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PROFESSIONAL STANDARDS

The servicss provided or arranged by the facility
must maet professional standards of qualfty.

This REQUIREMENT Is not met as evidenced
by:

Based on record review and staff interview, the
facility failed to follow the physician's order and
provide 15 minutes checks to a resident that
displayed a suicide aftempt (Resident #7). The
sample consisted of 12 residents and the facility
reported a census of 49 residents.

Findings inclide:

Resident #7 had a Minimum Data Set (MD5S)
assessment with a reference date of 11/8/186.
The MDS identified a BIMS (Brief interview for
Mental Status} score of 8. A score of 9 indicated
the resident had a moderate impairment for
cognitive status. The MDS Indicated the resident
experienced hallucinations and delusions.
Resident #7's diagnoses included
non-Alzheimer's dementia,

The Progress Notes dated 11/8/16 at 8:23 a.m.
documenited staff roporied Resident #7 making
fearful staiements at the breakfast table.

BECAUSE IT IS REQUIRED BY THE
PROVISION OF FEDERAL AND STATE LAW.
FOR THE PURPOSE OF ANY ALLEGATION
THAT THE FACILITY IS NOT IN
SUBSTANIIAL COMPLIANCE WITH
FEDERAL REQUIREMENTS OF
PARTICIPATION, THIS RESPONSE AND PLAN
OF CORRECTINO CONSTITUTES THE
FACILITY ALLEGATION OF COMPLIANCE.

¥Fis1

On 11/8/16, the call cord and belis
were removed from resident #7
room.

The Social Service Director will
complete an audit of PASSAR™s of
current residents of the facility on
12/29/16 to identify other residents
of the facility that are at risk for
suicide ideation.

The Director of Nursing Services
(DNS) will provide in-service to
nursing department staffrelated to
following physician orders for
visual checks and time frame of
checks of residents who have
displayed a suicide atterpt,
including resident #7 and other like
residents of the facility.
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Resident #7 talked about being afrald of what
they're doing to hims/her and having no fdea what
hie/she should be doing. Resident #7 had
ditficulty finding words and forming sentences,
and jumped from the subject often. He/she
talked about bad things happering at night stating
he/she and seen and heard things that scared
him/her but unable to slaborafe on what things
he/she saw or heard. When asked what he/she
meant, Resident#7 siated not understanding the
question. Staff piaced a cali to the psychiatric
practifionar fo have him call back ASAP (as soon
as passible).

The Telehealth chart notation dated 11/8/16 at
9:40 a.m. documented the Assistant Director OF
Nursing (ADON) sald Resident #7 heard a lot of
voices. Hefshe said hefshe didn't know to walk
out, freak out or Kill him/herself. Wa just had a
nurse go to histher room and the resident had a
belt around histher neck. The nofe directed to
please immediately remove all means of
self-harm from histher room, start 15 minute
checks until further nofice, give Haldol
{antipsychotic) 1 mg now, and we'll see him at
5:00 PM today for a visit.

The Progress Notes dated 11/8/16 at 9:48 a.m.
documented new orders received for Haldol 1
mg, 18 minute visual checks, and psychiatric
health appeintment scheduled for 5:00 p.m. Call
cords were replaced with call bell, and belts
removed from room,

A psychiatric Telehealth visit dated 11/8M16 at 5:00
p.m. documented the ADON stated Resident #7
had no other issues the rest of the day. There
was nothing else in hisfher room that could hurt
the resident, Resident #7 made no further

any ordered active visnal checks of
residents, 2 times daily for
completeness, until discontinued.
This approach will be on an
ongoing basis.

The DNS and or designee will
report findings of above monitoring
systera(s) monthly through the
Tacility Quality Assurance

Program. The plan will be reviewed
and revised as indicated and staff
will be re-educated as needed.
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verhalizations of wanting to hurt self and stated
they had been doing the 15 minute safoety checks.
Resident #7 did not remember trying to strangle
self with a belf this morning and stated sveryone
over rated it really bad. Resident #7 did not
completely remember the mornings suicide
attempt. Please continue 15 minute safety
checks for 24 hours.

