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Correction date. / /A s /3

The following deficlencies rasult from the facifity's
annual survay and investigations of

| F 000

complaits #647 16-C, #64207-C, #64C76-C and
#64079-C, 64946-C, and

self reported incidents #64267-1, #64268-,
#64409-1, #64652-|, #645566.1,

#54860-1 and #65086-1, completed Navember 18,
| 2016 to January 24, 2017.

i| Seif Report 64267 was substantiated

;\ Compiamt 64201-C was substantatod
o Compiaint 84076-C was substantiated
i Complaint 64079-C was substantiated
'{ Complaint 64716-C was substantiated.
.\ Self Report 64268-| was substantiaied
| Self Report 84499-1 was substantiated
-% Self Report §4552-1 was substaatated
JI Self Report §4558-1 was substantated
{ Complaint 64846-C was not substantiated
:{ Self Reporied £4890-t was substanbated

-l Self Reported 65089- was substantiated

} See Code of Federal Regulations (42CFR) Part

et — . e e e e e ) e e e e bl e et e et et k)

l

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

TITLE {X6) DATE

Any deficiency statlement ending with an astenisk (*) denctes a deficiency which the institution may be excused from correching providing it 1 determined that
other safequards provide sufiment proteciion to the patients (See instruchions ) Except for nursmng homes, the findings stated above are disclosable 90 days
following the date of survey whethies of hot & plan of comection 1s provided  For nursing homes, the above findings and plans of correstion are disclosable 14
days followsng the date these documents are made avalahls to tha tatilly I deficiencias are cited, an approved plan of coriechon 15 requisite 1o continued
program parbcipation
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[ 483, Subpart B-C

II Amended 2/8/17 by JKM, RN

! 483, 10(b)11) NOTIFY OF CHANGES
{INJURY/DECLINE/ROOM, ETC)

F 000

l
l
!
|

A faciify must immediately inform the resident,
consult with the resident's physician, and 1f

known, notify the resident's legal representative
or an interested famitly member when there s &n
acaigent invoiving the resident which results in
injury and has the potential for requinng physiclan
| mtervention, a significant change in the resident's
physical, mental, or psychosocial status (e, a

| deterioration 1n health, mental, or psychoseccial
status m erther life threatermng condhtions or

| chimical complicationg), @ need to alter treatment

| significantly (i e , a need to discontmue an

| existing form of treatment due o adverse '
consequences, of {o commence a new form of
treaimant), or a decision fo transfer or discharge

| the resident from the facilty as specified in

|[ §483 12(a)

I
i
|

| The faciity must also promptly notify the resident

| and, if known, the resident’s legal reprasantative

' or interested famiy member when there 1s a
change In room of raemmate assgnment as

| specied In §483 15(e){2), or a changs In
resident nghts under Federal or State law or

| reguiations as specified 1n paragraph (b){(1) of

| this section

| The facility must record and penodically update
the address and phone number of the resident's
legal representative or Interested family member

A

|
|
|
|
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Continued From page 2

This REQUIREMENT 1s not met as evidenced
by.

Based on record review and staff interview the
facility faled to immediately inform the residant,
consult with the resident's physician, and if

—"‘memmwﬁresmenfs-regar"representam

or an interested family member when there 15 an

accident involving the resident which results in

imjury and has the potential for requiring physician

intervention, & significant change in the resident's

physical, mental, or psychosocial status (ie., a

| detenoration in health, mental, or psychosocial

] status in elther life threaterming conditions or
ciinical compiications), a need to alter {reatmeant
significantly (1 e., 2 nead to discontinue an

| existing farm of treatment due to adverse

| consequences, or fo commence a new form of
treatment), or a deciston to transfer or discharge

| the resident from the facihly for 2 of 4 residents

| reviewed The facihity chd not notify the
responsible party of Resident #2's fall on 9/28/16
and faled o netrfy the physician and responsible

l party of an ncident on 16/16/16 at 5 40 a . that
resulted in a head njury untl 4 hours later After

| the physician was informed, he directed staff to
send the resident {o ER (emergency reom) for
evalualion Resident #1 experienced adverse

| affects to a medication The facility fasled to notify

| tha physictan so medication adiustiments could be

| made The facility census was ninety-three (83}

| residents

\

\ Findings include.

l 1 A Mirumum Data Set (MDS) with assessment
| reterence date of 9/17/16 assassed Resident #2
| with @ bref interview for mental status (BIMS)

score of "5" (severe cognitive impatrmenty The
| resdent had the following indicator of delinum

1
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Continued From page 3

that ﬂuctuatedr"(hrough the day wnattention. The
resident had no behavior symptoms dentified
The resident required mited staff assistance with
bed mobility, transfers and ambulation and
extensive staff assistance with toleting, dressing

|'
|
|
|
|
!
f

—

F 157

N personal ygiene. A batance auring
transiions and walking” {est identriied the
resident as not steady and only able to stabliize
with staff agsistance The resident used a walker
and wheelchair for mobility The resident was
occasionally mmcontinent of bladder The resident
had diagnosas that included. dementia

)
a
l

| An incident report dated 9/28/16 at 540 a m

| tevealed staff found the resident sitting on the

[ floor in front of the reciiner i hisfher room The

| resident dented pamn and did not it hisfher head.

| The resident receved a small pinpoint open area

} to the lower left extremity The incidend report
identifiad the resident's transferfambulation ability
as "up with assistance of one with front wheel

[ walker and gait belt " The incident report did not
idenbfy an intervention fallowing the meident The

| incident report and nursing progress notes falled

| to 1dentify the faciity informed the resident's
responsible party of the incident

| On 1173016 at 10 am the resident's responsible
| party stated she did not recalt that the facility
[ notified her of the resident's fall on 9/28/16

I

| On 11/30/16 at 909 a m the Director of Nursing

| stated she could not find evidence the facility

| notified the resident's responsible party of the

| 9/28/18 fall

J

| An mcident report dated 10/1616 at 5 15 am
revealed the resident stated he/she came outof

| the bathreom and fell. Staff found the resident

|
|
|
l
|
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i
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sitting on hisfher bottom on the remdent‘é' room
floor The resident said hefshe It their head on
| the edge of the bed. Staff apphed an 1ce pack to

the head The resident received a hematoma to
\ the nght forehead and abrasion to the buttock
'mmmmeﬁd'mrmmwth

% sollowing the incident. The mcident report
revealed the facility did not notify the physician of
the incident unhl ¢ 10 a m The physician directed

| staff to send the resident to the ER for

‘ examination Nursing progress hotes dated
10/16/16 at 9 16 a m revealed the resdent

‘ transported to ER for sveluation. The inadent

} report revealed the facility did not notdy the

| responstble party of the incident unti 8.15 a.m

| Cn 11/30116 at 10 a.m the resident's responsible

| party stated she did not kriow why they didn't call
her sooner After she heard about the Incident,
she spent the day with the resident She stated
when the resident falls with signs of trauma, she

Y wants to be informed nght away If the resident 18

! bruised or bleeding she wants to be told night

{ away

|

12 AMDS with assessment reference date of

| 10/14/16, assessed Resident #1 with a BIMS

i score of "9 (moderate cagnitive impairment) The
resident had no behavier symptems wentifted

| The resident required extensive staff assistance
with bed mobility, dressing, talsiing and bathing

\ The residant required buted assistance of staff
with ambulaton and personal hygiene A "balance

] during transthons and walking” test wdentified the
resident as not steady but able to stambze without

| staff assistance m all areas of festing The

| resicdent used a walker and wheelcharr for

| mobity The MDS wdentified the resident admitted

| o the facity 10/7/186  The resident was

%
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oceasionally incontinent of bowel and bladder
The resident had diagneses that included
dependence an renal dialysis and altered mental
siaius.

Administration Record (MAR) revealed the
rasident had an order for Metoprolal {for bleod
pressuta) 100 milligrams at bediime The MAR
directed staff to check blood pressure and pulse
| prior o administration of the drug

j Review of recorded hear rates revealed the

| resident with & heart rate of 47 on 10/12/16, 48

} on 10/14/16, 48 on 10/20/16, 48 on 10/22/16, 44
on 10/23/16 The heart rate was in the 50's 19

f times dunng the month of October 2016 The
record faded to dentify that the facility notified the
physician of the resident's low heart rate.

| The website HTTPS /hwwaw drugs.com/metoprolal
| direcied staff to cail the physician at once if the
| user expenenced very slow heartheats

|‘- A hospital Discharge Summary dated 1027116
revesled the resident had Brady (slow heari rate)
so the physiCian stopped the Metoprolol,

| 483 13(c)(1in3-(ir), (€)(2) - (4

INVESTIGATE/REPORT

| ALLEGATIONS/INDIVIDUALS

| The faclity must not employ mdividuals who have
been found guilty of abusing, neglacting, or
misireating residents by a coun of law, or have
had a finding entered Into the State nurse ade
registry concaming abuse, negiect, mistreatment
cf residents or misappropriation of therr property,
I and report any knowledge 1t has of actions by &

Review of the Tegicent's Ottoher 206 Medieatinn 7

F 157

i
l

F225
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F 225|I Continued From page §
| count of law against an emgioyee, which would
| mdicate urfitness for service as a nurse aide or
| other fzcility staff to the State nurse aide registry
t or ficensing authornties

!

¥ 225
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=TT fachity rrostensure that altalteged viotatons™
| involving mistreatment, neglect, or abuse,

| inciuding impuries of unknown source and

| misappropriation of resident property are reported
| immediately to the admumstrator of the facility and
| to other officials in accordance with State law

| through establishad procedures {including to the

| State survey and certification agency}

| The facility rust have evidence that ali afleged
{ violabions are thoroughly mvestigated, and must
| prevent further potental abuse while the

| nveshgation 1s n progress

| to the administrator or his designated
representative and to cther officials in accordance
| with State law {(incluging to the State survey and
certification agency) withm 5 working days of the
incident. and If the alleged wiolation 1s verified
appropriate corrective action must be taken

|
I
l

! This REQUIREMENT 1s not met as evidenced
by

| Based on obsarvation, record seview and staff

| interview, the facility faled to ensure that all

| ingunes of unknown ongin were mveshgated for 4
of 3 injunes of uninown ongin - Resident #8 had
a wound o the toe on 7/29M6 The faciity did not

| mveshgate 1o determine how the injury ocourred

| Thg resident sustained further injury to three toes

» on 11/24/16 and the facility faled to deterpnine

| .
| The resuils of all mvestigations must be reported

i

i

i
|
|
l
|
1
[
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l
|
|
E
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how these mjuries occurred The resident was
totally dependent on staff. Faciity census was
mnety-three (93) residents

|

| Findings mclude.

L

I

1 AMuwmum Data Set (MDS) with assessment |
raference date of 10/6/16 assessed Resident #8 |
with short and tong ferm memaory imparments |
I and severely imparred decision making skills. The |
resident was rarely never understood by others I
and had highly /mpaired vision The residant was i
totally dependent on staif for bed mabtity, ;
transfers, dressing, fotleting, personal hygiens, ;
eating and bathing The resident could not 5
| ambulate The resident used a wheeichalr for i
| mobiity The resident was always incontment if f
| bowel and bladder The tesident had diagnoses [
that included Alzheimer's disease, penpheral - |
vascular disease (PVD) and hemiplegia The |
|

J

|'

f

[

I

|

|

l

l

l

l

|

|

E

E

f

!

MDS chd not identify the resident with skin
problems of the feet

Nursing progress notes dated 7/29/16 at 9 25

am revealed a less than 1 centmster (cm)

waund 1o the second digit of the right foot with

{ unknown eticlogy Staff cieansed the area and

| appliad a stat strp to the area  The record

[ fackad evidence the facility investigated how the

[ 1mury {o the foot oceurred

I

| Nursing progress nofes dated 11/24/16 at 8 01

| pm reveaied a nurse arde obsarved blood on the

| residents sock when getting the resident ready
for bed Staff removed the sock and observed

| partial thickness wolnds (PT) on 3 toes on the

| left foot The second digrt had a round PTW that

| measured 1 25 cm (centimeter) lohg and 0 25

| cm. deep with a moderate amount of blood

%
!
|
i
j
5

J £
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Continued From page 8

l present, the ’a-nrd digit had a superficial skin tear,
| edges approximated measuring 15 em. fong and
| 05cm atthe widest area no blood present and

| the 4 th chigit hiad a supericial skn tear that

| measured 15 cm long and 05 cm &t the widest

— T puintStaff Apphed sterstrips tothe 3 and #th

| digits The resident winced with pam. Staff

| administered PRN {as needed) pamn medication
The nurse aide stated she cid not know when of
how the resident's foot got mjured

%

? The record lacked evidence the facility
inveshgated the cause of the imuries of unknown

I ongin.

| on 11/28/16 at 405 pm the Director of Nursing

| stated she could not find investigatons mio the

| imgunes. There was no incident report since the

| myurtes were tess than 2 cm

J

| The Incident Report poticy dated 14
ravealed an Incident report would be filled out
when there was an myury of unknown onigm Skin
tears less than 2 cm would not require an
incident report

| Observation showed. on 11/17/16 at8 85am

| the resident transferred into bed by Hoyer

| machancal Ift and 2 staff Staff had to postuan

i the resident’s arms and fegs and turn the rasdent
for posttioruag 1 bed

483 15(a) DIGNITY AND RESPECT OF
INDIVIDUALITY

!
F 241 |
SS:D i
| The facihty must promote care for residents in a
| manner and in an environment that maintams or

enhances each resident's digmity and respect in

' | full recognition of his or her indwiduality

¥
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|
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This REQUIREMENT 18 not met as evidenced
by
Based on observation, staff Interview, and group
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answer residents in a dignified manner for 4

randem cbservation and falled to promote care

for residents in a mapner and In an environment

that maititains or enhances each resident's

dignity artd respact in full recagniion of his or her

indwviduality for one of 11 residents interviewed

and 3 of 8 ressdents during the group mnterview

| Staff threw a washcloth at Resident #18 and then

] expected the resident to use it when it feif on the
floor The resident reperted the incident to the
soctal worker, There was no documentation of

f the ncident and the identity of the staff was

f unknown The facility census was ninety-three

| (83) residents

I

l

Findings mclude

| 1 Random observation on 12/20/16 at 120 pm
reveated a resident called out from room 31¢
| repeptively, nurse, nurse  Staff Q, Cerbified Nurse
{ Aide {CNA), went by the room 3 times and locked
in but not ackpowledge the resident The
resident called out come back here sir StaffQ ¥
| stated. under tus breath to himself, he'd go in

| there bui couldn't Staff O, CNA, aiso went by the

[ room without acknowiedging the resident

| holiering out At 123 pm, Staff R, Licensed

| Practical Nurse (LPN), went by the room with a
methcation cart. Staif R stopped to acknowledge
the resident and the resident stated hefshe was

f suppcsed to have been transported straight from

i lnch to the beauty shop  The resident's voice

1 shaky and repetitive  Staff R checked the beauty
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shop Iist and confirmed the resident should have

gone to the beauty shop  Staff R stated the staff
| should have acknowledged the resident. StaffR
| requested Staff O transport the resident to the
| beauty shop

|
F 241 %Contmued From page 10
|
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1

E Duniny the gronp miterview on12/20/ 16 from

| 330p.m to430pm, three residents out of

| seven In atiendance stated staff had attempted to

| take them o the shower room n the shower chair
unciothad or they had witnessed other resident's

i bemg transported corpletely uncovered down the
haliway to the shower roains on several

: OCGASIONS

| 1 A Mwwmum Data Set (MDS) with assessment

| reference date of 11/10/16 assessed Resident #
! 18 with a brief interview for mentat status (BIMS)
s score of “13" (no cognitive impairment) The

] resident had severely ympaired visicn The

| resident required oxterisive staff assistance with

| bed mobility transfers dressing, torleding,

i personal hygtene and bathing

i

On 11/29/16 at 9 18 a m observation showed the
resident in a wheelchair in hisfher room The
| residant stated she made a complaint ence
| regarding a staff The resident asked for a warm
| washcloth and the staff threw it at her and it fell to
( the ground The staff picked it up and expected
the resident to wash with it The resident told the
\ social worker sbout i

i On 1172818 at 4 30 p m Staff EE, souial worker,

| stated the resident reported the incident o the

{ other sooal worker Al the resident said was the

| ade dropped the washcloth and when the
resident asked for & clean one, the aide wouldn't
give 1tto her Staff EE stated nothing was

k mentioned about the aide throwing it at the
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PREFIX
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assessment

%
i
|

[ under §483 1a(b)(4)
I

1o

| 93 residents

F 241! Continued From page 11
resident Staff EE stated there was no follow up
1o the incident. She could not tell who the staff
was that was involved i the incident. Nothing

] was documented anywhere about the incident
F 2791 483 20(d), 483 20{k){1) DEVELOP
S8=0 | COMPREHENSIVE CARE PLANS

F 241

A facility must use the results of the assessment
to deveiop, review and revise the resident's
comprehensive plen of care

3
l
l
1-
|
!
f
I
The facilty must develop a comprahensive care ;
plan for each resident that includes measurable :
oblectives and timetables to meet g resident's !
medical, nursing, and mental and psychososial f
needs that are \dentified n the comprehensive !
i
|
i
l
|
|
!
[
[
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J
l
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l
I
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|
I
f
d

| The care plan must describe the services that are

] to be fumished to attam or mamntain the resident's
highest practicable physical, mental, and

l psychosocial well-being as required under

| §483.25, and any services that wotld othenvise
be raquired under §483 25 but are not provided

| due ta the resident's exercise of nghts undar
§483 10, including the night to refuse treatment

¥

|
'J This REQUIREMENT 18 not met as evidenced

3

Based on cinical record revisw, observations,
'I and stafl interview, the faciity fasled to develop a
[ comprehensive care plan for 2 of 15 residents
| who required adaptive equipment (Resident # 22
| & #23), and for 1 of 3 residents with a cathster
| {Resident #24) The facility reported a census of

]
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F 279 i Continued From page 12 F27¢

| Findings malude

| 1 The Minimum Data Set (MDS) assessment
dated 11/10/18 documented Resident #22 had a

E iagrosisof Alzheimer sdiseass ~The MDS

; documented the resident required extensive

; assistance of one staff for meals, and reqiitred a

i mechanically alterad (pureed textured) diet

| The Speech Therapy evaluahan campleted

| 7/5H8, documented the resdent had a diagnosis
of dyaphagia. The spsach therapist documenied

| the resident packeted food 1n the mouth and had

| an mcreased nsk for aspiation

| On 7/18/16 the speech therapist documented the
| resident took multple bites before he/she

| swallowad and when no staff assistance

! received

in a communication note to the physician on
12/8/16, and a progress note dated 12/8/16 at

11 04 p m , the speech therapist had
recommended the resident continue on a purged
| diet. and a smaller teaspoon or baby spoon used
{ when focd served to encourage the resident to

| take smaller bites  The physician signed the

i order on 12/12/16
!

{

{ The resident’s care plan updated 11/8/15 did not

1 address the resident's nead for using a baby
spoon of smaller teaspoon, of contain speech
therapist recommendatiens for nterventions 1o
decrease the nsk of the resient taking too large

| 2 bite

;

| Dunng ohservation on 12/20/18 at812am, the

i_resnﬂent sat m the diming room eating hot cereai
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e resident's month - The TesIKient chewed food

J

with mik. Staff D, Certified Nursing Assistant
I (CNAY, gave the resident a regutar sized spoon
for him/her to feed self.
At 8.40 am , the resident used a fork, and fed
self scrambled egys  Food particles hung out of

STATEMENT OF DEFICIENCIES (%13 PROVIDER/SUPPLIERUCLA, (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER. COMPLETED
A BUILDING
G
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; i
F 279 Continued From page 13 F 279 i
»

| slowly During that trne, no staff at the tabie or
assisted the resident.

At 8:527 5 m., the resident sat In a wheselchair i
the room

Staff D told the resident hefshe had food
his/her mouth, and needed to chew the food
I Staff D then left the room
| Durning an intarview on 12/22/16 at 9 05 am, the
I dietician, stated the resident had an order for a
I pureed diet, and needed assistance when eating
| The distician reperted the resident had difficulty
| swallowing, and needed a baby spoon or smaller
| spoon so the resident took smaller bites  The
dietioian reported scrambled eggs should have
baen a ptireed texturs. not served whols

!
f AL 857 am, Staff D enfered the resident's room
I

|

|

|

I3 funng the noon mekhl obsarvation an 12/18/16

| from 41 45 a m ~12 43 p m., it was noted

| Resident #23 was listed on the Diefary Adaptive

| Equipment List as needing a blUE plate for meals
and listed on the Fountan Dirung Room Section
List as needing a dark plate for meals The noornt
meal was served to Resident #23 on a tan plate
which ts standard for all Residents,

I Buring an nterview with the Dietary Managsr at

[ 12.43 pm on 12/19/186, she stated blue plates
are used for residents that have vision problems
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o |
PREFIX l
TAG l

)

0 PROVIDER'S PLAN OF CORRECTION

PREFIX

TAG
DEFICIENCY)

{EACH CORRECTIVE ACTION SHOW.D BE
CROSS-REFERENCED TO THE APPROFRIATE

i
COMPLETICN
DATE

F 279, Continued From page 14

so thay can more easily ses the food on ther
plates.

An MDS complsted on 12/8/16 revealed an
adrssion date of 5/22/15 and icentified Resident
#23 with a diagnosis of low visicn in both eyes

F27re

[ Tare prarwith a TevisionTUate of 3/26715

| identified a problem of impaired visual function

| related to tustory of retinal issues, diabetes and
history of stroke No infervention was listed for

! the use of 2 blue plate at meals

| 3. The 12/1/16 MDS recorded Resident #24's
cognitive skills for daily decistion making as intact.

| The resident required limited assistance of ane

| staff for bed mobiity, transfers, dressing, tatlet
use and personal hygiene The MDS recorded

| the resident had 5 catheter

| The 1/6/18 care plan recorded Resident #24

| required assistance of 1 staff for fodeimg The

| care plan lacked documentation the resident had

1 a Foley catheter or any direchions fo care for 2

i Foley catneter
The 1241416 through 2/28/17 Physician's Orders

{ form recorded an order for Foley catheter with a
start date of 6/28/16
Duning an interview on 12/22/16 at 11 3Gam

| Staft B, Registered Nurse (RN), acknowledged

| she would expect the resident's catheter (o be

| addressed on the care pian

F 2811 483 20(k¥3)(1) SERVICES PROVIDED MEBT
ss=£ | PROFESSIONAL STANDARDS

The services providad or aranged by the facility
must meet professional standards of quahty

This REQUIREMENT 15 not met as evidenced
by
| Basad on observation, record review, resident

!
!
!
!
|
‘|

F 281l

i
i
|
|
l
1
i
|

¥

]
l
I
|
|
|
i
|
|
|
l
l
5
!
l
l
l
\
l
|
|
!
l

FORM CMS-2567{02-60} Previous Varsions Obsolete

Event ID GR7RH

Facildy 1D tA0G03

If confiruaton s.q?et Page 16 of 119




DEPARTMENT GF HEALTH AND HUMAN SERVICES

PRINTED: 02/09/2017
FORM APPROVED
QMB NG, 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES (X7 PROVIDER/SUPPLIERICLIA
AND PLAN OF GORRECTION IDENTIFICATION NUMBER

165350

(X2} MULTIFLE CONSTRUCTION (X2 DATE SURVEY
A BUILDING COMPLEYED

c
B Ye 01/2412017

NAME OF PROVIDER OR SUPPLIER

FOUNTAIN WEST HEALTH CENTER

STREET ADUGRESS, GITY, STATE, ZIP CODE
4501 OFFICE PARK ROAD
WEST DES MOINES, 1A 50265

and staff interview, the facihly falled to provide
services that met professional standards of
qualiy for 6 residents. Reswdent #1, #4, #5, #11,
l #14, and #25

] Resident #11 did not recewve hisfher Fentany!

x4 D SUMMARY STATEMENT OF OEFICIENCIES tn] [ PROVIDER'S PLAN QF CORRECTION 5
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVEE AGTION SHOULD BE COMPLETICN '
TAG REGULATORY OR LSC IDENTIFYING INFORMATION] TAG CROSS-REFERENCED T0 THE APPROFRIATE OATE
DEFICIENCY) |
i [
|
F 281 { Contnued From page 15 F 281 I

~{narcoticy pateh as ordered  On 0725/ 16

j Resident #1 had a cloniding (for blood pressure)

| patch on the left shoulder dated 10/3/18. The

| clonidne patch order directed staff to change the

| patch weekly Stailf should remave the old paich

[ bafore applying the new one Staff did not

| petform Resident #4's skin treatment as ordered
by the physician Resident #5 did not receive a
narcofic pain medication as ordered by the
physician Resident #14 did not receive an
afternoon medication as ordered Mursing staff

| faled to clanfy bitateral hand splint orders for

| Resident #25 Nursing Staff created an order for

| the ilateral hand sphints without the physician's
nput or knowladge The facidy census was

l ninety-three {93} residents

]I Findings include

11 The Minmum Data Set {MDS) with

I assessment reference date of 9/15/16 assessed

i Resident #11 with a score of "5" which indicated

j severe cogniive impantent The resident
requirediextensive assistancs with bed mobility,

transfers, locomaotion on the unit, dressing and

) personal fiygiene The resident did not ambulate
The resident had functional range of motion

. (ROM} Frutations of the upper and fower

Faxtremities The resident used a wheelchair for
mobitity The resident had diagnoses that

: included dementia and stroke

! Review of the resident's October 2016 medication
| agmristration record (MAR) and controlied
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| patch avery 3 days Review of the resident’s
contro lled substance recard revealed staff faled

**—“—'**—‘**J‘to‘app?ymrewﬁgntanyl‘pdmn oot e and

1114/16

|

t A care plan with completion date of 10/5/18

| revealad the resident with a problem of alteration :
In comnfort related to osteoartwilis as evidenced

% by routine use of analgesic The care plan

¥ directed staff to admituster analgesics as

'E ordered.

|

2. A MDS with assessment reference date of
10/14/16 assessed Resdent #1 with & score of
"g | indicating moderaie cogmiive impairment

' The resident had ne behavior sympioms

1 wentfied The resident required extenstve staff
assistance with bed mobildy, dressing, foileting

| and batiung The resident required imited

| assigtance of staff with ambulagion and personal

| hygiene A“balance during transitiens and

| walking” test identifred the resident as not steady

| but able to stablize without staff assistance in all

| areas of testing The resident used a walker and

| wheelcharr for mobtity The MDS wentified the

| resident admitted to the faclit#10/7/16 The

| resident was ogecastonally ncentinent of bowel
and bladder. The resident had i)agnoses that

| included dependance on renal dialysis and
altered mental status

| A Hospital Progress note dated 10/5/16 identhed

| the hospital apphied a Clonidine pateh (for blood

{ pressure) on 10/3/16 The hospital note ravealed

 the patch should be changed weekly and staff

| needs to remove the cid patch before applymg a
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F 281 | Continued From page 16 ] F 284
% substance record revealed the resident had an i 1
: order for Fentanyl{narcotic) 12 meg {microgram) |
patch. The order directed staff to change the |
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new one

Nursing progress notes dated 10/7/16 at 2 14
| b m. revealed the resident admitted tc the faciily
| at skiled level of care.

