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INITIAL COMMENTS

Corraction Date: _\D - Ly 22

The following deficiencies resulted from the
facility's annual recertification survey and
investiation of complaints #104986-C, #107151-C
and facllity reported incident #103510-1 were
conducted 08/30/2022 - 09/04/2022.

{ Complaint #104986-C was substantiated.

Complaint #107151-C was substantiated.
Facility reported incident #103510-1 was
substantiated.

See Code of Federal Regulations (42 CFR) Part

, 483, Subpart B-C.

Reporting of Alleged Violations
CFR(s): 483.12(c)(1)(4)

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

§483.12(c)(1) Ensure that all alleged violations

; involving abuse, neglect, exploitation or

misfreatment, including injuries of unknown
source and misappropriation of resident property,
are reported immedilately, but not later than 2
hours after the allegation is made, if the avenis
that cause the allegation involve abuse or result in
serious badily injury, or not later than 24 hours if
the events that cause the allegation do not involve

: abuse and do not result in serious bodily injury, to

the administrator of the facility and to other
officials (including to the State Survey Agency and
adult protective services where state law provides
for jurisdiction in long-term care facilities) in
accordance with State law through established
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procedures.

§483.12(c)(4) Report the resuits of all
investigations to the administrator or his or her
designated representative and to other officials in
accordance with State law, including to the State
Survey Agency, within 5 working days of the
incident, and if the alleged violation is verified
appropriate corrective action must be taken.
This REQUIREMENT is not met as evidenced
by:

Based on record review, interviews, and facility
policy review, the facility failed to ensure an
incident resulting in a resident's death was
reported to the State Survey Agency (SSA) for
possible neglect within two hours for 1 (Resident
#148) of 1 sampled resident reviewed for
abuse/neglect reporting requirements.
Specifically, the facility failed to immediately
report an event that resulted in the death of
Resident #148.

Findings included:

Review of a facility policy tiled, "Reporting
Alleged Violations of Abuse, Exploitation or
Mistreatment," revealed the following:

- "Adverse event - is an untoward, undesirable,
and usually unanticipated event that causes
death or serious injury, or the risk thereof."

- "Neglect - is the failure of the Facility, its
employees or service providers to provide goods
and services to a resident that are necessary to
avoid physical harm, pain, mental anguish, or
emotional distress.”

- "In response to allegations of abuse, neglect,
exploitation, or mistreatment, the Facility will:
Ensure that all alleged violations involving abuse,
neglect, exploitation, or mistreatment, including
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injuries of unknown source and misappropriation
of resident property, are reported immediately
but: Not later than two (2) hours after the
allegation is made if the events that cause the
allegation involves [sic] abuse or resuits in
serious bodily injury. Not later than twenty-four
(24) hours if the events that cause the aflegation
does [sic] not involve abuse and does not result
in serious bodily injury. Ensure that all alleged
violations involving abuse, neglect, exploitation or
mistreatment, including injuries of unknown
source and misappropriation of resident property,
are reported to: The Administrator of the Facility.
The State Survey Agency. Adult Protective
Services (as appropriate).”

Review of a 5-day Minimum Data set (MDS)
dated 02/25/2022, revealed Resident #148 had a
Brief Interview for Mental Status (BIMS) score of
15, which indicated the resident was cognitively
intact. The MDS indicated the resident exhibited
behavioral symptoms including rejecting care and
wandering that occurred on one to three days
during the assessment pericd. The resident
required extensive assistance with bed mobility
and transfer. The MDS did not indicate the
resident used bed rails.

Review of a Care Plan, dated as initiated
05/27/2020, revealed a potential for a
psychosocial well-being problem related to
Resident #148's family discord, ineffective coping,
and a history of purposefully leaning or appearing
as though he/she was fainting. A planned
intervention for this care plan problem was for
staff to conduct visual checks every hour during
the third shift and to converse with the resident to
prevent behaviors. Review of a Care Plan, dated
as initiated 05/21/2020, revealed the resident had
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experienced falls and was at risk for further falls
related to polypharmacy (simultaneous use of
multiple drugs). The planned interventions
included that the resident had a history of placing
him/herself on the floor and directed staff to have
the resident ask for assistance and to stay with
the resident and assist him/her back off the floor.
An intervention dated as initiated 08/02/2021
indicated a half rail was initiated to add with
transfers and establish boundaries. Additionally,
an intervention dated as initiated 03/14/2022
indicated that after repeated episodes of staff
observing the resident putting him/herself on the
floor intentionally, and additional multiple
behaviors noted, a safety intervention of lowering
the mattress to the floor and removing the
bedframe was initiated to prevent injury.

Review of a nursing "Progress Note," dated
03/19/2022 at 5:25 AM and electronically signed
by Licensed Practical Nurse (LPN) Staff A,
revealed a Certified Nursing Assistant (CNA)
came to the nurses' station to report Resident
#148 was on the floor. The note indicated that
upon entering the room, the nurse noted the
resident’s lower body was on the bed, from the
hips down, with the shins and feet suspended
slightly above the surface of the bed. The
resident’s torso was hanging down from the bed
with the resident's head tucked forward toward
his/her chest and the right shoulder and right side
of the head resting on the floor. The resident's
torso at the waist was between the headboard
and the "positioning grab bar.” The note indicated
that after moving the dresser, the resident's legs
had to be lifted over the half rail on the bed in
order for the resident to be rolled over onto
his/her back for an assessment by the nurse. The
note indicated the resident had lividity (reddish-to

F 609
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bluish-purple discoloration of the skin due to the
settling and pooling of blood following death) to
the entire face, and rigor mortis (stiffening of the
joints and muscles of the body that usually begins
two to three hours after death) had started.
Further review of the note revealed the resident
was last seen on 2:00 AM rounds, at which time
the resident refused toileting and requested/ate a
chicken salad sandwich.

During an interview with the County Medical
Examiner on 09/01/2022 at 4:09 PM, he stated
Resident #148 died from positional asphyxiation
(a state of being deprived of oxygen due to the
body being in a position that prevents a person
from breathing adequately).

A review of the facility-reported incident revealed
the facility submitted the incident report to the
SSA on 03/19/2022 at 9:55 PM, 16.5 hours after
the resident was found deceased.

During an interview on 09/01/2022 at 12:12 PM,
the Administrator stated he was not at the facility
or in town at the time of the incident involving
Resident #148. He stated the Director of Nursing
(DON) was at the facility and reported the
incident. He stated he did not know why it was
reported late.

During an interview on 09/01/2022 at 12:14 PM,
the DON she stated she did not remember
reporting the incident so late. She stated she was
at the facility right after the incident to investigate
and that she investigated for hours with staff and
the medical examiner. She stated if the report
indicated she reported it at 9:55 PM, then that
must be what time it was.
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During a follow-up interview on 09/01/2022 at
12:33 PM, the DON stated the date of the
incident was around the time the state changed to
a different reporting system, and for a little while,
at the beginning, when they would hit "submit,”
the report would not submit, but they did not
realize this until later. She stated she thought that
may be what happened in this situation.
During an interview on 09/04/2022 at 11:37 AM,
the Administrator stated abuse and
misappropriation were to be reported immediately
if there was harm, but within 24 hours for all other
injuries. He stated all staff were responsible and
could report, but it was usually the responsibility
of the DON and Administrator.
F 656 | Develop/Implement Comprehensive Care Plan F 656

§8=D

CFR(s): 483.21(b)(1)

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

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

(iii) Any specialized services or specialized
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.

(iv)In consultation with the resident and the
resident’s representative(s)-

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

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

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

This REQUIREMENT is not met as evidenced
by:
Based on interviews, record review, and facility
policy review, the facility failed to ensure staff
implemented a care plan for one of three
(Resident #31) sampled residents reviewed.
Specifically, the facility failed to ensure a care
plan was developed for side/adverse effects
related to blood thinners (anticoagulants).

Findings included:

A review of pclicy/procedure tiled, "Care and
Treatment; Comprehensive Person-Centered
Care Planning,” revised August 2017, revealed,
"It is the policy of this facility that the
interdisciplinary team (IDT) shall develop a
comprehensive person-centered care plan for
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each resident that includes measurable
objectives and timeframes to meet a resident's
medical, nursing, mental and psychosocial needs
that are identified in the comprehensive
assessment.” In addition, the policy indicated,
"The resident’'s comprehensive plan of care will
be reviewed and/or revised by the IDT after each
assessment.”

On 09/01/22 at 10:51 AM, an interview with the
Director or Nursing (DON) revealed the facility
had no policy related to anticoagulant medication
usage.

Areview of Resident #31°s "Admission Record"
revealed the resident had diagnoses including
aphasia (loss of ability to understand or express
spseech), chronic pulmonary embolism, vascular
dementia without behavioral disturbances, and
Alzheimer's disease.

Areview of a significant change in status
Minimum Data Set (MDS) dated 07/20/2022,
revealed Resident #31's Brief Interview for Mental
Status (BIMS) score was three, which indicated
severe cognitive impairment. Additionally, the
MDS revealed Resident #31 received
anticoagulants (also known as blood thinner)
during the last seven days of the assessment.

Areview of "Nursing Facility Admission Orders”
dated 07/06/2022 revealed Resident #31 had a
physician's order for Apixaban (name brand
Eliquis used to treat and prevent blood clots and
to prevent stroke) one 2.5 milligrams (mg) tablet
by mouth two times a day for vascular dementia
without behavioral disturbances.

Areview of Resident #31's Care Plan dated

F 656
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04/26/2021 revealed the facility developed a care
plan for impaired thought processes related to a
diagnosis of dementia and tendency to "sun
down." However, there was no documented
evidence a care plan was developed related to
the use of an anticoagulant medication to treat
vascular dementia.

An interview with the MDS Coordinator on
09/03/2022 at 10:03 AM revealed MDS Care Area
Assessments (CAA) and any medication changes
triggered care plan development. The MDS
Coordinator stated any nursing staff member
could develop or revise a care plan; however, she
stated she was the only person who ever
developed/revised care plans. A follow-up
interview with the MDS Coordinator on
09/04/2022 at 10:30 AM revealed high risk
medications should be care planned to include
monitoring for side/adverse effects and again
stated that any clinical staff member could
develop a care plan.