The Progress Notes dated 11/8/16 documented
continuation of frequent visual checke.

A Frequent Checks form dated 11/9/16 lacked
documentation of Resident #7 having every 15
minute safety checks. The fadility failed to
produce documentation of Resident #7 having 15
minute checks on 11/8/16 as ordered.

During a findings meeting with facility staff on
12/7/186 at 3:30 PM the Director Of Nursing
{DON} stated they did frequent checks on
Resident #7 (not 15 minute checks).

During an interview on 12/8/16 at 9:45 AM the
DON stated they could not find documentation for
the frequent checks on 11/8/16.

483.20(K)(3)(ii) SERVICES BY QUALIFIED
PERSONS/PER CARE PLAN

The servicss provided or arranged by the facility
must be provided by qualified persons in
accordance with each resident's written plan of
care.

This REQUIREMENT is not met as evidenced
by:
Based an abservation, record review, and staff

F 281
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Interview, the facility failed to foliow the cars plan
for 1 of 12 active residents reviewad (Resident
#8). The facility reported a census of 49
residents.

Findings include:

According to the Minimum Data Set (MDS}
assessment, dated 9/16/16, Resident #8 scored
11 on the Brief Intenview for Mental Status (BIMS)
indicating cognitive impairment. Resident #8
required extensive assistance with activities of
daily living (ADL's) Including transfer and
ambulation. Resident#8 was not steady moving
froim & seated {0 a standing position or walking.
Resident #8's diagnoses included muscle
weakness and difficulty walking.

The current Care Plan initiated 11/22/15 identified
Resident #8 with skin impaiment. The
interventions included Rojo (pressure redustion)
cushion to wheelchalr, power chair, and move to
recliner with a start date of the 11/10/18.

During an observation on 12/6/16 at 1:20 p.m.
Resident #8 sat in the recliner with no cushian.
Staff A Certified Nursing Assistant {CNA) asked
Resident #8 if he/she moved the cushion fo
hisfher wheelchair,

DPuring an observation on 12/7/16 at 2:15 p.m.
Resident #8 sat in the recliner with no cushion.

Buiring an interview on 12/8/16 at 8:45 a.m. the
Dirsctor of Nursing (DON) said they would put a
gel cushion in Resident #8's recliner so they
wauid nat need to move the cushion from the
electric wheelchair.

On 12/8/16 an additional pressure
telieving cushion was placed in
resident #8 room, in the recliner so
that there is a cushion in each chair
that the resident uses so that the
CNA’g do not need to move one
cushion from chair to chair
throughout the day.

On 12/20/16 the Director of
Nursing Services (DNS) will
provide in-service to nursing
department staffrelated to
following the residents care plan,
including provision of pressure
reduction pads in chairs that the
regident uses,

DNS or designee will complete an
andit of the current residents care
plans to identify those residents
who have pressure relieving
devices on their care plan and will
provide the appropriate namber of
devices for resident #8 and other
like residents of the facility. The
DNS or designes will monitor that
appropriate devices are in place as
care planmed via walking rounds 3
times weekly, times 8 weeks to
assure consistent compliancs,

The DNS and or desipnee will
report findings of above monitoring
system(s) monthly times two
months through the facility Quality
Assurance Improvement Program,
then review/assess for need to
continue, The plan will be reviewed
and revised as indicated and staff
will be re-educated as needed.
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Based on the comprahensive assessment of 2
resident, the facility must ensure that a resident
who enters the facility without pressurs sores
does not develop pressure sores unless the
individual's clinical condition demonstrates that
they were unavoidable; and a resident having
pressure sores recelves necessary treatment and
services to promote healing, prevent infaction and
prevent new sotes from developing.

This REQUIREMENT is not met as evidenced
by:

Based on observation, record review, and staff
interview, the facllity failed to prevent AN
avoidable pressure ulcer and provide necessary
treaiment and services to promote healing and
prevent infection of A pressure ulcer for 1 of 2
residents with pressure ulcers (Resident #3).

