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Corréction dale ".ﬂt [ Z[,E ‘ ' of this I‘ESpthé and plan of

o correction does not constitute an
The following deficiencies refate lo the facilily's
annual health survay and the Investigation of ol i . N
incident #75519. (See Code of Federal admission or agreement by the
Regulations (42CFR) Part 483, Subpart B-C)
£ 844 | Coordinalion of PASARR and Assessments F 644
s$=D | CFR(s): 483.20(e)(1)(2)

provider of the truth of facts alleged

or conclusions set forth in the
§483.20(e) Coordination.
Afadlifty must coordinate assessments with the statement of deficlencies. The plan
pre-admission screaning and resident review
{PASARRY} program under Medicald In subpant C of correction Is prepa

of this part lo the maximum extent praclicable to prepared and/or
avold duplieative testing and efforl, Coordination o

includas: o g b executed solely because it s
§483.20(e)(1)Incorpotating the recommendations required by the provisions of Federal
from the PASARR leve! |] datermination and the

PASARR evaluatlon raport into a residant's and State law, For the purposes of
assessment, care planning, and transiiions of S :
care, any allegation that the facliity Is
§483,20(e)(2) Refarring all level | residents and not In substantial co mpliance with

all residants with newly evidani or possible
serfous mental disorder, ntellectual disability, or &
refaled condition for level Il resident review upon
a significant ehange in slatus assesstnent,

Federal requirements of participation,

This REQUIREMENT Is not miet as evidenced this response and plan of correction
by: ‘ :

Based on dlinfcal record review and staff constltutes the facility’s allegation of
interview, the facliity falied to proylde a refereal for o '
tha Level || Pre Adimission Seréening and compliance In accordance with 7305

Rasmant Review {PASRR) evaluation and

deiermlnatlon for 1 of 4 resident reviewed L o
of the State Operations Manual.

(Resident # 31}, The facility census was 46

LABORATORY mnecm%msuﬁpgm EPRESENTATIVE'S SIGNATURE TITLE T OATE
Adobosd lpredonst Aonishator bflo )12

Any doficlancy staloment ariding with sh asler(ek () denaies i dafitloncy whmh fhe insmutiun may bo oxcused {rom carracting pruvldlnn it |z determined lhat

olhar salaguards pmvlda sulficlant proiaclion to the parilents , {See Instiuctions,) Excopt for nuising homes, tho findings slatad above sré diaglosable 40 days
Iol[nWIng the date &f survey whelhér of not & plan of varreollon is provided, For nursing hemas, the above findings and plans of eorvectlon are disclosable 14

days follawing the date these decuments are iade availsbleto 1he [acilly, If deficancles sré eiled, an approved plan of eoteestion s requlsile lo conlinued

program patlicipalion,
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residants,
Findings include:

1. The Minimum Data Set (MDS) assessment
dated 5/4/18, decumentéd Residant #31 hiad a
diagnsis of psycholic disarder ather then
Schizophranta, Tha MDS listed indlcatars of
paychosis as deluslons {(misconcaptions or
beliefs that are firmly held, contrary to raaialy).

The PASRR Level | screan.dated 1013114,
directed ne furlher Level | acreen was required
unless you are known lo have or ara suspectad of
having a fajor mental illngss or gn intaflectual or
developmental disabilily and exhibit a significant
changa in treaiment needs. The PASRR listed no
major mental lliness.

During interview on 5/9/18 at 1:57 p.in., Iha Sedlal
‘Worker reported there was no- addlilcna! PABRR
documentation after the 10/31/14 PASRR, Thé
Soclal Worker stated déinentia was tha primary
diagnasis for the resident and wound not need
another PABER,

During Intervlew on 5/9/18 at 3:30 p.m,, the Social
Warker feported compléting a new PASRR after
calling Ascend {slate designee for evaluation of
Level il PASRR). The Saciai Worker reported

1 Ascend stated a new dlagnosis was a slanificant
change and 8 Level il PASRR determination and
avaluation was expacted,

Baseline Care Plan

GFR(s): 483.21(2){1)-(3)

