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“This Plan of Correction is
F 000| INITIAL COMMENTS F ooofprepared and submitted as
required by law, By submitting this
_[Plan of Correction, Centerville
Specialty Care does not admit that
the deficiency listed on this form
exist, nor does the facility admit to
any statements, findings, facts, or
conclusions that form the basis for
the alleged deficiency. The facility
reserves the right to challenge in
legal and/or regulatory or
administrative proceedings the
deficiency, statements, facts, and
conclusions that form the basis for
the deficiency.” '
Correclion date: 8/3/2022
The followlng deficiencies resutted from the
facllity’s annual recertification survey and
investigation of complaints #103171-C,
#103248-C, and #105298-C and facility-reported
incidents #101173-1, and #105395-], conducted
07/05/2022 - 07/08/2022,
All of the investigations resuited in facility
deficiencies.
See Code of Federal Regulations (42 CFR)
Part 483, Subpart B-C.
F 654 | Resident Self-Admin Meds-Clinically Approp F 554 Description: F554
§5=D | CFR(s): 483.10{c)(7)
Plan of Correction; Education
provided to nursing staff regarding
medication administration, self-
_CTOR‘S OR PIRROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE

atement e endl‘ﬁﬁ'ﬁﬂffan asterisk (*} denoles a deficiency which the Insfitufion may be excused from corracting nroviding it is determined that

other safeguards provide sufficient protection to the patients . (See instruclions,) Except for nursing homes, the findings slated above are disclosable 99 days
following the date of survey whelher or nol a plan of correction Is provided. For nureing homes, the above findings and plans of correction are disclosablo 14
days folfowing the date these documents are made avallable fo the facllity. If deficlancles are cited, an approved plan of correction is requisite to continued
pregram pardicipation,
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A policy on self-administration of medications was
requested from the facility and was nof provided
by the end of the survey.

Review of the Admission Record reveaied the
facility admitted Resident #38 on 05/13/2022 with
diagnoses which included congestive heart failure
(CHF), chronic obstructive pulmonary disease
{COPD}, and anxiety.

The resident's Minimuwm Data Set (MDS)
assessment of 05/19/2022 documented Resident
#2389 scored 15 on a Brief Interview for Mental
Status (BIMS) test, which indicated the resident
was cognlfively intact. The MDS indicated the
resident required limited assistance of one
person for activities of daily living (ADLs).

During an observation on 07/05/2022 at 10:37
AM, three inhalers wera chserved on the
resident’s over-the-bed table.

Observation on 07/06/2022 at 3:54 PM revealed
the three inhalers continued to be on the
overthe-bed table in the resident's room. Two of
the inhalers were Albuteral (medication used far
shortness of breath and wheezing) inhalers and
the other was an Anorec inhaler {(medication used

.| for chronic obstructive puimonary disease), which

was dated 06/16/2022.

Observation on {7/07/2022 at 8:02 AM revealed
Resident #39 sitfing on the side of the bed. The
inhalers were on the over-the-bed table in front of
the resident. There was also a plastic medication
cup sitting on the table with one pilf in it. Resident
#39 stated the nurse brought the pill in earfier, but
he was not ready to take it at that time, 20 the
nurse left it with the resident. Resident #39

Corrective action taken for resident(s)
affected: Order obtained, evaluation
completed, and lockbox provided for
effected resident.

Measures or systemic changes made to
ensure this will not recur and affect
others: Education provided to nursing staff
regarding the process of having residents
self-administer their own medications per
resident wishes. Will discuss in our weekly
standard of care meetings any residents
who have requested to seff-administer.

Planned monitoring of corrective actions
to ensure practice is corrected and will not|
occur: Weekly discussions in standard of
care meetings regarding residents who
have expressed preference to self-
administer medication

Anticipated Date of Completion for this
plan of correction: 8/3/2022
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indicatad he could take pills indepandently when
he was ready. Resident #39 stated the inhalers
were the same inhalers he took at home, and that
h ohly used them occasionally, including the
Anoro.

A review of the Physlician Orders and the July,
2022 Medication Administration Record (MAR)
revealed Resident #39's orders included:

a. Anoro Ellipta Aerosol Powder Breath Activated
62.5-25 micrograms/finhalation one inhalation
orally one fime & day, ordered 05/18/2022,

b. Albutero! Sulfate Aerosol Powder Breath
Activated one to two puffs inhaled orally every six
hours as needed (PRN), ardered 05/18/2022.

Further review of the current physician's orders
revealed Resident #39 did not have orders for
these medications to be left at bedside, and no
orders for the resident to self-administer
medications.

A review of Resident #39's record revealed no
assassment for self-administering medications. A
copy of Resident #39's assessment for
self-administration of medications was requested
from the facility on 07/07/2022 and was not
provided by the end of the survey.

A review of Resident #39's care plan initiated on
5/13/22 revealed no indicatlon that Resident #9
self-administered medications.

During an interview on Q7/07/2022 at 8:04 AM,
the Diractor of Nursing (DON) entered the
resident's room and saw the inhalers and the cup
with the plll in front of Resident #39, then asked
the resident if the nurse Ieft ail the medications

with him that morning. The resident stated the
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nurse left the pill, but that he kept the Inhalers in
the room. Resident #39 stated he was missing
two pills which was why he had not taken the one
pill yet, because he needed to talk to someons
about it, The DON took the cup of medication and
the inhalers out of the room and approached the
nurse on the hall, Siaff H, a Licensed Practical
Nurse (LPN). Staff H stated the resident had one
plll to take in the morning, the resident was not
ready {o fake the pill when she went in the room,
and he asked her o leave it. The DON stated
Resident #39 could become upset easily if things
were not done the way he wanted them done.
The DON stated Resident #39 would have fo be
evaluated to see If he was safe to self-administer
medications, and the fecility would need to get an
order for the resident to do so. The DON stated
the medications should net have been left at the
bedside. The DON also stated the resident had
bean known fo go out with family and bring
medications back, {ike Tylenol.

During an Interview on 07/09/2022 at 9:05 AM,
Staff V, a Certified Medication Aide {CMA), stated
no medications shouid be left at the bedside, and
the resident should be watched to ensure he took
the medicafion. She stated Resident #39 would
be able fo take his own medications but she was
unsure what was required for that to happen.

Durlhg an interview on 07/09/2022 at 10:33 AM,
Staff W, a CMA, stated she was unsure if
residents were allowed to self-administer
imedications. She stated Resident #38 had
inhalers at the bedside and was able to use them.

During an interview on 07/09/2022 at 2:37 PM,
Staff H, LPN, stated residents could not
self-administer medications unless there was a
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physician order, and a completed evaluation.
Staff H stated medications were not allowed at
the bedside, Staff H stated Resident #39 could
administer his own medicatlons and
acknowledged she did leave Resident #39's
medications at the bedslde at times and did not
stand there to watch the resident take them,
because the resldent thought that was ridiculous.
Staff H stated Resident #39 did not have an
evaluation to self-administer medication or orders
{0 do so. She stated self-administration of
medications should be care planned.

During an interview on 07/08/2022 at 3:20 PM,
the DON stated residents could self-administer
medications if they had an order and had been
assessed, The DON stated a locked box would
be placed In the room for storage of the
medicalions. The DON stated Resldont #39 was
known to bring in medications of which staff were
not aware. She stated a resident
self-administering medication should be car
planned. :

During an interview on 07/0972022 at 4:53 PM, the
Administrator sfated a resident would be able to self-
administer medications if they were assessed farit, it
was patt of their care plan, and it was documented
properly. The Administrator stated medications should
not be left at the bedside for the resident to take
independently, but the nurse should witness the
resident faking the medications. The Administrator
stated leaving medications at the bedside could cause
a lot of different issues with the resident, including not
taking the medication, or other residents coming in
and getting the medication.

Self-Determination

F 564

F 561
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CFR(s): 483,10(H(1)-(3)(8)

§483.10(f) Self-determination.

The resident has the right to and the facility must
promote and facilitate resident self-determination
threugh support of resident choice, including but
not limited to the rights specified in paragraphs ()
{1) through (11) of this section.

§483.10(f)(1) The resident has a right to choose
activities, schedules (including sleeping and
waking times), health care and providers of health
care services consistent with his or her interests,
assessments, and plan of care and other
applicable provisions of this part.

§483.10()(2) The resident has a right to make
choices about aspects of his or her fife in the
facilily that are significant to the resident.

§483.10(f)(3) The resident has a right fo interact
with members of the community and parficipate in
community activities both inside and outside the
facility.

§483.10()(8) The resident has a right to
participate in other activities, including social,
religious, and community actvities that do not
interfere with the rights of other residents in the
faciiity.

This REQUIREMENT is hot met as evidenced
by:

Based on facllity policy review, ¢linical record
review, observations, resident and staff
interviews, and review of resident meal tickeis,
the facility failed to ensure residents were
provided with opporiunities to make choices
about their meals for 2 (Resident #18 and
Resident #42) of two sampled residents reviewed

F 561 resident Food Choices

choices

Plah of Correction: Honor Resident Food

How residents affected & residents with
potential of being affected were
identified: Residents who reside to
Centerville Speclalty Care have the
potential to be affected.

Corrective action taken for resident(s)
affected: Going forward meal choices will
be offered to residents of Centerville
Specialty Care by menu daily.

Measures or systemic changes made to
ensure this will not recur and affect
others: Education provided to dietary staff
regarding daily menus. Menus will be
entered into nutrition management
everyday by DSS. Menu tally report to be
run daily along with scaled recipes,
increase the buffer amount to 4.
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Planned monitoring of corrective actions
I 861 Continued From page 6

for choices. The facility reported a census of 53
residents.

Findings include:

A review of the facillty's policy titled, 'Selective
Menus,’ February 2016 edition, indicated,
“Setective menus will pravide cholces within
ailowed dietary restrictions and/or modifications.
1. Select menus will be offered to all residents
when possible.” The policy also indicated, "4,
Residents on therapeutic diets will also be offared
a select menu between the items on the
spreadsheet that corresponds with their
therapeutic diet order.” Further review of the
policy revealed, "7. If a resident does not choose
an item from each food group, the Dietary
Services Manager or designes will ask the
resident if this was their intention or if they would
prefer to have a simple-to-prepare substitute to
replace the item, A resident may choose fo not
have an item from a particular food group.”

1. Resident #18's Admission Record documented
the resident had diagnoses that included
diverticulitis (inflammation or Infection of pouches
formed in the colon), type 2 diabetes meliitus,
anxiety disorder, gastro-sscphageal reflux
disease (GERD), chronic kidney disease, and
dysphagia (difficulty swallowing).

A review of Resident #18's admission Minimum
Data Set (MDS) assessment, dated 04/14/2022,
revaaled the resident had a Brief Interview for
Mental Status (BIMS) score of 15, which
Indicated the resident with intact memory and
cognition. Further review of the MDS revealed the
resident had no signs/symptoms of a swallowing
disorder, no weight loss/gain, and received a

F 561 o ensure practice is corrected and will not
occur: DSS wilt complete 4 audits per week
will be conducted for 4 weeks, Then 3
audits per week will be conducted for 2
additional weeks. Results of the audits will
be submitted to QAPI for review and
additional recommendations.

Anticipated Date of Compietion for this
plan of correction: 8/3/2022
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mechanically altered (change in food texture),
therapeutic diet.

Review of Resident #18's care plan, initiated on
04/08/2022, indicated the resident was at an
increased nutrition rlsk related to diverticulitis,
type 2 diabetes mellitus, chronic kidney disease,
hypertension, cerebral infarction, dysphagia,
GERD, and anxlety. The care plan also Indicated
the resident had a diet order for conslstent
carbohydrates, soft and bite sized texturs, with
thin liquids. Interventions included providing
meals that were within the resident's diet and to
provide double protein porions at breakfast and
lunch due to the resident reporting hefshe was
still hungry after meats.

Review of a Dietary Note, dated 04/11/2022 at
11:63 AM, revealed the Dietary Manager (DM)
indicated Resident #18 ate independently and
denled any concerns for chewing or swallowing
difficulties with soft/bite sized texture. The
resident reported he was still hungry after meals
and agreed to adding double portions at lunch.

During an observation and interview on
07/05/2022 at 8:09 AM with Resident #18, the DM
entered the room with an IPad and asked the
resident's roommate what they wanted for the
meats for that day. The DM did not ask Resident
#18 about meal choices before leaving the room.
Resident #18 stated staff did not ask him about
meal choices and that this was an Issue for him.
The resident stated he did not know why staff
never asked about his choices. The resident's
roommate confirmed that staff only asked the
roommate about meal choices and never asked
Resident #18.
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Puring an observation and interview on
07/06/2022 at 12:27 PM, Resident #18 sat at a
dining room table with three ather residents. The
resident asked the surveyor to fook at the meal
ticket, stating he did not know what was being
served because it was not indicated on the tickel.
Review of the meal ticket revealed carrots,
orange dream cake, and coffee were being
served, The meal ticket indicated the hot food
was {o be double protein but did not indicate what
protein being served. A review of the other three
residents’ meal tickets revealed the main dish
belng served was tater tot cassercle. Resident
#18 stated staff did not ask him what he wanied
for that meal.

During an interview on 07/08/2022 at 12:30 PM,
the DM stated Resident #18 was on a regular,
consistent carbohydrate diet. The DM statedmost
meal orders were taken while residents wers in
the dining room. She stated she came to get
Resident #18's roommate’'s order because the
dietary aide did not get that resident's order;
subsequently, she did not ask Resident #18
about his meal choice on 07/05/2022. After
reviewing Resident #18's meal ficket and noting
there was not a main course listed, the DM stated
that every resident is asked what they want, and it
should be printed out on the meal tigket,
However, the DM stated they sometimes ran out
of food, or the vendor was out of stock, and the
facility had to provide an alternative food option.

Additional interview with Resident #18 on
07/07/2022 at 11:15 AM, revealed on this day,
slaff asked the resident about meals choices for
the first time.

Buring an interview on 07/08/2022 at 1:29 PM,
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the Director of Nursing {DON) stated the facility
recently switched to using an [Pad fo obtain
resident meal choices. She stated dietary staff
had to ask residents about their meai choices,
then the DM printed out residents' meal tickets,
The DON stated she was not aware staff had not
asked Resident #18 his meal preferences and
indicated the resident should be asked,

During an interview on 07/08/2022 at 2:55 PM,
the Administrator stated the facility had recently
started a new process with meal ordering by
using tablets. Staff had to enter and submit the
residents’ choices prior to the meal. According to
the Administrator, there should not be any reason
why staff should not ask Resident #18 about their
meal preference. The Administrator stated all
residents should be asked about their meal
choices.

2. A review of Resldent #42's Admission Record
revealed the facility admilted the resident with
diagnoses that Included fracture to the lefi femur,
major depressive disorder, diverticulitis, diabetes,
and abnormal posture.

Review of Resident #42's significant change MDS
assessment, dated 05/16/2022, revealed the
resident had a BIMS score of 12, indicating
moderate cognitive and memory impairment. The
resident required supervision and set-up help with
eating.

A review of the resident's Order Summary Report
revealed the resident had orders for a consistent
carbohydrate diet of regular texture and thin
liquids initiated on 5/11/22.

Observations of the lunch meal in the kitchen and
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on the tray line on 07/07/2022 from 10:35 AM to
12:48 PM, revealed the Dietary Services
Supervisor (DSS), Staff D, a Cook, and Staff Q, a
Dietary Alde, prepared and served the lunch
meal. The menu listed the meal for the day was a
roasted breaded pork tenderloln, cheese broccoli
rice, mixed vegetables, and sliced peaches with
an alternate meal option of cheese plzza with the
same side items. Soups, sandwiches, and salads
were always available. At 12:00 PM, Staff D ran
out of the breaded pork tenderioins and had three
tickets on the current cart that requested them.
Those three residents, including Resident #42,
received chesse pizza and were not offered
another alfernative meal option. The remaining
half of the cheese pizza was burnt, and Staff D
stated if would be thrown out and not served fo
residents,

A review of Resident #42's meal ticket for the
lunch meal on 07/07/2022 revealed the resident
requested a breaded pork tendetloin, broccoli
cheese rice, mixed vegetables, and peach slices.

Observations of Resident #42's meal on
07/07/2022 a3 12:48 PM revealed the resident
received a slice of cheese pizza with the cheese
broceoli rice, mixed vegetables, and sliced
peaches instead of a breaded pork tenderloin
with the same sida items.

Resident #42 stated during an interview on
0710772022 at 12:48 PM that staff did not offer a
choice for the lunch meal. The resident stated the
pizza was "meh" and shrugged her shioulders.
The resident stated they usually really liked pizza,
but that pizza did not taste good. Resident #43
stated If given the choice she would have
preferred the pork tendertoin to the pizza.
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During an inferview with Staff L, a Certified
Nursing Assistant {CNA), on 07/08/2022 at 3:12
PM, she stated dletary staff took rasident meal
orders. Staff L. stated the only titne floor staff took
a meal crder would be If the resident wanted
something different. Staff L. stated if a resident
wanted somathing different, she would check with
the nurse about the resident's diet first, and then
would let the kitchen know.,

During an Interview with the DSS on 07/09/2022
at 8:57 AM, she stated distary staff asked each
resident what they wanted for the moal the next
day and entered the information into a tablet. The
D8S stated if & resident could not/did not respond
when asked their preferences, dietary staff
recorded information for the resident to receive
the main meal. Further interview revealed she
met with residents on admission fo obtain their
food preferences, which were entared into the
computer and preferences were printed on the
meal tickets. However, she stated the cemputer
system used to generate meal tickets and to alert
staff how much food fo make was down on
Thursday, 07/07/2022 before the lunch meal, so
dietary staff had to do a manual count of food
jterns needed to provide meal service to alf the
residents,

During an interview with the DON on 07/09/2022
at 2:39 PM, she stated Ideally dietary staff should
offer the resident's first food choice and if it was
not available, they should offer the alternate
menu item. She stated dietary staff should have
offered Resident #42 food options, as the
resident was very capable of volcing their food
preferences,
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SS=E | GFR(s): 483.10()(B))-(v)(6)(7)

§483.10(f)(5) The resident has a right fo organize
and participate in resident groups in the facility.
() The facility must provida a resident or family
group, if one exists, with private space; and iake
reasonable steps, with the approval of the group,
to make residents and family members aware of
upcoming meetings in a timely manner.

(ii) Staff, visitors, or other guests may attend
resident group or family group meetings only at
the respective group's invitation,

{ii) Thae facility must provide a designated staff
person who Is approved by the resident or family
group and the facility and who is responsible for
providing assistance and responding to written
requests that result fram group meetings.

(iv) The facliity must consider the views of a
resident or family group and act promptly upon
the grievances and recommendations of such
groups concerning issues of resident care and life
in the faciiity.

{A) The facility must be able to demonstrate their
response and rationale for such response.

(B} This should not be construed to mean thatthe
facllity must implement as recommended every
request of the resident or family group.

§483.10(H(8) The resident has a right to
participate in family groups.

§483.10{()(7) The resident has a right to have
family member(s) or other resident
representative(s) meet in the facility with the

ICenterville Specialty Care have the
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During an interview with the Administrator on
07/09/2022 at 4:04 PM, she stated dietary staff
should follow the meal tickets as written,
F 566 | Resident/Family Group and Response F 565

Description: F565

Plan of Correction: Call light audits will be
completed by the leadership team.
Education will be provided to staff
regarding the expectation of responding to
a call light in a timely manner.

How residents affected & residents with
potential of being affected were
identified: Residents who reside to

potential to be affected.

Corrective action taken for resident{s)
affected: Call light audits will be
completed by the leadership team.

Measures or systemic changes made to
ensure this will not recur and affect
others: Call light audits will be completed
by the leadership team. Education will be
provided to staff regarding the expectation
of responding to a call light in a timely
mannet.,
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families or resident representative(s) of other
residents in the facllity.

This REQUIREMENT is not met as evidenced
by:

Based on interviews, record reviews, and facility
policy review, it was determined the facliity failed
to ensure Resident Council grievances were
acted upon and promptly resolved for residents
who voiced concerns related to answering call
lights in a timely manner for 4 (Resident #16,
Resident #19, Resident #49, and Resident #8) of
5 residents who attended the Resident Councit
meeting. The facility reported a census of 53
current residents,

Findings Include:

A review of the facility's policy titled, “Resident
Rights " revised 12/2016, revealed "1. Federal
and state laws guarantee certaln basic rights to
all residents of this facility. These rights inchude
the resident's right to: .., v. have the facility
respond to his or her grievances.”

A Resident Gouncil interview was conducted on
07/06/2022 at 1:45 PM with Resident #34,
Resldent #16, Resldent #19, Resident #49, and
Resldent #8 present. During the interview, when
asked if they had any concerns related to the
timeliness of staff answering their call lights.
Resident #49 stated it took staff "some time" to
answer call lights. Resident #19 stated the facliily
was short staffed, so It took staff a while to
answer the call lights, Resident #8 stated he/she
had to wait In the bathroom several times for staff
to answer the call light and it could take anywhere
from 48 minutes to 40 minutes for them to
answer. Resldent #8 also stated, "Sometimes you
give up." Resident #16 stated it took staff awhile

F 86640 ensure practice is corrected and will not

loccur: 5 Call light audits per week will be
conducted for 4 weeks. Then 3 audits will
he conducted for 2 additional weeks.
Results of the audits will be submitted to
QAPI for review and additional
recommendations.

Anticipated Date of Completion for this
plan of correction: 8/3/2022
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o answer the call lights.

A review of Resident Council Minutes dated
11422024, 12/08/2021, 01/10/2022, 02/21/2022,
03/22/2022, and 06/08/2022 revealed the
residents in the rasident council mesting volced
concerns related to calf lights not being answered
timely,

Review of a Grievance/Concern Investigation
Form, dated 12/08/2021, indicated the Resident
Council voiced a grievance of, "Call lights not
being answered timely. This is happening during
mealiimes and after mealtimes most days. It
takes 20 minutes or longer and sometimes | have
to go turn my bathroom call light on as well." The
facility's response was, "Call light audits done and
audits to be parformed from different department
heads." There was no documented evidence of a
call light audit for the grievance. The section of
the form for, “"concerned party advised” was not
filled out,

A review of a Grisvance/Congern Investigation
Form, dated 12/30/2021, indicated two Resident
Council members had a grievance of, "Call light
oh for over 15 min [minutes].” The facility's
response was, "Call light audit for 3rd shift,"

Review of a Grievance/Goncarn Investigation
Form, dated 01/10/2022, indicated the Resident
Council voiced a grievance of "Call lights, Pts
[patients] state it takes over an hour at fimes,"
The facility's response was "Call light audits to be
done." There was no documented evidence of a
call light audit for this grievance. The section of
the form for, "concemed party advised" was not
filled out.
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A review of a Grievance/Concern investigation
Form, dated 02/21/2022, indicated the Resident
Council voiced a grievance of "Call lights during
the evening taking longer than 15 minutes to
answer and staff walk by with heads down. This is
not at supper time." The facility's response was,
"Audits in place and will be done weekly by
department heads." There was no evidence of a
call light audit for this grievance. The section of
the form for, "concernad party advised” was not
filled out. :

Review of a Grievance/Concern Investigation
Form, dated 03/22/2022, Indicated Resident #5
voiced a grievance during a resident council
meeting of, "Concern that once staff took 20-30
fminutes] to answer a bathreom call light when
[Resident #6 had) an accident and CNA came o
answer until Housekeeper heiped [the resident].”
The facility's response was, "Cail lights heing
monitored through audits at this time.” A duplicate
grievance form for Resident #6 was completed
and the facility's response was, “Note placed in
communieation book to answer call lights in 15
[minutes] for bedroom & [and] 5 for bathroom &
call light audit." Resident #6's room was not
included in the March 2022 call light audit. The
section of the form for, “concerned parly advised"
was not filled out,

A revlew of a Grievance/Concern Investigation
Form, dated 03/22/2022, indicated Resident #27
voiced a grievance during resident coungil of,
“Has concern 2-3 nights weekly that it takes staff
30 [minutes] or mare after and before meal on
210 [2:00 PM to 10:00 PM] shift for staff to
answer [Resident #27's] call light." The facility's
response was, "Call light audits continued
multiple staff deing audits to monitor problem.”

F 565
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Resident #27's room was audited four times from
03/15/2022 to 03/24/2022, with only one of those
being on the 2:00 PM to 10:00 PM shift. The
section of the form for "concerned party advised"
was not fllled out,

A review of a Grisvance/Concern Investigation
Form, dated 06/08/2022, indicated the Resident
Coundil volced a grievance of, "Call light not
being answered In a timely manner. it takes 46
[minutes] to 1 hr [hour] before siaff answer my
call light. Other times | get put in the bathroom
and after turning my light on when finished 1 sit for
over an hour to get off the tollet. This happens
multiple imes a week." The facillly's response
was, "Call light audits to contiriue[.] Education to
staff on resident's concern." There were no call
light audits provided by the facllity for this
grievance. The section of the form for,
"concerned party advisad” was not filled out.

Review of the facility's Call Light Audit Report for
March 2022 indicated a cal light audit was
performed on 03/15/2022 at 1:18 PM; 03/16/2022
at 9:30 AM; 03/18/2022 at 5:39 PM and 5:36 PM;
03/19/2022 at 10:41 AM; 03/20/2022 at 2:16 PM,
2:33 PM, 2:45 PM, 3:04 PM, and 3:05 PM;
03/24/2022 at 8:33 PM, 8:43 PM, and 8:07 PM,
and 03/28/2022 at 11:12 AM, 11:14 AM, 11:18
AM, and 11:21 AM.

A review of the facllity’s Call Light Audit Report for
April 2022 indicated a call light audit was
performed on 04/14/2022 at 2:40 PM, 3:25 PM,
3:45 PM, and 4:15 PM.

Review of the facility's Call Light Audit Report for
May 2022 indicated a call light audit was
performed on 05/19/2022 at 8:30 AM, 9:06 AM,
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9:30 AM, and 10:15 AM.

