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The follawing deficlencies were Identified during
the recertification survey and investigation of
##73155-1, #72060-C, #73052-C, #72886-C and
#69160-C 6-completed on January 2-8, 2018,

{See Gode of Federal Ragulations (42CFR) Part
483, Subpart B-C), -

F 622 | Transfer and Discharge Requirements F 622
85=D | CFR{s): 483, 15{cH{ 1NN () (-GN

§483.15(c) Transfer and dischargoe-
8483,15(c)(1) Facllity requirements-

{ The facility must permit each resident fo
remaln in the facllify, and not transfer or
discharge the resident from the facility-unless-
{A) The Iransfer or discharge is nacessary for the
resident's welfare and the resldent's needs
cannat be met in the facilily;

(B} The transfer or discharge is appropriale
because the resident's health has impravad
sufficiently so ths resident no longer nesds the
sarvices provided by the facility;

(C) The safaty of individuals in the facllity s
endangerad due fo the dlinical ar behavioral
status of tha resident;

(D) The health of individuals in the facllity would
otherwise be endangered;

(E) The resident has failed, after reascnable and
*1 appropriate notice, to pay for (or ta have paid
under Medicare or Medicaid) a stay at the facility.
Nonpayment applies if the resident does not
submit the necessary paperwork for third party
payment or after the third party, including
Madicare or Medicald, denies the claim and the

LY 3, "

LABORATGRY.BIRECTO! X8y DATE

g Admivistemto- 31208

Any deficiency siptement alh an aslerisk () denotes a deficlancy which the istilution may be excused ffbm eorracting providing  is determined that

REPRESENTATIVE'S SIGNATURE

olhar safequards provide su t protaction to the patlents. (Ses instructions.) Exesptfor nursing homes, the findings stated above are disclosable 80 days
following the data of survey ¥hther or not a plan of eotrection Is provided. For nursing homes, fhe shove findings and plans of corretlion are disclosable 14
days follewing the dale fheas documents are mads avaflable to the facllily. If defiolencles are cited, an approved plan of corraction is requisite to contirued
program parlcipation,
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resident reflises o pay for his or her stay. Fora
resident who becomes eligible for Medicaid after
admission to a facility, the facllity may charge a
resident only allowable charges under Medicaid;
or

{F) The facility ceases to operate.

(ii) The facility may not transfer or discharge the
resident while the appeal is pending, pursuant to
§ 431.230 of this chapter, when & resident
axercises his or her right to appeal a transfer or
discharge notice from the facility pursuant to §
431.220{a}(3) of this chapter, unless the fallure to
discharge or fransfer would endanger the health
or safety of the resident or other individuals in the
facility. The facility must document the danger
that failure to transfer or discharge would pose.

§483.15(c)(2) Documentation,

When the facility transfers or discharges a
resident under any of the circumstances specified
In paragraphs {c}{1)}{}{A} through {F) of this
sectlon, ihe facility must ensure that the transfer
or discharge is dosumented in the resident's
medical record and appropriate information is
communicated to the receiving health care
institution or provider.

(i} Documentation in the resldent's medical record
must include:

| (A) The basis far the fransfer per paragraph (€)(1)

(i} of this section.

(B} In the case of paragraph {)(1)(i)(A) of this
section, the specific resident need(s) that cannot
be met, facility attempts to meet the resident
needs, and the service available at the recsiving
facility to meet the need{s).

(i} The documentation requlred by paragraph (c)
{2)(i} of this section must be made by-

(A) The resident's physician when transfer or

F 822
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discharge is necessary under paragraph (c) (1)
(A) or (B) of this section; and

(B) A physician when transfer or discharge is
necessary under paragraph (c)(1)({(C) o (D) of
this section.

(iiy Informatlon provided to the receiving provider
must include a minimum of the following:

{A) Contact information of the practitioner
responsible for the care of the resident.

(B) Resident representative information including
contact information

(C) Advance Diractive Information

(D) All special instructions or precautions for
onhgeing care, as appropriate,

{E) Comprehensive care plan goals:

{F) All other necessary information, including a
copy of the resident's discharge summary,
consistent with §483.21(c)(2) as applicable, and
any other documentation, as applicable, to ensure
a safe and effeclive fransition of care.

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff intetview the
facility failed to provide adequate discharge and
medical information to receiving heaith care
institution at time of discharge for 1 of 1 residents
roviewed (Raesident #3). The facility reporfed a
census of 35 residents.

Findings include:

According to the MDS (minimum data set)
assessment dates 9/28/17 Resident #3 had
diagnoses that included Cerebrovascular
Accident (GVA), Depression, Seizure Disorder,
Anxiety Disorder and Schizophrenia, The
assessment documented Resident #3 had
moderalely impalred cognition, transferred
independently, and required limited assistance of
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one staff for dressing.

Reviow of Care Plan initialed 4/12/17 revealed
Discharge Planning with Intervenition fo assist
with cormmunity support services when placement
found and discharge date noted,

The Care Plan PASRR (Preadinission Screening
and Resident Review a federal requirement to
help ensure that individuals are not
inappropriately placed in nursing homes for long
term care.} initiated 7/21/17 Identified community
placement supports will be needed. With a Goal
that Psychiatric services's by a psychiatrist to
evaluate response to psychotropic medications,
madify medications orders and evaluate ongoing
need for additional behavioral health services.
Intervention dated 7/21/17 included;

Director of Nursing and MDS Ceordinator will
asslst me with appropriate referrals and options
within my community,

If case management is an opfion, referrals will be
made and NF will assist i coordination any and
all services.

Staff will work with residents and my supports/my
friend and POA and will invite all appropriate
individuals to care plan meeting so that my
discharge can be well coordinated and potential
for success can be maximized.

Clinical record review reveaied a Staff and
Resident #3 confrontation occurred an 12/10M17.
The Pragress Note dated 12/10/17 at 8:03 PM
revealed the facility called the Resident #3's
Medical Power of Altorney and left a message,
the Boone County Sheriff and deputles arrive and
escorted Resident #3 to the Boone County
Emergoncy Room,

When interviewed on 1118 at 1:54 PM the
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House Supervisor af Boone County Hospital
stated that Resldent #3 was brought in by Sheriff
Deputy the evening of 12/10/47 who relayed a
message that Resident #3 was no longer abla to
stay at facility related {o altercations, and
resldents' fear for their safety, The House
Supetvisor reported the facllity failed to send call
the emergency department fo notify them of the
discharge, and failed fo send paper work.

When interviewed on 1/8/18 at 4,02 PM the
facility DON cordirmed staff falled to call the
emergency room and inferm them of Resident
#3's coming In, staff falled to complete fransfer
instructions and failad to provide discharge
information to the emergency room,

On 1/8/18 at 10:54 AM Staff G, LEN (licensed
practical nurse) stated after the incident with
Resident #3 on 12/10/17 she called the DON.
The DON instructed her to tefl the sheriff,
Resident #3 was belng sent to emergency room
to be evaluated and treated before he could come
back to the facility. Staff G, LPN confirmed she
was Reskdsnt #3's nurse the evening of 124017
and knew he was belng transported o the
emargency room, she reported she dld not call
the emergency room to alert them of his arrival,
and she failad to send discharge papers or
resldent information with the police officers. Staff
G, LPN stated normal facility policy when sending
a resident to the emsrgency room is to send a seot
of transfers papers with a copy of medications,
administration records and code status. Staff G,
LPN stated when the hospital called she faxed
the emergency raom a copy of the resident's
Medication Administration Records.

Transfer checklist provided by the facllifty on

F 622
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1/9/18 directed staff to:

- Notify family/responsible party of transfer and
bed hold policy, i a verbal bed hold obtained from
responsible party document verbal confirmation
on the bed hold form and in the Nurse's Notes
and place in the chart. Make @ copy and send to
hospital.

- {f the bed hold form was not signed prior to
transfer - place it in {he chart.

- Document in the Nurse's Notes rasident's status
at time of transfer, family nofification of transfer
and bed held policy status, how transported, wha
belongings were sent, efc... :
- copy of transfer form placed in chart, copy of
acute care transfer document checklist placed in
chart, capy of MARS, Code Status.

