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An investigation of Compiaints
#90808-C,#90915-C, #80925-C, and #20974-C
conducted 5/7/2020 to 5/28/2020 resulted in the
following deficiencies,

Complaint #30905-C was substantiated.
Complaint #90915-C was substantiated.
Complaint #80925-C was substantiaied.
Comptaint #20874-C was substantiated,

A Focused COVID-19 infection control survey
conducied in conjunction with the above
compfaint investigations and resufted in
deficlencies.

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

Cuality of Care

CFR(s): 483.25

§ 483.25 Quaiity of care

Quality of care is a fundamental principle that
applies to all treatment and care provided to
facility residents, Based on the comprehensive
assessment of a resident, the fagility must ensure
that residents receive treatment and care in
accordance with professional standards of
practice, ihe comprehensive person-centered
care plan, and the residents' choices.

This REQUIREMENT is not met as evidenced
by:

Based on observation, record review, staff and
resident interviews, the facility faited to complete
ongoing nursing assessments for residents
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Any deficiency statemenl ending with an astesisk {*) denotes a deficiency which the institution may be excused from corcecting providing itis determined tha!

other safeguards provide sufficient prolection {o the pauenls {See instructions.} Except for nursing homas, [he findings stated above are distlosable 90 days

“following the date of survey wheiher of fiot a pi plan of cotréclion is provided. For niirsing homas, ffie abdve findings and plans of correction are disclosable 14 -

days following the date these documenls are made available to the facillty. If defi iciencies are cited, an approvad plan of cometlion is requisile to continued
program parlicipation.

FORM CM3-2667(02-99) Previous Versions Obsolale

Event 1D: JIEMT1

Facifity I 1AD615

If continvation sheet Page 1 of 137




PRINTED: 06/24/2020

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
165264 B. WING 05/28/2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

114 CARTER STREET SW

GHC MITCHELLVILLE, LLC MITCHELLVILLE, 1A 50169

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES Is] PROVIDER'S PLAN OF CORRECTION {X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 684 | Continued From page 1 F 684

identified with changes in medical condition for 8
of 8 residents reviewed. (Resident #2, #3, #1,
#13, #12, #4, #6, #7). The facility failed to
complete daily respiratory assessments during a
COVID-19 infection outbreak in order to monitor
residents' potential need for higher level of care,
The facility reported a census of 41 (forty-one)
residents,

Findings include:

1. An admission Minimum Data Set (MDS)
assessment dated 4/21/20 for Resident #2
identified a Brief Interview for Menfal Status
(BIMS) score of 11 without signs/symptoms of
delirium. Ascore of 11 indicated moderate
cognitive impairment. The MDS recorded the
resident spoke clearly and able to understand
others and make herself understood. The MDS
revealed the resident as totally dependent upon 1
person for eating. The MDS coded functional
limitations in range of motion (ROM) on both
sides of upper and lower extremities. The MDS
recorded the presence of indwelling catheter and
ostomy for bladder and bowel elimination. The

| MDS documented diagnoses that included:
cancer, urinary tract infection (UTI), quadriplegia,
respiratory failure, migraine, and chronic pain
syndrome.

The BIMS assessment dated 5/6/20 recorded a
score of 15. A score of 15 indicated intact
coghition.

The care plan focus areas initiated 4/16/20
identified the resident had a suprapubic catheter
{tube put through the skin into the bladder),
bilateral nephrostomy tubes (a thin tube put
through the skin into the kidney), and a
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cecostomy (a thin tube placed through the skin
into the first part of the large bowel). The care
plan identified a self-care deficit related to
impaired mobility and need for assistance with
ADL {Activities of Daily Living). The care plan
noted the resident totally dependent upon staff for
all cares and able to verbalize her needs and
preferences. The care plan interventions directed
staff fo monitor and provide for the resident's
changing needs.

On 4/24/20 the care plan identified a potential risk
for COVID-19 infection related to a recent
outbreak. The care plan directed staff to follow
CDC updates and guidelines, follow CMS
guidelines, monitor daily temperatures, and
observe for signs/symptoms of COVID-19
infection such as temperature, cough, shortness
of breath, chest pain, fatigue, and report to
primary care physician.

Review of the fluid intakes recorded 4/14/20 thru
4124120, revealed the intakes less than 720 mis
(equivalent to 3 eight ounces glasses of water) on
the following days: 4/14 thru 4/17, and 4/19 thru
4f23.

Review of the outputs for urination recorded
4/14/20 thru 4/24/20 revealad the outputs less
than 720 mls on the following days: 4/16, 4/17,
and 4/19.

The Progress Notes dated 4/23/20 at 3:20 p.m.
documented the nurse assessed the residents
nephrostomy tube as secured by clamps and the
blue suture not in place at that time, however the
tubes seemed to work effectively with urine
return. The doctor directed if urine collection
stopped or if the tube came out completely then

F 684
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the staff should contact the doctor.

The Progress Notes dated 4/24/20 at 12:49 a.m.
documented the resident complained of
shortness of breath, felt warm, blood oxygen
saturation {sats) reading 85% on room air, an
order for 02 (oxygen) to tifrate to keep sats
greater than 90%, and oxygen initiated. At 3:50
a.m. the notes recorded the resident's right
nephrostomy tube with considerably less output
and the fluid in the tube appeared red. The
resident's temperature was 99.9 degrees, and
oxygen sat still 87% on 3 liters oxygen per nasal
cannula. The physician directed staff to transfer
the resident to the ER (Emergency Room). At
10:36 a.m. the notes recorded the resident
hospitalized for UTI with plan fo return 4/27/20.

The Hospital Discharge Summary recorded the
resident admitted to the hospital 4/24/20 and
discharged 4/28/20. The summary documented
the principal problem as nephrostomy tube with
clots and no longer secured. The Hospital
Course section documented the resident
presented with a chief complaint of shoriness of
breath with onset ten days prior to arrival. The
entry recorded the resident did not have an order
for oxygen but should receive 3 liters of oxygen
chronically and clots in nephrostomy tube with the
right nephrostomy tube draining bloody urine.

The Progress Notes dated 4/28/20 at 9:55 a.m.
documented the resident returned to the facility
and tested negative for COVID-19. At 4:45 p.m.
the notes documented an assessment of the
resident.

The Admit/Readmit Screener dated effective
4/28/20 at 6:14 p.m. documented a full nursing
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assessment.

Cn 5/8/20 at 1:48 p.m. Staff C, Registered Nurse
(RN), reported working with just 1 nurse and 1
aide on the 2 p.m. to 10 pm. shift 5/1/20 and
5/3/20, and on 5/3/20 from 11:00 p.m. until 5/4/20
af 1:30 a.m. she was the only staff member in the
building. Staff C reported she knew Resident
#2's cares not done timely and needs not met.
Staif C stated she could not perform rounds, as
she had to make calls for help and answer call
lights. Staff C commented she felt many
residents declined overall.

The Progress Notes dated 5/6/20 at 8:57 a.m.
recorded Staff L, CMA (Certified Medication Aide)
administered nitroglycerin tablet for chest pain
{medication used to treat chest pain in people
with a heart condition). At 9:09 a.m. Staff L wrote
the nitroglycerin ineffective, blood pressure
medications also given, and the resident
assessed by the DON (Director of Nursing). At
9:12 a.m. Staff L recorded administration of
another nitroglycerin tablet. At 9:34 a.m. Staff L
documented the nitroglycerin effective. At 10:06
a.m. Staff L. recorded administration of meclizine
for nausea. At 10:46 a.m. Staff L documented
the meclizine effective.

The clinical record lacked documentation of the
DON's assessment of the resident or vital sign
measurements on 5/6/20.

On 5/7/20 at 4:30 p.m. the DON voiced she
waorked long hours on-call so she couldn't get
anything done. The DON stated she was new
with no training but she tried to provide the most
care she could and focused on essential needs
as a nurse. The DON commented they had
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bed-ridden, weakened residents with no one to
help the residents. The DON stated staff should
document respiratory surveillance in the MAR
(Medication Administration Record) and also the
residents’ temperatures taken daily. The DON
said she asked the questions from the checklist
related to respiratory symptoms of all residents
she personally encountered each day . The DON
stated the goal was to keep the current healthy
residents healthy. The DON commented staff
provided the basic nursing needs and kept up on
resident status.

Review of the Progress Notes from 4/28/20 at
4:45 p.m. to 5/8/20 at 3:49 pm. revealed no
nursing assessments documented.

On 5/8/20 at 7:22 p.m. Resident #2 reported she
would sweat badly and felt something wrong with
her. Resident #2 stated she requested a nurse
assess her but they never came in to assess that
day (5/8/20). Resident #2 stated she hardly ever
got fevers. Resident #2 said sometimes she
never saw a nurse all day, even when she asked
0. Resident #2 reported the day before she had
hasal drainage rolling out of her nose, a shaking
feeling, and felt something going on-a change in
her health status.

The late entry Progress Note created 5/6/20 at
3:56 p.m., dated for 5/8/20 at 3:49 p.m., revealed
an assessment of the resident's open areas,
nephrostomy tubes, suprapubic catheter, and
cecostomy.

The Progress Notes dated 5/10/20 at 5:08 a.m.
documented a Transfer/Discharge Summary
note. The entry recorded the resident
complained of stabbing chest pain, crushing

F 684
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feeling in the chest, cold sweats, upset stomach,
headache, and just not feeling right. The entry
documented vital signs of a low blood pressure
reading 92/64, pulse 84, respirations 16 per
minute, blood oxygen reading of 93% on raom
air, and blood pressure reading up to a normal
level at 117/81. The resident continued to
complain of headache and crushing feeling in the
chest and the facility received a physician order to
send the resident to the ER.

The Fire Department Prehospital Care Report
dated 5/10/20 documented the care provided for
Resident #2. The report recorded a blood
pressure at 5:10 a.m. of 95/71 (low) and pain
rating of 9 {on a 0 to 10 scale with 10 the worst
pain imaginable). At 5:34 a.m. the blood
pressure reading 191/108 (very high) and the
resident received 4 liters of oxygen. The report
documented the resident complained of chest
pain and stabbing/crushing pain all over her body
with an upset stomach. At 5:37 a.m. the
resident's blood pressure even higher at 207/178
and nitro sublingual spray given (nitroglycerin
liguid absorbed under the tongue). At 5:40 the
blood pressure 173/147 and at 5:42 a.m. another
nitroglycerin dose given. At 5:45 a.m. the blood
pressure reading 185/153 (remained very high).

The ER After-Visit Summary printed 5/10/20 at
8:03 a.m. identified the reason for visit as chest
pain and the end of visit vitals blood pressure
reading of 113/72 {normal).

The Progress Notes lacked documentation of
when the resident returned to the facility 5/10/20
or a nursing assessment upon return.

Observation on 5/10/20 at 5:52 p.m. revealed

F 684
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Resident #2 laid in bed.

On 5/10/20 at 5:55 p.m. Staff H, CNA from
temporary staffing agency, reported Resident #2
out to hospital that day; she thought the resident
came back buf she wasn't sure.

On 5/11/20 at 9:53 a.m. Staff L, CMA, wrote the
resident admitted to the hospital per nurse.
However, at 6:11 p.m. Staff J, RN, documented
the resident had a good day with no complaints of
chest pain only muscle aches. Staff J recorded
doing an assessment on the resident.

On 5/13/20 at 1:08 p.m. Staff M, CNA, reported to
Staff F, Licensed Practical Nurse (LPN}), that
Resident #2 complained of a severe migraine.
Staff F commented something about Resident
#2's behaviors to which Staff M responded she
was just making sure to let Staff F (a nurse)
know. Staff M stated she left Resident #2's call
light on as she had not yet met the resident's
need/request.

On 5/13/20 at 1:27 p.m. Staff F sat at the nurses
station and did not go to Resident #2's room. At
1:33 p.m. the DON said she would check on
Resident #2.

The Progress Notes lacked documentation on
5/13/20 from 3:06 a.m. to 7:00 p.m. of the report
the resident complained of a migraine or of an
assessment of the resident. At 7:00 p.m. an
agency nurse recorded administration of
Tramadol (pain medication). The entry contained
no assessment of the pain location or
characteristics. At 9:58 p.m. the notes recorded
acetaminophen administered but no reason
given. At 11:36 p.m. the notes documented the
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Tramadol and acetaminophen effective.

Observation on 5/15/20 at 1:15 p.m. revealed a
sign on Resident #2's door recorded the resident
in 14-day precautions until 5/24/20.

Review of the Assessments tab of the electronic
medical record revealed only one nursing
assessment listed from 4/28/20 thru 5/19/20, The
list contained an Admit/Readmit Screener
assessment dated 4/28/20 with status
documented as "In Progress”.

The Progress Notes dated 5/19/20 at 2:29 a.m.
recorded the resident's call light on most of the
shift and complained of feeling cold even with 4
blankets yet she sweated. The enfry documented
a focused nursing assessment of the resident
with vital sign measurements.

Review of the fluid intakes recorded 4/28/20 thru
5/20/20, revealed the intakes less than 720 mls
on the following days: 4/28, 4/29, 5/1 thru 5/9,
8/13, 8/15, 5/16, and 5/20.

Review of the outputs for urination recorded
4128720 thru 5/22/20 revealed the outputs less
than 720 mls on the following days: 4/28, 4129,
4130, 5/3, 5/4, 5/8, 5/9, 5/12.

The Progress Notes dated 5/20/20 at 2:30 p.m.
documented the resident's left side nephrostomy
tube not draining urine and only dark red blood.
The entry recorded the resident stated she did
not feel well and she felt light headed. The DON
wrote vital signs measured and within normal
limits (WNL) but no values documented. At 2:40
p.m. the DON wrote doctor notified of resident
status and the resident sent to the ER.
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On 5/21/20 at 10:30 a.m. the DON stated she
expected nurses to assess residents every day
as part of quality of care, and nurses should
complete assessments. In response to the CNA
Staff M reporting Resident #2 had a severe
migraine on 5/13/20, the DON said she hoped
Staff M reported Staff F, LPN, if she did not
assess the resident after Staff M's report. The
DON acknowledged Staff F should have
assessed Resident #2 and documented the
assessment in the progress notes. The DON
stated she expected Staff F to complete basic
contact with Resident #2 after Staff M reported
the migraine. The DON reported Resident #2
transferred to the hospital that day (5/21/20) due
to blood present in her nephrostomy tubes. The
DON stated she did not know Resident #2's
hospital admitting diagnosis. The DON said the
hospital completed an ultrasound and it was fine
showing the nephrostomy tubes in place; vitals
also fine. The DON stated when staff documents
items on the 24-hour nurse report sheet it means
staff should complete hot charting morning and
nights. The DON identified "hot charting” meant
the nurse charts an assessment on the resident
each shift, monitoring for things like fever, sore
throat, shortness of breath, or changes in
condition. The DON said assessments and
documentation should continue for 72 hours (3
days) minimum.

The Progress Notes dated 5/22/20 at 10:18 a.m.
documented the resident returning from the
hospital and tested positive for COVID-19 on
5/20/20 and 5/21/20. The entry revealed the
resident showed no symptoms at that time.

The Weights and Vitals Summary form identified
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the only vital sign assessments completed from
4/14/20 thru 5/13/20 for blood pressure, pulse,
and respirations occurred on 4/21/20 and 5/12/20
and blood oxygen saturation values recorded on
4121120, 4/30/20, and 5/12/20.

Review of the clinical record revealed it lacked
documentation of daily respiratory assessments
for signs/symptoms of COVID-19 screening as
recommended by CDC and CMS guidelines (i.e.
shortness of breath, sore throat, or cough) from
4/14/20 thru 5/20/20 except for the 4/28/20
readmission nursing assessment.

2. Resident #3's quarterly MDS assessment
dated 4/12/20 revealed severe cognitive
impairment with continuous behavior of
inattention, disorganized thinking, and fluctuating
level of consciousness. The resident was totally
dependent upon 2 persons for bed mobility,
transfers, dressing, toilet use, and totally
dependent upon 1 person for eating. The MDS
revealed diagnoses that included: aphasia (loss
of ability to express or understand speech),
non-Alzheimer's dementia, and right/left hand
contractures.

The care plan focus area initiated 10/16/17
identified a potential for dehydration/fluid deficit
related to unable to drink independently requiring
staff assistance. The interventions included to
educate the resident, family, and caregivers on
the importance of fluid intake; monitor vital signs
as ordered per protecol, record, and notify the
physician of significant abnormalities; and
monitor, document, and report as needed any
signs or symptoms of dehydration.

The care plan focus area initiated 4/24/20
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identified a potential risk for COVID-19 infection
related to a recent outbreak and reflected the
resident tested positive for COVID-19 infection on
4/17/20. The care plan directed staff to follow
CDC updates and guidelines, follow CMS
guidelines, monitor daily temperatures, and
observe for signs or symptoms of COVID-119
infection such as temperature, cough, shortness
of breath, chest pain, fatigue, and report to the
primary care physician.

The facility line listing for the public health
department related to COVID-19 provided on
5/8/20 documented Resident #3 resided in room
102-A, iliness onset 4/13/20 of shortness of
breath, cough, fever, and fatigue; tested positive
4/19/20, and status hospitalized, returned
427120,

Review of the clinical record revealed no
documentation of daily respiratory assessments
for signs/symptoms of COVID-19 screening as
recommended by CDC and CMS guidelines from
4/2/20 thru 4/14/20.

The Progress Notes dated 4/14/20 at 11:53 a.m.
recorded a Nutrition/Dietary note written by the
Registered Dietician (RD). The RD wrote the
resident did not feel well and per nursing, the
resident ran a fever last reported to be 100.6
degrees and nursing pushed fluids.

The Progress Notes dated 4/15/20 at 12:45 p.m.
recorded the resident continued to gag on solids
and liquids after taking approximately an ounce of
fluids at lunch, started to gag with small emesis,
lung sounds slightly diminished in the bases, no
cough or increased difficulty breathing,
temperature 101 degrees, and no evidence of

F 684

FORM CMS-2567(02-99) Previous Versions Obsolste Event 1D JIEMT1

Fagility {D: IACB15 If continuation sheet Page 12 of 137




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

PRINTED: 06/24/2020

FORM APPROVED

OMB NO. 0938-0381

STATEMENT OF DEFIGIENCIES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

165264

{X2) MULTIPLE CONSTRUCTION
A. BUILDING

B. WING

{X3) DATE SURVEY
COMPLETED

c
05/28/2020

NAME OF PROVIDER OR SUPPLIER

QHC MITCHELLVILLE, LI.C

STREET ADDRESS, CITY, STATE, ZIP CODE
114 CARTER STREET SW
MITCHELLVILLE, IA 50169

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR L.SC IDENTIFYING INFORMATION}

D PROVIDER'S PLAN OF CORRECTION

(X5)

PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETION

TAG CROSS-REFERENCED TO THE APPROPR|
DEFICIENGY)

IATE DATE

F 684

Continued From page 12

increased pain. The entry revealed the facility
sent a fax to the doctor to notify of the resident's
condition and new orders requested.

The physician fax form dated 4/15/20 and signed
by the physician 4/19/20 revealed the following:

"| a. on 4/14/20 the resident's temperature 100.6

degrees with pulse 96 (beats per minute),
respirations 18 {per minute), and blood oxygen
level 92%

b. on 4/15/20 temperature 100.9 degrees with
pulse 103, respirations 20, and blood oxygen
level 90%

¢. the resident had episodes of choking/aspiration
at meals and experienced labored breathing with
short, quick respirations; lung sounds clear to
auscultation with bilateral lung bases diminished
d. order for portable chest x-ray

The Progress Notes dated 4/15/20 at 1:21 p.m.
identified a call to the doctor at 12:53 p.m. related
to the resident's declining status, increased
temperature to 101.2 degrees with fever reducers
administered, and the resident continued to
choke, vomit on food and fluids. A new order
received for a portable chest x-ray. At3:30 p.m.
the chest x-ray completed.

The Progress Notes lacked documentation of the
resident's labored breathing and quick
respirations as reported to the physician on the
fax form.

The chest x-ray results dated 4/15/20
documented the indication for the diagnostic test
as: elevated temperature with vomiting. The
chest x-ray identified mild patchy opacification
(consolidation) in the left lower lobe, which could
represent a developing infiltrate (associated with

F 684
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pneumonia) or atelectasis (collapse of air
spaces).

The Progress notes dated 4/16/20 at 3:38 a.m.
documented the resident's temperature 101.1
degrees, then down to 98.8 after administration of
Tylenol. The nurse assessed a productive cough
and noted the chest x-ray resuits. The entry
lacked a full assessment of the resident's
respiratory status.

At 12:57 p.m. of the same date, the facility
updated the physician of the following the
resident's temperature 102.5 degrees, pulse 104,
respirations 20 with audible wheezing, and blood
pressure 180/90, and oxygen level 92% on 2
liters. The physician responded by ordering a
clear liquid diet and Tylenol {antipyretic)
suppository as needed every 4 hours.

Progress Notes on 4/16/20 did not contain any
other nursing assessments.

A late entry Progress note created by the DON on
A{20/20 at 9:30 a.m., dated effective 4/17/20 at
10:24 a.m., documented the facility contacted the
resident's family to inform them of a positive
COVID-19 test result from another resident. At
that time, the family received a report on the
resident's status of continued decline, short
labored breathing, audible wheezing throughout
(lungs), bilateral (lungs)} diminished in the bases,
and increased respirations, blood pressure, and
pulse with declining O2 (oxygen level). The
facility also reported low intake of food and fluids
and continued climb of fever even with fever
reducers. The DON asked the family if they
would like to send the resident out for further
evaluation and COVID-19 testing. The COVID 18
testing results would be completed slightly
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quicker than what the facility couid provide by
sending the test to a lab. The resident's family
stated they would like the resident sent out for
more rapid evaluations and testing due to the
resident’s rapid, continued decline.

The Progress Notes dated 4/17/20 at 11:00 a.m.
documented the facility updated the physician of
resident's symptoms of temperature 103.4
degrees, pulse 92, blood pressure 92/66 (low)
and respirations 22, The physician directed staff
to transfer the resident to the ER for evaluation
and treatment of COVID-19 symptoms, fever,
shoriness of breath, and nausea/vomiting.

The Transfer/Discharge Report dated 4/17/20 at
11:15 a.m. documented a temperature of 103.4
degrees, blood pressure of 92/66 (low}, pulse 92,
respirations 22, and the resident nauseated-
unable to take meds or keep down any liquids.
The nurse assessed rales (abnormal rattling
sound) in the upper and lower lungs.

The Progress Notes dated 4/19/20 at 10:24 a.m.
recorded the resident admitted to the hospital
with diagnosis of sepsis and positive COVID-19
infection.

The hospital Discharge Face Sheet recorded the
resident tested positive for SARS-CoV-2
(COVID-19) infection on 4/18/20.

The hospital History and Physical Consultation
printed 4/27/20 documented the resident
presented to the Emergency Department (ED) on
4117120 with a fever that started the previous
night and persisted. Evaluation revealed mild
hypoxia (low blood oxygen level) and
hypernatremia (high blood sodium level) with lab
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result critical at 160 mEgfliter (milliequivalents per
liter). High sodium levels can indicate
dehydration. The Assessment/Plan subsection
recorded diagnoses that included: severe sepsis
(occurs when one or more body organs damaged
from an inflammatory response). The kidney
consultation identified the resident as
hypernatremic with an estimated fee water deficit
of 6.1 liters and treatment included giving 2 liters
of IV fluids in the emergency room.

The Progress Notes dated 4/27/20 at 5:41 p.m.
recorded the resident readmitted to the facility
and a nursing assessment completed.

The Admit/Readmit Screener dated effective
4/27/20 at 5:14 p.m. documented a full nursing
assessment.

The Progress Notes lacked documentafion of any
further nursing assessments from 4/27/20 thru
5/15/20.

Review of the Assessments tab of the electronic
medical record (EMR) revealed only one nursing
assessment listed from 4/2/20 thru 5/13/20. The
list contained an Admit/Readmit Screener
assessment dated 4/27/20 with status
documented as "In Progress”.

Review of the resident's fluid intakes dated
412120 thru 5/20/20, revealed the intakes
recorded less than 720 mis on the following days:
4/12 thru 4/17, (4118 thru 4/27 the resident
hospitalized), and 4/28 thru 5/20.

The Weights and Vitals Summary documented
the only vital sign assessments completed from
4/1/20 thru 5/13/20 for blood pressure, pulse, and

F 684
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respirations occurred on 4/14 and 4/27 and blood
oxygen saturation values recorded on 4/17, 4/27,
4/30, and 5/1. The temperature summary
included values on 4/9 of 99.8 degrees, on 4/15
of 101.1 degrees, and on 4/17 of 103.4 degrees.

3. Anannual MDS assessment dated 4/24/20 for
Resident #1 identified a BIMS score of 15 {(no
cognitive impairment) without signs or symptoms
of delirium. The MDS documented diagnoses
that included: coronary artery disease (CAD),
heart failure, renal insufficiency, diabetes mellitus,
and Parkinson's disease.

The care plan focus area initiated 4/24/20
identified a potential risk for COVID-19 infection
related to a recent outbreak. The care plan
directed staff to follow CDC updates and
guidelines, follow CMS guidelines, monitor daily
temperatures, and observe for signs/symptoms of
COVID-119 infection such as temperature,
cough, shortness of breath, chest pain, fatigue,
and report to primary care physician. On 4/25/20,
the care plan updated to reflect the resident
tested positive for COVID-19 infection.

