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F 000 | INITIAL COMMENTS F 000

The following deficlencies are the result of the
recartification survey completed June 9-12, 2019,
See Code of Federal Regulations (42CFR) Par
483, Subpart B-C,

F 625 | Natice of Bad Hold Paticy Before/Upan Tmsir F 625
. 88=p | GFR(s): 483.15(d)(1)(2)

5483,15{(d) Notice of bed-hold policy and retum-

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

(i) The duration of the state hed-hold policy, it
any, during which the resident is permitted to
ratum and resume residence In the hursing
fadility;

{ii} The reserve bad payment policy in the state
plan, under § 447.40 of this chapter, if any;

{iti) The nursing facility's palicies regarding
bed-hald periods, which must ba cansistent with
paragraph (e)(1) of this section, permitling 8
resident to retumn; and

{Iv) The information specified in paragraph (e){)
of this section.

§483,15(d)(2) Bed-hold notice upon transfer. At
the time of transfer of a ragident for
hospitalization or therapeutic leave, a nursing
fadility must provide to the resident and the
residant rapresentative written nétice which
spacifies the duration of fhe bed-hold policy -
described in paragraph (d}{1) of this section.

[X8) DATE

LARORATORY DIRECTOR'S OR PROVIDERISUPPLIER REPRESENTAITVE'S SIGNATURE TIMLE
‘ R

Any deficiency statsmant endlng with an astarlsk (*) denotes o deficlency which the {nstituion may ba excused frum comecting providing it s determined that
othar sefeguards provide sufficient protection to ihe pationts . {Sea Instruetions.) Excaptfor nursing homes, the findings stated above are disclosable 80 days
following the date of survey whetiier or not a plan of correction ls provided. For nursing homas, the above findings and plans of correction are disclosable 14
days following the dote these documants am made avallebis 1o the fecility. If deficlencios ara cited, an approved plan of carrection [a requilsiie to continued

program participation,
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Continued From page 1
This REQUIREMENT is not met as avidenced
by: ’
Based on racord review and staff interview, the
facility failed to provide written information to the
resident's representative at the time of iransfer
for 1 of 4 residents reviewad (Resident #20}. The
facllity reported a canisus of 28 residents.

Findings include:

According to the Minimum Data Set (MDS)
assessment, dated 2/8/19, Resident #20 was
raraly/never understood and had severely
impaired skills for dafly decision making. The
resident’s diagnoses included Cerebral Palsy and
& Seizure Disorder. ’

The Progress Notes dated 2/10/18 documentad
the facility raceived a call from the hespital to
updata the nurse about the resident's admission
to the hospltal,

The resident's ciinical record facked
documentation of giving the resident's
reprasentative notice of the facifity bed hold

policy.

During an interview on 6/11/19 at 1:46 p.m. the
Social Services designea stated she did not have
a bed hold notice for the resident's transfer and
admission to the hospital.

Comprehensive Assessment After Signifcant Chg
CFR(s): 483.20(b)}(2)(f)}

§485.20{b}2)(ii) Within 14 days after the facllity
detennines, or should have determined, that
ihere has been a significant change In the

| residanfs physleal or mentat condition. (For

F 625

F 837
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Continued From page 2 .
purpose of this section, a "significant change”
means a major dacline or improvement in the
resldent's status that will not normally resolve
Hself without further Interventlon by staff or by
implementing standard disease-related tlinical
interventions, that has an impact on more than
one area of the resident's health status, and
requires interdlsciplinary review or revision of the
care plan, or both.}

This REQUIREMENT is not met as evidenced
by:

Basad on record review and staff interview the
facility failed to complete a comprehensive
assessment after a significant change for 1 of 14
residant’s reviewed (Resident #2), The facility
raparted a census of 28.

Findings Inciude:

According to the Minimum Data Set (MDS) with
assessment refarence date of 5:28/19 Resident
#2 had a Brief Interview for Mental Status Score
{BIMS) of 6, indicating severs cognitive
impaiment. The resident showed an
improvament in tranafers, pereonal hygiena,
varbal behaviors, and bowel continence. The
resident had diagnoses Dementia and
Hypertension. The Assessment Valldatian
included a warning that indicated the significant
change. The waming had been acknowledged on
6/4/19 by the MDS Coordinaiar.

