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‘"/ The following deficiencies resulted from the
; facility's annual recertification survey and
@Y\ investigation of complaints.
Investigation of complaints # 97638-C, #
| 98120-C, # 08604-C, # 08734-C, # 99316-C, #

' 99332-C, #09623-C, # 99678-C, # 99696-C, #
| 99872-C, and # 100923-C were substantiated,

Correction date

See the Code of Federal Regulations (42CFR)
| Part 483, Subpart B-C, _
_F 587 | Protection/Management of Perscnal Funds F 567

88=E | CFR({s): 483,10(N{100){l)

.| §483,10{f)(10) The resident has a right to

1 manage his or her financtal affairs. This includés
| the right fo know, in advance, what charges a
facllity may impose against a resident’s personal
funds.

:| {i) The facility must not require resldents to

:{ deposit thelr personal funds with the facility. If a
resident chooses to deposit personal funds with
the facility, upon written authorizatlon of a

| resident, the facility must act as a fiduciary of the
| resident's funds and hold, safeguard, manage,
and account for the personal funds of the resident

deposited with the fadility, as specified In this .
[ secton, '

{ll) Deposit of Funds,

(A) In general: Except as set out In paragraph {f)(
| 10)(il)(B) of this section, the facility must deposit
any residents' personal funds in excess of $100 In
an intersst bearing account {or accounts) that is
separate from any of the facility's operating
accounis, and that credits alf interest earned on |
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A 121202024
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Aeﬁc!n +itatement ending with an astefisk {*) denotes a deficlency which the nstitutlon may be excused frem comrecting providing it Is deferminad that
other safeguards provide sufficlent protection to the patients. (See instructions.} Except for nursing homes, the findings stated above are disclpsable 90 days
following the date of survey whether or not a ptan of correction s provided, For nursing homes, the above findings and plans of correction are disclosalle 14
days following the date thase docurnents are made avallable to the facility. If deficlencles are cited, an approved plan of correclicn Is requisite fo continyed
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resident's funds to that account, (In pooled
accounts, there must be a separate accounting
for each resident's share.) The facility must
maintain a resident's personal funds that da not
exceed $100 in a non-interest bearing account,
interest-bearing account, or petty cash fund.

(B) Residents whose care is funded by Medicaid:
The facility must deposit the residents' parsonal
funds in excess of $50 in an interest bearing
account (or accounts) that is separate from any of
the facility's operating accounts, and that credits
all interest earned an resident’s funds to that
account, (In pooled accounts, there must be a
separate accounting for each resident’s share.)
The faciity must maintain personal funds that do
not exceed $50 in a noninterest bearing account,
interest-bearing account, or petty cash fund.
This REQUIREMENT is not met as evidenced
by:

Based on record review, staff and resident
interviews, and policy review, the facility failed to
provide residents with access fo their personal
funds on the weekends for 8 of 10 residents
reviewed for financial managment by facility staff
{Residents #19, # 26, #29, 36, #43, #46, #49, and
#50). The facilily reported a census of 50
residents.

Findings:

The Trial Balance statement dated 10/27/21 by
the facility's Resident Trust Management Service
documented that 42 residents opted o have
facility staff assist with management of their
finances. Ten of the 42 were selected for review,
which included the residents listed below.

1. The MDS {Minimum Data Set) assessment
tool, dated 9/1/21, listed Resident #19's BIMS
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{Brief Interview for Mental Status) score as 12 out
of 15 possible points, indicating moderate
cognitive and memory impairment,

During an interview on 11/2/21 at 11:00 a.m.,
Resident #19 staied she is not able to get her
money on the weekend, only Monday - Friday.

2. The MDS assessment tool, dated 9/17/21,
listed Residant #26's BIMS score as 15 out of 15,
indicating intact memary and cognition.

During an interview on 10/27/21 at 10:45 a.m.,
Resident #26 stated it used to be that residents
could get petty cash anytime at the nurse's
station but can't anymore. if the resident wanted
money, call and ask the BOM (Business Office
Manager) to come down so you can ask her for
the money.

3. The MDS assessment tool, dated 9/15/21,
listed Resident #29's BIMS score as 14 out of 15,
indicating intact memory and cognition.

During an interview on 10/27/21 at 10:45 am.,
Resident #29 stated it used to be that we could
get our peity cash anytime at the nurse's station
but they do not anymore. If the resident wanted
money, you asked the BOM to come down and
then you asked her far the money.

4, The MDS assessment tool, dated 9/22/21,
listed Resident 36's BIMS score as 10 out of 15,
indicating moderate cognitive and mamory
impairment.

During an interview on 11/2/21 at 11:00 a.m,,
Resident #36 stated residents have to ask for
petty cash hefore the weekend and not ask for
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cash on the weekend.

5. The MDS assessment tool, dated 9/22/21,
listed Resident 43's BIMS score as 10 out of 15,
indicating moderate cognitive and memory
impairment.

During interview on 10/27/21 at 10:45 a.m.,
Resident #26 stated it used to be that residents
could get petty cash anytime at the nurse's
station but not anymore, To get money, the
resident called and asked the BOM to come down
and so you can ask her for meoney.

6. The MDS assessment tool, dated 10/8/21,
listed Resident 46's BIMS score as 14 out of 15,
indicating intact memory and cognition.

During an interview on 11/2/21 at 11:00 a.m,,
Resident #46 stated residents are unable to get
maney on the weekend with the BOM not there.

7. The MDS assessment tool dated 10/6/21,
listed Resident #49 BIMS score as 14 out of 15

During an interview on 10/27/21 at 10:45 a.m.,
Resident #49 stated it used to be that residents
could get petty cash anytime at the nurse's
station but not anymore. To get money, the
resident called the BOM to come down and so
you can ask for money.

8. The MDS assessment tool dated 10/6/21,
listed Resident #50 BIMS score as 15 out of 15,
Indicating intact cognition.

During an interview on 10/27/21 at 10:45 a.m.,
Resident #50 stated it used to be that residents
could get our petty cash anytime at the nurse's
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station but not anymore. If you want money, you
call and ask the BOM to come down and then ask
for money.

An interview with BOM on 10/27/21 at 10:45 a.m.
revealed the residents should have access to
their monay 24/7 but they have to come to her
office if they need cash recently so she has not
kept the black box (for money storage) in the
medication cart for weeks. The BOM stated the
residents have not been able to get money on the
weekends, as she has not refilled the black box.

During an interview with Director of Nursing
(DON) on 11/10/21 at 12:00 p.m. she stated the
expectation that all residents have access fo their
funds at all times, even on the weekends. The
facility has a black box with cash kept on the
medication cart. The DON had never verified the
black box is in the med cart.

The facility's undated policy titled Business
Office-Resident Trust Fund Policy and Procedure,
instructed:

a. Residents of a Skilled Nursing Center are fo
have their funds managed and personal spending
money available to them.

b. When the Resident Trust Cash Box is
replenished, funds should be used from the
Resident Trust Bank account

¢. Residents shall be able to make withdrawals
fram their account at any time.

F 568 | Accounting and Records of Persanal Funds

$8=E | CFR(s): 483.10{f)(10)iii}

§483.10{f)(10X(iii) Accounting and Records,
{A) The facility must establish and maintain a
system that assures a full and complete and

F 567

F 568
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separate accounting, according to generally
accepted accounting principles, of each resident's
personal funds entrusted to the facility on the
resident's behalf,

(B) The system must preclude any commingling
of resident funds with facility funds or with the
funds of any person other than anather resident.
{C)The individual financial record must be
available to the resident through quarterly
statements and uponh request,

This REQUIREMENT s not met as evidenced
by:

Based on record review, resident, family member
and staff , and policy reviews the faciiity failed to
provide residents with quarterly financial
statements for 7 of of 10 residents reviewed who
entrusted funds with the facility (Residents #19,
#22, #25, #36, #37, #49, and #50). The facility
reported a census of 50 residents,

Findings:

The Trlal Balance statement dated 10/27/21 by
the facility's Resident Trust Management Service
documented that 42 residents opted to have
facility staff assist with management of their
finances. Ten of the 42 were selected for review,
which included the residents listed below.

1. The MDS (Minimum Data Set) assessment
tool, dated 9/1/21, listed Resident #19's BIMS
{Brief Interview for Mental Status) score as 12 out
of 15, indicating moderate mermory and cogntive
impairment. The MDS documented an admission
date of 6/19/15.

Buring an interview on 11/2/21 at 11:00 a.m.,
Resident #19 stated she ha received a quarterly
statement regarding her financials one time.
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2. The MDS assessmert tool, dated 9/8/21, listed
Resident #22's BIMS as 15 out of 15, indicating
intact memory and cognition.

During an interview with Resident #22 on 11/9/21
at 2:40 p.m. the resident reported he had not
received a quarterly statement regarding his trust
bafance in over 2 years.

3. The MDS assessment tool, dated 8/10/21
listed Resident #25's BIMS as 13 out of 15,
indicating intact memory and cognition.

During an interview on 11/2/21 at 11 a.m.,
Resident #25 stated she has not received a
quarterly statement regarding her trust account.

4, The MDS assessment tool, dated 8/22/21,
listed Resident 36's BIMS score as 10 out of 15,
indicating moderate cognitive and memaory
impairment.

During an interview on 11/2/21 at 11:00 a.m.,
Resident #36 stated she has not received a
quarterly statement on her trust account,

5. The MDS assessment tool dated 10/15/21,
listed Resident 37 BIMS score as 12 out of 15,
indicating moderate cognitive and memory
impairment.

During an interview on 11/2/21 at 11:00 a.m.,
Resident #37 stated she received quarterly
statements for 1st and 2nd quarter of 2021, but
no others.

8. The MDS assessment tool dated 10/6/21,
listed Resident #49 BIMS score as 14 out of 15,
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indicating intact cognition.

During an interview on 10/27/21 at 10:45 a.m.,
Resident #49 stated he does not receive quarterly
statements regarding his frust account,

7. The MDS assessment too! dated 10/6/21,
listed Resident #50 BIMS score as 15 out of 15,
indicating intact cognition.

During an interview on 11/2/21 at 10:01 a.m.,
Resident #50's Power of Attorney (POA) stated
she had not received a quarterly statement since
Resident #50 admit date to the facility of 6/9/21.

During an interview 10/27/21 at 10:45 a.m., the
Business Office Manager (BOM) stated she
hands the quarterly financial statements out to
the residents that handle their own affairs or
sends them to the POA. The BOM had not
provided residents with the 3rd quarter
statements because she had been too busy. The
BOM could not provide documentation that she
provided quarterly statements to residents or
coples of said quarterly statements.

During an interview on 11/10/21 at 1200 p.m., the
Director of Nursing {(DON]) stated the expectation
that all residents participating in the Resident
Trust Fund (RTF) will receive a quarterly
statement.

The undated facility policy titled Business
Office-Resfdent Trust Fund Policy and Procedure,
directed:

a. The Center's Businass Office will issue a
statement, on a quarterly basis, of all transactions
to each resident or legal guardian. Resident
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§483.10(H(10)(iv) Notice of certain balances.
The facility must notify each resident that recelves
Medicaid benefits-

(A) When the amount in the resident's account
reaches $200 less than the SSI resource limit for
one person, specified in section 1611(a)(3)(B) of
the Act; and

(B) That, if the amount in the account, in addition
to the value of the resident's other nonaxempt
resources, reaches the S8l resource limit for one
person, the resident may lose eligibility far
Medicaid or S8I.

§483.10({f}{10){v) Conveyance upon discharge,
eviction, or death.

Upon the discharge, eviction, or death of a
resident with a personal fund deposited with the
facility, the facility must convey within 30 days the
resident’s funds, and a final accounting of those
funds, to the resident, or in the case of death, the
individual or probate jurisdiction administering the
resident's estate, in accordance with State law.
This REQUIREMENT is not met as evidenced
by:

Rased on record review, resident and staff
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Funds Management Service (RFMS) will mail
these reports to the center. A copy of the
quarterly statements will be kept in the Business
Office for 12 months from the statements date,
The facility Admission Agreement, undated,
recorded: The facility will open a personal
account through RFMS, the facility would provide
residents with an accounting of these funds upoh
request, and at least once every three months.
F 568 | Notice and Conveyance of Personal Funds F 569
88=E | CFR(s): 483.10{f}{10)}{iv){(v)
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interviews, and facility policy review, facility staff
failed to notify residents/or legal representative
when within or approaching the maximum a
Medicaid recipient can have in cash assets for 8
of 10 residents (#11, #12, #19, #22, #25, #36,
#37, and #49) and failed to convey the residents'
personal funds and a final accounting to the
individual or probate jurisdiction administering the
individual's estate as provided by State law within
30 days of death for 2 of 2 residents reviewed
(#152 and #153). The facility reported a census of
50 residents.

Findings:

The Trial Balance statement dated 10/27/21 by
the facility's Resident Trust Management Service
documented that 42 residents opted to have
facility staff assist with management of their
finances. Ten of the 42 were selected for review,
which included the residents listed bslow.

1. The MDS (Minimum Data Set) assessment
tool, dated 8/11/21, listed Resident #11's BIMS
(Brief interview for Mental Status) score as 10 out
of 15, indicating moderate cognitive and memory
impairment.

During an interview on 11/2/21 at 11:00 a.m.,
Resident #11 stated no one had notified her she
needed to spend down money in her Resident
Trust Fund (RTF) account or needed to spend
down the balance. Resident #11 stated she asked
to purchase a new television,

The Trial Balance statement of 10/27/21 recorded
Resident #11's trust balance at $2,640.05.

The Payor Type list dated 10/26/21 documented
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Medicaid as Resident #11's primary payer.

2, The MDS assessment tool, dated 8/11/21,
listed Resident #12's BIMS as 8 out of 15,
indicating severe cognitive impairment.

The Trial Balance statement of 10/27/21 recorded
Resident #12's balance at $5,085. 11

The Payor Type list dated 10/26/21 documented
Medicaid as Resident #12's primary payar.

During an interview on 11/8/21 at 11:13 a.m., with
the resident's Guardian she reportad naver
having been notified by the BOM that spend down
needed to occur with her ward, The Guardian had
served as the resident's guardian for 5 years. She
and had completed three spend downs this year
with other residents in her ward, which totaled
nine. The Guardian stated when contacted about
a spend down, she would encourage a burial
frust. She stated she would communicate with the
funeral home and have to sign for her ward. If the
ward had a burial trust, she would discuss with
the facility social worker or staff fo inquire what
her ward may need such as a bed, chair, or T.V.

3. The MDS assessment tool, dated 9/1/21, listed
Resident #19's BIMS as 12 out of 15, indicating
moderate cognitive and memory impairment.

During an interview on 11/2/21 at 11:00 a.m.,
Resident #19 stated no one had notified her she
needed to spend down money in her RTF
account or needed to spend down the balance.

The Trial Balance statement of 10/27/21 recorded
Resident #19's balance at $2,998.34.
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The Payor Type list dated 10/26/21 documented
Medicald as Resident #19's primary payor.

4, The MDS assessment tool, dated 9/8/21, listed
Resident #22's BIMS as 15 out of 15, indicating
intact cognition.

During an interview on 11/9/21 at 2:40 p.m. the
resident reported no one had notified him he
needed to spend down money in his RTF
account.

The Trial Balance statement dated 10/27/21
racorded Resident #22's batance at $2,869.95.

The Payor Type list dated 10/26/21 documented
Medicaid as Resident #22's primary payor,

5. The MDS assessment tool, dated 9/10/21
listed Resident #25's BIMS as 13 out of 15,
indicating mild cognitive impairment.

During an interview on 11/2/21 at 11 a.m.,
Resident #25 stated no one has notified her she
needed to spend down money in her RTF
account or needed to spend down the balance.

The Trial Balance statement dated 10/27/21
racorded Resident #25's balance at $5,472.52.

The Payor Type list dated 10/26/21 documented
Medicaid as Resident #25's primary payor.

6. The MDS assessment tool, dated 9/22/21,
listed Resident 36's BIMS score as 10 out of 15,
indicating cognitive impairment.

During an interview on 11/2/21 at 11:00 a.m.,
Resident #36 stated no one had notified her she
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heeded fo spend down money in her RTF
account or needed to spend down the balance.

The Trial Balance statement dated 10/27/21
documented Resident 36's balance at $4,736.72,

The Payor Type list dated 10/26/21 documented
Medicaid as Resident #36's primary payor.

7. The MDS assessment tool dated 10/15/21
listed Resident #37's BIMS score as 12 out of 15,
indicating mild cognitive impairment,

During an interview on 11/2/21 at 11:00 a.m,,
Resident #37 stated no one had notified her she
needed to spend down moneay in her RTF
account or needed to spend down the balance.

The Trial Balance statement of 10/27/21 recorded
Resident 37's balance at $3,265.21.

The Payor Type list dated 10/26/21 documented
Medicaid as Resident #37 primary payor.

8. The MDS assessment tool dated 10/6/21,
listed Resident #49 BIMS's score as 14 out of 15,
indicating intact cognition.

During an interview on 10/27/21 at 10:45 a.m,,
Resident #49 stated the Business Office Manager
{BOM) shared with him in July 2021 that he
needed to spend down his RTF account balance.
Resident #49 stated he asked tobuy a T.V. in
July 2021. Resident #49 stated he had not
received a new T.V, at the time of this survey,

The Trial Balance statement of 10/27/21
documented Resident 49's balance at $2,700.21.
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The Payor Type list dated 10/26/21 decumented
Medicaid as Resident #25's primary payor.

9. The MDS assessment tool dated 5/7/21, listed
Resident #152's BIMS score as 00 out of 15,
indicating severely impaired cognition.

Facility documentation revealed Medicaid as
Resident #152 primary payor and a resident
expiration date of 5/29/21.

The Trial Balance statement dated 10/27/21
recorded Resident 152's RTF balance of
$6,408.35

The facility could not provide documentation of
notice to convey the resident's personal funds
and a final accounting to the individual or probate
jurisdiction administering the individual's estate as
provided by State law within 30 days of death.

10. The MDS assessment tool dated 7/20/21,
listed Resident #153 BIMS score as 14 out of 15,
indicating intact cognition.

Faclility documentation revealed Medicaid as
Resident #153 primary payor and a resident
expiration date of 7/19/21.

The Trial Balance statement of 10/27/21 recorded
Resident #153's RTF balance at $3,131.17.

The facility could not provide documentation of
notice to convey the resident's personal funds
and a final accounting to the individual or probate
jurisdictiors who administered the resident's
individual estate as provided by State law within
30 days of death.
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her.
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The Trial Balance statement dated 10/27/21
provided by the BOM revealed 16 of 37 RTF
account balances as over the State of lowa
Medicaid allowable balance of $2,000.00. The 16
of 37 RTF balances ranged from $2,000.00 fo

During interview on 10/27/21 at 10:45 a.m. the
BOM stated that Resident #49's RTF balance is
over the allowable State limit due to the facility
being short staffed and unable to make a T.V.
purchase for him. The BOM reported she
watched RTF balances and let the resident or
Power of Attorney {POA) know when the resident
had $1800 or more. The BOM stated she does
not document conversations regarding spend
downs nor document daily balances.

An interview with Staff Y, Certified Nurse
Assistant (CNA) on 10/28/21 at 1:40 p.m,
revealed she would shop for residents once per
month. Staff Y stated the BOM provided her with
a list and money of items fo buy. Staff Y stated
Resident #49 had not been on the list provided to

During an interview on 11/4/21 at 12:59 p.m, the
BOM stated she nofified the estates emaill of
expired residents #152 and #153 within 30 days
of their deaths and of a positive RTF balance.
The BOM reported her head was fuzzy and she
did not know if she recelved a response on where
to forward their RTF balance. Upon request, the
BOM could not provide documentation of monthly
audits of RTF's, documentation of corporate
internal audits of the RTF, that residents or their
legal representatives were hotifled when account
halances approached the maximum Medicaid
recipient cash halance and documentation of

F 560|
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notification that she communicated with
Residents #152's and #153's individual or probate
jurisdiction within 30 days of their deaths.

During an interview on 11/10/21 at 12:00 p.m. the
Director of Nursing {(DON) revealed her
expectation is residents wha participate in the
RTF be notified by the BOM if they are close to
exceeding the Medicald maximum allowed
balance amount. The DON stated she is aware of
fwo residents that are close fo the max allowed
and the BOM is to notify the state recovery office
immediately after a resident expired. The DON
was not aware of any expired residents that have
funds in the RTF.

The facility's undated Business Office-Resident
Trust Fund Policy and Procedure instructed:

a. An internal audit of the resident trust will be
completed on a quarterly basis by the corporate
office, The resident/legal guardian reserves the
right to be informed of Internal RTF audits and
the results of those audits.

b. Aresident's combined personal accounts
cannot exceed the amount determined by current
state regulations

¢. The Center shall issue a notice to the
resident/legal guardian when the resident is within
$200.00 of approaching this limit in the RTF
account. This report will be run monthly and all
residents within the designated limit shall receive
that their funds are close to exceeding the state
mandated personal allowance maximum limit.

d. The Center's Business Office will issue a
statement, on a quarterly basis, of all fransactions
to each resident or legal guardian. RFMS will mail
these reports to the center. A copy of the
quarterly statements will be kept in the Business
Office for 12 months from the statement date.
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e. Upon passing of the resident, funds will be
disbursed as follows:

1. Medicaid residents-all personal funds must be
reported to the State based on regulatory
requirements involving estate recovery. These
funds can only be released to the state or made
payable directly to a mortuary to cover any unpaid
funeral expense. A copy of an invoice reflecting
the unpaid balance must be provided.

Per lowa Medicald Eligibility for Long-Term Care:
Income & Assets Limits,
hitps:/iwww,medicaidplanningassistance.org/med
icaid-eligibility-iowa/:

a. Institutional / Nursing Home Medicaid - This is
an entitlement program, which means anyone
who meets the eligibility requirements is offered
assistance. It is provided only in nursing homes,
b. Income limit; $2,382/month. All of a resident’'s
income, with the exception of a monthly personal
needs allowance of $50 and a spousal income
allowance (if applicable), must go towards the
caost of nursing home care.

c. Asset limit; $2,000. Countable {non-exempt)
assets include cash and most anything that can
easily be converted to cash to be used to pay for
long-term care.

Per National Center on Law and Elder Rights,
hitps:/incler.acl.govigetattachment/Resources/Nu
rsing-Home-Residents-and-Stimulus-Checks-
{1).pdf.aspx?lang=en-US:

a. Under Medicaid rules, a stimulus payment is
not counted as income. Therefore, raceiving a
stimulus payment does not change a resident's
monthly payment (often called a "patient pay
amount" or "share of cost"). The resident pays
the same monthly amount to the nursing facility
and keeps the stimulus payment for their own

F 569
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§483.10(g)(14) Notification of Changes.

{i) A facility must immediately inform the resident;
consuit with the resident's physician; and notify,
consistent with his or her authority, the resident
representative(s) when there is-

{A} An accident involving the resident which
results in injury and has the potential for requiring
physician intervention;

(B) A significant change in the resident's physical,
mental, or psychosocial status (that is, a
deterioration in health, mental, or psychosocial
status in either life-threatening conditions or
clinical complications);

(C) A need to alter treatment significantly (that is,
a need fo discontinue an existing form of
treatment due to adverse consequenices, or to
commence a new form of treatment); or

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

(i) When making notification under paragraph (g)
{14)i} of this section, the facility must ensure that
all pertinent information specified in §483.15(c)(2)
is available and provided upon request to the
physician. '

(iil} The facility must also promptly notify the

i
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use. In addition, the stimulus payment does not
count as a Medicaid resource for 12 months. In
other words, for the first year, the payment cannot
cause you to have "too much” savings,
Example: After receiving the stimulus payment,
her savings will increase from $1,800 to $3,000.
To retain Medicaid eligibility, she must spend
down her savings to under $2,600 within a
year-before May 2021.

F 580 | Notify of Changes {Injury/Decline/Room, etc.) F 580

SS=E | CFR(s): 483.10{g)(14)(i)-(iv)(15)

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

Event ID:SZVT11

Facifity ID: 1A0805

if continuation sheet Page 18 of 219




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 12/21/2021
FORM APPROVED

CENTERS FOR MEDICARE & MERICAID SERVICES OMB NQ. 0938-0391
STATEMENT OF DEFIGIENCIES {1} PROVIDER/SUPPLIERIGLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFECATION NUMBER: COMPLETED

A. BUILDING
165175 B. WING 1210712021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5608 SW 9TH STREET
GENESIS SENIOR LIVING
DES MOINES, |A 50315
{(X4)1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION {x8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 580 | Continued From page 18

resident and the resident representative, if any,
when there is-

{A) A change in room or raommate assignment
as specified in §483.10(e)(8); or

{B) A change in resident rights under Federal or
State law or regulations as specified in paragraph
{e)(10) of this section.

{iv) The facility must record and periodically
update the address (mailing and email) and
phone number of the resident

representative(s).

§483.10(g){15)

Admission to a composite distinct part. A facility

-| that is a composite distinet part (as defined in
§483.5) must disclose in its admission agreement
its physical configuration, including the various
locations that comprise the composite distinct
part, and must specify the policies that apply to
room changes between its different locations
under §483.15{c)(9).

This REQUIREMENT is not met as evidenced
by

Based on clinical record review, family interviews
and staff interviews, and facility policy review,
facility staff failed to notify family members in
regards to a room change (Resident #102), when
residents had a change in conditich {Residents
#23, #46, and #52), and failed to hotify a
physician with a significant weight loas (Resident
#9) for 5 of 19 residents reviewed. The facility
reported a census of 50 residents.

Findings include:

1. According to the Minimum Data Set (MDS)
assessment dated 3/8/21, Resident #102 had
diagnoses that included Non-Alzheimer’s
dementia, depression and cancer. The MDS

F 580
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identified a BIMS (Brief Interview for Mental
Status) score of 12 which indicated moderate
cognitive and memory impairment.

The Care Plan with a target date 5/31/21
recorded Resident #102 had impaired cognifive
function/dementia or impaired thought processes
related to diagnosis of Alzheimer's disease. The
Care Plan directed staff to communicate with
responsible party regarding her needs and
discuss concerns about confusion.

Review of Progress Notes dated 4/24/21 at 12:59
AM revealed Staff R, RN {(Registered Nurse)
documented at 10:15 AM that Resident #102
came down the hallway walking very fast with her
walker. Staff R asked Resident #102 what she
was doing and Resident #102 replied she had hit
her roommate, told her to shut up, threatened to
kili her, and called her a derogatory name
because the roommate was always talling and as
a result Resident #102 could not read or watch
television. Staff R documented she completed a
head to toe assessment on Resident #102 and
there was no sigh or symptoms of injury and
relocated Resident #102 to a different room. Staff
R documented she notified the ARNP {Advanced
Registered Nurse Practitioner) and ADON
{Assistant Director of Nursing) of the situation,

On 4/24/21 at 1:41 AM, Staff S, MDS
Coordinator, documented she informed the
Administrator of the incident and due to the
lateness of the hour, planned to pass it on to the
day nurse to contact the family regarding the
incident.

On 4/25/21 at 12:50 AM, Staff R, prior ADON
(Assistant Director of Nursing} documented
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Resident #102's family was called to notify them
of the altercation between Resident #102 and her
roommate, there was not an answer and she left
a message to call back. The notes lacked
documentation of timely family notification of the
altercation and room change for Resident #102,

The facility policy titled Notification of Change in a
Resident's Condition with a review dated of
1111118 instructed the resident representative will
be notified of a change in a resident's condition
per standards of practice and Federal and/or
State regulations. The facility policy further
revealed the resident representative would be
notified regarding any incident per Federal and
State regulations.

In an interview 11/3/21 at 2:35 PM, the DON
stated that any time a resident has an altercation,
the expectation is the resident representative
would be notified just as staff would notify the
physician.

2. The MDS assessment dated 8/4/21 indicated
Resident #9 had diagnosis of anemia,
Alzheimer's disease, progressive neurological
conditions, malnutrition, muscle weakness,
malaise, cachexia (weakness and wasting of the
body due to severe chronic iliness), asteoporosis,
and dysphagia. The MDS indicated BIMS score
of 3 out of 15 which indicated severely impaired
cognition. The resident required the assistance
of one far bed mobility, transfers, dressing, toilet
use, personal hygiene, and bathing. The MDS
documented the resident had incontinence. The
MDS documented she measured 62 inches in
height and a weight measurement of 86 pounds
(Ibs). The assessment documented a weight loss
of 5% in one month or 10% or more in the last 6

F 580
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months. The MDS indicated the resident on a
mechanically altered diet. The MDS documented
the resident took an antidepressant and an opioid
during the look-back period.

The Care Plan problem dated 8/17/21 revealed
Resident #9 had a nutritional problem related to
low body mass index (BM!) and diagnoses of
dementia and weakness, activities of daily living
{ADL) self-performance deficits, adult failure to
thrive and pocketing meds in her mouth. The
goal was to maintain her current welght and
consume 50% at meals. Interventions included:
magic cup, supercereal at breakfast, ice cream
and house shake (dated 1/25/20), monitor and
record intake (dated 11/30/20), staff to encourage
and assist resident as will allow (dated 11/15/17},
utilize finger foods {dated 11/30/20) and to obtain
weight values per facility protocol/as ordered and
report significant variances to the provider (dated
5/2117).

Resident #9's documented weights were as
follows for the past 6 months:

4/3/2021 6:09 AM 98.5 bs
4/11/2021 519 PM 99.5 |bs
4/19/2021 1:16 PM 895.0 Ibs
4/25/2021 8:48 AM 97.0 Ibs
5112021 6:41 PM 97.5 lbs
67212021 12:41 PM 95.5 Ibs
6/29/2021 9:43 AM 96.5 |bs
7/8/2021 6:26 PM 89.0 Ibs
71202021 12:22 PM 89.5 Ibs
7127/2021 10:53 A 86.5 Ihs
8/4/2021 9:52 AM 86.0 Ibs
8/12/2021 10:17 AM 87.5bs
8/19/2021 10:06 AM 88.0 Ibs
8/20/2021 1:59 PM 86.0 Ibs
8/25/2021 10:23 AM 83.5 Ibs
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9/3/2021 3:33 PM 90.0 Ibs
9/9/2021 4:34 PM 90.0 Ibs
9/13/2021 4:34 PM 91.01bs
9/23/2021 3:00 PM 89.51bs
9/30/2021 1:18 PM 95,5 Ibs
10/7/2021 1:23 PM 93.51bs

10/8/2021 9:13 AM 87.51Ibs
10/13/2021 9:53 AM 88.0 Ibs

Resident #9 experienced an 11.56% weight loss
from 4/11/21 to 10/13/21.

The Medication Administration Record of 11/1 -
11/20/21 documented Resident #9 received
Remeron 7.5 mg tablet by mouth one time per
day for adult failure to thrive and instructed to
weigh him weekly, provide a frozen nutritious
treat twice a day, and house supplement 120
millifliters four times daily.

The Progress Notes for Resident #8 documented
the following:

a. On 4/8/21 at 3:25 PM, a Risk meeting was
held. The resident had a weight gain and staff
made the dactor aware of the dasirable gain. The
resident continued fo have a poor appetite, no
recent falls, interventions in place, ho complaints
of pain or discomfort, restorative program in
place, no skin issues, and the plan was to
continue with current plan of care. No issues
noted at the time.

b. On 4/8/21 at 5:12 PM, staff entered a weight
change note. The resident's weight on 4/3/21 at
6:09 AM measured 98.5 Ibs, This was a 5.3%
weight gain. The weight gain was desired, and
staff made the dietitian and doctor aware. Staff
documented the plan to continue to observe.

c. On 5/9/21 at 8:14 PM, staff entered a weight
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change note. The resident's weight measured
97.5 Ibs. on 5/1/21 at 8:41 AM, a +7.5% change
[12.1%, 10.5] +10.0% change [12.1%, 10.5].
Resident #9 received 120 milliliters supplement
2.0 four times a day and frozen nutritious treat at
meals which helped to increase her weight.
Remeron started in January to stimulate her
appetite. The resident's appetite remained fair.
Continue to monitor weights,

The clinical record lacked any documentation of
residents continued weight loss since 5/1/21 or
notification of the provider since 4/8/21.

Per documentation Resident #9 saw a provider
on 227120, 4/21/20, 6/16/20, 8/18/20, 10/14/20,
12/9/20, 2/10/21, 4/13/21,

In an interview on 11/4/21 at 12:07 PM, Staff W,
Registered Dietician, stated that the process used
when a resident had a weight loss was to have
staff first reweigh the resident. If they still showed
& loss, she checked to see how they were eating,
what supplements they were on and if they
complete offered meals. Staff W then set them
up on weekly weights to be monitored more
closely. She may start 2 Cal, or a fortified juice or
something along that line. She has the resident
continued to be weighed weekly for 4 weeks after
their weight has stabilized and would continue to
try different things to help stabilize the weight.
Staff W stated she tried to dosument monthly on
residents with weight loss, She communicated
with the providers on a regular basis but had not
currently been writing it down. Staff W stated
she was aware she should be documenting these
interactions. She also stated it was her belief that
nursing should be notifying the physician. She
said it used to be communicated through their
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Risk or Quality Assurance (QA) meetings but they
haven't had those for several months.

In an interview on 11/4/21 at 2:35 PM, the
Director of Nursing {DON), stated that Staff W
sent out notification to the facility when she was in
the facility of any significant resident weight
changes. Staff W then put it in the provider's mail
box to be evaluated when they were in house.
Staff W filled out the weight variance when in
house and the provider reviewed and wrote
orders as needed. The DON concluded the
facility no longer had Risk or QA meetings for this
type of information to be discussed.

Per the Weight Variances Palicy dated 3/31/21 all
residents who experience significant, insidious
and/for unintentional weight loss or gains shall be
assessed for nutritional status by Registered
Dietician. The Registered Dietician shall assess
the resident and submit a request for monitoring
and/or intervention. Once the order is obtained
nutrition intervention is communicated to the
Dietary Manager and/or designes through nursing
and/or Nutrition Management, Residents
assessad at risk may be weighed weekly.
Residents shali be assessed for prograss
monthly or as needed by the Registered Dietician
and adjusiments to care made according to
resident progress. Resident progress shall be
reviewed with the Director of Nursing and Dietary
Manager. All progress or any changes made
shall be documented in the medical records and
care plan updated accordingly.

3. The MDS assessment dated 9/8/21 recorded
Resldent #23 had diagnoses of dementia, anxiety
disorder, unsteadiness on her feet, dysphagia,
muscle weakness, and difficulty in walking. The
resident had a BIMS of 11, indicating moderately
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impaired cognition. The MDS revealed the
resident had total dependsnce on one person for
bed mobility and acfivities of daily living (ADL),

Observation on 11/1/21 at 9:45 AM revealed
Resident #23's bottomn appeared slightly
excoriated and with a slightly open area on the
coceyx, without odor noted.

Review on 11/3/21 at 2:26 PM revealed no follow
up documentation noted in the electronic health
record (EMR) of family notification in regards to
the area on Resident #23's coceyx,

Review of Progress Notes in the EHR revealed
Resident #23 had a review of her skin issues on
11/11/21. The EHR and facility records lacked
notification to the family, POA, or guardian
regarding the skin issue until 11/15/21.

On 14/3/21 at 2:36 PM, the DON stated any time
staff calted the doctor, she expected family to be
notified.

4. Review of the MDS assessment dated 10/8/21
revealed Resident #46 had diagnoses of
seizures, anxiety disorder, and difficulty walking.
The resident had a BIMS of 14, indicating
cognition intact. The MDS revealed the resident
required supervision for bed mobility and limited
assistance of one for ADL's.

The resident's Progress Note revealed
documentation for Resident #46 regarding a new
skin issue on 11/11/21, The notes and the EHR
lacked documentation of notice to the family,
POA, or guardian regarding the skin issue until
11115721
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5. The MDS assessment dated 10/26/21
documented Resident #52 had diagnoses of
diabetes, chronic obstructive pulmonary disease
{COPD), and chronic kidney disease. The
resident had a BIMS of 8, indicating moderately
impaired cognition. The resident required the
assistance of one with bed mobility and ADL's.
The resident's progress notes and EHR revealed
Resident #52 had a new skin issue on 11/10/21.
The records lacked nhotification to the family,
POA, or guardian regarding the skin issues unti
11115/21.
F 584 | Safe/Clean/Comfortable/Homelike Environment F 584
SS=E | CFR(s): 483.10(1){(1)-{7)

§483.10(i) Safe Environment.

The resident has a right o a safe, clean,
comfortable and homelike environment, including
but not limited to receiving treatment and
supports for daily living safely.

The facility must provide-

§483.10(i)(1) A safe, clean, comfortable, and
homelike environment, allowing the resident to
use his or her personal belongings to the extent
possible.

{i} This includes ensuring that the resident can
receive care and services safely and that the
physical layout of the facility maximizes resident
independence and does not pose a safety risk.
(i) The facility shall exercise reasonable care for
the protection of the resident's property from loss
or theft.

§483.10(i)(2) Housekeeping and maintenance
services necessary to maintain a sanitary, orderly,
and comfortable interior;
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§483.10(i)(3) Clean bed and bath finens that are
in good condition;

§483.10(i)(4) Private closet space in each
resident room, as specified in §483.90 (e)(2){iv);

§483.10(1}5) Adequate and comfortable lighting
levels in all areas;

§483.10(1)(6) Comfortable and safe temperature
levels. Facilities initially certified after October 1,
1990 must maintain a temperature range of 71 to
81°F; and

§483.10(i)(7} For the maintenance of comfortable
sound levels.

This REQUIREMENT s not met as evidenced
by:

Based on observations, staff and resident
interviews, and facility policy review, the facility
failed to provide a clean, comfortable and
homelike environment. The fagility identified a
census of 50 residents.

Findings include:
1. Observations revealed the following:

a. On 10/25/21 at 12:25 PM, a mechanical lift sat
next to the wall in Resident # 32's room. The
mechanical lift foot platfarm had brown, sticky
debris, and what appeared to be Cheerios and
other food particles.

b. On 10/27/21 at 12:30 PM, the mechanical lift
foot platform continued to have a dark brown and
sticky substance, and foed particles.
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In an interview on 10/28/21 at 10:20 AM, Staff M,
Housekeeper, reported the housekeepers
cleaned resident equipment suich as the
mechanical lits. Staff M stated they had a list of
items they cleaned daily and weekly.

In an interview 11/3/21 at 11:10 AM, the
Housekeeping and Laundry Supervisor reported
they had a schedule for disinfecting surfaces, and
a daily and weekly cleaning list for staff to fill out
and date when completed. The Supervisor stated
the certified nurse assistants {CNA's) cleaned the
mechanical lifts and resident care equipment.

In an interview 11/4/21 at 9:14 AM, Staff C, MDS
(Minimum Data Set) nurse, reported the CNA's
are assigned to clean equipment such as the
mechanical lifts. Staff C stated she could provide
no documentation of when the resident care
equipment had been cleaned for the past 3
months.

The facility’s Disinfecting Surface Schedule
recorded surfaces are disinfected twice a day.
The schedule had no signature, date or time
listed next to "all lift equipment”.

A Primecare Drive Sit to Stand Lift owner's
manual instructed that all gross and solid
contaminants should be removed from the sit to
stand lift, then all components washed and
sanitized, using isopropyl alcohol 70% solution or
a cloth moistened with lanolin and water.

2. Observation on 10/27/21 at 1:15 PM revealed
Staff H, CNA, wheeled Resident# 31ina
wheelchair to the 100 hall shower room. The
shower room floor had missing and broken tite,
and the floor tile and grout appeared dirty. The
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wall and baseboard around the shower stall had a
brown, black and yellow substance.

Observation on 11/2/21 at 1:15 PM with Staff N,
Housekeeper, revealed missing and broken floor
tile in the 100 hall shower room, and the shower
room stall wall above the baseboard had a
hrowntblack/yellow substance.

In an interview on 11/2/21 at 1:05 PM, Staff E,
CNA, reported if something was broken, she let
her charge nurse know, and then they notified
Maintenance o fix the equipment.

In an interview on 11/2/21 at 1:15 PM Staff N,
Housekeeper, reported she cleaned the shower
room and other areas of facility daily. Staff N
reported broken floor tile in the shower for at least
a month. Staff N stated she did her best to clean
the shower area but unsure what else she could
do to clean the area better.

in an interview on 11/3/21 at 11:10 AM, the
Housekeeping and Laundry Supervisor reported if
something is broken or needed repaired or

looked al, she let Maintenance know.

In an interview on 11/3/21 at 11:40 AM, the
Administrator reported she was aware of the
broken floor tile in the 100 shower room and floor
tile in need of repair, The Administrator reported
a plan for facility renovation.

In an interview on 11/4/21 at 10:20 AM, the
Administrator reported the Maintenance person
said staff needed to enter work requests in the
TELS system. The Administrator reported when
she asked staff about using the TELS, they told
her they had never been trained or didn't have
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time to enter a work order into the TELS system.
The Administrator confirmed she didn't know how
to use the TELS system.

3. During an environmental tour of the facility on
10/25/21 from 1:02 to 3:54 PM, observation
revealed:

a. The upstairs dining room wall with patched
white pain on tan walls.

b. The upstairs dining room with bent blinds on
window.

¢. The upstairs dining room with large hole
exposing instlation and duct work.

d. The upstairs dining room ceiling tiles with
blackened tiles surrounding them.

e. Room 217 had a stack of blankets under the
sink which appeared saturated.

f. Room 213 had scratched paint the length of
the bed closest to the window.

Follow up observation of room 217's sink on
10/28/21 at 10:48 AM revealed multiple saturated
and discolored white blankets.

Observation on 11/1/21 at 9:11 AM revealed Staff
N, Housekeeper remaving discolored and
saturated blankets from under room 217 sink with
floor tiles loose and border unglued and away
from wall.

