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The assessment must accurately reflect the

‘ ACCURACY!CDORDIr\lf-.TlON/CERTI'FlED
‘ rasident's siaius.
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‘ cach assessment with the appropnaie
| parficipation of health orofessionals.

A ragistersd nurse mMust sign and ceriify that
‘ zssessment is completad.

\ — e
‘ Each individual who completes & poruon of the

sssassment must sign anc ceriify the accuracy
|

? that portion of ine gssessment.

L talse stgiement In 2 rasident assessment s
1

subject 1o 5 civil money penalty of not mors than 1

\ $1.000 jor gach 2ssessment or an Individual
who willfully and knowingty causes another
individual to cariify @ matenal and ialse

statament In 2 resident assessment is subject i |
2 civil money penalty of not more than-$5,000

ior =ach asssssment

Clinical disagrasment does not constilne &
material and false statement

oy:

2asad on record review and staff interviews ihe

tacility failed to accuratiely assass 1of13

sampled residents utilizing the Minimum Data

Set (MDS) in the area of pressure sores
{Resident #96). :

The findings inciuded:

AB0ORATORY DIRECTOR'S OR PROVIBER/S u:REPRESEN’TATN % 2

ik
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Zny Deticiency Aaement 2nding with an asferisk (7) gencies & dgeficiency Y
sufciam pI'G[ on o the patients. (See st ctions.) Except for nursing §gImes, th

plan of corrac¥on is provided. For nursing fomes, ihe above findings and pEgs of c.ﬂrre:&ng ar‘é disclosatis

taciity. I oeficiencies are cited, an approved plan of correcion s requisite

This form is 2 printed elecTonic version of the CMS 2557l contzins al thay
signed by the facility adminiszator and appropnately posted will satisiy the CW

£0RM CMS-2557(02-99) Pravious Versians Obsclae

ragistered nurse must conduct or coordinat

the

| Under Medicars anc Medicaid, an individual who
willfully and knowingly cartines & matenal anc

|
) This REQUIREMENT is not mat as evidenced

o continued progral

oo . VEGM11 STy [D: 020354

PRINTED: 07/20/2016
FORM APPROVED
OB NO. 0938-03¢81

(X3) DATE SURVEY
COMPLETED

(X2) MULTIPLE CONSTRUCTION
£ BUILDING

s =

8, WING o

07/08/2016

STREET ADORESS, CITY, STATE, ZIP CODE
62 LAKE EDEN ROAD
BLACK MOUNTAIN, NC 28711

|
ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COWMPLETE

TAG CROSS.REFERENCED TO THE APPROPRIAT= DATE
i DEFICIENCY) l
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B\5 IT
2. Audit periormed on any resident with exiting wounds,

over boney prominsnces of pressure related area ©

identify poteniial variance in accuragy of coding ‘
wounds. Compigion date 07/20/2016. 2 Residenis :
identified GP on 7/27/16 and WW 07/19/2016.

This Plan of Correciion constitutes 2
wrinan allegation of compliance far the
deficiencies citad, However, submission of
" this Plan of Carraction is not an admission
\ ' that 2 deficiency exists of that ons was

| aitad correctly. This Plan of Correction is
submitied to mest the requirements by
Stats and Federal Laws.

7

4 MDS for Resident #35 was submitied
CMS with correction of coding on 7/8/20

L

T
[
2

| |
3, Systemic process change will begin on admission 1
JReadmission. ’

2. Medical Diracior and Skin Iniearitv } 1
poafdmator will zssesses and avaluate |
iogezijer any wounds over boney l
ProMINeNCss Of pressure related arez io |
: !dermfy and esiablish staaing and ) I
{reatment plan i 1

b, Wound Iniegrity Team will include RN Skin Integrity
Coordinator, Direcior of Health Care Sarvices,
Minimum Datz Set Coordinators, Diefiian who will
weskly maet to document and review progress and fof

tack of with interventions as indicated.

|
\
|
|
U o . \
c. Education provided tg Skin Integrity '
Coordinator on of process G
change and expectations to include Pruitt
University education on coding and
identification of Venous, Arerial and
Pressure related wound cars Sl e
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4 deys following the dae these documsnis are made available © the

cip3jis

fard document in much the same i, This elecuonic fom oncs oninted and
1 informatian found on the CMS 2567L
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(1) PROVIDER/SUPPLIER/CLIA
DENTIFICATION NUMBER:

B. WING

345558

N&ME OF PROVIDER OR SUPPLIER

MOUNTAIN

SUMMARY STATEMENT OF DEFICIENCIES l o
(EaCH DEEICIENCY MUST SE PRECEDED BY FUL PREFIX
TAG

REGLLATORY OR LSC IDENTIFYING INFORMATION)
Continued From page 1

Pesident £36 was admited to the faciiity on
02/09/18. |
A Family Nurse Praciiioner (FNP) note dated
02/10/16 indicated Resident #96 had savere
progressive peripheral vescular disease anad .
diabetss with bilateral lower sxaramity 0ot
wounds. Resident #96 had an undetectable

nulsg in the leit lower exiremity. ~

& pnysician's history and physical (H&P) dated ‘
02716/ indicated Resioent £96 hac muliiple |
medical problems inciuding peripheral anery \
dissase with bilateral foot wounds. |

£ foot ana ankle physician's Note for Residant |

435 datad 03/07/ 15 indicatad Resident #95 hac

= chronic non-pressurs uicer of the lett lateral |
ankls |

o sol o I ‘ ‘ o
A significant change Minimurn Datz Set (MDS) |

- Resioent #96 was dated 03/10/16. The MDS |
indicated the rasigent had one unstagsable l
oressure ulcar. 2asident #36 was not cooded 25 \
navina any-ariznal or venous ulears.

