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INITIAL COMMENTS

Gorrection Dale 1 2-1%-¥a )
Are-cexfiflcalion survey and investigation of
complalnts #88993-C, 86892-C, 88037-C, and
85425-C completed 11/18-21/19 resulted In the
following defidencles. Complaint #86037 and
#86682 wera substantiated. Complaint #86993
and #85428 were nhot substantiated,

See Code of Federal Regulations (42CFR) Part
483, Subipart B-C,
Notify of Changes (Injury/Decline/Room, etc.)

CER(s): 483.16{g}14)(1)-(iv){15}

§483.10(g)(14) Natification of Changes,

(1) A faciitty must Immediataly Infora fhe reaident;
consult with the resident's physician; and nofify,
consistent with his or het authority, the resldent
representativa(s) when there is-

{A) An accident Involving the resident which
results in injury and has the potential for requiring
physlcian intervention; )
(B) A ignificant change In the resident's physical,
mental, or psychosocial status (thatis, a
datericration In heslth, mental, ar psyshosocial
status in alther life-threatening sonditions or
cliniéal complications);

{C) Aneed fo glter treatment significantly (thet is,
a need to disconlinue an existing form of
freafment due to adverse consequences, or to
commenee a new-form of freatment}; or

{1} A decision o transfer or discharge the
rasident from the facility as spscified in
§483,15{c)(1){1.

(it} When making notification under paragraph (g)
(14}{(i} of this saction, the facility must ensure that
all petiinent informatien spacifiad in §483.45{c)(2)
iz available and pi o\.rided upon reguest to the .
physnclan

Fooo

F 580

LAHCRATORY DIRECTORS OR PROVIDERSURPLIER REPRESENTATIVES SIBRATURE

TITLE

X8} DATE

Any daflclancy siatement ending with an asterisk (%) denotes a deflclency which the Instilulon mey be excused Fom carrecting providing it s determined that
other safeguards provide sifficlent prolection fo the patlents. (Sea Inatructions) Exceptfor nurslng homes, the findings stated abave are disclosable 80 days
following the date of aurvey whether or hol a plan of cortection is providad, For nursing homes, the above findlngs and plans of correctlon are diaclosable 14
days followlng the date these documents are made avallable fo the facility. If deficlancles are cited, an approved plan of correction Is requisite to continued
pragram participation.
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(iily The facility must also promptly notify the
resldent and the resldent representative, If any,
when there is-

(A) A change in room or roommate assigmment
as specified in §483.10(e)(6); or

(B) A changs In resident rights under Federal or
State law or regulations as specifled in paragraph
{o){(10} of this sectlon.

{iv} Tha facility must record and perfodically
update the address (mailing and email) and
phone number of the resident

representative(s).

§483.10(g)15)
Admisslon to 8 compostte distinet part. A facility
that is a composite distinet part {as defined in

§483.5) must disclosa in ils admission agreemsnt

its physlcal configuration, including the various
lecations that comprise the composite distinot
part, and must speclfy the policies that apply te
raom changes heiween lts different locations
under §483.15(c){o). ;
This REQUREMENT I3 not mel as evidenced
ty: -
Based on record review and staff interview, th
facility failed o notify a Physician in & iimely
manner In regards to & skin condition for 1 of 13
active rasidents reviewsd (Resident #17) and
failed to nofify the family of a change in
madication for 1 of 13 active restdent's reviawad
{Resident #8). The facility reported a census of
21 residsnis.

Findings includad; .- e

1. According to a Physician's Order Report form
dated 8/18/2019-8/8/2018, Resident #17's
dlagnoses Included paraiytic syndrome, The
order form included an order for baby powder
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with corn starch to any area that produced heat
and redness such as abdominal folds and groin
areas.

A Minimum Data Sat (MD8) Assessmant dated
72919, identified the resident's Brief intarview
Mental S{atus (BIMS) score as 14, Indicative of
fully Intact cognifion.

A Nurse's Nate dated 8/22/19 at 4:00 P.M,,
ravealed the resident had loose stools and
described his groln and rectal aren as bright red,
Staff docurmented a facsimils {fax) had been sent
1o his Madicat Provider for an order to resciva the
frritatlon, Further record review revealed no
record of 4 fax belng sent to a Medical Provider.

A Nurge's Note dafad 8/25/1% at 3:00 P.M.,
revesled the resident reported pain in his graln
from [rritation and noted powder thick in his graln
cregses, Siaff documented a fax belng re-sentto

-the resldant’s Medlcal Provider with a request for

antifungal cream. Further record raview revsaled
no fax sent to a Medical Provider,

A Nurse's Note dated 8/29/29 &t 7:30 AM.,
ravealed the residant’s groin remained reddened,
but improved,

A Nurse's Note dated /2119 at 5:30 A.M,,

revealed the resident continued with arash Inhis -

groln.

A Nurse's Note dated 8/21/19 et 2:70 P.M,,
revaaled staff faxed a Madical Practioner in
regards o the resident's groln rash and
raquestad a medication fo treat the area.

A Nurss's Note dated 9/23/19 at 1:.05 P.M.,
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reveaaled staff racelved an order for Nystatin
powder to the resident's groln rash,

Review of Resldsnt #17's Medfcation and
Treatment Flowshests dated 8/1/19- 8/31/19,
revealed ho medication orders or freatment
orders for the resident's gron rash,

During interview on 11/21/19 at 7:.30 A.M,, Staff L,
Registarad Nurse (RN) confirmad if & response
had not been received from a fax sentto a
Physician in regards to a medical condition,
Nurses are to re-fax the Physician.

During fnterview on 11/21/19 af 8:50 A.M., the
facllity Director of Mursing (DQON) stated she
expected nurses to re-fax a Physician no later
than 1 week aftér ho response had heen aftained
from an [nitial fax.

2. According to the MDS agsessment, datad
714118, Resident #8 scored 7 on the BIMS,
Indicating severe cognitive impairmant. The
resident received scheduled pain medication,

The Nurse's Notes datad 9/10/18 documented
the resident transferred and admitted to the
hospltal for pneumonta.

A hospltal Clintcal Summary dated 8/13/19
Included orders to stop taking Hydrocodona
(narcotic paln medication for moderate to severe
pain) 2 times a day. ’

The Nurse's Notes dated 9/13/19 at 2 p.m,
documanted the resldent retumed to the facllity
with new ordars for an antibiotic and the
resident's Hydrocedone discentinued. The
rasident's family member visited and awarg of the
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F 580 | Gontinusd From page 4 £ 580| The facillty has reviewed Its practices
resident's dlagnosis and new antibiotic., : regarding notifying physicians. The

A Skifled Daily Nurse's Note dated 9/7/10 at 4 ' DON or theif designee will review Fax :
p.m. documented the resident complained of i Out’s to the physician weekly X4
abdominal discomiort, crying out and swearing. i

The rasident’s family mergwber afternpted to calm weeks, then monthly X12 months to
the residsnt, The physidian made rounds and the
family member requested fo restart the
Hydrocedone 2 fimes a day.

assure timely physician notification.
Charge nurses have been educated
" on the physiclan and family

During an intervlew on 11/20/19 at 9:32 am. the natification protocols. Skin .
resident's family membar stated the doctor came A .

to see the resident bacause she had so much ! assessments will be audited weekly :
pain, She sald the doctor told her she had : X4 weeks and monthly X12 months by |

accidentally talken the resident off Hydrocodona tn
the hospital. The family member stated she did
not know this, and thought she shauld have baen
notified.

the DON or their designee. Any
ongoing concerns will be addressed
with the QA committee, This
represents the facilities credihle

During an interview on 11/21/19 at 8:10 a.m, the

DON and the interim Administrator stated they falt allegation of compliance as of 12-4-
it was tha hospléal's responsibility T tall the family L 19, - ’
of changas made whils hospitglized.