1

| An October 2016 MAR revealed an order for
Clonidine pateh to skin once weekly on Menday
The MAR wantified staif should apply a new

[ patch on 10/10/16 The MAR tevealed Staff U,

J Licensed Practical Nurse (LPN) initialad she
applied a new patch 101016, 10/17/16 and

i 10724116

| ER notes dated 10/25/16 at 10 57 am revealed

| the rasident had EKG (etectrocardiogram)

| stickers on hisfher chest from a prior admission

| which was over 10 days ago The resident had a
medication patch (Cloniding) on the left shouider

‘ dated 10/3/16

f Hospital notes dated 10/25/16 revealed the

| resident did not have hisfher Clonidine patch

| changed and the resident's blood pressure was
| elevated on that date They documented the

| bload pressure as 2017191 and pulse 48

|

[ On 12/8/16 at 12 12 pm Staff U, LPN, stated she
| checked the resident befors appiying the new

| patch on 10/10716 and drd not see one dated
10/3/16 She stated she appled a new patch on
10/10/16 to the left shoulder and removed that
one when she applied a patch o the nght
shoulder on the 10117186

3 AMDS with assessmeant reference date of
1111016 assessed Resident #4 with & score of
“14", Indicating no cogritive impakmant The

!
H
!
{
{
| restdent requirad total assistance of staff for bed

| 3

|
f
r
|
|
|
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|
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F 281 | Continued From page 18 I F 289 !

‘deemlﬂedmwmm

mobility and transfers, sxtensive siaff assistance
with dressing, foileting and bathing The resident
{ used a whesichair for mobiity The MDS

i dentified the resident with penpheral vascular

{ disease {PVD, poor dreulatton) The MDS

| Treatment administration records (TARs)
revealad an order to cleanse area to night mediai
malleoius with soap and water and pat dry Apply
Lidocalne and solosite (for wound healng} to
area and cover with dressings every 3 days

! Cleanse !eft medial mallealus with soap and

! water, ninse and pat dry Apply skin prep to site

| and cover with dressing every 3 days.

; Observation showed on 11722116 at 1035am

| Staff P, LPN, just finished treatments to the

| resident's lowar extrermity sores When

| questoned about what she did with the areas to

| the nght and left ankies before the surveyor

| arrived, Staff P stated she applied Lidocame to

| the areas When asked about solosite, she

| Stated she didn't see the solosite on the TAR and
| did not use any

I
| 4 AMDS with assessment reference date of

l' 3/31/16 assessed Resident #5 with a score of "5".

| Indlicating severé cognitive imparment The
resident had behavior symptoms of verbal and
other behaviors 1to 3 days outof 7 The resident
did not rejact care The resident requred
exisnsive staff assistance with bed mobility,
dressing and eating The resident required tolal
assistance with transfers, fodeting, personal

l tygrene and bathing. The resident did not

| ambutate The resmident had inctional range of

| motion imitations of one lower extremity The

| resident was frequently inconhinent of bowsl and

1
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SUMMARY STATEMENT OF DEFICIENCIES
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—
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PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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F 281

Continued From page 19

bladder. The MDS wdentified the resident at risk
for pressure sores and the resident had prassure
sores The MDS did not dentify moisture
associated skin damage (MASD) The MDS

cioted p‘éﬁﬁﬁmmmﬁw I

I

I identified the resident with diagnoses that

% fracture of the nght femur The resident admitted
| to the faciity on 6/10/11.

I The MDS wentified the reswdent received

| scheduled pain medicaticns

| Review of the July 2016 MAR revealed the

| resdent should receive Nerco (narcotic) four
[tmes adayat12am,8am, 12pm and6
Ipm

Review of the resident's controlled substance

record revealed the resident did not receive

hisfher scheduled Norco 5/325 mlligrams the

; morming of 7/14/16 The controlied substance
record iwenfified the rasident recaived one on

I 7714116 af 12 a m. and the next one was

I administered at 2 3C p m. (2.5 hours [ate} on

I 714116

|

5 The MDS with assessment reference date of

i 1117116 assessed Resudent #14 with a score of
{ "15”, indicating no cogmibive impawrmeant The

| remident required extensive staff assistance with
| bed mobility, fransfers and teds{ing

|

| On 11/28/16 at 355 p m the resident stated Staff
| Y LPN, did not give the resident hisfher afferncon
| medicabons on 10/13/16 The resident stated

| Staf Y told her she didr't give the medication

| bacause the resident was not in histher room

I .

| On 12/6/16 at 3 pm, Staft Y, LPN, stated she did

|
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F 281 Continued From page 20 , F2st
X
|

i nat give the resident his/her Gabapentn {fo treat
nerve pan) on that date because the resident
was at an activity 1n 1he Tacity

I
|
I

| Review of the resident’s October 2016 MAR

- evemted theTesidentdRI T TeteVE e PVdose

l' Gabapentin 100 mg.

l 6 Resident councll minutes for 10/6/16 revealsd

I' a comment concerning not getiing meadications at
prescribed tmes or medications not aiways 4

| hours apart

Iz According to the MDS dated 12/9/16 Resident

| #25 hac diagnosis that included Alzheimer's

| disease, atnal fiballaton, heart fature and kidney

| talure. The same MDS documented the resident

| depandent for mobilty, dressing and hygiene. had

| ymited functionat range of motion in both arms

| and legs

|

| The care plan problem mitiated 5/15/14.

| documented the resident had impaired mobilily,

| the intervention dated 12/12/18 directed siaff

| appiy ihe leff hand splint and nght hand cone as

| ordered and to refer to the resident's reatment

| admimistration record (TAR) for orders

E The Functonal Maintenancea Program sheet
| completed by the occupational therapst (TO)
i 11/15/16 directed the foliowsing
Spiipt Schedule
I a Left hand. Resting hand splint (soft)
I'h Right hand Cone (soft) splint
| To be worn dady and skin checked every shift
| change
Please strefch hands or place warm most fowed
| wraps to placing hands in splints
Can be removed for self feeding and bathing, 4
_, ofherwise to be wom all day and night '

!
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!
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; 3
| A physician's {elephone order signed 14/15/16

| approved the splint schedule as recommended by
| the OT.
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F 281 | Continued From page 21 F 281

—-m“I‘”Tﬁé’I‘r’eﬁt?ﬁé'ﬁt‘s?ae_eﬁ’détWDéﬁéfﬁber‘ 2016
and January, 2017 directed staff to apply the
hand sphnt and cone as ordered on 11/15/16 (o

| wear all day and right) as well as angther ordar

I for the resident to wear sphnis to both hands for 2
hours iy the moming and afterroon, all night with

j removal at 600 AM as well as for meals.

| Review of the resideni's chirucal record revealed

| no physictan order for the spiints to be worn 2

. hours AM and PM and all night with removal at
6 00 AM

During interview on 1/18/17 at 2 00 PM, Staff P,
LPN acknowledged staff were initakng 2
conflicting orders for the resident's hand splint
and cone since 12/18/16. When asked for the

| physicien order for the hand splint and cone to be
| worn 2 hours in the A and PM and ali ught with
| removal at 6 00 AM, Staff P presented a hospitai
| Patient Discharge & Transfer Form dated

{ 12/19416 documented

| Treatments

| Every twe hoar tums

, Right hand grip/spiint?

Staff P stated that she took the documentation as
an order and wrofe an order for the resident i
wear the sphnt and cong for 2 bours AM, PM and
all night with removal at 6 00 AM herself with no
physician or OT cianfication or signed order

Staff P offered no explanation as to why she

| falsified thg order and did not seek clanfication

, from the physiclan or the QT
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58=D i PERSOUNSIPER CARE PLAN

| The services provided or arranged by the facility

| must be provided by qualified persons n

l accordance with each resident's written plan of

| care

I

I

| This REQUIREMENT 18 not mat as evidenced

| by

| Based on abservation, record review, resident

| and staff interview, the faciity farled to provide

| services aceordance with each resident's

| whitten plan of care for 2 of 6 residents Resident

| #7 was not repositioned accerding 1o the care
plan Resident #8 was not repesttioned or
checked and changed as the cara plan directed
The facility census was ninety-three {33)

l residents

4 1D SUMMARY STATEMENT OF DEFICIENCIES e PROVIDER'S PLAN OF CORRECTION 5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL | presix (FACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LST IDENTIFYING INFORMATION) ‘ TAG CROSS-REFERENGED TO THE APPRGPRIATE DATE
DEFICIENCY)
[
F 281 | Continued From page 22 L F 281
!
| During interview on 1/24/17 at 940 AM the ! !
| administrator stated Staff P resigned on 1-18-17 : \
| after the mterview concerning the falsified order "
F 282 ! 483.2000(3)(n) SERVICES BY QUALIFIED | Fom
}
t
|
i
i
g
H

s indings mclude

11 The Minmum Data Set (MDS) with
J | assessment reference date of 8/11/16 assessed
| Restdent #7 with a score of "13", indicating (ntact '
i j cogniion The MDS did not identify any benhavior
| symploms  The resident required extensive staff :
agsistance with bed mobdity, transfers and ‘
| toleting The resident dud not ambulate The ;
resident was frequently moontinent of bowel and E
| bladder The resident used a wheelchar for
| mobity The resident had diagnoses that |
| included Alzheimer's disease, ., }
| |
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F 282 | Centinuad From pag;a 23

|

| A care plan completed 8/15/16 identified the
resident with potential skin impairment related to
nisk factors for skun preakdown and inconiinence,
edema, impared mobility and cogmtion, right

doontracture and ighcompiEntg with gt

hand splint The care plan directed staff to
encourage and assist the resident to change
position frequently, avoid lying or siiting in any
J one pasttian for extended periods of ime

R R

|

| Observaton showed on 11/28M185 at 1 48 pm,

| the resident i bed on hisfher back The resident
[ remained In a back lying position until 4 42 ¢ it

' (3 hours)

| Observation showed on 11/29/16 at 808 am the

| resident up 1t the wheelchalr The resident

| remsainad up tn the whesichair untit 1 27 pm,
when Staff 8, Certified Nursing Assistant (CNA),

| fransferred the resident to bed Prior to transfer to

" bed, Siaff S checked and changed the resident
The resident had red areas on the upper

| buttocks On 11/29/16 at 1 43 p m Staff W, CNA,

| stated she and Staff T, CNA, got the resident up

Paround 7 am to 730 a m and neither she or

| Staff T chd anythung wath the resident since they

| brought the resident back from breakfast and

1 started showers This indicated the resident sat in

| the wheelchair approximately 8 hours

1 On 11/29/16 at 11 12 am the reskdent stated

i helshe sat i the wheelcharr afl morning and

i hefshe didnt want o sit that fong The esident

| stated no one offered ot took him/her to the toilet

| SINce hafshe got up

1 Nursing progress notes dated 112316 at 104

| pm reveaied staff documented the resident with

| skin impairmeant of the cocoyx (No size or

) description documented)  Staff applied

I
|
|
|
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|
l
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|
|

F 282 Continued From pags 24

i
|
| Desmagran {for skan mpairment) to the are?a_ |
]
|

F 282

| Nursing progress notes dated 11/30/18 identrfied
a decrease In the size of the open area or the
i right giuteal

P MDS with assessment Teference date of

’ 1057186, assessed Residont #8 with short and
long term memory impairmerits and severefy

| impaired deciston making skills. The resident was

| rarely/never understood by others and had highly

| impaired viston. The resident was totaily

| dependent on staff for bed mobility, transfers,

| dressing, taileting, personal hygrene, eating and

| bathing The resident could not ambulate The

| resident used a wheelchair for mobiiity The

| resident was aiways incontinent f bowel and

1 bladder. The resident had dragnoses that

» included Alzhsimer's disease, peripheral vascular

i disease (PVD poor crrculation) and hemiplegia

i {kmrtation on che side) !

{

{

1

e oo e e et ot e e P o i

Chservation showed on 11/29/16 at 8 10 a.m '
staff feeding the resident as he/she sat up in the .
wheelcharr The resident remamed up In the

T wheslchair untd 1 03 p m At that brme  Skaff T, .

I GNA, stated she was not sure when they got the

| resident up that morning  Staff T stated they

| repositioned the resident by leaning the resident

| back 1 the chalr and checked the residant

| without laying the resident dowr: When asked

, how they checked the resident Staff T stated :

they checked the resident as one would a baby .

and the resident was dry Staff 7 then stated they |

had a ot of baths that morning and had trouble

| finching bnefs and wipes Staff T stated they go ,

| wath the flow and wing it and as long as everyone

| gats fed and changed after lunch they are "doing l

| good” Observatiof) showed on 11/26/15 at 1 03 |

| pm, the resident wet with unne and pericare |

~

;
|
\
l
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F 282 | Continued From page 26

|
[
!
| providéd, !
| On11/29/16 at 143 pm Staff W, CNA, stated g
| she and Staff T, CNA, got the resident up around !
7am. 1o 7.30 am This indicaied the resident sat |
| in the wheelchair for approxjimately § hours |
M%ﬁmﬁmmmmr i
| 10421418 identfied the resident at nisk for skin J
l hreakdown related to debility, Incontinence and |
impaired mokiiity The care plan direcled staff to '
assist with frequent reposthoring  Avoid sithing or I
! tying m one postion for extended penads of time.
! The care plan directed staff to check and change l
{ the resident as directed. J
| The facifity poficy for the scheduled torleting !
i
f
I
I
|
!
l
I
I
|
J
!
!
i
I
I
|
I
|
I
I
|
|
{

F 282

| pragram directed staff to check and change the
. resident every two to three hours
Nursing progress notes dated 10/24/16 entified
a small partiai thickness wound (PTW) 0 8 cm by
1 cm. to the night cuter buttock. Staff applied a
I Tegadenm transparent dressing The record
| lacked follow up to the areg
| Obgervation showad on 11/17/16 at9am no
| open areas to the resident's buttocks
F 309 ] 483 25 PROVIDE CARE/SERVICES FOR
8= | HIGHEST WELL BEING

F 309

; £ach resident must recerve and the factlity must
i provide the necessary care and senvicas to attamn
;or mantam the highest practicable physical,
mental, and psychosocial well-being, in

i accordance with the comprehensive assessment
i and plan of cara

{

!

§ This REQUIREMENT 15 not met as evidenced
by
| Based on ohservation, record review and staff

4

=
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F 308 | Continued From page 26 i F 309
i interview, the facilily faled T provide the I
necessary care and services to attain or maintain !
the highest practicable physical, mental, and i
psychosocial well-being, in accordance with the I
‘ comprenensive assessment and plan of care for !
—Fof Tresdents Teviewed: Resident #2, #3745, T
i#? #11, #17, and #21 |
Resident #5 experienced symptoms of stroke that

the faclity fadled to ac
Resident #2, Residen

i cancer and pan The
| upper arm {humerus}

| document an ongoing

:
Fincings inchide

reject care The MDS

t on In a timely manner
¢ #11 and Resdent #3 fall

assess and dacurnant the brusing. Resdent #7
Rad an apen area to hisfher bottom that the
facility faled to measure of document a
s description of The facihty fanfed to follow up on
. Resident #5's skin wnpairment Resident #17 had

!
!
H
! and bruised their faces. The faciity faded to
f
{
{

resident stated the faciity

| fated to administer pam medications in a imely
| manner Resident#21 fell and fractured his/her

and the faciity falled to
assessment  The faaility

| falled to provide a follow up assessment Facility
| census was ninety-three (93) residents

4

"1 AMmimum Date Set (MDS) assessment tool
! dated 3/31/16 assessed Resident #5 with a BIMS
! score of 5" (severe cognittve mpairment) The
| resident had behavior symptoms of varbal and
! ather behaviors 1 fo 3 days out of 7 and did not
{
i

documented the resident

required extensive staff assistance with bed
| mobilily, dressing and eatng and total assistance
with transfers toneting, personat hygiene and
bathing The MDS also documentad Resident
' #21 did not ambulate and had functional rangs of .
| motisn imitations of one lower extremity, was
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¥ frequently incontinent of bowe! and bladder, and {
at risk for pressure sores and the resident had
| pressure sores The MDS did not identify
| moisiure associated skin damage (MASD) and
! revealed the resident had diagnoses that
lrcinded pernpheTal vasouar tiséase (PYDY ang ‘
fracture of the nght femur. The resident admitted [

| to the faciity on 610/ 11

: Stroke

! Nursing progress notes dated 7/28/16 at 8 31
pm and documented by Staff C RN revealed the

| resident's granddaughter mformed the nutse that

i the resident had nght side facial dreoping and

+ could not speak The reswdent appearad sleepy

| The resident looked at Staff C when staff spoke

o him/her The resident attempied to speak to

answer guestions hut could not say any actual

words. The nght side of the face had drooping

and the nght gnp was weaker The resident could

move exiremities Temperature was 98 axitiary,

pulse 84, respirabons 16 and hiood pressure

ogm72

)

| The next nursirg progress note enlry dated

| 7/25/16 at 12 45 a m and documented by Staff

| AALPN revealed Staff C informed her of the

| resident’s symptoms at 12 30 am Siaff AA

| observed the resdent lying in bed awake and

| alert with nght side of face drooping  The rasident
could ususlly swaliow a pill whole Sitaff AA had o

) erush ihe resident's 12 am Norco and the
resident could not keep it in hisfher mouth Water

| and parts of the pdl ran out of the right side of the
resident’s mouth  The resident could follow the
nurse with his/ner eyes The resident could not
speak The restdent could not grasp with the nght

; hand The resident’s puplls reacted to kght Staff
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AA natified the}re.s‘dent‘s daughter af 1 am who
gave the OK to notify the physician  Staff AA
called the physician's answernng service at 110
am with no answer. At 1 40 am the ARNP
called and gave the OK o transport the resident

o ER-AtZ-16anrine and
{ transported the resident to the hospital

|

E

i

i

i

Hosprtal ED (emergency department) MPI {history i
of present liness) comments, dated 7/29/16 at i
| 2 56 am revealed the resident presented from l
| the nursing home for evaluation of stroke-Iike |
| symptoms and was noted 1 develop an acute \
| onset of expressive aphasia with nght sided faciat '|
| droop and nght upper extramity weakness around |
| 8 30 p . last mght The facility did not send the 1
| resident to the ED atthat time  Nursing staff at . ]
I

|

I

I

l

|

!

}

|

|

i

[

E

i

I

|

!

'.

|

| the facility reportedly noted a persistent

| expresswe aphasia and faciat droep around

| 1230 am this mormng as the resident had
difficuity takaing ms/her pits at that ttime Therefore
EMS (emergency madical services) was finally

| called around 2 a m 1o transfer the resident fo
the ED for further evaluation

I
l ED provider notes dated 7/29/16 at § 26 am

| revealed the resident continued to have apparent

! neurclogical deficits Including facial droop and

! aphasia The physician suspected e résident’s i
I symptoms were related to an acute stroke though l
| the onset and progressicn of the symptoms. The )
 resident presented well outside the window for |
| any emergent treatment for an acute stroke as |
symptoms started around 8 30 p m yesterday

| avening.

| The sesident admuted to the hospital for care A ;

l hospital nistory and physical identfied the I

| resident's principal problem as “acute Ischemic [ ]
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| stroke”

)

[ On 1122016 at 2.38 p m Staff C RN stated the

| resident started having symptoms onthe 2pm
to 10 p.m shift, The resident was very tired and

¢

exhibited UncCiear spegch Staff Cthought iniay
I have to do with the resident being tred Staff ¢
| notifiad the charge nurse Staff M LPN. The
| resident's vitals were fine and they continued fo
| monttor the resident Staff G stated it was upb 1o
| the charge nurse to make the decision to send
| the resident to the hospial.

I On 11/23/16 at 9 28 a.m. Staff M LPN stated she
worked on {he skilled unif that mght Staff M
confirmed she was the charge nurse that shuft

! Staff M stated a resident readmitted and she

I helped that resident get to his/her room when she

| was told Staff C needed her Staff M asked what

} was wrong and the resident’s family stated the

| resident was not acting nght Staff M stated she

[ then let Staff C knaw if she needed help 1o let her
know and she went back to the resident that just

I returned to the faclity Staff M stated she glanced

! in the room and Staff C was in there and that's

| when she told her to let her know If she neaded

I'help She didn't give Staff C any direchives on

| what to do for the resident and she never heard

| anything more from Staff C No one told her any

| specifics other than the resident wasn't acting

| nght

| On 12119716 at 1216 pm  Staif AALPN statad
she came on duty after mudright and Staff C told
her the resident's granddaughter had concerns
ihat the resident had signs and symptoms of
stroke since 8 or 8 pm Staff AA immedataly
weril to the resident’s room and the resident had

|
!
!
|
i
[ rumbled speech with nght facial drooping Staf
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l AAthought the resident had a stroke so she sent | |
l the resdent to the hosphial Staff AA stated from ] |
what she saw, the resident should have | |
i transferred to the hospital a lot sooner ! }
|
J"OTT’T?T:?@’“IW’}'W durrg phoreexit i i —— 1 -
]

! employes with credibility 1Issuss
} Skn impawmeant

l Nursing progress notes dated 7/13/16 2t 9.48

| o m revealed a GNA repotted the resident had a
| moderate amaunt of rad bload 1 tugfher brief that
| appeared to come from the vagina Assessment

| of the area revealed a small ameunt of blood

| from smalt nodules and lumps on the laia fold

| Staff cleansed the area and patied dry The

| resident voiced discomfort to the area

|

! The record lacked foliow up of the area

| Nursing progress notes dated 7/28/16 at 2 16

i a.m revealed the resident transported ta the

| hospital with stroke symptoms

|

| Hospital records dated 7/29/16 at2 58 pm

| revealed hospital staff assessed the resident with

| Stage 2 wounds on the penneal area The
resident had multiple open areas on the outer and

_j mner labia and urethral cpening
! On 11/28/16 at4 05 pm the Director of Nursing
| (DON) stated she did not find the facility followed
| up on the 7/13/16 observation and that the
| resdent did not have a physician encounter that
y addressed it

] .
|2 AnMDS dated G176 assessed Resident #2

|
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[ with a brief interview for mental status {BIMS)
score of "5" (severe cognibve tmparment) The

| resident had the following mdicator of delinuen

| that fluctuated through the day. mattention The

| resident had no behawior symptoms identifiad

—————+The MDS documanted the Tasidant required

| imtted staff assistance with bed mobiity,

| transfers and ambulation and sxfensive staff

| assistance wilh totleling, dressing and personal
hygiene A "balance during transitions and
walking” test identified the residant as not steady
and only able to stablize with staff assistance
The resident usad a walker and wheelchar for

| mobihty. The resident was occasicnally

| ncontment of biadder The resident had

i diagnoses that included dementia

! An incidant report dated 10/16/16 at5 16 am

| revealed the resident stated hefshe came out of

| the bathroom and fell Staff found the resident

| siting on fis/her bottom on the resident's reom

| floor. The resident said hefshe hit thew head on

! the edge of the bed Staff spphied an 1ce pack to

| the head The resident receved a hematoma to

i the nght forehead and abrasion to the butiock

[ The incident report did not identify an intervention
| following the madent Nursing progress notes

| dated 10/16/16 at 9 16 a m revealed the resident
| transported to ER for evaiuation ¥

| A physician encounter form dated 10/17/16 at

i 451 pm revealed the resident was sent to ER

| on 10/16/16 afier a fall The resident had bruising

| above and below bilateral eyes as well as the

| right forehead ER evaluated the bruising The
bruismg was described as follows Examination of
the head and face revealed hematoma around

, the bilateral eves and nght forehead and

| tenderness aver the nght fromtal arez. The right

!
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3’ ayelid showed swelling of the upper eyelid and
extensive bruising around the histeral eyes

} The facihty faiied to document any bruging on the
face,

Observation showed 11/16/16 at 11.07 am the
resident in bed. The resident had wisibie briising
around both eyes.

