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shower/hygiene preferences were honored.

6). Interview with the Dietician on 09/30/2021 at
3:53 PM revealed she began reviewing all
resident diels on 0B/28/2021, She further stated
that she implemented new and/or additional
recommendalions for residents to address weight
loss and/or wound healing. A review of the
documentation revealed the Registered Dietician
reviewed all residents’ diets, and the Regional
DON reviewed all diets and recommendations.
Interview with the RDO on 09/30/2021 at 4:17 PM
revealed she completed the review of all diets
and recommendations.

7). A review of facility assessments completed by
08/13/2021 revealed thirty-nine (39) residents
with a diagnosis of Diabetes were assessed for
signs and symptoms of hypoglycemia/
hyperglycemia and the need for immediate
intervention. Interview with the Regional DON on
09/30/2021 at 4:17 PM revealed she assessed
the residents and did not identify immediate
concerns, Observations of Resident #348 on
09/28/2021 at 1:36 PM, Resident #320 on
09/29/2021 at 11:13 AM, and Resident #311 on
09/29/2021 at 11:52 AM revealed no visible
signs/symptoms of hypoglycemia/hyperglycemia,

A review of facility assessments completed on
08/12/2021 revealed fifty (50) residents with a
diagnosis of Chronic Obstructive Pulmonary
Disorder (COPD), Asthma and Pneumonia were
assessed by Respiratory Therapist #1. Interview
with Respiratory Therapist (RT) #1 on 09/30/2021
at 12:45 PM revealed she assessed all residents
with diagnoses of Chronic Obstructive Pulmonary
Disorder (COPD), Asthma, and pheumonia
08/12/2021 with no identified concerns,
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Observation of Resident #45 on 09/28/2021 at
1:48 PM, Resident #65 on 09/28/2021 at 1:40
PM, and Resident #43 on 09/28/2021 at 2:03 PM.
revealed no respiratory distress.

8). Interview with the Regional Nurse Consultant
on 09/30/2021 at 3:40 PM revealed she reviewed
all residents with a diagnosis of Diabetes and the
resident's orders for glucose monitoring. She
stated the facility amended all resident orders to
include mandatory entry of glucose values on the
MAR. Review of Resident #3, #41, and #357's
orders revealed each order required staff to enter
the glucose value on the resident’'s MAR. Further
review revealed no concerns with residents
having glucose levels less than 60 and/or greater
than 400.

9). A review of audits completed on 09/11/2021
revealed meals were delivered timely. Interview
with the Regional Certified Dietary Manager
(RCDM) on 09/28/2021 at 2:26 PM, and
09/30/2021 at 1:52 PM revealed lunch was
observed on 09/11/2021 and arrived at the unit
within five (5) to ten (10) minutes of the
scheduled times.

10). A review of the facility's slaffing for
09/28/2021 from 6:00 AM to 6:00 PM revealed
two (2} licensed nurses and three (3} nursing
assistanis were scheduled for each floor of the
facility. A review of the facility's staffing revealed
one {1) licensed nurse and two (2) certified
nursing assistants for each floor from 6:00 PM to
6:00 AM.

A review of the staffing for 09/29/2021 and
09/30/2021 revealed two (2) licensed nurses, and
three (3) cerlified nursing assistants on each floor
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from 6:00 AM to 6:00 PM, Further review of
staffing revealed one (1) licensed nurse and two
(2} certified nursing assistants for each floor from
6:00 PM to 6:00 AM.

Observation of facility staffing on 08/28/2021 from
1:20 PM to 5:30 PM; on (:9/29/2021 from 8:11 AM
to approximately 6:00 PM and 09/30/2021 from
7.55 AM to 5:17 PM, revealed call lights were
being answered timely, residents appeared
clean/well-groomed, staff was offering and
assisting residents with baths/showers,
lurning/repositioning was being conducted timely,
and meal trays were passed timely.

Interviews with RN #1 on 09/29/2021 at 11:55
AM and on 09/30/2021 at 12:58 PM; RN
#4/Wound Care Nurse on 08/30/2021 at 2:54 PM;
LPN (Licensed Practical Nurse) #6 on 09/30/2021
at 12:44 PM; LPN #7 on 09/29/2021 at 3:00 PM
and 09/30/2021 at 1:54 PM; LPN #10 on
09/30/2021 at 12:50 PM, LPN #11 on 09/30/2021
at 10.31 AM, State Registered Nurse Aide
(SRNA/certified nurse aide) #1 on 09/29/2021 at
3:40 PM; SRNA#11 on 09/29/2021 at 3:23 PM;
SRNA #7 on 09/29/2021 at 3:29 PM; SRNA #19
on 09/29/2021 at 4:10 PM; SRNA#21 on
09/29/2021 at 3:04 PM; SRNA #22 on 09/29/2021
at 3:17 PM and SRNA #23 on 09/29/2021 at 4:10
PM, revealed staffing had improved, and each
staff member revealed they had time to perform
duties as assigned.

11}). Review of the staffing schedule for
09/28/2021, 09/29/2021, and 09/30/2021
revealed each day consisted of one (1) day cook,
one (1) evening cook, une (1) prep cook, two (2)
day aides, and two (2) evening aides.
Observation of the kitchen on 09/28/2021 at 2:26
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PM reflected the staffing was accurate per the
schedule. Interview with Cook #3 on 09/29/2021
at 1:12 PM, and Dietary Aide #3 on 09/30/2021 at
2:10 PM revealed kitchen slaffing had improved,
and they were able to complete their duties during
their shift.

12}). A review of assessments for being
withdrawn, crying, or other abuse symptoms was
conducted for Residents #64, #86, and #322 on
08/11/2021. No concerns were identified. A
review of skin assessments completed revealed
no identified concerns, Observation and
interviews conducled on 09/28/2021, 09/29/2021,
and 09/30/2021 revealed no identified concerns
with psychosocial and/or physical abuse,
including observations of Residents #64, #86,
and #322. Interview with Resident #322 on
09/28/2021 at 11:54 AM revealed no concerns
with abuse. Interview with MDS Nurse #1 on
09/30/2021 at 1:39 PM revealed all residents with
a diagnosis of Dementia had their care plans
reviewed and revised as necessary. Interview
with the RDON on 09/30/2021 at 4:17 PM
revealed she completed skin assessments on
8/11/2021, for all residents, with the assistance
of licensed nursing staff. No concems were
identified. A review of audits completed by the
Social Service Director (SSD) for residents with a
BIMS score of eight (8) or above revealed no
identified concerns.

13). A review of assessments for residents that
wander, revealed all residents had received a
wandering risk assessment by 08/16/2021.
Review of the elopement/wandering binder at
each nursing station on 09/29/2021 revealed a
binder on each floor that contained information
including a description, a photo and potential
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interventions for each resident identified at risk.

14). Review of Resident #39, #65, #81, #90, #330
and #332's medical record revealed all of the
residents had been weighed by 09/17/2021,
Interview with the Registered Dietician on
09/30/2021 at 3:53 PM revealed she completed a
comprehensive nutritional assessment on
Residents #39, #65, #81, #90, #330 and #332.
Review of the medical record revealed the RD
completed a comprehensive nutritional
assessment on 09/16/2021 for Resident #39,
09/16/2021 for Resident #65, 09/16/2021 for
Resident #81, 09/16/2021 for Resident #80 and
09/16/2021 for Resident #330 with no dietary
recommendations made. Resident #332 was
discharged. Interview with the Registered
Dietician on 09/30/2021 at 3:53 PM, the Regional
Nurse Consultant on 08/30/2021 at 3:40 PM, the
Regicnal DON on 08/30/2021 at 4:17 PM and
DON #2 on 09/30/2021 at 3:20 PM revealed each
resident had received a comprehensive nutritional
assessment and review of the recommendations
by nursing staff. Further interview with the RD
and Regional DON revealed both the record and
tray card were reviewed lo reflect accurate
information.

15). Observation of the third floor on 09/28/2021
al 2:22 PM, the fourth floor on 09/28/2021 at 2:00
PM and the fifth fleor on 09/28/2021 at 2:06 PM
revealed snacks including bul not limited to
oatmeal pies, goldfish crackers, cookies and
drinks were present, including soda, milk, and
juice. Observations on 09/29/2021 at 10:30 AM
revealed snacks were being passed on third floor.
Review of Resident #331, Resident #65 and
Resident #14's record revealed documented
intake of snacks. Interview with SRNA #19 on
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09/29/2021 at 4:10 PM revealed she was
educated on documentation of snacks.

16). Observation of the facility's red zone and
yellow zone on 09/28/2021 at 2:12 PM revealed
no identified concerns. The zanes contained no
residents.

17). Review of Residents #327, #328 and #329
revealed the residents were isolated per CDC
guidance. Observation of Resident #328 on
09/29/2021 al 11:41 AM and Resident #329 on
8/30/2021 at 10:36 AM revealed no ohvious signs
or symptoms of COVID-19. Resident #327 had
been discharged from the facility.

18). Review of facility siaff testing revealed all
staff working on 09/16/2021 were tested for
COVID-19 with no identified new cases. Further
review of resident testing for COVID-19 on
09/17/2021, revealed no new cases.

19). Interview with MDS Nurse #1 on 09/30/2021
at 1:39 PM, MDS Nurse #2 on 09/30/2021 at 1:31
PM, Maintenance Assistant #1 on 09/30/2021 at
2:56 PM, Therapy Manager on 09/30/2021 at
1:18 PM, Housekeeping Supervisor on
09/30/2021 at 1:24 PM, Human Resource
Direclar (HR) on 09/30/2021 at 10:48 AM, Senior
Marketing Liaison on 09/30/2021 at 10:55 AM,
Medical Records on 09/29/2021 at 8:34 AM,
Central Supply on 09/29/2021 at 2:40 PM, RN #1
on 09/28/2021 at 11:55 AM and 09/30/2021 at
12:58 PM, RN #4/Wound Care Nurse on
09/30/2021 at 2:54 PM, LPN #6 on 09/30/2021 at
12:44 PM, LPN #7 on 09/29/2021 at 3:.00 PM and
09/30/2021 at 1:54 PM, LPN #10 on 09/30/2021
at 12:50 PM, LPN #11 on 09/30/2021 at 10:31
AM, SRNA#1 on 09/29/2021 at 3:40 PM, SRNA
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#11 on 09/28/2021 at 3:23 PM SRNA #7 on
09/29/2021 at 3:29 PM, SRNA#19 on 09/29/2021
al 4:10 PM, SRNA #21 on 09/29/2021 at 3:04 PM,
SRNA #22 on 09/29/2021 at 3:17 PM and SRNA
#23 on 09/29/2021 at 4:10 PM, Cook #3 on
09/29/2021 at 1:12 PM, Dietary Aide #3 on
09/30/2021 at 2:10 PM, Former Activilies
Director/Dietary Manager #3 on 09/30/2021 at
1:30 PM revealed the facility is testing staff two
(2} imes weekly. Interview with Interim Infection
Control Nurse on 09/30/2021 at 3;10 PM revealed
she was conducting testing fwo (2) limes weekly
following CDC guidance. Review of facility staff
tested revealed tested is being conducted two (2)
times weekly.

20). Review of Resident #329, #328, #311, #65
and #90's medical record revealed that each
resident had COVID-19 moniloring orders
implemented. In addition, review of each
resident's MAR revealed staff was completing the
monitoring as ordered by the physician.

21). Interview with the Medica! Director on
08/30/2021 at 3:25 PM revealed Resident #9,
Resident #321, Resident #324, Resident #326
and Resident #351's medicalions were reviewed
for usage and appropriate administration times by
the physician on 09/23/2021.

22). Observation of a medication pass on
09/29/2021 at 4:35 PM on 3rd floor and
09/30/2021 at 8:09 AM on 3rd floor revealed no
identified concerns with missing medications. In
addition, observalion of a narcotic count on 5th
floor on 09/30/2021 at 12:50 PM revealed no
identified concerns. Interview with RN #1 on
08/25/2021 at 11:55 AM and 09/30/2021 at 12:58
PM, N #4/Mound Care Nurse on 09/30/2021 at
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2:54 PM, LPN #6 on 09/30/2021 at 12:44 PM,
LPN #7 on 09/29/2021 at 3:00 PM and
09/30/2021 at 1:54 PM, LPN #10 on 09/30/2021
at 12:50 PM and LPN #11 on 09/30/2021 at 10:31
AM revealed no concerns with unavailable
medications.

23. Interview with the Vice President of
Operations on 09/30/2021 at 4:10 PM and
Co-Owner/President of Pharmacy on 09/30/2021
al 3:11 PM revealed both parties made a formal
agreement that the pharmacy will supply the
facility with a three-day supply for medication
requiring cost review. Review of the facility's
pharmacy agreement revealed for any medication
requiring a cost review the pharmacy would send
the facility a minimum of a three-day supply of the
medication while being reviewed, The facility
would communicate any changes or cantinuance
guidance to the pharmacy within 72 hours, The
Director of Operations of Guardian Pharmacy and
the Vice President of Operations of the facility
signed the agreement.

24). Interview with RN #1 on 09/29/2021 at 11:55
AM and 09/30/2021 at 12:58 PM, RN #4 on
09/30/2021 at 2:54 PM, LPN #6 on 09/30/2021 at
12:44 PM, LPN #7 on 09/29/2021 at 3.00 PM and
09/30/2021 at 1:54 PM, LPN #10 on 09/30/2021
al 12:50 PM, LPN #11 on 09/30/2021 at 10:31 AM
revealed they had received education and was
aware of the process for obtaining medications
from the pharmacy. In addition, they revealed
they were aware that the nurse would nolify the
physician if the pharmacy could not deliver a
medication to the facility.

25). Interview with the Regional Nurse Consultant
on 09/30/2021 at 3:40 PM, and Regional DON on
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09/30/2021 at 4:17 PM revealed an audit was
completed of all residents' ordered medications
and verified all medications were available in the
facility by 09/25/2021. Observation of medication
pass on 09/29/2021 at 4:35 PM on the third floor
and 09/30/2021 at 8:09 AM revealed no identified
concerns with missing medications.

26). Review of a QAP signature sheet revealed
the facility conducted a meeting on 08/12/2021
with the Regional DON, Regional Nurse
Consultant, Human Resources, SSD #2, Medical
Records, the Housekeeping Supervisor, Central
Supply, MDS Nurse #1, MDS Nurse #2, the
Therapy Manager, the Admissions Coordinator,
the Administrator, the Aclivities Director, the
Dietary Manager, and other members of the
administration team.

27). Interview with the Vice President of
Operations on 09/30/2021 at 4:10 PM and
Interview with the Interim Administrator on
09/30/2021 at 5:05 PM revealed the facility
appointed the current Interirn Administrator on
09/13/2021. Further interview with the VP of
Operations revealed she had provided the Interim
Administrator with daily oversight since
09/10/2021.

28). Interview with the Interim Administrator on
09/30/2021 at 3:40 PM, the Medical Director on
09/30/2021 at 3:25 PM and members of the QAPI
committee, including the Regional Nurse
Consultant on 09/30/2021 at 3:40 PM, revealed
procedures for contacting staff for call-ins,
answering call lights, ADL Care, serving and
delivering meal trays timely, incontinence care
and turning/repositioning were reviewed on
09/15/2021.
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29). Interview with the Vice President of
Operations on 09/30/2021 at 4;10 PM, Regianal
Nurse Consultant on 09/30/2021 at 3:40 PM, and
the Med-Net Concepts Nurse Consultant on
09/28/2021 at 3:00 PM revealed the facility
conducted a conference call to review the
following: (1) the outcomes of the survey, (2)
expeclations and roles of the Governing Body as
outlined in the Rules and Regulations, (3)
determined a plan for the following
communicalion/monitoring tools: Infection Control
and COVID-19 isolation, enough staff at the
facility to monitor/assess residents, turn and
reposition residents, provide inconlinent care,
prepare and distribute meals, and assist
residents with ealing, caring for pressure wounds,
effeclive Pharmacy Services, dealing with abuse
and negleci effectively, sufficient staff, providing
appropriate ADLS, and providing a functioning
QAPI committee.

30). Interview with the Interim Administrator on
09/30/2021 at 3:40 PM, and Regional Nurse
Consultant on 09/30/2021 at 3:40 PM revealed
reviewed and revised the QAPI Plan and
presented the reviews and/or revision to the QAPI
Commiltee during the 09/16/2021 meeting. The
facility developed a standardized plan to ensure
all topics were reviewed as needed at the QAPI
meetings. The plan included pressure ulcers,
Foley catheters, enteral feeding tubes,
contraclures, physical restraints, medication
usage, risk management, infection control, the
hospital re-admission rate, rehabilitation
management, social services, concemns of
grievance, activities, resident council, and family
council concerns and/ or grievances, admissions,
discharges, census, staff development, openings
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by department/position, employee orientations,
dietary variance tray audit report, weight losses,
work injuries, terminations, employees on family
medical leave of absence or leave of absence,
new hires, medical record compliance review,
pharmacy reports, restorative nursing, business
office, and admission actions. The QAPI
Committee and Medical Director approved the
slandardized agenda on 09/16/2021 to include
but not be limited to the topics presented during
the meeting. Interview with MDS Nurse #1 on
09/30/2021 at 1:39 PM, MDS Nurse #2 on
09/30/2021 at 1:31 PM, Regional Certified Dietary
Manager on 09/28/2021 at 2:26 PM and
09/30/2021 at 1:52 PM, Former Activities
Director/Dietary Manager #3 on 09/30/2021 at
1:30 PM, Medical Records on 09/29/2021 at 8:34
AM, Human Resource Director (HR) on
09/30/2021 at 10:48 AM, Therapy Manager on
09/30/2021 at 1:18 PM, Housekeeping
Supervisor on 09/30/2021 at 1:24 PM,
Respiratory Therapist (RT) #1 on 09/30/2021 at
12:45 PM and Ceniral Supply on 09/29/2021 at
2:40 PM, revealed the information was presented
at the QAPI meeting held on 09/16/2021.

31). Interview with the Vice President of
Operations on 09/30/2021 at 4:10 PM, the Interim
Administrator on 09/30/2021 at 3:40 PM, DON #2
on 09/30/2021 at 3:20 PM, and the Medical
Directar on 09/30/2021 at 3:25 PM revealed a
meeting was conducted on 09/16/2021 regarding
the duties of the Governing Body including setting
policy and procedures to be implemented in the
facility and communicating information to other
members of the Governing Body. During the
meeting, the QAPI processes, the need to
participate regularly in the QAPI process, the
need to identify root causes of system problems,
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utilization of the "5 why" approach and auditing
systems per the QAPI Calendar were reviewed.

32). Interview with the Interim Administralor on
09/30/2021 at 3:40 PM revealed he collected all
monitoting reports before each QAPI meeting
and reviewed the data for compliance. A review of
QAPI attendance sheets revealed the facility
conducted meetings on 09/16/2021, 09/23/2021,
and 09/30/2021. Interview with the Vice President
of Operations on 09/30/2021 at 4:10 PM and
Regicnal Nurse Consultant on 09/30/2021 at 3:40
PM revealed they were members of the
govemning body, and QAPI meetings had been
forwarded to them.

33). Interview with the Vice President of
Operations on 09/30/2021 at 4:10 PM and the
Regional Nurse Consultant on 09/30/2021 at 3:40
PM revealed the governing body provided the
Administrator with resources and education
material for QAPI. Further interviews revealed the
governing body would meet quarterly for the
upcoming year. Interview with the Interim
Administrator on 09/30/2021 at 3:40 PM revealed
he had been provided with resources and
education regarding QAPI.

34). Interview with the Interim Administrator on
09/30/2021 at 3:40 PM revealed QAPI meetings
were conducted weekly effective 09/16/2021 to
ensure the quality of care is monitored and
complied with the standard of care and
compliance. Further interview with the Vice
President of Operations on 09/30/2021 at 4:10
PM, Regional Nurse Consultant on 09/30/2021 at
3;40 PM, MDS Nurse #1 on 09/30/2021 at 1:39
PM, MDS Nurse #2 on 09/30/2021 at 1:31 PM,
Regicnal Certified Dietary Manager on
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09/28/2021 al 2:26 PM and 09/30/2021 at 1:52
PM, Former Activities Direclor/Dietary Manager
#3 on 09/30/2021 at 1:30 PM, Medical Records
on 09/29/2021 at 8:34 AM, Human Resource
Director (HR) on 09/30/2021 at 10:48 AM,
Therapy Manager on 09/30/2021 at 1:18 PM,
Housekeeping Supervisor on 09/30/2021 at 1:24
PM, Respiratory Therapist (RT) #1 on 09/30/2021
at 12:45 PM and Central Supply on 09/29/2021 at
2:40 PM revealed they had parlicipated in the
weekly QAPI meetings conducted on 09/16/2021
and 09/23/2021. In addition, an interview with the
Medical Director/Physician #1 on 09/30/2021 al
3:25 PM revealed he parlicipated in the weekly
QAP| meetings on 09/16/2021 and 09/23/2021.
Further interview with the Interim Administrator on
09/30/2021 at 3:40 PM revealed the weekly QAPI
meeting had been conducted on 09/30/2021. A
review of the facility QAPI meeting attendance
sheet reflected the above interviews with no
identified concerns.

35). Interview with RN #1 on 09/29/2021 at 11:55
AM and 09/30/2021 at 12:58 PM, RN #4/\Wound
Care Nurse on 09/30/2021 at 2:54 PM, LPN #6
on 09/30/2021 at 12:44 PM, LPN #7 on
09/20/2021 at 3:00 PM and 09/30/2021 at 1:54
PM, LPN #10 on 09/30/2021 at 12:50 PM, LPN
#11 on 09/30/2021 at 10:31 AM, SRNA#1 on
09/29/2021 at 3:40 PM, SRNA#11 on
09/29/2021 at 3:23 PM SRNA #7 on 09/29/2021
at 3:29 PM, SRNA #19 on 09/29/2021 at 4:10 PM,
SRNA #21 on 09/29/2021 at 3:04 PM, SRNA #22
on 09/29/2021 at 3:17 PM and SRNA #23 on
09/26/2021 at 4:10 PM revealed they received
education on 09/17/2021. Interview with nursing
staff revealed they verbalized understanding of
weighing residents, obtaining, documenting, and
reporting the weights to the Registered Dietician
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(RD}. Interview with Regional DON on 09/30/2021
al 4:17 PM revealed stalf was provided wilh
education on 09/17/2021 on proper weighing
techniques, obtaining, documenting, and
reporting weight changes fo the Registered
Dietician.

36). Interview with Former Activities Director and
current Dietary Manager on 09/30/2021 at 1:30
PM revealed she received education on
09/13/2021 by the Regional Cerlified Dietary
Manager (CDM) on diet order accuracy and
timely nutritional assessments to ensure diet
order accuracy. When staff enter diet orders into
the electronic medical record, the nurse entering
the order sends written communication to the
dietary staff, which includes diet and texture. She
further revealed that she entered the order into
the tray card system to reflect the resident's diet
orders. She stated that all diet orders from the
previous day would be reviewed in the clinical
meeting. Interview with the Regional CDM on
09/28/2021 at 2:26 PM and 09/30/2021 at 1:52
PM revealed she completed education with
Former Activities Director/Dietary Manager #3. In
addition, she stated that she had been on site fo
provide additional assislance during the transition
to her new role.

37). Interview with RN #1 on 09/25/2021 at 11:55
AM and 09/30/2021 at 12:58 PM, RN #4/Wound
Care Nurse on 09/30/2021 at 2:54 PM, LPN #6
on 09/30/2021 at 12:44 PM, LPN #7 on
09/29/2021 at 3:00 PM and 09/30/2021 at 1:54
PM, LPN #10 on 09/30/2021 at 12:50 PM, LPN
#11 on 09/30/2021 at 10:31 AM, SRNA#1 on
09/29/2021 at 3:40 PM, SRNA#11 on
09/29/2021 af 3:23 PM SRNA #7 on 09/29/2021
at 3:29 PM, SRNA #19 on 09/29/2021 at 4:10 PM,
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SRNA #21 on 09/29/2021 at 3:04 PM, SRNA #22
on 09/29/2021 at 3:17 PM and SRNA #23 on
09/29/2021 at 4:10 PM, revealed they received
educalion on turning/repositioning, range of
motion and transferring residents from bed to
chair and from chair to bed. Observalions of
turning, positioning, and wound care with RN #11
on 09/29/2021 at 10:21 AM for Resident #65
revealed no identified concerns. Interview with the
Therapy Manager on 09/30/2021 al 1:18 PM
revealed she provided staff with education
beginning on 08/19/2021 regarding
turning/repositioning, range of motion, and
transferring a resident from bed.

38). Interview with RN #1 on 09/29/2021 at 11;55
AM and 09/30/2021 at 12:58 PM, RN #4/Wound
Care Nurse on 09/30/2021 at 2:54 PM, LPN #6
on 09/30/2021 at 12:44 PM, LPN #7 on
09/29/2021 at 3:00 PM and 09/30/2021 al 1:54
PM, LPN #10 on 09/30/2021 at 12:50 PM, LPN
#11 on 09/30/2021 at 10:31 AM, SRNA#1 on
09/29/2021 at 3:40 PM, SRNA#11 on
09/29/2021 at 3:23 PM SRNA #7 on 09/29/2021
at 3:29 PM, SRNA #19 on 09/29/2021 at 4:10 PM,
SRNA#21 on 09/29/2021 at 3:04 PM, SRNA #22
on 09/29/2021 at 3:17 PM and SRNA #23 on
09/29/2021 at 4:10 PM revealed they received
education on pressure ulcer prevention including
turning and repositioning, adequate hydration and
nutrition, Positioning devices, how to complete
and document a head-to-toe skin assessment,
and how fo notify the registered dietician, MD and
RP of a new skin impairment. The nurse will call
or emall the Registered Dietitian, the physician,
and the resident's representative with any
changes. Interview with Regional Nurse
Consultant on 09/30/2021 at 3:40 PM and the
Regional DON on 09/30/2021 at 4:17 PM
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revealed they educated staff on pressure vlcer
prevention including turning/repositioning,
adequate hydration and nulrition, Positioning
devices, how to complele and document a
head-to-toe skin assessment, and how to notify
the registered dietician, physician and RP of a
new skin impairment. With any change to skin
impairment, the nurse will call or email the
Registered Dietilian for new recommendations,
MD, and resident's representative.

39). Interview with MDS Nurse #1 on 09/30/2021
at 1:39 PM, MDS Nurse #2 on 09/30/2021 at 1:31
PM, Maintenance Assistant #1 on 09/30/2021 at
2:56 PM, Therapy Manager on 09/30/2021 at
1:18 PM, Housekeeping Supervisor on
09/30/2021 at 1:24 PM, Human Resource
Director (MR) on 09/30/2021 at 10:48 AM, Senior
Marketing Liaison on 09/30/2021 at 10:55 AM,
Medical Records on 09/29/2021 at 8:34 AM,
Central Supply on 09/29/2021 at 2:40 PM, Cook
#3 on 09/29/2021 at 1:12 PM, Dietary Aide #3 on
09/30/2021 at 2:10 PM, Former Aclivilies
Director/Dietary Manager #3 on 09/30/2021 at
1:30 PM revealed they received education on
timely call light response. In addition, interviews
with RN #1 on 09/29/2021 at 11:55 AM and
08/30/2021 at 12;58 PM, RN #4/Wound Care
Nurse on 09/30/2021 at 2:54 PM, LPN #6 on
09/30/2021 at 12:44 PM, LPN #7 on 09/29/2021
at 3:00 PM and 09/30/2021 at 1:54 PM, LPN #10
on 09/30/2021 at 12:50 PM, LPN #11 on
09/30/2021 at 10:31 AM, SRNA #1 on 09/29/2021
at 3:40 PM, SRNA#11 on 09/29/2021 at 3:23 PM
SRNA #7 on 09/29/2021 at 3:29 PM, SRNA #19
on 09/29/2021 at 4:10 PM, SRNA#21 on
09/29/2021 at 3:04 PM, SRNA #22 on 09/29/2021
at 3:17 PM and SRNA #23 on 09/29/2021 at 4:10
PM, revealed they received education on timely
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call light response, providing fimely hygiene per
resident plan of care, timely toileting, ensuring
staff dress residents in their choice of clean
clothing and timely delivery of meal frays. Further
inlerview with Cook #3 on 09/29/2021 at 1:12 PM,
Dietary Aide #3 on 09/30/2021 at 2:10 PM, and
Former Activities Director/Dietary Manager #3 on
09/30/2021 at 1:30 PM revealed they received
education on meal service times.

40). Interview with MDS Nurse #1 on 09/30/2021
at 1:39 PM, MDS Nurse #2 on 09/30/2021 at 1:31
PM, RN #1 on 09/29/2021 al 11:55 AM and
09/30/2021 at 12:58 PM, RN #4/Wound Care
Nurse on 09/30/2021 at 2:54 PM, LPN #6 on
09/30/2021 at 12:44 PM, LPN #7 on 09/29/2021
at 3:00 PM and 09/30/2021 at 1:54 PM, LPN #10
on 09/30/2021 at 12:50 PM, LPN #11 on
09/30/2021 at 10:31 AM revealed they received
education on ensuring new care plans were
entered into the electronic medical record.
Observation of RN #1 on 09/29/2021 at 11:55 AM
revealed the nurse was able to demonstrate
knowledge of the education with no identified
concerns.

41). Interview with RN #1 on 09/29/2021 at 11:55
AM and 09/30/2021 at 12:58 PM, RN #4/Wound
Care Nurse on 09/30/2021 at 2:54 PM, LPN #6
on 09/30/2021 at 12:44 PM, LPN #7 on
09/29/2021 al 3:00 PM and 05/30/2021 at 1:54
PM, LPN #10 on 09/30/2021 at 12:50 PM, LPN
#11 on 09/30/2021 at 10:31 AM, SRNA#1 on
09/29/2021 at 3:40 PM, SRNA#11 on
09/29/2021 at 3:23 PM SRNA #7 on 09/29/2021%
at 3:29 PM, SRNA #19 on 09/29/2021 at 4:10 PM,
SRNA #21 on 09/29/2021 at 3:04 PM, SRNA #22
on 09/29/2021 at 3:17 PM and SRNA #23 on
09/29/2021 at 4:10 PM revealed they received
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education on identification and assessment of
residents with a change in respiratory status and
on identifying signs/symptoms of
hyperglycemiathypoglycemia, facilily diabetic
protocol, documenting resident change in
condition, documentation of blood sugar in the
medical record, nofification of the physician and
following physician orders. In addition, interviews
revealed they received education on
documentation of glucose levels.