F 684 Safe/C‘leaniGomfortablelHamellke Environment F 684 -

88=E | GER(8): 483100 1(7)

§483,10() Safe Environment,

The rasident has a right fo a safe, clean,
comfortable and homeilke enviranment, including
but not Bmitad fo receiving treatment and
supports for dally iving safely, -~ — -

The faciffty must provide-

§488,100)(1) A safa, clean, comforiable, and
homelike environment, allowing the rasident to
usa his or her parsonal belongings to the extent
possibla,

{i) This includes snsuring that the resident can

i FE)RM CMé~25s7(02—99) Pravious Verslons Obsolate Event ID: S7ON1i Faeillly I; 140442 - Hfeentinuation shest Page 5of 34
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F 584 | Continued From page & F 584

recelve care and services safoly and that the
physloal layout of the facllity maximizes resident
independence and does not pose a safaty risk.
{11y Tha facility shall axerclsa reasonable care for
the protectlon of the resident's proparty from loss
or theft,

§483.10(}(2) Housekeeping and maintenance
setvices necessary to maintain a sanitary, orderly,
and comfortable Interior;

§483.10(1)(3) Clean bed and bath linens that ars
in good condition;

§483,10()(4) Private closat space In etich
resident room, as spaciflad in §483.90 (@){2)(v);

§483.10{i}(5) Adequate and comfortabfe ighting
levels in all areas;

§483.10(1)(8) Comfortable and safe temperature
levels. Facllilies |riltially ceftifiéd after Oclober 1,
1990 must malntain a temperafure range of 71 to
B1°F; and -

§483.10{¥7) For the maintenance of comfortable
sound levals.

This REQUIREMENT ls not met as evidenced
by:

Based on observation, racord review and staff
interview, the facillty falled o assure the
resident's had a safe, clean and homelike
evironment, The facility reported & census of 21
dresidents, . .. . . . ... ._

Findings Inctude;

During obssrvation on 1171849 at 2:22 p.m,
AR

noted the following;
FORM UM3-2067(02-98) Proviows Varslons Obsalets  Event ID:S7OR11 raghiior mesaz IF cansinuation shaet Paga & of 34
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F 684 | Continued From page 6 F 684 ;The two windows to the east In the :
a. 2 windows to the east in the common area | common area have been closed and |
were warpad to the pelnt they had gaps betwaen I? latched securely on 11-19-19. The !
:I;?ﬁ;v;nio;: aasnd the window frame, with noted | ca rpet in the commons area, nurses
b. The carpetin the cammon areas had large E station and down the east hall have
da?c ds'lcain?hln multiple fatrl:)aus. Sta;:ns w?rerle 3'!30 ! been cleaned with a carpet
noted In other areas of the carpeting, including |
across from the nurses station and down the east | shampooer on 12-5-19. Dark stain In
hall. There ware dark stains on the catpst in the i the southwest corner of room 30 has
southwest cormner of room 30 and a dark stain on . Lo
the carpet in foom 106, | been cleaned along with carpsa? In
¢. The south wall In room 110 looked marred or i room 105 on 12-5-19. The facility :
dirly. | realizes the need for new flooring and :
d. The west door to the kftahen had a grimy : & '
{ area in front of it, I is currently getting quotes to obtain
. White stains on the carpet by the sast and | new flooring. The whirlpool room Is
i 8a. ! i
wast walle of the dining area | currently under construction and i
During an inferview on 11/19/19 at 2:58 pam. the i quotes to replace wall and flooring f
Administrator concuirred the windows wers In i are being completed. The south wall
nead of repalr of replacement, She confirmed !
the carpet had stains"shd ¢idl not ldok homelike. in room 110 was cleaned as of 12-5- .f
our s sorvati 12019 ot 267 i 19. The west door to the kitchen was |
uring an observation on at 2:57 p.m. - "
the wall south of the (whirlpool) tub had ssveral cleaned as of 12-5-19. The dining :
inches of damage with black discoloration from 1 room carpet by the east and west f
the floor up, with & lesser degres to the west walk,
The heat register was loose and a potential walls were C]eanEd asof 12-5-19. Any
hazard. The lincleum flooring had areas with ongoing concerns with be addressed
holes or gauges mak!ng ft unsanitizable. 1 with the QA committee. The
Diuring an Inferview on 11/20!‘}9 at 3:22 p.n, the k represent the facflitles credible
Malntanance Man stated he had worked at the i allegation of com pliance dated 12- 13‘ .
facllity for about 2 weeks and he did help put the | 4a
new whirfpool in, He knew of ths issuss In the i '
whitlpael roem and thought they nesded to da
something with the wall and with the floor.
F §G8 | Not Employ/Engage Staff w/ Adverse Actions F 806
FQRM Cva-2667{02-98) Previous Verskons Obsolete Event ID; STONT Facifly 10; 1ADG4z ) ' I# continwration shaet Faga 7 of 34



PRINTED: 12/05/201%

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
GENTERS FOR MERICARE & MEDICAID SERVICES OMB NO. 0938-9391
STATEMENT OF DEFICIENCIES (%1} PROVIDER/SUPPLIERICLIA 2) MULTIPLE GORSTRUGTION (13) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
165488 B.WING 14/3172018
NAME OF FPROVIDESR OR BUPPLIER STREET ADDRESS, GITY, §TATE, ZiP GODE
PEARL VALLEY REHABRILITATION AND NURSING AT SUTHERL 818 RAST FOURTH STREET
SUTHERLAND, IA 51058
(X0 SUNMMARY STATEMENT OF DEFICIENCIES n " PROVIDEFR'S PLAN OF GORRECT|ON o5
PREFIX (EAGH DEFIGIENGY MUST BE: PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE GOHPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATIGN} TAG GROSS-REFERENGED TO THE APPRGPRIATE PATE
DEFIGIENGY)
F 808 | Continuad From page 7 F 608
85=D | GFR(s): 483.12{a)(3)(4}

£483.12(a) The facility must-

§483,12(a)3) Not employ or otherwise engage
Individuals who-

(1) Have been found guilty of abuse, naglest,
exploitation, misappropriation of property, or
mistreatment by a court of law;

(if)y Have had a finding entered into the Slate
nurse aide regisity concemning abuse, neglect,
explottafion, mistreatment of rsaldents or
misapproptiation of thelr property; or

(it} Have a disciplinary action in effect against his
or her professional idense by a state licensure
body as a vesult of g finding of abuse, neglect,
sxploitation, mistredtmant of rasidants or
misapprogriation of rasident property,

§483.12(a){4) Report to the State nurse aide
ragistry or licensing authorlfies any knowledge it
has ¢f actions by a'court of law dgainsi-an
smployes, which would Inaleate unfitness for
service as a nurse alde or other facllity staff,
This REQUIREMENT is not met as evidenced
by

Basad on employee file review, staff interview
and pallcy raview, the facility falled to recsive a
racord check evaluation from the Department of
Hurnan Services in rsgards to a perspective
employess-criminal conviction prior to hira, for 1
of & employee files reviewsd (Staff J). The facility
reported a census of 21 resldants.

