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{i} 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
results in injury end has the potential for requiring
physician intervention;

{B) A significant change in the resident’s physical,
mental, or psychosocial status (that is, &
deterioration in heaith, mental, or psychosocial
status in either life-threatening conditions or
clinical complications);

{C} A need to alter treatment significantly {thatis,
a need to discontinue an existing form of
treatment due to adverse conseguences, or o
commence a new form of treatment}; or

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

(i) When making notification under paragraph (g)
{14j(i) of this section, the facllity must ensure that
&l pertinent information specified in §483.15(c){2)
is available and provided upon request to the
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F 000 | INITIAL COMMENTS FO0O| Eo00
Correction Date S [‘ 1 I l ﬂ This plan of correction constitutes our credible
T I Allegation of Compliance, Preparation and or
The following relates o the investigation of facility ““f,‘i‘éi’:“ °§I"‘“"5 plan of comection docs not
reported incidents #81124, 81681 and 81997 and ' vierefthe s;;g:‘h‘;; agreement by the
complaints #80516, #81318, #81657, #81761, P toat of dufcionerion set forth in the
- eficiencies. The plan of correction
#81806, #31908, #81938, #81942 and #82040 is prepared and / or execated solely becanss it s
and abuse allegation #81645. required by the ptovision of the federa! and state
. laws.
See Code of Federal Regulations {(42CFR) Part
483, Subpart B-C.
F 580 | Notify of Changes {Injury/Decline/Room, efc.) F 580
ss=E [ CFR(s): 483.10(g)(14)(i)-(iv){15) . .
! . I
(o §483.10(g)(14) Notification of Changes. ¥ 580 NOTIFICATIONS OF CHANGES |]

A) Residents tesiding in the facility with changes

‘The facitity does and will continue to ensure to
immediately inform fhe resident; consult with the
resident’s physician; and if known, notify the
vésidéiit's legel representative or an interested
family member when there is an accident |
involving the resident which results in injury and
has the potential for requiring physician
intervention; a significant.change in the resident’s
physicat, mental, or psycliosocial statis; anced'to
alter- treatment significantly; or a decision to
transfer or discharge the resident from the

facitity.

i

in condition requiring notification of
responsible party bave the potential fo be
affected in the same manner; esch resident
will have their physician and legal
represeniative notified as required, Residents
5, 8, 9, no longer veside in the facility.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S 816 E
/

i

deﬁclency siatemeant ending with an asterisk {*) denoles a deficlency which the
i sataguards provide sufficient protection to the patients. {See Instructions.) Exdept for nursing homes, the findings etated above are disclosable 80 days
‘Toliowing the date of survey whether of not . plan of correction Is provided. For nursing homes, the above findings and plans of correction are disclosable 14

TITLE 16) DATE

oy Lo I 24

fitution may be excused from comecting providing tt is determined that

days tollowing the date these documents are made avallable to the facility. If deficlencies are cited, an approved plan of correction Is requisite to continued
program participation.
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when there is-

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

(B} A change in resident rights under Federal or
State faw 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

represeniative(s).

§483.10(g)(15) .
Admission to & composite distinct part. A facity

that is a composite distinct part {(as defined in
§483.5) must disclose in its admission agreement
its physical configuration, including the various
locations thet comprise the composite distinet
part, and must specily the palicies that apply to
roorn changes between its different locations
under §483.15(c)(8).

This REQUIREMENT is not rnet es evidenced
by

The following deficiency relates to intakes
818086-C, 81781-C, 81908- and 81942-C.

Based on record review and staff interview the
facility failed to consult with a resident's physician
following an accident, event or change of
condition which ray have potenttal for regquiring
physician intervention and failed to notify family of
an accident, event, change of condition or
transfer from the facility for 4 of 5 sampled.
(Resident #5, #6, #8 and #9) The facility reported
a census of 97.

Findings include:

B) An audiitool was devefoped as a guide for
Department Nursimg Staff to use during
morning QA to ensure, at a minimum all
documentation of assessments, change of
conditions, incidents and interventions, care
plans updates. lab review, wound care, review
of MARS and TAR'S are reviewed during the
QA daily process with proper notification to
physicians and family/frepresentative.

C) ANl nursing staff was re-educated on the
following:

e Proper procedures for notifying
physicians when there is 2
significant change and family/
represeniative.

¢  Documentstion of notification to

physician, families have entries i in
the medical records.

D) The Quality Assurance Nusse or designee will
perform andits to maintain the integrity of
system with results forwarded to the Quality |
Assessment and Assurance Committee for
turther review and recommendation.

E) Responsible Paity: Director of Nursing
Alleged Date of Compliance: 5/17/2019
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physician,
(iii) The facility must also promptly notify the
resident and the resident representative, if any,
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(

b Staff C stated the family found out and was upset,
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1. According to the Minimum Data Set (MD5)
assessment dated 2/20/19 Resident #5 had a
brief interview for mental status (BIMS) score of 5
indicating a severely impaired cognitive status.
Resident #5 required total dependence on others
with mobility, transfers, dressing, toilet use and
personal hygiene needs. Resident #5's diagnosis
Included Non-Alzheimer's dementia, seizure
disorder, Parkinson's and dysphasia.

During an interview on 3/5/19 at 3:30 p.m., Staff.)
{Nurse Aide) stated some time ago while
assisting Resident #5 to eat she choked on green
beans and and tumed colors. Staff J hollered for
Staff K (Licensed Practical Nurse) who performed
the Heimlich mansuver. Resident #5 started
breathing again. The staff assisted Resident #5
to her room and cleaned her up. Staff K stated
Resident #5 was fine, but naver listened 1o her
lungs or assessed her. Staff J stated the next
day Staff C (Assistant Director of Nurses) talked
to Resident #5's daughter. Staff J pulled Staff C
1o the side and informed her Resident #5

o aspirated last night. Staff C was unaware and
stated the event was not charted.

During an interview on 3/5/19 at £:20 p.m., Staff
C (Assistant Director of Nursing) stated Resident
#5 had a choking incident in the fall of 2018,

Staff C stated she was not present but reportedly
Staff K stood behind Resident #5. Staff C did not
know if Staff K performed the Heimlich maneuver.

Staff K no longer cared for Resident #5.

During an interview on 3/5/19 at 5:47 p.m., the
Directar of Nursing (DON}, provided

Deparimental Notes dated 10/10/18 at 4:36 p.m.

F 580
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that documented Resident #5 had a choking
avent and the Heimiich maneuver performed.
The DON confirmed Staff C completed the entry
three days after the event and Staff C was not the
involved in the event. The DON reported the
record lacked an assessment and physician
rwofification of the event. The DON stated she
would expect siaff to fill out an incldent report with
&n assessment and all pertinent notifications and
for the nuree to document the event in the nurse's
notes. The DON provided an incident report
related to the event compleled by Staff C, not the
nurse involved. and there was no recorded
assessment or family or physician notification,

2. According to the Minimum Data Set (MDS)
assessment dated 2/8/19 Resident #5 had a brief
interview for mental status (BIMS) score of §
indicating an impaired cogritive status. Resident
#6 required extensive assistance with mobility,
transfers, dressing, follet use and personal
hygiene needs. Resident #6's diagnosis included
Alzhelmer's disease, Non-Alzheimer's dementla,
diabetes mellitus, hypertension and urinary tract

infection.

During an Interview on 4/2/19 at 2:00 p.m., StaffZ
(Licensed Practical Nurse) stated on 2/3/19
Resident #6 complained of his bottom hurting,
Staff Z observed Resident #5's buttocks and
noted (3) Stage If pressure ulcers. Staff Z
dosumented an assessment on a wound
assessment report and completed a fax
notification form requesting an order for ¢leansing
the wounds and applying Galmoseptine three
times a day until healed. Staff Z reported she did
not personally contact the physiclan and did not
fax the order request, but instead placed it in the

physician’s folder. Consequently the physician
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did not see the order request untit 2/519 and
wound treatment was not initiated until 2/6/15.

Acconding to the Treatment Administration
Record (TAR) for February 2019 revealed
Resident #8 received the initial treatment of
Calmoseptine ointment to the buttocks on 2/6/18.

3. According to the Minimum Data Set (MDS)
assessment dated of 1/31/19 Resident#9 had a
brief interview for mental status (BIMS) score of 9
Indicating a moderately impaired cognitive status.
Resident #9 required extensive assistance with
mobllity, transfers, dressing, tollef use and
personal hyglene needs. Resident #9's diagnosls
included hypertension, digbetes mellitus, arthritis
and chronic obstructive putmonary disease.

During an interview on 3/13/19 at 2:30 p.m., Staff
H (Registered Nurse) stated on the evening of
2{28110 she received lab results for Resident #9.
The lab results showed renal fallure. Staff H
contacted the on-call physician and reported the
findings. Staff H asked if Resident #9 should be
sent out for evaluation. Staff H stated the on-call
physician {not Resident #9's primary care
physician) stated no and hung up abruptly. Staff
H stated she was concerned and instructed the
ovemnight staff to report to the day shift nurse that
the primary care physician needed notified of the
lab results first thing in the moming. StaffH
stated the foliowing day she came into work early
{12:00 p.m.) to ensure someone had followed up
on the lab results. Nothing had been followed up
on and she instructed Staff P (day shiit nurse) to
contact the physician. Staff P stated she thought
Resldent #9's condilion was chronic renal failure.
Staff H stated the physician was eventually

contacted, but she was upset with the delay in

F 580
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seeking medical attention.

During an inferview on 3/13/19 at 12:08 p.m.,
Staff S (Registered Nurse) stated she came into
work at 2:00 p.m. on 3/1/19 and in report given by
Siaff P, Resident #9 had abnormal lab restilts last
night and the on-call physician instructed staff to
follow up with the primary care physician the next
morning. Staff S stated nothing had been done,
s0 she told Staff P and Staff T they needed to
take care'of it, Staff S stated she didn't do much,
but when she checked the nurse's notes later,
there was nothing documented, so ehe wrote a
note. Staff § stated did not nolify the family.

During an interview on 3/13/19 at 9:30 a.m. Staff
P {Registered Nurse) stated she was working the
morming of 3/1/19 and assigned north hall, which
includes Resident #9. Staff P stated she recalled
Resident #9 complaining of nausea that day, but
did not recall being informed of abnormal lab
results. Staff P stated at shift change (2:00 p.m.)}
Steff 8, asked her to contact the physician and
make arrangements to send Resident #9 out for
evaluation. Staff P stated she contacted the
physician assistant and received an order to send
Resident #9 out for an eveluation. Staff P stated
she was not Involved with anything else. Staff P
stated it was facility practice to nofify family of
transfers out of the facility. Staff P reported she
did not contact the family.

During an interview on 3/13/19 at 1:15 p.m., Staff
T (Licensed Fractical Nurse) stated she worked
Resident #9's unit on 3/1/19. Staff P stated
Resident #8 had abriormai lab results related to
renal failure, but noted there was nothing to do.
Staff T stated she was familiar with Resident #9
and contacted the Physician's Assistant and

Event [D:0NGB1 Facility 103: 140607 IF continuation sheet Page 6 of 80
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obtained an order to transfer Resident #0 to the
hospital. Staff T stated she did not notify the
family of the transfar.

During an interview on 3/13/19 at 12:01 p.m,, the
Physician's Assistant (PA) stated she did not
recall the specifics regarding Resident #5 being
sent to the emergency room fo be evaluated.

The PA stated the necessity of immediate
notification of the Iab results wouid depend on the
resident's baseline arid if his condition was.

worsening. -

During an interview on 3/13/19 at 12:25 p.m.,
Resident #9's son stated he arrived at the facility
on 3/1/19 at 6:00 p.m. and discovered his father
had been sent to the emergency room a couple
hours eariier. Resident#9's son slated he went
to the hospital and his father was admiited with
acute renal failure and dehydration. Resldent
#9's son stated he was not informed of his fathers
abnorma! fab results or of him being sent out to

the hospital.

4. According to the Minimum Data Set (MDS)
asseasment dated of 2/14/19, Resident #8 had a
brief interview for mentatl status (BIMS) score of 6
indicating a severely impaired cognitive status.
Resident #8 required extensive assistance with
mobility, transfers, dressing, tollet use and
personal hygiene needs. Resident #8 had
frequent incontinence of bowel and a catheter.
i Resident #8's diagnosis included atrial fibrillation,
S hypertension, cerebraf infarction and failure to .
thrive.

During an interview on 3/13/19 at 2:00 p.m. Staff
W {Physical Therapy Assistant) stated back In

February she discovered a blister on Resident N
Event ID: NGB Faclity ID; 1A0601 H continuation sheet Page 7 of 80
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‘poing fo float the heel with plllows. Staff H stated

#8's right heel. Staff W stated she reported her
findings to an unknown nurse and documanted

the observation.

The Physical Therapy Treatment Encounter notes
dated 2/18/18 revesled a blister observed on
Resident #8's right heel. The nursing department
nofified and unaware of the blister and stated they
woild provide heel float/booties for Resident #9,

The Deparimenta? Notes lacked of documentation
of the blister on Resident #9's right heel, lacked a
wound assessment report, lacked physiclan
notification, lacked family notification and lacked
care plan interventions related to wound care.

During an Interview on 3/13/19 at 4:40 p.m., Staff
H (Reglstered Nurse) stated Staff T informed her
of the blister. Staff H stated at the time they were

ghe did not notify a physician as she thought Staff
T probably had. Steff H stated she rememberad
telling the overnight staff about the blister. Staff
H stated she does not remember if interventions

were added to the care plan.

During an interview on 3/14/19 at 10:30 a.m.,
Staft X (Nurse Aide) stated on 2/24/19 she
discovered a sore on Resident #8's bottom and
reported it to Staff T (Licensed Practical Nurse)
but'noted nothing was done. On 2/26/19, Staff X
stated the sore worsened and she reporied this to
Stalf Y {Licensed Practical Nurse) as well as the
discovery of a huge blister on her right heel.

Review of Departmental Notes lacked
documentation of the reported pressure ucer on
Resident #8's left buttock, lacked a wound

assessment, Ia_cked physician notification, lacked
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family notification and lacked care plan
interventions for wound care.
During an inferview on 3/14/19 at 10:19 am.,
Staff Y (Licensed Praclical Nurse) stated Staff X
{Nurse Aide) informed her on 2/26/19 of the right
heel blister and the sore on Resident #8's botiom.
Staff Y stated Staff X stated she reported the sore
a couple days earlier to Staff T and nothing had
been done. Staff Y stated she informed the
Director of Nurses an competed a wound
assessment repost for both areas, contacted the
physician and obteined treatment orders. Staff Y
stated she asked Staff T about the skin wounds.
|’l . Staff T denied knowing anything about them.
C Staff Y stated she had recently resigned because
nurses were not properly taking care of issues
professicnally, ignored wound care and neglected
reésidents.
F 609 | Reporting of Alleged Violations F 609 .
= . F 609 483. c) Inves
58=p | CFR(s): 483.12(c){1)(4) plieides ni?l‘u 3 i(vi zum. tigate/Report
§483.12(c) Inresponse to allegations of abuse, : s .
; neglect, exploitation, or mistreatment, the facility ' ﬁ‘,ﬁ:ﬁ ﬁﬁ&?&ﬂfgﬁ"g}};“ ;;smgﬁng
‘ must: or abuse including unknown injuries, misapproprission
of resident propesty is reposted immediately tothe |
§483.12(c){1) Ensure that all alleged violations ; administrator, ‘"‘;d proper State agency including the-
involving abuse, neglect, exploitation or fmﬁfz"z ané outeamie with eppropriate eorrective
mistreatment, including injuries of unknown
source and misappropriation of resident property, A) DON and Administrator reviewed the
are reported immediately, but not laterthan 2 requirements for reparting alleged allegations of
hours after the allegation is made, if the events abuse / end injuries of unknown origin,
that cause the allegation involve abuse or resuit in - i
serious bodily injury, or not later than 24 hours if gsdfg:;f,ﬁﬁﬁ,? ;’niﬁje‘{g’;’,g;‘gg,’g the reported
the events that cause the allagation do not involve to the DIA immedintely,
abuse and do not result in serious bodily injury, to
the administrator of the facllity and to other DON: Who failed to investigate and report is no
officials (including to the State Survey Agency and longer with the facility.
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aduif protective services where state law provides
for jurisdiction in long-term care facifities) in
accordance with State taw through established
procedures,

§483.12(c)(4) Report the results of all
investigations to the administrator or his or her
designated representative and to other officials in
accordance with State law, including to the State
Survey Agency, within 5 working days of the
incident, and if the afleged violation is verified
approprigte corrective action must be taken.

This REQUIREMENT is not met as evidenced
by. .

This deficlency relates to self reporied incldent

B1645-A.

Based on record review and sta¥f inlerviews, the
facility failed to report and investigate an incident
involving neglect with injury for 1 of 5 sampled
{Residents #3). The facility reported a census of
97, :

Findings include:

According to the Minimum Data Set (MDS)
assessment dated 2/12/19 Resident#3 had a
brief interview for mental status (BIMS) score of
12 indicating a minimally impaired cognitive
status. Resident #3 required extensive assistance
with mobility, transfers, dressing, tollet use and-
personal hygiene neads. Resident #3's diagnosis
included Bipolar disorder, diabates mellitus and

hypertension.

