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Investigation of mandatory report
#80621-M and complaint # 80793-C
resulted in facility deflciencles.

Complaint # B0814-Cwas substaniiated
without deficiencies.

Investigation of # 80621-M was also referred
to staff in the Abuse Coordinating Unit.

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

FF 580 | Notify of Changes {Injury/Decline/Room, etc.) F 580
- 88=D | CFR{s): 483.10{q)(14)(1)-(iv){15) :

§483.10(g)( 14) Notification of Changes.

(1) A facility must immediately inform the resident;
consult with the resident's physician; 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 potential for requmng
physiclan intervention;

(B) A significant change In the resident's physical,
mental, or psychosocial status (that Is, a
deterioration in health, mental, or psychosocial
status In either life-threatening conditions ar
clinical complications);

(C) A need to alter treatment significantly (that is,
a need to discontinue an existing form of
treatment due to adverse conseguences, or o
commsnce a new form of treatment); or

{D) A decision to'transfer or discharge tha
resident from the facility as specified in
§483.15(6)1 ).

/MLWM e s ey 2[8/207

effclency staterneit endmg wilh an asterisk (*) denotes a deficiency which the institutich may be excused from corscting providing it is determined that
oiher safeguards provide sufficient proteciion to the patients. (Sed instructions.) Except fof nursing homes, the findings Stated above are disclusable 80 days
following the date of survey wiether or not a plan of corection is provided, For nursing Homes, the above Ji indings and plahs of correction are disclosable 14
days following the date these documents are made avallable to jhe facility. If deficlencles are clited, an approved plan of cormetion is requisite to coritinued

progrem garticipation.
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{il) When making notification under paragraph {g)
{14)(i) of this section, the facility must ensure that
all pertinent information specified in §483.15(c){2)
is available and provided upon request to the
physician,

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

(A} A change in room or roommate assignment
as specified in §483.10(e)(8); 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 periodically
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 in its admission agreement
its physicat configuration, including the various
locations that comprise the composite distinct
part, and must specify the policies that apply ta
room changes between its different locations
under §483.15(c){9).

This REQUIREMENT is not met as evidenced
hy:

Based on clinical record review, facility policy
review and staff interviews, the facility failed to
notify a resident's physician following knowledge
the resident drank alcohol, yelled out and tatked

-| to people who were not there for one of seven

resident's reviewed (Resident #5), The facility
reported a census of 59.

Findings include:
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The Minimum Data Set (MDS) assessment dated
11/20/18 documented Rasident #5's diaghoses
included diabetes, seizure disorder, anxiety
disorder, depression, and uncomplicated opioid
(narcotic) dependence. The assessment
documented she had a brief interview for mental
status (BIMS) score of 15 out of 15, indicating
intact memory and cognition. Resident #5
required supervision with transfers, walking and
eating, and the assistance of one staff with
dressing, toilet use and personal hygiene. The
MDS documented that Resident #5 required daily
insulin, antipsychotic, antidepressant and opioid
medications.

The 8/28/18 Care Plan showed a focus area of
Resident #5's risk for falling refated to
gait/balance problems, a history of falls,
psychoactive drug use, and diagnoses of anemia,
anxiety, depression and seizures. The Care Plan
also noted that Resident #5 had diabetes, her
blood sugars should be checked and medications
administered as ordered. An intervention revised
on 11/30118 instructed staff to report all changes
in the resident's level of consciousness, sweating,
shakiness or sweet smelling breath to the charge
nurse. An intervention initiated on 9/26/18
instructed staff to notify Resident #5's family of
changes in condition. The care plan did not
address her alcohol and drug dependency issues.

A Medical Diagnoses list in the resident's
elactronic health record (EHR) documented her
diagnoses also included alcohol abuse, alcohol
induced chronic pancreatitis, alcohol
dependence, suicidal ideations, sedative,
hypnotic or anxiolytic dependence and opioid
dependence.
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Review of a Health Status Note dated 12/26/18 at
7:51 p.m. revealed Staff B, LPN (Licensed
Practical Nurse) documented that Resident #5
had alcohol to drink and was currently in her
room yelling and talking to people that were not
there. Staff B recorded the resident's roommate
expressed concern and asked if anything could
be done for the resident. Staff B planned to call
the on-call doctor about the resident's condition
{however, interview with Staff B revealed she
never called the doctor as planned). At 11:32
p.m., Staff B documented Resident #5 was still
inebriated, threatened staff and called them
vulgar names. Staff B wrote she found an empty
bottle of vodka in the resident's garbage can. A
Health Status Note dated 12/26/18 at 11:32 p.m.
documented that Resident #5 was still inebriated,
threatening staff and caliing them vulgar names.
The nurse wrote she found an empty bottle of
vodka in the resident's garbage can,

During an interview on 2/11/19 at 1:05 p.m. with
Staff B, she stated she worked the 6:00 p.m, fo
6:00 a.m. shift that day and Resident #5
apparently had a lot of behaviors that started on
the previous shift. Staff B said Resident #5 told
the nurse on the previous shift that she wanted
something for anxiety. Staff B said Staff D tald
her they called the doctor and he refused to
prescribe anything for Resident #5's anxiety,
which caused the resident to get upset. StaffD
told them the resident planned to go to church to
take care of her anxiety in her own way. Although
the alternative use of the term church was not
familiar to Staff B, she said other staff members
knew Resident #5 actually meant going to the
liquor store rather than church. Staff D told her
Resident #5 signed herself out and left the facility.
Staff B remembered someone told her they were
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supposed to be checking on Resident #5 every
15 minutes, but she did not see Resident #5
again until medication pass sometime between
7:30 and 8:30 p.m. Staff B heard someone
swearing. Resident #5's roommate approached
her and said it was Resident #5 she heard. Staff
B figured Resident #5 still felt upsst about not
getting something for anxiely. After giving the
roommate her medication, Staff B entered
Resident #5's room and saw her sitting in her
chair with her eyes closed and her arms across
her chest. Rasident #5 did not answer her when
she called her name or when asked if she wanted
fier medication, so Staff B left the room.

Resident #5 had a history of declining things and
would let them know when she was ready at a
later time. Staff B sent a Certified Nuwrsing Aid
{CNA) into Resident #5's room later when she
heard the resident yelling again. Staff B said it
seemed apparent that Resident #5 did not want
ta communicate with her because she had been
in there more than one time and the resident kept
her eyes closed and did not say anything. When
Staff B saw a CNA carrying garbage out of
Resident #5's room she saw an empty bottle of
vodka, but did not know the size bottle (guessing
it to be the size of her hand). The resident's
roommate said Resident #5 talked to people that
were not there and from outside the room, Staff B
overheard what sounded like Rasident #5 yelling
and arguing with someone, Staff B said she tried
to assess her but Resident #5 turned completely
away from her and shut her eyes. Resident #5
said she just wanted to go to sleep when the
nurse asked her what she needed. Staff B stated
she did not smell alcohol on the resident, so she
could not account for har behavior. Despite
documenting that she would, Staff B said she
never cafled the doctor.
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A document titted Clinical Programs Manual
related to Clinical Change in Condition dated
June 2015 noted the overview that: Daily
observation and communication is important in
identifying changes in a resident that requires
further investigation. Daily abservation includes
but is not limited to changes in:

- Participation in daily routines

- Physical assessment (i.e. cardiovascular,
respiratory, mental status, neurological)

- Behavior

- Mobility

- Comfort level

- Response to medications

Clinical care management includes routine
assessment, evaluation, response to changes in
clinical condition and communication with
resident and/or families/responsible parties.