The facility line listing for the public health
department related to COVID-19 provided on
5/8/20 documented Resident #1 resided in room
220-B, iliness onset 4/20/20 of low grade fever,
cough, and runny nose; tested positive 4/25/20,
and status hospitalized, returned 4/28/20.

Review of the clinical record revealed it lacked
documentation of daily respiratory assessments
for signsfsymptoms of COVID-19 screening as
recommended by CDC and CMS guidelines from
412120 thru 4/20/20.
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The Progress Notes dated 4/20/20 at 10:57 a.m.
documented information given to the doctor's
office the resident not positive at that time for
COVID-12 but with a low grade fever that
morning of 99.6 degrees.

The Progress Notes dated 4/21/20 at 5:43 a.m.
documented the resident continued with a low
grade fever of 100.1 degrees, denied cough or
feeling bad, and more tired that shift sleeping
through completion of a blood sugar check, At
2:12 p.m. the notes revealed the resident with no
complaints of a sore throat, increased difficulty
breathing, cough, or pain; temperature 97.3
degrees with clear lung sounds.

The Progress notes documented the next
assessment occurred on 4/22f20 at 3:04 p.m. and
the resident still presented with a slight cough, but
no fever or other complaints. The entry lacked
documentation of a full respiratory nursing
assessment.

The Progress Notes dated 4/23/20 revealed no
documentation and no nursing assessments
completed.

The shift summary Progress Notes dated,
425120 at 7:17 a.m., documented at 9:30 p.m.
the resident's biood oxygen level reading of 85%
while the resident slept and when awakened the
reading up to 91 to 92%. The entry recorded the
resident without fever. At 1:00 a.m. the oxygen
level measured 82% with temperature 99.8
degrees. Staff applied oxygen at 2 liters per
cannula due to the oxygen reading not improving
when the resident awakened. After applying the
oxygen, the resident oxygen saturation increased
to 92%. Staff contacted the physician and the

F 684
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resident transported to the hospital and admitted
to the hospital with presumed COVID-19
infection.

A late entry Progress Note created 4/25/20 at
3:28 p.m., for 4/24/20 at 3:27 p.m., documented a
temperature of 98.2 degrees. The resident rested
easy without complaints other than feeling tired.
An assessment of the resident;s lungs revealed
the lungs diminished in the bases. The entry
lacked a full respiratory nursing assessment.

Progress Notes dated 4/28/20 at 12:15 p.m.
documented the resident readmitted to the facility
after hospitalization for COVID-19 positive with
complications. The entry recorded a completed
nursing assessment. The resident stated she feit
tired and ready to rest.

The Admit/Readmit Screener dated effective
4/28/20 at 2:00 p.m. documented a full nursing
assessment.

The Progress Notes lacked documentation of any
further nursing assessments from 4/28/20 thru
515120,

Review of the Assessments tab of the EMR
revealed only one nursing assessment listed from
3/3/20 thru 5/13/20. The list contained an
Admit/Readmit Screener assessment dated
4/28/2G with status documented as "In Progress”.

The Weights and Vitals Summary documented
the only vital sign assessments completed from
4/12/20 thru 5/13/20 for blood pressure, pullse,
and respirations cccurred on 4/20. Blood oxygen
saturation values recorded only on 4/20, 4/24,
and 5/1.

F 684
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On 5/12/20 at 3:00 p.m. Resident #1 reported she
was hospitalized due to the COVID-19 infection
but felt much better that day. Resident #1 stated
she wondered if she could get re-tested.

4. Areadmission MDS assessment dated 4/1/20
for Resident #13 identified the resident's original
admission date as 10/9/18 with the most recent
entry dated 3/34/20. The MDS coded the
presence of an indwelling catheter. The MDS
documented diagnoses that included:
hypertension, renal insufficiency, neurogenic
bladder, septicemia, gquadriplegia, COPD, and
history of urinary tract infections. The MDS
coded special freatments of oxygen therapy and
isolation or guarantine for active infectious
disease while a resident.

The care plan focus area initiated 2/1/19
identified altered urinary elimination related to
diagnosis of neuromuscular dysfunction of the
bladder manifested by the need for foley catheter.
On 2/22119, the care plan identified a risk for
infection related to recent hospitalization for
sepsis and catheter use. The care plan directed
staff to monitor encourage fluids unless
contraindicated and frequently monitor for signs
or symptoms of infection and notify the doctor if
changes found.

On 4/24/20, the care plan identified a potential
risk for COVID-19 infection related to a recent
outhreak. The care plan directed staff to follow
CDC updates and guidelines, follow CMS
guidelines, monitor daily temperatures, and
observe for signs/symptoms of COVID-119
infection such as temperature, cough, shortness
of breath, chest pain, fatigue, and report to
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primary care physician.

The facility line listing for the public health
department related to COVID-19 provided on
5/8/20 revealed Resident #13 resided in room
325-B, asymptomatic in the facility; and tested
negative 4/28/20.

Progress Notes dated 3/21/20 at 8:3%2 am.
identified the resident with an elevated
temperature of 101.1 degrees during a routine
assessment. The vitals measured. blood
pressure 149/60, pulse 90, respirations 20, and
blood oxygen reading of 92% on room air. The
nurse assessed aven, unlabored respirations with
no acute distress, complaints of coughing and
wheezing during the night, and denied shortness
of breath. Atelephone order dated 3/21/20
contained physician orders fo transfer the
resident to the hospital for further evaluation.

Progress Notes dated 3/23/20 at 12:32 a.m.
revealed the resident admitted to the hospital for
UTI {urinary tract infection) and other low
electrolytes.

Progress Notes dated 3/24/20 at 3:53 p.m.
revealed the resident readmitted from the hospital
and staff completed a full nursing assessment.

Progress Notes dated 3/25/20 at 3:48 a.m.
documented the resident continued Levaquin
(antibiotic) every day and the foley catheter patent
and draining. At 3:20 p.m. the notes included the
resident readmitted on antibiotic for UTI
treatment, foley catheter intact and patent, and an
occasional dry non-productive cough present,

Progress Notes contained documentation of
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nursing assessments on 3/26, 3/27, 3/28, and
3/30 related to the resident's urinary status.

The Progress Notes included only the following
documentation pertaining to urinary assessments
3/31/20 thru 5/10/20:

a. On 4/4/20 at 2:25 a.m,, the foley catheter
plugged and leaked so staff inserted a new
catheter with urine present in the new drainage
bag and no complaints from the resident.

b. On 4/10/20 at 6:51 p.m., the resident refused
the catheter flush.

¢. On 4/11/20 at 1:08 a.m., the resident's catheter
would not flush and staff inserted a new catheter.
At 1:10 a.m. the notes added staff changed the
catheter per sterile technique due to previous
catheter clogged with no output for 3 hours.

d. On 4/13/20 at 7:49 p.m., staff changed the
resident's foley catheter using sterile technique
due to inability to flush the catheter. After
insertion of the new catheter staff observed
immediate return of a thick yellow mucus clot
then light clear urine in tubing and into the down
drain bag. The resident denied any urinary pain
or discomfort at that time.

e. On 4/14/20 at 1:17 p.m., while assisting with
peri-care, staff noted the bulb of the foley catheter
crowning (coming out of the entrance to the
body). The nurse deflated the bulb, removed the
catheter and replaced it with a new catheter
without difficulty with immediate return of clear
yellow urine.

Late entry Progress Notes dated 4/17/20 at 8:38
a.m. documented the DON informed the family of
another resident testing positive for COVID-19
infection. The DON wrote she reassured family
the resident did not show any signs or symptoms
of COVID 19 at that time and appeared in good
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health.

The late enfry Progress Notes dated 4/28/20 at
11:08 a.m. documented the resident's COVID-19
test results negative.

Review of the clinical record revealed it lacked
documentation of daily respiratory assessments
for signs/symptoms of COVID-19 screening as
recommendedby CDC and CMS guidelines from
412120 thru 5/10/20.

Review of the Assessments tab of the EMR
revealed no nursing assessments listed from
4/1/20 thru 5/10/20.

The Weights and Vitals Summary documented
the only vital sign assessmenis completed from
4/1/20 thru 5/10/20 for pulse, respirations, and
blood oxygen level, occurred on 4/24 and it only
contained a value for the blood oxygen level. The
summary did contain daily measurements of the
resident's blood pressures.

Review of the resident's fluid intakes dated
4112120 thru 5/10/20, revealed the intakes
recorded less than 720 mis on the following days:
4112, 4115 thru 4/17, 4719 thru 4/26, 4/28 thru 5/3,
5/5, and 5/7 thru 5/9.

Progress Notes dated 5/10/20 at 12:46 a.m.
revealed the resident's mental status changed
and she did not appear herself but she could
respond and appeared oriented to situation. The
nurse assessed a temperature of 102.5 to 103.0
degrees and very dark urine in the foley catheter
bag. The nurse could not obtain a blood pressure
reading due to tremors and jerking. The
physician ordered staff fo transport the resident
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to the ER for evaluation and treatment.

On 5/12/20 at 1:35 p.m. the Administrator
reported Resident #13 hospitalized on Sunday,
5/10/20 arocund 1 a.m. for sepsis. The
Administrator reported the hospital tested
Resident #13 for COVID-19 with results pending.

The Hospitalist Discharge Summary printed
5/15/20 documenied the resident admitted on
5/10/20 with a principal problem of severe sepsis,
positive for COVID-19, and discharged on
5/16/20 back to the facility. The Hospital Course
section included the resident's past medical
history significant for quadriplegia with neurogenic
bladder, chronic foley catheter, hypertension,
hyperlipidemia (high cholesterol) depression, and
recurrent UTIl. The resident presented to the
hospital with fever and altered mental status and
found to have COVID-18 with likely right upper
lung pneumonia with concerns for possible
chronic catheter associated UTIl. The resident
also found to have acute kidney injury which
resolved with 1V fluids.

Progress Notes dated 5/16/20 at 2:51 p.m.
revealed the resident readmitted to the facility.
On 5/19 at 2:16 a.m., the notes revealed the
resident returned with a positive COVID-19 test
result.

On 5/21/20 at 10:30 a.m., the DON reported
Resident #13 hospitalized but did not meet sepsis
criteria. The DON stated Resident #13 did have
a treatment twice a day to have her catheter
flushed and it was a regular thing for the
resident's urine to appear with not good clarity.

5. Aquarterly MDS assessment dated 3/12/20
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for Resident #12 identified a BIMS score of 15
{no cognitive impairment) without signs or
symptoms of delirium. The MDS documented
diagnoses that included: hypertension (high blood
pressure), renal insufficiency, diabetes mellitus,
and Parkinson's disease.

The care plan focus areas initiated 11/6/17
identified a potential risk for COVID-19 infection
related to a recent outbreak. The care plan
directed staff to follow CDC updates and
guidelines, follow CMS guidelines, monitor daily
temperatures, and cbserve for signs/symptoms of
COVID-119 infection such as temperature,

cough, shortness of breath, chest pain, fatigue,
and report fo primary care physician.

The facility line listing for the public health
department related to COVID-19 provided on
5/8/20 revealed Resident #12 resided in room
224-B, tested negative for COVID on 4/28/20,
and asymptomatic.

Review of the clinical record revealed it lacked
documentation of daily respiratory assessments
for signs/symptoms of COVID-19 screening as
recommended by CDC and CMS guidelines from
412120 thru 4/17/20.

Late entry Progress Notes dated 4/17/26 at 8:38
a.m. documented the DON informed the family of
another resident testing positive for COVID-19
infection. The DON wrote she reassured family
the resident did not show any signs or symptoms
at that time and was in good health.

Late entry Progress Notes dated 4/28/20 at 11:11
a.m. documented the resident's COVID-19 test
resulis negative.
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Observation on 5/8/20 at 5:36 p.m. revealed
Resident #12 in his room and requesting a
heating pad for his back. Staff U, CNA,
responded she did not know if he had an order for
it and she did not have a key to the therapy room

anyway.

The clinical record lacked documentation of daily
respiratory nursing assessments from 4/18/20
thru 5/22/20.

Review of the Assessments ab of the electronic
medical record revealed only no nursing
assessments [isted from 4/1/20 thru 5/23/20.

The Weights and Vitals Summary documented
the only vital sign assessments completed from
4/1/20 thru 5/13/20 for blood pressure, pulse,
respirations, occurred on 4/20/20 and 5/3/20 and
blood oxygen saturation values recorded on
4f20/20 and 4/24120.

The April and May 2020 Medication
Administration Records (MARs) included an entry
for nurses to check blood pressure and pulse
daily related to hypertension but lacked
documentation staff completed the blood
pressure and pulse checks.

Progress Notes reviewed from 4/1/20 thru
5/22/20 contained Order Administration notes for
the daily blood pressure and pulse checks on
certain days. The entries only documented blood
pressure and pulse values on the following dates:
51, 5,4, 510, 5/17, 5/18, 5/19, and 5/21.

Progress Notes dated 5/23/20 at 12:00 p.m.
identified the resident as very lethargic, hardly
able to open his mouth for medication or hold a
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glass, and not eating or drinking. The entry
recorded vital sigh measurements of biocd
pressure 90/57 (low), pulse 81, respirations 16,
blood oxygen reading 90% on room air. The
nurse assessed the lungs as diminished with
rales in bases (abnormal rattiing sound), a
productive cough, +4 pitting edema (indicator of
fluid retention), and irregular heartbeat. The
nurse wrote the resident's normal status as
usually alert and oriented but the resident could
not answer guestions at the time of the entry.
The physician directed staff to transfer the
resident to the ER for evaluation and treatment of
CHF (congestive heart failure).

On 5/28/20 at 3:44 p.m., the Administrator
emailed results received from the hospital for
Resident #12 and the resident tested positive for
COVID-19 infection on 5/23/20. The
Administrator revealed the resident should return
to the facility on Saturday, 5/30/20.

6. Aquarterly MDS dated 3/29/20 for Resident #4
identified a BIMS score of 15 without signs or
symptoms of delirium. A score of 15 indicated
intact cognition. The MDS documented
diagnoses that included: generalized muscle
weakness. The MDS coded special treatments of
oxygen therapy and isolation or quarantine for
active infectious disease while a resident.

The care plan focus areas initiated 10/11/19
identified the use of oxygen therapy with the
resident experiencing shortness of breath related
to COPD (Chronic Obstructive Pulmonary
Disease). The care plan directed staff to monitor
for signs or symptoms of respiratory distress and
report to the doctor as needed.
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On 4/24/20 the care plan identified a potential risk
for COVID-19 infection related to a recent
outbreak. The care plan directed staff to follow
CDC updates and guidelines, follow CMS
guidelines, monitor daily temperatures, and
observe for signs/symptoms of COVID-119
infection such as temperature, cough, shortness
of breath, chest pain, fatigue, and report to
primary care physician.

On 4/27/20, the care plan updated to reflect the
resident tested positive for COVID-19 infection.

The facility line listing for the public health
department related to COVID-19 provided on
5/8/20 revealed Resident #4 resided in room
220-A, ililness onset 4/20/20 of fever and cough;
tested positive 4/28/20; and status ill, feeling fine.

Review of the clinical record revealed no
documentation of daily respiratory assessments
for signs/symptoms of COVID-19 screening as
recommended by CDC and CMS guidelines from
4/2/20 thru 4/20/20.

Late entry Progress Notes created by the DON on
4/20/20 at 8:14 a.m., for 4/17/20 at 8:13 a.m.,
revealed the DON informed the resident's family
that another resident tested positive for
COVID-19 infection. The entry revealed the DON
reassured them the resident did not show any
signs or symptoms at that time.

Progress Notes lacked documentation of
respiratory nursing assessments from 4/21 thru
4124/20.

Progress Notes dated 4/25/20 at 1:33 p.m.
revealed the resident's roommate fransferred to
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the hospital early that morning and tested positive
for COVID-19 infection. The entry revealed
Resident #4 showed no signs of iliness,
shortness of breath, or cough, with clear fung
sounds and temperature reading of 97.4 degrees.

Progress Notes lacked documentation of
respiratory nursing assessments 4/26/20.

Progress Notes dated 4/27/20 at 6:00 a.m.
identified the resident without fever or cough. The
resident appeared very tired with blood oxygen
reading of 94% on nasal cannula (oxygen
therapy). At 6:36 p.m. the notes revealed the
resident without complaints of pain or shortness
of breath with a temperature reading of 98.1
degrees,

Late entry Progress Notes created by the
Administrator on 5/5/20 at 10:59 a.m., for 4/28/20
at 10:58 a.m., documented the resident with a
positive COVID-19 test result.

Progress Notes lacked documentation of
respiratory nursing assessments 4/28/20 thru
5/1/20.

Progress Notes included the following
documentation 5/1/20 thru 5/15/20:

a. On 5/1/20 at 5:30 p.m., Staff K, CMA {Certified
Medication Aide), administered Tylenol for a
temperature of 101.0 degrees.

b. On 5/2/20 at 3:39 a.m., Staff C, RN,
administered Tylenol for complaints of right arm
pain.

c. On 5/3/20 at 3:48 a.m., the DON administered
Tylenol without documentation of symptoms.

d. On 5/6/20 at 12:30 p.m., Staff F, LPN,
administered Robitussin Cough plus Chest
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Congestion medication without documentation of
symptoms.

e. On 5/7/20 at 9:44 p.m., an agency nurse
administered Tylenol and Robitussin Cough plus
Chest Congestion medication without
documentation of symptoms.

f. On 5/8/20 at 8:05 p.m., an agency nurse
administered Robitussin Cough plus Chest
Congestion and at 11:04 p.m., Tylenol
administerad without documentation of symptoms
for either medications.

g. On 51220 at 8:34 p.m., an agency nurse
administered Tylenol and Robitussin Cough plus
Chest Congestion medication without
documentation of symptoms.

h. On 5/13/20 at 9:49 p.m., an agency nurse
administered Tylenol and Robitussin Cough plus
Chest Congestion medication without
documentation of symptoms.

i. On 5/14/20 at 9:35 p.m., and agency
administered Tylencl medication without
documentation of symptoms.

The Progress Notes lacked documentation of any
nursing assessments 5/1/20 thru 5/15/20.

Review of the Assessments tab of the EMR
revealed no nursing assessments listed from
411120 thru 5/13/20.

The Weights and Vitals Summary documented
the only vital sign assessments completed from
4/1/20 thru 5/13/20 for blood pressure, pulse,
occurred on 4/20 and for respirations on 4/20 and
5/12. Staff documented blood oxygen saturation
values daily.

On 5/12/20 at 3:00 p.m. Resident #4 reported the
staff took her temperature daily. Resident #4
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responded the staff did not ask her if she had a
sore throat or other symptoms. Staff just informed
her she had the COVID infection but otherwise no
education given ahout the infection.

7. Aquarterly MDS assessment dated 4/5/20 for
Resident #6 identified a BIMS score of 0 with
signs of fluctuating inattention and disorganized
thinking. A score of 0 indicated severe cognitive
impairment. The MDS documented diagnoses
that included: cerebrovascular accident (CVA),
COPD, and chronic ischemic heart disease.

The care plan focus areas initiated 10/9/14
identified altered thought processes related to
impaired cognition manifested by the need for
assistance with decision-making.

On 4/24/20 the care plan identified a potential risk
for COVID-19 infection related to a recent
outbreak. The care plan directed staff to follow
CDC updates and guidelines, follow CMS
guidelines, monitor daily temperatures, and
observe for signs/symptoms of COVID-119
infection such as temperature, cough, shortness
of breath, chest pain, fatigue, and report to
primary care physician.

On 4/27/20, a care plan update reflected the
resident tested positive for COVID-19 infection.

The facility line listing for the public health
department related to COVID-19 provided on
5/8/20 revealed Resident #6 with illness onset
symptoms 4/19/20. The symptoms included fever
and cough. He tested positive 4/28/20; and status
ill, feeling fine.

Review of the clinical record revealed it l[acked

F 684
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documentation of daily respiratory assessments
for signs/symptoms of COVID-19 screening as
recommended by CDC and CMS guidelines from
4/2/20 thru 4/14/20.

Progress Notes dated 4/15/20 at 8:43 a.m.
identified the resident complained of not feeling
well, no specific complaint voiced, lung sounds
clear to auscultation, no difficulty breathing, no
cough, and no pain. The enfry revealed the
resident ate less than 25% of breakfast. The vital
signs measured: temperature 99.3 degrees,
puise 102, respirations 20, and blood pressure
170/77 (high).

Late entry Progress notes created by the DON on
420120 at 8:44 a.m., for the date of 4/17/20 at
8:43 a.m., revealed the resident's family notified
another resident tested positive for COVID-19
infection. The DON wrote she reassurad the
family the resident did not show signs or
symptoms and was in goad health.

Late entry Progress Notes created by the
Administrator on 5/5/20 at 11:07 a.m., for the date
of 4/28/20 at 11:07 a.m., revealed the resident's
COVID-19 test results positive.

Pragress Notes lacked documentation of nursing
assessments from 4/16/20 thru 5/27/20.

Review of the Assessments tab of the EMR
revealed no nursing assessments listed from
4/1/20 thru 5/27/20.

The Weights and Vitals Summary documented
the only vital sign assessments completed from
4/1/20 thru 5/15/20 for blood pressure, pulse, and
respirations, occurred on 4/15 and 4/20 and blood

F 684
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oxygen saturation values recorded 4/15, 4/20,
4/24, 4/30, and 5/1/20.

Observation on 5/7/20 at 12:30 p.m. revealed
Resident #5 wandered in the 100 haliway and the
commons area with repeated vocalizations of
"something's wrong"; he breathed in and out in
shallow, huffing/puffing type breaths. The
Administrator attempted to redirect Resident #8,
who wore no facemask, to his room 106 without
success. Resident #6 proceeded down the hall
towards the commons area without further
interventions to limit his contact with surfaces or
other people. The Administrator identified
Resident #6 as positive for COVID-19 infection.

Ohbservation on 5/7/20 at 1:45 p.m. revealed
Resident #6 wandered up on the 100 hall huffing
and puffing with no staff visible. At 1:55 p.m.
Resident #6 appeared again in the hallway
huffing with each breath indicating signs of
shortness-of-breath. At 3:46 p.m. Resident #6
appeared out of his room again and at the dining
room banister. Resident #6 breathed out
repeatedly like huffing/puffing sound of huh, huh,
huh.

Continuous observation on 5/8/20 from 6:24 p.m.
to 7:02 p.m. revealed Resident #6 huffed and
puffed with signs of shortness-of-breath.

8. An annual MDS assessment dated 3/12/20 for
Resident #7 identified a BIMS score of 15 without
signs or symptoms of delirium. A score of 15
indicated intact cognition. The MDS documented
diagnoses that included: other specified diseases
of the upper respiratory tract, cough, and
generalized muscle weakness.
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The care plan focus area initiated 4/24/20
identified a potential risk for COVID-19 infection
related to a recent outbreak and reflected the
resident tested positive for COVID-19 infection on
4{17/20. The care plan directed staff to follow
CDC updates and guidelines, follow CMS
guidelines, monitor daily temperatures, and
observe for signs or symptoms of COVID-119
infection such as temperature, cough, shortness
of breath, chest pain, fatigue, and report to the
primary care physician.

The facility line listing for the public health
department related to COVID-19 provided on
5/8/20 revealed Resident #7's illness onset
4/15/20 with symptoms of fever, sore throat,
fatigue, weakness, and cough; he tested positive
4/20/20; and status ill.

Review of the clinical record revealed it lacked
documentation of daily respiratory assessments
for signs/symptorns of COVID-19 screening as
recommended by CDC and CMS guidelines from
4/2{20 thru 4/16/20, 4/18, and 4/19.

Late entry Progress Notes dated effective for
4117120 at 12:50 p.m. revealed the DON informed
the family another resident tested positive for
COVID-19 infection. The DON told the family
Resident #7 complained of not feeling well, sore
throat, coarse cough, no shortness of breath, and
lungs sounds with slight wheezing throughout the
lung fields with diminished sounding bases
bilateral. The DON reported the resident's
temperature 101.2 degrees that morning, fever
reducers administered, and at the time of the call
no fever. The DON asked the family if they
wished for the resident to be sent out of the
facility for more rapid testing but the family

F 684
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elected to have the facility perform the COVID
testing.

Progress Notes dated 4/20/20 at 10:41 a.m.
revealed the results of the resident's COVID-19
test returned positive. The DON revealed she
informed the resident of the results and he
expressed some concerns. The Administrator
addressed the concerns with reassurance and
education. The resident stated he felt better that
day and did not have a sore throat, no fever. The
DON revealed the resident still had a deep
course cough but no complainis of shortness of
breath and the lung sounds slightly diminished in
bilateral bases.

Progress Notes dated 4/21/20 at 5:37 a.m.
revealed the resident continued without fever,
sore throat, or runny nose, but a harsh cough
continued. At 2:21 p.m., the notes identified the
resident remained on room rest with an
occasional dry non-productive cough, some head
congestion, temperature 98.3 degrees, and he
denied sore throat, difficulty breathing, or pain.

Progress Notes dated 4/22/20 at 2:24 a.m.
revealed the resident continued room isolation.
He complained of a cough and headache and
stated he felt a bit better that day than previously.
At 10:45 a.m., the DON revealed the resident
reported a medium sized emesis related to his
cough, he continued to feel better, but did have a
cough, runny nose and sounded congested when
speaking. The DON assessed congested lungs
sound with slightly diminished bilateral bases.

Progress Notes reflected nursing assessments
continued daily from 4/22/20 through 4/29/20 with
various respiratory symptoms recorded. The
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Progress Notes lacked documentation of
respiratory assessments 4/30/20 thru 5/7/20.