During an interview on 6/11/18 at 11:58 a.m., the
Director of Nursing reported thai a significant
change should be completed if & change
socurred in two or more areas per the Resident
Assessment Instrument (RAI) Manual.

Bageline Care Plan

F 8637

F 655
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$8=D | CFR{s): 483.21{a)(1)3)

§483.21 Comprehensive Peracn-Centered Care
Pianning .

§483.21(a) Baseline Care Plans

§483.21{a)(1) The facility must develop and
implement a baseline care plan for each resident
that inciudes the instructions neaded to provide

that mest professional standards of quality care.
The baseline care plan must-

{i) Be developed within 48 hours of a resident’s
admission. .

(it) include the minimum healthcare information
nacessary to propery care for a rasident
including, but not fimited to-

(A} initial goals based on admission orders.

{B) Physician orders.

{C) Dietary ordets,

(D) Therapy services.

(E) Sccial services.

(F) PASARR recommendation, ¥ applicable,

§4823.24(a)(2) The facility may develop a
comprahensive care plan in place of the baseline
cara plan [f the comprehensive care plan-

{} Is devaloped within 48 hours of the resident's
admissior:.

(ii) Meets the requirements set forth in paragraph

this section).

§483,21(a)(3) The fadlity must provide the
resldent and their representative with a summary
of the haseline care plan that includes but is not
limited to:

{i} The initial goals of the resident,

(i) Asummary of the resident’'s medications and

effective and person-centared care of the resident

{b) of this section {excepting paragraph (b)(2)() of
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Continued From page 4

dietary instructions.

(i Any services and freaiments to be
administered by the facility and personnel acting
on behalf of the facility. .
{iv) Any updated information based on the detalls
of the comprehansiva care plan, as necessary.
This REQUIREMENT s not met as evidenced

by:

Based on record review, observation, and
interviews the facliity failed to develop and
implement a baseline care plan within 48 hours of
admisslon or provided a written summary ta the
restdent or the resident representative for 3 of 14
residents reviewed (Resident #30, Resident #19,
and Resident #12). The faclity reperted a census
of 28.

Findings include:

1, According to the Minimum Data Set (MDS) with
an assessment reference date (ARD) of 5/2018,
Resident #30 had a Brief Interview for Mental
Status (BIVIS} score of 13, indicaling intact
cognition. The resident had diagnoses Renal
Insufficlency and Diabetes Mellitus, The resident
admitted to the facility on 6/13/19.

During record review noted the resident's chart
lacked documentation regarding a baseline care
plan reviaw attempted or completed with tha
resident or their family.

During an interview on 6/11/19 at 1:53 p.m., the
Director of Nursing {DON), Reglstered Nurse
(RN), reported that there was no campleted
basaline care plan for the résident.

The Gare Plan Palicy with a revigion date of 11116
indicated that a 24-hour care plan would he

F 655
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Continued Frcrh page 5 |

developed upon admission. The resident or family
ar lagal rapresantative would have the opperiunity
to participate in the planning of his or her care to
the extent practicable.

2. According to the MDS assessment, dated
4119, Resident #12 was admilled 3/26M19 and
scored 15 on the Brief Interview for Mental Status
indlcating no cognitive impaiment, The

resident’s diagnoses included Coronary Artery
Diszase and High Blood Pressure.

The clinical racord contained a bzeeline care plan
initiated 3/26/19, but lacked documentation of the
resident or his representative received a written
summary of the baseline care plan.

During an interview on 6/{1/19 at 1:10 p.m. the
DON stated they did not have documentation of
giving the resident or his repregentative a written
summary of the baseline care plan.

3. Acconding to the MIXS assessment, dated
5/9/19, Resident #19 admitted 5/2/19. The
resldent was rarely/mever understood and had
severely impaired skills for daily decisfen making.
The resident's diagnoses included a Stroke.

The dinical record contained a basefine care plan
initiated &/2/19,

A Progress Note dated 5/3/19 documented the
Initlal care plan reviewad with the resident and his
son, but facked documentation of the resident or
his gan received a writtan summary of the

F 655
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Continued From page 6
baseline care plan.

