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The following deficiencies were identified during
the investigation of complaint #74318-C
compieted May 23 - June 6, 2018.

Complaint 74318-C was substantiated.

{See Code of Federal Regulations (42CFR) Part
483, Subpart B-C).

F 580 | Notify of Changes (Injury/Decline/Room, etc.) F 580 ) T
s5=D | CFR{s): 483.10(g)(14){i)-(iv}{15) Sie Attretime, &= 11

§483.10(g)(14} Nofification of Changes.

(i) A facility must immediately inform the resident;
consult with the resident's physiclan; and notify,
consistent with his or her authority, the resident
representative(s) when there is-

(A) An accident involving the resident which
resulis in injury and has the potantial for requiring
physician intervention;

(B) A significant change In the resident’s phystcal,
mental, or psychosocial status (that is, a
deterioration in health, mental, or psychosocial
status in either life-threatening conditions or
clinical complications};

(C) A need to alter treatment significantly (that is,
a need to discontinue an existing form of
treatment due to adverse consequences, or to
cammence a naw form of treatment); or

{D} A decision to transfer or discharge the
resident from the facility as specified in
§483.15(c){1)(if).

(i) When making notification under paragraph (g}
(14)(D) of this section, the facility must ensure that
all periinent information specified in §483.15(c)(2)
is available and provided upon request to the

physician.

TITLE (%6) DATE

LABORATPRY DIRECTOR'S OR PROMIPER/SUPPLIER REPRESENTATIVE'S SIGNATURE ,
J-’m\—wv':d A Wﬁ%{/ ' 07/05/2018

Any deficlency statement ending with an asterisk {*) denotes a deficiency which the insiitution may be excused from comrecting providing it Is defermined that
other safeguards provide sufficient protection fo the patients . (See Instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the dale these documents are made available to the facility. If deficlencies are cited, an approved plan of comeciion Is requisite to conlinued

program participation,
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(iii) The facility must also promptly notify the
resident and the resident representative, if any,
when there is-

{A) A change in room or reommate assignment
as specified in §483.10{e)(6); or

{B) A change In resident rights under Federal or
State law or regulations as specified in paragraph
{e}(10} of this section.

(iv) The facility must record and periodicaliy
update the address (mailing and email) and
phone number of the resident
representative(s).

§483.10(g)}(15)

Admission to a composite distinct part. A facility
that is a composite distinct part (as defined in
§483.5) must disclose [n its admission agreement
its physical configuration, including the varlous
locations that comprise the composite distinct
part, and must specify the policies that apply to
room changes between its different locations
under §483.15(c}{9).

This REQUIREMENT is not met as evidenced
by:

Based an observation, record review, staff and
physician interview, the facility failed to
immediately consult with the resident's physician
when there was a significant change in the
resident’s physical, mental, or psychosocial
status, that is, a deterloration in health, mental, or
psychosocial status in either life-threatening
conditions or clinical complications for 3 of &
residents reviewed. The facllify failed to nolify the
physician of Resldent #1 and Resident #2
declines and significant weight losses and other
changes identified by staff. The facility falled to
immediately notify the physician of Residen{ #5's
condition change. The next day the physician
received the fax and the resident went to the

F 580
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hospital. The facility identified a census of (34}
thirty-four residents.

Findings include;

1. A MDS with assessment referencs date of
1/1/18 assessed Resident #2 with a BIMS score
of "0" (severe cognitive impalrment) The MDS did
not identify behaviors including rejection of care.
The resident had the following signs and
symptoms of delirfum: inattention and
disorganized thinking. The resident required total
staff assistance with bed mobility, transfers,
dressing, eating, personal hygiene and bathing.
The resident did not ambulate and used a
wheelchair for mobility. The resident was always
incontinent of bowel and bladder. The resident
was 63 inches tall and 114 pounds. The MDS did
not identify a significant weight loss.

A Do Not Resuscitate Request (DNR) dated
2/6/17 revealed the resident did not want chest
compressions, defibrillation or intubation. The
form identified the DNR decision would not
prevent the resident from other emergency care
which would make the resident more comfortable;
comfort measures included buf were not limited
to: pain medication, fluid therapy and respiratory
assistance.

Resident Weights

A December 2017 MAR revealed the resident
weighed 114.2 on 12/26/17.

A January 2018 MAR identified the resident
weighed 112 on 1/17/18.

A February 2018 MAR revealed the resident
weighed 104.6 on 2/20/18.

The resident lost 7.4 pounds in 1 month (from

1/17/18 to 2/20/18) which was a significant weight
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loss. On 2/27/18 the hospital weighed the
resident at 97 pounds.

A Nutritiorral Assessment sheet dated 1/3/18
revealed the resident usually took fluid better than
food. The resident's appetite varied with the
resident often eafing less than 50%. The resident
had no special food llkes. The assessment
identifled that the resident received Resource 2.0
supplement 80 cc three times a day and 4 ounces
of strawberry Ensure three times a day and 4
ources of yogurt at breakfast. (Resource 2.0is &
high calorie, protein rich nutritional drink to help
meet increased protein or calorie requirements.
intended for mainufrition, fluid restriction,
inadequate oral intake, and unintentional welight
{oss. Ensure is a nutrition drink to help malntain a
healthy weight, It contains calories, protein,
vitamins and minerals).

Review of the February 2018 Medication
Administration Record (MAR) showed staff
signed they administered the Resource drink
listed on the nutritional assessment. On 5/3018
at 12:52 p.m. Staff B LPN (licensed practical
nurse) stated she Initialed she gave the resident
Resource because she offered it. She stated the
resident would not take the Resource.

On 5/30/18 at 9:40 a.m. the DON stated the
kitchen delivered the Ensure so those would not
be on the MAR. The Resource should be
recorded on the MAR. On 5/30/18 at 10 a.m. the
food service manager stated distary supplied
strawberry Ensure to the resident. They did not
document when it was given.

A Clinical Nursing Home Note completed by the

physician dated 2/23/18 revealed the physician
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saw the resident. The physician ordered Norco
(narcotic) for the resident for administration prior
to bath for paln control on bath days. The weight
listed on the clinic note was 138.2 pounds. Her
diagneses included: adult failure to thrive and
dementia. On 5/31/18 at 11:57 a.m. the MDS
nurse stated the 139.2 pounds was an etor,
They just noticed that yesterday.

Daily food intakes revealed the following:

2115/18 Breakfast 0 lunch 15 supper 0
2/16/18 Breakfast 0 lunch 15 supper 15
2/17/18 Breakfast 25 lunch 25 supper 85
2/18/18 Breakfast 25 lunch 26 supper 25
2/10/18 Breakfast O lunch 100 supper 50
2/20/18 Breakfast 0 lunch 0 supper 25
2/21118 Breakfast 15 lunch 50 supper 75
2/22/18 Breakfast 25 lunch bites supper 25
2/23/18 Breakfast 50 unch 35 supper 80
212418 Breakfast 0 lunch 25 supper 20
2/25/18 Breakfast O lunch bites supper bites
2/26/18 Breakfast O lunch 0 supper 25
2/27/18 hospitalfexpired

There were no fluid intake records.
Nurses Notes:

Nurses Notes dated 2/23/18 at 9:30 p.m.
documented: staff reported the resident saying

“aw" and hollering out with movement of any kind.

The resident was very stiff and difficult to do
range of motion with. The resident receives
scheduled Tylenol (analgesic}.

2/24/18 at 5 p.m. revealed the resident showed
signs and symptoms of pain/discomfort. At times
the resident would holter out "ow" and have a
faciat grimace. At times the resident would stiffen
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her body out.

2/25/18 at 1 a.m. the resident hollered out with
with movement and fransfers. The resident stated
"ow" when moved. The resident was awake for
most of the night, talking out loud. Staff
repositioned the resident every 2 hours. At4 p.m.
of the same date the resident continued to yell
out with any movement and said "ow" and
straightened her body out. On the same date at 8
p.m, the reskient yelled with any movement. She
said "ow" or just screamed and straightened her
body. Staff continued to administer scheduled
Tylenol {analgesic). On the same date at 10:40
p.m. the resident rested in bed with no hollering
at that time.

2/26/18 at 6:30 p.m. and documented by Staff C
RN (registered nurse) the resident moaned
continuously in the gerichair and pulled her legs
up towards her chest. Staff gave Tylenol but the
resident spit some of it out. Staff could not
determine where the resident's pain was and the
intensity due to the resident's nonverbal status.

2/27/18 at 2 a.m. resident’s condition appeared
worse. The resident's eyes looked sunken and
dark and the resident's feet were ¢old and blue,
respirations were 40. The nurse was unable to
foel pulses as the pulse was too weak and she
could not obtain a blood pressure. Staff notified
the DON (director of nursing}. On 6/4/18 &t 2:10
p.m. the DON stated Staff C, RN did call her
saying the resident was not doing well. She said
she called the resident's family. The DON told
Staff G to find out if the family wanted the resident
transferred to the hospital. The DON stated she
could not fully recall the details of the call. On the
same date at 4:45 a.m. Staff C notified the

F 580
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rasident's family of the resident's condition and
they wanted the resident hospitalized for comfort. -
The resident transported to the hospital.

During an interview with Staff C on 5/29/18 at
8:12 a.m. when asked, "Why didn't you get an
ambulance sooner than 4:45 a.m. when you
charted at 2 a.m. that you were unable to obtain a
pulse or blood pressure? Staff C stated, | didn't
think she was that bad yet. And we have other
things to do besides just sit there and watch the
clock go by. These are other residents and things
to get done.

