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Caorrection date I I llblzﬂgl

The following defictencies result from the facility's
recertification survey and investigation of
Complaint #86227-C; #86244-C; and #86245-C.

Complaint #36227-C was substantiated.
Complaint #86244-C was substantiated.
Complaint #86245-C was substantiated.

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

F 606 | Not Employ/Engage Staff w/ Adverse Actions F 606
§s=p | CFR(s): 483.12(a)(3)(4)

§483.12(a) The facility must-

§483.12{a)(3) Not employ or otherwise engage
individuals who-

(i) Have been found guifty of abuse, neglect,
exploitation, misappropriation of property, or
mistreatment by a court of law;

(ii) Have had a finding entered info the State
nurse aide registry conceming abuse, neglect,
exploitation, mistreatment of residents or

_| misappropriation of their property; or

(ii) Have a disciplinary action in effect against his
ar her professional license by a state licensure
body as a result of 4 finding of abuse, neglect,
exploitation, mistreatment of residents or
misappropriation of resident property.

§483.12(a)(4) Report to the State nurse aide
registry or licensing authorities any knowledge i
has of actions by a court of law against an
employee, which would indicate unfithess for
service as a nurse aide or other facility staff.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (48) DATE

Any deficlancy statement ending with an asteriak {*) denotes a deficlency which the institution may be excused from comecting providing it is determined that
other safeguends provide sufficient protection to the patiants. (See instructions.) Exeapt far nursing homes, the findings siated above are disclosabls 80 days
following the date of survey whether of not @ plan of correction is provided. For nursing homes, the above findings and plans of comection are disclosable 14
days following the dato these documents are made aveilable to the faciity. If deficlencles are ciled, an approved plan of comection is requisite to continued

program participation.
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This REQUIREMENT is not met as evidenced

by:

Based on personnel file review, staff intarview,
and facility policy review, the facility failed to
assure an lowa criminal background and abuse
registry check completed with approval obtained
from DHS (Department of Human Services) for 3
of 7 current employees sampled, (Staff C, Staff E,
Staff J), prior to them working in the facility, The
facility reported a census of 41 residents,

Findings include:

1. The personne! file for Staff C, Licensed
Practical Nurse (LPN), documented a hire date of
6/25/19, The file contained a criminal
background and abuse registry check completed
on 6/4/19 that documented further research
required. The fite lacked documentation of a May
Work letter/approval from lowa DHS prior to hire.

2. The personne! file for Staff E, Certified Nurse
Aide (CNA), documented a hire date of 7/21118.
The file contained a criminal background and
abuse registry check completed on 7/21/19 that
documented further research required. The file
tacked dasumentation of a May Werk
lefter/approval from lowa BHS prior to hire.

3. The personnel file for Staff J, CNA,
documented a rehire date of 3/18/19. The file
reflected Staff J severed previous employment
with the facllity 03/2018 and therefore had a gap
in employment. The file contained a criminal
background and abuse registry check completed
on 3/4/19 that documented further research
required. The file lacked documentation of a May
Work letter/approval from lowa DHS prior to hire
3/19/18,
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On 10/8/19 at 10:45 a.m., Staff M, Clinical Nurse
Manager, and Staff L, Diractor of Operations,
reported they identified issues with the hiring
procass in June 2019. They both sald the
management company made the decision to
move the hiring process to the Central Office so
they could ensure the proper campletion of
background checks as the facility did not do it
carrectly.

On 10/8/19 at 2:39 p.m., the Human Resources
{HR} Manager, stated she started in March 2019,
The HR Manager reported Staff J a rehire. The
HR Manager stated since the change in hiring
process, someone else did the recruiting to
ensure facility compliance. The HR Manager
stated after running a background check the
facility received a rap sheet; if it contained the
comment "Waiver Signature on File", she was
told it was not nacessary to receive the May Work
approval letter from DHS since already on file.
The HR Manager stated the facility only had the
BCI (Divislon of Criminal Investigation) lowa
Record Check Request Form S with the
documented results and Waiver Signature on File
marked for Staff C, Staff E, and Staff J. The HR
Manager stated the Walver Signature on file
showed an employee eligible to work and DHS
kept on file. The HR Manager said if a ‘
background check came back with a new hit,
then the facility got a letter. The HR Manager
clarified DCI the depariment to tell her they did
not need the lefter,

On 10/9/19 at 10:39 a.m., a representative for
jowa DCI stated DHS provided facliities the May
Work approval letter; DCI only provided the
record check.
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On 10/9/19 at 10:42 a.m., a representative for
DHS stated a facility is required to have a May
Work approval letter from DHS, not BCI, priorto
hiring an employee to work in a healthcare facility.
The representative said the DCI waiver on file Just
meant an applicant had a previous waiver on file.

Thae facility’s Abuse Prevention, Identification,
tnvastigation, and Reporting Policy revised
11/28116 directed the following:

Employee Screening:

1. The facility will conducted and lowa criminal
record check and dependent adult/child abuse
registry check on all prospective employees and
other individuals engaged to provide services to
residents, prior to hire, in the manner prescribed
under 481 lowa Administrative Code 58.11(3).
Reporting of Alleged Violations

CFR(s): 483.12(cH{1)(4)

§483.12(c) In response to allegations of abuse,
neglect, expioitation, or mistreatment, the facility
must: ’

§483.12(c){1) Ensure that all alleged viclalions
involving abuse, neglect, exploitation or
mistreatment, including injuries of unknown
source and misappropriation of resident property,
are reported immediately, but not later than 2
haurs after the allegation is made, if the events
that cause the allegation involve abuse or result in
serious bodily injury, or not iater than 24 hours if
the events that cause the allegation do not involve
abuse and do not result in serious bodily injury, to
the administrator of the facility and to other
officials (including to the State Survey Agency and

F 606

F 809
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adult protective servicas where state law provides
for jurisdiction in fong-term care facilities} in
accordance with State law 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 faw, including to the State -
Survey Agency, within 5 warking days of the
incident, and if the alleged violation is verified
appropriate comective action must be faken,

This REQUIREMENT is not met as evidenced

by:

Based on clinical record review, resident
Interviaw, staff interview and facility policy review
the facility failed to report 3 instances of resident
to resident altercations (Resident #20 for 2
incidents invalving Resident #4 and Resident
#31) and one misappropriation of resident
property (Resident #24) to the lowa Department
of inspections & Appeals (DIA) within 24 hours.
The facility reported a census of 41 residents,

Findings include:

1. AMinimum Data Set (MDS) assessment for
Resident #4 dated 7/24/19, identified a Brief
Interview for Mental Status (BIMS) score of 7
{severe cognitive impairment). The MD3
dacumented diagnosis of Alzhelmer's disease,
edema, diabetes mellitus, restiessness and
agitation, macular degeneration and vascular
dementia with behavioral disturbance. The MDS
identified the resident with imited assist with bed
mobfiity, extensive assistance with transfers and
total dependence with locomotion on the unit.
Mobility devices include walker and wheslchair.
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The care plan for Resldent #4, last updated on
7127119, revealed the resident had altered thought
processes, delayed cognitive functioning and
behaviors related to vascular dementia and
Alzheimer's disease. The care plan also indicated
impaired mobility and a potential for verbal
aggression, A care plan focus area dated 4/16/19
for Resident #4 identified the resident with a
potential to threaten to hit or bite staff.

Nursing notes revealed on 9/5/19 the resident
yelled and attempted to stand on her own. The
resident also went into other residents' rooms. On
9/156M9 the resident had increased exit seeing
behaviors, appearad agitated and required 1 on 1
supervision. Nursing notes, dated 9/21/18,
revealed Resident #4 yelled and attempted to hit
and kick staff.

Resident #31's MDS dated 9/18/19 identifiad a
BIMS score of 6 indicating severe cognitive
deficit. The MDS indicated diagnoses that
included: dementla without behavioral
disturbance, anxiety disorder, glaucoma,
osteoarthritis and Alzheimer's, The MDS revealed
Resident #31 was independent with bad maobility,
transfars and walking.

Resident #31's care plan revealed a
paotentiatfactual impairment skin integrity with a
goal to maintain clean and intact skin with
direction to staff to encourage good nutrition and
hydration In order to promote healthy skin.

A progress nhote dated 10/4/19 for Resident #31
documented Resident #4 went into fhe Resident
#31's room. Resident #31 got up from bed and
attempted o get Resident #4 out of the room.
Resident #4 then grabbed the arms of Resident
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#31 and scratched her. Resident #31 sustained
skin fears on both arms. The right forearm skin
tear measured 1 centimeter {cm) x 1 em and the
left forearm skin tear measured 2 cm x 0.5 cm.
Staff cleansed the skin tears and applied
steri-strips. Nursing notes dated 10/4/19 revealed
staff notified the doctor, a family member and the
director of nursing (DON).

A facility Online Abuse Reporting docurnent for
the facility revealad the facility failed to report the
resident to resident physlcal altercation between
Resident # 4 and Resident # 31 to the
Department of Inspections and Appeals (DIA).

On 10/8/19 at 2:30 p.m. the DON on 10/8/19 at
2:30 PM stated she did not report the incident
(which eccurred on & weekend) as she was home
sick. She stated when she arrived to work on
Monday, she didn't remember staff called her
about it on the waeekend so she did not report to
the State agency. The DON stated she reported
the incident 10/8/19 after she consulted with the
nurse cansultants for the facllity.

Facllity abuse policy/pracedure revised 11/28M16
defined resident abuse as: "resident to resident
physical contact that occurs which includes but is
not limited to where residents are hit, slapped,
pinched or kicked and results in physical ham,
pain or mental anguish is considered resident to
resident abuse”,

2 The Minimum Data Set (MDS) dated 9/27/2019
revealed Resident #20's diagnoses included:
fracture, Alzheimer's disease and age related
osteoporosis, A Brief Interview for Mental Status
(BIMS) documented a score of 3 out of 15
indicating severs cognitive impairment. The
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resident required limited assist of one staff for
bed mobility, transfers and toilet use.

A pragress note dated 8/20/2019 at 4:01 P\,
documented Resident #20 had herfeetupina
recliner when another residant pushed her feet off
of the redliner and threw a blanket at her.

An interview on 10/14/2018 at 5:12 PM, the
Director of Nursing DON) confirmed the faclity
did not report the incident to DIA.

The facility falled to report a withessed resident to
resident altercation no later than 24 hours of the
altercation,

A progress note dated B8/20/2019 at 9:47 PM,
documented Resident #20 approached ancther
resident and pinched her neck,

An interview on 10/14/2019 at §:12 PM, the
Director of Nursing DON) confirmed the facility
did not report the incident to DIA.

The facility failed to reporta witnessed resident to
resident altercation no later than 24 hours of the
altercation,

4. The Minimum Data Set (MDS) dated
10/1/2019, showed diagnosis for Resident #34
included cancer, restless leg syndrome, and pain
in right hip. The Brief Interview for Mental Status
(B!MS), documented a score of 8 out of 15
indicating moderate cognitive impairment. The
resident was dependent on 1 staff for bed mobility
and tollet use. The resident required assistance
of 2 for transfers. . ’

On 10/7/2019 at 1:08 PM, Resldent #34's
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daughter stated about a week and a half prior she
had noticed a music box missing out of Resident
#34's room. Furthermore the daughter sald she
reported the missing music box to administration
the day before.

On 10/9/2019 at 12:52 PM, the Director of
Nursing (DON); acknowledged Resident #34's
daughter reported the music box missing. The
DON said the Social Services Director (SSD) was
looking into the missing item.

On 10/09/2019, the SSD stated she received a
report of the missing music box. The SSD started
a grievance form with the daughter after she
received the report from the daughter of the
missing music box on 10/8/2018 at 10:00 AM.
The SSD searched through other resident's
rooms to see if it had been misplaced. S5D
reported there was no Inventory sheet filled out
upon admission.

On 10/9/2019 at 3:00 PM, the S8D reported she
developed a questionnaire per corporate direction
to give to the heads of each depariment for staff
questioning.

On 10/8/2019 at 3:40 PM, the SSD found that
staff confirmed the music box was in Resident
#34's room. The facility could not pinpoint which
day the music box was brought in or which day
the music box wenf missing.

An interview an 10/40/2019 at 7:47 AM, the DON
revealed she did not report the incident to DIA,

On 10/10/19 at 6:38 AM, a discussion with the
Nursing Home Administrator {NHA) revealed she
submitied a report of tha missing music box to
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DIA on 10/9/2019 at 4:66 PM,

An interview on 10/40/2019 at 12:05 PM, Staff H,
MDS Coordinator reported the BIMS score of 13
no longer applied to Resldent #34 as the resident
Is no longer capahle of completing most of the
BIMS assessment. In her opinion, it is due to
metastasis of cancer to the brain.

A progress note dated 10/6/2019 at 3:49 AM,
documented the daughter reported Resident
#34's music box missing.

A Griesvance Form dated 10/8/2019 showed the
raport of the missing music box with a picture of
the music box attached.

A fax titled Online Abuse or Incldent Reporting

sent on 10/8/2019 at 4,65 PM, documented a
music box went missing In a resident's room on
10/8/2019 and the date the facility became aware
was on 10/8/2019, :

The facility failed to report misapprapriation of
Resident #34's music box within 24 hours of
obtaining knowledge of the missing item to DIA.

3, Staff interviews related to lack of reporting
resident to resident contact between Resident #4
and Resident #31:

On 10/7/19 at 9:48 a.m,, Staff C , Licensed
Practical Nurse (LPN), reported the day before
yosterday 2 lady residents in the unit gotinto a
fight. Staff C stated Resldent #4 went into
Resident #31's room and Resident #31 did not
want her in there as it was late, approximately
9:20 p.m. Staff C stated she reporied the incident
to the DON. She asked the DON if she should do
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something and the DON said no. StaffC
commented, however, Staff |, Registered Nurse
(RN), told her staff should repartit, Staff G
clarified the DON knew aboul the resident to
resident altercation and said it was just fine. Staff
C stated Staff | had her just write up something
about the aggressive residents because the DON
said it was okay.

On 10/7118 at 12:39 p.m., Siaff D, Environmental
Aide (EA), reported he started "sitting shifts” in
hursing approximately 2 months prior. Staff D
clarified the facliity had someone like activity or

"dietary departments sit with residents in case of

an emergency. Staff D reporied he did not have
CNA (certified nurse aide} certification. Staff D
Identified himself as the anly staff member on the
CCDI (Chronic Confusion and Dementing lliness)
unit when Resident #4 made the resident to
rasident contact. Staff D reported he wrote a
statement for Staff C that same night, 10/4/18.
Staff D responded the resident to resident contact
occurred after dinner, 2:00 p.m. to 10:00 p.m.
shift when he was assigned B Hall (CCDI unit)
that night. Staff D stated as he walked with
another resident back fo his room, he saw
Resldent #4 sitting at the table talking to herself,
Staff D saw Resident #31 in her room when Staff
D walked down the hall to another resident's
rcom. Staff D stated while he falked to Resident
#13, Resident #31 came down the hall to report
Resident #4 tried to get into her room. When
Resident #31 said "Stop", Resident #4 went in
Resident #31's room and attacked her. Staff D
commented the contact happened in the 2
minutes he was in Resident #13's room. Staff D
recalled Resident #4 stood in Resident #31's -
doerway and fried to get into the rcom. Staff D
said he had Resident #4 put her feet on the faot
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pedals of her wheelchair and he pushed Resident
#4 down to her room to separate the residents.
He then asked Resldent #31 what happened,
Staft D reported Resident #31 sald Resident #4
tried to get in her room and when Resident #31
said she exited her room to say stop it, Residant
#4 clawed her arm, Staff D said Resident #31
showed him her arm which bled. Staff D ran out
to the phone and calied the nurse who picked up
immediately, Staff D said Staff C came in the
next minute and sorted it out and talked with
Reslident #31 while Staff D went into Resident
#4's room. Staff D commented he couldn't Teave
Resident #4 alone as she wandered. Staff D
stated Staff C wrapped up the cut on Resident
#31's arm and asked him to write a statemant
before he left, which he did. Staff D commented
fe kept the residents separated the rest of the
night. Staff D thought Resident #4 forgot about
the interaction immediately as she denied
attacking Resident #31 calling Staff D & liar. Staff
D stated no other facility staff asked him for a
statement.

On 107119 at 11:30 a.m., the DON reviewed the
online abuse or incident reporting list and
ldentified it as accurate to the best of her
knowledge. The list did not contain a facility
self-report for the resident to resident altercation
that cccurred between Resident #4 and Resident
#31 from 1074118,

On 10/8/19 at 11:00 a.m., the surveyor heard the
DON telf the Administrator that no immediate
separation of Resident #4 and Resident #31
needed for resident to resldent contact. The
DON confimed 1o the Administrator staff initiated
frequent checks as soon as they became aware
of the incident the other day.
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Cn 10/8/19 at 2:12 p.m., the DON responded to a
question about when she received facility training
on abuse. The DON responded she provided the
abuse policy to others several times, but she did
not have training from the facility specifically.
When asked what the facility abuse policy said
ahbout resident to resident abuse, the DON
responded, apparently she did not know what the
abuse policy said.

The facility's Abuse Prevention, ldentification,
Investigation, and Reporting Policy revised
11/28f16 informed and directed the following:

Kay Definitions:

"Resident Abuse" under the Federal Cerlification
Guidelines 42 C.F.R. 483.12 is defined as follows
Point 13. Resident-lo-resident physical contact
that occurs, which includes but is not limited to
whaere residents are hit, slapped, pinched or
kicked and results in physical hamm, pain or
mental anguish is considered resident-fo-resident
abuse.

Reporting:

All altegations of Resident abuse, neglect,
exploitation, mistreatment, injuries of unknown
origin and misappropriation should be reported
immadiately to the charge nurse. The charge
niurse is responsible for immediately reporting the
allegations of abuse to the Administrator, or
designated representative.

All allegations of Resident abuse, neplect,
exploilation, mistreatment, injuries of unknown
origin and misappropriation shall ba reported to
the lowa Depariment of inspections & Appeals,
not later than twa (2) hours after the allegation is
made, if the events that cause the allegation
involve abuse and rasuit in serfous bodlly injury,

F 609
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§483.15(c)(3) Notice before transfer.

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

{i) Notify the resident and the resident's
representative(s) of the transfer or discharge and
the reasons for the move inwriting andina
lenguage and manner they understand. The
facility must send a copy of the notice to a
representative of the Office of the State
Long-Term Care Ombudsman.

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

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

§483.15(c){4) Timing of the notice.

(i) Except as specified in paragraphs (c){4)(ii) and
(cH{8) of this section, the notice of transfer or
discharge required under this section must be
made by the facility at least 30 days before the
resident is transferred or discharged.,

{li) Notice must be made as sogh as practicable
before fransfer or discharge when-

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

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

{C) The resident's health improves sufficiently to
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or not later than twenty-four (24) hours if the
events that cause the allegation involve abuse but
do not result in serious bodily injury. '
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allow a more immediate transfer or discharge,
under paragraph (c)(1){I)(B) of this section;

(D) An immediate transfer or discharge is
requirad by the resident’s urgent medical needs,
under paragraph (c)(1)(i)(A) of this section; or

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

§483.15(c)(5) Contents of the notice. The written
notice specified In paragraph (c)(3) of this section
must include the following:

(i) The reason for transfer or discharge;

{ii} The effective date of transfer or discharge;
(i) The location to which the resident is
transferred or discharged;

{iv} A statement of the resident’s appeal rights,
including the name, address (mailing and emall),
and tefephone number of the entity which
recejves such requests; and information an how
to obtain an appeal form and assistanca in
campleting the form and submitting the appeal
hearing request;

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

{vi) For nursing facility residents with intelleclual
and dsvalopmental disabilities or retated
dizabllittes, the mailing and emall address and
telephone number of the agency respensible for
the protection and advocacy of individuals with
developmental disabilities established under Part
C of the Developmental Disabliities Assistance
and Bill of Rights Act of 2000 (Pub. L. 108-402,
codified at 42 U.8.C. 15001 et seq.); and

{vil) For nursing facility residents with a mental
disorder or refated disabiliffes, the mailing and
email address and telephons number of the
agency responsible for the protection and

FORM CMS-2887(02-69) Previcus Verslons Qbsolata Event ID:852L1
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advocacy of individuals with a mantal disorder
established under the Protection and Advocacy
for Mentally Il Individuals Act.

§483.15(c){6) Changes to the notice.

if the information in the notice changes priorto
effecting the transfer or discharge, the facllity
must update the recipients of the notice as soon
as practicable cnce the updated information
becomes available.

§483.15(c)(8) Notice in advance of facility closure
In the case of facility closure, the individual who is
the administrator of the facliity must provide
written notification prior to the impanding closure
to the State Survey Agency, the Office of the
State Long-Term Care Ombudsman, residents of
the facility, and the reskdent representatives, as
welt as the plan for the transfer and adequate
retocation of the residents, as required at §
483.70().

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview the faclity
failed to nofify the ombudsman of transfer or
discharge for two of two residents reviewed
(Resident #35, Resldent #37), The faclity
reported a cansus of 41 rasidents.

Findings include:

1. The Census fab for Resident #35 revealed she
fransferred to the hospital on unpaid hospital
teave 7/20/19 and returned 7/26/19 and again on
8/25/19 and returned 8/29/19,

2. The Census tab for Resident #37, revealed the
residant fransferred to the hospital on unpaid
hospital leave 65/18/12 and returned 5/2/19, again

F 623
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on 7/14/19 and returned 7/17/19, and again on
8/9/18 and returned 9/16/189,

The agmi/discharge raport for August,
Saeptember, and October 2019 failed to identify
Resident #35 and #37 transferred to the hospital.

On 10/8/19 at 9:28 a.m., the Director of Nursing
{DON) verified the facility only notified the
ombudsman of discharges for the last three
months.

On 10/9/19 at 2:57 p.m. the social setvice director
ravealed she worked at the facility for 4 months.
She verified the facility notified the Ombudsmen
of admits and discharges for the last 3 months.
The list only contained admits/discharges and not
transfers to the hospital.

Notice of Bed Hold Palicy Before/Upon Trstt
CFR(s): 483.15(d){1)(2)

§483.15(d) Notice of bed-hold policy and retum-

§483.15(d){1} Notice kefore transfer, Before a
nursing facility transfers a resident to a hospital or
the resident goes on therapeutic leave, the
nursing facility must provide written information to
the resident or resident representalive that
specifies-

{i) The duration of the state bed-hald policy, i
any, during which the resident is permitted to
return and resume residence in the nursing
facility;

(it} The reserve bed payment policy in the stale
plan, under § 447.40 of this chapter, If any,

(i) The nursing facility's policies regarding
bed-hold periods, which must be consistent with
paragraph {e)(1) of this section, permitting a

Fe23
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resident to return; and
(iv} The Information specified in paragraph (e)(1)
of this section.