Findings includad:

Review of Staff J's amployea flle revealed a hire
date of 5/13/19 and job stait date of §18/19,

FORWM CMS-2667{02-98} Previois Varslons Dbgolele
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F 808 | Contlnued From page 8 F 606
Staff J's Single Contact License & Background
Ghagk (SING) form dated 5/13/19, revaaled
further research requirad Inte the staff members
criminal histary.
Review of a lowa Depariment of Himan Services
{DHS)} Resord Chack Evaluation form, with a
facsimiles date of 5/28/19, revealad tha facility had : - . .
not recelvad clearance from DHS unfll 5/28/18 for :-'The facility administration has
Staff J's clearance to work in the facility. i reviewed the procedures regarding
Afime card report form revealed Stafé J worked in ; Tecord check evaluations on new
the facllity 54819, BH18M8, B/23/19, 52419, i employee’s, to have completed prior
B/25/19, 5/26/29, 6127/29 and 5128/19, | to being employed, The
Review of a faﬂillf}} Abuse, Meglect and f Adminlstrator or thelr desigﬂee will
f)éploiiaﬁon peticy, ot dated, included the I review record check evaluations prior .
following: i . :
Employes Sereaning: Background chacks shauld i to new employees starting. The
he conducted on emplayses prier to or at the time { Administrator or their designee will
of employiment by facility admintsteation in ! review ;
Acoordance vith applicable state nd federal ; review any issues with the QA
regulations. comnittee, This represents the f
: i facilities credible allegation bf
During interviaw on 11/19/19 af 12:30 P.A., the I i ) s
Pravisional Administrator stated she had no i compliance dated 12-13-18.
knowledge in regards to Staff J and her siart date '
prior to a DHS record check evaluation, _
F 657 | Care Plan Timing and Revision F 687
B8g=n | GFR{g): 483,27 (L)(2) (I}-{lii)

§483.21(b) Comprehensive Care Flans
§483.21(b})(2) A comprshensive care plan must
be- - .

(i) Devalopad within 7 days afler completion of
the comprehensive assassment.

{ll} Prepared by an inferdisciplinary team, that
insludes but is not limitad to-- |

FORM CMB-2567{02-98} Praviteis Varslons Cbsolste
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{(A) The aitending physician.

{B) Aregisterad nurae with responsihiiity for the
resldent,

(C) A nurse alda with responsibility for the
resident,

{2} Amember of food and nutrition services staff,
(E) To the exlent practicable, the participation of
the resident and the resident's representaive(s),
An explanation must be included in a festdent's -
medical record if the particlpation of the resident
and thelr resident represaitative [s determined
nof practisabls for the devslopment of the
tesldent's care plan.

{F) Other appropriate staff or professicnals in
digcipliras as determinad by the rasident's needs
or as reguested oy the resident,

(iReviewad and revised by the interdisciplinary
team after each assessment, including both the
domprehansive and quarterly review
assessments.

This REGUIREMENT s not met as evidenced
by - - A

Based onh record review and staff interview, the
facility falled to update the care plan for 1 of 13
residents reviewed (Resldent #18). The facility
reported census of 21 residents.

Findings include:

According to the Minfmum Data Set assessment,
dated 10/30/19, Residant #18 scored 4 on the
Brief Intarview for Mental Status, indicating
agvara cognitive impairment. Resident#18's
diagnoses included urinary tract Infection,
multiple drug resigiant organism and Alzhsimer's
diseass,”

A facsimile (fax} dated 11/7/18; nofified the

physiclan the lab reported the resident had
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F 657 | Continued From page 10 F 857
positlve results for Glostridium Difficile (bactertal ; . .
inflammation of the colon) and had recantly been ; Education was provided to charge
treated for the same. The physician orderad . nurses to update the care plan daily
Vancornysin for 10 days, . . .
. regarding any type of significant
Durlng an observation on 11/19/19 at 1:39 pam, a - change regarding the residents plan
:ﬁg;;:tfde the residents door contained of care on 12-11-19. DON or their
 designee will review care plans ;
During an Interview on 11/12/18 at 1:44 p.m. Staft ' frequently to ensure '
M, Cariified Nursing Assistant (CNA) stated the  [reduently appropriate
resldent was on contact precautions, + Interventlons are in place. DON or ‘l
; their designee will review any issues
The curent Care Plan lacked identification of the * with the QA it \ ’
resident requifing contact precautions or : committee. This
Interventions. : represents the facllitles cradible :
; allegation of i 43
During an interview ot 11/20/19 at 19:32 a.m. the : § compliance dated 12-13 :
Direstor of Nursing staied the Care Plan should i 19.
hava bean updated with the ¢-diff and isolation !
precautions,
F 881 | Disghargs Summary F 681
88=0 | CFR(s): 483.21{GH2)(Iiv)
§483.21(c)(2) Discharge Summary
When the facility antictpates discharge, a resident
must have a dischargs summary that includas,
kut s not Hmited to, the following:
) A recapltulation of the resldent's stay that
inclucles, but is not limited fo, diagnoses, course
of llness/tremtment or tharapy, and pertinent lab,
radiology, and consultation results,
(1) A final summary of the resident's status to
| mclude ltams in. paragraph (b)(1) of §483.20, ai
the time of the discharge that Is available for
release to authorlzed persons and agancies, with
the consent of the resldent or resident's
reprasentative. '
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Continved From page 11

(i) Reconciliation of all pre-dischargs

medloatlons with the.resident's post-discharge .. .
medications {both prescilbed and

over-tha-couniar).

(Iv) A posi-tlischarge plan of care that is
developad with the participation of the resident
and, with the resident's consent, the rasidant
representative(s), which wili asslet the resident fo
adjust to his or her new fiving stwironment. The
post-discharge plan of care must indicate where
the individual plans to regide, any arrangemsnts
that have been made for the tesident's follow up
care and any post-discharge medical and
nor-medical pervices.

This REQUIREMENT s not met as evidenced
hy;

RBased on record review, staff Interview and
policy review, e facliity fallad fo complete a
discharge summary with a recapitulation of the
residant's stay at the time of discharge frem the
facility, for 1 resident discharged t¢ home
({Resldent # 25). The facility reported a census
of 21 residents.

Findings included:
Record raview revasled a facsimile datsd 9/5/19

and an order for the resident to he discharged to
homs oh $7/80.

- | & Physician Note datad 9/6/19, revealed Resldent

#25"s Physlclan documented the resident had
known medical conditions that included

_Lhypeitension, chroni¢ kidney diseass, shronic

petipheral edema, atrial fibrillation, arthritls and
degenerative digc disease.

Reviaw of Nurse's Notes dated 8/7/19, ravealsd
tha resident's family arrived af the facliity to.