During an interview with Staff O, Social Worker
(SW) on 10/25/21 at 1:02 PM revealed that the
farge hole in the dining room that exposed duct
work and insulation has been there for as long as
she remembered.

During an interview on 10/26/21 at 8:06 AM
Resident #49 revealed the sink in his room had
been leaking for over a week.
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During an interview with Staff P, Maintenance on
10/28/21 at 10:48 AM, he stated that they had the
sink in room 217 serviced on 9/22/21 and it
temporarily stopped leaking. Staff P stated he has
not done anything eise to fix the leak.

During an interview on 11/22/21 at 2:22 PM, Staff
P stated the facility lacked maintenance policies
and pracedures. Staff P stated facility staff
verbally notify him when something is broken as
they do not know how fo use the TELS systam,

During an interview on 11/4/21 at 12:30 PM, Staff
C, Licensed Practical Nurse (LPN) stated staff do
not use the Maintenance book located at the
nurse's station when something needs repaired.
Staff C stated staff call or text maintenance.

On 11/4/21 at 1:00 PM, the Administration stated
staff are in survival mode and Staff P will fix what
needs to be fixed at the time.

4. The MDS assessment dated 10/15/21
recorded Resident #53 had diagnoses including
hypertension, Parkinson's disease, seizure
disorder, malnutrition, adult failure to thrive, and
cystitis. The MDS documented a Brief Interview
for Mental Status (BIMS) score of 5, indicating
severe cognitive impairment.

During interview and observation on 11/3/21 at
11:35 AM, Staff T, CNA, gave Resident #53 a
shower. Resident #53 reported frequentiy
throughout his shower that he was cold,
Resident #53 stated the water felt warm enough
but the air was cold. At the time, only one heat
lamp on in the shower room area.
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Observations on 11/3/21 revealed the following:
a. The first floor east shower room temperature
right after the shower at 68 degrees Fahrenheit
{F).

b. Only one of the red heat lamp fights in working
condition

c. The lower level west shower temperature
measured 80.2 degrees F at 11:40 AM.

d. The first floor east shower room temperature
measured 67.1 degrees F at 11:42 AM with the
facility Administrator present.

In an interview on 11/4/21 at 10:20 AM, the
Director of Nursing (DON) stated it was the
expectation that staff turn in any environmental
concerns by utilizing the maintenance book.
However, she stated many of the sfaff just stop
the maintenance man in the hall or in passing and
let im know of their concerns.

In an interview on 11/4/21 10:25 AM, the
Administrator acknowiedged the shower room
temperature needed to be warmer than 67
degrees. The Administrator stated there were
plans to remodel and revamp the shower rooms
but until then she planned to have maintenance
put both heat lamps in and have them start the
shower, turn on the heat lamps and et the room
warm up prior to bringing a resident in to the
area. She also planned to put a thermometer in
the room so staff were aware of the temperature
before bringing the resident in and to ensure that
room is comfortable for the resident.

Per the Genesis Care Canter Air temperature test
iog, all buildings are required fo maintain an
ambient temperature throughout resident areas in
a temperature range of 71 to 81 degrees F orat a
more resfrictive range required by state or local
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§483.12(b) The facility must develop and
implement written policies and procedures that;

§483.12(b)(1) Prohibit and prevent abuse,
neglect, and exploitation of residents and
misappropriation of resident property,

§483.12(b)(2) Establish policies and procedures
to investigate any such allegations, and

§483.12(b}3) Include training as required at
paragraph §483.95,

This REQUIREMENT is not met as evidenced
by:

Based on clinical record review, staff and family
member interviews, and facifity policy review, the
facility failed to report to the State Department of
inspections and Appeals and thoroughly
investigate missing personal property for 1 of 19
{#151) residents reviewed. The facllity reported a
census of 50 residents,

Findings include:

The MDS (Minimum Data Set) assessment tool,
dated 8/16/21, listed Resident #151's BIMS (Brief
Interview for Mental Status Score) as 12 out of
15, indicating moderate memory and cognitive
impairment. The assessment documented the
resident's diagnoses included anemia, high blood
pressure, kidney disease, diabetes and chronic
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requirements. The air femperatures were
checked once according te the log on 10/29/21
and the temperatures at that time ranged from 71
to 74 degrees throughout the facility.
F 607 | Developfimplement Abuse/Neglect Policies F 607
58=D | CFR({s): 483.12(b}{(1)-(3)
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lung disease. The MDS of 9/1/21 documented
Resident #151 died in the facility.

An interview with Staff C, Licensed Practical
Nurse (LPN) on 11/4/21 at 9:09 a.m, revealed the
facility did not use a Resident Inventory Log when
new admissions arrive to the facllity.

During an interview with the Power of Attorney
(POA) of Resident #151 on 11/4/21 at 1:09 p.m.,
she reported Resident #151 arrived to the facility
with a wallet, a $100 dollar bill, and a rosary. The
POA stated facility staff did not complete an
admission log. Resident #151 expired at the
facllity on 9/1/21. On 9/10/21, the POA called the
facility and reported to the Social Worker (SW) of
missing items and the SW informed the POA staff
could not locate the missing items. The POA
stated she had not received additional information
from the facility.

During an interview with the SW on 11/4/21 at
2:46 p.m. she stated she and the Business Office
Manager (BOM) checked the safe for Resident
#151's missing possessions but were unable to
locate them. The SW did not completa a
grlevance form. The SW stated she nofified the
Administrator (ADM) and department heads at
their daily moring meeting. The Department of
Inspections and Appeals (DIA) should be notified
if items wera nat found and the ADM instructed
the SW to report the incident; the SW did not
notify DIA.

During an interview with the ADM on 11/10/21 at
9:58 a.m.. she stated she assumed her role in
August, 2021, The ADM stated she completed
Resident #151 admission on 8/9/21 and did not
complete an inventory log of personal
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possessions. The ADM stated if personal
possessions are reported missing, the SW or
Abuse Coordinator (the Director of Nursing
[DON]), would file a grievance. All grievances are
discussed af the department heads' daily morning
meeling, The ADM stated she did not report
Resident #151 missing possessions to DIA.

During an interview with Business Office Manager
(BOM) on 11/10/21 at 10:10 a.m. BOM stated she
was informed by the SW of #151's POA-reported
missing items and she checked the safe for the
items. The BOM stated department heads did not
discuss Resident #151's missing items in their
daily morning meeting. The BOM stated the SW
or ADM would be the staff to notify DIA.

During an interview with DON on 11/10/21 at
10:28 a.m., DON stated the SW did not notify her
of Resident #151's missing items. The DON
stated she did not natify DIA of missing
possessions,

Review of the resident's electronic health record
and paper chart revealed no resident personal
possessions log upon admission for Resident
#1561,

The facility policy on'Abuse Prevention, dated
4/28/21 instructed;

a. Investigation: The Administrator, or designee,
shall report any allegations of abuse, neglect, or
misappropriation of resident property as well as
report any reasonable suspicion of crime in
accordance with Section 1150B of the Social
Security Act to the Department of Health as
required.

b. Alleged violations involving abuse, neglect,
exploitation or mistreatment, including injuries of
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days of the incident.

that may be missing.

Property.

investigation,

F 607 | Continued From page 36

an unknown source and misappropriation of
resident property are reported immediately, but
not later than 24 hours after the allegation is
made, to the administrator of the facility and to
other officials (including State Survey Agency,
and local law enforcement as required.

¢. Report the results of all investigations to the
administrator or designated representative and
other officials in accordance with state law
including State Survey Agency within 5 working

d, All staff and others who may have
unsupervised access to residents will read and
have maintained in their facility personnal file,
signed Abuse Prevention Policy.

The facility policy titled Grievance/Missing
Property, dated 4/28/21 directed:

a. All residents, resident representatives and
families have the right to report property/items

b. The Administrator, Grievance Official &

Department Heads will follow up on issues noted:
1, Grievances will be shared with other

involved departments as needed.

¢. Soclal Service/Grievance Official is responsible

for notifying resident representative, and

Ombudsman, as appropriate, of resolution.

d. If the Investigation reveals suspected

misappropriation, praceed in accordance with the

Abuse Prevention Policy & Misappropriation of

e. Supervisory personnel will be responsible for
notifying the resident, resident representative
and/or family outcome of missing property

F 822 { Transfer and Discharge Requirements
88=D | CFR(s): 483.15(c){(1)(){i2){)-(iit)

F 607

F 822
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§483.15(c) Transfer and discharge-
§483.15(c)(1) Facility requirements-

(i) The facility must permit each resident to
remain in the facility, and not fransfer or
discharge the resident from the facility unless-
{A) The transfer or discharge is necessary for the
resident’s welfare and the resident's needs
cannot be met in the facility;

{B) The transfer or discharge is appropriate
because the resident's health has improved
sufficiently so the resident no longer needs the
services provided by the facility;

{C) The safety of individuals in the fadility is
endangered due to the clinical or behavioral
status of the resident;

(D) The heailth of individuals in the facility would
ctherwise be endangered,;

{E} The resident has failed, after reasonable and
appropriate notice, to pay for {cor to have paid
under Medicare or Medicaid) a stay at the facility.
Nonpayment applies if the resident does not
submit the necessary paperwork for third party
payment or after the third party, including
Medicare or Medicaid, denies the claim and the
resident refuses to pay for his or her stay. For a
resident who becomes eligible for Medicaid after
admission {o a facility, the facility may charge a
resident only allowable charges under Medicaid;
or

{F) The facility ceases to operate.

(i) The facility may not transfer or discharge the
resident while the appeal is pending, pursuant fo
§ 431.230 of this chapter, when a resident
exercises his or her right to appeal a transfer or
discharge notice from the facility pursuant to §
431.220(a)(3) of this chapter, unless the failure to
discharge or transfer would endanger the health
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or safety of the resident or other individuals in the
facility. The facility must document the danger
that failure to transfer or discharge would pose.

§483.15(c)(2) Documentation.

When the facility transfers or discharges a
resident under any of the circumstances specified
in paragraphs {c){1)(i)(A) through (F) of this
section, the facility must ensure that the transfer
or discharge is documented in the resident's
medical record and appropriate information is
communicated to the receiving health care
institution or provider.

{i) Documentation in the resident's medical record
must include:

{A) The basis for the transfer per paragraph (c){1)
(i) of this section,

(B) In the case of paragraph (c}{1){(i){A)} of this
section, the specific resident need(s) that cannot
be met, facility attempts to meet the resident
needs, and the service avallable at the receiving
facility to meet the heed(s).

(i) The documentation required by paragraph (c)
{2)(i) of this section must ba made by-

(A} The resident's physician when transfer or
discharge is necessary under paragraph {c) (1)
{A) or (B) of this section; and

{B} A physician when transfer or discharge is
necessary under paragraph {c){1){i}{C) or (D) of
this section.

{iii) Information provided to the receiving provider
must include a minimum of the following:

(A) Contact information of the practitioner
responsible for the care of the resident.

(B) Resident representative information including
contact information

{C) Advance Directive information

(D) All special instructions or precautions for

F 622
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ongoing care, as appropriate.

{E) Comprehensive care plan goals;

{F) All other necessary information, including a
copy of the resident's discharge summary,
consistent with §483.21{c)(2) as applicable, and
any other documentation, as applicable, fo ensure
a safe and effective transition of care.

This REQUIREMENT is not met as evidenced
by:

Based on clinical record review and staff
interview, the facility failed to provide discharge
and medical information to the receiving health
care insfitution at the time of discharge for two of
four residents reviewed who transferred to the
hospital (Resident #32 and #101). The facility
reported a census of 50 residents.

Findings inciude;

1. Review of the Minimum Data Set (MDS)
assessment dated 10/10/21 revealed Resident
#32 readmitted to the facility from the hospital on
10/5/21.

Review of the facility's electronic health record
{EHR) Census List revealed Resfdent #32 had
transferred to the hospital on 9/23/21 and
readmitted to the facility on 9/28/21, transferred to
the hospital on 10/2/21 and re-admitted to the
facility on 10/5/21, and transferred to the hospital
on 10/10/21 and readmitted to the facility on
10/12/21.

The resident's Progress Notes dated 10/6/21
revealed he had sevare abdominal pain,
distention, and firmness on 10/2/21 and went to
the Emergency Department {ED) for evaluation,
and returned to the facility on 10/5/21. The
Progress Notes dated 10/10/21 revealed the
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resident sent to the ED. The Progress Notes
dated 10/12/21 revealed the resident returned to
the facility.

The resident's paper chart and EHR lacked
documentation of a transfer form or information
sent with the resident when he transferred to the
hospital on 10/2/21 or 10/10/21.

In an interview 11/04/21 at 9:10 AM, Staff G, MDS
Coordinater, reported no transfer form could be
found for Resident #32. Staff C reported
whenever a resident went to the hospital, staff
printed off a transfer form from the EHR, but they
make no copy for their records.

2. Review of the MDS assessment dated 9/2/21
ravealed Resident #1901 readmitted to the facility
from the hospital on 8/26/21.

Review of the facility's EHR Census List revealed
Resident #101 transferred to the hospital on
8/4/21 and readmitted to the facility on 8/9/21,
transferred to the hospital on 8/21/21 and
readmitted to the facility on 8/26/21, and
transferred to the hospital on 9/24/21.

The Progress Notes recorded the resident
admitted to the hospital on 8/4/21 and went to the
ED for evaluation and treatment on 8/21/21,

The paper chart and EHR lacked documentation
of a transfer form or information sent with the
resident when he transferred to the hospital
8/4/21 and 8/21/21.

{n an interview 11/04/21 at 8:10 AM, the MDS
Coordinator reported no transfer form could be
found for Resident #101. The MDS Coordinator
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reported whenever a resident sent to the hospital,
staff printed off a transfer form from the EHR, but
they make no copy for their records.

F 625 | Notice of Bed Hold Policy Before/Upon Trnsfr F 625
88=D | CFR(s): 483.15(d){1){2}

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

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

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

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

(ii} The nursing facility's policies regarding
bed-hold periods, which must be consistent with
paragraph (e){1) of this section, permitting a
resident to return; and

{iv} The information specified in paragraph {e)(1)
of this section.

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

Based on dlinical record review, staff interview,
and policy review, the facility failed to provide
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notice to the resident andfor representative of the
facility's bed-hold policy prior to and upon transfer
to the hospital for one of four residents reviewed
for transfers to the hospital or another facility
(Resident #101). The facility reported a census
of 50 residents,

Findings include:

Review of the Minimum Data Set {MDS)
assessment dated 9/2/21 revealed Resident #101
had diagnoses of heart failure, diabetes, and
chronic obstructive pulmonary disease. The MDS
documented the resident readmitted to the facility
from the hospital on 8/26/21.

Review of the facility's electronic health record
(EHR) Census List revealed Resident #101 had
transferred to the hospital on 8/4/21 and
readmitted to the facility on 8/8/21, fransferred to
the hospital on 8/21/21 and re-admitted to the
facility on 8/26/21, and transferred to the hospital
on 9/24/21.

The Progress Notes revealed the resident
admitted to the hospital on 8/4/21, 8/21/21, and
9/24/21,

Review of Resident #101's clinical record
revealed no documentation of any explanation to
the resident and/or family member regarding the
facility's bed hold policy when the resident
admitted to the hospital 8/4/21 and 8/21/21.

In an interview 11/1/21 at 9:40 AM, the Director of
Nursing {DON) reported the Social Warker (SW)
as responsible to provide bedhold notices.

In an interview 11/1/21 at 9:45 AM, the SW
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reported she had a file with bedhold information
in her office. The SW stated the nurses provided
bedhold information to residentsffamily members
when the SW was not at facllity, then SW
followed up with family on the bedhold notice,
In an interview 11/3/21 at 12:45 PM, the DON
reported no bedhold notices could he found for
Resident #101.
An undated Bed Hold Policy revealed Federal
regulations require a nursing facility must provide
written information to the resident and family
member or legal representative that specifies the
duration of the bed hold during which the resident
is permitted to return and resume residence at
the facility. The notice must be provided well in
advance of any transfer and at the time of any
transfer.
F 637 | Comprehensive Assessment After Signifcant Chg F 637
88=D | CFR(s): 483.20{b)(2)(i{)

§483.20(b){(2)(ii) Within 14 days after the facility
determines, or should have determined, that
there has been a significant change in the
resident’s physical or mental condition. {For
purpose of this section, a "significant change”
means a major decline or improvement in the
resident's status that will not normally resolve
itself without further intervention by staff or by
implementing standard disease-related clinical
interventions, that has an impact on more than
one area of the resident's health status, and
requires interdisciplinary review or revision of the
care plan, or both.}

This REQUIREMENT is not met as evidenced
by:

Based on clinical record review and staff
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interview, the facility failed to complete a required
Significant Change Minimum Data Set (MDS)
assessment within the required fourteen days for
1 of 1 resident reviewed for hospice services
(Resident #23). The facility reported a census of
50 residents.

Findings include:

The census line from admission revealed
Resident #23 started hospice on 7/14/20 and
hospice services ended 5/18/21.

In an interview on 11/1/21 at 8:58 AM the hospice
agency verified Resident #23 received hospice
care from 7/14/20 to 5/18/21.

In an interview an 11/1/21 at 9:11 AM the MDS
Coaordinator stated she complated a significant
change MDS whenever a resident went on or off
hospice services

in an interview on 11/1/21 at 9:18 AM the Director
of Nursing stated they did the significant change
MDS assessment for the resident on 6/17/21 and
she would expect a significant change to be done
within the 14-day period.

Accuracy of Assessments

CFR(s): 483.20(g)

8483.20{g) Accuracy of Assessments.

The assessment must accurately reflect the
resident's status.

This REQUIREMENT is not met as evidenced
by:

Based on clinical record review and staff
interview, the facility failed to accurately complete
Minimum Data Set assessments for two of

Fe37
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nineteen residents reviewed {Resident s#53 and
#3). The facility reported a census of 50
residents.

Findings include:

1. Review of the admission Minimum Data Set
(MDS) assessment dated 10/15/21 revealed
Resident #53 admitted to the facility 10/8/21, and
had diagnosis of hypertension, Parkinson's
disease, seizure disorder, malnutrition, adult
failure to thrive, and cystitis. The MDS
documented the resident had a Brief Interview for
Mental Status (BIMS) of 5, indicating severe
cognitive impairment. Resident #53 had no
behaviors and required the assistance of one with
all activities of daily living. The MDS coded the
resident had no catheter and as incontinent of
bowel and bladder.

The Nursing Admission Screening dated 10/8/21
revealed Resident #53 had a Foley (indwelling
urinary) catheter.

The Physician Orders dated 10/8/21 instructed
the resident required a Foley catheter related to
urinary retention. On 10/12/21, a physician's order
instructed to maintain a 16 French catheter with a
10 milliliter bulb to straight drainage and to
change the catheter as needed.

In an interview 11/4/21 at 9:10 AM Staff C, MDS
Nurse stated that catheters are noted on the MDS
and the care plan whenaver a resident had a
catheter, so staff knew how to care for the
resident. Staff C stated Resident #53 had a
catheter upon admission to the facility and the
MDS should have been coded for his cathster,
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2. The MDS assessment dated 7/21/21 recorded
Resident #3 had diagnoses that included
coronary heart diseass, heart failure, diabetes,
hypertension {high blood pressure), urinary tract
infections, diabetes, hyperkalemia (high
potassium), hyperlipidemia (high cholesterol),
Non-Alzheimer's dementia, multiple sclerosis,
depression, schizophrenia, asthma, and
respiratory fallure. The MDS documented she
required the assistance of one staff for bed
mobility, transfers, and toilet use. The resident
had a BIMS score of 10 out of 15, indicating
moderately impaired cognition.

Cbservation on 10/26/21 at 8:26 AM revealed
Resident #3 with oxygen (02) at 3 1/2 liters {L) by
nasal cannuia.

Observation on 10/27/21 at 9:48 AM revealed
Resident #3 with oxygen at 3 %2 L per nasal
cannuia.

The resident's MDS assessment of 10/15/21
lacked documentation of Resident #3 requiring
continuous O2 or BIPAP.

Baseline Care Plan

CFR(s): 483.21{a}(1)-(3)

§483.21 Comprehensive Person-Centered Care
Planning

§483.21{a) Baseline Care Plans

§483.21{a){1) The facility must develop and
implement a baseline care plan for each resident
that includes the instructions needed to provide
effective and person-centsred care of the resident
that meet professional standards of quality care.
The baseline care plan must-

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

F 641
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admission.

(i} Include the minimum healthcare information
necessary fo properly care for a resident
including, but not limited to-

{A) Initial goals based on admission orders.

(B) Physician orders.

(C) Dietary orders.

{D) Therapy services.

(E) Social services.

{F) PASARR recommendation, if applicable.

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

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

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

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

(i} The initial goals of the resident.

(i) Asummary of the resident's medications and
dietary instructions.

(i) Any services and treatments to be
administered by the facility and personnel acting
onh behalf of the facility.

(iv) Any updated information based on the details
of the comprahensive care plan, as necessary.
This REQUIREMENT is not met as evidenced
by:

Based on clinical record review, staff interview,
and facility policy review, the facility failed to
develop a baseline care plan within 48 hours of
admission and provide the resident and resident's
representative a written summary of the baseline
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care plan for one of seven residents reviewed
{Resident #101). The facility reporied a census
of 50 residents.

Findings inciude:

The admission Minimum Data Set (MDS)
assessment dated 7/19/21 recorded Resldent
#101 admitted to the facility on 7/12/21 from the
hospital, and had diagnoses of debility, heart
failure, atrial fibrillation, hypertension (HTN}),
diabetes, and chronic obstructive pulmonary
disease (COPD). The MDS documenied the
resident had a Brief Interview for Mental Status
score of 13, which indicated intact memoty and
cognition. The MDS indicated the resident had a
catheter, fell with injury prior to admission,
required oxygen, and had occupational and
physical therapy services.

The electronic health and paper records facked a
baseline care plan for the resident's admission on
7221,

In an interview 11/3/21 at 12:45 PM, the Director
of Nursing reported no baseline care plan could
be found for Resident #101.

In an interview 11/4/21 at 9;10 AM, the MDS
nurse reported she developed care plan for
residents, The MDS nurse reported when
Resident #101 admitted to the facility, she was on
a leave of absence. The MDS nurse confirmed
no baseline care plan had been completed for
Resident #101.

The facility's Comprehensive Person Centered
Care Plan policy, reviewed on 1/24/19, instructed
a baseline care plan would be developed within

F 655
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48 hours of admission and updated when the
resident's condition changed as applicable untii
completion of the comprehensive care plan. The
Initial information and goals on the baseline care
plan were based on admission orders and
resident input. A copy of the baseline care plan is
provided to the resident or resident's
representative and a care conference [DT
(Interdisciplinary) note documented.
F 656 | Develop/Implement Comprehensive Care Plan F 656
88=E | CFR(s): 483.21(b)(1)

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

{i} The services that are to be furnished to attain
or maintain the resident's highest practicable
physical, mental, and psychosocial well-being as
required under §483.24, §483.25 or §483.40; and
(i} Any services that would otherwise be required
under §483.24, §483.25 or §483.40 but are not
provided due to the resident's exercise of rights
under §483.10, including the right to refuse
treatment under §483.10(c)(6).

(iif} Any specialized services or specialized
rehabilitative services the nursing facility wili
provide as a result of PASARR
recommendations, If a facility disagrees with the
findings of tha PASARR, it must indicate its
rationale in the resident's medical record.
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(iv)In consultation with the resident and the
resident's representative(s)-

(A) The resident’s goals for admission and
desired outcomes.

(B) The resident's preference and potentiatl for
future discharge. Facilities must document
whether the resident's desire to return to the
community was assessed and any referrals to
local contact agencies and/or other appropriate
entities, for this purpose.

(C) Discharge plans in the comprehensive care
plan, as appropriate, in accordance with the
requirements set forth in paragraph (c) of this
section.

This REQUIREMENT is not met as evidenced
by:

Based on clinical record review, observations,
and staff and resident interviews, the facility failed
to develop, implement and update a
comprehensive person centered care plan for 4
of 19 residents reviewed, (Residents #2, #23,
#50, and #53). The facility reported a census of
50 residents.

Findings:

1. The Minimum Data Set (MDS) assessment
dated 10/6/21 indicated Resident #50 had a
diagnoses that included anemia, coronary artery
disease {CAD), acufe ischemia of intestine,
dysphagia (swallowing difficulty), hypertension
{high blood pressure), cerebral vascular accident
(CVA), and chronic pain.. The resident had a
BIMS score of 15 of 15, indicating intact memory
and cognition, Resident #50 required the
assistance of 1 staff with bed mobility, transfers,
toileting, and set up assistance for eating. The
assessment documented that Resident #50
required a feeding tube. The MDS also

F 656
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documented Resident #50 had moisture related
skin damage during lookback period with
ointment application.

Observation on 10/27/21 at 1:29 p.m. revealed
Staff B, Licensed Practical Nurse (LPN) reviewed
Resident #50's 10/21 Treatment Administration
Record (TAR) and physician order for
Dermaceptin to gastric tube (GT) site. Staff B
donned gloves, placed a barrier on the resident's
table, placed wound supplies on a barrier,
removed paper tape from around GT site that had
secured a moistened split 2x2 gauze. Staff B
stated the drainage appeared to be gastric fluids.
Two additional sites above the GT were observed
and all three sites were red and excoriated.
Resident #50 grimaced in pain with removal of
the dressing. Staff B applied wound cleanser to
open wounds, then she applied Dermaceptin
ointment to all three wounds and covered only the
GT site with a 2x2 split gauze dressing leaving
the two other areas open to alr. Staff B removed
her gloves and washed her hands, Resident #50
stated the ointment drastically minimizes her pain
as they felt like a burn,

During an interview on 11/4/21 at 9:09 a.m. Staff
G, LPN/MDS Coordinator stated that Care Plans
update quarterly and as needed. Staff C stated
when updating a Care Plan she utilized Activities
of Daily Living (ADL) sheets, History and Physical
{H&P) records, and new physician orders, Staff C
stated wound care would be on a resident's Care
Plan. Staff C stated Care Plans update within 24
hours when the resident has a change. Staff C
stated she often will work the floor and is not able
to update the Care Plan.

The resident's Baseline Care Plan dated 6/9/21

F 656
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lacked documentation of current or a history of
skin integrity issues. The resident’s current Care
Plan dated 9/20/21 lacked documentation of
Resident #50's actual skin breakdown, measures
to prevent skin breakdown, staff directives, or
physician ordered treatments from admission
date of 6/9/21 to present.

The resident's Treatment Administration Record
(TAR) dated 11/1 to 11/30/21 recorded:

a. Dermaciptin to Gastric tube (GT) peri wound
skin twice per day (BID) and night shift for
redness and exceriation. Start Date 7/19/21
-Discontinue Date 11/11/21.

b. Skin tears cleansed with normal saline (NS),
apply steri strips, and dry dressing, ar cover with
Tegaderm {or equivalent), check every shift,
change as needed (PRN) every 12 hours as
needed for Skin Tear. Start Date 6/10/21,

¢. Inspect split with sach medication
administration and change if soiled or wet only
sign when the sponge changed every 4 hours.
Document sponge change - Start Date 10/29/21.
2. Resident #2's MDS assessment dated
10/21/21 recorded diagnoses that included
chronic kidney disease, Type 2 diabetes, and
major depressive disorder. The MDS
documented the resident had a BIMS score of 12,
indicating moderately impaired memory and
cognition. The MDS revealed the resident
required dialysis while living at the facility.

Review of the physicians' orders dated 10/27/21
for Resident #2 revealed daily weights, direction
to auscultate bruit (whooshing sound heard
through a stethoscope of a fistula site), and
paipate thrill (gentle vibration of fistula site) of
Resident #2's new fisiula every shift. A fistula is
an abnormal connection of two body parts, such
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as a vein and artery, dane surgically.

Review of Resident #2's Care Plan lacked
information regarding daily weights, auscultating
the bruit, and palpating thrill of Resident #2's new
fistula. The Care Plan also lacked guidance for
taking blood pressure on the opposite extremity
of the fistula,

During interview on 11/9/21 at 11:03 AM, Staff C
stated resident weights are obtained monthly and
weekly. The Staff C stated if a resident had any
order besides monthly weights, she expected
them to be on the care plan.

3. Resident #23's MDS assessment dated 9/8/21
documented Resident #23 had diagnoses of
dementia, anxiety disorder, unsteadiness on her
feet, dysphagia, muscle weakness, and difficulty
in walking. The MDS indicated the resident had a
BiMS of 11, indicating moderately impaired
memory and cognition. The MDS assessment
revealed Resident #23 displayed total
dependence on two staff for fransfers.

The resident's current Care Plan diracted she
required assistance of one staff for all fransfers.

4, The admission MDS assessment dated
10/15/21 identified Resident #53 had diagnoses
that included hypertension, Parkinson's disease,
seizure disorder, malnutrition, adult failure to
thrive, and cystitis. The resident had a BIMS
score of 5, which indicated severe cognitive
impairment. Resident #563 required the
assistance of one staff for bed mobility, transfer,
toileting, bathing, and personal hygiene, and
set-up assistance for eating. The MDS indicated
the resident was incontinent of bowel and
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bladder, fell in the Tast month and last 2-6
months, and at tisk for developing pressure
ulcersfinjuries, had moisture associated skin
damage {(MASD) and had pressure reducing
devices for his chair and bed. The MDS also
documented he required daily anticoagulant
medication.

The Care Area Assessment (CAA) summary {(a
tool used in the development of the resident's
care plan) triggered cognitive loss,
communication, activity of daily living (ADL})
function, urinary incontinence and indwelling
catheter, falls, nuiritional status, and pressure
ulcer as problem areas that needed addressed.
The CAA documentation indicated staff had a
plan to proceed with care plan problems for
cognitive loss, communication, ADL function,
urinary incontinence and indwelling catheter,
psychaosacial well-being, mood state, activities,
falls, nutritional status, pressure ticer and pain,

The resident's Care Plan dated 10/21/21 revealed
focus areas for Resident #53 that included long
term placement at the facility, little or no activity
involvement, impaired cognition, da not
resuscitate code status, communication, and
nutrition. The care plan lacked information
periained to his ADL needs, fall interventions,
high risk mediations such as anticoagulants,
catheter care and skin care

Review of current physician orders revealed
Resident #53 had the following orders dated:

a. 10/8/21 Catheter related to urinary retention,

b. 10/12/21 Maintain 16 French/10 milliliter bulb
Foley catheter to straight drain and change as
needed for bypassing or occlusion.

c¢. 10112121 Foley catheter care ¢ shift discontinue
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on 10/29/21.

d. 10/28/21 Foley catheter care q shift.

e. 10/12/21 Record Foley catheter output every
shift,

f. 11/05/21 Apply Collagen pad to coceyx wound
bed, cover with bordered gauze and apply house
barrier cream to surrounding area. Perform
treatment daily at bedtime for coceyx wound and
as needed.

g. 10/08/21 Xarelto Tablet 10 milligrams (MG).
Give 1 tablet by mouth one time a day for blood
thinner,

In an interview on 11/04/21 at 9:10 AM, Staff C
stated that any wound care, catheters, falls, high
risk medications etc. should be on the care plan
so staff know how to care for the resident. Care
plans were to be updated with any new orders
within 24 hours. Staff C also stated there was
currently not another nurse updating the care
plans in her absence, A corporate nurse was
trying to help out when able. Changes were also
passed on to staff through report and in the
communication tab in Point Click Care (facility
medical records software),

Per the MDS instructions in section V under the
CAA Summary, it instructed that for each
triggered Care Area, staff are to indicate whether
a new care plan, care plan revision, or
continuation of current care plan is necessary to
address the problem(s) identified In the
assessment of the care area. The Care Plan
Decision column must be completed within 7
days of completing the RAI {(MDS and CAA(s)).
Check column B if the triggered care area is
addressed in the car plan.

Care Plan Timing and Revision

F 656

F 657
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CFR(s): 483.21(b)(2)(i)-(iii)

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

(i) Developed within 7 days after completion of
the comprehensive assessment.

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

(A) The attending physician.

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

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

(D) A member of food and nutrition services staff.
(E) To the extent practicable, the participation of
the resident and the resident's representative(s).
An explanation must be included in a resident's
medical record if the participation of the resident
and their resident representative is determined
not practicable for the development of the
resident's care plan.

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

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

This REQUIREMENT is nat met as evidenced
by:

Based on clinical record review, resident, family
member and staff interviews and facility policy
review, the facility failed to involve the resident
and resident's representative in care
conferences, and in making decisions about his
ar her plan of care and care plan development for
3 of 19 residents reviewed (Resident #5, #46, and
#47).
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Findings include:

1. Review of the admission Minimum Data Set
(MDS) assessment dated 7/30/21 revealed
Resident # 5 admitted to the facility on 7/23/21
and had a diagnoses of diabetes, coronary artery
disease, hypertension, renal insufficiency, chronic
obstructive pulmonary disease, and Parkinson's
disease. The MDS documented the resident had
a Brief Inferview for Mental Status (BIMS) score
of 9, which indicated moderately impaired
memory and cognition. The MDS indicated the
resident having a family or a close friend involved
in discussions about his care as very important.

The Progress Notes dated 7/23/21 - 10/24/21
lacked documentation regarding care
conferences or discussions with the resident or
resident's representative regarding his care plan,

The Electronic Health Record {(EHR) recorded a
care conference DT (interdisciplinary team)
notes on 10/23/21 and 10/28/21 only.

The facility records lacked documentation of care
conferences held or discussion with the resident
or resident's representative regarding his care
plan.

In an interview 10/25/21 at 2:17 PM, Resident #5
reported he had never attended a care
conference since admission to the facility. The
resident reported he didn't know when care
conferences were held.

In an interview 11/2/21 at 2:15 PM, Staff C, MDS
Coordinator raported the Social Worker (SW) set
up the care conferences. Staff C stated she was

AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BUILDING COMPLETED
165175 B. WING 12/07/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5608 SW 9TH STREET
GENESIS SENIOR LIVING
DES MOINES, 1A 50315
{%4) ID SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION (X6}
PREFIX {(EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX " (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) THG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
F 857 | Continued From page 57 F 657

FORM CMS-2567(02-99) Previcus Versicns Obsolete

Event [D:SZVT11

Facility iD: FADGOS

If continuation sheet Page 58 of 219



PRINTED: 12/21/2021

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
165175 B, WING 121072021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5608 SW 9TH STREET
GENES!S SENIOR LIVING
DES MOINES, 1A 50315
(X4} 1D SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S FLAN OF CORRECTION (x5)
PREFIX (EACH DEEICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFIGIENCY)
F 657 | Continued From page 58 F 657

uncertain who attended the care conferences or
how often the care conferences held. Staff C
acknowledged she had never attended a
resident's care conference. Staff C reported she
had worked at the facility for 6 months and
recently acquired the MDS position.

In an interview 11/2/21 at 2:30 PM, the SW
reported she printed off a MDS schedule to see
which residents were due for MDS updates, and
then set up care conferences for the residents.
The SW stated she contacted family or the
resident's representative and made them aware
of whenever a care conference was due and
arranged a date and time. The SW stated she
also let the resident know about the care
conference. The SW reporied a care conference
would be documented under the assessment tab
in the EHR under "Care Conference”. The SW
reported care conferences were held within 3
weeks of a resident's admission, at least
quarterly, or whenever the resident had a
significant change.

In an interview 11/3/21 at 11:00 AM, the SW
confirmed no care conference notes were present
for Resident #5 other than the 10/23 and

10/29/21 notes. The SW stated there was a 3
week period when she hadn't worked at the
facility and someone was supposed to cover for
her in her absence.

The policy titled interdisciplinary Care Plan
Mesting, reviewed 1/24/19, revealed IDT
meetings are held in conjunction with the
completion of the resident assessment
instrument (RAI) for all residents to facilitate the
provision of necessary care and services to atlain
or maintain the highest practicable physical,
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mental, and psychosocial well-being of the
resident and fo promote the participation of the
resident, and if applicable, the resident's
representative, family, or legal representative in
the planning of care. iDT care plan meetings are
held with an initial RAl assessment, quarterly,
whenever significant changes, and as needed.
The SW notified the resident and representative
prior to each meeting and encourage them to
attend the meeting and solicit their input. If
unable to attend, documenta a note in the
medical record and the steps used for inclusion of
the resident / representative, as well as the care
plan reviewed with the resident/resident
reprasentative. A care conference IDT note
would be entered in the EHR.

2. The admission MDS assessment dated
4121121 revealed Resident #46 admitted to the
facility on 4/14/21 and had a diagnoses of
hemiplegia, seizures, asthma, depression, and
anxiety disorder. The MDS dacumented the
resident had a BIMS score of 14, which indicated
intact memory and cognition. The MDS
indicated the resident deemed having family or a
close friend involved in discussions about her
care as very important,

The Progress Notes dated 4/14/21 - 10/24/21
lacked documentation regarding care
conferences or discussions with the resident or
resident's representative regarding her care plan.

The EHR record revealed no care conference
IDT (interdisciplinary team) notes.

The facility records lacked documentation of care
conferences held or discussion with the resident
or resident's representative regarding her care
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plan.

In an interview on 10/26/21 at 9:43 AM, Resident
#46 stated no care conference had been held
since her admission to the facility 4/21.

In an interview 11/03/21 at 11:00 AM, the SW
stated the facility had no care conference notes
for Resident #46.

3, The MDS assessment dated 10/8/21 recorded
Resident #47 entered the facility on 1/27/21.
Resident #47's MDS indicated a BIMS score of 3,
indicating severely impaired memory and
cognition. The resident's diagnoses included
hypertension, diabetes mellitus, hyperlipidemia,
quadriplegia, depression, and metabolic
encephalopathy. The MDS indicated the resident
deemed having family or a close friend invoived
in discussions about her care as somewhat
important.

The resident's Care Plan dated 10/8/21 identified
Resident #47 planned long term care placement
at the facility. An intervention by the SW included
to invite the resident's family and/or significant
other to attend care conferences by phone due to
COVID 19 restrictions. ‘

The EHR recorded Resident #47's had a family
member listed as the emergency contact and
next of kin.

The resident's Progress Notes from admission to
11/9/21 lacked documentation regarding care
conferences.

The EHR documented a care conference IDT
{interdisciplinary team) note on 5/6/21 only.
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The facility records lacked documentation of care
conferences held or discussion with the resident
or the resident's representative regarding her
care plan.

In an interview on 10/26/21 at 12:20 PM,
Resident #47's family member reported the
facility had not contacted him about care planning
or the meetings lo discuss the resident's goals.

In an interview on 11/4/21 at 10:38 AM, the SW
reported she notified the rasident and resident's
family of upcoming care conferences. She stated
that approximately 2 weeks prior to the date of
the care conference she sent out a letter to the
family or representative notifying them of the
upcoming care conference, She identified that
she didn't always get them mailed out timely, and
in such cases she called them instead to let them
know of the care conference. She reported she
offered the family or representative the ability to
be involved in person ({if able), by phone or
virtually if they desired. The SW stated didn't
document the contacts she had made to the
families or representatives but knew she should
document when contacted them. The SW stated
she planned to bagin scanning the letters sent
into the EHR system.

Services Provided Meet Professional Standards
CFR(s): 483.21(b){3){i)

§483.21(b}(3) Comprehensive Care Plans

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

(i) Meet professional standards of quality.

This REQUIREMENT is not met as evidenced

F 657

F 658

FORM CMS-2567{02-99) Previcus Varsions Ohsclete

Event ID: S2vT11

Facility ID: 1A0605 if continuation sheet Page 62 of 219




PRINTED: 12/21/2021

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SURPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
165175 B, WING 1210712021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
GENESIS SENIOR LIVING 5608 SW OTH STREET
DES MOINES, JA 50315
{X4)ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORREGTION 5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 658 | Continued From page 62 F 658

by:

1. The MDS assessment dated 10/10/21
revealed Resident #32 had cerebral palsy,
non-Alzheimer's dementia, anxiety disorder,
schizophrenia, and mild intellectual disabilities.
The MDS documented the resident as totally
dependent on one staff for dressing, and totally
dependent on two staff for bed mobility and
transfers. The MDS documented the resident
had no falls and no skin problems during the
look-back period

The care plan revised 7/9/21 revealed the
resident required assistance with activities of daily
living related to dementia, schizophrenia, and
weakness, and had a potential for impaired skin
integrity. The staff directives included perform a
head to toe assessment weekly, report any
bruises or open areas to the nurse, and apply
TED hose in the morning and remove at bedtime
{HS).

The Order Summary Report dated 9/3/21
revealed TED hose on during the day and off at
HS for edema (swelling), and weekly skin checks
by a licensed nurse every 7 days on day shift.
Indicate "Y" if skin intact and "N" if skin not intact.

The treatment administration record (TAR) 9/1 -
0/20/21 and 10/1 - 10/31/21 revealed no staff
initials documented for TED hose application
10122 - 10/26/21 and 10/28/21, and only a
checkmark documented on 10/27/21. The TAR
revealed no staff initials documented for weekly
skin checks by a licensed nurse on 9/13/21,
9f20/24, 9127121, 1046121, 10/13/21, 10/20/21

Review of the facility's EHR revealed staff
completed the last initial wound assessment on
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10/11/2020 and provided a weekly wound
assessment on 10/20/20. The most recent skin
chservation tool assessment dated 6/7/21
revealed no new skin issues found.

The paper chart and EHR lacked documentation
to show staff completed any ather skin
assessments,

Observation on 10/25/21 at 12:33 PM revealed
Resident #32 wore fuzzy yellow and black striped
socks on his feet and had a dark bruised area on
his left shinflower leg,

During observation on 10/27/21 at 12:30 PM,
Resident #32 sat in a high back wheelchair. His
feet rested on the wheelchair pedals and he wore
bootie socks on his feet but no TED hose.

