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F O00  Initial Commants E D00

An unannounced Emergency Preparedness
survey was conducted 08/0122 through
080322, The facility was in substantial
compliance with 42 CFR Part 483.73,
Requirament for Long-Term Care Facilities. Mo
emarngency preparedness complaints weare
investigated during the survey.
F OO0 IMNITIAL COMMENTS F a0o

An unannounced Medicare/Medicaid standard
survey was conductad 06/01/22 through
080322, Three complaints were investigaled
during the survey. Comections are required for
compliance with 42 CFR Part 483 Federal Long
Term Care requiremeanis. The Life Safely Code
survayreport will follow,

VADOD53833-unsubstantiated
Wa0O053236-unsubstantiated
VA0l hZ4E6-unsubsiantialad

The cansus in this 101 certified bed facility was
88 at the time of the survey.  The final survey
sample consisted of 18 current Resident reviews.

F&vF? ADL Care Provided for Dependent Residentis F&Fy 1 Resident #2%-was offered to have her BID42007
55=0 CFR(s) 483.24{a)Z) naits timmed and sha declined. An appointmeant
' with a podiatrist has been made and also a
£403.24{a)(2) A resident who is unable to carry dermatolegist,

Resident #68-was immediately offered a shower
and refused stating he would take ona an his
ragular scheduled bath day. He provided a list of

oul activities of daily living raceives the necessary
sarvices 1o maintain good nutrition, grooming, and

persanal and oral hygiene, i S 1t Balhé 1o atatt
This REQUIREMENT is not met as evidenced I AR el
Bath have had tneir plans of care reviewed and

by: T
ga::‘ed on observalion, siaff interview, and clinical updated as indicated.
record review, the facility staff failed to provide

Activities of Daily Living (ADL) care for 2 of 18

residents, Resident #29 and Residen! #6568,

LABCHATORY DIRECTOR'E OR PROVIDER/SUPFLIER HOI:I’?SEN TATIVE'S SIGMATURE TITLE LXG) DA TL

N Al Pl E0 g/ 1 -5:/ 92

Any deficieney slatement ending with an aaterisk (*) denotes a deficioncy which e institulon meay be excused from correcting providing it is éetermined that

ather safeguards provide suffcienl protection 1o the patents . (See insfructions.) Except for nursing homes, Ine lindings stated avove are disclosabla 90 days
following the dale of survey whelher or ol a plan of carection is provided. For nursing homes, the above irdings and plans ol carraction are disclosable 14
days follow ng tha date these documenis are made avallable 1o the facility. |f deficiencies are cited, an approved plan of carrecton (5 requisite to continued

arogram particigation.
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1. Resident #29 was observed to have long, thick,
and jagaed fingernails and toenails.

2. Resident #68, the facility staff Tailed to provide
ADL care in regards 1o bathing.

The findings includead:

1. Rosident #29's diagnoses includead, but were
not limited to, hemiplegia and hemiparesis,
contracture right and left hands, cerabrovascular
[CWA) disease, hipolar disarder, and prediabetes.

Section C (cognitive patterns) of Resident #29's
quarterly minimum data sel (MDS] assessment
with an assessment reference dale (ARD) of

OB 4/22 included & briel intarview for mantal
status (BIMS) summary scora of 14 outof a
possible 15 points indicating the resident was
alerl and orientatad, Howaver, due to the
residents communication deficit the surveyor was
unable ta interview this resident. Section G
(functional status) was coded (o indicata the
resident was totally dependent an one parson for
personal hygiena (472} and as having impairment
on hoth sides in the upper and lower extremities.

Rasident #29's comprehensive care plan includead
the focus area has an ADL self-care parformance
deficil relaled o CVAMemiparasis to left and right
side, bilateral upper and lower contracture's,
Mon-compliant with care at times, showers, and
chooses to get out of bed only rarely,
Interventions included, but were nol [mited to,
assist with ADL's as needed, encourage carn,
wait and re-approach al times, check nail length
and trim and clean an bath day and as necessary.
Report any changes to the nurse,
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F&77 Caontinued From page 1 FBYT 2 Al rezidents have the potantial to be

impaclad by the alleged deficient practce.

