mest profassional
standards and principlas that apply to
professionals providing sarvices in such a
facility; and

(il} The timeliness of the services.

This REQUIREMENT is not met as evidenced
by

Based on staff interview, facility document
review and dinical record review, the facility staff
falled to avidence a curent dialysis contract
between the faciiity and the outpatient dialysis
center providing services for one of 42 residents

in the survey sample, Resident #30.

The findings Include:

On the most recant MDS (minimum data set), a
quarterly assessment with an ARD (assessment
reference date) of 7/15/22, the resldent scored
14 out of 15 on the BIMS (brlef Interview for
mental status}), indicating the resident was not

| cognitively impaired for making daily decisions. |
| Areview of Resident #30's (R30) clinical record

revealad a physician's order dated 2/16/22 for

. hemodlalysis at {(name of company) every

Tuesday, Thursday and Saturday. A review of
the facility dialysis contracts failed to revaal a
contract for R30's dialysis provider.

3. New Measures or Systemic Change

2, Other Potential Residents i
All other current residents receiving
dialysis have a contract in place.

The Director of Nursing and/or unit
managers and/or nursing supervisors
will make it known to the 1'
Administrator during the morning
stand up meeting of any newly
admitted resident receiving dialysis.

4. Monitoring

The Administrator and/or the .
Director of Nursing will be ‘
responsible for reviewing the contract |
book to ensure there is a current
contract with the dialysis center for

any new admission receiving dialysis.
Resident’s receiving dialysis and
contract status will be added to the
monthly QAPI meetings for formal

monitoring going forward.

S. Completion Date
November 9, 2022
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F840 Continued From page 35

On 9/27/22 at 12:27 p.m., an iMterview was
conducted with ASM {adminisirative staff

| member) #1, the administrator,. ASM #1 stated

. she did not have a contract for R30's dialysis
pravidar but she had a call out to the
administrator at the provider. ASM #1 stated
that ulimately it is her responsibllity to ensure
the facllity has contracts with dialysis providers. |
ASM #1 stated there is not a systam in place to

. ensure the facllity has contracts with all dialysis
providers for their residents and that is
something that needs to be done.

On 9/27/22 gt 4:48 p.m., ASM #1 and ASM #2
(the director of nursing) were made aware of the
above concern.

On 8/26/22 at 2:30 p.m., ASM #1 stated the
facility did not have a policy regarding dialysis

No further information was providad prior to euxdt.

F842 Reslident Records - 1denfiflable Information
SS=E£ CFR(8): 483.20(1)(5), 483.70(IX1)(5)

483.20(f)(5) Resident-identifiable information.
{I) A facllity may not release information that is
| resident-identifiable to the public.
i {II} The facllity may release information that is
| resident-identifiable to an agent only in
| accordance with a contract under which the
| agent agrees not to use or disclose the
. information except to the extent the facility itseif |
is parmitiad to do so.

483.70() Medical records.

483.70(1)(1) In accordance with acceptad
professional standards and practices, the facility
must maintain medical records on each resident

| FB40

 FB42 | Feqa2

| 1. Corrective Action

‘ Residents #47, #222, #121, #34, and
I | #118 were not harmed by this

deficient practice.

| All residents have the poten

| affected by this deficient practice.

| 3. New Measures or Systemic Change |
The Director of Nursing has educated |

the wound care consultants

2. Other Potential Residents

potential adverse effects of not having

tial to be

on the
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maé:::' £ | documentation. The wound care

g‘)) . ml pR— | consultants have agreed to document, |

(itiy Readily accessible: anci ' and place said documentation in the

(iv) Systematically organized | individual resident’s record prior 10
leaving the Center on the date of the

| 483.70()(2) The facllity must keep confidential resident visit,
| all information contained in the resident's |
records

4. Monitoring

mgardiase of 18 form or storege: wathod of the The Director of Nursing and/or unit

records, except when release ls-

(1) To the individual, or their resident managers and/or nursing supervisors

. representative where permitted by applicable - will audit random records for

| law; residents seen by the wound care
() Required by Law; | consultants to ensure compliance with
(i) For treatment, payment, or health care placing documentation in the resident
msﬁﬁm iy Snd In oonysecy records prior to leaving the Center.

| (iv) For public health activities, reporting of . The audits will be conducted weekly |
abuse, neglect, or domestic viclence, health | for four week and monthly for two
oversight activities, judicial and administrative meonths thereafter. The resulis of
procaedings, law enforcemeant purposes, organ | these audits will be reported monthly
donation purposes, research purposes, orto | to the QAPI Committee for review
coroners, medical examiners, funeral directors, and recommendations over the next

and to avert a serious threat to health or safety

| as permitted by and in compliance with 45 CFR three montha.