During an interview on 6/11/19 at 10 a.m. the
DON stated she had not provided the resident or

his family a written summary of the baseline care

plan.
Care Plan Timing and Revigion
CFR(s): 483.21{b)(2)(I)-(iii)

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

{} Developed within 7 days after completion of
the comprehensive assessment.

{ily Prepared by aninterdisciplinary team, that
includes but is not limited to—

(A) The attending physiclan.

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

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

{D) Amember of food and nutriion services staff.,
{E) To the extent practicable, the participation of
tha resident and tha residant's reprasentativa(s).
An explanation must be included in a resident's
medica! record ¥ the participation of the resident
and their resident representative is determined
not practicable for the development of tha
resident's care plan. -

(F} Other appropriate staff ar professtonals in
disciptines as defermined by the resident's needs
or as requested by the resident,

(i)Reviewed and ravised by the interdisciplinary
team after each assessment, including both the
comprehensive and quarterly review
assessments,

This REQUIREMENT is not met as evidenced:
by: .

F 656

F 8657
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Based on interview, observations and record
raview the facllity falled to review and revise the
resident’s carg plan to maet the resident's needs
for 2 of 14 resident’s reviewed (Resident #14 and
Resident #24). The facllity reporied a census of
28,

Findings includa;

1. The Minlmum Data Sat completed for Resident
#14 with an Assessmant Referance Date (ARD)
of 4/12/19 showed a Brief interview for Mental
Status score of 10, indicating moderate cognitive
impairment, The resident had the diagnoses
Maethicillin-Resistant Staphylococtus Aureus
(MRSA) and arthritis.

A Care Plan problem with a revision date of
3/211 6 indicated the resident had a pressure
ulcer to the right buftock,

During observation on 6/10/19 at 1:24 p.m,,
Resident #14 had no pressure ulcer to the right
buttack.

The Waund Registered Nurse (RN) Assessment,

| dated 5//19 indicated the preasure ticer to the

regident’s right buttock healed.

During an interview on 6/41/19 at 1:53 p.m,, the
Director of Nursing (DON), Registered Nurse,
raported the prassure ulcer to the buttock healed
and she would remove 1t from the Care Plan.

2. The MDS completed for Resident #24 with an
ARD of 5/8/19 showed a BIMS score of 1,
indicating moderate cognitive impainment. The
resident had diaghosas Demaentia and Diabetes

F 857
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The Incident Progress Note dated 3/28/19
indicated the resident had fallen.

was non-skid strips on the fioor by the bed.

The Incident Progress Note dated 1/31/19
indicated the resident had fallen. The resident

restiess as the intervantion for the fall,

indicated the resident had faflen.

was on malernity leave. The DON sald she

plan as they happened.
indicated a qualified team of persons would

when there was a significant change in the

modified to reffact tha care currently
required/provided for the resident.

F 727 | RN 8 Hrs/7 days/iVk, Fult Time DON
55=D{ CFR{s): 483.35(b){1)}-(3)

§483_35(b) Registored nurse

During an interviow on 6/11/18 at 10:03 a.m,, the
DON stated the intervention for the fall on 3/38/18

was to have 30-minute checks when agitated or
The incident Progress Note dated 1/24/2018
The Care Plan Juckad interventions related to the

falls on the datas 3/28/19, 1731119, and 1/24/19.

During an Interviaw on 6/11/49 at 11:59 a.m,, the
DON stated the fall in March occumed while she

expected the interventions updated on the care

The Care Plan policy with a revision date of 1116

review Care Plans ot least quarterly, Care Plans
also would be reviewed, evaluated and updated

resident's condition. The plan of care would be

F 657

F727
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§483.35(b){1) Except whan waived under
paragraph (s} or {f} of this section, the facility
must uss the services of a registerad nurse for at

least 8 consecutive hours a day, 7 days a week.

§483.35(b)(2) Except when walved under
paragraph (e) or (f) of {his section, the facility
must designate a registered nurse to serve as the
director of nursing on a full time basis.

§483.35{b}{3) The directar of nursing may serve
as a charge nurse only when the facillty has an
average daily occupancy of 60 or fewer residents,
This REQUIREMENT is not met as evidenced
by:

Based on facility schedule reviaw and staff
interview the facility falled to assure a Registered
Nurse was on duly 8 hours daily sevan days par
waek, The facllity reported a census of 28. :

Findings includa;

Review of the June 2019 schedule indicated a
Licensed Practical Nurse worked from 8:00 am.
untit 6:00 p.m, on 6/8/18, Thea Reglsterad Nurse
warked from 6:00 p.m. on 6/8/15 until 5:00 a.m.
on 6/8/18.