In an interview 11/01/21 at 10:25 AM, the Director
of Nursing {DON) reported staff should document
skin assessments every week on the TAR if a
resident had no open wounds or skin issues, and
should document a weekly wound assessment or
use the skin observation tool in the EHR if a
resident had a skin problem.

In an interview 11/8/21 at 3:05 PM, the MDS
Coordinator stated she expected staff foliow to
physician's orders and provide treatments as
ordered.

2. The annual MDS assessment dated 9/22/21
revaaled Resident #34 had diagnoses of
Alzheimer's dementia, anemia, malnutrition, and
cellulitis to her left lower imb. The MDS revealed
the resident had a risk for pressure ulcer but had
no skin conditions during the look-back period.
The MDS documented the resident as totally
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dependent on one staff for bathing and dressing.

The care plan revised 3/3/20 revealed the
resident had a risk for skin issues and pressure
ulcer development related to thin fragile skin,
anemia, and protein-calorie malnutrition. The
staff directives included inspect the resident's
skin weekly, administer medications and
treatments as ordared, and follow facility policies
and pracedures for prevention of skin breakdown.

The order summary report dated 11/4/21 revealed
A& D ointment to BLE's BID at bedtime for dry
skin had a start date 7/8/17, skin prep to bilaterat
heels at bedtime for prophylaxis had a start date
2/4/18, and weekly skin checks performed by a
nurse every Monday on night shift had a start
date 9/26/16.

The TAR dated 10/4-10/31/21 lacked the
following documentation:

No A & D ointment applied to BLE's at bedtime 18
of 31 times,

No weekly skin checks documented on Mondays
on 10/4, 10/11, 10/18, 10/25/21

No skin prep to bilateral heels at bedtime for 18
of 31 times.

3. The MDS assessment tool, dated 7/21/21,
listed diagnoses for Resident #3 that included
coronary heart disease, heart failure, diabetes,
hypertension (high blood pressure), urinary tract
infections, diabetes, hyperkalemia (high
patassium}, hyperlipidemia {high cholesterol),
non-Alzheimer's dementia, multiple sclerosis,
depression, schizophrenia, asthma, and
respiratory failure. The MDS listed his BIMS
(Brief Interview for Mental Status) score as 10 out
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of 15, indicating moderately impaired cognition.
The resident required assistance of 1 staff for bed
mobility, transfers, and toilet use.

The Medication Administration Record (MAR)
dated 10/1/21-10/31/21 revealed:

a. Insulin Detemir 100 unit/milliliter(ML)
subcutaneously (SQ) at bedtime for diabetes.
Inject 40 units at bedtime. The facility failed to
administer insulin, assess resident blood sugar
prior to administration, or document the site of the
injection 14 of 31 doses.

b. Novolog insulin 100 unit/ML, inject 13 units SQ
three times per day (T!D) for diabetes. The facility
failed to administer Insulin, assess resident blood
sugar prior to administration, or document the site
of tha injection for 11 out of 93 doses.

c. Lisinopril tablet 10 milligram(MG), give 10 MG
by mouth in the morning for high blood pressure,
hold if systalic blood pressure {(SBP) <100 or
heart rate (HR) <60. The facility failed to follow
parameters and hold medication, document SBP,
HR, or to administer Lisinopril as prescribed for
11 of 31 doses.

d. Albutercl Sulfate Nebulization Solution 1.25
MG/ML. 1 application inhale orally via nebulizer
every morning and at bedtime for COPD, The
facility failed to administer 4 doses out of 62 and
falled to document failed to monitor resident vital
signs while administering nebulizer 16 out of 62
doses.

e. Metoprolol Tartate tablet 25 MG. Give 1 tablet
by mouth two times{BID)per day for hypertension,
hold if SBP <100 or HR <60. The facility failed to
follow paramsters and hold medication,
document SBP, HR or fo administer Metoprolol
for 39 out of 62 doses.
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Continued From page 66
The MAR dated 11/1/21-11/15/21 revealed:

a. . Insulin Detemir 100 unit/ML SQ at bedtime for
diabetes. Inject 40 units at bedtime. The facility
failed to assess resident blood sugar prior to
administration for 1 of 15 doses between the
dates 11/1-11/15/21.

b. Novolog insulin 100 unit/ML, inject 13 units SQ
TID for diabstas. The facility failed to administer
Insulin, assess resident blood sugar prior o
administration, or document the site of the
injection for 21 out of 45 doses.

¢. Lisinopril tablet 10 MG, give 10 MG by mauth in
the morning for high bload pressure, hold if SBP
<100 or HR<80. The facility failed to follow
parameters and hold madication, document SBP,
HR, or to administer Lisinopril as prescribed for
11 of 15 doses.

d. Albuterol Sulfate Nebulization Solution 1.25
MG/ML. 1 application inhale orally via nebulizer
every morning and at bedtime for COPD. The
facility failed to administer 1 dose out of 15 and
failed to document failed to monitor resident vital
stgns while administering nebulizer 1 out of 15
doses.

e. Metoprolol Tartate tablet 26 MG. Give 1 tablet
by mouth BID per day for hypertension, hold if
SBP <100 or HR <60, The fagility failed to follow
parameters and hold medication, document SBP,
HR or to administer Metoprolol for 14 out of 30
doses.

Physician Order Summary dated 10/25/21 listed
the following medications:

a. Insulin Detemir Solution 100 unit/ML, Inject 40
unit SQ at bedtime related to diabetes.

b, Lisinopril Tablet 10 MG Give 10 mg by mouth
in the morning related to hypertension hold if SBP
or HR <60,
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¢. Novalog Solution 100 unit/ML. {Insulin Aspart)
Inject 13 unit SQ TID related to type 2 diabetes
mellitus.

d. Mstoprolol Tartrate Tablet 25 MG Give 1 tablet
by mouth BID related to hypertension hold if SPB
less than 100 or pulse less than 60,

. Albuterol Sulfate Nebulization Solution 1.25
MG/3 ML 1 application inhale orally via nebulizer
every morning and at bedtime related to COPD
with acute exacerbation.

The facility did not have specific policies for
nebulizer treatments or blood glucose monitoring.

4. The Minimum Data Set (MDS) assessment
dated 10/6/21 indicated Resident #50 had a
diagnosis that included anemia, coronary artery
disease (CAD), acute ischemia of intestine,
dysphagia (swallowing difficulty), hypertension
{high blood pressure), cerebral vascular accident
(CVA), and chronic pain. The resident had a
BIMS score of 15 of 15, indicating she is
cognitively intact. Resident #50 required the
assistance of 1 staff with bed mobility, transfers,
toileting, and set up assistance for eating.
Resident #50 had moisture related skin damage
during lookback period with ointment application.

Physician order for weekly skin check by licensed
nurse every day shift, every 7 days, start date of
6/10/21.

Physician order dated 7/9/21 revealed: Appiy
Dermaceptin to gastric tube (GT) site BID.

TAR dated 7/1-7/31/21 (start date of 7/19/21)
revealed, Dermaceptin to GT peri wound skin BID
every day and night shift for redness and
excotiation. The facility failed to document the
ointment applied to Resident #50°'s GT 18 out of
24 doses, and 2 out of 5 weekly skin checks
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out of 31 doses.
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TAR dated 8/1-8/31/21 revealed, Dermaceptin {o
GT peri wound skin BID every day and night shift
for redness and excoriation. The facifity failed to
document the ointment applied to Resident #50's
GT 12 out of 62 doses, and 4 of 4 weekly skin
check assessments. TAR reported staff to inspect
split with each medication administration and
change is soiled or wet every 4 hours document
sponge (start date of 8/17/21). All scheduled
dressing changes completed as ordered.

TAR dated 9/1-9/30/21 revealed, Dermaceptin to
GT peri wound skin BID every day and night shift
for radness and excoriation. The facility failed to
document the ointment applied to Resident #50's
GT zero out of 62 doses, and 3 out of 5 weekly
skin check assessment. TAR reported staff to
inspect split with each medication administration
and change is soiled or wet every 4 hours
document sponge (start date of 8/17/21). The
facility failed to change the dressing 48 out of 188
scheduled dressing change times.

Facility document titled Medication Administration
Record (MAR) dated 9/1/21-8/30/21 revealed:

a. Bacttim DS tablet 800-160 MG, give 1 tablet
via GT BID for GT site infeclion until 9/26/21.
Facility failed to administer medication 2 out of 19

b. Cledidogre! Bisulfate(Plavix) tablet 75 MG, give
75 MG via GT daily for anti-platelet (blood
thinner). Fadility failed to administer medication 6

c. Metoclopramide hydrochloric acid (HCL)
solution 10 MG/ML via GT before meals and at
bedtime for nausea and vomiting. Facility failed to
administer medication 16 out of 124 doses.
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Physician Order Summary (POS) dated 9/3/21
revealed:

a. Clodidogrel Bisulfate(Plavix) tablet 75 MG, give
75 MG via GT daily for anti-platelet (blood
thinner).

b. Metoclopramide hydrochloric acid (HCL)
solution 10 MG/ML via GT before meals and at
bedtime for nausea and vomiting.

TAR dated 10/1-10/31/21 revealed, Dermaceptin
to GT peri wound skin BID every day and night
shift for redness and excoriation. The facility
failed to apply medication 29 out of 62 doses, and
weekly skin check assessment complated for 2
out of 4 weeks. TAR documented to inspect split
sponge with each medication administration and
change i soiled or wet, every 4 hours document
sponge. The facility failed to change the dressing
83 out of 186 scheduied dressing change fimes.

Facility document titled Medication Administration
Record (MAR) dated 10/1/21-10/30/21 revealed:
a. Atorvastatin calcium tablet 20 MG, give 20 MG
via GT at bedtime for cholesterol. Facility failed to
administer medication 10 out of 31 doses.

b. Clodidogrel Bisuifate (Plavix)tablet 75 MG, give
75 MG via GT daily for anti-platelet {blood
thinner). Facility failed to administer medication
10 out of 31 doses.

¢. Metoclopramide hydrochioric acid {HCL)
solution 10 MG/ML via GT before rmeals and at
bedtime for hausea and vomiting. Facility failed to
administer medication 36 out of 124 doses.

d. First-Omeprazole suspension 2 MG/ML, give
20 ML via GT in morning for heartburn. Facility
falled to administer medication 9 out of 31 doses.
e. Lactulose solution 10 gram (GM)15 ML, give
20 ML via GT in the morning for constipation.
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Facility failed to administer 9 out of 31 doses.

Physician Order Summary (POS) dated 10/11/21
revealed:

a. Atorvastatin calcium tablset 20 MG, give 20 MG
via GT at bedtime for cholasteral.

b. Clodidogre! Bisulfate{Plavix) tablet 75 MG, give
75 MG via GT daily far anti-platelet (blood
thinner).

¢. Metoclopramide hydrochloric acid {(HCL)
solution 10 MG/ML via GT before meals and at
bedtime for nausea and vomiting.

d. First-Omeprazale suspension 2 MG/ML, give
20 ML via GT in morning for heartburn.

e. Lactulose solution 10 gram (GM)/15 ML, give
20 ML via GT in the morning for constipation.

TAR dated 11/1-11/30/21 revealed, Dermaceptin
to GT peri wound skin BID every day and night
shift for redness and excoriation. The facility
failed to apply medication 29 out of 62 doses, and
weekly skin check assessment completed for 2
out of 4 weeks. TAR documented to inspect split
sponge with each medication administration and
change if soiled or wet, every 4 hours document
sponge. The facilily failed to change the dressing
83 out of 186 scheduled dressing change times.

Facility document titied Medication Administration
Record (MAR) dated 11/1/21-11/30/21 revealed:
a. Metoclopramide hydrachloric acid {HCL)
solution 10 MG/ML via GT before meals and at
bedtime for nausea and vomiting. Facility failed to
administer medication 3 out of 60 doses
Physician Order Summary (POS) dated 11/9/21
revealed:

a. Metoclopramide hydrochloric acid (HCL)
solution 10 MG/ML via GT before meals and at
bedtime for nausea and vomiting.
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6. Review of the MAR for Resident #23 revealed
a doctor's order for norvasc and to hold the
medication for systolic blood pressure (SBP) less
than 100 and/or a heart rate lower than 60.

Record review of Resident #23's MAR 10/1 -
10/31/21 for the medication norvasc revealed 8
times medication refusal but without
documentation, and 5 days without vitals
completed prior to administering the medication,

In September, Resident #23 had 2 days without
vitals completad with one day not receiving
medication. In August, Resident #23 had one day
with no vitals and medication not given that day.
n July, Resident #23 had 2 days of no complste
vitals with medication not given. In June,
Resident #23 had 7 days without full vitals and 8
days unclear if medication was given. In May,
Resident #23 had 10 days without complste vitals
and 7 days unclear if medication was given. In
April, Resident #23 had 20 days without vitais on
the MAR and 8 days of vitals could not be found
in the electronic MAR and Treatment
Administration Record (TAR), and 11 days
unclear if medication was given.

In an interview on 11/04/21 at 11:54 AM, the
DON, stated they had no Plans of Servics (POS)
for Resident #23 for the maonths of April, May,
June, and July. APOS is a document a physician
signs to state what cares are to be done for
medications and treatments for a resident, The
DON stated the orders are good for 60 days and
she expected the POS bea done at least every 60
days.

In an interview on 11/04/21 at 09:16 AM, the MDS
coordinator stated she entered orders when she
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worked and there was no double check system in
place.

7. The Minimum Data Set (MDS) assessment
dated 10/6/21 indicated Resident #50 had a
diagnosis thal included anemia, coronary artery
disease (CAD), acute ischemia of intestine,
dysphagia (swallowing difficulty), hypertension
{high blood pressure), cerebral vascular accident
{CVA), and chronic pain. The resident had a
BIMS score of 15 of 15, indicating she is
cognitively intact. Resident #50 required the
assistance of 1 staff with bed mobility, transfers,
toileting, and set up assistance for ealing.
Resident #50 had moisture related skin damage
during lookback period with ointment application.

Physician order for weekly skin check by licensed
nurse every day shift, every 7 days, start date of
6/10/21.

Physician order dated 7/9/21 revealed: Apply
Dermaceptin to gastric tube (GT) site BID.

TAR dated 7/1-7/31/21 (start date of 7/19/21)
revealed, Dermaceptin to GT peri wound skin BID
every day and night shift for redness and
excoriation. The facility failed fo document the
ointment applied to Resident #50's GT 18 out of
24 doses, and 2 out of 5 weekly skin checks
documented.

TAR dated 8/1-8/31/21 revealed, Dermaceptin to
GT peri wound skin BID every day and night shift
for redness and excoriation. The facility failed to
document the cintment applied to Resident #50's
GT 12 out of 62 doses, and 4 of 4 weekly skin
check assessments. TAR reported staff to inspact
split with each medication administration and
change is soiled or wet every 4 hours document
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sponge (start date of 8/17/21). All scheduled
dressing changes completed as ordered.

TAR dated 9/1-8/30/21 revealed, Dermaceptin to
GT peri wound skin BID every day and night shift
for redness and excariation. The facility failed to
document the ointment applied to Resident #50's
GT zero out of 62 doses, and 3 out of 5 weekly
skin check assessment. TAR reported staff to
inspect split with each medication administration
and change is soiled or wet every 4 hours
document sponge (start date of 8/17/21). The
facllity failed to change the dressing 48 out of 186
scheduled dressing change times,

Fagility document titled Medication Administration
Record (MAR) dated 9/1/21-9/30/21 revealed:

a. Bactrim DS tablet 800-160 MG, give 1 tablet
via GT BID for GT site infection until 9/26/21.
Facility failed to administer medication 2 out of 19
doses,

b. Clodidogrel Bisulfate(Plavix) tablet 75 MG, give
75 MG via GT daily for anti-platelet (blood
thinner). Facility failed to administer medication 6
out of 31 doses.

¢. Metoclopramide hydrochloric acid (HCL)
solution 10 MG/ML via GT before meals and at
bedtime for nausea and vomiting. Facility failed to
administer medication 16 out of 124 doses,

Physician Order Summary (POS) dated 8/3/21
revealed:

a. Clodidogrel Bisulfate(Plavix) tablet 75 MG, give
75 MG via GT daily for anti-platelet {blood
thinner).

b. Metoclopramide hydrochloric acid (HCL)
solutlon 10 MG/ML via GT before meals and at
bedtime for nausea and vomiting.
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TAR dated 10/1-10/31/21 revealed, Dermaceptin
to GT peri wound skin BID every day and night
shift for redness and excariation. The facility
failed to apply medication 29 out of 62 doses, and
weekly skin check assessment completed for 2
out of 4 weeks. TAR documented to inspect split
sponge with each medication administration and
change if soiled or wet, every 4 hours document
spange. The facility failed to change the dressing
83 out of 186 scheduled dressing change times.

Facility document titled Medication Administration
Record (MAR) dated 10/1/21-10/30/21 revealed:
a. Atorvastatin calcium tablst 20 MG, give 20 MG
via GT at bedtime for cholesterol. Facility failed to
administer medication 10 out of 31 doses.

b. Cladidogrel Bisulfate (Plavix)tablet 75 MG, give
75 MG via GT daily for anti-platelet {blood
thinner). Facility failed to administer medication
10 out of 31 doses.

c. Metoclopramide hydrachloric acid (HCL)
solution 10 MG/ML via GT befare meals and at
bedtime for nausea and vomiting. Facility failed to
administer medication 36 out of 124 doses.

d. First-Omeprazole suspension 2 MG/ML, give
20 ML via GT in morning for heartburn, Facility
failed to administer medication 9 out of 31 doses,
&, Lactulose solution 10 gram (GM)/15 ML, give
20 ML via GT in the morning for constipation,
Facility failed to administer 9 out of 31 doses.

Physician Order Summary (POS) dated 10/11/21
revealed:

a. Atorvastatin caicium tablet 20 MG, give 20 MG
via GT at bedfime for cholesteral.

b. Cledidogrel Bisulfate(Plavix) tablet 75 MG, give
75 MG via GT dally for anti-platelet (blood
thinner).

c. Metoclopramide hydrochloric acid (HCL)
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solution 10 MG/ML via GT hefore meals and at
bedtime for nausea and vomiting.

d. First-Omeprazole suspension 2 MG/ML, give
20 ML via GT in morning for heartburn.

. Lactulose solution 10 gram (GM)/15 ML, give
20 ML via GT in the morning for constipation.

TAR dated 11/1-11/30/21 revealed, Dermaceptin
to GT peri wound skin BiD every day and night
shift for redness and excoriation. The facility
failed to apply medication 29 out of 62 dosss, and
weekly skin check assessment completed for 2
out of 4 weeks. TAR documented to inspect split
spohge with each medication administration and
change if soiled or wet, every 4 hours document
sponge. The facility failed to change the dressing
83 out of 186 scheduled dressing change times.

Facility document titled Medication Administration
Record (MAR) dated 11/1/21-11/30/21 reveaied:
a. Metoclopramide hydrochloric acid (HCL)
solution 10 MG/ML via GT before meals and at
bedtime for nausea and vomiting. Facility failed to
administer medication 3 out of 60 doses
Physician Order Summary {POS) dated 11/8/21
revealed;

a. Metoclopramide hydrochloric acid (MCL)
solution 10 MG/ML via GT before meals and at
bedtime for nausea and vomiting.

Based on record review and staff interviews, the
facility failed to ensure residents seen by a
physician/provider at least every 60 days for 4 of
4 residents reviewed for physician visits. The
facility reported a census of 50.

Findings include:
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Documentation revealed the physician signed the
physician order summary (POS) for Resident #50
an 9/21, 10/21, and 11/21 and lacked
documentation the priar 3 months.

Documentation revealed the physician signed the
POS for Resident #46 on 9/21, 16/21, and 11721
and lacked documentation the prior 3 months.

Documentation revealed the physician signed the
POS for Resident #31 on10/21 and 11/21 and
lacked documentation the prior 4 months.

interview on 11/04/21 at 11:54 AM the Director of
Nursing (DON) stated they had no POS for
Resident #23 for the months of April, May, June,
and July. APOS is a document a physician signs
to state what cares are to be done for
medications and treaiments for a resident. The
DON stated the POS orders good for 60 days and
she expecied the POS completed at least every
60 days.

interview on 11/17/21 at 12:13 PM the DON
stated they only had the POS for a few of the
months in the past 8 months for Resident #50,
Resident #46, and Resident #31.

F 677 | ADL Care Provided for Dependent Residents F 677
8s=D | CFR(s): 483.24(a}(2)

§483.24(a)(2) A resident who is unable to carry
out activities of daily living receives the necessary
services to maintain good nutrition, grooming, and
personal and oral hygiens;
This REQUIREMENT is not met as evidenced
by:

Based on clinical record review, obsarvation and
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resident and staff interviews, the facility failed to
follow the plan of care to provide bathing
assistance at least twice per week for 3 of 19
residents reviewed (#29, #50, and #53), The
facility reported a census of 50 residents.

Findings:

1. The Minimum Data Set (MDS) assessment
dated 9/15/21 indicated Resident #29 had
diagnoses that included hypertension {high blood
pressure), chronic lung disease,
gastroesophageal refiux disease (GERD),
hypettipidemia (high cholesteral), arthritis,
anxiety, depression, schizophrenia, asthma,
respiratory failure, chronic pain syndrome. The
resident had a Brief Interview for Mental Status
(BIMS) score of 14 of 15, indicating intact
memory and cognition. Resident #29 required
supervision for personal hygiene activities and
physical assistance during part of bathing.

During observation and interview with Resident
#29 on 10/26/21 at 8:54 a.m., she stated she
does not receive showers routinely as the facility
is short of staff. The observation revealed the
resident appeared disheveled with greasy hair
and an odor of urine.

During observation and interview with Resident
#29 on 10/27/21 at 10:17 a.m., the resident
stated she had not received a shower, but today
was her day. Resident #29 stated she required
the assistance of 1 for showers. Resident #29
stated she can brush her teeth at her sink but is
unabie to wash herself, as staff does not routinely
pass out clean fowels and washcloths, The
resident was dressed but appeared disheveled.

FORM CMS-2587(02-99) Previous Versions Obsolete

Event 1D: 52vT11

Faility 30 [AOG05

If continuation sheet Page 78 of 218




PRINTED: 12/21/2021

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES (X1} PROVIDERISUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BUILDING COMPLETED
165175 8. WING 12/07/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE .
5608 SW 9TH STREET
GENESIS SENIOR LIVING
DES MOINES, A 50315
(X4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION {X6)
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY}
F 677 | Continued From page 78 F 677

Interview on 10/27/21 at 10:39 a.m. with Staif B,
Licansed Practical Nurse (LPN) revealed
Resident #29 could not change her scheduled
day or time of showers. At 1:36 PM, Staff B
reported the facility did not have not enough staff
present to assist Resident #29 with a bath today.

Interview on 10/28/21 at 10:45 a.m. with Resident
#29 revealed she did not shower yesterday on the
evening shift. Observation at the time of the
interview revealed the resident wearing clean
clothes and with continued greasy halr.

The resident's Care Plan dated 9/28/21
documented Resident #29 required the
assistance of 1 staff member for
bathing/showering twice weekly and as
necessary. Resident #29 may refuse to take a
shower, has been educated on why it is important
to take a shower but per preference, may not
want to with an initiation date of 8/20/18. The
facility lacked documeantation that Resident #28
refused showers.

The form titled Baths/Shower, for 10/21, recorded
Resident #29 as scheduled to bathe/shower
every Wednesday and Saturday and the resident
received 1 bath out of 9 for the month.

Upon request, the facility could not provide a
Bath/Shower log for the resident for 11/21.

Review of the resident's Progress Notes of 10/1 -
11/23/21 and the monthly Bath/Shower forms
revealed no documentation that Resident #29
refused offered showers.

2. The MDS assessment dated 10/6/21 indicated
Resident #50 had diagnoses that included
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anemia, coronary artery disease (CAD), acute
ischemia of intestine, dysphagia (swallowing
difficulty), hypertension (high blood pressure),
cerebral vascular accident (CVA), and chronic
pain.. The resident had a BIMS score of 15 of 15,
indicating intact memory and cognition. Resident
#50 required supervision and set up for bathing.
Resident #50 had moisture related skin damage
during lookback period with ointment application.

Observation and interview with Resident #50 on
10/25/21 at 3:38 p.m. revealed she does not
receive two baths per week as staff told her they
are short of help. Resident #50's clothes
appeared clean without ador,

Interview with Resident #50 on 10/27/21 at 1:17
p.m. revealad staff do not deliver washcloths ar
towels. She stated she showered on 10/26/21,
Resident #50 stated she does not recelve a
shower twice per week.

Observation an 11/2/21 at 12:45 p.m. revealed
Resident #50 with uncombed halr and clean
clothes. Interview revealed that today was her
shower day.

During an interview on 11/4/21 at 9:09 a.m., with
Staff C, LPN revealed residents might ask for a
shower on any day regardiess if scheduled or not.
Staff C stated if the shower aide does not have
time to bathe all of the assigned residents they
report to the following shift to complete.

During an interview on 11/4/21 at 2:20 p.m.,
Resident #50 stated she did not receive a shower
this week.

The resident’s Care Plan dated 9/28/21 recorded
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Resident #50 required staff assistance of 1 for
bathing/showering twice weekly and as
hacessary.

The form titled Baths/Shower for 10/21
documented Resident #50 as scheduled every
Tuesday and Friday for a bath/showar. Resident
#50 raceived 4 showers out of 9 for the month.

The form titled Baths/Shower for 11/21 recorded
Resident #50 as scheduled every Tuesday and
Friday for a bath/shower. The resident had

received 1 shower out of 5 planned for the month,

Review of the resident's Progress Notes of 10/1 -
11/23/21 and the monthly Bath/Shower forms
revealed no documentation that Resident #50
refused offered showers.

3. The MDS assessment dated 10/15/21 for
Resident #53 recorded the resident admitted to
the facility on 10/8/21. The resident's diagnoses
included hypertension, Parkinson's disease,
sejzure disorder, malnutrition, adult failure to
thrive, and cystitis. The MDS identified a BIMS
score of 5, indicating severe cognitive
impairment. The MDS indicated the resident
required the assistance of ane staff person for
bed mobility, transfers, toilet use, dressing,
personal hygiene, and bathing.

The resident's Care Plan dated 10/21/21 for
Resident #53 did not address his need for
assistance with activities of daily living (ADL)

The forms titled Baths/Shower indicated the
resident scheduled for showers on Wednesday
marnings and Saturday evenings. Review of the
10/21 form indicated Resident #53 refused a

F 677
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shower/bath on 10/27/21, and no other initiais
documented for the month. The resident
received a shower on 11/3/21,

The Progress Note dated 10/9/21 at 3:13 AM
recorded Resident #53 admitted to the facility and
had a diagnosis of failure to thrive. The resident
was alert and oriented and able to make his
needs known. Resident #53 required minimal
assistance with activities of daily living and stand
by assistance of ane with a walker to use the
bathroom. The resident's skin had areas of dirt
and he had very dry skin on his lower extremities,
His oral care was poor. Staff provided hygiene
supplies but resident declined to use them.

Observation on 10/25/21 at 2:19 PM revealed the
resident’s hair appeared greasy and unkempt.
During interview at the time, the resident stated
the staff helped wash him up and dress him. The
resident denied that staff offered him a bath but
stated he didn't need one because he was clean.

Observation on 10/26/21 at 8:35 AM revealed
resident appeared unshaven and unkempt, and
his hair greasy and standing straight up, and he
had a lot of facial hair. The resident reported he
had not had a shower since his admission to the
facility. The resident stated staff washed his up
and washed his hair with a wash rag. The
resident reported he declined a shower because
he didn't like them.

Observation on 10/27/21 at 10:49 AM revealed
resident wore a haspital gown and lying in bed.
The resident's hair appeared greasy and messy,
and facial hair and food on his face. Residant
stated the staff had him sign a sheet stating he
did not want a shower today. Resident reported
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he didn't want a shower because he could not
walk or stand for a shower. The surveyor
explained to resident he could sit on a shower
chair with wheels and have a shower that way.
He then acknowledged that would feel good, He
stated he showered at home but had not
showered since coming to the facility because he
thought he would have to walk and stand for it.

Observation on 11/2/21 at 11:40 AM revealed the
resident as unshaven and had dried food
particles on his face and around his mouth.

Observation on 11/3/21 at 8:58 AM revealed
resident to be unkempt in appearance, with a
dirty blanket and bed linens. Staff reminded him
it was a shower day for him and the resident
shook his head in acknowledgement.

On 11/3/21 at 11:17 AM, Staff T, Certified Nursing
Assistant {CNA) gave Resident #53 a shower as
he sat in a wheeled shower chalr. Staff T
performed the shower by washing resident's hair
and body thoroughly. Resident #53 tolerated the
shower well but complained of feeling very cold.

In an interview on 11/2/21 at 10:35 AM, Staff J,
CNA reported they documented shower/bath in a
bath/shower baok. Staff J provided the
bath/shower book that included a schedule of
days when residents were scheduled to receive
their bathfshower,

In an interview on 11/8/21 at 10:12 AM, the
Director of Nursing (DON) stated she expected
residents to be offered a shower/bath a minimum
of 2 iimes per week. The resident baths/showers
were scheduled and placed on a calendar in the
shower book at the nurse's station. If a resident

F 677
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declined their scheduled bathfshower, she
expected staff to re-approach the resident and
encourage a bath/shower at a later time, however
never forcing them to complete. It was her
expectation staff were minimally recording
baths/showers and any refusals on the Monthly
Baths/Showers sheets. The DON stated a
Shower Day Skin Audit needed to be completed
as well with their showers/baths but felt it most
important for the Shower Day Skin Audit to be
completed with any new skin areas or prior areas
of concerns noted. She stated the facility did not
have a bathing policy but they did vtilize a shower
aide for consistency and o ensure baths were
being completed. The DON reported staffing
sometimes required the bath aide gets pulled to
cover the floor. When this happened she
expected the evening shift to assist completing
showers the day shift did not complete, The DON
concluded that staffing on the evening shift was
often worse than on the day shift.

5. The MDS assessment dated 10/21/2021
reveals Resident #4 had diagnosis of COVID-19,
weakness, and major depressive disorder. The
MDS revealed the resident had a BIMS score of
7, indicating severely impaired cognition. The
MDS revealed the resident required supervision
of one staff for eating.

The care plan revised 5/18/21 revealed the
resident had a history of dysphasia (difficulty
swallowing) and weakness. The care plan
indicated the resident had a choking episode In
the past.
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The MDS assessment dated 8/4/21 revealed
Resident #10 had diagnoses of Type 2 diabeles,
heart failure, major depressive disorder, and
chronic kidney disease. The MDS indicated the
resident had a BIMS score of 15, indicating
cognition intact. The MDS revealed the resident
required supervision of one staff for eating.

The care plan revealed the resident had
COVID-19 and an ADL deficit related to limited
mobility. The staff directives included to provide
set up assistance and monitor for signs and
symptoms of dysphasia.

The MDS assessment dated 9/8/21 revealed
Resident #23 had diagnoses of dementia, anxiety
disorder, and dysphagia. The MDS indicated the
resident had a BIMS of 11, indicating moderately
impaired cognition. The MDS documented the
resident required supervision of one staft for
eating.

The MDS assessment dated 10/1/21 revealad
Resident #40 had diaghoses of Alzheimer's
disease, dementia, major depressive disorder,
aphasia (loss of ability fo understand or express
speech), anxiety disorder, and dysphasia. The
MDS indicated the resident had a BIMS of 4,
indicating severely impaired cognition.

Resident #40's care plan revealed the resident
needed assistance of one staff for eating, and
required a mechanical soft diet with pureed
meats. The care plan revealed staff to observe
Resident #40 at meals for signs of aspiration or
choking and report to the physician as indicated.

The MDS assessment dated 10/1/21 revealad
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Resident #48 had diagnoses of dementia, major
depressive disorder, and dysphasia, The MDS
indicated the resident's BIMS score 6, indicated
severely impaired cognition. The MDS revealed
Resident #48 required supervision of one for
eating.

Observation on 10/25/21 01:56 PM revealed
Resident #40was in her room with had food in
front of her from lunch and eating small bites.
The resident was in her room without supervision.

Observation an 10/27/21 at 12:51 PM revealed
Resident #40 ate ice cream and unsupervised by
staff.

Observation on 10/28/21 at 09:17 AM Staff |,
CNA, entered an area near rcoms 200 and 201
and brought food and check on residents
{Resident #4, Resident #10, Resident #23, and
Resident #48).

Observation on 10/28/21 at 09:34 AM staff left the
area by roams 200 and 201, where residents
reside, and Resident #4, Resident #10,
Residentit23, and Resident #48 still eating
breakfast unsupervised.

Interview on 11/03/21 at 09:50 AM the DON
stated she expected staff CNA watched residents
in Covid area and/or assisted residents that were
care planned as requiring assistance.

Interview on 11/09/21 at 11:02 AM the MDS
coordinator stated if a resident care planned as
needed supervision or assistance with eating, she
expected staff watch the resident, even if the
resident resided in the Covid area.
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§483.24(a)(3) Personnel provide basic life
support, including CPR, to a resident requiring
such emergency care prior to the arrival of
emergency medical personnel and subject to
related physician orders and the resident's
advance directives.

This REQUIREMENT is not met as evidenced
by:

Based on facility nursing staff assignments,
facility's staff cardiopulmonary resuscitation
certification record review, staff interviews, and
policy review, the facility failed to ensure staff on
duty for each shift had current certification and
training in cardiopulmonary resuscitation (CPR)
for 14 of 30 days reviewed. The facility identified
a census of 50 residents.

Findings include:

During entrance conference with the
Administrator on 10/25/21 at 9:40 AM, the
surveyor requested a list of staff who had CPR
certification.

Review of Nursing Staff Assignment sheets
9/25/21 to 10/24/21 revealed no CPR certified
staff on duty during the following datesftimes:

a, 6 AM- 6 PM: 9/25/21, 9/26/21, 9/28/21,
9/30/21, 10/4/21, 10/10/21, 10/11/21, 10/18/21

b. 6 PM-6 AM: 9/29/21, 9/30/21, 10/2/21, 10/3/21,
10/4/21, 10110721, 41016121, 1017721, 10/24/21

On 11/3/21 at 11:37 AM, the Administrator
provided a list of residents who resided at the
facility and their code status according to the
resident or resident representative IPOST (lowa

STATEMENT OF DEFICIENCIES (1) PROVIDERISUPPLIERICLIA {X2) MULTIPLE GONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: COMPLETED
A.BUILDING
165175 B.WING 1210712021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
GENESIS SENIOR LIVING 5608 SW 9TH STREET
DES MOINES, 1A 50315
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
: DEFICIENCY)
F 678 | Continued From page 86 F 878
F 678 | Cardio-Pulmonary Resuscitation (CPR) Fa78
88=E | CFR(s): 483.24(a)(3)

FORM CMS-2567(02-89) Previous Versions Obsolete

Event ID: SZVT11

Facility 1&3: 140605

if continuation sheet Page 87 of 219



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

PRINTED: 12/21/2021

STATEMENT OF DEFICIENGIES
AND PLAN OF CORRECGTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

165175

FORM APPROVED
OMB NO. 0938-0391
(X2} MULTIPLE CONSTRUGTION {X3) DATE SURVEY
A, BUILDING COMPLETED
8. WING 12107/2024

NAME OF PROVIDER OR SUFPPLIER

GENESIS SENIOR LIVING

STREET ADDRESS, CITY, STATE, ZIP CODE
5608 SW 9TH STREET
DES MOINES, 1A 50315

(X4)iD
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EAGH DEFIGIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

PROVIDER'S PLAN OF CORRECTION
{EAGH GORRECGTIVE AGTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

D
PREFIX
TAG

{X5) -
COMPLETION
DATE

F 678

F 684
88=J

Continued From page 87

Physician's Order for Scope of Treatment)
consent. The facility identified 29 of 50 residents
who requested a ful] code status for CPR initiated
if resuscitation measures were indicated.

In an interview on 11/1/21 at 03:00 PM, the
Director of Nursing reported she provided the
records of facility and agency staff CPR
certificates, and no other staff had CPR
certification.

In an interview 11/2/21 at 12:10 PM, the Business
Office Manager reported no other facility staff or
agency staff CPR certifications could be found.

The facility's CPR Policy, reviewed 1/14/21,
instructed the facility will provide basic life
support, prior to the arrival of emergency medical
services (EMS) including initiation of CPR to a
resident who experienced cardiac arrest
{cessation of respirations and/or pulse) in
accordance with the resident advance directives,
Licensed employees maintained a current CPR
certification through skills assessment training for
healthcare providers. The procedure included
upon assessment of resident without vital signs
and had a full code status, the nurse initiated
CPR immediately and continued CPR untif EMS
arrived.

Quality of Care

CFR(s): 483.25

§ 483.25 Quality of care

Quality of care is a fundamental principle that
appiies to all treatment and care provided to
facility residents. Based on the comprehensive
assessment of a resident, the facllity must ensure
that residents receive treatment and care In

678
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accordance with professional standards of
practice, the comprehensive person-centered
care plan, and the residents’ choices.

This REQUIREMENT s not met as evidenced
by:

Based on clinical record review, observations,
and resident and staff interviews, and policy
review, the facility failed to consistently provide
and document skin and other assessments, failed
to consistently provide and document physician
ordered treatments (including dressing changes)
and medications (including but not limited to
diuretics, heart medications, insulin, and
antibiotics), and obtain and document daily
weights. Due to these failures Resident #101
underwent three hospital admissions for such
conditions as edema, congestive heart failure,
maggots in his wounds, cellulitis, urinary tract
infection, and sepsis. The resident passed away
in the hospital after the emergent transfer on
9/24121. These factors constituted an Immediate
Jeopardy to resident health and safety. The
facility reported a census of 50 residents.

Findings include:

1. The admission Minimum Data Set (MDS)
assessment too! dated 7/19/21 revealed Resident
#101 admitted to the facility on 7/12/21 from the
hospital with diagnoses that Included debility,
heart failure, atrial fibrillation, hypertension (HTN),
diabetes, chronic obstructive pulmonary disease
(COPD), weakness, and urinary retention. The
MDS documented the resident scored 13 of 15
possible paints on the Brief Interview for Mental
Status {BIMS) test, which meant the resident
demanstrated intact cognitive abilities. The MDS
revealed the resident required extensive
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assistance of one staff for transfers, ambulation
{walking), dressing, personal hygiene, toilet use,
and bathing. The MDS documented Resident
#101 as at risk for pressure uicers although he
had no skin conditfons or issues during the 7 day
lookback period (07/13/21 - 7/19/21). The MDS
also documented the resident experienced
shortness of breath (SOB) upon exertion, when
lying flat and at rest, used oxygen, and took no
medications such as diurstics.

The 5 day MDS assessment dated 8/16/21
revealed the resident admitted from the hospital
8/9/21 and had difficuity walking and weakness.
The MDS documented the resident had no skin
conditions and took no medications such as
diuretics or antibiotics during the 7 day lookback
period (8/10/21 - 8/16/21).

The MDS assessment dated 9/2/21 revealed the
resident readmitied to the facility on 8/26/21 from
the hospital. The resident had a BIMS of 11
{moderately impaired cognitive abilities). The
MDS documented the resident required extensive
assist of 1 staff for bed mobility and extensive
assist of 2 staff for transfers, toilet use, and
bathing. The MDS revealed the resident had
open lesions other than ulcers, and took a diuretic
during all 7 days of the lookback patiod.

The care plan initiated on 7/23/21 revealed the
resident had a diagnosis of congestive heart
failure (CHF), COPD, and HTN. The staff
directives included give cardiac and
antihypertensive medications as ordered, monitor
vital signs, and notify the physician of significant
abnormalities. Other interventions included
monitor/document/ireport as needed (PRN) any
signs or symptoms of CHF such as dependent
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edema of legs and feet, SOB upon exertion,
weight gain unrelated to intake, crackles and
wheezes upon auscultation of the lungs,
increased heart rate, lethargy, and disarientation.
The care plan also documented the resident had
potential/actual impaired skin integrity related to
fragile skin. The staff directives included
encourage good nufrition and hydration in order
to promate healthier skin, and follow facility
protocols for treatment of injury. Staff added the
resident's weight fluctuated up and down due to
fiuid and edemna to the care plan on 8/16/21. The
staff directives included to welgh resident weekly
for 4 weeks, then monthly unless ordered
otherwise, and monitor and report significant
weight loss of 3 pounds {lbs.) in one week.

The electronic health record {EHR) census list
revealed Resident #1071 admitted to the facility on
71221, admitted to the hospital 8/4/21,
readmitted to the facility 8/9/21, admitted fo the
hospital 8/21/21, readmitted to the facility 8/26/21,
and admitted to the hospital 9/24/21.

Review of hospital discharge orders dated
7/12/21 revealed Resident #101 had diagnoses
that Included heart failure with reduced gjection
fraction (measurement of the percentage of blood
leaving the heart each time it squeezes), diabetes
Type 2, atrial fibrillation, COPD, and HTN.
Discharge orders directed staff to weigh Resident
#1041 daily, complete vital signs per facility
guidelines, give medications as prescribed, and
call the physician if the resident gained 3 Ibs., or
exhibited SOB, or any other symptoms.

The document included the following education
regarding heart failure:

F 684
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-Heart failure means the heart muscle doesn't
pump as much blood as the body needs.
~Fluids start to build up in the lungs and other
paris of the body and cause SOB at rest,
swelling/edema in the legs, anides, and feet,
weight gain over a day or two, and feeling
bloated.

-Treatment for heart failure includes taking
medications, checking weights and symptoms
daily, and management of other health problems
such as diabetes and high blood pressure.

The Nursing Admission Screening assessment
dated 7/12/21 revealed the resident admitted to
the facility for therapy with diagnoses that
included diabetes and anemia. The assessment
documented the resident weighed 171.5 Ibs., had
"normal” lung sounds, and had no pitting edema.
Staff had left blank the assessment area under
Section L.