Late entry Progress Notes dated 5/8/20 at 3:21
p.m. revealed the resident continued to have an
occasional non-productive cough, temperature
97.8 degrees. At 3.31 p.m. the notes revealed a
new order received for incentive spirometer
{(helps exercise the lungs with deep breathing) but
unable to locate a spirometer in the resident's
room so staff instructed the resident to take 10
desp breaths per hour and cough. The entry
documented the presence of a frequent,
non-productive cough.

Progress Notes dated 5/9/20 2:54 a.m. revealed
the resident received cough syrup 2 times,
Tylenol, and Immodium for continued diarrhea.
The entry identified the resident with a continued
productive cough and shallow, diminished lung
sounds throughout all lung fields. The notes
lacked any further assessments dated 5/9/20.

Progress Notes dated 5/10/20 at 7:01 p.m.
revealed the incentive spirometer unavailable and
the resident instructed to cough and deep breathe
10 times while awake.

On 5/13/20 at 1:08 p.m. Staff M, CNA, identified
Resident #7 as sick the previous week.

Observation on 5/15/20 at 1:00 p.m. revealed
Resident #£7 remained in isolation.

The Weights and Vitals Summary documented
the only vital sigh assessments completed from
4/1/20 thru 5/15/20 for blood pressure and pulse
occurred on 4/20 and 4/23 and for respirations on
4120, 4123, 5/12 thru 5/14 and blood oxygen
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saturation values recorded 4/20, 4/23 thru 4/25,
5/1, 5112 thru 5/14.

Progress Notes lacked documentation of nursing
assessments 5/10/20 thru 5/18/20,

Progress Notes dated 5/17/20 at 5:40 p.m.
revealed the resident improved since COVID-19
diagnoses, alert, vital signs within normal limits,
no shortness of breath, but lungs diminished at
the bases.

Progress Notes lacked documentation of nursing
assessments 5/18/20.

Progress Notes dated 5/19/20 at 1:47 a.m.
revealed the resident continued on follow-up for
positive COVID-19 test without fever or sore
throat, minimal dry cough present. The resident
denied shortness of breath or other respiratory
distress. Lungs sounds assessed with
occasional expiratory wheezes cleared with
cough.

On 5/21/20 at 14:30 a.m., the DON said she
would agree the line listing reported to public
health accurately reflected the date of Resident
#15's symptom onset to be 4/15/20.

Staff Interviews

On 5/8/20 at 5:10 p.m. Staff J, RN, stated she
was supposed fo be staffed with another nurse
but the girl called off. Staff J reported things not
getting done as they had a skeleton crew during
the pandemic. Staff J commented she would
love to give quality of care but couldn't. Staff J
stated they hurry to pass pills/imedications and
give assistance. Staff J said since the residents
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are isolated to their rooms many were getting
weak. Staff J voiced she did not know what to do
as the only RN and only 3 aides on 5/2/20.

On 5/10/20 at 5:28 p.m. Staff |, RN, responded
she received no formal training for working at the
facility and that day only her second day ever
working in the facility. Staff [ stated she only
worked in the facility once before so it woukt have
been nice to know what to do if she needed to
send someone out to the hospital. At 5:43 p.m.
Staif | stated that morning she relieved a night
nurse who also worked for a tempeorary staffing
agency. Staff | commented she did not think the
night nurse knew either who exactly had
COVID-19 infection in the building. Staff | said a
resident coughed after taking a drink but other
than that she had not seen any fever or
respiratory concerns that day. Staff | stated she
was not told how many active cases to monitor or
who was il in the building, so she was went off
her knowledge from warking in the facility a week
prior.

On 5/10/20 at 6:23 p.m. Staff W, RN from
temporary staffing agency, responded she
worked in the facility since October 2019 the 6
p.m. to 6 a.m. shift. Staff W stated she got
information about the residents with COVID-19 in
nurse-to-nurse report and if that nurse did not
know she thought somewhere there was a list but
she did not know where. Staff W stated she
knew who tested negative as she worked in the
facility when they tested all the residents in April.
Staff | commented the facility a "free for all” with
no leadership from management ad she thought
they were doing the best they could without the
leadership.

F 684
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On 5/12/20 at 2:20 p.m. the DON and ADON
reported all pressure sores assessed, measured,
and documented on every Thursday. The DON
and ADON both confirmed all other nursing
assessments of any kind recorded in the
electronic medical record.

Facility Policy

The undated, untifled, facility policy related to
expectations for nurse assessments included the
following documentation:

Policy -

It is the facility policy to promptly implement the
alert charting system for a resident having a
change in condition. A change of condition
defined as an improvement or decline in their
physical, mental, and/or psychosocial status.
Procedures -

Point 1. When a change of condition or change
from baseline observed and reported, the nurse
responsible to evaluate the resident's condition.
Examples of a condition change included but not
limited to:

a. abnormal or change in vital signs

b. respiratory distress, nasal or [ung congestion
¢. signs and symptoms of an acute infection

d. hospitalization, hospice admission or
discharge, fracture

e. new diagnoses

Point 2. Staff will notify the nurse of any change
in condition.

Point 3. If the resident appears acutely ill, contact
the physician unless on hospice services then
contact hospice.

Point 4. The nurse will evaluate the change in
condition.

Point 5. When a change of condition observed,
the nurse will indicate the change on the 24-hour
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communication so that all staff aware the resident
placed on hot charting.

Paint 8. The nurse to document in the electronic
charting section, observations noted during their
shift regarding the alert condition.

Point 7. Vital signs will be obtained every shift
and PRN (as needed) per the discretion of the
nurse. -

Point 8. The resident's family to be notified.
Family notification will be documented the
Progress Note.

Point 8. Physician will be notified via phone for
critical issues, may be faxed for non-acute,
non-critical issues.

Point 10. Any reportable criteria must be
communicated to the primary care physician,
hospice (if on hospice services), and resident
family promptly. Document all attempts to
contact.

Point 11. The Alert documentation will continue
until the DON determines resolution of the
condition.

Nutrition/Hydration Status Maintenance

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

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

§483.25(g)(1) Maintains acceptable parameters
of nutritional status, such as usual body weight or
desirable body wefght range and electrolyte
halance, unless the resident's clinical condition
demonstrates that this is not possible or resident

F 684
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preferences indicate otherwise,

§483.25(0)(2) Is offered sufficient fluid intake to
maintain proper hydration and health;

§483.25(g)(3) Is offered a therapeutic diet when
there is a nutritional problem and the health care
provider orders a therapeutic diet.

This REQUIREMENT is not met as evidenced
by:

Based on observation, record review, resident,
staff and family interviews, the facility failed to
ensure residents received adequate and timely
dining assistance to avoid weight loss of greater
than 5% in 1 month or 10% in 6 months for 7 of 7
residents reviewed for significant weight loss
(Resident #2, #3, #6, #7, #8, #10, #12). Two
additional residents reported not receiving fluids
and assistance devices for drinking {Resident #4
and Resident #1) The facility failed to complete
nutritional assessments for residents who
showed weight loss. The facility failed fo offer
adequate hydration and failed to monitor
residents for dehydration when dietary services
decreased the amount of fluids given at meals,
from 720 millliters (mls) to 240 mls consistently,
and stopped offering drinks with snacks between
meals at the onset of 2 COVID-19 outbreak in the
facility. Significant weight loss occurred for 7
residents and a serious adverse outcome likely
due to the ongoing lack of timely dining
assistance for dependent residents led fo the
potential for more weight loss. In addition, the
lack of sufficient hydration for all residents led to
increased risk of UTls (urinary tract infection) and
dehydration. Resident #3 received hospitalization
for signs/symptoms of dehydration. An
immediate jeopardy concern identified on 5/11/20.
The facility abated the concern on 5/14/20. The
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facility reported a census of 41 (forty-one)
residents.

Findings include:

1. An admission Minimum Data Set (MDS)
assessment dated 4/21/20 for Resident #2
identified a Brief Interview for Mental Status
(BIMS) score of 11 without signs/symptoms of
delirium. Ascore of 11 indicated moderate
cognitive impairment. The MDS revealed the
resident spoke clearly and could understand
others and make herself understood. The MDS
identified the resident as totally dependent upon 1
person for eating. The MDS coded functional
limitations in range of motion (ROM) on both
sides of upper and lower extremities. The MDS
documented diagnoses that included: cancer,
quadriplegia, respiratory failure, and chronic pain
syndrome. The MDS recorded a weight of 153.0
Ibs. {pounds).

A discharge summary for a hospital admission
dated 4/24/2020 through 4/28/2020 identified the
reason for the admission as "problem with urinary
catheter-nephrostomy tube with clots and no
jonger secured”. The resident's BUN (blood urea
nitrogen} was 8 {(normal) and creatinine 0.53.

A BIMS assessment dated 5/6/20 recorded a
score of 15. A score of 15 indicated intact
cognition.

Care Pian;

Care plan focus areas initiated 4/16/20 identified
the resident utilized a suprapubic catheter (tube
put through the skin into the bladder), bilateral
nephrostomy tubes (a thin tube put through the
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skin into the kidney), and a cecostomy (a thin
tube placed through the skin info the first part of
the large bowel). The care plan identified a
seif-care deficit related to impaired mobility as
manifested by need for assistance with ADL
(Activities of Daily Living) and the resident on
quarantinefisolation precautions for 2 weeks due
to being a new admit. The care plan interventions
informed staff the resident needed fed by staff
assist.

On 4/24/20, the care plan identified a potential
risk for COVID-19 infection related to a recent
outhbreak. The care plan directed staff to shelter
in place and provide in-room meal service.

On 4/28/20, the care plan identified a nutrition risk
related to picky preference, mental status as
evidenced by reported poor intakes from staff,
and medical history of quadriplegia, hypertension,
GERD (Gastrointestinal Reflux Disease), small
bowel obstruction, chronic pain, personality
disorder, depression, bladder cancer, and iron
deficiency anemia.

Care plan interventions directed staff to: assess
nutritional status quarterly and as needed; assist
with meals as needed; honor likes and dislikes;
monitor and provide for resident's changing
needs; monitor and record intakes; monitor
weights as ordered; notify the doctor and dietary
of significant weight changes; obtain weight
weekly x 4 weeks then monthly, and as needed if
stable, at the same time of day, document
accordingly; provide house supplement as
ordered 60 mis {milliliters) per day, mix with ice
cream as needed; RD (Registered Dietician) to
review quarterly and as needed; and serve the
diet ordered.
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Progress Notes dated 4/22/20 at 11:03 p.m.
revealed a meeting held with dietary on 4/21/20
concerning the resident's medical condition,
dependency on staff for repositioning and
transfers, and pressure sores upon admission
located on the right and left gluteal creases with
delayed wound healing. The note recorded the
resident denied wanting breakfast so she did not
receive adequate nutrition intake regularly. The
facility sent a facsimile {fax) to the physician
requesting orders for supplements and continue
weekly weight measurements.

Physician orders signed 4/22/20 identified the
dietician recommended the resident receive 60
mis {milliliters) of house supplement daily for 30
days and mix it with ice cream to make a shake if
the resident did not like the taste.

Progress Notes dated 4/28/20 at 11:22 a.m.
revealed a Nutrition/Dietary Note. The entry
revealed a current weight of 153.0 Ibs with no
weight history available and no meal intakes
recorded. The RD documented the resident
reported she did not like the food and did not eat
much on her regular diet. The entry documented
the resident had two stage 2 pressure ulcers with
a recent hospitalization for UTI (Urinary Tract
Infection) from 4/24/20 to 4/28/20. The RD
directed staff to contact the RD with any new
nutrition concerns.

A Nutritional Risk Assessment dated 4/28/20
categorized the resident as a medium nutritional
tisk. The assessment recorded a weight
measurement done on 4/14/20 of 153.0 Ibs. The
assessment documented interventions that
included: continue house supplement 60 ml per
day mixed with ice cream if needed, continue
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weekly weight checks, once quarantine lifted
encourage to come to dining room for meals,
record all meal/snack intakes, encourage high
protein choices at meals/snacks, and contact the
dietician with any new concerns.

Review of the clinical record revealed a lack of
documentation pertaining to weekly weight
measurements as care planned and per dietician
recommendations.

The Weights and Vitals Summary dated 5/27/20
documented only 2 weights:

a. 4/14/20 - 153 lbs

b. 5/4/20 - 144.6 Ibs

Comparison of the 2 weight values showed a
significant weight loss of -5.5% or -8.4 Ibs in less
than 1 month.

Review of the clinical record revealed a lack of a
nutrition assessment by the Registered Dietician
on or after 5/4/20.

Progress Notes dated 5/6/20 at 4:04 p.m.
documented the Activities Director assisted the
resident to obtain hot tea as the resident
preferred it when she was sick. The note
recorded the resident reporied CNAs refused fo
get her tea and one aide told her she already had
water, drink the water.

An ED (emergency department) note dated
5/10/2020 identified the resident's weight as 145
pounds. The resident's BUN measured 12
(normal) and creatinine 0.53 {normal)

Progress Notes dated 5/12/20 at 3:03 p.m.
identified a new order received to discontinue
med pass (house supplement) as the resident
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refused it stating she was allergic fo it.

Progress Notes from 5/4/20 thru 5/27/20
contained no documentation pertaining to the
weight measurement obtained on 5/4/20 or that it
showed a significant weight loss.

Review of the fluid intakes recorded 4/14/20 thru
5/20/20, reveated the intakes less than 720 mls
(equivalent to 3 eight ounces glasses of water) on
the following days: 4/14 thru 4/17, 4/19 thru 4/23,
428, 4/28, 5/1 thru 5/9, 5/13, 5/15, 6/16, and
5/20,

Review of the outputs for urination recorded
4/14/20 thru 5/22/20 revealed the outputs less
than 720 mls on the following days: 4/16, 4/17,
4119, 4/28, 4129, 4130, 513, 5/4, 5/8, 5/9, 6/12,

On 5/8/20 at 1:48 p.m. Staff C, Registered Nurse
(RN), confirmed she worked Friday 5/1/20 from
6:00 p.m. to 6:00 a.m. Staff C reported she
worked with just 1 CNA (Certified Nurse
Assistant) from 2 p.m. to 10 p.m. and also from
10 p.m. to 6:00 a.m. Staff C voiced when she
arrived on 5/1/20 at 6 p.m. she was told it was a
rough day and the kitchen staff did not pass trays.
Staff C stated she and the 1 CNA passed the
meals. Staff C stated she knew who needed
assistance as one of the nurses kept a list due to
the facility utilizing so many agency staff. The list
contained at least a dozen resident names. Staff
C stated that on 5/1/2020 an additional 3
residents on the 100 hall needed assistance who
normally fed themselves. Staff C stated Resident
#2 wanted pizza instead of the main meal, but
Staff C could not get it for her right away. Staff C
said around 8:00 p.m. she fook Resident #2 the
pizza and when Staff C came back later to
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administer medicine, she realized the resident
needed assistance to eat so Staif C helped her
eat at that time. Staff C stated she ran around
"crazy" and reported some residents did not
receive dining assistance. Staff C confirmed she
also worked 6:00 p.m. to 6:00 a.m. on Sunday
5/3/20 into Monday 5/4/20. Staff C reported
again only 1 CNA, Staff D from a temporary
staffing agency, worked from 2:00 p.m. to 11:00
p.m. Staff C stated when she arrived on-duty at
6:00 p.m. 5/3/20, Resident #2 reported she did
not drink all day. Staff C stated Resident #2 had
four different drainage tubes, and could not use
her hands to drink so Staff C made her a big jug
to drink. Staff C commented during normal
circumstances (prior to the COVID-19 outbreak)
residents ate in the dining room at 6:00 p.m.
when she arrived to work. Staff C said now the
dietary staff just gave trays to residents and left
the building by 6:15 p.m. Staff C identified issues
with trying to document intakes for Resident #2.

On 5/8/20 at 6:22 p.m., Resident #2 complained
staff gave her milk and she was allergic to it.
Resident #2 reported she asked for a substitute
and they brought her cottage cheese. Resident
#2 stated she did not think they gave food she
could tolerate and without enough calories
causing a 10 pound weight loss in 3 weeks.
Observation revealed the resident's supper tray
container sat on her bedside table and Resident
#2 reported it sitting there for 15 to 20 minutes.
Resident #2 identified herself as hungry and
wanting to eat but could not as she required
assistance from staff. The resident stated she
could not move her own extremities. Resident#2
reported staff brought in her food container and
told her they would return. Staff infermed the
resident that needed to eat last hecause she took
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a long time to eat. Resident #2 identified her food
as always cold by the time staff could assist her.

Continuous observation on 5/8/20 revealed at
6:29 p.m. no staff assisted Resident #2 with
eating.

At 6:39 p.m. Staff G, CNA from temporary staffing
agency, entered to assist Resident #2 to eat and
Resident #2 reported her food was cold. Staff G
left the room and said she would tell the nurse.

Cn 5/8/20 at 7:22 p.m., Resident #2 sat up in her
wheelchair in her room. Observation revealed
two green water pouches with tubes and
mouthpieces for drinking with both placed in a
straight back chair out of reach of Resident #2
and one of the tubes/mouthpieces in contact with
the floor. Observation revealed the push pad call
light not clipped to the resident's gown and falling
down out of reach on the left side of the resident's
arm. Resident #2 commented the call light
needed clipped to her right side in order for her to
activate it with her fist. Observation revealed both
of the resident's arms contracted. Resident #2
became tearful and upset that she could not
reach her water pouches to take a drink or call for
help to drink. 1n addition, Resident #2 voiced she
did not know when or if staff ever cleaned the
water pouches and now the mouthpiece was dirty
from the floor. Resident #2 stated the staff
constantly talked about her in front of her about
the resident eating slowly and taking an hour to
assist with eating. Resident #2 stated due to not
getting fluids she got dehydrated. She did not
know if the water pouches got moldy, as she did
not know when they washed the pouches.
Resident #2 reported because she was starving
she just ate the cottage cheese for supper that
night and Staff G reheated her food. Resident #2
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responded she was not sure if the food was the
same originally served. Resident #2 said she
only ate breakfast twice by cheice and identified
lunch experience as worse. Resident #2
responded nursing management never come to
assist her to eat.

Observation on 5/10/20 at 5:52 p.m. revealed
Resident #2 laid in bed.

At 5:55 p.m. Staff H, CNA from temporary staffing
agency, reported Resident #2 out to hospital that
day and came back. Staff H did not know if
Resident #2 refused supper or if scmeone
assisted her to eat yet.

At 6:28 p.m. Staff G asked Staff H if she assisted
Resident #2 to eat yet and everyone looked for
the resident's food container but did not locate it.
At 6:30 p.m. Staff Q, contracted Dietary Aide,
responded if staff could not find Resident #2’s
food container then they had access to the snack
container.

At 6:36 p.m. Staff X, CNA from temporary staffing
agency, went in to see if Resident #2 ate yet then
went to the kitchen o request they get the
resident some green beans.

2. Aquarterly MDS assessment dated 4/12/20
for Resident #3 identified severe cognitive
impairment with continuous behavior signs of
inattention, disorganized thinking, and fluctuating
level of consciousness. The MDS identified the
resident as totally dependent upon 1 staff for
eating. The MDS coded functional limitations in
ROM on both sides of upper and lower
extremities. The MDS documented diaghoses
that included: aphasia (loss of ability to express
or understand speech), non-Alzheimer's
dementia, and right/left hand contractures. The
MDS recorded a weight value of 174.0 lbs. and
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Care Plan:

related to the resident unable to drink

resident, family, and caregivers on the
importance of fluid intake.

eating.

delusional disorder, chronic pain. The

liquids.
A care plan update, dated April 2020,

in 5 months recorded.

as needed.

indicated a weight loss of 5% or more in the last
month or loss of 10% or more in the last 6

The care plan focus area initiated 10/16/17
identified a potential for dehydration/fluid deficit

independently requiring staff assistance. The
care plan interventions included to educate the

The care plan identified a self-care deficit related
to impaired maobility, impaired cognition,
incontinence, and the resident unable to voice
wants/needs so staff must anticipate them. The
care plan directed staff to assist the resident with

The care plan identified a potential for alteration
in nutrition related to diagnoses of anoxic brain
injury, dysphagia, {(difficulty swallowing),
contractures, anemia, GERD, dementia,

resident

required puree diet texture and nectar thickened

documented the resident with inadequate energy
intake related to poor appetite, fever, and not
feeling well as evidenced by not eating meals.
Nursing reported the resident drank fiquids. A
weight loss of -13.8 Ibs in 4 months and -17.8 Ibs

Care plan interventions included to provide

nutritional assistance with meals and the RD to
assess nutritional status, quarterly, annually, and

Progress Notes dated 4/14/20 at 11:53 a.m.
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recorded a Nutrition/Dietary note written by the
RD. The RD wrote the resident did not feel well
and ran a fever last reported as 100.6 degrees,
Nursing pushed fluids. The RD identified the
resident's current weight as 174.0 Ibs with weight
trending down and almost significant with -2.25%
in 1 month, -7.35% or -13.8 Ibs in 3 months, and
-9.28% or -17.8 Ibs lost in 6 months. The RD
wrote meal intakes on pureed diet with nectar
thick liguids presumed inadequate as the resident
did not feel well and mainly drank fluids. The RD
wrote with poor intakes, fever, and almost
significant weight loss, the RD recommended
house supplement 60 mis per day for 30 days,
which would provide additional 118 kcal
(calories), and weekly weight checks. Staff should
the RD with any new nutrition concerns.

A Nutritional Risk Assessment dated 4/14/20
categorized the resident as a high risk for
nutritional concerns. Interventions included:
continue regular puree, nectar-thick liquids; RD
recommended house supplement 60 mls per day
for 30 days; RD recommended weekly weight
checks; encourage the resident to eat meals in
the dining room as able;encourage adequate
hydration and intakes as able; record all meal and
snack intakes; and contact the RD with any new
COncerns.

A Significant Weight Change Notification to
Physician form dated 4/14/20 revealed staff
informed the physician that the resident weighed
174 Ibs and lost -2.25% in 30 days, -7.35% or
-13.8 Ibs in 4 months, and -9.28% or -17.8 lbs in
5 months. The RD wrote recomimendations to
start weekly weight measurements and house
supplement 60 mls per day for 30 days. The
record lacked evidence the physician ever
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acknowledged the significant weight change form.

Review of the clinical record revealed it lacked
documentation of meal and snack intakes as
recommended by the dietician.

Review of the April and May 2020 Medication
Administration Records {MARs) revealed the
facility failed to initiate the RD's recommendation
for 60 mls of house supplement until 5/12/20.

Review of the clinical record revealed it lacked
documentation pertaining to weekly weight
measurements as care planned and per dietician
recommendations.

A hospital History and Physical (H&P)
Consuitation printed 4/27/20 documented the
resident presented to the Emergency Department
{ED) on 4/17/20 with a fever that started the
previous night and persisted. The resident found
to have mild hypoxia (low blood oxygen level),
hypernatremia (high blood sodium level) with lab
result critical at 160 mEg/liter {milliequivalents per
liter} [high sodium levels can be an indicator for
dehydration], elevated BUN and dehydration.

The Assessment/Plan subsection recorded
diagnoses that included severe sepsis (occurs
when one or more body organs damaged from an
inflammatory response). The kidney consultation
identified the resident as hypernatremic with an
estimated free water deficit of 6.1 liters and
treatment included giving 2 liters of IV fluids in the
emergency room. The resident discharged back
to the facility on 4/27/20. The H&P identified the
resident's weight as 185 pounds. A urinalysis
identified the resident’s urine specific gravity as
1.036 (high indicating dehydration), BUN 30
(high) and creatinine 0.52 (normal). A hospital
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discharge form dated 4/27/2020 identified the
resident's BUN on discharge as 5, creatinine 0.48
and sodium 140 (normal). The resident returned
to the facility 4/27/2020.

Review of the fluid intakes recorded 4/12/20 thru
5/20/20, revealed the intakes less than 720 mis
on the following days: 4/12 thru 4/17, (4/18 thru
4127 the resident hospitalized), and 4/28 thru
5/20.

The Weights and Vitals Summary dated 5/27/20
documented only the following values for
April/May:

a. 4/6/20 - 174.0 Ibs

b. 5/1/20 - 168.4 Ibs

c. 5/9/20 - 154.0 Ibs

On 5/9/20, the summary documented a
significant weight loss of -18% or -33.8 |bs since
12/15/19 when the resident weighed 187.8 Ibs; a
loss of -8.6% or -14.4 lbs when compared with
5/1/20 weight;, and a -13.9% or -24.8 Ibs lost
since 2/28/20 when the resident weighed 178.8
Ibs.

On 5/8/20 at 1:48 p.m. Staff C, RN, stated on
5/1/20 she worked with just 1 CNA from 6 p.m. {o
10 p.m. and 10 p.m. to 6:00 a.m. Staff C stated
she went to Resident #3's room to assist her with
eating and when she arrived, she observed the
resident only had two little cups of food and no
liquids. Staff C identified the kitchen staff as
gone by 6:15 p.m.. Staff C could not find the key
to the kitchen, and since Resident #3 needed
thickened liquids, Staff C could not provide the
drinks. Staff C said she used the fluids already in
Resident #3's room, which were not fresh. Staff C
thought the fluids remained in the room from a
previous meal -probably lunch. Staff C stated the
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next day she asked Staff Y, contracted Dietary
Aide, why the resident did not receive liquids.
Staff Y informed her she should use the water in
Resident #3's room. Staff C identified dietary
staff as upset due to staff taking glasses out of
the kitchen when they should use all paper
products.

