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Correction Dafe: ﬂ - 2‘?"‘7

Investigation of a facility complaint #66468-C and Aliegation of Compliance Date;
a facility self report #67267-1 resulted in the 0472872017
following deficiencles.

See Code of Federal Regulations (42CFR) The plan of correction for these
¢ 923 Z ;"; 14;(3'} (i?t;plggEB;%OM E 923 deficiencies was executed
.12(a . .
38~ | ABUSE/INVOLUNTARY SECLUSION solely because provisions of
state and federal law require
483.12 it. The preparation of the
The resident has the right to be free from abuse, following plan of correction,
neglect, misappropriation of resident property, for these deficiencies, does nof
and exploitation as defivied in this subpart. This constitute and should not be
includes but is not limited fo freedom from . ..
interpreted as an admission

corporal purishment, involuntary seclusion and -
any physicai or chemical restraint not required to
treat the resident's symptoms.

nor an agreement, by the
facility, of the truth of the facts
alleged or conciusions set forth

483.12(3) The facﬂﬁy st in the statement of
(@)(1) Not use verbal, mental, sexual, or physical deficiencies.

abuse, corporal punishment, or involuntary
seclusion;

This REQUIREMENT is not met as evidencad
by:

Based on observation, record review, and
interviews, the facility failed to ensure one (1} of
six (B) residents was free from possible abuse
(Resident #8). Record review ldentified Resident
#6 relied upon two (2) staff to provide assistance
for transfers, bed mobility, ambulating, and
toileting assistance. Record review and
observation showed Resident #6 had a brulse on
the lefl side of hisfher forehead and left upper eye
lid. Interview with the nurse practitfoner and
resident's family revealed the resident's injury had

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TIELE (X8) DATE

T eredode Diecko  sT5ET

Any deficlency statement ending with an asierlsk {f) denoles & deficiency which the institulion may be excused frem conrecting providing it is determined that

other safeguards provide sufiiclent protection fo the patients. (See insfructions.) Except for nursing homes, 1he findings stated abova are disclosable 80 days
following the date of swrvey whether or not a pian of correction is provided. For nursing homes, the above findings and plass of correeﬂon are disclosable 14

days following the date these documents are made available to the facility. If deﬁciancles are cifed, an ap;gjd plan of gorrectjon fs requisite fo continuad

program partlicipation, 7
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F 223 Continued From page 1 F 223 The nurse on duty assessed

been a resulf of a substantial hit to the affected
area and not a resuit of the padded right arm rest
oh the resident’s wheelchair, Staff that provided
care o the dependent resident revealed no one
knaw how the resident's sustained the injury. The
faciiity reported a census of 111 residents.

Findings include:

AMinimum Data Set (MDS) assessmient form
dated 3/11/17 indicate Resident #8 had
dlagnoses that included non-Alzheimer's
dementia, anxisty and depresslon. The
assessment indicated the resident sometimes
had the ability to make him/her{self) understaod
and understood others. The MDS ravealed
Resident #6 had severe cognitive Impatrment and
short term and leng term memory deflcits with
continutous inattention, disorganized thinking and
an altered [evel of consclousness. The MDS
revealed Resjdent #5 did not exhibit other
behavlors symptoms, such as physical symptoms
such as hitting or scratching him/her(self). The
MDS revealed the resident did not have
psychosls (hallucinations or delusions).

The assessment indivated the resident reguired
extensive assistance of 2 staff members for bed
mobility, transfers, ambulation, locomotion and
toilet use. The MDS revealed the resident as
always incontinent of bladder and frequently
incontinent of bowels. The MDS revealed
Resldent #5 had no falls since admission/entry or
reenlry or prior assessment whichever Is more
recent; and usaed a wheelchair and walker for
ambulation.

A Care Plan with a target date of 6/28/17 had the
following focus areas:
The resident is alert and oriented times 1 (to

resident #6 on 4/17/2017. The
nurse practitioner and family
notified of Injury on 4/17/2017
with na new orders given.
Major injury determination
form completed with the nurse
practitioner indicating that the
resident’s injury was
determined not to be a “major
injury.” The resident’s care
plan updated to include a
padded bolster to right armrest
wheelchair on 4/17/2017, assist
to bed for periods of rest
between meals and at night ang
assist to wheelchalr or recliner
when restless on 4/23/2017,
padding added to both side rails
at the head of the bed on
472572017 and OT/PT referral
on 4/28/2017.

The Director of Nursing and
Administrator reviewed all
incident reports to ensure there
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persan) with severe long and short term memoty
problems due to dementia. The resident
responded with short responses/body language.
The resident's mood appeared stable but he/she
can be anxious/frustrate at times.

The resident can be resistive with cares and to
other rasidents on occasion. When sitting in the
lounge and staff should monitor him/her and keep
the resident away from others. Staff should
sit/posftion Resident #6 an arm's length reach
from other residents,

The care plan identified the resldent had a history
of falling related to (r/t) general weakness and
poor safety awareness due to (dit) dementia ; and
had impaired aciivities of dally living (ADL).

The care plan idenfified he/she needed extensive
assistance of 2 staff members with fransfers, bad
mobility, ambulation, tolleting and on 3/27/17,
staff to assist Resident #6 to and from
mealsfactivities,

Resident #6 liked to sleep In the recliner In the
lounge area af imes and staff shouid offer to
aasist him/her to hed so that he/she can rest.
Resldent #5 uses a special reclining wheelchair
as histher primary mode of locomotion.

When awake, staff should keep himfher in a
visible area when awake.

An Cecoupational Therapy (OT) Plan Of Care
deted 3/27/17 indicated the resident displayed
forward moderate kyphosis (rounding/describe
the abnormal condition of the vertebral column)
as well as a right [ateral lean.

A Medication Administration Record (MAR) form
dated 4/4/17 thru 4/30/17 indicated the resident
as not on any anfi-coagulant medications.

F 223

Administrator will review and

were no other injuries of
unknown origin that needed to
investigated, none found. The
Director of Nursing and

investigate all incidents of
injury with unknown origin,
Nursing staff inserviced on
Resident Abuse policy and
reporting responsibilities on
4/28/2017. Corporate Director
of Clinical Services inserviced
Administrator and Director of
Nursing on Abuse policy and
reporting requirements for
injuries of unknown origin on
42172017,

The Assistant Directors of
Nursing will audit all resident
incidents and discuss during the
Daily Clinical meeting for four
weeks.

The Director of Nursing will
review all reported resident
incidents and discuss during the
Daily Clinical meeting. The
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An obsarvation 4/19/17 at approximately 10:30
a.m. revealed the resident positioned in a TIS
chair as staff propelled him/her down the hallway
with a golf baif sized hematoma on hisfher left
forehead with purple bruising surrounding the
area and purple bruising on and around the
resident's bllateral eyes.

An observation 4/26/17 at epproximately 10 a.m.
revealed tha right and left arm rest of the
rasident's TIS chair with approximately 3/4 of an
inch to 1 Inch of padding aftached fo the rest
itself.

An Injury form dated 411717 at 8:40 am. and
revised at 4:29 p.m. indicated the resident had an
injury of unknown origin further described at a
bruise on the left side of his/her forehead and left
upper eye lid that meastired 6 centimeter (cm} x
{by) 18 cm red and purple in color.

An Injury form dated 4/17/17 at 8:40 a.m, and
revised at 4:28 p.m. and with an entry dated
4/{9M17 revealed the followlng entry:

Summary of findings for 4/17/17. Stalff that
worked the 3 p.m. until 11 p.m. shift on Sunday
4/467 and Sunday night 11 p.m. untif 7 a.m. had
heen interviewed about the bruising found to the
resident's forehead at breakfast on 4/17/17. The
staff members voiced that no bruising had been
noted at meal time on 4/16/17.

The 2 staff members that assisted the hour of
steen (HS) cares between 7 p.m. and 9 p.m.
stated that no bruising had been hoted.

Siaff reporied the resident had often been
resistive with cares, would hit and sirike at them
with his/her arms and kick with hisher legs. The
resident had a curvature of his/her spine and
often sat bent over at the walst and leanad to the

monthly to the QAP committeg
for three months,

CAD April 28, 2017
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Staff that worked the 11 fo 7 shift on the North
hall voiced hefshe had been foileted and slept in
his/her wheelchalr in the lobby area,

Staff that assisled the resident with toileting
around £:30 a.m. to 7 a.m. voiced hefshe had
been resisiive with cares however staff verbalized
no observation of bruising at that time.

At approximately 8:30 a.m. the resident had been
observed in his/her wheelchair bent over with hair
that covered his/her face in the dining room.
When staff repositioned the resident to asslst with
breakfast and the bruising had been noted and
immediately reported fo the charge nurse and the
Administrator. Alsc noted the resident had
hisfher head resling on the right arm rest area
where the bruising had been nofed so an arm
bolster had been applied to the right arm rast.