A Pressure Injury Risk assessment dated 7/12/21
documented a score of 13, which meant the
resident had a moderate risk for developing a
pressure ulcer.

The medication administration record (MAR)
dated 7/1 - 7/31/21 lacked documentation of the
following:

-No diuretic listed on the MAR.

-No daily weights from 7/13 - 7/31/21

-No pravastatin {medication for cholssterol)
administered on 7/14-7/16, and 7/30/21

-No amiodarone (for atiial fibrillation)
administered on 7/30/21 x 1 dose

-No albuterol nebulizer treatment administerad on
712121 x 2 doses, 7/13/21 x 2 doses, and
7131121 x 1 dose. In addition, staff had circled

STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BULDING
165175 B. WING 12/07/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CHTY, STATE, ZIP CODE
5608 SW 9TH STREET
GENESIS SENIOR LIVING
DES MOINES, 1A 50315
(X4} 1D SUMMARY STATEMENT OF DEFIGIENGCIES D .. PROVIDER'S PLAN Of CORRECTION (x5)
PREFIX (EAGCH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
F 684 1 Continued From page 91 F 684

FORM CMS-2567(02-99) Previous Versicns Obsolete

Event ID:SZVT11

Facility 1D 1A0605

If continuation sheet Page 92 of 219




PRINTED: 12/21/2021

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/GLIA X2} MULTIPLE CONSTRUGCTICN {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING ’ COMPLETED
165175 B. WING 12/07/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5608 SW 9TH STREET
GENESIS SENIOR LIVING
DES MOINES, IA 50315
(X4} ID © SUMMARY STATEMENT OF DEFICIENCIES I : PROVIDER'S PLAN OF GORREGTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR 1.8C IDENTIFYING INFORMATION} TAG . CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 684 | Continued From page 92

their initials 8 times with regard to the scheduled
albuterol medication, but falled to document the
description or reason why they held or did not
give the medication as ordered on the reverse
side of the MAR or in the medical records.

The MARS dated 8/1 -8/31/21 had admit dates
712421, 8/9121, and 8/26/21. The MARS lacked
documentation for the following:

No daily weights 8/1, 8/2, 8/11-8/21/21, 8/27,
8128, 8/30/21

No Kefiex (antibiotic) iwice a day (BID) for
cellulitis on 8/14/21 x 1 dose (Keflex ordered on
8/13/21)

No sulfa for infection on 8/27/21 x 2 doses (sulfa
ordered on 8/27/21 but "NA" (not available)
circled on MAR 8/27/21)

No metoprolol for HTN on 8/1- 8/4/21, and
8127121

No amiodarone on 8/1 - 8/4/21

No Lasix (diuretic) 20 milligrams (mg) on 8/19/21
No albuterol nebulizer treatment administered
8/14/21 x 2 doses, 8/19/21 x 2 doses.

The MAR dated 9/1- 9/30/21 lacked
documentation for the following:

No daily weights - 9/8/21, 9/11/21, 8/14/21,
9/19/21, 9/22/21

Ne metoprolol on 8/19/21

No potassium chioride on 9/14/21 and 8/19/21.
No amiodarone given 9/19/21 (AM dose) and
9/22/21 (PM dose)

No Lasix 40 mg given on 9/19/21

No albuterol nebulizer treatments 9/11/21 x 1
dose, 9/19/21 x 3 doses, 9/20/21 x 2 doses,
9/22/21 x 1 dose, 9/23/21 x 3 doses
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The treatment administration record {TAR) dated
1 - 7/31121, 8/1-8/31/21, and 9/1-9/20/21 lacked
documentation for the following:

No entry for oxygen tubing change
TM3/21-7/131/21

No oxygen tubing change on Wednesdays
8/11/21, 8/18/21

No neomygin/polymycin ointment to left eye
TM2-7115, 71921, 8/3, 810, 8/11, 8/13-8/16,
8/18, 8127121 (total of 18 of 40 doses not
administered). In addition, staff initials circled 6
times but no description or reason documented
oh reverse side of MAR or in the medical records
why medication not administered.

Treatment to cleanse hilateral lowar extremities
{BLE) and cover with Kerlix daily for cellulitis
(started 8/14/21) left blank /not done on 8/14,
8/17, 8/27, 8/30, 8/31/21, 9/1, 9/3/21

Treatment to cleanse BLE with soap and water,
apply ABD pads tc absorb drainage from legs,
Kerlix, and secure with tubigrip BID- left blank/naot
done on 9/11, 9/12, 9116, 9/17, 9/18, 9119, 9/20,
9/22, 9/23/21 = total of 9 of 34 times not
documented/done

Assess left arm for sign/symptoms of infection
and note appearance BID and change dressing
PRN -left blank /not done 6 out of 20 imes on
9/18, 9/18. 9/19, 9/22, 9123, 9/24/21

Staff B wrote on TAR new order to cleanse BLE
daily and apply A & D ointment, cover with ABD
pads, wrap with Kerlix and ace wraps per nursing
order, but entry not dated and had no initials for
dates when the treatment completed.

The MAR and TAR lacked documentation for
weekly skin assessments,

The EHR lacked documentation for skin
observations or weekly wound assessments.
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The monthly bath/shower schedule revealad
Resident #101 admitted on 7/12/21 and
scheduled for shower on Wednesdays and
Saturdays on the 6-2 shift. The schedule
revealed no bath or shower given 7/12 - 7/20/21,
or 8/7/21.

The Shower Day Skin Audit forms documented
no skin abnormalities, open areas, unusual skin
conditions, or reddened areas 7/24/21, 7/28/21,
9/6/21, 9/13/21, 916/21, and 9/23/21. The
shower skin audit form 9/11/21 documented the
resident had an abrasion, skin tear, and unusual
redness but no nurse signature listed as reviewed
the report and looked at the skin issues noted by
the certified nursing assistant (CNA).

The records lacked shower day skin audit forms
for the month of 8/2021.

The EHR revealed the following weighis
recorded:

71221 at 411 PM 171.51bs.
7/20/21 at 12:22 PM 171.0 Ibs.
7127121 at 10:53 AM 182.5 Ibs.
7/28/21 at 4:04 PM  179.51bs.
8/12/21 at 11:25 AM 176.6 Ibs.
8/20/21 at 2:07 PM  176.0 Ibs.
9/3/21 at 3:33PM 1846 Ibs.
9/5/21 at 210 PM  189.2 Ibs.

A chest x-ray (CXR) report dated 7/18/21
revealad the resident had SOB and low oxygen
saturations. The findings revealed hypet
expanded lungs that could be seen in COPD, a
small right pleural effusion, and evidence of
putmonary congastion. The CXR also showed
scattered bilateral opacities compatible with
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pulmonary edema versus atypical infection.

Daily skilled summary notes included the
following:

On 8/2/21 temperature (T) 98.3, pulse (P) 64,
respirations (R) 20, blood pressure (B/P) 138/74,
pulse oximeter (PO) 95%. The resident had
generalized scabs (no location listed) but no open
areas, and pitting edema to BLE's. Weight
stable,

On 8/3/21 - same vital signs listed from 8/2/21.
Resident had generalized scabs, no open areas,
and pitting edema to BLE's. Weight stable.

On 8/4/21 - same vital signs listed from 8/2/21,
Resident had open areas, generalized scabs, and
pedal edema. Weight stable.

An Emergency Department (ED) provider note
dated 8/4/21 revealed the resident presented to
the ED with bilateral leg sweliing and leakage,
and the swelling had spread to his abdomen.

The resident denied chest pain, SOB, or chills,
Weight 189 Ibs. The resident had 3+ edema to
lower legs extending to his abdomen. The
resident previously hospitalized 7/5 - 7/12/21 for
CHF exacerbation and atrial fibrillation. Ejection
fraction 30 %. No diuretic listed on patient
medlcation list although there is reference he was
on bumex (diuretic) in the discharge summary, A
chest x-ray showed worsening CHF with
pulmonary edema vs. superimposed pneumonia
and probable small right pleural effusion.
Treatment included [V Lasix drip.

An After Visit Summary dated 8/9/21 revealed an
order to start taking furosemide (Lasix) 40 mg
BID and potassium chioride 20 miliiequivalents
(meq) daily. A medication list included the
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medications to start and the medications fo
continue, except no Lasix listed. Care
instructions included to take medications as
prescribed, weigh daily, and call physiclan if
resident had weight gain 2-3 Ibs, in a day or 5 lbs.
in a week.

The Nursing Admission Screaning assessment
dated 8/8/21 revealed the resident admitted to the
facility from the hospital with heart failure. The
assessment indicated the resident had normal
lung sounds, slight pitting edema, lower extremity
swelling, and scabs to his upper and lower
extremities. Weight 179.5 Ibs.

A physician order dated 8/13/21 revealed to start
Lasix 40 mg for 5 days, then Lasix 20 mg daily,
start Keflex 500 mg BID for 10 days for cellulitis,
cover open areas on BLE's, and wrap with Kerlix
daily until healed.

The progress notes revealed the following:

a. On 7/13/21 at 3:12 PM, nurse practitioner
{ARNP) saw resident on 7/12/21 after resident
admitted to the facility from the hospital.

Resident seen in the ED on 7/5/21 for weakness
and falls. Diagnoses included atriat fibrillation
and CHF. Resident had history of diabetes type
2, COPD, and coronary artery bypass graft
(CABG). No lymphadenaopathy or bruising noted.
Lungs clear to auscultation. Plan included to
perform skin checks per protocol.

b. On 7/17/21 at 3:33 AM, resident awake most of
the night and needed encouragement to lay down
and wear oxygen as his oxygen level dropped
whenever he got up without oxygen.

c. On 7117721 at 10:54 AM, staff found resident
on floor lying on his right side with a large amount
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of blood from his right forehead. Assessment
done. Sentto the ED,

d. On 7/18/21 at 10:15 AM, resident complained
of SOB and feeling trapped in his body. B/P
112158, T 97.7, P 53, R 24, PO 87% on oxygen at
3 litars per nasal cannula (L/NC). Resident
refused to go to the ED. ARNP notified and
ordered a stat CXR.

e. On 7/18/21 at 12:00 PM, ARNP notified of CXR
report and ordered Prednisone 40 mg for 5 days.
f. On 7M8/21 at 7:47 PM, seen by ARNP due to
SOB and hypoxia. CXR on 7/18/21 showed
COPD exacerbation, scattered opacities, and a
small right pleural effusion. Order to continue
prednisone.

g. On 7/27/21 at 4:15 AM, antibiotic arrived early
this AM and will start on day shift 7/27/21.
Drainage continues at this fime.

h. On 8/2/21 at 3:37 AM, has BLE edema 1+.
Resident encouraged to elevate extremities.

i. On 8/4/21 at 5:50 PM, resident admitted to
hospital for exacerbation of CHF.

J- On 8/5/21 at 11:20 AM (late entry), certified
medication aide (CMA) brought to nurse's
atiention the resident appeared to be filling up
with fluid. Resident had edema up past
abdominal area. ARNP notified and order
received to send resident to the ED for
evaluation.

K. On 8/10/21 at 5:41 AM, resident on oxygen at
3L/NC. Pulse ox 92 %, lungs sound clear. On
nebulizer treatment every 4 hours. Has 2-3+
pitiing edema and redness to lower legs.

l. On 8/11/21 at 5:45 AM, resident encouraged to
elevate BLE but noncompliant, BLE reddened,
has 2-3 + pitting edema, and legs draining serous
fluid.

j- On 8/13/21 at 8:22 PM, seen by ARNP for
increased edema to BLE and weeping from open
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areas. Has pitting edema 3+ to BL.E. Weeping
clear fiuid to the point his socks are saturated.
Skin around open area had redness and warmth,
Diagnosed with cellulitis to bilateral lower limbs.
New orders included: Lasix 40 mg daily for 5
days, then Lasix 20 mg daily. Keflex 500 mg BID
for 10 days for cellulitis. Cover open areas to
BLE and wrap with Kerlix daily until area healed,
monitor edema, vital signs per protocol, and skin
checks per protocol.

k. On 8/20/21 at 8:29 AM, seen by ARNP. New
order for Lasix 40 mg BID.

|. On 8/21/21 at 11:29 AM, Staff B, Licensed
Practical Nurse {L.PN), called to the shower room.
Resident #101 sat in a shower chair, dressing
from lower legs and feet lying on floor. Dressing
saturated with yellow fluid and smelled strongly of
ammonia, and covered with maggots. Maggots
observed in various stages of growth on resident
tegs and heels bilaterally. The dressing removed
had date 8/17/21. Corporate Nurse and ARNP
notified. Order received to send to the ED for
evaluation and treatment of infested wounds.
Rasident was showered and legs wrapped in dry
rolled gauze. Sentto the ED.

m. On 8/22/21 at 11:40 AM, resident admitted fo
hospital for wound care. On IV vancomycin and
rocephin (antibiotics for bacterial infections), and
wound care consulted.

n. On 8/29/21 at 8:39 PM, seen by ARNP on
8/27/21 for readmission to facitity. Resident sent
to ED on 8/21/21 after staff reported a strang
ammonia smell and maggots to BLE. Treated
with IV antibiotics and returned to the facility.
Plan included orders fo continue Bactrim, wound
cares as ordered, Lasix as ordered, and skin
checks per protocol.

o, On 9/2/21 at 3:20 PM, attempted to place
bilateral foam boots on resident to offload due to
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fest on pedals and he requested a blanket under
his feet.

p. On 9/3/21 at 6:48 AM, left heel wound 3
centimeters (cm) x 3 cm open area and behind
right great (foe) a 1.4 cm x 1 ¢m superficial area.
q. On 9/5/21 at 2:12 PM, BLE weeping secondary
to edema. BLE cleansed with wound cleanser, A
& D ointment applied to BLE's and ABD pads
wrapped around calves, then rofled gauze and
ace handages applied to aide with edema,
Resident encouraged to elevate his legs but he
reported it is painful.

r. On 8/14/21 at 2:00 PM, resident has bilateral
edema in lower extremities. Lower legs weeping
and treated BID.

s. On 9/20/21 at 6:55 PM, seen by ARNP for
edema and CHF. Edema worsened. Staff
reported resident drinks fluids constantly and not
always compliant with keeping legs elevated.
Has 3+ pitting edema to BLE and weeping clear
fluid. Lung sounds clear. Plan included: start
1500 mi fluid restriction, Lasix as ordered, vital
signs per protocol, and manitor edema,

t. On 9/24/21 2:40 AM, resident had notable
change in status. Complained of nausea,
respiratory effort increased, increased fiuid
retention, and had decreased level of
consciousness. Vital Signs included T 96.8, P 42,
R 24, B/P 90/58; ARNP notified via phone and
message left. Family notified. Transferred to the
hospital.

Daily skilled summary included the following:

a. On 8/19/21, resident had open areas but no
pressure ulcers. "NA" (hot applicable)
documented under section 4b for wound
assessment. Resident had pedal edema but
weight stable. The assessment lacked lung
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sounds and location of open areas.

b. On 8/20/21, resident had open areas with
generalized scabs, and pitting edema to BLE's.
The bilateral lung bases had wheezing on
expiration.

The EHR/paper chart lacked a daily skilled
summary assessment on 8/21/21.

A physician order dated 8/21/21 directed staff to
send resident to the ED for evaluation and
treatment of infected wounds.

An ED provider note dated 8/21/21 revealed the
resident presented to the ED for evaluation of
lower extremity pain from his feet to his upper
lower legs, wounds, and increased drainage to
his lower legs. A few open areas had purulent
drainage, and had macerated areas between his
toes on bilateral feet. Resident reported
uncettain how long he had wounds but had
increased redness and pain to his lower
extremities. The resident reported his legs had
only bean wrapped once at the nursing faciiity.
EMS reported concern for maggots to his lower
extremities. Resident admitted to haspital for
BLE celiulitis with open wounds. [V antibiotics
vancomycin and ceftriaxone administered, and a
wound nurse consulted.

A hospital history and physical dated 8/21/21
revealed the resident sent to the ED with lower
extremity wounds. The resident complained his
legs were very painful the past couple of days.
The resident told the physician his legs had only
been wrapped once at the nursing facility. EMS
brought the resident to the ED, and reported
maggots but no maggots observed by ED staff.
BLE's had erythema with open wounds,
maceration around the toes, and puruient
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drainage. Weight 185 Ibs. Diagnoses included
BLE cellulitis with open wounds. Treatment
included IV vancomycin and cefiriaxone,
furosemide 40 mg BID, oxygen at 2 L/INC, and
wound consult. The resident was previously
haspitalized 8/4 - 8/9/21 for diagnoses of CHF,
and diuresed after he had IV Lasix.

A physician's verbal order dated 9/7/21 included
to cleanse bilateral legs with soap and water,
paint left great toe and bilateral heels with
betadine, and apply ABD pads to absorb drainage
from legs from shin to knees, apply Kerlix, and
tubigrip.

Specialty Wound Physician notes documented
the following:

a. On 7/22/21, resident had a bruise/contusion to
right upper arm and a wound (2cmx 1 cmx 0.2
cm) to the side of his nose due to eye glasses.
No edema to LE's.

b. On 8/12/21, resident status post hospitalization
for CHF exacerbation. Resident had a wound {2
cmx 1 cmx 0.1 em) to the side of his nose due
to eye glasses, and skin tear to lateral elbow.
Right distal elbow wound resoived.

¢. On 8/19/21, resident asked about swelling in
his legs. BLE's had severe edema, heavy
weeping, and the dressings on his legs soaked.
No evidence of any open areas. Diagnoses
included chronic venous insufficiency and
diabetes. Treatment recommendations included
elevation of legs, utilize absorbent pads with
Kerlix wrap dressings, monitor for moisture
associated wounds given the large amount of
weeping, and consider compression with tubigrip
to LE's BID.

d. On 9/2/21, resident had a left posterior ankle
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wound 2 cm x 3 om x immeasurable. The wound
had heavy serous drainage and black necrotic
tissue to the wound bed, He also had an
unstageable pressure wound to his right lateral
first toe 1.5 cm x 1.5 cm with 90 % necrotic
tissue. Recommendations included to float heels,
elevate BLE's, and apply tubigrip socks every AM.
&. On 9/9/21, BLE's had moderate edema and
stasls dermatitis. Wounds and moderate edema
present. Right lateral first toe wound resolved.
The left posterior heel wound measured 2 cm x 3
cm and had 50 % black necrotic tissue. Right
anterior knee wound measured 2 em X 1.5 cm X
0.1 cm and had moderate serous drainage. Right
proximal medial shin wound measured 1 cmx 2
em x 0.1 em and had moderate serous drainage.
Left anterior knee wound measured 1.5 X 1.5 %
0.1 cm and had moderate serous drainage.

Daily skilled summary assessment notes dated
9/20121 and 9/23/21 revealed resident had fragile
skin and open areas. The assessment included
under Section 4-2b regarding skin condition to
"sae skin sheets”. BLE had arterial ulcers and
edema,.

An ED provider note dated 9/24/21 revealed
resident brought o the ED by EMS for wet lungs
and 4+ pitting edema. The resident had
diminished lung sounds bilaterally, and chronic
bilateral leg wounds, Diagnoses included acute
cystitis, bradycardia, hyperkalemia, and acute
kidney injury secondary to urinary retention.

A hospital history and physical note dated 9/24/21
revealed the resident presented to the ED (on
9/21/21) for complaint of SOB, bradycardia (heart
rate 40-50's), and hypotension. The resident had
wounds on bilateral leg and pitting edema from

F 684
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his abdomen to his extremities. Welght 187 Ibs.
CXR showed a small pleural effusion and mild
pulmonary edema or atypical infection.,

A hospital discharge summary dated 9/30/21
reveaied Resident #101 passed away on 9/30/21,

In an interview 10/28/21 at 10:45 AM, Staff L,
agency CMA, stated she had worked at the
facllity 3 months. Staff L reported Resident #101
had a Jot of wounds all over his hands, face, and
arms. The resident had a hard time breathing
and incoherent at times. Some weeks he barely
would eat food or drink fluids, then other times he
would gorge himself with food and fluids. Staff L
stated she assisted the nurse whenever a
treatment and bandages applied fo his legs. The
resident had edema in his buttocks and legs, and
his legs had fluids that seeped out.

In an interview 11/01/21 at 10:25 AM, the Director
of Nursing (DON) reparied skin assessmeants
documented weekly on the TAR if a resident had
ho skin issues, The DON stated she expected
staff document in the EHR a weekly wound
assessment or use the skin observation toal if
resident had a skin concern noted.

In an interview 11/1/21 at 2:35 PM Slaff B,
Licensed Practical Nurse (LPN) reported she had
worked at the facility since 7/2019. Staff B stated
each resident supposed to have a skin
assessment performed at least weskly, and skin
assessment typically performed during resident
cares or on their shower day. Staff B reported
skin assessments documented in the treatment
book by initialing the TAR if no areas of concern
identified. If a skin issue or concern noted, then
the nurse documented a skin note in the nursing
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progress notes on the EHR. Staff B stated if a
resident had diagnosis of CHF, the standard of
cares included apply oxygen, encourage resident
to sit with feet elevated due to dependent edema,
monitor lung sounds, administer diuretic as
ordered, monitor for edema, and monitor weights
daily to weekly depending upon the resident.
Staff B stated obtaining weights considered a
nursing intervention, and no physician order
neaded for weights. Staff B stated the CNA's
wrote weights on paper and the nurse recorded
the weights on the TAR, but the nurse had to
remind staff to obtain weights on residents. ifa
resident took a medication such as Lasix pricr to
going to the hospital, and returned to the facility
not on a diuretic medication, it would be a red
flag, and the nurse needed to call the physician
and check if he/she wanted Lasix or a diuretic
continued or discontinued. Staff B stated a
number of agency staff worked at the facility, and
not as familiar with residents or realized a
resident took a diuretic or other medication or the
treatments prior to hospitalization and thus it
would not be a red flag or as obvious to agency
staff. Staff B reported changes for care plan not
always communicated, Staff B reported
Resident #101 had edema so bad, fluid leaked
out of his legs. They applied A & D ointment, a
nonstick dressing, ABD dressing, Kerlix, and ace
wraps on his legs. However, she thought the
treatment and dressing changes not done as
often as it should've been. On the day Resident
#101 went to the hospital, one of the CNA's
requested Staff B to come to the shower room
right away. When Staff B arrived to the shower
room, the resident's dressing from his legs lay on
the floor covered with maggots. Staff B reported
she saw the maggots crawling on his leg, and
feet in-between his toes. Staif B reported she
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rinsed his legs off then applied a Kerlix dressing
to his legs, and sent him to the hospital. Both of
his legs appeared red and macerated, and looked
like hamburger, and his heels and calves looked
macerated and wet. Staff B reported 8/21/21 as
the date of the incident, The date listed on the
dressing was 4 days old (8/17/21). The resident's
treatment should've been on the paper MAR for
staff to perform the treatment but doesn't think it
was listed on his TAR or MAR. His legs got
progressively worse, and nobody was brave
enough to call the physician or follow up and get
his treatment changed.

In an interview 11/02/21 at 10:35 AM Staff J,
agency CNA, reported they had a bath/shower
hook for the CNA to document whenever they
gave aresident a shower/bath. Staff J showed
the surveyor the bath/shower book that also
included a schedule in the front of the book for
days/shift when a resident scheduled for a
bath/shower.

In an interview 11/02/21 at 10:40 AM, Staff C,
LPN, reported shower sheets filled out with a skin
assessment. The completed paper shower/bath
sheets |located in medical records.

In an interview 11/02/21 at 11:44 AM, Staff C,
LPN, reported skin assessments documented
under the assessment tab in the EHR. Staff C
reported no other areas where staff documented
skin assessments other than the bath audit
sheets. Staff C stated she also documented skin
check in the MDS section M whenever a MDS
assessments completed.

In an interview 11/03/21 at 11:20 AM, Staff F,
CNA, reported she had worked at the facility
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since 10/2020 and assigned as shower aide and
CNA. Staff F stated she notified the nurse
whenever a resident had a change in condition or
had a skin issue. Staff F reported she filled out a
shower skin audit form whenover she gave a
resident a shower, and marked on the body map
if she noticed any kind of skin issue. She gave
the shower sheet to the nurse, and initialed the
shower book whenever a shower completed.
Staff F reported Resident #101 had very fragile
skin and always had fluid leaking from his legs.
During his shower, she used disposable wipes on
his legs because the washcloths were rough and
tore the skin on his legs. The nurses wrapped his
legs with gauze.

In an interview on 11/3/21 at 1:45 PM, an ED
nurse stated when Resident #101 came to the ED
oh 8/21/21, his legs were exiremely weepy, and
stuck to the blankets. His legs were supposed to
be wrapped at the care facility but looked like they
hadn't been changed in weeks. The ED nurse
stated no data listed on the drassings when he
came to the ED. She asked the resident if
someone at the care facility was supposed to
help him get ready and the resident said yes,

The ED nurse reported if staff at the care center
helped him put his panis on they would've seen
his soiled and wet dressings. The ED nurse
reporied when they removed the dressings on
Resident #101's legs, his legs were very
edematous, had blisters, pitting edema, and his
legs were weeping. EMS reported there were
maggots in the wound but she did not see any
maggots. Resident #101 admitted to the hospital
with cellulitis to both legs and a urinary tract
infection (UTH), and received IV antibiotics. The
ED nurse reported the resident discharged
8/26/21 and sent back to the care facility, but then
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came back to the ED on 9/24/21. He later went
into arrest and passed away.

On 11/04/21 at 09:50 AM, the administrator
reporied no other shower or bath sheets were
found for Resident #101.

In an interview 11/4/21 at 11:10 AM, Staf v,
agency LPN, reported weekly skin check
documented on the TAR. Staff V stated if a
resident had any open areas or skin issues,
document under assessment tab on the skin
observation toal in the EHR. If a resident had no
skin issues, then documented a note on the skin
observation tool "no skin issues”. The MDS
nurse entered orders In the EHR whenever a
resident came from the hospital, Staff V stated
the admission assessment usually done by the
MDS nurse,

In an interview 11/4/21 at 1:20 PM, Staff |, agency
CNA, reported she had worked at the facility for 3
months. Staff | stated whenever a resident had a
change in condition or a skin issue, she let the
nurse know right away. Staff | reported she had
a horrible experience one day when she took
Resident #101 to the shower room. She gave
Resident #101 a shower on his previous shower
day before 8/21/21, and a nurse put bandages on
his legs after she gave him his shower. The
resident was supposed to have dressing changed
on his legs every shift, but she noticed the date
on the dressing she saw on 8/21/21 was over 3
days old. Resident #101's legs were usually wet
from his knees down. On 8/21/21, the nurse told
her to remove the bandages on his legs in the
shower. When she removed the bandages, they
were dripping with fluid and there were what
appeared to be maggots on both of his legs - it
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was horriblel When she removed his socks, there
were maggots that fell aut of his hesl, and they
ware coming out of the sores on his legs. She
requested Staff B, LPN, come to the shower
room right away. The dressing had the date and
initials of when the dressing was changed last,
The nurse took pictures, she was sa upset, Staff
B told her to wash his legs off, so she fried to
clean his legs as much as possible. The resident
complained of his legs burning. EMS came into
the shower room and took him to the ED.
Resident #101 had open sores everywhere, He
had sores and maggots on his right leg at the top
of the calf, right shin, left shin, and the majority of
maggots came out of his left heel. The maggots
waere in various colors brown, white, and tan.
There were dead onas, live ones, little ones, and
big ones. She had seen maggots before at
another facllity where she worked so when she
saw the maggots on Resident #101°'s legs, she
was familiar with what it was.

In an interview 11/8/21 at 9:00 AM, Staff BB, LPN,
reported she anly workedat the facility 8 weeks
for an agency assignment. Resident #101 had
CHF, and his legs had sores and weeping. He
ended up going to the hospital but unsure why.
She cleansed and wrapped his legs with gauzs,
somefimes BID, then daily, and as needed. Staff
BB reported treatments documented on the paper
MAR located on the treatment cart.  Skin
assessmenis documented on paper MAR. Staff
BB stated the CNA's did some skin assessments
whenever they gave the resident a shower, and
the CNA signed off if the resident had no skin
issues. If the resident had a skin concern then
the nurse called the physician to get orders. Staff
BB reported if a resident had diagnoses of CHF,
she monitored intakes and outputs, limited salt
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use, ensured Lasix administered, and took care
of wounds if the resident had wounds. Resident
#101 noncompliant with elevating his legs and
had oxygen. Staff BB reported at times she was
the only nurse working. If couldn't get things
done, she would call someone In to help her, or
step in and work as a CNA in order to get the job
done.

In an interview 11/8/21 at 12:10 PM the Nurse
Practitioner reported she expected staff to notify
her immediately if a resident had a change in
condition or something happened. Resident #101
went to the hospital for heart failure. He always
had edema in his legs, but one of the nurses
reporied he had increased edema in his
abdomen. He had orders for Lasix. He had
hotrible open areas on his legs, and had a daily
treatment for non-adhesive dressing and Kerlix
daily. She ordered daily weights, but when
Resident #101 refused daily weights, she
requested staff obtain weights at least weekly.
One of the nurses called her on Saturday 8/21/21
and reported maggots were found when she
removed Resident #101's dressings on his legs.
She told the nurse to send the resident to the ED,
At that time, the facility had a lot of flies. The
nerse practitioner confirmed if dressing changes
were hot done for 3 days or more, maggots could
develop and be seen in the wound. The
surveyor reviewed orders written for medications,
antiblotics, and treatments. The nurse
practitioner confirmed she was aware nurses had
not given the medications. The nurse practitioner
reported the facility had been short staffed, and
had deait with staffing issues for a while. The
nurse practitioner stated whenever she wrote
orders, often times orders were not dona. Tha
nurse practifoner reported Resident #101 may
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not have gone to the hospital if orders and
treatments had been completed, and if
treatments and dressing changes had been done
as ardered, the resident would not have had
maggots develop in his wounds.

In an interview 11/8/21 at 3:05 PM, Siaff C,
LPN/MDS nurse reported she had worked at the
facility for 6 months, but was on a leave of
absence, and returned in 8/2021. Staff C
reported she saw Resident #101 when he
readmitted to the facility on 8/9/21, and
completed his admission assessment.  Staff C
stated she observed a little bit of edema and
swelling in his legs on 8/9/21, but then he had
pitting edema 2-3+ a day or two after he returned
to the facility. His lungs sounded clear on 8/9/21.
Staff C reported the resident didn't require
dressing changes when he first came from the
hospital, but then he started to see a wound
doctor. Staff C recalled a staff person called to
let her know Resident #101 went to the hospital
because they found maggots in his wounds.
Staff CC told her she planned to round with the
wound physician but then Staff B called her and
said she found maggots on his legs and sent him
to the ED,

The last time she saw the resident was when he
came back from the hospital on 8/9/21 and she
only did his admission assessment. Staff C
recailed Resident #101 went fo the hospital a
third time after his readmission at the end of
August. Siaff L, agency CMA told Staff GG,
agency LPN, Resident #101 looked a little full, but
the agency nurses didn't want to step on any
toes. Staff C told staff they needed to trust
nursing judgement. Staff told her Resident #101
went fo the hospital because he had a lot of fluid
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build-up, and the ARNP recently placed him on
fluid restriction. On 9/3/21, Staff Il showed her
dressings hadn't been changed for Resident #1071
and another resident. Dressings were dated
8/29. She requested Staff || place the dressings
in a bag and place them In her office, and she
would show them to the DON. Staff C reported
she expected staff to let the oncoming shift know
if a treatment not done. Staff C acknowledged
awareness of documentation for some resident's
treatments not done and medication not given.
Staff C reported she expected staff to follow
physician's orders and provide treatments and
dressing changes as ordered. Staff C reported
there were no other documentation of skin
assessments other than the ones in the EHR
under the assessment tab labeled skin
observation tool or weekly wound assessment, or
if documented in a daily skilled assessment.
Staff C reported she believed if treatments had
been completed as ordered, Resident #101's
condition and leg wounds may not have
worsened or deteriorated. Staff C stated if things
were not documented, they considered the
treatments or or orders not completed or done.

In an interview 11/09/21 at 10:55 AM, Staff A,
CNA/medical records, reported the CNA's
obtained resident weights, then she documented
weights in an email, and a nurse documented
weights in the EHR. Staff A reported staff
expected to weigh residents daily or monthly.

On 11/10/21 at 08:15 AM, Staff A, Medical
Records, reported no additional documentation
found for Resident #101.

In an interview 11/10/21 at 8:30 AM Staff v,
agency LPN, reported she checked the paper
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MAR for medications and punched out the
medication from the medication card for the date
indicated according to the calendar date and if
scheduled for AM, PM, HS {bedtime), etc. Staff V
reported she signed her initials on the MAR after
medications administered. If she noticed
medication not given, she let the staff person
know. Otherwise we do not give the medication if
it wasn't given by another nurse or CMA. If
medication was not administered because the
medication hot available or resident refused, then
initiat and circle on the MAR. If medication not
available, then medication ordered from
pharmacy or obtained from the e-kit. If
medication not given, refused, or not avallable,
she documented a "0" on the MAR.

in an interview 11/10/21 at 12:10 PM, the DON
reported she expected nursing staff to document
or sign the skin assessment on the TAR weekly if
resident's skin intact. Staff documented on skin
observation tool if an area identified such as a
bruise or MASD, and document an initial weekly
wolind assessment if area identified as pressure
or arterial or venous wound until the area healed.
The DON reported the nurse on duty entered
orders for resident, the nurse or DON who
rounded with the provider entered and processed
the physician's orders timely. The nurse entered
the physician's order in the EHR whenever a
verbal or telephone order received. The DON
stated she expected stafl to obtain medication
from their PYXIS ADU {(auto dispensing unit) if
unable to find medication. The DON
acknowledged there was a disconnect with staff
and obtaining weights on residents. The DON
reported CNA's weighed residents, and she
expected welghts obtained monthly as a
standard. Staff A enterad weights in the EHR by
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the 10th of the month. The DON reported weekly
welghts were obtained on Sundays, and daily
weights recorded on the MAR, [f a resident had
diagnoses of CHF, she expected staff to listen to
lung sounds, monitor edema, monitar respiratory
effort, monitor for increased weight, administer
diuretics, and place on fluid restriction i a
non-compliant resident. The DON reported
Resident #101's skin on his LE's peeled off and
his legs had a lot of weeping. His legs were wet
all of the time and he had extensive moisture
between his toes, The DON stated they
consulted a wound specialist to see the resident,
but uncertain when wound care started to see
him,

in an interview 11/10/21 at 4:15 PM, Staff CC,
RN, reported she worked at the facility 3-4
months from 6/2021 until 9/2021. Staif CC
recalled Resident #101 came to the facility in
712021 and she completed his admission
assessment. Resident #101 developed swelling
in his legs, but unable to recall if he had edema
when he first came in,  Staff CC stated various
staff entered admission orders, it depended upon
staff availability. Sometimes the nurse who did
the admission or the MDS nurse entered the
orders If hot working the floor. The fleor nurse
completed the assessments and documented the
assessment in the EHR. Treatments and
medications should be documented on the paper
MAR/TAR. If a treatment or dressing change
was not done, document on the TAR the reason
for the inability to do the treatment or dressing
change. If medication not available, we would
contact pharmacy or use PYXIS system to obtain
the medication. The faclity used lots of agency
staff and the DON and MDS nurse covered the
floor quite a bit.  Staff CC stated the DON and
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MDS nurse were supposed to check the MAR's,
TAR's, and assessments, but it didn't get done
because they worked the floor. She wrote a list of
residonis who didn't get medications or
treatments, then checked with staff to see if they
gave the medication(s). She asked staff why
medications or treatments not done, and they told
her they didn't have time. Staff CC reported if
medication or freatment were not given, she
would go to the medication cart and look at the
punch backs on the medication cards.
Sometimes the medications still remained in the
medication cart. Staff CC reported skin
assessments were documented on the EHR, no
skin assessments on paper. Staff GC reported a
wound care physician saw Resident #101 for a
spot on his nose whare his glasses dug in. Staff
CC stated she had wrapped Resident #101's legs
to protect them. She wanted to put padded
sleeves on his legs but they didn't have any, so
she applied dressings Instead. His legs looked
good. Staff CC was not sure whan the wounds
on his legs developed, she believed the resident
had bumped his leg when going in or out of a
transport van. He had an ABD pad on his left leg
where there were two open spots and one area
on his right leg. She lotiohed his legs well and
covered the spots because they wept from the
open areas. The areas wetre superficial and
almost healed. A CNA gave him a shower on the
weelkend in 8/2021 and found maggots on his
legs and dressing.  Staff told her the date listed
on the dressings hadn't been changed for 4 days.
it was the last day she had seen him and
changed the dressings. Staff sent Resident #101
to the hospital in 8/2021 because he had
maggots in his dressings. Staff CGC reported if
Resident #101 had received treatments and
medication as ordered, he potentially couid have
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avoided going to the hospital or a decline in his
condition and also his wounds and legs would not
have had maggots. Staff CC decided she could
no lenger work at the facility due to the culture
and work conditions, and residents not getting
proper care.

An all staff meeting book with education provided
to staff revealed the following on 5/21/21: each
resident must have a skin
assessment/observation completed weekly., A
schedule had been created for each person who
needed assessed for each shift and day. ifa
resident had pressure/venous/stasis/arterial
wound, enter note "see weekly wound
assessment”. Measurements and assessments
done weekly by the wound care. Staff must look
at the rest of resident's skin to ensure they don't
have an open area. Skin tears and bruises
documented on the "skin observation tool*. The
skin observation tool is located under the
assessment tab in the EHR. If skin intact, scrol
to the bottom and document "no impairments in
skin integrity". Three staff and the DON signed
document they had read the information or in
attendance for the education,

A Medication Administration Preparation and
General Guidelines policy dated 12/17 revealed
medications administered as prescribed in
accordance with good nursing principles and
practices. The individual who administered the
medication recorded directly on the resident's
MAR after the medication administered. At the
end of each medication pass, the person who
administered the medications reviewed the MAR
o ensure necessary doses administered and
documenied. Staff initialed in the space provided
under the date and on the line for that specific
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medication dose administered by the person who
administered the medication. If a dose of
regularly scheduled medication withheld, refused,
not available, or given at a time other than the
schaduled time, the space provided on the front
of the MAR for that dosage needed initialed and
gcircled. An explanatory note then entered on the
reverse side of the record. The physician is
nofified if a vital medication withheld, refused, or
not available.

A notification of change in resident’s condition
policy reviewed 11/1/18 revealed the attending
physician/physician extender and resident's
representative notified of a change in a resident's
condition per standards.

A "skin management guidelines" revised 7/2017
revealed all residents assessed for skin Integrity
upon admission, and the assessment
documented in the EHR. A Braden scale
assessment completed quarterly, annually, and
when resident had a change in condition. Skin
assessment completed to identify at risk
residents for potential breakdown or ulcerations
and to provide treatment that promoted
prevention of ulcerations and healing of existing
ulcerations.  Risk factors included impaired
mahility, comorbid conditions such as diabstes,
impaired blood flow such as lower extremity
arterial insufficiency, impaired cognition,
incantinence, hydration deficits, and malnutrition,
Nurse aides completed body audits and turned
bady audit forms into the nurse to review for
changes in skin condition. The attending
physician determined the etiology of ulcers and
the treatment plan, and the area monitored
closely during treatment to evaluate
approptiateness of the treatment regime.
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A policy for "skin management guidelines
overview" revised 7/2017 revealed residents at
risk or with wounds and/or pressure injury and
those at risk for skin compromise are identified,
assessed, and provided appropriate treatment to
encourage healing and/or skin integrity. Ongoing
monitoring and evaluation provided to ensure
opfimal resident outcomes.

A Chronic Heart Failure Overview policy dated
10/2016 revealed residents who had diagnosis of
heart failure needed assessed to provide the
most appropriate interdisciplinary interventions,
care plans, and education for management of
condition, as well as prevent exacerbations, avoid
unplanned hospitalization, and improve quality of
life. Akey goal of the program included
prevention of avoidable re-admissions of
residents to hospital settings.

The facility was natified of the Immediate
Jeopardy (1) was removed on 11/16/21 when the
facility implemented and completed the following:

1. Nursing Administration provided skin
assessments for all facility residents from
114110/21 - 11441721,

2. All current professional staff received
education regarding assessment and
decumentation of relevant resident conditions,
physician notification with clinical changes,
following physician orders, medication
administration expectations, provision of ordered
treatments, and completing skin assessments on
111521 - 11/16/21.

3. 100% audit of weight tracking completed to
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ensure that all residents have a current weight in
accordance with orders on 11/10/21.

4, On 110/21, a weight monitoring system was
astablished through Interdisciplinary Team (IDT)
review.

5. 100% of medication and treatment records
were audited on 11/10/21

8. A plan was developed to review weekly skin
assessments on the next business day through
the Quality Assurance Performance Improvement
{QAPI) team to ensure that staff documented
notifications and changes appropriately.

7. Audits of Medication & Treatment Records,
weight orders, and weight recording will occur 5
times weekly.

8. The QAPI team will review monthly for 3
maonths to ensure ongoing comgpliance.

8. All education will be incorporated into
orientation of new hires and agency staff during
the onboarding process effective 11/16/21.

2. The annual MDS assessment dated 2/22/21
revealed Resident #34 had diagnoses that
included Alzheimer's dementia, anemia,
malnutrition, and celiulitis to her [eft lower limb.
The MDS revealed the resident had a risk for
pressura ulcer but nated no skin conditions during
the look-back peried. The MDS documented the
resident as totally dependent on onhe staff for
bathing and dressing.