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

Based on record review and mtervlew the facllity
failad to provide a bad hold policy and ensure it
was signed and returned within 48 hours for two
of two residents reviewed (Resident #35,
Resident #37). The facility reperted a census of
41 residents.

Findings Include:

1. The Census tab for Resident #35 revesled she
transferred to the hospital on unpaid hospital
leave 7/20/19 and retumed 7/26/19 and- agaln on
8/25/19 and retumed 8/29/18.

The chart lacked bad hold notices on 7/20/19 and
8/25119.

2. The Census tab for Rasidant #37 revealed he
transferred to the hospital on unpald hospital
leave 5/18/19 and retumed 5/2/19, again on
7114/18 and returned 7/17/19, and again on
9/9/19 and returned 9/16/19.

The chart lacked bed hold naticas on 6/18M9,
71419, and 71718,

F 625
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An undated policy titted Notice of Bed Hold
indicated the facllity should notify all residents
regarding bed hold policy and notices when a
resident transferred ot of the facility.

On 10/9/19 at 9:28 a.m., the Director of Nursing
{DON) verified the facility did not provide bed
halds to residents or the resident's representative
and verified Resident #35's record and Resident
#37's record failed to contain a bed hold notice.
Coordination of PASARR and Assessments
CFR(s): 483.20(e)(1)(2)

§483.20(e) Coordination.

A facility must coordinate assessments with the
pre-admission screening and resident review
{PASARR) program under Medicaid in subpart G
of this part to the maximim extent practicable to
avold duplicative testing and effort. Coordination
inciudes:

§483,20(e)(1)Incarporating the recommendations
from the PASARR level Il determination and the
PASARR evaluation report into a rasident's
assessment, care planning, and transitions of
care.

§483.20(e)(2) Referring all level Il residents and
all residents with newly evident or possible
serlous menta! disorder, intellectual disability, or a
related condition for level Il resident review upon
a significant change in status assessment.

This REQUIREMENT is not met as evidenced
by: '

Based on clinical record review and staff
interviews, the facility failed to resubmit a leval 1
PASRR (Preadmission Screening and Resident
Review) when additional mental health diagnoses

F 625
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ware added for 1 of 1 resident identified for
raview of PASRR. (Resident #27), The facility
raported a census of 41 residents,

Findings include:

Resident #27's PASRR dated 10/12/15
documented the resident did not have any mental
ilinesses. Tha PASRR identified no further
screening required unfass the resident received
diagnoses of an actual or suspected major
mental illness.

A list of Resident #27's diagnoses included
delusional disorders added 11/16/17 and major
depressive disorder added 6/5/17.

The facllity falled to resubmit a PASRR lave! 1
when Resldent #27 received diagnosis of a mafor
mental liness (major depressive disorder)
Develop/implement Comprehensiva Care Plan
CFR(s): 483.21(b){1)

§483.21({b) Comprehensive Care Plans
§483.21(b}{1) The facility must develop and
implement a comprehensive person-centered
care plan for each resident, consistent with the
rasident rights set forih at §483.10{c)(2) and
§483,10(c)(3), that includes measurable
objectives and timeframes to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment, The comprehensive care plan must
describe the following -

() The services that are to be furnished to attain
or maintain the resident's highest practicable
physical, mental, and psychosocial well-being as
raquired under §483.24, §483.25 or §483.40; and

F 644
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(i) Any services that would otherwise be required
under §483.24, §483.25 or §483.40 but are not
provided due to the resident's exercise of rights
under §483.10, including the right to refuse

- | treatment under §483.10(c){6).

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

{iv)in consultation with the resident and the
resident's reprosentative(s)-

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

{B) The residenl's preference and potential for
future discharge. Facilittes must document
whether the resident's desire to retum to the
community was assessed and any referrals to
jocal contact agencies and/or other appropriate
entities, for this purpose.

(C) Discharge plans in the comprehensive care
plan, as apprepriate, in accardance with the
requirements set forth in paragraph (c) of this
sedtioh,

This REQUIREMENT is not met as evidenced
by:

Bassd on observation, staff interview and record
review, the facility failed to implement a
comprehensive person-centered care plan by
furnishing the servicas to maintain the resident's
highast practicable physical well being in 2 of 16
{Residants #24 and #34). Staff did not utilize a
walker when transfarring Resident #34 as the
care plan directed. Resident #24's side ralls did
not contain padding as directed on the care plan,
Facility census was forty-one (41) residants.

Findings include:

F 6566
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1. The Minimum Data Set (MDS) dated
10/1/2018, showed diagnosis for Resident #34
included cancer, restlass leg syndrome, and pain
in right hip. The Brief Interview for Mental Status
(BIMS), documented a score of 8 out of 15
indicating moderate cognitive impalment. The
resident was depandent on 1 staff for bad mobility
and toilet use. The resident required assistance
of 2 for transfers,

A care plan with inliiation date of 9/30/18
contained a problem of ADL {activitias of daily
living) self care performance deficit related to
confusion and fatigue. The care plan directed
staff to utilize a walker when transferring and
embulating the resident,

Observation on 10/9/2019 at 8:17 AM, showed
Staff T, Certified Medication Alde (CMA),
Restorative, transfer Resident #34 from her
wheelchair to the tollet with a gait belt and from
the toffet to the wheelchair and then from the
wheelchair to the bed with stand by assist from a
Hospice aide. Staff T did not utilize a walker
during any of the transfers. Observation revealed
the walker in the shower stall,

Obsarvation on 10/9/2019 at 8:50 AM, showed

"Staff U, Certified Nursing Assistant (CNA),

transfer the resident from the bed and into the
wheglchair using a gait belt. Staff U did not use
the walker to alde with the transfer. Walker was
noted to be in the shower stafl,

On 10/10/2019 at 9:15 AM, the Director of
Nursing (DON]), stated she expacted staff o
follow the care plan when transferring residents..
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On 10/1072019 at 11:35 AM, Staff U CNA stated
she did not know staff should use a walker when
transferring Resident #34. Staff U said she
looked at the Kardex to determine the resident’s
transfer needs. Staff U pulied up the Kardex and
pointed to the heading of mobility devices. The
Kardex did not contain the directive to use a
walker when transferring the resident,

On 10/10/18 at 11:45, the DON stated the Karex
should correspond to the care plan. The DON
made copies and showed the surveyor the
direction to use a walker with transfers was on
the Kardex. The DON repeated staff should have
used the walker with the transfars as directed on
the Kardex.

AKardex report printed on 10/10/19 directly
following the 14:45 interview with DON, directed
staff under Resident Care section that res uses a
walker for transfer and ambulation. Under the
Mobility section it was blank after mobility
devices.

2, The MDS dated 9/6/19 idenfified Resident #24
with diagnoses that included Alzheimer’s Disease.
A BIMS score of "5" ravealad the resident with
severe cognitive deficit. The resident required
extensive assist of two staff with bed mobility,
transfers and toilet use. The resident required
extensive assist and assist of one staff for
personal hygiene.

A care focus area dated 3/17/16 revealed the
resident at risk for falls related to demenlia. The
care plan contained an intervention dated
11/30/18 for padded sideralls to decrease risk for
brulsing.
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Observation on 10/9/19 at 1:17pm showed the
resident assisterd to be with two staff.
Obsarvation rvealed the side rails did not contain
patiding as care planned.

Qbservation on 10/10/19 at 7:47am irevealed no
padding on the side rails as care planned.

On 10/9/19 at 1:17pm, Staif A, CMA (cerfified
medication alde} stated she did not know the
rasident's care plan directed staff needed to pad
the side rails and also stated she never knew the
resident to use padding on her side rails,

On 10/8M19 at 1:17pm, Staff H, RN stated she did
not know the resident's care plan contained the
directive of padded siderails.

Care Plan Timing and Revislon

CFR(s): 483.21(b}2)(1)-(ill)

§483.21(b) Comprehensive Care Plans
§483.21(b}(2) A comprehensive care plan must
be- )

{i) Daveloped within 7 days after completion of
the comprehensive assessmant.

(i) Prepared by an interdisciplinary team, that
includes but is not limited to-

(A) The attending physician.

(B) A registerad nurse with responsibility for the
resident.

(C) A nurse aide with responsibility for the
resident.

(D) A member of food and nutrition services staff.
(E) To the extent practicable, the participation of
the resident and the resident's representative(s).
An explanation must be included in a resident's
medical record if the participation of the resident
ard thelr resident representative is determined

Fese

F 657
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not practicable for the development of the
rasident’s care plan.

(F) Other appropriate staff or professionals in
disciplines as determined by the resident's needs
or as requested by the resident.

{li)Reviewed and revised by the interdisciplinary
team after each assessment, including both the
comprehensive and quarterly review
assessments.

This REQUIREMENT is not met as evidenced
by:

Based on ubservation, interview and record
review, thé facility failed to review and revise 1
out of 16 residents plan of care {Resident #20).
The facility failed to revise Resident #20's
comprehensiva care plan so the care plan
included physical therapy recommendations
following a fall with fracture. The facility reported
a census of 41 residents.

Findings include:

A Minimum Data Set (MDS) dated 9/27/2019,
showed Resident #20's diaghoses included
fracture, Alzheimer’s disease and age related
osteoporosis, The Brief Interview for Mentat
Status (BIMS) documented a score of 3 out of 15
indicating severe cognitive impairment. The
resident reguired fimited assist of one staff for
bed mobility, transfers and tollet use.

A care pian with initiation date of 4/3/19 directed
staff to provide the assistance of one staff for
mobility while healing fram a 8/11/19 [eft humerus
fracture.

Observation on 10/7/2019 at 11:43 AM, revealed
the resident stosd up from their chair on their
own. Staff T, Cerlified Medication Aide
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{CMA)/Restorative, directed the resident to walk
to the facility dinfng room. The resident did not
have a walker at the time and ambulated
Independently without a walker.

Observation on 10/7/2019 at 2:37 PM, showed
the resident seated in the common area with a
walker in front of her.

Obsarvation on 10/9/2019 at 8:17 AM, showed
tha resident ambulated in the hallway with a
walker,

On 10/7/2019 at 2:42 PM, Staff T stated she did
not know Resident #20 needed to use a walker
with ambulation. Staff T said she received
clarification earlfier that day from the Physical
Therapist (PT) that the resident should use a
walker. Staff T concurred that she directed the
resident to ambulate to the dining room earlfer
that day without a walker.

On 10/9/2019 at 2:00 PM, the PT stated she
mads the racommendation te encourage .
Resident #20 to use a wheeled walker. The PT
said the process is {0 hand the recommendation
to the MDS Registerad Nurse {RN). The PT said
she did not know what happened after she
handed the recommaendation to the MDS RN.

On 10/9/19 at 2:05 PM, Staff H, MDS
Coordinator, RN,stated she did not racaive the
therapy recommendation from PT for this
resident. She added that she did not updated
Residant #20's care plan since the resident's fall
with fracture on 8/11/19, Staff H conceded the
care plan did not to reflect the resident's current
status and required updating.
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On 10/9/2019 at 2:06 PM, the DON concurred
that the resident's care plan should reflect the
resident's current status and required updating.

On a form titles Therapy Recommendatfons and
dated 10/4/2019, tha PT recommended to
encourage Resldent #20 to use the wheeled
walker with ambulaticn at all times.

The most current care plan dated 3/29/2019
provided by the facllity did not include an
intervention directing staff to encourage resident
to use a whesled walker at all times.

F 658 | Services Provided Meet Professional Standards F 658
§5=D0 [ CFR(s): 483.21(b)(3}(i)

§483.21(b)(3) Comprehensive Care Plans

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

(i) Meet professional standards of quality.

This REQUIREMENT is nct met as evidenced
by:

Based on clinical record review, resident
interview, medication admin sudit reports, family
interview, and staff interview, tha facility failed to
administer madications within scheduled time
framas or to ansure adequate amount of time
passed kefore administering additional doses of
medications for 3 of 4 residents reviewed for late
medications (Resident #21, #34). Resident #25
received a breathing treatment from Staff G CMA
{cerified medication aide} at approximately 8:30
p.m. an 10/6/12. The madication administration
record (MAR) revealed Staff C LPN (licansed
practical nurse) signed that she administered the
medication at 7:16 p.m. on that date. The facility
reported a census of 41 residents.
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Findings inciude:

1. Resident#21's Minimum Data Set (MDS)
assessment dated 8/22/19 identified a Brief
Interview for Mental Status (BIMS) score of 15
without signs/symptoms of deliium. A score of
15 indicated intact cognition. The MDS
documented diagnoses that included: heart
fallure and urge (urinary) incontinence.

On 10/8/19 at $:23 a.m., Resident #21 reported
there were times when he received his
medications late. Resident #21 stated the other
week he didn't get his medications because of
staffing.

The Medication Admin Audit Report printed
10/9/19 revealed Resident #21 received the
fallowing medications scheduled for 10/6/19 at
6:00 p.m. late when administered at 11:55 p.m.:
a. Finasteride (used to treat enlarged prostate to
reduce syrmptoms} tablet § milligrams (mg); give
1 tablet by mouth at bedtime for urinary retention
b. Baza (antifungal cream) 2% (miconazole
nitrate), apply to testicle/grain area topically 2
times a day for fungal treatment

¢, Tamsulosin (used to make urination easler)
capsule 0.4 mg, give 1 capsule by mouth at
bedtime for urinary retention

d. Clotrimazole cream {antifungal medication)
1%, apply to neck topically 2 imes a day for flare
up prevention

2. Resident #34's MDS assessment dated
10119 identified a BIMS score of 08 with
sign/symptom of delirium of inattentive behavior
that fluctuated. A score of 08 indicated moderate

F 658

FORM CMB-2567(02-59) Provious Versions Obsolete

Evont (D:852L41

Facifity D7 140135 If continuation sheat Page 28 of 111



PRINTED: 10/23/2019

DEPARTMENT QOF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPLIERCHIA 2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER: A BUILDING COMPLETED
165149 B. WING 10/15/2019
NAME OF PROVIDER OR SUPPLIER ) STREET ADDRESS, CiTY, STATE, ZIP CODE
ROWLEY MEMORIAL MASONIC HOME 3000 EAST WILLIS AVENUE
PERRY, A 50220
(X4) D SUMMARY STATEMENT QF DEFICIENCIES [n} PROVIDER'S PLAN OF CORRECTION {X8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION S8HOULD BE CONPLETIGH
TAG REGULATORY OR LSC IDENTiFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
Continued From page 28 F 658

F 658

cognitive impairment. The MDS documented
diagnoses that included: eancer, chronic fung
disease, right hip pain, and resfiess leg
syndrome. The MDS recorded the resident
received hospice level of care services.

On 10/7/19 at 1:22 p.m., Resident #34's family
member reported the resident cried in pain and
there was a day the resident received pain
medications late,

The Medication Admin Audit Report showed the
actual times when Resident #34 received the pain
medication Gabapentin, which was scheduled to
ha given 3 times a day, from 9/25/19 thru 10/9/19,
The report recorded the resident received
(3abapentin late on the following dates and times:
a. Gabapentin capsule 100 mg, give 2 capsules
by mouth at 6:00 a.m. administered -

9/25 at 9:41 a.m.; 9/26 at 8:26 a.m.; 9/27 at
8:24 a.m.; 9/28 at 7:59 a.m,; 9/29 at 8:10 a.m.;
9/30 at 9:35 a.m.; 1011 at 11:27 am.; 10/3 at
9:30 a.m.; 10/4 at 7:55 a.m.; 10/5 at 7:23 a.m.;
10/7 at 8:46 a.m.; 10/8 at 8:42 am,

b. Gabapentin capsule 100 mg, give 2 capsules
by mouth at 2:00 p.m. administered -

9/25 at 4:39 p.m.; 9/26 at 4:42 p.m.; 9/28 at
3:35 p.m.; 9/29 at 3:31 p.m,; 9/30 at 3:35 p.m,;
101 at 3:50 p.m.; 10/3 at 6:53 p.m.; 10/4 at
7:31 p.m.; 10/5 at 3:26 p.m.; 10/6 at 4:35 p.m.;
10/7 at 8:11 p.m.; 10/8 at 4:28 p.m.; 10/9 at
346 p.m,

. Gabapeniin capsule 100 mg, give 2 capsules
by mouth at 6:00 p.m. administered -

9/25 at 7:21 p.m.; 9/26 at 8:03 p.m.; 9/28 at
7:50 p.m.; 8729 at 8:47 p.m.; 9/30 at 7:20 p.m.;
101 at 7:41 p.m.; 10/2 at 10:10 p.m.; 10/3 at
£:53 p.m. (given at same time as 2 p.m. dose);
10/4 at 7:30 p.m. (given at same time as 2 p.m.
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dose);. 10/5 at 8:00 p.m.; 10/6 at 7:12 p.m.; 10/7

at 8:29 p.m. (only an hour 20 minutes after 2
p.m. dose); 10/8 at 7:25 p.m.

The report showed the resident received
Methadone {narcotic) late on the following dates
and times:

d. Methadone 10 mg, give 1 tablet by mouth at
10:00 p.m. for pain -

9130 not given; 10/2 at 2:13 a.m.; 10/4 at 6:49
a.m.; 16/ at 12:30 a.m,; 10/6 at 2:08 a.m.; 10/7
at12:10 am.; 10/9 at 2:20 a.m.

In addition, the report recorded the resident-
received 2 doses of the pain medication
methadone 10 mg on 10/4/19 within 1 hour of
each other:

&. Methadone 10 mg, give 1 tablet by mouth at
10:00 p.m. for pain; scheduled 10/3/19 at 10:00
p.m. but given late at 6:49 a.m. on 10/4/19.

f. Methadone 10 mg, give 1 tablet by mouth in the
morning for pain; schedulad 10/4/19 at 6:00 a.m.,
given at 7:52 a.m. on 10/4/18,

On 10/719 at 9:48 a.m., Staff C, Licensed
Practical Nurse (LPN), stated the facllity used to
have 2 nurses work during the day and 2 nurses
work during the night with 3 CNAs {Certified
Nurse Aides) on the overnight shift. Staff C sald
the work load way too much right now snd she
worked 4 nights in a row. Staff C commented the
Director of Nursing (DON) yelled at her and said,
"what do you want me to do?" {regarding
stafiing). Staff C reported the night before the
10719 interview that she administered all the
medications late as not done until 11:00 p.m.
Staff C identified the medications as late because
Staff N, CNA, worked all by herself on Aand G
Halls until Staff O, CNA, came in from 2:00 p.m.
to 10:00 p.m. Staff C revealed an environmental
alde (Staff D) worked in the dementia unit, Staff
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C reported Staff N asked the DON for help and
the DON said, "what do you want me to da7?".
Staff C stated at 2:00 p.m., Staff G, Certified
Medication Aide (CMA), arrived to administer
medications an A and C Halls. Staff C reported
she told Staff G to help get the residents into bed
and Staff C would pass the medications. Staff C
stated the medications were not administered
until 10 p.m. Staff C stated Staff E, CNA, was
supposed to arrive at 6:00 p.m. but did nat arrive
to work until 8:45 p.m.

On 10/8/19 at 1:10 p.m., Staff G, Cerified
Medication Aide (CMMA), stated there were times
she had to help the aides so thare were times
residents received medications late; anywhere
from 30 minutes to an hour late.

On 10/9/19 at-10:00 a,m., the DON rasponded
she would expact staff to administer medications
within an hour before or hour after the scheduled
time frame. The DON acknowledged
medications scheduled 3 times a day would
definitely be expected to be administered within
an hour before or hour after each scheduled time.
The DON reviewed the Medication Admin Audit
Report for Resident #34 and confirmed she would
consider the Gabapentin medication administered
late on several days. The DON stated she
agreed the Gabapentin mediation imes
scheduled tao close together as well with 6:00
a.m., 2,00 p.m., and 6:00 p.m. The DON stated
she would take a look at the order and likely
change the 6:00 p.m. time to 8:00 p.m.

3. On 10/7/2019 at 10:04 AM, Resident #25
stated he activated his call light on at 9 PM,
Resident stated he felt short of breath and
needed a breathing freatment. He further
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reported the nurse did not come until 10:00 PM.
He falt this was unacceptable and said he
mentioned the Jack of staff issues on several
different occasions but nothing changed. The
resident stated alf shifts are short of staff, He falt
it may have something to do with administration
changing 4 times in 2 years. The resident shared
the desire to move to a different place.

The call light report showed Resident #25
activated his call light 4 times between 8:00 PM
and 10:00 PM. The following are the times the
call light came on and the amount of ime before
the call light was turned off on 10/6/19.

a. 9:14:03 PM 3 minuies and 12 seconds
b, 8:22:38 PM 18 minutes and 19 seconds
¢. 9:42:18 PM 9 minutes and 23 saconds
d. 9:62:37 PM 2 minutes and 22 seconds

On 10/08/19 at 10:54 AM Resident #25 reported
he had to wait for a breathing treatment again last
night until after 10:00 PM. The resident stated
he found the nurse in C hall. The resident
reported he was short of breath all evening and
he did not see anyone all evening.

In a phone Interview on 10/8/2018 at 1:35 PM,
Staff G, CMA confirmed she worked the evening
of 10/6/2018. Staff G reported answering
Resident #25's call light around 9:30 PM. Staff G
said the resident requested a breathing
treatment, Staif G found Staff C, LPN and
relayed resident's request and Staff C, LPN gave
Staff G, CMA the supplies and medication for the
treatment. Staff G stated she then returned to
the Resident #25's room and administered the
breathing treatment.
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In a phone interview on 10/9/19 at 5:16 PM, Staff
C, LPN stated if she signed she gave Resident
#25 a breathing freatiment a litile after 7 PM on
Sunday 10/6/19 then she did. Staff C added that
she would not document she administered the
breathing treatment withaut giving it first just to be
in compliance. Staff C worked the floor and
administered medications. She said the
breathing treatment for Resident #25 is dus at 9
PM. Staff C did not remember answeting
residant's light. Staff C was told that Staff G
reported getting the breathing treatment supplies
and medicine from Staff C, then Staff G reported
administering the breathing treatment around
9:30 PM that evening. Staff C replied that she
must have thought she was going to administer
the treatment at 7:16 PM but got teo busy to give
it. She must have meant to administer it but
forgot. Staff.C added that this was another
example of nat having encugh help.

in an interview on 10/10119 at 9:16 AM, the DON
stated it is not acceptable to document a
medication as administered when it was not.
Furthermore, she said if the siaff signed that thay
administered it and were unable to administer
the medication, the staff could could go back into
the system and document they did not administer
it with rationale.