Progress Notes dated 5/12/20 at 10:33 a.m.
recorded a Nutrition/Dietary note written by the
RD. The RD revealed the resident experienced a
significant weight loss with current weight 154.0
Ibs and that the resident tested positive for
COVID-19 on 4/19/20. The resident exhibited a
poor appetite for quite socme time, lost -20 Ibs or
-11.79% in 1 month, and -24.8 Ibs or -13.87% in 3
months, and -37.8 lbs or -19.71% in 6 months.
The RD documented on her last note 4/14/20 she
recommended house supplement 60 mi per day
with weekly weights but it was not ordered. The
RD now recommended house supplement 60 mis
twice a day, weekly weights, and contact the RD
about any other nutrition concerns.

Observation on 5/13/20 at 12:32 p.m. revealed
Resident #10 sat in a wheelchair at table in the
dining area by himself. At 12:55 p.m. Staff N,
CNA, assisted Resident #3 and Resident #10 to
eat. Staff N stood fo assist with the residents with
dining and went back and forth between the two
residents. Staff L., CMA, entered and offered to
sit with Resident #10 to ensure Staff N could
focus on Resident #3.

3. Aquarterly MDS assessment dated 4/5/20 for
Resident #6 identified a BIMS score of 0 with
signs of fluctuating inattention and disorganized
thinking. A score of 0 indicated severe cognitive
impairment. The MDS revealed the resident
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independent with eating. The MDS documented
diagnoses that included cerebrovascular accident
{CVA}, chronic obstructive pulmonary disease
{COPD), and chronic ischemic heart disease.
The MDS recorded a weight value of 175 Ibs.

Care plan focus areas initiated 10/9/14 identified
altered thought processes related to impaired
cognition manifested by the need for assistance
with decision-making and a potential for alteration
in nutritional status. The interventions included:
monitor and provide for changing needs; monitor
intakes, if less than 50% for greater than 3 days,
alert the RD and physician; monitor weight as
ordered monthly and as needed; and RD to
assess nufritional status quarterly and as needed
to provide recommendations as needed.

On 4/7/20 a care plan update directed staff to
honor the resident’s iikes, dislikes, and offer
alternatives as needed.

Progress Notes dated 4/7/20 at 12:41 p.m.
recorded a Nutrition/Dietary note written by the
RD. The RD identified the resident as doing well
nutritionally with a weight of 175.2 Ibs. The
resident's weight trended up overall in the past 6
months with -1.13% lost in 1 month, +1.62% gain
in 3 months, and +4.53% gain in 6 months. The
RD wrote staff did not record the resident's meal
intakes so intake information unknown. Staff
reported no concerns and he ate well. The RD
made no recommendations at that time.

A Nutritional Risk Assessment dated 4/7/20
categorized the resident as a medium nutritional
risk. The assessment revealed interventions
included: continue regular diet; continue monthly
weight checks; encourage to come to dining room
for meals as able; record all meal and snack
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intakes; encourage adequate intake and
hydration; honor likes, dislikes, offer alternative
as needed; and contact RD with any new nutrition
concerns.

Review of the clinical record revealed it lacked
documentation of all meal and snack intakes as
recommended by the dietician.

The Weights and Vitals Summary dated 5/27/20
documented only the following values for
March/AprilfMay:

a. 3/24/20 - 175.2 lbs

b. 4/13/20 - 168.8 Ibs

c. 5/5/20 - 159.8 Ibs

d. 5/15/20 - 159.0 Ibs

On 5/5/20, the summary documented a
significant weight loss of -5.3% or -9.0 [bs since
4/13/20 and a -9.8% or -17.4 Ibs lost since
2/28/20 when the resident weighed 177.2 Ibs.
On 5/15/20, the summary documented a
significant weight loss of -10.3% or -18.2 ibs
since 2/28/20.

Review of the fluid intakes recorded 4/12f20 thru
5/20/20, revealed the intakes less than 720 mis
on the following days. 4/12, 4/15, 4/16, 4/17, 4119
thru 4/24, 4/26 thru 5/4/20, 5/6/20 thru 5/11/20,
5/13, and 5/15/20 thru 5/18/20.

Progress Notes dated 5/5/20 at 2:17 p.m.
revealed a Nutrition/Dietary note written by the
Registered Dietician. The RD identified the
resident with a significant weight loss as he lost
-9.0 Ibs or -5.33% in 1 month and lost -17 .4 Ibs or
-9.82% in 3 months. The RD wrote the resident
tested positive for COVID-19 infection and was
not used to the change in protocols including not
eating meals with other residents in the dining
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room. The RD noted staff reported inadequate
meal intakes. The RD recommended house
supplement 60 mls twice a day for 30 days,
weekly weight checks, and contact RD with any
new nuftrition concerns.

The Significant Weight Change Notification to
Physician form dated 5/5/20 notified the physician
the resident weighed 159.8 lbs and lost -5.33% in
30 days, ~9.82% in 90 days, and -4.65% in 180
days. The RD recommended house supplement
60 mis twice a day for significant weight loss.

Review of the May 2020 Medication
Administration Record revealed the facility failed
to initiate the RD's recommendation for 60 mls of
house supplement until the evening of 5/12/20.

Progress Notes dated 5/19/20 at 2:06 p.m.
revealed a follow up Weight Change Note written
by the RD. The RD wrote the resident lost
another -0.8 Ibs or -1.3% in the past week. The
weight [oss was not desired. The RD wrote the
resident lost -9 Ibs in the past month due to poor
appetite, eating in room due to COVID-18
infection, and nursing reported he drank ordered
house supplement sporadically. The RD
documented the kitchen identified the resident's
meal intakes as not great although he drank
chocolate milk. The RD recornmended chocolate
milk mixed with whole milk for all 3 meals to start
on 5/19/20, continue house supplement 60 mis
twice a day, and weekly weights.

Review of the clinical record revealed from 5/5/20
to 5/27/20 only one weight measurement
documented on 5/15/20. The record lacked
documentation of weekly weight measure
measurements as recommended by the RD.
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4. An annual MDS assessment dated 3/12/20 for
Resident #7 identified a BIMS score of 15 without
signs or symptoms of delirium. A score of 15
indicated intact cognition. The MDS identified the
resident as independent with eating and only
requiring set up help. The MDS documented
diagnoses that included: other specified diseases
of the upper respiratory tract, cough, and
generalized muscle weakness. The MDS
recorded a weight value of 221 lbs with a weight
gain of greater than 5% in 1 month or 10% in 6
months.

A care plan focus area initiated 6/18/19 identified
a potential for nutritional problem. The
interventions included to monitor, record, and
report to physician and RD signs or symptoms of
malnutrition including significant weight losses of
greater than 3 Ibs in 1 week, 5% in 1 month, 7.5%
in 3 months, or 10% in 6 months.

On 3/17/20, the care plan contained an update
that identified the RD would assess quarterly,
annually, and as needed.

Progress Notes dated 3/17/20 at 2:00 p.m.
documented a Nutrition/Dietary Note written by
the Registered Dietician. The RD revealed the
resident weighed 220.8 Ibs, significant for
+10.80% gain in 6 months. The RD identified the
weight as stable the last 3 months with +2.8% in
1 month and +4.26% in 3 months. The RD noted
the resident drank a lot of fluid at meals and
water in between meals. The RD gave no new
recommendations.

Progress Notes dated 5/12/20 at 2:03 p.m.
documented a Nutrition/Dietary Note written by
the Registered Dietician. The RD revealed the
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resident weighed 203.0 Ibs on 5/5/20 with a
significant weight loss of -19.6 Ibs or -8.81% in 1
month and -17.8 Ibs or -8.06% in 3 months. The
RD identified the resident as positive for
COVID-19 infection, no appetite or sense of taste
or smell for quite some time with inadequate meal
intakes. The RD recommended the resident start
magic cup supplement 3 times a day and weekly
weight checks.

Review of the fluid intakes recorded 4/12/20 thru
520120, revealed the intakes less than 720 mls
on the following days: 4/12, 4/13, 4/15 thru 4/22,
4/24 thru 5/8, and 5/11 thru 5/20/20.

5. Aguarterly MDS assessment dated 2/23/20
for Resident #8 identified severely impaired
cognition for daily decision-making skills with
continuous behavior of inattention and
disorganized thinking. The MDS revealed the
resident required supervision with setup help for
eating. The MDS revealed diagneses that
included; Alzheimer's dementia. The MDS
recorded a weight value of 162 Ibs.

Care plan focus areas initiated 9/22/16 identified
altered thought processes related to Alzheimer's
dementia, delusional disorder, and need for
assistance with decision-making and potential for
alteration in nutritional status. The interventions
included: assessing nufritional status quarterly
and as needed; cue the resident to go to the
dining room; monitor and provide for the
resident's changing needs; and monitor and
record intakes, cue and assist as needed.

A Nutritional Risk Assessment dated 3/3/20
categorized the resident as a medium nutritional
risk and recorded a weight of 162.6 Ibs on
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2/28/20. The RD identified interventions that
included: recording alf meal and fluid intakes.

Progress Notes dated 5/5/20 at 2:07 p.m.
revealed nursing reported weight and intake
concerns. The resident exhibited poor intakes
due to lack of sense of smell and taste. The RD
revealed the resident weighed 158.8 Ibs and
experienced a weight loss of -6.2 Ibs or -3.76% in
the last month, not significant. The RD
recommended the kitchen provide ice cream with
every meal to increase calories and she would
continue to monitor weight as needed.

A Significant Weight Change Notification to
Physician form dated 5/5/20 notified the physician
the resident weighed 158.8 Ibs and lost -6.2 Ibs or
-3.76% in 1 month, not significant. The RD wrote
recommendations as: kitchen to provide ice
cream with every meal.

The clinical record lacked documentation of the
ice cream intakes with every meal.

In an email correspondence dated 5/19/20 at 3:54
p.m., the Administrator clarified why the resident's
clinical record lacked documentation of the intake
of the recommended ice cream with every meal.
The Administrator identified the ice cream as not
necessarily an order but rather staff should just
get the resident something she would actually
eat.

Review of the fluid intfakes recorded 4/12/20 thru
5/20/20, revealed the intakes less than 720 mis
on the following days: 4/12 thru 4/17, 419 thru
5/9, 5/11 thru 5/15, and 5/17 thru 5/20/20.

The Weights and Vitals Summary dated 5/29/20
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documented only the following values for
AprilfMay:

a. 4/1/20 - 165.0 Ibs

b. 5/5/20 - 158.8 Ibs

c. 5/12/20 - 152.0 Ibs

d. 5/27/20 - 147 8 Ibs

On 5/12/2¢, the summary documented a
significant weight loss of -8.0% or -13.2 Ibs since
3/24420.

On 5/27/20, the summary documented a
significant weight loss of -6.8% or -11.0 Ibs since
5/5/20 and -10.5% or -17.4 Ibs since 3/24/20.

Progress Notes dated 5/26/20 at 2:30 p.m.
documented a Nutrition/Dietary Note. The RD
revealed the resident weighed 152.0 Ibs and
experienced a significant loss of -13 Ibs or
-7.88% in the past month with weight trending
down overall with -6.29% in 3 months and -7.43%
in 6 months lost. The RD revealed inadequate
meal intakes on the current regular diet with
cut-up meats and ice cream with all meals. The
RD revealed the resident no longer had dentures
and could not eat meat, toast, and other regular
foods. The RD wrote recommendations for a trial
of mechanical soft diet; house supplemeant 60 mis
twice a day, and weekly weights,

Observation on 5/8/20 at 6:07 p.m. revealed
Resident #8 sat in her room in a straight back
chair. Resident #8 held her Styrofoam meal
container half on the bedside table, half off,
spilling down into her lap. Resident #8 made no
effort to feed herself. Staff T, CNA, came down
hall and noticed the resident spilling her food,
entered, washed hands, and assisted the
resident. AtB6:11 p.m. Staff T asked Resident #8
if she was finished eating, Resident #8 gave no
response. Staff T then assisted Resident #8 to
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take bites of food and she accepted.

Observation on 5/10/20 at 5:30 p.m. revealed 5
meals sat out on a meal cart. At 5:31 p.m. Staff
X, CNA, went down to feed Resident #8.

On 5/12/20 at 1:45 p.m. Resident #8 pushed
back from the dining room table in her wheelchair
where she ate lunch with supervision.

Observation on 5/13/20 at 12:55 p.m. revealed
Resident #8 at a table in the dining room actively
eating with supervision.

On 5/13/20 at 1:50 p.m. the DON asked Resident
#8 if she finished eating and if so, she would
assist her from the dining room, The
Administrator then stopped by Resident #8 and

-| encouraged her to drink fluids. At2:12 p.m. the

DON encouraged Resident #8 to go back to her
room to listen to music. At 2:30 p.m. the DON
reported Resident #8 coughing more now so she
needed to have another resident come out for
dining assistance as Resident #8 would go back
to eating in her room.

On 5/15/20 at 1:20 p.m. the DON reported
Resident #8 recently coughed more so she would
eat in her room. When guestioned if the resident
received assistance to eat lunch, the DON went
down to see the resident. The DON opened
Resident #8's closed room door to reveal
Resident #8 sat in her chair with no efforts to
assist self to eat. The DON provided
encouragement to the resident to eat and
removed the lids off the drinks and Resident #8
started to eat.

6. An admission MDS dated 4/2/20 for Resident
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#10 identified a BIMS score of 12 with signs of
fluctuating inattention. A score of 12 indicated
moderate cognitive impairment. The MDS
revealed the resident required extensive physical
assistance of 1 person for eating. The MDS
documented diagnoses that included: CVA,
hemiplegia (weakness on 1 side of the body}, and
dysphagia (difficulty swallowing). The MDS
recorded a weight value of 165 Ibs.

Care plan focus areas dated 3/27/20 identified
the resident received a puree diet with nectar
thick liguids. The resident utilized a PEG tube
(feeding tube) for possible tube feeding if needed
in future (not utilized at the time except for free
water flush twice a day). The care plan informed
staff the resident required supervision during
meals or fed by staff due to increased aspiration
precautions. The resident had the tendency to
shovel and gulp food and liquids.

On 3/31/20 the care plan identified a nutrition risk
related to language barrier, food preferences, and
assistance required. The interventions included:
assess nutritional status quarterly and as needed,
assist with meals as needed; monitor and provide
for resident's changing needs; monitor and record
intakes; monitor weights as ordered weekly times
4 weeks then if stable obtain monthly, document
accordingly; and the RD to review quarterly and
as needed.

Progress Notes dated 3/31/20 at 2:52 p.m.
revealed a Nutrition/Dietary note written by the
Registered Dietician. The RD wrote the resident
weighed 165 ibs and appeared well nourished.
The RD wrote no meal intakes recorded although
kitchen staff reported meals came back mostly
eaten. The RD documented the resident
received help from staff with eating. The RD

F 692
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recommendations included to continue current
plan of care with weekly weights to monitor the
resident.

A Nutritional Risk Assessment dated 3/31/20 at
2:59 p.m. categorized the resident as a medium
nutritional risk. The assessment documented
interventions included: continue regular, puree,
nectar-thick liquid diet; continue weekly weights
for 4 weeks, then if stable monthly; record all
meat and fluid intakes; continue to provide
assistance at meals as needed; encourage to
come to the dining room for meals; and contact
the RD as needed.

The Weights and Vitals Summary dated 5/27/20
documented only the following values for
March/April/May:

a. 3/25/20 - 165.0 lbs

b. 4/9/20 - 155.6 Ibs

c. 5/6/20 - 151.6 Ibs

On 4/9/20, the summary documented a
significant weight loss of -5.7% or -9.4 Ibs since
3/25/20.

On 5/6/20, the sumimary documented a weight
loss of -8.1% or -13.4 Ibs since 3/25/20.

The clinical record lacked documentation of
notification to the RD and physician of the
resident's significant weight loss of greater than
5% in less than a month on 4/9/20 or of further
nutrition assessments after 3/31/20. The record
also lack documentation of weekly weight
measurements as recommended by the RD.

Observation on 5/13/20 at 12:32 p.m. revealed
Resident #10 sat in a wheelchair at table in the
dining by himself. At 12:55 p.m. Staff N, CNA,
assisted Resident #3 and Resident #10 fo eat;
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Staff N stood to assist with dining and went back
and forth between the two residents. Staff L,
CMA, entered and offered to sit with Resident
#10 to ensure Staff N could focus on Resident #3.

On 5/15/20 at 1:10 a.m. Staff M, CNA, stated she
told staff twice she needed help to get Resident
#10 up.

At 1:20 p.m. when asked why Resident #10 did
not arrive to the dining room for lunch, the DON
responded Resident #10 refused to get up.

In an email correspondence dated 5/19/20 at 3:54
p.m., the Administrator stated the facility did not
attempt any dietary changes for the resident at
that time other than bringing the resident out to
the dining room to eat.

Resident Interviews:

7. Aquarterly MDS dated 3/29/20 for Resident #4
identified a BIMS score of 15 without signs or
symptoms of delirium. A score of 15 indicated
intact cognition. The MDS revealed the resident
required supervision with set up help only for
eating. The MDS revealed diagnoses that
included: generalized muscle weakness.

Care plan focus areas initiated 10/11/19 identified
an ADL self-care performance deficit related to
increased weakness. The interventions included:
the resident could feed herself but required
supervision in the dining room for all meals and
shacks.

On 5/12/20 at 3:00 p.m. Resident #4 reported
tremors. The resident stated she received
chocolate milk, juice, and water served in
Styrofoam cups for her lunch that day. Resident
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#4 stated she used to use a tippy cup to assist
with drinking due to her tremors when they ate in
the dining room. Resident #4 reported since the
outbreak staff told her she could not use the tippy
cup and received only 1 drink served in a
Styrofoam cup with each meal. Resident #4
reported a lot of agency staff worked at night and
they didn't bring the tippy cup when she asked.

Review of the fluid intakes recorded 4/12/20 thru
5/20/20, revealed the intakes less than 720 mls
on the following days: 4/12, 4/15/20 thru 4/22,
4424 thru 5/8, 5/11, 5/13, and 5/15 thru bf20/20.

8. The annual MDS assessment dated 4/24/20
for Resident #1 identified a BIMS score of 15
without signs or symptoms of delirium. The MDS
documented diagnoses that included coronary
artery disease (CAD), heart failure, renal
insufficiency, diabetes mellitus, and Parkinson's
disease.

On 5/12/20 at 3:00 p.m. Resident #1 said she
never had any drinks when snacks passed.
Resident #1 said sometimes the staff brought ice
then put water in the mugs kept in their rooms.

9. AMDS dated 3/12/2020 idenfified Resident
#12's Brief Interview for BIMS score of 15
indicated he did not have any cognitive deficits.
According to the MDS, Resident #12 had the
ability to express his ideas and wants; he
understood people and they understood him. The
MDS also noted how Resident #12 required
extensive assistance of 2 people for most ADLs.

The 11/6/17 Care Plan noted Resident #12's
potential for alteration in his nutritional status
related to diabetes, Parkinson's disease and
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history of poor meal intakes. The Care Plan
directed staff to monitor the resident’s weight and
supplements as ardered. The Care Plan aiso
identified Resident #12 with a potential for
dehydration/fluid deficit related to daily diuretic
(medication used to excrete urine) use related to
diabetes and peripheral vascular disease.

A document titled Nutritional Risk Assessment
noted Resident #12's weight as 145.4 pounds (#)
on 2/28/20. The document identified Resident
#12 with a medium risk for nutritional deficit as
indicated by his score of 21.

A document titled Significant Weight Change
Notification to Physician dated 5/12/20 served as
the Dietician's notification of Resident #12's
weight of 131.2#; a 14.2#/9.77% weight loss over
a 90 day period. The Dietician recommended the
facility provide one chocolate magic cup to
supplement Resident #12's lunch.

A document titled Clinical Physician Orders noted
Magic Cup supplement as an active order without
specific directions; including when to start serving
it.

A document titled Order Details noted the
physician ordered a magic cup as a dietary
supplement on 5/12/20. The Order Summary only
noted magic cup, but failed to indicate the
number of Magic Cups and the frequency in
which the resident should receive it.

The May 2020 Medication Administration Record
noted an incomplete attempt to schedule the

5/12/20 order to serve Magic Cups as evidenced
by the daily x's throughout the month. According
to the Chart Codes, a check mark would identify
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the resident received Magic Cups. Records
lacked documentation fo verify the resident
received the nutritional supplement.

An interview with Resident #12 on 5/12/20 at 2:23
p.m. revealed he belisved he did not get as much
help as he needed. He said they did not always
keep the water in his pitcher fresh and has found
it empty before. According to the resident, they
served his meals whenever they got around to it
and half the time they serve it cold.

General meal observations and staff interviews

On 5/8/20 at 5:10 p.m. Staff J, RN, reported
things not getting done due to a skeleton a crew
during the pandemic. Staff J voiced the dietary
staff did not stagger meal service but rather
pushed all meals out a once including the meals
for residents who required eating assistance. She
stated the kitchen staff could not help pass the
meal trays.

Observation on 5/8/20 at 5:25 p.m. revealed open
carts of food pushed out for multiple hallways.
Dietary staff did not wait for nursing staff to be
available to pass the meals. All residents ate in
their rooms. Each cart contained one Styrofoam
take out type container for the meal with one
8-ounce (0z) Styrofoam cup of liquid for each
meal and one small cup of fruit. The meal carts
left open to air with no heated plates, carts, or
other devices to keep food warm. One cart
contained 8 meals and Staff U, CNA, came to
pass them and reported none of the meals were
going to residents who needed assistance with
dining. Another cart contained 9 meals. Staff J
said this was the part of the shift where they really
needed an extra aide to assist residents. Staff G,
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CNA, arrived at 5:30 p.m. to take a cart with 9
meals on it.

At 5:33 p.m., Staff U set food on a bedside table
in the 100 hallway. Staff U picked up the food
from the bedside table, and went infto room 109.
At 5:36 p.m., Staff U grabbed 2 carts of food with
nine meals on each cart.

At 5:39 p.m., Staff U continued passing meails to
rooms with 5 containers left on one cart and 9 on
the other. Staff U commented she would need to
don a yellow isolation gown for all the remaining
rooms to enter each.

At 5:40 p.m., the ADON took the cart with 9 food
containers. The ADON responded she did not
normally help pass supper meals as she eft at
4:30 p.m. every day. The ADON stated she was
at home and only in the building helping at that
time because of state surveyor present and she
received a call to come back to work. The ADON
commented normally the aides are responsible to
pass the meals.

At 5:42 p.m., Staff U handled Resident #18's food
tray, opened food containers, asked the resident
to sit up, but he remained laying down. The meal
consisted of ravioli, chips, fruit, and 1 drink.

At 5:45 p.m., Staff U fold Resident #18 she
needed to change her gloves before she could
assist him. Staff U exited room 214 and moved
down hall with the food cart. Staff U reported
residents complained of cold food and voiced it
took entirely too long to pass food. Staff U said
she was very surprised to have 3 aides working
that night as usually only 2 aides are scheduled.
Staff U entered room 221 then sanitized her
hands and went to finishing passing meals from
the cart the ADON passed meals from but who
was no longer on the hall.

At 5:50 p.m. observation showed a meal cart
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containing 4 Styrofoam containers outside of the
kitchen door with containers marked Room 219A
Resident #10, Room 102A Resident #3, Room
327B Resident #11, and Room 335B Resident
#32. The cart remained open to air and meals
not heated. The Administrator now arrived onsite
and the night nurse Staff E, LPN, at the nurses
station. None of the 3 staff attempted fo pass the
4 sitting meals.

At 5:55 p.m., Staff E reported she worked for a
temporary staffing agency and picked up different
shifts for the facility. Staff E stated she had been
off wark for a month. When asked which
residents required dining assistance, Staff £
could not say who needed it.

At 6:06 p.m., Resident #32 laid in bed in room
335B, no food yet in room. Staff T, CNA from
temporary staffing agency, came out of room 336
then went right to room 325 Resident #13.

At 6:07 p.m., Resident #8 sat in her room in her
straight back chair. Resident #8 held her
Styrofoam meal container haif on the bedside
table, half off, spilling down into her lap. Resident
#8 made no effort to feed self. Staff T came
down hall and noticed the resident spilling her
food, entered, washed hands, and assisted the
resident. At 6:11 p.m., Staff T asked Resident #8
if she was done, Resident #8 gave no response.
Staff T then assisted Resident #8 to take bites of
food and she accepted.

At 8:12 p.m. Resident #32's food no longer on the
meal cart.

At 6:13 p.m., Resident #22 and Resident #23
served supper in room 112, Resident #22 moved
her Styrofoam container around and did not eat,
Her rcommate, Resident #23, asked after staff
stepped out of room, if they got food. Resident
#23 slumped in the bed. Resident #23 did not eat
or respond when asked if the food hot, but said
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the meal was good only it was haif eaten. Staff T
entered room 112 and handled Resident #23's
food container. Staff T gave the resident
encouragement to eat then fock the food after
Resident #23 said she was nof hungry. Resident
#23 then asked "did they serve supper yet?"
Staff T asked Resident #23 if she were still
hungry and again she responded no while Staff T
took out the food. Resident #23 said she wanted
a drink but her cup was empty. Staff T responded
she needed a straw and she left to get her one.
At 6:22 p.m., observation revealed Resident #2's
supper food container sat on her bedside table
and Resident #2 reported it sat there for 15 to 20
minutes. Resident #2 stated she felt hungry and
wanted to eat but she needed assistance from
staff to do so as she could not move her own
extremities. Resident#2 reported staff brought in
her food container but told her they would return.
Staff informed the resident she had to eat last
because she took a long time to eat.