Progress Notes forms reveated the following
entries:

a. 417117 at 4:20 p.m. - During breakfast the
resident had besn noted fo have a bruise on the
left side of his/het forshead. The area had been
swollen, purple and red in color and the skin
intact. The resident rested In the chair and took
hisfher morning medications, Neurolcgical
checks as within normal limits (VWNL).

b. 4118/17 at 5:25 p.m. - The resident continued
on follow up charting for the bruise on the left side
of the forehead. The skin had been intact, purple
and red in cofor with no swelling noted.

c. 41917 at 12:30 a.m. - The resident had a
head injuty to the right side of the head from and
unknown source. There had also been significant
brulsing around the eyes.

d. 4/20/17 at 10:35 a.m. - The resident with a
large bruise fo the right side forehead which
extended out to both eyes from an unknown
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An observation 4/20/17 at 4:05 p.m., revealed the
resident positioned on the tollet with obvious
kyphosis {lump on the back) on the resident’s left
side of his/her back and a spinal curvaiura which
resulted in the resident positioned forward and to
the right side.

During an interview 4/20/17 at 5:02 p.n., Staff L,
Caertified Nursing Assistant (CNA) confirmed she
worked the night shifi Sunday 4/16. The staff
member indicated the resident slept all night in
the TiIS chair in the lounge area and she never
checked or changed the resident through the
night. The staff member confirmed around 6:15
a.m. to 6:30 a.m. herself and Sfaff K, CNA
transferred the resident o the {oilet with the use
of a gait belt while Staff K remained with the
rasident the entire time.  Upon completion the
staff members cleaned the resident up, stood
him/her, pulfed up the pants and posltioned the
rasident in the TIS chair and returned him/her to
the lounge area. The staff member conflrmed
when the resident sat in the TIS chair and/or en
the tollet he/she leaned forward with his/her head
down. The staff member indicated she never
observed a bruise on the resident's forehead
and/or face that momning and never observed the
resident having hit his/her head.

During an interview 4/20/17 at 5:14 p.m., Staff K
confirmed the only time he assisted the resident
with cares on 4/18 into 4/17/17 had been when
when he transferred the resident per gait beit to
the toilet and back 1o the wheel chair with the
assistance of Staff L. The staff member indicated
he never left the resident unattended in the
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bathroom, the resident never hit histher head
during cares and there had been no bruising
present on the resident’s forehead andfor facial
features.

During an interview 4/20/17 at 3:31 p.m., Staff D,
CNA confirmed she worked the day shift on
417M17. When the staff member amived at work
she observed the resident sitfing in the T1S chair
in the lounge area however his/her head had
been down so she could not see the resident's
face. The staff member denied having provided
any cares for the resident prior to the discovery of
the hematoma/bruising. When the staff member
first observed the area after breakfast it had been
red and profruding as if it had just starfed. The
staff member stated the area had not been as
large as it appeared presently.

During an interview 4/20/17 at 2:31 a.m., Staff A,
CNA confirmed she worked the day shift on
AHM7H7. When the staff member arrived at work
she observad the resident sitling in the TIS chalr
inn the lounge area with hisfher head down
however she did not look at the resident long
enough to analyze anything. The staff member
indicated belween breakfast and lunch she
observed the goose egg on the resident's
forehead with no bruising initiafly then the bruising
appeared and kept spreading throughout the day.

During an interview 4/20/17 at 1:55 p.m., Staff1,
CNA indicated he had not known where the
resident had been when he arrived at work on
AHTIMT. The staff member could not recall if he
had taken the resident to the dining room for
breakfast. The siaff member felt the first time he
had contact with the resident had bsen in the
dining room for breakfast. The resident had been
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positioned in the TIS chair with his/her head down
with his/her hair a litle bit in front of hisfher face.
The staff member sat down to feed the resident
and observed the bruise on the resident's
forehead but he could not recall if there had been
bruising on the resident's eye. The staff member
immediately reporfed the observation fo Staff J,
Licensed Practical Nurse (LPN} and then went to
assist other residents at another table.

During an Interview 4/20017 at 2:14 p.m., Staff B,
CNA confirmed he/she worked the day shift on
4117717 howover she never provided any cares
for the resident that morning. At8:45a.m. 109
a.m, a nurse came to her and asked {f she had
provided cares for the resident that morning
because the resident had a briise on hisfher
face. When the nurse told her that she looked at
the resident and observad a goose egg area with
bruising on his/her forehead with no bruising on
the resident's eyes howsver by the end of the
shift both eyes had been black and blue in color,

During an interview 4/20/17 at 1:20 p.m., Staff J
indicated when she arrived at work on 4/17/17 the
resident had been positioned in the TIS chalr in
the lounge area with his/her head down with hair
over his/her face. The staff member received
report with ne.information provided about the
tresident. The staff member indicated hetween
her arrival at work and breakiast, which started at
7:30 a.m. she did not see anyone take the
resident to the bathroom however she thought
Staff | propelled the resident to breakfast. As she
passed morning medications Staff | came to her
and said, you are going to be mad, you have to
sea the resident's face. When she approached
the resident his/her head had been bent down so
when she repositioned the resident's head back
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she observed a goose egg with bruising down to
hisfher left eye lid. The area had been less
protruding than it appeared presently, The staff
member reported the incident to Staff M,
Registered Nurse (RN) who began an
investigation as she started an assessment and
reported the injury of unknown origin fo the Nurse
Practitioner (NP) and the resident's son.

During an interview 4/20/17 at 2:40 p.m., Siaff J
confirmed the resident’s bruising wotsened
throughout the day and spread over the resident’s
nose and to both eyes however the staff member
never applied ice.

During an interview 4/20/17 at 3:02 p.m., Staff M
indicated around 8:30 a.m. she observed the
resident in the dining room positioned in hisfher
chair, leaned fo the right and his/her hair over
hisfher face. Staff f came over to feed the
resident and when he sat the resident up, he said
*oh my what is that”, | am going to tell Staff J right
now. At that point the staff member looked at the
resident and said oh my gosh as the area had
been red and raised with some bruising around
the area but not a goose egg at that point and the
staff member felt it had been a fresh area. At that
point the staff member initlated an investigatior.
The siaff member indicated she attempted
application of ice iater in the afternoon however
the resident refused the infervention. The staff
member indicated as the day proceeded the
brulsing became darker and by 4/18/17 there had
been a briised packet on the resident's left eye
and oh 4/19/17 the bruising progressed 1o both
eyes,

During an interview 4/20/17 at 8:58 a.m., a family
member indicated hefshe had not felt the resident
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could have received a lump file that by moving
around in a chair and that someone had nof been
felling the fruth.

During an interview 4/20/17 at approximately 9:35
a.m., a family member stated he/she felf the
resident could not have sustained the injury from
the arm rest of the wheelchalr because the
resident always leaned to the right and the area
had been on his/her left side of the forehead.

Review of a Histary and Physical form dated
4/18/17 at 9:20 p.m. included the following
documentation from a Nurse Praciitioner:

a. Head and Face - a left forehead
contusion/hematoma without laceration. -
Dependent swelling and bruising of the left eye.

b. Eyes - Not able fo view the left eye due to
swelling.

¢ Psychiatric - Judgement: alert and |
impaired insight. The patient's speech exhibited
incoherence. The patient displayed significant
memory loss which required supervision.

d. Assessment - Head contusion

e. Discusslon/Summary - Head contusion with
unknown even per staff investigation. The
resident hunches forward in the wheelchair and
now the eye had besn edematous also.

Buring an inferview 4/21/17 at 11:36 a.m., the
Nurse Practitioner {NP) indicated & hematoma
developed soon after an injury and could have
been large. The bruising on the resident’s syes
and face had been gradual and she felt the
bruising had been a result of pooling of blood.
The NP felt the resident's injury had been a result
of a substantial hit to the affected area and not a
resulf of the padded yight arm rest of the
rasident's wheelchair,
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An Ahuse/Neglect and Reporting Policy revised
9/18 identified that no one should be subject to
abuse or neglectful behavior Is the most critical
step in detecting and preventing abuse. The
policy revealed it is necessary for the center to
adopt and institute an abuse, neglect prevention
system to include protection of residents as well
as identifying and investigating all allegations of
abuse or mistreatment. The policy defined abuse
according to the federal rule F223 as Abuse the
resident has the right to be free from physical and
mental. The intent of the federal rule 483.13 (h)
revealed the resident had the right to be free from
all types of abuse including physical abuse; and
that residents must not be subject to abuse by
anyone including staff, family or volunteers
serving the resident.

The intent of federal rule 483.13c revealed that
each resident had the right to be fres from
mistreatment, and neglect. The policy defined
neglect as the failure fo provide the goods and
services necessary to avoid physical harm,

The policy revealed "Injuties of Unknown
Source" should be classified as an "injury of
unknown source” when both of the following
conditions are met:

1. The source of the injury had not been
observed by any person or the source of the
injury could not have been explained by the
resident: and,

2. The injury had been suspicious because
of the extent of the injury or the location of the
injury, e.9., the injury had been in an area not
generally vulnerable to trauma, or the incidence
of injuries over time.

The policy identified components of addressed
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reporting and responding as follows:

The policy diracted the canter fo ensure that all
alleged violations involving mistreatment, neglect
or abuse including Injurfes of unknown source are
reported immediately to the administrafor of the
center and to other officials in accordance with
state law including the state survey agency.

