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INITIAL COMMENTS

Correction date L\ ’ \73/ lq

The following deficiencles relate to the facllity's
annual health survey.

{See Code of Federal Regulations {42CFR)

Part 483, Subpart B -G).
Reguest/Refuse/Dsentnue Timnt;Formlte Adv Dir
GFR(s): 483.10(c){6){(8){(g){12)(I1-(v}

§483,10(c)(8) The right ta request, refuse, andfor
discontinue treatment, to participate in or refuse
to participate in experimental research, and to
formulate an advance directiva.

§483.10(c)(8) Nothing in this paragraph should be
construed as the right of the resident to receive
the provision of medical treatment or medical
setvices deemed medically unnecessary or
inappropriate.

§483.10(g){12) The facility must comply with the
requirements specified in 42 GFR part 489,
subpart | {Advance Diractives).

(i) These requirements include provisions to
infarm and provide written information to al adult
residents concerning the right o accept or refuse
medical or surgical treatment and, at the
resident's option, formulate an advance directive.
(it} This includes a written description of the
facllity's policies fo implement advance directives
and appliceble State law.

(iily Facilities are pernitted to contract with other
entities to furnish this information but are still
legally respansible for ensuring that the
requirements of this section are met,

(iv} If an adult individual is incapacitated at the

000

F 678

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

(0 LQHMQ\ Yoo

TITLE (%8} DATE

M\ edor Whaja

Any deficlency statement ending with an asterisk {*) denctes a deficiency which the inslitulion may be excused from corracting praviding it is determined that
other safeguards provido sufficlant protection to the patlents, (See instructions.} Except for nursing hemes, the findings stated above are disclasable 90 days
ollowing the date of survay whather or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available o the facility, If deficlencles are cited, an approved plan of correction is requisite to continued
program perlicipation,
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time of admission and is unable to receive
information ar articulate whether or not he or she
has executed an advance directive, the facllity
may give advance directive Information to the
individual's resident representative in accordance
with State Law.

(v} The facility is not relieved of its obligation to
provide this information fo the individual once he
or she Is able to recelve such information,
Follow-up pracedures must be in place to provide
the information to the individual directly at the
appropriate time.

This REQUIREMENT is not met as evidenced
by:

Based on clinical record review and staff
interview, the facility failed to correctly document
the resident's Advanced Directive status for one
of eighteen residents reviewed. (Resident #74)
The facility census was 89 residents.

Findings include;

Review of the clinleal record for Resident #74
revealed an lowa Physician Orders for Scope of
Treatment (IPOST) dated 3/4/2015. The IPOST
documented medical Intervantions for comfort
measures only and DNR (Do Not Attempt
Resuscitation).

Review of a document labeled Cardioptlmonary
Resuscitation/DNR Order Declaration Form dated
211242019, documented | DO NOT WANT CPR.

The care plan dated 2/12/2019, documented a
focus area for Advanced Directives with an
intervention of resident being a FULL CODE
{desiring cardiopulmonary resuscitation).

During interview on 3/11/19 at 4:05 p.m., the
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Director of Nursing {DON) stated her expectation
would be for advanced directives to match the
residents IPOST and care plan.
F 623 i Notice Reguirements Before Transfer/Discharge F 623
55=p | CFR(s): 483.15(c){(3)-(8)(8}

§483,15(c)(3) Notice hefore transfer.

Before a facility transfers or discharges a
resident, the facility must-

(i} Notify the resident and the resident's
representativa(s) of the transfer or discharge and
the reasons for the move Inwriting and in a
ianguage and manner they understand. The
facility rmust send a copy of the notlce to a
reprasentative of tha Office of the State
Long-Tarm Care Ombudsman,

(li) Record the reasons for the transfer or
discharge in the resident's medical record in
accordance with paragraph (c)(2) of this section;
and .

(ii) Include in the notice the items described in
paragraph {c}(5) of this section.

§483,15(c)(4) Timing of the hotice.

(i Except as specifted in paragraphs {c){(4){il) and
(£)(8) of this sectlon, the notice of transfer or
discharge required under this section must be
made by the facility at least 30 days bsfare the
resident is transfetred or discharged.

(I} Notice must be made as soon as practicable
before transfer or discharge when-

(A) The safaly of individuals in the facility would
be endangered under paragraph {c){(1)((}{C) of
this section;

(B) The health of individuals in the facility would
he endangered, under paragraph (c){1)(()}(D) of
this section;

{GC) The resident's health improves sufficiently to

FORM CMS-25567(02-99) Previous Versions Obsolate

Evenl tD: 48441

Feciily ID; EAQ752

[f continuation sheet Page 3 of 36




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 04/03/2019

FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMEB NO. 0038-0391
STATEMENT OF DEFICIENGIES (¥1} PROVIDER/SUPPLIERICLIA £42) MULTIPLE GONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
165188 B, WING 03/13/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
NORTHCREST SPECIALTY CARE 2001 HEATH STREET
WATERLOO, IA 50703
o) 1D SUMMARY STATEMENT OF DEFIGIENCIES 1D PROVIDER'S PLAN OF CORRECTION o)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 623 | Continued From page 3 F 623

allow a more immadiate transfer or discharge,
under paragraph {c){1){I}{B} of this section;

(D) An Immediate transfer or discharge is
required by the resident's turgent medical needs,
under paragraph {c}(1}{))(A) of this section; or

(E) A resident has not resided in the facility for 30
days.

§483,15(c){5) Contents of the natice. The wiitten
notice specified in paragraph (c){3} of this section
must include the following:

{i) The reason for transfer or discharge;

{ii} The effective date of transfer or discharge;
(iiiy The lacation to which the resident is
transferred or discharged,;

(iv) A statement of the resident’s appeal rights,
including the name, address {mailing and email),
and telephone number of the entity which
recelves such requests; and information on how
to obtain an appeal form and assistance In
completing the form and submitting the appeal
hearing request;

{v) The name, address (malling and email) and
talephane number of the Office of the State
Long-Term Care Ombudsman;

{vl) For nursing facility residents with Intellectual
and developmental disabilities or related
disabilities, the mailing and emall address and
telephone number of the agency responsible for
the protection and advocacy of individuals with
developmental disabiiities established under Part
C of the Developmental Disabilities Assistance
and Bill of Rights Act of 2000 (Pub. L. 108-402,
codified at 42 U1.5.C. 15001 of seq.); and

(vii} For nursing facility residents with a mental
disorder or related disabilities, the mailing and
email address and telephone number of the
agency responsible for the protection and
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advocacy of individuals with a mental disorder
established under the Protection and Advocacy
for Mentally Il Individuals Act.

§483,15(c)(6) Changes to the notice.

If the Information in the notice changes prior to
effecting the transfer or discharge, the facility
must update the recipients of the notlce as soon
as practicable once the updated information
becomes available.

§483.15(c)(B) Notice in advance of facility closure
In the case of facility closure, the individual who s
the administrator of the facility must provide
written notification prior to the impending closure
to the State Survey Agency, the Office of the
State Long-Term Care Ombudsman, residents of
the facility, and the resident representatives, as
well as the plan for the transfer and adequate
relocation of the residents, as required at §
483.70¢1).

