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E 000 | Initial Comments E 000

An unannounced Emergency Preparedness
survey was conducted 06/25/2019 through
06/27/2019. The facility was in substantial
compliance with 42 CFR Part 483.73,
Requirement for Long-Term Care Facilities.
F 000 | INITIAL COMMENTS F 000

An unannounced Medicare/Medicaid standard
survey was conducted 06/25/2019 through
06/27/2019. Corrections are required for
compliance with 42 CFR Part 483 Federal Long
Term Care requirements. The Life Safety Code
survey/report will foliow. One complaint was
investigated during the survey.

The census in this 60 certified bed facility was 59
at the time of the survey. The survey sample
consisted of 36 current resident reviews and 4
closed record reviews. :
F 550 | Resident Rights/Exercise of Rights F 550| - F550

=k | CFR(s): 483.10(a)(1H2)}(b}{1}2 Corrective Action(s):
SS=E R @2EN1e) An Incident & Accident form was
completed for Residents #28, #13, #29,

§483.10(a) Resident Rights. #57 who were not fed in a dignified

The residerft he_ls arighttoa digr]ifiefj exigtence, manner during the breakfast meal.

self-determination, and communication with and

access to persons and services inside and An Incident & Accident form was

outside the facility, including those specified in completed for resident #35 who was

this section. sitting at her table waiting on her meal
tray while her table mates had their meals

§483.10{a)(1} A facility must treat each resident and were eating.

with respect and dignity and care for each RECEEVED

resident in a manner and in an environment that

promotes maintenance or enhancement of his or
her quality of life, recognizing each resident's JuL 2 3 208
individuality. The facility must protect and VD H i@ LC

promote the rights of the resident.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TIHE {X8) DATE

Any defi iciencyCaiate nt endmg with an asteﬂsk ) denotes a deficiency which the institution may be excused from cormeetihg providing it is determined that
other safeguards prowda sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disciosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program parlicipation.
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F 550 { Continued From page 1 F 550 ; Identification of Deficient Practice(s)
§483.10(a)(2) The facility must provide equal . and Corrective Action(s):

All other residents may have the
potentjally been affected. The

! Administrator and DON will assess the
, dining experience and the process for

i
access fo quality care regardless of diagnosis,
severity of condition, or payment source. A facility |
must establish and maintain identical policies and

pracj:ic_:es regarding transfer, discharge, and the " meal delivery in facility and dining room
provision of services under the State plan for all ! to establish a formal dining process that
residents regardless of payment source. | promotes respect and dignity for all

+ residents during meal times, to prevent
§483.10(b) Exercise of Rights. . meals from being served in the ballway
The resident has the right to exercise his or her + and to ensure all staff are providing 2
rights as a resident of the facility and as a citizen . dignified dining experience and providing
or resident of the United States. . assistance to the residents in 4 timely

L panner,
§48_3.1 O(b){(1) The _facili‘ty must ensure tr_lat the . Systemic Change(s):
resident can exercise his or her rights without . Facility policy and procedures were
interference, coercion, discrimination, or reprisal ! reviewed. No changes are warranted at
from the facility. * this time. The DON and/or Social

. Services will inservice all siaff on the
§483.10(b)}{2) The resident has the right fo be facility policy and procedure regarding
free of interference, coercion, discrimination, and resident rights and dignity during

mealtimes. The inservice will also cover
! the procedure for proper meal tray

delivery, set up and providing a dignified

and respectful dining experience and to

reprisal from the facility in exercising his or her
rights and {o be supported by the facility in the
exercise of his or her rights as required under this

SUI?Part- . . . ensure all residents are served in a
This REQUIREMENT is not met as evidenced dignified location and a dignified rmanner
by: and receive meal assistance as needed.

Based on observation, staff interview, facility
document review and clinical record review, it
was determined the facility staff failed to provide
a dining experience in a manner and in an
environment that promotes respect and dignity for
five of 40 residents in the survey sample,
Residents #28, #13, #20, #57 and #35.

The findings include:

1. The facility staff failed {0 provide Resident #28
a dignified dining experience by hand feeding the
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. . . . ; The and Administrator are
tr1e5"|dent their bregkfast in the middie of the ' responsible for compliance. The DON or
allway. * Administrator and/or designee will
' i » complete the 3 meal pass audit weekly to
6/23/17 with diagnoses that include but were not findings will be corrected at the time of
limited to: Parkinson's Disease |a slowly discovery. The andit findings will be
progressive neurological disorder characterized reported to the Risk Management
by resting tremor, shuffling gait, stooped posture, Committee for review. Aggregate

findings will be reported to the QA
Committee for review, analysis, and
recommendations of change in facility
policy, procedure, or practice.
Completion Date: 08/10/2019

rolling motions of the fingers, drooling and muscle
weskness, sometimes with emotional instability.
(1)1, and depression.

The most recent MDS (minimum data set)
assessment, a quarterly assessment, with an
assessment reference date of 6/11/19, coded the
resident as scoring a "12" on the BIMS (brief
interview for mental status) score, indicating she
was moderately impaired to make daily cognitive
decisions. The resident was coded in Section G -
Functional Status as being totally dependent
upon the staff for all of her activities of daily living,
including eating.

The comprehensive care plan dated, 4/9/19,
documented in part, "Problem: (Resident #28)
required mechanically altered diet for her well
being, weight management and enjoyment.” The
"Approaches” documented in part, "Provide a
pleasant dining environment with enough time to
consume the meal. Assist with meal set up as
needed from tray set up to total feeding by staff.”

Observation was made of Resident #28 in the
hallway sitting in her wheelchair, with her bedside
table in front of her. A CNA {(certified nursing
assistant) was observed feeding her, her
breakfast on 6/26/19 at 8:12 a.m.