The facility reported a census of 49 residents.
Resident #3 developed an ulcer to the great toe
on 10/8/16. The facility identified the area as
open, draining and red, but falled to docliment a
complete assessment. The facility asked for
treatment of betadinea 2 times a day to the area
uniil healed. On 10/28/18 the facllity recelved
orders for antibiotic for the toe, indicating decline,
but lacked any assessment of the area and falled
to address the treatment. On 11/3/16 the

physician saw Resident #3 and ordered a
podiatrist consult, The facility completed
assessment of the area on 11/4/16. In November
2018, the podiatrist diagnosed the ulcer as
pressure, retated most likely to a sock rolied up in
the shoe causing irritation. The Director of
Nursing confirmed the resident did not put socks

is documented for resident #3,
pressure ulcer assessments will
continue to be completed weekly
until healed.

On 12/20/16 the DNS provided in-
service to nursing staffrelated to
skin and vlcer assessment
Tequirements and expectations that
assessment is to be completed at
the time of identification of skin
problem and weekly thereafter until
hezled to assure appropriate skin
and wound asyessment for resident
#3 and other current residents of
the facility. The in-service also
inclnded reminder to direct care
staff 1o be sure to checl resident
shoes for objects before putiing
them on resident. On 1/4/16,
additional training will be initiated
with current nursing staff and will
be provided by Telligen.

On 12/20/16 the DNS completed an
audit of current restdent’s skin
assessmeénts. The DNS has initiated
assigning weekly skin assessments
for cuteent residents and weekly
wound assessments for residents
with wounds to the nursing staff
and will review 3 times weekly
times 6 weeks, the 1 time weekly

"on an ongoing basis to assure that

appropriate assessments are
completed.
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and shoes on him/hersalf or take them off
hirviterself. The podiatrist debrided the ulcer 3
times in November of recrotic fissus, and
changed the treatmant. The bona was visible at
the base of the ulcer, and the podiatrist
doctmented high suspicion of bone erosion
related to osteomyelitis.

Findings include;

1. Resident #3 had a Minimum Data Set (MDS)
assessment, with a rejerehce date of 9/23/16,
Resident #3 scored 9 on the Brief Interview for
Mental Status (BIMS} indicating cognitive
impaiment. Resident #3 required extensive
assistance of 2 people with activities of daily living
{ADL's) including bed mability, transfer, dressing,
toilet use, personal hygiene, and bathing.
Resident #3's diagnoses includad
non-Alzheimer's dementia. Resident #3 khad no
pressure vlcers but identified at rigk for the
development of pressure ulcers. The MDS
defined a Stage [V pressure uleer as full
thickness tissue loss with exposed hone, tendon,
or muscle. Slough or eschar (dead tissue) may
be present on some parts of the wound bed, and
often included undermining and tunnsling.

The Gare Plan dated 6/20/16 identified Resident
#3 with actual skin impairment, history of left heel
pressure wound and right great tve wound. The
interventions included to identify potential
causative factors and eliminate/resolve when
pessible, and monior/document location, size
and freatment of skin. Report abnormalities,
failure to heal, signs and symptoms of infection,
maceration, efc. to the physician.

The Progress Notes dated 10/8/16 at 11:14 AM

report findings of above monitoring
system(s) monthly Hmes two
months through ihe facility Quality
Assurance Improvement Program,
then review/assess for need to
continue, The plan will be reviewed
and tevised as indicated and siaff
will be re-educated a9 neaded.
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documented Resident #3 noled with right great
toa redness, warmth to touch, denied any
discomfort, and noted yellow discharge from site.
Staff cleansed the area and left open to air dry.
They applied no shoe, bitataral TED {improves
girculation and reduced risk of biood clots)
stackings, and gripper socks. Staff faxed the
physician, updating on right gréat toe and
requesting treatment until resolved, At 12:04 PM,
the facility received a signed fax back from the
physician with orders for freatment with betading
2 times a day to the right great toa until resolved.

A facsitile dated 10/8/16 notified the physician
Resident #3 had a right great toe open area with
yellow discharge, warm fo fouch. The fax
questioned If the physician would recommend
Betadine 2 fimes a day until the area resolved, no
shoe, transfer with gripper on, and continus with
TED stockings. The physician responded okay.