A quality revicw was conducted by the DCS
[Diraclar of Clinical Services)designae of nails
neading cul including bath fingers and toes.
Those unable ta be cut by stall will be reflerred Lo
the podiatrisi.

A quality review was conducted by tha OCSS
designee of residents receivingdrefusing baths.
3. All nursing staff will be re-educatoed by
the DCSMdaesignaa ralalad o ADL care including
nail care and bathing/shawering as indicaled.
The IDT team will reviaw ADL shaats in the AR
clinical meeting to ensura residents arg raceiving
baths/showers as indicated with nail care being
provided during baths/showers. A list of thoze
needing podiatry care or fingemail focus will be
provided o the social services far fellow up.

4. Tha ED (Exccutive Director)!DCS!
dasignes o conduct guality menitoring of 10
residenls weaekly x § weoks 0 ensure bathing and
nail care is completad as indicated. The lindings of
fhese quality manitoring's to be reporied 1o Lha
Quality Assurance'FPerformanca Improvarmeant
Committes monthly. Qualily Mamilzring schadula
mdified based on findings wilth quarlarly
monitering by the ROCS (Ragional Direclor of
Clinical Services)] [ desianee.
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ORMNZI22 B33 a.m., Resident #29's fingemails
wora observed to long with debris present
underneaih the nails. Toenails ohsarved to be
long and thick,

QRM2122 12:14 p.m., Resident #29's fingernails
and toenails remain long and thick,

OB/02122 4:30 pam,, during an end of the day
meeling with the Administrator, Director of
MNursing (DON), and Regional Director of Clinical
Services the izsue with Resident #29°s nails was
reviewed. The Administralor slaled they would
speak with this resident and see if they would
allow the stafl to cul their nalls.

08/02/22 B:37 p.m., Licensed Practical Murse
(LPM} #3 documented in Residant #29's clinical
record ", refused nail elipping at this time to this
nurse, ng (Murse Praclitioner) and rp
[Responsible Party) made aware.

DED322 09:31 a.m., LPM &1 stated they
attempted to cut the residents nails yvesterday, it
wag difficult, and the residenl acled as if it was
painful. LPN #1 slated they had scheduled
appointments for this residant in regards to their
nails.

OB0322, the facilily slall provided the surveyor
with copies of appointments that were scheduled
for this residant regarding their nails. One
appaintment was with a dermatology office on
August 10 and the other was with podiatry on
August 15

Mo further informatian regarding this issue was
pravided 1o the survey team prior to the exit
conferance on 08/03/22.
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2. Residenl #68's diagnosis list indicated
dizgnoseas, which included, but not limited 1o
Ciuadriplegia, Chronic Respiratory Failure,
Chronic Combined Systolic and Diastolic Haart
Failure, Type 2 Diabetas Mallitus, Chronic Wiral
Hepatitis B, Chronic YWiral Hepatitis C, Obstructive
and Reflex Urapathy, Mood Disorder, Major
Depressive Disordar, and Anxiety Disorder.

The most recent annual minimum data sat (MD2)
with an assessment reference date (ARD) of
422 assigned the resident a bref interview for
rmental slatus (BIMS) summary scare of 15 aut of
15 indicating the resident was cognitively intact.
Tha resident was coded as being totalhy
dependent on staff for bed mobility, dressing,
eating, loileting, personal hygiene, and bathing.

Reasident #68's currant caomprehensive
parzon-centered care plan included & focus area
stating "{Resident #68) has an ADL (activities of
daily living) self-performance deficil 't {relatad o)
du (diagnosis) of Functional Quadriplagia,
Waakness, Impaired mobility, and contractures”
with an infervention stating "Assist with ADL's as
needad”.

