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§483.10{g){17) The facility must-

(i} inform each Medicaid-sligible resident, in
writing, at the lime of admission to the nursing
facility and when the resident becomas eligible for
Medicaid of-

(A} The items and services {hat are included In
nursing facllity services under the State plan and
far which the resident may not be charged;

{B) Those other items and services that the
facility offers and for which the resident may be
charged, and the amount of charges for those
services; and

(i1} Inform each Medicaid-eligible resident when
changes are made to the items and services
specified in §483.10(g)(17)(i)(A) and (B} of this
section.

§483.10(g)(18) The facility must inform each
resident before, or at the time of admission, and
poriodically during the resident's stay, of services
avallable in the facility and of charges for those
servicas, including any charges for services not
covered under Medicare/ Medicaid or by the
facility's per diem rate.

(i) Where changes In coveraga are made to items
and sarvices covered by Medicare andfor by the
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F 000 INITIAL COMMENTS F oco
Carraction date Ia - \4... ‘q
The foliowing deficiencias relate ta the facility's
annual health survey and invastigation of
compiaint #86627-C completed 11/12/18 to
11114119, Compaint #86527-C was subsiantiated.
(See Code of Federal Regulations (42 CFR) Part
483, Subpart B-C )
F 582 MedicaldiMedicare Coverage/Liability Notice F 582

F582 Medicaid/Medicare Coverage/Liability
Notice
CFR{s): 483.10{gH17}{18)(i} v}

Rasident HO is not identified In the resident,
identifier.

On 12/6/15 the Administrator notified the;
responsible party for Residents #12 of missing”
the notification letters when discharged from
skitled care. These forms were provided to
Resldent #12 by the Social Service Director on or

Lefore 12/6/18.

On 12/6/13, the Administrator completed an
audit to Jdentify other residents who recalved
skilled care in past 3 months and verified that
the requirements for a notice of Medicare non
coverage letter prior to the discontinuation of
Medicare part A services was mat, Concerns
identified will be addressed at the time of
identification.

A
| ABAARIRY DERECTOR'SGR{P OVIRERSUPPUER REPRESENTAFIVEES SIGNATURE

(X&) DATE

Any deficiency statsjrent ending with an asterisk {*) denofes a deficiency which the institution may be excused from correcting providing L is detarmined thal

alher aa!eguard'?‘ufavida sufficlant protection lo the patients (See instrucliona ) Except for nursing homes, the findings stated above are dlaclosable 80 days
following the date of survey whelher or not a plan of coreslion is provided  For nursing homes, the above findings and plans of coreclion are disclesable 14

days foliowing the date these documants are made available to the fecility I deficlencles are cited, an approvad pian of comection la requisita to continued

program participation
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Medicait State plan, the facility must provide
notice to residents of the change as scon as is
reascnably possible

{ily Where changes are made lo charges for other
itemns and services that the facility offers, the
faclllty must inform the resident in writing at least
60 days prior to implementation of the change.
(il If a resident dies or is hospitalized or is
transferred and does nat return to the facility, the
tacility must refund to the resident, resident
representative, or estate, as applicable, any
depasit or charges already paid, less the facility's
per diem rate, for the days the resident actually
resided or resarved or retained a bed in the
facility, regardless of any minimum stay or
discharge nofice requiremants.

(iv) The facility must refund to the resident or
resident representative any and all refunds due
tha resident within 30 days from the resident's
date of discharge from the facility.

{v} The terms of an admission contract by or en
behalf of an individual seeking admission 1o the
facility must not conflict with the requirements of
these regulations

This REQUIREMENT iz not met as evidenced
by:

Based on record review and siaff interview, the
facility failed to provide the required forms for
Medicare Lisbility Nolices and Beneficiary
Appeals when skilled services had besn
exhausted or services no longer coverad for 2 of
3 residents (#0 and #12}. The facilily reported a
census of 35.

Findings Inciude:
1. Record review for Residant #0 indicated sha

had received skilled services from 7/12/19 to
8/18/19. The facility failed to complete and

On 11/26/2019 the Administrator provided
Inservice training to the management team,
including, Director of Nursing, Social Services,
Dietary Manager, Business Office Manager, and
Medical Records related to the requirements for
a notice of Medicare non coverage letter prior
to the discontinuation of Medicare part A
services,

The Administrator will add to the morning team
meeting, 5 days weekly, discusslon of any
resident who will be discontinued from the
Medicare part A services and verify that the
notice of Medicare non coverage has been
provided to the resident within regular required
time frame, This will continue on an ongoing
basis to ensure that #12 along with other like
residents of the facility receive the required
notification of Medicare non-coverage when
being discontinued from Medicare Part A
services, The Administrator and/or designee wil}
repart findings of the above monitoring system
monthly times three months to the QAP
committee for further review and/for resolution.
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provide the resident with the Notice of Medicare
Provider Non Coverage, CMS form #10123 or
Skilled Nussing Facility Advanced Beneficiary
Notice of Non Coverage (SNFABN}, CMS ferm
#100585,

2. Record review for Resident #12 indicated she
had received shilled services from 3/26/19 to
5/10M9. The facility failed to complete and
provide the resident with the Notice of Medicare
Provider Non Coverage, CMS lorm #10123 or
Skilled Nursing Facility Advanced Beneliciary
Motice of Non Coverage {SNFABN}, CMS form
#10055.

During an interview at 6:26 PM on 11/13M18, the
Administrator acknowledged the lack of forms
#10123 and #10055 provided to the abova
residents when their skilted services exhausted.
The Administrator stated she would expect these
forms to be completed when rasidents have
exhausted their skilled services
F 607 Develop/tmplement Abuse/Neglect Policles Fgo7 F607  Develop/implement  Abuse/Neglect
88= CFR(s}: 483.12(b)(1)-(3} Policies
CFR(s}): 483.12(b){1)-13)
§483.12(b) The facllity musi develop and

implement written policles and procadures that: The Business Office Manager (BOM) ran 2

Background check Immediately on Staff B, Staff
§483.12(b}(1) Prohibit and prevant abuse, C, and Staff F. They are current.
neglect, and exploilation of residents and

misappﬂ)priaﬂon of resident property, The BOM completed an audit on 11/14/19 to

verify that the current staff of the facility are

§483.12(b){2) Establish policies and proceduras within requirements and expectations of having
to investigate any such allegations, and current background checks completed.
§483.12(b}(3) Include training as required at The Administrator will Inservice BOM related to
paragraph §483.95, new hire Background Check requirements and
This REQUIREMENT is not met as evidenced expectations.
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Based on persennel file raviews and staff
interview, the facility failed to obtain criminal
backgraund chacks within 30 days prior to hire far
3 of 3 currently employed staff {Staff B, C& F).
The facility reported a census of 35 residents

Findings include:

The personnel file for Staff B, Certified Nurse
Aide, documented a hire date of 2/2/19. The file
contained a criminal background check daled
211119

The personnel file for Staff C, Maintanance,
documented a hire date of 1/28/19. The fife
cantained a criminal background check dated
10/9/19,

The personnel file for Staff F, Licensed Praclical
Nurse, decumented a hire date of 1/20/18 The
file contained a criminal background check datad
9M7neg,

Review of document litled Abuse Prevention
Program and Repaorting Policy, revised dale
4/2014, noled ail potential employees would be
screened for histery of abuse, neglect, or
mistrealing resident/patient dusing the hiting
pracess. Stales screening will ¢onsist of, but not
limited to:

* Inquiries into states licensing authorities

* Inguiries into state nurse aide registry.