3. An MIDS dated 9/15/16 assessed Resdent # 1

witty 2 BIMS score of "5" {(severe cognitive

impairment) The resident required extensive

] assistance with bed mobility, transfers,

jocomotion on the unit, dressing, and personal

| hygiene The resident did not ambulate The

| resident had functional range of motion (ROM)

| ymutations of the upper and lower extremites

| The resident used a wheelchau for mobility The

| reswdent had diagnoses that Included dementia

| and siroke The resident had two or more falls

| without Injury since the previous assessment

| An incident report dated 10/17/18 at 7 20 p m :

| revealed staff found the resident laying on the !

| nght side in the central haliway The resident had !

'. & large bump on the forehead and a bloody nose

The resident complained of back pam The alarm

I' sounded when the resident fell

}On 11723116 a1 65 p m , Staff K LPN stated the b

| resident was 1n the centrai haliway and fell out of ‘

[ the wheelchar She stated there was a family !

| vistting another resident i the cenfral hatl and I

| they alerted staff to the resdent’s fall No staff I

heard the resident's wheelcharr alarm and found | |
I
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|
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|
\
!

the resident fay face first on the ground. Siaff K |
called the amblance and the resident |
{ iransported to ER for evauaton  Staff K stated
| after tha incident the resident had black eyes
i Nursing progress notes dated 101816 at 1208 {
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am. reveaied the hospital called and informed

the facility the resident had a UT! (unnary iract

infectton) and the resident would return with an

[ order for Keflex (antictic) to treat the UTT The

[ head CT and the chest x-ray were OK Nursing

m'———fﬁ"m"_nﬁles onthe samedate ar T48am

, revesled the resident retumed to the faciity and

| had bruising to the forehead and face. There was
no further docurmentation regarding the bruising.

{ Observation showed on 11/23/16 at 1 10 pm

; Staff L CNA transferred the resident to the toslst

| via the EZ stand The alarm sounded when Staff

i

—+——

i
I
|
|
l
f
f
i
[
!
!
I
L asslsted the resident to stand Staff L stated |
she fock care of the resident on 10/17/16 and the !
{ resident falf after she left The next day the :
[ resident had 2 black eyes. |
| On 11/28/16 at 4 05 p.m the DON stated she
| sould not find any documentation regarding the j
| resident's facial brusing after readnussion from ;
ER :
f 4 An MDS dated 7/21/16 assessed Resident #3 |
| with a BIMS score of 8 {moderate cogntive i
impamment) Ths resident required exiensive staff ]
| assistance with bed mobility dressing, torleting, !
| personal hygiene and bathing. The resident !
| required limited staff assistance with bathung A !
| "balance dunng transihons and walking” test E
| Identified the resident as not steady but able to
stabilize with staff assisfance and revesied the |
resdent used a watker and wheslchair for !
mobility The MDS dentified the resident recetved I
daily anficoagulant medication !
An [R dated 11/22/16 a1 5 30 a m revealed a fall {
'in the resident room  Staff found the resident on i
|
I
|
I
|

! the floor next to the bathroom The resident could
! not expiain what occwrred The iR dentified the

! resident had previously been anxious The
i
i

!
!
f
|
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i
i
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|

resident sustaned a bump to the forehead that
measured Zom by 2 cm The intervention

3
|
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l foliowang the meident was to answer the resident
l promptiy when hefshe called (Already in place)
| and 2 PT/Cccupational therapy (OT) screen
| A hospital report dated 11/23/16 revealed the
| resident fell 3 times 1n the past 3 days. The

i mred g lacerations tobotharms
l and a left sided forehead hematoma. The report
| dentified a left wist skin tear and night bicep skin
laceration,
1 Obsgervation
{ Obgervation showed on 11/28/16 at 11 37 am
| the resident wheeled self with tast in the
{ wheelchar Observation showed a large bruised
| area around the feft eye When asked what
happened the resident stated "t' s been hike that
'I a long time "
| The record lacked documentahon of a left black
{ eye afier 1/22/16

| 5 AWMDS with assessment reference date of

| 8111116 assessed Resident #7 with a BIMS score

| of “13" (na cognitive impajrment) The ME}S did
not klentify any behavior symptoms The MDS
documented the resident required extensive staff
assistance with bed mobiity, transfers and

] toileting, did not ambulate, was frequently !

| incontinent of bowel and bladder, and used a
wheelcharr for mobiily The MDS wentified the
restdent had diagnoses that included Alzheurtar's
disgase

! ¥

| Acare plan completed 8/16/16 identified the

| resident with potential skin impairment related (o

] risk factors for skm breakdown and mcontnence,
edema, impared mobihty and cogotion, nght '

! hand coniraciure and noncomplrance with nght

| hand spimt The care plan directed staff to .

| encolirage and assist the rasident to change '

; position frequently, avord lying or sithing 1 any

e e —— e e e

|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
i
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i ane position for extended pernads of time

[ On 11/1716 at 928 a m observation revealed a
| band aide on the resident’s left buttock VWhen
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staff removed the Band-Ald, there was no open or
B I soahbey area deneathi it _On the sarmsdateat

' 11 65 a m , observation also reveaied two scarred

I healed areas o the upper buttocks and an open

| horizontal siit at the top of the upper nght buttock

; area At that tme, Staff T LPN confumed the area

I was open and applied dermagran (for skin
imparment) to the area.

| Observation showed on 11/28/16 at 1 48 p.m ,

the resident 1n bed on bisfher back The resident

| remamed in a back lying position until 442 pm

|' {3 hours)

' Observation revealed on 11/28/16 at 8 08 a.m

 the resident up in the whesichawr The resident
remained up in the wheelchar untl 1.27 pm

{ when Staff Q transferred the resident to bed

I Prior to transfer to bed, Staff Q checked and

| changed the resident The resident had red areas

 on the upper butiocks. On 11/29M16at 143 pm

| Staff R CNA stated she and Staff S CNA got the
resident up around 7 am to7 30am and

| nesther she or Staff § CNA did anything with the

| resident sihce thay brought the resident back
from breakfast and staried showers This
ndicated the resident sat i the wheelchair
approximately 6 hours
On 11/28/16 at 11 12 am the resident stated

{ helshe sat m the wheeichair all maraing and

! hefshe didn't want to sit that iong The resident

| stated no one offered or tock him/har to the tollet

| since hafshe got up
Documentation

l Nursing progress notes dated 11716716 at 2 49

|
|
|
|
!
|
|
|
|
l
;
!
i
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l
|
|
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p m. revealed the resident had two, smalt thick
scar tissue areas to the upper buttocks The entry
l dentified superficial pinpomt areas on the scar
yssue areas The faclity notified the physician
| and received an order for dermagran
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ogress notes datedT/231 16 at 104

pm revealed staff documented the resident with

i skn impairment of the coccyx. {No measurement
or descriphon documented).  Staff applied

i Dermagran to the area.

I Nursing progress notes dated 11/30/16 dentified
a decrease In the size of the open area ot the

| right gluteal (no measurement ar descrption)

| Nursing progress nates dated 12/6/18 at 11 48
am entified the area as healed

| On 12/7/16 at 8 10 a m the Director of Mursing
{DON) stated the facity did not have skin sheets

I sor the area because thoy only do skn sheets for
pressure, stasis and arterial sores  Staff

| decuments 1 the nursing progress notes

|

|8 An MDS dated 10/20/16 assessed Resident
#17 with a BIMS score of "15" (no coghitive
imparment) The resident was independent with
all cares other than supervision for bathing The

| resident had diagnoses that Included breast

| cancer with bone, fiver and lung metastasis The
MDS identfied the resident with fraguent pam and

| pain fhat made it hard to sleep 4t reght at a pan
level of "3° on a scale of 0 to 10 with 10 bang the

! worst imaginable pain ¥

| Acare plan dated 10/27/16 identified the resident
I with a painfcomfort concern relaied to cancer
_ diagnosts as evidence by usage of pam
medication and corplamts of pam The care plan
| directed staff 10 encourage the resident to
. | verpalize presence, lype and Jocation of pain and

| administer medications as ordered

o

|
|
|
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|
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| On 11/20M6 at 9 08 a m. the resident stated she %
| waited 2 hours for a pain pill the day before
yesterday (11/27/16) The resident stated hefshe
pushed the call light at 7 30 a m to be abie to get
- pain pilf by 830 & The Tesident staed ™ +-
i nefshe didn't get the pain pill until 10 16am
| when she get both the long acting and short
| acting paln pifls together The resident stated

I was hard to get the pan managed after that The

same day the resident pushed the call ght at
130pm toget hisher 2 pm medication and

| ne/she didn't get tuntii 3.15p m At215p.m the

| resident pushed fhe call light again and a nurse
aide answered it and said she would tell the nurse

| the resident wanted hisfher 2 p . medication
The resident stated hersha could handle the

| medication 1 hour late but not fonger The

. resident get up and went to the big nurse ' s

, staton The reaident thought he/she may pass
out but the resident made it and got the

" medication instantly then

| The November medication adminustration record
| {MAR) revealed the resident had an order for
morphine sulfate 60 milligrams (mg ) SA
{ (sustaned releasa) every 12 hours morning and
nedtme The resident had a PRN {as needed)
¢ | order for Morphine Sulfate (R {immechate release)
| 30 mg every 4 nours as needed for pain
|
- F | Narcotic controlled substance record entified
the nurse signed out the morphine 60 mg SA on
| 11/27/16 at 9 am and morphine IR 30 mg on
| 11/27/16 at945am , 230 pm. and830pm

[ 7 According to the MOS dated 11/3/18, Restdant
| #24had diagnoses that mcluded osteoarthnitis and
| chromic pain  The same MDS documentad &
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Brief Interview of Mental status score of 14"

5 {intact cognition) and revealed the resident,

} required extensive assistance with transfers and

| ambulation, did not ambulate in his/her reom or
the hallway during the assessment penod, ubiized

| swheeichanformobiey smd rad-decrgased

functiona) range of mohon in one upper extremity
The resident had ne falls since the fast

| assessment completed 92 days or less.

| The care plan prablem revised 11/10/16 wentfied

I the resident as at nsk for falls related to
deconditoning and vision and heanng problems

| and directed staff to provide assist of 1 for
transfers from bed  The care plan also directed

! staff to provide assist of 1 with other transfers
upen request place the calt hight placed within
reach and encourage the resident to use it

l The Incident Report dated 1/8/17 documented

statf found the resident found lying on the floor on
hisiher left side at 5.15 PM  The resident stated

| he/she attempted to go to the bathroom and feil

i The resident complained of pair to the left upper

i arm and the nurse assessed the resident had

| decreased range of mation in this arm

I
The progress notes entry in the resident’s clincal
record completed by Staff WW, RN dated 1/8/17

| at 8 29 PM documented the resident sustained an

| & contimeter {cm) skin teat to the left eibow and
complained of pain and had hrnited range of
moton 1n the left amm  The Incident Report
documeniad the resident notified by fax if the

| meident

! The progress notes contained no further
sssessment of the restdent untif 1/8/17 at 2 42

| PM which documented the resident had a bruise

F 308

l ;
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and two abrasions on the left kinee, in additton to }
the left arm skin tear  The entry documented the
| resident's range of mofion within nortnal imuts

l The dlinical record contained no further

j RfoTmation on the resident Tnti 1/ 10M 7 a1 54

| PM which documented the unit secretary told the
nurse the resident did not act right and seemed
confused The entry failed to contam any
assessment of the resident other than vital signs

| and biood sugar result. Staff placed a call to the
physician's ofice and calied 911 to wansport the

| resident to the haspital

I

| The progress notes entry dated 1/10/17 at 8 08
PM documented the resident admitted 1o the

| hosprtal with a fractura of the left humerus (bone

| of the upper armj.

I
|
I
|
|
|
I
|
I
| director of nursing {DON) stated staff faled to {
I contnue to assess the resident post-fall and she

has dsciplined the nurses involved |
F312i483 25{a){3) ADL CARE PROVIDED FOR [
sg=¢ | DEPENDENT RESIDENTS |
| A resident who Is unabie to carsy out activites of |
datly lving recewves the necessary services to |
| mantan good nutriion, greoming, and personal |
| and oral hygiene i
| -~ 1
I
; This REQUIREMENT 18 not met as evidanced
by

£ Based on observation, record review and staff

interview, the facility faled to ensure that a

| resident who was unable 1o carry out activities of
I C
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i daily living received the necessary services to
maintain good nutrition, grooming, and personal
and oral hygiene for 4 of 4 residents. Resident #2.
and Resident #43 did hot recelve adequate

pericare Resident #25 did nof receve nay care
| — Resuant# radmitted o the-factity 10776 2d

| did nat have a bathishowes between then and

[ discharge on 10/28/16 The faciity census was
ninety-three (93) remidents.

] Findings inchude”

\ + A Minmum Data Set (MDS) with assessment
reference date of 9/17/16, assessed Resident #2
with a brief Interview for mental status (BIMS)

| score of "8" wiuch ndicated severe cognitive

| impairment The resident had the following

| indicator of delirum that fluctuated through the
day attention The restdent had no behavior

| symptoms identified The resident required

| hmited staff assistance with bed mobiity
transfers and ambulation and extenswe staff

| assistance with toileting, dressing and personal

\ hygiena A "balance dunng transttons and
walking” testidentified the resident as not steady

| and only abie to stabilize with staff assistance

| The resident used a walker and wheelchalr for
mobiity The resident was occasionaily

| incohtinent of bladder The resident had

| diagnoses that included dementia

| Obse}rvatlon showed on 11/22/16at 505 pm
Staff V CNA and Staff X CNA tollet the resident

| They stated they did not foiet the resident since

! coming In duty at 2 p m Staff V stated the
resident was a "routine tollet”  Staff wheeled the

| resident mito the bathrcom and the resident stood
up holding ento the bar in the bathroom Staff Vi

| idertified thé resident as wet and smeanng bowel

3
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movement, After using the todet, sia?f washed the
| resident's buttock only

E A care plan containing an intervention dated
11117416 identified the resident required extensive
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assistance Wit tolisting - The TesidertTequired

! prompted toileting

! Facility policy, Perineal Care, direcied staff to

I wash the petineai area including the grons, hups,
buttocks and lower abdomen with cleansing
wipas washing front to back

l 2 The MDS with assessmant reference date of
10/14/16 identified Resident #1 with a score of

l "g" which indicated moderate cognitive

| Impairment The resident had no behavior

" symptoms identfied The resident reguired
extensive staff assistance with bed mobiiity,
dressing toueling and bathing The restdent

I required imited assistance of staff with
ambulatton and personat hygiene A "balance
during transtions and walking” test dentfied the
resident as not steady buf able to stabilize without

| staff assistance in all areas of testing The
resident used a walker and wheelchaur for

| mebility The MDS identfied the resident admiited

| to ihe faciity 10/7/18  The resident was
oceasionally Incontinent of bowel and bladder

! The resident had diagnoses that ncluded

) dependance on renal dialysis and altered mentat
status

| Emergency Room {ER) notes dated 10/25/16 at
10 57 a m revealed the resident had EKG
stickers on hisfher chest from a prior admission

! which was over 10 days ago The residsnt had a

{ medication patch (Cloniding) on the Jeft shoulder

, dated 10/3/16

|
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Review of bath records revealed the first bath |
offered was 106/13/16 (1 week after adrusstan) i
and staff dict not give it due to "not applicable”.
The next bath documented as offered was 1 |
H#mﬂmmfmmmmmwm

resident refused the bath. The next bath offered
was 4 days later (10/24/16) and not given
hecause "Tesident not avalable” The next bath
offered was 10/27/16 and documentation

\ revealed the resident refused i

s 3. The MDS assessment dated 12/9/16 for
Resident #25 identrfied a Brief Interview for
Mental Status (BIMS) score of 8 with signs and
symptoms of fluctuating aitered level of

| consclousness A score of 8 indicated moderate
cognitive impairment. The MDS documented the

| resident totally dependent on 1 person physical
assistance for personal hygiene

The care plan dentified a focus area wubiated
5/15M4 of a self care deficit related to multiple
medical problems  The care plan mtervention
revised 7/24/14 directed siaff to clean and trim

| nails as needed and mformed the resident as
diabetic

] The Progress Notes dated 7/21/16 at2 54 p m
docurmnented a skinvwound note  The note
recorded the restdent had very iong fingernails
that curled under The writer scaked the
resident's hands m warm, soapy water for 15
minutes to faciltate nail trmming and nail filing to
croate simocth edges  The entry documented the
resident had bilateral (both) contractures of
hands, although after soaking, the left hand

| opened fo allow cutting of the ﬁnggrnalls

|
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Observation on 12/22ﬁ6 at 9 15 a m. revealed
the resident's fingarnalls long and thumbnaul
jagged on the iaft hand. The reswdent wore
splints {adaptive devices to prevent contractures)

CNAs were not allowed to trim the resident's nails
due io the resident's diagnosis of diabates

| [n 2n interview on 12/22/16 at 11 55 am , Staff P,
Nurse Case Manager for Hall 2, stated all
paperwork requested for documentation of na

| care was provided. Staff P said she was not that
samibiar with the resident's nall care as she |ust

| started in September.

| The chinical record lacked ongoing documentation
of the trmming of the resident's fingernaills

"4 Tha MRS dated 11/11/16 documented
Resident #43 had diagnoses that ncluded

" Nor-Alzheimer's dementia and psychotic
disorder The MDS documented the resident

| required extensive assistance for completion of
tolleting and hygiene and frequently incontinent of
bladder and total incontinence of bowet

The care plan problem revised 3/8/15 dentified
the resident incontinent of unne and directed
staff provide incontinence care  The care plan
also identified the resident had a history of

l extended-specirum beta-lactamase {(EBSL)
bactena n his/hier unne and directed staff to use

| standard precautions for body fluid contact at all
times

|

Obsarvation with the skilled unit manager

" observinig on 1/12/17 at 9°35 AM, revealed Staff

on both hands  Staff Q, Certified Nurse Aide , l
A, present i B dififg reom and st
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side and removed a solled brief, Staff DD

| down motion on both sides without changing the
| area of the disposable cloth. g

H— !
Staff turned the resident to the left and Staff OB l
cleansed the resident’s rectal area with several I

I disposable wash cloths that became soiled with
focal matenal  Staff DD failed to cleanse the area |
until clear of BM  Staff DD then cleansed the
resident’s nght buttock with an up and down |

T
l
cleansed the resident's groins with an up and | l
|
|
I
|
l

motion using the same area of a dispesable and
cloth Without changmg gloves, staff furned the
| resident tc the left side  Staff vV then pulled the
clean bnef through and fastened it without
] cleansing the resident's night buttock  Weanng
the same soiled gloves, Staff VV pulied up the
i resident's slacks, handled the bedcovers, bedrail
I and call light cord before removing her gloves
and washing her hands %
F 314 [ 483 25(c) TREATMENT/ISVCS TO F 214
S5=CG | PREVENT/HEAL PRESSURE SORES - :

resident, the fachty must ensure that a resident |
| who enfers the faciity without pressure sores

does not develop pressure sores unless the | ]
I indmadual's chincal condition demonstrates that L4
| they were unavoldable, and a resident having i \

pressure sores receives necessary reatment and \

services to promote healing, prevent infecton and

prevent new sofes from developing . |

| This REQUIREMENT s not met as evidenced

oy
| Based on record reylew and staff interview, the l \ . k
L \
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facility f:}afed to ensure that a resident who
entered the facility without pressure sores did not
develop prassure sores unfess the mdividual's

l chrucal condiion demenstrated that they were
unavaidable, and a resident having pressure
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o5 Tecsived ecessary reatient and SeTvices
to promote healing, prevent infaction and prevent
new sores from deveioping for 1 of 5 residents
reviewed. The facihity failed to ensure Resident #
5's cast padding was smooth without

| raling/unching on 8/21/16 resulting in a deep
tissue mjury {DTH) to the nght heel. ER

I {emergency room) notes dated 6/25/16 identified
the residant with a new decubitus on the nght foot
developed secondary to pressure at the cast site
due to the leg hanging n the dependent position
Adfter the cast was removead on 7/15/18, the

. facilty assessed the pressure sores on the nght

| foot There was no further docugnentation of
asseassment of the sores The resident

| transferred to the hospital 7/29/16 Staff inhaled

I they provided the ordered Betadine treatment te
the nght foat 8 out of 14 days Facliity census was

l minety-three (93) resdents

l Findings mclude

, 1 A Miimum Data Set (MDS) assessment ool

, dafed 3/31/18, assessed Resident #5 with severe

‘- cogniiive impairmeant and documented the
resident displayed behavior symptoms of verbal
and other behaviors 1 1o 3 days out of 7, but did

i net reject care. The resident required extensive
siaff assistance with bed mobihiy, dressing,
eating and personal hygiene The resident
required total assistance with transfers, tallet use

f and bathing The resident did not ambulate The
resident had functional range of mohign mitahons

| of ane lower extremity , The resident was
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F 314 I Contmued From page 46
frequently inconfinent of bowe?and bladder The
| MDS identified the resident at risk for pressure
sores and the resident did not have pressure
sores The MDS dentified the resident with
diagnosss that included. peripheral vascular

e
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I The resident admitted to the factlity on 6/10/11 |
| An MD/nursing communication form dated |
8/15/16 at 10 44 a m revealed staff notified the |
I resident's primary physician that the resident saw
| the orthopedic (ortho} physician on 6/14/16 and |
had the right tower extrermily (RLE) cast removed
| ard the resident now wore a splint on the RLE
| The résident continued non-weight bearng
"status The resident had an order for topical use
! of hydrocollod dressing and cast padding to the !
toes ¢f the right foot due ta the use of the cast i ]
Staff documented the treatment was no fonger s
| needed since ortho remaved the cast The skin to !
i
!

i
l
i
|
|
|
|

the toes was intact Thea physician signed the

order 8/15/16 and agreed o the discontinuation
L of the hiydrocolloid dressings and cast padding
i

An MD/nursing communication form dated i
L 6/21/16 at 10 24 a m. revealed Staff Y LPN H
| (lcensed prachical nurse) asked Staff Z LPN to I

assess skin breakdown o the night heel. Staff Y . l
| removed the compressicn wrap used to hold the

half cast to do a skin assessment The cast |

padding was not smooth and was rolled up in | 4
| places, especially the heel and achilles area Staff |

Z assessed a DTl measuinng 2 cm (centtmeater)
] by 2cm and 20.7 cm by 06 o wound with ,

dry yeilow extdate just supenor to 1 Assessiment :

showed extensive desquamation of the skin on ' |

the nght foot and ankle Tha resident did not '

complain of pain  Staff Z instructed Staff Y io . I
| place hew cast padding to the half cast and a |, |
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wounds at right heelfachitlles area with soap and
water, rinse and pat dry Apply skin prep to
surrounding skin aflow to dry. Cover with feam
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drassing to the heel. Staff Z requested the
following treatment for the wounds: Cleanse

yressing and charge every 4 days and as

I needed. The ARNP (advanced registered nurse
I prachtioner) agreed to the order
Cn 11/28/16 at 10 24 a m, Staff Y LPN stated on
6/21/16 she discovered the resident had skin
breakdown so she got Staff Z to check the areas
| and that was her only partin that mcident

On 11/29/16 at 5 p m. Staff Z LPN stated the cast
padding was rolled up and that could be the
cause of the resident’s DT discovered on

| 8/2116

A physician encourter form dated 6/21/16 at

| 11 55 a m 1dentified the ARNF saw the resident

| for an acute wound to the nght heel The resdent
had a history of right distal femur fracture with

I secondary pain The ARNP wentified the acute

l wound on the nght heel as a pressure ulcer with a
soft padded drassing over it The ARNP identified
the heel as difficult to float The resident was

I refarred to the wound chre for foliow up
Nursing prograss noles dated 6/21/16 at 4 3¢
pm revealed the facility aitempied to schedule

I an appointment at the wound center The wound

I center stated the first they could see the resident
was n 1 to 2 months

I Nursing progress notes dated 8/22/16 at 1 11

o m revealed the rasident's family expressed

| they did not fes! the facility cared for the

I resident's feg and hee! appropriately and tned lo
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take the remden’! {o the orthgpedic physician via
car and could not get the resident in the car due
l to mmobiiity to bend leg

An x-ray report entfled an x-ray of the RLE
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|

tort I 622716 showed o changes frome

] 3/20/18 x-ray.

t Nursing progress notes dated §/23/16 at 8-55
a m. revealed the facility receved a phone call
from the orthopedic physician office for the
resident to come to the office that afternoon fo

! get the RLE recasted.

| Nursing progress notes dated 6/24/16 at 2 52
pm revealed the new cast contained a heel cut

| aut die to the DTl and Stage 3 ulcer Edema to

| the heel caused compression agamst the cast

\ adges especially at the achilies area The factlity
notfied the physiclan on 6/24/16 at 3 56 p.m of

the edema The physician directed stafl to elevate

l the leg as able -

| An ER (emeargency room report) dated 6/25/16 at
828 pm revealed the resident came 1o the ER

! for a cast problem involving an 1ssue with swelling

i i the nght heel and the cast pressing into it The
report Identified an ortho tech at the ER opened

! the cast window more and could visualize a 2 om
by 1 cm area of erythema consistent with a new

l‘p'ressti}e ulcer ER mstructed the family, who

l armved with the resident that the resident needed
t0 keep histher leg slevated The family stated

| they tned 1o elevate the leg but the facility left the
lag i the dependent position up to 8 hours at a

| time The ER document identified the decubitus

4 | developed secondary to pressure at the cast site

due to the leg hanging i the dependent pasttion
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she worked with the resident on the fust day the
! resident was at the facility with a cast She stated
the resident did not have a leg extender on the
healchair and the Tesident's feg harg Tt
dependent position and no one did anything
I about it so she got a leg extender and pillow so
l she could elevate the lag.

