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F 000 | INITIAL COMMENTS . Fooo
gﬂc Cormection date: __(/20/22
gzss/ 22 | The following deficiencies resulted from the

faclity’s annual recertification survey and
investigation of complaints #103634-C,
#103520-C, #103981-C, #105288-C conducted
" on June 27, 2022 to June 30, 2022,

Complaints #103981-C and #105280-C
ware substantiated,

Complaints #103520-C and #103634-C
wers not substantiated.

Ses Code of Federal Regulations (42 CFR)

Part 483, Subpart B-C.
F 656  Develop/implement Comprehensive Care Plan F 656
S5=E | CFR(s): 483.29(b){1}

§483.21(b) Comprehensive Care Plans
§483.21(b)}{1) The facility must develop and
implement a comprehensive person-centared
care plan for each resident, consistent with the
resident rights set forth at §483.10(c}(2) and
§483.10(cK3), that includes measurable
objectives and fimeframes to meet a resident's
madical, nursing, and mental and psychosaocial
needs that are identifled in the comprehensive
assassment. The comprehensive care plan must
describe the following -

{i} The services that are o be fumlshed 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

LABORATORY DI OR PR&V]nERISUPPLIER REPRESENTATIVE'S SIGNATURE TITLE, {X8) DAYE
Jddiiislon 7/20/202.2

Any daﬁdenc; statement ending with an astarisk {*) denotes a deficiency which the Institution may be excused from comecting providing it is determined that
ofher safeguards provide sufficient protection fo the patiants, (See insiructions.) Except for nursing fromes, the findings stated above are disclosable 80 days
foliowing the date of survey whelher or not a plan of corraction is provided, For nursing homes, the abiove findinge and pians of cormaction are disciosable 14
days foilowing the date these documents are made avallable fo the facility, If deficiencles are cited, an approved plan of corraction is requisite to continued
pregram participation.
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| A review of the facility policy titled, “RA} [Resident

under §483.10, including the right to refuse
treatment under §483.10(c)(6).

{iif} Any specialized services or specialized
rohabilitative services the nursing facility will
provide as a resuit 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 consulitation with the reskdent 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. Faciliies must document
whether the resident's desire to return o the
community was assessed and any referrals to
local contact agencies andfor 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 (¢} of this
section.

This REQUIREMENT is not met as evidenced
by:

Based on ciinical record review, staff interviews,
and facllity policy review, the facliity failed to
develop and implement comprehensive care
plans that addressed the individual care needs of
pach resident to assist residents in attaining or
maintalining hisfher highest praclicable level of
wellbeing for 4 {Residents #18, #40, #42, and
#46} of 11 sampled residents reviewed for
activities of daily living (ADLs), dementia care,
woungds, and pressure ulcars, The facility
reported a census of 48 current residents.

Findings included:
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Assessment Insttument)/Care Planning
Management," revised August 2021, revealed
direction that the Gomprehensive Care Plan is
completed within seven (7} days after the MDS
[Minirmum Daia Sef] is completed {at no time will
this time frame exceed 21 days), and reviawed
quarterly thereafter. If modifications, delefiens,
additions are nacessary, changes shouid be
made at the time of occurrence. Care plans are to
be acoessible for clinical staff in order to fadilitate
care plan interventions or to update as indicated
due to reskdent condition change. The policy also
indicated that afier the team reviewed the
friggered area of concemn, & care plan declsion
would be made, Problems will be identified and
written In an interdisciplinary, CAA [Care Araa
Assessmenf] integrated format. A discharge plan
will be inclided in the care plan at admission.
Goals will be resident specific, measurable and
reglistic. Inferventions will be action verb directed
and spedific to each resident,

| 1. Areview of Resident #42's Admission Record

| revealed the facility admitted Resident #42 on

| 312522 with diagnoses including morbid (severe)

| abeslty due fo excess calories and disrupfion of e
wound.

| Review of a quarteriy Minimum Data Set (MDS)

assessment dated 6/10/22 revealed Resident #42
| scorad 15 on a Brief Inferview for Mental Siatus
{BIMS), indicating the resident was cognitively
intact. The resident required limited assistance of
one person for transfers, exiensive assistance of
one person for dressing, and extensive
assistance of two people for tollet use. The MDS
identified the resident did not have ulcers,
wounds ar skin problems &t the time of the
assessment,

F 656
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The resident's Order Summary Report, printed
6/29/22, indicated Resident #42 had a physician's
order dated 6/21/22 for wound care. The
directions were for Vaseline gauze to be cutto
size, then covered with Mepilex to the right-side
abdominal fold tear daily and as needed (PRN).

As of 8/30/22, a review of the resident’s care

| plan, dated as last reviewed on 6/11/22, revealed
| the resident's wound care and need for

| assistance with activities of daily fiving {ADLs)
were not addressad on the care plan,

During an interview on 6/30/22 at 9:10 AM, Staff
K, Certified Nursing Assistant {CNA), stated she
| knew how to take care of a resident based on
| what was entered info the care plan.

During an inferview on 6/30/22 at 10:52 AM, Staff
H, the MDS Coordinator, stated she was made
aware of what needad to be placed on the care
plan by the assessments the Director of Nursing
{DON} input into the system upon admission.
Staff H statad the facility also a white board that
she moniiored when there was a new admission
or a change in a resident’s condifion, such as a
falt or if a resident was placed on antibiotics. Siaff
H stafed the comprehensive care plan was
completed 10 make sure ali the care areas were
listed on the resident’s care pian, so the resident
would be cared for properly. Staff H
acknowledged the ares of ADL assistance as not
included on Resident #42's care plan and stated
she did not know why it had not been included,

During an interview on 6/30/22 at 12:02 PM, the
DON stated the cara plan process for newly
admitted residents conasisted of completing &

F 656
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| baseline care plan within 48 hours, completing

within seven days. She indicated the care plan
was reviewed quarterly and with any change in
condition, or when anything changed or was

what needed fo be an the care plan during the
moming meetings and by locking at the white

' moming meetings and entered information Into

| the care plan to ensure accuracy. The DON

| revealed someone from tha corporate office and
a nurse consultant performed oversight of the
care plans. She indicated the corparate office

| staff informed her and the facility about two

weeks ago there were some care plans that

| needed to be updated, but it had not been

ADLs should be on the care plan, and she
all areas of concern for a resident.