* Raference checks.

* Criminal backgraund checks,

Interview with Staff E, Business Office Manager
(BOM), at 2:30 PM on 11/13/19, verified the
criminal background checks were not done within

ROCK RAPIDS HEALTH CENTRE
ROCHK RAPIDS, 1A 51246
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The BOM andfor designee will review 140 files
per week until all employee files have been
reviewed to ensure compliance for any hires
going forward. Ongolng audits will take place
monthly by the BOM or designee and findings
will be reported to the QAPI committee for
further review and/or resolution monthly,
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30 days prior 1o hire.

During an interview at 8:30 PM on 11/13/19, the
Administrator stated her expectaiion would be the
criminal background checks would be completed
wilhin 30 days prior 10 hire.
F 626 Notice of Bed Hold Poflcy Bafore/Upon Tinstr
85=0 CFR(s): 483.15(d){1)(2)

§483,15(d) Notice of bed-hoid policy and return-

§483 15(d){1) Notice before transfer. Before a
nursing facility transfers a resident to a hospital or
the resident goes on therapeutic loave, the
nursing facility must provide written informatien to
the resident or resident representative that
specifigs-

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

(i} The reserve bed paymant policy in the state
plan, under § 447.40 of this ¢chapter, if any;

(it} The nursing facility's policies regarding
bed-hold periods, which must be censisient with
paragraph {&){1) of this section, permitting a
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 therapeulic leave, a nursing
facility must provide to the resident and the
resident representative written notice which
specifies the duration of the bed-hold policy
described in paragragh {d){1} of this section.
This REQUIREMENT is nat met as evidenced

£625 Notice of Bed Hold Policy Before/Upon
Trnsfr CFR{s): 483.15{d}{1)(2}

F 625
The nurse that discharged resident #13C will be

educated by DON related to the requirements of
providing the bed hold by 12/14/19. The
bedhold policy was provided to Resident #180
on or hefore 12/6/19 by the Director of
Mursing/designee.

DON or designee will audit hospital transfers by
12/14/19 on current residents in the past 30
days to ensure hed hold forms were cornpleted
with transfer as required.

Education provided by PON to Licensed Nursing
Staff on or before 12/14/19 reparding
requirements and expectations related to
providing bed hold forms when resident is
transferred to hospital, including completing
dogumentations.

DON or Designee wilf audit hospltal transfer
during morning meeting, times 8 waeks to
ensure bed hold forms continue to be provided
with transfer to the hospital. The DON or
designee will report findings of the above
monltoring systems monthly times 3 months
through the facility Quality Assurance &
performance Improvement program, then
reviewfassess for need to continue, The plan
will be reviewed and revised as indicated and
staff will be reeducated as needed.
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Based on record raview and staff interview, the
facility Failed 1o notify a resident andfor the
resident's representative of the facilily policy for
bed hotd notice prier to transfer to the hospital for
1 of 3 residents reviewed (Resident #180). The
facilily reperted a census of 35 residents

Findings include:

The admisslon Minimum Data Set (MDS)
assessment tool, dated 11/1/19, documented
Resident #180 admitted to the facllity on 10/28/19
and the resident had shori term memory
impalrment,

A nursing Health Status Note, dated 11/1/19 at
9:12 am,, doeumented the resident had a

chartge in condition, the resident assessed and
the primary care provider notified A Health Status
Nate written 11/2/19 at 1:17 p.m., documeanted
the rasident had been transferred 1o the hospital
amergency departrnent at a local hespital on
11/2/19 and then transferred cn to another
hospital.

An eniry MDS, dated 11/7/19, documented the
resident relurned to the facility

The resident's clinical racord facked
documentation the resident andfor resident
representalive had been nofified of the facility bed
hoid poltey,

During an inferview on 11/13/19 at 12:39 p.m,, the
Corporate Nurse verified a bed hold netice had
not been given to the resident andfor resident
representative,
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s5=p CFR(s): 483.2t(a){1)-(3)

§483 21 Comprahensive Person-Camlered Care
Planning

§483.21(a) Baseline Care Plans

§483 21{a)(1) The facility must develop and
implement a baseline care plan for each resident
that includes the instruclions needed to provide
effective and person-centerad care of the resident
that meet professicnat standards of qualily care.
The baseline care plan must-

(i) Be developed within 48 hours of a resident's
admission.

{fi} Include the minimum healthcare infarmation
necessary to properly care for a resident
including, but not limited to-

(A} Initial goals based on admigsion orders,

{B) Physician ordars

(C) Dietary crders.

(D) Therapy services

{E)} Social services

{F) PASARR recocmmendation, if applicable,

§483.21(a)(2) The facility may develop a
comprehensive care plan in place of the baseline
care plan if the comprehensive care plan-

{i) Is developed within 48 hours of the resident’s
admission.

(i} Meets the requirements set forth in paragraph
(b} of this section (excepling paragraph (b){2){i} of
this section).

§483.21(a)(3) The facility must provide the
resident and their representative with a surmmary
of the baseline care plan that includas but is not
limited to:

(i) The initial goals of the resident,

F655 Basellne Care Plan CFR(s): 483.21{a)(1)-(3}

The DON completed a baseline care plan for
resident #180 on 12/4/19.

Audit was completed by DON/designee for
current residents admitted In the past 30 days
to verify that basellne care plan was completed,
any that are found to be out of compliance will
be completed by 12/14/19.

Education provided by DON to Licensed Nursing
Staff and the Interdisciplinary Team by 12/14/19
regarding base line care plan completion
requirements and expectations

DON or Designee will audit upon admission to
ensure that baseline care plan is completed
within 48 hours after admission for 3 months.
The DON or designee will report findings of the
above monitoring systems monthly times 3
months through the faciiity Quality Assurance &
Performance Improvement program, then
review/assess for need to continue. The plan
will be reviewed and revised as indicated and
staff will be reeducated as needed.
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F 655 Conllnued From page 7

(i} A surmmary of the resident's medications and
dietary instructions.