An interview with the DON on 09/02/2022 at
12:48 PM revealed the facility should have been
monitoring Resident #31 for signs and symptoms
of adverse effects of Eliquis and confirmed the
resident was not being monitored.

An interview with the Administrator on 09/02/2022
at 1:20 PM revealed all blood thinners needed to
be monitored for adverse signs and symptoms.
Care Plan Timing and Revision

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

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

F 656

F 657
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(i) Developed within 7 days after completion of
the comprehensive assessment.

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

(A) The attending physician.

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

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

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

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

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

This REQUIREMENT is not met as evidenced
by:

Based on abservations, record review, and
interviews, the facility failed to ensure the care
plan was revised for 1 (Resident #35) of 21
residents whose care plans were reviewed.
Specifically, the facility failed to update Resident
#35's care plan with the current location of the
wander guard code alert bracelet to facilitate
appropriate monitoring of the bracelet by staff.

Findings included:

Review of a facility policy titled, "Comprehensive
Person-Centered Care Planning,” dated August

F 657
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2017, revealed, "The resident's comprehensive
plan of care will be reviewed and/or revised by
the IDT [Interdisciplinary Team] after each
assessment.”

Review of a quarterly Minimum Data Set (MDS),
dated 07/24/2022, revealed Resident #35 had
severely impaired cognitive skills for daily
decision-making per a staff assessment of mental
status and exhibited behavioral symptoms
including rejecting care and wandering on one to
three days during the seven-day assessment
pericd. The resident required extensive
assistance with activities of daily living (ADLs),
including walking and locomotion, and had a
wander / elopement alarm in use daily.

Review of a Care Plan, dated 10/16/2020,
revealed Resident #35 was an elopement risk /
wanderer related to dementia. A planned
intervention for this care plan problem indicated,
"Monitor Wander Guard placement and function
to left wrist. Expires 05/09/22."

Review of Resident #35's Kardex, used by the
Certified Nursing Assistants (CNAs) as a quick
reference care guide for the resident, revealed an
intervention to, "Mcnitor Wander Guard
placement and function to left wrist. Expires on
05/09/22."

Review of an "Order Summary Report” revealed
Resident #35 had a physician's order dated
08/23/2022 to check the resident's code alert
(Wander Guard bracelet) function and placement
to the right ankle every shift.

Review of a September 2022 "Treatment
Administration Record (TAR)" revealed staff had
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documented that they checked the placement of
Resident #35's code alert bracelet to the right
ankle every shift.

Observation of on 08/31/2022 at 11:15 AM
revealed Resident #35 was wearing a wander
guard bracelet to the right ankle, which was
covered with a sock. On 09/01/2022 at 10:41 AM,
Resident #35 came out of his/her room and was
wandering down the hallway towards the dining
room. A CNA saw the resident and escorted the
resident back to hisfher room to toilet, then
offered to take the resident to the activity room.

During an interview on 09/03/2022 at 3:37 PM,
Staff M, a Certified Medication Aide (CMA) and
CNA, revealed she referred to residents' care
plans for care guides and thought it was
important for them to be accurate.

During an interview on 09/03/2022 at 3:03 PM,
Staff |, a Licensed Practical Nurse (LPN), stated
she was able to edit a care plan when she was
filling out a risk assessment, and she could
customize an intervention if it was not already
done. She stated the use of a wander guard
bracelet should be on a resident's care plan, and
the care plan should be updated if the location of
the wander guard was moved. However, Staff |
stated she would not remove an intervention and
would only revise the care plan with the position
of the wander guard if she was told to do so.

During an interview on 09/03/2022 at 3:30 PM,
Staff L, a Registered Nurse (RN), revealed if she
was completing a risk management (incident
report), she would revise the care plan with a new
intervention, but not at any other time.
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During an interview on 09/04/2022 at 10:00 AM,
the MDS Coordinator stated the person
identifying a change should update the resident's
care plan to ensure the care plan was
individualized. She stated any staff could update
the care plan, but the interdisciplinary team was
responsible for ensuring the care plan was
accurate.

During an interview on 09/04/2022 at 10:26 AM,
Staff V, the MDS Resource staff stated the use of
a wander guard should be included on the care
plan. She stated interventions that were no longer
needed should be removed. She stated the care
plan could be updated by basically anyone,
clinical staff, the Interdisciplinary Team (IDT), or
social services staff. Staff V stated accuracy of
the care plan was ultimately the MDS
Coordinator's responsibility, but everyone needed
to be accountable.

During an interview on 09/04/2022 at 11:37 AM,
the Administrator stated nurses should be
updating the care plans to make them “reaf-time"
as much as possible. He stated care plans were
reviewed and updated during the morning
meetings to ensure the interventions were
appropriate. He stated the care plans should be
reviewed quarterly and with any changes, and the
accuracy of the care plans was the responsibility
of the MDS Coordinator.

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

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

Based on observations, record review,
interviews, and facility policy review, the facility
failed to promptly assist a resident with activities
of daily living (ADLs) for 1 (Resident #24) of 1
sampled resident reviewed for ADL care.
Specifically, the facility failed to ensure prompt
incontinent care and a clothing change were
provided when Resident #24's incontinence brief
and pants were visibly wet while the resident
ambulated in the hallway.

Findings included:

Review of a facility policy/procedure titled,
"Perineal Care,"” revised May 2007, indicated, "it
is the policy of this facility to: 1. Cleanse perineum
2. Eliminate odor 3. Prevent irritation or infection
4. Enhance resident's self-esteem.” The
policy/procedure did not specify how often a
resident should be checked for incontinence and
provided with perineal care.

Review of a quarterly Minimum Data Set (MDS),
dated 06/28/2022, revealed Resident #24 had a
Brief Interview for Mental Status (BIMS) score of
15, indicating the resident was cognitively intact.
The MDS indicated the resident was frequently
incontinent of bowel and bladder and was not on
a toileting program. According to the MDS,
Resident #24 required extensive assistance of
one person for toileting and personal hygiene.

Review of a Care Plan, dated as initiated
07/03/2017, revealed Resident #24 had a
self-care performance deficit for activities of daily
living (ADLSs) related to autism, schizophrenia,
incontinence, and cognitive impairment.
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Interventions included for staff to assist with
toileting and changing the resident's incontinence
brief as needed; assist the resident with transfer
on and off the {oilet; and clean the resident,
adjust the resident's clothing, and assist the
resident with washing his/her hands.

Review of a Care Plan dated as initiated
07/18/2017 revealed the resident had
bowel/bladder incontinence related to confusion,
dementia, diuretic use, and drinking several cups
of caffeine with meals. Interventions included:

- Utilize disposable briefs for the resident.

- Frequently remind the resident to use the
restroom. '

- Check the resident for incontinence; wash,
rinse, and dry the perineum; and change the
resident’s clothing as needed after incontinent
episodes.

- Assist the resident to the bathroom/assist with
changing incontinent preducts.

- Provide perineal care before and after
meals/activities and per self-schedule as needed.

Observations on 08/30/2022 at 10:42 AM
revealed Resident #24 was ambulating down the
hallway to the dining rcom. The resident's
incontinence brief was hanging down/sagging,
obviously saturated, and was leaking onto the
resident's sweatpants. An unidentified staff
member in the dining room assisted the resident
to sit down and looked at the resident's pants.
The staff member asked the resident if staff had
assisted the resident to the bathroom; however,
the resident did not answer. She asked the
resident again if the resident had gone to the
bathroom. Two other identified staff came into the
dining room and stated they were going to take
the resident to the bathroom; however, at 10:46
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AM, Resident #24 was still sitting at a table in the
dining room, and there were no staff present near
the resident. Resident #24 got up and started
walking toward his/her rcom. The resident
passed his/her room and went down the 100 Hall
to a room on the other side, where a medication
cart was positioned. Staff Q, a Certified
Medication Aide (CMA), was standing next to the
cart. The resident attempted to open a closed
door, and Staff Q told the resident he/she needed
to knock. The resident turned around and started
going back down the hallway toward his/her
room. Staff Q asked Staff F, a Certified Nursing
Assistant (CNA), to assist the resident. The
resident told staff that he/she needed help with
his/her pants. Staff F pulled up the resident's
pants, stated the resident needed to be changed,
and started walking with the resident. Another
CNA, Staff W, joined Staff F. Staff F turned
around when she realized the resident's adult
brief was coming out the bottom of the resident's
pant leg. The resident kept walking while the brief
lay open on the floor, visibly saturated with urine.
Staff W stopped, got the brief, and threw it away
while the other CNA assisted the resident to
his/her room.

Continuous observations on 09/01/2022 from
10:02 AM until 12:32 PM revealed the following:
- At 10:02 AM, Resident #24 was sitting in a
recliner in his/her rcom.

- At 10:36 AM, Resident#24 came out of his/her
room and walked to the dining room with a
walker.

- At 10:40 AM, Resident #24 sat at a table in the
dining room. Several staff reminded the resident
that it was not time for lunch.

- At 10:44 AM, Resident #24 walked back to
his/her rocom and sat in a recliner with the door
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open.

- At 11:46 AM, Resident #24 ambulated to the
dining room with a walker.

- At 12:08 PM, Resident #24 ambulated to his/her
room from the dining room after eating lunch and
closed the door.

- At 12:32 PM, the door to Resident #24's room
remained closed, and no one had entered the
room.

During the above observations from 10:02 AM
through 12:32 PM (two hours and 20 minutes), no
staff member reminded the resident to use the
restroom, checked the resident for incontinence,
assisted the resident to the bathroom, or provided
incontinent care. The resident was not provided
with toileting or incontinence care prior to or after
the lunch meal, as per the care plan.