At 6:23 p.m., Resident #23 gave up eating and
gave Resident #22 her food; told her o eat but
Resident #22 said she ate. No staff prasent in
the room at that time to provide supervision or
encouragement.

At 6:29 p.m.,. observation revealed still no staff
with Resident #2 to assist with dining. The
Administrator, the ADON, and Staff E LPN, just
observed. Staff F, LPN, worked at the medication
cart at the nurses station.

At 6:32 p.m., Staff G confirmed she just assisted
Resident #3 with eating.

At 6:39 p.m., Staff G entered room 107 to assist
Resident #2.

At 6:42 p.m.,. Resident #32 still faid flat in bed.
AL 7:02 p.m., observation revealed the aides done
assisting with the meal service.
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Observation on 5/8/20 at 11:58 a.m. revealed 8
meals on a cart in the hallway with no heating
element. Staff O, contract Dietary Cook, reported
the lunch meal consisted of % cup scoop tuna
casserole, with 6 oz fruit, 6 oz Capri veggie mix,
and 8 oz drink - lemonade. Staff O stated some
residents got ice tea instead of iemonade.
Observation of the meal cart revealed only 1
take-out Styrofoam container and 1 Styrofoam
cup per resident. The residents’ names and
room numbers listed on the fop of each container:
Resident #6 room 103A, room 104, room 103,
Resident #2 room 107, Resident #21, Resident
#22 room 112, Resident #23 room 112, and
resident in room 110.

At 12:00 p.m., Resident #5 reported he received
2 milks at a meal because he asked for it.
Resident #5 said usually before COVID-19
outbreak, when residents ate in the dining room,
they received water, Kool-Aid, and a milk,
however, due to Styrofoam and limiting supply
due to space, the residents get 1 drink.

At 12:03 p.m., Staff S, CNA, took the first cart of
food down the hall to room 112A Resident #22.
Staff S took food in the room and informed the
women they needed to sit up to try to eat. Staff S
asked Resident #22 to sit up then out to the cart
grabbed Resident #23's food from the cart. Staff
S came out of the room. Staff S went to the next
food container to pass it to room 110.

At 12:22 p.m. Staff Q, contract Dietary Aide,
responded she worked in the facility for
approximately 90 days. Staff Q said she did not
know why the residents only got 1 drink as she
was new. Observation revealed each noon meal
served with just 1 drink to each resident.

At 12:23 p.m., Staff O stated residents usualiy got
milk, juice, and water when in the dining room
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eating. Staff O explained that now residents ate
in their rooms so they tried to save Styrofoam
cups so residents got milk off and on or juice, but
unless the resident specifically asked for both,
they got just milk.

At 12:25 p.m., Staff S took a drink down the hall
to assist with meal trays.

At 12:38 p.m., Staff J reported since the
outbreak, drinks did not go around with the
shacks, just what the nurse aides passed for ice
water. Staff S verified, yes, just what is on the
snack cart which currently held 31 bananas, 2
pudding cups, 17 apple delights, 6 fig bars, 6
graham crackers, 12 packages animal crackers,
and 15 packages 2 count breadsticks. Both Staff
S and Staff J confirmed only the 8 oz drink given
at meals 3 times a day and the ice pitcher in
residents' rooms available for the daily liquids.

At 12:45 p.m. food brought in from church the day
before remained out in the dining room. Resident
#24 reported he did not like the lunch meal and
said he put it in the garbage. Resident #24
looked at the roaster pan and two crockpots,
looked inside, and Staff J stopped him, informing
him the food sat out since the day before. Two of
the crockpots warm to touch but not plugged in.
The day before observation revealed the food out
around 4:30 p.m. Staff J took Resident #24 to
the kitchen and Staff O offered him some food
options. Staff O agreed to make him some
beanie weenies.

Observation on 5/10/20 at 5:30 p.m. revealed 5
meals sat out on a meal cart not heated.

At 5:31 p.m., Staff X, CNA, went down to feed
Resident #8.

At 5:32 p.m. Staff H, CNA, stated she couldn't
help all the residents who needed feeding
assistance timely, just not possible, and often
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served the food cold and late.

At 5:39 p.m. Staff R, contract Dietary Aide, stated
they only gave 1 drink to each resident with their
meal as told they needed to conserve drink cups.
Staff R stated the reason'as also due to the
Styrofoam cups spilled easily on the meal carts.
Staff R responded when residents used to eat in
the dining room they received 3 drinks, water,
juice, and milk.

At 5:40 p.m., Staff S helped Resident #25 to eat
in room 336 and the resident's roommate cued by
Staff S at the same time.

At 5:51 p.m., Staff X in Resident #3's room to
assist her to eat.

At 5:52 p.m., Resident #32 in room 335 laid in
bed and Resident #2 in bed in room 107A.
Resident #11's room door closed, room 327.

At 5:55 p.m., Staff H stated she honestly did not
know if anyone fed Resident #11. Staff H did not
know who Resident #11 was and identified that
day as only the 2nd time she worked at the
facility. Staff H did not know if Resident #2
refused supper or if someone assisted her to eat
yet.

At 8:03 p.m., Staff G stated she came from
assisting Resident #10 to eat and thought Staff S
helped Resident #11 to eat. Staff G and Staff H
reported they worked together all day to get
things done.

At 6:21 p.m. kitchen staff cleaned meal carts.
The dietary aide said they served pork chops,
cheesy rice orza, cream corm, piece of cake or
brownie. _

At 6:23 p.m. Staff W, RN from temporary staffing
agency, described the situation at the facility as a
free for all with no leadership from management
and she thought they were doing the best they
could without the leadership.

At 6:28 p.m., Staff G asked Staff H if she assisted

F 692
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Resident #2 to eat yet and looked for the
resident's food container but did not find one.

At 6:30 p.m., Staff Q reported the dietary
department sends out every single tray and the
staff always says they did not put out the food but
they did. Staff Q responded if staff could not find
Resident #2's food container then they had
access to the snack container. Staff Q
commented sometimes they put out peanut butter
& jelly sandwiches although observation revealed
none in the container. Staff Q responded yes,
there were times they staggered the meal
service. When confronted about observations in
the past several days revealing all meals served
at once without waiting for nursing staff to be
available to pass the meals, Staff Q
acknowledged putting out the meal carts with no
nursing staff there but responded dietary staff
could not assist the nursing staff.

At 6:36 p.m., Staff X went in to see if Resident #2
ate yet then went to the kitchen to request they
get the resident some green beans.

Observation on 5/12/20 at 1:00 p.m. revealed 5
residents out in the main dining room being
supervised or cued for dining. Each resident with
3 drinks available in Styrofoam cups along with
the meal served in a take-out Styrofoam
container. The Administrator reported the
residents designated as COVID-19 negative
allowed to come out fo the dining room now, 1
per table to get assistance to dine. Resident #25
out at a table in a geri-chair feeding himself. Staff
J checked in to ensure Resident #25 drank his
drinks.

Af 1:40 p.m., Resident #6 out in the dining room
eating.
At 1:45 p.m., Resident #8 pushed back from the
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dining room table in her wheelchair.

At 1:50 p.m., Staff S said he was happy to see 4
CNAs scheduled for the 2 p.m. to 10 p.m. shift as
his workload would now be doable. Staff S
acknowledged less than 4 CNAs on that shift
made it hard to meet resident needs,

At 2:10 p.m., staff reporting to work for the 2 p.m.
to 10 p.m. shift included 5 CNAs. The DON and
ADON educated the staff they needed to ensure
they recorded food intakes for Resident #25,
Resident #8, Resident #6, Resident #10, and
Resident #3. The ADON stated they were putting
a refocus on recording intakes in a book for
monitoring residenis' nutrition.

On 5/12/20 at 2:20 p.m., the DON and ADON
reported all dietary assessments recorded in the
electronic medical record (EMR). The DON
reported the Registered Dietician (RD) visited the
facility every Tuesday and was at the facility that
day. The DON reported the RD assessed all
residents and documented her dietary
assessments into the EMR. The DON stated
they conducted the weight meeting. The DON
responded she did not have something readily
available for informing staff what residents
experienced a weight loss. The DON said staff
should know a resident had weight loss if the
weekly weight list contained the resident name
but they did not specifically write anything out.

On 5/12/20 at 2;50 p.m. Staff D, CNA from
temporary staffing agency, recalled working
approximately a week prior. Staff D recalled
being upset about the staffing levels as he had to
work by himself with just 2 other nurses in the
facility. Staff D stated from approximately 6 to 7
p.m. the other nurses leff leaving only 2 staff in
the building; himself and Staff C, RN. Staff D
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reported he could not provide timely feeding
assistance to the residents. Staff D commented it
was nof possible for him to meet the basic needs
of the resident's with staffing levels like that.

On 5/12/20 at 3:30 p.m., the Dietary Manager
(DM) stated she did not work for 3 weeks. The
DM reported she did coaching with everyone on
staff about only 1 drink served with each meal.
The DM voiced she had 1 dietary aide who had a
harder time remembering and planned to quit as
she couldn't comprehend well. The DM stated
she did not know why her staff only served 1 cup
of liquid per meal ticket and she thought that was
not correct. The DM responded she worked at
the facility since August 2019 and the facility
never had a juice cart with the passing of snacks.
The DM stated the CNAs pass the residents ice
water. The DM said if a resident had an order for
thickened liquids then the dietary department put
those drinks out for staff. The DM responded she
expected meal service to occur as soon as the
meal cart pushed out of the kitchen. When it
came out then nursing staff should take it and
pass trays. The DM stated they served the same
way before the nursing staff shortage. The DM
reported dietary department had enough staff.
The DM stated she saw the DON and ADON help
the nursing staff. The DM said she had plenty
Styrofoam cups in supply with 5 cases of eight
ounce cups in storage. The DM stated the
residents never did get 8 oz of juice at meals, it
was always only 4 0z servings of juice and she
got it all straightened out now with her staff.

On 5/13/20 at 5:20 p.m., the Administrator
reported they were going back to serving 1
resident meal at a time.
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On 5/15/20 at 1:37 p.m. the DON discussed
information gathered on 5/12/20 at the weekly
weight meeting. The DON said the RD reviewed
all residents on 5/12/20. The DON commented
usually the dietician implemented weekly weights
for residents identified as weight loss. The DON
identified Resident #2's supplement as
discontinued due to allergy. The DON said they
would be fooking into Pro-stat supplement
instead. The DON reported Resident #3 started
60 mis of house supplement twice a day and will
eat in the dining room. The DON stated Resident
#6 started on 60 mls of house supplement twice a
day and will eat in the dining room with
supervision. The DON stated Resident #7 got
really sick, so they encouraged snacks and a
magic cup twice a day. The DON identified the
intake of the magic cup documented on the MAR.
The DON said Resident #8 changed back to
eating in her room due to her change in condition,
but before that, brought to the dining room to eat
with supervision. The DON stated staff will bring
Resident #10 to the dining room to eat with
assistance and for monitoring. The DON stated
medication changes made per family request for
Resident #11. The DON said Resident #12 got
very winded and hard for him to eat. The DON
stated Resident #26 started on 60 mis house
supplement.

Facility Policy

The undated facility policy titled Fluid
Encouragement included the following:
Purpose -

Point 1. To increase residents’ fluid intake as
necessary.

Point 2. To prevent dehydration

Procedure -
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Point 8. Offer fluids frequently

Abatement

The deficient practice detailed above resulted in
an immediate jeopardy situation for the facility.
The facility corrected the above non-compliance
on 5/14/20 by completing the following actions:

a. Nursing staff developed a list of residents
needing assistance with meals and posted at the
nurses station for all nursing staff.

b. Residents identified as requiring assistance
with meals, who were non-COVID-12 infection
positive and displayed no symptoms, served
meais in the main dining room.

c. Two separate meal settings started. Residents
identified as not requiring direct staff supervision
served then a second meal service offered for
residents requiring staff assistance in the main
dining room.

d. All resident meal trays served with an
additional 8 oz glass of ice water.

e. Nursing and support staff (non-nursing
personnel) scheduled on duty would assist
passing meal trays to assisted dining residents to
ensure timely assistance.

f. Nursing staff developed a list of residents with
significant weight 1oss.

g. The registered dietician completed a nutritional
assessment for each resident identified with a
significant weight loss and
recommendationsfinterventions placed on the
care plan. ‘

h. Nursing staff developed a list of residents who
were at risk for dehydration (i.e. febrile, emesis,
loose stools, and decreased fluid intakefappetite).
i. A daily dehydration assessment added fo the
Medication Administration Record for at risk
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SS=E

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

§483.35(a) Sufficient Staff.

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

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

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

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

§483.35(a)(2) Except when waived under
paragraph () of this section, the facility must
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residents.
j. Hydration and snack pass offered twice a day.
k. Added 120 mis fluid, four times a day, to the
Medication Administration Record; passed by the
nurses.
. Staff in-serviced on the updated Nutrition and
Hydration protocol.
m. A Nutrition/Hydration audit developed and
completed weekly by the Administrator or
designee.
F 725 | Sufficient Nursing Staff F 725
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designate a licensed nurse to serve as a charge
nurse on each tour of duty.

This REQUIREMENT is not met as evidenced
by:

Based on chservation, record review, resident
and staff interviews, the facility failed to provide a
sufficient number of staff to meet the basic care
needs for 6 of 7 residents reviewed for sufficient
staffing (Resident #2, #5, #4, #3, #7, #12).

During a staffing crisis, the facility failed to
analyze staffing, resident acuity, and resources,
to restructure accordingly to meet residents'
essential needs. The facility reported a census of
41 (forty-one) residents.

Findings include:

1. An admission Minimum Data Set (MDS)
assessment dated 4/21/20 for Resident #2
identified a Brief Interview for Mental Status
(BIMS) score of 11 without signs/symptoms of
delirium. A score of 11 indicated moderate
cognitive impairment. The MDS revealed the
resident spoke clearly and could understand
others and make herself understood. The MDS
documented the resident exhibited the behavior
of refusing care on 1 to 3 days out of the 7-day
look back period. The MDS revealed the resident
required extensive physical assistance of 1 staff
for personal hygiene, extensive physical
assistance of 2 staff for bed mobility; total
dependence upon 1 staff for eating; and total
dependence upon 2 staff for transfers, toilet use,
and bathing. The MDS coded functional
imitations in range of motion (ROM) on both
sides of upper and lower extremities. The MDS
racorded the presence of indwelling catheter and
ostomy for bladder and bowel elimination. The
MDS documented diagnoses that included:
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cancer, urinary tract infection (UTI), quadriplegia,
respiratory failure, migraine, and chronic pain
syndrome.

The BIMS assessment dated 5/6/20 revealed a
score of 15 (no cognitive impairment).

Care plan focus areas initiated 4/16/20 identified
the resident utilized a suprapubic catheter {tube
put through the skin into the bladder), bilateral
nephrostomy tubes (a thin tube put through the
skin into the kidney), and a cecostomy (a thin
tube placed through the skin into the first part of
the large bowel). The care plan identified a
self-care deficit related to impaired mobility and
need for assistance with ADL {Activities of Daily
Living). The care plan noted the resident often
refused care if not on her terms/schedule and at
times told the staff to schedule their day beiter.
The care plan interventions informed staff the
resident did not always use the call light, required
a hoyer {mechanical lift) for transfers with the
assistance of 2 staff, needed to be fed by staff
assist, totally dependent upon staff for all cares,
and able to verbalize her needs and preferences.
Care plan interventions directed staff to assure
the call light within easy reach in room at all
times, monitor and provide for the resident's
changing needs, assist with shower 2 times
weekly, and communicate needs and cares with
the resident to create a schedule that worked for
both staff and the resident.

Review Bath and Skin Reports from 4/14/20 to
5/20/20 identified the resident received showers
on 4/16/20, 5/2/20, and 5/20/20 only.

On 5/8/20 at 7:22 p.m., Resident #2 reported call
lights took up to an hour to get answered, the
times of day varied, and it occurred on a daily
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basis. Resident #2 said there were times she
yelled to get help because it had taken and hour
to hour and a half and it stressed her out.
Resident #2 commented she should only be up a
couple hours a day and turned every 2 hours
when in bed due to a sore on her bottom. Staff
did not adhere fo the turning schedule and she
often sat up longer than a couple hours.
Resident #2 stated staff only repositioned her 1 to
2 times on the overnight shift. Resident #2
reported she thought staff had gotten her up
around 5:00 or 5:30 p.m. that day and she never
knew when she would get to bed, but usually she
was one of the last to do so. Resident #2 said
one of the aides who showered her that week did
not let her get warm and rushed not drying her
and put her in bed cold. Resident #2 stated she
lived in the facility for 4 weeks and recalled only
receiving 2 showers. Resident #2 said she only
received bed baths after incontinence episodes
and some staff did not do a good job cleaning her

up.

On 5/8/20 at 1:48 p.m. Staff C, Registered Nurse
(RN), confirmed she worked Friday 5/1/20 from
6:00 p.m. to 6:00 a.m. and 6:00 p.m. to 6:00 a.m.
Sunday 5/3/20 into Monday 5/4/20. Staff C
reported she recalled not being able to assist
Resident #2 to eat her supper until around 8:00
p.m. Staff C reported she knew Resident #2 did
not have her needs met, specifically
repositioning, as she told the resident she needed
to wait because the resident needed assistance
of 2 and Staff C worked with just 1 CNA (Certified
Nurse Aide) and at times, by herself only.

2. Aquarterly MDS assessment dated 4/6/20 for
Resident #5 identified a BIMS score of 15 without
signs or symptoms of delirium. A score of 15
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STATEMENT OF DEFIGIENCIES

{X1) PROVIDER/SUPPLIER/CLIA

(X2) MULTIPLE CONSTRUCTION

{X3) DATE SURVEY

indicated intact cognition. The MDS revealed the
resident required limited physical assistance of 1
staff for bed mobility, dressing, and extensive
physical assistance of 2 staff for transfers, toilet
use, and bathing. The MDS documented
diagnoses that included: acquired absence of left
leg below the knee.

The care plan focus area initiated 9/11/19
identified a below the knee amputation to the left
lower extremity. The care plan directed staff to
assist the resident with dressing changes and
transfers to the wheelchair.

Progress Notes dated 4/23/20 at 12:36 p.m.
documented the resident called the administrator
from his room demanding to have a shower
immediately. The entry revealed the resident
stated the aide offered to give him a shower after
lunch but he wanted a shower immediately. The
Administrator told the resident she was unfamiliar
with staffing schedule that day and had not been
on the floor. The Administrator offered to transfer
the call to the Assistant Director of Nursing
(ADON} and the resident refused.

A late entry Progress Note dated 5/1/20 at 12:00
p.m. revealed staff found the resident on the floor
of his room after he scooted on his back
approximately 15 feet to the doorway. The
resident's head laid in the hall and he yelled he
wanted a shower. The resident reported he
wanted a shower and when no one came, he
tried to get out of bed by himself when his sock
slipped on the fioor and down he went. The
resident stated he hit the back of his head and
hurt his right knee and back. The resident
refused an assessment by the nurse and staff
immediately assisted him to the chair with the
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hoyer (mechanical lift) by 3 CNAs (certified nurse
aides). The resident reported feeling upset he
had to wait to have a shower as the staff passed
lunch trays and would assist him as soon as
lunch duties done. The resident refused further
evaluation.

At 12:40 p.m. the notes documented staff
identified the resident as rude and yelled if they
did not give him a shower to get out of his room.
At 12:47 p.m., the resident called the
Administrator again demanding a shower. The
Administrator attempted several times to ask the
resident to go to the hospital for evaluation for his
fall but the resident refused stating all he wanted
was a shower and he wanted it right then.

At 1:00 p.m., the notes recorded the resident
given a shower.

On 5/7/20 at 2:20 p.m., Resident #5 reported the
previous Friday he wanted a shower and staff
said they would do it after lunch and he did not
want to wait 2 hours as he gets up at 11:00 a.m.
Resident #5 stated he fell out of bed and crawled
to the door to get staff and they made him wait
until Monday to get a shower. Resident#5
reported it took 1 hour to get his call light
answered. Resident #5 said he gets up at 11:00
every day, his doctor ordered showers
Monday/Wednesday/Friday, and its ridiculous it
takes so long to get help with cares. Resident #5
stated the facility tried to sweep problems under
rug and half the staff were from agency, as the
facility could not keep regular staff working.
Resident #5 said staff turned off call lights and
say they will come right back, but he did not let
them turn off his light until they helped him.
Resident #5 reported management staff leaves at
2 to 3 p.m. daily and don't come back in after that
to help. Resident #5 reported the previous
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weekend Staff C, a night shift nurse, worked 6
p.m. to 6 a.m. with only 1 CNA from 2 p.m. to 10
p.m. then at 10 p.m. to 1 a.m. no CNA, just Staff
C, RN. Resident #5 said then management
came. Resident #5 commented he knew this as
he always stayed up until around 4 a.m. and got
up each day at 11:00 a.m. Resident#5 said
someone scheduled for third shift did not show
up. Resident #5 said third shift aides got tired
and quit. Resident#5 voiced management
on-call turn off their phones and do not answer
when staff call for help. Resident #5 sfated he
was in the halls and heard nurses on the phone
or when going to smoke could hear the staff
complaining abouft it that management not want
to hear their problems. Resident #5 reported
once recently an agency nurse had to stay for 24
hours to get relieved. Resident #5 reported last
weekend as the first time there was only one staff
(the nurse) working without an aide.

Progress Notes dated 5/8/20 at 11:41 a.m.
documented the resident activated his call light
and stated he was ready for his shower. The
note recorded staff discussed with the resident
that staffing on the floor short, everyone busy, so
he had to wait for his shower until staff available.
The resident yelled at staff to get the shower
chair as it was his doctor's order to have a
shower every Monday, Wednesday, and Friday.
Staff discussed they would follow his orders but
he had to wait until a later time as his need was
not time sensitive and they would provide a
shower when staffing available. The resident
stated he better get a shower befare lunch and
again staff told him there was minimal time until
they served lunch. Staff would be assisting with
passing meals, feeding residents, and there was
no available staff to give the shower. The
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resident yelled to get the shower chair. Staff
offered to assist the resident to get up and out of
his bed for lunch but the resident refused saying
he would only get up if going to the shower.

On 5/10/20 at 5:18 p.m., Resident #5 complained
staff told him no staff available to give baths.

3. Aquarterly MDS dated 3/29/20 for Resident #4
identified a BIMS score of 15 without signs or
symptoms of delirium. A score of 15 indicated
intact cognition. The MDS revealed the resident
required the limited physical assistance of 1 staff
for transfers, dressing, personal hygiene, and
extensive physical assistance of 1 person for
toilet use and bathing. The MDS documented
diagnoses that included: generalized muscle
weakness. The MDS coded the used of oxygen
therapy.

Care plan focus areas initiated 10/11/19 identified
an ADL self-care performance deficit and limited
physical mobility related to increased weakness
and the use of oxygen therapy with the resident
having shortness of breath related to COPD
(Chronic Obstructive Pulmonary Disease). The
interventions included: staff to provide assistance
of 1 person with dressing, personal hygiene, toilet
use, and fransfers.

On 5/12/20 at 3:00 p.m., Resident #4 said she
had tremors and sometimes got up 3 times a day
to the chair. Resident #4 stated most times staff
helped her get to the bathroom but one lady left
her in the bathroom. The incident occurred in the
afternoon within the previous 2 weeks. Resident
#4 stated she had to get herself back to the bed
from the bathroom but she had heen told by Staff
A her dayshift CNA that she needed to have
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someone with her when she fransferred.
Resident #4 reported while using the toilet the
aldes left to help others and she got short of
breath waiting. Resident #4 stated sometimes it
took longer than 15 or 30 minutes and if it were
just 2 aides working it was worse.

Review of the Bath and Skin Reports from 4/1/20
to 5/20/20 revealed staff completed showers on
42, 4/8, 4/13, 5/4 and 5/5 only.

4. Aquarterly MDS assessment dated 4/12/20
for Resident #3 identified severe cognitive
impairment with continucus behavior signs of
inattention, disorganized thinking, and fluctuating
level of consciousness. The MDS identified the
resident as totally dependent upon 2 staff for bed
mobility, transfer, dressing, toilet use, and 1
person for eating. The MDS coded functional
limitations in ROM on both sides of upper and
lower extremities, The MDS documented
diagnoses that included: aphasia {loss of ability to
express or understand speech), non-Alzheimer's
dementia, and right/left hand contractures.

A care plan focus area initiated 10/16/17
identified a potential for dehydration/fluid deficit
related to the resident unable to drink
independently requiring staff assistance. The
care plan identified a self-care deficit related to
impaired mobility, impaired cognition,
incontinence, and the resident unable to voice
wants/heeds so staff must anticipate. The
interventions included to provide assistance of 1
person for eating.

On 5/8/20 at 148 p.m. Staff C, RN, confirmed
she worked Friday 5/1/20 from 6.00 p.m. to 6:00
a.m. and 6:00 p.m. to 6:00 a.m. Sunday 5/3/20
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into Monday 5/4/20. Staff C reported she knew
Resident #3's cares nat done timely and needs
not met specifically for repositioning and
incontinence care on 5/1/20 and 5/3/20 as Staff C
worked with just 1 CNA and at times by herself
only.

5. AMDS dated 3/12/2020 assessed Resident
#7's Brief Interview for Mental Status (BIMS)
score of 15 (no cognitive deficits). According to
the MDS, Resident #7 had the ability to express
his ideas and wants; he understood people and
they understood him. The MDS also noted how
Resident #7 required extensive assistance of 2
people for transferring, toileting and bathing. The
resident required fimited assistance of 1 person
for most other activities of daily living (ADLs).