(i) Any services and treatmenis to be
administered by the facility and personnel acting
an behalf of the facility,

{iv) Any updated information based on the details
of the comprehensive care plan, a8 nacassary.
This REQUIREMENT is not met as avidenced
by:

Basad on record review and siaff interview the
facility failed to complete a basaline care plan
within 48 hours of admission for 1 of 1 new
resident reviewed (Resident #180). The facility
reported a census of 35 residents.

Findings include:

An adrnission MDS Minimum Data Set
asséssment tool, dated 11/1/19 documented
Resident #180 admiited io the facifity on
10/28/186.

Record review lacked documentation a bassline
care plan had been completed.

During an interview on 11/13/19 at 6:25 p.m., the
Diractor of Nursing verified staff had not
completed a baseline care plan,

F 675 Quality of Life

55=0 CFR(s). 483.24

§ 483.24 Quality of life

Quality of life is a fundamentai principle that
applies to all care and services provided to facility
residents, Each resident must receive and the
facility must provide the

necessary care and services to attain or maintain
the highest practicable physical, mental, and

F 685

F 675
F&75 Quality of Life CFR{s): 483.24

On 11/12/19 resident #29 was repositioned
immediately when nursed observed her
positioning and staff providing assist with feed
was educated related to resident positioning
needs when eating. A therapy referral for
Resident #29 will be completed for wheelchair
positioning by 12/14/18.
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psychesocial well-being, consislent with the
resident’'s comprehansive assessment and plan
of care.

This REQUIREMENT is not met as evidenced
by

Based on observalion, clinical review and
interview the facility failed o provide necessary
care lo altain the highest practicable physical
well-being consistent with the residents’
comprehensive plan of care for 1 of 1 resident
reviewad, ( Resident #29}. The facility reporied a
census of 35.

According to the Minirnum Data Set (MDS) dated
10/10/2019, Resident #29 had diagnoses
including dementia and muscle weakness. The
rasident scored 0 on the Brief Interview for Mental
Status (BIMS) indicating severe cognilive
impairment. The resident required extensive
assistance for mobility and transfers with two
person suppoer and one person assistance with
meals

According to the Care Plan revised on 7/21/19,
Resident #29 had impaired ccgnitive functioning,
impaired thought process and needed extensive
assistance in the dining room at meals, needing
assistance with sating.

On 11/12/19 at 12.05 PM Resident #29 was
sitting up 1o the table in the dining room as lunch
was being served. The resident was stowly sliding
down in her wheelchair At 12:08 PM she slid
down to where her head was lower than the
handles of the wheelchair. At 12:10 PM Stalf

A Cerlified Nurging Asgistant (CNA) began
feeding her the lunch mieal including the cut-up
meat and sliced carrots. At 12,13 PM Staff F,
Licensed Practicing Nurse (LPN) antered the
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The QON will complete an cbservational audit
by 12/14/19 to identify other residents of the
facility who requlre assist with eating and
posltioning.

The DON will provide education to nursing staff
related to positloning of residents when
assisting them to eat by 12/14/15.

The DON or deslgnee will observe positioning of
rasidents who are assisted with meals, 5 meals
weekly times 6 weeks, then 1 meai 5 days per
week times 4 weeks, The DON or designee will
report findings of the above monitoring systems
monthly times 3 months through the facility
Quality Assurance & Performance improvement
program, then review/fassess for need to
continue. The plan will be reviewed and revised
as Indicated and staff will be reeducated as
needed,
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dining room, briefly observed Staff A feeding the
residanl end then left the dining area. At 12:29
PM Staff A and Staff H, CNA esceried the
resident out of the dining area When they
returned with her the resident had been
repositioned up in her wheslchair and pushed
hack up to the table 1o finish her meal, At that
point, 50% of her meal had been consumed.
An interview with Director of Nursing (DON)
ravealad she would expect staff to assist a
resident 1o sit up to the best of their ability while
eating She acknowledged the slouching position
described is a choking and aspiration concern for
a resident with dementia.
F efg g’:;?:)ezgiv;;(;‘;;;:; ;;WH%‘ Fressure Ulcer FE86 reng Treatment/Sves to Prevent/Heal Pressure
Ulcer CFR(s): 483.25{b){1)(i}(ii}

§483.25(b) Skin integrity
§483.25(b){1) Pressure ulcers,

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

(i) A resident raceives care, consisient with
professional standards of practics, to prevent
pressure wicers and doas not develop pressurs
ulcers unless the individual's clinical condition
demonsirates that they were unavoidable, and
{it) A resident with pressure ulcers receives
necessary treatment and services, consistent
with professional standards of practice, to
premote healing, prevent infaction and prevent
naw ulcers from developing.

This REQUIREMENT is not met as evidenced
by:

Based on clinical cecord review, observations
and staff interview the facility failed to prevent a
prassure ulcer from developing for 1 of 1 resident
reviawed {Resident #20) The facility reported a

Resident no longer resides at the facility.

For resident #20, 8 wound assessment was
completed on 11/4/19, the wound care Nurse
assessed wound on 11/13/19,

The DON or designee will complete an audit to
determine residents who have pressure ulcers
and whe are at moderate to high risk for
developing pressure ulcers and verify that
preveniztive measures are in place for
treatrment and prevention by 12/14/19.

The DON and or designee wilf provide In-service
by 12/14/19 to License Nurses and CNA's
refated to the requirements and expectations of
providing care and treatment for pressure
ulcers to promote healing and prevention,
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census of 35 residents. The DON or designee will review resldv:-nt s skin
assessments dally for weekly completion for 8
Findings include; weeks to ensure continuous compliance for
residents of the facility who have pressure
According fo the Minlmum Data Set {MljS) dated ufeers. Electronic skin assessment UDA (user
9/30/19, Resident #35's glagnoses included defined assessment) for pressure ulcers will be
chronlc kidney disease, osteoporosis and completed weekly. The DON or designee will
diabetes mellitus, The MOS indicated the resident report findings of the above monltoring systerns
had no Pressure lnjurig;s at theltlme of admission. monthly times 3 months through the facility
The residant had a Brief Fntar.we\l.v f‘.jr Mental Quality Assurance & Performance improvement
Status (BIMS) score of 3, which indicated }
significant cognitive deficit. The resident required program, then rewew/asse.ss for need to
limited assistance for transfers, bed mobility and contlnue. The plan wil be reviewed and revised
walking and extensive assistance with toileting as indicated and staff will be reeducated as
The MDS docuinented Rasident #20 was needed,
admitled to the facilily on 8/27/19
The Care Flan dated 9/8/13, indlcated the
resident had a potential for nutritional problem,
was racently hospitalized for a urinary tract
infaction and suffered with occastonal
incontinence and cognitive declines. The Care
Plan had heen updated an 11/1/19 to include a
lister of the right hee! and staff were instructad
to inspect feet daily, report changes to the nurse,
monitor and document progress in wound healing
and notify physician as indicated.
In an observation.on 41/12/19 at 1:50 PM
Residant #20 was reclined in a chalv in her room
with her feef up She was wearing slip resistant
stockings and no shoes On the other side of the
foom, a padded profective boot was [aying on the
couch, When asked about the boot, the residant
stated she wears it "sometimes.”
in an obsarvation on 11/13/19 af 8:40 AM the
resident was in bed and the boot was in a chair
next to the bed. At 8:20 AM the resident was al
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the breakfast 1able with gripper socks on feet with
the bhoot on a chair in her room. At 4:53 PM the
resident was al the supper table wilthout the boot
on.

