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Correction date 5’7 / / {é/ / 7

The followlng deflclencles result from the
facility's annual health survey and Investigation
of complalnts #67941-C, #68377-C,

#68396-C, #68424-C, #68714-C,

#69644-C and #69658-C.

Compiaint #58510-C was not substantiated.

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

F 168 | 483.10(}{2)-(4) RIGHT TO PROMPT EFFORTS F 166
ss=¢ | TO RESOLVE GRIEVANCES

{N{2)} The resldent has the right fo and the facility

must make prompt effotts by the facility fo resclve
grievances the resident may have, in accordance
with this paragraph.

(){3) The facility must make Information on how
to file a grievance or coimplaint available o the
resident,

(){4) The facllity must establish a grlavance policy
to ensure the prompt resolution of all grievances
regarding the residents’ righfs contalned In this
paragraph. Upon requast, the provider must give
a copy of the grievance policy to the resident. The
grievance policy must include:

() NotHying resident individually or through
postings in prominent focatlons throughout the
facilily of the right to file grievances orally
{meaning spoken)} or in writing; the right to file
grievances anonymously; the contact information
of the grievance official with whom a grievance

LABORATORY DIRECTOR'S GR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency slatement ending with an asterisk (*) denotes a deficienay which the institution may be excused from correcting providing i is determined that
other safeguards provide sufficient proteclion to the patients. (Ses inslructions,} Excepl for aursing homes, the findings staled ahove are disclosable 90 days
following the date of survey whether or not & plan of correetion is provided. For hursing homes, the above findings and plans of correction ars disclosable 14
days following the date these documents are made avalfabla to the facility. If deficiencias ave cited, an approved plan of correction Is requisite to continued
program patticipation, '
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can be flled, thatis, his or her name, business -
address {mailing and email} and business phone
numbetr; a reasonable expectad time frame for
completing the review of tha grlevance; the right
to obtain a written decision regarding his or her
grievance; and the contact Information of
independent entities with whom grievances may
be filed, that is, the petiinent State agency,
Quality Improvement Organization, State Survey
Agency and State Long-Term Care Ombudsiman
pragram or protection and advocacy system;

{il} Identifying a Grievance Official who is
responsibie for overseeing the grievance process,
recelving and tracking grievances through to their
conclusions; leading any necessary investigalions
by the faciiity; malntaining the confidentiality of all
information assoclated with grievances, for
example, the Identity of the residant for those
grievances submittad anonymousiy, issuing
wrilten grievance declslons to the resident; and
coordinating with state and federal agencles as
necessary in light of specific allegations;

(I} As necessary, taking inmedlate action to
pravent further potential violations of any resident
right while the alleged violation Is being
investigated;

(iv} Consistent with §483.12(c}{1), immediately
raporting all alleged violations involving neglect,
ahyse, ineluding inlurles of unknown source,
and/or misappropriation of resident property, by
anyone furnishing services on behalf of the
provider, to the administrator of the provider; and
as required by State jaw;

{v} Ensuring that afl wiltten grievance decislons
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include the date the grievance was recsived, a
summary statement of the resident’s grievance,
the steps {aken fo Investigate the grievance, &
summary of the pertinent findings or conclusions
regarding the resident's concemns(s}, a statement
as to whether the grisvance was confirmed or not
confirmed, any corrective action taken or fo be
taken by the facility as a result of the grisvance,
and the date the written decision was issued;

(vl} Taking appropriate eorrective action in
accardance with State faw if the alleged violation
of the resldents’ rights is confirmed by the facility
or If an outside entity having Jurtsdiction, such as
tha State Survey Agency, Quality improvement
Organization, of local faw enforocement agency
canfirms a violatlon for any of these residents’
rights within its area of responsihility; and

(vil) Maintaining evidence demonstrating the
resuit of all grievances for a perlad of no less than
3 years from the issuance of the grievance
decision.
This REQUIREMENT is not met as evidenced
by

Based oh review of Resident Councll minutes,
staff inferview, group rasident inferview and family
member Interview, the facility failed to address .
resident concerns In a timely manner and failed to
follow up ta ensure resolution of the grievance
with the person who fitad the concern for 7 out of
7 group residents and 1 of 20 fotal resldents
sampled (Resldent #3). The facility reported a
census of 80 residents.

Findings include:

1. The Resident Gouncil minutes from 211717
documented under the Diefary saction: the food
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did not taste gaod, a suggestion that 4
cookidietitian make the menu on the corporate
level and the comment for the facliity to get away
from canned fruit as the desert. Under the
Nursing secfion the minutes, the minutes
dacumented an agency staff person tried to give
the wrahg meds/double doses of medication at
bedtiime for 2 rasidents, the changes on Charry
Blossom Hall wete not woiking and stretched the
staff too thin, call lights still took a while fo answer
and staff shut off the call light without residants’
neads being addressed.

The Rasident Cauncil minutes from 3/17/17
documented under the Nursing saction:

resldents were getting sick of everyone being
over siretched due to Gherry Blossom hall and
they trlad to be patient, staff stated they would get
the resident if they remembered and had thme
and staff did not take out dirty [aundry in a timely
manner on all shifts,

The Resident Couneil minutes from 4/21H17
documented under the Nursing sectlon: call
lights took 45 minutes to be answarad and staff
unhooked a residant from the EZ stand
{mechanical lift) and {eft them to wall there.

The Resident Councll minutes from 5/20/17
documented under the Dietary seciion that facility
food was cold with [ong walt times for meals
speciically in the evening. Under the Nursing
section the minutes documented that staff did not
answer call lights in a imely mannaer, a resident
sat for 30 to 40 minutes on the tallet hookad up to
the EZ stand, baths were not getting dane and a
rasident went 2 weeaks without a bath. Under the
Activitles section the minutes documented a
resident felt upset over activitles being canceled
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because the facllity had no staff available to do
them.

The Resident Council minutes from June (2017}
documented under the Distary section, residents
raceived cold foad sometimes and waited long
tlme for meals espedially In the evenings. Under
tha Housekseping/l.aundry section, the minutes
documented that staff didn't use cleaning
supplies in the bathroom and did not clean
thoroughly, Under the Nursing section, the
minutes documentad it sometimes took 30
minutes to find an EZ stand and [t fook forever to
have lights answerad, Under the Adminlsiration
section, the minutes documented the coungil did
not see administrative staff and did nof know wha
the Administrafor was.

The Resident Council minutes from July 2617
documented undsr the Minutes section! the
residents discussed with the Administrator issues
in the kitchen without a kitchen manager such as
the food not belng as good and the use of
pre-packaged food, housekeeping staff not
propetly cleaning rooms and the Administrator
explained she would bs helping with food
ordering and makirg sure things ran smoothly in
the kitchen, Under the Housekeeping/Laundry
section the minutes documented: staff were not
cleaning corners in the roams, not cleaning under
the bad, not emptying trash cans, housekeoping
did the bare minimum and the staff did not move
stuff when cleaning. Under the Dietary section
the minutes documented: dietary stinks, the food
was lousy and served cold, portlons were gsiling
smaller, especially on room trays and residents
ware not always being served when requasting
room trays. Under the Nursing sectlon the
minutes documented that residants want a bath
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at a set ime so they know when going to gef the
bhath, resldents were still not getting a bath 2
fimes per week, it fook 45 minutes to an hour o
get call lights answered, aspedially when they are
short, ice water not being passed and staff did not
offer snack ecarts at all.

2. In an inteyview on 8/1/17 at 7:25 a.m.,, the
Administrator reported she had raeceived
arlevances from care conferances ahout food
quality, pre-made foods ke meatioaf and not
aftempiing lo follow the menus, The
Administrator stated she reviewed these in QA
{Quallly Assurance meetlng) monthiy.

Puring a group Intetview conducted 8/2/17 at 1:15
p.m., 7 out of 7 residents stated the Administrator
did not follow up on the Resident Councll
concerns. The group commented they do not
feel they can complain to the facility because the
Administrator didn't do anything. The group
stated thelr cancerns go In one ear and out the
other.

3. In a family interview on 8/7/17 at 3:25 p.m., a
famlly member of Resident #3 stated he/she
spoke to the Administrator ragarding concerns of
no food in the building, but the Administrator did
not resoive hisfier concerns,

F 167 | 483.10{g){10)(i)(11} RIGHT TQO SURVEY F 167
ge=c | RESULTS - READILY ACCESSIBLE

{9){10) The resldent has the righf to-

{i} Examine the rasults of tha most recent survey
of the fadillty conducted by Federal or State
surveyors and any plan of correction In effect with
respect to the facliity; and
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{g)(11) The facitity must--

(i} Post in a place readlly accessible to residents,

and family members and legal representatives of

residents, the results of the most recent survey of
the facility.

{il) Have reports with respsect to any surveys,
certifications, and complaint investigations made
respecting the facliliy during the 3 preceding
years, and any plan of correction In effect with
respect to the facllity, available for any individual
to review upon request; and

{iiiy Post notice of the avallability of such reports in
areas of the facilify that are prominent and
accessible to the public.

{Iv) The facility shall not make available identifying
information about complainants or residents.

This REQUIREMENT 1s not met as evidenced
by:

Rased on observation. the fadility failed to display
the results of all survey activities conducted from
the previcus survey and failed to post a notice
regarding the avallabillty of the previous 3 years
of survay restilts. The facilily reported & cehsus
of 90 resldents, .

Findings include:

Ohseatvation on 8/8/17 at 9:05 a.m., revealed a
notice regarding the location of the faciiify’s most
racent survey results and a binder labeled
"Federal{State Survey Report" in an accessible
location next to the front anfrance. Upon review,
the notebook lacked the resulis and plan of
correctlon from a receriification revisit from
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31117, which resulted in 2 deficiencles and the
rastits of the Life Safety Code survey from the
annuai recertification survay on 1/26/17.
Observation in the same area and throughout the
building revealed the facility failed fo post a notice
of the avallabliity upon request of any survey
results completed in the past 3 years.
Observation on 8/10/17 at 8:00 a.m., revealed the
notebook failed to include the previously identified
survey results in the binder labeled "Federal/State
Survey Report" and addifional observations
throughout the building verified the lack of a
posting regarding the availability of survey resulfs
completed in the past 3 years.
F 226 | 483.12{b){1)-{3), 483.95(c){1)-{3) F 226
85=D [ DEVELOP/AMPLMENT ABUSEMNEGLECT, ETC

POLICIES

483.12
{b} The faciity must develop and implement
written policies and procedures that:

(1) Prohibit and prevent abuse, neglect, and
axploitation of rasidents and misappropriatlon of
resident property,

(2) Establish policies and procsdures to
Investigate any such allegations, and

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

483,95

{c) Abuse, neglect, and exploitation. Tn addition to
the freedom from abuse, neglect, and exploitation
requirements in § 483.12, facilitles must also
provide tralning to thelr staff thal at a minlmum

FORM CMS-2867(02-89) Pravious Varsiens Obsolate Event 1D:B25011

Facllity ID: JAD429

I ecntinuation sheet Page 8 of 171




PRINTED: 08/31/12017

DEPARTMENT OF HEALTH AND HUMAN SERVICES EORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFIGIENCIES (X1} PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IBENTIFIGATION NUMBER: A BUILDING COMPLETED
165161 B. WING 08/15/2017
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, GITY, STATE, ZiP GODE
TOUCHST.ONE HEALT OMMUNITY 1300 INDIAN HILLS DRIVE
HCARE © SIOUX CITY, [A 51104
(%4} I SUMMARY STATEMENT OF DEFICIENGIES I3} PROVIDER'S PLAN OF CORREGTION x5
PREFIX, {EAGH DEFICIENGY MUST BE PRECENED BY FULL PREFIX (EACH GORRECTIVE AGTION SHOULD BE CAMPLETION
TAG REGL ATORY OR LSG IDENTIFYING INFORMATION) TAQ CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 226 | Continued From page 8 F 226

educales staff on-

(c)(1) Activities that constitute ahuse, neglect,
exploitation, and misappropriation of resident
properly as set forth at § 483.12,

{c){2) Procadures for reporting incidents of abuse,
naglect, exploitation, or the misappropriation of
resldent properly

{c)(3} Dementia managemsent and resident abuse
prevention.

This REQUIREMENT is not met as evidenced
by:

Based on parsonne! file review, policy review and
staff interview, the facility failsd to obtain timely
criminal and abuse background chacks prior fo
hire; and failed to secure an evaluation by the
Department of Hurman Services (DHS) to
determine whather or not the Individual could
work at the facility prior fo hire. A cancetn was
identified for 2 of 5 employee records selected for
review (Staff F and Staff1). The facility identified
a cansus of 90 residents.

Findings include:

1. Raview of the personnel file for Staff F,
Cerlified Nurse Aide (CNA), Identlfied a hire date
of 5/10/17. The file contained a document titiad
*Single Gontact License & Background Check
{SING), dated 5/3/17, which identified the nead
for further research on criminal history. Review of
a document fitled "lowa Recoard Check Requast
Farm", dated 5/8/17, revealed a criminal offense.
The file lacked tha required clearance from the
Department of Human Services (DHS) to work at
the facility.
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During an interview on 8/9/17, at 9:30 a.m,, the
Human Resources Goordinator confirmed the
results of Staff F's criminal hackgrotund check
required a DHS clearance to work in the facility
and her personnal file lacked documented
avidance of the clearance. During a follow-up
Interview an 8/9/17, at 10:15 a.m., reported she
had faxed the required form te obtain the DHS
clearance.

Staff F's Timeoard showed she worked from
8MOM7 to 7/7/17, including on 6/10/17, 5/11/17,
8/15/17.

2. Raviaw of tha personnel file for Staff I, Dietary
Alde, identified a hive date of 6/15/17, The flle
lacked a copy of a SING check and failed to
Include any other documented evidence of
dependent adult abuse registry varification.

During an interview on 8/9/17, at 9:30 a.m., the
Hurnan Resourcas Coordinator confirmed the file
lacked a SING check and reported she always
doas one and could look to see if It had been
misfiled. During a follow-up Interview on 8/9/17, at
13:15 a.m,, the Human Resources Coordinator
provided a copy of a SING check which identified
a dependent adult abuse registry check but
confirmed she had just completed the checlk
aartior today.

Staff I's Timecard showed she warked from
6118/17 to 777117, including on 6/15/17, 6/16/17,
818/17.

Review of a facliity policy titled "Abuse Prevention
Plan”, revised in June 2017, identified the facility
wlil attempt to obtain information regarding a
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history of abuss, naglect or mistreatment of
rasidents fram appropriate Bcensing boards and
registries, prlor to a conditional offer of
employment. In addition, the policy identified,
after a condifional offer, but before an employee
atarts warking, the facflity must obiain criminaf
background checks from the Depariment of
Public S8afety and abuse chacks from the
Department of Human Services,

F 241 ] 483,10{a){1) DIGNITY AND RESPECT OF F 241
ss=E | INDIVIDUALITY

(a)1) AfacHity must treat and care for each
resident In a manhet and in ah environment that
promoles maintenance or snhancement of his or
her quality of fife recognizing each resident's
individuality. The facility must protect and
promote the rights of the resident,

This REQUIREMENT s not met as evidenced
by:

Based on group resident interview, facility pollcy
review, ohservation and resident interviews, the
facliity falled to treat and care for residents n a
dignified manner when the staff utilized
headphones while on duty and ighorad requests -
for aseistance for 7 out of 7 residents present
ditring the group Interview and 3 of 18 current
residents reviewed {Resldents #14, #7 and #20).
The facility reported a census of 90.

Findings include:

1. During a group resident interview conducted
on 8/2H7 at 1115 p.m., 7 out of 7 residents

reported nurses and aides listen to headphones
while working, The group commented the staff
did not socialize with them and the group would
prefer for staff to sodlalize instead of listening to
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the headphones. Tha group voleed concerns the
staff could not hear call fights sounding if thay
wara headphones.

The facility policy titled Gell Phone, Camera and
Other Racaording Devices, effsctive 7/1/14,
documented the intent of the facility is to assure
all associates may be reached In case of an
emargency while they are at work and facility
intent to provide care and services for rasidents in
a polite, fimely and dignified manner. The polflcy
instructed that personal ceil phonss are to ba
kept In the assoclate’s locker or assoctate
designated area and are to be used only on break
or meal fimes.

2. The Minimum Data Set (MDS) agsessment
dated 6/23/17 for Resident #1{4 identifled a Brlef
Interview for Mental Status {BIMS]) score of 9,
Indicating moderate cognitive Impairment.

Observation on 8/8/17 at 7:58 a.m., revealed
Resident #14 standing at a medication cart.
Resldent #14 stated he/she had been walting for
18 minutes to get hisfher pills, Staff A, Licensed
Praciical Nurse (LPN), exlted a room and
Resident #14 asked for hisfher medications.
Staff A asked the resident if he/she could wait as
she was going to be busy. Resident#14
appeated upset, walked off and sald 'you sald
one minute'! Staff A ignored the resident and
looked at a comptter serean as the resident s/he
was golng to eat. The surveyar attempted to
spezk lo Staff A, Staff A then removed
headphones from both ears and music could be
heatd.

In an Interview oh 8/8/17 at 815 a.m., Resldent
#14 sat in the dining room neary finished with
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breakfast. Resident #14 reported Staff A still had
not given him/er medication. Resident #14
slated that's what happehs when he/she
complained, hefshe got moved to the bottom of
the list and staff won't give medlcations and they
waoit't help,

3. Observation on 8/7/17 at 4:20 p.m. revealed
Resident #7 stoppsed ths surveyor to requast
coffea, who then Informed Staff U, LPN, who sat
at the nurses station. While looking at the
computer screen, Staff U responded that she
heard the resident and she would take care of the
request,

Observatton on 8/7/17 at 4:35 p.m. revesied Staff
U remained at the nurses station desk and
Resldent #7 had no coffes.

4, The MDS assessment dated 8M8/17 for
Resldent #20 identifled a BIMS score of 15,
Indicating intact cognition. The MDS revealed the
resident required the assistance of one person for
teilet use.,

The care plan focus area ravised on 12/8/16
identified the resident as at a risk for falls due to
history of CVA (cerebrovascular accldent) and the
medications he/she takes. The care plan
intervention dated 14/28/16 informed staff the
resident could dress, groom and toilet him/harsalf
and will cocaslonally ask for assistance.

The Progress Notes dated 7/30/17 at 7:45 am.
documented the resident reported hefshe felf at
6:37 a.m., the resldent activated the call bell at
the time of the fali, and waited on the floor undil
710 a.m. The note recarded the resident

maneuvered themselves up with the commode
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side rails and once up Into a whaeichalr went out
fo the hallway to approach a GNA {Cerlified Nurse
Ajde). The note documented a witness confirmed
the CNA responded to the resident that Y hava
residents to get up and getting you water is not
Important’. The note recorded the resident stated
hefshe didn't fes] safe when the CNA worked
because thay did not treat him/her with respect
and did not answer hisfher call bell. The note
documented the resident felt it was not fair to be
ignared in a priority sttuation such as a fall.

It an interview on 8/14/17 at 2:25 p.m., Resident
#20 reportad staff used headphones while
working. Resldent #20 asked how can the staff
hear call lights if they wear headphones?
Resident #20 reporied he/she fell about 2 weeks
prior and & staff member {who no longer worked
at the faeility) ignored his/her call light and stated
she did not care about the resident's need for tea
as she had others that needsd assistance.
483.10(e){2){D{1{HH
SAFE/CLEAN/COMFORTABLE/HOMELIKE
ENVIRONMENT

(e){2} The right to retain and use personal
pessessions, Including furnishings, and clothing,
as space permits, unless 1o do so would infringe
upott the righis or health and safety of other
residents,

§483.10(}) Safe environment, The resident has a
tight to a safe, clean, comfortable and homellke
enviranment, Including hut not limited to recsiving
treatment and supports for dally living safely.

The fadliity must provide-

{[}{1} A safe, clean, comfortable, and homelike

F 241

F 252
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environment, allowing the resident to use his or
her personal belongings to the extsni possible.

() This includes ensuring that the resident can
receive caro and services safely and that the
physical layout of the facllity maximizes rasident
indepondence and daes not pose a safely risk.

(i) The facility shall exerclse reasonable care for
the protection of the resident’s property from loss
or theft.

This REQUIREMENT Is not met as evidenced
by:

Based on Resldent Councll minutes,
observation, staff intarview, and group Interview,
the facility failed to maintain a safe, sanitary,
comfortable environment for thelr residents, The
facility reported a census of 90 residants.

Findings Include:

1. The Resident Council minutes from 31717
documented under the Nursing section that staff
do not take laundry In a timely manner on all
shifts.

The Resident Council minutes from June {2017)
documented under the Housekeeping/Laundry
seclion that staff didn't use cleaning supplies in
tha bathroom and did not clean thaoroughly.

The Resfdent Councll minutes from July 2017
documented under the Minutes section that
residents discussed with the Administrator issuss
of housekeeping not propetly cleaning rooms,
Under the Housakeeping/L.aundry section the
minutes documented staff did not clean the
cornars in the rooms, did not cleah undet the bad,
did not empty trash cans, did the bare minimum
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and did not move stuff when cleaning.

2. Obsarvatlon on 773117 at 7:20 p.m. revealed
a strong ammonia -like wrlne odor and the finen
canfainer at the top of the Aspenwood Hall
overflowad with dirty linens.

Observation on 7/31M7 at 7:35 p.m. ravealed the
Northside commons area containad a fizard tank
and a wire bird cage. The lizard tank had feces in
piles all over the tank, The bird cage contained
large amounts of buildup debris, mold, dirt and
bird feces. The bottom of the cage had 2 layers
of hewspaper lining separated by a couple
inches, both layers were completely coveraed with
drled food remains and piles of feces.

In an interview on 8/1/17 at 8:07 a.m., Staff 85,
Housekeeper, statad the facility had 3 day shiit
housekeepers scheduled. Staff 83 said 3
needed, but on weekends not have snough
housekeepers because only 2 scheduled.

Observation on 8/15/17 at 10:50 a.m. revealed
the bird cage remalned unclean and tha
Maintenance Director ¢leaning the lizard tank.

3. Observation an 8//17 at 6:30 p.m, revealed
the ceiling tiles In the maln dining room above the
lea machine leaked. The 2 tiles were stained a
brownish color and measurad approximately 48
Inches by 30 inches.

Observation on 8/1/17 at 6:42 p.in. revealaed the
Southslde Mook with a sticky floor due to dried
spills.

4. Observation on 8/15/17 at 8:33 a.m. revealed
a spa toom at the top of the Daisy Lane Hallway
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with broken floor tifes, In front of the whirlpoal tub
2, approximata 1 inch by 1 inch, tlles were broken
and missing where ths wheels of tub or shower
chair could catch in the holes. Observation
revaaled the partitioned wall divider with 8 inch by
@ inch broken tiles with the 2 by 4 sfuds of the
interlor exposed.

5. Observation on 8/8/17 at 8:21 a.m. revaaled
several marred areas on the wall on both sidas of
D Hall and several areas with drywall showing. A
desk at end of D Hall had gouges in the irfm and
exposed wood.

6. Observation on 8/8/17 al 10:02 a.m. during
medication administration revealed Resident
#21's room floor to be dirty with drled circle spots
on the floor and sticky when walking across floor,

7. Observation an 8/8/17 at 10:50 a,m. revealed
upon entering G hall on the wall to the left had 3
marred areas with drywall exposed.

8. During the group inferview an 8/2/17 at 1:15
p.m., a resident complained his/her air
conditioner broke down on Saturday 7/26/17, The
Malntenance Man had boen aut of town and the
air conditioner did not get fixed unfil today 8/2/17,
4 days Inter.

483.20(d);483.21(b)(1) DEVELOP
COMPREHENSIVE CARE PLANS

483.20

(d) Use. A facility must maintain all resident
assessments completed within the previous 15
monihs in the resident's active record and use the
results of the assessments 1o develop, review
and revise the resident’s comprehensive carg

F 252

F 279
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plan.

483.21
{b} Comprehensive Care Plans

(1) The facility must develop and implement a
comprehensive persan-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 objeclives and timeframes
to mest a resident's medical, nursing, and mental
and psychosacial needs that are identified In the
comprehensive assessment. The comprehensive
care plan must describe the following -

(1) The services that are to be furnishad to aitain
ar maintaln the resident's highest practicable
physical, mental, and psychosocial well-being as
required under §483.24, §483.25 or §483.40; and

(i) Any setvices that would otherwlse be required
under §483.24, §483.25 or §483.40 but are not
provided due to the resldent's exercise of rights
under §483.10, including the right to refuse
treatment under §483.10{c){6).

{iii) Any specialized services or speclalized
rehabilitative services the nursing facility will
provide as a result of PASARR
recommendations. if a facility disagrees with the
findings of the PASARR, it must indicate its
rationale in the resident’s medical record.

{W)In consultation with the resident and the
resldent’s representative {s)-

{A) The resldant’s goals for admisslon and

F279
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desired outcomes.

{B) The resident’s preference and potentlal for
future discharge. Facilities must document
whether the resident's deslre to return to the
community was assessed and any referrals to
jocal contact agencles and/or other appropriata
entities, for this purpose.

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

This REQUIREMENT s not met as avidencad
by,

Based on clinical record review and staff
interview, the facillty failed to update resident care
plans in regards to bed mobility and transfer
asslstance for 3 of 15 current residants reviewed
{Residents #12, #4 and #58}. The faclility reported
a census of 90 rasidents,

Findings included:

1. According to the Minimum Data Set (MDS)
assessment dated 7/717, Resident #12's
dlagnases inciuded hypertenasion, diabetes
mellitus, depression, pressure sora of sacral
region Stage 3, open wound of unspecified
buttock, candidiases of skin and nalls and morbld
obesily, Tha MDS documented a Brief Interview
for Mental Staius (BIMS) of 15 Indicating intact
memory and cognition. The assessment
documented the resident raquired extensive
assisiance of 2 or more staff with bed mobillily,
transfers and ambutation in the room,

Review of the care plan updated 6/30/17 revealed
a focus on fransfers, bed mobllity and ambulation.

F 279
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The care plan documentetl the resident as
independent with bed mobility. Another entry on
the same care plan documented the resident
required assistance of 2 staff with bed mobility,
grooming and bathing.

2. The 6/28/17 MDS assessment recorded
Resldent #4 had memary problems and saverely
impaired cognition for daily decision making; the
resident never or rarely made deadisions. Resident
#4 required the assistance of two with hed
moblity, trahsfars, dressing, toilet use and
personal hygiene and the assistance of one with
eatihg. The MDS alse racorded Resldent #4 had
the diagnosis of Non-Aizheimer's dementia.

The 12/26/18 revised care plan recorded
Rasident #4 needed assistance aclivates of dally
lving {ADL's). The care plan also recorded the
need for EZ stand (a mechanical iift to help a
resident stand} lift and to use a Hoyet
{mechanlcal lift) as needed.

Tha resident's Transfer Assessment dated
8/2917 recorded a Reglstered Nurse (RN}
analysis recorded the resident required a Hoyer
{ift to transfor,

An observation on 8/8H7 at 9:14 a.m, revealed
Staff 5 Certified Nursing Aide (CNA) took the
Hayer lift in o Resident # 4's room. Staff K CNA
and Staff S performed maming cares and placad
the Hoyer sling under the resident. The Staff K
and S transferred the resident to the wheelchalr
and remaved the Hayer sling from under the
resident,

During an interview an 8/44/17 at 3110 p.m., the
MDS caoordlnatar acknowladged the transfer
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OChsearvation on 8/8/17 at 8:41 a.m. revealed Staff
D CNA hrought the EZ stand info Resident #5's
room. Staff D and Staff K CNA's transferred
Resident #5 using the EZ stand to histher
whaelchair.

During an interview on 8/8/17 at 10:10 a.m. Staff
K stated in the computer, the Kardex told staff
everything needed to take care of each resident.
F 281 | 483.21{b)(3)(l) SERVICES PROVIDED MEET
83=F | PROFESSIONAL STANDARDS

{b}(3) Comprehensive Care Plans

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

{i) Mest professional standards of guality,
This REQUIREMENT Is not met as evidenced
by:

Based on clinical racord review, observation,
resident intervisw and staff interview, the facliity
falled to administer medications and treatments
as orderad and according to prafessionaf
standards for 4 of 15 current residents reviewed
{Residents #14, #5, #24 and #20), The facllity
repotied a census of 80 residents,

Findings include:

1. The Minimum Data Set (MDS) assessment
dated 6/23/17 for Resident #14 ideniified a BIMS
{brief interview for mantal status) score of 9,
indicating moderate cognitive and memory
impairment. The assessment documsntad
Resident #14 had diaghoses that Included
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assessment did not match the care plan. He
stated he uses the Transfer Assessment tool to
help create the resident care plans and staff
would use the care plan to complste the care for
the residents.

During an interview on 8/1447 at 3:15 p.m. with
Staff O Cerlifled Nursing Assistant (CNA) stated
they would transfer Resident #4 with an EZ stand
if he/she would fet them use the EZ stand ora 2
person pivot transfer.

3. The 6/29/17 MDS assessment recorded
Resldent #5 had memaory problems and severely
impaired cognition for daily decision making. The
resident required the asslstance of two with bed
rmaobiiity, transfers and toilet use and the
assistance of one with dressing and personal
hyglene. The resldent's diagnoses included
Non-Alzheimer's dementla, Alzheimer's disease
and an old myocardlal infarction {heart attack).

Resident #5's Care plan dated 4/2/17 included a
focus area of tha risk for falls related io cognition.
The care plan directed that Resident #5 needed
the assistance of two staff for transfers and
ambulatlon. The Care Plan also documentsd
another focus area that Resident #5 needed
assistance in all mobility Inclugding tolleting,
transfers and ambulation and direction to proved
the assistance of one with amhulation, transfers
and tolleting.

Resident #5°s Kardex (a shartened version of the
care plan) listed under safety to assist the
resident using two staff with ransfers and
ambulation and a few fines down listad to provide
the assistance of one staff for ambutation,
transfers and tofleting.
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diabetes mellitus {(BM), Vitamin D deficiency and
hypothyroidism,

Ravlew of the resident's Medlcation
Administration Record for August 2017 revealed
the resident had orders for the medications that
included:

a. Insulin Aspart solution 8 units via injection
before meals;

b, Vitamin D3 2000 units once a day (for vitamin
D deflelency);

¢, Lavothyroxine 100 micrograms every day (for
hypothyroidism).

Observation on 8/8/17 at 7:58 a.m. revealed
Resident #14 standing at a medication cart.
Residant #14 stated he/she had been walling for
15 minutes to get histher plils. Staff A, LPN
(Licensed Practloal Nurse) exited a room and
Rasident #14 asked 8taff A for hisfher
medications. Staff A asked the resident if hefshe
could walt as she was golng to be busy.

In an Interview on 8/8/7 at 8:15 a.m., Resident
#14 repotted hefshe still had not recelved histher
pifls and the resident had almost finished eafing
breakfast.

In an interview on 8/14/17 at 2:55 p.m,, the
Administrator stated the facility had no way lo see
what time staff actually gave madications, so the
clinlcal record reflected the resident received the
meds according to the Medication Administration
Racord at the scheduled time of 8:00 a.m.

The Meadication Administration Audit Report dated
8/15/17 at 9:51 a.m. recorded the scheduled and
actual imes Resident #14 recelved histher
medications on 8/1/17, The report documented
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the resident as scheduled to receive 1 medication
at 6:00 a.m., 3 medicalions at 7:00 a.m,, and 7
medications at 8:00 a.m. The report revealed the
resident received ail 11 medications from 8:47
a.m, to 9:00 a.m. The raport also revealed the
resident's biood sugar level to be monitored
fasting (upon waking) and 2 hours after meals.
The report documented staff measured the
festing blood sugar af 8:47 a.mn. and the 10:00
scheduled blood sugar check for after hreakfast
at 8:02 a.m. [n addition, staff documentad
administration of the resldent's Insulin Aspart as
given at 8:45 am.

2_The 6/29/17 MDS assessment recorded
Resident #5 had memory problems and severely
impaired cognition for daily decision making, The
resident required the assistance of two with bad
mobility, transfers and toilet use and the
assistance of one with dressing and personat
hygiene. The resldent’'s diagnoses included
Non-Alzhelmer's dementia, Alzheimer's disease
and an old myocardial infarction (heart attack).

Resident #5's care plan dated 4/2/17 included a
focus area of cognltion related to dementia and
Alzheimer's disease and listed an intetvention to
calmly redirect if disruptive toward other or axit
seeking. The care plan fisted tha confuston and
sundowners started around 4 p.m. An additional
foous area that Resident #5 needed assistance
with ADL's and experlenced incontinence at
times. The Interventions included to make sure to
shave the resldent daily, to wear Tubigrips to
arms during hours of wake for protection and 1o
weat only pull up style Incontinent brlef,

A Physiclan Communication to the facility for
Resident #5 dated §/3/17 Included the following

F 281
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care orders:

a. Apply Tubigrips dally {o bilateral (both) arms
while awake.

b. Use pull -up brlef only for incontinence

During observation on 8/8/7 at 8:41 a.m. Staff D
and Staff K CNA's assisted Resident #5 with
marning cares, During the cares the staff
ramoved a urine soaked tabbed style Incontinent
brief placed a tabbed style Incontinent brisf back
on {o the resident, Staff D and K transfarred
Resident #5 fo the wheelchair using the EZ stand
{a mechanical lift to assist with standing) and thay
failed to place Tublgiips on fhe resldent's arms.