The <linical record lacked an assessment
including size, ulcer bed and surrounding skin
appearance, extent of redness, or cause of the
ulcer.

The Progress Notes dated 10/6/16 at 6:46 a.m.
documented freatment completed to right great
toe, no redness or drainage noted.

The Progress Nofes dated 10M0/16 at 11:22 p.m.
documentad Resident#3 confinued with the
reddened area io histher great toe.

The Progress Notes dated 10/11/16 af 12:05 a.m.
documented Residents #3 deniad pain 1o hisfher

right great toe. The toe was red with no swelling,
increased warmth, or drainage.

A Weekly Nursing Summary dated 10/12/18
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documented Residant #3 free of any open areas.
The summary lacked any documentation of the
status of the toe.

AWeekly Nursing Summary dated 10/19/16
documenied Resident #3 free of any open areas.
The summary lacked any documentation of the
status of the toe.

The Progress Notes dated 10/28/16 at 3:25 p.m.
documented a new verbal order from a Physician
for Augmentin 2 times a day for 5 days. At5:45
p-m. antibiotic initiated for right great toe, The
clinical record lacked any assessment of the right
great toa.

AWeekly Nursing Summary dated 10/26/16
documented Resident #3 had a treatment to the
right grest toe.  The summary lacked any
documentation of the status of the toe.

AWeekly Nursing Assessment dated 11/2/16
documented Resident #3 had a red right toe, on
antibiofic. The summary lacked any
documentation of the status of the toe.

A clinic visit dated 11/3/16 documented Reasident
#3 had infection in his/her right foot finishing
antiblatic, and ulcer of the right 1sttos. The right
first toe had a 5 mm ulcer with some drainage.
The plan included a pediatry consult and physical
therapy consult for ulcer treatment.

A Weekly Skin Uleer Non-Pressure report dated
11/04/16 documented an initial review with an
unknown start dafe of the right great toe. The
area measured 0.9 by 0.8 cm. The area was
scabbed with 0.2 cm diameter dark area central
te the outer reddened area. The area was tender
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to touch, with no drainage or odor, and treated
with betadine,

AWeekly Skin Pressure Ulcer repart dated
11/08/16 documented the right toe area
measured 0.8 by 0.7 cm, with sarous drainage.

AWeakly Skin Pressure Ulcer report dated

A Weekly Skin Pressure Ulcer report dated

AWsekly Skin Pressure Ulcer report dated

AWeekly Skin Pressure Ulcer report dated
12/6/18 documented the right toe measured 0.8

Then podiatry consult dated 11/8/16 at 8:32 AM

stating pain at three out of 10 on the paih scale.
The family thought the cause of the ulcer most
likely a sock rolled up in his/her shoe causing

weeks and quite painful. Resident #3 had one
shart course of antibiotics which consisted of
Augmentin. Pre-debridement measurements of
the wound at 0.4 by 0.2 cm with anatomic depth

with fibrous necrosis in the base and hyper
of the wound showad no undermining and no

axposed tendon, but thers was exposed bone
directly in the base of the wound. Tha

11/15/16 documented the right toe measured 1.1
by 0.8 em and unstageable due to slough/eschar.

11/22/16 documented the right toe measured 0.8
by 0.2 cm and unstageabls due o slough/eschar,

11/28/16 dooumented the right toe measured 0.8
by 0.8 cm and unstageable due to slough/eschar.

by 0.7 cm and unstageabls due to slough/zschar.

documented Resident #3 seen for right foot ulcer,

irritation. It had been open for the past couple of

probes to the bone. The wound bhase and edges

keratosis around the edges. Probing of the base
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surrounding fissus showed mild erythema and
adema, and mild cellulitis. The x-ray and clinical
findings were suggestive of bone erosion
secondary to osteomyelitis {inflammation/infection
of bone). The wound was debrided of all
abnormal tissue.

