Aug. 5. 2016 2:36PM ATl American Care Ne. 2040 P 2
PRINTED: Q8/05/2016

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APEROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT CF DEFICIENCIES {%#) PROVIDER/SUFPLIERICLIA (42) MULTIPLE GONSTRUGYION {¥5) DATE SURVEY
AND FLAN OF CORREGTION IDENTIFIGATION NUMBER: A BULDNG GOMPLETED
4185455 B.WRG 068/23/2016
NAME OF PROVIDER OR SUPPLIER STREEY ADDRESS, CITY, 8YATE, ZIP CODE o
Q PEARL VALLEY REHABILITATION & HEALTHEARE GENTER O 801 E POLK ST
% WASHINGTON, IA 52333
)10 SUMMARY STATEMENT OF DEFICIENCIES [is] PROVIDER'S PLAN OF CORRECTION 05}
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH GORREGTIVE ACTION SHOULD BE CQMPLETION
T REGULATORY OR L2C IDENTIEYING INFORMATION) TAG EROSSREFERENGED TO THE APPROPRIATE naTE
LEFICIENCY)
F 006 | INITIAL COMMENTS F 000

d

comection aate_ 3§~/ 771 b P ZQ )AL M 717,

The following deficiencies relate to the facility's . T
annual health survey and lvestigation of - ‘F‘Lw d" é 6
Complatsts #60107-C, #59808-C, #59815-C, LH\U)‘ \
#59769-C, #69762-C, #60893-C d LQ M@ M
#50894-C, #60449-C, #60440-C and #60741-C, Of@ |

d Ingi - \
and Incident #59919- completad from ] béy Wl\( M&Q

5M1/16-6/23/16.

{See Code of Federal Regulations (42CFR) Part
483, Subpart B-C)

F 157 | 485.10(b)(11) NOTIFY OF CHANGES F 167
58=p | (INJURY/DECLINE/RQOM, ETC)

A facllity must immediately Inform the reaident; P Q W M y

conault with the resldent's physlolen; and if

known, nofify the resident's legal representative C;\_d d
ar an interested family member when thera is an

accident involving the resident which resulls in

Injury and has Ihe potential far requiring physleian
Intarvention; a sighlffeant change in the realdent's
physleal, mental, of paychoszoclal status (Le., a
deteriaraiion Ih health, mental, or psyehosaooial
stalus in sither lifs threatening conditions or
clinlcal compliations); a need to alter ireatment
significanlly (i.e., a naed to disconlinua an
exizting form of irealmeant due to adverse
consedquernces, or to commence a new form of
treatment); or a decislon lo transfer or discharge
lhe resident from the facilily as spacified 1n
§463.12(a).

The facllily must alsa pramptly nolify the rasldent
ahd, If known, the resldent’s legal reprasentalive

é/ RS Wﬁﬂﬂuﬁﬁ BIGNATURE TTLE ) wj.;
i) ’ \ Pdministasge £~ -/l

Ky dafclancy slatamant Eﬁdl‘ng wilh an asterdsk (*) danotas a deficlency which the instiulion may be excusad from comacling providing it is daterminad lhat
other safeguards provide sufficlant protecilon to he paliens. (See Instructions.) Excapt for nursing homas, e Nadings siated above are disclosabls 0 days
following the dale of survey whelher of ol a plan of corection |s provided. For nurstng homes, the above findings and plans of carectlon are dlsclosable 14
days following {he date these documents are made available to the fagllity, If deficendles are clied, an approved plan of coreclon Is requlsits to conlinued
program paricipalion,
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or Inferested famlly member when there s a
change in room or roammate assignment as
spacified in §483.18(e){2); or a change in
resident righis under Fadaral or State law or
regulations as specified in paragraph (b){1) of
this seation,

The facllity must record and petiodically updale
the addrass and phane number of the resident's
lagai representaliva or intayasted family membar,

This REQUIREMENT Ia not mel as evidenced
by:

Based on record review and Interviaw, the facliity
failad to nolify the Tamily of a change Ih condlfion
for 1 of 27 current residents reviewad (Rasident
#10), The facility reported a cansus of 60
residents,

Findings Incliide:

1. The Minimum Data Set {(MDS) assessmeant
tool, dated 5/27/16, listad diaghoses for Resldant
#10 to includs non-Alzheimer's demontia, anxlety
disorder, depression, schizephrenia, and diabotes
mellltug, According ta the MDS the resident
requived extenslve assistance of 1 staff mamber
for dressing, personal hyglene, and balidng, atd
supervision and set up assistance af 1 stalf for
aaiing and loilat use.

According to the InctdentAccident Report for
Resldent #14, dated /216, the resident was
yelling In the room about breathing tx (reatment)
and wanting madication and staff altempted 1o
calm rasident, red 0.5 cm (centimeter) x 0.5 cm
non-raised area lo forehaad.
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A Progress Note dated 6/9M18 at 6:48 a.m., stated
Resident #10 had a red area on the righl side of
the forehead. The notes documented the nurse
asked tha resldent haw he/she received the arsa
and the resldent did nof answer the nurze.

Raviaw of Prograss Notes from 6/9/16-6/12/16 at
5:30 p.m. {when the family inquired with the
facllily regarding tha resident’s condition)
revealed no menfion of the rasident having
unclear spaech and helng unsteady, No further
measurements were In the resldent's record
ragarding the residenfs forehead brulsihg, other
than ths 0.5 cm x 0.5 cm maasurament,

A Progress Note for Residant #10, datad 6/12/18
at §:39 p.m., stated the family had spoken lo the
facliity regarding the resldent having a brulse Lo
the right alde of the forehead that had also moved
down to the ear. The nole stated that the farmlly
was also concerned hecause the resldent had
garbled speach and was unsteady on hisfher feet.
The note stated the resident was sent (o the
aemergency room,

Emergency depariment Progress Notes dated
6/12H6 at 8:55 p.m., revealed the ragldent
arrived In the Emergancy reom and had brulalng
aver the right ays, aar, righl chest, and right thigh.

During an Interview on 6/22/16 at 5:52 a.m., Staif
CC, Cerilflad Nurse Alde (CNA), stated shs had
worked the night shift on 6/8/16 and notlzed that
Resldent #10 was leaning fo the slde and was
very sliff. She stated the resident was having
outbursts and had taken the nebulizar and had
put it up to higfher face, Sha stated the resident's
speeach was garbled and she cauld nol make
sense of what hefshe was saying. Toward the
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and of her shift, she heard ths resident in hisfer
bed yelling. She wentin tha room and the
resident had a "goose egn” about he size of a
guarler on histher farehead.  She stated Staff G,
Licensed Practical Nurge (LPN) and Staff A,
CNA/Cariifiad Medicalion Asslstant (GMA) came
down o assess lhe resident. She stated she
thought Staff & and Staff A Knaw that the
resident's speach was garbled,  Staff CC slated
she then worked the night shift on 6/10/16 and
statad the resldent's speach was more garbled
and helshe hardly had any clear speech. She
slaled this was slrange for the resident. She
stated sha worked the night shilt again on 6/11/16
and that the residanl's speach was slill garbled.

During an Interview on 6/22/16 at 6:49 am., Staff
G, LPH, stated she worlted the day shift on
6/3A6. She ataled the resldant had a red area on
tha forshead but that she didn't know what
happenad. She staled the resident had no
abnormal speach. Staff G staled she worked
ggain on the day shift of 6112/16 and that lhe
resident had no abnormal speach on this shift.
She stated that the resldent's family members
came In that day and Inqulred about Ihe residenl's
bruising. Staff G slated she went In the reskient’s
rooim and hafshe had brulsing on his/her ear and
had a itlle ralead area" on his forehead which
was "dime sized", She stated sha consulted wilh
the physleian and called an ambulanca for the
rasident.

During a Interview on 6/21186 at 8:04 p.m., Staff
H. Ragistered Nurse (RN) slated when ahe
waorked the night shift on 6/0/46, she did not
nolice any speach problems. She stated that the
week before she had notlead he resldent leaning
to tha left when she took him to hlsher doctors
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appoinitment, Staff H stated sha worked the night
ghift an 6/11/1@ and described the resldent's
speach as "a e off but narmal” for the resldent.

During an interview on 6/20/16 at 2:30 p.m.,
Resident #10's family member statad when
hefshe weni to visit the resident an 6/12/16 at
4:00 p.ri., the resident bad a "huge brulse” on the
right side of hisfher forehgad and stated the

rezldent's speech was unclear and 1hils was

completely unlike the resldent. She siated no s w M
ane at ha facility had called her regarding the

bruises and the unclear speach.

The facility policy, Changs in a Residents | Ok clhod

Condition or Slatus, revised April 2014, slafed
staff should promplly nofify the resldent's
representative of changes In the realdent's
medical/mental conditlon and/for stalus.

Dusing an intarview on 6/20/16 at 2:36 p.m.,
Rasident #10's spouse stated ha/shse had spoken
1o the resident an 6/8/16 and that hs/her spesch
was fing,

F 167 } 493.10{a)(1) RIGHT TO SURVEY RESULTS - F 167
ss=F | READILY AGCESSIBLE

Aresldent has the right to examing (he resulls of
the most recent aurvey of the facliity condueted by
Federal or State surveyors and any plan of
corraction in affact wilh respact ta the facility.

The facility nigt make the rezults available for
examinalion aid must poat In 2 place readily
accesslble to rasldents and must poat a nollce of
their availabliity,
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Thig REQUIREMENT is not met as evidenced
by: .

Based on obsarvation, record review and stalf
intarviews, the facilily falled 16 provide the resuits
of the most recent lowa Depariment of
Inspectlons and Appeals (DIA) survey and plan of
carrection and make the rasults readily
aecassible for examinalion. The facilily reported
a census of 60 residents.

Findings include;

Observation on 6/28/16 at 8:30 a.m. revealad the
facilily's aurvey resullts book located in a wall
hanger near the front door contained the results
of an annual survey complated G194, and the
annuat inspaclion by tha Fire Marghall's report
dated 6/23/14.

Tha rasults of the lasi annuat survey complated
8131 5 was nat available {o residents,

Ohservatlons throughout the annual survay
conducted 6/20/{16 through 6/23/16 did not reveai
any additional information available In the aurvey
resills book.

During an intervdew on 6723116 at 9:00 a.m., the
Admintstrator was not aware the raguired
Information was not available in the survey resvlts
book and inquirad how to obtain the required
information.

488 12(d)(1)-(4) PROHIBITING CERTAIN
ADMISSION POLICIES

The facility most not require resldents or polential
residents 1o walve thelr rights lo Medicare or

F 167
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Medleald; and not require oral or wiltten
assurance that residents o potenilal residanis
are nat eligible for, or will not apply for, Medicare
or Medicaid banefits.

The facilily must not requira a third party
guarantea of payment 1o the faclllty as a condition
of admlaslon or expediled admlaslon, or
continued stay In the facility. However, the facility
may requira an individual who hag legal access to
a rasident’s income or resources available o pay
for facility care io glgn & contract, without
fncurring personal financial fiabiliy, ta provide
facilily paymenit from the residenl’s Income or
FEsQUrees.

In the casa of a parsan eligible for Madicaid, a
nursing facility must not charge, solick, accept, or
receiva, in additlon to any amount alherwise
requirsd o be pald under tha State plan, ahy gift,
money, donatlan, or other consideratlon az a
pracondittan of admission, expadited admlzsfon
or continued stay in Lhe facility.

Hawavar, a nursing facllity may charge a resident
who is aligibfe for Medicald for items and senvaes
tha resident has requested and racsived, and that
aro not spscifled In the State plan as included In
the term "nuksing facilily sorvices” sa lang as the
faclilty glves proper nofice of the avallabllity and
toat of lhese services lo resldenis and does not
condition the restdent's admission or continued
stay on the request for and receipt of such
addilional servicas; and a nursing facility may
solicit, accept, of recaive a charitable, religlous, or
philanthropic contribulion from wn organization or
from a paracn unrelated to a Medicaid aliglble
residant or potential resldant, but only to the
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Madicald.

by:

60 rosidents.
Findings inclede:

one.

extent that the cantritntllon |s not a condition of
admission, expedited admlsslon, or continued
stay in tha facllity for a Medicald ellglble resident.

States or polilical subdivisions may apply atricter
admilsslons standards under Slate or local laws
than are speclfled In this section, to prohibit
disorimination aganst Individuals entitled io

Thix REQUIREMENT is not met as evidenced

Based on fecard reviews and interviews, the
facliily fallad to follow thelr Adrission Agreement
Policy for 1 of 27 current resldents reviewed
(Rasident #1). The facillly reporled a eenaus of

Review of Resident #1's face shaat revealed the
resfdent was admiited to tha facility on 4/7/16.
Review of Resldent's #1's records lacked
indicafion ah agreemeant contract complatad and
signatl by the resident.

During an intarview on 6/26/16, Resldent #1
revealed whon helshe first admilted the only
paper sxplained and given to him/her for
slgnature was a coda stalus of advance directives
(CPR/DNR Statug). Resident #1 stated halshe
navar recelved or signed an admission contract
ar did he receive any Information inaluding the
Residents Bill of Rights,

[n an intarviow an 5/25/16 at 11:40 a.m., Slaff FF,
Regleterad Nurge, statad thay were unable to
locale an admisslon cantract for Resident #1 and
stated she can'f say If the faclity aver ¢complated

In an intetview on 5/25/16 al 3:22 p.m., the

Dloans
dut skobiud
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Continuad From page 8

Admlnisirator slated no admlaslon agreement ar
admisslon packel located for Resident #1. The
Administratar staled both the Director of Nurslng
and Adminlgirator are responsible to make sure
the admission agreement Is complstad on new
admissions, The Adminlstrator further indicaled
all rezidants are to have an admlaslon agresment
completad,

The 12/2006 Admission Agrasmant Polley
Statement, Pallcy Intarpretalion and
Implementation, Includead at tha Uma of
agmission, the resldent (ar hisfhar reprasentative)
must sign an Admisslon Agreement {conlract)
that oullines the services covered by the basic
per diem rale, as well as any additional zarvices
requested by the resident that are not covered by
the baale per diem rats. A copy of the Admlsslon
Agresment wiif bre provided to the resident or
histher reprasentative (sponsor), and a copy will
ba placad in (he resldent's flla,
483.13()D{0)-(), (e)(2) - 4)
INVESTIGATE/REPORT
ALLEGATIONS/INDIVIDUALS

The facilily must not employ Indivdirals who have
heen found guilty of abusing, neglecting, or
mistreafing residents by a court of law; or have
had a finding entered inlo the Stale nurae alda
registiy concernlng abuse, neglact, mislrealment
of residents ar misappropriation of thelr property;
and report any knowledge It has of actions by a
court of law against an employes, which would
Indlcate unfilnass for service as a nurse alde or
other facility staff lo lhe State nurge alde registry
or licenalng authorilies,

The facility must ensure that &} allegad violations
Involving misireaiment, neglest, ar ahuse,

F 208
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including injuriss of unknown source and
misappropriation of resident properly ara raporied
Immediately to the adninistratoer of the facility and
to ather offfetals In accordance with State law
through established proeedures (incloding to the
Siate survay and ceriliicailon agency),

The facility must have svidence that all allegad
violations ara thoroughly investigatad, and must
pravent furlher potenlial abuse while lha
Investigation I in progress.

The results of all Investigaflonis must be reported
ta the adminislralor or his designaled
rapresentalive and 1o other officlals In accardance
with Stale law {including to the Stale survey and
certification agency) within 5 working days of the
incldent, and If the alleged violation is varifiad
approptiate corractive actlan most be taken.

This REQUIREMENT is not mat as svidencad
by;

Baged on record review and interview, he facilily
falled to report an allegation of abose for 2 of 2
rasidents involved In a resldent to resident
altercalion (Resldent 88 and #21}. The facilily
reported a census of 60 resldents.

Findings includa;

1. The Minlmum Data Sat {(MD¥S) assassment
tood, dated 5/9/18, listed a dlagnosls for Residant
#8 of non-Alzheimar's demanlia. The MDS
slatad the resident required the asslstance of 1-2
giaff for bed mobility, transfers, walking, drassing,
ealing, tollet use, personal hygiens, and bathing.
The MD3 staled the resident had conlinious

F 225
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digorgantzed thinking and inaltention and stated
lhe resident had trouble concentrating an things
and was short-empered naatly every day of tha
MD3 review perlod. The MDS atated the restdent
had physical bahavioral symploms directed
toward alhars dally and had verbal hahaviora
symploms directed toward others 4-6 days of fhe
waek, The MDS llsted the resident's cognilion as
geveraly Impalrad.

Reviaw of progtess notes for Resldent #8, dated
510/16.at 9:22 a.m., ravaaled the resldent was
hitling and puniching olher residents.

Review of Progress Notas for Resident #8, dated
B/1B/6 at 6:29 p.m., revealed the resident was
aggrasslve ahd agitated and was hitting other
residents.

The facility lacked an incidant reporf for the above
oceurrances and lackad documantation of the
acocurrences baing rapontad to lhe Department of
Inspeclians and Appaals,

The cate plan for Resldent #8, datad 511018,
diracled staff io call the resldent’s Tamily fo coroe
visit or talk on tha phone with the resldent when
hafsha "won't seltle®. The care plan directad staff
to; intervane baefore agitation escalatad, guide the
resldent away from the source of distress,
engage calmly In conversation, and, i lha
resldent's reapohse was aggreasive, walk away
calmly and approach later.

2. The MDS assessment tool, datad 5/16/16,
listed a diagnosls for Resident #21 of
non-Alzhelmer's dementla, The MDS stated the
rasident requirad supervision and selup
assistanca for bathing and listed the resldent's

F 2256
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BIMS (Briaf intervisw for Mental Status) score 14
of 15, indicating intact cognition,

Review of an Incident/Accldent Regort far
Reszldent #8, dated 5/20/16, revealad Resident
#21 walked over lo Resident #8 and pushed
him/her down. The reporl stalad Resident #B hit
the right sids cornar of hisfher mouth but that it
was not blesding and the Residant #8 indicaled
no signs of pain, The repart stated the facility
would altempt a keep the resldents separated as
mitch as possible.

Tha facifity lacked documentation of lhe
occumance heing reported to the Dapartmant of
Inspaclions &nd Appeals,

The faciilly Restdent Behavior and Facllity
Pracfices - Abuse poliey, revised December
2009, diracted all suspecled violations, Incuding
resident to resident abuse should be reparted to
the Stata licansing/centifioation agency wilhin 24
hours.

During an interview on 8/22M16 at 4:53 p.m., the
Staff FF, Reglaterad NMursafMDS Coordlnator
slafed anylime a resident to rasldent altercailon
occurred, It should ba reported to the Department
of inspections and Appeals.

During an interview on 6/22/16 at 4:53 p.m., the
Director of Nursing stated when a resident to
resldent aitercatlon occurred, staff should
separate he residents, notify the Director of
Nursing, and cali lhe Stale agenay within 24
hours, She elatad she needed to do some
ralraining with staff regarding the reparting of
altercatlans,
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F 246 | 483.15(e)(1) REASONABLE ACCOMMODATION
a5 | OF NEEDS/PREFERENCES

Arasldent has the right to reslde and recelve
services in the facility with reasonable
accommodations of individual needs and
praferences, except when the health or safety of
the individusl or other resldents would be
endangerad.

This REQUIREMENT is nat met as evidenced
hy:

Rased an observation, record review and siaff
Interviews, the facllity failad to assist residanls
return from (he dinlng rooim after meals, falled to
asslst resldents that required meal asslstance
{Residenl's #6 and #7), and fallad to asslat
residents aliendance at schedufad medical
appointments {Resident's #1, #2 and #12).
‘Twanty-seven currant rasidenis ware reviewad.
The facility reported a cansus of 60 residents.

Findings Include:

1. The Minimum Data Set (MD3) assessmant ool
dated 4/6/16 revesled Resident #5 had diagnoses
that included non-Alzheimer's dementia, had
severe cognitive loss with symploms of delirium,
required extenslve asslstance by 2 or mare staff
members far fransfers lo and from bed or chalr,
bathing, foitaling, dressing and personal hyglene,
and supervision with set-up assistance requlred
for eating, and daily verbal behaviors directad at
others,

Resident #6's welght history ravealed:

F 246
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January, 2016 188.2 pounds
February, 2016 162.0 pounds
March, 2016 1589.8 pounds
April, 2016 155.0 pounds
May, 2016 154.5 pounds
June, 2046 153.0 pounds

Resident #8's nursing care plan neluded a
problem Ideniified a3 Activitles of Dally Living
{ADL) self-care performancs deflolt, with B/10/18

goa! the resident would maintain current level of
function in ADL’s, and intervenlions that inciudad: ‘

1, Pravide finger foods when the resident has

dififcully using wenslls, aﬁw
2. The resldent requlres atpervisionflimited M

assistahcs by 1 ataff to eat.

Another nursing care plan problem Idenfiled as
hehavior probler had a 8/10/16 goal that the
resldent would have fewsr episodes of yalling and
curglng at staff, with intervenlions that includad:
1. Provide opportinity for positive interastion,
attention, stop and talk with the resident when
passing by.

2. Infervene as necessary to protect he righfs
and safaly of ofhars. Remove from sltuation and
take 1o allernata location as neadad.

3, Monitor ehavior episodes, altempt fo
detarmine underlying causa.

A BI12116 progress hole transctlbed by the
facility's consultant Dieticlan stated: resldent
gating in assistad dining room which is more
quiet, regident has eaten baller in last 3 weeks In
lhat environment, B0 day weight loss of 7.8
percent, welght less began when resident moved
from the assisted dining room to the maln dinfng
room. Recommendad rasident to eontiive eating
In iha assistad dining room and laboratory work
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that included a complale medical profilo and
pra-albumin. The note was sent to the physician
vla facalmile {fax). The phyalelan confirmed the
order with slghalure and retumed the deeument
by fax on 5/17/16.

Ohbservations of the resident revealad:

672116 at 7:55 am., seated in the main dining
room, withatt food or beverages.

6/21/16 at 8:34 a.m,, seated in the maln dinlng
roon, silvarware weapped in a napkin, breakfast
in front of the resident that includad a bowl of hot
careal, toasl, 2 slices of bacon and scramblad
&6gs, uneaten.

B/21/16 at 8:43 a.m,, remalnad seated at the
mafn dining room table, slumped forward with
eyes closed, silverware ramained wrapped In a
napkin, had not aaten any food presented and no
assisianca by staff.

Conlinlous abservation in the dining roor on
6/21H14 belween 8:52 am. and 10:14 a.m,
revesled the resldent ramalned slumped forward
in the chair at the tabla, silverware wrapped In a
napkin, no assistance hy staff, uneaten food and
dishes removed from the tabla at 3:2 a.m. The
resident remainad in the dining room chair,
wilhaut any Intervenfion by staff, until 10:14 a.m.
when lhe nurse pracliflonar asked Staff §,
Cartifiad Nurse Aida (CNAY), to assial her to take
{he resident 1o thair room,

Observalion on 6/24/16 at 8,20 a.m. ravealad the
resldent seated In the main dinfng room and the
last of those sealad that recelved breakfast,
Diatary staff delivered the meal and did not
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provide set.up aaslstance for the resident, CNAs
were hot lo¢ated In the dining roont.

Observatlon on 6/24/16 at 8:42 a.m. revealed the
vasident remainad seatad in tha dining reom,

silvarwara remainad wrapped in a napkin and the
rasidant had nat eaten any of the food prasented,

Ohgarvation oh 6/24H6 at 8:52 a.m, revealed the
rezldent remalned soated tn the dining room
without assistance, silverwara wrapped in a
napkin, the resident had not aaten as the distary
slaff cleared the tables.

During inftial resident tour an /20116 at 10:05
a.m., the Diractor of Nureing (DON} atated the
rasldent yelled when In crowds and staff required
to redlrect The resldent to a quiet area to reduce
the resident’s bahaviors.

During an interview on 6/22/16 at 2:50 p.m., the
Disfician staied Resident #6 required assistunce
to aal, tables an the west slde of the maln dinlng
room were deslgnated far resldents that required
meal asslstance when the asslsted dinlng room
was closed and staff should conlinus to provide
feading assistance as headed to lha residant at
maal-fime in tha main dining room if the assistad
dining raom was closed.

2. Observatlon oh 6/21/16 in the main dining
room reveated:

7:55 a.m. - Rasidant #5 zaated with
approximaiely 30 other seated resldents far the
breakfast meal.

8:34 a.m. - Resident #6 and Resident #7 seated
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wilh approximately 40 rasidents for the breakfasl
meal,

B:43 a,m, - Restdent #6 and Resident #7
remalned In the dinlng room with approximately
34 resldents for the breakfast meal.