AN INterview was conducied with the wound
Aurse on 07/05/16 at 2:30 PM with the Direcior
of Nursing (DON) prasent during the intsnview.

#96's jower exiremity wounds on admission. The
wound nurse siated she ielt Resident #96 had

an unstageabdle pressurs ulcer on the left ankie
because the wound was over 2 bany
prominence. \

An interview was conducied with Nurse #1 an
07/07/16 at £:35 AM who stated the signincant
change MDS assessment for Resident #36 was
incorractly coded under Section M/skin

OR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE
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SROVIDER'S PLAN OF CORRECTION \ (5] |
{EACH COSRECTIVE ACTION SHOULD 8E COMPLETE l

CROSS-REFERENCED TO THE APPROFPRIATE
DEFICIENCY)

reqaEy NULaL, Batse SCLS
uﬁ&;%m@&{jm DHS. ten.‘lu o g o (i
- Sducation prayided to Skin Integrity

=am an o67|2840lk of process |
change and axpaciatans _ l

|
|
ol \

, and research of information t©

. A . J
¢ Minimum Dats Set nurses will &
ucated by Director of Health Sarvies
' on

coding and subsaguRnt |
Minimum Date Sat.
fan anc suhseguent

snsurs appropriaie
} documeniaton 1n ihe
l individualized Cars P
datz submission |

l

| i New panners will be aducated on nial
onentaton anc dunng job specific —

anentauon ot aunes l
| A5\
| periormed |

‘ 4 Monrornng of
\

l

\ 1xhweek for 4 weeks
Monthly for 2 months

deemead met

compliance of will be

axfweek for 2 wasks |
vk for 2 waaks

or until compliance

All monitonng data will be submitied ©
Quality Assurance and Periormancs
Improvemant Commities for raview and
ongolng monitoring of compliance or
chanoe as indicatad

|
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PRINT

ED: 07/20/2015

FORM hnDDPOV,Eu
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| STATEMENT OF DEFICIENCIES

x1) PROVIDER/SUPPUIER/CLIA

\ MULTIPLE CONSTRUCTION
]

| (x3) DATE SURVEY

MDS assassment aated Oé/‘lO/ 15 would bes

condition. Nurse #1 stated the significant change
MDS assa&ment-dated 03/10/16 should not
~ave basn coded o indicats Resident #36 had
an unstageable prassurs ulcer. Nurse #1 stated
Resident #96's significant change MDS
sessesment dated 03/10/16 should have been
caded o raflect the number of venous and
arierial ulcers, Nurss #1 veriiied the physician's ,‘
"otz dated 03/07/16 indicaiad Resigent #96 did |
not have prassure Ulcers and ihe prysician's !
note was writien during ihe look back perod iar
completing the sianificant change | MDS
sesessment for Resident #96. Nurse #1 3t31=2C 2 |
corraciion o Resigent #96' s signiitcant crnande

completed immediately t© raflect the number of
venous and arierial ulears rather than prassurs
ulcers.

On 07/07/16 at 11:37 AM an inierview was
conduciad with the DON who staiad sne verined
in the medical record that Resident #96 nad
arierial and venous ulcers and did not nave
prassure uicers and ihe significant cnange MDS
assessment daied 03/10/1¢ was miscoded. The
DON staied her expectation was that Nurss =
would have reviewed all the information
available in Resident #38's madical racord
including documents from Resident #95's
transfering facility prior to completing Seciion
M/skin condition.

On 07/08/2016 at 8:25 AM an interview was
conducied with the Administraior. The
Administrator stated her expectation was that
the wound nurse, physician, DON, and Case i
nurse would have collaboratively discussed the
type of Resident #36's wounds o assurs
accuracy of wound type prior fo the Case Mix
nurse coding the MDS assessmerit for Resident

#96.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: 07/20/2016
CENTERS FOR MEDICARE & MEDICAID SERVICES ' FORM APPROVED
_ OMB NOC 0938-03¢1

{
| STATEMENT OF DEFICIENCIES (x1) PROVIDER/SUPPLIERICUA (22) MULTIPLE C TE
« E et PPUERIC MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PUAN OF CORRECTION IDENTIFICATION NUMBER: JMPLETED
: 4 BUILDING COMPLETED
i B. WING
‘ 345558 07/08/2016
% NAME OF PROVIDER OR SUPPLIER |  sTREET ADDRESS, CITY, STATE, ZIP COOE
L8 — ., 3 2 LAKE I h E
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i o |

x4) 1D SUMMARY STATEMENT OF DEFICIENCIES | n P £

a0 IMMARY STATEMEN EFICIENCIES ‘ PROVIDER'S PLAN OF CORRECTION 7

PREFIX (EAGH DEFICIENCY MUST 8E PRECE BY FULL \ PREFTX (EACH CORRECTIVE ACTION SHOULD BE Cﬂf\\n‘l;—‘:_l.:

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE ORTE
ol | | DEFICIENCY) }
| Fz78 \ Continued From page 3 F278
1 This Plan of Corraction constituies 2 8—@ o
, \ ) writien allegation of compliance for ihe
£345 483 .25(d) NO CATHETER, PRE /ENT UTL, £345 deficiencies cited. However, cubmission o
| so0) RESTORE BLADDER this Plan of Corraction is not an admission
E \ ihat 2 deficiency exsts of that one was
citad corractly. This-Plan of Correction is

ased on the resident's comprehensive

ssessment, the facility must ensurs that 2 submitied to meet the requirements by _

sigent who anters the facility withaut an | State and Federal Laws. \ |
! |

v o

dwelling catheter is not catheterized uniess e

~ssidents clinical condition demonsirates that 5\ 1. Resident# 125 urology consult optaines ‘

for 711112016 ‘

2
=

‘ catheterization was necessary, and 2 rasident
_ who is incomtinent of bladder rac2ives

scheduling. Any consulis found
scheduiing will o& processed With the new ‘
systam intervention |

| appropriate raatment and services fo prevent | ‘ 2 Audit of Consult orders frgm Ma\:f st
| urinary ract infections anc 1o rasiore 28 much ‘ 20116 to 7/8/2016 (last day DT&Q b
‘ | normal siadder function 2s possible | performed and compleied on 07 ;i}f;@b
} io establish consult compliance anc ! ‘

This REQUIREMENT is not met 2¢ svigenced in need of

oy l

‘ Szsad on medical record raview and interviews

I the faciiity failec to amange & urology consuli for ‘
| 1 of 2 residents with & cathetar to ogigrmine e |
continuad need foruse af the cathesier |

(Resident #125). |
Senor Care parer/designee will |

collect/reczived all consult orgers.
Determination will be made by the Senior

3 Following Systems change is |
implemeniad 1o validate consult
compiiancs anad schaduling ‘

1

The findings includsd:

Resident #125 was admitiad 1o the faciiity Care Partner/Designee whether the
06/1 4/'@ with diagnases which included Resident designated as a Veteran Consult
dementia with behavioral disturbancs, codnitve with the Vetarans Administration Process
communication deficits, rhabdomyolesis, | e i basadas o ehil i
r=tention of urine and enlarged prostate without ki consult s besed 2 3 CNTIAN
lower urinary Tact sympioms. Medical Cansult.r

b. All Veteran Administration Consuits will be
Brior to admission Resident #125 was processed via the Senior Care
hospitalized from 06/05/16 - 08/14/16 with pariner/Designee fo the Veteran Services
diagnoses including 2 staphylococcal urinary Officer with approprisie paperwork and

imact infeciion. The hospital discharge summary documentation; The Veteran Services

noted, Unfortunately patent has history of
urinary ratention, he has had multiple ins and
outs (catheters), required urologic consultation

Officer will then notity,

LABORATORY DIRECT.OR'S OR PROVIDER/SUPPUER REDRESENTATIVE'S SIGNATURE

=meul FASL25A7IN7-99) Previous Versions Obsole Evem I2: VEGM1Y Facility |D: 080584 ff coninuation sheet Fage 4 of 17
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FORM APPROVED
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| STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPUER/CUA (%2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
} PLAN OF 2 DENTIFICATION ER: LETED
AND PLAN OF GORRECTION IDENTIFIGATION NUMBER i B GOMPLETED
. B. WING
345558 - 07/08/2018
NAME OF PROVIDER OR SUPPUER STREST ADORESS, CITY, STATE, ZIP CODE
e e yEmES ANS HOME-BLACK MOUNTAI §2 LAKE EDEN ROAD
NC STATE VETERANS HOME-S=A> AN 3LACK MOUNTAIN, NC 28711
e
| 4D SUMMARY STATEMENT OF DEFICIENCIES o | SROVIDER'S PLAN OF CORRECTION o5 |
| eREFK (EACH DEFICIENCY MUST € PRECEDED BY FULL PREFIX (EACH CORRECTIVE.ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
OEFICIENCY) -
F315 Continued From page 4 F&i5 }
for Foley placement; will need 1o follow-up with Senior Carz Partner, Diractor of Health
urology as outpatient for possible catheier Sarvices, Administrator and Transpaoriation \

removal.

05/24/16 assassed Resident #125 with severs
cognitive impairment, noted use of 2 catheter
and that Resident #125 had a urinary iract

\ The admission Minimum Data Set datad
\ infaction in the last 30 days. The admission

| Rasidentls 2

} the hospital. He is admitted o us with 2 Foley
cathetar in placs. He has 2 dizgnesis of urinary

\ retertion. Foley puts him at risk for
complications. Wil address possible removal of
cathater to see if he is able io void.
io cars plan.

Raview aof physician orders on admission natad
medications for Resident #125 included:
Ceatazolin (an antibiotic) 2 grams every & hours
intravenously for 6 days for urinary ract
infection. Reaview of the June 2018 Medication
Administration Record (MAR) for Resident #1252

15, 2016 - June 20, 2016

The admission care plan dated 06/21/16 for
Resident #125.included the following problem
arsas:

= Potantial for injury related o prasance of
indwelling catheter. Approaches to this probiem
area included:

_sacure catheter to thigh to prevent pulling on
tubing.

-implement bladder program

-report any temperature elevations to physician
-observe and document Uring appearance and
report any abnormalities to physician

b, Resident displays increasing behaviors of
dementiz. Can become agitated.