During an interview on 09/03/2022 at 3:03 PM,
Staff I, a Licensed Practical Nurse (LPN), stated
residents should be toileted every two hours and
as needed or requested. She stated if a resident
was incontinent, they should be checked every
one to two hours. She stated her goal was to get
Resident #24 to use the restroom to prevent
incontinence. Staff | stated Resident #24 required
maximum assistance and frequent reminders for
toileting. She stated the resident could toilet
him/herself but could not clean him/herself
appropriately. She stated the resident voided a lot
and required frequent bed changes at night. Staff
| stated the resident knew when he/she was wet
but would not ask to be changed. She stated
Resident #24 needed to be checked for
incontinence and encouraged to toilet every hour
and a half to two hours. She stated she was
unsure if the resident was on a toileting program.

F 677
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During an interview on 09/03/2022 at 3:21 PM,
Staff J, a CNA, stated residents needed to be
toileted every couple of hours and as needed, but
residents who were incontinent should be
checked every two hours. She stated Resident
#24 needed cueing and assistance with changing
and a lot of encouragement. She stated she was
unsure if the resident was on a toileting program
but stated staff went in every couple of hours to
see if the resident was wet. Staff J stated if the
resident came out of his/her room soiled, staff
would redirect him/her back to the room. Staff J
stated staff tried to catch Resident #24 before
and after meals, but they were not always able to
get to the resident right away because the
residents on the 100 Hall required a iot of care
and they had to answer call lights.

During an interview on 09/03/2022 at 3:26 PM,
Staff K, a CNA, stated residents were toileted or
checked for incontinence every two hours. She
stated Resident #24 needed encouragement to
use the restroom. She stated the resident would
come out of his/her room wet or soiled and staff
had to take the resident back to his/her room to
the toilet. She stated Resident #24 may resist at
first but had never refused care.

During an interview on 09/03/2022 at 3:37 PM,
Staff M, a Certified Medication Aide (CMA), stated
staff toileted residents every two hours except at
night, when they might go longer to allow the
resident to get adequate sleep. She stated
Resident #24 needed limited assistance, with
direction, for toileting. She stated the resident
could get on and off the toilet but needed
assistance with cleaning up. She stated the
resident did not know when he/she was wet and
would not tell them if he/she needed to be
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changed. She stated staff tried to take the
resident to the bathroom before and after meals.

During an interview on 09/03/2022 at 3:30 PM,
Staff L, a Registered Nurse (RN), stated
residents should be toileted consistently before
and after meals, but two hours was the standard.
She stated Resident #24 needed cueing and
monitoring and would need someone to stay with
them to assist with clean up after toileting.

During an interview on 09/04/2022 at 10:00 AM,
the MDS Coordinator revealed the standard was
to toilet residents before and after meals/activities
and as needed. She stated Resident #24 required
complete staff assistance because the resident
was incontinent and should be checked before all
meals and activities.

During an interview on 09/04/2022 at 11:37 AM,
the Administrator stated residents should be
toileted according to what was defined on their
care plan and what they were able to do for
themselves. He stated he was not familiar with
Resident #24's specific toileting needs and could
not comment.

F 684 | Quality of Care F 684
SS=E | CFR(s): 483.25

§ 483.25 Quality of care

Quality of care is a fundamental principle that
applies to all treatment and care provided to
facility residents. Based on the comprehensive
assessment of a resident, the facility must ensure
that residents receive treatment and care in
accordance with professional standards of
practice, the comprehensive person-centered
care plan, and the residents’ choices.
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This REQUIREMENT is not met as evidenced
by:

Based on interviews, record review, and facility
policy review, it was determined the facility failed
to ensure residents were promptly provided with
care/services upon request for 2 (Resident #198
and Resident #19) of 3 sampled residents
reviewed for call light concerns. Specifically, the
facility failed to ensure staff promptly responded
to call lights for Resident #1988 and Resident #19
to meet the residents’ needs and assist them in
achieving or maintaining their highest practical
level of physical, mental, and psychosocial
well-being.

Findings included:

Review of a facility policy titled, "Call Light/Bell,"
revised 05/2007, revealed, "It is the policy of this
facility to provide the resident a means of
communication with nursing staff. Procedures: 1.
Answer the light/bell within a reasonable time
(10-15 minutes).”

Review of a facility policy titled, "Resident Rights,"
revised 11/23/20186, revealed, "As a resident of
this nursing facility, you have the right to a
dignified existence, self-determination, and
communication with and access to persons and
services inside and outside the facility.”

1. Review of an "Admission Record" revealed
Resident #198 had diagnoses including difficulty
in walking, need for assistance with personal
care, other lack of coordination, cognitive
communication deficit, and other reduced
mobility.

Review of a quarterly Minimum Data Set (MDS)

F 684
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dated 08/19/2022 revealed Resident #198 had a
Brief Interview for Mental Status (BIMS) score of
15, which indicated intact cognition. The MDS
indicated the resident used a walker or
wheelchair as a mobility device and required
extensive assistance with toilet use. Per the
MDS, the resident was frequently incontinent of
bladder and always continent of bowel.

Review of a Care Plan, dated as initiated
05/16/2022, revealed Resident #198 had an
activities of daily living (ADL) self-care deficit.
Interventions included:

- Toilet use: requires assistance to wash hands,
adjust clothing, clean self, transfer onto toilet,
transfer off toilet, to use toilet.

- Transfer: requires one staff participation with
transfers.

Review of "Progress Notes,” dated 08/19/2022,
revealed a care conference was held with the
resident and power of attorney (POA). Resident
#198 stated he/she was, "sitting on the toilet and
waiting for staff.” The resident agreed to put a
sign on the door to alert the staff the resident did
not want to be left alone.

Review of an email dated 08/23/2022 at 10:41
AM, from Resident #198's family member to
Social Services Staff A, revealed the family
member had spoken to the Administrator (ADM)
several times regarding call light wait times and
was assured the calll lights would be answered
timely; however, this continued to be an issue.

During an interview on 08/30/2022 at 10:36 AM in
Resident #198's rcom, Resident #198 revealed
he/she was left on the toilet for "40 minutes
recently.” The resident stated after pulling the call
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light, no one came to assist. The resident
indicated his/her roommate (Resident #15) heard
Resident #198 yelling for someone and pressed
the call light. Eventually, Resident #15 went into
the haliway to find a staff member to assist
Resident #198. During a follow-up interview on
09/01/2022 at 9:53 AM, Resident #198 stated
there was an incident that occurred when he/she
first arrived at the facility, in which the resident
was left on the toilet for “25 minutes.”

During an interview on 08/30/2022 at 10:36 AM,
Resident #15 revealed his/her roommate
(Resident #198) was left on the toilet. Resident
#15 stated he/she could not remember the exact
date, but it happened "sometime around the end
of July or in early August.” Resident #15 indicated
Resident #198 did pull the call light and started
yelling. Resident #15 then pulled the call light to
see if a staff member would come to assist.
When no one answered the call light, Resident
#15 went into the hall to find a staff member for
assistance. Eventually, someone did come in and
help.

Review of a "Resident Incident List," dated as
generated on 09/01/2022 for the period of
08/23/2022 through 09/01/2022, revealed call
light response times greater than 15 minutes for
Resident #198 as follows:

- On 08/26/2022 at 5:31 PM, the response time
was 23 minutes and 53 seconds.

- On 08/27/2022 at 7:49 AM, the response time
was 27 minutes and 27 seconds.

- On 08/28/2022 at 9:25 AM, the response time
was 20 minutes and 23 seconds.

- On 08/31/2022 at 4:50 PM, the response time
was 26 minutes and 54 seconds.
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During an interview on 08/30/2022 at 10:16 AM,
Certified Medication Aide/Certified Nursing
Assistant (CNA) Staff Q revealed the CNAs
carried pagers, and when a call light was
activated, the assigned CNA's pager would alert
the CNA. Staff Q stated an alert would also flash
on the screen of the nurse's computer.

During an interview on 09/01/2022 at 8:46 AM,
the Administrator revealed the call system lights
(above resident doors) were removed years prior
and not everyone could visually determine that a
resident was requesting help. The Administrator
explained that any call light activation resulted in
a page to a CNA or CNAs and a notification
across the screen on a nurse's computer.

During an interview on 09/01/2022 at 3:12 PM,
Human Resources/Social Services Staff A
revealed she had received an email from
Resident #198's family that mentioned issues with
Resident #198's call light not being answered in a
timely manner but that this situation was resolved
that day.

During an interview on 09/02/2022 at 10:01 AM,
CNA Staff U revealed Resident #198 had
complained of being left on the toilet a few weeks
ago. The CNA denied being aware of any further
details.

During an interview on 09/02/2022 at 12:48 PM,
the Director of Nursing (DON) revealed the only
time she had heard there was an issue related to
Resident #198's was recently.

During an interview on 09/02/2022 at 1:20 PM,
the Administrator revealed he had talked to
Resident #198's family twice recently and

F 684
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previously, "maybe around June.” According to
the Administrator, he checked with the family
member and thought everything was fine, noting
when he spoke to the family, he usually took care
of any issue "right then and there" and did not fill
out a grievance form.

During an interview on 09/03/2022 at 3:08 PM,
with Licensed Practical Nurse (LPN) Staff |
revealed the only time she had heard about any
issue with Resident #198's call light response
was during the recent care conference.
Additionally, she stated toileting should be done
every two hours or as needed.

2. Review of an "Admission Record" revealed the
facility admitted Resident #19 on 12/11/2020 with
diagnoses including muscle weakness, other
reduced mobility, need for assistance with
personal care, unsteadiness on feet, and
hemiplegia (paralysis on one side of the body)
and hemiparesis (weakness on one side of the
body) following a cerebral infarction (stroke)
affecting the left dominant side.

Review of a quarterly MDS, dated 07/05/2022,
revealed Resident #19 scored 15 on a BIMS,
which indicated intact cognition. The MDS
indicated the resident required extensive
assistance with transfer and was frequently
incontinent of bowel and bladder.