164.512.

5. Completion Date
483.70{()(3) The facility must safeguard medical ! November 9, 2022
record information against loss, destruction, or
unauthorized use.

‘ 23.?0(0(4) Medical records must be retalned |

{1) The period of ime required by State law; or
. (li) Five years from the date of discharge when
there Is no requirement In State law; or .
{lil} For a minor, 3 years after a resident reaches |
legal age under State law. '

483.70()(5) The medical record must contain- |
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' (i) Sufficlent Information to identify the resident;
(i) A record of the resident’s assessments;

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

(iv) The results of any preadmission screening
and rasident review evaluations and |
determinations conducted by tha State;

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

(vi) Laboratory, radiology and other diagnostic
services reporis as required under 483.50.

This REQUIREMENT is not met as evidenced
by:

| Based on staff interview, facility document |
review and dlinical record review, the facility staff|
failed to maintain a compileate clinlcal record for |
five of 42 residents in the survey sample,

| Residents #47, #222, #121, #34 and #118.

The findings include:

1. For Resident #47 (R47), the facllity staff falled
fo maintain wound physician/nurse practitioner
notes on the resident’s clinical record. |

On the most recent MDS (minimum data set), a
quarterly assassmant with an ARD (assessment
reference date) of 7/30/22, the resident scored 7
out of 15 on the BIMS (brief Interview for mental
status), Indicating the resident was severely
cognitively Impaired for making daily decisions.

A review of R47's clinical record revealed a
nurse's note dated 8/9/22 that documented, '
"Resident seen for skin assasament by this
| writer and the wound MD (medical doctor). The
findings are as follows. 1. Sacral fissure
measuring 3.0cmx3.0cmx0.3cm..." Further
raview of R47's paper and electronic clinical

LT

FROVIDERSUPPLIER REPRESEN VE'S SIGN
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record falled to reveal wound physician/nurse
practitioner notes.

On 9/27/22 at 2:17 p.m., LPN (licensed practical
nurse) #5 presentad wound physiclan/nurse
practitioner nctes for R47 that were dated
8/2/22, 8/9/22, 8/16/22, 8/30/22, 9/8/22, 9/13/22
and 8/20/22. LPN #5 stated she had to puli the
notes from the wound physician's computer
software portal.

On 9/27/22 at4:48 p.m., ASM (administrative
staff member) #1 (the administrator) and ASM
#2 (the director of nursing) were made aware of
the above concem.

On 9/28/22 at 8:43 a.m., an interview was
conducted with ASM (adminlstrative staff
member) #2 (the director of nursing). ASM #2
stated LPN (licensed practical nurse) #5 is the
only employee who has access to the wound
physician’s computer software portal. ASM #2
stated the wound physician used to send his
notas to the facility but hasn't been sending
them since he changed the computer software a
few months ago. ASM #2 stated wound

physiclan/nurse practiioner notes absolutely
should be In the dlinical record.

No further information was presented prior to
axit,

2. For Resident #222 (R222), the facility staff
falled to malintain wound physician/nurse
practitioner notes on the resident's clinical
record.

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

quarterly assessment with an ARD (assessment
reference date) of 4/24/22, the resident scored 3
out of 15 on the BIMS (brief interview for mental

LABORATORY DIREGTOR'S OR PROVIDEFR/SUPPLIER REPRESENTATIVE'S SIGNATURE
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status), indicating the resident was severely
cognitively impaired for making daily decisions.