An interview was conducted with LPN (licensed
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID; YXIO 1t Facility ID: VAOT11 If continuation sheet Page 3 of 105
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practical nurse) #2, on 6/27/19 at 10:43 a.m.
When asked if she sees residents being fed in
the hallways, LPN #2 stated, "Yes. Tome, it's a
privacy concern. There really need to take the
residents into the room and siay with them,
"“When asked how she would feel if she were fed
in the middle of the hallway, LPN #2 stated, "
wouldn't want it." When asked how that would
make her feel, LPN #2 stated, "l would feel
demeanad." When asked if this is a dignity issue,
LPN #2 stated, "Yes, Ma'am. | wouldn't want my
mother to eat her meals in the hallway and she's
a resident here at the facility. When we give
medications and treatments, we take the resident
into their room. No one else needs to know what
is going on with them." When asked if she had
ever expressed this to anyone, LPN #2 stated,
IINO.B

An interview was conducted with administrative
staff member (ASM) #2, the director of nursing,
on 6/27/19 at 11:04 a.m., regarding the
observation of residents being fed in the hallway.
ASM #2 stated, "We can't take her (another
resident not observed) into the dining room, the
other resident complain of her. in the mornings,
we bring them out in the hallways so we don't
keep them confined in their rooms. The staff can
still monitor what is going on, on the floor. We
can keep an eye on the fall risk people and those
trying to leave the building. We have residents
that wander. "When asked how she would fee! if
someone is hand feeding you, ASM #2 stated, "If
I'm demented, 1 wouldn't know what is going on.
it's not that they are degrading them. They eat a
whole lot better if the staff is with them.” When
asked why the dining room is not open for
hreakfast, ASM #2 stated, "It's never been open.

H's open for anyone what wanis to go up there,

F 550
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The staff converse with the residents and the
residents enjoy it and eat better." When asked if
being fed in the hallway was being respectful and
providing a dignified existence, ASM #2 stated,
"No, someone coming in from the outside wouid
see it that way. It's to bring the residents out and
watching for the other resident's safety.” When
asked if it is the staff's responsibility to provide a
dignity and privacy, ASM #2 stated, "Yes."

The facility's policy "RESIDENT RIGHTS"
documented, "10. Is ireated with consideration,
respect, and full recognition of his dignity and
individuality, including privacy in treatment and in
care for your personal needs."

Administrative staff member (ASM) #1, the
administrator, and ASM #2, were made aware of
the above concern on 6/27/19 at 4:.04 p.m.

No further information was provided prior to exit.

(1) Barron's Dictionary of Medical Terms for the
Non-Medical Reader, 5th edition, Rothenberg and
Chapman, page 437.

2. The facility staff failed to provide Resident #13
a dignified dining experience by hand feeding the
resident their breakfast in the middle of the
hallway.

Resident #13 was admitied to the facility on
10/04/06 with diagnoses that included but were
not limited to: stroke, high blood pressure,
dementia and GERD - gastroesophageai reflux
disease [backflow of the contents of the stomach
into the esophagus, usually caused by
maifunction of the sphincter muscle between the
two organs; symptoms include burning pain in the
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esophagus, commonly known as heartburn (1)].

The most recent MDS (minimum data set)
Assessment, an annual assessment, with an
assessment reterence date of 4/23/19, coded the
resident as having both short and long-term
memory difficulties and was coded as being
moderately impaired {0 make cognitive daily
decisions. The resident was coded in Section G -
Functional Status as requiring limited o extensive
assistance for all of her activities of daily living,
including eating.

Observation was made of Residernt #13 in the
hallway sitting in her wheelchair, with her bedside
table in front of her. A CNA (certified nursing
assistant), was observed sitting next to Resident
#13 and was feeding her, her breakfast, on
6/26/19 at B:12 a.m.

The comprehensive care plan dated, 4/24/19,
documented in par, "Problem: (Resident #13)
has potential for decline in nutrition related to her
chronic anemia and GERD, hx (history) of CVA
(stroke) with generalized weakness and cognitive
issues. She has a poor appetite, dysphagia
{difficulty swallowing) at risk for aspiration and wt
(weight) loss." The "Approaches” documented in
part, "Assist her to feed as needed. Offer meals
in a clean and inviting atmosphere."

An interview was conducted with LPN {licensed
practical nurse)} #2, on 6/27/19 at 10:43 a.m.
When asked if she sees residents being fed in
the hallways, LPN #2 stated, "Yes. Tome, it's a
privacy concemn. There really need to take the
residents into the room and stay with them.
"“When asked how she would feel if she were fed
in the middie of the hallway, LPN #2 stated, "l

F 550
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wouidn't want it." When asked how that would
make her feel, LPN #2 stated, *| would feel
demeaned." When asked if this is a dignity issue,
LPN #2 stated, "Yes, Ma'am. | wouldn't want my
mother to eat her meals in the hallway and she's
a resident here at the facility. When we give
medications and treatments, we take the resident
into their room. No one else needs to know what
is going on with them." When asked if she had
ever expressed this to anyone, LPN #2 stated,
"No."