Procedure:

1. Assess resident's clinical status when a
change in condition is identified, This may include
but is net limited to:

- Vital signs

- Lung sounds

- Oxygen level

- Mental/neurological status

-  Bowel sounds

- Skin color, turgor, temperature

- Pain

2. Review the resident's medical record including,
but not limited to:

- Primary diagnosis and medical history

- Labwork

- Medication changes

- Changes in nutritional status

- Advance directives
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- Allergies

3. Review the resideni's condition with an RN,
Note: If the situation requires emergency
attention, this is not applicable.

4. Contact the Physician and provide clinical data
and information about the resident's condition.
Document the notification and physician's
response in the resident's medical record. Initiate
any new Physician's orders.

An interview on 2/27/19 at 2:10 p.m. with the
DON (Director of Nursing) revealed she expacted
staff to notify the physician of significant changes
in a resident's physical or cognitive status
immediately.

F 658 | Devalop/lmplement Comprehensive Care Plan
gs=pD| CFR(s): 483.21{b)(1}

§483,21(b) Comprehensive Care Plans
§483.21(b){1) The facility must develop and
Implement a comprehensive person-centered
care plan for each resident, consistent with the
resident rights set forth at §483.10{c){2) and
§483.10(c)(3), that includes measurable
objectives and timeframes o meet a 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
of maintain the resident's highest practicable
physical, mental, and psychosocial welt-being as
required under §483.24, §483.25 or §483.40; and
{ii} Any services that would otherwise be required
under §483.24, §483.25 or §483.40 but are not
provided due to the resident's exercise of rights

F 580

F 656
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under §483.10, including the right to refuse
freatment under §483.10{c){8).

(iity Any specialized services or specialized
rehabilitative services the nursing facility will
provide as a result of PASARR .
recommendations. If a facility disagrees with the
findings of the PASARR, it must indicate its
rationale in the resident's medical record.

{iv)In consuitation with the resident and the
resident's representative(s)-

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

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

(C) Discharge plans n 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 dlinical record review, facility policy and
staff interview, the facility failed to develop a
comprehensive Care Plan to ensure that one out
of the five residents reviewed (Resident #5) could
attain their highest practicable level of well-being,
The facility reported a census of 59 residents.

Findings include:

The Minimum Data Set (MDS) assessment dated
11/20/18 documented Resident #5's diagnoses
included diabetes, seizure disorder, anxiety
disorder, depression, and uncompiicated opioid
{narcotic) dependence. The assessment
documented she had a brief interview for mental
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status (BIMS) score of 15 out of 15, indicating
intact memory and cognition. Resident #5
reguired supervision with transfers, walking and
eating, and the assistance of one staff with
dressing, toilet use and personal hygiene. The
MDS documented that Resident #5 required daily
insulin, antipsychaotic, antidepressant and opioid
medications.

A Medical Diagnoses list in the resident's
electronic health record (EHR} documented her
diagnoses also included aicohol abuse, alcohol
induced chronic pancreatitis, alcohol
dependence, suicidal ideations, sedative,
hyphotic or anxiolytic dependence and opioid
dependence.

The 8/28/18 Care Plan showed a focus area of
Rasident #5's risk for falling related to
gait/balance problems, a history of falls,
psychoactive drug use, and diagnoses of anemia,
anxiety, depression and seizures. The Cara Plan
also noted that Resident #5 had diabetes, her
blood sugars should be checked and medications
administered as ordered. An intervention revised
on 11/30/18 inatructed staff to report all changes
in the resident's leve! of consciousness, sweating,
shakiness or sweet smelling breath to the charge
nurse. An intervention initiated on 9/26/18
instructed staff to nofify Resident #5's family of
changes in condition. Resident #5's Care Plan
lacked any refevant information and interventions
related to Resident #5's alcohol and drug
dependency issuas. According to staff interviews,
concerhs about Resident #5's potential for
resorting to alcohol use were anticipated in
response ta physicians discontinuing prescribed
opicids for Resident #5,

F 656
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SUMMARY STATEMENT OF DEFICIENCIES

s PROVIDER'S PLAN OF CORREGTION

The facility's Clinical Change in Condition
procedure dated 6/15 directed under point #9 that
staff should review Care Plan goals and
interventions and modify as indicated. Update
staff of the changes.

The Care Plan Development procedure dated
8/15 documented the following:

Point # 2 - The comprehensive care plan is
developed by the interdisciplinary team with input
from the resident, family/flegal guardian and
information derived from the MDS assessment.

Point #3 - Comprehensive care plans are
designed to:

- Include identified resident needs and
strengths,

- Include risk factors associated with needs.

- Indicate goals and objectives that are
measurable and obtainable.

~  The care plan will be reviewed and revised as
needed, when a significant change in condition is
noted, when oufcomes were not achieved, when
outcomes are completed and at least every 92
days.

Paint # 4 - The care plan is integral to the
provision of care to the resident and will be
available to team members who are responsible
for providing care and services. The care plan will
be maintained in the resident's clinical record. All
team members are responsible for reporting any
changes in the resident's condition to the
primary/charge nurse and of any goals or
objectives not being met. Any changes must be
reported to the MDS coordinator for review.
Documentation must be consistent with the
resident's plan of care and revisions will be done
on an as hesded basis and can be done by any
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member of the interdisciplinary team.
An interview on 2/27/19 at 2:10 p.m. with the
Director of Nursing {DON) revealed that she
expeacted a comprehensive care plan to be
developed and maintained to ensure all the
resident's needs would be met.
F 689 | Free of Accident Hazards/Supervision/Devices F 689
s5=J | CFR(8): 483.25(d){1){(2}

§483.25(d} Accidents.

The facility must enstre that -

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

§483.25(d)}(2)Each resident receives adequate
supervision and assistance devices to prevent
accidents.

This REQUIREMENT is not met as evidenced
by:

Based on clinical record review, facility policy
review and staff interviews, the facility failed to
ensure an intoxicated resident (#5) did not leave
the facility without supervision and to an unknown
destination of seven total residents reviewed,
The facility reported a census of 59 residents,

Findings include:

The Minitmum Data Set (MDS) assessment dated
11/20/18 documented Resident #5's diagnoses
included diabetes, saizure disorder, anxiety
disorder, depression, and uncomplicated opioid
(narcotic) dependence. The assessment
documented she had a brief interview for mental
status (BIMS) score of 15 out of 15, indicating
intact memory and cognition, Resident#5
required supervision with transfers, walking and
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eating, and the assistance of one staff with
dressing, toflet use and personal hygiene. The
MDS documented that Resident #5 required daily
insulin, antipsychotic, antidepressant and opioid
medications.

The 8/28/18 Care Plan showed a focus area of
Resident #5's risk for falling related to
gaitlbalance prablems, a history of falls,
psychoactive drug use, and dlagnoses of anemia,
anxiety, depression and seizures. The Care Plan
also noted that Resident #5 had diabetes, her
blood sugars should be checked and medications
administered as ordered. An intervention revised
on 11/30/18 instructed staff to repart all changes
in the resident's level of conscioushess, sweating,
shakiness or sweet smeiling breath to the charge
nurse. An intervention initiated on 9/26/18
instructed staff to notify Resident #5's family of
changes in condition. The care plan did not
address her alcohol and drug dependency issues.

A Medical Diagnoses list in the resident's
electronic health record (EHR) documented her
diagnoses also inciuded alcohol abuse, alcohol
induced chronic pancreatitls, alcohol
dependence, suicidal ideations, sedative,
hypnotic or anxiolytic dependence and opioid
dependence.

The March 2013 revisaed Clinical Programs
Manual related to Elopement Management
instructed:

The facility is to immediately initiate procedures to
locate any resident suspected of elopement.
Notification of appropriate parties will comply with
state and federal regulations,

Elopement is defined as when a resident leaves
the premises or a safe area without authorization
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and/or necessary supervision.