A revlew of Resident #20's clinical chart revealed
2 Doclors Order for a 6 centimeter by 5
centimeter blister like area noted to the right heal
for batadine with non-adherent drassing and wrap
with Kerlix one time a day ordered on 11/4/19

A review of the residents record revealed the
following wound assessmant records:

a. Weekly Skin Assessmant dated 11/1/19
documented blisler to right heel with clear
drainage measured 5 cenlimeters {cm)

b. Non Pressure Weekly Skin Record dated
1114119 indicated right hael blister measurement
of Som length Scm width . 1cm depth

¢ Non Prerssure Weekly Skin Record dated
11/11/18 indicated right heel wound measurement
of 0 5em x 0 5em fem depth

A Doctor's Orders and Progress Notes dated
11/13/19 at 10:15 AM noted wound care
evaluation completed at this timie for pressure
injury on right heel. Pressure injury is
unstageable. 100% slough present on wound
bed. Open area measured 2.5 ¢m (L} x 2 cm (W).
There is deep tiasue injury extending past wound
that measurad 6 (L} x 6.5 (W). Recommaend
referral to podiatry for further evaluation, Orders
to paint right heal wilh betading twice a day. Allow
beladine to dry. Apply eplifoam as needed
drainage, Secure with Kerlix. Wear Rooks boots
bilateral feet at all times.

In an interview on 1114119 at 2:50 PM the Nurse
Consullant indicated she believed that
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interventions were in place o prevent the
worsening of the pressure ulcer and while a boot
would have bean helpful, there was no doctors
arder for that intervention.
A review of the facililies policy for Skin Gare &
Wound Management dated 6/2015 instrucied
staff that in order to pravent development of
pressura ulcers they should determine increasad
risk, including friction and shear to evaluate for
consistent irmplementation of interventions and to
modify interventions as indicated. )
F 890 Bowel/Bladder Incontinance, Catheter, UT} 630 F650 Bowel/Biadder Incontinence, Catheter,
ss=0 CFR(s): 483.25(e)()-(3) UTI CFR{s): 483.25{e}{1)-(3}

§483.25(e) Incontinence.

§483 25(e)(1) The facility must ensure that
resident who is confinent of bladder and bowel on
admission receives services and assistance o
maintain continence unless his ar her clinical
condition is ar bacomes such that conlinence is
not possible to maintain

§483.25(e){2)For a resident with urinary
incomtinence, based on the resident's
compiehensive assessment, the facility must
ensure that-

{i) A resident who enters the facility without an
indwelling catheter is not cathelerized unless the
resident's clinical condition demonstrates that
catheterization was nacessary,

{ii} A resident who enters the facilily with an
indwelting catheter or subsequently teceives one
is assessed for removal of the calheter as soon
as possibte unless the resident's ¢linical condition
demonstrates that catheterization is necessary,
and

{iii) A resident who is incontinent of bladder

on 11/13/19, the DON educated the specific
staff who were observed providing care by the
surveyor, related to the requirements and
enpectations of providing incontinence care
Including catheter care. Resident #1830 was
assessed by the Licensed Nurse on or before
12/5/19 for signs or symptoms of infection with
no change of condition identified.

Audit completed hy DON to determine other
residents requiring Incontinent care, including
urinary  catheters by 12/14/18. The
DON/designee completed an ocbservational
audit of clinicat staff providing Incontinence care
and care of an indwelling urinary catheter on or
before 12/5/18 to validate required technique.
Concerns were addressed at the time of
identification, :

Education provided by DON te Nursing Staff on
12/5/19 related to the requirements and
expectations for incontinence and urinary
catheter care.
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F 690 Conlinued From page 13

receives appropriate treatment and services to
prevent urinary tract infections and to restore
continence to the extent possible.

§483.25(e}(3) For a resident with fecal
incontinence, based on the resident's
comprehensive assessment, the facility must
ensure that a resident wha is incontinent of bowe)
receives appropriate treatment and services to
restore as much normal bowal function as
possible.

This REQUIREMENT is not met as evidenced
by:

Based on record review, abservation, staff
interview and policy/procedure review the facility
failed to provide perineal/cathater carein a
manner te prevent infection for 1 of 2 residents
obsarved {Resident #180). The facilily repcried a
census of 35 residents.

Findings include:

An adrission MDS (Minimum Data Set)
assessmeni, dated 11/1/19, documented
Resident #180 was admitted lo the facilily on
11/1119. The MDS revealed the resident had
shorl tarm memory impairment, required
extensive staff assistance with bed mehility,
transfars, dressing, and personal hygisne. The
MDS documented the resident had been
transfarred to a hospital on 11/1/19

Areeniry MDS, dated 11/719, documented the
resident retusned to the facllity that day,

A hospital Discharge Instructions/Orders shaet,

dated 11/7/19, revealed the resident returned to
the facilily with a urinary catheter for a diagnosis
of neuroganic biadder.

£ 690

DON or Designee will observe Incontinence and
catheter care Sx/week for 4 weeks and 3x/week
for 6 weeks to ensure incontinence cara
completed properly. The DON or designes wilt
report findings of the above monitoring systams
manthly times 3 months through the facility
Quallty Assurance & Performance Improvement
program, then review/fassess for need to
continue, The plan will be reviewed and revised
as indicated and staff will be reeducated as
needed.

FORM TMS-2557{02-99) Previous Versions Cbsolele

Event ID:ORAG 1L

Fauility 10: 140453 If continuation sheet Page 14 of 31




PRINTED: $1/26/2019
FORM APPROVED
OMB NO. ¢938.0391

{%3) DATE SURVEY
COMPLETED

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

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

(X2} MULTIPLE CONSTRUCTION
A BULDING

165181 B WING 111472019

$TREET ADDRESS, CITY, STATE, 2IP CODE
703 SOUTH UNION
ROCK RARIDS, |A 51246

PROVIDER'S PLAN GF CORRECTION @9
(EACH CORRECTIVE ACTION SHOULD 8E COMPLETICH
CROSS-REFERENCED TO THE APPROPRIATE CATE
DEFICIENGY)

NAME OF PROVIDER OR SUPPLIER

ROCHK RAPIDS HEALTH CENTRE

(%4) ID SUMMARY STATEMENT OF DEFICIENCIES [
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX
TAG REGULATORY OR LSC IDEMTIFYING INFORMATION) TAG

F 690 Coniinued From paga 14 F 690

During an observalien on 11/13/18 at 7.50 a.m.,
Staff G, CNA (Cetifiad Nursing Assistant)
praovided catheter care and perineal care to the
resident Staff G direcled the resident o turn to
her left side. Staff G used an open wash cloth
and cleaned the white ointinent off the resident's
rectal area and used the same area of the cloth
to clean the resident's groing from front to back
saeveral times {o remove the while ointment, Staff
G oblained a clean wash cloth, used sosp and
water to clean the resident's rectal area and
groins again without turning the cloth any time,
and made one swipe from front to back over the
top of catheter from front to back, Staff G turned
the cloth and used Ihe samse area of the wash
cloth to wipe both groins and between the fabia
areund the catheter insertion site and down the
{ubing.