F 666 | Developf/implement Comprehensive Care Plan F 656
§8=D | CFR{s): 483.21(b){(1)

§483.21(b} Comprehensive Care Plans
§483.21(b){1) The facility must develap and
implement a comprehensive person-centered
care plan for each resident, consistent with the
resident rights set forth at §483,10(c)(2) and
§483.10(c)(3), that includes measurable
objectives and timeframes to meet a resident's
medical, nursing, and mental and psychosacial
needs that are identified in the comprehensive
assessment. The comprehensive care plan must
desctibe the following -

(i The services that are to be furnished to attain
or maintain the resident's highest practicable
physlcal, mental, and psychosocial wsll-belng as
required under §483.24, §483.25 or §483.40; and
{ii) Any services that would otherwise be required
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 righf to refuse
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treatment under §483.10(c){6).

(iiiy Any specialized services or specialized
rehablli{ative services the nursing facility will
provide as a resuit of PASARR
recommendations. if a facilily disagrees with the
findings of the PASARR, it must indicate its
rationale In the resident's medical record,

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

{A) The resident's goals for admisslon and
desired cutcomes.

(B) The resident's preference and potentlal for
future discharge. Facdllities must document
whether the resident's desire to return to the
community was assessed and any rafarrals to
local contact agencies andfor other appropriate
entities, for this purpose,

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

This REQUIREMENT Is not met as evidenced
by:

Based on record review and staff interview, the
facility failed to develop and Implement the care
plan for a pressure ulcer for 1 of 14 active
residents reviewed (Resident #80). The facllity
reported a census of 35 residents,

Findings include:

According to the MDS assessment, dated
12/26/17, Resident #90 scored 13 on the BIMS
indleating no cognitive impairment. Resident #90
required extensiva assistance with bed mobility,
and personal hygiene. Rasident #80 depended
on staff for transfer and toilet use, The MDS
Indicated #90 had a stage 2 pressure ulcer with
the most severe fissue {yps, slough (veilow or
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white tlssue that adhered to the uicer bed in
slrings or thick clumps, or mucinous). Resident
#50 had a pressure reduction mattress and chair
cushion. Resident #90 did net have a turning or
repositioning program,

A History and Physical daled 12/15/17
documented Resident #90 had a history of stroke
with ieft side hemiparesis {(weakness), poorly
controlled diabstes with left sided foot ulcer,
hypertension, coronary artery disease, and
peripheral vascular disease who suffered a
displaced laft femoral neck fracture after a hoyer
{mechanical fift} related incident on 12/14/17.
Reasident #90 presented for left hip
hemiarthroplasty {surgical repair).

The Nurse's Notes dated 12/21/2017 at 3:54 p.m.
documented assesement of skin from admit
included coceyx Stage |l pressure area that
measured 3.5 % 4.4 x ¢ cm and an area within the
dark purple that measured 0.1 x 0.1 x 0.1 cm with
a amall amount of serous dralnage nofed.

A Weekly Pressure Ulcer Progress Report dated
12/21A7 documented the pressure ulcer to
Resident #30's coceyx present on admission from
the hospital after a hip fracture. The repart
documented notification of the physician and the
family. Preventative measures Included an air
matiress and Roho cushion in the wheslchair.
The report decumentad turned evary 2 hours If

| able, but was crossed out and initialed. The

report lacked documentation of dietary
notification.

The Nurse's Notes dated 12/26/2017 at 11:56
a.m. documented the cocoyx measured 3 x 5 x
0.1 cm, and superficlal., Cne small area had
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adhered slough where the wound bed was not
visible. Dead skin had sloughed off and
granulated tissue more visible, the ulcer had a
maoderate amount of serous drainage, with no
odor noted, Resident #9C had pain on palpation
and when sttling up in the chalr,

The Nurse's Notes dated 12/28/2017 at 12:37
p.m. documented Resident #90 denied
complaints of pain {o the left hip, but rated her
pain at a 9 out of 10 o his/her coceyx.

New alr matiress implemented for pain
management and comfort refated tof Stage 1I
pressure ulcer to the coccyx, ’

The Nurse's Notes dated 12/29/2017 af 12:14
p.m. documented Resldent #90 demonstrated
severe pain during the shift. Resident #90 could
not get comfortable in the wheelchair due to pain
in the buttocks and hip, Resident #90 utilized as
needed pain meds twice during the shift.
Resident 90 voiced paln at a 12/10 while sitting in
the wheelchalr, stating the pain stabbing from the
toceyx, Resident #90 voiced the pain a 8 out of
10 after pain medication and faying in bed.

The Nurse's Notes dated 12/29/2017 at 6:30 p.m.
documented Resident #90 had complaints of
severe pain to the cocoyx and atterpted to
repositlon without success end pain medication
did not seem to help with the pain. Resident #50
reported pain at a 10 on a scale of 1-10 (10 the
worst pain).

A facsimile dated 1/1/18 documented Resident
#90 incontinent causing dressing to coceyx to
become sofled and wet, The fax requested the
previous treatment orders discontinued and new
orders for zinc based barrler cream 2 times a day

-+ FORM GMS-2657(02-60) Previous Versions Obsslete

Event ID:FXTZ11

Faciify iT:: IAR120

If continuation sheat Page 9 of 40




PRINTED: 01/25/2018

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ, 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE GONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILDING COMPLETED
185434 | B. WING 01/09/2018
NAME OF PROVIDER OR SUPPLIER STREET ADORESS, GITY, STATE, ZIP CODE
ACCURA HEALTHCARE OF OGDEN, LLC 626 EAST OAK STRRET
OGDEN, 1& 50212
X4 1D SUMMARY STATEMENT OF DEFICIENCIES n FROVIDER'S PLAN OF CORRECTION (x8)
PREFIX (EAGH DEFICIENCY MUST BE PREGEDED BY FULL, PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TG THE APPROPRIATE DATE
DEFIGIENCY)
F 856 | Continued From page 9 I 656
and and with Incontinent episodes until resolved.
The physician responded yes. The fax lacked
any nofificalion of the pressure ulcers
characteristics.
The Nurse's notes dated 1/2/2018 at 2:23 p.m.
documented Resident #30 with a Stage 2
pressure Wcer of the Cocoyx measuring 1.3 x 1.8
X 0.1 cm. The area had a small to moderate
amount of purulent drainage, and 100% covered
with adherent slough, Ths area was painful on
palpation. Resident #90 had pain af a 7 out of 10.
The care plan slgned 1/4/18 lacked identification
of Resident #90s pressure ulcer of the coccyx or
inferventions to alleviate pressure, promote
healing, and address pain.
F 666 | Treatment/Svcs to Prevent/Heal Pressure Ulcer F 686
$8=D | CFR(s}: 483.25{0) (1)) i)

§483.25(h) Skin Integrity
§483.25(b)(1) Pressure ulcers.
Based on the comprehensive assessment of a
resident, the facllity must ensure that-
(i) A resident receives care, consistent with
professional standards of practice, to prevent
pressure ulcers and does not develop pressure
ulcars unless the individual's clinlcal condition
demonstirates that they were unavoidable; and
(ii) A resident with pressure ulcers receives
necassary {reatment and setvices, consistent
with professional slandards of practice, to
promote healing, prevent infection and prevent
new ulcers from developing.
This REQUIREMENT is not met as evidenced
by:

Based on observation, record review, and staff
intervisw, the facilily falied to assure a resident
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with a pressure ulcer received necessary
trealment and ssrvices, consistent with
professional standards of practice, to promote
healing for 1 of 14 active residents (Resident
#90). The facility reported a census of 35
residents.

Findings include:

According to the Minimum Data Set (MDS)
assessment dated 9/1/17, Resident #90 scored
15 on the Brief Interview for Menta! Status (BIMS)
indicating no cognitive impairment. Resident #90
required extensive asslstance with bed mobility,
transfer, and toflet use. Resident #90's diagnoses
included diabetes and history of a stroke with
hemiplegia {paralysis) or hemiparesls {weakness
on 1 side of the body. Resident #30 did not have
a pressure ulcer but at risk for developing.
Resident #90 had a pressure reduction mattress
and chair cushien. Resident #90 did not have a
furning or repositioning program,

According to the MDS assessment, dated
1212517, Resident #90 scored 13 on the BIMS
indicating no cognitive impairment. Resldent #90
required extensive assistance with bed mobility,
and personal hygiene. Resident #90 depended
on staff for transfer and toilet use. The MDS
indicated #90 had a stage 2 pressure ulcer with
the most severe flssue type, slough (yellow or
white tissus that adhered to the uicer bed in
strings or thick clumps, or mucinous), Resident
#90 had a pressure reduction maltress and chair
cushion. Resident #20 did net have a turning or
reposiiioning program.