Ruring an interview on 6/11/19 at 11:03 a.m., the
Director of Nursing, Registered Nurse reported
no other nurses warked that day. The facility
recently changed fram eight-hour shifts to
twalve-hour shifis. She stated the parsan who
complefed the achedule might not have known
the RN coverage ended dally at midnight.

F 768 | Free from Unneo Psychetroplc Meds/PRN Use F 758
88=0 | CFR(s): 483.45(c)(3)(e)(1}6)
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§483.45(e} Psychotropic Drugs.
§483.45(c)(3} A psychotropic drug is any drug that
.| affects brain activities associated with mental
processes and behavior. These drugs include,
but are not limited fo, drugs in the fallowing
categories:

{iy Anti-paychotic;

{ii} Antl-depressant,

(it} Antl-anxlety; and

{iv) Hypnotic

Based on a comprehensive assessment of
resident, the facllity must ensure that—

§483.45(e)(1) Residents who have not used
psychetropic drugs are not given these drugs
unless the medication is necessary to traat a
spacific condition as diagnosed and decumented
in the dinlcal record;

§483.45(e)(2) Resldents who use psychotropic
drugs recelve gradusl dose reductions, and
bahavioral interventions, unless clinically
contraindicated, In an effort to discontinue these
drugs;

§483.45(e)(3) Residents do not receive
psychotrople drugs pursuant to 8 PRN order
uniess that medication is necessary to treat a
diagnosed specific condition that is documented
in the dinical record; and

§483.45(e}{4) PRN orders for psychotropic drugs
are limited ta 14 days. Except as provided in
§483.45(e)(5), ¥ the aftending physlcian or
prescribing praciitioner believes that it is
approptiata for the PRN order to be extended
beyand 14 days, he or she shoufd document their

F 758
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rationale in the resident's medical record and

| indicate the duration for the PRN ordar.

§483.456(e}{5) PRN orders for anti-psychotic
drugs are limited to 14 days and cannot be
renewed unless the attending physician or
prescribing practifioner evaluates the resident for
the appropriataness of that medication,

This REQUIREMENT I not met as evidenced
by: ‘

Based on dinical record review, cbservation and
staff Intarview the facility failad to document a
rationale for not reducing the dose of
antidepressant medication for 1 of 6 residents
reviewed (Resident #14), The facility reported a
census of 28,

Findings include:

The Minimum Data Sat completed for Resident

#14 with an Assessment Reference Date of

4/12/19 showed a Brief interview for Menta}
Status score of 10, indicating moderate cognitive
impalmnent. The resident had the diagnoses
Methicllin-Resistant Staphylococeus Aureus
{MRSA), Major Depressiva Disorder, recurrent,
savera with psychotic symptoms, and Arthritis.
The MDS indicated the resident utilized
antidepressants for 7 of the 7 days in the
look-back pariod.

A Prescription form showed Resident #14
recelved an arder for Mirtazepine
(antidepressant) 16 milligrarms (mg) on 7/30/18.

A Gradual Dose Reduction Reviaw signed by the
physician on 2/21/19 indicated the residant had
an order for Mirtazapine 15 mg and the resident
should continue with the same dose. The
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recommendation showed no documented
rationale to keep the same dose.

Durng an interview on 6/11/19 at 10:36 a.m. the
Director of Nursing {DON), Registered Nurse,
reported she was not able to find any other
communication from the Physician with rationale
for the decline to the gradual doss reduction of
tiie Mitazapine (Remeron).

During an Interview on 612/19 at 8:40 a.m., the

.| DON reported she visited with the Pharmacist.

‘The Pharmacist told her the previous DON was
going to resubmit the request fora rationale, Sha
was not sure what happened to the request at the
time.