During an interview on 11/14/19 at 1:05 p.m., the
Comporate Nurse stated she expected staff to vse
a clean araa of the clath for sach wipe during
perinealicatheter care.
F 725 Sufficient Nursing Staff F 726
55=n CFR(s): 483.35(a)(1}{2) F725  Sufficlent
483.35(a)(1){2}

Nursing  Staff  CFR{s)h

§483.35(a) Sufficient Staff.

The facility must have sufficient nursing staff with
the appropriate competencies and skills sets to
provide nursing and related services to assure
resident safely and attain or maintain the highest
practicable physical, mental, and psychesocial
waell-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 population in
acecordance with the facility assessmant required

On 11/12/19 the DON visited with resident #26
and initiated a grlevance and reviewed the call
light log.

On 11/21/19 the DON completed an audit with
use of call ght log for the current residents for
a baseline.
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F 7256 Continued From page 15
at §483.70(e).

§483.35(a)(1) The facilily must provide servicas
by sufficlent numbers of each of the following
types of personnel on a8 24-hour basis to provide
nursing care to all residents in accordance with
resident care plans:

(1) Except when waivad under paragraph {e) of
this section, licensed nursas; and

(it Other nursing personnel, including but not
limited to nurse aides.

§483.35{a)(2) Excapt when waived under
paragraph () of this seclion, the facilily raust
dasignate a licensed nurse o serve as a charge
nurse on each tour of duty.

This REQUIREMENT is not met as evidenced
by:

Based on resident record review, resident and
staff interviews and review of call fight response
records, the facility failed to respond to call lights
within 15 minutes for 1 resident (Resident #

26). The facility reported a census of 35 residents

Findings include:

A significant change MDS (Minimurn Data Set)
assesament tool, dated 10/10/19, documented
Resident #26 with intact cognition, required
limited assistance with personal hygiene, and
extended assistance with room ambulation, bed
mabilily, transfers, dressing, and teilst use The
MDS revealed the resident's diagnoses included

right tibula and fibula, diabeles, muscle
weakness, and difficulty walking

Resident #26 stated he waited 20 to 30 minutes

abscess of the right lower limb, osteamylilis of the

During a resident interview, 11/12/19 at 4:11 p.m,,

F 725 By 12/14/19, the DON will provide education to

current facifity staff related to the requirements
and expectations of answering resident call
fights within the required 15-minute time frame
and Included that any staff can answer the call
light Inithatly.

The DON or designee will monitor call fight
response times 3 days per week times 6 waeks,
then weekly times 4 weeks. The DON or
designee will report findings of the above
monitoring systems monthly times 3 months
through the facity CQuality Assurance &
Performance lmprovement program, then
review/assess for need to continue. The plan
will be reviewed and revised as indicated and
staff will be reeducated as needed.
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for staff to respond to the call light when in the
bathecorn and this happens fairdy often. The
resident stated he had wet himself 2 to 3 times
while wailing for siaff to help him go to the
bathraom, this makes hirn angry and he doesn't
like it. The resident siated he used a urinal,
wanted to use the toilet for bowel movements and
urinated at the same time. The resident stated
somelimes he guessed at the call fight response
time and other fimes he checked the clock when
turned the call fight on and when staff came to
assist him. The resident stated he had asked for
lissues 3 to 4 times since the day prior and the
staff brought the tissues this aflernoon.

During an interview on 11/13/19 at 3:55 p.m,, the
resident stated he had wailed 40 minutes for staff
to help him fe and from the bathraom today at
approximately 12:30 p.m.

During an interview on 1113/19 at 3337 p.m.,
Staff G, CNA (Certified Nursing Assistant) stated
lhe facility had been short of staff, staff unable lo
answer call lights within 15 minutes, and the
longest she had observed the call light computer
screen, located at the nurse’s station, lit up with a
light on was 45 minutes.

During an interview on 1113/19 at 5:45 p.m., the
resident stated he had returned from lunch this
afternoon, turned the call light on at
approximately 12:30 p.m., staff had not coma,
and he transferred himsell {0 the bathroom. The
rasident stated he transferred himself back 1o the
chair alone bacause no staff came to assist him

Review of the facility call light respanse recoid
with Resident #26 on 11/13/19 at 6:45 p.m.,
revealed the resldent had tumed on the call light
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at 12:32 p m., the call light shut off after 17
minutas and 21 seconds. The resident turned the
call light on again at 12:50 p m. and the call light
turned off afler 14 minutes and 59 seconds. The
rasident staled he had takan himself to and from
ihe bathroom because staff had not come in a
timely manrer, The resident stated he had
difficulty gathering the wound vacuum machine,
{he vacuum tubing, and transfer to the wheel
chair to go fo the bathroom.

The factlity call light response time records, dated
10/26/19 at 4:49 pm to 1171318 at2:5T pm,
revealed staff had responded to the resident's call
tight 22 times from 15 minutes and 4 seconds to
42 minutes and 48 seconds,

During an interview 11/14/19 at 1:05 p.m., the
Corporate Nurse stated sha expected staff to
respond to resident calt lights within 15 minules
F 726 Compatent Nursing Staft
ga=E CFR(s): 483,35(a)(3)(4)(c}

§483.35 Nursing Services

The facility must have sufficient nursing staff with
the appropriate compelencies and skills sels to
provide nursing and related services to assure
resident safety and attain or maintain the highest
practicable physical, mental, and psychosociai
well-being of aach resident, as determined by
resident assessments and individual plans of care
and congidering the number, acuity and
diagnoses of the facility's resident pepulation In
accordance with the facilily assessment required
at §483.70(s).

§483,35(a)(3) The facility must ensure that
licensed nurses have the specific competencies

F 726

F 726

£726 Competent Nursing Staff  CFR{s):

483.35{a)(3){4)e}

On 11/12/19, the DON notified the nurses who
had outdated CPR Certification and required
they bring it up to date immediately. They are
now current.

On 11/12/19, the DON completed an audit of
current hurses to verify that others have current
CPR Certlification.
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and skill sets necessary to care for residents'
needs, as identitiad through resident
assessments, and described in the plen of care.