The MDS defines a stage 2 pressure ulcer as a
partial thickness loss of dermis presenting as a
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shallow open uicer with red or pink wound bed,
without slough.

The MDS defined a stage 3 pressure ulger as full
thickness tissue loss. Subcutaneous fissue may
be visible but bone, tendan, fehdon or muscle not
exposed. Slough may be present but did not
obscure the depth of tissue loss,

The MDS defines an unstageahble pressure ulcer
as a known pressurs ulcer but not stagable due
to coverage of the wound by slough andfor
eschar (necrotic fissue),

The Nurse's Notes dated 12/21/2017 at 3:54 p.m.
documented assessment of skin from admit
included a ceceyx Stage Il pressure area that
measured 3.5 x 4.4 x 0 cm and an area within the
dark purple that measured 0.1 x 0.1 x 0.1 cm with
a small amount of serous drainage noted,

A Weekly Prassure Ulcer Progress Repott dated
1212117 decumented the pressure ulcer to
Resident #90's coceyx present on admission from
the hospital after a hip fracture. The report
documented nofification of the physician and the
family. Preventative measures included an air
mattress and Roho cushioh in the wheelchair.
Ths report documented turned every 2 hours if
able, bul was crossed through and inilialed. The
report lagked dodumentation of distary -
nofification. :

The Nurse's Notes dated 12/26/2017 at 11,556
a.m. documented the coccyx measured 3 x 5 x
0.1 cm, and superficial. Cne small area had
adherad slough where the wound bed was not
visible, Dead skin had sloughed off and
granulated tissue more visible. The ulcer had a
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moderate amount of serous drainage, with no
odor noted. Resident #90 had paih on paipafion
and when silting up in the chair.

The Nurse's Notes dated 12/28/2017 at 12:37
p.m. documented Resident #90 denied
complaints of pain to the left hip, but rated her
pain at & 9 out of 10 to her cocoyx.

New air mattress implemenied for pain
managemernt and comfort related fof Stage |I
pressure ulcer to the cocoyx.

The Nurse's Notes dated 12/29/2017 at 12:14
p.m. documented Resident #90 demonstrated
severe pain during the shift. Resident #90 could
not get comfortable in the wheslchair due to pain
in the buttocks and hip. Resident #80 ufilized as
heeded pain meds twice during the shift.
Resident #90 voiced pain at a 1210 while sitting
in the wheelchair, stating the paln stabbing from
the coceyx, Resldent #30 voiced the pain a 9 out
of 10 after pali medication and lying in bad.

The Nurse's Notes dated 12/29/2017 at 6:30 p.m.
documented Resident #30 had complaints of
severe pain to the cocoyx. Attempts to reposition
unsuccessful and pain medication did not seem
to help with the pain. Resident #20 reported pain
at a 10 on a soale of 1-10 (10 the worst pain).

An Emergency Room report dated 12/29/17 at
8:16 p.m. documented Resident #90 seen for the
inability to tolerate pain of the coccyx/right
buttocks ulcer.

The ED Physician Documentation dated 12/29/17
at 8:23 p.m, documented Resident #90
developad a sacral ulcer and had pain not
controlled with oxycodone. Resident #90 had
pain at a 10 en a 1-10 scale. Resident #90
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received Fentanyt 100 meg (microgram}
intramuscularly.

A facsimile dated 1/1/18 documented Resident
#90 incontinent causing the dressing to the
cocoyx fo becoma solled and wat. The fax
requested the previous freatment orders
discontinued and new orders for zinc based
barrier cream 2 fimes a day and with incontinent
episodes untll resolved. The physlician
responded, " yes". The fax lacked any notification
of the pressure ulcers charactetistics.

The Nurse's notes dated 1/2/2018 at 2:23 p.m.
documented Resident #90 with a Stage 2
pressure ulcer of the Cocoyx measuring 1.2 x 1.8
x 0.1 cm. The area had a small to moderate
amount of purulent drainage, and 108% coverad
with adherent slough. The area was painful on
palpation. Resident #80 had pain at a 7 out of 10.

A Nutrition Data Tool dated 1/2/18 (nearly 2
weeks after the resident returned from the
hospital with a pressure ulcer) documented
Resident #90 readmitted 12/20/17 status post left
hip fracture and repair, Regular diet, small
portions related to diabetes diagnosls. Resident
#90 disliked most meals served at tha facility and
ordered out often. Resident #80 readmitted with
stage 1 medical device associated pressure area
to the left hip due fo abductor wedge strap. Also -
readmitted with stage 2 pressure to the coceyx.

" | The Registered Dietician encouraged high protain

foods- likes coltage cheess, choc milk, eggs.
Resident refused prostat, but stated willingness to
try house supplemant. Recommend Meltivitamin
with minerals and 90 ml house supplement 2
fimes & day to promote wound healing.
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The Nurse's Notes dated 1/9/2018 at 8:22 a.m.
documented Resident #90's coceyx ulcer
measured 0.9 x 1 x 0.2 cm with a moderate
amount of serous drainage, The wound edges
were macetated with induration. Gomplications
and changes included maceration and siough.
Staff contacted the wound care specialist and she
waould come and make recemmendations for a
charnge of treatment. Pain Is still present, but
resident Is tolerating sitfing up for longer periods
of fime ard having less pain on palpation.

The MDS Care Planning coordinator signed the
Resldent's Care plan on 1/2/18, revised on
1212717 and failed to address the resident's
pressure ulcar, freatment, reposition naeds,
nutritional needs after the resident returned from
the hospital with the pressure ulcer.

During an observation on 1/2/18 at 11:40 a.m.
Staff C Certifled Medication Alde (GMA) and Staff
D Certified Nursing Asslstant (CNA) transferrad
Resident # 90 {o bed with the Hoyer lift with hip
abductor pillow in place. Staff used green loops
of full body sling an all 4 hooks. Resident #90
transferred to the bed laying on the bedspread
and square incontinence bed pad over the
Medline normal pressure air mattress. The tab on
the matfress pump set on static. Staff rolled
resident to remove pants. Due to cream product
the ulcer to the coceyx could not be well
visualized, but obvious skin impairment present.
Staff removed Resident # 90's disposable
incontinence pad by pulling it out from under her,
Resident # 90 stated she got the pressure ulcer
because they didn't rotate her every 2 hours in
{he hospital.

During an observation on 1/4/18 8:15 a.m.

F 688
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Resident # 90's air mattrass pump set on static
{not ailternating air).

During Interview on 1/9/18 at 7:22 a.m. the DON
stated Resident #80 did not have an air matiress
oh the bed until applied 12/28/17. She said
befare that she had the standard pressure
reduction mattress on the bed. She didn't know
why they crossed ihrough repositioning every 2
hours on the gkin sheel or if they did reposition
routinely. She didir't know if the air mattress
should be set on stafic or alternating. The MDS
Coordinator concurred the resident had not
previously had the alr matiress, The MDS
Coordinator did not know why the pressure ulcer
was not addressead on the cars plan, The DON
stated the distician came every other wesk, but
they could cali her if needed belween. She said
they had a fax out regarding the diefician's
recommendations, but had not received & reply (3
weeks after initial identification of the ulcer and 1
week after the recommendation). The Nurse's
Notes lacked documeantation of a fax to the
physician.

During an intarview on 01/08/18 §:30 Staff
Licensad Practical Nurse {LPN), skin nurse
stated fhe resident came from the hospital with a
static air matlress, which the resldent thought
was too hard, She said she crossed oui the
every 2 hour reposiioning because she had an
air mattress, and the DON told her to. She didn't
know if the DON thought she could not be
rapositioned because of the abductor pillow, but
Staff F repostticned her. She said the current air
mattress should be set on alternating. She didn't
know why it was set on static (which would be the
same as the air matiress they took off}. She said
she would need to do education with staff to
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assure they are checking this routinely. She said
there should only be 1 layer between the resident
and the air matiress to avoid decreasing
effectiveness of the matiress. She sald she
offered repositioning every 2 hours but she
couldn't speak for everyone.