The Psychotropic Medication Policy and
Pracedure with a revision date of 6/17 indicated
during the first year of medication use, an attempt
to taper the medication should be done at least
two saparate quarters with at least one month in
between unless dlinically contraindicated.
Tapering is considered clinically contraindicated
it the continued use was in accordance with
relevant current standards of practice, and the
physiclan had documented the clinicat ratlonale
for why any additlonal attempted dose reduction
at that time would ba likely to impair the resident's
function or cause psychlatric instabllity by
axacerbating an underying medical or psychiatric
disarder,

Free of Medication Error Rts 5 Prent or More
CFR(s): 483.45(0{1)

§483.45(f) Madication Errors.
The facifity must ensure that its-

F758
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§483.45{f)(1} Medication error rates are not 5
pereent or greater;

This REQUIREMENT is nat met as evidenced
by: -
Based an ohservation, record review, and stal
intarview, the facility had a medication error rate

greater than 5%, with 2 emars {(Resident #3 and

#16) out of 29 administrations {5.9%), The facility

reported a census of 28 residents.

Findings include:

4. The June 2019 Medication Administration
Record (MAR) documanted Residant #3 had an
order for Prilesec Capsule Delayed Release 20
g {Omeprazcle) 1 capsula by mouth one ime a
day for esophagea! reflux, before breakfast.

During an obsarvation on 6/41/18 at 7:20 a.m,
Staff F, Certifled Medication Alde (CMA)
administered the residents medications including
Omeprazole 20 mg. The resident recaived
breakfast within minutes of taking her madication.

The faclity drug reference, the Nursing 2017
Drug Handbook, page 1078 documented to give
Onieprazole at least 1 hour bafore meals..

2. The Juns 2019 MAR documented Resident
#16 had an order for Advair Diskus 250-50
meg/dose, 1 puff inhate orally two times & day,
rinse mouth aftar use, and Umedlidinium Bromide
{Incruse Elipta) 62.5 meg, 1 puff inhale orally one
time a day.

During an cbeervation on 6M0/19 at 9:10 am,
Staff F took the resident her inhalers. The
resident took 1 inhalation of the Advalr 260/50
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inhaler, and then 1 inhafation of the Incruse Elipta
inhaler. The rasident took a drink after the 2nd
inhaler, but did not rinse her mouth.

The facllity drug reference, the Nursing 2047
Drug Handbook, page 660 documented after
administration of Advair discus, have the patient
rinse hisfer mouth without swallowing,

During an interview on 6/11/19 at 1:07 p.m. the
Director of Nursing {DON) stated she understood
the instructions for the medications and the
EIToTS.

During an interview on 6/12/18 at 6114 am. the
DON statad she had contacted the pharmacy and
the physician about changing the order for the
time of the Omeprazole.

Menus Meet Resident Nds/Prep in AdviFollowed
CFR(s): 483.60{c){1)(7)

§483.Bh(c) Menus and nutritional adequacy.
Menus must-

§483.60(c){1) Meet the nuiritional needs of
rasidents In accordance with established national

guidelines.;
§483.60(c)(2) Be prepared in advance;
§483.50(c){3) Be followed;

§483,60(c){4) Reflect, based on a faciiity's
reasonable efforts, the religlous, cultural and
athnlc needs of the resident papulation, as weil as
input received from residents and resident
groups,;

F 75¢
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§483.60(c)(5) Be updated periodically,

§483.60(c)(8) Be reviewed by the facliity’s
dietitian or other clinically qualified nutrition
professional for nutritional adequacy; and’

§483.60(c)(7) Nothing In this paragraph should be
canstrued to imit the residant's right to make
personal dietary choices.

This REQUIREMENT s not met as avidenced
by: .

Basged on observation, racord review and staff
Interview, the facility falled to serve the menu as
wiitten for residants on regular, small portion, and
maechanically altered diets. The faciiity reported a
cansus of 28 residents.

Findings include:

‘The Regular menu for Sunday 6/8/19 included a
142 cup of mashed potatoes, and 1 each bread
selectlon.

The Small Portions hand written included 1/4 cup
mashed potatoes and 1/2 the bread selection.
‘The Dysphagia 1 dlet {pureed) included 1/2 cup
mashed potatoes snd 1 each bread selection
puraed. .

The Dysphagia 2 diet included 1/2 cup mashed
patatoes, and 1 pureed bread selection,

The Dysphagia 3 diet included 1/2 cup mashed
potatoes and 1 bread selection.