42). Interview with RN #1 on 09/29/2021 at 11:55
AM and 09/30/2021 at 12:58 PM, RN #4/Wound
Care Nurse on 09/30/2021 at 2:54 PM, LPN #6
on 09/30/2021 at 12:44 PM, LPN #7 on
09/29/2021 at 3:.00 PM and 09/30/2021 at 1:54
PM, LPN #10 on 09/30/2021 at 12:50 PM, LPN
#11 on 09/30/2021 at 10:31 AM, SRNA #1 on
09/29/2021 at 3:40 PM, SRNA#11 on
09/29/2021 at 3:23 PM SRNA #7 on 09/29/2021
at 329 PM, SRNA #19 on 09/29/2021 at 4:10 PM,
SRNA#21 on 09/29/2021 at 3:04 PM, SRNA #22
on 09/28/2021 at 3;17 PM and SRNA #23 on
09/29/2021 at 4:10 PM, revealed they received
education on completing a baseline Care Plan
with interventions and goals relevant to the
diagnosis of diabetes and a respiratory diagnosis
within forty-eight hours of admission, and
reviewing and providing a copy lo the
resident/responsible party,

44). Interview with MDS Nurse #1 on 09/30/2021
at 1:39 PM, MDS Nurse #2 on 09/30/2021 at 1:31
PM, Maintenance Assistant #1 on 09/30/2021 at
2.56 PM, Therapy Manager an 09/30/2021 at
1:18 PM, Housekeeping Supervisor on
09/30/2021 at 1:24 PM, Human Resource
Director (HR) on 09/30/2021 at 10:48 AM, Senior
Marketing Liaison on 09/30/2021 at 10:55 AM,
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Medical Records on 09/29/2021 at 8:34 AM,
Central Supply on 08/26/2021 at 2:40 PM, RN #1
on (09/29/2021 at 11:55 AM and 09/30/2021 al
12:58 PM, RN #4/Wound Care Nurse on
09/30/2021 at 2:54 PM, LPN #6 on 09/30/2021 at
12:44 PM, LPN #7 on 09/29/2021 at 3:00 PM and
09/30/2021 at 1:54 PM, LPN #10 on 09/30/2021
at 12:50 PM, LPN #11 on 09/30/2021 at 10:31
AM, SRNA #1 on 09/29/2021 at 3:40 PM, SRNA
#11 on 09/29/2021 al 3:23 PM SRNA #7 on
09/29/2021 al 3:29 PM, SRNA#19 Aide on
09/28/2021 at 4:10 PM, SRNA#21 on 09/29/2021
at 3:04 PM, SRNA #22 on 09/29/2021 at 3:17 PM
and SRNA #23 on 09/29/2021 at 4:10 PM, Cook
#3 on 09/29/2021 at 1:12 PM, Dietary Aide #3 on
09/30/2021 al 2:10 PM, Former Activities
Director/Dietary Manager #3 on 09/30/2021 at
1:30 PM revealed they were educated on the
process of identifying, preventing, and reporting
abuse as well as identifying and implementing
immediate interventions for wandering residents.

45). Interview with RN #1 on 09/29/2021 at 11:55
AM and 09/30/2021 at 12:58 PM, RN #4/Wound
Care Nurse on 09/30/2021 at 2:54 PM, LPN #6
on 09/30/2021 at 12:44 PM, LPN #7 on
09/29/2021 at 3:00 PM and 09/30/2021 at 1:54
PM, LPN #10 on 09/30/2021 at 12:50 PM and
LPN #11 on 09/30/2021 at 10:31 AM revealad
they received educalion on proper weighing
techniques, obtaining, documenting, and
reporting of weight changes to the Registered
Dielician, In addition, an interview with the Dietary
Manager on 09/30/2021 al 1:30 PM revealed she
had received education on diet order accuracy
and provision of timely nutritional assessment to
ensure diet order accuracy, When the diet orders
are put into the electronic medical record, the
nurse entering the order will send a written
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communication to the dietary staff that will include
diet and texture. She further revealed all diet
orders from the previous day are reviewed in the
clinical meeling, which occurs Monday through
Friday, to ensure accuracy.

46). Interview with the Dietary Manager on
09/30/2021 at 1:30 PM revealed she received
education on facility policy regarding meal service
times and the use of recipes, including recipes for
fortified diets to ensure all meals meet the
nutritional needs of residents in accordance with
established national guidelines lo reflect religious,
cullural, and ethnic needs of the population,

47). Interview with {he Dietary Manager on
09/30/2021 at 1:30 PM revealed she received
education on obtaining food preference, facility
tray card system, order placement for meals,
snack/hydration pass, appropriale scoop sizes
and/or portion sizes, stocking snack/hydration
carts and snacks and hydrations.

48). Interview with RN #1 on 09/29/2021 at 11:55
AM and 09/30/2021 at 12:58 PM, RN #4/Wound
Care Nurse on 09/30/2021 at 2:54 PM, LPN #5
on 09/30/2021 at 12:44 PM, LPN #7 on
09/25/2021 at 3:00 PM and 09/30/2021 al 1:54
PM, LPN#10 on 09/30/2021 at 12:50 PM, LPN
#11 on 09/30/2021 al 10:31 AM and Former
Activities Director/Dietary Manager #3 on
09/30/2021 at 1:30 PM revealed they received
education on the process for entering, activating,
and/or implementing the registered dietician's
recommendations for dietary orders.

49). Interview with the Interim Administrator on
09/30/2021 at 5:05 PM, DON #2 on 09/30/2021 at
3:20 PM, Interview with MDS Nurse #1 on
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09/30/2021 at 1:39 PM, MDS Nurse #2 on
09/30/2021 at 1:31 PM, Maintenance Assistant #1
on 09/30/2021 at 2:56 PM, Therapy Manager on
09/30/2021 af 1:18 PM, Housekeeping
Supervisor on 09/30/2021 at 1:24 PM, Human
Resource Director (HR) on 09/30/2021 at 10:48
AM, Senior Marketing Liaison on 09/30/2021 at
10:55 AM, Medical Records on 09/29/2021 at
8:34 AM, Central Supply on 09/29/2021 at 2.40
PM, RN #1 on 09/29/2021 at 11:55 AM and
05/30/2021 at 12:58 PM, RN #4/Wound Care
Nurse on 09/30/2021 at 2:54 PM, LPN #6 on
09/30/2021 at 12:44 PM, PN #7 on 09/29/2021
at 3:00 PM and 09/30/2021 al 1:54 PM. LPN #10
on 09/30/2021 at 12:50 PM, LPN #11 on
09/30/2021 at 10:31 AM, SRNA #1 on 09/29/2021
al 3:40 PM, SRNA#11 on 09/29/2021 at 3:23 PM
SRNA#7 on 09/29/2021 at 3:29 PM, SRNA#19
on 09/29/2021 at 4:10 PM, SRNA #21 on
09/29/2021 at 3:04 PM, SRNA #22 on 09/29/2021
at 3:17 PM and SRNA #23 on (09/29/2021 at 4:10
PM, Cook #3 on 09/29/2021 at 1:12 PM, Dietary
Aide #3 on 09/30/2021 at 2:10 PM, Former
Activities Director/Dietary Manager #3 on
09/30/2021 at 1:30 PM revealed they had
received education on the COVID-19
policy/guidelines, handwashing, donning/doffing
Personal Prolective Equipment (PPE), yellow and
red zones. Observation of the red facility zone
and yellow zone on 09/28/2021 at 2:12 PM
revealed no identified concerns. No residents
were in the red or yellow zones. Observations
conducted on 09/28/2021, 09/29/2021, and
09/30/2021 revealed no identified concerns with
the COVID-19 policy/guidelines, handwashing,
donning/doffing Personal Protective Equipment
{PPE), or the yellow/red zones.

50). Interview with RN #1 on 09/29/2021 at 11;55
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AM, and 09/30/2021 at 12:58 PM, RN #4/Wound
Care Nurse on 09/30/2021 at 2:54 PM, LPN
(LPN) #16 on 09/30/2021 al 12:44 PM, LPN (LPN)
#7 on 09/29/2021 at 3:00 PM and 09/30/2021 at
1:54 PM, LPN #10 on 09/30/2021 at 12:50 PM,
LPN #11 on 09/30/2021 at 10:31 AM revealed
they had received education entering COVID-19
symptom monitoring orders on all new
admissions, A review of newly admilted Resident
#355 on 09/10/2021 revealed the resident had
COVID-19 symptom monitoring entered in the
resident orders. Resident #355 was discharged
on 08/25/2021 and re-admitted to the facility on
09/28/2021. A review of re-admission for
Resident #355 revealed the resident had a
COVID-18 symptom maonitoring entered in the
resident orders. In addition, a review of Resident
#329, #328, #311, #65, and #90's medical
records revealed each resident had COVID-19
monitoring orders implemented.

51). Interview with RN #1 on 09/29/2021 at 11:55
AM, and 09/30/2021 at 12:58 PM, RN #4/Wound
Care Nurse on 09/30/2021 at 2:54 PM, LPN
(LPN) #6 on 09/30/2021 at 12:44 PM, LPN (LPN)
#7 on 09/29/2021 at 3:00 PM and 09/30/2021 at
1:54 PM, LPN #10 on 09/30/2021 at 12:50 PM,
LPN #11 on 09/30/2021 at 10:31 AM revealed
they had received education on the five (5) rights
of medication administration including right
medication, right patient, right dose, right time,
and right route. In addition, they were educated
on the process to follow when a medication was
not available for administration, which included
calling the pharmacy to obtain the medication,
obtaining the anticipated medication delivery time,
notifying the physician if an ordered medication
would either be omitted or given outside of the
ordered medication time. The education also
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included following new orders given by the
physician, documenting the conversation, and
new orders from the MD in the electronic medical
record.

52). Interview with RN #1 on 09/29/2021 at 11:55
AM and 09/30/2021 at 12:58 PM, RN #4/Wound
Care Nurse on 09/30/2021 at 2:54 PM, LPN
{LPN) #& on 09/30/2021 at 12:44 PM, LPN (LPN)
#7 on 09/29/2021 at 3:00 PM and 09/30/2021 at
1:54 PM, LPN #10 on 08/30/2021 at 12:50 PM,
LPN #11 on 09/30/2021 at 10:31 AM revealed
they had received education on the use of the
emergency medication kit (e-kit). Observation of
floor three (3) on 09/29/2021 at 3:10 PM, floor
four (4) on 09/29/2021 at 2:57 PM, and floor five
(5) on 09/29/2021 at 2:50 PM revealed each
medication administration room was equipped
with an emergency medication kit. Interview with
LPN (LPN) #3 on 09/30/2021 at 2:27 PM revealed
she was a new hire to the facility and had
received educalion regarding the emergency
medication kit,

53). Interview with DON #2 on 09/30/2021 at 3:20
PM, MDS Nurse #1 on 09/30/2021 at 1:39 PM,
MDS Nurse #2 on 09/30/2021 at 1:31 PM,
Maintenance Assistant #1 on 09/30/2021 at 2:56
PM, Therapy Manager on 09/30/2021 alt 1:18 PM,
Housekeeping Supervisor on 09/30/2021 at 1:24
PM, Human Resource Director {HR) an
09/30/2021 at 10:48 AM, Senior Marketing
Liaison on 09/30/2021 at 10:55 AM, Medical
Records on 09/29/2021 at 8:34 AM, Ceniral
Supply on 09/29/2021 at 2:40 PM. RN #1 on
09/29/2021 at 11:55 AM and 09/30/2021 at 12:58
PM, RN #4/\Wound Care Nurse on 08/30/2021 at
2:54 PM, LPN (LPN) #6 on 09/30/2021 at 12:44
PM, LPN (LPN) #7 on 09/29/2021 at 3.00 PM and
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08/30/2021 at 1:54 PM, LPN #10 on 09/30/2021
at 12:50 PM, LPN #11 on 09/30/2021 al 10.31
AM, SRNA#1 on 09/29/2021 at 3:40 PM, SRNA
#11 on 09/29/2021 at 3:23 PM SRNA #7 on
08/28/2021 at 3:29 PM, SRNA #19 on 09/29/2021
at4:10 PM, SRNA #21 on 09/29/2021 at 3:04 PM,
SRNA#22 on 09/29/2021 at 3:17 PM and SRNA
#23 on 09/25/2021 at 4:10 PM revealed they
were educaled on the Interim Administrator's
contact information and role as Abuse
Coordinator. Observation of the facility on
09/28/2021, 09/29/2021, and 09/30/2021
revealed signage posted with the Interim
Adminisirator's contact information and title of
Abuse Coordinator posted throughout the facility.

54), Review of audils beginning 09/17/2021 of
weekly head-to-toe skin assessments revealed
no identified concemns. Observation of Resident
#27 skin and wound assessment on 09/30/2021
at 10:20 AM revealed no identified concerns. A
review of the medical record for Resident #65,
#324, #45, #14, #357, #27, #74, and #358
revealed the weekly wound assessments
completed with physician and responsible party
notifications. Interview with the Dietician on
09/30/2021 at 3:53 PM revealed she was notified
of new and/or worsening pressure ulcers and
reviewed the residents as indicated. Interview
with Medical Director on 09/30/2021 at 3:25 PM
revealed that he was notified of new and/or
worsening skin impairments and new
interventions to prevent decline, He further
revealed that he participated in QAP meetings
and discussed ongoing audits and care of
residents. Interview with the Interim Administrator
on 09/30/2021 at 5:05 PM revealaed the QAPI
team discussed all audits in QAPI meetings,
including new and/or worsening pressure injuries
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and interventions implemented.

55). Interview with Central Supply on 09/29/2021
al 2:40 PM revealed she completed the audits of
all laboratory supplies on 08/28/2021. She further
revealed that the audits were conducted weekly
for four (4) weeks and then monthly for three (3)
months. A review of audits revealed no concerns.
Observation of floor three (3), four (4), and five
(5) supplies and review of the audits revealed no
identified concerns.

56). Interview with the Regional DON on
(9/30/2021 at 4:17 PM, and DON #2 on
09/30/2021 at 3:20 PM revealed progress notes
were audited during morning clinical meetings to
ensure all new areas of skin impairment had
been care planned with inlerventions to address
the area of concern. A review of audits revealed
no identified concems.

57). Interview with the Senior Marketing Liaison
on 09/30/2021 at 10.55 AM revealed he
completed visual rounding of residents assessing
hygiene, toileting, incontinence, and resident
repositioning in addition to other leadership staff.
Review of audits revealed staff were auditing
nails, clothes, body odor, incontinent clean and
dry, toileted as requested or every two (2) hours,
hair clean and combed, sheets and blankets
clean, call light within reach, facial hair shaved if
applicable and turned and repositioned.

58). Interview with the Vice President of
Operations on 09/30/2021 at 4:10 PM and the
Senior Marketing Liaison on 09/30/2021 at 10:55
AM revealed they participated in visual
manitoring, and monitoring call light response
times including the length of time call lights go
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unanswered. Interviews revealed any call
activated more than five (5) minutes were
addressed with the staff. A review of audits
revealed they were completed on different units
and different shifts,

59). Interview with the RDON on 09/30/2021 at
4:17 PM revealed she completed audits of
respiralory assessments and SBAR
communication Monday through Friday in the
clinical meeting. She furiher revealed that she
assessed 1o ensure that any acute change in
respiratory status and/or SBAR assessments
completed had physician notification and/or
implementation of physician orders. Review of
Resident #315 SBAR compleled on 09/26/2021,
#324 SBAR completed on 09/27/2021, and #326
completed on 08/15/2021 revealed assessment,
physician nofification, interventions, and care
plans updaled as indicated. A review of audils
revealed no identified concemns.

80). Review of Resident #355, who the facility
admitted on 09/10/2021, revealed the resident
had a baseline care plan developed on
0911072021, Resident #355 was discharged on
09/25/2021 and re-admitted to the facility on
09/28/2021. Further review of the medical record
for Resident #355 revealed staff completed the
comprehensive care plan on 09/21/2021 (eleven
(11) days after admission). A review of
re-admission for Resident #355 revealed the
resident had a baseline care plan developed on
09/28/2021. Interview with MDS Nurse #1 on
09/30/2021 at 1:39 PM and MDS Nurse #2 on
09/30/2021 at 1:31 PM revealed all new
admissions and re-admissions 1o the facility were
being reviewed during the morning clinical
meeting Monday through Friday to ensure
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completion,

81). Review of the admissions for the last thirty
days from 07/16/2021-08/16/2021 revealed no
concerns with baseline care plans. Interview with
MDS Nurse #1 on 09/30/2021 at 1:39 PM
revealed new/admission baseline care plans were
being updated as needed in morning meetings.

62). Interview with MDS Nurse #1 on 09/30/2021
al 1:39 PM revealed new admission baseline care
plans were being audited Monday-Friday for
completion, accuracy, and {o ensure a review
was conducted with the resident andfor
responsible party within 48 hours of
admission/re-admission. Further interviews
revealed the audits were conducted Monday
through Friday. A review of the audits completed
revealed they included resident name, admission
dale, baseline care plan completion, care plan
delivered to resident and/or responsible party,
and education as needed, A review of the audits
revealed no identified concern with completion
dates as indicated.

63). Review of the audits completed by the DM
and/or CDM revealed they were completed as
stated with no identified concerns. Interview with
the Regional Certified Dietary Manager on
09/28/2021 at 2:26 PM and 09/30/2021 at 1:52
PM, and Dietary Manager #3 on 09/30/2021 at
1:30 PM revealed trays were audited for to
ensure they arrived on the unit and were passed
timely.

64). Review of verbal quizzes revealed ten (10)
staff members were quizzed for one (1) week
beginning on 8/15/2021 with no needed
education. Further review of verbal quizzes
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revealed five (5) staff members were quizzed for
four (4) weeks from 08/22/2021 and completed
on 09/13/2021 with no identified concerns. A
review of the verbal quiz revealed staff was
quizzed on respiratory status,
hypa/hyperglycemia, and SBAR/physician
notification, Interview with the Regional Nurse
Consultant on 09/30/2021 at 3:40 PM, the
Regional DON on 09/30/2021 at 4:17 PM, DON
#2 on 09/30/2021 at 3:20 PM, and MDS Nurse #2
on 09/30/2021 at 1:31 PM revealed they
performed verbal quizzes for identification and
assessment of residents with a change in
respiralory status, idenlifying signs/symptoms of
hyperglycemia/hypoglycemia, facility diabetic
protocol, documenting a change in a resident's
condition, notification of the physician and
following physician orders. Interviews with RN #1
on 09/29/2021 at 11:55 AM and 09/30/2021 at
12:58 PM, RN #4/\Wound Care Nurse on
09/30/2021 at 2:54 PM, LPN (LPN) #6 on
09/30/2021 at 12:44 PM, revealed they
pariicipated in verbal quizzes with facility staff.

65). Interview with the Regional DON on
09/30/2021 at 4:17 PM revealed she completed
audits of documented blood glucose levels
Monday through Friday in the clinical meeting.
She further revealed that with any blood sugar
less than 60 and/or greater than 40, the facility
staif were expected to notify the physician,
Responsible Party, and Registered Dielician and
follow physician orders. The Regional DON
slaled she identified one (1) resident on
08/12/2021 o have a blood glucose level of 430
and one {1) on 09/20/2021 to have a blood
glucose level of 465 with no documented
evidence the licensed nurse followed the facility
process. She provided education to both RN #2

{F 600}
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and LPN #5. A Review of audits revealed no
further concerns, A Review of education revealed
RN #2 and LPN #5 received education regarding
the facility process,

66). Review of verbal staff quizzes revealed staff
was verbally asked signs and symptoms of abuse
when 1o report, signs and symptoms of wandering
and wandering inlerventions. A review of the
verbal quizzes revealed five (5) staff were verbally
quizzed daily for one (1) week from 08/13/2021 to
08/19/2021 with no identified concerns. Further
review revealed verbal quizzes were conducted
three (3) times a week for two (2) weeks from
08/21/2021 to 09/02/2021 with no identified
concerns. A review of verbal quizzes revealed
that verbal quizzes were conducted one (1) time
per week for four {4) weeks from the week of
09/03/2021 to 09/24/2021 with no identified
concerns. Interview with the Regional Nurse
Consultant on 09/30/2021 at 3:40 PM, RDCN on
09/30/2021 at 4:17 PM, and MDS Nurse #1 on
09/30/2021 at 1:39 PM revealed each assisted in
the completion of verbal staff quizzes. Further
interview revealed that each staff member was
verbally quizzed on the areas listed on the audit
tool {signs and symploms of abuse, when to
report, signs and symptoms of wandering and
wandering interventions), and any need for
education was completed immediately with each
quiz. Interviews with SRNA #11 on 09/29/2021 at
3:23 PM, LPN (LPN) #6 on 09/30/2021 at 12:44
PM, LPN (LPN) #7 on 09/29/2021 at 3:00 PM and
09/30/2021 at 1:54 PM, RN #1 on 09/28/2021 at
11:55 AM and 09/30/2021 at 12:58 PM, RN
#4/\Wound Care Nurse on 09/30/2021 at 2:54 PM,
Medical Records on 09/29/2021 at 8:34 AM,
Central Supply on 09/29/2021 at 2:40 PM,
Therapy Manager on 09/30/2021 at 1:18 PM,
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Housekeeping Supervisor on 09/30/2021 at 1:24
PM, Human Resource Director {HR} on
09/30/2021 at 10:48 AM and Maintenance
Assistant #1 on 09/30/2021 at 2:56 PM revealed
they participated in verbal quizzes regarding
abuse, when to report, wandering and wandering
interventions.

67). Review of Resident #355 on 09/10/2021
revealed the resident had an admission
wandering risk assessment completed on
09/10/2021. Resident #355 was discharged on
09/25/2021 and re-admitted to the facility on
09/28/2021. A review of re-admission for
Resident #355 revealed the resident had an
admission wandering risk assessment completed
on 09/28/2021. The resident was not identified to
be at risk for wandering. Interview with MDS
Nurse #1 on 09/30/2021 at 1:39 PM revealed that
MDS staff will schedule wandering risk
assessments o ensure completion. Interview with
Regional Nurse Consultant on 09/30/2021 at 3:40
PM and DON #2 on 09/30/2021 at 3:20 PM
revealed all-new admissions would be reviewed
in the morning clinical meeting to ensure
appropriate assessments, including the
wandering risk assessment, had been completed.
Further interviews revealed thal residents
identified as at risk for wandering would be
discussed during this meeling and appropriate
interventions implemented.

68). Review of interviews performed for residents
with a BIMS score of 8 or greater revealed no
identified concerns. Confinued review revealed
interviews were initialed on 08/13/2021 with ten
(10) resident interviews completed for four (4)
weeks then five (5) residents for eight {8) weeks.
Interview with ISSD on 09/30/2021 at 2;23 PM,
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and MDS Nurse #1 on 09/30/2021 at 1:39 PM
revealed they were assisting in completing audits
with residents with no concerns identified. Review
of audits initiated on 08/13/2021 for review of
random weekly skin assessments far residents
with a BIMS score of less than eight (8) to ensure
there are no injuries of unknown origin revealed
no identified concerns. Interview with Regional
Nurse Consultant on 09/30/2021 at 3:40 PM, and
DON #2 on 09/30/2021 at 3:20 PM revealed they
were completing audits as indicated with no
identified concerns. Observation of skin
assessment on 09/30/2021 of Resident #45 at
9:23 AM and on 09/30/2021 at 10:20 AM of
Resident # 27 revealed no concerns with injuries
of unknown origin.

69). Interview with the Registered Dietician on
09/30/2021 at 3:53 PM revealed she started
audits on 08/25/2021 of resident diet orders from
elecironic medical records against orders enlered
in the diet/tray card software to ensure aceuracy.
Review of Resident #308's tray card on
09/29/2021 at 12:04 PM, Resident #39's tray card
on 09/29/2021 at 12:06 PM, and Resident #334
tray card on 09/29/2021 at 12:30 PM revealed
diets were served as ordered by the physician. A
review of audits revealed audits were conducted
weekly for four (4) weeks,

70}. Review of completed audils revealed random
meals were audited twice daily for one (1) week
beginning 08/23/2021. Starting 08/30/2021,
random meals were observed two (2} times per
week for two (2} weeks and then weekly from
£9/13/2021 for one (1) month. Interview with
Farmer Activities Director/Dietary Manager #3 on
09/30/2021 at 1:30 PM, Regional Certified Dietary
Manager on 09/28/2021 at 2:26 PM, and
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09/30/2021 at 1:52 PM revealed audits were
performed as indicated. Further interviews
revealed that meals were served as scheduled,
including breakfast at 7:00 AM, lunch at 12:00
PM, and dinner al 5:00 PM, Observation on
09/28/2021 at 5:03 PM revealed the evening meal
had been served on the third floor. Observalion
on 09/29/2021 lunch meal revealed meals arrived
at the third floor at approximalely 12:16 PM, ihe
fourth floor at 12:18 PM and 12:24 PM, and the
fifth floor at 12:34 PM and 12:49 PM.

71). Review of Resident #308's tray card on
09/29/2021 at 12:04 PM, Resident #39's tray card
on 09/29/2021 at 12:06 PM, and Resident #334's
tray card on 09/29/2021 at 12:30 PM revealed the
meals honored resident preferences, including
likes and dislikes. Interview with the Dietary
Manager on 09/30/2021 at 1:30 PM revealed she
would be responsible for obtaining food and
beverage preferences within seventy-two hours of
admission and entering the preferences into the
system, A review of audits revealed snack intakes
were audited daily for one (1) week from
09/15/2021 to 09/21/2021. Further review of the
audits revealed snacks were audited weekly
beginning on 09/22/2021. Interview with the
Regional Certified Dietary Manager on
09/28/2021 at 2:26 PM and 09/30/2021 ai 1:52
PM revealed she audited snack intake and had
not identified any concerns.

72). Interview with the Human Resource Director
(HR) on 09/30/2021 at 10:48 AM revealed she
completed audits for daily staff screening against
time clock punches. She revealed no identified
concerns. Observation of entry doors on
09/28/2021, 09/29/2021, and 08/30/2021%
revealed no concerns.
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73). Interview with the Regional Nurse Consultant
on 09/30/2021 at 3:40 PM, RDON on 09/30/2021
at 4:17 PM, DON #2 on 09/30/2021 at 3:20 PM,
and Interim Infection Conirol Nurse on
09/30/2021 at 3:10 PM revealed audits were
being conducted with observations of
handwashing, isolation signage and zones,
donning/doffing PPE, mask compliance. Any
variance or identified concerns will be addressed
immediately. A review of the audits revealed they
were conducted beginning 09/17/2021 on random
shifts and units.

74). Interview with the Regional Nurse Consultant
on 09/30/2021 at 3:40 PM revealed she was
responsible in addition to other members to
review all residents on narcotics with the
pharmacy lo ensure that an active script is on file
beginning 09/23/2021. A review of audits revealed
no identified concerns. RN #1 on 09/29/2021 al
11:55 AM and 09/30/2021 at 12:58 PM, LPN
(LPN) #6 on 09/30/2021 at 12:44 PM, LPN (LPN)
#7 on 09/29/2021 at 3:00 PM and 09/30/2021 at
1:54 PM, LPN #10 on 09/30/2021 at 12:50 PM,
LPN #11 on 09/30/2021 at 10:31 AM revealed no
concerns with obtaining scripts for medications
and/or receiving medications timely. Observation
of medication pass on 09/29/2021 at 4:35 PM on
the third floor and 09/30/2021 al 8:09 AM
revealed no identified concerns with missing
medications. In addition, observation of the
narcolic count on the fifth floor on 09/30/2021 at
12:50 PM revealed no identified concerns.

75). Interview with the Regional Nurse Consultant
on 09/30/2021 at 3:40 PM revealed she was
responsible for completing random medication
pass observations beginning 09/25/2021. She
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stated she had not identified any concerns with
residents not having medications or narcotic
counts. A review of audits revealed the facility
utilized the Centers for Medicare Services Critical
Element Pathway for Medication Administration to
conduct the medication pass observation of
hwenty-five medications. A review of audits
revealed a minimum of twenly-five medications
were observed daily from 09/25/2021 with no
identified concerns. Further review of medicalion
observations revealed that medication
administration was observed on random shifis,
including 6:00 AM to 6:00 PM and 6:00 PM to
6:00 AM.

76). Interview with the Regional Nurse Consultant
on 09/30/2021 at 3:40 PM. The DON on
05/30/2021 at 3:20 PM revealed medication
delivery tickets were being reviewed in clinical
meetings Monday through Friday against ordered
medications. A review of the audit revealed no
identified concerns.

77). Interview with the Interim Administrator on
09/30/2021 at 5:05 PM, Regional Nurse
Consultant on 09/30/2021 at 3:40 PM, RDON on
09/30/2021 at 4:17 PM, and the DON on
09/30/2021 at 3:20 PM revealed slaffing was
being audited daily beginning 09/11/2021, to
ensure adequale stafiing was maintained, A
review of the audits revealed no identified
concerns.

78). Interview with the Interim Administrator on
09/30/2021 at 5:05 PM, and the Dietary Manager
on 09/30/2021 at 1:30 PM revealed staffing was
being monitored daily to ensure adequate
staffing. A review of the audils revealed no
identified concerns.
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{F 609} | Reporting of Alleged Viclations {F 608} 12/30/21

§8=D | CFR(s}: 483.12(c}{1)(4)

§483.12(c) In response 1o allegations of abuse,
neglect, exploitation, or mistreatment, the facility
must:

§483.12(c)(1) Ensure that all alleged violations
involving abuse, neglect, exploitation or
misireatment, including injuries of unknown
source and misappropriation of resident property,
are reported immediately, but not later than 2
hours after the allegation is made, if the events
that cause the allegation involve abuse or result in
serious bodily injury, or not later than 24 hours if
the events that cause the allegation do not involve
abuse and do not result in serious bodily injury, to
the administrator of the facility and to other
officials (including to the State Survey Agency and
adult protective services where state law provides
for jurisdiction in long-term care facilities) in
accordance with State law through established
procedures.

§483.12(c)(4) Report the results of all
investigations to the administrator or his or her
designated representative and to other officials in
accordance with State law, including to the State
Survey Agency, within 5 working days of the
incident, and if the alleged violation is verified
appropriate corrective action must be taken.
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This REQUIREMENT is not met as evidenced
by:

Based on interview, record review, and review of
the facility's policy, it was determined the facility
failed to ensure all alleged violations involving
abuse or neglect, were reported immediately, but
no later than two (2) haurs alter the allegation
was made, if the events that caused the
allegation involved abuse, to the Stale Survey
Agency and Adult Protection for two {2) out of
fifty-seven (57) sampled residents (Resident #206
and Resident #64),

Review of a facility investigation, dated
05/26/2021, revealed Resident #206 complained
of hip pain on 05/26/2021. An x-ray was ordered
and revealed a Left Femoral Neck Fracture
{fractured left hip). The facility investigated the
fracture as an injury of unknown source but failed
to report the allegalion to the state agencies. In
addition, on 06/04/2021, Resident #82 grabbed
Resident #64's arm and refused o let go. The
facility failed to report the allegation of abuse to
the state agencies.

The findings include;
Review of the facility’s policy, "Abuse

Investigation and Reporting”, with a revision date
of December 2016, revealed all reports of abuse,
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F 609 Reporting of Alleged Violations

Criteria 1: a) Resident #64, remains in
the facility, has no recall of the 6/4/21
event, and reports they feel safe in the
facility as interviewed by the Regional
Nurse Consuliant on 8/13/21.

b) Resident, #82, was
discharged from the facility on 8/9/2021.