F 655
53-8

§483,21 Comprehénsive Person-Centeréd Care
Planining

.. F6dq

F 655

F 644 Astend was contacted and new

| oftef13

PASRR was cotpleted 5/13/18 for
resident #31. ‘An “Exemption froni PASRR”
was noted due to Dementla. All new
mental health diagnosis will be
communicated to the Soclal Worker by
the HIM s0 a hew PASRR can be initiated.
Compliance will bie menitored with PASRR
audits by the Social Worker monthly x3
followed by twice a year with results
reviewed at QAPI meetings for further

recommendations.
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§483,21(a) Basellne Care Plans:

§483,21(a)(1} The facllity must develop and
implement a basaline care plan for dach rasident’
that includes the Instructions needed fo provide
afféctive and person-canlered caté of the resident
lha! meet professionsl 5tandard5 of qua!lty gare.
The baseling care plan must- o

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

(i) Include the minimum healthcare infarmation
necessary lo properly care for a residant
tneluding, but not limited fo-

(A} Initial goals basaed on admission orders.

(B) Fhysician arders,

{C) Dietary orders,

(D) Therapy services,

(E). Social sarvices,

(F) PASARR recommenidation, if applicable,

§483,21(a)(2) The facility may davelop &
camprehangive cara plan in place of the basaline
care plan if the comprehensive care plan-

{i) Is davelopad within 48 hours of the residanl’s
admisaian,

{ii} Mesls the requirements set forih In paragraph

{b) of lhis sectivn (excepting paragraph (b){2)(¥) of
this seclion).

§483.21(ap(3) The facility must provide the
resident and thelr representalive with a stmmary
of the baseline cara plan that includes but Is not
limited 1o

(l) The Initlal goals of the resfdent.

(1 Asummary of the resident’s: redications and
dielary Ins!ruclians.

(iif) Any services snd ireaimenls to be
administared by the facllity and personnel acting
on behalf of the facility.

_FB55 A baseline care plan for resident #29

was developed and reviewed with the
resident and family on 4/10/18, For al
new residents an initial care plan that is
gasily understood by the resident and/or
thelr representative will be developed
within 48 hours of admission and a

capy provided which will include goals,
summary of medications and dietary
inst'ri;‘ctio_ns_ and services and treatments
to be administered by the facility and
personnel actlng on behalf of the facility.
Audits of care plan completion and reviews
with resident/representative for all new

admits will be completed monthly for 3

months then every 6 months and then

yearly to follow. Results to be reviewed at
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QAP meetings for any further recommendations.
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{iv) Any updated :nformalion based on the detalils

of the' cumprahenswa cara pian. as riscessary.

This REQUIREMENT is not mat a8 svidenced
by:

Based on clinlcal record review and staff
interview, the facilily falled to provide a copy of
the initiat care plan to the resident or their
representative as required, (Resident #29) The
facllity census was 46 residents,

Findings include!

1, Review of the EMR (Elactronic Medical
Racord) for Resident #29 with an admission date
of 3/26/18 revealed no documentation the
resident or their represenlatwe was provided a
wrillen copy of tha Initlal eare plan that was easily
understood by the resident or their representative
as réguired.

During interview on 5/9/18 at 12:10 p.m., the
Direclor of Nursing and Social Worker slate they
wetre nol aware.of the requlation that required a

| written copy of the resident éare plan be given 1o

the resident or thelr representative.
Frae of Accident Hazards/Siparvision/Devices
CFR(s): 483,25(d)(1)(2)

§483.25(d) Accidants.

The facility must ensure that -

§483.25(d)(1) The residantenvironment remains
o5 free of accident hazards as is possible; and

§483.26(d)(2)Each residen! recelves adequale
supervision and as.mstanca dav;cﬂs to pravant
accldents,

This REQUIREMENT 15 not met as evidenced
by:

F 655

F oo¢

FORM GMS-2647(02-69} Pravious Verslons Dbsolelo Event (027061

Faeiily ID: IACBZ3

i conilntiation shedt Page 467




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

PRINTED: 06/01/2018

FORM APPROVED

OME NO, 0938-0391

Based on record review and s(aﬂ interview the
fachily falled 1o transfer a rasident as ordéred
leading to a fall that resulted In & lag frachye
(Resident # 18), The facliity census was 46
residents,

Findings include:

Review of the MDS {Minimum Data Se)
assessmant dated 3/22/18 revaaled Resident #18
had a BIMS {Brief Intarview for Mental Status)
scora of 04 indicating savers cagnitivé
impa!rment she could not ambulate, needed
extensive assistance of 2 staff members for bed
muobillty, and extensive assislance of 2 slaff
members to fransfers,