A conlinuous observaiion in the dining room on
6/21/16 baiwsen B:52 a.m. and 11:08 a.m.
ravealad:

Resldant #6 remalned seated In & regulsr chair
untll 10:14 a.m_ when the nurge praclifloner
asked Staff 5, CNA, for asslatance fo franafer the
resldent to histher room for assessment,

Rasident #7 remainad seatad in his/her whes!
chair at tha table vnlil 10:11 a.m. whsn tha
occupational lherapy assistant and physical
theraplst asslsted the resldent 1o sland, then
ambulated the resldant quf of the dining reoim.

Another rasident seated on the wesl side of the
dining room and present at the 7:55 am.
ahsarvalion remained at the same location unit
Stalf &, CNA, assisted the resident with
ambulgilen and return from the dining room at
G447 am.

Another resident seated In a wheet ehalr onihe
notth side of tha dining reom at tha 7:55 a.m.
ohservalion remainad at the sams location undil
Staff G, CNA and Staff M, GNA, assisted the
rasldent o leave the dining room at 9:53 a.m.

Activities wara not offered'in the dining room
throughout the observation.

Staff M, CNA, asslgned to the 100 and 200 halls,
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Staff N, CNA asslgned to the Memory Care unit,
and Staff DD, GNA asslgned to the 300, 500 and
600 halls were the only CNAs acheduled for the
6:00 a.m. to 2:00 p.m. shift and on duly on
6/21/16.

Staff W, Certified Medication Alde (CMAYCNA,
was asslgnad as a CMA at Statlon 1 (100 and
200 halls), and Staff R, CMA/CNA functioned as a
CNA when observed on the 100 hall balween
6:00 a.m. and &:45 a.m., lhen assigned as the
CMA for Sialion 2 (300, 500 and 800 halls) after
7:00 a.m.

&taft 8, CNA scheduled for the evening shilt {2:00
pa to 10:00 p.m.) was absenved [n the dinlhg
raom at 9:47 a.m.

The Diractor of Nursing (DON) stated Staff & was
callad in early to work and would stay until 10:00
p.m. The only other nursing staff in the building
al that time (other than the DON and MDS
coordinator nurge) was Staff G, LPN, who
funetloned as the nurge on duty far all faciily
resldents,

3, During the group resident inferview on 6/21/16
at 1:48 pom. 3 of & resldents reported that soma
of thelr appolntments had baean cancelad eltfer
because the fachllty dld not have a CNA ta go with
them, or the sister facility had the van.

4. The MDS dated 4/14/16 for Residenti#1
dacumented the resident Intact memory. The
MD8 revealed the resldent requived extensive
asslatance of iwo slaff members for bathing, ahd
had bilateral lower extramily waaknass. The MDS
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documented that the resldant had Parkingen's
disoase, a selzure disorder, and heart fallure.

During an interview on 6/21/16 at 7:30 a.m. the
resident reported that he/she had an appeintment
sef up two months fn advanced to get a botox
Injection for hismer ¢chronic pain, and the facility
knew about [t The resldent reparted that hefshe
missed out on the appalatment, becauze the
facility did not arange the ransportallon. The
resident reportad that the appointiment had been
reschedule for 6/29/16, the doctors offica had not
baan vary happy.

ADoctars Progress Nete dated 4/28/16
documeantad the resldent had worsening
syrnptems of back paln secandary to spinal
stanosis. A small increase In lhe resldent's as
noaded Percocet 1-2 tablats every & holis a3
neaded. The residant does have a pain specialist
which tie will he sesing in early June. Tha
majavity of the residant's chronic pain regiman
and medlcations will be deferred 1o him.

A Doctars Frogress Note dated 6/2H6
dogsumanted ths resident had significant back
pain wilh his/her spinal stenosie and the doctor
discussed increasing the residents Percocet to
ong ablat avery four hours as needed.

A Medieal Doctor/Nuralng Communizatlons form
dated 6/21/16 directed the facllity staff to make
surs that the pain clinic appoiniment is kepl.

8, The MDS dated 5/5/16 for Resident #2
documented the resident with intact cognilion.
The MDS revealed that the resldent requlred
extensive assistance of one person for bathing.
The MDS documented the resident had
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dlagnhoses eluding peripheral vascular disease,
and diabefes, and chronic pain. The MDS
indicated the rasident had an unhealed pressura
ulcer,

A Progress Note dated 6/3/16 documented that
the resldent neaded a vepeat vaseular surgery
foliow-up and evalualion due to the severily of the
resident's history of known perlpheral vascular
diseass in the face of ongoing problems with
chronic ulcers to both lower exlremilias. The
pragress note documented that the doctor placed
a referval to vaseular siirgery as the resident is
averdue for vascular surgery follow-up with the
vaaeular surgery team. The dactor decumented
that the resident had prevtously baen followed by
the vascular surgery. Tha residant needs this
atrangec as s00n as possible as the resident is
known o have exlensive peripheral vascular
diserse along wilh exiensive vanous thrombosis
(Blaod clot histary).

During an Inferdaw on 6/22/18 at 4118 p.m. the
clinlc Registarad Nurss (RN) reporied the
resident's clinic racord lacked documentation the
residant had been saen for the revascularizalion
surgery. The clinic RN reported if the resident
had been saen at the hespital clinic, thers would
have been a report In hisfher ¢chart. Staff reporied
that revascularlzation would help the resldent's
pressura uleeis heal.

Ruring an intarview on 6/23/16 at 5:45 a.m. the
rasident raperiad that he/sha had not hean to the
hospital elinle far the vazcular follow up, the
appolntment had been eanceled by the faslllty,
and neaded to be reschedulad, The resident
reporied that she/he was not sure if the

appointment had been rascheduled yet.
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8. The Annual MDS dated 3/2/16 for Residenl#)2
docurnented the raaldent with Intact cognilion.
The MDS revealed that the realdent had
diagnosss including anemia, coronary artery
dizeass, and ascorbic acid deficiancy.

During an Inlervisw an 8/22M16 at 9:45 a.m. the
ragident raparted that hefshe was suppose to
have an appointment wilh a speclalist fo check
out hisfther numbness In the legs, that was to be
arranged by tha facilily & month ago. The resldent
reparted that his/her tegs are vary painiul. The
resident raported that his/her general practitionar
had called to schadula the refersal after the [ast
appointment when the general practilionar
diseaverad the resldent not seen by the spacialisl,

A Madical DoctoriMursing Gommunicaflons form
dated 3/28/16 diractad the nursing stalf fo make a
naurologist referral appointment for the resident's
lowar axtremily neurapathy.

A Medical Doctor/Nursing Gommunicalion form
dated 6/09/16 doeumenltad that the resident still
headed a neurologlst refetral appalntment dug 1o
increased numbness and iingling In both the
fower extramifies. The form diracled slaff that the
appointment had heen mada for 6/20/16, and
then te follow up with the residents general
praclilioner an 7/7/16,

483,151 1}
SAFE/CLEAN/COMFORTABLE/IHOMELIKE
ENVIRONMENT

The facllity must provide a aafe, clean,
comfariable and homalike environment, allowing
the resident to use his or her personal belongings
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to the exteant possible,

This REQUIREMENT Is not et as evidenced
by: .
Basad on observation and rasidant interviews,
the facliity falled to maintain a clean, comfortable,
homellke environment for § of 27 current
rasldents reviewead (Resident #1). The facility
raported a cetisus of 80 residents.

Findings include:

4, The Minimum Data Set (MDS) assassment
dated 4/14/18 identified Resident #1's diagnoses
included nan-Alzheélmer's dementia, seizure
disorder and Parkinson's disease, The MDS
revealed the resident with a BIMS {Briaf inferview
for Mental Status) score of 15 of 15, Indlealing the
resident wilh intact cognition. The MDS Identiflad
the resident required limited assist of ona staff
mamber for bad mehilily ambutation in ream, and
dressing.

Observallon on 5/20M86 at 10:1Q a.m. ravealad
Rasidsnt #1's room trash biss with The: [ld not abls
to closa due to ovar flow of trash that Included
soilad ingonfinent briafs. Aslrong smell of urdne
noted in the room.

In an Interview on $120/116 at 10:10 a.m., Resident
#1 stated he/she has asked siaff for 3 days to
have the trash removed from the raom but lo no
ona is available. Resident stated the trash
contains histher soiled Incontinent briefs It it &nd
it bathers him/haer.

483.15(h){(2) HOUSEKEEPING &
MAINTENANCE SERVIGES
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The facility must provide housekeaping and
malntenance services nacessary to maintain a
sanitary, ordery, and comfortabla interior.

This REQUIREMENT 18 not met as evidenced
hy:

Based an cbzervalion and staff and residant

interviews, tha facility failed to provide y MW
housekezplng and maintenance services d
nhacesaary to malntaln 2 sanitary, ordarly, , M M Q,B/Ld
odor-free and comfortable Interier, The facilily

reportad a census of 60 realdents,

Findings include:

Observations throughout the annual survey and-
durlng the ehvironmental tour conducted on
6/2316 belween 8:45 4.m. and 10:22 a.m,
revealed:

1. The light golden brown colarad laminafe foar
in the dining room wilth nurmerous desp, long,
dark-colorad linear scratches throughout the
dining raam and visibls from 4 to b fast away

2. Dark colored resldue and & heavy
accumulallon of dirt coverad the wall surface:
approximately 2 inches high, and the length of the
west and north walls balow the wall maunted
heating vent In the Assisted Dining Room. The
dark ¢olar was visible at least 20 feet away from
tha 100 hall.

3. Two areas of vislble water damage on ceiling
files in the 300 hall soilad utlilly room. One srea
measured approximataly 36 inches long by 12
Incheas wide, and the olher area measurad
approximately 48 Inches long by 24 inches wide
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with an approximate B Inch clreular shaped, dark
blackish-graen colorad area of mald-like
appearanca Inside tha water damaged area and
less than 20 inches away from the common wall
sharad by an o¢eupled resident room (Room
#300).

4. Walls across from the Siatlon 2 nurses atatlon Qw
covared wilh wall papar on tha lower approximate
36 tnches, ©One area at the comer had 2 dark M { Y -,t;&-

brawn colored stains of unknown origin that
meastired gpproximately 10 inches by 10 inches
and 8 Inches by 3 lnches, Another wall had a
linear bulged ares approximately 10 fost lang
along the lower 15 Inches of the wall and
appeared 1o indicate water damage beneath the
surfaca. The boiler room was located on the
opposite side of the wall. Tha buiged area was
hard when touched,

&, Afenced eourtyard area oulside with flower
beds along the norlt and east walls,
approxlmately 1/3 weed-fllled, with helghts of 20
to 36 inches. The flower beds were
approximataly 38 Inches wide, one was
appraximately 40 fest long and the other
approximatsly 12 festlong. A triangular shapad
ralaed flower bed in lhe middle of the area also
contalned waeds. During an intarview at that
tima, the malntehance supervisor stated waed
conirol was recreational therapy for ane of the
residents and no staff were specifically azslgned
to care for the gardans.

6. The exterlar of the door ta the sourlyard had
rust that covered approximalely 1/4 surfaca of lhe
door.

7. Three elecirical wires approximately 10 inches
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fong stuck out of the exterior wall near the
courtyard door. The maintenanca supervisor
slaled they remained from a previous doorbeil
lngation and could be remaved,

8. Tha hallway walls inside the Memory Care il
near the snlrance doors had 5 holes on each wall
{2 walis) whare alarm panels that monitored the
Wanderguard system ware ramoved, Four of lhe
holes measurad approximalely 34 inches across
and the 5th hole was aver an inch in diameter.
The maintenance supervisor stated maintehance
staff could repair and refinlsh the wall surfaces,
The Memory Cara unit was occupled by 7
rasidents throughout Lhe survay.

g, Residant rooms 308, 310, 311, 312, 600, 602,
803, 604, 805, 606, 607, 609 and 611 had
carpeted flaars, magt with unisightly stains visible
from the hall. Room #300 had & clreular stain
approvimately 15 inches across. Roam #5601 had
an frregular shaped staln located near the faat of
the bad and approximataly & feet from the
thrashold of the room that measured
approximately 24 inches by 18 inches. Room
#05 had a ataln approximately 20 inches by 12
Inches, located In the genter of the yoom and
vizlble fram the hall. Roam #5607 had a slain thal
measured 18 inches by 21 Inches In the migdle of
the room near the bed.

40. A strang urine ador parmeaied the hall near
resldent rooms #8604, #6806 and #6111 throughout
the survey. Duting an Intervisw at that Ume, the
Adminislrator staled that resldents weuld be
moved to one sida of the building to consolidate
slaff resources and would enable raquirad rapalrs
and remadsl projects. The maintenance
supervisor stated that the rine odor would follaw
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the souree when relocated, and (he Tadility has an
axtractor to removs carpet slains and would ba
removad in roont order.

The maintenance supervizor stated diring the
enviranmental taur {hat malntenance siaff had
atarted wall paper remaoval In the 200 hall, would
resurface the walls as required and then paint, all
walls in the factlity would raceive the same
{realment wilh no plannad date of camplation.

11. The Minimum Data Set (MDS) assessment
tool, datad 5/9/16, listed a diagnosis for Resident
#8 of non-Alzhsimer's dementia. The MRS
stated 1he resident required the assistance of 12
staif for bad mobllity, transfars, walking, dressing,
saling, tollet use, persanal hyglehs, and hathing.
The MDS lisied the resldenl’s eognition as
aeverely Impalrad.

During an obsarvation on 621116 at 8:54 a.m.,
Rasident #'s tallst had black drips covering tha
hase and the rim of the bawl.

12, The MOS8 dated /1218, lIsted diagnoses far
Resldent #9 of cerebrovaseular accldent (slroke)
and diabefas meliitus. The MDS indicated the
resident required extensive assistance of 2 staff
for bad mabliity, dressing, and personal hygiens,
and tolally dependead on 2 staff for transfers, toflet
use, and balhlng. The MDS llated the resldents
BIMS (Brief Interviaw for Mental Status) score as
9 out of 15, indicating moderately impaired
cognilion.
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During an obsarvalion on 6/21/16 at 6:34 a.m.,
the flgor in the resident's room was sticky feeltng
and feod crumbs were present around and under
the rasldent's hed,

13, Observations of the facllity shower rooms
revealad the following:

a. During an observalion of tha the 100 Hail
showaer room on §/21/16 at 6:54 a.m., the showar
had grange and hlack substances on the tila.
Thiek dust particles hung down from the vent,
The grout In betwaen The shower tles was
covared with a black substance,

b. During an observallon of the 500 Hall shower
room on 6/21/16 at 6:68 a.m., the shower flaor
was caverad with a rust-like orange aubstance.
The non-slip pads on the bottom of the shower
wete coming up and missing plecas. The rubber
mat In frant of the shower was discolored a dingy
hrown, '

¢. During an observalion of the 800 Hall shower
room on 6/21/16 at 7:05 a.m., the groutin
hetwean the showar iiles ware coverad wilh
arange and black sibslances. The wall of the
shower was covered with an orange substance
and the baseboard near the showar had an
orange subslance coming out of the sides.

The undaled facility Environmental Cleaning
Palicy statad that the resident care environmant
throughaut the fagliity would be maintained in a
state of cleanliness that met professional
standsards,

{3uring an interview on 6/23H6 at approximately
11:49 a.m., the Adminisirator acknowledged lhe
conditlon of ihe faclllty was a concarn. She
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alated she had had a mesling with the Cé% M
housskeaplng and maintenance staff and /J [M’M M ﬂ
Indleated the problern would he addrassed.
F 254 | 483.15(h){3) GLEAN BED/BATH LINENS IN F 254

558=D

GOOD CONDITION

The facilily must provide dlean bed and bath
linens that are in good condltion,

This REQUIREMENT is not met as evidencad
by:

Based an observalions and resident interviews,
the facliity fatled to provide washcloths and lowels
for 2 of 27 current resldents reviewead (Resident
#1 and #3). The faciiily Idenllfied a consus of 60
residants.

Findings include;

1. The Minlmum Data Set (MDS) dated 4/14/16,
Identified Resldant #1 diagnoses included
non-Alzhelmar's dementia and Parkinson's
disaase. The MDS revealad Ihe resident with a
BIMS (Brief Interviaw for Mentat Stalus) scors of
15 of 15, indicating the resident with ho shori ar
long term memary probiems and no prablems
wlth cognitive sKills for daily decision making
skilla. The MDS ldentified the resident requlred
limited asslst of ohe ztaff member for parsonal
hyglens. -

Observation on 5/13/16 at 12:30 p.m. revesled
Resldent #1's room had no towels or washcloths
avallable.

Interview on 51316 at 12:30 p.m,, Resident #1
stated there is never any clean towels or

/%w ot
Ot alhed
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washcloths in the room. The residont has la gat
them avary day from the selves, If they are
available, thay ars naver passed aut to resldanls
for use in room,

2, Tha MDS dated 4/01/16 idenlilied Resident
#3's diagnoses included Parkinson's disease and
dlabeales malitus. The MDS revealed the resldent
with & BIMS scora of 14 out of 15, indicating the
resident with no short ar long ferm memary
problems and no problems with cognllive skilis for
daily declsion making skills. The MDS idenlifiad
the regident required supervision and sslup assist
uf ane ataff for dressing, ealing, and parsonal
hyglane.

Observation on 5/20/16 at 7:50 a.m. revealed
Rasidant #3 having no washeloihg or towels In
tha residants raom,

When Interview on 5/20/16 at 7:50 a.m., Resident
#3 stated tawels and washeloths are nevar
pasaed out to use in their room, Resident #3
stated he/she will go and get them from staff and
at times thars are none avaitable,

483.20(d), 483.20(k}(1) DEVELOP
COMPREHENSIVE CARE PLANS

Afacilily must use lhe resulls of the agsessment
to develop, review and revise the realdent'a
comprehensive plan of care.

The faellily must devalop a comprehensiva cara
plan for each resident that includes measurable
objectivas and timetables to meet a resldeni's
medical, nursing, and mental and paychosocial
neads that are Identilad In the comprehensive
assessment.

F o254}
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The care plan must descrlbe the services that are
to be furnished o allalh or malntain the resldent’s
highsst praclicable physical, mental, and
psychasocial wali-heing as required under
§483.25; and any servicas lhat would otherwise
he required under §483,25 but are not provided
due ta the resldent's exerclae of Hghts under
548310, Including the right fo refuse freatment
under §483,10{b)(4).

This REQUIREMENY is not met as avidenced
by:

Basead on obgervallan, record review and
interviews, the faciltly falled fo follow
caomprehensive care plans for 3 of 27 current
residents reviowed (Residents #4, #6, #7). The
facilily raporiad a census of 60 residanls.
Findings include:

1. According to the 3110/16 Minimum Data Sst
{M2S) assessment, Resident #4 had modsralsly
Imipaired cagnilion, and required supervision
wille eating. The resldent's diaghoses Inejuded
non-Alzheimer's dementla, a selzure disorder and
diabetes mallitus.

Roviaw of curent care plan revealad a focus area
of [he resident had a swallowing problem relatad
to eating food tao fast, The care plan
interventlons directad staff to make sure the
realdant allernated small bites and alps, used a
teaspoon for eating, don't use siraws. The siaff
wors directad to inslruct the resident to eatin an
uprighl posilion, to eal slowly, and to chew sach
bila thoroughly. The staff were directed to
manltorfdacument/report as nesded any signs or
gymplams of dysphagla: pocketing, choking,
coughing. drooling, holding food in mouth, several
attempts at swallowing, refusing to eat, appaars

FORM CMB-2567(02-89) Frevioua Veralong Obaclele Event {D:LGT1
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concerned during meais,

The care plan also ravealed a foous: obese
resident receives regular dlat In herthis room oh
paper plates due to history of amesis on plate
due to Increase rate of eating per staff raport.
The Cara Plan diracied staff to monitor and
document signs or sympioms af dyaphagla. The
CGare Plan direstad staff to provide, serve regular
dist ae orderad In raom. Tha Cara Plan directed
staff to sarve food on paper plates.

Record review of Diet/Swallow Recommendation
dated 2/26/16 from the Spasch Language
Pathologist revealed: resident to sit upright at 90
dograes, food ko ba na larger than ¥4 teaspoan
per bite, allemale iquids with ather faods.
Record review of progréas noted dated 3177416
from the Digllslan: 8T (speech herapy) has
assessed resldent due to emesis episodes.
Recommendations for genaral diet with thin
liqulds, ho more than % teaspoon of food at &
time, aiternate with solids and liquids and sils up
right.

The Speach Theraplst reatment nates Inclidad:
2/24116-Residant a¢en for skilled speech therapy
{87T) treatment to address cancetn with
asplrallon. Resldent continuad ST therapy
through 3/7/16 when discharge recommendalions
discussed wilh rasident andfor caregivers include
use of safe swallow strategies lo complete meals
in a safe and limely manner. Caraglvers educated
on the importancs af uge of alternate sip and blte
with chin luck, 90 degraes positlon and wateyr
swlsh to decrease risk of choking/aspiration with
PO Intake.

Inlerview on 6/22/16 at 9:50 am with the Siaff
Davelopment Coardinator revaaled CNA task
shaeis for each rezldent tell staff how to care for
the resldents but are more than fikely not
updated. The Staff Devalopment Coordinator

F 278
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want to ablain the fask sheets in Hall 1 but thare
were no sheats, Hall 2 contalned only tagk
sheets for 2 resldents.

2. The MDS dated 5/6/16 rovealad Residanl #6
had diagnosas Lhat included non-Alzhsimer's
dementiz, had savere cognitive impairment with
symploms of delidum, required extansive
assistance by 2 ar more staff members for
lransfers to and from bed or chalr, bathing,
tolleting, dressing and personal hyglene, and
supervision with sat-up assistancs required for
ealing.

Resident #6's nursing care plan includad a
problem identifiad as Activilies of Daily Living
(ADL) self-care performance deflelt, with 8BH0ME
goal the resident would malntaln current level of
futietlan In ADL's, and Inlerventlons that included:
1. Provide {inger foods when the resident has
difficulty using utensils.

2. The resident requires suparvisionflimited
assistance by 1 staff to eat,

A 5218 progress note franserlbed by the facllity
Dietlslan stated: resldent eating n assisied dining
room which 1s more quiel, resident has eatan
hatler In last 3 weeks in that senvironmsnt, 80 day
weight loss of 7.8 parcent, waight loss bagan
when residant moved from lhe assisted dining
room to the main dinfng room, Recommended
resident la sonfinue eating In the asalated dinlng
raam and laboratory wark that includad &
camplele medical profile and pre-albumin. The
note was sant fo the physician by facsimila (fax),
tha physician confirmed the order with sfgnalure
and relurned the faxed dociment on 5(7H16.

Obaervatlons of the resldent revesled:

F 279
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6/21H16 at 7:55 a.m.,, sealed in lhe main dining
soorm, without food or heverages,

B/21/16 at B:34 am., seatad In the maln diniag
room, aliverware wrapped In a hapkin, breakfast
In trant of the residant that included a bowl of hot
ceraal, toast, 2 slicas of bacon and scramblad
€005, urteaten.

6/21/16 at &:43 a.m., remained sealed at the
matn dining raom table, siimped forward wilh
ayes glosad, sliverware rematn wrappedIn a
napldn, had not eaten any foad presented and no
assistance by staff,

Comtinuous obssrvation on 6/21/16 batween 8:52
a.m. and 10:14 a.m. ravealed the resident
remalned slumped forward in the chair at the
dining reom table, silverware wrapped in a
napkln, no assfatance by ataff, uneaten food and
dishes removed from the lable at 9:12 a.m. The
resldent rematned In the dinihg room chair ungli
10:14 a.m. when e nurse practilioner asked a
Cerlified Nurse Aida (GNA) to assist her to lake
tha resident 1o their raom.

Observation on 6/24/16 al 8:20 aJmn, revealed the
resiient seated In the maln dinlng raom and the
last of those seated thal recelvad breakfast.
Dietary staff dalivared the meal and did not
provide set-up assistance for the resident, CNAs
waera ot in tha dining room.

Observalion an §/24/16 at 8:40 a.m, revealad the
resident yemalnad seated In the dining roem,
sllvarware remalned wrapped In a napldn and the
resldent had not ealen any of the food presented.
Observalion on 6/24/16 at 8:52 a.m. revealad the
resident remainad seated in the dining room
withaut asslstance, silverware wrapped in a

Ploare dus
M alhed
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napkin, lhe resident had not eaten as the dietary
staff cteared the lables.

During Initlal resident tour on 6/20/18 at 10:06
a.m., the Director of Nursing (DON) stated the
residant yelled when In crawds and staff required

1o redirsct the resident to thelr room where Tt was [! M
quiat in arder for the behaviors to stop.