A Madication Administration Record dated
10/1/20418-10/31/2019 for Resident #25, directed
staff to giva Ipratropium-Albuterol Solution 3
milllliters four times a day (breathing treatment).
The times set up for the breathing treatment are 8
AM, 12 PM, 4 PM, and 8 PM,

A Medication Audit Report for Resident #25
revealed that the 8:00 PM dose for the

FORM CMG-2687({02-98) Provious Verslens Obsolata

Evont [D:B82L11

Facllity [D: [AG135 if conlinuation shost Pnge 33 of 111




DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES K1) PROVIDER/SUPPLIER/CLIA

AND PLAN OF

" PRINTED: 10/23/2019
FORM APPROVED
OMB NO. 0838-0391

CORRECTION IDENTIFICATION NUMBER:

165149

(X2} MULTIPLE CONSTRUCTION
A. BUILDING

B.WING

{X3) DATE SURVEY
COMPLETED

1015612019

NAME OF PROVIDER OR SUPPLIER

ROWLEY MEMORIAL MASONIC HOME

STREET ADDRESS, CITY, STATE, ZIP CODE
3000 EASYT WILLIS AVENUE
PERRY, A 50220

Xd)1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFIGIENCY MUST BE PRECEDED BY FULE
REGULATORY OR LSC IDENTIFYING INFORMATICN)

i) PROVIDER'S PLAN OF CORRECTION s
PREFIX {EACH CORREGTIVE AGTION SHOULD BE COMPLETION
TAG CROSS-REFERENGED TO THE APPROPRIATE DATE

DEFIGIENCY)

F 658

F 661
88=8

Continued From page 33

Ipratropium-Albuterol was decumented as
administered at 7:16 PM by Staff C even though
Staff G CMA administered the medication at 9:30
p.m..

Discharge Summary

CFR(s): 483.2%(c}(2){i){iv)

§483.21(c)(2) Discharge Summary
When the facllity anticipates discharge, a resident
must have a discharge summary that includes,
but is not limited to, the following:
(i) A recapitulation of the resident's stay that
includes, but is not limited to, diagnoses, course
of illnessfireatment or therapy, and pertinent lab,
radiology, and consultation results.
(i} A final summary of the resident's status to
include items In paragraph (b)(1) of §483.20, at
the time of the discharge that is available for
release to authorized persons and agencies, with
ihe consent of the resident or resident's
representative,
{lif) Reconciliation of all pre-discharge
madications with the resident's post-discharge
medications (both prescribed and
over-the-counter).
{iv) A post-discharge plan of care that is
developad with the participation of the resident
and, with the resident's consent, the resident
representative{s), which wifl assist the resident to
adjust to his or her new living environment. The
post-discharge plan of care must Indicate where
the individual plans to reside, any arrangements -
that have been made for the resident's follow up
care and any post-discharge medical and
non-medical services.
This REQUIREMENT s not met as evidenced
by:

Based on inferview and chart review the facility

F 658

F 661
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failed to communicate necessary discharge
information to resident or continuing care provider
for 1 of 1 residents (#39). Facility reported a
census of 41 residents.

Findings include:

Chart review revealed Residant #39 admitted to
the facility on 6/21/19 for physical therapy (PT}
and occupational therapy (OT) services. Resident
#39 discharged to the community on 7/9/19,
According to the admission orders, the resident
had a diagnosis of acute chranic respiratory
failure, acute pulmonary edema and ambulated
with the assistance of a walker.

The chart for Resident #32 lacked dacumentation
of a recapitulation of the stay to provide
continuing care information, or documentation of
how the resident's medications were dispensed
upon discharge. ) :

The facility policy for discharge with a revision
date of November 2016, included the expectation
that the interdisciplinary team prepared a
discharge summary upon anticipated discharge
and included a recapitulation of the residents stay
and a post-discharge plan of care.

On 10/10/19 at 10:30 a.m. the Director of Nursing
(DON) acknowledged the discharge summary, a
recapitulation of the stay, and documentation of
disposition of medications are all missing for
Resident #39. She said she understood this
previously was an area of concerr and a past
compliance issue. The DON stated that she could
not locate a physician's arder set for Resident
#39.
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85=G | CFR(s): 483.25(d)(1)(2)

§483,25(d) Accidents.

The facllity must ensure that -

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

§483.25(d){2)Each resident recelves adequate
stipervision and assistance devices to prevent
accidents.

This REQUIREMENT is not met as evidenced
by:

Based on observations, interviews and clinical
record review, the facility failed to adequately
supervise 2 of 3 (Residents #34 and #35) to
prevent falls. Resident #34 admitted to the facility
9/13/19 with a high fall risk and history of falls,
The resident also required assistance of staff for
transfers and ambulation The resident was oftan
up by self. The care plan failed to identify
Resident #34 as a high risk for falls and resident
frequently gettung up without staff assist. On
9/20/19 the resident fell sustaining a fracture. The
resident fell 5 more timas from 9/20/18 to 10/2/19
without adequate investigation with root cause
analysis and no Interventions implemented until
10/7-9/19 during the survey. Resident #35
exhibited anxiety and confusion 8/26/19 at 9:33
p.m.An hour before falling and sustaining a
fracture the resident attempted to self
transfer.The resident required surgical revision
arthroplasty. There was no evidence the facility
implemented interventions knawing the resident
attempted to self transfer. A majerity of the
resident falls occurred on the least staffed shift.

There were staff interviews expressing there was
not enough staff to answer call fights and to
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prevent falis.

The facility reported a census of 41 residents,
Findings include:

1. An admigsion Minimum Data Set (MDS) dated
9202018, showed diagnosis for Resident #34
included cancer, Chronic Pulmanary Obstructive
Disorder (COPD), and pain in the right hip. The
Brief Interview for Mental Status (BIMS),
documented a 13 out of 15 Indicating intact
cagnition. The resident was dependent on 2 staff
for bed mobillity, transfers, and follet use. The
MDS indicated resident had 2 falls with injury
prior to admission,

A Fall Risk Assessment dated 9/13/2019
indicatad resident was at high risk for falting.

A Baseline Care Plan dated 9/13/2019, revealed
Resident #34 required 1 person physical assist
for bed mobility, transfer, {oilet use and
ambulation in room and corridor, Mobllity devices
waere listed as a wheel! chair and walker. The
baseline care plan contained the question asking
if the resident had a history of falls. Staff chacked
"na". The baseline care plan failed to dentify the
resident at high risk for falls.

An incident report {IR) dated 8/20/19 af 7:33 am.
revealed an unwitnessed fall in the resident room.
A CMA (certified medication aide) found the
resident on the floor at the foat of her bed at 6:35
&.m.. Staff noted a skin tear to the left elbow (no
size listed). The report documented staff
observed no injuries post incident. The IR
idantified tha following predispasing fail factors:
confusion, recent change in cognition, impaired

F &89
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memory and recent medication changes and
“other", In the "other info" area staff documented
the resident was a new admission (9/13/18) and
restless with increased complaints of pain. The IR
failed to fully investigate the incident by failing to
document they asked the resident where she was
going and whan staff last toileted the resident or
last saw the resident. There were no intervantions
listed following the incident.

A Progress Note dated 9/20/2019 at 6:41 AM,
identified the resident as very confused that
moming, yelling out for police and a lawyer. The
resident pulled her catheter out. Staff
administered PRN (as nesded) Lorazepam
(antianxiety).

A September 2019 medication administration
record identified staff administered lorazepam 0.5
milligrams (mg) at 6;:26 a.m, The MAR also
identified that staff administered morphine
(narcotic) 20 mg. at 5:23 a.m. Staff documented
the morphine as inaffective.

A Progress Note dated 8/20/2019 at 7:33 AM,
documented staff obsarved the resident on the
fioor, The resident denled pain but yelled out.
The resident transported to the hospital
emergency room (ER) for examination.

A Pregress Note dated 9/20/2019 at £:55 AW,
ravealed the resident returned to the facility with a
diagnosis of non-displaced vertical fracture of the
laft iflac wing with no new orders. The resident
received Fentany! {narcotic) In the ER.

A Progress Note on 9/22/2019 at 11:34 AM,
documented resident continued to have pelvic
pain, a 1.3 diameter brulse on resident's buttock
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and paranoid delusions. The resident spit out
PRN medications.

A Progress Note on 9/22/2019 at 8:18 PM,
revealed the resident with increased paranoia 1.5
1o 2 hours after receiving PRN Morphine
(narcotic).

A Progress Note on 9/23/2019 at 6:45 AM,
documented the resident yefled and screamed
during the night. Staff administered pain and
anti-anxiety medications,

A Progress Note on 8/24/2019 at 9:34 PM,
reveslad the resident appeared upset, anxious,
and confused with vizual hallucinations. The
physician ordersd a one fime order for Haldo)
{antipsychotic) and staff administered the
medication.

A Progress Note on 9/25/2019 at 9:10 PM,
ravealed the resident admitted to Hospice {end of
life care).

A Pragress Note on 8/26/2019 at 11:45 PM,
revealed staff found the resident on the bathroom
floor. The restdent stated she feli, Staff
documented they educated the resident and
encouraged the resident to use the call light.

An Incident report dated 9/26/19 at 11:45 p.m.
ravealed an unwitnessed fall in the resident
bathroom. Following the fall, staff encouraged the
resident to use the calt light. The IR identified
factors contributing to the fall as the resident not
calling for help and ambulating without
assistance. The IR failed to investigate the
imcident by asking the resident where she was
going and when staff last assisted the resident 1o
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the toilet or last saw the resident. The intervention
following the incident was dated 8/26/19: tollet
upon arising, before and after meals and PRN.
The care plan revealed the intervention was not
added to the care plan until 10/9/18 (during the
survey). The intervention did not address the
situation of the fall oceurring in the night and night
time toileting.

A call light report print out identified the resident
attivated the call light 9/26/19 at 11:23 p.m. and
staff answered 11:33 p.m. it is not known if staff
assisted the resident at 11:33 p.m. or with what.

A Fall Risk Assessment dated 9/27/2019
identified the resident with 1 to 3 falls in the last 3
months which revealed the resident at risk for
falls.

A care plan created 9/30/2019 contained a focus
area; actual fall on 9/20/2019 that resulted in a
vertical non displaced fracture of the left iliac
wing. Interventions included a Physical Therapy
{PT) consuit for strength and mobility dated
9/30/2019. Interventions dated 10/4/2019
included to offer resident to get up at 8:30 AM
and move closer to nurses station. Another fecus
area created 9/30/2019 identified Activities of
Daily Living/ self care deficit. An intervention
included the use of a walker for transfers and
ambulation.

An MDS 10/1/2019, showed diagnosis for
Resident #34 included cancer, restless leg
syndrome, and pain in right hip. The Brief
Interview for Mental Status (BIMS), documented
a score of 8 out of 15 indicating moderate
coghitive impalrment. The resident was \
dependent on 1 staff for bed mobility and toilst
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use, The resident required assistance of 2 for
transfers.

A Fall Risk Assessment dated 10/4/20189,
identified the resident as a high fall risk.

A Pragress Note dated 10/4/2019 at 2:30 A,
documented staff found the resident on the floor
against the recliner. The resident received skin
tears to the upper extremities.

An IR dated 10/4/19 at 2:15 a.m. revealed an
unwitnessed fall in the resident room. Staff found
the resident on the floor with her back against the
recliner. The resident received 2 skin tears. The
tight arm skin tear measured 1 centimeter (cm)
by 1 em. and the left amm upper arm skin tear
measured 2.5 cm. by 5 cm. Despite the 2 skin
tears received during the fall, the IR documented
"no injuries observed post incident". The IR listed
the factors that contributed to the fall as:
confusion, incontinence, weakness, gait
imbalance, impaired memory and ambulating
without assistance. In the other info area
dacumentation revealed the resldent attempted fo
get up per self and staff should encourage the
resident to use the call light. The resident exhibits
restlessness at imes, The IR identifled the
intervention following the incident, dated 10/4/19
as to encourage/attempt to put resident in bed,
instead of recliner, Review of the care plan
revealed the intervention not added to the care
plan until 10/8/18 (during the investigation). The
IR failed to investigate the incldent by asking the
resident where she was golng and when staff last
assisted the resident to the toilet or last saw the
resident, There was ne racord of the resident
using the call light on 10/4/19.
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A Progress Note dated 10/4/2019 at 9:08,
documented staff found the resident on the floor
on her back. The resident stated she wanted to
get up and feil.

An IR dated 10/4/19 at 8:04 a.m. revealed an
unwitnessed fall in the resident room. Staff found
the resident laying on her back next to the bed.
Staff did not observe injury. The IR identified the
following factors as contributing to the fafi:
confusion, recent illness, weakness, gait
imbalance and ambulating without assistance.
The IR identified the resident as restfess. The IR
did not identify they asked the resident where she
was going or what happened when the fall
occurred or when staff last toileted the resident or
last saw the resident. The intervention following
the incident dated 10/4/19 was the facility
discussed falls with the Hospice nurse. The
facility reviewed medications, The report
documented the resident had a calf light and uses
the call light. Monitor and check resident
frequently and move closer to the nurses station
when bed available, Offar to get resident up at
8:30 a.m. Reviaw of the care plan identified tha
offer to get up at 8:30 a.m. and move closer to
the nurses station not added fo the care plan untif
10/8/19 (during the investigation). The care plan
did not contain the directive to monitor and check
resident frequently, There was no record of the
resident using the call fight on 10/4/19.

A Progress Note dated 10/7/2019 at 6:42,
revealed staff found the resident lying on the floor
in her bedroom. The residant lald on her right
side and stated she hit her head,

An IR dated 10/7/19 at 6:08 a.m. revealed an
unwitnessed fall in the resident rocm. A nurse
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gide reported the resident was on the floor on her
right side, The resident stated she hit her head,
Following this incident, staff moved the resident
to a room cloger to the station. The IR did not
contain an invastigation into the incident. There
was no record of the resident using the call light
on 10/4/19,

A Progress Note dated 10/7/2019 at 5:01 PM,
revealed the resident moved to a room closerto
nursing staff.,

A Progress Note dated 10/9/2018 &t 6:59 AM,
revealed staff found the resident laying on the
flacr in her room by her bed. Staff noted a limp
when the resident transfarred.

An IR dated 10/9/19 at 4:20 a.m. identified an
unwitnassed fall in the resident room. Staff
observed the resident an the floor by the bed.
Staff assisted the resident to stand and noticed a
limp when transferring the rasident. Staff did not
cbserve injury, The IR identified the fallowing
factors conlributing to the fali: confuston, impaired
memory and ambulating without assistance. The
resident did not wear nonskid socks at the time of
the fall. The IR did not identify they asked the
resident whore she was going or what happened
when the fall occurred or when staff last toileted
the resident or last saw the rasident, There was
no intervention listed following the fall. There was
no record of the resident using the call light on
10/4/19.

Observation on 10/8/19 at 9:50 AM, revealed
Resident #34 alone in her room and attempting to
stand up out of bed using the handrall on the bed
1o push off of for leverage.

F 688
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On 10/7/2019 at 1:10 PM, Resident #34's
daughter stated her mothor falls all of the fime.
The resident's daughter stated her mother went
to the hospital about a week ago to get an x ray
after the fall. The daughter feels there is
absoltely not encugh staff, The daughter
reported the facility is staffing 1 staffto 16
residants.

Observation on 10/07/19 at 3:44 PM, showad that
staff moving Resident #34's clothing to a room
closer to the nursing station and common area
related to a fall that marning.

Ohservation on 10/9/2019 at 8;17 AM, revealed
Staff T, Certified Medication Aide (CMA),
Restorative, transferred Resident #34 to and from
her whealchalr o the tollet with a gait belt, from
the toilet to the wheelchair and then from the
wheelchair to the bed with stand by aesist from a
Hospice alde. The walker was not used to aids
during any of the transfers. QObsarvation showed
the walker in the shower stall.

Obsearvation on 10/9/2019 at 9:60 AM, Staff U,
Certified Nursing Assistant (CNA), transferred the
resident from her bed into resident's w/c using a
gait belt, Staff U did not use the walker to aide
with the transfer. Observation showed the walker
in the shower stall.

On 10/40/2019 at 9:15 AM, the Director of
Nursing (DON), stated she expected staff to
follow tha care plan with transfers as directed by
the care plan.

On 10/10/19 at 1205 PM, Staff H, MDS nurse
stated the residant was up a lot on her own when
she first came into the facility. Staff H stated that
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after the fall with fracture, the resident varied
when staff would find resident standing on own or
walking. Staff H relayed that she feels the cancer
has metastasized to the brain and bones. She
said resident is definitely not a BIMS of 13 now.
Staff H stated the resident may be able to tell you
she is at the Masonic Nursing Home because the
resident used to work at the facility and
recognizos Staff H but the resident would not be
able ta participate in maost of the BIMS testing
now. Staff H stated the resident definitely could
not repaat things. Staff H also added resident
does not use the call light.

On 10/10/2019 at 12:10 PNV, Resident #34 shook
her head no when asked if she remembered
faliing. The resident jooked at the surveyor when
other questions are asked but did not answer.

On 10/10/M19 at 12:08 PM, Staff V, CMA stated
she observed the resident up walking per self and
pushing her wheelchair probably § times, Staff V
stated prior to fail with fracture resident was up all
the time on her own pushing her walker around,
Staff V stated that on admission the resident was
pleasant, sang and talked to other residents. Staff
V stated the resident doesn't do that anymore.
The resident hasn't rasided at the facility very
Iong. Staff V stated resident did not and has not
used the call light.

An interview on 10/10/19 at 12:15 PM, Staff U,
CMA/CNA reported she observed the resident up
on her own. Siaff U added it "happened a lot",
Staff U stated recantly she found resident in the
bathroom holdirg on to her wheelchalr. Staff U
unable to give a date as to when that happened.
Staff U stated staff try and keep resident out in
the common area a lot so they can keep a better

Feao
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aya on her. Staff U added that resident tries to
stand so they try to intervene.

On 10/10/19 at 2:14 PM Staff H, MDS
Registered Nurse (RN) revealed that she did care
plan fall intervantions from the time resident was
admitted until the one added on to the care plan
(9/30/2019). Staff H stated all nurses should ba
clued into adding interventions after falls as well
and they have not. Staff H stated she is the one
that added on the only intervention that she
knows of by moving the resident to a different
room.

On 10/7/2019 at 12:00 PM, Staff V, CMA stated
at imes there is T CMA and 1 CNA in each hall.
However other times there is only one staff
person doing both jobs. Furthermore she stated
there are so many falls and call lights that go
unanswered on ime, Staff V stated she was by
herself on Hall A starting around 7:30 AM this
morning. She set a resident up for his morning
shower (Resident #25), told him she would be
right back but could not return as another resident
{Resldent #34) was walking in the hallway by
herself pushing a wheelichair. Staff V stated this
resident falls a lot. Staff V stated this resident at
times should have a 1:1 but the facility doesn't
have enough staff to provide a 1:4 for the
residents. Staff V, said she was in a couple’s
room on that morning for 45 minutes as she gave
them both showers. Staff V reported there were
no other staff on the unit during that ima.
Furthermore, she stated she was charged with
medication administration as well and could not
administer medications on time. Staff V stated
she received help close to 9:00 AM when Staff T
arrived to help. Staff V added that Staff T's job is
a restorativae aide but Staff T is unable to perform
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her restorative duties as Staff T doesn't have
time. Staff V sald on Sunday (10/6/2018) she
was lata administering medications.

On 10/08/19 at 4:12 P\, Staff N, CMA stated she
feals the residents are not getting the care they
should. Staff N added she feels residents have
fallen because the facllity is short of staff.

Staff Interviews pertaining to Resident #34:

On 10/7119 at 9:48 a.m., Staff C, Licensed
Practical Nurse {LPN), stated the facility used to
staff 2 nurses on the days and 2 nurses on nights
with 3 CNAs (Certified Nurse Aldes) on the
overnight shift. Staff C said the work load way
too metch right now and sha worked 4 nightsin a
row. Staff C commented tha Director of Nursing
(DON) would yell at her and say, what do you
want me to do. Staff C recalled working on the
ovamight shift 9/26/19 and reportad Resident #34
sustained a fall at 11:45 p.m. Staff C reported the
only staff warking in the facility at the time of the
fall were: Staff C, LPN; Staff €, CNA; and Staff
D, an Environmental Aide (EA} [EAs are not
certified and therefore not allowed to do hands on
physical caresfassistance for residents}. Staff C
reported 17 falls occurred in the facliity for the
month of September and at the time of interview,
7 or 8 falls accurred in October on all different
shifts. Staff C stated she felt the falls occurred
because they didn't have staff, Staff C stated call
lights go on and on for 30 to 45 minutes. Staff C
recafled Staff E assigned to Aand C Hall white
Staff O assigned to supervise the dementia
locked unit, B Hall. Staff C stated she felt they
neaded more staff the night of 9/26/19 as
Resident #34 should be 1:1 (1 staff member for 1
resident) per her assessment, but management
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sald no they had other people who needed 1:1.

On 10/8/19 at 5:20 p.m. Staff E, CNA, stated she
recalled working on the ovemight shift 9/26719
into 9/2719. Staff E reported she was the only
CNA on that night with an LPN (Steff C) and EA
(Staff D) assigned to the 8 Hall dementia unit.
Staff E stated Staff D could not do cares and he
needed to call her to come anytime someone
needed something, Staff E statad she had
previously told the nurse and the boss she felt
they were understaffed. Staff E stated she felt
the fdeal number of CNAs should be 4 but they
could make it work with 2 to 3 CNA's.

Staff E reported she found Resident #34 on the
floor that night. Staff E stated Resident #34 a
new resident who she only worked with once or
twice. Staff E reported Resident #34 said she
tried to go to the bathroom and said she had pain.
Staff E stated sha informed Staff C who then
followed up on the resident.

The Medication Audit Report showed the actual
times when Resident #34 received the pain
medication methadane 10 milligrams (mg). The
report recorded Resident #34 received 2 doses of
the pain medication on 10/4/19 within 1 hour of
each other:

a. mathadone 10 mp, give 1 tablet by mouth at
10:00 p.m. for pain; scheduled 10/3/19 at 10:00
p.m. but given late at 6:49 a.m, on 10/4/19.

b. methadone 10 mg, give 1 tablet by mouth in
the moming for pain; scheduled 10/4/19 at 6:00
a.m,, given at 7:52 a.m, on 10/4/19,

Review of the clinical record revealed Resident
#34 sustained 2 falls on 10/4/19, 1 priorto and 1
after receiving the 2 doses of methadone pain
medication that moming.
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The facility falled to ensure Resident #34 was
free from accidents by not providing adequate
nursing supervision.