F 861

4
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The facility has reviewed its
' recapitulation policy on all
- discharges. Charge nurses have been
Resident #25's record lacked a discharge

i ischarge
summmary and recapitulation of the resident's slay : educated o-n the di -g
at the facility. i recapitulation and that it Is to be
i

i completed for every discharge and to
During intervlew on 11/20/19 at 12:22 P.M,, the - d t t 12
facillty Director of Nursing confirmed she had not  include all other departments on_
bhaen aware of a recapitulation requlrement at the i 13-19. DON or their designee will
tme of a resident's discharge to home. . perform random audits on all

A facility Discharge to Home Pollcy and i discharge recapitulation. Any issues
F‘rocedure, witlh 8 raview datez of 2/22/08, % will be reviewed with the QA
included a policy for @ach resident to have the : ] R ts th
proper documarviztion In a resfdent's chert upon ; committee. This represents the

F 661 | Cantinued From page 12 F 661
disscharge the resident ta her home,

dlscharge from the facility. The procadure { facilities credible allegation of
directed stalf to complete a discharge suninary } L.
ahd recapitulation of a resident's stay in the ‘.com pliance dated 12 15. 19,
facility, :

F 677 | ADL Care Provided for Dependent Residants FB77

8=k GFR{s): 483.24(a)(2}

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

This REQUIREMENT s not met as evidenced
by:

Based on obssrvation, record revisw and staff
interview, the facility failed to assure residents
= | unable to cany oul aclivities of daily living {ADL's)
received the necessary services to maintain
grooming, and personal and oral hyglena fer 4 of
13 regidents reviewed.(Resident #1, #3, #4, and
#20). The facility reported a cenaus of 21
residents.

Findings Includs:
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Fe77

| with gait bett, The resident had 1ine

Continued From page 13

1. According to the Minimum Data Set (MDS)
assessment, dated 81719, Resldent #1 scored 3
ch the Brief Interview for Mantal Status (BIMS),
indicating severe cognitive impainnent, The
rasidant recelved extensive assistancs with
bathing. The residant's diagnosas included
Alzhelmer's disease.

The ADL Flowshest indicated the resident would
have a bath on Tussdays and Fridays.

A review of Weakly Skin Assessments, ADL
Flowsheets and ADL sistus sheets revealed the
résicdent had no documentation of receiving a
bath batween 7/9-16/18, 7/20-27/18, T127-8/6H9,
B/20-27/19, BI27-813/19, 11824117, 1011-7/18,
and 10/8-15/99,

2. Agcording to the MIDS assessment, dated
10/5M9, Resident #8 scored 5 on the BIMS,
indicating severe cognitlve Impairment, The
resident dependad on staff for toilet use and
personal hygisne. Tha resident's diagnosss
included Alzhelmer's disease.

The current Gare Plan edited 1041 7/19, ideniiflad
the residant had urinary incentinence. The
intetvantions included providing incontient carg
2 fimes a day and as needed.

Durlng an ohasrvation on 11/19/12 at 11:02 a.m.
Staff A, Cartifled Nursing Assiatant {CNA) and
Stalf M, CNA fransferrad the resident to the tollst

incontinence. When finished on the toilat Staff A
wiped the rasident's anal area 3 imes with
disposable wipes. Staff removed glovas and

pulled up the resident's pants. Staff falled to clean

F&77
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1 the rasident's t6p denture in. Staff wheslad the

the resident's greing, peringat or suprapubic
areas.

During an interview on 11/21/19 gt 8:10 a.m., the
Director of Nureing {DON) stated she expacte
complete incohtinent care. She stated a resident
should be cleansed in the front as well as the
back, '

The facility Peri Care Pollcy and Procadure dated
9/26/18, included wiping all axposed areas
contaminated with stoo] or urine,

The current Care Plan edited 10/25/19, identified
the resldent had a self care deficit. The
interventlons included providing dertureforsl care
with a.m./bedlime cares,

During an observation on 11/20/19 at 7:20 a.m.,
Staff G, ONA and Staif I, CNA provided a.m.
cares including perleare and dressing. Staff) put

resident to the dining roam without brushing her
bottom teeth,

Dufing an tnterview on 11/20/19 at 12:43 p.m,
Staff C confirmed they did not brush the
resident's lower teath,

Duiring an interview on 11/21/19 at 8:10 a.m. the
DON stated she expected staff to brush the
resident's testh with a.m. cares,
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3. According to the MDS dated 2/13/19 Rasident
#14 required physical asslstance with bathing.

A Care Pian with & problem start date of 3/9/17,
documented Resident #4 hed a problem related
to a self care deficit. The Care Plan included an
approach for staff to provids the resident with a

whirlpool (wip) bath, shower or bed hath 2 times
a week.

Review of an Agtivities of Daily Living (ADL) flow
shaat dated 8/2019, showead staff documented 1
whirlpool bath, shower or bed bath giveh between
the dates of 85 and §/31/19 (16 days}. Staff
documented the only bath or shower given
batwean those dates hiad baen given on 8/9/19,

Revisw of an ADL flowsheet and ADL Satus
shests dated 9/20119, revealed sisff documentsd
5 baths and/or shower given during the month
{rather than 9 baths ss scheduled),

4, According to the MDS dated 11/5/19 Resident
#20 raguired physical assistance with bathing.

A Care Plan with a problem start date of 8/19/18,
documentad Resident #20 had a preblem related
to a self care deficit, The Care Plan Included an
approach for staff fo provide the resident with a
whirfpool bath or shower 2 times a week,

Reaview of an ADL flowsheet and Stalus sheets
datad 9/2012, documented the resident received
1 bath/showar the weeks of 8/8 and 9/15 and
racalved no bath/shower between 9/22/19 -
8/30/19,

During Interview on 11/18/19 at 9:60 A.M,, Staff A,
Certifiad Nurss Ald (CNA), repatted the faciilty
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had problams with the w/p tub “forever”, She
stated approximately 2 weeks ago staff showerad
the resldents In the Beauty Shop showsr unfil that
showar quit working and all resldents recslved
bad baths for approximately 1 week, StaffA
conflrmed the only shower in the facility as the
Beauty Shop showar. Staff A stated the facility
replacad the wip tub approximatsly 2 weeks ago.

During Interview on 11/16/19 at 11:15 AM,, Staff
K, facllity Malntenance Suparvisor, stated there
had baan a problem with the facility wip tub
between 4/2018 - 10/2019. He stated there had
teen problems with the door on the fub and the
tub fesked. He reportad svary faw wesks nursing
staff reported a problem with the toh, he jooked at
it and got the tub up and rupning untit it
sompletely quit running around 1144418,

During interview on 11/18/19 at 3:50 P.M,, the
Provislonal Administrator stated the wip tub had
not beenin operation for approximately 1 1/2 -2
wesks, She stated during the time the wip tub
had not been working, the rasidents ware .
showered in the Beauty Shop shower or given a
bed bath.

During interview on 11/20/18 at 12:30 P.M., Staff
C, GNA stated during the time the w/p tub had not
worled, the Beauty Shop shower draln had not
worked and had been unable fo use that shower
for approximately 2 weeks. Staif C stated during
the time the shower had bean down, all residents
regelved bed baths, Steff C stated durlng the
Himes sha assisted resldants with a bath or
shower, she documented the bath or shower on
the rasilent's ADL flowshesl.