The Care Plan directed the staff to provide
Resldent #3 assistance of one staff with
transfers, walking and toilet use.
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B) Facility Ambassador “Team will continue to
monitor the resident cares and safety to ensure
free from abuse tirowph daily moniloring of care
plans, progress noles and social interviews and

D) Humzn Regource Manager and Administrator wilk

E)

interaction with residents,
C) Commumication was presented to all facility
departments on the following guidelines:

»  Documentation of alfeged
reporied abuse to residents emd
reporting promptly with full
docrmentation of such findings.

»  Toensure assessments are
conplete, notification to
Physician, families and entries in
the maedical records, :

s Notification to administrator /
DON immediately of any alleged
abuse,

*  Staff Education and training for
Proper framgfer procedures and
gait belt usage was conducted
with ongoing education and
oversight

monitor employee Tecords for training / education
wit!l results given to the QA committce for further
review. :

Responsible Persons: HR Mansger/
Administrator and Director of Nursing,
Alleged Date of Complisnce: 5/17/2019
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‘about it the next day.

The Radiology Report sheet dated 2/26/1%8
revalued right ankle pain for one week and soft
tissue swelling ebout the ankle. The shest
revealed Resident #3 had diffuse ostecpenia that
limited a detalled evaluation of the bone and
nondisplaced fractures. Resident #3 had no
discrete fractures or dislocations.

During an interview on 2/28/19 at 11:30 am.,
Resident #3 stated a gifl moved her from the
wheel chair to the bed and failed to use a gait
belt. Resident#3 reported she stood up, lost her
balance and fell along the side of the bed into the
side rails, Resident #3 stated she did not fali to
the floor. The aide pulled her up in bed and
Resident #3 then realized her right ankle was
hurting. Resident #3 stated she told the nurse

During an interview on 2/28/M8 at 9:08 a.m., Staff
E (Therapy Director) stated on 2/21/19 he worked
with Resident#3. Resident #3 reported pain in
her right ankle which was related to an incldent
the evening before. Resident #3 stated the staff
transferred her from the recliner to the bed and
did not use a gait belt. Resldent#3 stated she

fell and struck her right ankle on the bed frame.
Staff E reported the incident to the Director of

Nursing.

The Physical Therapy Treatment Encounter note
dated 2/21/19 revealad Resident #3 stated during
a transfer without a gait belt she hit her ankle on
the bed rail. Resident #3 reported Increased pain

with walking.

During an interview on 2/28/19 at 10:45 a.rm., the
Director of Nursing {DON) stated the therapy staff

reported Resident#3 bumped her right ankle
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during a transfer and had pain and tenderness.
The DON reported she did not talk to the aide
that transferred Resident #3. The DON did not
initially disclose that the aide was allegedly not
using a gait belt. The DON reported she did talk
to Resident #3 and her son. When informed by
this surveyor that Resident #3 had reportedly
stumbled during a transfer and staff was not
using a gait beit, the DON then admitted therapy
staff had informed her the eide was allegedly not
using a galt belt. In response to staff notusing a
galt belt the DON put out a staff education memo
reminding staff to use a gait belt during transfers.
The DON was not aware of who the alde was that
. had not used a gaif belt and consequently had not
spoken too or disclplined the aide for her failure
to use a gait belt. The DON stated it Is an
expected standard of praciice that & gait belt be
use anytime transferring or walking with a
resident who requires physical assistance, that
the incident is reported and that an incident report
be filled out. The DON stated there is no incident
report related to this event and admitted the
incldent was not repotted or investigated as a
potential abuse.

F 810 | Investigate/Prevent/Correct Alleged Violation F 810
§5=D | CFR(s): 483.12(c)(2)-(4) F 610 483,12¢1) () Investigate/Prevent/ Correct
Alleged Violation.

§4B3. 12(c) In response to allegations of abuse, The facttity does and will continue to st
L i€ 10 Enstre
negu?ct, exploitation, or mistreatment, the facility ll alfegbd violations involving, noglect, abusc,
must: exploftation, mistreatment are investigated thoroughty
and that all residents remain froc from further potentin]
§483.12(c)(2) Have evidence that all alieged abuse, neglect, exploitation, or mistreatment while the
investigation s in process. The facility will continue to

violations are thoroughly investigated, X
ensure proper ng‘dlﬂg to the State agenoy including

§483.12(c)(3) Prevent further potential abuse, e ey o With appropriate

neglect, exploitation, or mistreatment while the

investigation is in progress.
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§483.12(c){4) Report the resulis of all
investigations to the administrator or his or her
designated representative and to other officlals in
accordance with State law, including fo the State
Survey Agency, within & working days of the
incident, and if the alleged violation is verified
appropriate corrective action must be: taken.
This REQUIREMENT is not met as evidenced
by:

This deficiency relates to self reported incident
B1645-A.

Based on record review and staff interviews, the
facility failed fo investigate, separate and repott
an incident involving neglect with injury for 1 of 5
sample (Residents #3}, The facllity reported a
census of 97.

Findings includs:

According to the Minimum Data Set (MDS)
assessment dated 2/12/19, Resident #3 had a
brief interview for mental status (BIMS) score of
12 indicating a minimally impaired cognitive
status. Resident #3 required extensive assistance
with mobility, fransfers, dressing, toilet use and
personal hygiene needs. Resident #3's diagnosis
included Bipolar disorder, diabetes mellitus and
hypertension.

The Care Plan directed the staff to provide
Resident #3 assistance of one with transfers,
walking and toilet use.

The Radiology Report sheet dated 2/26/M19
revalued right ankle pain for one week and soft
tissue swelliing about the ankle. The sheet
revealed Resident #3 had diffuse osteopenia that

B)

O

D)

E)

requirements for reponing alleged allegations of

-gbuse / and injuries ©f unknown origin.

Aﬂminisgﬁoraﬂdl o7 DON will hold the
responsibility 10 énsure all atlegations are reported
te the DIA. immediately,

DON: Who failed to investigate and report is né
longer with the fhcility,

Resident #3 no longes resides in facility.
Associate, determined to have been involved was
placed on leave pending review and further
education to associate,

Facility Ambassador Team will continue to
monitor the resident cares and safety o0 ensure
free from sbuse through daily monitoring of care
plans, progress notes and social interviews and
interaction with residents,

Education of Investigating and Reporting
guidelines were reviewed with the DON and QA
Department team t6 ensure proper understanding
of the regultations and steps to follow for alleged
abuse; including: :

¢ Documentation of alfeged
reporied abuse o residents and
reporting prompily with fall
docrmentation of such findings
through investigation and
interventions implemented.

s To ensyre assessments are
complete, notification to
physiciem, fantilies /
representatives and entries in the
medical records.

Nursing Department tcam will continue to
monitor throngh the daily QA process with ali
resulis present to the QA committee for further
TEVIEW.

Responsible Persons:  Admindstrator and Director
of Nursing,
Alleged Date of Compliance: 5/17/2019
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limited a detailed evaluation of the bone and
nondisplaced fractures. Resident #3 had no
discrete fractures or dislocations.

During an interview on 2/28/19 at 11:30 a.m.,
Resident #3 stated a girl moved her from the
wheel chair to the bed and failed fo use a galt
belt. Resident #3 reported she stood up, lost her
balance and fell along the side of the bed Into the
side rails. Resident#3 stated she did not fall fo
the floor. The aide pulled her up in bed and
Resident #3 then realized her right ankle was
hurting. Resident #3 stated she told the nurse
about it the next day.

In an interview on 2/28/19 at 9.08 a.m. StaffE,
therapy director, stated on Thursday, 2/21/19 he
was working with Resident #3, when she reported
having paln in her right ankle which was related to
an incident the evening before. Resident #3
slated the nurse was transferring her from her
recliner into bed and not using a gait beit. -
Resident #3 stated she fell, striking her right

, ankle on the bed frame. Staff E stated he

Lo reporied the incident to the Director of Nursing.

Physical Therapy Treatment Encounter note
dated 2/21/119 and written by Staff E stated
Resident #3 states she was being transfermed by
an aide last night without a gait belt and that she
hit her ankle on the bed ralls while transferring
from her wheel chair to bed. Resident #3 states
she has increased pain with walking.

During an interview on 2/28/19 at 9:08 a.m., Staff
E {Therapy Director) etated on 2/21/18 he worked
with Resident #3. Resident #3 reported pain in
her fight ankie which was related to an incident
the evening before. Resident#3 stated the staff
Event 1D:ONGB11 Facility ID: 140601 it eonlinuation sheet Page 14 of 80
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transferred her from the recliner to the bed and
did.not use a galt belt. Resident #3 stated she
fell and struck her right ankle on the bed frame.
Staff E reported the incident to the Director of

Nursing.

The Physical Therapy Treatment Encounter note
dated 2/21/19 revealed Resident #3 stated during
a transfer without a gait bslt she hit her ankle on
the bed rail. Resident #3 reported increased pain
with walking.

During an interview on 2/28/19 at 10:45 a.m., the'
Divector of Nursing (DON) stated the therapy staff
reported Resident #3 bumped her right ankle
during a transfer and had pain and tendemess.
The DON reported she did not talk to the aide
that transferred Resident #3. The DON did not
initially disclose that the eide was allagediy not
using a gsit belt. The DON reported she did {alk
to Resident #3 and her son. When informed by
this surveyor that Resident #3 had reportedly
stumbled during a transfer and staff was not
using & galt beit, the DON then admitted therapy
staff had informed her the aide was ailegedly not
using a gait belt. In response to staif not using a
galt belt the DON put out a staff education memo
reminding staff {o use & gait belt during transfers.
The DON was not aware of who the aide was that
had not used a gait belt and consequently had not
spoken too or disciplined the aide for her failure
to use a gait belt. The DON stated itis an
expected standard of practice that a gait belt be
use anytime transferring or walking with a
resident who requires physical assistance, that
the incident is reported and that an incident report
be filled out. The DON stated there is no incident
report re!gted to this event and admitted the
incident was not reported or investigated as a

potentiat abuse.
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F 658 | Services Provided Meet Professional Standards
ss=0 | CFR{s): 483.21(b)(3)(})

§483.21(b)(3) Comprehensive Care Plans

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

(i) Meet professional standards of quality.

This REQUIREMENT s not met as evidenced
by.

This deficiency relates to complaint 81318-C,
81781-C, 81938-C and 82040-C. '

Based on observation, record review and staff
interviews, the facility failed to meet professional
standards of care when they failed to follow
physician orders for 4 of 4 sampled (Resident #2,
#5, #12 and #13). The facifity reporled a cenaus
of 97.

Findings include:

1. According to the Minimum Data Set (MDS)
assessment dated of 1/6/19, Resident #2 had a
brief interview for mentat status (BIMS) score of 6
indicating a severely impaired cognitive status.
Resident #2 required extensive assistance with
mobility, transfers, dressing, toilet use and
perscnal hygiene needs, Resident #2's diagnoses
inchided hypertension, hip fracture and
glaucoma.

The Wound Assessment Report sheet dated
1/2/19 revealed Resident #2 admitted on
12/31/18 with a Stage Il pressure ulcer on her

F 658 Services Provided Meet Professional

Standards

The Facility does and will continue 1o ensure that

services provided or arranged by the

comprehensive Care Plans meet professional
standards of quality which is evidenced by the

following;

A) Resident #6 had his physician orders
reviewed.

Residents 2, 12, 13, no longer reside in the

facility.

Residents residing in the facility with physician
orders have the potential to be affected in a

similar mannes.

B) The facility has implemented  Daily QA

audit tool to aide DON and QA feam in

reviewing alt labs and physician orders during the
morning QA process 1o ensure labs and physician

orders are reviewed.

The facility has hired a certified Wound Nurse on
April 22, 2019, Wound nurse to perform weekly
skin assessments, verify treatments and treatment
orders, documentation and education to floor
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sacrum, The sheet had an order to treat with 2 .
zinc oxide ointment toplcally twice per day until nursing staff.
healed.
‘The Physician Order dated 1/9/19 revealed the
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physician changed Resident #2's wound
treatment to medihoney 1o wound base on
buttocks and cover with opiifoam every other day
and as needed until healad, The staff noted the
order on 1/11/19, ) All licensed nming personal was reeducated
for proper protocols of:
The Treatment Record dated January 2019
revealed the the zinc oxide treatment *  Following physician orders,
discontinued at 7:00 a.m. on 1/8/19 and the follow through,
medihongy treatment initiated at 6:00 a.m. on communication and
11119, The staff failed to provide freatment to documentation,
Resident #2's wound for two days. e MNursing staff educated on
proper documentation in the
2. According to the Minimum Data Set (MDS) MAR and TAR records
; assessment dated 2/6/19, Residant #6 had a
’ brief interview for mental status (BIMS) score of 8 D.) W“““d.lt‘]s/“’,“ or designee to complete
indicating an impaired cognitive status. Resident weekly a"d;d mspections to ensure that
#6 required extensive assistance with mobllity, Pﬁmﬁ orders :m followed timely with skin
transfers, dressing, toilet use and personal interventions, and cormunicated to appropriate
, departments, with the results forwarded to the
hygiene needs. Resident #6's diagnoses Included Quslity Assessment and A ce Committes
Alzheimer's disease, Non-Alzheimer's dementia, for further review and recommendation
dgisbetes mellitus, hypertension and urlnary tract ’
infection. E.) Responsible Party: Wound Nurse and
¢ Director of Nursing
S During an interview on 4/2/19 at 2:00 p.m., Staff Z Alleged date of Compliance: 5/17/2017
{Licensed Practical Nurse) stated on 2/3M10
Resident #6 complained of his bottom hurting.
Staff Z observed (3) Stage Il pressure uloers on
Resident #6's buttocks. Staff Z documnented an
assessment on a wound assessment report and
completed a fax notification to the physiclan
requesting an order for cleansing the wounds and
applying Calmoseptine three times a day until
b healed. Staff Z reported she placed the fax in the
physician’s folder and did not fax the request.
Resident #6 falled to receive treatment to the
wound until 2/6/19.
According to the treatment administration record
Event 1D;ONGE11 Faolity ID: 140601 If cantinuation shest Page 17 of 80
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{TAR) for February 2019, Resident #6 received
Calmoseptine ointment treatments three times a
day from 2/5/19 through the morning of 2/12/19.
On 2712119 the treatment order was changed to
cleansing the wound, pat dry and applying zinc
oxide twice per day. Resldent #6 failed to receive
a treatment fo the wound on the evenings of 2/16,
2119, 2/20 and 2/21 and the moming of 2£20.

According to the treatment administration record
{TAR) for February 2019, Resident #8 was to
have weekly skin assessments and to document
these assessments in the wound assessment
manager every Friday. Desplite documenting the
weekly skin assessments as being completed on
2/8 and 215, there were no wound assessment
reports or documentation indicating the wounds,
Identified on 2/3/19, were assessed and
measured per protocol,

3. According to the Minimum Data Set (MDS)
assessment dated of 1/23/19, Resident #12 had
& brief interview for mental status (BIMS) score of
12 indicating a minimally impaired cognitive
status. Resident #12 required extensive to total
dependence on others with mobility, transfers,
dressing, tollet use and personal hygiene needs.
Resident #12's diagnoses included
cerebrovasocular accident, hemiplegia, pressure
ulcer sacral and right heel.

The Treatment Records dated March 2019
reveaied Resident #12 had the following
treatment orders:

a. Svak gauze in Betadine and apply to right foot
wounds on heel, ankle, toes and slde of foot, hold
in place with bordered gauize and kerlix every

day. Wound treatment not completed on 3/5,
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310 and 3/18.

b. Cleanse wound ta right heel with wound
cleanser, allow to air dry, apply calcium alginate,
cut size to wound, cover with foam and secure
with rolled gauze. Wound treatment not
completed on 3/5, 310 and 3/18.

c. Apply zinc oxlde {o buttocks twice dally untll
healed. Wound treatment not completed on the
moming of 3/5 and 3/10 or on the evening of 3/5,

3/14 and 3/15,

d. Assess skin every Wednesday. Staff
documented skin assessment done on 3/, but
not on 3/13. Wound assessment report
completed for 3/6.

During an observation on 3/19/18 at 10:156 a.m.
Staff AA (Licensed Practical Nurse) and Staff Z
{MDS Coordinator) entered Resident #12's room
fo complete a dressing change. Staff AA
removed a dressing dated 317/19 with initials
"JG" from Resident #12's right foot. Staff AA
stated she changed the dressing on 3/17/19 and
apparently it hadn't been changed since. Staff AA
exchanged gloves without sanitizing and
prooceeded o dab the wound on ankle and heel
with Betadine, then placed an antibacterial foam
dressing (Hydrofera Biue) over the ankle and heel
wound, wrapped with kerix and when finished’
labeled the drisssing with 3/19/18 and her initials.
Staff AA placed the blue boots on Resident #12's
foot, washed her hands and left the room.

in an interview on 3/19/19 at 10:30 a.m. Staif AA
{Licensed Practical Nurse) stated it was not
unusual for her to come across dressings that

have not been changed as ordered; noting it
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being noted by Staff H on 2/27/19, the labs were
not recorded in the facilities lab schedule and was
not completed as ordered.