During observations on 8/8/17 at 10:50 a.m.,
11:15 a.m, and 17:43 a.m., Resident #5 sat in
histher wheelchalr without Tubigrips on his/her
arms.

During observation on 8/9A17 at 10:10 a.m.,,
Rasident #5 sat in his/her wheelchalr in the
Southside lounge without Tubigrips on his/her
arms.

Durlng an ohservation on 8/9/17 at 11:44 aum.
Resident #5 sat In hisfher whaslchalr without
‘Tubigrips on his/her arms

During an observation on 8/9/17 at noon Resident
#5 sat in histher wheelchair at the medication cart
with Staff J LPN without Tubigtlps on his/er
arms.,

Afacility fax to the physician dated 8/28/17
reported that Resident #5 consumed another
resident's medication during the shift. The
medication included Keppra {an anticonvulsant)
500 myg, lotazepam (an antianxiety) 0.5 mg and
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Midodrine {for bload prassure support} 10 mg.
with orders to check blood pressurs every hour
for 3 hours signed by Staff P RN. The new
orders included direciion tc make sure alt
residents have taken thelr medication prior to
leaving them, so no one elsa can take other
rasldent's madication,

During an Interview on 8/14/17 at 4:06 p.m, with
Staff P stated she notlfled the doctor, family and
the on call supervisor of the Incldent, Staff P
further explained she did not see Resident #5
take the other resident’s medication It had been
reported to her by Staff Q CMA. Staff P
acknowledged Staff R GNA reportad to Staff Q
that Resident #5 took someons else's madication.

During an interview on 8/14/17 at 7:30 p.m., Staff
R staled she repoited the Incident to Staff Q.
Staff R had been feading a differont residant
when Staff T CMA tried fo give them medication
and did not take well. Siaff R stated Staff T CMA
piaced the medication in to a supplement drink
and Staff R gave the supplement drink with the
medicatlons included In It. Staff R used a larger
syringe (used for giving fluids) to give the resident
the supplement, Staff R then taok the fray out to
the Southside naok area with a small amount of
medication left, and later found Resldent #5
drinking the rest of the supplement. Staff R
reported it to Staff Q the new CMA that came on

duty.

During an interview on 8/14/17 at 8:35 p.m. Staff
Q stated she came on duty at 6 p.m., that night
and relieved Staff T. Staff Q stated Staff R
reportad {e her that Resident #5 took the rest the
medication that had been left on a fray in the
nook area, Staff Q1 stated she looked up the
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maedications and reported io the nurse on duly,
Staff P.

3. According to the quarterly MDS assessimant
dated 7/6/17 Resident #24 had diagnoses that
included manic depression and metabolic
encephalopathy, The MDS recorded Resldent
#24 had moderately impaired coghitive skills with
poor declslon making and needed cueing andfor
supervision.

Resident #24's Care Plan included a problem
{revised 2/17/17) for long term psychotropic
madications due to disease procass and has
been refusing medicatlon an intervention directed
staff to have the medicatlons added to food or
drink since the resident will not take them
otherwise.

Resident #24's Medication Administration Record
included Duloxefine (an antidepressant) capsule
delayed releases 30 mg to give on capstle by
motth one time a day related to bipolar disorder
with a start date 7/25/17 at 7:00 a.m. and signed
oft as given on 8/8/17.

An observation on 8/8/17 at 8:09 a.m, revealsd
Staff J, LPN, had opened capsules In her hand
and stirred Resident 24's orange juice while Staff
M distary alde held the tray, Staff M took the tray
into Resldentf} 24's room while Staff J returned to
the medicatlon cart and discarded the empty
capsules. Another sutveyor (present In Resident
#24's room) reported when Staff M took the maeal
tray Into his/her room that that Staff J did not
enter the room during the time the resident drank
the orange juice.

Duting an interview on 8/8/17 at 8:11 a.m. with
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Staff M reported the nurse put Resident #24's
medication in his/her orangs juics.

During an intervliew on 8/8/10 at 10:30 a.m., Staff
J acknowledged she put duloxetine 30 myg
capsule into Reslident #24's arange juice on
8/8/17 morning. Staff J stated the facillly had an
order to put medication into the resident's food or
drink.

During an interview on 8/15/17 at 8:18 a.m. with
the Director of Nursing (DON).aclmowledged she
would expect a licensed personnsl fo administer
medication and that only somsone in that scope
of practice should administer madication.

The facliity's pollcy entitled Medication Pass,
revised 3115, nstructed that only persons
licensed or parmitied by this state may prepare,
administer, or record administration of
maedication. The polioy further listed to withess
the resident swallow/fingest administered
medication.

4, According to the MDS assessment dated
716117, Resident #20 had diagnoses that included
heart failure, high blood presaure, diabetes
metlitus, manic depression chronle pulmonary
edama (fluld in the lungs). The assessment
documented Resldent #20 possessed moderately
impaired cognitiva skifis for dally declsion making.

Observation during a medication pass performed
hy Staff A, LPN, on 8/8/17 at 8:16 AM, revealed
she sst up and provided the following
medicalions to Resident #20: ‘

Aspirin Enteric coated 81 miligrams (mg) one
tablet (anticoagulantantt-inflammatory)
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Vitarnin B complex one tablet (nutritional
supplement)

Escifalopram 20 mg one tablet (anfi-depressant}
Ferrous sulfate 326 mg one tablet {nutritional
supplament)

Furosemide 40 mg one tablet (diuretic)
Gabapentin 300 mg one tablet (anti-seizure and
neuralgla)

Hydrazaline 50 mg one tablst {anti-hypertensive)
Lislnopril 40 my one tabiet (anti-hypertensive)
Metoprolof tartrate 100 mg cne tablet
(antihypertensive}

Multi-therapeutic vitamin with minerals one tablet
{nutrittonal supplement)

Nitrofurantoin 100 mg ane tablet (antibiotic)

During this observation, Staff A broughtl the
abave-listed medications in a cup to the
resident's room. The resident stated she/he
naeded a paln pill and a laxative, Staff A left the
cup of medications on the bedside table with
water and left the room to refurn to the
medication cart in the hall. Observation revealed
that at 8:25 AM, Staff A returned to the resident's
room with the paln plll and laxative, Obsarvatlon
ravealed the cup of medications left in the room
were missing when the Staff A and surveyor
refurnad at 8:25 AM,

483.24{b){3)(il) SERVICES BY QUALIFIED
PERSONS/PER CARE PLAN

(b)(3) Comprehansive Care Plans

The services provided or arrangad by the facllity,
as oullined by the comprehensive care plan,
must

(it} Be provided by qualified parsons in
accordance with sach resldent's wedtten plan of

F 281
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care.
This REQUIREMENT Is not met as evidenced
by:

Based on clinical record review, observations
and staff Interview, the facility failed 1o follow
interventions on the care plans for 2 of 15 current
residents reviewed (Resident #2 and #4). The
Tacility reported a census of 90 residants,

Findings include:

1. The Minimum Data Set (MDS) assessment
dated 6/25/17 identifled diagnoses for Resident
#2 that included arthritis, Parkinson's diseases,
depression and Non-Alzhelmer's demenfia {a
deteriorating condition). According to the MDS,
the resident required the assistance of 2 staff for
bad mobility, fransfers dressing and follet use and
the assistance of one staff with eating and
personal hyglena, The MDS indicated the
resident experienced severely Impalred coghitive
skKills for daily decision-making

Review of Resldent #2's care plan revealed a
focus an the risk for skin breakdown, Initlatad an
5131117, with inferventions fo have prassure
raduction boots on at all times and hesls elevated
ch a plilow when iaylng down,

An observation on 8/8/17 at 2:15 p.m. revealed
Resident #2 golng to lay In bed when Staff C took
their pressure reduction boots from the bed and
laid them on the floor. Resldent #2 did not have
boots on while up in the whealchalr. Staff
transferred the resident to bed and applied
pressure raditction boots to the resident's feet,
but did not alevate the resident's heels on a pillow
in bed.
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An observation on 8/8/17 at 11:42 a.m, revealad
Rasident #2 sat in the Bay area by the television
withaout pressure reduction boots on thelr feel.
Further observation revealed the pressure
reduction boots sat oh the couch in the resldent's
room.

An observation on 8/8/17 at 12:00 p.m. revealed
Resldent #2 In the dining area with their spouse
and resident did not have pressure reduction
boots on thelr feet,

2. The 6/29/17 MDS assessment recorded
Resident#4 had severely impalred cognitive skills
for dally decision making; s/he never or rarely
made decisions. Resident #4 required the
assisfance of 2 staff with bed mobillty, transfers,
dressing, tollet use, personal hygiene and bathing
and the assistance of one with eating. The MDS
also recorded Resident #4 had Non- Alzhelmer's
dementia,

The Carae plan, revised on 12/26/18, recorded
that Resident #4 needed assistance with activilies
of daily living {ADL's) and ate poorly. The 5/26/15
revision recorded that Resident # 4 somestimes
had behaviors during meal times and to have the
charge nurse or designee supervise during meatl
fimes outside of the dining reom {such as nock or
nurses station). The Care plan also documentad
the need for encouragement and suparvision
while eating in tha Southside nock.

The bedside Kardex Report (& shortened varsion
of the careg plan) sted under Eating/Nutrifion that
Rasident #4 ate In the Southside nook, with
encouragement and supervision,

Obsarvatlon on 8/7/17 at 12:63 p.m. revealed
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Resident #4 sat in the Southside lounge area
alone with a food tray In front of him/her. The tray
had ¥ cup of liquid supplement left and no food
eaten with flies on the food,

OChservation on 8/8/17 at 1:41 p.m. revealed
Resldent#4 sat In the Scuthside lounge area
alone pounding on a food tray in front of kim/her
and yelling *help, help' with no staff in the area.

Obsarvation on 8/15/17 at 8:63 a.m. revealed
Residant #4 satin the Southslde lounge area
alone with hisfher eyes closad with a coverad
food tray, the miik and the julce oh had been
unopened and no staff workad in the area.

F 283 | 483.21{c)(2){-(ill} ANTIGIPATE DISCHARGE: F 283
a8=£ | RECAP STAY/FINAL STATUS

(c)(2) Discharge Summary

When the facility anticlpates discharge, a resident
must have a discharge summary that includes,
but is not limited to, the following:

(i} A recapitulation of the resident's stay that
includes, but is not limited to, diagnoses, course
of illnessfireatment or therapy, and periinent lab,
radinlogy, and consuitation results.

(19} A final summary of the resident’s status to
Include items In paragraph (b}{1) of §483.20, at
the time of the discharge that Is avallahle for
release to authorized persons and agencles, with
the consent of the residant or resident's
representative,

{iii} Reconciliation of all pre-discharge
medications with the resident’s post-discharge
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medicatlons {both prescribed and
over-the-counter);

This REQUIREMENT is not met as evidenced
by:

Based on clinical racord review and staff
interview, the facility failed to document a final
discharge note for disposition of medications for 2
rasidents (Resldents #17 and #18), and falled to
complete discharge summartes with’
recapitutations of the residents' stays for 2
residents (Resldent #3, #19) out of & residents
reviewed for discharge. Thae faclilty reported &
cehsus 80 rasidents.

Findings include:

1. Reviow of the Pragress Note dated 6/23/17 at
9 a.m. documented Resident #17 expired at the
facllity on that date. During a clinical record
review of Resident #17 ihe record [acked
documentation of the whereabouts of the
resldent's medicatlons after discharge; staff only
accountad for the resident's narsotics,

2, Review of the Admisslon record reveated
Resident #18 discharged from the facillty on
B/20/17 to an acute care hospital. The resident's
alinical record lacked documentation of the
whereabouts of the resident's medications after
discharge; staff only accounted for the resident’s
narcolics.

During an interview on 8/15/17 at 8:15 a.m. the
Adminlstrator stated she did not have any
documentation of where the medications went,

3. The Minimum Data Set MDS assessment
dated 7/20/17 for Resident #3 recordad an
admission date of 7/13/17.
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The care plan focus area revised 7/13/17
identifled the resident anficipated a short stay at
the facllity for strengthening with therapy, wound
cares, and IV {fniravenous) antibiotics. The care
plan intervention revisad an 7/13/17 directed staff
to provide writlen and verbal instructions to the
resident for his‘her aftercare to include activity
level, medications, follow-up appolntments, and
have the resident return demanstration hefshe
understood the plan,

Review of the clinical record revealed an
incomplete Discharge Summary dated 7/31/17 at
8:55 a.m. The summary lacked documentation In
the following sectlons: Recapitutation of
Rasldenl's Stay; Vital Signs at Time of Discharge;
Physical Functioning Status; Special Treatments
or Procedures planned for Discharge; Dental
Condition; Dietary; Activities; and Therapy. Only
the Sacial Worker signed and completed a
section; Psychosocial section,

The Prograss Notes dated 8/117 at 3:18 p.m.
documented a discharge nate. The note
recarded tha resident left with a family member at
11:30 a.m. to home, The note did not contain a
recaptiulation of the resident's stay.

4. The MDS assessment dated 3/8/7 for
Reslident #19 racorded an admission date of
713116,

The care plan focus area revised 12/8/16
identifiad the resident anticipated a short stay at
the faclity, The care plan Informed staff the
resident's case manager had assisted the
resident to find placement onca discharged. The
care plan interventlon revised on 11/4/16 directed
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staff to provide written and verbal instructions to
the restdent for his/her aftercare to include activity
lavel, medleations, Tollow-up appolntiments, and
have the resldant return damonstration hefshe
understood the plan.
Review of the clinical recerd rovealed an
incomplete Discharge Summary dated 5/1H7 at
8:03 am. The summary lacked documentation in
the following sections: Recapitulation of
Resldent's Stay; Vital Signs at Time of Discharge;
Physical Funclionlng Status; Special Trealments
or Procedures plannad for Dischatge; Dental
Condifton; Dietary; Activitles; and Therapy, Only
tha Sodlal Worker signed and completed a
section; Psychosacial saction.
F 309 483,24, 483.25(k)(l) PROVIDE CARE/SERVICES F 308
§s8=G i FOR HIGHEST WELL BEING

483.24 Quality of life

Quality of life is a fundamental principle that
applies to all care and services provided o facility
residents. Each resident must receive and the
facifity must provide the necessaty care and
services o aftain or maintain the highest
practicable physicat, mental, and psychosoclal
wall-being, consistent with the resident’s
comprehensive assessment and plan of cate.

483.25 Quality of care

Quality of care Is a fundamentat principle that
applies to all freatment and care provided to
facility rasidents. Based on the comprehensive
assessment of a resident, the facllity must ensure
that resldents recelve treatment and care In
accordance with professional standards of
practloe, the comprehensive person-centered
care plan, and the residents’ cholees, inciuding
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out hot limited to the following:

(k) Pain Management,

The faciiity must enstire that pain management is
provided {o résidents who require such services,
consistent with professional stardards of practice,
the comprehensive person-conterad cars pian,
and the resldents' goals and preferences.

{1} Dialysis. The facility must ensure that
residents who reguire dlalysls recelve such
services, consistant with professional standards
of practice, the comprehensive person-centered
care plan, and the residents’ goals and
preferences,

This REQUIREMENT Is not met as avidenced
by.
Based on clinical record review, hospital record
review, family Interview, and staff Interview, the
facliity fallad to complete ongolng assessments of
a resident's pain by a quaiified nuise and failed to
provide pain medications after indicators of pain
presentad for 1 out of 16 current residents
revlewed (Resident #3). The facliity continuatly
lghored the resident's request for pain medication
over a minimum pariod of 8 hours who had a
recent amputation of the forefoot and faiiad fo
provide a dally dresslng change to the surgical
site. The facility fajlures lead to Rasident #3
seaking freatment at the haspltal. Based on
record revisw, staff interview and facliily poiley,
the faciiily falled fo assess and Intervene for 1 of
15 current residents reviewed {ResidenBi?). The
facility reported a census of 90 residents,

1. The Minimum Data Set (MDS) dated 7/20/17
for Resident #3 identifiad the resldent admitted on

71317 with a Brief Interview for Mental Status
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{BIMS) score of 15. A score of 15 indicated intact
cognitlan. The MDS revealed the resident
required the exfensive physical assistance of 1
persan for bed mability, transfers, dressing, and

| toilet use. The MDS revealed the resident

indapendent with locomation on/off the unit and
the resident utlilzed the use of a walker and
wheelchalr. The MDS documentead diagnoses
that included diabetes, traumatic amputation of
right great {oe, history of diabelic foot ulcer, and
cellulitis (inflammation of cells). The MDS
recorded the resident recsived scheduled and
PRN (as needed) pain medications for pain
management, The MDS documanted the
rasident experienced pain frequently rating the
worst paln in the previous 5 days a 6 on a scale
of 10 (with 0 indicating no pain and 10 the worst
paln Imaginable). The MDS recorded the
presence of surgical wounds with the surgical
wound care, The MDS documented the resident
received |V (intravehous) medications.

The care plan focus areas revisad on 7317
idantified the resident with a wound and infectlan
in his/her right lower extremity post amputation
and at risk for skin impaiyment related to
decreased mobility and medical diagnosis. The
care plan directed staff fo: educate the
residentfamily/staff regarding praventative
measures to contain the infection; give all meds
and W therapy as ordered; and asseas the
resident’s skin with any dressing changes,
bathing, dressingfundressing, and update the
rasident's physician as needed.

The Dismissal/interagency Instruction Sheet
dated 7/13/17 at 12:00 p.m. directed the following
Discharge Instructions Madication Orders for
Resident #3:
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a, Norco 5326 {narcotlc paln pill with 5 miligrams
(mg) hydrecodone and 325 mgy of Tylehal); take 1
tab by mouth every 4 hours as needed for paln

b. Change dressing to right lower extremity (RLE)
dally with adaptic (hon-adhering gauze}, gauze,
Kling (absorbent gauze rofl), and lightly wrap AGE
bandage

The Progress Notes dated 7/13/17 at 6:20 p.m,,
written by Staff E, Unit Managet/Registered
Nurse (RN}, dosumented a general note. Staff E
wrote she pulled 2 tabs of Norco 5/325 from the
e-box per pharmacy Coda #WC02IATSY. The
nofe did not Indicate what Staff & did with the
narcotic pain pils.

The Progress Notes dated 7M13/17 at 7:43 p.m.
documented the resident admitted at 4:10 p.m,
with pain In the right foot. The note recorded an
incision at the amputation site of the toes of Fght
foof with sutures intact, top of foot sare area, and
boot on right foot. The entry did not indleate that
any pain madication given {o the resident.

The Initlal Nursing Evaluation and Vitals dated
THM3IN7T at 7:47 p.m., documented a resident
assassment, The assessment did not assess
pairt and did nat indicate that any pain medicatlon
given to the resident,

The Paln Assessment dated 7/13/17 at 8:07 p.m.
documented:

A. Pain Presence - paln of hutling at any fime in
the last 5 days

Answer: Yes

B. Paln Frequency - how much ime axperiancad
pain or hurting over the last & days

Answer: Almost constantly

D. Pain Intensity -~ numeric rating scale 00-10
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Answer: 8

E. Indicators of Paln or Possible Pain
Answer: vocal complaints of paln

F. Frequency of Indicatar of Pain or Possible
Pain

Answer: [ndicators of pain for 3 to 4 days

G. Paln Management

1a. Desaribe freatment, any side effects and
effectiveness

Answer: Hospltalized

2a, Descrlbe administratlon patterns, any side
effects and effectivenass

Answer: Effective, brings paln to a 5-6 which is
folarahle

RN Analysis of Pain and Plan

Answer; Patfent has paln that is controlled.
The asseasment did not indlcate that any pain
medication given 1o the resident.

The Comprehensive Evaluation of Skin
Inspection and Risk Factors, dated 7H3M7 at
7:57 p.m., documerited a skin assessment. The
assessment recorded a surgical incision on the
right foss measured 15.2 centimetars (om) length
by 0.1 cm width by 0.1 om depth. The
assessment did not assess pain and did not
indicate that any pain meadication given 1o the
rasident or that a drassing change complated.

The Skilled Status Assessment dated 7/13/17 at
$0:00 p.m, documanted:

A. Neuro Checks

Question 8 - Please anter pain level, pain
inferventions used and if effectiva Describe
fraatment, any slde effects and effectiveness
Answer: Resident rafes pain 8 out of 10
Quiastion 8 - Does patiant have any surgical
wounds?

Answer: No
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SUMMARY STATEMENT OF DEFIGIENCIES

The assessment did not indicate that any pain
medication given {o the resident or that a
dressing change completed.

The Progress Motes dated 7/13/7 at 10:00 p.m.
documented a skdiled status note. The enfry
documented the resident skilled for PT/OT
(physical & occupational therapy) related to
transmetatarsal amputation, (surgical procedure
to remove the forefaot in cases where the fissues
in a patient's foot injured beyond repalr, more
extrame than a toe amputation), and RLE
osteomyelitis (infection of the bone). The entry
recorded the rasident rated his/her pain a é out of
10. The entry did not indicate that any pain
medicatfon given fo the residant.

The Skilled Status Assessment dated 7/14/17 at
4:20 p.m. documented by Staff A, Licensed
Practical Nurse {(LPN);

A. Neuro Checks

Question 6 - Please enter palh level, pain
interventions used and If effective Describe
traatment, any side effects and effectiveness
Answer: 10 ptn given with reflef obtalned
Question 8 - Does patient have any surgical
wotmnds?

Answer: yes

Question 8a - if yes, describe what type, and
treatment, any redness, drainage, or pain
Answer: Right transmetatarsal amputation,
change dressing to RLE dally with adaptic, gauze,
Kling, and lightly wrapped AGE bandage.

The assessment did hot Indicate thaf a dressing
change aclually completed just fisted {ype.

The Progress Notes dated 7H4/17 at 4:20 p.m.,
writtan by Staff A documented a sklfled stafus
note, The entry documented a 10 pm given with
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rellef obtained. The note recorded the resident
oriented to person, place, and fime. The nole
documenitad a surgical wound present with right
{fransmetatarsal amputation, change dressing to
RLE dally with adaptic, gauze, Kling, and lightly
wrap with ACE handage.

The Contraliad Medication Utllization Records for
Resident #3 documanted no Norco signed out on
7113M7. Tha record documented 1 Norco signed
out on 7MAF17 at AM.

The July 2017 Medication Administration Record
{MAR) docurnented Norco not given on 711317
and only given ance on 7/14/17 at 10:28 a.m. by
Staff Ce, Ceriffied Madlcation Alde (CMA).

The July 2017 Treatment Administration Record
{TAR) dooumented the dressing change
scheduled to be complaeted on the 6 to 2 shift.
The TAR reflacted a blank space on 7/14/17
which indicated the treatment not completed.

The July 2017 MAR roflected Staff H initialed a
check for monitorlng the resident's palnh and the
resident rated pain at a 10 level on 7/14/17.

The Madication Admin Audit Report dated 8/10/7
at 12:59 p.m, recorded Staff H signed off the pain
menitoring on 71447 at 5:29 p.m.

The Transfer/Discharge Report, signed by
Resident #3's family member on 7/15/17 at 12:10
a.m., recorded the family mamber took the
resldent an T7/14/17 at 9:00 p.m. to the hospital,
took stuff, and would be haclc for the rast. The
report reflected a print date n the top right hand
cornar of 7/16/17.
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The next Progress Note ocourred at 7/15/17 at
2:09 a.m., written by Staff AA, RN, Staff AA wrote
the resident's family member approached har at
approximately midnight and stated he/she picking
up the resident's belongings. Staff AAwrote the
family member stated at 9:00 p.m. hefshe fook
the resident ta the hospital without Informing staff
because concerned abott the resident's dressing
changes and not getting pain medication
routinely. Staff AA documented the family
member requested the names of staff who
worked the evening shift. Staff AAwrote the
family member reported the ER (emergency
room) satd they would probably admit the resident
and hefshe wouldn't be back. Staff AA recorded
she had the family member sign for taking
persenal belongings. Staff AA wrote she received
call from the ER doctor stating they had changed
the resldent's dressing and everything fooked
fine. Staff AA recorded the doctor reported they
gave the resident pain medication and would be
sending him/her back. Staff AA documented she
told the dactor the family member had just pleked
up persohal balongings and stated hospital
admiliihg the resldent and he/she wouldn't be
back. Staff AA recorded the doctor staled there
wasn't a need to admit and he would attempt to
get the family member to hring the resident back
to facifity. Staff AA documented the doctor asked
if the residant on the skilled unit and she toid him
yes., The enlry documented at approximately
1130 a.m. the resident refuned to the facllity
accompanied by the family membear. Staif AA
recorded the family member reported the
dressing changed and the resident had received
paln medication. Staff AA documented she gave
the resident medication at 1:50 a.m.,, the resident
went olitdaors for ¢igarette, and the resident
returned Inside at 2:30 a,m, going 1o bed, Staff
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AA dosumented she centacted the DON (Direclor
of Nursing) and Informed her of the situation,

The Emergency Department (ED) Discharge
Summary, documented on 7/45/17 at 1:06 a.m.,
recorded a DOS (Date of Service) of 7114/17 at
@:25 p.m. for Resldent #3. The Summary
documented the following paln medications given
at the hospital by IV Push (a syringe a medicine
pushed into the IV lne):

a. ondansetron (anfl-nausea medication) 4 mg at
10:27 pan.

b. hydromorphone (used to freat severe pain}
mg at 10:27 p.m.

c. hydromorpheone (also known as Dilaudid} 0.5
mg at 11:31 p.m,

The Summary recorded the resident departed the
ER on 7/15/17 at 1:06 am,

The ED Aduit Trlage Form, documented ah
7M4MT at 9:59 p.m., recarded at 9:54 p.n.
Resident #3 complained of a pain score of 10in
the tefi leq described as constant, thrabbing.

The ER Progress Note Form, documented an
7517 at 1:03 a.m., recorded at 1:00 a.m.
Resident #3 foot rewrapped with emulsion, 4 by
4's, KiingfAGE after additional dose of IV pain
madication given.

The ED Physician Notes Final Report,
documented on 7A1517 at 1:23 a.m., included the
following documentation recorded for Resident
#3:

History of Present lliness: Patient presented with
right, foot pain; complalned of saver right foot
pain; family member upsst hecause stated the
dressing to the right foot not changed since
arriving at the facility; also stated upsst because

F 308
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facility not giving pain medication; the last dose of
Norco sometime in the early moming; and
Resldent #3 stated the nurse tald him/her hisfher
paln pills had run out,
Reexamination/Resvaluation; After 2 doses of
Ditaudid patlent's pain now under adequate
control. Called the facility and had a conversation
with a nurse named (Staff AA). She does tell me
that they have orders for dressing changes fo the
right foot daily. She cannct iell me wien they
have not yet been done. They also have a
prescription for Nerco fo be givan to the patient
schedulsed for pain. She cannot tell me why the
patlent not provided with this easller, She does
however have a prascription and does not need
any further orders. The dactor discussed the
Importance of following physician orders as
directed. The doctor noted the dressing to right
foot reapplied hy RN.

Impression and Plan:

Diagnosts acute postoperative paln of right foof,

in a famlly interview on 8/7/17 at 3:25 p.m.,
Residant #3's family member expressed concern
the resident did not recelve paln medications the
day of and after admit. The family member
confirmed the residant admitted on 7/13/17. The
Tamily member stated on 7114/17 he/she asked 3
staff if the resident recelved pain madication but
fold the computer showed i had not been glven,
The family member said staff [nformed him/her
the pain medication not scheduled fo be given,
anly orderad as needed avery 4 hours. The
family member reported the 3 staffto ba: Staff H,
LPN; Staff CC, CNA (Cetiifled Nurse Alde); and
Staff G, CNA. The family member stated hefshe
did not beliave any staff took pain medication
from an EKIT (emergency medicine box

F 309
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containing certain backup medicationsin a
facility) to give to the resident. The famlily
member reported the day of admit, a staff nurse
ramoved the resldent's dressing and pui it on the
floor. The family member stated after the nurse
did an assessment, she pul the same dirty
dressing back on the resident. The family
member stated the nurse informed him/her the
facility had not ordared new dressings yet, The
family member commented the facility had bean
aware the rasident would be admitting and they
should have had the dressings ready. The family
membetr stated oh 7/14/17 the resident told
him/her he/she had asked for quite some fime for
pain pliis. The family member reported the
rasldent requested hefshe bring the resident's
pain pills from home. The famlly member stated
the nurse offered the resident a Tylenol. The
family member reported when he/she came info
the facility no one at the nursing siation so hefshe
grabbed the resident from the smoking area to
take him/her to the ER {(Emergency Room). The
family member stated at that time the resident's
dressing blesding through the ace wrap and Into
the hoot. The family member said he/she
concemed about infection as the resldent already
hiad infection in the bone, the resident diabstic,
and he/she did not want the resident fo have their
foot amputated. The famlly member stated
he/she loft with the resident around 9:00 p.m. to
9:30 p.m. The family member reported the facillty
gave the resident a pain pill around 10:00 a.m.
only on 7114417,

In an interview on B/8/17 at 11:00 a.m,, Staff A,
PN, reported familiar with Resident #3's care.
Staff A recalled the day of 7/14/17 she stayed
over o gst charting done, Staft A commented
she did not Jike to do charting till the end of a
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shiff. Staff A said med aides assist the nurses to
administer pills and the med aldes must (et the
nurses know If they give a pain pill because the
nurse ngaded to do an assessment. Staff A
reviewed her charting from that day and stated
she wrote an end of day summary, Staff A said at
the end of the shift she looked back at what the
CNA's and med aides told her. Staff A stated the
resident reparted a pain level of 10 and a pain pill
given at 10:26 a.m. by Staff Co. Staff A stated she
naver gave the resident any pills and the pain
rating of a 10 reflected the pain assessed at
10:26 a.m., not at 4:20 p.m. whan she actually
complated charting.

In an interview on 8/8/17 at 11:30 a.m,, Staff H
stated she worked for the facility for 6 weeks.
Staff H acknowledged slightly famfllar with
Rasidant #3's cares. Staff H reported she
recalled 1 instance when the resident's PRN
hydrocodone {narcotic palih medication) did not
come In from the pharmacy. Staff H stated the
resldent's pain pill PRN, but the resident expected
the pills every 4 hours, Staff H commented the
resident did hot get pills automatically, only If
he/she showed signs/symptoms of pain, Staff H
stated she did not want to give the resident pain
pills because she did not want to make the
resident dependent on pills or drug the resident
up. Staff H stated honestly, the mead alde
assesses for pain and gives pain pills. Staff H
sald residents need to go to the person on the
medication cart if they want pain pills because
nurses ate for phone calls and skllled
gssessments, Staff H reporied skilled nursing
assessments done anee a shift on the st and
2nd shifis but not en 3rd shift, that would be
redundant. Staff H respondsd if she did not
maka a skillad status note that day she probahly

F 309
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worlced short staffed. Staff H reported on 7/14/17
she worked on the Northside for the 15t time and
racalled having 3 extra hours of charting. Staff H
statod Northside fast paced, a lof te take on, and
it took adjustment to work that side. Staff H said
Southslde not as critical as the Northside which
had more frequent specific needs, Staff H
reporied at that fime she did not pticritize when
pills due but she did now. Staff H commented
she had been a littfe overwhelmed, Staff H
stated, honestly, the resident very angry when
helshe arrived to the facility. Staff H said the
resident felt ha/she did nat get things promised
hefore admission and tha resident wanted a pain
pill whenever helshe wanted it. Staff H recalled
the resldent called for her bacause hefshe did not
want the med aide. Staff H stated she informed
the resident his/her order for PRN only and the
resident got upset saying he/she would bring their
pills from home, Staff H stated she then told the
resident he/she cauld have Tylenol but
unforiunately, the resident adamant hefshe
wanted a pain pill. Staff H said she did not know
why the resident didn't get a paln plll, StaffH
stated she did not recall the resident's dressing
changes excapt that the resident havd ta find at
fimes. Staff H sald the resident spent time
roaming with famlly and outside smoking. StaffH
stated the rasident hard to track down, so if she
did not sign the treaiment then it was because the
resident not available, When fold the resident
wenti to the ER on 7/14/17, Staif H responded she
wandered if the resident just tried to get more
paln piils. Staff H stated the more she talked In
the interview the clearer the issue hacame fo her,
Staff H sald she recalled the resident arrived with
an abnormal number of plils; 3 of each med.