According to the Operating Manual (Aliermating
Pressure Therapy Pump Overlay/Replacament
Mattress system), page 8, explained the
difference between the Alternate Pressure mods
and Static Pressure mode. The manual
documented the followlng: with Alternate

.| Prassure mode, alternation air cells are partisily

déflated and Inflated, avoiding profonged
pressure on any single point beneath the patient;
this is to prevent pressure ulcers. The manual -
documented with Static Pressure mode, all the air
cells are equally inflatadl.

Free of Accldent Hazards/Supervision/Devices
CFR(s): 483.25(d)(1}(2)

§483.25(d) Accidents.

The facility must ensure that -

§483.25(d)(1} The resident environment remains
as free of accident hazards as is possible; and

§483.25(d)(2)Each resident recelves adequate
supervision and assistance devices to prevent
accidents,

This REQUIREMENT is not met as evidenced

| by:

Based on chservatlon, record review, and staff
inferview, the facilily failed io ensure staff
provided safe transfers with a mechanical lift for 1
of 14 active residents reviewed (Resident #00),
The facility reported a census of 35 regidents,

F6gs
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Findings include:

According to the Minlmum Data Set (MDS)
assassment tool dated 9/1/17, listed Resident
#90's diagnoses includad diabetes and history of
a stroke with hemiplegia (paralysis)or
hemiparssis (weakness on 1 side of the body).
The MDS revealed the resident required
extensive assist of 2 staff for bed mobility,
transfers and toilet use and drassing. Resident
#90 scored 15 on the Brief Interview for Mental
Status (BIMS) indicaling no cognitive impairment.

Tha care plan initiated on 7/14/17 revealed the
resident required extensive assistance from two
staff for Hoyer [t transfers to and from bed,
wheelchair, bed, and from commade fo bed.

A Fall Scene Investigation Report dated 12/14/7
at 8:38 p.m., dosumented the left leg part of the
Hoyer (mechanical lift) sling came off the Hayer
during a transfer asslsted by staff from the
commode.

A re-enactment of the fall documented afler using
the commode, staff placed Resident #90 on a
Hoyer shower sling. Staff A Registered Nurse
(RN} secured the 2 afraps by Resident #90's
head with the middle and longest straps both
secured inside the metal bars, Staff B Cerified
Nursing Assistant (CNA) secured the bottom leg
straps on the longest strap around the metal
bars. They lifted the resident with Siaif A at
histher head and Staff B controlling the switch.,
The left leg strap became unfastenad, Siaff A
saw this and fried to get in befween the resident
and the floor. She could not get under the
resident or bstween the resident and the night
stand due to the [transfer] pole in the resident's
root:. Resident #90 went down on his/her laft

F 689

FORM GMS5-2667(02-99) Pravicus Verslons Obsolele Evant 1D: FX7Z11

Facllity I 140128

If confinuation sheet Page 18 of 40




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTEL: 01/26/2018

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES CMB NO, 0938-0391
STATEMENT OF DEFIGIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUGCTION (X3) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BULDING COMPLETED
165434 B. WiNG 01/09/2018
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZIP CODE
625 EAST OAK STREET
ACCURA HEALTHCARE OF OGDEN, LLG
' DGDEN, 1A 50212
(%4} 1D SUMMARY STATEMENT OF DEFIGIENCIES: i) PROVIDER'S PLAN OF CORREGTION 5)
PREFI% (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORREGTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INF ORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY)
F 889 | Continued From page 18 F 68¢

side. The root cause of the fall included the
commode neaded to face the window In the
resident's room, not the nightstand, so she didn
have to turn 180 degrees in the lift {o get to the
head of the bed. Due to the [transfer] pole in the
room, it could rot be done,

in a writton statement Staff B wrote on 12/14/17
she and Slaff A had Resident #90 on the
commode. They stood her fo wipe het and put the
Hoyer sling beneath her, and laid a soaker pad
between her buif and thighs and the sling
because the resident stated the sling cut into her.
They hooked the bottormn to the purple loops and
top to green. They lifted her as normal, tumed her
slinged body to face the right way, and as they
moved to lay her on the bed, somehow one of the
bottom loops slipped off. Staff B wrote the
resident landed on her left side and was yelfing
that her hip hurt and she nesded up. Staff B sat
with Resident #90 unfjl the paramedics took her
out {to the emergency room].

In a Fall Investlgation Witness Statement dated
12114117 Staff A documented she had a theory as
to what may have caused the incident. She
documented the space was too cluttered to
adequately transfer the resident in the safest
possible way. The way they had the room
arranged, Resident #90 had to make & 180
degree iurn to get off the commaode and info bed,

AHistory and Physical dated 12/15f17
documented Resident #90 had a history of siroke
with left side hemiparasis, pooily controiled
disbetes with leff sided foot ulcer, hypertension,
coronary artery disease, and peripheral vascular
disease. The resident suffered a displaced left
femoral neck fracture after a Hoyer (mechanical
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[iff) related incident on 12/14/17. Resident #30
cleared for left hip hemiarthroplasty (surgicat
repair).

A Quality Assurance Monitoring Tool dated
121417 documented Resident #20 fell from the
Hoyer to the floor In his/her room during a
transfer from the commode to the bed.
Environmental reasona for the fall included clutter
in the room, foo many objects. The report
documanted they needed o remove the [transfer]
pole from the room. The new interventions
included reamrangement of the room and removal
of the pole.

During an observation on 1/2/18 at 11:40 a.m.
Staff C Certified Medication Aide (CMA) and Staff
D Cettified Nursing Assistant (CNA) transferred
Resident # 80 fo bed with the Hayer [ifi with hip
abductor pllfow in place (betwaen legs), Staff
used green loops of full body sling on all 4 hooks.
Resident #90 transferred to the bed.

During an interview on 1/3M17 af 2:45 p.m. Staff A
Registered Nurse (RN) stated the incident where
Resident #90 fell out of the sling was the 2nd time
she had assisted {o transfer him/her with the lift,
but she had assisted with ofher residents and her
dad was a quadriplegic so she had used a lift
since she was young, Resident #90 used a
transfer pole during the day to transfer from the
wheelchair to the commode. She grabbed onto it
to assist with the transfer. it was bolted to the
floor and stationary. She went to assist StaffB
Certified Nursing Assistant (CNA} with the
transfer off the commode. Resident #90 stood
using the pole and Staff A washed her butiocks.
They placed a blue mesh sling with a cutout for
the commeode under the resident and hooked the

F 689
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straps to the metal hooks, She applied the straps
at the residents head and Staff B at the lower
body, Staff B was at the resident's feet and ran
the Iift and raised the resident off the commede.
Staff A removed the commode from under the
resident. Staff B started turning the lift and Staff
A guided Resident #90's body, They hadto furn
the resident 180 degrees to get har head toward
the head of the bed dus to the pole in front of the
nightstand and having to get arounid everything,
Whan they turned Resident #90 she seemed to
filt lower to the left and the strap came off the left
lower hook. She had never seen this happen
before and felt the arrangement of the room was
a factot,

During an Interview on 1/4/17 at 3 pm Staff B
CNA stated Rasident # 90 used the pole to
transfer to the commade, She used the lifi to
transfer to bed. They used a blue mesh sling with
a hole cutout. She didn't know what size. She
said she had used all different lifts with the
resident, whatever was available. They also used
4 saaker pad batween the resident and the sling,
She said the resident had never previously
complained of slipping with the pad in place. Staff
B put the straps on the lower end and Staff A by
the head. She said it was just habif to double
check the straps, She ran the lift at the resident's
feet and Staff A at her head. Theay turned her
‘around and something happened. The strap
came off and the resident fell. She sald they had
done it the same way many fimes.