During an interview on 3/27/19 at 4:55 p.m., Staff
H Registered Nurse} stated she noted the
physician's order on 2/27/18 for the weekly labs
on Mondays. Staff H reported when noting an
order the nurse transcribes the order on
Treatment Record, Medication record or in this
case the facility lab book. Staff H reported she
failed to record the lab order in the Facllity Lab

Book.

According to the Facility Lab Book Resident #13
had iabs scheduled on Thursday 3/7/19,
However, the facility failed to complete the lab
work as crdered.

During an interview on 3/27/19 at 4:30 p.m., Staff
Z (Llcensed Practical Nurse) stated she reviewed
the charts and noticed the order for Resident #13
dated 2/271/9 for scheduled labs on Mondays.
Staff Z looked at the Facllity Lab Book and
noticed the staff failed to log the order on 3/4/18.
Staff Z immedlately recorded It to be done on
Thursday 3/7/19. 'Staff Z stated she contacted
the lab (3/27/19) and the lab informed her the lab
work originally ordered on 2/27/19 had not been
completed.

ADL Care Provided for Dependent Residents
CFR(s): 483.24(a)(2)

§483.24(a){2) A resident who is unable to carry
out activities of daily living receives the necessary
services to maintain good nutrition, grooming, and
personal and oral hygiene;

This REQUIREMENT is not met as evidenced -

F 658

F o677
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_suggested using the foam pad ovér the ankle

happens frequently. Staff AA questioned about
treatment of Resident #12's wounds and why
treatment orders were not followed. Staff AA
used an antibacterial dressing instead of calcium
alginate on Resident #12's right heel and failed to
cleanse the wound with wound cleanser. Staff AA
also used the antibacterial foam over the ankie
wound when the orders are to use bordered
gauze. Staff AA stated the hospice nurse had

wound to provide more cushion and comfort, but
noted the physician had not been consuited to
change the arder.

4. According to the Minimum Data Set (MDS)
assessment dated of 2/26/18, Resident #13 had
a brief interview for mental status (BIMS) score of
15 indicating an Intact cognitive status. Resident
#13 required limited assistance on others with
mobility, transfers, dressing, tollet use and
personal hyglene needs. Resident #13's
diagnoses included atral fibrillation, anxiety and
chronic obstructive pulmonary disease. Resident
#13 was admitted 2/19/18 with a peripherally
inserted central catheter (PICC) line,

The Treatment Record dated February 2018
revezled Resident #13 had an order to change
the Peripheral Inserted Central Catheter (PICC)
line dressing and cap weekly. The staff falled to
complete the dressing change on 2/23 as
orderad.

On 2/27/1¢ Resident #13 had an appointment
with her Infectious diseases physician. Resident
#13 was given an order to have weekly labs
completed on Mondays and {o fax to the -
physician for review. Resident #13 was due for

these labs on Monday 3/4/19, Despite the orders
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Based on observation, record raview, staff
interviews and resident group interview, the
facility falled to provide care and services to
maintain a residents optimal heaith and wall
being for residents unable fo carry out the activity
independently for 4 of 7 sampled {Resldents #3,
#4, #5, #8). The facllity reporied a census of §7.

Findings include:

1. According to the Minimum Data Set (MDS)
assessment dated of 2/1219, Res{dent #3 had a
brief interview for mental status (BIMS) score of
12 indicating a minimally impaired cognitive -
status. Resident#3 required extensive assistance
with mobility, transfers, dressing, toilet use and
personal hygiene needs. Resident #3's diagnoses
included Bipolar disorder, dlabetes mellitus and

hypertension.

Record review revealed Resident #3 had
scheduled baths on Monday and Thursday.

Review of the facliity bath logs from from 2/1/19
to 3/5/19 revealed Resident #3 failed to receive
bath/shower on 2/4/19 and 2/18/19.

2. According to the Minimum Data Set (MDS)
assessment dated of 1/2/19, Resident #4 had a
brief interview for mental status (BIMS) score of
15 indicating an intact cognitive status. Resident
#4 s totally dependent on others with mobility,
transfers, dressing, toilet use and personal
hyglene needs. Resident #4's had a diagnosis of

multiple sclerosis.
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by:
The following deficiency relates to complaints
81645-A, 81681-C, 81806-C and 81942-C,
F 677 ADL CARE P'ROVIDED FOR
DEPENDENT RESIDENTS

A) The facilities bath schedule was reviewed to
ensure all residents residing in the facifity
have a proper schedule of bath days,

B) The facility does and wil! continue to ensure
that all residents who are unable to carry out
activities of daily fiving receives the
necessary services to maintain good
nutrition, grovming, and personal and ol
hygiene.

5-1-2019 Facility has hired and designation
a Staff Development Nurse and CMA
Preceptor to conduct training with weekly
and mqnthly audits on al} nursing staff for
ADLS including peri-care, incontinent care,
grooming, oral care,

C) Through ongoing documented audits
Nursing staff continves to receive education
on

8 Procedures for providing ADLS
on grooming, oral care, personat
hygiene

b. Peri-Care

¢.  Review of the shower schedule,
documentation of to provide
Insurance of completion of weekly
showers for each resident,
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gcheduled baths on Monday, Tuesday and
Thursday.

Review of the facility bath logs from 2/1/18 to
3/5/19 revealed Resident #4 failed to receive a
bath/shower on 2/4/19 and 2/26/19.

3, According to the Minimum Data Set (MDS)
assessment dated of 2/20/19, Resident #5 had a
brief Interview for mental status (BIMS) score of 5
indicating a severely impaired cognitive status.
Resident #5 required total dependence on others
with mobiiity, transfers, dressing, toilet use and
personal hyglens needs. Resident #5 had
diagnoses of dementia, seizure disorder,
Parkinson's and dysphasia.

Record review revealed Resident #5 had
scheduled baths on Tuasday and Friday,

Review of the facility bath logs from 2/1/18 to
3/5/19 revealed Resident #5 failed to receive a
bath/showad on 2/26/19 and 3/1/19.

4. According to the Minimum Dalta Set (MDS)
assessment dated of 1/2/19, Resident #4 had a
brief interview for mental status (BIMS} score of
15 Indicating an intact cognitive status. Resident
#4 is totally dependent on others with mobility,
transfers, dressing, toilet use and personal
hyglene needs. Resident #4 had a diagnosis of
multiple sclerosis.

Observation on 3/4/19 at 11:13 am. Resident#4
lying In bed watching television. Resident #4
rernained in bed throughout the day with no

observations of staff providing incontinence

recommendation.

Administrator,

D) The Staﬂ'Dayelopment Nurse and CMA
Preceptor with DON will complete periodic
E.veekls'l audits to monitor for peri-care,
incontinent cate, Prooming and hygiene, |
and shower schedule review, with the results
forwarded to the Quality Assessment and
Assurance Committee for further review and

E) Responsible Party: Direcior of Nursing and
Alleged Date of Compliance: 5/17/2019
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cares. At6:30 p.m., Resident#4 reporied the
staff had not been in today to check or ¢hange
her brief. At6:35p.m., Staff B and Staff |
entered Resident #4's room and provided
incontinence cares and a clean brief.

During an interview on 3/4/19 at 7.34 p.m., Staff
B {Nurse Aide) stated she checked on Resident
#4 at 2:00 p.m., but never checked her for
incontinence, noting Resident #4 knows when
she needs changed. Staff B stated she and Staff
| provided inconfinence cares at around 6:30 p.m.

During an interview on 3/4/19 at 7:30 p.m., Staff!
(Nurse Aide) stated he and Staff B provided
incontinence cares for Resident #4 at around
6:30 p.m. Staff | stated prior fo that, since
coming In at 2:00 p.m. he checked in on Resident
#4, but never checked her for incontinence,

noting she had several visitors.

Observations on 3/6/M9 at 8:45 a.m. revealed
Resident #4 lying in bed watching television.
Resident #4 had a black top on she had on the
clay before. Resident #4's brief had a pen mark.
At 10:20 a.m., the brief still had the pen mark. At
10:40 a.m., staff entered the room, provided
incontinence cares and changed Resident #4's
brief. Staff again provided incontinence cares at

1:40 p.m.

During an interview on 3/5/19 at 2:15 p.m. Staff L
{Nurse Aide) stated Resident #4 frequently uses
her cali light. Staff L stated she was assigned
south hall today. Resident #4 was checked and
dry at 6:00 s.m, Staff L stated she was in and out
of the room as the call light was activated. SteffL
stated she and Staff M checked and changed
Resident #4 at 8:00 am,, 10:30 a.m. and 1:30

F 677

FORM CMS-2567(02.95) Pravious Versions Obsolata

EventiD; ONGB1{

Facility ID; 1A0E04

If continuation sheet Page 24 of 80



PRINTED: 05/02/12019

p.m. Staff L asked whether she provided
grooming and oral hygiene cares this morning.
Staff L stated they did not provide any grooming,
change of clothes or oral cares this morning.

During an interview on 8/5/19 at 2:05 p.m. Staff M
{Nurse Aide) stated she arrived to work at 6:00
a.m. and had Resident #4's hall. Staff M stated
the overnight shift had just changed Resident #4,
but she checked her for incontinence anyway and
she was dry. Staff M stated they turned on the
lights and television and positioned Resident #4
up in bed, but noted neither she or Staff L
provided any grooming, dressing or oral hyglene
cares. Staff M stated Resldent #4's husband
prefers. to groom and brush her teeth and gets
upset when staff does this. This is not addressed
in Resident #4's plan of care. Staff M stated
Resident #4 utilizes her call light several times a
day for a variety of reasons. Staff M stated after
breakfast Resident #4 usually gets her shower,
hut since her fall, she prefers bed baths. Staff M
stated somefime around 10:30 a.m. and 1;30
p.m. she and Staff L provided incontinence cares.
Staff M admits Resident #4 was nof dressed or
provided a new shirt to wear that day.

6. According to the Minimum Data Set (MDS)
assessment dated of 2/20/19, Resident #6 had a
brief interview for mental status (BIMS) score of 5
indicating a severely impaired cognilive status.
Resident #5 required total dependence on others
with mobility, transfers, dressing, toilet use ang
personal hygiene needs. Resident #5's diagnoses
included Non-Alzheimer's dementiga, selzure
disorder, Parkinson's and dysphasia.

During an observation on 3/13/19 at 5:40 p.m.

revealed a trash can next to Resident #5's bed
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contained a brief. Upon closer examination of the
tragh, the surveyor noticed a brief and gioves, but
no disposed wipes. Following supper, Resident
#5 propelled back te her rcom. At 7:00 p.m. this
surveyor stepped info the room. Resident #5 had
been transferred into her bed and Staff R was
observed standing over Resident #5 putting on a
new brief. A soifed brief was lying on the fioor.
Staff R was not wearing gloves and there were no
wipes visible either on the fioor or in the trash.
When finished aftaching the brief, Staff R placed
Resident #5's nasal cannula on her nose and
pulled the sheet over her lower legs and body,
Staff R was never observed washing or sanitizing
her hands in between tasks. Staff R then
disposed of the soiled brief in the frash can.

During an interview on 3/13/1¢ at 7:00 p.m. Staff
R {Nurse Aide) was asked if she had provided
perinea! care for Resldent #5 and she responded
yes. Staff R was then asked where she had
disposed of her wipes. Staff R stated in the trash.
In the presence of Staff R, this surveyor gloved
and then removed two soiled briefs from the frash
can and showed Staff R the remaining contents
which included & faw gloves, but no wipes. Staff
R again asked if she had used wipes and
provided perl care and this time she respondsd
no. . Staff R denied being the one that had
changed Resident #5's brief prior to supper, but
all other aides asked also denied changing the
brief and Staff R was assigned 1:1 for Resident

#5,

8. According to the Minimum Data Set (MDS)
assessment with assessment réference date of
2/14/19, Resident #8 had a brief interview for
mental status (BIMS) score of 6 indicating a

severely impaired copnitive status. Resident #8

F 677
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required extensive assistance with mobility,
transfers, dressing, toilst use and personal
hygiene needs. Resident #8 had frequent
incontinence of bowal and a catheter. Resident
#B's diagnoses included atrial fibrillation,
hypertension, cerabral infarction and fallure to

thrive.

During an observation on 3/12/18 at 6:00 p.m.
Staff U (Nurse Aide) and Staff V (Nurse Aide)
provided incontinence cares for Resident #8.
Both staff had donned gloves, but failed to
maintain aseptic technique during cares. Staff
falled to remove contaminated gloves and wash
or sanitize their hands in between going from a
contaminated task to a cfean one. Staff failed to
apply barrier cream following peri care.

.

F 684 | Qu&lity of Care F 6684
sg=k | CFR(s): 483.25 .

§ 483.25 Quality of care Fese
Quality of care is a fundamental principle that 48325 Quality of Care
applies to all treatment and care provided to The facility does and will contin

¢ faciity residents. Based on the comprehensive each resident receives treatment ;1::‘;0 m'ﬁ?;”am"” ?.i“;

W assessment of & resident, the facliity must ensure with professional standards of practice, the
that residents recelve treatment and care in comprehensive person-centered care plan and resident

: choice.
accordance with professional standards of
practice, the comprehensive person-centered A) Residents# 6 .9,10,11 » ,
care plan, and the residents’ choices. reviewed on 5/9/ 2019 ve had their care plans
This REQUIREMENT is not met as evidenced Residents 3,5.8,12,13, no Jonger reside in the
by: - facility
This deficlency relates to complaints 81645-A, Al resid
1 E Ty v
L 81806-C, B1781-C, 81008-C, 81938-C, 81942-C ”Eei“m;f,ﬁ‘;?r.;i;gg’gdﬂa?;ﬁeu? 10 have
E and 82040-C. quarterly and a5 pegded with pocket-cm:;e-
- pluns for ¢.n.a stafFto be reviewed and
Based on observations, record review, staff. updated a3 needed by staff CMA preceptor.
interviews and resident interview, the facility failed
ta meet professional standards of practice
Event iD: ONGB Facliity ID; 146601 ¥ confinuation sheet Page 27 of 80
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invelving medication administration and
assessment of residents with wounds, falls .
s S, B) An
events or changes in condition which warrant ) De; :ru:: t‘mm;dwelw 28 & guido for
: ! pastment Nursing S1aff touse during mormng
assessment and intervention for 9 of 20 open QA toensure, st a minimum all documentation
sampled (Residents #3, #5, #5, #8, #9, #10, #11, of assessments, chamge of conditions, incidents
#12, #13). The faclity reported a census of 97, and interventions with care plans updates, wound
care, ;e;lwvé deh:iA’yRs end TARS are reviewed
- o process with
Findings Include: notification to physicians and proper
) family/representative,
1. According to the Minimum Data Set (MDS)
assessment dated 2/20/19, Resident #5 had a Centificd Wound Nusrse was hired on 4/20/2019 to
brief interview for mental stetus (BIMS) score of 5 :‘o‘i’u:;fm“f;:;‘m’ assessment, treatment and
indicating & severely Impaired cognitive status. )
Resident #5 required total dependence on others
with mobility, transfers, dressing, tollet use and C) Nursing staff inserviced on:
personal hyglene neads. Resident #5'e diagnoses. Assessment protoco)
Included Non-Alzhelmer's dementia, seizure I’“‘m”’:’m and Documentation
9 . Progres: L=
disorder, Parkinson's and dysphasia. Hot Charting /Co ication
Wound Doctmentation
During an an interview on 3/5/19 at 3:30 p.m. Care Plan Updating )
Staff J (Nurse Alde) stated some time ago Natification to Physician
(10/7/18) there was an incident in which while fs"t"“ﬁﬁg}gghhﬂﬂ Represcntative
feeding Resident #5 sha choked on some green op Protocols
beans and was turning colors. Staff J hollered for CN.A. staff communication bi
i the nurse (Staff K), who responded and remind c.n.a to use the ST((’)DP nli?le‘;fwet: °
: performed a Heimiich thrust twice. Resident #5 inform the DON and Administrator immediately
started braathing again. StaffJ stated Resident of any chengo of condition or coricem if they feel
#5 was taken to her room and cleaned up. Staff 1t has not been addressed.
K stated Resident #5 was fine, but never listened
to her lungs or assessed her. Staff J stated the
next day (actually 10/10/18), Staff C was talking D) The Administrator or designee will perform
to Resident #5's daughter. Staff J stated she mm‘::m “?"““;5 of the QA processes to maintain
pulled Staff C aside and informed her Resident e Q;eji’t';y ;mﬁm Wi“:im‘l"s forwarded to
. #5 had aspirated the evening before. Staff C was for further review a,:;" and Assurance Committee
: recommendation
! unaware, noting the event was not charted. ’
E) Responsible Party: Director of Nursing and
During an interview on 3/5/19 at 5:20 p.m. Staff C Adm:Instrator )
(Assistant Director of Nurses) stated there was ieged Date of Compliance: 5/17/2019
an incident In the fall of 2018 in which Resident |
Event ID; ONGB11 Facillly 10 1A0601 If continuation sheet Page 2 of 80
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#5 had a choking incidant and Staff K was the
nurse. Staff C stated she was not there, but
reportedly Staff K stood behind Resident #5 and

performed a Heimlich. Staff C stated the family
found out and was upset and Staff K was no
longer afiowed to take care of Resident #5.
During an interview on 3/56/18 at 5:47 p.m,, the
Director of Nursing (DON), provided
Departmental Notes dated 10/10/18 at 4.:36 p.m.
event and Heimlich thrust done one time. The
note was writlen by Staff C threa days after the
notification of a physician. The DON stated she

an assessment and all pertinent notifications and

notes. The DON provided an incident report
related fo the event that was filled out by Staff C,

assessment or family or physiclan notification,
2, According to the Minimum Data Set (MDS)

briaf interview for mental status (BIMS) score of
12 indicating a minimally impaired cognitive

with mobllity, transfers, dressing, tollet use and

included Bipolar disorder, diabetes mellitus and
hypertension.