) On 12/19/46 at 11-40 a m. Staff FF LPN stated

| On 12/20/M6 at 1 pm during phone exit the
Administrator 1dentified Staff FF as & disgruntled
[ employee with credibilty concems

l On 11/23M6 at 1 24 p m the orthopadic ARNP

, stated there was no new imjury to the RLE when
the RLE was recasted on 6/23/16 The ARNP
stated there was nothing the ortho office saw
regarding the faciity care of RLE that caused
soncerns. There was a lot of he sad/she said
The artho recasted the leg on 6/23/16 ai the

l family request -

i Nursing progress notes dated 6/28/16 at9 52
am staff documented the heel ulcers 1dentified

' on §/21/16 as improved  The small supenor
wound measured 0 6 cm by 0 3 cm. with fibrin in
the wound bed The distal DTl measured 2 cm

| The entry identified an ill-filting cast with a large

| gap hetween the plantar aspect of the foot and

the cast Siaff visualized purple skin to the skin at _

| the nght lateral malleolus at the cast edge
[ measunng 23 cm by 0 5cm A grayfpurple
wound at the achilles measured 1 ¢m by 2 5 cm

Nurses notes dated 7/1/16 at 1 45 p m. wentifled
a new full cast in place and pressure wounds
covered hy the new cast

Y
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OR 11/28/16 at 4 05 p.m the Director of Nursing
(DON;} stated they faciity was unable to assess
! the areas after 6/29/16 dus to placement of fong

cast.

Awoard center notedentfied therestdertwent
to the center 7/13/16 Adom hy2cm by01om

l unstageable pressure ulcer was present on the

\ right postenorheel A2cm by 15cm by 01
cm. stage 2 pressure ulcer was pregent on the

l dorsal aspect of the foot The wound center
directed staif to apply Betadine and foam
dressing daty after the resident got his/her brace
fit

Rewview of the treatment administration record
‘ (TAR) identifred the facility began the Betading
| treatment on 7/17/16.

E Nursing prograss notes dated 7/15/16 at 10 45
am revealed the resident returned with a brace
at that tme, On the same date at 2.18 p m staff
attempted to measure the resident's skin

l impawrments of the RLE The rasident did not

| cooperate so staff could not measure but just
estimated sees as follows 1 There was a deep

| purple color to the ght machal heel
approximately Som by 35 om There was no

| open skin within the area 2 There was a wound

| 10 the plantar aspect of the nght heel
approximately 4 em by 2 cm The wound bed

|_ had black necrolic hssue The perwound skin

l was dry with desquamation 3 There was an
approximate 3 cm by 3 cm, nonblanching red

| wound to the antenar foot 4 There was an
approximate 2 5 ciry by 2 5 cm wouhd to the

l medical aspect of the night heel There was no

i skin inparrment to the coccyx
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RESTORE BLADDER

| Based on the resident's comprehensive
assessment, the facility must ensure that a

| resident who enters the factity without an
indwalling catheter 1s not cathetenzed unless the
resident's chnical condiion demonstrates that

‘ catheterizahon was necassary; and a resident
who 15 incontinent of bladder receives approprate
treatment and services 1o prevent urinary tract
infections and to restore as much normal bladder
function as possihie,

| This REQUIREMENT 15 not met as evidenced
by

1 Based on observaton, racord review and staff

I interview, the facility faled to ensure that a
resident who was incontinent of bladder received

{ appropriate treatment and services to prevent

! urinary tract mfections and to restore as much
nomal bladder funchon as possible for 2 of &
residents Resident #7 was on a scheddled

| tofletng plan Observation showed the facility did
not toet the resident Resident #G was on a

| prompted toleting plan. Staff did not foliow facility

I policy for prompted tolleting The faciity falled
assess and handie a catheter in 2 manner te

, reduce the ask of infechion for Resident #26. The

I facility reported a census of 93 residenis

| Findings include
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The record lacked evidence of any further skin
assessments. The resident discharged fo the
Hospital on 7/29/16 The TAR dentified the facllity
signed for ihe Betadine treatment to the RLE 8
out of 14 days [
T F AR [ 483 25(d) NO CATHETER, PREVERNT UT], F 315l
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1 1 The Minimum Data Set (MDS3) with
| assessment reference date of 8/11/16 assessed

T
i

F 315 I Continued From page 52 i F 315
Rasident #7 with a score of "13" which indicated I

I Intact cognition The MDS did not wentify
I' behanUrsymthhTS“ﬁTETESTdE‘anqued"-—'—"L’

|

! extensive staff assistance with bed rmobility, ! |

transfers and toileling The resident did not I I

ambulate. The resident was frequently meonbnent

of bowel and bladder The resident used a i |

wheelchaur for mobity The resident had | 1

| diagnoses that included Alzheimer's disaase l ‘
A care pian completed 8115/16 identified the

resident required extensive assist of 1 staff for | |

l toleting The resident was on a scheduled | |
| toileting program and able to use a unnal at

| bedside with staff assist |

. Tha facihity Tolleting Program policy for scheduled 1 [

I

|

l

i

!

}

|

|

|

|

|

|

|

] tolleting daled 1/9/08 directed staff to tallet the
resident approximately every 2 to 3 hours during
the day I
Observation showed on 11/17/16 at 8§ 20am i

| staff wheeled the resident down the hall na '
wheeichair At 928 am the resident went into !

l the shower room for a shower Observation i

| showed staff transfer the resident into the shower
chair by EZ stand mechamcal Iift Staff did not

I offer the resident the totlet or unnal At 1 45 am i

| Staff Z, Cerbified Nursing Assistanl (CNA) got the o

l resident up per EZ stand The resident was !
incontinent of urne Staff did not offer the taillet or .. %

L unnal At125pm observation showed the
resident still up m the wheelchair. At 148 pm '

! Staff S CNA transferred the resident to bed via

l EZ stand Staff did not offer the rasident the urinat
or foilet The resident’s brief was wet with bowel ;

| movement on the brief Sta# § provided pericare
and laid the resident in bed 1
Obgservation shawed on 11/29/16 at 8 08 am the I i
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Continued From page 53

residant up in the wheelcharr. The resident
remained up In the wheelchair unti 1:27 pm
when Staff S transferred the resident to bed. Staff
S checked and changed the resident. The
resident had red areas on the upper butiocks. At

“*ﬂﬁﬁame, Staff & stated theTesident Wil tsinim

hefshe "neads ta go* On 11/29/16 at 143 p.m

Staff W, CNA, stated the resident got up around 7

am. to 7 30 am. and neither she nor Staff §,

| CNA, did anything with the resident since they
brought the resident back from breakfast and

| started showers

| On 11/29/16 at 11 12 am the resident stated
hefshe sat in the wheelcharr all morning and
hefsha didn't want to sit thatlong The resident
stated no one offered or took him/her to the toilet
since he/she got up
2 The MDS with assessiment reference date of
11/18/16 assessed Resident #6 with a score of

I "a* which indicated severe cogniive impairment
The resident had no behavior symptoms (hcluding
rejection of care The resident required extensive
staff assistance with hed mobility, transfers,
tolleting and personal hygiene The resident was
frequently mcontinent of bladder and occasionally

' incontinent of bowel The resident had diagnoses
that Included Alzheimer's disease
A care plan completed on 8/25/16 dentified the
resident with alteration in binnary elimmation
refated o a disgnosis of functional incontinence
The resident was frequently incontinent of urine

‘ with use of atiends hrefs The care plan wenhhed
the resident on a prompted toiletng program
The Toileting Program policy for prompted

E toileting dated 1/9/2008, directed staff should

| prompt the resident to use e tollet before and

f after each meal and at beditme Tha steps for
prampted wileting were listed as follows ask

j resident f ha/she is wet and check for

|
|
I
|
|
|
|
|
|
|
|
|
!
|
f
|

s

|
f
|
|
|
|
l
|
i
!
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F 315! Continued From page 54 F 315

—
|
|

incontinence, ask resident iIf he/she weuld like to s
i
|
I
!
I
i
|
\
l
l

and praise the resident for toilsting and
conbinence H no, do not force the resident to

l toilet. Assist the resident to change any soiled

ents perranafactarer

racommendations. Return 1o resident at next

I toilsting time and repeat above steps Tollet
resident every morming upon awakenmng, svery
rught before bedlime and every 3 to 4 hours

l durng the night
Observation showed on 11/22/16 at 11 22 am.

E use the foilet if yes help the resident to the toilet

the residentin bed asleep At 11.44am Staff Q,
| CNA, got the resident up in the wheelcharr for
| lunch withaut checking the resident for
| tncoptinence, asking the resident If hefshe
needed the toilet and without tolleting the
| tesident On the same date at 1 12 pm.a
.| physicai therapy staff member asked the resident
if hefshie wanted the bathroom The resident !
] stated "no”, The staff member then pivot |
transferred the resklent nto bed but did not check
the resident for mcontnence Staff attempted |
some exercises with the resident and left the |
rcomat 1 40 pm :
The resident remained in bed on the teft side unit ;
| 445 p m when Staff AA Registered Nurse (RN)
and Siaff A, CNA, gotihe resident up and asked i
the resident about the bathroom The resident ¥
| repiied "sometme" Staff transferred the resident |
l onto the tollet The resident was incontinent of__ ¥ . o
bowel and bladder | l
!
|

|
|
|
E
|
|
|
\
|
|
|

l 3 The MDG assessment dated 10/28/18 for
Resident #26 dentified the resident required the !
| extensive physical assistance of 1 person for
| tolleting and with severe cognitive impalrment
The MDS recorded the presence of an indwelling \ |
| catheter The MDS documented diagnoses that I .
N I mncluded benign prostatic hyperplasia (BPH), ! .
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F 315 Conhinued From page 55

renal insufficiency, urine retention, and
Alzheimer's disease.

l The care plan wentified a focus area revised on
5141445 of an alierafion in urinary efimination

F 318

elgted 10 Glagnosis Of BPH, Uiifary retention doe

to enlarged prostate, and suprapubic catheter
(§PCleatheter from lower belly) placement  The
jfocus ares documented a history of UTI (urinary
tract wiachon) with MRSA (Methiciilin-Resistant
Staphylococcus Aureus) m the urine (a drug
resistant bactera) The care plan directed staff to

l provide catheter cares per protocol; assist with

| leg bag and down drain bag ¢hanging, and
observefrepori PRN (as needed) s/sx

J {sighs/symptoms} of UT! that included dysuna

| (painful unination)

| The Progress Notes dated 12/18/16 et 542 am
documented on last rounds the resident’s
suprapubic catheter (SPG) laid on the ground
next to the bed The entry recorded the resident

l had moderate distention with tenderness The
entry documented a SPC remnserted with some

| difficulty, unne dramed, and all discomfort

| resolved after procedure completed

[ The Progress Notes dated 12/18/16 at'6 16 a m.
documented the CNA (Certified Nurse Arde)
found the resident's SPC on hisfher bathroom

| fioar with theybalioon intact  The entry recorded
the nurse attempted to replace, however, unable
dus to too much resistance ang the charge nurse
informead and attemphing to replace

: Observation on 12/20/116 at 1 30 pm revealed
Staff 8, Ceriified Medication Aide (CMA),

| fransporied the resident back to fus/her room

| Staff & assistad the resident to transfer to the bed

|
|
|
|
|
|
f
|
|
|
|
|
|
|
|
|
|
|
|
|
i
|
|
|
|
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|
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l
| |
| l
| |
| |
| |
| |
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F 215 ‘ Conftinued From page 56 F 315 &
l and had placed the catheter bag on the floor ¥
| After transfernng, Staff S picked the bag off the

have expected the catheter bag not to be on the

| floor Staff R said they have dignily bags and
clips to hang the bags with. Staff R commented

| other reasons Included mfection control purposes

I and because a bag could be stepped on Staff R
reported the faclity had an nstance where a

| catheter bag stepped on and the catheter pulled

l out

| observation on 12/21/16 at 100 pm revealed
the resident at the nursing station stating s/he
needed to unnate and It hurt badly The resident

I' repeated s/he experieniced terribie pain and
needed to urmnate but couldn’t because hisfther

| bag so full Staff T, Certfied Nurse Aide (CNA),
stated she emptied the hag at 6 00 a m. and
iransported the resident to his/her room  Staff T
emptied a leg hag that was 3/4th full of unine
Staff T failed to wipe the drain spout of the

! catheter tube before or afier empiying the bag
The resident stated to hurry to tell the nurse

l hefshe sbll had pam  Staff TV informed the
resident she would let the nurse Know to check
the catheter and did report it to Sfaff R

] The Progress Notes with & print dalite and time

stamp of 12/22/16 at 9 2 am contained no
other entries past 12/18/16at6 15am The
chnical record lacked desumentation of further

| assessments of the catheter placements, pain, or

| interventrons completed for the resident

| The Emptying of Urninary Catheter Bags policy

I in an nterview on 12/20/16at 1 32 pm, Stafi R,
“—l'trcensed‘laracﬁcai‘wume‘(tpmt’statenhshe'wouiu‘—

t
|
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Continued From page 57

dated 2/2015 included the follovang dirschives.

Purpose - To empty catheter bags apprepriately

while mamtaining infectron controt practices
Procedure -

} Point 6. Open the top of the aicoho€ Wipas so

*———]‘W@'s“ﬁ?ﬁf‘r‘éﬁ“dﬂmessea
Point7 Remave the drain tube from protective

port and unclamp after place tube n graduate
Do not allow the drain tube to touch the side of
| the graduate or falt cut of the graduate.
| Pant 8 Clamp foley
Point & Cleanse drain tube with alcohol wipe
| Point 10 Replace dram tube mnto port

The undated Catheter - Straight or Indwsliing
policy and procedure mncluded the following
drectives
Responsibulity - Licensed Nurse
Purpose -
Pomt 1 To mamtain continucus untne flow
Pont 2 To relieve bladder distention
l Guideinas - Long-term use of an ndweling
catheter 1s also a sigruficant source of bactena
, and UTI A bacterum develops in most persons
within 2 to 4 weeks after catheter insertion
Procedurs -
| Pamt 21 Insert the catheter
Point 31 Document i resident's record the

H procedure, size of cath, size of bulb, amount of

| urine returned, unne characteristics, and how the
resident toierated the procedure

f483 25{h) FREE OF ACCIDENT

| HAZARDS/SUPERVISION/DEVICES

{ The factiity must ensure that the resudent
environment remains as free of acoident hazards
as s possible and each resident receives

l adequate supervision and assistance devg;es to

F 323

|
|
|
|
|
|
|
|
|
|
|
|
l

}

¥

e e ———— ———————— — — — — e e ————— e~ f—— ]
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prevent accidents

Ths REQUIREMENT Te ot et asevrderroed

interview, the faciity faled (o provide adequate
nursing supenvision to prevent accidents 9 of 13
residents reviewed Physical Therapy (PT)
dentfied Resident #1, #2, #9, and #43 required
assistance with transfers and ambutahon
{walking) The residents continued fo self-transfer

| and not always use the cail ight The facilily dd

l not consistently implement interventions to
address the residents ' nsk of falls resulting in
multiple falls and injuries, mcluding hip fractures

| Resident #1 died as the result of complications of
hip fracture Resident #41 fell with head mjury

l when hefshe attempted to self-fransfer No one

\ heard the resident's alarm. Resident #3 was

allowed to self-transfer even though a PT

| treatment note dated 8/11/16 reveated PT and

| pursing both coltaborated on Resident #3
requiring one person assist with transfers After

| fails, the facibty did not implement new
wnterventions Resident #45's care plan direcied
the resident requiret! assistance with fransfers

\ and ambulahon The faciity implementad

I interventions after mgst falls buttwo (2) of the
interventions ralied on the resident's memory

l although hefshe expensnced persistent cogmtive
deficts  Resident #7 sustained repeated skin
tears to the left elbow from pumping nto the wall
of doorframe when staff used the EZ stand

I Resident #22 was placed in an EZ stand and
facility staff then left him/her alone for an

' extended period of ime. The findings constitute

\
|
|
N
{ Based on observation, record review and staff
i
|

¢

|
|
|
|
|
|
|
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ninety-thres (83) residents. |

Findings include

‘ and safety, The facility identified a census of
|

1 A Mmimurn Data $Set (MDS) assessment fool [
dated 9/17/16 revealed Resident #2 had a
i diagnosis of dementia and a brief interview for '
mental status (BIMS) score of "5” (severe
cognitive impairment) The resident displayed the ‘
following indicator of delifium that fluctuated
| through the day inaitention, and had no behavior i
symptors identified The resident required i
limited staff assistance with bed mobility,
l transfers and ambulaton and extensive staff 2
gssistance with tolet use, dressing and personal
l hygiene A "balance durning transiions and j
wallung" test identified the resident as not steady }
and onily able to stabiize with staff assistance
The resident used a walker and wheelchair for I
mobifity and was occasionaliy inconhinent of
| biadder. |
|
|
i
!
|
J
|

I Falls.

| An incident report {IR) dated 8/9/16 a1t 640 am

| revealed the resident fell m his/her room The
resident had walked with a glass of water and

| spilled the water on the floor  He/she then
slipped in1t, feli on hisfher bottom and it husfher

| head on the bed frame The resident complained

[ of head and back pan following the incident The
IR listed the interveniion foliowang the incident
shcourage rennders and encourage resident not

| to walk with water n room Have staff assist with
carrying water as appropnate

%
| Folfowing the incident, a transfer form dated

|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
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| 8/9/16 identified the resident transporied to the
| emergency room (ER) for evaluation.

Nursing progress notes dated 8/8/16 at 12.51
p m. revaaled the facility recewed a phane call

—*_‘“‘l‘ﬁmn"the‘husmtafERﬁtamg’theﬂsxdentwmfd
teturn to the facility Labs, spine x-rays and head

I CT {computerizad tomography) were all within

| normal imits. ER personnel stated thay gave the

l resident 50 mcg (micrograms) of Fentanyl
{narcoticy with no furiher back pain noted The

[ resident returned to the facility at 1 40 p.m The

1 ressdent compiamed of confinued back pain when
hefshe moved ceitain ways and continued to

} have a shght headache

|

|

AR x-ray report dated 8/14/16 revealed
osteoporosis and an age indeterminate
compression fracture of T 11
I' A CT of the abdomen and pelvis dated 8/18/16
revealed a T 10 compression fracture with near
| complete vertebral body height loss

| A physarcal therapy (PT) outpatent discharge form

| identified the PT end date as 8/24/16 The form
wentifled the resident ambuidated with contact

l guard asmistance {CGA) of one staff and a front

| wheebwalker, and transferred with limsted to

| extensive assistance of one staff

] N-ursi"ng progress notes dated 8/29/16 at 2 07
am revealed the resident apparently walked to
thair roomimate’s recliner The resident did not

l use the call ight The entry identified the resident
required "assist of one assist with walker "

| Nursing progress notes dated 9/3/16 at6 05 pm
! revealed there were times the resident ambulated

| 3
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ajone and did not use the call ight. St’aff educated
the resident to use the call hght to request
; assistance

An MDS dated 9/3/16 identified the resident with
’—*’l—a“simﬁ'c**éor of "6 {seveTe Cogntive
| mpairment)

l Nursing progress noias dated 9/4/16 at 1.27 p.m.

| revealed staff observed the resident ambulating
in histher room  Staff repeated cues and

E reeducation regarding the need to cail for
assistance and safety awareness

p m revealed the resident wanted fo go to the
bank and walked down the hall by themselves
without assistance or a walker Staff reeducated

| the resident and assisted the resident back to
hisfher room  Staff also remmded the resident to
use the call ight and waii for help

I
; Nursing progress notes dated 9/14/16 at 5.05
|

a m. revealed the resident was up without the
walker Staff then assisted the resident to the

|
[
] Nursing progress notes dated $M15M6 at 6 23
}
| oilet

" | Arestorative program form dated 9/15/16

| directed staff should ambuiate the resident with

l front wheeled watker and CGA of one staff

| A physician encounter note dated 9/20/16 at 2 08

{ o m wlentified the resident expenenced debility
and required increased assistance with transfers

} and ambuilation

! An 'R dated 9/28/16 at 540 am revealed staff

i found the rasident sitting on the floor it front of

) the reclmer In,“hlehel‘ room The resident demed
pam ang dif not fit hisfher head The resident

3
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sustamed a small, pinpomnt open ares to the lower
left extremity The IR identified the resident’s
fransferfambulation needs as "up with assistance
of one with front wheeled walker and gait belt”

—

oitowimg the morhent:

Nursing progress notes dated 9/28/18 at 2,40

p m. fevealed the resident up and wandenng

| the hallway a coupie times on that shift, Staff
tatked to the resident about using the call button
and need for the walker and staff assistance to

\ prevent falls. The resident volced understanding

l but seemed forgetiul

| A care plan mtervention dated 9/30/16 revealed
the resident required lirmted to extensive
assistance of oneg staff for transfers and todet

l use The resident required contact guard
assistance of one staff with a front wheeled

£ walker (According to PT 8/24/16 the resident
required ane siaff assistance and walker) The

fesident was on a prompted toileting plan on

] 9/3G/16
Nursing progress notes dated 9/30M16 at 10 27
am documented the resident required CGA

| assistance with ambulation and transfers

Nursing progress notes dated 10/3/16 at 4 53

! pm wdentified the resident standing up by
themsealves in their room h
An IR dated 10/14/16 2t 3 15 2 m revealed staff
found the resident sitting on the floor in his/her
room with the resident's back against the foot of
the bed The resident did not know how he/she

I ended up on the floor The IR dentified the
mtervention foflowing the incident ag “assure

| neads are met before leaving roam.” The care

The iR did not identify an mtervention placed ]
|
|
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plan interventton bax identified this mtervention
| was in place since 4/19/18

l An IR dated 10/14/16 at 8:30 p m. revealed staff
found the resident seated on the floor The

CROSS-REFERENCED TO THE APPROPRIATE | DATE

— resRiST Tl Tyire to gat Ciothes out of the cluset
The resident hit ms/her head on the bathreom
door. The IR did not identify an intervention

l following the incident.

| An IR dated 10/16/16 at 515 am revealed the

' resident stated hefshe came aut of the bathroom
and fell Staff found the resident sitting on fus/her
baottom on the floor 11 hisfher room. The resident
said hefshe ht their head an the edge of the bed

| Staff apphed an wce pack to the head. The

I reswdent received a hematoma fo the nght
forehead and abrasion to the buttock The IR did

| not identify an interventon foliowing the incident

I Nursing progress notes dated 10/16/16 at © 16
am revealed the resident ransferrad to the ER
for evaluation Nursing progress notes dated

f 10/18/16 at 1 36 p m revealed the tesident had a
1 centimeter {cm) by 4 cm scrape to the nght
upper buttock with & scant amount of biood
noted, a 2 cm by 0 1 ¢m scrape on lower buitock

 with & scant amount of bloed noted, and a 55 em
oy 1 em scabbed area on the nght hip  Staff

| documented all above areas were due to the

; Tesident's previous fail

iy physician encounter form dated 10/17/16 at
4 51 p m. revealed the resident transferred to the
ER on 10/16/16 after 2 fall The resident had
bruising above and below bilateral (both) eyes as
[ well as to the nght forehsad The ER evaluated
ihe resident with laboratory tests, lefi hand
 X-rays, and a CT of head The left hand X-ray

|
|
|
|
|
|
|
f
i
i
!
|
(
l
|
|
|
|
|
|
|
|
|
|

FORN GMS-26687(02-89) Pravicus Varsiors Qbsaleta Event 1D CR7R11

bl

Facthty 1T 1A0808

1f confinuation sheel Page 64 of 118




PRINTED: 02/09/2017

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OB NOQ_0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A BUILDING COMPLETED
C
165380 B WING 01/24/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1801 OFFICE PARK ROAD
FOUNTAIN WEST HEALTH CENTER
WEST DES MOINES, 1A 50265
X4 1D SUMMARY STATEMENT OF DEFIGIENCIES { [} f PROVIDER'S PLAN OF CORRECTION ®5)
PREFIX (EAGH DERICIENGY MUST BE PRECEDED BY FULL * PREFIX {EACH CORRECTIVE ACTION SHOULD SE COMPLETION
TAG REGULATORY OR L5C iDENTIFYING INFORMATICN) TAG CROSS-REFERENGED 7O THE APPROPRIATE DATE
DEFICIENCY)
|
F 323} Continued From page 64 F 323

showed mid osteopenia and mid degeneratn?e
arthritis  The brulsing was described as follows.