During an inferview on 6/30/22 at 2:15 PM, the
Administrator stated he would expect the care
pfan fo contain ADLs and any wounds.

2. Review of an Order Summary Report, printed
6/29/22, revealed Resident #40 had diagnoses
indluding Parkinson's disease, remor, and
vascular dementia.

| Review of the MDS assesement dated 6/13/22
revealed Resident #40 scorad 6 on a Brief

resident hatl severa cognitive impairment. The
MDS recorded Resident #40 required extensive
| agsistance of one person for bed mobilify,

| transfer, locomotion, dressing, and foflet use,

the entry MDS, and then completing the care plan

added. The DON stated she was made aware of

board in the Administrator’s office. She indicated
the MD'S Coordinator brought her computer to the

completed yet. The DON stated that wounds and

expscted for the care plans to be completed with

Interview for Mental Status (BiMS), indicating the
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| Resident #40's Care Plan, dated as Jast reviewed
on 6/28/22, revealed the resident's need for
assistance with ADLs was not addressed on the
care plan,

3, Review of a significant change MDS
assessment, dated 6/16/22, revealed Resident
#46 had a diagnosis of Alzheimer’s disease and
scored 4 on a BIMS, indicating the resident had
severe cognifive impairment. Per the MDS, the
resident had no behavioral symptoms during the
assessment period, The Care Area Assessment
{CAA) Summary, electronically signed by the
DON on §/20/22, revealed Cognitive

| Loss/Dementia triggered as a care area for

| further assessment. Column B of the CAA

| Summary indicated this care area was to be

| addressed in the resident's care plan.

A roview of Resident #46's Care Plan, dated as
last reviewed 6/22/22, revealed the care plan did
not address the resident’s care related fo
Alzheimar's disease.

| During an inferview on 6/30/2022 at 10:42 AM,
Staff H stated the comprehensive care plan
ghould capture all areas to guide the team when
caring for the resident. The MDS Coordinator was

| unable to provide avidence that ADLs were

| careplanned for Resident #40, nor that

| Aizheimer's disease management was care

| planned for Resident #46. Staff H stated both of

| ihe residents had special needs, ard their care
plans were not developed, stating that was her

| mistake, The MDS Coordinator further stated that

| she had been in her current role since January

| 2022 and had bean provided with some training
with the corporate office and the DON but was
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unfamiliar with the Care Area Assessments
(CAAs) and how they related to the

comprehensive care plan.

During an interview on 6/30/22 at 12:05 PM, the
DON was unable to explain why a care plan for
dementia care/Alzhelner's disease was not
developed for Resident #46, nor why a care plan
for ADLs was not developed for Resident #40.
The PON stated the ADLs and dementia care
should be documerted on the comprehensive

| care plar.

On 6/30/22 at 2:15 PM, the Administrator stated
he would expact that all areas pertaining to the
cara of a resident be reflected in the
comprehensive care plan. He indicated he was
unaware that there were amas that were nol
addressed for Resident #40 and Resident #46.
4, Review of Resident #18's Face Sheet revaaled
the fadlity admitted the resident with diagnoses
including acute and chronic respiratory failure,
chronic obstructive pulmonary disease (COPD),
schizoaffective disorder, spina bifida, bitten or
stung by nenvenomous insect, sepsis, and
diabstes meliitus.

| Review of Resident #18's admission MDS

| assessment, dated 5/10/22, revesled the resident
was cognitively intact as evidenced by a BIMS
score of 14 out of 15. Per the MDS, the rasident
required total assistance from staff for all ADLs
excopt self-feeding for which the resident
required set-up assistance only. The MDS noled
Resident #18 was at risk for the development of
pressure ulcers, but the assessment did not

| indicate the presence of any unhaaled pressure
ulcers on admission,
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Review of a physigian order dated 8/1/22 directed
| staff to apply a collagen sheet (applied as adjunct
| wound healing therapy to promete healing) then
hiydrogel (a dressing providing moist wound
healing and sceb prevention} to wounds on
Resident #18's buitocks, then to cover both with
Mepilex (foam absorbent dressing} and change
daily and pro re nata {PRN; as needed) if soiled.

The resident's care plan, dated 5/3/22, contained
intarventions regarding bowe! incontinence, full
code status, leisure activities, ADL assistance, fall
risk, dluretic therapy, pain medication,
psychotrapic medication, anxiefy medication, and
urostomy. Further review revealed no care plan
interventions related to pressure sores or skin
breakdown.

An interview on 6/29/22 at 12:07 PM with Staff B,
| Licensed Practical Nurse, revealed she had never
reconciled orders and thought management was

responsible for that, Staff B stated when a
rasident admitted to the facllity, the floor nurse
completed a full head-to-toe assessment and
checkad vital signs and the resident's skin. Staff
B stated she completed Resident #18's

- admission on 5/3/22 and completed a head-to-foe

| assessment of the resident. Staff B stated that,

| on or about 517722, a night nurse reporied a sore

| on Resident #18's buttocks had some black
tissue and Staff B asked how they were treating

it

| During an interview on 6/30/22 at 10:24 AM, Staff

| H stated that for a new admission, the DON or
MDS Coordinator initiated a baseline care plan

| immediately. The MDS Coordinator stated the

| care plan was updated when there were any

| changes in a resident's condition. Steff H, MDS
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Coordinator stated moming meetings were held
dally, noting the facility alsc had 8 white board at
the nurses’ station that listed weights, wounds,

' falls, and laboratory testing/results, but she was
not sure it the white board was updated dally. The
MDS Coordinator stated care plans were
reviewed quarterly or when a new order was
entared into Point Click Care (PCC). Per the MDS
Coordinator, the DON let her know during

| moming meetings when a cara plan neaded fo be

| updated. The MDS Coordinator stated there was

| not any system in place fo catch if an order was

| not entered or an assessment was not campleted

| to ensure care plans were updated. The MDS

| Coordinator stated it was her understanding that
a care plan was important because it listed what
care should be provided for the residents. The