An interview was conducted with administrative
staff member (ASM) #2, the director of nursing,
on 6/27/19 at 11:04 a.m., regarding the
observation of residents being fed in the hallway.
ASM #2 stated, "We can't take her (ancther
resident not observed) into the dining room, the
other resident complain of her. in the mornings,
we bring them out in the hallways so we don't
keep them confined in their rooms. The staff can
still monitor what is going on, on the floor. We
can keep an eye on the fall risk people and those
trying to leave the building. We have residents
that wander. "When asked how she would feel i
someone is hand feeding you, ASM #2 stated, "If
I'm demented, 1 wouldn't know what is going on.
It's not that they are degrading them. They eata
whole ot better if the staff is with them.” When
asked why the dining room is not open for
breakfast, ASM #2 stated, "it's never been open.
it's open for anyone what wanis (o go up there.
The siaft converse with the residents and the
residents enjoy it and eat better.,” When asked if
being fed in the hallway was being respectful and
providing a dignified existence, ASM #2 stated,
“No, someone coming in from the outside would
see it that way. I's to bring the residents out and

F 550
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watching for the other resident's safety.” When
asked if it is the staff's responsibility to provide a
dignity and privacy, ASM #2 stated, "Yes."

The facility's policy "RESIDENT RIGHTS"
documented, "10. Is treated with consideration,
respect, and full recognition of his dignity and
individuality, including privacy in treatment and in
care for your personal needs."

Administrative staff member (ASM) #1, the
administrator, and ASM #2, were made aware of
the above concern on 6/27/19 at 4:04 p.m.

No further information was provided prior to exit.

{1) Barron's Dictionary of Medical Terms for the
Non-Medical Reader, 5th edition, Rothenberg and
Chapman, page 243.

3. The facility staff failed to provide Resident #29 -
a dignified dining experience by hand feeding the
resident their breakfast in the middle of the
haliway.

Resident #29 was admitted to the facility on
12/26/13 with diagnoses that included but were
not limited to: Alzheimer's disease [a progressive
loss of mental ability and function, often
accompanied by personality changes and
emotional instability. (1)}, diabetes, high blood
pressure, and rheumatoid arthritis A chronic,
destructive disease characterized by joint
inflammation. Symptoms are varied, often
including fatigue, low grade fever, loss of
appetite, morning stiffness, tender, painful
swelling of two or more joints, most commonly in

fingers, ankles, fest, hips and shoulders. (2).

F 550
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The most recent MDS (minimum data set)
assessment, a quarterly assessment, with an
assessment reference date of 5/10/19 coded the
resident as having both short and long-term
memory difficulties and being moderately
impaired to make daily cognitive decisions. in
Section G - Functicnal Status, the resident was
coded as requiring limited fo extensive assistance
for all of her activities of daily living, including
extensive assistance for eating.

Observation was made of Resident #29 in the
hallway sitting in her wheelchair, with her bedside
table in front of her. A CNA (certified nursing
assistant), was observed sitting next to her and
feeding Resident #29, her breakfast, on 6/26/19
at 8:12 a.m.

The comprehensive care plan dated,4/5/19,
documented in part, "Problem: (Resident #29) is
a diabetic and has cardiac DX (diagnoses) ;
reguires a therapeutic diet mechanically altered
diet to manager conditions and maintain her
weight." The "Approaches" documented in part,
"Ensure a pleasant dining environment and
adequate time to consume the meal."

An interview was conducted with LPN (licensed
practical nurse) #2, on 6/27/18 at 10:43 a.m.
When asked if she sees residents being fed in
the hallways, LPN #2 stated, "Yes. Tome, i's a
privacy concem. There really need to take the
residents into the room and stay with them.
"When asked how she would feel if she were fed
in the middle of the hallway, LPN #2 stated, "i
wouldn't want it.” When asked how that would
make her fesl, LPN #2 stated, "l would feel
demeaned." When asked if this is a dignity issue,

F 550
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LPN #2 stated, "Yes, Ma'am. | wouldn't want my
mother to eat her meals in the hallway and she's
a resident here at the facility. When we give
medications and treatments, we take the resident
into their room. No one else needs to know what
is going on with them.” When asked if she had
ever expressed this to anyone, LPN #2 stated,
"NO,“

An interview was conducted with administrative
staff member (ASM) #2, the director of nursing,
on £/27/19 at 11:04 a.m., regarding the
observation of residents being fed in the hallway.
ASM #2 stated, "We can't take her (another
resident not observed) into the dining room, the
other resident complain of her. In the mornings,
we bring them out in the hallways so we don't
keep them confined in their rooms. The staff can
still monitor what is going on, on the floor. We
can keep an eye on the fall risk people and those
trying to leave the building. We have residents
that wander. "When asked how she would feel if
someone is hand feeding you, ASM #2 stated, "If
I'm demented, | wouldn't know what is going on.
it's not that they are degrading them. They eat a
whole lot better if the staff is with them." When
askad why the dining room is not open for
breakfast, ASM #2 stated, “It's never been open.
it's open for anyone what wants fo go up there.
The stalf converse with the residents and the
residents enjoy it and eat better." When asked if
being fed in the hallway was being respectful and
providing a dignified existence, ASM #2 stated,
“No, someone coming in from the outside would
see it that way. It's to bring the residents out and
watching for the other resident’s safety." When
asked if it is the staff's responsibility to provide a

dignity and privacy, ASM #2 stated, "Yes.”
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The facility's policy "RESIDENT RIGHTS"
documented, "10. Is treated with consideration,
respect, and full recognition of his dignity and
individuality, including privacy in treatment and in
care for your personal needs."

Administralive staff member (ASM) #1, the
administrator, and ASM #2, were made aware of
the above concern on 6/27/19 at 4:04 p.m,

No further information was previded prior o exit.

(1) Barron's Dictionary of Medical Terms, 5th
edition, Rothenberg and Chapman, page 26.

(2) Barron's Dictionary of Medical Terms for the
Non-Medical Reader, 5th edition, Rothenberg and
Chapman, page 511.

4. The facility staff failed to serve and assist
Resident # 57 with her breakfast in a manner to
promote dignity. Resident #57 was observed
being fed her breakfast in the hallway outside her
room while sitting in a Merry Walker (3).