Oin 80122 at ¥:25 pm, surveyor observed
Residenl #68 lying in hed wearing a hospital
gown, coverad with clean linens, face was clean
and hair was appropriately groomed. The
residont stated they very seldom get a shower
and their last shower was four days ago,

On 8MN222 at 1:16 pm, the directar of nursing
[DON) provided the surveyor with Resident #68's
showerbathing documentation and staled that
was all of the resident's documented showers for
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the requestad lima period of June through July
2022, Surveyor reviewed Resident #68's bathing
documentation and according 1o the residenl's
"Documentation Survey Report v2" for the
ranths of June 2022 and July 2022, the resident
received three partial baths, ona bad bath, and
two showers from 60122 through 8/01/22 with
one documented refusal on 823722, Resident
{68 raceived the following baths/showers fram
B/01/22 through 8/01/22:

BI20/22 - partial hath

BA0IE2 - bed bath

TO7 22 - partial hath

T2 - showar

7114022 - partial bath

TI25/22 - showear

On B/02/22 at 4:32 pm, the survey team mel wilh
the Administrator, DON, and the Regianal
Diractor of Clinical Sarvices and discussed of
concern of Resident #68's showers/bathing,

On BI0322 al 9:36 am, surveyor spoke with the
DOMN who stated Resident #68 was offered &
showaer last night but refused stating they just
wanted back on ther Wednesday ‘Saturday
shower schedule. The DOMN pravided a copy of a
social services progress note date 802022 at 6:03
prm which stated in part "Spoke to resident about
rhisfher] shower preferances and {heisha) would
like for {hisfher) shower days 1o stay the sama
Wed/Sat. (He/She) has requastad that (hefshe)
get on the stretcher and go to the shawer room
on those days”,

Surveyor requested and received the facility
policy entitled "Bathing/Showering” which read in
part "Assistance with showering and bathing will
be provided al least twice a week and PRN (a5
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needed) to cleanse and refresh the resident”.
Ma further information regarding this concam was
presanted to the survey feam prior to the exit
conference on 803,22,
F 689 Free of Accident Hazards/Supervision/Devices F 689 4, Hasidenl #28 had an elopemeant risk BiT4N2 7

55=0 CrR{s) 483.25(d}(1){2)

£403.25(d) Accidents.

The facility must ensure that -

B483.25(d}1) The resident environment ramains
as free of accident hazards as is possible; and

£482.26(c)(2)Each resident receives adequate
suparvision and assistance devices to prevent
accidents.

This REQUIEEMENT is nol mel as evidanced
by

Basad on observation, staff interview, and clinical
recard reviaw, the facility staff failed to ensure 1
of 18 residents, Residant #28 were free of
accident hazards.

Resident #28 did not have their physician ordered
wanderguard or chair alarm in place.

The findings included:

Resident #28's diagnoses included, but weare not
limited to, Alzheimear's disease, demantia,
palliative care, anxiety disorder, and restlessness
and agitation.

Section G (cognitive pallerns) of Resident #28's
admission minimum data set {MD3) assessmant
with an assessment raference date [ARD) of
DEM1/22 was codad 1/1/3 indicating the resident
had problems with long and short term memary

agaessmeant completad and na langer reguired (e
wander guard. Anarder was written 1o discantinue
i,

Aclaitionally the IDT reviewed tha resident’s plan of
care and falls histary and determinad the chair
alarm was nao langer indicated, An order was
wrillen o discontinue it

2. All residents have the patential 1o be
impacted by the alleged deficient practice,

A quality review was conducted by the DCS
(Director of Chnical Services)designee of residents
with wander guards and chair alarms 1o ensure
they are apprepriate and in place as ordered

A All nursing staff will be re-educated by
the DCSidesignes ralatad to ensuring safoty
devices ara in placea as ardarad.