' MDS Coordinator stated she did not know the

| meaning of a CAA process. The MDS

| Coordinator stated Resident #18 should have
wourd care directives on the care plan, confirmed
such directives were not on the care pian, and
was not sure how or why such directives were
missed,

An interview on B/30/22 at 11:54 AM with the
DON revealed a baseling care plan should be
compieted within 48 hours of a resident's
admission. The DON stated the MDS Coordinator
completed the entry and the faciiity then had

' seven days to complete the comprehensive care

' plan. The DON stated care plans were reviewed

| quarterly and after any change in condition. The

| DON stated that during moming meetings, any
changes In a resident's condition were discussed.
The DON stated the MDS Coordinafor had her
computer with her during the meetings and care
plans were to be updated in real time during

those meetings. The DON stated she spoke with
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the MDS Coordinator about the issues with care

' plans not being implementad or revised, and the

| MDS Coordinator told her she was unsure of
what she was doing but was afraid to ask for
assistance. The DON stated corporate and
regional staff reviewed care plans periodically but
there were no set timeframes or residents who
were reviewed. Per the DON, facility staff sent
weekly updates 1o corporate staff to inform them
which residents had any changes so they could
review the care plans. The DON stated the facility
was nofified by corporate staff two weeks prior
that some care plans needed updating, but she
sald they did not identify specific residents, only
nofing that care plans needed to be reviewed.
The DON siatad she was unaware that wound
care directives were not care planned for
Resident #18 and stated that wounds should be
care planned and she was not sure how it was
missed.

| An interview on 6/30/22 at 2:14 PM with the
| Administrator revealed he expected staff to
| include wound care directives on a resident's care
plan.
¥ 57 | Care Plan Timing and Revision
$8=D | CFR({s}: 483.21(b)2){}-(iH)

§483.21{b) Gomprehensive Care Plans
§483.21(b)(2) A comprehensive care plan must
| be-
| {i) Developed within 7 days after completion of

the comprehensive assessment.

' (ii) Prepared by an interdiscipiinary team, that

| includas but is not limited to—

| {A) The aftendiing physician.

' {B) A registered nurse with respansibility for the
| resident.

i
i

F 656

F 657
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| (C) A nurse aide with responsibility for the
resident,
(D) Amember 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 defermined

| 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.

| {TiyReviewed and revised by the Interdisciplinary
team after each assessment, including bath the
comprehensive and quarterly review
assessments.
This REQUIREMENT is not met as evidenced
by:

Based on clinical record review, siaff interviews,
and facllity policy revisw, the facility falled to
review and revise the comprehensive care plans
for two of five residents (Residents #38 and #40)
reviewad for care plans related o falls. The
facility identified a census of 48 current residents.

i Findings include:

The facillly's policy titted, '‘RAI [Resident
Assessment Instrument}/Care Planning
Management,” revised August 2021, instructed
the Comprehensive Care Plan is completed
within seven (7) days after the MDS was
completed (at no time will this time frame exceed
21 days), and reviewed quarterly thereafter. if
modifications, deletions, additians were

| necessary, changes should be made at the time
of occurrence, Modifications are made by deleting
the item in the electronic medical record and

F 667
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| adding the new infarmation. The [nterim Baseline
care plan will be the guide for the comprehensive
care plan.

1. Review of Resident #36's quarterly Minimum
Data Sat (MDS) assessment dated 6/6/22
revealed Resident #36's cognitive skills for daily
decision making were severely impaired,
according to the Staff Assessment for Mental
Status. According to the MDS, Resident #36 had
not had any falls since the prior assessment,

| which was dated 3/15/22.

| Review of Resident #36's incident reports
' revealed the resident had experienced four falls.
| The resident's falls iIncluded the following:
a. On 4114122, Resident #36 had a witnessed fall
while attempiing to walk without a walker, There
was no injury.
b. On 4/17/22, Resident #36 was found on the
fioor. Thera was no Injury,
. On 5/7/22, Resident #36 was found lying on
| their stomach with a skin tear to their finger.
| d. On 6/14/22, Resident #36 missed the chalr
| when sitfing down and fanded on the floor. There
| was no injury,

Review of Resident #36's comprehensive care

| plan, created 6/14/22 and revised 6/28/22,

‘ indicated the resident was at risk for falls and fell

| on 6/14722. Interventions Indluded education

| given to the resident regarding the need {o use

| chairs that have the arm rest on them so the
resident could reach back to the chalr and lower
{inlGated 6/28/22}, staff should attempt to guide
the resident to a sofa or recliner to sit In {initiated

| 6/14422), and to ensure the call light was

| avallable to the resident (inifiated 6/22/22).

|
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| Resident #36 also had a care plan, Inifiated

| 10/06/20 and revised 7/19/21, indicating the
resident was at a high risk for falls related to
confusion, gait/balance problems, vision
problems, and being unaware of safety neads. A
review of the interventions revealed there had
heen no revisions to the interventions since

| gr0721.

Further review of Resident #36's comprehensive
care plan did not reveal any further entries or
interventions for the falls of 4/14/22, 4117/22 and
BT122,

| The facillty provided fall incident reports for
Resident #36 for falls daded 4714/22, 4117122,

| Bf7/22, and 6/14/22. The incident report dated

| 4117422 indicated the immediate action taken

| following the fall included assisting the resident o

' bed and removing the fali mat from the bedside
fioor to allow a clear path for mobility. The
incident report dated 5/7/22 indicated the
immediate action taken following the fail included

| notice to the physician of the fafl and the
resident’s low blood pressure. The physician gave
orders to include additional directions to the

' anthypertensive medication.

| During interview on 6/29/22 at 12:06 PM, Staff B,
| Licensed Praciical Nurse (LPN) stated that when
| a resident fell, the role of the nurse was ta check
' for Injury, measure vital signs, and complete
neurclogicat checks (if an unwitnessed fali or it
| the resident hit their head). The information about
the resident fall was communiceted to the
encoming nursing staff and the certified nursing
assistants {CNAs) and posted on the white board
| in the nurse’s station. Staff B further stated that
once the Incident report was opened, both the