2. The quarterly MDS dated 7/4/19, identified
diagnosis for Resident #35 included
hyperlipidemia, COPD, and atrial fibriliation.
According to the MDS the resident scored a
fiftean out of fifteen on the BIMS indicating intact
cognition. The MDS revealed the resident
required supervision and assist of one staff for
transfers,

A care plan identified the resident admitted to the
facility 12/20/18, The care plan identified the
resident with impaired thought processes and a
diagnosis of dementia, impaired declsion making
and short term memory {oss. The care plan
dirgcted staff to cue, regrient and supervise the
resident as needed.

The care plan dated 1/3/19 had a focus area that
identified the resident with an activities of daily
living (ADL's) self care performance deficit and a
date iniiated of ambulation 1/3/19 indicating
independent in room and facllity without devices.

The fall risk assessment dated 3/20/18 Indicated
moderate risk for falling.

A progress note dated 7/20/19 at 11:17 am.,,
revealed the CMA called the nurse into the
resident's room. Upon entering the room, the
resident laid on the floor near the doorway on her
back. Staff that was in the room at the time of the
fall stated that the resident walked towards the
daorway and lost her balance and fell landing on
her left side. Dusing the exam, assessment
identified the resident could not move her left leg

F 669
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and experienced extreme pain. The resident
transferred to the hospital.

An incident report dated 7/20119 (no time)
revealed a CMA went to the resident's room to
deliver ice water and saw the regident lose her
balance and fall to the left side, The resident
ambulated independently per care plan. The
resident transported to the hospital via EMS
{emergency medical sarvices). The IR did not list
a new intervention following the incident.

A progress note dated 7/20/19 at 2:13 p.m,,
revealed the hospital informed the facility the
rasident had a non displaced fracture of the
femoral neck.

A progress note dafed 7/26/19 at 12:44 p.m.,
revealed the resident was re admitled to the
faciiity status post left femur fracture with repalr,

The significant change MDS dated 8/4/18,
identified diagnoses that included: atrial
fibrillation, COPD, and fracture of the lsft femur,
According to the MDS the resident scored a
thirteen out of fiftean on the BIMS indicating infact
cognition. The MDS revaaled the resident
required extensive assistance of two staff for bed
mobility, transfer, and toilet use.

The Kardex had a revision date of 8/16/19 and
indicated the resident required extensive assist of
1-2 staff members to be able to transfer.

The care plan dated 7/22/19 revealed the
resident had an actuat fali with left hip fracture
and new interventions included: ensure resldent's
personal belongings are within resident’s reach
and offer to provide items needed prior {o jeaving
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room. Monitor/document/report as needed time
72 hours to physician signs and symptoms of
pain, bruising, changes in menta! status, new
onset of confusion, sleapiness, ihability to
maintain posturs, agitation. Also physicatl therapy
{PT) consult for strength and mobility. The care
plan did not identify the resident did not wait for
assistance and would try to ambulate on own
andfor not always use the call light,

A fall risk assessment dated 8/17M9 indicatad the
resident high risk for falling.

A progress note dated 8/3/19 at 5:46 p.m.,,
rovealed the facility notified the physician of the
need for pain control per family's request due to
ctirrent Tylenol (analgesic) not controlling
resident's pain. A new order was received to
resume Fentanyl (narcotic) patch 25 meg
topicaly.

A progress note dated 8/5/18 at 8:36 p.m.,
revealed the resident with decreased confusion,
but confusion at times, transfers with assist of 1
well.

A progress note dated 8/7/19 at 12:31 p.m,,
revealed the resident very anxious during therapy
or transfars,

A progress note dated 8/13/19 at 11:43 a.m.,
revealad an order fo start Augmentin (antiblotic)
875/125 milligrams {(mg.) by mouth for fourteen
days for left hip incision.

A progress noted dated 8/t13/19 at 5:31 p.m.,,
revealed an order to start Sertraline
(antidepressant medication) 25 mg by mouth
dally for depresslon.
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A progress note dated 8/20/19 at 6:57 p.m.,
revealed an order to discontinue Requip (for
Parkinsons) as it may be aggravating her visual
hallucinations. An order to start Sinemet 25/100
mg by mouth for fremors and rastless leg
syndrome (RLS) and start Remeron 15 mg at
bedtime for depression and anxiety.

A progress note dated 8/25/19 at 9:33 p.m.,
revealed the resident more anxious after supper
with her hands shaking and multiple minor
requests. The CNA reported the resident
attempted to transfer herself to the bathroom.
The resident did not tise the call light.

An incident report dated 8/25/19 10:26 p.m.
revealed staff heard a noise from the resident
reom. The resident laid on her right side in front
of the recliner. The resident wore socks at the
time of the fall and stated she was going to the
bathroom. The resident did not have her walker
or wheelchalr and knew she needed to wait help.
Staff observed the abnommalities of the left lower
exiremity. The IR identified the following factors
contributing ta the fall: incontinent, gait
imbalance, poor lighting, impaired memary,
improper faotwear and ambulating without
assistance, The incident report identified that
after the fall, staff was directed to apply nonskid
socks, The IR did not identify when staff last saw
or toileted the resident prior to the fall.

A progress note "communication with physician”
dated 8/26/19 at 12:07 a.m., reveaied the aide
heard a noise coming from the residant bedroom
and noted the resident on the floor on her right
side in front of her recliner with her left leg
extanded and extemnally rotated her knee/foot
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was poinling up. The resident stated she was
going to the bathroom and after she stood up she
just went right over. The resident transfemred o
the hospital.

Progress notes dated 8/26/19 at 12:04 p.m.
raveatad the resident was in surgery. She
sustained a closed left peri prosthetic fracture
and required revision arthroplasty to repair it,

A progress note dated 8/28/19 at 3:32 p.m,,
revealed the resident re-admitted to the facility
status post [eft hip surgery.

In an interview on 10/10/19 at 1:18 p.m., Staff U,
CNA stated the resident would attempt to seff
transfer herself at times. She was very anxious
when she returned from the hospital and wanted
to do things like she did hefore her first fall. Staff
U statad the resident was hallucinating and
seeing things and would need to be reminded to
use her call light for help.

In an interview on 10/10/19 at 1:24 p.m., StaftA
CMA, stated the resident was confused in
between the first and second fall and thinks it was
from the anesthesia. The rasident did have a
history of self fransferring and would get upset
that she couldn't do things herself, Staff A stated
the resident had a urinary tract infection before
the second fall and tha resident would use the
call light but not all the time.

On 1010119 at 1:51 p.m., Staff |, RN stated the
resident tried to seif transfar more often and it
was reported to her from a CNA that the resident
attempted to self transfer prior to falling the
second time. Staff | stated the resident was more
anxious after supper on Sunday evaning.
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On 10/14/19 at 3:26 p.m,, the DON stated looking
at the care plan after the first fall there was ne
good intervention put into place. The only
intervention noted was to consult physicat
therapy. The DON verified the facility could have
put more interventions in place to pravent the
second fall.

An incident report dated 9/2/19 (no time) revealed
staff found the resident on the floor at 2:45 p.m.
The resident guarded the left leg. The resident
transported to the ER for examination and x-rays.
The IR identified the x-rays "negative”. The report
revealed the resident did not retain information or
remember but cccasionally said something. The
IR identified factors contributing to the fall to
included: confusion, recent cognition change,
impaired memory and "other”, In the “other"
column staff documented the resident did not
remember she could not walk and was on 16
minute checks since 8/31/19, Staff did not identify
if the resident wore nonskid socks at the time of
the fall.

Nutrition/i-Hydration Status Mainfenance

CFR(s): 483.25{g)(1)-(3)

§483.25(g) Assisted nutrition and hydration.
{Includes naso-gastric and gastrostomy tubes,
both percutaneous endoscopic gastrostomy and
percutaneous endoscopic jejunostomy, and
enteral fluids). Based on a resident's
comprehensive assessment, the facility must
ensure that a resident-

§483.25(g)(1) Maintains acceptable parameters
of nutritional status, such as usual body weight or
desirable body weight range and electrolyte

F 689
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balance, unless the resident's clinical condition
demonstrates that this is not possible or resident
preferences indicate otharwise;

§483.25(g){2) Is offered sufficient fluid intake to
maintain proper hydration and health;

. §483.25(g)(3) Is offered a therapeutic dist when

there is a nutritional problem and the health care
provider orders a therapautic diet.

This REQUIREMENT Is not met as evidencad
by:

Based on dlinical record review, observation and
staff interview the facility failed to accurately
assess the nutritional and hydration needs for
of 16 residents (Resident #12). The facility
reported a census of 41 residents.

Findings include:

The Minimum Data Set {(MDS) dated 8/9/18
revealed Resident #12's admission date as
7/3119. The MDS identified Resident #12 with
the following diagnoses: aortic valve stenosis,
major depressive disorder, right bundle branch
block, thoracic aortic areurysm, dementia,
Alzheimer's disease, delusional disorder and
unspecified urinary incontinence. The MDS
documented the resident’s height as 65 inches
and welght at 150 pounds and that he was at risk
for pressure ulcers. The MDS documented that
the Brief Interview for Mental Status (BIMS) was
hot conducted bacause the “resident is
rarely/never understood"”. The MDS assessment
indicated that the resident did have the ability to
understand others. The MDS identified his
cognitive skills for daily decision making to be
severely impaired-neverfrarely made decisions.
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The MDS indicated that the residents needed
limited assistance of one staff for eating, bed
mobility, transferring and walking. The MDS
documented that the resident needed sxtensive
assistance with dressing, tollet use and persenal
hygiene activities. The MDS indicated that the
resident had no swallowing problem but was on a2
mechanically aftered diet. The MDS indicated the
residant to be frequently incontinent of bowel and
bladder but showed that no toileting program was
being used to manage the resident's continence.

A care plan initiated on 7/31/19 identified the
resident as a risk for nutritional problams and skin
breakdown due to expressive aphasia and
dementia. An intervention was established on the
care plan that directed staff to allow adequate
time to respond and to repeat communication as
necessaty. The care plan also indicated that the
resident had self-care and toileting deficits related
to dementia and a potential nutritional problem
related to cognitive decline. The care plan update
on 8/13/19 recorded that the resident had some
skin breakdown on his buttack and foot related to
decline in cognitive functioning.

An 8/8/19 speech therapy recommendation
revealed the speech therapist (ST} directed staff
to serve the resident a mechanical soft diet with
ground meat. Continua with nectar thick liquids
and crush medications in puree/pudding.

Observation on 10/7/19 at 10:15 AM showed
Resident #12 seated in a recliner in the upright
pasition in the dining room area. His head hung
and he appeared to asleep. The surveyor left the
area at 10:40 AM and retumed at 11:00 AM to
find the resident in the same position. Lunch was
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served in the same commons area to the other
residents beginning at 12;00 PM, At 12:30 PM
Staff @ RN, and Staff J CNA approached
Resident #12 and told him that lunch was being
served, This worker did not observed or heara
rasponse from the rasident, Staff Q then asked
him "or do you want to sleep?” The resident was
very drowsy with his head hanging and kept his
eyes closed, Staff Q then sald "we can always
sava it far him." Staff did not offer Auids or
toileting.

At 1:45 of the same date, Staff Q put up the
foot-faat of the racliner, tucked a pillow under the

him. The surveyor left the area and returmned at

surveyor maintained observation of the resident
until 2:30 p.m., retumned again at 3:00 p.m. and
found the resident’s position unchenged. The
surveyor remained in the area until 3:53 PM and
there were no offers of repositioning, tolleting,
food or waler.

At 4:45 p.m. of the same date, the surveyor
same position.

A dietary documentation for the lunch meal on
10/7119 at 13:45 Indicated the “resident refused”
his iunch and there was no dotumentation of the

a check mark entered at 8:26 p.m. in the Not

that fluid intake on 10/7/19 was 480cc's at 9:47
AM. At 1:25 p.m. staff documented the resident
refused fiuids and there is no other
documentation of fluids offared. Based on
observation and decumentation it appeared that

left gluteal of Resident #12 and put a blanket over

2:10 to find the resident in the same position. The

anterad the unit briefly to find Resident #12 in the

supper meal. The document title Night Snack had

Applicable column, A review of the chart revesied

F 692
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Resident #12 only had the breakfast meal and
480cc's of fluld on 10/7M9,

Observation of the lunch meal on 10/8/19 at
12:15 revealed Staff Qi registered nurse (RN} fed
the resident a hamburger on a bun. The resident
appeared to hold meat in his check and Staff Q
commented o the house supervisor "mayhbe we
need to change his order back." The surveyor
informed the house supervisor that the order in
his electronic chart was for a mechanical soft diet
and he was served a hamburger patty. She
rasponded that she requesied a diet change from
mechanical to reguler for the resident bacause ha
fiked to pick up his food and the ground meats
were a problam for him to handle, When asked if
he had an updated speach therapy assessment
to determine his neads sha said "no” btit that she
received a doctor's order for the change.

Observation showed on 10/8/19 lunch meal the
resident drank all of the nutrition drink
(approximately 12 oz.). He only drank when Staff
Q placed the straw to his mouth. At the supper
meal on 10/9/19 at 5:40 PM the resident fed
himself small pieces of pizza when staff placed
tha food in his hand.

A review of the electronic medical record for
Resident #12 revealsd an automnated alert in red:
"nuintional risk assessment - alternate HDG: 55
days overdue - 8/14/19," Upan further
investigation it was found that Resident #12 did
not have a nutritional assessment by a dietician
since his admission on 7/31/18,

The MDS dated 8/9/19 identified the resident
admigsion weight as 150 pounds. The electronic
record indicated the weight for Resident #12 on
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8/2719 was 137 pounds a weight loss of 8.67%
in less than a month. On 10/15/19 his weight was
131 pounds, a welght loss of 12.67%.

The clinical record lacked any documantation of
communication with the doctor spacific to the
weight loss. Several inferventions were put into
place including high calorie shakes two times a
day on 8/13/19, and on 8/26/19 finger faod
supplemant and milk shakes added in the
aftemoon,

A review of the clinical record revealed
documentation of fiuid intake for Resident #12
aver a 13 day period (9/27/19 through 10/9/19) to
be an average daily fluid intake of 938.5ml. Food
eaten aver the same period of fime, 13 days, 39
meals: 7 times dotumented the resident refused,
& times 76-100% of meal saten, 15 meals
26-50% of mea! eaten, and 1 meal 0-25% saten.

A review of the clinical chart revealed a nursing
niote on 10/2/19 authored by the Minimum Data
Set (MDS) ecordinator, requested a change in
diet from ground meat to regular diet. The nurse
practitioner approved the change on 10/2/18. A
care plan Intervention for Resident #12 inittated
on 813119 indicated the registered dietician (RD)
would complete dietary changes and
recommendations.

A review of the dlinical charl revealed that on
8/28/19 a skin assessment was completed,
documenting a pressure area on the right
buttock. A skin condition repert on 8/10M19
reported a stage |l pressure sore measuring 1em
x 1cm on the right foot. On 9/30/19 in a wound
treatmant plan from Metro Gerlatric Services it's
documented to be 1.5 cm x 1.3 cm. On 107118 in
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a document from Metro Gerialric Services the
wound measurement is 2.1-3.0. The wound
treatment team comes to assess and treat the
wounds weekly for Resident #12.

On 10/8/19 at 13:54 a nutritional needs
assessment was provided by a dietician and
determined the following: estimated energy
Needs: 1580-1895 kcal/day (25-30 kcalikg)
Estimated protein needs: 75.8 g pro/day (1.2 g
prokg)

Estimated fluid needs: 1580 mifkg (25 mi/day)

A facility policy titled: Dietitian Qualified, with a
revision date of November 2016, stated that the
facility will employ a qualified dietitian either full
time, part time ar on a consuitant basis,

During an interview on 10/8/19 at B:00 AM with
licensed dietician she stated that she would
expect residents have a full nutritional
assessment completed within seven days of
admission. The dietician stated that she started in
her position three weeks ago and has been
working to catch up on records. She stated she
expected a swallow assessment conducted
before changing diet orders from mechanical soft
to regular. The dietician also stated she
expected the goal for a resident for fluids as
25-30 ml of fluid per kilegram of weight or a
minimum of 1500 ml a day.

On 10/8/19 at 2:00 PM the Director of Nursing
staled she expected any change in a diet from
mechanical soft to regular only done after a foliow
up assessment from speech therapy and not
initiated by nursing staff.

On 10/10/19 at 10:10 AM the Director of Nursing
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stated that she expected staff to offer food and
fluids throughout the day and expected them to
prompt dementia residents to eat. She wenten to
say that in her exparience with Resident #12 is
that when the food is put in his hand he will eat.
She observed him reaching for foad but needing
some help to find it.

Respiratory/Trachsostomy Care and Suctioning
CFR(s): 483.25(i)

§ 483.25(i} Respiratory care, Including
tracheostomy care and tracheal suctioning.
The facility must ensure that a resident whe
needs respiratory care, including tracheostomy
care and tracheal suctioning, is provided such
care, consistent with professional standards of
practice, the comprehensive person-centerad
care plan, the residents' goals and preferences,
and 483.65 of this subpart.

This REQUIREMENT is not met as evidenced
by:

Basad on clinical record review, staff interview,
respiratory supplier interview, and facility policy
review, the facflify failed to ensure they stored
emergency equipment at the bedside of a
resident who received tracheostomy (frach}
respiratory services and failed to develop policles
and procedures for the care of that resident to
address the resident's individual care needs prior
to admission to the facility, for 1 of 1 residents
reviewed with a tracheostomy (Resident #44).
The facllity reported a census of 41 residents.

Findings include:
The Education Record Form dated 9/20/18 titled

Trach Education/Demonstration provided trach
education o the facility nurses. The Trach Cheat
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Sheat provided with the education included the
following:

Point 1. Trach Tube Basics:

A. Need to know the type, size, and f it has a
cuff or inner cannufa. Documaent the type and
size in patient chart and ask physician {o write
order on freguancy of trach changes, Make sure
the obturator is in the patient room. Spare trach
tube and an AMBU bag (a hand-held device
commoniy used to provide positive pressure
ventilation to patients who are not breathing or
not breathing adequately) are recommended to
have in the patient room.

The Entry tracking Minimum Data Set (MDS)
dated 9/26/19 for Resident #44 recorded the
resident admitted to the facility on that date.
The Discharge Retum Not Anticipated (DRNA)
MDS dated 9/28/19 recarded the resident
dischargad from the facility on that date,

The Baseline Care Plan dated 9/26/19 recorded
the resident received special reatments while a
resident of. oxygen therapy; suctioning; and
tracheostomy care.

The Admit/Readmit Assessment dated 9/26/19 at
6:30 p.m. documented the following:

a. the resident admitted from a hospital

b. admitting diagnosis included type 1 diabetes
mellitus, respiratory failure trach dependent,
g-tube (gastrostomy feeding lube), and Stage 4
(full thickness wound) pressure uicer on sacrum.
c. the resident required extensive assistance with
bed mobllity znd dressing and totally dependent
for transfers and toilet use

d. respiratory status - sputum frothy white,
diminished breath sounds in both iungs, oxygen
at 15 liters via mask to tracheostomy,

F 695
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tracheostomy type #6 Shiley XLT

The Pregress Notes included the following
documentation:

a. On 9/26/19 at 6:30 p.m. the resident admitted
to the facility and transferred to the bed from the
gurney with the assistance of 5 persons; the room
set up with a suction machine, feeding pump, and
oxygen at 15 liters with 2 machines with heated
humidiffcation.

b. On 9/27/19 at 9:08 a.m., suctfoning performed
4 times during the night and remaved a small
amount of clear phlegm.

c. On 9/28/19 at 5:30 p.m. the resident checked
on muitiple times In ralation to trach, oxygenation,
02 {oxygen) sat (blood oxygen lavel), parform
suctioning, trach cares, and to reposition. Asmall
amount of thick yellow tinged sputum from the
cannula returned and then the resident with
unrespansive episode and 02 sat down to 49%
(normal range greater than 80%). Emergency
Medical Services (EMS) immediately called,
ainway cleared, and the resident declined to go to
the ER {Emergency Room).

d. On 9/208/18 at 3:10 a.m. the notes included a
summary of what accurmed to the resident. The
entry recorded during cares the resldent quit
breathing and his heart stopped; staff initiated
CPR (Cardicpulmonary Resusciiation} at 3:30
a.m. CPR coniinued per facility staff until the
ambulance crew arrived and took over. The crew
cbtained a pulse, a blood pressure, and the
rasident transferred to the hospital. At 5:45 am.,
the hospital reported the resident passed away.

The Order Summary Report printed 10/9/19
lacked any arders pertaining to the tracheostorny
size, supplies, or cares.
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On 10/7/19 at 9:48 a.m., Staff C, Licensed
Practical Nurse (LPN), stated Rasldent #44 dled
on 9/29/18 at approximately 3:30 am. StaffC
reported she had a limited crash cart and no back
board. She idenfified the resident as too heavy to
move fo the floor, and no AMBLU bag available
when she initiated CPR on Resident #44.

QOn 10/8/18 at 11:10 a.m,, Staff M, Clinical Nurse
Manager, and Staff L, Director of Operations,
koth stated the resident should not have admitted
to the facility. Staff M commentad the facility
needed to look at the nursing skifl levels
compared to the aculty leve! of an admitting
resident.

On 10/8/19 at 1:10 p.m., Staff G, Certified
Medication Alde (CMA), recalled tha night the
resldent passed away. Staff G stated while she
assisted the rasident to get cleaned up, the
resident passed away, Staff G said she called
the nurse who started chest compressions and
Staff G called 911, Steff G recalled it was about
3 to 3:30 a.m. when the CPR cccurred. StafG
stated she withessed Staff F, Certified Nurse Aide
(CNA) doing chest comprassions and, when the
ambulance arrived, they connected the Lucas
device {a mechanical device providing automatic
deep chest compressions). Staff G reporied they
lowered the baed because of the resident's heavy
weight. She did not know if they deflated the air
mattress on the bed, but the bed went low
enough for them to perform CPR. Staff G stated
she did not see rescue breathing through the
mouth or the frach as she went to the door to wait
for EMS. In response to what facility training Staff
G raceived related to the resident and his trach,
Staff G responded just that he had a trach and he
stayed in bad; she didn't know much, StaffG
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stated she knew where to go to get info on the
care plan, but there was no timeto do it. Staff G
reported no back board used and when they
transferred the resident from the bed they used a
blanket with 9 people to transfer the resident.
Staff G commented it prabably took more hands
due to the resident's exira lines for equipment.