The policy identified that CMS (Centers for
Medicare & Medicaid Services) believes
"immediately" means as soon as possible but
should not exceed 24 hours after discovery of the
incident in the absence of a shorler time frame
requiretnent. Once repotted , the facility shouid
conduct a timely, thorough, objective investigation
of ali allegations of abuse, neglect, mistreatment
of resident/s.

The procedure revealed any alleged allegation or
actual witness incident of shuse, neglect, ™ injury
of unknown origin” must be reported immediately
to the charge nurse and or immediate supervisor
24 hours a day/7 days a wask.

The policy listed 8 steps for the center to
complete including: the Administrator or DON will
initiate a preliminary investigation and notify the
State Health Depariment immediately upon
discovery of the incident/allegation. Witness
statement will be obtained and if there is reason
fo believe an employee committed an act of
ahbuse, the employee will be suspended;
complete the "Final Investigative Summary
Report" will be communicated to the State Heatlth
Bepartment within 5 business days from the
discovery of the incident; and report any "valeted
aflegation which would indicate unditness for
services as a nurse aide or other facility staff to
the State Nurse Aide Registry or Licensing
Agency or Authorities,
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Review of the facilities Your Rights and F225 — Reporting of Abuse
Protections as a Nursing Home Resident form
(not dated} included the following: The nurse on duty assessed
You have the right fo have been free from verbal, resident #6 on 4/17/2017. The
sexual, physical and mental abuse. nurse practitioner and family
If you feF:I you ha\(a i?aen m!streted (abused) or notified of injury on 4/17/2017
the nursing home isn't meeting your needs X )
{neglec), report this to the nursing home or state with no new orders given.
agency or other local offfcals. Major injury determination
F 225 | 483.12(2)(3)(4)(c){1)-(4) INVESTIGATEREPORT F 225 form completed with the nurse
§5=D | ALLEGATIONS/INDIVIDUALS practitioner indicating that the

483.12(a) The facility muat-

{3) Not employ or otherwlse engage individuals
who-

() Have been found guflty of abuse, neglect,
exploitation, misappropriation of property, or
mistreatment by a cout of taw,;

(i} Have had a finding entered into the State
nurse aide reglsity concerning abuse, neglect,
exploitation, mistreatment of residents or
misappropriation of their property; or

(iil) Have a discipiinary action in effect against his
or her professional llcense by a siate licensure
body as a result of & finding of abuss, neglect,
exploitation, mistreafment of residents or
misapproptlation of resident property.

{4) Report to the State nurse alde reglstry or
licensing authoritles any knowledge it has of
actions by a court of law against an employes,
which would indicate unfithess for service s a
nurse aids or other facility staff.

resident’s injury was
determined not to be a “major
injury.” The resident’s care
plan updated to include a
padded bolster to right armrest
wheelchair on 4/17/2017, assis
to bed for periods of rest
between meals and at night ang
assist to wheelchair or recliner
when restless on 4/23/2017,
padding added to both side rails
at the head of the bed on
4/25/2017 and OT/PT referral
on 4/28/2017.

[
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{c) In response {o allegations of abuse, neglect,
exploitation, or mistreatment, the facility must:

(1) Ensure that all alleged violations involving
abuse, neglect, exploitation or mistreatment,
noluding injuries of unknown gource and
risappropriation of resident properly, are
reported immediately, but not later than 2 hours
aiter the allegation is made, if the events that
cause the allegation involve abuse or result in
setious hodily Injury, or not later than 24 hours I
the events that cause the allegation do not involve
abuse and do not result in setious bedily injury, fo
the adminlstrator of the facility and fo other
officials (including to the State Survey Agency and
aduft protective services where state law provides
for jurlsdiction in long-term care facilities) in
accordance with State law through established
procedures.

(2} Have evidence that all alleged violations are
thoroughly investigated.

(3) Prevent further potential abuse, neglect,
exploitation, or mistreatment while the
investigation is in progress.

{(4) Report the results of all investigations to the
administrator or his or her designafed
representative and o other officials in accordance
with State law, including to the State Survey
Agency, within 5 working days of the incident, and
if the alleged violation is verified appropriate
correctlve action must be taken.

This REQUIREMENT s not met as evidencad
hy:

Based on observation, clinlcal record review and
staff inferviews the facllity failed to ensure that all
allaged violations invelving mistrealment, negledt,

The Director of Nursing and
Administrator reviewed ail
incident reports to ensure therd
were no other injuries of
unknown origin that needed to
investigated, none found. The
Director of Nursing and
Administrator will review and
investigate all incidents of
injury with unknown arigin.
Nursing staff inserviced on
Resident Abuse policy and
reporting responsibilities on
4/28/2017. Corporate Director
of Clinical Services inserviced
Administrator and Director of
Nursing on Abuse policy and
reporting requireménts for
injuries of unknown origin on
4421/2017.

The Assistant Directoss of
Nursing will audit all resident
incidents and discuss during the
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or abuse were reported immediately [o the lowa
Department of Inspections & Appeals within 24
heurs or the next business day. A concern was
identified for ane (1) of six {8) residents reviewed
(Resident #6). The facility reported a census of
111 residents.

Findings Include:

A Minimitim Data Set (MDS) assessment form
dated 3/11/17 indlcate Resident #8 had
diagnoses that included non-Alzheimer's
dementia, anxiety and depression. The
assessment indicated the resident somelimes
had the ability to make him/her(self) understood
and undersiood others. The MDS revealed
Resident #8 had severe cognitive iImpalrment and
short term and long term memory deficits with
continuous inattention, disorganized thinking and
an altered jevel of consciousness. The MDS
revealed Resident #5 did not exhibit other
behaviors symptoms, such as physical symptoms
such as hitting or scratehing him/her(gelf). The
MDS revesled the resident did not have
psychosis (hallucinations or delusions}).

The assessment indicated the restdent required
extensive assistance of 2 staff members for bed
mobtiity, transfers, ambulation, locomotion and
tollet use. The MDS revealed the resident as
always incontinent of bladder and frequently
incontinent of bowels. The MDS revealed
Resident #8 had no falls since admisslon/entry or
reeniry or prior assessment whichever Is more
recent; and used a wheelchair and walker for
ambulation,

A Care Plan with a target datfe of 8/29/17 had the

followlng focus areas:

weeks,

The Director of N

Administrator wil

Daily Clinical meeting for four

review all reported resident
incidents and discuss during the
Dally Clinical meeting. The

the incident reports and report
monthly to the QAPI committeg ;
far threa months.

CAD April 28, 2017

ursing will

| monitor all of
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The resident is alert and orlented times 1 (o
person) with severa long and short term memory
problems due to dementia. The resident
responded with short responses/body language.
The resident's mood appeared stable but hefshe
can be anxiousffristrate at imes.

The resident can be resistive with cares and to
other residents on occasion. When sitting in the
founge and sfaff should monitor him/her and keep
the resident away from others. Staff should
sitfposition Residant #6 an arm's length reach
from other residents., When awake, staff should
keep him/her in a visible area when awake.

The care plan Identified the resident had a history
of falling related to (i/f) general weakness and
poor safely awareness due to {d/ty dementia ; and
had impalred acfivities of dally living (ADL).

The care plan identified he/she needed extensive
assistanca of 2 staff members with fransfers, bed
mobility, ambulation, toileting ; and on 3/27/17
staff to assist Resldent #6 to and from
mealsfactivities.

Resident #6 liked to slesp In the recliner in the
lounge area at fimes and staff should offer to
assist him/her to bed so that he/she can rest.
Resident #8 uses a special reclining wheelchair
as hisfher primary mode of locomotion.

An Occupational Therapy (OT) Plan Of Care
dated 3/27/17 indicated the resident displayed
forward moderate kyphosis {rounding/describe
the abnormal condition of the veriebral column)
as well as a right lateral lean.

A Medication Administration Record (MAR) form
dated 4/1/17 thru 4/30/117 indicated the resident
as not on any anti-coagulant medications.
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An cbservation 4/18/17 at approximately 10:30
a.m. revealed the resident positioned in a TIS
chair as staff propelled him/her down the hallway
with a golf ball sized hematorma on his/her left
forehead with purple bruising surrounding the
area and purple bruising on and around the
resident's hilateral eyes.

An Injury form dated 41717 at 8:40 a.m. and
revised at 4:29 p.m. indicated the resident had an
injury of unknown orlgin further described ata
bruise on the left side of histher forehead and left
upper eye Iid that measured § centimeter (cm) x
(by) 18 cm red and purple in color.

An Injury form dated 4/17/17 at 8:40 a.m. and
ravised at 4:29 p.m. ahd with an entry dated
471917 revealed the following entry:

Summaty of findings for 4M17/17. Staff that
worked the 3 pun. until 11 p.m. shift on Sunday
4f18/17 and Sunday night 11 p.m. until 7 a.m. had
heen Interviewed abouf the bruising found to the
resident's forehead at breakfast on 4/17/47. The
staff members voiced that no bruising had been
noted at meal time on 4/16/17.