If a resident is identified as cognitively intact,
capable of making independent decisions and
identified as their own person, has physician
authorization and leaves the facility without staff
knawledge, the following procedural steps will be
taken:

Upaon return to the facility, the resident will be
re-educated on facility procedures of leaving,

If the sarne resident confinues to leave without
staff knowledge, the interdisciplinary team and
physician may individualize the search procedure
to address resident patterns.

The Procedure:

1. Form a search team. Verify that staff is
available to stay with current residents.

2. Notify the supervisor immediately of any
suspected elopement. The Supervisor notifies the
Administrator and Director of Nursing {DON) if
the resident is not immediately located.

3. Search all areas of the facility.

4. Search the facility’s immediate grounds and
continue 1o broaden the radius of the outdoor
search,

Note: Initiate an outdoor search with a second
team while the internal search is still underway if
there is health threatening weather or a nearby
external hazard.

5, Interview staff, other residents and visitors.

6. Notify the family and/or responsible party.

7. Notify the resident's physician.

8. Notify law enforcement and the siate agency.

The March 2013 revised Clinical Programs
Manual related to Elopement Prevention
instructed the following:

Elopement is defined as when a resident leaves
the premises or a safe area without authorization
and/or necessary supervision.
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The Procedure;

1. Evaluate all residents on admission for risk of
elopement: All new admissions that are at risk of
elopement will have interventions to put into place
immediately until further assessment is complete.
Interventions include but are nat limited to:

a. Environmental modifications to prevent
undetected exit {(door alarms, wander alerts).

b. Increased frequency of resident location
rounds. .
¢. Any resident that has a change in condition that
places them at risk for elopement.

d. Any resident with a history of
elopement/wandering in a prior setting.

4. Place the Elopement Risk Alert form in the
elopement risk identification notebook and
maintain it in an easily accessible location.

5. Develop the Care Plan with input from the
interdisciplinary team and the resident and
family/responsible party.

6. Initiate individualized interventions to address
tisk of elopement.

7. Communicate individualized interventions to
the caregiving staff, resident and/or
family/responsible party.

A Health Status Note dated 10/17/18 at 1:55 p.m.
documented that a new prescription had been
obtained to administer one
Hydrocodone/Acetaminophen (Norco) 5 mg/325
mg tablet every 4 to 6 hours as needed (PRN) to
Resident #5.

A Health Status Note dated 11/15/18 at 8:05 p.m.
documented that after Resident #5 called her
surgeon's office, he ordered Resident #5's Norco
to be gradually tapered and ultimately
discontinued.
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A Health Status Note dated 12/11/18 at 12:34

p.m. documented that Resident #5 left the facility
to see if staff at an urgent care clinic would order
different pain medication. At 3:38 p.m. Resident
#5 returned from urgent care without new orders.

A Health Status Note dated 12/12/18 at 1:08 p.m.
documented that Resident #5 returned to the
facility with a new order to discontinue any
previous order far Norco and to administer Norco
5 mg/325 mg every 6 hours PRN for seven days
and a recommendation for counseling.

A Health Status Note dated 12/19/18 at 9:02 p.m.
documented that Resident #5 felt unhappy when
the nurse told her she could not administer the
narcotic pain medication she requested because
she did not have an order. Resident #5 called the
Administrator to voice her concerns.

A Health Status Note dated 12/20/18 at 9:48 a.m.
documented an order to administer one Norco 5
moi325 my every 8 hours PRN until tablets that
remained from a previous order were gone, at
which time the order should be discontinued.

A Health Status Note dated 12/22/18 at 6:14 p.m.
documented that the facility called the on-call
doctor in an effort to obtain an order for the
anti-anxiety medication Resident #5 requested.
The nurse documented receipt of an order to
administer one to two Hydroxyzine 25 mg tablets
every 6 hours PRN.

Health Status Notes dated 12/23/18 recorded that
at 1:04 p.m., Resident #5 signed herself out
saying she would retum once she cashed a
check; she left via taxi and returned to the facility
at 1:24 p.m. At 2:57 p.m. Resident #5's
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roommate expressed concern because of the
weird noises she heard Resident #5 making. Staff
D, LPN {licensed practical nurse) documented
Resident #5 told her to leave the room after she
attempted to check her blood sugar. At 4:09
p.m. Staff D, entered Resident #5's room when
she heard her calling out her children's names.
Staff D noted Resident #5 acted differently and
the resident permitted her to check her blood
sugar. Staff D re-entered Resident #5's room to
check her vital signs, af which time she saw
Resident #5 finishing a 200 ml {miliiliter) bottle of
vodka. Staff D received authorization to
administer Resident #5's medication from the
on-call physician, recorded that Resident #5 is
her own responsible party and that she reported
the incident to the on-call nurse.

A Health Status Note dated 12/23/18 at 9:04 p.m.
documented that Staff F, LPN found Resident
#5's wheelchair by the front door and could not
find Resident #5 in the facility at 8:30 p.m. Staff F
contacted Resident #5's daughter to ses if she
picked her mother up. Staff F also noted that
Resident #5 had not sighed out of the facility.
Resident #5's daughter told her she had not seen
her mother in a month. After further investigation,
Staff F documented that another staff member
overheard Resident #5 on the phone asking
someone whether they were going to come and
pick her up. Staff F recorded that another staff
member said she saw Resident #5 leaving the
facility with a woman {not a resident). When Staif
F called again, Resident #5's daughter expressed
concern that her mother may go out and get
drunk and not return to the facility because she
no longer received narcotic pain medication.

Staff F wrote that she spoke to Resident #5 about
7:30 p.m., at which fime she seemed alert and
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criented, and that she notified the Assistant
Director of Nursing (ADON). On 12/24/18 at
12:19 a.m. Staff F documented that Resident #5
had not returned to the facility and had not taken
her medication prior to leaving.

A Health Status Note dated 12/24/18 at 1:45 p.m.
documented Resident #5 returned to the facility at
1:10 p.m. in a friend's personal vehicle. Resident
#5 appeared to be intoxicated with stumbling,
slurred speech, belligerence with staff and
clathes solled with urine and feces. When asked
about her whereabouts, Resident #5 stated she
had been everywhere. Resident #5 stumbled into
her wheelchair, climbed into bed and started
yelling she wanted to go to the hospital as she
complained of having chest pain. After staff
obtained the order, called the ambulance and
notified her daughter, Resident #5 refused to go
with the paramedics after they arrived at 1:15
p.m. The nurse nofified Resident #5's daughter
again and assured her they would monitor
Resident #5 for any distress from detoxing from
{not having) alcohol. Further assessment
revealed that Resident #5 complained of severe
lower back pain and of being very tired.

Health Status Notes dated 12/26/18 at 6:03 p.m.
documented Resident #5 said she wanted
something different for anxiety at 4:15 p.m. Staff
[ wrote that she left a message with the
resident's doctor and the physician's nurse called
back saying the resident's request may not be
addressed that day because of so few staff
members in the clinic. Staff D informed Resident
#5 they may not get a call until the next day.
Resident #5 signed herself out at 5:20 p.m. and
said she was leaving with a church friend. At

7:51 p.m., Staff B, LPN documented that
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Resident #5 had alcohol to drink and was
currently in her room yelling and talking to people
that were not there. Staff B recorded the
resident's roommate expressed concern and
asked if anything could be done for the resident.
Staff B planned to call the on-call doctor about
the resident's condition (however, interview with
Staff B revealed she never called the doctor as
planned). At 11:32 p.m., Staff B documented
Resident #5 was still inebriated, threatened staff
and called them vulgar names. Staff B wrote she
found an empty bottle of vodka in the resident's
garbage can.