Cars Arsz Assassment iar the catheter includec:
new admission as of 06/1 4446 fram

Will proceed

‘ noted the Cafazolin was adminisierad from June

Coordinator of consuit appointmeant time.
Transpariation Coordinator will then ‘
validate content of appropriate paperwark
and data and arrange transporiation 2s \
indicated. ‘
¢ All Civilian Medical Consults will be l
submitizd by the Senior Cars
Pariner/Designes 10 the Transportation
coordinator for satiing up consulit,
compiling necessary pabef work and
arranging transportaton. 3

4. The Sanior Care Pariner or Desianes |
will be responsible 10 create and maintain £ |
| log that will include tracking of anc raview
of orderad consults without subsaquent
validation of scheduiing appointmant. ‘
4. Consult order datz
2. Designation 1o Civilian/Veteran |
Services Date ;

3. Daie of Scheduled Consult \
4 Date of Transpor i0 scheduled |
Consult

\ateran Services Officer and
Transportation oeparnment by Diracior ot |

Health Services with syskem change
. limpiementatiobﬂfﬁ‘dg—@ﬂﬁf _

f New partners.will be educatad on initial }
orientation and-during job speciiic
orientaiion of duiies

= Education to Seniar Care Pariner, \

4 Monitoring of compliance of will be
performed

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

AL o lmea

Suant I VEGMI

Faciity |D: 030984 ¥ continuzton shest Rage § of

17




PEPARTMENT OF HEALTH
CENTERS FOR MEDICARE

AND HUMAN SERVICES
& MEDICAID SERVICES

PRINTED: C7/26/2016

FORM APPROVED

OMB NO. 0838-03¢1

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
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NAME OF PROVIDER OR.SUPPUER

NC STATE VETERANS HOME-BLACK MOURNTAIN

STREET ADDRESS, GITY, STATE, ZIP CODE
62 LAKE EDEN ROAD
BLACK MOUNTAIN, NC 28711

oD | SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION (45)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD-SE COMPLETE
TAG SEaULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSSREFERENCED TO THE APPROPRIATE DATE |
DEFICIENCY)
F315 Continued From page 5 E3i15
¢. Rasident hes impairad decision Ixiwesk for 2 weeks
makina/memory deficits and has cammunication Ivhwesk jor 2 wesks
deficits ralated to dementia. Approaches 1o this 1xhvesk for 4 weeks
oroblem araz included: Manthly for 2 manths or until compliance
-monitor for signs/symptoms of discorniorpain deamed met
such 2s facial arimacing, guarding, crying, eic.
_staff to anticipate and meet needs of resident | Al monitoring data will be submitted to
-monitor and document patient behavior. Report Quality Assurance and Performmance
| any change in cognitive siatus io physician Improvement Commitiae for raview and 1
ongoing monitoring of compiiance or
An initial progress nots datad 06/17/1€ by the | chanoe as indicated
Eamily Murse Practitioner (FNP) far Rasident . © 7 4
# 25-\{nc}uded ihat Raside\ni 2495 was seen | =, E AL CV"‘A CoppAtdines

rarerral.

io ramove the catheiar

catheter.

management of urinary iract infeciion and
severs dementiz with behaviorai changes.
Included with orders fram this visit was & urology

Raview of nurses noias in the medical record of
Rasident #125 notad the following:
06/4 5/16-Fasident £125 had fraguent auempis

05/2 4/15-New Foley catheter placed by ihi
nurse on 06/23/16 due to obstruction. Able 10
insari catheter with minimal difiiculty. Resident
talerated fairly well with comforing and
radiraciion from stafi. Moderate amount of irank
blood notad from meaius with no obvious
| wound. Bleeding subsided soon afier placement
and new catheter drained clear urine. Resident
has history of tugging at Foley and has fikely
causad some urathral frauma as & result, which
will bear monitoring. Catheter orders have
ramained in place including checking each shift
to make surs tubing is secured to leg with no
tansion on fine. Communication left for
physician that resident did not have cathetar
priar to hospitalization per family and asking if
physician might consider trial removal of

05/26/16-Resident pulled out peripherally
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|
F315 W Continued From page & F315
insaried central catheter (PICC) line (ihat hac
| hesn usad for intravencus aniibiotic t
adminstration) |
1 06/29/16-Pulling at catheter but calmed down
‘ afier medication l
i
\

| getling personal care done-nursing assisiants
. ‘ noticed the meatus on penis had = tear on the

| have 2 habit of jerking on catheier anc is
| radireciag-wound care notified-will continue ©
! monitor.

‘ for consult physician appointments Were made
by = liaison between the facility and the

1 \/aterans Hospital. Nurse #3 stated the liaison

’ was or leave but the transportation aioe would
be aware if an appaintment had been made.

‘ On 07/07/18 at 3:00 PM the transporiation aide
stated she coordinaied transporiation o
physician Wsits outside the faciiity with the
liaisan that raceived orders for consults. The
iransporiation aide stated she wasn't aware of
an appointment with & urologist far Resident
#125.

On 07/07/16 at 3:18 PM Nurse 24 statad when

was responsible for filling out the Urology
Consult-VA form located in the consult boak.
Nurse #4 stated this form and a copy ot the
physician order would be placed in the bax of
the ligison so the Veierans Hospital could be

stated she primarily worked on the unit where
atiempts made to remove the catheter for tnal

voiding. Nurse #4 stated for some residents 2
decision was made (o sée 2 urologist before

07/04/46-Called into resident room-rasident was

posterior (measuring 1 X 2 cm). Resigent does

‘ On 07/07/16 at 3:13 P Nurse £3 staied oroers | |

an order for 2 consult was raceived nursing stai

contactad to arrange an appointment. Nurse 4

Rasident #125 resided and wasn't aware of any
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| F315 Conunued From page 7 F315 |

atiempts were made to ramove the cathatar ior
irnial voiding.