The 2 staff members that assisted the hour of
sleep (HS) cares between 7 p.m. and 9 p.m.
stated that no bruising had been noted.

Staff reported the resident had often been
resistive with cares, would hif and strike al them
with hisfher arms and kick with histher legs. The
resident had a curvature of hisfher spine and
often sat bent over at the walst and leaned to the
right.

Staff that worked the 11 to 7 shift on the Norh
hafl voiced hefshe had been toileted and slept In
hisfher wheelchalr in the [obby area,

Siaff that assisted the residant with toileting
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around 6:30 a.m. fo 7 a.m. voiced he/she had
been resistive with cares however staff verbalized
no observation of brulsing at that time.

At approximately 8:30 a.m. the resident had been
obsarved in histher wheelchair bent over with hair
that covered hisfher face in the dining room,
When staff repositioned the resident to agsist with
breakfast and the bruising had been noted and
irmmediately repored to the charge nurae and the
Administrator, Also noted the resident had
his’her head resting on the right arm rest area
where the bruising had been noted so an arm
bolster had been applied to the right arm rest.

Progress Notes forms reveaied the following
enfries:

a. 4/17M17 at 4:29 p.m. - During breakfast the
resident had been noted to have a bruise oh the
left side of hisfher forehead, The area had been
swollen, purple and red in color and the skin
intact. The resident rested in the chair and took
hisfher moming medications. Neurological
checks as within normal fimits (VWNL).

b. 4/18/17 at 5:25 p.m. - The resident continued
or follow up charting for the bruise on the left side
of the forehead. The skin had been intact, ptrple
and red in color with no swelling noted.,

c. 41917 at 12:30 a.m. - The rasident had a
head Injury to the right side of the head from and
unknown source. There had also been significant
bruising around the eyes.

d. 4/20/17 at 10:35 a.m. - The resident with a
large brulse to the right side forehead which
extended out to both eyes from an unknown
sourca.

An vbservation 4/20/17 at 4:05 p.m., reveafed the
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resident positioned on ths toilet with obvious
kyphosis (lzmp on the back) on the resident's left
side of histher back and a spinal curvature which
resulted in the resident positioned forward and to
the right side.

An observation 4/26/17 at approximately 10 a.m,
revealed the right and left arm rest of the
residen{'s TIS chair with approximately 3/4 of an
inch to 1 inch of padding attached fo the rest
itself.

During an interview 4/20/17 at 5:02 p.r., Staff L,
Certified Nursing Assistant (CNA) confirmead she
worked the night shift Sunday 4/16. The staff
member indicated the resident slept all night in
the TIS chair in the lounge area and she never
checked or changed the resident through the
night. The staff member confirmed around 6:15
a.m. fo 6:30 a.m. herself and Staff K, CNA
transferrad the resident fo the toilet with the use
of a gait belt while Staff K remained with the
resident {he entire fime. Upon complation the
staff members cleanead the resident up, stood
him/mer, pulfed up the pants and positioned the
resident in the T1S chair and returned him/her to
the lounge area. The stalf member confirmed
whan the resident sat in the TIS chair and/or on
the {oilet hefshe feaned forward with hisfher head
down. The staff member indicated she never
chserved a bruise on the resident's forehead
andfor face that morming and never observed the
resident having hit his/her head.

During an inferview 4/20/17 at 5:14 p.m,, StaffK
confirmed the only time he assisted the resident
with cares on 4/18 into 4/17/17 had heen when
whan he fransferred the resident per gait belt fo
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the toilet and back to the whes! chair with the
assistance of Staff L. The staff member indicated
he never left the resident unatiended in the
bathroom, the resident never hit histher head
during cares and there had been no bruising
present on the resident's forehead and/for facial
features.

During an interview 4/20/17 at 3:31 p.m., Staff D,
GNA confirmed she workad the day shift on
477, When the staff member arrived at work
she observed the rasident sitting in the TIS chair
in the lounge area however his/her head had
been down so she could not see the resident's
face. The staff member denied having provided
any cares for the resident prior to the discovery of
the hematomarbruising. When the staff member
first observed the area after breakfast i had been
red and protruding as ¥ it had fust starfed. The
staff member stated the area had not been as
large as it appeared presently.

During an interview 4/20/17 at 2:31 a.m., Staff A,
CNA confirmed she wotked the day shifton
411717, When the staff member atrived at work
she chserved the resident sitting in the TIS chair
in the lounge area with hisfher head down
however she did not look at the resident fong
enalgh to analyze anything. The staff member
indicated between braakfast and lunch she
observed the goose egg on the resident's
forehead with no bruising inifially then the bruising
appeared and kept spreading throughout the day.

During an interview 4/20/17 at 1:85 p.m., Staff |,
CNA indicated he had net known where the
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resident had been when he arrived at work on
417117, The staff member could not recalt if he
had taken the resident to the dining room for
breakfast. The staff member felt the first time he
hiad contact with the resident had been in the
dining room for breakfast. The resident had besan
positioned in the TIS chair with his/her head down
with his/her hair a litfle bit in front of hisfher face.
The staff member sat down fo feed the resident
and observed the bruise on the resident's
forehead but he could nof recall if there had been
bruising on the resident's eye, The siaff member
immadiately reported the observation to Staff J,
Licensed Practical Nurse (LPN) and then went to
assist other residents at another table.

During an interview 4/20/17 at 2:14 p.m., Staff B,
CNA confirmed he/she worked the day shift on
411717 however she never provided any cares
for the resident that morning. At845am.to 9
a.m. a nurse came to her and asked if she had
provided cares for the resident that morning
because the resident had a bruise on histher
face. When the nurse told her that she looked at
the resident and observed a goose egg area with
bruising on histher forehead with no bruising on
the resident's eyes however by the end of the
shift both eyes had been black and biue in color,

Buring an interview 4/20M7 at 1:20 p.m., Staff J
indicated when she arrived at work on 4/17/17 the
resident had been posifioned in the TIS chair in
the lounge area with his/her head down with halr
over hisfher face. The siaff member received
report with no information provided about the
resident. The staff member indicated belween
her arrival at work and breakfast, which started at
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7:30 a.m. she did not see anyone iake the
residant to the bathroom however she thought
Staff | propelled the resident to breakfast. As she
passed morning medications Staff | came o her
and said, you are going to be mad, you have to
see the resident's face. When she approached
the resident hisfher head had besn bent down so
when she repositioned the resident's head back
she observed a goose egg with bruising down {o
his/her left eye lid. The area had been less
proteuding than it appeared presently. The staff
member reported the incldent to Staff M,
Registered Murse (RN} who began an
investigation as she started an assessment and
reported the injury of unknown origin to the Nurse
Practitioner (NP) and the resident's son.

During an interview 4/20/17 at 2:40 p.m., Staff J
confirmed the resident's bruising worsenad
throughout the day and spread over the resident's
nosa and to both eyes however the staff member
never applied ice.

During an inferview 4/20/17 at 3.02 p.m., Staff M
indicated around 8:30 a.m. she observed the
resident in the dining room positioned in histher
chair, feaned to the right and his/her halr over
histher face. Siaff | came over to feed the
resident and when he sat the resident up, he sald
"oh my what is that", | am going o tell Staff J right
now, Af that point the staff member looked af the
resident and said oh my gosh as the area had
been red and raised with some bruising around
the area but not 2 goose egg af that peint and the
staff member felt it had been a fresh area. At that
point the staff member inlttated an Investigation,
The staff member indicated she attempled
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applicafion of ice later in the afternoon however
the resident refused the intervention. The staff
mamber indicated as the day proceeded the
bruising became darker and by 4/18/17 there had
been a brulsed pocket on the resident’s left eye
and on 4/19717 the bruising progressed to both
oyes.

Duwing an interview 4/20/17 at 8:58 a.m., a family
member indicated hefshe had not felt the resident
could have received a lump like that by moving
around in a chair and that someone had net been
telling the truth.

During an interview 4/20/17 at approximately 9:35
a.m., a family member stated he/She felt the
resident could not have sustained the injury from
the arm rest of the wheelchair because the
resident always leanad to the right and the area
had been on histher left side of the forehead.

Review of a History and Physical form dated
4718/17 &t 8:20 p.m. included the following
documentafion from a Nurse Practifioner:

a. Head and Face - a left forehead
contusion/hematoma without laceration,
Dependent swelling and brulsing of the left eye.

b. Eyes - Not able to view the left eye due to
swelling.

¢ Psychiatric - Judgement: alert and
impalred insight. The patien{'s speech exhibited
incoharence. The pafient displayed significant
memory loss which required supsrvision,

d. Assessment - Head contusion

e. Discussion/Surmmary ~ Head contusion with
unknown even per staff investigation. The
resident hunches forward in tha wheelchair and
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now the eye had been edematous algo.

During an interview 4/21717 at 11:36 a.m., the
Nurse Practifioner {NP) indicated a hamatoma
developed soon after an injury and could have
been large. The bruising on the resident's eyes
and face had been graduat and she felt the
bruising had been a result of pooling of blcod.
The NP felt the resident's injury had been a resuft
of a substantial hit to the affected area and not a
resuit of the padded right arm rest of the
resident's wheelchair.