Exammation of the head and face revealed
[ hematoma areund bilateral eyes and nght

f Torshead-and terdermess over te gt frorta—
area, The nght gyalid showad sweliing of the

) upper eyelid and extahsive bruising around

| bilateral eyes. The recedent fell 4 times n the past
week The resident used a walker with assistance

l and transferred with assistance The resident
used a wheelchair for longer distances. The

reswlent's motor strength revealed the resident

displayed weakness in both upper and fower

extremities. A CT of the abdomen/pelvis on

: 8/18/16 reveaied a T 10 compression fracture

| A Tineth assessment tool ideniified the resident

[ with a combined balance and gait score of 11/28
A score of less than 21 identified the resident at

! hugh risk for falls

|

! An IR dated 11/1/16 at 8 a.m revealed staff found
the resident sitting (n the haliway on histher

! hottom with the left leg flexed outward with
huws/har back up against the wheelchair whest
The foot pedals were it the down position The

| resident yelled with range of mobon (ROM) and

| 1oid staff to take him/har to the hospital

} A statement dated 11/1/18 and wntten by the
charge hurse revealed the resident was last seen
at 7 30 a m At that time, the resident tried to
ambulate by themselves The nurse went to pass
medicattons and left the resident with 2 CNA

| (certified nurse aide} At8 am, the charge nurse
heard someone fall from the end of the hallway

| When she Investigated the noise, she ghserved

1 the resident on the fidor with staff beside the
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rasidant. }

I

A transfer form dated 11/1/16 identified the (

, resident transferrad to the hospital following the i
!incident. The tranafer form revealed staff found |
hﬁeﬁéﬁlﬁéﬁﬁiﬂﬁh"h’g T the haiiway o the fioor with i
| his/her back against the wheelchawr wheef and [
wheelchar pedals in the down position The form 1

l

|

l

J

|

]

|

j

l identfied that there were no witnesses to the
| incident

| Nursing progress notes dated 11/1/16 at 1 24

| pm revealed ER phoned and reported Resident

‘ #5 had sustained a left femur fracture and would
undergo suigary to reparr the fracture

| A PT discharge summary revealed the resident
did not progress significantly with 3 PT sessions
prior to hospialization on 11/1/16, The resident
continued to exhibit cognitive deficits with poor
safety awareness and insight into hisfher deficits

, The resident continued to self-transfer and be

| noncompiiant with walting for CNA assistance

i Nursing progress notes dated 11/9/16 at 12 23
am revealed the rasident returnad to the facility
| from the haspital at 4 30 pm on 11/8/18 The
resident had some bruises on arms from W's at
[ the hospitai and 25 staples in the left hip Incision
{ The resudent uthized the EZ stand and 2 staff for
C e transfers Nursing progress notes dated 11/10/16
at 4 20 am revealed the resident showed
! inadequiate awareness of selfi-imitations and staff
i anticipated most to all of the resident's needs

| A physician visit encounter ferm dated 11/10/18

| identificd the resident sustamed a left femoral

| neck fracture secondary to a mechanical fall The
| reaident attempted to stand up from the
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wheelchair and fell. The reSIden’E readmitted fo
i the faciity following ORIF {open reduction and
| mtamal fixation) repair of the left femoral neck
| fracture

F 323

——_*L“A“Husmtartraumah‘aﬁy‘pmgreswotéd’a’{ed

l 11/8/16 dentified the resident sustained a sowal
obhique fracture of the proximal left femoral

| diaphysis with associated § om shortening The
report aiso identfied the resident exhibited
bilateral eye bruising

% Nursing progress notes dated 11/20/16 at 4 20
am revealed the resident sat up to go to the

! bathroom and stid off the bed to the floor Staff

| found the resident on the floor at the bedside
The resident did not use the call Iight and the
resident was barefoot The resident's brief was

I' wet The resident did not sustain mjury Tha

| intervention on: care plan dated 11/21/16 after the

| meident directed staff {o take the resident to the

I bathroom on second rounds.

| Nursing progress notes dated 11/26M16 at 1 1

| @ m revealed siaff checked the resident every 30
mnutes and found the reswdent sitting 10 husfher
reclhner chalr The resident did not use the cali

| tight and then sefi-transferred (o the recimer. Staff

| educated the resident fo use the call ight for
assistance

| Nursing pragress notes dated 11/30/16 at 9 32
pm dentified staff saw the resident ambulating

‘ in his/her room without assistance  Staff

| encouraged the resident to call for assistance
when hefshe wanted {o stand up and walk

! around

3
. The care plan did not contain any new

~

[rom e e e e e e e ——— L]
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Continued From page 67

nterventians following the 11/26/16 and 11/30/18
documentation of self-fransfers/ambuiation

|
|
|
I
|

, Nursing notes dated 12/1/16 at 3307 am.
revealed staff continuad to check the resident

F 323

frequently a8 1He resident was NonconTiEnt with

; call fight use  Staff documented reeducation
continued without effectiveness due to cognitive
dechne

;
l

The care plan identified an nfervention dated
9/28/16 that directed staff to place the rediner in
a safe sitting position when the resident sat In the
recliner The point click care (PCC) care pian box
| identified staff created the intervention on 11/2/16

Care Pian

The care plan identhed an ntervention dated
10/17/16 that directed staff to observe resident for
| signs and symptoms of restlessness dunng the
| might time hours  Offer torlet, snack, or refaxing
, activiies if increased restlessness noted The
PCC care plan box revealed staff created the
| ntervention on 11/2/16
| The care pian entified an interveniion dated
10417416 that dected staif to piace a call kight
, raminder sign by the resident's bed The PCC
| care plan box revealed staff created the
| intervention on 11/2/16

An intervention on the care plan “foliow facility fall
protacol” created on 4/19/16, wentified the

] intervention * foliow faciity protocol” had been in

| place since that date

i Review of the faciity fall protocol revealed staff
would complete & fall assessment on the first day
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] of admussion. i th% fall assessment identified the
rasident as af nsk for falls, the team leader/case
| manager would instruct the staff to monitor the
resident frequently, answer the call kight promptly
and add any other safety measures to help

l
'E DERCIENGY)
T
|

tect e resdarnt:

| Staff Interviews

{ On 11/M47M16 at 2.34 pm Staff E, LPN unit
manager stated she worked when the resident fell

| on 1971716 Staff heard the resident yelling When

| Staff E saw the resident, he/she was sithing on
the floor When Staff E asked the resident if
he/she could rotate histher leg, the resdent yelled
cut it pam. The resident complatned of hup pain

| Staff £ stated she ihought the resident did get up

| without help ’

| On 1i/17/16 a1 2 pm Siaff £ CNA stated she
worked when the resident fell on 11/1/18 She

I- cama up the 100 hall and heard someone yell

| "nelp me™ After she finished what she was doing,

| she went down the 300 hall and saw the resident
on the floor She stated she did't know where
tha 300 hall staff were She started the resident

| was about 3 feet from the restdent room door

| The resident cemplatned of knee pan. Staff F

| calied for help and the DON (director of nursing)

and ADON (asaistant director of rursing) armved

When asked what was being done for the

| resident to prevent falls, Staff F stated she

, couldn't thinic of anything as the faciity was gaing

I'» slarm free " Stafi F reported Resident #5 was

| care ptanned to get up with staff assistance was

| not to be up by hmfherself and did not wait for
help, reeducation did not help and staff offered

| resident things fo ocoupy himfner Staff F also

| reported the resident dit not use, the call hght

;
I
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I

In Staff F's wntten statement dated 11/1/18, she
wrote she last saw the restdent at 8 30 a.m

] standing in the doorway At that time, Staff F
redirected the resident to the recliner and offered

F 323]

S

2 Tesident the tolier and adrink The residerit
I refused both

I On HMM7/16 at 3 35 p m., Staff G CNA stated

I prior to the 1171716 fracturs, the resident got up
all the time  Staff G found the resident found

I Resident #5 trapsfernng or ambuiating witlout
assistance in the hallway and 1t the dining room.

On 11/28/16 at 2.58 p m Siaff M CNA stated the

| resident was known o get up without asking for

j assistance

, On 12/6/16 at 8 10 am the DON stated the
created date in the pomnt click care plan box was

I the date the intervention was created. She stated
at the end of August a new urnit manager (UM}

I took over and there was miscommtiucation
regarding inputing the new interventions on the
care plan

| On 12/5/16 at 10 41 am Staff A, CNA (certified

© purse aide) stated the resident tned to stand up
constantly - 4 tc 5 tines a shift The resident also

| did ot fike to use the call kght and tned walk to

! hus/her closet or the bathroom as the resident
wanted o use the bathroom frequently

| On 14/28/16 at 2 46 pm Staff B, LPN (hcensed

[ prachoal nurse) stated the resident was known to
get up and nof use the call ight Sometimes staff
found the resident mn the midst of standing up
when Staff B walked by the room
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| uswg the call light once i a white

| On 11/28/16 at 2.58 p m Staff B, CNA stated the
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ondA1716 at 3 12 p m. Staff D, LPN stated the |
resident was known to get up without walting or |
I
i

rescentwas knowrrio getup withoutaskrg for

| help. Staff H would ask the resident to ait for a

| second and 2 minutes later the resident would
stand up. When Staff H came back, it wauld

] starile the resident.

\ Obsearvation

On 14/22/46 at 11 35 a m obsarvation showed

i Staff | CNA transfarrad the resident and placed
the restdent n the wheelchair without a gat belt

| staff | confirmed he did not use a gat belt, but

| stated he did use the walker for the transfer

1 Observation showed the walker by the wall
approxmately 8 fest from Staff | and the resident

!

i The care plan in place 11722116 contained an
| intervention dated 11/21/16 that directed staff to .
| stand pivot transfer the resident with one to two
l staff, gaut belt and front wheeled wafker

2 An MDS dated 9/15/16 documented Resident

| #11 had diagnoses of dementia and stroke with a

| BIMS score of "5" (severa cognitive impalrment}
The MDS also doeumented the resdent did not

] amhulate and required extensive assistance with :

| bed mobitty, transfers, locomotion an the untt, .
dressing, and personal hygiene The MDS
ravealed the resident showed functional range of

| mation (ROM) lnitations of the upper and lower
extremities, used a whaelchawr for mebilty and i
expenenced two or more falls without injury since
the previous assessment

| A care plan with a sompleton date of 10/5/16 ]
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f identified Resident#11 as at risk for falis related
ta balance problems, functional ROM problems,
osteoarthritis, osteoporosis, saverely impaired
cognition, incontinence and medication use The
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care plan directed staff to encourage the resident
*—_I‘T“o Self-propel tis/her whesichalrarti agsisi as

needed (extensive assist of one staff for
locomotion in wheelchair) The care plan also
directed staff o assist the resident with transfers
to desired destination (bed, rechner, tolet, etc)
shortly after meals. The resident used a sensor

I alarm in the wheelchair
An IR dated 10/17/15 at 720 p m revealed staff
found the resident lying on tusfher night side in the

| central hallway with a large bump on the forehead

I and a bloody nose  The resident reported back
pain The alarm sounded when the resident fell

| The “mvestigatron” poriion of the incident report

. | was blank.

I On 11/23/16 at 1 55 p.m , Staff K LPN stated
Resident #11 was 1n the central hallway and feil

| out of the whesichair She stated there was &
famiy visting ancther resident i the central hall
and they alerted staff to the resident’s fall No

I staff heard the resident's wheelchair alarm  Staff

[ found the resident first on the ground  Staff K

| called the ambulance and the resident transferred
to ER for evajuation Staff K stated after the

I modent the resident had black eyes. ¥

I Mursing progress notes dated 10/18/16 at 12 08
a m. revealed the hospital called and informed

| the facilily the resident had a UTI {uninary tract
infection) and the resident would return with an

| order for Keflex {antibiotic} to treat the UTL The

| head CT and chest X-ray were unremarkable

| Nursing progress notes dated 11/27/16 al 8 34

| p m revealed staff found the resident siting on

, | the floor in front of the wheelchair The residert
I attempted to self-transfer ta bed The niotes did
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| not dentify if the alarm activated The resident did
not sustain njury
Raview of the current care plan revealed no new

| mtervention(s) added following the Incident
| The maident report dated 11/27/16 at 830 p m

e

!
|
|

el
i
|

svered theratarmfatedtosoumd wherthe
resident atfemptad to seif-ransfer The incident

l report alsc revealed staff added no new
intervention(s) following the Incident

| Observation on 11/23/16 at 1 10 pm revealed
Staff L CNA transferred the resident to the torlet
via the EZ stand The alarm sounded when Staff

i L assisted the resident to stand  Staff L stated
she took care of the resident on 10/17/16, but the

| residant fell after he/she left The next day the

| resident had 2 black eyes.

|

3 An MDS dated 7/21/16 assessed Reswlent #3

I with @ BIMS score of 8 {moderate cogniive
mparment) The resident required extensive staff

l asmistance with bed mobility, dressing, tolet use,

| personal hygiene and bathing The resident

] required imrted staff agsistance with bathing A

I “balangce durmy transiions and walking” test
dentibed the resident as not steady but able to

| stabilize with staff assistance The resident usaed

| a walker and wheelcharr for mobility The MDS

{ identified the resident receved daily anticoagulant

i medtcation
A physical therapy (PT) treatmment note dated

i 8/11/16 revealed the PT and nursing both

| collaborated on the resident bemng ane parson
assist The resident discharged from PT on that
date Thae resident remamnead at nisk for fails and

| nursing educated and posted signhs n room ©

| war for staff assistance pnor to atternpting to
transfer Care plans with completion dates of
7120016 and 10f20/16 dentified the resident as
independent to mited staff assistance of one with
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transfers

Falls

An IR dated 9/14/16 at 11.30 a m revealad siaff
found the resident seated on his/her bottom with
legs strefchad out in front of him/her and the

resident's back on the wall by the et The
[ resident stated he/she went down easy and fell

getting off the tailet. The resident did nat sustain
mjury The IR dentified tha intervention after the

incident as "asaure needs are met before leaving

room" The 7/20/16 care plan already had the
following intervention in place anticipats and
meet the resident's needs as appropriate” dated
3/4/15.

An IR dated 9/24/156 at 12 45 a m revealed staff
found the resilent seated on the ficor by the bed
The resident did not sustain injury The IR did not

identify an mtervention foliowing ihe incident.
An IR dated 9/24/16 at 2 45 p m revealed the
resident skpped forward out of the wheslchair
when a CNA pushed the resident without foot
pedals The resident fut tus/her night temple an

I the wall and received a small, tender abrasion
| Staff assisted the resident back in the wheelchair

The mntervention following the madent was i
have foot pedals available on the back of the

wheelchair and educate employeas on proper

procedure The care plan did not contan the
intervention b

An IR dated 10/9/16 at 710 p m revealed staff
found the resident lyng on hysfher side on the
floor The resident received a skin tear from the
incident. The mtervention follewing the incident

| was to educate the resident to use the call kight

According fo the 7/20/16 care plan the care plan
already contained an intervention that directed
staff to ensure the resident's call hght was in

f reach and encourage the resident to use it Staff

neaded to answer the call ight promptly
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I An IR dated 10/10/16 at 7.10 pm revealed staff
| found the resident on the floor seated on hisiher
bettom 1 ihe resident room  The resident stated
| he/she attempted to transfer from the wheelchair
10 the bed and fell The resident hit lus/her head

F223

o theTight stand resitng 2 bop sEsung
107 cm by 0.7 cm on the back of the head The
| IR did not have an intervention listed following the
| mncident
" An IR dated 10/20/16 at 1 20 a m. revealed staff
| heard the resident yell, "help me" Staff found the
| resident on the floar n his/her room batween the
| wheelchair and bed The resident's head was up
{ and the resident was m a sitting position in husfher
| room Staff did not observe mjury. The
intervention following the incident was "call hght
reminder sign paced on bedside table and assure
| bedside table 1s next to resident when in bed"”
i The resident already had a remimder sign in place
on 8/11/18 to wait for staff assistance
The care pian completed on 10/20/6 continued
| to contain the intervention that identified the
| resident as independent to hmied staff
l assistance of one wath transfers
An IR dated H/19/16 at 7 45 p m revealed a fall
" 0 the resident room The resident tned to get to
| bed without shoes on and fell to the floor The
resident did not sustzin injury  The mtervention
fallowing the incident was to assure the resident '
i wore shogs
| An IR dated 11/2016 at 6 30 pm dentified a fall |
i the resident room  Staff found the residenton
the floor lying on his/her back between the bed
} and windew The wheelchar was at the foot of
| the bad Staff did not observe injury There was
| no intervention listed following the nadent
An IR dated 11/22M8 at 530 am revealed a fall
Lin the resident room  Staff found ihe resident on
{the floor next to the bathroom The resident could
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| not explan what cccurred The IR dentified the
resident had previcusly been anxious The

f resident sustained a bump to the forehead that
measured 2 cm. by 2 cm. The intervention
following the ncident was to answer the resident

*—“Mﬁ‘}ﬁfdﬁﬁﬂwfﬁn‘h‘e‘ﬁﬁéﬁﬁea. (Already inplace)

f and a PT/Occupational therapy {OT) screen

Nursing progress notes dated 14/22/16 at 5 31
P m. revealed staff observed a skin tear on the

| right upper arm with purple discolorabion

] surrgundimg . The skin tear measured 0 5 cm. by

1 8 cm by G 1 cm. Staff closad the wound with 8
sten stnps The resident did aot know how the
injury ccourred There was no inadent report for
the njury

! An IR dated 11/22/16 at 7.30 p m revealed a fail

f in the resident room. Staff attempied to transfer

| the resident from hisfher wheelchair mto bed The
resident's knees buckled and the resident went to

i the ground The raesident did not have shoes on

| The resident did not sustan injury

! Ahospiiat report dated 11/23/16 revealed the
resident fell 3 times in the past 3 days The
reswdent sustaned arm lacerations to both arms

j and a Jeft sided forehead hematoma The report

{ identfied a left wrist skin tear and right bicep skin
laceration.
On 11/23/16 at 928 a m Siaff M LPN ungt

! manager confirmed the resident tolleted

{ themselves

| Observation_y
Observation showed on 11/17/i6 at 10:20 am

j the resicent in the bathroom At that time, Staff L

| CNA stated the residant would take themsefves to

J the bathroom and when he/she wanted off the
tollet, the resident would pull the call light Qn the

| same date at 10 35 a m | the residant transferred

[ themselves to bed Staff L stated the resident

| was in the process of transfermng when he/she
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entered the room The resident did not use the
gall ight On the same date at 1055 am |, the
| resident transferred themselves from bed 1o
lwheelcha;r On 11/28/16 at 11 37 am., the
resident wheeled themselves using their feef in

K4y iD SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAM OF CORRECTION 2]
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F323

e whselchar—Observatiorr stowed arlarge

B

| bruised area around the left eye VWhen asked

| what happened the resident stated ™t ' s been Iike

[ that a long tme”

( The record lacked documentation of a left black

‘ eye

\ The DON supphed documentat:on on a sheet of
leqal pad paper, 2 st of interventions

I inplemerted following falis

| 9714116 Staff to offer restroom prior to meals

i The care plan dentified the resident was atready

jona prompied toleting plan wiach 'dentified

| prompted toilet before meals in place since
/4115

| S/25/16 assure resident with appropriate position

! in wheeicharr for safety

t (This intervention was not on the resident’s care

i plan and the PCC care plan box identified this

{ intervention was created an 11/1 7116}
9/26/16 Dunng sleeping hours observe resident
for restiessness and if hefshe 1s awake offer
drinks, snacks and tofiet

| The PCC care plan box Wdentified this intervention

| was created on 11/17/16 (The resident already
had an mtervention on the care plan to observe

\ for restlessnass and pravide calming actvities
dated 6/29/16}

{ 16/10/16 Provide patient educafion related to safe

| sitimgfstanding when appropniate

} {The MDS denbfied the resident with & BIMS of
8, moderate cogmitive imparrment)

| {0/20/18 Call ight remindsr sign on bedside

| table

! {PT notes entfied the resdent already had a

|
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[ sign i place 8/11/16 to wait for help)

| 11720116 Staff to assure the resident's wheelchair
placed next to bad

The PCC care plan box identified this intarvantion
was created on 11/22/16

323
2

i TH22M6 Assure call ight answered promiptly
g According to care plan review, this intarvention
; was already in place since 3/4/15.
11/22/16 Offer snacks and drinks as needed
1 through the day. |
J The PCG care plan hox dentified this intervention
[ was created an 11/28/16.

{ 4 An MOS dated 10/14/16 assessed Resident #1
with a BIMS score of "8" (moderate cognitive
limpairment} The resigent had no behavior

| symptormns dentified The resident required

! extensive staff assistance with bed mobility,
dressing, toileting and bathing The resident

l required imited assistance of staff wath

| ambulation and personal hygiene A "balance
dunng transitions and walking" tast identified the
[ resident as not steady but able to stabilize without
staff assistance in all areas of testing The

l resident used a walker and wheelchair for

| moebility. The MDS identfied the resident admitted
[ to the faciity 10/7/16  The resident was
occasionaily incontinent of bowel and bladder
fThe resident hiad diagnoses that included
degendence on renal dialysts and altered mental
[ sfstus The reswent had one fall without mjury

| since admussion

A Tineth assessment tool Wentified the resident
with a fall nisk score of 8/28 A score less than

i 21/28 revealad s hugh fall ngk

The irutial care plan dated 10/7/16 1dentified the

| resident as at risk for falls and required

| assistance of 1 staff with bed mobility, transfers

| and ambulation ’
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' J

I revealed the resident reguired assistance of che
staff with transfers and assistance with taleting
The cara plan identified the resident with a risk for
fallz The inferventions to assist with the

Tt of falls end-attdated 1018/ 16— —
included anticipate and meet the resident's
neads, be sure the resident’s call light ts within

‘ reach and encourage the resident to use it for
assistance as needed. The resident needs
prompt response to all requests for assistance,
educate resident/family/caregivers abouf safety
reminders and what fo do if fall oceurs, follow

| faciity fall protecol and PT evaluate and treat as

l ordered or PRN {as neadead) An addendumn
dated 10/24/16 reveaied a direchve for frequent
visual checks The care plan also identified the

] resident expenenced bladder incontinence and
directed staff to encourage fluids to promote
prompted voiding responses
Facility fall protocol dated 11/2013 directed staff

| 10 complete a fall assessment on the first day of
admussion If the fall assessment Wentified the
resident as at nsk for falls, the team leaderfvase
manager would mstruct the staff to monitor the
resident frequently, answer the call hght promptly

I and any othsr safely measures to help protect the

| resident
¢

l| On 12/6/16 at 1 50 p m. Staff E LPN urut
manager Jdentified frequent checks as every 2
hour checks at night

| On 12/6/16 at 1 52 p.m , Staff N RN (registerad
nurse} unit manager stated she did not have any
' residents who required frequent checks on her
hall She stated when she did, tha checks were

l evary 2 hours at night.

e
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£ 323 | Contmued From page 79 F 323
On 12/6/16 at 157 pm  Staff M LPN unit
manager siated frequant checks were jooking n
when gaing by the reom and every 2 hours or as
"often as you can”.

o TZeHe a2 p-m“tm@mwmf—i‘ l |

know what frequent checks meant. She stated
she guessed it depended on the person
A hospital discharge summary dated 10/7/18

{ revealed ihe resident had a history of frequent
fafls. When the resident arrved {o ER they noted
a left frontal scalp hematoma and facial
ecchymosis The discharge summary revealed

' s injury occurred when the resident's fanly

i attermnpted to it the resident and bumped the
resident's head. A PT fiowsheet note included

f
|

with the resident's hospital discharge information ‘
and dated 10/5/16 revealad safely concerns The

| restdent was at risk for fails and required 2 staff I
for bed mobilily and transfers/mobility

| A MD/mursing communication form dated 1

1 10110416 at 8 36 p m revealed staff found the f
resident on the floor between the bed and night
stand The resident stated he/she tried to gat fo f
bed and lost balance The resident sustainad no

I visible injunes The record faled to wdentfy a new !

