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E0QC | Init'al Comments £ 000
Allegatign
An unannounced Emergancy Preparedness P A R of
survey was conducted 9/18/18 thiough 9/20/18. Pt cansHILean adm‘ss‘?;‘er Compliance
The facility's Emergency Preparedness Plan was or agreement by the provi d
faund to be in compliance with CFR 483.73, the of the truth. of the facts a'ilege 10/16/158
Federal requirements for Emergensy or conclusions set f'orth‘ in the
Preparedness in Long Term Care faciiities. Statement UfDEﬁC‘?m'f:s'
FOO0 | INITIAL COMMENTS F 000 This plan of correction is
prepared solely because it
An unannounced Medicere/Medicaid standard is required by state and
survey was conducted 9/18/18 through 9/20/18. federal law,
Significani corrections are required for
compliance with 42 CFR Part 483 Federal Long
Term Care requirements. Seven complaints wara
investigated during the survey. The Life Safety L megeen 3 SR
Cuode survey/repart will foltow, o B e
The census in this seventy-seven certified bed e B
facility was 73 at the time of the survey. The ’
survey sample consisted of nineteen current
res.dent reviews and three closed record reviews,
F 623 | Notice Requirements Before Transfer/Discharge F 823
55=0 | CFRis) 483.15(c)(3)-{6)(8)
Fe23
§483. ‘!5(1:)(3'). Notice befare tr.ansfer. l. Root Cause Analysis was completed
Befpre a facility F{ansfers or discharges a on 5/21/2018 Ad. Hoc QAPI committes
rssxdent, the fac_allty must- L meeting was completed on 9/24/20) g
{1} Notify thg resident and the resident's The Ombudsman was not notified of
representative(s) of the transfer or discharge and resident #50's transfer fram the facilj
: S : cility to
the reasons for the move in writing and in a the hospitaf on 10/1/2018 )
language and mzanner they undarstand. The ’
facility must send a2 copy of the notice to a
representative of the Office of the State i
Long-Term Care Ombudsman, :
(i} Record the reasons for the transfar or )
discharge in the resident's medical racord in ;
accordarnce with peragraph (c)(2) of this saction: ‘
and
LABORATORY DIRECTAR'S OR PRO SUPPLIER REPRES=NTATIVE'S SIGNATURE TITLE {X3}DATE
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Any ehzency stelemeant ending wiln an asterisk (%) denotes 2 dsficiancy which the institwtion may ba excusad from correciing providing it is detarmined that
=S sguards provice suficient protection to ths patiznis . (See instructions ) Exceptior nursing homes, tha findings stalad abovs are disclesasis 90 days
f9loning the dale of survey whether or not & plan of corraction is providad, For nursing homes, the above findings 21 £'zns of corraction are disclosable 14
gsysiionng ihe daia these documents ar2 mads availebie to the facity  If deficizanciss are sitsd, an approvad plzn of corrsction is requisite to continied
progrem paricipation.
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. . . . .. ! . ) i 2 i A e Eeg =
(iii) Include in the notice the items descrivad in - Q“am—“re“""“ of resident discharged
paragraph {c)(5} of this szction from the facilily within the past 30
days was completed by the Director

§483.15({c){4) Timing of the notce of Restdent and Family Services {
(i) Except as sp=cified in paragraphs {c){4)(i) 214 to ensure Ombudsman natification, i
(c)(8) of this saction, the notice of transfer or :
discharge required under this section must be 3. The Director of Resident and :

made by the fazility at least 30 days before tha
"ESidEflt is transfarred of dischargsd _ | educated on the notificaton process |
gofNotltce m?st be(;nage &5 sahon as practicable | for transfers and discharges by the :
efore transfer ar discharga when- | ; i FClinical Seryvices
(A} The sz'sty of ingividuals in the faciity would | Regg'f‘?‘ﬂfl,é;;”;:r o el Saiees
b endangsrsd Unaar pa:agraph (C):?}(l){C) of o P lirs 3 2 nterdiscip IMary 1eam

Family Services was

#is KaEilian ‘ will r%w.ieu trans.fers and discharges during i
(B) Ths hezlth of individuals in the fagility would i the clinical meeting o ensure proper

be endangzred, under paragrach (c){1)()(D) of : notification was made to the Ombudsman

this sectian, . within 48 hours of discharge

(C} The resident's health improves suficiently to E .

allow a more immediate transfer or dischargs, 4. DON or designee to condust a quatin
undsr paragrash (c){ 1){iXB) of inis s=ction: review weekly for 8 weeks to validaie that
(D) An immediats transfer or discharge is notifications have been made any transfers
required by the residant's urgent medical nsads,

and discharges.

Findings will be reponed o the QAP

committee monthly znd the plan will he
evised as necessary.

under paragragh (c)(1)(i){A) of this saction: or
(E) Aresident hzs not resided in ihe facility for 30
days.

§483.15{c)(5) Contants of the notice Tha written

notice specifizd in paragrash (C1'3) of this section 1 |

; mus? include ths following i

{1) The reason for transfe or drischarge; ‘

{i1) The effective dzie of transfer or dischargs: 1 !

{it)) The locatizn to which the resid=nt is ‘

transferrsd or cischarged :

(iv} Astatement of the resdant's eppzal fights, f

» including the name, address (mailing and email),

| and talsphone aumbsr of the entity whizh I

receives such requssts, and infarmaton on how :

to obizin an azgzal farm and assistancs in : E
|
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complating the form and submitirg the appezl
hezaring request,

{v) The name, addrass (mailing and email) and
telephone number of the Office of the State
Long-Term Care Ombudsman;

{vi) Far nursing facility residents with intzllzciual
and davelopmental diszbilities or relats
disabililies, the maiiing and email address and
telephons number of the agency resconsinle for
ihe protection and advocacy of individuals with
developmantal disabilities estzbiished unda- Pan
C of the Davelopmanial Diszbilives Assisiznce

r and Bil of Rghts Act o7 2000 (Pub L. 105-432,
- codifisd at 42 U S.C. 15001 et s2g ). ard

{vii} For rrsing fzcility residzats with a mental
disorder or related diszbiities, the mailing and
emeil address and telephons number of the
agency responsible for the protection znd
advocacy of individuz!ls with a manta! disordar

| established under the Protection and Advacacy
for Mentally Il Individuals Act

§483.15(c}(8) Changss to the notice

I¥ the information in tha notice chang=s priar to
effecting the transfer or dischargs, the facility
must updatz the recipisnis of the notics 23 s0on
as practlicabie once the updsed infarmzton
bscomes avaitablz.

§483 15(c)(8) Notice in advance of facilty closura
In the case of facility ciosure. the individus! who ig
the adminisirator of the facility mus? orovigs
' written nolification prior to the impznding closure
to the State Survey Agency, tha Ofice of the
Stale Long-Term Care Ombudsman, residenis of
the facility, and the rasident reprasentaiives. as
well as the plan for the transfer and adequats
relocation of the residents, as requirsd 21 §
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FE23 | Coniinued From page 2 F 623 :
483 70(1) ;
| This REQUIREMENT is nat mat as gvidenced !
, !

Based on chnical record review and staff i
| interviaw, the faciity failed to notify the State -
ombudsman’s office for a residsnt’s dischargs for :
one of 22 residents in the survey sampla.
Residant #50, discharged to the hospital and the
Stets ombudsman's ofize was not noifiad of ths
discharge.

The findings includz:

Resid=ni #5% wss admitad 13 tha facility on
0711717 with a reedmissian on 080418
| Diagnoses for Residant #50 includad:
' hyperisnsion anemia, acute k'dney failure
| demenitia witiout tehavisrs. asult failurs to thrive
abdominal swelling/pain, dysphasiz, muszle
waakness and hypokalemia. The most recent
minirnum data sst (MDS) dated 08/26/18
assessed Resident #50 as being saversly
cognitively impaired and raely making decisions

Residant #50's clinical record was reviewad on
09/19/18 at 838 am. Anursing prograss nais
dated 08/26/18 with a timestamp of 22:22 (1022
p.m.} documented "Rasident was admitad to
{Narne) hospitat "

On 09/20/18 at 16:10 2 m,, tha social worker
(SW) was intzrviswed concemning notifying the
Statz Ombudsman's ofiice regarding Rasiden:
#20 bzing dischzrgad to tre hospial on 08/25/16.
The SW staiad she notifisd Resident #50's
responaible patty and discussed the bed-hald
authorizasior. Tne SW s'z:2d she d'd not nodify
the State cmbudsmar's offce of Rasident #50's
dischargea to the hospiial becausze she was rot
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aware she was supposed to :
These findings were reviewed with the ;
administrator & director of nursing (DON) during i
a meeting on 09/20/18 at 12:10 p.m. i
F 641 Accuracy of Assessments Fealj AOC
$5=0 CFR(s): 483.20(g) : Fedl
ause Anabvsis was conducted on 1O/V6TR
§483.20{g) Accuracy of Assessments |, Root Cause Anabysis
Thg ass:essment must accurately reflect the 919018, Ad Hae QAPT Committee
_resident's status. T 92872018
This REQUIREMENT 1s not met as evidenced meeting was held on 92872 3
by Y pesident #27's MDS was modified
. Based on observation, staff interview and clinical | an 9/20/2018 1o acvurarely reflect
. record review, the facility staff failad to ensure an | oral status, Resident's #34 MDS
accurate minimum data set (MDS) for three of 22 i wis modified on 9/20/2018 to
residents in the survey sample. i reflect accurate weight,
_ , ’ Resident #1's MDS was moditied
1. Resudlent #Iz?‘s MDS inaccurately assessed the on 10:1/201 810 accurately reflect
resident's oral/dental status. s Raretion:
2 B?—ildent #34's MDS included an inaccurate 2 Quality monitor review wil
W be conducted by Regional MDS
; . . i s assessments
3 Resident#1's MDS documented an inaccurate Coordinator ol assessmen
assessrnent of bladder function. completed within the past 30
day s to ensure aceuracy of
The findings include sections K and L.
1 Resident #27 was admitted to the facility on
10/11/17 with diagnoses that included
schizophrenia, diabetes, chronic kidney disease.
anxiety, peripheral vascular disease, bipolar
disorder and pericarditis. The minimum data set
{MDS) dated 7/21/18 assessed Resident #27 with
moderately impaired cognitive skills
On 9/18/18 at 10 08 a. m . Resident #27 was
FORM CMS . 2567,02-99) Previous Varsions Obsolale Evanl I TRBD*1 Facilily ID VAZCAT
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F 641 Continued From page 5 : F 641 J
5 i 5 5 / s 1 E82 IETTA
observed in his room. The resident's front teeth 3. MDS coordiatorane were
were missing with the remaining visible teeth : Regional Dietars Manager we
chipped and discotored. The visible teeth had educated on MDS aceuracy
black and gray discoloration on the surface and , according to the RAL manual _
along the gums 10 include complietion ol :
© Sections K & L on /2772018 ?
Resident #27's clinical record documented the by the Regional MDS Coordinator.

resident's teeth were i poor condition upon

admission to the facility. Resident #27's

admission nursing assessment dated 10/11/17 \
+ documented the resident had natural teeth !hal } data to verify accuracy of Sections
i were chipped and/or broken Resident #27's plan ! ) he DON or designee
| of care for nutrtion (revised 4/20118) listed the : f Rl Lo S DL s
| resident "has poor dentition and is on a ‘ ; will complete a guality rex s
! mechanical soft diet for ease of chewing " l weekly for 8 wecks Lo validute MU

l

Prior to submission of MDS
assessmoents, the interdisciplinan
weam will review the assessment

assessment accuracy.
Section L of Resident #27's admission MDS

dated 10/18/17 inaccurately documented the 4 Findings will be reported to
resident with no dental issues and listed there the quality improyement

were no obvious or likely cavities or broken committee munthly and the plan
natural teeth. will be revised as necessary.