This REQUIREMENT is not met as evidenced
by:

Based on dlinical record review and staff
tnterview, the facility failed o notify the
Ombudsman of the hospitalization for three of
nine residents reviewed, {Resident #8, #30 & #4)
The facilily census was 89 residents.

Findings Include:

1. Tha Minimum Data Set {MDS) assessment
dated 12/17/18, documented Resldent #8 had
diagnoses of heart failure, diabetes mellitus and
congestive heart failure,

Nurse Progress Notes dated 2/19/18 at 10:49
a.m., documented an order to send the resident
out via ambuiancs,

FORM CMS-2567(02-99) Pravious Versions Obsclale Event ID: [46H1

Faclity 10: IAQ752

If continuation sheel Page 5 of 368




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED; 04/03/2018

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPPLIERICLIA
AND PLAN OF CORREGTION IDENTIFIGATION NUMBER:

165165

FORM APPROVED
OMB NO. 0938-0391
{%2) MULTIPLE CONSTRLICTION (X3) DATE SURVEY
A. BULDING COMPLETED
B NG 03/13/2019

NAME OF PROVIDER OR SUPPLIER

NORTHCREST SPECIALTY CARE

STREET ADDRESS, CITY, STATE, ZIP GODE
20601 HEATH STREET
WATERLCO, IA 50703

{(X4) D SUMMARY STATEMENT OF DEFIGIENCIES
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING ENFORMATION)

ol PROVIDER'S PLAN OF CGORREGTION
PREFIX {EACH CORRECTIVE ACTION S8HOULD BE
TAG GROSS-REFERENCED TO THE APPROPRIATE
DEFGIENCY)

{%5)
COMPLETION
DATE

FF 823 | Continued From page 5

Nurse Progress Notes dated 2/19/18 at 2;56
p.m., documented the resident was admitted with
pneumonia, sepsis, and acute respiratory failure.
Dacumentation of notification of the Ombudsmen
was absent from the residents health record.

Nurse Progress Note dated 7/19/18 at 12:39
p.m., documented the resldent was transparted
via ambulance to the Emergency Reom.,

Nurse Progress Notes dated 7/19/18 at 3:44
p.m., documented the resident was admitted to
the haospital for pneumonia. Documentation of
notification of the Ombudsmen was absent frarn
the residents health record.

During interview on 3/12/19 at 3:20 p.m., the
Sacial Worker revealed she was using the wreng
form. She acknowledged the Ombudsmen was
not updated of the residents discharges to the
hospital on 2/19/18 and 7/19/18.

2. The Minimum Data Set (MDS) assessment
dated 12/27/18, documented Resident #30 had
dlagnoses of hypertension, Parkinson's disease
and Diabetes Mellitus,

Progress notes dated 2/11/2019, documented the
resident was admitted to the hospital,

Daocumentation of notification of the Ombudsman
was absent from the resident's madical record.

Durlng interview on 3/11/19 at 4:48 p.m., the
social worker confirmed the Ombudsman was not
nofified of resldent's admission to the hospital.

3. The Minimum Data Set (MDS) assessiment
dated 11/30/18, documented Resident #4 had
dlagnoses of neurogenlc bladder, septicemia and

F623
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multiple sclerosis.

Nurse progress notes documented the resident
was hospitalized 11/21/17, 2/2/18, 3/20/18,
6/27/18, 7/20/18, 8/6/18, 9/7/18, 10/25/18, and
11116418,

During review of the Ombudsman notification list
for the dates of sach hospital admission/transfer
out of facllity revealed the resident's name was
not documented on the monthly notification list.

During interview on 3/11/19 at 1:40 p.m,, the
Social Worker stated the bed held natification
was not completed as rasident is a complicated
case, has a lot of equipment in his room, and they
have always held his bed.

F 625 | Notice of Bed Hold Policy Before/Upaon Tmsfr
388=B | CFR(s} 483.15(d}(1)(2}

§483.15(d) Notica of bad-hold policy and return-

§483.15(d)(1} Notice before transfer. Before a
nursing facility transfers a resident to a hospital or
the resident goes on therapeutic leave, the
nursing factlity must provide written information to
the resident or resident representative that
specifles-

(i The duration of the state bed-hold policy, if
any, during which the resident is permitted fo
return and resume residence in the nursing
facility;

(if) The reserve bad payment policy in the state
plan, under § 447.40 of this chapter, if any,

(i} The nursing facility's policies regarding
bed-hold periods, which must be consistent with
paragraph (e)(1) of this section, permitting a
rosident to return; and
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{iv) The information specified In paragraph (e)(1)
of this section,

§483,15(d)(2) Bed-hold notice upon transfer. At
the time of transfer of a resident for
haspitalization or therapeutic leave, a nursing
facility must provide to the resident and the
resident representative written notice which
specifies the duration of the bed-hold policy
described in paragraph (d)(1) of this section.
This REQUIREMENT is not met as evidenced
by:

Based on clinical record raview, facility policy
review and staff interview, the facility failed to
notify the resident or resident represantative of
the bed hold for hospitalization for two of nine
residents reviewed (Resident #8 & #4) The facility
census was 89 residents.

Findings Include:

1. The Minimum Data Set {(MDS) assessment
dated 12/17/18, documented Rasident #8 had
diagnoses of heart failure, disbetes mellitus and
congestive heart failure.

Nurse Progress Notes datad 2/19/18 at 10:49
a.m., documented an order to send the resident
out via ambulance,

Nurse Progress Notes dated 2/19/18 at 2:56
p.m., documented the resident was admitted with
pneumonia, sepsis, and acute respiratory failure.
Documentation of notification of the Ombtidsmen
was absent from the residents health record.

Nurse Progress Note dated 7/19/18 at 12:39
p.m., documented the resident was transported
via ambulance to the Emargency Room,

F 625
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Nurse Progress Notes dated 7/19/18 at 3:44
p.m., documented the resident was admitted to
the hospital for pneumonia, Documentation of
notification of the Ombudsmen was absent from
the residents health record.

Documentation of notification of resident or their
representative regarding the bed hold was absent
from the residents health record for 2/{9/M8 and
7/19/18 admission fo the hospital.

During interview on 3/12/18 at 3:40 p.m., the
Director of Nursing, DON stated the facllity sends
the bed hold with the resident to the hospital. She
stated the nurses are to chart in the progress
notas the resident was aware of the bed hold.

During interview on 3/12/19 at 4,10 p.m., the
Social Worker revealed she was unable to locate
any nurse's note or evaluations, regarding bed
hold for 2/19/18 and 7/198/18 discharges.

3. The Minimum Data Set (MDS) assessment
dated 11/30/18, documented Resident #4 had
diagnosses of neurogenic bladder, septicemia and
multiple sclerosis.

Nurse progress notes dacumented the resident
was hospitalized 11/21/17, 2/2/18, 3/29/18,
6/27/18, 7/20/18, 8/6/18, 9f7/18, 10/25/18, and
11116/18.

Documentation in the resident's health record
falled to identify notification of the resident or the
resident's representative of the facility bed hold
policy for 8 out of the 9 hospitalizations.