¢) Resident #206 was
discharged from the facility on 5/26/2021,

Criteria 2:  a) Allin house residents
were reassessed by the Regional Director
of Nursing, wound nurse, or designee via
observation for new skin impairments,
withdrawn and/or erying behaviors and
physical signs of abuse on 8-11-2021.
There were none identified.

b) The
Administrator/Designee completed a
review of all incident reports of injuries of
unknown origin in the last 80 days on
11/23/2021 to determine if there were any
that had not been reported. There were
none identified.

Criteria 3:  a) All staff were re-educated
by the administrator and/or designee
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neglect, exploitation, misappropriation of resident
property, mistreatment and/or injuries of unknown
origin shall be reported to local, state, and federal
agencies and thoroughly investigated by facility
management. Findings of abuse would also be
reporied. The policy stated the Administrator
would assign the investigation to an appropriate
individual. The policy stated all alleged violations
involving abuse, neglect, exploitation,
mistreatment, or injuries of unknown origin, or
misappropriation of resident's property would be
reported by the Administrator or his/her designee
to the state licensing /certification agency, the
Ombudsman, the Responsible Party of record,
Adult Protective Services, Law Enforcement
Officials, the resident's physician, and the Medical
Director within two (2) hours.

1. Review of Resident #206's closed medical
record, revealed the facility admitted the resident
on 05/19/2021, with diagnoses which included
Polyarthritis, Vascular Dementlia, Lack of
Coordinalion, Atrial Fibrillation, Insomnia,
Paranocid Personality Disorder, Chronic Pain
Syndrome, Osteoporosis, and Stress
Incontinence. The medical record revealed the
resident had been discharged to the hospital from
the facility on 05/26/2021.

Review of a Discharge Minimum Data Set (MDS)
Assessment for Resident #2086, dated
05/26/2021, revealed the facility assessed the
resident to have a Brief Interview for Mental
Status (BIMS) score of six (6) out of fifteen (15),
indicating cognitive impairment. No Admission
MDS had been compleled due to the resident had
been discharged from the facility before the
assessment was completed.

beginning on 8-12-2021 on the process of
identlifying, preventing, and reporting
abuse as well as identifying and
implementing immediale interventions for
wandering residents.
b) Beginning 11/24/2021 the

CMS Hand in hand Module 1 -5-
1.Understandig the world of Dementia: the
person and the disease
2.Being with a person with Dementia:
Listening and Speaking
3. Being with a person with Dementia:
Actions and reactions
4,Being with a person with
Dementia::Making a difference
5. Preventing and responding to abuse
has been added to all staff 's electronic
training system and to the new hire
training requirement. The training will be
required for all Parkview staff annually. All
staff will complete all 5 modules by
12/29/2022. The DON/ designee will
monitor completion. New hires will
complete modules 1-5 in the first 90 days
of hire.

c) By 11/30/2021 all staff will take
a re- test on recognizing abuse and
reporting abuse which will be graded by
the NHA/DON or designee to establish
staff compelency. Stafi not working will
take the quiz on their next scheduled shift.
Staff (including agency and new hires),
who do not pass the test with a 100% will
be-re-educated and re-take the test until a
score of 100% is achieved,

Criteria 4. a) Beginning 11/24/2021 the
DON/Designee will audit incident reports
to determine any newly identified skin
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Review of nurses notes for Resident #2086,
revealed an enlry, dated 05/26/2021 at 7:35 AM,
by RN #1 which stated the resident complained
hisfher head, stomach and left hip hurl. Per the
nole, the left hip pain was diffuse, and the hip was
tender to touch. The resident's physician was
notified with an order received for an X-ray of the
left hip.

Review of an X-ray report of Resident #206's left
hip, daled 05/26/2021 at 6:54 PM, revealed the
resident had an Acute Displaced Left Femoral
Neck Fracture.

Further review of Resident #206's nurses notes
revealed an entry, dated 05/26/2021 at 7:44 PM,
by the Director of Nursing (DON) which staled the
resident was transferred to the hospital via
ambulance for evaluation of a fractured hip.

Review of a facility investigation, dated
05/26/2021, revealed Resident #206 was
observed by staff to have left hip pain and
guarding. Registered Nurse (RN} #1 nolified the
physician and an X-ray was obtained. The
investigation revealed upon the nurse nolification
of the Responsible Party (RP), the RP had
alleged to the nurse he/she felt the resident had
been neglected. The investigation revealed
Resident #206 had sustained a Lefl Femoral
Neck Fracture (fraclured lefl hip) which was an
injury of unknown origin. According to the
investigation, Resident #206 had initially told staff
she had fallen, and then later denied he/she had
fallen. However, there was no documented
evidence the facility had notified the state
agencies, per the facility's policy.

Interview conducted with State Registered
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area is assessed for injury and reported
limely, if indicated per policy, audits wil be
weekly until substantial compliance is
achieved. Audits will be reviewed at QAPI|
monthly x3 months and then quarterly
until in substantial compliance

b) Beginning 11/01/2021 the
Administrator or designee will audit all
stale reported incidents weekly until
substantial compliance, to determine that
a confirmation email and or fax receipl is
aitached indicating the incident was
reporied timely to all required agencies.
Audits will continue weekly and will be
reviewed at QAP| monthly x 3 moths and
then quarterly until in substantial
compliance

c) Starting 7-26-2021 the
Social Services Direclor or designee
began performing random interviews of 10
residents a week for 4 waeks the 5
residents a week for 8 weeks of residents
with a BIMS score of 8 or greater to
ensure they feel safe in the facility and
have not witnessed or been subjected to
abuse. Audits of a minimum of 5 residents
a week will continue until compliance is
achieved. Any reports of abuse will be
immediately reporied to the Administrator
with initiation of the investigation,

Audits will continue weekly and will be
reviewed at QAPI monthly x 3 months and
then quarterly until in substantial
compliance.

d) Beginning 12/3 /2021 a
member of the governing body is on site
daily. The governing body member will
review the resident interviews to ensure
that any interviews indicating abuse or
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Nursing Assistant (SRNA) #7, on 06/18/2021 at neglect has been investigated and
1:30 PM, and SRNA #3, on 06/18/2021 at 1:35 reported as required.

PM, revealed when they went in to assist
Resident #206 to the bathroom, on 05/26/2021 at
approximately 7:30 AM, the resident was Criteria 5: Date of compliance: 12/
complaining of pain in his/her left hip. The SRNAs 30/2021

stated RN #1 was notified,

Interview conducted with RN #1, on 06/18/2021 al
approximately 1:40 PM, revealed she had been
notified by SRNA #3 and SRNA #7 that Resident
#205 was complaining of left hip pain. The RN
stated she assessed the resident, and the
resident was complaining of head, stomach, and
left hip pain. The RN stated she had first made
rounds at approximately 6:45 AM to 7:00 AM, the
resident was sleeping and no apparent signs of
pain. The RN stated she had notified the
physician and had obtained an order for an X-ray
of the left hip. Continued interview revealed she
had initially attempted to reach the resident's RP
unsuccessfully, but had reached the RP a few
minutes later. The RN stated when she had
initially asked the resident what happened, the
resident had told her he/she had fallen. The RN
stated when she had gone with Licensed
Practical Nurse {LPN} #7 laler the resident had
staled he/she had not fallen. The RN stated the
resident was very confused. Further interview
revealed the resident’s RP had told her she felt
the resident was neglected. The RN stated she
had immediately informed the Administrator.

Interviews canducted with LPN #7, on 06/18/2021
at 7.55 PM, SRNA#10 on 06/18/2021 at 8:05 PM,
and SRNA #11 on 06/18/2021 at 8:20 PM,
revealed they had provided care for Resident
#206 on the 6:00 PM 1o 6:00 AM shift, on
05/25/2021 into 05/26/2021. The staff revealed
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Resident #206 had slept all night and they had
not been aware of any falls. The staff further
revealed Resident #206 had not complained of
any pain until SRNA #10 and SRNA #11 had went
into the resident's room at approximately 5:00
AM, and the resident had complained of back
pain which they immediately reported ta LPN #7.
However, when LPN #7 went into the room, the
resident had already fallen back asleep, and the
LPN had observed no signs of pain.

Interview conducted with Department of
Community Based Services (DCBS) Worker, on
06/18/2021 at 3:30 PM, revealed there was no
evidence DCBS had been notified of the
allegation of neglect or of the injury of unknown
source,

Interview conducted with the Director of Nursing
(DON), on 06/19/2021 at 9:00 AM, revealed she
had assisted with the investigation. The DON
stated she was now the Abuse Coordinator, but
the Abuse Coordinator had previously been the
former Administrator. The DON stated she had
faxed the repori to the State Agencies but did not
have a confirmation the report had went through.
The DON stated she had not been aware she had
needed a confirmation. The DON stated staff had
on previous occasions observed Resident #206
ambulating in histher room unassisted, The DON
stated she felt at some point the resident had
fallen but nothing had been witnessed.

Attempted to reach the former Administrator on
06/19/2021 at 8:30 AM, and 06/19/2021 at 9:30
AM were unsuccessful.

Interview conducted with the Administrator, on
06/19/2021 at 1:30 PM, revealed she had only
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been the Administrator for two (2} weeks. The
Administrator stated all allegations of abuse
should be reporied to State Agencies within two
(2) hours. The Administrator staled she would
now be using both fax and email lo report all
allegations of abuse and would ensure the facility
had a confirmation.

2. Review of the facility investigation titled,
“Facility Investigation” dated 06/04/2021, revealed
RN #1 on 06/04/2021 at 1:15 PM, heard a noise
coming from the hallway and upen investigation
RN #1 found Resident #82 in Resident #64's
room holding onto Resident #64's wrist and arm.
After trying to redirect Resident #82 without
success, RN #1 and SRNA #7 had to remove
Resident #82's hand from Resident #64's arm.
Immediately after the release, Resident #82 and
Resident #64 were assessed for injuries. RN #1
contacted the Abuse Coordinator (former
Administrator) and reported the incident.
Resident #82 was placed on one-to-one
supervision by staff until the ambulance arrived to
have the resident assessed at the Emergency
Room. Resident #654 had an x-ray ordered for
hisfher arm and was found to have no injury.

Review of the medical record for Resident #64
revealed the resident was admitted by the facility
on 04/28/2021 with diagnoses including
Unspecified Dementia without Behavioral
Disturbance, Anxiety Disorder and Hypertension.

Review of the Admission Minimum Data Set
(MDS) Assessment, dated 05/05/2021, for
Resident #64, revealed the facility assessed the
resident to have a Brief Interview for Mental
Status (BIMS) score of eight (8) out of fifteen

(15), and determined the resident was moderately
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cognitively impaired.

Review of the medical record for Resident #82
revealed lhe resident was admitted by the facility
on 05/12/2021 with diagnoses including
Parkinson Disease, Unspecified Dementia with
Behavioral Disturbance and Alzheimer's Disease.,

Review of Resident #82's Admission MDS
Assessment, dated 05/18/2021, revealed the
facility assessed the resident 1o have a BIMS
score af zero (00) out of fiReen (15), and
determined the resident was severely cognilively
impaired,

Interview with the DCBS worker, on 06/18/2021 at
11:46 AM, revealed the agency had not received
an abuse report from the facility regarding
Resident #64 and Resident #82.

Interview with RN #1, on 06/18/2021 at 1:58 PM,
revealed as soon as the incident happened and
the residenls were safe and secure, she phened
the Abuse Coordinator {former Administrator) and
reported the abuse, RN #1 revealed an
investigation was initiated immediately; however,
she did not know who was responsible to report
to the state agencies.

Interview with the DON, on 06/19/2021 at 12:27
PM, revealed the former Administrator was the
Abuse Coordinator and she was the Assistant
Coordinator. The DON also revealed the facility
has two (2) hours to report to the state agencies
any allegation of abuse that is witnessed or
made. The DON revealed she had faxed a report
of the incident to the state agencies; however,
she did not have any confirmation showing it had
been received by the agency.
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Interview with the Administrator, on 06/18/2021 at
2:14 PM, revealed she had only been the
Administrator for the past two (2) weeks. The
Administrator further revealed it was the
responsibility of the Abuse Coordinator to notify
stale agencies within two (2) hours of the abuse
occurring or an allegation of abuse.
{F 623} | Notice Requirements Before Transfer/Discharge {F 623} 11/30/21
§8=D [ CFR(s): 483.15(c)(3)-(6)(8)

§483.15(c}(3) Notice before transfer.

Before a facility transfers or discharges a
resident, the facility must-

(i) Notify the resident and the resident's
representative(s) of the transfer or discharge and
the reasons for the move in writing and in a
language and manner they understand. The
facility must send a copy of the nolice to a
representative of the Office of the State
Long-Term Care Ombudsman.

(i) Record the reasons for the transfer or
discharge in the resident's medical record in
accordance with paragraph {(c)(2) of this section;
and

{iii) Include in the notice the items described in
paragraph (c}(5) of this section.

§483.15(c){4) Timing of the nolice.

(i) Except as specified in paragraphs (c){4)(il) and
(c)(8) of this section, the nolice of transfer or
discharge required under this section must be
made by the facility at least 30 days before the
resident is transferred or discharged.

(ii) Notice must be made as soon as practicable
before transfer or discharge when-

{(A) The safely of individuals in the facility would
be endangered under paragraph (c)(1){(i)(C) of
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this section;

(B) The health of individuals in the facility would
be endangered, under paragraph (c)(1)(i)(D) of
this seclion;

(C) The resident's health improves sufficiently to
allow a more immediate transfer or discharge,
under paragraph (¢)(1)(){B) of this seclion;

(D) An immediate transfer or discharge is
required by the resident's urgent medical needs,
under paragraph (c)(1)(i}{A) of this section; or
(E) Aresident has not resided in the facility for 30
days.

§483.15(c)(5) Contents of the notice. The written
natice specified in paragraph (c){(3) of this section
must include the following:

(i) The reason for transfer or discharge;

{ii} The effective date of transfer or discharge;
(i) The lacation to which the resident is
transferred or discharged;

(iv) A statement of the resident's appeal rights,
including the name, address (mailing and email),
and telephone number of the entity which
receives such requests; and information on how
to obtain an appeal form and assistance in
completing the form and submitting the appeal
hearing request;

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

(vi) For nursing facility residents with intellectual
and developmental disabilities or related
disabilities, the mailing and email address and
telephone number of the agency respensible for
the proteclion and advocacy of individuals with
developmental disabilities established under Part
C of the Developmental Disabilities Assisiance
and Bill of Rights Act of 2000 {Pub. L. 106-402
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codified at 42 U.5.C. 15001 et seq.); and

(vii) For nursing facility residents with a mental
disorder or related disabilities, the mailing and
email address and ielephone number of the
agency responsible for the protection and
advocacy of individuals with a mental disorder
established under the Proteclion and Advocacy
for Mentally Ill Individuals Act.

§483.15(c){6) Changes to the notice.

If the information in the nolice changes prior to
effecting the transfer or discharge, the facility
must update the recipients of the notice as soon
as praclicable once the updated information
becomes available.

§483.15(c)(8) Notice in advance of facility closure
In the case of facility closure, the individual who is
the administrator of the facility must provide
written nofification prior to the impending closure
to the State Survey Agency, the Office of the
State Long-Term Care Ombudsman, residents of
the facility, and the resident representatives, as
well as the plan for the transfer and adequate
relocation of the residents, as required at §

483.70().

This REQUIREMENT is not met as evidenced

by:

Based on interview, record review, and review of F 623 Notice Requirements before

the facility's policies, it was determined the facility transfer.

failed to provide one (1) of fifty-seven (57)

sampled residents (Resident #82) with a written Crileria 1: Resident #82 no longer resides
discharge notice, at the facility.

On 08/05/2021, Resident #82 was transferred to Criteria 2; An audit of discharges in the
the hospital due to tachypnea (abnormally rapid last 30 days was completed by the
breathing). On 08/13/2021, the hospilal case Director of Social Services/Administrator
management documented that the facility was or designee on 11/3/21 to identify any for
unable to readmit Resident #82 back 1o the which a discharge notice was not
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facility due to his/her behavior of wandering. The
facility discharged the resident on 08/09/2021,
without issuing the resident a discharge notice.

The findings include:

Review of the facility's policy "Transfer or
Discharge, Preparing a Resident for" revised
December 2016, revealed residents would be
prepared in advance for discharge. When a
resident was scheduled for transfer or discharge,
the business office would notify nursing services
of the transfer or discharge so that appropriate
procedures could be implemented. A
post-discharge plan was developed for each
resident prior to his/her transfer or discharge.
This plan would be reviewed with the resident,
andfor his/her family, at least 24 hours before the
resident's discharge or transfer. Further review of
the policy revealed nursing services was
responsible for obtaining orders for the discharge
or transfer, completing the discharge nofe in the
medical record, and preparing the discharge
summary and post discharge plan. Nursing
services was also responsible for providing the
resident or the resident's representative with
required documents, including the discharge
summary and plan.

Review of the facility's policy "Resident Rights"
dated December 2016, revealed the policy did not
address resident rights concerning resident
discharge.

Review of Resident #82's medical record
revealed the facility admitted Resident #82 on
05/12/2021, with diagnoses that included
Parkinson's Disease, Alzheimer's Disease, and
Unspecified Dementia with Behavioral

provided. Discharge notice was provided
to any resident that was discharged in

October that has yel to return on 11/22/21.

Criteria 3: On 11/19/21 an in-service was
provided o the Licensed nursing staff by
the DON or designee on the use of the
transfer/discharge notice being sent with
residents when transferring or discharging
from the facility.

Criteria 4: Beginning on 11/22/21 at daily
stand-up meeting Social Service Director
or designee will monitor all discharges to
ensure transfer discharge notice was sent
x4 weeks then monthly x2 months. Audits
will be reviewed at monthly QAPI meeting
x3 months then quarterly until in
substantial compliance.

Criteria 5: Date of compliance:
11/30/2021
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Disturbances.

Review of Resident #82's Quarterly Minimum
Data Set (MDS) Assessment, dated 07/14/2021,
revealed the facility assessed the resident to have
a Brief Interview for Mental Status (BIMS) score
of zero (0) out of fifteen (15}, indicating the
resident had severe cognitive impairment.

Review of a Situation Background Assessment
Review (SBAR), dated 08/09/2021 at 12:45 PM,
revealed Resident #82 was experiencing
respiratory distress and needed to be transferred
to a hospital.

Review of Resident #82's hospital record
revealed a Case Management Note, dated
08/13/2021. Per the note the resident was
pending discharge back to the facility and per the
facility, the resident would not be readmitied due
to wandering behaviors.

Interview with Resident #82's family member was
altempted on 08/30/2021 at 1:17 PM with a
message left to return the call. However, no
return call was received.

Interview with the Social Services Director (SSD),
on 09/01/2021 at 2:40 PM, revealed she was not
aware thal she was required to send the resident,
his/her family, or the Ombudsman a discharge
notice. She stated she was employed in this
position approximately one (1) and a half months
ago and was not trained on discharge notices.

Interview with the Administrator, on 09/10/2021 at
6:49 PM, revealed Resident #82 did not receive a
discharge natice but should have. She siated the
55D was responsible to ensure appropriate
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§483.20(g) Accuracy of Assessments,
The assessment must accurately reflect the
resident's status,

This REQUIREMENT is not met as evidenced
by:

Based on interview, record review, and review of
the facility's policy, it was determined the facility
failed to ensure the Minimum Data Set (MDS)
assessment was accurate for two (2) of
fitty-seven (57) sampled residents (Residen! #65
and Resident #323).

Review of Resident #65's medical record
revealed on 04/06/2021, the resident sustained a
36.6 pound, or 20.28% weight loss in less than
thirty {30) days. Further on 05/02/2021, the
resident developed a deep tissue injury to the
coccyx/sacrum while a resident at the facility.
However, the facility completed an MDS on
05/05/2021 that stated the resident had not
sustained a weight loss and the pressure ulcer
was present on admission. The facility also
completed an MDS on 08/05/2021 that siated the
pressure ulcer was present on admission.

Review of Resident #323's medical record
revealed the resident had two (2) pressure ulcers,
the right and left buttock. However, the facility
completed an MDS assessment on 07/13/2021
and documented that the resident had one (1)
pressure ulcer.

F €41 Accuracy of Assessmenis

Criteria 1: a) Corrections were
completed to the 5/5/21 and 8/5/21 MDS
for Resident #65 to accurately reflect the
resident's wound and weight status, as
completed by the MDS Coordinator on
91721

b) Resident #323 was
discharged from facility on 7/20/21

Crileria 2. An audit was compleled by the
MDS Staff, Dietary Manager, Registered
Dietician, Corporale Nurse Consultants,
or designees of the last 2 MDS
assessments for all current in-house
residents o determine that their wound
and weight status is accurately
addressed, as completed on 11/1/21.

Criteria 3: Inservice education was
provided by the Corporate Nurse
consultant for the MDS staff, and by the
Corporate CDM consultant for the dietary
manager on the need to accurately code
resident wound status and weight status
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The findings include:

Review of the policy, "Resident Assessments”,
revised November 2019, revealed, "The
Interdisciplinary Assessment Team must use the
Minimum Data Set (MDS) form currently
mandated by Federal and State regulations to
conduct the resident assessment”.

1. Review of the MDS Manual, mandated by
Federal and State regulation, Section M0300,
revealed the facility must determine whether a
pressure ulcer was "present on admission". The
instructions stated, "For each pressure
ulcerfinjury, determine if the pressure ulcer/injury
was present at the time of admission/entry or
reentry and not acquired while the resident was in
the care of the nursing home. Consider current
and historical levels of tissue invalvement”,

Further review of the MDS Manual, Section
KO300, revealed when completing a resident
MDS assessment for Section K0300, the facility
must answer whether the resident had sustained
weight loss of five percent (5%} or more in the
last month or less or a loss of ten percent (10%)
or mare in the last six (6} months. According to
the manual, staff were required to code "2",
indicating yes, when the resident was not on
physician-prescribed weight-loss regimen and
had experienced a weighl loss of 5% or more in
the past 30 days or 10% or more in the last 180
days, and the weight loss was not planned and
prescribed by a physician.

Review of Resident #65's medical record
revealed the facility admitted the resident on
03/24/2021, with diagnoses that included

on the MDS, as completed on 10/29/21.

Criteria 4:  Audits will be completed on 5
randomly selected MDS assessments
weekly X 4 weeks, monthly X 2 months by
the DON/ADON/Corporate Consultants
tor designee to monitor for coding
accuracy. Audits will be reviewed at QAP
monthly x3 months and then quarterly
until in substantial compliance

Criteria 5: Date of compliance: 11716/
2021
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Cerebral Infarction, Dysphagia, Polyarthritis,
Chronic Obstructive Pulmonary Disease and
Paraplegia.

Review of Resident 65's Admission Minimum
Data Set (MDS) assessment, dated 03/30/202, 1
revealed the resident was totally dependent on
two (2) staff with Activities of Daily Living, was
occasionally incontinent of bowel, had an
indwelling catheter, and had no pressure ulcers.
Further review revealed Resident #65 weighed
179 pounds and had no weight loss/gain or the
resident's weight history was unknown.

Review of the medical record revealed Resident
#65 was discharged to Ihe hospital on 04/08/2021
for shortness of breath. Continued review of the
resident’s medical record revealed Resident #65
was re-admitted to the facility on 4/29/2021 with
diagnoses that included Sepsis, Pneumonia,
Acute Respiratory Failure, and Urinary Tract
Infection. The record revealed the was no
documented evidence the facility weighed the
resident upon readmission to the facility. Review
of an Admission/Readmission Nursing Evaluation
for Resident #65, dated 04/28/2021 at 6:00 PM,
revealed the resident had "scratches" to his/her
bilateral buttocks upon readmission from the
hospital, with no other impaired skin integrity
noted.

Review of Resident #65's weight record revealed
on 04/06/2021, the resident weighed 142.7
pounds (a weight loss of 36.6 pounds since
admission or 20,28% loss).

Review of a change of condilion form, dated
05/02/2021 at 10:35 AM, revealed Resident #65
had developed a deep tissue injury (DTl is a
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purple or maroon localized area of discolored
intact skin or blood-filled blister due to damage of
underlying soft tissue from pressure and/or
shear) to the coccyx. A new physician's order
was obtained to “clean coceyx with soap and
walter, pat dry, apply zinc oxide and cover with
border gauze every day".

Continued review of Resident #65's weight record
revealed on 05/04/2021, the resident weighed

135 pounds, another 7.7 pound weight loss (5.4%
in one month and 24.58% in less than 180 days).

However, review of Resident #65's Quarterly
MDS assessment, dated 05/05/2021, revealed
the facility documented the resident's pressure
ulcer was present upon admission and the
resident had sustained no weight foss.

Review of Resident #65's Quartarly MDS
assessment, dated 08/05/2021, revealed the
facility identified the resident had sustained a
weight loss. However, the facilily continued to
document that Resident #85's pressure ulcer was
present upon admission to the facility.

Interview with MDS Nurse #1, on 09/10/2021 at
4:55 PM, revealed she ulilized the Resident
Assessment Instrument (RAI) MDS manual as a
guide for coding resident MDS assessments and
was responsible for completing Section M for
Resident #65. She staled she failed to accurately
code Resident #65's pressure ulcer because it
was not present upon admission. She stated she
also failed to accurately code Resident #65's
March 2021 MDS regarding weight loss, stating
the MD'S should have reflected a weight loss for
the resident.
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2. Review of the MDS Manual, mandated by
Federal and Stale regulation, Section M0300,
revealed the facility must answer the question,
"Current number of unhealed pressure
ulcers/injuries at each stage”.

Review of Resident #323's medical record
revealed the resident was admitted by the facility
on 07/06/2021 with diagnoses that included
Metabolic Encephalopathy, Acute Respiratory
Failure, Autistic Disorder, Sepsis, Type 2
Diabetes, Dysphagia, Pneumonia and Aphasia.

Review of progress notes, dated 07/12/2021,
revealed Resident #323 had an "Unstageable*
pressure ulcer lo the right buttock and one to the
left buttock. However, a review of Resident
#323's Admission MDS assessment, completed
on 07/13/2021, revealed the facility documented
in Section MO300 that the resident had one (1)
current unhealed pressure ulcerfinjuries.

Interview with the MDS Nurse #1, on 08/09/2021
at 1:53 PM, revealed she ulilized the Resident
Assessment Instrument (RAI) manual for coding
of resident MDS assessments. She revealed that
she was responsible for completing Secfion M for
Resident #323. She stated that she overlooked
and failed to accurately code the resident's
pressure ulcers on the Admission MDS.

Interview with the Assistant Director of
Nursing/Interim Director of Nursing (ADON/DON),
on 08/18/2021 at 9:50 PM, revealed she had
been the ADON at the facility for approximately
one year, and was placed in the interim DON
paosition, a few weeks ago, when the Director of
Nursing (DON) resigned from the facility, The
ADON/Interim DON stated MDS assassments

{F 641}
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should be completed accurately to ensure
residents received care they required. She staled
she had never monitored any clinical processes
in the facility, including assessments because she
had worked as a staff nurse "all the time.”
Interview with the Administrator, on 08/11/2021 at
6:00 PM, revealed she was responsible for the
facility operated within the regulatory guidelines
and stated MDS assessments should be
accurate. However, according to the
Administrator, she had had no systems in place
to monitor accuracy of assessments.
{F 655} | Baseline Care Plan {F 655} 11/30/21
55=D | CFR(s): 483.21(a)(1)-(3)

§483.21 Comprehensive Person-Centered Care
Planning

§483.21(a) Baseline Care Plans

§483.21(a)(1) The facility must develop and
implement a baseline care plan for each resident
that includes the instructions needed to provide
effective and person-cenlered care of the resident
thal meet professional standards of quality care.
The baseline care plan must-

(i) Be developed within 48 hours of a resident’s
admission.

(i) Include the minimum healthcare information
necessary to properly care for a resident
including, but not limited to-

(A) Inilial goals based on admission orders.

(B) Physician orders.

(C) Dietary orders.

(D) Therapy services.

(E) Social services.

(F) PASARR recommendation, if applicable.

§483.21(a)(2) The facility may develop a
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comprehensive care plan in place of the baseline
care plan if the comprehensive care plan-

(i) Is developed within 48 hours of the resident's
admission,

(i} Meets the requirements set forth in paragraph
{b} of this section (excepting paragraph {b)(2)(i) of
this section).

§483.21(a)(3) The facilily must provide the
resident and their representative with a summary
of the baseline care plan that includes but is not
limited to:

(i} The initial goals of the resident.

(i) A summary of the resident's medications and
dietary instructions.

(iii) Any services and treatments lo be
adminislered by the facility and personnel acling
on behalf of the facility.

(iv) Any updated information based on the details
of the comprehensive care plan, as necessary.

This REQUIREMENT is not met as evidenced
by:

Based on interview, record review, and review of
facility policy, it was determined the facility failed
to have an effective system in place to ensure
baseline care plans were developed with
instructions and minimum healthcare information
necessary to provide effective person-centered
care and failed to provide a summary of the
services and treatments to be provided by the
facility for two (2) of fifty-seven (57) sampled
residents (Resident #321 and #323).

Resident #321 was admitted to the facility on
07/16/2021 with diagnoses of diabetes,
Urosepsis, and invasive bladder cancer. The

F 655 Baseline Care Plan

Criteria 1:  a) Resident #321 and #323
no longer reside in this facility.

Criteria 2:  a) All residents admitted
within the last thirty days 9 7/16/2021
through 8-16-2021 with a diagnasis of
diabetes and COPD, Asthma, current
pneumonia have had their baseline Care
Plan reviewed by MDS
Coordinalor/designee and updated as
needed.
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facility failed to develop a baseline care plan
related to the resident's diabetes diagnosis and
monitoring of the resident's blood sugar.
Subsequently, the facility failed to monilor the
resident's blood sugar to ensure the resident's
blood sugar was stable. At approximately 12:00
AM to 12:30 AM on 07/19/20201, a laboratory
staff person found Resident #321 unresponsive.
the resident's blood sugar was 32, Staff
administered Glucagoen again and attempted oral
glucose. The resident began having trouble
breathing and EMS was notified. The resident
was transferred to the hospital where he/she was
diagnosed with acute metabolic Encephalopathy
secondary to hypoglycemia and hypoxia. The
record staled there was also some concern for
aspiration due to altempted administration of oral
glucose gel. Resident #321 was non-responsive,
had hypoxic respiratory failure, and required
intubation.

Resident #323 was admitted to the facility on
07/06/2021 following a hospital admission for
Respiratory Failure. According to the resident's
family, the resident required BiPAP to assist the
resident with breathing at night. The facility failed
to develop a baseline care plan for Resident #323
related to the resident's history of respiratory
failure and failed to provide a summary of the
care fo be provided to the resident's responsible
party. Subsequently, the facility failed to ensure
the resident received a BiPAP machine until
071142021, eight (8) days after admission and
failed to monitor/assess Resident #323's
respiratory status, On 07/20/2021, Resident
#323's family visited and found the resident was
having difficulty breathing. They requested the
resident be transferred to the hospital. Resident
#323 was admitted to the hospital with diagnoses

Criteria 3; a) The DON/ADON or
designee educated all Licensed nurses lo
include MDS, new hires, and agency on
their responsibility to complete a baseline
care plan with interventions and goal to
include diagnosis of diabeles and
respiratary diagnosis within 48 hours of
admission and reviewing and providing a
copy to the resident and or responsible
party beginning on 8-12-2021.

b) Beginning 11/24/2021
education on creating a baseline care plan
is included in new hire licensed nurse
education. Beginning 11/24/2021 post
test on compleling a baseline care plan
was administered to licensed nursing staff
and graded by DON/designee to ensure
competency, staff not working will take the
test on next scheduled shift.