The Diet Type Report dated 6/9/19 identified 1
resident on & Regular Pureed diet {not small
portions), and 25 residents on a Regular diet, with
6 residents on Smali Portions, 1 on Dysphagia
level 2 and 1 an Dysphagia lovel 3.

During an abservation on 6/9/18 at 10:56 a.m.
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Steff E, Cook pureed 1 serving of roast beef, 1/2
of a bun and beef brath.

During an observation on 6/8/19 at 11:48 am.
Staff E started serving resident’s meals. She
servad all residents who received polatoas {most
rasidents received mashad potatoss) a 1/3 scoop
and gavs residants who got bread 1/2 of a bun.
The dietary manager gave resident's ana
Regular dist 2 whole bun {serving the bread fo &
residents). The Dysphagia level 2 diet received
praformed pureed bread. One resident received
the alternate menu. ’

During an interview on 6/9/19 at 12:18 p.m. Staff
E stated she always gave the residents sbout 1/3
cup of mashed potatoss and stated she gave
residents 142 of a bun because she thought that
was the sening size. She looked at the menu and
confirmed the serving sizes listed for Regular,
Smali Portions, Pureed and Graund diets.

The facifity Menu Requirements policy Identifled
menus ware prepared to meet the balenced
nulritional neads of the residents In accordance
wihh established nationa! slandards

F B12 | Focd Procurement,Store/Prepare/Serve-Sanitary
58=F | CFR(s): 483.80(1)(1)(2)

§483.60(}) Food safety requirements.
The facility must -

§483.80{)(1) - Procure food from sources
approved or consldered satisfactary by federal,
state or local authorities.

{i) This may include food ltems obtained directly
from local producers, subject to applicable State
and local laws or regutations.

F 803
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(fi} This provision doas not prohibit or prevent
facilifies from using produce grown in facility
gardens, subjact to compliance with applicabla
safe growing and food-handling practices.

(ili) This provision does not preclude residents
from consuming foods not procured by the faciliy,

§483.60(j)(2) - Store, prepare, distributa and
serve food in accordance with professional
standards for fond sarvice safety.

| This REQUIREMENT is not met as evidenced

by:

Bused on observation and staff interview the
facllity failed to assure appropriate temperalures
and chemical concentrations for cleaning dishes.
The facllity reported a census of 28 residents.

Findings include:

During an observation on 6/9/19 at 12:63 p.m, the
Dietary Manager (DM) ran the dishwasher, with a
wash temperature of 92 degrees, and a rinse
temperature of 108 degrees. A2nd wash
recorded the temperature of 107 degrees, and a
rinse temperature of 120 degrees. A chemical
strip showed 10 part per million (ppm) of bleach.
A 3rd waeh showed 114 degrees, and rinse 123
degrees, and chemical concentration of 10 ppm.
The DM stated she would call both the
maintenance man and Ecolab.

A Dish Machine Temperaiure Log, Chemical
Sanitizing noted fo please document the
temperature of wash and final rinse cycles. The
log contained areas to document moming, noan,
and avening. The tag included the wash and rinse
cydes to reach 120 degrees and the chemical
concentration to reach 50 ppm. The log for May
2018 documented the dishwasher temps

F 812
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registering below 120 degrees 8 fimes, and the
Hnse below 120 degrees 2 times and tacked any
documentation of wash and rinse lemps or
chemical concentration 42 times. The log facked
documentation of any action taken related to the
low temps.

A Dish Machine Temparature Log Chemical
Sanitizing for June 2019 through B/8/18 included
waeh tamperatures below 120 degrees 10 times,
fina) rinse below 120 degrees 5 fimes, and the
the chemical concentratian of only 10 ppm on
6/7H9 and 6/8/18. The log lacked any
documentation of action taken of the low temps
or fow chemical concentration.

[uring an Interview on 6/2/19 at 1:56 p.m. the DM
siatad the Ecolab and maintenance both in the
bullding and they discovered there was a pellet
blocking the chemical and they fixed that. They
ware working on the water temparature.

Buring an interview on 6/11/19 at 9:50 a.m, the
DM stated they thought the dish machine was not
reading the temps corractly so they were
chacking the water temps with a thermomater
until they ware able to carrect the readings of the
dish machine.