Resident #3's plan of care indicates she requires
assistance of one with transfers, walking and

toilet use.

Staff C stated she was not certain whether Staff K

for Resident #5 nofing Resident #5 had a choking
event and not written by the nurse involved, Staff
} K. There was no assessment recorded or

would expect staff to fill out an incldent report with

for the nurse to document the event in the nurse's

not the nurss involved and there was no recorded

assessment dated of 2/12/18, Resident #3 had a

status. Resident #3 required extensive assistance

personal hyglene needs. Resident #3's diagnoses
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-along the side of the bed into the side rails.

Radiology Report dated 2/26/19 related to right
ankle pain for one week. Impression: diffuse
osfeopenia mildiy limits the detailed evaluation of
the bone and nondisplaced fractures. No discrete
fractures or dislocations. There is soft tissue
swelling about the ankle. There is & small plantar

calcaneal spur.

During an interview on 2/28/18 at 11:30 a.m.,
Resident #3 stated a girl was moving her from
her wheel chair into bed and not using a gait beit.
They stood up and she lost her balance and fell

Resident #3 stated she did not fall to the floor.
The aide then pulled her up in bed and Reslident
#3 then realized ber right ankle was hurting.
Resident #3 stated she told the nurse ahout it the

next day (2/20/19).

During an interview on 3/4/19 at 2:05 p.m., Staff
G (Nurse Aide) stated she was working the
evening of Wednesday, 2/20/19 and assigned
north hall. Staff G stated she was involved with
Residant #3's care with two other aides, but did
not put her to bed that evening. Staff G stated on
Thursday, 2/21/19 when she got to work Resident
#3's call light was on. Resident #3 asked Staff G
if she could get her an ice pack for her ankle.
Resident #3's son was present and stated
Resident #3 had fallen and was supposed to
have an ice pack. Staff G stated she went to the
nurse, Staff H and asked if she could get an ice
pack and Staff H stated yes.. Staff G returned
with the ice pack. Later that same evening Staff
G was assisting with transferring Resident #3
onto the: toliet and put her gait belt around
Resident #3's waist. Resident #3 stated the
person transferring her last night did not use a

gait beit. Staff G stated Resident #3 requires
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‘bottom hurting. Staff Z observed Resident #8's

extensive assistance of ons staff with transfers
and needs a gait belt. Staff G stated she thought
she informed Staff H about the aide not using a

gait beit.

During an interview on 3/4/18 at 2:36 p.m., Staff
H (Registerad Nurse) stated she remembered
Staff G making a comment about Resident #3
wanting an ice pack for her right ankle and her
giving Staff G a key to the medication room to get
the ice pack. Steff H stated she did not do an
assessment of Resident #3's right ankle at that
time, but later on had asked her how her ankle
was doing and looked atit. According to Staff H
the ankle was edematous, but no more or less
than usual. There was no record,of an
assessment or rationalization for an ice pack.

3. Acpording to the Minimum Data Set (MDS)
assessment dated 2/8/19, Resident #8 had a
brief interview for mental status (BIMS) score of 8
indicating an impaired cognitive status. Resident
#6 required extensive assistance with mobility,
transfers, dressing, tollet use and personal
hygiene needs. Resident #8's dlagnosis included
Alzheimer's disease, Non-Alzheimer's dementia,
diabetes mellitus, hypertension and urinary tract
infection.

During an interview on 4/2/19 at 2:00 p.m., Staff
Z (Licensed Practical Nurse) stated on Sunday
2/3M9, Resident #5 was complaining of his

buttocks and noted (3) stage 2 pressure ulcers.
Staff Z recorded her assessment on a wound
assessment report and filled out & fax notification
form reguesting an order for cleansing the
wounds and applying Caimoseptine three times a

day uniit healed. Staff Z admits she did not
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personally contact the physician and did not fax
the order request, but instead placed it in the
physician's folder. Consequently the physician
did not see the order request until Tuesday,
215119 and wound treatment was not initiated untit
216119,

According to the Treatment Record dated
February 2018, Resident #6 received
Calmoseptine ointmerit treatments three times a
day from 2/8/19 through the morning of 2/12/19,
On 2/12/19 the tréatment order was changed to
cleansing the wound, pat dry and applying zinc
oxide twice per day. According to the TAR,
Resident #8 did not receive wound treatment on
the evenings of 2116, 2/19, 2/20 and 2/21 and did
not receive wound freatment on the morning of

2/20.

According 1o the Trealment Record dated
February 2019, Resident #6 was to have weekly
skin assessments and to document these
assessments in the wound assessment manager
every Friday. Despite documenting the weekly
skin assessments as being completed on 2/8 and
2/18, there were no wound assessment reporis or
documentation indicating the wounds, identified
on 2/3/19, were assessed and measured per

protocol.

4. According to the Minimum Data Set (MDS)

assessment dated 1/31/19, Resident #9 had a
brief interview for mental status (BIMS) score of 9
indicating a moderately impaired cognitive status.
Resident #9 required extensive assistance with
mobility, transfers, dressing, tollet use and
personal hygiene nesds. Resident #9's diagnoses
included hypertension, diabetes mellitus, arthritls

and chronic obstructive pulmonary disease.

F 684
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During an Interview on 3/13/18 at 2:30 p.m. Staff
H (Registered Nurse) stated on the evening of
2/28/19 she received lab results for Resident #9
noting high results indicative of renal failure. Staff
H contacted the on cali physiclan and reported
the findings and questioned whether Resident #9
should be sent out for evaivation. Staff H stated
the physician, who was not Resident #9's primary
care physician, stated no and hung up abruptiy.
Staff H stated she was concerned and Instructed
the overnight staff at shift change report to have
the day nurse contact the primary care physician
first thing in the morning to report the lab results.
Staff H stated the following day she came into

J work eafly (12:00 p.m.} to ensure someone had

' followsd up on the lab results. Nothing had been
followed up on and she instructed the day nurse,
Staff P to.contact the physician. Stfaff P stated
she thought Resident #8's condition was chronic
renel failure. Staff H stated the physician was
eventually contacted, but she was upset with the
delay in seeking medical attentlon.

During an interview on 3/13/19 at 12:08 p.m.,

: Staff § (Registered Nurse) stated she atrived to
work at 2:00 p.m. on 3/1/19 and raceived report
from Staff P {Registered Nurse} who reported
Resident #2 had an abnormal lab results last
night and the on-call physician Instructed siaff to
follow up with the primary care physician the next
morning. Staff S stated nothing had been done,
go she told Staff P and Staff T they needed to
take care of it. Staff S stated she didn't do much,
but when she checked the nurse's notes later,
there was nothing documented, so she wrote a
note. Staff S stated she was not Involved in

notifying thé family.
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During an interview on 3/13/19 at 9:30 a.m.. Staff
P, (Registered Nurse) stated she was working the
morning of 3/1/19 and assigned narth hall, which
includes Resident #9. Staff P stated she recalled
Resldent #9 complaining of nausea that day, but
did not recal! being informed of abnormal lab
results. Staff P stated at shifi change (2:00 p.m.}
Staff 8, must have came across the Iab results
and asked her to help contact the physician and
make arrangements fo send out for evaluation.
Staff P stated she contacted the physiclan
assistant and got an order to send Resident #9
out for an evaluation. Staff P staied she was not
involved with anything else. Staff P stated it was
R facility practice to notify family of transfers to the
b emergency room and noted she was not involved
with contacting the family.

During an interview on 3/13/19 at 1:15 p.m., Staff
T (Licensed Practical Nurse) stated she was
working west hall on 3/4/19. The day nurse on
North hall, Staff P, stated Resldent #9 had
abnormal lsb results related to renal faliure, but

‘_ noted there was nothing {o do. Staff T stated she
i was familiar with Resident #9 and confacted the
T physician assistant and obisined orders to have
Resident #9 fransferred. Staff T stated she was
not involved with anything else. Staff T stated
she was not Involved with nofifying family of the

transfer. :

During an interview on 3/13/19 at 12:01 p.m., the
Physiclan Assistant (PA) stated she did not recall
¢ the specifics regarding Resldent #9 belng sent to
’ the emergency room to be evaluated. PA
informed of lab resuits indicating renal failure and
whether the lab values would have necessitated
immediate notification and intervention. PA

stated it would depend on a resident's baseline

F 684
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and if his condition was worsening.

During an interview on 3/13/19 at 12:25 p.m.,
Resident #0's son stated he arrived at the facility
on 3/1/19 at around 8:00 p.m. and discovered his
father had been sent to the emergency room a
couple hours earlier. Resident #9's son stated he
went ta the hospital and his father was admitted -
with acute renal failure and dehydration.
Resident #9's son stated he was not informed of
his fathers abnormal lab results or of him being
sent out to the hospital,

5. Acgording to the Minimum Data Set (MDS)
assessment dated 2/14/19, Resident #B had a
hrief interview for mental status (BIMS) score of 6
indicating a severely impaired cognitive status.
Resident #8 required extensive assistance with
mobllity, transfers, dressing, toilst use and
personal hygiene needs, Resident #B had
frequent incontinence of bowel and a catheter.
Resident #8's diagnoses included atrial fibriflation,
hypertension, cerebral infarction and failure to

thrive.

During an Interview on 3/13/19 at 2:00 p.m., Staff
W (Physical Therapy Assistant) stated back in
mid-February {2/19/19) she discovered a blister
on the right heel of Resident #B. Staff W slated
she reported her findings to the nurse (unknown)
and documented in her notes. |

Physical Therapy Treatment Encounter notes
dated 2/19/19 and written by Staff W states
physical therapy assistant observed blister on
patient's (Resident #8) right heel and informed
nursing this date. Nursing was not aware of
blister and stated they would provide heel

float’booties for patient.
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Facilities dally assignment sheet for 2/19/19
indicates Staff T Is assigned nurse 6:00 a.m. to
2:00 p.m. for north hall and Staff H is assigned
north hali 2:00 p.m, to 10:00 p.m.

Review of Departmental Notes finds no
documentation of reported blister on right heel, no
wound assessment report, no physician
notification, no family notification and no care
planned interventions related to wound care.

Buring an interview on 3/13/19 at 4:40 p.m. Staff
H (Registered Nurse) stated she had first heard
about Resident #8 having a blister on her right

) heel by Staff T. Staff H stated at the time they
were going to float the heel with pillows. . Staff H
stated she did not notify a physician, noting she
thought Staff T probably had. Staff H stated she
remembers telling the overnight staff about the
blister. Staff H stated she does not remember
whether any interventions were added to the care

plan.

L During an Interview on 3/14/19 at 10:30 a.m. Staff
T X {Nurse Aide) stated on 2/24/19 she discovered
a sore on Resident #8's bottom and reported it to
the nurse, Steff T, but noted nothing was done.
Then on 2/26/19 Staff X stated the sore on .
Resident #8's bottom was getling worse and she
reported this to Staff Y as well as the discovery of
a huge bfister on her right heel.

(o Facllity daily assignment sheet for 2/24/19

s indicates Staff X worked 6:00 a.m. to 2:00 p.m.
shift and was assigned Resident #8's room. Staff
T was the day nurse and assigned Resident #8's

hall (north).
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Review of Departmental Notes finds no
documentation of reported pressure ulcer on left
buttocks, no wound assessment report, no
physician notification, no family notification and
no care planned interventions refated to wound

care.

During an interview on 3/14/19 at 10:18 &.m, Staff
Y (Licensed Practical Nurse} stated on 2/26/19
she was informed by Staff X that Resident #8 had
a sore on har bottom and a blister on her right
heel, StaffY stated Staff X slated she had
reported the sore on Resident #8's bottom a
couple days earlier to Staff T and nothing had
been done. Staff Y stated she Informed the DON
and filled out wound assessment reports for both
areas, contacted the physician and obtained
treatment orders. Staff Y stated she asked Staff
T about the skin wounds and Staff T denied
knowing anything about them. StaifY stated she
had recently resigned because nurses were not
properly taking care of issues professionally,
ignored wound care and neglected residents.

Wound Assessment Report dated 2/26/19 wiitten
by Staff Y indicates Resident #8 with & pressure
ulcer blister on her right heel 4 centimeters by 6.5
centimeters and a stage !l pressure ulcer on her
left buttocks 6 centimeters by 4.7 centimeters and
0.1 centimeter in depth.

The Treatment-Orders dated 2/26/19 Indicate left
buttock to be cleansed with wound cleanser,
apply triad wound gel, cover with optifoam, gentle
dressing change every 3 days and as needed.
Check placement of dressing daily to buttock.
Left heel, paint blister like area with Betadine
twice daily until healed.

FORM CMS-2567(02-99) Pravious Versions Obsolete

Event 1D; ONGB11

Facliity iD: 1A0G0Y

if continuation sheet Page 37 of 80



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 05/02/2019
FORM APPROVED

Review of care plan and pocket care plan finds
no interventions o address floating of heels,
repositioning, use of barrier cream, etc.

Wound Assessment Report dated 3/4/19 written
by the Director of Nursing, indicates Resident #3
with irritation and excoriation of coccyx area 5
centimeters by 5 centimeters related to moisture.
Physician notified. No orders.

Review of care plan and pocket care plan finds
no interventions to address excoriation of coccyx
due to moisture such as use of barrier cream,
frequent incontinent cares, etc.

The Wound Assessment Report dated 3/7/19
written by Staff T notes blister on left lateral shin,
11 centimeters by 12 centimeters related fo
moisture. Physician notified.

Review of Departmental Notes for 3/7/1¢
revealed a lack of documentation related to left
shin blister, no family notification and no care
planned interventions related to wound care.

During an interview on 3/14/19 at 9:50 a.m., Staff
Z (MDS Coordinator) stated on Monday 3/11/19
{he blistering on Resident #8 was progressing
onto her toes, Staff Z stated she filled out wound
assessment reports, notified the physician and
obtained trestment orders. Steff Z stated she
was hot certain who within the facility was
currently providing weekly skin assessments.

The Wound Assessment Report dated 3/11/19
written by Staff Z indicates blister on left lateral
shin has now expanded into Resident #8's foot
and toes. Physician notified and treatment orders

obtained. New treatment now to cleanse left
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tower leg with wound cleanser, apply Vaseline
.gauze and wrap with kling, apply triple antibiotic
to tap of left foot blister, cover with 4 x 4's and
wrap with kling twice daily and apply Betadine to
left 3rd, 4th and 5th toes fwice daily.

OCbservations on 3/12/19 at 4:35 p.m. and 3/13/19
at 7:50 a.m. revealed Resident #8 wearing foam
boots and staff floating heels while in bed.
However, the care plan and pocket care plans do
not have use of foam hoots or floating of heels as
a formal intervention.

8. According to the Minimum Data Set (MDS}
assessment dated 1/9/19, Resident #10 had a
brief interview for mental status (BIMS) score of
15 indicating an intact cognitive status. Resident
#10 required limited assistance with mobility,
transfers, dressing, tollet use and personat
hygiene needs. Resident #10 had a diagnosis of
fractured tibia,

The Treatment Record for February and March

. 2019 revealed an order to clearn Resident #10's 5
{5 { pin sites with normal saline every two days and

I wrap with kerlix and complete a weekly skin
assessments every Sunday.

During an interview on 3/18/19 at 5:55 p.m.,
Resident #10 stated there was a time in which
staff were not providing routine wound
treatments, but noted they are much better now.
Resident #10 pointed to a clip board in the room
and stated staff are now required to sign the
completion of treatments. The clip board was
initlated 3/8/19.

During an interview on 3/18/19 at 3:40 p.m., Staff
E, (Physical Therapy Assistant) stated Resident
Event 1D; ONGB1 Facility (D; 1AD6D1 If continuation sheet Page 38 of 80
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#10 received physica! therapy daily and during )

one session (3/6/19) mentioned that staff were
not ¢leaning around his pins every other day as
ordered. Staff E stated he filled out a Therapy
Communication Alert and provided it fo nursing
staff.

During an interview on 3/19/19 at 2:00 p.m., Staff
P (interim Director of Nursing) stated she was
alerted to a concern in which Resident #10 was
not getting pin site wound care every other day as
ordered. Resident#10 had reported there had
been upwards to onhe week in which care had not
been provided. Staff P stated upon reviewing the
treatment administration record (TAR), staff had

_ ' been documenting treatment as completed. Staff
P staled she implemented a clip board in which
staff are now required to sign the clip board after
providing treatments and Resident #10 signs next
to the nurses signature to verify.

According to the February and March 2019
Treatment Record Resident #10 had omisslons in
the pin treatment on 2/4, 2/10 and 2/26, The staff
documented the weekly skin assessments as
completed every week with exception to 2/8.
However, the record lacked wound assessment
reports related to the pin sites during February
and March.