On ©/19/18 at 8:35 a.m., the registered nurse (RN
#1) responsible for MDS assessments was
: interviewed about Resident #27's dental status.
‘ RN #1 stated the resident had never complained
| about his teeth but had obvious missing and dark |
. teeth. RN #1 stated the missing teeth with likely |
! decay should have been included on the 3

- admission assessment.

The Long-Term Care Facility Resident
Assessment Instrument 3.0 User's Manual on
page L-1 decuments section L (Oral/Dental
Status) is intended to record any dental problems
present in the 7-day look-back period
Instructions for completion of this section include.
"Check LO200B. no natural teeth or tooth
fragment(s) {edentulous): if the resident is

FORM CMS-25567:02-99; Pravious Varsions Obsolate Event Il TRAD11 Faciy 10 VACO4T If continuation sheet Page 6 of 52
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edentuleus/lacks all natural teeth or parts of
; teeth.. " and to check iiem LO2300 for "obvious or
likely cavity or brokan nawral teets if any cavity
cr broken tooin is seen " (1)

This finding was reviewed with the ad ninistrator
| and director of nursing during a meeting on
l'9/19/18 at 4:00 p.m

i (1) Long-Term Care Facility Resicent Assassment ; !

| Instrumant 3 0 User's Manual, Version 118, '

! Centers for Medicare & Medicaid Ssrvicss.

' Revised October 2018,

2. Rasident # 34 was admittzd 1o the faciiity on

5/10/18, and most recently readmitied on 6/27/18

| with diagnoses that included hypedension,

peripheral vascular disease renal insufiiciency,

diabetes mellitus, hycerlipidemia, aphasia,

' Non-Alzheimar's Dementia. generatized muscis

" weakness, cognitive communication deficit,

. dysphagia, pyonephresis, hypocaicemia and

! status post left above the Knee amputation

| According to the most recent Minimum Cata Sat \

! (MDS), an Annuat with an Assessment Reference ;

" Dats of 711/18, the rasident was assessad under |

. Section C (Cognitive Petlarns) as being severely
cognitively impaired, with a Summary Score of 5
out of 15

On the same Annual MDS, the resident was
. assessed under Secticn K (Swalicwing/Nutritional
Status) at ltem ¥0200 (Height and Weight). as :
| weighing 144 pounds. At ftem K0300 (Weight
' Loss). the resident was agssssad a5 having a i
weight loss of 5% or more in the fast menth, cr a
loss of 10% or more in the last s menths, which
" was not part of a physician prescribed weight loss : i
program

FORM CMS-255T{02.99, Pravious Versicns Obsaee Event ID TREC" Faciy I VALOL? If eantinuation sneel Page 74 52
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F 641 | Continued From page 7 i £ 8411 i
Review of the Weight Summary in Resident #
34's Efectronic Health Record (EHR) revezled his

weight on 7/11/18 was listed as 148.4 pounds i !
. Comparison of the resident's listed weight of : i
148 4 pourds o0 7/11/18 with his Weight : :
Summary ksted weight of 144 6 pounds on
6/6/18, revealed a weight gain of 3.8 pounds, ara
2 6% weight gain in ona morth  Comparison of
the resident’s listed waight of 148 4 po.nds on
7111118 with his Weight Summary listed weeight of
156 pounds an 1/7/18, revealed a weight loss ¢f
© 7 6 pounds, or a 5.13% weight 10ss in six morths

AL gi45 am on 9/19/18. the District Manager far
Dietary Sendces was interviewed regarding the
entrizs at Section K on the Annual MDS for
Resident # 34 The District Manager said she :
entered the weight at Saction K, and that she : :
used the weight taken from a d etary assessmant

dated 8/4/18 The District Manger also said she
eniered the weight on the MDS on 8/4/18. A _
review of Resident # 34's EHR fajled to reveal a |
i dietary assessmant dated 8/4/18

According ta Saction Z (Assesament
Administratior) of the residant's Annuzl MDS,
Section K was signed off as being complete by
the District Manager on 8/4/18

Further reviaw of Resident # 3<'s EHR revealed a

; Consulate Nutritionat Evaluatior, dated 8/1/18 !

The "Summary and Progress" saction ¢f the !
evaluation listed the resident's weight as 143 & i
pounds

At 145 p.m cn 9719/18 the faziliy s Registered
Distivan {RD) was inlerviewed regarding the

weight listed on Section K of the Arnuai MOS. "I
get the weights of the computer ” the RD said "I

RN CIA3-TE3702-55; Pravicus Yersicns Tosolksts Evert [D TRAT: Facimly 1 WAZCLT If cortinuation shzat Pagas 8 of 52
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did not da this one, the District Manager dd She
probably used the 143 6 weighl and rounded L up
to 144, it sounds like a coding error”

AU 1:55p.m on 9/19/18 RN # 1 (Registerad
Nurse}, ong of three MDS Coordinators, was
interv-ewed regarding the Annual MDS for

' Resident # 34 According to RN # 1, the MDS
should be transmitizd 14 days afier the ARD. "Alj
informatian on the MDS must te obtained from
information avaiiable during the seven day lock

* back period  We have up until midnight of the

i ARD to gather that information” RN # 1 said. RN
# 1 went on to say that if no weights were done

| during the look back pericd, then the most recent
weight prior to the look back paricd would be
used. RN # 1 also said that infarmation gatnered
after tha ARD would not be includad on the MRS

The fincings were discussed dunng a meeling at
4:00 p.m on 9/19/1% that included the
Administrator, Director of Nursing and the survey
team.

© 3 Resident #1 admitted to the faclty crigina'iy
on 02/28/18 Diagnoses far Rasidant #1
included, tut were rot kmited to. COPD (chronic
chstructive pulmcrary disease}, dysphagia, O
(diabetes mellitus}, Parkinson's dissase, history
of alzcho! abuse, cardiomegaly, gout, anamia,

' thrompocylapenia. and BPH (benign prostatic
hypertrophy) and urinary retention.

i

I

‘ The mast currsnt full MOS (minimum data sel)

| assessment was an admission assessment with
an ARD (assessmeni referance date) of 03/05/18

| This MDS was raviewed and cocumentad the

resident witn a cogniive score of §, indicaling the

resident had severs impairment in dally decision

making skills. The resident was also assessed
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Continued From page 9

as requiring extensive assistance with most

. ADL's {activities of daily iving} with assistance of
_ at least one staff person for bad mobiltty,

: transfers, dressing, tolleting and personal

" hygiene. The resident was totally dependent
upon cne staff person for bathing. Tne rasidant
was assessed as havino an indweil ng catheter
or: this MDS and triggered in the CAAS (care
area assessmant summary) sectizn of this MDS
for urinary incontinence anc indwslling catheter,

Resident #1 was observed multiple tmes during
thz survey process from 09/18/18 through
0%/20/18 The resident had an indwelling Foley
catheter in place during the entire survey

: Process.

' During clinical record review the resident's

i phvsician's orders were reviewad from admission

to present and documented in summary, that the

. resident was admitted with & Foley catheler un

02/28/18 and on 04/03/18 the Foley catheter was

» discontnued and irterm:tlent cathetertzalion twice

. daily was started. The resident haca

¢ hospitalization frorm 04/06/18 through 04/ 11718,

The residznt was readmitted on 04/11/18, agan

with an indweliing catheter. On C2/28/18, the

' indweling catheter was discontinued again. On
06/03/18 the resident was discharged to the

- hosgital and readmitted to ths facil'ty on 09/135718

: The resident was readmitted again with an

¢ indwell.ng catheter on 05/10/18

i Trie resident's MDS records were ravisved and

! revealed thal on the discharag return anticipated
dated 09/03/18, tha resident was assessad as
having intermittent cathetarizations and noe
toileting program  The MDS dated C8/10/18 an
entry tracking MDS did not documeant the residen:

F 641
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_had an indwelling catheter and/or any intermittent
catheterization, no toileting program and no
information regarding urinary elirmination

On 09/20/18 at 10:50 a.m , the unit manger, also
known as LPN (Licensed Practical Nurse) #1 was
- interviewed regarding Resident#1's MDS. The
LPN was made aware that the MDS should
reflect the correct status of the resident's urinary
elimination. The LPN stated that the MDS
coordinator completed the MDS and was not sure
where the information came from.

On 09/20/18 at approximately 11.00 am., the
MDS cocerdinator was interviewed regarding
Resident #1's MDS accuracy. The MDS
coordinator stated that the resident's current

" information would be put on the readmission
assessment.

QOn 09/20/18 at approximately 1:30 p.m the DON

(director of nursing) and the administrator were

made aware of the concerns regarding Resident

#1's MDS and that the information did not reflect

the residents current status. The DON agreed
“that the MDS is an assessment and should reflect
: the resident's status at the time of the MDS.

No further information and/or documentation was

- presented prior to the exit conference on

- 09/20/18 at 200 p.m.
F 656 ; Deveiop/Implement Comprehensive Care Plan F 656
55=E | CFR(s) 48321{b)(1)

§483.21(b) Comprehensive Care Plans
§483.21(b} 1) The fagility must develop and
implement a comprehensive person-centerad

| care plan for each resident, consistent with the

FORM CMS-2557102-99) Prev.cus Varsions Obsoate Evemt 1D TRSD 1 Facility ID VACD47 If continuat:on sheet Page 13 of 52
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| §483.10(c)(3), that includes measurable

i objectives and timeframes to meet a resident's
medical. nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment. The comprehensive care plan must
describe the foliowing -
(i) The services that are to be furnished to attain

' or maintain the resident's highest practicable
physical, mental, and psychosocial well-being as
required under §483.24, §483.25 or §483 40; and
{11} Any services that would otherwise be required
under §483.24, §483 25 or §483 40 but are not
provided due to the resident's exercise of rights
under §483.10, including the nght to refuse
treatment under §483.10(c)(6).
{iii) Any specialized services or specialized
rehabilitative services the nursing facility will
provide as a result of PASARR
recommendations. If a facility disagrees with the
findings of the PASARR, it must indicate its

" rationale in the resident's medical record.

. (iv)In consuitation with the resident and the

~resident's representative(s)-

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

. desired outcomes.

| {B) The resident's preference and potential for

! future discharge Facilities must document

| whether the resident's desire to return to the

| community was assessed and any referrals to

| local contact agencies and/or other appropriate

‘ entities, for this purpose.

| (C}) Discharge plans in the comprehensive care

. plan, as appropriate, in accordance with the
requirements set forth in paragraph (c) of this
section.
This REQUIREMENT is not met as evidenced
by:
8ased on staff interview and clinical record
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F 556 | Continued From page 11 i F 656, L. Roat Cause Analysis was conducted ADC
I resident rights set forth at §483.10(c){2) and i Con 9212018 Ad Hoc QAPL commitice 10/16/18

mecting was held on /2172018,

Resident #1 Care Plan was updated on

9/257201% to seflect use of ndwelling catheter,
Resident #21's Care Plan was updated on .
10:1/2018 to reflect behaviors. Resident :

227< Care Plan was updated on
1o retlect his dental conecerns,

hehaviors and dental concemns
wiil be completed by the DON
or designee to ensure that the

of comprehensive care plans to
include accurate retlection
of the resident by the Regional
MDS coordinator. DON or

designee to conduct quality rev

of new admissions and other
rundom residents weekh

tor 8 weeks to validate
implementation of the
comprehensive care plan

to reflect the residents
gurrent stans.