Review of a Care Plan, dated 06/29/2022,
revealed Resident #19 had an ADL self-care
performance deficit and was at risk for falls.
Review of a Care Plan, dated 07/21/2022,
revealed Resident #19 was incontinent of bowel
and bladder and was dependent on staff for all
aspects of toileting.
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During an interview on 08/30/2022 at 12:08 PM,
Resident #19 revealed he/she had been
incontinent before due to having to wait so long
for staff to respond to the call light. During a
follow-up interview on 09/02/2022 at 11:29 AM in
Resident #19's room, Resident #19 revealed
he/she had issues with the call light not being
answered timely. He/she could not remember
when this happened, but it had happened "a
couple times."

Review of a "Resident Incident List,” dated as
generated on 09/01/2022 for the period of
08/23/2022 through 09/01/2022, revealed call
light response times greater than 15 minutes for
Resident #19 as follows:

- On 08/25/2022 at 8:50 PM, the response time
was 19 minutes and 23 seconds.

- On 08/26/2022 at 5:18 PM, the response time
was 39 minutes and 44 seconds.

- On 08/26/2022 at 6:45 PM, the response time
was 17 minutes and 5 seconds.

- On 08/27/2022 at 9:18 AM, the response time
was 20 minutes and 13 seconds.

- On 08/27/2022 at 12:30 PM, the response time
was 19 minutes and 17 seconds.

- On 08/28/2022 at 6:03 AM, the response time
was 25 minutes and 1 second.

- On 08/29/2022 at 5:26 PM, the response time
was 17 minutes and 34 seconds.

- On 08/30/2022 at 7:33 PM, the response time
was 37 minutes and 25 seconds.

- On 08/31/2022 at 12:33 PM, the response time
was 22 minutes and 17 seconds.

- On 08/31/2022 at 5:46 PM, the response time
was 37 minutes and 3 seconds.

Further review of the "Resident Incident List"
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revealed there were 43 occasions from
08/25/2022 through 08/31/2022 where it took staff
greater than 20 minutes to respond to residents'
call lights throughout the facility.

Review of Resident Council meeting minutes
revealed call light response times were discussed
as a resident concern in July and August 2022,

During an interview on 09/03/2022 at 9:22 AM,
CNA Staff F stated she tried to answer the call
lights as soon as possible. If there were issues
with answering the call lights, she would ask for
assistance.

During an interview on 09/03/2022 at 9:33 AM,
CNA Staff R revealed she answered call lights as
fast as possible. She added if she could not get to
a call light, she would ask for assistance.

During an interview on 09/01/2022 at 8:46 AM,
the Administrator revealed the call system lights
(above resident doors) were removed years prior
and not everyone could visually determine that a
resident was requesting help. The Administrator
explained that any call light activation resulted in
a page to a CNA or CNAs and a notification
across the screen on a nurse's computer.

During an interview on 09/02/2022 at 12:48 PM,
the Director of Nursing (DON) stated call lights
should be answered within 15 minutes.

During an interview on 09/02/2022 at 1:20 PM,
the Administrator stated call lights should be
answered within 15 minutes.

F 700 | Bedrails F 700
S8=J | CFR(s): 483.25(n)(1)-(4)
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§483.25(n) Bed Rails.

The facility must attempt to use appropriate
alternatives prior to installing a side or bed rail. If
a bed or side rall is used, the facility must ensure
correct installation, use, and maintenance of bed
rails, including but not limited to the following
elements.

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

§483.25(n)(2) Review the risks and benefits of
bed rails with the resident or resident
representative and obtain informed consent prior
to installation.

§483.25(n)(3) Ensure that the bed's dimensions
are appropriate for the resident’s size and weight.

§483.25(n)(4) Follow the manufacturers’
recommendations and specifications for installing
and maintaining bed rails.

This REQUIREMENT is not met as evidenced
by:

Based on interviews, record review, policy
review, and review of manufacturer
recommendations, the facility failed to assess the
risk of resident entrapment and/or obtain
informed consent for the use of bed rails/grab
bars for one (Resident #148) of two residents
reviewed for entrapment from bed rails. In
addition, the facility failed to conduct ongoing
evaluations of risks and ongoing assessments to
ensure a grab bar was meeting Resident #148's
needs. Staff placed a grab bar (also known as an
assistance handle, bed bar, and transfer aide) on
Resident #148's bed on 06/29/2021 without
assessing the risks/benefits of the grab bar for
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the resident and without obtaining the
resident/resident responsible party's consent.
When Resident #148 began climbing out of bed,
the facility failed to evaluate the risks of ongoing
usage of the grab bar. On 03/19/2022, Resident
#148 was found with his/her upper body between
the headboard and grab bar, hanging off the side
of the bed. According to the Medical Examiner,
Resident #148 died from positional asphyxiation
(a form of asphyxia or deficient supply of oxygen
to the body arising from abnormal breathing
which occurred when someone's position
prevented them from breathing adequately).

This had the potential to affect 22 residents in the
facility with bed rails.

It was determined the facility's noncompliance
with one or more requirements of participation
caused, or was likely to cause, serious injury,
harm, impairment, or death to residents. The
Immediate Jeopardy (IJ) was related to State
Operations Manual, Appendix PP, §483.25(n)(1)
(2) Bedrails at a scope and severity of "J."

The IJ began on 03/19/2022 when Resident #148
was found to be entrapped between the
headboard and bed bar and died from positional
asphyxiation. The Administrator and Staff V, MDS
Resource, were notified of the IJ on 09/02/2022
at 6:52 PM and were provided the IJ template at
that time. A Removal Plan was requested. The
Removal Plan was accepted by the State Survey
Agency (SSA) on 09/03/2022 at 4:17 PM. The IJ
was removed on 09/04/2022 after the survey
team performed onsite verification that the
Removal Plans had been implemented.
Noncompliance remained at the lower scope and
severity of isolated harm that was not immediate

F 700
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jeopardy for F700.

Findings included:

A review of the facility's policy titted, "Bedrail
Assessment,” last revised 08/2017, indicated, "If
a bed or side rail is used, the facility must ensure
correct installation, use, and maintenance of bed
rails. 1. After the facility has attempted
alternatives to bed rails and determined that
these alternatives failed to meet the resident's
assessed needs, the facility IDT [Interdisciplinary
Team] will assess the resident for risks of
entrapment and possible benefits of using bed
rail. The risks and benefits of side rails will be
considered for each resident. 2. If the use of
bedrail is recommended by the IDT, the facility
must obtain informed consent from the resident
or if applicable, the resident representative for the
use of bed rails prior to installation.” Further
review of the policy revealed "6. Assuring the
correct use of an installed bed rail, and
maintenance of bed rails is an essential
component in reducing the risk of injury. After the
installation of bed rails, it is expected that the
facility will continue to provide necessary
treatment and care, in accordance with
professional standards of practice and the
resident's choices. This should be evidenced in
the resident's record, and include the following
components, but are not limited to:

a.The type of specific direct monitoring and
supervision provided during the use of the bed
rails, including documentation of the monitoring;
b.The identification of how needs will be met
during use of the bed rails, such as for
repositioning, hydration, meals, use of the
bathroom and hygiene;

¢.0ngoing assessment to assure that the bed rail

F 700
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is used to meet the resident's needs;

d.Ongoing evaluation of risks;

e.The identification of who may determine when
the bed rail will be discontinued; and

f.The identification and interventions to address
any residual effects of the bed rail (e.g.,
generalized weakness, skin breakdown).

7. If the side rail is associated with symptoms of
distress, such as screaming or agitation, the
resident's needs and use of side rails will be
reassessed.”

Areview of a "User-Service Manual Joerns
Deluxe Assist Handle [grab bar/bed bar/transfer
aide]" dated 2012, indicated "Warning: An optimal
bed system assessment should be conducted on
each resident by a qualified clinician or medical
provider to ensure maximum safety of the
resident. The assessment should be conducted
within the context of, and in compliance with, the
state and federal guidelines related to the use of
restraint and bed system entrapment guidance.
Entrapment zones involve the relationship of
components often directly assembled by the
healthcare facility rather that the manufacturer.
Therefore, compliance is the responsibility of the
facility. While the guidelines apply to all
healthcare settings, long term care facilities have
particular exposure since serious entrapment
events typically involve frail, elderly or dementia
patients.”

A review of the facility's "Bed Safety Evaluation”
dated September 2007 revealed the facility was
required to measure the distance of the
"Headboard/footboard to mattress, horizontal
measurement” and the "Rail to bed end (board),
both ends."” The evaluation indicated "a. Place
bed in flat position, elevate side rails b. With tape
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measure, measure the minimum and maximum
distance between the side rail and bed end at the
head and foot end of the bed." The "Definition of
Pass" was if the "Distance is less than 2-1/3
inches or greater than 12-1/2 inches." According
to the evaluation, "If measurement does not meet
criteria, bed with side rails should not be used.”
There was no documented evidence the facility
completed a "Bed Safety Evaluation" for Resident
#148.

Areview of the "Admission Record" indicated
Resident #148 had diagnoses which included
schizophrenia, bipolar disorder, and repeated
falls.

Areview of Resident #148's 5-day Prospective
Payment System (PPS) Minimum Data Set
(MDS) assessment, dated 02/25/2022, indicated
the resident had no cognitive impairment as
evidenced by a Brief Interview for Mental Status
(BIMS) score of 15. Per the MDS, the resident
had behaviors of rejecting of care and wandering
that occurred one to three days during the
assessment period. The MDS noted the resident
required extensive assistance of one person with
bed mobility, transfers, dressing, toilet use, and
bathing, limited assistance of one person for
walking in the corridor and personal hygiene, and
supervision with walking in their room, locomotion
on and off the unit, and eating. The resident's
height was noted to be 62 inches and weight was
226 pounds. According to the assessment, a bed
rail was not being utilized as a restraint.