A review of the facility Bed Hold Policy with
revision date of 3/14/17 directs Care Initiatives

FORM CMS-2567(02-99) Previous Verslons Obsolete Event ID: 45311

Facllily 1B: 140752

if continuation sheet Page 9of 38




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE 8 MEDICAID SERVIGES

PRINTED: 04/03/2019
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {(*1) PROVIDER/SUPPLIERICLIA
AND PLAN OF GORREGTION IDENTIFICATHON NUMBER:
165168

X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
A, BUILDING COMPLETED
B e 031312019

NAME OF PROVIDER OR SUPPLIER

NORTHCREST SPECIALTY CARE

STREET ADDRESS, GITY, STATE, ZIP GODE
200t HEATH STREET

ss=p | CFR(s): 483.21(b)(1)

§483,21({b) Comprehensive Care Plans
§483.21(b){1) The facility must develop and
implement a comprehensive psrson-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
ohjectives and timeframas to meet a resident's
medical, nursing, and mentai and psychosociai
needs that are identified in the comprehensive
assessment. The comprehensive care plan must
desaribe the following -

(i) The services that are to be furnished to attain
or maintain the resident’s highest practicable
physical, mental, and psychosocial well-being as
required under §483,24, §483.25 or §483.40; and
{ii) Any services that would otherwise be required
under §483.24, §483.25 or §483.40 but are not
provided due fo the resident's exercise of rights
under §483.10, including the right to refuse
treatment under §483.10{c){(6).

{iiiy 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
ratlonale in the resldent’s medical racord.

{(iv}in consuitation with the resident and the
resident's rapresentative(s)-

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

WATERLOO, IA 50703
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agrees to hold the bed of any resident upon the
raturn of a signed hed hold agresment. Each time
a resident goes out of the building, a new bed
hold agreement will be sent with the transferring
resident.
F 656 { Develop/implement Comprehensive Care Plan F 656
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(B) The rasident's preference and potential for
future discharge. Facllities must document
whether the resident’s desire fo return to the
community was assessed and any referrals to
lacal contact agendles andfor other appropriate
entities, for this purpose.

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

This REQUIREMENT is not met as evidenced
by:

Based on observation, clinical racord review and
staff interview, the facility failed to ensure the care
plan was followed for of one of twenty-one
residents reviewed. (Resident #65) The facility
census was 89 residents.

Findings Include:

1. The Minimum Data Set (MDS) assessment
dated 1/30/19, documenied Resident #65 had
diagnoses of non-Alzheimer's dementia and legal
blindness and requiired total assistanca of two for
bed mobility and fransfer.

The care plan updated 8/30/18, included a
prablem of potential for nutritional tisk related to
blindness, diabetes meliitus, depression and
dementis, need for assist at meals. The problem
included an intervention of when assisting
resident at meals, speak loudly and tell resident
what eating.

On 3119 at 6:10 p.m., the resident satin a
geri-chair in the dining room. Staff J, Certified
Nurse Aide, CNA fed the resident numerous
spoonfuls of pudding alternated with chicken
noedle soup. Staff J failed to tell the resident what
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they were being fed.

On 3/12M8 at 7:55 a.m,, the resident satin a
geri-chair at the table In the dining room, Staff K,
CNA sal beside resident and fed hot cereal
alternated with yogurt by the spoonful repeatedly
and failed to tell the resident what they had been
feeding them.,

The care plan also included a problem of
potential for pressure ulcars and skin breakdown
related to diabhetes, Incontinence, impaired
mobility. Chronic reddened areas fo abdominal
folds. History of a recurrent open area on right
buttock related to incontinence. History of
pressure ulcer to right heel and bilateral buttocks.
The problem included the following interventions:

-Heetl coueh to bed to suspend heels as folerated
~Tubi-grips on 'upper extremities as tolerated

-Right hand palm posey when out of bed as
tolerated

On 31119 at 5:43 p.m., the resident laid in bed
with no tubi-grips on bilateral upper arms and no
heel couch on the bad to float heels.

At 6:10 p.m., as the resident sat in a geri-chair for
supper observation revealed no palm protector to
the right hand.

On 3112/19 at 8:34 a.m., Staff K, CNA and Staff
M, CNA positioned the resident in bed with no
heel couch to float heels. The resident had no
tubi-grips on the bilateral upper arms,

A 9:16 a.m., the resident remained in bed with no
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heet couch on tha bed to float heels and no
tubl-grips to the arms.

The care plan also included a problem of resident
requires assistance with activity of daily living
related to impalred visfon/blindness, dementia,
tremors, and ataxia, The problem included an
intervention to assist resident to remain in upright
position for one hour after meals.

On 3/12/19 at 8:31 a.m., Staff M finished
assisting the resident with breakfast, At 8:34
a.m,, Staff M and Staff K transferred the resident
to bed without allowing the resident to sit up for
an hour after breakfast as directed. The resident
had no palm posey in the right hand as planned,

At 1:35 p.m., Staff M stated they thought the
resident had not wam tubl-grips on the arms for
several months because they caused the resident
to have blisters. Staff M stated they laid the
resident down after meals because they thought it
had been the family preference, Staff M stated
they had not used the heel couch or palm posey
for months and had not been aware it had been
on the care plan.

On 3/13/18 at 10:00 a.m., the DON stated they
would expect staff to follow the plan of care.
Services Provided Mest Professional Standards
CFR(s): 483.21(b)(3)(i}

§483,21(b}{3) Comprehensive Care Plans

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

(1) Meet professional standards of quality.

This REQUIREMENT is not met as evidenced

F 656

F 658

—
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by:

Based on observation, clinlcal record review,
staff and resident interviews, the facllity failed to
follow physician orders for three of 22 residents
reviewed (Resident #21, 65 & 77), The facllity
caenstis was 89 residents,

Findings include;

1. Resident #21's Minimum Data Set (MDS)
assessment dated 12/21/18, showad the resident
had heart failure, respiratory failure and chronic
peripheral venous insufficlency.

The Physician Order Statement (POS) directed
staff on 1/10/19 to apply

bitateral tubi-grip size F, then black Velcro
compression wraps. Staff were to apply the black
wrap to the anklas first, then to the resident's calf,
Tighten the compression wraps from the hottom
up, attaching the Velcro in rotation from side to
side. Staff were fo apply these every day and
evening shift related to the resident's
lymphedema.

The Care Plan with a revision on 1/10/19 showed
the resident had bilateral lower extremity edema
related to Congestive heart failure (CHF}, venous
insufficiency and lymphedema. Inferventions far
this problem included to apply bilateral lowsr
extremily compression wraps per physician
orders as tolerated.

During inferview on 03/11/18 at 7:23 am,, the
resident reported getting both feet wrapped every
morning and removed every night.

QObservation on 3/11/19 at 7:32 a.m. showed Staff
G, Certified Nursing Aide {CNA), came in to apply
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the tubi-grips and compression wraps.

Staff C did not apen the clogst to refer to the
diagrams posted on the inside door which
Occupational Therapy {OT) had hung for staff to
refer to in the compression wraps application.
Staff C applied the tubi-grips to the resldents's
legs, applied the black compresslon wraps. The
black compression wraps had Velcro pads that
wollld alternate (crlss-crossjover the other.
There were 2 pieces involved for the application,
one for ankle area and ona for the calf area.
Staff C applied the black compression wrap to the
resident's calf first, then applled the ankle wrap
last. She applied the resident's other leg's
compression wrap in the same manner, calf first
and the lower one sacond, instead of the other
way around.