Criteria 4. TheMDS
coordinator/DON/Designee will monitor
new admissions/re-admission to audit
baseline care plan for: completion,
accuracy, and review with resident and or
responsible party weekly x 4 weeks then
monthly x 2 months starting 11/24/2021.
Any variance or identified concerns will be
addressed immediately.

Audits will be reviewed at QAP| monthly
x3 months and then quarterly unti in
substantial compliance

Criteria 5: Date of compliance
11/30/2021
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that included Dyspnea, Stridor, Acute Hypoxic
Respiratory Insufficiency requiring high flow nasal
cannula with Vapotherm (high flow oxygen), Left
Lower Lobe Pneumonia versus Atelectasis, and
Elevated Lactate. Review of the nurses notes
upon admission to the emergency room revealed
the resident had mild wheezes bilateral, use of
accessory muscle for breathing, increased
respiratory effort and audible Stridor.

The facility's failure to have an effective system in
place to ensure baseline care plans were
developed and implemented, has caused or is
likely to cause serious injury, harm, impairment or
death to a resident. Immediate Jeopardy was
identified, on 0B/11/2021, and was determined to
exist on 03/06/2021, at 42 CFR 483.10 Resident
Rights (F580), 42 CFR 483.12 Freedom from
Abuse (FB00), 42 CFR 483.12 Comprehensive
Person-Centered Care Plans (F655) (FE56), 42
CFR 483.25 Quality of Care (F684) (F686)
{F692), 42 CFR 483.45 Pharmacy Services
{F755) and 42 CFR 483.80 Infection Control
{F880). The facility was notified of Immediate
Jeopardy on 08/11/2021.

An acceptable Allegation of Compliance (AQC)
was received on 09/03/2021, which alleged
removal of the Immediate Jeopardy on
09/02/2021, However, the AQOC could not be
verified based on observations, staff interviews,
and review of facility documentation. Additional
Immediate Jeopardy was identified at 42 CFR
483.35 Nursing Services (F725), 42 CFR 483.70
Administration (F835) (FB37), 42 CFR 483.75
Quality Assurance and Performance
Improvement (F867). The facility was nolified of
the Immediate Jeopardy on 09/10/2021, The
Immediate Jeopardy is ongoing.
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A second acceptable allegation of compliance
was received on 09/25/2021, which alleged
removal of the Immediate Jeopardy on
09/26/2021. The State Survey Agency
delermined the Immediate Jeopardy was
removed as alleged during a revisit conducled on
09/28-30/2021, which lowered the scope and
severity to "D" 42 CFR 483.10 Resident Rights
(F580), 483.12 Comprehensive Person-Centered
Care Plans (F&55) (F656), 42 CFR 483.25
Quality of Care (F684) (FE86), 42 CFR 483.35
Nursing Services {F725), and 42 CFR 483.45
Pharmacy Services (F755); and fo "E" at 42 CFR
483.12 Freedom from Abuse (F600), 42 CFR
483.25 Quality of Care (F692), 42 CFR 483.70
Administration (F835) (F837), 42 CFR 483.75
Quality Assurance and Performance
Improvement (FB67), and 42 CFR 483.80
Infection Control (F880), while the facility
monitors the effectiveness of systemic changes
and quality assurance activities.

The findings include:

Review of a facilily policy titled "Care
Plans-Baseline," dated December 2016, revealed
a baseline care plan to meet the resident's
immediate needs would be develaped within
forty-eight (48) hours of the resident's admission,
Further review revealed the Interdisciplinary Team
{IDT) would implement a baseline care plan to
meet the resident's immediate care needs,
including but not {limited to, initial goals based on
admission orders, physician orders, dietary
orders, therapy services, social services,
Preadmission Screening, and Resident Review
(PASARR). The policy stated resident and their
representative would be provided a summary of
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the baseline care plan that included, but not
limited to, the initial goals of the resident, a
summary of the resident's medications and
dietary instruclions, any services and treatments
to be administered by the facility, and any
updated information based on the details of the
comprehensive care plan as necessary,

1. Review of Resident #321's medical record
revealed the facility admitted the resident on
07/16/2021 with diagnoses of Urosepis, Diabeles
Mellitus, and Invasive Bladder Cancer.

Review of Admission Minimum Data Set (MDS)
assessment, dated 07/19/2021, revealed the
facility assessed (he resident i¢ have a Brief
interview for Mental Status (BIMS) score of
thirteen {13) out of fifteen (15), indicaling the
resident was cognitively intact,

Review of the Physician's order, dated
07/16/2021, revealed an order to monitor
Resident #321 for signs and symptoms of
hypoglycemia (low blood sugar) and
hyperglycemia (high blood sugar) every shift (two
times daily) for diabetic monitoring. and may
complete finger stick per required need (PRN).
Further review revealed staff were required fo
nolify the physician if the resident's blood glucose
was below seventy (70) or greater than
three-hundred and fifty (350).

Review of Resident #321's baseline care plan,
dated 07/16/2021, revealed there was no
documented evidence to identify the resident had
Diabetes Mellitus, and no focus area or
interventions in place for monitoring the resident's
blood glucose level or managing the resident's
Diabetes Mellitus.
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Interview with Licensed Practical Nurse (LPN) #2,
on 07/28/2021 at 6:52 AM, revealed she was
assigned to care for Resident #321 at 3:00 AM on
07/16/2021, when the resident was admitied to
the facility. She stated she only provided care for
the resident for a few hours then LPN #6
completed the admission process and took over
care of the resident at 7:00 AM. LPN #2 stated
day shift nurses completed resident admissions
and she did not know a lot about the admission
process or development of the baseline care
plan.

Interview with LPN #6, on 07/30/2021 at 11:30
AM, revealed she provided care to Resident #321
on 07/16/2021 and 07/17/2021 dwing the day
shift (7:00 AM to 7:00 PM) and completed his/her
admission paperwork. LPN #6 stated the
admitling nurse was responsible for completing
the baseline care plans She stated the baseline
care plan should include informatien regarding
Diabeles; however, there was no place lo add
that information on the baseline care plan form.

Review of nursing notes, dated 07/18/2021 at
3:20 PM, revealed at approximately 7:30 AM,
LPN #6 obtained a blood glucose on Resident
#321 of 67 mg/dL, then delivered a tray to the
resident and obtained a repeat blood glucose
{exacl time unknown) of 138 mg/dL. Further
review revealed Resident #321 had a visitor
arrive at approximately 10:45 AM,

Interview with Family Member #3, on 08/02/2021
al 5:30 PM, revealed she arrived to the facility at
10:45 AM on 07/18/2021 ior a scheduled visit.
She stated Resident #321 was awake and alert
talking to her as normal during the visit. She
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stated Resident #321 told her that his/her blood
sugar had dropped to sixty-seven (67) milligram
per deciliter {mg/dL) that morning, However, she
slated she left at approximately 3:00 PM and staff
had not obtained a repeat blood sugar during her
visit.

Interview with Family Member #1, on 07/28/2021
al 2:19 PM, revealed she had spoken with
Resident #321 on the phone on 07/18/2021 and
was aware the resident's blood sugar was low
that moming. She further stated that Resident
#321 told staff his/her blood sugar was low
repealedly on 07/18/2021, and at 4:00 PM on
07/18/2021 when she last spoke to him/her, it had
taken staff an hour to respond o the resident's
call light and staff had slill not checked his/her
blood sugar.

Interview with State Registered Nurse Aide
(SRNA) #1, on 08/03/2021 at 3:19 PM, revealed
she entered Resident #321's room sometime
after lunch, late afternoon on 07/18/2021 {unsure
of exact time) , and found the resident
non-responsive. She stated she alerted LPN #6
and the resident's blood sugar was low. She
further stated that she did not recall what the
resident blood sugar was at that time, but that the
resident was better prior to shift change that
evening between 6.00 PM and 6:30 PM.

Continued interview with LPN #5, on 07/30/2021
at 11:30 AM, revealed Resident #321 had a
hypoglycemic episode late afterncon on
07/18/2021, (could not recall the exact time). She
stated when she entered the room, the resident
was not responsive and the resident's blood
sugar was approximately forty (40) mg/dL. She
stated she administered an injection of Glucagon

{F 655}
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{quickly raises the blood sugar) and oral glucose.
The LPN stated she thought the blood sugar
came up lo approximately one hundred and
thirly-nine (139) mg/dL, but was unsure.
Continued review of Resident #321's medical
record revealed no documentation of the incident
and no further documented evidence the facility
monitored the resident's blood sugar after the
incident.

Review of nursing notes, dated 07/19/2021 at
12:23 AM, revealed Registered Nurse (RN) #7
was alerted to Resident #321's room by a SRNA
and the resident was found to be clammy and
non-responsive, a blood glucose was obtained
and was thirly-two (32) mg/dL. After
administering Glucagon and oral glucose, the
resident continued to be non-responsive and the
resident began experiencing labored breathing.
According to the nursing notes, the resident was
transferred to the hospital at 1:00 AM on
07119/2021.

Review of emergency room record, dated
07/19/2021, revealed resident #321 arrived to the
emergency room at 1:36 AM, was non-responsive
and unable to follow commands. Further review
revealed Resident #321 was inlubated at 1:50 AM
following arrival to the hospital and admitted to
the Intensive Care Unit (ICL) with a diagnasis of
Altered Mental Status, Hypoxia, and Pneumonia
with Acute Metabolic Encephalopathy (problem in
the brain caused by chemical imbalance in the
blood) most probable from hypoglycemia and
hypoxic respiratory failure.

Interview with MDS Coordinator #1, on
08/10/2021 at 11:30 AM, revealed the facility
utilized a computerized form to complete for a
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baseline care plan and the form did not ask about
specific diagnoses/conditions like Diabetes. She
further stated that if a resident was a Diabetic, it
would not be on the care plan until the
comprehensive care plan was developed. MDS
Coordinator #1 stated, she had identified that
specific resident problems were not listed on
baseline care plans and had also identified that
they were not reviewed with residentsfresident
representatives, and had brought it to the
atlention of the Director of Nursing (DON).

Interview with Assistant Director of Nursing
(ADON)/Acting Director of Nursing (DON), on
08/11/2021 at 12:05 PM, revealed she was
unsure if all nursing staff had been trained
regarding admissions and baseline care plans.
She stated she was aware there was not a place
on the baseline care plan to include resident
problems such as Diabetes.

Interview with Administrator, on 08/10/2021 at
1:50 PM, revealed baseline care plans were not
reviewed with the resident or resident
representative. She stated care plans were not
reviewed with the resident or family until a
comprehensive care plan was developed. The
Administralor stated resident diagnoses, such as
Diabetes should be included in the baseline care
plan and implemented on admission by the
admitting nurse.

2, Review of Resident #323's medical record
revealed the resident was admitted by the facility
on 07/06/2021 after a hospital stay for respiralory
failure. The resident had diagnoses that included
Metabolic Encephalopathy, Acute Respiratory
Failure, Autistic Disorder, Sepsis, Type 2
Diabetes, Dysphagia, Pneumonia, and Aphasia.
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Review of the hospifal Discharge Summary
revealed prior to admission to the facility,
Resident #323 was admitted to the Inlensive
Care Unit {(ICU) after being found unresponsive at
home. The summary stated the resident had a
diagnosis of Aulism and drank an entlire bottle of
hand sanitizer resulting in severe Alcohol
Intoxication. The resident was also diagnosed
with Pneumonia and had Cardiopulmonary Arrest
while in the ICU. According to the discharge
summary, the resident was discharged to the
skilled nursing facility for rehabilitation with orders
for nebulizer trealments and to return to
Emergency Department if worsening. According
to the discharge summary, the resident's lungs
were clear upon discharge from the hospital.

Review of Resident #323's baseline care plan,
developed by the facility and effective on
07/06/2021 at 5:18 PM, revealed no information
regarding Resident #323's care needs or
interventionsfinstructions for staff to use lo care
for the resident to meet his/her needs regarding
the resident's respiratory status or BiPAP
machine. According o the form, the baseline
care plan was reviewed with the resident's family;
however, a copy was not provided.

Review of Resident #323's Admission Minimum
Data Set (MDS) assessment, on 07/13/2021,
revealed the facility identified the resident
required non-invasive mechanical ventilation
(BiIPAP/CPAP), and oxygen.

Review of Residenl #323's medical record
revealed there was no documented evidence the
facility developedfimplemented a care plan to
address Resident #323's respiratory status until

{F 655}
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07/27/2021 {after the resident discharged from
the facility). There was no documented evidence
the facility provided Resident #323 with a BiPAP
machine until date 07/14/2021.

Interview with Resident #323's family member, on
08/02/2021 at 8:50 AM, revealed upon admission
1o the facility, she nolified nursing staff the
resident required BiPAP (a machine that provides
non-invasive ventilation via a mask, usually with
added oxygen, under posilive pressure) at night.
Continued interview with the resident's family
revealed the facility did not review the resident's
baseline care plan with them, nor did they receive
a copy. Subsequently, they were not aware the
resident did nol receive a BiPAP machine upon
admission.

Interview with LPN #3 revealed she was the
nurse assigned to Resident #323, on 07/20/2021.
She staled that at approximately 7:30 AM she
realized "something was going on" with the
resident. She stated the resident was breathing
fast and using accessory muscles to aide in
breathing. She staled the resident received a
breathing treatment and the resident's condition
"stayed about the same”. Continued interview
revealed the resident's family came to visit at
approximately 10:00 to 11:00 AM and requested
the resident be sent to the ED.

Review of Resident #323's hospital record
revealed the resident was admitted on
07/20/2021 at 12:48 PM with diagnosis that
included Dyspnea and Stridor. Review of the
nurses notes upon admission to the emergency
room revealed the resident had mild wheezes
bilateral, use of accessory muscle, increased
respiratory effort and audible Stridor. Further
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review of the progress note, on 07/20/2021 at
10:44 PM, revealed diagnosis that included Acute
Hypaoxic Respiratory Insufficiency requiring high
flow nasal cannula with Vapotherm (high flow
oxygen), Left Lower Lobe Pneumonia versus
Alelectasis and Elevated Lactate.

Interview with Interim Director of Nursing {DON),
on 08/11/2021 at 12.05 PM, revealed she
expected staff to develop and implement a
baseline care plan upon resident admission o the
facility, within twenty-four (24) hours of admission.
Continued interview revealed she was
responsible for ensuring baseline care plans were
completed, but did nat recall reviewing Resident
#323's baseline care plan to ensure it was
complete and accurate. According to the Interim
DON, she was not aware the facility was required
to complete a baseline care plan within forty-eight
(48) hours of a residenl's admission, or provide a
summary of care to the resident/resident
representative. She further stated if the baseline
care plan summary of care was completed
properly, it could have potentially identified the
facility's failure to timely obtain wound care and
BiPAP for the resident.

Interview with the Administralor, on 08/10/2021 at
1:48 PM, revealed she expected staff to develop
the pertinent baseline care plans to ensure
resident care needs were met. She further
revealed that she was not aware the facility was
required to complete a baseline care plan within
forty-eight (48) hours of a resident's admission, or
provide a summary of care to the
resident/resident representative.

**The facility alleged the following was
implemented to remove Immediate Jeopardy
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1). Braden Scale Assessments were completed
on ali residents by facility nurses on 08/28/2021
and comprehensive full body skin assessmenis
were completed on all residents on 09/11/2021.
The facility utilized the Braden Scale Assessment
and comprehensive full bedy skin assessment to
review and update care plans of residents who
had pressure injuries by 09/17/2021.

2). The wound care physician evaluated Resident
#65 on 08/25/2021. Staff assessed and
measured all pressure injuries, and staff
evaluated all current freatments and reported
them to the Medical Director/Physician #1 by
09/17/2021.

3). Beginning 09/17/2021, upon admission a skin
assessment and Braden Scale assessment will
be completed, and the baseline care plan will be
developed within 48 hours to include any
pressure ulcer or potential for pressure ulcer. A
comprehensive care plan will be developed within
21 days of admission to include pressure ulcers
or potential pressure ulcers and include
interventions 1o prevent pressure ulcer
development or worsening of pressure ulcers.

4). Residents #45, #65, #308, #3089, #311, #314
and #320 were bathed including a shower, nail
care and moisturizing lotion applied post shower,
and assisted with dressing in clean appropriate
clothing. Clean linens were placed on the
residents’ beds on 09/11/2021. The residents
were evaluated by social services on 09/15/2021.

5). All residents were offered a shower and
interviewed to obtain shower/hygiene preferences
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by the Director of Nursing (DON) or designee.
New bath/shower schedules were implemented
by nursing staff to accommodate resident
preference. Resident preferences for hygiene
were obtained and incorporated into resident care
plans and State Registered Nurse Aide (SRNA)
care plans by the Regional Nurse Cansultant
were completed on 09/13/2021,

B6). On 08/28/2021, the Registered Dietitian (RD)
began reviewing all residents’ diets and made
recommendations for meal changes or
supplements to promote healing and to address
any weight loss issues.

7). Al residents with the diagnoses of Diabeles
and Chronic Obstructive Pulmonary Disorder
(COPD}, Asthma and Pneumonia were assessed
by licensed nurse andfor Respiratory Therapist
with no concerns were identified completed
08/13/2021.

8). The Regional Nurse reviewed all residents
with orders for glucose menitoring by 07/30/2021
and orders were amended to include mandatory
entry of glucose values on the Medication
Administration Record (MAR).

9). The Regional Cenrtified Dietary Manager
(CDM) observed the meal service for breakfast,
lunch and dinner on 09/11/2021, all three meals
were delivered on time.

10). Direct Care staffing was increased through
recruitment efforts with additional staffing
provided through agency and travel contracts.
Direct care nursing staff schedules for the next
day will be reviewed daily by the Director of
Nursing and the Administrator to ensure staffing
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levels are adequate to meet the acuity of the
residents. The staff will be validated as present
on the unit at the start of each shift by the
Director of Nursing, Nursing Supervisor,
Administrator or designee. Direct care nursing
staff call offs will be replaced by calling other
qualified staff to see if they can fill the opening,
and/or calling agencies to see if they have
qualified staff to fill the opening. If direct care staff
cannot be replaced the Director of Nursing,
Assistant Director of Nursing, or member of the
nursing management team will fill the shift. If
appropriate staffing levels cannot be met, the
center will prioritize resident care that can be
achieved during emergency staffing, priorilize
required task including administration of
medication, no showers- sponge baths, care
provided fo incontinent residents, turn residents
that cannot turn self, meals served timely, and
assist residents with meal if needed.

). The facility has increased dietary staffing
through recruitment efforts and appropriate
staffing levels have been achieved to ensure
meals are prepared and delivered timely.

12). On 08/11/2021, all residents including #64,
#86 and #322, were reassessed for psychosocial
and physical forms of abuse with Brief Interview
for Mental Status (BIMS) score of eight (8} or
above and skin integrity reviews for residents with
BIMS less than eight {8) were completed by
Licensed Nurse. Residents with a diagnosis of
Dementia had their Care Plan reviewed and
revised, as necessary by the Minimum Data Sel
(MDS) Coordinator on 09/07/2021. No new
residents were identified as indicating any
psychasocial and/or physical harm.
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13). The Regional Nurse Consultant completed a
wandering risk assessment on all residents by
08/16/2021. Al residents who were identified as
al risk for wandering had care plans reviewed and
updaled by the MDS Coordinator. A list of all
identified active wander risk residents were
placed at each nursing station with a list of
potential interventions for nursing to reference.

14). Residents #30, #65, #81, #90, #330 and
#332 were weighed by 09/17/2021. The
Registered Dietician (RD} completed a
comprehensive nutrition assessment and RD
recammendations were reviewed for
recommendations by the Director of Nursing
{DON) or designee on 09/17/2021, Furiher, the
DON or designee, spoke with the atiending
Medical Doctor (MD}) and validated the diet orders
and recommendations, Recommendations were
entered into the electronic medical record and on
the tray card. The Registered Dielician and
Director of Nursing (DON), reviewed diet orders
in electronic medical record lo ensure both the
record and tray card reflected accurate
information on 09/17/2021.

15). Beginning 09/15/2021, staff began offering
snacks lo all residents daily in the morning and
afternoon by the restoralive nurse aide, activity
aides, or designee. Snacks ordered by a
physician will be documented by the restorative
aide, dietary aides and/or licensed nursing staff.

16). The facility evaluated the COVID-19 unit on
08/11/2021, located on the 5th floor of the facility
for compliance with CDC guidelines and
implemented yellow and red zones. The DON
identified two (2) residents who had been
exposed to positive residents and a yellow zone
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was designated with erection of a plastic zip wall
barrier and those two (2) residents were moved to
this zone on 08/11/2021.

17). The facility had three (3) residents who were
in the red zone on 08/11/2021(Residents #327,
#328 and #329). Residents #327, #328 and #329
have completed quarantine per facility policy and
physician orders, Residents #311 and #314
completed quarantine per COVID-18 policy and
physician's order. Residents #311 and #314 were
no longer in isolation,

18). All staff eligible for testing were tesled for
COVID-19 on 09/16/2021. The facility did not
identify any new cases based on the employee
testing on 09/16/2021. All residents eligible were
tested for COVID-19 on 09/17/2021. The facility
did not identify any new positive cases.

19). The facility was conducting ongoing
surveillance testing as recormmended for
COVID-19. Positive COVID-19 residents will be
placed in isolation zone (red zone) and placed in
droplet precautions with use of personal
proteclive equipment. The facility will provide
physician notification, family natification and care
plan revisions. The DON or designee will review
newly positive COVID-19 residents to ensure
isolation precautions have been initiated., In
addition, any resident exposed will be placed in
droplet precaution in isolation zone (yellow). The
facility will provide physician notification, family
notification and care plan revisions. The facility
employee testing protocol will be twice weekly on
designated days effective 08/16/2021. The facility
requires all staff must be tested on designaled
days. If the employee is not tested, the facility will
not allow the employee to work without a current
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negative COVID-19 test. During testing, the
employee will be tested prior to entering the
facility by the Infection Prevention Nurse or
designee. All testing dates and times will be
posled {o the employee page, time clock and
common areas,

20). The facility screens all residents once a shift
for signs and/or symptoms of COVID-19 and
documented on the Medication Administration
Record (MAR). The facility implemented
monitoring for signs and/ar symploms on all
residents on 09/17/2021.

21). Resident #9, Resident #321, Resident #324,
Resident #326 and Resident #351, medications
were reviewed for usage and appropriate
administration times by the physician on
09/23/2021.

22). The facility stated all residents will receive
their medication as ordered beginning 09/23/2021
and implemented pharmacy and physician
notification if any medication was unavailable.
The facility will abide by new orders from the
physician regarding the unavailable medication.

23). The facility formulated an agreement on
08/23/2021, with the facility's pharmacy to provide
the facility with a three (3) day supply of
medications that requires the facility's approval
for cost authorization while pending cost review.

24). New admissions and re-admissions entering
the facility after normal business hours and on
weekends will have discharge orders submitted,
entered inlo the electronic medical record and
submitted to pharmacy through pharmacy
integration. The facility implemented the use of
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fax transmittal as a backup to the electronic
pharmacy integration by entering the order in the
eleclronic medical record to receive medications.
If the facility does not receive medications in a
limely manner the pharmacy will be notified, and
the facility will utilize the emergency medication
kit. If an emergency arises and medication is
unavailable, the physician will be notified for
substitution and/or new orders.

25). The Regional Nurse Consultant, Director of
Nursing, and licensed nursing staff completed an
audit of al! residents’ ordered medications and
verified all medications were available in the
facility by 09/25/2021.

26). The facility conducted a Quality Assurance
Performance Improvement (QAPI) meeting on
08/12/2021. The facility reviewed education,
facility process, and audited implementation to
ensure compliance with the AQC and all audits.
The Administrator oversees the QAPI committee.
The QAPI commiltee consists of the Director of
Nursing. Administrator, Medical Director, Social
Services Director, Activities, Clinical, Therapy,
Maintenance, Dietary and Environmental
Services.

27). The facility appointed an Interim
Administrator on 09/13/2021 to replace the
current Administrator, The facility's Interim
Administrator will receive daily oversight and
guidance from the Regional Vice President or
Regional Direclor of Operations and Regional
Clinical Nurse for 30 days. Upon completion of
the thirly-day oversight, the Regional
Administrative Team will audit the Administralor to
determine if continued daily oversight is needed,
The administration has direct oversight and
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responsibility to direct, discipline, and
communicate areas of concern and process
improvement.

28}, The Administrator, Medical Director, and
QAPI Committee reviewed procedures for a
contact person for call-ins, answering call lights,
Activities of Daily Living (ADL) Care, serving, and
timeliness of meal trays incantinence care and
turning and reposilioning on 09/15/2021.

29). The Vice President of Operations, Director of
Clinical Operations and Regional Nurse
Consultants conducted a conference call on
08/15/2021 with a contract company for a
consullation to review the following: (1) the
outcomes of the survey; (2) expectations and
roles of the Governing Body as outlined in the
Rules and Regulations; {3) determined a plan for
the following communication/monitoring tools:
Infection Control (COVID 19 Isolation), enough
staff at the facility to monitor/assess residents,
turn and reposition residents, provide incontinent
care, prepare and distribute meals, and assist
residents with eating, caring for pressure wounds,
efiective Pharmacy Services, dealing with abuse
and neglect effectively, sufficient staff, providing
appropriate ADLS, and providing a functioning
QAPI committee.

30). The Administrator and Regional Nurse
Consultant reviewed and revised the QAPI Plan
beginning 09/16/2021 and presented the reviews
and/or revisions to the QAPI Committee during
the 09/16/2021 meeling. The facility developed a
standardized plan to ensure all topics were
reviewed as needed at the QAP meetings. The
agenda included reviewing pressure ulcers, Foley
catheters, enteral feeding tubes, contractures,
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physical restraints, medication usage, risk
management, infection controf, hospital
readmission rale, rehabilitalion management,
social services, concerns of grievance, activities,
resident council, and family council concerns,
grievances, admissions, discharges, census, staff
development, vacant positions, employee
orientation, dielary variances, tray audit report,
weight loss, work injuries, terminalions,
employees on family medical leave, a leave of
absence, new hires, medical record compliance
review, pharmacy reports, restorative nursing,
business office, and admission aclions. The QAP
Committee and Medical Director approved the
standardized agenda on 09/16/2021 to include,
but not limited to, the topics presented during the
meeting,

31}. The Regional Director of Operations and
Vice President of Operations met with the
Administrator, the DON, and the Medical Director
on 09/16/2021 regarding the duties of the
Governing Body, including setting policy and
procedures to be implemented in the facility and
communicating information to other members of
the Governing Body. During the meeling, the
QAPI processes, the need to panticipate regularly
in the QAPI process, the need to identify root
causes with the utilization of the five (5) why
approaches and, auditing systems per the QAP|
Calendar. The Administrator will notify the
medical Director of fulure QAPI Commiltee
meetings.

32). The Administrator will collect all monitoring
reports before each QAPI Commitiee mesting
beginning 09/15/2021 for review to ensure
compliance with the deficiencies cited during the
09/10/2021 survey. QAPI Meetings were held on
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09/16/2021 to discuss abatement and develop
interventions to remove the jeopardy. The facility
implemented QAPI meetings weekly, times four
(4) weeks, as needed, and monthly. The
Administrator will forward all QAP Meeting
minutes to the Governing Body members,
including the Vice President of Operations,
Regional Vice President of Operations, and the
Regional Nurse Consultant, to review the audit
results. The QAPI committee will review the
audits at the QAPI meelings. Committee for
review. The Administrator oversees the QAPI
Committee. The QAPI Committee consists of the
Director of Nursing, Administrator, Medical
Director, Social Services Director, Activities,
Clinical, Therapy, Maintenance, Dielary and
Environmental Services.

33). The Governing Bedy will provide the facility's
Administrator with resources and education
materials for QAPI, including but not limited to the
QAPI Tool Kit, QAPI at a Glance, and a resource
guide to effectively implement the QAP plan
beginning 09/16/2021. The Governing Body will
meet quarterly for the upcoming year and
reevaluate for frequency after one (1) year.

34). The Administrator will increase the frequency
of QAP Committee meelings to weekly for four
(4) weeks and, as needed eflective 09/16/2021,
to ensure the quality of care is monitored and
complies with the standard of care and
compliance with State and Federal requirements
is demonstrated.

35). All nursing staff were educated by the
Director of Nursing, MDS Coordinator, or
designee on praper weighing techniques,
obtaining, documenting, and reporting weight

{F 655)

FORM CMS-2567(02-98) Pravious Versions Obsolste Event ID ELK412

Facility ID- 100598

If continuation sheet Page 231 of 1150




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 01/31/2023
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 09380391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A. BUILDING COMPLETED
R
185256 B. WING 09/30/2021

NAME OF PROVIDER OR SUPPLIER

PARKVIEW POST-ACUTE AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, 2IP CODE
200 NURSING HOME LANE
PIKEVILLE, KY 41501

36). On 09/13/2021, the Regional Certified
Dietary Manager (CDM) educated the Dietary
Manager on the provision of timely nutritional
assessment to ensure diet order accuracy, on
diet order accuracy, and on when to enter diet
orders into the electronic medical record. The
CDM educated the Dietary Manager to enter
resident diet orders into the tray care system. If
the nurse enters the order, the nurse will send a
writlen communication to the dietary staff,
including diet and fexture. In the moming clinical
meetings, staff will review diet orders from the
previous day to ensure accuracy,

37). Therapy provided education to all nursing
staff on turning and positioning range of motion,
and transfer of resident from bed to chair and
chair to bed beginning on 08/19/2021 and
completed on 09/17/2021. The facility employed
and assigned additional staff through recruitment
and agency contracts o ensure adequate staff to
turn and reposition all residents who cannot
reposition themselves,

38). The Regional Director of Nursing educated
all nursing staff on pressure ulcer prevention,
including turning and repositioning, adequate
hydration and nuirition, positioning devices, how
to complete and document a head-to-toe skin
assessment, and how to notify the registered
dietician, physician, and RP of a new skin
impairment by 09/17/2021. The facility nursing
staff will call er email the Registered Dietitian,
Physician, and Resident Represenilalive of any
new skin changes.
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changes to the Registered Dietician by
09/17/2021.
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39). The DON or designee educated all staff on
timely call light response. In addition, direct care
slaff, including nurses and certified nursing
assislants, were provided educalion on providing
timely hygiene per the resident's plan of care,
timely toileting, dressing residents in their choice
of clean clothing, and timely delivery of meal
trays. The DON or designee will educate any
facility staff not working during education upon
returning to work,

40). On 08/31/2021, The Regional Direclor of
Nursing educated all licensed nursing staff, the
Registered Diefician, the Social Service Direclor,
and the MDS Nurses on enltering new care plans
into the eleclronic medical record, including goals
and interventions. In addition, the Regional
Director of Nursing educated staff to update the
exisling care plan in the electronic medical record
with new goals and interventions for any new skin
impairments identified during their shift.