A review of the facility’s Call Light Audit Report for
June 2022 indicated a call light audit was
completed on 06/25/2022 at 9:30 AM, 10:10 AM,
and 1:35 PM and on 06/26/2022 at 7:00 AM,
12:40 PM, and 1:25 PM,

During an Interview on 07/07/2022 at 2:35 PM,
the Actlvity Director (AD) stated that once &
resident voiced a grievance during the Resident
Gaouncit meefing, she typed all the concerns and
put them an an individual "Concern Investigation
Form" and printed one out for herself, the
Administrator (ADM), and the department head
related to the concern. For call lights, she would
provide a copy fo the Director of Nursing (DON),

During an interview on 07/08/2022 at 1:49 PM,
the DON stated if a resident vojced a concern
during the Resident Council meeting, she would
go and talk to the resident andfor staff Involved.
The DON stated she had a huddle mesting and
arrived at the facllity for the 6:00 AM to 2:00 PM
shift so she could huddle with all three shifts. She
sfated that if she was not present, she had the
charge nurse complefe the huddle, and they had
a communlication book at the nurses’ desk. The
DON stated the main thing is falk o the resident
or staff member to come to a resolution to the
grievance. The surveyor informed the DON that
slx out of the last eight months of Resident
Coungcit minutes had grievances related to call
lights. The DON stated that's something they are
frying to improve, She felt like the last coupls
times, it's gotten bettor; it's mainly during the 2-10
shift and during meals. The PON stated that call
light audits were to be completed every week,
and the weekend manager also completedthem.
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However, she noliced the weekend manager was
only compfeting two room audits. The DON stated
the facility was trying to figure out how to do them
every shift and on the weekends. The DON
stated she would like to sse more audits, The
DON stated the call light concern was brought to
the attention of the Quallty Assurance {QA) team
butwas unsure if it was documented anywhere.

During an interview on 07/08/2022 at 3:03 PM,
the ADM stated the process for grievances voiced
during Resident Council was that the AD woutd
bring all concerns to the ADM In the form of a
grisvance and would assign the grievance fo
each respective department. Then, the ADM and
the department head would address the concem,
bring it up in the morning meeting, complete
follow-ups, and reach a resolufion. The ADM
stated they had a 10-day process for a reselution
to ensure everything was resolved in a manner
that the resldent agreed to. The surveyor
informed the ADM that six out of the last eight
months of Resident Council minutes included
grisvances related to call lights. The ADM stated
she felt like the residents always brought up the
call lights and that It was always addressed. The
ADM stated the weekend manager was
completing call light monitoring and felt it was
hsing completed on the weekends.
Request/Refuse/Dscntnue Trmnt:Formite Adv Dir
CFR(s): 483.10(c)(B)8)(a)(12)(1)-(v)

§483.10{c)(8) The right to request, refuse, and/or
discontinue treatment, to parficipate in or refuse
to participate in experimental research, and to
formulate an advance directive,

§483.10(c)(8) Nothing in this paragraph should be

F 665

F 578 Description: 578

Plan of Correction: Advanced Directives
information will be added to resident face
sheets if available upon admission and
reviewed quarterly during care plan
meetings,
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construed as the right of the resident to receive
the provision of madical treatment or medical
services deemed medically unnecessary or
inappropriate.

§483.10(g)(12) The facility must comply with the
requirements specified in 42 CFR part 489,
subpart | {Advance Direcfives).

{i} These requirements include provisions to
inform and provide written information to ali adult
residents concerning the right to accept orrefuse
medical or surgical tfreatment and, at the
resident's option, formulate an advance directive,
(I} This includes a writtens description of the
facllity's policies to implement advance directives
and applicable State law.

{iii Facilittes are permitted o contract with other
enfitles to furnish this information but are still
legally responsible for ensuring that the
requirements of this section are met,

(iv) If an adult Individual is incapacitated at the
time of admission and is unable to receive
information or articulate whether or not he or she
has execufed an advance directive, the facility
may give advance directive information to the
individual's resident representative in accordance
with State Law,

(v} The facility is not relieved of its obligation to
provide this information fo the individual once he
or she is ahle to recelve suchinformation.
Follow-up procedures must be in place to provide
the Irdormation to the individual direcily at the
appropriate time.
This REQUIREMENT is not met as evidenced
by:

Based on dlinical record, and staff and resident
interviews, the facllity failled to protect 2
(Residents #18 and #30) of 3 residents’ rights
regarding an advance directive. Specifically, the

X4 o SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION )
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DEFICIENCY}
How residents affected & residents with
F 678 Continued From page 19 F 578

potential of keing affected were
identified: Residents who reside to
Centerville Specialty Care have the
potential to be affected,

Corrective action taken for resident(s)
affected: Information has been located and
will be uploaded into PCC.

Measures or systemic changes made to
ensure this will not recur and affect
others: Advanced Directives information
will be added to resident face sheets if
available upon admission and reviewed
tuarterly during care plan meetings.

Planned monitoring of corrective actlons
to ensure practice is corrected and will not
occur: 4 audits per week will be conducted
for 4 weeks, Then 3 audits per week will be
conducted for 2 additional weeks. Results
of the audits will be submitted to QAPI for
review and additional recommendations,

Anticipated Date of Completion for this
plan of correction: Ongoing
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facllity failed to ensure Resident #18 had tha right
to formuiate an advance directive and faiied fo
ensure Resident #30's advance directive was
inclhuded in the resident's medical record, The
facifity identified a census of 53 current rasldents,

Findings included:;

A policy regarding advance directives was
requested from the facility, but the facility did not
have a policy.

1. Review of Resident #18's Admission Record
revealed the resident entered tha facility on
04/08/2022.

The resident's admission Minimum Data Set
(MDS) assessment, dated 04/1 42022, recarded
Resident #18 had a Brief Interview for Mental
Status (BIMS) score of 15 out of 15, which
indicated the resident was cognitively intact.

A review of Resident #18's care plan, initiated on
04/08/2022, revealed the rasident had an
advanced directive/code status care plan with a
goal for advance directives to be followed per
resident/family request. The facility developed
interventions included reviewing resident choices
quarterly and as needed and honoting the
resident's wishes regarding code status. Further
review of the care plan revealed staff had vislted
with the resident regarding the need for a power
of attorney (POA), and the resident refused to
name a POA.

A review of Resident #18's electronic health
record (EHR) on 07/05/2022 at 12:24 PM
ravealed no documented evidence the resident
had an advance directive on file nor evidence the
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Continued From page 21
facility provided the optton to formutate cne,

During an Interview on (7/06/2022 at 1205 PM,
the Social Services Director (SSD) stated the
88D was responsible for completing admission
paperwork, The SSD stated a Cardiopulmonary
Resuscitation (CPR) status form was completed
on admission: however, the faclity did not ask
residents upon admission about formulaiing an
advance directive. The SSD stated that if the
resident already had an advance directive in
place, the facilify requested a copy. The 88D
stated there was nothing in the admission packet
related to formulating an advance directive.

Durlng an interview on 07/06/2022 at 12:16 PM,
the Business Office Manager (BOM) stated the
38D was supposed to provide the option of
formulating an advance directive to residents
upon admission, According to the BOM, the
facility did not have any advance dirgctive
information for Resident #18.

During an interview on 07/06/2022 at 12:54 PM,
the Director of Nursing (DON) stated the 58D
was required to speak with a resident upon
admission regarding formulating an advance
directive.

During an interview on 07/06/2022 at 1:02 PM,
the Administrator (ADM) stated the S8SD was
required to ask residents about advance
ditectives upon admission. The ADM stated
residents' advance directive should be kept in the
residents' electronic health record (EHR) or their
accessible medical record.

2. A review of the Admission Record revealed the
facility admitted Resident #30 on 00/15/202.1.

F 578
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Resident #30's quarterly MDS assessment, dated
05/05/2022, documented the resident had a BIMS
score of eight, which indicated the resident was
moderately cognitively impaired.

A& review of Resldent #30's care plan, inifiated on
12/29/2021, revealed the facility ldentified the
resident needed a deslgnated power of attorney
{POA) for healthcare financial matters to serve in
the event of incapaclly; to assist with decision
making; and to support the resident's health,
resource management, and/or safety. The faciiity
develapad an intervention that indicated on
04/15/2022, POA documents were completed that
would be kept in the business office file
throughout the resident's stay. Further review of
Resident #30's care plan, initiated on 04/08/2022,
indicated the resident had an advance
directive/code status care plan. Interventions
included the resident's code status was located at
the nurse's desk.

A review of Resident #30's electronic health
record (EHR) on 07/05/2022 at 12:12 PM
revealed no documented evidence the resident
had an advance directive, was given the option to
formulate an advanee director, nor any
documented evidence the resident had a POA.

According fo an interview on 07/06/2022 at 12:06
PM, the SSD stated Resident #30 did not have a
POA and was waiting for the resident's family
member fo visit. The SSD was not aware POA
documents had besn completed for Resident
#30,

During an interview on O7/06/2022 at 12,16 PM,

the BOM stated Resident #30's family member

STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE GONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
165225 B. WING 07109/2022
MARE OF PROVIDER OR SURPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
1208 EAST CROSSSTREET
CENTERVILLE SPECIALTY CARE
CENTERVILLE, IA 52544
(X4) 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGTENGY)
FF 578 Continued From page 22 F 578

FORM GMS-2567{02-99) Pravious Versions Obsolote Event iD: GHXG611

Facifity iD: IADB33

If continuation sheet Page 23 of 139




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

PRINTED: 07/25/2022

FORM APPROVED

OMB NO. 0938-0381

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/GLIA
AND PLAN OF CORRECTION IBENTIFICATION NUMBER;

166228

{X2) MULTIPLE CONSTRUCTICN

A. BUILDING

B, WING

(X3} DATE SURVEY

COMPLETED

0710912022

NAME CF PROVIDER OR SUPPLIER

CENTERVILLE SPECIALTY CARE

STREET ADDRESS, CITY, BTATE, ZIP CODE
1208 EAST CROSS STREET
CENTERVILLE, IA 52544

(X4) 1
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

I

PROVIDER'S PLAN OF GORRECTION

PREFIX {EACH CORRECTIVE ACTION SHOULD BE
TAG GROSS-REFERENCED TO THE APPROPRIATE

DEFICIENCY)

{X8)
COMPLETION
DATE

F 578

F 580

85=6

Continved From page 23

completed a POA document a few months
previous, and It was in a file in the BOM's office,
At that time, the BOM pulled the residents
durable POA form from a drawer in her office and
provided a copy to the surveyor., According to the
BOM, the resident's durable POA should also be
listed In the EHR. At that time, the BOM reviewed
the resident's profile in the EHR and stated the
advance directive was not in the EHR. The BOM
then added 'POA' next to the famlly member's
namie listed in the EHR,

During an interview on 07/06/2022 at 12:54 PM, the
DON stated there should be a copy of Resident #30's
advance directive at the nurse's desk and in the
resident's medical record. The DON pulled out a
binder that contalned information about resident code
statuses from the nurse's desk; however, the binder
did not include advance directives. The DON stated
that if a resident’s advance directive was in the BOM
office, the charge nurse should have a key to

access the BOM's office after office hours, The

DON stated the key was kept In the medication

room, however, the DON and another nurse were
unable to locate a key to the BOM office in the
medication room.

Buring an interview on 07/06/2022 at 1:02 PM,
the Administrator stated that if the advance
diractives ware kept in the business office, the
nurse should have a key. The Administrator
stated residents’ advance directive should be in
the residents’ electronic health record or their
accesslble medical record.

Notlfy of Changes (Inlury/Decline/Room, etc.)
CFR{s); 483.10(g)(14)(0)-(iv)(15)

F 578

F 580
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§483.10(g)(14) Netification of Changes.

{iy A facllity must immediately inform theresident;
consult with the resident's physician; and nolify,
cohaistent with his or her authority, the resldent
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 stafus (that is, a
deterioration in health, mental, or psychosoulal
status in either life-threatening conditions or
clinical complications);

(C) A need to alter treatment significantly (thatis,
a need to discontinue an existing form of
treatment due to adverse consaquences, of fo
commence a hew form of freatment); or

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

(Y When making nofificatton 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 providéd upon request to the
physician. '

(i) The facility must also prompily notify the
resident and the resident representative, ifany,
when there is- ]
{(A) A change In room or roommate assighment
as specified in §483.10(e)(6); or

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

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

representative(s).

Plan of Correction: Nursing staff will be
nrovided education on the importance of
completing physician orders as directed,
notifying physician on a change of
condition, documenting assessments in
charts, obtaining vitals as ordered and with
a change in condition, notifying the primary
care provider on blood sugars cutside of
parameters, and ensuring the primary care
provider and pharmacy are updated on any
medications that not available in the E-Kit.

How residents affected & residents with
potential of being affected were
identified: Residents who reside to
Centerville Specialty Cate have the
noiential to be affected.

Corrective action taken for resident{s}
affected: Orders to be completed as
directed.
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: . Measures or systemic changes made to
7880, Confinued From page 25 F 580lensure this will not recur and affect
§483.10(g)(15) .
Admisslon to a composite distinct part. A facility ot.hers. N-ursing staff wf!l be .Educated along
that is a composite distinct part (as defined In with continuing education with monthly
§483.6) must disclose in its admission agreement meetings, Nurse manager and DON will
its physicai configuration, including the various . e . .
locations that comprise the composite distinct continue this discussion in morning stand
part, and must specify the policies that apply to up meetings.
room changes between its different locations
under §483.16(c)(9).
This REQUIREMENT is not met as evidenced

by: Planned monitoring of corrective actions

Based on record review, Interviews, and facility " tice i ted and will not
policy review, the facility failed to notify the @ ensure practice is corrected and will no

physician of changes in condition andior the need occur: Nurse manager will complete 3
to alter treatment for two _(Resident #311 and orders and 3 glucose check audits for 4
Resident #208) of six residents reviewed for , b

medication administration. Specifically, the facliity weeks. Then 2 order audits will be

falled to nofify the physician when Resident & 311 conducted for 2 additional weeks. DON will
tested posﬁwe_fur COVID-18, which resulted in a complete change of condition audits and
delay In obtaining treatment orders for the ) L
reSident’ who SubseqUEﬂtIy expired; Resident Vltalts for 6 WEEkS. RES&“IS Of thE aUdttS W|“
#311's blood sugars were out of prescribed pe submitted to QAP for review and

parameters; Resident #311's medications were
unavailable for administration and Resident #2090
did not receive medications as ordered. The
facility identified a census of 53 current residents.

additional recommendations.

Findings inciude: Anticipated Date of Completion for this
plan of correction: 7.25.22

1. A review of an "Admission Record" revealed
Resident #311 had diagnoses which included
chronic obstructive pulmonary disease (COPD),
chronic viral hepatitis C, diabetes, multiple
sclerosis, congestive heart failure {CHF),
hypertension, cirthosis of the liver, and chronic
kidney disease. Further review of the admission
record revealed the resident expired at the facility
on (3/02/2022,
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A review of the admisston *Minimum Data Set"
(MDS), dated 02/03/2022, indicated Resident
#311 scored 12 on a Brief Interview for Mental
Status (BIMS), indicating moderate cognitive
fmpairment, The resident required limited to
extensive assistance of two people for activities
of daily living (ADLs). The MDS indicated the
resident received insulin infections on six out of
seven days during the lookback perlod.

Araview of a care plan, dated as initiated on
01/31/2022, ravealed Resident #311's goal was to
transition back to the community, The facility
developed an intervention for the resident to
transitionn home with goals met,

1. a) A review of the facllity's policy fitled, "Lab
and Diagnostic Test Resuits - Clinical Protocol
revised November 2018, indicated, "The
physician will identify, and order diagnostic and
lab testing based on the resident's diagnostic and
menitoring needs. The staff will process test
requisitions and airange for tests. The laboratory,
diagnostic radiology provider, or ather testing
source will report test results to the facility. When
test reaults are report to the facility, a nurse will
first review the results.” The policy also indicated
the following:

- "A nurse will identity the urgency of
communleating with the attending physician
hased on the physician's raquest, the seriousness
of any abnormality, and the individual's current
condition."

- "A physician can be notifled by phone, fax,
voicemail, e-mail, mail, pager or a telephone
message to another person acting as the
physician's agent (for example, office staff). a,
Facility staff should dooument information about
when, how, and to whom the informationwas
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provided and the response. This should be done
in the Progress Notfes section of the medical
record and not on the lab results report, because
tost results should be cotreiated with other
relevant information such as the individual's
overall situation, current symptoms, advance
directives, prognosis, efc. [et cetera]. b. Direct
voice communication with the physician is the
preferred means for presenting any resuits
requiring immediate noftiflcation, especially when
the resident's clinical status Is unstable or current
treatment needs review or clarification.”

Review of a facility palicy titled, "COVID-19
Testing Polley,” ravised 03/10/2022, revealed,
"Documentation of Testing. Faciiities must
demonstrate compliance with the testing
requirements, To do so, facilities should do the
following: For symptomatic residents and staff,
document the date(s) and time(s) of the
identification of signs or symptoms, when testing
was conducted, when results were obtained, and
the actions the facllity ook based on the results."

A review of "Progress Notes" revealed a
"COVID-18 Testing" note was entered on
02/26/2022 at 5:55 PM, which Indicated Resident
#311 had a positive GOVID-19 test. The note did
not Indicate the physiclan was notified of the
positive resuits,

A review of "Progress Notes" dated 02/27/2022 at
12:21 AM and 02/28/2022 at 12:47 PM, revealed
Resident #311 had no signs or symptoms of
COVID-19 after testing positive,

A review of "Progress Notes" dated 03/01/2022 at
12:24 AM, revealed Resident #311's oxygen
saturation was 86% on room air. Oxygen was
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applied, and the resident's oxygen saturation
came up to 81% with the oxygen at 2 [iters per
minute via nasal cannula. There was no
indication the physician was notified.

Areview of a focused evaluation "Progress Note,"
dated 03/39/2022 at 12:30 AM, indicated
Resident #311 had an occaslonat non-productive
cough with oxygen in place. The note indicated
the resident had no other signs and symptoms
and remained in isolation for a recent diagnosis of
COVID-19.

A review of "Doctor's Crders and Progress
Notes,” dated 03/01/2022 at 12:30 PM, revealed,
"Apparently, [Resident #311] tested positive for
COVID-19 on Friday night [02/25/2022]. No
provider was notifled.” Labs and medications
were ordered at this time.

A review of a "Social Service Note," dated
03/02/2022 at 12:59 PM, indicated Resident # 311
expired that morning.

A review of the "Death Record,” dated
03/02/2022, indicated Resident #311's time of
death was 03/02/2022 at 7:28 AM, and the cause
of death was COVID-19 pnsumonia.

During an interview on 07/08/2022 at 2:32 PM,
Staff T, Nurse Practitionar (NP), stated she was
the primary provider for Resident #311. She
stated Rasident #311 {ested positive for
COVID-19 on a Friday and she was not notified
until she came inte the facility to do reunds on the
following Tuesday {03/01/2022). She stated the
night shift nurse had left a note in her folder
requesting an order for oxygen because the
resident's oxygen saturation had dropped during
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the night. She stated she was going to see the
resident, and that was when she was fold the
resident was on the COVID unit. She stated the
resident went five days before any COVID
treatment was ordered, then died the next day.

On 07/09/2022 at 8:42 AM, the surveyor
aftempted to call Staff U, the nurse caring for
Resident #311 on 03/01/2022 when the physician
orders were written. Staif U did not answer, and
the surveyor left & message, Staff U did not
respond by the end of the survey,

During an interview on 07/09/2022 at 2:37 PM,
Staff H, a Licensed Practical Nurse (LPN), stated
whenever a resident tosted positive for
COVID-19, they were put into quarantine and
notifications were made to the physician and
famllies and should be documented in the
progress notes. She stated the facilily did not
have standing orcers for how fo treat COVID-19.
After reviewing Resident #311's record, Staff H
stated she was unable to find documentation of
the provider being notified when the resident
tested positive for COVID-19,

During an interview on 07/09/2022 at 3:20 PM,
the Director of Nursing (DON) stated whenever a
positive COVID-19 test result was obtalned, the
faciiity would put the resident in isolation and
notify the physician, family, state, and medical
director. She stated those notifications should be
documented in the progress notes. She stated
the facility did not have standing orders for
positive COVID-18 residents, but the physician
should be updated, and they would provide
orders as needed, The DON stated she could not
recall the detalls of Resident #311's death.
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During an interview on 07/08/2022 at 4:53 PM,
the Administrator, she stated when a positive
COVID-19 case was Identified the resident was
moved to the isolation area and the physician and
family should he notified. She stated it should be
documented in a progress note.

1. b) A review of the fadility's policy litled,
"Diabetes,” revised Seplember 2017, indicated,
"The physician and staff will establish noification
parameters related to diabetes moniforing. Based
oh individualized nofification parameters, the staff
will inform the practitioner about the status of
each patlent's glucose control, depending on the
situation, goals, and other associated symptoms
ar conditions.”

A review of Resident #311’s physician orders and
February 2022 Medication Administration Record
{MAR) indicated physician orders to check the
resident's blood sugar before meals and at
bedtime. The order indicated the facility was
required to contact the resident's pelimary care
providet (PCP) if Resident #311's blood sugar
was over 300 or less than 70.

A review of the February 2022 MAR revealed
Resident #311's blood sugar was greater than
300 on 58 occaslons out of the 112 times it was
checked. On fourteen of those occasions, it was
greater than 400; on sixteen ocoasions, it was
greater than 500; and on one occasion, it was
greater than 600,

A review of Resident #311's "Progress Notes" for
February 2022 revealed the resident's PCP was
notified on five of the 58 occasions that the
resident's blood sugar was greater than 300.
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On 07/09/2022 at 8:42 AM, the surveyor
attempted to contact Staff T, Resident #311's
PGP, for an interview regarding Resident #311's
blood sugars. The surveyor left a message
requesting a callback. Staff T did not respond by
the end of the survey.

During an interview on 07/09/2022 at 9:06 AM,
Staff V, a Certified Medication Alde {CMA), stated
the licensed nurses dealt with residents' blood
sugars and notifying the physician If the results
were aut of parameters.

Durtng an interview on 07/09/2022 at 10:33 AM,
Staff W, a CMA, stated the physician should
always be notified as ordered if a resident's blood
sugar was out of parameters, because the
physician may want ta make changes to the
resident's medications,

During an interview on 07/08/2022 at 2:37 AM,
Staff H, a Licensed Practical Nurse (LPN), stated
staff should decument In a progress note or in the
MAR notes when a resident'’s blood sugar was
out of physician-ordered parameters and the
provider was nofified. After reviewing Resident
#311's record, she was not able to find
documentation that the resident's blood sugars
were reported to the physician as ordered, but
she stated they should have been. She stated it
was important to let the provider know, because
they may adjust the resident's medications or
diet,

During an interview on 07/08/2022 at 3:20 PM,
the Director of Nursing {DON) stated any resident
with physiclan orders to check blood sugars
should have parameters ordered as to when to

notify the physician, and the nurse should
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document in the computer progress note wheh
the physician was notified. The DON stated
noftifying the physician when a resident's bliood
sugar was not within physician-ordered
parameters was important, so the physician could
make changes if needed.

During an interview on 07/09/2022 at 4:563 PM,
the Administrator stated if a resident's blood
sugars were out of physician-ordered parameters,
the physiclan and DON should be notified, and it
should be documented in a prograss note.

1. ¢) A review of the facility's policy "Pharmacy
and Therapeutics Oversight," revised Ssptember
2017, revealed "Madications will be ordered,
administered, and monitored appropriately and
safely." According to the policy, "The medical
director will advise the facllity on presctibing,
handling, dispensing, storing, prescribing, and
monitoring medications, including the following: a.
Appropriate indications, selection, and prescribing
of medications for the facilily's resident/patient
populalion. b. Safe procurement, storage,
distribution, use and disposal of drugs and
biologicals ... d. Contents of emergency and
irterim: medication kits ... i. Monitoring for,
identifying, correcting, and preventing
medication-related problems mcluding adverse
conseguences,”

A review of the "Physiclan Orders” and the
February 2022 "Medication Administration
Record" (MAR) indicated Resident #311 had
orders which included:

- Flomax (used of urinary incontinence) 0.4
milligrams (mg) give one tablet by mouthone
time a day,

- Fluconazole (used for yeast infections) 50 mg
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give one tablet by mouth one time a day every
three days.

- Ranolazine (used for chest pain) 1,000 my give
one tablet by mouth two fimes a day.

- lsasorbide Monanitrate (used for chest pain) 50
mg give 50 mg by mouth two times a day.

- Prednisone (used for multiple sclerosis) 20mg
give three tablets by mouth one time a day.

- Ropinirsie {used for restless leg syndrome) 2
myg glve one tablet by mouth one time aday.

Further review of the February 2022 MAR
revealed the resident did not receive thefollowing
medicaiions due o not being available from the
pharmacy for administration:

- Flomax 0.4 mg on 02/22/2022, 02/23/2022,
02/24/2022, and 02/25/2022

- Fluconazole 50 mg on 02/04/2022, 02/16/2022,
and 02/22/2022

- Prednisone 60 mg on 02/22/2022, 02/23/2022,
and 02/26/2022

- Ranolazine 1,000 mg on 02/22/2022,
02/23/2022, 02/25/2022, 02/26/2022 AM and PM
dose, 02/27/2022 AM and PM dose, and
02/28/2022 AM and PM dose

- Isosorbide 50 mg on 02/23/2022, 02/26/2022,
02/27/2022, and 02/28/2022

- Ropinircle 2 mg on 02/23/2022 and 02/25/2022

A review of the "Orders-Administration Notes"for
the above medications indicated themedications
were elther not available or were onorder.

A review of Resident #311's record revealed no
documentation that the primary care provider
(PCP) was nofifiad of the resident not receiving
the above medications,

During an interview on (7/08/2022 at 2:32 PM
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with Staff T, Nurse Practitioner (NP), she stated
she could not recall if the fadllity had notified her
of Resident #3711 missing medications. She
stated she expected fo be nolified whenever the
nurse held a medication so that if the resident
ended up having an adverse reaction to not
detting the medications, then she would knowthe
reason and i{ would affect how she would treat
the resident. She stated having the staff fail to
notify her when a medication was being held or
not giveh had besn an issue in the past.

Detring an inferview on 07/09/2022 at 9:05 AM
with Staff V, Certified Medication Aide {CMA}, she
stated if a medication was not available during
the medication pass, then she would telf the
nurse and document that it was notavailable.
She stated she was unsure if the physician was
notified but thought the nurse did that,

During an interview on 07/08/2022 at 10:33 AM
wilh Staff W, CMA, shoe stated if amedication

was not availabie, she would tell the charge nurse
and document it was not available. She stated the
charge nurse should notify the physician.

During an interview on 07/09/2022 at 2:37 PM
with Staff H, Licensed Practicat Nurse (LPN), she
siated if a medication was not available during
the medication pass, the physician was notitied
by fax but admitted It was not done every time.

'During an interview on 07/09/2022 at 3:20 PM,

the Director of Nursing (DON) stated if a
medication was not avaifable during the
medication pass, the physician should be notified
sometime during the day, and depending on the
type of medication, maybe sooner. She stated if a
medication was unavallable for multiple days, the

F 580
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physician, pharmacy, and DON should be
notified. The DON stated the physiclan should be
contacted for clarification whenever a medication
was hot available to see how the physician
wantad to procead.