During interview on 3/12/18 at 11:45 am,,
Occupational Therapy staff reported the
compression wraps should be applied with the
lower ankle wrap first and the calf wrap on last.
The application is important in order to obtain the
graded comprassion effect, which is from the
distal (farthest away from the main body area) to
the proximal area (nearest to the main body
area), Sfaff| did not remember what staff
member received the instructions from her.

During interview on 3/12/19 at 2:40 p.m., the
Director of Nursing (BON}, Consuitant RN and
Assistant Director of Nursing (ADON), discussed
tha situatlon. The DON was surptised to hear
staff did not apply the compression wraps
corractly.

2, The Minimum Data Set (MDS) assessment
dated 1/30/19, documented Resident #85 had
diagnoses of non-Alzheimer's demantia and legal
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hlindness and required total assistance of two for
bed mobility and fransfer.

A physician order summary report included an
order dated 4/29/17, for daily range of motion and
massage to the residents hands every day shift.

The care plan updated 9/21/18, included a
problem of restorative program for range of
motion, The problem included an interventions far
passive range of motion upper extremity
exercises, ten sacond holds all planes 3 times
per week.

A restorative sheet for the month of March 2019
revealed the resident had recelved range of
motion exercises to bilateral upper extremities
three times per week.

On 3/10/19 at 3:06 p.m., the resident laid in bed.
Observation revealed both hands in a tightly
contracted/flexed position.

On 3/12/19 at 9:16 a.m,, Staff L, Restorative Aide
entered the residents room, The resident laid in
bed and Staff L stated the resident had been very
contracted. Staff L stated range of motion was
routinely completed for the resident three times
per wask, Staff L failed to do any massage or
range of motion to the residents right hand, and
failed to complete any massage to the residents
left hand.

On 3/13/19 at 10:00 a.m., the DON stated they

did net know why hand massage and daily range
of motion had been on the physician order sheet.

3. The MDS assessment dated 2/16/9,
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documented Resident#77 had diagnoses of
chronic systolic congestiva heart failure and
required sxtensive assistance of one for bed
mobllity and transfer.

The care plan updated 1/23/18, included a
prablem of altered respiratory status/difficulty
breathing secondary to congestive heart
failure/pneumonia.

A physlcian order summary included an order
dated 1/24/19, for a daily weight and nofify
provider of weight gain greater than 3 pounds per
day or 5 pounds per week.

Clinicat record review revealed the following
welght changes with no physician notification:

219 to 21H0M 8, weight change of 225 {o 228
pounds, threa pound gain

=215 to 2/16/19, welght change of 214 t0 216
pounds, five pound gain

-3/4 to 3/6/19, weight changs of 208 to 211
pounds, three pound gain

Record raview revealed no weight complated on
3/6M9.

The Assistant Diractor of Nursing stated on
3/12/19 at 10:30 a.m., the nurses should have
notified the physician when the weight changes
ocourrad and did not.

Quality of Care

CFR(s): 483.25

F 658

F 684
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§ 483.25 Quality of care
Quuality of care is a fundamental principle that
applies to all treatment and care provided to
facility residents. Based on the comprehensive
assassment of a resident, the facllity 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
hy:

Based on observation, clinical record review and
staff interview, the facility failed to ensure timely
assassments and interventions were completed
for areas of altered skin integrity for one of one
resident with non-pressure skin concerns, The
facility census was 89 residents.

Findings Include;

The Minfmum Data Set (MDS) assessment dated
1/2119, documented Resident #51 had
diagnoses of diabetes mellitus and contusion of
left lower leg and required extensive assistance
of two for bed mobility and total assistance of two
for transfer,

The care plan updated 2/4/18, included a problem
of potential for pressure ulcers and other skin
breakdown related to diabetes, impaired mobility
and incontinence. The problem inciuded an
intervention fo monitor skin with baths and cares.
Report any reddened or open areas to nurse and
physician.

On 3/10M9 at 1:44 p.m., observation revealed
dark purple bruises covering a large area on the
residents bilateral posterior hands, as well as a
tear coverad with a dark scab an each hand. At
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the time the resident stated the bruises on
bilateral hands had bean from when staff turned
the resident from side to side, some of them used =
the residents hands instead of shoulders to turn. K
Clinical racord review revealed no documentation
of an assessment of the residents hands or new
interventions to pravent further damage to the
residents skin.
On 3/11/19 at 4:44 p.m., the Director of Nursing
entered the resident room to assess the residents
hands. The DON stated they were unaware of
any issues with the residents’ hands.
At 4:50 p.m., the DON verified no one had
assessed the residents hands and should have,
F 686 | Treatment/Sves to Prevent/Heal Pressure Ulcer - 688
58=c [ CFR(s): 483.25(b)(1){) (i)

§483.25(b) Skin Integrity

§483.25(b)(1) Pressure ufcers,

Based on the comprehensive assessment of a
resident, the facilily must ensure that-

(i} A resident receives care, consistent with
professional standards of practice, to prevent
pressure ulcers and does not develop pressure
ulcers unless the individual's clinical condition
demonstrates that they were unavoidable; and
(I A resident with pressure ulcers recalves
necessary treatment and services, consistent
with professional standards of practice, to
pramote healing, prevent infection and prevent
new ulcers from developing.

This REQUIREMENT is not met as evidenced
by

Nartherest Soecialiy FE86 G

Exit date: 3/13/19
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Based on abservatian, staff interview and clinlcal
record review the facility failed to prevent the
development of pressure ulcers for 1 of 2
residents reviewed. The resident devaloped 3
pressure Ulcers areas after returning from the
hospital with surgery for a fractured hip, (Resldent
#68) The facility identified a census of 89
residents.

Findings inctude:

1. The Minimurm Data Set (MDS) assessment for
Resident #68 dated 1/3/19 documented
admission after an acute hospital stay and
included diagnoses of diabetes, muscle
weakness and dementia. The MDS documented
the resident required limited staff assistance with
transfers, bad mobliity and ambulation with no
skin concerns for pressure ulcars or injuries. The
MDS documented a welght of 120 pounds.

A Skin Evaluation for Non-Pressure form dated
116119 showed no skin concemns except for the
incision to the left closed fractured hip,

A Progress Note dated 1/6/19 upon return to the
facility documented the resident had no pressure
areas.

The Braden Scale for Predicting Pressure Sare
Risks dated 1/6/18 documented the resident
scored a 17 (at risk for developlng pressure
SOres).

The MDS assessment dated 2/7/19 included
diagnoses of diabetes, dementia, hip fracture,
schizophrenia, muscle wasting and atrophy of the
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left thigh. The MDS documented the resident
required extensive assistance of two for hed
mobility and extensive assistance of one for
transfer, and had a Brief Interview for Mental
Status score of 3 (severe memoty loss). The
assessment showed the resident had weight loss
of 5% or more not prescribed by the physician
and had 3 unstagable pressure ulcers.

The MIS identified the following descriptions of
pressure ulcers:

-Stage | is an intact skin with non-blanchable
redness of a localized area usually over a bony
prominence. Darkly pigmented skin may not
have a visible blanching; in dark skin fones only it
may appear with persistent blue or purple hues.