41). The facility's Respiratory Therapist educated
Licensed nurses on identifying and assessing
residents with a change in respiratory status on
08/12/2021. In addition, on 08/12/2021, the DON
andfor designee educated all licensed nurses on
identifying signs/symptoms of
hyperglycemia/hypoglycemia, the facility's
diabetic protocol, documenting a resident's
change in condition, documentation of blood
sugar in the medical record, notification of the
physician and following physician orders. The
facility licensed nursing staff will not be allowed to
work until they have received this education. The
DON educated all clinical staff on documentation
of glucose levels on 08/19/2021 and 08/20/2021
during mandatory in-services.
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42). Beginning 08/12/2021, the DON educated
licensed nurses on completing a baseline Care
Plan with intervenlions and goals relevant to
diabetes and a respiratory diagnosis within 48
hours of admission, reviewing and providing a
copy to the resident and/or the responsible party.
Licensed nursing staff not working during
educalion was notified of engoing education and
will not be allowed to work until they have
received this education.

43}. Beginning 08/12/2021, the DON educated all
staff on the facility's "call of" procedure, The
call-off procedure for the facility included: in the
event a person needs 1o call out of work for
dayshifl, they are 1o notify their immediate
supervisor two hours before the start of the shift.
If staff needs to call off on the night shift, they are
to nolify their immediale supervisor four hours
before the start of their shift. If the facility does
not have appropriate staffing levels, the
immediate supervisor and/or designee will call
other qualified staff to replace the person calling
off. If emergency staffing is required, the
Administrator and/or designee will call for
assistance from staffing companies. Staff not
working will be in-serviced upon return to work.

44). All staff were provided re-education by the
Administrator and/or designee on 08/12/2021 on
the process of identifying, preventing, and
reporting abuse, as well as identifying and
implementing immediate inlerventions for
wandering residents.

45). All nursing staff were educaled by the
Direclor of Nursing, MDS Coordinator, or
designee on proper weighing techniques,
obtaining, documenting, and reporting weight
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changes to the Registered Dietician by
09/17/2021. On 09/13/2021, the CDM educated
the Dietary Manager on diet order accuracy and
timely nutritional assessment to ensure diet order
accuracy. When staff enters dief orders into the
electronic medical record, the nurse entering the
order will send the written communication lo the
dietary staff. The Dietary Manager will enter the
order into the tray care system. The facility will
review diet orders from the previous day in the
clinical meeting to ensure accuracy,

46). The Regional CDM educated the Dietary
Manager on 09/13/2021 on facility policy
regarding meal service fimes and the use of
recipes including recipes for those requiring
fortified diets to ensure all meals meet the
nufritional needs of residents in accordance with
established national guidelines to reflect religious,
cultural and ethnic needs of the population.

47). As of 09/15/2021, the Regional CDM
completed education with the dietary manager on
obtaining food preferences, the facility's tray card
system, ordering food based on menus, stocking
snack/hydration carts, snacks, and hydrations
procedures, appraopriate scoop sizes, andfor
portion sizes.

48), The Director of Nursing or Regional Director
of Nursing educated nurses and the Dielary
Manager on the process for entering, activating,
and/or implementing the registered dietician's
recommendations for dietary orders on
09/17/2021.

48). All staff were provided re-education by the
DON and/or designee by 09/17/2021 on the
COVID-19 policy/guidelines, handwashing,

{F 655}
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donning/doffing Personal Protective Equipmeant
(PPEY}, yellow and red zones. In addition, the
DON/designee educated, licensed staff on
monitoring residents for Covid-19 symptoms
beginning. 08/12/2021, the DON/designee
educaled all staff, including contract staff, who
were not working. During the QAP meeting on
08/12/2021, the Covid-19 policy, the
handwashing policy, denning and doffing PPE,
red and yellow zones, and monitaring residents
for signs/symploms of the Covid-19 were
reviewed,

50). Staff were provided re-education on
08/20/2021 by the DON, Regional DON, or
Regional Nurse Consultant to enter COVID-19
symptom monitoring orders on all new
admissions into the resident's record.

51). All licensed nursing staff have been
educated on the five (5) rights of medication
administration, including right medication, right
patient, right dose, right time, and right route, The
Regional DON/DON/designee educated all
licensed nursing staff working on 09/23/2021 on
the process to follow when a medication was not
available for administration as ordered. The
education included calling the pharmacy to obtain
the medication, ablaining the anticipated
medication delivery time, notify the MD if an
ordered medication will either be omitted or given
outside of the ordered medication time. The
education also included following new orders
given by the MD, documenting the conversalion,
and new orders from the MD in the elecironic
medical record. All other licensed nursing staff
will be provided training as scheduled for shifts.

52). On 09/25/2021, the DON /Regional Nurse
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Consultant educated all licensed nursing staff,
including new hires andfor agency staff, on the
use of the emergency medication ki, the system
in place for ensuring medications are in-house, or
nolifying the physician for new orders for new or
re-admitting residents, including on weekend and
after-hours,

53). The Interim Adminisirator educated all staff
on his contact information and role as the Abuse
Coordinator from 09/13/2021 through 09/17/2021.
In addition, education on staffing schedules and
who to notify if unable to work their scheduled
shift.

54). The facility will audit weekly resident
head-to-toe skin assessments daily, Monday
through Friday, for three (3) monlhs effective
09/17/2021 to ensure they have been completed
weekly on each resident. In addition, the facility
will notify the physician, Registered Dietician, and
Responsible Party of any new skin impairment
and those new interventions have been put in
place o prevenl decline,

55). Central supply audited all lab supplies for the
expiration date on 08/28/2021. Audits will be
conducted weekly for all lab supplies for four (4)
weeks effective 09/17/2021 and then monthly for
three (3) months.

56). The Director of Nursing, Assistant Director of
Nursing (ADON}, or Nursing Supervisor will audit
resident progress notes for daily four (4) weeks
eflective 09/13/2021, then weekly for one (1)
month. Staff will review Progress noles for
Saturday and Sunday on Monday. The Nursing
Supervisor conducted audits to ensure any new
areas of skin impairment identified had a care
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plan implemented o include new interventions.

57). Beginning on 09/11/2021, the facility's
leadership slaff and/or designee began visual
rounding of residents assessing hygiene, toileting,
incontinence, and resident repositioning. All
residents will be visually rounding on once each
shift daily for two (2) weeks, fifty percent of the
residents each shift for four (4) weeks, and
twenty-five percent of residents each shift for four
(4) weeks. The facility has two (2) shifts, 6:00 AM
to 6:00 PM and 6:00 PM {o 6:00 AM.

58). On 09/11/2021, the facility's leadership staff
began visual monitoring and timing of call light
response times, including the length of time call
lights are answered, across all shifts. Leadership
staff will conduct ten (10) call light observations
each shift for two (2) weeks and then five (5) call
light observations each shift for eight (8) weeks.

59). On 08/13/2021, the DON and/or Designee
began monitoring respiratory assessments and
Situation Background Assessment and
Recommendation {SBAR) communications for
acute change in respiratory status Monday
through Friday in the clinical moming meeting.
The facility reviewed any acute change in
respiratory stalus for Physician notification and
implementation of any physician order. Care
Plans were reviewed and updaled as needed.
Audits will be daily for one (1) week, then five 9
times a week for four (4) weeks.

80). The MDS Nurse, DON, and/or Designee
began audits on 09/15/2021 of baseline care plan
completion for all new admissions and
re-admissions lo ensure staff completed the
baseline Care Plan within 48 hours of admission.

FORM CM5-2567(02-99) Previous Varsions Obsofate Event ID ELK412 Facility 1D 100599 If continuation sheet Page 238 of 1150




PRINTED: 01/31/2023
DEPARTMENT OF HEALTH AND HUMAN SERVICES

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUFPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER COMPLETED
A, BUILDING
R
185256 8. WING 09/30/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
PARKVIEW POST-ACUTE AND REHABILITATION CENTER 200 NURSING HOME LANE
: PIKEVILLE, KY 41501
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES [[»] PROVIDER'S PLAN OF CORRECTION (X5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETICH
TAG REGULATORY OR LSC IDENTIFYING INFORMATICON) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

{F 855} | Conlinued From page 238 {F 655}

81). All residents admitted within the last thirty
days with a diagnosis of Diabetes, Chronic
Obstructive Pulmonary Disease (COPD},
Asthma, or current Pneumania had their baseline
Care Plan reviewed and updated as needed by
the MDS Nurse(s) and/or designee. New
interventions will be added to the care plan in the
morning meeling by the DON, ADON, and/or
nursing designee.

62), Beginning on 08/19/2021, the MDS Nurse,
DON, andfor Designee will monitor new
admissions and re-admissions to audit baseline
care plans for completion, accuracy, and review
with the resident and/or responsible party. Any
variance or identified concern was addressed
immediately. Audits will be conducted Monday
through Friday for all admissions/re-admissions
lo the facility for four (4) weeks, fifty percent of
admissions for a week for two (2) weeks, and
then ten percent of admissions weekly for four (4)
weeks.

63}. On 09/11/2021, the Dietary Manager and/or
designee began auditing how long it took to pass
meal trays to residents after arriving at the unit.
All three (3} meals will be observed on all three
(3) units daily for two (2) weeks, two (2) meals on
all three (3) units daily for two (2} weeks, and one
(1) meal on all three (3) units daily for four (4)
weeks.

64). On 08/15/2021, the DON and/or Designee
began audits of staff’s knowledge with a verbal
quiz of identification and assessment of residents
with a change in respiratory status, identifying
signs/symptoms of hyperglycemia/hypoglycemia,
the facility's diabetic protocol, documenting a
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change in a resident's condition, notification of the
physician and following physician's orders.
Leadership will quiz staff randomly across all
shifts; ten (10) staff for one (1) week and five {5)
staff a week for four (4) weeks.

65). On 08/13/2021, the DON and/or Designee
began monitoring all documented blood sugar
results Monday through Friday in the dlinical
marning meeting. The DON/designee will review
any blood sugar results outside of the normal
range for MD notification and implementation of
any Physician's Orders. Care plans will be
reviewed and updated as needed. The DON or
designee will complete a visual rounding on
diabetic residents across both shifts and all three
(3} units to identify any resident with apparent
signs and symptoms of
hypoglycemia/hyperglycemia to ensure the
residenl was immedialely assessed by licensed
stafl. Any variance or identified concerns will be
addressed immediately. Audits will be daily for
one (1) week, then five (5) times a week for four
(4) weeks,

66). On 08/13/2021, the Administrator and/or
designee implemented an employee
questionnaire on abuse and identification of
residents with wandering behavior to determine
the proper reporting of abuse across all shifts and
units. The employee questionnaire will be
completed for five (5) staff daily for one (1) week,
then three (3) times a week for two (2) weeks,
and then weekly for four (4) weeks. Any variance
or identified concerns will be addressed
immediately.

67). Beginning on 08/13/2021, the Director of
Nursing and/or designee will review each

FORM CMS-2567(02-99) P LAY

Db=ol

Event 1D ELK412

Facility ID: 100599

If continuation sheet Page 240 of 1150




PRINTED: 01/31/2023

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIERICLIA {%2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
R
185256 B, WING 09/30/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE

200 NURSING HOME LANE
PIKEVILLE, KY 41501

PARKVIEW POST-ACUTE AND REHABILITATION CENTER

(X410 SUMMARY STATEMENT OF DEFICIENCIES o) PROVIDER'S PLAN OF CORRECTION x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{F 655} | Continued From page 240 {F 655}

resident’s wandering risk assessment upon
admission and quarterly with their Minimum Data
Set (MDS) assessment, Any resident identified as
wandering will be discussed in the clinical
morning meeting to review and initiate new
interventions. Any variance or identified concerns
will be addressed immediately. New interventions
will be care planned in the morning meeting by
the Director of Nursing, Assistant Director of
Nursing, or nursing designee.

68). Beginning on 08/13/2021, the Social
Services Director or designee will perform
random interviews of residenls with a BIMS score
of eight (8) or greater to ensure they feel safe in
the facility and have not been subject to or
witnessed abuse. The DON or designee will
review random weekly skin assessments for
residents with a BIMS score of less than eight {8)
to ensure no injuries of unknown origin beginning
08/13/2021. Any variance or identified concems
will be addressed immediately.

69). On 08/25/2021, the Registered Dietician

conducted audits of resident diet orders from the
electronic medical record against orders entered
in the diet/tray card software to ensure accuracy.

70}. Beginning on 08/23/2021, the Dielary
Manager will ensure and audit meals leaving the
kitchen and reaching the units timely. Audits will
be conducted for random meals twice daily for
one (1) week, twice per week for two (2) weeks,
and then weekly for one (1) month. Once meal
trays arrive at the unit, management staff will
assist in passing trays to ensure residents receive
meal trays, and certified nursing assistants assist
residents promptly. The Dietary Manager or
designee will audit the time it takes to pass meal
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trays to residents after they arrive on the unit
beginning 09/11/2021. All three (3) meals will be
observed on each unit daily for two (2) weeks,
two (2) meals on each unit daily for two (2)
weeks, one (1) meal on each unit daily for four 4)
weeks.

71). The dietary manager or designee will review
admitted/re-admitted residents' food and
beverage preferences within 72 hours of
admission and enter them into the diet/tray card
systemn for listing on their tray cards beginning
09/16/2021. Review of food preferences will be
compleled bi-annually and as needed for all
residents. Physician-ordered snack intakes will
be audited by the Dietary Manager daily for one
(1) week, weekly for four (4) weeks, and monthly
after that for four (4) months beginning
09/15/2021,

72). Daily COVID-19 screenings for staff will be
audited beginning on 08/25/2021 by the Human
Resources (HR) Director agains! time clock
punches to ensure screening before beginning
their shift. Audits will be completed Monday
through Friday for four (4) weeks by the HR
Director, and weekends audited on Mondays. Any
staff not screened will be re-educated
immediately on the COVID-19 Screening Policy
by the HR Director. The HR Director was
educated on the COVID-19 policy by the Regional
Nurse, an infection control preventionist, All entry
doors will remain locked. Visitors must be allowed
entry by staff and screened by staff at the time of
entry,

73). Beginning on 09/17/2021, the DON and/or
designee will round seven (7) times each week
for eight (8) weeks, five (5) times weekly for four
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(4) weeks lto audit infection control caompliance on
differing shifts and units. Audits will include
observation of handwashing; isolation signage
and zones; donning/doffing {putting on/taking off)
PPE; and mask compliance. Any variance or
identified concerns will be addressed immediately
by the auditor.

74). The DON, ADON, and/or Designee will
review all residents on narcotics with the
pharmacy to ensure an active script is on file
beginning 09/23/2021. Staff wil notify the
physician within two {2} days of the prescription's
expiration.

73). The Regional Nurse Consullant, Pharmacy,
andfar Director of Nursing will conduct random
medication pass observations effective
09/25/2021 on random shifts daily until immediate
jeopardy removed to ensure timeliness and
accuracy of medications. The facility utilized the
CMS Critical Element Pathway for Medication
Administration to conduct the medication pass
observation of twenty-five medications.

76). Beginning 09/25/2021 Monday through
Friday, the DON, ADON, and/or Designee will
audit medication delivery tickets against ordered
medications daily to ensure that all narcotics
needing a renewal have been sent to the
pharmacy. Audits will continue until the
Immediate Jeopardy is removed.

77). Beginning 09/11/2021, the Administrator
and/or DON will be responsible for monitoring
nursing staff daily for four (4) weeks to ensure
adequate staffing is maintained.

78). Beginning 09/11/2021, the Administralor and
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Dietary Manager will be responsible for reviewing
dietary staffing daily for four (4) weeks to maintain
adequate staffing.

79). Beginning 09/11/2021, the Divisional Vice
President of Operations and/or designee will
monitor and audit the Administrator daily for 30
days to ensure compliance.

80). visual rounding will be conducted beginning
08/23/2021 to monitor for residents' change of
condition and identification of nead for "Stop and
Watch” (change of condition) communication.

81). Beginning 09/11/2021, the Administrator or
designee performed interviews of residenls with a
BIMS score of eight (8) or greater lo ensure they
felt safe in the facility and had not been subjected
to or witnessed abuse. No residents had any
concerns. Interviews will continue to be
conducted of residents by the Adminisirater or
designees weekly until inmediate jeopardy is
removed.

**The State Survey agency validated the facility's
actions to remove the Immediate Jeopardy on
09/26/2021 as alleged by :

1). Review of Head-1o-Toe Skin Assessments
revealed staff assessed all residents in the facility
on 09/11/202%. A review of the skin assessmenis
revealed eight (8) residents (Residents #65,
#324, #45, #14, #357, #27, #74, and #358) had
current pressure ulcers with a total number of
pressure injuries of twenty (20). A review of the
comprehensive care plans for Residents #65,
#324, #45, #14, #357, #27, #74, and #358
revealed staff updated the care plans to reflect
the: resident's current pressure injuries. The
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facility completed the review on 09/17/2021.

A review of the facility’s census on 08/28/2021
revealed staff assessed all residents at risk for
pressure ulcers with the Braden Scale. Interview
with the Regional DON on 08/30/2021 at 4:17 PM
revealed she compleled head-to-toe skin
assessment on all residents on 09/11/2021. She
further revealed that the facility identified twenty
(20) total pressure injuries. She further stated that
the facility completed the Braden Scale
assessments on all residents on 08/28/2021,
Continued inlerviews revealed the
Interdisciplinary Team utilized the skin
assessments and Braden Scale assessments lo
update the residents’ care plans. She slated that
Resident #65, #324, #45, #14, #357, #27, #74
and #358's care plans were updated to reflect
current pressure injuries by 09/17/2021. Interview
with MDS Nurse #1 on 08/30/2021 at 1:39 PM
revealed she updated all residents' care plans to
reflect current pressure injuries by 09/17/2021. In
addition, she completed a review of walking
rounds on 09/15/2021 with Therapy Personnel,
the Registerad Dietician, the Medical Director, the
DON, and the MDS Nurse for Residents #65,
#324, #45, #14, #357, #27, #74 and #358. A
review revealed the Inlerdisciplinary Team
reviewed

each resident’s orders, current skin breakdown,
care plan, and implemented changes as needed.

2). Review of Resident #65's medical record
revealed the Medical Director assessed the
resident on 08/25/2021 at 1:45 PM and noted a
Stage four {4) pressure ulcer on the sacrum; a
deep tissue injury (DT) to the left and right heels:
and a skin tear to the left inner leg. Review of
Resident #65's wound care note daled
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08/26/2021 at 9:00 AM, revealed the sacrum
wound measured, "13 cm (cenlimeter) (lenglth) by
12.3 cm width and 0.2 cm depth with undermining
at 10 o'clock measuring 2 cm and undermining at
12 o'clock that measures 1 cm, muscle exposed.
No palpable bone, slough is present, partially
removed with wound cleanser." The facility
continued to treat the resident's sacral pressure
ulcer with Aquacel Ag. A review of a wound
evaluation completed on 09/15/2021 revealed
Resident #65 had six (6} pressure ulcers,
including a stage two (2) 1o the left superior calf
measuring 1.2 em (length) by 1.4 cm (width) by
0.1 cm (depth), stage one (1) to the right hip
measuring 2.5 cm by 2 cm by less than 0.1 cm,
stage two (2) to left hip measuring 1.2 cm by 0.8
cm x less than 0.1 cm, stage two (2) to left
scapula measuring 1 cm by 0.2 cm by less than
0.1 cm, unstageable to right heel measuring 0.6
cm by 0.6 cm. and four {4) areas to the sacrum
measuring 12 cm by 11.6 cm by 0.4 cm.
Interventions in place for the resident included
heel proteciors while in bed, diet as ordered,
weekly documentation of the wound, an air
mattress to bed, nutritional supplements, and
turning/repositioning. Observation of wound care
for the sacral pressure ulcer on 09/29/2021 at
10:21 AM revealed the wound measured 13 em
by 11 cm by 0.3 cm with a scant amount of
drainage and 95 percent granulation tissue.
Resident #65 declined would not consent to the
observation of other pressure areas. A medical
record review revealed that on 09/21/2021 at 2:19
PM, Physician #1 determined the resident's
weight loss and wounds were unavoidable. On
09/28/2021, Resident #65's family declined
in-house wound care visits. Further review of the
record revealed on 09/29/2021, staff notified the
physician of the decline in the resident's wound
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with no new orders. The resident was diagnosed
with Failure to Thrive,

3). The facility admilted Resident #355 on
091072021, completed a skin assessment on
09/10/2021, completed a Braden Scale on
09/10/2021, and completed a baseline care plan
on 09/10/2021. Resident #355 was discharged on
09/25/2021 and re-admitted to the facility on
09/28/2021. Further review of the medical record
revealed staff developed the comprehensive care
plan on 09/21/2021. A review of Resident #355's
re-admission revealed the resident had an
admission skin assessment completed on
09/28/2021, Braden Scale on 09/28/2021, and a
baseline care plan developed on 09/28/2021.

4). Observation of Resident #45 on 09/28/2021 at
1:48 PM, Resident #65 on 09/28/2021 at 1:40
PM, Resident #308 on 09/29/2021 at 11:10 AM,
Resident #309 on 09/29/2021 at 11:26 AM,
Resident #311 on 09/29/2021 at 11:52 AM,
Resident #314 on 09/29/2021 at 11:30 AM and
Resident #320 on 09/29/2021 at 11:13 AM
revealed the residents appeared clean,
well-kempt, and clean linens were on the
residents’ beds. Interviews with the residents
during the time of the observations revealed no
identified concerns. A review of Progress Notes
for Residents #45, #65, #308, #309, #311, #314,
and #320) revealed the Interim Social Service
Director interviewed the residents on 09/15/2021
and had no concerns with resident hygiene.
Inferview with the ISSD on 09/30/2021 at 2:23 PM
revealed she interviewed Residents #45, #65,
#308, #309, #311, #314, and #320 on 09/15/2021
wilh no identified concerns regarding hygiene.

5). Observation of residents during the initial tour
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on 09/28/2021 from 1:33 PM to 2:32 PM revealed
no identified concerns. Interviews and record
reviews revealed Residents #45, #65, #308,
#309, #311, #314, and #320 each had their
shower preference and hygiene preference
obtained and included on their care plan. A
review of the resident’s medical record, including
the comprehensive care plan and SRNA care
plan, revealed staff updated each resident's plan
to reflect the resident’s preference. Interview with
the Vice President of Operations on 09/30/2021
at 4:10 PM revealed she assisted with obtaining
resident preferences. She stated each resident
was interviewed for shower and hygiene
preference, and the facility updated each
resident's care plan. A review of resident
interviews revealed their shower/hygiene
preference was obtained. A review of the facility's
shower schedule revealed that the resident
showerfhygiene preferences were honored.

B). Interview with the Dietician on 09/30/2021 at
3:53 PM revealed she began reviewing all
resident diels on 08/28/2021. She further stated
that she implemented new and/or additional
recommendations for residents lo address weight
loss andfor wound healing. A review of the
documentation revealed the Registered Dietician
reviewed all residents’ diets, and the Regional
DON reviewed all diets and recommendations.
Interview with the RDO on 09/30/2021 at 4:17 PM
revealed she completed the review of all diets
and recommendations.

7). A review of facility assessments completed by
08/13/2021 revealed thirty-nine (39) residents
with a diagnosis of Diabetes were assessed for
signs and symptoms of hypoglycemia/
hyperglycemia and the need for immediate
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intervention. Interview with the Regional DON on
09/30/2021 at 4:17 PM revealed she assessed
the residents and did not identify immediate
concerns. Observations of Resident #348 on
09/28/2021 at 1:36 PM, Resident #320 on
09/29/2021 at 11:13 AM, and Resident #311 on
09/29/2021 al 11:52 AM revealed no visible
signs/symptoms of hypaglycemia/hyperglycemia.

A review of facility assessments completed on
08/12/2021 revealed fifty (50) residents with a
diagnosis of Chronic Obstructive Pulmonary
Disorder (COPD), Asthma and Pneumonia were
assessed by Respiratory Therapist #1. Interview
with Respiratory Therapist (RT) #1 on 09/30/2021
at 12:45 PM revealed she assessed all residents
with diagnoses of Chranic Obstructive Pulmonary
Disorder (COPD), Asthma, and pneumonia
08/12/2021 with no identified concerns.
Observation of Resident #45 on 09/28/2021 at
1:48 PM, Resident #65 on 09/28/2021 at 1:40
PM, and Resident #43 on 09/28/2021 at 2:03 PM.
revealed no respiratory distress.

8). Interview with the Regional Nurse Consultant
on 09/30/2021 at 3:40 PM revealed she reviewed
all residents with a diagnasis of Diabetas and the
resident's orders for glucose monitoring. She
stated the facility amended all resident orders to
include mandatory entry of glucose values on the
MAR. Review of Resident #3, #41, and #357's
orders revealed each order required staff to enter
the glucose value on the resident's MAR. Further
review revealed no concerns with residents
having glucose levels less than 60 and/or greater
than 400.

9). A review of audits compleled on 09/11/2021
revealed meals were delivered timely. Interview

FORM CMS-2567(02-99) Previous Versions Obsolata Event |D ELK412 Facility ID- 100599 If continuation sheet Page 249 of 1150




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 01/31/2023
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (%1} PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION 1X3) DATE SLIRVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A. BUILDING COMPLETED
R
185256 B. WING 09/30/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY. STATE, ZIP CODE
PARKVIEW POST-ACUTE AND REHABILITATION CENTER 200 NURSING HOME LANE
" PIKEVILLE, KY 41501
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES o] PROVIDER'S PLAN OF CORRECTION X5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETIEN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE paTE
DEFICIENCY)
{F 655} | Conlinued From page 249 {F 655}

with the Regional Certified Dietary Manager
(RCDM) on 09/28/2021 at 2:26 PM, and
09/30/2021 at 1:52 PM revealed lunch was
observed on 09/11/2021 and arrived at the unit
within five (5} to ten (10) minutes of the
scheduled times.

10). A review of the facility's staffing for
09/28/2021 from 6:00 AM to 6:00 PM revealed
two (2) licensed nurses and thrae (3) nursing
assistants were scheduled for each floor of the
facility. A review of the facility's staffing revealed
one (1) licensed nurse and wo (2) certified
nursing assistants for each floor from 6:00 PM 1o
6:00 AM,

A review of the staffing for 09/29/2021 and
09/30/2021 revealed two (2) licensed nurses, and
three (3) certified nursing assistants on each floor
from 6:00 AM to 6:00 PM. Further review of
staffing revealed one (1) licensed nurse and two
(2) certified nursing assistants for each floor from
6:00 PM to 6:00 AM,

Observation of facility staffing on 09/28/2021 from
1:20 PM to 5:30 PM; on 09/28/2021 from B:11 AM
to approximately 6:00 PM and 09/30/2021 from
7:55 AM to 5:17 PM, revealed call lights were
being answered timely, residents appeared
clean/well-groomed, staff was offering and
assisting residents with baths/showers,
tuming/repositioning was being conducted timely,
and meal trays were passed timely.

Interviews with RN #1 on 09/29/2021 at 11:55
AM and on 09/30/2021 at 12:58 PM; RN
#4/Wound Care Nurse on 09/30/2021 at 2:54 PM:
PN (Licensed Practical Nurse) #6 on 09/30/2021
at 12:44 PM; LPN #7 on 09/25/2021 at 3:00 PM
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and 09/30/2021 at 1:54 PM; LPN #10 on
09/30/2021 at 12:50 PM, LPN #11 on 09/30/2021
at 10:31 AM; State Registered Nurse Aide
{SRNA/cerlified nurse aide) #1 on 09/29/2021 at
3:40 PM; SRNA#11 on 09/29/2021 at 3:23 PM:
SRNA#7 on 09/268/2021 at 3:20 PM: SRNA #19
on 09/29/2021 at 4:10 PM; SRNA #21 on
09/29/2021 at 3:04 PM; SRNA #22 on 09/29/2021
at 3:17 PM and SRNA #23 on 09/29/2021 al 4:10
PM, revealed staffing had improved, and each
stafl member revealed they had time to perform
duties as assigned.

11). Review of the staffing schedule for
09/28/2021, 09/29/2021, and 09/30/2021
revealed each day consisled of one (1) day cook,
one (1) evening cook, one (1) prep cook, two (2)
day aides, and two (2) evening aides.
Chservation of the kitchen on 09/28/2021 at 2:26
PM reflecled the staffing was accurale per the
schedule. Interview with Cook #3 on 09/29/2021
at 1:12 PM, and Dietary Aide #3 on 09/30/2021 at
2:10 PM revealed kitchen staffing had improved,
and they were able {o complete their duties during
their shift.

12). A review of assessments for being
withdrawn, crying, or other abuse symptoms was
conducted for Residents #64, #86, and #322 on
08/11/2021, No concerns were identified. A
review of skin assessments completed revealed
no idenfified concems. Observation and
interviews conducted on 09/28/2021, 09/29/2021,
and 09/30/2021 revealed no identified concerns
with psychosocial and/or physical abuse,
including observations of Residents #54, #86,
and #322. Interview with Resident #322 on
09/28/2021 at 11:54 AM revealed no concerns
with abuse. Interview with MDS Nurse #1 on

{F 655)
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02/30/2021 at 1:39 PM revealed all residents with
a diagnosis of Dementia had their care plans
reviewed and revised as necessary. Interview
with the RDON on 09/30/2021 at 4:17 PM
revealed she completed skin assessments an
08/11/2021, for all residents, with the assistance
of licensed nursing staff, No concems were
identified. A review of audits completed by the
Social Service Direclor (SSD) for residenls with a
BIMS scare of eight (8) or above revealed no
identified concerns.

13). A review of assessments for residents that
wander, revealed all residents had received a
wandering risk assessment by 08/16/2021.
Review of the elopement/wandering binder at
each nursing station on 09/29/2021 revealed a
binder on each floor that contained information
including a description, a photo and polential
interventions for each resident identified at risk.

14). Review of Resident #39, #65, #81, #90, #330
and #332's medical record revealed all of the
residents had been weighed by 09/17/2021.
Interview with the Registered Dietician on
09/30/2021 at 3:53 PM revealed she compleled a
comprehensive nutritional assessment on
Residents #39, #65, #81, #90, #330 and #332.
Review of the medical record revealed the RD
completed a comprehensive nutritional
assessment on 09/16/2021 for Resident #39,
09/16/2021 for Resident #65, 08/16/2021 for
Resident #81, 09/16/2021 for Resident #90 and
09/16/2021 for Resident #330 with no dietary
recommendations made. Resident #332 was
discharged. Interview wilh the Registered
Dietician on 09/30/2021 at 3:53 PM, the Regional
Nurse Consultant on 09/30/2021 at 3:40 PM, the
Regional DON on 09/30/2021 at 4:17 PM and
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DON #2 on 09/30/2021 at 3:20 PM revealed each
resident had received a comprehensive nutritional
assessment and review of the recommendations
by nursing staff. Further interview with the RD
and Regional DON revealed both the record and
tray card were reviewed to reflect accurate
information.