§483.35(a)(4) Proviting care includas but is not
limited to assessing, evalualing, planning and
implernenting resident care plans and responding
to resident’s needs.

§483.35(c) Proficiency of nurse aides.

The facility must ensure that nurse aides are able
lo demonsirate competency in skills and
techniques necessary to care for residents'
needs, as identified through resident
assessments, and described in the plan of care.
This REQUIREMENT is not met as evidenced
by:

Based on observation and staff interview the
facility failed to engure staff certified in
Cardiopulmonary Resuscitation (CPR) were
scheduled 24 hours per day. The facility reporied
a census of 35 residenls

Findings include:

Review of document titfed Nursing schedule, for
Qciober, updated 10/25/189, no staff certified in
CPR scheduled for:

*10/5M9 - 6:00 AM - 6:00 PM

*{0/6/19 - 6:00 AM - 6:00 PM

*10/19/19 - 6:00 AM - 6:00 PM

*10/20/49 - 6:00 AM - 6:00 PM

Review of document titled Nursing schedule, for
November, updated 11/619, no staff cerified in
CPR scheduled for:

*11/219 - 6:00 PM - 6:00 AM

*11/519 - 6:00 PM - 8:00 AM

“11/9/19 - 6:00 AM - 2:00 PM and 10:00 PM -

F 726
By 12/14/19, the DON will provide

education/reminders to the licensed nurses
regarding the requirements and expectations of
having current CPR Certifications. On 11/14/19
the Reglonal Nurse Cansultant discussed with
the DON, the need and expectation of verifying
that there Is always a staff on duty that has
current CPR Certification.

The DON or designee will review monthly, times
3 months, that staffs CPR Certifications are
current. The DON or designee will report
findings of the above monitoring systems
manthly times 3 manths through the facility
Quality Assurance & Performance Improvement
program, then review/assess for need to
continue. The plan will be reviewad and revised
as indicated and staff will be reeducated as
needed.
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8:00 AM
*11/10/19 - 6:00 AM - 2:00 M and 10:00 PM -
£:00 AM
Raview of document tittad Standard & Procedure
for Code Staius orders and response, dated
10/2017, does not provide documentation that
CPR cerlified staff will be on duty 24 hours a day,
7 days a week.
During an interview at 11:33 AM on 11/13/19, the
Diractor of Nursing {DON) slated she would
expect nursing staff to be CPR cerlified upon hire
The DON stated she would expect the schedula
to have 24 hour per day coverage of CFR
cerified slaff. :
F 728 Nurse Aide Registry Verification, Retraining F72e
ss8=E CFR(s): 483.35(d)(4)-(6) F729 Nurse Aide Registry Verification,

§483,35(d)(4) Registry verilication

Before altowing an individual to seive as a nurse
gide, a facilily must receive registry verification
that the individual has met competency evaluation
requirements unlges-

{i) The individual is a full-fme employee in a
training and competency evalualion program
approved by the State,; or

{ii)The individual can prove thal he of she has
racently successfully completed s training and
competency evaluation program or competency
evaluation program approved by the Stale and
has not yet been included in tha regisiry.
Facilities must fallow up to ensure that such an
individua$ actually becomes registered

§483.35(d)(5) Multi-State registry verification.
Before allowing an individual to serve as a nurse
aide, a facility must seek informalion fram every

Retraining CFR{s): 483,35{d){4}-(6}

On 11/13/19 CNA registry checks not showing
up on SING were conducted by the BOM for
Staff A and Staff B via the corrected DIA website
obtained from surveyors and placed in their file
prior to survey exit.

The BOM and/for designee will audit current
empioyee fites on or before 12/14/19 10 validate
the nurse aide Yegistry has been checked as
required, Cancerns will be addressed at the
time of identification.
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State reglsiry establishad under seciions 1819(e}
(2)(A) or 1918(e){2)(A) of the Act that the facliity
befieves will include informalion on the individual.

§483 35(d)(6) Required retraining,

I, since an individual's most recent complelion of
a training and competency evaluation program,
there has been a continuous period of 24
consecutive months during none of which the
individual provided nursing or nursing-related
senvices for monetary compeansation, the
individual must complete a new training and
competency evaluation program or a new
competency evaluation program.

This REQUIREMENT ig not met as evidenced
by:

Based on personnel file reviews and staff
interview, the facility failad to obtain registry
verification of a cerlified nurse assistant (CNA)
prior to hire for 2 of 2 currently employed CNA's
{Staff A & B). The facility reporied a census of 35
residents.

Findings include

The personnel fite for Staff A, CNA, documented
a hire date of 9/20/19 The file contained a copy
of Staff A, CNA's, direct care worker (DCW) card.
The DCW card stated that possession of the card
does not mean the individual is efigible for
employment.

The personnel file for Staff B, CNA, documented
a hire date of 2/2/19. The file contained a copy of
Staff B, CNA's, 75 Hour CNA course completion

certilicate.

Review of document titled Abuse Prevention
Program and Reporting Policy, revised date

F728 The Administrator will Inservice BOM related to

requirements and expectations of having
registry verification of a certified nurse assistant
{CNA) prior to hire by 12/14/19.

The BOM and/or designee will review 10 fifes
per week untii all employee flles have been
reviewed to ensure comptiance for any hires
going forward. Ongolng audits will take place
monthly and all findings will be reported to the
aAPl committee for further review and/or
resolution.
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4/2014, noted all potential employess would be
screened for history of abuse, neglact, or
mistreating residentpatient during the hiring
pracess. States screening will censist of, but not
limited to:
*Inquiries into slates licensing authorities
*Inquiries into state nurse aide regisiry
*Reference checks
*Criminal background checks
During interview with Staff E, Busingss Office
Manager (BOM), at 2:30 PM on 11/13/18, she
verified she did not check the DCW Registry prior
to the hire of Slaff A and B, CHNA's,
During interview at 6:30 PM on 11/13/19, the
Administrator stated her expactation would be the
DCW Registry would he checked to verify
employment eligibility prior to hire of CNA's.
F 803 Menus Meet Resident Nds/Prep in Adv/Followed F 803 )
s5=c CFR(s): 483.60(c){1)-{7) F803 Menus Meet Resident Nds/Prep in
Adv/Followed CFR(s}: 483.60(c){1}-(7)
§483.680(c) Menus and nuiritional adequacy
Menus must- ‘ staff D was educated by the Certifled Dietary
Manager (CDM), 1:1 on 11/14/2019 to discuss
§483.60(c){1) Meet the nutriticnal needs of adding bread andfor crackers to their pureed
residents in accordance with established national soups andfor protein when it’s indicated on the
guidelines.; menu for residents #183 & #21 and other like
residents of the facility.
§483.60(c}{2) Be prepared in advance;
The CBM completed an audit to identify other
§483.60(c}(3) Be followed; residents of the facility who receive puree dlets
- on 12/5/18. The menus were reviewed by the
§483.60(c)(4) Reflect, bas‘eFI an a facility's COM and RO to efiminate pureed lettuce on the
reasonable efforts, the religious, cultural and tensions on 11/20/2019
ethnic needs of the resident population, as well as extensio ’
input received from residents and restdent
groups;
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§483 60(c)(5) Be updated periodically;

§483 60(c)(6) Be reviewed by the facility's
dietitian or other clinically quatified nutrition
professional for nutritional adequacy; and

§483.60(c)(7} Nothing in this paragraph should be
construed to fimit the resident's right to make
personal dietary choices,

This REQUIREMENT is not met as evidenced
by:

Based on ¢hservations and siaff interview the
facility failad to follow the therapeutic menu for 2
of 2 residents {Resident #183 & #21) on Pureed
diet for one meal observed. The facllity reported a
census of 35 residents.