During an interview on 07/09/2022 at 4.53 PM,
the Administrator stated i a medication was not
avallable during the medication pass, the
pharmacy and physician should be contacted
atong with the DON,

2. A review of Resident #208's "Admission
Record," revealed the facility admitted the
resident on 06/29/2022 with diagnoses that
included dementia without behavioral
disturbance, major depressive disorder, and
Parkinson's disease.

A review of Resident #209's admission Minimum
Data Set (MDS), dated 07/06/2022, revealed the
resident had a Brief Interview for Mental Status
{BIMS) score of 3, which indicated severely
impaired cognitive skills.

A review of Resident #209's "Order Summary
Report" revealed the resident was admilted with
orders for pramipexole dihydrochloride tablet 0.25
milligram {mg). The order was io give one tablet
by mouth twice a day related to Parkinson's
disease. The order start date was the day of
admission, 06/29/2022,

Areview of the pharmacy receint revealed
Resident #209's pramipexole dihydrochloride
tablets were delivered to the factlity on
06/29/2022.
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A review of the resident's June 2022 and July
2022 "Medication Administration Record [MAR]"
revealed the pramipexole dihydrochloride tablet
0.25 mg was not administered the evening of
06/29/2022 or the mornings of 07/01/2022,
07/02/2022, or Q7/03/2022,

A review of the resident's "Progress Notes", dated
06/29/2022, 07/01/2022, 0710212022, and
07/03/2022 revealed the medication was not
available for morning administration and no note
indicated the physician was called regarding the
missing medication.

During a telephone interview with Staff R, a
Certified Medlcation Assistant (CMA), on
07/08/2022 at 1:33 PM, she stated she was able
to pass medications as of 06/18/2021 and had
worked at the facllity for four years as a CNA,
She stafed if the medication was in stock It was
administered. She sfated if the medication was
not available, she would inform the charge nurse
and they would see what was going on. if a
medication was not given, it should be
documented on the MAR and in a nursing note.
She stated she could not find the Parkinson
medicafion for Resident #208 the morning of
07/03/2022. She stated the medication cards
were not in the cart that morning and she notified
Staff F, a Licensed Practical Nirse (LPN) and
charge nurse, who double checked and could not
find the madication card either.

An Interview with Staff F on 07/08/2022 at 2:28
PM revealed if a medication needed to be given
but was not avallable, she would cal! the
pharmacy to see when it could be defivered. She
stated the pharmacy for the facility could be very
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slow when delivering medications. She stated she
was not passing medications on 07/03/2022 and
did not recall getting any reports from the CMAs
about missing medications.

During an Interview with the Director of Nursing
{DON}) on 07/09/2022 at 2:30 PM, she stated
ideally if the medication was not available the
hurse would call the pharmacy and checkthe
E-kit (emergency kit; emergency medicationbox).
if the medication was determined to not be sent
from the pharmacy, it should be reordered. She
stated the physician should he notified the same
day when a medication was not availabie for
administration and kept up {o date about when
the medication could be given. She stated if the
medication had not arrived in a few days, the
nurses should be following up with pharmacy.
She stated there was a "card” Issue with Resident
#209's medication and the doses not given in the
moming should have heen reported to the
physician,

During an interview on 07/08/2022 at 2:37 PM
with Staff H, a Licensed Practical Niyse, she
stated she was not sure if the physician was
notified that Resident #209's medications were
not given,

During an inferview with the Administrator on
07/09/2022 at 4:04 PM, she stated the physician,
the pharmacy, and the DON should be notifled if
a medication was not available at medication
pass time. She stated the CMAs should report to
the nurse if medications were not available.
Investigate/Prevent/Correct Alleged Violation
CFR(s): 483.12(c){2)-(4)
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SUMMARY STATEMENT OF DEFICIENCIES

§483.12(c) In response to allegations of abuse,
neglact, exploitation, or mistreatment, the facility
must:

§483.12(c)(2) Have evidence that all alleged
vialations are thoroughly investigated,

§483.12(c)(3) Prevent further potential abuse,
neglect, exploitation, or mistreatment while the
investigation Is in progress.

§483.12(c){4) Report the results of all
investigations {o the administrator or his or her
designated representative and to other officials In
accordance with State law, including to the State
Survey Agency, within § working days of the
incident, and if the alleged viclation is verified
appropriate corrective action must be taken.

This REQUIREMENT is not met as evidenced
by: )

Based on facility policy review, clinical record
review, staff interviews, facility document review,
the facility failed to complete a thorough
Investigation of an alleged violation of physical
abuse and failed to maintain documentation that
an alleged viclation was thoroughly investigated
for one (Resident #26) of 6 residents reviewed for
abuse, Specifically, the facility failed to document
and maintain witness statements related to an
investigation of an allegation of staff-to-resident
abuse involving Resident #26 and Staff B, a
Certified Nursing Assistant (CNA) on 11/30/2022.
The facility identified a census of 83 current
residents.

Findings include:

A review of the faclilily's policy titled, "Dependent
Adult Abuse Protocols,” November 2019 Edition,

F 610 nvestigate/Prevent/Correct Alleged

Violation

Plan of Correction: Facility will complete
nutcome summaries on DIA website
regarding findings to investigations

How residents affected & residents with
potential of being affected were
identified: Residents who reside to
Centerville specialty care have the
potential to be affected

Measures or systemic changes made to
ensure this will not recur and affect
others: Facility will complete outcome
summaries on DIA website regarding
findings to investigations. Reporting
education for DON and Administrator.
Abuse education provided for staff.

Planned monitoring of corrective actlons
ko ensure practice is corrected and will not
oceur: Each time a report [s submitted it
will be monitored by the management
team to assure compliance.

Anticipated Date of Compietion for this
plan of correction: Ongoing when a report
is filed.
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rovealed that "Following investigation, the
Administrator or designated agent will be
responsible for forwarding the results of the
investigation to the Department of Inspections &
Appeals. This written report shall be forwarded to
the Department within five days." The policy also
indicated, "Following the completion of the facility
investigation, if the facility concludes that the
allegations of resident abyse are unfounded, the
employee will be allowed fo retum to Jjob dufies
Involving resldent contact, byt the employee must
maintain separation and have no contact with the
resident alleged to have been abused, by
reassigning the accusad employse o an area of
the facllity where no contact will be made
between the accused employee and the resident
alleged to have been abused.”

R reviaw of an Admission Record revealed the
faciiity admitted Resident #26 with diagnoses that
included congestive heart failure (CHF), dementia
with behavioral disturbance, and chronic kidney
disease (CKD).

A review of a quartetly Minimum Data Set (MDS)
assessment dated 11/04/2021 ravealed Resident
#26 required extensive physical agsistance of fwo
or more people for bed mobility and transfers.

A review of an annual MDS dated 04/21/2022,
revealed Resident #26 scored 5 on a Brief
Interview for Mental Status (BIMS), which
indicated the resident experienced severe
cognitive and memory impairment. Further review
of the MDS revealed the resident required
extensive physical assistance of two or more
people for bed mobility and transfers.

A record review of an untitled facility incident
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report revealed on 11/30/2021, Staff X, Nurse
Manager overheard Staff N, Certified Nursing
Assistant (CNA) and Siaff O, CNA, saying that
another CNA had put Resident #26 in an
awkward position in the resident's bad
intentionally and Staff N and Staff O thought that
Staff B, CNA and Staff A, CNA were being mean
and hurting Resfdent #28. Staff N and Staff O
reported the concern to the Administrator, stating
they had responded to Resident #26's call iight
and the resident stated they had "roughed up"the
resident, referring to the CNAs who had provided
care to the rosident on the prior shift, Staff N and
Stafi O reportad that the resident was positioned
with the head of the bed and foot of the bed both
elevated. The resident reported that Staff B and
Staff A had placed the resident in that position.
The immediate action was to separate the named
staff members from the resident, Staff A and Staff
B were suspended, pending the investigation. A
skin assessment was completed, and two new
bruises were found on the resident's left forearm
that were not thera previously. The resldent was
on blood thinners. The resident denled being in
any pain. The police were notified on 11/20/2021
at 4:00 PM. The officer stated the bruising, in
their opinion, did not resembie abuse, due to the
color ahd shape of the brulse, The officer met
with the resident at approximately 5:00 PM. The
onhgoing corrective action Included an in-service
to be held on 12/14/2021 to address kindness
and abuse for all staff members. There was no
outcome listed on the facility-reported incident.

Review of a 8kin and Wound Note dated
11/30/2021 at 4.30 PM revealed the resident had
a bruise on the left elbow that measured 4.0
centimeters (cm} high by 4.7 cm in length by 1.6
cm wide.
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A review of a Soclal Service Note dated
12/02/2021 at 3:56 PM, revealed the Social
Service Coordinator (SSC) visited with the
resident regarding the Incident that oecurred on
11/30/2021. The resident denied being in any
pain and was in a pleasant mood. The resident
inquired why statf would treat them that way and
stated that they should not have done that to the
resident, The 8SC offered reassurance that the
facility was completing an Investigation,

During an interview on 07/06/2022 at 14:24 AN,
the Adminfstrator (ADM) was asked whore the
facility’s findings were documented on the facility
incident report since there was no conclusion
listed. The ADM stated that one staff was fired,
and one was allowed to come back to work. The
ADM stated she did not have anything in wiiting
about the staff being allowed to come back or 4
conciusion to the investigation. The ADM stated
the faciiity did not substantiate or unsubstantiate
abuse and walted for the state department to
conclude,

During an inteiview on 07/07/2022 at 420 PM,
the ADM stated this was the first facility-reported
incident she had to complete since becoming the
ABM the month prior, and she was unable to
access the lowa Departmant of Health {IBH)
portal fo submit the allegation and had to email
the IDH for guidance. She stated the
facllity-reported incident was submitted via email,
along with all correspondence. At this fime, the
survoyor raviewed the binder of information
submitted, and the ADM had not provided the
facility's conclusion regarding the allegation.

During an interview and record review on

F 610
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07/08/2022 at 9:30 AM, the ADM brought in an
unlabeted plece of paper that indicated
'Interviews were conducted with staff and
residents following the allegation of abuse. |t was
determined that [Staff B] would not return to work
until after the state completed their investigation,
Our facility does not try to determine abuse when
an allegation oceurs, The facility continues fo
maintain separation with [Staff B] by having her
on continued suspension. It is our policy to
malntain separation with any allegation of abuse
and the facility will continue to follow that policy
until this matter is resolved, After the facility
investigation/interviews were completed, it was
decided that [Staff A] would be able to retun to
work. Our internal investigation determined that
employee [Staff A] did not have contact with
[Resident #26] on the day of the allegation, nor
did she witness any interactions that could be
associated with this incldent. At that point, the
fagility declded to allow [Staff Al to return to her
dufies as she was deemed safo by the facllity's
internal investigation.'

On 07/08/2022 at 12:10 PM, an attempt was
ade to interview Staff N, but the phone number
had been disconnected,

During an interview on 07/08/2022 at 12:14 M,
Staff O stated she was not working the hall that
Resident #26 resided on during the time of the
allegation but was working with Staff N. Staff N
told Staff O that the resident was folded up In the
bed. Staff O stated she did not physically see
Staff B position the resident. Staff N told Staff O
that the resident had upset Staff B, and that was
why Staff B had folded the resident in the bed.
Staff O stated that by the time she arrived in the
resident's roomn, Staff N had already repositioned
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the resident in the bed but noted there was a
bruise on the top of part of the residenf's leff arm.
Staff O stated the bruise was a couple of inches
wide, circle shaped, and purple. Staff O stated
the resident did not appear to be in any distress
and that the resident was normally very
outspoken and angry. The resldent told Staff O
'that girl beat me up, the girl with the bun,’ but
then the resident started talking about thelr dog.
Staff O stated she reported the allegation to the
ADM.

On 07/08/2022 at 12:36 PM, an attempt was
made to inferview Staff A, but the phone number
had been disconnected.

In an interview on 07/08/2022 at 3:59 PM, Staff B
stated that during the time of the incident, the
resident was having a problem with her TV.
Another CNA, name unknown, came into the
reom to try to assist Staif B with fixing the TV,
Staff B stated at some point, the other CNA left
the room, and Staff B was the only staff member
in the resident’s room. Staff B stated she
transferred the resident, by having the resident
place her hands around Staff B's neck, Staff B
then assisted the resident to stand and used a
stand-to-pivol manauver to transfer the resldent
from the wheelchair to the bed. Staff B stated she
never touched the resident's arms during the
ransfer. Once the resident was in bed, Staff B
adjusted the resident's position using the draw
shest (sheet placed undermeath resident to assist
with posltioning} and rolled the resident over on
the left side, facing the door. Staff B stated the
resident had a pressure ulcer around the buttocks
and she (Staff B) was trying to prevent the
resident from lying directly on it. Staff B then
raisad the head of the bed and the foof of the bad

F 610
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fo make the resident comfortable. Staff B stated
the resldent would have said something to her If
the resident was uncomfortable because "that's
the type of parson' the resident was, Staff B
dertied folding the resident up like a pretzel, Staff
B stated that she was suspended pending the
Investigation but was never told why she was
suspended.

During an interview on 07/08/2022 at 1:39 P,
the Director of Nursing (DON) stated the ADM
was responsible for submitting the
facility-reported incident regarding allegations of
abuse {o the state. The DON stated the ADM had
to report within 1 to 2 hours of the initial report or
within 24 hours on the state website. The DON
stated that by day 5, the facility had to submit the
completed investigation to the state. The DON
stated she was not at the facility during the time
of the allegation and did not assess the resident;
however, she did see the resident the following
day and stated the resident seemed fine and did
not provide the DON with any information. The
resident had denied being in any pain. The DON
stated the outcome of the investigation was that
one CNA was no longer employed at the facility.
The DON stated she was not aware of any actual
abuse, and the incldent had remained open with
the state department. The DON stated that the
facility's practice was to wait for the state's
findings before they would have an outcome.

During an interview on 07/08/2022 at 2:32 PM,
the ADM stated the regional consuitant never told
her that the facility had to come to their own
conclusion regarding the allegation and that she
would be meeting with that person to discuss how
to properly complete a facility-reported incident
regarding an allegation of abuse. The ADM stated
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that Staff N and Staff O came to her office the
day of the allegation and stated that Staff A and
Staff B had abused Resldent #26 by folding the
resident up like a pretzel. Staff A and Staff B were
immediately separated from the resident, and the
police were cailed. The ADM stated the resident
often referred to a single person as ‘they.' The
ADM stated there was some bruising and pictures
were taken. The ADM stated she spoke to Staff
A, who stated she had nover worked with the
resident that day and had been assigned showers
on a different hall. The ADM stated that the Sogial
Sarvices Director (SSC) got statements from
other residents and staff that were provided to the
state,
F 656 | Developfimplement Comprehenslve Care Plan F 656 . .
554D | CFR(e): 483.21(b)(1) Description: 656

§483.21(h) Comprehensive Care Plans
§483.21(b)(1) The facility must develop and
implement a comprehensive person-centered
care plan for each resident, consistent with the
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 psychosocial
needs that are identified in the comprehensive
assessment. The comprehensive care plan must
describe the following -

{i) The services that are to be furnished fo attain
or maintaln the resident's highest practicable
physical, mental, and psychosocial well-being as
required under §483.24, §483.25 or §483.40; and
(ii} Any services that would otherwise berequired
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).

Plan of Correction: Catheters will be added
to resident care plans as indicated.

How residents affected & residents with
potential of being affected were
identified: Residents who reside to
Centerville Specialty Care have the
potential to be affected.

Corrective action taken for resident(s)
affected: Catheter added to care plan,

Measures or systemic changes made to
ensure this will not recur and affect
others: Catheters will be added to resident
care plans as indicated. Nurse education.
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Planned monitoring of corrective actions

F 666) Continued From page 46 F 658t ensure practice is corrected and will not
(iil)y Any specialized services or specialized oceur: Care plans will be reviewed for
rehabilitative setvices the nursing facility will ’
provide as a result of PASARR catheters as indicated weekly during
recommendations, If a facility disagrees withthe standard of care meeting.
findings of the PASARR, it must indicate its
rationale in the resident's medical record. Anticipated Date of Completion for this

{iv)In consultation with the resident andthe
resident's representative(s)-

(A) The resident's goals for admissionand
desired outcomes.

(B) The resident's preforence and potential 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 andfor other appropriate
entities, for this purpose.

(C) Discharge plans in the comprehensivecare
plan, as appropriate, in accordance with the
requirements sat forth in paragraph (¢} of this
section.

This REQUIREMENT is not met as evidenced
by

Based on facility policy review, clinical record
reviow, and staff interviews, the facllity failed fo
develop a person centered, comprehensive care
plan related to a urinary catheter for 1 (Resident
#35) of 3 sampled residents reviewed for urinary
catheter. The facility reported a census of 53
current residents.

plan of correction: Ongoing

Findings include:

A review of the facility's policy titled, "Care Pians,
Comprehensive Person-Centered,” revised on
12120186, indicated, "8. The comprehensive,
person-centered care plan will: ...b. Describe the
services that are fo be furnished to atfain or
maintain the resident's highest practicable
physical, mental, and psychosocial well-being;
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... Incorporate identified problem areas: h,
Incorporate risk factors associated with idenfified
problems; ...L Identify the professional services
that are responsible for each element of care;
.8, Areas of cencern that are identified during
the resident assessment will be evaluated before
interventions are added to the care plan."

A review Resident #35's Admission Record
revealed the facility admitted Resident #35 with
dlagnoses that Included diabetes mellitus, chronic
obstructive puimonary disease, dementia without
behavloral disturbance, anxiety, congestive heart
failure, and chronic kidney disease,

The resident's 5-day Minfmum Data Set {MDS),
dated 05/08/2022, recorded a Brief Interview for
Mental Status (BIMS) score of 14 out of 15, which
indicated the resident was cognitively intact, At
the time of the assessment, the resident did not
have a urinary catheter.

A record review of the care plan, revised
05/02/2022, did riot indicate the resident had a
urinary catheter and no interventions ware listad.

A nurse's progress note, dated 06/02/2022 at
5:48 PM. indicated the medical doctor ordered
the facility sfaff fo insert a urinary catheter after
receiving the resuits of an ultrasound, A urinary
catheter was inserted.

Review of the Medication Administration Record
from June 2022, revealed that on 06/02/2022
staff received an an order fo insert a 16 French
urinary catheter with a 10 cc (cubic centimeter)
buib due to urinary retention.

A nurse's progress note, dated 06/26/2022 at
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4:45 PM dacumented Resident #35 transferred to
the hospital due to vomiting, The resident was still
in the haspital during the survey period and
unable o be interviewad or observed.

During an interview on 07/06/2022 at 8:25 PM,
Staff{ and Staff J, both Certified Nursing
Asslstants (CNA), stated the resident had a
urinary catheter and they emptied the catheter
bag at the end of their shift and provided uripary
catheter care af least once a shift.

During an interview on 07/06/2022 at 8:37 PM,
Staff L, a CNA, reiferated Staff | and Staff J's
siatement.

During an interview on 07/06/2022 at 8:34 PM,
Staff M, a Cerfifiod Medication Alde (CMA), stated
that the resident had a urinary catheter and CNAs
provided catheter care,

During an interview on 07/06/2022 at 8:43 PM,
Staff G, a Registered Nurse, reiterated Siaff M's
statement.

During an interview on 07/09/2022 at 10:07 AM,
the Administrator (ADM) stated if a resident had a
trinary catheter, it should be added to the care
pla,

During an interview on 07/09/2022 at 10:14 AM,
the Director of Nursing (DON) stated if a resident
had a urinary catheter, It should be added to the
cara plan,

During an interview on 07/09/2022 at 3:20 PM,
the DON stated the MDS Coordinator was
responsible for updating the care plan and if she
was not available, it would be the DON's

40 SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PEAN OF GORRECTION (X6}
PREFIX {EAGH 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
. DEFIGIENCY)
F656| Continued From page 48 F 656

FORM GMS-2667(02-89) Pravious Verslans Obsolate Event iD: OHXB11

Facillty 1D: 1A0833

If continuation sheet Page 49 of 132




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

PRINTED: 07/25/2022
FORM APPROVED
OMB NO. 0938-0391

§ 483.25 Quality of care

Quality of care Is a fundamental principle that
applies to ali treatment and care provided to
facllity residents. Based on the comprehensive
assossment of a resident, the facllity must ensure
that residents receive treaiment and care in
accotdance with professional standards of
practice, the comprehensive person-centered
care ptan, and the residents’ choices,

This REQUIREMENT is not met as evidenced
by:

Basged on observations, record review, and
interview, the facility failed to ensure three
{Resident #3171, Resident #29, and Resident
#208) of six sampled residents reviewed for
medicafion administration received care and
treatment in accordance with professional
standards of practice. Specifically, the facility
failed to ensure Resident #311's physician was
notified of a posltive COVID-19 test on
02/26/2022. Once the provider was aware the

resident had COVID-19 on 03/01/2022, the facility

faled to ensure physician-ordered medications
were provided and tests were obtained as
ordered on 03/01/2022, In addition, the facllity
failed to monitor Resident #311's vital signs for
approximately 23 hours prior to the resident’s
death. Resident #311 expired on 03/02/2022 due
to COVID-19 pneumenia; failed to notify the
physician when blood sugar levels were outof

Plan of Correction: Nursing staff will be
provided education on the importance of
completing physician orders as directed,
notifying physician on a change of
condition, documenting assessments in
charts, obtaining vitals as ordered and with
a change in condition, notifying the primary
care provider on blood sugars outside of
parameters, and ensuring the primary care
provider and pharmacy are updated on any
medications that not available in the £-Kit.

How residents affected & residents with
potential of being affected were
identified: Residents who reside to
Centerville Specialty Care have the
potential to be affected.

Corrective action taken for resident(s)
affected: Orders to be completed as
directed.
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The MDS Coordinator was unavaliable for
interview during the survey dus fo an emergency )
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parameters (too high and/or too low) and failed to
conduct and document follow-up blood sugar
results and assessments after obtaining
abnormal blood sugars for Resident #311 and
Resident #29; and failed to administer
medications as ordered and/or inform the
physician when medications were missed or
unavailable for Resident #29 and Resident #209.
The facility identified a census of 83 current
residents.

Findings include:

1, A review of an "Admission Record" revealed
Resident #311 had dingnoses which included
chronic obstructive pulmonary disease (COPD),
chronlc viral hepatitis C, diabetes, mulliple
sclerosis, congestive heart fallure (CHF),
hypertension, cirrhosis of the liver, and chronic
kldney disease, Further review of the admission
record revealed the resident expired at the facility
on 03/02/2022.

A review of the admission "Minimum Data Set"
(MDS), dated 02/03/2022, indicated Resident
#311 scored 12 on a Brief Interview for Mantal
Status (BIMS), indicating moderate cognitive
impalrment. The resident required limited to
extensive assistance of two people for activities
of daily living (ADLs). The MDS indicated the
resident recelved insulin injections on six out of
seven days during the lookback period.

A review of a care plan, dated as initiated on
01/31/2022, revealed Resident #311's goal was
transition back to the community. The facility
developed an intervention for the resident to
fransiticn home with goals met.

others: Nursing staff will be Educated along
with continuing education with manthly
meetings, Nurse manager and DON will
continue this discussion in morning stand
up meetings.

Planned monitoring of corrective actions
to ensure practice is corrected and will not
occur: Nurse manager will complete 3
orders and 3 glucose check audits for 4
weeks. Then 2 order audits will be
conducted for 2 additional weeks. DON will
complete change of condition audits and
vitals for 6 weeks. Results of the audits will
be submitted to QAPI for review and
additional recommendations.

Anticipated Date of Completion for this
plan of correction: 7.25.22
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1. a) A review of the facility's policy titled, "Lab 3
and Diagnostic Test Results - Clinical Protocol,”

revised November 2018, indicated, "The
physician will identify, and order diagnostic and
lab testing based on the resident's diagnostic and
monitoring needs. The staff will process test
requisitions and arrange for tests. The laboratory,
diagnostic radiology provider, or other tesfing
source will report test results to the facility. When
test results are report fo the facility, a nurse will
first review the results," The policy also indicated
the following:

- “A nurse will identity the urgency of
communicating with the attending physician
based on the physician's request, the serfousness
of any abnormality, and the individual's ctirrant
condition,”

- "A physician can be notified by phone, fax,
voicemail, e-mail, mail, pager or a telephone
message to another person acting as the
physician's agent (for axample, office staff). a.
Faclfity staff should document information about
when, how, and to whom the information was
provided and the response. This should be done
in the Progress Notes section of the medical
record and not an the lab results report, because
test results shouid be correlated with other
relovant information such as the individual's
overall situation, current symptoms, advance
directives, prognosis, efc. [et ceteral. b. Direct
volce communication with the physician is the
preferred means for presenting any restills
requiring immediate notification, especially when
the resident's clinlcal status Is unstabie orcurrent
treatment needs review or clarification.

Review of a facillty policy tifled, "COVID-19
Testing Policy," revised 03/10/2022, revealed,
“Documentation of Testing, Facilities must
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demonsirate compliance with the testing
reguirements. To do so, facilities should do the
following: For symptomatic residents and staff,
document the date(s) and time(s) of the
identification of signs or symptoms, when testing
was conductad, when resulls were obtained, and
the actions the facility tock based on the results.”

A review of "Progress Notes” revealed a
"COVID-19 Testing" note was entered on
02/26/2022 at 6:55 PM, which indicated Resident
#311 had a positive COVID-19 test. The note did
not indicate whether the physician was notified of
the posifive results.

A review of "Progress Notes" dated 02/27/2022 at
12:21 AM and 02/28/2022 at 12:47 PM, revealed
Resident #311 had no signs or symptoms of
COVID-19 after testing positive.

A review of "Progress Notes" dated 03/01/2022 at
12:24 AM, revealed Resident #311's oxygen
saturation was 86% on room air. Oxygen was
applied, and the resident's oxygen saturation
came up to 81% with the oxygen at 2 liters per
minute via nasal cannula.

Areview of a focused evaluation "Progress Note,"
dated 03/01/2022 at 12:30 AM, indicated
Reslident #311 had an cccasional non-productive
cough with oxygen In place. The note indicated
the resident had no other signs and symptoms
and remained in isolation for a recent diagnosis of
Covib-19.