Resident # 57 was admitted to the facility on
05/22/2019 with diagnoses that included but were
not limited to: dementia (1) and hyperlipidemia

().

Resident # 57's most recent MDS {minimum data
set), a 30-Day assessment with an ARD
{assessment reference date) of 06/19/19, coded
Resident # 57 as scoring a three on the brief
interview for mental status {BIMS) of a score of 0
- 15, three - being severely impaired of cognition
intact for making daily decisions. Resident # 57
was coded as being totally dependent of one staff
member for all activities of daily living and being
totally dependent of one staff member for eating.
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On 06/26/19 at approximately 811 a.m., an
observation of Resident # 57 revealed she was in
the hallway, outside of her room, sitting in a
"Merry Walker (3)" with a CNA (certified nursing
assistant) standing next her providing feeding
assistance. Further observation reveaied ASM
(administrative staff member) # 1, administrator,
was present talking to Resident # 57.

On 06/27/19 at approximately 810 a.m., an
observation of Resident # 57 revealed she was in
the hallway, outside of her room, sittingin a
wheelchair eating breakfast.

The comprehensive care plan for Resident # 57
dated 06/03/2019 documented, "Problem/Need.
Resident requires a mechanically altered diet for
her weight maintenance. She is at risk for
dehydration due to poor mebility, confusion, and
poor intake." Under "Approaches" it documented,
"Provide a pleasant dining environment with
adequate time o consume the meal. Assist with
meal tray set up as needed. Resident is fed by
staff."

On 06/27/19 at 11:04 a.m., an interview was
conducted with ASM # 2, director of nursing
regarding Resident # 57 eating her meals in the
hallway. When asked why residents were being
fed in the hallway ASM # 2 stated, "We don't like
to keep them confined in their rcoms and we
bring them out in the hallway and staff can still
monitor what is happening on the floor." When
asked how she thought it would it make her feel
to be fed in the haliway ASM #2 stated, "l never
really thought about it, it's not like they (staff) are
trying to degrade them, the staff converse with

them and the resident’s eat better and they enjoy
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it." When asked if eating in the hallway provided
a dining experience ASM # 2 stated no. When
asked if was dignified to be eating in the hallway
ASM # 2 stated, "Not from someone coming in
from the outside."

The facility's policy "RESIDENT RIGHTS"
documented, "10. Is treated with consideration,
respect, and full recognition of his dignity and
individuality, including privacy in treatment and in
care for your personal needs.”

On 06/26/19 at approximately 5:55 p.m., ASM
{administrative staff member) # 1, the
administrator and ASM # 2, director of nursing
were made aware of the findings.

No further information was provided prior to exit.

References:

(1) Alloss of brain function that occurs with certain
diseases. It affects memory, thinking, language,
judgment, and behavior. This information was
obtained from the website:
hitps://medlineplus.gov/ency/article/000739.htm.

(2) Cholesterol is a fat {also called a lipid) that
your body needs to work properly. Too much bad
cholesterol can increase your chance of getting
heart disease, stroke, and other problems. The
medical term for high blood cholesterol is lipid
disorder, hyperlipidemia, or hypercholesterclamia.
This information was obtained from the website:
hitps://mediineplus.gov/ency/article/000403.htm.

(3) A walker/chair combination, allowing a person
who would normailly be placed in a wheelchair to
be placed into a Merry Walker, allowing
independent and safe walking. End users will be
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able to ambulate independently and safely. This
information was obtained from the website:
http://www.merrywalker.com/mw-product-detail-h
ome-care-walker.html.

5. The facility staff failed to serve food in a
manner to promote Resident # 35's dignity in the
facility's main dining room. Resident # 35 was
observed sitting in her wheeichair, at a table
watching the other four residents seated at the
table, eat their lunch while waiting for her meal.

Resident # 35 was admitted to the facility on
11/02/2015 with diagnoses that included but were
not limited to: bipolar disorder (1), arthritis,
dementia with behavioral disturbance (2),
contracture of muscle {3), and hyperiipidemia {4).

Resident # 35's most recent MDS (minimum data
sef), a quarterly assessment with an ARD
(assessment reference date) of 05/22/19, coded
Resident # 35 as scoring a three on the brief
interview for mental status {BIMS) of a score of 0
- 15, three - being severely impaired of cognition
for making daily decisions. Resident # 57 was
coded as being totally dependent of cne staff
member for all activities of daily living and being
totally dependent of one staff member for eating.

On 06/25/19 at 12:23 p.m., an observation was
conducted of lunch in the facility's dining room.
Observation of a long table revealed five
residents at the table, one resident eating
independently, three residents being assisted with
their meals. Resident # 35 was observed sitting in
her wheelchair, at the table watching the other
four residents eat their lunch while waiting for her
meal. At 12:30 p.m., seven minutes later, CNA

(certified nursing assistant) # 3 brought a lunch
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tray to Resident # 35. CNA #3 was observed
setting up the lunch items and then feeding
Resident #35.

On 06/25/19 at 2:11 p.m., an interview was
conducted with CNA # 3. When asked if she was
in the dining room eartier assisting Resident # 35
with lunch, CNA # 3 stated, " was at the feeding
table assisting (Resident # 35)." When asked
what type of assistance Resident # 35 required,
CNA # 3 stated, "She is total in everything."
When asked if Resident # 35 required a hundred
percent assistance with eating, CNA # 3 stated
"Yes." CNA #3 was informed of the above
cbservation of Resident # 35 waiting at the table
for seven minutes for her food and assistance
with eating while four other residents at the same
table were eating. CNA # 3 stated, "l was picking
up trays when | noticed she wasn't eating and |
stopped to get her tray and assist her.” When
asked to describe the procedure for serving
residents at the same {able, CNA # 3 stated, "We
serve the independent residents first and then the
residents who need assistance. We are
suppose sever one table at a time." When asked
if she thought it was acceptable to have a
resident wait for their meal while everyone else at
the same table is eating, CNA # 3 stated, "No |
don't."