Health Status Notes dated 12/27/18 recorded that
at 5:34 a.m. Resident #5 requested to take a walk
outside of the building. The nurse explained that
residents are not allowed to just go out for a walk.
Resident #5 then re-approached her and
requested to go to the hospital, but the resident
refused assessment. When asked if she had an
immediate need, Resident #5 told the nurse she
was having an anxiety attack and in immediate
need of care. The nurse initiated calls to obtain
an order and to notify the on-call nurse, at which
time Resident #5 yefled uncontroliably and
demanded to be let out to walk to the hospital,
The nurse called an emergency ambulance and it
came and took Resident #5 to the hospital, The
nurse notified the physician, the Administrator
and the on-call nurse and documented Resident
#5 as her own responsible party.

A Health Status Note dated 12/27/18 at 5:55 a.m.
documented hospital staff called to inform facility
staff that Resident #5 refused their assistance
and was going to leave the hospital and walk to
her daughter's house. Resident #5 told hospital
staff she would return to the facility by noon that
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day. Resident #5 eloped from the hospital at 5:50
a.m. The nurse also hoted that Resident #5 was
her own responsible persan.

A document dated 12/27/18 at 10,00 a.m.
recorded an interview the DON (Director of
Nursing) and Assistant DON conducted with Staif
B before they ultimately terminated her related to
a series of events that occurred during her 6:00
p.m. to 6:00 a.m. shift on 12/26/18. The events
involved multiple residents, which included
Resident #5. Staff B stated that she had no idea
Resident #5 was intoxicated until the end of her
shift. However: Staff B documented at 7:51 p.m.
that the resident had alcohol to drink and yelled at
peaple not in her room. The Staff B documented
that the on-call would be notified, but failed to
notify the physician. Staff B documented at 11.21
p.m. that Resident #5 refused medications and
was still inebriated; still nobody was notified.
When asked, Staff B stated she did not call
because she did not feel as though it to be an
emergent situation. When asked about conflicting
information between what she said and what she
documaented, Staff B said she did not visually see
Resident #5 drinking alcehol and did not see the
bottle until morning. However, Staff B
documented at 11:32 p.m. that an empty bottle of
vodka was in the resident's frash can. Staff B did
not give any additional explanation about the
incident.

An Interview on 2/6/19 at 3:45 p.m. with Staff D
revealed she knew Resident #5 had a history of
substance abuse so she wanted to let the ADON
know about the 12/23/18 incident. Staff D said
Resident #5 could sign herself out since she was
responsible for herself, but she wanted to check
to make sure in light of the circumstances. Staff
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D stated the on-call nurse told her to keep a close
eye on Resident #5 once she returned from
cashing her check. Staff D said that although
Resident #5 returned, they did not think she
would because she had not been getting Norco
anymore. Facility staff wondered if Rasident #5
left to find something as a substitute for Noreo,
which she did. Resident #5 went to her room
once she returned after cashing her check.
Resident #5's rcommate reported she heard
Resident #5 making strange noises. Staff D then
talked to the ADON and they felt the resident was
on something. Resident #5 initially refused to et
her check her blood sugar, but eventually agreed.
Staff D went back into Resident #5's room to
check her vital signs, at which time she saw the
resident take the final chug from a bottle of
vadka. Staff D said she suspected that Resident
#5 obtained the vodka from a drive through fiquor
store down the road when she left to cash her
check and the resident had a significant history of
alcohol abuse. Resident #5 seemed to abstain
from alcohol because she seemed content as
long as she had access to Norco. The LPN said
Resident #5 left AMA (against medical advice)
last summer, wound up in the hospital after
abusing substances and re-admitted to the facility
after hospitalization. Staff D said that although
she was only invalved in the 12/23/18 drinking
incident, but she believed it happened more than
once. On 2/11/18 at 11:15 a.m. Staff D stated
she did not really know how big of a bottle she
saw Resident #5 drinking, despite documenting
200 ml. Staff D said the resident was really
drunk.

During interview on 2/7/19 at 8:15 a.m. with Staff
F stated that her shift started at 6:00 p.m. on
12/23/18. Staff F said that although she had not
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been assigned as Resident #5's Nurse, she
would have assumed responsibility for her after
10:00 p.m. Staff F remembered seeing Resident
#5 at about 7:30 p.m. and the resident did not
seem to be intoxicated. Resident #5 might have
come up and greeted Staff F. The LPN said she
would have referred Resident #5 to her Nurse if
she asked for medication. Staff F recalled
someone identifiad an unoccupied wheelchair by
the front door as Resident #5's. Staff F said they
searched the building and could not locate her.
Staff F said the nurse assigned to Resident #5
from 6:00 p.m. to 10:00 p.m. said she heard the
resident on the phone asking someone to come
and pick her up and someone else told her they
saw Resident #5 leave with a woman who did not
reside at the facility so they did not search
outside. Staff F called the resident's daughter
when they could not locate her, who did not know
her mother left or where she might have gone,
and the facility's on-call person, the ADON. Staff
F said nobody told her Resident #5 had been
seen intoxicated after finishing the last drink from
a hottle of vodka that day. She remembered
being told about an incident, but she did not recall
it being that day. Staff F spoke with Resident
#5's daughter throughout the night about [ocating
her mother and she left it up to the ADON once
she notified her. Another nurse had been
assigned to Resident #5 at the time she left the
building, but she did exactly what she would have
done if she was assigned to her. Staff F said she
did not know if the facility informed Resident #5's
daughter her mother was intoxicated after
finishing a botile of vodka. Staff F said she did
niot know if they implemented frequent checks
after they saw her drinking and would not have
known until she assumed responsibility for her at
10:00 p.m. Staff F definitely would have called the

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
C
165174 B. WING 02/27/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CCDE
CASA DE PAZ HEALTH CARE CENTER 2121 WEST 19TH STREET
SIOUX CITY, A 51103
K4 D SUMMARY STATEMENT OF DEFICIENCIES D PRGVIDER'S PLAN OF CORRECTION (X8
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 689 | Gontinued From page 20 F 682

FORM GMS5-2567(02-99) Previous Versions Obsolate

Event ID:KBRZ11

Facility ED: 140403

If continuation sheet Page 21 of 36




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

PRINTED: 03/18/2019
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION [DENTIFICATION NUMBER;

165174

{X2) MULTIPLE CONSTRUCTION

A. BULDING

B. WING

(X3) DATE SURVEY
COMPLETED

G
02/27/2019

NAME OF PROVIDER OR SUPPLIER

CASA DE PAZ HEALTH CARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
2121 WEST 19TH STREET
SIOUX CITY, 1A 51103

X4y 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

[i0]
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION

DEFICIENGY)

(x5)

(EACH CORRECTIVE ACTION SHOLHLD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE DATE

F 689

Continued From page 21

physician and monitored Resident #5 very closely
if she found Resident #5 chugging the last of a
bottle of vadka.

An interview on 2/7/19 at 9:15 a.m. with Staff |,
LPN revealed that she assessed Resident #5
when she returned to the facility on 12/24/18 after
being gone ali night. Staff | stated Resident #5
was very intoxicated and covered in feces; the
resident went to lie down. Resident #5
complained of chest pain so she obtained an
order to send her to ER. Once the ambulance
arrived, Resident #5 refused to go with them.
Staff | said she did not know how Resident #5 got
back fo the facility, she only saw her walk in the
door. Staff | stated she did not know Resident
#5's history because she only worked at the
facility for a short while. Staff | said Resident #5
had been upsst recently because physicians
refused to prescribe narcotics to her. As a resuit,
Staff | said Resident #5 left and got drunk.