A review of R222's clinical record revealsd a

nurse's note dated 8/7/21 that documented,

"Resldent seen for wound rounds by this writer

and the wound MD (medical doctor). The

findings are s (sic) follows. 1. Sacral fissure

measuring 0.5cmx0.3cmx0.1cm...” Further |
review of R222's paper and electranic clinical ,
record falied to reveal wound physician/nurse

practitioner notas.

| On 8/27/22 at 4:48 p.m., ASM (administrative

| staff member) #1 (the administrator) and ASM |
#2 (the director of nursing) were made aware of |
the above concern, |
On 8/28/22 at 7:47 a.m., ASM #1 presanted

| wound physiclan/nurse practitioner notes for

| R222 that were dated 7/13/21, 8/17/21, 8/24/21,

| 8/31/2% and 9/7/21.

‘ On 9/28/22 at 8:43 a.m., an interview was |
conducted with ASM #2. ASM #2 stated R222's
wound physiclan/nurse practitioner notes were
not In the resident's clinical record. ASM #2 i
stated LPN (licensed practical nurse) #5 is the :
anly employes who has access to the wound

physiclan's compuier sofiware portal, ASM #2

stated the wound physiclan used to send his

notes to the facllity but haan't been sending

them since he changed the computer software a

few months ago. ASM #2 stated wound

. physiclan/nurse practitionar notes absoiutely |

should be in the dlinical record. ASM #2 stated |

she could not explain why R222's 2021 notes

were nol in the clinical record.

The facility policy fitled, "Documentation®
| documented, "Clinical records are maintained on
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F842 Continued From page 40
' each patient that are complets, readily
| accessible and systematically organized.”

' No further information was presented prior to
exit.

physiclan notes In the clinical record for
Resident #121 (R121).

On the most recent MOS (minimum data set)
with an ARD (assassment reference date) of
the BIMS (brief interview for mental status)

score, indicating the resident was moderately

coded as having one unstageable pressure
Injury.

| The facllity provided a list of residents with
| pressure Injuries (1) on 8/26/2022. R121 was
' documented on the list for having an

The physician order dated, 9/9/2022,

| alginate to wound bed and cover with foam,
‘ every day shift for wound care.”

3. The facility staif failed to maintain wound care I

assessment, a significant change assessment,
9/15/2022, the resident scored a 12 out of 15 on

cognitively impaired for making dally declsions.
in Section M - Skin Conditlons, the resident was

| unslageablo pressure Injury (2) on their sacrum. |

' documented in part, "Cleanse sacrum with NSS
(normal saline solution), pat dry, apply calcium

Review of the clinical record failed to evidence
documantation from the wound care physician,

| A request was made on 8/27/2022 at 2:50 p.m.

| for the wound care documentation of wound
maasurements and documentation. A second
request was made on 8/27/2022 &t 4:52 p.m. for

| the wound care documentation.

F842
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The wound care physician notes were received
on 8/28/2022 at approximately 8:00 a.m. The
wound care physician notes were dated
9/13/2022 through 9/28/2022.

| On 9/28/22 at 8:43 a.m,, an interview was

conducted with ASM (administrative staff
mamber) #2, the director of nursing. When
asked where the notes came from, ASM #2

| stated they came from the wound physiclan's

| 8/28/2022 al 12:55 p.m.

| soft tissue usually over a bony prominence or

portal. When asked If thare were in the papar or
elactronic record, ASM #2 stated, no. ASM #2
stated LPN (licensed practical nurse) #5 Is the
only employee who has access to the wound |
physician’s computer software portal. ASM #2
stated the wound physician used to sand his
notes to the facility but hasn't baen sending
them since he changed computer software a few
months ago. ASM #2 stated wound
physiclan/nurse practitioner notes ebsolutely
should be in the ciinical record.

ASM #1, the administrator, ASM #2, and LPN
#5, were made aware of the above concem on

No further Information was provided prior to exit.