On 06/26/19 at 5:02 p.m., an interview was
conducted with OSM (other staff member) # 2,
dietary manager. OSM # 2 was asked to
describe the procedure for serving residents at
the same table. OSM # 2 sialed, "Everyone at the
same table should be served at once.” OSM # 2
was asked how she thought Resident # 35 would
feel while she had to wait for a meal while
everyone around her was eating. OSM # 2
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stated, "Would feel antsy because everyone
around them is eating. Our practice is to serve
everyone at the table at once." When asked if it
was dignified fo the resident o have to wait for
their meal while those at the table with them were
eating, OSM # 2 stated, "l would consider it to be
a dignity concern.”

The facility's policy "RESIDENT RIGHTS"
documented, "10. Is treated with consideration,
respect, and full recognition of his dignity and
individuality, including privacy in treatment and in
care for your perscnai needs.”

On 06/26/19 at approximately 5:55 p.m., ASM
{administrative staff member) # 1, the
administrator and ASM # 2, director of nursing
were made aware of the findings.

No further infformation was provided prior to exit.

References:

(1) A brain disorder that causes unusual shifis in
mood, energy, activity ievels, and the ability to
carry out day-to-day tasks. This information was
obtained from the website:
https:/Amww.nimh.nih.gov/health/topics/bipolar-dis
order/index.shtml.

(2) Psychological symptoms and behavioral
abnormalities are common and prominent
characteristics of dementia. They inciude
symptoms such as depression, anxiety
psychosis, agitation, aggression, disinhibition,
and sleep disturbances. Approximately 30% to
90% of patients with dementia suffer from such
behavioral disorders. There are complex
interactions between cognitive deficits,
psychological symptoms, and behavioral
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abnormalities. This information was obtained
from the website:
hitps:/www.ncbi.nlm.nih.gov/pmc/articles/PMC31
81717/.
{3} A contracture develops when the normally
stretchy (elastic) tissues are replaced by
nonstreichy {inelastic} fiber-like tissue. This tissue
makes it hard to streich the area and prevents
normal movement. Contractures mostly occur in
the skin, the tissues underneath, and the
muscles, tendons, figaments surrounding a joint.
They affect range of motion and function in a
certain body part. Often, there is also pain. This
information was obtained from the website:
https:/medlineplus.gov/ency/article/003185.htm.
(4) Cholesterol is a fat {also called a lipid) that
your body needs to work properly. Too much bad
cholesterol can increase your chance of getting
heart disease, stroke, and other problems. The
medical term for high blood cholesterol is lipid
disorder, hyperlipidemia, or hypercholesterolemia.
This information was obtained from the website:
htips://imedlineplus.gov/ency/article/000403.him.
F 554 | Resident Self-Admin Meds-Clinically Approp F 554 gSS‘lmi Actions)
= . orrection on(s):
§8=D | CFR(s): 483.10(c)(7) The bottle of Tums noted on resident #3°s
i ini windowsill was removed and placed in
§483.10_(c)(7) The‘rlght t'o geif-admlnlster the Medication cart and the Ml;) was
me_dlcatlons if the :nterdls_c_:tpiinary tearn,' as . potified of the finding, Resident #3 has
defined by 8§483.21(b){2)(ii), has determined that been assessed using the Folstein Mini
this practice is clinically appropriate. Mental Exam by the DON to determine if
This REQUIREMENT is not met as evidenced he is able to self-administer his
by: medication. It was determined that the
Based on cbhservation, stalf interview, facility resident is not able to self-administer his
document review, and clinical record review, it medications. A Facility Incident &
was determined that the facility staff failed to Accident form was completed for this
assess one of 40 residents in the survey sample, incident.
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Resident # 3, for self-administration of and Corrective Action(s):
medication. The facility staff failed to remove and A 100% review of all resident rooms and
secure a bottle of 'Tums' (over the counter ?Edsmgitabtlies “:iiai’e C“{‘;P*Z’ES:&" check
: H ] 0f medicanons arc bpein, -
antacid) from Resident # 3's room. iministered without assessment of 2
I . . : physician order by the DON, Unit
The findings include: | Managers and/or designee. Any resident
. . o found to be self-administering
Resident # 3 was admitted to the facility on medications without a physician order and
07/02/2010 with diagnoses that included but were ! an appropriate Folstein Mini-Mental
not limited to: history of prostate cancer, retention . Exam to detenmine their ability to safely
of urine, and benign prostatic hyperplasia {1). " and effectively self-administer
' . medications will be corrected at time of
Resident # 3's most recent MDS (minimum data . discovery. The attending physician will be
set), an annual assessment with an ARD : ;?‘ﬁc:’d?:eacﬁgﬁz&%;?m@e fit
(ass_essment referenpe date) of 04!02{1 8, coded s clinically appropriate for the resident to
Resident # 3 as scoring a 15 on the brief " self-administer medications. A facility
interview for. mental status _(B!MS) of a score of 0 Incident & Accident form will be
- 15, 15 - being cognitively intact for making daily ~ completed for all negative findings.
decisions. Resident # 3 was coded as being '
totally dependent of one staff member for all Systemic Change(s):
activities of daily living. The facility Policy and Procedure has
been reviewed and no changes are
On 06/25/19 at 2:30 p.m., an observation of warranted at this time. All licensed staff
Resident # 3's room revealed a botile of Tums on ‘ and the “;tfd]im%lgﬁy te:/m will beai
Resident # 3's windowsill + ISETVICEC Dy the SR SO Tepion
: nurse consultant on the policy and
. procedure for self administration of
On 06/25/19 at 3:15 p.m., an observation of medications, assessment used for
Resident # 3's room revealed a bottle of Tums' determining self-administration of
on Resident # 3's windowsill. When asked about medications, as well as documenting in
the bottle of Tums on the windowsill, Resident # 3 the residents comprehensive care plan and
stated, "l get heartburn once in a while and takes the need to obtain a physicians order for
them." When asked where the Tums came from, self administration of medication.
Resident # 3 stated, "My sister brought them in
about a month ago.”
On 06/25/19 at 4:10 p.m., at the start of the '
medication administration observation with LON
(licensed practical nurse) # 3, she was observed
placing a bottle of Tums in a drawer of her
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medication cart. LPN # 3 stated that she had
found the botile of Tums in Resident # 3's room.