Staff H racalled the last hydrocadone plil used
and she had to await authorization from the
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pharmacy to open the EKIT for narcotics. Staff H
commented pharmacy readily available at al}
haurs, however, when she had 30 residents who
alf needed something from haer, calls from
doctors, a resident already angry about not
getting pain meds; it was not her problem the
medication not scheduled to give routinely. Staff
H stated she couldn't do everything
simultansously and she had to priaritize a
resident's chest pain that needed to go to the
hospital, Staff H stated the pain pllt Imporiant
also and she did the best sha could, but the
rasident well enough fo ge out to smoke. Staff H
sald the prlority of the resident with chest pain
took a chunk of time and working ont Northside
there's no time for anything to go wrong. Staff H
stated up unfll a little bt ago, they staffed just 1
nurse and 1 med aide on Northside; now they
staff 2 nurses, Staff H reported she asked the
resldant to exarcise patience because he/she did
not show any signs of non-verbat pain. Staff H
stated again, she offered the resident Tylenal but
he/she said no, they wanted a narcotic, Staff H
said she did tell the resident he/she could not
take the medicine from hame, SiaffH
commertted she felt the resident easily not
pleased that day, bifter about meds not belng in,
and she was in a terrible situation with not
esnough staff,

In an interview on 8/8/17 at 12:28 p.m., Staff AA,
RN (Registered Nurse), stated she wotked
overnights 1 day a week on Fridays and
acknowledged familiar with Resident #3's cares,
Staff AA recalfed working on the overnight of
7{14/17 golng into the morning of 71517, Staff
AA reporied she did not know the resident not
there. Staff AA stated the nutse before her did
not tell her the resident gone. Staff AA said

My
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Resident #3's famlly member came after midnight
somsiime faking all belongings cut, something to
do with upset about a dressing change. Staff AA
stated the family member left then she received a
call from the ER sayihg ths resident ready to
return to the facllity; the dressing off and they
redressed the wound. Staff AA said she gave the
rasldent a pain pill upon return to the facliity.

Staff AA clarified sha dld not know if the shift
before het knew the resident went to the ER but
she did not know. Staff AA stated the family
member told har hefshe did not tefl anyone;
hefshe so mad the dressing change not done and
no paln plif glven, helshe Just took the resident.
Staff AA recalled pain pills available for the
restdent, Staff AAremembered 3 pain pills In an
envelope from the EKIT. Sfaff AA said the
pharmacy nesdad to hear an lowa approval
numbar {o give the okay to take so may out of
sfock. Staff AA stated she called the pharmacy
and they raporfed a whols card, (contains pills
packed to punch out of a bubble pack - usually a
month’s worth at a time), of medicine should be at

Ihe facility, Staif AA sald, sure enough, she found

3 pills in an envelope and a whole card. Siaff AA
concluded, s¢ we had the pain plils avallable to
giva,

In an interview on 8/9/447 at 10:08 a.m., the DON,
stated she addressed that CMA's could not
assess for paln or affectiveness of pain pills in
mastings the last 3 months., The DON stated the
CMA's could give a pain pill after a nurse
assessed the pain. The DON stated & would be
out of the scops of practics for a CMA to assess
paln.

On 8/9H7 at 11:23 a.m, a follow-up phone
interview conducted with Staff H to ask why she
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had no idea why she signed out a plll on the

the MAR or in the nurses notes, but she
she signed it out.

On 8/9/17 at 2:10 p.m., Staff H atrived at the

on 7THOMT at 1:00 a.m. Staff H verified her

fratning taught her to assess a resldent befors

required her to rate the resident's pain for pain
assessmenis,

2. According to the MDS assessment dated
7/18/17, Resldent #7's dlagnoses included
hypertension, fracture, hamipledia or

loss of consciousness of unspeclified duration,
The MDS documented long and short term
memory probiems with severely Impaired
cognitive skills for daily decision making. The
assessment documenfed the resident the
assistance of one staff with tofleting,

Review of the resident's Care Flah updated

howel and bladder at times, The care plan
directed the staff fo assist with perfcare and

signed out a nargotic on 719717 at 1:00 a.m. but
failed to document anywhere elso that she gave
the pain pill to the resident. Staff H stated she

narcoiic count sheet and sald not going to own up
to lt. Slaff H commeitted she guaranteed though,
if she signed out a pill she gave It, Staff H stated
sha did not know why she did not document on

guaranteed she gave the paln pill {o the resident if

faclifty for an in-person interview. Staff H stated
she did not take the narcofic paln pill slgned out

signature on that date and time, Staff H stated
she did not document an non-verbat signs of pain
if not displayed, Siaff H acknowledged her nurse

glving & pain pill. Staff H stated the facility only

hemiparesis, fraumatic subdural hematoma with

5/22/17 revealed a focus on being incontinent of
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incontinence care as needead, that the resident
used a tollet and wore Incontinent products.

Review of a facsimile o the Medical Directar
dated 2/14/17 {identified by the Director of
Nursing (DON) as a copy of the bowel policy)
revealed a request for a bowel protocol and
standing orders far all current residents and all
new admissions as long as thers are ho
allergles/adversa reactions.

The protocol instructed:

On day 3, if no bowal movement (BM), administer
Milk of Magnesia {(oral laxative) 30 cublc
centimeater (cc) orally daily as needed or
Bisacodyl {oral laxative) 5 milllgrams (mg) tablets
1 or 2 tablets daiiy as needad.

On day 4, if no BM, insert Dulcolax (stool
softener)t( mg suppostiory rectally dally as

On day 5, if no BM, notify the primary care

Review of the efectronic bowel movement history
form revealed the staff recorded bowsl
movements {BM) for the resident on:

F 309
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Review of a progress note dated 7/12/17 at 5:08
AM revealad that the resident had no BM for §
days.

Review of another progress note dated 7/25/17 at
5:25 AM reveaied that Resldent #7 had no
dacumented BM for 5 days,

Review of the medication adminlstration record
{(MAR) dated 7/4/17 - 7/3117 revealad the facllity
documented the administration of Bisac-Evac
Suppository {rectal sfimufant) one as needed on
712117 at 5:09 AM and 7/25/17 at 5:25 AM.

Review of the MAR dated 7H/M7-7f31/117
ravealed the faciilly documented the
adminlstration of Milk of Magnesia oral
suspension {(oral laxative) 30 milliliters {mf} on
7/28117 at 8:08 AM only.

483.24{a){2) ADL CARE PROVI|DED FOR
DEPENDENT RESIDENTS

(a)}(?) A resldent wha is unable to carry out
activities of dally living recsives the necessary
sarvices to maintain good nuttifion, grooming, and
personal and oral hyglene,

This REQUIREMENT is not met as evidenced
by:

Based on clinical record review, resident
interview, facillty policy review, chservation, famlly
interview, Resident Councll minutes and group
interview, the Tacility falied to provide tollating
assistance for 2 residents (#1 and #3), fafled to
provide bathing asslstance for 6 residents (#7,

F 309
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#11, #12, #2, #9, #3) and 7 out of 7 residents
present for the Group resident interview and
fallad to provide eatlng assistance for one
resident (#4) of 15 current residents reviewed.
The facillty reported a census of 90 resldents.

Findings include:

1. According to the Minimum Data Set (MDS)
assessment dated 7/13/17, Resident #7's
dlagnoses included hypertension, other fraciure,
hemiplegia or hemiparesis, traumatic subdural
hematoma with loss of consclousness of
unspacified duration. The MDS documentad long
and short term memory problams with severely
impaired cognitive skills for daily decision making.
The assessment documented the resident
required the assistance from 2 or more staff with
bathing and ufilized & wheelchalr for mohbility.

Review of the Care plan updated 522/17
revealed & foous on dressing, graoming and
hathing. The care plan dosuimentad the the
resldent required assistance of one staff with
bathing, dressing and groaming and may take a
shower or bed bath, The care plan also focused
on the resident's risk for skin impairment The
care plan directed the staff to observe the
resident’s skin during the bathing process at least
weekly and report any changes to the charge
nturss,

Review of a follow up questioning report
regarding bathing revealed the resident received
& bath on the following days between
6HM7-BI9MT:

7HOMT

THB8MT

7120M7
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2. According to the MDS assessment dated
5/17117, Resldent #11's diagnoses included hsart
failure, gastrointestinal esaphageal reflux
disease, renal insufficlency, urlnary tract infection,
deprassion, aloohol abuse, hypokalemia, fafty
liver, acute pancreatitis, underwslght, enterocolitis
due to clostridium difficlle and acute cyslilis with
hematuria {blood in the urlne). The MDS
documented a BIMS of 14 indlcating intact
memory and cognition, The assessment
documentsd the tesident required the assistance
from 2 ar more staff with personal hygiene and
ufllized a walleer and wheelchair for mabillity.

Reaview of the Care plan updated 6/2/17 revealed
a focus o assistance with dressing, grooming
and bathing due to weakness from a recent
hospitalization. The care plan documented the
the resident required minimal assistance from
staff with dressing, grooming and bathing. The
care plan also focused on wounds present upon
admission and a nephrostomy (urine drainage)
{ube, The care plan directed nurses to aasess the
resident's skin weekly.

Review of a follow up questioning report
ragarding bathing revealed the resident received
a bath on the following days between 6/1/17 and
8/9/17:

6/1/17-resident refused

6/5/17-resident refused

6/12/17-rasident refused

6115/ 7-resldent refused

6/19/17-resident refused

6/22/17-rasident refused

8/26/17-resident refused

6/27#t7-rasident refused

6/28/17-rasident refused
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710 7-resident refused
7118017

During an inferview with Resident #11 on 8/10M7
at 9:657 AM, the resldent stated that he/she has
refused to bathe at imes but staff did not offer
the resident 2 baths per week, '

3, According to the MDS assessment dated
7/717, Resldent #12's diaghoses includad
hypertension, dlabetes mellitus, depression, a
pressure sore of sacral region (Stage 3), an open
wound of unspedified buttock, candidiasis (veast
Infection) of the skin and nalls and morbid
obesily. The assessment dooumented Resident
#12 enterad the facllity on 6/30/17 and that
bathing at not vet occurred at the time of the
assessment, The MDS documented a BIMS of
15 Indicating infact memory and cognition. The
assessment documeanted Resldent #12 required
the assistance of 2 or more staff with bed
mability, transfers and walking in their room,

Reviaw of the Care plan updated 6/30/17
revealed a focus on skin documenting the
resident has a skin issue. The care plan
Instructed the nurse to observa the skin af least
weekly during the bathing process,

The fallow up quastioning repart ragarding
bathing documented the resldent refused a bath
on 71817 and received a bath on 7/28/17 only.

Review of a facility policy entitied Bathing, dated
June 2017, revealed that a minimum of &
complete tub bath or shower once a weak shall

be provided for all residents of more often if
deshrad or necessary. Attimes, a complate bad
bath will be substituted for a tub bath or shower. A
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minlmum of weeldy shampoos and assistance
with dafly hair grooming as heeded,

4. The MDDS assessment dated 7/10/17 identified
diaghoses for Resident #1 that included
hemiplegia (paralysls on one side) and
postprocedural cerebrovascutar infarction
following other surgery (stroke following surgery).
According to the MDS, the resident required the
extensive assistance for bed mobility, transfer,
dressing and tolleting. The MDS indlcated the
resident had a BIMS scare of 15, Indicating no
cognitive impairment.

The Care plan dated 7/7/17 revealed a foous of
the need for assistance with toileting with an
intervention far need of asaist timas 1 for tolleting
nesds.

An Interview with Resldent #1 on 8/9/17 at 1:45
p.m. revealed shefhe is not gelting to the
bathroom when they need io go. The resident
stated there is only one staff working down their
tall, the aide has come to answer the light and
tells the resident to hold for a while and then the
aide never retumns. Resident #1 siated s/he has
waited up to 3 hours for the call light to he
answered.

5. Tha MDS assessment dated 5/25/17, identified
dlagnoses for Resident #2 which included
Parkinson's disease, depression and
Non-Akzhelmes's dementia (deteriorating
conditian). According to the MDS, the resident
required extensive assistance for bed mobility,
locomotion and dressing and depsndent with
transfers, tolleting and bathing. The MDS
indicated the resldent experlenced severely
Impaired cognitive skills for dally decislon making.
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Review of Schedula for May 2017 for rasident #2
revealed staff did not pravide the resident a bath
from 5/23/17 to B/30/17.

6. The MDS assessment dated 7/13/17 identified
diagnoses for Resident #3 that included
cerebrovasaular accldent (GVA), neurogenic
bladder, anxlsty disorder and depresslon, The
assessment documented the resident needed the
assistance of 2 staff with tollat use and personal
hygiena and sthe expetlenced frequant urinary
and bowesl incontinence, The MDS ndicated the
resldent has a BIMS of 15.

Review of the Care plan dated 1/1017 for
Resident #3 revealed a folleting focus with an
intervention for extensive assistance of 2 staff in
tolleting.

An ahservation on 8/8/17 at 9:58 a.m, call light
turned on in Resident #9's room 3. An inlerview
with Resident #9 an 8/8/17 at 10:06 a.m. revealed
that the resident nesdad to go to the bathroom.

An observation on 8/8/17 at 10:19 a.m. revealed
call light on until this fime when Staff D, CNA
antered the room, turned off the call light and
then left.

An interview with Resident #9 on 8/8/17 at 10:19
a.n, revealad the alde (Staff D) said he/she
would have to wait awhile. Resident #9 stated
s/he also had to walt in the morning to get out of
bed because of the lack of staff. Sometimes,
siaff did not assist the resident to get up untit 10
a.m.

Ohsaervation an 8/8/17 at 10:29 a.m. revealed

FORM CMS-2467{02-09) Praviolis Varaions Obsolale

Event i0:B25811

Fadllity ID: 1A0428

If continuation sheat Paga 57 of 171




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

PRINTED: 08/31/2017
FORM APPROVED
OMB NO, 0938-0391

STATEMENT OF DEFICIENGIES (X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

165161

(X2) MULTIPLE CONSTRUCTION

A, BUILDING

B. WING

{¥3) DATE SURVEY
GOMPLETED

0811512017

NAME OF PROVIDER OR SUPPLIER

TOUCHSTONE HEALTHCARE COMMUNITY

STREET ADDRESS, CITY, STATE, ZIP CODE
1800 INDIAN HILLS DRIVE
SIQUX CITY, IA 51104

(XD
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENGIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATICHN)

iD
PREFIX
TAG

PROVIDER'S PLAN OF GORREGTION

DEFICIENGY)

(X5}

{FACH GORREGTIVE ACTICN SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE

DATE

F 312

Centinued From page 57

Staff D took & stand up liff Into another resident
room,

An interview on 8/8/17 at 10:30 a.m. with Staff £,
Unit Manager/Registered Nurse (RN}, tevealed
she spoke o Resident #9 and knew of the
rasident's need 1o use the bathroom. At 10:34
a.m, Staff E and an LPN entsred Residant #9's
room with a mechanical ift and shut the door,

An interview on 8/9/17 at 12:08 p.m. with
Residant #9 revealed sfhe had trouble with the
call ight again last night. Resident #9 stated the
call light was on from 9 p.m. to $:45 p.m. befors
anyone answeted i,

An interview on 8/15M7 at 8:30 a.m, with the
Director of Nursing {DON) revealad her
expeatations with bathing waould be the resldents
would get 2 baths a week.

in an interview on 8/10/17 at 9:45 a.m., Resident
#9 confirmed he/she had not recelved a bath.
Reslident #9 stated supposed to get a hath the
previous Friday but staff did not offer It. Resldent
#9 sald hefshe had only 3 baths in the past month
and stated s/he felt glad bathing was reviewed,
Observation reveatad Resident #9's hair
appeared greasy and stilngy at the fime of the
Interview. Resident #9 stated staff had not
washead his/her hair.

7. The MDS assessment dated 7/20/17 for
Resident #3 ravealed the resident required the
physical assistance of one with bathing. The
MDS documeanted the resident's diagnoses
included diabetes, fraumatic amputation of right
great toe, history of diabetic foot ulcer and
cellulitis {inflammation of cells),

F 312
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The Gare plan focus areas revisaed on 7/13/17
identified the resldent needed assistance with
ADLs {Activities of Dally Living) related to weight
bearing staius, deconditioning, safely and health
decline. The Care plan directed staff to assist the
rasident with dressing with 1 fo 2 staff and sthe
transfers with 2 staff, gait belt and walker.

The Dismissal/interagency instruction Sheet
dated 7H53/17 at 12:00 p.m, directed the following
Discharge Orders under Discharge Activities for
Resident #3:

a. May shower; non-weight bearing fo right lower
leg

The Follow-up Question Report for 741/17 through
7131147 reflected bathing support provided for the
resident on 7H8/M7 and 7720117 only. The report
lackad any documentatlon of resident refusals to
bathe.

8. The Resldent Councll minutes dated 5/20/17
documented under the Nursing section thal baths
wera not getting done and one resident went 2
weeks without a bath.

The Residant Council minutes dated July 2017
documentad under the Nursing section that
residents want a bath at a set time so they know
wheh going to get the hath and they till not gslting
a hath 2 times per week.

9, The 6/29/17 MDS assessment recorded
Resldent #4 had severely Impaired memory and
cognitior; s/he naver or rarely made decisions,
Resident #4 requlred the assistahce of 2 staff for
bed mobility and fransfars and the asslstance of
one staff in order to eat, The MDS also racorded
Resldent #4 had Non-Alzhelmer's dementia.
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The 12/26/16 revised Care plan recorded

Resident #4 needed assistance acfivates of daily
living {ADL's) and ate poorly. The 5/26/15 revision
recorded the Resldent # 4 somefimes had
behaviars during meal fimes and {o have the
charge nurse or designee supervise during meal
tirmes outside of the dining room (such as Nook or
Murses station). The care plan also instructed the
resident needed encouragement and supervision -
while eating in the Southside nook.

The bedside Kardex Report {a short version of
the Gare plan) isted under Eating/Mutrition that
Resident #4 ate in the Southside nook, with
encouragement and supervision,

Qbservation on 8/7/17 at 12:53 p.m. revealed
Resldant #4 sat in the Southside lounge area
glone with a food tray in front of him/her. The tray
had Y cup of liquid supplement left and ho food
aaten with flies on the resident’s food.

Observation on 8/8/17 at 1:41 p.m. revealed
Rasident #4 sat alone In the Southside lounge
area, pounding on a food tray In front of him/her
and yeiflng 'help, help' with no staff In the area,

Observation on 8/15/7 at 8:53 a.m. revealed
Resident#4 sat alone in the Southside lounge
area with his/her ayes closed with a coverad food
fray. The milk and the julce on the tray had not
been opened and no staff worked in the area.

During an interview on 8/8/17 at 10:10 a.m. with
Staff K CNA stated the Kardex In the computer
tells staff evarything thay need to know on haw to
take care of each resident.

F312
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10. During a Graup resident interview on 8/2/17
at 1:16 p.m., 7 out of the 7 residents In
attendanhce stated that 55 residents have baths
scheduled on Monday and many of the baths do
nat get done. One resident stated helshe had
therapy schadulad at the time staff wanted to give
him/her a bath and staff did not come back either
that day or the next day to offer it

483,25(b){1) TREATMENT/SVCS TO
PREVENT/HEAL PRESSURE SORES

{b) Skin Integrity -

(1) Prassure ulcars. Based on the
comprehenslive assessment of a resident, the
facifity must ensure that

(1) A resident receives care, consistent with
professional standards of practice, to prevent
pressure ulcers and does not develop pressure
ulears unless the individual's clinical condition
demonstrates that they were unavoldable; and

{li) A resident with pressure ulcers recelves
necessary treatment and setvices, consistent with
professional standards of practice, fo promote
healing, prevent infaction and prevent new ufcers
from developing.

This REQUIREMENT is not met as evidanced
hy:

Rasad on clinical record review, obsearvation,
staff interview and facility policy review, the facility
failed to prevent the development of a pressura
sore for 1 of 4 residents reviewad who had
pressure sores (Resident #13). The facility
reported a census of 90 residants,

| Findings include:

Fai2

F 314
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The Minimum Data Set (MDS) assessment datad
6/15/17 documented Resldent #13 had diagnoses
of neurogenic bladder, quadriplegia, chronie lung
disease, methicllila susceptible staphylococcus
infection and other disorders of the peripheral
nervous system. The resldent scored 15 on the
Brief Interview for Mental Stalus (BIMS),
indicating intact memory and cognitive
fupctioning, The MDS ravealed the resident
required the assistance of 2 staff with bed
mobliity , transfers, dressing tollet use and
personal hygiene acfivities. The assessment
identified Resldent #13 as at risk for the
development of pressure ulcers and sfhe had two
Stage 2 pressure ulcers at the time of the
assessment. The resident's admission MDS
assessment dated 3/16/17 revealed s/he had no
pressure ulcers present during the assessment
period.

A Braden Scale For Predicting Pressure Sare
Risk form dated 3/10/17 revealed the rasident
scored 14 and represented at maderate risk for
pressure sore development.

Review of the care plan dated 3/10f17 revealed a
focus on skin issuias related to radness on the
resident's bottom and pressure areas on bllateral
{both} heels. The cate plan included
interventions to;

Assist with position changes as needad;
Complete freatments as orderad;

The resident choases to wear only socks and
sthe dld not wish fo use padded wheelchair
pedals (initated 7/717);

Wear Prafo (offoading) boots when in bed;
A pressure redisirlbution matiress on the bed;
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A nurse would observe skin at least weekly during
the bathing process.

Review of a facsimile {fax) daled 5/20/17 at 1524
{3:24 PM) to the physician revealsd the resident
had open areas to bolh Achilles tendon areas with
the left measuring 0.5 cantimeters (cm) by 0.5 om
with yellowish scab. The right measured
unknown {documentation blanked out) by 0.5 cm
with a yellowlsh scab. The fax documented the
areas were cleansed, patted dry and coverad with
Mepilex (a dressing). The physiclan ihquired if
this was due to footwesar and orderad an
occupational therapy {OT) evaltiation.

Raview of the resident's record revealed staff
completed thi Initial Weeldy Wound
Documentatlon on B/7/17 on the right heel. The
form documented staff notiffed the physiclan on
6/2/17. This assessment documented the right
posterior heat measured 1.1 emby 1.6 cmata
Siage 1,

Revlaw of the rosident's record revealed staff
completed the initiaf Weskly Wound
Documentation on 6/7H7 on the left hesl The
form documentad staff notified the physician on
6/2/17. This assessment documentad the laft
posterior heel measured 3.2 cm by 1.6 cm by 0.1
ata Stage 2.

The Initial Weekly Wound Documentation form
also instrusted the initial wound sheet should be
completed when a wound is first discovared.

Review of a Progress note dated 5/31/17 at 11:42
AM, revealad that the wound to the back of the
loft Achilles aroa appeared to be worse. Staff
placed a call to the physician ta get an order for
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the wound clinic or to he sean in the office.

Review of a Progress note dated 6/2/17 at 2.06
PM documented the Nurse Practitioner came to
the facility to see the wound on the resident's ieft
heel. The physician ardeted an oral antibiotic for
10 days for wound care. :

During an interview with Resident on 8/10/M7 at
11:30 AM, the resldent stated that he/she bought
a new palr of shoes that were about a 1/2 size too
big. The resident wore thém to appointments
during one week, The resident stated that he/she
cannot feal pain, but Is able to feel pressure. The
resident stated that he/she developed an open
area on the right heel during a rehab admission
elsewhere. The resident stated he/she had their
own air matiress that he/she brought with himther
as wall as Prafo boots. The resident stated that
hefshe wore Prafa boots anytime he/sho was In
bed and hefshe had no skin issues upon
admission to the facility. Durlng additional
Interview on B/14/17 at 11; 14 AM, Restdent #13
stated at the fime the blister {pressure ulcer)
farmed on the heel, hefshe wore socks in the
tennis shoes. The resldent stated at now hefshe
wears only socks and has discarded the tennis
shoes.

During an interview with the Wound Clinic Nurse
on B/14/17 at 1:18 PM, he stated the left heel was
a pressure ulcer. He stated the wound may or
may not hava been preventable duse to the
resident's noncompliance with treatment. The
nurse stated he had recommanded the resident
wear Heelmedix (off-Hoading) boots at ali times
but the resident refused. He also suggested the
resident wear Rook {offloading) boots but the
resident refused, The nurse staled if Resldent
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#13 had been weating an offloading boot, the
residant wouldn't have had tha heel issue.
Review of the facility's Skin Program policy,
ravised 4/16, revealed that on admission a
baseline assessmant of of the resident's skin
status will he completed within 2 hours of
admission. When a skin ulcer Is identified, a
comprehansive wound assessment will be
completed. Reassess the wound at least weekly.
F 323 | 483.25(d)(1)(2}r)(1)-(3) FREE OF ACCIDENT 323
s5=J | HAZARDS/SUPERVISION/DEVICES

{d) Accidents,
The facility must ensure that -

{1) The resident environment remains as free
fram accldent hazards as Is possible; and

{2) Each resident receives adequale supetvision
and assistance devices to prevent accidents.

(n) - Bed Rails. The facility must aftempt to use
approprigte alternatives prior o installing a side or
bed rail. If a bed or side rall is used, the facility
must ensure corract installation, use, and
malntenance of bed rails, including but not limited
to the following elements.

(1) Assess the resident for risk of entrapment
from bed rails prior to installation.

(2) Review the risks and benefits of bed rails with
the resident or resident represeniafive and obtaln
informed consent prior to Installation,

(3) Ensure that the hed’s dimensions are
appropriate for the resldent’s size and weight.
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Based on clinical record review, family interview,
staff Inferview, and facility policy review, the
facility failed to provide adequate supervision
during rounds and shift change leading to a
resident belng unaccounted for 1 resident out of
20 total resldents reviewed for adequate nursing
supervision {Resldant #3), The facility failed to
complele rounds in a manner to cheeck on all
residents whereabouts on 7/14f17 when Resident
##3 not in the building or on the premises when
shift change occurred at 10:00 p.m. The facility
remained unaware untll the resident's family
meamber reported to the facility at 12;10 a.m, on
71517 the resident being treated at the haspital
Emergancy Room, The findings constitule an
Immediate Jeopardy situatlon to residents,
Additionally, the facllity failed to provide
supervision of an unlocked medication cart so
that residents would not have access to
medications not prescribed to them, The facility
reported a census of 90 resldents.

Findlngs [nclude:

1. The Minimum Data Set (MDS) assassment
dated 7/20/17 for Resldent #3 Identifled the
resldent admitted on 7/13/17 with a Brief
interview for Mental Stafus (BIMS) score of 15, A
scote of 15 Indicated intact cognition, The MDS
revealed the rosldent required the extenslve
physlcal assistance of 1 person far hed mobility,
transfers, dressing, and tollet use, The MDS
reveaied the resident independent with
locomotion onfoff the unit and the resident utllized
the use of a walker and wheelchair. The MDS
documented diagnoses that included diabetes,
traumatic amputation of right great toe, history of
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This REQUIREMENT Is net met as evidenced
by:
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dlabetic foot vlcer, and cellulitis {inflammation of
cells).

The care plan focus areas revised on 7f13/17
idantified the resident: with a wound and infectian
in hisfher right ower extremity post amgputation, at
risk for skin impairment related to decreased
maobility and medical diaghosis; heeded
asslstance with ADLs {Activities of Dally Living}
related to weight bearing status, de-conditioning,
safety and decline In health; and at risk for falls
due to need for ADL assistance. The care plan
directad staff to: use a wheelchair for mability as
the resldent not ambulatory; assist bed mobility
with 1 staff, dressing 1 to 2 staff, toileting 2 staff
with use of a gaitbalt; and encourage the resident
to use the call light and request assistance for
any needs that required transfer or to reach
unsafsly.

The Progress Notes dated 7/13/17 at 7:43 p.m.
documented the resident admitted at 4:10 p.m.
with pain in the right foot,

The Progress Notes dated 7/13/17 at 10:00 p.m,
documented a skilled status note. The aniry
documented the resident skilled for PT/OT
(physical & occupational therapy) related to
transmetatarsal amputation, (surgical procedure
to remave the forefoot in cases where the tissues
in a patient's foot injured beyond repair, mote
extrame than a toe amputation), and RLE (tight
lowar extremity) osteomyelitis {infection of the
hone). The entry recorded the resident rated
hisfhet paln a 8 out of 10.

The Progress Notes dated 7/14/17 at 4:20 p.m.,
written by Staff A, Licensed Practical Nurse
(LPNY}, documented a sidifed status note,
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The Progress Notes lacked any documentation
by Staff H, LPN, on 7/14/17, who worked the 2nd
shift as Resident #3's charge nurse.

The Medication Admin Audit Report, dated
8/10/17 at 12:59 p.m., reflectad Staff H signed off
the pain monitoring on the MAR at 5:29 p.m. The
audif recorded Staff H documentad she
administered medications to the resident on
TH4M7 at the following times:

a. 2 medications signad off at 5:30 p.m.

b. 1 medleation signed off at 5:31 p.m.

¢. 4 madications signad off at 8:15 p.m.

d. 2 medications sighed off at 9:16 p.m.

e. 1 medication signed off at 8:17 p.m.

f. 1 medication slgned off at 919 p.m.

The Transfer/Discharge Repott, signed by
Resident #3's family member on 7M5/7 at 12:10
a.m., recorded the family member took the
rasident on 7/14/17 at 8:00 p.m. to the hospital,
took stuff, and would be back for the rest. The
report reflacted a print date in the top right hand
carner of 71517,

The Prograss Notes dated 7/15M17 at 2:09 a.m.,
written by Staff AA, Registared Nurse (RN), Stafi
AAwrote the resident's family member
approached her at approximately midnight and
stated hefshe ploking up the resident's
helongings. Staff AAwrote the family member
stated at 9:00 p.m. he/she took the resident to the
hospital without informing staff because
cancernad about the resident’s dressing changes
and net deiting paln medication routinely, Staff
AAwrote the famlly member reported the ER
(emergency room) said thay would probably
admit the resident and he/she wouldn't be back.
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Staff AA recordad she had the family member
sfgn for taking personal belongings. Staff AA
wrote she recelved call from the ER doctor stating
they had changed the resident's dressing and
everything looked fine. Staff AA recorded the
doctor reported they gave the resident pain
madication and would be sending him/her back,
Staff AA documented she fold the dactor the
family member had just picked up personal
belongings and stated hospital admitting the
resldent and hefshe woukin't be-back. Staff AA
recorded the doctor stated there wasn't a need to
admit and he would attempt to get the family
member to bring the resident back to facfiity,
Staff AA documented the dactor asked if the
resident on the skilled unit and she told him yas,
The enlry documented at approximately 1:30 a.m.
the resident refurned to the facility accompanied
by the famlily membet. Staff AA decurmented she
comtacted the DON {Director of Nursing) and
informed her of the situation,

The Emergency Department (ED) Discharge
Summary, documented on 7/15M7 at 1:06 a.m,,
recorded a DOS (Date of Service) of 7/14/17 at
9:25 p.m. for Resident #3. The Summary
recorded the restdent departed the ER on 7/15/17
at 1:06 a.m.

In & family interview on 8/7/{7 at 3:25 p.m.,
Raslidant #3's family meatber confirmed the
resident admitted on 7/13/17. The family
member stated on 7/14/17 1he resident tofd
him/her hafshe had asked for quite some time for
pain pills. The family member reported when
hefshe came into the faclity no one at the nursing
statlon so he/she grabbed the resident from the
smoking area to take him/her to the ER, The
family member sald he/sha concernad about
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infoction as the resident already had infastion in
the bone, the resident diabetic, and he/she did
nol want the resident to have their foot
amputated. The family member reported the
smoking area had no supervision while the
resident smoked. The family member repartad
the overnight shift did not know the resident gone.
The family member reported the overnight shift
nurse said the evening shift nurss, Staff H,
reported to her everyone in the building. The
famlly member stated hefshe left with the resident
around 9:00 p.m. {0 9:30 p.m. The family
member reported the resident had been allowed
to smoke alene. The familly member stated no
one called while thay were gone.

in a follow-up famlly Interview on 8/9/17 at 3:45
p.m., Resident #3's family member racalled
hefshe returned to the facifiy from the ER on
THMAIT to get Resident #3's clothing. The family
member stated he/she didn't take averything but
thought the resident would be admitted to the
hospital. The family member reported he/she
returnad {o the facility for clothes after 3rd shift on
duty, around midnigit fo 12:30 a.m. The family
member did not think or recall signing anything
for the belongings. The famlly member clarified
that at 9:00 p.m. hefshe looked for staff on the

| Northside, the nurses' desk, no ane in the office,

and hefshe assumed staff with other residents.
The family member stated she looked around far
about 5 minutes then left with the resident. The
family member reported the resident could-stand,
pivot, and transfer by hisfherself, but did need
help In the bathroom. Tha family member stated
he/she did not sign out in a book,

In an interview on 8/7117 at 4:15 p.m,, the
Administrator stated she was aware of a night
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when Resident #3 out of the bulilding without staff
knowledge., The Administrator sald she looked
Into the fact the resident's famlly member worked
for the facility in the past bui she could find no
record of the employment. The Administrator
stated the family membear must have warked for
agency staffing. The Administrator stated she
balieved the famlly membar must have separated
employment on bad terms because she talked to
the famlly member at length before about many
COncems.