An ED (emergency depariment) physician final
report dated 2/27/18 revealed the resident arrived
at the ED after staff found her unresponsive at
the nursing home. When the emergency services
personnel arrived the resident was hypoxic with
oxygen in the low 80's, The resident had dryness
and chapping of the mucus membranes. The
resident's pupils were 2 mm (millimeters) and
nonreactive. The resident's blood work on
2/27118 af 6:23 a.m. revealed the following:

Sodium 189 (M1} normal is 133 to 146

Chloride 150 (HI) normal is 97 to 109

Carbon dioxide level 16 mMo/L (LOW) normal Is
20t0 34

BUN (bloed urea nitrogen) 98 {Hi} normal is 10 1o
28

Creatinine 3.71 (Hl} normalis 0.6 10 1.2

Lactic Acid level 11.2 (HI) normal is 0.5 to 2.0

The resident was diagnosed with lactic acidosis,
acute renal failure, dehydration, hypernatremia,
significant hypotension and unresponsive.

Nurses Notes identified the resident was back at
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.| would guess that the resident had not drank fluids

the facility on 2/27/18. No actual arrival ime was
documented but an entry dated 2/27/18 at 2 p.m.
documented family at her (resident’s) bedside.
On the same date at 2:20 p.m. revealed the
resident admitted to Hospice care. On the same
date at 2:50 p.m. staff were unable to obtain an
apical pulse. The resident expired.

Prior laboratory work dated 1/8/18 revealed the
following:

Sodium 144

Chloride 113

BUN 31

Creatinine 1.12

When interviewed on 5/30/18 at 1:20 p.m. the ED
physician stated with a sodium level of 189 he

in the previous 4 to 5 days, if not longer. She
cotlld have been that way a couple weeks if she
had occasional water. Staff should have been
able 1o tall she was dehydrated for 3 to 5 days
before the hospital, The resident was comatose
when she arrived at the ED and after receiving 1
liter of fluid she was awake and following staff.
The hydration made her responsive.

Staff Interviews:

On 5/30/18 at 1:34 p.m. Staft C, RN stated on the
day the resident went fo ED, the resident started
making sounds like a sheep. The resident never
did that before. The day nurse and Staff C
thought the resident had pain. The resident got
barely anything for pain control. Staff C tried to
give the resident crushed Tylenol. On the first
round, the resident was dry which was strange
because she was usually incontinent of urine.

The resident locked gatnt like she could die. On
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the next round {between 2 a.m. and 4 a.m.) Staff
C checked her vital signs and they were low. Staff
€ didn't think the resident would make it. Staff C
called the resident's daughter who wanted her
transferred 1o the hospilal. The resident looked
like she was dying. Staff C stated the resident
was responsive up until 1 a.m.

On 5/30/18 at 12:52 p.m. Staff B, LPN (licensed
practical nurse) stated she could telf the resident
was in pain. She stated sometimas staff were not
able to get the resident to take Tylenol and it was
not effective anyway. In the 1 to 2 weeks prior to
her death the resident had more pain. When
asked why she wrote a "0" by the resident's pain
level on the February MAR of she was having
pain, she stated because the resident was
nonverbal. She stated she approached the former
MDS nurse to report the resident had more pain
and she more or less told Staff B that she didn't
know what she was doing. Staff B had to go
through the MDS nurse to get more pain
medication for the resident. Staff B stated she did
a pain assessment on the resident. Later on
2123118 the doctor came to the facility and the
MDS nurse took the physician into her office and
told her she never saw any of the things that Staff
B identified on the pain assessment so the
physician did not change the resident's pain
medication.

On 5/30/18 at 3 p.m. Staff A, CNA stated the 2
days before the hospital the resident did not eat
or drink at all.

On 5130118 at 12:25 p.m, Staff D, CNA stated the
resident could ask for drinks. She spit food out
and she got worse the last week or two. Staff D

reported the resident would holler and scream
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with increased movement. Her mouth was dry,
but she slept with her mouth open and she
normally had deep sunken eyes,

On 5/30/18 at 12:14 p.m. Staff E, CNA reported
the resident was eating and drinking less and
when staff gave her a drink she would piug the
hole of the cup. She was not eating or drinking
more frequently at the end. She was very stiff and
complained a Jot when she was touched or
moved. Even when she wasn’t touched she said

'.OW".

On 5/29/18 at 1:32 p.m. Stail F, CNA reported the
resident was in a fot of pain at the end. The
resident made noises and acted funny for about a
week before she passed away. She didn't want
anything to eat or drink for & couple of weeks.

On 5/29/18 at 1:17 p.m. Staff |, CNA stated the
resident's drinking and appetite had decreased.

On 5/20/18 at 12:08 p.m. Staff J, RN stated a few
days before the resident expired she was in pain
and her eating and drinking decreased. The
resident would hold her lips together. She stated
on the same date at 3:44 p.n. when she signed
for Resource drink on the MAR that meant the
resident drank i,

On 5/29/18 at 3:07 p.m. Staff G, CNA stated the
resident's eating and drinking decreased, she
refused {6 eat and held her mouth closed.

On 5/29/18 at 2:54 p.m. Staff H, stated the
resident went down hill. The resident barely ate
anyway but the week the resident expired she
would just have a spoon of food in her mouth and

would spit it out. The resident wasn't as
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responsive and made sounds. The day before
she expired the resident uncrossed her legs
which was unusual because they were always
crossed. The next day they were crossed.

Physician Interview:

Or 5/31/18 at 12:22 p.m, the resident’s regular
physician stated she would expect notification,
assessment and documentation of changes in
intakes and significant welght loss. She stated
she saw the resident on 2/23/18 and the resident
sesmed pretty normal then. The physician did not
recaive any information about changes at that
time. When asked about Staff C's explanation for
the 2 hour gap between a condition change and
ambulance call, the physician stated, thal was not
a good excuse.

2. A Minimum Data Set (MDS) with assessment
reference date of 12/10/17, assessed Resident
#1 with a Brief Interview for Mental Status (BIMS)
soore of "0" {(severe coghitive impairment). The
MDS did not identify behaviors including rejection
of care. The resident had the following signs and
symptoms of delirium: inattention and
diserganized thinking. The resident required
extensive staff assistance with bed mobility,
transfers, dressing, eating, personal hygiene and
bathing. The resident did not ambuiate and used
a wheelchair for mobility. The resident was
occaslonally incontinent of bladder. The resident
was 5B inches tall and 104 pounds. The MDS
identified a welght loss of 5% or more in the last
month or 10% in the last 6 months. The resident
was not on a physician prescribed weight foss

regimen.

A February 2018 Medication Administration
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Record (MAR) identified the resident's weigh 95.4
pounds on 2/5/18 and 90 pounds on 2/19M8 -
(significant weight loss of 5% in 2 weeks).

A Nutritional Assessment dated 12/20/17
documented the resident’s usual weight on
admission 10/08, 152 pounds. The assessment
identified the resident had varied fluid intakes, the
resident's food intake was less than the desired
amounts and had a significant weight loss. The
assessment identifiad that the resident received
Resource 2.0 supplement 60 cc twice a day and
Breeze supplement with meals and milk shake at
bedtime. Staff increased fats all as accepted by
resident. The assessmant did not identify food
likes other than a history of preferring morning
servings.

Review of the February 2018 MAR showed no
Resocurce drink listed, Review of December 2017
and January 2018 MARS showed the Resource
was discontinued on 11/28M17.

On 5/30/18 at 9:40 a.m. the DON stated the
kitchen delivered the Breeze supplement and
milkshakes so those would not be on the MAR.
‘The Resotrce should be recorded on the MAR,
(Breeze nutrition supplement provides additional

calories, and protein).

A Nurse’s Note dated 2/20/18 at 1:30 p.m.,
documented the physiclan saw the resident for
recerification and wrote orders to decrease the
resident's Fentanyl patch to 12 meg.
{micrograms) when out of present supply.

A Nurse's Note dated 2/27/18 at 5.00 p.m.,
documented the resident's mental and physical

status were declining. The resident did not eat or
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drink anything this shift. The resident is not
responding to verbaliactile stimuli.

Daily food intake records identified the following:

2/20/18 breakfast 35%, lunch 0 and supper 0
212118 breakfast 0 lunch 0 and supper 0
2/22/18 breakfast 0 lunch 0 and supper 0
212318 breakfast 0 lunch 0 and supper 0
2/24/18 breakfast 0 lunch 0 and supper 0
2/25/18 breakfast 0 lunch fluid only and supper
shake

2126/48 breakfast shake lunch shake and supper
0

2127118 "didn't get anything” for all three meals
2128118 expired

There were no fiuid intake secords.

Nurses Notes dated 2/20/18 at 1:30 p.m.
revealed the physician saw the resident. The next
entry was dated 227/18 at 5 p.m. and revealed
the resident had a mental/physical status decline.
The facility notified the resident's responsible
party of the change. The entry identified the
rasident did not eat or drink anything that shift.
The resident did not respond to verbai or tactile
stimuli. There was no signs or symptoms of
painfdiscomfort. Staff provided the resident with
comfort care and repositioning every 2 hours.

The Clinical Nursing Home Note dated 212018,
completed by the physician, documentsd the
resident is slowly deteriorating over all.
Diagnoses Adult failure to thrive and weight down
to 94.4 pounds.

The Nurses Notes dated 2/27/18 at 9 p.m.
documented the resident's mental/physical status

4y 1D SUMMARY STATEMENT OF DEFICIENGIES 0 PROVIDER'S PLAN OF CORREGTION )
FREFIX (EACH DEFICIENCY MUST BE PRECECED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 580 | Continugd From page 12 F 580

FORM OMS-2667(02-09) Previous Versions Obsolete

Event 1D; XQHH11

Facilly 1D D768

If continuation sheet Page 13 of 51




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 06/25/2018

FORM APPROVED

OMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
‘ c
1655686 B. WING 06/08/2018
STREET ADDRESS, CITY, STATE, ZIP CODE

NAME OF PROVIDER GR SUPPLIER

TIMELY MISSION NURSING HOME

109 MISSION DRIVE
BUFFALO CENTER, IA 50424

is declining. The resident did not eal or drink
anything this shift. The resident is not responding
to verbal or tactile stimuli. No signs or symptorns
of pain. Comfort measures given.