4, Uhe findings wili be

reported Lo the guality improvement
committee monthly and Lhe plan

will be revised ax necessary.

2. Quatity review of care plans for
residents with indwelling catheters,

comprehensive care plan 1s accurate.

3. On 942472018 the MDS coordinater
was educated on the development

10/1:2018 |

lew
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. review. the facility staff faited to develop a CCP
- {comprehensive care plan) for three of 22
| residents in the survey sample (Resident #1,

¢

i Resident #21, and Resident #27)

3

[ 1. The facility staff failed to develop a CCP for

. Resident #1 far the use and care of an indwelling
urinary catheter, the resident developed urethral
erosionftrauma

2 The facility staff faiied to develop a CCP for
. Resident #21 for behaviors.

| 3. The facility staff failed to develop a CCP for
Resident #27 in the areas of ADL (activity of daily
living) care ang dental.

Findings include:

Resident #1 was admitted te the facility originally
on 02/28/18. Diagnoses for Resident #1
included. but were net limited to: COPD {chronic
obstructive pulmonary diseass), dysphagia, DM
(diabetes mellitus) Parkinson's disease, history
of alcohol abuse, cardiomegaly, gout, anemia,
thrembecytepenia, and BPH (benign prostatic
hyperrophy) and urinary retenticn.

: The most current full MDS (minimum data set)
assessment was an admission assessment with
an ARD (assessment reference date} of 03/06/18
This MDS documented the residant with a

" cognitive score of 6, indicating the resident had
severs impairment in daily decision making skills

. The resident was also assessed as requiring

extensive assistance with most ADL's (activities

. of daily living) with assistance of at least one staff

- person for bed mobility, transfers dressing.

toileting and personal hygiene. The residentwas

F 656
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totally dependent upon one staff person for
bathing. The resident wes assessed as having !
an indwetling catheter on this MDS and triggared '

in the CAAS (care area assessment summary)
section of this MDS for cogniticn, urinary, fails !
and nutrition.

Residen: #1 was observed muttipl limes during
tha survey process from 08/18/18 through
09/20/%8. The resident nad &n indwelling Foley
catheter in place during the survey process.

During clinical record review, the resident’s
physician’s orders ware raviewed from admission !
io present and documenied in summary, that the {
resident was admitted with a Felsy cathster on
02/28/18. {n 04/03/18 the Foley cathatar was

i discontinued, and intermittent catheterization

wvice daily was started at that time. The resident

had a hospitalization from 04/05/18 threugh

04/11/18 The resident was readmitiad on !
04/11/18 with an indwelling catheter. The i
catheter was again discontinued on 08/28/18.

The residant had & hospitalization from 02/03/18
through 09/10/18. The resident was readmitied

to the facility on 09/11/18 with an indwzliing Foley
cathetar.

Resident #1's current CCP (comprehensive carg
plan} was reviewed and documented, .. has
altered bladder elimination related to bladder
nack obstruction with infermittent catheterization
[Fate inibated 02/28/18] [Revision on:
09/04/18].. interventionz in place 10 minimize risk
- of comptications from intarmittent catheter use
through next review . intermittent catheter as

| ordered idate initiated  08/29/18] .Monitor and

. report to MD [medical doctor] any
signs/symptoms of UTI [urinary tract

OMB MO. 0938-0351
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i catheter for tension during transfers and

reposilioning [date initiatsd. ©7/24/18]., obhsarve
and report to nurse any skin impairments noted
during care [dzte initiated: 0322/18] .Observe
skin areas arcund F/C [Foley catheter] strap ang
remove §s reedad to check skin condition [date
initigtad. C5/31/18 .check [rame of Resident #1]
for incentinence and assisi with toilsting as
neaded.. ”

Tha CCP did not address Resident # 1's higtory
of or the current use of an indwelling Foley
catheter. The CCP did nol address any type of
interventlions for the prevention of complicelions
refated to the use of an indwzlling Foley catheter.
Mo intarveniions were listed regarding care and
assasement of comiplications frem the prolonged

- use of an indweliing catheter The resident

subsequently acquired penile erosion through the
urathra, which left the residert with a2 wound
measuring 3 cm {centimeters) in langth, by 4 cm
wide by 0.5 cm cepin, and lisled as a stage 2

! pressure uicer par LPN {Licensed Practical

Nurse) #1 and RN {Registered Nurse) #1
woundiskin assessment dated 09/20/18.

| On 09/20¢18 al 10 50 & m | the unis manger, a'so

krown as LPN # 1 was interviswed regarding
Resident #1's CCP. The LPN was mzade aware
that the resident's indwelling cathetsr andfor
intarventions related the the use of an indwelling
cathetar were not on the resident’s CCP. The
currart CCP stilt had the resident as receiving
intermittent catheterization's

. Tre LPN stated that anyone can update the CCP,
» but normaliy 1s dons when MDS assessments are

OMB NO 0938-0391
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completed.

L On 09i2GH18 a8 appraximately 1:30 pm the DON

{diractor of nyrsing) ang the administrator were
rmade aware of sericus concerns with Resident
#1's prolonged use of an incwelling catheter and
the fact that the resideni's CCP did not addrass

i the current status of the resident and did neot

include interventions for the prevention of
complications. The DON agreed that the COP s
what drives the residant's care and agrezed that
he CCP should be up todate to reflect the

¢ resident's current interventions and status andis
i the plan of carg for that resident

Ma furher information and/er documantaticn was
presented prior to the erit conferancs on

P 02/20/18 at 200 p.m,

! 2. Resideni #21 was admilted o the facility on
8/28/18 with diagnoses including, cergbral

. vascular accident, urine retention with Foley

catheter, hamiplegia affecting right side, anemia,
and current unnary tract infection.

The most recent MDS (minimum data set)
assessment was a quanerly with an ARD
(assassment reference date) of 7/15/18

Resident #21 had a cognitive scare of 3 indicating
severe cognitive impairment. Section G of the
current MDS documentad that Resident #21
needs extensive two parson assist with personal

i hygiene.

On 9719419 at 10:35 AM license prastical nurse
{LPN #4) was observed periorming Faley
catheter care  Prior to catheler care Ragidant
#21 was observad with blood on the left hand
LPN #4 made the comment that Rasident #21
digs and scratches at nimsalf arcurd his pubic
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area. LPN #4 removed Resident #21's brisf and
blood was obssrved around the penis and scrotsl
zrea, there wers no lacerzstions or abrasions
observed. Resident #21's fingsr nalls were long,
thick, and yellowed and d.d not appear clean or
well kept When asked about nail care LPMN #4
verbalized that she has asked for Resident #21 to
be seen by pediatry but podiatry only does 1oe
nails. LPN #4 also verbalized that the facility
doas not have clippers that will work cn the '
resident's finger nails because they are so thick i
¢ and that the phystcian would be contacted \
regarding Resident #21's nails When asked ‘
I

-
[52)
93]
[a)]

; @bout resident scratching and digging around his

1 genital area LPN #4 verbslized that she felt like i

was behavioral because when he can't access his
genital area he will pick atinanimate abjecls such
as his whesl chair

On 9/19/18 Resident #21's cara plan was
reviewed and wd not evidence any care plan
regarding behaviors or any interventions
regarding scratching. |

09/19/18 04:26 PM Informed DON (direstor of ; i
nursing) and administrator regarding the above :
finding. Thz DON was asked, should a care plan
be put in place regarding behaviors related to ; !
i scratehing at the Resident's genital area to the

i paint of making himself bieed The CON ;
¢ vegrbalized that resident should be care plannagd :
for behaviors regarding seratening

I
Mo other information was presentsd prior to exit :
on 8/20M18. :
3. Resicent #27 was admitted to the fasility on :

1074117 with diagnoses that included .

. schizoohrenia, diabetes, chronic kidney dissase, : I

" anxiety, peripheral vascular disease, bipolar ! §
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disarder and pericarditis. The minimum data sat !
(MDS) dated 7/24/18 assessed Rasiden®#27 with
moderately impairad cognitive skills. This MDS
assessed Resident #27 to reguire cueing and set
up help with persona! hygiene.

On €/16/18 at 16:08 a.m., Residert #27 was
observed in his room. The resident's front t2eth
were missing with the remaining visible testh
chipped and discolored. The visible teeth had
biack and gray discoloration on the surface and :
aleng the gums  Resident #27's fingernaiis on |
both hands were long ard uneven. The
fingsrnails were dirty with black/gray substance
! under ail the nails.

' Resident #27's clinical record documentsd the
resident's teeth were in poar candition ugon

. admission to the faciiity. Residant#27's i
admission nursing assessment dated 10/11/17 : !
documented the resident nad natural teet.. that ' i
were chipped and/ior broken. The clinical record
alsc documentad the resident frequently refused
baths, showers and daily hygieae. Resident
#27's activity of daily living records for the past 30
days documented the resident refused personal

© hygiene daily fram 8/26/18 through 9/3/18 and anh
- 9/9/18 and 9/13/18. Nursing noigs documeniad

; multiple aitempis to gat tha resident to bathe

+ and/or shawer.

' Residant #27's ptan of care {revised 7/15/18) ; i

i included no problems, geals ard/orinterventions ; ! '
' regarding the resident's teetn or activities of daily : ! :
“ living. The plan of care for nutrilion listed the i

! resident "has poor dentition and is on a2 3

‘ machanical scft diet for ease of chewing” but

| includsd no interventions regarding dental care or

i services. The care plan made no mention of the

FORM CME-2567(02.E8) Prev cus Varnions Jhaolate Event 10 TRID Y Fac bl i0 WAIGLY If conbnuation sheal Fage 15 of 52
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F 656  Continued From page 15
resident's refusais of baths/srowers

On S/19/18 at 214 pm., e ligensed oractical
nurse {LPN #2) caring for Residenl #27 was
intzrviewed. LPN #2 staed the rasident's
fingarnails were lang and dirty but {he residant
refused nail care and da'ly baths frezuently LEN
#2 stalsd the residert fequsntiy dd nol take a
ot unless you bargained with him regarding
cigarztles. LPN #2 sisted she documented in
rursing neles the resident's refusals and thair
attempis to ge: him 1o bathe.

Or 9719/18 5t 8:34 a.m , the registered hurse
resparsible for care plan development (RN £1)
was interviewed 2bout Residen® #27 RN #1
reviewed the care plan and stated the broken ard
missing 138th wera rot hsted byl should have
bezn addressed Or 91858 at3 42 pm RN 21
wes interviewed abou: Resident £27's perscnal
hyg:era rafusals RN #1 reviewsd tha carz plan
a~d statad sha did not see anything conceming
activities of daily living ordental concerns RN #1
stated the resident's refusals of daily hygiene

! should have baen addressed uncer behaviars.