A podiafry note dated 11/16/16 at 2:38 p.m.
documented Resident #3 returmed for follow-up of
the ulcer on the right great toe with
pre-debridament measurements of 0.4 by 0.3 cm,
There was a large flood of flbrous necrosis well
adherad fo the base of the ulceration. Probing of
the base of the wound showed no undermining
and no exposed tendon but there was expossd
bone in the base of the ulceration. There was
mild surrounding erythema and adema which was
markedily improved from the previous visit.
Culture report was reviewed with the family which
showed Methicillin Resistant Staphylococcus
Aureus (MRSA} which was sensitive fo his/her
cuirent antibictics. The uleer was sharply
debrided of all abnormal tissue using a
combination of a scalpel, sharp cursfte, and
tissue nipper to remove all abnarmal fissue. The
debridement carried to healthy bleading tissue at
the base of the ulceration and tha edges.
Excision of both subcutaneous and fascial
{connective) tiszue was carried out. The post
procedure dimensions measured at 0.5 by 0.6 cm
with anatomical death of 0.4 em info the fascial
space. They extended the course of antibiotics
due fo the high likelihood of osteomyelitis with
exposed bone,

The podiatry follow-up dated 11/30/16 at 2:13
p.m. documented Resident #3 returned for
follow-up of the ulcer with pre-debridement
meaasuremants of 0.2 by (.2 cm with an atomic
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death indeferminate with a complete covering of
fibrous necrosis in the base of the ulceration.

The ulcer was sharply debrided of all abnormal
iissue. Post procedurs dimenslons measured 0.4
by 0.4 cm with an atomic death of 0.3 ¢m.

During an observation on 12/6/16 at 8:45 am.
Staff A Certified Nursing Assistant (CNA} and
Staff B CNA assisted Resident #3 with a.m,
cares. Resident #3 had a small ulger to the right
big toe, with no rednass. Staff put Resident #3's
TED socks on and Resident #3's right shos had
cut out {open) for toes.

Buring an intarview on 12/6/16 at 2:10 p.m. the
Dirsctor of Nursing {DON) stated initizlly they
thought the ulcer was venous because the family
member stated Resident#3 had a venous ulcer
on the 2nd toe, but the family member also stated
they had found a TED stocking in the shoe which
may have caused pressure. The Podiatrist
diagnosed a pressure ulcer. The DON started
daoing skin assessments in Novemhsr. She could
not say what the toe looked like before that. She
did nof know why they did not complete wound
assessments before then; normally they did
wound assessments weekly, She could nof find
documentation of the area for 10/28/16 when they
1st started the antibiotic. She could not say how
big the ulcer was when 1st discovered because
no one documented it.

During an inferview on 12/7/16 at 3:30 p.n. the
DON stated Resident #3 would/could not put on
of take off his/her own TED socks or shoes.
Someene had to de that far him/her.

The facility policy and proceduras titled Wound
Manasgement, reviewed 7/2018, documeanted a
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resident having pressurs ulcers received
nacessary treatment and services fo promote
healing, prevent infaction, and prevent new,
avoldable sores from developing. The golicy
indicated in order prevent existing pressure ulcers
from worsening, nursing staff should implement
approaches including monitoring the impact of
interventions and modifying interventions as
appropriate based on any identified changes.
They should review and/or re-svaluate exjsting
treatment regimens in connecion with the
resident’s clinical presentafion, fo include
interventions and care plan considerations, it any
wound was non-healing or not showing signs of
improvement afier a given time or any time
wound warsened.

F 315 | 483.25(d} NO CATHETER, PREVENT UTI,
$S=0 | RESTORE BILADDER

Based on the resident's comprehensive
assessment, the facllity must ensure that a
resident who enters the facility without an
indwelling catheter is not catheterized unless the
resident's clinical condition demonstrates that
catheterization was necessary; and g resident
who Is incontinent of bladder receives appropriate
treatment and services to prevent urinary fract
infactions and to restore as much nomal bladder
function as possible.

This REQUIREMENT is not met as avidanced
by.

Based on cbservation, record review, and staff
interview, the faclitty failed to provide appropriate
care of a catheter for 1 of 2 residents reviewed
(Resident #8), The facilily reported a census of
49 residents.