Doring an interview on 6/22/16 at 2:50 p.am., the M w AM M’

Dietlelan stated the resident requirad assistance
to eat and If the faclilty had closad the assislad
dining room that staff should canlinue to provids
assistance as neaded to the resldent at
meal-time.

3. Resident #7 had a Minimum Dale Set {MDS8)
Assessment with a refsronce dale of 513/16 due
fo a sigrificant change. The MDS identilied the
resldent had dlagnoses that included anemia,
hypertenslon (high biood pressura),
non-Alzheimer's demenfla and hip fracturs,
savere coghitive Impalment with symptoms of
dalirium, and required extenslve assistance of 2
or mora staff mambsats for lransfera 1o and from
bed and chalr, balhing, dressing, toilating and
personal hygtene, The MPS indicated the
resident had dally behaviors not directed at
others, ’

AMDS Assessment with a reference data of
5/20116 indicated the resident raquired confinued
extensive assistance by 2 or more staff members
for Iransfers to and from bed and chair, bathing,
dressing, tolleting and personal. The MDS
identifiad the resident displayed daily verbal
hehaviors that were directed at others and ather
Juily behaviors not dirscted at othars,
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The resident's nurstng Cara Plan included a
problam identifiad as activities of daily living
(ADL) self-care deficit, wilh 8/3/16 goal for lhe
rasidant to maintain current level of ADL funclion,
and Interventions that Included:

1. Aaslst of 1 to 2 for tranafers, niiatad B/6/16,
2. Floor alarm with pad for safey, initlated
b/2816,

3. Sling to left arm at all times, initiated 6/20/16.
4. Extansive assistance by 1 staff for showers,
initiated 12730115,

5, Limited asalstance of 1 staff for drgssing,
Iniated 2/28/18.

. Supervislonfassistanoe of 1 staff for eatlhg,
Initiated 2/28/16.

7. Limitad assistance of 1 alaff for personal
hygiane and oral cara, inifiated 2/28/16.

8, Limited assistance of 1 staff for toifst uss,
ravized on 2/28/18.

Another Care Plan problem ldentifted was a fall
with serlaus Injury related to an unsteady galt,
Initiated on 616, with 8/9/{6 goal [hal the
resident's broken atm would heal wilhout
cornplicalion, and intarventions that includad:
1. Flgor mat alarm by bed, initiated 6/1/18.

2, Hi-Lo bed In place, Inltated 611716,

3. Physical therapy consulta far strenglh and
miohllity, Indttated 6117116,

Another Cara Plan problent identilled the resident
with demenita, with 8/9/16 goal that the resident
would be able to communicale basic nesds on a
daily basts, and Interventions that included:

1. Cue, reorlent and supervige s needed,
mitlated 2/28/186.

2. Keap the resident's routine consiatent and try
to provida consistent cars givers as much as
possible, iniliated 2/28/16.

F 279
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3. Ask yesino questions In order to determing the
rasident's neads, inilialed 2/28/16.

4. Prasent just one thought, Idea, quaslion or
command at a ime, initiated 2/28/16.

The resldent’s racard Indicated the follawing:

The Ingldent/Accldent Repart farm Identified on
8/30H6 at 1:45 p.m., ataff found the rasident on
tha lnor beside the bed and lylng on left slde.
The report indicaled the rasident as confused and
disorlenied as was prior to the fall. No injuries
wars [dentifled and the fall was unwitnassed.

The Incldent/Aceldent Report form indicated an
6131416 at 1:00 p.m., the staff found the residant
an the fleor oh back In raom. The resldent yelled
when lhe nurse altempted to assess the left arm.
The report indicated the Fall as unwilnessed and
the facility sent the resident to the hospltal. The
resident had a diagnosad of & fraclured left
humerus (spper zrm bone) and relurned to the
faclity later he same day,

Observalions of the resldent [dantifled the
following:

On 6/20/16 at 12:29 p.m., Ine rasident fald on
back in bed with door open and mada repsated
yalls "I eed help, 1 need to get up”. The yails
wers audlble 4 resldent rooms away from
Resident #7's room.

On 6/2116 at 6:05 a.m., the door to the resldent’s
room was closed and remainad closed at 6:08
a.m. when a centified nureing assistant {CNA})
stated no staff ware [n (he raom with the resident.

On 6/2216 at 11114 a.m., Staff K, CNA, was
interviewad and staled her assignmant was the
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hall of Resident!#7 ' & room on 5/31/16 day ahilt.
Slaff K stated she did not put (he resident in bed
afisr lunch and did not know who did. The
resldent’s doar was closed and she stated she
could hear the bad alarm golng off [aclivated) as
the resident yalted for help In the hallway near the
resident's room after lunch. Staff K stated she
opanad the door and found tha resident on lhe
fioor, on back and blood on arm. Staff K slated
she stayad with the rasident and yallad for help.
Staff I stated he resident called out or yalled
fraquently. Staff K stated Ihe residents and staff
didn * tlike to hear It and shut Resldent #7's door,
Staff K stated she had thatrucled ataff on
rapeated oceasions they should not shut he
rasident's door bacausa they coufd not hear the
rasident's alarms or calls for help when needed.
Shaff ¥ stated the resident didn't use [activate] the
calf ght,

On 622116 at 3:20 p.m., Staff Q, CNA, was
Interviewed and stated she worked the gvening
shift and Resldent #7° hall an 53016 snd
5/31/16. Staff Q stated the resident had
demantia and often didn't know what they were
saying but yelled out. The staff and residents,
especlally the 2 In the reom across the hall, didn't
like fo haar the restdent's yalls and closed the
resldent’s door. Stalf O stated she wasg inatrucled
by Staff G, licensed praciical nurse (LPN), to
position The restdent on hisiher left side {faced the
wall) in order to decreasa the noise audible In the
hallway, Sta¥ Q stated she insivucted othar
CNA's that they ghould not shut the resident’s
dot a8 they could not hear the revident’s calls for
help.

On 6122116 at 5:40 p.m., Staff H, LPN (licensed
practlaal nirge) and unit manager, stated the
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residanl's door was often cloged without siaff In
the roam. Staff H stated she had Instructed the
gtaff they cauld not close the resident’s door and
ataff conilnued to leave the resident in the raom
alans with the door cloged after inslructed not to.

On 6122H6 et 7:35 p.m., Staff |, LPN, stated she
worked ihe 6:00 p.m, to 6:00 a.m. shilt, often
found the resldent’s door closed without staff In
the room, she opened the door and inatruclad
slaff to leave the door open at least a few inches
In ardar to hear the alarms and resident's calls for
help, and was an ongaing battle with the
residants that livad in the same hall, Resldent #7
yellad at night and olher resldents dldn't like That.
StafiJ slated the rasldent wauld not use the call

light.

On 6/22/16 at 5:55 a.m., Staif F, CNA, was
Interviawed and slated she had worked on the
night shift for ovar 3 yaars. Staff F stated the
restdent always called obt at night and staff would
check on the resident fraquently, as (he resldent
oftan alterpted to get up on thelr own, StaffF
stated after she/he broke thelr hip, the resident
needed at least 1 staff parson for support to
gland.

On 6/23/16 at 10:28 a.m., the MDS coordinatar
nurse stated she warked on the day shift an
5/3116 and respanded to the resident's fall. The
MDS nurse ziated tha restdent was an their back
an the floor near the sink and no malt lay on tha
floor, ‘The bed alarm was audible and hadn't
bean silenced. The MDS nurse staled Staff H
was in the room with a CNA (didn ' t remember
which GNA),
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88=D { PROFESSIONAL STANDARDS

The sarvicas pravided or arranged by the facility
st meet professlonal standards of quality,

This REQUIREMENT is not met as evidencad

by: )

Based an ohservation, racord review, and W
interviews, the facility failad {o follow physician's
orders far 1 of 27 current rasldents raviewed,

(Resident #5) Th facllity reported a cansus of 60 g ) ) [ / W

rasldents.
Findings include:

According to the 5/3/16 Minimum Data Set (MDS)
assessment, Resident #5 diagnoses of seizura
disgrder, malautdiion and a heart malformation,
The MDS [dentifizd the resldent with Infact
memory and required exlensive asslslance with
hyglene.

Obsarvalion on 6/21/16 al 6:46 am revealed
Resident #5 had a g-lube (gasliic tubs for
nutrition).

On 6/21/16 at 11:15 a.m. Staff G, Licensed
Practical Nurae (LPN), reporied Resident #5 bad
an appolntment which ustally lasted 3-4 hours.
Staff & Indicaled the evening shift would nead to
flush residanl's g-tube when the resldent returned
to the facility.

Review of Resident #b's 4/26/16 hospital
Dls¢harge Summary documentad the g-tube had
been placed an 3714416, due to the rasident
experiencing dysphagia (dificuity swallowing}
sacondary to a slroke. The documentallon
rovealad tha resident lolerated a mechanical soft
diat with honey Ihickened liquids whils
haspltalized,
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Reviaw of the current plan of care revealed the
gefube In place but hot usedieeded for hydration
or nutritlon support at this time.

Tha Physician's Order form datad 6/16 directed
sfaff to flush tha g-lube evary day with 64 mi
{miliititer) of tap watar.

Review of ihe Madicatlan Adminlatratlon Record
{MAR) on 872216 at 10:49 am revealad the watar
1lugh arder slgned as provided 11 of 22 days for
the monih of June 2016. Review of the
documentation area provided on tha back of the
MAR revealad no rafusal or omission
documentalian.

F 309 | 483.25 PROVIDE CARE/SERVICES FOR

55=6 | HIGHEST WELL BEING

Each resident must receive and the facility must
provide the necessary care and services o atlain
or maintaln the highest practicable physleal,
mental, and psychosoclal weli-helng, in
aceardance with the comprehensive asaezament
and plan of oare.

This REQUIREMENT s not mat as avidenced
hy:

Bazed on abservallon, record review, staff
Interviews, and raview of facllily doctimentalion,
lhe faciiity falled to appropriately assess and
implement interventions for 1 residant following a
physician appointmeant, continuad follow-up
physiclan®s appointment for freatment of skin
cancer and provide freatments for skin treatment
for past blopsy site (Resldent #27) and for 1
resident wilh a change of condition (Resident
#10). The sample consisted of 27 residents and
Iha factlily reporied 2 census of 60 residents.

F 281

loa)
%L

F 308

ot olhed

St attothdd

17l

Tl e

FORM CMS-2567(02-49) Praviaus Verslons Obaalale Evanl [D: (LG

Fatility 10! JADH4B

I conlinualion sheal Fage A0 of DA




Aug. 5. 2016 2:46PM  All American Care No. 2042 P, §/31

PRINTED: Q3/05/2018

' DEPARTMENT OF HEALUTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE GONSTRUGTION {¥a) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A HULDING COMPLETED
165453 B.WING 0612312016
NAME OF PROVIDER OR SUPPLIER STRERT ADDRESS, CITY, STATE, ZIP CODE
601 E POLK ST

PEARL VALLEY REHABILITATION & HEALTHCARE GENYER )

, WASHINGTON, 1A 52353

%4y 1D SUMMARY STATEMENT OF DEFICIENGIES i} FROVIDER'S FLAN OF CORREGTION 048
PREFIX (EACH DEFIIENGY MUST BE PREGEDED BY FULL PREFIX (EALH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) A CROSS-REFERENGED TO THE APPROPRIATE UATE
DEFIGIENGY)
F 309 | Continued From page 40 F 3089 / E?é' We

Findings includs;

4. Resident #27 had a MDS (Minimum Data Sef)
assessment with & reference date of 03116716,
The MDS Indicated the resident had diagnoses
that Included hypertension (alovated biood
pressure), diabetes mellits, mild cagnltive -
impairment, opiofd (narcotls) abuse,

gasiro-esophageal reflux disease. The MDS Zéw

indizated the resldent had a Brlef Interview for

Mental Status (BIMS) score of 11 out of 15. A M MM .
gseore of 11 Idenilfied the resident with a moderate

cognilive Impaimment. The MDS indicated the
tesident to b independant with bed moblity,
iransfars, ambulalion and tallét use, and requirad
staff suparvision for dressing, eating, and
parsonal hygiene, The MDS Indicated the
residant had an admisslon date of 10/29/15,

The Care Plan, daled 12/30/15, identified the
resldent had gelf-care parformance deficils
related to pain with activilies of dally living. The
Interventions directed staff to assist wilh
bathing/ahowering, dressing and persanal
hygiene.

Raview of Nursing Communlaations dated
2/16/16 indigated Resldent #27° s blopsy site on
the right temple should be gently cleansed with
tap water followed by Vaselino and to handage
every day unlll healad, per the dermalologist.
Review of the dermatologist [physician] notes
datad 2/16/16, indicatad Resldent #27 was
rafarred by his/her personal medieal doctor
hecauss of a sore on the right temple, crusting
gpot on right farehead, and rash on faca. The
plan consisted of & shave biopsy to the area of
tie right templa, On 2/25/16 the pathology report
of the biopsy revealed hasal cell carcloma with
infiltrating features and depth of the blopsy
extenslvely Involved. A Mohs surgery procedure
(alao known as Chemosurgary} is indicated for
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maximum lssue conservation and io try and
| preserve the temporal branch of the geventh
cranlal nerve. On 2/29/16 the reslient was
Infermad of pathology resulls and the need for
Mohs surgery dlgcussed. The Mohs surgical
procadure was arrahged for 377H1B.
Review aof the dermatologist physician note dated
328118, Indicated the facility called the physlelan’
5 ofilce and raported Resident #27 to be [ and
unable to make the scheduled appalntment for : éé dM
tha Mohs surgica! procedure taday. The faaility ;
reschadulad the appainiment for 41116, am Mw/
Raviow of the dermatologlst physician note datad : }Oﬂ
4/11/18, Indicated tha physician " s office called
the facllity to make sure Resident #27 was going
to make the schaduled appointmant, The facllity
admintsirator informad the physi¢ian the bus had
already laft thal would take (he resident to the
appofntment thus (he resident Is unable lo maka
the appointment agaln. A new appoinimant was
mada for 4/18/16. The physician discussed his
frustratian with the faclllly Adriinislrator that this
is the third tine the coordination for the resident*
3 surgery been missed. The Administrator
Informed tha pnysician that she wauld parsonally
call and arrange ranspartation for the 418718
appointment, )
Review of the dermatologlst ' s note dated
AM41M86 indisalad the physiofan receivad a Gall
from the facility Informing him they are unable to
previde transportation for Resident #27
acheduted appointment on 4f18/18, The physlclan
rescheduled the resident " s appolntment for
5{2/16, The physician strezsed fo the facllity the
importance of keeping (hls appoiniment becatse
it has been rescheduled now five timas.
Review of the dermatolagists physician note
dated 5/2/16 indicated Residant #27 again Talled
to shaw up for hisfher seheduled appolniment for
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the surgical procedura of Moha. The physiclan
ataff calledt the facility and the staff Informed the
afflea staff that tair offica had called and
aancellad the appointment. Tha note identified
this as false. The physlclan documentad he
spoke wilth the Adminlstrater who zaid the
resident had surgery at another localion on
412018 and she is unaware of why the residant
had the procadure dons at the alher losalian ar
why thls physlcian had not been notifiad that the
rasident would hot he attending the schedufed
appointment with thls physician. The physiclan
indicated that it is so diffleult to get proper
coardination of care wilh the facllity for the

- | résidant; the physiaian declded ta phons the

rezldent ' s primary care physlelan office for
coordination of the rasident ' s care of the skin
cancer as the faclity cannot coordinate
transporiation for the resident.

Review of ihe physlelzn nota datad 50116
indicated the physlclan recalvad a call from
Residant #27 primary care physician indicating
the resident sent to another physldian for
treatrmant of a skin lssion and they are unaware
af haw the restdent endad up at anclher physiclan
' & office for {reatment as tha primary care
physician had not referred the resident for (hat
treatmenl.

On 5/2/18 tha dermatologlat wrole a leltar to
Resident #27, and indleated the resident was
evajuated for a non-healing leslan of the right
tample. The hicpsy revealad a basal cell
carcinoma, which Is a type of skin cancer.
Suhsaquently, the physician ' s office arranged
four separate times for surgical procedure of Lhis
tumar io be performed here at the office. The
surgleal date has been rescheduled an faur
soparate occaslons now. Most recently, Resldent
#27 was supposad o show up today, May 2nd at
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8:00 a.m. for the pracedure. Onee agaln,
Resident #27 not transparted to the physiclan’s
office for the procedure. The physlician ' s offlce
phoned the faclily and the facliity claimed the
physlclan * s office called and canceled the
appaintment, The physician indicated Whis is
complately untrua. The facilily claimad the
resident had some sort of surgical procedyre
parfarmed on Friday at another Tocatlon, The
physiclan Indlcated not having any Idea If )t was
far the resldent ' 5 basal call earcinoma or
anolher pracedure. The physician indicatad wilh
the above ditficullias in mind, the physician
phonad ihe resident ‘s primary cara physician' s
office and reportad tha frustralions with the
facilily. The physician indicated If the regldent hag
ot had the basal cell carcingma aurgleally
exclsed, (hen the resldent neada to have s
done lacally whare (ransportatlon [s not such a
difficult issue. The primaty care physician 's
offfee informed the dematologist thay will look
Into this and report when this gels arranged to
care for the resident * s problem.,

Review of Resident #27 clinical record lacked
indicatioh of fallow appalntments belng scheduled
or rezchaduled.

Review of Resldent #27 Visil Summary datad
4729116, revaaled the resldent presanis in
consultation from primary care physician for
evaluation of a lesion on the right tample that has
pean prasant for § years. The restdent reports it
bleads oncaslonally bleeds and sometimes hurts,
The resldent reporta that it may have bean
Biopsled In he past. The physlclan callad the
resldent * s primary care physician office and they
Indicated par their racords, the resident has. never
had a biopsy of the right lemple, A shaved blapay
performed, wound Insteucliana given, resident to
followsup In 8 months or sooner pending biopsy
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rasulls. An addendum dated 5/3/2016 Indlcated
the pathelogy resulls were relayed to lhe rastdent
and a facliily nurse. The pathology revealed basal
cell carcinorna, with Infiltrative fealures,
assoclated with squamatized epidermal
prolifaration with features of seborchele keratosis,
and adjacent scar. The resident reporls that the
facility has ot heen performing wound care. The
physician spoke with the facilily nurse, who
confirrmed that wound care has not baen
perfarmed for 1he lagt couple days. The physician
slressed the Impaortance of proper waund care
and reiterated the insérucliona of waund care, and
{he nutsa agreed to have this reslarted. The
nurse doas not think the area looks infeclted; no
surrounding redness or purulent dralnage. The
physician indicated the resident to tndargo Moha
aurgety, the faglal lacalion where tissue
conservatlon la erltleal, The physiclan discussed
the risks, benefits and alternalives a8 well as
repair oplions that are often uncedaln untl the
lasion has baan exclsed, discuased that the
surgical defect may be larger fhan the dlinleally
avident by lsston,

Review of Resident #27 clinical racord lacked
indlealion of lhe physictan '  conversalion with
the facliily, or any surglcal appointment baing
scheduled for the resident.

An intarview was conducted on 5M3/16 at 12:10
p.im. with Staff FF, Registered Nurse (RN). Staff
FF slated sha raceivad a phone call on 4/29/18
frormn Rasident #27 physician. Staff A reported the
physictars askad her If The resident has had a
blapay done to the laft lemple lesion. Staff FF
stated she told the physlelan tha resldent had ane
done a couple monlhs ago. Staff FF stated she
did not document this convarsation in the resldent
' alinleal record, Staff FF stated she did nol
khow the resident had mizaad the follow-up
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blopay appolnlmenta from 2/18/18. Staff FF
stated noling was documented on the
appointmant calendar of the resldent ' s racord of
the appoiniments or why thay got canceled. Staff
FF staled she was not aware of the missed
appointments or the fallow-up appoiniiment for
atirgery from (he resldent * & 4/29/18 appolniment
unlil the surveyor asked aboul them. Staff FF
stated she did not know who the phyalelan, she
talked to on 4/28/16, although she spoke with Lhe
physician, and nothing documanted, Staif FF
slalad sha would expect slaff to document this.
Blaff EF further stated the resident ' s
appolhlments fel] thraugh the cracks,

2. Resident #10 had a MDS with a reference
dato of 65/27H86. The rasident listed diagnoses for
Rasident #10 which included non-Alzheimar's
demnantia, anxisty disorder, depression,
schizophrenta, and somatizalion disorder. The
MDS stated the rezldent required extensive
asalatance of 1 staff member for dresslng,
personal hyglene, and belhing, and supsrvision
and set up assistance of 1 staff for ealing and
toilet usa, The MDS listad the residant as having
inallention, disorganizad thinking, physical and
varbal behaviaral symptoms directed toward
alhers, and ciher behavioral symptoms not
directad teward others, The MDS ligted the
rasldent's BIMS (Brlef Inlerview far Mantal Status)
score as 13. Ascore of 13 identified no cognitive
prablams.

An Ingident report for Restdent #10, datad 6/0/18,
identifled the restdent as yelling In the roarm and
staff allempted to caltm the resfdent. The resident
had a 0.5 cm (centimsters) x [by] 0.6 om area to
the forehead.
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APragress Note for Resident #10, dated §/9/18
at #:49 a.m., indicatad the resident had a red
area [ocated on the right side of the forehead.
The notes dosumented the nurse askad the
residant how hefshe recelved the area and the
rasident did not anawer the nurss, The notg
indicatad the neurclogical checks were wlihln
normat limits.

The facility lacked documentalion of any further
neusalagleal checks and the progress notes
lacked Information regarding Resident #10
rafusing any further neuralogleal checks,

An undated skin assessmant sheet for Resldent
#10 dogumentied the rasident had a red area
located on the forshead and measurad 0.5 em x
0.5 ¢m,

An Incldent report for Resident #10, dated 6/9/16,
Indleaied a staff member wilneszed the resident
hitting hisfher head on the headbosrd, causing a
rad area to the right side of the forehaad.

Review of Progress Noles from 6/9/16-6H 216 at
5:30 p.m, (when the family inquired with the
faallity regarding the resident's condition)
revealed ho menilan of the resident wilh uncloar
speach and baing unateady. No further
maeasurements ware in e restdent's recard
renarding ihe resident’s forshead bruising, olher
than the 0.5 ¢m ¥ 0.5 cm measuremant.

A Progresa Note, dated 6/12116 at 6:39 p.m.,
indicated the famlly had apakan to the faclity
ragarding the resident " & brulse to the tight alde
of the forehead that had also movad down o the
gar. The note Indigated the family was also
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concerned bacause the rasidant had garbled
speech and unsteady on hisfher fesl. The note
Indleated the facility sent the rasident to the
emergency room.

The hospital emergenay depariment notes, dated
642416 at 8:55 p.m., indicated the resldenl
anived in the amergency room and hag bruising
over the right eye, ear, right chesl, and right thigh.

Phofographa provided by Resident #10's
daughter, lime stamped 813/16, Ideniilied the
resident wilh lhe following skin areas:

a. & purple and black bruise covering an
approximate 5 om x 5 om area oh the forehead
above the right eye,

b. aysllow and black bruiss covering an
approximate § ¢m x 5 cm area on (he right
shoulder

. a gray bruise on the right farearm

d, ared area on the right slde of the chést

8. bruised areas to bath knees

The facility lacked documentalton of any brilsing
on tha right chast, right forearm, kneas, and tight
thigh and dacumented the size of the forehead
brulse as 0.5 % 0.5 cm,

The radlolagy reparts dated 6/42/16 at 6:30 p.m,
indicatad the radiological findings mast likely
rapresentad acule infarcts In the left frontal lobe
and left occiphtal tampaoral lobe (strokes in 2
reglons of the brain),

The facllily Change In a Rasident's G:andilion or
Stalus policy, revised April 2014, directed 1he staff
if a significant change in the resldent's physleal or
mental condllion occurred, a comprehensive
agsessment of the resident’s condition would be
conducted.

ot
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On 6722116 at 5:82 a.m., Staff CC CNA (Cerilfiad
Nursing Assistant) was Inlervlewed and stated
shie had worked the night shift on B/8/16 and
noflead Resldent #10 fvaning to he slde and very
aliff. The resident had oulbursts and had taken
the nebulizer and had put it up to hisfher face.
She statad the resident's speech was garblad and
she could not make gense of what he/she was
saying. The resident placed himaelifherself on
the fieor a couple of times and ahe [hought the
resident had bumpad histher elbow possibly but
not head. Staff GG stated she and a nurse
halpad retarn the resldent to bed. Toward lhe end
of har shilt, she heard the resident in bad yeliing.
Staff CC stated she went In the raom and the
rasident had a "goose egg” abollt the size of a
quertar on hisher forehead. She stated she
thought the rasidant had taken hia/her nebulizer
and siruek It sgalnst histher head. She atated
Staff G LPN (Licensed Praclical Nurse) and Staff
A CNA/CMA (Cerllfied Madication Assistant)
came to the room to 2ssess the resident. She
statad she thought Staff G and Staff Aknew (he
residont's speach was garbled, Staff GG stated
she warked the night shift on 6/10/18 and the
ragident's speech ssemad more garbled and
hel/zshe hardly had any clear speech, She slated
this was strange for the resident, Sha stated she
worked the nlght shift again on §/11/16 and the
residenl's spaech waz atill garblad.