A review of Resident #148's Care Plan, dated
05/21/2020, indicated the resident had sustained
falls and was at risk for further falls related to
polypharmacy (multiple medications to treat a
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condition). The care plan's stated goal was for the
resident not to sustain serious injury. Further
review of the care plan revealed the facility
developed interventions that included the
following:

- On 11/07/2020, the facility revised Resident
#148's Care Plan to include "Resident has a
history of placing self on the floor."” Per the plan, if
the resident wanted to sit on the floor, the
resident should request assistance to sit on the
floor and staff should stay with the resident to
ensure safety and to ultimately assist the resident
off the floor.

- On 11/20/2020, a floor mat was placed beside
the resident's bed and the bed was lowered to its
lowest position.

- On 11/21/2020, the facility revised the resident’s
care plan indicating Resident #148 had a
tendency to rock to the side of bed and roll onto
his/her hands/knees at the side of the bed. Staff
were directed to provide the resident support and
assist the resident to an upright position and to
the safety of the bed, if allowed. The care plan
revealed a floor mat was in place at the resident's
bedside.

- On 06/29/2021, the facility developed an
intervention to place Resident #148's bed to the
right side of the door by a closet with a half
rail/grab bar applied to both sides of the bed to
establish boundaries.

- On 08/02/2021, the facility developed an
intervention for a half rail/transfer aid (grab bar)
applied to the outer edge of the bed to establish
boundaries and to aid in transferring.

- On 10/18/2021, an intervention to place a
mat/mattress between the wall and bed to help
protect the resident from being on the floor was
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added to the care plan.

Areview of Resident #148's medical record
revealed no documented evidence the facility's
Interdisciplinary Team (IDT) assessed the
resident for risk of entrapment or the risks and
benefits of side rail/grab bar usage, as required
by the facility's policy, prior to placing side rails on
the resident's bed on 06/29/2021. In addition,
there was no documented evidence the facility
reviewed the risks and benefits of bed rails and
obtained informed consent from the
resident/resident's representative for the use of
bed rails prior to their installation. Further, there
was no documented evidence the facility ensured
the bed's dimensions were appropriate for the
resident or confirmed that the bed rails installed
were appropriate for the size and weight of the
resident.

Further review of the Care Plan revealed the
facility developed a care plan for Resident #148's
psychosocial well-being related to a history of
purposefully leaning or appearing as though the
resident was "“fainting.” The facility revised the
care plan on 01/21/2022 to include an
intervention to conduct visual checks on the third
shift every hour and converse with the resident to
prevent behaviors. However, there was no
documented evidence staff conducted visual
checks of Resident #148 hourly on the third shift.

A review of Resident #148's "Progress Notes"
dated 03/01/2022 at 5:30 AM, 03/02/2022 at 5:30
AM, 03/03/2022 at 5:30 AM, and 03/04/2022 at
5:30 AM revealed the "resident has a history of
falls and falls are a behavior for this resident.”
Further review of "Progress Notes" dated
03/04/2022 at 12:11 PM revealed Resident #148

F 700
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was "noted to have behaviors today with trying to
roll onto the floor.”

During an interview on 09/02/2022 at 10:52 AM,
Staff G, Certified Nurse Aide (CNA), revealed the
type of grab bar Resident #148 had on his/her
bed was part of the bed and could be moved from
side to side, but not up and down. Staff G stated
Resident #148 used the grab bar sometimes to
sit up on the side of the bed. Further interview
revealed the resident would crawl into and out of
bed (on all sides of the bed) onto his/her hands
and knees. Staff G stated Resident #148 had a
mattress behind the bed leaning against the wall
to keep the resident from falling between the bed
and the wall.

During an interview on 09/04/2022 at 8:43 AM,
Staff |, Licensed Practical Nurse (LPN), revealed
Resident #148 "barrel-rolled” out of the side of
the bed, then used the grab bar to pull him/herself
up. She stated Resident #148 was able to get up
from a kneeling position.

During an interview on 09/04/2022 at 10:00 AM,
the MDS Coordinator revealed Resident #148
would roll or "flop" him/herself off the side of the
bed. According to the MDS Coordinator, Resident
#148 exhibited this behavior and others for
attention.

During an interview on 09/01/2022 at 6:07 PM,
Staff B, Registered Nurse (RN), stated Resident
#148 had severe mental illness and had
behaviors that included being combative and
coming out of his/her room with no pants on. Staff
B noted staff were also monitoring the resident for
putting him/herself on the floor.
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A review of nursing "Progress Notes" dated
03/14/2022 at 11:46 PM revealed Staff B
documented, “After repeated episodes of staff
observing resident putting [him/herself] on the
floor, a safety intervention has been put into
place. Mattress lowered to the floor and metal
bedframe removed from the room. DON [Director
of Nursing] notified.”

Continued review of Resident #148's care plan
revealed that, on 03/14/2022, staff revised the
care plan to include "After repeated episodes of
staff observing the resident putting [him/herself]
on the floor intentionally, along with additional
multiple behaviors noted, safety intervention of
lowering mattress to the floor and removing the
bedframe to prevent injury, has been put in
place.”

An interview with the Director of Nursing (DON)
on 09/02/2022 at 2:31 PM revealed the
intervention of putting Resident #148's mattress
on the floor was never implemented and should
have been removed from the care plan. She
stated a night nurse initiated it and when the
interdisciplinary team (IDT) reviewed it the
following morning, they did not believe it was
appropriate. The DON stated she had stated she
was not going to put the mattress on the floor and
make the resident sleep on the floor "like a dog."

There was no documented evidence provided by
the facility denoting the facility assessed the
safety of the resident's bed or implemented
interventions to keep Resident #148 safe. There
was no documented evidence the facility
conducted an ongoing assessment to assure that
the bed rail was meeting Resident #148's needs,
conducted an ongoing evaluation of risks, or
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identified who could determine when the bed rail
could be discontinued as required per the facility's
"Bedrail Assessment” policy/procedure.

A review of the facility’s "Logbook
Documentation” dated 12/28/2021 revealed staff
should "Inspect Bed and Rails and Mattresses for
damage and repair or replace as necessary."
Further review of the log revealed no documented
evidence Resident #148's bed/side rails were
inspected for areas of possible entrapment or
proper fit.

During an interview on 09/02/2022 at 11:48 AM
with the Maintenance Supervisor, he stated he
had been working at the facility for two months
and had never worked in a long-term care facility
before. He stated he had been given paperwork
with instructions on how to check mattresses and
bed rails but had only looked at a few beds. He
also stated the computer system that the facility
used to keep track of work orders issued a
monthly reminder to do bed checks, but he had
not been doing them. He stated he was
scheduled to do his first checks on ali the beds
during the current month. He stated he had
marked the task as being completed because he
did quick visual checks on the beds to make sure
they were safe but did not realize there was more
to the inspection and paperwork to be completed.

Areview of a nurse's "Progress Notes," authored
by Staff B and dated 03/19/2022 at 5:25 AM,
indicated a CNA notified her that Resident #148
was on the floor. The note indicated that upon
entering the rocom, Staff B observed the resident
face down, hanging off the side of the bed
between the bed and a dresser. The resident's
lower body from the hips down was on the
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mattress with the resident's shins and feet
suspended slightly above the surface of the bed.
The note indicated the resident's torso was
between the headboard and the grab bar.
According to the note, Resident #148's head was
tucked towards the chest and right shoulder, and
the right side of the resident's head was resting
on the floor. The note indicated the resident's
right arm was tucked under the resident and the
left arm was beside the resident bent at the elbow
and wrist. Further review of the note revealed
that, after moving the dresser, the resident's legs
had to be lifted over the half side rail (grab bar)
and rolled onto his/her back for assessment by
the nurse. The note indicated the resident had
lividity to his/her entire face (reddish to
bluish-purple discoloration of the skin due to the
settling and pooling of blood following death) and
rigor mortis had started (rigor mortis was
stiffening of the joints and muscles of a body a
few hours after death). According to the note,
Resident #148 had no pulse and no respirations.
Cardiopulmonary resuscitation (CPR) was not
performed related to lividity and rigor mortis. The
note indicated the resident was last seen during
rounds at 2:00 AM when the resident refused to
be toileted but was given a chicken salad
sandwich. The note indicated the bed was 16
inches from the floor and the nightstand was 18
inches from the bed. The distance between the
headboard and the grab bar was not
documented. According to the note, a medical
examiner, physician, and Director of Nursing
(DON) were notified and the DON and physician
came to the facility.

During an interview with the County Medical
Examiner on 09/01/2022 at 4:09 PM, he stated
Resident #148 died from positional asphyxiation.
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Areview of Resident #148's electronic medical
record (EMR) revealed the last time staff
documented any interaction with the resident was
on 03/18/2022 at 11:23 PM, when a CNA
documented the resident was independent with
walking in the room with no help or staff oversight
at any time.

During an interview on 09/01/2022 at 6:07 PM
with Staff B, the RN on duty at the time of the
incident, revealed Staff C, CNA, came to her and
warned Staff B to be prepared when she entered
Resident #148's room. Staff B entered Resident
#148's room and stated the resident's legs were
on the bed and the rest of his/her body was
hanging off the side of the bed. She stated the
resident's legs were partially elevated off the bed
from being stiff from rigor mortis. Staff B stated
Resident #148's left shoulder and cheek were on
the floor with their left arm out beside him/her,
facing the wall. Staff B stated full lividity had set in
and the resident's color was completely purple
and black. Staff B stated it was a "horrible sight."
Staff B stated the bed was up approximately 18
inches off the floor, but she could not remember if
the floor mat was down or not. She stated she
had to have one of the CNAs move the
nightstand and move the bottom part of the
resident's body off the bed over the grab bar so
she could assess the resident. Staff B stated
Resident #148 was known to crawl around the
bed and off the bed. She stated the resident
broke his/her ankle several months prior and had
started climbing out of bed and crawling on the
floor and had continued to do it. She stated she
felt the resident did it for attention. Staff B stated
the resident used the positioning (grab) bar when
in bed to assist him/her to sit up on the side of the
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bed. She said she had not thought of the
positioning (grab) bar as a hazard since it was
positioned far enough down that the resident's
head could not get trapped, but the resident
obviously got caught between the headboard and
the grab bar. She stated she had completed bed
rail assessments before because the facility had
night shift staff complete them, but she could not
recall if she had done a side rail assessment for
Resident #148. Staff B stated she could not recall
exactly the last time she saw the resident during
the night in question but stated staff checked to
make sure the resident was in their room and not
trying to go out one of the facility doors. She
stated the CNA saw Resident #148 during 2:00
AM rounds and gave the resident a chicken salad
sandwich to eat. Staff B stated the CNAs found
the resident when they were doing their final
rounds that started at 4:00 AM.