The care plan revised 3/3/20 documented the

F684
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resident as at risk for skin issues and pressure
ulcer development related to thin fragile skin,
anemia, and protein-calorie malnutrition. The
care plan directed staff to inspect the resident's
skin weekly, administer medications and
treatments as ordered, and follow facility palicies
and procedures for prevention of skin breakdown.

The order summary report dated 11/4/21 directed
staff to apply A & D ointment to bilateral (both)
lower extremities (BLE) twice daily (BID) at
bedtime for dry skin starting 7/8/17, apply skin
prep to bilateral heels at bedtime for prophylaxis
starting 2/4/18, and provide weeldy skin checks
by a nurse every Monday on night shift starting
9/26/16.

The TAR dated 10/1-10/31/21 lacked the
following documentation:

No A & D gintment applied to BLE's at bedtime
(HS) on 18 of 31 svenings

No weekly skin checks documented on Mondays
on 10/4/21, 10/11/21, 10/18/21, & 10/25/21

No skin prep to bilateral heels at HS on 18 of 31
evenings,

3. The MDS assessment dated 10/10/21 revealed
Resident #32 had diagnoses that included
cerebral palsy, non-Alzheimer's dementia, anxiety
disorder, schizophrenia, and mild intellectual
disabilities. The MDS documented the resident
as totally dependent on ane staff for dressing,
and totally dependent on two staff for bed mobility
and fransfers. The MDS also documented the
resident did not fall and had no skin issues during
the look-back period

The care plan revised 7/9/21 revealed the
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resident required assistance with activities of daily
living related to dementia, schizophrenia, and
weakness, and had a potential for impaired skin
integrity. The care plan directed staff to product a
head-fo-toe assessment on a weekly hasis and
report any bruises or open areas to the nurse,

and apply TED hose in the morning and remove
them at HS.

The Order Summary Report dated 9/3/21
directed staff to apply TED hose during the day
and remove at HS for edema and provide weekly
skin checks by a licensed nurse every 7 days on
day shift. The order further directed staff to "Y" if
skin intact and "N" if skin not intact.

The treatment administration record dated 8/1 -
9/20/21 and 10/1 - 10/31/21 revealed no staff
initials documented for TED hose application
from 10/22/21 ~ 10/26/21 and 10/28/21. The form
contained only a checkmark on 10/27/24, and no
initials documented far weekly skin checks by a
ticensed nurse on 9/13/21, 9/20/21, 9/27/21,
10/6/21, 40113121, and 10/20/21

Review of the facility's EHR revealed staff
completed the last initial wound assessmont on
10/11/2020, did a weekly wound assessment
completed on 10/20/20, and documented no new
skin issues noted on the most recent skin
observation too! dated 6/7/21.

Review of the the resident's paper or hard chart
and the resident's EHR lacked documentation to
show staff completed any additional skin
assessments.

During observation on 10/25/21 at 12:33 PM,
Resident #32 wore fuzzy yellow and black striped
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socks on his feet. The resident's left shinflower
leg revealed a dark bruised area.

During observation on 10/27/21 at 12:30 PM,
Resident #32 sat in a high-backed wheelchair: his
feet rested on bilateral wheelchair pedals. The
resident wore bootie socks on his feet but no TED
hose,

In an interview 11/01/21 at 10:25 AM, the Director
of Nursing (DON) reparted staff were to
doecument skin assessments every week on the
TARif a resident had ro open wounds or skin
issues, and document a weekly wound
assessment or use the skin observation tool on
the EMR if the resident had an identifiad skin
concern.

In an interview 11/8/21 at 3:05 PM, the MDS
Coordinator stated she expected staff follow to
physician's orders and perform {reatments as
ordered.

2. The annuai MDS assessment dated 9/22/21
revealed Rasident #34 had diagnoses that
included Alzheimer's dementia, anemia,
malnutrition, and cellulitis to her left lower limb.
The MDS revealed the resident had a risk for
pressure ulcer but noted no skin conditions duting
the look-back period. The MDS documented the
resident as totally dependent on one staff for
bathing and dressing.

The care plan revised 3/3/20 documented the
resident as at risk for skin issues and pressure
ulcer development related to thin fragile skin,
anemia, and protein-calorie malnutrition. The
care plan directed staff {0 inspect the resident's
skin weekly, administer medications and
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treatments as ordered, and follow facility policies
and procedures for prevention of skin breakdown.

The order summary report dated 11/4/21 directed
staif to apply A & D ointment to bilateral (both)
lower extremities {BLE) twice daily (BID) at
hedtime for dry skin starting 7/8/17, apply skin
prep to bilateral heels at bedtime for prophylaxis
starting 2/4/18, and provide weekly skin checks
by a nurse every Monday on night shift starting
9/26/16.

The TAR dated 10/1-10/31/21 lacked the
following documentation:

No A & D ointment applied to BLE's at bedtime
(HS) on 18 of 31 evenings

No weekly skin checks documented on Mondays
on 10/4/21, 10/11/21, 10/18/21, & 10/25/21

Na skin prep to bilateral heels at HS on 18 of 31
aveanings.

3. The MDS assessment dated 10/10/21 revealed
Resident #32 had diagnoses that included
cerebral palsy, non-Alzheimet's dementia, anxiety
disorder, schizophrenia, and mild intellectual
disabilities. The MDS documented the resident
as totally dependent on one staff for dressing,
and totally dependent on two staff for bed maobility
and transfers. The MDS also documented the
resident did not fall and had no skin issues during
the look-back period

The care plan revised 7/9/21 revealed the
resident required assistance with activities of daily
living related to dementia, schizophrenia, and
weakness, and had a potential for impaired skin
integrity. The care plan directed staff to product a
head-to-toe assessment on a weekly basis and
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report any bruises or open areas to the nurse,
and apply TED hose in the moring and remove
them at HS.

The Order Summary Report dated 9/3/21
directed staff to apply TED hose during the day
and remove at HS for edema and provide weekly
skin checks by a licensed nurse every 7 days on
day shift. The order further directed staff to "Y" if
skin intact and "N" if skin not intact.

The treatment administration record dated 9/1 -
9/20/21 and 10/1 - 10/31/21 revealed no staff
initials documented for TED hose application
from 10/22/21 - 10/26/21 and 10/28/21. The form
contained only a checkmark on 10/27/21, and no
initials documented for weekly skin checks by a
licensed nurse on 9/13/21, 9/20/21, 8/27/21,
10/6/21, 10/13/21, and 10/20/21

Review of the facility's EHR revealed staff
completed the last initial wound assessment on
10/11/2020, did a weekly wound assessment
completed on 10/20/20, and documented no new
skin issues noted on the most recent skin
observation tool dated 6/7/21.

Review of the resident's paper or hard chart and
the resident's EHR lacked documentation to show
staff completed any additional skin assessments.

During observation on 10/25/21 at 12:33 PM,
Resident #32 wore fuzzy yellow and black striped
socks on his feet. The resident's left shin/lower
leg revealed a dark bruised area.

During cbservation on 10/27/21 at 12:30 PM,
Resident #32 sat in a high-backed wheelchair; his
foet rested on bilateral wheelchair pedals. The
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resident wore bootie socks on his feet but no TED
hose.

In an interview 11/01/21 at 10:25 AM, the Director
of Nursing (DON) reported staff were to
document skin assessments every week on the
TAR if a resident had no open wounds or skin
issues, and document a weekly wound
assessment or use the skin observation tool on
the EHR if the resident had an identified skin
concern.

In an interview 11/8/21 at 3:05 PM, the MDS
Coordinator stated she expected staff follow to
physician's orders and perform treatments as
ordered.

4. The MDS assessment dated 9/15/21 indicated
Resident #29 had diagnoses that included
hypertension (high blood pressure), chrenic
obstructive pulmonary disease (COPD),
gastroesophageal reflux disease (GERD),
hypertlipidemia (high cholesterol), arthritis,
anxiety, depression, schizophrenia, asthma,
respiratory failure, chronic pain syndrome. The
MDS documented resident had a Brief Interview
for Mental Status {BIMS) score of 14 of 15,
indicating the resident demonstrated intact
cognitive abilities, The MDS also documented
Resident #29 required assistance of one staff
with bed mobility, transfers, toileting and set up
assistance for eating.

Observation on 10/26/21 at 9:03 a.m. revealed
Resident #29 had wounds on her lower abdomen
and right hip. The resident repotted staff are
supposed to apply "silver” to wounds daily but
they do not do it. An undated Duoderm dressing
on the rasident’s right hip contained a small
amount of serosanguinous drainage was almost
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abrasions.

greasy hair,

refilled.

areas until healed.

off. The left lower abdominal wound dressing fell
off days prior according the Resident #29. The
resident's bilateral upper arms contained multiple

In an interview on 10/27/21 at 1:36 p.m., Staff B,
LPN stated she would be unable to complete
Resident #29's wound cares today because the
facility does not have enough staff for her to
complete all of the scheduled treatments.

On 10/28/21 at 10:45 a.m., Resident #29 statad
she did not shower yesterday on the evening shift
or have her wounds treated. Resident stated she
often does not receive her medications timely.
Resident #29 appeared to be in clean clothes with

Interview on 11/1/21 at 10:28 a.m. with Staff L,
Certified Medication Aide (CMA) revealed
Resident #29 has been out of Mupirocin
(Bactroban) ointment for week. She reported
nurses reorder all medications and added she
had notified the nurse that would complete
treatments the resident needed that medication

On 11/1/21 at 10:38 a.m,, the pharmacy revealed
the facility had not requested a medication refill of
Mupirocin since 8/13/21.

A physician order dated 1/21/20 directed staff to
complete a weekly skin assessment.

A physician order dated 5/27/21 directed staff to
apply Mupirocin cintment 2% to all open areas
topically every morning and at hedtime for open
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Review of facility records revealed a lack of
weekly skin assessments for 25 weeks between
4/12/21- 11/8/21.

A Care Plan entry dated 3/26/21 revealed
Rasident #29 had scratches at different stages of
healing on her abdomen and buttocks and
directed staff to apply Mupirocin ointment 2 % to
all open areas in the morning and at HS until
healed. The Care Plan also directed a licensed
nurse to provide a waekly head-to-toe
assessment.

The MAR dated 10/1/21-10/31/21 directed staff to
apply Mupirocin ointment 2% {Bactroban), to all
open areas topically every morning and at
bedtime until healed. The MAR showed staff
failed to apply the ointment on 40 of 62 occasions
when ordered.

The MAR dated 11/4/21-11/15/21 directed staff to
apply Mupirocin ointment 2 % to all open areas in
the morning and at HS until healed. The MAR
revealed the facility failed to apply medication on
20 of the 32 opportunities ordered.

5. The MDS assessment dated 10/10/21 revealed
Resident #32 had cerebral palsy, non-Alzheimer's
demenitia, anxiety disorder, schizophrenia, and
mild intellectual disabiliies, The MDS
documented the resident as totally dependent on
one staff for dressing, and totally dependent on
two staff for bed mobility and transfers. The
MDS documented the resident had no falls and
no skin problems during the look-back period

The care plan revised 7/9/21 revealed the
resident required assistance with activities of daily
living related to dementia, schizophrenia, and
weakness, and had a potential for impaired skin

F 684
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integrity. The staff directives included perform a
head to toe assessment weekly, report any
brujses or open areas to the nurse, and apply
TED hose in the morning and remove at badtime
(HS).

The Order Summary Report dated 9/3/21
directed weekly skin checks by a licensed nurse
every 7 days on day shift. Indicate "Y" if skin
intact and "N" if skin not intact.

The treatment administration record (TAR) 9/1 -
§/20/21 and 10/ - 10/31/21 revealed no staff
initials documented for weekly skin checks by a
licensed nurse on 9/13/21, 9/20/21, 9/27/21,
10/6/21, 10113421, 10/20/21

Review of the facility's EHR revealed staff
completed the last initial wound assessment on
10/11/2020 and provided a weekly wound
assessment on 10/20/20. The most recent skin
observation tool assessment dated 6/7/21
revealed no hew skin issues found.

The paper chart and EHR lacked documentation
to show staff completed any other skin
assessments.

Observation on 10/25/21 at 12:33 PM revealed
Resident #32 wore fuzzy yellow and black striped
socks an his feet and had a dark bruised area on
his left shinflower leg.

During observation on 10/27/21 at 12:30 PM,
Resident #32 sat in a high back wheelchair. His
feet rested on the wheelchair pedals and he wore
bootie socks on his feet.

In an interview 11/01/21 at 10:25 AM, the Director
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of Nursing {DON) reported staff should document
skin assessments every week on the TAR if a
resident had no open wounds or skin issues, and
should document a weekly wound assessment or
use the skin observation tool in the EHR if a
resident had a skin problem.

In an interview 11/8/21 at 3:05 PM, the MDS
Coordinator stated she expected staff follow to
physician's orders and provide treatments as
ordered.

8. The annual MDS assessment dated 9/22/21
revealed Resident #34 had diagnoses of
Alzheimer's dementia, anemia, malnutrition, and
cellulitis to her left lower limb. The MDS revealed
the resident had a risk for pressure ulcer but had
no skin conditions during the look-back period.
The MDS documented the resident as totally
dependent on one staff for bathing and dressing.

The care plan revised 3/3/20 revealed the
resident had a risk for skin issues and pressure
ulcer development related to thin fragile skin,
anemia, and protein-calorie malnutrition. The
staff directives included inspect the resident's
skin weekly, administer medications and
treatments as ordered, and follow facility policies
and procedures for prevention of skin breakdown.

The order summary report dated 11/4/21 directed
staff to apply A & D ointment to BLE's BID at
bedtime for dry skin starting 7/8/17, apply skin
prep to bilateral heels at bedtime for prophylaxis
starting 2/4/18, and weekly skin chacks
completed by a nurse every Monday on night shift
starting 9/26/16.

The TAR dated 10/1-10/31/21 lacked the
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following documentation:

a. Staff failed to apply A & D ointment to BLE's at
bedtime on 18 of 31 evenings directed.

b. Staff failed to document skin checks on
Mondays on 10/4/21, 10/11/21, 10/18/21, and
10/25/21

¢. Staff failed to apply skin prep to bilateral heels
at bedtime on 18 of 31 evenings ordered.

7. The MDS dated 10/6/21 indicated Resident
#50 had a diagnosis that included anemia,
coronary artery disease (CAD), acute ischemia of
intestine, dysphagia (swallowing difficulty),
hypertension (high blood pressure), cerebral
vascular accident (CVA or stroke)}, and chronic
pain. The MDS showed the resident had a BiMS
score of 15, which meant she experienced intact
cognitive abilities. The MDS documented
Resident #50 required assist of 1 staff with bed
mobility, transfers, toilet use and set-up assist for
eating. The MDS also documented Resident #50
had maisture refated skin damage during
{ockback period with ointment application.

A physician order directed a licensed nurse to
complete a weekly skin check every day shift,
every 7 days, starting 6/10/21.

A physician order dated 7/19/21 directed staff to
apply Dermaceptin to gastric tube (GT) site BID.

The TAR dated 7/1/21 -7/31/21 revealed staff
failed to apply the ordered Dermaceptin to the
resident's skin around the G-tube every day and
night shift for redness and excoriation on 18 of 24
opportunities from 7/19/21 - 7/31/21 and
documented only 2 out of 5 weeldy skin checks.

The TAR dated 8/1-8/31/21 revealed staff failed

FORM CMS-2567{62-99) Pravious Versions Obsolete Event ID: SZVT 1}

Facility [D: |AG&05

If continuation shest Page 130 of 219




PRINTED: 12/21/2021

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {(¥1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE GONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
165175 B. WING 12/07/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

5608 SW 9TH STREET

GENESIS SENIOR LIVING
N DES MOINES, IA 50315

o4y ID SUMMARY STATEMENT OF DEFIGIENGCIES ID PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFICIENCY MUST BE PRECGEDED BY FULL PREFIX (EACH CORRECGTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATIGN) TAG CROSS-REFERENGCED TO THE APPROFPRIATE DATE
DEFICIENCY)
F 684 | Continued From page 130 F 684

to apply the ordered Dermaceptin to the
resident's skin around the G-tube every day and
night shift for redness and excoriation on 12 out
of 62 opportunities and documented.

TAR dated 9/1-9/30/21 revealed staff failed to
apply the ardered Dermaceptin to the resident's
skin around the G-tube every day and night shift
for redness and excoriation on 0 of 62 doses, and
documented 3 of 5 weekly skin check
assessments,

The TAR dated 9/1-9/30/21 directed staffl to
inspect the split sponge with each medication
pass and change the soiled or wet dressing every
4 hours starting 8/17/21. The TAR revealed
facility staff failed to change the dressing on 48 of
186 scheduled dressing changes.

The MAR dated 9/1/21-8/30/21 directed staff to
administer Bacirim DS tablet 800-160 MG, 1
tablet via GT BID for GT site infection until
9/26/21. The MAR showed staff failed to
administer 2 of the 19 doses ordered.

The TAR dated 10/1-10/31/21 revealed staff
failed to apply the ordered Dermaceptin to the GT
site every day and night shift for redness and
excoriation on 29 of 62 oceasions ordered, and
documented a weekly skin check assessment on
2 of 4 weeks. The TAR also directed inspect split
sponge with each medication administration and
change if soiled or wet, every 4 hours document
sponge. The facility failed to change the dressing
83 out of 186 scheduled dressing change times.

The TAR dated 11/1-11/30/21 revealed staff failed
to apply the ordered Dermaceptin to GT
peri-wound skin every day and night shift for
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redness and excoriation on 29 of 82 oceasions
ordered, and documented a weekly skin check
assessment for 2 of 4 weeks, The TAR also
documented staff failed to inspect the split
sponge with each medication pass administration
and change If soiled or wet every 4 hours on 83 of
186 scheduled times,
F 686 | Treatment/Svcs to Prevent/Heal Pressure Ulcer F 686
88=G | CFR{s): 483.25(b){(1){(I){ii)

§483.25(b) Skin Integrity

§483.25(b)(1) Pressure ulcers.

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

(i} A resident receives care, consistent with
professional standards of practice, to prevent
pressure ulcers and does not develop pressure
ulcers unless the individual's clinical condition
demonstrates that they were unavoidable; and
(i} A resident with pressure ulcers receives
necessary treatment and services, consistent
with professional standards of practice, to
promote healing, prevent infection and prevent
new uicers from developing.

This REQUIREMENT is not met as evidenced
by:

Based on clinical record review, observation,
facility policy review and staff interviews the
faciiity failed to a resident with pressure ulcers
receives necessary treatment and services,
consistent with professional standards of
practice, to promote healing and prevent infection
for 1 of 2 residents reviewed for pressure ulcers
{Resident #53). The facility failed fo assess
Resident #53's sacrum wound after first
identifying the area upon admission on 10/8/21
and failed to treat the area to aid in healing and
prevent further deterioration of the wound. The
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facility reported a census of 50 residents.
Findings include:

The Minimum Data Set (MDS) assessment tool
identifies the definition of pressure ufcers:

Stage | is an intact skin with non-blanchable
radnoss of a localized area usually over a bony
prominence. Darkly pigmented skin may not have
a visible blanching; in dark skin tones only it may
appear with persistent blue or purple hues.

Stage |l is partial thickness loss of dermis
presenting as a shallow open ulcer with a red or
pink wound bed, without slough (dead tissue,
usually cream or yellow in color). May also
present as an intact or open/ruptured blister.

Stage Uil Full thickness tissue joss. Subcutaneous
fat may be visible but bone, tendon or muscle is
not exposed. Slough may be present but does not
obscure the depth of tissue loss. May include
undermining and tunneling.

Stage IV is full thickness tissue loss with exposed
bone, tendon or muscle, Slough or eschar (dry,
black, hard necrotic tissue), may be present on
some parts of the wound bed. Often includes
undermining and tunneling or eschar.

Unstageable Ulcer: inability to see the wound
bed.

Other staging considerations include:
Deep Tissue Pressure Injury (DTPI): Persistent

non-blanchable deep red, maroon or purple
discoloration. Intact skin with localized area of
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persistent non-blanchable deep red, maroon,
purple discoloration due to damage of underlying
soft tissue. This area may be preceded by tissue
that is painful, firm, mushy, baggy, warmer or
cooler as compared to adjacent tissue. These
changes often precede skin color changes and
discoloration may appear differently in darkly
pigmented skin. This injury results from intense
and/or prolonged pressure and shear forces at
the bone-muscle interface.

Review of Resident #53's hospital record
revealed he admitted to the facility on 10/8/21
from the hospital. He had reported to the
emergency department on 10/1/21 for weakness
and failure to thrive. Resident's family decided he
required increased assistance with activities of
daily living (ADL) and opted for long term care
placement.

The MDS dated 10/15/2 revealed Resident #53
had a Brief Interview for Mental Status (BIMS)
score of 9, indicating he demonstrated severe
caghitive impairment, The MDS documented
Resident #53 had diagnoses that included:
hypettension, Parkinson's disease, seizure
disorder, malnutrition, adult failure to thrive and
cystitis. The MDS revealed the resident
experienced bladder and bowel incontinence;
although the resident admitted to the facility with
an indwelling catheter, the MDS did not refiect its
use. The MDS revealed the resident required
extensive assist of one person for bed mobility,
transfers, dressing, toilet use and personal
hygiene and total assist of one person for
bathing, The MDS revealed the resident had a
risk for development of pressure ulcerfinjuries
and had moisture associated skin damage
(MASD). The MDS documented the resident had

686
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a pressure reducing device for his ¢hair and bed.
The MDS coded the resident fook an
anticoagulant,

The MDS Care Area Assessment (CAA)
Summary triggered concerns for cognitive loss,
ADL functional/rehabilitation potential, urinary
incontinence and indwelling catheter, falls,
nutritional status, and pressure uicer. The CAA's
revealed staff planned to develop care plans for
these areas.

The care plan dated 10/21/21 lacked
documentation of a focus area, goals or
interventions for ADL functional/rehabilitation
potential, urinary Incontinence and indwelling
catheter, falls or pressure ulcer.

Pressure Injury Risk form dated 10/8/21
completed by Staff Z, Registered Nurse (RN)
revealed a Braden score of 14, which assessed
Resident #53 as at moderate risk for pressure
injuries.

Pressure Injury Risk form dated 10/10/21
completed by Staff Z, RN revealed a Braden
score of 15, which assessed Resident #53 as at
moderate risk for pressure injuries,

Praessure Injury Risk form dated 10/17/21
completed by Staff C, Licensed Practical Nurse
(LPN) and MDS nurse ravealed a Braden score
of 12, placing Resident #53 at high risk for
pressure injuries.

A Nursing Admission Screening/History form

dated 10/8/32 at 12:00 PM completed by Staff C,
LPN and MDS nurse documented Resident #53's
helght as 67 inches and weight as 100.5 pounds.

F 686
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Staff C documented an open area on the
resident’s sacruim measuring 1 centimeter (cm) in
length, 1 cm in width, and 0.1 cm in depth. The
note defined it as a moisture related breakdown
to the sacrum area and revealed staff applied
house barrier to the area. When the resident
arrived from the hospital, staff found the area
covered with an undated patch, which they
removed and identified a foul odor emanating
from the area.

A 8kin Observation Tool dated 10/9/21 at 4:40
PM by Staff D, LPN, documented a Stage Il
pressure wound to the coccyx area measuring 3
em in length, 5 om in width, and 0.2 cm in depth.
The documentation on the tool identified the
resident admitted to the facility with a pressure
uleer that contained slough and a small amount
of drainage was noted.

A Daily Skilled Summary form dated 10/10/21
revealed Resident #53 had an open area to his
coccyx staff documented as a pressure uicer.

The October 2021 Medication Administration
Record (MAR) and Treatment Administration
Record (TAR) contained no documentation of any
prescribed treatments or other interventions to
care for the pressure ulcer on Resident #53's
sacrum/coccyx area.

The electronic health records (EHR) lacked any
physician progress notes related to the pressure
area on the resident’s sacrum/coccyx area.

The nursing progress notes in the electronic
health records revealed the following:

a. On 10/9/21 at 3:13 AM, the resident was
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admitted to facility with diagnosis of fallure to
thrive: the resident is alert and oriented and able
to make his needs known and required minimal
assistance with ADL, Staff assessed the
resident's skin as warm and dry with areas of dirt
on his skin and the skin on his lower extremities
very dry.

bh. On 10/10/21 at 4:11 AM, skin very dry, lotion
applied liberally over entire body. Area noted on
coccyx - moisture barrier applied - see wound
sheet.

c. On 11/3/21 at 11:20 AM, during his shower, the
resident complained that his bottom hurt, and his
skin burned when staff changed his brief. Staff
noted 1.3 em by 0.3 cm open area with a pale red
wound base. Call placed to provider to notify of
area, then utilized wound formula - Dermaview 11
applied to cocoyx,

d. On 11/3/21 at 4:53 PM, the soctal worker
notified the resident's son of a small wound found
on his coccyX.

e. On 11/5/21 at 1:01 AM, staff completed a
dressing change as ordered to the resident's
coccyx and he vaiced no complaints.

f. On 11/5/21 at 9:07 AM, the dressing to the
resident's coceyx remained intact with no redness
or swelling noted to surrounding area and the
dressing remained clean and dry.

g. On 11/5/21 at 3:52 PM, Resident #53 seen by
wound physician and received orders to change
wound treatment to collagen pad to wound bed,
cover with bordered gauze and apply house
barrier to surrounding area. Staff documented
they updated the TAR, faxed pharmacy and
communicated the new orders to Resident #53.
h. On 11/6/21 at 12:18 AM, staff noied the
dressing applied by wound physiclan remained
intact to coceyx.

1. On 11/7/21 at 12:29 AM, staff documented they

F 686
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applied the dressing to coceyx wound as ordered
and saw no drainage on the old dressing - the
resident voiced no complaints

i- On 11/7/21 at 9:52 AM, staff found the dressing
to resident's coccyx clean, dry and intact.
Resident #53 denied pain or discomiort.

k. On 11/8/21 at 4:38 AM, staff changed coceyx
dressing due to the dressing pesling and coming
off skin. Area cleaned with normal saline,
collagen applied and staff dressed the wound.
Staff documented the wound as negative for
drainage or odor, healing well, and pink.

. On 11/8/21 at 2:00 PM, staff noted the dressing
to coceyx remained clean, dry and intact and the
resident denied any pain or discomfort,

m. On 11/8/21 at 4:09 AM, staff noted dressing
intact to coceyx and the resident denied any pain
or discomfort to the area - will continue to
monitor,

n. On 11/9/21 at 2:27 PM, the dressing to coccyx
remained clean, dry and intact and the resident
denied any pain or discomfort,

0. On 11110/21 at 4:22 AM staff documented the
cocoyx dressing remained intact and the resident
denied pain or discomfort to the area - will
continue to monitor.

Clinical record review revealed the resident's
EHR and hard or paper chart lacked
assessments, treatment, and documentation of
Resident #53's coccyx area pressure wound from
10/10/21 to 11/3/21.

A physician order dated 11/3/21 at 1:28 PM
directed staff to apply Dermaview i daily to the
open area on Resident #53's coccyx. Change
daily at bedtime and as needed.

Another physician's order dated 11/8/21 at 3:20
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AM directed apply collagen pad to coccyx wound
bed, cover with bordered gauze, and apply house
barrier cream to surrounding area every day at
bedtime and as needed for cocoyx wound.,

On 11/3/21 at 12:36 PM, the DON completed an
Initial Wound Assessment tool that documented
the facility identified the wound on 11/3/21 and
deemed it a facility acquired Stage Hl pressure
wound on the sacrum that measured 1.3 cm
(length) x 0.3 cm {width) with an immeasurable
depth. She assessed the wound as 95%
granulation tissue and 5% epithelial tissue with no
exudate noted. The form reflected the resident
had predisposing factors of bowel incontinence
and pendulous buttocks. The DON recorded the
ulcer had a treatment ordered and the resident's
bed and chair contained pressure reduction
devices. The DON identified the resident reported
burning when staff provided incontinence care.
The form showed the facility notified the physician
an 11/3/21 at 11:45 AM, the son at 11/3/21 at 3:00
PM, and alsc notified the dietician.

On 11/3/21 Staff T, Certified Nursing Assistant
{CNA) completed a Shower Day Skin Audit that
showed Resident #53 had an open area on the
coccyxfsacrum area and noted she reported her
finding to the nurse.

Observation on 11/3/21 at 11:17 AM, revealed
Staff T, CNA, gave Resident #53 a shower while
he sat on a shower chair. The resident flinched
when staff washed his bottom, and he kept
saying his bottom hurt and was tender to the
touch. The resident, Staff T, CNA and the DON
were unaware of any open areas on resident’s
pottom. Once back in his room, staff transferred
him to the bed and the DON assessed his

F 686
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bottoem. When the resident's buttocks were
separated an open area was hoted on the
coceyx. The wound bed was red and had depth.
The resident stated the area burned and was
painful whenever he had a soiled brief and staff
provided incontinence care.

In an interview on 11/4/21 at 8:39 AM, Resident
#53 stated his bottom felt better. He reported he
had a bandage on the area. Observation revealed
an approximately 1 inch cushion in his wheselchair
seat, but nothing extra noted on the mattress for
pressure relief,

In an interview on 11/4/21 at 8:44 AM, Staff C,
LPN and MDS nurse, reported all of the
mattresses at the facility were pressure reducing
malttresses and that is why she coded the
resident's MDS 1o reflect a pressure relieving
device for his bed.

In an interview on 11/10/21 at 8:43 AM, the DON
stated she expected staff to conduct a weekly
skin assessment including & head-to-tce
assessment of every resident in the facility set up
on the TAR. If staff identified an area of concern
they should initiate a Skin Observation tool if was
a skin tear, shearing or moisture related issue. If
the areas identified were a pressure related,
vascular, arterial or any stageable wound, staff
should complete a Wound Assessment. The
DON added the CNA would notify the nurse if
they identified a wound and she expected the
nurse to complete a wound assessment, notify
the physician, and initiate a treatment in
accordance with the wound care protocol. The
physician would then review the plan and set up a
treatment for the area, although any nurse can
initiate the freatment per the facility standing
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orders. They would then contact the wound
nurse regarding the issue. Staff C, LPN was the
facilities certified wound nurse and she completed
rounds with the wound physician weekly or every
other week to follow the wounds in the facllity.
The DON stated it was her expectation that all
wounds would be assessed and documented
weekly. A Wound Assessment should be
completed on all arterial, venous or pressure
areas weekly and Skin Observation tool
completed for all other wounds. The physician
would be notified initially and with any changes of
congcern in the wound. The physician would then
determine if further intervention or a change in
treatment was indicated. The physician/nurse
practitioner reviewed notes in the electronic
health system and reviewed the notes entered by
the facility wound physician. The DON stated the
staff get education and training on-line through
Health Care Academy, including wound care
training annually. She added the facility had
spedific training related to wound care for the
licensed staff and more general skin care
infarmation for the non-licensed staff. She stated
staff should complete Braden Scales for each
resident upon admission and then at least
quarterly thereafter,

The Skin Management Guidelines dated 7/2017,
revealed upon admission, all residents are
assessed for skin integrity by comgleting an
assessment and documenting in the electronic
health record. Following admission; the Braden
Scale is completed quarterly, annuaily and with a
change of condition, for their risk for development
of pressure injury. Nurse aides complete body
audits. The body audits are given to the licensed
nurse to review for changes in skin condition post
shower. Appropriate preventative measures

F 686
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implemented on all resident identified at risk, and
interventions documented on the care plan.
Residents admitted with skin impairments will
have appropriate interventions implemented to
promote healing, a physician order for treatment,
wound location and characteristics documented
in the electronic health record, referral to
rehabilitation services, Registered Distician to
assess nutritional needs, their family notified of
presence of skin impairment and care plan
implemented. A care plan is developed upon
admission, identifying the contributing risks for
breakdown, including history of skin impairment
and the interventions implemented to promote
healing and prevent further breakdown. At-Risk
Review Meetings will be conducted to
review/discuss: new admission with wounds
present, resident identified at risk or with
compromise, treatment modalities and
interventions, recommendations based on
interdisciplinary evaluation and weights will be
monitared and dietary consumption reviewed,

According to the Skin Management Guidelines
dated 7/2017, residents who are at risk or with
wounds andfor pressure injury and those at risk
for skin compromise are identified, assessed and
provided appropriate treatment to encourage
healing and/or integrity. A pressure injury is
defined as any lesion caused by unrelieved
pressure resulting in damage of underlying fissue.
Pressure injuries are usually over bony
prominences and are staged to classify the
degree of tissue damage observed.

Per education provided to the facility staff on
5121121, each resident was to have a skin
assessment/observation completed weekiy. The
measurements and assessments were being
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§483.25(d) Accidents.

The facility must ensure that -

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

§483.25(d)(2)Each resident receives adequate
supervision and assistance devices to prevent
accidents.

This REQUIREMENT is not met as evidenced
by:

Based on clinical record review, observations,
staff interviews, facility policy review, and review
of manufacturer's directions, the facility falled to
secure medications, keep alarmed doors closed
to and from the outdoors for 10 residents
(Residents #2, #4, #10, #23, #24, #33, #40, #41,
#42 and #48), failed to ensure foct pedals on
wheelchairs while transporting residents for 1 of 8
residents reviewed (#32), and failed to lock the
brakes on wheelchair when siaff transferred a
rasident (#32) for 1 of 8 residents observed for
transfers. The facility reported a census of 50.
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done weekly by wound care but staff were to look
at the rest of their skin to make sure they do not
have other apen areas. This did not include
things like skin tears and bruises as they show up
on the Skin Observation Tool.
The manufacturer's guidelines for the
Therapeutic 5 Zone Support Mattress
documented the mattress provided prassure
redistribution and shear/friction reduction. The
deluxe horizontal, cross cut foam mattress
provided comfort, support and pressure
redistribution over 5 therapeutic pressure zones.
F 689 | Free of Accident Hazards/Supervision/Devices F 689
sS=E | CFR(s): 483.25(d){1){(2)
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Findings include:

1.a. The Minimum Data Set (MDS) assessment
dated 10/15/2021 recorded Resident #4 had
diagnoses of weakness, history of falling,
dysphasia (difficulty swallowing), and major
depressive disorder. The MDS documented the
resident had a Brief interview for Mental Status
{BIMS) score of 7, indicating severely impaired
cognition. Resident #4's care plan documented
the resident required assistance of one staff for
transfers and ambulation.

b. The MDS assessment dated 9/8/21
documented Resident #23 had diagnoses of
dementia, anxiety disorder, unsteadiness on fest,
dysphagia, muscle weakness, and difficulty in
walking. The resident had a BIMS of 11,
indicating moderately impaired cognition.
Resident #23's care plan recorded the resident
required assistance of one staff for transfers and
ambulation, and as non-compliant with asking for
assistance for transfers.

¢. The MDS assessment dated 9/22/21 revealed
Resident #33 had diagnoses of dementia,
schizoaffective discrder, history of falfing, and
cognitive communication deficit, The resident
had a BIMS of 3, indicating severely impaired
cognition. Resident #33's care plan revealed the
resident had a history of wandering, had a
wander alert bracelet, and transferred and
ambulated independently with a walker.

d. The MDS assessment dated 10/1/21 revealed
Resident #40 had diagnoses of Alzheimer's
disease, dementia, major depressive disorder,
aphasia (loss of ability to understand or express

F 689
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speech), anxiety disorder, and dysphasia. The
resident had a BIMS of 4, indicating severely
impaired cognition. Resident #40's care plan
revealed the resident transferred with assistance.

e. The MDS assessment dated 10/1/21 revealed
Resident #48 had diagnoses of dementia, major
depressive disorder, and dysphasia. The
resident had a BIMS of 8, indicating severely
impaired cognition. Resident #48's care plan
revealed the resident used a 4-wheeled walker
and ambulated independently.

Observation on 10/26/21 at 1:43 PM revealed the
treatment cart located in the COVID designated
area (for COVID positive residents) left unfocked.
Medications including insulin, trazadone,
finasteride, and various other medications were
inside a cardboard box. The box sat on top of the
treatment cart. An orange box which contained
insulin for Resident #2 sat on top of the treatment
cart.

Observation on 10/26/21 at 2:02 PM revealed
Staff U, Certified Medication Aide (CMA), entered
the COVID area and looked at the medications on
the treatment cart. Staff U braught medieation
cups with names listed on them and pills from the
Non-COVID area. Staff U pulled medications
from the treatment cart and placed pills in the
labeled medication cups. At 2:04 PM, Staff U left
the labeled medication cups on the treatment cart
and started to hand out medications to residents
in their rooms. Staff U left all of the other labeled
medication cups on the treatment cart unsecured.
At 2:15 PM, Staff U continued to pass
medications to residents in the COVID area and
left medications on the treatment cart as she
passed the medication to residents. At 2:28 PM,

F 689
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Staff U left the COVID area. Staff U left
medications and the treatment cart unlocked.

During observation on 10/26/21 at 2:35 PM, the
medications sat on top of the treatment cart and
treatment cart unlocked in the GOVID designated
area without staff present.

During interview on 10/26/21 at 2:44 PM Staff V,
Licensed Practical Nurse (LPN) stated
medications were not normally left out on carts.
Staff V stated did not know who left the
medications on top of the cart in the COVID
designated area. Staff V then placed the
medications into the treatment cart.

Observation on 10/27/21 at 12:59 PM revealed
Staff B, LPN, entered the COVID designated
area, and pulled medications out of the treatment
cart for residents no longer in the COVID area.
Staff B left the medications on the treatment cart
and then went and passed pills to current
residents in the COVID area. Medications left on
the treatment cart included 8 pill packs and
insulin for Resident #2. The treatment cart
remained unlocked while Staff B passed
medications. At 1:11 PM Staff B locked the
treatment cart.

2, 0n 10/28/21 at 9:13 AM, the surveyor entered
the building from an unlocked exterior door on the
West side. No alarm sounded and no staff were
present in the area, The area separated a
COVID designated side from a and Non-COVID
designated side, near rooms 200 and 201.

Observation on 10/28/21 at 9:17 AM revealed
Stafi |, Certifled Nurse Aide (CNA), entered the
building from an unlocked exterior door on the
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West side, by rooms 200 and 201, and brought
breakfast for residents.

Observation on 10/28/21 at 9:29 AM revealed the
treatment cart unlocked and with medications
inside for residents in rooms 200 and 201,

Observation on 10/28/21 at 9:34 AM revealed
staff exited a door and no alarm sounded by the
door. The door to the outside is the only way to
get to the area where 200 and 201 rooms are
located, The door to this area remained unlocked
and cracked open, Residents ate breakfast
thraughout the observation.

Observation on 10/28/21 at 9:42 AM, no staif in
the isolation hall or by rooms 200 and 201.

Observation on 10/28/21 at 9:47 AM revealed a
staff member entered the isolation hall to chack
ah residents in that area. A plastic barrier wall
separated the isolation area from rooms 200 and
201,

Observation on 10/28/21 at 10:00 AM of revealed
the door to room 200 remained closed for
residents, and no visual of residents can be done
by staff from the isolation area. Room 201 was
located around a corner and staff are unable to
see into the room from the isolation area. The
door to room 201 open.

During observation an 10/28/21 at 10:14 AM Staff
V entered to check treatment cart in the area
where rooms 200 and 201 are located. Staff V
started taking treatment items and looking at
medications. Staff V then then exited without
checking on residents. Staff V left the treatment
cart unlocked. The door did not alarm upon exit.
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Observation on 10/28/21 at 11:10 AM revealed
Staff V entered to look at treatment cart, At 1111
AM Staff V left the area by rooms 200 and 201,
and left the exterior door cracked open. No alarm
sounded when Staff V left the area and no other
staff were in the area. Staff V did not check on
residents and left the treatment cart unlocked.

Observaticn on 10/28/21 at 11:50 AM revealed
staff entered the 200 and 201 area to check on
residents.

Review of current orders for Resident #10 and
Resident #48 revealed they would like to have
cardiopulmonary resuscitation (CPR) and
Resident #4 and Resident #23 preferred no
resuscitation.

Review of current Care Plans for Residents #10,
#48, #4, and #23 revealed all at risk for falls.

During interview on 11/9/21 at 11:02 AM, the MDS
Coordinator reported she expected medications
to be stored in a locked cart.

The facility's policy entitled Medication Storage in
the Facility, Storage of Medications dated 11/18
instructed that medications and biologicals to be
stored safely, securely, and properly.
Medications are stored in a medication cart or
other designated area except for those requiring
refrigeration or freezing.

3. Review of the MDS assessment dated

10/10/21 revealed Resident #32 had diagnoses of
cerebral palsy, Non-Alzheimer's dementia,
anxiety disorder, schizophrenia, and muscle
atrophy. The MDS indicated the resident had a
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BIMS score of 8, which indicated moderately
impaired cognition. The MDS documented the
resident required total dependence on two staff
for transfers, and locomotion on and off the unit.

The resident's Care Plan updated on 7/9/21
recorded he had weakness and a risk for falls
related to cognition and unawareness of safety
needs.

The resident's Fall Risk Assessment dated
10/5/21 revealed a moderate fall risk.

During observation on 10/25/21 at 12:22 PM,
Staff E, CNA, wheeled Resident #32 in a high
back wheelchair from the upper dining room fo
his room approximately 50 feet. The wheelchair
had no wheelchair pedal on the right side. The
resident's right leg and foot dangled in the air
approximately 6 inches from the floor during the
transport.

During observation on 10/26/21 at 8:27 AM, Staff
F. CNA, whesled Resident #32 in a high back
wheelchair from his room to the shower room
located ot the 100 hall without foot pedals at
least 100 feet, The resident's legs and feet hung
down toward the floor while Staff F pushed him.

During observation on 10/26/21 at 8:55 AM, Staff
K, CNA, wheeled the resident in a high back
wheelchair from the 100 hail shower room to his
room without foot pedals on. The resident's heels
and feet were within 1-2 inches off the floor
during the transport.

