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F 000 { INITIAL COMMENTS Fo0g; This Plan of Correction Is for the
annual survey concluded on 5/17/18.
Correction date_6/11/18 Preparation and/or execution of this

Plan of Correction does not conslitute
The following deficiencies relate te the

. L admission agreement by this
annual health survey and investigation of .
complaint # 75610-A and mandatary provider of the fruth of the facts

report # 75794-M. alleged or conclusions set forth in
the statement of deficiencies.
See the Code of Federal Regulations
(42CFR) Part 483, Subpart B-C.
F 656 | Develop/implement Comprehensive Care Plan F 655
55=D | CFR{s}: 483.24H{b){1)

The Plan of Correction is prepared
and or executed solely because provisiong
of federal and state law require it.

§483.21(h) Comprehensive Care Plans
§483.21(b}1} The facility must develop and This Plan of Correction constitutes my

- implement a comprehensive person-centered credible allegation of compliance and all

care plan for each resident, consistent with the sted deficienci il b rrack
resident rights set forth at §483.10(c)(2} and st nies will be co ed by

§483,10(c)(3), that includes measurable the dates specified.
cbjectives and timeframes to meet & resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment. The comprehensive care plan must
describe the following -

{i) The services that are to be furnished to attain
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 otherwiss 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 right to refuse
treatment under §483.10(c)(6}.

(iii) Any specialized services or specialized
rehabilitative services the nursing facility will
provide as a result of PASARR

recomrrandations. If a facilily disagrees with the
yﬁ(;;s of m/e}ASNRR, it must indicate its
f v :

LABORATOR ECTGR'/yﬁOVIDERISUPPLEER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
% § 7#( . ﬂ Yy
A&(/?:Eﬂ)(,['/ l"/{(‘/(g/

v {Wtemeni anding with an asterisk {*) denotes a deficiency which the institution may be excusad from correcting providing it is determined that
Fleguards provide sufficient protection o the patients. (See instruclions.) Except for nursing hemes, the findings stated above are disclosable 90 days
fonuwing the date of survey whether or not a plan of correction is provided, For nursing homas, the above findings and plans of correction are disclosable 14
days fallowing the date thase documents are made available lo the facifity. [f deficiencies are cited, an approved plan of correction is reguisite to continuad

program participation. /00 ( asieh _’L( 0/ i/ // A / Y \f\fkujwz r
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rationale in the resident's medical record.
{iv)In consultation with the resident and the
rasident's representative(s)-

{(A) The resident's goals for admission and
desired outcomes.

(B) The resident's preference and potential for
future discharge. Facllities must document
whether the resident's desire to return to the
community was assessed and any referrals to
focal 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 clinical record review, observation and
interview, the facility failed to update and follow
care plans for fwo of 24 residents reviewed
{Residents #22 and #30). The facility reported a
census of 37,

Findings include:

1. The Minimum Data Set (MD3) assessment
dated 4/19/18 for Resident#30 documented a
score of 10 out of 15 for the brief interview for
mental siatus (BIMS) test indicating moderately
impaired memory and cognition. The assessment
documented that the resident had verbal
behavioral symptoms directed toward others that
oceurred one to three days per week. The MDS
documented the resident had diagnoses that
included heart disease, kidney disease, sleep
apnea, and noncompliance with medical
freatment.

a. During an interview on 5/15/18 at 12:59 p.m.

all other like residents have been reviewed
and updated.

2. Nurse management were educated by
nurse consultant, on necessity of keeping
care plans up to date,

3. DON or designee will audit 2 care plans
weekly for 6 weeks,

4. All concerns will be addressed by the
QA team as they arise.
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F 656

Staff O, Certified Nurses Aide (CNA) reported that
sometimes the resident can be grumpy towards
staff.

During an observation on 5/16/18 at 8:04 a.m. the
resident sat on the side of the bed, Staff T CNA
and Staff U, CNA knocked on the doar before
entering the resident's room and he told them to
hurry up and get moving. The staff transferred the
resident with an EZ-stand (sit-stand lift} to the
{oilet, then staff asked the resident if he wanted to
wear the shorts on the back of the electric
wheelchair and the resident said yes. Staff then
asked if the resident needed any more help, the
resident responded in a gruff manner, and said
why are you asking me all thess questions just
give me the fowel.

During an interview on 5/15/18 at 8:04 a.m. Staif
T, CNA and Staff U, CNA reporied that the
resident is often short tempered with the staff
membaers.

Review of the resident's Care Plan dated 4/11/18
revealed no identification of the resident's
behaviors toward staff or interventions to direct
staff when the resident displayed those
behaviors.

b. During an interview on 5/14/18 at 2:32 p.m. the
resident reported that he did not have & Foley
{urinary} catheter anymore,

The Physician's Order Telephone Qrder dated
4/27/18 directed staff to discontinue the resident's
Foley catheter and monitor and then to also
reinsert the 16 French code Foley if needed.