A review of "Doctor's Orders and Progress
Notes,” dated 03/01/2022 at 42:30 PM, indicated
Rasident #311 tested positive for COVID-19 oh
02/25/2022 and no provider was notified. Further

F 684
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review revealed the provider ordered a Z-pak
(antibiotic), Dexamethasone (a steroid
medication) six milligrams {mg) by mouth daily for
10 days, Tesealon pearls {for cough) 200 mg one
by mouth four times a day for 72 hours and then
as needed (PRN), Robitussin DM 2 teaspocns
every six hours as needed for cough, and oxygen
to keep saturations greater than 80%. The
provider also ordered a chest x-ray, a complete
blood count {or CBC, a laboratory fest to detect
anemla and/or infection), a basic metabolic profile
(BMP, a blood test to check for hydration and
kidney function), and a d-dimer (test used to rule
out blood clots). The ordered labs were to be
completed “today [03/01/2022]." There was also
an order to test the resident for influenza (flu) A
and B if the test had not already been completed.
The notes also indicated the facllity would be
contacted to set up a monoclonal antibody
infusion (treatment for COVID-18) for Resldent
#3111,

A revisw of a "Social Service Note," dated
03/02/2022 at 12:59 PM, indicated Resident # 311
explred that morning.

A review of Resident #311's physician order
reperis revealed the physician orders for
medications and [aboratory tests from 03/01/2022
were not entered into the computer until
03/02/2022 and were not implemented prior to
the resident’s death on 03/02/2022 at 7:28 AM,
approximately 19 hours after the orders were
written.

A review of Resident #314's "Progress Notes "
dated 03/01/2022 at 2:08 PM, indicated the
resldent had a non-productive cough but the
iungs were clear to auscultation, and respirations
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were even and unfahored, The note indlcated the
resident's oxygen saturation was 86% on room air
on 03/01/2022 at 8:11 AM, approximately eight
hours earlier, According to the notes, Resident
#311’s other vital signs, including temperature
{88.5 degrees Fahrenheit), blood pressure
(137/56 milfimeters of matcury), pulse (71 beats
per minute}, and respirations (16 breaths per
minute) were also obtained at 6:11 AM,
approximately eight hours sarlier.

A review of "Progress Notes " dated 03/02/2022
at4:16 AM, indicated Resident #311 did not show
any signs or symptoms of COVID-19. The
resident's lungs were clear {o auscultation and
respirations were gven and unlabored, Further
review of the note revealed the same vital signs
obtained on 3/01/2022 at 6:11 AM (the previous
day) were also documented on the 03/02/2022
note, oxygen saturation-96%, temperature-98.5
degrees Fahrenheit, blood pressure-137/566
millimeters of mercury, pulse-71 beats per
minutes, and respirations-16 breaths per minute.
There were no current vitat signs docurnentad.

A review of Resident #311's physician orders from
the facilify's electronic medical records system
revealed the resident's "current vitals" were last
obtained on 03/01/2022 at 6:11 AM.

A review of the "Death Record," dated
03/02/2022, indicated Resident #311's time of
death was 03/02/2022 at 7:28 AM, and the cause
of death was COVID-14 pneumania.

Continued review of Resident #311's "Progress
Notes® revealed o documentation of the
circumstances surrounding the death of Resident
#311 and no documented evidence the facility
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chacked the resident's vital signs, including the
oxygen saturation level, for approximately 23
hours bafore the resident's death.

Durlng an interview on 07/08/2022 at 2:32 PM,
Staff T, Nurse Practitioher (NP), stated she was
the primary provider for Resident #311. She
stated Resident #311 tested positive for
COVID-19 on a Friday and she was not notified
until she came into the facility fo do rounds on the
following Tuesday {03/01/2022). She stated the
night shift nurse had left a note in her folder
requesiing an order for oxygen because the
resident’s oxygen saturation had dropped during
the night. She stated she was going fo see the
resident, and that was when she was told the
resident was on the COVID unit. She stated the
resident went five days before any COVID
treatment was ordered, then died the next day.

On 07/09/2022 at 8:42 AM, the surveyor
aftempted to call Staff U, the nurse catlng for
Resident #311 on 03/01/2022 when the physician
orders were written. Staff U did not answer, and
the surveyor left a message. Staif U did not
respond by the end of the survey.

On 07/08/2022 at 11:28 AM, the surveyor
attempted {o contact Staff C, the nurse who Input
{he orders on 03/02/2022 after the resldent
expired. Staff C did not answer, and the surveyor
left a message. Staff C did not respond by the
end of the survey.

During an interview on 07/09/2022 at 2:37 PM,
Staff H, a Licensed Practical Nurse (LPN), stated
whenever a resident tested positive for
COVID-18, they were put into quarantine and
notificafions were mads to the physician and
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families and should be documented in the
progress notes. She stated the facllity did not
have standing order's for how to treat COVID-19.
After reviewing Resident #311's record, Staff H
statad she was unable to find documentation of
the provider being notified when the resident
tested positive for COVID-19, She stated when a
physician did rounds, they would provide the
progress notes at the time of the visit and then
the nate should go into the residsnt's chart. Staff
H stated the provider would wiite any new orders
on the progress note. She stated she was unable
to say why Resident #311's orders were not put
Into place the day they were ordered.

During an interview on 07/09/2022 at 3;20 PM,
the Director of Nursing (DON) stated whenever a
positive COVID-19 test result was obtained, the
facility would put the resident in isolation and
notify the physician, family, state, and medical
director. She stated those notifications should be
documented in the progress notes. She stated
the facility did not have standing orders for
positive COVID-18 residents, but the physician
should be updated, and they would provide
orders as needed. She stated when a provider
completed a vistt at the facility, the progress
notes would be put in the resident's file to be
uploaded into the computer. She stated the
providers would write any new orders on the
ptogress notes. She stated she expected the
orders to be put info the computer right away.
After reviewing Resident #311's provider progress
note dated 03/01/2022, she stated the orders
should have been put in right away and initiated.
The DON stated she could not recall the details of
Resident #311's death.

During an interview on 07/08/2022 at 4.53 PM,
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the Administrator, she stated when a positive
GOVID-19 case was identified the resident was
moved to the isolation area and the physician and
family shouid be notified, She stated it should be
documented in a progress note. The
Administrator stated when a physiclan did a visit
and wrote orders, the staff should be putting
those orders in when they were received and
followed. The Administrator stated Resident
#311's orders should have been put ins the same
day and started and did not know why there was
a delay,

1.0) A review of the facility's policy titled,
"Diabetes,” revised September 2017, indicated,
"The physician and staff wili establish notification
parameters related to diabetes monitoring. Based
on individualized notification parameters, the staff
will inform the practitioner about the status of
each patient's glucose control, depending on the
situation, goals, and other associated symptoms
or conditions.”

A review of Resident #311's physician orders and
February 2022 Medication Administration Record
{MAR) indicated physician orders to check the
resident’s blood sugar before meals and at
bedtime. The order indicated the facility was
required to contact the resident’s Primary Care
Provider (PCF} if Resident #311's blood sugar
was over 300 or less than 70.

A roview of the February 2022 MAR revealed
Resldent #311's blood sugar was greater than
300 on 68 occasions out of the 112 fimes it was
checked. On fourteen of those occasions, it was .
greater than 400; on sixieen occasions, it was
greater than 500; and oh one occasion, it was
greater than 800,
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A review of Resident #311's "Progress Notes" for
February 2022 revealed documentation that the
resident's PCP was notifled on five of the 58
occaslons that the resident's blood sugar was
greater than 300.

On 07/09/2022 at 8:42 AM, the survayor
atiempted to contact Staff T, Resident #311's
PCP, for an intetview regarding Resident #311's
blood sugars. The surveyor left a message
requesting a caltback, Staff T did not respond by
the end of the survey,

Buring an interview on 07/09/2022 at 9.08 AM,
Staff V, a Cettified Medication Alde (CMA), stated
the licensed nuyses dealt with residents’ biood
sugars and notifying the physiclan if the resulis
were out of parameters,

During an interview on 07/09/2022 at 10:33 AM,
Staff W, a CMA, stated the physician should
always be notified as ordered if a resident's blood
sugar was out of parameters, because the
physician may want to make changes fo the
rasident's medications.

During an Interview on 07/09/2022 at 2:37 AM,
Staff H, a Licensed Practical Nurse (LPN), stated
staff should document in a progress note or in the
MAR notes when a resident's blood sugar was
out of physiclan-ordered parameters and the
provider was notified. After reviewing Resident
#311’s record, she was not able to find
documentation that the resident's blood sugars
were reported to the physician as ordered, but
she stated they should have been. She stated It
was important to let the provider know, because
they may adjust the resident's medications or
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diet,

Duting an interview on 07/09/2022 at 3:20 PM,
the Director of Nursing (DON) stated any resident
with physiciah orders to check blood sugars
should have parameters ordered as to when to
notify the physician, and the nurse should
document in the compuler progress note when
the physician was notifled, The DON stated
notifying the physiclan when a resident's blood
sugar was not within physician-ordered
parameters was important, so the physician could
make changes if needed.

During an interview on 07/09/2022 at 4:53 PM,
the Administrator stated if a resident's blood
sugars were out of physician-ordered parameters,
the physician and DON should be notified, and it
should be documented in a progress note.

2. A review of the "Admission Record" indicated
Resident #29 had dlagnoses which included
diabetes.

A review of the quarterly "Minimum Data Set"
{(MDS} indicated Resident #29 had moderate
cognitive Impairment, with a Brlef Interview for
Mental Status (BIMS) score of 12. The resident
required extensive to total assistance of two
people for activitles of daily living (ADLSs). The
MDS indicated the resident received insulin
injections seven out of seven days during the look
back petiod.

2. a) A review of the facility's policy titled,
"Diabetes," revised September 2017 indicated,
"The physician and staff will establish notification
parameters rafated to dlabetes monitoring. Based
on individualized notification parameters, the staff
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PROVIDER'S PLLAN OF CORRECTION

will inform the practitioner about the status of

or conditions."

A review of the physician orders indicated

or less than 70.

"Medication Administration Record (MAR)"

than 70.

#29 had a blood sugar below 70 on eleven

administered, nor of any follow-up
assassmenis/checks of the resident's blood
sugar.

above 300 on occasions. There was no

that giucagon was administered when the

each patient's glucose control, depending on the
situation, goals, and other associated symptoms

Resident #29 had orders for accuchecks {blood
sugar checks) to be completed two times a day
and to notify the primary care provider (PCP} if

the resident's biond sugar was greater than 300

A review of the physician orders and June 2022

revealed the resident also had an order (initiated
on 12/27/2021) for glucagon (a medication used
io treat low blood sugar) one milligram (mg)/0.2
milliliter {ml). The directions were to inject ohe my
subcutanaously as needed and update the PCP if
the resident's blood sugar was over 300 or less

A review of the May 2022 MAR revealed Resident

occasions, with three blood sugar results below
60. There was no decumentation the PCP was
netifled, no documentation that glugagon was

A review of the June 2022 MAR revealed rine
occasions when the resident's blood sugars were
below 70, two of which were less than 60. Further
review revealed Resident #29's blood sugar was

documented evidence the resident's PCF was
notified, In addition, there was ho documentation
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resident’s blood sugar was below 70, ner of any
follow-upfassessments of the resident’s blood
sugar.

A review of all progress notes dated from
05/01/2022 through 07/08/2022 revealed no
documentation Resident #311's PCP was nofified
as ordered when Resident #29's blood sugars
were out of physician-otdered parameters (beiow
70 ar greater than 300). There was also no
documentation of the low blood sugars being
treated or monitored.

On 07/09/2022 at 8:42 AM, the surveyor
attempted to contact Staff T, Resident #29's
primary care provider, for an interview regarding
the resident's blood sugars. The surveyor lefta
message requesting a return call, Staff T did not
respond by the end of the survey.

During an interview on 07/08/2022 at 9:05 AM,
Staff V, a Gertified Medication Aide (CMA), stated
the nurses dealt with residents' bload sugars and
physigian notification if results were out of
parameters.

During an interview on 07/09/2022 at 10:33 AM,
Staff W, a GMA, stated the physldlan should
always be notified If blood sugars were out of
physician-ordered parameters, because the
physician may want to make changes to the
resident's medications.

During an interview on 07/09/2022 at 2;37 AM,
Staff H, a Licensed Practical Nurse (LPN), stated
staff should document in a progress note or on
the MAR nates when a resident's blood sugar
was out of physiclan-ordered parameters and the
provider was notifled. After reviewing Resident
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#311's record, she was not able to find
documentation that the resldent's bioed sugars
were reported to the physician as ordered, but
she stated they should have been. She stated it
was important to let the provider know, because
they may adjust the resident's madications or
diet.

Luting an interview on 07/09/2022 at 3;20 PM,
the Director of Nursing (DON) stated any resident
with physician orders to check blood sugars
should have ordered parameters for whaen to
notify the physiclan, and the nurse should
document in the computer progress hotes when
the physician was notified. The DON stated
nofifying the physician when a resident’s blood
sugar was not within physician-ordered
parametets was important, so the physician could
make changes if needed.

During an interview on 07/09/2022 at 4:53 PM,
the Administrator stated if a resident's blood
sugars were out of physician-ordered parameters,
the physiclan and DON should be notified, and it
should be documented in a progress note.

2.b) A review of the facility's policy "Pharmacy
and Therapeutics Oversight,” revised September
2017, revealed "Medications will be ordered,
adrministerad, and menitored appropriately and
safely." According to the policy, "The medical
director will advise the facility on prescribing,
handling, dispensing, storing, presctibing, and
monitoring medications, including the following:a.
Appropriate indications, selectlon, and presciibing
of medications for the facilify's resident/patient
population. b. Safe procurement, storage,
distribution, use and disposal of drugs and
biologicals ... d. Contents of emergency and
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interim medication kits ... i. Monitoring for,
identifying, correcting, and preventing
medication-related problems Including adverse
consequances.”

A review of "Progress Notes," dated 06/11/2022,
indicatad Resident #29 was congested and tested
positive for COVID-19 twice, The note indicated
the pravider was notified and new orders were
obtainad.

A review of Resident #29's "Physician Orders”
Indicated an order was received on 06f 11/2022
for dexamethasone six milligrams (mg) glve ane
tablet by mouth one time a day for GOVID-19 for
sevean days, scheduled fo start on 068/12/2022,

A review of Resident #29's June 2022
"Medicaticn Adminlstration Record” (MAR)
revealed on 06/12/2022 and 06/13/2022,
dexamethasone was coded "9%, Indicating to see
the progress notes.

A review of "Progress Notes,” dated 06/12/2022
at 3:08 PM and 06/13/2022 at 7:59 AWM, revealed
the dexamethasone was not avallable t¢ be
administered, The 06/13/2022 note indicated the
medication was ordered.

Further review of the MAR revealed
dexamethasone was only administered for five
days, 06/14/2022 through 06/18/2022, instead of
the physician-ordered seven days.

A review of the "Ekit (Emergency medicationkit)
Contents” indicated iwelve dexamethasone one
mg tablets were available in the e-kit,

During an Interview on 07/08/2022 at 2:32 PM,
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SUMMARY STATEMENT OF DEFICIENGIES

Staff T, the Physician Assistant who was Resident
#29's primary care provider, stated she expected
to be nofified if a medication was held, She stated
she needed to be aware In case the resident had
an adverse reaction due to not receiving the
medication. She stated not being notified by
facility staff when a medication was held or not
given had been an issue in the past.

Puring an interview on 07/09/2022 at 9:05 AM,
Staff V, a Certified Medication Aide (CMA), stated
if & medication was not available during the
medication pass, she would notify the nurse and
document that it was not available. She stafed
she was unsure if the physician was notified,

During an interview on 07/09/2022 at 10:33 AM,
Staff W, a CMA, stated if a medication was not
available, she would tell the ¢harge nurse and
document it was nof available. She stated the
charge nurse should notify the physician, She
stated if the medication was available in the e-kit,
then it should be given. She stated she was
unsure why dexamethasone for Resident #29
was hot pulled out of the e-kit, She stated the
medication should have been given as ordered
for seven days, even if it was not available the
first iwo days.

BPuring an interview on 07/08/2022 at 2:37 PM,
Staff H, a Licensed Practical Nurse (LPN), stated
if a medication was not available during
medication pass, the nurse or CMA should check
the e-kit to see if it was avallable there. She
stated if the medication was available at the same
dose but was with medications ordered at a
different time, it could be pulled from those
medications and the pharmacy should be notified
50 the dose could be replaced. She stated ifa
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medication was not available at all, staif shoukd
notify the pharmacy, She stated the physician
should be notified by fax, but admitted it was not
done every time. After reviewing Resident #20's
record, she stated the dexamethasone should
have been pulled from the e-kit the first two days
until it was provided by the pharmacy. Staff H
stated Resident #29's dexamethasone should
have been given for the full seven days as
ordared. '

Buring an interview on 07/09/2022 at 3:20 PM,
the Director of Nursing (DON) stated if a
medication was not available during the
medication pass, the cart and the medication
toom should be double-checked and then the
e-klt should be checked to see If the medication
was available. The DON stated the pharmacy
needed to be called to find out when it was sent
and when it would be available. She stated
sometimes they could get the pharmacy to deliver
medications the same day, even though the
pharmacy was hours away. The DON stated the
physician should be notlfled that day, and
depending on the type of medication, maybe
sooner, She stated if a medication was
unavailable for multiple days, the physician,
pharmacy, and DON should be notified. She
stated dexamethasone was available in the e-kit
and could have been used. The DON siated the
physician should be contacted for clarification
whenever a medication was not available, to see
how the physiclan wanted to proceed.

During an Interview on 07/09/2022 at 4:53 PM,
the Administrator, stated if a medication was not
available, the pharmacy, physician, and PON
should be contacted.
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3. A review of Resident #208's "Admission
Record,” dated 06/29/2022, revealed the facility
admitted the: resident on 06/29/2022 with
diaghoses including dementls without behavioral
disturbance and Parkinson's disease.

A review of the admission MDS, dated
07/05/2022, revealad the resident scored 3on a
BIMS, which indicated the resident had severely
impairad cognitive skills.

A review of the computetized physician's orders,
dated 06/29/2022, revealed the facility admitted
the resident with physician orders for pramipexole
dihydrochloride tablet 0.25 milligram (mg). The
directions were fo give one tablet by mouth twice
a day related to Parkinson’s disease,

A review of a pharmacy receipt revealed Resident
#209's pramipexole dihydrochlorida tablets were
delivered fo the facility on 06/29/2022,

A review of the June 2022 and July 2022
Medication Administration Records (MARs)
revealed the pramipexole dihydrochioride tablet
was hot administered the evening of 06/28/2022,
nor the momings of 07/01/2022, 07/02/2022, and
07/0312022.

During a telephone interview on 07/08/2022 at
1:33 PM, Staff R, a Certlfied Medication Assistant
(CMA), stated she was able to pass medications
as of 05/18/2021 and had worked at the facility
for four years as a Certified Nursing Assistant
(CNA). She slated she had passed medications
twice on her own. She stated if the medication
was in stock, then it was administered. She
stated if a medication was not available, she

would inform the charge nurse and thecharge

F 684

FORM GM$-2567(02-88) Praviaus Verslons Obsolete Event 1D: OHX811

Facility 1D: IA0633 I coptinutation shest Page 67 of 130




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

FRINTED: 07/25/2022

FORM APPROVED

OMB NO. 0938-0391

hurse would see what was going on. Ifa
madication was not given, that information should
be documented on the MAR and in a nursing
note, She stated she could not find the
pramipexole dihydrochloride for Resident #2089
the morning of 07/03/2022. She stated the
medication sards (pharmacy provided thefacility's
medications on blister cards) were not in the cart
that morning, and she notified Staff F, Licensed
Practical Nurse (LPN) charge nurse, who
double-checked and could not find the morning
medication card either. She stated the medication
was avallable the previous two evenings
{07/01/2022 and 07/02/2022) and she
administerad jt.

During an Interview on 07/08/2022 at 2:28 M,
Staff F revealed if a medication needed to be
given but was not available, she would call the
pharmacy to see when it could be delivered. She
stated the pharmacy for the facility could be slow
when delivering medications. She stated she was
not covering the medication cart on 07/03/2022
and did not recall gefting any reponts from the
CMAs about medications missing.

Buring an Interview with the Director of Nursing
{DON) on 07/08/2022 at 2:30 PM, she stated,
ideally, If a medication was not available, the
nurse would call the pharmacy and check the
emergency-medication-kit, If the medication was
determined to not be sent from the pharmacy, it
should be recrdered. She stated the physician
should be notified the same day when a
medication was not avallable for administration
and kept up to date about when the medication
could be given. She stated If the medication had
not arrived in a few days, the nurses should be
following up with the pharmacy, She stated there
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was a "card" issue with Resldent #200's
medication, and the doses not given in the
merning should have been reported fo the
physician.

Puring an interview on 07/09/2022 at 2:37 PM,
Staff H, Licensed Practical Nurse, revealed she
was not sure if the physician was notified that
Resident #2098's medication was nof given as
orderad.

During an interview with the Administrator on
07/09/2022 at 4:04 PM, she stated the physician,
the pharmacy, and DON should be notifiad if a
medication was not available af medication pass
time. She stated the medication assistants should
report to the nurse if medications were not
available. She stated staff members should have
been administering the medication from the
medication cards regardiess of whether thoy were
AM or PM medication cards,

Free of Accident Hazards/Supervision/Devices
CFR(s): 483.25(dD{1}(2)

§483.25(d) Accidents,

The facllity must ensure that -

§483.25(d)(t) The resident environment remains
as free of accldent 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 facility policy review, clinical record
review, and staff interviews, the facility failed to
ensure one {Resident #26) of six residents
reviewed for abuse/heglect recelved adequate

I 664

F 689 Dascription: F689

Plan of Correction: Education provided to
nursing staff regarding properly
transferring a resident and where to locate
transfer status information on the Kardex

How residents affected & residents with
notential of being affected were
identified: Residents who reside to
Centerville Specialty Care have the
potential to be affected.
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supervision and assistance to prevent accidents,
The facility failed to ensure that Resident #26 was
transferred with the number of staff members
required, according to the residenfs assessed
needs and, as a result, the resident sustained a
bruise. The facility reported a census of 53
current residents,

Findings include:

A review of the facllity's policy tifled, "Safe Lifting
and Movement of Residents,” revised on 07/2017
Indicated, "2. Manual lifting of residents shall he
sliminated when feasible. 3. Nursing staff, in
conjunction with the rehabilitation staff, shall
assess individual resldents' needs for transfer
assistance on an ongoing basis. Staff will
document resident transferring and lifting needs
in the care plan."

Resident #26's Admission Record documented
she had diaghoses including congestive heart
faliure (CHF}, dementia with behavioral
disturbance, and chronic kidney disease (CKD).

A review of a quarterly Minimum Data Set {(MDS)
assessment dated 11/04/2021 revealed Resldent
#26 required extensive physical assistance of two
or mora people for bed mobility and transfers,

The annual MDS assessment dated 04/24/2022
recorded Resident #26 scored 5 on a Brief
Interview for Mental Status (BIMS) test, which
indicated the resldent was severely cognitively
impaired. Further review of the MDS revealed the
resident required extensive physical asslstance of
two or more people for bed mebilily and transfers.

A review of Resident #26's care plan, Initiated on

others: Education provided to nursing staff
regarding properly transferring a resident
and where to locate transfer status
information on the Kardex.

Planned monitoring of corrective actions
to ensure practice is corrected and will not
occur: Four audits per week will be
conducted to assess nursing staff
knowledge regarding transfer status and
where 1o locate transfer status for 4 weeks.
Then 2 audits will be conducted for 2
additional weeks. Results of the audits will
be submitted to QAP for review and
additional recommendations.

Anticipated Date of Completion for this
plan of correction: 8/3/22
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04/29/2021, indicated the resident required staff
assistance for all care, Interventions included that
the resident required assistance of two staff
members with toileting, transfers, and bad
mobility. Further review of the care plan revealed
the resident was taking an anticoagulant {bicod
thinner) and the interventions included to monitor
for unusual bruising.

Review of an untitled facility intident report
revealed that on 11/30/2021, facility staff reported
an allegation of abuse. Staif reporfed that Staff A,
Certified Nursing Asslstant (CNA) and Staff B,
CNA, put Resident #26 in the bed in an awkward
position and were intentionally 'being mean' and
hurting Resldent #26. The facility inmediately
suspended Staff A and Staff B pending
investigation, A skin assessment was compieted,
and two new bruises were found on the resident's
left forearm,

A review of a Skin ahd Wound Note, dated
11/30/2021 at 4;3¢ PM, revealed the resident had
a bruise on the left elbow that measured 4.2
square centimeters (cm) in area, with a length of
4.7 cm and a width of 1.6 cm.

In an interview on 07/08/2022 at 3:59 PM, Staff B
stated that during the time of the incident, the
resident was having a problem with his/her TV,
Another CNA, name unknown, came into the
room o try to assist Staff B with fixing the TV. At
some point, the CNA lsft the room and Staff B
was the only staff member in the resident's room.
Slaff B stated she fransferred the resident by
having the rasident place her hands around Staff
B's neck, and assisted the resident to stand, then
used a stand-to-pivot maneuver to transfer the
resident from the wheelchair to the bed, Staff B
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stated she never touched the resident's arms
during the fransfer. Once in bed, Staff Badjusted
the resident in the bed using the draw sheel (a
sheet placed underneath a resident to assist with
positioning} and rolled the resident over on her
left side, facing the door. Staff B then raised the
head of the bed and the foot of the bed to make
the resident comfortable. Staff B stated the
resident would have said scmething to her if she
felt uncomfortable because 'that's the type of
person' the resident was.

Burihg an interview on 07/08/2022 at 2:32 PM,
the Administrator (ADM) stated that two staff
members, Staff N and Staff O, came into her
office and mads an allegation of abuse. They
stated that Staff A and Staff B had abused
Resident #26 by folding the resident up like a
pretzel. Staff A and Staff B were immediately
separated from the resldent and the police were
called. The ADM stated during the facility's
investigation, they identified that Staff A had not
worked on that hallway or with Resident #26, The
ADM stated that Staff B went into the room by
herself with no one in the room, and that the
resident was a 2-person transfer, but Staff B had
transferred the resident by herself.

During an interview on 07/08/2022 at 3:56 PM,
the Director of Nursing (DON) stated if a
resident's care plan and MDS stated the resident
required the assistance of two staff for fransfers
and bed mobllity, she expected staff to use two
people, The DON stated if staff felt the resident
did not need two staff for assistance, they would
come to her to discuss it.

During an interview on 07/08/2022 at 4:03 PM,
the ADM stated if a resident's care plan and MDS
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stated the resident required assistance of two
staff for transfers and bed mobillity, then staff
should complete a two-person transfer. The ADM
stated there was no reason Staff B should have
transferred the resident by herself.