An Abuse/Neglect and Reporling Policy revised
9/16 identified that no one shouid be subject to
abuse or neglectul behavior is the most crilical
step in detecting and preventing abuse, The
policy revealad it is necessary for the center to
adopt and institute an abuse, neglect prevention
system to include protection of residenis as weli
as identifying and investigating all allegations of
abuse or mistreatment. The policy defined abuse
according to the fedetal rule F223 as Abuse the
resident has the right to be free from physical and
mental, The intent of the federal rule 483.13 (b)
revealed the resident had the right {0 be free from
all types of abuse including physical abuse; and
that residents must not be subject to abuse by
anyone including staff, family or volunteers
serving the resident.

The intent of federal rule 483.13C revealed that
each resident had the right to be free from
mistreatment, and neglect. The policy defined
neglect as the failure fo provide the goeds and
services necessary to avoid physical harm.

The policy revesled "Injuries of Unknown
Source" should be classified as an "“injury of
unknown source® when both of the following
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conditions are met:

1. The source of the injury had not been
observed by any person o the source of the
injury could not have been explained by the
resident: and,

2. The injury had been suspicious hecause
of the extent of the injury or the lacation of the
injury, e.g., the injury had been in an area not
generally vulnerable to trauma, or the incidence
of injuries over time.

The policy directed the center to ensure that all
alleged violations involving misfreaiment, neglect
or abuse including injuries of unknown source are
reporiad immediatsly to the administrator of the
center and to other officials in accordance with
state law including the stafe survey agency.

The policy identified that CMS (Centers for
Medicare & Medicaid Services) belisves
"immediately® means as soon as possible but
should not exceed 24 hours after discovery of the
incident in the absence of a shorter time frame
requirement. Once reported, the facility should
conduct a timely, thorough, objective investigation
of glf allegations of abuse, neglect, mistreatment
of resident[/s].

The procedure revesled any alleged allegation or
actual witness incident of abuse, neglect,

" injury of unknown origin" must be reported
immediately to the charge nurse and or
immediate supervigor 24 hours a day/7 days a
week,

The policy listed 8 steps for the center fo
complete including: the Administrator or DON will
initiate a preliminary investigation and nofify the
State Health Department immediately upon
discovery of the incident/allegation. Witness
staternent will be obtained and if there is reason
to belisve an employee committed an act of
abuse, the employee will be suspended;
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complete the "Final Investigative Summary
Report" will be communicated fo the State Health
Department within 5 business days from the
discovery of the incident; and report any
"validated allegation which would indicate
unfitness for services as a nurse aide or other
facility staff fo the State Nurse Aide Registry or
Licensing Agency or Authorities.

During an interview 4/20/17 at 3:27 p.m., the
Director of Nursing {DON) indicated the reason
the facifity failed to report the incident had been
because the injury falled to change histher lavel
of care, he/she had not been admitted to a higher
tevel of care and it failed to change his/her
activities of daily living (ADL) stalus.

F 242 | 483.10()(1)-(3) SELF-DETERMINATION - F 242
s5=0 | RIGHT TO MAKE CHOIGES

(H{1) The resident has a right to choose acfivities,
schedules (including sleeping and waking times),
health care and providers of health care services
consistent with his or her interests, assessments,
and plan of care and other applicable provisions
of this part,

{f(2) The resident has a right fo make choices
about aspects of his or her life in the facility that
are significant to the resident.

(H(3) The resident has a right to interact with
members of the community and participate in
community activities both inside and outside the
facility.
This REQUIREMENT is not met as evidenced
by:

Based on observation, dlinical record review, and
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interviews, the facility failed o promote a F242 - Resident Dignity/Choice

resldent's dignity and self-determination for
preferred choice for sleaping for one (1) of six (6)
residents (Resident #6). The facility identified a to include a padded bolster to
census of 111 residents, rlight armrest wheelchair on

4/17/2017, assist to bed for
periods of rest between meals
and at night and assist to

Resident #6 care plan updated

Findings include:

AMinimum Data Set (MDS) assessment form wheelchair or recliner when

dated 3/11M7 indicate Resident #6 had i
23/2017, paddin

diagnoses that included non-Alzheimer's restless on 4/ [ P 8

dementia, amxdety and depression, The added to both side rails at the

assessment indicated the resident sometimes head of the bed on 4/25/2017

had the abllity to make him/her(self) understood and OT/PT referral on

and understood others. The MBS revealed

Resident #5 had severe cognitive impairment and 4/28{2017.

short term and long term memory deficlis with Nursing staff inserviced on

continuous inattention, disorganized thinking and

an altered level of consciousness. The resident dignity and resident

asgsessment indicated the resident required choice on 4/28/2017.
extensive assistance of 2 staff members for bed Carporate Director of Clinical
mobility, fransfers, ambutation, Jocomotion and Services inserviced

toilef use, The MBS revealed the resident as

always incontinent of btadder and frequently Adrministrator and Director of

Incontinent of bowels. The MDS revealed Nursing on resident dignity and
Resident #6 used a wheslchair and watker for resident choice on 4/21/2017.
ambuiation.

The Assistant Directors of
A Care Plan with a target date of 6/29/17 had the Nursing will conduct weekly
foliowing focus areas: audits of the Look Back Report

The rasident is alert and oriented times 1 (o
person) with severe long and short {ertn memory
problems due to dementia. The resident
responded with short responses/body language.
The resldent's moed appeared stable but he/she
can be anxious/frustrate at fimes.

The resident can be resistive with cares and to
other residents on occaslon. When sitting in the

|
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lounge and staff should menitor him/her and keep dignity and choice followed.

the resident away from others, Staff should
sitfposition Resident #6 an arm's length reach The Director of Nursing will
from other residents. review Look Back Report audits
The care plan idenfified the resident had a history during the Daily Clinical

of falling related to {t/t) general weskness and : o .
poor safety awareness due to {dft) dementia ; and meeting. The Administrator will

had impafred activities of daily living (ADL). monitor all of the incident
The care plan identified he/she needed extensive reports and report monthly to
assistance of 2 staff members with transfers, bed the QAPI committee for three

mohility, ambulation, folleting and on 3/2717,
staif to asslst Resident #6 1o and from
meafs/activities. .
Resident #5 liked to sleep in the recliner in the CAD April 28, 2017
lounge area at times and staff should offer to
assist him/her to bed so that hefshe can rest.
Resident #6 uses a special reclining wheelchair
as his/her primary mode of locomotion, He/she
had diffieulty setting up straight (to help his/her
spine) and staff should kesp him/her in the filted
back as hefshe tolerated.

When awake, staff should keep him/herina
visible area when awake, Resident#5 can be
forgetfulfconfused due to dementia and he/she
cannot alert staff of his/her needs with sfaff
needing to check on him/her frequently and
anticipate hisfher needs,

The care plan revealed Gocupational Therapy
{OT) evaluated Resident #6 for a new wheelchair
for positioning (dated 3/26/17).

months.

An Occupational Therepy (OT) Plan Of Care
dafed 3/27/17 indicated the rasident displayed
forward moderate kyphosis (rounding/describe
the abnormal condition of the vertebral column)
as well as a right lateral lean.
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An OT - Therapist Progress form dated 4/18/17
directed the staff to repasition the resident one
time per hour while positioned in the Tilt N* Space
{TI8) chair.

An OT Daily Treatment Note dated 4/4/17
indicated the resident received the TIS chair and
the staff educated that the resident could have
been repositicned once an hour up to a 30
degree angle for 15-30 minuies for pressure
relief.

An Injury form dated 4/17/17 at 8:40 a.m. and
revised at 4:29 p.m. and with an enfry dated
4/19/17 reveated the following entry; Staff that
worked the 11 to 7 shift on the North hall voiced
hefshe had been toileted and slept in hisher
wheelchair in the lobby area.

Review of Plan of Care (POC) Response History

form for turning and repositioning the facillty staff

repositioned the resident as documented below:
a. 4/16 - 5:06 a.m., 2:59 p.m. and 10:50 p.m.
b. 47 - 5141 a.m., 9:45 am. and 11:42 p.m.

Review of a Look Back Repoit Form revealed the
following as dated:

a. 4/18 at 5:06 a.m. and 2:59 p.m. - The
resident had foileted and transferred and at 10:61
p.m. transferred and 10:52 p.m. toileted.

b. 4/17 at 5:41 a.m. - The resident had been
toileted,

During an interview 42017 at 5:02 p.m., Staff L,
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Certified Nursing Assistant (CNA) confirmed she
wortked the night shift Sunday 4/16/17. The staff
member indicated the resident sltept all night in
the TIS chair in the lounge area and she never
checked or changed the resident through the
night. The staff member confirmed around 6;15
a.m. to 6:30 a.m. herself and Staff K, GNA
transferred the resident to the tollet with the use
of a gait beit while Staff K remained with the
resident the entire time.