The resident's Care Plan dated 4/12/18
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documented that Resident #30 had a catheter

During an interview on 5/14/18 at 2:29 p.m. the
Director of Nursing reported that the resident had
not had a Foley catheter for a long time,

¢. The facility provided a document that listed
Resident #30's name as a resident who smoked.

During an interview on 5/14/18 at 2:32 p.m. the
resident reported that he smoked frequently.

On 6/16/18 at 2:01 p.m., observation revealed the
resident out in the designated smoking area with
supervision provided by the staff.

The resident's Care Plan with initiated date of
4/12/18 lacked documentation the resident
smoked and {acked interventions for promotion of
his safety while smoking.

2. The MDS assessment dated 3/29/18
documented that Resident#22 had severely
impaired cognitive skills for daily decision making.
The MDS documented the resident required the
assistance of two staff members for bed mobility,
transfers, dressing and toilet use and the
assistance of one for eating and personal
hygiene. The assessment documented the
resident had diagnoses that included dementia,
difficulty swallowing, lack of coordination and
muscle weakness, The assessment documented
Resident #22 received daily antidepressant and
opioid medications and Hospice care, but did not
document the provision of a restorative program.

The resident's Care Plan documented a
restorative program focus area intiated on
2/13/18 with a target date of 6/28/18. The Care
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Plan directed staff to provide the resident with a
restorative program as recommendad 3-5 times
per week.

The resident's April 2018 and May 2018
Medication Records documented the resident
received Lexapro (antidepressant) 20 milligrams
by meuth daily.

Buring interviews on 5/16/18 at 12:04 PM Staff
tJ, CNA and Staff V, CNA reported that the
resitdent had been taken off restorative when the
resident went on Hospice services.

The resident's Care Plan did not address the use
of antidepressant medication or reflect the
discontinuation of his restorative program.

Services Provided Meet Professional Standards
CFR(s): 483.21(0)(3)(i)

§483.21(b)(3y Comprehensive Carg Plans

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

(i} Meet professional standards of quality.

This REQUIREMENT is not met as evidenced
by:

Based on clinical record review, cbservation and
staff interviews, the facility failed to clarify a
physician order for Ativan as needed {prn) for

F 656

F 658
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Resident #23 and follow physician orders for
Resident #11. The faciiity reported a resident
census of 37 and 24 total residents were selected
for review.

Findings include;

1. According to the Minimum Data Set (MD3)
assessment dated 3/29/18, Resident #23's
diagnoses included heart failure, hypertension,
schizophrenia, chronic lung disease, mood
disorder, nicotine dependence, coronary
atherosclerois due to lipid rich plaque,
dependence on supplemental oxygen,
generalized muscle weakness, shortness of
breath, abnormalities of gait and mohility, lack of
coordination, history of falling and edema. The
same MDS identified the resident's BIMS (brief
interview for mental status) score as 14 indicating
intact memory and cognition. The MDS
documented the resident with no mood
symptoms or behaviors and as independent ADLs
(activities of daily living) with the exception of
dressing. The assessment documented the
resident received a daily antianxiety medication,

Review of a physician order in the electronic
medical record for Ativan (anti-anxiety
medication) 0.5 mg three times per day reveated
a start date of 3/15/18.

Review of a physician order on a medication list
for Ativan 0.5 mg two times per day revealed a
start date of 12/5117.

Review of a physician order for Ativan 0.5 mg
three times per day revealed a start date of
10/26/17.

(X4} 1D © - SUMMARY STATEMENT OF BEFIGIENGIES - - 1D PROVIDER'S PLAN OF CORRECTION 5
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F 658 | Gontinued From page & Fe58| 1. Resident #11 - on 5/16/18 an order was 611118

sent for clarification and discontinued the
order for washcloth in left hand. Resident
#23 - order of clarification was complated
on 6/11/18,

2. All care plans have been verified with
orders.

3. All new orders will be double checked
by ADON or designee with random audits
conducted to ensure compliance.

4. All concerns will be addressed by the
QA team as they arise.
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Review of a MAR dated 5/1/18-5/31/18 revealed
l.orazepam 0.5 mg administered as needed on
5/3/18, 5/5/18, 5/3/18 and 5/15/18 with a start
date of 10/26/17.

Review of a MAR dated 4/1/18-4/30/18 revealed
Lorazepam 0.5 mg administered as needed on
442118, 4/4/18, 4/7/18, 4/18/18, 4/20/18, 4/20/18
and 4/28/18.

Review of 2 MAR dated 3/1/18-3/31/18 revealed
Lorazepam administerad 3/22/18.