During a follow-up interview with Staff B on
09/02/2022 at 8:20 AM, she stated she was not
aware of the care plan intervention to check on
the resident hourly and had not been monitoring
the resident hourly. Staff B stated Resident #148
was independent in his/her rcom, and staff
monitored when the resident came out of his/her
room to make sure he/she was dressed and not
going to other resident doors.

During an interview on 09/02/2022 at 8:48 AM,
Staff C stated that on the night of the incident,
she came into work at 2:00 AM. She stated if
Resident #148 was asleep, she would usually not
wake the resident, but on the night of the incident,
during 4:00 AM rounds, for some reason she felt
like she needed to wake Resident #148. She
stated when she entered the room, she pulled the
curtain back and the resident's legs were on the
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bed and his/her head was between the bed and
the nightstand. Staff C stated she immediately
went out of the room, told another CNA (Staff E),
and went to get the nurse. She stated she walked
back in the room when Staff E turned the resident
over, and the resident was purple and black. Staff
C stated she knew she could not go back in the
rcom after that because she was close with the
resident. Staff C stated she did not remember the
grab bar or the floor mat and did not remember
the height of the bed. She stated Resident #148
only needed assistance occasionally and had
often put him/herself on the floor intentionally.

During an interview on 09/02/2022 at 9:53 AM
with Staff E, she stated she was an agency CNA,
and at the time of the incident she was working
with Staff C. She stated when she started the
shift at 6:00 PM the previous evening, she did a
walk through with the CNA from the previous shift
who told her that Resident #148 was independent
and continent of urine. She stated she interpreted
that to mean she should check on the resident
but not wake them to check for incontinence. She
stated she was down the hall answering a call
light from approximately 3:45 AM to 4:00 AM and
poked her head in Resident #148's rocom and the
resident was lying in bed. She stated at
approximately 4:30 AM, she and the other CNA
started doing rounds and passing ice water. She
stated Staff C went in to check on Resident #148
and came out of the room stating the resident
had fallen. She stated when she went into the
room, the resident’s body was hanging off the
side of the bed. Staff E stated she touched the
resident, and the resident was cold. Staff E stated
the nurse asked her to move the resident so the
resident could be assessed. She stated the nurse
moved the nightstand and she pulled the
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resident’s legs over the bed rail. She stated the
resident's face was completely purple, and the
nurse stated the resident had passed. She stated
she left the resident and finished rounds with
Staff C. She stated she heard Staff B on the
phone with the Director of Nursing (DON), and
Staff B asked her and Staff C if the resident was
in a low bed and if the bed was in a low position.
Staff E stated she did not know Resident #148
was occasionally incontinent and would crawi out
of bed.

During an interview on 09/02/2022 at 10:39 AM
with Staff F, CNA, revealed she came in at 6:00
PM on 03/18/2022 and worked until 2:00 AM on
03/19/2022, noting she was not at the facility
when the incident in question occurred. Staff F
stated Resident #148 wandered and did what
he/she wanted. She stated the resident asked her
for a sandwich around midnight, though she was
not sure of the stated time. Staff F stated
Resident #148 was in bed lying down at 2:00 AM
when she did rounds with Staff C at the shift
change. She stated the resident's bed was at a
normal height, but she did not remember a fall
mat. Staff F stated the resident had a grab bar on
one side of the bed. She stated she did not think
the resident used the grab bar but may have used
it to get up from a lying position.

During an interview on 09/02/2022 at 9:28 AM,
Staff D, Physical Therapy Assistant (PTA), stated
he had worked at the facility for ten years. He
stated therapy staff should assess residents to
see if side rails/grab bars were appropriate for the
resident and make sure paperwork was in place.
He stated if a grab bar/side rail needed to be
replaced, he had been replacing them due to the
facility not having a maintenance person for a
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couple of months. Staff D stated when he visited
with Resident #1438, he tried to make sure the
resident was using the grab bar to get to the edge
of the bed. He stated Resident #148 was a
"good-sized” person and used to be able to get
themself up once they were on the floor, but their
ability had declined. Staff D stated he was not
aware Resident #148 was crawling off the bed.
Staff D stated if he had known Resident #148
was crawling off the bed, he would have
recommended to have the grab bar removed and
developed other interventions to keep the
resident safe.

During an interview on 09/02/2022 at 2:53 PM,
the Rehabilitation Director stated he had been at
the facility for three to four years. He stated the
facility tried not to use side rails, but when a
resident was admitted to the facility for therapy
and was assessed to have difficulty with bed
mobility, then a positioning bar/grab bar would be
appropriate. He stated therapy's involvement with
side rails/bed rails was to work with residents on
how to use them appropriately. He stated if
therapy did not see a functional need for a side
rail/bed bar, they would bring it to the team for
discussion. He stated a resident crawling in and
out of bed would need an individualized
assessment to determine the risks and benefits
of the grab bar device. However, the
Rehabilitation Director then stated he was aware
Resident #148 was putting themself on the floor
and stated that, depending on the reason for the
action, which was usually for attention, he felt that
checking on the resident more frequently was an
appropriate intervention to keep the resident safe.

During an interview on 09/02/2022 at 12:12 PM,
the DON revealed when she was doing an
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investigation for Resident #148's incident, she
realized the resident did not have a consent or an
assessment for grab bar usage. She stated the
facility did not use bed or side rails, only grab
bars, which were used for positioning or
identifying boundaries. The DON stated Resident
#148 had a grab bar to identify boundaries
because the resident would get too close to the
edge of the mattress, and the bar let the resident
know to "scoot over." She stated the resident
would also use the grab bar to push themself
away from the edge of the bed.

A follow-up interview with the DON on 09/02/2022
at 2:31 PM revealed at the time of the incident,
Resident #148 was independent and needed to
be able to get out of bed; otherwise, the bed
would have been considered a restraint for the
resident. She stated it looked like the resident got
up and was trying to crawl out the top of the bed
between the headboard and bed/grab bar. The
DON stated it looked like the resident put his/her
hand on the nightstand, and either the resident's
hand slipped, or the nightstand moved, and the
resident fell to the floor. She stated it appeared
that the resident tucked his/her head to roll but
the nightstand kept the resident from going all the
way over. The DON further stated the resident
had small legs and a larger torso/upper body with
extra skin under their chin, so when the resident
fell forward, the resident was caught between the
bed and the nightstand. The DON stated the
resident crawled into bed like a child on his/her
hands and knees onto the mattress and then laid
flat on his/her stomach or rolled on his/her side.
She stated the resident used the bed/grab bar to
sit up on the side of the bed or to reposition.
According to the DON, she did not believe the
bed/grab bar was a danger because there was

F 700
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plenty of rcom between the headboard and the
grab bar so that the resident's head would not get
stuck. The DON stated she did not feel that the
bed/grab bar impeded the resident from being
able to move when the incident occurred.
However, the DON was unable to answer how the
facility was keeping the resident safe when they
were crawling in and out of bed. She stated she
believed if the resident had a roommate or if
there had been a resident room on the other side
of the wall where the resident was (there was a
shower room next door), then someone might
have heard the resident. She stated she could not
remember if there was a mat beside or behind
the bed against the wall.

During an interview on 09/02/2022 at 1:57 PM
with the Administrator, he stated he was aware
Resident #148 had fainting behaviors and put
him/herself on the floor, noting he believed it was
for attention. The Administrator stated he did not
know what interventions were in place to keep the
resident safe related to crawling in and out of
bed. He stated the DON would know the safety
interventions for Resident #148. According to the
Administrator, the nurse should complete a side
rail assessment and then have maintenance staff
put the rail in place. He stated consents for the
bed/grab bars should be obtained upon
admission. Further interview with the
Administrator revealed the facility's maintenance
director left abruptly in April of 2022, and they
were in the process of training a new
maintenance director. In the meantime, he stated
a maintenance person from one of the other
facilities was supposed to be completing
necessary bed/grab bar checks.

Removal Plan:
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"Removal of Immediacy Plan F700

Date/Time Presented to Surveyors: 09/03/2022 at
9:30 AM

Identified here are the steps and immediate
action(s) the facility will take to address the
reported non-compliance, keep residents safe
and free from serious harm or death, and prevent
serious harm from occurring or recurring.

STEPS/IMMEDIATE ACTION:

1. Medical Director was notified on 09/02/2022 of
IJ.

2. On 09/02/2022 all residents with grab
bar/positioning enabling devices in use were
evaluated by the Director of Nursing
(DON)/designee for continued need utilizing the
Point Click Care Electronic Medical Record Bed
Rail Safety Evaluation UDA (user defined
assessment) prior to implementation and at least
quarterly for continued use. The Bed Rail Safety
Evaluation is an Interdisciplinary Team (IDT)
evaluation that assesses the residents physical
and mental characteristics and abilities, the type
and appropriateness of bed being utilized,
documentation of resident/resident representative
education of risk factors, education on use of
equipment, and the risk factors involved in
utilizing the equipment, as well as documentation
of equipment safety via inspection by
Maintenance Director/Designee prior to use.
Nursing staff/designee assessed residents bed
mobility to determine appropriate alternative
devices needed for resident bed mobility. Nursing
staff evaluated 100% of the beds with grab

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:S5CS11 Facility [D: 1A0713 If continuation sheet Page 45 of 55



PRINTED: 09/26/2022

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
165362 B. WING 09/04/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
110 13TH AVENUE SW
CLARION WELLNESS AND REHABILITATION CENTER CLARION, IA 50525
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIBER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 700 | Continued From page 45 F 700
bar/positioning enabling devices and found no
concerns.