{ Intervention g&erjhe ncident An incident report ,
dated 10/10/16 at 8 pm revealed the resident fell

] attempting to self-transfer to bed The . |
imterverttion isted on the R following the Incident

| was to educate the resident to use the call ight |
A restdent enceunter form dated 10/12/16 |
revealed the resident adrmitted to the faclity .
followintg hosprialization for weakness, frequent |

l falls and encephalopathy The resident had [
ecchymosis to the forehead and scalp

, A MDiursing communication form dated ’

| 10/23/16 reveaied the res:der_}t afternpted io |

| seffi-transfer at 5 pm on that date The resident |

| l
| |
| |
| |
| |
| |
| |
| |
| |
| |
| |
| |

|
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fell resulting in a moderate size hematoma with
surrounding bruising. The form did not identify the
tocation of the resident's ijury  Staff M LPN unit
manager decumenied the resident admitted to

E the hospital 10/25/16 and according to the nurses

| rotgrom 02316 the mijory was o the ™ mitd

| frontal area”

| An IR dated 1 0/253/16 at 5 p m revealed staff
observed the resident an the floor lying on their
right side with their head facing scuth and feet to

& the north The call hght was not activated. The
resident stated hefshe needed the bathroom and

1 thought hefshe could make i without assistance

| The resident sustained a maderate sized

l hematoma with ecchymosis to the mid frontal

| The miervention fellowing the ncident was
“frequent checks with guestion need of BRP

I (bathroom priviieges)’ According to the 101216

[ care pien the residient was on prompted toileting
as of 10/18/16 anad facility fa protccol in place on

l 10/18/16 already directed staff to provide frequent

! checks.

t A resident encounter form dated 10/24/18

i revealed the resident with poor safety awareness

E and had at least 2 falls since admission due to
selftransfer aitempts The resident had a large

| hematoma to the forehead and bruising The

| resident had debility and weakness with risk of

| falls ¥

| Nursmng progress notes dated 1025016 at 12,14

l p.m. rg_vgafed the resident was lethargic and
weak and unable to sit up unassisted The
reswdent went to ER for evaluation The resident’s

l bload pressure was 110/50, pulse £0, resprrations
16 and temperature 99 4 degrees

. A hospital discharge summary dated 10/27116

3 revealed the resident was admitted to the hospital

i for altered mentat status, elevated blood pressure

] and hyperkalemia, Dialysts helped the

i

i
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hyperkalema and blocd pressure The ?esadent‘s
mental status improved The resident also had
bradycardia (low heart rate) and the medication

J Metapralal (for blood pressure) was heid due to
the bradycardia The resident discharged back to

F 323

|
|
|
i
l
|
|
g TEiity g
| Anurses hote late entry dated 10/27/16 at 4.30 !
pm revealed the resident returned to the faciity
| An IR dated 16128116 at 8 10 pm revealed staff f
l foung the resident lying supine on the floor in the !
hallway The resident stated hefshe heard hisiher i
niece crying and want to help. The resident I
| complaned of right hip pain Staff notified the
phystcian and the resident transported to ER for l
evaluation |
JOn 11417/16 at 3 12 pm Staff D LPN stated the i
' rasident stoed up and walked to the haliway and ;
fell The resident compilamned of nght tup pamn se
] he/she was sent to ER and they found out the i
resident had a fracture Staff D stated the |
f resident would get up without assistance The |
! resident had mental status changes and would |
| get up and fall When asked what staff would do
to prevent the resident from fathng, Staff D staled l
i thay would check on the resident often She didn't |
know when staff last saw the resident |
{On 1117116 at 335 pm Staff G CNA stated |
| Resident #1 was n bed so he put 2 residents io |
| bed Then he went fo another room for a few
| minutes and then he stopped 1o talk to Staff D i
That s when an agency siaff (Staff FF) told him i
Resident #1 was in the vestibule area between |
; the front door and the nurse ' s station The !
{ resident heard kids crying and tned to find them |
! He stated he prebably saw the restdent 10 or 15
{ minutes before the incident it bed asleep He |
| stated the resident self-transferred i the past |
and did not use, ine call hght or wait for help The I
, resident fell andther tme in the pathroom StaffG ;|
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F 3235

went in to see if the resident wanted to get ready |

|
|
!
F 323 | Contnued From page 82 ;
for bed and he found him/her on the bathroom l
| floor with a mark on his/her forehead He stated i
| he didn't remember when he saw the resident last I

pnor to that fall. When asked what might prevent :

usually chacked on the resident every half hour

i On 1219716 at 11-40 a m. Staff FF LPN stated

| she woarked on anather hall when she heard the

| door alarm to the outside sound She answered

{ the atarm and found the resident on the floor in

| the entryway of the facility The resident was
nside the facilty

| Hospial progress notes dated 10/29/15 revealed

| the residert admitted to the hospital after a fali
and sustaying a nght intertrochantenc femur

3
l
|
'.
|
I
l
I
|
i
!
| fracture The resident reported pam to the nght ! !
{
l
|
|
'i
I
!
|
|
:
|
|
|
]

| hip The plan was to discuss the resident's case [
| with Internal Medicine Bue to all of the |
| comorbidites and frail state, the physician l
| documented that he felt surgery was too nsky for i
| the resident and the rate of mortahty would be |
high
| Hospital progress rotes dated 10/31/16 revealad
| hespice was contacted The resident would not -
| undergo surgery due to the sevare nsk of
mortahty with any surgical option i
Adeath certificate revealed the resident passed
§ away on 11/9/16 due to complications of nght hip
| fracture The manner of death was “scoident *
| i
- | & AMDS dated 8/11/16 assessed Resident #7 1
with 2 BIMS score of 13 (cogniively ntact) The l
MDS did not identify any behavior symploms The
rasident required extensive staff assistance with
| bed mabiity, transfers and todeting The resident i
did not ambudate The resident had functional .
limitations in range of motion n the upper . §
| extremities The resident used a whedicharr for : | ,

l
|
I
|
|
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S
|
|
|
!
|
|
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mobility. The resident hag' diagnoses that
included: Alzheimer * s dissase The MDS did not
| identfy the resident with skin tears.

| A care plan completed on 5/11/16 revealed the
resident transferred with the EZ stand and

ussistance of one staff for alriransters—The care

i plan alsa contained an Intervention created on

! 11/30/15 directed staff to use caution duning

{ transfers and bed mobility to prevent stnking

| arms, legs and hands against any sharp o hard
surface. T

| Skin Tears Durning Transfers
Nursing progress notes dated 7/3/16 at 7 57 p m.
revealed a CNA transferred the resident to the

! bathroom on the EZ stand The resident scraped

1 the left elbow on the wall resulting ma 1 cm by
2 & em partial thickness wound on tha left eibow
Staff cleansed the area with normal saline and

| applied a Tegaderm (fransparent) dressing They,

| notified the physician The family was present
when the incident occurred Nursing progress

i notes identified the lefi elbow healed on 7/12/16
at408pm

: Nursing progress notes dated 7/16/16 at 6 01
am. revealed a CNA noted bleeding to the left

! elbow after an EZ stand transfer resultingn a 3

| cm skin tear Staff cleansed the area with normal
saline approximated the area with ster-sirips and
applied g Tegaderm (transparent) dressihg They

! notified the physician and farmly The facihty
documented the area as healed on 7/26/16 at

l956am )

| Nursing progress notes dated 10/31/16 at 648

| pm revealed the resident's ieft eibow bumped

| aganst the doorway 1o the bathroom resuiting in
atom by 04 cm parbal thickness wound Staff

£ appled a Tegaderm dressing. The residents

family was present when the incident eccurred

{ and staff notified the physician THe factity
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documented the left elbow as healed on 1 ?.’22/%6
at241pm.

i The cate plan farled to identfy any change or
addizenal interventions to assist with the

| prevention of further injunies fo the elbows during

|
|
|
|

[
l

1R
| Observation showed on 11/17/8 at 146 p.rm the
| restdent transfar from the wheelchatr to bed with
\ the EZ stand and ote staff

| 8§ MOS dated 11/10/16 revealed Resident #22

I had diagnoses of Aizheimer's dementia,

1 depression, and osieoarthns  The MDS

! revealed the resicent displayed mparred short

) and long term memery. The MDS documented
the resident required extensive assistance of one
staff for transfers and toldef use and expernénced

| unsteady bafance when transfeired or changed
positions

| The care plan dated 6/24/13, and updated on

1176714, documented the resident had a history of
| falls, and impaired communication and cognition”
| The care plan directed staff to do the following

[ a Place call light in reach

| b Use EZ stand for transfers

| Faliow falling star protocol
d Position resident In areas of siaff supervision at
tmes of ncreased restlessness

| & Provide reminders for resident to stay seated

| and use calt light for assistance T

: Areview of incident reports and the nurse’s

i progress notes revealed the resident had falls on
| the following dates

| a 7/24/16 - found on the floor i room

| b 12/8/16 - shd out of \E\{heelcha;r onto the fioor

|
i
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|
|
|
|
|
|
|
I
|
|
|
!
|
|
i
!
!
!
|
|
i
|
i
|

C g

¥

|
-
|
|
|
|
.‘

FORM CMS-2567(02-99} Provious Versions Obsolele Evenl ID.LR7RT

Faciity ID  1AG608B

If continuation sheet Page 85 of 119




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

PRINTED 020912617

FORM APPROVED

OMB NO 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION IDENTTFICATION NUMBER

1656350

(%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
A BUILDING COMPLETED

C
B WING 01724/2017

MAME OF PROVIDER OR SUPPLIER

FOUNTAIN WEST HEALTH CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
1581 OFFICE PARK ROAD
WEST DES MOINES, IA 50285

D PROVIDER'S PLAN OF CORRECTION

()

oD | SUMMARY STATEMENT OF DEFICIENGIES
PREEIX [ {EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATCRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
L DEFICIENCY)
F 323 | Continued From page 85 F 323

| The soosal Service progress notes 8/30/16 at 3.28
p m., revealed the resident spoke litle English

i on 1117116 at 952 a m., the notes revealed
resident cried and wept loudly, and felt

_’L depressed

[
The fail assessment completed on 1173018,

' indicated the resident was at risk for falls.

| During mitial tour 12/1915 at9 50 a m , Staff |,
Registered Nursa/MDS Coordinator stated

[ Resident #22 had z star symbol taped to the
doorframe ouiside the resident's room  Staff |

{ reported the symbol indicated the resident was at

! risk for falis, and the resident had failen in the

! past month

t

During contnuous observation en 12/21118, the
| following cceurred .

ja At 4 30 p m , the resident found sitting an the
tollet In the bathroom and crying loudly The

| resident had an EZ stand shing wrapped around

{ the backside, and under @ach arm  The shng

j straps were aitached to the EZ stand, and the EZ
stand device was positioned in front of the
resident The resident’s arms strefched upward,
and the sing remained attached to resident and

[ the EZ stand The resident could not reach the

I call ight cord by the wall in the bathroom A
wvisitor 1N the room reported 2 Certified Nursing

| Assistants {CNA)Y had placed the resident 10 the
hathroom 10 minutes pror to when the surveyor
entered the room

| 2 At4 35 pm, the resident continuad to cry

| foudly, but due to & language harner, not able o
comprehend what tha resident said N

| b At4 38 pm, Staff F, CNA, watked down the

|
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; hall past the resident’s room Thé‘ resident sat on
E the tollst in the bathroom and cried \
¢ At4 40 p.m, Staff G, Licensed Practical Nurse [ \
! (LPN), stood by the medication cart parked four | |
doaors down the hall from the resident's room | |
I [

I d At 4.42 pm., Staff F walked down the hall past

| the resident's room

l e. At 446 pm, Staff G entered the resident’s
room, opensad the bathroomt door and asked the

\ resdent if he/she wanted to get off the tolet

| Staff G placed the call light on, told the resident
she would tell a CNA, and then igft the room
f At 447 p.m, Staff H, CNA enterad the
resident's room The resident aried  Siaff H told
the resident she had to get asaisiance The

| resident sobbed and asked "Soen?"  Staff H

| acknowledged It would be soon, and left the
room

| g At4.48 pm, Staff H and Staff F entered the

| room and asststed the resident

'| Dunng an inferview on 12/21/16 at4 50 pm,

| Staff G, LPN, reported she had gone wta
Resident #22's room 1o get something, and found

| the resident on the totet in the EZ stand Staff &

| stated she didn’t know the facility's practice for EZ

" stand use, but thought when siaff used the E2

| stand, 2 staff were required,

|

| Buring an mterview on 12/21/16 at 515 p m
Staff H, CNA, reported she had placed the

l resident on the toiiet, bit needed assistance of
two, and had to wait for assistance to get the
rasident off the tolet

Dunng ar Interview on 12/22116 at830am.
| Siaff O, CNA stated residents should not be left
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? it an B2 stand alone because the resident could
, fall

| In an interview 12/22/16 at 8.50 a m., Staff |,
MDS Coordinator, stated when siaff used an EZ

% stand, she expecied staff 1ot eave the resident i
an EZ stand unattended  Staff | reporied if staff
left a resident unattended in an EZ stand, it would

l be unsafe for the resdent.

[ In a palicy and procedure for EZ stands, dated
I 572016, directed staff to do the following

J a. Move the resident to the desired locatian

‘ b Lower the resident uniil fully lowsred to bed,
charr, or tollet
¢ Unhook the harness
d Move the umit away from the resident

3

| 7 The MDS dated 11/18/16 documented
diagnoses that included amxiety, depression

| diabetes and heart fature for Resident #9 The
same MDS dosumented A Brief Interview of

f Mental Siatus (BiMS) score of 14 (intact
cogmitian), required limited assistance with
transfers and ambulateon, utiized a wheelchar for
locomotion, did not ambulate in the 7 day
assessment pencd and had 2+ falls wathout injury
since the last MDS completed i the prior 92 days

§ or less

[ The care plan problem intated 6/17/13 identified

| the resident with a potential for falls related to

| mpaired mobility, ncontinence, medication use,
debiity, ostecporosis and history of fractures of
tha right ankte, the left tima and fibula and C 1
{nack} fracture and directed staff o answer call

. hghts promptly at might  The Care Plan also
directed staff fo provide 1 asslst for ambulation
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and provide patientj education related fo safe
\ siiting and standing when appropriate, provide

| supervision to iimited assistance with transfars as
needed/requested and revgaled the resident also

| selftransfars,
T

| The pocket care guide carned by staff identified
the resident required 1 assist with activiies of
daily bving (ADL' s) transfers and ambulanon
and directed staff to check on the resident bafore

| and afier meals as needed on all shifts 1o offer

| assistance with transfers, toileting and ADL ' s
and identified the resident has poor vision

The moident Report dated 11/11/16 at 6 40 AM
documented staff found the resident on the floor
| by the bed The report documenied the residant
| transferred themselves from the bed to the
wheelchair, slipped to the floor and landed pn
ts/her buttocks The resident sustained na wjury
| and the faciity installed an anb-roliback device on
iI the whgglphair

| The Incident Report dated 11/13/16 at 2315

| (11 15 PM) documented staff found the resident
sithing on the floor with his/her back against ihe

| bed The resident appeared slespy and stated

| sfhe did not know what happened The resident
had no mjury  The incdent reperi identfied the
rasident® s call kght was on at the time of the

| occurrence The care plan intérvention added
1414315 directed staff to answer the resident ' s

| call hght promptly at rught

5 The Occupational Therapy Discharge Summary
E dated 12/9/16 daocumented the resident received
OT services 11/21-12/9/16 and icdentified the

n
| resident reguired assistance of 1 gt all imes for
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| ADL, transfers and mabity )

| The Incident report dated 1/2/17 at 22 10 (10°22 !
j PM) documented staff found the resident face
down on the foor of his/her room with fegs

| the whesichalr to the recliner and sustained a
laceration to the right forehead  Staff called 911

I and the resident transferred to the emerdancy

, room

l Tha Report identtfied the new intervention assure
all resident needs met before lsaving the room,

i 8 assisied to the talet, offer water or snack for
hunger

| documented the resident returned from the
hospital with 6 sutures to the nght forehead to
close the 4 5 cm laceration The resident was
educated to use the call kght for assistance and
l placed within reach

Observahion on 1/12/17 at 11 10 AM revealed
staff couid not locate the resident  Staff ZZ, poc!
| CNA, located the resident i hisfher bathroom
The resident had self-transferred to the toilet
| Staff ZZ staied she had just returned from break |
Prior to going to break Staff ZZ stated the ¥
| resident had been siting m his/her rechnar  Staff
l 77 stated other staff had told her the resident
does self-transfer and to check on him/her
I frequantly

| 8 Tne MDS dated 11/11/16 documented

| diagnoses that included breast cancer, psychotic
disorder Nop-Alzhermer' s dementia and

», Inflammation/infection of an artfictal knee joint for

|

l

|

|

h |
[ Tha Progress Notes dated 1/3/17 at & G0 AM }
|
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| Resna*ent #43. The same MDS documented a

| BIMS score of § (moderate cognitive imparrment)

‘ and revealed the resident required extensive
assistance for transfers, ambulation, hygiene and

| foileting, and had limited funchicnal range of

i feg— The MDS dentfied the—

I resident was anly abla to move from seated to

] standing position, walk or furn around with staff
assistance, utiized a wheelcharr for mobity and

| had 2+ falls without injury since the last MDS

| completed in 92 or less days ago

! The care plan problem dated 5/20/14 and revised
2125M16 identified the resident had impaired
coghilive functioning related to vascular dementia
with episodes of confusion, poor memory recall

 and impaired temporai onentation  The care plan

| directed staff to cue reorient and supervise the

| resident as needed

The care plan problem mated 3/28/14 and

| revised on 8/18/16 identified the reswdent' s

| setf-care defiait related to muliple medical

| problema and debility and directed the resident

| uses a wheelchair as primary means of
locomaotion, prefers fo sleep in the rechner and
required extensive assistance of 1 for all

| transfers  The care plan intervennon dated

, 312814 dentified the resident as iIndependent

Uith controiling the electnc rechinar

|
The care plan problem dated 3/28/14 and revised
an 3/9/15 identifted the resident a3 at nsk for falis

\ refated to a history of falls and previous fracture

! of the nght humerus, osteoarthntis and
osteopenia and directed staff to assure the

1 resident neads are met before leaving the room,
1 e offer tolleting offer water for thirst and snacks

) for hunger, be sure the call ight 1s in reach and
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| encourage the resident to use It and to provide
prompt response to all requests for assistance as
appropriate

!
!
1

l

ThHe ficident Report gated - TiT10Me at 920 PV

f documented the resident ambulated

I independently to the bathroom and fell to the floor
alihcugh a pool CNA present In the rcom  Staff

| placed a " do not fall " sign on tha resident” s

| bedside table as an intervention after the ncident

! The Incident report dated 12/8/16 at 10.30 PM

| documented staff found the resident on the fioor

| between the rechner and the bed with histher

| back against the recliner holding on to the side
rail and legs under the bed  The resident sated

| sihe attempted to ge from the rechiner to bed. The

o Incident Repart iisted the intervention to check

the resident avery 2 hours to see if assistance

| needed to move or change posiions

5 The Incident Report dated 12/23/16 at 3 45 AM
documented the resident found fying on his/her
| back i the bathroom with legs extended. The
resident stated sihe want to ge to the bathroom
indspendently.  The resident sustained a shin

l tear to the left buttock which measured 0 5 cm x
| 05 cm and a skin tear to the nght buttock vihich
measured 10 cmx 1 0 cm  The miervention
after the inoident was documented as a sian,

1 posted i vigible sight which said © DO NOT

| FALL, CALLFOR ASSISTI"

: The Physical Therapy (PT) Discharge Summary
dated 12/26/16 documented the resident recetved
treatment 7 days from 12/8-12/26/18 The

I,residen’f refused Tineth balance testing and last

_ Summary Since Last Progress Report
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documented the resident continued with 1 person
assist and continued with fall even with PT
intervention

The Incident Report dated 12/27/ 16 at 5 20 AM
ted staff-foordthe resdentlying o the
! floor i front of the reclnar with husfher head
towards the recliner and the walker laying on top
l of the resident. The resident nght leg beiow the
knee twisted at a 90 degree angle Staff called
| 911 and the resident left the faciity by ambulance
1 at 5 45 AM

1 Durng intenview on 1/12/16 at 11 54 AM Staff UU,
LPN stated she found the resident on the floor on
12/27116 She stated she had been shocked to

| see the resident ' s nght lower leg in the very
abnormal position and immediately called 911

| Staff UU stated she did not do an assessment of

| the resident ' s roorn at the time of the Incident,
could not recall if the resident’ s electne recliner

i had been up or down and could not recaliif the

{ resident” s call ight on - Staff UU staled the

! resident was often nan-compliant with using the
call ight and frequently sefftransferred  She did

| not know when the resident had fast been

| observed by staff prior to the inadent  Staff UU
stated she knew the most important thing had

| been to get the residant to the hospital as quickly

| &s pessidle

| The Hospitat Trauma Services Discharge

| Summary documentied the resident sustained a
right tiia and fibula fracture, a fracture of the

l right ankle which required surgical repair as well
as 2 small acute subdural hematomas The
resident refurned o the faciity on 1/3/2017

)
, Duning an iterview on 112717 at 2 40 PM, the
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DON stated netther she nor staff completed an
investgation into the resident ' s fall on /2716
When she game into work that marning around

8 00 AM she did go down to the resident’ s room
and sit in the recliner fo check out the

[surrsurding, ot did Tiot interview staff on duty at
the time of occurrence The DON stated the
recliner was 1n regular position when she went te
the room but did not know the position of the

l recliner at the time of the incident

| Observation on 1/12/17 at 900 AM revealed the
reswdent n bed with half side rails up and a ipped

I matiress on the bad Resident had a CAM hoot
on the right lower ieg  The resident ' s calt light

i lay soross the resident ' s rechiner wedf out of

| resident reach and the bedside table, which
contained a sign which said " DO NOT FALL"
as well as the resident * s water piicher, agress

, the rcorn by the divider curfain The sigt on the
wall to the rasident * s Iefi side read " DO NOT

| FALL, CALLFOR ASSISTH "

, 9 The MDS dated 11/24/16 documanted
diagneses that included Alzheimer ' s disease,

| serzure disorder and bindness m one eye and

| low vision in the other for Resident #45 The
same MDS documenied a BIMS score of @

! (maderate cognitive imparment) and revealed

| he/she required Iimited assistanee for transfors,

» ambulation, foiletmg and hygiene The MDS also

| documenied the resident, utlized a whaelchaly

| and had no falls since the last MDS completed 92

| days or less ago and recewved anticoagulant

| medications 7 of 7 days of the assessment
penod

!

{ The care guide carried by the staff documented

3
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| the resident required extensive assistance of 1
staif for pivot transfer and ullized a wheslichanr for
mabifity The guide directed staff to place the calfl

‘ tight on the night side as the resident was blind in

| the ieft eye, do not leave the resident alone In the
battroontamd move e etectric rechner Termoh

i conirol ouf of rasident reach when hefshe satin .

{ The progress notes dated 12/25/16 at 20 43
documented staff saw the resident lying on the
floor with hisfher head resting on the botiom of

| the recliner and legs straight cut  The resident

| sustained a skin tear on the right elbow and a !
| laceration on the night side of the head  The

| incident Report dated 12/2516 documented the
intervention to place the restdent ' s call ight on

\ the nght side when possible due fo blindness in
the left eye and staff educated the resident use

| the call ight

i 1
a |
| [
F 323 | Continued From page 94 | F 32?J
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| The Incident Report dated 12/27/16 at § 50 AM
documented staff found the resident lying supina
| in front of the rechner with the wheelcharr [ocated
' a few fest away The wheelchar brakes were not
| locked  The resident could not state what sfhe
had been doing prior to the fall because of
chronic decreased cogmition At 9 40 AM staff |
E nioted a red area on the resdent ' s scalp Just I
| above the nght ear P
I

The pregress notes entry dated 122716 at 1315
I {1 15 PM) documented staff found the resident on
| the floar In front of the recliner 1 a supine

posttion The restdent’ s wheeichair located not .
| far away and tipped on s side  The reswlent |
| could not relate what happened dde to

longstanding cogntiive 1ssues The progress l
] notes eniry at 12 21 (1 21 PM} documented the
Lresudent had a reddenad area above the nght ear, |
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| but unclear whsther this it was a new area or cne
from a pravious fall, Review of the care plan
revealed no new intervention(s} put into place

J after this incident.

l PM) documented staff found the resident on the
floor of their room with their head under the

l wheelchair and their l2as cutstretched in front.