The Nurses Notes dated 2/28/18 at 1 a.m.
identified the resident resting with eyes closed.
No response to interaction. Respirations 16 and
shallow. At 11 a.m. the resident rested with eyes
closed. Non-responsive. No intake. The resident's
skin was pale with mottling. At 1 p.m. the resident
rested with agonal {difficult breathing prior to
cardiac arrest) breathing. On the same dale at
2:10 p.m. staff found the resident expired.

Record review revealed no assessment or
physfcian notification of lack of intakes and
decline after 2/20/18.

Physician Interview:

On 5/30/18 at 10:58 a.m. the physician stated he
would expect notification of no intakes and a
significant weight loss. He stated he would also
expect assessment and documentation regarding
the resident during that time. He stated the
resident was slowly failing over a long period of
fime. The lack of intakes reflected her end of life
condition related fo her advanced dementia.

Staff Interviews:;

On 5/30/18 at 3 p.m. Staff A, CNA (ceriified nurse
aide) stated the resident always tootled around in
her wheelchair but the 1 to 2 weeks before she
died, she didn't. She also did nol eat or drink. She
would not even open her eyes, she just laid her
head on the table. Staff reported it to nurses and

they said to try and give her a milkshake but she -
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did not take it. The resident used to resist care at
bedtime but the week befare she died she did not

resist.

On 5/30/18 at 12:52 p.m. Staff B, LPN (licensed
practical nurse) stated the resident did not seem
to have pain. She just wanted to sleep. She would
push her tongue over the cup opening when staff
tried to give her a drink . She would pocket food
or not let It in her mouth, The day she passed
away, a CNA tried to give her a diink but she
didn’t want anything.

On 5/30/18 at 1:34 p.m. Staff C, RN {registered
nurse) stated the week or 2 preceding the
resident's death the resident lost a Jot of weight.
Staff had kept the resident in her room and the
resident did not eat or drink.

On 5/30/18 at 12:25 p.m. Staff D, CNA stated the
day before the resident expired she was not very
responsive and locked like she was dying, in the
weel or two preceding her death, she refused
food and drink more. She refused a little more
often until eventually she took nothing.

On 5/30/18 at 12;14 p.m. Staff E, CNA stated the
day befors the resident expired she was up in her
wheelchair. She stated the resident slept all day
and did less 'teodling” in the wheelchair. Before
she expired the resident just sat there. Stafl E,
thought the resident was alert the day before she
expired. She stated gradually the resident didn't
eat or drink anything, more so the last 410 5
days. Then It got to where the resident would
"fake sleep” through the meal.

On 5/26/18 at 1:32 p.m. Staff F, CNA stated a

week before the resident passed away she just
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"shut down", got quiet and wouldn't tatk, She
declined eating and drinking for a couple weeks.
Staff F stated the residert recelved the milkshake
for a long time because of weight loss. And staff
had a hard time getting it down the resident.

On 5/29/18 at 3:07 p.m. Staff G, CNA staled
before the resident expired she bacame 'dead'
weight, she was sleepier than usual, she refused
food and liquid and would hold her mouth closed.

When interviewed on 5/29/18 at 2:54 p.m. Staff
H, CNA reported the week before the resident
oxpired she went downhill. She would sleep in her
chair instead of watching staff like she usually
did. Staff H stated she noticed something was
wrong. A couple days before the resident passed
she refused food and they tried to give her
shakes and-liquids. The last week before she
expired the resident did not urinate at all. The
resident usually urinated heavily on his shift. Staff
H reported he told the nurse.

3. AMDS with assessment reference date of
1/1/18 revealed Resident #5 with a BIMS score of
"13" (no cognitive impaiment). The resident
required limited staff assistance with bed mobility,
transfers and dressing. The resident had
diagnoses that included: diabstes meilitus and
heart failure.

Nurses Notes dated 2/5/18 (no time listed)
revealed staff received a return fax related to
numerous loose stools, Staff received orders to
obtain a stool specimen to rule out clostridium
difficite. There was no information available that
an assessmant was completed or ahy previous
entry documented about loose siools. The 2/5/18

fax revealed the resident had loose stools since
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2/53/18 and had a loose stool every time she used
the bathroom. The resident had a low grade
temperature of 100.6 degrees and the resident
was lethargic. There was no abdominal
assessment.

Nurses Notes dated 2/6/18 at 10 a.m. revealed
staff sent a stool sample io the clinic. The entry
did not contain any information about an
assessment.

Nurses Notes dated 2/7/18 at 9:25 a.m. revealed
staff notified the resident's responsible party
about a status change. The responsible party
wanted the resident sent to the hospital. The
enfry did not contain information regarding an
assessment.

On 5/31/18 the DON provided a cover pageto a
fax which contained the date 2/6/18. The fax
stated to "see attached nursing assessment due
to recent Gl (gastrointestinal) changes. The fax
contained a nursing assessment dated 2/6/18 at
11:50 p.m. The documented the resident had dim
1o absent bowel sounds on the left side and had
multiple incontinent stoals that were yellow mucus
with increased odor. The resident had pain rated
at"7" on a scale of 0 for no pain to 10 the worst
pain, Staff gave Tylenol (analgesic) at 10:3¢ p.m.
for resident moaning. The resideni's abdomen
distended and tender to touch. The resident
hollered out when staff palpated the right lower
quadrant.

On /4118 at 9:50 a.m. the DON reported staff
sent the fax on 2/6/18 at 11:50 p.m. to the Buffalo
Center clinic. When the clinic personnel arrived
the next morning (2/7/18) they faxed it at 7:43
a.m. to the Forest Gty Clinic because the
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physician was not in Buffalo Center on 2/7/18.
The physician saw the fax and returned it with a
response on 2/718 at 11:35 a.m, The response
questioned if the resident wanted the hospital.

F 684 | Quality of Care
s5=J | CFR(s): 483.25

§ 483.25 Quality of care

Quality of care is a fundamental principle that
applies to all treatment and care provided to
facility residents. Based on the comprehensive
assessment of a resident, the facility must ensure
that residents receive treatment and care in
accordance with professional standards of
practice, the comprehensive person-centered
care plan, and the residents’ choices.

This REQUIREMENT Is not met as evidenced
by;

Based on cbservation, record review, staff and
physiclan interviews, the facliity failed to ensure
that residents received treatment and care in
accordance with professional standards of
practice, the comprehensive person-centered
care plan, and the residents' cholces for 3 of 6
residents reviewed. The facility failed to assess
and address Resident #1 and Resident #2
condition declines. Staff noticed symptoms that
were not addressed. Resident #2 went to the
hospital with severe dehydration and expired that
day. On 2/7/18 a hospital history and physical
revealed Resident #5 had loose stools for 2
weeks. The first Nurses Note entry regarding this
was oh 2/5/18 and contained no assessment of
the resident. An assassment completed and
faxed to the physiclan on 2/6/18 at 11:50 p.m,
was not received by the physician until 2/7/18. On
2/7/18 the resident admitted to the hospital with -
infectious colitis. Facility census was thirty-four
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{34) residenis.
Findings include:

1. A MDS with assessment reference date of
1/118 assessed Resident #2 with a BIMS score
of "0" (severe cognitive impairment) The MDS did
not identify behaviors Including rejection of care.
The resident had the following signs and
symptoms of delirium; inattention and
disorganized thinking. The resident required total
staff assistance with bed mobility, transfers,
dressing, eating, persanal hygiene and bathing.
The resident did not ambulate and used a
wheelchair for mobility. The resident was always
incontinent of bowel and bladder. The resident
was 63 inches tall and 114 pounds. The MDS did
not identify a significant weight loss.

A Do Not Resuscitate Request {DNR) dated
2/6/17 revealed the resident did not want chest
compressions, defibrillation or intubation. The
form identified the DNR decision would not
prevent the resident from obtained other
emergency care which would make the resident
more comiortable which included but not limited
to: pain medication, fluid therapy and resplratory
assistance.

A December 2017 MAR revealed the resident
weighed 114.2 on 12/2617. A January 2018 MAR
identified the resident weighed 112 on 1/17/18. A
February 2018 MAR revesaled the resident
weighed 104.6 on 2/20/1B. The resident lost 7.4
pounds in 1 month {from 1/17/18 to 2/20/18}
which was a significant weight foss. On 2/27/18
the hospital weighed the resident at 97 pounds.

A Nutritional Assessment sheet dated 1/3/18
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revealed the resident usually took fluid better than
food. The resident's appetite varied with the
resident oftan eating less than 50%. The resident
had no special food likes. The assessment
identified that the resident received Resource 2.0
supplement 60 cc three times a day and 4 ounces
of strawberry Ensure three times a day and 4
ounces of yoguri at breakfast.

Review of the February 2018 MAR showed staff
signed they administered the Resource drink
listed on the nutritional assessment. On 5/30/18
at 12:52 p.m. Staff B LPN (iicensed practical
nurse) stated she initialed she gave the resident
Resource because she offered it. She stated the
rasident would not take the Resource,

On 5/30/18 at 9:40 a.m. the DON stated the
kitchen delivered the Ensure so those would not
be on the MAR. The Resource should be
recorded on the MAR. On 5/30/18 at 10 a.m. the
food service manager stated dietary supplied
sirawberry Ensure to the resident. They did not
document when it was given.

A Clinic Nursing Home note dated 2/23/18
revealed the physician saw the resident. The
physician ordered Norco (narcotic) for the
residant for administration prior to bath for pain
control on bath days. The weight listed on the
clinic note was 139.2 pounds. Her diagnoses
included: adult failure to thrive and dementia. On
5/31/18 at 11:57 a.m. the MDS nurse stated the
139.2 pounds was an error. They just noticed that
yesterday.