F 657
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| Dirgclor of Nursing (DON) and Administrator

| {ADM) had o sign off on the report and therapy
was usually involved. Staff B stated that she
would normally try to determine the cause of the
fall and initiate an intervention, but she was not

' sure of the facility poficy, Staff B further stated

| that the DDN and MDS Coordinator updated the
care plans following a fall. Staff B stated she had
never been educated on the cara plans whenever
a resident fell, staff nofified the DON. Staff B

| stated If a fall happened off shift, the staff calied

| the DON 2nd let her know what oscurred, Staff B

| gtated that Resident #36 was a fall risk, mainly
due fo their dementla, often forgetting to use their

walker, and needed constant reminders. Staff B

| further stated she was not familiar with the care

| plan interventions for Resident #36.

On 6/29/22 at 3:15 P, Staff C, CNA siated that
Resident #36 had good days and bad days and
the resident had lots of falls related to not using
thelr walker. Staff C stated that Resident #36 had
been told and knew to¢ make sure their walker

| was in front of or right beside them,

2. Review of Resident #40’s annual MDS
assessment dated 6/13/22 revealed Resident #40
| was seversly cognilively impalred with a Brief

| Interview for Mental Status score of 8. The

| assessment documented Resident #40 had two

| o more falls with no injuries since the previous

| assessment,

| A review of Resident #40's clinical record
revealed the resident fell 13 times between
| 223122 and 5/25/22. All falls were without injury.

A review of Resident #40's comprehensive care
 plan, revised 6/28/22, revealed the resident was
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| at a high risk for falls relaied o gaitibalance

| problems. The resident fell on 4/17, 5110, 5114
and 5/25/22. There were interventions following
those four falls that included:
a. Schedule an appointment with a mental health
provider fo address resident's increased agitation
and increesed behaviors (inifiated 4/18/22).

| b, Offer snacks {initiated 8/28/22).

' . Place fall mat on day room floor and have the
resident sleep there so fhat way the resident will

| be able to be watched closely by staff. That would

| make it very difficult for the resident to fall since
the resident was unable to get up independently
from the floar {initiated 6/15/22).

| d. Increase frequency of offering residentio go to
the bathreom (initiated 6/28/22 but related to a fall
on 5/25/22).
Additional interventions included anticipating and
meeting the resident's needs (infliated 10/28/21),
a therapy screen for & fall on 2/7/22 (inttiated
2/7122), following Tacility fall profocol {initiated
10728721}, and providing diversional activities as
olerated {initiated 11/22/21).

| Further review of Resident #40's comprehensive

| eare plan revealad the care plan did not include
any other Inferventions to prevent Resident #40
from further falls following ihe other nine falls the
resident had between 2/23/22 and 5/25/22.

During interview on 6/29/22 at 1:41 PM, Staff D,

| LPN stated she did not know wha did the root

| causa analysis following a fall; she assumed it
was done on the care plan. Staff D further stated
the DON, MDS Coordinator, and the ADM met
avery momning fo review clinical information and
she assumed that falls were part of that

| discussion. Staff D was unable lo state who

| identified and inltiated interventions following a
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fall but that the nursing staff recelved a report

§ sheet and the DON or MDS Coordinator would

| put interventions on the repost sheet. Staff D

| stated that Resident #40 had a lot of falls. The ;
staff were unable to watch the resident clossly
enough to prevent falls, and despite adjusting
medications and Initlating fall mats, Resident #40
continued to be at risk for falls.

On 672922 at 3:21 PM, Staff C, CNA stated that
| Resident #40's falls had decreased a lot recently.
| The resident had Parkinson's disease and the
| disease was getting worse. Staff C stated the g
resident had an intervention to place the fall mats |
' on the floor as the resident's preference was fo lle |
| or sit on the fioor. '

During interview on £/30/22 at 11:06 AM, Staff M4,
MDS Goordinator reviewed the falis for Residents

| #36 and 240, Staff H siated she could not speak

| to why all the falls were not addressed at the fime

| of the falls. Staff H stated &fl falls were discussed

| &t the moming meeting and the care plan should

| be updaied at that time. Any interventions should
be addressed In the fall incident reports, Staff H
further stated she is supposed to put the 5
information on the care plan. ‘

On 6/30/22 at 12:24 PM, an interview with the
DON revezled the facility's process for falls
| required that the nurse complete a ‘fail package'
| and the fall incident report and the DON shauid
| be notified. The nurse involved at the time of the
fall was requirad to do an immediate root cause
analysis. The inferdisciplinary team (IDT) then
| discussed the fall, identified the interventions, and
it was at that moment that staff updated a
resident's care plan. The DON was made aware \
of Resident #36 and Resident #40 did not have %
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interventions entered into their comprehensive
care pians following multiple falls. The DON did
not have a reason as to why the care plans for
the residents did not have updates. The DON
stated there was no process In house to review
that the care plans were appropriately updated.
The DON indicated the comporste office did a
review and had recently made her aware of care
plans that neaded reviewing and updating. The

' DON did not know which specific residents’ care
| plans needed reviewed.

During interview on 6/30/22 at 2:15 PM, the ADM
stated that when a fall occurred, the DON and
ADM were notified, and the expectation was to
enter the information into the fall incident report.

- The ADM further stated that he and the DON both

| monitored the report fo review the interventions.
The ADM indicated the IDT discusssd falls every
day, so the team knew of the interventions in
place fo prevent falls from happening again. The
ADM stated his expectation was that all falls were
capiured on the comprehensiva care plan.
Quality of Care
CFR(s). 483.25

F 684
88=D

§ 483.25 Quality of care
Quality of care is a fundamental principle that

| applies to all treatmant and care provided fo
facility residents, Based on the comprehensive
assessment of a resident, the facility must ensure
that resicents receive freatment and care in
accordance with professional standards of
praciice, the comprehensive person-centered
care plan, and the residenis’ choices.
This REQUIREMENT s not met as evidenced

by:
Based on dinical record review, Tacility poficy

F 857

F 684
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review and staff interview, facility failed to ensure
one rasident (#47) of two residents reviewed for
skin concemns received treatment and care in
accordance with professional standards of
practica and the physician's order. Specifically,

| the facility falled fo ensure that Resident #47's
necrofic wounds were covered as ordered. The
faciiity identified a census of 48 current residents.