15). Observation of the third floor on 09/28/2021
at 2:22 PM, the fourth floor on 09/28/2021 at 2:00
PM and the fifth floor on 09/28/2021 at 2:06 PM
revealed snacks including but not limited to
oatmeal pies, goldfish crackers, cookies and
drinks were present, including soda, milk, and
juice. Observations on 09/29/2021 at 10:30 AM
revealed snacks were being passed on third floor.,
Review of Resident #331, Resident #65 and
Resident #14's record revealed documented
intake of snacks. Interview with SRNA #19 on
09/29/2021 at 4.10 PM revealed she was
educated on documentation of snacks,

16). Observation of the facility's red zone and
yellow zone on 09/28/2021 at 2:12 PM revealed
no identified concerns. The zones contained no
residents.

17). Review of Residents #327, #328 and #329
revealed the residents were isolaled per CDC
guidance. Observation of Resident #328 on
09/29/2021 at 11:41 AM and Resident #329 on
8/30/2021 at 10:36 AM revealed no obvious signs
or symptoms of COVID-19. Resident #327 had
been discharged from the facility.

18). Review of facility staff testing revealed all
staff working on 09/16/2021 were tesled for
COVID-19 with no identified new cases. Further
review of resident testing for COVID-12 on
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0971772021, revealed no new cases.

19). Interview with MDS Nurse #1 on 09/30/2021
at 1:39 PM, MDS Nurse #2 on 05/30/2021 at 1:31
PM, Maintenance Assistant #1 on 09/30/2021 at
2:56 PM, Therapy Manager on 08/30/2021 at
1:18 PM, Housekeeping Supervisor on
09/30/2021 at 1:24 PM, Human Resource
Director (HR) on 09/30/2021 at 10:48 AM, Senior
Marketing Liaison on 09/30/2021 at 10:55 AM.
Medical Records on (09/29/2021 at 8:34 AM,
Ceniral Supply on (9/29/2021 at 2:40 PM, RN #1
on 09/29/2021 at 11:55 AM and 09/30/2021 at
12:58 PM, RN #4/Wound Care Nurse gn
09/30/2021 at 2:54 PM, LPN #6 on 09/30/2021 at
12:44 PM, LPN #7 on 09/29/2021 at 3:00 PM and
09/30/2021 al 1:54 PM, LPN #10 on 09/30/2021
al 12:50 PM, LPN #11 on 09/30/2021 at 10:31
AM, SRNA#1 on 09/29/2021 at 3:40 PM, SRNA
#11 on 09/29/2021 at 3:23 PM SRNA #7 an
09/29/2021 at 3:29 PM, SRNA #19 on 09/29/2021
at4:10 PM, SRNA #21 on 09/29/2021 at 3:04 PM
SRNA #22 on 09/29/2021 at 3:17 PM and SRNA
#23 on 08/29/2021 at 4:10 PM, Cook #3 on
09/29/2021 at 1:12 PM, Dietary Aide #3 on
09/30/2021 at 2:10 PM, Former Activities
Director/Dietary Manager #3 on 08/30/2021 at
1:30 PM revealed the facility is testing staff two
{2) times weekly. Interview with Interim Infection
Control Nurse on 09/30/2021 at 3:10 PM revealed
she was conducting testing two (2) times weekly
following CDC guidance. Review of facility staff
lested revealed lested is being conducted two (2)
times weekly.

]

20). Review of Resident #3290, #328, #311, #65
and #90's medical record revealed that each
resident had COVID-19 monitoring orders
implemented. In addition, review of each
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resident's MAR revealed staff was completing the
monitoring as ordered by the physician.

21). Interview with the Medical Director on
09/30/2021 at 3:25 PM revealed Resident #9,
Resident #321, Residenl #324, Resident #326
and Resident #351's medications were reviewed
for usage and appropriale administration times by
the physician on 09/23/2021.

22). Observation of a medication pass on
05/29/2021 at 4:35 PM on 3rd floor and
09/30/2021 at 8:09 AM on 3rd floor revealed no
identified concerns with missing medications. In
addition, observation of a narcotic count on 5th
floor on 09/30/2021 al 12:50 PM revealed no
identified concerns. Interview with RN #1 on
09/29/2021 at 11:55 AM and 09/30/2021 at 12:58
PM, N #4/Wound Care Nurse on 09/30/2021 at
2:54 PM, LPN #6 on 09/30/2021 at 12:44 PM,
LPN #7 on 09/29/2021 at 3;:00 PM and
09/30/2021 at 1:54 PM, LPN #10 on 09/30/2021
at 12:50 PM and LPN #11 on 09/30/2021 at 10:31
AM revealed no concerns with unavailable
medications.

23. Interview with the Vice President of
Operations on 09/30/2021 at 4:10 PM and
Co-Owner/President of Pharmacy on 09/30/2021
at 3:11 PM revealed both parties made a formal
agreement that the pharmacy will supply the
facility with a three-day supply for medication
requiring cost review. Review of the facility's
pharmacy agreement revealed for any medication
requiring a cost review the pharmacy would send
the facility a minimum of a three-day supply of the
medicalion while being reviewed. The facility
would communicale any changes or conlinuance
guidance to the pharmacy within 72 hours. The
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Director of Operations of Guardian Pharmacy and
the Vice President of Operations of the facility
signed the agreement.

24). Interview with RN #1 on 09/29/2021 at 11:55
AM and 09/30/2021 at 12:58 PM, RN #4 on
09/30/2021 at 2:54 PM, LPN #6 on 09/30/2021 at
12:44 PM, LPN #7 on 08/29/2021 at 3:00 PM and
09/30/2021 at 1:54 PM, LPN #10 on 09/30/2021
at 12:50 PM, LPN #11 on 09/30/2021 at 10:31 AM
revealed they had received education and was
aware of the process for oblaining madications
from the pharmacy. In addition, they revealed
they were aware that the nurse would notify the
physician if the pharmacy could not deliver a
medication to the facility.

25}). Interview with the Regional Nurse Consultant
on 09/30/2021 at 3:40 PM, and Regional DON on
09/30/2021 at 4:17 PM revealed an audit was
completed of all residents' ordered medications
and verified all medications were available in the
facility by 09/25/2021. Observation of medication
pass on 09/29/2021 at 4:35 PM on the third floor
and 09/30/2021 at 8:09 AM revealed no identified
concerns with missing medications,

26). Review of a QAPI signature sheet revealed
the facility conducted a meeting on 08/12/2021
with the Regional DON, Regional Nurse
Consultant, Human Resources, SSD #2, Medical
Records, the Housekeeping Superviscr, Central
Supply, MDS Nurse #1, MDS Nurse #2, the
Therapy Manager, the Admissions Coordinator,
the Administrator, the Activities Director, the
Dietary Manager, and other members of the
administration team.

27). Interview with the Vice President of
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Operations on 09/30/2021 at 4:10 PM and
Interview with the Interim Administrator on
09/30/2021 at 5:05 PM revealed the facility
appointed the current Interim Administrator on
09/13/2021. Further interview with the VP of
Operations revealed she had provided the Interim
Administrator with daily oversight since
09/10/2021.

28}. Interview with the Interim Administrator on
09/30/2021 at 3:40 PM, the Medical Director on
09/30/2021 at 3:25 PM and members of the QAPI
commitiee, including the Regional Nurse
Consultant on 09/30/2021 at 3:40 PM, revealed
procedures for contacting staff for call-ins,
answering call lights, ADL Care, serving and
delivering meal trays timely, inconfinence care
and turning/repositioning were reviewed on
09/15/2021.

29). Interview with the Vice President of
Operations on 09/30/2021 at 4:10 PM, Regional
Nurse Consullant on 09/30/2021 at 3:40 PM, and
the Med-Net Concepts Nurse Consultant on
05/28/2021 at 3:00 PM revealed the facility
conducted a conference call to review the
following: (1) the outcomes of the survey, (2)
expectations and roles of the Governing Body as
outlined in the Rules and Regulations, (3)
determined a plan for the following
communication/monitoring tools: Infection Control
and COVID-18 isolation, enough staff at the
facility to monitor/assess residents, turn and
reposition residents, provide incontinent care,
prepare and distribute meals, and assist
residents with eating, caring for pressure wounds,
effeclive Pharmacy Services, dealing with abuse
and neglect effectively, sufficient staff, providing
appropriate ADLS, and providing a functioning
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QAP committee.

30). Interview with the Interim Administrator on
09/30/2021 at 3:40 PM, and Regional Nurse
Consultant on 09/30/2021 at 3:40 PM revealed
reviewed and revised the QAPI Plan and
presented the reviews and/or revision to the QAPI
Committee during the 09/16/2021 meeting. The
facility developed a standardized plan to ensure
all topics were reviewed as needed at the QAP|
meelings. The plan included pressure ulcers,
Foley catheters, enleral feeding fubes,
contractures, physical restraints, medication
usage, risk management, infection conirol, the
hospital re-admission rate, rehabilitation
management, social services, concerns of
grievance, activities, resident council, and family
council concems and/ or grievances, admissions,
discharges, census, staff development, openings
by department/position, employee orientations,
dietary variance tray audit report, weight losses,
work injuries, terminations, employees on family
medical leave of absence or leave of absence,
new hires, medical record compliance review,
pharmacy reports, restorative nursing, business
office, and admission actions. The QAPI
Committee and Medical Director approved the
standardized agenda on 09/16/2021 to include
but not be limited to the topics presented during
the meeting. Interview with MDS Nurse #1 on
09/30/2021 at 1:39 PM, MDS Nurse #2 on
09/30/2021 at 1:31 PM, Regional Certified Dietary
Manager on 09/28/2021 at 2:26 PM and
09/30/2021 at 1:52 PM, Former Aclivities
Director/Dietary Manager #3 on 09/30/2021 al
1:30 PM, Medical Records on 09/28/2021 al 8:34
AM, Human Resource Director (HR) on
09/30/2021 at 10:48 AM, Therapy Manager on
09/30/2021 a1 1:18 PM, Housekeeping
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Supervisor on 09/30/2021 at 1:24 PM,
Respiratory Therapist (RT) #1 on 09/30/2021 at
12:45 PM and Central Supply on 09/29/2021 at
2:40 PM, revealed the information was presented
at the QAPI meeting held on 09/16/2021.

31). Iinterview with the Vice President of
Operations on 09/30/2021 at 4:10 PM, the Interim
Administrator on 09/30/2021 at 3:.40 PM, DON #2
on 09/30/2021 at 3:20 PM, and the Medical
Director on 09/30/2021 at 3:25 PM revealed a
meeting was conducted on 08/16/2021 regarding
the duties of the Governing Body including setting
policy and procedures to be implemented in the
facility and communicating information to other
members of the Governing Body. During the
meeting, the QAPI processes, the need to
participate regularly in the QAPI process, the
need to identify root causes of system problems,
utilization of the "5 why” approach and auditing
systems per the QAPI Calendar were reviewed.

32). Interview with the Interim Administrator on
09/30/2021 at 3:40 PM revealed he collected all
monitoring reports before each QAPI meeting
and reviewed the data for compliance. A review of
QAP attendance sheets revealed the facility
conducted meetings on 09/16/2021, 09/23/2021,
and 09/30/2021. Interview with the Vice President
of Operalions on 09/30/2021 at 4:10 PM and
Regional Nurse Consultant on 09/30/2021 at 3:40
PM revealed they were members of the
governing body, and QAPI meelings had been
forwarded to them.

33). Interview with the Vice President of
Operations on 09/30/2021 at 4:10 PM and the
Regional Nurse Consultant on (9/30/2021 at 3:40
PM revealed the governing bady provided the
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Administrator with resources and education
malerial for QAPI. Further interviews revealed the
gaveming body would meet quarterly for the
upcoming year. Interview with the Interim
Administrator on 09/30/2021 at 3:40 PM revealad
he had been provided with resources and
education regarding QAPI.

34). Interview with the Interim Administrator on
09/30/2021 at 3:40 PM revealed QAPI meetings
were conducled weekly efieclive 09/16/2021 to
ensure the qualily of care is monitored and
complied with the standard of care and
compliance. Further interview with the Vice
President of Operations on 09/30/2021 at 4:10
PM, Regional Nurse Consultant on 09/30/2021 at
3:40 PM, MDS Nurse #1 an 09/30/2021 st 1:39
PM, MDS Nurse #2 on 09/30/2021 at 1:31 PM,
Regional Certified Dietary Manager on
09/28/2021 at 2:26 PM and 09/30/2021 at 1:52
PM, Former Activities Director/Dietary Manager
#3 on 09/30/2021 at 1:30 PM, Medical Records
on 09/29/2021 at 8:34 AM, Human Resource
Director (HR} on 09/30/2021 at 10:48 AM,
Therapy Manager on 09/30/2021 at 1:18 PM,
Housekeeping Supervisor on 09/30/2021 at 1:24
PM, Respiratory Therapist (RT) #1 on 09/30/2021
al 12:45 PM and Central Supply on 09/29/2021 at
2:40 PM revealed they had participated in the
weekly QAP! meetings conducted on 09/16/2021
and 09/23/2021. |n addition, an interview with the
Medical Direclor/Physician #1 on 09/30/2021 at
3:25 PM revealed he parlicipated in the weekly
QAPI meetings on 09/16/2021 and 09/23/2021.
Further interview with the Interim Adminisirator on
09/30/2021 at 3:40 PM revealed the weekly QAPI
meeting had been conducted on 09/30/2021. A
review of the facility QAPI meeting aftendance
sheet reflected the above interviews with no
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35). Interview with RN #1 on 08/29/2021 at 11:55
AM and 09/30/2021 at 12:58 PM, RN #4/Wound
Care Nurse on 09/30/2021 at 2:54 PM, LPN #5
on 09/30/2021 at 12:44 PM, LPN #7 on
06/29/2021 at 3:00 PM and 09/30/2021 at 1:54
PM, LPN #10 on 09/30/2021 at 12:50 PM, LPN
#11 on 09/30/2021 at 10:31 AM, SRNA#1 on
09/29/2021 at 3:40 PM, SRNA#11 on
09/29/2021 at 3:23 PM SRNA #7 on 09/29/2021
al 3:29 PM, SRNA #19 on 09/29/2021 at 4:10 PM,
SRNA#21 on 09/29/2021 at 3.04 PM, SRNA #22
on 09/29/2021 at 3:17 PM and SRNA #23 on
09/29/2021 at 4:10 PM revealed they received
education on 09/17/2021. Interview with nursing
staff revealed they verbalized understanding of
weighing residents, obtaining, documenting, and
reporting the weights ta the Registerad Dietician
{RD). Interview with Regional DON on 09/30/2021
at 4:17 PM ravealed staff was provided with
education on 08/17/2021 on proper weighing
techniques, obtaining, documenting, and
reporting weight changes to the Registered
Dietician.

36). Interview with Former Activities Director and
current Dietary Manager on 09/30/2021 at 1;30
PM revealed she received education on
08/13/2021 by the Regional Cerlified Dietary
Manager (CDM) on diet order accuracy and
limely nutritional assessments to ensure diet
order accuracy. When staff enter diet orders into
the electronic medical record, the nurse entering
the order sends written communication to the
dietary staff, which includes diet and texture. She
further revealed thal she entered the order inlo
the tray card system to reflect the resident's diet
orders. She stated that all diet orders from the
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previous day would be reviewed in the clinical
meeling. Interview with the Regional CDM on
09/28/2021 at 2:26 PM and 09/30/2021 at 1:52
PM revealed she completed education with
Former Activities Director/Dietary Manager #3. In
addition, she stated that she had been on sile to
provide additional assistance during the transition
to her new role.

37). Interview with RN #1 on 09/29/2021 at 11:55
AM and 09/30/2021 at 12:58 PM, RN #4/Wound
Care Nurse on 09/30/2021 at 2:54 PM, LPN #6
on 09/30/2021 at 12:44 PM, LPN #7 on
09/29/2021 at 3:00 PM and 09/30/2021 at 1:54
PM, LPN #10 on 09/30/2021 at 12:50 PM, LPN
#11 on 09/30/2021 al 10:31 AM, SRNA#1 on
09/25/2021 at 3:40 PM, SRNA#11 on
09/29/2021 at 3:23 PM SRNA #7 on 09/29/2021
at 3:29 PM, SRNA #19 on 09/29/2021 at 4:10 PM,
SRNA#21 on 09/29/2021 at 3:04 PM, SRNA #22
on 09/29/2021 at 3:17 PM and SRNA #23 on
0972972021 at 4:10 PM, revealed they received
education on turningfrepositioning, range of
molion and transferring residents from bed to
chair and from chair to bed. Observations of
turning, positioning, and wound care with RN #11
on 09/29/2021 at 10:21 AM for Resident #65
revealed no identified concerns. Interview with the
Therapy Manager on 09/30/2021 at 1:18 PM
revealed she provided slaff with education
beginning on 08/19/2021 regarding
turning/repositioning, range of motion, and
transferring a resident from bed,

38). Interview with RN #1 on 09/29/2021 at 11:55
AM and 09/30/2021 at 12:58 PM, RN #4/Wound
Care Nurse on 09/30/2021 at 2:54 PM, LPN #6
on 09/30/2021 at 12:44 PM, LPN #7 on
09/29/2021 at 3:00 PM and 09/30/2021 at 1:54
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PM, LPN #10 on 09/30/2021 at 12:50 PM, LPN
#11 on 09/30/2021 at 10:31 AM, SRNA#1 on
09/29/2021 at 3:40 PM, SRNA#11 on
09/29/2021 al 3:23 PM SRNA #7 on 09/29/2021
at 3:29 PM, SRNA #19 on 09/29/2021 at 4:10 PM
SRNA#21 on 09/29/2021 at 3:04 PM, SRNA #22
on 09/29/2021 at 3:17 PM and SRNA #23 on
09/29/2021 at 4:10 PM revealed they received
education on pressure ulcer prevention including
turning and repositioning, adequate hydration and
nultrition, Positioning devices, how to complete
and document a head-to-toe skin assessment,
and how to notify the registered dietician, MD and
RP of a new skin impairment. The nurse will call
or email the Registered Dietitian, the physician,
and the resident's representative with any
changes. Interview with Regional Nurse
Consultant on 09/30/2021 at 3:40 PM and the
Regional DON on 09/30/2021 at 417 PM
revealed they educated staff on pressure ulcer
prevention including turning/repositioning,
adequate hydration and nutrition, Positioning
devices, how to complete and document a
head-to-toe skin assessment, and how to notify
the registered dietician, physician and RP of a
new skin impairment. With any change to skin
impairment, the nurse will call or email the
Registered Dietitian for new recommendations,
MD, and resident's representative.

39). Interview with MDS Nurse #1 on 09/30/2021
at 1;39 PM, MDS Nurse #2 on 09/30/2021 at 1:31
PM, Maintenance Assistant #1 on 09/30/2021 at
2:56 PM, Therapy Manager on 09/30/2021 at
1:18 PM, Housekeeping Supervisor on
09/30/2021 at 1:24 PM, Human Resource
Director (HR) on 09/30/2021 at 10:48 AM, Senior
Marketing Liaison on 09/30/2021 at 10:55 AM,
Medical Records on 09/29/2021 at 8:34 AM,
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Central Supply on 09/29/2021 at 2:40 PM, Cook
#3 on 09/29/2021 at 1:12 PM, Dielary Aide #3 on
09/30/2021 at 2:10 PM, Former Aclivities
Director/Dietary Manager #3 on 09/30/2021 at
1:30 PM revealed they received education on
timely call light response. In addition, interviews
with RN #1 on 09/29/2021 at 11:55 AM and
09/30/2021 at 12:58 PM, RN #4/Wound Care
Nurse on 09/30/2021 at 2.54 PM, LPN #8 on
09/30/2021 at 12:44 PM, LPN #7 on 09/29/2021
at 3:00 PM and 09/30/2021 at 1:54 PM, LPN #10
on 09/30/2021 at 12:50 PM, LPN #11 on
09/30/2021 at 10:31 AM, SRNA #1 on 09/29/2021
at 3:40 PM, SRNA#11 on 09/29/2021 at 3:23 PM
SRNA#7 on 09/29/2021 at 3:29 PM. SRNA #19
on 09/29/2021 at 4:10 PM, SRNA#21 on
09/29/2021 at 3:04 PM, SRNA #22 on 09/29/2021
at 3:17 PM and SRNA #23 on 09/29/2021 at 4:10
PM, revealed they received education on timely
call light response, providing timely hygiene per
resident plan of care, timely toileting, ensuring
staff dress residents in their choice of clean
clothing and timely delivery of meal trays. Further
interview with Cook #3 on 09/29/2021 at 1:12 PM,
Dietary Aide #3 on 09/30/2021 at 2:10 PM, and
Former Aclivities Director/Dietary Manager #3 on
09/30/2021 at 1:30 PM revealed they received
education on meal service times.

40). Interview with MDS Nurse #1 on 09/30/2021
at 1:39 PM, MDS Nurse #2 on 09/30/2021 at 1:31
PM, RN #1 on 09/20/2021 at 11:55 AM and
09/30/2021 al 12:58 PM, RN #4/Wound Care
Nurse on 09/30/2021 at 2:54 PM, LPN #6 on
09/30/2021 at 12:44 PM, LPN #7 on 09/29/2021
at 3:00 PM and 09/30/2021 at 1:54 PM, LPN #10
on 09/30/2021 at 12:50 PM, LPN #11 on
08/30/2021 at 10:31 AM revealed they received
education on ensuring new care plans were
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entered into the electronic medical record.
Observation of RN #1 on 09/29/2021 at 11:55 AM
revealed the nurse was able to demonstrate
knowledge of the education with no identified
concerns,

41). Interview with RN #1 on 09/29/2021 at 11:55
AM and 09/30/2021 at 12:58 PM, RN #4/Wound
Care Nurse on 09/30/2021 al 2:54 PM, LPN #6
on 09/30/2021 at 12:44 PM, LPN #7 on
09/29/2021 at 3:00 PM and 09/30/2021 at 1:54
PM, LPN #10 on 09/30/2021 at 12:50 PM, LPN
#11 on 09/30/2021 at 10:31 AM, SRNA#1 on
09/29/2021 at 3:40 PM, SRNA#11 on
09/29/2021 at 3:23 PM SRNA #7 on 09/29/2021
at 3:29 PM, SRNA #19 on 09/29/2021 at 4:10 PM,
SRNA #21 on 09/29/2021 at 3:04 PM, SRNA #22
on 09/29/2021 at 3:17 PM and SRNA #23 on
09/29/2021 at 4:10 PM revealed they received
education on identification and assessment of
residents with a change in respiratory status and
on identifying signs/symptoms of
hyperglycemia/hypoglycemia, facility diabelic
prolocol, documenting resident change in
condition, documentation of blood sugar in the
medical record, notification of the physician and
following physician orders. In addition, interviews
revealed they received education on
documentation of glucose levels.

42). Interview with RN #1 on 09/29/2021 at 11:55
AM and 09/30/2021 at 12:58 PM, RN #4/Wound
Care Nurse on 09/30/2021 at 2:54 PM, LPN #6
on 09/30/2021 at 12:44 PM, LPN #7 on
09/29/2021 at 3:.00 PM and 09/30/2021 at 1:54
PM, LPN #10 on 09/30/2021 at 12:50 PM, LPN
#11 on 06/30/2021 al 10:31 AM, SRNA#1 on
09/29/2021 at 3:40 PM, SRNA#11 on
09/29/2021 at 3:23 PM SRNA #7 on 09/29/2021
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at 3:29 PM, SRNA #19 on 09/29/2021 at 4:10 PM
SRNA#21 on 09/29/2021 at 3:04 PM, SRNA #22
on 09/29/2021 at 3:17 PM and SRNA #23 on
09/29/2021 at 410 PM, revealed they received
education on completing a baseline Care Plan
with interventions and goals relevant to the
diagnosis of diabetes and a respiratory diagnosis
within forty-eight hours of admission, and
reviewing and providing a copy to the
resident/responsible party.

44). Interview with MDS Nurse #1 on 09/30/2021
at 1:39 PM, MDS Nurse #2 on 09/30/2021 at 1:31
PM, Maintenance Assistant #1 on 09/30/2021 at
2:56 PM, Therapy Manager on 09/30/2021 at
1:18 PM, Housekeeping Supervisor on
09/30/2021 at 1:24 PM, Human Resource
Director (HR) on 09/30/2021 at 10:48 AM, Senior
Marketing Liaison on 09/30/2021 at 10:55 AM,
Medical Records on 09/29/2021 at 8:34 AM,
Central Supply on 09/29/2021 at 2:40 PM, RN #1
on 09/29/2021 at 11:55 AM and 09/30/2021 at
12:58 PM, RN #4/Wound Care Nurse on
09/30/2021 at 2:54 PM, LPN #6 on 09/30/2021 at
12:44 PM, LPN #7 on 09/29/2021 al 3:00 PM and
09/30/2021 at 1:54 PM, LPN #10 on 09/30/2021
al 12:50 PM, LPN #11 on 09/30/2021 at 10:31
AM, SRNA #1 on 09/29/2021 at 3.40 PM, SRNA
#11 on 09/29/2021 at 3:23 PM SRNA #7 on
09/29/2021 at 3:29 PM, SRNA #19 Aide on
09/29/2021 al 4:10 PM, SRNA #21 on 09/29/2021
at 3:04 PM, SRNA #22 on 09/29/2021 at 3:17 PM
and SRNA #23 on 09/29/2021 at 4:10 PM, Caok
#3 on 08/29/2021 at 1:12 PM, Dietary Aide #3 on
09/30/2021 at 2:10 PM, Former Activilies
Director/Dietary Manager #3 on 09/30/2021 at
1:30 PM revealed they were educated on the
process of identifying, preventing, and reporting
abuse as well as idenlifying and implementing
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immediate interventions for wandering residents.

45). Interview with RN #1 on 09/29/2021 at 11:55
AM and 09/30/2021 at 12:58 PM, RN #4/Wound
Care Nurse on 09/30/2021 at 2:54 PM, LPN #5
on 09/30/2021 at 12:44 PM, LPN #7 on
09/29/2021 at 3:00 PM and 09/30/2021 at 1:54
PM, LPN #10 on 09/30/2021 at 12:50 PM and
LPN #11 on 09/30/2021 at 10:31 AM revealed
they received education on proper weighing
techniques, obtaining, documenting, and
reporiing of weight changes to the Regislered
Dietician. In addition, an interview with the Dietary
Manager on 09/3072021 at 1:30 PM revealed she
had received education on diet order accuracy
and provision of timely nutritional assessment to
ensure diet order accuracy. When the diet orders
are put into the electronic medical record, the
nurse entering the order will send a written
communication to the dietary staff that will include
diet and texture. She further revealed all diet
orders from the previous day are reviewed in the
clinical meeting, which occurs Monday through
Friday, to ensure accuracy.

46). Interview with the Dietary Manager on
09/30/2021 at 1:30 PM revealed she received
education on facility policy regarding meal service
times and the use of recipes, including recipes for
fortified diets to ensure all meals meet the
nutritional needs of residents in accordance with
eslablished national guidelines to reflect religious,
cultural, and ethnic needs of the papulation.

47). Interview with the Dietary Manager on
09/30/2021 at 1:30 PM revealed she received
education on obtaining food preference, facility
tray card system, order placement for meals,
snack/hydration pass, appropriate scoop sizes
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andfor portion sizes, stocking snack/hydration
carts and snacks and hydrations.

48). Interview with RN #1 on 09/29/2021 at 11:55
AM and 09/30/2021 at 12:58 PM, RN #4/Wound
Care Nurse on 09/30/2021 at 2:54 PM, LLPN #6
on 09/30/2021 at 12:44 PM, LPN #7 on
09/29/2021 at 3:00 PM and 09/30/2021 at 1:54
PM, LPN #10 on 09/30/2021 at 12:50 PM, LPN
#11 on 09/30/2021 at 10:31 AM and Former
Activities Director/Dietary Manager #3 on
09/30/2021 at 1:30 PM revealed they received
education on the process for entering, activating,
and/or implementing the registered dietician’s
recommendations for dietary orders.

49). Interview with the Interim Administrator on
09/30/2021 at 5:05 PM, DON #2 on 09/30/2021 at
3:20 PM, Interview with MDS Nurse #1 on
09/30/2021 at 1:39 PM, MDS Nurse #2 on
09/30/2021 at 1:31 PM, Maintenance Assistant #1
on 09/30/2021 at 2:56 PM, Therapy Manager on
09/30/2021 at 1:18 PM, Housekeeping
Supervisor on 09/30/2021 at 1:24 PM, Human
Resource Director (HR} on 09/30/2021 al 10:48
AM, Senior Marketing Liaison on 09/30/2021 at
10:55 AM, Medical Records on 09/29/2021 at
8:34 AM, Central Supply on 09/29/2021 at 2:40
PM, RN #1 on 09/29/2021 at 11:55 AM and
09/30/2021 at 12:58 PM, RN #4/Wound Care
Nurse on 09/30/2021 al 2:54 PM, LPN #6 on
09/30/2021 at 12:44 PM, LPN #7 on 09/29/2021
at 3:.00 PM and 09/30/2021 at 1:54 PM, LPN #10
on 09/30/2021 at 12:50 PM, LPN #11 on
09/30/2021 at 10:31 AM, SRNA #1 on 09/29/2021
at 3:40 PM, SRNA#11 on 09/29/2021 al 3:23 PM
SRNA#7 on 09/29/2021 at 3:29 PM, SRNA #19
on 08/29/2021 at 4:10 PM, SRNA #21 on
09/29/2021 at 3:04 PM, SRNA #22 on 00/29/2021
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at 3:17 PM and SRNA #23 on 09/29/2021 at 4:10
PM, Cook #3 on 09/29/2021 at 1:12 PM, Dietary
Aide #3 on 09/30/2021 at 2:10 PM, Former
Activities Direclor/Dietary Manager #3 on
09/30/2021 al 1:30 PM revealed they had
received education on the COVID-19
policy/guidelines, handwashing, donning/doffing
Personal Protective Equipment {PPE), yellow and
red zones. Observation of the red facility zone
and yellow zone on 09/28/2021 at 2:12 PM
revealed no identified concerns. No residents
were in the red or yellow zones. Observations
conducted on 09/28/2021, 09/29/2021, and
08/30/2021 revealed no identified concerns with
the COVID-19 paolicy/guidelines, handwashing,
donning/doffing Personal Protective Equipment
(PPE}, or the yellow/red zones,

50). Interview with RN #1 on 09/29/2021 at 11,55
AM, and 09/30/2021 at 12:58 PM, RN #4/Wound
Care Nurse on 09/30/2021 at 2:54 PM, LPN
(LPN) #6 on 09/30/2021 at 12:44 PM, LPN (LPN)
#7 on 09/29/2021 at 3.00 PM and 09/30/2021 at
1:54 PM, LPN #10 on 09/30/2021 at 12:50 PM,
LPN #11 on 09/30/2021 at 10:371 AM revealed
they had received education enlering COVID-19
symptom monitoring orders on all new
admissions. A review of newly admitted Resident
#355 on 09/10/2021 revealed the resident had
COVID-19 symptom monitoring entered in the
resident orders. Resident #355 was discharged
on 09/25/2021 and re-admitted to the facility on
08/28/2021. A review of re-admission for
Resident #355 revealed the resident had a
COVID-19 symptom monitoring entered in the
resident erders. In addition, a review of Resident
#329, #328, #311, #65, and #90's medical
records revealed each resident had COVID-19
monitaring orders implemented.
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51). Interview with RN #1 on 09/29/2021 at 11:55
AM, and 09/30/2021 at 12:58 PM, RN #4/Wound
Care Nurse on 09/30/2021 at 2:54 PM, LPN
(LPN) #6 on 09/30/2021 al 12:44 PM, LPN (LPN)
#7 on 09/29/2021 at 3.00 PM and 09/30/2021 at
1:54 PM, LPN #10 on 09/30/2021 at 12:50 PM,
LPN #11 on 09/30/2021 at 10:31 AM revealed
they had received education on the five (5) rights
of medication administration including right
medication, right patient, right dose, right time,
and right route. [n addition, they were educated
on the process to follow when a medication was
nol available for administration, which included
calling the pharmacy to obtain the medication,
obtaining the anticipaled medication delivery time,
notifying the physician if an ordered medication
would either be omitted or given outside of the
ordered medication time. The education also
included following new orders given by the
physician, documenting the conversation, and
new orders from the MD in the electronic medical
record.