F 690 | Bowel/Bladder Incontinence, Catheter, UTI F 690 Description: F690
88=D| CFR(s): 483.25(e)(1)-(3)

Plan of Correction: Education will be
§483.25(e) Incontinence.

§483.25(e)(1) Tha facility must ensure that p'tOV'dEd to nur"smg to review remde-nts
resident who is continent of bladder and bowel on with catheters in place upon admission and

admission receives services and assistance to or placement of new catheters for

maintain confinence unless his or her clinical fate diagnosi d obtain di .
condition is or becomes such that continence is Appropriate diagnosis, and obtain 1agnosis

not possible to maintain, from physician if indicated or request fo
discontinue use of catheter. '

§483.25(e}{2)For a resident with urinary
incontinence, based on the resident's

comprehensive assessment, the facility must How residents affected & residents with

ensure that- potential of being affected were

(i) A resident who enters the faclity without an identified: Residents who reside to
indwelling catheter is not catheterized unless the . .

resident's clinlcal condition demonstrates that Centerville Specialty Care have the
catheterization was necessary; potential to be affected,

(i) A resident who enters the Tacility with an

indwelling catheter or subsequently receives one Corrective action taken for resident(s})

is assessed for removal of the catheter as soon
as possible unless the resident’s clinical condition
demonstrates that catheterization is necessary;
ahd

(iii) A resident who is incontinent of bladder
recelves appropriate treatment and servicesto
prevent urinary tract infections and to restore
continence to the extent possible,

affected: Diagnosis obtained.

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

This REQUIREMENT is not met as evidenced
by:

Based on facillty policy review, clinical record
review, observations, and staff intetviews, the
facility failed to snsure one (Resident #31 0) of
four residents reviewed for catheter use had the
preper Justification for the use of an indwelling
urinary catheter, failed to assess Resident #310's
need for an indwelling urinary catheter and its
continued use, and falled to ensure positioning of
catheter tubing to reduce the chance for infection.
The facility reported a census of 53 current
residents,

Findings Include:

A review of the facllity's policy fitled, *Urirary
Incontinence and Catheter Use," dated 09/2017,
indicated, "The physician and staff shall use
indwelling catheters sparingly, attempt to identify
alternatives {o catheters for maintaining
continence, and monitor for problems and
complications related to the use of catheters”.
Further review revealed "The physician and staff
will evaluate the potential for a recently placed
indweliing catheter in someone recently admitted
from the hospital with a catheter, or who had one
placed while in the facility". Continued review
indicated "The physician will identify and
document clinically pertinent reasons why an
Indwelling urethral or suprapubic catheter is
indicated in certain indlviduals, including why
cther alternatives are not feasible.”

Resident #310's Admission Record recorded he

F 890 ensure this will not recur and affect
others: Education wiil be provided to
nursing to review residents with catheters
in place upon admission and or placement
of new catheters for a ppropriate diagnosis
and obtain diagnosis from physician if
indicated or request to discontinue use of
catheter,

Planned monitoring of corrective actions
to ensure practice Is corrected and will not
occur: Catheter use in facility will be
reviewed in weekly standard of care
meeting to assess for appropriate
diagnosis. Weekly Audit for 6 weeks to
assure Care Plan was updated and
reflective and that residents have an
appropriate diagnosis.

Anticipated Date of Completion for this
plan of correction: Ongoing
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entered the facility on 06/22/2022 with diagnoses
which included a right femur fracture and
congestive heart failure. The resident dld not
have a diagnosis related to the use of an
indwelling urinary catheter.

Review of the admission Minlmum Data Set
(MDS), dated 06/28/2022, indicated Resident
#310 had no cognitive impairment as evidenced
by a Brief Interview for Mental Status (BIMS)
score of 15 oul of 18, Per the MDS, the resident
required extensive assistance of two people with
acfivities of daily living (ADLs} including toilet use
and personal care. The MDS noted the resident
had an indwelling urinary catheter. Further review
of the MDS revealed no diagnosis related to the
use of an indwelling urinary catheter.

A review of the care plan, dated 06/22/2022,
indicated Resident #310 had a urinary cathater.
No diagnosis for the use of the cathefer was
documented on the care plan. Interventions
directed staff to provide catheter care every shift .

Review of the resident's June 2022 Physlician
Orders indlcated Resident #310 had an order to
the change their indwelling urinary catheter every
30 days and PRN {pro re nata; as needed) with a
size 16 French (Fr) with 10 cubic centimeter (cc)
bulb. There was no diagnosis for the use of an

| Indwelling urinary catheter.

A review of progress notes from 06/22/2022
through 07/06/2022 revealed almost daily
documentation of the catheter being patent and
draining yellow wrine but no documentation to
indicate the need or justification for the urinary
catheter.
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A review of Resident #310's record revealed no
bladder assessment was completed and no other
assessment was completed to determine the
ongoing needfustification for the urinary catheter,

Observations on 07/07/2022 at 11:43 AM
revealed Staff N, Certified Nurse Aide {CNA),
came pushed Resident #310 info the haliway
from a room with his catheter dragging on the
ground under the wheelchair, Staff N then
stopped and hung the catheler drainage bag
under the wheelchair,

During an Interview on 07/09/2022 at 8:05 AM
with Staff V, CNA and also a Ceriified Madication
Alde (CMA), she stated she provided catheter
care but did nof know about anything else related
to the catheters. Staff V stated she thought
Resident #310 had a catheter because they had g
tiroken hip,

During an interview on 07/09/2022 at 10:33 AM
with Staff W, CMA, she stated she was not sure
what needed to be in place when a resident had a
catheter. She stated she only provided catheter
care if needed.

During an interview on 07/09/2022 at 2:37 PM
with Staff H, Licensed Practical Nurse (ILPN), she
stated a resident with a catheter should have an
order fo change the catheter and the staff should
monitor infake and ouiput. She stated no formal
assessment was done for residents with
catheters to determine the justification for the
calhater, Staff H stated if they noticed a resident
had urinary retention, then they would contact the
physician for an order. There should be a
diagnosis and orders that included the size of the
catheter and how oftert to change it, whichshe
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noted should be care planned. Staff H stated the
purpose far Resident #310's catheter was
probably for urinary retention and because the
resldent had an incision, Staff H stated from
raviewing the admission paperwork from the
hospital it indicated the resident was not getling
up. She stated the resident was getting up now
and needsd to be assessed for the continuing
need for the catheter, but stated that was the
physician's responsibility, After reviewing
Resident #310°s physiclan orders, she stated the
resident had an order for the size of the catheter
and when to change it, but she agreed no
diagnosis listed. After reviewing the resident's
diagnosis, she stated she would say the reasan
for the catheter was for the fracture and difficulty
walking but again agread the resident did not
have an actual diagnosis for the use of the
urinary catheter.

During an Interview on 07/09/2022 at 3:20 PM,
the Director of Nursing {DON) stated a resident
with a catheter should have an associated care
plan with tasks included on the task list for CNAs
to provide care. She stated there should be
orders to change the catheter every 30 days and
PRN, and the order should include the size of the
catheter. The DON stated there should be a
diagnosis for the use of the catheter also. She
stated siaff updated the physician If a resident
admitted fo the facility with a catheter and no
assoclated order. The DON stated sometimes the
physician referred a resident to urology but
sometimes a resident wanted tha catheter for
comfort. She stated in the past, the physician had
ordered catheders for irritation due to
incontinence, The DON stated Resident #310
admitted with his catheter, but she was not sure
of the reason for it. She stated the resident would
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need to be assessed for the ongoing need for the
catheter.
F 725! Sufficient Nursing Staff F 725 ol - "
n: Suffic ffi
S5k | OFR(s): 483.35(a)(1)(2) Description: F725 Sufficient Staffing
§483.35(a) Sufficient Staff. Plan of Correction: Facility assessment will
The facility must have sufficient nursing staff with be modified to reflect current resident

the appropriate competencies and skills sets to

— . s, .
provide nursing and related services to assure population. Education to MDS, Admin, and

resident safety and attain or maintain the highest DON.

practicable physical, mental, and psychosocial '

well-being of each resident, as determined by How residents affected & residents with
resident allsse:ssments and indivldyal plans of care potential of being affected were

and considering the number, acully and . ) X

diagnoses of the facility's resident population in identified: Residents who reside to
accordance with the facility assessment required Centerville specialty care have the

at §483.70(e).

notentlal to be affected.

§483.35(a)(1} The facillty must provide services . . .
by sufficient numbers of each of the followirig Corrective action taken for resident(s)

types of personnel on & 24-hour basis o provide affected: Call light audits will be completed
nursing care to all residents in accordance with by the leadership team.
resident care plans:

I E i d raph (&
o e ety ) o ossres o systmic changes made to

(if) Other nursing personnel, Including but not .. lensure this will not recur and affect
limited to nurse aides. others: Review in morning stand -up

§483.35(a){2) Except when waived under

paragraph (e) of this section, the facility must Planned monitoring of corrective actions

designate a licensed nurse to serve as a charge to ensure practice is corrected and will not
| urse on sach tour of duty. _ occur; Review in morning stand -up,
I:::IS REQUIREMENT is not met as evidenced education provided Admin, DON, MDS,
Based on facility policy review, facility document
review, and staff interviews, the facility falled to Anticipated Date of Completion for this
ensure there was sufficient nursing staff {o meet plan of correction: Ongoing

the residents' needs as evidenced by not

FORM CWS-2667(02-09) Previous Versions Qbsolala Event [ OHX611 Faciiity ID: [AGS33 If continuation sheet Page 78 of 130



DEPARTMENT GF HEALTHAND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 07/28/2022

STATEMENT OF DEFICIENGIES
AND PLAN GF CORRECTION

(X1) PROVIDER/SUPPLIER/GLIA
IDENTIFICATION NUMBER:

165226

FORM APPROVED
OMB NO. 09380391
(%23 MULTIFLE CONSTRUCTION (X3} DATE SURVEY
A. BUILDING COMPLETED
B. WiNG 07109/2022

NAME OF PROVIDER OR SUPPLIER

CENTERVILLE SPEGIALTY CARE

STREET ADDRESS, CITY, STATE, ZIP CODE
1208 EAST CROBS STREET
CENTERVILLE, IA 52644

following the facility assessment staffing
guidelines for 27 of 42 shifts reviewed from
06/25/2022 through 07/07/2022. The facility
repored a census of 53 current residents.

Findings include:

A review of the facility’s policy titled, "Staffing,"
revised October 2017, indicated, "Qur facility
provides sufficient numbers of staff with the skills
and competency necessary to provide care and
services for all residents in accordance with
resident care plans and the facility assessment.
2, Staffing numbers and the skill requirements of
direct care staff are deteymined by the needs of
the residents based on each resident’s plan of
care."

Review of the Facility Assessment dated
06/30/2022, indicated the average daily census
was 43 residents. The Daily Staffing Pattern
indicated the following staff were needed for the
average dally census:

a. First shift: Two licensed nurses providing direct
care, four Certified Nursing Assistants (CNA),one
Restorative Aide {RA}, one Shower Aide, and one
Cerlified Medlcation Alde (CMA).

b. Second shift: Two licensed nurses providing
direct care, four CNAs, and one CMA.

¢. Third shift: One licensed nurse providing diract
care and two CNAs.

A revlew of the Daily Nurse Staffing for
06/25/2022 through 07/07/2022 revealed the
following staff worked at the facility:

a. On 08/25/2022, during the day shift (first shift)
one licensed nurse, ohe CMA, and three CNAs
worked at the facility; subsequently, based on the
facillty assessment, the facilily was short one
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nurse, one CNA, one restorative aide, and one
shower aide, ‘

b. During the evening shift (second shiff) on
06/26/2022, two licensed nutses worked four
hours each (totaling one eight-hour shiff), with
one CMA and three CNAs. The facility was short
one hurse and one CNA for the shift.

¢. On 08/26/2022, one licensed nurse, one CMA,
and four CNAs worked the day shift. The facility
was short one nurse, one restoraftive gide, and
one shower aide,

Further review of day shift staffing from
082712022 through 07/07/2022, revealed no
restorative aide nor shower aide worked the day
shift during this time.

Review of the facility's evening shift staffing for
6/26/2022 through 07/07/2022 revealed two 2
licensed nurses worked four hours each
(covering cne eight hour shifty and one CMA
worked each shift, subsequently, the facflity was
short one nurse on each evening shift based on
the facillty assessment,

Further review of evening shift staffing revealed
on 07/01/2022, one CNA worked a full shift, one
CNA worked for four hours, and one ONA worked
for six hours, leaving the facliity short staffed one
CNA for the shift, one GNA for approximately four
houts, and one CNA for approximately two hours.

During the evening shift on 07/03/2022, thres
CNAs worked the full shift, and one CNA worked
four hours of the shift (short approximately four
hours). Further, during the evening shift on
07/05/2022, three CNAs worked a full shift, and
one CNA worked a 6-hour shift. The facllity was
short one CNA for approximately two hours,

F 725
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Continued review of the facility's Daily Nurse
Staffing revealed on the night shift on07/04/2022
{third shift) one licensed nurse and one CNA
worked, leaving the facility without orre CNA,

During the Resldent CGouncll Interviews on
07/06/2022 at 1:.45 PM, Resident #34, Resident
16, Resident #19, Resident #49, and Resident
#38 were present. The Resident Councll members
indicated they had concerns related to the
timeliness of staif answering thelr call lights.
Resident #49 stated that if took staff 'some time’
o answer call lights. Resident #19 stated the
facllity was short staffed, so it took staff a while to
answer the call lights. Resident #8 statad they
had to wait in the bathroom several fimes for staff
to answer the call light, stafing it could take
anywhere from 10 to 40 minutes for staff to
respond to the call light. Resident #8 stated,
'Sometimes you give up.’ Resident #16 stated it
took staff a while to answer the call lights,

During an interview on 07/05/2022 at 9:09 AM,
Resident #18 stated the facility did not have
enough people ip do the Job, They don't care
ahout how the residents want ta be {reated.

During an Inferview on 07/05/2022 at 9:10 AM,
Resident #27 stated the facilily can't keep staff
and residents get short-changed, Sometimes, he
did not get showers. The morale of the staff has
really sunk, but they try to help as best they can.
Resident #27 concluded you can tell staff are not
really happy here.

During an interview on 07/05/2022 at 11:20 AM,
Resident #13 stated he was supposed fo be
reposifionad at 9:30 AM but was delayed due to
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staff assisting other residents during breakfast,
Resident #13 stated staff sald he would have to
wait untll 1:00 M to be repositioned.

During an interview on 07/06/2022 at 8:43 PM,
Staff G, Registered Nurse, stated that recently,
on the 1000 PM to 6:00 AM shift, there was only
Staff G and a CNA working the shift for the entire
building. Sfaff G stated she had to assist the CNA
with residents that required two staff members to
assist, Staff G stated she notifled the Director of
Nursing {DON) of the concern related to staffing,
but the DON Just shrugged her shoulders.

During an interview on 07/08/2022 at 1:49 PM,
the DON confirmed staffing requirements for
nurses and CNAs per the facliity assessment.
Even though the facility assessment indicated a
CMA was required for staffing, the DON stated
the facility had CMAs assist nurses when needed,
According to the DON, staff, residents, and/or
families had spoken with the DON about staffing
issues. The DON stated the facility was
recovering from a COVID-18 outbreak and some
residents required more care than others. The
DON stated the facility was currently utilizing two
contract agencies for staffing and used the
agencies consistently.

During an interview on 07/08/2022 at 3:03 PM,
the Administrator indicated staffing requirements
were different than what was documented on the
facility's assessment, The Administrator stated on
day shift, there should be twe licensed nurses
and six CNAs; and evening and night shifts
should have one licensed hurse and two CNAs
for each shift. According to the Administrator, the
facility interchanged & CMA and a licensed nurse
because a CMA could assist the licensed nurse

FORM CMS-2567{02-99) Previous Versions Obsolate

Event ID: OHx811

Facilily 1D: 1A0533

If continuatlon sheet Page 82 of 138




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

PRINTED: 07/25/2022
FORM APPROVED
OMB NO. (938-0301

§S=D

CFR(s): 483.45(a}{b)(1)-(3)

§483.45 Pharmacy Services

The facillty must provide routine and emergency
drugs and biologicals to its residents, or obtain
them under an agresment desctibed in
§483.70(g). The facllity may permit unlicensed
personnel o adminlster drugs If State law
perimits, but only under the general supervision of
a licensed nurse,

§483.45(a) Procedures. A facility must provide
pharmaceutical services (including procedures
thet assure the accurate acquiring, receiving,
dispensing, and administering of all drugs and
blologicals) to meet the needs of each rasident.

§483.45(b) Service Consuliation, The facility
must employ or obtain the services of a licensed
pharmacist who-

§483.45(b}{1) Provides consultation on all
aspects of the provision ¢f pharmacy services In
the facilly,

§483.45(b)(2) Establishes a system of records of

Plan of Correction: Education to nursing
staff to utilize the facility Emergency
medication kit if a medication Is “not
available”. A medication should not be
documented as “not avallable” until it is
determined the medication is not in the
Emergency medication kit, a pharmacy
contact note is documented on why there
is a delay in that medication, when it will
arrive along with a progress note stating
the primary care provider was notified.

How residents affected & residents with
potential of being affected were
identified: Residents who reside to
Centerville Specialty Care have the
potential 1o be affected.
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with passing medications. However, according to
the Daily Nurse Staffing there was no
documented evidence a nurse was interchanged
with an extra GMA. Further interview with the
Administrator revealed the facility recently had a
COVID-19 outbreak and a bunch of staff quit on
the same day. The Administrator stated to help
with staffing, the facilily used two contract
companies and the facility's management team
membars had also been working as CNAs to
assist with providing resident care.
F 766 | Pharmacy Srvcs/Procedures/Pharmacist/Records F 756 Description: F755
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Corrective action taken for resident(s) _
affected: Medication provided.
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. |Measures or systemic changes made to
F 755 Gontinued From page 83 F 755lansure this will not recur and affect
recoipt and disposition of all controlled drugs in athers: Education to nursing staff to utilize

sufficient detail to enable an accurate . T
reconciliation; and the facility Emergency medication kit if a
medication is “not available”, A

§483.45(b)(3) Determines that drug records are In medication should not be documented as

order and that an account of all controlled drugs

is maintained and perlodically reconciled. "not avalfable” until it is determined the
'kI)‘hls REQUIREMENT is not met as evidenced medication is not in the Emergency

y: o .
Based on facility policy review, clinical record medication kit, a pharmacy contact note is
review, and interviews, the facility fafled to ensure documented on why there Is a delay in that
physician-ordered medications were available for medication, when it will arrive along with a

administration from the pharmacy for one
(Resident #311) of six sampled residents
reviewed for medication adminlstration. The provider was notified.
facility reported a census of 53 current residents.

progress note stating the primary care

Planned monitoring of corrective actions
to ensure practice is corrected and will not]

A review of the facility's poficy "Pharmacy and occur: Nurse management will complete 4
Therapeutics Oversight,” revised September audits per week for 4 weeks to monitor for

2017, revealed "Medications will be ordered, . drmini d.Th
administered, and monitored appropriately and medication not administered. Then 2
safely.” According to the policy, "The medical audits will be conducted for 2 additichal

director will advise the facility on prescribing, weeks. Results of the audits will be

handling, dispensing, storing, prescribing, and ) .
monitoring medications, Including the followlng: a. submitted to QAPI for review and

Findings include:

Appropriate indications, selection, and prescribing additional recommendations.
of medications for the facility's resident/patient
population. b. Safe procurement, storage, Anticipated Date of Completion for this

distribution, use and dispoesal of drugs and
biolaglcals ... d. Contents of emergengy and
interim medication kits ... i. Monitoring far,
identifying, correcting, and preventing
medicatton-related problems including adverse
consequences.”

plan of correction: 8/3/2022

A review of the Admission Record revealed
Resident #311 admitted to the facliify on
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01/28/2022 with diagnoses which included
atherosclerotic heart disease, hypertension,
congestive heart failure, restless log syhdrome,
rauttiple sclerosts, and acute myocardial infarction
(heart attack),

A review of the admission Minimum Data Set
(MDS) assessment, dated 02/03/2022, indicated
Resident #311 had moderate cognitive
impairment, with a Brief Interview for Mental
Status (BIMS) score of 12 out of 15, The MDS
indicated the resident required limited to
extensive assistance of two people for their
activities of daily living (ADLs) except eating,

A review of the resident's Physiclan Orders and
the February 2022 Medication Administration
Record (MAR) indicated Resident #311 had
orders which included;

a. Flomax (used of urinary incontinence) 0.4
milligrams (mg}) give one tablet by mouthone
time a day,

b. Fluconazole (used for yeast infections) 50mg
give one tablet by mouth one time a day every
three days.

¢. Ranolazine (used for chest pain) 1,000 mg give
one fablet by mouth two times a day.

d. Isosorbide Mononitrate (used for chest pain}50
mg give 50 mg by mouth two times a day.

e. Prednisone (used for multiple sclerosis) 20 mg
give three fablets by mouth one time a day.

1, Ropinirole (used for restless leg syndrome)2
mg give one tablet by mouth one time aday,

Further review of the February 2022 MAR
revealed the resident did not recelve the following
medications due to not being available from the
pharmacy for administration:

a. Flomax 0.4 mg on 02/22/2022, 02/23/2022,
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Continued From page 85

02/24/2022, and 02/25/2022

b. Fluconazole 50 mg on 02/04/2022, 02116/2022,
and 02/22/2022

. Prednisone 80 mg on 02/22/2022, 02/23{2022,
and 02/26/2022

d. Ranolazine 1,000 myg on 02/22/2022,
02/23/2022, (62/25/2022, 02/26/2022 AM and PM
dose, 02/27/2022 AM and PM dose, and
02/28/2022 AM and PM dose

e. isosorbide 50 mg on 02/23/2022, 02/26/2022,
0212712022, and 02/28/2022

f. Ropinirole 2 mg ore 02/23/2022 and 02/25/2022

Review of the Orders-Administration Notes for
the above medications indicated the medications
were either not available or were on order.

Bluring an interview on 07/09/2022 af 9:05 AM
with Staff V, Certified Medication Aide {CMA), she
stated if a medication was not avallable during
the medication pass, then she would tell the
nurse and document that it was notavailable,

During an interview on 07/09/2022 gt 10:33 AM
with Staff W, CMA, she stated if amedication

was rof available, she would tell the charge nurse
and document it was not available. She stated if
the medication was avallable in the E-kit
{emergency medication supply) then it should be
given.

During an interview on 07/09/2022 at 2:37 PM,
Staff H, Licensed Practical Nurse (LPN) stated if
a medication was not available during the
medication pass, the nurse or GMA should check
the E-kit to see if it was available to pull from
there. She stated if the medication was available
at the same dose but was with medicatlons
ordered at a different time, it could be pulled from

F 765

FORM CMS-2567{02-99) Previous Versions Obsolele

Event |D: OHX641

Facilily 1D: 1A0633 If conlinuation sheel Page 87 of 189




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

PRINTED: 07/25/2022
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTICN

(X1) PROVIDER/SUPPLIERICLIA
IDENTIFICATION NUMBER:

165225

(X2} MULTIPLE CONSTRUCTION
A. BUILDING

B. WiNG

(%3 DATE SURVEY
COMPLETED

0710812022

NAME OF PROVIDER OR SUPPLIER

CENTERVILLE SPECIALTY CARE

STREET ADDRESS, CITY, STATE, Zi? CODE
1208 EAST CROSS 8TREETY
GENTERVILLE, A 62644

(X450
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST B8 PRECEDED BY FULL
REGULATORY OR LSGC [DENTHIFYING INFORMATION)

I

PREFIX

TAG

" {EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

PROVIDER'S PLAN OF CORREGTION . .. {%8)
COMPLETION

DATE
DEFICIENCY)

F 785

P 757
88=D

Continued From page 86

those medications and then the pharmacy should
be notified so the dose could be replaced. She
stated if it was not available af all, then the
pharmacy should he notified that it was needed,

During an interviow on 07/08/2022 at 3:20 PM,
the Director of Nursing (DON) stated if a
medication was not available during the
medication pass, the cart and the medication
room should be double checked and then the
E-kit should be checked fo see if the medication
was available from there, The DON stated the
pharmacy needed to be called to find out when it
was sent and when it would be available. The
DON stated sometimes they could get the
pharmacy to deliver It that day even though the
pharmacy was hours away.

During an interview on 07/09/2022 at 4:53 PM,
the Administrator stated if a medication was not
available during the medication pass, fte
pharmacy and physician should be contacted
along with the DON.

Drug Regimen is Free from Unhecessary Diugs
CFR(s): 483.45(d)1)-(6)

§483.45(d) Unnecessary Drugs-General,

Each resident’s drug regimen must be free from
unnecessary drugs. An unnecessary drug is any
drug when used-

§483.45(d){1} In excessive dose {including
duplicate drug therapy); or

§483.45(d)(2) For excessive duration; or

§483.45(d){3) Without adequate monitoring; or

I 755

-F757

Deascription; F757

Plan of Carrection: Coumadin fogs will be
utilized to monitor PT/INR results,
Education provided to nursing staff if they
are unable to obtain a PT/INR on the
scheduled day, they physician will be
natifled, and a progress note created to
reflect any new orders,
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§483.45(d){4) Without adequate indications for s
use; or

§483.45(d)(5) In the presence of adverse
consequences which indicate the dose should be
reduced or discontinued; or

§483.45(d)(6) Any combinations of the reasons
stated in paragraphs (d){(1) through (8) of this
section.

This REQUIREMENT is not met as evidenced
by:

Based on facilily policy review, clinical record
review and interviews, the facility failed to ensure
one (Resident #20) of six sanmipled residents
reviewed for medication administration received
adequate monitoring for therapeutic and potential
adverse medication effects. Spacifically, the
facilily failed to monitor Resident #29's use of
Coumadin (a blood thinner) by ensuring
necessary laboratory tests were completed as
ordered by the physician. The facllity identified a
census of 63 current residents.

Findings include:

A review of the facility's policy titled, "L.ab and
Diagnostic Test Results - Clinical Protocol,”
revised November 2018, indicated, "The
physician will identify, and order diagnostic and
lab testing based on the resident's diagnostic and
monitoring needs. The staff will process test
requisiions and arrange for tests. The laboratory,
diagnostic radiology provider, or other testing
source will report test results to the facilily. When
test results are report fo the facility, a nurse will
first review the results.” The policy alse indicated
the following:

a. "A nurse will identity the urgency of

F 757 hotential of being affected were

identified: Residents who reside to
Centerville Specialty Care have the
potential to be affected.