During an interview with the Director of Nursing
(DON) on 5/16/18 at 10:06 AM, she stated she
was still looking for the original physician order for
Ativan 0.5 mg every 12 hours as needed. She
stated the Ativan order in the electronic medical
record (EMR) of 3/15/18 is tha date the order was
placed in the EMR. The DON reviewed the
March 2018 medication administration record
(MAR} and pointed out that the original order was
10/17/17. The DON stated she is still looking for
the 10/17/47 physician order. The DON stated
the order dated 12/5/17 was the only order for
Lorazepam she could find.

2. According to the MDS assessment dated
8/31/17, Resident #11 had diagnoses that
inciuded, Alzheimer's disease, anxiely and pain in
the joints of his left hand. The MDS documented
Restdent #11 had short and long term memary
impairments and severely impaired cognitive
skills for daily decision making. The resident
required the assistance of two staff with bed
mobility, transfers, dressing and toilet use and the
assistance of one with eating and personal
hygiene. The assessment documented he had
functional limitations in range of motion in cne
upper extremity which includes the shoulder,
elbow, wrist and hand.

F 658
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The Facsimile transmittal sheet signed and dated
10¢21/17, documented during routine cares, staff
observed a one centimeter by one centimeter
circular open area to the left palm area left hand
which staff cleansed with soap and water and
dried. Staff reminded the physician the resident's
feft had contracture and his fingernails are long.
Staff requested an order to frim the resident's
finger nails weekly and clean the open area with
soap and water, dry and apply triple antibiotic
ointment and guaze until healad,

The Physicians Qrders signed and dated 4/10/18
instructed staff to place a clean wash cloth in left
hand daily.

Observation during the following dates and times
revealed:

a. 5/15M18 at 10:48 a.m., the resident lay in bed
with no wash cloth in his hand.

b. 6/15/18 at 11:37 a.m., the resident lying in bed
with no clean wash cloth in his left hand.

¢. 5/16/18 at 12:33 p.m. and 1:34 p.m., the
resident sat at the dining room table with his left
hand in a fist-like position and no clean wash
cloth in the hand.

d. §/16/18 at 2:40 p.m., the resident lay in bed
with no clean wash cloth in left hand and his hand
in a fist-ike position.

e. 5/15/18 at 3:51 p.m. the resident sat In his
wheelchair in the main living room with no wash
cloth in his left hand.

f. 5M16/18 at 7:33 a.m,, the resident sat at the
dining room fable with no clean wash cloth in left
hand.

Interview on 5/16/18 at 10:22 a.m., the the facility
corporate qualily assurance nurse confirmed and
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§483.21(c)(2) Discharge Summary

When the facility anticipates dischargea, a resident
must have a discharge summary that includes,
but is not limited to, the following:

{i) A recapitulation of the resident’s siay that
includes, but is not limited to, diagnoses, course
of iinessftreatment or therapy, and pertinent lab,
radiology, and consuitation rasults.

(i) A final summary of the resident's status to
include items in paragraph (b}{1) of §483.20, at
the time of the discharge that is available for
release to authorized persons and agencies, with
the consent of the resident or resident’s
reprasentative.

(i) Reconciliation of all pre-discharge
medications with the resident's post-discharge
medications {both prescribed and
over-the-counter).

{iv) A post-discharge plan of care that is
developed with the participation of the resident
and, with the resident's consent, the resident
representative(s), which will assist the resident to
adjust to his or her new living environment. The
post-discharge plan of care must indicate where
the individual plans to reside, any arrangements
that have been made for the resident’s follow up
care and any post-discharge medical and
non-medical services.

This REQUIREMENT is not met as evidenced
by:

Based on dinical record review and staff
interview, the facility failed to develop a discharge

(%4} 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (xs)
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX {EACH CORRECTIVE ACTION SHOULD 8F COMPLETION
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F 6568 | Continued From page 8 F 658
verified the wash cloth needed to be placed per
physician's orders and the expectation that staff
follow the physician's orders.
F 661 | Discharge Summary F 861| 1. Discharge summary for resident #26 6/1118
$8=D | CFR(s): 483.21(c)2)(i)-(v) a recapitulation was completed.

2. DON will execute discharge summary
and floor nurse will check and present
to discharging resident or family.

3. Nurse Consultant will randomly check
all discharges for contitined compliance.
4. All concerns will be addressed by the
QA team as they arise,
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plan for one of one discharged resident sampled
(#26). The facility reported a census of 37.

Findings include:

The Minimum Data Set (MDS) assessment of
4/13/18 documented diagnoses of chronic
obstructive pulmonaysy disease, abnormal weight
loss, and nicotine dependence for Resident #26.
The MDS assessment documented the resident
as freguenily incontinent of bladder and bowel,
dependent on the assistance of one person for
bed mobility, transfers, ambulation and the
assistance of two people for dressing, bathing,
toileting, and personal hygiene. The MDS
documented the resident scored 14 on the Brief

: Interview for Mental Status (BIMS), A score of 14

indicated no cognitive impairment, The resident
received supplemental nutrition through a PEG
(gastric feeding) tube and wore oxygen
continuously at 2 liters through a nasal cannula.