-Stage |l is partial thickness loss of dermis
prasenting as a shallow open ulcer with a red or
pink wound bad, without slough. May also
present as an intact or openfruptured blister.,

-Stage |lI Full thicknass tissue loss.
Subcutaneous fat may be visible but bone,
tendon or muscle s not exposed. Slough may be
present hut does not obscure the depth of tissue
joss. May include undermining and tunneling.

-Stage IV is full thickness tissue loss with
axposed bone, tendon or muscle. Slough or
eschar may be present on some parts of the
waund bad. Often includes undermining and
tunneling.

The Care Plan updated 1/10/12 (after the findings
of the pressure ulcers)

included a focus area of increased potential for
pressure
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ulcers and other skin breakdown related to
diabetes, incontinence and impaired mobility, with
preasure injuries to the coceyx and bilateral heels
on 1110/18. The problem included the following
interventions:

- gel averiay matfress on bed {11/08/2018),

~ pressure reducing cushion in wheelchair
(1/08/2018).

- keep heels elevated when in bed (1/10/2019),

~ Prafo boots to bilateral feet at all times
(1/10/2019).

~ Treatments per physiclan orders (1/10/2019).

A Non-Pressure Skin Evaluation dated 1/10/19
showed a new injury on the right big toea which
had fluid serous intact blister to the front and
hoftom. The measurement showed 3.3
centimeters {cm) in length and 2.5 cm in width.

A Pressure Injury Evaluation dated 1/10/19
showed a pressure ulcer to the lower coceyx with
the wound bed clean. The measurements
showed 0.5 em in length x 0.5 am in width and no
depth, documenting the area as a stage Hl
pressure ulcer. The report showed the resident's
mattress upgraded to an air mattress and a gel
cushioned to the wheelchair. The report also
showed the resident had not experienced pain
related to the pressure injury.

A Pressure Injury Evaluation dated 1/10/19
showed a pressure ulcer to the resident's upper
coceyx, showing 50 percent (%) with eschar and
50% with white and gray tissue to the wound bad.,
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The measurements showed 0.8 cm in length x
0.5 om in width and 0.1 cm in depth, documented
as unstageable. The report also showed the
resident had not experienced pain related to the
prasstire injury.

A Pressure Injury Evaluation dated 1/10/19
showed a pressure ulcer to the resident's left heel
desctibed as an intact blood blister present. The
maasurements showed 6.5 em in length x 4.5 cm
in width and 0 depth, documented as
unstageable. Staff initlated Prafo boot (heel
protectors) and a pillow under both legs. The
report also showed the resident had experienced
pain related to the pressure injury.

A Pressure Injury Evaluation dated 1/10/19
showed a pressure ulcer to the resident's right
hesl described as an area with purple
discolaration, soft and boggy to the touch with
depth unknown but skin intact. The
measuremenis showed 4.3cmin length x 2 em in
width and 0 depth {unknown), documented as
suspected deep tissue injury. Staff initiated Prafo
boot and a piilow under hoth legs. The report
also showad the resident had not experienced
pain related to the pressurs injury.

On 031119 at 8:35 a.m., staff tofleted the
resident. Observation revealed a small intact dry
Mepilex dressing covering the resident's coceyx.

During observation on 3/11/19 at 10:48 am. Staff
D, Licensed Practical Nurse {LPN) performed the
prescribad treatment to the resident’s heels. The
right heel showed dark brown eschar on the
bottom toward the outer slde of the foot. The area
appeared to be the siza of a nickel touching into
another eschar which appeared the size of a
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dime. The left foot had a large dark brown area
on the entire bottom of the heel. Staff D stated
they thought the pressure sores started from
shoes. Staff O, Registered Nurse (RN} also
observing, stated they showed as blisters in the
beginning. Staff O then stated the resident's
caccyx was neatly healed with the dressing
change due for change on the evening shift.

Progress Notes revealed the following:

- 1/6/19 at 9:47 p.m.: the resident returned fo the
facility, resting in bed.

~ 17119 at 2:17 a.m.: no concerns at the night
shift,

- 1/8/19 at 8:44 a.m.: the resident came out for
breakfast, lost another pound and remains
extremely passive.

- 118119 at 8:47 p.m.. the resident stayed in bed
and refused to come out for supper, sesms very
weaak and will continue to monitar,

- 1/9/19 at 8:20 p.m.: resting quietly tonight.

- 1110119 at 9:07 a.m.; the resident restad in bed
and got ready for breakfast when Staff noted 2
open areas to the resident's coccyx and placed a
Mepilex dressing at the site,

~-1/10/19 at 11:38 a.m.: Nurse was called to room
this a.m., noted 2 small openings on the cocayx.
Areas are present over coceyx (Upper aspect is
unstageable and lower aspect is stage 2). Area
cleansed and meplex border applied, Assistant
Director of Nursing (ADONYRN manager were
notified, Further assessment completed, Resident
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was checked for other skin alterations and noted
blister ta left heel and deep tissue injury to right
heel. Resident also has serous fluid filled blister
to top of right great toe. Resident had complained
of pain to left heel when asked, but unable to
rate, Had eyes closed and relaxed posture while
lying in bed. Maplex border applied. Gsl mattress
overlay replaced with air mattrass. Prafo hoots
applied to bilateral feet and plllow underneath
lower legs. Also upgraded resident wheel ¢hair
cushion to an equi-geal cushion, See pressure
ulcer and skin evaluation. IMPACT was nofified
and requested consult for further wound
management

On 312119 at 9:20 a.m. Staff D, Licensed
Practical Nurse (LPN), stated thay usually work
the residents hall. Staff D reported the hurse
doing a re-admission should make sure to check
the residents skin, especially their heels when
coming back from the hospital, They have had
problems with resident's developing pressure
ulcers when retuning from the hospital. Staff D
stated sha did not re-admit this resident and did
not remember If the resident had an air mattress
on the bad before the residents went io the
hospltal. Staff D stated she would not
automatically put on heel protectors either. She
reported being acutely aware of the necessity to
check resident's heels when returning to the
facility. She noted if the heels are soft and
spongy that is a problem starting and would place
preventative measures right away. If the
resident's heels are intact and firm then thera
prabably isn't a cohcern at that time.

On 3/M2H9 at 2:10 p.m, the Director of Nursing
{DONY), the Cansultant RN, and the ADON
discussed the situation during an interview. The

F 686
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ABDON stated staff reported an opening on the
resident's coccyx on 1/10/19 and she went to
assess the resident. While doing that she felt the
need to also assess the resident's heels. The
ADON found pressure areas on the resident's
heels. The DON remarked the resident had heen
on a repositioning schedule for the nurse aides,
They all agreed the care plan showed
interventions added after the pressure uicers
wera identified. They did not know if the resident
had the heels floated while bed, prior findings to
the pressure areas, buf probably didn't, as no
documentation found including this prevention,
The RN Consultant commented floating the
resident's heels should have been Implemented,
if anything, right after returning from the hospital.
They all verlfied the resident had diabetes, a
small build, limited mobility after surgery and at
risk to develop pressure areas. The ADON noted
the area on the big toe founded as a vascular
injury, as it did not display signs of a pressure
areq as the resident had not ambulated and did
not waar shoes.

The facility's policy dated 1/2015 for Prevention of
Pressure Ulcers documented the purpose: to
promote good skin integrity, to relieve pressure,
restore circulation and promote skin protection in
the affected area.