Corrective action taken for resident(s)
affected: Lab wark obtained as ordered

Measures or systemic changes made to
ensure this wiil not recur and affect
others: Coumadin togs will be utilized to
monitar PT/INR results. Education provided
to nursing staff if they are unable to obtain
a PT/INR on the scheduled day, they
physician will be notified, and a progress
note created to reflect any new orders,

Planned monitoring of corrective actions
to ensure practice is corrected and will not
occur Nurse management to monitor logs
and documentation to ensure completion
weekly.

Anticipated Date of Completion for this
plan of correction: Ongoing
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communicating with the attending physician
based on the physician's request, the seriousness
of any abnormality, and the individual's current
condition."

b. "A physician can be notified by phone, fax,
vaicemail, e-mail, mail, pager or & {elephone
message o another person acting as the
physician's agent (for example, office staff). a.
Facility staff should document information about
when, how, and to whom the information was
provided and the response. This shouid be done
In the Progress Notes section of the medical
record and hot on the lab results report, because
test results should be correlated with other
relevant information such ag the individual’s
overall situation, current symptoms, advance
directives, prognosis, etc. [et ceteral. b. Direct
voice communication with the physician is the
preferred moans for presenting any results
requiring immediate notification, especially when
the resident's clinical status is unstable or current .
treatment needs review or clarification.”

The Admission Record indicated Resident #29
had diagnoses which included atherosclerotic
heart disease (a hardening and narrowing of the
arterles) and atiial fibrillation (an irregular
heartheat which can resuit in formation of a blood
clot in the heart).

Review of the quarterly Minimum Data Set (MDS)
assessment, dated 05/05/2022, indicated
Resident #28 had moderate cognitive
impairment, with a Brief Interview for Mental
Status (BIMS) score of 12. The MDS indicated
Resident #29 took an anticoagulant (blood
thinner) medication on seven out of seven days
during the lookback period.

F 757 jpotential of being affected were

How residents affected & residents with

identified: Residents who reside to
Centerville Specialty Care have the
potential to be affected.

Corrective action taken for resident(s)
affected: Lab work obtained as ordered

Measures or systemic changes made to
ensure this will not recur and affect
others: Coumadin logs will be utilized to
monitor PT/INR results. Education provided
to nursing staff if they are unable to obtain
a PT/INR on the scheduled day, they
physician will be notified, and a progress
note created to reflect any new orders,

Planned monitoring of corrective actions
to ensure practice is corrected and wilt not
occuy: Nurse management to monitor logs
and documentation to ensure completion
weekly.

Anticipated Date of Completion for this
plan of correction: Ongoing

FORM CM8-2567(02-99) Previous Verslone Obsclate Event |D; OHX&11

Faaliity iY; |1ADB33 If confinuation sheet Page 90 of 139




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

PRINTED: 07/25/2022

FORM APPROVED

OMB NO. 0938-0391

A review of a care plan, dated as initiated
06/22/2021 and last revised 05/20/2022, indicated
Resident #29 required anticoagulant/blood
thinning therapy related to atrial fibrillation.
Interventions included monitoring for side effects,

A review of the Resident #29's current Physician
Orders indicated the resident had orders for the
following;

a. Coumadin 4 milligrams {mg} give {wo tablets (8
mg) by meuth one time a day svery Monday,
Tuesday, Thursday, Friday, Saturday, and
Sunday, and one tablet (4 mg) by mouth onetims
a day every Wednesday, ordered on 06/22/2022,
This dose was increased from the previous dose
of Coumadin 4 mg by mouth daily.

b. PT/INR (prothrombin time/intermational
hormalized ratio - lab tests o monitar blood
clotting) to be completed monthly on the firstof
the month, ordered 01/26/2022.

c. Monitor for side effecits of anti-coagulantuse,
ordered 10/15/2019,

A review of Resident #29's discontinued orders
indicated an order received on 04/28/2022 for
PT/INRs to be completed on day 3 (05/02/2022)
and day 7 (05/06/2022) while the resident was
taking the antlbiotic Keflex twice a day for seven
¢ays.

A review of a laboratory report dated 05/02/2022
revealad Resldent #29's PT rasulls were 42. 4
and the INR measured 4.18. A therapeutic INR
lavel Is between 2.0 and 3.0. Resident #29's lab
values were considerad critical. The report
indicated the results were called to the facility
nurse.

A review of a Focused Evaluation progress note,
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dated 05/03/2022, indlcated that on 05/02/2022 at
6:20 PM, the facility recelved a call from the
taboratory with a high critical INR of 4.18, The
note indicated the Nurse Practitioner (NP) was
cailed and orders were obtained to hold the
Coumadin for two days, racheck the PT/INR on
the morning of 05/03/2022, and update the NP.
The note indicated orders were also obtained for
Vitamin K 20 mg to be given intramuscularly (IM)
at that time. The note indicated the Vitamin K was
administered in the left hip.

A review of Resldent #29's medical record
revealed no documentation that the PT/INR was
drawn the morning of 05/03/2022 as ordered.

A review of the May 2022 Lab Administration
Report indicated the order for the INR to be
redrawn the AM of 05/03/2022 was blank and not
initialed as being completed.

A review of laboratory resulls revealed the
PT/INR was not obtained uritil G5/04/2022 with
results of PT 17.4 and INR 1.66. This was a
suptherapeutic level, since the INR did not fall
between 2 and 3. A review of physiclan orders
obtained 05/04/2022 indicated the PT/INR to be
rechecked on 05/09/2022.

A review of a Nurses Note, dated 05/10/2022,
indicated the PT/INR was drawn with one attempt
to the right hand {this was one day after the lab
was ordered),

A review of the laboratory report for the PT/NR
drawn on 05/10/2022 indicated results of PT 14.6
and INR 1.38. A review of physician orders
obtained 05/10/2022 indicated the PT/INR to be
redrawn on 06/13/2022.
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The Nurse's Note, dated 05/13/2022, Indlcated
labs were drawn from the right hand after ons
attempt,

A review of the resident's medical record revealed
no laboratory resulis for the PT/AINR that was
ordered to be drawn on 05/13/2022. A copy of the
lab report was requested from the facility on
07/07/2022 at 9:17 AM and was not received prior
to the end of the survey.

A review of the Juna 2022 Lab Administration
Report indicated the PT/INR was signed off as
being completed on CB/01/2022.

A review of the resldent's record revealed no
laboratory results for the PT/INR that was to be
done on 06/01/2022. A copy of the fab repoit was
requested from the facility on 07/07/2022 at 9:17
AM and was not received prior o the end of the
survey.

A review of a Nurse's Note, dated 06/10/2022,
indicated the facility attempted to obtain blood for
labs that included a PT/INR, but they were
unsuccessful after two attempts,

A review of Resident #29's discontinued orders
revealed an order was received on 06/11/2022 for
a PT/INR to be done and it was scheduled fo be
done on 08/14/2022,

A review of the resident's medical record revealed
the PT/INR ordered to ba done on 06/14/2022
was not collected until 06/15/2022. The INR
measured within therapeutic range at 2,43. A
handwritten note on the report indicated the
PT/NR was fo be rechecked on 06/17/2022,
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A review of a nurse's note, dated 06/15/2022,
indicated the PT/INR results ware received and
the primary care provider {PCP) was notified with
orders fo recheck the PTANR on 06/17/2022.

A review of the resident's discontinued orders
indicated an order was received on 06/15/2022
for the PT/INR to be rechecked and scheduledfor
06/17/2022.

A review of the laboratory report, dated
06/17/2022, indicated Resident #29's PT
measured 34.3 and INR was high at 3.36. There
was no indication the PGP was notified of the
results at that time.

A raview of the resident's discontinued orders
indicated an order was received on 06/16/2022 to
recheck the PT/INR on 06/21/2022,

A review of the Orders-Adminisiration Note, dated
062272022, indicted the PT/INR was obtained
from the right hand after the third attempt (this
was g day after it was ordered to be rechecked).

A review of the laboratory report, dated
0672272022, indicated Resident #29's PT
measured 44.2 and {INR was 4.38. The report
indicated the critical INR resuils were called to
the facility on 06/22/2022 af 4:04 PM.

Areview of the resident's discontinued physician
orders indicated an order was received on
08/22/2022 for the PT/INR to be rechecked on
08/29/2022.

A review of the resident's current physiclan orders
revealed Resident #29's Coumadin was
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being completed,

07/01/2022.

increased (see above) even though the INR
results were roported to be a critical level,

A review of the June 2022 Lab Administration
Report indicated the PT/INR that was to be
rechecked on 08/26/2022 was blank and was not
initialed as being completed.

A review of the resident's medical record revealed
no laboratory resulis for the PT/INR that was
ordered to be drawn on 06/29/2022. A copy of the
lab report was requested from the facility on
07/07/2022. at 9:17 AM and was not received prior
to the end of the survey.

A review of the July 2022 L ab Administration
Report revealed the PT/INR scheduled to be
completed on 07/01/2022 was not signed off as

Areview of the resident's record revealed no
laboratory results on 07/0172022 for the routine
PT/INR that was ordered to be drawn monthly on
the first. A copy of the Jab report was requested
from the facility on 07/07/2022 at 9:17 AM and
was not received prior {o the end of the survey.

During an interview on 07/08/2022 at
approximately 9:20 AM, the facility's regional
hurse stated she had called Staff U, Licensed
Practical Nurse (LPN) to Inquire about the recent
missing labs. She stated the nurse reported trying
to do a blvod draw on 07/05/2022 but was
unsuccessful and Staff U was supposed to come
into the factlity to do a late entry Nursa's Note,
She stated she assumed the aftempted draw on
07/05/2022 was for the routine order due on
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An attempt was made to contact Staff T, a Nurse
Practitioner {NP), who was Resident #28's
ptimary care provider (PCP), an 07/09/2022 at
8:36 AM. A message was left with no response by
the end of the survey,

An attempt was made to contact Staff U on
07/09/2022 at 8:42 AM, for an interview, and a
message was left with no response by the end of
the survey.

During an interview on Q7/08/2022 at 9:05 AM,
with Staff V, a Certified Medication Aide (CMA),
she stated Staff C, a nurse supervisor, monitored
all the labs and Coumadin use.

During an interview on 07/09/2022 at 10:33 AM,
Staff W, a CMA, stated Staff C monitored the
residents on Coumadin and the labs and followed
up on them.

An altempt was made to contact Staff C on
07/09/2022 at 11:28 AM, and a message was left
with no response by the end of the survey,

During an interview on 07/08/2022 at 2:37 PM,
Staff H, LPN, stated when an order for labs was
oblained, It was put directly tnto the computer, If It
was ordered STAT (immediate), then they would
draw it right away. Otherwise, if it was routine,
then they would do It as the physician ordered.
She stated the facility drew their own blood for
labs and sent it to the lab. Staff H stated if she
was unable to get the blood, she would ask
another nurse fo do It or pass it on to the next
shift. She stated if all else failed, they would send
the resident to the hospital lab to have it drawn.
She stated if they were unable to get the fab, the
physlician should be notified. Staff H stated when

F 757
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the lab resulis were faxed to the facility, the nurse
on duty should follow up on them; the nurse
should notify the physician and document itin a
nurse's note, Staff H stated Staff C, the nurse
manager, maonitored resldents on Coumadin,

During an interview on 07/09/2022 at 3:20 PM,
the Director of Nursing (DON}) stated residents on
Coumadin were managed by the nurse
supervisor, Staff G, and it was her responsibility
to keep track of the Coumadin and labs
associated with the use of Coumadin. The DON
stated when a lab was ordered it should be drawn
within ane to three days of the order unless it was
a stat order and then it should be gotten that day.
The DON stated when the order was received,
the nurse should enter the order into the
computer and draw the blond that day. She stated
the laboratory requisition was filled out right away
sometimes but may not be done urtil the lab was
due. If the blood was unable to be obtained,
depending on tha lah, they may send the resident
out if needed or if the physician requested. The
physician should be notified if the lab was not
able to be obtained. If the lab ordered was
rouiine, then they would get the lab when they
could, but if it was a stat order or an order like a
PT/ANR and they could not get it, then they would
send the resident out. The DON stated Resident
#29 sometimes refused lab draws so they would
get another person to try and the attempts should
be documented In progress notes, The DON
stated once a lab report was oblained, the charge
nurse or nurse supervisor should follow up on it.
The DON stated not ali labs needed to be called

‘o the physlcian, but they should be scanned in

and uploaded to the resident's record. She stated
this was an issue af the facility. She stated if they
needed, they would calt and tet the physician
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§483.60 Food and nulrition services,

The facility must provide each resident with a
nourishing, palatable, well-balanced diet that
meets his or her dally nutritional and special
dietary needs, taking inte consideration the
preferences of each resident.

This REQUIREMENT is not met as evidenged
by:

Based on facliity policy review, ciinical record
review, observations, and interviews, the facility
failed to provide a diet that met the resident's
nutritional and special dietary needs for 1
{Resident #18) of 4 residents reviewed for
nudtition. The facllity identified a census of 53
curcent residents.

Findings include;

Review of the facilily's "General Faod Preparation
and Service" policy, updated February 2018,
revealed, 'The facility shall provide each resident
with food prepared and served by methods that
conserve putritive value and flavor, The food
should also be palatable, attractive and at the
proper temperature. The Dietary Services
Manager and/or cook is respensible for seeing
that all menu items are prepared, the menu
followed, and for ensuring resident dief orders are

thai meets rasidents needs

Plan of Correction: Provide a diet that
meets the rasidents needs,

How residents affected & residents with
notential of being affected were
identified: Residents who reside to
Centerville Specialty Care have the
potential to be affected.

Corrective action taken for resident(s)
affected: Affected residents have been
provided with appropriate diet per
physicians orders,

Measures or systemic changes made to
ensure this will not recur and affect
others: DDS will run a diet type report
twice weekly on Mon/Thurs. Will Audit diet
orders to match tray tickets and adjust as
headed.
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know the results verbally and then document it.
Buring an interview on 07/09/2022 at 4:53 PM,
the Administrator stated the DON and Staff C
were responsible for ensuring all labs were being
obtained and followed up on and should be
documented in progress notes.
F 800! Provided Diet Mests Needs of Each Resldent F 800 Description: F-800- Failure to provide diet
§8=D CFR(s): 483.80
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served correctly.'

Resident #18's Admission Record documented
the resident had diagnoses that included
diverticulitis, ype 2 diabetes melflitus, anxiaty
disorder, gastro-esophageal reflux disease
(GERD), chronic kidney disease, and dysphagia
{difficulty swallowing).

Resident #18's admission Minimum Data Set
{MDS8) assessment, dated 04/14/2022, revealed
the resident had a Brief Interview for Mental
Status (BIMS) score of 156, which indicated the
resident possessed intact memory and cognition.
Further revisw of the MDS revealed the resident
had no signs/symptoms of a swallowing disorder,
no welght loss/gain, and recelved a mechanically
altered (change in food texture), therapeutic dlet,

Review of the Order Summary Report for
Resident #18 revealed a physician's order, with a
start date of 04/08/2022, for the resident to have
a consistent carbohydrates diet. The order
indicated, "Leve! 6 Soft & {and] Bite Sizedtexiure,
Level 0 Thin conslstency [liquids], double proteins
at junch."

Observations on 07/07/2022 from 10:35 AM to
12:48 PM of the lunch meal revesled the Dietary
Services Supervisor (DSS), Staff D, a Cook, and
Staff Q, a Dletary Aide, prepared and served the
funch meal. Food for the Junch meal consisted of
a roasted breaded pork tenderloin, cheese
broceof rice, mixed vegetables, and sliced
peaches. The alternate menu option was cheese
pizza, cheese broceoli rice, mixed vegetahles,
and sliced peaches. Nearing the end of meal
service, Staff D ran out of the roasted breaded
pork tenderloin,

F 800k ensure practice is corrected and will not
occur: Auditing Mondays and Thursdays x
4 weeks and then on Mondays x 2 weeks, 2
audits per week will be conducted for 4
weeks, Then 1 audit per week will be
conducted for 2 additional wesks. Results
of the audits will be submitted to QAPI for
review and additional recommendations.

Anticipated Date of Completion for this
plan of correction: /32022 .
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A review of Resident #18's meal ticket for lunch
on 07/07/2022 revealed the resident was to
receive one slice of cheese pizza cut into bite
sized pleces (documented on the main meny as
a regular serving), one 4 ounce {oz) scoop of
braccoll cheese rice, and 1 1/2 cup diced
peachas, with double protein indlcated on the
ticket,

Observation on 07/07/2022, at 12:17 P,
revealed Staff D piated Resident #18's meal,
which included a whole quarter of the cheese
pizza {two servings of protein). Staff D put the
whole piece of pizza onto a plate along with 4 oz
of broccoli cheese rice, 4 0z mixed vegetables,
and 4 oz peach slices. The pizza, per the meal
ticket, should have been bite sized. Staff D stated
nursing staff should be the ones to gut up the
pizza. Further cbservation revealed at 12:20 PM,
an unknown certified nursing assistant {CNA)
returned Resident #18's pizza to the kitchen,
teliing the cook the resident would like the pork,

Continued observation on 07/07/2022 at 12;39
PM revealed Resident #18's mesal was prepared
and included one microwaved pork patty that stift
looked frazen, 8 oz. {2 scoops) of the chesse
broceol] rice, 4 oz, nixed vegetables, and 1/2 cup
sliced peaches. Staff D stated since the pork
looked nasty, she gave the resident double
broccoli rice casserale, clalming the cheese was
the pratein the resident would receive double of,

Dutlng an interview on 07/08/2022 at 1:29 PM,
the Director of Nursing (DON) stated Resident
#18 came to the facllity with a diet that was
different than most, including smail bites with
sorme mechanical soft.

F 800
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During an interview on 07/09/2022 at 9:56 AM the
DSS stated the main proteln during Thursday's
{07/07/2022) meal was the pork patties or the
cheese pizza. She stated there was fittle protain
value in the broccoli cheese rlce and it would not
count as double protein. She stated the computer
program generated the meal tickets and provided
the dietary staff with the number of meals
needed; the computer was down on Thursday,
07/07/2022, so they had to manually count the
meals needed and did not count accurately.

During a follow-up interview with the DON on
07/09/2022 at 2:39 PM, she stated that she would
not think brocooll was an acceptable protein
alternative, and that the broccoll cheese
casserole from {unch would not be sufficient to
saerve as a doubla protein,

During an intervtew on 07/09/2022 at 4:04 PM the
Administrator stated dietary staff should followthe
meal tickets as writtan,

F 804 | Nutritive Value/Appear, Palatable/PreferTemp
S$5=D| CFR(s): 483.60{d}{1)(2)

§483.60(d) Foad and drink
Each resident receives and the facility provides-

§483.80(d)(1} Food prepared by methods that
gonserve nuiritive value, flavor, and appearance;

§483.60(d)(2) Food and drink that is palatable,
atiractive, and ai a safe and appetizing
temperature.

This REGQUIREMENT Is not met as evidenced

by:

Based on observations, interviews, policy review,

F 800

F 804

Description: F804- Failure to provide a
palatable meal

Plan of Correction: Provide palatable meals

How residents affected & residents with
potential of being affected were
identified: Residents who reside to |
Centerville Specialty Care have the
potential to be affected.
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and review of cooking instructions, the facility
failed to serve palatable meals to residents during
one of one meal observation. The facillty
|dentified a census of 53 current residents.

Findings include:

A review of the "General Food Preparation and
Service" policy, updated Faebruary 20186, revealsad,
"The facility shall provide each resident with food
prepared and served by methods that conserve
nutritive value and flavor, The feed should also be
palatable, atiractive and at the proper
temperature. The Dietary Services Manager
and/or cook Is responsible for seeing that all
menu items are prepared, the menu followed,
and for enswring resident diet orders are sewved
correctly "

Observations of the of the lunch meal on
07/07/2022 from 10:35 AM to 12:48 PM revealed
the Distary Services Supervisor (288), Staff D, a
Cook, and Staff Q, a Dietary Aide, prepared and
served the lunch meal. Food for the lunch mesl
consisted of a roasted breaded pork tenderloin,
cheese broceoli rice, mixed vegetahles, and
sliced peaches. The alternate menu option was
cheese pizza, cheesa broceoli rice, mixed
vegetables, and sliced peaches, Nearing the end
of meal service, Staff D ran out of the roasted
breaded pork tenderloin.

Observation on 07/07/2022 at 12:26 PM, revealed
after Staff I) ran out of the prepared pork
tenderlain, she refrieved breaded pork chop
patties from & box in the freezer. Staff D placed
the pork chop patties on a plate and put them into
the microwave. At that time, Staff D sfated she
usually did not run out of food whan the computer

F 804 affected: Affected residents will receive
palatable food that meets the temperature
required by policy.

Measures or systemic changes made to
ensure this will not recur and affect
others: Reeducation provided to dietary
staff on appropriate temperatures for
meats, Competency audits done on cooks,
Meal audits will rotate between breakfast,
lunch, and dinner,

Planned monitoring of corrective actions
to ensure practice is corrected and will not
occur: 4 meal audits per week will be
conducted for 4 weelks. Then 3 meal audits
per week will be conducted for 2 additional
weeks, Results of the audits will be
submitted to QAPI for review and
additional recommendations. Competency
audits done on cooks twice per week on
Monday and Thursday x4 weeks. Then
Once per week on Monday x 2 weeks.

Anticipated Date of Completion for this
plan of correction: 8/3/2022
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provided her the count for meal service, Staff D
stated she had to do a manual count of resident
maals herself befors the meal service and she
did not make enough of the main protsin for all
the residents.

Further observation and interview on §7/07/2022
at 12:34 PM, revealed Staff D pulled the breaded
pork chop patties out of the microwave and took
a temperature of the pork patties which measured
188 degrees Fahrenheit {F). The four pork patties
looked the same as when they were frozen and
put into the microwave. Staff D stated the mest
looked ‘nasty' and 'not cocked', and placed the
pork patties into the steam table tray to be served
to residents.

Observation on 07/07/2022 at 12:40 PM, revealad
an unknown certifled nursing assistant (CNA)
returned with an unknown resident’s plate of the
microwaved pork patty and stated the resident
was 'not going to eat this’ and they requested a
soup and sandwich Instead. Also af this time,
Staff D pulled a second plate of microwaved
breaded pork chop patiles out of the microwave
and added them to the steam table for meal
searvice. As she was plating the microwaved pork
patlies, the DSS stated the pork fooked hasty',

A review of the cooking instruction on the box of
the breaded pork chop pattles revealed two
instructions for cooking the pork: The Instructions
included:

a. Deep fiyer: preheat oil to 360 I, place frozen
patties in oil for three to five minutes or until
internal temperature was 185 F,

b. Grill: add small amount of ol to medium heat
(360 F), cook frozen product for faur minuteson
each side or until the internal femperaturewas
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165 F, turning often to avoid burning.

During an interview with Staff L, a Cerifled
Nursing Assistant, on 07/08/2022 at 3:12 PM she
stated meal orders were completed by distary
staff and the only time floor staff took an order
was If the resident wanted something different,
Staff L. stated If the resident wanted something
different, she would check with the nurse first and
then would iet the kifchen know,

During an interview on 07/08/2022 at 9:35 AM,
Staff Q stated dietary staff took meal orderts on
the tablet from residents, She siated they either
went roomt to room or took the residents’ orders

in the dinlng room. Staff Q stated If the residents
could not respond when asked what they wanted,
they received the regular meal, Staff Q stated
choices were always offered, and an alternate
menu was always avallable to residents if they did
hot like the menu options.

Buring an interview on 07/09/2022 at 9:56 AM,
ihe DSS stated the microwaved pork patties
should have been baked, grilled, or fried. 8he
stated the residents who received the
migcrowaved pork patties should have been
offered another option altogether, such as soup,
salad, or sandwich. She stated she saw the
microwaved pork patties Jeft on piates and had a
second unknown resident return the rmicrowaved
pork paity and requesling a sandwich. Shestated
resident meal preferances were taken on the
tabiets, and each resident was asked what they
would like the day before. The DSS5 stated if a
resident could not respond, they would receive
the regular meal unless their preferences
documented otherwise, She stated she
interviewed the residents about their preferences
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when she initially met them and kept the
preferences dosumented in the computer. The
DSS stated the computer program generated the
meal tickeis and provided the dietary staff with
the number of meals needed. She stated the
computet was down on Thursday, 07/07/2022, so
they had to manually count the meals needed and
did not count ageurately.

During an interview on 07/09/22 at 2:3% PM, the
Director of Nursing {DON) stated she would not
expect the kitchen to microwave meat to be
served. She stated she would expect them to
offer the resident a palatable alternative. The
DON stated If two staff mambers sald the pork
looked disgusting, it should not be served to the
resident.

During an interview on 07/09/2022 at 4:04 PM,
the Administrator stated if kitchen staff were
commenting that the food looked nasty, it should
not be served to residents, and other, more
palatable, options should be offered.

Food Procurement,Store/Prepare/Serve-Sanitary
CFR(s): 483.600)}{1{(2)

§483.60() Faod safety requirements.
The faclllty must -

§483.60(i)(1) - Procure food from sources
approved or consldered safisfactory by federal,
state or local authorities.

(i) This may include food items obtained directly
from lacal producers, sublect io applicable State
and local laws or regulations.

(i) This provision does not prohibit or prevent
facilltles from using produce grown in facitity
gardens, subject to compliance with applicable

F 804

i g12[Pescription: F812- Failure to maintain

going to outer dining room

rmachine temps, Failure to serve food ina
sanitary manner, Failure 1o obtain food
temps for service, Failure to cover meals

dish
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safe growing and food-handling practices.
(iil) This provision does not preciude residents
from consuming fouds not procured by the facillty.

§483.60(1)(2) ~ Store, prepare, distihlte and
setve food in accordance with professional
standards for food service safety,

This REQUIREMENT is not met as evidenced
by:

Based on facility policy review, observations,
staff interviews, and facility document review, the
facility falled to store, prepars, distribute, and
serve food iIn accordance with professional
standards for food service safaty. Specificaliy,
the facility failed to maintain safe dishwashing
wash temperature of 120 degrees Fahrenheit (F)
or above for a low temp machine; to serve foodto
residents in accordance with sanitary professional
standards; fo check the temperature of foods
heated and reheated in the microwave: to cover
meals that were sent to the outer dining area; and
record, clean, and monitor a resident
nourishment reftigerator, The facility identified a
census of 53 current residents,

Findings include;

1. A review of the "Sanitization” policy, revised
October 2008, revealed for "Low Temperature
Dishwasher (Ghemical Sanitization), a. Wash
temperature (120 [degrees] F [Fahrenheit])."