During an interview 4/20/17 at 5:14 p.m., Staff K
canfirmed the only fime he assisted the resident
with cares on 4/16/17 nto 4/17/17 had been when
he transferred the resident per gait belt to the
tailet and back to the wheelchair with the
assistance of Staff L.

During an interview 4/20M17 at 2:14 p.m., Staff B,
CNA confirmed he/she worked the day shift on
4/17/M7 however she never provided any cares
for the rasident that morming.

During an interview 4/26/17 at 1123 a.m,, Staff H,
Cccupational Therapist (OT) Indicated there had
heen no reason the resident could not have slept
in hisfher bed.

An observation 4/26/17 at approximately 10 a.m.
revealed the resident positioned in the TIS chair
in the lounge area sleeping surrounded by
several residents.

Review of the facilities Your Rights and
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Profections as a Nursing Home Resident form F279 - Care Planning
(not datad) included the following: .
a. You have the right fo have been treated Resident #6 care ple.m updated
with dignity and respect. to meet current resident care
F 279 | 483.20(d);483.21(b)(1) DEVELOP F 279 needs, including a padded
ss=pn | COMPREHENSIVE CARE PLANS bolster to right armrest

483.20

(d) Use. A facllity must maintain alf resident
assessments completed within the previous 15
months in the resident’s aclive record and use the
results of the assessments fo develop, review
and revise the resident's comprehensive care
pfan.

483.21
{b} Comprehensive Care Plans

(1) The facility must develop and Implement a
comprehensive person-centered care plan for
each resident, consisient with the resident rights
sot forth at §483.10(c)(2) and §483.10(c)(3}, that
Includes measurable ohjectives and timeframes
to meet a resident's medical, nursing, and mental
and psychosacial needs that are identifled In the
comprehensive assessment. The comprehensive
care plan must describe the following -

(i) The services that are to be furnished to aifain
or maintain the resident's highest practicable
physical, mental, and psychosocial well-being as
required under §483.24, §483.25 or §483.40; and

(i} Any services that would otherwise be reduired
under §483.24, §483.25 or §483.40 but are not
provided due to the resident's exercise of rights
under §483.10, Including the right to refuse

wheelchair on 4/17/2017, assist
to bed for periods of rest
between meals and at night and
assist to wheelchair or recliner
when restless on 4/23/2017,
padding added ta both side rail
at the head of the hed on
4/25/2017 and OT/PT referral
on 4/28/2017. The resident’s
care plan will continue to be
updates as the resident’s need
change.

|74

Nursing staff inserviced on
importance of updating and
following resident care plans on
4/28/2017. Corporate Directot
of Clinical Services inserviced
Administrator and Director of
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treatment under §483.10(c}(6).

(iiiy Any specialized services or specialized
rahabilitative services the nursing facllity will
provide as a resuif of PASARR
recommendations. If a facility disagrees with the
findings of the PASARR, it must indicate its
rationate In the resident’s medical record.

{iv)in consultation with the resident and the
resident’s representative (s)-

(A} The resident’s goals for admission and
desired outcomes,

(B} The resident's preference and potential for
future discharge. Facifiies must document
whether the resldent's desire to retumn to the
community was assessed and any referrals to
local contact agencies andfot other appropriate
entitles, for this purpose.

(C) Discharge plans in the comprehensive care
plan, as appropriate, in accordance with the
requiraments set forth in paragraph (c) of this
section.

This REQUIREMENT is not met as evidenced
hy:

Based on observation, clinical record review, and
staff Interview, the facility failed to follow alf
interventions for the comprehensive plan of care
for 1 of 4 residents reviewed, {Resident #8).
The facility identifled a census of 111 residents.

Findirgs include;
According fo the Minimum Data Set (MDG)

assessment form dated 3/11/17 Indicated
Resident #6 had diagnosis that included

Nursing on resident care
planning on 4/21/2017.

The Assistant Directors of
Nursing wilt conduct weekly
audits of the Look Back Report
for four weeks to ensure
residents’ plans of care are
followed.

The Director of Nursing will
review Loaol Back Report audits
during the Daily Clinical
meeting. The Administrator will
monitor audit reports and
report monthly io the QAPI
committee for three months.

CAD April 28, 2017
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Non-Alzheimer dementia, anxiety and
depression. The assessment indicated the
resident sometimes had the abilily to make self
understood and understand others, with severely
impaired cognitive skilfs, short term and long term
mernory deficits, continuous inattention, ) |
disorganized thinking and an altered level of P
consclousness, The assessment indicafed the c
resident required extensive assistance of 2 staff
members with be mobiiity, fransfers, ambulation,
tocomotion and foilet use, as always incontinent
of bladder and frequently incontinent of bowels
and with no falls.

A Care Plan {not dated) had focus areas that
Infarmed the staff that the resident my be afert
and orfented to person with severe long and short
ferm memory problems due to dementia. The
resident may have amxiely and frusfrafion at time
and can be resistive with cares at times. The
resident my spend time in the lounge io abserve
others has a history of falling with poor safety
awareness.

The Care Plan directs the staff to follow the
following interveniions:

a. Monitor the resident's location/monitor and
supervise as needed. He/she had should be
away from others when sitfing in the lounge.

b. Extensive assistance of 2 staif members
with transfers, bed mobifity, ambulation and
toileting.

c. 1liked to slesp in the recliner in the loungs
area at fimes. Offer fo assist me fo bed so that |
can rest,
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F 281
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Continued From page 33

d. Keep me in a visible area of the staff when
awake.

e. Qccupational Therapy (OT) evaluated for a
new wheel chair for positioning {dated 3/26/17)

f. [ had been forgetiuliconfused dft my
dementia and | could not alert staff fo my needs.
Please check on me frequently and anticipate my
needs,

d. | had a history of reaching and touching
other residents positioned within reach. Please
sit/posifion me an arms length reach from other
residents.

An observation 4/26/17 at approximately 10 a.m.
reveatad the resident positioned in his/her Tilt N'
Spacs (T18) chair in the lounge area surrounded
by several residents.

483.21(b)(3)({) SERVICES PROVIDED MEET
PROFESSIONAL STANDARDS

(h)(3) Comprehensive Care Plans

The services provided or arranged by the facility,
as outlined by the comprehensive care plan,
must-

(i) Meet professtonal standards of quality.
This REQUIREMENT s not met as evidenced
by:

Based on abservation, clinical record review and
staff and family interview, the faciilty failed fo
follow physician orders for 1 of 4 residents
reviewed. (Resident #3) The facilily identified a
census of 111.

F 279

F 281
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Findings include;

According fo a MDS assessment dated 2/23/17,
Resident #3 had diagnosis that included
Non-Alzheimer dementia, anxiety disorder,
difficulty walking and lack of coordination. The
assesstment indicated the resident had a Brief
Interview for Mental Status (BIMS) score of 10
out of 15 {moderately impaired), required
extensive assistance of staif with bed mobility,
transfers, locomotion on and off the unit, tollet
use, personal hygiene, required limited
assistance of one staff with ambulation and with
impairments on both sides of the upper and lower
exfremifies.

A Physiciar's Telephone Crders form dated
1734117 indicated the resident recsived an order
to wear shoes when hefshe ambulated.

An observation 4/13/17 at 2 p.m. revealed Staff
C, Registered Nurse (RN} ambulated the resident
from hisfher bed to the bathroom with a galt beit,
walker, gripper socks and 1 staff assist. The staff
member falled to put on resident shoes/rubber
soled slippers. During an inferview at the same
time the staff member confirmed the resident's
famlly member brought in rubber soted slippers
but cut them on {op for more room and now the
Velero would not stick when ambulating the
resident and the family member planned to bring
in new shoes/tubber soled slippers.

An observation 4/19/17 at approximately 9:30
a.m., revealed 4-5 pair of rubber soled slippers in
the resident's closet. During an interview at the
same {ime a family member indicated hefshe had
not planned to buy new shoes as the resident had
several pairs of rubber soled slippers and the

F281 — Physician Ordets

Resident #3's the physician
order were reviewed and
updated by the physician and
the resident’s care plan
updated to current care needs
on 4/28/2017

Nursing staff inserviced on
following physician orders on
4/28/2017. Corporate Director;
of Clinical Services inserviced
Administrator and Director of
Nursing on following physician
orders on 4/21/2017,

The Assistant Directors of
Nursing will conduct weekly
audits of the Look Back Report
for four weeks to ansure
physician orders followed.

The Pirector of Nursing wil
review Look Back Report audits
during the Daily Clinical

meeting. The Administrator wi
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483.24 Quality of life
Quality of fife s a fundamental principle that
appilies to all cate and services provided fo facility

.residents. Each resident must receive and the

facllity must provide the necessary care and
senvices to attain or mainiain the highest
practicable physical, mental, and psychosocial
well-being, consistent with the resident's
comprehensive assessment and plan of care.