During an interview on 6/22f16 at 5:08 p.m,, the
Director of Nursing stated Staff BB CMA told her
Resldent #10 had banged hisfher head on the
bed, She slated after a head injury neurological
checks should be done untll the physician stated
olherwise,
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On 6/22/16 at 4:53 p.m., the MDS Coordinator
was interviewsd and stated on 6/8/16 or 6/9/16,
Staff G LPN (licensed practical nurse) told har the
residant had a spat on Weher haad, The MDS
Goordinator stafed staff told her the resident had
been swinging and banging his/her head. She
stated neurological checks should have been
done but they couldr't hacauge the resident was
50 rgitatad and stated she tald the nurses o call
the hospital but she was not sure if that was
donie. She stated neurclogical chacks aftar a
head injury should ba performad every 1%
minutes for 4 imas, every 30 minutes for 4 fimes,
avaty hour for 4 limas, avery 4 hours for 4 imes,
and then every shift for 72 hours. She stated if
the residant refugad, it would be In the progress
notas. Tha MDS Goardinator stated the facilily
should nolify the famlly when such avenis
occufred. She stated that on 6/11/16, the
resident placed himselfihersslf on the fiaar and
Staff DD CNA witnessed this. She stated the
resldent slood up and had no prablems and that
hismer neurological checks wets within normal
Nimits,

During an interview ah 6/22/16 at §:49 a.m., Staff
&5 LN stated she worked the day shift on 6/9/16,
Sha stated the resldent had been yelling ard
sereaming and was given an ant-anxlety
madication. Sha stated the resldent had a red
area on the forehoad but that she didn't know
what happaned. She stated the resident had no
abnormal speach. Staff G stated she worked
again on the day shift of 6/12¢1% and that the
residant had no abnormal speach an this shift,
8he stated [hat the resident’s daughter and wife
eame in that day and Inquired aboul the resident's
bruising. Staff G stated she want in the resident’s
room and hefshe had bruising on hisfher gar and
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had a "itlle raised araa” on hig farehead which
was “dime sized". She stated ghe consulted with
the physician and salled an ambuianes for the
residant.

Durlng an Interview on 6/22/16 at 1:47 p.m., Staff
A CNAJCMA stataed that on 8710716 she worked
the day shift and had heard that the resldent
“holted™ across the unit o the shower room and
threw himeslfheraelf on the floor. She stated sha
helped the turse assess the resident as he/she
wag laying on hisfher right sida in the shawer
raom. She stated the resident had already had
a hirutse but that she thought he hit his/her head
again. Staff A stated the incident was
unwitnessad but Siaff K, GNA told her she heatd
athud. She staled on this shift the resident’s
speech was "a litlle more slurred”,

Cn 6/21/186 at 8:04 p.m., StaffH, RN (Ragistered
Murge) was Interviewed and staled when she
warleed The night ehift on 6/10M186; she did not
notlce any spaech problems. She: stated that the
waoel befora she had natleed the resident laaning
to the left when she taok him to hismer doctor's
appointment, Staff H stated she worked the night
shift an 6/11H6 and described the resident’s
speech as "a ltle off but normal” for tha resident.

On 6/2116 al §:13 am., Staff BB, CMAwas
Intarviewad and stated the restdent hil hisher
head on the headboard and had bean “more
angry” the: Jast couple of waaks, Sha staled when
sha warled an 6/9/16, there was only a red mark
an the resldent's forehead buf when she next saw
lhe resident araund noon or 6/10/16, she was “in
shock” by the look of ke brulze. Slaff BB stated
tha resident sald hefzhe did not know how the
brutse happened. Staff BB stated she attibuled
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the briising 1o the resident banglng histher head
oh the bad. Staff BB atated whan she saw the
resident again an 6711186, hisfher speach was I»
and ott bul more garbled, Slaff BB stated the
resident always had some spaech difffeully
beeause helshe had clenched teeth.

During an interview on 6/22/16 at 11:56 am., the
resident’s physician stated the rasident had a
stroke prior to arriving at the hospilal but could
not identify a spectfiz ma frams. The physlelan
stated the resident arrivad at the hospital with
varlous bruises,

483.25(a)(3) ADL CARE PROVIDED FOR
CEPENDENT RESIDENTS

A resident who is unable lo carry out scllvilles of
dally Ivng Taceives the necessary services to
malntain good nulrition, greoming, and personal
and oral hyglans,

This REQUIREMENT is not met a& evidenced
hy:

Rassd on record review and slaff and resident
Interviews, the facility falled to provide the two
baths or showsrs a weaek for 8 of 13 residents
reviawed for peraanal hyglene neads (Resident
#1, 42 84,45, #11,#16, #17, #18.) The facillly
reported a census of 60 residants,

Findings include:

1. The Minimum Dala Set (MDS) assessment
datad 4/14716 Identilied Resident #1's dlagnases
to Inciude Parkinson's disease, The MDS
reveaied the resident with a BIMS (Btlaf Interview
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for Mental Stalus) seore of 15 of 15, indicaling the
resldant with no short or long lerm memaoty
prablems and no problems with cagniiive skilis for
dally dacision raking skills.

The Cars Blan dated 5/2/2016 included a
problem of the tesldent having an Aclivity of Dally
Living {ADL} self-aare parformanca deficll related
to Parkinzon's disease. The care plan directad

' slaff the residont requires axlensive asslatance

by one staff for showaring twlce waekly and as
NeCAassary. M
Residant #1's May 2016 flowshast listed under ( ? MW

Intarvantions: ADL-balhing, revealad
documentation Indicated a bath or shewer only
pravided May 16th, 2016,

During an Interview en 5/ 3/16 at 12:30 p.m,,
Recidant #1 staled gince admisslon on 4/7HE
helshe hiad only recelved 3 showers, Resident #1
stalad he/she washes up at the sink in hisfher
room. Regldent #1 stated ha asked steff this
marning If hefshe could get placed back on the
shower liat.

2. During an interview on 6/21/16 at 7:08 a.m.
Resident #1 raported he/she would like to have
two baths perweek.

Upon recard reviow of lhe resident’s Shawer Skin
Sheets and Inlervenlion Sheets for Aprlt, May,
and June of thls yaar the dacumentaflon revealed
{hat the resident did not recelve two balhs ihe
waak of May 22nd, ar May 201(h, Ths facility did
nof provide the June balhing dacumantation.
Upan further recard review the resident's ehart
lacked documentation as {o why the baths wera
not complated for the weeks May 22nd, and May
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4. Tha MDS assesament dated 8/5M86 for
Resldent #2 documeniled tha realdent scored a
14 out of 15 on the BIMS, indicaling intact
cognition. The MDS revealed that the resident
raquired extensive assistance of one person for
bathing, The MDS dacumented the resident had
dingnoses Including peripheral vaseular disease,
diabetes mellitus, and chranic paln. The MDS
identified the regldent wilh an unhealed prasswe
ulcer.

‘The residenl’s Gare Plan tdentiffed a focus area
on 5/5/16 that the rasidant had a seif cara
performance deficit, The Care Plan directed slaff
to pravida the resldent with extensive asslstance
of one slaff member for ehowerlng twice a week
and as necessary.

Upen racord revisw of lhe residenl’s Skin Shower
Sheats and Intervaniion Sheats for April, May,
and June of this year the documentalicn revealed
that lhe resident anly had four showers lhe month
af Aptll, thrae showets the manth of May, and no
documentation provided far showers In the manth
of June, Tha racord lacked documenlallon as lo
why the two balhs a week did not happen.

4, The Quarterly MDS assossmant dated 4/14/16
docaraented Resldent#18 had seored a 15 out of
18 for the BIMS Indleating intact coghilion. Tha
MD3 revealed that the resident raqulred
extansive assistance of ona person for bathing.
The MDS documsenied tha resident had
dingnoses Including asthma, maorbid obesily.
Infeetion of the zkin, and deprasslan,

Tha rasident’s Care Plan identified & focus on
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12/30/15 as a parformance deficit in seli-cara
related to morbid chesity. The Care Plan diracted
slaff to provide the resident with & shower or bath
twice a weaek with exlensive asslstance of one
staff member.

Upon record revisw of tha rasident's Skin Showsr
Shests and Intarvention Sheats for April, May,
and June of this yaar, the documsntation
ravealed the resldent only had four shawers
during that time perlod. The record lacked
documentailon as fo why two balhs 8 waek did
not oocar,

5. The Admission MDS assassment dated 5/216
for Resident#1? documented the rasident scored
a 1% out 15 for the BIMS, indicating ntact
cognilon, The MDS Identiffed the regident
required total agslstance of one alaff member far
balhing. The MDS dooumented that the resident
had diagnoses inchiding morbid obesity, heart
fallure, and diabetos.

The Cara Plan lacked direction to staff related to
tha resident’s hathing,

Lipon recard review of the resldent’s Skin Showar
Sheels and Inlervention Sheeis for Aprll, May,
and June of tis year the dooumentation revealed
the resident had only iwo shawars or baths for the
time period reviewsd, The record lacked
dogumentalion az fo why twa halha & week did
nal oceur for the realdant.

8. The Quarterly MDS assessmant dated 5/11/16
for Resident#18 documanted that the residant
scored a 15 out 15 for the BIMS, indicaling intast
cagriflon, The MDS Indleatad the residant
required total asslatance of one slaff member for

Nt aktchad
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hathing. The MDS documsnted that the resldent
had diagnoses Including a slroke, morbid cbesity,
and diahetes,

The Cara Plan [dentiflsd a focus area dalad
12/30/15 as seif-care performance daffcit related
{o a siroke. The Gare Plan dirscted ataff ta
pravide axtensive assistance of one staff member
for showering lwica a week.

Upon racard raview of the resident's Skin Showar
Sheats and Intervenliah Shaets for April, May,
and Juna of this year the documentaflan revealed
that the resident only had five showers for the
time perlod reviswad. The record lacked
documentation as to why the two baths a week
diet not aceur,

During an Interview on 8/22/16 at 7.30 a.m. Staff
A, Certifiad Nurae Alde {CNA) reported sha works
12 hours shilts, 6:00 a.m. to 8:00 pm., and lhat
the residents are geliing af least cne hath a
waek, but the residents should get two baths a
week, Staff A reported baths are not gefllng done
hecause the facility can't get enouph staff hired or
keep the staff they have,

During an Interview on 6/22M6 at 10:51 a.m. &taff
U, CNA, reported that each hall gets a bath Tigt,
and you dosument the baths on Shower Skin
Sheels, The Shower Skin Sheets are used to
document the haths, any skin issues that the
resldent may have, and then they are given fo the
nurse to slgn. If a resldent refuzed, or if the
rasidentis in the hospltal you decument that on
the Showar Skin Bheat. If you are not able fo get
the: bath dane you pass the informalion onto the
second shift, and check wilh the resident the next
day. If a resldent refuzed a bath the GNA should
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tell the nurse, and the nurse will coach tha
rasident. Staff ara to reapproach the resident at
laast two fimes, and docurmént the reapproach.

Diring an interview on 6/22/18 at 9:00 a.m. Staff
R, Registerad Nurss, reportad the CNA give the
8klIn Sheets to the ntrse after the resident had
peen glven a bath, IF a resident refuses than
anolher ataff membier will reapproach tha residenl
to ges If she/he will comply with a bath, if the
rasident refuses a second lime than lhe GNA will

chart a rofusal of the bath in the CNA baoks, W

During regldent group interview on 6/21/16 at
1:48 p.m. 4 of 8 residents reported thal they did aﬂ Lﬂ/h[ 0/
not get two showers ar bathe per week. The )&Le 0

residents reported that the facilily did not have
enough halp.

During an interview on 6/22/6 at 9:13 a.m, Staff
M, CNA, reported rasidents are given baths wice
aweek. Thara are hall books for the GNA e
cheek the schedules for the resident’s baths, and
the CNAS fiHl out bath gheets, and glve them fo
the nurses to slgn. If a realdent refuses a bath the
resident is reapproached three imes by the CNA,
than the nurse iaiks to the resident. The resldent
refusals are charled by tha GNA an the balh
shaets and the nursa signs Lhat, after the three
refusals,

7. The MD5 assessment, dated 5/12/146, listed
diagnosss for Rasident #11 which Inaiuded
seizure digordsr, psychofic disorder, and lagal
blindness. The MDS statad the resident raquired
axtensive asslstance of 1 staff for bad mobility,
transfars, drassing, and bathing, limited
assistance of 1 siaff for peraonal hyglene, and
tolzlly dependad on 1 alaff for tollel use, The
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MD# listed the residenl's BIMS score as 14 oul of
15, indlealing Intact cognilion,

The care plan for Resident #11, revised 5/10/16,
atated tha rasident required assistance af 1 slaff
far showaring twice a week and as nacassary.

The June bath acheduls for Restdent #11 showed
that staff dacumeantad assisting the resldent with
a bath on 6/7/16, The schedule lzcked any
further documanlalion of staff asslating the
rasidant with bathing dutlng the period of 6/1/16
and 6/22/16.

During an intetview on 822/16 at 8:00 p.m.,
Resident #11 stated he/she was [ucky to have 1
shower per week and rarely had 2 shawers per
waek. The resident stated staff told him/her the
reasoh halsha did not get showers was hecause
they naaded mare staff, The resident stated
he/she would like more than 1 shower per week,
espacially in the summer,

During 2 Interview on 6/2216 at 5:08 p.m., the
Pirsster of Nursing statad residents sheuld have
2 showers par week,

8. According to the 3/10/16 MDS Resident #4
had diagnosss which Included diabetes mellitus,
non-Alzheimers dementia, seizure disorder and
obesily. The MDS documentad Resldent #4
raguirad extensive assistance of one sfaff
member for bathing.

The resident's current Care Plan Idenlified an
ADL sali-care defizlt related to history of mental
disordar and dlracted staff lo provide extenalve
assistance by 1 staff with showor twice a week
and as hecassary.

Record review rovealad Resldant #4 offered a

(00l

o abathad
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bath/shower only 8 times in May instead of the
specified 9 lmes in May. Resldent #4 refused a
bath/showar 4 out of the 6 times offarad.

Recard review revaaled Resldant #4 offered a
balh/shower 3 times In June instead of the
spacified 7 fimea thus far in June. Resident #4
rafused a bath/shower 2 out of 3 times offered,
9. ‘The 5/2/16 MDS dosumentad Resident #5
wilh diagnoses which Ineluded seizura disorder,
malnutrition and history of heart malformalion and
totally dependent on bathing asslstance wilh the
extenslva asslstance of one staff member.

The resldent's aurrent Cars Plan directed staff to
provide bathing/shawering fwo limas a waek with
axtensive asslatance hy 1 staff member,

Racord reviaw revealed Residant #5 offered a
bath/shower only 4 times Ih May instaad of the
specified 9 limas in May. Resldent #5 receivad a
balh/shawsar when afferad the 4 times in May.
Recard review revaalad resident #6 offéred a
bath/shower anly 2 imes In June Insiead of the
spacdified 7 times thys far in June, Residant #5
recaived a bath/shawer when offered the 2 fimes
thus far in Juna.

During an interview on B/22/16 at 8:58 am, the
Director of Ntrsing reporied there 13 a list of
showers that need o be completed at each hall's
nurse's atatlon, The nursas make the GNA's
assighments and the CNAs are expected 1o
complats Lhe showars and document them in the
bath/showar book that is located at each nurse's
sfation,

Inferview an 6/22/16 at 9:30 am with the Stalf
Developtnent Coordinator revealed thers are
CNA task sheeats for each resident that tell staff
how to care for the resldents but are mora than
llkely not updated. The Staff Davelopment
Coardlnator went to show the task shesls in Hall
1 but there weare no sheats. On Hall 2 found oniy

FORM GMB-2557{02-98) Previpns Vorsions Ohaolaba

Evanl I WEGT

Fadlly I0: 1a0048

If continuallon shest Pags 89 of B




Aug.

. 2016 2:49PM Al American Care

Ko.

2042 P 24/31

PRINTED: 08/05/2018

DEFARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NG. 0838-0301
[TATEMENT OF DEFICIENCIES (x1) FROVIDERISUPFLIER/GLIA [X2) MULTPLE GONSTRUGTION (X3) DATE BURVEY
AND PLAN OF CORRECTION IDERTIFICATION NUMBER: A BUILDING COMPLETED
165453 B. WING 0672312016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
EARL VALLEY REHABILITATION & HEALTHCARE CENTER O 601 EPOLK AT
F LI WASHINGTON, 1A 52353
A0 SUMMARY STATEMENT OF DEFICIENCIES ™ PROVIDER'S PLAN OF QORRECTION ()
PREFIX (EACH DEFIGIENOY MUST BE PRECEDED BY FUiLL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATIGN} TAG CRO8S-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
F 312 Conlinued Fram page 59 F a2 Y“ /7" l é’
task sheals for 2 resldents, Hall 4 task sheats
should consist of sheets for resfdents in 100, 200, AQ M M M&Méd
and 300 rooms. Hall 2 tasks shests shoild
consisl of shests for restdents In 400, 500 and
600 rooms.
£ 323 | 493.25{h) FREE OF ACCIDENT Fa23 7 2%_ i é-
s38=3 | HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
enviranment remahe as free of accident hazards
a8 [s posalble; and each resident roceives
adequate supervislon and asslsiance devices to
prevent accldents.

This REQUIREMENT iz nof mat ag evidenced
by:

Based on observallon, record review and staff
interviews, the facflily fallad fo provide adequale
nursing supervision to prevent aseldents and
ansure a resident's environment remalned as freg
of accidant hazards as possible and falled lo
revize lhe Care Plan with interventions to ensure
the planned alarms could be heard by staff for 1
of & rasidents reviewad with a recent fall history
{Resident #7}. The faclllty reported a census of
60 rasidents.

Findlngs Incheds;

Resident #7 had a Minlmum Data Sat (MDS)
Assessment with a veferance dale of 5/13/16 dus
to a significant change. The MDS Kentified the
resident had diagnoses that inoluded anemis,
hypertengion (high blood pressure),
non-Alzheliner's dementia and hip fracture,
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severe cagnifive Impairment with symptoms of
delirium, and required extensive assistance of 2
or more staff membera for iransfers to and from
bad and chair, bathing, dressing, tolleting and
parsonal hygiane. The MDS Indicated the
resident had daily behaviors not diracted at
others,

A MDS Asznasament wilh a referance dats of
512016 indicated the realdant required continused
oxfensive assistance by 2 ar mare staff members
for transfers to and from bed and chair, bathing,
dressing, toileling and personal. The MDS
identifiad the residant displayed daily varbal
behaviars that wera direcled at others and other
dally behavlars not directed at othars.

The rasident’s nurslng Care Plan Included a
probiem identified as aclivilles of dally Iving
{ADL) self-care deficit, with 8/3/16 goal for 1he
sesldent to maintain current lavel of ADL functlon,
and intervanlions that included:

1. Asslst of 1 10 2 for transfers, inittated 545/16.
2. Fioor slarm with pad far safaty, initiated
6/28116.

3. Sling to Iafl arm af all imes, inliated §/20/16.
4. Extensiva assistance by 1 slaff far showers,
inifiated 12/30/15.

5. Limited assistance of 1 slaff for drassing,
Inttiated 2/28/16.

6. Supervisian/assistance of 1 staff for eating,
fnitiated 2/28/18.

7. Limitad assistanca of 1 slaff for personal
hygiena and oral care, initlated 2/28/18.

8. Limited assistance of 1 staff for tollel use,
revised an 2/28/18,

Another Care Plan problem ldentified was a fall
with serious injury related to an unateady galt,

(oAb
por 0dsthe!

FORM CMS-2567(02-09) Pravious Varslona Obzalsle

Event ID: 01611

Facllity ID: jAGB4B

if continualion sheael Page 61 0f94




A1l American Care

Aug. 5. 2016 2:49°M

P 26/31

PRINTED: QB/05/2016

No. 2042

DEPARTMENT OF HEALTH AND HUMAN SERVIGES EORM APPROVED
CENTERS FOR MEDICARE & MEDRICAID SERVICES OMB NG, 0838-0341
STAYEMENT OF DEFIGIENCIES (1) PROVIDER/SHPPLIERICLIA (X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF GORRECTION IBENTIFICATION NUMBER; A BUILDING COMPLETED
165453 B WING 8612312016
NAME OF PROVIDER R SUPELIER BTREET ADDRESS, CITY, STATE, ZIP COUE
PEARL VALLEY REHABILITATION & HEALTHCARE GENTER O 01 E POLK ST
WASHINGTON, |A 57353
<40 SUMMARY STATEMENT OF DEFICIENCIES (4] PROVIDER'S PLAN OF CORREGTION (x5)
PREFIX (BACH DERCIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE AGTION BHOULD BE COMPLETION
A REGULATORY GR LSG IDENTIFYING INFORMATIN} TAG CROSS-REFERENCED T0 THE APPROPRIATE OATE
DEFIGIENCY)
F 323 Continued From page 61 Faz3 73?é 'Ié

Inltizted on 61/16, with 8/9/16 goal that the
resldent's brokan arm would hegl without
complication, and intervenilons that included:
1. Floor mat alarm by bad, iniflated 81116,
2. Hi-Lo bed In place, initiatad 8/1/16.

3, Physical therapy cansulls for stranglh and
maobllity, iniliated 6/17/18,

Another Cara Plan problem ldenlifiad the resident
wilh dernenlia, with 8/3/16 goal that the resident
waould be able to communicalte basle needs ona
daily basils, and Intervenlions that included:

1. Gus, recrianl and svpervise as needed,
Initialed 2/28/16.

2, Keap the resident's routine consistant and try
ta provide cansistent care givers as much as
poasible, inftiated 2/28/16.

3. Aak yesfio questions in order to determing [he
resident's neads, initiated 2/28/16.

4. Present Just one thought, idea, questlon or
command at a lime, Inldated 2/28/16.

The resident's racord Indicated tha following:

The Insident/Accident Repart forim idantifiad on
5/30/16 at 1:4% p.m., staff found the resident on
the floor beskle tha bed and lylng an left side,
The report ndigated the resident a5 canfused and
disorienled az was prior to fie fall. No Injusies
were identifiad and the fall was unwitneszed.

The Incident/Accident Report form indicatad on
5/31/18 at 1:00 p.m., tha staff found the resident
on the floar on back in room. The resldent yallad
whan he nurae attempted to agsess the lek arm. .
The repart indicated the fall as unwilheased and
the facility sant the realdent to Ihe hospital, The
resldent had a diagnhosed of a fractured left
humerts {(upper arm bona) and returned o the
facility later the same day.
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Observallons of the restdant idenlifiad the
following:

On 6/20H16 at 12:29 p.m., the resldent laid on
back in bed with door open and made repsalad
yellz "I need halp, [ nesd {o get up”. The yeils
were audible 4 residant rooms away from
Resident #7's raom,

On 6/21/16 at 6:05 a.m., the door lo tha residanl's
room was closad and remalned closed at 6:08
a.m. when a cerlified nursing assigtant (GNA)
stated 1o stalf were in tha room with the resldent,

On B2116 at 8:34 a.m.. the staff person placad
the resldent at a dining room tabla with 2 other
regfdents (hat had food and baverages. Resident
#7 asked ihe resldents for thelr juice and then
yollad "l noad someihing to drink” s&veral timas.

On 8721118 at 12:25 p.m,, the resldent seated in
the dining roam after the meaf was campleted
and made repaated yalls "heip me, Y'm afrald™,
and "my arm huiig, | need to go to the dootar”.
Staff did not respond ta the resident’s yells but a
neighboring resident explalned the resident's arm
was broken and altempted to ¢alm the resident.
The resident lhen had repeated unanswered yslls
"y arm s broken; | * va got to go to the dactor”,

On 6/22H16 at 5:50 am,, the doar lo the residenl's
room was closed and observalion identifisd no
staff prasent in the room with the resident.