An interview on 2/7/19 at 8:40 with Staff C, RN,
when asked about her observations of Resident
#5 on the evening of 12/23/18 as her nurse, she
did not recall the specific events of the evening.

An interview on 2/11/9 at 12:15 p.m. with Staff
G, RN revealed that she came to work on
12/27118 at 5:00 a.m. Staff G saw Resident #5 in
the front foyer and she smelled alcohel on the
resident. Resident #5 was very intoxicated,
slurring her words and swearing at the nurse and
a CNA, and the resident wanted to leave the
building on foot. She said they kept telling her it
would dangerous for her to leave because of
being very cold outside. Staff G said Staff B had
heen assigned as the resident's nurse that night,
but another nurse was dealing with Resident #5

F 689
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when she arrived for work. Staff G stated another
nurse obtained an order to send the Resident to
ER. Staff G said she heard about Resident #5
being intoxicated after being caught with a bottle
of vadka a few days before and that Resident #5
should not be able to leave the building without
supervision if she is intoxicated. Staff G stated
instead, staff shoutd notify the doctor and the
resident should be monitored at least every 15
minutes when she is intoxicated. Staff G
believed Resident #5 tried to self-medicate after
doctors refused to prescribe narcatics to her and
knew she had a problem with Norco.

During an interview on 2/11/19 at 1:05 p.m. with
Staff B, she stated the facility fired her, parfly
hecause of an incident involving Resident #5 on
12/26/18. Staff B worked the 6:00 p.m. to 6:00
a.m. shift that day and Resident #5 apparently
had a lot of behaviors that started on the previous
shift. Staff B said Resident #5 told the nurse on
the previous shift that she wanted something for
anxiety. Staff B said Staff D told her they called
the dactor and he refused to prescribe anything
for Resident #5's anxiety, which caused the
resident to get upset. Staff D told them the
resident plannad to go to church to take care of
her anxiety in her own way. Although the
alternative use of the term "church" was not
familiar to Staff B, she said other staff members
knew Resident #5 actually meant going to the
liquor store rather than church. Staff D told her
Resident #5 signed herself out and left the facility.
After report, Staff B saw Resident #5 walking in
the front door, offering it must have either heen a
short church service or she didn't go very far.
Staff B remembered someone told her thay were
supposad to be checking on Resident #5 every
15 minutes, but she did not see Resideni #5
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again unti medication pass sometime between
7:30 and 8:30 p.m. Staff B heard someone
swearing. Resident #5's roommate approached
her and said it was Resident #5 she heard. Staff
B figured Resident #5 still felt upset about not
getting something for anxiety. After giving the
roommate her medication, Staff B enterad
Resident #5's room and saw her sitting in her
chair with her eyes closed and her arms across
her chest. Resident #5 did not answer her when
she called her name or when asked if she wanted
her medication, so Staff B left the room.

Resident #5 had a history of declining things and
would let them know when she was ready at a
later time. Staff B sent a Certified Nursing Aid
{CNA) into Resident #5's room later when she
heard the Resident yelling again. Staff B said it
seemed apparent that Resident #5 did not want
to communicate with her because she had been
in there more than one time and the resident kept
her eyes closed and did not say anything. When
Staff B saw a CNA carrying garbage out of
Resident #5's room she saw an empty bottle of
vodka, but did not know the size bottle (guessing
it to be the size of her hand). The resident's
roommate said Resident #5 talked to people that
wers not there and from outside the room, Staff B
overheard what sounded like Resident #5 yeiling
and arguing with someone. Staff B said she tried
to assess her but Resident #5 turned completely
away from her and shut her eyes, Resident #5
said she just wanted to go to sleep when the
nurse asked her what she needed. Staff B stated
she did not smell alcohol on the resident, so she
could not account for her behavior, Despite
documenting that she would, Staff B said she
never calied the doctor.

An interview on 2/12/19 at 11:40 a.m. with the
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ADON revealed that Staff D notified her about
mid-maorning on 12/23/18 that Resident #5 was
going to cash a check and be right back. Staff D
expressed concern about Resident #5 leaving
and wondered if she should be allowed to go.
According to the ADON, Resident #5 had a
history of leaving AMA, but she made her own
decisions as her own Power of Attorney (POA).
The ADON sald she authorized Resident #5 to
leave. The ADON said she received another call
saying the resident returned safely about 10 or 15
minutes [ater and she then told Staff D to keep an
eye on Resident #5 because of her history of
alcohol abuse and leaving AMA. The ADON
received a call from Staff F later that evening
saying that Resident #5 left with a heavyset
woman after a CNA opened the doar for her, The
ADON said the CNA reported that Resident #5
said she would be back later. The ADON told
Staff F to let her know when she returned. The
ADON said got a very [ate call saying Resident #5
had not returned yst, sometime after 10:00 p.m.
The ADON told Staff F to call her as soon as the
resident returned and she would call the
Administrator to let her know. The ADON said
she called the Administrator as soon as she got
off the phone with Staff F. According to the
ADON, the Administrator said they should keep
reaching out to see if they could find her if
Resident #5 left AMA. The ADON said nobody
mentioned to her that Resident #5 left AMA.
Therefore, the ADON said she did not know if the
resident just went out for the night. The ADON
said the nurse took the liberty of documenting
that she spoke to the ADON about Resident #5
leaving AMA. According to the ADON, shé
believed she told the nurse to call the doctor for
authorization to administer her medication since
she had been drinking alcohol. The ADON said if
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she faced the same situation as Staff F, she
would have monitored the resident frequently,
assessed and re-assessed the resident if she
knew she was intoxicated. The ADON said she
did not personally observe Resident #5 to
determine if she was intoxicated. Between the
time staff saw Resident #5 drinking and the time
they discovered her missing, the ADON said it
wauld be hard to say that enough time lapsed for
her to be sober enough to leave the facility safely.
And it's a fine line because she had been old
staff can't stop anyone from leaving. The ADON
said if she knew the resident was stumbling over
drunk before she left, she would have contacted
the doctor immediately to know what to do. The
ADON said she never faced a similar situation.
When asked, the ADON said she did not know if
she would have called the police under those
circumstances. The ADON said she would follow
the direction of upper management.

An interview on 2/12/19 at 12:15 p.m. with the
Administrator revealed that although she did not
know exactly when they notified her of Resident
#5 being missing on 12/23/18; she knew nobody
called her during the night after their discovery.
The Administrator said she would have expected
them to call her and the DON. Staff should have
also called the hospital and the police since they
found Resident #5 intoxicated before she went
missing. The stated the facility was responsible
for the resident's safety. If Resident #5 drank a
bottle of vodka, it should have been assumed that
she was na longer capable of making rational
decisions.

A subsequent interview on 2/12/19 at 2:30 p.m.
with the ADON revealed that she spoke to the
Administrator the morning after Staff F
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discovered Resident #5 missing. The ADGN said
she told the Administrator about Staff D's concarmn
about the resident leaving the facility with her
history of substance abuse.

A subsequent interview on 2/12/19 at 3:00 p.m.
with the Administrator revealed that she found a
text that she sent to the ADON on 12/24/18 at
9:09 a.m. She said she first talked to the DON
and ADON about it on 12/24/18. The
Administrator considered the text her evidence
that the ADON notified her about the incident at
some point before the time and date of the text,
The Administrator’s text informed the ADON that
she spoke to their Corporate Nurse Consultant;
who asked them to contact the hospitals to see if
Resident #5 happened to be there. They were
also supposed to contact the police and to inform
they wanted to know the status of Resident #5's
welfare if police had any interaction with her.
According to the Nurse Consultant’s instructions,
the facility needed to document they contacted
each hospital and the police to do a wellness
check, The documentation should have also
stated that Resident #5 had not been admitted to
the hospital and police would do a weliness check
if they had contact with her. The Administrator
could not find documentation to verify that those
things were done. The Administrator said she
would have called the Nurse Consultant sooner if
the ADON reportad Resident #5 as still missing
when she first realized it.