Findings included:

Review of the facility policy titled, 'Physiclan
Sarvices', dated August 2021, revealad the
standard of the facility is that all medication and
treatment profocols are ordered by the resident’s
attending physician or designee. No medications,
treatments, diet orders, therapy or procedures of
any kind are fo be administered to a resident
 without 2 physician’s order. A licensed nurse will
| review all physicians' orders at the end of each
month, to ensure that orders are current,
accurate and appropriate, The licensed nurse will
| verify his or her review through electronic

' signature in the electronic medical record.”

Review of the facility's undsted policy titled, "Skin
Management Standard’, revealed with necrofic
wounds, the protoco! directed to clean wounds

| with an approved cleanser, apply a

| physician-ordered debriding ointment to a gauze

' pad and cover the necrotic area making sure the

| aintment comes in contact with the tissue you

| wish to debride and to change the dressing as

' ordered per the physician,

| Review of the electronic medical record (EMR)

| revealed the facllity admitted Resident #47 on

| §/2/22 and discharged the resident 1o the hospital
| on 8/25/22. The resident's diagnoses list fisted he

F 684
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| admitted with diagnoses which included chronic
kidney dissase and type 2 disbetes mellitus with |
diabetic nephropathy. There was no dlagnasis for ‘%
wounds. '

A review of the resident's baseline care plan
' dated 6/2/22 revealed Resident #47 had skin
| infegrity issues on his right foot {toes), left foot
| ftoes), bilateral {both} heels, and £oCCyx.

Tha resident's Minimum Data Set (MDS) |
| assessment dated 6/17/22 documented Resident
#47 had a Briof Interview for Mental Staius
(BIMS) score of 13 put of 15, which indicated no
cognitive impairment. Further review of the MDS, %
revoaled Resident #47 had one Stage 2 pressure |
ulcerfinjury and fWwo venous ar arterial ulcers
present. The resident had a diabetic foot ulcer, an ! i
infection of the foot, and received application of
dressings to the feet.

i
i
{

Review of the resident's inpatient Discharge

| instructions from the hospital, printed on 6/2/22,

' revealed handwritten orders under the

| Treatments section. These orders Included:

" a. Apply Benadryl daily and leave open ta air for
wound care for the black areas on bilateral feet.
b, Apply mupirocin to the biateral hesls, cover

| with foam and tape twice daily.

Revigw of the resident's wound care instructions
from the wound clinic, dated 6/13/22, revealed
| the following orders:
‘E a. Palnt daily with Betadine. This order was for - i
| the bitateral toes and distal foot wounds. ;
| b. Apply a 50/60 mix of Santyt and mupiracin 2% |
olntment to the wound bed, cover with foam,
' secure with tape and change daily. This order l
- was for the right and feft heels.
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| The resident's care plan defall report dated

| 62022 identified areas of focus that includec

| pressure ulcers, wound care, and infection of the

| wounds. inferventions directed to provide the
resident's wound care per treatment order.

During an interview on 6/28/22 af 1:44 PM, Staff
F, CNA (Cerfified Nursing Assistant) stated that
dressings were removed or covered before a
shower, and after the shower the nurse would be
E made aware i the dressing nseded to be
| replaced. Staff F stated Resident #47's dressing
| would frequently come off and would need to be

| reapplied.

During an interview on 6/28/22 at 2:08 PM,
Family Member #1 revealed Resident #47
admitted to the facility with wounds to the feef and
the resident was aware they would nead an
amputation In the future, Family Member #1

 stated they witnessed Resident #47 sitting

| putside with both foet exposed and no dressing in

 place to cover the wounds, Family Member #1
observed flies an the wounds. Resident #47 had

| surgery to amputate a portion of their foot on

| 672722, but the amputation was Initially

| scheduled to occur on 6/30/22.

The resident's progress note dated 6/24/22

indicated Resident #47 could not sit outside, as
the wounds were not stabie and the fly infestation
of wounds could cause life threatening
complications.

During an Interview on 6/29/22 at 1:4Q PM, Staff
| D, LPN (Licensed Practical Nurse} stated when
| Resident #47 admitied to the facility, his foes
| were black and necrotic, Staff D revealed she
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was aware Resident #47 went outside on one
occaston without the foot wounds being covered
as ordered by the physician; there was a lapse in
tirne from the shower before the dressing was put

| back on. Staff D could not Identify the arount of
time that passed without a dressing in place, but
once she became aware Resident #47 was

| outside without dressings on his feet she went
putside and encouraged Resident #47 and Family
Member #1 to come back in. Staff D stated she

] reapplied the dressing when Resldent #47 came
back into the building. Staff D stated facility staff
would be responsible fo ensure the resident did

l not go outside without the wounds being dressed

| and covered as prascribed by the physician. Staff

i D indicated a few days after the resident was

| putside without & dressing applied, she witnessed
maggots on the resident's feet

During an Inferview with Family Member #2 on
6/30/22 at 10:25 AM, they indicated Resident #47
and Family Member #1 were sitting outside on
6722122 when the wounds were left uncovered.
On 6/23/022, Family Member #2 stated they
witnessed Resldent #47 and Family Member #1
sitting outside visiting. One foot was covered, and
on the other foot the toes were exposed, Family
Member £2 stated that flies wera swarming, and
they atternpted to keep them away when a staff
member came ocut to check on Resident #47.
Family Member #2 raported to the stafi member
the flies were swarming their feet and the staff

| member brought back a sheet to wrap the

| resident's feet in.