! Resident stated s/he had been " picking up the
place " but staff noted no trash or clutter noted
on the floor The resident sustained a superficial
scrape down the middle of the back  The

l Incident Report documented the intervention to
keep the resident ' s room/floor clean and
instructed the resident to call for assistance when
thtngs are on the floor so staff can pick them up

expressed concern with the resident ' s fall and
altered mental status  Staff contacted the
resident ' s physician and obtaned an order to a
urnalysis (UA) and to draw & complete blood

| colrt and basic metabolic profile loday rather

| than 1/3/17

}
I (4 28 PWV) documented the resident ' s spouse
(
|

| The Incident Report dated 1/3/17 at 7 50 AM

| documented the resident attempted o
seli-transfer from the wheeicharr to the rechiner
and fell onto theyr buttocks  The resident had no
noted mjury, but the resident ' s blood pressure

| {BP) measured 160/86 The Incident Report

I documented as an intervention to monitor and
report potential seizure achvity  The progress
notes entry dated 1/3/17 at 2 41 PM documented

| staff implemented a nursing order to check the
resident ' s BP 2 times a day for 3 days and then

; fax those resuits to the physician

L rtie- reident ReporTt dated12/3 116 AT 00 (2700~

The progress notes entry dated 12/31/16 at 16 28
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The progress notes entry dated 1/3/17 at 6 31
p m. documented staff received an order to

| administer Macrobid (a urinary tract anb-infective
medication} 100 milligram {mg) 2 tames a day for

3

[TOdays

l The Incident Report dated 1/8/17 at 9.00 AM
desumentad staff found the resident on the floor
in front of the recliner. The resident ' 5 electric

I yochner elevated forward shghily and the resident
slid out and landed on hisfher buttocks The

| resident sustaned no mjury  The Incident Report
documented the facility implemented an
intervention to place a non-skd pad in the
raclner

: The Incident Report dated 1/8/17 at 2000 {8 00
PM) documented staff found the resident lying on
the floor on thewr nght side next to the bad.

| Resident stated sthe attempted to go from the
recliner to the bed and fell The resident

| sustained no nury  The incident Report
documented the staff implemanted an OT
evaluation and treatment as an intervention after
| the fat

Chservation on 118117 at 1 22 PM revealed the

resdent sat n tassher recliner with fest up  The

rernote controf for the recliner placed ot of

resident’ s reach The resident ' s cail light was

fastened on the resident * s left side near histher
1 hand

| The faciiity ' s Falis Prevention Procedure dated
[ 11/2013 directed the following.

1 A fali committes copsisting of the Admrustrator,
. DON, and quality dssurance {QA) nurse will

I

F
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review the incdent report. The review will include
the environment where the fall took place,
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, During an interview on 1/12/17 at 4 00 PM the
DON, she stated the current incident Report

| form has a sechion for nvestigatien of the fall as
well a5 witness statement forms, but staff had
fatled to complate them. She stated she had

I assumed the DON position at the end of
Novemnber, 2016 and had plans to change the

| falis mvestigabons and analysis but has not
implemented them at this time because she had
been directed by higher management {0 make

| changes a little bz atatme  She also stated the

| facility does not have a fall committes and no
formal system tc review falls and assess the

| appropriateness or efficacy of interventicns  She

I stated the staff has a hst of interventions that can
be mplemented and are taught to put one 1ato

| place after each falt

| Review of the list of falls that oocurred in the
facility 12{1/16 through 1/10/17 documented 35
residents sustained a total of 69 falls in this tme
ffame

l Thye facility abatad the 1J on 1/16/17 with the
following corrective achons

1 The incdent report in use were removed and

replaced with a report form that included &

section that prampted staff to complete meoident

| mvestigations

| 2 Standard and individualized safety P
interventions weea daveloped to put n place @

I
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‘ prevent falls

3 Staff were educaied regarding the new
policies hsted above In items 1 and 2.

| 4 Fall committes meetings were resumed and

| the first meeting was held on 1/16/17 at 830 am.

F 323

- L
| 10 Observation on 1111717 at 11-00 AM revealed
an unlocked treatment cart In the hallway next to
Room 408. The cart had 2 drawers and shelves

| that contained Sani-Gloths, Derma-Klenz,

\ muthiple tubes of medicated ointments and topical

| medications such as metronidazole 0 75% gel, 2
fubes of astrace D 1% cream, urea 40% urea
cream and 2 eight ounce botiles of

| povidine-rodine scrub - Alf labels on the

- medications and ointrments and scrub directed 1o

E keep out of reach of children  The cart also

| contaned staple remover kits

| At 1005 AM Staff TT licensed practical nurse

l (LPN), came to the treatment cart  She stated

| that she has been In and out of the cart at this
time but acknowledged 1t should be locked

| Punng interview at 10 30 AM the DON stated she
| would expect the treatment catt to be Jocked
when not in use

Observation on 1/18M7 at 11 17 AM reveated the
sarme untocked {reatment cart in the hallway next
| to room 409 The cart contained the same tems
| @s observed on /1117 At 1124 AM the
surveyor requested staff summon a nurse  The
| skilled umit manager came to the cart and stated
tha cart should be locked and went and got Staff
P TTtolock it Staff TT agam acknowledged the
l cart should be locked when not i use

3
i The faciity Wdentified 25 residents wath cogrubive

|
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provide nursing and telated setvices 1o atfan or
maintaln the highest practicable physical, mentai,
] and psychosocial well-peing of each resident, as
| determinad by residant assessments and
[ ndividual plans of care

{ The facihty must provide services by sufficlent
numbers of each of the following fypes of

’ personnel on a 24-hour basss fo provide nursing
| care to all residenis 1n accordance with resident
| care plans:

| Except when waved under paragraph {c) of this
section, licensed nurses and other nursing
' personnetf.

l Except when waived under paragraph (¢) of this
section, the facllity must designate a hcensed

| nurse to serve as a charge nurse on gach tour of
duty

l

| This REQUIREMENT 15 not met as evidenced
by

| Based on clinical record review, observations,

the facility staff faled to provide supervision while
: ’ & resident placed In an EZ Siand mechanical it
to ensure resident safety for one of eleven
| residents raviewad with a history of falls
{Resident #22) and faled to have sufficient
nursing staff to provide nursing and related
| services to attan or mamtam e highest

$ | group Interview, and resident and staff nterviews,

|
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F 353 | Continued From page 100
[ practicable phfsica!, mental, and psychosocial
well-being of each residert, as determined by
resident agsessments and individual plans of

and 5 of 10 residents intervewed mdwvidually

I answered wittun the required 15 minutes The
| Facility census was ninety-three (93) residents

i
[ Findings include

|
|
i
l
l
|
care Four of 7 residents at the group interview I ]
i 3
! |
‘ E
| |
| |
: |
{1 The Minmum Data Set (MDS) assessment | 1
| dated 11/10M86, documented Resident #22 had | |
diagnoses of Alzheimer's dementa and i
deprassion  The MDS revealed the resident had | ‘
impaired short and long term memory  The MDS I
| documented the resident required extensive { |
| assistance of one staff for transfers and toilet ' | |
|
|
|
|
|
|

| use

| The care plan dated 6/24/13 and updated on %

| 11/6/14, mcludad the remdent had a history of

| falis, required assistance for all activibes of daily !
!
I
i

| iving, exhibited anxiety, and had behavors of

| crying oul and weeping loudly The care plan
diracted staff to place call ight in reach and
provede reminders for the resident {o stay seated

| and use call Yight for assistance

I

| The pocket care plan directed staff fo use an EZ
Stand f(_)r tr_'c;nsfers and provide assistance of one

| te two for activities of daily Iiving

!
A review of Incident Reports revealed the resident E

| had falls on the following dates '
{a 7/24/16 - found on the floor in reom |
§ b 12/8/15 - shd out of wheeichair onto the floor ‘
|

\
I
|
I
|
|
R | l
\
|
|
|
i

&

| During imitial tour 12/19/16 at 3 50 2 m |, Staff |,
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Registered Nurse/MDS Coordinator stated
Resident #22 had a nisk for falls, and the resident
had fallen in the past menth.

F 3583

During continuous observation on 12/21/18 | the
w*-——!'ﬁro awWing ocourred

*

x

I a At4:30 pm, the remident sat on the follat i the
} bathroom and cned loudly  The resident had an
| EZ Stand sling wrappsd around the back and
under each arm. The shng straps were attached
to the EZ Stand with the EZ Stand positionsad in
front of the resident  The resident’s arms
stretched upward, and hung from the EZ Stand.
The resident could not reach the call ight cord by
| the wall. A visttor in the room reported the
resident piaced in the bathroom at least 10
minutes prior by 2 Certified Nursing Assistants
(CNA)
b At4.35 pm, the resident continued te ory
| foudly, but due to a fanguage barrier, unabie to
comprehand what the reaident had said The
| crying audibie in the halbway
c At4 38 pm., Staff F, CNA, walked down the
| hall past the resident's rcom  The resident sat on
the toilet m the bathroom and cried
[d At 4:40 pm, Staff G, Licensed Prachcal Nurse
| (LPN}, stood by the medication cart parked four

’ | doors dawn the hall from the resident's room

The resident continued crying
I e At442pm Staff F walked down the hail past
| the resident's room
f At4.48 pm, Stalf G, entered the resident's
room, opened the bathroom door, ang asked the
l resiclent if hefshe ready to get off the toilet  Staff
! G placed the call ight on, told the resident she
| would telt a CNA, and then left the reom
|g At44d7pm, Siaff H, CNA enterad the
residents oo The resident cied  Staff H toid
{ the resident she had fo get assistance  The

.
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et sobbed and asked “Soon?"  Staff H
acknowledged 1 wouid be soon, and leftthe
room

h. At 4.48 p m., Staff H and Staff F entered the
room and assisted the resident,

PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD 8E COMPLETION
TAG REGUIATORY OR LSC IDENTIFYING INFORMATICN) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
i DEFIGIENGY)
F 353 | Continued From page 102 F 353

In an mterview on 12/21/16 at 5 15 p.m , Staff H,
‘ CNA, reported she had placed the rgsident on the
! tollet, but needed assistance of two, and had o
‘ watt for assistance to get the resident off the

follet

In an nterview 12/22/16 at 8.5¢ am , Staff!,

] MDS Gacrdinator, raparted the facity had

| recently changed their staffing structure. Staffl
renorted the facility had used agency staff to help

| meat etaffing needs

| 2 Dunng the group interview on 12/20/16 from
330pm to 430 pm., 4out of 7 residents n

i atiendance stated staff members have ¢ame into
therr rcoms, turned off the call Iight, not spoken to

i them or acknowledged that they had a need for
assistance and walked back out of the room
3 The MDS with assessment reference date of
11718116 assessad Rasident #9 with a bref

} interview for mental stafus {BIMS) score of 14",

{ iIndicating no cognitive impairment. The resident

{ requiredt tited staff assistance with fransfers
tolieting and drassing The resident dtd not

i ambulate

\ Observation showed on 11/22/8 at 131 pm the

reaident's call light already on Observation

I showed the call remainad activated at 1 85pm
(24 minutes plus) Upon enfenng the roorm fo see

I #ihe resdent needed help the resident stated
hefshe activated ihe call ight to go to the actvity

| At157 pm Staff BB, LPN, entered the room to

| answer the call ight  The resident stated he/she

E
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didr't ime it with a clock but there were fimes the
residant knew he/she wared an hour. Staff tells
the resident they don't have time to answer the
call ight The resident stated there are imes
he/she didn't make 1t to the bathroom The

resident stated itdidt make himrner feal good
and the resident tries to clean it up The resident
stated he/she didn't iike it because it was not fun
I o "poop your pants” The resident also stated if

hefshe calls too frequently then staff don't come
50 helsne tries to help sell and has shpped and
fallen,

I A care plan with @ poleniial for falls probler

l revised on 9/23/15 directed staff to answer call

[ fights"promptly at mght and provide reminders
and encourage the use of the cal ight prior to

' transiers especially duning nanwaking hours

2 AMDS with assassment reference date of

f 11/3/16 assessed Resident #21 with a BIMS
score of "14" which indicated no cogritive
impanrment The resident raguired extensive staff

f assistance with bed mobility, dressing and

f transfers

;

On 11/20/16 st 8 23 a m. observation showed the

resudent's call ight on  The resident identified the
‘ call ight on for 40 rmnutes  The residéeht stated
hefshe trmed it wth the clock on the wall The
resident stated he/she wanted to get up,and
wanted his/her Tylenol.

3 AMDS with assessment reference date of
10/27/16 assessed Resident #16 with a BIMS
score of "15" which indicated no cognitive

_i impatrment The restdent required extensive staff
. | assistance with bed mability, transfers and

| tolleting
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On 11/29/16 at 8 45 am the resident stated it
somehmes takes awhile to get the call light
answered. One morming a week of two ago the
resident put the call fight on at 6 am and tt fook 1

1 -t5 ey forstaff o amswer TRy
resident looked at the clock on the wall to monitor
1 the time  The resident needed tha bathroom The
| resident stated he/she made it to the bathroom

| but 1 more minute and they would have had a

| mess.

l 4 AMDS with assesament reference date of

| 11/47/16 assessed Resident #14 with a BIMS
score of "15" indicating no cogritive impainmment

} The resident required extensive staff assistance

f with bed mobihty, transfers and toteting

| On 14/29/16 at 3 55 p m the resent stated

| several weeks ago the resident iaid there for 3
hours The resident kept turing the call hight on
and staff came i 4 10 5 times and turned it off

| The rasident stated hefshe had a2 concern with

| the BiPap mask (for sieep apnea) because It did
not seal correctly The resident monvtored the

\ tirme with the clock and cefl phone

| 5 AMDS with assessment refarence date of
11/14/15 assessed Resident #10 with a BIMS

| score of ™57, indicating no cognitive impattment
The resident required extensive stafl assistancs
with bed mobility {ransfers and toleting,

I! On 11/23/16 at 10 57 a1 the resident stated last

‘ rught on the evening shift he/she had the calt iight

] on for 30 minutes She stated she was on the

l tolet and, after 30 minutes, hefshe just got up per
self or he/she would have been there even longer

| than that. The resident used a watch to check the

*

I
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|
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l
\
|
|
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|
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353 | Continued From page 105
time.

A care plan dated 4/13/M16 dentfied the resident
at risk for falls due to history of stroks with nght
sided weakness and EZ stand for transfers The

F 353

CarE pla directed staff 1o Kesp the calllightin——
reach and encourage ths resident 1o use i when
| he/she needs any assistance

I 6 Resident council minutes dentified the
I following.

|

I
6f2/16. comment about call hght wart times I

_TINg call light wait fimes are too long |
"9MME call kghts aren ' t answered while CNAs

- [ stand In the hall talking !
I 11/3/18 2 to 4 CNAs on the hall igniore cali hghts ]
I 483 30(b) WAIVER-RN 8 HRS 7 DAYS/WK, i
FULL-TIME DON I

J

I

|

I

|

]

i

]

]

{

{

}

}

i

F 354
35=D

Except when waived under paragraph (c) or (d) of
this sechon, the izcility must use the services of g
I registered nurse for at least 8 consecutive hours
| aday, 7 days a week.

| Except when waived under paragraph (¢} or (d) of

| this section, the facility must designate a
registerad nurse to serve as the director of

| nursing on a fill time pakis

I The director of hursing may serve as a charge
I nurse only when the facility has an average daify
| occupancy of 80 or fewer residents

I

I This REQUIREMENT s not met as evidenced

by
| Based on record review and staff interview, the
|

F 354

|
I
I
|
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|
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F 354 | Continued From page 108

facility faled fo use the services of a Registered
Nursa (RN} for af least 8 consecutive hours a

l day, 7 days a week. The facility census was

ninety-three (93) residents

- Findimgs meide:

l 1 Review of July 2016 nursing schedules
l revealed no RN worked 7/16/16
} On 12/7H6 at 1 30 p.m the Director of Nursing
| stated she could not find evidence that an RN
t werked on 7/16/16
F 367 | 483 35(e) THERAPEUTIC DIET PRESCRIBED
SS=D| BY PHYSICIAN

| Therapeubc diets must be prescnbed by the
attending physician

|
| This REQUIREMENT is not met as evidenced
) by

! review the facility faled fo assure that 1 resident
| (Resident #27) out of 15 reviewed received the
| chet prescribad by their doctor The faciity
reported a census of 83 resxlents
Fmdings mnclude
During & noon meal observation of the dietary*®

| twas noted dietary staff asking each resident

] what they would like for the meal and staff would
then go to the steam table and tell Staff L, Cook,

| the type of diet and what ihe Resident had

| chosen to eat from the chowces offerad Staff K
was overheard requesting two regular diets, one

l for Resident#27 There was no observed list In

| use by Staff L to vertfy correct diets were being

) I

\ Based on observabon, staff interview, and record

| service from 12 00 p.m to 1.00 pam on 12/20/18,

F ae7
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|
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1

£ 367 l Confinued From page 107

, served.

During an interview with Staff K, Distary Aude {DA)

{2t 12 05 p.m on 12/20/16, Staff K stated they
used Sechion Lists to 1dentify each resident's

prescribed diet, take the resident's food order and
~Lrﬁ_ren eportwhatthe Tesidert waiied v eat o the
] person serving the food at the steam fable  Staff
| K explained that ail residents were on the Section
| List and 1dentified by the table they sit at. Staff K
I stated that he did not have a Section List with him
at that time to refer to, A Sechon List was
, presanted to Staff K which wlentified Resident
| #27 was to receive a mechanical soft textured
diet
| Burng an mterview wilh the Dietary Manager at
J 1207 pm on 12/20116, she stated ail staff
[ serving trays were to go by the Section Lists and
they were respansible for letling the cook/server
! know what land of diet each plate needs to be.
A Mwsmum Data Set (MDS) asssssment with the
assessment reference date of 11/10/16 entified
i Resident #27 with diagreses of diverticuiosis
[ {pocket In wall of colon), ancrexa (deswre to not
eat), cachexia (weight loss disorder) and
I disorders of glycoprotemn metabalism (difficulty
| digesting some foods)
| A care plan inshated 7/11/15 with a revision date
of 11/16/16 dentified a problem for alteration in
autntion stitus related to dagnoses as evidenced
I by low body weight, leaving 25% of foed and
f weight toss greater than 6% ih 180 days Acare
[ plan intervention directed Dretary Ardes, Cerlified
| Nurse Aides (CNA) and nurses ic provide and
serve diet as ordered three timas daily
Acrecord review of a physician's Telephone
, Orders form daled 12/7/16, mdicaied Resident
| #27 was to receve a mechanical soft diet with
[ thin liguids A Fountain Dining Roor Section List
| indicated the resident to receive a general dist

|
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F 367 | Cantinued From page 108

with mecharcal soft texture, The menu for lunch
on 1212018 was apple glazed nbs with
saueriraut A dietary menu for the various diet

| texiures indicated mechanical soft dists would
receve ground apple glazed rbs and sauerkraut

F 367

F3rt | ] PROCURE,
8S=F ‘ STORK/PREPARE/SERVE - SANITARY

| ‘The facility must -

‘ (1) Pracure foad from sources approved or
conaidered salisfactory by Federal, State ar local
authanbes, and

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

\
|
l
|

| This REQUIREMENT s not met as evidenced
by
Based on observation and mterview the facility

i fasted to assure that kitchen shelving, utensil

| drawers and the kitchen area floor was clsan and

{ free of debns The facily reported a census of 93
residents.
Findings include

| Duang the mitial kikchen tour on 12/19/18 from
g12am %028 am, obgervation revesled the
multple drawers used for storage of spatulas,
scoops, and vanous other cooking utensils had

{ crumbs and debris present

i Dunng an nierview on 12/19/16 at 928 am, the
Distary Manager stated there 1s nc assigned

l person responsitle for Keeping the utensil

} drawers clean

F 441 L 483 65 INFECTION CONTROL, PREVENT

ss:nl SPREAD, LINENS

1

30t

F 441
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The facility must estabiish and mamtam an
‘ thfection Control Program designed to provide a
safe, sanitary and comforiable environment and

l to help pravent the development and fransmission

%4 10 1 SUMMARY STATEMENT OF DEFIGIENCIES 1} 1 PROVIDER'S PLAN OF CORRECTION X5}
PREFX {EACH DEFICIENCY MUST BE PREGEDED By FULL PREFIX l (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIAIE DATE
l DEFICIENCY)
[
F 441 | Continued From page 109 F ;41 {

Tor diseass anyg hfaction

j (a) infechon Controf Program

| The facility must establish an Infecticn Control
Prograim under which it -
(1) Investigates, controls, and prevents infections

| in the facility

i (2) Decdes what procedures, such as isolation,

l should be applied to an individuat resident, and
(3) Mamtans a record of incidents and corrective

| achons releted to Infechons

(B} Preventing Spread of Infection

l {11} When the Infection Controt Program

| determines that a resident neads 1solation to
prevent the spread of infection, the facility must
isolate the resident

i {2) The facility must prohibit emplovees with a

| communicable disease or mfected skin lesions

[ from direct contact with residents or therr food, 1f
direct conlact will transmit the disease

| {3) The taciity must require staff to wash their

| hands after each direct resident contact for which

* . hand wastung s mdicated by accepied

professional practice

[ (¢} Linens
Personnet must handle, store, process and

transport linens so as to prevent the spread of
infection.

l
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Dy,
Based on cbservation, record review, staff
Interviews and policy review the facility failed to

l

I

|

|

| This REQUIREMENT 15 not met as evidenced |
]

}

provide complete catheter care in a manner to |

| "infections for tofSTestdeny Teviewed —

with catheters (Resident #24). The facility i

reported a cansus of 93 residents !

| Findings Included |
According to the 12/1/16 Mirimum Data Set

(MDS) Resident #24's had intact cogmitve skills |

l for datly decision making The resident required |

l

|

1

TN

firuted assistance of one staff for bed mobility,
transfers, dressing, tollet use and personal

| hygiene The MDS recerded that the residerit had

| & catheter

| The care pian, last revised 1/5/16, directed staff
to provide tolleting and incontinence care for

| Resident #27 with the assistance of 1 staff !

| The 12/1/16 through 2/28/17 Physician's Orders \

| form for Resident #24 contamed an order for a '

| Folay catheter (te dramn urine) with a stait date of '
B/28/16 !

| Observation on 12/20/118 at 7 00 am dunng .
catheter care for Resident #24 Staff C, Certified

| Nursing Assistant (CNA), placed a graduate
container on the sink top and emptied the
catheter dramage bag mto ¢ Stafi C then emptied

! the graduate into the torlet Staff C filled the

| graduaie contaner with soap and water, swished
it around and emptied it mio the sink of the
shared bathroom

' Dunng an interview on 12/20/16 at 1030 am

| with Staff B, Registered Nurse, acknowledged

| Staff G shauld have placed 2 barrier under the
graduate contamner and emplied the soap/water

Vinto the toilet, not the residents sink

| The 272015 faciity policy, "Emptying of Untnary

L Catheier Bags" directed staff to H

|
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F 441 | Continued From page 111

a Place graduata (contamer) on the batrier

b Take graduate to bathroom, measure, check
, for abnormalitias of unne, empty contents into
| tollet, rinse with water dumping into tailet and

$5=D f VERIFICATION, RETRAINING

| Bafore allowing an mdvidual to serve as 8 nurse l
aide, a facility must receive regisiry venfication ]
| that the indivictual has met competency evaluation |
| requirements unless the individual Is a full-time
employee in a franing and competency |
! evaluation program approved by the State, or the ’
| indnvidual can prove that he or she has recently |
[ sucoassfully completed a training and
competency evaluation program or competency ]
] avaluatron program approvad by the State and f
has not yei been ncluded in the registry
Fadilites must follow up to ensure that such an f
i
i
|
l
|
l
|
|
[
[
I
l
|

| ndividual actually becomes registered

| Before aliowing an indwidual to serve as a nurse
atde, a facility must seek information from every

| State regrstiy established under sections 1819(g)

| (2){A) or 1918(e)2)(A} of the Act the facility

‘ beheves will include information on the indradual

|
l
|
|
|
l
!
i
|
I
|
|
] If, since an ndivdual's most recent completion of |
a training and competency evaluation program, |
there has been a continuous pericd of 24 |
| consecutive months duning none of which the
| indnadual prowided nursing or hursing-related |
| services for monetary compensatton the [
| individual must complete a new tratning and ;
competency evaluation program or a new |
cempetancy evaltation program
| . {
| v !
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l to serve as a nurse aide, g facility must receive

| reqistry venfication that the individuai has met
competency evaluation requirements unless the

| individual 1s a full-time employee 11 & traming and
competency evaluation program approved by the

I State. or the mdividual can prove that he or she
has recently successfully compieted a traning

! and competaency evaluation program or

| competency evaluabion program approved by the
State and has not yat baen included in the

1 registry Facilities must follow up o ensure that

| such an individual actyally becomes registerad

i Staff DD worked at the facility through an agency
When the registry status was checked, Staff DD

| had never been on the registry The faciiy falled
to ensure successful complation of Certified

| Nurse Aide (CNA) registry verdication check on a

\ newly hired staff member for 1 of 2 ayrse ade
empioyee files reviewed (StaffA) The faciity
reportad a census of 93 residents

| Findings include
¥

{1 On11/29/16 at 10 45 am Staff EE, sogial

_| worker, stated she took a call from the hospital

E nurse practioner who informed her that Resident
#12 reported she was touched mappropnately at

| the faciity Dunng the investigation, the facility

l narrowed the date of cocurrence down to
11110418 or 11/11/16 Staff DD fit the resident's

| description and worked &8 a Certified Nurse Aide

| (CNA) on those dates Staff DD worked as a CNA
" at the faci:ty through a staffing agency

—_—— H_,HM___________{‘M
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F 498 l Continued From page 112 F 496
| | | &
This REQUIREMENT Is not met as evidenced ! |
by | |
Based on persona! and resident record review, | [
staff imterview and facility policy review, the facility I
Tisure that beforeallowng ar mdividmal l I

:
l
|
|
l
|
|
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|
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|

| Review of facility staffing sheets revealed Siaff

[ DD worked as a CNA on 11/10/16 and 11/11/16.