A subsequent interview on 2/12/19 at 3:15 p.m.
with the ADON revealed clarification about what
Staff D told her in the mid-afternoon of 12/23/18.
The ADON said Staff D told her she saw Resident
#5 take the last swig out of a bottle of alcohol.
According to the ADON, Staff D did not see her
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drink the whole bottle. The ADON said she told
Staff D to assess Resident #5, take a full set of
vital signs and notify the doctor to see if she could
receive her medications without any interactions
with the alcohol. The ADON said she also told
Staff D to check the resident frequently. The
ADON also clarified she obtained Staff F's call on
12/23/18 at about 8:35 p.m. Staff F told her they
saw Resident #5's wheelchair at the front door.
The ADCON said Staff F's interviews revealed that
Staff J, CNA overheard Resident #5 speak to
someone on the phone earlier trying to get a ride,
Staff J also said she opened the door and saw
Resident #5 leaving with a woman who did not
live at the facility. There had been recent
discussions about Resident #5 leaving AMA in
light of the physicians refusing to prescribe
narcotics to her.

An interview on 2/19/19 at 12:05 p.m. with Staff J,
CNA stated she went in Resident #5's room on
12/23118 at about 2:00 p.m. at the start of her
shift. After a while, the resident's rcommate came
out of their rcom expressing concermn about
Resident #5 acting weird, Staff J entered the
rcom and asked Resident #5 some questions,
which she did not respond to, but Resident #5
said she was in pain. Staff J stated she could not
smell alcohol, but she did not get very close to the
resident. Staff J thought maybe the resident had
low blood sugar so she reported it to Staff D.
Resident #5 told Staff D to get away from her
when she went to check on her. Staff J said she
continued on with her duties. Staff J said she
heard about 3:C0 or 4.00 p.m, that Resident #5
had been drinking. Staff J asked another staff
member what they knew about Resident #5's
condition and thay realized she had been drinking
once they found an empty bottle, Staff J next saw
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Resident #5 around 7:00 or 8:00 p.m. by the front
door. Resident #5 called her over to let her out
the door: the resident did not ask, but said she
was leaving with a visitor. Staff J said she entered
the code for them to leave. Staff J thought
Resident #5 already signed out, but realized she
had not when the nurses were looking for her an
hour or two later. Staff J learned Resident #5 left
without signing out. She did not know if Resident
#5 got in a car or if she walked away, and
Resident #5 did not slur her words or stumble on
her way out the door, The CNA said she seemed
sober, but she acted really mean, Staff J said she
could not smell alcohol on her at that time either.
Staff J stated she knew Resident #5 should not
leave before signing out, but she did not realize
the resident had not signed out. Staff J said she
never knew Resident #5 had a history of
substance abuse.

An Interview on 2/20 at 9:40 a.m. with StaffA, RN
revealed that Staff D brought an empty liquor
bottle out of a resident's room on 12/23/18 at
about 4:00 p.m. and showed it to her. Staf A
estimated the size of the bottle as about 6"
(inches) tall, 4" wide and about 1" to 1 %4" thick.
Staff A said she knew Resident #5 wanted to
leave eatlier in the day to go cash a check. She
and Staff D told Resident #5 there were not any
banks open. Staff A said she did not see Resident
#5 outside of her room after Staff D showed her
the empty bottle, not even in the dining room
when she did medication pass.

An interview on 2/20/19 at 1:10 p.m. with Staff H,
CNA revealed that she did not know Resident #5
had a history of substance abuse. Staff H said
she heard about Resident #5 leaving one night
after she had been drinking. Nobody told her to

o) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCELD TC THE APPROPRIATE DATE
DEFICIENGY)
F 689 Cantinued From page 28 F 689

FORM CMS-2567(02-99) Previous Versions Obsolele

Event ID: KBRZ11

Faclity ID: 140403

If continuation sheet Page 29 of 38




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 03/18/2019
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED

A.BUILDING
C
165174 B.WING 02/27/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
CASA DE PAZ HEALTH CARE CENTER 2121 WEST 19TH STREET
SIOUX CITY, A 51103 ) . _
) SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5
PREFIX (EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED T THE APPROPRIATE DATE
DEFICIENGCY)
F 689 | Continued From page 29 F 689

monitor the resident closely in the preceding days
hefore 12/23/18. Staff H said that although they
had assigned halls, they assist residents
wheraver they're needed.

A subsequent interview on 2/20/18 at 1:40 p.m.
with Staff A revealed she knew Resident #5 had a
history of substance abuse, Staff A said Resident
##5 always asked for pain medication and

believed Resident #5 had diagnoses related to
substance abuse too. Staff A said nobody told her
to monitor Resident #5 carefully because of no
longer receiving pain medication in the days that
praceded the 12/23/18 incident.

An interview on 2/20/19 at 2:30 p.m. with Staff E,
CNA revealed that she worked with Resident #5 a
lat and realized she had a history of substance
abuse. Resident #5 brought alcohol back fo the
facility and came back drunk a couple of times.
Staff E remembered a night they found Resident
#5 drunk in her rcom. Staff E said the resident
yelled, screamed and got really mean. Staff E
said she also knew Resident #5 had a
dependency issue with prescribed

narcotics. Staff E said Resident #5 always
argued and yelled at the nurses about needing
her pills. Staff E recalled muitiple incidents
sometime between mid-December and
mid-January. She remembered the night
Resident #5 left the facility after she got caught
drinking in her room. Staff E said they found an
empty bottle. Staff E said she did not remember if
the resident signed herself out or just left without
telling someone. According to the CNA, every
resident is supposed to tell someone before they
leave. Stalff E said she would ask a resident if
they signed out yet if they asked her to let them
out. Staff E said she did not see anyone visiting
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Resident #5 that night. Staff E recalled another
time when Resident #5 came back drunk after
saying she was going to church. When asked,
Staff E said she did not know that Resident #5
had no longer been getting Norco in the days that
preceded the alcohol related incidents. The CNA
said nobody informed her to check on Resident
#5 frequently. She said it would have been nice to
know that she was not getting narcotics so that
we could have kept a betier eye on her.
According to Staff E, CNAs are around the
residents more than anyone and they need to
know what is geing on.

The incident detailed above resulted in an
Immediate Jeopardy (1J) for facility residents.
The facility abated the 1J situation on 2/21/19
through a combination of staff education on the
needs of residents with histories of substance
abuse, when to inltiate assessment of said
residents and when fo identify abuse allegations
or the need for close supervision.

Dialysis

CFR(s): 483.25(1)

§483.25()) Dialysis.

The facllity must ensure that residents who
require dialysis receive such services, consistent
with professional standards of practice, the
comprehensive person-centered care plan, and
the residents' goals and preferences.

This REQUIREMENT is not met as evidenced
by:

Based on clinical record review, facility policy
review and staff interview, the facility failed to
complete nursing assessments before and afier
dialysis for four of four residents reviewad who
require dialysis (Residents #1, #2, #3 and #4),
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The facility reported a census of 59 residents.
Findings include:

1. The 2/13/19 Minimum Data Set (MDS)
assessment documented Resident #1's
diagnoses included end stage renal (kidney)
disease (ESRD) and diabetes (DM). The Brief
interview for Mental Status (BIMS) score of 13
out of 15 identified Resident #1's cognitive status
as completely intact. The MDS further
documented that Resident #1 required dialysis.