(1) This information was obtalned from the
following website:
https://edn.ymaws.com/npuap.site-
ym.com/resource/resmgrinpuap_pressure_injury
_stages.pdf - Pressure Injury - A pressure injury
is locallzed damage to the skin and underlying

related to a medical or other device. The injury
can present as intact skin or an open ulcer and
may be painful. The injury occurs as a resutt of
intense and/or prolonged pressure or pressure
In combination with shear. The tolerance of soft

ATURE

F842
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tissue for pressure and shear may also be
affected by microclimate, nutrition, perfusion, co-
morbidities and condition of the soft tissue.
(2)This information was obtained from the
following website;
hitps://cdn.ymaws.com/npuap.site-
ym.com/resource/resmgrinpuap_pressure_injury
_stages.pdf - Unstageable Pressure Injury:
Obscured full-thickness skin and tissue loss Full-
thickness skin and tissue loss In which the
extent of tissus damage within the ulcer cannot
be confirmead becausa it is obscured by slough
or eschar. If slough or eschar Is removed, a

Stage 3 or Stage 4 pressure injury will be

revealed. Stable eschar (l.e. dry, adherent, and |

intact without erythema or fluctuance) on the

hesl ar iachemic limb should not be softenad or |

removad,

4. The facillty staff falled to maintain wound care
physician notes in the clinical record for
Resident #34,

On the most recent MDS assessment, a
quarterly assessment, with an ARD of
7/20/2022, the resident scored a 15 out of 150n
the BIMS score, indicating the resident is not
cognitively impalred for making daily decisions.
In Saction M - Skin Conditions, the resident was
coded as having one stage IV pressure Injury.

The facliity provided a list of residents with
pressure Injuries on 8/26/2022. R34 was
documented cn the list for having an Stage IV
pressure injury (1) on their sacrum.

| The physlcian order dated, 8/16/2022,

documented, "Cleanse sacrum with NSS, pat
dry, apply purocol to wound bed and loosely
pack with gauze, apply skin prep to the
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surrounding skin and cover with foam dressing
every day shift every Tue, Thu, Sat.”

Review of the clinical record failed to evidence |
documentation from the wound care physician. |

A request was made on 9/27/2022 at 2:50 p.m.
for the wound care documentation of wound

- measuremenis and documentation. A second

request was made on 8/27/2022 at 4:52 p.m. for
the wound care documentation,

The wound care physician notes ware received
on 9/28/2022 at approximately 8:00 a.m. The
wound care physiclan notes were dated
1/18/2022 through 9/28/2022.

' On 9/28/22 at 8:43 a.m., an intervisw was

conducted with ASM (administrative staff !
member) #2, the director of nursing. When
asked where the notes came from, ASM #2
stated they came from the wound physician's
portal. When asked if there were in the paper or
electronic record, ASM #2 stated, no. ASM #2
stated LPN (licensed practical nurse) #5 Is the |
only employee who has access to the wound |
physiclan’s computer sofiware portal. ASM#2 |
stated the wound physician used to send his
notes to the facllity but hasn't been sending

them since he changed computer software a few
months ago. ASM #2 stated wound
physiclan/nuree practitioner notes absciutely
should be in the clinical record,

ASM #1, the administrator, ASM #2, and LPN
#5, were made aware of the above concem on
9/28/2022 at 12:55 p.m.

| No further Information was provided prior to exit, |




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

PRINTED: 10/14/2022
FORM APPROVED
OMB NO. 0938-0381

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (%3) DATE BURVEY
AND PLAN OF CORRECTION DENTIFICATION NUMBER: COMPLETED
A. BUILDING c
B.WING
408217 T T 09/28/2022
NAME OF PROVIDER OR BUPPLIER STREET ADORESS, CITY, STATE, ZIP CODE

12475 LEE JACKSON MEMORIAL HIGHWAY

(211 SUMMARY STATEMENT OF DEFIFENGIES ': D PROVIDER'S PLAN OF CORREGTION i (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG I REGULATORY OR L8C IDENTIFYING INFORMATION) TAG CR - Tﬂx APPROPRIATE DATE

racord,

| notes for (R118),

F842 | Continued From page 44

| (1) This Information was obtained from the

. following website:
https://cdn.ymaws.com/npuap.site-
ym.com/resourca/resmgr/npuap_pressure._injury
_Stages.pdf - Stage 4 Pressure Injury: Full-

| thickness skin and tissue loss Full-thickness skin
and tissue loss with exposed or directly palpable |

. fascia, muscle, tendon, ligament, cartiiage or

' bone In the uloer. Slough and/or eschar may be | i
visible. Epibole (rolled edges), undermining
and/or tunneling often occur, Depth varles by
anatomical location, If slough or eschar
obscures the extent of tissue loss this is an
Unstageable Pressure Injury.