Durlng interview on 11/20/19 at 1:0 P.M,, the

3

! Certiffed Nursing assistants and

{ charge nurses were educated on in

l the moment documentation on 12-6-
§ 19, Charge Nurses have been
educated on making sure all
documentation is completed before

: any employee leaves their shift.

| Facilities whirlpool has been fixed as

; of 11-4-19, Audit’'s will be co.mpl'eted
i daily on bathing X1 week, then
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facllity Director of Nursing (DON) confirmad the i months by the DON or their designee. -
w/p tub had been unavailable between the datss : . . |
of 10/18/19- 11/4/19. The DON reported the  Audits on oral care will be completed
Beauty Shop shower had naver been unavallable ! Weekly Xdweeks, then bi weekly X1
for the residents use. | month, and then monthly X12

During felephone inferview on 11/2049 at 1:10 ! months to assure adequate oral care
P.M., the facllity Corporate Malntenance - Is being completed. Any Issues with
Supervisor stated the Beauty Shop showar never )

" | had a problem with the drain and had never bean | bathing or lack of documentation or

unavatiable for the residents use, i Issues with oral care will be reviewed |

| s .
During Interview on 11/21/18 at 8:86 AM,, the : with the QA committee. This
DON stated she expected staff to dosurment a ! represents the facilities credible
bath given onan ADL flowsheet. She stated she allegation on compliance dated 12-
felt beteuse the faclity requirad the use of 1319
Agenay staff, batha ars not always belng R
documented.
F 889 | Free of Aucident Hazards/Supervision/Davices F 889
58=0 | CFR{s). 483.25(d){1){2)

§488.25(d) Acdldants,

The faciiity must ensure that -

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

§483.26(d)(2)Each resident recelves adsquats
supsarvislon and assistance devices to prevent
aceidents,

This REQUIREMENT is not met as avidenced
by. : :
Based on record review and staff interview the
facility failed to assure appropriate footwear was
warn par the sare plan Interventions to prevent
falls for 1 residant reviewed (Resident #18). The
facility reperied 8 census of 21 residents.

Findings inaluce:
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According to the Minimur Data Set {MDS)
assessment, dated 10/30/18, Resident #18
scorad 4 on the Brief Intesview for Mental Status
(BIMS), Indlcating sevarae cognitive impairment,
Resldent #1's diagneses Insluded urlnary tract
infection, mulliple drug resistant organism, and
Alzheimer's dizease.

A Fall Scene hvestigation dated 7/12/16 al 8:00
p.m. documentad the resident found kneeling in
front of the recliner. The resident had bare fest,
The new intervention includsd grippar socks at
night.

An incldent/Accident Report dated 8/1/19 at
40016 p.m,, tocumented the resident yelled for
help and stated she tried using furniture to get to
the bathroom and the recliner maved. She said
her fast got fangled and stalf found her sitting on

| the floor with her feet under her recliner.

A Fall Sgene Invstigation for the 8/1/19 fall
dooymenled the rasident had barefest,

The current Care Plan, edited 10/25/18, identiflad
the resident at rigk for falls, Tha interventions
included gripper sacks at night dated 7/15/19 and
iry to assure the resident had proper
well-maintained footwear, dated 5/16/18.

An Incident/Accident Report dated 10719719 at
11:35 pat, dosumsnted helped the resident to
her bathroom 3. méinutes prior, then a Certified
Nursing Assistant {CNA} heard a nolse and fotind

the resident an the flodr of her bathroom,

A Root Cause Analysis tool dated 10/19/18
documsnted the resident had no shoas onh and

(R4} ID SUMMARY STATEMENT OF DEFICIENCIES I 8
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DEFICIENCY)
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‘being putnto place and managed |- — -

All care plans will be revie‘wed'durlné -
care conferences by'the attendee’s
and the DON or their designee, all
incident reports will be audited by
the DON or their desighee to assure
that appropriate interventlons are
correctly. Charge nurses have been |
educated on 12-11-19 to review care |
plans weekly to assure correet '
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did not wear socks, The root causs of the : hterventions are in p!ace and being
incident identified as not wearing proper footwear, ; followed. The DON will review any
The tool Identified the new Intervention to wear | issues with the QA committee. This
appropriate footwear (lready.on the care plan). ! . .
! represents the facllities credible :
During an inferview on 11/19/18 2:27 p.m,, the allegation of compliance dated 12-13-
Diractor of Nursing {DON) stated she expacted T
staff to follow the care plan. j
F 890 | BowelBladder Inconfinence, Cathetar, UTI Fago[™ "7

§8=D | GFR({s); 483,25(e)(1}-(3)

§483,25(s) Incontinance,

§483.26(2){1) The faclity must ensure that
resident who Is continent of bladder and bowel on
admisslon receives servlces and assistance to
maintain confinence unless his or her elinical
candition is of becomes such that confinence is
not posgible to maintain.

§483.25(@)(2)For a resident with urinary
incontinance, hased on the resident's
compiehensive assassment, the facllity must
ensura that

(1) A rasident whio enters the facility without an
indwalling catheter is not cathetsrized unless the
resident's clinical condition demonstrates that
catheterization was necessary;

{il) A residant who enters the facility with an
indwealling catheter or subsequently recelvss cna
Is asgessed for removal of the catheter as soon
as possibls unless the resident's olinical condition
demonsirates that catheterlzation is necessary;
and

(i A resldent who Is Incontinent of biadder
receives appropriate treefment and services to
pravent urinary tract infections and to restore
cuntinence to the axient possible,

i
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§483.25(e)(3) For a resident with fecal’
incontinencs, based on the rasidsnt's
comprehensive assesament, the facllily must
ensure that 4 resident who Is incontinent of bawet
recelvas appropriate freatmeant and services fo
restore as much normeal bowel function as
possible,

This REQUIREMENT g not met as evidenced
by:

Based on obaervation, record review, and staff
interview, the facllity failed 1o assure petlneal care
performed in a manner to prevent infection for 2
of 3 residents reviewed (Resldent #1 and #8),
The faciiity reported a census of 21 residents.

Findings include:

1, According to the Minimum Data Set {(MDS)
assessment, dated 8/17718, Residant #1 scored 3
on the Brisf Interview for Mental Status (BIMS),
indicating ssvere cogniive Impairment, The
resident required extensive assistance with toilet
use and persenal hyglene and had cccaslonal
bowel and bladder Incontinence, The resident's
diagnoses jholuded Alzhsimsr's disease.

The current Care Plan edited 10/25/19, identified
the problem urinary Incontingnge. The
interventions included provision of incontinant
care after sach Incontihent epigods.

During an obsetvation on 11/20/19 at 8:83 a.m.
Staff C, Certifled Nursing Assistant (CNA} ang
Staff i, GNA assisted the resident with e.m. cares.
Staff wallked the resideni to the tollet, The
resident urinated and had a bowel movement
{bim) on the toilet, Staff | winad resident's anat
arga of bm 3 imes with disposable wipss, then

[ pulled clean wipes cut of the packet with the
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same gloved hand and handed to Staff G who
wipad the resident's perineal area.