During an interview on 1/3/17 at 3:15 pm the
Director of Nursing (DON) stated she did not
contact the company after the incldent. They
tock the lift sling out of circulation after they did a
reenactment with the nurse consultant. '
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Observation of the sling showed the loops were
intact. The {ags were wern and unreadable,

During a call on 1/4A7 at 8:47 a.m. a customer
service representative at Invacare regarding the
incident with the: Iift, stated they had not had
reports of this type of incident when the lit was
used properly and functioned propetly, She said if
the laop of the sling was propatly In the lift hook it
should not come out. She sald if you wafch the
videos on you tube they use only the lift sling,
nothing between the resident and the sling.

During an interview on 1/4/18 at 10:03 a.m. the
DON sfated they used the incontinent pad
befweaen the resident and the sling per the
resident's request. She said she questioned it's
use also, at the time. She did not know if they
counseled the resident on the safely of it's use
prior to, She said the sling with the hole in it
caused discomfort and that is why they used the
pad between. She did not know why they used
the sling with the hale since Resident #90 had
finishad on the commade and was cleaned up
prier to placing the sling,

The Manual/Electric Portable Patient Lit page 9
directed a warning when using the sling do not
use any kind of plastic back incentinence pad or
seating cushion beiween the patient and sling
material that may cause the patient to slide out of
the sling during transfer. Page 10 of the manual
decumented a warnhing when transferring a
patient and directed staff to: when slevated a few
tnches off the surface of the stationary object
{wheelchairfcommode/bed) and before moving
the patfient, check again to make sure that the
sling Is propetly connected fo the hooks of the
hanger bar. i any attachments are not properly in

F 689

FORM CMS-26687{02-88) Previous Versicns Obsalele Evant ID:EXTZ141

Facillty ID; 1A¢128 If continuation sheet Page 22 of 40




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

PRINTED: 01/28/2018
FORMAPPROVED
OMB NOQ, 0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTICN IDENTIFECATION NUMBER:-

165434

{X2) MULTIPLE CONSTRUGTION

A BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

l0110912018

NAME OF PROVIDER OR SUPPLIER

ACCURA HEALTHCARE OF QGDEN, LLC

STREET ADDRESS, CITY, STATE, ZIP CQDE
825 EAST OAK STREET
QGDEN, 1A 50212

XA D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENGIES
{(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSG IBENTIFYING iNFORMATION)

D PROVIDER'S PLAN OF CORREGTION )
PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFIGIENGY)

F 688

F 700
8§8=K

Continued From page 22

place, lower the patient back onto the stationary
object and correct this problem.

Bedralls

CFR(g): 483.25(n)(1)-(4)

§483.25(n) Bed Ralls,

The facllity must altempt to use appropriate
aiternatives prior to installing & side or bed rail. If
a hed or side rail is used, the facllity must ensure
correct installation, use, and maintenance of bed
ralls, including but not limited to the followlng
elements.

§483.25(n)(1) Assess the resident for risk of
enfrapment from bed ralils prior to installation.

§483.25(n)(2) Review the risks and benefils of
bed rails with the resident or resident
representative and obtain informed consent prior
to instaliation.

§483.25(n)(3) Ensure that the bed's dimensions
are appropriate for the resident's size and weight.

§483.25(n)(4} Follow the manufacturers'
recommendatlons and specifications for installing
and maintaining bed rails,

This REQUIREMENT s not mat as evidenced
by:

Based on record review, observations, and staff
interviews, the facility failed to ensure residents
weta not at risk for bed rail entrapment as
identified for 5 of 35 residents, Specifically, the
facility failed to ensure the space between the
bed rall and mattress did not create a risk of
entrapment for Resident #33; and failed to
implament a system to ensure side rails gaps did
not create the risk of entrapment for Residents

689

F 700

FORM GMS-2567(02-88) Previous Versions Dhbsolete Event ID:FXTZ11

Facliity 1D: 10128

i continuation shest Page 23 of 40




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

PRINTED: 01/25/2018
FORM APPRGVED
OMB NO. 0038-0391

#+1, #25, #90, & Residsnt #1900,

Observations of side rail gaps showad the space
large enough for hiead entrapment; and the space
befween the mattress and side rail was large
enough for head entrapment to cccur.

In addition, the facility failed to ensure they
monitored bed rails to prevent entrapment for
residents and identified which residents used side
ralls; and failed to obtained resident consent
forms for side rails untll 1/8/18,

Interview with the DON revealed she was
unaware of the allowable space/dimensions for
side rails used by residents or the allowsble
space between the side rail and matifress to
prevent entrapment; and unable fo provide an
updated list of residents that used side rails.
Interviews with the Administrator confirmed the
facility failed to train staff on the correct
dimension whert using side rails; and
acknowledged there was not a process followed
or used by the facility to determine if bed rails
were safe afler applied to a resident's bad.

The fallure to ensure residents would not become
enfrapped within {he bed rail and or the failure to
ensure residents could not be enirapped between
the inside surface of the rail and mattress put
residents at risk of serious injury, impalrment, or
death which placed residents in immediate
jeopardy situation. The facility reported a census
of 36 residents.

Findings include:

1. Revlew of the Food and Drug Administration's
(FDA) Hospital Bed Safety Workgroup arlicle,
"Clinical Guidance For the Assessment and
Implementation of Bad Rails In Hospitals, Long
Term Care Faciiities, and Home Care Setfings",
dated April 2003, Indicated, in perlinent
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part,”,..Use of bed rails should be based on
patlents’ assessed medical needs and should be
docutnented clearly and approved by the
Interdisciplinary team...Bed ralt use for patiant's
mobillty andfor transferring, for example, turning
and positloning within the bad and providing a
hand-hold for getting into or out of bed, should ba
acrcompanied by a care plan...Ingpect, evaluate,
maintain, and upgrade
equipment(beds/matiresses/bed rails) to Identify
and remove potential fall and enirapment hazards
and appropriately match the equipment of patisnt
needs, considering all relevant risk factors...If it is
determined that bed rails are required...The
maltress to bed rall interface should prevent an
indivldual from falling between the mattress and
bed. Malntenance and manitaring of the bed,
mattress, and accessories such as
patieni/caregiver assist items...should be
ongoing..."

According to the FDA's Guidance for Industry and
FDA Staff article, "Hospital Bed System
Dimensional and Assessment Guidance io
Reduce Entrapment,” issued 3/10/06, "For 20
years, FDA has received reports in which
vulnerable patients have bacome enfrapped in
hospital beds while undargoing care and
traatment in health care facilities. The term
"entrapment" describes an event in which a

S patientiresident is caught, trapped, or entangled
' in the space in ot about the bed rail, mattress, or
hospital bad frame. Patient entrapments may
result in deaths and serious Injuries. FDA
recelved approximalely 691 entrapment repotis
over a period of 21 years from January 1, 1985 o
Januaty 1, 2008. In these reports, 413 people
died, 120 were injured, and 158 were near-miss
events with no serious injury as a result of
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intervention. These entrapment events have
occured in openings within the bed ralis,
hetwean the bed ralls and mattresses, under bed
rails, between split rails, and between the bed
ralls and head or footkoards. The population
most vulnerable to entrapment are elderly
patlents and residenis, especially these who are
frail, confused, restless, or who have uncontrolled
hody movement. Enfrapments have cecurred in
a varlely of patient care seftings...”

A, The FDA recommendad dimanslonal timit for
zones 1 through 4, and sugygested if any
alternative approach be least as stringent as the
ones describe below:

a. Zane 1 - within the rail. Zone 1 is any open
space within the perimeter of the rail. Cpening in
the rafl should be small enough to prevent the
head from entering. The recommend space ls
less than 4 and % inches, reprasenting head
breadth.

b. Zone 3- belween the rail and the mattress,
Zone 3 Is the space betwaen the inside surface of
the rall and the matfress compressed by the
weight of a patient's head. The space should be
small enough to prevent head entrapment when
taking Into account the mattress compressibility,
and shift of the matiress or rail, and the degree of
play from loosened rails. The FDA recommeanded
a dimensional limi of less than 4 and % inches
for the area belween the inside surface of that
rail.