Daily food intakes revealed the following:

2{1518 Breakfast 0 lunch 15 supper ¢
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9/16/18 Breakfast 0 lunch 15 supper 15
2/17/18 Breakfast 25 lunch 25 supper 85
2/18/18 Breakfast 26 lunch 25 supper 25
2/19/18 Braakfast O lunch 100 supper 50
2/20/18 Breakfast 0 lunch 0 supper 25
2/21/18 Breakfast 15 lunch 50 supper 75
2/22/18 Breakfast 25 lunch bites supper 25
2/23/18 Braakfast 50 lunch 35 supper 80
2/24/18 Braakfast 0 lunch 25 supper 20
2/25/18 Breakfast 0 lunch bites supper bites
2/26/18 Breakfast 0 lunch O supper 25
2i27118 hospitalfexpired

There were no fluid intake records.

Nurses Notes dated 2/27/18 at 2 a.m, revealed
the resident's condition appeared worse. The
resident’s eyes looked sunken and dark and the
resident's feet were cold and blue. Respirations
40, The nurse was unable to fesl pulses as the
pulse was too waak and she could not obtain a
blood pressure, Staff notified the DON (director of
nursing). On 6/4/18 at 2:10 p.m. the DON stated
Staff © RN did call her saying the resident was
not daing well, She said she called the resident’s
family. The DON told Staff C to find out i the
family wanted the resident transferred to the
hospital. The DON stated she could not fuliy
recall the details of the call. On the same date at
4:45 a.m. Staff C notified the resident's family of
the resident's condition and they wanted the
resident hospitalized for comforl. The resident
fransported to the hospital.

During an interview with Staff C on 5/20/18 at
8:12 a.m. when asked, why she didn't get an
ambulance sooner than 4:45 a.m. when she
charted at 2 a.m. that she was unable to obtain a

pulse or blood pressure. Staff G stated, she didn't
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think the resident was that bad yet. Staff had
other things to do besides just sit there and watch
the clock go by, and there are other residents to
care for and things to gel done.

An ED (emergency department) physician final
report dated 2/27/18 revealed the resident arrived
at the ED after staff found her unresponsive at
the nursing home, When the emergency services
personnel arrived the resident was hypoxic with
oxygen in the low 80's. The resident had dryness
and chapping of the mucus membranes. The
resident's pupils were 2 mm {miflimeters} and
nonreactive. The resident's blood work on
2127118 at 6:23 a.m. revealed the following:

Sodium 189 (Hi) normal is 133 to 146

Chioride 150 (HI) normal is 97 to 109

Carbon dioxide level 16 mMo/L (LOW) normal is
2010 34

BUN {blood urea nitragen) 89 (HI) normal is 10 to
28

Craatinine 3.71 (Ht) normal is 0.6 to 1.2

L actic Acid level 11.2 (HI) normal is 0.5 to 2.0

The resident was diagnosed with lactic acidos’s,
acute renal failure, dehydration, hypermatremia,
significant hypotension and unresponsive.

Nurses Notes identified the resident was back at
the facliity on 2/27/18. No actual arrival fime was
documented but an entry dated 2/27/18 at 2 p.m.
revealed the resident's family was at her bedside.
On the same date at 2;20 p.m. revealed the
resident admitted to Hospice care. On the same
dale at 2:50 p.m, staff was unable to obtain an
aplcal pulse. The resident expired.

Prior laboratory work dated 1/8/18 revealed the
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following:
Sodium 144
Chioride 113
BUN 31
Creatinine 1.12

On 5/30/18 at 1:20 p.m. the ED physician stated
with a sodium level of 189 he would guess that
the resident had not drank fluids in the previous 4
to 5 days, if not longer. She could have been that
way a couple weeks if she had occasional water,
Staff should have been able to tell she was
dehydrated for 3 to § days before the hospital.
The resident was comatose when she arrived at
the ED. He stated after the resident received 1
liter of fluid she as awake and following staff. The
hydration made her responsive,

Steff Interviews:

On 5/30/18 at 1:34 p.m. Staff C, RN stated on the
day the resident went to ED, the resident staried
making sounds fike a sheep and she had never
done that befere. The day nurse and she thoughl
the resident had pain and the resident got barely
anything for pain control. Staff C stated she tried
to give the resident crushed Tylenol on first
rounds, and the resident was dry which was
strange because the resident was usually
incontinent of urine. Staff C repotted the resident
looked gaunt Hke she could die. On the next
round {between 2 am. and 4 a.m.) she checked
the resident's vital signs and they were low, she
didn't think the resident would make it. She called
the resident's daughter who wanted her
transferred to the hospital, The resident looked
like she was dying. Staff C stated the resident
was responsive up until 1a.m.
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On 5/30/48 at 3 p.m. Staff A, CNA stated the 2
days before the hospitai the resident did not eat
or drink at all.

On 5/30/18 at 12:25 p.m. Staff D, CNA stated the
resident spit food out and got worse in the last
week or two (2). The resident would holler and
scream. The resident screamed with increased
movement. Her mouth was dry but she stept with
it open. She normally had deep stnken eyes. The
resident could ask for drinks.

On 5/30/18 at 12:14 p.m, Staff E, CNA stated the
resident resident was ealing and drinking jess.
When staff gave her a drink, she would plug the
hole of the cup. She was not eating or drinking
more frequently more and more to the end. She
complained a Jot when she was touched or
moved. Even when she wasn't touched, she said
"ow”. She was very stiff,

On 529148 at 1:32 p.m. Staff F, CNA stated the
resident was in a lot of pain at the end. She made
noises and acted funny for about a waek before
she passed away. She didn't want anything to eat
ot drink for a couple of weeks.

On 5/20/18 at 1:17 p.m. Staff |, CNA reported the
resident's drinking and appetite had decreased.

On 5/29/18 at 12:08 p.m. Staff J, RN stated a few
days before the resident expired she was in pain,
her eating and drinking decreased and she held
her lips together. She stated on the same date at
3:44 p.m. when she signed for Resouree drink on
the MAR that meant the resident drank it.

On 5/28/18 at 3:07 p.m. Staff G, CNA stated the
resident's eating and drinking decreased and the

F 684
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resident refused to eat and held her mouth
closed.

On 5/26/18 at 2:54 p.m. Staff H, stated the
resident went down hill. The resident barely ate
anyway but the week the resident expired, she
would just have a spoon of food in her mouth and
would spit it out. The resident wasn't as
responsive and made sounds. The day before
she expired the resident uncrossed her legs
which was unusual because they were always
crossed, then the next day they were crossed.

Physician Interview:

On 5/31/18 at 12:22 p.m. the resident's regular
physician staled she would expect assessment
and notification of changes in intakes and
significant weight loss and documentation of the
information. She stated she saw the resident on
2/23/18 and the resident seemed pretly normal
then. The physician did not receive any
information about changes at that time. When
asked about Staff C's explanation for the 2 hour
gap between a condition change and ambulance
call, the physician stated that was nota good

excuse,

2. A Minimum Data Set (MDS) with assessment
refarence date of 12/10/17, assessed Resident
#1 with a brief interview for mental status (BIMS)
score of "0" (severe cognitive impairment). The
MDS did rot identify behaviors including rejection
of care. The resident had the following signs and
symptoms of defirium: inattention and
disorganized thinking. The resident required
extensive staff assistance with bed mobility,
transfers, dressing, eating, personal hygiene and

bathing. The resident did not ambulate and used
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a wheelchalr for mobility. The resident was
occasionally incontinent of bladder. The resident
was 58 inches 1all and 104 pounds. The MDS
identified a weight foss of 5% or more in the last
month or 10% in the last 6 months. The resident
was not on a physician prescribed weight loss
regimen.

A February 2018 Medication Administration
Record (MAR) identified the resident weighed
95.4 pounds on 2/5/18 and 90 pounds on 2/19/18
{significant weight loss of 5% in 2 weeks).

A Nutritional Assessment sheet dated 12/20/17
revealed the resident's fluid intakes varied. The
resident's food intake was less than the desired
amounts and the resident had significant weight
loss. The assessment identified that the resident
received Resource 2.0 supplement 60 cc twice a
day and Breeze supplement with meals and milk
shake at bedtime. Staff increased fats all as
accepted by resident. The assessment did not
identify food likes other than a history of
preferting morning servings .

Review of the February 2018 MAR showed no
Resource drink listed. Review of December 2017
and January 2018 MARS shewed the Resource
was discontinued on 11/28/17.

On 5/30/18 at 9:40 a.m. the DON stated the
kitchen delivered the Breeze supplement and
mitkshakes 5o those would not be on the MAR.
The Resource should be recorded on the MAR.

A Clinic Nursing Home Note dated 2/20/18
revealed the physician saw the resident and
documented she was slowly deterforating overall

and her weight was 94.4 pounds. Her diagnoses
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included; adult failure to thrive and dementia.
Daily food intake records identified the following:

2/20/18 breakfast 35%, lunch O and supper 0
2/21/18 breakfast O lunch 0 and supper 0
2/22/18 breakfast 0 lunch 0 and supper 0
2123/18 breakfast 0 lunch 0 and supper 0
2/24/18 breakfast 0 iunch 0 and supper 0
2125/18 breakfast 0 lunch fiuid only and supper
shake

2126718 breakfast shake lunch shake and supper
0

2127718 "didn't get anything” for all three meals
2/28/18 expired

There were no fluid intake records.

Nurses Notes dated 2/20/18 at 1:30 p.m.
revealed the physician saw the resident. The next
entry was dated 2/27/18 at 5 p.m. and revealed
the resident had a mental/physical status decline.
The facility notified the resident’s responsible
party of the change. The entry identified the
resident did not eat or drink anything that shift.
The resident did not respond to verbal or tactile
stimuli. There was no signs or symptoms of
painfdiscomfort. Staff provided the resident with
comfort care and repositioning every 2 hours.