During an interview on 11/21/19 at 810 a.m. the
DOM stated staff should changs gloves after
cleaning bm, before handling wipes to clean the
perinea! area,

2, According to the MDS assessment, datad
10/5/1€, Resident #8 scored 5 on the Brief
Interview for Mental Status (BIMS), indicating
savere cognifive impairmant, The rasldent
depended on staff for toilet use and personal
hyglena and had fraquent bowel and bladder
incontinence. The resident's diaghoses indudsd
Alzhislimer’s discase.

The current Care Plar edited 10717717, identiflod
the resident had urinary incontinence. The

intervantlons included providing Incontinant care . Staff 1, CNA and Staff C, along with ali

2 fimes a day and as needed. . :
. I other CNA's have reviewad the

During an observation cn 11/20/19 at 7:30 a.m, ! incontinence care protocols and have |

Staff |, CNA and Staff C, CNA assisted the :
resident, The DON obsarved. Both staff washad ; been Informed that failure to provide °
thelr hands and applled gloves, Staff C used ! appropriate incontinence care to
disposable wipes on the rasident's bilatoral groins | ident resul A

and genltal area, Siaff C changed gloves and [ residents may re u tin d.lSCIp linary
used hand sanitizer. Staff turfed the resident to : actions up to and including

her left, Staff C wiped the cocoyx and anzl arsa . termination as of 12-9-19. Peri ca re

downward (back to front). 5 .
ard (back 1 ) - audits wifl be completed randomly to

During an Irtervisw on 11/21/40 at &:10 a.m., the  assure appropriate peri care and

DO stated she expected staff to wash the anal ! B T
area frant to hack. She sald she noted the staff + hand washing is done by the DON or
wiped in the wrong direction when cleaning the ; { their designee, The DON or their

resident's anal ares. ; designee will take any issues to the

The facility Perl Care Policy and Procedurs, dated i QA committee for reviz_aw. This.
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9/26/18, directed while rasident In sids Iylng
position wipe up the bufteck and anal area with a
clean sirface of the wipe in an upward mation.
Sufficient Nursing Staff

GFR(s): 483.35(a)(142)

§463.36(s) Sufficiant Staff, :
The facitity must have sufficlent nursing staff with
the appropriate competencies and skills sata to
provide nursing and related services to assure
resident safely and attain or maintain the highest
practicable physical, mental, and psychosocial
wali-baing of egeh reslident, ag detemined by
resldent assessments and Individual pians of care
and considerng the number, acuiy and
diagnoses of tha Tacility's resident population in
accordance with the facility assessment reguired
at §483.70(s).

§483.35(a)(1) The faclity must provide services
by sufficient numbers of sach of the following
typas of personnel on a 24-hour basls to provide
nursing cars o all residents in accordance with
residant care pfans

(i) Excepi when waived under paragz‘aph (e} of
this section, licensed nurses; and

(i} Othar nursing personne), including but not
firnitad to nurss aides.

§483,35(a)(2) Excopt when walved under
paragraph () of this saction, the facility must
deslgnate a licensed nurse to serve as a chargs
nurse on gach tour of Juty,
This REQUIREMENT s not met as evidenced
by:

Based on record review, staff intarvisw and
poticy review, the facility failed to hava 2 staff on
duty as reqtlired during a night shift on 8/18/19,

F 690
; 19,

F 725

" represents the facilities credible
 allegation of compliance dated 12-13-'
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The facllity reported a cansus of 24 rasidsnts on
{ 8116719,

Findings included:

Revlew of a facilily Licensed Nurse and Carfifiad
Nurse Alde {CNA) scheduls dated 8/16/19,
revealsd 1 LPN and 1 CNA scheduled to work per
the facility requiremant.

During telephons interview on 11/19/19 at 6:55
AM., Staff H, Licensed Practical Nurse reporiad
he worked alans at the facliity during the Friday
night hours on 816/19. Staff H confirmed he
worked a 12 hour shift on 8M16719 and arrlved at
work at spproximately 6:00 P.M. He steted the
day shift nurse handed him a note that stated the
night shift Gerfiflad Nurss Ald (CNA), called the
fecifity at approximately at 5:45 P.M. and could
not come to work her shift at 10:00 P.M, SiaffH
stated at approximately 6:00 P.M., he called the
Director of Nursing (DON), reported the CNA
assigned ta work the night shift had ealled in and
hot coming to work at 10:00 P.M. Reportedly, tha
DON told Staff H she would call Agency staff to
find a replacement. Staff H statad at 9:00 P.M.,
he called the Agency statiing offices and had
been told no ons had contacted them to replace
the GNA on the hight shift. Staff H stated both of
tha CNA's who worked the evening shift on
8/16/19 had spoken fo the DON and told her they
could not stay to wark the night shift Reportedly
at 10:00 P.M., both of the CNA's who had worked
the svening shift on 8/16/18, left. the buliding and
Staff H stated he worked alone from 10:00 P.M.
oin B/16/19, untll the next morning at 6:00 AM,
Staff H stated he tried to call the DON savera]
times and the calls went diractly to her volss mall,
He statad the Administrator had been geatiing
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manried that weekend and she had baan
unavailable and he calied the fagiilly Corporate
Quiality Assurance Nurse and recelvad no
answar,

During Interview on 11/18/8 at 7:10 AM,, the
fasility Director of Nursing (DON), confirmad ghe
kniew of 1 time when a nurse worked alone In the
facility but tacked remembrance of the date. She
stated at the time she recelvad the call from Staff
H, she instructed him fo have one ¢fthe CNA's

from the evening shift stay to cover the night shift,

Tha DON stated shs had not diractly spaken to
the evening shift CNA's and could not remamber
if sha had bean told the CNA's had not been able
fo stay. The DON stated she received no further
calls from Staff i that night.

During interview on 11/19/18 at 7:35 AM.,, Staff |,
CNA confirmed she worked the moming shift on
8/17/19 at 6:00 AM. Staff { confirmed no GNA's
had been in the building from the night shifi on
8/16/12 and confitmed Staff H had worked alons,

Druring interview on 11/19/19 at 7:40 AM., Btaff J,

CNA, conflrmed she worked the morning shift on
8/17118 at 8:00 AM. Staff J confirmed Staff H
worked alona on the night shift 8/16/19,

During telephone interviaw on 11/19/19 ai 8:28
AN, the fadllity Administrator In-charge on

8/16/19, stated she had nof been aware cf any
incidents of only 1 staff on duty on a right shift,

She stated the DON usually comes in and covers

at the thnes of no CNA avaitable to work,

During interview on 11/19/19 at 10:30 AM., the
DON confirmed no GNA had ¢locked fn on the
night shift of 8/16/19,

| The policy has been reviewed

| regarding Eriployee call in’s for
i coverage by the DON and
i Administrator. All employees have

| been educated on the policy and the
r requirements regarding call in’s. The

| DON or thelr designee will be notified
| of all call in's to the facility so the

DON or deslgnee can address
f appropriately. The DON or designee
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A facliity Employee Govarage for Gall-Ing policy,
with a revisad date of 3/1/08, revealed the
following:

In the event an empioyee calls off thelr shift, &n
amployes from tha previous shifft will be hald over
untll coverage can be fourd and is In tha bullding,
Nurse Aide Peform Review-12 hriyr In-Service
CFR(s): 483.55(d)(7)

§483.35{d)(7) Regular in-sorvice education,

The facility must complete a parformance raview
of evary nurse aide at least once every 12
months, and must provide regulaf inservice
education basad on the outcama of these
reviews, In-service training must comply with the
requiremeants of §483.85(g).