483,25 Quality of care

Quality of care is a fundamental principle that
applies to all reatment and care provided o
facility residents. Based on the comprehensive
assessment of a resident, the facility must ensure
that resldents receive freatrent and cars in
aceordance with professional standards of
practice, the comprehensive person-centered
care plan, and the residents’ choices, including
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monitor audit reports and
F 281 Continued From page 35 F 281 report monthly to the QAPI
faciiity had bsen Insfructed by a physician to committee for three months.
ambulate the resident in shees.
CAD April 28, 2017
A Physician's Telephone Order form dated 4/7/17
indicated tha resident racsived an order for a bed
bath 2 times a week.
Review of & Laok Back Report form revealed the
resident received a bath/shower as follows:
a. 1 bath/shower between 1/21/17 and
1/30F17.
b, No baths/shower between 2/11 and and
2{20.
c. 1 bath/shower between 2/25 and 3/6,
d. 1 bathishower between 4/5 and 4/17.
F 300 | 483.24, 483,25(K)() PROVIDE CARE/SERVICES F 309
85=p | FOR HIGHEST WELL BEING
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but not Himited to the following:

(k) Pain Management.

The faclilty must ensure that pain management is
provided to residenis who require such services,
consistent with professional standards of practice,
the comprehensive persen-centered care plan,
and the resldents’ goals and preferences.

{1} Dialysis. The facifity must ensure that
residents who require dialysis receive such
services, consistent with professional standards
of practice, the comprehensive person-centered
care plan, and the residents’ goals and
preferences.
This REQUIREMENT is not met as evidenced
by: i

Based on observation, clinical record review and
staff interviews, the facliity failed fo provide the
necessary care to maintain the highest physical
well being for 1 of 4 residents reviewed.
{Resident#3) The facllity identified a census of
1.

Findings include:

According fo a MDS assessment dated 2f23/17,
Resident #3 had diagnosis that included
Non-Alzhelmer dementia, anxiely disorder,
difficulty walking and lack of coordination. The
assessment indicated the resident had a Brief
Interview for Mental Status (BIMS) score of 10
ouf of 15 {moderately impaired), required
extensive assistance of staff with bed mobility,
transfers, locomotian on and off the unit, toilet
use and personal hygiene.

An Office Visit: Adulf Chronic Office Visit form
dated 3/20/17 indicated the resident visited the

F309 — Highest Well Being

Resident #3 completed
antibiotic regime completed.
Resident no longer has signs
and symptoms of constipation
and/or nausea and loose stools
The care plan has been update
to indicate resident’s current
care heeds.

Nurses inservicaed on proper
assessment and documentation
on 4/28/2017, Corporate
Director of Clinical Services
inserviced Administrator and
Director of Nursing on
assessment and documenta‘cionJ
on 4/21/2017.

The Assistant Directors of
Nursing will conduct weelly
audits of the Look Back Report
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physician and recelved a diaghosis of
constipation with the following new orders:

a. Encourage the patient to increase water
and fiber intake.

b. Magnesium Citrate 150 milfiliters (ml) for 2
days.

¢. Colace 100 milligrams (mgs) iwo times a
day then switch to 100 mg's dally once the patient
started having soft stools,

A Look Back Report form revealed the resident
suffered from loose stools on 3/21/17 at 417
a.an., 7:38 am., £33 p.m,, 1:52 p.m. and 2:13
pam.

Review of the facilifiss Progress Notes revealed
the following entries as dated with no further
documentation and/or assessment of the
resident's bowel status and/or hausea following
the last entry.

a. 32117 at 6:28 a.m. - At bedside per
resident request. Resident had multiple Joose
stools that shift and now complained of nausea.
Offered crackers and soda pop. The resident
refused medications at that time due fo nausea.
The facility staff failed fo perform an assessment
of the resident.

b, 3/21/17 at 8:16 a.m. -~ The resident alert
with cornplaints of nausea, Acall placed to the
physician who directed the staff to ulilize Zofran 4
mgs one tab by mouth every 4 hours for 3 days.
The resident complained of fesling weak and
transferrad with extensive assistance of one staff,
a gait belt and a front whesled walker to the
bathroom. The facllity staff failed to perform an
assessment of the resident.

for four weeks to ensure
resident assessments are
completed and documented.
The Director of Nursing will
review Look Back Report audits
during the Daily Clinical
meeting. The Administrator wil
monitor audit reports and
report monthly to the QAPI
committee for three months,

-CAD Aprit 28, 2017
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c. 3/21/17 at 9:40 a.m. - The resident sat at
bed side and ate 15-20% of breakfast. Fluids
encouraged and readily faken. A call placed to
the physician and received orders for Docusate
sodium 200 myg by mouth, 2 times a day and
Senna 2 tabs at bedtime and discontinue the
Magnesiumn Citrate order. The facility staff failed
to perform an assessment of the resident.

During an interview 4/14/17 at 11:30 a.m., Staff
M, MDS Coordinator confirmed there are no
further assessments on the resident's nausea
and loose stools.

During an interview 471917 &t 1:45 p.m., the
Director of Nursing (DON) confirmed she had
heen aware the facility staff required educefion on
proper assessments.

During an interview 4/14/M17 at approximately
10:10 a.m. Staff C, Registered Nurse (RN)
expected staff to assess and intervene when a
resident had a change of condition.

F 312 | 483.24(a){2} ADL CARE PROVIDED FOR F312
5= {| DEPENDENT RESIDENTS

(a)(2) A resident who is unable to carry out
activilies of dally living receives the necessary
services to maintain good nutrition, grooming, and
personal and oral hygisns.

This REQUIREMENT s not met as evidenced
by:

Based on observation, clinical record review and
staff interview, the facility failed fo ensure staff
provided complete peri-care for 3 of § residents
reviewed, (Resident#2, #4 and #5) and falled to
hath 3 of 4 residents according to their request
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(#1, #3 and #4) and failed fo reposition 1 resident
accotdlng to the plan of care. {Resident #8) The
facility identified a census of 111 residents.

Findings include:

1. According to a Minlmum Data Set (MDS)
assessment form dated 1/7/17, Resident #1 had
diagnosia that included Non-Alzheimer dementia,
Alzheimer's disease, anxiety, depression and
rmuscle weaknass. The assessment indicated
the resident had severe cognifive ability, had
continuous inattention and disorganized thinking
and required extensive assistance of staff with
bathing.

A Care Plan initiated 4/8/17 indicated the
rasident had a recent fracture of the right hip with
surglcal repair and required assistance with all
activities of daily fiving (ADL's).

A Physician's Telephone Orders form dated
417147 indicated the resident recelved an order for
a bed bath 2 times a week.

Revlew of a Look Back Report form revealed the
resident received a bath/showsr as follows:

a. T hath/shower-between 1/21/17 and
1£30117.

b. No baths/shower between 2/11 and and
2120,

¢. 1 bathfshower between 2/25 and 3/8.

d. 1 bath/shower between 4/5 and 4/17.

12. According fo a MDS assessment dated

1/10/17, Resident #2 had diagnosis that Included
Non-Alzheimer dementia, anxiety and
depression. The assessment Indicaled the
resident had a BIMS score of 4 (severely

Residents #1, 2, 3, 4, Sand 6
care plans reviewed and
updatad as needed to meet
current resident care needs.
The staff observed during this
survey were inserviced on
proper care technigues.

Nursing staff Inserviced on
following residents care plans,
documentation of
bathes/showers, proper peri-
care techniques and
documentations of reposition
residents on 4/28/2017.
Corporate Director of Clinical
Services inserviced
Administrator and Director of
Nursing on following residents
care plans, documentation of
bathes/showers, propert peri-
care technigues and
documeniations of reposition
residents assessment on
4/21/2017.
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impaired cognitive ability) required extensive
assistance of 2 staff with bed mobility, transfers,
ambulation and toilet use, extensive assistance of
1 staff with personal hygiene and fraquent
Incontinence of both bowe! and bladder.

A Care Plan initiated 7/21/16 indicated the
resident had urinary/bowel incontinence due fo a,
history of urinary retention and urinary tract
infections. The Interventions included the
following:

a. Check me for incontinence, Wash, rinse
and dry my perineumt. Change clothing as
needed (PRN) after incontinence episodes.
Apply a topical barrier fo my skih.

b. 1 utilize disposahle briefs. Change me
PRM.

An observafion 4/13/17 at 1:30 p.m. revealed
Staff A, GNA and Staff B, CNA transferred the
resident to bed, removed hisfher pants and pulted
back the soiled brlef. The staff positioned the
resident on hisfher right side while Staff B
cleansed the resident's mid gluteal region but
falled to cleanse the resident's left buttock. The
staff positionied the resident on his/her leit side
while Staff A cleansed the resident's mid gluteal
ragion several times but failed to cleanse the
resident's right buftock,

3, According to a MDS assessment dated
2/23/17, Resident #3 had dlagnosis that included
Non-Alzheimer dementia, anxtety disorder,
difficulty walking and lack of coordination . The
assessment indicated the resident had a BIMS
score of 10 (moderately impaired cognifive ability)
and dependent on 2 staif members for bathing.

A Care Plan (not dated) Indicated the resident

audits of the Look Back Report
for four weeks to ensure
resident proper completion of
hathes/showers and
repositioning of residents. An
Incontinent Care Audit tool
implemented. The Assistant
Directors of Nursing, or nursing
designee, will conduct peri-care
audits to ensure proper
technigue for four weeks.