5. For Resident 118 (R118), facility staff failed
to maintain wound care notes In the clinical

| On the most recent MDS (minimum data sat)
assessment FOR (R118), a quarterly
assaegsment, with an ARD (assessment
referance date) of 09/13/2022, the resident was !
coded as having both short and long term

| memory difficulties and was coded as being
severely cognitively impaired for making daity

| decisions. Section M "Determination of Pressure |

i Ulcers / Injury Risk" coded (R118) as having a

| stage three pressure ulcer.

Review of (R118's) clinlcal record and eiemnlc
‘ health record falled to svidence wound care

. On 9/28/22 at 8:43 a.m., an Interview was
| conductad with ASM (administrative staff
member) #2, director of

LPN (licensed practical nurse) #5 Is the only
‘ employee who has access to the wound

nursing. ASM #2 stated |

FB42
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physician’s computer software portal. ASM #2

stated the wound physician used to send his
notes to the facility but hasn't been sending

‘ them since ha changed computer software a few |
months ago. ASM #2 stated wound {
physiclan/nurse practitioner notes absolutaly |
should be in the clinical record.

| On 09/28/2022 at approximately 11:10 a.m.,
LPN # b provided (R118's) wound care notes

| dated 0517/2022 through 09/20/2022. When
asked If the wound notes were in (R118's) ) .

| clinical record or electronic health record LPN # |
5 stated no and that they should be contained In |
the resident's clinical record or electronic health |
record. |

. On 9/28/2022 at approximately 12:30 p.m., ASM
# 1, administrator, and ASM # 2, director of !
| nursing, ware made aware of the above findings. |

No further information was provided prior to exit,

FB40 | Hospice Sarvices
SS=D | CFR(s): 483.70(0N1}4) |
|

| 483.70(0) Hospice services. |
483.70(0)(1) A long-term care (LTC) facility may

do eithar of the following: |

(f) Arrange for the provision of hospice services

through an agraemeant with one or more '

Medicare-certified hospices.

(il} Not arrange for the provision of hospice

services at the facllity through an agreement

with a Medicare-certified hospice and assist the

| resident in transfarring to a facliity that will
arrange for the provision of hospice services

when a resident requests a transfer.

| 483.70{0)2) f hosplce care is furnished In an
| LTC facility through an agreement as spacified

42

Fg49

‘ F849

1. Corrective Action
| Resident #121 was not harmed by this i
| deficient practice.

2. Other Potential Residents

| All residents receiving hospice service
have the potential to be affected by |
this deficient practice.

- 3. New Measures or Systemic Change
The Director of Nursing has educated |
the hospice consultants on the '

. potential adverse effects of not having |
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|

| out at least the following:

In paragraph (o)X 1)1} of this section with a
hospice, the LTC factlity must meet the following
requiremants:

(i) Ensure that the hoapice services meet
professional standards and principles that apply
to individuals providing services in the fadlity,
and to the timeliness of the services.

(li) Have a writtan agreament with the hospice
that |s signed by an authorized representative of
the hospice and an authorized representative of
tha LTC facllity before hospice care is fumished
to any resident. The written agmmentmwtut
(A) The servicses the hospice will provide. [
(B) The hospice's responsibilities for determining
the appropriats hospice plan of care as spedﬂed
in 418.112 (d) of this chapler,

{C) The services the LTC facllity will continue to

| provide based on each resident's plan of care.

{D) A communication process, including how the |
communication will be documented between the |
LTC facility and the hospice provider, to ensure
that the needs of the resident are addressed and
met 24 hours per day.

(E) A provision thal the LTC facility immediately |
notifies the hospice about the following:

(1} A significant change in the residant's
physical, mental, social, or emotional status.

(2) Cimical complications that suggest a need to |
alter the pian of care.

(3) A need to transfer the resident from the
facility for any condition.