On 07/08/16 at 9:07 AM Nurse #2 (who wroie
the raferancad nursas note dated 06/24/16)
siatad she racalled writing 2 note In the
physician communication book on 06/24/16
about possible ramoval of ihe cathetar and tnal |

voiding for Resident #125 but did not recallz |

response 1o the noie. Nurse #7 stai=c she was |
awars thers was 2 urology consult orderac far }
Basident £ 125 and noted the physician may

mak= = decision based on the consult. |

On 07/08/16 at 2:25 AM unsuccessiul atiempts ‘
wer= made o ielephone interview Nurse #5

(whe warkad night shift) that ook the ordar for ‘
the urology consult on 06/17/16 10 detzmmine i
the need for the consult had been
communicatad tc the liaison,

On 07/08/18 a1 10:35 AM =z telephone Imerview
was conduciad with the liaison. The fiaison
s:ztad he did not work for the facility but workad
with the faciiity and the Vetarans Hospital to
scheduie any appointmenis. The iaison statec
ne was dependent on stafi to Inform him of any
consult orders and, once recaived, he sant the
need for the consult to & physician at the
Veterans Hospital. The liaison stated the
request was reviewed by this physician and, if
approved, the consult orger was sant io the
specialty clinic to make an appointment. The
lizison stated the clinic informed the
transportation aide af the appointment s0
transpartation could be arrangad. The liaison
stated there wasn' 2 sysiem in place o rack to
ansure consults were addressed and that he
was not able to look inthe system o see if an
-appointment was made. The liaison stated
sometimes the nurses, physician or family would
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ask about an appointment and that is when he
would getarmine if he had racaived the Initial
request. The lisison stated if there was &
question, the transportation alde could call the
specialty clinic 10 se€ if an appointment had
bsen maoce. ‘

‘ siaied she was able to access the files inthe
ofiice of the liaison and that it appearad he had ‘ i |
never recaived the order for the urology consuit |
tor Residant #125 on 06/17/16 s it had nat 1 ‘
wesn sent to the Vaiarans Hospital for raview | ‘

‘ The administrator stated the liaison was | ‘
depandent on the nursas sending the arder and ‘
Urology Consult-VA sheet so it coulg be sent 1o \ \
ihe Vetarans Hospital for approval The \
! administraior statad it approval was nat alver: | I
the iaciiity would be informad so the physician ‘ ’

On_O?iO&“ie at 10:40 AM the administrator ‘
2d s i
i

and family could decige now ic proceed. The ‘
administraior statad that typically the day shift
‘ nurses ars involved with communicating the

nead ior consult appointmants with the liaison. l ‘ \
The administraior stated she had not been able |
to r=ach night shift Nurse #5 determine it she
had communicatad the need for the consult io
the liaison so she was not sure where the
breakdown in the order occurrad. The
administrator stated there was not 2 system In
place to track consuls to ensure appointments
‘were made 2s ordered.

On 07/08/16 at 11:50 AM the Dirsctor of Nursing
(DON) stated racommendations placad in the
physician communication book were reviewed
by the physician and then she reviswed them 1o
ensure the issue was addrassad. The DON
stated the recommendations wers not kept oncs
they had been reviewed. The DON could not
recall the specific recommendation refated to the
cathetar for Resident #125 but ielt the uralogist
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Continued From page S
waould make the determination if 2 trial void
‘ could be atizmpted for Rasident #125.

125 was interviewed and
2425 was a very complicated case and she |

I =K

| orderad the uralogy
| urologist could make the determination ff the
catheter could be ramoved.
wrote the order just aftar Resident
admitied with napes that he couid be

#125 was

voiding on residents right afier 30mission but

25 she wamnad ihe urologist 10 make that

| #12
detarmination. The FNP stated she was nat
awars the uralogy consult had not been
l Sddrassad by facility staif and that the VA |

not bean contaciad far an appoiniment.
£83.25(1) DRUG REGIMEN 1S
UNNEGESSARY DRUGS

FREE FROM

o)
(03}
1l

e
(R
| o

Each resident's drug regimen must be ir
unnecsssary drugs. An unnecessary dru
any drug when usad In excessive dose

g

duration: or without adeguaie monitoring; of
without adsguate indications
presence of adverss consequencas which
indicate the dese should be reduced or
discontinued; or any combinations of the
reasons above.

Rasad on @ comprehensive assessment of &

noted that Residant
consult on 06/17/1% so the
The FNP siatad 5
szen by

the urologist anar completion of the INtr2venous i
antibiotics. The FNP s:gted usually she did nial ‘

nad

(including duplicate therapy); of for excessive

(X2) MULTIPLE CONSTRUCTION

oo|NTED: 07/26/2018

FORM APPROVED

OME NO. 0838-03¢1
(¢3) DATE SURVEY

On 07/08/16 at 12:45 P the FNP for Resident ’

|
|
|
ne!
l

because of circumsiances surrounding Rasident \

|

2< irom \

ior fte use; or In the

l resident. the facility must ensure that residents

| who have not useg
given these drugs unless antipsychofic drug

antipsychotic drugs ars nat

therapy is necassary io treat 2 specific condition

2s diagnesead and documentad in the clinical
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F315 \ \
| i
. \l } '
| | |
fa- 40
‘ l
| \
| |
\
l | | I‘
\
\ I |
| | |
£392¢ | This Plan of Corraction constiiutes 2 |@5/IE \

PROVIDER/SUFPPLIER REPRESENTATIVE'S SIGNATURE

sy |0 090364

1 writien allegation of compliance ior the

| geficiencies citad. However, sUbMISSION of
iis Plan of Correction is not an admission
| that 2 deficiency .exists or that one was
citad corractly. This Plan of Caorrection 1s
submitied to meet the raguiraments oY
Sigte and Federal Laws.