, Review of CNA schedules indicated Staff DD also
worked at the facility on 10/29/16 and 11/5/16
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I On 11/19/16 at 11 24 a m. Staff DD refused to
answer when asked if he/she was a certified
f nurse aide
f Cn 11/28/16 at 12:30 p.m a representative from
the CNA registry stated Staff DD was noton the
| registry and never had been since the registry
l had been in place since 2006
2. Record review of Staff A's personnel file
| revealed a hire date of 10/19/15 as a GNA
| The file contained documentation of a Nurse Arde
Registry verification completed 10/10/16 that
| documented Staff A's results as meligile

[ The Timecards by Employee fist documented
| Staff A worked 10/19/16 thru 12/16/16 for a total
E of 295 hours

| The Nurse Awd Roster for the facility dated 11/9/16

| documented Staff A's status as a CNA as No Test

| with a hire date of 10/19/16

| In an interview on 124918 at 155 pm | the

[ Human Resources (HR) Manager verified Staff A
hired on 10/19/18  The HR Manager reporied

I she sontacted the representative at DIA

| {(Department of Inspections & Appeals) that
handled the Nurse Aid Roster The HR Manager
stated the represeniztive confirmed the roster

| read Na Tost because Staff A failed the test  The

| HR Managetreporied Staff A stil worked as a

| CNA and had been worlang sice October 2016
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F 496 | Continuad From page 114

The HR Manager commented the faciity was
removing Staff A from the schedule immediately
and somenaw the facihty missed the melgiiity
| status.

Bl A VE—

'*—'—-‘"ThE‘Prfﬁcy‘and*PmceﬂUrerﬂmsyPrevaﬁion,
l Identification, Investigation and Reporting, revised
| on 9/9/186, meluded the following under sub-tiffe
'I Employee Screening
Point 5. For those employees with certificates
{certfied nurses’ aides}, the facity will conduct a

| check with the apprepriate registry fo assure that
there 1s no history of abuse, neglect or
mistreating Residants

F 497 { 483 75({e){8) NURSE AIDE PERFORM

g5= | REVIEW-12 HR/YR INSERVICE ~

|

|

The faciity must complete a performanice review
cf every nurse aide at least once every 12
| months, and must provide regular m-service
| education based on the outcome of these
,i feviews The in-service frainng must be
" sufficient to ensure the continuing competence of
nurse awdes, but must be no fess than 12 hours
per year, address areas of weakness as
! determined in nurse aides’ performance reviews
and may address the spacal needs of residents
| a5 determined by the facity staff, and for nurse
. ades providing services te Individuals with
! cognitive impalrments, also address the care of
| the cogritively imparred

i

! This REQUIREMENT s not met as evidencad
by
Based on record review, facility staff faled to

! attend the required 12 hours of in-service per

| year for five of five siaff reviewad Faciily census

B

'

_— e ——— .

. !
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F 497 | Continued From page 115
! was ninety-three {83} r}esidents

f Findings include.

1 The faciiity entified Staff CC, CNA (certified

! DEFIGIENGY)
|

F 497

J
|
|

|
|
|

Miorse aide), = hitee g5 29/ Review of 2018
inservices revealad Staff CC had ¢ hours of
, mnsarvice for the year

| 2 The faciiity identified Staff DD, GNA, as hired
1 6/30/68 Review of 2015 Inservices revealad Staff
DD attended 3 hours of inservice for the year

| 3 The facilty identified Staff V, CNA, as hired
11/5/14 Review of 2015 mservices revealed Staif
| V attended 11 hours of nservice for the year

| 4 The facility entified Staff GG, CNA, as hired
| 11/4/13 Review of 2015 nservices revealed Staff
| GG attended 7 hours of inservice for the year

| 5 The facility identified Staff S, CNA as hired
j 5/2014 Review of 2015 mservices revealed Staff
S attended 6 hours of inservice for the year
F 516 | 483 75(1)(3), 483 20(f)(5) RELEASE RES INFO,
§5=D | SAFEGUARD CLINICAL RECORDS

| A facility may not release mformation that s
| resident-identifiable to the public

| The facility may release information that 1s

| resident-identiiable o an agent only in

| accordance with a contract under which the agent
agrees not 1o use or disclose the mformation
except to the extent the faciily itself 1s perritted

| to do so

4 The Tacility must safequard climcal record

F 516
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F 516

Continued From page 1186

information against loss, destruclion, or
unauthonzed use

|
|

‘* This REQUIREMENT 1s not met as evidenced

F 518

F 520
88=E

oy
| Based on abservation and interviews, the faciity
falled to assure resident records are secured
against unauthorized use  The faciity kientified a
f census of 83 residents.

; Findings include

1 Observation on 1-11-17 at 11 25 AM revealed
an open storage room next to admmistrator’s

| office off the main dining rcom area  The rocom
contaimned wheelchaurs, walkers and racks of
chars as well as (25 plus) banker's boxes of

\ rasident records for 2013-2016 as well an

| unlocked 4 drawer file cabinet with 2016 resident
| records stored nside The room also contained
boxes of pharmacy records  Observation

| revealed the administrator not present in his

] office and a receplionist present in another office
out of view of the storage room

{ Duanng interview at on 1/11/17 at 11 37 AM the

E mamnienance supervisor stated the storage room

I 33 usually locked, but workmen are Insialling &
new ftoor m the dining area and the ble is stored

Lin there and is apen so they have access

i During exit conference on 1/18/17 at 3 45 PM the

} admiustrator stated fus office 15 next door to the
storage room and he kept an eye on that area so
ne cne would have unauthonzed access

| 483 75(0)(1) QAA
COMMITTEE-MEMBERS/MEET

|
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F 520 ] Continued From page 117 F 520

QUARTERLY/PLANS

A facilty must mamntain a quality assessment and
assyrance commitiee consisting of the divector of

”Wsﬁﬁaﬁmﬁiﬁﬁm@ﬁ@ﬁ by the
| facility, and at least 3 other members of the

] factiity's staff.

l The guality assessment and assurance
commifiee meats at least quarterly to dentify
isstes with respect fo which guality assessment

l and assurance acivities are necessary, ahd
develops and mplemenis approprate plans of
achon to correct identified qualty deficlencies

disclosure of the records of such committee

[ except nsofar as such disclosirg |s refated to the
compirance of such committee with the

l requirements of this sechon

| Good faith attempts by the commitiee to wentify
f and correct quality deficiencies will not be used as
{ a basis for sanctions

|

| This REQUIREMENT s not met as evidenced
by

l Based on faclity record review and staff

! ) interviews, the facility failed to have an effective

. qualrty assurance (QA) program in place to assist

l ] in the prowvision of quality care for residents  The

i | faciity ientified a census of 93 residents

| Findings include

I
Review of facility records revealed repeated

| deficient practices denffied dunng the facility’s

'r.\

|
|
|
|
|
|
|
J
|
|
| O
J A State or the Secretary may not require 5
l
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F 520 1 Continued From page 118

1 annual survey %ompieted 1114516, complamnt
surveys compteted 3/2/16, 4/12/16, 9/2316 and

| current complaint investigation.

|

| Punng interview on /24117 at 8 45 AM the

E AdmiriStrator acknowledged the faciity has had

i repeat deficencies since annwal survey 114118
The admmistrator stated the form assistant

i director nursing (ADCN) had been provided

| a8 qualty assurance and performancs

| mprovermant (QAPT) but had difficully with
mplerentation  As a result of thus the ADON

| was tlerminated and the former director of nursing
(DON) assumed the responsibility for QA/QAP
| a resuit, monttormg of comphance with plans of
| correction for the dentified deficlent prachices
] during survey activiies had not been dpne

| The admimstrator stated the QA/QAP process
has been revised and the first mesting will be
held 1/27/17 The admmustrator provided a copy

| of the revised meeting agenda and fopics for

) Teview
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| extensive traming and education in the QA as well

I but was not effective i implermentation either. As
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F 157 - NOTIFY OF CHANGES (INJURY/DECLINE/ROOM, ETC}
Accept this as Fountain West Health Center’s credible allegation of compliance.

Staff was educated on 12/28/16 regarding the importance of timely physician and family
notification when there is a significant change in condition, an accident which results in Injury
and has potential for requiring physician intervention, and/or a change in treatment. This was
covered again the meeting conducted 2-10-17. Family and physician natification is now part of
the nurse arientation process,

Resident #2 and similarly situated residents now have parameters set by the physician as to
when he/she wishes to be notified if the pulse is outside the normal range. Physician and
family notification will be tracked through the Quality Assurance Committee.

The Director of Nursing and/or designee will monitor for compliance and the results will be
brought to the Quality Assurance team at least quarterly for review.

Date of Compliance 01/25/2017,

F 225 - INVESTIGATE /REPORT ALLEGATIONS/INDIVIDUALS
Accept this as Fountain West Health Center’s credible allegation of compliance.

Staff was educated on 12/28/16 regarding the importance of reporting immediately any injuries
of unknown otigin, and re-educated on 2/10/17. Injuries which are not witnessed will be
investigated utilizing the “non-fall” incident report that was developed 1/19/17.

Resident #8 and similarly situated residents will have injuries of unknown origin investigated
and reported as required. Injuries/incidents are being tracked through the Quality Assurance

Committee.

The Director of Nursing and/or designee will monitor for compliance and the results will be
brought to the Quality Assurance team at least quarterly for review.

Date of Compliance 01/25/2017.

F 241 - DIGNITY AND RESPECT OF INDIVIDUALITY

Accept this as Fountain West Health Center’s credible allegation of compliance.

Al staff was educated on 12/26/16 on the importance of responding to residents call
lights/needs pramptly, and re-educated 2/10/17. Staff has been educated on anticipating




residents’ needs and intervening appropriately. The facility is in the process of scheduling
“hath aides” in an effort to provide consistency and dignity with the bathing process. In the
interim, alt staff has been educated on maintaining dignity while providing care to residents.
Staff has acknowledged receipt of instructions regarding proper transport for showers {(dress
and undress in the shower room whenever possible, and proper covering when not possible}.

Resident #8 and similarly situated residents will have grievances/concerns of mistreatment
investigated and acted upon Immediately as required. Education was provided at the time of
survey regarding immediate reporting of any allegations of mistreatment, and ali staff is being

re-educated on 2/10/17.

An investigation was conducted regarding the incident with resident #18. The employee who
was believed to be involved (based on the resident’s description of the accent) is no longer

working at the facility.

The Director of Nursing and/or designee will monitor for compliance and the results will be
brought to the Quality Assurance team at least quarterly for review.

Date of Compliance 01/25/2017.

F 279 - DEVELOP COMPREHENSIVE CARE PLANS
Accept this as Fountain West Health Center’s credible allegation of compliance.

Dietary and nursing staff was educated on 12/21/2016 and re-educated on 2/10/17 on the
importance of following therapy recommendations.

Residents #22, 23, and all similarly situated residents have had their recommendations
reviewed and adaptive lists in the kitchen have been updated to reflect the residents’ needs.

Resident #24 and similarly situated residents have had their care plans reviewed and updated
to reflect residents’ current needs/devices. The MDS Manager has been re-educated regarding
the importance of updating care-plans as residents’ needs change.

The Director of Nursing or designee will audit care plans and monitor compliance on an ongoing
basis. The Dietician or designee will audit the adaptive equipment list routinely and provide
continuing education to dietary staff as needed.

The Director of Nursing and/or designee will monitor for compliance and the results will be
brought to the Quality Assurance team at least quarterly for review.

Date of Compliance 01/25/2017.




F 281 - SERVICES PROVIDED MEET PROFESSIONAL STANDARDS
Accept this as Fountain West Health Center’s credible allegation of compliance.

Nurses were educated on 12/16/17 and re-educated on 2/10/17 regarding the importance of
following physician orders for all residents. Proper medication administration protocol has
been reviewed with nurses. This is now addressed in the charge nurse orientation process
upon hire. MARS/TARS are being routinely audited by the Director of Nursing or designee for
accuracy and completeness.

Residents #11, 5, 14 and similarly situated residents are having pain assessments completed
quarterly and with changes in condition, Staff P is no longer empioyed at the facility.

The Director of Nursing and/or designee will monitor for compliance and the results will be
brought to the Quality Assurance team at least quarterly for review.

Date of Compliance 01/25/2017.

F 282 - SERVICES BY QUALIFIED PERSONS/PER CARE PLAN
Accept this as Fountain West Health Center’s credible ailegat?on of compliance.

Staff was educated 12/16/17 and was re-educated on 2/10/17 regarding the importance of
providing proper care to residents, including but not limited to checking, changing, and
repositioning residents. This is incorporated into the CNA orientation,

Repositioning/toilleting/incontinency care will be monitored by the Director of Nursing or
designee on an ongoing basis. The Quality Assurance Committee will follow progress to
monhitor compliance. Periodic audits will be conducted on an ongoing basis and reviewed by the
Quality Assurance Committee to determine the need for further education.

The Director of Nursing and/or designee will monitor for compliance and the results will be
brought to the Quality Assurance team at least quarterly for review.

Date of Compliance 01/25/2017.

F 309 - PROVIDE CARE/SERVICES FOR HIGHEST WELL BEING
Accept this as Fountain West Health Center’s credible allegation of compliance.

Nurses were educated on 12/28/16 regarding proper documentation of skin, assessments with
condition change, bruising/non-pressure areas as well as the importance of timely
assessments/notification when a resident experiences a change in condition, and re-education




provided on 2/10/17. Non-decub sheets have been implemented to assist nurses with weekly
assessments of non-pressure areas such as bruises, incisions, etc. Documentation guidelines
have been introduced o assist nurses with documentation of residents experiencing condition
changes. This is incorporated into Charge Nurse otlentation upon hire.

The Director of Nursing and/or designee will monitor the pressure/non-pressure sheets weekly
for accuracy and completeness and documentation will be monitored periodically as residents

experience condition changes.

The Director of Nursing and/or designee will monitor for compliance and the resuits will be
brought to the Quality Assurance team at least quarterly for review,

Date of Compliance 01/25/2017.

F 312 - ADL CARE PROVIDED FOR DEPENDENT RESIDENTS
Accept this as Fountain West Health Center’s credible allegation of compliance.

Staff was educated on 12/16/17 regarding proper peri care, and re-educated on 2/10/17. Peri-
care training has been incorporated into the C.N.A. orientation program. Periodic peri-care
audits are being conducted by the Nurse Managers, and ongoing education will be provided as
necessary.

Bathing assignments/completion are being monitored by nurse managers. Fingernails,
grooming and hair care are being monitored by the nurse managers, and follow up will be
addressed in Resident Council 1o monitor progress.

The Director of Nursing and/or designee will monitor for compliance and the results will be
brought to the Quality Assurance team at least quarterly for review.

Date of Compliance 01/25/2017.

F 314 - TREATMENT/SVCS TO PREVENT /HEAL PRESSURE SORES
Accept this as Fountain West Health Center’s credible allegation of compliance.

Staff has been educated on 12/28/16 and re-educated on 2/10/17 on the importance of proper
interventions to prevent pressure sores, and to heal pressure sores that are present. Staff has
also been educated on the importance of following physicans’ orders and standards of practice
regarding minimizing the risk of developing pressure sores.




Staff #5 no longer resides at the facility. Weekly skin assessments are being conducted and the
Director of Nursing or designee are monitoring for completeness. MARS/TARS are being
checked daily for completeness by Nurse Managers and/or designee.

The Director of Nursing and/or designee will monitor for compliance and the results will be
brought to the Quality Assurance team at least quarterly for review.

Date of Compliance 01/25/2017.

F 315 - NOQ CATHETER, PREVENT UTI, RESORE BLADDER
Accept this as Fountain West Health Center’s credible allegation of compliance.

Staff was educated on 12/16/16 and again on 2/10/17 regarding the importance of toileting
residents. Itis the expectation that residents are toileted before and after meals, prn, and at
HS. They were also educated on the importance of repositloning (to promote skin integrity as
well as comfort). The nurse managers have been instructed to monitor position
changes/tolleting when they are in the bullding. When they are not in the bullding, Charge
Nurses will be directing staff.

The Directar of Nursing and/or designee will monitor for compliance and the results wilt be
brought to the Quality Assurance team at least quarterly for review.

Date of Compliance 01/25/2017.

F 323 - FREE OF ACCIDENT HAZARDS/SUPERVISION/DEVICES
Accept this as Fountain West Health Centet’s credible allegation of compliance.

A list of potential fall interventions was developed to assist staff in determining which
interventicns may be appropriate to reduce the risk of further falls. New incident reports along
with Quality Assurance investigative protocols have heen implemented to assist with
determining the root causes of residents’ falls.

Staff was educated at the time of survey on 1/16/17 regarding new incident reports,
investigations, and safety interventions, and was re-educated on 2-10-17 regarding praper
supervision, response to residents’ needs, and interventions to minimize the risk of resident
falls. Falls are being tracked and trended in an effort to assure that all facts are considered
when determining potential contributing factors. A fall committee has been formed to
evaluate each fall and subsequent interventions, This commitiee met on 1/16/17 and will
continue to meet daily Monday through Friday to review falls/incidents. A fall summary has
been implemented to assist with tracking interventions to determine if they are appropriate




and effective. Safety is incorporated into CNA and nurse orientation. The falls committee along
with the Quality Assurance committee has made fall reduction a priority. A “2 person assist”
protocol has been implemented regarding use of the standing “EZ lift” and nursing staff has
sighed acknowledgment. Staff has been re-educated on the importance of following
transfer/ambulation care needs identified in the care plans, and to report immediately to the
Director of Nursing and/or designee if fall interventions are not working. Telligen came to the
facility on 1/27/17 and provided education regarding fall reduction. The Director of Nursing
and/or designee is monitoring Incident reports daily to assure that falls are investigated timely
and proper interventions implemented.

The Administrator, DON and/or designee along with the Quality Assurance and Fall Committee
will monitor for compliance and the results will be brought to the Quality Assurance team at
least quarterly for review.

Date of Compliance 01/25/2017.

F 353 - SUFFICIENT 24-HR NURSING STAFF PER CARE PLANS
Accept this as Fountain West Health Center’s credible allegation of compliance.

Staff was educated on 12/16/17 regarding prompt response to call lights, and re-educated on
2/10/17. Call tight response time is currently a focus of the Quality Assurance Committee. Staff
has been instructed not to leave their assigned hall way unless notifying the nurse that they are
going on break. Break times are assigned and staggered. The Director of Nursing and/or
designee will follow up with Resident Council to monitor response time. Call light response
time is incorporated into CNA orientation.

Resident #22 and similarly situated residents will not be left in transfer devices without staff
present. Re-education regarding mechanical lift techniques has been provided to nursing staff

and acknowledged.

The Director of Nursing and/or designee will monitor for compliance and the results will be
brought to the Quality Assurance team at least quarterly for review.

Date of Compliance 01/25/2017.

F 354 - WAIVER-RN 8 HRS 7 DAYS/WK, FULL-TIME DON
Accept this as Fountain West Health Center’s credible ailegation of compliance.

The staffing coordinator has been re-educated on 12/16/17 regarding the RN staffing
reguirements.




The facility currently has R.N. coverage of at least 8 consecutive hours per day.

The Director of Nursing and/or designee will monitor for compliance and the results will he
brought to the Quality Assurance team at least quarterly for review.

Date of Compliance 01/25/2017.

F 367 - THERAPEUTIC DIET PRESCRIBED BY PHYSICIAN
Accept this as Fountain West Health Center’s credible allegation of compliance.

The cook verifies Resident #27 and similarly situated residents diet orders before filling plates
at the steam table, A tray card system software with resident pictures has been ordered from
Point Click Care to help ensure the correct diet order is given to each resident.

Diet orders, adaptive equipment and residents requests will be shown by table. The diet type
flist will be distributed fo each nurse manager for CNA awareness.

The Dietician and/or designee will monitor for compliance and the results will be brought to the
Quality Assurance team at least quarterly for review,

Date of Compliance 01/25/2017.

F 371 - FOOD PROCURE, STORE/PREPARE/SERVE - SANITARY
Accept this as Fountain West Health Center’s credible allegation of compiiance.

Storage units have been cleaned out and new storage unit purchased. The cook of the day is
assigned to keep external storage clean and cleaned daily as needed. A sanitation checklist for
each station has been updated to include storage bins.

The Dietician and/or designee will monitor for compliance and the results will be brought to the
Quality Assurance team at least quarterly for review.

Date of Compliance 01/25/2017.

F 441 - INFECTION CONTROL, PREVENT SPREAD, LINENS
Accept this as Fountain West Health Center’s credible allegation of compliance,

Staff was educated on 12/28/17 and all nursing staff was re-educated on 2/10/17 regarding
proper catheter care, including proper cleansing of the spigot, proper barrier placement under




the graduate when emptying, and proper emptying into the toilet. This has been incorporated
into the CNA orientation checklist.

The Quality Assurance committee addresses infection control issues in its quarterly meetings,
including issues noted on rounds in the building.

The Director of Nursing and/or designee will monitor for compliance and the resuits will be
brought to the Quality Assurance team at feast quarterly for review.

Date of Compliance 01/25/2017.

F 496 - NURSE AIDE REGISTRY VERIFICATION, RETRAINING
Accept this as Fountain West Health Center’s credible allegation of compliance.

Staff DD was removed from staff schedule and will not be allowed to schedule future shifts with
the facility until is listed as eligible on the lowa Nurse Aide Registry. Staff A was removed from
staff schedule and is currently not working for the facility.

Staff responsible for employee registry checks was re-educated on 12/21/2016 regarding the
importance of obtaining proper background checks, including Nurse Aide Registry verification,
prior to employing Nurse Aides,

All outside staffing agencies were contacted by the Business Operations Manager and
confirmed with agency all employees are confirmed to be on the lowa Nurse Aide Registry prior
to assigning shifts at the facility. Employees hired by the facility will have their license reviewed
by the Director of Human Resources and/or Department Director prior to employment.
Department Director or designee will initial license eligibility is active.

The Administrator and/or designee will review any new staffing agency contracts to ensure
contracted employees are [isted on the lowa Nurse Aide Registry prior to assigning shifts at the
facility. The Administrator and/or designee will review all new employee files for eligibility on
the lowa Nurse Aide Registry and will report to the Quality Assurance team at least quarterly.

Date of Compliance 01/25/2017.

F 497 - NURSE AIDE PERFORM REVIEW-12 HR/YR INSERVICE
Accept this as Fountain West Health Center’s credible allegation of compliance.

Staff responsible for tracking mandatory CNA education was re-educated on 1/19/17 regarding
the importance of monitoring staff education to assure that required hours have been
cormpleted. Staff in-services are offered monthly and it is the expectation that staff attend.




The Administrator and/or designee will monitor for compliance and the results will be brought
to the Quality Assurance team at least quarterly for review.

Date of Compliance 01/25/2017.

F 516 — RELEASE RES INFO. SAFEGUARD CLINICAL RECORDS
Accept this as Fountain West Health Center’s credible allegation of compliance.

The medical records were moved to a secure location with access granted to only a select few
needing entry.

Access is restricted and will be upheld by the Administrator and/or designee.

The Administrator and/or designee will monitor for compliance and the results will be brought
to the Quality Assurance team at least quarterly for review.

Date of Compliance 01/25/2017.

F 520 - COMMITTEEOMEMBERS/MEEY QUARTERLY/PLANS
Accept this as Fountain West Health Center’s credible allegation of compliance.

The Quality Assurance Committee has been revised with a new agenda and minutes. Areas of
concern identified at the time of survey, as well as concerns observed by staff and identified in
Resident Council are being addressed by the committee.

These issues will continue to be monitored by the committee. Members include the
Administrator, Director of Nursing, Department Heads, Dietician, Pharmacy Consultant and
Medical Director as well as participation/ input from nurses, C.N.A.s, and other floor staff. The
committee will meet monthly to address concerns/problems and to follow up on
progress/compliance issues.

The Administrator and/or designee will monitor for compliance and the results will be reviewed
by the Quality Assurance team.

Date of Compliance 01/25/2017.