During observations 10/25/21 at 12:33 PM, Staff
E and Staff 1, CNA, placed an EZ stand lift in front
of the resident's high back wheelchair, Staff
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placed the resident's feet on the EZ stand
platform, then placed a sling behind the resident's
back and attached the sling straps to the EZ
stand lift. Staff | used the remote to lift the
resident up. Staff left the wheeichair brakes
unlocked on the wheelchair. After Staff E
provided incontinence cares for the resident, Staff
} positioned him in the £Z stand in front of a lift
recliner. Staff E positioned the lift recliner in the
highest up position and had the resident's bottom
seated on the front edge of the recliner seat. As
Staff | used the remote to lower the resident, Staff
E then started o lower the Iiff recliner, until they
had the resident seated in the reciiner. Staff then
removed the sling behind the resident's back.

In an interview 11/10/21 at 12:10 PM, the Director
of Nursing (DON) reported she expected that
staff locked the brakes on the wheelchair
whenever they transferred a resident from the
wheelchair. The DON stated it depended upon
how large the resident was and whether or not
the recliner lift seat was kept in the up or down
position when a resident transferred into the lift
recliner. Alarger resident, may need to have the
recliner seat up in order to position the resident
further back in the recliner.

In a Primecare Drive Sit to Stand Lift owner's
manual revealed wheelchair brakes locked
whenever transferred a resident from a
wheelchair and used the sit to stand ift. Ensure
the desired surface (such as a chair} ready and
whenever transferred the resident, position the
resident over the chair or commods, press the
down button on the remote, and lower the
resident onto the desired surface. Then lock the
rear swivel casters on the lift and unhook the
sling from the lift.
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85=D | CFR(s): 483.25(e)(1)-(3)

§483.25(e) Incontinence,

§483.25(e)(1) The facility must ensure that
resident who is continent of bladder and bowei on
admission receives services and assistance to
maintain continence unless his or her clinical
condition is or becomes such that continence is
not possible to maintain.

§483.25(e){2)For a resident with urinary
incontinence, based on the resident’s
comprehensive assessment, the facility must
ensure that-

(i) A resident who enters the facility without an
indwelling catheter is not catheterized unless the
resident's dlinical condition demonstrates that
catheterization was necessary;

(if} A resident who enters the facility with an
indwelling catheter or subsequently receives one
is assessed for removal of the catheter as soon
as possible unless the resident's clinical condition
demonstrates that catheterization is necessary;
and

(iii) A resident who is incontinent of bladder
receives appropriate treatment and services to
prevent urinary fract infections and to restore
continence to the extent possible.

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

This REQUIREMENT is not met as evidenced
by: )
Based on clinical record review, ohservation,
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staff interview, and facility policy review, the
facility failed to provide complste peticare and
incontinence cares in a manner to prevent cross
contamination and potential infection for 2 of 6
residents abserved for incontinence cares
(Residents #31 and #32). The facility reported a
census of 50,

Findings include:

1. The Minimum Data Set (MDS) assessment
dated 9/15/21 revealed Resident #31 had
diagnoses of Non-Alzheimer's dementia and
cerebrovascular accident (stroke). The MDS
documented the resident had impaired short and
long-term memaory, and required total
dependence on one staff for bed mobility,
dressing, toileting and personal hygiene, The
MDS indicated the resident had incontinence, and
had moisture associated skin disorder (MASD),

The resident's Care Plan, updated 5/11/21,
identified bowel and bladder incontinence and
she required assistance with ADL's (activities of
daily living) related to hemiparesis (paralysis on
one side of the body) and dementia. The Care
Plan documented a history of urinary tract
infections (UTI) and directed staff to check and
change resident frequently and as required for
incontinence, wash, rinse and dry perineum, and
observe skin for breakdown.

During observation on 10/28/21 at 9:48 AM, Staff
G, certified hurse assistant (CNA), and Staff E,
CNA, washed their hands and donned a pair of
gloves. Staff E remaved the resident's brief as
the resident lay in bed, then Staff E changed her
gloves. Staff E took a disposable wipe and
cleansed across the resident's lower abdomen
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and the upper creases of her groin using the
same wipe. Staff G instructed Staff E she
needed to change her gloves and only to Use one
wipe for each time she cleansed. Staff E
removed her gloves, hand-sanitized, and donned
another pair of gloves. Staff G took a disposable
wipe and cleansed the vaginal area from back to
front, then used the same wipe and cleansed the
area again from back to front. Staff G rolled the
resident onto her left side. Staff E took a
disposable wipe, and cleansed the buttocks area
in a downward and then an upward motion. Staff
E continued to cleanse the buttock area with
another disposable wipe in the same fashion.
Staff E changed her gloves, sprayed the buttocks
area with perifresh spray, then took a disposable
wipe and cleansed the resident’s buttocks area
again front to back, Staff E changed her gloves,
rolled the underpad under the resident’s bottom,
placed a clean pad and clean brief under the
resident, then rofled the resident onto her right
side. Staff G removed the solled pad under the
resident, rolled the resident onto her back,
attached the tabs on her brief, then removed her
gloves. Staff G, MDS Nurse, observed the cares
as well.

In an interview 10/28/21 at 10:15 AM, Staff C,
Licensed Practical Nurse /MDS Nurse, reported
she had a concern with how incontinence and
peticare was performed on Resident # 31 on
10/28/21 Staff C reported she expected staff
cleansed front to back whenever
pericarefincontinence care was performed. Staff
C stated Resident #31 had a high risk for UTl's
and the potential for acquiring an infection easily.
Staff C reported she neaded to provide education
to staff on the proper technique for pericares.

Fe90|"
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In an interview 11/4/21 at 9:10 AM, Staff C
reported the facility had not completed audits
regarding residents cares such as handwashing
or pericares. Staff C reported she expected that
staff washed their hands before and after cares,
and expected gloves to changed after staff
completed cares and whenever gloves dirty or
soiled.

The facility's policy titled Perineal and
Incontinence Care, revised 1/1/14, directed that
incontinence care is provided for cleanliness and
comfort for the resident and to prevent infections
and skin irritations. The procedural steps
included:

a. Gather equipment and place on a clean
surface

b. Perform hand hygiene and apply gloves

¢. Remove soiled brieffunderpad by rolling the
brief and underpad

d. Cleanse perineal area from front to back, and
use a clean cloth for each area cleansed. For
females, separate the labia and cleanse on one
side, then the other side, and then the center of
the labia toward the rectal area. For males,
retract the foraskin and cleanse the tip of the
penis using a circular motion starting from the
urethra and work outward, Cleanse the shaft
and scrotum,

e. Cleanse rectal area and buttocks.

f. Assure all areas affected by incontinence have
been cleansed.

g. Remove gloves, and perform hand hygiene.
h. Apply clean gloves.

i, Apply protective ointment

j. Remove gloves and perform hand hygiene.
Apply clean gloves.

k. Apply clean brief and reapply clothing.

I. Remove gloves and perform hand hygiene.
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2. Review of the MDS assessment dated
10/10/21 revealed Resident #32 had diagnoses of
cerebral palsy, Non-Alzheimer's dementia, mild
intellectual disabilities, and infactious
gastroenteritis, The MDS documented the
resident had moderately impaired cognition. The
MDS indicated the resident had incontinence and
displayed total dependence on two staff for bed
mobility, transfers, and foilet use, and total
dependence on one staff for dressing and
hygiene.

The resident's Care Plan revised on 7/2/21
recorded he had bladder incontinence daily
related to dementia, btadder muscle dysfunction,
and impaired mability, and potential for impaired
skin integrity related to incontinence and
immobility. The staff directives included to check
the resident for incontinence frequently and
change as required and provide good pericare.

During observation on 10/25/21 at 12:33 PM,
Staff E and Staff |, CNA, donned gloves, and
provided incontinence cares for Resident #32 as
he stoad on a platform of a sit to stand lit. Staff |
removed the resident's soiled brief; the brief had
brown stacl present. Staff E took disposable
wipes, reached under the resident's bottom, and
cleansed his buttocks in an upward and
downward motion, and used the same disposable
wipe to cleanse each buttock. Staff E taok two
disposable wipes and cleansed the resident's
groin in an upward and downward motion on each
side. Staff | then placed a clean brief on the
resident's buttocks, pulled the brief between his
legs and up toward the groin area, and attached
the tabs on the brief. Staff removed their gloves.

F 890
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§483.25(qg) Assisted nutrition and hydration.
{includes naso-gastric and gastrostomy tubes,
both percutaneous endoscopic gastrostomy and
percutaneous endoscopic jejunostomy, and
enteral fluids). Based on a resident's
comprehensive assessment, the facility must
ensure that a resident-

§483.25(g){1) Maintains acceptable parameters
of nutritional status, such as usual body weight or
desirable body weight range and electrolyte
balance, uniess the resident's clinical condition
demonsirates that this is not possible ot resident
preferences indicate otherwise;

§483.25(g)(2) Is offerad 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 clinical record review, staff interviews,
and facility policy review, the facility failed to
monitor a resident with who experienced
significant weight loss for 1 of 19 residents
reviewed (Resident #102). The facility reported a
census of 50 resldents,

Findings include:
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In an interview 10/28/21 at 10:15 AM, Staff C
reported she expected staff cleanse front to back
whenever pericare or incontinence care is
performed.
F 692 | Nutrition/Hydration Status Maintenance F 692
85=D | CFR(s): 483.25(g)}(1)-(3)
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The Minimum Data Set {MDS) assessment dated
3/8/24 recorded Resident #102 had diagnoses
that included Non-Alzhelmet's dementia, cancer
and depression. The MDS assessment identified
a Brief Interview for Mental Status {BIMS) score
of 12 indicating moderate cognitive impairment.
The MDS further revealed Resident #102
required supervision with transfers and set-up
with eating.

The resident's Care Plan with a revision date
44121 documented Resident #102 had a
nutritional problem with a goal to maintain
adequate nutritional status by maintaining current
weight, having no signs or symptoms of
malnutrition and consuming at least 50% of
meals thorough next review with a target date of
5/31/21. The Care Plan directed staff to provide,
sarve dlet as orderad, monitor intake and record
every meal, weigh and record per facility protocol

Weight records documented the following weights
for Resident #102:

a. 2/28/21  109.0 pounds

h. 3/4/21 102.0 pounds

c. 3/7i21 103.0 pounds

d. 3/14/21  100.0 pounds

e.3/28/21  100.5 pounds

f. 3/29/21 100.5 pounds

g. 418121 400.5 pounds

The Progress Note dated 3/18/21 at 1:32 PM, the
Registered Dietictan documented Resident #102
had a significant weight loss of 9 pounds or 9% in
the past month with staff direction fo continue to
monitor the resident's weekly weights.

The clinical recard lacked weights obtained

F 692
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following 4/8/21.

Review of facility policy titled Weight and
Hydration Overview with an issue date February
2016 recorded a resident's nutritionat status will
be monitored on a regular basis. The
measurement of weight is a guide in determining
nutritional status. Therefore, the evaluation of the
significant gain or loss is a crucial part of the
assessment process. Significant unintended
changes in weight (loss or gain) or insidious
weight loss may indicate a nutritional problem.

Review of the resident's Progress Notes revealad
Resident #102 expired 6/28/21 at 7:10 PM.

During an interview 11/3/21 at 12:29 PM, the
Administrator stated the facility could not locate
documented weights for Resident #102 following
the weight obtained on 4/8/21.

F 693 | Tube Feeding Mgmt/Restore Eating Skills F 693
§8=D | CFR(s): 483.25(g){4)(5)

§483.25(g}(4)-(5) Enteral Nutrition

{Includes nasc-gastric and gastrostomy tubes,
both parcutaneous 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){4) A resident who has been able to
eat enough alone or with assistance is not fed by
enteral methods unless the resident's clinical
condition demonstrates that enteral feeding was
ciinically indicated and consented to by the
resident; and
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§483.25(g)(5) A resident who is fed by enteral
means receives the appropriate treatment and
services to restore, if possible, oral eating skills
and to prevent complications of enteral feeding
including but not limited to aspiration pneumonia,
diarrhea, vomiting, dehydration, metabolic
abnormalities, and nasal-pharyngeal ulcers.

This REQUIREMENT is not met as evidenced
by:

Based on clinical record review, observations,
staff interviews, and facility policy review, facility
staff failed to ensure a gastrostomy tube {g-tube)
as connected properly for one of three residents
observed for g-tube use {Resident #31). The
facility reported a census of 50 residents.

Findings include:

The Minimum Data Set (MDS) assessment dated
9/15/21 recorded Resident # 31 had diagnoses of
cerebrovascular accident (stroke), hyponatremia,
anemia, Non-Alzheimer's dementia, and
dysphagia (difficulty swallowing). The resident
had total dependence on one staff for eating and
required a feeding tube. The MDS indicated the
resident recaived 51% of more of their total
calories and 501 milliliters (ml)/day or more
average fluid intakes via tube feeding.

The resident’s Care Plan revised on 9/16/21
documented the resident had dysphagta and
required a G-tube for nutrition. The staff
directives included provide tube feeding and
water flushas as ordered, check tube
replacement, and monitar for signs of tube
dislodgement or dysfunction.

‘The Order Summary Report dated 9/3/21
instructed staff to change the g-tube tubing with

F 693
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each new bottle of tube feeding hung, starting
3/5/21.

The resident's Medication Administration Record
{(MAR) dated 10/1 - 10/31/21 directed staff to:

a. Check tube placement every morning and at
bedtime.

b. Tube feeding at 75 cc (cubic centimeter)/hr
{hour) via g-tube start at 3:00 PM and end at 5:00
AM.

c. Flush tube with 200 cc water every 6 hours for
g-tube and hydration. The MAR had no
documentation of water flushes on 10/3, 10/4 {12
AM and 4 AM), 10/10 (6 PM), 10/16 (6 PM),
10/17 (12 AM and 4 AM), 10/18 (12 AM and 4
AM).

d. Change tubing with each new bottle last
documented as changed on 10/26/21.

e. Record the amount of water flush daily at noon
and clear the pump after intake recorded, The
MAR showed no documentation of water flush
amount 10/5, 10/6, 10/7, 10/8, 10/17, 10/18,
10/18, 10/20, 10/21, 10/22, 10/25,

During observation on 10/25/21 at 1:01 PM and
2:56 PM, Resident #31 lay in bed on her back, A
bottle of Jevity 1.5 tube feeding formula and a
bag of water hung on a pole near the resident's
bed. The tubing was draped and hung over the
top of the pole, and the end of the tubing had no
cap and was exposed to air, and the tubing had
no date listed on it.

During observation on 10/27/21 at 9:05 AM, a
bottle of tube feeding formula and tubing hung on
a pole near the resident's bed. The end of tubing
was uncapped and exposed to air.

During observation on 10/27/21 at 12:25 PM, the

F 693
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resident's feeding pump had a water flush
running at 200 mifhr. A bottle of Jevity formula
had 200 mi left in the baitle. The Jevity 1.5 bottle
had the date and time of 10/25/21 at 2200 (10
PM) written on the bottle. The water reservair
bag had no date listed. Resident#31 lay in hed
on her back and the head of her bed was
elevated at 20 degrees. Al the time, the MAR
doctimented Staff B's initials for infusion of the
water flush.

During observation on 10/27/21 at 1:08 PM, Staff
C, Licensed Practical Nurse (LPN), donned a pair
of gloves, obtained a syringe, and uncovered the
resident. Staff G found a plug attached to end of
the resident's g-tube port, and water flush
infusing onto the pad under the resident. Staff C
stated the pad under the resident appeared wet.
Staff C stated the tube feeding was not hooked
up and she didn't know why a plug for the tubing
was attached to the resident's g-tube. Staff C
planned to look into what happened and who
attached the plug to the g-tube. When informed
the tube feeding and water flush were not
connected that morning and the date on the
Jevity bottle 10/25/21 at 10:00 PM., Staff C
confirmed this would have been the date the
pottle had been hung. Staff C stated the tube
feeding should be changed out at 3:00 PM
whenever staff hung a new bottle of formula.
Staff C reported a new bottle of Jevity sat on the
shelf by the resident's bed and apparently was
not hung or changed out 10/26/21 at 3:00 PM
when schaduled. Staff C reported enteral
formula needed to be changed out every 24
hours.

On 10/27/21 at 1:35 PM, Staff C stated she
looked at the MAR for Resident #31. Staff V, an
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agency LPN, documented she hung Jevity on
10/25{21. Staff C reported that Resident #31 had
an order for her Jevity infusion to start at 3:00 PM
and end at 5:00 AM. The nurse who worked
10/26/21 didn't change the Jevity bottle at 3:00
PM. Staff C stated she wasn't sure who started
the infusion on 10/27/21,

In an interview 10/27/21 at 1:54 PM, Staff B, LPN,
reported she hooked up the water flush for
Resident # 31 at 12:00 PM on 10/27/21 because
the resident got a 200 ml water flush every 6
hours, and they record the volume according to
reading on the pump. At the time, Staff C told
Staff 8 she found a cap attached to Resident
#31's g-tube and the flush infusing into the pad
under the resident. Staff B reported she was
responsible for the infusion not being hooked up
correctly. Staff C also stated the date listed on
the Jevity bottle was 10/25/21. Staff B then
stated she hadn't even looked at the date on the
bottle when she connected the water flush. Staff
B stated it's good the tubing wasn't connected to
the resident's g-tube because the water in the
bag was probably maldy or not good.

The facifity's Medication Administration General
Guidelines policy dated 12/17 revealed the
individual who administered a medication dose
recorded the administration on the resident's
MAR after giving the medication. The person
who administered the medication initialed on the
MAR in the space provided under the date, and
on the line for the specific medication
administered. If a dose of regularly scheduled
medication is withheld, refused or not available,
or given at a time other than the scheduled time,
initial and circle in the space on the front of the
MAR. The physician would be notified If a vital
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medication was withhald, refused or not available.
F 695 | Respiratory/Tracheostomy Care and Suctioning
§8=D | CFR(s): 483.25(j)

§ 483,25(1) Respiratory care, including
tracheostomy care and tracheal suctioning.

The facility must ensure that a resident who
needs respiratory care, including fracheostomy
care and tracheal suctioning, is provided such
care, consistent with professional standards of
practice, the comprehensive persan-centered
care plan, the residents' goals and preferences,
and 483,65 of this subpart,

This REQUIREMENT is not met as evidenced
by:

Based on clinical record review, cbservations,
and interview, and facility policy review, facility
staff falled to follow oxygen administration orders
for 1 resident (#3), failed to obtain oxygen orders
for 1 resident {#46) and failed to date oxygen
tubing for 2 of 3 residents reviewed on oxygen
{Residents #3 and #46). The facility reported a
census of 50 residents.

Findings:

1. The MDS (Minimum Data Set) assessment
tool, dated 7/21/21, listed diagnoses for Resident
#3 included coronary heart disease, hearl failure,
diabetes, hypertension (high blood pressure),
urinary tract infections, diabetes, hyperkalemia
{high potassium), hyperlipidemia (high
cholesteral), non-Alzheimer’s dementia, multiple
sclerosis, depressian, Schizophrenia, asthma,
and respiratory failure. The MDS stated the
resident required assistance of 1 staff for bed
mobility, transfers, and toileting. The MDS listed
his BIMS (Brief Interview for Mental Status) score

F 693

F 695
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cognition.

not dated.

undated.

as 10 out of 15, indicating moderately impaired

The resident's Care Plan, dated 10/15/21, listed
Resident #3 with 02 settings via nasal cannula
2-41, to keep oxygen >90%. The Care Plan alsa
documented Resident #3 had a CPAP machine
nightly related to obstructive sleep aphea.

Observation on 10/26/21 at 8:26 a.m. revealed
Resident #3 with oxygen {O2) running at 3 1/2
liters (L) by nasal cannula. The oxygen tubing did
not have a date of it's last change. Resident #3
stated her O2 should be between 3 -4 LING.

Observation on 10/26/21 at 11:02 a.m. revealed
Resident #3 with O2 the concentrator at 3 %
L/NG and a portable O2 tank set at 3 L/NC.
Resident #3 transferred to wheelchair for junch.

Observation and interview on 10/27/21 at 9:48
a.m. with Resident #3 revealed Q2 concenirator
set at 3 ¥4 LINC. Resident #3 stated staff will
increase the O2 to 4 LINC if needed. O2 tubing

Observation on 11/1/21 at 9:41 a.m. of Resident
#3 with O2 on at 3 L/NC via oxygen concentrator
and undated O2 tubing.

Observation on 11/01/21 11:41 a.m. revealed
Staff T, Certified Nursing Assistant (CNA) and
Staff AA (CNA) assisted Resident #3 with a
transfer into the wheelchair. Once in the
wheelchair Staff T asked Resident #3 how many
liters of O2 she woare then placed the poartabls 02
tank at that amount and pushed Resident #3 out
to lunch. The O2 tubing on portable tank was
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Observation on 11/16/21 at 2:10 p.m. revealed
Staff C, LPN (Licensed Practical Nurse) turned on
Resident #3's BIPAP with settings of 4/8.

During an interview 10/27/21 at 9:54 a.m., Staff
B, LPN stated Resident #3's 02 should be at 3
L/NC and that there are no parameters to fitrate
(increase or decrease) the liters. Staff B reported
the resident did not have a Bilevel positive airway
pressure (BIPAP) or Gontinuous positive airway
pressure (CPAP). Staff B was not aware of
Resident #3's Kardex and if it indicated Resident
had either CPAP or BIPAP.

During an interview on 11/15/21 at 4:04 p.m. Staff
C stated O2 tubing will be marked with a piece of-
tape indicating it has been changed and the O2
tubing is changed weekly. Observation at the time
of the interview revealed a bucket on the
resident's badside table with tubing inside of it
labeled "CPAP."

During an interview on 11/15/21 at 4:06 p.m. Staff
vV, LPN stated Resident #3 wore a BIPAP at night.
Staff V checked the BIPAP setting and stated it
said Pressure Support (PS) 4/8. The resident's
BIPAP tubing was undated and the mask had a
tear.

During an interview on 11/16/21 at 2:25 p.m. a
call to BIPAP vendor verified Resident #3 had a
BIPAF unknown setting and last physician order
received in 2017. On 11/17/21 at 2:38 p.m,, the
BIPAP vendor stated the resident’s last sleep
study was completed 12/20/17. The vendor
stated the BIPAP is in auto mode, she was not
able to verify the BIPAP setting were correct. The
. vendor stated Resident #3 last wore the BIPAP
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10/8, 10/17, 10/23, and 11/7/21 as it transmitted
to her computer. The facility is respansible for
maintenance of the BIPAP device as the resident
owns the machine.

The current Order Summary Report, dated
11/15/21, listed an order for oxygen 3 liters
continuously. The order directed staff to assist
with CPAP mask placement every night and
check placement every night related to
obstructive sleep apnea with BIPAP settings at
19/15 with 3L O2.

Physician order dated 11/9/21 directed staff to set
the the BIPAP settings at 19/15 with 3L 02.

The resldent's Treatment Administration Record
(TAR) dated 10/2/21-10/31/21 lacked
documentation that staff applied the CPAP at
night for 31 of 31 days. The TAR dated
11/1/21-11/30/21 also lacked documentation that
staff applied the CPAP at night for 12 of 15 days
between 11/1-11/15/21,

The facility falled to document physician order for
BIPAP, instead documenting CPAP usage.

The facility's undated policy titled Oxygen
Therapy Overview, instructed:

a. Place tubing in a labeled and dated bag when
not in use.

b. Change tubing weekly and as needed (PRN).

The resident's Physician Orders, dated 10/25/21
directed staff to:

a. Change humidifier tubing weekly at bedtime
every Wednesday,

b. Change oxygen tubing every week at bedtime
every Wednesday
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c. May apply oxygen via nasal cannula at 3L/NC
continuous every morning and at bedtime.
d. BIPAP settings 19/15 with 3L/02.

The TAR of 10/1 - 10/31/21 decumented to
change the oxygen and humidifier tubing weekly
at bedtime every Wednesday. The facility lacked
documentation for 4 of 4 days.

Per
https:llwww.sleepassociation.orgfsleep-apnealcp
ap-vs-bipap/ BIPAP refers to Bilevel or two-level
Positive Airway Pressure. Like CPAP, this sleep
apnea treatment works by sending air through a
tube into a mask that fits over the nose, While
CPAP generally delivers a single pressure, BiPAP
delivers two: an inhale pressure and an exhale
pressure. These two pressures are known as
inhalation positive airway pressure (IPAP) and
exhalation positive airway pressure (EPAP).

2. The MDS assessment dated 10/8/21
documented Resident #46 had diagnoses of
chronlc ung diseass, seizure disorder, and
anxiety disorder. The MDS indicated the resident
had a Brief Interview for mental status (BIMS)
score of 14, indicated intact memory and
cognition. The assessment documented the
resident required oxygen during the 14-day
look-back period.

The Care Plan updated on 4/28/21 rovealed the
resident had oxygen therapy related to respiratory
ilinass and COPD, and had a risk for contracting
an infection. The staff directives included
provide oxygen as ordered and monitor for signs
or symptoms of respiratory distress.

The Order Summary Report dated 9/3/21 lacked
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documentation to show the resident had a
physiclan's order for axygen.

The Medication Administration Record and TAR
dated 10/1 - 10/31/21 lacked documentation for
oxygen use and contained no dates to show
when the staff last changed the oxygen tubing or
humidifier bottie.

During observation on 10/25/21 at 2:37 PM, an
oxygen concentrator had a humidifier bottle and
oxygen tubing attached and sat next to the
resident's bed. The oxygen tubing and humidifier
bottis had no date listed to Indicate when staff last
changed that equipment.

During observation on 10/26/21 at 9:35 AM, Staff
!, certified nursing assistant (CNA) assisted
Resident #46 into bed and applied oxygen per
nasal cannula, The oxygen tubing and humidifier
boltle had no date listed to show when staff
placed the items in the room.

During observation on 10/27/21 at 8:55 AM,
Resident #46 had oxygen on via nasal cannula.
The oxygen tubing and humidifier bottle had no
date fisted to indicate when staff changed the
tubing and botlle,

in an interview 10/26/21 at 9:35, Resident #46
reported she used oxygen continuously and
thought staff changed the oxygen tubing every
2-3 weeks, but was uncertain when the oxygen
tubing or humidifier bottle were last changed.

In an interview 11/4/21 at 9:10 AM, Staff C, MDS
Caordinator reported a physician's order was
required whenever a resident used oxygen and
stated the expectation that staff change oxygen
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tubing weekly.

In an undated policy titled Oxygen Therapy
Overview directed oxygen is a drug prescribed by
the physician, Oxygen concentrators and their
filters should be maintained for optimal function,
and staff should change oxygen tubing and high
flow devices weekly and PRN (as needed).

F 697 | Pain Management F 697
S5=G | CFR(s): 483.25(k)

§483.25(k) Pain Management.

The facility must ensure that pain management is
provided to residents who require such services,
consistent with professienal standards of practice,
the comprehensive person-centered care plan,
and the residents' goals and preferences.

This REQUIREMENT is not met as evidenced
by:
DESCRIPTION:

Based on dlinical record and policy review,
observations, and staff, resident, and family
intetviews, the facility failed to ensure that pain
management is provided to residents who require
such services, consistent with professional
standards of practice, the comprehensive person-
centered care plan, and the residents' goals and
preferences for 1 of 2 residents reviewed
{Resident #50). The facility reported a census of
50 residents.

Findings:

1. The Minimum Data Set (MDS) assessment
dated 10/6/21 indicated Resident #50 had
diagnoses that included anemia, coronary artery
disease (CAD), acute ischemia of intestine,
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dysphagia (swallowing difficuity), hypertension
(high blood pressure), cerebral vascular accident
{CVA), and chronic pain. The MDS documented
the resident scored 15 of 15 possible points on
the Brief Interview for Mental Status (BIMS) test,
which meant she demonstrated intact cognitive
abilities. The MDS also documented Resident
#50 required assist of 1 staff with bed mobility,
transfers, and toilet use, and set-up assist for
eating. Resident #50 had moisture related skin
damage and ointments applied during the
lookback period.

Review of the resident's Care Plan revealed a
lack of information, planning, interventions, and
staff directives related to management of the
resident's pain.

In an observation on 10/25/21 at 3:42 p.m.,
Resident #50 sat in her recliner. The resident
reported she often had to wait a long period for
staff to bring her pain medication for gastric tube
(GT) site pain. She stated she had a scheduled a
pain pill at 8 a.m. today but did not receive a pain
pill until noon, and described her current pafn
level as 8 out of 10 (0=Nothing. 10=the worst pain
ever felt). The resident appeared to be in pain
with facial grimacing observed whenever she
moved.

On 10/27/21 at 1:11 p.m., Resident #50 reported
her current pain level as 5 out of 10. The resident
stated she received a pil at noon and commented
the nurses do not try to keep my pain controlled
and not all nurses apply Dermaceptin as ordered
twice per day. She added when staff needed to
change her dressing, her pain increased and she
now required a Fentanyl patch plus the
Hydrocodone for pain. Resident #50 stated since
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the physician started the Fentanyl patch, the
nurses do not seem fo think she needed the
Hydrocodone and took longer to medicate her.

On 14/1/21 at 11:00 a.m., the resident's fube
feeding (TF) infused through her GT. Observation
revealed the resident in visible pain and
alternating her position while she sat. Resident
#50 reported she had a rough weekend; the
facility ran out of her pain medicine and the nurse
did not change her dressings as ordered. She
specified that the primary source of her pain is
her GT and abdominal wounds when not treated
with cintment.

During an interview on 10/27/21 at 2:34 p.m.,
Staff C, LPN, explained the nurses documented
skin assessments in the efectronic health (EHR),
under the assessments tab tilted Skin
Observation Tool.

In a subsequent interview on 11/01/21 at 11:30
a.m., Staff C, Licensed Practical Nurse (LPN)
reported the facility did not have a process for
reordering medication, but usually when a
medication runs low, the certified medication aide
{CMA) or LPN will place a sticker on the reorder
form and fax it to the pharmacy.

During an interview on 11/1/21 at 11:35 am., the
Administrator (ADM) reported the facility had no
specified process for reordering medication; it is
not one person's responsibility to reorder
narcofics or other frequently used medications.

During an interview on 11/1/21 at 1:15 p.m., the
Director of Nursing (DON) stated Staff G, LPN
gave Resident #50 Hydrocodone at 7:00 a.m. on
11447214, At 2:50 p.m., the DON added the
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resident received a Hydrocodone at 7:30 a.m.
today, but she failed to sign out the narcotic and
Staff C gave the resident Tyleno! at noon.

During an interview on 11/1/21 at 3:30 p.m., Staff
C, LPN reported the DON had removed
Hydrocodone from the facility Emergency Kit
{E-kit) 11/1/21 and administered the medication to
Resident #50. Staff G stated the facHity ran out of
Hydrocodone for Resident #50 aver the weekend
and since the facility pharmacy is located in
Minnesota, the refill will not arrive until 11/2/21 at
approximately 2 a.m.

On 11/01/21 at 3:30 p.m., the resident reported
an improvement of pain from 10 out of 10, to 9
out of 10 after Staff C, LPN changed her
abdominal dressing. Resident #50 stated the
dressing change decreased her pain fevel more
than the pain medicine did.

On 11/1/21 at 3:40 p.m., Staff C, LPN, stated sho
gave the resident Tylenol at noon today, but did
not sign the medication record. She also said she
was not aware the resident did not have a
physician order for Tylenol.

On 11/1/21 at 3:45 p.m., the DON reported she
placed a call to the facility physician to obtain
Hydracodone from the E-Kit for Resident #50.

On interview oh 11/2/21 at 9:39 a.m., Staff G,
L PN said nursing staif are to document the
effects of pain medicine in the progress notes.

During an interview on 11/4/21 at 9:09 a.m., Staff
C, LPN, stated the facility wound physician would
visit Resident #50 11/4/21. She explained the
physician visits the facility every week and had
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not seen Resident #50 prior to 11/4/21, as she
had not needed a wound doctor. Staff C stated
she updated the Care Plan for each resident
quarterly or PRN and added that wound cares
would be on a Care Plan if ordered. Staff G
reported she looked at Activities of Daily Living
(ADL) sheet, History & Physical (H&P), and
physician orders to update Care Plans, which
were updated within 24 hours.

During an interview on 11/03/21 at 9:50 a.m., the
DON stated she expected Staff C, PLN to update
the residents' Care Plan within 24-48 hours.

During an interview on 11/3/21 at 12:00 p.m., the
DON revealed the Certified Nurse Assistants
(CNA's) Shower Day Skin Audit is where staff
document the resident skin on shower days, DON
stated the Certified Nurse Assistants (CNA's)
would have been aware of Resident #50's
abdominal wounds and therefore did not make
mention of them on the tools, DON stated the
expectation would be for staff to draw on the body
diagram Resident #50's abdominal wounds.

During an interview on 11/04/21 at 2:23 p.m.,
Staff G, LPN stated she could not locate prior
documentation of Resident #50's abdominal
wounds in her medical records.

During an interview on 11/22/21 at 5:45 p.m.,
Wound Physician stated she has been rounding
on residents at the facility since September 2021.
Wound Physician made an initial round on
Resident #50 on 11/11/21,

During an interview on 12/6/21 at 10:00 a.m.,
Power of Attorney (POA) stated Resident #50
admitted to the facility with abdominal wounds
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present. POA stated the wounds have gotten
worse and she had asked for a wound doctor to
see Resident #50 in September. The DON told
the POA that Staff C, LPN was a wound nurse.

The MAR dated 10/1/21-10/31/21 lacked
documentation to show staff gave Hydrocadone
for pain on 10/25/21.

The Individual Residents Controlled Substance
Record for Hydrocodone-Acetaminophen (APAP)
51325 my, 1 tablet by mouth every 4 hours as
needed for pain, revealed the docurmentation on
10/25/21 appeared altered from 12:00 p.m. to
8:00 a.m.; documentation dated 10/31/21
revealed 1 remaining Hydrocadone at 3 p.m.

AMAR, dated 10/1/21-10/31/21 lacked
documentation to show staff administered the
resident's Fentanyl patch on 10/19/21 and
10/22/21.

A Physician Order Summary (POS) dated
10/11/21 revealed:

a. Hydrocodone-Acetaminophen tablet 5-325 mg,
give 1 tablet via GT every 4 hours as needed for
pain.

b. Fentany! patch 72 hour 25 microgram
(MCG)/hour, apply transdermally every 72 hours
related to acute ischemia of intestine.

Review of the MAR, dated 11/1/21-11/3/21
revealed no documentation to indicate staff
administered Hydrocodone as needed for pain on
11/21-1143121.

The MAR dated 11/1/21-11/30/21 revealed staff
gave Hydrocodone-Acetaminophen tablet 5-325
mg, give 1 tablet two times per day for pain on

FORM CMS-2567(02-99) Pravious Verslons Obsolste

Event ID: SZVT11

Facllity 1D: 1AQ605

If continuation sheet Page 174 of 219




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

PRINTED: 12/21/2021
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CGORRECTION IDENTIFICATION NUMBER:
165175

(X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
A BUILDING COMPLETED
B.WING 42/07/2021

NAME OF PROVIDER OR SUPPLIER

GENESIS SENIOR LIVING

STREET ADDRESS, CITY, STATE, ZIP CODE
5608 SW 9TH STREET
DES MOINES, 1A 50313

(X4} ID SUMMARY STATEMENT OF DEFIGIENGIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

i}
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTIGN (%5)
(FAGH CORRECTIVE ACTION SHOULD BE COMPLETION

CROSS-REFERENCED TG THE APPROPRIATE DAZE
DEFICIENCY)

F 697 | Continued From page 174
11/1/21 at 7:30 a.m. and 8:30 p.m.

The Individual Residents Controlled Substance
Record, dated 11/1/21 revealed:

a. 6:03 p.m.: Zero Hydrocodone on hand, 1
received from E-kit, 1 given, 0 remaining

b. 10:05 p.m.: Zero Hydrocodone on hand, 2
received from E-kit, 1 given, 1 remaining

¢. 11/2/21 2:00 a.m.: 1 Hydrocodone on hand, O
received, 1 given, 0 remaining

The MAR, dated 11/1/21-11/30/21 lacked
documentation of staff administration of Fentanyl
patch on 11/1/21.

The Physician Order Summary dated 11/4/21
revealed the following orders:

a. Hydrocodone-Acetaminophen tablet 5-325 mg,
give 1 tablet via GT every 4 hours as needed for
pain.

b. Hydrocodone-Acetaminophen tablet 5-325 mg,
give 1 tablet by mouth two times per day for pain
b. Fentanyl patch 72 hour 25 microgram
(MCG)hour, apply transdermally every 72 hours
related to acute ischemia of intestine.

The Baseline care plan dated 6/98/21 lacked
documentation of current or past skin Integrity
issues.

The resident's Care Plan lacked staff directives
related to cares and interventions from skin
breakdown.

A physician order dated 6/9/21 directed licensed
nurse to complete weekly skin check.

F 897
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A Skin Assessment Toel, dated 10/14/21 in the
EHR revealed Resident #50 had one excoriated
area around the GT site only. The resident's
record did not have any other Skin Assessment
Tools documented.

The facility documents in the EHR titled Weekly
Wound Observation, dated 10/28/21, revealed
blank documentation, The resident's record did
not have any other Weakly Wound Observations.

The facility policy titled Medication Ordering and
Recelving from Pharmacy, dated 12/2017
directed:

a. Reorder medication five days in advance of
need, as directed by the pharmacy order and
delivery schedule, to assure an adequate supply
is on hand.

b. The refill order is called in, faxed, sent
electronically or otherwise transmitted to the
pharmacy. The pharmacy label is pulied and
transmitted to the pharmacy.

Resident #50 chart lacked a physician order for
Tylenol.

A Shower Day skin audit form for 10/1-10/29/21
revealed Resident #50 did not have any open
areas noted six times by three different staff
members.

Fagility document titled Medication Administration
-Preparation and General Guidelines, dated
12/2017 revealed:

Documentation: the individual who administers
the medication dose records the administration.
At the end of each medication pass, the person
administering the medications reviews the MAR
o ensure necessary doses were administered
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and documented.

When PRN meds are administered: Date, time of
administration, dose, route of administration;
complaints or symptoms for which the med was
given; results achieved from giving the dose and
the time results were noted; signature or initials of
person recording administration and signature or
initials of person recording effects, If different
from the person administering the medications.

Resident #50 Progress Note, from date range of
6/21/21 through 11/20/21 revealed:

a. 6/21/21 Nurse Practitioner (NP} requested to
see resident for increased pain at GT site with
redness and irritation, greenfyellow drainage from
insertion site on gauze and around tube. Plan o
start on Keflex 500 milligrams (MG) x 7 days.
Resident #50 stated Tylenol has not controlled
pain.

b. 6/21/21 NP documented to start Keflex 500
MG twics per day (BID) x 7; monitor GT site;
monitor pain; skin checks per protocol

c. 6/22i21 Staff DD, Registered Nurse
documented she received nurse order o start
Keflex 500 MG BID for x 7 days for skin infection
and to start Hydrocodone-Tylenol (APAP) 1 tablet
every 6 hours as needed (PRN) for pain. Faxed
to Pharmacy at 2:15 a.m.

d. 6/27/21 Staff Z, RN documented she changed
GT dressing and noted 3 centimeter (CM) by 2
CM open abrasion approximately 1 inch above
the letft side of GT, no drainage from wound,
Resident #50 stated tender to touch and paln
med given

. 6/27/21 Staff EE, LPN documented open, red
areas remain on abdominal creases

§, 6/209/21 Staff FF, LPN documented Resident
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#50 on antibiotics for skin infection surrounding
GT, red and raw in some areas, painful per
Resident.

7/4/21 NP ordered Dermaceptin BID to GT site
BID

7/19/21 NP documented Resident #50 reported
increased pain localized to GT site. Wound
culiure showed no growth. Resident evaluated in
emergency department.

7/20/21 Staff CC, RN documented to start
Hydrocodone-APAP 1 tablet every 4 hours for GT
pain.

8/31/21 NF documented to see Resident #50 for
increased pain,

9/6/21 Director of Nursing {DON) documented to
start Bactrim (antifungal} BID for 10 days

9/10/21 Staff GG, LPN documented Resident #50
cried in pain during the night from pain at GT site.
9/17/21 Staff GG documented on Physician
Progress Note for Bactrim DS tablet 800-160 MG,
1 tablet by GT for GT site infection until 9/26/21

9/26/21 Staff D, LPN documented GT site raw
and extremely painful. Resident needs seen for
pain management.

8/28/21 NP documented Resident #50 with
Increased pain at GT site, staff state red with
odor, started Diflucan 150 MG x 3 days.

10/13/21 Staff HH, RN documented Resident #50
upset that the nurse had to call the pharmacy for
mare pain medicina.

11/4/21 Staff V, LPN documented Resident #50
Fentanyl patch increased, resident taking
scheduled and PRN Hydrocodone with continued
complaints of pain.
11111/21 Wound Physician
#50 ‘
1113121 Staff B, LPN documented GT skin dark
pink and draining, continued to be tender and

rounded on Resident
f
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Resident appeared to be in pain.
41/20/21 Staff D, LPN documented GT site very
red, raw, and painful.

Facility policy titled Interdisciplinary Care Plan
Meeting, dated 1/24/2019 directed:

The Initial Interdisciplinary Care Plan Meeting will
be scheduled post completion of the initial
Resident Assessment Instrument (RAI).
Subsequent meetings will take place quarterly,
upon significant changes, and as needed.

Facility policy titled Comprehensive Person
Centered Care Plan, dated 1/24/2019 directed:

a. Each resident will have a person-centered plan
of care to identify problems, needs, strengths,
preferences, and goals that wil identify how the
interdisciplinary team will provide care.

b. For each problem, need, or strength &
resident-centered measurabie goal is developed.
¢. Upon change in condition, the Comprehensive
Person Centerad Care Plan or baseline Care
Plan will be updated if: to reduce the
riskloceurrences with a problem area, including
goals and interventions to reduce the
risk/occurrence.