On 622116 at 11:14 a.m., Stalf K, CNA, was
interviewed and stated her assignment was the
hall of Resldent#7 ' 5 raom an 5/34/18 day shift.
Staff K slatad she dld not put the resident in bad
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aflar lunch and did not know who did. The
resldent's door was closed and she stated she
could hear the bed alarm going off [activated] as
the resident yallad for help In ths hallway near the
resident's raam after lunch. Staff K staled she
apenad the doar and found the resldent on the
floor, on back and blaod on arm.  Stalf K statag
she slayed with the resldent and yalled for help.
Staff K slated the realdent called out or yelled
frequenlly, Staff K stated the residents and staff
didn " tllice 1o hear it and shut Resident #7's doot.
‘[ Siaff K stated she had instructed ataff on
rapaatad occaslong thay shoutd not shut the
rasidanl's door because thay could not hear the
resident's alams of ¢alls for help when needed,
Blaff K stated the resldent didnt use [aclivate] the
aall light,

On 612218 at 3:20 p.m,, Staff G, CNA, was
intarviewed and slated sie worked the ovening
shift and Resldent #7's hall on 530H6 and
5/31/16. Staff Q stated the rasident had
dementia and often didn’t know what they were
saying but yelied oul. The staff and residants,
espacially tha 2 in the room across the hall, didi't
ilke to hear the resident's yellz and closed the
rasident's door, Staff Q stated she was instructed
by Staff G, licensed praclical nurse {LPN), te
pogition the tesldent on his/her left slde (faced the
wall) in order fo decrease the noise audible In the
haliway. Staff Q stated she instructad ofher
CNA"s that they should not shut the residents
door as they could not hear the residenl's calls for
help.

On 6/2216 at 5:40 p.m., Staff H, LPN (leensed
practicat nurss) and unlt manager, stated the

resldent’s door was ofien closed without staff in
lhe room. Staff H stated she had nstructed the
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staff (hey could not glose Lhe resident’s door and
staff continued to leave lhe rasident In the room
alone with the door closed after inelructed nol to.

On 6/22/16 al 7:35 pm,, StaffJ, LPN, slated she
warked the 6:00 p.m, o 6:00 a.m, shift, often
found the resident's door glosed whhout staff In
the room, she opened The door and hslructed
slaff to leave 1he door open at least a faw Inches
in order to hear the alarms and resident's oalls for
haelp, and was an ongoing batlls with the
rasidents that lived in tha same hall, Resident #7
yeiled at night and ather resldents didn't fike that,
Staff J atated the resldant would not uze the ¢all
light.

On 6/22/16 at 5:55 a.m., Staff F, CNA, was
interviewed and stated she had worked on the
night shifl for over 3 years, Stalf F statad the
resident always called otit at night and staff would
chack on the resident frequently, as tha resldent
often attempled to getup on thelr own, Staff F
slated after shefhe broke thelr hip, the resldant
needed at least 1 siaff person for support fo
stand.

On 6/23/16 al 10:28 a.m., the MDS coordinator
nurse stated sha warked on the day shifl on
5/31/16 and responded b the resident's fall, The
MDS nurse stated the resldent was on thelr back
on the floor near the sink and no malt lay on the
flaor. The bed alarm was audible and hadn't
been sllenced. The MDS nurse slated Staff H
was In the roam with a GNA (didn ' t yemember
which CNA).
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Each resident's drug regimen must be free from
unnecessary drags. An unneceagary drug is any
drug when usad in sxcessive doae {ncliding
duplicate therapy}; or for excessive duration; or
wilhout adequate manltoring; or without adequate
indications for its use; or In tha presance of
adverse consaquaences which Indicate the dose
should be reduced or discontinued; ar any
combinations of the reasons ahove.

Basad on 8 comprehensive assessment of a
rasident, fhe facliily must ensura that resldenis
who hava not used antlpsychofic drugs ara not
given thesa drugs unlass antipsycholic drug
therapy is necessary fo treat a spacific condition
as dlagnozed and documented In the clinical
record; and residents who use anlipsychotic
drugs recelve gradual dose reductions, and
bahavioral interventlons, unless clinically
conlraindicated, In an effort to disconlinue these
druigs.

This REQUIREMENT Is not mat as evidencex
by:

Basad on record review and staff interview, the
faclllly failsd to ensure realdents wers monitorad
for nonpharmacological intervendlons prior to the
adminlstration of an anti-anxiety medicatlon
(Resident #8}) and falled to administer medieatlon
(Sinsmet) as orderad by tha physician (Resldent
#1). The sample consisted of 27 residants and
the facility raporled a census of 60 residents.

Findings include:
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1, Resldent#1 had a MDS (Minimum Data Setl)
assessment with & reference date of 414/186,
Tha MDS ldenfifled Resldent #1 with disgnases
including hearl faffure, gastroesaphageal rellux
diseasa, ranal insufficiency, diabetes mallilus,
hyperlipidemia, non-Alzheimer's demantia,
Parldnzan's dissase, seizure disorder, and
asthma. The MDS Indleated the resldant had a
BiMs (BHef Interview for Mental Status) scora of
15 of 15. Ascore of 15 rapresenled no shott ar
long tarm memory problems and no problems
wilh cognilive skills for dally decision. Tha MDS
idaenlified the resident required limited assist of
oné staff member for bed mobillty, ambulalion in
room, and dressing. Tha MPS dslermined lhe
rasldent te be Independent wilh trarsfers, location
on and off the untt, tollet use snd pergonal
hyglene.

The Care Plan dated 5/2/2016 included a
problem of high risk for falls related o Parkinson'
5 and seizura disorder. The Gare Plan
interventiong Included and directed slaff to
adminlatar medications as ardered, moniior and
documant for effectivenesas and alde effacts,

The Progress Notes dated 5/2/16 at 6:67 p.m. n
indicated at 5:26 p.m. the nurse, Siaif G, recelved
a phone call from the hospilal on-call nurse
staling they have Resident #1 on lhs phonae with
possibly having a selzure. Stafi G entered
Resldent * s #1 room and the resldent found lylng
on the floor between the whaelchair and bedside
stand, head under he bad and positioned on
stomach, Staff G movad all ohjecls surrounding
the resident and placed a plllow under the
renldent ' 5 head and heels. Upan assessment of
the resldant no lacerallons, brulsing or bumps o
the head or body. At 5:25 pum. Staff G placed a
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call to the resident ' s physician and received an
arder 1o send the resident to the emergency room
for further avaluation, Tha rasidenl laft the facility
at 5:50 p.m. vla ambulancs continued o salza as
leaving the faclllty.

On 513716 at 12:30 p.m. Resident #1 was
Interviewed and stated on 5/2/2018, hafshe did
nat recelve tha scheduled 2 p.m. Sinemst
tedicatlon. Resldent #1 stated when ha/sha slapt
unfil 4 p.m. and the stalf did not wake himvher for
the 2 p.rm. medication adminlsteation of Slnemet,
Residant#1 slated he/ashe woke up at 4 p.m, and
want 1o gat his/har Sinmet madicalion from Slaff
EE. Certifiad Madication Aide (CMA), Resldent #1
stated at 5 p.m. Staff EE administared the 2 p.m.
dose and the § p.m. dose at the same time.
Resident #1 stated he/she asked Staff EE bafore
taking the medicallon If It wauld be safe fo lake all
the medication at once and Staif EE sald "[ think
s0". Raesident #1 stated he/she took the
madicalion, which is a double dose of Sinmat.
Rasident #1 statad Staff EE never even checked
wilh tha nursa if it would ba alright to take a
daubls dose, Regldent #1 stated ha/she lay down
In bed and about a half hour later hefsha falt like
the room spun. The regldent gtated he/she, could
not see and had the eall light on for 15 minutes,
Resident #1 stated he/she allempled to ransfer
to a wheslchair and fell to the floor. Resldent #1
siated hefshe then called the on-call hospital
hurae and gat on Lhe phone with that nurse about
25 minutes; the an-call nurae phaned the facilily
while helshe ramalned on the phone, and the
facility nurse came into hisfher room then and
Rasident #1 passed out at ihat lime. Resldent #1
stated they transfarrad him/her to the local
hosplial and Ihen transferrad to anothsr hospital
and he/she remembera waking up and belng on
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[Ifz support In the Intensive care unit of the
hospltal. Resldent #1 stated hefshe had
conlinuous selzure activity and the double dose of
Sinamet affected hisiher heart. Restdent #1

stated ha/she reparted lhis to the DON {Directar
of Nursing} and the LXON said he would be writing
g [discipling] Staff EE for administrating a double
dose of Sinemet,

Review of the Dischatge Summary dated 5/5M6
indicatad Resident #1 was admiliad on B/248
and dischargad on 5/6/16. Resident #1 principal
diagnoses includad; epilepsy wilh other periinent
dizgnoses: morbid chesity, cerebral
arteriovenous malfermation, sefzure, Parkinson '
& dlzeass, obslrustive pulmanary disease,
mathicllin reslstant slaphylococcus aureus
(MRSA) pneumonia, carabral aneurysm, [umbar
spinal stanosis (narrowing of lumbar vertebrae),
On arrival the resident intubatad and sedated,
Rasident able to ba extubated the next day.
Resident dischargsd on 5/5H6 back to skiflad
rrsing facility.

On 6M9/16 at 4115 pm. the Dirgetor of Nursing
(DOMN) was intervlewed and stated Resldent #1
raported o har on 5/6/16 about medleallon
administration. The DON stated she had not had
a chancs to investigats The issues. The DON
stated the resident had just relurnad from the
hospltal when he/she reparied congerns, The
DON stated lhe resldent was io confused atthe
time of repotting this. The DON further stated
staff should navar double up oh a missed doge of
madicalion with the next scheduls time of
medication, The DON stated if a dose is missed
then ataff are ta fll] ot a medication error,
monltor the resident, nolify the resldent ' &
physician and family and dosument In the nirae*
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s niotes. The DON stated no medicafion errar
report was completed for Resident #1.

On 5/20/46 a1 2:11 p.m., Staff EE, CMA (Gerlified
Medleation Alde) was Interviewed and atated an
5/2/16 aha warked on the floor [giving cares] untll
5:00 p.m. when asked lo administar medications.
Stal EE stated Resident #1 came up to her and
said hafshe naver racaivad their 2 p.m. Sinemet
medication. Staff EE staled Staff G, nurse, stood
by har and sald "ok shoot ¥ and Staff G gave the
2 p.m. dose. Staff EE stated ahe then
Immedlately gave the resident the 6 p.m. doae of
Sinemat and sha signad out administering the 2
p.m. dosa, even though sha did not give it, and
the & p.aon. dose, Staff EE stated e resident did
guestion her if itis ok to give bolh doses together
and Staff EE stated she did not have an answar
far thal but did tell the resident that it shauld be
ok, Staff EE stated she never checked with the
nurse If It ts ok to give back to back doses of
Sinemat and never reporied to the nurse that she
gave back lo back dosas of Sinemat to the
resident. Staff EE further stated that she is not
aware of side effects of medications and there is
a lot of pilis golng out,

On 52516 a1 9:40 a.m., Staff G, Licensed
Praclical Nurse (LPN) was interviewed and slated
she recallad on 5/2/16 pulling Staff EE from the
floor to administer madications as the facilily
short was staifed and sha went to the dining room
10 asslst wilh the meal service, Staff G stated ghe
did not racall glving Resldent #1 the 2 p.m.
scheduled dose of Sihemet and ihat Siaff EE had
signad out on the Medication Administralion
Racord {(MAR) as administering the 2 p.m. dose.
Siaff 3 stated she would not administer the 2
p.n. Shemet doge a1 8 p,m,, she would have
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completed a medication error form, ateess the
resident, notify the resident ' s physlelan and
famnily and decament It. Staff G stated Staff EE
niavet asked her about administering the resident
1 & Slhemet nar did Staff EE report anything about
doubling up on the resident' s 2 p.m. and 6 p.m.
dosa of Sinamet. Staff G stated she recelved a
phons call at 5:28 pm. fram the hosplial on-call
nuree regarding the regldent and Staff G stated
she went ta the rasldent* s room, no eall light on,
and rasldent on the floor having a seizure, Staff G
slated she assessed tha resident and called the
resldent ' s physician and order received to send
rasident to the emargsnay raem for further
avaluation, and resident was immediately
transferrad via ambulatce. Staff G stated she
tooked at the rasldent & phone and noted the
resident hiad callad the on-call nursa at 5:04 or
5:06 p.m.

On 5?5116 al 3:30 p.m., the Pharmacist was
Intarviswad and slated Sinemet has a long list of
sida offacts and people who take this medicallon
can bulld up a lolerance. The Pharmaclat stated It
would be difficuli to relate the dauble dose of
Sinemet to the resldent * s selzure,

Review of Resident * & #1 dlinical record lacked
Indicalion a medication error occurred, \hat Staff
EE notified facility that she adminislered a back ta
back, 2 p.m, and 5 p.m, dose of Sinamal,
resident heing monlterad after the double dose of
Sinemnet, and that the resident * & physictan
notlfled of 1t

2. Restdent #9 had a MDS (Minimum Dala Set)
dated 8/0/16, The MDS lated a dlagnosis for
Resldent #8 of non-Atzhsimer's demantia. The

FORM GMS-2567(02:88) Previous Varalons Obsolele Evant ID:0JLA11

Facllity 1D: JADRAR If contlnuation sheet Page 71 of 6




Aug. 5. 2016 2:H2PM Al American Care

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

ATATEMENT OF DEFIGIENGIES (X1} PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER:
165443

NAME OF PROVIDER OR SUPPLIER

PEARL VALLEY REHABILITATION & HEALTHCARE CENTER O

(AT SUMMARY STATEMENT OF DEFICIENGIES
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LEG IDENTIFYING INFORMATION)

F 328 | Gontinued From page 71

MDS stated the resident required the asslatance
of 1-2 staff far bed mobility, ransfers, walking,
dressing, ealing, tollat uae, patsanal hyglene, and
bathing. The MDS Indleated the residant had
sontinuous diasrganized thinking and inattenlion
and atated the resfdent had trouble concentrating
on things and was short-lempered nearly every
day of the MD& revlew perind, The MDS
indicated tha resident had physlcal behaviaral
sympltoms directed toward others dally and had
verbal behaviorat aymploms directed toward
olhera 4-6 days out of the wesk. The MDS listed
the resldant's cognition: as seversly impaired.

The Juna Physician's Order Shest for Resident
#8 displayad the following orders:

a. Haloperidol{an anfl-payehaile medlcation) 5
mg{milligrarms/ral{imiflliter} and to njact 0.2 ml
IM{intramuscularly) every 1 hour prifas neaded)
for acute agllation

b. Lorazepam{an anli-anxiaty medication) 1 mg
Take 1 tablet every 6 hours prn for anxlaty

Rasidant #8's Medication Adminlstrallon Reeords
(MAR} for May 2018-lune 2018 idenilfied staff
adminlaterad the pim Haloperldol 10 times duving
the period of 5H0/6- 6/18/16. The facllity lacked
documentallon of Intarventions implemented prior
to administralion of the medicaltion, ’
Resident #8°'s Medication Administration Records
(MAR) for April 2016-June 2016 revealed stalf
administerad the pr Lorazepam 54 times durlng
the pariod of 4/28/16- 6/12/16. The facilily lacked
documentation of Interventions implemanted prior
to the administration of he medication.

Tha Gara Plan for Resldent #8, dated 514 0HE,
directsd staff 1o eall the realdent's famlly o come
vigit ar talk an the phane with the restdenl when
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helshe “worrt sellle®, The Care Plan diractad
slaff to: Intervene before agliation sscalated,
guide the restdent away from the sourgs of
dislress, angage calmly in conversalion, and, If
the residenl's responsa was aggressive, walk
away calmly and approach lalar,

During an Inlerview an 8/22/16 at 5:55 p.m., the
MO8 Coordinator stated nuraes should docoment
non-pharmacelogical interventions on the
resident's behavior sheet or in The progress notes
prior to adiministering antf-anxiely madicatlons.

F 334 | 483.25{n) INFLUENZA AND PNEUMOCQCCAL
55=0 | IMMUNIZATIONS

Tha facility must davalop polictas and procedures
that ensure that --

() Before offering the influsnza immunization,
each resldent, or the regident's lsgal
representative racelves educalfon ragarding the
benefits and potentlal slde effects of the
immunization;

{ii) Each resident is offered an {nfluenza
immunizalion October 1 throuph March 21
annually, unlass [he immunization is medically
contraindleated ar the resident has already baen
fmmunized during this ime periad;

(1) The resldent or the realdent's Tagal
represcnlative has the oppertunlly to refuse
immunization; and

(iv) Tha resident's madical record includes
dogumentation that indicates, at a minimum, the
fallawing:

(A) That the resldent ar resident's Jogal
represenlative was provided education regarding
the benefits and potential side effecls of influenza
immunization; and

{B) That the resident sither received the

328
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influenza immunizalion or did not receive the
influenza immunizalion dus to medical
canlraindications or refusal.

The faclllly must develop policies and proceduras
that ensure that —

(i) Bafore offering the pneumocaceal
immunization, each resident, or the resident's
lagal representative receives edocation regarding
the benefitz and potentlal slde effects of the
Imrnunlzation;

{ll) Each resldent is offered a pneumacocoal
Immunization, unless the immunization is
madically contraindicated or the residant has
afreatly baen immunized;

(i) Tha resident or the resident’s lagal
rapresentalive has the opporunlly to refuse
imminlzatlon; and

(Iv) The resldent's medlcal record Includes
documenitation that Indieated, at a minimum, the
following:

(A) That the resident or residents [egal
representative was provided aducation regarding
the bensfits and potential side effects of
phaumacoceal immunization; and

{B) That the realdent elther recelved the
preumocaceal Immunizatlon or did hot receive
tha pneumaocaceal Immunization due to medicai
contraindicalion or refusal.

{v) As an aliemative, based on an assessment
and practilioner racommendation, a second
pneumasoscal Immynization may be given after §
years following the firat pheumoeoceat
Immunizatlon, unless madically conlralndleated or
the resident or Lhe resident's legal reprasentalive
refuses the second immunization.
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This REQUIREMENT is not mel as svidenced
by;

Based an recard review and ataff Interviews, the
facilily falled fo adminlster pneurnococesl
vaccines io 3 of 9 residents reviewed for
immunization status(Resident's #1, #6 and #7),
failed to administar the Shingles vaccine (herpes
zostor) as ordered by e physician for 1 resident
{Resident #6), and falled t¢ administer a
tubareulosls skin test as required Upat facililly
admisslon for Resldent #7. The facilily reported a
census of 80 residants.

Findings inclide:

1. Tha Minimum Data Sat (MDS) assessment
dated 5/6/18 revealed Resldent #6 had diagnoses
that inciuded non-Alzhelmer's dementila, had
severs cognitive Impalrment with symploms of
delirlum, required extenslve asslslance by 2 ar
more staff membars for {ransfers to and from bad
or ¢hair, bathing, toilating, dressing and personal
hygisna, and suparvision with set-up assistarice
required for ealing, and daily varbal behaviars
diracted at oihers,

Aphysiclan arder dated 12/31/15 dlrecled ataff:

1. Assurs Shingles vaccine has basan given.
2, Assure Prevaar 13 {pneumecoceel vaccine) is
given & ta 12 monihs later,

Resldent #8's racord did not revesl
documantaiion the resident recelved ellher
vaccine.

Duiing an Intervlew on 6/22/16 at 3:40 pm,, the
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MDES coordinator hurse stated Resident #6 had
not raceivad eithar vaccine, and the facilily had
recantly abtainad a varbal consent from the
rasponsibla party over the phone to adminlater
the Shingles vaceine. The facillty Falled to peovide
a copy of the Shingles vaccinalion infermatton
provided to the resldent's responsible parly.

The Shingles vaccine is prepared from ths five
Chickan Pox virus and poses a threal for
transmission of the virus (unlike most vaceinas
that are preparad fram kiled viruses and do nat
poae a rlsk for iransmiesion of the Hiness).

2. The MDS dated 5/10/16 revealad Resident#7
admitled ta the faciiity on 11/19/15 from an aculs
care hospital, had diagnoses that included
anemia, hypertension (high blaod presstire),
nan-Alzheimers dementla and hip fraclure,
gevers cognitive Impalrment with gymploms of
dellrium, and requlred extensive asslstance of 2
of more siaff members for Iransfers to and from
bed and chair, bathing, drassing, toileling and
parsonal hygiena, the rasident had not receivéd
the preumocaceal vaceing and the vacelng not
offered at the facilily.

The Initial hosplial transfer form with facllity
admizslon orders dated 11/19/15 diracted staff to
administer tha mfluenza and pneumococeal
vaceines.

Resldent #7°a record dld hot reveal adminlsiraflon
of the tuberculln skin test or doctmentalion
related to pneumococcat vaceine administration.
Tha rosident recaived the influenza vaccina prior
to facifity admisslan,

Lot
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A Vacelnation of Residents poliay, ravised April,
2013, directed staff:

1. Al residents will be offered vaccines that aid in
prevanting infaciious dissases unless the vaccine
is madically contralndlzated or the resldent has
already bean vaccinated.

2. Prlor fo recelving vacelnatlons, the restdent or
legal rapresentative will be provided Informatiaon
and eduaation ragarding the benafits and
potenlial side effects of the vaccinations.

3, Provision of suich education shall be
documented in (he residents record,

4, All new resldants shall be assessed for current
vageination status upat admisslon.

5. Gertaln vacclnes, such as Influenza and
pneumococcal vaceines may be administered par
ihe physician-approved facility protocol (standing
ordars) after assassed by the physician for
medical contraindicalions.

A Pnaumocossal Vascine polley, revised April,
2013, diracted staff. '

1. All resldenis wili be offered the pneumecoccal
vaceihe. )

2. Priar to or upen admission, residents will ba
asgaessed for eligivilily to racelve the vaccine, and
when indicated, will be offered the vaccine within
thirty days of admission o the faclily unless
medically contralndleated.

3. Assessments of pneumococeal vacolnatlon
slalus will ba conducted within & working days of
admission.

4. Bofora receiving tha pneumaococcal vaccine,
the resident or iegal representative shall receive
information and educatlon regarding the banefits
and potentlal slde aifects of the vacolne,

During an interview on 6/22116 at 11:18 am,, the
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MD3 coordinator nurse stated it was a standing
physician admission order 1o adrminlster the
tuberculin skin test to all regldents on admlaslon,
Rasident #7 had nat recelved the required
uberculin 2kin test or the pneumococeal vaccine,
Staff 3, Llcensed Practical Murse (LPN], was
supposed to administer pneumacoccal vaceines
and tubereulin skin teats to residents as required
but had nal performed the activily, the facily
aware that residents had not recalved tubereulln
skin tests and preumacoccal vacelnes as
ardgred,

During ah interview on 6/23/16 at 11:10 a.m., lhe
MDS coordinalor nurse stated tha facilily could -
nof indafinitely maintain a stpply of Prevnar
{pnaumacoscal vaceine) and Staff G had not
administerad pneumonla vaecines fo resldents
whom should have recelved It

4. The MDS dated 4114116 for Rasidenti
decumeanted the resldent with intact memaory. The
MD3 revealed that tha resident required
axtensive assistanca of two staff members for
bathing, and had bilateral lowar extremily
waakness. The MDS dacumented thal the
resident had Parklnson's diseass, a seizure
disorder, and heart fallure..

The Phyalotan's Order with the signed dals
4113186 diractad staff to provide the resident with
the pneumacoceal, and annual flu vaccinations
per the facifily policy.

Ugon record raview the residents racord lacked
dosumentalion of the lu or preumocaccal
vaceinations being admin{slered,

Duririg an Interview an 6/22/16 the MDS
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Coardinatar reported that zhe could nat find
dasimentation of the resident's vaccinallons.
483.30(a) SUFFICIENT 24-HR NURSING STAFF

‘PER CARE PLANG

The faelllty must have sufficlent nursing staff to
provide nursing and relatad services to altain or
maintain the highest practicable physical, mental,
and psychosocial well-being of each residant, as
determinad by rasident assessmants and
individual plans of care.

The facility must provide sarvices by sufflclent
numbers of each of lhe foliowing types of
persannel on a 24-hour basis fo provide nursing
cara to all residents in accordance with resident
care plans:

Excent when walved under paragraph (o) of thls
sectlan, Yeanssd nuraes and other aursing
personnel.

Except when waivad under paragraph (c) of this
saclion, lhe facility rust designate a licensod
nurse o sarve as a charge nurse on each tour of
duty.

This REQUIREMENT Is nat met as evidenced
by:

Based on observation, individual resident
intarviaw with Resident #9 and resident group
intarview which Ingluded 6 residents, the facllity
failed to pramplly snswer call Hghts. The facllity
repotted a cenaus of 80 resldents,

Findings include;
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1, Durlng the rastdent group interview on 6/21/16
at 1:48 p.m. 6 of 6 residents reporied that call
lights oan take up to 2-3 hours to gat answsarad,
and sometimes staff will shut off the light, and not
coma back, All the resldents reported that they
gilher had watches or clocks 1o Keep me.