3. Medical Director notified of resident requiring
continued use of grab bars.

4. Recommendations reviewed with the
resident/and or representative and implemented
as ordered including revisions to care plans as
indicated by Minimum Data Set/IDT nursing staff.
Continued compliance will be audited as outlined
below.

5. As of 09/02/2022, all residents with grab bars
have the appropriate consents in place as verified
through electronic and hard copy medical record
review. Consents must be in place prior to
implementation of side rail use and will be a part
of each residents nursing admission packet and
implemented before any side rails are placed for
a resident. Continued compliance will be audited
as outlined below.

6. All staff will be in-serviced by the Director of
Nursing/designee regarding the facility’s process
for evaluating side rail need and implementing
side rails, including assessing the resident for risk
of entrapment prior to installation, review of
risk/benefits & obtaining consent prior to
installation, and ensuring that the bed dimensions
are appropriate for the resident’s size and weight

Staff education initiated 09/02/2022 with all IDT
staff recalled to the building to assist in
completing this education. Individuals present on
the evening and night shifts of 09/02/2022 and
the AM shift of 09/03/2022 were educated by the
DON!/IDT. Policy sent to multiple staff members
not present in the building with DON/IDT
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educating and receiving verbal verification of
understanding via phone. All employees we were
unable to reach wiil be educated on their next
scheduled shift by the DON/Designee

All new staff will be trained on the bed rail safety
policy and procedure during new hire orientation.

7. Facility Maintenance Director in-serviced by the
Administrator regarding the facility process for
completing equipment safety check list and
ensuring safety of installed bed rails.

Maintenance Director demonstrated competency
in evaluating zones of entrapment and
understanding of the facility processes.

Maintenance Director evaluated 100% of the
beds for resident safety. There were no safety
concerns for any of the beds.

8. All resident beds evaluated for safety by
maintenance on 09/02/2022. All grab bars
removed from unoccupied beds on 09/02/2022.

9. Prior to implementation of a bed rail, residents
will have a bed rail evaluation completed by the
IDT to ensure rails are implemented only after
assessing the resident for risk of entrapment prior
to installation, review of risk/benefits & obtaining
consent prior to installation, ensuring that the bed
dimension are appropriate for the resident's size
and weight, and following manufacturer's
recommendations for installing rails.

Grab bar assessments will be completed by
maintenance on a monthly basis and upon any
addition of a grab bar for a resident.

F 700
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Bed rail assessments and quarterly
re-assessments, consents, and care plans will be
audited monthly by the DON/Designee x 3
months then quarterly thereafter.

Completion Date: 09/03/2022."
Onsite Verification of IJ Removal:

The survey team conducted an onsite verification
of 1J removal on 09/04/2022. The survey team
verified the educational sign-in sheets for bedrail
assessment and safety was completed and
indicated 55 out of 68 employees had been
educated and that all other staff would be
educated prior to working their next shift.
Interviews with five non-direct care staff
(housekeeping, dietary, business office manager,
and maintenance) and eight direct care staff
(RNs, LPNs, CMAs, and CNAs) verified they had
received education about the importance of
getting an assessment and consent prior to the
use of bed rails, including grab bars.

Four residents, all with a BIMS of 15, were
interviewed to verify they had consented and
would be assessed for the use of bed rails/grab
bars.

A written statement from the Medical Director
indicated he had been notified of the IJ and of the
residents requiring the continued use of grab
bars.

The survey team reviewed bed rail assessments
and consents for accuracy for all residents in the
facility who were currently using grab bars and
ensured the residents' care plans were up to
date. The survey team verified this information by
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reviewing the documents and visually checking
each rcom for grab bar use.

The survey team verified via interview that
education was provided to the Maintenance
Director. The Maintenance Director demonstrated
the process for evaluating beds for safety with
and without bed rails.

Documentation was provided and reviewed
verifying all beds in the facility had been
evaluated by the Maintenance Director and the
Administrator on 09/02/2022. Interviews with the
Administrator, Maintenance Director, and nursing
management revealed knowledge of the proper
process for grab bars, including completing an
assessment and obtaining informed consent prior
to the placement of any type of bed rail.

Free of Medication Error Rts 5 Prent or More
CFR(s): 483.45(f)(1)

§483.45(f) Medication Errors.
The facility must ensure that its-

§483.45(f)(1) Medication error rates are not 5
percent or greater;

This REQUIREMENT is not met as evidenced
by:

Based on observations, record review,
interviews, document review, and review of the
facility’s policy titled, "Medication Administration
Standards and Principles,” the facility failed to
ensure a medication administration error rate of
less than five percent. The facility had two errors
out of 35 opportunities for error, which resulted in
a medication error rate of 5.71%.

Specifically, Resident #4 received the wrong dose

F 700
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of a medication and a nurse did not have
Resident #4 rinse their mouth out after receiving
a steroid inhaler.

Findings included:

Areview of the facility's policy/procedure titled,
"Medication Administration Standards and
Principles,” revised April 2016, indicated,
"Medications will be administered based on the
'Eight Rights:'

1. Right resident - resident is identified prior to
medication administration

2. Right time - medications are administered
within prescribed time frames

3. Right medication - medication prescription
labels are checked against the MD [medical
doctor or physician] order

4. Right dose - medications are administered
according to the prescribed dose

5. Right route - medications are administered
according to the right route

6. Right reason - medications are administered
according to the indication for use

7. Right response - medication led to the desired
effect

8. Right documentation - document
administration or refusal of the mediation after the
administration or attempt and note any concerns."
Further review of the policy/procedure revealed
"Use the correct procedure for giving eye, ear,
inhalants, topical and rectal medications (see
below)." The policy did not address dry
powder/steroid inhalation.

Areview of the "Instructions for Use [for] Advair
Diskus," dated August 2020, indicated, "Advair
Diskus can cause serious side effects, including
fungal infection in the mouth or throat (thrush).
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Rinse your mouth with water without swallowing
after using Advair Diskus to help reduce your
chances of getting thrush."

Areview of Resident #4's physician "Order
Summary Report" for active orders as of
09/03/2022 revealed the following orders:

- On 12/14/2021, an order was started for
docusate sodium (a stool softener) 100 milligram
(mg) tablet, one tablet by mouth every morning
and at bedtime for constipation;

- On 12/20/2018, an order for senna (a laxative)
8.6 mg give one tablet by mouth two times a day
for bowel care; and

- On 08/31/2018, Advair Diskus Aerosol
(corticosteroid dry powder inhalant) 250-50
micrograms (mcg)/dose give one inhalation orally
every 12 hours. The order indicated the resident
should rinse the mouth after use to avoid thrush.

On 09/01/2022 at 9:54 AM, Staff O, Licensed
Practical Nurse (LPN), was observed preparing
and administering medications for Resident #4.
Staff O prepared medications including senna 8.6
milligrams (mg) that also contained 50 mg of
docusate sodium (instead of regular senna 8.6
mg) and one docusate sedium 100 mg tablet.
Staff O crushed the medications along with other
ordered medications and attempted to administer
them to Resident #4; however, Resident #4
refused the medications. Further observation
revealed Staff O was able to administer Resident
#4's Advair inhaler but did not have the resident
rinse their mouth as directed in the physician
order.

During an interview on 09/03/2022 at 3:03 PM,
Staff |, LPN, revealed senna was a laxative and
senna s (or plus) also contained docusate
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sodium, which was a stool softener. She stated
Resident #4 had orders for regular senna and a
docusate sodium tablet and should not have
received the senna with docusate sodium added.
Staff | stated administering both of those
medications would result in the resident receiving
more docusate sodium than ordered. Staff |
stated when administering inhalers, including
Advair, she would have the resident rinse and spit
to prevent thrush. She stated if they refused, she
would try and get another staff member to assist,
and if they still refused, then it should be
documented.

During an interview on 09/03/2022 at 3:30 PM,
Staff L, Registered Nurse (RN), stated senna was
a laxative but also came with an added stool
softener, docusate sodium. She stated the dose
of docusate sodium was different when it was
combined with senna as compared to giving it
alone. She stated when administering inhalers for
residents, she would have them rinse afterward
because there was a potential for thrush. She
stated she would do the inhaler first and then the
oral medication in case they tried to refuse to
swish and spit then at least they would be rinsing
their mouths. She stated if they refused it should
be documented.

During an interview on 09/03/2022 at 3:37 PM,
Staff M, Certified Medication Aide, also stated
senna was a laxative and some brands of the
medication contained docusate sodium, which
was a stool softener. She stated she did not think
the senna with docusate sodium would be given if
the resident was already taking a docusate
sodium pill. She stated if regular senna was not
available she would ask the nurse what to do.
According to Staff M, she always had residents
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swish and spit after using an Advair inhaler
because it could cause thrush. She stated if the
resident refused to rinse afterward, she would
encourage them to at least take a drink and
document in progress note if they continued to
refuse.

During an interview on 09/04/2022 at 10:00 AM,
the MDS Coordinator stated if a senna tablet that
contained docusate sodium was given instead of
a regular senna tablet, the physician's orders
were not being followed. Further, the MDS
Coordinator stated the resident must rinse after
using an Advair inhaler as to not leave any
residue that could cause a fungal infection.

During an interview on 09/04/2022 at 11:37 AM,
the Administrator stated a medication should not
be given if it was not ordered and residents
should be assisted to rinse after using a steroid
inhaler.

Dispose Garbage and Refuse Properly

CFR(s): 483.60(i)}(4)

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

This REQUIREMENT is not met as evidenced
by

Based on observations and staff interviews, the
facility failed to dispose of garbage and refuse
properly and maintain one of one dumpster area.
This deficient practice had the potential to affect
all residents of the facility.