In an interview on 8/8/17 at 11:30 a.m,, Staff H
stated she worked for the facility for & weeks.
Staff H acknowledged slightly familiat with
Residant #3's carss. Staff H reported skiifed
nursing assessments done ence a shift on the st
and 2nd shifts but not on 3rd shift, that would be
redundant. Staff H responded If she did not
make a skilled status note that day she probably
warked short staffed.

Staff H reported on 7/14/17 she worked on the
Northside for the 1st time and recalled having 3
extra hours of charfing. Staff H stated Norihside
fast pacad, a lot to take on, and It took
adjustment to work that side. Staff H said
Southstde not as critical as the Northside which
had more frequent specific needs.

Staff H commented she had been a little
overwhelmed. Staff H said the resident spant
time roaming with family and cutside smoking.
Staff H statad the resident could be hard to track
down. Sfaff H responded she did not know the
resident went out to the ER on 7/14/17, but
unsure if she knew that or not, because it
happenad 3 wesks prior, Staff H continued
stating she worked with the resfdent 3 times, did
nat recall that night, and did not understand how
the mix up happened becauss the resident had to

FORM CMS-2567(02-09) Pravious Veralons Obsolete Evant ID:B28811

Facillty Hx: 1AD429

¥ continuation sheet Page 71 of 171




PRINTED: 083172017

DEFARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OB NO. 0938-0391
STATEMENT OF DEFICIENCIES (%1} PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
165161 B, WING 08/ 52047
NAME OF PROVIDER QR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1800 INDIAN HILLS DRIVE
TOUCHSTONE HEALTHCARE COMMUNITY
_ o o SICUX CITY, 1A 51104
610 SUMMARY STATEMENT OF DEFIGIENGIES D PROVIDER'S PLAN OF GORRECTION " {xsi
PREFIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENGED 10 THE APPROPRIATE DAYE
DEFIGIENGY)
F 323 | Continued From pags 71 F 323

sign ouf at the front. Staff H then asked if the
surveyor saying the resident left that night without
her knowing. When told yes, Staff H responded
the residant's family member quite an advocate
when wants to be. Staff H stated she guaranteed
the famlly member didn't tell her then stated a
2nd time she knew the family member didn't iell
har, Staif H commented, “see this is what | mean
ahout the resident being hard to find." StaffH
reported residents who smoked tended to wander
and she could not see someone If they smoked
out front. Staff H stated, unfortunately, the family
member didn't say anything to anyone. StaffH
stated the more she talked the clearer tha issue
became to her, Staff H stated up until a lite bit
aguo, they staffed just 1 nurse and 1 med alde on
Northsids; now they staff 2 nurses,

In an interview on 8/8/17 at 12:28 p.m., Staff AA
stated she worked overnights 1 day a week on
Ftidays and acknowledged familiar with Resident
#3's cares,

Staff AA recallad warking on the overnight of
7H14/17 going into the morning of 7/16/17. Staff
AA reported she did not know the resident was
not there. Staff AA stated the nurse before her
did not tell her the resident was gone,

Staff AA sald Resident #3's family member came
after midnight sometime laking alf belongings out,
Staff AA stated the family member leff then she
received a call from the ER saying the resident
ready to reiurn to the facilify. Staff AA said she
informed the doctor the family member picked up
all stluff and the daoctor told har then mayba you™l
sae him/her maybe you won't.

Staff AA reported the family member then came
back to the bullding o say the resident couldn't
stay at the hospltal and asked permission to bring
the resident back. Staff AA stated she told the
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family member sure, Staff AA commented the
famlly member only stayed approximately 10
minutes once the resldent back, but ha/she said
they wanted to speak to the Administrator about
the siuation. Staff AA stated she called the DON
to repart the avent. Staff AA clarified she did not
know if the shift before her knew the resident
want to the ER but she did not know sither. Staff
AA stated the family membar told her he/she did
not tall anyone; hefshe so mad the dressing
change did not get done and the resident did not
get pain pills, hefshe just took the residant.

In an interview on 8/8/17 at 2:30 pan., Staff CC,
CNA (Cerilfied Nurse Alda), stated he did not
recall Resident #3. Staff CC said he did not recall
waorking on 71 4/17 or recall knowlng abouf the
resldent [eaving to the hospital..

In an interview on 8/8/17 at 2:45 p.m., Staff DD,
CNA, stated she worked overnights on hoth sides
of the building. Staff DD recalled she worked 1
night at 10:0G p.m. and someorne sald throughout
the shift, Resident #3 not there. Staff DD sfated
no one said the resident gone. Staif DD said she
knew the resident's farnily member spoke fo the
nurse that nighf. Staff DD reported she did not
know the rasidant gone untll the family member
brought him/her back.

In an interview on 8/8M17 at 2:52 pum., Staft G,
CNA, stated she worked the 2:00 p.m. fo 10:00
p.m, shift far 2 months, Staff G responded
familiar with Resident #3 only aftér a description
of the resldent given {o Staff G. Staff G siated
she remembered the resident always seem to go
smoke, Staff G reported not aware the resident
left the facllity to the hospital ever. Staff G stated
she did not recall the night of 7/14/17.
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In an interviaw on 8/8/17 at 3.05 p.m., Stalf EE,
CNA, stated she worked at the facllity since
Deacember and usually picked up In activities.
Staff EE responded a little bl familiar with
Resident #3. Staff EE reported she had no
knowledge of the resident going to the haspltal on
7714117,

In an Interview on 8/68/17 at 3:10 p.m., Staff K,
CNA, stated she did not usually work on
Northside. Staff K reported not aware of anytime
Resident #3 went to the ER or of baing told the
rasident gone 7/14/17.

In an inferview on 818717 at 3:35 p.m., Staff O,
CNA, stated she did not work Northside and not
familiar with Resident #3. Staff O reporiad not
aware the resident gone on 7/14/17.

In an interview on 8/8/17 at 3:45 p.m., Staff W,
CNA, responded not familiar with Resident #3.
Staff W reported not aware the resident left the
building on 7114117,

In an Interview on 8/8/17 at 3:48 p.m., Staff FF,
CNA, stated she did nhot work Norihside and not
famillar with Resident #3. Staff FF reported not
aware the resident left the building 7/14/17.

In an interview on 8/8/M7 at 4:00 p.m., Staff GG,
CNA, stated she worked the 2nd shift, always on
the Southside, and not familiar with Resident #3.
Staff GG reported not aware the resident left the
building 7/14/17 and no ene told her either.

In an interview on 8/8H17 at 4:15 p.am., Staff Q,
CMA (Certified Medicafion Aide), stated she
worked all shifts on Southside. Staff Q reported

Fa23
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not familiar with Resident #3 and not aware the
resident left the facility on 7/14/17.

It an interview on 8/8/17 at 4:45 p.m., Staff F,
GNA, responded familiar with Resident #3, Staif
F raportad not aware the resident left the building
on 7/14/17 and na one told her.

In an interview on 8/81/7 at 4:55 p.m,, Staff X,
LPN, responded not familiar with Resldent #3,
Staff X reported not aware the resident left the
building 7/14717 and stated she did not work that
side.

'] In an Interview on 8/8/17 at 5:05 p.m., Staff HH,

PN, respanded tack care of Resident #3 a
couple of times. Staff HH repotted not aware the
résident left the bullding 7/14117,

In an interview on 8/9/17 at 10:00 a.m,, Staff li,
CNA and Staff C, CNA, stated they did repott at
the end of the shift by doing rounds going room to
room to ook at residents, Both Staff il and Staff
G worked the Northside at the time of the
interview.

In an interview an 8/9/17 at 10105 a.m,, Staff X
stated nurses did not go down the halls for
reparts at the end of shift. Staff X sald nurses
have paper but the aldes should go room to
room, Staff X worked the Northside at the time of
the interview.

In an interview on 8/9/17 at 1008 a.m., the DON
gtated she expected residents to be chacked on
by the CNA's every 2 hours with eyes on the
residents. The DON stated the CNA's complete
physlcal rounds at the end of the shifts by making
sure they know where the residents are at. The
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DON stated the nurses sit to do verbal report
nurse to nurse. The Administrator commentied
she expected resldents who ware alert and
orientated to sign out and let the nurse know if
laaving, The Administrator slated Resident #3
and their family member did not do that. The
DON stated she staffed Northside 6:00 a.m, to
2:00 p.mn. shiff with 1 nurse, 1 CMA, 2 CNA's, and
a float depending on census on.

The DON stated she staffed Northside 2:00 p.m.
to 10:00 p.m. shift with 1 nurse, may not get a
CMA, and 2 CNA's. The DON stated she staffed
Northside 10:08 p.m. to 8:00 a.m. shift with 1
nurse and 1 CNA.

On 8/8/17 at 11:23 a.m. a follow-up inferview
conducted with Staff H via phone to ask about the
location of staff on the night of 7/114/17, when the
family member could not find staff. Staff H
responded staff everywhere. Staff H staled the
family member did hot tell anyone hefshs took the
resident. Staff H said the residents go out the
front door to the front area to stnoke. Staff H
stated she would have no way of knowing if the
rasident loft. Staff H commented she guarantead
the resldent's family member didn't look for staiff
on purpose.

In an interview on 8417 at 11:45 a.m., Staff JJ,
Receplionlst/Administrative Assistant, responded
the residents who smoked out front had no way to
call for help. Staff JJ sald the persan that takes
the resident out to smoke should stay with them
or check back on them. Staff J.J stated she would
need to verify, maybe there was a call button.
Observation after the Interview revealed no call
button accessible in the area where the residents
sat.
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On 8/9/17 at 3:40 p.m., an interview conducted
with Staff Ki¢, Director of Clinical Services {nurse
consultant), and the DON fo ask how the staff
fearn about new admisslons. They stated the
nurses find out through verbal report and CNA's
{alked about admissions on the white board used
for admits and discharges. The DON slated the
GNA end of shift rounds wers not documented.

In an Intarview on 8/8H7 at 3:56 p.m., the DON
stated the nurse to nurse reports were not
documented,

In an interview on 8/9/17 at 4:30 p.m., the DON
stated the sign out book usually accessible fo
rasident by the nursing statlon, but she could only
find an old book.

On 8/10/17 at 9:55 a.m,, a follow-up interview
conducted with Staff AA to ask if she had been
aware Resident #3 admitted Thursday 7/13/17 as
she only worked on Fridays. Staff AA stated she
clid not think she knew. Staff AA reported when
Resldent #3's family member approached her
that night she told the family member she did nol
know who Resident #3 was. Staff AA stated she
knew Staff H her did not know the resident out of
the building because the family member told har
hefshe did not tell Staff H. Staff AAresponded if
Staff H had told her the resident had untreated
pain, she would have assessed the resident tight
away. Staff AA concluded the interview by stating
again she did not know Resident #3 had been
admitted.

On 807 at 10:00 a.m,, Staff KK approached
the surveyor and stated "if the thing with Resident
#3 baing out of the facility going ta be a big issue
then, the faclity wanted to submit addittonal
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infarmation and do their own investigation.” Staff
KK stated the fachity had a diffarent #imeframe of
the resident baing gone without staff knowledge 2
Y4 howrs rather than 3 hours the surveyoy
portrayed; 9:00 p.m. fo 12:00 p.m. Staff KK
refused a meeting with the surveyor to discuss
her informationfinvestigation and stated the
faciity wasn't ready to present any information.

The Resident/Patient Rounding policy &
procadure effective June 2014, documented the
following:

Policy

Rounding will be completed at the beginning and
end of each shift, and more cften as needed, o
observe and discuss direct tare and services of
the resldents/patients provided.

Purpose

MNursing staff will complete wailking rounds to
ensure a safe and comforable envirenment for
the resldents/patients who reside at the facility.
These rounds should review/mote the following
(not all inclusive}:

Safely: environment is safe

a. no fall dsks (fiquid on floor, cord not In
hazardous positions, efc.}

h. individuat fall Interventlons are in place, if
needed

¢. adequate lighting and roam uncluttered
Adaptive equipment and support ltems present, If
orderad/neaded per care plan

Gall light in place - personal items within reach for
resident

Appearance of rasident {e.¢. clean and
comfortable}

Privacy and dignity

Changs in resident condition

Ensure resident's care nesds met

Note and correct any Issues and report to the
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The faciiity abated the }J an 8110/17 when they
complatad the following:

In-serviced staff on Resident/Patient Rounding
pollay every 2 hours and round per facility
practice; and explained the expeclation at shift
change for verbal report using the communication
sheets; this aducation was statted on 8/10/17 and
was completed 8/11/117.

The communication shest was revised to
Educated staff on rounding policy to assure staff
are in full understanding of currant practice which
included walking rounds at shift to shift report and
every fwo hours rounding during shift.

The education included the quality conference
pracess which is held 2 fime a day at ali Everts,
discharges/admissions are reviewad and wilt
continue. The facliity revealed on 8/10/17, audits
on the prior would be done via observations of
rounding for 30 days; and shift {o shift
communication forms will be audited weskly for
30 days and reviewed for further evulation.

On 811117, the facilily updated the
Gommunication Sheats with Resident information
for nursing staff and non-nursing staff (the
cammunleatton sheet provided on 8/10/17 did not
show any different expectation hetween nursing
staff and non-nursing staff). The communication
sheet audits would be done by tha DON or
designee to ensure 2 hatir rounding was being
donhe.

On 8/11H7, the facility updated the shift fo shift
communication sheets would be audited by the
DON or designee {fo ensure a similar situation
did not re-occur); with weekly for 30 days then
forward to the QAPI team for evaluation,

2. Ohservation on 8/7/17 at 8:18 p.m. revealed a
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treatment cart on Bayhery Hall unlocked. The
trealtment cart contained scissors, powders,
lotions, and medicated treatments that listed keep
out of reach of children on the {abels. The
medication cart contained a medication cup with
15 ml {milliliters) of applesauce and a white
substance; no staff present on the hallway.

fry an interview on 8f7/17 at 8:28 p.m,, Staff X,
LPN, stated the applesauce contalned Tylenol
and she just didn't throw it away after giving itic a
resident. Staff X said she should have thrown it
away.

Obsatvation on 8/7/17 at 8:34 p.m. revealed a
treatment cart unlocked at the North side nurses
station. The cart contained: 3 full 16 ounce
bottles and 1 half bottle of sedium hypochlorite
0.50% solution that read keep out of reach of
children on the labels; 6 wound cleanser botiles;
and 2 hepatin (blood thinher medication) 500
unit/d ml syringes. Al 8:38 p.n., Staff U, LPN,
approached and stated she normally locked the
cart but she had to take care of a resldent that
received a ride home.

Observation on 8/8/17 at 7:58 a.m., ravealed
Staff A, LPN, entered a room leaving an inhaler
on top of the med cart that had 80 actuations left
and a 10 mi syringe of sallne, A resident
approachad the madication cart and asked the
surveyor for a breathing freatment. When Staff A
returned to the medication cart at 8:00 a.m. she
stated she messed Up by leaving meds out.

3. The MDS assessment dated 5/18/17 for
Resldent #20 identifled a BIMS scors of 15,
indicating intact memory and cognition.

STATEMENT OF DEFICIENCIES (%1} PROVIDERISUPPLIERICLIA, X2y MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAM OF CORREGTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
185161 B. WING 0815/2017
NAME OF PROVIDER OR SUPPLIER ETREET ADDRESS, CITY, STATE, ZIP CODE
TOUCHSTONE HEALTHCARE COMMUNITY 1000 INDIAN HILLS DRIVE
SIoUX CITY, JA 51104 .
431D BUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFEX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENYIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
. DEFICIENGY)
F 323 | Continued From page 79 F 323

FORM CMS-2567{02-99) Pravious Varstons Ohsalate

Evant 1D:B23919

Facility iD: 140429

If continueation shest Page 80 of 171




DEPARTMENT OF HEALTH AND HUMAN SERVICES

MEDICAID SERVICES

PRINTED: 08/31/2017
FORM APPROVED
OMB NO. 0938-0301

CENTERS FOR MEDICARE &

STATEMENT OF DEFIGIENGIES
AND PLAN OF CORRECTIOM

{41} PROVIDER/SUPPLIERICLIA
DENTIFICATION NUMBER:

165161

-(X."!) MULTIPLE CONSTRUCTION

A.BUILDING

B, WING

(X3} DATE SURVEY
COMPLETED

08/15/2017

NAME OF PROVIDER QR SUPPLIER

TOUCHSTONE HEALTHCARE COMMUNITY

STREET ADDRESS, CITY, STATE, ZIP CODE
18006 INDIAN HILLS DRIVE
SIOUX GITY, IA 51104

{(xn1o
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR L8 IDENTIFYING INFORMATION)

1 PROVIDER'S PLAN OF CORREGTION

PREFIX

TAG
DEFICIENGY)

({EACH CORRECTIVE AGTION SHOULD BE
GCROSS-REFERENCED TO THE APPRCPRIATE

{X5)
GOMPLETION
DATE

F 323

F329
§5=D

Contlnued From page 80

in an Intarview on 8/14/17 at 2:25 p.m., Resident
#20 reparted about 2 months prior helshe given
the wrong medications fo take. Resident #20
stated hefshe did not take the medication
hecause hefshe familiar with own medications but
hefshe did report it to a physlclan. Resldant #20
stated the medication aides not good and need
trained, Resident#20 reported the other night
helshe sont the medication alde back 3 times
untit she got it right.

The Resldent Councill minutes from 2/17/17
documented under the Nursing section: an
agency staff person fried to glve the wrong
meds/double dosas of medication at bedtime for
2 residents.

These actlons lowerad the severity of the lJ e a
“D* severity with the need for ongoing monitering
for supervision of residents {including residents
outside for smoking and for manitoring the
medicatlon cart for hazards),

483 45{d){e)(1)-(2} PRUG REGIMEN IS FREE
FROM UNNEGESSARY DRUGS

483.45(d) Unnecessary Diugs-General.

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

{1) in excessive dose (including duplicate drug
therapy}; or

{2) For excessive duration; ar

{3) Without adequate monitoting; or

F 323

F 328
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(4} Without adequate indications for its uss; or

(5) In the presence of adverse conseqtiences
which indicata the dose should ba reduced or
discontinued; or

(6) Any combinations of the reasons stated in
paragraphs (d){1) through (5) of this section,

483.45(e) Psychotropic Drugs.
Bassd on a comprahansivo assessment of a
resident, the facility must ensure that—

(1) Residants who have not used psychofropic
drugs are not given these drugs unless the
madlcation Is necessary {o {reat a speciflc
condltion as diagnosed and documented In the
clinlgal record;

(2) Resldents who use psychotrople drugs recelve
gradual dose redugctions, and behavioral
interventions, unless clinically contraindicated, in
an effort to discontinue these drugs;

This REQUIREMENT is not mat as svidenced
by:

Basad an clinical record review, facility policy
review and staff interview, the facllity falled to
document non-pharmacological Interventions
attempted prior to administration of as needed
antlanxiety and antipsychotic medications for 2
residents (Residents #7 and #16) out of &
residents reviewed for psychotropic medications,
The facility reported a census of 99 residents.

Findings Included:

1. According to the MDS {(Minlmum Data Set)
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assessment datad 7/13/17, Resldent #7's
diagnoses included hypertension, other fracture,
hemiplegia or hemiparssis, fraumatic stthdural
hematoma with loss of consciousness of
unspacified duration. The MDS documentad long
and short ferm memary problems with severely
impaired cognitive skifls for daily decision making.
The assessment documented the resident
displayed physical, verbal, and other physical
symptoms 4-8 days during the 7 day assessment
period.

Review of the Care plan updated 822117
revaaled a focus that Resldent #7 could be easily
agitated and known to holler and sitlke out at
athers, he demanding and impatient, and use foul
language. The focus dacumented that the
resident had an as needed order for an
anti-anxiety, The care plan directed the staff to
divert behaviors by reminiscing with me about
past life events, provide with reassurance and
support when upsat or being impatient or
demanding. The care plan instrucied to meet the
resident's needs in a timely manner, provide the
resident with 1:1 conversations to allow him/her
to express their feslings and remove the rasident
from sltuations and environments If the resident is
heing disruptive or physlcally agitated toward
othars,

Review of the 7M/17-7/13117 madicatlon
administration record (MAR) revealed Aftivan
{antianxiety medicatlon) 0.5 milligrams {mg)
administered as neaded on:

FHANMT at 9:12 AM;
THIMT at 4119 PM;
7I8MT at 8:00 AM;
71617 at 6:57 PM,
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Review of a Progress note dated 7/4/17 at 8:12
AM revaaled staff administered Ativan 0.5 mg as
needed to the resident, The progress note failed
to document any non-pharmacological or initiate
care plan Inferventions prior to administration of
the Atlvan.

Revlew of a Progress note dated 7/4/2017 at 4:19
PM revealed staff administered Ativan 0.5 mg.
The resident screamed out at staff and other
residents, was aggressive earllet foday and was
given as neaded Aflvan without effective rasults
and given again this shift to attempt rellef of
agitation. The progress note fafled to document
any non-pharmacological or initiate care plan
interventions prior to administration of the Atlvan.

Review of a Pragress note dated 7/8/2017 at
08:00 AM revealed staff administerad Ativan 0.5
MG. The note documented the resldent was
hitting staff and using foul language.

The progress note failed to document any
non-pharmacological or inifiats care plan
interventions prior to adminlstration of the Ativan.

Review of a Progress noto datad 7/10/2017
revealed staff administered Ativan 0.5 mg at 6:57
PM. The note documented hehaviors and
agitation observed. The progress note failed to
document any non-pharmacologleal o injtiate
care planh interventions prior to administration of
the Afivan.

2, The MDS assessment dated 3/17H7
documented Rasident # 16's diagnoses as
anamia, coronary artery disease, heart failure,
gastrossaphageal reflux dlsease, and-stage renal
disease, pheumonia, history of urinaty tract
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infection, non-Aizhelmer's disease, transient
cerebral Ischemic attack and constipation. The
MDS documented the resident displayed physlcal
symptoms directed toward others 1-3 days during
the assessment period, The assessment
document the resident with long and short
memory problems and severely lmpalred
cognitive sldlls for daily decision making. The
MDS also documentad the resldent required
assistance of two or more persons with bed
mabllity and transfer as well as being tofaily
dependsent for dressing, toilst use, personal
hygiene and bathing.

Review of the Care plan updated on 3H7/17
revealed a focus on physical aggresslon with the
ataff at times during cares, The care plan
directed the staff to monitor and intervene when
the behaviors ogccurred. The care plan directed
the staff to attempt redirection, attempt to
recoghize needs through hon-verbal signs,
offering loileting, hydration, food, contact the
support system such as family and friends 1o
spend additional {ime with the resident,

Review of the 4/4/17-4/30M17 MAR revealed
Haldol {(antipsychotic medication) 0.5 mg
administered on:

412117 at 7:10 AM and 7:43 PM;
4/26/17 at 8:00 AM;
429117 at 7:35 AM and 3:47 PM.,

Review of a Progress nota dated 4/2117 at 7:10
AM revealed staff adminlstered Haldol 0,5 mg as
neaded fo the resident. The progress note failed
to document any bshaviors, non-pharmacological
interventions or inliate care plan intervetitions
prior to administration of the Haldol.
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Ravlew of a Progress note dated 4/21/17 at 7:.43
Pl revealed staff adminlstered Haldol 0.5 mg as
needed te the rasident. The progress note failed
to document non-pharmacological interventions
or Initiate care plan interventions prlor to
administration of the Haldol. The Progress nate
documented the rasident as agitated and s/he
wanted to go home,

Review of a Progress note dated 4/26/17 at 8:08
AM revealed staif administered Haldol 0.5 mg as
needad to the resident. The Progress note failed
to document any behaviors, non-pharmacoiogleal
interventions or initiate care plan interventions
prior to administration of the Haldol,

Revlew of a Progress note dated 4/29/17 al 7:35
AM revealed staff administered Haido| 0.5 mg as
neaded to the resident, The Prograss note failed
to document hon-pharmacological interventions
or inittate care plan Interventions prilor to
administration of the Haldol. The Progress note
documsnted the resldent as fighting everyone,
hitting and yelling.

Review of a Progress note dated 4/29/17 at 3:47
PM revealed staff administered Haldoi 0.5 mg as
needed to the resident. The Progress note faifed
to dosument non-pharmacological interventions
or initiate care plan interventions prior to
administration of the Haldol. The Progress nate
dacumented the first adminisfration in the
morning was ineffective.

Review of the restdent's racord betwean the
dates of 4/29/17 at 7:35 AM and 4/29/17 at 3:47
PM falled to reveal any documented behaviors
during this period.
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Review of a facility policy entitled Antlpsychotic
Use with a revision date of March 20186 revealed
the Intent of tha policy was to assure all
non-medication interveniions have been
attempted to assist with resident’s displaying
mead, behavior or sleep concerns. This policy
referred to all neuroleptics, hypnotics, sedatives,
anhtidepressants and anxiolylics. Antipsychotic
medicatichs will be used only when [t ls
necessary to treat a spacific conditlon, Prior to
requesting a medicatfon for the purpose of mood,
behavior or sleap concerns, the Interdisciplinary
Team {IDT) will meet fo review all non-medical
alfernatives which have been/need fo be
attempted. All residents receiving an
antipsychotic will have target hehaviors monitored
daily, recorded and summarized sach quatter,
Arcas assessed will inalude resident specific
behaviors, non-pharmacological interventions
attemptad and the resident's response to the
infervention.

483,35(a)(1)-{4) SUFFIGIENT 24-HR NURSING
STAFF PER CARE PLANS

483.35 Nursing Services

The facility must have sufficlent nursing staff with
the appropriate compatencies and sklilis sets to
provide nursing and related services fo asaure
resident safety and attain or maintain the highest
practicable physical, mental, and psychosocial
wall-heing of each resident, as detarmined by
resident assessments and individual plans of care
and considering the number, acuity and
diagnoses of the facility’s resident population in
accordance with the facility assessmant required
at §483.70{e).
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[As linked to Facllity Assessment, §483.70({s), wlil
be implemented beginning November 28, 2017
(Phase 2)] ‘
{a) Sufficient Staff,

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

(i} Except when walved under paragraph (e} of
thia sectlan, llcensed nurses; and

{li) Other nursing personnel, including but not
limited to nurse aides.

(a)(2} Except when walvad under paragraph {e) of
this section, the facility must designate a licensed
nurse to serve as a charge nursa on each tour of

duty.

{a}{(3) The facility must ensure that licensad
nurses have the specific competencies and skill
sets necessary to care for residents’ noeds, as
idontified through rasldent assessments, and
described in the plan of care.

(a){4) Providing care includes but is not imited {o
assessing, evaluating, planning and implementing
resldent care plans and rasponding to resident’s
needs.

This REQUIREMENT [s not met as svidenced
by:

Based on resident group interview, abservation,
clinical record review, resldent interviews, staff
Interview, and Resident Coundil minutes, the
facility falled to answer call lights or reguests for
assistance in a timsly manner to meet the needs
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of residants for 7 out of 7 group residents and 4
of 15 cutrent residents reviewed (Residants #9,
#1, #15 and #20). The facility reported a census
of 90 residents.

Flndings included;

1. During the group inferview on 8/2/17 at 1:15
p.m.,, 7 out of the 7 residents complained of
issues with the call lights getling answered, The
group reported not uncommeon to take up to an
hour to answer the light during the day and 1
resident stated once it took 4 to 5 hours to
answer the cali light at night. The group reported
they have clocks on the wall, so they are able o
keep track of how long it takes to gaf help. They
even explained that some do not always have the
call light avallable to reach, they have to go up the
hall fo yell far heip. The group felt as if the facllity
did not have enocugh staff to assist them with their
needs. The group reported they have 1 aide
staffed on Daisy Lane Hall, 1 alde Cherry
Blossom Hall, 1 aide Bayberry Hall, and 2 on
Aspenwood Hall. The group stated they nesded
to have 2 aldes on each hall,

2. The Minimum Data Set (MDS) assessment
dated 7/13/17 identified diagnoses for Resident
#9 included cerebrovascular accldent {CVA),
anxiely disorder and depression. According to
the MDS, the resident is dependent on staff for
bed mobility, transfers, dressing, bathing and
follet use. The MDS indicated the resident has a
Brief Interview for Mental Siatus (BIMS) score of
15, which indicates no cognitive impairment.

Review of the care plan dated 1110H7 for
Resident #9 revealed a tolleting focus with an
intervention for extensive aasistance of 2 staff in
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tolleting. The resident's care plan revealed he/she
could use the bed pan at time and used
incontinent pads.

An observation on 8/8/17 at 9:58 a.m. call light
turnod on in Resident #9's room.

Aninterview with Restdent #5 an 8/8/17 at 10:06
a.m. revealed the residant needed fo use the
bathroom.

An observatfon on 8/8/17 at 10:19 a.m. revealed
call fight on untll this time, Staff D, CNA entared
Resident #9's room and turned off the call light
and then lefi,

An interview with Resident #8 on 8/8M17 at 10:19
a.m. revealed resident stated the aide (Staff D,
CNA) sald hefshe would have to wait awhile.
Resident also talked about having to wait in the
maorning fo gef aut of bed because the lack of
staff and sometimes not assisted up until 10 a.m.
Resldent tatked ahout waiting oo long sometimes
that he/she wets self before the staif refurn.

An observation on 8/8/17 at 10:29 a.m, showed
Staif D taking stand up lift Into room 8.

An interview on 8/8/17 at 10:30 a.m. with Staff E,
Unit Manager/Raglisterad Nurse (RN}, revealed
acknowledged she had spoken to Resident #3
and is aware of the need to use bathroom,

An observation on 8/8/17 at 10:34 a.m. revealed
Staff E and a Licensed Practical Nurse (LPN)
entered Resldent #9's reom with a mechanlcal lIft
and shut the door.

An interview on 8/9H7 at 12:08 p.m, with
Resldent #9 revealed hefshe had trouble with the
call light again last night; and siated his/her call
ight had basen on from 8 p.m. 0 9:45 p.m. before
anyone answered. Resident asked how this made

F 353
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him/her feel as he/she reported being incontinent
of urine and he/she replied being mad.

3. The MDS assessment dated 7/40/17 identified
diagnoses for Resident #1 included hemiplegia
(paralysis on onhe side) and posiprocedural
cerebrovascular infarctlion following other surgery
(stroke following surgery). According fo the MDS,
tha resident required the extensive assistance for
bad mobility, transfer, dressing and tolletihg. The
MDS indicated the resident had a BIMS score of
15, indicating no cognitive impairmant.

The care plan dataed 7/7/17 revealad a goal for
the resident to be clean and odor free. The care
plan revealed Resldent #1 needed assistance of
one staff for toifeting. Resident #1 used the toilet
and occastonally the urinal.

An interview with Resident #1 on 8/9M7 at 1:45
p.m. revealed rasident stating that she/he ia not
getting to the bathreom when needs to go. Also
stated there is only 1 staff working down this hall
D, the aide had come to answer the call light and
she/he was told to hold for a while, then the alde
never raturned. Resldent indicated she/he had
waitad up 1o 3 hours for staff to answer the call
light.

4, The MDS assessment dated 2/3/17 recordad
a discharge assessment for Resident #15, The
MDS identified a BIMS score of 15. Ascore of 15
Indleated Intact cognltion.

The MDS assessment dated 8/2117 identified the
resident admitted again on 8/2/17.

The care plan printed 8/14/17 identifiad the
resident anticipated a short stay. The care plan
did not contaln any focus areas identlfying
cognition lssues. The care plan listed diagnoses
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that Included obstruclive sleap aphea and chronic
respiratory faifure with hypoxia (low oxygen
levels), The care plan fall prevention focus area
initiated 8/7/17 directed staff to keep a floor mat
besida the resident's bed. The care plan direcied
staff to assist the resident with transfers, hed
maobility, and ambulation with 1 person,

The Progress Notes dated 8/7/17 at 12:55 a,m,
documented the resident heard yelling and fotind
lying on the floor beside his/her bed. The hote
recorded the resident stated hefshe sat on the
adge of his/her bad and must have faflen asleep.
The entry documented the staff used a Hoyer
{mechanical lift) and 2 psople to assist the
resident back to bed.

The Progress Notes dated 8/7117 at 3:15 am,,
wiitten by Staff Y, RN, documented staff
discovered the rasident lying on the floor beside
his/her bed. Staff Y documented the resident
assisted back to bed with the use of a Hoyer and
2 parson assist. Staff Y wrote a mattress placed
on the floor beslde the resident's bed and the
resident assisted to lay down on it

The next Progress Motes dated 8/7M17 at 7:30
a.m., written by the MDS Coordinator,
dosumented communication done with the
resident. The nofe recordad a visit with the
resldent related to falls overnight, The MDS
Coordinator wrote he discussed the paossihility of
the resldent moving to a room closet to the
building center, the resident agreed.

The Weeldy ID {Interdisciplinary) Team Fali
Review Commitiee report dated 8/7/17 at 8:16
a.m. racorded the resident falf 8/7/17 at 12:55
a.m. and 3:15 a.m., The report documented both
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falis the resident fell beside the bad with the
resident stating hefshe sat on the edge of the bed
and fell asleap. The report recorded under
category Damentia - no diagnosis. The New
Interventlons sectlon listed floor mat beside bed
after first incident, then mattress on floor
temporarlly, changed rcoms.