A review of the "ES-2000 Dishmaching”
specification sheet revealed the incoming water
temperature: should measure 120 degrees F
mihimum up to 140 degrees F,

Observations on 07/07/2022 from 10:35 AM tc
12:48 PM of the of the lunch meal revealed the

F 812machine temperature and when it is not

tempting Ecolab to be contacted and
_dishes not to be used for meal service.
Food will be served in a sanitary manner
and temperatures obtained for service,
Food going to outer dining room 1o be
coveread,

How residents affected & residents with
potential of being affected were
identified: Residents with the potential to
be affected if dish machine Is not at the
appropriate temperature, and if foods
temperature s not obtained for service,
served in a sanitary manner or taken to the
outer dinlng room without a cover.
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Dietary Services Supervisor (DSS), Staff D (a
cook), and Staff Q (a dietary aide) prepared and
served the lunch meal, Food for the lunch meal
consisted of a roasted breaded pork tenderloin,
cheese broccolirice, mixed vegetables, and
sliced peaches.

Observation on 07/07/2022 at 10:;47 AM, revealed
Stalf D blended pureed consistency meals, At
10:51 AM, Staff D rinsed and placed the food
processor howl into a dish rack and pushed it
through the dish machine. The thermometer
displayed a wash cycle temperature of 90
degrees F, and a rinse cycle temperature of 110
degrees F. A note on the thermometer displayed
wash/rinse 120 degrees F, However, Staff D did
not attempt to check the temperature of the dish
machine or re-run the food processor bow!
through until temperature reach 120 degrees F
for both cycles. Staff D stated the dish machine
was a chemical machine and should rinse af 120
degrees F.

Further observation on 07/07/2022 at 10:55 AM,
revealed Staff D refrieved the cleaned food
processor bowl and lid that had a wash
femperature of 80 degrees F to blend the
mechanical soft breaded pork patties In. At 11:05
AM, Staff D rinsed and loaded the food processor
bowl, lid, and utenslls onto a dish rack, opened
the dishwasher, pushed the previous clean rack
out of the wash bay, and replaced it with the dirty
rack. The thermometer displayed a wash
temperature of 97 degrees F and a rinse
temperature of 110 degrees F. The DSS came
over and chacked the temperature of the
machine. The DSS noticed the fow tempearature,
she ran the dishes through again. The second
wash temperafure measured 108 degrees F with

F 812 ansure this will not recur and affect

others: New booster heater to he Installed
on the machine, Schedufed with Ecolab for
2/3/2022. Dishes will not be used until the
machine runs at temp to meet the
requiremertts, 5-minute meeting
reeducating staff on dish machine temps,
usage and when to report temperatures, 5-
minute in-service re-educating staff on
proper sanitary usage of tongs and other
utensiis
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4 rinse temperatura of 120 degrees F. At this
time, the DSS stated the machine was new,
serviced monthly, and the rinse temp should be
120 F, She stated Fcolab serviced the machine
monthly since the machine was installed in Aprit
2022, The DSS ran the same dishes through a
third time. The thermometer displayed a wash
temperature of 115 degrees F and a rinse
temperature of 122 degrees F. The DSS stated
the dietary staff had a h** of a time doing dishes
in the morning and would have to run the same
dishes through mulfiple times untll the
temperature reached 120 degrees F,

Continued observations on 07/07/2022, at 11:12
AM, revealed Staff D relrieved the clean food
processor bowl {o puree the peaches, At 11:25
AM, Staff D rinsed and loaded the food processor
bowl, lid, and utensils onto a dish rack, opened
the dishwasher, pushed the previous clean rack
out of the wash bay, and replaced it with the dirty
rack. The thermometer displayed a wash
temperature of 115 degrees F and a rinse
temperature of 120 degrees F.

Further observations in the kitchen of the
dishwasher on 07/09/2022 at 9:35 AM revealsd a
wash temperature of 115 degrees F and a rinse
temperature of 120 degrees F. Staif Q was
observed to check the thermometer and stated
hoth the wash and rinse cycle were supposed to
run at 120 degrees F for their dish machine. At
9:40 AM, Staff Q ran the dish machine, and the
thermometer displayed a wash oycle temperature
of 110 degrees F and a rinse cycle temperature
on 118 degrees F. Staff Q) stated the dishes
should be contfinually run through the dish
machine until the temperature got fo 120 degrees
. A third wash cycle temperalure displayed 118

F 812}r0 ansure practice is corrected and will not
occur: Staff will be audited for sanitary
usage of utensils, recording of appropriate
dishwasher temps, covered food, 4 times
per week will be conducted for 4 weeks.
Then 3 per week will be conducted far 2
additional weeks. Audits of food being
covered 4 times per week will be
conducted for 4 weeks. Then 3 per week
will be conducted for 2 additional weeks.
Food Temp audits 4 times per week will be
conducted for 4 weeks. Then 3 per week
will be conducted for 2 additional weeks,

Anticipated Date of Completion for this
plan of correction: 8/3/2022
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degrees F and a rinse cycle temperature of 120
degrees F.

Review of an Ecolab Regular Service Call
Receipt, dated 06/24/2022, revealed a wash
temperature of 115 degrees F.

During an interview with the DSS on 07/09/2022
at 9:56 AM, she stated the hot water for the
dishwasher was from a shared water tank, so
Ecolab installed a temperature booster fo the
dishwasher serviced by Ecolab. She stated she
was not present during their last check on the
dishwasher in June, 2022,

During an Interview with the Dirsctor of Nursing
(DON) on 07/09i2022 at 2:39 PM, she stated she
was not sure what the dish washer wash cycle
temperature should be. She stated the dietary
staff should follow the provided manufacturer
training and guldelines for temperature, She
stated that Fcolab was who seviced the
dishwasher. She stated dietary staff should call
the manufacturer if something was not right so
the manufacture could come to the facility and
look at the machine.

During an interview with the Administrator on
07/09/2022 at 4:04 PM, she stated the
dishwasher was supposed to be at 120 degrees F
for the wash and rinse cycles. She stated staff
should notlfy the service provider if temperafure
was not reaching 120 degrees F and the dishes
should be re-run when temperature had been
established, She stated if the machine was not up
to temperature, the dishes should not be used.

2. A review of the "General Food Preparation and
Service" policy, updated February 2018, revealed
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"Utensils, cups, glasses, and dishes are handled
in such a way as fo avoid touching surfaces that
food and drink will come in contact with", Further

-review of the pollcy revealed "If a forelgn object

comes into contact with food, the food ftem much
be discarded. An equivalent food replacement will
he offered".

Observations on §7/07/2022 from 10:35 AM to
12:48 Pi of the of the lunch meal revealed the
Dietary Services Supervisor (DSS), Staff D (a
cook), and Staff Q (a dietary aide) prepared and
served the lunch meal. Food for the lunch meal
consisted of a roasted breaded pork tenderloin,
cheese broceoli rice, mixed vegetables, and
sliced peaches

Observation on 07/07/2022 at 12:21 PM, revealed
the handle of the serving fongs used for the
breaded pork tendetloin fell into the serving tray,
resting on the two remaining tendetloins in the
pan. Staff D picked up the tongs and plated one
of the patties under the handle of the tongs. At
12:32 PM, Staff I stated the handle of a serving
utensil should not touch a food iterm. She stated if
the handle did touch a food item, the sciled
utensil should be replaced. She stated they were
hot supposed to serve food after @ utensil handle
had touched It. Staff D served the remalning two
pork patties o resldents,

During an interview on 07/09/2022 at 9:56 AM,
the DSS stated utensil handles should not touch
food items In the steam table and should
realistically be thrown out and new food made.

During an interview on 07/09/2022 at 2:39 PM,
the Director of Nursing (DON) stated ifa

contaminated utensil fouched a food item, the
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food should not be seyved to residents,

During an interview on 07/09/2022 at 4:.04 PM,
tha Administrator stated if a food item was
contaminated by a dirly utensil handis, the food
should be tossed out and not given to residents.

3. A review of the "General Food Preparation and
Service" policy, updated February 2018, revealed,
"The dietary services manager and/or cook is
responsible for seeing that all menu items are
prepared, the menu followed, and for ensuring
resident diet orders are served correctly'.Further
review of the policy revealed "All hot foods will be
cooked or yeheated to a safe minimum internal
temperature and will be held about 135 degrees F
[Fahrenheit]".

Observations on 07/07/2022 from 16:35 AM o
12:48 PM of the of the lunch meal revealed the
Digtary Services Supervisor (3S5), Staff D (a
cook), and Staff Q (a distary aide) prepared and
served the lunch meal.

Observation en 07/07/2022 at 11:57 AM, revealed
Staff D poured a can of chicken noodle soup into
a bowl and put it into the microwave, At 11:58
A, Staff D pulled the soup out of the microwave
and placed the soup onto a meal tray for room
service, When asked what the temperature of the
soup was, Staff D stated usually one minute was
all the soup needed, and she usually did not take
the temperature of foods from the microwave
hefore sending it out io the residents. Staff D
retrieved her thermometer, took the temperature
of the soup and it displayed a temperature of 98
degrees F. Staff D was not aware of the safe
microwave food temperatures, but found out foad
should be heated to 140 degrees F. Staff D put
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the soup back in the microwave. At 12:05 PM, the
second soup temperature displayed 157 degrees
F, was covered, and put on the tray for room
service delivery.

Further observation on 07/07/2022 at 12:43 PM,
revealed Staff Q retrieved the bowl of soup from
the microwave for a resident and moved to leave
the kitchen without taking the femperature of the
soup. When asked what the temperature of the
soup was, she stated she did not know and never
took the temperature of microwaved foods bafore
serving them to the residents. Staff D provided a
thermometer which displayed the soup's
temperature at 144 degrees F.

During an interview on 07/09/2022 at 9:56 AM,
the DSS stated dietary staff should take the
temperature of microwaved foods before glving #
to the residents. She stated food should be the
proper temperature to prevent foodborne iliness,
The food could also be cold by the time it gets to
the resident and would be sent back, She stated
taking food temperatures was included in dietary
staff training.

During an interview on 07/09/2022 at 2:39 PM,
the Director of Nursing {DON) stated she was not
sure of safe serving temperatures but would
axpect dietary staff to take the temperature of the
food reheated or heated in the microwave and
make sure they ate within safe serving range,
Dietary staff should know the safe serving
temperatures,

Buring an interview on 07/09/2022 at 4:04 PM,
the Administrator stated the temperature should
be taken of food microwaved before being given
to the resident.
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4., A review of tha "General Food Preparation and
Service" policy, updated February 2616, revealed,
"Food will be transported to other areas in
covered containers".

Observatiohs on 07/07/2022 from 10:35 AM to
12:48 PM of the of the lunch meal revealed the
Distary Services Supervisor {DSS), Staff D (a
cook), and Staff Q (a dietary aide) prepared and
served the lunch meal, Food for the funch meal
consisted of a roasted breaded pork tendarloin,
cheese broccol rice, mixed vegetables, and
sliced peaches.

Observation on Q7/07/2022 at 12:06 PM, revealed
the food service began for the outer dining area,
across a main hallway from the inner dining area
and the kitchen. Four resident meals were placed
directly on the cart with no cover and were
transported to the outer dinihg area. At 12:11 PM,
ohservation revealed a second cart with four
more resident meals was plated and sent to the
auter dining area. None of the four meals were
covered for transport. At 12:14 PM, Staff D stated
meals served to the dining area had never heen
coverad for meal pass service.

During an interview on 07/09/2022 9:35 AM, Staff
Q stated they had always delivered meals {o the
back dining room uncovered and had hot thought
of potential contamination happehing in the
distance belween the kitchen and the outer dining
area,

During an interview on 07/09/2022 at 9:56 AM,
the DS$ stated meal delivery had always been
uncovered to the dining areas, bath inner and
outer, She stated the food going to the outer
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dining area could bacome contaminated in transit
because of the main hallway and the distance
from the kitchen,

During an interview on 07/09/2022 at 2:39 PM,
the Director of Nursing (DON) stated the facility
had never covered the outet dining raam meals
before delivery, and room trays were the only
meals covered for delivery. She stated the outer
dining area meais should be covered for delivery,
as there was no other way to ensure food safety
or to ensure food was not contaminated,

During an interview on 07/09/2022 at 4:04 PM,
the Administrator stated the food should be
covered in transport for safely.

5. A review of the "Personal Food Storage” policy,
dated February 20186, revealed, "Food or
beverage brought in from outside sources for
storage in designated resident reftigeration units,
or personal room refrigeration units will be
monitored by designated facility staff for food
safety. Individuals will be educated on safe food
handling and storage techniques by designated
facllity staff as needed. Staff will examine food for
guality (visual, smell, packaging) to identify
potential concerns.” Continued review of the
nolicy revealed "Designated facility staff will be
assigned to monitor individual room storage and
refrigeration units for food and beverage disposal.
All refrigeration units will have internal
thermometers to monitor for safe food storage
temperatures, Units must maintain safe internal
temperaiures in accordance with state and
federaf standards for safe food sforage
temperatures. Staff will monitor and documents
unit refrigerator temp (temperatures)."
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Observations of the C-Hallway nourishment
refrigerator, on 07/07/2022 at 2:30 PM, revealed
the temperature logs had nof been completed
since 06/04/2022. All documented temperatures
hetween 5/01/2022-05/04/2022 measured below
40 degrees F.

During an interview on 07/07/2022 at 2:30 PM,
Staff H, LPN (Licensed Practical Nurse) stated
the refrigerator was for resident food and drinks.
She stated the night nurse was supposed fo tend
{o the resident refrigerator. Staff H stated the
night nurse was supposed to record the
temperature, and throw out old stuff, concluding
that staff can all pitch in and throw out gross stuff
if they see it.

‘Further observation of the nourishment

refrigerator on the C-Hallway on 07/07/2022 at
2:30 PM revealed the contents of the refrigerator
included;

a. 4 squares of prepackaged cheeseexplired
04/14/2022,

b. 1 cheddar cheese stick explired 04/18/2022.

¢, 1 Mozzarella stick with no exp date.

d. 6 pack of rice pudding expired 06/10/20222

Quring an interview on 07/07/2022 at 2:40 PM,
Staff W, a certified medication/nursing assistant,
stated night shift was supposed to check the
C-Haltway refrigerator daily and clean i out.
Temperatures should be taken daily and expired
items thrown out. She stated all the ftems in the
refrigerator were resident foods and drinks and
should all be labeled with names and dates. She
stated they knew what each resident usually got
by way of sada or food items as they usually got
the same thing.
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During an interview on 07/07/2022 at 2:45 PM,
the Director of Nursing (DON) stated night shift
was supposed to check the C-Hali refrigerator
temperatures daily, clean out the refrigerator, and
make sure everything In the refrigerator had a
name and date, The DON stated there should be
no expired foods in thers.

During an interview on 07/09/2022 at 4:04 PM,
the Adminlstrator stated the third shift nurse was
supposed to monitor and clean the refrigerator in
the C-Hallway. She stated ajl food items in the
refrigerator should not be expired food, and the
refrigerator temperature should be taken nightly
and logged.

Dispose Garbage and Refuse Properly

CFR(s); 483.60()(4)

§483.80(i)(4)- Dispose of garbage and refuse
properly.

This REQUIREMENT is not met as evidenced
by:

Based on facility policy review, observations and
staff interviews, the facility failed to ensurs the
lids on one of two dumpsters were closed when
not in use. The facilily reported a census of 53
current residents.

Finding include:;

A review of the policy fitled, "Food-Related
Garbage and Refuse Disposal," revised 10/2017,
reveaied “1. All food waste shall be kept in
containers. 2. All garbage and refuse contalners
are provided with tight-fitting fids or covers and
must be kept covered when not in continuous use
.7, Qutside dumpsters provided by gatbage
plekup services will be kept closed and free of

F 812

Description: F814 Garbage Disposal
F 814

Plan of Correction: Close dumpster lids
when not in use.

How residents affected & residents with
potential of heing affected were
identified: Residents who reside to
Centervilte Specialty Care have the
potential to be affected.
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surrounding fitter."

Chbservations of the dumpsters on 07/07/2022 at
3:54 PM with the Dietary Services Suparvisor
(DS3), revealed two of the four dumpster lids
were open on one dumpster, The second
dumpster's lids were closed. Flies swarmed
around both dumpsters. The DSS stated the lids
to the dumpsters were kept open all the time and
she did not know if the dumpster lids needed to
be closed or not.

During an Interview with Staff Q, Dietary Aide, on
07/00/2022 at 9:35 AM, she stated the dumpster
fids should be closed when not in use.

During a follow-up Interview on 07/09/2022 at
0:56 AM, the DSS stated dumpster jids should be
closed when not in use. She stated she was not
aware of fly control measures being put into place
out back by the dumpsters,

During an Interview on 07/09/2022 at 2:38 PM,
the Director of Nursing stated the lids of the
dumpsters should be closed when not in use. She
stated sometimes at end of shift the lids had been
left open.

During an interview on 07/09/2022 at 4:04 PM,
the Administrator stated the dumpster lids should
be shut when not in use.

Resident Records - identiflable Information
CFR(s): 483,20()(B}, 483.70()(1)-(5)

§483.20(f)(5) Resident-identifiable information.
(i) A facility may not release information that is
resldent-ideniHiable to the public,

(i) The facility may release Information thatis

F 814/ansure this will not recur and affect

F 842

others: Bright colored signs placed on
durnpsters stating that lids must be always
closed 7/9/2022. Dumpsters moved to
furthest edge of back parking lot the week
of 7/11/2022, Dumpster to remain there
during the Spring Months through the Fall
months. Ecolab provided dumpster fly spry
and will treat pesis now and in the future.

Planned monitoring of corrective actions
to ensure practice is corrected and will not
loceur: Ecolab fo treat. 7/28/22 they
nrovided 5 fly lights and 1 fly panel.
Maintenance will perform 4 audits per
week for 4 weeks, Then 3 audits wiil be
conducted for 2 additional weeks, assuring
dumpster lids are closed with signs and in
the carrect location staff/resident
guestionaries. Results of the audits will be
submitted to QAPI for review and
additional recommendations.

Anticipated Date of Completion for this
wlan of correction: Ongoing
Description: F842
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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
to do so.

§483.70() Medical records.

§483.70()(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:;

(i} Readily accessible; and

(iv} Systematically organized

§483.70()(2) The facility must keep confidential
all information contained in the resident's records,
regardless of the form or storage method of the
racords, except when releass is-

(i) Tothe individual, or their resident
representative where permitted by applicable law;
(i} Required by Law;

(iily For treatment, payment, ot heaith care
operations, as permitted by and in compliance
with 45 CFR 164.508;

{iv) For public health activities, reporting of abuse,
neglect, or domestic violence, health oversight
activities, judicial and administrative proceedings,
law enforcement purposes, organ donation
purposes, research purposes, of to coroners,
medical examiners, funeral directors, and to avert
a setfous threat to health or safety as permitted
by and in compliance with 45 CFR 184,512,

§483.70(1{3) The facllity must safeguard medical
record information against loss, destruction, or
unauthorized use.

staff to ensure intervention is offered,
administered and documented as indicated
if resident expresses pain.

How residents affected & residents with
potential of being affected were
identified: Resldents who reside to
Centerville Specialty Care have the
potential to be affected,

Measures or systemic changes made to
ensure this will not recur and affect
others: Education to nursing staff to ensure
intervention is offered, administered, and
documented as indicated if resident
expresses pain.

Planned monitoring of corrective actions
to ensure practice is corrected and will not
occur: Nurse management will audit pain
scales 2 times per week for 4 weeks, Then
1 audits will be conducted for 2 additional
weeks. Results of the audits will be
submitted to QAPI for review and
additional recommendations.,

Anticipated Date of Completion for this
plan of correction: 8/3/2022
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§483.70()({4) Medical records must be retained
for-

{i) The period of time reguired by State law; or
{ii) Five years from the date of discharge when
thare is no requirement in State law; or

(iii) For a minor, 3 years after a residentreaches
legal age under State faw.

§483.70()){(5) The medical record must contain-
(i) Sufficient information to identify the resident;
(iiy A record of the resident's assessments,

(iiiy The comprehensive plan of care andservices
provided;

(iv) The resulis of any preadmissionscreening
and resident review evaluations and
determinations conducted by the State;

{v) Physician's, nurse's, and ctherlicensed
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 facility policy review, interviews, and
dlinieal record review, the facllity failled to ensure
the medical record was complete and accurately
documented for 1 (Resldent #26) of 1 sampled
resident reviewed for pain. Specifically, thefacility
failed to ensure Resident #26's medications were
documented as administered on the medication
administration racord (MAR). The facility
identified a census of 53 current residents.

Findings include:

A review of the facility's policy titled, *Pain,"
revised 9/17, revealed, staff would "report the
resident/patient's use of standing and PRN {as
needed] analgesics."
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A review of the Admission Record revealed the
facllity admitted Resident #26 with dlagnoses that
included congestive heart failure, anxiety, muscle
wasting, age related physical debility, chronic
kidney disease, and chronic embolism and
thrombosis of deep veins of the left Jower
extremity.

Resldent #26's annual Minimum Data Set (MDS)
assessment, dated 04/21/2022, documented the
resident had a Brief Interview for Mental Status
(BIMS) score of 5, which indicated the resident
was severely cognitively impaired. The MDS
indicated the facility did not attempt to conduct an
interview with the resident regarding pain
because the resident was rarely/never
understood. The assessment documented staff
saw no indicators or pain or possible pain (IE:
non-verbal sourds, facial expressions, etc.) in the
tast § days of the assessment period. The MDS
recorded the resident received no scheduledpain
medication nor pain medication as needed.
According to the MDS, Resldent #26 received
non-medication Interventions for pain.

A review of Resident #26's current Order
Summary Report revealed the resident had
physician orders for acetaminophen {Tylenol)
tablets 326 milligrams (mg). The order directed
staff to give two tablets by mouth every four hours
as needed for an elevated temperature or pain
and had a start date of 06/19/2019. The report
also Indicated an order to apply two grams of
Voltaren Gel 1 % (diclofanac sodium) to the right
shoulder topically, four times a day for pain, The
start date was 05/26/2022.

Durlng an observation on O7/05/2022 at 10:16

F 842
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AM, Resident #26 yelled, 'Nurse, Help me. Help
me. Nurse' In a low audible tone. At 10:18 AM,
the MDS Coordinator went into the resident's
room and stated the resident was annoyed and in
pain. The MDS Coordinator stated she would
notify the nurse. At 10:24 AM, the resident was
still saying "nurse." The MDS Coordinator entered
the resident's room agaln and stated the nurse
was coming with medication.

During an interview on 07/06/2022 at 4:12 PM,
the MDS Coordinator stated they natified Staff M,
a Licensed Practical Nurse, that Resident #26
was in pain on 07/05/2022, and Staff H stated
they would provide the residant with Tylenol.

A review of Resident #26's Medication
Administration Record [MAR] for July 2022
indicated the resident did not receive any
acetaminophen on 07/05/2022 and did not
receive the routinely scheduled Voltaren gelon
the morning nor mid-day/afternoon ofQ7/05/2022.

During an interview on 07/07/2022 at 10:23 AM,
Staff H stated she had administered Resident
#26's acetaminophen and Voltaren gel on
07/05/2022, Initially, Staff H stated she
documented that the medications were
administered. However, after reviewing the
resident's MAR, Staff H stated the medication
was administered but they did not dosument it
was given,

During an interview on 07/08/2022 at 1:35 PM,
the Director of Nursing (DON) stated if a
medication was administered to a resident as
needed, the nurse should document the
medication ghven.
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§483.75(g) Quality assessment and assurance,

§483.75(g)(2) The quality assessment and
assurance committee must:

{iiy Develop and implement appropriate plans of
action fo cotrect identified quality deficiencies;
This REQUIREMENT Is not met as evidenced
by:

Based on facility policy review, facility document
raview and staff interviews, the facility's Quality
Assurance Performance Improvement Program
(QAPI) failed to malntain a program that
developed and implemented offective
Improvement plans to correct identified areas of
conhcern, which included answering resident call
lights In a timely manner, The facility dentified a
census of 53 current residents.

Findings include:

A review of the facility's policy titled, "Quality
Assurance and Performance Improvement
(QAPI) Program - Governance and Leadership,"
revised in 03/2020, indicated, "4. The
responsibilities of tha QAPI Committee are fo: a.
Coliect and analyze performance indicator data
and other information; b. |dentify, evaluate,
monitor and improve facility systems and

Pian of Correction; QAPI to maintain a
program that develops and implements an
effective improvement pian identifying
areas of concerns which includes
answering call lights in a timely manner.

How residents affected & residents with
potential of being affected were
identified: Residents who reside to
Centerville Specialty Care have the
potential to be affected.

Measures or systemic changes made to
ensure this will not recur and affect
others: Grievances will be referenced in
QAPI planning.
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During an interview on 07/08/2022 at 2:28 P,
tha Administrator stated that if a resident was in
pain, the nurse should complete an assessment
and provide any scheduled and as needed
medication to the resident. The Administrator
stated if a medication was given, it should be
dosumented, L. .
F 867 | QAPI/QAA Improvement Activities F g67|Description: FB67 QAP
S8=E | CFR(s}: 483.75{g}{2){i
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processes that suppott the delivery of care and
services; c. Identify and help fo resolve negative
outcomss and/for care quality prablems idenified
during the QAP process; d. Utilize root cause
analysis to help Identify where identifled problerms
point to underlying systematic problems.”

Resident Council Minutes dated 11/12/2021
indicated in both Qid Business and New Business
sections, residents voiced concerns that call
lights were not answered timely on the 2:00 PM to
10:00 PM (evening) shift.

A record review of Resident Council Minutes for
12/08/2021 indicated in both the Old Business
and New Business thaf residents voiced concerns
that call lights were not answered timely.

The Grievance/Concern Investigation Form,
dated 12/08/2021, indicated the Resident Council
voiced a grievance of, "Call lights not being
answered timely, This is happening during meal
times and after meal times most days. !t takes 20
minutes or longer and sometimes | have to go
turn my bathroom call light on as well." The
facility's response documented a response of
'Call light audits done and audits to be performed
from different department heads'. The facifity
falled to provide a call light audit for this
grievance. '

Review of Grievance/Concern Investigation Form,
dafed 12/30f2021, indicated a grievance of a 'Call
light on for aver 15 min [minutes]’. The facilily's
recorded a response of "Call light audit for third
shift',

The Grievance/Concern |nvestigation Form,
dated 01/0872022, indicated Resident #13 volced

(X4 1D SUMMARY STATEMENT OF DEFIGIENGIES D {5)
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Planned monitoring of cotrective actions
F 867 | Continued From page 121 F 867

to ensure practice is corrected and will not
occur: GAP! meetings will be conducted for
4 weeks. Then monthly or as needed
thereafter. Results of the audits will be
submitted to QAP! for review and
additional recommendations.