Review of the Resident's Care Plan, initialed on
3/30/18, revealed a focus area of returning home,
Interventions included assisting resident with
contacting outside resources and ongoing
education on diet, medications and safe activities
{o return to home.

The resident's Progress Notes documented he
entered the facility on 3/30/18 for skilled nursing
care and discharged back to his home on
4/26{18. The record review revealed the absence
of a summary of the resident’s stay and absence
of post-discharge plans for needed services.

During an intarview with the Director of Nursing,
(DON) on 5/16/18 at 2:50 p.m., she stated she
could net find any documentation in the electronic
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health record or in the closed record regarding
the resident’s discharge instructions,
transportation arrangements, medication
reconciliation, personal belongings that were
taken and arrangements for oxygen uss at home,
The DON stated the facility has a discharge
planning packet that should have been completed
and documented in the electranic health record
as well. The DON stated she is usually the one
that completes it but she was not in the facility the
day of the resident's discharge and did not kiow
why the packet wasn't completed

F 678 | Cardio-Pulmonary Resuscitation {CPR)

§8=) ;| CFR(s): 483.24(a)(3)

§483.24(a)(3) Personnel provide basic life
support, including CPR, to a resident requiring
such emergency care prior to the arrival of
emergency medical personnel and subject to
related physician orders and the resident's
advance directives.

This REQUIREMENT is not met as svidenced
by:

Based on clinical record review, staff and
physician interviews and facility policy review,
facility staff failed to implement CPR
{cardiopulmonary resuscitation) for one resident
who desired CPR {Resident #4) of 24 residents
sampled, which resulted in an immediate
jeopardy to residents health and safely. The
facility identified a census of 37 current residents.

Findings include:

1. According to the MDS {minimum data set)
dated 2/28/27 Resident #4 had diagnoses that
included hypertension, diabetes mellitus,
hyperlipidemia, anxiety disorder, depression,

Fg7g! 1. Resident #4 no longer resides in facility | 4/30/18

different
3. Policy

concerni

2. On 4/30/18 a mandatory all nursing
meeting was held to review CPR policy.
A mandatory all nursing

meeting was held and discussed 8

do during CPR.
staff on 4/30/18 during QA
documentation.

4, All concerns will be addressed by the
QA team as they arise.

situations in regards to what to
was reviewed will all

ng CPR status, procedure and proper
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chronic obstructive pulmonary disease,
respiratory failure, hypoxemia, muscle weakness,
obesity and nicotine dependence. The MDS
identified the resident had a BiMs {brief interview
for mental status) score of 15 which indicated
intact cognitive status, According to the MDS the
resident required extensive assistance with bed
maobility, dréssing and toilet use and total
dependence with transfers. The MDS identified
the resident required oxygen therapy.

The care plan dated 9/14/16 directed staff to
provide CPR (cardiopulmonary resuscitation).

Review of the lowa Physician Orders for Scope of
Treatment dated 2/21/14 revealed the resident
requested CPR for no pulse and not breathing.
The resident also requested Full treatment
including intubation, advanced airway
interventions, mechanical ventitation and
cardioversion as indicated. Transfer to hospital if
indicated and included critical care.

Review of the Order Summary Report dated
1/1/18 through 4/30/18 revealed the order the
resident a full code.

Review of the Progress Notes dated 4/28/18 at
1130 AM revealed the resident alert and
responsive knows staff name, The resident had
been restless and short of breath. He requested
Tramadel for general pain. Keeps taking BiPAP
(bilevel positive Airway Pressure) off, reapplisd
several times and eventually agreed to wear 02
via mask as mouth breathing. Gave him as
needed updraft which helped very little. 02 SAT
! 78 % when came in room and he had BiPAP off,
" after applied O2 at 3 L. per mask and his O2 sat
. went up to B7 %. Nail beds cyanotic, head of bed

F 678
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elevated. Will continue to monitor. Blood pressure
130/84, heart tones rapid and irregular. Resident
asks for pop and drank without problems. At 3:30
PM revealed staff had been monitoring the
resident and he remained dyspneic and at the
time, sleeping, oxygen on via mask at 3 liters.
Respiraticns deep and more even at 30 per
minute, cyanosis to nail beds and O2 sat at 85 %.