During an interview on 3/20/19 at 1:30 p.m., the
Assistant Directer of Nursing (ADON) stated
when residenis are admitted a skin assessment
is done to identify any on-going skin issues and &
weekly skin assessment prompt is added fo the
computer to alert staff of needed skin
assessments, Staff are to assess and document
wound conditions weekly and fill out a wound
assessment report for each active wound. The _
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use and personal hygiene needs. Resident #11's

ADON stated the facllity has had difficulty in
keeping a wound nurse and assessments have

been inconsistent.

During an Interview on 3/20/19 at 1:05 p.m., Staff
CC (Registered Nuise) stated the computer
prompts the nurses to complete the waekly skin
assessments, Nurses would click on the prompt
which takes them fo a wound assessment report
which can then be filled out measuring the wound
and assessing the condition.

During an interview on 3/20/19 at 12:65 p.m.,
Staff AA (Licensed Practical Nurse) stated she
was not certain how the weekly skin assessments
were to be done and whether wound assessment
reports were to be done on all on-going skin
issues.

During an interview on 3/20/19 &t 12:50 p.m. Staff
Z {Licensed Practical Nurse) stated weekly skin
assessments are fo be done gnd recorded on the
TAR and wound assessment report.

7. According to the Minlmum Data Set (MDS)
assessment dated of 2/22/19, Resident#11 had a
brief interview for mental status (BIMS) score of
12 indicating a minimally impaired cognitive
status. Resident #11 required extensive
assistance with mobllity, transfers, dressing, toilet

dlagnoses included post traumatio stress
disorder, renal insufficiency, hypertension and
chronic obstructive pulmenary disease,

The Treatment record dated February 2019
revealed an order to to re-wrap Resident #11's
bilateral lower legs per.instructions in

communication book daily and complete a weekiy
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gkin assessment. The staff documented all
treatments as completed with exception to 2/26.

TFhe Treatment Records dated March 2019
revealed Resident #11's treatment changed on
3/5/19 to apply Eucerin cream over entire body
Including both lower extremities (BLE) and to
wrap BLE with kerlix, then ace wrap. All
treatments are recorded as completed with
exception to 3/7. Weekly skin assessments were
documented as completed on 3/4, 3/41 and 3/18,
howsver no wound assessment reports
completed for 3/4 or 3/18.

Dusing an interview on 3/19/10 at 3:15 p.m.,
Resident #11 stated stated no one has changed
his dressing today, noting they never do. At 9:36
p.m. Resident stated no one put tream on his
legs this evening or re-wrapped his legs.

8. According to the Minimum Data Set (MDS)
assessment dated of 1/23/18, Resident #12 had
a brief interview for mental status (BIMS) score of
12 indicating a minimally impaired cognitive
status. Resident #12 required extensive to totat
depandence on others with mobility, tranisfers, .
dressing, toilet use and personal hygiene needs.
Resident #12's diagnoses included
cerebrovascular accident, hemiplegia, pressure
ulger sacral and right heel,

The Treatment Record dated February 2019
revealed the following orders for Resident #12:

a. Soak gauze in Betadine and apply to right foot
wounds on heel, ankle, tves and side of foot, hold
in place with bordered gauze and kerlix every
day. Wound freatment not completed on 2/5, 2/7,

2/11, 2118, 2119 and 2/26.
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b. Cleanse wound to right heel with wound
cleanser, pat dry, apply collegen pad molstened
with norma! saline, cover with foam and secure
kerlix every three days. Then changed on 2/12/19
to cleanse wound to right hee! with wound
cleanser, -alfow to alr dry, apply calcium alginate,
cut size to wound, cover with foam and secure
with rolled gauze. Wound {reatment not
completed on 2/18, 2/19, 2/21 and 2/28.

¢. Apply zinc oxide to buttocks twice daily until
healed. Wound freatment not completed on the
momning of 2/5, 2/7 and 2/18 or on the evening of
215, 217, 2/8, 2/11 and 2118,

d. Assess skin every Wednesday. Staff
documented skin assessments done waekly on
2/6, 2113, 2120 and 2127, howevar ho wound
assassment reports on record for those dates.

The Treatment Record dated March 2019
revealed the following orders for Resident #12;

a. Soak gauze in Betadine and apply to right foot

-wounds on heel, ankle, toes and side of foot, hold

in place with bordered gauze and kerlix every
day. Wound treatment not completed on 3/5,

3710 and 3/18.

b. Cleanse wound to right heel with wound
cleanser, aliow to air dry, apply calcium alginate,
cut size to wound, cover with foam and secure
with rolled gauze, Wound treatment not
completed on 3/6, 3/10 and 3/18.

¢. Apply zinc oxide to buttocks twice daily until
heated. Wound treatment not completed on the

morning of 3/6 and 3/10 or on the gvening of 3/5,

F 684

FORM CMS-2557{02-99) Previous Versions Qbsolete

Event ID:ONGBH

Faclity ID: 1A0801

If continuation sheel Page 43of 80



DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

-~ TATEMENT OF DEFICIENCIES
AD PLAN OF CORRECTION

i

PRINTED: 05/02/2019
FORM APPROVED
QMB NO. 0938-0391

(X1} PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

165162

(¥%2) MULTIFLE CONSTRUCTION (€3) DATE SURVEY
A BUILDING COMPLETED

B. WING C
: _ 0410312019

" NAME OF PROVIDER OR SUPPLIER

ALTOONA NURSING AND REHABHATAYION CENTER

STREET ADDRESS,; CITY, STATES, 71P CODE
200 SEVENTH AVENUE SW
ALTOONA, |A 50009

X4)iD
PREFIX
TAG

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

ID PROVIDER'S PL_AN OF CORREGTION o5

PREFIX {EACH CORRECTINVE AGTION SHOULD BE COMPLETION
TAG CROSS-REFERENCESD TO THE APPROPRIATE DATE

DEFICIENCY)

F 684

Continued From page 43
314 and 3/15. ,

d. Assess skin every Wednesday. Staff
documented skin assessment done on 3/5, but
not on 3/13. Wound assessment report
completed for 3/6.

During an observalion on 3/19/18 at 1015 a.m.,
Staff AA (Licensed Practical Nurse) and Staff Z
(MDS Coordinator) completed dressing changes
to Resident #12's wounds. Both staff washed
hands and donned gloves. Staff AA removed old
dressing while Staff Z lifted right foot. Oid
dressing labeled 3/17/19 with Initials JG. Staff AA
stated she had last changed the dressing on
Sunday, 3/17/19 and apparently it hadn't been
changed since, Staff AA exchanged gloves
without sanitizing and praceeded to dab the
wound on ankie and heel with Betadine, then
placed an antibacterial foam dressing (Hydrofera
Biue) over the ankle and hee! wound, wrapped
with kerlix and when finished labeled the dressing
with 3/19/19 and her initials. Staff AA placed the
blue boots on Resident #12's foot, washed her
hands and left the room,

During an interview on 3/119/19 at 10:30 a.m. Staff
AA (Licensed Practical Nurse) stated it was not
unusual for her to come across dressings that
have not been changed as ordered, noting it
happans frequently. Staff AA questioned about
treatment of Resident #12's wounds and why
treatment orders were not followed. Staff AA
used an antibacteriat dressing instead of calcium
alginate on Resident #12's right heel and failed to
cleanse the wound with wound cleanser. Staff AA
also used the antibacterial foam over the ankle
wound when the orders are to use bordered

gauze. Staff AA stated the hospice nurse had

F 684
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sugpested using the foam pad over the ankle
wound to provide more cushion and comfort.

During an interview on 3/19/19 at 12:00 p.m.,
Staff BB (Registered Nurse) stated she
completed the treatment on Resident #12's
bottom on 3/18/19, but did not change the
dressings or provide treatment on Resident #12's
right foot and heel. Staff BB admitied she
recorded the treatment and dressing change as
completed on the TAR in error.

9. According to the Minimum Data Set (MDS)
assessmant dated 2/26/19, Resident #13 had a
- brief interview for mental status (BIMS) score of
Lo 15 indicating an intact cognitive status. Residént
#13 required limited assistance on others with
mobility, iransfers, dressing, tollet use and
personal hygiene needs. Resident #13's
dlagnosls included congestive heart failure, atrial
fibrifiation, anxiety and chronic obstructive
pulmonary disease. Resident #13 admitted on
2119719 with a Peripherally Inserted Central
Catheter (PICC}) line,

The February 2019 Treatment record reveated
the following orders for Resident #13:

a. Change the PICC line dressing and cap -
weekly. Wound treatment not completed on 2/23.

b. Assess skin and document in'wound modtle
weekly. Staff documented skin assessment done
Lo weekly on 2/22 however no wound assessment

’ report on record for that date.

“The February 2019 Treatment record revealed
the following orders for Resident #13:
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a. Change the PICC line dressing and cap
weekly. Wound treatment decumented as
completed on 3/2.

b. Assess skin and document in wound module
weekly. Staff documented skin assessment done
weekly on 3/1, however no wound assessment
report on record for that date.

During an interview on 3/27/19 at 8:15 a.m., Staff
EE {Nurse Alde) stated when she arrived to work
on 3/8/19 at around 6:00 a.m. she was informed
in report that Resident #13 had had a rough night
and was up at the nurse's station most of the
night. Stalf EE stated she checked on Resldent
| #13 first thing and was accompanied by Staff v,
When entering the room, Resident #13 was
leaning over the bedside table, stating she was
not feeling well and and asking fo go to the
hospital. Staff EE stated she immediately went to
the nurse's station and informed Staff Y and Staff
FF, Resident #13 was not doing well and
ragquesting to go to the hospital. Staff EE
reported Resident #13's lips were blue and color
was not good. Staff EE stated Staff FF came fo
the room a little later and hung an antiblotic and
opened her window, but did not check her vital
signs. Staff EE stated she checked on Residsnt
#13 frequently that moming and she was very
restless. Around 6:30 a.m. Staff Y came to the
room and checked Resident #13's vital signs.
Staff EE stated she went to retrleve an oximeter
and stated when checked the oxygen saturation
leve] was 67%. Staff EE stated out load the
oxygen level to (Staff Y) who was present in the
room, Staff Y stated something about the
wheelchair being on the tubing. Staff EE stated
she also saw the blood pressure reading which
was In excess of 100 diastolic. Staff EE stated
Event 1D: ONGB11 Faciiily ID; 1A0B0% if continuation sheat Page 48 of 80
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Staff Y never rechecked the oxygen level and
was very upset that Staff Y didn't do anything.
Staff EF stated Staff Y kept mentioning Resident
#13 had behaviors, Ataround 8:30 a.m. Staff EE
noted Resident #13's respirations were labored
and 13 per minute. Staff EE stated she reported
this to Staff Y and sfill nothing was done. At
arcund 9:00 a.m. Staff Y and Staff GG were
standing at Resident #13's doorway as she was
walking down the hali. Staff Y stated Resident
#13 was in & brief and exposed from her waist
down and asked Siaff EE to get a blanket to
cover her. Staff EE staled she watked directly to
the linen closet, got a blanket and returned to the
room, Staff EE stated as she entered the room, it
was clear Resident #13 had passed away. Staff
EE ran to the Administrators office where thay
were having 2 meeting and informed everyone
Resident #13 was dead. Staff responded to the
room, Staff EE stated she repestedly told Staff Y,
I told you s0. Staff EE was sent to the break
room while staff proceeded with cardiopulmonary
resuscitation (CPR).

During an interview on 3/26/19 at 8:08 a.m., Staff
V (Nurse Aide} stated she worked the day shift an
3/8/19 and had Resident #13's hall. As she
walked onto the hali, Resident #13's call light was
on. Staff V responded and noted Resident #13
was not looking good and she was having
difficulty breathing. Resident #13 was requesiing
to see a nurse. Staff V stated she got Staff EE to
stay with Resident #13 while she went to the
nurse's station where both nurses, Staff FF and
Staff Y were talking to one ancther. StaffV
reported Resident #12 was not looking good and
neads a nurse. Neither nurse looked up towards
Staff V or responded to her comment. Staff V

remained standing at the nurse's stati_on and after

F 684
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about 3 minutes, Staff EE came up and asked
why they were ignoring Staff \V and that Resident
#13 doesn't look good and needs help. Overnight
nurse Staff FF stated she took Resident #13's
vital signs and gave her her medications and she
is fine. Staff V stated she and Staff EE left to
help other residents. About 15-20 minutes later,
Resident #13's cail light was on again. Staff v
and Staff EE responded to the room. Resident
#13 was again requesting & nurse and day nurse,
Staff Y was informed and again ignored Staff V.
Finally about the third time Resident #13 had
turned on her call light, Resident #13 was now
requesting to go to the hospital. Staff EE
informed Staff Y what Resident #13 had said and
Staff Y still didn't do anything. Staff EE then went
back and checked Resident #13's respirations
ang they were around 12 per minute and’
Resident #13 was not breathing well. Staff v
stated she and Staff EE informed Staff Y of
Resident #13's condition and that she needed to
go to the hospital. Steff Y stated she would see
Resident #13 soon. Awhile later Resident #13's
call light was on again and Staff V and Staff EE
responded. Resident #13 stated please Staff EE
| need to go to the hospital and Stalf EE
responded I'm sorry, but | don't have the power to
do so, | wish 1 did. Staif V stated she and Staff
EE went to the dining room to feed residents. A
while iater Staif EE was running down the haliway
and said Resident #13 was dead.

During an interview on 4/2/10 at 8:10 a.m., Staff
JI {Assistant Business Office Manager stated the
morning of 3/8/19 at around 7:55 a.m. she walked
past Resident #13's room. Resident#13 was
lying down on her bed and didn't seem herself.
When asked Iif she was okay, Resident #3 stated
no. Staff JJ stated she informed Staff Y that she
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might want to check on Resident #13. Staff JJ
stated she did not notice Resident #13 to be in
any respiratory distress, but noted Resident #13
was not herself that morning.

During 4n interview on 3/27/119 at 12:42 p.m.,
Staff Y (Licensed Practical Nurse stated during
report on 3/8/19 at 6:00 a.m. she was informed
Resident #13 was up most of the night
complaining of a stomach ache. Ataround 6:30
a.m. Staff EE claimed Resident #13 was sifting
on the edge of her bed and not breathing well.
Staff Y stated she went to the room and stated
Resident #13 was talking fine and nothing

) segmed unusual. Staff Y stated she was having

. difficulty with her blood pressure cuff and
oximeter but eventually got vital signs which were
normal for Resldent#13. Staff Y stated she
recalled the comment regarding the wheelchalr
pinching the oxygen tubing, but doesn't recali
there being an oxygen saturation level of 67%.
Staff Y stated later on she gave Resident #13 her
medications and a breathihg treatment. Vital |

| signs were agaln taken at 8:30 a.m. Resident#13
e seemed fine, but her breakfast tray had been
untouched and Staff Y stated she helped with
sefting up the meal. Staff Y stated Staff HH had
mentioned getting Resident#13 a medication
review related to her velffing and acting out
behavior and Staff P stated Resident #13 needed
some labs drawn that hadn't been completed.
Staff Y stated at around 9:00 a.m. Resident #13
PN was observed in bed with the bottom half of her
LA bedy exposed. Staff Y instructed Staff EE to get

' a blanket and cover her. Staff EE got the blanket
and reporied Resident #13 was dead. Resident
#13 was immediately attended to. Staff Y stated
there were no indications Resldent #13 was in
distress that morning and much of Resident #13's
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behavior Is manipulative. Staff Y denies any alde
or Resident #13 stating she wanted to go to the
hospital that morning. Staff Y stated Resident
#13 is alert and can make her own decisions and
had she requested to go to the hospital she would
have called a physician and made the
arrangements. In a follow up interview on 4/1/18
at 11:01 a.m, Staff Y reiterated that in her opinion
there were no red flags that would have
warmanted physician involvement or
hospitalization. Staff Y stated the oxygen was set
at 3 liters per minute and she was not involved in
increasing the rate above the physician ordered
rate of 1 liter per minute and was unaware of the
rationale for the increase. Staff Y express
frustration with the work load noting the facility
expects nurses to do everything and there is not
enough time or help. Staff Y stated this is why
she quit. Staff Y stated she was Instructed by
Staff Z to write up her nurse's note regarding the
incldent involving Resident #13 and submit it to
her and the corporate nurse for epproval before it
was formally typed into the record. Staff Y stated
nothing was altered from her original note.

During an interview on 3/27/19 at 10:20 p.m.,
Staff Hl {Certified Nurse Alde} stated she worked
the overnight shift (10:00 p.m. to 6:00 a.m.) on
3/7/19. Eary on in her shift Resident #13 was not
herself. Resident #13 was anxlous and restless.
Her breathing was had and she was pale and had
purple ips. Resident#13 wanted to stay up and
likes the overnight nurse (Staff FF). Staff FF
stated she thought it was Resident #13's anxiety,
but Staff Il stated it was much different. Staffli
stated Resident #13 had been able to ambulate
with assistance, but now needed to use a
wheelchair and was short of breath, - Staff i

stated she recalled at one point Steff FF was
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unable to get a blood pressure or oxygen level.
Staff Il stated Resident #13 had stated she
wanted to go to the hospital in the presence of
Staff EF, but nothing was done. Staff I stated
she last saw Resident #13 at 5:45 a.m. 3/8/19
when she assisted her fo bed. Staff H was
tearful, noting much more should have been dane
to help Resident #13.