Nurses Notes dated 2/27/18 at @ p.m. revealed
the resident confinued non-responsive.

Nurses Notes dated 2/28/18 at 1 a.m. identified
the resident resting with eyes closed. No
response to interaction. Respirations 16 and
shallow. Al 11 a.m. the resident rested with eyes
closed. Non-responsive. No intake. The resident's

skin was pale with mottling. At 1 p.m. the resident
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rested with agonal {difficult breathing prior to
cardiac arrest) breathing. On the same date at
2:10 p.m. staff found the resident expired.

There was no assessment or physician
notification of lack of intakes and declines after
2/20/18.

Physician Interview:

On 5/30/18 at 10:58 a.m. the physician stated he
would expect notification of ne intakes and a
significant weight loss. He stated he would also
expect assessment and docurnentation regarding
the resident during that time. He stated the
resicent was slowly fafling over a long period of
time. Thea lack of intakes reflected her end of life
condition related to her advanced dementia,

Staff interviews:

On 5/30/18 at 3 p.m. Staff A, CNA (certified nurse
aide) stated the resident aiways tootled around in
her wheelchair but the 1 to 2 weeks before she
died she didn't. She also did not eat or drink. She
would not even open her eyes, she just laid her
head on the table. Staff reported it to nurses and
they said to try and give her a milkshake but she
did not take it. The resident used to resist care at
bedtime but the week before she died she did not

resist.

On 5/30/18 at 12:52 p.m. Staff B, LPN (licensed
practical nurse) stated the resident did not seem
1o have pain. She just wanted to sleep. She would
push her tongue over the cup cpening when staff
tried to give her a drink . She would pocket food
or not let it in her mouth. The day she passed
away a CNA tried to give her a drink bul she didn't
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want anything.

On 5/30/18 at 1:34 p.m. Staff C, RN (regisiered
nurse) stated the week or 2 preceding the
resident's death the resident lost a lot of weight.
Staff had kept the resident in her room and the
resident did not eat or drink.

On 5/30/18 at 12:25 p.m. Staff D, CNA stated the
day bafore the resident expired she was not very
responsive and looked lke she was dying. In the
week or 2 preceding the death, the resident
refused food and drink more, She refused a little
more, more often until eventually she took
nothing.

On 5/30/18 at 1214 p.m. Staff £, CNA stated the
day before the resident expired she was up in her
wheelchair. She stated the resident slept all day
and did less tooting" in the whealchair, Before
she expired the resident just sat there. Staff E
thought the resident was alert the day before she
expired. She stated gradually the resident didn't
eat or drink anything. More so the last4to 5
days. Then it got to where the resident would
"fake sleep” through the msal.

On 5/29/18 at 1:32 p.m. Staff F, CNA stated a
week before the resident passed away she just
"shut down", got quiet and wouldn't talk, She
declined eating and drinking for a couple weeks.
Staff F stated the resident received the milkshake
for a long time because of weight loss. That was
hard for staff to “get down" the resident too.

On 5/29/18 at 3:07 p.m. Staff G, CNA stated
before the resident expired she became dead
weight. The resident was sleepier than usual. She

would refuse food and liquid and hold her mouth

FORM CMS-2567(02.99) Pravious Varsions Obselele Event ID: XQHHH

Facility 1D: 10769

H continuation sheet Page 29 of 51




PRINTED: 0Bf25/2018

DEPARTMENT QOF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0936-0391
STAFEMENT OF DEFICIENCIES 1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUGTION {X3; DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:; A BUILDING COMPLETED
C
165586 B. WING 06/06/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
TIMELY MISSION NURSING HOME 109 MISSION DRIVE
GH BUFFALO CENTER, IA 50424
o) ID SUMMARY STATEMENT OF DEFIGIENCIES o PROVIDER'S PLAN OF CORRECTION 8
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE AGTION SHOULD BE COMPLETION
TG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
F 884 Confinued From page 28 F 684

closed. The resident loved Mexican food and
tacos and would always eat that,

On 5/29/18 at 2:54 p.m. Staff H, CNA stated the
week before the resident expired she went
downhill. She would sleep in her chair instead of
watching staff like she usually did. Staff H noticed
something was wrong. A couple days before she
passed, she refused food and they fried to give
her shakes and liquids. The last week before she
expired the resident did not urinate at ali. The
resident usually urinated heavily on his shift Staff
H fold the nurse.

3. AMDS with assessment reference date of
11118 revealed Resident #5 with a BIMS score of
u43" (no cognitive impairment). The resident
required fimited staff assistance with bed mobility,
transfers and dressing. The resident had
diagnoses that included: diabetes meflitus and
heart failure.

Nurses Notes dated 2/5/18 {rio time listed)
revealed staff received a retum fax related to
numerous loose stools. Staff received orders to
obtain a stool specimen to rute out clostridium
difficile. There was no information available that
an assessment was completed or any previous
entry documented about loose stools, The 2/5/18
fax revealed the resident had loose stools since
5/3/18 and had a loose stool every time she used
the bathroom. The resident had a low grade
temperature of 100.6 degrees and the resident
was lethargic. There was no abdorninal
assessment.

Nurses Notes dated 2/6/18 at 10 a.m. revealed
staff sent a stool sample fo the clinic. The entry
did not contain any information about an
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assessment.

Nurses Notes dated 2/7/18 at 9:25 a.m, revealed
staff notified the resident's responsible party
about a status change. the responsible party
wanted the resident sent to the hospital. The
entry did not contain information regarding an
assessment.

On 5/31/18 the DON provided a cover page to a
fax which cantained the date 2/6/18. The fax
stated to "see attached nursing assessment due
to recent Gi {gastrointestinal) changes, The fax
contalned a nursing assessment dated 2/6/18 at
11:50 p.m. The assessment revealed the resident
had dim to absent bowel sounds on the left side
and the resident had multiple incontinent stools
that were yellow mucus with Increased odor. The
resident had pain rated at 7" on a scale of 0 for
no pain to 10 the worst pain. Staff gave Tylenol
(analgeslc} at 10:30 p.m. for resident moaning.
The resident's abdomen was distended and
tender {o touch. The resident hollered out when
staff palpated the right lower quadrant.

A PRN Medication Administration Record (MAR})
identified staff administered Tylenol on 2/5/18 at
23" The entry did rot say why or if it was
effective

On 6/4/18 at 9:50 a.m. the DON stated staff sent
the fax on 2/6/18 at 11:50 p.m. to the Buffalo
Center clinic. When the clinic personnef arrived
the next morning {2/7/18) ihey faxed it at 7:43
a.m. to the Forest City Clinic because the
physician was not in Buffalo Center on 2/7/18.
The physician saw the fax and refurned it with a
response on 2/7/18 at 11:35 a.m. The respanse

questioned if the resident wanted the hospital.
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Nurses Noles revealed on 2/7/18 at 10:05 a.m.
the resident ieft the facility for the hospital per
ambulance.

A hospital History and Physical {H & P) dated
2/7/18 revealed the resident presented to the ED
with abdominal pain. She had the pain for 2
weeks but it was worse lalely. The H& P
revealed the resident had colitis most likely
infectious. A CT of the abdomen included
Ischemic and infectious eticlogies. The iH & P
also identified an inguinal rash with satellite
lesions present. There was no documentation
avaifable from the facility to identify they
assessed the Inguinal rash. On 5/29/18 at 12:25
p.m. the DON confirmed she could not find
anything about the facility assessing the inguinal
rash.

Nurses Notes dated 2//18 at 3 p.m. revealed the
resident returned to the facility.

Observation on 5/28/18 at 8:45 a.m. show the
resident seated in a wheelchair in her room. The
resident stated she hed diarrhea that was golng
on all the time before the hospital. The resident
stated it wasn't that bad and she just thought it
was from the food she was eating. The resident
stated she can't have tomato and that the facility
makes a lot of food with fomato.

On 5/30/18 at 11:51 a.m. the DON reported the
resident's groins were clear.

On 6/1/2018, the facility abated the immediate
Jeopardy by providing education to the
professional nursing staff which included nursing

assessment, commiunication to family and
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providers, change of condition detection and
signs and symptoms of dehydration. The scope
and severity of the deficiency was lowered from a
"' to a "D" with the need for ongoing monitoring
to ensure nursing assesses residents with
change of condition.
F 697 | Pain Management F 697 ' / /{'X
§8=G | CFR(s): 483.25(k} See A WWJA &7

"I 1. AMDS with assessment reference date of

§483.25(k) Pain Management.

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

This REQUIREMENT is not met as evidenced
by: :

Based on record review end staff interviews, the
facility failed to ensure that pain management Is
provided to residents who require such services,
consislent with professional standards of
practice, the comprehensive person-centered
care plan, and the residents’ goals and
preferences for 1 of 5 residents reviewed,
Resident #2 had evidence of pain that was not
controlled by scheduled Tylenol (analgesic).
Facility census was thirty-four residents.

Findings include:

114118 assessed Resident #2 with 8 BIMS score
of "0" (severe cognitive impairment) The MDS did
not identify behaviors including rejection of care.
The resident had the following signs and
symptoms of delirium: Inattention and
disorganized thinking. The resident required total
staff assistance with bed mobility, transfers,
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dressing, eating, personal hygiene and hathing.
The resident did not ambtidate and used a
wheelchalr for mobility. The MDS did not identify
the resident with pain Indicators,

A Do Not Resuscitale Request (DNR) dated
2/6/17 revealed the resident did not want chest
compressions, defibriltation or intubation. The
form identified the PNR decision would not
prevent the resident from obtained other
emergency care which would make the resident
rmore comfortable which included but was not
limited to: pain medication, fluid therapy and
respiratory assistance.