Review of the Progress Notes dated 4/28/18 at
3:45 AM revealed the CNA reported the resident
not breathing. Upon assessment, no heart tones,
respirations and no blood. Resident moitled to
hands and feet. No response, Did call 911 and
the operator asked nurse if resident bayond help
and staff reported that he had been. Will send
paramedics to facility. Family planned to come to
the facility later today to sign DNR (do not
resuscitate) but currently a full code. The resident
beyond any help. No response to any
compressions. At 4:10 AM Paramedics arrive and
asses and say io call funeral home if family had
onhe arranged, Siill not able to reach son, called
and spoke with brother-in-law again and he to
continue fo try to reach son. Body cleaned, called
Physician an call and received OK to send the
body to funeral home. At 4:30 AM waiting for
family to OK to call funeral home. Administrator
notified.

The facility identified a total of 17 residents with
request for full code (CPR).

During an interview with Staff A, CNA on 5/4/18 at
12:11 PM she stated she worked 10:00 PM fo
6:00 AM. She stated at approximately 3:40 AM
she and Staff G, CNA went into the residenf's
room. Staff G put the pulse oximeter on his finger
and Staff A had noticed he was not breathing.
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Staff A went to get Staff [, LPN and she checked
his pulse. Staff | said yep he's gone and left the
room and called the nurse on call, Staff | called
the fire department and they came to the facility
and went to the residents room. She further
stated Staff | did not do chest compressions. She
stated the resident’s hands and lips had been
purple in color and she noted a small bruise on
his left shoulder. He had no discolering anywhera
else and had not been still when they eleaned him
after he passed.

During an interview with Staff 5, CNA on 5/8/18
at 2:00 PM she stated she worked the 2:00 PM to
10:00 PM shift and the 10:00 PM to 6:00 AM shift,
She stated after her lunch break she and Staff A
went to the resident's room. When they went to
the resident's room, she checked his 02 sat and
there had been nothing. Staff A went to get the
nurse and she stayed in the room. Staff | came in
and said he was gone and left the room to make
phone calls, She stated she and Staff A cleaned
the resident up the best they could, She stated
his skin was cool and had a look about him. Hig
color was gray and not normal. Jody stated Staff |
checked James with a stethoscope and said he
was gone. Staff G did not recall any purple
discoloration. She stated it tock approximately 20
minutes to finish cleaning him and then they went
up to the desk. She stated she did not see Staff |
do chest compressions did not come back into
the room and she was gone quite a whiie.

Review of the Time sheet for Staff G, CNA
(Certified nursing assistant) revealed she ended
funch break at 3:35 AM.

During an interview with Staff |, LPN on 5/4/at
2:30 PM she stated she had been in the residents

F 678
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room approximately 20 to 30 minutes before he
passed and he was asleep. 20 minutes later the
CNAs called her in and he had been turning
purple and mottled, had no heart rate and no
respirations. She stated she knew his son was
coming to sign DNR papers. She called the nurse
on call and said it was pointless to call the
ambulance, She said the resident had been
mottied and started {o stiffen. Staff | stated she
started 1 or 2 chest compressions and realized
she would have to get on the bed or put the bed
way down because the resident had been too
large. She further stated she realized he was a
full code.

During an interview with the resident's physician
on 5/17/18 at 8:30 AM he stated the resident had
been abla to make own decisions and chose to
ke a full code. He further stated within 7 minutes
or so and staff visuallzed the resident he did
expect them to provide CPR, If it had been 70
minwtes or 7 hour he would not expect CPR to be
provided.

Review of the Policy and Procedure titled
Cardiopulmonary Resuscitation (not dated)
directed the staff to do the following:

a. In the event of a medical emergency during
which cardiopulmonary resuscitation may be
required, the nurse or other staff member certified
in CPR will initiate CPR. Another staff member
will dial 911 and access emergency licensed
personnel to the facility to continue resuscitation
and transport the resident to the hospital,

b. CPR will be initlated an emergency personnel
summoned by calling 911 in the event that a
resident has a cardiopulmonary arrest, unless (1)
there Is the presence of cbviously clinical signs of
irreversible death (dependent lividity or rigor
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martis); or the resident or surrogate has indicated
that resuscitation is not desired and the physician
has issued a do not resuscitate (ONR) order
which Is located in the resident's cfinical record.
. All icensed nursing staff will be required to be
cerlified in CPR and be re-certified in a timely
manner. Other staff that is currently certified may
initiate or assist with CPR on residents
designated as fulf code.

d. All residents and their families andfor
significant others will be informed of this policy
upon admission to facility.

Review of the Resident's Bill of Rights dated
11116 directed staff to do the following:

a. The facility must provide equal access o
quality care regardless of diagnoses, severity of
condition, or payment source. A facility must
establish and maintain identical policies and
practices regarding transfer, discharge, and the
provision of services under the State plan for all
residents regardless of payment source.

The immediate jeopardy to resident health and
safety was abated on 4/30/18 after the facility
educated staff on the American Hearl Association
guidelines for CPR. The fadility also reeducated
staff on their CPR policy on 5/11/2018.