F314

Fats
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On 12/29/16 the DNS reviewed
Findings includs: with staff A, proper cath care

According to the Minimum Data Set (MDS)
assessment, dated 9/16/16, Resident #8 scored
11 on the Brief Interview for Mental Status (BIMS)
indicafing cognitive impairment. Rssident #8
required extensive assistance with activities of
daily living {ADL's) including tollet use. Resident
#3 had an indwelling urinary catheter. Resident
#8's diaghoses included chronie kidney disease.

Tha initial Care Plan dated 12/12/13 identified
Resident #8 with an indwelling catheter. An
intervention dated 3/3/16 documented Resident
#8 used a 14 french, 10 cc Coude catheter.
Other interventions included
chserve/recordireport to M for signs and
symptoms of UTI and staff to assist in catheter
cares every shift.

The current Care Plan initiated 5/20/16 identified
Resident #8 with chronic urinary tract infection
(uTI).

Duting an observation on 12/6A6 at 1:20 p.m.
Staff A Certified Nursing Assistant {CNA) assisted
Resident #8 transfar from the wheelchair to the
recliner. During the transfer Resident #8's
cathater bag laid on the floor. After the transfer
Staff A moved the catheter bag over with her foot.
She lefi the catheter bag on the floor and left the
room. She retumed about & minutes later and
put the catheter bag in a dignity bag (cover) and
hunhg It from Resident #8's walker.

During an observation on 12/7/16 at 7:50 a.m.
Resident #8 satin histher electric scooter in the
hall. Obsarvation showed the catheter bagin a

including location of catheter bag
during transfer assist, not moving
cath bags with foot, keeping cath
tubing from contact with dirty
surface.

On 12720/16 the DNS provided in-
service to nursing staff related {o
appropriate care of a catheter,
including Iocation of catheter bag
during transfer assist, not moving
cath bags with foot, keeping cath
tubing from contact with dirty
surface to assure proper catheter
care for resident #8 and other like
residents of the facility.

The DNS and or designes will
observe 3 random CNA’s providing
cares of residents with catheters
weekly times 6 weeks to assure
proper catheter care is provided to
resident #8 and other residents with
a catheter of the facility.

The DNS and or designee will
report findings of above monitoring
system(s) monthly fimes two
months through the facility Quality
Asgurance Improvement Program,
then review/assess for need to
continue. The plan will be reviewed
and revised as indicated and staff’
will be re-educated as needed.
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dark dignity bag at the residents posterior feet Cn 12/29/16 the DNS reviewed
with the catheter tublng in contact with the foof with staff A, proper transfer assist
pedals and the residant’s shoes. technique policy, specific to use of
2 gait belt.
During an inferview on 12/7/16 at 3:45 p.m. the L
Director of Nursihg stated the catheter bag should On 12/20/16 the DNS provided in-
not be on the floor. service to nursing staff related to
F 323 | 483.25(h) FREE OF ACCIDENT I 323 Proper transfer assist t"“‘fhmq‘fe
$5=D | HAZARDS/SUPERVISION/DEVICES poliay, specific o use of'a gait belt

The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adecuate supervision and assistance devices tc
prevent accidents.

This REQUIREMENT is not met as avidenced
by

Based on observation, racord review, and staff
interview, the facility failed to perform fransfer
technigue to prevent accidents for 1 of 12 active
residents reviewed (Resident#8). The facllity
reported a census of 49 residents.

Findings include:

According to the Minimum Data Set (MDS)
assessment, dated 9/16/18, Resident #38 scored
11 on the Brief Interview for Mental Status (BIMS)
indicating cognitive impairment. Resident #8
required extensive assistance with activities of
daily living (ADL's) including transfer and
ambllation. Resident #8 was not steady meving
from a seated to a standing position or walking.
Resident #8's diagnoses included muscle

to assure proper transfer technique
to prevent accidents. On 12/30/16
the DNS completed an andit of the
current residents of the facility to
identify residents who require assist
with transfers.

The DNS and or designee will
observe 3 random CINA’s providing
transfer assist for residents, weekly
times ¢ weeks to assure proper
transfer technique for accident
prevention to resident #8 and other
residents who require transfer assist
of the facility.