The guidelines in this Policy included the
following:

- reposition the resident routinely and potion with
pads and plllows to protact hony prominence’s
and maintain proper alignment.

- use elbow and/or heel foot protectors If needed.
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NOTE: any reddened area that remains red
longer than 30 minutes after pressure is refievad
is at high risk for a pressure sore to develop,
F 690 | Bowel/Bladder Incontinence, Catheter, UT F 890
§8=0 | CFR(s): 483.25{e){1)-(3)

§483.25(e) Incontinence.

§483.25(e)(1) The facility must ensure that
resident who is continent of bladder and bowel on
admission racsivas saervicas and assistance to
maintain continence unless his or her clinical
condition is or becomes such that continence Is
not possible to maintain.

§483.25(e){2)For a resident with urinary
incontinence, based on the resident's
comprehensiva assessment, the facility must
ansure that-

{i} A resident whe enters the facility without an
indwelling catheter is not catheterized unless the
resident's clinical conditlon demonstrates that
catheterization was necessary;

{ii) A resident who enters the facility with an
indwelling cathster or subsequently receives one
is assessed for removal of the catheter as soon
as possible unlass the resident's clinical condition
demonstrates that catheterization is necessary,
and

{iii} A resident who is incontinent of hladder
receives appropriate treatment and services to
pravent urinary tract infections and to restore
continence to the extent posslble.

§483,25(e)(3) For a resident with fecal
incontinence, based on the resident's
comprehensive assessment, the facility must
ensure that a rasident wha is inconfinent of bowel
receives appropriate treatment and services to
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restore as much normal bowel function as
possible,

This REQUIREMENT s not met as evidenced
hy:

Based on observation, clinical record review and
staff interview, the fadility falled to complete
catheter cares as ordered for one of four
residents reviewed with a catheter. { Resident #
77) The facility census was 89 residents,

Findings include;

The Minimum Data Set (MDS) assessment dated
211619, documented Resident #77 had
diagnoses of septicemia, retention of urine and
acute cystitls and required extensive assistance
of ane for bed mability and transfar,

A hospital discharge summary documented the
resident had been discharged from the hospital
1/23/19, with diagnosis of acute cystitis, acute
kidney injury and severe sepsis.

A physician order sheet included an order far
Faley cares every shift for sepsis protocol dated
1124119,

The care plan updated 3/1/119, included a problem
of Foley catheter related to urinary retention. The
problem included an Intervention for catheter care
every shift and as needad or per physician order,

On 312119 at 9:37 a.m., the resldent sat In their
raom in a whasl chalr. Staff K, Cerlified Nurse
Aide, CNA and Staff M, CNA emptied the
residents catheter drainage bag. At that time Staff
M stated that would he the extent of catheter
cares far the day shift.
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At 1:44 p.m., Staff K stated day shift completed
no other catheter care for the resident. Staff K
stated the night shift routinely did the actual
cleansing of the catheter, perineal area and
insaition site,

At 2:30 p.m., the Director of Nursing stated they
had just done a skills check and all staff knew
catheter cares were to be completed every shift.
Sufficient Nursing Staff

CFR(s): 483.35(a)(1)(2)

§483.35(a) Sufficient Staff.

The facility must have sufficient nursing staff with
the apprapriate competencles and skills sets to
provide nursing and related services to assure
resident safety and attain or maintain the highest
practicable physical, mental, and psychosocial
well-being of each resident, as determined by
resident assessments and individual plans of care
and considering the number, acuity and
diagnoses of the facility's resident populatioh in
accordance with the facility assessment required
at §483.70(e).

§483.35(a)(1) The facllity must provide services
by suificient numbers of each of the fallowing
types of personnal on a 24-hour basis to provide
nursing care to all residents in accordance with
resident care plans:

(i) Except when walved under paragraph (e) of
this section, licensed nurses; and

{il} Other nursing personnel, including but not
limited to nurse aides.

§483.35{a)(2) Except when waived under
paragraph {e)} of this section, the facility must
designate a licensed nurse o serve as a charge

F 890
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nurse on each tour of duty.

This REQUIREMENT is not met as evidenced
by:

Rased on clinical record review, resident, family
and staff interviews, the facllity failed to answer
resident call lights in a timely manner in order to
meet resident needs. The facility censtis was 89
residents.

Findings include:

1. On 31019 at 10:55 a,m., Resident# 71
raported feeling short of staff and usually had to
walt over 15 minutes for the call lights to be
answered. The resident reported it was usually
20 minutes or more. The resident commented
they are very busy and this hall had many
residents requiring a lot of care, so staffend up
rushing.

2. On 3M0M9 at 10:25 a.m., Rasidant # 58's
spotse reported call lights are usually answered
In 20 minutes or more. The spause reported it
happens usually in the mornings and at
suppertime, when staff are busy. The spouse falt
they are short staffed and rushed,

3. The minimum data set (MDS) assessment
dated 12/24/18, documented Resident #25 had
diagnoses of orthostatic hypotension and cerebral
palsy and had a Brief Intervlew for Mental Status
scare of 15, indicating intact cognition.

During interview on 3/1119 at 4:51 p.m., the
resident stated call light response time had
frequently been a problem. The resident stated
the problem had been thelr need for two
assistance and that was why it frequently takes
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staff longer than 15 minutes to answer call lights.
The resident stated it had happened most
racently within the past few days.

4. The Minimum Data Set (MDS) completed on
115119, documented Reasident #38 had
dlagnoses of aphasfa (inability to speak) and
caerebrovascular accident (stroke)

During interview on 3/10/19 at 11:38 a.m,, the
resident's family stated it takes a while to get
someaone to answer the call lights especially
around meal times. The family member did not
hava specific dates or times but stated it was too
long when a person needs help.

5. The MDS assessment completed on 1/21/19,
documented Resident #83 had diagnoses of
heart fallure, multiple sclerosis, and chronic
obstructive pulmonary disease (COPD) and had a
BIMS score of 13, indicating mild cognitive
impairment.

Puring interview on 3/11/19 at 7:27 a.m,, the
resident stated sometimes it takes a while to get
her call light answered. She was unable to
pravide specific dates or times but stated when
she can not breathe it faels like forever,

Puring interview on 3/12/19 at 10:45 a.im., the
Director of Nursing (DON) stated her expectation
wotlld be that all call lights are answered In less
than 15 minutes. The DON stated she feels they
are adequately staffed but they have a high acuity
lavet with the resident's currently living in the
facliity.

6. During Resident Council meeting on 3/11/19 at
14:00 a.m., three of five residents verballzed
concarn of response time to call ights.

F 725
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§483.60(1) Food safety requirements.
The facility must -

§483.60(1)(1) - Procure food from sources
approved ar considered satisfactory by federal,
state or local authorities.

{i} This may include foed items obtained directly
from local producers, subject to applicable State
and local laws or regulations,

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

(iii) This provision does not preciude residents
from consuming foods not procured by the facllity.

§483.60(1){2) - Store, prepare, distribute and
sarve food in accordance with professional
standards for food service safety.

This REQUIREMENT s not met as evidenced
by:

Based on ohservation, facility policy review and
staff interviews, the facllity failed to ensure dietary
staff followed proper sanltizing recommendations
whan disinfecting the foad prep area in the main
kitchen area. The facllity census was 89
residents.