On 10/8/19 at 2:15 p.m., the Director of Nursing
{DON), stated the facility had a limited crash cart
with suction machine available for emergency
cades; a back board behind the cart, in the med
room, between ABC halls, a caded door; and she
did not honestly know if the facility had AMBU
bags. Tha DON stated the facility provided
in-servicing on trachs to ali nursas except one
who did not work with Resident #44. The DON
reported tha resident wore oxygen continuously
via a mask at 35/15 liters per minutes and all the
facility's Respiratory Supply company. set up all
the resident's supplies. The DON revealed the
facllity did not get many residents that used a
trach and eguipment and that was why the facility
did the in-service. The DON stated the staff did
not tell her how they performed CPR and she was
under the impression the staff performed no
rescue breathing or compresslons, The DON
stated she was informed the resident left the
facility without CFR started. The DON
commented she was pretty sure the facility's
Respiratory Supply company supplied an AMBU
hag for the resident.

On 10/8/19 at 2:36 p.m,, Staff H, Registered
Nurse (RN), reported the facility had 1 back board
in the buitding. Staff H said she thought they may
have used the back board for the cook who
passed away 9/28/19 or for Resident #44, and
pethaps the back board went with EMS.
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Observation revealed Staff H unable to locate a
back board in the facility. Staff H asked the
Dietary Manager if the back board was used with
the cook's incldent and the manager denied
seeing the staff use a back board. Staff H did
show the supply room with an AMBU bag on a
cart. The closet did not contain a suction
machine and Staff H wondered if the respiratory
supply company inadvertently took that.

On 10/9/19 at 8:49 a.m., a follow up interview
conducted with Staff C. Staff C confirmed Staff F
did the chest compressions as she didn't want to
give the breath in because they couldn't find the
equipment. Staff C stated she quickly looked in
the supply raom, did not see an AMBU bag, and
just went right back. Staff C reported in the
resident's room they had no emergency
equipment available. Staff C reported she iried to
breathe into the resident's trach with her mouth
as she had nothing, not even a mouth piace.
Staff C reported facility staff provided CPR for
about 4 minutes and then the ambulance crew
arrived to take over. Staff C responded the
AMBU bag may be in the supply room now (at the
time of the interview) but thare was no AMBU bag
on the night of the incident.

On 10/9/18 at 10:05 a.m., Staff F, CNA, recalled
the night Resident #44 passed away. Staff F
stated while she assisted the resident to roll back
and forth during cares, the resident passed away.
Staff F reported it occurred around 3:00 am. It
was the first time she met the resident, and she
did not know much about him. Staff F
commented she was informed the facility
admitted a new resident with a trach that day.
Staff F stated she amived to work at 6 p.m. and
whan she first saw the resident she did not know
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if he walked or ate. Staff F revealed when the
resident went unresponsive, Staff G called the
nurse who came really fast and started CPR.
Staff F commented she pulled the plug on the
cushion (air bed) so the air came out, Staff F
reported no back board available and no time to
lock for one. Someone said they did not have one
in the facility, Staff F commented Resident #44's
incident happened so fast she had to think what
to do. Staff F thought the bed felt hard enough to
do CPR on. Staff F recalled the nurse started
CPR then she took over to allow Staff C to try to
get oxygen into the resident's trach. Staff C
responded they did not have an AMBU bag or
back board available in the room at the time.
Staff F reported Staff C blew into the resident’s
trach because there was no time to get an AMBU
bag. Staff F commented she only worked 3 times
a week and she did not know where they put the
resident's equipment. Staff F stated it took the
ambulance less than § minutes to amive. The
ambulance crew then placed a back board under
the resident and then placed a machine that did
automatic chest compressions and an AMBU bag
on the trach.

On 10/9/19 at 12:18 p.m., the facilities
Respiratory Supply company manager confirmed
they supplled the facility with respiratory
equipment. The company manager checked
records to see what they sent or set up for
Resident #44.

On 10/10/19 at 11:28 a.m., a confimation email
received from the manager of the Respiratory
Supply company informed they did not supply the
facility with an AMBU bag for the resident.

On 1010/18 at 1:15 p.m., the DON provided only
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2 resident care policles and procedures revised
1211313 tiled Trachectomy Care and revised
12/23/13 titled Tracheotomy Suctioning. The
DON reported she had a call aut to the
Respiratory Therapist to see what she had for
bullet points of teaching if any. The DON
commented otherwise, the faclity had no other
policies or proceduras avallable for
raspiratory/tracheostomy cares.

A deatih certificate revealed the resident expired
9/29/19 at 4:56 a.m. with immediate cause of
death due to cardiopulmonary arrest,

F 700 | Bedralle F 700
§5=p | CFR(s): 483.25(n)(1)-(4)

§483.25(n) Bed Rails.

The facility must attempt to use appropriate
alternatives prior to installing a side or bed rail, If
a bed or side rail is used, the facility must ensure
carrect installation, use, and maintenance of bed
rails, including but not limited ta the following
elements,

§483.25(n)(1) Assess the resident for risk of
enirapment from bad ralls prior to installation.

§483.25(n){2) Review the risks and benefits of
bed rails with the resldent or resident
representative and obtain informed consent prior
to installation,

§483.25(n)(3) Ensure that the bed's dimensions
are appropriate for the resident's size and weight.

§483.25(n)(4) Follow the manufacturers'
recommendations and specifications for installing
and maintaining bed rails.
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This REQUIREMENT is not met as evidencad
by:

Based on observation, staff interview and record
review the facility failed to provide assessment in
use of bed rails and failed to obtain consent for
use of bed rails in 2 out of 2 residents {Resident
#20 and #34). The facility reported a census of
41,

Findings include:

1. AMinimum Data Set (MDS) dated 8/27/20189,
showed Resident #20's diagnoses included:
fracture, Aizheimer's disease and age related
osteoporosis. The Brief Inferview for Mental
Status (BIVS) documented a score of 3 out of 15
indicating severe cognitive Impairment. The
resident required limited assist of one staff for
bed mehility, transfers and toilet use.

An cbservation on 10/8/2019 at 2:00 PM showed
2 upper side rails positioned in the upright
position on Rasident #20's bed.

A review of Rasident #20's most cuirent care plan
revealed no assessment or documentation of bed
rails.

A review of Resident #20's chart revealed no
documentation of risk and benefits for use of bed
rails with the resident or the resident
representative,

2. The Minimum Data Set (MDS) dated
40/1/2019, showed diaghoses for Resident #34
included: cancer, restless leg syndrome, and pain
It right hip. The Brief Interview for Mental Status
(BIMS), documented a score of 8 out of 15
indicating moderate cognitive impairment. The
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resident was dependent on 1 staff for bed mobility
and tollet use. The resident raquired assistance
of 2 for transfers,

An observation on 10/9/2019 at 8:50 AM,
revealed 1 quarter upper bed rail positioned in the
upright position on Resident #34's bed.

A review of Resident #34's most cument care plan
revealed no assessment or dosumentation of bed
rails.

A review of Resident #34's chart revealed no
documentation of risk and benefits for use of bed
rails with resident or the resident representative.

On 10/8/19 at 2:33, the Director of Nursing (DON})
verified the facility did not have the resident or
their representative fiil out a consent for either
resident. Furthermore the DON stated the facility
did not care plan the bed rails for either resident.
Sufficient Nursing Staff

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

§483.35(a) Sufficient Staff.

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

§483.35(a}(1) The facility must provide services

F 700
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! by sufficient numbers of each of the following

types of personne! on a 24-hour basis to provide
nursing cara to all rasidents in accordance with
resident care plans:

{i) Except when waived under paragraph (e) of
thig section, licensed nurses; and

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

§483.35(a)(2) Except when waived tnder
paragraph (&) of this section, the facllity must
designate a licensed nurse to serve as a charge
nurse on each tour of duty,

This REQUIREMENT is not met as evidenced
by:

Based on fadility assessment raview,
observations, facility daily schedulss, staff
interviews, group interview, call light reports,
clinical record review, resfident interview, and
family interview, the facllity failed to staff a
sufficient number of nursing personnel to ensura
they met the needs of each resident in a timely
manner for 3 of 3 group residents interviewed and
& of 16 residents raviewed for sufficient staffing
(Residents #21, #25, #34, #28, #30}. During the
survay, the resident matrix identified 12 residents
housed on A hall, 14 residents housed on the
CCDI {chronic confusion and dementing illness)
unit (B hall) and 15 residents housed on C hall.
The facility reported a census of 41 residents.

Findings include:

1. Facllity Assessment Review:

The Facility Assessment Tool created 2/15/19 and
revised on 8/20/1¢ and 10/7/19, included the

following documentation,
Part 1- Resident Profile

F725
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a. 3 neighborhoods (halls) - A nelghborhood has
16 beds; B neighborhood has 17 beds, this is the
secured dementia neighborhood; C neighborhood
has 16 bads; and F neighborhood has 8 beds
(this Is the skilled wing which housed no residants
during the time of survey)

b. average daily cansus 35 to 45 residents

Part 3 - Facllity Resources Neaded 1o Provide
Competent Support and Care for our Resident
Paopulation Every Day and During Emergencies
Staffing Pian - Staffing fevels are based on
number of residents, resident care needs, and
facility care needs.

a. Licensed Nurses {(LN): RN (Registered Nurse},
LPN (Licensed Practical Nurge):

- Director of Nursing (DONj), Unit Managers, MDS
{Minimum Data Set Coordinator)

- RN or LPN Charge Nurse: 2 for each shift (12
hour shifts} routinely; sometimes 1 RN/LPN on
shift with support of ADON {Assistant Director of
Nursing) and MDS nurse.

b. Direct care Staff CNA/CMA (Certified Nurse
Aide/Certified Medication Aide)

- 1:8 ratio Days (certified)

- 1:8 ratio Evenings

- 4:16 ratio Nights

¢ Individual staff assignments

- Nursing staff is assigned by halls; 2 CNA/CMA
staff members per hall; licensed nurse staft
assigned 2 halls each for assessments and
resident needs. Full ime staff is consistently
assighed to same halls for continuity of care of
residents.

2. Review of the Daily Nursing Assignment Sheet
schedules from 9/6/18 thry 10/7/19 revesled the
following days documented fewer nursing staff
than the Facllity Assessment planned for ratios
and number of staff assigned per hells: /6, 9/7,
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9/8, 9/9, 9/10,9/11, 912, 9/13, 9/14, 9/15, 8/16,
9117, 9/18, 9719, 9/20, 6/21, 922, 9/23, 9/24,
9/28, 0/26, 827, 9/28, 9/28, 10/2, 10/3, 10/4,
10/5, 1046, 1017

3, Staff interviews related to staffing needs:

On 10/7/19 at 9:48 a.m,, Staff C, LPN, stated the
facility used to staff 2 nurses on the days and 2
nurses on nights with 3 CNAs (Certified Nurse
Aidas) on the overnight shift. Staff C identified
the work load as way too much right now and she
worked 4 nights in a row. Staff C commanted the
DON yelled at her and sald, “what do you want
me to do?" regarding staffing). Staff C recalled
working on the overnight shift 9/26M9 and
reported Resident #34 sustained a fall at 11:45
p.m. Staff C reported the only staff working in the
facility at the time of the fall were: Staff C, LPN;
Staff E, CNA; and Staff D, an Envirenmental Aide
(EA) [EAs are not certifiad and therefore not
allowed to provide hands on physical
caresfassistance for residents). Staff C reported
17 falls occurred in the facility for the maonth of
September and at the time of interview, 7 or 8
falls occurred in October on all different shifts.
Staff C stated she felt the falls occurred because
thay didn't have staff. Staff C stated call lights go
on and on for 30 to 45 minutes. Staff G recalled
Staff E assigned to A and C Hall with Staff D
{uncertified) assigned to supervise the dementia
lncked unit, B Hall. Staff C stated she felt the
facllity needed more staff the night of 9/28/19 as
Resident #34 should be 1:1 {1 staff member for 1
resident) per her assessment, but managament
said no they had other people who needed 1:1.
Staff C raporied other tasks not completed due to
short staff included: residents not eating and staff
did not inform her unti! later, not that they don't

F725

FORM CMS-2567(02-88) Provious Varsions Ohsolata Event [D: 85ZL11

Faciity 10 AO136

If continuation sheel Page 73 of 11t




PRINTED: 10/24/12019

DEPARTMENT OF HEALTH AND HUMAN SER\;’!CES ‘ . ‘ FORMAPPROVED
CENTERS FOR DICARE & MEDICAID SERVICES : OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIER/ICLIA {¥%2) MULTIPLE CONSTRUCTION {X23) DATE SURVEY
AND PLAN OF CORRECTION [DENTIFICATION NUMBER: A BUILDING COMPLETED
165149 B, WING 10/15/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE ...—
ROWLEY MEMORIAL MASONIC HOME 3000 EAST WILLIS AVENIE
PERRY, IA 50220
41D SUMMARY STATEMENT OF DEFICIENCIES ] PROVIDER'S PLAN OF CORRECTION s
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GCROSS-REFERENCED TQ THE ARFROPRIATE DATE
DEFICIENCY}
¥ 725 | Continued From page 73 F 725

want to eat but no staff to halp with dining;
residents not assisted out of the dining rcomin a
timely manner,; residents not getting assistance to
go to bed in a timely manner; treatments
scheduled for day shift not get done until later;
and medications passed late. Staff C reported
the night before the interview, medications all late
as not done until 11:00 p.m. Staff C identified
medicatfons as late because Staff N, CNA,
waorked all by herself on A and C Halls until Staff
©, CNA, came in from 2:00 p.m. to 10:00 p.m.
Staff C reported the dementia locked unit staffed
by the uncertified environmental aide, Staff D.
Staff C reported Staff N asked the DON for help
and the DON said, "what do you want me to do?"
regarding the request for help. Staff C stated at
2,00 p.m., Staff G, Certifiad Medication Aide
{CMA), arrived to administer medications on A
and C Halls. Staff C reported she told Staff G to
help get the residents into bad and Staff C would
pass the medications. Staff C stated they didn't
get done until 10 p.m. that night. Staff C stated
Staff E, CNA, supposed to arrive at 6:00 p.m. but
did not amive to work until 9:45 p.m,

On 10/7/19 at 12:39 p.m., Siaff D, EA, reported
he bagan "sitting shifis" in nursing approximately
2 months prior. Staff D stated basically "sitting
shifts" meant he sat in B wing {the locked CCDI
dementia unit) with 1 CNA on night shifts. Staff D
clarified the facility had someone like activity or
dietary departments sit with the residents in case
of emergency. Staff D stated the CNA handled
the nursing care situations while a non-certified
staff member callad for a nurse to come help.
Staff D further clarified the job as EA baslcally
entailed sitting on A, B, or C Halls for the over
night shift or evening shift and he could answer
call lights. Staff D reported he wouid enter the
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resident's room to see what they neaded and if
something he couldn't do, like transfers or
changing them or blood pressures, something he
couldn't legally parform then he would ask the
resident to wait, Staff D stated he was just there
to answer the light more quickly so if an
emergency arose, he would run out and geta
CNA to raspond quicker, Staff D commented he
cauldn't do transfers or physical hands on
assistance. Staff D clarified, yes at times there
was only 1 aide for A and C Halls while he was
the only 1 assigned to B Hall. Staff D reported
the staff did rounds at 1:00 a.m, and 4:00 a.m.
and he personally looked in resident rooms avery
hour to make sure residents were not on the floor
or needed to go to the restroom and if they did,
he would get the aide. Staff D stated if a resident
was = fall risk, he sat in their rooms to try to
distract thern and if only 1 CNA was staffed in the
facility, that aide would come back when they
could, Staff D reported he had a phone on the
unit and if he called the nurse comes
immediately. Staff D said when staff come to
asslst, he went out to answer call lights on Aand
C Halls in thelr place. Staff D confirmed he never
touched a rasident for caras; he supervised the
unit, and if a resident needed a CNA, he called
out of the unit for help, Staff D identified himself
as the only staff member on the CCDI unit when
Resident #4 made the resident to resident contact
on 10/4/19. Staff D stated he was in Resident
#13's room as Resident #13 wondered when they
would put the resident to bed because she
wanted to get ready for bed and it was really late.
Staff D said he told Resident #13 the CNA would
come back shortly and he had to inform Resident
#13 he couldn't actually perform care but he
would be certified soon. Staff D stated while he
spoke with Resident #13, Resident #31 came
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down the hali to report Resident #4 tried to get
into her raom. Resident #31 said Stop, and
Resident #4 went in her room and attacked her.
Staff D ran out to the phone and called the nurse
who picked up immediately. Staff D said Staff C
came In the next minute and sorted it out and
talked with Resident #31 while Staff D went into
Resident #4's room. Staff D commented he
couldn't leave Resident #4 alone as she
wanderaed. Staff D commented he had a concern
the facility was really understaffed with cares not
getting done as the aides really ran behind not
completing cares until 11:00 p.m. at times. Staff
D identified the facility understaffed as B hall
should have a CNA working. He felt B hall
requirsd 2 CNA's as the residents were up
moving and talking. Staff D recalled there used
to be 2 aides on B Hall but now just him,

On 10/8/19 at 1:10 p.m., Staff G, CMA, stated
there ware times she had to help the aides and
this resulted in medications passed late;
anywhere from 30 minutes to an hour.

On 10/8/19 at 5:20 p.m. Staff E, CNA, stated she
recalied working on the overnight shift 9/26/19
into 8/27M9. Staff E reparted she was the only
CNA on that night with an LPN (Staff C) and EA
{Staff D) assigned te the B Hall dementla unit.
Staff E stated Staff D could not do cares and he
needed to call her to come anytime someone
needed something. Staff E stated she previously
told the nurse and the boss she felt they were
understaffed. Staff E stated she felt the ideal
number of CNAs should be 4 but they could
make it work with 2 to 3 CNA's,

Staff E reported she found Resldent #34 on the
floor the night she fell. Staff E raported Resident
#34 said she fried to go to the bathroom and said
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she had pain.

The Medication Admin Audit Report printed
10/0/19 revealad Resident #21 and Resident #34
recelved some madications late.

4. The Minimum Data Set (MDS) dated 8/14/18,
identified diagnoses for Resident #28 included:
hypertension, anemia, and peripharal vascular
disease (PVD). According to the MDS the
resident scored a fifteen out of fifteen on the Brief
Interview for Mental Status (BIMS) test indicating
intact cognition.

In an Interview on 10/7/19 at 2:13 p.m.,, the
reslident stated it took an hour to have staff tum
her lights off.

5. The MDS dated 8/22/18, identified diagnoses
for Resident # 21 included: heart failure, PVD,
depression, and muscular dystrophy. According
to the MPS the resident scored a fifteen out of
fifteen on the BIMS Indicating intact cognition.
The MDS revesaled the resident totally depandent
on two staff for transfers.

In an interview on 10/8/18 at 9:23 a.m., Resident
#21 stated there is just not enough staff. He
stated he is a two person assist and he has
waited 2 hours before he was transferred into
ke, He voiced staff may answer his call light
within fifteen minutes but takes a lot longer to get
his neads met.

6. The MDS dated 9/17/19, [dentified diagnoses
for Resident #30 included: depression and
chronic obstructive pulmonary disease (COPD).
According to the MDS the resident scored a
fifteen out of fifteen on the BIMS indicating intact
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cognition.

In an inferview on 10/7/19 at 2;19 p.m., the
resident stated the call fights can take a while,
over an hour. He voiced once the call fight is
answered the staff shut it off without masting the
resident's needs.

7. Continuous observations of staff coverage on
10/7/19 from 2:10 PM to 3:40 PM revealed the
following:

Upon entering the locked demantia unit (B hall) at
2:10 PM it was discovered that there were no
staff in the unit.

At 2:11 PM, Staff H, RN and Staff Q, CMA
entered the unit and want to the medication cart
to count and document the narcotics,

At 2:13 PM, they both left the unit, leaving no
staff.

The Timecard Report showad that Staff Q
clocked out at 2:14 PM. The Daily Nursing
Assignment Sheet, identified Staff Q as
scheduled to work untit 6:00 PM on 10/7/19, She
clocked back in at 4:56 PM and out again at 8:06
PM.

At 2:20 PM, Staff A CMA came onto the unit and
sald she was locking for the charge nurse. She
mentioned that she was working on the C hall
that day and quickly laft the unit.

At 2:21 PM, the activity director, Staff R, came
anto the unit pushing Resident #4 in a wheelchalr.
Staff R walked up and down the hallway with the
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resident looking for staff. She stated that the
resident needed tolleting.

At 2:23 PM, CNA Staff J, came onto the unit with
Resident #13. She assisted him to the couch in
the commons area.

At 2:26 PM, CNA Staff P came onto the unit and
said she worked the afternoon shift. The
Timecard Report indicated that Staff J clocked
out at 2:48. Staff P was the only staff person in
the dementia unit at that time. Several
observations of residents during this timeframe

attempted to exit and yefled "help me” many
times. At 3:25 Resident #7 became agitated and
yelled at Staff P while she ried to assist him in

a room that was not hers.

stated it was her day off and that she received a
cail to come in to pass medications. When asked

the floor in the dementia unit she responded
"some hights®, Staff S administered two
medications to Resident #4, obtained a blood
giucose level on another resident and then feft
the unit at 3:53, The Timecard Report indicated
that Staff S clocked in at 2:48 and out at 3:56.

An observation at 4:45 PM revealed that Staff P
was still the only staff on the unit.

On 10/8/19 at 9:00 AM the DON acknowledged
it's not uncommon for 2 CNA to be alona in the
dementia care unit and the CMA ar nurse will
"nop in” to pass medications.

include Resident #4 in her wheelchair by the door

the bathroom. At 3:37 Resident #2 wandered into

At 3:40 PM, CMA Staff S came onto the unit, She

if it was common for a CNA to be the only staff on
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In ancther Intarview with DON on 10/14/19 at
1:42 p.m., she stated that many times when staff
agree to pick up a double shift they may do that
with the stiputation that they are able to leave for
a period of time to take care of family
rasponagibilities. This would be the explanation for
gap in coverage beginning at 2:10 p.m. on
10/718.

in an interview with activity director on 10/2/19 at
7:40 AM she racalled bringing Resident #4 back
to the dementia unit and not being able to find
any staff present. She said she neaded somecne
to toilet the resident because she was unable fo
do that tack. When asked if it's common to go
into that department and find it unattended she
replied that it happens "occasionaliy”.

8. Resident #28's MOS revealed a BIMS of 15,
indlcating no cognitive impairment,

The Care Plan revealed Resident 28 required
assistance of 1 staff for transfers and toileting.

Review of Resident 28's Call Light logs revealed
the following:

On 10/5/19 call fight was on 32 minutes. Call light
was activated at 9:51 a. m. and deactivated at
10:24 am.

On 10/5/19 am call light was on 26 minutes. Call
light was activated at 11:49 and deactivated at
12:16 PM.

On 10/5/19 Call light was on 21 minutes. Call light
was aclivated at 4:49 PM and deactivated 5:11

PM. On 10/5/49 Call light was on 20 minutes, Cali
light was activated at 5:20 PM and deactivated at
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5:49 PM.