Review of the tuirant care plan for Resldent #18
al the time of the fall on 4/13/18 revealed
Interventidns which direcled stalf to ulilize a slida
board with 2 staff assist for transfers or 1o use a
{olal mechanical lifi if the resident had weaknass
and unable to use the slide board,

Duting an Interview 6/8/18 at 12:05 p.m.,, StaffA
(ONA) stated on the morning of 4!1 s al about
6:00 a.m. she was galting ready la give Resident
#18 & shower, Slaff A called for asslstance fo
transfer the rasident to the shower chair. Staff 8
{CNA) arrived and thay atlempted to plvet
Resident #18 from har had onle the shower chalr,
The shower chair brakes ware not locked and it
slid back and they had o lower Residen!#m to
the floor, StaffA stated they lowered Residant
#18 {o tha floor very gently and did not fee| the
resldant could have been injured 5o they ralled
far anather GiNA lo come and assist getling the

resident off the floar and Into the shower chair

withauit natifying a nurse to assess tha resident,

Past noncompliance: no plan of
corraclion reguired.
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Stafl A indicated Staff C (GNA) arrived and Ihey
translerred Rasident #18 Into the shower chalr
and there were no visible signs of any Infury.

During an interview 5/8/18 at 12:50 p.m. Stalf G
verified that on the morning of 4/13/18 eha was
called to come and eselst to fransfer Rasidant
#18:; When Staff C arrived the resldent was sitfing
on the floor with her legs extended out in front of
them and there was no apparent signs of-any
Injury, Stalf C assisted Staff A and B I lifting
Resident #18 off the floor and fnto the shower
chalr, Staff C was uhaware Staff A and B had not
nolifisd the nurse and there was no nirsing ‘
assassmant prior to moving the resident,

During an mtarwaw 5/8/18 al 1 25 p.m, Stalf B
{CNA) verlfied that on tha morning of 4/13/18
around 6:00 d.m. she heard Staff A call for
assistance to trarisfer Resident #18. Staff B
fesponded and asslstad StaffAln pivoling
Resident #18 from the bed to the shower chair,
Staff B was aware Resident #18 required a slide
board to transfer, Stalf B indicated they did not
have time fo get the slide board as Residant #f18
was already starling to slide on the edge of the
bed., The shower chair brakes were not lacked
and the chair slld away So they gantly lowerad
Resident ##18 to the’ ﬁcor Staff B verified the
rasident did not hit anylhing on the way to the
flvor and her lags remainad oul in front of her,
Staff B falt Resident #18 could not hava baan
Injured. Staff Cwas called to assist in getling
Residarit #18 off the floor and Intothe shower
chair without nolifying a nurse o &sse3s the
resident first,

Durlng an interview B/3/18 at 9:35 am, Staff D
(CNA)} stated that prior ta her leg fracture.
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Reskdant #18 required 2 staff asslstance with a
slicte beard to transfer, However, the slide board
did not work for showers because her skin did not
slide wall on tha board, The mechanical lift was
yzed for fransfers in and out of the shower chair:

The prograss noles had no documentalion of a
fall on 4/13M18 or any incideni that required the
resldent lo be lowered to the floor. The notes on
the morning of 4/19/18 indicated siaff observed
the resident's right knae was swollen and
discolored. Staff sssessed and nolified fhe
medioal provider Who assessed the knee and
ordered X-rays which revealed a distal famur
{above the kniee) fracture on the right leg. The
hospital transferred Resident #18 for
evaluationfconsultation with an Orthopedic
Surgson:

The Orthepedic Surgeon consultation dated
4420118 found a pathologla dista! fermur fraciure
on the fight that may have oceurred from the fall
on 4/13/18,

Review of follow up decumentation provided by
the facility to the surveyor on 5/8/18 found the
CNA’s Invalved received educatlon on 4119718,
420118, and 4/21/18 prior o working hack on the
fiaor, The facilily also completed audils the week
of 4/22/18 to ensure staff foliowed res!dants care
plans for proper transfers.

FORM CMS-2567(02+90) Previsus Varsions Obsalol Evait [0:270C1 Faciiy 10: 140822 H coirlinuation sheel Page 7 of 7 '