Findings include:

1. Observation on 11/10/12 at 8:44 am., of the
main Kitchen area revealed a red sanitizer bucket
used for sanitizing the food prep areas, work
surfaces and smalf equipment. StaffA tested the
PH level with a strip of Hydrion tester. The strip
failed to change color to tha appropriate leve!
showling the sanitized waler to be effective. Staff
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A said the strip should read 200 parts per million
{ppm) or even a higher reading. She also
reportad the the red bucket gets changed every
shift, 3 times a day. The color of the {Hydrion}
strip should change from orange to green, which
marks the lavel of 200 ppm, indicating the
sanitizing effects. Staff A acknowledged not
knowing how often ihe water should be changed.

Observation on 3/11/19 at 12:25 p.m., the Dletary
Service Manager checked the red bucket, She
noted the water cold to touch and said it probably
would nhot reach the appropriate PH leval, The
sanltizer bucket did not change colors on the
strip, indicating the bucket did not sanitize or
disinfect the food prep areas. She noted staff
were just using the bucket for cleansing the food
preps areas, The Dietary Supervisor reported
the color of the {Mydrlon) PH stiip should change
from orange to green to show 200 ppm to
indicate the sanitizing effects for cleaning. She
also reported she had informed the staif many
times the rad bucket needed to be changed about
evary 2 hours.

Record raview of the Gleaning Instructions dated
22016 showed the Policy of all kitchen areas and
equipment shall be maintained in a sanitary
manner and be free of buildup of food, grease, or
other soil. Detailed instructions for cleaning each
plece of equipment shall be available to every
employee. In Procedure #6 {part c) it showed the
red bucket of quatinary solution will ba maintained
in the Dietary Department and ufflized to sanitize
small equipment and work surfaces with warm
detergent, This solution is to be tested to register
200 ppm with a gualified test strip often and
changed every 2 fo 4 howrs as needed to enstire
it registers at 200 ppm,
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55=C | CFR{s): 483.70{e){1)-{3)

§483.70(e) Facility assessment.

The facility must conduct and document a
facility-wide assessment to determine what
resources are hiecessary o care for its residents
competently during both day-to-day operations
and emergencies. The facility must review and
update that assessment, as necessary, and at
least annually. The facility must also revlew and
update this assessment whenever there is, or the
facility plans for, any change that would require a
substantial modification to any part of this
assessment, The facility assessment must
address or inciude;

§483.70{e)(1} The facility’s resident population,
including, but not limited to,

(i} Both the number of residents and the facility's
resident capacity;

(li) The care required by the resident population
considering the types of diseases, conditions,
physical and cognitive disabilities, overall acuity,
and other pertinent facts that are present within
that poputation;

{iii) The staff competencies that are necessary to
provide the level and types of care needed for the
resident population;

(iv} The physical environment, equipment,
services, and other physical plant considerations
that are necessary ta care for this population; and
{v} Any ethnic, cultural, or religious factors that
may potentially affect the care provided by the
faciiity, including, but not imited to, activities and
foed and nutrition services.

§483.70(e)(2) The facility's resources, including
but not limited to,
(i} AH buildings and/or other physical structures
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and vehicles;

{il) Equipment {medical and non- medical);

(il Services provided, such as physical therapy,
pharmacy, and spacific rehabilitation therapies;
{iv) All personnel, including managers, staff (both
employaes and thase who provide sepvices under
contract), and volunhteers, as well as their
education andfor training and any competancies
related to resident care;

(v) Contracts, memorandums of understanding,
or other agreements with third parties to provide
services or equipment to the facility during both
normal aperations and emergencies; and

{(vi) Health information technology resources,
such as systems for electronically managing
patient records and electronically sharing
infarmation with other arganizations.

§483.70(e)(3) A facility-based and
community-based risk assessment, utilizing an
all-hazards approach.

This REQUIREMENT is not met as evidencad
by:

Based on review of the Faaility Assessment and
staff Interview, the facllity falled to complete a
tharough evaluatlon of their needs and services.
The facility census was 89 residents.

Findings include:

A review of the Facility Assessment on 3/11/19 at
3:30 p.m., revealed a two page document that
listed the number of residents with specific
diagnoses, a list of equipment needed, a list of
facility staff and education levels and facility third
party agreements. The Facility Assessment does
not evaluate the resident population and identify
resources needed to provide the nacessary
person-centered care and services ihe residents

F 838

A

FORM CMS$-2567(02-99) Pravious Varsions Qbsolate Event iD: 45611

Facllity ID: 1A0752

If continuation sheat Page 35 of 36




PRINTED: 04/63/2018

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIERIGLIA (%2) MULTIPLE CONSTRUGCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
165165 8, WING 03/13/2019

STREET ADDRESS, CITY, STATE, ZIP GODE
2001 HEATH STREET

NAME OF PROVIDER OR SUPPLIER

NORTHCREST SPECIALTY CARE . -
WATERLQO, JA 50703
(41D SUMMARY STATEMENT OF DEFICIENCIES [is} PROVIDER'S PLAN OF CORREGTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
F 838} Continued From page 35 F 838
require,

During interview on 3/12/19 at 3:00 p.m., the
Administrator and Consultant Nurse
acknowledged the assessment was not thorough
and complete, She stated the facility will be
working on expanding and individualizing the
information to identify the specific resident and
staffiing needs.

On 3129 at 4:54 p.m., the Director of Nursing
stated they knew what equipment the facility had
and how much assistance each residents
neaded, The DON stated the facility assessment
was completed by the former adminisirator and it
did not include all resources and services
provided ta residents. The DON stated the facility
was aware the facility assessment had not been
compiete.
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1) F578
Advance Directives

The facility denies that the alleged facls as set forth constitute a deficiency under interpretations
of Federal and/or State law. Preparation and/or execution of this plan of correction does hot
constitute an admission or agreement by this provider of the truth of the facts alleged or
conclusions set forth in this statement of deficiencies. The plan of correction is prepared and/or
executed solely because it is required by the provision of federal and/or state law.

This is my credible allegation of compliance to F578, This allegation does not constitute guiit but
that the facility is in compliance to F578.

In regards to Resident #74 and any similar situated resident. Resident #74 Care Plan has been
Corrected to say see CPR Declaration. All current residents’ care plans were audited to ensure
that cade status declaration form was accurate and care plans updated to say “see code status

declaration.”
Staff educated on date: 3/19/2019 concerning Advance Directives protocol
Social Services and Nurse Management will complete random audits to ensure Advance

Directive, IPOST and Care Plan match ,

2) F623
Ombudsman

The facility denies that the alleged facts as set forth constitute a deficiency under interpretations
of Federal and/or State law. Preparation and/or execution of this plan of correction does not
constitute an admission or agreement by this provider of the truth of the facts alleged or
conclusions set forth in this statement of deficiencies. The plan of correction is prepared and/or
executed solely because it is required by the provision of federal and/or state law.

This is my credible allegation of compliance to F623. This allegation does not constitute guilt but
that the facility is in compliance to F623.