2. During obaervation on 6/21/16 at 2:35 pm. a
call light went on for roorn number 103, With
constanl observation a staff member rasponded
1o [he call light ak 2:53 p.mn.

3. The Minimum Data Set (MDS) assassment
taal, dated 5H2/MB, llsted diagneses far Resldent
#0 which Included cerebrovascular aceldent
(stroke) and diabetes mellflus. The MDS
Indicated the residenl required extensive
asalstance of 2 staff for bed mobility, dressing,
and personal hygiens, and totally depended on 2
staff for transfers, tailet 0sa, and bathing. The
MD5 listed the resident's BIMS (Brief Interview
for Mantal Status) score as 9 out of 15, ndigating
maderately Impalred cagnitlon.

The care plan for Restdent #9, revised 4/26/16,
slated tha resident required assistance from staff
for bathing/showaering and perineal cares,

The facility Gail Light policy, dated /2115,
directed staff 1o regpond ta call lights In a fimely
manner fo rufz out an emergency slfualion and to
Improve resident satisfaction.

During &n Intarview on 6/21/16 a1 6:34 a.m.,
Residant #0 stated hefshe has had to wail longer
than 15 minttes for staff b anewer Ws/ber call
Hight. The rasident atated this happened as
recenlly as the night befors fast. The rasldent
siaiad hefshe has had incontinence apisodes dus
to walling so long for staff o answer he call light.

o Hahed
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#8=F | INFORMATION

The facility must past the following information on
a daily basis:
o Facility name.
0 The current dats.
& The tolal number and the aciual hours worked
by |he following categories of licensed and
unBeansed nursing staff directly responsible for
resldent care per shift
- Reglstered nurags,
- Licensed praofleal nuraes or ficensad
vocational nurses (as defined under State law).
- Gontified nurse aides.
o Residant consus.

The faclity must post \he nurse staffing data
speciiied above an a daily basig at the baginning
of each shiff. Data must be posted as follows:

o Clear and readahle formal, '

o I a promineni place readlly accessible to
rosidents and visitors,

The facliity muszt, upon oral or wrillen request,
make nurae staffing data avallable to tha public
for review al a cosl hat to exceed the community
standard.

The fagilily must maintain the posted dally nurse
staffing data for a minimum of {8 months, or as
required by State faw, whichever is groater.

(%) 1D AUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN GF CORREGTION {x5)
FREFY (FAGH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLEYION
TAG REGULATORY OR LEC INENTIFYING INFORMATION) TAG CROSS-REFARENCED TO THE AFPROFRIATE paTe
DEFIGIENGY}
F 353 | Continued From page 80 _ F 353 , - l 7 / é"
The rastdent stated this makes himfher feel “like
a low life". )ﬂzéw M 1” Zﬁd
During an intarview with tha Diractor of Nuralng
on 822116 at 5:08 p.m., she stated slaff shouid
anaswer cafl lights withln 15 minutes.
F 356 | 483,30(2) POSTED NURSE STAFFING F 356 7?%44,

Pload]
e Atalhal
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‘This REQUIREMENT Ig ot met as evidenced
by:

Based on obsewvatlon, racord review and staff
Interviews, the Facility failed to post the tofal
number and aclual hours worked by staff on a
daily basis as required. The facility reported a
cansus of 60 residents.

Findings Includa:

Observation an 6/20/16 at 1:07 p.m. revealed a
staff posting, dated 6/6/16, posted on a bultetin
board behind the Siation { nurases station and not
accassible to rasidents or visitors. The 6/8/16
posting idenlifiad a cansus of 59 residents.

The pogtlng remalned withelit change at the
following phaerved dates/limes:

6/20A6 at 214 p.m. and 4:34 p.m.

62116 at 6:11 a.m,, 8:47 a.m,, 11:09 a.m. and
4:08 p.m.

6/22/16 at H53 am.

On 6/22/18 at 11:03 a.m., a staff posting dated
6/22/16 was posted on top of tha B/8/16 posting
al lhe game locatlah, wilh census of 58 ldentlfled.
On 6/23/16 at 10:20 a.m., the 8/22/16 stalf
posiing remainad postad without updale.

During an intarviaw an 6/23/16 at 10:20 a.m., the
Dirgctor of Nursing stated the night shift nurse
wag ragpangble for the dally staff posting, and
not awara there was nof an updated staff posting
betwean 6/8/16 and 6/22/18, and relocated the
posling 1o a buflatin board in the common haliway
acrass from the nurees station.

X4 SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S FLAN OF CORRECTION (x5
PREFIX {EACH HEFIBIENCY MUST BE PRECEDED BY FULL FREFIX {(FACH CORRECTIVE AGTION SHOULD BR CONPLETION
TAG REQULATGRY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED YO THE APPROPRIATE DAVE
DEFICIENGY)
. -l
F 346 | Gontinued From page &1 F 356 7 ) é j
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F 356 | Continued Fram page 82 F 358
Duyring an Interview on 6/23/16 at 10:21 am., the
Adminiatrator stated she would get a frame foy M a)g /Z’M
the posting that weuld be focated belaw the claak W .
near the Stallon 1 nurses statlon and expected
stalf to updale the form daily as raquired.
F 362 | 483.35{b} SUFFICIENT DIETARY SUFFORT F 362

g5=F | PERBONNEL

Tha facility must employ sufficient support
personnal competant 1o carry out the funclions of
tha dietary service.

This REQUIREMENT Is nat met as evidenced
by:

Based on ohservalions, staff interviews, and
rasident interviews, the facilily failed to provide
mealz in a timely manner far 2 of 2 meals
observed, The fasllity reperted a census of 60
regldents.

Findings Inatude:

Duging 1ha resident group intarview on 6/20/16 at
4:48 p.m. 6 of & residants reportad that the meals
are not on time. The residents raported that
breakfast 2 io be servad at 7:00 am,, lunch at
11:00 a.m., and dinner at 5:00 prn., but they are
al least an hour late, Thres of 3 realdenls who
receivad Toom trays reported hat room trays can
be as much a8 two hours late,

The dielician signsd an alternate menau for lunch
dated 6/22/16 which Ingluded ham and cheese
sandwlohes, macaronl and chaese, frult, and wax
boans,

Jo iAol

y-17-lo
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F 362 Gontinued From page 83 F 362 }?' /7-/&

Observation on 6/22/16 at 11:25 a.m. revaaled
the main dinfng reom full of residents ready for
lunch,

Obzarvation an 8/22/16 at 12:00 p.rn. revesled no
food served to the residents. '

Obsarvation on #/22/16 al 12:16 p.m. revealed
Staff G, Cook, stirred boiling macareni on the
stova.

Dining an Interview an 6/22/16 at 12:15 p.m, Staff
C raported the elbow macaronl had been for the.
macaroni and chease for lunch,

Observation on 6/22/16 at 12:32 p.m. Tevaaled all
the residents servad axcept those that requested
macaront and cheass, and hosa wilh room frays,
and the GCDE unlt,

Ohaervatloh oh B/22H6 at 12:43 p.m. reveaaled
the distary staff slarted to served macaran] and
cheess..

Obsorvation on 6/22H6 at 1:33 p.m. revealad the
&taff FF, Registerad Nurse, varbalized to the
dietary staff with which residents were in the
CCDI {Chranie Confuslan/Dementing liiness) unit
of the Tacility.

Obaarvation on 6/22/16 al 1:55 p.m. revealed the
GO0 dining unit cart left the kilchen for
distribuiton 1o the residents in the GGDI unit.

Ohservallon oh 8/22/18 at 2:08 p.m. revealed he
room trays dellvered to the floor.

Observation on 6/22/16 revaatad that the last
dinner tray served at 7,30 pm.

Lot cdodhed
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F 362 | Continuad From page 84 £ 362 7G?é "é’
During an interview on 6/22f16 at 3:30 p.m. the p [ﬂ Mg M MM
Diractor of Nursing reported that breakfast is to
be sarvad at 7:00 a.m., lnch at 11:00 a.m., and
dinner is servad at 5:00 pm..
F 364 | 483.35(d){1)-(2) NUTRITIVE VALUE/APPEAR, F 364

88-F | PALATABLE/PREFER TEMP

Each resident receivas and e factlily provides
food prepared by methads that conserve nuliitive
value, flavar, and appearance; and food that is
palalable, atlractive, and al the proper
temperalura,

This REQUIREMENT is not mel as evldencad
by

Based on observation, interview, and policy
review, he faclity fallad to provide patatable food
for 1 of 1 noan maal service observad. The facilily
reported a cansus of 60 resldents,

Fingings include:
Observation on 6/22/16 al 2:00 pm revesled the
following food temperalures after completion of
th2 luneh meal service failled to be maintalned at
140 Fahrenhelt (F):
Waxad beang: 118 degrees F, litthe smokies: 110
degrees F, and mae and cheese: 132 degrees F.
Review of 1he facllily polley, Safe Food
Preparaiion, Steamtable, revealed the pofley
diracted staff that hiot foods must he 135 degrees
or higher and may not stay in the steamtable for
more than 30 minutes,
During an Intervlew an 6/21/18 the Dietician
Consultant reparted that the Klichen Jacks
loadership.
During an interview on 6/21/16 at 6:45 a.m. Staff
D, Caok, reporied that he/she did not receive any

Dlsast

la o 0bhad

Yo 4,
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F 364 | Conlinued From page B5 F 364 ' y o
dietary trainlng. p M MM
Durlng an interview on 6/22/16 at 2:48 p.m. the { m
MDS Goordinator reported {hat he Kitchen staff
didn't have diatary iraining.
F 471 | 483.35()) FOOD gﬂocuge, F 371 7 27% M’
se=t | STORE/PREPARE/SERVE - SANITARY

The facility must -

(1) Procura food from sources approved or
considared satisfactory by Federal, Stale or local
aulharitlas; and

(2) Store, prepare, distrbute and serve food
under sanltary conditions

This REQUIREMENT I3 nof mat ag evidencad
by

Based on obaervatlon, slaff Intervlews, and
review of he facllity polioy/pracedures, the facility
failad to prepare; distribute; and serve food under
sanitary conditions and failed to check food
temperatures afler the pures process for 3 of 3
residents and prior to the service of lunch and
dirner for 57 resldents, The facllity reported 2
census of G0 resldents,
Findings Include:
Observation on 6/22/16 at 12 pm ldeniifled Staff
Y, cook, and bagan to serve food. Three plates of
waxad beans were set wilhout temparalure of all
faod belng checked on the ateamiabls. The
syurveyar prompted Staff Y to check the
temperalures of alf fand belng sesved.
Observation on 6/22/16 at 12:45 pm Idenfified
Staff Y, cook. culling the meat and chease
sandwichas while waaring gloves. Slafl Y, with

o
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F 371 | Gonlinuad From page 86 F a74 7‘77& //ﬂ

gloves on, than touch his uniform and the
rosidant * s paper maal order and Lhan relurned to
cutling meat and chogse sandwiches, This
occurred 3 imes,

Observation on /22416 at 1:.00 pm revealed the
MDS coardinator eame Into the klichen ta help
sarve sandwiches. The ataff peraon walitad In
put a hair nat on, donned gloves hen precaded to
handle maat and cheese sandwlchas without
washing her hands.

Observation an 6/22/16 at 1:46 pm revealad Staff
Y, cock, ablained the trays ready for the residents
wilh pursed diets. Macaronl and chesse,
amokles, and waxed beans puread per guldalines
and placed anh saivice tray. StaffY did not eheck
the temperatures of the 3 ltems before serving
tham to 3 of 3 rasidents that raquired pureed
dials,

Obsarvation on 6/22/16 at 1:52 pm revealad Staff
Y go to the hardwashing sink in the kitchen and
placed goap an his right hand, Staffy weanl to
trrs the water an and If would not turn an. Staff Y
then went 1o &lnk at the dishwashing area and the
water would not fum on. Malntenance ataff had
turnad the water off dua to handwashing sink
leaking out of the collaction buckets or to the
finor, Staff Y then took a paper towaf; wiped soap
out of ight hand, donned glovas lhen procesdad
with meal sarvice.

Obaetvallan on 6/22/16 at 2:00 pm revesled Staff
C, Cook, cut maat and chaese sandwlches with
gloves on, pulting the sandwichas on room and
unit trays, placed a lid on the piate then back to
cutling meat and cheese sandwiches. This teok
place five (5) imes.

Observalloh oh /228 at the sanvlce of lunch
and dinner revealed the diefician and he
administrator wearing open foed shives. The
diatician ware black % haslsd shoss wilh one

?Aﬂ Q/-E}OLWd
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F 371 | Gentinued From page 87 F a7 70‘% /é
glrap across the bass of foes with another steap
below it. The dialician helped prepare and serve
food mulliple times. The adminisiralor wore
wadges wilh a thick strap at the base of toes.
The adminisirator helpad wash dishes and in the
food preparallon and service area multipls Emes.
Observation on 8/2218 at 5:30 pm revealad the
gurveyor nasdad to prompt Staff Z, cook, to
check the temperatures of alf food prior fo serving

lhe dinner meal.
Review of the fasility policy/procedura fifled, Safe ZZ M

Food Praparalion, diracted slaff to obtain final

cooking temperalturas; foods must reach the : g E [,QLQW
followlng Internal temperatures fae a rinlmum of

fifieen saconds, sanllizing your thermometer as ' M

you move from one food ltem to the next. The
policy diractad staff to achiave Ihe following
tamperaturas; meats 165 degress Fahrenheil;
frash, frozen or canned fruit and vagetables 165
degress Fahrenheit; poultry and sluffed foods
1645 degrees Fahrenhalt.

During an Interview on 6/21/16 the Dialician
Consultant reporled the kitchen facked
leadarship.

Puting an intarview on 6/21f16 at 6:45 a.m. Staff
D, Gaok, reparted she did nol raceive any diatary
{raling.

During an inlerview on 6/22116 at 2:45 p.m. the
MD5 Caordlnatar reported the Kitchon staff did
nat have dietary fraining. )

During the inifia] Kllchen tour on 6720746 at 9:30
a.m. to 10:12 a.re., identifiad the following
cancerns: the walk-in-refrigerator containad a
large roast beef cooked in a 4 quart plastic
rontalner not sealed, labaled or dated, 2 1.756
pound package of pepperani, nof sealad or dated,
a 4 quart contsiner of ham slices not sealed or
datad, a 22.4 pound box of Farmland meat
directly on the floor, 18 ham and chesse
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sandwiches on a conkie sheeal not coverad or
dated, a box of 16 dozaen pasteurized eggs
directly on the floor, 2 5 pound plastic bag of
mozzarella choess half full and ungaaled nor
dated. The walk-in-refrigaralor floor contained a
moderate amourt of foad delirs t Include
shradded carrots, cheese, and huiter packets.

The kitohien work area contalned a 22 quart
piastle conlaiher full of flour, with a ohe cup
measuring oup in the flour direclly on the floor. A
whits Threse-tierad plastic food cart, contained a
modarate amount of food debrds. The iichen
floor in tha prep aréq, under he sink, and under
the dishwasher containéd lhe following ltams;
gllvarware, food debrls, a plastle orange glass
undet he dishwasher, Tha anlire Kltchen floor
had =2 atleky surface. Undsr the handwashing
slnk, contained 2 four inch by four inch cracked
white floor tiles. The blug-graen colorad tila under
the food prap table contained sevaral cracked tila
of various sizes. The counlsriops in the kitchen
contained a cloudy appearanes, the metal prep
table contatned a gHity aurface with food debrls,
There were no sanitizer buckets In the kitchen.
The meat sllcer had a cloudy flm on it with food
debrls, it was not baing used and was uncovered.
Boih Vuloan avens had a moderate amount of
carbon build up insids, and the outer doors
containad a greesy surface with food drippings.
The griddle to the stove conlalned grease bulld
up. The hackeplash of the stova contaln a heavy
eatbon bulid up. The shelf above the ovans
conlalned a greasy, fuzzy surface. Above
sleamtable eontained an air vent with black fuzazy
dabris, The front of the white cupboards In the
kitchan cantained a gummy surface with a
maderate amount of food debils. The milik conter
contained 27 4 ounce undated thawed conlainers

(X410 SLMMARY STATEMENT OF DEFICIENC(ES ity PROVIDER'S FLAN OF CORREGTION P
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F 371 | Continued From page 88 F371 7 Q.% /&
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of strawberry Mighty shakes, and 40 4 cunce
undated thawed cantainers of chacalate Mighty
shakes,

During an Interviaw on 6/20/16 at 8:45 a.m. Slaff
D, Cook reported that she did not know how long
the Mighty shakes had baen in the cooler.

The dry slorage arsa revealed hoxes directly on
the floer which included, & 50 paund hox of
potatoes, bax or 8- 8 paund cans of Crlaeo, & box
with 24 cans of unpaeled diced red pappers, and
6 emply cardboard boxes, The dry storage flaor
contained a ihin fayer of driad mud, with a sticky
film.

The walk-in-freazer rovealed tha following ltems
directly on the flaor; 30 pound box of tater tots, a
box of - 3 paund bags of blueberrles, a 30
pound box of french fries, 2- 3 gallon drums of
vaniila lee craam.

The service hallway balwaen the dry storage, and
kitchan enlrance revealad a floor coated with a
lhin [ayer of dirt.

There were no ¢leanlng schedules posted In the
Kitchen area, and no notebooks could be found
elther.

Obsarvalion on 6/21/6 at 10:15 a.m. revaaled
the kitchen, service hallway flnor, walk-In-freezer,
walk-in-refrigarator, appeared same as the initlal
tour, and na cleaniny schedules were found,
Ohservatlon on 82176 al 1:30 p.m. revealad
eoncems from the initial kitchen tour remain the
same, and the walk-in-refrigarator alse now
inclugded a 4 quart container half full of beets
withaut 2 date,
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Obzarvallon on 8/21/16 al 3:24 p.m. revealad
Inllisl Kitchen tour concerns remained the sams.

The Facifity Cleaning and Sanitizing Policy
documented the following; Surfaces are to be
washad, rinsed and sanltized after sach use, and
foliowlng any Interruption of aperations when
eontamination may have occurrad. The
fand-contast surfaces of gtitis, griddles and
almilar cooking devices, and the cavities and door
geals of micrawave ovans are to be cleaned at
loast onca a day. Foad-cantact surfaces of all
cooking aquipment are fo he kept free of
encrugted greaze deposits and ather
accumulated aoll. Al watk surfacas are to bie
cleaned, and sanllized after gach use;
tlean-as-you-go.

Tha Food Sterags Policy decumentsd the
foliowing: Food removed from It's orlglnel
packaging Is 1o be protected fram contaminaltan,
by staring in clean, covered, sanltized containers.
Food eontalners are to be stored a minimum of 6
Inchas above fhe floor to pratect food from
splash, contamination, and at a height to prevent
sasy oleaning of he slorage ared. All items ase to
bea 6 inches off ihe floor, including all cardboard
boxes.

The facilily policy for Safe Faod Praparation
documented that the facility will monlior and
conlval the safe praparation of ail foodstulf,
including potentially hazardous food, to prevent
food-borna ifinass. Tha policy dirscled
supenvisors, as well as slaff member, will be
axpacled ta check the concentration of sanliizer
and 1he cleanliness of lhe solullon. Work
surfaces and equipment will be cleaned with
detergent and sanilized batween uses. Glovad
hands ara considerad to be a food contact

[oabs
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surfaca that can become contaminated or
scolded, Failure to changa gloves belwaen tasks
contributes to cross-contamination. Disposable
glovas are single use items and must be
dispozed of after each use.

During an inferview on 6/21/16 at ;46 a.m. Staff
B, Staff G, and Staff D all caoks reportad ihat
they have Iried to call the Distary Suparvisor, but
he will not answer, The staff reported that the
Dietary Supervisar had been at the facilily fora
rmonth,

Duzing an intarview on 6/21/16 at 10:11 a.m. the
Admlnisirator reported (hat they had not been
able to geta hold of the Dietary Suparvisor, and
that differant staff members hava triad to call him.

During an nterview on 6/21/16 at 4:00 p.m. the
factlity Dleliclan Conaultant reported that nobody
had been able to get in contact with the dletary
superviaor, The Dleticlan reported that she had
been working with the current staff, and the
diatary slaff has a lot {o learn. The Dieliclan
raported staff are hard to keep. The Dislician
reported sha had bean under part-time
employrment with the facllity sinee Dacember, The
Diallclan had been working with the dietary staff
with education refated to meal substliutlons, the
pureed process, and how 1o organize meal
sarvica so it has an organized system, The
Distician reporiad the kilchen lacked sadership.

A continuniis abservation on 6/21/16 helweean
8:36 a.m. ahd 11:00 a.m_ Idanlifled 1he staff did
not sanltize the dining room tablas after the
conclusion of the breakfast meat and before the
iunch maal was served. On 6/21/16 at 10:51
am,, Staff D, caok, placed paper placemais an

Ao ool
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the dining room fables and ovar wel water vings
that remained from breakfast beverages. Plated
lunch meals were placed or: lap of the placemats. '0 Zé’ W M WM@/
During an interview on B/22/16 at 7:13 p.m., the '
facllily's vaglstered and licensed dietician (ROLD)
stated a sanitizer wag avallablie In the Kitchen and
staff should sanitize Lhe dining room lables
batwesn each meal seivice,
F 441 | 48285 INFEGTION CONTROL, PREVENT F 441

55s0 | SPREAD, LINENS

Thie facility must establish and mainlainh an
Infeclion Conlrof Program designed to provide a
safe, sanitary and comfortable environment and
to halp prevent the development and ransmission
of dizease and infeclion,

(a) Infection Canlrol Pragram

The facilily must eatablish an Infectlan Ganlrol
Program under which it -

(1) Investigates, conlrofs, and prevents Infections
in the facilily: '

{2) Dacides what procedures, such as isolatich,
should be applied to an individual resident; and
{3) Malntalng a reeord of Incldents and correclive
actlong related 1o Infeclions,

(b} Preventing Spread of Infecilon

(1) Whan the Infaection Coniro{ Program
determines \hat a resident neads isofalion {o
prevent lhe zpread of infaction, 1he facility must
faolate the resident,

{2) The facliity must prohibit employeas wilh a
communlcable disease or Infected akin lealans
from direct contact with residents or thelr food, if
diract contact will transmit the disease.

(3) The facllity must require staff to wash their

Dlpant

Vax”

Ny, atithed
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hands after sach direct resident contact for which
hand washing is Indicated by accepted
professional practice.

(£) Linens
Personnet must handte, atore, process and
iransport linans so as to pravent (he spread of

infeclion, ZQ D |
Ly ool

This REQUIREMENT |2 not met a3 evidencad
by:

Basad on observaiion, record review, and
interviaw, the facilily falled to carry out adadquate
infaclion control measures for 2 of 2 resldents
utilizing a glucomater (Residente # 22 and #23)
and falled to prapstly dispose of soiled linens for
1 of 9 resldents ohzerved during personal cares
{Resldent #4). The facllily reparted a census of
60 resldents.

Findings include:

4. The Admission record for Resident #22 listed
a diagnosiz of diabetas mstlilus.

During ah obsgervation on 6/2116 at 7:02 am.,
Staff @, Llcensed Praclical Nurza (LPN) abiuined
a hlood sample with the glucometer far Regldent
##22 1o cheok the resident's blood sugar level.
Alter completing the blood sugar chack, Staff G
wiped lhe glucometer off with a Sanl-cloth. Slaff
G did not leave the Sani-clalh in contact with the
glucameter for any meastirable pariad of ime.

2. Ths Admission record for Resident #23 lsted
a diagnosis of diabetes mellilus.
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Biuzing an observation onh 8/21/116 at 6:58 am.,
Staff &, LPN, oblainad s blood sample with the
glucometer for Rasident #23 to check the
residant's blood sugar level. After complellng the
blood sugar chack, Staff G wiped the glucomalter
off with a Sanl-¢loth, Staff G did not leave the
Sani-cloth In contact with the glucomeler for any
measurahle patlod of ime.

Staff G ulilizad the same glucometer for -
Residants #22 and #23.

During an Interview on 672216 at 5:00 p.m,, the
Director of Nursing stated staff should cleanse
the glucormeters wilth an aleahol wipe and leave
the wipe In contact with the glucometer for 2
minutas,

3. Observalion on 6/20/18 at 12:20 pm revesaled
urine salurated finens: disposable incontinence
pad, filted shest, and cover shest on Resident
#4's lacr naar the rasidant’s room door. The
roam contalned light 16 dark yellow stains visible
oh the linens o (he floar. The resideni’s room
also contalned a strong utine ador srell,

4. Obsarvation on 6/21/16 at 8:20 am revealed
urine saturated linens: disposabie bed pad and
one white sock on Restdent #4' floor by the
sntrance ta the resident’s raom. The rooin
contained light to dark vallow stains visible on lhe
finens. The room contalned a slirong urine odor
smell aver the linana.