Anticipated Date of Completion for this
plan of correction: Qngoing
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a grievance of, 'call light was on for 45 [minutes],
Staff were dealing with emergencies at the time.
Two staff were at meal break. The nurse was
outside with smekers', The facility's response
recorded 'Nurse stated call light was not on for 45
min. Nurse stated It could have been on longer
than usual as they were assisting others at this
time but got fo resident as soon as they could’.

Review of Resident Council Minutes for

| 01/10/2022 indicated residents voiced concems

that call lights were not answered timely in both
the Old and New Business secfions.

Review of the Grievance/Congemn Investigation
Form, dated 01/10/2022, indicated the Resident
Coungcil voiced a grievance of, Call lights. Patients
state it takes over an hour at times". The facility's
documented a response of call light audits o be
done. The facility fafled to provide a call light audit
for this grisvance.,

A record review of Resident Gounail Minutes for
02/21/2022 indicated in the Old Business that
residents volced concerns the call fights were not
answered timely and in the New business
residents voiced concerns that call lights were
taking longer than 15 minutes to be answered,

The Gtlevance/Congern Investigation Form,
dated 02/21/2022, indicated the Resident Council
voiced a grievance of, 'Call lights during the
evening taking longer than 15 minutes to answer
and staff walk by with heads down, This is not at
supper fime,’ The fadility's documented a
response that 'Audits in place and will be done
weekly by depattment heads'. The facility failed {o
provide a call light audit for this grievance.
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The Resident Council Minutes of 03/22/2022
indicated in Old Business the continued concern
the call lights were not answered timely and in the
New Business that resldents volced concerns the
call lights were taking longer than 30 minutes to
be answered and the call lights in the bathroom
were taking 20 to 30 minutes to be answered,

The Grievance/Concarn Investigation Form,
dated 03/22/2022, indicated Resident #5 voiced a
grisvance that slaff took 20-30 minutes to answer
their bathroom call light when Resident #6 had an
accident and a housekeeper helpad Resident #6.
The facility documented a response that ‘Call
lights being monitored through audits at this time.”
A duplicate grievance form for Resident #6 was
completed and the facility's response was, 'Note
placed in communication book to answer call
lights in 15 [minutes] for bedroom [and five] for
bathroom [and] call light audit'. Resident #8's
room was hot included in the March, 2022 call
light audit,

Review of Grievance/Concermn Investigation Form,
dafed 03/22/2022, indicated Resident #27 voiced
a grievance of "2-3 nights weekly it takes staff 30
{minutes] or more after and before meal on 2-10
fevening) shift for staff to answer [Resident #2.7'g)
call fight'. The facility's response was, 'Call light
audits continued muttiple staff doing audits to
monitor problem’. A duplicate grievance form for
Resident #6 was completed and the facility's
response was, 'Note placed in CNA
communication book & call light audit'. Resident
#27's room was audited four times from
03/15/2022 to 03/24/2022, with only one
occurrence for the 2:00 PM to 10:00 PM shift,

The Grievance/Cencern Investigation Form,
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dated 03/25/2022, indicated a previous resident
voiced a grievance of, ‘Gall light not working, Staff
needs to slow down and be compassionate ([Staff
M}, The facility documented the response of
‘Call light replaced with a working one. Spoke
with ([Staff M]) about slowing down and being
kind in her approach’.

The Call Light Audit Report for March 2022
indicated the following:

a, 03/15/2022, Room 12, The call light was turned
oh at 10:13 AM and was answered by 10:28 AM
b. 03/15/2022, Room 17. The call light was turned
on at 1:10 PM and was answered by 1:16 PM.

c. 03/16/2022, Room 13. The call light was turned
on at .30 AM and was answered by 9:42 AM.

d. 03116/2022, Room 24. The call light was turned
on at 10:00 AM and was answered by 10:05 AM,
e. 03/16/2022, Room 4. The call light was turned
on at 2:30 PM and was answered by 2:39PM,

f. 03/18/2022, Room 21. The call light was turned
on at 5:39 PM and was answered by 5:51PM,

g. 03/18/2022, Room 24, The call light was tuned
on at 5:48 PM and was answered by 600 PM.

h. 03/19/2022, Room 13, The call fight was turnad
on at 10:41 AM and was answered by 10:48 AM,
i. 03/20/2022, Room 15. The call light was turned
on at 2:15 PM and was answered by 2:15PM,

J. 03/20/2022, Room 21. The call light was turned
on at 2:33 PM and was answered by 2:46PM.

k. 03/20/2022, Room 9. The cali light was turned
on at 2:45 PM and was answerad by 2:54PM,

. 03/20/2022, Rootn 13. The call light was turned
on at 3:04 PM and was answered by 3:04 PM.

m. 032072022, Room 31. The call light was
turned on at 3:05 PM and was answared by 3:05
PM.

n. 03/24/2022. Room 14, The call light was
turned on at 8:33 PM and was answered by 8:36

F 857
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PM.

0. 03/24/2022. Room 20. The call lightwas
turned on at 8:43 PM and was answered by 8:45
PM.

p. 03/24/2022. Room 24. The call light was
turned on at &:07 PM and was answered by 9:11
PM.

q. 03/28/2022, Room 13. The call light was
turned on at 11:14 AM and was answeredby
11:17 AM.

r. 03/28/2022. Room 14. The call light was
turned on at 11:16 AM and was answeredby
11:18 AM.

s, 03/28/2022. Room 20 bathroom. The call light
was furned on at 11:21 AM and was answeredby
11:34 AM.

t. 03/28/2022. Room B. The call light was turned
on at 11:12 AM and was answered by 11:30 AM.
Note Indicated, "during lunch time, staff was
acddrassed.”

A record review of Resident Council Minutes for
471312022 indicated in the Old Business that
residents volced concerns the call lights were not
answered timely on the 2:00 PM to 106:00 PM
{evening) shift. There was no call light concern for
the New Business.

A record review of Call Light Audit Repott for April
2022 indicated the following:

a. 04/14/2822, Room 20, The call light was turned
on at 11:03 AM and was answered by 11:08 AM.
b. 04/14/2022, Room 16, The call light was turned
on at 2:40 PM and was answered by 2:48PM.

c. 04/14/2022, Room 13. The call light was turned
on at 3:25 PM and was answered by 3:36PM.

d. 04 14/2022, Room 25. The call light was turned
on af 3:45 PM and was answered by 3:52 PM.

e. 04/14/2022, Room 17, The call light wasturned
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on at 4115 PM and was answered by 4:22 PM,

Review of Resldent Council Minutes for
6/16/2022 did show any concerns related to call
fights.

The Call Light Audit Report for May 2022
indicated the following:

a. 05/19/2022, Room 13, The call light was turned
on at 8:30 AM and was answered by 8:38 AM.

h. 05/19/2022, Room 17. The call light was furned
on at 9:05 AM and was answered by 9:12AM.

¢, 05/19/2022, Room 31, The call light was turned
oh at 9:30 AM and was answered by 5:43 AM.

d. 08/19/2022, Room 17. The call light was turned
on at 10:15 AM and was answered by 10:30 AM,

The Resident Councii Minutes for 06/08/2022
indicated in New Business that residents voiced
concerns refated to call lights not being answered
within 15 minutes.

A review of the GrievancefConcern Investigation
Form, dated 06/08/2022, indicated the Resident
Council voiced a grievance of their 'Call light not
being answered In a timely manner. It takes 45
[minutes] fto] 1 [hour] before staff answer my call
light. Other times | get put in ihe bathroom and
after furning my light on when finished | sit for
over an hour to get off the toilet. This happens
multiple times a week'. The faclity's response
was 'Cai! light audits to continue[.] Education 1o
staff on resident's congern.' There were no call
light audits provided by the facility for this
grisvance,

The Call Light Audit Report for June 2022
indicated the following:
a. 08/25/2022, Room 11. The call light was turned
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on at 9:30 AM and was answered by 8:39 AM.

b, 06/26/2022, Roor 5. The call fight was turned
on at 10:10 AM and was answered by 10:20 AM.
c. 06/25/2022, Room 22. The call light was turned
on at 1:35 PM and was answered by 1:40PM,

d. 06/26/2022, Room 12. The ¢all light was turned
on at 7:00 AM and was answered by 7:13AM.

8. 06/26/2022, Room 10, The call light was turhed
on at 12:40 PM and was answered by 12:50 PM.
f. 06/26/2022, Room 21. Tha call light was tumed
on at 1:25 PM and was answered by 1:35PM,

During the Resident Council inferview on
QO7i06/2022 at 1:45 PM, Resident #34, Resident
#16, Resident #19, Resident #49, and Resident
#8 were present, Due to a complaint made and
review of the Resident Council minutes, the
Resident Council members were asked if they
had any concerns related to the timeliness ofstaff
answering their call light. Resident #49 stated it
took staff 'some time' to answar call lights.
Resident #19 stated the facility was short staffed,
so it took staff a while to answer the calf lights .
Resident #8 stated they had to wait in the
bathroom several times for staff to answer the
call light and it could take anywhere from 10
minutes to 40 minutes for them to answer.
Resident #8 stated that 'sometimas you give up'.
Resident #16 stated it took staff a while to answer
the call lights.

During an interview and record raview on
07/08/2022 at 4:17 PM, the DON brought in the
QA minutes for 04/06/2022, which were for
February and March 2022, The GA document
indicated that in Resident Council, "Call lights
continue to be anissue - call light audits done
weekly’. The DON stated cali lights would be
brought to QA and a plan would be made.
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During the QA with the DON and Administrator on
07/09/2022 at 5:36 "M they stated QA grievances
were brought to thern from staff or residents or
from observations. The DON stated she had input
and the QA committee included the department
heads, pharmacy representative and the medical
director all met to go over issues and things that
need to be addressed, with priority given to major
medical conditions and care issues. The DON
stated some identlfied issues currently being
addressed by the QA commilitee included
showers for resldents and falls. The DON stated
the facility had designated a shower alde on the
schedule o meet the needs of residents. The
DON stated the showear concern was brought to
their attention during a resident council meeting
and after the plan was put into place the reports
of residents no receiving a shower bagan
decreasing. The DON stated when an identified
concern was being resolved through the QA
process it is revisited over several QA meetings
before being resolved, The DON stated after an
issue has been resolved It would be periodically
reviewed for any new issues. The Don stated the
shower concern fram residents was resolved.
They stated the QA committee meets at least
guarterly and at times more often. The
Adminlstrator stated the department heads had
five-minute QA meetings dally in the morning and
again with floor staff in the afternoon mestings .
They stafed deviatlons were monitored and
caught through audits. They stated the facility
menitored their staffing in QA on an ongoing
basis. The Administrator statad staff and
residents can bring concermns fo the QA
commiitee via a concern form, but most
communication of issues was verbal and brought
to the aftention of the DON.
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§483.80 (h) COVID-19 Testing. The LTC facility
Tust test rasidents and facility staff, Including
individuals providing services under arrangement
and volunteers, for GOVID-19, At a minimum,

for alf residents and facility staff, including
Individuals providing services under arrangement
and volunteers, the LTC facility must:

§483.80 (h}((1) Conduct testing based on
parameters set forth by the Secretary, including
but not

{imited to;

(i) Testing frequency;

(I} The identification of any individual spacified in
this paragraph diagnosed with

COVID-19 in the facility;

(i) The identification of any individual specified in
this paragraph with symptoms

consistent with COVID-19 or with known or
suspected exposure to COVID-18;

(iv} The criteria for conducting testing of
asymptomatic individuals specified in this
paragraph, such as the positivity rate of
CQOVID-19 in a county;

{v) The response time for test results; and

{vi) Other factors specified by the Secretarythat
help identify and prevent the

transmission of COVID-19,

§483.80 (h)({2) Canduct testing in a manner that
Is consistent with current standards of practice for
conducting COVID-19 tests;

§483.80 (h)((3) For each instance of testing:

{i) Document that testing was completed andihe
results of each staff test; and

(il) Document in the resident records that testing

Plan of Correction: Follow guidetines
required by CMS regarding county rate
testing and Up-To-Date vaccine
requirements.

How residents affected & residents with
potential of being affected were
identified: Staff and Residents of
Centerville Specialty Care have the
potential to be affected.

Measures or systemic changes made to
ensure this will not recur and affect
others: Notice placed on door stating
testing guidelines for staff in relation to
county transmission rates. Staff will be
reeducated regarding COVID testing.
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was offered, completed (as appropriate
to the resident’s testing status), and the resuits of
each test.

§483.80 (h}({4) Upon the identification of an
individual specified in this paragraph with
symptoms

consistent with COVID-19, or who tests positive
for COVID-19, take actlons to prevent the
fransmission of COVID-19.

§483.80 (h)((5) Have procedures for addressing
residents and staff, including individuals providing
services under arrangement and volunteers, who
refuse testing or are unable to be tested,

§483.80 (h){(8) When necessary, such as in
emergencles due to testing supply shoriages,
contact state

and local health departments fo assist In testing
efforts, such as obtaining testing supplies or
processing test results.

This REQUIREMENT is not met as evidenced
by:

Based on facility policy ravlew and document
review, and interviews, the facility falled to
perform routine COVID-19 testing for all staff and
residents per guidelines from the Centers for
Medicare and Madicaid Services (CMS) QSO
-20-38-NH memorandum. Specifically, the facility
failed to perform routine COVID-19 testing per
current guidelines when the facily wasin a
county with a moderate community transmission
rate. This had the potenlial to affect all staff and
residents in the facllity, The facility identified a
census of 53 current residents and over 48 staff
members,

Findings inciude;

F 886 to ensure practice is corrected and will not

occur; Administrator will audit COVID
testing hiweekly for 4 weeks, Then weekily
for 2 additional weeks, Results of the
audits will be submitted to QAPI for review
and additional recommendations,

Anticipated Date of Completion for this
plan of correction: Ongoing
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A review of the CMS QSO -20-38-NH
memorandum, revised 03/10/2022, revealed,
"Routine testing of staff, who are not up-to-date,
should be based on the exfent of the virus in the
community, Staff who are up-to-date, do not have
to be routinely tested. Facilities should use their
community transmission level as the trigger for
staff testing frequency". Further review of the
policy revealed "Up-to-date means a person has
received all recommended COVID-14 vaccines,
including any booster dose(s) when eligible."

A review of the facllity's policy fitled, "Care
Initiatives COVID-19 Testing Policy,” last updated
03/16/2022, revealed it reflected the
Q280-20-38-NH memo guidance and indicated,
"The facility should test ali staff, who are not
up-to-date at the frequency prescribed in the
Routine Testing table based on the level of
community fransmission reporied in the past
week", Further review of the policy revealed "|f
the level of community transmission decreases fo
a Jower lavel of activity, the facility should
continue testing staff at the higher frequency until
the level of community fransmission has
remained at the lower activity level for at least two
weeks hefore reducing festing frequency."

A review of the report of COVID-18 lave] of
community transmission gvailable on the CDC
COVID-18 Integrated County View site
(COVID-19 by County CDC) viewed 07/06/2022,
indicated that Appanaose County, where the
facility was located, was in a yellow/moderate
transmission rate, indicating that anyone thal was
not up to date with all GOVID-18 vaccine doses
was required to test once a week, The couniy had
been at yellow/moderate transmission rate slnice

F 886
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06/23/2022.

frequency now.

twice a week.

A review of testing logs from 06/01/2022 through
07/09/2022 of five random staff members (Staff
Y, Staff Z, Staff AA, Staff BB and Staff )
revealed one nursing staff member had not been
tested weekly as required. Staff Z was not tested
the week of 06/20/2022-06/26/2022,

A review of the COVID-19 Staff Vaccination
Status for Providers Indlcated Staff Z had an
exernption from the COVID-19 vaccine.

During an interview on 07/00/2022 at 8:56 AM
with Staff Y, Gertified Nursing Aide (CNA), she
stated the facility was testing all staff twice a
week. Staff Y stated she was net sure if she
missed testing at any time.

During an interview on 07/09/2022 at 9:06 AM
with Staff V, Cerlified Medication Alds (CMA), she
stated the facflity tested twice a week while in
auibreak, but she was unsure of the testing

During an interview on 07/09/2022 at 10:33 AM,
Staff W, CMA, stated staff were bsing tested

During an interview on 07/09/2022 at 2:37 PM
with Staff H, Licensed Practical Nurse (LPN), she
stated they were being tested iwice weekly while
in outbreak status, but was unsure now that the
facliity was out of outbreak status. She stated the
Adminisirator kept up with the testing frequency.,

During an interview on 07/09/2022 at 3:20 PM,
the Director of Nursing (DON) stated the county
transmission level was yellow, meaning the

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: COMPLETED
A. BULDING
165225 B. WING 07/09/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, Z)P CODE
1208 EAST CROSS STREET
CENTERVILLE SPECIALTY GARE
CENTERVILLE, 1A 52544
{4 1D SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION N
PREFIX {EACH DEFICIENCY MUST BE FRECEDED AY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLEFION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE CATE
DEFICIENCY)
F 888 Continued From page 132 F 888

FORM CMS-2567(02-09) Previous Verslons Obsclete

Event ID: OHXg114

Facilily D 1a0833

If continuafion sheet Page 134 of 139




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

PRINTED: 07/25/2022
FORM APPROVED
OMB NO. 0938-0391

STATEMENT COF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDER/SUPPLIERICLIA
IBENTIFICATION NUMBER:

165225

{X2} MULTIPLE GONSTRUCTION

A, BUILDING

B, WING

{%3) DATE SURVEY
COMPLETED

07/09/2022

NAME OF PRQVIDER OR SUPPLIER

CENTERVILLE SPECIALTY CARE

STREET ADDRESS, CITY, STATE, ZIP CODE
1208 EAST CROSS STREET
CENTERVILLE, |A 52544

(X4) 0
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FUtL
REGULATORY QR LBC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTHON
{EACH CORRECTIVE ACTION SHOLULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENGY)

{X6)
COMPLETION
DATE

886

F 925
S§=F

Continued From page 133

facility was festing once a week. The DON stated
all residents and staff needed fo test unless they
werle up-to-date with their vaccines, including
hoosters, or if they had COVID-18 recently. She
stated the staff should be tested before they were
allowed to work. The DON stated the
Administrator and the Minimum Data Set (MDS)
nurse, who was also the infection control
preventionist (ICP), were rasponsible for
monitoring the testing of the staff.

During an interview on 07/00/2022 at 4:53 PM,
the Administrator stated the current cormmunity
transmission rate was moederate and they were
testing weekly on Mondays. She stated staff
should not be working if they had not been tested.
She stated she was responsible for monitoring
the tests and was taking the staff's word that they
were testing as needed but did not follow up on it.
The Administrator stated she neaded a new
process because she was doing everything
herself and it was oo overwhelming. The
Administrator stated she gave the residentfesting
responsibilities to the MDS nurse to handle.

The MDS nursefiCP was not avallable for an
interview due to being on medical leave.
Maintains Effective Pest Control Program
CFR{s): 483.90()(4)

§483.90(}{4) Maintain an effective pestconfrol
program so that the facility is free of pests and
rodents,

This REQUIREMENT is not met as evidenced
by:

Based on facllity policy review, resident and staff
interviews, observations and facility document
review, the facility failed to maintain an effective

I- 886

F 926

Description: F925 Pest Control

Plan of Correction: When there are flies
the maintenance man wili kill them outside
with spray and inside with a flyswatter
sanitizing indoors afterwards. He will reach
out to Ecolab to voice concern and for
further assistance.
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How residents affected & residents with

F925, Continued From page 134 F 925hotential of being affected were
pest control pragram througheut the entire facility . g1 -
and in one of one kitchen. The facllity identified a identified: Resld.ents who reside to
census of 53 current resldents, Centetville Specialty care have the
potential to be affected,

Findings include:

Corrective action taken for resident(s
Areview of the "Pest Gontrol" policy, revised May orre (s)

2008, revealed "Policy statement; Our facilify affected: Follow up with Residents #19 and
shall maintain an effective pest control program . #42 on 8/1/2022, after Ecolabs for pest
Po[lr_cy Inte_rprgtatlon and Implermentation: 1. This control visited on 7/29/2022 and

facility maintains an on-going pest control

program to ensure that the bullding Is kept free of dumpsters were moved the week of

insects and rodents. 2. Pest contro! services are 7/11/22, indicated that the issue with the

provided by feompany name] and [company
name}. 3. Windows are screened at all times, 4.
Only approved "FDA [Food and Drug

flies has gotten better.

Administration]" and "EPA [Envircnmental Measures or systemic changes made to
ProtectionAgencyl” insecticides and rodenticides nsyre this will not recur and affect

are permittfad in the facility and all such supplies others: Brightly colored signs attached to
are stored In areas away from food storage

areas. 5, Garbage and frash are not permitted to the dumpsters. Dumpsters moved 1o
accumulate and are removed from the facility furthest end of back parking lot 7/11/2022

daily. 6. Maintenance services assists, when . g
appropriate and necessary, In providing pest to be moved back by the building in the

conirol services,” Winter months for safety reasons. Ecolabs

provided $S1-50 Insecticide for the flies to
During an interview on 07/05/2022 at 11:06 AM, ; ,
Resident #42 stated the facility needed to do be used outside as well as Dumpster-Fair
samething about the flies in thelr room and in the powder to cut the smell. Ecolab provided
facllity. They statad the flies ltked to stick around us with 6 bait stations, 5 fly lights, one fly
their room and ir the hallways. Upon exiting the e .
resident's room, multiple fiies were observed in panel placed in dining interior, hallways
the C-Hallway. interior, kitchen interior, and by the rear

door on 7/29/2022, Malntenance man will
On 07/05/2022 at 12:30 PM, an unknown female

entered the beauty shop where surveyors were kill fiies with flyswatter and sanitize after
working and sprayed a few spots along the base killing the flies,

board but did not spray along the window or the
door. She stated she was spraying for splders
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that day,

Observations o 07/06/2022 at 11:30 AM
revealed flies buzzing around the dining areas
and in C Hallway.

During a Resident Councll meeting on
07/06/2022 at 1:45 PM, held with five cognitively
Intact residents, all of them reparted they had a fly
Issue in the facility, stating they were In the dining
room, and Resident #19 mentionad them being in
their room.

During C-Hallway observations on 07/08/2022
between 2:36 PM and 3:16 PM, multiple flies
buzzed around the back end of the hallway and in
and out of residents’ rooms,

During dining room observations on 07/06/2022
at 3:38 PM, flies buzzed throughout both dining
areas.

Dining room observations on 07/07/2022 at 8:57
AM, flles were seen at breakfast buzzing around
residents as they ate.

Observations of the lunch meal ware conducted
in the kitchen and on the tray line on 07/07/2022
from 10:35 AM to 12:48 PM, The Dietary Services
Supervisor (D88), Staff D, a Cook, and Staff @, a
diatary side, prepared and served the lunch meal.
During meal service observations revealed
multiple flies in the kitcher, landing on the carts
and frays 1o be delivered to resident rooms, and
buzzing around the stear table during meat
service,

A review of the Past Control invoices revealed the
pest control technician sprayed for flies on
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to ensure practice is corrected and will not;
occur: Maintenance will perform 4 audits
per week for 4 weeks. Then 3 audits will be
canducted for 2 additicnal weeks, assuring
dumpster lids are closed and in the correct
location and with signs attached (the rear
entry by where the dumpster was
previously located was identified as the
point of entry for the flies), and 3
staff/resident guestionaries completed,
Results of the audits will be submitted to
QAPI for review and additional
recommendations,

Anticipated Date of Completion for this
plan of correction: Ongoing during months
outside of Winter
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05/13/2022, 04/05/2022, 11/04/2021, 10/18/2021,
and 08/04/2021. The invoice dated 07/05/2022
¢did not include pest control for flies.

Observations of the dumpsters with the DSS on
07/07/2022 at 3:54 PM revealed two of the four
dumpster lids were open on one dumpster. The
second dumpster's fids were closed. Flies
swarmed around both durnpsters. During an
interview at this time, the DSS stated the lids to
the dumpsters were kept open all the time and
she did not know if the dumpster lids needed to
be closed or not and did not know if they
contributed to the flies.

Durlng an interview on 07/08/2022 at 12:37 PM,
the Maitlenance Supervisor (MS) stated he
identified the issue outside with the dumpsters
and flles. The MS stated the facility had no other
place t¢ put them on the property and had not
brought up ideas to manage the flies. He stated
he could not say if the dumpster lids being open
contributed to the fly issue. The MS stated he
was able to arder one bug zapper a month as
budgst allowed for the fly problem in the resident
hallways. The facllity could try a bug zapper out
back, but they were very expensive, The MS
stated the Administrator was aware of the fly
issue and recommended the zappers and was on
boatd with mitigation. He stated he knew of no
specific fly treatment for the kitchen and the
facility was in the process of changhg to a
different pest control company for pest control
services,

During an interview with Staff L, a Certified
Nursing Assistant (CNA), on 07/08/2022 at 3:12
PM she stated the flies had gotten worse aver the
last month. Staff L. statad it was so hot outside,
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people open the doors and the flies come flying
in. Staff L. had not heard about any mitigation
efforts and was not sure about measures being
taken to prevent the flies.

During an interview with Staff Q on 07/09/2022 at
$:35 AM, she stated the dumpster lids should be
closed when hot in use, She stated she had not
seen any flies in the kitchen or come In from the
back doot.

During an Interview an 07/08/2022 at 9:56 AM,
the DSS stated she would see a few fies inthe
kitchen but not that many. She stated she was
not aware of fly control measures belng put into
place out back by the dumpsters or in the kifchen
or dining rooms. She staied she had not reported
the flies to anyene.

During an interview on 07/08/2022 at 2:39 PM,
the Director of Nursing (DON) stated she was
aware of the fly issue at the dumpsters, and it
could be a source of the fly issue in the facility.
The DON stated flies were also out front and
were bad in the area this year, She knew a pest
control company would visit, and she had inguired
about the flies specifically to malntenance andthe
Administrator about solutions. The DON stated
the facility was warking on the fly problem and it
had been challenging to manage. The DON
stated she had not heard about flies belng in the
kitchen, but the residents had menticned it and

| some carty fly swalters,

During an interview on 07/09/2022 at 4:04 PM,
the Administrator stated the dumpster lids should
be shut when not in use. She stated she checked
the dumpstiers for flies, and they were everywhere
around the dumpsters. No staff had brought itto
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her aftention that the flies were a problem by the
dumpsters,
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