An interview with Resident #7 on 5/12/20 at 3:00
p.m. revealed that he needed quite a bit of help;
they used a mechanical sit to stand machine to
transfer him. According to the resident, he spent
most of his time in his wheelchair or recliner. The
resident stated that Tuesdays and Fridays were
his days to shower, but "today was the first
shower I've had in about 3 weeks". Resident #12
mentioned how it took staff up to a half an hour to
respond to his call light.

6. The MDS dated 3/12/2020 noted Resident
#12's Brief Interview for BIMS score of 15
indicated he did not have any cognitive deficits.
According to the MDS, Resident #12 had the
ability to express his ideas and wants; he
understood people and they understood him. The
MDS also noted how Resident #12 required
extensive assistance of 2 people for most ADLs.

An interview with Resident #12 on 5/12/20 at 2:23
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p.m. revealed that he needed help getting
dressed and toileted, but he believed he did not
get as much help as he needed. According to the
resident, he slept in his recliner, but otherwise sat
in his wheelchair all day. He said staff treated a
sore on his bottom with ointment sometimes, but
they probably only did it about half the time.
Resident #12 mentioned how if took staff up to a
half an hour to respond to his call light; he timed
them. He said they did not always keep the water
in his pitcher fresh either; he has found it empty
before.

Staff Interviews and Observations

On 5/7/20 at 4:30 p.m., the Director of Nursing
(DON) reported the facility tried to call everyone
they could and utilized eight different temporary
staffing agencies for emergency staffing. The
DON stated since finding COVID-19 positive
residents, agency staff did not want to come to
help because if they did, they could not work in
another facility for a while. The DON reported
another nurse contacted the fire and police
departments to see if they could help but they
said short staffed also. The DON responded she
would not say or agree it tock 1 hour for staff to
answer call lights. The DON responded she did
not know what the contingency staffing plan was.
The DON said the biggest thing was getting
full-fledged showers done. The DON stated they
did not have the staff to spend time scrubbing
peopie; they completed 2 to 4 showers a day
instead of the 7 scheduled. The DON stated the
staff cleaned residents in their rooms, deodorant
applied, hair combed, and they still met residents’
basic needs.

On 5/7/20 at 5:10 p.m., the Administrator
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answered questions derived from the Coronavirus
Disease 2019 [COVID-18] Preparedness
Checklist for Nursing Homes and Other
Long-term Care Settings
(hitps://www.cdc.gov/coronavirus/2019-ncov/hep/l
ong-term-care-checklist. html). The Administrator
responded to the question of if a person assigned
responsibility for conducting a daily assessment
of staffing status and needs during the outbreak.
The Administrator responded the ADON
responsible for the scheduling. The Administrator
reported the ideal staffing to meet resident needs
would be: 2 nurses or 1 nurse and 1 Certified
Medication Aide (CMA) for the 6 a.m. to 6 p.m.
shift; 1 nurse for the 6 p.m. to 6 a.m. shift; 5to 6
CNAs for 6 a.m. to 2 p.m. shift; 4 CNAs for 2 p.m.
to 10 p.m. shift; and 2 to 3 CNAs for the 10 p.m.
to 6 a.m. shift. The Administrator reported the
facility consistently staffed only 4 CNAs on the 6
a.m. to 2 p.m. shift, 2 CNAs on the 2 p.m. to 10
p.m. shift, and 2 CNAs on the overnight shift 10
p.m. to 8 am. When asked what was not getting
done for residents, the Administrator responded a
couple complaints related to showers not getting
done and minimal complaint about call lights not
answered timely, and smoking times not on-time.
The Administrator voiced showers were done,
they just happened later in the day. The
Administrator reported their staffing plan
collaborated with local and regional planning and
response groups to address health care staffing
shortages during the crisis.

On 5/8/20 at 1:48 p.m. Staff C, RN, reported she
worked Friday 5/1/20 from 6:00 p.m. to 6:00 a.m.
and 6:00 p.m. to 6:00 a.m. Sunday 5/3/20 into
Monday 5/4/20. Staff C stated she worked once
a week but picked up extra shifts due to the
shortage of staff at the facility. Staff C explained
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CNAs worked 8-hour shifts 6 am. fo 2 p.m., 2
p.m. to 10 p.m., or 10 p.m. to 6 a.m., and nurses
worked 12-hour shifts, 6:00 a.m. to 6:00 p.m. or
6:00 p.m. to 6:00 a.m. Staff C stated the
absolute minimum number of CNAs needed to
meet residents’ basic needs would be 3 aides on
the 2 p.m. to 10 p.m. shift. Staff C reported on
5/1/20 and 5/3/20 the facility staffed with just 1
CNA from 2 p.m. to 10 p.m., 10 p.m. ta 6:00 a.m.,
and just her as the nurse 6 p.m. to 6 am. Staff C
stated when she arrived on 5/1/20 at 6 p.m. other
staff described the previous shift as a really rough
shift with kitchen not passing frays, and so she
and the CNA had to do it. Staff C said she ran
around "crazy" and residents did not receive
timely repositioning or dining assistance. Staff C
said she thought the 2 p.m. to 10 p.m. CNA
completed rounds (go room to room and check
needs of each resident and provide incontinence
care) one time at around 9 p.m. to 10 p.m. Staff
C said she personally informed Resident #2 and
Resident #21 they needed to wait until later for
help as both required assistance of 2 persons.
Resident #3 did not receive not repositioning
every 2 hours. Staff C reported she worked
completely alone after 11:00 p.m. on 5/3/20 when
Staff D, CNA, left the facility. Staff C stated she
knew residents’ needs not met from 11:00 p.m.
to 1:30 a.m. as she answered what call lights she
could and attempted to make phone calls for
help. She could not reach anyone in
management. Staff C reported at 1:30 a.m. the
DON arrived to help and then Staff A, (CNA
normally scheduled for 6:00 a.m.}, came in early.
Staff C reported Saturday morning 5/2/20 she
called the DON about the schedule, needing
people, and fo let her know she felt frustrated
working with just 1 CNA. Staff C reported the
Administrator said they were working on it but
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Staff C never heard ancther thing the rest of the
night, not even that they couldn't get anyone.
Staff C stated she also told the DON the situation
was terrible, medications passed 3 hours late,
and it had been like that all week.

On 5/12/20 at 2;50 p.m. Staff D, CNA from
temporary staffing agency, reported he worked at
the facility for 2 months. Staff D recalled working
approximately a week pricr. Staff D recalled
feeling upset about the staffing levels as he
worked by himself with just 2 other nurses in the
facility. Staff D stated he was scheduled to work
in the facility 2 double shifts; 2 p.m. to 10 p.m.
and 10 p.m. to 6 a.m. Staff D reported his
employer told him he did not have to stay for the
overnight shift of his second double shift. Staff D
said he reported to his employer that he had to
work an entire shift by himself due to being the
only CNA there and he could not finish the
overnight shift by himself. Staff D stated from
approximately 6 p.m. to 7 p.m. the other nurses
left leaving only 2 staff in the building; him and
Staff C, RN. Staff D stated the nurse instructed
him not to reposition residents or get them up as
they would not have time to get everything done.
Staff D commented it was not possible for him to
meet the basic needs of the resident’s with
staffing levels like that.

On 5/8/20 at 5:10 p.m. Staff J, RN, stated she
was supposed to be staffed with another nurse
but the girl called off. Staff J said they tried to get
a replacement without success. Staff J reported
the overnight nurse Staff E, Licensed Practical
Nurse (LPN), from temporary staffing agency,
was supposed to come in early and Staff £
worked in the facility before, Staff J reported
things not done due to a skeleton crew during the
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pandemic. Staff J commented no one wanted to
work and agency staff helped hut were hard to
find. Staff J said staff could only provide 2 to 4
showers during the daytime-that's the best they
could do. Staff J reported they needed at least 3
aides on the 2 p.m. to 10 p.m. shift. Staff J stated
the weekend before she came in overnight early,
stayed late to cover, and put in many hours. Staff
J said she called public health for assistance.
Staff J said staff did not shave residents and they
tried to get the residents who needed a hoyer lift
up in a chair at least once a day. Staff J voiced
she would love to give quality of care but she
could not. Staff J stated they hurried to pass
medications and give assistance. Staff J said
since isolating residents in their rooms, many are
getting weak. Staff J said if she had another
nurse working with her she could have completed
med pass earlier, likely by 6 p.m. Staff J
commented the bottom line was they needed to
increase staffing. Staff J stated every 2 hours the
aides went around checking residents but did not
provide care toto the extent she would like,
though they do see the residents' faces. Staff J
reported the previous weekend she just got home
and received a call asking her to come back in.
Staff J identified Saturday 5/2/20 as bad. She
stayed as night nurse. Staff J commented she
got no lunches, no breaks when she worked as
the only nurse. Staff J voiced she did not know
what to do as the only RN and only 3 aides on
5/2/20 dayshift, so they could not do showers.
Staff J said management did not come to help
when called.

Review of the Daily Schedule for Friday 5/1/20
revealed the following staffing levels for the day:
a. 1 RN (Staff J) and 1 CMA (Staff K) worked 6
a.m. to 6 p.m.
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b. 1 RN (Staff C) from 6 p.m. to 6 a.m.

c. 1 CNA(Staff T) 2 p.m. to 10 p.m.

{The schedule listed 3 other CNAs on the
schedule for 2 p.m. to 10 p.m. but 2 circled as
NCNS [nho-call-no-shows] and 1 crossed off with a
line thru it.

Review of the Daily Schedule for Saturday 5/2/20
revealed the following staffing levels for that day:
a. 1 RN (Staff J) 6 a.m. to 6 p.m. (However, per
Staff J interview she stayed to work into the night
shift.)

b. 1 CMA (Staff K} 6 a.m. to 6 p.m.

c. DON as floor nurse, 2 p.m. to 6 a.m.

d. 3 CNAs for the 6 a.m. to 2 p.m. shift

e. 2 CNAs for the 2 p.m. to 10 p.m. shift with 2
additional CNAs circled to indicate they did not
came

f. 2 CNAs for the 10 p.m. to 6 a.m. shift

(The scheduled showed Staff D, CNA, worked a
double shift 2 p.m. to 6 a.m.)

Review of the Daily Schedule for Sunday 5/3/20
revealed the following staffing levels for that day:
a. 1 RN (Staffl)6 a.m. to 6 p.m.

b. 1 CMA, who walked ouf, supposed to be 6 a.m.
to 6 p.m. soc DON worked 6 a.m. to 11:30 a.m.

¢. DON as on-call manager and floor nurse, 6
p.m.to6am.

d. 1 RN (Staff C)6 p.m. to 6 a.m.

e. 4 CNAs for the 6 am. to 2 p.m. shift

f. 1 CNA (Staff D) for the 2 p.m. to 10 p.m. shift;
no other potential staff listed

g. 2 CNAs listed for the 10 p.m. to 6 a.m. shift
(Staff D and Staff A, but Staff D crossed off noting
he could not work, and Staff A did not arrive until
1:30 a.m.)

On 5/8/20 at 5:45 p.m., Staff U, CNA, voiced it
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took entirely too long to pass food. Staff U said
she was very surprised to have 3 aides working
that night as usually only 2 aides scheduled.

On 5/9/20 at 12:38 p.m., Staff J reported because
they had enough help that day, Resident #3 got
up for the day, Resident #12 got shaved and
showered, and staff worked with 1 resident at a
time to get caught up on their hygiene.

On 5/10/20 at 5:15 p.m., the staff in the building
included 4 CNAs from temporary staffing
agencies (Staff G, Staff X, Staff H, and Staff S)
and 1 dayshift RN from temporary staffing agency
(Staff ). Staff | stated the ADON said she would
come to assist since Staff K, CMA, left early,
however the ADON did not come to help.

On 5/10/20 at 6.04 p.m., Staff | stated she felt
there should be 2 nurses staffed if the facility had
COVID-19 because if she needed to send a
resident out to the hospital she would be in
trouble as she was on her own. Staff | said the
med aide left at 4:00 p.m. and the ADON did not
show up so she was on her own for med pass.
Staff | voiced she was new and felt it important to
have another nurse who knew the facility to
assist. Staff | said had she known she were
going to be alone she could have prepared.

On 5/10/20 at 6:23 p.m. Staff W, RN from
temporary staffing agency, arrived. Staff W
responded she worked in the facility since
October 2019 the 6 p.m. to 6 a.m. shift. Staff W
described the facility as a free for all with no
leadership from management and she thought
they were doing the best they could without the
leadership.
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Observation on 5/12/20 at 1.00 p.m. revealed the
staff on-duty included 3 CNAs 6 a.m. to 2 p.m.
and 1 shower aide, Staff U, worked 10 a.m. to 2
p.m. Staff J stated she was having a much better
day as they had 2 nurses working.

On 5/12/20 at 1:30 p.m. Staff N, CNA, stated she
worked for the facility for a year. Staff A, CNA,
responded she worked at the facility for 3 years.
Both staff voiced lately it was nof doable to get
the work done and they could not answer call
lights within 15 minutes. Both reported some of
the residents got up that day and others did not
want to. Staff N commented they sometimes had
to pick-and-choose whom they assisted. Both
reported staffing levels difficult since March 2020.

On 5/12/20 at 1:50 p.m. Staff S, CNA from
temporary staffing agency, reported he averaged
about 56 hours per week in the facility. Staff 8
stated since the lock down, he really only worked
at this facility and he needed a break. Staff &
stated this facility one of the more challenging
faciliies he worked in as a temporary nurse aide.
Staff S said he was happy to see 4 CNAs
scheduled for the 2 p.m. to 10 p.m. shift as his
workload would now be doable. Staff S
acknowledged less than 4 CNAs on that shift
made it hard to meet resident needs.

On 5/12/20 at 2:22 p.m., the DON and ADON
reported typically they would staif 6 CNAs before
the COVID-19 crisis: 4 CNAs assigned fo
hallways, 1 CNA as bath aide, and 1 CNA to work
in the RA (Restarative Aide) role to complete the
restorative maintenance program. The DON
stated during the COVID-19 outbreak they pulied
the RA to work the hallways and then they started
pulling the bath aide. The DON stated the staff
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still completed bed baths if the resident did not
get a shower,

On 5/7/20, the Administrator provided a resident
room roster that designated fransfer status for
each resident. The list identified 13 residents
required the use of a hoyer {full body mechanical
lift), 2 required an EZ stand (sit-to-stand
mechanical liff, and 5 required assistance of 2
persons for transfers.

On 5/13/20 at 1:08 p.m. Staff M, CNA, reported
they were staffed that day with only 3 CNAs for
the 6 a.m. to 2:00 p.m. shift: Staff A, Staff N, and
Staff B. Staff M stated she herself was on light
duty. Staff M stated she left Resident #2's call
light on, room 107, as she had not yet met the
resident's need/request.

Observation on 5/13/20 at 1:10 p.m. revealed call
lights on for rooms 105, 107, 109, 327, 330, 219
bath.

The schedule for the day observed to list Staff F,
Licensed Practical Nurse (LPN), and Staff L,
CMA, for the 6 a.m. to 6 p.m. shift; a second
hurse crossed off. The 2 p.m. to 10 p.m. shift
scheduled to have 3 CNAs: Staff U, Staff T, and
Staff S. From 6 p.m. to 6 a.m. Staff E, LPN,
scheduled and 2 CNAs, Staff S and Staff Z, for 10
p.m.to 6 am.

At 1:16 p.m. call lights on in rooms 105, 107, 109,
108, 327, 219, 221, and the service door
alarming.

At 1:20 p.m., Staff F reset the service entry door
at the nurses station and said the maintenance
man set it off.

At 1:21 p.m. observation showed the DON at the
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medication cart.

At 1:23 p.m., call lights on for room 105, 109,
108, 332, 329 bath, 327, and 329 bath. Staff L up
from feeding in the dining room and said she
would answer a call light once she washed her
hands. Staff M out of the room to assist 3040 hall
and down the 100 hall.

At 1:27 p.m., Staff F sat at the nurses station and
had not gone down to Resident #2’s room.

At 1:28 p.m. call light for room 105 went off after
being on for 18 minutes.

At 1:29 p.m. call light for room 327 went off after
being on for 19 minutes. At 1:31 p.m. the cail
light for room 327 went back on.

At 1:33 p.m., the call light for room 327 remained
on.

Observation on 5/13/20 at 1:56 p.m. revealed
Staff S arrived. At 2:02 p.m., Staff U arrived on
duty. Staff T did not show up for the shift.

At 2:35 p.m., Staff U reported Staff T still did not
arrive to work.

At 2:55 p.m., Resident #3 remained up in her
wheelchair in her room. Staff did not reposition
Resident #3 since she got up for lunch at noon.
At 3:01 p.m. Staff B, CNA, remained in the
building due to Staff T not showing up for work.
At 3:03 p.m., observation showed Staff L on the
100 hall with the medication cart.

At 3:06 p.m., Resident #22 walked up the hallway
in a hospital gown, her bed without a fitted sheet
on it, only a bed pad and flat sheet. Resident #22
ambulated to the nurses station. Staff 8
intervened and guided the resident back to her
room. Resident#23 also wandered out of their
room and Staff L encouraged the resident to go
hack to her room. Staff F charted and stated
Resident #22 used to be independent with
dressing herself. Staff provided no assistance or
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cues fo the resident fo get dressed for the day.

At 3:08 p.m., Resident #22 again walked out of
her room dressed only in a hospital gown. Staff L
redirected the resident back to her room and
again, no assistance given to get dressed.

At 3:18 p.m., Staff B and Staff U transferred
Resident #3 from the wheelchair to her bed. Staff
B removed a soiled brief to reveal the buttocks
reddened with imprinted wrinkles on butiocks
from sitting that blanched readily when touched.
Staff U decided to leave Resident #3 in bed and
Staff U would get her back up at 4:30 p.m.

The Daily Schedule for 5/15/20 revealed the
following: Staff J, RN, and Staff K, CMA, worked
6 a.m. to 6 p.m.; CNAs Staff N and Staff M
worked from 6 a.m. to 2 p.m.; Staff AA, CNA,
worked 7:30 a.m. to 2 p.m.; and CNAs, Staff G
and Staff H, worked from 8:00 a.m. fo 2 p.m. So
only 2 CNAs worked the dayshift 8:00 a.m. to
7:30 a.m.

On 5/21/20 at 10:30 a.m., the DON stated she
worked the floor a lot as the charge nurse due to
short staffing levels and therefore was not
updated on everything going on in the facility.
The DON identified the day of the interview as the
first day she did not pass medications. The DON
identified Staff L (med aide} as ill, non-COVID-19
related. The DON reported she worked as the
overnight shift nurse Saturday 5/16/20, Sunday
5/17/20, and the ADON worked Monday. The
DON reported she sat down with the
Administrator on Tuesday 5/19/20 and informed
her she could no longer be considered the DON
as she could not perform all the tasks asked of
her. The DON stated she received no training to
do the job and did not know the ins and outs of it.
The DON stated she discussed her current rate
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of pay compared to what they asked of her and it
did not balance out. The DON acknowledged
Staff J, RN, had to work 28 hours straight on
5/15/20 thru 5/16/20. The DON stafed she had
worked 20 hours in a row before herself and the
ADON commented she worked 24-hour shifts.
Both the DON and the ADON acknowledged a
nurse could run the risk of poor judgement
related to lack of sleep on a 28-hour shift and it
could be unsafe. The DON stated she had
contacted ISERVE and United Way for help. The
DON stated Staff J had even called the fire &
rescue sguad to see if they could provide help but
they could not. The ADON said she worked a
long shift of 20 hours a few weeks back and
some could handle it better than others, just part
of healthcare.

Infection Prevention & Control

CFR(s): 483.80(a)(1)(2){4)(e)(

§483.80 Infection Control

The facility must establish and maintain an
infection prevention and control program
designed to provide a safe, sanitary and
comfortable environment and to help prevent the
development and transmission of communicable
diseases and infections.

§483.80(a) Infection prevention and control
program.

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

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

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

(iy A system of surveillance designed to identify
possible communicable diseases or

infections before they can spread to cther
persans in the facility,

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

(i) Standard and transmission-based precautions
to be followed to prevent spread of infections;
(iv)When and how isolation should be used for a
resident; including but not limited to:

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

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

(v) The circumstances under which the facility
must prohibit employees with a communicable
disease or infected skin lesions from direct
contact with residents or their food, if direct
contact will transmit the disease; and

(vi)The hand hygiene procedures to be followed
by staff involved in direct resident contact.

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

§483.80{e) Linens.
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Personnel must handle, store, process, and
transport inens so as to prevent the spread of
infection.

§483.80(f) Annual review.
The facility will conduct an annuat review of its

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

Based on clinical record review, resident
interview, observation, staff interview, and facility
record review, the facility failed fo implement a
comprehensive infection control program to
mitigate the risk of the spread of infection during
a COVID-19 outbreak and failed to provide
leadership and education to the facility and
agency staff of the facilities infection control
policies and procedures. The facility failed to
develop a consistent system for the use of
extended-use PPE (Personal Protective
Equipment) to include: where to obtain PPE; what
PPE required and when; how to properly don and
doff PPE; where to put PPE when removed; how
to sanitize PPE when reused; and competency
checks for facility and agency staff. The facility
failed to ensure all staff followed proper hand
hygiene techniques. As of 5/7/20, the facility
reported 22 positive cases of COVID-19 with 8
residents reported hospitalized during the
outbreak and 2 of those residents expired
associated with COVID-19 infection. An
immediate jeopardy concern identified on 5/11/20.
The facility abated the concern on 5/14/20 when
they developed a leadership committee to
educate facility and agency staff on proper hand
hygiene techniques; proper use of PPE; proper
cleaning of contaminated surfaces; respiratory
assessments for signs/symptoms of COVID-19;
and overall infection control policies and
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procedures. The facility reported a census of 41
(forty-one) residents.

Findings include:

1. Aquarterly MDS assessment dated 4/6/20 for
Resident #6 identified a Brief Interview for Mental
Status (BIMS) score of 0 with signs of fluctuating
inattention and disorganized thinking. A score of
0 indicated severe cognitive impairment. The
MDS revealed the resident independent with no
setup help for transfers, walking in room, and
walking in corridor. The MDS documented
diagnoses that included cerebrovascular accident
(CVA), chronic obstructive pulmonary disease
(COPD), and chronic ischemic heart disease.

Care plan focus areas initiated 10/9/14 identified
altered thought processes related to impaired
cognition manifested by the need for assistance
with decision-making. The interventions informed
staff the resident ambulated independently.

On 4/24/20, the care plan identified a potential
risk for COVID-19 infection related to a recent
outbreak. The care plan direcied staff to follow
CDC updates and guidelines, follow CMS
guidelines, monitor daily temperatures, and
abserve for signsfsymptoms of COVID-119
infection such as temperature, cough, shortness
of breath, chest pain, fatigue, and report to
primary care physician.

On 4/27120, a care plan update reflected the
resident tested positive for COVID-19 infection.

The facility line fisting for the public health
department related to COVID-19 provided on
5/8/20 identified Resident #6's illness onset as
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4/19/20 with symptoms of fever and cough; he
tested positive 4/28/20; and status ill, feeling fine.

Observation on 5/7/20 at 12:30 p.m. revealed
Resident #6 wandered in the 100 hallway and the
commons area with repeated vocalizations of
something's wrong. The resident breathed in and
out in shallow, huffing/puffing type breaths. The
Administrator attempted to redirect Resident #6,
who wore no facemask, to his room 106 without
stceess. Resident #8 proceeded down the hall
towards the commons area without further
interventions to limit his contact with surfaces or
other people. The Administrator identified
Resident #6 positive for COVID-19 infection.

Observation on 5/7/20 at 1:45 p.m. revealed
Resident #6 wandered up on the 100 hall huffing
and puffing with no staff visible. At 1:55 p.m.
Resident #6 again in the hallway huffing with each
breath indicating a sign of shortness-of-breath.

At 3:46 p.m. Resident #6 out of his room again
and at the dining room banister wall. Resident #5
breathed out repeatedly like huffing/puffing sound
of huh, huh, huh and touching the top of the
nurses station. The Director of Nursing (DON),
Staff F, Licensed Practical Nurse (LPN), and Staff
U, Certified Nurse Aide (CNA), present and none
of them attempted to redirect Resident #6 or
sanitize the contaminated surface after Resident
#6 left the area.

Qbservation on 5/8/20 at 6:24 p.m. revealed
Resident #6 out of his room huffing and puffing
with signs of shortness-of-breath. Resident #6
leaned bracing his arms against the covered
clean linen cart. The Assistant Director of
Nursing, (ADON), went down the hallway to
redirect the resident to his room. The ADON did

F 880
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not cleanse or disinfect the outside flap of the
clean linen cart, which Resident #6 breathed on
directly within less than a foot (arm length) for
several minutes. At 6:30 p.m. Staff G, CNA,
exited a room with gloves on, touched and
opened the contaminated flap of the 100 hall
linen cart {(which Resident #6 had breathed on),
and obtained a brief. Staff G went into room 102
with Resident #3. Resident #6 again walked
hack and forth while making a huffing noise
repeatedly from his room to hallway to room. At
7:02 p.m., Resident #6 came out of his room and
stood at the banister in the dining room. Resident
#6 huffed and puffed against the face shields
lined up, which were stored as clean, and he
touched the shields with his bare hands. Staff E,
LPN, approached Resident #6 and asked him to
go back to his room. Staff E failed to move or
cleanse the face shields.

