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A COVlDl9 Focrsod lnhctm Contol Survey
nae cordLided by the Depailment of Inapecflon
ardAppeds on7t27lD- 7/flI20 along witt
lnvo$tlgatim of cornplaint ffi308,C. The hcility
was bwd to be in complance nfth CMS and
Centers fu Dl*ase Control and Prownton
(CDC) ocommanded prac{ceo to prepare hr
COVID,19. The liillorlng deficlercy ls thB r€sult
of the lnvestigdlon of complaint#92308, (See
Codc of Federal Regulations (42CFR) Parl463,
SubpartBC.)

Gensug wes 39 rcsklants
N0ffff of Charpes (r{uy/Oedlno/Roon, e&.)
CFR(a): 483. 1 (gXl4XlHlvXls)

94ee. f (SX1+) tlotfication of Ctungm.
(l) A fadllty must lmmedately intorm fie resi&nti
cottsultu,th the reeidente frryriclan; and notfy,
corBistoflt wth his or her autholty, the ru$deil
r€plessntauw(s) wfien therc le"
(A) An acddent lnvolvhg he resBer{ ntddr
reults h l{ury anO haa he potentialtor requldng
physhlen hbrrentbn;
(B) A elgnifrcant change in the resldenl'e physicd,
mental, c paydrosocid stafirs (ttat ls, a
det€rbntim ln health, mentd, or psychosodal
statug in elher lih&restordrg conditlone or
cllnhel cfiipllcaton8);
(C) Aneed b elter teatnent eigniltcanty (that la,
a need to decontnue en o<iatlng finm of
testment dle to adverse comoquencee, or to
cornmenos a new brm of heatmsr*); or
(D) A(hdslon to transbr or di*fieqc he
resHcril frorn he hcility as spaclfied ln
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$483.1 5(c)(1 )(ii).
(ii) When making notification under paragraph (g)
(14Xi) of this section, the facili$ must ensure that
all pertinent information specified in $4ffi. 1 5(c)(2)
is available and provided upon request to the
physician.
(iii) The facility must also promptly notiff the
resident and the resident representative, if any,
when there is-
(A) Achange in room or roommate assignment
as specified in $483.10(eX6); or
(B) Achange in resident rights under Federalor
State law or regulations as specified in paragraph
(e)(10) of this section.
(iv) The facility must record and periodically
update the address (mailing and email) and
phone number of the resident
representative(s).

5483.10(9X15)
Admission to a composite distinct part. Afacility
that is a composite distinct part (as defined in

5483.5) must disclose in its admission agreement
its physical configuration, including the various
locations that comprise the composite distinct
part, and must speciff the policies that apply to
room changes between its different locations
under 5483.1S(cXg).
This REQUIREMENT is not met as evidenced
by:
Based on record revievv and staff interview, the

facility failed to notify the residents family of
changes in residents condition and new orders for
1 of 4 active residents reviewed, (Resident #2).
The facility reported a @nsus of 39 residents.

Findings include:

1. According to the Minimum Data Set (MDS)
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assessment, dated 5113120, Resident tr2had
diagnoses of Cancer, Anemia, nontraumatic
intracerebral hemonhage in brain stem, abnormal
coagulation profile and encounter for palliative
care. The MDS documented Residenlf2 scored
12 on the Brief lnterview for Mental Status (BIMS)
indicating no cognitive impairment. The resident
required extensive assistance with activities of
daily living (ADL's) including bed mobility,
dressing, and toilet use, transfers and personal
hygiene.

The Gare Plan dated 5116120 with a goaltarget
date of 7128120, identified Resident#2 with
im paired cognitive fu nction/forgetfu lness at ti mes.
Resident voices needs, feelings, concems as
desires, as able and as health allows. Goalwas
resident will be able to communicate basic needs
as health allors through the review date.
lnterventions included:
a. Communicate with the
residenUfamily/caregivers regarding residents
capabilities and needs as needed.
b. Ask yes/no question in order to determine the
residents needs as needed.
c. Encourage resident to voice needs as chooses
and as able to.
d. Observe resident for verbal and nonvebal
expressions/comm u n ication.
e. Present just one thought, idea, question or
command at a time as needed.