These findings were raviewsad with the
administratar and directer of rursing during a
meeting on $/18/18 21 4.00 p m,

657 1 Czre Flan Timirg and Ravision
53=0: CFRis) 483 2t{b)(2}(1)-{in

' §483.21(b) Comprehansive Carz Plans
§483 21(b)(2) A comprehansive care plan must
be-
(i} Developad withir 7 days aftsr compigtion of
the comprahensive ass2ssment

(i} Preparad oy an interdisciplinary t2am that

b Roat Cay

on W00

¢ Analysis was condycrod AOC

10/16/18
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idladesbulisnalimieivm. Ad Hoe GAP] committee meeting was held on
{A} The aftending physician. _
(B) A ragistared nurse weh respansisility for the 22018,
resident Resident #1 Care Plan was updated on
{C) A nurse aide with respansibility for the
resident. S/23/2018 10 reflzct use of indswelling catheter
{D) Amember of food and nutrition services stad
{E) To the extant practicable, the participatian of and nutritional status

the rasident and the resident's representativa(s).
An explanation must be included in a resident's 2. Quality review of care plan or residents with ;
medical record if the participation of the resident :
and their residant representative is datermined
not practicabie for the devalopment of the
resident's care plan.

(F) Ciner appropriate sizsff or professionals in
disciplings as dsterminsd by the resident's needs
of as reguested by the resident

indwelling catherers and nutritional needs vwill ke
reviewed to ensure care plan is accuracy:,

3 99472018 the clinical management team

(iii)Reviewed and revised by the intsrdisciplinary vias educated by the Regional MDS

team after each assessment, including both the ; - o
comprehensive and quarierty review coordinator on revizwing ard revising
assessments, care plans ina timowy manner to reflect the
This REQUIREMENT is nat met as svidenced

Based on staff interview and clinica! record
review, the facitity staff failed {0 review and revise
the CCP {comprehensivs cars plian) for one of 22 g
residents in the suvey samgie, Resident &1

I
by: 1 rasident’s curent seans,
I Tha DON or dssignee will educate the licensed
rursing staft on reviewing and revising care
plarsin & timely mannzr,
! The facilily staff failzd to review and reviss the

: : ) DOWdesignae o canduct quality review of
i COP for Resident #1 in the areas of urinary snd ) HERR :

nutrition rasdom care plans weekly Tar § weeks o

, ) " validate accurats redection of the ree:
Findings include: coon of the residen.
. _ 4. The findings will he reported 1o the qualin
Rasident #1 admiited to the facility orginally on . .
02/28/18. Diagnases for Resider! #1 includad o tmprovemert corunitize month!s and the plan |

ver imizad to: PO (chroric : ; :
but v e nat limized t QO (ch ric : will b2 revised s necessary. i
obstiuctive pulmoniary diseass), dysphagia, DM ;

. (diabetes maliitus). Parkinscn's disease, history

SOEL IMB.25S57(02.95) Pravious Varsors Obsaala Zusl IB: TRE 2 : I zentinuatizs sheat Page 29aisn
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FORM APFROVED

hynenrophy) and urinary retention.

© The most current full MDS (minimum data set)
assessment was an admissign assessmen! with
an ARD (assessment reference date} of 03/06/18.
This MDS was reviewsd and documented the
resident with a cognitive score of 6, indicating the
resident had severs impalrment in daily dacis.on
. making skills The residant was alse assessed
as requiring extensive assistance with mast
ADL's (activites of daily living) with assisiance of
at least one staff person fer bed mchbility,
transfers dressing loileting and personal
hygiens. The residert was totally dependent
upon one staff persan for bathing. The resident
was as55es5sed as having an indwelling catheter
an this MOS and triggerad in the CAAS (care
area assessment summary) section of this MDS
for cognition, winary, falls and nutriticn.

Resident #1 was observad multiple tmes during
the survey process from 08/18/18 through
09/20/18  The resident had an indwelling Foley
caiheter in place during the survey process.

The resident's physician's orders were reviewsd
from admission o present and documentad in
stimmary, that the resident was admitted with a
Folay catheter on 02/28:18. On $4/03/18 the
Foley catheler was discentinued, and intermittant
catheterization twice daily was started at that
time. The resident had a hospitalization from
+ 04/06/18 through 04/11/18 The resident was
readmiited on 04/ 11/1B with ar indwelling
catheter. Tha catheter was egein discontinuad
i on 08/28/18 The resident had a hospitalization
fram 09/03/18 through 08/1GA13. The resident

:
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F 657 + Continued From page 20 F 657
of alcohol abuse, cardicmegaly, gowl, anemia,
¢ thrombocytopenia, and BPH (benign prostatic
i
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. was readmitted to the facility or 0911718 with ar
indwelling Foley cathster

Resident #1's current CCP (comprehensive care
plan) alsc documented, ".. has allered bladder
elimination related to bladder neck obstruction ;
with intermitient cathelerizalion [date iniliated |
: 02/28/18] [Revision on: 08/04/18] .interventions ' ‘
in place t& minimize risk of complications from
intermittent cathater use through next
review. .intarmittent catheter as ordered [cate
" initiated. 08/29/18] . Monitor and report to MD
{medical doctor] any signs/symptoms of UT!
" [urinary tract infection]...abtzin and monitor
! labidiagnostic work as ordared...agply barrier
cream .. Chserve catheter for tension during
transfars and repositioning [date initiated:
07/24/18] obsearve and report to nurse any skin
impairments noted during care [date initiatsd,
(3/22/18] ..Observe skin areas around F/C [Foiey
cathater] strap and remove as needad o chack
skin candition [date initiated” 05/31/18...check
- [name of Resident #1] for incontinence anc assist
+ with toifeting as nesded. "

The CCP did no! address Resident # 1's current
indweil'ng Foley cainster,

During clinical record review, the resident's
waight records were reviewed and revealed the
_resident had a substantial weight loss from
acmission on 02/28/18 through Ssptember 2018
! The resident had a total weight loss of 18.81 %
" and & tetal of 43 tos {pounds) during that tims

. The resident's physician orde's ware reviewed ; i :
{ fram admissior. {a prasant regarding intervsnions ‘
| for weight loss and documented in summary, that :

tha resident had mad pass 60 m! BID [twica daily] § '
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ordered on 03/16/18, purea diet ordered on
04/06/18, fortified foods en 05/12/18 and med
pass changa of 120 mI TID [thrae times a day) on
07/30/18.

- The resident's current CCP {comprehensive care
plan) documented, " assist with feading when

| needed.. observe for s/sx [signs/symptoms) of
dysphagiz...observe for sfsx of

malnutrition.. observe for s/sx of aralidental
problems  evaluatz and make diet change
recommendations as needed . The CCP did not
list the resident's weightloss and d d not list any
type of nutritionat interventions in place for the
prevention of weight loss

On 02/20/18 at 10.50 a m., the unit manger, LPN
tLicensad Practical Nurse# 1 was interviewad
regarding Resident #1's CCP. The LPN was
made awara that the CCP did nat include the

i resident's nutritional interventions or the
resident’s current indwelling catreter

The LPN stated that anyone car update the CCP,
but normally is done when MDS assessments are
i completed,

- On 09/20/18 at approximately 1:30 p.m. the DON

* {diractor of nursing} and the administrator were

| Imade awarg major concerns with Rasident #1's

| CCP not including the resident's current

t indwelling catheter and did not include any waight
loss interventions The DON agreed that the

| CCP s what drives Ine resident's care and

. ggreed tha! he CCP sheuld be up 1o date to
reflect tha resident's current interventions and
status and is the plan of care for that resident

No further information and/or cocumentation was

F 657
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This REQUIREMENT is not mei as evidenced
by

Based on observatior, residant intarvisw, staff
interview, and clinical record revisw, the facility
staff failed to provide nail care for two of 22
residsnis. Kesident #21 and Resident #23

1. Resident #21 was observed with long, thick,
1 yetlow finger nails.

2. Resident #23, dependent upon staff for
| assistance with persanal hygiens, had long, dirty
ffingernails.

 Findings were:

| 1. Residant #21 was admitted o the facility on
6/28/18 with diagnoses including, cerebral
vasacular accident, urine retention with Foley
catheter, hemiplegia afecting right side, anemia,
and current urinary tract infaction

The mostrecent MDS (minimum data set)
asssssmant was a quarterly with an ARD
(assessment reference date) of 7/15/18
Resident #21 had a cognitive score of 3 indicating
savere cognitive impairment. Section G of the
currant MDS docurmented that Resident #21
neads extensive two parson assist with personal

F22's nails were clzanad and
trimmed on 9202018

2 Quality review of residents
residing in the facitity will

be completed by the Uni;
Manager or dasignee ensure
nail care is heing provided

3. The licensed nursing staff ang
certified nursing staff will ba
educated on providing ADL care
to includz cleaning and
trimming finger nails as needed,
DON or designee 10 conducs
quality review to validate that
rasidents are being provided

nail care as nesded. This wil]

be compleied 3 times weekiy

for 8 weeks,

4. The findings will be reported
to the quality improvement
commities monthly and the

plan will bs revised as necessary,
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F657 | Continued From page 23 F 6857
presented prior to the exit conference on
09/20/18 at 2:00 p.m. Fa77
FE677 | ADL Care Provided for Dependent Residents F 677 1.Root cause analysis was
s5=p | CFR{s} 483.24(a)(2) completed 0n9/24/2018.
Ad hoc QAPI
5483.2_4(_3.}(2] A resident who is unat?le to carry commitiee meeting was held on -
out activities of daily living receives the necessary 572872018, Resident £2| is
- . . 3 ik " - il T 5
g o maintain tion, greoming, an .
serv Ceslt n’; oraLIah Qiii{;_”l“r g g. and 1=eeiving  treatment for nail
personal a ygiene; fungus. Residen: 10/16/18
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hygiena.

On 9/19/19 at 10:35 AM. license practical nurse
{LPN #4) was observed performing Foley
catheter care. Prior to catheter care Resident

. #21 was observed with blood on the left hand.

LPN #4 made the comment that Resident #21

; digs and scratches at himself around his pubic

area LPN #4 removed Resident #21's brief and
blood was observed arcund the penis and scrotal
area; there were no lacerations or abrasions
abserved Resident's #21's finger nails wers
long, thick, and yellowed and did not appear
clean or well kept. When asked about nail care
LPN #4 verbalized that she has asked for
Resident #21 to be seen by podiatry bui podiatry
only does foe nails. LPN #4 also verbalized that
the facility does not have clippers that will work on
the resident’s finger naiis because they are so
thick and that the physician would be contacted

| regarding Resdent #21's nails

09/18/18 04:26 PM Informed DON {director of
nursing) and administrator regarding the above

: finding.

No other information was presented prior to exit
on 8/20/18.

2. Resident #23 was admitted to the facility on
2/8/08 with diagnoses that included cervical

¢ spinal cord injury, high bioed pressure, glaucoma

and contractures of the left and right hand. The
rminimum data set (MDS) dated 7/8/18 assessed
Resident #23 as cognitively intact. The MES
listed the resident had limited functional range of
motion of upper and lower extremities on both
sides and required the extensive assistance of
one person for perscnal hygiene.

FORM CMS-2967:02-9%) Previous Versions Obsclete Evenl 1D TR3D1: Facility ID YACDA7 It contiruation shest Page 25 of 52
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On 9/18/18 at 9:30 a.m ., Resident #23 was
observed in bed in his room. The resident had
contracted fingers on both hands with his

! fingertips resting on his palms. The rasident's
fingernails on both hands were long, extending

. beyond the ends of his fingers. The pinky nails

" on both hands were longer than the other nails.
Both thumbnails were dirty with a black
substance and were jagged. Resident #23 was
interviewed at this time about his long nails. The
resident staled his fingernails were cut "about a

i month ago” and stated he wanted his nails cut
and cleaned. Resident #23 stated his nails were
hard to cut because his fingers were cantracted

Resident #23's plan of care (revised 7/9/18)

| documnented the resident had ADL (activities of

" daily living) deficits due to his limited mobility.