The Tacllity provided an emall dated as received
on January 30, 2017 from the Diractor of Glinical
Services Accura Healthcare which directed the
facility to implement a new screen on all residents
to check ali beds rails for praper use. The emall
directed specifically that there cannot be any
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opening wider than 4 and %". A document titled
Side Rail Rationale directed, if side rails are
indicated, asses measurement of rails to ensure
gaps are no greater than 4 % inches. The Facllity
falled to provide a facillty policy or procedure that
addressad side rall use when requested by
surveyor,

1.) The Minimum Data Set (MDS) assessment
tool dated 12/02/2017 for Resident #33 identified
his diagnoses as stroke (cerebefiar stroke
syndrome), non-Alzhelmer's dementia,
hypertansion, and anxiety disorder. The
assessment revealed Resident #33 required one
staff assistance for personial hygiene, bathing,
and eating. The MDS ravealod Resident #33
required assistance of 2 staif for bed mobility,
{ransfers, dressing, and for tollet use.

The MDS shawed the resident's BIMS (Brief
Interview for Mental Status} cognitive test was not
completed because the resident was severaly
cognitively impaired. The MDS identified the
resldent had 2 or mora falls without Injury since
the previous assessment.

Acare plan dated as revised on 12/8/17, did not
indlcate bed rails were used, The care plan
Idenfified the resident had falls on 11/14/17,
11728117, 12/5/17, 12110117, and 12/14/17. The
care plan revealed the resldent had poor safety
awaraness due to advanced'dementia and
psychofropic meadications. Resident #33 would be
re-gvaluated for hospice services.

A facllily fall investigation showed Resident #33
had 2 falis on 11/28/17 when found on the floor
next to the bed between the wall and bed, The 2
falls were hack to back falls on the 2-10 shift.
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According to the "Side Rail Rationale Scraen”
dated 8/9/17, Resident #33 had an assessment
which revealed the following information:

a. the resident was non-ambulatory.

b. the resident had an alteration in safety
awareness related to cognitive decline,

c. had & history of falls,

d. had difficully with balance or poor trunk contral,
e. took medications which required extra safety
precautions.

The resident demenstrated poor bed mobility,
difficulty moving to a sitting position on the side of
the bed, and the resident would bensfit from
uging side rail for positioning or suppoart, The
conclusion revealed side rails would provide for
safety. The assessment revealed, if side rails are
used, assess measurement of the ralls to ensure
gaps are no greater than 4 & % Inchas,

An obsarvation on 1/4/18 at 8:00 a.m., revealed
the resident lying on his/her right side in bed
resting. One side of the bed was against the wall
and one side-of the bed had top 1% side raif up.

An observalion on 1/4/18 at 8:30 a.m., revealed
the space belween the mattress and ¥ bed rail
measured 6 inches by the maintenance
supervisor with the mattress pushed against the
wail. [This area Is the space betwesn the inside
surface of the rail and the mattress.JThe
maintenance supervisor confirmed this
measurement. The yesident was not in the bed at
this fime, [The space should be small enough to
prevent head entrapment.]

An cbservation on 1/4f18 at 1:20 p.m., revealed
Resident #33 in bed lying on his/her right side.
The space botwaen the [ihside surface] of the
matfress and side rail remained.
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An observation on 1/4/18 af 4:45 p.m. revealed
the bed had been replaced with a different bed
from the hospice agency.

2. The MDS assessment tool dated 12/11/2017
listed diagnoses for Resident #1 included anemia,
heart failure, (orthostatlc) hypertansion,
cerebrovascular accident {stroke), and history of
falls. The MDS indicated the resident recelved
anticoagulant medication, diuretic medication,
and opigid medication. The MDS revealed the
resident reguired one staff assistance for bed
mohbility, dressing, toilet use, and personal
hygiene; and lwo staff assistance for transfers.
The MDS listed the resident's BIMS as 14 out of
15, indicating intact cogrition, The MDS
identified the resident had no falls since the
previous assessment,

A care plan initiated on 3/15/17 and revised on
1272018, did not indicate bed rails were used.

According to the "Side Rail Rationale Screen”
dated 12/27/17, Resident #1 had an assessment
which revealed the following information:

a. the resident was non-ambulatory,

k. had difficulty with balance ar paor trunk control.
¢. took medications which required extra safety
precautions.

The resident demonstrated poor bed mobility,
difficuity moving to a sifting position on the side of
the bed, and the resident expressed a desire to
have a side rail. The conclusion ravealed the
resident would benefit from using the side rail for
positioning or suppert.

The assessment revealed, if side rails are used,
assess measurament of the rails to ensure gaps
are no greater than 4 & % inches.
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Observatlon on 1/4/2017 10:30 a.m., revealed the
Maintonance Supervisor measured a gap within
the bed rall that measured 7.5 inches. The bed
rall was observed to have a two mesh panels
attached to the outer side of the rall. A triangle
shaped gap in the mesh was observed where the
two mesh panels met in the middle of the bed rail
opening. The Maintenancs Supervisor confirmed
the measurement.

Observation on 1/4/2017 at 1:00 p.m., the
Director of Nursing, (DON) was able to pass an
chjact of 4 ¥4 inches circumference theough the
gap within the bed rall. The cbject was provided
and measured by the facility. [The opening in the
rail should be small enough to prevent a head
from entering.]

3. The MDS gssessmeni tool dated 1/11/2017
listed diagnoses for Resident #256 included
arthritis, anxiety, and muscle weakness. The
MDS revealed the resldent required sef up for
eating and supervision for bathing. The MDS
listed the resident's BIMS {Brief Interview for
Mental Status) as 15 out of 15, indicating intact
cognition, The MDS stated the resident had no
falls since the previous assessment,

A care plan initiated on 2/14/2017 and revised on
12/28/2017 did not indicate bed ralls were used.
Resident # 25 care plan revealed she required
services to address mental health and had
diagnosis of major depressive disorder, alcohot
dependence and adjustment disorder.

According to the "Side Rail Rationale Screen”
dated 11/24/17, Resident #28 had an
assessment which revealed the following
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information:
a. took medications which required extra safety
precautions.

The resident demonstrated poor bed mobiity and
the conclusion was the resident would benefit
from uslng side rail for positioning or support
however, the resident expressed a desire fo not
use side rails.

The assessment revealed if side rails are used,
assess measurement of the rails to ensure gaps
are no greater than 4 & % inches.

Observatlon on 1/4/2017 10:30 a.m. revesled the
Maintenance Supervisor measured the gap within
the bed rail for Resident #25, which measured 8
inches, The Maintenance Supervisor confirmed
the measurement.

Observation on 1/4/2017 1:00 pm revealed the
DON was able to pass an object that meastired 4
% inches circumference through the gap within
the bed rall. The object was provided and
measured by the facility.

4. The MDS assessment tool dated 12/14/2017
fisted diagnoses for Resident #00 included
peripheral vascular disease, diabetes mellitus,
and spastic hemiplegia, The MDS indicates the
resident received anticoagulant medications and
diuretic, The MDS revealed the resident required
extensive assist of 2 staff for bed mobility,
transfers and toilet use and dressing, The MDS
listed the resident's BIMS (Brief Interview for
Mental Status) as 15 out of 15, indicating intact
cognition. The resident had a fall with fracture on
1211412017,

A care plan dated as last revised on 12/27/2018,
indicated skle ralls were not used. The care plan
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Inttiated on 7M14/17 and revised on 12/27/17
revealed the resident required extensive
assistance from two staif with bed mobility.

Resident #00's "Side Rail Rationale Screen”
dated 12/20/17, revealed the resident:

a. took medication that would require increased
safety precautions.

b. had poor bed mobilily.

©. expressed a desire to have side ralls while in
bed,

d. had a history of falls.

. the resident was non-ambuiatory.

The residerd demonstrated paor bed mokility,
difficulty moving to a sifting position on the side of
the bed, thus the resident would benefit from
using slde rail for positioning or support. The
conclusion revealed side rails would provide for
safely and to promote independence with bed
mobllity. The assessment revealed, if side rails
ara Used, assess measurement of the ralls to
ansure gaps are o greater than 4 & % inches.

Observalion on 1/4/2017 10:30 a.m., revenlad the
Maintenance Supervisor measured the gap within
bed rail which measured 7.5 inches. The
Maintenance Supervisor confirmed the
measurement.