In an interview on 8/7/17 at 8:52 p.m,, Resident
#15 reparted hefshe fell two times the previous
night, Resident #15 stated his/her tegs hurt when
he/she laid down so he/she sat on the edge of the
bed. Resldent#15 sald hafshe fall out of bed to
the floor. Resident #15 stated the staff helped
him/her back to bed. Resident #15 reported
hefshe than fell out of bed a second time.
Rasident #15 stated the staff assessed him/her
hut then told himfher they would be back as they
had another resident to assist; but they did not
come back. Resident #15 reported the second
fall occurred at approximately 3:45 a.m. and
hefshe had a clock on the wall. Resident#15
stated the staff did not come back until the 6:00
am. to 2:00 p.m, shift arrlved and helped himfher
up at 7:00 a.m.

in an interview on 8/8/17 at 7:45 a.m., Resident
15 reported Staff E, Unit Manager/RN, asked
him/her a lot of questions about histher
conversation wlith the surveyoer the nlght before,
Rasident #15 stated Staff E made him/her
confused about how long hefshe remalned on the
floor the other night. Resident #15 said the thing
he/she couldn't figure out though, staff brought
him/her something like a bianket to lay on and
staff would not have done that If he hadn't been
on the floor,

In an interview on 811417 at 4:13 p.m., Staff ¥
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stated Resident #15 did have 2 falls out of bed on
the ovarnight of Sunday 8/6/17 going Into the
marning of 8/7/17. Staff Y stated after the first fall
fram bed [t took 2 staff o assist the resident back
to bed and then she placed a fall mat beslde the
bed as an Intervention. Staff ¥ reported the
resident fell a second time around 3:30 a.m. and
it took 3 staff to asslst the resident up. StaffY
said she retriesved a matiress from the storage
room and put it on the resident’s floor for hisfher
safety. Staff Y stated she directed the resident to
get ento the matiress, sitting on the edge of the
bed and ralling him/herself onto the matfress.
Staif Y stated she did not recall the resident
saying he/she did not want to get on the mattress.
Staff Y stated the resident on the matiress from
4:00 a.m, untff 7:00 a.m, Staff Y stated she
passed on during report the resident requested at
5:30 aum. to get up and the resldent upset that
he/she not helped up yet.

§. The MDS assessment dated 571817 for
Resldent #20 identifled a BIMS score of 15. A
scora of 15 indicated intact cognition, The MDS
raveslad the resldent required the extensive
physical assistance of 1 person for toilet use,

The care plan focus area revised oh 12/8/16
identliied the resident ata tisk for falls due i
history of GVA and the medicafions he/she took.
The cara plan intetvention dated 11/29/18
Informed staff the resident able to dress, groom,
foilet self, and will occasionally ask for
assistance.

The Progress Notes dated 7/30/17 al 7:45 a.m.
documented the resident reported hefshe
experisnced a fall off the commode at 6;37 a.m,,
the resident activated the call bell at the time of
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the fall, and waited on the floor until 7:10 a.m.
because no one answered the call beil.

In an interview on 8/14/17 at 2:25 p.m., Resident
#20 reported the facility did not have enotigh
staff. Rasident #20 stated ha/she fell about 2
weeks prlor. Resident #20 said he/she had to get
self up because no ohe came. Resident #20
stated hefshe scraped hisfher knuckles getling
self up and scabs observed on the resldent's right
hand., Resident#20 said hefshe spent a half hour
on ths floor and It took a total of 1 hour and 7
minutes for him/her to gat help.

6. The Resident Councll minutes from 2M7H17
dacumented under the Nursing section: the
changes cn Cherry Blossom Hall not warking and
strefchad the staff too thin; call lights still took a
while fo answer; and staff shut off the call light
without the needs being addrassed,

The Resldent Councll minutes from 3/17/17
documented under the Nursing section: resident
gatting sick of everyone being over stretched due
to Cherry Blossom hall, trled to be patient; staff
state they would get the resident if they
rememberad and had time,

The Resident Council minutes from 4/21/17
doesumented under the Nursing section: call
lights took 45 minutes to answer and a resident
unhookead from the EZ stand (mechanlical lift) and
loft there to wait.

The Resident Council minutes from 5/20M7
documented under the Nursing section: call
lights not answered in a timely manner; a rasident
sat for 30 to 40 minutes on the toilet hooked up o
the EZ stand; and baths not gefting done, Under

FORM CMS-2567(02-98) Previous Versions Ohsolate

Event ID: B2S91{

Facility [D: 1A0428

If continuation sheet Page 85 af 171



PRINTED: 08/3172017

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NG, 0938-0391
STATEMENT OF DEFICIENCIES {X1] PROVIDERISUPPLIER/GLIA {%2) MULFIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTEICATION NUMBER: A BUALDING GOMPLETED
165161 B, WiNG {18/15/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
TOUCHSTONE HEALTHCARE COMMUNITY 1800 INDIAN HILLS DRIVE
. . . BIOUX CITY, A 51104
{(x4) 1D SUMMARY STATEMENT OF DEFIGIENGIES n PROVIDER'S PLAN OF GORREGTION (X5}
PREFIX (EAGH DEFICIENCY MUST BE PRECGEDED BY FULL PREFIX (EAGH CORRECYIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC HIENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 353 | Continued From page 95 F 353

the Activifies section the minutes documented:
upsat over activities being canceled because no
staff avajlable to do them.

The Resldent Council minutes from June (2017)
documented under the Mursing section it
sometimes took 30 minutes to find an EZ stand
and it fook forever o have lights answered.

The Resident Council minutes from July 2017
documented under the Nursing sectlon It took 45
minutes o an hour to get call lights answered,
especially when thay are short [staff],

7. Additional Stalf Interviews revealed:

In an interview on 8117 at 9:07 a.m., Staff D,
CNA, stated she was the only aide for 2 hails.
Staff D said she ¢ould not keep up with the call
{ights.

In an interview on 8/1/17 at 9:10 a.m,, Staff K,
CNA, stated she did not feel there was enough
staff, Staff K sald the pravious waek she was the
cnly aide for Aspenwocd Hall which required 2
aides, Staff K reporied Aspanwood Hall the
heaviest because 4 resldenis used the Hoyer {a
full mechanical liff) and 7 residents used the EZ
stand (a stand up Hift).

[n an interview on 8/7/17 at 8:23 p.m., Staff W,
GNA, stated sometimes sha felt there was not
encugh staff on the 2:00 p.n, o 10:00 p.m. shift
to meet residents' needs.

i an Intarview an 8/7/17 at 8:25 p.m., Staff Z,
CNA, stated sometimes the weekends did not
have eniough staff on the 2:00 p,m. to 10:00 p.m.
shifl.
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In an interview on 8/7H7 at 8:28 p.im., Staff X,
LPN, slated resldents have complalned at fimes
about not having enough staff. Staff X
commerited they neaded 2 aides on each hall,
Aspenwood, Bayberry, and Daisy Lane which
also covers Charry Blossom, Staff X stated that
night they only had 1 aide each hall so could be a
challenge to meet the residents' needs,

In an Iinterview on 8/8/17 at 12:28 p.m., Staff AA,
RN, stated she worked overnighis one day a
week on Fridays. Staff AA responded she did not
feel they had enotigh staff. Staff AA sald the
consus ranged from 28 to 36 resldents and the
facility staffed with 1 nurse and 1 med alde. Staff
AA commented befween completing treatments,
managing [\'s {Intravenous flulds) and assisting
residents who required 2 people, it left the floor
uncaverad for supervision because there weare
residents who required 1:1 {one to one)
supervision and others on 15 minute observation
checks. Siaff AA stated she reported concern to
the DON, Staff AA said the DON responded they
would staff 4 nurse and 2 CNAs, but not staffed
with 2 CNAs. Staff AA stated times 1 nurse In the
building and she told the DON not safe. Staff A
repartad the DON responded she trusted Staft
AA's judgement hut falt Staff AA could do itas
there werant many pllls {to pass) on the
Southside, Staff AA stated this occuired in the
springtime but an ongolng staffing issue sihce
then. Staff AA commented the facility had a lot of
residents with heavy care due to mental and
physlcal lssues, Staff AA reporied they used to
staff with agency (temporary help) but no longer
did. Staff AA stated she did not feel the staffing
getting any batter. Staff AA commented she
could talk to management till she's blue in the
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face but It wouddn't matter. Staff AA reported she
had so many residents requesting pain pills and
the call lights supsr busy, she forgot to give a
rasident a pain pill.

In an interview on 8/8/17 at 2:45 p.m., Staff DD,
CMNA, stated she worked overnights on hoth sides
of the building. Staff DD responded she did not
feel there was enough staff as # could be
overwhelming at imes, Staff DD stated some
rasidents needad 1:1 and other residants used
their call lights constantly. Staff DD sald it took
time 1o get to the residents when only one nurse
and one alde; but when the facdility staff 2 aldes,
she could do i, Staff DD stated management is
aware yet they cut out agency staffing.

In an interview on B/8/17 at 3:35 p.m., Staff O,
CNA, stated worked 2:G0 p.m. to 10:00 p.m.
Staff O reported if everyone showed up, they
staffed 2 aides per hall, Staff O stated
Aspenwood Hall teok longer because 4 residents
used a Hoyer and 7 rasidonts used the EZ stand.
Staff O reported there were times they couldn't
get call lights answeread in 2 hours because they
only had 1 aide on each hall. Staff O commented
she didn't think management cared, Staff G
reporied when she worked overnights, times the
on-call nurse did not answer the phone. Staff Q
reported the week before the overnight shift
staffed with just a med alde an the Southside and
nurses had a hard time.

In an interview on 8/8/17 at 3:48 p.m., Staff FF,
CNA, stated thoy needed lo staff 2 aides on each
hall at ail times.

In an interview on 8/8/17 at 4:45 p.m., Staff F,
CNA, responded she did not fee] there was
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enough staff. Staf F stated the Northside 2nd
shift needed 3 aldes but staffed with 2 aides.
Staff F commented management aware they
nead 3 aldes.

in an interview on 8/917 at 10:08 a.m., the DON
stated she staffed Northsids 6:00 a.m. to 2:00
p.m, shift with 1 nurse, 1 CMA, 2 CNA's, and a
float depending on census an. The DON stated
she staffed Northside 2:00 pm, to 10:00 p.m.
shift with 1 nurse, may not get a CMA, and 2
CNA's, The DON stated she staffed Morthside
10:00 p.n. to 6:00 a.m. shift with 1 nuyse and 1
CNA.

In an interview on 8/15/17 at 8:30 a.m., Staff 3,
CNA, statad sometimes not enough staff to
complete baths, Staff S commented at times she
stayed over by herself just to complete baths
because couldn't get them done due to staffing
issuas.

F 361 | 483.60(a)(1){2) QUALIFIED DIETITIAN - F 361
a58=F | DIRECTOR OF FOOD 8VGS

{a) Staffing

The facility must employ sufficlent staff with the
appropriate competencios and skills sets to carry
out the functiehs of the food and nutrition service,
taking into consideration resident assessments,
individual plans of care and the number, acuily
and dlagnoses of the fadllity’s resident population
in accordance with the facility assessment
required at §483.70(e).]As linked to Facility
Assessment, §483,70(e), will bs implomented
beginning November 28, 2017 (Phase 2]
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This includes:

{a){1) Aqualified distitian or other clinfcally
qualified nutrition professional slther fuli-time,
part-time, or oh a consultant basis, A qualified
digtifian or other clinically qualified nutiition
profossional ls one who--

(i) Hoids a bachelor's ar higher degree granted hy
& regionally accredited college ar university in the
Unlted Stales (or an equivalent foreign degree}
with completion of the academic requirements of
a program In nhutrilon or dletetics accredited by
ah appropriate national accreditation organization
recognized for this purpose.

(i) Has compieted at least 900 hours of
supervised dietetics practice under the
supervision of a reglstered dietitlan or nutrition
professional.

(lif) 13 licensed or certified as a dietitian or
nutrition professional by the State In which the
sarvices are performed. In a State that does not
provide for licensure or certlfication, the individual
wil be deemed to have met this requirement if he
or she is recognized as a “registerad dletitlan™ by
the Commnission on Diefetic Registration or Its
successor organization, or meets tha
raquiremnents of paragraphs {a)(1)(i} and (i) of

1 this section.

{iv) For dietitians hired or contracted with prior to
Novemnber 28, 2016, meets thess requirements
no later than 5 years after November 28, 2016 or
as required by state law,

{a}{2) If a qualified dietitian or other clinically

F 361
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qualified nutrition professional is not emplayed
fuli-time, the facility must designate a persen to
serve as the director of food and nutritton
services wha--

(i} For designations prior to November 28, 2018,
meets the Tollowing raquirements no later than &
years after November 28, 2018, or no tater than 1
year after November 28, 20186 for designations
afier November 28, 2016, Is!

(A) A certified dietary manager; or
{B) A certified food service manager; or

(C) Has similar national certiflcation for foad
service management and safety from a national
certifying body; or

{D) Has an assaclale’s or higher degree in food
sefvice management or in hospitality, if the
caurse study includes food service or restaurant
management, from an accredited institution of
higher learning; and

(if) In States that have establishad standards for
faod service managers or diefary managers,
maets Siate requirements for food service
managers ot dietary managers, and

{iii) Receives frequently scheduled consultations
from a qualified diefitian or other clinically
qualified hutrition professional.

This REQUIREMENT Is not met as evidenced
by

Based on Resident Council minutes review and
staff intarviaw, the facllity failed to smploy a
competent, certified dietary manager. The facliily
reported a census of 90 residents.

F 361

FORM CMS<2567{02-99) Previous Versions Obsolste Evenl D:B25811

Facllity iD: 1A0429 If continuailon sheet Page 101 of 171




PRINTED: 08/31/2017

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. D938-0391
STATEMENT OF DEFICIENCIES {%1} PROVIDERISUPPLIER/GLIA {¥2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFIGATION NUMBER: A, BUILDING GOMPLETED
165161 B. WING 08M5/2017
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, GITY, STATE, ZIP CODE
TOUCHSTONE HEALTHCARE COMMUNITY 1800 INDIAN HILLS DRIVE
. : . . : P S . SIOUX CITY, 1A 51104
(X4} o SUMMARY STATEMENT OF DEFIGIENCIES D PROVITIER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
DEFICIENCY)
F 361 | Continued From page 101 F 361

Findings holude:

1. The Resident Council minutes from 2M7H7
documented under the Dietary section: the food
did not taste good and the residents suggested a
cook/dietilan make the menu on the corporate
level. : :

The Resldent Councl] minutes from July 2017
documented under the Minutes section: the
residents discussed with the Administrator lssues
in the kitchen without a kitchen manager such as
the food not being as good and the use of
pre-packaged food, housekeeping staff not
propatly cleaning roems and the Administrator
explained she would be helping with food
ardering and making sure things ran smoothly in
the kitchen. Under the Distary section the
minutes decumented: distary stinks, the foad
was lousy and served cald, portions wera getting
smaller, espscially an room trays and residents
were not always being served when requesting
roam trays,

2. in an Interview on 7/3147 at 7:.056 p.m., the
Administrator reported the facllity had no dietary
manager at the time, The Administrator stated
the facilty had a consultant diefician that came
waeldy on Fridays.

In an interview on 81117 at 7:25 a.m., the
Administrator stated Staff AA, (previous Dietary
Manager) was on a 80 day PIP {Performance
Improvement Plan) for recurring lssues, The
Administrator reported she fired Staff AA on
7817 and actively sought a manager, The
Administrator stated she changed the pasitior to
a senior, salaried position and had awarded Staff
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PP, cook, a step-up with responsihility far
ordering. The Administrator clariffed Staff PP was
not the manager as she dld not know much about
dietary. The Administrator stated the kitchen
needed salid leadership,

In an interview on 8/2/17 at 3:05 p.m,, the
Diractor of Operations (DOO) reported the
facillily's contractor far housekeeping would ba
supplying the facliity with a Certiifed Dietayy
Manager (CDM) on 8/7/17. The DOO stated the
pian going forward would include Staff UU,
Diatary Manager {fram a slster facility) would be
in the facility on 8/7117 and 8/8/117 and the
cansuftant Regilstered Dietician (RD) would be in
the facility on 8/8/17 to assist with .
ctlentationftraining of the contract CDM.

F 362 | 483.60(a)(3){b} SUFFICIENT DIETARY F 362
ss=F | SUPPORT PERSONNEL

(a)(3) Support staff. The facllity must provide
sufficient support personnel fo safely and
affactively carry out the functions of the focd and
nutrition service,

{b)} A member of the Food and Nutrition Services
staff must participate on the Interdiscipiinary team
as required in § 483.21(b)(2)(ii).

This REQUIREMENT is not met as evidenced
by: ,
Based on review Restdent Coundil minutes, staff
interview, observation, clinical recerd review, and
resldent interview, the facility failed to provide
sufficient, competent, dietary staff ta provide
tesldents organized, timely meal services
prepared with proper sanltary technigues. The
fasllity reported & census of 80 residents.
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Findings include:

1. The Resident Councll minutes from 2/17/17
doctimented under the Dietary seetion: the food
did not taste goad and the resldents suggested a
cock/dietitian make the menu on the corporate
level,

The Resident Councll minutes from 572017
documented under the Dietary seclion that facility
food was cold with long wall times for meals
specifically in the evening

The Resldent Council minutes from June {2017}
documentad under the Diefary sectlon the food
sometimes cold and waited long time for meals
especially in the evenings.

The Rasident Councill minutes from July 2017
documented under the Minutes section: the
residents discussed with the Administrator issues
it the kitchen without a kitchen managar such as
the food not beihg as good and the use of
pra~packaged food, housekeeping staff not
propetly cleaning rooms and the Administrator
explained she would be helping with food
ordering and making sure things ran smoothly In
tha kitchen. Undar the Dietary section the
minutes documented: dietary stinks, the food
was lousy and servad cold, portlons were getting
smaller, especially on room trays and residents
wers hot always being served when requesting
room frays.

2. In an interview on 7/31/17 at 7.05 p.m., the
Administrator reported Staff PP, Distary Cook,
cailed in on Saturday 7/28/17, but Staff NN,
Diatary Alde did not get the message in the
kitchan. The Administrator stated Staff JJd,
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Receptionlst/Administrative Assistant, came in
later in the morning, at approximately 8:00 a.m.,
and Staff OO0, Dietary Cook, came in at 11:00
a.m. The Administralor stated 4 dietary aides
also worked In the kitchen on 7/29/17. Ths
Administrator sald breakfast want okay but the
menu jtams for lunch were nof prepped.

Observation on 8117 at 6:47 a.m. revaaled Staff
QQ, Diractor of Housekaeping, worlted In the
kitchen cooking bacon and sausage. Staff QQ
stated {he cook did not answer her phone and did
not come that day, Staff QQ stated she had not
cross fralned in dietary departmant.

In an interview on 8/1/17 at 9:10 a.m., Staff K,
Certified Nurse Aide {CNA), stated the previous
weekend the fadility ran out of lunch food
bacauss they had no cook. Staff K said
management came to cook and bought foad.

Chservation on 8/2M17 af 12:18 p.m, revealed the
first plate served in the main dining room. At
12:38 p.m. Staff L, Diatary Caok, commented the
steam cart should leave the kitchen at 12:15 p.m,
but ihey had to wall on meatballs, At 12:50 p.m,
staff deliverad the first room trays on Northside.
At 1:06 p.m. staff plated the last room tray on
Narthside, At 1:19 p.m., Staff 0O asked where
everyone was at as normally he had 3 dietary
zides to help but sald 2 went home early that day.
At 1:40 p.m. Staff QO stated he finished setvice.

In an interview on 8/14/17 at 2:15 p.m., the
Administrator stated she could not jocate any
distary inservices or dietary training slnce the
previous survay,

3. The MDS assessment dated 5/18/17 for
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Resident #2¢ identified a BIMS score of 15,
Indlcating Intact memory and cognition.
In an intarview on 8/14/17 at 2:25 p.m., Resident
#20 reported the facility did not have enough
Ktchen staff,
F 363 | 483.60(c)}{1}-(7) MENUS MEET RES Fa63
3s=L | NEEDS/PREP IN ADVANCE/FOLLOWED

{c} Menus and nutriticnal adequacy.
Menus must-

{c){1) Meet the nutritional nesds of residents in
accardance with established national guidelines.;

(c)(2) Be preparad In advances;
(c){3) Be followed,

{c)(4) Reflect, based on a facility's reasonable
efforts, the religious, cultural and ethnlc nesds of
the resident population, as well as inpuf received
fram resldents and resident groups,

{c){5) Be updated periodically;

(c)(6) Be reviewed by the facliity's dletitian or
other clinically qualified nutrition professiona for
nutrifional adequacy; and

{e)}(7} Nothing Ini this paragraph should be
construed to limit the resident’s right to make
personal dietary choices.
This REQUIREMENT s not met as evidencad
by:

Based on chservation, dietary menu review,
resldent councll minute review, resident, staff,
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distitian and family interview, the facility failed to:
meet the nuteitional needs of residents and failed
to provida enough planned food items for 7 of 7
group residents interviewad; and 3 of 20 total
residents reviewed for meeting nutritional nesds (
Residents #3, #14 and #20).

Observation revealed residents nutritional needs
acecording to manu planning and pures
therapeulic dists was Inadequate during ohe meal
observation with 8 of 6 residents on a puread diet
not recelving bread as plannad.

Onsite observation revealed no bread or snacks
available for resldents. Several staff reported the
facllity was running out of food the last few
waasks; and simlilarly residents and family
members reported the facllity was running out of
food, Onsite observation showed the Director of
Housekeeping {with na distary training) preparing
meal service.

Staff intarviews revealed the facility failed to order
and receive food and according to the planned
dietary menu; the facillly falled to procure menu
frems in advance and failed to have a dietitian
approve substitutions for the planned menu. The
findings constitute an Immediata Jeopardy
situation for residents, The facllity identified a
census of 80 residents.

Findings include:

1. Durlng the group interview on 8/2/17 at 1:186
p.m., 7 out of the 7 resldents In attendance
complained this month the facility had cook and
management troubles. The group reported times
In the month they did not have food because the
food not orderad. The group sxplained on
Saturday 72917 the facility had Pizza Ranch
deliver pizza and chicken since the facility did not
have the food for lunch.
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2. During an observation of meal service on
817 at 12:40 p.m., the facllity ran out of carrots
during the meal service with 20 residents stilf left
fo have lunch served.

3. Durirg an observation on 8//17 at 1:1¢ p.m,
the Dietician chacked the freazer o see if the
fadcility had the food for the next day's meal. The
factity did not have the meat balls listed on the
menu for 8/2/17.

4. The Resident Goundil minutes from 21717
documented under the Distary section: the foad
did not {aste good; suggested a cook/dietitian
make the menu oh the corporate level; and
wanted the facliily to get away from canned frult
as the desarl.

The Resident Council minutes from July 2017
documented under the Minutes section;
residents discussed with the Administrator Issues
in the kitchen without a kitchen manager such as
the food not being as good; use of pre-packaged
food; and the Administrator explained she would
ke hefping with food erdering and making sure
things ran smoothly in the kitchen. Under the
Dietary section the minutes documented:; dietary
sltinks; the foad lousy, not taste good; food is
cold; porfions getling smaller, especially oh room
trays; and [residents] not always being servad
when requests room trays.

B, The consultant Registered Dietician (RD)
review for 5/2/17 included the following
documentation;

Meal Observation:

Point 2. Menu not posted an white board In; the

F 363
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dining room.

Point 3. Please do not order the fish served
today. The fish needad to be friad to lock
appealing; It did notlook appealing and it did not
taste very good.

Polnt 4. Chicken filed steak overcooked and very
fuff.

Paint 8. Use correct scoap sizes - reviewed with
the cook proper scoop slzes and how to check
the menu to ensure proper scoop sizes are used,

The RD review for 5/11/17 documented please
chack into when going to get the spring/summer
menus as ihey need to be started ASAP {as saon
as possible),

The RD review for 6/22/17 Included the following
documentation:

a. Use correct scoop sizes at meals, Steam cait
did not use correct scoop sizes for the mashed
potatoes. They used a #12 scoop (1/3 cup)
instead of a #8 (1/2 cup)

b. Make sure all diet orders malch dlet cards.
There are a few residents with diabetic and low
fatflow cholesterol dlet orders that need to
followed; the MD (doctor) did not wantthemon a
general diet.

¢. Small portion die! orders needed to be
followed.

d. Aresident complained of waiting too long in
the ding room for staff to wait on him/har even fo
get drinks.

e. Aresident complained of his/her meals usually
cold.

The RD review for 7/25/7 included the following
documentation: .
a. The sgys at breakfast fooked horrible, thay
wera gray. Staff needed to cook scrambled eggs
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on the stove top and stop using the steamer to
caok aggs.

b. No dessert served at lunch, The RD asked
the dietary aid to get the residents a brownie left
from the cook out and pudding for pureed diats,
¢. The RD asked the staff what weel of the
menu cycle they were *ON" and the coock sould
not even felf her. The RD asked the cook how he
knew what to cook and she [RD] got just excuses
that they didn't have everything on hand to follow
the menus.

d. Follow the menu as wiittenl}

6. [nan intarview on 7/31/17 at 6:00 p.m., Staff [,
Dietary Alde, stated the faclity ran out of food for
the last 2 weeks. Staff | commented they did not
have dry foods. Staff | showed the dry storage
racks harren and the snack rack emply. Staff|
stated waiting on the truck for deliveries and she
did not think thera was a set delivery date. Staff |
said the truck comes whanever the main person
orders, Staff | showed the freezer and stated the
freezer should be filled up but appeared empty.

Observation on 7/31/17 at 6:01 p.m. revealed the
food contents of the kitchen inventoriad by 2
surveyors In the dry storage, walk-in coaler, and
walk-in freezer, with na bread aor shacks found on
the shelves,

In an interview on 7/31/17 at 6:40 p.m., Staff L,
Cook, stated he worked for the facllity previously
for 2 years, took about a manth off, and that day
he's second day back. Staff L. reported he did not
have enough of the correct food for the meal the
day before; and he ran out of the food he made.
Staff L stated he was not able to serve the menu
items, thay ran out of bread, and toast to ba
served everyday, Staff L reported staff went to
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the store the day before to buy bread. Staffl.

stated he heard Saturday 7/29/17 staff ordered
pizza because there was no Cook on Saturday
and he had no idea how they got things served.

In an interview on 7/31/17 at 6:50 p.n., Staff MM,
Diatary Alde, stated she had warked for the
facility for 5 months. Staff MM said they had
beean running ouf of food like bread, snacks, and
julces. Staff MM reported the Administrator had
fold them not to order snacks anymore but she
dld not know the reason why. Staff MM stated
the resldants were not happy for about 2 to 3
weeks; since Staff Aa, previous Dietary Manager,
foft. Staff MM reported Staff PP, Dletary Cook, did
not show 7/31/17 so they called in Staff L., Staff
MM stated substitutes not getting made for funch
or suppers. Staff MM repotted tater tots hot
available for that night's meal so they subslituted
Spanish rice. Obsetvation revealed the meal
board in the dining room listed dinner as tllapla,
yellow aquash, Spanish rice, strawberry cake,
and substitute chicken salad crolssant.

The facility’s Spring/Summer Week 2 Day 2
menu, signed by the Consuliant Dietitian on
7HM117, identified the following items to be served
for dinner on Monday 7/31H7:

a. cornflake fish

b. tater tots

¢. yellow squash wlth red peppers

d. dinner roll or bread, margarine

e. fresh frult

. mik

g. aflernative - egg salad on a croissant

h, alternative - marinated cucumber & onion
salad

In an Interview on 7/31/17 at 7:05 p.m., the
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Administrator reported Staff PP called in on
Saturday 7/28/17, but Staff NN, Dletary Alde
{although the Administrator referred to as a cook),
did not get the message in the kitchen, The
Administrator stated Staff JJ,
Recaplionist/Administrafive Assistant, came In
later in the morning at approximately 8:00 am.,
and Siaff OO, Distary Cook, came In at 11:00
a.m. The Administrator stated 4 dietary aides
also in the kitchen on 7/29/17. Ths Administrator
sald breakfast went okay but the menu items for
lunch were not prepped, The Administrator
repotted they made mash potatoes and gravy for
the puree at lunch and the staff ordered plzza for
the other residents. The Administrator reported
the facillty had no dietary manager employed at
the time. The Administrator stated tha facility
ordered food 2 times per week; order Mondays
for delivery Tuesdays and order Thursday for
delivaty Fridays from US Foods, The
Administrator stated bread and milk separately
ordered and not certain on the vendors or when
the bread and miik detivered. The Administrator
commented she thaught the vendor for bread
might be Earthgrains. The Administratar stated 2
cooks, Staff OO and Siaff PP, came in fo assist
her with ordering the food items,

The factlity's Spring/Summer Week 1 menu
identifiad the following items to be served for
lunch on Safurday 7/29H7:

a. herbad furkey

b, poultey gravy

c. sage bread dressing

d. squash medley

e. dinher roll or bread, margatine

f. chocolate brownie

g. milk/beverage of cholce

h, alternative - tilapia with {eman butter
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i. alternative - wild blend rice
| altemative - creamy coleslaw

In an interview on 8/1/17 at 6:45 a.m., Staff N,
Dietary Alde, stated she worked for the facllity for
3 weeks. Staff N reported they had bread and
eggs the past coupla of days only but not able to
sarve other stuff. Staff N stated she thought food
deliverles cama on Tuesdays and Fridays but no
groceries had atyived yet that day (which was a
Tuesday), Staff N stated she did not think the
groceries would come.

Observation on 8/1/17 at 6:47 a.m. revealad Staff
QQ, Director of Housekeeping, worked in the
kitchen cooking bacon and sausage. Staff QQ
stated the cook did not answar her phone and did
nat come. Staff QQ stated she was not cross
tralned In dietary department. Staff QQ reported
she started breakfast and bread avallable
because management bought it last night. Staff
QQ stated the Idtchen hed lssues since
December 2016, At 8:50 am., Staff M, Dietary
Alde, arrlved, Staff QQ left the kitchen stating left
because surveyor on site and Staff Jd,
Receptionlsi/Administrative Assistant was
coming. Staff M responded Staff JJ can't cook.
Staff RR, Dietary Gook, anrived at 7:15 a.m. Staff
RR stated the facilily fired the previous Dietary
Manager {Staff Aa} about a month age and they
had ho food the last 3 weeks. Staff RR reported
no manager came fo the kitchen and that
included the Administrator. Staff RR stated the
last Saturday (7/28/17) she had been the one
there, Staff RR stated the facilily ordered pizza,
Staff RR said she prepared cheese pizza,
mashed potatoas, and vegetables for residents
an pures dists,
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in an interview on 8M/17 at 7:20 a.m,, Staff JJ
stated she was frained in dietary and worked In
dietary a couple times a month. Staff JJ entered
the dry storage ta put an a hairnet, Staff JJ stated
the empty shelves should confaln snacks and
pop. Staff JJ said she thought food delivered
Tuesdays around 9:00 a.v. and Friday around
1:00 p.m. Staff JJ commented she did naot think
the feod getting ordered and she made a huge fist
which she gave lo the dieticlan. At the time of the
interview, the bread rack contalned 6 loaves of
white bread and b leaves of wheat bread [with a
census of 90 residents].

In an interview on 8/1/17 at 7:25 a.m,, the
Administrator stated Staff Aa on a 60 day PIP
{Performance Improvement Plan) for recurring
issues. The Administrator reported she flred Staff
Aa on 7/8M7 and actively sought a manager. The
Administrator stated she changed the position to
a senior, salaried position and had awarded Staff
PP a step up with responsibility for ordering. The
Administrator clarified Staff PP not the manager
as she did not know much about distary, The
Administrator stated she dld the ordering with
Staff PP but there were times not snough food
ordered, The Administrator reported the previous
night she bought bread and sausage because
Staff L did not think they had enough sausage.
The Administrator stated Sfaff PP did not come
today to do the order. The Administrator stated
the kitchen needed solid lzadership. The
Administrator stated she planned on Staff JJ for
breakfast today. The Administrator stated
nermally, the facility did not get a delivery on
Tuesday so foad would come on Wednesday,
The Administrator reported the consultant RD
wolild be coming to see what food the facility had
ot hand and what to make. The Administrator
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statad the kifchen staff made a lot of drama in the
kitchen that past 2 weeks, The Administrator
commented the issue on 7/28/17 that staff dld not
take ltems out of the freezer versus not having
ftams. The Administrator stated Staff 4 fralned
for the pureed process so she pursed pizza that
day. The Administrator reported the weekend
clreumstances beyond her control. The
Adminisirator reported she had received
grtevances from care canferences about food
qualily, pre-made foods like meatioaf, and not
attempting to follow the menus. The
Administrator stated she reviewed in QA (Quality
Assurance meeting) monthly. The Administrator
commented she wantad to clarify Staff Aa's PIP
ahout sanitation, food quality, attendance,
ardering issues, but not far lack of food. The
Administrator stated she had gone into the
kitchen. The Adminlstrator stated she initiated a
pra-production meeting with Staff JJ to ensure
each day food there. The Administrator sald
yestarday a late moming so she starfed the
meetings after breakfast on 7/31/17 to ensure the
{junch and dinner items avallable for that day.
The Administrator reported she had accesstoa
sister facility but she did not know if they had the
same order schedule. The Administrator siated
she may bea able to get food dalivered from the
sister facllity. '

in an interview on 8/1/17 at 8:30 a.m,, the
cansultant RD stated sometimes the facility had
food but not have the food on the menu.

in an Interview on 8/1M7 at ::07 a.m,, Staff D,
Certifled Nurse Alde {CNA), stated lately the
residents complainad of running ont of food and
snacks,
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In an Inferview on 8/1/17 at 9:10 a.m., Staff K,
CNA, stated she hoard residents complaihed of
ho bread or eggs; Staff K sald t had been like
that for a week.