- Goals to meet ADL care needs included, ™. wil:
receive a staff suppent with ADLs through the

. review date.." Interventions to meet ADL needs

. included, "...requires extensive assist of 1 stalf
regarding bathing, dressing, Tcileting ."

On 9/19/18 at 2.05 p.m., the certified nursing aide
(CNA #1) caring for Resident #23 was
interviewed about the fingernails CNA #1 stated
nails were usually cut during baths and/or
showers "whenever they need cutling.” CNA #1

' stated Resident #23 usually received his bath and
ADL (activities of daily living} care on the 11:00
p.m. to 7.00 a.m. shift. CNA #1 stated she did
not know why his nails had net been cut

- On 8118 at 212 p.m_, the licensed practicai

- nurse {LPN #2} working on Resident #23's living

i unit was interviewed about nail care. LPN #2
stated nails were supposed to be cut and cleanad
as needed during ADL care

Fa77
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Fas4
These findings wara reviewed with the lvsi conducted
ini i : ; : s¢ analysis was c
administrator and director of nursing during a 1. ROOLEAURE arhialy Wls-f _
meeting on 9/18/18 at 400 p.m. on 9/21/2018. Ad hoc QAPI comminee
F 684 | Quality of Care E 684 meeting was condueied on
55=0 1 CFR(s) 48325 . .- o
9/38/2018. Resident?50 is receiving
i § 483.25 Quality of care medication ac.cording to Physician orders
| Quality of care is a fundamental principle that for bowel regimen, ACC
applies to alt reatment and care providad to
facility residents. Based on the comprehensive 2. Quality review of residents al
assessment of a resident, the facility must ensurs risk for constipation will be reviewed 10/16/18
that residents receive {reatment and care in by the DON or designee to ensure thal
accordance with profassional standards of interventions are in place and are being
practice, the comprahensive person-centared implemented as needed.
care plan, and the residents’ choices
¢ This REQUIREMENT is not met as evidenced 3. The licensed nursing staft and
] 5 : 5 5
; by N ‘ certified nursing stafl will be educated
: Ba.sed ondch:i:fe_it recqrd re:\ae»fv, c.i;.acufrn.lent o decumentation of bowet
I i+
revuew an .s a me_rvzew,t e faciiity failed to movements and the bowel protocal.
implement interventions for bowel management. he clinical t e
; c 1 2vie
Resident #50 did not have a bowel movement for The ¢ Imca. ean e
5 consecutive days and the facility did not documentation daily to idenhify
implement bowel managemant intarventions.
residents who have not had a
The findings include: bow el movement within 3 days and
foltow protocel. DON or designee
Resident #5C was admitted to the facility on to conduct quality review weekly
O7/17/17 with 2 readmission on 09/04/18 for § wesks to ensure that
Diagnoses for Resident #50 included: interveniions are being
hypertension, ansmiz, acuie kidnay failure, implemznted when deemad
deman_tia wit’nou_t beha_vLors. adult failure to thrive, necessary for ne bawel
abdominal swelling/pain, c!yspnasm. muscle movamant
weakness and hypokalemia. The most recent
minimum data_set (MDS) datgd 08/26/18 4. The findings wil! be reported o the
asse§§ed Re5|d¢nt #50 as being se-versly . qualin imprevement committes
cegnitively impaired and rarely making decisions g i o i1l ha tovice
, . A i mozntils and the plan will be revised
The MDS assessad Resident #50 as being i -
i 23 NECeI3any
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F €84 | Continued From page 27 : F 684
always incontinent of bowel.
Resident #50's clinical record was reviewed on

1 09/19/18 at 8:36 a.m. A review of the bowel and
_ bladder report documented that Resident #50 did
i not have a bowel movement for 5 consecutive

: days for the period of 08/12/18 through 8/18/18. : |
There was no documentation that the facility :
implemeanted bowe! management interventions
during these days. Resident #50's plan of care in
place during August 2018 included ro
interventions regarding constipation or bowel *
management, ‘ L i

On 0%/19/18 at 8:30 a m., the licensed practical ‘ i ;
nurse (LPN #4) who routinely provides care for ‘
Resident #50 was interviewed regarding the

. bowel management interventions. LPN #4 stated

. the facility's protocal is to notify the attending
physician when a resident dees not have a bowel :
movement for 3 consecutive days. LPN #4 stated
based on the resident's orders he or she is given
a laxative or suppository depending on the

! physician orders.

On 09/19/18 at 4:00 p.m. the directer of nursing ;
(DON) was interviewed about the bowel
management procedure. The DON stated after 3
cansecutive days of a resident not having a bowel
mavement, the nurse is to contact the physician ; l i
to discuss interventions. The DON was advised
that Resident #50 did not have a bowel
movement for & consecutive days for the period
. of 08/12/18 through 08/16/18 and the chnical
| recard did not docurment any interventions. The _
DON stated she would review the informaticn and ; |
provide an update the next morning (09/20/18) :

;. On 02/20/18 at 8:35a.m., the DON stated she
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 reviewed Resident #50's records and there were
no bowel management interventions for the
period of 08/12/18 through 08/16/18. The DON !
stated the certified nursing assistants (CNA) ‘
document if the resident does or does not have a
bowel movement. The DON stated the CNA also i
verbally reports to the lead nurse those residents |
wha have triggered for no bowel movement in 3 i
days. The DON stated the nurses use the

. electronic ¢linical dashboard to identify those
residents who are at risk for constipation. The ;
i DON stated she did not know why there were no
i bowel management interventions for Resident

| #50 completed during tnis period

! A review of the facility's Bowel Movement ‘

Worksheet Palicies and Procedures (revised 5 -
9/1/2017) docurnents the foliowing procedure i f
steps: y

“The Clinical Nurse checks the Bowel Movement
Worksheet ¢ - ADL sheet for the date of the
resident’s 1ast bowe! movement and identifies the
need for additional interventions.”

"If the resident has not had a bowe! movement by i
the third day, hel/she is given a laxative or i
suppository, depending upen the circumstances
and physician orders. The nurse checks the |
resident's order sheet making sure there is a I
laxative or suppository order.”

No additional information andfor documentation
was provided to the survey team prior to the exit
conference on 09/20/18 at 2:00 p.m. i
F 690 | Bowel/Bladder Incontinence, Catheter, UT! F 680 '
55=G | CFR(s): 483.25(e)(1)-(3)

|

i
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§483.25(2) Incontinence | F6Y0
5483.25{e)(1) The facility must ensure that
resident who is continent of biadder and bowal on i I Root cause analysis was completad
- admission receives services and assistance to on 9/31/18. The Physician ordered
maintain continence unless his or her clinical the indwelling catheter due 1o
l condition is or becames such that continence is Neurogenic bladder. Resident #1
not possible to maintain was assessed and found to have
‘ o penile rauma reiated to usage oc
§483.25(e){2;For a resident with urinzary 5 ; T A
L . . L of the catheter. The Phyvsician
tncontinence, based on the resident's 2 : ;
. ) o R desired to continue the
comprehensive assessment, the facility must ; - t 4 10/16/18
-allina theter {
ansure that- : ndw2iling cat ..Lf.‘[ an
(i} A resident who eaters the facility without an ! treatmert wes initated to
» indwelling cathalsr is not cathetarized unless the ! ; address the penile traunia. Ad
resident’s clinicai condition demenstrates that : hee QAP committee meeting ‘
' catheterization was nacessary, was conducted 928718,
- {11) A resident who enters the facility with an | Resident 71 was seen by
i indwelling catneter or subsequsnily receives ons | Physician on 91972018 and i

iz assessed for removal of the catheter &5 soon !
as possible unless tha resident's clinizal condition
demanstratas that catheterization is ascessary;
and

(iif) A residert wha is incentinent of bladder
receives appropriate freatment and services to
prevani urinary tract infactions and to restore
cantinence ¢ the extent possible

the indwelling carheier remains

in place, The plan of care being
reviewed for possiblz supra-pubic
catheter placement.

2. Quality review of residents

with indwelling catheters will be
completed by the DON or desiznec
§483 25{e){3) For a residani with faca to ensure thar they are free trom
incontinence. based on the resident’s
comprehensive assassmant, the fackity must
ensure that a residant wha is incontinent of bowel
' receives appropriate treatment and services to

© restore a3 much normal bowel functicn as
possible.

This REQUIREMENT is not met as evidenced :
. by , I
. Based on observation, residaent intervigw, staff ‘ !
- interview. facility documani revisw and clinica! :
- record revigw, the facility staff failed to ensure !

complications related to the device,
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cne of 22 residents (Resident #1) was assessed
and provided care and sarvices for the prevention
of urethral trauma related o the prolonged use of
an indweliing Foley catheter. As a result the
resident develeped trauma to the urethra (urethral
tearferosion) constituting harm $o the resident

! Findings include
' Residant #1 admittad to the faciiity originally on
02/28/18. Diagnoses for Resident #1 includsd,
but were not limited to: COFD (chronic

' abstructive pulmanary diszase), dysphagia, DM
' (diabates mallitus}, Parkinson's disease, history
, of alcohol abuse, cardiomegaly, gout, anemia,

! thrombocytopenia, and BPH (benign prostaiic
hypertropny) ard urinary rstention.

The most curran: fult MDS (minimum data se:)
; assessment was an admission assessment with
~an ARD (assessment referance date) of 03/06/18
This MDE documanted the resident with a
cognitive score of 6§, indicating tha rasident bad
i severe impairment in daily decision making skills.
i The residant was also assessad as requiring
i extensive assistance with mast ADL's (activities
| of daily living) with assistance of at feast one staff
| person for bed mobiity, transfers, drassing,
' toileting and persenal hygiene. The resident was
| totally dependent upor one staff perscn for
i bathing. The resident was assessed as having
| an indweling catheter on this MDS and triggered
1 in tne CAAS (care area assessman! summary)
| section of this MDS for cegnition, urinary. fal's
| @nd nutrition The resident additionally triggered
| for pressure in the CAAS araa of this MDS, but it
was not marked to address this area in the
carepian

F690i
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F 690 ] Continued From page 30

3 The jwe
the certified nursing staff witl be
educated on proper secursment of
indwelling catheters and completion
of skin nssessments to include i
documemmion“.hil manager or '

nsed nursing staft and

designee will conduct quality
raview of catheter care weekly
for 8 weehs 1o ensur2 procedure i
appropriate and deviee is properly _
secured. DON or desiznes o condiet i
quality revizw of catheter care
: weekly for 8 weeks to ensure the
i resident is free from rauma and
thas the care is being provided
adequately.