During an interview on 3/28/19 at 1:22 p.m., Staff
FF (Registered Nurse) stated she knew Resident
#13 very well and they often sat up at night
talking. Regident #13 was normally anxlous.
Staff FF stated Resident #13 was having a

y roughar than normal evening on 3/7/19, noting

! Resident #13 was not feeling well and her
stomach was bothering her. Staff FF stated she
gave her some milk of magnesia and had staff it
with her when she had to be away from the
nurse's station. Staff FF stated Resident #13's
vital signs were normal, but she had a gut feeling
something was wrong. Staff FF stated she didn't
think there was justification to notify a physician
on a gut feeling. Staff FF stated she
remembered talking about hospitalization with her
aldes, bui also noted Resident #13 was adamant
ahout not wanting to go to the hospital. Staff FF
stated at shift change (6:00 a.m.) she gave report
to on coming nurse Staff Y and told her to keep
an eye on Resident #13. Staff FF stated she-
remembered some aldes reporting Resident #13
was hot feeling well, but noted report was over
and she thought Staff ¥ would be taking care of
her. Staff FF stated Staff EE approached her
prior to her leaving and reported Resident #13's
oxygen saturation level was 67% and diastolic
blood pressure over 100. Staff FF stated she
assumed Staff Y would be sending Resident #13
out {o be evaluated. Stafi FF stated she had not
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noticed any breathing difficulties, weakness or
shortness of breath on her shift. Staff FF did not
see any color changes or purple lips as others
had described. Staff FF stated Resident #13 will
breath rapidly and forcefully when anxious, but
slows down when spoken too. Staff FF stated
Resident #13 nevar mentioned wanting to go to
the hospitel and If she had i would have been out
of character and something would have been
significantly wrong. Staff FF stated had Resident
#13 requested to go to the hospital or If there was
tanglble evidence something was wrong, she
would have not hesitated to call a physician and
get her sent out. Staff FF stated before she left
that morning she had spoken with the Director of
Nurses and volced her concerns for Resident
#13.

The Nursing Note dated 3/8/19 at 4:16 a.m.
revealed Resident #13 had a Blood Pressure
{BP) reading of 105/58, Temperature (T) 97.1,
Pulse {P) 81, Respirations (R) 20, Oxygen
safuration level (Sp0O2) 95%. Resident #13

) complaining of nausea, stomach ache and feels

! like needing to have a bowe! movement.

' Resident #13 states | feel miserable and don't
know why. My stomach feel bad. Resident #13
has no slept except for short 10-15 minute spurts
and has been at the nurse's station most of the
night. Resident #13 stated to Steff FF, | want you
to stay near me, don't feave me, don't send me to

the hospital.

The Nursing Note dated 3/8/19 at 7:24 p.m.,
revaaled a Late Entry for.3/8/19 2t 6:30 am. The
staff summoned the nurse to Resident #13's
room. The nurse entered rcom and observed
Resident #13 sitting on edge of bed leaning over
bedside table. Resident #13 afert and talking.
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BP 153/84, P 87, R 16 and Sp02 92% at 3 liters
perminute. At 8:30 a.m., Resldent#13 had
moming medications without problem. Resident
#13 removed breathing treatment mask several
fimes. BP 153/93, T97.4, P 80, R 20 and §p02
91% at 3 liters per minute. Lung sounds with
expiratory wheezing. Resident #13 answering
questions appropriately. Denies pain, breakfast
tray served. At 9:15 a.m. summoned to Resident
#13's room by nurse aide repoiting she's dead,
not breathing.

10. According to the Minimum Data Set {MDS)
assessment dated 3/26/19, Resident#18 had a
brief interview for mental status (BIMS) score of
14 indicating an intact copnitive status. Resident
#14 required extensive assistance on others with
mobility, transfers, dressing, toilet use and
perscnal hygiene needs. Resident #16's
diagnoses included cerebrovascular accident with
hemiplegia, congestive heart failure and diabetes

mellitus.

Observations on 4/2/19 at 11:35 a.m. revealed
Staff KK (Registered Nurse)} passing medications
to Resident #16 and others.

According to the Medication Administration
Record dated April 2019 Resident #16 had
medications scheduled at 7:00 a.m.

During an interview on 4/2/18 at 11:10 a.m., Staff
KK (Registered Nurse) stated she just finished
passing the morning medications to the final
three residents {Resident #16, #17 and #18) on
her hall. Staff KK stated on most days she is
done by 10:30 a.m. which she admits is still
considered late for most 7:00 a.m. medications.
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On 4/2/19 at 12:00 p.mi. Staff Z accessed
computer records of administration times for 7:00
a.m. medications for Resident #16 in March
2019. 20 times in 31 days 7:00 a.m. medications
for Resident #16 were administered in excess of
9:00 a.m.

According to facility policy on Medication Errors
an error includes administering medications at
the wrong time and according to Medication
Administration General Guidelines #14 -
Medications are to be administered within 60
minutes of scheduled time except for before and
after meal time orders.

During &n interview on 4/2/19 at 1150 a.m.., Steff
P {Acting Director of Nursing) stated medications
are considered in error when administer one hour
before or after the scheduled time. A medication
arror requires the nurse to to contact a physician
and to fill out a medication error form. Staff P
stated late medications is a pervasive problem
and staff are not following policy related to-
medication etrors,

Treatment/Svos to Prevent/Heal Pressure Ulcer

CFR(s): 483.25(b)(1)(i)(ii)

§483.25(b) Skin Integrity
§483.25(b)(1) Pressure ulcers,

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

(i) A resident receives care, consistent with
professionsl standards of practice, 1o prevent
pressure ulcers and does not deveiop pressure
ulcers unless the individual's clinical condition
demonstrates that they were unavoidable; and
{li) A resident with pressure ulcers receivas
necessary treatment and services, consistent

F €84

F €686

F 686 Treatment/Svcs to Prevent/Hesl
Pressure Ulcer

The fhcilit_y does and will continue to reasonably
ensure residents who enter the facility without
pressure sores does not develop p

unless the individual’s cﬁnicalm o
demnnstuts? that they were unavoidable, and a
resident having pressure sores receives necessary
treatment and.scrvices 1o promote healing,
prevent infection, and prevent new sores from
developing,
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T!:ne following deficiency relates to complaint
#81806.

Beged on record review and staff interviews, the
facillty failed to provide necessary treatment and
services consistent with professional standards of
practice, to promote healing and prevent new
ulcers from develaping for 1 of 18 sampled
{Resident #8). The facility reported a census of

97.
Findings include:

According to the Minimum Data Set {MDS)
assassments dated of 2/14/19 Resident #8 had
diagnoses that included atrial fibrillation,
hypertension, cerebral infdrction and failure to
thrive. Resident #8 had severe cognitive
impairments.

The MDS dated 2/14/19 revealed Resident #8
required sxtensive assistance with mobility,
transfers, dressing, toilet use and personal
hygiene needs, Resident #8 had frequent
incontinence of bowe! and had a catheter.

The CNA (Nurse Aide) Pocket Care Pian revealed
no interventions for Residant #8,

The Physical Therapy Treatment Encounter notes
dated 2/19/19 revealed the Physical Therapy
Assistant observed a blister on Resident #8's
right heal and informed the nursing staff. The
notes revealed the nursing staff unaware of the
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A) RESEdent #8 no loﬂger resides iﬂ faCi“ty,
F 686 ; Continued From page 54 F 686 . .
) ) All fesndents residing in the facility have had
with professional standards of practice, to 2 skin nssessment completed, ¢ e
promote healing, prevent infaction and prevent Pl
new ulcers from developing,
This REQUIREMENT is not met as evidenced B) The facility policy and procedurs on
by: Prevention and Treatment of Wounds has
begn reviewed with all floor nursing,

Wound Nurse coxnpleted an sugi

y ; audit al}
ll;l?sme?ts and highlighted all residents aj
high nsk.of skin breakdown for appropriate
interventions to preyent skin alterations
based on the Bradep Scale, :

PCP updated for the pursip i

b staff to :
proper devices/ pc)sitioningfgindm fo’rnclude
wound care are being implemented,

Care plans {0 be updated during dai

g daily
morning QA meeting and gs neeg
proper intcrvemiops_g As needed for

A daily QA audit tool was devel

gujfle for De_pamnem Nursing St:&efoa:;
during morning QA 10 ensure at 5 minimum
all dom.xmentanon of assessments, chan e
of.' conditiens, incidents and intcnr’enﬁoni )
with care plans updates, wound care. review
of MARS and TARS aro reviewod dyrin
the'QA daily procesg with proper s
notification to physicians and
family/representative,

A Certified Wound N, .
the faclity, 4-20-2019, - P hired by

W_m.md Nurse' will monitor all wounds at a
minimum of weekly or as needed until thejr
wounds have healed angd cnsure wound

module is updated at g minim
or as necded, un of weekly ‘
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During an interview on 3/13/19 at 2:00 p.m., Staff
W (Physical Therapy Assistant) stated in
mid-February she discovered a blister on
Resident #8's right heel. Staff W stated she
reported this to an unknown nurse and-
documented it in her notes.

During an interview on 3/14/19 at 1030 a.m.,
Staff X (Centified Nurse Alde) stated she
discovered a sore on Resident #8's bottom on
2/24/19 and reported it fo the nurse, She noticed
on 2/26/19 the sore had worsened and informed
the nurse. On 2/26/19, Staff X also discovered a
huge blister on Resident #8's right heel and
informed the nurse of this as well,

During an Interview on 3/13/19 at 4:40 p.m., Staff
H (Registered Nurse) stated she first heard about
Residant #8's blister from Staff T. StaffH
reported they implemented measures to float
Resident #8's heels. Stalf H stated she did not
notify the physician. Staff H remembered
inforrning the overnight staff of the blister. Staff H
did not remember if interventions were added to

the care plan.

During an interview on 3/14/19 at 1019 a.m.,
Staff Y (Licensed Practical Nurse) stated on
2/26/19 she was informed by Staff X that
Resident #8 had a sore on her bottom and a
blister on her right heel. Staff'Y stated Staff X
stated she had reported the sore on Resident
#8's bottom a couple days earlier to Staff T and
nothing had been done. Staff Y stated she
informed the Director of Nurses and filled out

wound assessment reports for both aregs,

following:
»  Using STOP and Wateh Forms to
rcpm:t Concems to PON and
Admini steator ‘

. Usi?g Procket Care Plan Sheets for
devices and cares

*  Floor Nuurses in-serviced on how

to use:

Skin Module Report

Completing a Skin sssessment

Interventions

Phy-sfcian and Family Notification

Positioning and Devices for

residents with sores

¢ Hot Charting

A communication form was placed in
the ther_apy department, to be filled omt
and delivered to Administrator on any
concemns noted during a therapy session
to communicate and alert Administrator
of a resident concemn.

* A Stop and Watch form was added
to daﬂ_y schedule book to prompt
reporting of changes.

. Cognmllnicaﬁcns forms and a
mailbox were added to Wound
Nurse Oﬂice Door for
communication,
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blister and stated they would provide heel
float/booties for Resident #8. .
C) Al nursing staff was re-educated on the
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contacted the physician and obtained treatment
orders. Staff Y stated she asked Staff T about
the skin wounds and Staff T denied knowing
anything about them. Staff Y stated she had
racently resigned because nurses were not
properiy taking care of issues professionally,
ignored wound care and neglected resldents.

The Deparimental Notes lacked a wound
assessment report, physician notification, family
notification and care plan interventions for the
heel wound and left buttock wound.

The Wound Assessment Report dated 2/26/19
revealed Resident #8 had pressure ulcer on the
right heel measuring 4 centimeters {cm) (length)
by 5.5 cm {width) and a Stage {I pressure ulcer
on her left buttock that measured 6 cm (length)
by 4.7 cm (width) and 0.1 cm (depth).

The Telephone Qrders dated 2/26/19 revealed
the following orders:

&. Cleanse the left buttock, apply triad wound ga!,
cover with optifoam, gentle dressing and change
avery three days.

b. Check the placement of tha left buttock
dressing every day.

c. Paint the lef hee! blister with Betadine twice a
day uniil healed.

Review of the February 2019 Treatment Record
sheet revealed an onder dated 2/26/19 to
complete a weekly skin assessment and
document in wound manager.

The Wound Assessment Report dated 3/4/19
revealed Resident #8 had an irritation and
excoriation from molsture oh his coccyx

D) The Wound Nurses or designee wif} perform
audits to monitor For skin breakdown of all
residents at risk axad all treatments on
residents with skin impairments at a
minimum of weekly with the resulis
forwarded to the Quality Assessment and
Assurance Commiittee for further review and

recommendation,

E) Responsible Party: Wound Nurse /Director of
Nursing
Alleged Date of Compliance; 5/17/2019
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measuring 5 cm (length} by & ecm (width). The
staff nolified the physician and no new orders
received.

The Dapartmental Notes dated 3/4/19 at 5:22
p.m., revealed Resident 8's Family Member had
concerns that Resident #8 had been at the facility
for 24 days and now had pressure wounds: The
Famitity Member reported it appeared Resident
#8 was not getting treatments, the aides were not
fioating her heets and the nurses did not know the
treatment for her bottom. The staff explained
they would follow up and look at the wounds.

The Wound Assessment Report dated 3/7/19
revealed Resident #8 had a blister on lgf#t tateral
shin measuring 11 em (length) by 12 cm (width).
The staff notified the physician.

The Deparimental Notes dated 3/7/18 lacked
documentation of the left shin blister, family
notification and care plan interventions refated to
wound care

During an interview on 3/14/19 at 9:50 a.m, Staff
Z {MDS Coordinztor) stated on Monday 3/11/18
ghe noticed the blistering progressed to Resident
#8's toes. Staff Z stated she fitted out wound
assessment reports, notified the physician and
obtained treatment orders.  Steff Z stated she
was not centain who within the facility was
currently providing weekly skin assessments.

The Wound Assessment Report sheet dated
371119 revealed Resident #8's left lateral shin
blister expanded ohto Resident #8's foot and
toes. The sheet revealed the staff notified the
physician and received a new treatment to .

cleanse left lower leg with wound cleanser, apply
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Vaseline gauze, wrap with kiing; apply triple
antibiotic to the left foot blister, cover with 4 x 4's
and wrap with kling twice daily and apply
Betadine to left 3rd, 4th and 5th toes twice daily.
The Departmental Notes dated 3/12/1¢ at 1:50
p.m., revealed the areas on Resident #8's legs
and feet worsening and contacted the Physician.
The Physician ordered an arterial Doppler to both
lower extremities to rule out arterial insufficiency.
Observations on 3/12/19 at 4:35 p.m. and 3/13/19
at 7:50 a.m. found Resident #8 wearing foam
boots and staff floating heels while in bed.
| However the care plan and pocket care plans do
not have use of foam boofs or floating of heels as
aformal Inte,n{ention.
F 689 | Free of Accident Hazards/Supervision/Devices F 689
ss=p | CFR(s): 483.25{d)(1)(2)
§483.26(d) Accidents.
The facility must ensure that - F 689 FREE OF ACCIDENTS AND
§483.26(d)(1) The resident environment remains SUPERVISION / DEVRCES
( as free of accldent hazards as is possible; and ‘The facility does and will confinuc fo casure that
" the restdents environment remains as free of
§483.2_5(.d)(2)Edach rie:s;dent ;efwas adeguate aceidents and hazards as possible; and each
sup'ennsnon and assistance devices to prevent resident receives adequate supervision and
accidents. _ assistance to prevent accidents and hazards,
This REQUIREMENT is not met as evidenced which is evidenced by the following:
by: .
This deficiency relates to self reported incident A) Resident# 1, 3, 12 no longer reside at the
81124-), B1645-A and 81838-C, facility.
Based on record review, staff interviews and Afl resident care plans will continue to be
resident interview, the facility fafled to provide reviewed at a minimum of quarterly and as
adequate supervision and assistance devices to needed.
mitigate & resident's risk for falls and injury for 3
of 8 sampled (Residents #1, #3 and #12). The
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Findings include:

1. According to the Minimum Data Set (MDS)
assessment dated of 10/22/18, Resident #1 had
impaired long and short term memory and
moderately Impaired cognitive skills for daily
decision making. Resident #1 required extensive
assistance with mobility, trarisfers, dressing, toilet
use and personal hygiene needs. Resident #1's
diagnoses included Parkinson's disease, arthritis

and coronary artery disease.

According fo a fall risk essessment dafed
10/15/18, Resident #1 scored B indicating a high

risk for falls.

The care plan identified a risk for falls and Injury
related to a history of falis, weakness, immobility,
confusion and poor safety awareness with
approaches which included an environment free
of clutter, adequate lighting and hazards, ensure
appropriate footwear and transfer with assist of
one staff short distances and wheelchair for

longer distances.

Fhe Incident Report dated 12/19/18 indicated at
1:15 p.m. Resident #1 was discovered on the
badroom floor. Resident #1 had been assisted to
the toilet 10 minutes earlier and left unattended.
Resident #1 was attempting to get back to his”
wheelchair when he fell to the floor. No injuries
were noted. Following the fall, no interventions
were added to the care plan.