Resident #1's 1/24/18 revised Care Plan noted
his need for dialysis related to renal insufficiency.
Resident #1 should have immediate intervention
if any signs or symptoms of complications from
dialysis occurred. The Care Plan instructed staif
to encourage Resident #1 to go to scheduled
dialysis appointments. Staff membaers are
supposed fo report any signs and symptoms of
renal insufficiency, changes in consclousness,
skin turgor (elasticity}, or heart and jung sounds,

Review of Health Status Notes between 1/18/19
and 2/18/19, revealed staff failed to complete
nursing assessments before and immediataly
after returning from each of 12 outpatient dialysis
treatments in that date range.

2. The 12/19/18 MDS assessment documented
Resident #2's diagnoses included heart failure,
ESRD and DM. The BIMS score of 7 out of 15
identified Resident #2's cognitive status as
severely impaired. The MDS further documented
that Resident #2 required dialysis.

Resident #2's 12/18/18 Care Plan recorded he
received dialysis related to ESRD on Mondays,
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Wednesdays and Fridays with the goal to
minimize potential complications related to
disease or dialysis. Staff members should report
increased edema (swelling) of legs, arms or face
to the provider. The Care Plan also documented
he should be allowed to make decisions about
treatment fo provide him with a sense of control.
Staff members should educate the resident and
family about the risks of not complying with
treatment or care. According to the Care Plan,
Resident #2 refused dialysis at times.

According to Health Status Notes between
1118/19 and 2/18/19, staff failed to complete
thorough assessments before and immediately
after returning from each of 13 outpatient dialysis
treatments in that date range.

3. Tha 1/9/19 MDS assessment documented
Resident #3's diagnoses included anemia, heart
failure, high blood pressure, DM and ESRD. The
assessment documented a BIMS score of 15.

Resident #3's 10/19/18 Care Plan recorded she
recelved dialysis related to renal failure on
Tuesdays, Thursdays and Saturdays. The Care
Plan also noted that Resident #3 was known to
refuse dialysis and medications. According to a
12/28/18 revision, interventions should be
implemented when signs or sympioms of
complications of dialysis are realized.
Interventions include encouraging the resident to
go for his scheduled appointments. Staff shoutd
monitor, document and report any signs or
symptorns of infection like redness, swelling,
warmth or drainage to the access site. A revision
on 11/30/18 warned staff not to draw blood or
check bload pressure on the arm with the graft.
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According to Health Status Notes between
1/22/18 and 2/16/19, staff failed to complete
thorough nursing assessments before and
immediately after returning from each of 8
outpatient dialysis treatments in that date range.

4. The 11/8/18 MDS documented Resident #4's
diagnoses included hear failure, high blood
pressure, DM and dementia. The BIMS score of
14 out of 15 identified Resident #4's cognitive
status as completely intact. The MDS further
documented that Resident #4 required dialysis.

Resident #4's 6/26/18 Care Plan recorded he
raceived dialysis related to renal faillure on
Tuesdays, Thursdays and Saturdays, According
to a 9/25/18 revision, Resident #4 should not
have and signs and symptoms of complications
from dialysis. Interventions include encouraging
the resident to go to his scheduled appointments.
Staff should monitor and document findings of
edema and report any signs or symptoms of
infection; redness, swelling, warmth or drainage
to the access site.

According to Health Status Notes between

11117118 and 12/15/18, staff failed fo compiete a
timely and thorough nursing assessment before
and immediately after returning from each of 10
outpatient dialysis treatmenis in that date range.

A Health Status Note dated 12/18/18 at 11.00
a.m. documented that Resident #4 was very
groggy and difficult to arouse prior to going to
dialysis. Af 11:15 am. documented that Resident
#4 leoft the facility for dialysis. At 2:21 p.m., the
dialysis center called and reported they sent
Resident #4 to the ER (Emergency Room) for an
evaluation. At 2:30 p.m. facility staff informed
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Resident #4's family of the resident being sent to
the ER from dialysis for lethargy.

When asked for their policy related to dialysis
assessments, the facility submitted an August
2015 ravised Clinical Programs Manual related to
Dialysis Communication. The document notes its
Purpose as to provide a method for
communicating resident information between the
nursing facility and dialysis center. The nurse
should camplete the following information prior to
the resident leaving to the dialysis center and
upon refurning fo the facility:

Paoint # 4. Record the following information about
the resident:

- Room number

- ' Transportation and phone number

- Vital signs

- Departure time

- Last blood sugar if applicable

- Dietary concems

- Any medication given before dialysis and any
to be taken at dialysis

- Any changes since last dialysis

- Special instructions to dialysis if any

Point # 6 ~ Send the form with the resident to the
dialysis center

Point # 7 - Request the dialysis nurse to complete
a section of the form.

Point # 8 - Review the form upon return to the
facility.

Point # 9 - Record the fallowing information:
- Arrival time
- \ital signs

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
C
165174 B. WING 02/27/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CCDE
CASA DE PAZ HEALTH CARE CENTER A121 WEST 19TH STREET
SIQUX CITY, [A 51103
K40 SUMMARY STATEMENT OF DEFICIENCIES [} PROVIDER'S PLAN OF CORRECTION 8
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMFLETION
TAG REGUEATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
DEFICIENCY)
F 698 | Continued From page 34 F 698

FORM CMS-2567{02-99) Pravious Versions Obsclele

Event ID: KBRZ11

Facility 1: 1AG403

If continuation sheet Page 35 of 36




DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE &

MEDICAID SERVICES

PRINTED: 03/18/2019
FORM AFPROVED
OMB NO. 0938-0391

- Status of shunt/catheter (dialysis access)

An interview on 2/14/19 at 10:16 a.m. with Staff A,
RN (Registered Nurse) revealed that she found
Resident #4 to be groggy and difficult to arouse
right before he left for dialysis on 12/18/18. StaffA
said she persistently attempted to arouse him to
know if something was wrong or if he merely
ignored her as he sometimes did. Staff A did not
assass Resident #4 any further because he left
for dialysis at the same time she realized that his
condition changed. Staff A said she informed the
Director of Nursing (DON) of how Reslident #4
acted more tired than usual. Staff A said she also
told the DON that dialysis staff liked him sleepier
and notf so angry. She recalled the DON told her
to send Resident #4 fo dialysis bacause they liked
him to be quiet.

An interview on 2/14/18 at 11:05 a.m. with the
DON revealed that she did not know about
Resident #4's change of condition prior to him
leaving for dialysis on 12/18/18, The DON said
the RN should have conducted a thorough
assessment if she realized the resident's leve! of
consciousness changed. The DON also said
thorough assessments should be conducted and
dacumented hefore residents go to dialysis and
when they return. The DON said she realized
their system is flawed and their nurses need to be
educated about following their protocol.
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1. Resident #5 had PCP notified by Charge Nurse of change in condition on
12/27/19. '

2. An audit of the last 30 days of progress notes will be completed on 2/21/19
by the IDT to identify resident assessment and intervention per plan of care.
Concerns identified will be addressed at the time of identification.

3. The Director of Nursing or designee will re-educate nursing staff regarding
the requirement to assess residents for change of condition and to notify the
physician for change of condition. This education will begin on 2/21/19 and
continue until all current nursing staff have been re-educated.