Observation on 1/4/2017 1,00 pm the DON was
able to pass object of 4 % inches cirgumference
through the gap within the bed rail. The object
was provided and measured by the facility. {The
opening in the rail should be small enough to
prevent a head from entering.]

5. The MDS (Minimum Data Set) assessment
tool had not been completed as resident 190 was
admitted 1/3/2018,
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According fo the Physician Order Sheet and Plan
of Care form, Resident #190's listed diagnoses
for Parkinson's, exacerbation altered mental
status, pseudomonas urinary tract infection.

A care pian daled 1/4/2018 Identified % side rails
are used for safety and Independence.

The resident's "Side Raif Rationale Screen®,
dated 1f3/17, revealed the resident:

a. took medicatlon that would require increased
safely precautions,

b. would benefit from using the side rail for
positioning or support.

¢. expressed a desire to have side rails while in
bed.

d. had a history of falls.

e, had an alteration in safely awareness due to
cagnifive decline.

f. had poar bed mobility.

Observation on 1/4/2017 10:30 a.m, the
Maintenance Supervisor measurad a gap within
the bed rail which measured 9 Inches. The
Maintenance Supervisor confirmed the
measurament.

Observation on 1/4/2017 1:00 p.m. the DON was
able to pass an object of 4 % Inches
circumference through the gap within the bed rail,
The object was previded and measured by the
facility. [The opening In the rail should be small
enough o prevent a head from entering.]

B. The CNA Pocket care plan fisted current
residents' names and ineluded information
specific to each residents care needs. Residents
# 1, #25, and #90 were not listed for side rails.
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C. Record review for Residents #33, #1, #25, #00
and #190 showed no side rail consent forms.

Interviews:

During an intetview on 1/4/17 at 8:30 Am., the
DON stated The Maintenance Supsrvisor Is
responsible for checking and maintaining side rail
compliance. The maintenance Supervisor stated
is unaware of any formal checklist for this task.
The Maintenance Supervisor further stated he
checks the beds and rails the first and third
waeks of the month to make sure they are tight.
The Maintenance Supervisor confirmed he does
not decument this check. He stated the nursing
depastment is going to provide him with @ list of
beds to check.

Buring an interview, conducted with the Direcior
of Nursing {{DON) on 1/4/18 at 10:20 a.m., the
DON stated she was aware of the regulation to
moritor that bed ralls meet the guldelines
established for zones [1-4 dimensional limits] to
prevent entrapment. The DON first reported side
rails monitoring oceurred during rounds; yet when
asked to explain how the monitoring occurred,
she responded

the pocket care plans listed the type of side rait
and menitoring occurred during rounds. The DON
then updated her prévious statement and said
she did not know the side rail dimensions to
prevent entrapment or how much gap {space)
was aflowed batween a side rall and mattress.
The BON was unable to provide an updated list
of residents that used side rails.

The DON stated the facllity used older beds that
failed to meet the bed rail requirements, The
DON stated Corporate had directed bad raifs be
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inspected and that & mesh bag be placed over
any side rails that failled to meet the
reguirements. The DON was unable to identify a
process for monitoring bads In the facility. She
stated the nurse assesses the need for them
(side ralls) and then Maintenance placed them
on, The DON indicated the *Side Rail Raticnale
Screen” was used to defermine if a bed rail would
be useful for & resident.

in an intervisw on 1/4/18 at 2:15 pm with the
Administrator and the Corporate Nurse
Consultant, the corporate nurse provided an
email from the Director of Clinical Services
Teceived by the facility which directed side ralls
should not have an apening or gap greater than 4
and % inches. The Corporate nurse further
stated, Side Rail Rationale Screen implemented
on Saturday January 30, 2017. They reported
confirmed the facility failed to train staff to
correcily measure opening to assure side rail in
compliance. The Adminisirator shared
documentafion of an in-service completed today
[1/4/18] that directed staff to report holes or
deviations in protective mesh immediately and fill
out a work order. The Administrator confirmed
there was not a process followed by the facliity to
defermine if bed rails were safe after they were
applied to a bed.

| Inari interview gn 1/8/18 at 12:40 pm, the

MDS/Care planring nurse stated consents for
side rails are obtalned upon admission and
updated with changes to fype of side rail, addition
or deletion of side rails. The MDS nurse then
provided consents for Residents #1, #25, #33,
#80, and Residant #1980 dated as signed today
{1/8/18), The MDS/Care planning nurse
confirmed consents were obtained after
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requested by surveyor. Stated may have been
signed upen admission, but was unable to locate
these. She confirmed Restdent #190 had been
admitted on 1/3/18 and a consent form was not
obtained upon admission or when side rails had
been placed.

In an Interview on 1/8/18 af 11:45, the DON
stated uypon admission, signed consent form for
sida rails were expocted; and when there was a
change in side rails screening. She confirmed
she could not locate consent from admission for
Residents #33, #1, #28, #80 and #190; and
obtained signed consent forms today (1/8/18),
Further confirmed consent should have been
signed for Resident #4190 upon admission
{1/3/18). The DON further statad the facility does
not obtain physician's orders for side rails.

The facility abated the 1J on 1/4/18 when they
completed the following:

1.All bad rails were accessed for openings of 4 &
%a or greater. Bed rafls exceeding the allowable
measurement were corrected using a mesh
netting on both side of the bed rall. An in-service
was held an 1/4/18 with Staff, CNA, Nurses with
directives to notify the charge nurse & complete a
work order if the protective mesh becomes torn,
or developed holes or deviations.

The facility planned to modify or replace
permanently any side rail that had an cpening of
4 & % or larger and on 11/5/18 reported the
removed the § bads and replace them with beds
with appropriate side rall [dimensions]. The facility
will monitor side rails that could pose a risk of
entrapment duting miorning rouns. Additionally
ihe maintenance director was educated on the
regulations gaps and will conduct bed rail safely
audits and decument resulis and cotrective
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actions taken. The facility removed Resident
#33's bed on 1/4/18.

These actions lowered the scope and severity of
the lJ o an E seventy lavel.

F 812 | Food Progurement, Store/Prepare/Serve-Sanitary F812
§35=F | CFR(s): 483.680(){(1}(2)

§483.60(j) Food safety requirements.
The facility must -

§483.60(H{1} - Procure food from sources -
approved or considered safisfactory by foderal,
state or local authoritles.

(I} This may include food items obtained directly
from local producers, subject fo applicable Stata
and local laws or regulations,

(it} This provision does not prohibit or prevent
facilities from using produce grown in facility
gardens, subject to compliance with applicable
safe growing and food-handling practices.

(iity This provision does not preclude residents
from consuming foods not procured by the facility.

§483.80(1)(2) - Store, prepare, distribute and
serve food In accordance with professional
standards for food service safety,

This REQUIREMENT is not met as evidenced
by:

Based on observation and staff Interview, the
facility faffed {0 maintain the cleaniiness of
freezers and staff failed fo wash hands after
touching soiled surfaces to reduce the risk of
contamination and food-borne iliness. The facility
identified & census of 35 residents.

Findings Include:

On inifial tour of the facility kitlchen on 1/02/2018
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at 9:565 AM, with the facility dietician revealed the
following:

a. Kenmare refrigerator - brown substance in
door on top left shelf and boltom left shelf, Blue
substance along inside of right side of refrigerator
door.

b. Whirlpool freezer - Foil package marked beef
tips with an opened date of 7/14/2017. Facility
diefician stated that package of beef tips needed
fa be thrown away.

e Whirlpool freezer - Prasented with yellow
substance and reddened substance in the freszer
door, Facillty distician acknowledged that freezer
needed cleanad.

d. Four large sheet pants pressnted with brown
and black substance, appeared to be carbon
buildup and disticlan acknowledged thaf these
sheet pans heeded replaced.

During lunch observation on 1/04/2018 Staff E,
Cook pureed lunch for ons resident in the facifity.
The orange chicken was pureed and then the
cook proceeded to the dish rooin to wash the
measuring cup and fauched the dish washer
handle and did not preceed to wash hands after
touching dish washer. The distary cook returned
o puree the vegetables and agaln returned to the
dish room touched the dirty dish rack and did not
wash hands before refurning fo prepare food
items. The dietary cook proceeded to take the
chicken out of the oven and scoap the rice out of
the robot coupe (industrial blender). The dietary
manager was present during these observations.