#584 Saroquel oroers wers

|
01/06] 20k \l
|
|

1. Resident
clarified and correcieg &

|
|
|
l
l
l
|
o

orders May 1st, 2016 thru July 8th, 2018
(last day of survey) audited with no further
vanances obsarved \

\
2. All Residents with Seroquel reduction \
|

3,Systemns Change will incluge the
iollowing process

I continuaton shest Page 10 of
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intarview, the facility failed o

decra=se ihe | -

i |
~p. All currant licensad nUrses will be'
educated on this procass and SUbSEqUERL

‘ 4 I SUMMARY STATEMENT OF DEFICIENCIES | o | BROVIDER'S BLAN OF CORRECTION (3) ‘
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Fa2¢ ‘ Continued From page 10 ‘ \ F32¢ \
racord: and rasidenis who use antipsychotic ,
" » drugs receive gradual dose reduciions, and ! = Nurses will perform & 24 hour chart |
behavioral interventions, unless clinicalty check avery night initialing 12st order In red
| coniraindicated, in an aFort to discontinue these \ ink to validaiz review far accuracy, Cross
drugs. l check and correct transcription from ‘
\ physicians order io Medication :L
t This REQUIREMENT ic not met as avidenced \ \ Administratian Record and/or the ‘
~ by _ i | Treatment Adminisiration Racord l
|
| 2zsad on obsarvanans, racord review and staft | 5
|

dosage of an antipsychotic medication 25 |
orderad by the physician anc incrazsad he i
: dosaoe instead for 1 of 5 resigents raviewed for ‘
\ \ unnecassary medication. (Resident #64). ‘
| |

The findings included: |

| Resident #64 was admitiad o the facility on 1

| 05/23/16 with diagnosas which incluaec:

I ‘ diabetes mellitus type 2, atnial fibrillation, |
hypertension, chronic abstructive puimonary \

| disease and dementia. |

l he admission Minimum Data St (MDS) }|

ssessment dated 05/30/18 indicated Resioent

\ #54 had no delinum, psychosis, behavioral

|

l

|

|

N e

symptoms of rajection of care and requirad
limited assistance with activities of daily fiving.
The MDS indicated he had no history of falls

prior to admission and racaived antipsychotic
medication for 7 days of absarvation perod. The
admission Care Araa Assessment summary for
psychotropic drug Use indicaied he was on
Seroquel for behaviors sssociated with dementia)
and was at increasad risk for falls due 10
dizziness, which is 2 side efiect of Seroguel.

Review of the admission care plan far Resident
454 ravealed it addressed his need for
psychotropic medication for behaviors

| expeciation of compliancs by July 2%st,

l 2016. Any Licensed pariners whe have
not completad the aducation will be iaksn
of the schedule untll compliance is met
with aducation reguirements.

. New partners will be a2ducaiad on
initial orientation and during job specific
orientation of duties o g

d. I-'lLL edues ey ﬁ’lgl"h Ern’!ﬁ'\ \Jl
g CLipd162 Caxe 2 e |
4 Monitoning of comptiance of will be
periormed

C..-‘.'tcf
Fad

axiweek for 2 wesks

2xhweek for 2 wesks

1xhvask for £ weeks

Monthty for 2 months of until compliance
desmed met

All monitoring data will be submitiad 1
Quality Assurance and Pemormance
|mprovement Committes for raview and
ongoing monitoring of compliance or
change as indicated.
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_orders was Seroquel 25 mg one by mouth daily.

associated with dementia. Intarventions included
to monitor for adverse sioe sfects of madication
including dizziness. \

Review of the nurses notas did not reveal any
documentation of Resident #54 having any {
behavioral probiems.

Raview of the drug ragimen raviews compleiad

by the pharmacist revealed 2 recommenaation

daiad 05/27/16 o begin & gradual dose ‘
raduction of Seroquel (Quetiaping), an =
antipsychotic medication. The racommendation |
was signed 2s reviewed by Resident #24's ‘
physician an 06/07/18. ‘

Saview of Rasident #64's admission pnysician ‘
orders revealed they inciuded an order for |
Seroguel 25 milligrams (ma) one-half tablet |
twice = day. A physician order dated 06/07/16 |
read: "decrease Seroquel io 12.5 mg avery night |
only." The orger was signed 2s vanscribed by |
Nurse #8. The July 2016 prinied maonthly
recapitulation of physician's orders list=d
Quetiapine 25 mg one-half tablet (12.5 mg) at
bedtime which was markad-out. Writian in on the

The July 2016 monthly recapitulation of
physician's orgers was signed as raviewed by
Nurse #7 on 05/27/16 and by Nurse #8on
08/29/186

Review of the June 2016 Medication
Administration Record (MAR) revealed the
Seroguel 25 mg one-half iablet iwice a day was
discontinued on 06/07/16. Added to the June
2016 MAR on 06/07/16 was! Seroquel 25 mg
ane tablet every morning and Seroguel 12.5 mg
avery night. Nurses' initials on the June 2018
MAR indicated the Seroquel was given as
transcribed. Review of the July 2018 MAR
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Continued From page 12

raveaied Seroquel 25 mg.one every marming
hand-writian on the MAR. Prinied'on he July
2046 MAR was Quetiapine 25 mg one-half tab
by mouth at bedtime. Nurses initials on the July
2016 MAR indicaied the Seroguel was given as
transcribed.