Findings included:

A copy of the policy for garbage/dumpster was
requested, but not received by the end of the
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lids were open.
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On 08/30/2022 at 11:02 AM, the Maintenance
Supervisor accompanied the surveyor to observe
the dumpster, which was surrounded by a
wooden fence with latching doors on the front.
One of the doors was off the hinges and was on
the ground inside the dumpster area. There was
also garbage on the ground, including
facemasks, gloves, paper, cardboard, and a
container, approximately 10-12 inches across and
3 inches tall, that was filled with dirty water. There
were two dumpsters in the enclosure. The
smaller one contained cardboard and had two
lids, one of which was open. The larger one
contained bags of garbage, and two of the four

During the observation of the dumpster with the
Maintenance Supervisor on 08/30/2022 at 11:02
AM, the Maintenance Supervisor stated he had
not been out to the dumpster area often since he
had recently been hired, but everything should be
cleaned up and the lids needed to be closed.

On 09/01/2022 at 2:35 PM, the Certified Dietary
Manager (CDM) and the Registered Dietitian
(RD) were interviewed. The CDM stated kitchen
staff took the trash out twice daily and she had
told the staff to always put trash in the dumpster
and be sure to not leave the lids open.

On 09/04/2022 at 7:55 AM, two surveyors
observed the dumpster and found one bag of
garbage on the ground in front of the dumpster
and one bag of garbage on top of the large
dumpster over an open lid. The bag on the
ground was opaque and contained food trays and
medicine bags used for crushing medications
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visible in the bag. The small dumpster had one
box not broken down, causing the other boxes to
be higher than the top of the dumpster. Although
most of the trash from earlier in the week was
gone, there were still some bits of trash on the
ground, including a glove and a facemask. There
was a partially smoked cigarette lying on top of
the edge of the dumpster beside a bag of
garbage.

The surveyor observed the dumpster again on
09/04/2022 at 8:17 AM with the Administrator.
The Administrator stated trash should not be on
the ground and the lids to the dumpsters should
always be closed. He further stated the cigarette
was a fire hazard and should not be there. He
stated lazy employees were responsible for the
garbage not being put in the dumpsters correctly.
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Clarion Wellness and Rehabilitation
Plan of Correction

For Annual Survey 2022

E609 — It is the practice of Clarion Wellness and Rehabilitation to report possible abuse and neglect in
the time frames defined in state and federal law.

1, Resident #148 is no longer a resident

2. Staff education provided on appropriate timely reporting of abuse and neglect through review
of “Reporting Alleged Violations of Abuse, Neglect, Exploitation or Mistreatment” Policy on 10/6/22.

3. Administrator /Director will monitor all self-reports to assure that allegations of abuse are
reported in the appropriate time frame.

4. Results of audits will be reviewed by the QAPI team to ensure ongoing compliance.

5. Date of Compliance: 10/6/22

E656 - It is the practice of Clarion Wellness and Rehabilitation to ensure a care plan is developed for
side/adverse effects related to use of anticoagulants.

1. Resident # 38 suffered no adverse effects. Monitoring for adverse effects of anticoagulant use
placed on MAR 9/2/22 and Care Plan on 9/3/22.

2, Staff education on monitoring high risk for side effects of anticoagulants and proper care
planning completed on 9/22/22. Charts of residents on anticoagulants audited for proper care planning
and monitoring.

3. Director of Nursing or designee will audit 3 charts weekly x 4 weeks for proper monitoring
and care planning of anticoagulants for 3 months to ensure ongoing compliance.

4, Results of audits will be reviewed by the QAPI team to ensure ongoing compliance.

5. Date of Compliance: 9/22/22

F657 - 1t is the practice of Clarion Wellness and Rehabilitation to accurately care plan and revise care
plan with accurate description of Code Alert usage.

1. Resident # 35 suffered no adverse effects. Resident #35’s Care plan updated to accurately
reflect Code Alert use and expiration.

2. Care Plans of residents with Code Alerts reviewed to assure accuracy of Code Alert use and
expiration. Nursing staff educated on proper care planning of residents with Code Alerts.

3. Director of Nursing or Designee will review 3 charts weekly x 4 weeks to assure proper care
planning with Code Alert Use.

4. Results of audits will be reviewed by the QAPI team to ensure ongoing compliance.

5. Date of Compliance: 9/22/22

E677 - Itis the practice of Clarion Wellness and Rehabilitation to provide timely ADL care to residents.

1. Resident #24 suffered no adverse effects. Resident was taken to recom and provided
incontinence care upon identification of incontinence.

2. Nursing staff educated on need to follow care plan and provide proper assistance personal
hygiene to residents with ADL needs.

3. Director of Nursing or Designee will audit 3 residents for proper ADL care weekly x 4 weeks to
ensure ongoing compliance.

4. Results of audits will be reviewed by the QAPI team to ensure ongoing compliance.

5. Date of Compliance: 9/22/22



E684 - It is the practice of Clarion Wellness and Rehabilitation to respond promptly to call lights.

1. Residents #198 and #19 will have their needs met through staff following current policy and
procedures and the residents individualized care plan.

2. Facility purchased more call light pagers and now have pagers that escalate to the nurse if a
light has been on for 10 minutes. Staff educated on updated use of pagers on 9/22/22.

3. The Director of Nursing or Designee will audit call light responsiveness 3 times weekly x 4
weeks to validate staff continue to answer call lights within required time frames.

4. Results of audits will be reviewed by the QAPI team to ensure ongoing compliance.

5. Date of Compliance: 9/26/22

£700 - It is the practice of Clarion Wellness and Rehabilitation to obtain consent for grab bar and assess
risk/benefits prior to implementation of grab bar use and to complete ongoing assessments to ensure
grab bar is meeting resident needs.

1. Resident # 148 is no longer a resident.

2. Medical Director was notified on 09/02/2022 of )

On 09/02/2022 all residents with grab bar/positioning enabling devices in use were evaluated by
the Director of Nursing (DON)/designee for continued need utilizing the Point Click Care Electronic
Medical Record Bed Rail Safety Evaluation UDA (user defined assessment) prior to implementation and
at least quarterly for continued use. The Bed Rail Safety Evaluation is an Interdisciplinary Team (IDT)
evaluation that assesses the residents physical and mental characteristics and abilities, the type and
appropriateness of bed being utilized, documentation of resident/resident representative education of
risk factors, education on use of equipment, and the risk factors involved in utilizing the equipment, as
well as documentation of equipment safety via inspection by Maintenance Director/Designee prior to
use. Nursing staff/designee assessed residents bed mobility to determine appropriate alternative
devices needed for resident bed mobility. Nursing staff evaluated 100% of the beds with grab
bar/positioning enabling devices and found no concems.

Medical Director notified of resident requiring continued use of grab bars.

Recommendations reviewed with the resident/and or representative and implemented as
ordered including revisions to care plans as indicated by Minimum Data Set/IDT nursing staff. Continued
compliance will be audited as outlined below.

As of 9/2/22, all residents with grab bars in place have the appropriate consents in place.

All staff in-serviced by the Director of Nursing/designee regarding the facility’s process for
evaluating side rail need and implementing side rails, including assessing the resident for risk of
entrapment prior to installation, review of risk/benefits & obtaining consent prior to installation, and
ensuring that the bed dimensions are appropriate for the resident’s size and weight

Staff education initiated 09/02/2022 with all IDT staff recalled to the building to assist in
completing this education. Individuals present on the evening and night shifts of 09/02/2022 and the
AM shift of 09/03/2022 were educated by the BON/IDT. Policy sent to multiple staff members not



present in the building with DON/IDT educating and receiving verbal verification of understanding via
phone. All employees we were unable to reach will be educated on their next scheduled shift by the
DON/Designee

All new staff will be trained on the bed rail safety policy and procedure during new hire
orientation.

Facility Maintenance Director in-serviced by the Administrator regarding the facility process for
completing equipment safety check list and ensuring safety of installed bed rails.

Maintenance Director demonstrated competency in evaluating zones of entrapment and
understanding of the facility process.

Maintenance Director evaluated 100% of the beds for resident safety. There were no safety
concerns for any of the beds.

All resident beds evaluated for safety by maintenance on 09/02/2022. All grab bars removed
from unoccupied beds on 09/02/2022.

Prior to implementation of a bed rail, residents will have a bed rail evaluation completed by the
IDT to ensure rails are implemented only after assessing the resident for risk of entrapment prior to
installation, review of risk/benefits & obtaining consent prior to installation, ensuring that the bed
dimension are appropriate for the resident’s size and weight, and following manufacturer’s
recommendations for installing rails.

3. Grab bar assessments will be completed by maintenance on a monthly basis and upon any
addition of a grab bar for a resident.
Bed rail assessments and quarterly re-assessments, consents, and care plans will be audited

monthly by the DON/Designee x 4 weeks then quarterly thereafter.

4, Results of audits will be reviewed by the QAPI team to ensure ongoing compliance.
5. Date of Compliance: 9/3/22

F759 - It is the practice of Clarion Wellness and Rehabilitation to have a medication rate of less than 5%.

1. Residents # 4 suffered no adverse effects. Immediate re-education completed with medication
aide.

2. Nursing staff educated on proper med administration on 9/22/22 all staff.

3. Director of Nursing will audit med pass of 3 residents weekly x 4 weeks to ensure ongoing
compliance.

4. Results of audits will be reviewed by the QAPI team to ensure ongoing compliance.

5. Date of Compliance: 9/22/22



E814 - It is the practice of Clarion Wellness and Rehabilitation to dispose of garbage and refuse properly.

1. No resident affected

2. Garbage area was immediately inspected and it was assured all garbage was appropriately
disposed of and stored properly.

3.TNS sanitation is to pick up trash daily Monday through Friday and provide another dumpster to
prevent risk of overflow. Staff educated on proper waste disposal at 9/22/22 All Staff meeting.
Maintenance Supervisor will check dumpster area at least 2x weekly to assure compliance.

4. Results of Dumpster checks will be reviewed by the QAPI team to ensure ongoing compliance.

5. Date of Compliance: 9/22/22
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