The 10T will review 24 hour raporl in AW maating
to capiure any new ordars for chair alarmswander-
guards to ensura they arg put into place as
ordered,

The Cuality Monitoring Team will audil thair
assignment and report in AWM maaling that safiaty
doevices were in place as indicatad on their
asslgned rounds,

4, The ED {Frecutive Directory OGS/
designee o conduct quality manitaring of 10
residants weakly x 6 waaks to ansure safely
devices ane in place as ardered. The findings of
Lthasa quality monitonng's to ke reparted to the
Cuality Assurance/Parformance Improvement
Cammillea monthly. Guality Monitoring schadule
madified bascd an findings with quarerly
manitoring by the RDCS (Regicnal Director of
Clinical Servicas) / designee,
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F &89 Continued From page 6 F R&a
and was sevarely impaired in cognitive skills for
daily decision making. Section G [functional
slatus) was coded to indicate the resident
required extensive assist of 2 people {(372) for
transfers and used a wheelchair for mobility,
Section O (restraintsialarms) was codad (o
indicate the resident used bad and chair alarms.
Wandar/elopement alarm was not coded as being
used,

Resident #28's comprahensiva cara plan includad
{he focus area at risk for falls, Interventions
included, but wore not limited to chair alarm.

Resident #28's physician orders included orders
for chair alarm every shift (0608722] and
wanderguard every shift (06/14/22).

A review of the rasidents treatment administration
records revealed that Licensed Practical Murse
(LPM) &1 staff had signed that the wandarguard
and chair alarm were in place 0802722

002022 10:30 a.m., hospice staff in room
working with resident checked for placemenl of
wanderguard with LFN #1 unable 1o locate,

OB2I22 10:43 a.m., the Diractor of Mursing
(DOM} made aware that wanderguard was not in
plave.

080222 11:33 a.m., Resident #28 observaed up
in wheelchair in dining area, DON was unable to
locatle a chair alarm. LPM #1 stated the hospice
employen had gotten Resident #28 up this am.

Q80222 3:.00 p.n., LPM #1 stated thay had not
worked since Friday and thought they had saw
the wanderguard on the residents left wrist.
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F 688 Continued From page 7

080222 3:10 p.m., the DON provided the
surveyor with a copy of a fall risk assessment
with an effective date of 08/01722 the score was
documented at 7o'high risk,

Tha DOM alsa provided the surveyar with a copy
of a progress note documented OBO2/22 that
read, .. elopement risk assessmeant completed
Lhis shifl, patient is nol wandering or exit seeking
al this time, new arder raceived from np (nurse
practitionar) to remove wander guard.”

O80H22 4:30 pon., during an end of the day
meealing with the Administrator, DON, and
Regional Director of Clinical Services. The issuns
reqarding Resident #28's wanderguard and chair
atarm not being in place was reviewed,

Ma further information regarding these issues
were provided 1o the survey team prior to the exit
conference on 08/03/22,

Drug Regimen is Free from Unnecessary Drugs
CFR{s): 483.45(d){1)-(6}

F 7a7
55=D
£483 45(d) Unnecessary Drugs-General,

Each resident's drug regimen musl be free rom
unnecessary drugs. An unnecessary drug is any
drug when used-

§483.45(d)(1) In excessive dose (including
duplicate drug therapy]); or

§483.45(d)(2) For excessive duration; or
5483.45(d){3) Without adequate monitoring; or

5483.45(d){4) Without adequate indications far its

F 689

FVar 4 Rosidant #45 was reviewed by the Bi242022
micdical leam with ne new arders,

2. All residents prescribed medications

with parameaters are at risk 10 be impacted by the

allaged delicient practico,

& guality review was conducted by the DCS

(Director of Clinical Sarvices Ydesignee of

medications wilh parameters Lo ensure they ane

being provided as ardered,
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F 757 Confinued From page 8 F 787 3, All licensed nurses will be re-educated by
usE; ar the DCSMdesignes related to administering
medications as ordered and adhering fo parameters
B4R3,45(d1{5) In the presence of advarse as ardered,

The DT will review thoze with meadication
parameters weekly to ensure medications are being
provided as ordered and documentation is made

consaquanceas which indicate the dose should be
reduced or discontinued; or

483.45(d)(6) Any combinations of the reasons acoardingly.
Eiateci Jnll pgra]gra;rhs (d}{ 1) through (%) ol this % TGO E sl Dirsaony st
i aginh desigres 1o mr:dut:ﬁt quality manitoring of 5