4. An audit will be completed by the Director of Nursing or designee daily for
7 days, 5 times a week for 3 weeks and 3 times weekly for 2 months to vali-
date change of condition assessment with follow up and nofification of the
physician. Results of these audits will be brought to the monthly QA meet-
ing for 3 months and as needed for review and recommendations. The Ad-
ministrator and Director of Nursing will be responsible for ongoing compli-
ance.

5. Date of Compliance: 3/5/19

F656
1. Resident #5 discharged from the center on 1/11/19.

2. An audit Qf current residents diagnosis listing that indicate history of alcohol or
substance abuse, and care plans will be completed on 2/21/19 by the In-
terdisciplinary Team, to validate residents with addiction needs have behavioral in-
terventions in place as required. Concerns identified will be addressed at the time
of identification. An audit of CNA Kardex will be completed on 2/21/19 by the In-
terdisciplinary team to validate behaviors are communicated to caregivers regard-
ing behavior interventions. Concerns identified will be addressed at the time of

- identification.



3. The Director of Nursing will re-educate the care plan coordinator and the li-
censed nursing staff regarding the requirement to care plan needed addiction ser-
vices including behavioral triggers indicating the need for increased supervision
based on assessment interventions beginning 2/21/19 and continuing until all Ii-
censed nurses and care planning staff have been re-educated. Nurse aide staff will
be re-educated regarding the requirement to review the Kardex in the electronic
documentation system for their resident assignment during the beginning of the
shift by the Director of Nursing beginning 2/21/19 and continuing until all nurse
aide staff have been re-educated.

4. An audit will be completed by the Director of Nursing or designee daily for 7
days, 5 times a week for 3 weeks and 3 times weekly for 2 months to validate care
plans are reflective of resident addiction, behaviors with interventions and triggers
for increased supervision. Results of these audits will be brought to the monthly
QA meeting for 3 months and as needed for review and recommendations. The
Administrator and Director of Nursing will be responsible for ongoing compliance.

5. Date of compliance: 3/5/19

F689

1. The Assistant Director of Nursing was suspended pending investigation on
2/13/19 by the Administrator. DON re-educated nursing staff on 12/28/18 re-
garding abuse/neglect, E- interact tools and stop and watch to ensure required

- assessment of change in condition, recognition of abuse/neglect, intervention
and timely reporting. DON re-educated nursing staff on 1/4/19 regarding follow
up on significant changes, when on-call staff is required to notify leadership, in-
cluding documentation requirements when a resident leaves and returns to the
facility.

2. An audit of all current residents diagnosis listing that indicate history of alco-
hol or substance abuse, and care plans will be completed on 2/21/19 by the In-
terdisciplinary Team, to validate residents with addiction needs have behavioral
interventions in place as required. Concerns identified will be addressed at the
time of identification. An audit of CNA Kardex will be completed on 2/21/19 by



the Interdisciplinary team to validate behaviors are communicated to caregivers
regarding behavior interventions. Concerns identified will be addressed at the
time of identification. An audit of the last 30 days related to resident leave of ab-
sence will be completed on 2/21/19 by the IDT to validate documentation sup-
ports the leave of absence as required. An audit of the last 30 days of nursing
notes, resident council and grievances will be completed on 2/21/19 to validate
allegations of neglect are identified, investigated and addressed as required.
Concerns identified will be addressed at the time of identification. An audit of
the last 30 days of progress notes will be completed on 2/21/19 by the IDT to
identify resident assessment and intervention per plan of care. Concerns identi-
fied will be addressed at the time of identification.

3. Facility staff will be re-educated by the Administrator beginning 2/21/19 re-
garding the facilities policy for Abuse and Neglect including examples related to
citation. This education will continue until all center staff have been re-educat-
ed. Staff will not be permitted to work until re-education has been provided. The
Director of Nursing will re- educate nursing staff regarding the requirement to
assess residents for change of condition and to notify the physician for change
of condition. This education will begin on 2/21/19 and continue until all nursing
staff have been re-educated. Nursing staff will not be permitted to work until
this re-education has been completed. The Director of Nursing will re-educate
the care plan coordinator and the licensed nursing staff regarding the require-
ment to care plan needed addiction services including behavioral triggers indi-
cating the need for increased supervision based on assesstment interventions be-
ginning 2/21/19 and continuing until all licensed nurses and care planning staff
have been re-educated. Facility staff will be re-educated by the Administrator
beginning 2/21/19 regarding the requirement to provide supervision to residents
based on assessment or change of condition. This education will continue until
all staff have been re-educated and staff will not be permitted to work until re-
education has been completed. Nurse aide staff will be re-educated regarding
the requirement to review the Kardex in the electronic documentation system
for their resident assignment during the beginning of the shift by the Director of
Nursing beginning 2/21/19 and continuing until all nurse aide staff have been
re-educated. Nurse aide staff will not be permitted to work until they have re-
ceived this re-education. Re-education will be provided by the Administrator
beginning 2/21/19 on the requirements for education and interventions for any



resident requesting to leave AMA and documentation required. This education
will begin 2/21/19 and continue until all nursing staff have been educated. Nurs-
ing staff will not be permitted to work until they receive this re-education.
Education summary for the topics above:

Staff is asked to verbalize types of abuse.

Staff is asked to verbalize situations that may be neglect

Staff is asked what they do if they witness or suspect abuse or neglect. Presenter
then reviews and reinforces intervening and reporting immediately.

Presenter reviewed the guidance to surveyors for F689 and highlighted the re-
quirement for adequate supervision.

The presenter gave the staff scenarios that may require increased supervision
like a change in condition due to an infection, change in condition related to an
impairment of cognition and how they play a vital role in recognition of changes
and timely notification of the nurse or a supervisor in order for supervision to be
adjusted.

Presenter reviewed the requirement of utilizing the careplan and Kardex to
know the resident’s risks and interventions. Visual aid of the Kardex was shown.
Staff was educated on Against Medical Advice including examples of wanting
to leave before discharge planning is complete, requesting to go on a leave of
absence during an episode of impairment. Staff educated on offering alterna-
tives, educating on the risks of leaving against medical advise and the documen-
tation required. .

Staff re-educated on the LOA process including the sign in and out book as well
as that the resident specific LOA orders can be found in the Kardex.

4. An audit will be completed by the Director of Nursing or designee daily for 7
days, 5 times a week for 3 weeks and 3 times weekly for 2 months to validate
care plans are reflective of resident addiction, behaviors with interventions and
triggers for increased

supervision., change of condition assessment with follow up, recognition, inter-
vention and timely reporting of potential abuse/neglect situations and verbaliza-
tion by staff on how to respond to residents requesting to leave AMA. Results of
these audits will be brought to the monthly QA meeting for 3 months and as



needed for review and recommendations. The Administrator and Director of
Nursing will be responsible for ongoing compliance.

5. Date of Compliance: 3/5/19

F698

1. A physical assessment of Residents #1, #2, and #3 was completed on 2/27/19 by
the Licensed Nurse with no change of condition identified. These assessments in-
cluded assessment of the dialysis access site. Resident #4 was discharged from the
center on 12/19/18.

2. An audit of residents receiving dialysis was completed on or before 3/1/19 by
the Director of Nursing to validate that required elements of assessment pre and
post dialysis are reflected in the medical record as required.

3. Licensed Nurses were re-educated on pre and post dialysis assessment require-
ments and documentation by Director of Nursing on or before 3/5/19.

4. An audit will be completed by the Director of Nursing/designee daily for 7 days,
5 times weekly for 3 weeks and weekly for 8 weeks to validate nursing staff con-
tinue to assess residents pre and post dialysis as required. Results of these audits
will be brought to the monthly QAPI meeting for review and recommendations for
3 months and as needed. The Director of Nursing is responsible for ongoing com-
pliance.

5. Date of Compliance: 3/5/19