Findings inchide;

Review of document titled Diet List, undated,
listed Resident #183 as required pureed meat
and Resident # 21 as required pureed diet.

Review of document litled Diel Spreadsheat for
Weaek 1 Tuesday, dated 10/16/18, noted Puree
dist to be chili, crackers, tossed greens with
dressing, fresh baked bread, sherber, and milk.
Menu approved by dietician on 10/9/19,

Review of document titted Menu Planning dated
8/2015: medify menus based on specific facifity
preferences, prepare menus for use by obtaining
the facility registered dietician signalure and date
prior to starling menus and indicale meny
sybstitutions on all pested manus and on main

copy

Review of document titled Menu

The COM provided education to dietary cooks
on 11/22/2019 regarding the pureed diet alorg
with the policy and procedure.

CDM and/or designee will audit weekly for 4
weeks, monthly for three months to verify that
puree diets are prepared and served according
to requirements and expectations. The COM
and RD will continue to evaluate each menu
with each new cycle on a bi-yearly basis and
report findings to the QAPI commiltee for
further review and/or resolution monthly times
3 months,
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Substilutions/alternates datad 6/2015: provide
parmanent changes to the Registered/Licensed
Distician for approval.

During observation at 3:07 PM on 19/12/19, Staff
D, cook, prepared pureed chili, Staff D did not
puree crackers, tossed greens with dressing, or
fresh baked bread.

During observation at 5:15 FM on 11/12/18, Staff
D, cook, served Resident #183 puread chili and
teqular crackers. Resident #21 was served
pureed chili and pureed peas

During an interview at 3:07 PM on 11/21/19, Staff
D, cook, stated she was not going to puree
crackets or bread and she would only add them
to chili if needed ta thicken. Staff O stated she
does not puree tettuce due to consistency, and
this is not new for the facility.

During an interview at 11:48 AM on 11/13/19,
Staff E, Distary Manager, siated she would
expect the cook 1o puree crackers and bread per
menu. Staff E stated they do not pureed lettuce
due to consistency. Stated she would expect the
menu to have been changed and reviewed by
Registered Dietician.

Food Procurement,Store/Prepare/Serve-Sanitary
CFR(s): 483.60()(1}2)

F 812
$8=F

§403.60(i) Food safety requirements
The facility must -

§483.80¢i)(1) - Procure food from saurces
appraved or cansidered satisfactory by federal,
state or local authorities

{i) This may Include food items abiained directly

F 803

F812 Food Procurement, store/PreparefServe-

F g1z Sanitary CFR(s): 483.60{1)(1}12)

The can opener was discarded prior to survey
exit by the COM and a new one has been
purchased. The toaster was cleaned prior to exit
by the dietary cook. {tems with only an arrival
date versus an opened date were discarded on
11/14/2019. ftems on the steam table post
meal that were below required temperatures
were discarded.
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from local producers, subject o appiicable State
and focal laws or regulations.

" {ii) This provision does not prohibit or prevent

faciiities from using produce grown in facilily
gardens, subjec! to compliance with applicable
safe growing and foed-handling practices.

{iil} This provision does not preclude residents
from consuming foods not procured by the facility

§483.80(i){2) - Stare, prepare, distribute and
serve food in accordance with professional
standards for food service safety.

This REQUIREMENT is not met as evidenced
by:

Based on observations and staff interview the
facility failed to provide residents with a
nourishing and paiatable diet by not maintaining
the hot foods at 135 degrees or higher on the
steam table, in order to pravent food borne
iliness. The facility failed to maintain sanitation: In
the kitchen and tabel food when opened. The
facility reported a census of 35 residents.

Findings include;

1. Observation at 12:23 PM on 11112/19, Stafi D,
Cook, checked temperatures of hot foad that
remained in the steam table after Junch service:
“Pork - 135 degrees

*Sweet Potatoes - 120 degrees Fahrenheit (F}
*Peas & Carrots - 120 degrees F

*Brussel sprouts - 100 degrees F

*Cream peas - 100 degrees F

Observation at 4:54 PM on 11/12/19, Staff D,
cook, checked temperatures of hot food that

remained in the steam table afler supper service:

*Brats -130 degrees F
*Chili - 115 degrees F

F812 45 kitchen sanitation audit wilf be completed by

the Administratar/designee to inciude condition
of equipment, iabeling and dating of foods and
serving temperatures of hot foods. Concerns
identified will be addressed at the time of
Identification.

The dietary cooks were educated on
11/22/2019 about the food danger zone, menu
prep and service, sanitation including cleaning
of equipment and the importance of labeling
and dating as per policy by the COM, Steam
table food temps are being checked before and
after meal service to verify that foods are kept
at or above 135 degrees.

Audits are being conducted by the COM and/ar
dasignee daily for two weeks, 3 times weekly for
& weeks, then monthly for three manths to
verify that hot foods are at 135 degrees or
higher on the steam table and opened foods are
labeled and dated and the equipment is an
cleaning schedule and being ¢leaned routinely.
The can opener will be inspected monthly golng
forward and any findings of rust reported to the
CDM and/or designee. The COM or designee wlll
report findings of the above monitaring systems
monthly times 3 menths through the facllity
Quality Assurance & Performance improvement
program, then review/assess for need to
continue. The plan will be reviewed and revised
as Indicated and staff will be reeducated as
needed.
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Review of decument litled Heating, Holding, and
Caoling Foods Correctly Staff in-Services dated
8/2015: noted

danger zone is batwean 41 degrees F and 135
degrees F, check the internel temperature during
helding, making sure hot foods are ai least 135
degress F during holding process,

During interview at 3:00 PM on 11/12/19, Staff D,
Cook reported hold temperatures in the sieam
table far hot foods should be 135 degrees afier
meal service

During interview with Staff E, Dietary Manager, at
11:46 AM on 11/13/19, reported she would expect
the holding temparature in the steam table for the
hot food to be 135 dagrees after meal sarvice.