A February 2018 Medication Administration
Record {MAR) identified the resident received
Tyleno! 850 milligrams (mg.) at 8 am., 6 p.m.,
and 12 p.m. and every 4 hours as needed for
pain. The February 2018 MAR documented the
resident received one PRN dose of Tylenol the
entire manth, on 2/4/18.

A Clinic Nursing Home Note completed by the
physictan on 2/23/18 revealed an order for Norco
{narcotic) for pain control to be administered prior
to bath for pain control on bath days.

Nurses Notes:

Nurses Notes dated 2/23/18 at 9:30 p.m.
revesled staff reported the resident saying "ow”
and hollering out with movement of any kind. The
resident was very stiff and difficult to do range of
motion with. The resident receives scheduled
Tylenol (analgesic).

Nurce's Notes dated 2/24/18 at 5 p.m. revealed
the resident showed signs and symptoms of
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every 2 hours. At 4 p.m. of the same date the

pain/discomfort. At times the resident wouid holler
out "ow" and have a facial grimace. At times the
resident would stiffen her body out.

Nurse's Notes dated 2/25/18 at 1 a.m. the
resident hellered out with with movement and
transfers. The resident stated "ow" when moved.
The resident was awake for most of the night,
talking out loud. Staff repositioned the resident

resident continued to yell out with any movement
and said "ow" and straightened her body out. On
the same date at & p.m. the resident yelled with
any movement. She said "ow" or just screamed
and straightened her body. Staff continued to
administer scheduled Tylenol (analgesic). On the
same date at 10:40 p.m. the resident rested in
bed with no hollering at that fime.

Nurse’s Notes dated 2/26/18 at 6:30 p.m. and
documented by Staff C, RN (registered nurse) the
resident moaned continuousty in the gerichair and
pulled her legs up towards her chest. Staff gave
Tylenol but the resident spit some of it out, Staff
could not determine where the resident's pain
was and the intensity due to the resident's
nonverbal status.

Nurse's Notes dated 2/27/18 at 2 a.m. The
resident's condition appeared worse. The
resident's eyes looked sunken and dark and the
resident's feet were cold and blue. Respirations
40. The nurse was unable to feel pulses as the
pulse was too weak and she could not obtain a
blood pressure. Staff notified the DON (director of
nursing). On 6/4/18 at 2:10 p.m. the DON stated
Staff C, RN did call her saying the resident was
not doing well. She said she called the resident's

family. The DON told Staff C to find out if the
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family wanted the resident transferred {o the
hospital. The DON stated she could not fully
recall the delails of the call. On the same date at
4:45 a.m, Staff C notified the resident’s family of
the resident's condition and they wanted the
resident hospitalized for comfort. The resident
transported to the hospital.

The resident was diagnosed with lactic acidosis,
acute renal failure, dehydration, hypernatremia,
significant hypotension énd unresponsive,

Nurses Notes Notes dated 2/27/18 identified the
resident back at the facility, no actual arrival time
was documented. An entry dated 2/27/18 at 2
p.m. revealed the resident's family at her bedside.
On the samse date at 2;20 p.m. revealad the
resident admitted to Hospice care. On the same
date at 2:50 p.m. staff documented unable to
obtain an apical pulse, resident expired.

Staff Interviews:

On 5/30/18 at 1:34 p.m. Staff C, RN stated on the
day the resident went to ED (emergency
depariment), the resident staried making sounds
like 2 sheep. The resident never did that before.
The day nurse and Staff C thought the resident
had pain. The resident got barely anything for
pain control. Staff C tried to give the resident
crushed Tvienol.

On 5/30118 at 3 p.m. Staff A, CNA stated the 2
days before the hospital she had pain, Even If
staff just touched the resident she would say
“ahh" loudly as if in pain. The resident always had
her legs crossed and when staff placed her legs
on the pillow she would scream.
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On 5/30/18 at 12:52 p.m. Staff B, LPN {licensed
practical nurse) stated she could tell the resident
was in pain. She staled sometimes staff was not
able to get the resident to take Tylenol and it was
not effective anyway. In the 1 to 2 weeks prior to
her death, the resident had more pain. When
asked why she wrote a "0" by the resident's pain
level on the February MAR of she was having
pain, she stated that was because the resident
was nonverbal. She stated she approached the
farmer MDS nurse to report the resident had
more pain and she more or less told Staff B that
she didnt know what she was doing. Staff B had
to go through the MDS nurse to get more pain
medication for the resident. Staff B stated she did
a pain assessment on the resident, Later on
2/23/48 the doctor came to the facility and the
MDS nurse took the physician into her office and
told her she never saw any of the things that Staff
B identified on the paln assessment so the
physician did not change the resident's pain
medication.

A pain assessment dated 2/23/18 revealed the
rasident had the following indicators of pain: nolsy
iabored breathing, long periods of
hyperventilation, cheyne stokes respirations,
repeated troubled calling out with loud moaning
and groaning, crylng, facial grimacing, rigid, fists
clenched, pulling or pushing away, striking out,
unable to distract or reassure, The total of the
assessment was "10". An increased score
suggested an increase in pain. The MDS nurses
documented on the form that the physician
reviewead the pain assessment on 2/23/18.

On 5/30/18 at 12:256 p.m. Staff D, CNA stated in
the last week or 2, the resident would holler and
scream. Tha resident screamed with increased

F6e7
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movement.

On 5/30/18 at 12:14 p.m. Staff E, CNA stated the
resident- was feisty with any type of care. She
complained a lot when she was touched or
moved, Even when she wasn't fouched, she said
"ow". She was very stiff.

On 5/29/18 at 132 p.m. Staff F, CNA stated the
resident was in a iot of pain at the end. The
resident made noises and acted funny for about a
week before she passed away. She didn't want
anything to eat or drink for a couple of weeks.

On 5/29/18 at 1:17 p.m. Staff |, CNA stated the
resident seemed to have more pain. She would
holler out.

On 5/29/18 at 12:08 p.m. Staff J, RN stated a few
days before the resident expired she was in pain.
She had pain when she was rolled up or gotien
up. She only had pain with movement

On 5/29/18 at 3:07 p.m. Staff G, GNA stated the
resident was more resistive and seemed to have
pain. Staff G could just tell she was in discomfort.

On 5/29/18 at 2:54 p.m, Staff H, stated the
resident went down hill. The day before she
explred the resident uncrossed her legs which
was unusual because thay were always crossed.
The next day they were crossed.

When interviewed on 5/29/18 at 3:58 p.m. Staff
K, CNA stated a couple weeks before the resident
explred she seemed lo have more pain. She
reported the former MDS nurse was told but
“mlaw it off". The resident would just sit there and

scream in pain . When Staff asked if she hurt the
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resident said "yeah", Staff K, stated she didn't
think everyone belisved the resident. The resident
also grimaced when she was rolled and make
noises indicating discomfort.
E 842 | Resident Records - Identifiable information F 842 - / ,
sg=p | CFR{s): 483.20(1)(5), 483.70(){1)-(6} 3 Yy /5] a‘z«.e/wwﬁ" ¢ 7/ &

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

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

(ii} The facllity 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 s¢. '

§483.70(i) Medical records.

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

(i) Complete;

{ii) Accurately documented;

(iily Readily accessible; and

(v} Systematically organized

§483.70())(2) The facility must keep confidential
all infermation contained in the resident's records,
regardless of the form or storage method of the
records, except when releass Is-

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

{ifi} For treatment, payment, or health care
operations, as pemitted by and in compliance
with 45 CFR 164.506;

(iv) For public health activities, reporting of abuse,
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neglect, or domestic violence, health oversight
activities, judicial and administrative proceedings,
iaw enforcement purposes, organ donation
purposes, research purposes, of to coroners,
medical examiners, funeral directors, and to avert
a serious threat to health or safety as pemitted
by and in compliance with 46 CFR 164.512.

§483,70()(3} The facility must safeguard medical
record information against loss, destruction, or
unauthorized use.

§483.70{)(4) Medical records must be refained
for-

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

(iii) For a minor, 3 years after a resident reaches
legal age under State law.

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

{ii) The comprehensive plan of care and services
provided;

(iv) The results of any preadmission screening
and resident review evaluations and
determinations conducted by the State,

(v) Physician's, nurse's, and other licensed
professional's progress notes; and

{vl) Laboratory, radiology and other diagnostic
services reports as required under §483.50.
This REQUIREMENT is not met as evidsnced
by:

Based on record review and staff interview, the
facility fafled to ensure medical records were
maintained in accordance with accepted
professional standards and practices, that were

complete and accurately documented for 3 af 5
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Findings include:

regimen.

2 hours.

F 842 | Continued From page 40

residents reviewed. Facility reported a census of
thitty-four (34) residents.

1. AMinimum Dala Set (MDS) with assessment
reference date of 12/10/17, assessed Resident
#1 with a brief interview for mental status (BIMS)
score of "0" (severe cognitive impairment). The
MDS did not identify behaviors including rejection
of care. The resident had the following signs and
symptoms of delirium: inattention and
disorganized thinking. The resident required
extensive staff assistance with bed mobility,
transfers, dressing, eafing, personal hygiene and
bathing. The resident did not ambutate and used
a wheelchair for mobility. The resident was
accasionally Incontinent of bladder. The resident
was 58 inches tall and 104 pounds. The MDS
identified a weight loss of 5% or more in the last
month or 10% in the last 6 months. The resident
was not an a physician prescribed weight loss

Nurses Notes dated 2/20/18 at 1:30 p.m.
documnented the physician hare for the resident's
recertification, The next entry dated 2/27/18 at 5
p.m. revealed the resident had a mental/physical
status decline. The facility notified the resident's
responsible party of the change. The entry
identificd the resident did not eat or drink anything
that shift. The resident did not respond to verbal
or tactile stimuli. There was no signs or
sympioms of pain/discomfort. Staff provided the
rasident with comfort care and repositioning every

Nurses Notes dated 2/27/18 at © p.m. revealed
the resident cortinued non-responsive.
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‘closed, non-responsive, no intake, the resident's

. Physician interview:

Nurses Notes dated 2/268/16 at 1 a.m. identified
the resident resting with eyes closed. No
rasponse to interaction. Respirations 16 and
shallow, At 11 a.m. the resident rested with eyes

skin is pale with moitfing. At 1 p.m. the resident
rested with agonal {difficult breathing prior to
cardiac arrest) breathing. On the same date at
2:10 p.m. staff found the resident expired.