This REQUIREMENT is nol met as evidenced
by:

Based bn employee fila review, polley revisw and
staff Interview, the facility failed to ensura
Certified Nurse Aldes completed: 12 hours of
In-service education per year far 3 of 5 smployes
files reviewed { Staff A, E and F) and falled to
compiete an annual [eb performanca avaluation
for 1 of 6 employaa records raviswed. The facllity
raporfed a8 census of 21 residents.

Findings included:

1. An Active Employee list dated 11/18/1¢
revealed Staff A's hire date of 10/20/18, StaffA's
in-satvice transcript ravealed she completed 6
hours of fralning for ysar sinca her anniversary
date of hire.

2, An Active Employee list dated 11/18/18,
revealed Staff E's hire date of 5/8/09. StaffE£'s

F725| | will review any Issues regarding the

k3

F 730

: call in policy with the QA committee,

! This-represents the facilities credible
. allegation of compliance dated 12-13- :
‘19, '
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F 720 Confinued From page 26 F 70| i Staff e.ducatlon for zj\II e:'mployees will{
in-servica transcript revealad sha completed 6.26  be reviewed on their hire date by the;
hours of tralning for the year since her : DON or thelr designee. Staff who fail ;
anniversary date of hire. i to have their 12 hours of education
4, An Active Employee list dated 11118118, ‘ by their 12 month perled will not be
rovealed Staff F's,hire dale of 8/13/17, Staff F's : able to work on the fioor until the
in-sarvica transcilpt revealsd she completed 6.76 :
houts of tralning for the year since her ; education has been completed.
anniversary date of hire. : Certified Nurse Aides have been
4. Review of Staff &'s Employee Job i educated on the mandatory 12 hours
Perfarinance Evaluation revealed a review date . of contlnuing education that is due by
with the employee of 2/21/18 and had no current | their hire date, and have slghed off
petformance evaluation. o !
_ i that all education needs to be
During inferview on 11/20119 at 1116 AM,, the I Comp]eted as soon as possible. The
facility Dlrestor of Nursing (DON) stated she had D ON or their d ilb diti
understoad in-gervice hours were for the calendar or their designee will be au ng
vear and not the year from and employees hire ; all education until all certified Nurse
date. She corfirmed Staff G had been scheduled ! ;
whenaver nécessary (PRN) and reported & facllity Aldes h.ave completed all OT theﬂ: )
Human Resourée staff rémbet had told her education. The DON or their designee .
amployees who worked PRN, had not required a will review any issues with the QA .
job performancs evaluation, . . '
_ committee. This represents the
Review of a facility Emnployes Handbook (ne date) facilities credible allegation of
Inctuded documentation for nursing staff :
In-service training and the requirement lo aftend compliance dated 12-13-19,
12 hours peryear. The policy decumentad staff
performance would be reviewed at regular
intervals by a Supervisorand may colinsel a staff
mempar to develop strengths and suggest areas
of Improvamant,
F 868 | QAACommittes. . oo s ez g gns F 868 -
$9=D | CFR{g): 483.75(g)(1){})- (1")(2)(1)
§483.75(0) Quélity assassment and assurangs,
§4B3.75(g)(1} A facility must mafntain a quality
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.| Findings include:

assessment and assurance cormittee consisting
at a minimum of.

{i) The director of aursing serviges;

{liy The Madical Diractor or his/her designes;

{li) At least three other members of the facllliy's
staff, at least one of who must be the
adrainisirator, cwner, a board member or othar
individual in a teadsrship rofs;

§483.76{g){2) The quality assessment and
assurance commitiae must:

(i} Moot at least quarterly and as needed to
identifylng issues wiih respact ta which qualfty
assessment and assurance activitles are.
necassary.

This REQUIREMENT is not mel as evidenced
by )

Basad on review of Quality Assurance (QA)
committes sfyn In sheets and staff inferview, the
faclfily fafled to assure the required members
attended 1 of 4 mestings. The facility reported a
census of 21 rasidents. o

The Quarterly QA Minttes sign In sheet dated
5/17/19 showed the Minimum Data Set
agaessment Coordinator, the Medical Director.
and the Administrator in attendance.

An undated facility policy-documented-the QA
committee would consist of the Dirscter of
Nursing (DON), Medlcal Director, Administrator,
and gt [aast 2 other members.of the staff.

During an interview on 11/21419 at 915 a.m. the
DON and Interim Administrator both stated they
wera not at the facility in May 2019 for the QA

meaing, but conflimed the required eomgjit;qem B

a The facllities palicy and procedures
for QA have been reviewed by the
i Administrator and their designee. 0A
1 meetings will be audited quarterly to
i assure 5 members are present. The
I Administrator or thefr designee wil

{ review any issues with the QA
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Pag F 868 i fachities credible allegation of ;
raembers were not present (per the sign in ; ;
sheef), i compliance dated 12-13-19,
F 880 | Infection Prevention & Gontrol Fasol - - o R
85=0 | CFR(s): 483.80(a)(1){2)(4)(e)(®)

H

§483.80 Infaction Control .

The facility must establish and maintain an
infectlon prevention and control program
designed fo provide a safe, sanitary and
comfortabie enviranment and to help prevent the
devslopmeant and fransmission of cornmtinicable
dissasss and Infections,

§483.80(a) Infection prevention and catitrol
program,

The facility must establish an infection prevention
and conlrol program (IPCF) that must include, at
a minimum, tha following elements: '

§483.80(a){1) A system for preveniing, identifving,
reporting, investigating, and contralling infections
and commilnicable diseases for all residents,
staff, voluntesrs, visitors, and other individuals
praviding services under a contragtual
arrangement based upon the facility assessment
canducted according to §483.70{e) and followlng
accepted national standards;

§483.80(a)(2) Wiitten standards, policies, and
procedures for the program, which must includs,
but-are notlimited to; s

(I} A system of survsillance designed to idantify
possible communicable diseases or

Infestions bafors they can apread to ofher

persons in the facility;

(il) When and ta whom possible Incidents of
communicable disease or infections should be
reported;

FORM CMS-2557(02-99) Pravious Verslons Dbzolete

Evant ID; STCNT .