(4) The resident’s death,

(F) A provision stating that the hospice assumes
responsibility for determining the appropriate
course of hospice care, induding the
determination to change the level of services
provided,

() An agreement that it is the LTC facility’s

responsibility to fumish 24-hour room and board
care, meet the resident's personal care and

documentation. The hospice
consultants have agreed to document,
and place said documentation in the
individual resident’s record prior to
leaving the Center on the date of the
resident visit,

4. Monitoring
The Director of Nursing and/or unit ‘
managers and/or nursing supervisors
will audit random records for
| residents seen by the wound care
consultants to ensure compliance with |
placing documentation in the resident
records prior to leaving the Center.
The audits will be conducted weekly
for four week and monthly for two
months thereafter. The resulis of
these audits will be reported monthly
to the QAPI Committee for review ‘
and recommendations over the next
three months.

5. Completion Date
' November 9, 2022
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F848 | Continued From page 47 F849 [
| nursing needs In coordination with the hospice '

representative, and ensure that the level of care
provided is appropriately basad on the individual
resident's needs.
| (H) Adelinsation of the hospice's
- responsibilities, Inctuding but not limited to,
providing medical direction and management of
the patient; nursing; counseling (including
splritual, dietary, and bereavement); social work;
providing medical supplies, durable medical
equipment, and druga necessary for the
palliation of pain and symptoms assoclated with
the tamminal iliness and related conditions; and
| all other hosplce services that are necessary for
the care of the resident's terminal illness and
related conditions.
(1) A provision that when the LTC facility
personnel are responsible for the administration
of prescribed therapies, including those |
| theraples determined appropriate by the hospice
and delineated in the hospice plan of care, the
| LTC facility personnel may administer the
tharapies where parmitted by State law and as
specified by the LTC facility.
{J) A provision stating that the LTC facliity must
report all alleged violations invoiving
mistreatment, neglect, or verbal, mental, sexual, )
| and physical abuse, including injuries of |
unknown source, and misappropriation of patient
property by hospice personnel, to the hospice ‘ ‘
administrator immediately when the LTC facility |
becomea aware of the alleged viclation.
(K) A delineation of the responsibilities af the
hospice and the LTC faciiity to provide
| bereavemsent services to LTC facility staff.

483.70(0)(3) Each LTC facility arranging for

the provision of hospice care under a wiitien |
| agreement must designate a member of the i

faciltty's interdisciplinary team who is ' _

- responsible for working with hospice

¥ DIRECTOR'S OR PROVIDER'SUPPLIER REPREBEMNT AT
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representatives to coordinate cara to the
resident provided by the LTC facllity staff and
hospice stafl. The interdisciplinary team
member must have a ciinical background,

. function within their State scope of practice act,

and have the abllity to assess the resident or

have access to someone that has the skills and

capabliities to assess the rasident.

The dasignated interdisciplinary team member la

|
|
| responsibie for the following:

’ (i) Cotlaborating with hospice representatives

and coordinating LTC facllity staff participation i m

the hospice care planning process for those
| residents recelving these services.

(i) Communicating with hospice representatives |

and other heaithcare providers participating in
the provision of care for the terminat fliness,
related conditions, and other conditions, to

| ensure quallty of care for the patient and family. |
(i) Ensuring that the LTC facility communicates

with the hospice medical director, the patient's
afiending physician, and other practitioners
participating In the provision of care to the
patient as needed to coordinate the hospice
care with the medical care provided by othar
physiclans.

{iv) Obtalning the following information from the

hosplce:

(A) The most recant hospice plan of care
| specific io each patient.

{B) Hospics election form.

{C) Physician certification and recertification of J

. the terminal liness speclfic to each patient.

(D) Names and contact information for hosplce

personnel invclved in hospice care of each
patient,

| (E) instructions on how to access the hosplce’s

| 24-hour on-call system.
| (F} Hospice medication information specific to
each patient,

| {G) Hospice physician and attending physician

FB49
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| (if any) orders specific to0 each patient. 1
4

|
(v} Ensuring that the LTC facility staff provides |
orientation in the policies and procedures of the |
facility, including patient rights, appropriate |
forms, and record keeping requirements, to

| hospice staff furnishing care to LTC residents.