; ! ) ) rasidanis weekly x § waoks 1o ensure medicalons

This REQUIREMENT s not met as evidenced are pravidad a5 indicaled, The findings of lhesa
by quality monitaring's 1o be reported o the Quality
Based on staff interview, clinical record review, Assuranca/Perlormance Improvemant Commitlaa
and facility document review, the facility staff manthly, Quality Manftoring schedule madified
failed to ensure 1 of 18 residents in the survey based an findings with quarterty monitaring by the
sample was free of unnecessary meadicalion, RDCS (Regional Diractor of Clinical Services) !
Fesident #45, designes.

For Resident #45, the facility staff administered
Metoprolol Tartrate, a medication used 1o treal
high blood pressure, on four separale oocasions
when it should have heen held,

The findings included:

Resident #45's diagnosis lisl indicated diagnoseas,
which included, bul nol limited 1o Cerebral Palsy,
Cersbiral Infarction, Tachycardia, Essential
Hypartansion, Ganaralizad Idiopathic Epilapsy,
and Adult Failure ta Thrive.

The maosl recent quarlery minimurm data sat
[MD5) with an assassment roferance date (ARD)
of @28/22 coded the resident as being severely
impaired in cognitive skills for daily decision
making with short-term and long-term memaory
problems. Resident #45 was coded as being
rarelynever understood,

Resident #45's current comprehensive

FORHM RS- 103290 Prevous Versions Obsalels Event ID: ¥HVO1T Faciity 0. ¥A0208 1T confinuaton sheat Pege 9 of 16
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person-centered care plan included a focus araa
stating "[Resident #45) is at risk for allered
cardiovascular status 't (related to) HTH
(Fypertension) and tachycardia” with an
intervantion stating “Medication per MD arders -
Sae MAR {madication administration record}”.

Resident #45's current physician's orders
included an order dated 3114522 for Metopralol
Tarfrate 25 mg two times a day, hold for heart
rate balow 60 or systolic blood prassure balow
110 mmHg.

According 1o Resident #45's July 2022 MAR, the
resident received Metoprolol Tartrate 26 mg when
it should have been held on the following
0SCASIONS:

FIOA22 5:00 pm - blood pressure was 108/54
F04/22 900 am - heart rate was 55

71322 9:00 am - blood pressure was 104/68
713722 5:00 pm - blood pressure was 10066

Each of the aforementioned Metoprolol Tartrate
administrations were documented as being
adminislerad by lhe same nurse identified only by
their initials on the July 2022 MAR, On 80322 at
9:36 am, sunvayor spoke with the director of
nurging [DOM) and requastad to speak with nursa
who administered the medication in errar,
however, the identity of the nurse was not
provided Lo the surveyor prior to the exit
conferance on BI03/22,

Surveyor requested and received the facility
policy entitted "Administering Medications”™ which
read in part "4, Medications are adminislered in
accordance with prascriber orders "