F 698 | Dialysis

38=D | CFR(s): 483.25(})

§483.25()) Dialysis.

The facility must ensure that residents who
require dialysis receive such services, consistent
with professional standards of practice, the
comprehensive person-centered care plan, and
the residents' goals and preferences.

This REQUIREMENT is not met as evidenced

F 697
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Based on clinical record review and staff
interviews, the facility faited to monitor a dialysis
resident's daily weight as ordered and to
auscuitate bruit (whooshing sound heard through
a stethoscope of a fistula site} and palpate thrill
(gentle vibration of fistula site) every shift as
ordered for 1 of 1 residents reviewed for dialysis
(Resident #2). The facility reported a census of
50 residents,

Findings include:

Resident #2's Minimum Data Set (MDS)
assessment dated 10/21/21 recorded diagnoses
of chronic kidney disease (stage 5 or end stage
renai disease), diabetes, and major depressive
disorder. The MDS documented the resident had
a brief interview for mental status score of 12,
indicating moderately impaired memory and
cognition. The MDS indicated Resident #2
required dialysis while residing at the facility. The
MDS documented Resident #2 entered the facllity
on 714424,

Review of the Physician's Orders for Resident #2
revealed orders for daily weights (starting
7/26/21) and to auscuitate bruit and palpate thrill
every shift of Resident #2's new fistula (starting
7/26/21). Afistula is an abnormal connection of
two body parts, such as a vein and artery, done
surgically.

Review of the resident's Weight Records in the
electronic health record (EHR) revealed only 7
weights documented since admission: 7/20/21,
7/27121, 8/5/21, 8112121, 8/19/21, 9/2/21, and
10/8/21.

F 698
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Review of Treatment Administration Records of
8/21 through 10/21 revealed no bruit auscultated
or thrill palpated each shift, and fisiula not
checked for 8 days: 8/9/21, 8/10/21, 9/7121,
0/15/21, 9/28/21, 9/26/21, 9/30/21, and 10/19/21.

During interview on 11/1/21 at 2:35 PM, Staff B,
Licensed Practical Nurse (LPN), stated the
Certified Nurse Aides (CNA) wrote weights on
papet and gave them to the nurse to record on
the TAR.

During Interview on 11/9/21 at 11:03 AM, the MDS
Coordinator stated resident weights are

measured monthly and weekly by CNA's, and
nursing staff entered the weights in the EHR.

The MDS Coordinator stated if a resident had an
order for daily weights, she expected the weights
to be done daily, and if any order besides monthly
weights, it would be on the care plan.

Sufficient Nursing Staff

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

§483.35(a) Sufficient Staff.

The facility must have sufficient nursing staff with
the appropriate competencies and skills sets 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

F 698
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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

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

§483.35(a)(2) Except when waived under
paragraph (e) of this section, the facility must
designate a licensed nurse to serve as a charge
hurse on each tour of duty.

This REQUIREMENT is not met as avidenced
by:

Based on clinical record review, observations,
and staff interviews, the facility fafled to ensure
staif responded and answered a resident’s
request for assistance within 15 minutes, and met
residents needs in a timely manner for one of
nineteen residents reviewed (Residents #11).
The facifity reported a census of 50 residents.

Finding include:

Review of the Minimum Data Set (MDS)
assessment dated 8/11/21 revealed Resident #11
had a Brief Interview for Mental Status (BIMS)
score of 10, indicating moderately impaired
cognition. The MDS indicated the resident had
diagnoses of carebral palsy, anxiety disorder, and
seizure disorder. The MDS recorded the resident
displayed total dependence on two staff for
transfers and toilet use, and total dependence on
one staff for lacomotion on and off the unit.

The resident's Care Plan, revised 6/8/21,
documented the resident as at risk for falls and
that she required assistance with activities of daily
living. The staff directives included to anticipate
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and meet the resident's needs, and encourage
resident to call for assistance.

Observations on 10/27/21 revealed the following:
a. At 10:45 AM, Resident #11 sat in a wheslchair
at a table in the upper dining room, and hollered
out why it took so lang to find someone to help
her. A distary staff person was visible in the
kitchen, but no other siaff were in the area. The
resident had no call light or way to call for
assistance other than to yell.

b. At 10:57 AM, Staff G, certified nursing
assistant (CNA) walked by the resident and told
Resident #11 she would help her In a little bit.
Staff G then walked into another resident's room
on the 100 hall.

¢. At 10:59 AM, Resident #11 cried out "if you
don't lay me down, I'm not going to eat,” then
started to cry.

d. At 11:01 AM, Staff H, CNA, wheeled Resident
#11 in her wheelchair from the dining room to her
room, then left the resident's room.

e. At 11:04 AM, Staff H walked by Resident #11's
room and told her staff was on the way, then went
' to obtain the mechanical lift and wheeled the lift
into the resident's room.

in an interview 11/4/21 at 9:10 AM, Staff C,
Licensed Practical Nurse/ MDS Nurse reported
she expected call lights to be answered within 15
minutes. Staff C reported no audits done for call
fights and staff response times.

In an interview 11/10/21 at 3:15 AM, the
Administrator reported she expected staff
responded to call ight or assistance of a resident
within 10-15 minutes.

F 727 | RN 8 Hrs/7 daysWk, Full Time DON

SS8=D )

F 725

F 727

FORM CMS-2567(02-99) Previous Versions Obsolete Event IR SZVTH

Facility 10: 1A0605

If continuation sheet Page 183 of 219




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

PRINTED: 12/21/2021

FORM APPROVED

OMB NO, 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
165175

(X2} MULTIPLE CONSTRUCTION
A, BUILDING

B. WING

(X3) DATE SURVEY

COMPLETED

12107/2021

NAME OF PROVIDER OR SUPPLIER

GENESIS SENIOR LIVING

STREET ADDRESS, CITY, STATE, ZiP CODE
5608 SW 9TH STREET
DES MOINES, 1A 50315

CFR(s): 483.35(b)(1)-(3)

§483.35(b) Registered nurse

§483.35(b){1) Except when waived under
paragraph (e) or (f) of this section, the facility
must use the services of a registered nurse for at
least 8 consecutive hours a day, 7 days a week.

§483.35(b)(2) Except when waived under
paragraph (e) or (f) of this section, the facility
must designate a registered nurse to serve as the
director of nursing on a fuli time basis.

§483.35(b)(3) The director of nursing may serve
as a charge nurse only when the facility has an
average daily occupancy of 60 or fewer residents.
This REQUIREMENT s not met as evidenced
by:

Based on facility record review and staff
interviews, the facility failed to provide eight
consecutive hours of Registered Nurse coverage
saeven days a week. The facility reported a
census of 50.

Findings include:

Review of the facility forms titied Nursing Staff
Assighment from 10/ - 10/27/21 revealed no
Registered Nurse scheduied to work on 10/3,
10/10, 10/16 and 10/17/21.

Interview on 10/27/21 at 2:30 pm with Staff A
Certified Nursing Assistant/Scheduler revealed
that staff had set schedules and verified that on
the above dates there were no Registered Nurse
scheduled or who worked at the facility,

During interview on 10/28/21 at 10:01 am with the
Director of Nursing verified that she was not in
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The facility must ensure that its-

§483.45(f)(2) Residents are free of any significant
medication errors.

This REQUIREMENT is not met as evidenced
by:

Based on clinical record review, staff interviews,
and policy review, the facility failed to ensure the
residents were free from significant medication
arrors far two of eight residents reviewed with
diagnoses of COVID-19 (Resident #16 and #34).
The failure resulted in Resident #16's decline in
condition and required admission to a higher level
of care. The facility reported a census of 50
residents.

Findings include:

1. The annual Minimum Data Set (MDS)
assessmenit tool dated 11/5/21 revealed Resident
#16 had diagnoses that included non-Aizheimer's
dementia, anemia, pulmanary embalism (PE),
chronic obstructive pulmonary disease (COPD),
atrial fibrillation, breast cancer, and diabetes.
The MDS revealed the resident had impaired
short and long-term memory, poor appetite for
12-14 days during the 14 day look-back period,
and was totally dependent on one staff for eating
and activities of daily living (ADL’s).

The cars plan revised 11/11/21 revealed the
resident had diagnoses that included COPD,
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the facility on the above listed dates. The Director
of Nursing stated she expected that the CMS
guidelines related to the 8 hours of RN coverage
a day be foliowed.
F 760 | Residents are Free of Significant Med Errors F 760
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anemia, dementia, diabetes and hypertension
(HTN). The care plan documented the resident
as at risk of contracting COVID-18 due to nursing
facility and community living and had a risk of
fatal complications of infection due to her
advanced age and a compromised immune
system. The care plan showed the resident
moved to a transitional private room on 10/25/21
due to exposure fo a COVID-19 positive resident.
On 111421, the resident tested positive for
COVID-19 and moved to the COVID unit, and on
1111421, the facility deemed the resident
recovered from COVID-19. Staff directives
included administer medications as ordered and
monitor for elevated temperature, respiratory
symptoms such as cough, sore throat, and
shortness of breath,

The physician's progress notes dated 11/8/21 and
entered on 11/9/21, revealed Resident #16 tested
positive for COVID-19 on 11/1/21. The treatment
plan included start vitamin C 500 milligrams (mg)
daily {qd) for 30 days, vitamin D 5,000
international units (IU) qd for 30 days, zinc 220
mg qd for 30 days, and aspirin 325 mg gd for 30
days.

The physician's progress notes dated 11/12/21
and entered on 11/14/21, documented the facility
moved the resident was removed from [solation
on 11/11/2021. The treatment plan included
continue the vitamin D, vitamin C, aspirin, and
zinc medications as ordered.

Review of the physician order summary and
electronic health record (EHR) revealed it lacked
orders for vitamin C 500 mg qd for 30 days,
vitamin D 5,000 U qd for 30 days, zinc 220 mg
qd for 30 days, and aspirin 325 mg qd for 30

F 760
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days.

The medication administration record dated 11/1 -
11/30/21 failed to contain documentation
regarding the vitamin C 500 mg qd, vitamin D
5,000 IU gd, zinc 220 mg qd, and aspirin 325 mg
qd ordered by the physician.

The progress notes revealed the following:

a. On 10/26/21 at 11:26 AM, resident moved to
transitional hall due to roommate tested positive
for COVID-19. Resident #16 tested negative far
COovID-19.

b. On 10/30/21 at 6:58 PM, resident seen by
provider due to 14 residents and 3 staff at the
facility tested positive for COVID-19. Resident
#16 at high risk for COVID-19 due to history of
COPD, PE, breast cancer, heart disease,
dementia, diabetes, and HTN.

c. On 11/1/21 at 7:19 AM, The resident's COVID
point of care test is positive - resident moved to
COVID unit.

d. On 11/2/21 at 7:54 AM, Resident's PCR test
(used to detect genetic material from a specific
organism, such as a virus) results positive for
COVID.

e. On 11/9/21 at 10:35 PM, resident on droplet
and contact precautions due to positive
COVID-19 test. The resident had poor appetite
and didn't want to eat supper, and not drinking
fluids when offered - respiration easy and
unlabored. No cough observed. Pulse oximeter
Q4% on room air.

£. On 11/12/21 at 7:48 AM isolation discontinued
on 11/11/21.

g. On 11/13/21 at 11:34 AM, lungs sound
diminished bilaterally in bases and transient
wheezes audibls.

h. On 11/17/2021 at 4:55 PM, resident up for
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breakfast but would not stay awake and refused
to eat. Resident asked to lie down. Staff
returned resident to bed. Blood Pressure (B/P)
98/69, temperature (T) 97.9, pulse (P) 103,
respirations (R) 13, Resident also refused lunch
and asked to be left alone.

i. On 11/18/2021 01:48 resident up for evening
meal and had a fair appetite. Resident assisted
to lie down after dinner.

| On 11/18/2021 at 04:00, resident has not voided
this shift. Gave resident 240 cubic centimeters
{cc) water,

Resident skin pale white and bluish in color on hip
and in between knees and skin blanched poorly.
Resident repositioned off of her right side.

j- On 11/18/2021 at 11:53 AM nurse summoned to
resident's room. Resident less responsive and
had significant change in her condition, B/P
106/586, P 94, R 23. Provider notified and
attempted to notify family. Resident sent to the
emergency department (ED).

k. On 11/19/2021 at 05:33, nurse from hospital
contacted facility and advised Resident #16
passed away.,

In an interview 11/23/21 at 09:31 AM, Staff D,
Licensed Practical Nurse (LPN), reported usually
the nurse that received the physician's order
entered the order into the EHR, but it also
depended on which nurse had time to enter the
orders.

in an interview 11/23/21 at 09:46 AM, Staff Z,
Registered Nurse (RN}, reported the nurses
entered physician orders whenever they received
the orders,

In an interview 11/23/21 at 11:35 AM, Staff JJ,
RN, reported the nurses entered orders whenever

F 760
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they received new physician orders.

In an interview 11/23/21 at 12:50 PM, the Director
of Nursing (DON) reported the facility had no
palicy for physician's orders. The DON stated
physician's orders were just standard procedure.
The DON explained whenever staff obtained an
order, she expected them to enter the orders into
the EHR, and process the orders. The DON
reported the order summary repott dated
10/11/21 were the most current orders for
Resident #16. The DON provided a report of
orders entered into the EHR after 10/3/21 for
Resident #186; the report revealed only an order
for a pain assessment entered on 11/4/21 but no
medication orders entered.

In an interview 11/23/21 at 01:15 PM, the nurse
practitioner (NP} confirmed she ordered the
following for Resident #16 on 11/9/21:

Start vitamin C 500 mg qd for 30 days,
Start vitamin D 5,000 IU qd for 30 days
Start zinc 220 mg qd for 30 days

Start aspirin 325 mg qd for 30 days

The NP reported these medications were the
standard cocktail of medications prescribed
whenever a resident had COVID-19, The NP
confirmed no staff contacted her about orders
staff failed to order or administer as prescribed
for Resident #16. The NP stated the resident
didn't have many signs or symptoms of
COViID-18 but had tested positive for COVID-19.
The resident then stopped eating and had a
decline in health, and was sent to the hospital.

A facility policy for Medication Administration
Preparation and General Guidelines dated 12117,
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directed staff to administer medication as
prescribed in accordance with the prescriber's
orders.

2, The annual MDS assessment dated 9/22/21
revealed Resident #34 had diagnoses of
Alzheimer's dementia, anemia, malnutrition, and
vitamin D deficiency. The MDS revealed the
resident had impaired short and long-term
memaory and was totally dependent on one staff
for ADL's.

The care plan revised 11/9/21 revealed the
resident had a risk of contracting COVID-19 due
te nursing facility community living and at risk of
fatal complications of infection due to her
advanced age and a compromised immune
system. The care plan reveaied the resident
moved to a COVID unit on 10/25/21 due to
positive COVID-19 and symptoms of fatigue and
malaise. The care plan documented the resident
deemed recovered from COVID on 11/4/21 and
directed staff to administer medications as
ordered and monitor for elevated temperature,
respiratory symptoms such as cough, sore throat,
and shortness of breath.

A physician's progress note dated 10/30/21 for
date of service 10/29/21 revealed resident tested
positive for COVID-19 on 10/26/21 but had no
symptoms. The treatment plan included to: start
vitamin C 500 mg qd for 30 days, vitamin D 5,000
IU qd for 30 days, zinc 220 mg qd for 30 days,
and aspirin 325 mg qd for 30 days.

The order summary report revealed aspirin 325
mg qd, vitamin C 500 myg qd, vitamin D 5,000 1U
qd, zinc 220 mg qd had an order date 10/26/21
and an end date 11/26/21.

FORM CMS-2567(02-99) Previous Varsions Obsolsts Event I SZVT+# Facllity 10 1A0605 If continuzation sheet Page 190 of 219




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

PRINTED: 12/21/2021

FORM APPROVED

OMB NOG. 0938-0391

STATEMENT OF DEFICIENCIES
AND PEAN OF CORRECTION

(X1} PROVIDER/SUPPLIER/CLEA
IDENTIFICATION NUMBER:

165175

{%2) MULTIPLE CONSTRUCTION
A, BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

12/07/2021

NAME OF PROVIDER OR SUPPLIER

GENESIS SENIOR LIVING

STREET ADDRESS, GITY, STATE, ZIP CODE
5608 SW 9TH STREET
DES MOINES, 1A 50315

(X4) 1D
PREFIX
TAG

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

D PROVIDER'S PLAN GF CORREGTION
PREFIX {EACH CORRECTIVE AGTION SHOULD BE
TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENGY)

(X5)
GOMPLETION
DATE

F 760

F 761
§8=D

Continued From page 190

The MAR dated 10/1 - 10/31/21 lacked
medication entries/orders 10/29 - 10/31/21 for
aspirin 325 my qd, vitamin G 500 mg gd, vitamin
D 5,000 U qd, and zinc 220 mg qd..

In an interview 11/23/21 at 09:31 AM, Staff D,
L.PN, reported the nurse who received the
physician's order entered the order in the EHR
but it also depended on who had time to enter the
orders.

In an interview 11/23/21 09:46 AM Staff Z, RN,
reported the nurses usually entered orders in the
EHR.

in an interview 11/23/21 at 12:50 PM, the DON
reported the facility had no policy for physician's
orders. The DON stated physician's orders were
just standard procedure, The DON explained
whenever an order obtained, she expected orders
entered into the EHR, and the orders processed.

in an interview 11/23/21 at 01:15 PM, the NP
confirmed she ordered to start vitamin C 500 mg
qd for 30 days, vitamin D 5,000 IU qd for 30 days,
zinc 220 mg gd for 30 days, and aspirin 325 mg
qd for 30 days on 10/29/21.

The NP reported the medications were a
standard cocktail she preseribed whenever a
resident had GOVID-19. The NP confirmed no
staff contacted her about orders not implemented
or medication not administered as prescribed.
Label/Store Drugs and Biologicals

CFR(s): 483.45(g)h)(1){2)

§483.45(g) Labeling of Drugs and Biolegicals
Drugs and biclogicals used in the facllity must be

F 760

F 761

FORM CM3-2587(02-98) Previous Verslons Cbsolele

Event ID:SZVIH1

Faclity ID: IAGB05

If continuation sheet Page 191 of 219




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 12/21/2021

FORM APPROVED

CENTERS FOR MEDICARE & MEBICAID SERVICES CMB NO, 0938-0391
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A.BUILDING
165175 B. WiNG 12/07/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5608 SW 9TH STREET
GENESIS SENIOR LIVING
DES MOINES, IA 50315
(X4)ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5 -
PREFIX {EAGH DEFICIENCY MUST BE PREGEDED BY FULY. " PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L.SC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 761 Continued From page 191 F 761

labeled in accordance with currently accepted
professional principles, and include the
appropriate accessory and cautionary
Instructions, and the expiration date when
applicable,

§483.45(h) Storage of Drugs and Biologicals

§483.45(h){1} In accordance with State and
Federal laws, the facility must store all drugs and
biologicals in locked compartments under proper
temperature controls, and permit only authorized
personnel to have access to the keys,

§483.45(h)(2) The facility must provide separately
iocked, permanently affixed compartments for
storage of confrolled drugs listed in Schedule H of
the Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose can
be readily detected.

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interviews, and
facility policy review the facility failed to properly
monitor the storage of refrigerated medications
for 1 of 1 medication refrigerators, and failed to
dispense medications from manufacturer labeled
container. The facility identified a census of 50.

Findings include:

1. Review of the medication storage room in the
downstairs area on 10/27/21 at 12:44 PM
revealed a document titled Freezer/Refrigeralor
Temperature Log attached to the front of the
refrigerator. Staff C, MDS Nurse was present
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during the inspection of the medication storage
room and varified that the Refrigerator
Temperature Log sheet had not been
documented since 5/9/21. Staff C stated the
refrigerater tsmperature checks should be done
by night shift as It is assigned to their duty list and
temperatures should have been logged.

Medication in the downstairs storage room
refrigerator during the inspection included:

a. Bisacodyl suppositories 10 mg (milligrams) in
an opened box.

b. Levemir (insuliny 3 bottles for Resident #20.
Basaglar (insulin} 4 pens for Resident #2.
Lorazepam 3 vials for Resident #36.

Lantus (insulin) 3 vials for Resident #49.
Lantus (insulin) 3 vials for Resident #5.

~o oo

In an interview on 10/27/21 at 1:00 PM, the
Director of Mursing (DON) stated she expected
medication refrigeratar temperature logs be filled
out.

In an interview on 10/28/21 at 10:11 AM, Staff C
stated the medications in the refrigerator
eventually would be used for the residents.

Review of a form titled 6 PM-6 AM Nurse Duties
indicated that refrigerator temperatures needed to
be logged every day.

Review of a Medication Storage facility policy
dated 11/18 indicated the facilily should maintain
a temperature log in the storage area to record
temperatures at least once a day,

2. During a medication pass observation on
10/26/21 at 11:40 AM, Staff X, Certified
Medication Aide (CMA) reported she planned to

'F 761
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administer an exira strength (ES) Tylenol 500 mg
tablet to Resident #15. When Staff X obtained
the medication from the medication cart it was
noted that the medication was not in a
manufactured labeled bottle or individually
dispersed packet or bubble pack. The
medication was in a denture cup and Tylenol ES
500 mg written in marker on the lid of the denture
cup. At the time, Staff X stated she knew it wasn't
legal but she used a denture cup to store the £S
Tylenol. The CMA proceeded to get the ES
Tyienol| tablet out of the container and added to
the rest of the resident's medication she prepared
for the resident.

In an interview on 11/4/21 at 10:15 AM, the DON
stated she expected stock medications to be
administered from a manufacturer's labeled
bottle. The DON stated for resident specific
medications, the facility utilized bubble cards or
medication packets but all stock medications
should be in their original manufacturer's botiles
and labeled with a date when they were openad.
The DON stated it would never be okay for staff
to pass medications out of a denture cup.

Per the policy on Medication Storage in the
Facility, dated 11/18, the policy directed the
provider pharmacy dispenses medications in
containers that meet regulatory requirements,
including standards set forth by the United States
Pharmacopeia (USP). Medications are kept in
these containers. Nurses may not transfer
medications from one container to another or
return partially used medications to the original
centainer. [t further states drugs dispensed in the
manufacturar's original container will carry the
manufacturer's expiration date. Once opened,
these will be good to use until the manufacturer's
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§483.60(d) Food and drink
Each resident receives and the facility provides-

§483.60(d){1) Food prepared by methads that
conserve nutritive value, flavor, and appearance;

§483.60(d)(2) Foed and drink that is palatable,
attractive, and at a safe and appetizing
temperature.

This REQUIREMENT is not met as evidenced
by:

Based on clinical record review, observations,
staff interviews, and facility policy review, the
facllity failed to ensure staff prepared food by
methods that conserved nutritional value for
pureed food for 1 of 1 residents sampled on a
pureed diet (Resident #40). The facility reported
a census of 50 residents.

Findings include:

The Minimum Data Set {MDS) assessment dated
10/1/21 recorded Resident #40 had diagnoses of
Alzheimer's disease, dysphagia {swallowing
difficulties), and anoxic brain damage. The MDS
documented the resident had a Brief interview for
Mental Status (BIMS) score of 4, indicating
severely impaired cognition. The MDS revealed
the resident required assistance of one person for
eating.

Observation on 10/26/21 at 11:.07 AM revealed
Staff Q, Cook, added a cup of hot water fo meat
in a blender. Staff Q continued fo add thickener
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and stated she added the thickener in case she
had added too much water to the pureed meat
contents. At 11:10 AM Staff Q scooped the
pureed meat into a pan to be served to Resident
#40,

Interviews on 10/26/21 at 01:01 PM with the
Dietician and Dietary Manager revealed they
expected staff to use something with nutrition or
flavor instead of just water for pureed diets.

Review of the facility policy on Pureed Diet
Guidelines, updated 10/4/21, Section 3 instructed
staff to add milk, broth, or other liquid as needed
for product consistency {usually 2-3 tablespoons
per serving), and never puree with water.

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

§483.60(i) Food safety requirements,
The fagility must -

§483.80(1)(1) - Procure food from sources
approved or considered satisfactory by federal,
state or local authorities.

(I} This may include food items obtained directly
from local producers, subject to applicable State
and local laws or regulations.

{Ii) This provision doses not prohibit or prevent
facilities from using produce grown in facility
gardens, subject to compliance with applicable
safe growing and foed-handling practices.

{iii) This provision does not preclude residents
from consuming foods not procured by the facility.

§483.680(i)}2) - Store, prepare, distribute and
serve food in accordance with professional
standards for food service safety.

F 804
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This REQUIREMENT is not met as evidenced
by:

Based on observation and staff interview, the
facility failed to ensure staff sanitized their hands
after contamination In order to prevent foad borne
illness and handle food in a sanitary fashion for 1
of 2 dining observations. The facility reported a
census of 50.

Findings include:

Cbservation on 10/26/21 at 11:45 AM Staff Q,
Cook, started serving lunch, At 11:46 AM, Staff
Q grabbed a grilled cheese sandwich by hand
and placed it on a plate to serve to a resident. At
11:54 AM, without hand hygiene, Staff Q held
meat with her hand and cut a portion of burnt
meat off, then placed the meat on a plate to serve
a resident. The Dietary Manager then gave Staff
Q tongs to dish up meat, and Staff Q started
using the tongs. At 11:55 AM, Staff Q threw the
tongs into the meat and the handle touched the
meat. Staff Q's phone rang at 12:23 pm, she took
the phone out of her pocket and threw it under
the tray cart. Without hand hygiene, at 12:24 PM
Staff Q used her hand to hold the inside of
Styrofoam boxes where she was going to serve
the food. Staff Q repeated this 3 times.

Interview on 10/26/21 at 1:03 PM the Dietician
and Dietary Manager both stated the expectation
that staff not tauch food and plates with their
hands, and staff used tongs when served food.
Facility Assessment

CFR(s): 483.70{e}(1)-(3)

§483.70(e) Fadcility assessment.
The facility must conduect and document a

F812

F 838

FORM CMS-2567{02-99) Previous Versions Chsclete

Event ID: SZVT11

Fauility [D: [AGG05

If continuation sheet Page 197 of 219




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 12/21/2021

FORM APFPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: COMPLETED

A. BUILDING
165175 B. WING 1210712021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5608 SW 9TH STREET
GENESIS SENIOR LIVING
DES MOINES, JA 50315
o) 1D SUMMARY STATEMENT OF DEFICIENCIES I ~ PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 838 | Continued From page 197 F 838

facility-wide assessment to determine what
resources are necessary to care for its residents
competently during both day-to-day operations
and emergencies. The facility must review and
update that assessment, as necessary, and at
{east annually. The facility must also review and
update this assessment whenever there is, or the
facility plans for, any change that would require a
substantial maodification to any part of this
assessment. The facility assessment must
address or include:

§483.70(e){1) The facility's resident popuiation,
including, but not limited to,

{i) Both the number of residents and the facility's
resident capacity;

(i} The care required by the resident population
considering the types of diseases, conditions,
physical and cognitive disabilities, overall acuity,
and other pertinent facts that are present within
that population;

(it} The staff competencies that are necessary to
provide the level and types of care needed for the
resident population;

{iv) The physical environment, equipment,
services, and other physical plant considerations
that are necessary to care for this population; and
{v) Any ethnic, cultural, or religious factors that
may potentially affect the care provided by the
facility, including, but not iimited to, activities and
food and nutrition services.

§483.70{e)(2) The facility's resources, including
but not limited to,

{1y All buildings and/or other physical structurss
and vehicles;

(i) Equipment {medical and non- medical);

{iii) Services provided, such as physical therapy,
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pharmacy, and specific rehabilitation therapies,
{iv) All personnel, including managers, staff {both
emplaoyees and those who provide services under
contract), and volunteers, as well as their
education andfor training and any competencies
related to resident care;

{v) Contracts, memorandums of understanding,
ar other agreements with third parties to pravide
services or equipment ta the facility during both
normal operations and emergencies; and

{vi} Health information technology resources,
such as systems for electronically managing
patient records and electronically sharing
information with other organizations.

§483.70(e)(3) A facility-based and
community-based risk assessment, utilizing an
all-hazards approach.

This REQUIREMENT Is not met as evidenced
by:

Based on clinical record review and staff
interview, the facility failed to update their facility
assessment annually. The facllity assessment
also included data from over a year ago and not
updated upon facility review. The facility reported
a census of 50.

Findings include:

Review of the Facility's Assessment revealed the
assessment reviewed on 9/3/2021, and last
updated on 3/2020. The data entered on the
facility assessment updated 9/3/2021 had
statistics and notes from 3/2020.

Interview on 11/17/21 at 11:19 AM, the
Administrator stated they had nothing more
current than the facility assessment provided.
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§483.20(f)(5) Resident-identifiable information.

(i) A facility may not release information that is
resident-identifiable to the public.

(it} The facility may release information that is
resident-identifiable to an agent only in
accordance with a contract under which the agent
agrees not to use or disclose the information
except to the extent the facility itself is permitted
fo do so.

§483.70(i) Medical records,

§483.70(i)(1) in accordance with accepted
professional standards and practices, the facility
must maintain medical records on each resident
that are-

(i) Complete;

(i) Accurately documented;

(iif) Readily accessible; and

(iv) Systematically organized

§483.70(1)(2) The facility must keep confidential
all information contained in the resident's records,
regardiess of the form or storage method of the
records, except when release is-

() To the individual, or their resident
representative where permitted by applicable law;
(i} Required by Law;

(i) For treatment, payment, or health care
operations, as permitted by and in compliance
with 45 CFR 164.508;

(iv} For public heaith activities, reporting of abuse,
neglect, or domestic violence, health oversight
activities, judicial and administrative proceedings,
{aw enforcement purposes, organ donation
purposes, research purposes, or to coroners,

FORM CMS-2567(02-99) Pravious Versions Obsolate Event ID: S2VT11

Facifity ID: 1A0805

If continuation sheet Page 200 of 219




PRINTED: 12/21/2021

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
165175 B. WING 12/07/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5608 SW 9TH STREET
GENESIS SENIOR LIVING
DES MOINES, IA 50315
Oy ID SUMMARY STATEMENT OF DEFIGIENCIES 1o PROVIDER'S PLAN OF CORRECTION 5)
PREFIX (EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 842 | Continued From page 200 F 842

medical examiners, funeral directors, and to avert
a serious threat to health or safety as permitted
by and in compliance with 456 CFR 164.512.

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

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

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

(iii) For a minor, 3 years after a resident reaches
legal age under State law.

§483.70(i)(5) The medical record must contain-
(1) Sufficient information to identify the resident;
{iiy A record of the resident's assessments;

(iii) The comprehensive plan of care and services
provided;

{iv) The results of any preadmission screening
and resident review evaluations and
determinations conducted by the State;

{v) Physician's, nurse's, and other licensed
professional's progress notes; and

(vi) Laboratory, radiology and other diagnostic
services reports as required under §483.50.
This REQUIREMENT is not met as evidenced
by:

Based an observations, staff interviews, and
facility policy review, the facllity failed to store
resident medical and business related records in
a confidential and secure manner. The facility
reported a census of 50 residents.

Findings include:

Observations revealed the following:
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a. On 10/28/21 at 1.00 PM, two hoxes of medical
records containing various forms and resident
medical records sat on a couch near the front
door and main lobby of the facility, and no staff in
attendance of the records.

b. On 10/28/21 at 1:36 PM, the boxes of medical
records continued to sit on the couch near the
front entrance without staff in attendance.

c. On 106/28/21 at 2:37 PM, two boxes of resident
records sat on a couch by the front entrance and
lobby area, and no staff in the area.

d. On 10/28/21 at 3:05 PM, two boxes of resident
records sat on a couch by the front entrance and
lobby area, and no staff in the area,

e. On 10/28/21 at 3:19 PM, Staff A, Medical
Records, stood in the front lobby area and
handed a box that contained resident madical
records to another staff member. Both staff then
walked down the hall with the boxes of medical
records.

f. On 11/02/21 at 1:00 PM, the medical records
door observed pattially open and a stack of
resident medical records papers at least 12
inches high propped the medical records door
open. The surveyor knocked on the door of
medical records office, but no staff observed in
the room or near the medical records area. The
medical records room stored boxes and stacks of
medical record papers with various resident
names and personal health information including
but not limited to residents' diagnoses,
medications, social security numbers, insurance
information, ete, At the time, a resident wheeled
himself in a wheelchair past the medical records
room and dining room.

In an interview 11/17/21 at 11:30 AM, the
Administrator reported she expected medical

F 842
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records to be kept secure and the door to the
medical records room locked when staff were not
in the medical records office.

The facility's Medical Records policy, reviewed
4/25/19, recorded that each resident had a
medical record that shall be kept current,
complete, legible and available at all times. The
facility designated records such as the physician
orders, nursing notes, progress notes, etc, for the
legal medical record and these needed to be
retained.

The facility's Medical Records Retention and
Destruction policy, dated 4/25/19, instructed that
health information would be secured per HIPAA
(Health Insurance Portability and Accountability
Act) guidelines.

2. During observation on 11/2/21 at 12:52 PM,
Resident #21 was in ithe medical records storage
room without staff present in the room. Resident
#21 stated she was just looking at some papers,
sat the papers down and left the room. No staff
were observed outside the medical records
storage room in the lower dining hall while
Resident #21 was in the medical records storage
room.

Observation on 11/2/21 at 1:26 PM the medical
records door prapped with files to keep the door
open. No staff or residents were observed in
dining area or medical records storage room.

F 867 | QAPIIQAA Improvement Activities F 867
38=E | CFR({s): 483.75(a)(2)(ii)

§483.75(g) Quality assessment and assurance.
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§483.75(g)(2) The quality assessment and
assurance commities must:

{ii) Develop and implement appropriate plans of
action to correct identified quality deficiencies;
This REQUIREMENT is not met as evidenced
by:

Based on facllity record review and policy review,
and staff interview, the facility failed to have an
effective quality assurance (QA) program in place
to assist In the provision of guality care for
residents. The facility identified a census of 50
residents, ‘

Findings include:

Review of CASPER (Certification and Survey
Provider Enhanced) report and facility records
revealed repeated deficient practices identified
during the facility's annual survey 7/24/19,
complaint investigations completed 7/27/21, and
the current survey and complaint investigations,

The facility's QAP {Quality Assurance
Performance Improvement) policy reviewed on
8/20/20 described how the facility ensured care
and services delivered met accepted standards of
quality, identified problems and opportunities for
improvement, and ensured progress toward
improvement was achieved and sustained.
Performance improvement is a proactive and
continuous process with the intent to prevent or
decrease the likelihood of problems by identifying
areas of opporiunity and implementing new
approaches to resolve systemic problems.

In an interview 11/30/21 at 2:35 PM, the
Administrator reported they had a turnover in
administrative staff and department heads, and
were working to build their team. The
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Administrator reported she was aware of
deficiencies and planned to put together a plan to
address concemns identified, provide staff training
and education, and start auditing resident records
for accuracy and completeness, The
Administrator reported a number of gaps in thelr
records and processes, and planned to work
through the whole problem. The Administrator
reported the facility had no QA meeting minutes
since the previous administrator left 8/21 and
since the Director of Nursing took over the QAA
role.

F 868 | QAA Commiltee

§5=D | CFR({s): 483.75{a){1)(I)-(i)(2}()

§483.75(g) Quality assessment and assurance.
§483.75(g)(1) A facility must maintain a quality
assessment and assurance commitiee consisting
at a minlmum of:

{i) The director of nursing services;

{iiy The Medical Director or hisfher designee;

(iii) At least three other members of the facility's
staff, at least one of who must be the
administrator, owner, a board member or other
individual in a leadership role;

§483.75(g)(2) The quality assessment and
assurance committee must;

(i) Meet at least quarterly and as needed to
identifying issues with respect to which quality
assessment and assurance activities are
necessary.

This REQUIREMENT is not met as evidenced
by:

Based on facllity record review, facility policy
review, and staff interview, the facility failed to
ensure the Quality Assurance {QA) and Quality
Assurance Performance Improvement (QAP1)

F 867

F 868
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committee meetings held at least quarterly, and
failed to ensure the required personnel attended
the meetings. The facility reported a census of
50 residents,

Findings Included:

Review of the QA/QAPI meeting attendance
sheets revealed meetings held on 1/29/21,
5/25/21, and 6/29/21 and no other meetings held
in 2021.

Review of the QA/QAP| meeting attendance
sheets also revealed no Medical Director
attended the meeting held on 5/25/21, and no
Director of Nursing (DON) in attendance on
6/29/21.

Review of the facility's QAPI policy last reviewed
on 8/20/20, revealed the QAA committee will
meet monthly, The team members included: a
Licensed Nursing Home Administrator {LNHA),
BON, Medical Director/Designee, infection
preventionist, social service director (SSD),
activities director, environmental services, human
resources, dietary manager/designee, medical
records, and pharmacy.

In an interview 11/30/21 at 2:35 PM , the
Administrator reported QA committee meetings
held monthly, and the Medical Director and
departments heads attended the meetings. The
Administrator reported the Medical Director did
not attend the QA meeting when they had a
COVID-19 outbreak, and the facility had no DON
in 6/2021.

Infection Prevention & Control

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

F 868

F 880
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§483.80 Infection Control

The facility must establish and maintain an
infaction pravention 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, visitars, and other individuals
providing services under a contractual
arrangement based upon the facllity assessment
conducted according to §483.70{e) and foliowing
accepted national standards;

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

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

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

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

{iif} 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 imited to:
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(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.

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

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

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

Based on clinical record reviews, observations,
staff interviews and facility policy reviews, the
facility failed to utilize infection controf techniques
to protect against cross contamination and
potential infection when handling gastrostomy
tubes, catheters, and performing hand hygiene
for 3 of 19 residents reviewed (Residents #30,
#50 and #53). The facility reported a census of
50 residents.

Findings Include:
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1. The Minimum Data Set (MDS) assessment
dated 10/15/21 documented Resident #53 had
diagnoses that included hypertension,
Parkinson's disease, seizure disorder,
malnutrition, aduit failure to thrive and cystitis.
The MDS documented the resident had a Brief
Interview for Mental Status (BIMS) score of 5
indicating severely impaired memory and
cognition. The MDS coded the resident always
had bladder and bowsl incontinence. The MDS
lacked documentation of a catheter but had a
Foley (urinary) catheter on admission. The MDS
documented the resident required the assistance
of one staff for baed mobility, transfers, dressing,
toilet use, and personal hygiene.

A Physician Order dated 10/12/21 instructed use
of a 16 French/10 milliiter bulb Foley catheter to
straight drainage for Resident #53's urinary
retention.

The Care Plan dated 10/21/21 lacked & focus
problem, goal or any interventions for the Foley
catheter Resident #53 had in place.

A Progress Note dated 10/9/21 at 3:31 AM
recorded the resident's Foley catheter as patent
and dralning clear yellow urine via gravity without
difficulty.

Observations revealed the following:

a. On 10/26/21 at 8:38 AM, the Foley catheter
bag was attached to the bottom of the resident’s
wheelchair and a puddle of urine on the floor
below the catheter bag.

b. On 10/27/21 at 10:49 AM, the catheter bag sat
on the floor.

F 880
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d. On 10/27/21 at 1:30 PM, the catheter bag
continued to sit on the floor at the resident's
bedside.

&. On 10/27/21 at 2:40 PM, the catheter bag
continued to sit on the floor at his bedside.

f. On 10/27/21 at 3:00 PM, the catheter bag now
inside a pillow case and hung from the bed
frame.

g. On 11/3/21 at 8:56 AM, the catheter bag sat on
the floor.

h. On 11/4/21 at 8:39 AM, the catheter bag hung
on the bed frame and inside a pilfow case,

In an interview on 11/10/21 at 8:43 AM, the
Director of Nursing (DON} stated staff no longer
needed to worry about keeping the catheter bag
below the bladder due to valves in the catheter
bag that prevented reflux of urine into the
bladder. She stated it was her expectation that
catheter bags be hung under the seat of the
wheelchair on the cross bars or on the side of the
wheelchair if cross bars were not present. The
catheter bag hung from the bedframe whenever a
resident in bed. The DON stated staff were
trained on catheters and catheter care during
their orientation. The DON stated it would never
be acceptable to have a catheter bag left on the
floor due to the high potential for contamination
and possible subsequent infection.

The facility's Policy and Procedure for Catheter
Care, dated 10/16, instructed staff to maintain
consistent and adequate hygiene standards for
residents with an indwelling catheter in order to
maintain comfort, function and prevention of
infection and other complications.

2. The MDS assessment dated 9/15/21 recorded
Resident #30 had diagnoses of cerebrovascular
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accident (stroke), quadriplegia, and a
gastrostomy. The MDS documented the residernt
required a feeding tube.

The resident's Care Plan, revised 7/7/21,
instructed she required a feeding tube related to a
stroke and dysphagia (difficully with swallowing},
and had a history of infections, The staff
directives included to administer medications as
ordered.

During observation on 10/27/21 at 11:42 AM,
Staff B, LPN (Licensed Practical Nurse), prepared
medication for Resident #30 then took the
medication cup 1o the resident's room. Staff B
placed the resident's feeding pump on hold, then
donned a pair of gloves, placed the uncapped
feeding tube tubing over the pole next to the bed,
attached a syrings to the resident's g-tube, and
checked placement of the tube. Staff B plugged
the g-tube port, then apened the bathroom door
with her gloved hand, turned on the faucet with
her gloved hand, filled a plastic container with tap
water, then turned off the faucet, and placed the
container on a table next to the resident's bed.
Staff B attached a syringe to the resident’s
g-tube, poured approximately 75 miliiliters {(ml) of
water into the syringe, mixed the medication with
5 ml water, poured the medication into the
syringe attached to the g-tube port, then poured
approximately 75 ml water info the syringe. After
the contents had heen instilled, Staff B removed
the syringe from the g-fube port, took the
uncapped tubing that hung over the feeding pump
and pole, and attached the tubing to the g-tube
port. Staff B did not cleanse the end of the tubing
priar to altaching the tubing to the g-tube. Staff B
removed her gloves, set the feeding pump to
infuse water and Jevity formula. Staff B then
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poured the left over water in the plastic container
into the bag of water that presently hung on the
pole.