On 10/5{18 Call light was on 18 minutes. Call light
was activated at 5:37 PM and deactivated at 5:55
PM.

On 10/6/19 call light was on 37 minutes. Call light
activated at 2:21 PM and deactivated at 2:58.

During Resident Group interview on 10/7/19 at
1:36 PM, Resldent #28 revealed on 10/6/19 they
waited an hour for staff to answer their call light.
Resident #30 further ravealed they could hear
staff laughing in the hall while waiting for staff to
answer their call light

9. Resident #30's MDS revealed a BIMS of 15,
Indicating no cognitive impairment.

The Care Plan revealed Resldent #30 required
assistance of 1 staff for toileting.

Review of Resident 28's Call Light logs revealed
the following:

On 10/5M9 call light was on 16 minutes. Call light
was activated at 7:15 am and deactivated at 7:31
am.

On 10/5/19 call light was on 20 minutes. Call light
was aclivated at 11:52 am and deactivated at
12:13 p.m.

On 10/6/19 call light was on 16 minutes. Call light
was gclivated at 7:18 am and deactivated at 7:35
am.

During Resident Group interview on 10/7/19 at
1:36 PM, Resident #30 revealed on 10/6/1§ they
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waited 35 minutes before staff answered the call
light. The resident further revealed staff came in,
shut off call light and asked what they wanted,
Staff said they would get the nurse. The resident
revealed they walted another 40 minutes before
the nurse came to assist with Resident #30's
colostomy.

10, The MDS revealed Resident #37 with had a
BIMS of 15, indicating no cognitive impairment.

During Resident Group Interview, on 10/7/19 at
1:36 PM, Resident #37 revealed staff deactivated
call lights and told residents they would retumn.
Staff told the resident thay didn't want to gat in
trouble for not answaring the call light timely.

On 10/08/19 at 09:.44 am Staff A, CMA, siated
staff tries to answer call lights within 10 minutes.
Staff A further revealed residents complained call
lights response tock a long time in the moming
when staff gave showers.

On 10/08/19 at 09:50 am Staff B CMA, identified
self as on light duty and not able to push or lift
residents. Staff B further revesled this sometimes
caused call lights to go over 15 minutes because
she needed to call someone from another area to
come take care of resident needs.

On 10/08/19 at 10:38 am the DON revealed staff
should answer call lights within 15 minutes or
less. The DON further reveated if staff could not
maeet the resident's need/request thai staff should
leave the call light on until staff could be meet the
need/request.

11, The MDS dated ©/6/19 for Resident #25,
documented diagnoses that included: heart
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failure, chronic obstructive pulmanary disease
{COPD), and chronic kidney disease. The MDS
identified the BIMS score as 13 out of 15
indicating intact cognition. Resident #25 was
required assist of 1 staff bed mobilily, transfer,
and toilet use. Resident #25 restded on Awing.

On 10/7/2019 at 10:04 AM, Resident #25 stated
he activated his call light on at 9 PM. Resident
stated he felt short of breath and needed a
breathing treatment. He further reported the
nurse did not come until 10:00 PM. He felt this
was unacceptable and said he mentioned the
lack of staff issues ch several different cccasions
but nothing changed. The resident stated ali
shifts are short of staff. He felt it may have
something to do with administration changing 4
times in 2 years. The resident shared the desire
to move to a different place.

The call light report showed Resident #25
activated his call light 4 imes betwaen 5:00 PM
and 10:00 PM. The following are the times the
call light came on and the amount of fime before
the call light was turned off on 10/6/18.

a. 9:14:03 PM 3 minutes and 12 seconds
b. 9:22:38 PM 18 minutes and 19 seconds
¢ 9:42:18 PM 9 minutes and 23 seconds
d. 9:52:37 PM 2 minutes and 22 seconds

On 10/08/10 at 10:54 AM Resident #25 reparted
he had to wait for a breathing treatment again last
night until after 10:00 PM. The resident stated
he found the nurse in G hall. The resident
reported he was short of breath all evening and
he did not see anyone alt evening.

In an interview on 10/8/2019 at 11:12 AM, Staff O,
CNA reported he did not answer resident'’s call
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light after 9:00 PM on the evening of 10/6/2019.
Staff O reported he was on C hall at that time
helping with transfer residents that require a
sacond staff person for thelr transfer.

In & phone interview on 10/8/2019 at 1:35 P,
Staff G, CMA confined she worked the evening
of 10/6/2019. Staff G repcrted answering
Resident #25's call light around 9:30 PM. Staff G
sald the resident raquested a breathing
treatment. Staff G found Staff C, LPN and
relayed resident's request and Staff C, LPN gave
Staff G, CMA the supplies and madication for the
traatment, Staff G stated she then retumned to
tha Resident #25's room and administared the
breathing treatment.

An Interview on 10/08/19 at 4:12 PM, Siaff N,
CMA siated she worked Sunday night 10/6/2018.
Staff N said she did not answer Resident #25's
call fight that evening. Staff N reporied that staff
know what time Resident #26's call light comes
on and that he wants a breathing treatment. Staff
N reported that staff can turn the call fights off at
the computer. Staff N reported that they do not
carry radios, Staff N said if an emergency
happened and she was alone an a hall she would
have to leave the resident, hope somsone comes
to the unit, ask a resident to tum on thelir call light
or try to get to & phone. Staff N shared she fegls
the residents are not getting the care they should,
She added she feels residents have failen
because the facliity is short of staff.

In a phone interview on 10/8/19 at 5:16 PM, Staff
C, LPN stated if she signed she gave Resident
#25 a breathing treatment a little after 7 PM on
Sunday 10/6/18 then she did. Staff C added that
she would not document she administered the
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breathing treatment without giving it first just to be
In compliance. Staff C worked the floor and
administered medications. She said the
breathing treatment for Resident #25 is due at 8
PM. Staff C did not remember answering
resident's light. Staff C was told that Staff G
reported getting the breathing treatment supplies
and medicine from Staff C, then Staff G reported
administering the breathing treatmant around
9:30 PM that evaning. Staff C replied that she
must have thought she was going to administer
the traatment at 7:16 PM but got too busy to give
it. She must have meant to administer it bt
forgot. Staff G added that this was another
example of not having enough help.

In an interview on 10M10/19 at 9:18 AM, the DON
stated it is not acceptable to document a
medication as administered when [t was not.
Furthermore, she said If the staff signed that they
administered it and were unable to administer
the medication, the staff could could go back into
the systern and document they did not administer
it with rationale. :

A Medication Administration Record dated
10/1/2019-10/31/2019 for Resident #25, directed
staff to give Ipratropium-Albutero! Solution 3
milliliters four times a day (breathing traatment).
The times set up for the breathing treatment are 8
AM, 12 PM, 4 PM, and 8 PM.

A Medication Audit Report for Resident #25
reveated that the 8:00 PM dose for the
lpratropium-Albuterol was doctmented as
administered at 7:16 PM by Staff C.

The facility failed to provide sufficient nursing staff
to ensure Residant #25's highest practicable
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physical needs were met.

An interviaw on 10/7/2019 at 12:00 PM, Staff v,
CMA stated at fimes there is 1 CMA and 1 CNA
in each hall. However other times these is only
one staff parson doing both jobs. Furthermore
she stated there are sa many falls and call lights
that go unanswered on times, Staff V stated she
was by herself on Hall A starting arcund 7:30 AM
that morning. She set a resident up for his
moming shower (Resident #25), told him she
would ke right back but was unable to return as
another resident (Resident #34) was walking in
the hallway by herself pushing a wheelchair.
Staff V stated this resident falls a lot. StaffV
stated this resident at times shaould have a 1:1 but
the facllity doesn't have enough staff to provide a
1:1's for the residents. StaffV, saidshewasina
couple’s room on that moming for 45 minutes as
she gave them both showers., Staff V reported
there were no other staff on the unit during that
time. Furthermore, she stated she was charged
with medication administration as well and was
unable to give medications on time. Staft V stated
she recaived help close to 9:00 AM when Staff T
arrived to help. Staff V added that Staff T's job is
a restorative aide but Staff T is unable to perform
her restorative duties as Staff T doesn't have
time, Staff V stated last Monday {8/30/2019) she
was by herself in B hall (CCDI unit), Staff V said
it is very hard to be in that hall afone and watch
avar the residents who yell at each other. Staff V
said there is not enough staff to watch the
residents. Staff V said on Sunday (10/6f2019)
she was late giving her medicaticns.

In an interview on 10/10/19 at 12:18 PM, Staff vV
stated she did ask for help on 10/7/2019 but does
not remember who, Staff V helieves itwas a
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nurse but is not sure which one. Staff V stated
she did not get help when she asked for it.

F 728 | Facillty Hiring and Use of Nurse Aide F 728
88=0 | CFR(s): 483.356(d){1)-(3)

§483.35(d) Requirement for facility hiring and use
of nurse aides-

§483.35(d)(1) General rule.

A facility must not use any Individual working in
the facility as a nurse alde for more than 4
months, on a full-time basis, unless-

(i) That individual is competent to provide nursing
and nursing related services; and

(ily(A) That individuat has completed a training
and competency evaluation program, or a
compatency evaluation pregram approved by the
State as meeting the requirements of §483.151
through §483.154; or

(B) That individual has been deemed or
determined competent as provided in
§483.150(a) and (b).

§483.35(d)(2) Non-permanent employees,

A facility must not use on a temporary, per diem,
leasad, ar any basis other than a permanent
employee any individual who does not meet the
requirements in paragraphs (d)(1)(i} and (li} of
this section,

§483.35(d)(3) Minimum Competency

A facility must not use any individual who has
worked less than 4 months as a nurse aide in that
facility unless the individual-

() Is a full-iime employee in a State-approved
training and competency evaluation pregram;

{i) Has demonstrated competence through
satisfactory participation in a State-approved
nurse alde training and competency evaluation
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program or competency evaluation program; or
(ifi) Has been deemed or determined competent
as provided in §483.150(a) and (b).

This REQUIREMENT is not met as evidenced
by:

Based on employee record review, testing
results, staff interview, and facility record review,
the facility failed to ensure they utilized certified
nurse aides (CNAs) to perform hands on physical
assistance to residents and fafled to ensure they
did not utilize an environmental aide {EA) in a
nursing, supervisoty position, for 2 of 7 employee
files reviewed (Staff K, Staff D}. The facility
reported a census of 41 residents.

Findings include:

1. Review of Staff K, CNA, personne! file
revealed Staff K hired on 4/5/19 as a CNA, The
direct care worker (DCW) check completed after
hire on 4/29/M19 and revealed Staff K ineligible to
work as a CNA,

The Nurse Aide Roster updated by the Director of
Nursing {(DON) on 10/7/19 documented Staff K a
CNA and hired 4/5/19.

The Department of Inspections & Appeals
Cerlification details report dated 10/3/19 revealed
Staff K failed the skills test for certification on
6/8/19, 7M3/19, and 8/8/19.

On 10/7/19 at 11:50 a.m., the DON responded
she only employed 1 EA that she knew of, Staff
D. The DON stated to her knowledge, Staff D
was the only staff working not cerified. The DON
denied having any other CNA's working who did
not passed the cerfification tests within 4 months
of employment, The DON commanted all staff
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ot certified as CNAs transferred to different
deparimants prior to her starting work at the
facility in August 2019.

On 10/7119 at 4:50 p.m., the DON confirmed Staff
K worked as a CNA. When shown the employee
file that identified Staff K as not eligible as a CNA,
tha DON sazid she had no knowledge Staff K did
not have CNA certification. The DON
commented Staff i worked only part-time and
she did not know if Staff K worlked since B/5/19
(the date at which Staff K would have worked 4¢
months). Staff M, Clinical Nurse Consultent,
instructed the DON that Staff K could not work
again until the facility received confirmation of
CNA status. When informed the CNA failed the
skills test 3 times, the DON again responded she
had no knowledge of such.

The Time Sheet Summary for Staff K from 8/5/19
thru 10/7/19 revealed Staff K worked a total of
144 hours.

On 10/8/19 at 1:10 p.m., Staff G, Certified
Medication Aide (CMA), reported she worked with
Staff K and observed Staff K perform hands on
physicat assist with another alde as a 2nd person.

On 10/8/19 at 2:38 p.m., the Human Resources
{HR) Manager, stated she began employment in
March 2019, The HR Manager reported she
gave the previous Administrator a list that showed
Staff K as ineligible to work as a CNA. A previous
office manager hired Siaff K. The HR Manager
identified Staff K as already employed when the
HR manager started working. The HR Manager
said she ran the eligibllity check on 4/28/19, The
HR Manager stated when she did not find Staff K
on the direct care registry, she double checked to

F728
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be sure, but it did not show up. The HR Manager
said she reported on 4/29/19, and monthly, to the
previous Administrator. The HR Manager stated
she last had proof showing Staff K ineligible on
5/3/12 and 5/6H9. Staff M, Clinical Nurse
Consultant, stated she interviewed the previous
Administrator via phone and was told she
instructed Staff K if she retested to notify the
facility and she did not hear back. Staffi,
Director of Operations, stated she also verified
that Staff K worked hands on with residents.

2. Review of Staff D, Environmental Aide (EA),
employee file revealed Staff D hired 5/28/M1% as a
dietary aide. The direct care worker check
completed 5/28/19 revealed Staff D not listed as
a CNA. The file lacked documentation of
dementia training.

On 10/719 at 9:48 a.m., Staff C, Licensed
Practical Nurse (LPN), reported at one time there
were 2 EAs, She observed both EAs provide care
and transfer residents, Staff C stated the aide
sald he just helped to transfer to a resident to the
bed and if he ditn't assist then not when would
they get the residents to bed. Staff C stated she
reported to the DON that Staff D assisted and the
BON just shrugged her shoulders.

On 1077119 at 12:39 p.m., Staff D reported he
started "sitting shifts" in nursing approximately 2
months prior. Staff D stated basically sitting shifis
meant he sat in B wing, the focked dementia unit,
with 1 CNA on night shifls. Staff D clarified the
facllity had someone like activity or dietary
departments sit with the residents in case of
emergency. Staff D stated the CNA handled the
situation while a non-certiflad staff member called
for a nurse to came help. Staff D stated just 2
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pecple on the wing. Staff D said he did sitting
shifts for awhile and still worked in the kitchen. He
then left the dietary department to do sitting shifis
more often as the job of EA. Staff D reported he
was not certified yet as a CNA. He planned to
take the written test 10/8/19 and the skills test
10/49/19. Staff D confirmed he was not enrolled
in a CNA class as he plannad to just challenge
the cerlification test. Staff D reported he did his
own research from family and friends who worked
in heealthcara as well as onfine individual study.
Statf D further clarified the jeb as EA basically
entailed sitting on A, B, or C Halls for the over
night shift or evening shift and he could answer
call fighte. Staff D reported he went{o a
resident's room to see what they needed and he
asked them %o wait if they needed somaething that
he couldn't do, like transfers, {oilet neads or bicod
pressures, scmething he couldn't legally. Staff D
stated he was just thare to answer the light more
quickly so if an emergency, he could run out and
get a CNAto respond quicker. Staff D said his
assignment tasks included: passing ice water;
passing towelsiwashcloths/supplies; cleaning
rooms; making bads; general duties; and his
main job to answer call lights and see what the
residents needed, Staff D commsnted he
couldn't perform transfers or phystcal hands on
assistance. Staff D stated he did not with help
hands on physical assistance as that would risk
his career. Staff D clarified, yes at timas there
was only 1 aide for A and C Halls while he was
the only staff assigned fo B Hall. Staff D
commernted he was lucky though as at 10:00 p.m.
averyone was already In bed asleap and did not
nead to the bathroom. Staff D reported the staff
did rounds at 1:00 a.m. and 4:00 a.m. and he
personally looked in resident reoms every hour to
make sure residents were not on the floor or
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needed the restroom and if they did, he would gst
the aide. Staff D stated if a resident was a fall
risk, he sat in their rooms to try to distract them

{ and if only 1 CNA staffed, that aide would come
back when they could. Staff D commented
usually no one needed transferred and as most
residents on the unit transferred and ambulated
independently. Staff D stated Resident #4
{resident on B hal) couldn't get out of bed at all
on her own. Staff D sald no one needed
transferred, some needed restroom, like Resident
#43 nesded transferred out of the chair to
restroom, hut she could walk on own, if she didn't
stay in the recliner on hight shift then Staff D
could hold the wheelchair and Resident #43
transferred self but he did not touch her, just
pushed the resident around to keep her
distracted. Staff D said if there an emergency
arose then the nurse came immediately. Staff D
reported he had a phone on the unit he could
use. Staff D confirned Resident #4 as a 2
person transfer, Staff D aaid when staff come to
B hall then he leaves and answers call lights on A
and C Halis in their place. Staff D commented
everyone else needed suparvision while on the
tollet but no one in except Resident #4 used a
wheelchair. Only some of the residents were
incontinent. They just needed awoken and
walked to the restroom but most residents took
themselves. Staff I confirmed he never touched
a resident for cares; he supervised the unit, and if
a resident needed a CNA, ha called out of the
unit for help. Staff D reported when Resident #4
made the resident to resident contact on 10/4/19
he was the only staff member on the CCDI unit
when that occurred. Staff D commented he
couldn't leave Resident #4 alone as she
wandered. Staff B commented ha kept the
residents separated the rest of the night. Staff b
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responded he received no professional or
daementia training from the facility; he just asked
the CNA's and nurses and got hands oh
experience. Staff D stated he felt the facllity was
understaffed as they should staff a CNA on B Hall
and he felt it needed 2 CNA's with all tha
residents moving and talking. Staff D recalled
there used to be 2 aides on B Hall but now just
him.

On 10/8/19 at 11:10 a.m., Staff M and Staff L both
sald Staff D provided no hands on cares to any
residents. Staff M identified Staff D as a prier
solution fo comect staffing on the unit. Staff Dwas
a secend persan to provide, not physical. Staff M
stated the DON reported they usad Staff D only
as the 2nd person on the unit and they staffed a
certified hurse aide as well on the dementia unit.
Staff M confirmed the expectation that an
environmental aide (EA) wauld not be the sole
staff member on the CCD! unit and could not
provide supervision.

On 10/8/19 at 11:30 a.m. the DON responded
yes, there were times where Staff D worked as
the only employee on the unit to provide
supsrvision, The DON stated Steff D did not
provide hands on physical assistance, and
expected him to call out of the unit to get help
fromn a cartified staff member who could provide
the assistance. The DON responded yes a
sacond time when clarifying the daily schedules
accurate when Jigted Staff D as the only staff
member on B Hall, dementia unit.

Review of the Daily Nursing Assignment Sheet
schedules from 9/6/18 thru 10/11/19 revealed
Staff D worked on the dementia unit alone on the
following dates: 8/14, 9/26, 9/27, 10/2, 10/3, 10/4,
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F 728 | Nurse Aide Registry Verification, Retraining F729
88=D | CFR(8): 483.35(d)(4)-(6)

§483.35(d){4) Registry varification.

Before allowing an individual to serve as a nurse
alde, a facility must receive registry verification
that the indlvidual has met competency evaluation
requirements unless-

(i) The individual is a full-time employee in a
training and competency evaluation program
approved by the State; or

(iiThe individua! can prove that he or she has
recently successfully completed a training and
competency evaluation program or competency
evaluation program approved by the State and
has not yet besn included in the registry.
Facilittes must follow up to ensure that such an
individual actvally bacomes registered.

§463.35(d)(5) Multi-State registry verification.
Before allowing an individual to serve as a nurse
aide, a facility must seek information from every
State registry established under sections 1819(e)
{2)(A) or 1919(e)(2){A) of the Act that the facility
believes will include information on the individual,

§483.35(d)(6) Required retraining.

if, since an individual's most recent completion of
a training and competency evaluation program,
there has besen a continuous period of 24
consecutive months during none of which the
individual provided nursing or nursing-related
services for monetary compsensation, the
individual must complete a new training and
campetency evaluation program or a new
competancy evaluation pregram,

This REQUIREMENT is not met as evidenced
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by:

Based on personnel file reviews and staff
interview, the facility failed to obtain registry
verification of a certified nurse assistant (CNA)
prior to hire for 1 of 3 currently employed CNA's,
{Staff K) The facility reported a census of 41
residents.

Findings include:

The personnel file for Staff K, CNA, documented
a hire date of 4/5/19. The file contained a direct
care worker {DCW) registry check completed
after hire on 4/29/18 which listed Staff Kas
ineligible and not meeting competency evaluation
requirements.

The Depariment of Inspactions & Appeals
Certification details report dated 10/3/19 revealad
Staff K failed the skills test for certification an
6/8/18, 71319, and 8/8/18. )

On 10/8/19 at 10:45 a.m., Staff M, Clinical Nurse
Manager, and Staff L, Director of Operations,
reported they identified issues with the hiring
process in Jung 2019. They both sald the
management company made the decision to
move the hiring process to the Central Office so
they could ensure the completion of proper
process as the facility did not do it correctly.

On 10/8/19 at 2:39 p.m., the Humah Resources
(HR) Manager, stated she started in March 2019,
The HR Manager reporied she gave the previous
Administrator a list that showed Staff K an
ineligible CNA, A previous HR manager hired
Staff K. The HR Manager sald she ran the
eligibility check on 4/28/19, The HR Manager
stated when she did not find Staff K on the direct

F 729
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care registry, she double checked for accuracy,
but it did not show up. The HR Manager said she
reported on 4/29/19, and monthly, to the previous
Administrator. The HR Manager stated she last
had proof showing Staff K ineligible on 5/3/19 and
5/6/19.
F 730 | Nurse Aide Peform Review-12 hriyr In-Service F 730
Ss=E | CFR(s): 483.35(d)(7)

§483.35(d)(7) Regular In-service education.

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

This REQUIREMENT is not met as evidenced
by:

Based on personne! file review, staff interview,
and facllity record review, the facility falled to
assure all staff working in the CCDI {Chronlc
Confusion and Dementing liiness) received 6
hours of in-service education related to dementia
training for 4 of 4 sampled staff working in the
CCDI in a nursing service capacity or as a CNA
(Certified Nurse Aide). The facility reported a
census of 41 residents.

Findings include:

1. The personnel file for Staff D, Environmental
Aide (EA), documented a hire date of 5/28/19.
The file lacked documentation of any dementia
specific training.

On 10/719 at 9:48 a.m., Staff C, Licensed
Practlical Nurse (LPN), reported Staff D worked at
timeas as the only staff member assigned to the
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dementia unit.