483.70(o)4) Each LTC facility providing hospice

care under a written agreement must ensure

that each resident's written plan of care includes

both the most recent hospice plan of care and a
of the services fumished by the LTC |

| facility to attain or maintain the resident's highest

. practicable physical, mental, and psychosocial |

wall-being, as required at 483.24,

This REQUIREMENT is not met as evidenced
by:

Based on staff Interview, facility documant
review and clinical record review, it was
determined the facliity staff falled to coordinate
hoapice care services for one of 42 residents in
the survey sampla, Rasident #121,

The findings Include:

The facility staff failed to have the hosplce care |
provider's documentation on the clinlcal record |
for Resident #121 (R121).

On the most recant MDS (minimum data set)
asgsessment, a significant change assessmant,
with an ARD (assessment rafsrence date) of ,
9/15/2022, the resident scored a 12 out of 15 on |

| the BIMS (brief Interview for mantal status) |
score, indicating the residant was moderately
cognitively impaired for making dally decisions. ‘
in Section O - Speclal Treatments, Programs
and Procedures, the resident was codad as




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

PRINTED: 10/14/2022
FORM APPROVED
OMB NO. 0938-0361

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

495217

(X2) MULTIPLE CONSTRUCTION

A, BUILDING
8. WING

{X3) DATE SURVEY
COMPLETED

G
00/28/2022

NAME OF PROVIDER OR SUPPLIER
PROMEDICA SKILLED NURSING AND REHAB {(FAIR OAKS)

STREET ADDRESS, CITY, STATE, ZIP CODE
12475 LEE JACKSON MEMORIAL
FAIRFAX, VA 22033

HIGHWAY

PREFIX
TAG

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

DEFICIENCY)

i PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX (EACH CORRECTIVE ACTION BHOULD BE COMPLETE
TAG CROBS-REFERENCED TO THE APPROPRIATE DATE

F848

Continued From page 50
recelving hospice care during the look-back
period.

The physician order dated 9/8/2022,
documented, “Resident admitted to (Name of
hospice) Hospice with dlagnosis of sequala CVA
(stroke) please call (phone number) with any
question or change of condition.”

Review of the electronic and paper clinical
record failed to evidence documentation from
the hospice sarvices during their visits.

The comprehensive care plan dated, 9/21/2022,
documented in part, "Focus: Hospice/Palliative
care/pain management need due to terminat
iliness.” The "Interventions" documented In part,
"Hospice staff to visit to provide, care,
assaistance and/or evaluation.”

A request was made on 9/27/2022 at 12:46 p.m,
for a copy of the hospice provider's notes. A
second request was made on 9/27/2022 at 4:52
p.m. for the hospice provider's notes.

On 9/28/2022 at approximately 8:00 a.n., the
hosplice provider's notes were presentad.

An interview was conducted with ASM
{administrative staff member) #1, the
administrator, on 9/28/2022 at approximatsly
©:30 a.m. When asked where the hospice
provider's notes were obtained from, ASM #1
stated she would have to get the soclal services
to answer that question, they handle dealing
with the hospice providers.

An interview was conducted with OSM (other
staff member) #6, the social services
coordinator, and OSM #7, the social worker, on

| 8/28/2022 at 9:46 a.m. When asked where the
—TABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNA

F840
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| notes came from, OSM #6 stated she had to cal|
them and have them faxed over. When asked if
the hospice notes should be in the diinical

| racord, OSM #8 stated, yes Ma'am, When asked

. why you should have their notes, OSM #6

| stated, it's vary imporiant to have them in the
physical chart or the electronic chart. When i
asked If it has anything to do with the '
coordination of care between the facility and the |
hospice care provider, OSM #6 stated she would
get back with this surveyor. On 8/28/2022 at
9:53 a.m. OSM #6 retumed and stated, yes, It
can Impact the coordination of care.

ASM #1, the administrator, ASM #2, the director
of nursing, and LPN #5, were made aware of the
above concem on 9/28/2022 at 12:55 p.m. :.

No further information was provided prior to exit.