On 06/25/19 at 4:45 p.m., an interview was
conducted with LPN # 3. When asked why she
removed the botile of Tums from Resident # 3's
room, LPN # 3 stated, "l don't think he has an
order for them, his sister brought them in and he
is already prescribed Omeprazole {2)." LPN# 3
stated, "No one should have any medications in
their room, over-the-counter or otherwise." When
asked if Resident # 3 had taken any of the Tums,
LPN # 3 stated, "l asked him and he told me no.”

On 06/26/19 at 4:52 p.m., an interview was
conducted with ASM (administrative staff
member0 # 2, director of nursing regarding the
bottle of Tums in Resident # 3's room. ASM # 2
stated, "It's not allowed. I there isn't an order for
it we don't aliow them to keep it, we don't know
how much they take or how often. We're unable
to monitor it. i a family member comes in in with
medication, we take it, get a physician's order for
them and store it on the med (medication) cart. i
they are alert and the physician approves it we
would conduct an assessment and monitor them
taking it (medication). it would have to be stored
in a secured location. We don't encourage it.
We tell the family and resident at the time of
admission that if they have any medication(s)
they are taking that is not on the medication list
that we would keep it on the med cart."

On 06/26/19 at approximately 5:55 p.m., ASM
(administrative staff member) # 1, the
administrator and ASM # 2, director of nursing
were made aware of the findings.

No further information was provided prior to exit.

i

i The DON is responsible for compliance.

{ The DON, Unit Managers, and/or charge

" nurse will review all documentation and
communication daily for residents self
administering medications to ensure
medication was taken appropriately. All
discrepancies found in these andits will be
corrected at time of discovery and
reported to the Quality Assurance
Committes for review, analysis, and
recommendations for change in facility
policy, procedure, and/or practice.

. Completion Date: 08/10/2019
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References:

{1) An enlarged prostate. This information was
obtained from the website:
hitps:/AMww.nim.nih.gov/imediineplus/enlargedpro
statebph.himl.

{2) Prescription omeprazole is used alone or with
other medications to treat the symptoms of
gastroesophageal reflux disease (GERD), a
condition in which backward flow of acid from the
stomach causes heartburn and possible injury of
the esophagus (the tube between the throat and
stomach} in adults and children 1 year of age and
older. Prescription omeprazole is used to treat
damage from GERD in adults and children 1
month of age and older. Prescription omeprazole
is used to allow the esophagus to heal and
prevent further damage to the esophagus in
adults and children 1 year of age and older with
GERD. Prescription omeprazocle is also used to
treat conditions in which the stomach produces
too much acid such as Zollinger-Ellison syndrome
in adulis. Prescription omeprazole is also used to
treat ulcers (sores in the lining of the stomach or
intestine) and it is also used with other
medications fo treat and prevent the return of
uleers caused by a certain type of bacteria (H.
pytori) in adults. Nonprescription
{over-the-counter) omeprazole is used to treat
frequent heartburn (heartburn that occurs at least
2 or more days a week) in adults. Omeprazole is
in a class of medications called proton-pump
inhibitors. It works by decreasing the amount of
acid made in the stomach. This information was
obtained from the website:
hitps:/fmedlineplus.gov/druginfo/meds/ag93050.h
tml.
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F 558 | Reasonable Accommodations Needs/Preferences F 558|° Fss8
55=p | CFR(s): 483.10(e)(3) . Corrective Actien(s):
i Resident #37’s call bell was corrected and
§483.10(e){3) The right to reside and receive : is now properly placed. CAN #4 was
services in the facility with reasonable ; “;5"“'1“‘1 o Ch?gh“%;‘;fbthﬁ proper
accommodation of resident needs and , placement of resident call bell for resident
¢ #37. A facility Incident & Accident form
preferences except when to do so would ; L
: : was completed for this incident.
endanger the health or safety of the resident or
other residents. ) ] . Identification of Deficient Practices &
This REQUIREMENT is not met as evidenced Corrective Action(s):
by All other residents may have potentially
Based on observation, staff interview, resident been affected. The DON, ADON and/or
interview and clinical record review, it was unit memagers will screen 100% of
determined that the facility staff failed to provide residents for proper call bell placement
accommodation of resident needs for one of 40 and use to identify residents at risk. This
: . . is to include adaptive call beils. Any/all
residents in the survey sample, Resident # 37. _ . L E .
- . . . - negative findings identified will be
The facility staff failed to ensure Resident # 37's : . .
I bell X : . corrected at the time of discovery,
call bell (a device with a bUﬁOl’? that ca_n be An Incident and Accident form will be
pusheq to alert sta}ff when assistance is needed), completed for each negative finding.
was within the resident's reach,
| Systemic Change(s):
The findings include:  The facility policy and procedure has
“ been reviewed and no changes warranted
Resident # 37 was admitted to the facility on ¢ at this time. ALl staff will be inserviced by
01/10/19 with a re-admission of 01/28/19 with : ﬂ}e D%N gﬁebpgpg le;f‘ and use
diagnoses that included but were not limited to 0 “mlcnl 4 e'tiin mmhe f:ﬁ’ are
benign prostatic hyperplasia (1), heart disease Propery p 26eC Wil n reach o
g yp p ! residents when in their rooms.
{2), and hypertension (3).
Resident # 37's most recent MDS (minimum data
set), a quarterly assessment with an ARD
(assessment reference date) of 065/27/19, coded
Resident # 37 as scoring a zero on the brief
interview for mental status (BIMS) of a score of 0
- 15, zero - being severely impaired of cognition
for making daily decisions. Resident # 37 was
coded as requiring limited assistance of one staff
member for activities of daily living. Section
G0400 "Functional Limitation in Range of Motion"
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, The Unit Managers are responsible for
| maintaining compliance. DON and/or
| Unit Managers will complete random