2. initial taur of the kitchen on 11/12/19 at 10:15
a.m. revealed the following:

a. A can opaner attached to the counter top had
alarge amount of an orange discoloration all
arcund the shaft Staff D, cook, present and
stated the material looked like rust and the
material had not comae off in the dishwasher and
had not attempled to scrub the material off.

b. Atoaster had carbon scatterad on the entire
inside and on the tap along the entire area where
bread inserted to 1oast.

During an interview, on 11/14/19 at 9:31 a.m,,
Staff M, cook, verified the carbon remained on {he
toasier.

¢. A 3 door freezer had the following unlabeled
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and undatad foods: 8 muffins in a freezer bag, a
parlial bag of sausage links, half of a baked bundt
cake, a partial bag of baked biscuits, a plaslic
bag that contained 4 rib patiies, and a partial bag
of unhaked cookles. Staff D verified the foods
had no labal identifying the products and no open
dale.

A Nuiritian Services Manual for Sanilation for
Freezer Sterage, dated 672015, directed staff to
label frozen food with the date food delivered and
to discard the food aftar 6 months.

F 880 Infection Prevention & Control

g3=E CFR(s}: 483 80(a)(1)(2){4)(e}(f)

i o

:§403 80 Infaction Controt

"The facllity must establish and maintain an
:infection prevention and controt program
designed to provide a safe, sanitary and
comfortable environmant and to halp prevent the
development and transmission of communicable
diseases and infactions.

§483.80(a) Infection prevention and control
program,

The facility must establish an infaction prevention
and gontrol program {IPCP) that must irclude, at
a minimum, the following elements:

§483.80{a){1) A syslem for preventing, identifying,
reporting, investigating, and controliing infections
and communicable diseases for all residents,
staff, volunteers, visitors, and other individuals
praviding sefvices under a contraclual
arrangement based upon the facilily asgessment
conducted according to §483.70(e} and following
accepted nationat standards,

F 812

£880 Infection Prevention 8 Control CFR(s):
ag3.80{a}{1}{2}{4){e)(f]
F 880

On 11/14/19 the catheter bag was covered;
tubing and.bag was Hifted from the floor by the
nurse,  Resident H1BO was assessed by the
icensed nurse on or before 12/5/19 for signs ar
symptoms of infection with no c¢hange in
condiupn identified. The Infection controt
program was reviewed by the Infection Cootrol
Committee on 11/26/19.

By 12/14/19 the DON will complete  an
observational audit of other residents of the
facility to identify others with urirtary catheter
and validate Infection control practices are in
place as required. Concerns identified will be
addressed at the time of identificatian.

8y 12/5/15 the DON provided education 1o
nursing staff related to Infection Cantrol,
including the requirements and expectation of
keeping urinary catheter bags and tubing off the
floor. The Administrator will re-educate the
infecrion Contro! Committee regarding the
requirements of annual review and revision as
required.
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§483.80(a)(2} Written standards, policles, and
procedures for the program, which must include,
but are not limited to.

(i) A system of surveillance designed to identify
possible cormmunicable diseases or

infections before they can spread to other
persons in the facility.

{i) When and to whom possible incidents of
communicable disease or infections should be
repored;

(iti} Standard and transmission-based precautions
to be followed to pravent spread of infections;
{iv)Whnen and how isolation shoufd be used for a
resident; including but not fimited 1o

{A) The lype and duration of the isolaticn,
depending upon he infectious agent or organism
involved, and

(B) Arequirement that tha isolation should be the

¢ircumsiances.

{v} The circumstances under which the {acility
must prohibit employaes with 8 communicable
disease or infected skin fesions from direc
contact with residents or their food, if direct
contact will ranamit the disease; and

(viiThe 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
corraclive actions taken by the facility.

§483.80(e) Linens.

Personne! must handle, stare, process, and
transport linens so as to prevent the spread of
infection.

£483.80(f) Annual review.

least restrictive possible for the resident under the

F 880 The DON ar designee wilt monltor via walking
rounds 5 days per week times & weeks te verify
that urinary catheter bags and tubing are not
touching the floor. The DON or designee will
report findings of the above monitoring systems
monthly times 3 months through the facility
Quallty Assurance & Performance Improvement
program, then review/assess for need to
continue. The pian will be reviewed and revised
at indicated and staff will be reeducated as
needed.
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‘The facifity will conduct an annual review of its

IPCP and update their program, as necessary.
This REQUIREMENT s not met as evidenced
by:

Basad record review, observation, facllity
procedurs and staff interview the facility failed to
provide cares in a manner to prevent infection for
1 rasident of 1 resident reviewed with a urinary
catheter {Resident #180) and failed to review the
facility infection control procedures at laast
annually. The facitity reported a census of 35
residents.

Findings included:

1, An admission MDS (Minimum Data Set)
assessment, dated 11/1/18, documented
Resident #180 was admitted to the facility on
11/119. The MDS revealad the resident had
short term mamary Impairment, required
extensive staff assistance with bed mobllity,
transfers, dressing, and personal hygiene

Recard roview revealed the resident was
hospitalized fram 11/1/19 10 1N/7H8.

A hospital Discharge Instructions/Orders sheet,

dated 11/7/19, revealed the resident returned lo
the facilily with a urinary catheter for a diagnosis
of naurogenic bladder.

An cbservation on 11/12/19 at 1:34 p.m. revealed
the resident sitfing in a recliner chair in room and
a urinary collection bag without any type of
privacy/protective bag touched the floor.

An obsarvation on 11/13/19 at 6:50 a.m , revealed
the resident in bad, her urinary collection bag
hanging on the side of the bed, and the catheter
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{ubing lay on the floor An observation at 7:50
a.m. revealed the calhater tubing remained on
the floor.

During an observation on 11/13/19 at 828 am.,
Staff G and Staff A, CNA's (Cerlified Nursing
Assistants) {ransferred the resident fram the bad
to a recliner chair. Following the transfer and
completion of caras, the staff left the raom and
the bottom of {he resident's urinary collection bag,
without a privacy/protective bag, and part of the
tubing touched the floor

During an observation on 11/14/19 at 7:45 a.m,,
the resident was in bed and the entlire urinary
collaction bag and tubing fay on the floor beside
the resident's bad. The Corporate Nurse
Consultant and DON {Director of Nursing) verified
the abservalion and stated the tubing and urine
collection bag needed to be off the flaor and in a
privacy bag.

The facility Nursing Prodecure Manual for
Catheter Care, dated 01/2013, documented staff
needed to place the catheler drainage bag on the
bed frame.

2. During review of the Infection Control policies
and procedures manual on 1111319, the Annual
Review signature sheet last review dale was

F 880
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During an interview with the Directar of Nursing
{DON) at 5:51 PM on 11/1319, she stated the

would expect this to be dane annually.

Infection Contral palicles and precedures manual
was not reviewed annually The DON staled she
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