On 80322 at 11:53 am, the survey team meat
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with the Administrator, DOM, Regional Director of
Clinical Services, and the Vice President of
Cperations and discussed the concern of
Resident 845 receiving Metoprolol Tartrate on
four separate nccasions when it should have
heen held,
Me further information regarding this concerm was
prasented to the survey t2am prior 1o the axit
conference on &/023/22.
F 842 Resident Records - ldentifiable Information F 842 1 Resident #286's medical record was Br2ar2022
85=0 CFR(s) 48320005, 482.700)(15-(5) raviewad and a clarfcation note an the status of his
dialysis porl was made.
E403,20(1){5) Resident-identifiable information, Rasigen] #84 r1u.tuugﬂr resides in the facility.
(i} A facility may not release information that is 2 All rasidants on dialysis case load and
resident-identifignle ta the public, those discharged are al rigk o be impacted by the
(i) The facility may release informalicn that is allaged daﬁﬂ_ian_t p'am_i“" e
resident-identifiable to an agant only in AD'.:“H“W rf;véf.w.wTESmn.dua?: bf“ j t::: Fokatas
accordance with @ contract under which the agent ( |re.<m}r.o ek EW".}HS:' i :u_tas_l _En 2
. : . on dialysis and their medical record for acouracy of
agrees not to use or disciose tha information AcirpRration
excepl 1o the extent the facility itself is permitted A quiality review: was nordusted by the S50 a4
lo do s0. residents discharged from the facility from 8/1/2022
Lo ensure inventory sheets are completad in their
483,700 Medical records, entirety.
483700001 In accordance with accepted
professional standards and practices, the facility
rust maintain medical records on each resident
that ara-
(i) Complete,
(i) Accuralely documentead;
(iil] Readily accessible; and
(iv) Systermatically organized
5483.70Mi){2) The facility must keap confidential
all information contamed in the resident's records,
regardless of the form or storage method of the
records, axcept whaen release is-
(i1 T the individual, ar their resident
FORR CMS-2567(02-08) Fravinus Vorsions Ohsoiels Eweat [D: AHY Faciigy 1 WADHIE If continuation sheat Page 11 of 16
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representative whare permilled by applicable law;
(i) Required by Law:;

(iii} For treatment, payment, or health care
oparations, as permitted by and in compliance
with 45 CFR 164,506,

neglect, or domestic vinlence, health ovearsight
activilies, judicial and administralive proceadings,
law enforcement purposas, aorgan donation
purposes, research purposes, or to coroners,
medical examiners, funeral directors, and to avert
a senous threat to health or safety as parmitted
by and in compliance with 456 CFR 164 512,

483.7001{3) The facility must safeguard medical
record information against loss, destruction, or
unauthorized use.

5483, 7014 Medical records must be ratained
for-

(i1 The pariod of time required by State law; or
(if) Five yoars from the date of discharge when
thare is no requiremeant in State law; or

(iti) Far a minar, 3 years after a resident reaches
lenal age under Slale law.

482.70011(5) The medical record must contain-
(1} Sufficient information to identify the resident:
(i) A record of the resident's assessments:

(iii} The comprebensive plan of care and sarvices
pravidad,

{iv) The results of any preadmission screening
and resident review avaluations and
datarminations conducted by the State;

{v] Physician's, nurse's, and other licensad
professional's progress noles, and

(wiy Laboratory, radiology and other diagnostic
services raports as required under §483.50.

{iv) For public health activities, reporting of ahuse,
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Tas REGULATCAY OR (8¢ IDENTIFYING INFORMATION, TG CROSS AEFERENCED TO THE APPROPRIATE AL
DEFICIENCT)
F 842 Continued From page 11 Fa42 3 All Licensed nurses will be re-educated

by the DCSMdesignees related to acouracy of
miedical records and completion of inventory
sheets upon discharge.

The 10T will review 24 haur documentaticn,
orders and notes in AW meeting to ensure dialvsis
rasidant's madical record documantation is
acourale.

Thie 10T will review pewly discharged records in
AM meeting ta ensure inventory shaat is
romplated aoouralaly.

4, The ED (Execulve Director )/ DCS!
designae to conduct quality monitonng of dialysis
residents to ansure access orders are accurale
and maich the type of dialvsis access the resident
nas in place, and discharged residents’ medical
records o ensure inventary sheet documentaticn
1=z signed and accurate weekly £ 6 waeaks, The
findings of these quality monitoring's to be
resported to the Quality Assurance/Perfarmance
Improvement committee monthly. Quality
honitering schedule madified based on findings
with quarlarly monitering by the RDCS {Regioral
Diractar of Clincal Sarvicesidasignas.
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This REQUIREMENT is net met as evidenced
by

Based on staff interview, Resident interview and
clinical record review the facility stafl failed 1o
ansure a complete and accurate clinical rocord
foor 2 of 18 residents, Rasident #2886 and Residant
i,

1. For Resident 8286, the facility staff
documented thal the resident has an
arleriovenaus (A-\) shunt far hemedialysis, when
they do not, An AN shunt is a connection, made
by & surgeon, of a vein to an artery, in order (o
daliver hamodialysis treatments.