Ap interview on 07/08/1€ at 10:33 M with
Nurse #5 revealed he intarpreiad the arder on
05/07 /16 1o mean o decr=ase only the bediime
dase of Seroquel to 12.5 mg. Wnen 2skad 10
raview the order dated 05/23/1€ for Seroguel 25
mg one-half tab twics & day, he was unabie i©
orovide any additional explanation.

Obsarvation with Nurse #6 on 07/08/16 at 10:33
AWM of Resident £64's medications, which wers
supplied by the pharmacy In individual dose
packs, ravealed Seroguel 25 mg one-hali iahlet
in & package which Was labeled for

administration on 07/08/16 at ¢:00 PM. Nurse #8

siaied he pulled Seroguel 25 mg one tab from
the facility's house stock and administarad it on
07/08/16 at 7;00 AM.

Atiempis io raach Nurse #7 and Nurse %8 on
07/08/16 wers unsuccessiul.

An intarview with the Dirsctor of Nursing (DON)
on 07/08/16 at 3:30 PM reveaied the facility's
system for ensuring accuracy of medication
transcription was that the nurse working the
night shift was responsible jor checking all new
orders with the MAR to veriy they were
‘ranscribed corractly. The DON was unable to
verify that the 06/07/16 order was checkead by
the night shift nurse. The DON verined that the
physician's order to decrease Resident #54's
Seroquel dosage was transcribed incorractly.
The DON stated at the end of each month two
diferant nurses wers assigned to compare the

|
|
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Continued From page 13
monithly recapituiation of physician's oroers with
the original order and with the MAR.

An interview with the Administrator on 07/08/18
at 3:58 PM revealed she expected the nurses 10
follow the "Five nights of medicaiion
‘ sdminisration: right medication, right doss, right
| fime, nght rasident and right routs" wnen |
i transcribing medication arders and admm‘:starmg“
% | madications. Tne Administrator siaied she i
\

‘ sxpecied ine NUrses i 2sk for ciarincation o
i | the prascriber i an arder was unclear The
\ | administrator verined that the physician's oroer |
! ‘ i decrsase Rasident #54's Serogusi dosage |
t | was Tanscribed incorractly. I
1
|
1

=5 PECORDS- \ zis
e

483.75()(1) ]
D COMPLETZ/A

(03]
() tn
11

RATE/ACCESSIBLE |

Tre facility must malmain clinical records on
=ach resider in 3ccordance with accepied
professional standards and pracucss ihat ars k

complete; accurately documentad; r=adily \

accassibie; and systematically organizsd.

| The clinical racord must contaln sufficient |

1 information 1o identity the resident, 2 racord of ‘
¢ resident's assessments, the plan of cars and

‘ services provided; the resulis of any
preadmission screening conducied DY the Staig,

\ and progress notes.

‘ This REQUIREMENT is not met as svidencad

. by:

Based on record raview and staff interview the
tacility failed © sccurately document current
L medications in medical practitioner's prograss
\ notes for 1 of 13 resigents. (Resident #31).

The findings included:

—_—
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PROVIDER'S PLAN OF CORRECTION X5)
{EACH CORR! —IVE ACTION SHOULD 3E COMPLETE
e DATE

c=D TO THE APPROPRIATE

CROSREFER
DEFICIENCY) 1

Medical Records Coordinator l
will evaluate Compliance |
during monthly/weekly |
A}:difj and report rasults to S
Director of Health Cara
Services for follow up.

writien allegation of compliance ior the
defciencies ciied. Howevar, submission ot
this Plan of Corraction I8 not an admission
thai 2 deficiency sxists or that one was
cited corracily. This Plan of Correction 5
submitiad o meet the raquirements by |
State and Federal Laws. %
Basident # 81 was corracied |

Y

Thie Plan of Correction constitutas 2 \%Pgh&
|

*4. Dictation of
by NP and pjaced in the Madical Racord |
on " F0| 4 l

| 5 All Residents avaluated by NP haves

\ potantial need jor updaied medicaions
from last visit

3. Systam implemented tc- _ facilitate
hands on changes Wit vetarans{wsiiad.

a. Updatad copy of Medication
Adminisiration Recort and Treatment
Administration Record will be provided for
practitioners on visit days.

if continuation s
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Resident £81 was admiitiad 10 the tacility on
04/15/15 with diagnosas including Parkinson's
disaase, hyperiension, coranary ariary disease
and Lawy body dementia with hallucinations and
paranoia.

|

1 £ Annual Minimum Data Set (MDS)
scsassment dated 044 4/16 indicated Rasigent

| 281 was coonitively intact for daily decision
making and hiad no delirium, psvchosls,

} behavioral symptoms or r2jection of carz, The
VDS indicaied he raguirad eXI2nsive 2ssisiancs

| with all activities of daily living =xcapt walking In

raom ar corfidor and eating for which e

reouirad limitad 2ssisiance. The MDS indicaizg

he racaived antipsychotic medication jor 7 days

i the ohsarvation pernod.

addrassad Rasident 281's multipie medical
conditions and need for antipsychotic
madication. Interventions wers appropriate ©
sddress resident's neads and including
monitoring for ereclvensess and adverse side
sfiects of medication.