| On 8130/22 at 12:55 PM, Inferview with the
Director of Nursing (DON) revealed she was not
aware of a time that Resident #47 went outside

| with no dressings applied to his feet. The DON

F 684
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| indicated Resident #47 did not have an order to ‘
| keep the toes covered but did have an order for
| the wounds on the heels fo be covered. The DON 5
indicated she would expect staff to follow the .
freatment orders for wound care.
i
During an interview on 6/30/22 at 2:30 PM, the ; f
Administrator indicated it was expected for facility |
staff io follow physician's orders.
F 682 | Free of Accident Hazards/Supervision/Devices F 689
§5=G  CFR{s}) 483.25(d)}{1)(2)
§483.25(d) Accidents,
The Tacility must ensurs thaf -

§483.25(d)(1) The resident environment remains
as free of accident hazards as Is possible; and

| §483.25(d){2)Each resident receives adequate
| supervision and assistance devices to prevent
| accidents.

| This REQUIREMENT is not met as evidenced
by:

Based on interviews, record review, and
document review, it was determined the facility
fafled fo ensure the safety of Resident #9 during a
fransfer that resulted in Resident #8 falling to the
graund and sustaining a right hip fracture that
required surgical intervention. This affected 1
{Residant #9) out of 5 residents reviewed for falls.
The facllity reported a census of 48 current
| residents.

Findings include:

| The facility policy fitled, "Fall Management
Standard,” dated June 2017, was reviewed. The
policy did not contain information relevant to this
| deficient practice,
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A review of a "Transfer/Discharge Report”

| revealed Resident #9 had diagnoses that
inciuded abdominal aortic aneurysm, displaced
sublrochanteric fractura of the right femur, tack of
cocrdination, and dementia with behavioral
disturbance.

A raview of a quarterly Minimum Data Set (MDS),
dated 11/25/2021, revealed Resident #8 was
cognitively Intact as evidenced by a Brief
Interview for Mental Status (BIMS) score of 14.
Per the MDS, Resident #9 required sxtansive
assistance of two persons with transfers and was

| totally dependent on twe persons for toilefing. The

| MDS noted Resident #9 used a wheelchair for a

| mobility device.

A review of the "MDS Kardex Repart For [facility
name],” with an assessment reference date
(ARD) of 11/25/2021, revealed Resident #9
required extensive assistance of two persons with

 transfers and was totally dependent on two

| persons with toileting. The report was accessible

| to certified nursing assistants (CNAs} in the
slectronic heslth record and served to inform
CNAS of residents'’ care needs.

A review of Resident #2's care plan, dated

03/03/2021, revealed the resident had an
| activities of daily living (ADL) seif-care
performance deficit related to limited mabilify.
Interventions in place included using the
"Stand-EZ” (a sit-fo-stand {ift) for tofleting. The
plan noted the resident was dependent on staff
for activities of daily living (ADLs), Further review
ravealed there were no interventions or
documentation related to the specific number of
| staff required for ADLs.
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| the room door and their fest out, lying on the right
| side. Staff O stated during a tranefer with the gait

A review of a fall Incident report, dated
02/05/2G22, revealed that, at 7:30 AM, Staff P,
Licensed Practical Nurse (LPN), was called to
Resident #9's room by Staff O, CNA, who stated
the resident fell during a transfer from the toilat to
the whesichair. The nurse enterad the resident's
roum and observed the resident lying in the
bathroom doorway with the resident’s head facing

belt and walker, the room door began fo close.

' Staff O let go of resident with one hand to move

| the door out of their path. At that tme, the

| resident took a step, lost their balance, and fel to
' the floor. The resident was fifted from the floor to

the wheelchair with assistance from Staff O and
Staff P and the resident tolerated the transfer
wall. There were no signs or symptoms of pain
noted at that time. At 8:45 AM, the resident was
in the dining room eafing breakfast and began to
yell out in pain. Staff P asked the resident where
the pain was located and the resident pointed fo
their right hip. Staff F dispaiched smergency

| medical services {EMS) for transporiation to the

| hospital for an x-ray of the right hip. At 14:00 AM,

| Staff P called the emergency room for an update
on the resident's condition and was informed that
the resident had a right hip fracture and would be

| admitted to the hospital.

A review of "Progress Notes,” dated 02i06/2022
at 5:34 AM, revealed the hospital called for
follow-up, and Resident #8 had surgery
scheduled for Monday (02/07/2022}.

| Areview of "Progress Notes," dated 02/08/2022
| at 1:30 PM, revealed the facility recelved a report

| from the hospital indicating Resident #8 had right

F 682
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assistance of fwo staif with plvot transfers and
had nine staples to the right hip that were ta be
removed in two weeks. Resident #9 returned to
the facility on this date.

on 087292022 at 2:40 PM, The surveyor calied
and lefk a message for Staff P to refumn the call
and that the call was about the incident report
completed on 02/05/2022, but the surveyor did
not receive a return call,

CNA staff provided verbal report to oncoming
| CNA staff regarding any occurrentes during the
prior shift. She stated CNAs had access fo the
| electronic health record, but noted she was still
| learning how to use it.

report a resident's assistance level. She stated
| there was nothing documented in writing other
| than in the electronic health record for staff who

s lof® of the staff did not know how to use the
glectronic haalth record and the staff would
benefit from training since fraining had not been
| provided.

O revealed she was a former employee. Staff O
stated when she worked at the facility she was
aware of a resident's required assistance and
current interventions in place by referring to a

| closet. Staff O stated Resident #9 was a fall risk

hip pinning on 02/07/2022, The residant required

A phone call inferview was attempted with Staft P

An interview on D6/28/2022 at 3:03 PM with Siaff
F, CNA, revealed that, from shift-to-shift, off going

An interview on 06/30/2022 at 8:59 AM with Staff
K, CNA, revealed a nurse would have to verbally

| knew how to access the record. Staff K indicated

An interview on 06/30/2022 at $:47 AM with Staff

piece of paper that was hung up in the resident's

i
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F 689 Continued From page 26

and had a fall mat in place and & low bed. Staff O
stated that on 02/05/2022 she was tolleting
Resident #9 alone and was walking the resident
out of the bathroom when ihe badroom door hit
the bathroom door, knocking both the staff and

| resident down. Staff O stated Resident #3

' required assistance of one staff, fo her

| knowledge, but could not remember if staff
specified this anywhere. Staff O thought she may
have recelved some education about providing
staff assistance during transfers after the fall
occurred, but she could not recall. Staff O stated

Resident #9 required the assistance of two

| persons after the fall on 02/05/2022. Steff O

| stated nobody told her the required staff

| assistance changed, and It was never
documented, but it was common sense that it
shouid be two people since Resident #9 suffered
a broken hip because of the fall.