2. For Resident #84, the Tacility staff failed to
fallow thair policy in regards to obtaining a
signature on tha inventory sheet upon discharge.

The findings included:

1. Resident #286's face sheot listed diagnoses
which included but not limited to metabolic
ancephalopathy, cirrhosis of liver, end stage renal
dispase, and dependence on renal dialysis,

Resident #286 is a new admission and the
minimuem data sel had not yat hean comploted,
howwever the residant iz alert and oriented to
parson, place, time and situation.

Resident #286's baseling care plan was reviewed
and indicated that the resident recaived
hemodialysis.

Surveyor spoke with Resident #2886 on 08/02/22
at 8:30 am. Fesident was rasting in bad, alert and
orignted, Surveyor spoke with resident about their
dialysis lreatments. Surveyor asked resident if
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they had an A-\ shunt, and resident stated thay
do not, and pulled front of top down o show
surveyar dialysis porl, located on righl side of
upper chest, Resident also stated they thought
they wauld be needing to get an A<V shunt in the
futurea.

Resident #288's physician's order summary for
tha month of July 2022 weare raviewed and
contained an ardar, which read in part "Check AY
shunt each shift assess for bruit and thrill every
shift for monitoring”. This order has a start date of
QF2ae.

Resident #286's treatment administration record
for the manth of July 2022 was reviewed and
contained an entry, which read in part "Check AW
shunt each shift azsess for bruit and thrill every
shift for monitoring”. This entry was initialed as
being compleled Trom starl date until 8222,

Sunveyor spoke with director of nursing (DOM) on
08/02/22 at 11:45 am regarding Fesident #286,
OO stated that resident does nol have an A-W
shul, bul has a porl-a-cath for dialysis access. A
port-a-cath is a device implanted under the skin,
used to delivar traatments, blood transfusicns
and draw blood.

The concern of the inaccurale record was
discussed with the administrator, regional nurse
consultant and DOM during an end of day
meating on 802722 at 4:30 pm.

On OB/0322 at 10 am the DOMN provided surveyar
with an in-service training entifiad "Genaral
Mursing Issues". This training read in part "WMake
sure you are documenting accurately when
reviewing your orders fram the MARS/TARS

FORHSY DAS-206002-05) Proviaus Versions Dbsalete Ewent 10, XHY O Facilily 10 Wad2ia If conbinuation sheet Fage 14 ol 16
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{medication administralion records/traatment
administration records). Make sure when putting
in orders for portacaths, fistula’s, permacath. etc.,
we are carrectly identifying correctly what acoess
we are dealing with to ensure we arg putting in
the appropriate orders. Falsifying documantation
i3 very serious”,

Mo further infarmation was provided prior to exit,
7. Resident #84 was discharged 1o a local
hospital in September 20021,

Diagnoses included, but weare not limited to,
pragressive vascular leukoencephalopathy,
unspacified damentia, muscle weakness, and
cognitive communication deficit,

Section C (cognitive patterns) of Resident #84's
admission minimum data set (MOS) assessment
with an assessment reference date (ARD) of
00/23/21 was coded 1/1/3 to indicate the rasidant
had prablemns with long and shorl-term memaory
and was severely impaired in cognitive skills for
daily decision-rmaking.

ORMZ22 8:42 am., the Director of Mursing
(DOM) was asked for information in regards 1o an
allegation of missing items for Residant #84.

080222, the DOM provided the surveyor with a
copy of Resident #84°s inventory shest completed
on admit.

The facility stafl were unabla to provide the
surveyar wilh Resident #84's discharge inventory
dacument,

Tha facility staff provided the surveyor with a copy
of their policy titled, Personal itams Inventory”
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with an effective date of 1173002014, This policy
read in parl, "...Resident or Responsible Party will
anain sign the inventory at discharge 1o
acknowledge receipt of personal property,”

Ma further information regarding this issue was
provided to the survey team prior to the exit
conferencea,
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