During an interview on 6/22/16 at 10:15am Stalf
¥V, Housekeepar, reporied staff are to dispose of
dirty linan. Staff V indicatad when ha/she s
cleaning and sees dify linen on the floor, ha/she
will bag thera, place them In the appropriate
place, and spray diginfected on the ares then pat
it dry. Whan askad how the carpet In resfdent’s
rooms are cleaned after spills or whan dirty lihen

F 441
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hag bean loft an the floor Stalf V veparted thal if it
Is & latge areq the facility has 2 carpet
shampaooers that will be used, fitis a amaller
spol, it can be clesned by hand.

During an intervlew on 6/2216 at $:30am the
Staff Developmant Coordinator reparted, audits
are completad (wice 8 week o ensure parl-care,
bathing and ather ADLs are belng complated por
guldelines. Tha Staff Development Coordinator
reported that If lssuas are noled, the stalf ls
correcled at the Hme an issue is noted and
offarad on the apot tralning.,

483.70(h)(2) ADEQUATE OUTSIDE
VENTILATION-WINDOWRMECHANIC

The faciilly must have adequate outside
vaniilation by means of windows, or machanical
ventilation, or a combination of the twa.

Thig REQUIREMENT s nol met as evidenged
by

Based on observation and intarview, the faciilly
failed to ensure adequate odor control lhroughout
the faciity. The facliity ldentified a census of 60
residents,

Findings include:

1. Observalion upon initial tour on 6/20/16 at
10:30 a.m. revealed a sfrong small of urine in the
specializad hehavlaral unlt naar the nursing
slalion.

2. Observalion on 6/20/16 al 10:45 a.m. revealed
a slrang amell of 4rine in the hallway of the 600
Hall.

F 441
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3. Observallon on 8/21/16 at 6:30 am. revealed
a strong smealt of uting In the specialized
behavioral unlf near the nursing station.

4, Obsarvation on 6/21/16 at apgroximalely 2:00
p.m. revealed a strong smalt of urine In the
nallway of the 600 Hall.

5. Chservalion an 6/22/16 at approximately
412:00 p.m. revealed a slrong siell of urine In the
haliway of (he 600 Hall.

Dhiting an intarview on 6/21/16 &t 6:30 am., Staff
N, Certified Nursing Assistant, acknowledged he
unit smellad like urine and stated 1t might be dus
to the trash which staff had not {aken out yet.

During an interview on 6722116 at 6:08 p.m,, the
Director of Nursing acknowledged sha had
smellad urine in the 600 Hall. She gtated there
was 2 haavily Incontinent resident in the hall and
1he facllity planned to move him/her ta a room
with ile rathey than campet.

6. Observallan on 8/20/18 at 12:20 pm reveatad
a strong urine odor In Regldent #4's room,
Rasidant's room smeiled of old urine. Upon
walking info Residant #4's raor toled urine
safyrated finens: disposable bed pad, filled shesf,
and cover shest on Resident #4's floor by entry
door. Light to dark yellow stains vislble on the
tinans that were on the floor. A sirong uting odar
smoll hoverad over he linens, Tha Resident
slaled the redliner s wat with urine, Resident #4's
raom felt humid, air condltioner nat on, the
personal fan had been on facing the resident, and
the resldent requested the door to be closed prior
ta leaving.

%, Ohservation on 6/21/16 at 8:20 am ravealed

lai
Y ataldod
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Resldent #4 sat in the recliner, The room smelled
of urne, Notad urine salurated llnens: chux pad
and ane whita sock on Restdent #4's floor by
enlry doot. Light fo dark yellow stalrg visible on
tha linens were on tha floor. A strong utlne odor
smsl} hovared over the linans.

8. ‘Observation on 6/21118 at 9:00 am revealad
very strong urine, almast armonta like, smell
caming fram Raesident #4's hunter green recliner
In resldent’'s room.  Observed Staff 8, Gordified
Murse Alde, placed & disposable bed pad an the
raclinay before the rasident sat down.

9, Observallon on 6/22/16 at 7:30 pm ravealed
Resident #4's room amelled a litife batter, but afll
smellad of urine.

During an interview on 6/22/16 at 10:15 a.m. Staff
V, Haugekespar, reported staff are 1o dispose of
dirty linen, Staff V indicated when hefshe is
cleaning and sees dirly linan on the floor, he/shs
will bag them, place them in the appropriate
placa, and spray disinfacted on the area then pat
ftdry. When asked how tha carpet In resldent's
rooms are claaned after spills or whan dirty Inet
had bean laft on the fioor Staff V reporied Ihat if It
Is a large aroa tha facility has 2 carpet
shampaoers that will ba used. If Itz a smalier
spat, It can be cleanad by hand.

20 A0
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58.12(135C) Admission, transfer, and dlscharge.

58.12(1) General admission pollcies. }O[JZ W M 3',— /?/é
I. For alf residents reslding In & heallh care facility "'
receiving reimibutsement through the medical W

assistance program under lowa Code chapter
240A an July 1, 2003, and all olhers subseduently
admitied, the facility shall colleet and report
Information regarding the resldent’s eligibility or
potential efigibilily for benefits through the Fedaral
Dapariment of Veterans Affairs as raquested by
the [owa commlaslon on Veterans Affalrs, The
facilily shall collect and report lhe infarmallon an
forms and by the procadures prazcribed by the
[owa commissions on veterans affalrs. Where
appropriate, the facilily may also repart such
Information to tha lowa department of human
sarvices. In the event that a resident is unabla te
assist the facility In obtaining the information, he
facility ahali seak the raquestad information from
the regldent's family members or rasponsible
patty.

For ali new admissions, the facllily shall
sollect and report the requlred Information
regarding the restdent's eilglbllily or potential
eligihility to the lowa commission on vetarans
alfairs within 30 days of the resident's admlsalon.
For restdents residing in the facility as of July 1,
2003, and prior 1o May 5, 2004, the facilily shat
colleot and report the required Information
regarding tha resident’ s eliglbtiity of potantial
sligibility Lo the lowa commission on velerans
affairs within 90 daya after May 5, 2004,

If a resident is aligibla for beneflts through the
federal Department of Affalra or other third-parly
payor, the faciiity shall seek reimbursement from
such benefits to the meximum extent avatlable
hefore seeking relmburseraent from he tedical

_— ——
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assislance program establishad under lawa Code
chapter 2494,

The provistans of this parageaph shall not
apply to the admisslon of an Individual as a
resident to & state mantal heallh institule for
acute psychiatric cara or ta the admission of an
individual to the lowa Vetarans Home. (L[}

This Stahste |s not met as evidenced by:

Pased on record review and staff inferviews, the
facllily failed to ensure that residents aligible Tor
vateran benefits were antered on the facilily's
Surrent Resident Suramary (GRS form) report for
4 of 5§ resident records reviewed (Residents #15,
#16 and #20). The facliity reported a census of 80
resldents.

Findings include:

Reviaw of tha facillty's Resident Admission
Faporis and GRS report revealad,

1, Resldent#15 wag admltted to the facillty on
1205, remalned at the facllity until 530116,
and waa not assessed for vélaran banafils
aligibility.

2. Rasidant #19 was admilted to the facilily on
3722116, remalned at the faclity at the time of
alltvey completion on 8/23/16, and was nat
agsessed for vetaran benefits aligibility.

4. Rosident #20 was admitted to the facility on
11111618, remained at the facllity at the time of
survey completlon an 823116, and was rot
pesessed for veteran benefits eliglbllity.

During an Interview on 6/23/16 at 10:50 a.m., the
Adminisirator stated the previous adminlstrator

P
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was responsible for resident vataran benefit
aligibilily assessment, unable fo locate the

records for Resident's #15, #19 and #20, and
messages left thal requasted relurn calls from the
previous administrator had gone unanswered.
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Plan of Cotrection for Peat! Valley Rehabilitation & Health Care Center,
Washington, Iowa,
Accept this as the facilities credible allegations of gompliance

F157

I Following comrected action will be accomplished for those residents found to have ineffective
- by the current practice.

» Resident was discharged from facility on 6/12/16.
e Any changes in residents condition injury or any med changes, cardex orders
must be reported to doctor immediately, Director of Nursing and Administrator

L. Other residents with the potential to be affected by the current practice: ‘Will be identified and
the following cotrective actions will be taken.
»  Director of Nursing or designee has reviewed all incident and accident reports for
past 30 days to assure all/any changes.
Family notified of changes in condition or any other conditions.
s Director of Nursing or designee has reviewed all 24-hour reports and nurses note
to agsure notification of change.

111, Following measures will be put in place/and or systemic changes will be made to ensure the
current practice does not reoceu.

» Full assessment from nurse
o  Staff to be re-educated on policy of change of residents condition by Director of
Nutsing or Designee. :

IV. The following will be completed and monitored to the quality assurance program.

« The Administrator and Director of Nutsing have developed an audit tool to
monitor compliance.

o The Ditector of Nursing or designee will complete this audit daily for one
month, Then the Director of Nursing or designee will audit weekly for 6 months
per QI Comtnittees recommendations.

« Any findings will be reported to the Administrator immediately.

o  All findings shall be reported to the QI Committee monthly for further
recotnendation and action.



hug, 5. 2016 3:01PM  AlT American Care No. 2045 P,

Plan of Correction for Pearl Valley Rehabilitation & Health Care Center,
Washingion, lowa.
Accept this as the facilities credible allegations of compliance

- F167

1. Following elements wete implemented to cotrect the deficiency
s The survey book will be posted by the fiont door.

1I. The Administrator or designee completed a survey book inspection.

1L Following measures will be put in place/and or systemic changes will be made to ensure the
current practice does not reoceur,

« Administrator or designee will file newest survey tepoit
IV. The following will be completed and monitored to the quality assurance program.

e The Administrator or designee have developed an aundit tool to monitot
compliance.

+ The Administrator ox designee will complete this andit weekly for one month.
Then the Administrator or designee will audit monthly for 6 months per QI
Committees recommendations.

¢ All findings shall be repotted fo the QI Committee monthly for further
reconumendation and action,

15/43
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Plan of Correction for Pear] Valley Rehabilitation & Health Care Center, Washington, Iowa.
Accept this as the facilities credible allegations of compliance

F208
1. Following corrected action will be accomplished for those residents found to have ineffective by current

practice,

«  Resident#1 has been given the admission information by the social service coordinator on 8/5/2016.

1L Other residents with the potential to be affected by the current practics will be identified and the
following corrective actions will be taken,

« To identify other residents that may be affected, the DON or designes have reviewed all residents to
assure all admission paperwork was completed. Any residents affected found deficient will have

paperwork completed iimmediately.

111 The following measures will be put in place and/or systemic changes will be made to ensure the
cuirént practice does nof reocenr,

¢ DON or designee will monitor all new admission paperwork for compliance.

v. The following will be completed and monitored to the quality assurance prograrm.

e The Administrator and Director of Nursing have developed an audit tool to monitor facilities
compliance with plan of correction.

v The Director of Nusing or designee will be responsible for the audit completion.

»  Any negatlve finding will be reported immediately to the Administrator for follow up.

« Results of the audit will be presented to the QI Committee weekly for follow up
recommendation for one month.



hug. 5. 2016 3:02PM  AYT American Care No. 2045 P 17/43

Plan of Correction for Pearl Valley Rehabilitation & Health Care Center,
Washington, lowa.
Accept this as the facilities credible allegations of compliance

F225

1. Following corected action will be accomplished for those residents found to have ineffective
by the current practice.

o Investigate/report allegation immediately
Thete as been no further incidents involving resident #8 and #21.

o Administrator or designee will report all new hires have proper paper work
completed before allowing them to work in faeility.

- 1L Other residents with the potential to be affected by the cunrent practice! will be identified and
the following corrective actions will be taken.
e Director of Nusing or designee has reviewed 30 days of all documented incident and
aceident reports including but not limited to resident-to-resident altercations.
¢ Any identified will be reported to DIA
s No others have been identified during review

111, Following measures will be put in place/and or systemic changes will be made to ensure the
current practice does not reoccur.

« Allincidents/accident reports will be reviewed during faculties daily review to
determine if incident meet reportable standards

¢ Any resident-to-resident altercation during weekend will immediately be reported
to Director of Nuising or designee for assessment and review if ocowrence meets
teportable standard.

e Ifitis determined that incident rises to reportable, the facility Administrator will
immediately be notified.

o All staff will be re-educated on Resident Safety, incident reporting and Reportable
Criteiia,

V. The following will be completed and monitored to the quality assurance program.

¢ The Administrator Director of Nursing has developed an audit tool 10 monifor
compliance.

o The Director of Novsing or designee will complete this audit weekly for one
month. Then the Director of Nursing or designee will audit monthly for 6
months per QI Committees recommendations,

«  All findings shall be veported to the Administrator immediately and to the QI
Committee monthly for further recommendation and action.
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Plan of Correction for Pearl Valley Rehabilitation & Health Care Center,
‘Washington, lowa.
Accept this as the facilities credible allegations of compliance

F246

1. Following cotrected action will be accomplished for those residents found to have ineffeotive
by the current practice.

Resident 6 & 7 will have al} scheduled meals provided in special needs dining room.
Resident 1 received the recommended Botox on 6/29/16.

Resident 2 was seen by vascular on 7/11/16 and no follow up recommendation
Resident 12 doctor’s office notified to schedule appointment with neurologist. Awalting
retum call.

. To determine if other residents may have been affected

e Director or Nursing or designee have reviewed and audited all consult orders and
recommendations to determine if residents have ordered consultative doctor follow up
for the previous 3 months.

« Director of Nursing ot designee have reviewed residents feeding plan of care. Based
on record review and direct observation residents identified have been referred to
speeoh therapy for evaluation, All plans of care have been revised accordingly.

e« Director of Nursing and Administrator have developed a dining room assignment fot
staff, to provide residents with assistance according to residents individual plan of
care.

« Resident care cardex have been audited by Divector of Nursing or designee to assure
that all areas ate reflected. Any area identified lacking on cardex was corrected

immediately at time of audit.

1L Following measures will be puf in place and for systemic changes have been made to ensuie
the cutrent practice does not 1¢0CCUr.

o The Medical Records Coordinator, Divector of Nursing, Administrator, Resident
Care Coordination will meet daily to review all outgoing appoiniments,
transportation schedules and any follow wp recommendations as
ordered/recommended.

o All appropriate staff shall be educated on new policy and procedure

« Medical Records Coordinator shall maintain an ongoing flow sheet for the
purpose of logging all appointments, date ordered, transportation and date of
completions as well as follow up appoiniments.

o The Medical Records Coordinator will copy and review with Director of Nwising
all retutning consults progress notes daily to assute and follow up
ovders/recommendations are adhered to.

e To provide increase supervision during meals the Director of Nuising or designee
have assigned staff to dining room on daily bases and document staff assigned fo
imeal service. Administrative staff will be assigned to assist and supervise dining
room seivice and resident supervision/assistance.
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o The Administiator has enhanced dining room staff supervision to include a
member of the rehab department as well as designated facility staff

« MDS Cootdinator shall be responsible for reviewing, updating and maintaining
vesident certified nursing assistant cardex and individual plans of cave,

- TV, The following will be completed and monitored to the guality assurance program.

e The Administrator and Director of Nursing have developed an audit tool to
monitor facilities compliance with plan of correction.

s The Divector of Nursing ot designee will be responsible for the audit completion.

s Any negative finding will be reported immediately to the Administrator for
follow up

s Resulis of the audit will be presented to the QI Committee weekly for follow up
tecommendation for one month.
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Plan of Correction for Pearl Valley Rehabilitation & Health Care Center,
Washington, Iowa.
Accept this as the facilities credible allegations of compliance

F252

1. Following corrected action will be accomplished for those residents found to have ineffective
by the cument practice.

o Resident #1°s room was immediately cleaned and trash emptied.

I Other residents with the potential to be affected by the current practice: Will be identified and
the following corrective actions will he taken.

o The Ditector of Maintenance and Administrator completed a room-by-room
inspection to identify any housekeeping deficiencies no other were identified.

1L, Following measures will be put in place/and or systemic changes will be made to ensure the
curent practice does not reoccuw,

o All resident rooms will be inspected daily by the Divector of
Maintenance/desighee.

o All staff have been re-educated on maintaining a clean environment including but
not Hmited to overflowing trash receptacles.

o Additional housekeeping staff have been hired, trained and scheduled.

IV. The following will be completed and monitored to the quality assurance progra,

o The Administiator and Director of Maintenance have developed an audit tool to
monitor compliance.

¢ The audit tool includes direct observation of all resident rooms.

¢ The Director of Maintenance will complete this audit daily for one month. Then
the Director of Maintenance will audit weekly for 6 months per QI Committess
recommendations.

» Any findings will be reported to the Administrator immediately.

o All findings shall be reported to the QI Committee monthly for further
recommendation and action, _
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Plan of Correction for Pearl Valley Rehabilitation & Health Care Center,
Washington, Iowa.
Accept this as the facilities credible allegations of compliance

F253

L. 'The following interventions were implemented to correct identified area

1, A floot tech has been hired to refusbish the dining room floot.

2. The walls in the Assisted Dining Room have been cleaned by housekeeping.

3. Repairs have been made to the leaking ceiling and tiles replaced in the 300 hall
soiled utility room,

4. The facility i in the process of obtaining work estimates for repairs of the wall
with bulge and discoloration as identified.

5. The fenced in courtyard has been weeded and will continue to be weeded by
mafntenance personnel or designee.

6. The exterior door to the courtyard has been oxdered will be replaced upon receipt.

7. 'The electrical wires sticking out of the courtyard wail have been temoved by
maintenance.

8. The holes inside the Memory Care Unit have been patched and painted by
maintenance.

9, Resident rooms #308, 310, 311, 312, 600, 602, 603, 604, 605, 606, 607, 609, and
611 have been cleaned with the carpet extractor by hovsekeeping,

10. Resident rooms #604, 606 and 611 have been deep cleaned odor temoved by
housekeeping.

10A. Wallpaper removal and painting is ongoing and will continue throughout the
facility until completed by maintenance.,

11. Resident #8 toilet has been cleaned by housekeeping,

12. Resident #9 room has been cleaned and floor swept and mopped by
housekeeping.

13A. The facility is in process of obtaining work estimates for repairs in the shower

toom on Hall 100 to replace/repair the grout in between the shower tiles identified.

The vent and orange/black substance has been cleaned by housekeeping,

13B.Non-slip pads and shower mat have been ordered for the bottom-of the shower

raom on Hall 500 and will be replaced upon receipt. The orange/black substance on

the shower floor has been cleaned by housekeeping.

13C. The facility js in process of obtaining work estimates for repait/replacement of

the grout in the shower room on Hall 600 identified. The shower wall covered with

an orange/black substance has been cleaned by housekeeping. The baseboard near

the shower with orange/black substance has been cleaned by housekeeping.

II. Other residents with the potential to be affected by the current practice: Will be
identified and the following corrective actions will be taken.
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v The director of Maintenance along with the Administraotr completed a room-by-room
inspection to list and identify, but not limited to rooms with stained carpets, odors,
sticky/dirty floors, and stained shower rooms.

o A list was compiled of all repairs needed duting the inspection.

The Director of Maintenance and Administrator developed a work list and schedule fo
complete all vepairs,

11, Following measures will be put in place/and or systemic changes will be made to
ensure the current practice does not reoccur,
s The Administiator and Director of Maintenance have developed a
weekly room ingpection audit too] fo be completed by the Director of
Maintenance or designee.
«  All rooms will he inspected weekly and results of audit will be given

ta Administrator for teview,

IV. The following will be completed and monitored to the quality assurance program.
o The Administiator and Director of Nursing of designee have
developed an avdit tool to monitor daily x 2 weeks, then weekly x 6
months.
o Any findings will be brought to the Administratar immediately.
«  All findings shall be reported to the QI Committee monthly for further
recommendation and action.
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Plan of Correction for Peart Valley Rehabilitation & Health Care Center, Washington, [owa.

F254

Accept this as the facilities credible allegations of compliance

1. Following corrected action will be accomplished for those residents found to have ineffective by current
practice.

II.

11N

iv.

Resident #1 and resident #3 were provided washeloths and towels immediately.
New washeloths and towels were ordered, received and distributed on 6127116,

Other residents with the potential to be affected by the current practice will be identified and the
following comective actions will be taken,

To identify other residents that may be affected, the Director of Maintenance ot designes completed a
room-by-room inspection to identify any housekeeping deficiencies no other were identified.

The following measures will be put in place and/or systenic changes will be made to ensure the
current practice does nof reoccur.

All resident rooms will be inspected daily by the Divector of Main{enance/designee.
All staff have been re-educated on providing wash cloths and towels to all residents
Additional washeloths and towels were ordered and received on 6/27/16.

The follawing will be completed and monitored to the guality assurance program.

»  The Director of Maintenance or designee Liave developed an audit to ol to monitor facilities
compliance with plan of correction,

e The Director of Malnteniance or designee will be responsible for the audit completion.

»  Any negative finding will be reporied immediately to the Administrator for follow up.

o Resulis of the audit will be presented to the QI Comenittee weekly for follow up
recommendation for one month.
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Plan of Correction for Pear] Valley Rehabilitation & Health Care Center, Washington, lowa.

F279

Accept this as the facilities credible allegations of compliance

1. Following corrected action will be accomplished for those residents found to have ineffective by the cutrent
practice.

1.

IL

Resident § was evaluated by Psychatractive Service on 7/19/16.

To determing if other residents may be affected the Director of Nursing or designes have
reviewed all residents feeding plan of care and by direct obvesrvation and/or interview have
reforred residents identified to speech therapy fore evaluation, .
Care Plans were revised accordingly.
Don and Administrator have developed a staff dining Toom assigniment to provide residents with
assistance according to residents individual plan of care.
Resident Care Cardex have besn audited by Director of Nursing or designee to assuve that alf areas of
care ate reflected. Any resident identified as missing a cardex was provided immediately st time of

audit,

“'he facility has implemented the following sysfem changes 10 prevent reaccurnence,

e« Toprovide increased supervision during meals the Director of Nursing or designee have
assigned staff to dinning room on daily basis.

« Inaddition to assipned staff, meals will be supervised by an administrative staff member,

« The Administrator has enhanced dining room staff supervision to include a mermber of the
vehab department ag well as designated facility managets.

+  MDS§ Coordinator shall be responsible fore reviewing, updating and maintaining residents
certified nursing assistant care cardex and individual plans of care.

1V. The following will be completed and monitored to the quelity assurance program.

«  The Administrator and Divector of Nursing have developed an audit tool to monitor facilities
compliance with plan of correction.

¢ The Direstor of Nursing or designee will be responsible for the audit completion.

+  Any negative finding will be reported immediately to the Administeator for follow up

«  Restlts of the andit will be presented to the QI Committee weekly for follow up
recommendation for one month. '
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Plan of Cotrection for Pear] Valley Rehabilitation & Health Care Center, Washington, lowa.
Accept this as the facilities credible allegations of compliance

F279
I Following corrected action will be accomplished for those residents found to have ineffective by the cutrent

practice.

+ Resident 7 was evaluated by Psychatractive Service on 7/19/16.

o  All staff were immediately educated on the impartance of assuring resident safety and supervision
including but not limited to not elosing resident door or other practices that may upsct staff ability to
prove appropriate monitoring of residents.

1L The Ditector of Nussing or designee have reviewed all residents in facility with potential fo be
affected by residents behaviors that may result in a decrease of resident observation and safety.
¢  All residents identified will be reviewed by inner disciplinary committee and care plans
revised as indicated.

fl.  The facility has implemented the following system changes to prevent reoccurrence.

o Allresidents identified as high risk for falls/injury will be identified with a silver star outside
OO,
All staff have been educated on safety precautions associated with Silver Star.
Resident identified room door will remain open unless staff is present in room.
All staff passing resident room with silver staff will visually check room to assure resident

safety.
o A list of those restdents identified will be maintained at each nurse’s station by Director of

Nursing or desipnee.

Certified Nurses Aide cardex have been updated to reflect Silver Star program.

All identified residents care plan will identify safety precautions and will be updated by the
MDS coordinator.

V. The following will be completaci and monitored fo the quality asswance program.

v The Administrator and Director of Nursing have developed an audit tool to monitor facilities
compliance with plan of correction.

»  The Director of Nursing or designee will be responsible for the audit completion.