The facility Dish Machine Faflure policy directed
problams with temperature/chamical levels er
watar pressure being sutside acceptable ranges
were i be reported immediately to the director of
food and nutrition servicas, maintenance
employaes or the parson in charge. Whan the
dish machine temperatures, water supply, water
pressure or chemical concantrations were nat
within the appropriate guidelines, the ware
washing process io stop immediately and nat
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restarted until the problem resolved.
infection Prevention & Contrel
GFR(s): 483.80(a){1)(2}{4)(e)(h

.| §483.80 Infaction Control

The facility must establish and malntaln an
infection prévention and contral program
designed to provide a safe, sanitary and
comfartable environment and to help prevent the
development and transmission of communtcable
diseases and infections.

§483.80(a) Infection prevention and control
program. -

Thie facility must establish an infection prevention
and contra program (IPCP) that must include, at
a minimum, the following elements:

§483,80{a)(1) A systam for preventing, [dentifying,
reporting, investigating, and controliing infections
and communicable diseases for all residents,
staff, velunteers, visitors, and other individuals
providing services under a contractual
ammangement based upon the facility assessment
condusted according 1o §4B3.70(e) and following
accapted nationsl standards;

§483.80(a){2) Written standards, policies, and
pracedures for the program, which must includa,
but are not limited to:

(i} A system of surveillance designed to identify
possible communicable diseases or

infections hefore they can spragd to other
persons in the facility;

(if) When and to whom possible incidents of .
communicable disease or infections should be
reportad;

(il Standard and transmission-based precautions

FB12
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to be folfewed to prevent spread of infactions;
(iv)When and how isolation should be used for a
resident; including but not limited to:

{A)} The type and duration of the isolation,
depending upon the infeotious agent or organism
invalvad, and

{B) A requirement that the isclation should be the
least restrictive possible for the resident under the
circumstances.

{v) Tha circumstances under which the facllity
must prohiblt employees with a cammunicable
dieease or Infected skin lesions from direct
cantact with residents or their feod, if direct
contact will transmit tha disease; and

{vi)The hand hygiene procedures to be followed
by staff involved In direct resident contact.

§483.60{a){4) A system for racarding incidents
identified under the facility's IPCP and the
corractive actions taken by the facility,

£483.80(¢) Linens.

Parsonnel must handle, stora, procass, and
trenspot linens o as to prevent the spread of
infection.

§483.80(7) Annual review. '

The facility will conduct an annual review of its
IPCP and update thelr program, as necessary.
This REQUIREMENT is not met as evidenced
by:

Based on chservation, record review, and staff
interview the facility falled to ensure appropriate
Infection control procedures for 3 of 14 residents
reviewed (Residents #27, Resident #24, and
Resident #20). The fadility reported a census of
28,

Findings include:

F 880
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1. The Minimum Data St (MDS) for Resident

#27 completed with an Assessmment Reference
Date (ARD) of 5/14/19 showed a Brief Interview
for Mental Status score of 15, indicating intact
cognition. The resident had the diagnases .
Chranic Cystitis without hematurla, Non-infective
Gastroenteritis, and Calitis.

During an observation on 6/10/18 at 08:10 a.m,,
Staff D, Certifled Nurses' Aide (CNA) washed the
rasident’s perineal area from the resident's
backalde using wet wipes. Then with dry wipes,
the aide wiped the front area of the parinaum
from the backside of the resident. The aide
continued the pracess from back to front without
completing hand hyglene or changing gloves.

During an interview on 6/11/19 12:01 p.m., the
DON indicated that she would not expect staff to
only wash from the backside. She stated they
have protocals for correct peri-care.

2. The MDS completed for Resident #24 with an
ARD of 5/8/19 showed a BIMS score of 11,
indicating modarate cognitive impairment. The
resident had diagnoses Dementia and Diabetes
Mellitus Type II. ‘

Buring an obsarvation on §/10/19 at 9:26 a.m.,
Staff C, CNA, and Staff A, CNA, assisted the
resident with the standing mechanical lift after.
washing their hands, then applied gloves. After
standing the resldent up, Staff C removed a dirty
pull-up and sat on the floar, Staff C applled a new
brief without hand hygiene completed. After Staff
C got off the floor, she cleaned her hands with

F 880
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hand sanitizer, Staff A washed her hands with
soap & water then shut off the water with the
usad paper tawel, After the resident requasted to
try agein later, they assistad the resident to stand
up with the standing mechanical ft. StaffA
prepared wipes as Staff C helped the resident
with perfneal care, Staff C moved to ihe front of
tha resident without changing glovas or
completing hand hygiene and washed the front
perineal area. Staff A pulled up the resident's brief
and pants while Staff C washed her hands.