2. An admission Minimum Data Set (MDS)
assessment dated 4/21/20 for Resident #2
identified a BIMS score of 11 without signs or
symptoms of delirium. A score of 11 indicated
moderate cognitive impairment. The MDS
revealed the resident spoke clearly and could
understand others and make herself understood.
The MDS revealed diagnoses that included:
cancet, urinary tract infection (UTI}, quadriplegia,
respiratory failure, migraine, and chronic pain
syndrome. The MDS coded a special treatment
of isolation or quarantine for active infectious
disease while a resident.

The BIMS assessment dated 5/6/20 recorded a
score of 15. A score of 15 indicated intact
cognition.

A care plan focus area initiated 4/16/20 identified
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the resident on quarantinefisolation precautions
due to new admit for 2 weeks.

On 4/24/20, the care plan identified a potential
risk for COVID-18 infection related to a recent
outbreak. The care plan directed staff to shelter
in place with room meal service policy, follow
CDC updates and guidelines, follow CMS
guidelines, perform frequent handwashing,
monitor daily temperatures, and observe for
signs/symptoms of COVID-119 infection such as
temperature, cough, shortness of breath, chest
pain, fatigue, and report to primary care
physician.

On 5/8/20 at 7:22 p.m., Resident #2 responded
she did not see staff routinely wash their hands or
use sanitizer when they entered her room but
some put on gloves and some wore re-useable
gloves., Resident#2 identified the day of the
interview as the first day she observed staff
starting to throw the gloves away. As for the
facility educations, Resident #2 responded she
did not receive education but looked online about
COovID-19.

3. Aquarterly MDS assessment dated 4/6/20 for
Resident #5 identified a BIMS score of 15 without
signs or symptoms of delirium. Ascore of 15
indicated intact cognition.

Review of the census report revealed Resident
#5 moved from room 111-B to room 330-A on
4127120,

The facility line listing for the public health
department related to COVID-19 provided on
5/8/20 documented:

a. Resident #30 resided in room 330-A, tested

F 880
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positive 4/24/20, status hospitalized unrelated
b. Resident #31 resided in room 330-B, tested
positive 4/28/20, status hospitalized - expired
¢. Resident #5 resided in room 330-A, tested
positive 4/28/20, status asymptomatic

d. Resident #17 resident in room 329-B, tested
positive 4/28/20, status asymptomatic

The Progress Notes dated 4/28/20 at 11:04 a.m.
documented Resident #5 tested negative for
COVID-19.

On 5/7/20 at 2:20 p.m., Resident #5 reported the
first facility case of COVID-19 was Resident #7
who came back from the hospital then a guy from
Hall 2 got it and died. Resident #5 stated he used
to live in room 111-B but the facility moved him
against his will without testing him. Resident #5
stated he did not want fo move without knowing
test results. Resident #5 stated there had been a
guy in his new room sent out with a positive
COVID test. Resident #5 said he was in his new
room for less than 24 hours when his roommate
hospitalized who since died. Resident #5 felt his
new room barely got cleaned before they moved
him into it. Resident #5 reported another resident
who lived down a couple doors from him just
passed away. Resident #5 commented he now
knew some of the negative residents who moved
rooms now positive for the virus and Resident #5
felt the facility put his life in danger. Resident #5
reported his COVID test came back negative and
he did not show signs/symptoms. Resident #5
voiced he felt the deaths related to the facility
putting negative residents in rooms with positive
residents. Resident #5 reported he knew
Resident #17 positive for COVID and staff let
Resident #17 get into the ice chest by himself
without wearing a facemask or gloves to get his
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own ice. Resident #5 complained Resident #6
positive for COVID, wandered, and staff did not
contain Resident #6 while he touched everything,
sat in the dining room, and facility not doing
anything about it. Resident #5 repeated infected
people should not walk around freely. Resident
#5 voiced the laundry bin brought out and stunk
up the hallway because dirty linens put straight
into it without putting in fittle bags first, as the
facility could not afford them. Resident #5 stated
he asked for a new urinal and showed them his
urinal was dirty and broken. Observation of 2
urinals labeled 4/1/20, one on the table and 1
hung on bedrail, appeared visibly dirty with brown
lipped edges and broken handles. Resident #5
said his bedpan dirty, he requested a new one,
but staff had not gotten back to him about it.

Observation on 5/12/20 at 2:00 p.m. revealed
Staff A, CNA and Staff B, CNA as they prepared
to enter the room of a resident isolated for a
positive diagnosis of COVID-19. Staff B donned
the yellow gown hanging on Resident #7's door;
which signified the Resident's positive diagnosis
and served to remind staff to don the appropriate
personal protective equipment (PPE) before
entering. Staff A failed to don the gown before
she entered. Upon entering, both staff assisted
Resident #7 to transfer from his wheelchair to his
recliner with a mechanical sit to stand machine.

Once Staff A and Staff B finished helping
Resident #7, they took the sit to stand machine
with them as they exited his room, Staff B doffed
the yellow gown and hung it back up on the
resident's door where she found it. Neither of the
CNAs cleansed/sanitized the sit to stand machine
before taking it out of Resident #7's room and
entering into Resident #12's room to assist him
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with the same sit to stand machine. Staff A also
wore the same attire into Resident #12's room
that she wore in Resident #7's room.

Once inside Resident #12's room, Staff A and
Staff B used the machine to assist the resident to
a standing position while they checked and
changed the resident's disposable brief. Staff A
provided peri care; cleansing the areas covered
by the brief. Further cbservation revealed that
Resident #12 had an open sore on his left
buttock; the area cleansed by the CNA that
previously failed to don protective attire in a
positive COVID-19 resident's room before
assisting Resident #12. After assisting the
resident, the CNAs removed the sit to stand
machine and stored it in the haliway outside of his
room. Neither of the CNAs cleansed/sanitized the
machine as they continued on with their duties.

Staff interviews and Observations

Observation on 5/7/20 at 12:55 p.m. revealed the
handwashing sink in the dishwashing room of the
kitchen observed with a brown hand towel
wadded up and placed on the hot water handle of
the faucet. The paper towel dispenser empty with
a % used roll of paper towels sitting on top of the
automatic dispenser. Staff O, contract Dietary
Cook, entered and denied using the hand towel
for drying hands and commented she just had not
had a chance to replace the paper towel roll into
the dispenser. Staff O acknowledged staff would
have to handle the roll with wet hands to obtain
paper towels. Observation showed another
handwashing sink located across the room near
the refrigerators. The second hand sink with
personal pump hand soap and no garbage can
close to be able to dispose of used paper towels

F 880
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after drying hands and turning off the faucet.
Staff P, contract Dietary Cook, stated they
worked for a contract company who provided
them PPE. Staff P said masks worn outside of
the kitchen, gloves, eye gear, but not allowed to
go down the hallways as they deliver food. When
asked about education related to COVID-19 and
who taught them, both staff responded they got a
letter informing them of positive COVID cases so
they made sure to ask as the facility not the best
at letting them know as they are not their
employees. Staff O and Staff P showed an
undated letter posted on the wall for education
but no other education received from the facility,
Both stated they thought they had a binder with
information, and after a little searching, they were
able to find the binder. Staff O stated the Dietary
Manager always kept them updated as she was
going to the facility meetings. The book titled and
dated 3/27/20 COVID Readiness.

Observation on 5/7/20 at 1:50 p.m. reveaied the
soiled utility room door on 300 hall propped open
by a garbage can. The left side of the room
contained a dirty linen barrel with lid on it right
next to the hopper toilet. Then a double-sink
present with 2 blue Rubbermaid totes sitting on it.
Awashbasin present in the left side of the double
sink and 1 of the totes on the right side of the
sink. The fotes contained PPE equipment in
paper bags with names written on them. Three
used/filled sharps biohazard containers leaning
against one of the totes with PPE. A mob bucket
present with dirty water stored next to 11 red
biohazard containers stacked as clean. Both dirty
and clean items present on the same side of the
room. The right side of the room cluttered with
mechanical lift batteries, box of red bags, box of
black trash bags on the floor, 2 safety goggles
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hung visibly dirty, cupboard doors left open with
items stored as clean inside the cupboards.
Observation of the 300 hal revealed an
overflowing trash bin next to 2 bind labeled for
dirty linens.

On 5/7/20 at 2:00 p.m., Staff B, CNA, reported
she worked for the facility for a year but had been
off for 5 weeks. Staff B said she just returned
from leave of absence. Staff B worked on the
hall with the trash on the floor. Staff B said yes,
the doors with the yellow isolation gowns
indicated isolation for COVID-19.

Observation revealed room 328 with no stop sign,
just white exclamation point in a red triangle
approximately 3 by 5 inch size sign at the top of
the room door. A yellow disposable isolation
gown on the door; no indicators what o do, what
precautions needed, and name plaque listed
Resident #14.

[The facility line [isting for public health
department related to COVID-19 provided 5/8/20
documented Resident #14 tested positive on
4/28/20 and recorded her status as ill,
symptomatic.]

The clean linen cart open to air with the closure
flap flipped up on top of the cart.

At 2:10 p.m., observation revealed name plaques
for room 333, listed Resident #15 and Resident
#27 (in hospital per Staff B). Staff B exited room
327 with a funch Styrofoam container, bare
hands, homemade cloth gown, face mask, and
face shield on. Staff B pushed down the trash in
trash bin to compact it with arms going in up to
her elbows. Staff B then picked up a trash bag
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from the floor, put it in the bin, and pulled up the
black trash bag higher than the bin to keep trash
from overflowing to the floor. Wearing the same
PPE and without performing hand hygiene, Staif
B obtained gloves from the clean linen cart and
entered room 332 after donning 1 of the 2 yellow
disposable isofation gowns hung on the door over
her homemade cloth gown. Resident#16 and
Resident #29 (in hospital) resided in room 332.
Staff B again verified the gowns hung on the
doors equaled a COVID-19 positive room. Staff
B left the trash overfiowing. Staff B out of
isolation room 332 to the trash bin again and
stuffed a trash bag into the over flowing trash with
hare hands. Without performing hand hygiene,
Staff B went to the clean linen cart, touched items
then obtained a bed pad and carried it to the
utility room. Staff B washed hands in room then
exited with the same bed pad and entered
another rcom.

[The facility line listing for the public health
department related to COVID-19 provided on
5/8/20 documented:

a. Resident #15 tested positive on 4/26/20, status
as ill, feeling fine,

b. Resident #27 tested positive on 4/28/20 and
recorded her status as ill, hospitalized.

c. Resident #16 tested positive on 4/28/20 and
recorded her status as ill, feeling fine.

d. Resident #29 tested positive on 4/28/20 and
recorded her status as ill, hospitalized.]

Observation on 5/7/20 at 2:45 p.m. revealed the
bag in 300 hallway filled with empty pop cans and
on the floor at the end of the hall. The garbage
now changed and % full of trash in bin; strong
smell of urine and the lid left open.
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Observation on the 200 hail revealed rooms 214
(Resident #18 and Resident #19}, room 222
(Resident #7), room 217, and Room 220, with
yellow isolation gowns hung on the doors.

[The facility line listing for the public health
department related to COVID-19 provided on
5/8/20 documented:

a. Resident #18 tested positive on 4/28/20, status
as ill, feeling fine

b. Resident #19 tested positive on 4/28/20, status
as ill, feeling fine

c. Resident #7 tested positive on 4/20/20, status
as ill

d. Resident #20 tested positive on 4/28/20, status
as ill, feeling fine

e. Resident #1 tested positive on 4/25/ 20, status
as hospitalized, returned 4/28/20

f. Resident #4 tested positive on 4/28/20, status
as ill, feeling fine

Observation on 5/7/20 at 2:49 p.m. revealed Staff
U, CNA, exited room 217, Resident #20's room,
wearing a disposable yellow isolation gown and
N95 filtration mask. Staff U removed the yellow
gown by pulling on the sleeves with hand,
removed gown, shook the gown to straighten it,
then hung the gown back up. Without performing
hand hygiene, Staff U took a water mug from
Resident #1 who stood in the doorway of room
220: Resident #4 also resided in that room. Staff
U reported she had been coming to work at the
facility on and off for 6 years. Staff U filled
Resident #1's water mug with ice then touched
the lid where the straw and mouth hole were fo
replace the lid before handing back to Resident
#1, who immediately took a drink from the
contaminated mouthpiece. Staff U then walked
back up the hall to the clean linen cart, lifted the
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box of gloves on the cart, threw the box back
down, continued up the hall to the nurses station.
Staff U grabbed a small, pocket-sized glass boitle
with no label and performed hand hygiene with
the hand sanitizer.

On 5/7/20 at 2:52 p.m. Staff S, CNA, reported he
worked the 2 p.m. to 10 p.m. shift and employed
by a temporary staffing agency. Staff S took off 1
glove from his hand inside out, put the used glove
on the nurses station counter, sanitized his hands
with hand sanitizer, then picked up the used
gloved, rolled it in a ball between his 2 hands for
10 seconds, then threw the glove in the trash and
continued down the hall without re-sanitizing his
hands. No hand sanitizer dispensers observed
outside of rooms or down the hallways so staff
needed to go fo the nurses station when they
wanted the sanitizer.

On 5/7/20 at 3:35 p.m., the Administrator reported
the DON worked at the facility for 3 months as the
Infection Preventionist. The Administrator said
the former DON did not return to train. The
Administrator reported the facility initially set up
the 100 hall as an isolation wing as it had its own
shower room, linen closet, and they moved
symptomatic residents to that hall. The
Administrator commented then they found out
they had a whole bunch of asymptotic, COVID-19
positive residents throughout the building and
they decided they no longer needed to move
residents to the isolation wing. The Administrator
stated when a resident returned from the hospital,
they placed the resident on the 100 haliway. The
facility tested the entire building 4/28/20. The
Administrator stated no new testing occurred
since 4/28/20. The Administrator responded the
facility reported to Local County Public Health
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Department and State of lowa Public Health
department (IDPH). When asked about the
absence of hand sanitizer dispensers on the
hallways, the Administrator responded staff had
glass bottles of hand sanitizer they could carry on
their person. The Administrator reported
screenings occurred at the front door and the
PPE kept up at the nurses station in the
medication room. When asked about the PPE
stored in the totes in the soiled utility room next to
hiohazard waste, the Administrator responded the
DON must have set that up for agency personnel
to place their N95 facemask and face shield or
goggles into them to reuse them. Observation
with the Administrator present revealed the soiled
utility room door continued to propped open by
the trash can and the Administrator
acknowledged the door should be kept closed.
The Administrator showed the PPE on hand
located in the med room in 2 cardboard boxes
stored on the floor. The Administrator said they
had more gowns in laundry room. Observation of
gallon sized bottle sanitizer to refill individual
glass bottles. Observation revealed a face shield
labelad, DON, laid on the counter with outer
surface of shield in contact with the top of the
counter; the Administrator acknowledged the
used face shield should not be left on the counter.
When asked where staff should store PPE they
remove but intend to reuse, such as face shields,
the Administrator provided no response.
Observation throughout the building revealed no
areas designated for placement of removed PPE
and/or directions for where to disinfect PPE for
re-use. The Administrator responded soap and
water used to clean PPE and she believed they
also had a spray. Observation revealed another
face shield on the nurses station counter. The
Administrator agreed she did not know whom the
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face shield assigned to or if it were dirty or clean.
In response to where staff should store removed
PPE, the Administrator said in the soiled utility
room, however, just prior to that observation the
Administrator acknowledged in the soiled wtility
room staff should not store clean PPE there.

Ancther staff member touching face mask talking
with Resident #5. The staff member did not wash
hands after touching the mask.

On 5/7120 at 3;46 p.m., the DON identified IDPH
as involved in the decision not to make any
further room changes. The DON said they were
moving and moving when the facility had only 6 or
8 cases then all tested in the facility and ended
with huge 24 to 26 cases, something like that.
The DON stated they tried to move residents but
still had no idea what to do. The DON said the
line listing for IDPH updated with dates of
symptom onsets. The DON did not know if the
facility COVID interventions taken to prepare or
react to the outbreak were documented, she did
not know how much was fully documented as far
as the room changes, and not sure what
interventions were developed to contain or
minimize the risk of spread of infection related to
Resident #6 wandering.

On 5/7/20 at 4:30 p.m., an Infection Control
Program interview conducted with the facility
Infection PreventionistDON. The DON
acknowledged the facility hired her as the
Infection Preventionist approximately a month
prior. The DON stated she had only just become
aware a few days prior that she was also taking
the role of the new DON for the facility. The DON
said the previous DON was supposed to train her
but she walked out before doing so. The DON
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reported she did not know where the infection
control program policies and procedures were
located because she was not shown and she
could not voice specifics of the program. The
DON identified the ADON as ouf sick and she
herself only knew the basics. The DON said she
knew the Administrator had a conference call
each week related to COVID -19. The DON did
not know who was on the COVID-19 response
team. The DON reported she did not think the
facility had a real committee and she had no one
to turn to other than the corporate nurse
consultant at the home office, however, the
corporate nurse only helped to answer specific
questions, not really give guidance on what to do.
The DON stated they met each day and, then
when too many residents were infected in one
area, they just stopped having the daily meetings
which was a week or two prior. The DON said
she did not know why, just the Administrator's
choice saying no maore meetings. The DON
stated there still were monthly meetings
scheduled for all staff although they had not had
one. The Administrator sends out a general
email. The DON responded communication with
staff not formal and not sure where it came from.
in response to the question how many COVID-19
cases the facility had to date, the DON reported 2
residents passed away that week; 1 early and
thought 1 the day before. The DON stated she
was off a day, worked a lot of nights the previous
week as the charge nurse, and therefore she was
not fully aware of what was going on with the
infection controf program. The DON commented
she believed they had 24 residents who tested
positive for COVID-19. The DON stated IDPH
just stated to keep up with the line fisting for daily
reporting of cases. The DON responded fo
questions about audits of staff for competency
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testing. The DON stated since she had been
hired she did not know of any audits for hand
hygiene or for donning/doffing PPE. The DON
stated they used to have binder with the
directions on skills testing and staff read and
signed it but never completed competency tests.
In response to what education the facility
provided to staff on PPE, the DON stated first the
girls pull from the sleeve of gown to take it off.
The DON reported they had a conversation about
dedicating consistent staff to care for the
COVID-19 positive residents but staff got sick
and with staffing an issue its too hard to set up.
The DON stated the staff have had outbreaks of
infections. The DON again confirmed she had
not taken any audits and she did not know
specific dates. In response fo where PPE stored,
the DON stated the green cloth homemade
gowns worn at all times during the day then
laundered every day. The DON responded there
was nowhere for staff to hang the homemade
gowns and no direct room to store used,
extended-use PPE. The DON stated since it was
a new thing, it was left in a blur and they go day
by day. The DON did not have a response on
where staff should put dirty PPE but said the new
PPE kept in the med room. The DON stated
IDPH fetter guided the reuse of face masks, face
shields or eyewear, and gowns, if not visibly
solled due to PPE shortages; gloves fo be thrown
away after use. The DON responded she did not
know where staff placed their used PPE; some
staff took it with them to their cars, some kept
N95 facemasks in baggies. The DON
commented that would be an each person
question. The DON voiced did not receive
training and they were falling apart. The DON
responded she did not think the facility had any
staff education documented for training on
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disinfecting/cleaning and she did not think anyone
verified if the cleaner used in the facility was on
an approved EPA List N listing for effectiveness
against COVID-19. The DON responded she
was not familiar with the CDC preparedness
checklist for long-term care facilities. The DON
stated only the Administrator attended the two
weekly conference calls. The DON voiced the
Administrator did not have any experience in
infection control from a nursing perspective and
the DON herself was the highest knowledgeable
person in the facility, but she had been working
long hours on-call so she couldn't get anything
done. The DON stated the ADON did the
staffing/scheduling and she had been gone; so as
new Infection Preventionist with noc ADON, no
DON, and no training, she tried to provide the
most care she could and focused on essential
needs as a nurse. The DON commented they
had bed-ridden, weakened residents with no one
to help them. The DON responded she called a
lot of the families and a girl did updates with the
positive results and logged them in. The DON
responded they had enough soap and paper
towels for hand washing. The DON said staff
were not allowed in the kitchen. The DON
reported she had to send 2 dayshift staff home
that day due to having temperatures. The DON
responded the respiratory surveillance should be
documented in the Medication Administration
Record and resident temperatures taken daily.
The DON said she personally asked the
questions from the checklist related to respiratory
symptoms of all residents she encountered each
day. The DON stated their goal was to keep the
current healthy residents healthy. The DON
commented the basic nursing needs were all
followed and kept up on. The DON commented
observation of overflowing trash not a typical
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thing. The DON responded she expected staff to
wash their hands after handling trash. The DON
commented she observed staff wash their hands
when they went in and out of rooms. The DON
felt the Administrator should be the one to
complete the Infection Preventionist interview
about the facilities infection control program.

On 5/7/20 at 5:10 p.m., the Infection Preventionist
interview conducted with the Administrator. The
guestions for the interview derived from the
Coronavirus Disease 2012 [COVID-19]
Preparedness Checklist for Nursing Homes and
Other Long-term Care Settings
(https:/fwww.cdc.govicoronavirus/2019-ncovihep/|
ong-term-care-checklist.htmt).

The Administrator reported 22 residents tested
positive for COVID-19 and no tests pending. The
Administrator stated they had not put a team
together specifically for COVID-19 response, but
had a QAPI team (Quality Assurance and
Performance Improvement). The Administrator
said the management had morning meetings but
to keep social distancing she canceled the
meetings. Every Wednesday the Administrator
had a meeting with the corporate home office and
she did not necessarily directly educate staff
about the meetings. The Administrator stated the
home office got with her and she listened to
webinars if she could. The Administrator thought
the home office brought to the Wednesday
meeting information from calls on Tuesday with
public health. In response to how the facility
implemented a surveillance plan for identifying,
tracking, monitoring, and reporting infections, the
Administrator said they completed the daily public
health line listing. The Administrator reported she
could not get refills for the automatic ABHS
(alcohol-based hand sanitizer) dispensers so

F 880

FORM CMS-2567{02-99) Previous Versions Obsolete Event 1D: JIEM11

Facility [D: FADS15 If continuation sheet Page 121 of 137




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

PRINTED: 06/24/2020
FORM APPROVED
OMB NQ. 0938-0391

local public health provided her gallon jugs to refill
individual, small glass bottles with ABHS. The
Administrator responded they did have enough
soap and paper towels for hand washing. In
response to signage posted to indicate
Transmission-Based Precautions (TBP), the
Administrator explained the exclamation point
sign on the resident doors indicated staff should
wear full PPE before entering that room. The
Administrator stated the rooms with gowns
hanging on doors indicated residents who were
on Transmission-Based Precautions. When
asked if she verified the facility had access to
EPA-registered hospital grade disinfectants, the
Administrator responded she believed the
housekeeping contract staff verified they used an
EPA-registered hospital grade disinfectant. The
Administrator stated the contract staff had a large
binder of COVID-19 information and they were
responsible for ensuring the use of the correct
product. In response to how they identified and
managed residents with symptoms specifically of
respiratory infection upon admission and daily,
the Administrator responded the COVIDscreen
sent from the hospital, they fook temperatures,
guarantined, listened to lung sounds, and
documented in Point Click Care (electronic
medical record) on the MAR (Medication
Administration Record) twice a day for all
residents. The Administrator reported they did
dedicated a wing set up for COVID-18 but they
chose to test all residents and had more positives
than the wing could hold. The Administrator
called the corporate hame office, spoke with
Mark, discussed where all the positive residents
were located, where to put the residents, and
since positive cases everywhere in the building,
they decided to no longer attempt an isolation
wing. The Administrator responded the decision
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to no longer attempt to have an isolation wing
was discussed with local public health who said it
was fine to leave residents where they were.
They put positive cases with positives and
negative with negatives. Inresponse to if they
tried to achieve consistent staffing, the
Administrator stated consistent staffing a
challenge. The Administrator said agency staff
could only work in their building if they came to
work so a lot of fear kept them from picking up
shifts. The Administrator reported before the
outbreak, they staffed the same people full time
but call-ins/cali-offs occurred left and right. The
Administrator reported the day of the interview
there were 2 call-ins. The Administrator
responded the DON/IP should provide education
to the staff and the educations posted on the
board outside her office. The Administrator
stated she personally did not conduct any hand
hygiene or PPE use competency audits. The
Administrator identified the ADON, Infection
Preventionist, or charge nurse as responsible for
training agency charge nurses and the 3 staff
worked it out between them on who ensured it got
done.

On 5/8/20 at 1:48 p.m., Staff C, RN, responded
she worked for the facility as needed for 8 years,
once a week but picked up extra shifts if short
staffed. Staff C responded the last time she
worked was 5/1/20 and prior to that was 4/24/20.
Staff C stated on 5/1 20 she knew which
residents positive for COVID-19 as 2 resident
tests pending 4/24/20. Staff C responded in
regards to PPE, she was not really told much
about what to wear, where to get it or where to
store it, and everyone kind of did different things.
Staff C stated she asked the other nurse but it did
not make sense and was not consistent. Staff C
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reported they did not have enough gowns to
change for each room as they would in normal
circumstances. Staff C said they did have
enough hand hygiene products for washing hands
but she did not see staff properly wash hands or
sanitize hands when coming in and out of rooms.
Staff C stated she knew some CNAs went from 1
room to the next without using hand sanitizer.