The facility's policy for Enteral Tube Medication
Administration, revised 8/14, recorded the
following procedural steps:

a. Don gloves

b. Check tube placement using air and
auscultation,

c. Check gastric contents for residual feeding,
then return residual volumes to the stomach. Turn
pump off,

d. Remove plunger from 60 m| syringe and
connect the syringe to clamped tubing using the
appropriate port.

a. Administer medication and flush tube with 15
mi of water based on facility policy

f. Glamp tubing and detach syringe.

d. Restart pump

h. Wash hands with soap and water,

The facllity's policy titled Medicalion
Administration - Preparation and General
Guidelines, dated 12/17, directed the person
administering medications adheres to good hand
hygiene which included washing their hands
thoroughly before beginning medication pass,
prior to handling any medication, after coming in
direct contact with a resident, and before and
after administration of medications via enteral
tubes.

In an interview 11/4/21 at 9:14 AM, Staff C, MDS
Coordinator reported she expected that staff
washed their hands before and after cares, and
she expected gloves to be changed after staff
completed cares and whenever the gloves were
soiled,
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3. The MDS assessment dated 10/6/21 indicated
Resident #50 had diagnoses that included
anemia, coranary artery disease {CAD), acute
ischemia of intestine, dysphagia (swallowing
difflcuity}, hypertension (high blood pressure),
cerebral vascular accident (CVA), and chronic
pain.. Resident #50 required the assistance of 1
staff with eating and utilized a feeding tube. The
assessment also documented she had moisture
related skin damage during lookback petiod with
ointment application.

The resident's Care Plan contained a focus area
of Alternative Nutrition with an initiation date of
6/10/21. An intervention directed staff to provide
local care to G-Tube site as ordered and monitor
for signs and symptoms of infection.

Observation on 10/27/21 at 1:29 p.m, revealed
Staff B reviewed Resident #50's Treatment
Administration Record (TAR) and physician order
for Dermaceptin to the gastric tube (GT) site prior
to entering Resident #50's room. Staff B donned
gloves, placed a barrier on the table, placed
wound supplies on the barrier, removed paper
tape from around the resident's GT site secured
by moistaned split 2 x 2 gauze. Staff B stated the
drainage appeared to be gastric fluids. The
observation revealed two additional open areas
above the GT site and all three sites were red
and excoriated. Resident #50 grimaced in pain
with removal of the dressing. Staff B applied
wound cleanser to the open wounds, then she
applied Dermaceptin ointment to all three wounds
and covered only the GT site with a 2x2 spilit
gauze dressing leaving the two other areas open
to air. Staff B removed her gloves and washed
her hands. Resident #50 stated the ointment

F 880
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drastically minimizes her pain as they feels like a
burn.

Observation on 11/2/21 at 12:40 p.m. revealed
Staff D, LPN entered Resident #50's room and
discontinued the resident's tube feeding without
wearing gloves. Staff D drew up water that sat on
the resident's bedside table with 30 | syringe,
unclamped gastric tube with her bare hands,
Inserted the syringe and flushed the tube. Staff D
repeated this process until she pushed a total of
250 mi of water, Staff D then hung the uncapped
tubing over the pole. Staff D plugged the gastric
tube and exited the room without performing hand
hygiene.

Observation on 11/3/21 at 2:00 p.m. revealed
Resident #50's gastric tubing as uncapped,
disconnected from resident and hanging from the
pole next to her,

During an interview on 11/4/21 at 9:09 a.m., with
Staff C stated that staff expectations are to wear
gloves when performing personal cares. Staff are
to change their gloves if visibly soiled and sanitize
in between the glove change.

During an inferview on 11/17/21 at 11:02 a.m.
with Directar or Nursing {DON Yinfection
Preventionist (IP) stated she had not conducted
any hand hygiene audits since arriving to facility
in August, 2021. ‘

The facility's policy Infection Prevention Manuai
for Long Term Care - Using Gloves, dated 2008,
instructed:

a. Purpose is for resident and employee
pratection.

b. Nonsterile gloves should be used primarily to
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prevent the contamination of the employee's
hands when providing treatment or services to
the resident.
¢. Perform hand hygiene after removing gloves.
d. Disposable gloves must be replaced as soon
as practical when contaminated.
e. Gloves should be used: when touching
excretions, secretions, blood, body fluids, mucous
membranes or non-intact skin.

1. When cleaning up spills or splashes of
blood or body fluids,

2. When handling potentially centaminated
items.

3. When handling potentially contaminated
items.

4. When it is likely that hands will come in
contact with bload, body fluids, or other potentially
infectious materials.

The policy on Contact Precautions, dated 2009,
directed:

a. Hand hygiene should be completed priar to
donning gloves.

b. Gloves should be worn when entering the room
and while providing care for the resident.

¢. Gloves should be changed after having contact
with infective material (i.e. wound drainage).

d. Gloves should be removed before leaving the
resident's room and hand hygiene should be
performed immedialely.

e. After glove removal and hand hygiene, hands
should not touch potentially contaminated
environmental surfaces or items.

F 881 | Antibictic Stewardship Program F 881
ss=0 | CFR(s): 483.80(a)(3)

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

§483.80(a)(3) An antibiotic stewardship program
that includes antibiotic use protocols and a
system to monitor antibistic use.

This REQUIREMENT is not met as evidenced
by:

Based on staff interview and facility policy review,
the facility failed to implement an Antibiotic
Stewardship Program. The facility reportad a
census 50 residents,

Findings:

During an interview with the Director of Nursing
{DON)/Infection Preventionist on 10/26/21 at 2:00
p.m. the DON stated she reviewed that resident
ordered antibiotics meet criteria but she did not
track ar log resident or staff infections. The DON
demonstrated record keeping which indicated
facility percentages of infectious processes but
failed to indicate which resident or room had the
infectious process and the antibictic the resident
was prescribed.

The facility document titled Reporting Employee
Infections, dated 2009, directed:

a. Any employee having an infection is
responsible for reporting it to their supervisor,
who will report it to the Infection Preventionist(IP).
b. The IP nurse is responsible for completing and
maintain the employee infection record whenever
an infection is reported.

¢. The IP will follow the facility's policy on work
restrictions for communicable diseases.

d. A physician assessment may be required as
approptiate,

F 881
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The Role Description - Infection Preventionist,
dated 2009, documented duties that included
monitoting healthcare-associated infections.

F 908 | Essential Equipment, Safe Operating Candition
s8=E | CFR{s): 483.90(d}(2)

§483.90{d)(2) Maintain all mechanical, electrical,
and patient care equipment in safe operating
condition.

This REQUIREMENT is not met as evidenced
by:

Based on observation and staff interviews, the
facility failed to maintain freezers in good working
order by having ice built up throughout the freezer
for 1 of 2 freezers observed, The facility reported
a census of 50.

Findings include:

Observation on 10/25/21 at 9:57 AM revealed the
freezer log not marked and the appliance had
heavy frost buitdup throughout the unit.

During interview on 10/25/21 at 12:35 PM, the
Dietitian stated she expected freezers to be clear
of ice buildup. The Dietitian stated their good
freezer just went down and they sent an email to
replace them,

Interviews on 10/25/21 at 12:45 PM with the
Dietitian and Dietary Manager (DM) revealed the
facility did not use a cleaning log at this time due
to being short staffed. They clean what they see,
but have not kept a record of it.

Observation on 10/26/21 at 12:47 PM revealed
the freezer continued to have ice buildup.

F 881

F ao8
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During interviews on 10/26/21 at 1:08 PM, the
Dietician and DM both stated they are working on
getting a new freezer and are working on fixing
that problem

On 10/28/21 at 2:26 PM the DM provided an
invoice for a new freezer dated 10/28/21 with the
plan to receive the freezer by 11/4/21 per the
invoice.

F 925 | Maintains Effective Pest Control Program

S8=E | CFR{s}: 483.90(i)(4)

§483.90(i)(4) Maintain an effective pest control
program so that the facility is free of pests and
rodents.

This REQUIREMENT is not met as evidenced
by:

Based on observations, facility record review,
and staff interviews, the facility falled to maintain
an effective past control, The facility ldentified a
census of 50 residents.

Findings include:

Observation on 11/3/21 at 12:00 PM revealed a
live cockroach in the employee bathroom that ran
across the floor. The cockroach appeared to
have ertered through a crack'in the baseboard.
Three black roach hotels sat on the floor in the
bathroonm:.

A Maintenance Request form dated 9/27/21
recorded a request for the pest company to spray
for bugs /roaches because a lot of bugs had been
seen aver the weekend in the dirty utility room,
the nurse’s station, and the bathroom on Side 1
hallway.

F 208

F 925
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A Maintenance Request form dated 10/28/21
documented a request to spray for bugs again as
lots of baby roaches could be seen everywhere
on Side 1 in the facility.

In an interview on 11/4/21 at 3:15 PM, the
Administrator reported an extermination company
came to the facility every two weeks for pest
control since she identified a problem six wesks
prior to this date.

In an interview 11/8/21 at 8:47 AM, the
Administrator reported she discovered a problem
with cockroaches in 8/21 after she found a
cockroach in her backpack. Afthe time, she
asked staff if they had seen any bugs or
cockroaches. Staff fold her they had seen
cockroaches. The Administrator reported
cockroaches were found in the dirty utility room,
the nurse's station, and in the basement. The
Administrator reported they had an exterminator
come in and treat the areas.

GENESIS SENIOR LIVING
DES MOINES, IA 50315
(X4} ID SUMMARY STATEMENT OF DEFICIENCIES (2} PROVIDER'S PLAN OF CORRECTION (%5)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFiIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFIGIENCY)
F 925 | Continued From page 218 F 925

FORM CMS-2567(02-99) Previcus Versicns Obsclele Event ID:SZVT11

Fagility ID: 1AGG05

If continuation sheet Page 219 of 219







F 567:

This is my credible allegation of compliance. This allegation does not constitute guilt, but that the facility
is in compliance with F 567.

Residents 19, 26, 29, 36, 43, 46, 49, and 50 have access to their money for the weekends.
Any resident who wants access to their money on the week has access to money on the weekend.

Staff was re-educated on the process to deliver money on the weekends on 1/6/2022. Management will
audit money and money delivery process to ensure money is available for residents on weekends.
Problems will be corrected as they are observed during audits and further staff education will be
provided as needed.

Facility management team will monitor that audits are completed with appropriate corrective action as
needed. Problems will be corrected by the management team as they are identified.

F 568:

This is my credible allegation of compliance. This allegation does not constitute guilt, but that the facility
is in compliance with F 568.

Residents 19, 22, 25, 36, 37, 49, and 50 are receiving appropriate financial statements on a quarterly
basis.

All residents are receiving appropriate financial statements on a quarterly basis.

Staff was re-educated on the process of Resident Trust Management Service which includes providing
quarterly financial statements to residents on 1/6/2022 The Business Office Manager and Administrator
will continue to work on the quarterly financial statements for the residents so that they can be
delivered per the facility process.

The facility’s management team will monitor that quarterly financial statements are delivered to
residents/responsible parties in a timely manner. Problems will be corrected as they are ohserved.

F 569:

This is my credible allegation of compliance. This allegation does not constitute guilt, but that the facility
is in compliance with F 569.

Residents 11, 12, 19, 22, 25, 36, 37, and 49 and appropriate cash assets per Medicaid requirements and
were notified of reaching maximum cash asset limit. Residents 152 and 153 estate probates were
notified of cash remaining in their accounts and money was delivered to the estates properly.

All resident who use the facility’s trust management will be notified if reaching their Medicaid cash asset
limit. If residents pass away their probate/responsible party will be notified of any cash assets remaining
in their accounts so that money can be distributed to them appropriately.







Staff was educated on the correct notification process for when residents are reaching their Medicaid
cash asset limit on 1/6/2022 Staff was also educated on 1/6/2022 of the correct process for estate
notification of remaining funds in the facility’s trust management account for deceased residents. Staff
was also educated on getting information of where to deliver the remaining money to during that
education.

Facility’s Management staff will assist in auditing of resident financial resources in the facility's trust
management to assist in getting residents/responsible parties notified of getting close to Medicaid cash
asset cap. Cash will be spent down to benefit the resident. Facility Management staff will also assist in
reminding BOM to notify deceased resident’s family/responsible party/estate contact person of
remaining funds so that money can be returned appropriately.

Facility’s Management Team will assist in auditing that Medicaid resident’s money is audited routinely
so that exceeding the allowable cap is hot met and or surpassed. Problems will be corrected as they are
observed. Deceased residents will be audited so that appropriate notifications were made to return any
excess money in resident’s account to the appropriate people. Problems will be corrected as they are
observed.

F 580

This is my credible allegation of compliance. This allegation does not constitute guilt but that the facility
is in compliance with F 580.

Residents 102, 23, 46, 52, and ¢ are having families notified for room changes as well as
physicians/families are being notified of changes in condition along with significant weight changes.

Facility residents and families are being notified per protocols of room changes. Resident’s physicians
and families are also being notified of resident changes in conditions as well as significant weight

changes.

Staff was educated on 1/6/2022 of the process for notification of family for room changes as well as
family/physician notification of changes in condition which include significant weight changes. Staff
documentation will be audited for proper documentation of family/resident notification of room
changes. Documentation will also be audited for proper family/physician notification of changes in
condition as well as significant weight changes. Problems will be corrected as they are ohserved.

Facility’s Management Team will monitor notification via stand up meeting process with problems of
notification corrected as they are observed. Further education will be provided as needed.

F584:

This is my credible allegation of compliance. This allegation does not constitute guilt but that the facility
is in compliance with F 584.

The facility has a clean homelike environment which includes appropriate temperature control through
out the facility. ‘






Staff was educated on current house keeping protocols which included resident care equipment on
1/6/2022 This education also included how to request repairs and or maintenance requests.
Maintenance and Housekeeping will continue to follow their routine cleaning schedules as well as
routine preventative cleaning/maintenance schedules. Maintenance was educated on temperature
requirements throughout the facility on 1/6/2022 Temperatures will continue to be checked and {ogged
as part of the facility’s routine maintenance programs.

The facility’s management team will continue with walking rounds to monitor the clea nliness and
temperatures throughout the facility. Problems will be corrected as they are observed with more
education as needed.

F607:

This is my credible allegation to F 607. This allegation does not constitute guilt but that the facility is in
compliance with F 607,

Resident 151’s personal property is accounted for.
Facility resident’s personal property is accounted for.

Staff were educated on 1/6/2022 on the reporting requirements for missing resident property or the
allegation of missing resident property. Staff were educated on the grievance protocols for missing
resident property on 1/6/2022

Management staff will continue to investigate the allegations of missing resident property and follow
reporting guidelines if missing items are not recovered. Family/responsible party will be notified of
missing resident property per protocols.

Management will discuss missing resident property and report missing property per guidelines.

F 622

This is my credible allegation of compliance to F 622. This allegation does not constitute guilt but that
the facility is in compliance with F 622.

Residents 101 and 32 no longer reside at the facility.

Residents who discharge and or transfer to another facility will have pertinent information shared with
the new admitting facility to assist with a continuum of care.

Staff were educated on 1/6/2022 on the importance and protocols for relaying pertinent resident
information to the new admitting facility for a continuum of care, Staff will be audited by nurse
management for appropriate documentation r/t to the transfer of pertinent resident information to
admitting facility during the discharge process. Problems will be corrected as they are observed and
further education will be provided as needed.






Facility management will monitor that audits and education occur via their stand up meeting process.
Problems will be corrected as they are observed and further education provided as needed r/t the
discharging process.

F625:

This is my credible allegation of compliance to F 625. This allegation doe not constitute guilt but that the
facility is in compliance with F 635. '

Resident 101 no longer resides in the facility.

When residents discharge/transfer to another facility a bed is being sent and or reviewed with the
resident and or responsible party during the discharge/transfer process.

Staff were educated on 1/6/2022 on the proper process for discharging/transferring a resident which
includes the completion of the Bed Hold to the resident/responsible party. Discharged/transferred
resident’s documentation will be audited to see if documentation addresses that the Bed Hold was
completed with resident and or responsible party. Problems will be corrected as they are observed.

Facility management will monitor that Bed Holds were audited and that proper corrective action
occurred from the audit findings. Problems will be corrected as they are observed.

F637:

This is my credible allegation of compliance to F 637. This allegation does not constitute guilt but that
the facility is in compliance with F 637.

Resident 23 no longer resides at the facility.

Residents who trigger for a Significant Change in Status MDS are having them performed per RAI
guidelines.

Staff were educated on 1/6/2022 of the importance of completing a Significant Change in Status per RAl
guidelines. Significant Change in Status also will include a change in pay such as Hospice. MDS's will be
audited to see if a Significant Change in Status MDS was completed and or if one was needed. This audit
will also include audits of hospice residents to see if a Significant Change in Status MDS was completed.
Prablems wil! be corrected as they are observed.

Facility management will monitor that audits are completed and Significant Change in Status MDS’s
were completed per RAl guidelines, as well as proper corrective actions were taken. Problems will be
corrected as they are observed.

F641:

This is my credible allegation of compliance to F 641. This allegation does not constitute guilt but that
the facility is in compliance to F 641,






Residents 53 and 3 have current and accurate MDS’s in their EMAR.,
Residents in the facility have current and accurate MDS’s completed and in their EMAR.

Staff was educated on 1/6/2022 on the importance of completing MDS's in a timely manner and per RAI
guidelines. This education included establishing an assessment schedule for assessment completion and

timing of required assessments.

MDS'’s, MDS schedule will be reviewed by interdisciplinary team weekly to ensure all residents MDS’s
are completed per RAI guidelines. Problems will be corrected at that time.

Management team will monitor that MDS’s are completed in a timely manner and per RAl guidelines.
Problems will be corrected as they are observed and further education will be provided as needed.

F 655:

This is my credible allegation of compliance to F 655. This allegation does not constitute guilt but that
the facility is in compliance with F 655.

Resident 101 not longer resides in the facility.
Upon admission to the facility base line care plans are being com pleted per facility protocols

staff were educated on 1/6/2022 on the importance of completing baseline care plans within the 48
hour time frame. This education also included that the resident/family need to be explained the baseline
care plan and offered a copy of the baseline care plan, The discussion of the baseline care plan wiil be
documented in the resident’s record and if family was provided a copy.

New admissions will be audited for completion of the baseline care plan as part of the facility’s Stand Up
Meeting process. Problems will be corrected as they are observed.

Management team will monitor that audits occur and that appropriate corrective action took place.
Problems will be corrected as they are observed

F 656:

This is my credible allegation to F 656. This aliegation does not constitute guilt but that the facility is in
compliance with F 656.

Resident 50's comprehensive care plan is up to date and current to assist in directing her care. Residents
2, 23, and 53 no longer reside in the facility.

Residents in the facility have comprehensive care plans in place to assist in directing care far them.

staff were educated on 1/6/2022 on the importance of residents having a comprehensive care planin
place to assist in directing resident care. Education also included that comprehensive care plans need to
be accurate to reflect the care needed and amount of staff support required.






The facilities Interdisciplinary Team will review care plans prior to and during care plan meetings to
ensure up to date and reflect the resident care needs. Problems will be corrected as they are observed.

The facility’s management team will monitor that reviews occur, and care plans are up to date and
reflect the resident’s care needs. Problems will be corrected as they are observed,

F 657:

This is my credible allegation of compliance to F 657. This allegation does not constitute guilt but that
the facility is in compliance with F 657

Resident 47 no longer resides in the facility. Resident 5 and 46 are being invited to their scheduled care
conferences as are their families/responsible parties.

Residents in the facility are being invited to their care conference meetings as are their
families/responsible parties.

Staf was educated on 1/6/2022 of the importance of inviting residents and families/responsible parties
to scheduled care conference meetings. SS will invite residents and their families/responsible parties to
scheduled care conferences. Resident and family invitation will be documented in the resident’s record.

Facility management will monitor that residents and families/responsible parties are invited to care
conferences and invites are documented in resident records. Problems will be corrected as they are

observed.

F 658:

This is my credible allegation of compiiance to F658. This allegation does not constitute guilt but that the
facility is in compliance with F 658.

Resident 32, 34, 3, 50, are receiving treatments/medications/services per their physician’s orders.
Residents 50, 46, and 31 have POS’s signed and are current. Resident 23 no longer resides in the facility

Residents in the facility are receiving treatments/medications/services per their physician’s orders and
their orders have been reviewed and signed for by their physician.

Staff were educated on the importance of following physicians’ orders and documenting the
administration of medications/treatments as they are performed on 1/6/2022. Staff was aiso educated
on 1/6/2022 of the requirements of 60-day physician review of current orders/plan of care (Physician
Order Sheets). Nurse Management will audit MARs and TARs for appropriate documentation of
treatment and med administration. Problems will be corrected as they are ohserved. Nurse
Management will review POS’s and log due dates to make sure physician’s are current with their
orders/plans of care. Problems will be corrected as they are observed. Staff will be audited for
appropriate treatment/med administration technigues.






Facility’s management team will monitor that MAR/TAR audits are completed with appropriate
corrective action taken. Management team will also monitor that POS are sent and or reviewed every 60
day. Problems will be corrected as observed.

F677:

This is my credible allegation of compliance to F 677. This allegation does not constitute guilt but that
the facility is in compliance with F 677.

Residents 29 and 50 are receiving baths per the facility bath schedule. Resident 53 no longer resides in
the facility.

Residents in the facility are getting their scheduled baths per facility protocols.

staff were educated on 1/6/2022 on the importance of following the established bath schedule so that
residents receive their scheduled baths. The facility’s bath schedule was reviewed and updated on
1/6/2022 so residents will have 2 baths per week scheduled. Resident bath refusals wilt be documented
to reflect that choice. Nurse management will audit baths/bath documentation to monitor that baths
are being given and documented as given and or refused. Problems will be corrected as they are
observed.

Management team will monitor that baths/bath documentation is audited and that bath refusals are
not consistent. Problems will be corrected as they are observed.

F678:;

This is my credible allegation of compliance to F 678. This allegation of compliance does not constitute
guilt but that the facility is in compliance with F 678

Appropriate facility staff have appropriate CPR certifications.

Staff were educated on the importance of keeping their CPR certification current on 1/6/2022 Staff
attended CPR training on 1/6/2022 BOM wili log and monitor CPR certifications for purposes of tracking
certification dates and when certifications run out. New hires will be asked for CPR certifications upon
hire and will be logged for when certifications run out.

Management team will monitor that CPR certifications are logged for expiration dates and that new
hires CPR certifications are logged for expiration dates. staff will be told 2 months in advance of CPR
certification expiration date. Problems will be corrected as they are observed.

F 684

This is my credible allegation of compliance to F 684. This allegation does not constitute guilt but that
the facility is in compliance with F 684.

Resident 101 no longer resides at the facility.







Residents in the facility are receiving appropriate wound care/wound assessments/diuretic care/weight
monitoring/assessments as needed and physician notification of changes in condition.

Staff were educated on 1/6/2022 on the process for wound care/wound assessments/diuretic
monitoring/insulin parameters/insulin administration/weight monitoring/physician notification of
changes in condition. Facility is making wound rounds with Vohra Dr as wel! has having scheduled
wound nurse for assessment purposes, Facility staff were educated on the importance of completing
weights as scheduled on 1/6/2022 as weights play important role in meeting resident needs and health
practices. Facility is screening weights that were ta ken and making sure were recorded properly and if
not residents are re-weighed to obtain and accurate weight. Dietician will assist in monitoring weights
and problems will be corrected as they are observed.

Nurse management is monitoring wound assessments/treatments/assessments/insulin needs/family
and physician notifications and wound recommendations from wound rounds. Problems will be
corrected as they are observed.

F 686:

Theis is my credible allegation of compliance to F 686. This allegation dose not constitute guilt but that
the facility is in compliance with F 686.

Resident 53 is receiving proper wound care treatment and proper wound assessments per their
physician’s orders.

Residents with wounds are receiving proper wound care and proper wound assessments per their
physician’s orders.

staff were educated on 1/6/2022 on the importance of wound care and following treatment orders and
schedules. This education also included the importance of completing proper wound assessments per
wound assessment schedules. Vohra wound care physician is making weekly rounds and facility is
following up on physician wound care orders. Wounds are being assessed on a weekly basis with
appropriate interventions in place for proper pressure prevention.

Nurse Management will monitor that wound treatments are provided per physician’s orders and wound
needs. Nurse management wifl audit wound assessments and treatments are performed per physician
orders. Problems will be corrected as they are observed. Nurse Management will audit that proper
pressure prevention interventions are in place and reflected on the resident plan of care.

Management will monitor that audits are completed and appropriate corrective actions were taken.
Problems will be corrected as they are observed.

F 689

Residents 2, 4, 40, and 23 no longer reside at the facility. Resident 10, 24, 33, 41, 42, and 48 are having
their medications securely stored and doors are appropriately closed and alarmed where needed. Doors






are locked where needed/allowed. Resident 32 is having their wheelchair brakes locked and foot pedals
applied when needed.

Residents’ meds are being kept secure and facility doors are kept secure and alarmed per facility
protocols. Resident are having their wheelchair brakes applied when needed and foot pedals are in
place when being transported by staff. ‘

Staff were educated on 1/6/2022 the protocols for proper storage of medications and proper securing of
doors and checking for functioning alarms. Staff were educated on 1/6/2022 on the protocols for locking
of wheelchair brakes and the use of wheeichair foot pedals. Staff will be audited on the use of
wheelchair brakes and foot pedals on wheelchairs. Problems will be corrected as they are observed.
Doors will be audited by maintenance for being properly secured and alarms functioning as part of their
daily meeting requirements. Problems with doors will be corrected as they are observed. Medication
storage will be audited by nurse management with problems corrected as they are observed.

Management team will monitor that audits are completed with appropriate corrective actions taken.
Problems will be corrected as they are ohserved.

F 690: ,
Residents 31 and 32 are receiving direct cares/peri care per facility protocols.

Residents who require staff assistance with direct cares/peri care are receiving those cares per facility
protocols.

Staff were educated on 1/6/2022 on the proper protocols for providing direct cares/peri care to avoid
potential cross contamination. Nurse Management will audit staff while providing direct cares/peri cares
to assist in ensuring performing proper cares to the residents. Problems will be corrected as they are
observed and further education provided as needed.

Management Team will monitor that audits and appropriate corrective actions were taken. Problems
will be corrected as they are observed.

F692:

This is my credible allegation of compliance to F 692. This allegation does not constitute guilt but that
the facility is in compliance with F 692. ‘

Resident 102 not longer resides at the facility.

Residents who trigger for a significant weight loss are receiving appropriate nutritional interventions as
a result of their weight loss to assist in maintaining a healthy weight.

Staff was educated on 1/6/2022 on the importance of obtaining an accurate weight. Education included
obtaining weights via a consistent method so that weights would be more accurate. Weights that are off
by 5 pounds will result in a re-weight to assist in obtaining more accurate weights. Dietician will
continue to review residents with significant weight changes so that appropriate nutritional







interventions can be put into place to assist in preventing potential further weight changes. Dietary and
nursing will continue to meet to discuss resident’s weights and nutritional interventions to see if
interventions are appropriate and effective. Nutritional interventions will be changed as needed to
assist in meeting resident needs.

Management Team will monitor that resident weights are obtained on a consistent basis and that
significant weight changes are reviewed by facility’s dietician and for appropriate nutritional
interventions were started. Problems wil! be corrected as they are observed.

F 693:

This is my credible allegation of compliance to F 693. This allegation does not constitute guilt but that
the facility is in compliance with F 693.

Resident 31 is receiving her tube feeding per physician orders and Tube feeding tube is being connect to
resident 31’s G-tube appropriately per facility protocols.

Residents who receive supplemental feedings via a tube are receiving those services per facility
protocols and tubing is being connected appropriately.

staff were educated on 1/6/2022 on the proper protocols for the use of tube feeding supplies and the
proper protocols for connecting tubing to G-tubes. Education also included dating of g-tube feeding
supplies/tubing for when it was put into place. Staff will be audited for proper techniques when
connecting feed tubes to resident’s G-tube. Residents will be audited for proper dating of feeding tube
supplies and tubing. Problems will be corrected at that time by nurse management and further
education will be provided as needed.

Management team will monitor that audits occur and proper corrective actions were taken. Problems
will be corrected as they are observed.

F 695:

This is my credible allegation of compliance to F 695, This allegation does not constitute guilt but that
the facility is in compliance with F 695.

Resident 3 and 46 have appropriate physician’s order for the use of their oxygen, their oxygen tubing is
dated, and they are receiving the ordered amount of supplemental oxygen.

Resident who require the use of supplemental oxygen have appropriate physician’s orders for their
oxygen, their oxygen tubing is dated for when tubing was changed, and are receiving the amount of
supplemental oxygen that their physician ordered.

Staff were educated on 1/6/2022 on the importance of changing 02 tubing per facility protocol,
reviewing appropriate 02 flow rates for correct 02 flow of supplemental 02 for residents requiring 02,
and that physician’s orders are obtained for residents needing supplemental oxygen. Residents will be
audited for appropriate physician’s orders for supplemental oxygen, order will include appropriate flow
rate. Residents will be audited for appropriate dating on O2 tubing to signify when the tubing was last







changed. Change dates will be reflected on the resident’s TAR so staff know when next change date is.
TAR will be audited to assist in ensuring tubing was documented as changed. Residents will be audited
for proper flow rates. Problems will be corrected as they are observed. Furter education will be provided
as needed.

Management team will monitor that audits occur and that appropriate corrective action was taken.
Problems will be corrected as they are observed.

F 697:

This is my credible allegation of compliance to F 697. This allegation does not constitute guilt but that
the facility is in compliance to F 697.

Resident 50 is receiving her pain med per her physician’s orders. She is being assessed for pain and is
receiving supplemental pain medication if she is in pain.

Residents are being assessed for pain and appropriate pain interventions are being implemented related
to their pain and assessed for effectiveness for pain relief.

Staff were educated on the importance of assessments for pain and prompt and appropriate pain
interventions on 1/6/2022 Staff were also educated on 1/6/2022 on the use of the facility’s pharmacy
and back up pharmacy for obtaining pain medications in a timely manner. If the facilities pharmacy does
not contain the prescribed pain medication the back up pharmacy will be called and the ordered pain
medication will be obtained ASAP and administered to the resident. Nurse management will audit pain
assessments for where a resident’s pain is at to see if an appropriate pain intervention was tried and if
effective or not. Nurse Management will audit physician orders for pain medication to ensure that the
pain medication was obtained in a timely manner and administered to the resident. Problems will be
corrected as they are observed, and further education provided as needed.

Management Team wili monitor that audits occurred and appropriate corrective action occurred when
needed.

F 698

This is my credible allegation of compliance to F 698 this allegation does not constitute guilt but that the
facility is in compliance with F 698.

Resident 2 no longer resides in the facility.

Residents who require dialysis are being weighed per their physician’s order and are having Dialysis site
assessed for bruit and thrill.

Staff were educated on 1/6/2022 on the importance of following physician orders on weighing dialysis
residents. This education also informed staff of the facility protocols of assessing the resident’s dialysis
site pre and post dialysis and on non-dialysis days for bruit and thrill. Weights and dialysis assessments
will be recorded in the resident’s record. Nurse Management will audit that weights are obtained,







dialysis assessments are being performed, and physicians are being notified of any changes. Problems
will be corrected as they are observed and further education provided as needed.

Management Team will monitor that audits are completed and appropriate corrective actions were
taken. Problems will be corrected as they are observed.

F725:

This is my credible allegation of compliance to F 725. This allegation does not constitute guilt but that
the facility is in compliance with F 725.
1

Resident 11 is having her call light answered promptly and within the 15 minute guideline.
Residents are having their call lights answered promptly and within the 15 minute guideline.

Staff were educated on 1/6/2022 on the requirement of promptly answering call lights/requests for staff
assistance. This education also included the 15 minute guideline for responding to resident call lights.
The facility management will audit call light response times on different shifts to assist in ensuring call
lights are answered within the 15 minute guideline. Problem will be corrected as they are observed.

Management team will monitor that audits are performed and appropriate corrective action was taken
for observed problems. Further education will be provided as needed.

E727:

This is my credible allegation of compliance to F 727. This allegation of compliance does not constitute
guilt but that the facility is in compliance with 727.

The facility is maintaining 8 hours of RN coverage in a 24 hour period 7 days a week.

Facility continues to schedule 8 hours of RN coverage daily. Facility reviews schedule daily per their
Department head meeting. The facility makes adjustments as needed to the schedule due to call-ins to
maintain 8 hours of RN coverage on a daily basis. Schedules continue to be made out for a month so
that RN coverage is ptanned for so that adjustments can be made in advance for requested days off and
coverage of open RN shift can be covered.

The facility’s management team continues to monitor for RN coverage and corrective actions are put
into place when open RN shifts occur.

F 760:

This is my credible allegation of compliance to F 760. This allegation does not constitute guilt but that
the facility is in compliance with F 760.

Resident 16 no longer resides in the facility. Resident 34 is receiving their medication per their
physician’s orders and has been free from significant medication errors.







Residents are receiving their medications per physician’s order and have been free from significant med
errors.

Staff were educated on 1/6/2022 on the importance of carrying out new physician orders. This included
proper noting of orders so that the residents EMAR reflected the new orders, Staff was educated on the
fact that they do have a back up pharmacy to call on insert correct date so thatthey can get medications
if pharmacy does not carry that medication. They were also educated that over the counter meds could
also be obtained by local retailer as well. Nurse Management will audit new orders and medications to
see that new medications are delivered timely and residents receive their meds per physician orders.
Problems will be corrected as observed. :

Management Team will monitor that audits are completed and appropriate corrective actions took
place. Problems will be corrected as they are observed.

F761:

This is my credible allegation of compliance to F 761. This allegation does not constitute guilt but that
the facility is in compliance with F 761.

Facility drugs are being stored appropriately. Refrigerators are being checked per facility protocols to
monitor for appropriate temperatures.

Staff were educated on the importance of proper medication storage and monitoring refrigerator
temperatures for proper medication storage. This education also included that medications will be
administered from proper labeled cards and or containers, and will not be preset from unlabeled
containers. Facility continues to have refrigerator logs in place for temperature checks. Nurse
Management continues to monitor logs for temperature checks and verification of correct temperatures
for medication storage. Prablems are corrected as they are observed. Staff will be audited for correct
medication administration techniques and problems will be corrected as they are observed.

Management staff will monitor that refrigerator temps are obtained and logged per facility protocols
and that medication administration audits are completed and that appropriate corrective actions are
taken.

F 804:

This is my credible allegation of compliance to F 804. This allegation does not constitute guilt but that
the facility is in compliance to F 804.

Resident 40 is receiving their appropriate diet from the dietary department.

Facility residents who need a mechanically altered diets are receiving their meals served in a palatable
and nutritious manner.

Staff were educated on 1/6/2022 of the importance of following pureed diet ingredients for food service
and that liquid added to the food should be that of the same type of food being pureed such as broth
and or gravy vs straight water. Pureed preparation will be audited to ensure proper liguid is being added







to achieve proper pureed food texture/consistency and maintaining food flavor and palatability.
Problems will be corrected as they are observed.

Facility management will monitor that audits are completed and proper corrective actions were taken.

F812:

This is my credible allegation of compliance to F 812. This alEégation does not constitute guilt but that
the facility is in compliance with F 812,

Facility dietary staff is properly sanitizing hands during food preparation and food service.

Staff were educated on 1/6/2022 on the proper hand sanitizing protocols for dietary. Staff will be
audited on proper hand sanitation practices in the dietary department. Problems will be corrected as
they are observed.

Management Team will monitor that audits are completed and proper corrective action were taken.
Problems will be corrected as they are observed.

F 838:

This is my credible allegation of compliance to F 838. This allegation does not constitute guilt but that
the facility is in compliance with F 838.

Facility’s Assessment is current and up to date.

Facility was educated on 1/6/2022 on the importance of maintaining a current and accurate facility
assessment. Facility reviewed and updated their facility assessment so that it reflects current
information and data.

Facility Management will continue to monitor the facility assessment so that it contains current and
accurate information and data.

F 842:

This is my credible allegation of compliance to F 842. This allegation of compliance does not constitute
guilt but that the facility is in compliance with F 842.

Facility is storing medical records in a secure area that only facility management has access too.

Facility staff were educated on proper storage of medical records on 1/6/2022. Medical records was
reorganized so that clinical records could be stored in a secure manner. Facility will audit that medical
records are stored in a secure manner. Problems will be corrected as they are observed.

Management Team will monitor that audits are completed and proper corrective action were taken.
Prablems will be corrected as they are observed.






F 867:

This is my credible allegation of compliance to F 867. This allegation of compliance does not constitute
guilt but that the facility is in compliance with F 867.

The facility has an active QAA/QAPI program.

The facility was educated on 1/6/2022. On the requirement of having an active QAA/QAPI program with
in facility. The facility continues to work on issues within the facility using their QAA/QAPI program and
establishing a root cause to the problem. The facility continues to implement proper interventions to
problems to correct established problems.

The facility’s management will monitor that an active QAA/QAPI programs continue and appropriate
corrective actions are put into place for identified problems.

F 868.

This is my credible allegation of compliance to F 868. This allegation does not constitute guilt but that
the facility is in compliance with F. 868.

The facility is having required quarterly QA meetings with required department heads, pharmacy,
dietician, and Medical Director present.

Staff were educated on the importance of and the requirement of having a scheduled QA meeting with
,the appropriate staff present at the QA meeting. The facility has made out their schedule for 2022.
Facility will maintain their established meeting and cover required areas of the meeting. Problems will
be corrected as they are identified per the QA protocol.

Facility management will monitor that meetings occur with the appropriate staff members present.
Problems will be corrected as they are ohserved.

F 880:

This is my credible allegation of compliance to F 880. This allegation of compliance does not constitute
guilt but that the facility is in compliance with F 880.

Resident 53 no longer resided in the facility. Residents 30 and 50 are receiving proper care to their G
tubes in a sanitary manner adhering to the facility’s hand washing, glove usage, and G tube protocols to
assist in preventing potential infections.

Staff were educated on 1/6/2022 on the facility protocols for hand washing, glove usage, catheter
care/catheter emptying, and proper G-tube practices to maintain appropriate infection control. Staff will
be audited for proper hand washing and glove usage technigues. Problems will be corrected as they are
observed. Staff will be audited for proper care of a catheter and catheter drain bag as well as drain bag
emptying. Problems will be corrected as they are observed. Staff will be audited for proper caring of






resident’s g tubes and infection control practices with g tubes. Problems will be corrected as they are
observed. Staff will watch the following videos: PPE lessons
https://www.youtube.com/watch?v=YYTATw9yav4&feature=youtu.be

Sparkling Surfaces:

https://www.youtube.com/watch?v=t7OH80Rr5Ig&feature=youtu.be
Clean Hands:
https://www.youtube.com/watch?v=xmYMUIly7qiE&feature=youtu.be
Keep COVID OUT:

https://www.youtube.com/watch?v=7srwrFOMGdw&feature=youtu.be

Per root cause analysis the facility identified the root cause to be: Lack of education and education
follow up to the problems of handwashing, glove usage, catheter care, catheter emptying, G tube
techniques and handling of g tube supplies after prior administrator leaving her employment. Again
facility is providing education to the staff on the above issues followed by staff auditing. Problems will
be corrected as they are observed.

Management Staff will monitor that audits are completed, and that appropriate corrective actions were
taken. Problers will be corrected as they are observed.

F 881

This is my credible allegation of compliance to F 881. This allegation of compliance does not constitute
guilt but that the facility is in compliance with F 881,

The facility has an active Antibiotic Stewardship program. They are tracking and logging infections within
the facility per their facility protocols.

Staff was educated on 1/6/2022 of the importance of tracking and logging infections to assist in tracking
infections and intervening for identified infections in common areas. Staff will continue to be educated
on findings of infection tracking and types of infections so that they can assist in prevent of spreading
infections. Infection patterns will discussed with staff so that they know of the infection patterns so that
they can make adjustments and assist in infection prevention.

Management team will monitor that infections are tracked and logged appropriately so that infection
patterns can be stopped and appropriate interventions implemented. Problems will be corrected as they
are observed.

F 908:

This is my credible allegation of compliance to F 908. This allegation does not constitute guilt but that
the facility is in compliance with F 508.






Facility freezers are in good repair and currently have NO ice build up present.

Staff were educated on 1/6/2022 on the importance of having freezers in good repair and free of ice
buildup.

Facility purchased a new freezer on 11/3/2021. Facility monitors its freezers that they are in good
operating order and free of ice buildup. Problems with freezers are corrected as they are observed.

Management Team will monitor that freezers are in good working order and that there is no ice build up
in the freezers. Problems will be corrected as they are observed.

F925:

This is my credible allegation of compliance to F 925. This allegation does not constitute guilt but that
the facility is in compliance to F 925.

The facility continues to address pest control on a routine basis and per any concerns of pest sightings
by staff and residents.

Facility continues to have their pest control company treat for pests on a 2 week basis. 2 week
treatment is due to chemical buildup and keeping residents and staff safe from excessive chemicals. Pest
sightings have decreased to almost zero. Facility will continue to this treatment plan and also have other
pest control companies coming to look at facility and give bids or alternative treatment plans.

Management team will monitor that the every 2 week treatment plan continues and that alternative
treatment companies are spoke to for potential alternative pest treatments plans.