In an interview on 8/1/17 at 10:20 a.m., 8taff 0O
stated he was starting fo cook junch at that time.
Staff OO said he should unthaw the beef patties
buf due (o time constraints, he would cook from
frozen.

The facility's Spring/Summer Week 2 Day 3
meanu identifled tha following ifems to be served
for lunch on Tuesday 8/117:

a. beef pepper steak with gravy

b. rice

c. parslied carrols

d. dinner roll or bread, margarine

e, banana pudding

f. milkibeverage of cholee

g. alternative - baked thyme chicken

h. alternative - roasted red skin potatoes

i. alternative - graens

The facilily's Spring/Summer Week 2 Day 3
menu identifiad the following ltems to be served
for dinner on Tuesday 8/1M17:

a. BBQ pork rib patty on a bun

b, arinkie cut fries

c. red supremea cabhage

d. chilled peaches

e. milk/baverage of choica

f. alternative - hamburger oh a bun

g. alternative ~ battered com nuggsts

h. alternative - lettuce fomato onion & pickla

In an interview on 8/1£17 at 11:35 am,, the RD
stated she fistad the substitutes on the menu for
the evening meal. The RD reported the
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Administrator would need o go to the stors to buy
hamburger buns, :

Observation on 8/1/17 at 11:53 a.m. revealed
Staff QO said he needad to get the pureed golng
as it should have been done a fong tims ago
stnce meal should be at 11:45 a.m. Staff N
reported she ran out of peaches and would make
chocolate pudding.

On 8/4/47 at 12:00 p.m. the RD stated she had
not heen told dally about the ments changes nor
had sha approved the substitutes,

Observation on 8/4/17 at 12:40 p.m. rovealed the
RD prepared pureaed green beans as the facility
ran out of catrofs. At 12:47 p.m. the North side
staff asked the kitchen for 2 room trays bacause
they did not get served, Staff RR responded
because those residents needed mechanical soft
and they did not have it, The RD responded she
had some maechanical soft ready to go now for
them.

In an nterview on 8/1/17 at 1:45 p.m.,, the RD
confirmed aftar observation with the surveyor, the
meals for that evening not going as planned due
fo not having food. The RD stated the ltems thay
did not have were: BBQ pork rib patty,
hamburger buns, red cabbags, or hamburger,
The RD sald she would have the fadlilty substitute
flsh sandwich, broccoli, and the facllity would go
huy hamburger buns for the fish sandwich, The
RD reporied they also did not have all the food
items needed for Wednesaday, 8/2/17, The RD
statad they ware missing the Swedish meathalls
and 1 bag of soup. The RD stated she would
take a ook at what had been ordered fo come on
8f2{17, compare |t to the menu, and go from
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there.

The delivery invalca dated 8/1/17, for the order
date of 7/31/17, falled to contain orders/dsliveries
for bread, peaches, BBQ pork rib patty, red
cabbage, hamburger buns, asparagus cuts,
Swedish meatballs, ltalian soup, or mandarin
oranges. The delivery invoice documented
receipt of 13 foads on 8M/17:

a. banana pudding mix

b. snack chips

¢. mild cheddar cheese

d. ground beef

e. coleslaw mix

. baof chuck ground

g. red potatoss

h. eqggs

i. frozen boef patty

. chicken breast

k. sausage, potk links

|, loin pork chops

m. potato, french fries

Observation on 8/1117 at 5:40 p.m, revealed Staff
0O finishing cooking hamburgers for the supper
meal; some of the hamburger fresh and some
made from frozen beef patty, {the same patty
servad at Junch), At 6:00 p.m. the steam cart held
a small pan of fish, corn nuggets, green bean
mix, frles, and spinach. The main kitchen cart did
net contaln fish or braccell as substituted by the
RD but rather all hamburger pattles and spinach.
Al 6210 p.m. meal service started and Staff OO
stated he cooked spinach instead of broceoli
because quicker to cook and he had shoit notlce.

The fadllity's Spring/Summer Week 2 Day 4
menu identified the following ltems to be served
for lunch on Wednesday 8/2/17;
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a. orispy baked chicken

b. baked sweet potato

¢. asparagus cuis

d. dinner roll or bread, margarine
e. pineapple upside down cake

f. milkk/heverage of cholce

g. alterngtive ~ Swedish meatballs
h. alternative - noodles

i. alternative - roasted zucchinl

The factllty's Spring/Summer Wask 2 Day 4
menu identifiad the following ltems o be sefved
for dinner on Wednesday 8/2/17:

a. ltalian wedding soup

b, saltins crackers

¢. ham salad sandwich

d. broccoli salad

e, mandarin orange gelatin

f, mllk/beverage of cholce

g. alternative - egg and hashbrown casserole
h. alternative - sausage links

i. alternative - tomato wedges

|. alternative - muffinfmargatine

Observation on 8/2/17 at 8:37 am. revealed the
dry storage room contained items obtalned from
a dellvery or the store;

a. 1 hox of Cheetos wiih 80 - 1 oz bags of
Cheetos

b. 14 cans of 15 oz mandarin oranges - Hy-Vee
brand

c. 2-6 b 5 oz cans of asparagus culs
{previously Inventaried on 7/31H7}

In an interview on 8/2/17 at 3:00 a.m. Staff L.
teported he naeded 3 to 4 cans of asparagus
cuis for [unch. Staff L stated Staff UU, Dietary
Manager {fram a sister facility), brought a 3rd can
that day. The RD statad she had heen unaware
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the Cheetos and banana pudding dellvered on
8/1117. The RD reparted the main delivery truck
should arrive sometime between 9:00 a.m. and
14:00 a.m. that day.

In an interview on 8/2/17 at 10:00 a.m. the
Adminisirator reported Monday's order for
Tuesday delivery nat antered in fime. The
Administrator stated she did a late bulk order and
tald US Foods told her it did not come; but they
did send 10 warshouse items available on
another truck recelved 8/1/17. The Adminisfrator
again stated the fadllifles normal dellvery days
Tuesdays and Fridays. The Administrator stated
she would have Staff UU's help that week and the
next. The Administrator commented she had
heen afrald they did not have enough meatballs
for that day's lunch so she went to the store the
day befare to purchase foods after the RD left for
the day. The Administrator stated she would
need to clarify which day the next fruck wouid
coma for delivery as they were ordering food at
that time. The Administrator unclear if fruck
would come Thursday or Friday and unclear
when the next deadiine for ordering food was;
either 3:00 p.m. 8217 or 8317, The
Administrator acknowledged not aware about only
having 3 cans of asparagus cuts available for that
day's [unch or the cook saying it took 3 to 4 cans
for a meal. The Administrator stated she wouid
have to check If the asparagus ordered Monday
and coming on the truck that day; she
commenied but there's enough viable
substitutions.

Obsaervation on 8/2M7 at 12;18 p.m. revealed the
first plate served In the main dining room. At
12:25 p.m., all menu kems avallable per the
menu, The chicken baked but not crustad, At
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12:35 pam. Staff L commented the steam cart
should leave the kitchen at 12:15 p.m. but thay
had to walt on meatballs. Staff L stated the
residents used to fill out menus but don't now and
he baliaved It Isad to a lot more food waste
because staff did hot know how much to prepare.
Al 12:50 p.m. staff dalivered the first room frays
oh Northside. AL 12:55 p.m, Staff OO informed
staff out of milk cartons as waiting on the milk
truek but residents could get a glaas of millk, At
1118 p.m., a resident approached Staff 00 asldng
what was avallable for lunch. The resident statad
helshe asked Staff L far pancakes but Staff L
looked around and no pancake mix available. At
1:40 p.m. Staff OO stated he finished service as
the last 3 trays were residents attending Resident
Council who he would setve them when they got
done with their meeting.

In an interview on 8/2M7 at 2:30 p.m,, the
Administrator stated no delivery truck would be
coming that day. The Administrator stated US
Foods arranged 4 speclal truck to come Thursday
8/3/17 which would have all items ordersd
Monday 7/31/17 plus food Items ordering that
day, The Administrator acknowledged the faclity
neaded to get the order finished because it was
due by 3:00 p.m. The Administrator sald hot
aware out of pancakes and surveyor informed her
pancakes on the ment for Friday morning. The
Administrator confirmed na truck ceming Friday
814117 now so she needed ta order food all the
way thru Tuesday 8/8/17 of the nexl week.

In an interview on 8/2/17 at 3:06 p.m,, the
Direstor of Operations (DOO) reporied the
facilities coniracter for houseleaping would be
supplying the facliity with a Cerified Dietary
Manager (GDM) an 8/7117. The DOG stated the
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plan going forward would Include Staff UU
continuing to do the facifiies ordeting. The OO
said the facillty had his approval {o go to the store
for any ltems not received on an order. The DOO
stated they needed fo make sure staff utilized the
right portion sizes. The DOO said Staff UL put
together Inservices for the dietary staff. The DOO
raported the facllity realized the last Director of
Dietary (Staff Aa) warked with HR (human
resaurces) with a PIP but had te let her go, The
DOO stated the Internal person planned for the
posltion not available so some fransiions baing
worked thre, The DOO sald the facility between a
rock and hard place. The DOO stated they talked
about galng thru the menu on a daily basis, line
by line, to ansure they had the food ftems.

In an interview on 8/3/17 at 8:30 a.m.,, the DOO
reported bread and milk ordered and racelved
from US Foods. The DOO stated the corporate
policy 1o use US Foads for all food and US Foads
procures the food from all the vendoers for delivery
thru US Foods truck. At 8:45 a.m., the
Administrator informed the DOO and surveyor
Staff Aa got off frack from corporate palicy and
ordered milk from Dean Foods. The
Administrator stated since Staff Aa left on 7/8/17,
Staff PP and Staff OO wauld have ordered the
milk, The Administrator said the last milk ordered
on 7/27/17 from Dean Foods, Whan guestioned
if she personally looked at milk for orders priar 1o
Staff UU assisting, the Adminlsirator responded
no, Staff PP and Staff OO would have been
responsible to ensure milk ordered. The
Administrator, the DOO, and surveyor went to
Staff UU in the Kitchen o confirm If she ordered
milk. Staff UU stated she did not order milk
because staff told her a truck comes with It, The
Administrator stafed she would have to verify If
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they needed to order millkk. At that time, Staff Bh,
Dietary Manager {from a different sistor facility),
obsarved hringing in food far the facllity.

Observaticn of the cooler an 8/3/17 at 9:00 am.
revealed 9 - one gallon 2% milks, no cartons
(pints) of milk, no chocolate milk, and no skim
milk.

In an interview on 8/3M7 at .30 a.m., the
Administrator verifled the US Food truck
expacied to deliver between 1:00 p.m. to 2:00
p.m. that day. The Adminlstrator confirmed the
milk truck from Dean Foods came every
Thursday. The Administrator stated she leamed
the milk guy checks thelr stock and automatically
brings them back up to a certain level each wesk;
200 - 1/2 pints chocolate milk, 38 galions 2%
ik, and 800 half pints of skim milk. The
Administrator stated the milk truck en route
making deliveries on the south side of the ¢lty
and should be at the facility around [unch time.
The Administrator confirmed she had not been
aware the facility had & recurring order every
Thuraday.

In an Interview on 8/10/7, the contracted Dletary
Manager confirmed he served ali menu items as
wiltten on the menu from 8/7H7 thru 8/10/17.
The Dietary Manager stated the facllity had all the
food items except the raviofl with cheese on the
ment for 8/7/17 dinner. The Dietary Manager
reported the fadliity went to the stare on the
morning of 8/7/17 to purchase the raviali,

The facliity's Spring/Summer Week 3 Day 2
memu identifled cheesa raviolt cassercle to be
served for dinner on Monday 8/7/17.
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7. The Minimum Data Set {MDS) assessment
dated 6/23/17 far Resident #14 identified a Brief
Interview for Mental Status (BIMS) score of 09. A
score of @ indicated moderate cognitive
Impairment.

In an interview on 8/8/17 at 8:15 a.m., Resldent
#14 sat in the dining room almost finlshed with
breakfast. Resident #14 reparted the food did not
taste good. Resident #14 said the facllity had
baen running out of food and they dld not have
snacks. Resldant #14 stated the previous week
awful even waiting for butter, Resident#14
commented the facllity serves things for breakfast
that were not normal breakfast items llke
sandwiches.,

8. in a family interview on 8/717 at 3:25 pm., a
family member for Resldent #3 stated the facility
had issues with running out of food. The famlly
member reported the resident ate in histher room,
The family member reported the resident once
raceived a puraed diet lray and he/she had to
carrect staff to give a regular food tray.

8, The MDS assessment dated 5/18/17 for
Resident #20 identified a BIMS score of 15. A
score of 15 indicated intact cognition,

in an interview on 8/14/17 at 225 p.m,, Resident
#20 reported the facility had plenty of food that
day and week, but the facilily had been running
out of food, Resident #20 stated 1 day he/she
racoeived lima beans and spinach 2 times.
Residant #20 commentad he/she could not have
pork and the facllity did not always have an
alternative for him/her,
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10. The facllity's Week 3 menuy, signed by the
Consuitant Dietitlan on 7M1/17, identified a
puraed sarving of dinner roll, as part of tha
planned menu for the pureed texiure dlet, at the
noon meal on 8/8/17.

Observation on 8/817, from 10:10 a.m, to 1:00
p.m., revealed Staff L, Cook, asslgned to puree
the food items needed for the noon meal. Staff L
pureed the meat, potato and vegetable, but did
prepare pureed dinner rolls nor did Staff L add
dinner rolisfbread to the ltems puraed.

Review of a document titled "Dilet Listing”, daled
7/31M7, rovealed the 6 observed residents
identified to be on a pureed texture dist.

Chservation on 8/8/17, from 12:05 p.m. to 1:00
p.m,, during noon meal service rovealed a pureed
bread itam not served to the 6 of 6 observed
residents on a puread dist.

During an interview an 8/8/17, at 1:05 p.m., Staff
1. acknowledged he did not puree a bread item or
add bread to pureed meat and/or vegetables at
{he nooh meal . He reported he did not roufinely
puree bread and only added if to products that
needed i to help with improved texture,

During an Interview on 8/8/17, at 1:35 p.m., the
Consultant Distitian confirmed the expectation for
the bread liems, identifled on the menu, to be
pureed and prefers the addition fo
meatfvegetable {o help with & cohesive texture,
rather than puresing by itself.

Raview of a policy fitled "Pureed Foods", revealed
rasidents wili recelve pureed foods in accordance
with the prescribed diet order .., all food is pureed

F 363
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per the procedure attached/posted ... "

Revlew of documents titled "Pureed
Vegetable/Starch Procedure® and "Pureed Meat
Procedure”, posted in the kdtchen, identified the
addition of 1/2 pleca of huttered bread or 1/2
dinner roli for each portion of vegetahle and meat
pureed,

Tha K was abated on 8/2/17 when the facliity
completed the following:

Ensured the breakfast serve on 8/2/7 and all
men items were avialbe and bheing severed.
Confitmed with the registered dietialan and
interim dietary manage that all [food)] items are
avllalbe for the meal 8/2/117.

On 8/2/17 the interim dietary manager worked
wlith a team ovserseelng each meal to ensure
meals are prepped and served timely; and dletary
staff ware re-educated on the overall dietary meal
service.

The facllity tdentlfied on 8/1H7/f the RD complied
a list of residents who were af risk for weight loss,
and will raview merus {0 ensure adequate
nutritional will be maintained. The Administrator
would ensure ongoing communication with dietary
staif on ordering neads witll continue, hire a
dietary manager, interview residents and families
starting 8/1/17 to ensure food was bsing offered;
and evaluate distary sanitation. The Administrator
repartad audits of menu items will be conducted
weekly for 30 days.

These actions lowered the 1J from "L* severity to
"E” with tha need for ongoing monitoring to
enstre future orders and deliveries would be
setved to meet resldents nutitional needs,
483.60(0)({1)-(3) FREQUENCY OF
MEALS/SNACKS AT BEDTIME
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(f) Frequency of Meals

{f)(1} Each resident must receive and the facifity
must provide at least three meals daily, at regular
times comparable to normal mealtimes in the
community or In accordance with resldant naeds,
preferences, requests, and plan of care.

{f)(2)Thers must ba no mare than 14 hours
between a substantial evening meal and
breakfast the following day, except when a
nourlshing snack is served at bedtime, up fo 16
hours may elapse between a substantial evening
meal and breakfast the following day if a resident
group agrees to this meal span.

(1){3) Suitable, nourlshing alternative meals and
snacks must be provided to residents who want
to eat at non-fraditional times or outside of
scheduled meal service times, consistent with the
resldent plan of care.

This REQUIREMENT is not met as evidenced
by:

Based on group resident Interview, observatlon,
staff interview, review Resldent Goundll minutes,
facllity racord review and resident Interview, the
faciiity failed to serve meals at regular times and
failed to offer a variely of salisfying snacks for 7
of 7 resldents present for the group Interview and
3.0f 15 current residenis reviewed (Rasident #14,
#20, #11). The facllity reported a census of 90,

Findings include;

1. Dutlng the Group rasident Interview on 8/2/17
at 1:15 p.m,, 7 out of the 7 residents complainad
that facifity staff general served meals fate, The
group stated they wished there were mote variely
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with shacks as residents without teeth could not
aat the apples or pears, The group voiced staff
did not offer bedtime snacks and the resldents
with a pureed diet did not have anything prepared
or offered.

2. During a meal ohservatlon on 8/2/17 at 12:31
p.m. staff added meat halls to the steam table. At
12:39 p.m. the steam cart and room trays left the
kitchen,

In an interview on 8/2/17 at 12:34 p.m., StaffL,
cook, stated the steam cart shouid |leave the
kitchen by 12:15 p.m. He acknowledgad they
wers walting on the meat balis befere they could
leave the kitchen,

3. The Resident Gouncli minutes from 520117
dacumented under the Distary section: the food
tasted cold with iong walt times for meals,
specificafly in the avening.

The Resident Gouncdil minutes from June {2017)
documentead under the Dietary saction that food is
somellmes served cold and residents waited a
fong time for meals, espadcially in the evenings.

The Resldent Councll minutes from .July 2017
documented under the Dietary section not always
being served when requests room trays, Under
the Nursing seclion the minutes documented staff
did not pass ice water or offer snack catts at all.

4, The Meal Timas [ist provided by the faclllty
listed the following meal times:

Breakfast

7:00 a.m, - 9:15 a.m. - Main Dining Room

7:30 a.m, - Assisted Residents in the Main Dining
Raom
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7:30 a.m. - North Nook theh South Side

The steam cart will go to the North Side Mook first
the South Side Nook area for room frays

Lunch

H:45 a.m. - 12:30 p.m. Main Dining Room

12:15 p.m. - Assisted Residents in the Main
Dining Room

12:15 p.m. - Narth Nook then South Side

Tha steam cart will go to the North Side Nook first
the South Side Nook area for room frays

Supper

5:00 p.m. « 5:45 p.m. Maln Dining Room:

B:30 p.m. - Asslisted Resldants In the Main Dining
Room

£:30 p.m. - North Nook then South Side

The steam cart will go to the Norih Sidse Nock first
the South Side Nook area for room trays

5, In an Interview on 7/31/17 at 6:00 p.m., Staff 1,
Dietary Aide, showed the dry storage racks
harren and the shack rack to be empty.

Cbsearvafton on 7/31/117 at 6:01 p.m. revealed the
food contents of the kitchen inventoried by 2
surveyors In the dry storage with no snacks found
on the shelves.

In an interview on 7/31/47 at 6:50 p.m., Staff MM,
Dietary Alde, stafed she had worked for the
factlity for 5 months. Staff MM said they had
been running out of food like bread, snacks, and
Juices. Stafi MM reported the Administrator had
tald them not to order snacks anymare but she
did not know the reason why.

In an interview on 8/1/17 at 8:50 a.m., Staff 00,
Distary Cook, stated breakfast is served and
cleaned up to switch over to lunch. Staff OO said
lunch supposed to start at 11:45 am.

F 368
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In an interview on 8/4/17 at 8:07 a.m., Staff G,
Certified Nurse Alde (CNA), stated the meals are
not starting on time.

In an interview on 8M/17 at 10:20 a.m,, Staff QO
stated he was starting to cook Junch at that fimse.
Staff OO0 sald he should unthaw the beef paities
hut due to time constraints, he would cook from
frozen,

Observation on 8/1/17 at 11:53 a.mn, revealed
Staff QO sald he needed to gst the pureed going
as it should have been done a long time ago
since meal should be at 11:456 am. At12:30
p.m., the food began golng out to the main dining
room. The lunch meal service ahded at 1:20 p.m.

Chservatlon on 8/1/17 at 5:40 p.m. revealed 35
raesldents in the dining roem waiting for food and
random residents yelled out for food. Al that
fime, no residents had food. Atg:10 p.m., staff
started the meal service in the main dining room
and ended it at 7:00 p.im. in the main dining foom.

Observation on 8217 at 11:50 a.m. revealed
prep startad for the puread foods by the,
Reglstarad Dietlclan {RD) and staff were not
ready fo serve yet. At 12:15 p.m,, the RD asked
staff If they were ready to go and Staff L
responded no, he needed o puree the starch yel.,
The RD diracted staff to get galng with sevving
rogular plates and she began to puree noodies.
At 12:18 p.m. staff served the first plate In the
main dinfng room, At 12:35 p.m. StaffL
commented the steam cart should leave the
kitchen at 12:15 p.m, but they had fo wait on
meathalls. At 12:40 p.m. the steam cart left the
kitchen, At 12:50 p.m. staff deliverad the first
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room frays on Northaide. At 1:06 p.m, staff plated
the last room tray on Northside. At 1:15 pun., the
RD and Adminlstrator asked Staff OO why it fook
so long to go to the Southslde and Staff CO
responded he waitad on 2 more residents that
were new. Staff N, Dietary Aide responded he
could go and she would bring trays back, Staff
served the first fray for Southsids at 1:22 p.m,
then Staff QO waited for plates fo arrive, At 1:28
n.m. 8 residents still needed to be served. At
1:40 p.m, Staff OO stated he finlshed service as
the last 3 trays were residents attending Resident
Coungl] who he would sarva when thay got done
with their meeiing.

In an inferviaw on 8/8/17 at 3:35 p.m,, Staff Q,
CNA (Certified Nursing Assistant) stated tho staff
ara supposed to have a snack cart. Staff O
reported the dry storage drawers as empty and
no snacks available in the nooks. Staff O stated
she could not pass HS (bedlime) snacks. Staff O
safd the residents on a pureed diet did not get
shacks.

5. The MDS {Minlmum Data Set) assessment
dated 6/23/17 for Resident #14 Identiflad a BIMS
score of 9, indicating moderate cognitive and
memoty Impairment.

In an Interview on 8/8717 at 8:15 a.m., Resident
#14 reported they did not have snacks.

6. The MDS assessment dated 5/18F17 for
Resident #20 identifled a BIMS score of 15,
indicating ntact memory and T cognition.

In an intervlew oh 8/14/17 at 2:25 p.m., Resldent
#20 reported the facility did not always remember
to serve everyone. Resident #20 stated hefshe
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ate In histher room and received suppet
anywhere from 6:00 p.m. {0 6:45 p.m. Resident
#20 reported somestimes he/she would have to
send staff to gat food or else heat up his/her own
foad in mictowave in room.

7. The MDS assessment dated 6H7/17
documented Resident #11 had a BIMS score of
14, Indicaling Intact memory and cognition,

During an interview with Residant #11 on 8/8/17
at 2:38 FM, helshe stated that hefshe usually ate
in her room and the facility usually served meais
late.

483.60(0)(1)}-(3) FOOD PROCURE,
STORE/PREPARE/SERVE - SANITARY

({1} - Procure food from sources approved or
considered satlefactory by federal, stafe or local
authoritles,

(i) This may Include food itams obtained directly
from local producers, subject to applicable State
and local laws or regulations.

{il} This provision does not prohibit or prevent
facilities from uslng preduce grown In facility
gardens, subject to compliance with applicable
safe growihg and food-handiing practices.

(i} This provision does not preclude residents
from consuming foods not procured by the facllity.

{i{2) - Store, prepare, distribute and seive food in
accordance with professional standards for food
service safely.

(1}{(3} Have a pollcy ragarding use and sforage of

F 368

F 371
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foods brought fo residents by family and other
visitors to ansure safe and sanitary storage,
handling, and consumption,

This REQUIREMENT Is nat met as evidenced
by:

Based on Registered Dietician reports,
ohsarvation, staff interview, faclllty record review,
facllity policy review, and the Food and Drug
Administration code, the facility failed to store,
handle and serve food and equipment under
sanltary conditlons In order to reduce the risk of
contamination and food-borne fiinass. The facility
Identifled a cansus of 90 residents,

Findings include:

1. The consultant Registered Disfician {RD)
review for 5/2/17 included the following
dacumantation;

Kitchan inspeaction completed:

Point 1. Claan the top of knife rack, vety dusty.
Paint 2. Clean the toaster after every breakfast.
Point 3. Clean the microwave.

Point 4. Clean the ceiling and venis,

Point 5. Fix freezer door.

Point 6. Clean the oven.

Point 7. Clean the hood.

The RD review for 541/17 included the following
dacumentation:

Kifchen inspection completed:

Paint 1. Scoops CANNOT be left In the sugar
container,

Point 2. Clean the microwave.

Polnt 3, Clean the hood,

Point 8. Clean the cailing venls,

Point 6. Wipe down the shelves in the walk-in
fridge.

Point 7. Keep food off the store room flaar,
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Point 8. Staff naed to use tongs when serving
dinner rolls-staff using steam cart used thelr
hands.

Point 10. Temperatures need to be recorded on
the milk refrigerator in the dining room, being
done anly randomly.

The RD review for 6/6/17 Included the following
documentation:

Kitchen Inspection completed:

Paint 1. Clean the knife rack,

Paoint 2. Clean celiing vent by the-walk-in.
Point 3. Clean hoad - This should have been
done at {east every 8 months professionally. Staff
are working on it today.

Point 4, Fix the freezer doorll]

Point 5. Keep foad off the store room floor - a
bag of onions sat on the floor,

Paint 8. Everything in the wallein needs a label
and date - 2 containers of fruit had no labet or
date.

The RD review for 6/22{17 inclided the following
documentation:

Kitchen Inspection completed:

Polnt 1. Glasses stll wet when set out In the
dining room after breakfast, Everything needs {o
be dry before put awaylt

Polnt 2. Keep food off the store room floor.
Palnt 4. Fix the freazer doorlil

The RD review for 7/11/17 included the following
decumentation:

a. The kitchen is filthyll Gereal left on counter
spilled from lunch.

b. Microwave needs to ba cleanad.

¢. Scoop in the sugar bag.

d. Containers of cereal need a label and date,
e. The RD threw away 3 expired containets of
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f. The RD threw away 4 expired containers of
cottage cheese.

g. Kitchen staff will nead dish soap from Ecolab.

The RD raview for 7/18/17 Included the following
documentation:

Kitchen inspecilon completed - Areas that need to
ba addressed:

Point 1. Temperatures of the walk-in fridge and
freezer are not haing done.

Point 2. Missing temperafure and sanltizer on the
dishwasher.

Point 3. Scoaps left In the sugar and flour bags.
NO scoops left I theretl!

Paint 4. Clean the microwave.,

Paint 5. Keep food off the freezer, ftidge and
store room floor,

Paint 8. Cleaning list need to ba completed.

The RD review for 7/25M 7 included the following
dacumentalon:

Kitchen inspection completed:

Point 1. Clean microwave. it did not look like
dane from last week when RD asked staff fo
clean lt,

Point 2. All cereal containars need fo be labeled.
Point 3, All juices/milk nead to be kept off the
floor in the wallein

Paint 4. Keep boxes of food off the freezer floor.
Paint 5. Keep food off the store room floor - a
bag of onlons sat on the floor.

Point 8. Throw broken-down boxes away instead
of laying them ali over the kitchen,

Point 7. The RD asked if the hood could be.
professlonally cleaned semi-annually???

Point 8. Swaeep and mop behind/under counters,
Floots nead to be moped each night,

Point 9. Countertops need kept cleaned and
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wiped down during the day.

General notes:

a. Staff asked the RD If they could have a
cleaning party, told to sef up for next week and
staff need to complete cleaning task on a daily
roustine and some iterns weekly so cleaning
parties not needed.

h. Staff should not be eating in the kitchen or
talking on celf phenes In the kitchen,

c. The RD posted a list of a few cleanhing Hems
that she wanted staff fo complete ASAP (as soon
as possible).

2, Observatlon on 7/31/17 at 6:01 p.m. revealsd
the food contents of the kitchen Inventoried in the
dry storage, walk-in cooler and walk-in freezer,
The followIng ltems observed:

a, 2 large packages of meat unthawed
{approximately 5 pound (Ibs) of possible pork loin,
unlabsled and undated.

b. A5 b lub of deviled agg potato salad, opened
with no open date.

G. Staff LL, Dletary Alde, anterad the dry storage
room eating a cookie.

d. 3 and 1/4 bags of Rice Krispies with no [abals,
no dates,

a. 4 one gallon Cole slaw dressings, expirad
6817,

f. 3 six b 5 ounces (oz) jellied cranberry sauce,
expirad 11/7/16.

g. 2 ohe gallon contalners of italian salad
dresaing, expired 11/15M18.

h. 2 one gallon of Caesar salad dressing, expired
32117,

i. 22 oz of strawbetry syrup on top shelf dripping
onta all 4 shelves, floor and thawad meat,

j- Two of two hand washing stations had no
paper towels in the dispenser.
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Chservatlon on 7/31/17 at 7:10 p.m, of the North
MNaok assisted dining room revealed:

&, The General Electric {GE) refrigetator
contalned a large amount of debris, dried food on
the shelves and sticky shelves and foods undated
and unlabeled.

h. The ice chest contained just pink discolored
water with 1 bobhing apple, one 2 quart pitcher of
lemonade (1/2 full) dated 7/20/17 and one 2 quart
pitcher of frult punch (1/3 full) dated 7/20/17. The
ice chest had a foul odor when opened.

Observation on 7/31/17 at 7:20 p.m, of the
Southstde Nook assisted dining room revealed:
a. The GF refrigerator revealed debris and dirty
shelvas, The refigerator stored one roam tray
which contalned unlabsled and undated tice,
meat, potatoes and beans.

b. A48 oz contalner of thickener, opened and
undated.

¢. Orange juice and apple juice, 48 oz
containers, also opened and undated.

c. Anice chest with 2 bobbing appies in melted
water.

d. Another ice chest with a scoop on a diry white
towel completely discolored orange. A pan had
been placed befow the leaking chest on the
second shalf 1o catch drips and the chest was 1/4
full of water. The interior of the chest showed a
80-cent sized pieca of cracked and missing
plastic and rusty hinges, brown debris with an
orange mold-like substance grew inside the
container with a black mold-like substance could
be seen all exterlor sldes. The ice chest had
been 1/2 fillad with fresh ice,

Ohbservation on 7/31/17 at 7:28 p.m. of the Narth

Nook revealed:
a. An ice chest that contained black and orange
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mold-like substances on all sides and a dirly
towel soaked and discolored orange. A drip pan
3/4 full from a constant drip from the cooler sat
under It. The ice scoop was placed on a ditty
towel, not coverad, and the scoop tray had
cracks. The ice chest had been 1/2 filled with
fresh ice.

Obsarvalion on 8//17 at 8:20 a..m. revealed a
trash can full by the dish sink, not covered and
flies around i,

In an interviow on 8/M/17 at 8:30 a.m., the
consultant RD stated she would expect all dented
cans of food to be thrown away and she threw
away 4 cans of peanut butter and 3 expired
cranberty sauces. The RD stated there should

be no eating In the storage room, meat should be
in pans to thaw and be dated and shelves needed
to be cleaned. The RD stated she would contact
maintenance to fix the paper towel dispensers,
The RD acknowledged the 2 ice chests needed to
be replaced, they appeared gross and she would
have the Administraior order 2 coolers.