52). Interview with RN #1 on 09/29/2021 at 11:55
AM and 09/30/2021 at 12:58 PM, RN #4/Wound
Care Nurse on 09/30/2021 at 2:54 PM, LPN
{LPN) #6 on 09/30/2021 at 12:44 PM, LPN (LPN)
#7 on 09/29/2021 at 3:00 PM and 09/30/2021 at
1:54 PM, LPN #10 on 09/30/2021 at 12:50 PM,
LPN #11 on 09/30/2021 at 10:31 AM revealed
they had received educalion on the use of the
emergency medication kit {e-kit). Observation of
floor three (3) on 09/29/2021 at 3:10 PM, flaor
four (4) on 09/29/2021 at 2:57 PM, and floor five
(5) on 09/29/2021 at 2:50 PM revealed each
medication administration room was equipped
with an emergency medication kit. Interview with
LPN (LPN) #9 on 09/30/2021 at 2:27 PM revealed
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she was a new hire to the facility and had
received education regarding the emergency
medication kit.

53). Interview with DON #2 on 09/30/2021 at 3:20
PM, MDS Nurse #1 on 09/30/2021 at 1:38 PM,
MDS Nurse #2 on 09/30/2021 at 1:31 PM,
Maintenance Assistant #1 on 09/30/2021 at 2:56
PM, Therapy Manager on 09/30/2021 at 1:18 PM,
Housekeeping Supervisor on 09/30/2021 at 1:24
PM, Human Resource Director (HR) on
09/30/2021 at 10:48 AM, Senior Marketing
Lizison on 09/30/2021 at 10:55 AM, Medical
Records on 09/29/2021 at 8:34 AM, Central
Supply on 09/29/2021 at 2:40 PM, RN #1 on
09/29/2021 al 11:55 AM and 09/30/2021 at 12:58
PM, RN #4/MWound Care Nurse on 09/30/2021 at
2:54 PM, LPN (LPN) #6 on 09/30/2021 al 12:44
PM, LPN (LPN) #7 on 09/29/2021 at 3:00 PM and
09/30/2021 at 1:54 PM, LPN #10 on 09/30/2021
al 12:50 PM, LPN #11 on 09/30/2021 at 10:31
AM, SRNA #1 on 09/29/2021 at 3:40 PM, SRNA
#11 on 09/25/2021 at 3:23 PM SRNA#7 on
09/28/2021 at 3:29 PM, SRNA #19 on 09/29/2021
at 4:10 PM, SRNA #21 on 09/29/2021 at 3:04 PM,
SRNA#22 on 09/29/2021 at 3:17 PM and SRNA
#23 on 08/29/2021 at 4:10 PM revealed they
were educated on the Interim Administrator's
contact information and role as Abuse
Coordinator. Observation of the facility on
09/28/2021, 09/29/2021, and 09/30/2021
revealed signage posted with the Interim
Administrator's contact information and fitle of
Abuse Coordinator posted throughout the facility.

54). Review of audits beginning 09/17/2021 of

weekly head-to-toe skin assessmenls revealed
no identified concerns. Observation of Resident
#27 skin and wound assessment on 08/30/2021
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at 10:20 AM revealed no identified concerns. A
review of the medical record for Resident #65,
#324, #45, #14, #357, #27, #74, and #2358
revealed the weekly wound assessments
completed with physician and responsible party
notifications. Interview with the Dietician on
09/30/2021 at 3:53 PM revealed she was nolified
of new and/or worsening pressure ulcers and
reviewed the residents as indicated. Interview
with Medical Director on 09/30/2021 at 3:25 PM
revealed that he was notified of new and/or
worsening skin impairments and new
interventions to prevent decline. He further
revealed that he participated in QAPI meetings
and discussed ongoing audits and care of
residents. Interview with the Interim Administrator
on 09/30/2021 at 5:05 PM revealed the QAPI
team discussed all audits in QAP meetings,
including new and/or worsening pressure injuries
and inlerventions implemented.

55}. interview with Central Supply on 09/29/2021
al 2:40 PM revealed she completed the audits of
all laboratory supplies on 08/28/2021. She further
revealed that the audits were conducled weekly
for four (4) weeks and then monthly for three (3)
months. A review of audits revealed no concemns.
Observation of floor three (3), four {4), and five
(5} supplies and review of the audits revealed no
idenlified concerns.

56). Interview with the Regional DON on
08/30/2021 at 4:17 PM, and DON #2 on
09/30/2021 at 3:20 PM revealed progress notes
were audited during morning clinical meelings to
ensure all new areas of skin impairment had
been care planned with inlerventions to address
the area of concern, A review of audits revealed
no identified concemns.
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57). Interview with the Senior Marketing Liaison
on 09/30/2021 at 10:55 AM revealed he
completed visual rounding of residents assessing
hygiene, toileting, incontinence, and resident
repositioning in addition to other leadership staff.
Review of audits revealed staff were auditing
nails, clothes, body ador, incontinent clean and
dry, loileted as requested or every two (2) hours,
hair clean and combed, sheets and blankets
clean, call light within reach, facial hair shaved if
applicable and turned and repositioned.

58). Interview with the Vice President of
Operations on 09/30/2021 at 4:10 PM and the
Senior Marketing Liaison on 09/30/2021 at 10:55
AM revealed they parlicipated in visual
monitoring, and monitoring call light response
times including the length of time call lights go
unanswered. Interviews revealed any call
aclivated more than five (5) minutes were
addressed with the staff. A review of audits
revealed they were completed on different units
and different shifts.

59). Interview with the RDON on 09/30/2021 at
4:17 PM revealed she completed audits of
respiratory assessments and SBAR
communication Monday Lhrough Friday in the
clinical meeting. She further revealed that she
assessed to ensure that any acute change in
respiratory status and/or SBAR assessments
completed had physician nolification and/or
implementation of physician orders. Review of
Resident #315 SBAR completed on 09/26/2021,
#324 SBAR compleled on 09/27/2021, and #326
completed on 08/15/2021 revealed assessment,
physician notification, interventions, and care
plans updated as indicated. A review of audits
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revealed no identified concerns.

60). Review of Resident #355, who the facility
admitted on 09/10/2021, revealed the resident
had a baseline care plan developed on
09/10/2021. Resident #355 was discharged on
09/25/2021 and re-admitted to the facility on
09/28/2021. Further review of the medical record
for Resident #355 revealed staff completed the
comprehensive care plan on 09/21/2021 (eleven
(11) days after admission). A review of
re-admission for Resident #355 revealed the
resident had a baseline care plan developed on
05/28/2021. Interview with MDS Nurse #1 on
05/30/2021 at 1:39 PM and MDS Nurse #2 on
09/30/2021 at 1:31 PM revealed all new
admissions and re-admissions to the facility were
being reviewed during the momning clinical
meeting Monday through Friday to ensure
completion.

61). Review of the admissions for the last thirty
days from 07/16/2021-08/16/2021 revealed no
concerns with baseline care plans. Interview with
MDS Nurse #1 on 09/30/2021 at 1:39 PM
revealed new/admission baseline care plans were
being updated as needed in maring meetings.

62). Interview with MDS Nurse #1 on 09/30/2021
at 1:39 PM revealed new admission baseline care
plans were being audited Monday-Friday for
completion, accuracy, and lo ensure a review
was conducted with the resident and/or
responsible party within 48 hours of
admission/re-admission. Further interviews
revealed the audits were conducted Monday
through Friday. A review of the audits completed
revealed they included resident name, admission
date, baseline care plan completion, care plan
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delivered to resident and/or responsible party,
and education as needed, A review of the audits
revealed no identified concern with completion
dales as indicated,

63). Review of the audits completed by the DM
and/or COM revealed they were completed as
stated with no identified concerns. Interview with
the Regional Cerlified Dietary Manager on
09/28/2021 at 2:26 PM and 09/30/2021 at 1:52
PM, and Dietary Manager #3 on 09/30/2021 at
1:30 PM revealed trays were audited for to
ensure they armived on the unit and were passed
timely.

64). Review of verbal quizzes revealed ten {10)
slaff members were quizzed for one (1) week
beginning on 8/15/2021 with no needed
education. Further review of verbal quizzes
revealed five (5) staff members were quizzed for
four (4) weeks from 08/22/2021 and completed
on 09/13/2021 with no identified concerns. A
review of the verbal quiz revealed staff was
quizzed on respiratory status,
hypo/hyperglycemia, and SBAR/physician
notification. Interview with the Regional Nurse
Consultant on 09/30/2021 at 3:40 PM, the
Regional DON on 09/30/2021 at 4:17 PM, DON
#2 on 09/30/2021 at 3:20 PM, and MDS Nurse #2
on 09/30/2021 at 1:31 PM revealed they
periormed verbal quizzes for identification and
assessment of residents with a change in
respiratory status, identifying signs/symptoms of
hyperglycemia/ypoglycemia, facility diabetic
protocol, documenting a change in a resident's
condition, notification of the physician and
following physician orders. Interviews with RN #1
on 09/29/2021 at 11:55 AM and 09/30/2021 at
12:58 PM, RN #4/Wound Care Nurse on
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09/30/2021 at 2:54 PM, LPN (LPN) #6 on
09/30/2021 at 12:44 PM, revealed they
paricipated in verbal quizzes with facility staff.

65). Interview with the Regional DON on
08/30/2021 at 4:17 PM revealed she completed
audits of documented blood glucose levels
Monday through Friday in the clinical meeting.
She further revealed that with any blood sugar
less than 60 and/or greater than 40, the facility
stafl were expecled to notify the physician,
Responsible Party, and Registered Dietician and
follow physician orders. The Regional DON
stated she identified one (1) resident on
08/12/2021 to have a blood glucose level of 430
and one (1) on 09/20/2021 to have a blood
glucose level of 465 with no documented
evidence the licensed nurse followed the facility
process. She provided education to both RN #2
and LPN #5. A Review of audits revealed no
further concerns. A Review of education revealed
RN #2 and LPN #5 received education regarding
the facility process.

66). Review of verbal staff quizzes revealed staff
was verbally asked signs and symptoms of abuse
when 1o report, signs and symptoms of wandering
and wandering inlerventions, A review of the
verbal quizzes revealed five (5) staff were verbally
quizzed daily for one (1) week from 08/13/2021 to
(8/19/2021 with no identified concerns. Further
review revealed verbal quizzes were conducted
three (3) times a week for two (2) weeks from
08/21/2021 to 09/02/2021 with no identified
concerns. A review of verbal quizzes revealed
that verbal quizzes were conducted one (1) time
per week for four (4) weeks from the week of
09/03/2021 to 09/24/2021 with no identified
concerns. Interview with the Regional Nurse
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Consultant on 09/30/2021 at 3:40 PM, RDON on
09/30/2021 at 4:17 PM, and MDS Nurse #1 on
09/30/2021 at 1:3% PM revealed each assisted in
the completion of verbal staff quizzes. Further
interview revealed that each staff member was
verbally quizzed on the areas listed on the audit
tool (signs and symptoms of abuse, when to
repori, signs and symptoms of wandering and
wandering interventions), and any need for
education was completed immeadiately with each
quiz. Interviews with SRNA #11 on 09/29/2021 at
3:23 PM, LPN (LPN) #6 on 09/30/2021 at 12;44
PM, LPN (LPN) #7 on 09/25/2021 at 3:00 PM and
09/30/2021 at 1:54 PM, RN #1 on 09/29/2021 at
11:55 AM and 09/30/2021 at 12:58 PM, RN
#4/\Wound Care Nurse on 09/30/2021 at 2:54 PM,
Medical Records on 09/29/2021 at 8:34 AM,
Central Supply on 09/29/2021 at 2:40 PM,
Therapy Manager on 08/30/2021 at 1:18 PM,
Housekeeping Supervisor on 09/30/2021 at 1;24
PM, Human Resource Director (HR) on
09/30/2021 at 10:48 AM and Maintenance
Assistant #1 on 09/30/2021 at 2:56 PM revealed
they participated in verbal quizzes regarding
abuse, when to report, wandering and wandering
interventions.

67). Review of Resident #355 on 09/10/2021
revealed the resident had an admission
wandering risk assessment completed on
09/10/2021. Resident #355 was discharged on
09/25/2021 and re-admitted to the facility on
09/28/2021. A review of re-admission for
Resident #355 revealed the resident had an
admission wandering risk assessment completed
on 09/28/2021. The resident was nol identified to
be at risk for wandering. Interview with MDS
Nurse #1 on 09/30/2021 at 1:39 PM revealed that
MDS staff will schedule wandering risk
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assessments lo ensure completion. Interview with
Regional Nurse Consultant on 09/30/2021 at 3:40
PM and DON #2 on 09/30/2021 at 3:20 PM
revealed all-new admissions would be reviewed
in the morning clinical meeting to ensure
appropriate assessments, including the
wandering risk assessment, had been completed.
Further interviews revealed that residents
identified as at risk for wandering would be
discussed during this meeting and appropriate
interventions implemented.

68). Review of interviews performed for residents
with a BIMS score of 8 or greater revealed no
identified concerns. Continued review revealed
interviews were iniliated on 08/13/2021 with ten
(10) resident interviews completed for four (4)
weeks then five (5) residents for eight (8) weeks.
Interview with ISSD on 09/30/2021 at 2:23 PM,
and MDS Nurse #1 on 09/30/2021 at 1:39 PM
revealed they were assisting in completing audits
with residents with no concerns identified. Review
of audits initiated on 08/13/2021 for review of
random weekly skin assessments for residents
with a BIMS score of less than eight (8) to ensure
there are no injuries of unknown origin revealed
no identified concems. Interview with Regional
Nurse Consultant on 09/30/2021 at 3:40 PM, and
DON #2 on 09/30/2021 at 3:20 PM revealed they
were compleling audits as indicated with no
identified concerns. Observation of skin
assessment on 09/30/2021 of Resident #45 at
9:23 AM and on 09/30/2021 at 10:20 AM of
Resident # 27 revealed no concemns with injuries
of unknown origin.

69). Interview with the Registered Dietician on
09/30/2021 at 3:53 PM revealed she started
audits on 08/25/2021 of resident diet orders from
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electronic medical records against orders entered
in the diet/tray card software to ensure accuracy.
Review of Resident #308's tray card on
02/29/2021 at 12:04 PM, Resident #39's iray card
oh 09/29/2021 at 12:06 PM, and Resident #334
tray card on 09/29/2021 at 12:30 PM revealed
diets were served as ordered by the physician. A
review of audits revealed audits were conducled
weekly for four (4) weeks,

70). Review of campleted audits revealed random
meals were audited twice daily for one (1) week
beginning 08/23/2021. Starting 08/30/2021,
randorm meals were observed two (2} times per
week for two (2) weeks and then weekly fram
09/13/2021 for one (1) month. Interview with
Former Activities Director/Dietary Manager #3 on
09/30/2021 at 1:30 PM, Regional Certified Dietary
Manager on 09/28/2021 at 2:26 PM, and
09/30/2021 at 1:52 PM revealed audits were
performed as indicated. Further inlerviews
revealed that meals were served as scheduled,
including breakfast at 7:00 AM, lunch at 12:00
PM, and dinner at 5:00 PM. Observation on
09/28/2021 at 5:03 PM revealed the evening meal
had been served on the third floor. Observation
on 09/29/2021 lunch meal revealed meals arrived
al the third floor at approximately 12:16 PM, the
fourth floor at 12:16 PM and 12:24 PM, and the
fifth floor at 12:34 PM and 12:49 PM.

71). Review of Resident #308's tray card on
09/29/2021 at 12:04 PM, Resident #39's tray card
on 09/29/2021 at 12:06 PM, and Resident #334's
tray card on 08/29/2021 at 12:30 PM revealed the
meals honored resident preferences, including
likes and dislikes. Interview with the Dietary
Manager on 09/30/2021 at 1:30 PM revealed she
would be responsible for oblaining food and
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beverage preferences within seventy-two hours of
admission and entering the preferences inta the
system. A review of audils revealed snack intakes
were audited daily for one (1) week from
09/15/2021 to 09/21/2021. Further review of the
audits revealed snacks were audited weekly
beginning on 09/22/2021. Inlerview with the
Regional Cerlified Dietary Manager on
09/28/2021 al 2:26 PM and 09/30/2021 at 1:52
PM revealed she audited snack intake and had
nol identified any concerns.

72). Interview with the Human Resource Director
(HR} on 09/30/2021 at 10:48 AM revealed she
completed audits for daily staff screening against
time clock punches. She revealed no identified
concerns. Observation of entry doors on
09/28/2021, 09/29/2021, and 09/30/2021
revealed no concerns.

73). Interview with the Regional Nurse Consultant
on 09/30/2021 at 3:40 PM, RDON on 09/30/2021
al 4:17 PM, DON #2 on 09/30/2021 at 3:20 PM,
and Interim Infection Control Nurse on
09/30/2021 at 3:10 PM revealed audits were
being conducted with observations of
handwashing, isclation signage and zones,
danning/doffing PPE, mask compliance. Any
variance or idenlified concerns will be addressed
immediately. A review of the audils revealed they
were conducted beginning 09/17/2021 on random
shifts and units.

74). Interview with the Regional Nurse Consultant
on 09/30/2021 at 3:40 PM revealed she was
responsible in addition to other members to
review all residents on narcotics with the
pharmacy to ensure thal an active script is on file
beginning 09/23/2021. A review of audits revealed
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no identified concerns. RN #1 on 09/29/2021 at
11:55 AM and 09/30/2021 at 12:58 PM, LPN
(LPN) #6 on 09/30/2021 at 12:44 PM, LPN (LPN)
#7 on 09/29/2021 at 3:00 PM and 09/30/2021 at
1:54 PM, LPN #10 on 09/30/2021 at 12:50 PM,
LPN #11 on 09/30/2021 at 10:31 AM revealed no
concerns with obtaining seripts for medications
and/or receiving medications timely. Observation
of medication pass on 09/29/2021 at 4:35 PM on
the third floor and 09/30/2021 at 8:09 AM
revealed no identified concerns with missing
medications. In addition, observalion of the
narcotic count on the fifth floor on 09/30/2021 at
12:50 PM revealed no identified concerns.

75). Interview wilh the Regional Nurse Consultant
on 09/30/2021 at 3:40 PM revealed she was
responsible for completing random medication
pass observations beginning 09/25/2021. She
stated she had not identified any concerns with
residents not having medicalions or narcotic
counts. A review of audils revealed the facility
utilized the Centers for Medicare Services Critical
Element Pathway for Medication Administration to
conduct the medication pass observation of
twenty-five medications. A review of audits
revealed a minimum of twenty-five medications
were observed daily from 09/25/2021 with no
identified concerns. Further review of medication
observations revealed that medication
administration was observed on random shifts,
including 6:00 AM to 6:00 PM and 6:00 PM to
6:00 AM,

76). Interview with the Regional Nurse Consultant
on 09/30/2021 at 3:40 PM. The DON on
09/30/2021 at 3:20 PM revealed medication
delivery lickets were being reviewed in clinical
meetings Monday through Friday against ordered
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medications. A review of the audit revealed no
identified concerns.

77). Interview with the Interim Administrator on
09/30/2021 at 5:05 PM, Regional Nurse
Consultant on 09/30/2021 at 3:40 PM, RDON on
09/30/2021 at 4:17 PM, and the DON on
09/30/2021 at 3:20 PM revealed staffing was
being audited daily beginning 09/11/2021, to
ensure adequate staffing was maintained. A
review of the audits revealed no identified
CONCerns.

78). Interview with the Interim Administrator on
09/30/2021 at 5:05 PM, and the Dietary Manager
on 09/30/2021 at 1:30 PM revealed staffing was
being monitored daily to ensure adequate
staffing. A review of the audits revealed no
identified concerns.

79). Interview with the Vice President of
Operations on 09/30/2021 at 4:10 PM and Interim
Administrator on 09/30/2021 at 5:05 PM revealed
daily audits had been conducled daily from
09/11/2021. A review of the audits revealed no
identified concerns.

80). Interview with the Senior Marketing Liaison
on 08/30/2021 at 10:55 AM revealed he
compleled observations on different shifts to
identify any change in resident condition. Further
interviews revealed if a change in condition was
identified, staff would complete a stop and watch,
An audit review revealed no concerns with the
change of conditions not being addressed by
facility staff.

81). Review of interviews performed on
06/25/2021 for residents with a BIMS score of 8

{F 655}
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or greater revealed no identified concerns, A
review of the questionnaire completed during
interviews revealed residents were asked: |Is
everyone lrealing you well? Do you feel sale
here? Do you have any concerns? Interview with
the Medical Records Staff on 09/29/2021 at 8:34
AM revealed she completed the interviews with
residents on 09/25/2021, and she stated she
identified no concems.
{F 656} | Develop/Implement Comprehensive Care Plan {F 656} 12/30/21
§5=D | CFR(s): 483.21(b)(1)

§483.21(b) Comprehensive Care Plans
§483.21(b)(1) The facility must develop and
implement a comprehensive person-centered
care plan for each resident, consistent with the
resident rights set forth at §483.10(c)(2) and
§483.10(c)(3), that includes measurable
objectives and timeframes lo mest a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment, The comprehensive care plan must
describe the following -

(i) The services that are lo 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
(i) Any services thal would atherwise 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 right to refuse
treatment under §483.10(c)(6).

(iiiy Any specialized services or specialized
rehabilitative services the nursing facility wiil
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.
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section.

by:

(iv)In consultation 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 accaordance with the
requirements set forth in paragraph (c) of this

This REQUIREMENT is not met as evidenced

Based on interview, record review, and review of
the facility's policies, it was determined the facility
failed to develop a comprehensive care plan for
one (1) of five (5) sampled residents (Resident
#65) who had pressure ulcers, and for one (1) of
fifty-seven (57) sampled residents at risk for
pressure ulcers (Resident #66). The facility failed

F 656 Develop/lmplement
Comprehensive Care Plan

Criteria 1:  a) Resident #55 was
discharged from the facility on 10-31-2021

b) Resident #56 was
discharged from the facility on
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ta implement the care plan for one (1) of
fifty-seven (57) sampled residents (Resident #82)
who exhibited abusive behaviors towards other
residents and exposed himself/fherself to other
residents. The facility also failed to implement the
care plan for one (1) of fifty-seven (57) sampled
residents (Resident #14) who had a pressure
ulcer.

The facility admitted Resident #65 on 03/23/2021
with no pressure ulcers. According to the Braden
Scale dated 03/23/2021, the resident was at risk
for pressure ulcers due to being chair fast, limited
mobility, potential for friction and shearing.
Review of the resident’s Minimum Data Set
(MDS}, also revealed the resident was at risk for
pressure ulcers. However, the facility failed to
develop and implement a comprehensive care
plan, including measurable objectives and
timeframes to meet the resident's risk for
pressure ulcers.

On 05/02/2021, Resident #65 developed a deep
tissue injury (DTI) to the coccyx. On 05/11/2021,
staff documented the pressure ulcer had
worsened and was unstageable, On 05/26/2021,
the pressure ulcer had increased in size,
measuring 16.5 centimelers (cm}) long by 10 cm
wide. The facility continued to fail to develop a
care plan to address the resident's pressure ulcer
and risk for pressure ulcers.

On 05/28/2021, Resident #65's pressure ulcer
had worsened and he/she was transferred to the
hospital. Review of the resident's hospital record
revealed the resident had a pressure ulcer that
"smells like dead flesh”. The resident was
admifted due o "clinically septic with large
decubitis [pressure] ulcer with associated
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¢) Resident #82 was
discharged from the facility on 8-9-2021

d) Resident #14 has had
wound assessments completed weekly
beginning 8/15/21. Resident #14 had his
pressure ulcer and pressure ulcer
prevention care plan reviewed and revised
on 11/22/2021.

Criteria 2:  On 9-11-21 head to toe skin
assessments were completed on all
residents, and the Braden Scale was
completed on all residents by facility
nurses 8-28-2021. Using both the
head-to-toe skin assessment and Braden
scale, comprehensive care plans were
reviewed to ensure residents with
pressure injuries had a care plan by
9-17-21. By 12/20/2021 residents with
behaviors had their care plans reviewed to
ensure that interventions were care
planned.,

Criteria 3: On 11/24/2021 all licensed
nursing staff and the dietician, social
service director, MDS coordinators were
educated by the Director of Nursing or
designee on entering a new care plan inta
PCC including goals and interventions
and updaling an existing care plan in PCC
with new goals and interventions for any
new skin impairments and behavior
assessments that are identified during
their shift. Licensed staff not working will
be educated on or by their next scheduled
shift. This will be added to new licensed
nursing staff employee orientation. A
post-test was administered to ensure staff
competency on enlering a new care plan
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infection including cellulitis and possible
abscess”. Resident #65's pressure ulcer required
debridement on 05/30/2021, "all necrotic tissue
was removed and excision was down lo the bone
infected decubitis [pressure ulcer] with gas
gangrene”.

In addition, Resident #14 was admitted to the
facility on 05/24/2018 and assessed to be at risk
for pressure ulcers. On 09/10/2020, the facility
developed a comprehensive care plan stating that
Resident #14 was al risk for development of a
pressure ulcer due to decreased mobility,
Diabetes Mellitus (DM), and a diagnosis of
Peripheral Vascular Disease (PVD). The
comprehensive care plan listed interventions that
included to follow facility policies/protocols for the
prevention/treatment of skin breakdown.
Observe/document/repor! as needed (PRN) any
changes in skin status; appearance, color, wound
healing, signs and symploms of infection, wound
size {length x width x depth), and stage.

Resident #14 developed abrasions to the left hip
and on 06/22/2021, documentation revealed
Resident #14 had new skin impairment, three (3)
Stage Il {two) pressure ulcers the left trochanter
(hip). However, the facility failed to assess the
pressure ulcers weekly, failed to refer the resident
te a wound clinic/specialist, and failed to
photograph Resident #14's pressure ulcers
weekly as required by the resident's care plan.

Interviews with staff and record review revealed
Resident #82 wandered in and out of other
residents' rooms, exposed himselffherself to
other residents and exhibited abusive behaviors
towards other residents. Resident #82's
behaviors resulted in five (5} resident-to-resident

and updating goals and interventions. The
test will be graded with a passing score of
100%. Statfi not passing the test will be
re-educated and the lest will be
re-administered until a passing score is
achieved.

Criteria 4; Beginning 11/24/2021 the
Director of Nursing, Assistant Direclor of
Nursing or Nursing supervisor will audit a
minimum of 5 residents progress notes
for a day fo ensure any new areas of skin
impairment and/or new behaviors that are
identified have a care plan implemented
that includes new interventions. Audits will
be weekly x 4 weeks then monthly x 2
month, . Audit results will be reviewed
monthly in QAP| meeting x3 months then
quarterly until in substantial compliance.
Criteria 5: Dale of compliance:  12/30
2021
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incidents between 05/18/2021 and 07/31/2021.
However, the facility failed to implement the
resident's plan of care in an attempt to
decrease/prevent Resident #82's behaviors.

The facility further failed to develop a
comprehensive care plan with measurable
interventions for Resident #66 regarding turning
and repositioning the resident to prevent pressure
ulcers.

The facility's failure to ensure residents’ care
plans were developed to prevent and/or treat
pressure ulcers has caused or is likely to cause
serious injury, harm, impairment or death to a
resident. Immediate Jeapardy was identified, on
08/11/2021, and was determined to exist on
03/06/2021, at 42 CFR 483.10 Resident Rights
(F580), 42 CFR 483.12 Freedom from Abuse
{F600), 42 CFR 483.12 Comprehansive
Person-Centered Care Plans (F655) (FE56), 42
CFR 483.25 Quality of Care (F&84) (FG686)
{FE92), 42 CFR 483.45 Pharmacy Services
{F755) and 42 CFR 483.80 Infection Centrol
{F880). The facility was notified of Immediate
Jeopardy on 08/11/2021.

An acceptable Allegation of Compliance (AOC)
was received on 09/03/2021, which alleged
removal of the Immediate Jeopardy on
09/02/2021. However, the AOC could not be
verified based on abservations, staff interviews,
and review of the facility's documentation,
Additional Immediate Jeopardy was identified at
42 CFR 483.35 Nursing Services (F725), 42 CFR
483.70 Administration {F835) (F837), 42 CFR
483.75 Quality Assurance and Performance
Improvement (F867). The facility was notified of
the Immediate Jeopardy on 09/10/2021. The
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Immediate Jeopardy is ongoing.

A second acceptable allegation of compliance
was received on 09/25/2021, which alleged
removal of the Immediate Jeopardy on
09/26/2021. The Slate Survey Agency
determined the Immediale Jeopardy was
removed as alleged during a revisit conducted on
09/28-30/2021, which lowered the scope and
severily to "D" 42 CFR 483,10 Resident Rights
{F580), 483.12 Comprehensive Person-Centered
Care Plans (F655) (F656), 42 CFR 483.25
Quality of Care (F684) (FE86), 42 CFR 483.35
Nursing Services (F725), and 42 CFR 483.45
Pharmacy Services (F755); and to "E" at 42 CFR
483.12 Freedom from Abuse (F600), 42 CFR
483.25 Quality of Care (F692), 42 CFR 483.70
Administration (F835) (F837), 42 CFR 483.75
Quality Assurance and Performance
Improvement (F867), and 42 CFR 483.80
Infection Control {FB80), while the facility
monitors the effectiveness of systemic changes
and quality assurance aclivities.