There was no assessment or physician
notification of lack of intakes and declines after

2/20/18.

When interviewed on 5/30/18 at 10:58 a.m. the
physician stated he would expect notification of
no intakes and a significant weight foss. He
stated he would also expect assessment and
documentation regarding the resident during that
time. He stated the resident was slowly failing
over a long peried of time. The lack of intakes
reflscted her end of life condition related to her
advanced dementia.

Staff Interviews:

On 5/30/18 at 3 p.m. Staff A, CNA (certified nurse
aide) stated the resident always tootled around in
her wheelchair but the 1 to 2 weeks bafore she
died she didn't, She also did not eat or drink. She
wolld not even open her eyaes, she just laid her
head on the labie. Staff reported it to nurses and
they said to iry and give her a milkshake but she
did not take it. The resident used to resist care at
bedtime but {he week before she died she did not

resisf.
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On 5/30/18 at 12:52 p.m. Staff B, LPN {licensed
practical nurse) stated the residerit did not seem
to have pain. She just wanted to sleep. She would
push her tongue over the cup opening when staff
tried to give her a drink . She would pocket food
or not let it in her mouth, The day she passed
away a CNA tried to give her a drink but she didn't
want anything.

On 6/30/18 at 1:34 p.m. Staff C, RN {reglstered
nurse) stated the week or 2 preceding the
resident's death the resident lost a fot of weight.
Staff had kept the resident in her room and the
resident did not eat or drink.

On 5/30/18 at 12:25 p.m. Staff D, CNA stated the
day before the resident expired she was not very
responsive and looked like she was dying. in the
week or 2 preceding the death, the resident
refused food and drink more, She refused a little
more often until eventually she took nothing.

On 5/30/18 at 1214 p.m. Staff E, CNA stated the
day before the resident expired she was up in her
wheelchair. She slated the resident slept all day
and did less ‘toodling” in the wheelchair, Before
she expired the resident just sat there. StaffE
thought the resident was alert the day before she
expired. She stated gradually the resident didn't
eat or drink anylhing. More so the last 4 {o 5
days. Then it got to where the resident would
"iake steep” through the meal,

On 5/20/18 at 1:32 p.m. Staff F, CNA slated a
wesk before the resident passed away she just
ushut down”, got quiet and wouldn't talk. She
declined eating and drinking for a couple weeks.
Staff F stated the resident recelved the milkshake

F 842
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for a long ime because of weight loss, That was
hard for staff to "get down" the resident too.

On 5/20/18 at 3:07 p.m. Staff G, CNA stated
before the resident expired she became 'dead’
weight. The resident was sleepier than usual. She
would refuse food and liquid and hold her mouth
closed. The resident loved Mexican food and
tacos and would always eat thal.

On 5/20/48 at 2:54 p.m. Staff H, CNA stated the
week before the resident expired she went
downhill. She would slesp in her chair instead of
watching staf like she usually did. Staff H noticed
something was wrong. A couple days before she
passed, she refused food and they tried to give
her shakes and liguids. The last week before she
expired the resident did not urinate at all. The
resident usually urinated heavily on his shift. Staff
H told the nurse,

Record review revealed none of the above
information identified by staff was documented in
the Nurses Notes.

2. A MDS with assessment reference date of
1/1/18 assessed Resident #2 with a BIMS score
of "0" (severe cognitive impairment) The MDS did
not identify behaviors including rejection of care.
The resident had the following signs and
symptoms of delirium: inattention and
disorganized thinking. The resident required fotal
staff assistance with bed mobllity, transfars,
dressing, eating, personal hygiene and bathing.
The resident did not ambulate and used &
wheelchair for mobility. The resident was always
incontinent of bowel and bladder. The resident
was 63 inchas tall and 114 pounds. The MDS did

not identify a significant weight loss.
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A Do Not Resuscitate Request {DNR} dated
216117 revealed the resident did not want chest
compressions, defibrillation or intubation. The
form identified the DNR decision would not
prevent the resident from obtained other
emergancy care which would make the resident
more comfortabls which included but was not
fimited to: pain medication, fiuid therapy and
respiratory assistance.

Nurses notes:

Nurses Notes dated 2/27/18 at 2 a.m. revealed
the resident's condition appeared worse. The
resident's eyes looked sunken and dark and the
resident's feet were cold and blue. Respirations
40. The nurse was unabie to fesl puises as the
pulse was too weak and she could not obtain &
blood pressure. Staff notified the DON (director of
pursing). On 6/4/18 at 2:10 p.m. the DON stated
Staff C RN did call her saying the resident was
not doing well. She sald she called the resident's
family. The DON fold Staff C to find out if the
family wanted the resident transferred fo the
hospital. The DON stated she could not fully
recall the details of the call. On the same date at
4:45 a.m. Staff C notified the resident's family of
the resident's condition and they wanted the
resident hospitalized for comfart, The resident
transported o the hospital.

An ED (emergency depariment} physician final
repori dated 2/27/18 revealed the resident arrived
at the ED after staff found het unresponsive at
the nursing home, When the emergency services
personnel arrived the resident was hypoxic with

oxygen in the low 80's. The resident had dryness
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and chapping of the mucus membranes. The
resident's pupits were 2 nm {milimeters) and
nonreactive. The resident's blood work on
2/27/18 at 6:23 a.m. revealed the following:

The resident was diagnosed with lactic acidosis,
acute renal failure, dehydration, hypernatremia,
significant hypotension and unresponsive.

On 5/30/18 at 1:20 p.m. the ED physician stated
with & sodium level of 189 he would guess that
the resident had not drank fluids in the previous 4
ta 5 days, if not longer. She could have been that
way a couple weeks if she had occasional water.
Staft should have been able to tell she was
dehydrated for 3 to & days before the hospital.
The resident was comatose when she arrived at
the ED. He stated after the resident received 1
liter of fluid she as awake and following staff, The
hydration made her responsive.

Staff Interviews:

On 5/30/18 at 1:34 p.m. Staff C, RN stated on the
day the resident went to ED, the resident started
making sounds like a sheep. The resident never
did that before. The day nurse and Staff C
thought the resident had pain. The resident got
barely anything for pain control. Staff C tried to
give the resident crushed Tylenol the first round,
the resident was dry which was strange because
she was usually incontinent of urine, The resident
tooked gaunt like she could die. On the next
round (between 2 a.m. and 4 a.m.) Staff C
checked her vital signs and they were low. Staff G
didn't think the resident would make it Staff C
called the resident's daughter who wanted her
transferred to the hospital. The resident looked
like she was dying. Staff C stated the resident
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was responsive up until 1 a.m.

On 5/30/18 at 3 p.m. Staff A, CNA stated the 2
days before the hospital the resident did not eat

or drink at all.

On 5/30/18 at 12:25 p.m. Staff D, CNA stated the
resident spit food out and got worse in the last
week or 2. The resident would holler and scream.
The resident screamed with increased
movement. Her mouth was dry but she slept with
it open. She normally had deep sunken eyes, The
restdent could ask for drinks.

On 5/30/18 at 12:14 p.m. Staff E, CNA stated the
resident resident was eating and drinking less.
When staff gave her a drink, she would plug the
hole of the cup. She was not eating or drinking
more frequently more and more to the end. She
complained a lot when she was touched or
moved. Even when she wasn't touched, she said
"ow". She was very stiff.

On 5/20/18 at 1:32 p.m. Staff F, CNA stated the
resident was in a lot of pain at the end. the
resident made noises and acted funny for about a
week before she passed away. She didn't want
anything 1o eat or drink for a couple of weeks.

On 5/26/18 at 1:17 p.m. Staff 1, CNA stated the
resident drinking and appetite had decreased,

On 5/29/18 at 12:08 p.m. Staff J, RN stated o few
days before the resident expired she was in paln
and her eating and drinking decreased. The
resident help her lips fogether. She stated on the
same date at 3:44 p.m, when she signed for
resource drink on the MAR that meant the
resident drank it.
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On 5/29/18 at 3:07 p.m. Staff G, CNA stated the
resident's eating and drinking decreased. The
resident refused to eat and hefd her mouth
closed.

On 5/29/18 at 2:54 p.m. Staff H, stated the
resident went down hill. The resident barely ate
anyway but the week the resident expired, she
would just have a spoon of faod in her mouth and
would spit it out. The resident wasn't as
responsive and made sounds. The day before
she expired the resident uncrossed her legs
which was unusual because they were always
crossad. The next day they were crossed.

Physician Interview:

When interviewed on 5/31/18 at 12:22 p.m. the
resident's regular physician stated she would
expect assessment and notification of changes in
intakes and significant weight foss and
documentation of the information. She stated she
saw the resident on 2/23/18 and the resident
seemed pretty normal then. The physician did not
receive any information about changes at that
time. When asked about Staff C's explanation for
the 2 hour gap between a condition change and
ambulance call, the physician stated that was not
a good excuse.

Staff interviews identified a decline in the resident
and other symptoms; record review revealed no
assessments documented in the Nurses Notes.

3. AMDS with assessment reference date of
4/1/18 revealed Resident #5 with a BIMS score of
"13" (no cognitive impairment). The resident

required limited staff assistance with bed mobility,
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transfers and dressing. The resident had
diagnoses that included: diabetes mellitus and
heart failure. .