Obsarvation on 8/4/17 at 10:20 a.m. revealed the
garbage remainaed uncovered.

in an interview on 8/1/17 at 10:20 am., Staff 00,
Dietary Coak, stated he was starfing to cook
funch at that ime. Staff QO said he should
unthaw the beef patties but due to time
constraints, he woudd cook from frozen.
Observation at the time revealed not all breakfast
lterns cleaned up yet with a pan of sausage links
remaining, approximately 30 to 50 links, and a
Ziplos bag of about 10 pieces of bacon on the
counter. The counter appeared solled from the
breakfast prep. Further observation revealed

F 371
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Staff JJ, Receplionist/ Administrative Assistant,
washed dishes In the 3 compariment sink with no
water present In the 3rd compartment that should
cantain sanitizer, Staff W stated she did not
know how fo chack the sanitization level. Staff
QO gave her soma testing strips and the test strip
measured 0 ppm {parts per million} of sanilizer.
Staff QO statod the sanitizer is so low, he just
adds some other kind of sanitizer to the 2 sink.
He knaw that was not right, but thaf's the best he
could do. Staff OO said the first sink contalned
soapy water and the second plaln tinse water,
Ohservation revealed the sanitizer container
under the sinl as completely empty. Staff JJ
continued fo wash & pans and lids with the 2 sink
method and no sanltizer.

In an interview with the Adminlstrator on 8/1/17 at
11:20 a.m., the Administrator stated Ecalab
comes to the facility monthly and handles the
sanitizers and they should be at the facllity in 20
minutes. The Administrator could not say where
additional supply of saniizets would he stared in
the facility and stated she did not know if they had
any oh hand in the facility.

Qbsarvation on 8M/17 at 11:25 a.m, ravealed the
dish machine tested at 10 ppm; according to the
machine's data plate it should be a minimum of
50 ppm. The facility then switched to the use of
all paper products.

Observation on 8/1/17 at 11:30 a.m, revealed 18
eqgs left an the shelf above the stova which Staff
QO actively cooked an. The surveyor informed
the RD the aggs felt hot to the touch and the RD
threw the eggs away.

in an interview on 81717 at 12:10 p.m., the
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representative from Ecolab stated the facility's
representative from paper supplies orders
chemicals. The Ecolab representativa said he
knew that Staff AA, previous Dletary Manager,
dropped the ball with ordering. He stated he had
inserviced staff just 2 weeks before on changing
out the sanitizers. The Ecolab representative
called the papers representative and informed
him the faciilty ran out of Quat (quaternary)
sahitizer. The Ecolab representative stated the
facility ran out of sanllizer for the dish machine
also. The Ecolab representative reported he
previously trained staff on 7/8/17 hut the facility
had a large turniover in staff. He asked the
Administrator at that time for permission to tall
staff he would shut down the machine if they
could not demonstrate how to properly clean and
maintain the dish machine and the Administrator
gave him the okay,

Observation on 8//417 at 42:40 p.m. revealad the
can openar mounted to a table in a black halder
which contalned an extra large amount of a
black, sticky substance on if, the holder and the
floor beneath that covered an approximately
6-inch square floor tile. The RD cleanad It
Immadiately with steel wool and observation
revealed the holder as actually lighter biue in
colar,

On 8/1/17 at 1:10 p.m, the Ecolab representative
refurned with sanitizer for the facility's dish
machine. He reportad the facllity would be
receiving mare sanitizer in 2 days.

Observation on 81117 at 5:50 p.m. revealed Staff
LL, Dietary Aide, placed 5 fresh tomatoes into the
garbage disposal sink In the dishroom and
washed them with the sprayer hose, Staff LL
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then placed the tomatoas on a cutling hoatd and
the surveyar informed Staff UU, Dietary Manager
from a sister facility and Staff UL instructed Staff
LL to throw the tomatoes away. At 5:55 p.m.
Staff UU determined they had no sink for
preparing food and staff tried to find out how to
clean the sinks for food prep. Staff LL stated she
did not know why she couldn't use the dishroom
for food prep. At 6:05 p.m., while Staff UU
attempted to clean the sinks, Staff LL. {ried fo set
the tomatoss down an the sink with cleaner on It
Staff UL Intarvenad and educated Staff LL she
could not set the tomatoes in the cleaner. Staff
UU further educated Siaff LL. as she held the
tomatoes with bare hands and she needed to
wash hands and don gloves prior to handling the
tomatoes. At 6:10 p.m, Staff OO started the meal
service and usad the same pair of gloves
throughout the meat service 1o touch alk
hamburger buns and slices of chaese.
Ohsarvation of the range hood and oven doors
ravealed them as covered with a large amount
grease bulldup, the steamer bottom with bulldup
of standing water and a blacklsh- eranga
substance.

3. Obsarvation of the klichen on 8/8/17,
beginring at 7:20 a.m. to 900 a.m, and 9:20 to
4:00 p,m,, revealed the following concerns:

a. An 8 cunce {o0z.} can of Hormel Thick & Easy
{powdered foad thickener) held a scoop stored
inside the can with the handle In contact with the
product. During an additional observation on
8/9/17 at 10:50 a.m,, the scoop remained Inside
the can and handle in contact with the product.

b. The Contracted Dietary Manager statloned at
the steam table assisted with dishing breakfast
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meals. He donned gloves and touched mulliple
surfaces, ncluding but not limited to the
countertop, serving utensils and cart handles. He
opened a package of bread and obtained 2 slices
for service to a resident, with the potentally
confaminated gloves, which had touched several
diffarent surfaces.

¢, During these observation periods a large,
garbage can located near the hand sink, paper
storage shelf and steam table and a large
garbage can near the end of the caoks table
ramained uncovered. An additional obsarvation
oh 8/9/M7 at 10;50 a.m. and 8/10/17, at 4:50 p.m.,
continued to show the garbage cans continued
uneovered,

d. The walk-in cocler conlained 2 fully thawed
54b packages of ground beef and did not have a
date the product was stored to thaw, Buring an
Interview on 8/8M17 at 9:20 a.m.,, the Dletary
Manager acknowledged It should he dated when
placed in there to thaw and reported it would be
discarded, since he did not know how long it had
hean thete,

e. A utensil storage drawer In the cooks table
stored several food portioning scoops, ladles and
spoon and had an area In the front left corner that
appeared soiled with a liquid and food debrls.
During an interview at the time, the Dietary
Manager acknowlsdged the drawer needed fo be
cleaned, pulled the entire drawer out and placed
it, along with all the utenslis, near the 3
compartment sink for cleaning.

f. Two skillets, ohbserved in use for food
preparation, showed a heavy build up of black
carbon build up on the oulside and food contact
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portions. During an interview at the tims, the
Dlatary Manager acknowledged the build up of
grime on the sklllets.

g. Alarge red cutting board, stored for use,
revealed heavy wear and scoting on both sides
with scattered dark stains. An additional
abservation on 8/9/17 at 10:50 a.m. showed the
cutting board continued to be sfored for use,

h. Staff N, Dietary Alde, assisted with noon meal
service, washar her hands, donned gloves,
opened the walk-in cooler and abtained sliced
turley and chease. She used the gloved hands to
unwrap the turkey and cheese and handled the
slices and a hot dog bun fo assemble 4 sandwich
for servica to a resident, after she had touchisd
other surfaces with the gloves.

i. The Dietary Manager assisted with porfioning
food at the steam table for naoon meat service. He
donned gloves at the beginning of the meal
service and touched mulilple surfaces, Including
but not limited to, counter tops, serving utensils
and cart handlas. Toward the end of meal service
he obtained a package of bread and handled 2
slices of bread for service to a resident, with the
potentially contaminated gloves, which had
fauched multiple surfaces,

Review of an undated policy fitled "Use of Plastic
Gloves®, identified gloves are like hands and
must be changed anytime a contaminated
surface is touched,

Revlew of a undated policy titted “Sanitizatlon",
provided as aducation fo dietary staff, ravealed in
part ".., all utensils, counters, shelves and
equipment shall be kept clean, maintained in
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gocd repair and shall be free from breaks,
carroslons, open seams, cracks and chipped ...
kitchen wastes that are not disposed of by
mechanical means shall be keptin ... tightly
closed containers ... ®

Review of a undated policy titled "Sanitization",
provided as educatlon to dietary staff, revealed in
part ... Food preparation staff will adhera to
proper hydiene and sanitary practices to prevent
the spread of foodborne fliness ... gloves can also
become contaminated and/or sciled and must be
changed between fasks ... Disposable gloves are
single-use ltems and shall be discarded after
each use ... "

The 2013 Food Cade, published by the Food and

Drug Administration and consldered a standard of
practice for the food service industry requires the

following:

Food employaes must wash their hands
immedlately before engaging In faod preparation,
inckiding before donning gloves for working with
food in order to prevent cross contammation
when changing tasks. Single-use gloves ars to be
used for only one task, such as working with
ready-to-sat food or with raw animal foed, and
used for no other purpose, and discarded when
damagead or soiled, or when interruptions cceur In
the operation.

Garhage receptacies, containing food residue,
must be kept covered inside food service
establishment when not In continuous use,

If 3caops are hald In food that is not potentially
hazardous, they must be stored with thel handles
above the top of the food within containers that
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¢an be closed, such as bins of sugar or fiour.
Surfaces such as cutling boards, that are subject
to scratehing and scoring, need to be resurfaced
if they can no longer be effectively cleanad and
sanilized, or discarded if they are not capable of
being resurfaced.
The food-contact surfaces of cooking equipment
and pans shall be kept free of encrusted grease
deposits and other soll accurulations, )
F 441 | 483.80()1){2){4)(e)(f) INFECTION GONTROL,, F 441
558=n | PREVENT SPREAD, LINENS ‘

{a) Infection prevention and control program.

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

{1) A system for preventing, identifying, reporting,
investigating, and confrolling infections ahd
comimunicable diseases for all resldents, staff,
volunteers, visifors, and other individuals
providing services under a contractual
arrangement based upon the facllity assessment
conducted accarding fo §483.70(e) and following
accepted national standards {facllity assessment
implementation Is Phase 2);

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

{i) A system of surveillance designed to ldentify
possible commumicable diseases or infections
hafore lhey can spread fo other persons in the
facllity;
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(il} When and to whom possible incidents of
communicable disease or infections should he
reported;

{iif} Standard and fransmission-based precautions
ta be foflowed to prevent spread of infections;

{Iv} When and how isalation should be used for a
resident; including but not fimited fo:

{A) The type and duration of the solaffon,
depending upon the infactious agent or organism
Involved, and

(B) A requirement that the isolation should be the
least restrictive passible for the rasident under the
creumstances.

{v) The circumstances under which the faciiity -
must prohihit employees with a communicable
disease of Infectad skin leslons from direct
contact with residents or their foad, if direct
contact will transmit the disease; and

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

{4} A system for racording incidents identified
under the facility's IPCP and the corrective
actions taken by the facility.

{e) Linens. Personnei tust handle, store,
pracess, and fransport Inens so as to prevent the
spread of Infaction,

(f) Annual review, The facility will conduct an
annual review of its IPCP and update thelr
program, as necessary,
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This REQUIREMENT Is not mat as evidenced
by:

Based on observations, facility procedure review
and staff interviews, the faclity failed o malntain
an Infection control program to prevent and
control, to the extent possible, the onset and
spread of infection within the facility by not
following praper disinfacting procedures of a
glucometer for 2 residents (Residents # 22 and
#23). Afthe time of the survey, the facility
reported a census of 90 residents and 15 current
restdents were selectad for raview.

Findings Included;

1. During observation on 8/8/17 at 7:55 a.m.
Staff B Licensed Practical Nurse (LPN) entered
Resident #22's room wlth a glucometer (fo
measure blood sugar), tissus, langet, Humalag
kwik pen (an insulin administration device) and
alcohol prep pads. Staff B-sat the items down on
the resident's table on top of the tissue. Staff B
then washed her hands, donned gloves, wiped
the resident's finger with an alcohol swab,
obtalned a blood sampls, wiped the first drop of
blood away and placad the next on the lest strip
of the glucometer, Staff B dlaled up the insulin
dose and administered the insulfin, Staff B then
remaved hor gloves and took the glucometer,
with the used test strip and lancet, back out to the
madicatlon cart and disposed of the lancet, test
strip and needls and placed the resident’s
glugometer back into the medication stacking it
next to other glucometers without cleaning the
glucometer before storage.

During observation on 8/8/17 at 11:35 a.m. Staff
B entered Resident #23's room with a
glucometar, tissue, lancets, and aleohol prep
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pads. Staff B sat the ifems down on the resident's
table on top of the tissue, Staff B washed her
hands, donned gloves, cleansed the resldent's
finger with an alcohol swab, used a lancet to
obtaln blood sample, wiped the first drop of bloed
away and placed the next on the test sirip of the
diucometer. Staff B removed her gloves and took
the glucameter, with the used test strip and
lancet, back out to the medicatlon cart and
disposed of the lancet, test strip and neadle and
cleansd the glucometer with Micro-Kil One for 1
minute, placed the glucomater on top of a barrier
to dry and returned the glucometer to the
medieation cart,

Durlng an Interview on 8/8/17 at 8:02 g.m. with
Staff B statad she does nof ever clean the
glucometer since each resident had thelr own
glucometers,

Durlng an Interview on 8/8/17 at 11:40 a.m. with
Staff B stated she had guestions about cleaning
the glucometers and asked her supervisor. Staff
B leatnad the giucometers headed to be cleaned
with the Micro-Klil One and wiped for one minutes
and let air dry.

During an interview on 8/9/17 at 9:10 a.m. the
Direator of Nursing stated staff need to olean the
glucometers after sach use aven when the
residents have their own glucometers since they
are storad next to each other.

During an inferview on 8/8/17 at 1:44 p.m. with
Staff KK, Director of Clinical Services stated that
when the glucometer are stored next to each
cther they would need o clean the glucometers
|ust as it had been used ag a multl-use
glucometer,
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The facllity procedure entitled Glucose Monitoring
Disinfaction, revised on 9/2016, provided genorat
instructions as follows:

1. Gather equipment

2, Place aquipment on bedside tablefoverbed
tahle, Use paper towels as bariier between

and equipment prlorto  placing equipment on
table.

3. Wash hands and puf on a palr of gloves.

4, After parforming the glucose test, throw used
lancel and sftrip in sharps container,

B, Clean all external parts of the monitor with a
Micro-Kill Ons wipe. Discard wipe.

6. Disinfect monitor be continually wiping or
wrapping manitor with a second wipe to ensure
contact fimea of 1 minute, :

7. The disinfected monitor wili be placed on a
towelf paper towel,

8. Gloves will be removed and hand wash
performed.

8. The monitor will be placed tn the med|cation
cart or other clean storage area unti needed.

2. The Minimum Data Set (MD8) assessment
dated 5/26/M7 |dentified diagnoses for Resident
#2 that included arthiitis, Parkinson's diseass,
depresslon and Non-Alzheimer's dementia (a
detetlorating condition). According to the MDS,
the resident required the assistance of 2 staff for
bed mobility, fransfers dressing and foilet use and
the assistance of one staff with eating and
personal hyglene. The MDS Indicated the
resident exparienced severely impaired cognltive
skills for daily decision-making

table

Ah observation on 8/8/17 at 2115 p.m. revealed
Staff C, CNA (certified nursing assistant) placed
Rasldent #2's blankat and pressure reduction
hoats on the floor in the resident's room, Without
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gloves, Staff C removed dirty linen from the bed
and placed the linen on the carpeted floor, Staff G
then re-make the resident's bed with clean finen
and did not wash hands between dirly and dlean
tasks. After Resident #2 transferred into bed,
Btaff G pleked up blanket off the floor and
pressure reduction boots and placed them an the
resident to use. The boots and blanket were not
cleaned after being on the floor prior fo use on
the resident.

An interview on 8/15/{7 at 8:30 a.m. with the
Director of Nursing (DON) revealed her
expactations of bed making Is hand hygiens
when going fram dirly fo clean, During dlscussion
of placing a blanket and pressure reduction boots
on the floor, she stated would expeact that nothing
be placed on the fioor especlally those iterns to
be reused on the resident.

483.90{i)(8)
SAFE/FUNCTIONAL/SANITARY/COMFORTABL
E ENVIRON

{l) Cther Environmental Conditions

The facliity must provide a safe, functional,
sanitary, and comfartable environment for
residents, staff and the public.

{5) Estabilsh policies, in accordance with
applicable Federal, State, and local laws and
regulations, regarding smoking, smoking areas,
and smoking safety that also take into account
non-smoking residents,

This REQUIREMENT is not met as svidenced
by: }
Based on observations and staff Interview, tha
facllity failed to maintain the kitchen environment

F 441

F 465
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in a safe, clean and sanitary manner. The facflity
identified a census of 90 residents.

Findings inciude:

1, Observation during the kitchen environment
four with the Dietery Manager on 8/8/17
beginning at 8:20 a.m., revealad the following
CONCerms:

a. An area of the kltchen floor, to the side and
undar the convaction oven revealed scaltered.
food debrls, dark brown grimy areas and a greasy
fael undetfoot.

b. The doors of the Southbend double convection

oveh had heavy grime build-up, especially at the
lower portions of the doors, which felt -
greasy/sticky to the touch and had dark brown
streaks coming from the bottom set of doors,

. The Imperial gas stove had a bulld-up of grime
an the doors, around the handies and below the
doors with dark brown areas of grime extending
balow the doors and onto the floor.

d. The walk-in freezer floor appearad soiled and
revealed a very sticky surface just inside the
door, to the left side, extending to the shelving.

a. Tha dry storage room floor showed scattered
food debris and heavily solled areas around the
perimeter of the room with the heaviest soit along
the side of the walk-in cooler. The surface of the
fioor had a black substance in several areas by
the wall-in side, which wiped off to the tauch.

Additional ohservations on 8/9/17 al 10:50 a.m,,
revealed the condition of the idenfified cancerns
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remained the same.

Durlng an Interview af the time, the Dietary
Manager (DM} confirmed the soiled condition of
the identified areas and acknowledged tha
depariment lacked and sffective system to
ensure cleaning activities are routinely complated.

During an interview on 8/8M17 at 1:05 p.m., Staff
L, Cook, reparted the previous DM had assigned
cleaning duties to the staff position but
acknowledged dietary staff were not required to
sign off on them as completed atid the DM did
nof enhswre the duties were completed. Staff L.
acknowledged cleaning Issues existed within the
klichen environment and atfributed this partially to
ineffective management and lack of time to
complete the tasks.

During an interview on 8/8/17 at 1:35 p.m,, the
Constiitant Dietltian reported she does a
walk-through of the kitehen on each of her weekly
visits, a porlion of which addressed
sanitation/cleaning issues. She acknowledged the
department has ohgoing problems with
cleanlinass in the kitchan and she's ldentifled
some of the same lssties each week.

The 2013 Feod Code, published by the Food and
Drug Administration and considered a standard of
practice for the food service Industry requires the
foodsarvice enviranment shall be cleanad as
often as nacessary io keep them clean.

2. Akitchen observation on 8/8/17 at 12:60 p.m.,
revealed the fire suppression system, under the
stove hood, above the gas stove, showed the
pipe extanding the length of the stove, had 4
hozzles {to dispense the fire extinguishing
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material in the svent the system was activated).
The 4 nozzlea angled outward at approximately a
45 degree angle away from the stove, and falled
to be positioned in the downward position to
extinguish a fire. During an additional ohservation
oh 8/9/17 at 10:50 a.m., the nozzles remained in
ilte same position,

Durlng an interview on 8/8/17 at 3:60 p.m., the
Administeator and DM confirmed the position of
the nozzles did not appear to be such that it
would dispense the fire extinguishing material on
the stava. This surveyor informed the
Admlnistrator contact had been made with the
State Fire Marshal and he relayed fo instruct the
facility to contact thelr fire suppression system
technictan to remedy the sltuation,

During an interview on 8/8/17 at 3:05 p.m.,, the
Administrator reported she had not contacted the
stippression inspection company to inform them

of the issue, but the Maintenance Director had
retumned to work that day and she would have him
address it '

During an interview on 8/9/17 at 3:20 p.m,, the
Administrator and Maintenance Dlrector reported
the fire suppression system nozzles had been
adjusted back to the downward paosition, The
Maintenance Director belleved the pipe had likely
been moved inadvertently when a company came
in and cleaned the stove hoad last week.

Chservation on 8/9/17 at 4:50 p.m. confirmed the
fire suppression system nozzles had been angled
back toward the stavetop. A sticker on tha sida of
the stove haod identified A-1 Preferrad cleaned
the stove hood oh 8/7/17,
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Observation of the stove hoaod fire suppression
system, on 81017 at 10:00 a.m., with the Stale
Fire Marshall, Administrator and Maintenance
Diractor, tevealed the nozzles angled toward the
stove top but failed to be at the required angle
and a missing cap on one of the nozzles needed
to be replaced. He informed the Administrator
and Maintenance Director the fire suppression
system technician should have been called to
correct the situatlon, since the Malntenance
Diractor is not certifled to service the system. The
State Fire Marshall instructed them to contact the
technician and request service to have the cap
replaced.

3. During a dietary observation on 8/1/17 at 1:05
p.m. the flaor In the freezer showad multiple
areas of dirt and felt sticky.

4, During a dietary observation on 8/1/17 at 5:55
p.m. Staff ZZ Maintenance man from ahother
facllity put on a fockout on the plug for the
steamer, He stated he had been asked to come
over and place the lockout since the steamer did
not have an accurale temperature and was not
safe to use. Staff ZZ had no idea on how long it
did hot work.

483.90(i%4) MAINTAINS EFFECTIVE PEST
CONTROL PROGRAM

{i}(4} Maintain an effective pest control program
so that the facility Is free of pests and rodents.
This REQUIREMENT s not met as evidenced
by:

Based on group interview and observation, the
facility failed to maintain effective control of flies
in the buliding, The total sampls size 16 current
resldents and the facliity reported a census of 80.
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Findings Include:

1, During the group interview on 8/2/17 af 1:16
p.m., 7 of 7 residents in attendanca stated that
flies were a recent problern and the flies bothered
them.

2. Observation on 84417 at 1:16 p.m. revealed
numerous flies in the kitchen.

3. Observation on 7/31/17 al 5:55 p.m. revealed
the dining room tables with plates of uneaten food
on all tables and many flies everywhere.,

Observation on 81117 at 8:20 a..m. revealed an
uncovered, full trash can by the dish sink in the
kitchen and flies around, At 1:00 p.m., the trash
remainad uncovered in the kitchen with flies
present.

Observation on 8/1/17 at 6:25 p.m, revealed a tall
laundry basket present in the main dining roor,
without a liner or iid to cover, full of ampty pop
can and flles everywhere,

Ohservatlon on 8/2/117 at 12:05 p.m, fiies
remained flying around the full, uncovered
garbage can with no lid in sight.

Obsetvation ot 8/7/47 at 2:00 p.m, revealed the-
North Nook dining room contained an uncovered
basket full of emply pop cans, an uncovered full

trash can and numsrous flies flylng.

F 496 | 483.35(d){4)-(6) NURSE AIDE REGISTRY

58=n | VERIFICATION, RETRAINING

d}(4) Reglstry vetification
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Before allowing an individual to serve as a nurse
alde, a facility must recelve registry verification
that the individual has met competency evaluation
raguirements unless-

{i) The Individual Is a fuil-time employes in a
fraining and competency evaluation program
approved by the State; o

(1i}The Individual can prove that he or she has
recenfly successfllly compieted a iraining and
competency evaluation program or competetcy
evaluation program approved by the State and
has not yst been Included in the registry.
Facllties must follow up to ensure that such an
individual actually becomes registered.

{d)}{5) Multi-State regislry verification

Before allowing an individual to serve as a hurse
alde, a facility must seek information from every
State ragistry established under sections 1818{e)
{2)(A) or 1819(e)(2)(A) of the Act the facllity
belleves will include information on the Individual.

(d){8} Required retraining
If, since an individual's most recent completion of
a fraining and competency evaluation program,
thera has been a continuous period of 24
consecutive months during none of which the
individual provided nursing or nursing-related
servicas for monstary compensation, the
Individual must complete a new fraining and
competency evaluation pragram or a nsw
competency evaluation program.
This REQUIREMENT s not met as evidenced
by:

Based on personnel record review, policy review
and staff Inferview, the facility falled to decument
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registry verificatlon for Gerfified Nurse's Aides
{CNA) prior to the employment for 2 of 3 GNAs
selected for review (Staff F and G). The fagility
identifled a census 90 of residents.

Findings Ingclude:

Review of the personnel file for Staff F, GNA,
showed a hire date of B/10/17 for employment as
a CNA, The personnel file contained a document
titled Single Contact License & Background
Check (SING), dalad 5/3/17, which did not
include tha verification of eligibility to work as a
CNA In lowa. The file contalned a document from
the [irect Care Worker Reglstry Site search
which identified Staff F eligible as a CNA but the
document faifed to identify the date it was done,

Review of the personnel file for Staff G, GNA,
showed a hire date of 8/7/17 for employment as a
CNA. Staff G's SING check dated 5/16/17 did not
include the verification of eligibllity to wotk as a
CNA in lowa. The file contalnad a documant from
the Diract Care Worker Registry Site search
which identifiad Staff G eligible as a CNA but the
documaent failed to identify the date it was done.

During an Interview on 8/9/17 at 9:30 p.m,, the
Human Resources Coordinator conflrmed she
checked the Diract Care Worker Registry to verily
Staff F and G's eligibilily as CNAs prior to
employment, but only knew how to print
verification of efiglibillty In the view contained in
the files which did not include the date. She
acknowledged the documents failed to confirm
tha completion of registry checks prlor to
employment.

Raview of a fadliity policy titled Abuse Prevention
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Plan, revisad in June 2017, identified the facility
will attempt to obtain Information regarding a
history of abuse, naglect or mistreaiment of
residents from appropriate licensing boards and
regisiries, priot to a conditional offer af
ampioyment.
F 497 | 483.350(d)(7) NURSE AIDE PERFORM F 497
§8=D | REVIEW-12 HR/YR INSERVICE

(d}(7) Regular In-Service Education

The facility must complete a performance review
of avary nurse aide at least once every 12
months, and must provide regular in-service
education based on the oufcome of these
reviews. In-sevice training must comply with the
requirements of §483.95(g).

This REQUIREMENT is not met as evidenced
by:

Based on personnel record review and staff
interview, the facility failed to complete written
employee perfarmance evaluations for each
individual nurse alde on at least an annual basis
and fafled to ehsure nurse ajdes receivad
education and training for 2 of 11 employees
reviewed (Staff WW, Staff YY). The faciiity
reparted a census of 80 residents.

Findings include:

1. The untitled staff roster listed the following hire
dates:

a. Staff WW, CMA (Certified Medication Aide) -
627116

b, Staff YY, CNA (Cerlifiad Nurse Alde) - 3/28/16

Review of the employee flles revealed no annual
perfonmance evaluations for Staff WW or Staff
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It an interview on 8/14/17 at 3:06 p.m., the
Administrator confirmed the employes records
lacked documentation of completlon of annual
performance evaluations. The Administrator
stated the employee records lacked
documentation of Staff WW or Staff YY recelving
regular lhsetvicing. The Admintstrator praduced
documentation that Staff WW attended one hour
of inservicing.

483.70(1(1)(2) EMPLOY QUALIFIED
FT/PTICONSULT PROFESSIONALS

() Staff qualifications,

{1) The facility must employ on a full-time,
part-time or consultant basis those professionals
necessary to carry out the provisions of these
requirements, )

{2) Professional staff must be licensed, certified,
ar reglstered in accordance with applicable State
laws.

This REQUIREMENT s not met as evidenced
by:

Based on personnel record review, staff
interviews and facility policy review, the facility
falled o conduct nursing license varifleation
before hiring 1 of 2 Licensad Practical Nurses
(LPN) selected for review. The facility identified a
census of 90 resldents,

Findings includs:
1. The persannal record for the Staff H, Licensad

Practical Nurse (LPN), documented a hire date of
61151 7. The personnel file contained a document

F 497

F 489
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tifled Single Contact License & Background
Check (SING), dated 6/13/17, which which did
not include the verification of a valld nursing
license.

During an interview on 8/9/117 at 9:30 a.m,, the
Human Resources Coordinator reported Staff F
had a Pennsylvania LPN llcensa upon hire and
applied for an lowa license on 6/15/17, The
Human Resources Coordinator provided a
document titled QuickConflrm License Verification
Repart, dated 8/8{17, which verified she had a
valid Pennsylvania license and confirmed she just
printed It yestarday.

Review of a facllity policy titled Abuse Prevention
Plan, revised in June 2017, ldentified the facility
will attempt to obtain information regarding a
history of abuse, naglect or mistreatment of
rasidents from appropriate licensing boards and
registries, prior to a conditional offer of
employment,

483.70()(1){5) RES
RECORDS-COMPLETE/AGCURATE/ACCESSIB
LE

{l} Medical records.

{1} in accordance with accepted professional
standards and practices, the facility must
maintalh medical records on each resident that
are-

(i} Complete;

(it) Aceurately documented;

{lif) Readily accessible; and

F 499

F 514
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(iv) Systematically organized

{5) The medical record must contaln-

{i) Sufficient Information to ldentify the resident;
{ii} A record of the resident’s assessments;

{iii) The comprehensive plan of care and services
provided;

{iv) The results of any preadmission screening
and resident review evaluatlons and
determinations conducted by the State;

(v} Physician’s, nurse's, and other licensed
professional's progress notes; and

(vi} Laboratory, radiology and other diagnostic
sarvices reporis as required under §483.50.
This REQUIREMENT 1s not met as evidenced
by:

Based on clinical record review and staff
interview, the facility failed to accurately
dacument the disposition of narcotic medleatians
after baing slgned out of the narcotic count for
one resident {#3} and failed to document
provision of treatments for another resldent (#19)
of 15 current residents reviewed. The fadliity
reporied a census of 80 residents.

Findings include:

1, The Minimum Data Set (MDS) assessment
dated 7/20/17 for Resident #3 identified the
resident snterad the facility on 713/17. The MDS
documented diagnoses that included diabetes,
traumatic amputation of right great tos, history of
diabetic foot ulcer and cellulitis {Inflammation of
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cells), The MDS recorded the resident received
scheduled and PRN {as needed) pain
medlcations for pain management.

The Dismissalfinteragency Instruction Sheat
dated 7HM3M7 at 12:00 p.m. directed staff to
administer Norco 5/325 (nharcotic pain pifl with &
milligrams {mg) hydrocodone and 325 myg of
Tylsnol) one tab by mouth evary 4 hours as
needed for pain

The Progress Notes dated 7/13/17 at 6:20 p.m,,
written by Staff E, Unit Manager/Registered
Nurse (RN}, documented a general note. Staff E
wrote she pulled 2 tabs of Norco 5/325 from the
E-box per pharmacy Code #WC02IA15Y. The
note did not indicate what Staff E did with the
narcofic pain pills.

The Controlled Medication Utilization Records for
Resident #3 dosumented 1 Norco 5 mgf326 mg
tab signed out on the following dates and imes In
July 2017

a. 715 at 1:50 aum. by Staff AA, RN (Registered
MNurse)}

b. 7715 at 8:20 a.m. hy Staff Od, CMA (Certifled
Medication Alde)

c. 7118 at 4:00 p.m. by Staff U, LPN {Licensed
Practical Nurse)

d. 716 at HS {bedtime} by Staff U, LPN

6. 7119 at 1:00 a.m. hy Staff H, LPN

f. 7/28 at 8:45 a.m. by Staff EE, CMA

g. 7{28 at 9:19 a.m. by Staff EE {documented the
wrong date - should have been 7/29)

h. 7/29 at 11:55 p.m. by Staff Y, RN

The July 2017 Medicatlen Administration Racord
{MAR) lacked documentatlon of Norco given on
the correlating dates and times:

£y 1D
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a. 713 at anytime

b, 7115 at 1:50 a.m. (Staff AA decumented in the
Progress Notes given a pain plll, but nof what
type)

¢. 7115 at 8:20 a.m. (nothing documented in the
progress notes)

d. 7/16 at 4:23 p.m. (Staff U signed one dose on
MAR but not 2nd HS dose}

a. 7/18 at 1:00 a.m. (nothing documented In the
progress notes)

f, 7/28 at 9:19 a.m. (Staff EE signed out 2 plils
this day, anly documented one given on MAR)
g. 7129 at 11:55 p.m. (but did Staff Y documented
in the Progress Notes pain plli glven)

On 8/9/17 at 11:23 aum. a follow-up phone
interview conductad with Staff H to ask why she
signed out a narcotic on 7/48/7 at 1:03 a.m. but
falled to document anywhera else that she gave
the paln pifl to the resident. Staff H stated she
had no idea why she signed out a piil on the
narcolic count sheet and said not golng to own up
folt. Staff H commented she guaranteed though,
if she signed out a pill she gave It

’ On 8/9/17 at 2:10 p.m., Staff H arrived at the
facility for an in-person interview. Stalf H stated
she did not take the haraatic pain plll sighed olit
on 7H9/1M7 at 1:00 am, Staff H verlfied her
signature on that date and ffme. Staff H stated
she did not know why she did not document onh
the MAR or in the nursss notes, but she
guaranteed she gave the pain pili to the resident if
she signed i out,

2, The MDS assessment dated 3/9/17 for
Resident ##18 ideniifiod diagnoses that Included
septicemla (blood infection), abscass of buftook
and a non-pressure chronic uteer of skin,
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SUMMARY STATEMENT QF DEFIGIENGIES

[Ea] PROVIDER'S PLAN QF CORRECTION

(%5)

The resident’s Care Plan focus area dated
11/9/18 identified skin alterations on the resident's
laft and right buftocks. The care plan intervention
dated 11/28/16 directed staff fo complste
freatments as ordered,

The Medication Review Report dated 41417
documented active orders for the following
treatments:

a. Anterfor {genitalia): Cleanse wound base
using normal saline and sterile gauze, pat dry;
apply tiple hydrophilic paste 3 mm (millimeter)
thick with cotton swab applicator, twice dally

b. Bacitracin Zihe Qintment 500 unit/gm (gram;
apply to {genital area) fopically in the evening
related to nan-pressure shrohie ticer of skin

¢, Change Foley (catheter) on the 23rd of every
month

d, Left lower buttock, cleanse wound base with
normal saline or saf-clens and sterile gauze and
pat dry, apply 2 by 2 dakins quarter strength
soaked gauze and cove with Mepilex berder
dressing; change dressing dally and as needad
for looseness.

e. Neomy-Bach-Polymyx-Pramoxine Ointment
(antiblotic) 1%, apply to the left thigh fopically
avery evening shift related to non-pressure
chronic ulcer of skin.

f. Right lateral {(genital arei) and right postarior
upper thigh wound care; cleanse wound base
uslng NS (normal saline) and sterile gauze, pat
dry, apply triad hydrophilic paste o wound hases
on (genital area) and pert (around) wound 3 mm
thick using cotfon swab applicator in the evening
for perl wounds.