On 5/8/20 at 5:05 p.m. Staff G, CNA from
temporary staffing agency, reported she thought
3 CNAs currently worked from 2 p.m. to 10 p.m.
and someone was supposed to arrive at 6 p.m.
in response to if she received education prior to
working in the facility, Staff G stated another aide
gave her report on the 100 hall. Staff G stated
Staff U helped her find gowns in the linen closet,
face shields, and cloths. Staff G verified she
wore a homemade cloth facemask and stated
she did not have an N95 facemask and could
only find the blue surgical facemasks. Staff G
said staff told her to put the homemade gown in
laundry when done at end of shift. Staff G stated
face shislds could be put on the bedside tables in
the hallway where she could also pick up a new
clean one. Staff G stated more gloves were
located in the supply closet on the 300 hall.

On 5/8/20 at 5:33 p.m., Staff U set food on a
bedside table in the 100 hallway; the same table
Staff G reported earlier she could use to put her
used face shield on if she fook it off. Staff U
donned gloves and took the yellow isolation gown
off the door for Resident #21's room 108 door,
said it was shredded, and therefore she wouid
need to put it in the trash and get another. Staff
U came back with a homemade cloth gown like
the one she already wore at all times during her
shift. Staff U took off her goggles and facemask

F 880
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and set them on the bedside table beside the
food container. Staff U donned gloves, the new
homemade cloth gown over the one she wore,
and the previously removed facemask and
goggles. Staff U did not perform hand hygiene
after handling her re-used PPE, which would be
considerad contaminated. Staff U picked up the
food from the bedside table, and went into room
109. Staff U used the fork and knife to cut up the
resident's food then handed the resident the
silverware. Staff U exited the room with a bottle,
took off her gloves, opened the trash bin with a
bare hand, and placed the bottle inside. Staff U
took off the second homemade gown, shook itin
the air, rolled it up, placed it under her arm, and
said the resident could feed himself. Staff U then
took the gown from under her arm and placed in
the laundry bin. Staff U used hand sanitizer but
did not remove the homemade gown she
originally wore which was now contaminated by
the second homemade gown she placed under
her arm. Staff U reported she could not get to the
PPE closet at that time fo get more yellow
disposable isolation gowns.

[The facility line listing for the public health
department related to COVID-19 provided on
5/8/20 documented that Resident #21 tested
positive on 4/28/20 and status as hospitalized,
returned 4/26/20.]

On 5/8/20 at 5:42 p.m., Staff U reported she got
more yellow isolation gowns because she got the
key form Staff J, RN. Staff U shook a yellow
isolation gown in the air with a snap to unfold it.
Staff U donned gloves and entered room 214
where Resident #18 was observed to cough.
Staff U handled Resident #18's food tray, opened
food containers, asked resident to sit up, but he
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stayed laying down.

At 5:45 p.m., Staff U told Resident #19 she
needed to change her gloves before she could
assist him. Staff U exited room 214, threw the
removed gloves into the trash, reached inside the
cart while wearing the yellow isolation gown, and
obtained gloves from the clean linen cart.
Without performing hand hygiene, Staff U donned
gloves and went back into room 214, Upon exit
from the room, Staff U touched the cart handle
with the same gloved hands, then removed the
yellow isolation gown, threw gloves away,
sanitized her hands, and moved down hall with
the food cart.

Observation on 5/8/20 at 5:54 p.m. revealed a
face shield on the nurses station counter and 8
face shields out in the open on the banister of the
dining. A container of disposable germicidal
surface wipes also out on the banister.

On 5/8/20 at 5:55 p.m., Staff E, LPN, reported
she was employed by a temporary staffing
agency and picked up different shifts for the
facility. Staff E stated she had been off for a
month and the Administrator verbally educated
her the day before about the COVID-19 in the
building when she got to the facility at 6 p.m.
Staff E responded they kept clean PPE in the
medication room. When asked where to place
the face shield equipment after removal, or where
to clean the face shields or where to put after
cleaned, Staff E did not give a response. Staff E
responded she did not think the facility had a list
for updates about COVID-19 infections.

On 5/8/20 at 6:06 p.m. Staff T, CNA from
temporary staffing agency, came out of room
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336. Staff T touched the trash bin then went right
Resident #13's room 325 without performing
hand hygiene prior to entering.

Observation on 5/8/20 at 6:13 p.m. revealed
Resident #22 in room 112 not eating and moving
her Styrofoam container around. Staff T exited a
room, removed her gloves, touched the lid of
trash bin, and went directly into isolation room
112 without performing hand hygiene. Staff T
handled Resident #23's food container on the
inside with bare hands. Staff T then performed
hand hygiene. Staff T gave the resident
encouragement to eat then took the food after
Resident #23 said she was not hungry. Staff T
left to get a straw. Observation showed Staff T
sanitize her hands at the nurses station and then
return to the room. The Administrator came to
the room to inform Staff T she must wear eye
protection at all times, as Staff T had not been
wearing eye protection the entire shift. The
Administrator informed Staff T she needed
education on her gown requiring laundering. Staff
T entered room 112 without putting on the yellow
isolation gown over her hamemade cloth gown
worn at all times.

[The facility line listing for the public health
department related to COVID-19 provided on
5/8120 documented: Resident #22 tested positive
on 4{27/20, status as hospitalized unrelated,
returned 4/26/20; Resident #23 tested positive on
428120, status as ill, feeling fine.}

Observation on 5/8/20 at 6:32 p.m. revealed Staff
G exited Resident #3's room 102 with gloved
hands holding trash in a transparent clear bag
with soiled brief observed inside it. Staff G
confirmed she had just assisted Resident #3 with

F 880
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eating and then incontinence care. Staff G
placed the trash bag in the trash bin, touched the
trash bin lid, pulled the black garbage bag liner up
high, pushed down the trash, and took off gloves
putting them in the trash. Without performing
hand hygiene, Staff G donned gloves and entered
room 109 to answer Resident #21's call light. At
6:39 p.m., Staff G exited room 109 and without
performing hand hygiene, entered room 107 to
assist Resident #2. Observaticn revealed a red
triangle with white exclamation point sign on the
top corner of the door but no yellow disposable
isolation gown hanging on the door. Staff G
entered the room without donning an isolation
gown. Staff G grabbed a face shield off the
bedside table outside of Resident #6's room 103
where earlier Staff U place her used,
contaminated face shield.

On 5/8/20 at 6:45 p.m., the Local County Public
Health Department representative reported she
spoke with the Administrator frequently about
their processes, positive cases, and the local
public health representative guidance. The local
public health representative stated they went over
the cohorting of patients, need to cohort as much
as possibie, need to keep residents to their
rooms, and attempt to achieve consistent staffing.
The representative stated they instructed, if
possible, staff should wear a face shield and face
mask at all times and told should make sure to
make sure they used EPA registered cleaning
product. The representative recalled the facility
asking her advice on dementia residents who
walked around and advice on how important it
was to get negative tested residents out of
isolation after recovery.

Observation on 5/8/20 at 7:18 p.m. revealed Staff
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U came out of the linen room with approximately
10 bath towels stacked in her arms held against
her chest. She then took them into the shower
room.

Observation on 5/9/20 at 12:03 p.m. revealed
Staff S took the first cart of food down the hall to
room 112A, Resident #22. Staff S donned gloves
and the yellow isolation gown and took food in the
room. Staff S asked Resident #22 to sit up then
out to the cart, no hand hygiene. Resident #23 in
bed, Staff S grabbed her food from the cart with
the same gloved hands went over to the other
side and then closed the door. Staff S came out
of the room, removed the yellow isolation gown,
and hung the gown on the door. Staff S removed
his gloves, threw into the trash, and without
performing hand hygiene went to the clean linen
cart, touched the supplies of briefs on top of the
cart to get to 2 boxes of gloves on the top of the
cart. Staff S obtained new gloves and without
performing hand hygiene donned the gloves and
went to the next food container to pass it to room
110.

On 5/8/20 at 12:12 p.m. Staff K, CNA, and Staff
\/, CNA, came out to the hallway. Staff K
removed her surgical facemask, face shield, and
set them on the bedside table in the hall next to
the clean face shields. Staff K asked if staff
should have a cleaning station for the face
shields. Staff K reported she did not receive
education from the facility for competency. The
facility, just put out papers to post for them to
read. Staff K stated she did not know where she
was supposed to putfkeep her facemask. Staff K
wore a surgical yellow mask. Staff K reported
she put her mask in the soiled utility room in a
paper bag and they were to keep the mask as
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fong as possible and re-use. Staff V stated she
was supposed to re-use her N5 facemask but did
hot know where to store it either so she took it
with her each day to her car. Staff K stated she
felt the facility should have sanitization stations or
areas designated to keep PPE. Staff S chimed in
he worked in another facility that set things up
correctly and those facilities did that. Staff K
stated she did not know whose was whose as
face shields not labeled.

On 5/9/20 at 12:25 p.m. room 325 call light on.
Staff S removed his gloves, threw in the trash,
took a drink down the hall to assist with meal
trays, and did not sanitize his hands. At 12:26
p.m., cbservation revealed an N85 facemask
upside down with its outer surface in contact with
the nurses station countertop. The mask not
labeled with anyone's name and unknown if clean
or dirty.

Observation on 5/10/20 at 5:18 p.m. revealed the
flap open to the clean linen cart on hall 300. An
alcohol based hand sanitizer glass bottle was
located inside the linen cart on the top rack.

Observation on 5/10/20 at 5:20 p.m. revealed the
rooms designated isolation with gowns hanging
on the door for the day included: 112, 332, 333,
and 326. No other rooms observed to have
disposable isolation gowns hanging on the doors.

On 5/10/20 at 5:28 p.m. Staff | , RN, stated she
received no formal training for working at the
facility and that day was only her second day ever
working in the facility. Staff [ stated the facility
had PPE set out for her when she arrived. Staff |
said she was not told what to do with used PPE,
what to use to clean/disinfect the PPE for
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extended use, and not told where to place PPE if
removed. Staff | stated since only worked at the
facility once before, it would have been nice to
know what to do if she needed to send someone
out to the hospital. Staff | responded she was not
aware of any protocol on what to communicate to
receiving facilities about COVID-19 exposure
paotential.

On 5/10/20 at 5:32 p.m. Staff H, CNA from
temporary staffing agency, reported she was not
told what to do with PPE. Staff H said she got no
education from the facility on where to get PPE,
where to place used PPE when removed, or how
to disinfect PPE if used for extended use face
shields or goggles. Staff H said she also got no
education related to COVID-19 and she felt
gverything in the facility a mess.

On 5/10/20 at 5:43 p.m. Staff [, RN, stated that
morning she relieved a night nurse who also
worked for a temporary staffing agency. Staff |
commented she did not think the night nurse
knew who had COVID-19 in the building. Staff|
said a resident coughed after taking a drink but
other than that she had not seen any fever or
respiratory concerns that day. Staff | stated she
had not been told how many active cases to
monitor or who was ill in the building so she was
just going off her knowledge from working in the
facility a week prior.

(Record review for Resident #2 revealed the
resident went to the ER and returned on 5/10/20.)

On 5/10/20 at 6:23 p.m. Staff W, RN from
temporary staffing agency, arrived. Staff W
responded she worked at the facility since
October 2019 the 6 p.m. to 6 a.m. shift. Staff W
wore a N95 facemask and said she received it
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from the facility. Staff W responded she stored
her mask the day before in the treatment room.
Staff W stated yes they semetimes cleaned on
that shift. Staff W responded she was not sure
where to put her PPE when soited and not told
what to use to clean PPE intended for extended
use. Staff W stated she got information about the
residents with COVID-19 in nurse-to-nurse report
and if that nurse did not know she thought
somewhere there was a list but she did not know
where. Staff W stated she knew who tested
negative as she worked in the facility when they
tested all the residents in April. Staff W
commented the facility a free for all with no
leadership from management and she thought
they were doing the best they could without the
leadership.

Cn 5/10/20 at 6:34 p.m., Staff S responded he did
not know the contact time of the disinfectant used
to spray down the shower when cleaning. Staff G
responded she did not get orientation other than
receiving a copy of the pocket care plans for each
hallway. Staff G stated the cheat sheet contained
no policies or procedures. Staff S, Staff G, and
Staff H, all responded not trained on the facility's
infection control policies & procedures since the
COVID-19 outbreak.

On 5/12/20 at 1:35 p.m. the Administrator
reported Resident #13 hospitalized on Sunday,
5/10/20, for sepsis around 1:00 a.m. The
Administrator responded the hospital did test
Resident #13 for COVID-19 but the results
pending. The Administrator confirmed the
residents considered in isolation all had
disposable isolation gowns hanging on the doors
and the facility had no new confirmed cased of
COVID-19. The Administrator reported the facility
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once again attempted to make the 100 hall a hall
to cohort residents for isolation so they were in
the process of completing some room changes.
The Administrator commented she was working
on the development of removal plans for the
immediate jeopardy concerns reported to her on
5/11/20 for infection control issues. The
Administrator reported PPE now stored in the
freatment room.

Observation on 5{12/20 at 2:01 p.m. revealed the
rooms designated as needing
transmission-based precautions with disposable
isolation gowns hanging on their doors were
rooms: 107, 108, 109, 112, 216, 220, 326, 332,
333. Signs now posted on the door that said:
PPE for HCW (Health Care Worker) in areas with
COViD-19 patients under investigation - cap,
goggles or face shield, N95 mask, gloves, gown
or coveralls, 14-day precautions. The
Administrator reported earlier in the day if only 4
rooms designated as isolation with yellow gowns
on Sunday 5/10/20 then it was due to staff not
replacing the gowns. The Administrator stated
there were no new cases that day from
observations on Friday 5/8/20 so the rooms
designated as isolation should have been the
same 5/10/20.

On 5/12/20 at 2:22 p.m., the DON and ADON
showed the medication room contained boxes on
the floor of face shields, N95 facemasks, and
surgical facemasks. The DON stated the clean,
homemade gowns stored in the employee
breakroom.

On 5/12/20 at 2:50 p.m. Staff D, CNA from
temporary staffing agency, reported he had been
coming to work at the facility for 2 months. Staff
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D responded he did not receive good education
from the facility prior to coming to work there.
Staff D stated he did not know where to get PPE.

On 5/13/20 at 1:49 p.m., the DON reported
Resident #27 returning from the hospital and
directed staff to take the resident to her old room
on 300 hall.

On 5/13/20 at 1:56 p.m., Staff S arrived and set
his goggles and N95 facemask outer side down
on the nurses station countertop. Staff S
sanitized his goggles with an alcohol wipe and
wiped the outside of the N95 mask with the wipe.
Staff S responded the facility did offer PPE to him
but he owned his own goggles. Staff S said he
tried to get 3 to 5 days out of each N95 mask
before getting a new one. Staff S donned his
green homemade cloth gown.

On 5/13/20 at 2:30 p.m., the DON reported
Resident #27 arrived to the facility back from
hospital to her old room on 300 hall as she had
COVID and the roommate still not resolved from
her positive COVID-19 designation. The DON
said the residents considered cohorts and it
saved space in the 100 hall isolation wing.

On 5/13/20 at 3:06 p.m., Resident #22 walked up
the hallway to the nurses station without a mask.
Staff S intervened and guided the resident back
to her room. Staff S came out of the isolation
room and without performing hand hygiene,
donned new gloves, and went down the 300
hallway.

On 5/13/20 at 3:12 p.m., the DON revealed the
treatment room contained a cart for PPE with
supplies now up off the floor. The DON
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responded she was still working on ideas for
dealing with extended-use PPE, such as setting
up places to put PPE when staff took it off for
breaks and a place to disinfect PPE before staif
left for the day or took PPE out of the facility.

Observation on 5/13/20 at 4:45 p.m. revealed the
ADON provided education to staff in the building
for a system to disinfect equipment and place
PPE in paper bag by the front door. The ADON
told staff they needed to labe! their PPE so they
knew whose was whose. The ADON instructed
staff they must do that before leaving the building
and use that PPE when they returned. The
ADON included the dietary staff in the group
education.

Observation on 5/15/20 at 1:15 p.m. revealed the
laundry cart left open to air. Resident #2's room
door did not have a yellow gown hanging on her .
door, door closed, sign on door recorded in
14-day precautions until 5/24/20.

On 5/16/20 at 10:57 a.m., the Activities Director
reported the cleaning staff did not wear PPE and
the masks hit or miss. The Activities Director
voiced concern for staff and residents. The
Activities Director stated he did check in and talk
with the residents. The Activities Director
commented he felt the facility provided a lack of
training related to COVID-19. The Activities
Director did stop group activities but going in and
out of rooms and felt not properly trained on use
of PPE.

On 5/20/20 at 2:03 p.m. discussed with the
Administrator concerns of staff not able to
properly remove the yellow isolation gowns
without contaminating the homemade cloth gown
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worn at all times. The Administrator said public
health guided that decision and she would like to
talk to them about it.

Observation on 5/21/20 at 10:25 a.m. revealed
Staff F, LPN, did not wear a homemade cloth
gown while working. Staff F stated since the
facility currently only had 1 active case of
COVID-19 in the building, Resident #13, it was
now an employee's choice if they wanted to wear
the homemade cloth gowns or not, Staff F
reported staff was still expected to don the
disposable isolation gown hung on the door and
continue to re-use the same disposable isolation
gown. Staff F wore a surgical facemask but no
face shield as she sat at the nurses station. The
med aide Staff K wore an N95 facemask and eye

goggles.

On 572120 at 10:30 a.m., the DON stated she
had not gotten guidance on staff no longer
wearing the homemade gowns. The DON
clarified the homemade cloth gowns were
donated to the facility by someone so they
implemented the use of the gowns as an extra
precaution so they had gone back and forth about
the use of the gowns. Observation revealed the
DON wore no facemask while in her office with
the ADON who did wear an NS5 facemask and
sat less than 3 feet from each other. The DON
said she would agree the line listing reported fo
public health accurately reflected the date of
residents' symptom onsets.

On 5/28/20 at 3:44 p.m., the Administrator
emailed results for Resident #12 received from
the hospital and the resident did test positive for
COVID-19 infection 5/23/20. The Administrator
wrote the resident expected to return to the facility
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on Saturday, 5/30/20.

Abatement

The deficient practice detailed above resulted in
an immediate jeopardy situation for the facility.
The facility corrected the above non-compliance
on 5/14/20 by completing the following actions:

a. The facility developed and implemented a
comprehensive COVID-19 infection control
program.

b. The facility developed a Leadership Committee
consisting of: an Owner/Operator; RN Nurse
Consultant; Administrator; DON; Infection
Preventionist; and a representative from
Housekeeping, Laundry, and Dietary.

¢. A daily respiratory assessment added to the
Medication Administration Record for observing
signs or symptoms of COVID-19.

d. When a resident re-admitted to the facility from
the hospital the licensed nurse would place the
resident on alert/hot charting for assessment until
change in condition resolved by the DON.

e. Staff educated prior to working their next
scheduled shift and ongeing for proper hand
hygiene, proper use of PPE, proper cleaning of
contaminated services, and additional infection
control policies.

f. Staff completed a return demonstration of
donning and doffing PPE.

g. An Infection Control/COVID-19 audit tool
created and would be completed weekly by the
DON or designee.
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F 684 Mitchell Village Care Center reasonably ensures quality resident care including the
completion of frequent respiratory assessments to monitor residents for a higher level of care
due to COVID.

R #2 — Rasident COVID recovered as of 6/2/2020.

R #3 — Resident COVID recovered as of 5/8/2020.

R #1 — Resident COVID recovered as of 5/8/2020 and discharged to lesser care on 6/10/2020.
R #13 — Resident COVID recovered as of 5/26/2020.

R #12 - Resident COVID recovered as of 6/4/2020.

R #4 — Resident COVID recovered as of 5/18/2020.

R #6 — Resident COVID recovered as of 5/8/2020.

R #7 —~ Resident COVID recovered as of 5/18/2020.

All residents in the facility could be affected

On 5/12/2020 the facility implemented a comprehensive COVID-19 infection control program
On 5/12/2020 a facility wide audit of residents was conducted to ensure that daily assessments
for signs and symptoms of COVID-19 were placed on the MAR.

An education was conducted on 5/12/2020 and ongoing prior to employees next scheduled shift
regarding comprehensive COVID-19 and importance of daily assessments.

An education was conducted on 6/19/2020 and ongoing to nursing staff explaining the
assessment and PPE requirements for residents in 14 day quarantine, confirmed COVID-19, and
suspected COVID 19.

Director of Nursing or designee will complete weekly audits for 12 weeks to ensure all
confirmed or suspected COVID-19 cases have a daily respiratory assessment placed on the MAR

and compliance reviewed by the QA committee quarterly.

Date of Compliance: 6/11/2020



s F 692 Mitchell Village Care Center reasonably ensures residents who reqguire assistance maintain
acceptable parameters of nutritiona! status and is offered sufficient fluid intake to maintain

proper hydration and health which includes receiving timely dining assistance as well as the

appropriate amounts of fluids to avoid dehydration and significant weight loss.

R #2 —Since 5/4/2020 the residents weight has increased by 3 pounds.

R #3 — Weight beginning to stahilize.

R #6 - Weight beginning to stabilize.

R #7 — Resident gained 1 Ibs over the last month.

R #8 - Resident is now finishing all meals.

R #10 — Resident weight has remained stable with a .07% weight gain in June.

R #12 ~ Resident experiencing symptoms of CHF and has gained 29 Ibs since readmission
from the hospital,

e @ ¢ & © e

®

R #1 — Resident successfully discharged to lesser care
R #4 - Resident receiving fluids regularly and showing no signs or symptoms of dehydration
R #3 — Resident receiving fluids regutarly and showing no signs or symptoms of dehydration

-

All residents who require assistance dining could be affected.

On 5/12/2020 residents requiring assistance {(who were non-COVID positive and displayed
no symptoms}. began having meals in the dinjng room using appropriate social distancing
guidelines.

On 5/12/2020 an additional glass of water was added to all resident meal trays to ensure
residents were receiving the proper amount of fluids.

On 5/12/2020 120 cc of fluid was added to the MAR for all residents

Nutritional and hydration needs are assessed during weekly interdisciplinary team meeting
which includes the registered dietician, the certified dietary manager, and a licensed nurse.
Hydration and snack pass offered twice per day.

An education was conducted on 5/12/2020 and ongoing prior to employees next scheduled
shift regarding the importance of timely dining assistance and risks of dehydration,
especially for dependent residents.

Administrator or designee will complete weekly audits to ensure that additional fluids are
being offered with all meals and compliance reviewed by the QA committee quarterly.
Administrator or designee will complete weekly audits to ensure that hydration choices are
added to the snack cart and compliance reviewed by the QA commitiee quarterly.
Administrator or designee will complete weekly audits to.ensure dependent residents are
not showing signs of dehydration or having significant weight losses and compliance
reviewed by the QA committee guarterly.

&

e Date of Compliancé: 61172020 "~



F 725 Mitchell Village Care Center reasonably ensures sufficient nursing staffing levels to

meet residents’ essential needs and safety which includes analyzing staffing, resident acuity,

and resources, to restructure accordingly to meet residents’ essential needs.

s R #2 - Resident requires a hoyer to transfer. Staffing has been sufficient to
accommodate.

e R #3-—Resident requires a hoyer to transfer. Staffing has been sufficient to
accommodate.

o R #4 - Resident is a stand-by one staff assist. Staffing has been sufficient to
accommaodate.

e R #5~Resident requires 1 staff to assist. Staffing has been sufficient to accommodate.

s R #7—resident requires an ez stand which requires 2 staff members to assist. Staffing
has been sufficient to accommodate.

¢ R #12 ~resident requires a hoyer to transfer. Staffing has been sufficient to
accommodate.

¢ All residents in the facility who require assistance could be affected
e On 6/15/2020 an essential service policy relating to a staffing crisis was created in case
of future staffing shortages. '

¢ An education was conducted on 6/18/2020 and ongoing regarding essential services
plan, i.e emergency staffing, and the policy was placed in the Emergenty Operations
Manual.

» The Director or Nursing or designee will complete weekly staffing audits to ensure
adequate knowledge of essential services plan and emergency staffing plan to ensure
resident needs are meet during a staffing crisis and compliance reviewed by the QA
committee quarterly.

e Date of Compliance: 6/11/2020



F 880 Mitchell Village Care Center reasonably ensures the mitigation of the risk of spread
during the COVID 19 outbreak including but not limited to, providing leadership and
education to facility and agency staff on infection control policies and procedures,
developing a consistent system for the use of extended-use PPE, and ensuring staff follow
proper hand hygiene techniques.

¢ R #6 - Resident COVID recovered as of 5/8/2020.

e R #2 - Resident COVID recovered as of 6/2/2020.

e R #5—Resident has never tested positive for COVID or showed signs or symptoms

e R #3- Resident COVID recovered as of 5/8/2020.

e R #1 - Resident COVID recovered as of 5/8/2020 and discharged to lesser care
6/10/2020.

e All residents in the facility could be affected.

e A comprehensive infection control program was developed in order to limit the spread
of COVID 19 within the facility and the community.

e The facility established a methodology for the prolonged use of PPE which includes
proper storage of PPE when it Is not in use.

e Handwashing audits were completed on agency and in house staff members.

e  An education was conducted on 5/12/2020 and ongoing prior to the employees next
shift the importance of PPE, proper cleaning of PPE, where to ptace PPE, and overati
infection controt policies and procedures.

e Anin-service education was conducted on 6/12/2020 regarding what PPE is required in
the building, where to get it, and how to store it at the end of the shift.

e  The Director of Nursing or designee will complete PPE and handwashing audits at least
once per week for 12 weeks and compliance reviewed by the QA committee quarterly.

o Date of Compliance: 6/11/2020