4. The findings wili be reported

o th: quality improvement commiiiee
monthly and the plan will be ravised as
NECesSArs
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During clinical record reviaw, a consult from the
urclogist dated 04/03/18 documented, ".. This
patient had incomplete voiging with + [positive)
UA [urinalysis], decreased renai function and
negative UC [urine culture] 2/18. Foley passed in
: ER [emergency rocom] and has had hematurna :
and urethral traurna twice since then. Flomax |
d/c'd [discontinued)] but on proscar ACDM [adult
onset diabetes mellitus] Parkinson's and BPH
[benign prostatic hyperplasial. Paraphimaosis™
reduced 1. alonic neurogenic bladder with
incomplete voiding and trauma to urethra
secondary to catheter manipulation. 2.
paraphimosis Reccmmendations: D/C Foley
catheter Intermittent cath BID [twice daily] if RU
[residual uring] < (less than] 250 ml [milliliters]
then intermittent cath QD [every day] RT frefer to] '
urology PRN [as needed)...signature of uralogist ™ '

Paraphimasis occurs when the foreskin of an ‘
uncircumeised male cannot be pulled back over ‘
the head of the penis. Website:

https /medineplus goviency/aricie/001281.htm

. The resident’'s physician's orders were reviewed
for Aprit 2018 and included an order fo’ ", dic
Foley cathseter [04/03/18] .intermittent
catheterization, if urine output is less than 250 mi
two times a day for uring retention...May D/C
intermittent catheterization if urine output is 250 <
| ml or more consistently...”

A physician's progress note dated 04/04/18 at ;
- 10:08 p.m documented, ", .COPD and nistory of !
' faliing. at baseline.. stable.. agree with plan of ' :
“care...” The note mads no mention of the

‘ resident’s Foley catheter or care af the catheter

1 Nursing notes were reviewed and documentied
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F 690 ¢ Continued From page 32 F 690
| the following: 3
]
|

| 04/03/18 at 3:00 p.m, " resident back in

[ facility. .new order to D/C Foley catheter,
intermittent catheterization BID if residual urine
250 ml then intermittent cath QD...called doctors
office for clarification on how long to cath BID ...
Awaiting call back fram doctors office . "

04/04/18, ", Foley d/c'd per MD [medical doctor]
orders. Voiding without difficulty. Saturated three
brief [sic) on this shift. "

 On 04/06/18 the resident was admitted to the

. hospitat and returned on 04/11/18. Resident #1
- was readmitted with an indwelling catheter in

- place.

The resident's physician's orders did not reveal a
. physician's order was in place for the indwelling
catheter piesent on readmission of 04/11/18;
physician's orders documented an order for an 18
french Foley catheter on 06/07/18.

On 06/27/18 nursing notes documentad that
"Nystatin” was ordered for "penis
irritation/scrotum” and that the attending
physician was in the facility [08/27/18] and had
been made aware, and wanted {0 continue with
| the treatment as ordered and the resident '
requirad a feliow up of condition. '

. Mo infarmation was found in the resident's clinical
‘ record regarding any follow up for the above

condition. No physician's progress notes were :
found regarding concerns related to the resident’s ¢
~indweliing cathater. '

i Cn 07/09/18 a nursing note documented,
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“Irritated arga on tip of penis has small amount of
improvement, treatment to area is

continued _.scrotum is completely
healed...Catheter strap is needed on catheter/leg
at all times to prevent pulling on catheter..”

The resident's MARs/TARs [mediation

agministration records/treatment administration

records] were reviewed from admission 02/28/18
; through 09/20/18 and did not reveal any
documentation that a leg strap was implemented
or being tracked or monitored for placement, to
ensure tension was not being piaced on the
catheter.

On O7/14/18 a nursing note documented that the
irritation to the resident's penis had improved. Ng
other documentation, skin recerds, or wound

. records were located te indicate that the area had
. been assessed by nursing or the physictan, or
that the area of concern was beiny followed and
monitored to evidence actual improvement or
deterioration

On 07/20/18 a nursing note documented. "Spoke
with [name cf attending physician] and he 15
aware of meatus tearing. | advised him of
interventions in place and he wanted to know
when resident was scheduled for next urologist
appointment, if he has none scheduled
appointment [sic]. Spcke with wife while she was
| in facility and made aware of reeducation to staff
" and needing to check on next urologist
appointment "

' On 07/25/18 a physician's progress note
documented, "pain with movernent of patient:
Foley catheter..Foley repositioning alleviales
discomfort.." There was ro documentation in the
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physician progress notes that evidenced he was
aware of the resident's "meatus tearing."

Further review of the nursing notes revealed the
following:

07/29/18, " _treatment of nystatin cintment
continues to res.dent penis due to excoriation at
Foley catheter insertion site.. area has
improved...skin at insertion site of resident's penis
" 1s pink in colar, with no drainage or blood noted..

[name of attending physician} in facility 07/25/18

and did see this resident no new orders given,
"would ke this treatment to continue.”

Q7/30/18. "Continues with nystatin cream
to...penis.. no drainage/bleeding noted. Instructed
resident not pull on catheter. Pain upon

: manipulation or movement of catheter, "

[ 08/01/18, "Some excornation noted at Foley
catheter insertion site. [Name of physician] in to
see resident... ”

08/08/18 . "...improvement at Foley catheter
site...Another leg strap placed on resident Foley
catheter tubing for stability. [Name of physician] in
- tonight, no new orders given "

- 08/24/18, "Very little progress to penile meatus
i site, will ask for reevaluation of site R/T [related
! to] treatment.”

* 08/25/18, "Very little progress noted to penile
meatus. Treatment continue [sic} as ordered.”

There were no physician progress notes for
08/01/18 or 08/08/18
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. A urology consult dated 08/28/18 documented,

1 "....Report Requested Regarding catheter
problem.. Findings: atrophic urethral necrosis at
the distal phalius from chronic indweliing Feley,
no significant acute celluiitis, being treated with
topical creams, patient alse manipulating the

| Foley, atrophic distal penile necrosis secondary to
chronic indwelling Foley. Recommendations 1
continue lubricating penile meatus with KY jelly

~BID. 2. avoid excess catheter tension. These

, are the problems that occur with chronic
indwelling Foley and why | recommended
intermittent catheter on 04/18 See

: Note. .signature of physician "

|
| A physician’s order documented to, "Discontinue ‘
' Foley catheter [08/29/18]." |
!

* On 09/02/48 a nursing note documented, "d/¢

- Foley catheter, intermittently catheterize twice

' daily if his residual urine are less than 250 ¢c he

. then can be catheterized once a day  Indwelling

l catheter should be avoided due to high likelihood

- of urethral trauma two times a day for uting
retention. Intermittently catheterize twice daily |If

' residual urine are less than 250 cc then he can
be catheterized once a day. [ndwelling Faley
catheter should be avoided due to high likelhood

‘ of urethral trauma. Foley catheter in place {sic]"

! Gn 09/03/18 the resident was admitted 1o the

" hospital and returned on 09/10/18 Resident #1
was readmitted with a Foley catheter in place.

Resident #1's current CCP {comprehensive care

plan) was reviewsed and documented, ' .has

impaired cognition. .assist with decision
_making ..has altered bladder elimination related
. to bladder neck abstruction with intermittent

STATEMENT OF DEFICIENCIES {41y PROVIDER/SUPPLIER/CLIA (R2) MULTIPLE COMSTRUCTION {X3) DATE SURVEY
ANDPLAN OF CCRRECTION IBENTIFICATION NUMBER A BULDING COLPLETED
c
485182 & I 09/20/2018
NALE OF PROVIDER QR SUPPLIER STREET ADDRESS. CiTY STATE . ZIP CQDE
1722 LAWRENCEVILLE PLANK RDAD
ENVOY OF LAWRENCEVILLE, LLC
LAWRENCEVILLE, VA 23368
241D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION | s
PRECIE ¢ (EACH DEFICIENCY MUST 8E PRECEDED BY FuLL PEEFIX {EACH CORRECTIVE ACTION SHOULD BE { COMPLETOM
TAG | REGULATORY OR LSC IDEMTIFYING INFORMATIOMN: TAG CROSS-REFEREMCED T0 THE APPROPRIATE { DATE
i . DEFICIENCY) |
+ ! ¥ ‘
) i
F €30 Continued From page 35 ; F 620

FORM UMS-2557,02.99) Previcus Vars 375 Dosc'ete Event I TRED11

Facility I VAZ2aT

It canlinuaton sheat Page 36 of 52




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

PRINTED. 09/28/2018
FORM APPROVED

catheterization {date initiated. 02/28/18] [Revision

~on. 09/04/18].. interventions in place to minimize

[ risk of cemplications from intermittent catheter
use through next review . intermittent catheter as
ordered [date inltiated: 08/2%/18]...Monitor and
report to MD [medical doctor] any
signs/symptoms of UTI [urinary tract

. infection]...obtain and monitor lab/diagnostic work

as ordered...apply barrier cream...Obhserve

catheter for tension during transfers and

repositioning [date initiated: 07/24/18] ..observe

and report to nurse any skin impairments noted

durtng care [date initiated. 03/22/18]...Observe

skin areas around F/C [Foley catheter) strap and

remove as needed to check skin condition [date

| initiated 05/31/18 check [name of Resident #1]

- for incontinence and assist with toileting as
needed . has impaired skin integrity to the left

- gluteal area related to impaired mability.. apply

* barrier cream ..assess/record/monitor wound

. healing v.eekly Measure length, width, and depih

| where possible.. [dated iniiated: 09/14/18] "

l The CCP did not address Resident # 1's current
; Foley catheter, did not address the resident's

7 penile ergsion/urethral tear and did nct include
any type of interventians for the prevention of
complications related 10 the use of a Foley
catheter

On 0€/18/18 at 11:00 AM the DON (director of
nursing) was made aware of concerns regarding
Resident # 1's indwelling catheter and possitle
complications and was asked to observe care of
the resident's catheter. The DON stated that she
“ would get the Unit Manager. LPN (Licensed
Practical Nurse) # 1 to assist with the
cbservation.
The DON was asked for skin and/or wound
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assessment records for Resident #1. i

Cn 09/19/18 at 11:10 AM, LPN #1 took Residant : :
#1 to his room via wheelchair. The LPN ‘
explained to the resident concerns regarding the
catheter and was asked if an observation could
take place. The resident agreed. The resident
was sitting in his wheelchair. The LFN had a
flaghlight for observation and applied gloves. The i
1 LPN pulled the front of the resident's sweat pants
. down, exposing his genital area. The resident
had an indwelling catheter in piace. The
resident’s tip of the penis (glans penis) was red
and raw. The LPN moved the penis o view the
underside, the resident's penis was torn/ripped
from the tip of the penis (the urethral opening) fo
. the bottom of the glans penis (below the
! frenulum), the entire underside of the penis is
open and raw. The resident had aleg strap on
the left leg upper thigh. The LPN stated, "it didn't
loock like that the last time | seeni." The LPN ‘
was asked when was the last time she had seen ;
it. The LPN stated, "The |last ttme | seen it was, ;
well I've been gone far three weeks." The LPN j !
did not pravide a date of when the resident's !
penis was iast observed or any other information
regarding the condition of the resident's penis.
The resident stated, “Tell my wifa.” The LPN
stated that the resident's wife makes his
' appaintments for him and that the resident has
one coming up, but she [LPN] was not aware of
. whean it was. The LPN was made aware that the
resident just had an appointment on 08/31/18. ! :
The LPN stated, "What did they say, what did ; |
they order?" The resident was asked if the area ‘ '
! hurt or was painful.  The resident stated, '
' "Sometimes it burns and hurts all the time." The
; LPN was asked when was the resident's next
" urology appointment. The LPN stated that she ; ;
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wasn't sure, but would find out.