Nurses Notes dated 2/5/18 (no time listed)
revealed staff received a return fax related to
numerous loose stools. Staff received orders to
obtain a stool specimen to rule out clostridium
difficile. There was no Information available that
an assessment was completed or any previous
entry documented about loose stools. The 2/6/18
fax revealed the resident had foose stools since
23118 and had a loose stool every time she used
the bathroom. The resident had a low grade
temperature of 100.6 degrees and the resident
was lethargic. There was no abdominal
assassment documented.

Nurses notes dated 2/6/18 at 10 a.m. revealed
staff sent a stool sample to the clinic. The entry
did not contain any information about an
assessment.

Nurses notes dated 2/7/18 at 9:25a.m. revealed
staff notified the resident's responsible party
about a status change. the respongsible parly
wanted the resident sent to the hospital. The
entry did not contain information regarding an
assessment.

On 5/31/18 the DON provided & cover page o a
fax which contained the date 2/6/18. The fax
slated to "see attached nursing assessment due
to recent Gl (gastrointestinal) changes”. The fax
contained a nursing assessmant dated 2/6/18 at
11:50 p.m. The assessment revealed the resicent
had dim to absent bowel sounds on the left side
and the resident had multiple incontinent stools

that were yellow mucus with increased odor. The

F 842
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resident had pain rated at "7" on a scale of 0 for
no pain to 10 the worst pain. Staff gave Tylenol
{analgesic) at 10:30 p.m. for resident moaning.
The residents abdomen was distended and
tender to touch. The resident hollered out when
staff palpated the right lower quadrant. None of
the information was documented in the nurses
notes.

A PRN Metlication Administration Record
identified staff administered Tyleno! on 2/5/18 at
93¢ The entry did not say why or if it was
effective

A hospital History and Physical (H&P) dated
2/7/18 revealed the resident presented lo the ED
with abdominal pain. She had the pain for 2
weeks but it was worse lately. The H&P revealed
the resident had colitis most likely Infectious. A
CT of the abdomen included ischemic and
infactious etiotogies, The H&P also identified an
inguinal rash with satellite lesions present. There
was no documentation available from the facility
to identify they assessed the inguinal rash. On
6/29/18 at 12:25 p.m. the DON confirmed she
could not find anything about the facility
assessing the inguinal rash.

£ 868 | QAA Committee
88=D CFR(s): 483.75(g)(1)()-(ii(2)(i)

§483.75(g) Quality assessment and assurance.
§483.75(g)(1) A facility must maintain a guality
assessment and assurance committes consisting
at a minimum of.

(i} The director of nursing services;

(ii} The Medical Dirsctor or his/her designee;

(iii) At least three other members of the facility's
staff, at least one of who must be the

F 842

F 868
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administrator, owner, a board member or other
individual in a leadership role;

§483.75(g)(2) The quality assessment and
assurance committee must:

(i) Meet at least quarterly and as needed to
identifying issues with respect to which quality
assessment and assurance activities are
necessary.

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interview, the
facility failed to maintain a quallly assessment
and assurance committee consisting at &
minimum of: (i) The director of nursing services;
(i)} The Medical Director or histher designee; (jii}
At least three other members of the facility’s staff,
at least one of who must be the administrator,
owner, a board member or other individual in a
leadership role and meet at least quarterly and as
needed to identifying issues with respect to which
quality assessment and assurance activities are
necessary. The facility failed to have a quarterly
QA meeting in December 2017. Facliity identified
a census of thirty-four {34) residents.

Findings include:

1. On 6/4/18 faclity staff provided documentation
of their QA meeting attendance sheets. The
facility held a meeting 8/27/17, 9/26/17 and the
next one being 2/20/18.

During interview on 6/4/18 al 12:01 p.m. the
Administrator said the facility did not have an
administrator in December 2017 so no QA
meeting were carried out for that quarter.
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Plan of Correction, Timely Mission Nursing Home, Provider # 165586

Preparation and/ar execution of this Plan of correction does not constitute admission or agreement by
this provider #165586 of the truth of the facts alleged or conclusions set forth in the Statement of
Deficiencies. This Plan of Correction is prepared solely because provisions of federal and state law
require it. Timely Mission Nursing Home wilf continue to operate and provide service in compliance with
all federal, state and local regulations and codes, and with professional standards and principles to
provide services within this facility. This is Timely Mission Nursing Home credible allegation of

compliance.

(F 580) All professional nurse’s will notify physician and family/responsible party of ALL condition
changes or unusual events. The notification will be documented in the nurse’s notes, including date,
time, who you spoke to and WHAT YOU TOLD THEM. Examples are: significant weight changes, falls and
incidents, skin changes, increased pain and when pain medication is implemented, abnormal labs, new
medication or treatment orders and any other changes, emesis, cough, refusing to eat and shortness of
breath. Resident assessment and condition changes will be identified with a new flagging system which
will notify nurses of charts in need of assessment. The DON will flag charts based on new orders,
communication bocok/24-hour nursing sheet, family observation, physician notes, etc. The DON will
place charting guidelines which instruct the nurse regarding what should be charted in a complete and
accurate manner. All condition changes shall be documented on the first and second shift and third shift
if the resident is awake and experiences a change on that shift. All assessments will be documented in
the nurse’s notes using guidelines on the outside of the chart and every assessment MUST include a
complete set of vital signs. Dietary intake forms have been updated to include fluid documentation
Residents who have compromised fluid intake will be evaluated by the FSS/Consultant Dietician and
Nursing for appropriate interventions. All professional nurses were educated on the signs and symptoms
of dehydration, such as skin tugor, mucus membranes, confusion, decreased urine output, constipation,
dark urine, decreased BP, etc. All professional nurses were educated on both June 1, 2018 and June 5,
2018. The June 5, 2018 was presented by a Nurse Consultant RN. Education will continue an ongoing
time frame. Compliance will be monitored by the Director of Nursing, Administrator and/or designee on
an ongoing time frame, special attention to this Issue will be addressed at the monthly QA meetings. See

attachments.

Note, Staff Member C and MDS Coordinator are no longer employed by Timely Mission Nursing Home




\(/

/ (F 684} All professional nurses were educated on 2 separate occasions, June 1, 2018 and June 5, 2018 on
aspects of providing guality care. Resident assessment was presented, a flagging system was
implemented that will notify nurse of charts that require assessments. The DON will flag charts based on
new orders, communication/24- hour nursing sheet, family observation, physician notes, etc. The DON
will place charting guidelines on the chart which instructs the nurse regarding what should be charted.
All condition changes require charting on the first and second shift and the third shift if the resident is
awake or experiences a change on that shift. All assessments will be documented in the nurse’s notes
using the guidelines on the outside of the chart. Every assessment MUST include a complete set of vital
signs. Physician/Family Notification: Physicians and families will be notified of ALL condition changes,
the notification will be documented completely, accurately in the nurse’s notes, including date and time,
who you spoke to and what you told them. Examples are, significant weight changes, falls and incidents,
skin changes, increased pain, any changes in condition, abnormal labs, new medications and change of
dosage, treatment orders. Hydration: Dietary intake forms have been updated to include fluid -
food/fluid percentage. Residents who have compromised fluid intake will be evaluated by the
FSS/Consultant Dietician and DON for appropriate interventions and physician family notification.
Assessment for dehydration was covered including skin tugor, mucus membranes, confusion, decreased
fiuid output, constipation, dark urine, decrease BP, etc. Water will be passed on each shift and water
pitchers are within reach of residents who can independently drink. A water station was started in the
front lobby for resident convenience and prompting to drink. Al professional nurses were educated on
both june 1, 2018 and June 5, 2018; the June 5, 2018 education was conducted by a Nurse Consultant
RN. Education will continue an ongoing time frame. Compliance will be monitored by the Director of
Nursing, Administrator and/or designee on an ongoing time frame, special attention to this issue will be

addressed at the monthly QA meetings. See attachments.

Note: staff member C and the MDS Coordinator at the time of the deficient practice are no longer
employed by Timely Mission Nursing Home.

&

(F 697) All professional nurses were educated on June 1, 2018 and June 5, 2018 and on an ongoing time
frame on pain management by the Director of Nursing and a RN Nurse Consultant with a special
emphasis on recognizing pain with residents who are non-verbal and unable to express the location of
pain. Also, giving pain medication and/or offering as directed by the physician orders was covered.
Accurate documentation of the MDS and following the Care Plan were also covered. Additionally, the
MDS Coordinator at the time of this deficient practice has terminated employment as well as Staff C, RN.
Compliance will be monitored by the Administrator and Director of Nursing on an ongoing basis and
special attention to this deficient practice will be addressed at the monthly QA meetings.
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> {F 842) All professional nurses were educated on 2 sepa rate occasions, June 1, 2018 and June 5, 2018 on
aspects of complete and accurate documentation and education will be ongoing. Additionally, records
need to be organized and accessible for review. Other areas of concern which were presented were
Resident Assessment to be complete and accurate, Physician and Family notification to include
complete and accurate documentation and to be timely, and Hydration protocol. Upon the new
Administrator starting on March 12, 2018, the MDS Coordinator was replaced as was staff member C,
RN. Compliance will be monitored by the Director of Nursing and Administrator and/or designee on an

ongoing time frame and at the monthly QA meetings.
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> {F 868) Upon the arrival of the new Administrator on March 12, 2018, the facility has conducted QA
meetings every month and will continue to have the QA meetings on a monthly time frame. Those in
attendance are the Administrator, DON, MDS Coordinator and representatives from Dietary,
HK/Laundry, Maintenance, Activities and the Business Office. Additionally, the Medical Director attends
the QA meetings on a quarter time frame, Compliance will be monitored by the Administrator on an

ongoing time frame and at the monthly QA meetings.