The April 2017 Treatment Adminisiration Record
dactimented the above freatments, respeciively
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listed a through f, were not completed as ordered
on the followlng days:
a, 4/17, 4/20 and 4/23;
b. 4117, 4/20 and 4/23;
o, 4/23;
d. 4717, 4/20 and 4/23;
o, 4/20;
f. 417, 4/20 and 4/23.
The Progress Notes tacked documentation on
any of the above dates regarding the treatments
ot being completed.
F 520 | 483.75(g)(1X)-@E2)DNRMD) QAA F 520
ga=F | COMMITTEE-MEMBERS/AEET

QUARTERLY/PLANS
{g) Quality assessment and assurance.

{1) A facility must maintain a quality assessment
and assurance committes consisting ata
minimuim of:

{i) The diractor of nursing services;
(i} Tha Medical Director or his/her designee;

(N} At least three other members of the faclity's
staff, at least one of who must be the
administrator, owner, a board member ar other
Individual in a leadership role; and

{g)(2) The quality assessment and assurance
committes must

(i) Mest at least quarterly and as needed to
coordinate and evaluate aciivitles such as
identifying Issues with respect to which quallty
assessment and assurance activitles are

FORM CMS-2547{02-09) Pravious Versions Obsolete

Event i B2Sa1t

Faclily ID: [ha429

1f continuation sheel Page 165 of 171




PRINTED: 08/31/2017

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIERICLIA {X2) MUETIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
165161 B. WiNG 08/15/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
TOUCHSTONE HEALTHCARE COMMUNITY 1800 INDIAN HILLS DRIVE
SloUX CITY, 1A 5{104 -
SR SUMMARY STATEMENT OF DEFICIENGIES in PROVIDER'S PLAN OF CORRECTION X5)
PREFIX {EAGH DEFICIENGY MUST BE PRECEDED BY FULL, PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 520 | Continued From page 165 ¥ B20

necessary; and

(I) Davelop and implement appropriate plans of
action to cotrect identified quality deficiencies;

{h} Disclasure of Information. A State or the
Secretary may not require disclosura of the
records of such commlttee except in sa far as
such disclosure is refated to the compliance of
such commiites with the requirements of this
secfion,

(i) Sanctions. Good faith attempts by the
committes to identify and correct quality
deficlenciss will not be used as a basls for
sanclions.

This REQUIREMENT is not met as evidenced
by:

Based on survey history review, staff interview,
and faciilty inservices record review, the facllity
falled to function effectively in their Quality
Assurance (QA) program. The facility reported a
current census of 90 resldents.

Findings Included:

1. Review of the survey results from 1/26/17
revealad the following deflciencles:

F156
F226
F241
F252
F279
F281
F282
F285
F304
F317
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7323
F329
F3h3
F363
F371
F386
F496
F520

A complaint survey dated 4/4/17 revoaled the
following deficiencies:

Fa0se
Fas4

During the present survey and complaint
investigation the following repeat deficlencles
re-ocaurred:

F241
F252
Faog
Fa23
Faza
F279
F281
F282
F353
F363
F371
F&20

2. In an interview on 8/1/17 at 7:25 a.m., the
Administrator reported she had recaived
grlevances from care conferences about food
quallly, pre-made foods like meatloaf and not
attempling to follow the menus. The

Administrator stated she reviewed in GA monthly,
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Tha Nursing Department Mandatory Meeting
conducted 111117 included documeantation of the
follawing concerns from a complaint survey:
. F241 Dignity and Reaspect of Individuality

b. Citad for falling o knock on resident's door
and gaining permlission to enter
V. F279 Develop Comprehensive Care Pans

b. Cited for not updating care plans, not
following care plans, not adding and
implementing hew Intarventions  post falls
VI. F281 Services Provided Meet Professional
Standards
Vil. F312 ADL (Activities of Daily Living) Care
Provided for Dependent Residents

b. Cited for not giving showers when
scheduled
Vi, F314 Treatment/Services to Pravent/Heal
Pressure Sores

b, Cited for not carrylng out interventions to
prevent pressure uicers, not compieting weekly
skin assessments bya  nurse and not
documenting waekly skin assessments, not
fallowing Skin Program P&P (policy & procedure)

i. head to toe weekly skin checks by licensed
nurse completed and documented findings.

ii daily observation by nurse aldes chacking
especially pressure polnts {(heels, ankles, knaos,
elbows, hips, coceyx, shoulder, ete) .

ill. Follow interventions on Kardex {elevating
heels, furn and position)

IX. F323 Fres of Accidaent
Hazards/Supervision/Devices

b. cited for not asseassing 2 wandering
resident accuratsly, not following Elapemant P&P
X. F363 Manus Meat Rasldent Nesds/Frep In
AdvancelFollowed

h. Gited for not following the menufrecipe and
not giving restdents all of their meal, omitting a
pureed item.
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i, Must follow menus
il. Must follow reclpes
fi. Ensure &all components of meal are on
plate/tray
X, F371 Food Procure,
Store/Prapare/Sere-Sanitary
b, Cited for buildup on stove burners, grease
build up on stove haod, deep fryer haskets dirty,
debris on shelves, debtis on sgoop In drawer,
spatutas with cracks in them, Dietary dally
checklists with omissions, staff handling buns
with bare hands and handled plates and
ladle/scoap handles without washing hands.
Xll. F425 Pharmaceutical Services - Accurata
Procedures
b. Cited for a resldent having pain scores of
6,7,8.9 and not administering prn (as needad)
paln med
i. Managing pain
2. Use prnas for breakthrough pain
ii. Notify supervlsor If a med not available
1. Back up pharmacy
2. Emergsncy Kit
XNl F465 Safe/Functional/Sanitary/Comfortable
Environment
b, Clied for dust in window ledges, dirty coffee
makers, plastic cup wadged into handrail with a
dirty alcohol pad init.

The All Staff Meeting conducted 2/7/17 includad
documentation of folfowing concerns from the
Annual Survey 2017:

{. Dighity/Resident Rights/Choices

1. Supervision/Falls

IV. GDR {Gradual Dose Reduction)

a. Document behavlars and
non-pharmaceutical interventlons so physicians
can have reference to behavlor issues and
address the medication use appropriately.

FORM GMS-2567(02-99) Provious Verslens Obsoleta ’ Event ID:B2S91

Faoillty ID: [A0426

If continuation sheet Page 169 of 171




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

PRINTED: 08/31/2017

FORM APPROVED

ONMB NQ. 0838-0391

STATEMENT OF DEFICIENCIES (X{1) PROVIDERISUPPLIERICGEIA
AND FLAN OF CORRECTION IDENTIFICATION NUMBEFR:

185161

{X2) MULTIPLE CONSTRUGTION
A, BUHLDING

B. WING

{%3) DATE SURVEY

COMPLETED

08/15/2017

NAME OF PROVIDER OR SUPPLIER

~ TOUGHSTONE HEALTHCARE COMMUNITY

STREET ADDRESS, CITY, STATE, ZiP CODE
1800 INDIAN HRLLS DRIVE
SICUX CITY, JA 54104 -

Py
PREFIX
TAG

SLIMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PREGEDED BY FULL
REGULATORY CR1SC EIENTIFYING INFORMATION)

[[a]
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTIGN SHOULD BE
CROSS-REFERENCED TO TiHE APPROPRIATE
DEFIGIENGY})

]
COMPLETIOR
DATE

F 520

Continued From page 169
V. Cali lights - not belng answered timely,

a, NO ONE WALKS BY A CALL LIGHT]

h. leave call light on untli need met
Vi, Infection Control
V. QA - medical director missed 1 mesting
[X. Sanitatlon - dirty microwave and temps low in
the dishwasher in dietary

a. Housekeeping o clean daily
X. Care Plans - not up to date
X1, Physician's orders
XH. Assessmaent and Intervention - No bows!
protocol, resldents went several days with no BM
{bowel movement)  marked,
XIV. BHS (Department of Human Services)
Criminal Background check - all sfeps not
followed through the background check
polleyfregulation,

a. Staff may not work unless the entire
process completed,
XV. CNA (Cortifted Nurse Alde} Reglstry - One
staff member nat checked upon hire.

The Mandatory Survey Education conducted
3M5M7 included fraining and decumentation on
the following:
|. F308 Provide CarefServices for Highest Well
Being - did not assess and act on resident not
eating, drinking, dehydrated,

a. Change of condition

ii. Listen fo the families, thay know when

there is a change.
il. F323 Accidents and Supervision
1. F353 Sufficient 24 hour Nurslng Staff per
Care Plan

h. EVERYONE ANSWER CALL LIGHTS

c. Do not shut the call light off unill needs are
met

d. Managers comnpleting audits daily to trend if
longar wait tirmes on specific shifts/times.

F 820
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up with residents regarding calt light wait {imes.
IV. F363 Menus Meet Rasident Needs/Prep in
Advance/Follow tamps, recipes
V., F514 Records
Other:
a. Discharge Summary Recaps of stay must
be completed on all paffents that leave the facllity
even Iif deceased
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F 166

immediate corrective action:

Resident #3 discharge from facility 8/1/17.
Action as it applies to others:

The Grievance Policy and Procedure was reviewed and will be used to address resident concernsin a
timely manner

Grievance Policy was reviewed with resident councit 8/25/17.
Resident council agenda revised to ensure previous month's concerns are addressed.
All staff education on the Grievance Policy and Procedure was held on 9/13/17.

Staff members not in attendance at education sessions due to vacation, casual status, or FMLA will be
educated upon their return, prior to their first shift worked.

Date of completion: 9/14/17

Rectrrence will be prevented by:

Weekly resident interviews through the guardian angel program to address any concerns or grievances
and their resolution x 30 days and brought to QAP! for review and recommendation.

The correction wiil be monitored by:

Administrator/Desighee




F167 Survey results

Immediate corrective action:

Survey results from last 3 vears are posted in facility.

Notice of availability of survey resuits is posted prominently in facility,

Actlon as it applies to others:

Surveys will be posted per requirement in an commeon area for residents and families to view.
Education was provided to the Administrator and DON on the survey posting requirements 8/24/17.

Staff members not in attendance at education sessions due to vacation, casual status, or FMLA will be
educated upon their return, prior to their first shift worked.

Date of completion: 8/14/17
Recurrence will be prevented by:

Survey results posting will be audited weekly x 30 days. and brought to QAP! committee for review and
recommendation.

The correction will be monitored by:

Administrator/Designee




F 226 Abuse Policies

Immediate corrective action:

Staff F DHS Clearance was abtained and placed in personnel file 8/22/17,
Staff | SING check was completed and p]éced in personnel file 8/9/17.
Action as it applies to others:

All personnel files were reviewed to ensure proper criminal & abuse background checks are
documented.

HR Coordinator educated on importance of DHS clearance heing obtained prior to start date and placing
dacumentation in personnel file.

Date of completion: 8/31/17
Recurrence will be prevented by:

New hire personnel files will be audited weekly for proper DHS clearance x 30 days and brought to QAP
comimittee for review and recommendation,

The correction will be monitored by:

Administrator/Designee







F241 Dignlty

Immediate corrective action:

‘Electronic device use policy will be reviewed with resident council 8/14/17.
Grievance form was utilized to address and reselve rasident #14 concern,
Staff A was counseled regarding wearing headphones in resident care areas

Staff U was unable to be identified.

Resident # 20 concern was investigated Internally; staff member was suspended pending Investigation.
Staff member no longer works at facility.

Action as it applies to others:
Staff educated on promptly attending to resident needs.

Education provided to all staff regarding providing dignity to residents, including not wearing
headphones while working.

Staff members not in attendance at education sessions due to vacation, casual status, or FMLA will be
aducated upon their return, prior to their first shift worked.

Date of completion: 9/14/17

Recurrence will he prevented by:

Weeldy observation audits of staff and resident interactions, to include during med pass will be
completed x30 days and brought to QAP| committee for review and recormmendation.

The correction will he monitored by:

DON/Dasignee







F252 Safe/Clean Environment

Immediate corrective action:

Aspenwood linen carts will be stored in soiled utility rooms untl delivered to laundry.

Lizard Tank was cleaned 8/15/17.

Bird Cage was cleaned 9/2/17.

Celling Tiles abave ice machine were replaced 8/28/17.

Southside nook floor will continue to be cleaned daily.

Daisy lane spa room wall and floor tiles were repaired 8/31/17.

Marred walls on Daisy lane were repaired 9/1/17.

Resident # 21 room floor continues to be cleaned daily.

Marred areas on walls were repaired in Ginger hall 9/1/17.

Grievance form was utilized to address and resolve resident concern regarding air conditioner,
Action as it applies to others:

Education Provided to Maintenance regarding regular rounding in facllity for needed repairs,
Environmental rounds of facility were completed 8/28/17 to address any like issues.

Date of completion: 9/14/17

Recurrence will be prevented by:

Weekly environmental rounds will be completed x 30 days and brought to QAPI Committee for review

and recommendation.
The correction will be monitored by:

Administrator/Designee




F 279 Comprehensive Care Plans
Immediate corrective action:
Bed mobility and transfer care plans were updated for residents #12, 4 and 5.

Action as it applies to others:

All residents transfer care plans reviewed for accuracy and consistency with transfer assessment and
kardex.

Education pravided to nursing staff regarding transfers and bed mobility per the care plan, kardex.

Staff members not in attendance at education sessions due fo vacation, casual status, or FMLA will be
educated upon their return, prior to their first shift worked.

Date of completion: 9/14‘]17
Recurrence will be prevented by:

Weekly ohservation audits of transfers will take place x30 days and brought to QAPI Committee for
review and recommendation.

The correction will be monitored by:

DON/designee




F281 Professional Standards

Immediate corrective action:

All medications will be given to residents # 14 and 20 as ordered.

Resident 24 receives medications administered by qualified staff only.

Resident # 5 discharged from facility 8/31/17

Action as it applies to others:

Dietary staff have been educated not to deliver food or beverage containing medications.

All staff educated regarding Medications administered only by licensed nurses or certified medication
aides.

Nursing staff have been educated to watch residents take medications and not teave them at the
bedside.

Staff members not in attendance at education sessions due to vacation, casual status, or FMLA will be
educated upon thelr return, prior to their first shift worked.

Date of completion: 9/14/17
Recurrence will be prevented by:

Weeldy ohservation audits of med pass will be completed x 30 days and brought to QAP! committee for
review and recommendation.

The correction will be monitared by:

DON/Designee




F282 Services per care plan

immediate corrective action:

Resident #2 pressure relieving boots applied per care plan.

Resident #2 care plan reviewed and updated. - -

Resident #4 care plan reviewed and followed.

Action as it applies to others:

Nursing Staff educated regarding following care planned interventions.

Staff members not in attendance at education sessions due to vacation, casual status, or FMLA will he
educated upon their return, prior to their first shift worked.

Date of completion: 9/14/17

Recurrence will be prevented by:

Weekly observation audits will be completed to ensure care planned interventions are in place x 30 days
and brought to QAPI committee for review and recommendation.

The correction will be monitored hy:

DON/Designee




F283 Discharge Summary

Immediate corrective action:

Resident #17 discharged from facility 5/20/2017.

Resident # 18 discharged from facility 6/23/2017.

Discharge summaries- with recapituiation of stay were completed for residents # 3, 19.

Action as it applies to others:

All discharged resident records in the last 3 months were reviewed to ensure discharge summary and
disposition of medications at discharge was completed.

Nursing staff responsible for completing discharges were re-educated on completing discharge
summaries with recapitulation of stay and documenting disposition of medications.

Staff members not in attendance at education sessions due to vacation, casual status, or FMLA wili be
educated upon their return, prior to their first shift worked.

Date of completion: 9/14/17
Recurrence will he prevented by:

Discharged resident charts will be audited weekly for disposition of medications and completed
discharge summaries x 30 days and brought to QAPI Committee for review and recommendation.

The correction will be monitored by:

DON/Designee







F309 Quality of Care

Immediate corrective action:

Resident #3 discharged 8/1/17.

Resident #7 bowel sounds and care plan assessed,

Action as it applies to others:

Nursing staff were re-educated regarding pain assessment and interventions.
Nursing staff were re-educated regarding bowel protocol.

Staff members not in attendance at education sessions due to vacation, casual status, or FMLA will be
educated upon their return, prior to their first shift worked.

Date of completion: 8/31/17

Recurrence will be prevented by:

Weekly resident interview audits regarding pain will be completed x 30 days and brought to QAPI
Committee for review and recommendation,

Weekly audits to ensure compliance with bowel protoco! will be completed x 30 days and brought to
QAP committee for review and recommendation.

The correction will be monitored by:

DON/Designee







F 312 Bathing
Immediate correctlve action:
Toileting care plans have been reviewed and are being followed for residents #1 & 9

Bathing assistance is being provided per resident preference for residents #7, 11, 12, 2, &9,

Resident # 3 discharged from facility 8/1/17

Action as it applies to others:

Al residents interviewed and bathing schedules updated per their preferences.

Education was provided to nursing staff regarding Bathing schedule and process for documentation,
Education was provided to nursing staff regarding tolleting residents per care plan.

Staff members not in attendance at education sessions due to vacation, casual status, or FMLA will be
educated upon their return, prior to their first shift worked,

Date of completion: 9/14/17
Recurrence wili be prevented by:

Weekly bathing audits will be completed x 30 days and brought to QAPI Commiittee for review and
recommendation.

weekly toileting audits will be completed x 30 days and brought to QAPI Committee for review and
recommendation,

The correctian will be monitored by:

DON/Designee




F314 pU

Immediate corrective action:

Wound assessments are being completed for resident # 13 per policy
Action as it applies to others: - -

The facllity Skin Program was reviewed and remalns current,

Al residents with Pressure Ulcers’ Skin assessments have been reviewed to assure they are current and
accurate and new assessments completed if indicated. All treatments were be reviewed to assure thay
are accurate and on Care Plan/kardex.

Nursing staff were re-educated regarding following care planned interventions.

Staff members not in attendance at education sessions due to vacation, casual status, or FMLA will be
educated upon thelir return, prior to their first shift worked.

Date of completion: 9/14/17
Recurrence will be prevented by:

Weelly observations of care planned skin integrity interventions being in place will be completed x 30
days and brought to QAPI committee for review and recommendation.

The correction will be monitored by:

DON/Designee




F 323 Accident Hazards/Supervision
Immediate corrective action:

Resident #3 was with daughter who had taken her to the ER without alerting staff. Daughter brought
resident bacl to facility after ER visit without incident.

Resident #3 discharged from facility 8/1/17.
Nurses X & U were not identified.

Resident #20 was interviewed to determine when and who offered resident wrong medications for
further investigation.

Action as it applies to others:

The Policy and Procedure on Facility Rounding was reviewed and is used to ensure adequate supervision
for residents.

All licensed nurses and trained medication aides were re-educated on the locking of medication and

treatment carts.

Nursing staff were re-educated on the Resident Rounding policy and communication sheets.

Staff members not in attendance at education sessions due to vacation, casual status, or FMLA will be
educated upon their return, prior to their first shift worked.

Date of completion: 8/31/17

Recurrence will be prevented by:

Weekly observation audits of Med & treatment carts being locked will be completed x 30 days
Weekiy audits of shift to shift communication sheets and rounding will be completed x 30 days
The results of the audits wilt be brought to the QAPI Committee for review and recommendation
The correction will be monitored hy:

DON/Designee







F 329 Unnecessary Medications
Immediate corrective action:

Non-pharmacological interventions added to care plan & MAR for Resident #7.
Resident # 16 discharged from facility 5/1/2017. .

Action as it applies to others;

All residents utilizing antipsychotic medications PRN were reviewed for appropriateness of schedule and
nan-pharmacological interventions

Any PRN antipsychotic medications not administered in the past 30 days were requested to be
discontinued,

Nursing staff will be re-educated on the Antipsychotic medication policy and the need for non-
pharmacological interventions tried prior to use of the PRN Antipsychotic.

Staff members not in attendance at education sessions due to vacation, casual status, or FMLA will be
educated upon their return, prior to their first shift worked.

Date of completion: 9/14/17
Recurrence will be prevented by:

Weekly audits of the MAR & nursing documentation to ensure non-pharmacological interventions tried
prior to administering PRN antipsychotic medications,

The correction will he monitored by:

DON/Designee







F 353 Sufficient Staffing

Immediate corrective action:

Appropriate staffing levels are maintained.

Action as it applies to others:

Call Light Response times was added ta resident council agenda on an ongoing basis for discussion.

Staffing Patterns are assassed regularly in Staffing Meeting. During this meeting, expected census
changes on each unit as well as acuity are assessed for the upcoming days and staffing changes made as

appropriate.

Additional Walkie Talkies were purchased for check out to staff to ensure that they are able to
communicate about resident care needs and hear when they are summoned for assistance.

All 5taff were educated regarding timely response to call lights. All Staff are expected to respond to call
tights.

Staff members not in attendance at education sessions due to vacation, casual status, or FMLA will be
educated upon their return, prior to their first shift worked.

Date of completion: 8/31/17
Recurrence will be prevented by:

Weekly call light response times audits will be completed x 30 days and brought to QAPI committee for
review and recommendation.

The correction will be monitored by:

DON/Designee







F 361 Dietary Manager

immediate corrective act.ion:

The prior DM was removed from duty for failure to manage her duties satisfactorily 7/8/17,

An Interim Dietary Manager was contracted with for coverage on 8/7/17.

A permanent Dietary Manager was hired 9/6/17 and will begin employment & training 9/13/17.
Action as it applies to others:

The Dietician visits the facility weekly to provide consuitation to the Dietary Manager.

The Dietician assists with menu planning, nutritional assessments, weight monitoring and interventions
for skin concerns.

The Dietician will assist the Dietary Manager in assuring the dutles of meal preparation, food ordering,
rmenu planning, staffing and kitchen cleanliness are operating effectively.

Date of completion: 9/14/17

Recurrence will be prevented by:

Training and develapment of newly hired Dietary Manager.

Ongoing oversight of the dietary department by administrator and dietician.
The correction will be monitored by:

Administrator/Designee




F 362 Sufficient Staff in Dietary

Immediate corrective action:

A review of the staffing levels in kitchen along with assigned duties was completed on 8/18/17.

Action as it applies to others: e S o : o

Based on the review of scheduled staff in kitchen and duties assigned it was determined there is a need
to provide accountability for excessive absenteeism or tardiness.

Dietary staff were all in-serviced regarding attendance policy, sufficient staff to provide residents with
organized, timely meal service.

Date of completion: 9/14/17

Recurrence will be prevented by:

Dietary schedute will be audited weekly for adequate staffing pattern
The correction will be monitored by:

Administrator/Designee




F 363 Menus
Immediate corrective action:

Menus will be followed as posted and if an ftem is not avallable for any reason a substitution will be
made of same or higher nutritional value in same feod group.

Grievances were completed to address and resolve food concerns for residents #14 & 20.

Dining Council instituted, first meeting held 8/6/17 to address resident dining and food concerns on an
ongoing basis.

Action as it applies to others:

The Policy and Procedure for following posted menu and acceptable substitutions was reviewed and is
used to ensure facility meets nutritional needs of residents. '

Education was provided to dietary staff to assure menus are followed and what an acceptable substitute
would be should an item not be available for whatever reason.

The Dietician will continue to work with the Dietary Manager on menu planning and food ardering.
Date of completion: 8/31/17

Recurrence will be prevented hy:

Weekly audits of menu adherence and food item availability will be completed x 30 days and brought to
the QAP} Committee for review and recommendation.

The correction will be monitored by:

Administrator/Designee







F 368 HS Snacks

Immediate corrective action:

HS snacks are available on all units.

Meals are served timely per scheduled meal times.

Grievance form used to address and resolve resident #20 concerns regarding snacks.
Action as it applies to others!

The Policy and Procedure for HS shacls was reviewed and ensures satisfying snacks far residents.
Pureed snacks are offered.

Education provided to dietary on HS snacks and timely meal service

Date of completion: 9/14/17

Recurrence will be prevented by:

Timeliness of meal service interview/audit will be completed weekly x 30 days and brought to QAPI
committee for review and recommendation.

The correction will he monitored by:

DON/Dietary Manager







F 371 Kitchen Sanitation

Immediate corrective action:

Knife rack in kitchen was dusted 8/15/17.

Ceiling vents in kitchen were cleaned

Oven was cleaned 9/5/17. |

Microwaves in nook areas and kitchen were cleaned 9/9/17,

lee chests were replaced 8/4/17.

Can opener and floor beneath were cleaned 9/5/17.

Skillet Pans replaced 9/4/17.

Red Cutting board disposed of 9/4/17.

Garbage cans are covered when not being actively used for food preparation.
Action as it applies to otﬁers;

Education pravided to dietary staff on glove use and hand hygiene

Education provided to dietary staff regarding not storing scoops in contents of container.
Education provided to dietary staff about proper sanitation.

Date of completion: 9/14/17

Recurrence will be prevented by:

Weekly sanitation audits of kitchen will be completed x 30 days and brought to QAPI committee for
review and recommendation.

The correction will be monitored by:

Administrator/Designee




F441 infection Control

Immediate corrective action:

Resident # 22 glucometer has been placed in an Indlvidual cordainer
Resident #23 glucometer has been placed in an Individual container
All resident glucometers have been placed in individual containers.
Action as it applies to others:

The Infection Control Policy which includes Glucometer cleaning and storage as well as prevention of
contarpination by not using items which have fallen onto floor was reviewed and remains current.

Nursing staff have been re-educated regarding infection control to include; linen handiing, hand
hygiene, individual glucometer policy and glucometer cleaning

Date of completion: 9/14/17

Recurrence will be prevented hy:

Glucometer cleaning/infection control audits will be completed weeldy
The correction will be monitored by:

PON/Designee




F 465 Safe/Functional Environment

iramediate corrective action:

Kitchen floor under and to the side of convection oven was cleaned 9/5/17.
Doors of the southhend douhle convection oven were cleaned a/5/17.
Imperial gas stove doors and handles were cleaned 9/5/17.

Wall-in freezer floor was cleaned 9/5/17.

Dry storage room floor was cleanad 9/3/17.

stove hood fire suppression system was assessed by technician, nozzle cap replaced 8/15/17.

Action as it applies to others:

The checklists for assigned cleaning duties was reviewed by Dietary Manager and Dietician and is
current and accurate.

Dietary Staff re-educated regarding scheduled cleaning of kitchen.
Date of completion: 9/14/17
Recurrence will be prevented by:

Weekly sanitation audits of kitchen will be completed weekly x 30 days and brought to QAP Committee
for review and recommendation.

The correction will be monltored by:

Administrator/Dasignee




F 469 Pest Control

Immediate corrective action:

Pest Control has been added to the agenda for monthly resident council meeting
Presto X was consulted and serviced facility 8/2 and 8/22.

Trash cans have been covered

Pop can baskets have been removed from dining room and northside nook area,
Action as it applies to others:

The factlity is under contract for monthly visits by the Pest Control company which will continue.
Maintenance Director will assess the need of additional visits as indicated.

Date of completion: 9/14/17

Recurrence will be prevented by:

Weekly observation audits to ensure no pervasive pests will take place weekly x 30 days and brought to
QAP! committee for review and recommendation

The correction will be menitored by:

Administrator/Designee




F 496 Certifications and Licenses

Immediate corrective action:

Staff F verification of eligibility to work as a C.N.A in lowa was obtained and placed in personnel file.
Staff G verification of eligibility to work as a C.N.A in lowa was obtained and placed in personnel file.
Action as it applies to others:

All CNA staff files were reviewed to assure all registry verifications are present and current.

HR Coordinator educated on importance of DHS clearance being obtalned prior to start date, evidence
in personnel file

Date of completion: 9/14/17

Recurrence will he prevented by:

Weekly audits of New Hire personne! files will be completed to ensure DHS clearance prior to start date
x 30 days. The results of these audits will be brought to QAPI committee for review and
recommendation.

The correction will be monitored by:

Adminstrator/Designee




F 497 Nurse Aide Performance Reviews

Immediate corrective action:

Staff WW performance Evaluation completed 8/31/17.
Staff YY-was not identified. - -

Action as it applies to others:

All employee personnel files were audited to ensure annuai performance evaluations were present
A system for providing and tracking annual in-service hours has been implemented.
Date of completion: 9/14/17

Recurrence will be prevented by

Employee Anniversaries will be audited weekly to ensure compliance with annual performance reviews.
The resufts of these audits will be brought to QAPI Committee for review and recommendation.

The carrection will be monitored by:

Administrator/Designee




FA9S Licenses

Immediate corrective action:

Staff H LPN License verified, placed in personnel file.

Staff F is identified earlier in 2567 asa C.N.A,

Action as It applies to others:

All personnel fites audited to ensure appropriate license verifications present.

HR Coordinator educated on importance of obtaining license verification prior to start date for licensed
professionals, and place the evidence in personnel files.

Date of completion: 9/14/17

Recurrence will be prevented hy:

New Hire personnel files will be audited weekly to license verification prior to start date. The results of
these audits will be brought to QAPI Committee for review and recommendation

The correction will be monitored by:

Administrator/Designee




F514 Maintaining accurate records

Immediate corrective action:

Narcotic count sheets and EMAR's were reviewed to assure they coincide.
Resident #3 discharged from facility 8/1/17.

Resident #19 discharged from facility 5/1/17.

Action as it applies to others:

The Policy and Procedure for Narcotic sign out and administration was reviewed and will accurately
document disposition of narcotics.

Nursing Staff have been re-educated regarding accurate record keeping, proper documentation for
disposition of narcotic medications and documentation of treatments.

Date of completion: 8/14/17
Recurrence will be prevented hy:

Waeeldy audits of narcotic count sheets and treatment records will be completed x 30 days and brought
to QAPI committee for review and recommendation.

The correction will be monitored by:

DON/Designee




F 520 QAPI
Immediate corrective action:

An Ad Hoc QAP] meeting was held to develop & plan of action for deficient practices 8/25/17.

Action as it applies to others:

Additional training on the QAP process was provided for the QAPI Team members by the Director of
Customer Service & Quality Management 9/7/17.

All areas found to be deficient In most recent State survey will be reviewed for Root Cause, Action Pians,
and audits to ensure corrections are sustained.

Date of completion: 9/14/17

Recurrence will be prevented by:

Corporate staff will participate in monthly QAPI meeting x 3 months to ensure sustainability of plans.
Deficient areas will be audited x 30 days to review corrections are sustained.
The correction will be monitored hy:

Administrator/Dasignee
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L 257 Admission, Transfer and Discharge

Immediate corrective action:

Resldent #5, 25 and 26’s admissions have been reported to the lowa Department of Veterans Affairs
Action as it applies to others:

All a;d mitted residents where interviewed regarding their veteran status.

Those residents who identified as having a veteran status had their information entered into the
electronic IDVA reporting system.

Date of completion: 8/14/17

Recurrence will be prevented hy:

Weekly audits of new admissions will be completed x 30 days and brought to QAPI committee for review
and recommendation.

The correction will be monitored by:

Administrator/Designee







L 435 Performance Evaluations

immediate corrective action:

Staff XX was not identified.

Action as it applies to others:

All personnel files were audited to ensure annual performance evaluations were present.
Date of completion: 9/14/17

Recurrence will he prevented by:

Waeekly audits of employee anniversaries will be completed x 30 days and brought to QAPI committee
for review and recommendation,

The correction will be monitored by:

Administrator/Designee