The Incident Report dated 12/21/18 indicated at
2:15 p.m. Resident #1 was discovered on the
bedroom floor. Resident #1 was seif transferring

docum‘entmgon of assessments, change of
conditions, incixdents and interventions with
care plans updates, wound care, review of
MARS and TARS are reviewed during the
QA dnj!y. Process with proper notification
to physicians arg family/representative,

MDS staff to bring care plan Binder to
daily QA meeling ensuring Care Plans are
dente. at this time with necessary changes
including safety jnierventions,

C) Nursing staff was re-educated on the
following:

*  Falls Prevention

¢ CarePlags

o« TARs .

*  Ensuring Resident Safety, free
from accidents and hazards and
adequate supervision.
mf'ers skills, Gait Belis

Olilication to Charge Nurse,
DON and Administrator.

3-1-2019 Facility has hired and designati

a Staff’ Dovelopment Nurse and Chﬂahon
Preceptor to conduct training with weekly
and mo_nthly audits on all nursing staff for
ADLS.mcluding Peti-care, inconiinent care
grooming, oral care, Audits will be present ’
to the QA team weekiy,

)] Th:f Quality A.‘fstn-ance Committee will
review the audits monthly for further review .
and recommendation,

. *
Adm] mS’ll‘atOI . A“ L) ance:
) y egEd Date fco“l})h (&M
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from the bathroom to’his chair when he tripped
and fell into his bedside {able sustaining multiple
lacerations to his head. Resident was sent to the
emengency room where his lacerations were
sulured. Following this fall an intervention was
added to Resident #1's care plan to not leave
Resident #1 unattendad in the bathroom.

During an interview on 3/6/19 at 3:09 p.m. Staff A
{Nurse Aide) stated he was the alde assigned to
Resident #1 on 12/21/18 when he fell and hit his
head. Staff A stated he assisted Resident #1
onto the toilet and gave him his call light, but
noted Resident #1 was confused some and didn'
always use his cali light. Staff A stated he left
Resident unattended and when he returnad,
Resident #1 was on the floor.

During an interview on 3/6/19 at 3:10 p.m. Staf B
(Nurse Aide) stated she was working the day
{12/21/18) Resident #1 fell and hit his head and
thought Staff A was assigned his heil. Staff B
stated she was not familiar with the details, but
thought Resident #1 was assisted to the toilet, left
unattended and got up unassisted and fell. Staff
B it was common for Resident #1 to be assisted
to the bathroom and not required of staff to
remain with him. .

During an interview on 3/5/19 at 10:23 a.m. Staff
¢ (Assistant Director of Nursing) stated the staff
summonead her fo Resident #1's room following a
fali on 12/21/18. Staff C did not know the
circumstances prior to the fall, but noted Resident
#1 he tripped retiring from the bathroom. Staff C
reported Staff D had the responsibility of updating
the care plan with interventions.

During an interview o 3/5/19 at 11:01 a.m., Staff
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D (Licensed Practical Nurse) stated she was on
leave at around the time Resident #1 had his falls
in December 2018 and was not certain of the
details surrounding the falls. Staff D noted
Resident #1 was a high risk for falls and had had
several falls, Staff D claimed facllity staff oflen
didn't fill out incident reports or communicate well
to get needed interventions on the care plan.
Staff D stated the administration was not doing
investigations on falls,

During an interview on 2/28/19 at 10:00 am., the
Administrator stated she was unable to find an
investigation file on Resident #1's falls in
December 2018.

2. According to the Minimum Data Set (MDS)
assessment dated of 2/12/18, Resident #3 had a
brief interview for mental status (BIMS) score of
12 indicating a minimally impaired cognitive
status. Resident #3 required extensive assistance
with mobility, transfers, dressing, tollet use and
personal hyglene needs. Resident #3's diagnoses
included Bipolar disorder, diabetes meliitus and

hypertension. :

Resldent #3's plan of care indicates she requires
assistance of one with transfers, walking and

toilet use.

The Radiclogy Report dated 2/26/19 related to
right ankle pain for one week. Impression: diffuse
ostecpenia mildly limits the detalled evaluation of
the bone and nondisplaced fractures. No discrete
fractures or disfocations, There Is soft fissue
swelling about the ankle. There is a small plantar

calcaneal spur,

During an interview on 2/28/19 at 11:30 a.m.,
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Resident #3 was asked about her right ankle.
Resident #3 stated a gill was moving her from
her wheel chair Into bed and not using a gait belt.
They stood up and she lost her balance and fell
along the side of the bed into the side rails,
Resident #3 étated she did not fall to the flaor.
The aide then pulled her up in bed and Resident
#3 then realized her right ankle was hurting.
Resident #3 stated she told the nurse about it the
next day.

During an interview on 2/28/19 at 9:08 a.m., Staff
E (Therapy Director) stated on Thursday, 2/21/19
he was working with Residant #3, when she
;o reported having pain in her right ankle which was
S related to an Incident the evening before,
Resident #3 stated the nurse was transferring her
from her recliner into bed and not using a gait
belt. Resident #3 stated she fell, striking her right
ankle on the bed frame. Staff E stated he
reported the incldent to the Director of Nursing.

The Physical Therapy Treatment Encounter note
dated 2/21/19 revealed Resident #3 stated she
Lo was being transferred by an aide last night
without & gait belt and {hat she hit her ankle on
the bad rails while transferring from her whesl
chair to bed. Resident #3 states she has
increased pain with walking.

During an interview on 2/28M9 at 10:45 am., the
Director of Nursing (DON) stated therapy staff
had reporied that during a transfer with an aide,
Resident #3 had burnpad her right ankle Into the
bed frame or wheelchair and she was now
complaining of pain and tendernsss. The DON
did not distlose that the aide was allegediy not
using a gait belt. When asked if she had spoken
with the aide that had transferred Resident #3,
Event 1D:ONGBA11 Fagliity 1D; 1A0801 If eontinuation shoet Page €3 of 80
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the DON stated no. The DON stated she had
spoken with Resident #3 and her son. When
informed by this surveyor that Resident #3 had
reportedly stumbled during a transfer and staff
was not using a gait belt, the DON then agmitted
therapy staff had informed her the aide was
allegedly not using a gait belt. In response to
staff not using a gait bel the DON put out a staff
education memo reminding staff to use a gait belt
during transfers. The DON was not aware of who
the alde was that had not used & gait belt and
consequently had not spoken too or disciplined
the aide for her failure fo use a gaitbell. The
DON stated it is an expected standard of practice
that a gait beit be use anytime transferring or
walking with a resident who requires physical
assistance, that the incldent Is reported and that
an Incident report be filled out. The DON stated
there is no incident report related to this event,

During an interview on 3/4/18 at 2:28 p.m., Staff
F(Nurse Aide) stated on the evening of 2/20/19
she prepared Resident #3 for bed, put on her
night gown and transferred her into bed. Staff F
stated she used her gait belt and the transfer was
uneventful.

During an interview on 3/4/19 at 2:05 p.m., Staff
G {Nurse Aide) stated she was working the
evening of Wednesday, 2/20/19 and assigned
north hall. Staff G stated she was involved with
Resident #3's care with two other aides, but did
not put her to bed that evening. Staff G stated on
o Thursday, 2/21/19 when she got to work Resident
#3's call light was on. Resident #3 asked Staff G
1B if she could get her an ice pack for her ankle.
Resident #3's son was present and stated
Resident #3 had fallen and was suppose fo have
an ice pack. Staff G stated she went to the
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nurse, Staff H and askéd if she could get an ice
pack and Staff H stated yes. Staff G returned
with the ice pack. Later that same evening Staff
G was assisting with transfetring Resident #3
onto the toltet and put her gait belt around
Resident #3's waist. Resident #3 stated the
person transferring her last night did not use a
gait beit. Staff G stated Resident #3 requires
extensive assistance of one staff with transfers
and needs a gaitbelt. $taff G stated she thought
she informed Staff H about the aide not using a

gait belt.

During an interview on 3/4/19 at 2.3 p.m., Staff
H (Registered Nurse) stated she remembered
Staff G making a comment about Resident #3
wanting an ice pack for her right ankle and her
giving Staff G a key to the medication room to get
the ice pack. Staff H stated she did notdo an
assessment of Resident #3's right ankle at that
time, but tater on had asked her how her ankle
was doing and looked atit. The ankle was
edematots, but no more or less than usual. Staff
P H stated she was not aware of any event which
Lot may have caused the pain. A few days later Staff
H had heard Resident #3 had twisted or hit her
ankle against something. Staff H stated she was
not aware of an aide not using a gait belt and
Resident #3 falling.

3. According to the Minimum Data Set (MDS)
assessment dated 1/23/19 revealed Resident #12
) had a brief interview for mantal status (BIMS)
Lo score of 12 indicating & minimally. impaired
cognitive status. Resident #12 required extensive
to fotal dependence on others with mobility,
transfers, dressing, toilet use and personal
hygiene needs. Resident #12's diagnoses
inciuded cerebrovascular accident, hemiplegia,
Event [D:ONGB11 Fagilily 1D: [ADB01 if continuation sheet Page 65 of 80
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pressure ulcer sacral and right heel.

During an observation on 3/19/19 at 7:34 am.,
Staff X (Nurse Aide) trensferred Resident #12
from his bed inte his broda chair per a hoyer lift
by herself. On the wall there was a sign
reminding staff that Resident #12 is to be
transferred using two staff.

Resident #12's plan of care indicates Resident
#12 is at risk for injury related to falls and is to be
transferred with two person assistance.

F 726 : Competent Nursing Staff
ss=E | CFR(s): 483.35(a)(3)(4)(c)

§483.35 Nursing Services

The facility must have sufficlent nureing staff with
the appropriate competencies and skiils sets to
provide nursing and related services to assure
resident safety and attain or maintain the highest
practicable physical, mentel, end psychosocial
wel-being of each resident, es determined by
resident assessments and individual pfans of care
and considering the number, acuity and
diagnoses of the fadility's resident population in
accordance with the facllity assessment required

at §483.70(e}.

§483.35(a)(3) The facility must ensure that
licensed nurses have the specific compstencies
and skill sets necessary to care for residents'
needs, as dentified through resident :
assessments, and described in the plan of care.

§483.35(a)(4) Providing care includes but is not
limited to assessing, evaluaiing, planning and
implementing resident care plans and responding
to resident's needs.
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‘F 726 SUFFICIENT 24 NURSING STAFF
F 728

A) The facility does amxd will continue to ensure
that it provides suf¥ficient nursing staff to
provide nursing related services to aftain or
maintain the highest practicable physical,
mental and psychosocial; well-being of each
resident.

B) StaffDevelopment Nurse and CMA
Preceptor will randlomly to conduct audits
and monitor call light response times and to
record resident feedback from interviews of
call light response of staff

C) Acommunication was presented to all staff
of the facility, educating that all associate in
any department should respond to & call
light and how to respond to a call light.

The facility implemented the Ambassador
Program to ensure residents feedback js
gathered on more frequent basis throughout
the week. -

Ongoing feedback will be monitored during
resident council meetings,
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§483.35(c) Proficiency of nurse aldes.
The facility must ensure that nurse aides are able
fo demonstrate competency in skills and
technigues necessary to care for residents’
needs, as identified through resident
assessments, and described in the plan of care.
This REQUIREMENT is not met as evidenced
by:
D

The following deficiency relates to complaint A;si;;;he?i%témfgenpf:: L“&m;'l‘:é:z?foa:f dit

3 1
77740-C and monitor timing of call lights, and
interviewing residemt i
Based on observation, staff interview and with the res%ﬂts fom;é‘z;:zl&gguﬁ?;onse
resident group interview, the facility falled to Assessment and Assurance Committee for
provide prompt response for the residents use of further review and recommendation.

) the nurse call system. The facllity reported
census of 97, E) Responsible Party: Director of Nursing /
Administrator
Alleged Date of Compliance: 5/17/2019

Findings include:

During an observation on 3/5/18 at 7:36 a.m.
revealed a call light activated for room $18. The
staff responded to the call light at 7:56 e.m.

o During an observation on 3/16/19 at 8:00 a.m.
revealed a call light activated for rooms B48 and
©53. The staff responded to both rooms at 8:17

am.

During a resident group interview in which &
residents were represented, residents expressed
coricern with inadequate staffing on ABG halls,
noting there are only three aides on their hall and
it is 2 heavy load hall with multiple residents who
are two person mechanical [Ift residents.
Resldents stated it takes 30-45 minutes for staff
fo respond to call lights and one resident stated .
she was incontinent while waiting for help.
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During an inferview on 3/5/19 at 2:30 p.m., the
Family Member stated one evening her loved one
was left on the toilet and no one answered his call
light The resident was pounding on the walls
-and screaming for help. The resident finally
calied her and she had ta come into the faciiity to
get him help.

During an interview on 32019 at 11:10 a.m., the
Assistant Director of Nursing (ADON) stated
there are 50 residents on ABC hall and 32 of
them require two person assistance. The ADON
stated the overnight staffing last night was 1
nurse and 1 alde, because an alde had called in.
The ADON stated the on-calf nurse is required to
cover call-ins, however she refused to come In
last night to help.

F 760 | Residenis are Free of Significant Med Errors F 760

ss=p | CFR(s): 483.45(f){2)

The facility must ensure that its-
§483.45(f)(2) Residante are free of any sionificant

medication errors.
This REQUIREMENT. Is not met as evidenced g;gmmmsﬁ FREE

by: . ERRORS

Based on record review and staff interview the
facility failed to ensure residents are free of any ae - . )
significant medication errors for 1 of 3 sampled ;I(;h :ﬁ,ﬁgg‘;ﬁﬂf g ;rcll: :oqgnute

(Resident #7). The facility reporied & census of remains free of any signific:i!t -
97. medication error, |

Findings include: A) Resident # 7 Medical

‘ Administration Record was

According to the Minimum Data Set (MDS) reviewed updated with insulin

assessment dated 2/4/19 revealed Resident #7 parameters, ‘

had a Brief Inferview for Mental Status (BIMS)

score of 14 indicating an intact cognitive status.

Resident #7 fequired limited assistance with
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transfers, ambulation, toilet use and personal
hygiene needs and extensive assistance with
dressing. Resldent #7's diagnoses included atrial
fibrillation, hypertension, peripheral vascular
disease, diabetes mellitus, chronic cbstructive
pulmonary disease.

During an interview on 3/5/19 at 8:10 p.m.,
Resident #7 stated on 3/3/19, Staff N wanted to
check her blood glucose leve! after supper and
she refused because she just ale supper.
Resident #7 told-Staff N she wanted it checked
later. Rasident #7 stated Staff N informed the
on-coming nurse, Staff O to check her gluoose

! level later and give her insulin accordingly.

; Resident #7 stated Staff O told her he would just
write down an 88 and she wouldn't have to take
any Insulin and then winked at her. Resident#7
stated Staff O never rechecked her blood sugars
or administered any of her evening insulin.

During an interview on 3/6/19 at 10:30 a.m., Staff
N (Medication Aide) stated she checked blood
glucose levels the evening of 3/3/19, Staff N
reparted she obtained Resident #7's 5:00 p.m,
blood sugar leve! and wrote it on a piece of paper
and gave it to Staff, P. After supper, Staff N
stated she went to check Resident #7's blood
sugar. Resident#7 refused stating it was too
early. Staff N stated she wrote a note and
personally told Staff O {on-coming nurse) that he
would have to check her blood sugar later and
A give her insulin. Staff C stated he would do it.
Lo The following day Staff N asked Resident #7 if
she had gotten her blood sugar checked and
insulin given and she stated no. Staff N stated
she reported the incident to the Director of

Nursing.

R

B) Al residents residing in the
facility had their MARs reviewed.

C) Al nursing staf'f were re-educated -
on:
How to provide insulin and
monitor blood sugar/ MAR.

Proper procedures to
Medication. Administration,

D) Staff Development Nurse and
ADONS complete mndom andits
to ensure medication etrors are
less than CMS regulatory
guidelines with resulis forwarded
to the Quality Assurance team for
review and recommendation,

E) Responsibility Party: Director of
Nursing,
Alleged Date of
Compliance:5/17/2010
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During an interview on 3/6/19 at 2:00 p.m. Staff P
(Registered Nurse) stated on 3/3/19 she
remembered Resident #7 had a blood stigar of
361 at 5:00 p.m. Staff P stated she was running
behind and asked Staf O (on-coming nurse) to
follow up with Staff Q to ensure Resident #7's
ingulin was given. Staff O stated he would. Staff
P stated she did not give Resident #7 her 5:00
p.m, insulin.

During an interview on 3/6/19 at 2:20 p.m., Staff
QO (Licensed Practical Nurse) atated when he
arrived to &t 6:00 p.m. on 3/3/19 Staff P provided
blood sugar levels for Resldent #7. Staff P esked
Staff O to folfow up and administer insulin. Staff.
O checked Resident #7's blood sugar and
obfained a level of 88. Resident #7 didn't need
any sliding scale insulin. According to the March
2019 MAR Resident #7's blood sugars
consistently run over 300 &t 5:00 p.m. and 8:00
p.m. checks. Staff O stated he gave the routine
Novoleg and Lantus insulin, but failed to

document.