The Director of Nursing will
review Look Back Report audits
and Incontinent Care Audits
during the Daily Clinical
meeting. The Administrator wil
monitor audit reports and
report monthly to the QAPI
committee for three months.

CAD April 28, 2017
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had impaired ADL function related to a need for
assistance with ADL's and a diagnosis of
dementia. The interventions included the
following:

a, | heed extensive assistance of 1 staff
member with ADL's,

b. Per family request pleass offer me a bed
bath instead of a shower.

¢. | have a history of anxiety, if | becaime
arxlous or agitated please ensure my safety and
re-approach at a later time or have another staff
member attempf {o provide cares.

During an inferview 4/13/17 at approximately 1
p.at. the resident indicated he/she would have
likad a bath at least every other day.

Review of a Look Back Report form revealed the
resident received a bath/fshower as follows:

a. 1 bad bath between 1/28 and 2/5 with no
documentad refusals.

b. 1 bed bath between 2/18 and 2/25 with one
documented refusal and no attempis to
re-approach.

¢. 1 bed bath between 2/28 and 3/4 with no
documented refusals.

d. 1 bed bath between 3/10 and 3/18 with one
documented refusal and no attempis to
re-approach.

4, According to a MDS assessment form dated
211117, Resident #4 had diagnosis thaf included
depression, difficulty walking, muscle weakness,
obesity and malaise. The assessment indicated
the resident had a BIMS score of 6 {severe
cognitive ability), required extensive assistance of
2 staff with toilet use and limited assistance of 2
staff with personal hygiene and always
incontinent of urine and frequently incontinent of
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A Care Plan {not dafed) indicated the resident
had an impaired ADL function refated io general
debillity and need for assistance and with
occasional urinary incontinence related to a need
for assist with tolleting. The interventions
included the following:

a. | like to shower 2 fimes a week and PRN,

b. | wore a brief for my incontinence and
dignity and please assist me with incontinence
care after each eplsode.

An abservation 4/13/17 at 10:36 a.m., revealed
Staff F, Certified Nursing Assistant (CNA), Staff
D, CNA and Staff E, Registered Nurse (RN}
transfarred the resident fo bed per EZ stand fift
device, pulled down the resident's pants,
positioned him/her in bed and pulled down hisfher
brief. Staff E provided anterior perineal care and
then positioned the resident on his/her left side.
Staff E provided posterior perineal care fo the mid
gluteal region and the right buttock but failed to
cleanse the resident's left butiock.

Review of a Look Back Report form revealed the
resident received a bath/shower as follows:
a. 1 bath/shower between 2/18 and 2/27.

5. According to a MDS assessment form dated
217117, Resident #5 had diagnosis that included
Non-Alzheimer dementia, depression and age
related physical debility. The assessment
indicated ihe resident had a BIMS score of 6 out
of 15(severe cognitive ability), required extensive
assistance of 2 staff with foilet use, extensive
assistance of | staff with personal hygiene and as
always incontinent of hisfher bowels and bladder.
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A Care Plan {not dated) indicated the resident
had incontinence related to a history of urgency
and limifed mobility. The interventions Included
the following:

a. Provide incontinence care after each
incontinent episode.

b. Wore briefs,

¢. Cue and assist with tolleting frequentiy.

A Urinalysis form dated 2/2/17 at 9:47 a.m.
indicatad a urine culture had been indicated. The
test revealed

the resident had greater than 100,000 Aipha
Hemolytic Streptococeus and 10,000 - 50,000
Streptococcus Agalactiae {(Group B) isolated.

An observation on 4/13/17 at 10 a.m. revealed
Staff A, CNA and Staff B, CNA assisted the
resident to bad. The staff members posifioned
the resident on his/her right side while Staff B
cleansed the resident's posterior perineal area
from back fo front over the rectum and up into the
vaginal area 3 times. Staff C, RN interrupted the
process and said | can not watch this anymore,
you have {o go from front to back. Staff B then
recleansed the resident appropriately.

During an interview 4f13/17 at approximately
11:40 a.m., Staff C confirmed she would not have
baen in the resldent's room during the above
stated perineal cares had the surveyor not
observed the caras,

During an interview 4/13/17 at 11:27 a.m., Staft
G, Assistant Director of Nursing {ADON) and
Staff N, ADON indicated the facility utilized the
standard of praciice for perineal care. The
standard of care included the following:
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a. Cleanse the residents from front {o back.

b. One wipe per cloth.

¢. Cleanse the upper anterior perineal area
first.

d. Cleanse the groln region..

e. Posteriorly cleanse the resident's bilateral
buttocks including the outer region.

6. AMDS assessment form dated 3/11/17
indicated Resident #6 had diagnosis that included
Non-Alzheimer dementia, anxiety and
depression, The assessment indicated the
resident sometimes had the ability to make self
understood and understand others, had severe
impaired cognitive skills, short term and long term
memory deficits, continuous inattention,
disorganized thinking and an altered level of
consciousness. The assessment indicated the
resident required extensive assistance of 2 staff
members with bed mobility, transfers, ambulation,
jocomotion and toilet use, as always incontinent
of bladder and frequently incontinent of bowels,

A Care Plan {not dated) had focus areas that
included the following:

a. [ am alert and oriented times 1 (o person)
with severe long and short term memory
problems due to dementia. | responded with
short responses/body languags. My mood
appeared stable but | could get amxious/frustrated
af times. | could have been resistive with cares
and to other residents on occasion. | spent fime
in the lounge to obsetve others.

b. | had a history of falling related to (i/t)
general weakness and poor safety awareness
due to (d/) dementia.

c. | had impaired activities of daily living (ADL)
function rft general weakness and dementia.
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The approaches included the folfowing;

a. Monifor the resident's focation/monifor and
supervise as needed. The resident is suppose to
be away from other residents when seiting in the
lounge area,

b. Extensive assistance of 2 staff members
with transfers, bed mobility, ambulation and
follefing.

¢. | liked to sleep in the recliner in the lounge
area at times. Offer to assist me to bed so that |
can rest.

d. Keep me In a visible area of the staff when
awake,

e. Occupational Therapy {(OT) evaluated for a
new wheel chair for positioning {dated 3/26/17)

f. 1had been forgetful/confused dit my
dementia and [ could not alert staff o my needs,
Please check on me frequently end anticipate my
needs.

g. I had a history of reaching and touching
other residents posifioned within reach. Please
sit/position me an arms length reach from other
residents.

h. | had a special reclining wheel chair as my
primary mode of locomotion. 1 had difficulty
sefting up straight. Keep me tilted back as |
tolerated. I needed staff to assist me to and from
meals/activities, (daled 3/27/17}

Review of a Position in a Tilt N’ Space Wheel
Chair form (not dated) included the following staff
directive which had been initialad by Staif A, CNA,
Staff B, CNA and Staff [, CNA.

a. One tims per hour the patient should have
hean repositioned to 30-35 degrees for at least
18 minutes to provide pressure relief and then
back to 50 degress for bast postural alignment.

During an interview 4/26/17 at 1:08 p.m., StaffA
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confirmed she had not been sure how often the
staff had been directed to reposition the resident.

During an interview 4/26/17 at 2:35 p.m. Staff B
confirmed she had repositioned the resident 3
times today from 6:30 a.m. until present.

During an interview 4/26/17 at 1:06 p.m., Staff |
confirmed he repositicnad the resident 2 times
that morning from 6:30 a.m. untif present.

During an interview 4/20/17 at 5:02 p.m., StaffL,
Certified Nursing Assistant (CNA) confirmed she
worked the night shit Sunday 4M6. The staif
member indicated the resident siept all night in
the TIS chair in the lounge area and she never
checked or changed the resident through the
night.

During an interview 4/26/17 at 11:23 a.m., Staff H,
Occupational Therapist (OT) confirmed the
resident is on a every 1 hour repositioning
schedule when in the TIS chair because the
resident could not repositioned himselffherself.
The staff member indicated there had been no
reason the resident could not sfeep in histher
bed,

Review of Plan of Care (POC) Response History
form for turning and repositioning given fo the
surveyor on 4/26/17 at approximately 2:45 p.m.
The staff repositioned the resident as
documented below:

a. 4/26M7 - 411 a.m. and 9:50 a.m.

b. 4/25 - 5:02 am., 1:59 p,, and 9:21 p.m.

c. 4/24 - 12:06 p.m. and 10:34 p.m.

d. 4/23 - 3:44 a.m., 12:47 p.n.. 5:45 p.m. and
1141 pm.
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e. 4/22 - 11:01 a.m. and 10:25 p.m.
f. 421 - 4:20 a.m., 9:39 a.m. and 10:59 p.m.
g. 4/20 - 12:08 p.m. and 10:09 p.m.
h. 4/19- 3:31 a.m,, 1:36 p.m., 10:35 p.m. and
11:26 p.m,
. 418 -2:37 a.m,, 9:41 am. and 10:42 p.m.
j. 417 - 5:41 a.m., 8145 a.m, and 11:42 p.m.
k. 4/16 - 5:06 a.m., 2:58 p.n. and 10:50 p.m.
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