Feview af Rasident #31's physician prograss
nates ravealed he was being foliowed closaly by
z psychiatrist and the dosaoe of Seroquel, an
antipsychotic medication, was being aradually
increasad io traat psychesis associated with
Lawy body dementia. Gradual dose raduction of

by psychiatrist, which read in part "When last
seen ior mental health raview at the and of April,
Seroquel was increzsad 10 addrass
suspiciousness and paranoiz. No adverss
efiacts have been identified. Nursing stafi today
indicate that he has been stable psychiatrically
and behaviorally with no new concems

& Carz Plan which was last updatac on 04714115

|

:

Saroquel was contraindicatad per 06/03/16 note i

- |
b Medical Record availability will be l
monitorad by nursas to facilitaie accurais
socumentation by praciitioner of updaied |
chanass. }
|
¢. FNF education providad |
telephanically by Medical Diracior |
ragarding expectations of accurats ‘
updated medication documentation an ]
visits and Faflers Wp ——

b

\
4 All current licansad nurses will oe |
Aucatad on {his process anc subseguent |
=xpeciation of compliance by July 21st, ‘
2018, Any Licansed panners who have ‘
not completad the sducation will be iakan ‘ .
7 the schedule until compliancs is MEt Q t b,
vith sducation requirgments. CLaugai=t QA
:‘ LD . vi L G .‘ .’ o \
tgw- Cem AL i
‘-‘ & new parmers will be aducated an |
initial oneniation and during job speciic 2

. Monitoring of compliance of will be
} perormed
| axiwesk for 2 wesks
Ixhwesk for 2 weeks
1 x/weskK for 4 weeks \
Monthly for 2 months or until compliance |
desmed met

z

All monitoring datz will be submitted o
Quality Assurance and Parormancs

|mprovement Commities for review and 5
ongoing monitoring of compliancs of
change 2s indicated %

q

2
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identified. Nursing notes do nat reflect any
recent psychotic.symptomatolegy, the most
recent difficulties being prior to the Increase of
Seroquel, He does speciiically deny any
suspiciousness or feelings that others are trying
{o harm him. No additional hallucinations have
been raporied, either. Patlent dees appear io
have benefiiad from the increase of Seroquel
without adverse affect identified. Continue
psychotropic medications as presenily
prascribed. Patient is stable at current doses.
Dese raduction attempt at this time wouid risk
decampensation of patient.”

Review of pnysician's orders ravnaied the
following orders:

04/28/15 - Seroguel 25 milligrams (mg) one
tablet twice daily at ¢:00 AM and 3:00 PM and
Seroquel 50 mg three tablets at bedtime.
03/14/16 - Seroquel 25 ma one tabiet daily aiter
lunch and Serogue! 100 mg avery night.

12/31/15 - Saroque! 25 ma one-half tablet avery
morning and avery evening at 4:00 Pl and
thras tablets {75 mg) every night.

Further review of. physician's progress notes
revesled Rasident #81 was seen by the Nurse
Practitioner (NP) and medications were
raviewed as follows:

04/08/16 - the medication list indicated Seroquel
12.5 mg 1-one-half iab every morning and at
4:00 PM and Seroguel 25 mg 3 tablets at
bedtime, which was incorract as notad in
physician's orders dated 03/14/16.

05/06/16 - the medication list indicated Seroquel
25 mg at 1:00 PM and 100 mg avery night,
which was incorract as noted in physician's
orders dated 04/28/16.

05/11/16 and 06/24/16 - the medication list
indicaied Sercquel 12.5 mg one-half tablet every
moming and at 4:00 PM and Seroquel 25 mg 3
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tablets at bediime, which was incorrect as noted
in physician's orders dated 04/25/16.

On 07/08/16 at 12:18 PM an interview with the
NP about her sysiem for reviewing a resident’s
medications when she visited revealed she
looked at the medications listed in the progress
notes from the most recent visit then looked at
any new orders or changes and updated the
medication list at that time. The NP stated she
didn't always iook at every medication on the list |
at each visit unless the visit was for a condition
that the medication was traating. The NP siated
she thought she updated the Seroguel dosage
on 05/06/16 with the dose change that was
made in March and possibly didn't reaiize the
dose had increasad iuriher. The NP raviewed
the 05/11/16 and 06/24/16 note and staied she
thoughtthe change she put in on 05/06/16 didn't

get saved by the systerm. The NP staied the list
should be up o date with medication changes
and acknowledged that it wasn't current with
Resident #81's curreni medicaiion regimen.

An inierview on 07/08/16 at 12:38 Ph with the
Diractor of Nursing (DON) reveaied her
expectation was that the medications listed on
the physician's prograss noies ‘should be
accurate with what the resident was currantly
recaiving because those noies were sant out
with the resident if they reguired hospitalization.
The DON further stated she expecied the
medical staff to review the resident's current
Medication Administration Record when they
visited. '

An interview on 07/08/16 at 4:02 PM with the
Administrator revealed she expecied the
medical staff io document accuraie information
on the progress notes about ihe resident's
current medication doses.

I~
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Murse Practitioner will
review current
medication records
during time of visit and
have current medication
record reviewed during
time of dictation during
2ach visit.
Nurse Practitioner will
also review any current
changes in Medications
and or dosages that are
in the record per other
medical health care
providers assuring
accuracy of medication
changes during ach
visit orior to diciation.
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