«  Any negative finding will be reported immediately to the Adminisirator for follow up

»  Results of the audit will be presented to the QI Committee weekly for foflow up
recommendation for one month,
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Plan of Cotiection for Pearl Valley Rehabilitation & Health Clare Center, Washington, Iowa.
Accept this as the facilities credible allegations of compliance

F279

L. Following corrected action will be accomplished for those residents found to have ineffective by the current

practice.

Resident 4 was evaluated by speech therapist on July 28, 2016 with the following recominendations.
Resident diet changed to regular diet and may have thin liquid with no restrictions

Resident care plan has been reviewed and revised with cutrent spesch therapist recommendations
Resident use of paper dishes has been discharged secondary to decrease in behaviots

Resident certified nurses assistant care cardex has been updated to reflect care needs.

Resident 6 will he eating in assisted dining room which is mote quite environment labotatory work

that included a complete medical profile and pre-albumin, physician confirmed order with signature
on 5/17/16 via fax,

1. The Direstor of Nursing or designee have reviewed all residents feeding plan of care and speech
therapy evaluation orders obtained ns identified.
» Director of Nursing and administrator have developed a staff dining room assignment to assure all
vesidents are provided with assistance as identified in residents individual plan of care.
s All resident care cardex have been reviewed by Director of Nursing or designee to asswe that all
resident care and safety needs are reflected.

11l The facility has itplemented the following system changes to prevent reoceUrYonce.

To provide increased supervision during meals the Divector of Nursing or designee has
assigned dedicated staff to both the main dining roon and the assisted dining room on a daily
basis.

The administrator has enhanced dining room supervision by including a member of the rebab
department as well as designated facility members.

MDS Coordinator shall be responsible for reviewing, vpdating and maintaining certiffed
nursing assistant cardex and care plan.

Speech therapy will continue to screen residents quarterly, change of status, and upon
readmission from hospital,

IV. The following will be completed and monitored fo the quality assurance program.

The Administrator and Director of Nunsing have developed an audit tool 1o monitor facilities
compliance with plan of correction.

The Director of Nussing or designee will be responsible for the audit completion,

Any negative finding will be reported immediately fo the Administeator for follow up
Results of the audit will be presented to the QI Committes weekly for follow up
recommendation for one month. ‘



Aug. 5. 2016 3:04PM ALl American Care : No. 2045 P, 27/43

Plan of Cowection for Pear] Valley Rehabilitation & Health Care Center, Washington, Iowa.
Accept this as the facilities credible allegations of compliance

F281
1. Following corrected action witl be accomplished for those residents found to have ineffective by the curcent

practice,
o Resident 5 G Tube was flushed and signed for by nurse

I There 4re no other residents with internal feeding in the facility. Resident 5 has an appointment at
the University of Towa City for GT removal on August 3, 2016,

I Director of Nursing or designee will review all {reatment records for signature verification of
completion daily. Any omissions will be brought to the attention of the nurse for review and
investigated. All murses have been educated on treatment policy and proeedure including but not
limited to signature/initial after completion.

1V. The following will be completed and monitared to the quality assiwance program.

¢  The Administrator and Director of Nursing have developed an audit tool to monitor facilities
compliance with plan of correction, _

s The Director of Nursing or designee will be responsible for the audit completion,

«  Any negative finding will be repurted immediately fo the Administrator for follow up

» Results of the andit will be presented to the QI Committee weekly for follow up
recommendation for one manth.



hug. 5 2016 3:04PM A1l American Care No. 2045 P, 98/43

Plan of Cortection for Pear! Valley Rehabilitation & Health Care Center, Washington, lowa.

F309
L

1L

1L

Accept this as the facilities credible allegations of compliance

Following corrected action will be accomplished for those residents found to have ineffective by

current practics.

»  Resident #10 was discharged from facility on 6/12/16.

«  Resident #27 had surgical procedures/removal of basal cell on 5/19/16, All recommendatfons
were followed as ordered,

Ditector of Nursing or designee have reviewed all reported accidents and incidents for past 30

days as well as all nursing documentation for any injury/bruise and any change in condition net

previously noted.

e+ The Director of Nursing or designee have reviewed and audited all consultant
ordershrecommendations to determines if residents were ordered/received consultative/doctor
follow p for previous 3 menths,

The follpwing system changes have been implemented to prevent reacouizence.

All residents with accident and incident including resident’s unidentified injury as well as those
with no visible injury will be assessed by a nurse q shift x 72 hours and document results
including change in condition.

The DON or designee will maintain a flow sheet of all residents requiring 72-hour assessment
post accident and incident to assure compliance.

All appropriate staff have been educated on revised policy and procedure.

The medical records coordinator, DON, Administrator, resident Care Coordinator will meet daily
to review all outgoing appointments, fransportation schedule and any follow vp recommendations
as ordered.

All appropriate staff shall be educated on the new policy and procedure.

Medical records Coordinator shall maintain an ongoing flow sheet for the purpose of recording all
appointments, date ordered, transportation, date completed ag well as follow-up appointments.
The Medical Records Coordinator will copy and review with DON and Administrator all
returning consults recommendation and progress notes daily to assure compliance.

IV. The following will be completed and monitored to the quality assurance program.

s The Administrator and Director of Nusing have developed an audit tool to monitor facilities
compiiance with plan of correction.
‘The Director of Nursing or designee will be responsible for the audit completion.
Any negative finding will be reported immediately to the Administrator for follow up
Results of the audit will he presented to the Qf Committes weekly for follow up
recommendation for one month.

Date of Completion July 26, 2016
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F312
I Following elements were implemented to correct the deficiency as it relates to residents 1,
2,4,5,11,16,17,18.
s All received bath/shower as per bathing schedule/resident preference.
1L Director of Nursing or designee have reviewed all residents bathing sehedule to assure all

residents are scheduled for a bath/shower at minimum 2x/week.

MDS Coordinator has updated certified nurses aide care cardex to reflect residents bath
schedule/preference.

IIL. The follpwing system changes have been implemented to prevent reoccurrence.

Director of Nursing or designee will review all bath records including shower skin sheet
daily. DON or designee will interview all residents who refuse a bath/shower to
encourage/teschedule bath/shovet.

Resident care coordinator will interview all new adimissions for bath preference and schedule
baths aceardingly.

All nursing staff will be re-educated on resident bath documentation.

1V. The following will be completed and monitored to the quality assuiance program.

The Administrator and Director of Nursing have developed an audit tool to imonitor facilities
compliance with plan of correction.

The Directorof Nursing or designes will be responsible for the audit completion.

Any negative finding will be reported immediately to the Administrator for follow up
Results of the audit will be presented to the QI Committee weekly for follow up
recommendation for one month.
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F323

L. Following corrected action will be accomplished for those residents found to have ineffective by the cnrrent

practice,

¢ Resident 7 was evaluated by Psychatractive Service on 719/6. ]

s All staff were immediately educated on the importance of assuring resident safety and supervislon
including but not limited to not closing resident door or other practices that may upset staff ability to
prove appropriate monitoring of residents,

IL The Director of Nursing or designee have reviswed all residents in facility with potential to be
affected by residents behaviors that may vesult in a decrease of resident observation and safety.

IIL The facility lias wplemented the following system changes o prevent rescelrence.

All residents identified as high risk for falls/injory will be identified with a silver star ouiside
room,

All sfaff have been educated on safety precautions associated with Silver Stat.

Resident identified room deor will remain open unless staff is present o roon,

All staff passing resident room with silver staff will visvally check room to assure resident
safety.

A Tist of those residents identified witl fe maintained at each nurse’s station by Director of
Nursing or designee.

Certified Nurses Aide cardex have been updated to reflect Silver Star program.

Al identified residents care plan will identify safety precautions and will be updated by the
MDS$ coordinator.

IV, The following will be completed and monifored fo the quality assurance prograin.

+

The Administrator and Director of Nuysing have developed an andit tool to monitor facilifies
complianes with plan of correction,

The Director of Nursing or designee will be responsible for the audit completion,

Any negative finding will be reported immediately to the Administrator for follow up
Results of the audit wifl be presented to the QI Committee weekly for follow wp
recommendation for one month.

Date of Completion July 26 2016
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F329
1. Following elements were implemented to correet the deficiency as it relates to the individual resident #1.

«  Medication incldent report was completed on July 25, 2018.

+  Resident 1 medications were reconciled to assure propor administeation of all medication individual
staff members received work performance notlce and were re-educated, Re-education included
medication administration as well as immediate reporting of medication ervor timely.

1L Al residents who have had an unplanned discharge to the hospital within the last 30 days were
reviewed by DON or designee, Ad medication reconciliation twas completed.
» Al interviewable residents who had been discharged to the hospital were interviewed by
DON or designee for any conceims about medication administration. Mo others were
identified. The DON or designee have fro the non-interviewable residents, completion of
medication reconciliation for accuracy and compliance.

iER The following measures will be put in place and/or systemic changes will be made to ensure the

current practice does not reoscut.

o All nursing staff have been re-educated on medication administration procedures Including
immediate repoit of medication error.

o Nuiging staff were education on facility medication etror policy and pragedure.

s+ All nurses and CMA will be audited for medication administration, compgtency.

+ Competency review will be completed upon hire then once & month x 3 months, and yearly there
after, '

«  Staff involved in any medication errors will be re-educated and followed by repott competency
audit,

V. The following will be completed and monitored to the quality assutance program.

e The Administrator and Director of Nursing have developed an audit tool to monitor factiities
compliance with plan of correction.
The Director of Nursing or designee will be resp onsible for the audit completion.
Any negative finding will be reported immediately to the Admindstrator for follew up

«  Results of the sudit will be presented to the QI Comunitiee weekly for follow up
recommendation for ong month,

Date of completion July 26, 2016
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Accept this as the facilities credible allegations of compliance

1. Following elements were implemented to comrect the deficiency as it relates 1o the individual restdent 8,

»

11,

I

Resident #8 g psychiatric reassement was completed fo review continued use of PRN Ativan and

-outrent psycophormacological intervention,

Non-pharmacofogical interventions have been identified on resident care plan as well as cortified
nursing assistant care cardex.

DON or designee have reviewed all resident MAR fo identify all residents with PRN

psychotropic,
« Al residents with PRI psychotropic were referred to psychiatric services for utilization
review,

The following measures will be put in place and/or systemic changes will be made to ensure the
ourrent practice. does not reoeeur.

Al resident with PRN psychoteopic will have a behavior mentoring record that will identify target
behavior as well as non-phanmacological interventions,
Behavior monitoring record will be maintained with MAR.
List residents will PRN psychotropic wil be maintained at each nurse’s station.
PRN Psychotiopic may onfy be administered by licensed nuise after non-pharmacological
interventions have been attermnpied. _

»  Nursing staff have all been educated on revised policy and procedures.

The following will be completed and monitored to the quality assurance program.

+  The Administiator and Director of Nursing have developed an audit tool to monitor facilities
compliance with plan of correction.

+ The Dirsctor of Nursing or designee will be responsible for the audit completion.

+  Any negative finding will be reported immediately to the Administrator for follow up.

»  Results of the audit will be presented 1o the QI Committes weekly for follow up
recommendation for one month.

Dats of completion July 26, 2016,
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F334 .
1. Foliowing corrected action will be accomplished for those residents found to have ineffective by eurrent

practice,

s+ Resident #1 received hisfher prneumonia vaceine on 7/8/13, resident #6 consent was received from
family for shingles vaccine on 7/22/16, pneumonia vaccine administered on 8/2/16, resident #7
veceived his/her TB skin test on 7/25/16 received prieumonia vaceine on 7/22/16.

1L Other residents with the potential to be affected by the current practice will be identified and the
following corrective actions will be taken,

¢ DON or designee have audited all resident immunization records and any immunization orders for
completion/administration. Any orders that were nat administered were verified with doctor and
administered as ordered.

1L, The following measures will be put in place and/or systemic changes will be made to ensure the
current practice dogs not r£0CLUr,

s DON ot destgnee will monitor all new admission for compliance with facility policy for TB skin text
and pheumonia administration,

All orders for any immunization will bs forwarded to MDS Coordinator for follow up.

All nursing staff will be educated on facility immunization policy and procedure.

All immunization will be recorded with electronio medical records.

The MDS coordinator review computer generated report for missing immunization weekly.

[\'8 The following witl be completed and monitored to the quality assuran¢e program.

»  The Administrator and Director of Nursing have developed an audit tool to monitor facilities
compliance with plan of correction.

+ The Director of Nursing or designes will be responsible for the audit completion,
Any negative finding will be reported immediately to the Administrator for follow up.

¢ Results of the audit will be presented to the QI Committee weekly for follow up
recommendation for one morith.
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I, Following corrections were implemented to correct the deficiency,

Direotor of Nursing reviewed nursing staffing for the facility to assure adequate staffing.
Facility has hived 5 new nursing employees since 6/15/16.
All nursing staff educated on call bell response & safety.

IL Other residents with the potential to be affected by the current practice will be identified and the
following corrective actions will be taken.

+ Director of Nursing or designes has reviewed all staffing for remaining scheduled to assure
appropriate staffing.
s Director of Nosing has designated certified nursing assistants hall assignments for contituity of cars,

111 The following measures will be put in place and/ot systemic changes will be made to ensure the
current praciice doss not receeur.

»  The Director of Nursing or designee will review daily nursing staffing with administrator daily to
assute adequate staffing,

Designated weekend supervisor will notify DON/Administrator regarding staffing,
DON/Administrator will monitor random call bell responze daily.

All staff shall be educated on facility policy of “no call bell left behind.”

Facility has recently completed a mass mailing to all certified nursing aide and nursing in state of
Towa, along with billboard advertisement, on line rectuitment.

s DON and MDS Coordinator will as needed, assume floot gssignments as needed,

v, The following will be completed and monitored to the quality assurance program.

o The Administrator and Director of Nursing have developed an audit fool to monitor facilities
compliance with plan of correction.
The Director of Nursing or designee will be responsible for the audit completion,
Any negative finding will be reported immediately to the Administrator for follow up.
Results of the audit will be presented to the QI Committee weekly for follow up
recommendation for one month.
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F356

1. Fellowing comections were implemented to eorrect the deficiency.

+ Daily-posted nurse staffing information has been relocated to bulletin board across from nurse station
one for viewing by residents and visitors.
»  Daily staffing information is veflective of deily nurse hours.

1L Other residents with the potential to be affected by the current practice will be identified and the
following comrective actions will be taken.
s There are no other nursing staff posting in the facility.

111, The following measures will be put in place and/or systemic changes will be made to ensure the
current practice does not reaceur.

v The Director of Nursing wilf prepare daily staffing information 24 howrs prior and the 11-7 nurse will
inake any necessary changes prior to posting.
»  Director of Nuzsing or designee will monttor acenracy of posting daily.

IV.  The following will be completed and monitored 1o the quality assurance program.

«  The Admimistrator and Director of Nursing have developed an audit fool to monitor facilities
compliance with plan of correction.
The Director of Nursing or designee will be responsible for the audit complstion.
Any negative finding will be reposted immediately to the Administrator for follow up.
Results of the audit will be presented to the QI Committee weekly for follow ap
recommendation for one month.
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F362

L Following corrections were implemented to correct the deficiency.

e Additional dietary staff has been hived, trained and scheduled.

» Dietician has created an emergency menu that will be followed in order to
provide meals on time. This will be completed by all dietary staff.
Al dictary staff have been re-educated on which staff are CCDI unit.

« All room trays will be delivered by nursing staff at posted meal times. Unit
manager will ensure compliance,

»  CCDI unit trays will be delivered by kiichen staff at posted meal times, Unit
manager will ensuwe compliance.

II. The Dictary Manager screened all residents in the facility in order to identify other
residents with the potential to be affected by current practice: Will be identified and the
following corrective actions will be taken,

o All Kitchen and Nursing Staff have been re-educated on meal times.

s Additional staff has been hired, trained and scheduled,

111, Following measures will be put in place/and or systemic changes will be made to
ensure current practice does not reocour.

¢ The Distary Manager or designee will monitor meal tray delivery times to
assure compliance with designated schedule.

IV, The following will be compieted and monitored to the guality assurance program.

» The Administrator and Dietary Manager have developed an audit tool to
monitor compliance is permanent,
The audit tool includes direct observation of all meal times.

+ The Dietary Manager or designee will complete this audit daily for one
month and give to Administrator for review.

» Then the Dietary Manager or designee will audit weekly for 6 tnonths per
QI Committees recommendations.

¢ Any findings will be reported to the Administrator immediately.

+ Al] findings shall be reported to the QY Commitiee monthly for further
reconumendation and action,

Date of Completion Tuesday, July 26, 2016,
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F364

1. The following cotrections were implemented to commest the deficiency

« All kitchen staff wete re-educated of proper food temperatures, taking food
temperatures, frequency to take temperatures, and recording food
temperatures.

o Dictary Manager has been hired, trained and scheduled,

e Al kitchen staff re-educated on all dietary requirements by Dietary Manages,
Dietictan or degignee.

I1. All kitchen staff have been re-educated by Dietary Manager and training reviewed
with the Administrator.
« Additional staff was hived, trained and scheduled.

Il.  Following measures will be put in place/and or systemic changes will be made to
ensure current practice does not reoccut.

» The Dietary Managet/designee will monitor temperature/record keeping
and kitchen staff training daily to assure compliance with temperatores
and report findings to the Administrator immediately

IV The Administrator and Dietary Manager have developed an audit tool to monitor
compliance ate permanent. Results of the audit will be printed out weekly x 3 months to
the QI team for review and recommendations, then every three months or as per
recommendations of the QI committee.

Date of Completion Tuesday, July 26, 2016.
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F371

The following corrections were implemented to costect the deficiency

Staff was re-educated on food temperature taking

Staff was re-educated on proper hand hygiene

Staff was re-educated on proper food handling

Staff was re-educated on proper gloving

Staff was re-educated on proper glove changes between food handling

Staff was re-educated on proper foot wear

The hand-washing sink in the kitchen was immediately repaired.

Aun Interim Dietary Manager has been hived to provide proper leadership

Staff was re-educated on dietary procedures.

10 Large roast beef was immediately discarded

11. Non sealed, labeled or dated items have been immediately discarded

12, All items 1 walk-in-refrigerator sitting on the floor have been immediately
discatded

13, All items in walk-in-refrigerator without a date have been immediately
discarded

14. All items in kitchen work avea housed on the floor have been immediately
discarded

15. All items in kitchen work area have been placed on plastio milk crates to keep
them off the floor

16, All scoops have been immediately removed from flour bing

17. The facility is in the process of obtaining work estimates to professional clean
the kitchen.

18. Sanitizer buckets ate being used

19, Vulean ovens have been cleaned

20. Griddle has been cleaned

21, Backsplash of stove has been cleaned

22, Shelf above steam table has been cleaned

23. Front of white cupboards in kitchen have been cleaned.

24. Milk cooler temperatutes ate boing recorded

25. Mighty shakes in mitk cooler were immediately discarded, All new mighty
shalces are being dated,

26, Dry storage boxes have been placed on pallets or plastic milk ¢rates off of
floor

27. Potatoes, Crisco and unpeeled deiced red peppers, six empty cardboard boxes
were immediately discarded that were housed on the floor in the dry storage
area,

28, Diy storage area floor has been cleaned by housekeeping

VN RSN
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29, Walk-in-fieezer items: 30 pound box of tater tots, 6-3 pound bags of
bluebermies, 30 pound box of French fiies, 2-3 gallon drums of vanilia ice
cream, housed on the floor were immediately discarded.

30, Service hallway between dry storage and kitchen entrance has been serubbed
and waxed by housekeeping. Walls have been cleaned and painted.

31. Kitchen cleaning schedules have been posted. New notebooks have been
created. .

32, Walk-in-tefrigerator 4-quart container half full of beets without date was
immediately discarded.

13, Staff has been re-educated on facility cleaning and sanitizing policy.

14. Staff have been re-educated on proper dining room table sanitization between
meal services.

11 The Administrator/designee will inspect the Kitchen daily with the Dietary
Managet to assure comphiance,
» Al kitchen staff have been re-educated
e All kitchen staff has been re-trained on maintaining compliance.

HI.  Following measures will be put in place and/or systemic changes will be made
to ensuie current practice does not reoceur.
o Kitchen staff have been hired, trained and scheduled.
s The Dietary Manager or designee will monitor kitchen practices daily to
assure compliance.

IV The Administrator and Dietary Manager have developed an audit tool to monitor
complience are permanent. The results of the audit will be print out rionthly x 3 months
to the QI team for review and recommendations, then every three months or as per
recommendations of the QI tear.
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F441

I, Following corrections were implemented to correct the deficiency.
o All glucometers eurrently in use were disposed of and replaced with new glucometers

1N, Other residents with the potential to be affected by the current practice will be identified and the
following corrective actions will be taken.
«  All glucomsters have been replaced.

1L, The following measures will be put in place and/or systemic changes will be made to ensure the
ocutrent practice doss nof reocelr,

»  All nursing staff have been re-educated on recommended cleaning direction for glucometer.

V. The following will be completed and monitored to the quality assurance program.

e  The Administrator and Director of Nursing have developed an audit tool to monitor facilities
compliance with plan of corection.

s The Director of Nursing of designee will be responsible for the audit completion.

»  Any negative finding will be reported immediately to the Administrator for follow up,

o Results of the audit will be presented to the QI Comumittee weekly for follaw up
recommendation for one month.
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F441

1. Follawing coriections were implemented to correct the deficiency.

1L

1L

AR

Resident 4 linen was ramoved from roomm,

Other residents with the potential to be affected by the ¢unrent practice will be identified and the
following cortective actions will be taken,

¢ Ditector of Nurging or designee have identified non-compliant incontinent residents that reside in
carpeted roome.

¢ Social worker has discussed room change with resident to non-carpeted xoom to aid in infection
control.

The following measures will be put in place and/or systemic changes will be made w ensure the
current practice does not reocour. '

All nursing staff and housekeeping staff were educated on appropriate disinfecting procedure for urine
and vring soaked linen when on floor.

Honsekeeping staff and nursing staff will be in serviced on room and resident identified as none
compliant,

Housekeeping staff and nursing staff will monitor the identified room q 2 hours,

The following will be completed and monitored to the quality assurance program.

»

The Administeator and Director of Nutsing have developed an audit teol to monitor facilities
compliance with plan of correction.

The Director of Nursing, or designee will be responsible for the audit completion.

Any negative finding will be reported immediately to the Administrator for follow up.
Results of the audit will be presented 1o the QI Commitiee weekly for follow up
recommendation for one month.
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F467
I, Following corrections were implemented to correct the deficiency.

o Director of Maintenance has notified HYAC Company to ingpect facility exhaust system.
» Resident #4 was asked to relocate to o non-carpeted room,

I1. Other residents with the potential to be affected by the current practice will be identified and the
following corrective actions will be taken.
e Director of Nursing or designes have identified non-compliant incontinent residents that reside in

carpeted rooims.
«  Social worker has discussed room change with resident to non-carpeted roont to aid in infection
control,

111, The following messures will be put in place and/or systemic changes will be made to ensure the
cusrent practice does not reatou.

o All nusing staff and housekeeping staff were educated on appropyiate disinfecting procedure for urine
and urine soaked linen when on floor.

»  Housekeeping staff and nusing staff will be in serviced on room and resident identified as non-
compliant.

»  Housekeeping staff and nursing staff will monitor the identified room q 2 hours.

v, The following will be completed and monitored to the quality assurance program.

o The Administrator and Director of Nursing have developed an audit teol to monitor trellities
compliance with plan of correction,

+  The Ditector of Nursing or designee will be responsible for the audit completion,

+  Any negative finding will be reported immediately to the Administrator for fallow vp.

s Results of the audit will be presented to the QI Committee weekly for follow up
recommendation for one month,
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L1093
I Following corrected action will be accomplished for those residents found to have ineffective by current
mactice.
« Residents #15, #19, #20 information tvas submitted 10 the Iowa Dept. of Veteran eligibility
for determination.
IL, Other residents with the potential to be affected by the current practice will be identified and the

following corrective actions will be taken.

»  Administrator of designee has audited all current residents admissions documentation folder for any
missing VA Eligibility clearance. ‘

NI  ‘The following measures will be put in place and/or systemic changes will be made to ensure the
current practice does not reoceu.

The Administrator or designee will submit request for review of Benefits from VA eligibility.
Administrative Assistant shal! maintain 2 log of identified residents DOB, Foom Date of initial

request to VA, date and result of benefit screening,
¢ Administeator shall review log weekly for compliance.

v, The following will be complsted and monitored to the quality assuance program.

e The Administrator and Administrative Assistant have developed an audit tool o menitor
facilities compliance with plan of correction.

e The Administrative Assistant or designee will be responsible for the audit completion.

e Any negative finding will bo reported immediately fo the Adwministrator for follow up.

o TReésults of fhe audit will be presented fo the QI Committee weekly for follow up
recommendation for one month.