According to Resident #7's Medication
Administration Record dated March 2018
Resident #7 had an order t receive Lantus 34
units every 12 hours, Novelog 6 units four times a
day and Novolog on a sfiding scale four times a
day, based on blood glucose levels. There was
no recorded blood glucose check on 3/3/19 at
5:00 p.m. or 8:00 p.m. and no recorded
administration of routine Lantus insulin at 8:00
p.m., no recorded routine Novolog insulin at 5:00
p.fn. and 8;00 p.m. and no sliding scale Novolog
1ngulin given at 5:00 p.m. or 8:00 p.mi.

Food Procurement, Store/Prepare/Serve-Sanitary

CFR(s): 483.60(i)X1){2)

F 760

Fa1i2
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§483.60(f) Food safety requirements.

The facility must -

§483.60(1)(1) - Procuré feod from sources _

approved or considered satisfactory by federal,

state or local authorities.

F 812 FOOD PROCEDURES,

{i) This may include food items obtained direcily
from Jocal producers, subject to applicable State
and local laws or regulations.

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

(iii) This provision doss not preclude residents
from consuming foods not procured by the facility.

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

This REQUIREMENT is not met as evidenced
by:

The following deficiency relates to intake
B80516-C.

Based on observation, record review, and staff
interview the facility faited to ensure the kitchen
and food stofage areas meet professiona!
standards of cleanliness and sanitation. The
facility reported & census of 97.

Findings include:

Observation on 3/19/19 at 8:30 a.m reveated the
kitchen and storage areas had clutter and with

vents and stove vents.

The freezer was waiting for a repair
been repaired.

B) The facitity docs and will continue to
the kitchen and food storage areas meet
professional standards of cleanlingss and
sanitation.

conditions are met using;
« Food Storage
s  Sanitation
e  Cleaning List
s  TELS work order request for

maintenance orders

STORE/PREPARE/SERVE-SANITARY

A) On 4/28/2019 maintenauce cleaned the alr

The equipment in the dietary area has been
clean of any tacky substance, food waste.

C) Dictary Manager and dietary staff were in-
serviced on proper proeedures {o ensure sanitary

e Anew weekly cleaning list was

and has

ensure

FORM CMB8-2567(02-99) Pravious Versions Cbsclete

food debris on the floor. The refrigerator and implement on $/1/2019
freezer had clutter due to a recent delivery. The P .
freezer had a build up of frost along the interior
ceiling. One freezer had a nonfunctioning fan.
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Observation on 3/19/19 at 2:45 p.m. revealed the
cook preparing supper. The sides of the steam
{able, carts and ovens had a tacky substance and
contained food debris and spatter. The floor .
under the sink contained a tub with scifed towels. R‘)jg:if&% mnm‘:i’m Dircctor and
The fioor had a bulld up of dirt, grime and food dietary department and uct weekly audits of the
debris. The stove vents contained a build up of lists for food stanow weekly cleaning
proper 1vod storage and sanitation and
dust, dirt and debris. cicanliness, the results the results forwarded to
) _ the Quality Assessment and Assurance
Observation on 3/19/19 at 10:15 p.m. revealed Committee for further review and
the staff completed the tleaning of the kitchen recommendation.
ang storage areas. The kitchen floor conteined
food debris, The floor under the sink contained a E.) Responsible Party: CDM / Maintenance
dirty rag and pop can. The food carts contained a Director / Administrator
build up of food and waste. The freezer Alicged date of Compliance: 5/17/2019
contained paper and debris. The dry storage
area observed earlier in the day revealed a lack
of cleaning. The ovens, stoves and appliances
remained dirty with bulit up lint, splatter and
grease along the sides. A rack contained an
uncovered cake. :
: During &n Interview on 3/16/19 at 9:30 a.m. Staff
A DD (Dietary Supervisor) stated the dietary
department had a full staff. Staff DD reported
the staff had a daily cleaning assignment, but
reported no scheduled time frame to complete
the cleaning. Staff DD reported the staff need to
¢lean before the end of their shift.
Review of Cleaning Schedute sheet revealed
scheduted cleaning on Monday through Friday.
The sheet had omissions in many of the cleaning
activities. The sheet revealed additional cleaning
activities hecessary to maintain a ¢lean and
sanitary kitchen unassighed.
F 842 | Resident Records - Identifiable Information F 842
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$$=D | GFR(s): 483.20(f)(5), 483.70(i)(1)-(5)
§483.20(1)(5) Resident-identifiable information.
(i) A facility may not release information that is
resident-identifiable to the public.
{ii) The facility may release Information that is F 842 483.70 (8) (1) - (5) Records-Compl
resident-identifiable to an agent only in Accurate /Accessible. ) mplete /
accordance with a contract under which the agent
agrees not fo use or disclose the information
except to the extent the facility itself is permitted A} Resident #12 no longer resides in the
to do so. facility.
§483.70()) Medical records. B) The facility does and will continue to
§483.70(i)(1) in accordance with accepted reasonable ensure that medical records are
‘ professional standards and practices, the facility gm’mm’.“’d as complete, accurately
[ must maintain medical records on each resident ecumented, madﬂy.a""ess'hle and
systematically organized,
that are-
(i) Complete; An audit tool .
(ify Aceurately documented; Depariment N:’;Fi:;‘éifgetg aa dg::rniie for
(iii) Readily accessible; and moming QA to ensure, at a minimum agll
(iv) Systematically organized - documentation of the MARS and TARS are
complete and reviewed during th i
§483.70(42) The facility must keep confidential process. g the QA daily
S all Information contained in the resident’s records, ~
Lo regardiess of the form or storage method of the The facility hired a certified Wound
racords, excopt when release is- Nurse on April 22, 2019. Wound nurse
(i) To the individual, or their resident to perform random daily checks of
'representative where permitted by applicable law; treatments and weekly skin
(i} Required by Law;” assessments, verify treatments and
(i} For treatment, payment, ar hesith care treatment orders, documentation and
operations, as permilted by and in compliance education to floo :
with 45 CFR 164.506; floor nursing staff.
{iv} For public health activities, reporting of abuse,
; neglect, or domestic viclense, health oversight
e activities, judicial and administrative proceedings,
iaw enforcement purposes, organ donation
purposes, research purposes, or fo coroners,
medical examiners, funeral directors, and to avert
Event iD: ONGB11 Facliily ID: 1A0E01 If continuation shest Page 73 of 80
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a serious threat to health or safety as permitted
by and in compliance with 45 CFR 164.512.

§483.70{i)(3) The facility must safeguard medical
record information against loss, destruction, or
unauthorized use.

§483.70(i)}{4) Medical records must be retained
for-

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

{Hi} For & minor, 3 years afier a resident reaches
legal age under State law.

§4B83.70(i)(5) The medical record must contain-
(i} Sufficient information to idéntify the resident;
(i} A record of the resident's assessments;

(i) The comprehensive plan of care and services

provided; -

{iv) The resulls of any preadmission screening

and reskdent review evaluations and
determinations conducted by the State;.

(v} Physician's, nurse's, and other Jicensed
professional's progress notes; and

{vi) Laboratory, radiclogy and cther diagnostic
services reports as required under §483.50,
This REQUIREMENT Ig not met as avidenced
by:

‘This deficiency relates to complaint 82040-C.

Based on observation, record review and staff
interview, the facility falled to maintain accurately
documented medication and treatment records
for 1 of 20 open sampled {Resident #12). The
facility reported a census of 97.

Findings include:

C) Thenursing departanent was

In-serviced on the facilities policy and

progedure for: .

?:op_er qocumeqtqﬁon of all treatments /
medication administration and following

physician orders.

D) The Dir_ector of Nursing and or designee
will review daily x (5) the documentation of
the MARS and TARS and resulis of the
documented skin inspections by the wound
nurse weekly to ensare compliance to the
regulation with results forwarded to the
Quality Assessment and Assurance
Committee for firther review and

recommendation.

E) Responsible Person: Director of Nursing,

Administrator

Alleged Date of Compliance: 5/17/2019
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1. According to the Minimum Data Set (MDS)
assessment dated 1/23/19, Resident#12 had a
brief interview for mental status (BIMS) score of
12 indicating a minimally impaired cognitive
status. Resident #12 required extensive to total
dependence on others with mobility, transfers,
dressing, toilet use and personal hygiene needs.
Resident #12's diagnoses included
cerebrovascular accldent, hemiplegia, pressure
ulcer sacral and right heel,

The March 2019 Treatment Record revealed
Resident #12 had orders for wound care to his
right foot and heel, The staff documented the
freatment completed on 3/18/19 by Staff BB.

During an observation on.3/18/18 at 10:15 a.m,,
Staff AA (Livensed Practical Nurse)} and Staft Z
{MDS Coordinator) changed the dressings on
Resident #12's wounds. Staff AA removed the
old dressing dated 3/17/16 with the initials "JG".
Staff AA stated changed the dressing on 3/17/19
and apparently no one changed it on 3/1819,

o During an Interview on 3/19/19 at 10:30 a.m.,
' Staff AA {Licensed Practical Nurse) stated it's not
uncommon for her to find dressings not changed
as ordered.

During an interview on 3/18/19 at 12:00 p.m.,
Staff BB (Registered Nurse) stated she
completed the treatment on Resident #12's
bottom on 3/18/19, but did not change the-
dressings or provide treatment on Resident #12's
o right foot and heel. Staff BB admitted she
recorded the treatment and dressing change as
completed on the TAR in error.
F 880 | Infection Prevention & Control F 880
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SS<E | CFR(s): 483.80(a)(1)(2){4)(e)X)
§483.80 Infection Control
The facility must establish and maintain an
infaction prevention and contro} program
designed to provide a safe, sanitary and
T 880

comfortable environment and to heip prevent the
development and transmigsion of communicable
diseasés and infections,

§483.80(a) Infection prevention and controt
program.

The facllity must establish an infection prevention
and contro! program (IPCF) that must include, at
a minimum, the following elements:

§483,80(a)(1) A system for preventing, identifying,
repoiting, investigating, and controlling infections
and communicable diseases for all residents,
staff, volunteers, visitors, and other individuals
providing services under a contractual
arrangement based upon the facllity assessment
conducted according to §483.70(e) and following
accepted national standards;’

§483.80(a)(2) Written: standards, policies, and
procedures for the program, which must include,
but are not fimited to:

1
!

The facility does and will continoe to ensore that |
there is an infection contro! program desigoned to
prevent the development and transmission of
disease and infection,

A) Nursing Staff in-serviced-educated on / for
removing / changing gloves and washing
hands when providing cares including but
not limited to: peri-care, oral care, handling
of catheter bagging and tubing, wound care
and sttuations of direct care in which hand
washing is indicated,

There were 1o negative outcomes to
residents # 5,8,12,

B) Audiis to be performed by the Wound Nurse
{ Staff Development Nurse and CMA
Preceptor Lo ensure proper sanilation and to
help prevent the development and
transmission of disease include:

{i) A system of surveillance designed to identify ;
possibie communicable diseases or : mdcﬁmg
infactions before they can spread to other o Catheter care
persons in the facikity; ¢  Wound Care

‘ {ii) When and 1o whom poseible incidents of e Accu check

Pl communicable disease or infections should be
reported;

(ill) Standard and transmission-based precaulions
to be followed to prevent spread of infections;
(iv)When and how isolation should be used fora

FORM GMS-2567(02-99) Previous Versions Obsolete Event ID:ONGBA1 Facllfty 1D; 1AD804 It continuation shest Pags 76 of 80



PRINTED: 05/02/2019

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
- -STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPLIERICLIA {42} MULTIPLE CONSTRUCTION {(3) DATE SURVEY '
{ YD PLANOF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
c
165162 B. WING 04/03/2019
"NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATES, 2ip CODE
LTOONA NURSING AND REHABILITATION CENTER 200 SEVENTH AVENUE SW
A - | ALTOONA, IA 50008
o@D SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PL_AN OF CORRECTION 75
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTINGE ACTION SHOULD BE coMBLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCESD TO THE APPROPRIATE baATE
DEF BCIENCY)
F 880 | Continued From page 76 F 880

resident; including but not limited to:

(A) The type and duration of the isolation,
depending upon the infectious agent or arganism
involved, and

{B) A requirement that the isolation should be the
least restrictive possible for the resident under the
oircumstances.

(v) The circumstances under which the facility
must prohibit employees with a communicable
disease or infected skin lesions from direct
contact with residents or their food, if direct C) All Nursing staff were re-educated on the
contact will transmit the disease; and following facility guiclelines:

{vi)The hand hygiene procedures to be followed

by staff involved in direct resident contact, *  Handwashing
s Peri-care
{ §483.80(a)(4) A system for recording incidents e« Catheter Caye
identified under the facility's IPCP and the *  Wound Core
corrective actions taken by the facility, s Acou Check
. s Infection coryrof
§483.80(e) Linens. '
Personnel must handle, store, process, and D) The Wound Nurse and $taff Development
transport llnens so as to prevent the spread of Nurse or Designee will conduct ongoing audits
infection. with results forwarded to the Quality
Assessment and Assurance Committes for

{ §483,80(f) Annual review. further review and recommendation.

The factlity will conduct an annual review of its . . .
IPCP and update thelr program, as necessary. iﬁ;ﬁp °| nsi:)gle Party: Director of Nursing /
g;is REQUIREMENT lis not met as evidencad Alleged date of Compliance: 5/17/2019

The following deficiency.relates to complaints
81938-C, 81806-C and 81842-C.

] Based on chservation and staff interview, the
facility failed ensure staff wash or sanitize their
A hands prior, during and after cares in which hand
washing is indicated by accepied professional-
practice for 3 of 20 open sampled (Residents #5,
#8 and #12). The facility reported a census of 97,
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Findings include:

1. According to the Minimurn Data Set (MDS)
assessment dated 2/20/19, Resident #5 had a
brief interview for mental status (BIMS) score of 5
indicating a severely impaired cognitive status.
Resident #5 required total dependenice on others
with mobility, transfers, dressing, follet use and
personal hygiene needs. Resident #5's diagnosis
included Non-Alzheimer's dementia, seizure
disorder, Parkinson's and dysphasia.

During an cbservation on 3/13/19 at 5:40 p.m_,
revealed the trash can next to Resident #5's bed
contained & brief and gloves, but no disposed
wipes, At 7:00 p.m., the surveyor stepped into
Resident #5's room. Staff R stood over Resident
#5 in bed with clean brief, the floor beside the bed
contained a soiled brief. Staff R had no gloves on
and no wipes visible on the floor or in the trash.
When finished attaching the brief, Staff R placed
Resident #5's nasal cannula on her nose and
pulled the sheet over het lower legs and body.
Staff R failed to wash or sanitizing her hands In
between tasks. Staff R disposed of the soiled
trief In the trash can.

During an interview on 3/13/19 at 7:00 p.m., Staff
R (Certified Nurse Aide) reported she provided
périneal care for Resident #5. Staff R reported
the wipes she used were in the trash can. In the
presence of Staff R, the surveyor gloved and then
removed two soiled briefs from the trash can and
showed Staff R the remaining contents which
included a few gloves, but no wipes. Staff R then
reported she did not use wipes and provided
perineal cares. Staff R denied she changed
Resident #5's brisf prior to supper.
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2. According to the Minimum Data Set (MDS)
assessment dated 2/14/19, Resident #8 had a
brief interview for mental status (BIMS) score of 6
indicating a severely impaired cognitive status.
Resident #8 required extensive assistance with
mobility, transfers, dressing, toilet use and-
personal hygiene needs. Resident #8 had
frequent incontinence of bowel and a catheter,
Resident #8's diagnoses included atrial fibriliation,
hyperiension, cerebral infarction and failure to

thrive.

During an observation on 3/12/19 at 6:00 p.m.,
Staff U (Nurse Aide and Staff V (Nurse Alde)

J provided incontinence cares for Resident #8,

; Staff U and Staff V falled to remove contaminated
gloves and wash or sanitize their hands in
beiween going from a contaminated task to a

clean one.

3. According to the Minimum Data Set (MDS)
assessment dated 1/23/19, Resident#12 had a
brief interview for mental status (BIMS) score of
IR 12 Indicating a minimally impaired cognitive
status. Resident #12 required extensive to total

' dependence on cthers with mobility, transfers,
dressing, toilet use and personal hyglene needs.
Resident #12's diagnoses inciuded
cerebravascular accident, hémiplegia, pressure
ulcer sacrat and right heel.

During an observation on 3/19/19 at 10:15 a.m.
| Staff AA (Licensed Practical Nuree) and Staff 2
Lo (MDS Coordinator) changed Resident #12's right-
foot wound dressing. Both staff washed hands
and donned gloves. Staff AA removed the old
dressing dated 3/17/18 with initlals "JG". Staff AA
stated she had last changed the dressing on
3717119 and apparently it hadn't been changed
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gince. Staff AA changed gloves without sanitizing
and proceeded to dab the wound on ankle and
heel with betadine, then placed an antibacterial
foam dressing (Hydrofera Blue) over the ankie
and heel wound, wrapped with kerlix and when
finished labeled the dressing with 3/18/19 and her
initals. Staff AA placed the blue boots on
Resident #12's foot, washed her hands and left
the room.
{
Event 1D:ONGB11 Fagllity ID: 140601 if continuation sheel Page 80 of 80

FORM CMS-2567(02-99) Previous Verstons Cbsolete

s