In regards to resident # 8, 30, and 4 and any similar situated resident

Staff educated on date: 3/19/2019 concerning reporting of discharges and transfers to the
Office of the State Long-Term Care Ombudsman

Administrator will monitor and conduct routine audits for compliance. Concerns noted will be
addressed immediately




3) Fe625
Bed Hold

The facility denies that the alleged facts as set forth constitute a deficiency under

interpretations of Federal and/or State law. Preparation and/or execution of this plan of
correction does not constitute an admission or agreement by this provider of the truth of the
facts alleged or conclusions set forth in this statement of deficiencies. The plan of correction is
prepared and/or executed solely because it is required by the provision of federal and/or state
law. '

This is my credible allegation of compliance to F625, This allegation does not constitute guilt but
that the facility is in compliance to F625.

In regards to resident #8 and #4 and any similar situated resident
Staff educated on date: 3/19/2019 concerning the Bed Hold protocol,

Nursing management and social services will monitor and conduct routine audits for
compliance, any concerns will be brought to Daily QA for discussion and resolution

4) F656
Care Plan

The facility denies that the alleged facts as set forth constitute a deficiency under
interpretations of Federal and/or State law. Preparation and/or execution of this plan of
correction does not constitute an admission or agreement by this provider of the truth of the
facts alleged or conclusions set forth in this statement of deficiencies. The plan of correction is
prepared and/or executed solely because it is required by the provision of federal and/or state
law,

This is my credible allegation of compliance to F656. This allegation does not constitute guilt but
that the facility is in compliance to F656.

In regard to resident #65 and any similar situated resident

Staff educated on date; 3/14/2019, 3/19/2019, and 3/20/2019 on following the care plan.
Resident #65, therapy services were enlisted with new recommendations received. The plan of
care has been updated to reflect current recommendations.

Care plans will be monitored via routine audits by director of nursing/designee, any concerns
will be addressed immediately
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5) F658
Following MD Orders

The facility denies that the alleged facts as set forth constitute a deficiency under
interpretations of Federal and/or State law. Preparation and/or execution of this plan of
correction does not constitute an admission or agreement by this provider of the truth of the
facts alleged or conclusions set forth in this statement of deficiencies. The plan of correction is
prepared and/or executed solely because it is required by the provision of federal and/or state

law.

This is my credible allegation of compliance to F658. This allegation does not constitute guilt but
that the facility is in compliance to F658.

In regards to Resident #21, #65, #77 and any similar situated resident

Resident #21, nurses are now donning and doffing black Velcro compression wraps. Education
was completed on 3/20/2019 for nurses concerning following MD orders.

Resident #65 picked up under Part B therapy services to review current restorative
recommendations, New recommendations have been recelved and implemented.

Resident #77, nursing staff educated on proper procedure for weight monitoring and doctor
notification on 3/14/2019 and 3/20/2019,

DON/designee monitoring MD orders routinely for compliance

6) F684
Quality of Care

The facility denies that the alleged facts as set forth constitute a deficiency under
interpretations of Federal and/or State law. Preparation and/or execution of this plan of
correction does not constitute an admission or agreement by this provider of the truth of the
facts alleged or conclusions set forth in this statement of deficiencies. The plan of correction is
prepared and/or executed solely because it is required by the provision of federal and/or state

law.

This is my credible allegation of compliance to F684. This allegation does not constitute guilt but
that the facility Is in compliance to F684.

in regard to Resident # 51 and any similar resident, nurses completed skin checks on all current
residents. In regard to resident #51 immediate skin evaluation was completed and geri-sleeves

were applied to BUE,




DON/designee will complete routine audits to ensure that skin evaluations are being completed
per protocol.

7) F686
Pressure Ulcer

The facility denies that the alleged facts as set forth constitute a deficiency under
interpretations of Federal and/or State law. Preparation and/or execution of this plan of
correction does not constitute an admission or agreement by this provider of the truth of the
facts alleged or conclusions set forth in this statement of deficiencies. The plan of correction is
prepared and/or executed solely because it is required by the provision of federal and/or state
law.

This is my credible allegation of compliance to F686. This allegation does not constitute guilt but
that the facility is in compliance to F686.

Resident #68 staff education on 3/14/2019, 3/18/2019, and 3/20/2019 was completed
regarding pressure ulcer prevention in regard to resident # 68 and similar situated resident.

Resident #68 has healed pressure areas to her coccyx on 3/23/2019.

All residents with a Braden score of 18 or less have heen identified and preventative
interventions are in place. For all new admissions/readmissions/change in conditions are
discussed in morning QA to ensure all preventative measures were implemented per protocol

QA team will conduct routine audits on residents with current pressure reduction interventions
checking for compliance.

8) F690
Catheter Care

The facility denies that the alleged facts as set forth constitute a deficiency under
interpretations of Federal and/or State law. Preparation and/or execution of this plan of
cotrection does not constitute an admission or agreement by this provider of the truth of the
facts alleged or conclusions set forth in this statement of deficiencies. The plan of correction is
prepared and/or executed solely because it is required by the provision of federal and/or state
law.

This is my credible allegation of compliance to F690. This allegation does not constitute guilt but
that the facility is in compliance to F690,



Resident #77 staff educated on proper catheter care protocol. Audits completed on routine
basis by DON/Designee. Staff K and staff M were audited along with the rest of the CNA staff to
ensure catheter care protocol is being followed

9) F725
Call Lights

The facility denies that the alleged facts as set forth constitute a deficiency under
interpretations of Federal and/or State law. Preparation and/or execution of this plan of
correction does not constitute an admission or agreement by this provider of the truth of the
facts alleged or conclusions set forth in this statement of deficiencies. The plan of correction is
prepared and/or executed solely because it is required by the provision of federal and/or state
faw.

This is my credible allegation of compliance to F725, This allegation does not constitute guilt but
that the faclity is in compliance to F725.

Staff has been educated on call light answering protocol on 3/14/2019, 3/19/2019, and
3/20/2019.

Routine resident interviews are being completed by management for cali light respanse
satisfaction. Call lights are being audited for compliance. Concerns are being brought to daily QA
for discussion and resclution.

10) F812
Food Procurement, Store/Prepare/Serve-Sanitary

The facility denies that the alleged facts as set forth constitute a deficiency under
interpretations of Federal and/or State law. Preparation and/or execution of this plan of
correction does not constitute an admission or agreement by this provider of the truth of the
facts alleged or conclusions set forth in this statement of deficiencies. The plan of correction is
prepared and/or executed solely because it is required by the provision of federal and/or state
law.

This is my credible allegation of compliance to F812. This allegation does not constitute guilt but
that the facility is in compliance to F812.

Staff has been reeducated concerning proper kitchen sanitation on 3/12/18.

Random audits will be conducted and brought to QA weekly to ensure protocol is being
followed.




11) F838
Facility Assessment

The facility denies that the alleged facts as set forth constitute a deficiency under
interpretations of Federal and/or State law. Preparation and/or execution of this plan of
correction does not constitute an admission or agreement by this provider of the truth of the
facts alleged or conclusions set forth in this statement of deficiencies. The plan of correction is
prepared and/or executed solely because it is required by the provision of federal and/or state

law,

This is my credible allegation of compliance to F838. This allegation does not constitute guilt but
that the facility is in compliance to F838.

NorthCrest continues to review and update the facility assessment. The facility will continues to
assess the needs of its resident’s population and the resources required to provide the care and
service the resident’s need. |