F 730 ; Nurse Aide Peform Review-12 hifyr In-Service
s8=¢ | CFR(s): 483.35(d)(7}

§483.35(d}(7) Regular in-service education.

The facility must complete a performance review
of every nurse aide at least once every 12
months, and must provide regular in-service
education based on the owtcome of these
reviews. In-service training must comply with the
requirements of §483.95(g).

t

F 678

F 730
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This REQUIREMENT is not met as evidenced
by:

Based on personnel record review and staif
interview, the facllity failed to complete 12 month
evaluations for all certified nursing assistants
{CNAs) employed greater than 12 months for 11
of 12 CNAs reviewed, The facility identified a
census of 37 current residents.

Findings include;

1. Review of the employee files revealed the
following staff with no performance evaluation
complated for the year 2017 or 2018:

a, Staff [, CNA,

b. Staff K, CNA

c. Staft L, CNA

d. Staff M, CNA

e. Staff N, CNA

f. Staff O, CNA

g. Staff P, CNA

h, Staff Q, CNA

i, Staff R, CNA

i. Staff S, CNA

k. Staft T, CNA

During an intervlew with the Administrator on
5/16/18 at 11:00 AM he stated he had been
aware the performance evaluations were not
completed. He stated the previous DON (Director
of Nursing) had not been aware the evaluations
were her responsibility. He had a list of staff lo
begin working on the annual evaluations. He
further identified the facility did not have a policy
and procedure for evaluations

Drug Regimen is Free from Unnecessary Drugs
CFR(s): 483.45(d){1)-(6)

1. Nurse Aide reviews were completed
on or befare 6/11/18.

2. Directar of Nursing was educated on
importance of annual review of all CNA
staff.

3. Kronogs time keeping system was
initiated on 05/20/18 to generate
anniversary dates for all staff and review
when performance evaluations are due.
4. Quality Assurance team will monitor
for one quarter io ensure continued
compliance.

730

F 757

6/11/18
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F 757 | Continued From page 17 F 757 1. Resident #2, #23, & #30 care plal‘]S 6/11/18
§483.45(d) Unnecessary Drugs-General, were updated.
Each resident's drug regimen must be free from 2. Eduction to all licensed staff was conduc!ted
unnecessary drugs. An unnecessary drug is any on 5/17/18 and 5/18/18 of non pharmacological
drug when used- interventions before administration of antj-
§483.45(c)(1) In excessive dose (including psychotic medications.
duplicate drug therapy); or 3. DON or designee will conduct random
checks weekly for three months to
§483.45(d)(2) For excessive duration; or ensure compliance.
4. Quality Assurance team will monitor
§483.45(d)3) Without adequate monitoring; or ! y . |
; for one quarier to ensure continued i
§483.45(d)(4) Without adequate indications for its ‘ compliance.
use; or
§483.45(d)(5) In the presence of adverse
consequences which indicate the dose should be
reduced or discontinued; or
§483.45(d)(B) Any combinations of the reasons
stated in paragraphs (d}{(1} through (5) of this
section.
This REQUIREMENT is not met as evidenced A
by: ?
Based on clinical record review and staff
interview, the facility failed to offer alternative
interventions prior to the administration as
needed anti-anxiety medications for three of 24
residents reviewed (Residents #2, #23 and #30).
The facility reported 37 residents.
Findings include:
1. According to a Minimum Data Set (MDS)
assessment dated 4/27/18, Resident #2's
diagnoses included hypertension, neurogenic
bladder, septicemia, diabetes mellitus,
hyperkalemia, hyperlipidemia, depression,
schizophrenia, hypothyroidism, hypercalcemia, ;
FORM CMS-2567(02-99) Previous Versions Obsalele Event | RG231t Facility 1D 1A0444 if centinuation sheet Page 18 of 26
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insomnia, sleep apnea, encephalopathy, non-ST
elevation-myocardial infarction, and
gastro-esophageat reflux disease without
esophagitis. The same MDS identified the
resident's Brief Interview for Mental Status (BIMS)
score as 15 indicating intact cognition. The MDS
documented the resident with no mood
symptoms, no behavioral symptoms and no
shoriness of breath. The MDS revealed the
resident recuired assistance from staff with bed
mobility and transfer.

Review of a physician's order dated 4/19/18
revealed an order for Lorazepam (brand name
Ativan, an anti-anxiety medication) 0.5 milligrarms
(mg) one tablet three times daily as needed (prn)
far anxiety.

Review of the resident's care plan initiated on
1/31/18 revealed a focus of activity of daily living
(ADL) self-care performance deficit related to
confusion, fatigue and limited mobility. The care
plan instructed the facility to encourage the
resident to discuss their feelings about their
self-care deficit.