The Progress Notes datedBt23l20 at 10:45 a.m.,
documented the resident had a possible
vasovagal episode at the end of shower when
staff raised the hoyer lift. Resident became weak
and nonresponsive to staff. When resident began
to come around and have verbalizations and
awareness after about 3 minutes resident
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urgently thought needed a bowel movement and
was passing significant gas. Once on the bed pan
was not able to have bowelmovement. Resident
blood pressure is very quiet ho\ilever and heart
rate chronic irregular with atrial fibrillation. Feet
were purple and cool but was cold from shower
as well. Resident embarrassed by episode and
reassurance prcvided. Resident stated she had
never exper'renced that before.

The Progress Notes datedllSl20 at 10:24 a.m.,
documented resident up with assistance with
hoyer for shower this a.m. vagal episode noted
prior to repositioning back to bed. Episode
passed quickly and rcsident dressed and assisted
into wheelchair to visit with family on phone at
window. No further episodes noted.

The Progress Notes dated7l4l20 al2:32 p.m.,
documented resident repositioned. Resident #2
opened her eyes but did not respond. Breathing is
slow and steady. No signs or symptoms of pain or
discomfort. Resting in bed at this time.

The Progress Notes daledTlSl2O at 9:14 a.m.,
documented resident is lethargic this moming,
able to answer yes/no questions but speech is
garbled with attempts to say more. Resident
refu sed morning scheduled medications.

The Progress Notes datedTlSl20 at 1:43 p.m.,
documented a verbal order for Tylenol 650
milligrams suppository rectally every 6 hours as
needed for pain/fever ordered.

The Progress Notes dated7l5f20 at 8:50 p.m.,
documented held resident medications this
evening because resident was not making sense
with words and showed signs of not being able to
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The Progress Notes dated 7/6/20 at 1:51 a.m.,
documented resident was having a hard time
breathing, her oxygen levelwas 860/o orl room air
Resident still unable to make words that she
wants to say and gets frustrated when unable.

The Progress Notes datedll21f20 at2:57 p.m.,
documented received new orders for
acetaminophen 1,000 milligrams three times a
day oral (2 tablets of 500 milligram) for continued
pain, resident is aware.

The Progress Notes lacked any documentation
regarding the family notification of any of the
mentioned new orders or changes in condition.

During an intervieur onll29l20 at4:10 p.m. the
Director of Nursing confirmed and verified the
clinical record lacked any documentation that the
family was notified of the new orders or changes
in the residents condition and it was the
expectation of the nurses to notiff the family of
changes or new orders.

Continued From page 4

swallow very good.
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This Plan of Conection furthe Complaint #y2308 & Focusod Infection Codrol Survey condrrcted O7n7-
07l3Ol2O and is subrnited as requircd under Fcderal and Stato rogulation ud statu€s ap'plicablc to long
term csrc providcre. This Plan of Corroction doos not constifutc an a&nission of liability on tlrc patt of the
facility, and srrch liability is hacby specifically denied Tlre submission of thc plan does Dot Gonsituto an
agreeotent by the &cility that the sun eyorB' findings or conclusioru aro accuratg that tho findings
constitute a daficicnoy, or that the scopo or eeverity rogarding any of tho doficieocies citod are correctly
applied.

Accept this plan as the facility's ctcdible aflt:gstion of complianco, all stated deffcicncios will be conecil€d
onorbcforc 0ilnn$.

f $GNodfy of Chrnger (Iqfury/Ihdino/Room, e{c.)

l. Acqra Hcalttrcarc will €ruruE all rcsid€nts' fanily in our facility, inoluding rcsid€ot # 2's fmily
wilt bo rctifid of chaogcs in rcsid€nt condition and new ordors.

2. Education providod to nusing staffon 88,n0.
3. Audits condrcted by DON or deeigneo twice a wook for 6 weeks to ensure this problem does not

rccu ard all frmily mernbers are notified of changes in condition ond nsw orders.
4. Thie plan of concdion ie int€gatad int/o the Quality Assurance Pcrformance trmprorrcmart

Progran (QAPD.