coded Resident # 37 with, "Impairment on one
side" of his upper extremities (shoulder, elbow,

wrist, hand). ' daily rounds throughout the day to

| monitor for correct placement of call bels
On 06/26/19 at 9:01 a.m., an obsearvation of ' to monitor for compliance. Any negative
Resident # 37's room revealed the call beli laying  findings will be corrective at time of
in the middle of the bed. Resident # 37 was discovery and disciplinary action will be
observed sitting in his wheelchair at the foot of hi taken as required. Aggregate findings will
bed. Further observation reveaied the call bell "be reported to the QA Committee for

review, analysis, and recommendations of
‘ change in facility policy, procedure, or
practice.

Completion Date: 08/10/2019

was not within reach of Resident # 37.

On 06/26/19 at 9:25 a.m., an observation of
Resident # 37's room revealed the call bell laying
in the middle of the bed, Resident # 37 was
observed sitting in his wheelchair at the foot of hi
bed. Further observation revealed the call beil
was not within reach of Resident # 37.

On 06/27/19 at 8:15 a.m., an observation of
Resident # 37's room revealed the call bell laying
in the middle of the bed. Resident # 37 was
observed sitting in his wheelchair at the foot of his
bed eating his breakfast on the over-the-bed table
in front of him. Further observation revealed the
call bell was not within reach of Resident # 37.

On 06/27/19 at 2:10 p.m., an observation and
interview was conducted with Resident # 37.
Resident #37 was sitting in his wheeichair at the
foot of his bed. When asked if he used the call
bell Resident # 37 stated that he did use it and it
was verified with his roommate that Resident # 37
couid press the call bell,

The comprehensive care plan for Resident # 37
dated 01/24/2019 documented, "Problem/Need.
(Resident # 37) requires assist (assistance) with
his ADLs due o weakness, poor mobility and
cognitive deficits. He is at risk for falls due to
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F 558 | Continued From page 22 F 558

poor mobility. Resident was admitied with
pressure area on his left heel that has opened
requires tx (treatment). He is at risk for new
pressure areas and MASD (moisture associated
skin damage). (Resident # 37) has poor mobility
and hx (histery} [sic] it (right) arm cellulitis at risk
for unrefieved pain." Under "Approaches", it
documented in part, "Call bell within reach.”

On 06/27/19 at 2:12 p.m., an interview was
conducted with CNA (certified nursing assistant) #
4. CNA # 4 was asked to observe the placement
of Resident # 37's call bell. When asked if the
call bell was within Resident #37's reach, CNA #
4 stated, No it's not within reach. it's supposed to
be in reach." CNA# 4 then positioned the call
bell to the foot of the bed within Resident # 37's
reach. Observation of the call bell revealed that it
was long enough to reach from the wall at the
head of the bed o just past the foot of Resident #
37's bed and was in reach.

The facility's policy "Answering the Call Light" it
documented, "General Guidelines. 5. When the
resident is in bed or confined to a chair be sure
the call light is within easy reach of the resident."

On 06/27M19 at approximately 5:00 p.m., ASM
{administrative staff member) # 1, the
administrator and ASM # 2, director of nursing
were made aware of the findings.

No further information was provided prior to exit.

References:

{1} An enlarged prostate. This information was
obtained from the website:
https://www.nlm.nih.gov/medlineplus/enlargedpro
statebph.html.
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(2) There are many different forms of heart
disease. The most common cause of heart
disease is narrowing or blockage of the coronary
arteries, the blood vessels that supply blood to
the heart itself. This is called coronary attery
disease and happens slowily over time. it's the
major reason people have heart attacks. Other
kinds of heart problems may happen to the valves
in the hear, or the heart may not pump well and
cause hear failure. Some people are born with
heart disease. This information was obtained
from the website:
https://mediineplus.govheartdiseases.html.

(3) High blood pressure. This information was
obtained from the website:
https://mww.nim.nih.gov/mediineplus/highbloodpr
essure.html.

Request/Refuse/Dscntnue Trmnt;Formlte Adv Dir
CFR(s}: 483.10{c){6}BHg}{12)(I}-{V)

§483.10(c)(8) The right to request, refuse, and/or
discontinue treatment, lo participate in or refuse
to participate in experimental research, and to
formulate an advance directive.

§483.10{c){8) Nothing in this paragraph should be
construed as the right of the resident to receive
the provision of medical treatment or medical
services deemed medically unnecessary or
inappropriate.

§483.10(g)(12) The facility must comply with the
requirements specified in 42 CFR part 489,
subpart | {Advance Directives).