During an interview on 01/08/2018 with the
dietary supervisor the dietary supervisor stated
that it would be the expectation that Staff E wash
her hands after each time Staff E touched items
in the soiled dish room,
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Administration
CFR(s): 483.70

§483.70 Administration.

A facility must be administered in & manner that
enables it fo use its resources effectively and
efficlently to attain or maintain the highest
practicable physical, mental, and psychosocial
well-belng of each resident.

This REQUIREMENT is not met as evidenced
by:

Based on record review, observations, and staff
interviews, the facility administration faifed to
provide oversight, involvement.-and diraction to
staff {o assess bed tails for sk of entrapment
and failed to ensure bed rails are properly
maintained for safety for 5 of 35 resident beds at
the facility (Residents 1, 25, 33, 90, 8 190). The
facliity reported a census of 35 residents,

Findings Include;

The facility provided an emall datad as received
on January 30, 2017 from the Director of Clinical
Services Accura Healthcare which directed the
facility to implement a new screen on all residents
to check all beds rails for proper use. The email
directed specifically that there cannot be any
opening wider than 4 and %", A documsnt tiflled
Side Rall Rationale directed: If side raits are
ndicated, asses measurement of rails to ensure
gaps are no greater than 4 3% inches. The Facility
failed to provide a facllity policy or procedure that
addressed slde rail use when requested by
surveyor.

F 812

F 835
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In an interview on 1/4/18 at 2:15 p.m., with the
Administrator and the Corporate Nurse
Consultant, the Corporate Nurse provided an
email from the Director of Clinlcal Services
recelved by the facility which directed side rails
should not have an opening or gap greater than
4 and 34 inches. The Corporate nurse further
stated, Side Rail Rationale Screen imp[émented
on Saturday January 30, 2017. Confirmed the
facility failed to frain staff fo comectly measure
opening to assure side rail in compliance. The
Administrator shared decumentation of an
in-sefvice completed today that directed staff to
report holes or deviations in protective mesh
immediately and fill out a work order. The _
Administrator confirmed there was not a process -
followed by the facility fo determine if bed rails
were safe after they were applied to a bed,

In an interview on 1/9/18 at B:40 a.m., the
Administrater acknowledged the failurs to
establish a policy or procedure that outlined
facility requirements for assessment, care
planning, and ongoing monitoring that side rails
are in place as directed by the nurse, a method of
documenting rounds to assure are in good repair
and meet requirements to prevent entrapment.
The Administrator stated Administration should
have been more involved in the process, fek thay
had looked &t bed rails and that they were in
compliance, but failed fo train staff how to
maintain.
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EG00

This is the Plan of Correction for the recertification survey atd investigation of incident #73155-
I, and complaints #72960-C, #73052-C, #72886-C, and #69150-C that was conducted on January
20d _ 9t 2018, Preparation and/or execution of this Plan of Correction does not constitute
admission or agreement by this provider of the truth of the facts alleged or conclusions set forth
in the statement of deficiencies. The Plan of Correction is prepared and/or executed solely
because provisions of federal and/or state law requize it.

The Plan of Correction as documented on the statement of deficiencies constitutes my credible
allegation of compliance. Deficiencies F'700, F689, F686 were cortected on or before 01/25/18.

All other deficiencies will be corrected by 01/25/2018

¥ 622

Resident #3 was readmitted to the facility on 01/02/2018,

For resident #3 and all like residents the facility is providing adequate discharge and medical
information to the receiving health care institution at the time of discharge. Nursing Staff was

in-serviced on providing adequate discharge and medical information to the receiving health cate
institution at the time of discharge on 01/11/2018.

Random audits of the requirement will be completed by the Director of Nlirsing services or
designee to ensure compliance is being maintained.

Any concerns will be taken through the quality assurance meeting and will be addressed in a
timely manner,

-F 6506

Resident #90 and all like resident’s comprehensive care plans were reviewed and updated to
reflect the residents current care status on 01/10/2018.

Care Plan coordinator was educated on 01/11/2018 regarding the development and
implementation of a comprehensive person-centered care plan and timely notification of the
dietician,

Director of Nursing Services or designee will perform random audits to ensute that this
requirement is always being met,

Any concerns will be taken through the quality assurance meeting and addressed in a timely
manner,




F686

Resident #90 and all like residents with pressure areas have received necessary treatment and
services to promote healing by ensuring interventions are in place, repositioning being offered,
pain assessment, and dietitian involvement.

MBDS Care Plan Coordinator reeducated on the requirement to address pressure ulcer treatments:
repositioning needs, as well as nutritional needs.

All nursing staff on 01/10/2018 was educated to the requirement of the difference and
requirement of maintaining said mattress system in relation to settings oft static versus
alternating use to prevent pressure ulcers and signing of TAR for functioning placement of
mattress. Staff also educated on appropriate linens to be used when air mattress is in place.

On 01/12/2018 audits of air mattresses were begun and by Designee and are on-going to ensure
appropriate settings are maintained and functioning properly. DON and/or desighee have also
been randomly auditing peri-cares to ensure that soiled incontinence products are being removed
appropriately during cares.

Director of Nursing Services or designee began audits of care plans on 01/11/2018 to ensure
MDS Care Plans continue to meet this requirement, The meeting held with the dietician on
01/16/2018 ensures that proper and timely notification of dietary nutritional needs in relation to
pressure ulcers are met,

Any concerns will be taken through the quality assurance meeting and addressed in a timely
manner. A nurses meeting was held on 01/19/2018 to discuss and educate on notification of
dietician, '

Fo89

Resident #90’s room was reattanged, and items were removed and re-organized to de-clutter her
rootn.

Room audits were conducted to ensure a safe resident environment. Nursing Staff was
reeducated to the proper mechanical lift technique, ensuring the resident environment remains as
free of accident hazards as is possible: and each resident receiving adequate supervision and
assistance devices to prevent accidents.

Director of Nursing Services or designee will conduct random room audits to ensure resident
rooms remain free of accident hazards as is possible.

Any concerns will be taken through the quality assurance meeting and addressed in a timely
Manmner.

K700
Bed rails for residents #33, #1, #25, #90, and resident #190 were removed, replaced or modified.

All resident bed rails where accessed for risk of entrapment and to ensure the correct installation,
use, and maintenance, A procedure for monitoring bed rails was implemented and all staff was
educated on new procedure. Education was provided to MDS Care Planner 0n01/04/2018
concerning how to use the side rail rationale screen and tool to use, to properly measure bed rail




openings, Daily rounds are being conducted to access bed rails and risk of entrapment.
Administrator / designee will random!ly audit resident rooms for compliance.

Any concerns will be taken through the quality assurance meeting aod addressed in a timely
manner.

F812

The Kenmore reftigerator was deep cleaned including the removal of the brown and blue
substance, The whirlpool freezer was deep cleaned, inchuding discarding the beef tips and
cleaning up the yellow and reddened substance.

Dietary staff was in serviced on 01/08/2018 regarding proper handwashing procedures and

maintaining sanitary conditions of storage units to include freezers and refiigerators. Freezer
cleaning has been added to the staff cleaning schedule. And handwashing reminders have been

posted in the kitchen.
Dietary Manager / desighee will randomly aundit kitchen freezers and refrigerators for cleanliness
and sanitation and observe staff for proper hand sanitation.

Any concerns will be taken through the quality assurance meeting and addressed in a timely
manner.

¥835

Residents #33, #1, #25, #90, and resident #190. On 01/09/18 all resident beds were inspected for
bed rail compliance and facility Administration in-serviced all staff, including but not limited to
monitoring bed rails for risk of entrapment, proper maintenance and the appropriate action to
maintain compliance.

A new monthly operational review process was implemented between Administration and
Administrator and Director of Nursing in order to enable the facility to better use its resources
effectively and efficiently to attain or maintain the highest practlcable physical, noental, and
psychosooial well-being of each resident,

Administration will randomly tour the facility for compliance issues,

Any concerns will be taken through the quality assurance meeting and addressed in a timely
manner,
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