The DNS and or designee will
report findings of above monitoring
system(s) monthly times two
months through the facility Quality
Assurance Improvement Program,
then review/assess for need to
continue. The plan will be reviewed
and revised as indicated and staff’
will be re-educated as needed.
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weakness and difficulty walking. Resident #8 had
a fall with no Injury.

The current Care Plan initiated 6/13/13 identified
Resident #8 at risk for an ADL self care
parformance deficit. The interventions included
Resident #8 required staff participation with
transfers with front wheeled walker and gait bslt,
and used the sit to stand fift as noeded.

During an observation on 12/6/16 at 1:20 p.m,
Staff A Certified Nursing Assistant (CNA) assisted
Resident #8 to transfer from the wheelchair to the
reciiner without a gait belt. Staff A siated she
should have used the gait belf, but she didn't.

During an interview on 12/7/16 at 9:45 a.m. the
Director of Nursing stated the gait belt was pait of
the staff's uniform and they ware to use it when
assisting residents with transfers.

F 371 | 483.35{i) FOOD PROCURE, F 371
§s=£ | STORE/PREPARE/SERVE -~ SANITARY

The facility must -

{1) Procure food from sources approved or
considered satisfactory by Federal, State or local
authorities; and .

{2) Store, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT is not met as svidenced
by:

Based on observation, and staff interview, the
facility failed te handle ready to eatfood ina
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Findings include:

During an observation on 12/6/16 at 11:33 a.m.
Staff G Gool served the noon meal wearing
gloves, Staff C touched the steam table, utensils,
etc... Staff C then reached info the bag and
removed buns wearing the same gloves.

During an interview on 12/7/16 at 7:.40 a.m. the
Distary Manager stated she talked with Staff C,
and she said she did not have tongs for the buns
and she panicked. She sald the cook normally
did not wear gloves during the meal service and
used tongs or utensils to serve food.

The undated facility policy, Use of Plastic Gloves
documented gloves were fo be worn whanever
handling the food directly. Gloves were just like
hands, they get sciled. Anytime a contaminated
surface was touched, they must ba changed.

According to the Food and Drug Administration
(FDA) Food Code 2013, 3-304.15, if used, single
uss gloves should be used for only 1 task such as
waorking with raady to eat food ar raw animal food,
used for no other purpose and discarded when
damaged, soiled, or when an interruptions
occurred in the operation.
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F 371 | Continued From page 15 F371| g371
sanitary mannat in the special care unit. The On 12/6/16 the Dietary Supervisor
facility reported a cerisus of 49 residents. corrected staff C related to
handling ready to eat foodsina
sanitary manner.

On 12/29/16 the Dietaty Supervisor
provided in-service to dietary staff
reélated to policy and expectations
of proper handling of foods.

The Diatary Supervisor will
monitor food service, including
food handling, 1 meal, 3 days
weekly times 6 weeks to assure that
foods are handled appropriately for
carrent residents of the facility.