Review of the medication administration form
dated 4/1/18-4/30/18 revealed staff administerad
Adivan 0.5 mg prn on 4/18/18, 4/22/18 and
4/27/18.

Review of the medication administration form
dated 5/1/18-5/31/18 revealed staff administered
pin Ativan 0.5 mg on §/7/18, 5/9/18, 5/11118 and
5112118,

Review of the Behavior Moniioring and
Intervention Documentation forms dated April and
May 2018 revealed no interventions attempted
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prior to the administration of the prn Ativan.

Review of the Progress Notes dated 4/19/18-
412718 and 5/7/18- 5/12/18 revealsd no
interventions attempted prior fo the administration
of prn Ativan.

2. According to the MDS assessment dated
3/29/18, Resident #23's diagnoses included heart
failure, hypertension, schizophrenia, chronic
obstructive pulmonary disease, mood disordar,
nicotine dependence, coronary atherosclerais
due to lipid rich plaque, dependence on
supplemental oxygen, generalized muscle
weakness, shortness of breath, abnormalities of
gait and maobility, lack of coordination, history of
falling, and edema. The same MDS identified the
resident's BIMS score as 14 indicating intact
cognitian. The MDS documented the resident
with no meod symptoms or behaviars. The MDS
documented independent ADLs with exception of
drassing.

Review of a care plan updated 1/10/18 revealed a
focus on an actual or potential for behavior
problems related to diagnosis of schizophrenia
and mood disorder due to known physiological
condition with depressive fealures. The care plan
instructed the staff to anticipate and meet the
resident's needs as well as monitor behavior and
attempt to determine the underlying cause, the
location, the fime of day, person's involved and
situation.

Review of a medication list dated 12/5/17
revealed a physician order for Lorazepam 0.5 mg,
one tablet two timeas per day prn.

Review of a medication administration form dated

F 757
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3/1/18-3/31/18 revealed siaff administered
Lorazepam on 3/22/18.

Review of a medication administration form dated
4/1/18-4/30/18 revedled staff administered
Lorazepam 0.5 mg prn on 4/2/18, 4/4/18, 4/7/18,
4/18/18, 420118, 4/2018 and 4/26/18.

Review of a medication administration form dated
&/1/18-5/31/18 revealed staff administered
Lorazepam 0.5 mg prn on 5/3/18, 5/5/18, 5/9/18
and 5/15/18 with a start date of 10/26/17.

Review of the Behavior Monitoring and
intervention Documentation forms for March,
April and May 2018 revealed no interventions

attempted prior to the administration of the Ativan.

Review of the Progress Notes dated 3/22/18
-5/16/18 also revealed po interventions attempted
prior to administration of Ativan on 4/2/18 and
421118 only. ,

3. The MDS assessment dated 4/19/18 for
Resident #30 documented a BIMS score of 10
out of 15 indicating moderately impaired memory
and cognition. The MDS documented that the
rasident had verbal behavior symptoms directed
toward others that occurred one to three days per
week. The MDS documented that the resident
had diagnoses that included heart disease,
kidney disease, sleep apnea, and noncompliance
with medical treatment.

The Resident's Order Summary Report dated
4/11/18 documented the physicians order
Lorazepam 0.5 milligrams by mouth every six

hours prn for anxiety with the start date of 411/18.

The resident's medication administration forms
for the months of April and May 2018
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documented the resident had taken Lorazepam
0.5 milligrams as needed 22 times, The Behavior
Monitoring and Intervention Documentation
Forms dated April 2018 and May 2018 lacked
documentation of interventions for only eight of
the 22 times that siaff administered pm
Lorazepam.
During an interview on 5/16/18 at 12:40 p.m, the
Director of Nursing reported that the interventions
| for the as needed psychotropic medications
would he documented on the behavior monitoring
forms.
; 4/30/18
F 842 Resident Records - Identifiable Information F g42| 1- Staff I was suspended pending
$g=n | CFR(s): 483.20(f)(5), 483.70()(1)-(5) investigation on 4/30/18.

§483.20(5H(5) Resident-identifiable information.

: (D A facility may not release information that is
i resident-identifiable to the public.

(i) The facility may release information that is
resident-identifiable to an agent only in
accordance with a contract under which the agent
agrees not to use or disclose the information

| except to the extent the facility itself is permitted

to do so.

§483.70({l) Medical records.

§483.70(i}(1) In accordance with accepted
professional standards and practices, the facility
must maintain medical records cn each resident
that are-

(i) Complete;

(i) Accurately documented;

(i Readily accessible; and

(iv) Systematically organized

§483.70()(2) The facility must keep confidential
all information contained in the resident's records,

2. On 4/30/18 a mandatory all nursing

meeting was held on review CPR policy and

proper documentation.