On 1077118 at 12:39 p.m., Staff D reported he
started sitting shifts in nursing approximately 2
months prior. Staff D stated basically sitting shifts
meant he sat in B wing, the locked dementia unit,
with 1 CNAon night shifts, ‘Staff D clarified, yes
at times thare was only 1 aide for A and C Halls
while he was the only 1 assigned to B Hall. Staff
D reported he was the only staff member on the
CCDI unit when Resident #4 made the resident to
resident contact 10/4/19. Staff D commented he
couldn't leave Resident #4 alone &s she
wandered. Staff D commented he kept the
residents separated the rest of the night. Staff D
responded he received no profassional or
dementia training from the facility; he just asked
the CNA’s and nurses and got hands on

-| experience. Staff D recalled there used to be 2

aides on B Hall but now just him,

On 10/8/19 at 11:30 a.m. the Director of Nursing
(DON]) rasponded yes, there were times where
Staff D worked as the only employee on the unit
to provide supervision, did not provide hands on
physical assistance, and expected to call out of
the unit to get help from a certified staff member
who could provide the assistance. The DON.
responded yes a second time when clarifying the
daily schedules accurate when listed Staff D as
the only staff member on B Hall, dementia unit.

Review of the Daily Nursing Assignment Sheet
schedules from 9/6/19 thru 10/11/19 revealed
Staff D worked on the dementia unit alone on the
following dates: 8/14, 9/26, 9/27, 10/2, 10/3, 1044,
10/6, 10/8, 10/11.

F 730
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2. The personne! file for Staff K, CNA,
documented a hire date of 4/5/19. The file lacked
documentation of any dementia specific training.

Review of the daily schedules from 9/6/19 thru
1011119 revealed Staff K worked in the dementia
unit alone on: 9/14, 8/15, and 9/28.

3. The personnel file for Staff E, CNA,
docurnented a hire date of 7/21/19. The file
lacked documentation of any dementia specific
training.

On 10/8M19 at 5:20 p.m. Staff E stated she
recalled working on the overmnight shift 9/26/19
into 9/27/18, Staff E reported she was the only
CNA on that night with an LPN and Staff D who
was assigned to B Hall dementia unit. StaffE
stated Staff D could not do cares and he needad
to call her to come anytime someone needed
something.

4, The personnel file for Staff J, CNA,
dacumanted a hire date of 3/18/19. The file
lacked documentation of any dementia specific
training.

On 10/9/19 at 9:15 a.m., the DON reported the
facility Had no policles or procedures available for
the dementia unit in genarat or for training of staff
to meet the required 6 hours annual training.

5. The Facllity Assessment Tool created 2/15/19
and revised on 8/20/19 and 10/7/19, Included the
following documentation:

Part 3 - Facility Resources Needed to Provide
Competent Support and Care for our Resident
Population Every Day and During Emergencies

F730
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Staff trainingfeducation and competencies - All
staff hired at the facility must complete training in
the following areas upen hire and annuaily:

- included Dementia and related disorders care
F 756 | Drug Regimen Review, Report Iregular, Act On
§5sD | CFR({s): 483.45(c)(1)(2}(4)(5)

§483.45(¢) Drug Regimen Review.
§483.45(c)(1) The drug regimen of each resident
must be reviewed at least once a month by a
licensed pharmacist.

§483.45(c){2) This review must include a review
of the resident's medical chart.

§483.45(c)(4) The pharmacist must report any
frregularities to the attending physician and the
facllity's medical director and director of nursing,
and these reports must ba acted upon,

(i) bregularities include, but are not limited to, any
drug that meets the criteria set forth in paragraph
{d) of this section for an unnecessary drug.

{iiy Any irregutarities noted by the phamacist
during this review must be documentedon a |
separate, wiitten report that is sent to the
attending physician and the facility's medical
director and director of nursing and lists, at a
minimum, the resldent's name, the relevant drug,
.| and the irregularity the pharmacist identified,

(iii) The attending physician must document in the
resident's medical record that the identified
imegularity has been reviewed and what, if any,
action has been taken to address it. if there isto
be no change in the medication, the attending
physician should document his or her rationale in
the resident's medical record.

§483.45(c)(5) The facliity must develop and

F 730
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maintain policies and procedures for the monthly
drug ragimen review that include, but are not
fimited fo, time frames for the different steps in
the process and steps the pharmacist must take
when he or she identifies an iregularity that
requires urgent action to protect the resident.
This REQUIREMENT s not met as evidenced
by:

Based on interview and clinical raview the facllity
failed to provide monthly drug regimen review by
a licensed phammacist for 5 of 7 Residents #18,
#4, #31, #35 and #24. The facility reparis a
census of 41.

Findings include:

1. Review of the clinical files for Resident #18
revealed an admission date of 11/15/18.
Medications for Resident #18 included
Haloperido! (antipsychotic) 0.5 milligrams (mg) in
the evening for anxlety, Tramado) {(narcotic) 50
mg two times a day for pain, Trazodone
{antidepressant} 50 mg at bedtime for depression
and Seroquel (antipsychotic) 256 mg 1.5 tablets
fwo times a day. The care plan directed staff to
monitor for side effects from psychotropic
medications. The chart lacked documentation of
a medication review from admission untif July of
2018,

2, Resident#4 admitted o the facility on 1/1/19,
The chart lacked documentation of a medication
review from January of 2018 through June of
2019. The clinical record identified Resident #4
with medicatior orders that included: Lorazepam
(antianxiety) 0.5 mg in the moming and at night,
Olanzapine 16 mg one tablet at night for anxiety,
and Sertraline 50 mg daily related to depression.
Tha care plan for Resident #4 directed staff to

F 756
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monitor for adverse reaction to antipsychotics,

3. Resldent #31 admitted to the facility on 4/5/18.
The chart lacked documentation of a monthly
medication review fram November of 2018
through June of 2019, Resident #31 had
medication orders for: Lasix 40 mg dafly for
edema, Coumadin 3 mg twice a day for atrial
fibritlation and Citalopram 10 mg daily for anxiety.
The care plan for Resident #31 Instructed staff to
monitor for side effects of antianxiety,
anticoagulanis and diuretic medications.

On 10/8/19 at 2:20 PM, the Diractor of Nursing
(DON) revealad the facllity lacked documentation
of monthly medication reviews for the residents
before July of 2019. The DON indicated that the
pharmacists sent the monthly reviews to the
pravious director of nursing via email and the
current DON did not know how to access them.

4. The MDS dated 8/2/19, identified diagnosis for
Resident #35 included atrial fibriltation,
hyperiipidemia, and chronic obstructive
pulmonary disease (COPD). The MDS revealed
the resident scored a thirteen out of fifteen on the
BIMS Indicating intact cognition, Accarding to the
MDS the resident received an anticoaguiant
medication during the last seven days of the MDS
look back.

“The care plan dated 1/3M19 reveated the rasident
used antidepressant medications related to major
depressive disorder. The care plan also Indicatad
the resident on anticoagutant therapy related to
atrial fibrillation with a date of 7/4/19.

The medication reviow report dated and signed
by the physician 9/24/19 revealed the resident on
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Mirtazapine 15 mg by mouth at bedtime for
depression with a start date of 8/20/19. The
residant on Sertraline 25 mg by mouth dally for
depressive disorder with a start date of 8/14/19.
The resident on Xarelto 15 mg by mouth at
badtime for atrial fibrillation with & start date of
5M6119.

The chart lacked a monthly phammacy reviews
completed by a licensed pharmacist prior to July
2019,

The policy titted Phatrnacy Services dated
November 2016 indicated a licensed pharmacist
will determine that drug records are in order and
that an account of all controlled drugs are
maintained and periodically reconciled through
Drug Regimen Review (DRR). If any imegularity is
noted during the DRR, the pharmacist is required
to notify the attending physician, DON, and
medical director and the DRR will be conducted
monthly. ’

5. The MDS dated 9/6/19 identified diagnosis for
Residant #24 included Alzheimer's Disease,
Deprossion and Chronic Atrial Fibrillation. The
MDS revealad the resident with a BIMS of 5 cut
of 15. According to the MDS dated 9/6/19 the
rasident had an anticoagulant in the MDS 7 day
look back.

The care plan dated 6/26/18 revealed the
resident receives Jantoven (anticoagulant} daily
for a history of pulmonary embolism.

The medication review report dated and signed
9/10/19 revealed the resident is on Exelon Patch
24 hour 4.6 mg/24 hr (Rivastigmine) 1 patch
transdermal in the moming related to unspecified
dementia without behavioral disturbances with a

F 756
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start date of 7/31/18.

date of 9/7/19.

to July 2019,

categorias:

(i) Anti-psychotic;

(i) Anti-depressant,
(iii) Anti-anxiety; and
(iv) Hypnatic

in the clinicat record;

drugs;

F 766 | Continued From page 102

The resident is on Jantoven

tablet 0.5 mg by mouth ona time a day with a start

The chart lacked monthiy pharmacy reviews prior

F 758 | Fres from Unnec Psychotropic Meds/PRN Use
§8=D | CFR(s): 483.45(c){3)(e){1)-(5)

§483.45(e) Psychotropic Drugs.

§483.45(c)(3) A psychotropic drug is any drug that
affects brain activities associated with mental
processes and behavior. These drugs include,
hut are not Emited to, drugs in the following

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

§483.45(e)(1) Residents who have not used
psychotropic drugs are not given these drugs
unless the medication is necessary to treat a
specific condilion as diagnosed and documented

§483.45(e)(2) Residents who use psychotropic
drugs receive gradual dose reductions, and
behavioral intetventions, unless clinfcally
contraindicated, In an effort to discontinue these

§483.45(e)(3) Residents do not receive
psychotropic drugs pursuant to a PRN order
unless that medication is necessary {o treata

F 756
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diagnosed spacific condition that is documented
in the clinica! record; and

§483.45(e)(4) PRN orders for psychotropic drugs
are limited to 14 days. Except as provided in
§483.456(e)(5), if the atlending physician or
prescribing practitioner bslieves that it is
appropriate for the PRN order to be extended
beyond 14 days, he or she should document their
rationale in the resident's medical racord and
indicate the duration for the PRN order.

§483.45(e)(d) PRN orders for anti-psychotic
drugs are limited to 14 days and cannot be
renewed unless the attending physician or
prescribing practitioner evaluates the resident for
the appropriateness of that medication,

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, the facility
failed to keep 1 out of 5 residents (Residents
#34) frae of unnecessary psychotropic PRN (as
needed) medication. The facility reported a
census of 41 residents.

Findings include:

The Minimum Data Set (MDS) dated 10/1/2019,
showed diagnosis for Resident #34 included
cancer, restless leg syndrome, and pain in right
hip. The Brief Interview for Mental Status (BIMS),
documented a score of 8 out of 15 indicating
moderate cognitive impairment. The resident
was dependent on 1 staff for bed mobility and
toilet use. The resident required assistance of 2
for transfers.

A care plan goal dated on 8/16/2019,
documented Resident #34 used anti-anxiety
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madications related to an anxiety disorder. The
care plan directed staff to meniter and report any
adverse reactions of PRN anti-anxiety therapy
including drowsiness, slow reflexes, clumsiness,
and iImpalred thinking.

The Medication Administration Record (MAR)
dated 9/1/2019 to 9/30/2019, identified
Lorazepam (anti-anxiety medication)
administered every 8 hours as needed for
anxiety. The start date for this order was
9/17/2019. The MAR documented this
medication administered 13 times in September.
The MAR showed this medication was given
twice on 10/7/2018.

On 10/9/2019, the Director of Nursing (DON),
stated the PRN lorazepam order did not contain a
stop date, therefore it was not discontinued by the
end of the 14th day per regulation.

The facility failed to ensure Resident #34's PRN
anti-anxiety medication was [imited to 14 days.
F 761 | Label/Store Drugs and Biologicals

§8=D | CFR(s): 483.45(g)(h)(1)(2)

§483,46(g) Labsling of Drugs and Biologicals
Drugs and biologicals used in the facility must be
labeled in accordance with cumently accepted
professional principles, and Include the
appropriate accessory and cautionary
instructions, and the expiration date when
applicable.

§483.45(h) Storage of Drugs and Biologicals

§483.45(h)(1) In accardance with State and
Federal laws, the facility must store all drugs and

F 758
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biologicals in locked compartments under proper
temperature controls, and pemit enly authorized
personnel to have access to the keys,

§483.45(h)(2) The facility must provide separately
locked, permanently affixed compartments for
storage of controlled drugs listed in Schedule 1} of
the Comprehensive Drug Abuse Prevention and
Contro! Act of 1976 and other drugs subject to
abuse, axcept when the facility uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dase can
be readily detected.

This REQUIREMENT is not met as evidenced
by:

Based on observation, record review and staff
interview the facility failed o ensure drugs and
biclogicals used in the facility were Iabeled In
accordance wilth currently accepted professional
standards for 6 of 41 residents. The facllity failed
to properly label medications with the date it was
opened for Resident #27 #25 #11 #18 #7 and
#14. The facility reported a census of 41
residents.

Findings include:

in an observation of two of three medication carts
on 10/8/19 at 7:40 AM identified 10 bottles of
medications opened without documented open
dates,

The medication cart located on wing A contained
5 bottles of medications opened without dating; a
bottie of Lactulose solution 10 g/15 milliliters {mi)
opened with the resident identifler label tomn off.
Ohservation showed the resident's initials written
on the lid. Staff B Certified Med Aide (CMA)
identified the resident that the medication

F 761
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belonged to as no longer at the facility. A botile of
UTI-Stat cranberry prescribed to Resident #27
abserved opened with no documentation of
apened data. Other opened medications without
dating include: carafate 1gram/10 mi for Resident
#25, Milk of Magnesia for Resident #26 and a
hottle of Gaviax for Resident #11.

The medication cart on B hall contained § bottles
of opened medication without an apen date which
included: Docu liquid stoo! softener and Milk of
Magnesia for Resldent #14, liquid stool softener
for Resident #18, and Gavlax stool softener for
Resident #7,

During staff interview on 10/8/18 at 7:05 AM Staff
B, CMA in hall A stated that the expectafion is that
when a bottle of medication is opensd, staff
should date and initial it.

During staff interview an 10/8/18 at 7:20 AM with
Staff Q, CMA in hall B she indicated that the
expectation for documentation is to write the
opanad date on the bottie and initial.

On 10/14/19 at 10:45 AM the Director of Nursing
{DON) revealed her expactation is that
medications to contain a documented date of
aopening. The DON stated that she could not find
any facility policy regarding medication labsling.
F 880 | Infection Frevention & Contral

§8=D | CFR(s): 483.80(a){1)(2)}(4){e)(f)

§483,80 Infection Control

The facility must establish and maintain an
infection prevention and control program
designed to provide a safe, sanitary and
comforishle environmant and to help prevent the

F 761
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development and transmission of communicable
diseases and infactions,

§483.80(a) Infection prevention and control
program. '

The fadility must establish an infection prevention
and control program (IPCP) that must include, at
a minimum, the following elements:

§483.80(a)(1) A system for praventing, identifying,
reporting, investigating, and controlling infections
and communicable diseases for ail 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 pragram, which must include,
but are not limited to:

{i) A system of surveillance designed to identify
possible communicable diseases or

infections before they can spread o other
persons in the facility;

(H) When and to whom possible incidents of
communicable disease or infections should be
reported;

{tii) Standard and transmission-based precautions
to be followed to prevant spread of infections;
{iv)When and how Isolation should be used for a
rasident; including but not limited to:

{A) The type and duration of the isolation,
depending upon the infectious agent or organism
invoived, and

(B) A requirement that the isolation should be the
least restrictive possible for the resident under the
circumstances.
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(v) The circumstances under which the facility
must prohibit emplioyees with a communicable
disease or infectad skin lesions from direct
contact with residents or their food, if direct
contact will transmit the disease; and

(vijThe hand hygiene procedures to be followed
by staff involved in direct resident contact.

§483.80(a){4) A system for recording incidents
identified under the facility's IPCP and the
corrective actions taken by the facility.

§483.80(e) Linens.

Personnel must handle, store, process, and
transport linans so as lo prevent the spread of
infection.

§483,80(f) Annual review.

The faclity will conduct an annual review of its
IPCP and update their program, as necessary.
This REQUIREMENT is not met as evidenced
by:

Based on observation, record review, interview,
and polley, the facility falled to follow infection
control practices in order to prevent and control
the spread of infaction by failing to perform proper
hand hygiene and glove changing while
performing peri-care for 1 of 4 residents
{Resident #3) and failed to ensure the annual
review and revision of policy and procedures. The
facility reported a census of 41 residents.

Findings include:

1. The Minimum Data Set {MDS) dated 9/28/18,
identified diagnoses for Resident #3 included:
Alzheimer's Disease, Diabetes Mellitus, and
peripheral vascular disease (PVD). The resident
had seversly impaired cognitive ability. The MDS

F 880
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revealed the resident totally dependent with two
staff for bed mobility, transfers, toilet use, and
always incontinent of bowels and bladder,

The care plan dated 7/10/19 revealed the
resident as incontinent of both howel and bladdear
and totally dependent on staff for all cares
associated with Incontinence. The care plan
directed staff to check for incontinence every two
hours and provide necessary incontinence cares.

Observation on 10/719 at 12:01 p.m., revealed
Staff P, certified nurses aide (CNA) entered the
roam and washed her hands and donned gloves.
Staff P obtained pants and a brief from the
resident's cabinet. Staff A, certified medical
assistant (CMA) entered room and donned
gloves. Staff P used a wash rag and cleaned the
supra pubic area and around the penis using the
same surface of the wash rag. With the same
gloved hands she placed barrier cream on her
gloves and smeared it into the residents groin
areas. The resident was then roled to his side
and briefs removed. A bowel movement was
noted and Staff P used a wash rag fo clean up
the bowel movement. With the same gloved
hands Staff P placed a clean brief under the
resident. There was noted moisture assoclated
dermitis to coceyx. With the same gloved hands
Staff P placed Calmoseptine cream (moisture
barrier) on to her glove and smeared it onto the
coccyx. Staff P removed her gloves and
continued to secure the brief, put on the
resident's panis and placed the hoyer sling undar
the resident. Staff failed to wash her hands.

A policy titled Perineal Care with a revision date of
311114 directed staff to remove fecal material with
{ollet fissue and discard it in toilet or soiled tissue
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disposal bag, cleanse area from the rectal area
over the buttock using warm soap and water
always washing front to back. Wash and rinse
area if soap and waler was used, then remove
gloves, wash hands, reapply clean gloves and
apply barrier cream toarea, if indicated.

On 10/10/19 at 11:54 a.m., the Direcior of
Nursing {DON} stated she expected staff to wash
hands after removing gloves and to change
gloves whean going to clean to ditty and applying
treatment.

2. Review of the [nfection Prevention and Contral
Policy revealed a date of 10/20/16 and a
reviewed and revised date of 3/11/17.

In an interview on 10/14/19 at 10:54 a.m., the
Diractor of Nursing (DON) verified the infection
prevention and control policy has not been
reviewad and revised annually.
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58.12(1 )} Admission, transfer, and discharge
58.12(135C) Admission, transfer, and discharge.
58.12(1) General admission policies.

1. For all residents residing in a health care facility
recsiving reimbursement through the medical
assistance program under iowa Code chapter
249A on July 1, 2003, and all others subseguently
admitted, the facility shall collect and report
information regarding the resident's eligibility or
patential eligibility for benefits through the Federal
Depariment of Veterans Affairs as requested by
the fowa commission on Veterans Affairs. The
facllity shall collect and report the information on
forms and by the procedures prescribed by the
lowa commissions on veterans affairs. Where
appropriate, the facility may also report such
information to the lowa department of humen
services. In the event that a resident is unable to
assist the facility in obtaining the information, the
facllity shall seek the requested information from
the resident's family members or responsible
party.

For all new admissions, the facllity shall
colfect and report the required information
regarding the resident's efligibility or potential
eligibility to the lowa commission on veterans
affairs within 30 days of the resident's admission.
Far residents reslding in the facility as of Jujy 1,
2003, and prior to May 5, 2004, the facility shall
coflect and report the required information
regarding the resident' s eligibility or potential
efigibility to the lowa commission on veterans
affairs within 90 days after May 5, 2004.

If a resident is eligible for benafits through the
federal Depariment of Affairs or other third-party
payor, the facility shall seek reimbursement from
such benefits to the maximum extent available
before seeking reimbursement from the medical
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assistance program established under lowa Code
chapter 248A.

The provisions of this paragraph shall not
apply to the admission of an Individual as a
resident to a state mental health institute for
acute psychiatric care or to the admission of an
individual to the lowa Veterans Home. (II,III)

This Statute -is not met as evidenced by.

Within 30 days of a resident's admission to &
health care facillty receiving reimbursement
through the medical assistance program under
lowa Code chapter 249 A, the facllity shall ask the
resident or the resident's personal representative
whether the resident is a veteran and shall
document the response. {f the facility determines
that the resident Is a veteran, the facility shall
report the resident’s name along with the names
of tha resident's spouse and any dependent
children, as well as the name of the contact
person for this information, to the fowa
department of veteran’s affairs. Where
appropriate, the facility first shall seek
reimbursement from the identified payar source
before seeking reimbursement from the medical
assistance program established under lowa Code
chapter 249A,

Based on record review and interview, the facility
failad to submit 3 of 5 resident admissions
reviewed to the lowa Department of Veteran
Affairs (Resident #1, #30, #35). The facllity
reported a census of 41 residents.

Review of The lowa Depariment of Vieterans
Affairs Resident Eligibility form revealed Rasident
#30 was admitted on 3/27/19 and received
information on 10/9/18.
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Review of The Veterans Affairs dated 12/2018
revealed Resident #35 was a Veteran's Spouse,
Review of The lowa Department of Veterans
Affairs Resident Eligibility form lacked resident
#35 was submitted Into the database.

Review of the Veterans Affairs dated 1/4119
reveaied Resident #1 was a veteran. Review of
the lowa Department of Veterans Affair Resident
Efigibility form facked Resident #1 was submitted
into the database.

In an interview on 10/9/19 at 4:09 p.m., the
Administrator verified resident # 30 #35, and #1
were not submitted into the VA website. He stated
he went through the entire facility and submitted
mudtiple resident's who were eligible. He stated
the facility hasn't been submitting resident's into
the lowa Depariment of Veterans Affairs website
since 2017,
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£0.7(1) Additionat notification

481-60.7(10A,135C) Additional notification. The
director or the director's designee shall be notified
within 24 hours, or the next business day, by the
most expeditious means available:

50.7(1) Of any accident causing major injury.