On 09/19/18 at approximately 4.00 p.m., the
survey team met with the administrator and DON
and informed of cancerns regarding Resident #1.
The DON was asked when a resident has a
catheter, are the nurses supposed to be providing
. Foley catheter care and tracking output of the
resident's catheter. The DON stated, "Yes,
| anytime anyone has a catheter they [the nurses)
should be documenting " The DON further stated
that resident’s with Foley catheters have an order
set for care. The DON was asked if that was a
standing order set or was the order set
individualized. The DON stated that it was
individualized for each resident The DON was
asked for a copy of Resident #1's urinary catheter
order set regarding care and instructions, along
with any policies and procedures for catheter
! care, the resident's kardex, and any vaiding trials
attempted with documentation

- Admission assessments and skin
assessments/wound records were presanted and
reviewed for Resident #1 from admission tc
present.

" An admission assessment dated 03/05/18
documented tha resident had a indwelling
catheter and with no skin impairments to any area
of the body.

An adm:ssion assessmert dated 03/29/18
documented no skin impairments to any area of
the body

An admission assessment dated 08/10/18
documented the resident had a catheter (did not
specify type), and that the resident had "penile,
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» mealus tear from Foley catheter”, no
measurements o any other descript:on was
~documented for this area

Skin assessments were located in the clinical
record dated 04/18/18, 04/25/18, 05/02/18,
05/09/18, 05/16/18, 05/23/18, 05/30/18, 05/06/18,
and 06/20/18 Each skin assessment
documented the resident's skin was intact without
. any impairments to any area of the body

© A skin assessment dated 09/14/18 documented

' that the resident had "excoriation on penile

' meatus, treatment progress [sic]”; no other
infarmation or details were found.

On 09/20/18 at approximately 9:40 am., the DON
was interviewed regarding skin and/or wound
records for Resident #1's penis. The DON stated
that she has looked and seen the same thing as
tre surveyor. The DGN stated that was all the
assessment information for Rasident #1
regarding skin/wound assessments.

. On 09/20/18 at 1C:50 a.m., the unit manger, LPN

i # 1 was interviewed regarding Resident #1 and

| the abservation of the resident's penis on
09/19/18. LPN # 1 was asked if she called the
attending physician. The LPN stated, "No, 1 didn't

' call [name of attending physician]." The LPN was

" asked, who s respensibly for skinfwound

- assessmentis The LPN stated that the nurse's

do their own skin and wound assessments. The

- LPN was then asked if she thought a skin or

. wound assessment should have been dene on

Resident #1 based on the observation on

02/19/18. The LPN stated that the nurse

assigned on that shift should have dene some

| type of skin assessment, because the nurse's are

F 690
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: providing catheter care. The LPN was asked if

she thought a skin assessment or some
documentation should have been completed for
Resident #1 based on the findings of the
chservation on 08/19/18. The LPN stated, |
guess | should have probably did it since | was
the one who seen it." The LPN stated that it

- should have been completed on a "nenpressure”
. skinfwound assessment and that she was geing

to do it now. The LPN stated that she would

" include measurements.

" 0On 08/20/18 at 11:45a.m., LPN #1 presaented 2
: "non pressure” skin assessment, which

documented, " .08/20/18 10:57 am....present
upon admission: yes...penis meatus tear from
prolonged use of catheter. red. no drainage,
denies pain, measurernents done.. " No
measurements were inciuded on this

assessment.

An attached nursing note dated 09/20/18 at 11:29

a.m"..penis remains tor [sic] measurements
done w-4, -3, d-.5.. area that is beefy red and

i some areas are pink. He does exhibit some

discomfort, it appears inflamed, [name of

attending physician] office called and made aware

of appearance "

. On 08/20/18 at approximately 12:00 p.m. noon,

: the DON and administrator were made aware of
 the serious concerns regarding Resident #1 in

| maating with the survey team. The DON was

: asked if LPN #1 was qualified to do wound
assessments and complete measurements and

. provide staging for wounds. The DON stated yes
" and went on to say that the ADON (assistant

: director of nursing), RN (registered nurse) #1

. completed the assessment with the LPN. The
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DON was made aware that the LPN complated
the assessment as "non pressure”, that the area
was docurnented by the LPN as being present
upon admission, and that the measurements
werg not included on the actual assessment. The
DON was informed that clarification was needed
regarding the measurements and if the area was
| present upon admission, where was that
. documentation

The DON presented a policy titled, "Catheter
care. urinary”, which documented the care of a
- catheter for cleaning and did not provide
interventions regarding concerns andfor
: complications
| The current kardex for Resident #1 was
| presented and documented. .. check for
" incontinence and assist with toileting as
needed. .provide peri care after each incontinent
episode...cbserve skin areas sround FIC strap
and remove as needed to check for skin
condiion..."

At approximately 1:20 p.m. a "pressure ulcer
woungd” assessment dated 09/20/18 and timed
1:10 pm documented, that the area was not
- present upon admission arnd “ site: groin [did
not identify the penis as the wound site] type:
' pressure 3 cm [centimeters) length 4 cm width
.5 cm depth Stage: 2...red _pain around penile
meatus..."

The DON and administrator were again mformed
in a meeting with the survey team on 08/20/18 at
| approximatealy 1.30 p.m. of the serious concerns
with Resident #1 including the lack of physician's
orders for the indwelling catheter, lack of
assessment by the nursing staff, not developing a
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CCP for the indwelling catheter and the lack of
interventions for the care and mainienance of the
indwelling catheter.

A indwelling Foley catheter order set was naver
presented for Resident #1. An order set was
presented for ancther resident, but not Resident
#1. The DON stated that the order sets were
basically the sama, but one was not provided for
Resident #1. No documentatian andlor
information ragarding any type of voiding
trials/bladder retraining and/or toileting program
was presented for Resident #1.

No further information andior documentation was
presented prior te the axit conference on

- 09/20/18 to evidence the facility sta¥ providsd
appropriats care and senvices for the prevention
of complications related to the prolonged usz of a
Foley catheter, which resulied in actual harm to
the resident.

F 898 { Dialysis

cg=£ | CFR(s): 483.25())

§483.25(1) Dialysis.

The facility must ensure that residents who
require dialysis receive such sarvices, consistent
with professional standards of practice, the
comprehensive person-centered care plan, and
tha residents’ goals and preferences.

: This REQUIREMENT is not met as evidenced
by:

Based on stafi interview and clinical record
review, the facility staff falled to enswre dialysis
services were providad as ordared by the
physician for one of 22 residents in the survay

: sampie. Resident #29 missed a schaduled

| dialysis treaiment due to lack of transporiation

F 690,

F698

1. Root causs analysis was

completed on 9:21/2013.

Ad hoc commities meeting was held
QAPIon 9282018, Resident #29 is
receiving diaivsis treatments a3 scheduted

Facilin sdministrazer will review vontrac
with Logisticare by 10:16/2018 regarding

cancellation process.

AQC

1 10/16/18

i
|
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and failad to report the missed sassion to the |
physician 2. Qualits review of scheduled
iransponations within the past 30 days
The findings includa: will be completed by the DON or
designee o ensure no appeintments
Regdentr #22 was ac_iml'tted to the facrllty on were missed.
3/9/11 with a re-admission on 7/2/18. Diagnoses
fo_r Resider@ #ZQ included ;hror\ic kidney dis_:ease 3 The DON will educate workforee
Wllth hemlodlal.ysrs, _r;eaft faelucjire, osteparihritis, MARAEEr ON transportation process :
a_tne.osc erpsus epilzpsy an cerebrovascula T ticensed urstnsattwil be
disease. The minimum data set (MDS) dated - T ———
7/9/18 assassed Resident #29 as cognitively educa e on no it . ‘
; . Physician for missed appointments to
intact -
dialysis.
| Resident #29's clinical record documented a DON or designee 1o conduct qu:ﬁm 5
| physician's order dated 7/2/18 for hemodialysis review of scheduled transporation
| on Tuesday, Thursday and Saturday each wesk to include dialysis appointments,
' The resident's plan of care {revisad 8/113/18) weekly for 8 weeks 10 ensure
: documented the resident required dialysis due to no appointments are missed
i chranic renat failure  Interventions to ensure related to transportation.
. dialysis treatmerts 25 schediled included
, communicating with dialysis center as needed 4. The findings will be reported to the
i s TS S o : nding ;
‘ and notify physician of any complications. [ quality improvement commitiee
) [ monthly and the plan will be
{ A nursing note dated 7/10/18 documented the v d‘ - nece__];n_
. o . 5 Y o 334 .
resident missed a dialysis treatment due to lack iRnlaks B :
of transportation. The note on 7/10/18
documented, "Resident didn't go to dialysis today
dft [due to] no transportation issues. [Transport
service] has not sat up her standing order for her
dialysis and facility van in the shop | called :
{transport service] and filed a complaint because | i
sentin all necessary forms and they were
supposad to transport today. Abtendant advise '
i me to call back today to ensure it has besn done
‘ Resident was very upset and | reassured har it
was a mistake on [transport senvice] . she has to
be &t dialys's tomorrow at 12:30."
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. The record documanted no attempts at obtaining | i
, alternate transportation for Resident #29 on | '
. 7/10/18. There was na notification to the ‘
: physician concerning the missed dialysis

" treatment on 7H10/18. '

On 9/19/18 at 9 26 a.m., the social worker was
interviewed about Resident #29's lack of
transportation to dialysis  The social worker
- stated thay frequently had issues with the routine
transport service and stated, "Sometimes they
. [transport service] don't show." The social worker
stated the previous administrator spoke with the
" transport service supervisor about problems with
transport vans not showing up as scheduled. The
social worker stated the facility had a van and
transported residents if need but the van was not |
available on 7/10/18 because it was in the shop |
for repair. When asked if there were cther
transport services available, the social worker
state. the contracted transport service was
supposed to contact alternate services if they
could net show up. Concerning Resident #29's ’
missed dialysis treatment on 7/10/18, the social
worker stated no alternats services were
provided.

On 9/19/18 at 2.38 p.m.. the director of nursing

{DON} was interviewed about Resident #29's

missed dialysis treatment The DON stated there

was a list of back-up agencies if the contracted :
transport service was not available for some ‘
reasan. The DON stated faciiity staff were
required to contact the alternate services if :
needed The DON stated, "We could get another

‘ transport service." The DON stated the transport

companies sometimes do not like last minute

transporis but were supposed to be contacted if

standard transportation was not available
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On 9/20/18 at 920 am., tne l:icensed practica!
nurse unit manager (LPN #1) was intsrviewead
about notifying Resident #29's physician
concerning the missed dialysis treatment on
7/10/18. LPN #1 stated, "If | didn't put a note in
about notification | didn't do it. {1 puta note in for
evernything.”