An Interview on 08/30/2022 al 11:54 AM with the
| Director of Nursing {DON) revealed that on
| 92/05/2022, Staff O was ambulating Resident #9
with 2 galt belt while toileting the resident when
the door shut, and Staff O tried to place Resident
#9 on the floor. The DON stated she was called
the evening the fall occurred, and Staff O wrote a
statement and Staff P provided a nurse's report,
The DON stated she did not check to ensure that
staff usad the right staff assistance, but she
| reviewed the care plan. The DON stated she did
| not notice on the MDS that was completed on
111252021 or on the Kardex that Resident #3
was coded as requiring two-person assistance
with transfers of tolleting. The DON stated staff
' did not recelve any education about ensuring the
| proper number of staff were assisting with
L {ransfers and foileting.

F 689
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An interview on 06/30/2022 at 2:14 PM with the
Administrator revealed he was unaware that
Resident #9 was coded as requiring two-person
assistance with transfers and toileting on the
1172612021 MDS. The Administrator also stated 3
ha did not remember if the MDS or Kardex was |
' reviewed during the fall investigation. The ‘
 Administrator stated stafl could refer to their E
| electronic health record system or the Kardex to |
check what type of assistance a resident |
required. He also stated he agresd that care
plans should be more specific and state the exact
type and amount of staff assistance that was
required with fransfers and toileting.
F 812 Food Procurement,Store/Prepara/Serve-Sanitary F 812
83=E CFR(s): 483.800}1)(2)

| §483.60(7) Food safety requirements.
The facility must -

| §483.60()(1) - Procure food from sources

| approved or considered satisfactory by federal,

| state or local authotities.

(i) This may Include food items obtained directly

from local producers, subject to applicable State

and locat laws or regulations.

| {ii) This provision does not prohibit or prevent
{acilities from using produce grown in faciity

| gardens, subject to compliance with applicable
safe growing and food-handling practices.
(i) This provision does not preclude residents
from consuming foods not procured by the facility.

§483.60(1)(2) - Store, prepare, distribute and
| serve food in accordance with professional
standards for food service safety.
' Tnis REQUIREMENT is not met as evidenced
| by:
I
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Based on observations, staff interviews, and
facility policy review, the facliity falled to ensure i
so0d was labeled and dated as to when |t was 1
received and opened, that bread was discarded
when beyond is shelf ife, and that dietary staff
changed gloves between dirty and clean tasks 1o
prevent potential food bome liness for 47
residents who received food from the kitchen.
The facility identified a census of 48 residents.

| Findings included:

The facility’s policy titled 'Chapter IV Food

| Production Management', dated 2014 instructed

| under the Prevention of Contamination
Guidelines to wash hands bafore handling any
food or when you are beginning any food

| prepargtion procedure. Hands shouid be washed

| regularly using proper procedure for

| handwashing. The policy also instructed 1o

| always use a clean, appropriate serving utensil to

| serve food - never use your hand. if hands must

| be used (1.e. [such as] for sandwiches, cockies,
etc, [et coteral), wear claan disposable gloves.

| Afood storage policy was requested from the
! Dietary Supervisor but not received.

| 1. Observations during the initial four of the
| Kitchen on 6/27/22 at 10:04 AM revealed the
| following concermns in the dry siorage area:
 a. One opened package of hamburger buns
| dated as expired on 6/24/22,
| b. Nine unopened packages of hamburger buns
| with an expiration date of 4/20/22;
¢. One package of whole wheat sandwich bread
| dated 2/27/22, with several small green arsas |
' jocated on the bread slices;
| d. Thirteen packages of hamburger buns with no
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F 812 Continued From page 28 1 F a2
date identified on the package. |

' During an interview on 6/27/22 at 10:05 AM, the
. Dietary Supervisor, Staff |, siated the green spols
on the wheat bread were the mold.

| During an interview on 6/29/22 at 3:18 PM, Staff | g
| stated he had spoken to the facilily's food supplier |
' representative and determined the date on the
bread was the production date, and that it was
good for 260 days frozen. nfrozeq, it had a shelf
iife of five to seven days. At 4:39 PM Staff | stated
' he received the bread frozen, and placed it on the
| shelf in the dry storage area when he raceived it.

2. During observations on 6/28/22 at 1130 AM,

Staff J, Dietary Aide, applied gloves to her hands

and began plating food for the residents' lunch.

Continued observation of Staff J revealed the

following:

| & At 14:38 AM, Staff J used her gloved hands fo
pull down the back of her shirt, then continued to t

| place food on the plates without changing her

| gloves, Staff J placed har gloved thumb on the

| surfaces of the plates,

b, At 11:38 AM, Staff J adiusted her mask with

her gioved hands and returned to plating food

without performing hard hygiene of changing

gloves.

c. At 11:42 AM, Staff J placed her gloved hands

| on an over-the-bed rofling table, Her gloved

 hands fouched the surface underneath the table

| when moving it. Staff J returned to piating food

| with the same gloved hands,
d. At 11:48 AM, Staff J readjusted her mask, |

| touching the interior surface of the mask as she
did so, then immediately picked up a plate, |
touching the surface where food was being '

' placed, without changing her gloves. 1
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During an interview on 6/28/22 st 4:34 PM, Staff J
indicated she had been trained on hand hygiene
when handling or plating food. Staff J stated that
handwashing and changing of her gloves should
have ocourred when she fouched her mask of
when she touched anything besides the food.
On 6/28/22 at 4:43 PM, Staff | stated that
employees were trained to wash their hands afier
they removed their gloves and to apply clean
| gloves. Dietary staff were also trained if they
accidentally touched something else, they should
remove their gioves, wash their hands, and
re-glove,
F 838 Facility Assessment F 838

88=F CFR(s): 483.7T0{e}{1(3)

§483.70(e) Facility assessment.