Faolity I 1AQ442

It confinuation sheot Fago 299f 34




PRINTED: 12/06/2019

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
GENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFCIENCIES {X1) PROVIDERISUPPLIERIGLIA (X2) MULTIPLE GONSTRUGTION (K3) DATE BURVEY
AND FLAN OF GORRECTION JDENTIFICATION NUMBER; A BUILDING COMPLETED
166458 B Wika 112172018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STAVE, ZIP ODE
: 806 BAST FOURTH STREET
ARL LEY ION AND NURSING AT SUTHERL
PEARL VAL REHABILITATI Ly SUTHERLAND, 1A 64058
N O] SUMMARY STATEMENT OF DEFICIENCIES o) PROVIDER'S PLAN GF CORRECTION o8
PREFIX {EAGH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETON
TAG REGULATCRY OR £.8C IDENTIFYING INFORMATION) TAG GROSSREFERENCED TO THE APPROPRIATE DATE
DEFICIENGY}
F 880] Continued From page 28 F 880

(ili) Standard and fransmisslon-bassed precautions
fo be followad to prevent spread of infoctlens;
{iviwhen and how isclation should be used for a
resident; inciuding but not limited to:

{A) The type and duration of ihe isolation,
depeniding upon the Infectious agent or organism
fnvolved, and |

(B} A raquirement that the fsolation should be the
least restrictive possibla for the resident under the
cireumstances,

{v) The tircumstances under which the facitity
must prohibit employees with a communicabla
disease or infectad skin leslons from direct
contact with residents or thelr food, If dirsct
contact will transmit the dissase; and

{viYThe hand hygiena procadures to be followad
by staff involved In direct resident contact,

§483.80a){4} A system for recording Incidents
identified under the faclfity's IPGP and the
corrective actions taken by the faciity,

§4683.80(a) Linens,

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

§483.80(f) Annual review,

The Facllity will conduct an annual review of its
iIPCP and updale thelr program, as nagassary.,
This REQUIREMENT s not.mat as evidenced
by .
Based on observation, record review and staff

.. Interview the facility falled to assure appropriste

reviewed (Resldent #3, #13, and #18). The
facility reported a census of 21 residents,

Findlngs Include:

Infaction control Interventlons for 8 of 13 residents

I (.
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- |-place-ltems on the floor, -She stated staff should

1, According to the Minimum Data Set (MDS)
assessment, dated 9/4/19, Resldent #3
demonstrated long and short term memory
problems and severaly impalred skills for dally
decision making. The resident depsndaed on staff
for toifet use end perscnal hygiene.

During an observation 11/19/19 at 8:42 a.m, Staff
A, Certified Nursing Assistant (CNA) and Staff M,
CNA providaed care. Staff A-placed a stuffed
animai the call light was tied to on the fioor at her
fest, Staff M placed the washcloth fram the
resitent’s forehead In the sink and tumed the
watar on. Staif rollad the resident to her right and
Stalf M wipad her enal area and bultacks with
disposable wipes, Staff 41 then handed the packet
of wipas with both hands and plased a new
incontinent pad befors removing her gloves and
using hand sanitlzer, When finished Staff A
picked the stuffed animal up off tha floor and
plaged #t on the residents abdomen, Staff M -
removed the washgloth laying in the sink and
placed it on the residents forehead, Staff M
picked up the packet of wipes and tucked It under
her arm pit before placing it in 2 basin with other
supplies.

During an interview on 1121419 at 810 am. the
Diractor of Nursing (DON) stated siaff should not

remove gloves after pericare before touching
items in the envirenment,

2.-According to the MDS assessment, dated
10/17/19, Resident #13 scorad 4 on the BIMS,
Indivating no cognitive inpalmment, The resident's

diagnoses included peripheral vascular dissass.
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The current Care Plan, edited 10/27/18, identified
the resident had attered skin Integrity felated to
surgical incision, The interventions included to
provida treatment per protocol or physiclan's
arder.

Durlng an observation on 11/20/19 at 6:58 a.m. a
plastic contalner with supplies sat on the
resident's bed (with no barrier) and the residsnt's
leg on a bed pad. Btaff L, Reglstered Nurse (RN)
washad her hands and applied gloves, StaffL
removed the dressing 1o the area of the right
grsat tos amputation and squirted safine on the
dressing stuck ko the residents skin. Staff L put
the dressing in the trash can andg changed gloves
with o hand hygiene. She refrieved drassing
supplies from the plastic container and sat the
wound cleanser on the bed pad, She mixed
normal saling (NS) and hydrogen peroxide
(H202) and poured over the wound and used a
gHuze pad to Wipe the area. Sha used a solutioh
and packed the wound and applled a drassing.
Staff L. removed hergloves and carrled the
container with supplies to a cart in the hall then
used hand senltizer, At 8:46 a,m. the plastic
confainer {with the supplies) saf on a chair in the
rasident's room with no bartler and the lid sat on
the resident's bedside stand with no barrler, Staff
L removed the dressing from the resident's laft

1{ leg dated 11/8/18. Staff L. clearied the waound C e e
without changing her gloves. Staff L removed
more gauze pads fram the supplies in the
contalher, then changed glovas with no hand
hygisne and cleanad the ares again,

DPuring an inferview on 11/21/19 at 8:10 a.m, the
DON stated she expected hand hyglena between
glove changes. She expected staff to change
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. | was necesgsary If the supplies were in a plastic

-episode. Tha clinical indlcations for hand hygiene

Coniinved From page 32

gloves after dressings ware remmoved, before
cleaning the wound, She did not think a barrier

tote. The interim Administrator/infection Control
Nurse stated if the fote weni In and out of the
room it should be put on a barrier, unless staff
disinfested It,

The undated facliity Wound Gare Dressings
policy directed to put gioves on and remove old
dressings, discard in a plasfic bag along with
gloves. Put on new gloves. If added supplies
were needed from treatment cart, the nurse
wolld remove gloves, and wash hands befora
obtaining nesdad supphes.

The facility Hand Washing Pclicy and Procadurs
dated 9/28/19 directed to wash hands before
gioving amd after gloves ware removed,

According to the Centers for Diseass Control
(CDC) and Prevention miltihle opportunities for
hand hygiens may occur during a single cars

inciuded immediately after glove removal, The
GDC document read: Always clean your hands
aftar removing gloves. Dirly glovas can soll
hands,

3; Accarding to the MDS assessment, dated
10/30/19, Resldent #18 scored 4-on the BIMS,
indicating severs cognitive impalment, The
resident’s diagnoses indludsd urinary fract
infection, mulple drug resistant organism, and
Alzhelmer's disoage,

A facsimila (fax) dated 11/7/19 notified the

physician the lab repotted the resident had

F 880

. Al staff have completed a Mandatc;ry”
- Infection Control and Prevention In

: service with Relias Tralriing on 11-9-
19 or after. Random audits will be
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positive resulis for Clostridium Difflclle (c-diff)
{bacierial inflammatlon of the ¢alon) and had
recently been treated for the same. The physician
ordared Vancomyeln for 10 days.

During an observation on 11/18/19 at 1:39 p.m, a
cart outsids the resldents door contained
supplies. There was no sign Indicating
precautions,

During an interview on 11/19/19 at 1:44 p.m. Staff
M, GNA stated the resldent was oh contast
pracautions.

The facility Contact tzolation Precattion pollcy
incluidad a stop sign would e posted on the door
of the room.

During an interview on 11/20/19 at 11:32 am., the
DON stated they had a separate C-diff policy, It
Included the use of signage on the deor. She

“confirmed they had no sign on the door.

A polley regarding ¢-dlff dated 9/26/19 included
posting signage regarding Isolation precaution,

| Prevention weekly X1 week, and bi

! weekly X1 month and monthiy X12
| months. In the moment teaching wilt .
occur randomly when needed by the

! DON or their designee. All staff have

i been educated on signage for

; Isolation precautions this will be
audited as needed, Hand washing

* palicy and procedure has been

; reviewed by the DON or thelr

! deslgnee and random audits will

| oceur. Dressing change audits will be
completed randomly by the DON or

| their designee, The DON or their

! designee will review any issues with
the QA committee. This represents
the facllities credible alfegation of |
| compliance dated 12-13-19. |
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