I These findings ware reviewed with the

| administrator and DON during a mesting on :
1 9/19/18 at4.00 p.m. ;

F 727 | RN B Hrs7 days/Wk, Fuli Time DON F 727 '

ss=r CFR(s): 483.35(b)(1)-(3)

. §483.35(b) Registered nurse

. §483.35(b}(1) Except when waived under

. paragraph () or {f} of this section, the facility ;

* must use the servicee of a registerad nurse for at '

" least & consecutive hours a day, 7 days a week,

¥727
§483.35(b){2) Except when waived under

! paragraph (e} or (f) of this section, the facility 1. Root cause analysis was

must designate a registared nurse to serve as the

completed on 972172018,
director of nursing on a full time basis

Ad hoo QAPI commitee meeling AQC

: : was held on 972872018,
§483.35(b){3) The director of nlursmg may serve The facility has RN coverage 10/16/18
as a charge nurse only when the facility has an i ‘
: . 7 davs a weer. i
avarags daily occupancy of 60 or fewer residents. ! i

\
“brhls REQUIREMENT is not mst as avidenced ! 2. Quality review witl be
Byased on staff interview and facility docurnent | complfncd byties QS ;
review the faciity staf failed to ensurs RN ‘ GroAsrie 1B HIShRS
(registered nurse) coveragz for 8 hours on
9/16/18.

| Findings include
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- On 09/20/18 at 09:43 AM tne siaffing “as ! | RNsiaffing 7 days weekly for
- worked" schedule for the survay tmeframe was . ' 8 hours daily :
reviswsd On 9115/18, 2 Sunday, no RN ' { o _ j
coverage was identifiad on the schedule. CNA | ‘ 3 'Lhe Executive Director and 3
(certified nursing assistant} # 3, who was ! ' DON will be eduzared by .thc o
identified as the scheduler, was interviewed at : | Regional Director of Clinical Services
9:00 a m about the coverage  CNA# 3 statad \ on the regulation for RN coverage
"LLet me go back In the book to ses who was | The Executive Director, DON and
here.” At©30am. CNAZ 3 informed this } Workforee Manager will meet at
surveyor "Therz was no RN coverags that day \ loast 3 times weakly 10 review
No one catied the on-call nurss. y.'ho wias the ; staffing to ensure RN coveraze
ADON (assistant d|rect9r g?’ nur.-?lng}, that T 7 da < weekly, DOX or designee
coverage was nesded that day’ | . ca;nclUCl q»ju!ir_\‘ review of
The adminstrator and DON {director of nursing) staffing schct'iule daily for 8 weeks
were informed of the above findings during & 1w ensure RN coverage,
meeting 9720/18 at 12:15 pm  The DON stated : -
. "So, the RN can't be on call? They havs to be i 4. T'he findings wiil be reported
| here in the building? Tre survay team stated o the quality improvement |
I "yes” comminze monthly and will '
be revised as nacessary. :
No furtrer information was provided prior to the
exit conferenca
F 791 | Routins/Emergency Dantal Srvcs in NFs F 7911
ss=D | CFR(s) 483 55(b)(1)-(5)
§483.55 Dental Services AOC
The facility must assist residents in obtaining E791
routing and 24-hour emergancy dental care |
I l. Root Capse 35 Was 10/16/18
§483 55(b) Nursing Faciitias | ' eiR Rl Smyas
The facility- : | conducted on 921418
- Ad hoe QAPI comminge meetine
§483.55(b)(1) Must provida ar obtain from an P wasconductad on 9282018 ]
outside resource. in accordance with §483 70(g) - Resident #27 will be seen on the w
of this part, the following dental services to mest | nest denlal visiton 104417 ‘
the needs of each resident |
(1) Routine dental services (1o the exient coverad
FQECRIZ-258TI02-B5, Pravcs Mars ons Olsgis's Syertih TEED
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under the State plan}. and
(iiy Emeraency dental sarvices:

5483 55(0)(2) Must, if necessary or if requested,
assist the resident-

{i} In making apgointments; and

{ii) By arranging for transportatior to and from the
dantal services locatizns;

§483.55(b)(3) Must promptly, witun 3 days, rafer

residents with lost or damaged dentures for
dantal services. If a referral does not occur within

. 3 days, the facility must provids documentaton of
“what they did to ensure the residzn: could sili eat
. and drink adaquataly while awaiting dental

- services and the extenuating circumstances that

ied to the dalay;

§453 55(b)i4) Must have 2 pelicy identifying thesa

- circumstances when the loss or damage of

dentures is the facifity's responsibility and may not

; charge & resident for the loss or damaga of

. dentures determined in accordance with facility
pohcy to be the facility's responsibility; and

§483.55(b)(5) Must assist residents who are
eligible and wish to participate te apply for
reimbursement of dental services as an incurred
medical expense under the State plan.

This REQUIREMENT is not met as avidanced
by:

Based on observation, staff interview and clinical
record review, the facility staff failed to offer
and/or provids routine dental services for onz of
22 residents in the survey sample. Residen: #27,
with visible missing and detericrated teeth, was
not offered or provided a dental assassmeant for
repair/maintenanca of his testh

|
|
i

2. Quality reviess of residents’
oral starus will be completad

by the Urit Manager or designe
ta identify residents with the nzed
for dental services.

3. the DON er designee will
educate rursing staft on completing
oral care daily and notification of
changes in dental condition. DON
or designee to conduct gualiny
review of residents weekly for

8 weeks o identify the need for
dental services and schedule

visits if needed.

4. The findings will be repartad
to the quality improvemen;
menthly and the
plan will be ravised as
necessany.

comimiliae
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The findings include:

Resident #27 was admitted to the facility on
10/11/17 with diagnoses that included
schizephrenia, diabetes, chronic kidney disease,
' anxiety, peripheral vascular disease, bipolar

~ disorder and pericarditis. Tha minimurm dats set
- (MDS) dated 7/21/18 assessed Resident#27 with
moderately impaired cognitive skills.

On ©/18/18 at 10.08 am_, Resident #27 was

observed in his room. The resident's front teeth

: were missing with the remaining visible teeth

' chipped and discolored.  The visible teeth had

- black and gray discolcration on the surface and
along the gums.

Resident #27's clinical record documented the
» rasident’s teeth were in poor condition. Resident
| #27's admission nursing assessment dated
10/11/17 documented the resident had natural
{eeth that were chipped and/or broken. Resident
#27's plan of care for nutrition (revised 4/20/18)
tisted the resident "has poor dentition and is on a
mechanical sofi diet for ease of chewing ”

The clinica! record documented no plan of care
regarding the resident's poor dental condition and
included no referral to a dental provider for

. assessment and/or treatment. Social warker

" notes made no mention of the resident's dental
condition,

On 8/18/18 at 912 a.m., the social worker was
interviewed concerning Resident #27's teeth
The sccial worker stated a dental provider came
to the facility ocnce per month for assessments
and provisicn of needed dental services. The
social worker stated all residents were screened

(X4)ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 3Y FuLL PREFIX {EACH CORRECTIVE ACTION SHOULD BE . CONALETION
TAG REGULATORY OR L3C IDENTIFYING INFORMATIGN) TAG CROSS-REFERENCED TO THE APPROPRIATE |
! DEFICIENCY) i
‘
| | 1
! I
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by the dental service to determine any needsd
dental services. The social worker statsd denta!
services were also provided if requested from
nursing ragarding any specific dentzl need
When asked if Resident #27 had been raferred or
had an initial assessment by the dental providar.
the sacial worker statad, "l don't see anything "
The social werker stated Resident 27 had not
been initiglly screened and had not bezsn refzrmad
by nursing regarding his deteriorated teeth.

: These findings were reviewed with the
administrator and director of nursing during &
mseting ¢n 9/19/18 a1 4 00 p.m

F 812 ; Food Procuremant,Store/Prepars/Serve-Sanitary
ss=E | CFR{s): 483.60(){1)(2)

§483 60(i) Food safety requirements
The facility must -

§483.60(i}1; - Procure food from sources
approved or considerad satisfactory by federal,
state or lacal autherities

(i} This may include food iterms cotained directy
from local producers subject to applicable State
and loca! laws or regulations.

(it) This provision does not prahitit or prevent
facilities from using preduce grown in facility
gardens, subject to compliance with epplicabls
safe growing and food-handling practices.

| (i) This provision does nat precluds residents

| from consuming foods not pracurad by the facility.

: §483.80()(2) - Store, prepare distriu’= and

- serve food in accordance with prafesscnal

; standards for food servics safety.

I This REQUIREMENT is not mel as evidenced
by:

i
F 791!

F8i2

’ 1. Root cause aralvsis was
completed on 97212018,
Ad hoe QAPI conminee
meeting was held on 972818
Expired foods were discardzd
immediately. Pans were
washed and dried immediately.

- AQDC

Dishes are being dried appropriately.

I
|
!
\ Foods are being stored preperly.
3
|

10/16/18
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" use, were stored nesiad and wet.

: The findings includ=s,

1

| Plastic bag of dsh meat labeled 28 9-102-10, 2

i

Basad on observation, facility document review
and staff interview, the facility staff failad to store
and prepare food In a sanitary manner. Food
itzrms, with expired discard dates. wars storad
and availablz for use in the reach- refrgeraior.
Five baking/serving pans identified as ready to

On 9/18/18 &t 8:39 a.m., accompanied by the
dietary manager, the facility's main kitchen was |
inspected  Stored in the reach-in refrigerator .
were the following foads with expirsd discard i
dates: a plasiic container af chaase sauce,

loosaly covered with plastic wrap, apened on 9/41

with discard date of 9/14 aplastc container of

pears opened on 9/14 with discard daie of /17: &

plastic bag of house mads macaroni salad mads
on 912 with disce: J date of 8/15; another plastic
bag of del meat cpenad on 9/10 with discard
date of 913 The deli maats, macaroni salad,
pears and cheese sauce were not in their original
containers but were stored in Ziploc type plastic
bags or plastic containers

On©/18/18 at 8.56 a m , ths storsd prepisarving
pans were inspectad. The distary mzanager
identified the pans as ready to use There wers i
five large s2rving pans (three 4 inch deap, twa 2 '
incn deep) stored nested and wat. Water

droplats werz visible along the pan edges and the

flat pan surfaces were wet

On 8/19/18 al 7.47 & m., the distary managsr was
interviswead about the out of date focd items and :
wei pans. The dietary menager stated the food : |

i items were supposad to be labsled with a dated : |

2. The Executive Dirzetar will
complete & qualiny review

of foud items in the Kitchen
ensure no iems wre expired as
well as validate dishes are being
drizd praperly.

3.Dietary Manger was in senviced
by the Regional Feod Manager on
wet-nesting and discarding expirad
foods on 972072018

The Executive Diractor or

designee will complete a quahity
review of the kitchen weekly

for 8 weeks o validate that

foods are not expired and

that dishes are being dried properly.

4, The findings wilt be reported o the
quality improyvement committes
monthis and the plan will be revised as

nECC3sans
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i opered and a discard data. The dietary managar
: stated the discarg date was typically 3 days afte-
apening or preparing the food and foods were
supposed to be discarded afier this date The
dietary manager stated the deh meat labeled
"9-10 2-10" was ngl labeled corractly and shz d.d
not know what tha numbers/dates written on that

* bag mean:. The diclary manzger statsd kitcher

, employses were supposed 1o resizw openad focd
i items gaily and discard as needed. The dietary
manager staied there was a dry rack availabla for
pang and serving pans ware suppased to air dry
prior to stacking

The faciity's poiicy tted Food Storage: Cold

Foods (revisad 4/2018) documenied, "Al;

TimeTemperatare Contrc! for Safsty (TCS)

focds, frozen and rafngerated, will ce

" appropriately stered in accordance with

- guidelines of the FDA Food Code. All foods will

. be stored wrapped or in coversd conta’ ers
labeled and dated, and arranged in a manner ic

' preven: cress contaminaiion "

i Tha facility's palicy titled Manual Warewashing
{revised 9/2017} doscumentad, "All cookware,

1 dishware, and serviceware that is not processad
! through the dish machine will be manually

. washed and sanitized . All sgviceware and
" cookware wit' be air dried pror to slorage.

Thasa findings ware reviewed with {he
admiristrator and director of nursing during a
i meeting on 91918 at 400 g m
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