The Perineal Care Policy with a revision date of
1017 Indicated that staff should wash their hands
or use hand sanitizer befors louching objects in
the environment, The staff should re-glove to
resume perineal care. The procedure to pravide
perinaal care for women stated {o separate the
lzbia with ona hand and wash with the other,
using genle downward strokas from the front to
the back of the perineum. The staff should avoid
arcund the anus, and use a clean section of the
washcloth for each stroke by folding each section
inward, The staff then should turn the resident on
their side to wash, finse, and dry the anal area.

3. According to the Minimum Data Set (MDS)
assessment, dated 4/30/19, Resident #20 was
rarely/never understood and had severaly
impaired skills for daily decision making. The
resident depended an staff for all activities of daily
living {ADL's) including follet use and personal
hyglene. The rasident's diagnoses included a
Seizure Disorder.
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During an observation on 6/10/19 at 9:52 a.m.
Staff C, Cerlified Nursing Assistant (CNA) and
Staff A, CNA prepared to lay the residant dewn.
Both staff wore gloves to transfer the resident,
Staff C parformed incontinent care in the front
wearing tha same gloves. Staff rolled the
resident left ard the resident had had a large
loose bowel movemnent {(bm). Staff C wiped the
huttocks of bm several imes then changed
gloves and did hand hygiene. She wiped the
butiocks area several more times and changed
gloves without performing hand hyglene. She
finished wiping the resident and removed her
gloves, touching the resident's bedding and
plllows befare complsting hard hyglene.

During an interview on 6/11/10 at 1:41 p.m. the
Diractor of Nursing (DON) stated she plannad
education on gleving and hend hygiene.

Afacility infaction Contral policy on putting on and
taking off perscnat protectiva equipment directed
ajways wash hands between gloving.

The facliity Hand Hygiene and Handwashing
Procedure directed if hands were not visibly
soiled use an alcohol based hand rub after
removing gloves.
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Preparation and execution of this response and plan of correction does not constitute an
admission or agreement by the provider of the truth of the facts alleged or conclusions set
forth in the statement of deficiencies. The plan of correction is prepared and/or executed
solely because it is required by the provisions of federal and state law. For the purposes of
_ any allegation, that the center is now in substantial compliance with federal requirements

of participation, this response and plan of correction constitutes the center’s allegation of
compliance in accordance with section 7305 of the State Operations Manual.

F 625

1

F 657

Resident’s #20 returned to the facility and family was notified of the bed hold policy and offered
a capy on 6/24/19 by the social services director.

All residents have the potential to be affected,

The Administrator educated licensed nursing and soclal services staff on 6/21/2019 on the

faciity bed hold policy and procedure.
The Administrator or designee will audit all transfers/discharges to ensure bed hold's completed

weekly X 4 weeks then to QAPI for review and any further recommendations.
Compliance date: July 12%, 2019 )

Resident #2 was reviewed for a significant change requirement on 6/25/19 by the MDS Nurse.

All residents could have been affected.

The Administrator educated the MDS nurses on the RA! manual requirements for significant -
change MDS on 6/24/19.

The MDS rurse or designee will audit residents conditions weekly X4 weeks and then to QAP for

raviaw,
Compliance Date: July 12v, 2019

Resident #19's care plan was reviewed with resident and family on 6/21/19 by MDS nurse.
Resident #12 care plan was reviewed with resident and family on 6/24/19 by MDS nurse.
Resident #30 care plan was reviewed with resident and family on 6/24/153 by MDS nurse,
All new residents have the potential to be affectad.

. The Administrator provided education to the care plan team regarding the baseline care plan

and requirements on 6/21/2019.

. The DNS or designee wili audit baseline care plans weekly X4 weeks then to QAPI for review

and any further recommendations.
Compliance date: July 127, 2019

1. Resident's #14 and #24 care plans were reviewed and updated on 6/11/2019,
2, All residents could have the potential to be affected.