The Dietary Supervisor and or
designes will report findings of
above monitoring system(s}
monthly times two months through
the facility Quality Assurance
Improvement Program, then
review/assess for need to continue.
The plan will be reviewed and
revised ag indicated and staff will
be re-educated as needed.
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C 148 50.7(5) Additional notification cus | i 1272916
" I On 12/29/16 the Compen;
481-50.7(10A. 135C) Additional notification. The Resource Nurss disotused what is
director ar the director's designee shall be notified repartable, including Suicidal
within 24 hours, or the next business day, by the statements and Physical self-abuss,
most expsditious means available: with the Director of Nursing
Services (DINS) and provided her
50.7(5) When a resident attempis suicide, with the Dependent Adult Abuse
regardless of injury. Guide for Mandatory Reporting,
The DNS, will in-service the
facility statf related to reporting
any resident suicidal comments or
This REQUIREMENT is not met as evidenced actions fo her immediately, she will
by: report to the Department of
481-50,7(10A,135C) Additional notification. The ]Il“fzpwfggs.a“‘iﬁzﬂl;h‘?gﬁnsz
director or the director's designes shall be notified al(z;omm-sere‘;incgd the fa cility murses
within 24 hours, or the next business day, by the related to inifiating an investization
most expaditicus means available: immediately, The DNS or designee
. o will review daily reports/progress
50.7(5) When a resident attempts suicide, notes at least 5 days per week to
regardless of injury. : identify any possible resident
suicidst concerns. The
Based on record review and staff interview, the Interdisciplinary Team (IDT) will
facility faited to report to the lowa Department of discuss any care needed changes
Inspections and appaals of a resident attempted and update the resident care plan
sulcide (Resident #7). The sample consisted of accordingly.
12 residenis and the facility reporfed a census of
49 residents, The DNS or designee will report
findings of above monitoring
Findings include: system(s) monthly times two
& months theough the facility Quality
Resident #7 had a Minimum Data Set (MDS) Qiiugl?gg::;‘:gﬁ;?g am,
assessme{:t wr@h a reference da.ate of ‘11).‘8!1 8. continue. The plan will be reviewed
The MDS identified a BIMS (Brief Interview for and revised as indicated and staff
Mental Status) score of 9. A score of 9 indicated will be re-educated as needed.
the resident had a mederate impairment for
cognitive statss, The MDS indicated the resident
experienced hallucinations and defusions.
Resident #7's diagnoses included
non-Alzheimer's dementia.
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iearful statements at the brealfast tabla.

as possible).

please immediately remove all means of
checks until further notice, give Haldot

5:(0 PM today for a visit.

removed from room.

The Progress Notes dated 11/8/16 at 8:23 a.m.
documented staff reported Resident #7 making

Resident #7 talked about being afraid of what
they're doing fo him/her and having no idea what
hefshe should be doing. Resident #7 had
difficulty finding words and forming sentences,
and jumped from the subject often. Hefshe
talked about bad things happening at night stating
hefshe and seen and heard things that scared
him/her but unable to elaborate on what things
he/she saw or heard. When asked what hefshe
meant, Resident#7 stated not understanding the
question. Staff placed a call to the psychiatric
practitioner to have him call back ASAP {as soon

The Telehealth chart notation dated 11/8/16 at
2:40 a.m. decumented the Assistant Director Of
Nursing {ADON) said Resident #7 heard a lot of
voices. Hefshe said he/she didn't know to walk
out, freak out or kill him/herself. Wa just had a
nurse go to his/her room and the resident had a
belt around his/her neck. The note directed to

self-harm from his/her room, start 15 minute

{antipsychotic) 1 mg now, and we'll see him at

The Progress Notes dated 11/8/16 at 9:48 a.m.
documented new orders received for Haldol 1
mg, 15 minute visual checks, and psychiatric
haalth appointment schedulad for 5:00 p.m. Call
cords were replaced with call bell, and belts

A psychiafric Telehealth visit dated 11/8/16 at 509
p.m. documenied the ADON stated Resident #7
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had no other issues the rest of the day. There
was nothing else in his/her room that could hurt
the resident. Resident #7 made no further
verballzations of wanting to hurt self and stated
they had been doing the 15 minute safety chacks,
Resident #7 did not remember trying to strangle
self with a belt this morning and stated everyone
overrated it really bad. Resident #7 did not
completely remember the momings sulcide
attempt. Please continue 15 minute safely
checks for 24 hours.

The Progress Notes dated 11/8/18 documented
continuation of fraquent visual checks,

A Frequent Checks form dated 11/8/16 lacked
doctmantation of Resident #7 having every 15
minute safety chacks. The facility falled ic
produce ducumentation of Resident #7 having 15
minute checks on 11/8/18 as ordered.

During & findings meeting with facility staff on
12/7116 at 3:3G Pt the Director Of Nursing
(DON) stated they did frequent checks on
Resident #7 (not 15 minute checks).

During an inforview on 12/8/16 at 9:45 AM the
DON stated they could not find documentation for
the frequent checks on 11/8/16.

On 12:05 p.m. on 12/7/16, the DON stated she
did not report an attempled suicide because it
was not an aftempted suicide. The DON stated
the resident frequently has something hanging
ground his/her neck.
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