The faciity must conduct and document a
facility-wide assessment to determine what
resources are necessary to care for its residents
competently during both day-to-day operations
and emergencies, The facility must review and
update that assessment, as necessary, and at
teast annually. The facility must also review and
update this assessment whenever there is, or the |
facility plans for, any change that would require a |
substantia! modification to any part of this

assessment. The facility assessment must

| address of include:

§483,70{e){1} The facility's resident population,
| including, but not limited ta,
| () Both the number of reskients and the facility's
| resident capacity;
| (I} The care required by the resident population
| considering the types of dissases, conditions,

\ ?
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| that popuiation;

{iii} The staff competencies that are necessary to

| provide the level and types of care needed for the
resident population;

' {iv} The physical environment, equipment,

' services, and other physical plant considerations

| that are necessary to care for this population; and

| (v) Any ethnic, cultural, or religious factors that

| may potentially affect the care provided by the

| faddiity, including, but not fimited to, activities and
food and nutrition services.

§483.70(e){(2) The facility’s resources, including
but not limited to,
{)) All buildings and/or ather physical structures
and vehicles;
(i) Equipment {medical and non- medical};
| {iify Services provided, such as physical therapy,
' pharmacy, and specific rehabilitation therapies;
| {iv) All personnel, including managers, staff {both
employees and those whe provide services under
gontract), and volunteers, as well as their
education and/or training and any competencies
| related to resident care;
| (v) Contracts, memorandums of understanding,
| or other agreements with third parfies to provide
' services or squipment to the facllity during both |
| normal operations and emergencies; and g
(vi} Health information technofogy resources, !
such as systems for electronically managing
patient records and electronically sharing
| information with other organizations.
| §483.70(e)(3) Afaclility-based and
community-based risk assessment, utilizing an
all-hazards approach.
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physical and cognitive disabilifies, overall aculty,
and other perfinent facts that are present within
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| This REQUIREMENT is not met as evidenced

| by:

| Based on review of the facility assessment,

| facility policy review and staff interview, the facility
falled to thoroughly assess the needs of it's
resident population and he required resources o
provide the care and services the residents
needed a5 evidenced by an incomplete facility
assesament which had the potential to affect all

| residents. The facllity identified a census of 48

| current resldents.

| Findings include:

Upon surveyor requast, the Administrator (ADM)

provided the Facility Assessment Tool dated

1[253/22. A review of the document revealed the

only section completed was Part 1: Our Resident

| Profile. The remaining sections were incomplete.

 These sections included: Part 2: Services and

| Care We Offer Based on our Resident's Neads,

| Staffing Plan, and Physical environment and

' nuilding/ptant needs. The Facility Assessment
Tool indicated It was an optional template
provided for nursing faciiities, and if used, may be
modified. Each facility has fiexibility to declde the

| best way to comply with this requirement.

|

| Further review of the Facllity Assessment Tool

' revealed faciity staff members had either falled to

| modify the information to reflect the current state

| of the facility's population/needs or the staff

| members had not completed the form accurately
in order to describe the services and caré

| provided to meet the resldent needs, including

| the medical care needs of hie residents, staff type

| available to provide the care, the services
provided, the staffing plan to meet those needs,

| and the physical environment (including
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equipment and building structure).

During an interview on 8/30/22 at 220 PM, the
ADM stated the facility opted to utifize the tool
provided rather than re-create a facility
assessment. The ADM was not aware fhat the

| the areas described. The ADM siated the team
| was working hard on organizing the facility. The

The ADM stated his intent to improve the facility
assessment,

facility assessment as provided was incomplets in

facility hiad been through & lot of different owners.
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Plan of Correction — Aspire of Donnellson
07/20/2022
Administrator Andrew Harris

Phone 217-430-2932

F656 — Develop/Implement Comprehensive Care Plan.

MDS Education on comprehensive care plan development within 7 days of admission
and focus on person centered care and measurable goals. From thus date forward the
MDS Coordinator will update care plans with ADL functions and wound care if there are
any changes. This will be monitored by the DON or designee.

Compliance Date: 7/20/2022

F657 — Care Plan Timing and Revision.

Education provided to MDS nurse on revision of care plans with any changes or falls
updated immediately. Care plans updated daily. This will be monitored by the DON or
designee. All care plans reviewed on cited residents, and all similarly situated residents.

Compliance Date: 7/20/2022

F684 — Quality of Care.

All nurses have been re-educated on the expectations of following all physician orders
and to update orders immediately. The MDS coordinator will update the care plan
immediately. Compliance will be monitored by the DON or designee.

Compliance Date: 7/20/2022

F689 — Free of Accidents Hazards/Supervision/Devices.

Education has been provided to staff on utilization of POC on point click care to be able
to see care plans. Care cards also known as Kardex’s have been initiated and put in
resident rooms for staff to read. Care plans have also been updated as well as care cards
will be updated when there are any changes to the care plan. Compliance will be
monitored by the DON or designee. Resident #9 and all similarity situated residents
have been reviewed for safety needs and interventions implemented as appropriate.
Resident #1 is an assist of one and no other issues noted.

Compliance Date: 7/1/2022



F812 — Food Procurement, Store/prepare/Serve-Sanitary.

Education has been supplied to all dietary staff on food safety and hand hygiene. This
education was provided in an Inservice to all staff on 7.6.2022. A demonstration was
preformed by the DON on the purpose of hand-hygiene and safe food handling.
Compliance will be Monitored by the CDM.

Compliance date: 7/20/2022

F838 — Facility Assessment.

The facility Assessment will be updated by the administrator in accordance with the
Medicaid and Medicare regulations. The compliance of this will be monitored by the
Administrator of the facility.

Compliance Date: 7/1/2022

Please accept this as our credible allegation of compliance.

Sincerely,

Andrew Harris (LNHA}
Aspire of Donnellson
Nursing Home Administrator
217-430-2932
aharris@donnellsonltc.com

‘.h FASPIRE
of Doanellson