This REQUIREMENT is not met as evidenced
by:

Based on record raview and staff interviews, the
facility falled o report incidents involving major
injury to the State Agency for 2 of 2 residents
reviewed. (Resident #35 and Resident #34)
Facility census was forty-one (41) residents,

Findings include:

1. AMDS dated 8/2/19, identified diaghosis for
Resident #35 included atrial fibrillation,
hyperlipidemia and chronic obstructive pulmonary
disease (COPD). According to the MDS the
resident scored a thirteen out of fifteen on the
Brief Interview for Mental Status (BIMS) indicating
intact cognition. The MDS indicated the resident
required extensive assistance of two staff for bed
mobility, transfers, and toilet use.

The care plan dated 7/20/19 revealed the
resldent sustained an actual fall with left hip
fracture and a second fall with revision on
8/31/19. An intervention created on 2/5/19
revealed the resident independent in room and
facility without devices and cancelled 8/16/19. A
print out of changes pricr to completion of last
review indicated on 8/16/10 that the resident
required extensive assist of 1-2 staff members to

C 136
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be able to transfer.

Review of the fall risk dated 8/17/19 revealed the
resident high risk for falling.

A progress note dated 8/26/19 at 9:33 p.m.,
revealed the resident experienced anxiety after
supper with her hands shaking, The rasident had
muitiple minor requests. The CNA (certified nurse
alde) reported the resident attempted to transfer
herself to the bathroom.

A progress note dated 8/25/19 at 10:26 p.m.
revealed an alde heard a noise coming from the
resident's badroom and observed the resident on
the floor on her right side in front of the recliner
with her left leg extended and externally rotated
with the kneeffoat pointing up. Staff immediately
cailed 911 and propped the resident with pillows
1o stabllize her. The resident stated she planned
to go to the bathroom and after she stood up she

just went right aver.

A progress note dated 8/29/19 at 3:32 p.m.
revealed the resident re-admitted status post left

hip surgery that day at 11:55 a.m. .

The chart lacked a major injury determination
form for the fall on 8/25/19,

The on line self-report from the facllity lacked a
self-reported incident for the resident's fall with
fracture on 8/25/19.

On 10/9/19 at 12:34 p.m., the Director of Nursing
verifled there was not a major injury
determination form completed and the facility did
not report the fail with fracture to the Department
of inspection and Appeals.
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2. An admission Minimum Data Set (MDS) dated
8/20/2018, showed diagnosis for Resident #34
included cancer, Chronic Pulmonary Obstructive
Disorder (COPD), and pain in the right hip. The
Brief Interview for Mental Status (BEVS),
documented a 13 out of 15 indicating intact
cognition. The resident was dependent on 2 staff
for bad mobility, transfers, and toilet use. The
MDS indicated resident had 2 falls with injury
prior to adrnission.

A Fall Risk Assessment dated 9/13/2019
indicated resident was at high risk for falling.

A Baseline Care Plan dated 9/13/2018, revealed
Resident #34 required 1 parsan physical assist
for bed mobility, transfer, toilet use and
ambulation in room and corridor. Mobility devices
were listed as a wheel chair and walker. The
baseline care plan contained the question asking
if the resident had a history of falls. Staff checked
“no". The baseline care plan failed to identify the
resident at high risk for falls.

An incident report {IR) dated 9/20/19 at 7:33 a.m.
revealed an unwitnessed fall in the resident room.
A CMA (certified medication aide) found the
resident on the floor at the foot of her bed at 6:35
a.m.. Staff noted a skin tear to the left elbow (no
size listed). The report documented staff
observed no injuries post incident. The IR
identified the following predisposing fall factars:
confusion, recent change in cognition, impaired
memory and recent medication changes and
“other". in tha “other Info” area staff documented
the resident was a new admission (9/13/19) and
restiess with increased complaints of pain. the
incident.

A Progress Note dated 9/20/2018 at 7:33 AM,
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dacumented staff observed the resident on the i
floor. The resident denied pain but yelled out.
The resident transported to the hospital
emergency room (ER) for examination.
A Progress Note dated 8/20/2019 at 9:55 AM,
revealed the resident returned to the facility with a
diagnosis of non-displaced vertical fracture of the
teft iliac wing with no new orders. The resident
received Fentanyl (narcotlc) in the ER.
The chart lacked a major injury determination
form for the fall on $/20/19,
The on line seli-report from the facility lacked a
self-reported incldent for the resident's fall with
fracture on 9/20/18.
i
[
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Rowley Memorial Masonic Home
3000 East Willis Avenue
Perry 1A. 50220

Disclaimer:

Submission of this response and plan of correction is not a legal admission that a
deficiency exists or that this statement of deficiency was correctly cited, and is also not
to be construed as admission against the interest of the facility, the administrator, or any
employees, agents or other individuals who draft or may be discussed in this response
and Plan of Correction. In addition, preparation and submission of the Plan of Correction
does not constitute an admission or agreement of any kind by the center of the truth of
any facts alleged or the correctness of any conclusion set forth in this allegation by the
survey agency. Accordingly, the center has prepared and submitted the Plan of
Correction prior to the resolution of this matter at this time solely because of the
requirements under state and federal law that mandate submission of a Plan of
Correction within 10 days of the survey as a condition to participate in the Title 18 and
Title 19 programs. The submission of the Plan of Correction within this time frame
should no way be considered as an agreement with the allegations of non-compliance or
admission by the center. Despite the facility objection to the alleged violation, the
following is the proposed as a Plan of Correction in accordance with state and federal
regulations. The center has alleged that it will be in substantial compliance with all
conditions of participation on

Date of Compliance for taqs F606, F689, F692 and C136 is 10/24/19

Date of Compliance for remaining_tags in this POC is 11/13/119

F606 Immediate Action:
Human Resources sent SING, Criminal Record and Authorization to run background
check to lowa Department of Human Services for may work approval for Staff E
immediately upon notification. Staff C is no longer employed by the facility. Staff J has
not completed the Record Check Evaluation form and was removed from the schedule.

Other Residents with the Potential to be Affected:

Human Resources completed an audit on all current employee files to determine need
to send SING, Criminal Record and Authorization to run background check to lowa
Department of Human Services for a may work approval. Any records needing 2 step
completed were sent to obtain may work approval

Systemic Changes to Ensure Compliance:

Human Resources was re-educated to the State requirement on 10/14/2019.
Interdisciplinary Team was re-educated to the State requirement on 10/22/2019.
NHA/designee will complete an audit of all new hires weekly times 1 month, then
monthly times 2 months.

System Maintenance:




F609

F623

Audits will be presented to the facility’s Quality Assurance Performance improvement
Committee to identify any patterns or trends and to determine need for further
education, audits and/or action plans.

Immediate Action: . e L
Incidents reviewed and reported according to the reporting requirements.

Other Residents with the Potential to be Affected:

All residents have the potential to be affected. Re-education provided to the IDT Team
to the 609 regulation, including reporting time frames and resident to resident
altercation policy and procedure.

Systemic Changes to Ensure Compliance:

All allegations of resident-to-resident abuse, resident abuse, neglect, exploitation,
mistreatment, injuries of unknown origin and misappropriation will be reported to the
Director of Operations/designee. Director of Operations/designee will initiate a “Rapid
Response” call with facility management and Clinical Director to assist in determining
next steps in reporting and documentation in resident clinical records.

System Maintenance:
Allegations of resident-to-resident abuse, resident abuse, neglect, exploitation,

mistreatment, injuries of unknown origin and misappropriation will be presented to the
facility’s Quality Assurance Performance Improvement Committee to identify any
patterns or trends and to determine need for further education, audits and/or action

plans.

Immediate Action:
The SW notified the ombudsman of Residents #35 and #37 transfers to the hospital.

Other Residents with the Potential to be Affected:

All residents have the potential to be affected. The Executive Director, Director of
Nursing and Social Service Director were educated to the regulation and the need to
notify the ombudsman when residents transfer to the hospital as well as of discharges.

Systemic Changes to Ensure Compliance:
Executive Director/designee will review Social Worker log monthly, prior to SW sending
to the ombudsman, to ensure transfers are included in the notification.

System Maintenance:
Reviews will be presented to the facility’s Quality Assurance Performance Improvement

Committee to identify any patterns or trends and to determine need for further

education, audits and/or action plans.



F625

F644

Immediate Action:
Social Worker and Director of Nursing educated on the Bed Hold policy and the

regulation.

Other Residents with the Potential to be Affected:

Executive Director, Director of Nursing, and Professional nurses were educated
to the palicy and regulation regards to providing a written bedhold notice to
residents and the resident representative upon transfer to a hospital or
therapeutic leave, Written notice must be returned in 48 hours of transfer.

Systemic Changes to Ensure Compliance:

Social Worker will complete a “Notification of Bedhold” audit. Executive Director
will review weekly times 1 month to ensure resident and family representative
received and returned notification.

System Maintenance:
Reviews will be presented to the facility’s Quality Assurance Performance

Improvement Committee to identify any patterns or trends and to determine
need for further education, audits and/or action plans.

Immediate Action:
A PASRR level | was completed on Resident #27 due to diagnosis of a major
mental illness that was added on 11/16/2017. PASRR Level | returned with no

changes needed,

Other Residents with the Potential to be Affected:

All resident records were reviewed to ensure a PASRR level | was completed for a
new diagnosis of major mental iliness. A new PASRR Level | was sent for any new
major mental illness. Executive Director, Director of Nursing, Social Worker and
Professional Nurses were re-educated on the requirement.

Systemic Changes to Ensure Compliance:
Social Worker will complete an audit monthly times 2 months to ensure

compliance.

System Maintenance:




F656

F657

Audits will be presented to the facility’s Quality Assurance Performance
Improvement Committee to identify any patterns or trends and to determine
need for further education, audits and/or action plans.

Immediate Action:
Resident #20's care plan and Kardex was revised to reflect current needs.
Resident #34 no longer resides at the facility.

Other Residents with the Potential to be Affected:

Care Plans for current residents were reviewed and revised to reflect current
needs and correlated care plan to Kardex. All nursing staff were re-educated on
10/29 and 10/30 related to following care plans and Kardex and to report
changes to professional nurse when needed.

Systemic Changes to Ensure Compliance:

MDS Nurse/designee will review and revise care plans and Kardex with each
MDS assessment and as changes in resident status requires. DON/designee will
complete 6 audits weekly times 2 weeks then monthly times 2 months to ensure
care plan is followed. Any deficient practice will be addressed at time of
discovery.,

System Maintenance:
Audits will be presented to the facility’s Quality Assurance Performance

Improvement Committee to identify any patterns or trends and to determine
need for further education, audits and/or action plans.

Immediate Action:
Resident #20’s care plan and Kardex was revised to reflect current needs.

Other Residents with the Potential to be Affected:

Care Plans for current residents were reviewed and revised to reflect current
needs and correlated care plan to Kardex. All nursing staff were re-educated on
10/29 and 10/30 related to revising care plans and Kardex and to report changes
to professional nurse when needed.

Systemic Changes to Ensure Compliance:

MDS Nurse/designee will review and revise care plans and Kardex with each
MDS assessment and as changes in resident status requires. DON/desighee will
complete 6 audits weekly times 2 weeks then monthly times 2 months to ensure
care plan reflects current status




F658

F661

System Maintenance:
Audits will be presented to the facility’s Quality Assurance Performance

Improvement Committee to identify any patterns or trends and to determine
need for further education, audits and/or action plans.

Immediate Action: Resident #25 did not sustain any negative affects from this
violation. Resident #34 no longer resides in the facility.

Other Residents with the Potential to be Affected: Any resident receiving
medications in the facility could be affected by this violation. Education was
provided to the nurses and the medication aides regarding the 6 rights to med
pass including documentation.

Systemic Changes to Ensure Compliance: Point Click Care dashboard will be
reviewed for med pass status by DON/Designee 5x/week every week.

System Maintenance:
Audits will be presented to the facility’s Quality Assurance Performance

Improvement Committee to identify any patterns or trends and to determine

need for further education, audits and/or action plans.

Immediate Action:
Resident #39 no longer resides in the facility.

Other Residents with the Potential to be Affected:

Current residents care plans were reviewed for discharge planning and updates
as needed. Staff were re-educated on 10/29/19 and 10/30/19 related to
documentation of discharge summary, disposition of medications and

completing a recapitulation of stay upon discharge.,

Systemic Changes to Ensure Compliance:

DON/designee will monitor compliance through the discharge audit with each
new admission and discharge times 2 months. Any employee deficient practice
will be addressed at the time of discovery.

System Maintenance:
Audits will be presented to the facility’s Quality Assurance Performance

Improvement Committee to identify any patterns or trends and to determine
need for further education, audits and/or action plans.




F689

F692

Immediate Action: Education was provided to center leadership regarding
reporting an accident causing major injury. Resident #34 no longer resides at the
facility. Resident #35 did not sustain any negative affects due to the failure of

reporting.

Other Residents with the Potential to be Affected: Any residents sustaining a
major injury could be affected by this violation.

Systemic Changes to Ensure Compliance: Education provided to professional
nursing staff regarding reporting requirements of any accident causing major
injury. Director of Operations/designee will initiate a “Rapid Response” call with
facility management and Clinical Director to assist in determining next steps in
reporting and documentation in resident clinical records. DON or designee will
be conduct audits of Point Click Care 5 days per week for one month.

System Maintenance: Audits will be presented to the facility’s Quality
Assurance Performance Improvement Committee to identify any patterns or
trends and to determine need for further education, audits and/or action plans.

Immediate Action:
Registered Dietician reviewed and updated resident plan of care and provided
recommendations on 10/8/2019. Will continue to follow.

Other Residents with the Potential to be Affected:

All residents will be reviewed quarterly and/or as necessary by a Registered
Dietician. New admissions will be reviewed within 14 days of admission for
nutritional needs. Upgrading of mechanical altered diets will be referred to
speech therapy for evaluation and recommendations. Staff education was
provided to all nursing staff related to nutrition, hydration and documentation of
food and fluid intake.

Systemic Changes to Ensure Compliance:

Professional nurses will monitor meal and fluid intake documentation.
DON/designee will review meal intake on 4 randomly selected residents weekly
times 1 month then monthly times 2 months. Any employee deficient practice
will be addressed at time of discovery.

System Maintenance:
Audits will be presented to the facility’s Quality Assurance Performance

Improvement Committee to identify any patterns or trends and to determine
need for further education, audits and/or action plans.
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F700

F725

Immediate Action: Resident #44 no longer resides in the facility.
Education was provided to staff. Crash cart has been re established with
appropriate supplies.

Other Residents with the Potential to be Affected: Any resident residing in the
facility could be affected by this violation.

Systemic Changes to Ensure Compliance:
List was developed of what a crash cart should contain. List is posted for staff
review. Daily audits will be conducted of the crash cart contents.

System Maintenance:
Audits will be presented to the facility’s Quality Assurance Performance

Improvement Committee to identify any patterns or trends and to determine
need for further education, audits and/or action plans.

Immediate Action:
A bedrail assessment was completed on Resident #20. Bedrails removed.

Other Residents with the Potential to be Affected:

All current residents will have a bedrail assessment completed to determine
need. Bedrails will be removed on residents that are unnecessary. Residents
determined to need a bedrail will have a signed consent and care plan
developed. Unoccupied beds will have bedrails removed. All nursing staff were
educated on the use of bedrails on 10/29 and 10/30.

Systemic Changes to Ensure Compliance:

DON/designee will complete ah audit on 6 residents weekly times 2 weeks then
monthly times 2 months. Any employee deficient practice will be addressed at
time of discovery.

System Maintenance:
Audits will be presented to the facility’s Quality Assurance Performance

Improvement Committee to identify any patterns or trends and to determine
need for further education, audits and/or action plans.

On 10/10/2019, facility updated the web-based employment ads for nursing
department staff, including “sponsoring” the ads so they appear toward the top
of the list when candidates conduct web-hased job searches.




F728

Facility has placed “Now Hiring” flags on property, close to Willis Road, the main
road that passes facility grounds.

Facility is placing employment ads for nursing staff in several area news and
community publications.

Facility staff were re-educated on 10/29/19 and 10/30/19 with respect to
answering call signals timely and the regulatory requirement that resident call
signals are answered within no more than 15 minutes.

The Executive Director/designee will audit call reports periodically throughout
the week to determine whether they are being answered within 15 minutes, Any
concerns will be addressed with the Charge Nurse and floor staff responsible for
the resident(s} and time(s} involved. Call signal >15 minutes will be addressed
with resident.

Executive Director/DON/designee will analyze resident call signal reports to
identify any discernible patterns in call sighal volume and will make efforts to
adjust staffing to address “hotspots”.

The above plan of correction will be included in the facility’s QAPI program for 3
months to ensure resident call signals are answered timely and in accordance

with applicable regulations.

Immediate Action:
Staff K was immediately removed from schedule. Staff D was immediately
removed from environmental aide duties.

Other Residents with the Potential to be Affected:
Human Resources completed an audit to ensure there were not any other
employees working without certification or license.

Systemic Changes to Ensure Compliance:

Human Resources was re-educated to the requirement on 10/14/2019.
NHA/designee will complete an audit of all new hires weekly times 1 month,
then monthly times 2 months.

System Maintenance:
Audits will be presented to the facility’s Quality Assurance Performance

Improvement Committee to identify any patterns or trends and to determine
need for further education, audits and/or action plans.
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F730

F756

Immediate Action:
Staff K was immediately removed from schedule

Other Residents with the Potential to be Affected: Human Resources
completed an audit to ensure there were not any other employees working
without certification or license.

Systemic Changes to Ensure Compliance: Human Resources was re-educated to
the requirement on 10/14/2019, NHA/designee will complete an audit of all
new hires weekly times 1 month, then monthly times 2 months.

System Maintenance:
Audits will be presented to the facility’s Quality Assurance Performance

Improvement Committee to identify any patterns or trends and to determine
need for further education, audits and/or action pians.

Immediate Action: Staff D has been removed from schedule. Staff C no longer
is employed at the facility.

Other Residents with the Potential to be Affected: No residents were named as
concerned to this violation. Any residents with a diagnosis of dementia could be
affected.

Systemic Changes to Ensure Compliance;

Current employees are scheduled for six hours of Dementia care training. Any
new employees will be scheduled for the required six hours of Dementia care
training. HR audits will be conducted monthly times 2 months.

System Maintenance:
Audits will be presented to the facility’s Quality Assurance Performance

Improvement Committee to identify any patterns or trends and to determine
need for further education, audits and/or action plans.

Immediate Action: Education was provided to NHA, DON, and Social Service.
Access and understanding to pharmacy on line was established.

Other Residents with the Potential to be Affected: Any resident residing in the
facility could be affected by this violation.

Systemic Changes to Ensure Compliance:




F758

F761

Pharmacy recommendations will be printed and reviewed monthly by
DON/designee.

System Maintenance:
Pharmacy recommendations will be presented to the facility’s Quality Assurance

Performance Improvement Committee to identify any patterns or trends and to
determine need for further education, audits and/or action plans.

Immediate Action: Resident #34 no longer resides in the facility. Education was
provided to DON and Social Service.

Other Residents with the Potential to be Affected: Any resident receiving PRN

psychotropic medications could be affected by this deficient practice.

Systemic Changes to Ensure Compliance:

Medication orders will be reviewed 5 times per week to ensure 14 day
requirement of PRN psychotropic medications is being met.

Audit will be conducted weekly for 4 weeks, then bi weekly for an additional 4
weeks,

System Maintenance:
Audits will be presented to the facility’s Quality Assurance Performance

Improvement Committee to identify any patterns or trends and to determine
need for further education, audits and/or action plans.

Immediate Action: Medications without appropriate labels were destroyed.
Medications left behind by discharged residents were destroyed.

Other Residents with the Potential to be Affected: Resident #27, #25, #11,
#18, #7, and #14 did not exhibit any adverse affects related to this violation.

Systemic Changes to Ensure Compliance:
Nurses and CMA’s were educated regarding medication storage and labeling.

DON/Designee will audit med carts and storage to ensure proper labeling 2 times
weekly for 4 weeks, then 1 time weekly for 1 month.

System Maintenance:
Audits will be presented to the facility’s Quality Assurance Performance

Improvement Committee to identify any patterns or trends and to determine
need for further education, audits and/or action plans.
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Immediate Action:

Staff A and staff P were re-educated on proper perineal cares regarding changing
of gloves, washing hands and infection control.

Other Residents with the Potential to be Affected:

All staff were re-educated on 10/29/19 and 10/30/19 on proper gloving
technique, hand washing and infection control. Education has been provided to
NHA and DON regarding this component of the regulation requiring the Infection
Control Policy to be reviewed and potentially revised annually. Policy reviewed.
Policy of Infection Control has been reviewed and signed with the Medical
Director for 2015.

Systemic Changes to Ensure Compliance:

DON/designee will complete audits on direct care staff on proper gloving
technique, handwashing and perineal cares until proficiency is observed. Any
employee deficient practice will be addressed at time of discovery.

System Maintenance:

Audits will be presented to the facility’s Quality Assurance Performance
Improvement Committee to identify any patterns or trends and to determine
need for further education, audits and/or action plans.

immediate Action: Facility Administrator entered all facility current residents
with applicable veteran status (who had not been entered) into the IDVA Resident
Eligibility Application during DIA Surveyors’ on-site visit and provided copy of website
entries to the Surveyors.

Other residents with Potential to be Affected: During the Admission process for
new residents, Admissions Coordinator or designee will ensure that Veterans
status questionnaire will be completed by resident or Responsible Party. When
the resident indicates they are eligible for Veteran or Veteran spouse
designation, Admissions Coordinator or Designee will notified Business Office
Manager or Desighee, who will enter the resident’s information into the IDVA
Resident Eligibility Application. BOM or designee will print of the completed
IDVA website entry with the new resident’s name displayed and place in the
resident admission record.

Systemic Changed to Ensure Compliance: Once all initial Admission paperwork
is completed, facility Administrator or designee will review resident file to ensure
completeness, including completion of Veteran Status Questionnaire and that a
print off of the IDVA entry showing the resident has been entered is present.
System Maintenance:
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Administrator or desighee will provide summary of his admission record review
and verify completion of all IDVA Application entries to QAPI Committee each
month for 3 months.

Immediate Action: Education was provided to center leadership regarding
reporting an accident causing major injury. Resident #34 no longer resides at the
facility. Resident #35 did not sustain any negative affects due to the failure of

reporting.

Other Residents with the Potential to be Affected: Any residents sustaining a
major injury could be affected by this violation.

Systemic Changes to Ensure Compliance: Education provided to professional

nursing staff regarding reporting requirements of any accident causing major
injury. Director of Operations/designee will initiate a “Rapid Response” call with
facility management and Clinical Director to assist in determining next steps in
reporting and documentation in resident clinical records. Audits will be
conducted of Point Click Care 5 days per week for one month.

System Maintenance: Audits will be presented to the facility’s Quality
Assurance Performance Improvement Committee to identify any patterns or
trends and to determine need for further education, audits and/or action plans