{i) These requirements include provisions to
inform and provide written information to all adult

F 558

F 578| F578

" Corrective Action(s):
An Incident and Accident form was
completed for not offering periodic
reviews of the advance directives for
residents #46, #3, #4, #42, #10, #17, #35,
#9, 431, #16, #11,#39, #42 and #38,
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residents concerning the right to accept or refuse
medical or surgical treatment and, at the
resident's option, formulate an advance directive.
(it} This includes a writien description of the
facility's policies 1o implement advance directives
and applicable State law.

(iii} Facilities are permitied to contract with other
entities to fumnish this information but are still
legally responsible for ensuring that the
requirements of this section are met.

{iv) If an adult individual is incapacitated at the
time of admission and is unable to receive
information or articulate whether or not he or she
has executed an advance directive, the facility
may give advance directive information to the
individual's resident representative in accordance
with State Law.

(v} The facility is not relieved of its obligation to
provide this information to the individual once he
or she is able to receive such information.
Follow-up procedures must be in place to provide
the information to the individual directly at the
appropriate time.

This REQUIREMENT is not met as evidenced
by:

Based on staff interview, facility document
review, and clinical record review, it was
determined that the facility staff failed to provide
periodic reviews of the advance directives for
fourieen of 40 residents in the survey sample,
Residents #46, #3, #4, #41, #10, #17, #35, #9,
#31, #16, #11, #309, #42 and # 38.

The findings include:
1. The facility staif fafled to evidence information

a periodic review was conducted to provide
Resident # 46 with the opportunity to develop an

Corrective Action(s):
All other residents may have been
potentially affected. The Social Services
| Director will review all resident’s medical
i records to identify residents that have not
‘had a periodic review of their advance
| directives, Any negative findings will
‘result in the Social Services Director
Ireviewing the advance directives with the
‘resident and/or RP to ensure that the
. proper code status and advance directives
- are in place and document in the residents
medical record the status of their advance
* directive and code status, An Incident &
Accident form will be completed for each
negative finding.

 Systemic Change(s);
The Facility policy and procedure was
reviewed and no changes are warranted at
this time. The Social Services director
have been inserviced on the policy and
procedure for initiating and reviewing

- advance directives on admission and

"every 90 days with the resident and/or RP.
The Social Services Director will discuss
with each future new Admission their
advance directors and resuscitation status
upon admission to the facility and every
90 days after admission.
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F 578 | Continued From page 25
advance directive.

Resident # 46 was admitted to the facility on
01/23/13 with diaghoses that included but were
noi limited o hypertension (1), and Alzheimer's
disease {2). Resident # 46's most recent MDS
{minimum data set)}, a quarterly assessment with
an ARD (assessment reference date) of 06/05/19,
coded Resident # 46 as scoring a three on the
brief interview for mental status (BIMS) of a score
of 0 - 15, three - being severely impaired of
cognition for making daily decisions. Resident #
46 was coded as being independent with
activities of daily fiving.

The clinical record and the EHR {electronic health
record) for Resident # 46 evidenced Resident #
46 was offered information on developing an
advance directive upon admission. Review of the
record revealed Resident # 46 had chosen not o
execute an advance directive. Further review of
the clinical record and the EHR failed to evidence
documentation that Resident # 46 was provided
pericdic review to develop an advance directive.

On 06/26/19 at 4:40 p.m., an interview was
conducted with OSM {other staff member) £ 1,
social worked and admissions coordinator. OSM
#1 was asked to describe the process staff
joliows regarding a resident's advance directive.
OSM # 1 stated, "Upon admission, | do give
information about formulating and advanced
directive, and discuss with them their right to form
an advance directive, discuss DNR (Do Not
Resuscitate) and Full code status at that time.
Even if they don't choose to write an advance
directive, we have a form on the chart, which is
an advance-directive discussion sheet. Quarterly
| review the code status, and again ask about

F 578 ; Monitering:

. The Social Services Director is

| responsible for maintaining compliance.

| The Social Services Director will andit

{ Residents medical records weekly

. coinciding with the care plan calendar to

' monitor compliance for reviewing

| Advance Directives every 90 days with

: residents and/or RP’s. Any/all negative

 findings will be reported to the

. Administrator for immediate corrective
action to include an investigation.
Completion Date: 08/10/2019
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advance directive." When asked if she had
documentation that she had reviewed the
advance directive with Resident #46 or the
responsible party, OSM # 1 stated no.

The facility's policy " ADVANCE DIRECTIVES
FOR WITHHOLDING OR WITHDRAWING
LIFE-PROLONGING PROCEDURES"
documented, "Social Services. 2. Follow-up: a.
Where the resident chooses not to execute an
Advance Medical Directive at the time of
admission, Social Services will inquire after 90
days whether there has been any subsequent
discussion about, or decision to execute, an
Advance Medical Directive. b. if the resident
wishes to execute an Advance Medical Directive,
or has already done so, the social services staff
wili arrange for any necessary assistance to the
resident, and obtain three (3) copies of the
document, for disposition in the same manner,
described above, as Advance Medical Directives
identified or executed at the time of admission. c.
if the resident does not wish o execute an
Advance Medical Directive when given the
opportunity through the follow-up procedure, it
should be documented in the sccial services
notes that the follow-up was done and the
resident chose not to make a decision. d.
Subsequent follow-up will take place, as the need
is indicated and communicated by the nursing
staff to the Comprehensive Plan of Care Team,
for example, when the residents overall condition
is declining, suggesting the increased likelihood
that a life-threatening situation may develop, in
which the existence of an Advance Medical
Directive might serve to spare the resident
unnecessary pain and suffering, should that be
the wish of the resident. e. Upon determination
by the Comprehensive Plan of Care Team, that

F 578
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