3. Policy was reviewed will all staff on
4/30/18 during QA concerning

CPR staius and procedure,

4. All concerns will be addressed by the
QA team as they arise.
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regardless of the form or storage method of the
records, except when release is-

(i} To the individual, or their resident
representative where permitted by applicable law;
{ii} Required by Law,

(i) For treatmant, payment, or health care
operations, as permitted by and in compliance
with 45 CFR 164.508;

{iv) For public health activities, reporting of abuse,
neglect, or domestic violence, health oversight
aclivities, judiciat and administrative proceedings,
law enforcement purposes, organ donation
purposes, research purposes, or to coroners,
medical examiners, funeral directors, and to avert
a serious threat to health or safety as permitted
by and in compliance with 45 CFR 164.512.

§483.70(1}(3) The facility must safeguard medicai
record information against loss, destruction, or
unauthorized use.

§483.700)(4) Medical records must be retained
for-

(i) The period of time required by State law; or
(iiy Five years from the date of discharge when
there is no requirement in State law; or

(iii} Far & minor, 3 years after a resident reaches
legal age under State law.

§483.70()(5) The medical record must contain-
(iY Sufficient information to identify the resident;
{ii) A record of the resident's assessments;

(i} The comprehensive plan of care and sarvices
provided;

{iv) The resuits of any preadmission screening
and resident review evaluations and
determinations conducted by the State;

(v} Physician's, nurse's, and other licensed
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professional's progress notes; and
{vi) Labaratory, radiology and other diagnostic
services reporls as required under §483.50.
This REQUIREMENT s not met as evidenced
by:

Based on clinical record review, staff interview
and facility policy review, facility failed to
document accurately regarding cardiac
resuscitation when one of 24 sampled residents
expired (Resident 4) The facility identified a
: census of 37 current residents,

Findings include:

1. According to the MDS (minimum data set}
assessment dated 2/28/18, Resident # 4 had
diagnoses that included hypertension, diabetes
mellitus, hyperlipidemia, anxiety disorder,
depression, chronic lung disease, respiratory
failure, hypoxemia, muscle weakness, cbesity
and nicotine dependence. The MDS identified the
resident had a BIMs (brief interview for mental
status) score of 15 which indicated intact
cognitive stafus. The assessment documented he
required the assistance of two with bed mohility,
fransfers, dressing and toilet Use and also
required oxygen therapy.,

Review of the lowa Physician Orders for Scope of
Treatment dated 2/21/14 revealed the resident
requested CPR (cardiopulmonary resuscitation) if
he had no pulse and was not breathing. The

i resident also requested full reatment which
included intubation, advanced airway
interventions, mechanical ventilation and
cardioversion as indicated and transfer to the
hospital if indicated.

Review of the Order Summary Report dated

i

FORM ChS-2587(02-99) Previcus Versions Obsoieta

Evant ID:RG231

Facllity D: [AD444

If continuation sheet Page 24 of 26




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

PRINTED: 06/01/2018
FORM APPROVED
OMB NO, 0938-0391

1/1/18 through 4/30/18 revealed the ordar the
resident wanted full code status {or full CPR).

Review of the Progress Notes dated 4/28/18 at
3:45 AM revealed the CNA (ceriified nursing
assistant) reportad the resident was not
breathing. Upon assessment, staff documented
no heart tones, respirations or blood pressure
and mottling to the resident's hands and feet and
Staff | (Licensed Practical Nurse) docurmented
the resident had no response to any
compressions.

During an interview with Staff A, CNA on 5/4/18 at
12:11 PM she stated she worked 10;00 PM fo
6:00 AM that night. She stated at approximately
3:40 AM she and Staff G, CNA went into the
resident's room. Staff G put the pulse oximeter on
the resident's finger and Staff A noticed he was
not breathing. Staff A went to get Staff | and she
checked his pulse. Staff | said 'yep he's gone' and
left the room and called the nurse on call. Staff |
called the fire department and they came to the
facility and went to the resident's room. Staff A
further stated Staff | did not do chest
compressions.

During an interview with Staff G, CNA on 5/8/18
at 2:00 PM she stated she worked the 2:00 PM to
10:00 PM shift and the 10:00 PM to 6:00 AM shift
that night. She stated after her lunch break she
and Staff Awent to the resident's room. When
they went to the resident's room, she checked his
02 sat and there had been nothing. Staff A went
to get the nurse and Staff G stayed in the
resident's room. Staff | came in and said the
resident was gone then left the room to make
phone cails. She stated she did not see Staff { do
chest compressions; she did not come back into
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the room and was gone quite awhile,
| During an interview with Staff |, LPN on 5/4/18 at
2:30 PM she stated she started one or two chest
compressions and realized she would have to get
on the bed or put the bed way down because the
resident had been too large.
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