The findings include:

Review of the facility's policy, "Care Plans,
Comprehensive Person-Centered”, revised
December 2016 revealed the Interdisciplinary
Team (IDT), in conjunction with the resident and
histher family or legal representative, developed
and implemented a comprehensive,
person-centered care plan for each resident.
Further, the policy stated each resident's
comprehensive person-centered care plan would
be developed within seven (7) days of the
completion of the required comprehansive
assessment (MDS). According to the policy,
assessments of residents were ongoing and care

FORM CMS-2567(02-99) Previous Versions Dbsolate Event |D ELK412 Facility ID: 100599 If continuation sheet Page 286 of 1150




DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 01/31/2023
FORM APPROVED
OMB NO. 0938-0391

plans were revised as information about the
residents and the residents' condition changed.

Review of the facility's Prevention of Pressure
Injuries Policy, revised April 220, revealed the
purpose of the policy was to provide interventions
for specific risk factors. The policy revealed staff
were required to keep the skin clean and
hydraled, clean promptly after episodes of
incontinence, and reposition all residents with or
at risk of pressure ulcers on an individualized
schedule as determined by the Inlerdisciplinary
Team (IDT).

1. Review of Resident #65's medical record
revealed the facility admitted the resident on
03/23/2021 with diagnoses that included Cerebral
Infarction, Dysphagia, Polyarthritis, Chronic
Obstructive Pulmonary Disease and Paraplegia,

Review of a Braden Scale for Predicting Pressure
Sore Risk form dated 03/23/2021 at 3.03 PM,
revealed Resident #65 was “al risk” for pressure
ulcers with a score of eighteen (18), due to being
chair fast, having slightly limited mobility, with
adequate nutrition, friction, and shearing being a
potential problem.

Review of Resident 65's Minimum Data Set
(MDS) admission assessment, daled 03/30/2021,
revealed the resident was totally dependent on
two (2) staff with Activities of Daily Living, was
occasionally incontinent of bowel, had a
indwelling catheter, and had no pressure ulcers.
Further review revealed the resident was al risk
for pressure ulcers based on a formal
assessment instrument (Braden} and clinical
assessment. According to the MDS daled
03/30/2021, Resident #65 did not have a
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pressure reduction device for the chair; was not
on a turning/repositioning program, and did not
have nutrition or hydration intervention io manage
skin problems. Further review revealed the
resident weighed 179 pounds and had no weight
loss/gain or hisfher weight less/gain history was
unknown, and the resident had complaints of
difficulty or pain when swallowing, Further review
revealed Resident #65 did nol have a condition or
chronic disease that may result in a life
expectancy of less than six (8) months.
According to the MDS, Resident #55 had
malnutrition or was at risk for malnutrition,

Review of Resident #65's medical record
revealed no documented evidence the facility
developed a comprehensive care plan for the
resident with interventions to address the
resident’s pressure ulcer risk in an attempt to
prevent pressure ulcers. Further review revealed
no evidence the facility addressed the resident's
malnutrition/malnutrition risk with interventions to
address the risk,

Review of Resident #65's weight record revealed
the resident weighed 179.3 pounds upon
admission 1o the facility and 142.7 pounds an
04/06/2021 (36.6 pound weight loss).

Review of the medical record revealed no
evidence the facility developed a care plan that
addressed Resident #65's weight loss, with
interventions to prevent further weight loss.
Resident #65 was discharged to the hospital on
04/08/2021 for shoriness of breath.

Review of the medical record revealed Resident
#65 was re-admitted to the facility on 04/29/2021
with diagnoses that included Sepsis, Pneumonia,

{F 656}
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Acute Respiratory Failure and Urinary Tract
Infection. The record revealed no evidence the
resident was weighed upon admission to the
facility.

Review of the Situation, Background,
Assessmenl and Recommendation (SBAR)
Communication form dated 05/02/2021 at 5;29
PM revealed Resident #65 developed a deep
tissue injury {DTI) to the coccyx {a DTl is a purple
or maroon localized area of discolored intact skin
or blood-filled blister due to damage of underlying
soft tissue from pressure and/or shear) to the
coccyx. Interview with Licensed Practical Nurse
(LPN) #4 on 08/25/2021 at 4:00 PM revealed she
identified the deep tissue injury to Resident #65's
coccyx/sacrum area. She slated that the area
was reddened and round and approximately the
size of a quarter. However, there was no
documented evidence the facility developed a
care plan to address the resident's pressure
ulcer.

Review of the medical record revealed the facility
oblained a weight for Resident #65 on 05/04/2021
of 135 pounds. Review of a Nutrition Data
Collection revealed the facility's Registered
Dietitian assessed the resident for the first time
and documented the resident's weight was down
5.4% in 30 days and 24.7% in 60 days. The
Registered Dietitian recommended adding
fortified foods three (3) times a day and to add a
frozen cup at dinner. According to the Nutrition
Data Collection assessment the resident had
severe malnulrition related to weight loss. Again,
there was no documented evidence the facility
developed a care plan to address the resident's
weight loss, nor the resident's risk for further
weight loss.
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Review of Resident #65's Quarterly MDS
assessment dated 05/05/2021 revealed the
facility documented the resident weighed 135
pounds, According to the assessment the
resident had not lost any weight, but had
malnutrition or was at risk for malnutrition. In
addition, the facility documented the resident had
an unhealed pressure ulcer, a deep lissue injury
and was at risk for developing pressure ulcers.
According to the assessment, Resident #55 had
a pressure reducing device for the chair and bed
and received pressure ulcer care. However,
there was no documented evidence the facility
developed a comprehensive care plan after the
MDS assessment with interventions to guide staff
on the care needs of the resident.

Review of a Head {o Toe Weekly Skin Check for
Resident #65 dated 05/08/2021 at 3:38 PM,
revealed the resident's suspected deep tissue
injury measured 6.5 centimeters (cm) in length by
9.3 cm wide, with no depth.

Review of a Change of Condition form on
05/11/2021 at 2:40 PM revealed Resident #65's
pressure ulcer to the resident's coccyx was
“worsening". The deep tissue injury was now an
unstageable pressure ulcer (full thickness tissue
loss {death} in which the base of the ulcer is
covered by slough (yellow, tan, green or brown)
andfor eschar (tan, brown, or black) in the wound
bed) that measured 6.5 cm long and 9.7 cm wide.

Review of a Head to Toe Weekly Skin Checks for
Resident #65, revealed the next day, 05/12/2021
at 3:17 PM, the unstageable pressure ulcer to the
resident's coccyx had increased in size to 10 cm
long by 10 em wide,
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Record review revealed there was no
documented evidence the facility developed a
comprehensive care plan lo address Resident
#65's pressure ulcer with interventions to prevent
worsening.

Review of the Nutrition Progress Note on
05/18/2021 at 10:46 PM revealed Resident #65
weighed 142.6 pounds, which was a significant
weight loss of 3% in 7 days and 20.5% in 90
days.

Continued review of Resident #85's Head o Toe
Weekly Skin Checks revealed on 05/19/2021, the
pressure ulcer {o the coceyx now included lhe
sacrum and measured 9.5 cm in length and 10
cm in width. Continued review of the Head to Toe
Weekly Skin Checks dated 05/26/2021 at 5:37
PM revealed the resident's pressure ulcer to the
sacrum increased in size, measuring 16.5 cm
long and 17.7 cm wide,

Review of a Change of Condition form on
05/28/2021 at 3:54 PM revealed Resident #65
had a "worsening wound", Review of the form
revealed the physician ordered a wound culture
and laboratory testing. However, per the change
of condition form, "MD later called back and
decided to send resident lo Emergency Room for
evaluation and treal for possible debridement of
area.”

Review of Resident #65's hospital record,
revealed he/she was admitted to the hospital on
05/28/2021. Review of a Progress Note dated
05/28/2021 al 9:24 PM revealed Resident #65
was "“clinically septic with large decubitus
[pressure] ulcer with associated infection
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including cellulitis and possible developing
abscess". The record stated the pressure ulcer
"smells like dead flesh”.

Review of Resident #65's Emergency
Depariment (ED) nurse's notes dated 05/28/2021
at 5:36 PM revealed the resident had a “large
decubitus (pressure) ulcer proximally 15 cm by 8
cm with cenlral skin sloughing and underlying
necrosis, the wound has surrounding erythema
with mild purulent drainage to bandage”. Review
of the wound pictures dated 05/29/2021 at 5:40
AM revealed the resident's sacrum was black
with red wound edges. The pressure ulcer
measured 14 cm long by 15 cm wide. Review of
the Infectious Disease Consult on 06/01/2021
revealed the resident "underwent debridement on
05/30/2021, per operative note, all necrotic
tissues were removed and the excision was down
to the bone. Intracperative specimen culture
grew gram-negative rods/Proteus mirabilis
ESBL",

Interview with Surgeon #1 on 08/31/2021 at 1:30
PM revealed Resident #65 had a large stage IV
(4) pressure ulcer to the sacrum. He debrided
the slough, necrotic and non-viable tissue in the
pressure ulcer on 05/30/2021 to bone depth. The
surgeon stated failure to turn and reposition,
improper nutrition and an improper matiress
could caniribute to pressure ulcers and the
progression of the wound. Surgeon #1 stated,
“Nufrition is a big key" in the
development/worsening of pressure ulcers.

Continued review of Resident #65's medical
record revealed the resident was readmitled to
the facility on 06/09/2021. Further review of
Resident #65's medical record revealed no
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documented evidence the facility developed a
comprehensive care plan for the resident until
06/16/2021. The facility identified the resident
had a stage IV (4) pressure ulcer to the sacrum,
over two (2) months after the pressure ulcer
developed. Further review revealed on
06/21/2021, aver two {2) months after the
resident sustained a significant weight loss, the
facility identified the resident had a potential for
weight concerns and/or at risk for malnutrition
related to a history of weight loss.

Interview with Minimum Data Set (MDS) Nurse #1
on 08/27/2021 at 11:10 AM revealed she was
responsible for initiating care plans when
residents were admitted and re-admitied and was
responsible for and updating/revising care plans.
She revealed Resident #55 did not have a
comprehensive care plan completed timely
according to the Resident Assessment Instrument
(RAI) that the facility utilized for standard of
practice. She staled the comprehensive care
was utilized to provide care for the residents and
should have been in place to allow staff to know
Resident #65's needs, She further stated
Resident #65's comprehensive care plan was
likely not completed because she was the only
person completing MDS assessments and care
plans in May 2021. She further revealed that the
facility did not have a process for communicating
new and/or worsening pressure ulcers, weight
loss, etc. Therefore, the information was not
being transcribed to the care plan to reflect the
resident accurately.

Interview with the Administrator on 09/03/2021 at
5:02 PM revealed she expected nursing staff to
perform skin assessments and wound
assessments weekly. She siated she had not
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identified that weekly wound assessments were
not being performed until immediate jeopardy
was identified. She stated the Interdisciplinary
Team (IDT} reviewed comprehensive care plans
weekly to ensure they were up to dale and
implemented. She stated she began reviewing
care plans in mid June 2021 and identified that
care plans were not updated and implemented
appropriately.

2. Review of Resident #14's medical record
revealed the resident was admitted to the facility
on 05/24/2018 and was readmitted to the facility
on 05/21/2021 wilh diagnoses of Type Il Diabeles
Mellitus with Diabetic Polyneuropathy, Stage Ill
Chronic Kidney Disease, Peripheral Vascular
Disease, and a History of COVID-19.

Review of a comprehensive care plan dated
(9/10/2020 revealed Resident #14 had the
potential for pressure ulcer development related
to decreased mobility, Diabetes Mellitus (DM},
and a diagnosis of Peripheral Vascular Disease
{PVD). The facility developed interventions to
include: follow facility policies/protocols for the
prevention/treatment of skin breakdown: and
observe/document/report as needed (PRN) any
changes in skin status, appearance, color, wound
healing, signs and symptoms of infection, wound
size (length X width X depih), and stage.

Review of Head to Toe Weekly Skin Checks
dated 05/10/2021, revealed Resident #14 had
developed an abrasion lo hisfher left hip and
received barrier cream. There was no evidence
that measurements or an assessment {color,
drainage, odor, etc) of the area was completed
and documented as required by the resident's
care plan,
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Continued review of a Head to Toe Weekly Skin
Checks dated 05/24/2021 and 05/31/2021,
06/07/2021, 06/14/2021, and 06/21/2021
revealed Resident #14 continued to have an
abrasion to his/her left hip; however, there was no
documented evidence the appearance of the area
was assessed.

Review of a Head to Toe Weekly Skin Check
dated 06/22/2021, revealed Resident #14
developed three (3) Stage I (two) pressure ulcers
the left trochanter (hip). The pressure ulcers
measured as follows: wound one (1) was 1.4
cenlimeters (cm) long by 1.4 cm wide, wound two
(2) was 1.4 cm x 2 cm, and wound three (3) was
1cm x 1 cm. However, there was no description
of the wound's color, whether odor or drainage
was present, etc. as required by the resident's
care plan.

Further review of a Weekly Head to Toe Skin
Check forms dated 07/05/2021, 07/12/2021, and
0718/2021, revealed the facility continued to
document Resident #14 had skin
impairment/pressure ulcers to the left hip.
However, there was no documented evidence the
facility assessed the pressure ulcer's size, color,
nor whether odor/drainage was present.

Review of Resident #14's Comprehensive Care
Plan daled 07/23/2021, revealed the facility
revised the resident’s care plan to include the
Stage |l Pressure Injury (ulcer) to the left hip and
the new physician orders. Review of
interventions revealed the facility was required to
arrange for evaluation at outpatient wound clinic
as needed; encourage frequent position changes
when up in chair, if possible; encourage resident
to lift weight from side to side while up in chair;
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avoid prolonged sitting; limit time out of bed;
encourage the use pillows to help with positioning
off affected area; measure and monitor wound
slalus progression or deterioration every week;
notify MD and family of changes; wound care to
follow up weekly and as needed; nurse to perform
head to toe skin assessment weekly and as
needed; weekly pholo and measurement of
wounds-refer to skin assessment for specific
locations; and may consult with Wound Physician
Clinic to screen, evaluate, and treat as indicated:;
and Wound clinic as needed/as prescribed per
physician.

However, continued review of Resident #14's
medical record revealed no documented
evidence the facility assessed the pressure
ulcer's size, color, nor whether odor/drainage was
present; took weekly photos, nor consulted with a
Wound Clinic/Physician as ordered by the
physician andfor required by the resident's care
plan.

Review of Resident #14's Weekly Head to Toe
Skin Check dated 07/26/2021 revealed the
resident had one (1) Stage Il (2} pressure ulcer
(the three areas became one pressure ulcer) that
measured 4.0 cm long by 4.5 cm wide by 0.5 cm
deep to the left hip, Further review revealed a
Weekly Head to Toe Skin Check dated
08/02/2021, 08/11/2021, 08/23/2021, and
08/24/2021 revealed the facility documented the
resident continued to have a Stage Il (2) to the
left hip. However, there was no documented
assessment of the pressure ulcer as required by
the resident's care plan.

Interview with Licensed Practical Nurse (LPN) #5
on 08/27/2021 at 10:45 AM revealed she "tried" to
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measure Resident #14's pressure ulcer, but was
told the wound nurse was responsible for weekly
wound measurements. LPN #5 stated, "So, |
really don't know who is responsible to measure
the wounds, We have to ask the wound nurse if
she is going to do treatments or not on any given
day."

Interview with Registered Nurse (RN) #3 on
08/27/2021 at B:30 PM the wound care nurse (RN
#4) was responsible for completing weekly wound
measurements/assessments. RN #3 stated, "l
was told she would be doing the wound
measuremenis and wound care when | was
hired.”

Interview with RN #4/Wound Nurse on
08/25/2021 at 8:30 PM revealed she reviewed
Physician #1/Medical Director's arders for
07/23/2021 and since the order stated "May"
consult the wound clinic, she made the decision
not to consult the clinic for Resident #14's
pressure ulcer. She further staled pictures had
not been taken of Resident #14's pressure ulcer.
According to the RN, the Administrator was
supposed to purchase a camera; however, the
Administrator had not purchased one. She stated
she worked the floor just as much, if not more,
than performing her duties as the Wound Nurse.
She stated she thought the floor nurses were
performing weekly skin assessments and wound
measurements when she was not. She further
staled she had not received any formal education
on wound care.

Interview with the Administrator on 09/03/2021 at
5:02 PM revealed she expected nursing staff to
perform skin assessments and wound
assessments weekly. She stated she had not
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identified that weekly wound assessments were
not being performed unlil immediate jeopardy
was identified.

3. Review of the medical record revealed the
facility admitted Resident #82 on 05/12/2021 with
diagnoses, which included Unspecified Dementia
with behavioral disturbances and Parkinson's
Disease.

Review of Resident 82's Quarterly Minimum Data
Sel (MDS) assessment, dated 07/14/2021,
revealed the facility had assessed the resident to
have a BIMS score of zero (00} out of fifteen (15),
indicating he/she was not interviewable.
Continued review of the MDS revealed the facility
had assessed the resident to have physical
behaviors directed towards others, rejected
care/wandered, one (1) to three (3) days during
the assessment period,

Review of Resident #82's Baseline Care Plan
revealed staff identified he/she had Dementia and
was cognitively impaired on 05/12/2021.
Interventions implemented on 05/12/2021
included; staff to administer medications and
monitor side effects/effectiveness, call the
resident by his/her first name, staff to identify
themselves when interacling with the resident,
reduce distractions, cuefreorient and supervise
him/her,

Review of Resident #82's Comprehensive Care
Plan, dated 05/20/2021, revealed staff identified
he/she had behavior symptoms that were not
easily directed such as: agitation, wandering, and
he/she was physically/verbally abusive to others.
According to his/her care plan, he/she wandered
into other residents rooms and sometimes
urinated. Further review of the care plan revealed
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interventions developed on 05/20/2021 included
to approach him/her calmiy/quietly, attempl to
discover reason for behavior such as pain, wanis,
needs or loileting, administer medications and
review medications as needed, psychiatric
consults and send to hospital as needed.
Continued review of Resident #82's care plan
indicated staff revised hisfher Dementia care plan
on 06/16/2021 with the following interventions:
ask him/her yes/no questions, keep the resident's
rouline consistent/provide consistent caregivers,
monitor/document/report as needed changes in
hisfher cagnitive function.

The care plan review revealed the only other
revision lo Resident #82's care plan was on
07/14/2021, when interventions were added for
staff to check for toileting needs, thirsts and
hunger.

Review of Resident #82's medical record
revealed on 05/21/2021 at 10:20 AM and on
05/22/2021 at 3:29 AM, he/she was wandering
infout of other resident's rooms and was
“becoming verbally abusive with other residents.”

Interview with Registered Nurse (RN} # 1, an
07/30/2021 at 950 AM, revealed she
documented in Resident #82's medical record on
05121712021 regarding him/her being verbally
abusive with other residents. She stated he/she
was wandering in others rooms and would "yell
and argue back" with the other residents, as they
were asking Resident #82 to exit their personal
space. The RN acknowledged the staff failed to
implement the resident’s plan of care and attempt
lo determine the cause of the resident's
behavioral symptoms.
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Review of an incident report, dated 05/18/2021 at
8:02 AM, revealed Residenl #82 Resident #322
reported to staff another resident wandered into
histher bathroom while he/she was "in lhere",
When Resident #322 attempted to remove the
other resident, he/she "grabbed" Resident #322's
arm and caused a 1 centimeter (cm) by 1 cm skin
tear to his/her arm,

Interview with Registered Nurse (RN) #1, on
07/30/2021 at 9:50 AM, revealed she completed
the incident report for Resident #322 when the
resident reported Resident #82 wandered into
his/fher bathroom, and when he/she attempted to
remave Resident #82 from his/her bathroom
Resident #82 grabbed his/her arm and caused a
skin tear.

Further review of Resident #82's MAR/Behavior
Manitoring, for May 2021, revealed no
documented evidence the resident wandered or
exhibited abuse to Resident #322.

Review of Resident #82's medical record and an
incident reported dated 06/04/2021 revealed at
1:10 PM, staff heard "someone yelling” and when
staff "ran toward the sound" the resident was in
Resident #64's room and hefshe had histher
hand “around” Resident #64's right forearm and
wrist, The incident report indicated Resident #82
refused to remove hisfher hands off the resident,
so "staff had to remove™ his/her hands off
Resident #64 and escort him/her back to his/her
room.

According to the incident report and review of
hisfher record, Resident #82 was transferred to
the hospilal for an "overnight” evaluation at 8:25
PM on 06/04/2021. When he/she returned from
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the hospital the following day (06/05/2021} the
reporl indicated Resident #82 was placed on an
increased leve! of supervision; every 15 minute
checks for 7 hours, every 30 minutes for 12
hours, and every hour for 12 hours (for
approximately thirty-one (31) hours and a stop
sign was placed over Resident #64's door and the
facility psychiatrist was ordered to evaluate
Resident #82's behaviors,

According to Resident #82's medical record, the
resident returned to the facility on 06/05/2021 at
6:30 AM. Even though the report indicated
hefshe should have been on an increased level of
supervision, documentation indicated hefshe
conlinued to wander in/oul of other resident's
rooms and was difficult o redirect.

Further review of the record revealed at 8:30 AM
on 06/05/2021, Resident #82 was "walking in
front of other residents and trying to grab them
both male and female” and as he/she continued
to wander into other residents rooms and "they
start yelling and screaming.” Resident #82's
record also indicated he/she continued to wander
in/out of other residents rooms on 06/07/2021
and again on 06/10/2021.

Interview with Registered Nurse (RN) # 1, on
07/30/2021 at 9.50 AM, revealed she was
working when the incident occurred with Resident
#64 on 06/04/2021 and she natified the
Administrator, She stated even though the
resident was transferred to the hospital and
returned the following day, his/her behaviors
conlinued.

Review of Resident #82's record revealed on
06/14/2021, ha/she was evaluated by psychiatric

{F 656}
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services again and his/her chief complaints were
wandering/inappropriate behaviors, he/she was
hard to redirect, talked to him/herself and he/she
had a history of violence towards others.
According to the evaluation, the resident’s family
reported he/she had a history of violence and
slaff reported the resident would become "wild as
a buck," was hard to redirect and he/she went
into other resident rooms and residents were
"uncomforiable” around Resident #82. The
evaluation also indicated Resident #82's
treatment recommendations were "psychiatric
medication management.” However, no
medication changes were recommended during
the evaluation.

Review of another facility reporied incident, dated
06/30/2021, revealed Resident #82 wandered into
Resident #317's room. According to the report,
Resident #317 was asking the resident to leave
his/her room and Resident #317 was "holding
onto" Resident #82's wrist, Staff escorted
Resident #82 oul of his/her room, and the
resident was transferred to an inpatient
psychiatric stay on 07/01/2021 and retured to
the facility on 07/08/2021, However, according to
interviews with Registered Nurse (RN} #9 on
07/28/2021 at 9:30 PM and RN #1 on 07/30/2021
al 9:50 AM there were no changes in Resident
#82's behaviors when hefshe returned from the
hospital.

Continued review of the report revealed due to
"medical condition of Dementia and Alzheimer's
Disease" Resident #82 “inadvertently entered
room, looking for" his/her room and he/she was
transferred to the hospital for evaluation and
freatment.
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Review of Resident #82's Medication
Administration Record (MAR) dated June 2021,
revealed staff were monitoring the resident for
wandering/agitation; histher behavior moniloring
indicated no documented evidence staff
monitcred the resident for histher abusive
behaviors directed towards other residents.

Review of Resident #86's record revealed on
071312021 at 11:15 AM, Resident #86 called the
State Police because Resident #82 came in
his/her room and was exposed him/herself.
However, the record revealed the police were
informed by RN #1 that "95% of our residents had
Dementia and some do wander”. Per the record,
the RN informed the Police a resident had not
been exposing him/herself to Resident #86 or
others. The RN alse documented she informed
the Police Resident #86 "has been known to
exaggerate."

Interview with Registered Nurse (RN} # 1, on
07/30/2021 at 9:50 AM, revealed she was
working on 07/13/2021, when Resident #86
contacted the State Police. The nurse stated the
incident was reported to the Administrator;
however, the RN took no action to determine the
cause of the resident's behaviors in an attemplt to
prevent further behaviors. The RN also stated
the only way 1o monitor Resident #86's ongoing
behaviars, to ensure the safety of others, was lo
provide the resident with an increased level of
supervision; however, stated the residents
behavior was unable to be properly monitored
because the facility was short staffed.

Review of Resident #86's medical record and an
incident report dated 07/15/2021 revealed at
approximately 5.50 PM Resident #82 had
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wandered into Resident #86's room again and
“picked up” the residents shoes. According to the
report, Resident #86 pressed his/her personal
alarm provided by the facility {(exact date
unknown) and threw water on Resident #82.
Documentation also indicated a stop sign had
been implemented to prevent residents from
wandering into histher room, however Resident
#88 "frequently takes it down.” The incident report
indicated the investigation determined Resident
#82 was abused by Resident #86 because he/she
threw water on him/her when he/she entered the
residents room and steps taken to prevent further
abuse was that the facility would encourage
Resident #86 to keep his/her stop sign up when
hefshe was in his/her room.

Interview with SRNA # 18, on 07/27/2021 al 10:00
PM, revealed Resident #82 frequently wandered
into other resident’s rooms, attempted to take
their personal belongings and exposed
him/herself to other residents. The SRNA stated
these behaviors had occurred since Resident #82
was admitted. However, the aide was not aware
of any interventions implemented o protect other
residents from Resident #82's ongoing behaviors.

Observations conducted on 07/27/2021 at 1:00
PM of Resident #86 revealed Resident #86 raised
his/her sleeve and a large bruise red/purple in
color, approximately 6 x 8 inches was cbserved
to histher left upper arm, and the resident
informed the surveyor he/she sustained the
bruising when Resident #82 hit him/her with a
shoe.,

Observations conducted of Resident #82 on
07/27/2021 at 12:20 PM and at 4:20 PM revealed
he/she was wandering in the facility hallways
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going infout of other resident's rooms. Facility
staff were not observed to atlempt to determine
the cause of the resident's behaviors or attempt
to determine if the resident was hungry, thirsty or
needed to use the restroom. Afier observations
of Resident #82's wandering was observed, staff
was not observed to implement further monitoring
of his/her behaviors, as outfined in the care plan.

Review of Resident #64's record revealed
Resident #82 entered his/her room again on
07/31/2021 al approximately 4:50 AM, was going
through the residents' personal belongings and
when Resident #64 asked him/her to exit his/her
room, Resident #82 hit Resident #64 on the right
wrisl, According to the record, a small red area
was observed to his/her right wrist.

Interview with RN #8, on 07/29/2021 at 9:30 PM
and again on 08/02/2021 at 2:00 PM, revealed
she cared for Resident #82 since he/she was
admitied to the facility in May 2021, and hisfher
abusive behavior towards staff and other
tesidents had been continuous since admission.
The RN stated Resident #82 had wandered in/out
of other resident's rooms, "yelled/growled" at
other residents and created fear in others. RN #9
also stated Resident #64, Resident #322 and
Resident #86 has reported they were afraid of
Resident #82, The RN stated she felt the only
intervention which would be effeclive with
Resident #82 would be 1:1 monitoring of histher
behaviars; however, the facility was not staffed to
monitor the residents behaviors to ensure the
safety of others.

Review of nursing documentation on 08/01/2021
at 3:15 PM revealed Resident #82 was alert, and
"wandering into rooms,” approximately 10 hours
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after he/she hit Resident #64 for the second time.

Review of Resident #82's MAR, dated July 2021,
revealed no documented evidence staff
monitored him/her and the MAR provided no
documented evidence he/she exposed
him/herself to others, or he/she displayed abusive
behavior toward Resident #86 or Resident #64.

Interview with Minimum Data Set (MDS) Nurse
#2, on 08/10/2021 at 12:00 PM, revealed it was
the staff nurses responsibility o ensure resident
care plans were implemented in the facility. The
MDS nurse also staled the facility had no process
lo ensure resident care plans were implemented,
bul stated she expecled staff to ensure they were
implemented as required. The MDS Nurse stated
she was unaware why Resident #82's care plan
had not been implemented as required, but stated
it should have been.

Interview with the ADON/Interim Director of
Nursing, on 08/11/2021 al 12.00 PM, revealed
Resident #82 had exhibited ongoing behaviors,
which affected other residents in the facility. The
ADON also stated staff nurses were responsible
to ensure resident care plans were implemented
in the facility. According lo the ADON, the facility
had no process in place to ensure resident care
plans were implemenled as required.

Interview with the Administrator, on 08/11/2021 at
6:00 PM, revealed she expected nursing to
implement care plan inlerventions, to prevent
further behaviors from occurring.  However, the
Administrator stated she had no system in place
lo monilor/ensure resident care plans were
implemented when behaviors occurred in the
facility.
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4, Record review revealed the facility admitled
Resident #66 to the facility on 02/15/2021 with
diagnoses to include: Adult Failure to Thrive,
Dementia, and Atherosclerotic Heart Disease
without Angina Pectoris.

Review of Resident #66 Minimum Data Set
(MDS) Annual assessment dated 05/05/2021
revealed the resident had a Brief Interview for
Mental Status (BIMS) score of nine (9), indicating
moderate cognitive impairment. The facility had
assessed the resident to be total assist of two (2)
staff members for bed mobility. Further review of
the MDS revealed the facility had no rejection of
care during the look back period.

Review of Resident #66 Care plan, dated
04/23/2021, revealed under Aclivities of Daily
Living (ADL) Care Plan focus the facility identified
the resident required assistance with ADL's
related to decreased mobility, multiple medical
condition, and receiving hospice services. The
facility developed an intervention that stated the
resident was totally dependent upon two (2) staff
for repositioning and turning in bed, Further
review of the resident’s care plan revealed the
facility idenlified the resident was at risk for
pressure ulcers and developed inlerventions that
included following facility policies/protocols for the
prevention/treatment of skin breakdown. The
care plan did not include specifics on how often
the resident required turning and repositioning.

Review of Resident #66 "Nurse Tech Information
Kardex," not dated, revealed the resident required
assistance of two (2) staff for bed mobility, and
stated "Resident doesn't gel up”. There was no
direction how often staff should turn/reposition
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Review of Resident #66 "Hospice Plan of Care”,
daled 06/02/2021 revealed the resident was
bedridden incontinent of bowel and bladder for
more than 2 years.” According to the plan of care
the resident's skin was intact.

Interview with State Registered Nursing Assistant
(SRNA) #5, on 06/17/2021 at 10:15 AM, revealed
Resident #56 "should be turned ever two (2)
hours to keep from developing skin breakdown."
The SRNA stated she was unaware of the
location or content of Resident #66's care plan or
Kardex (nurse aide care plan). When asked how
lhe SRNA knew the care the resident required,
she was unable to provide details and stated, she
“"thought all residents should be turned every 2
hours™.

Interview with the MDS Coordinator, on
06/18/2021 at 3:50 PM, revealed she was
responsible for developing the care plan. The
MDS Coordinator stated residents requiring
assistance with bed mability needed a care plan
with interventions to turn and reposition every two
(2) hours as the resident would be at high risk for
pressure ulcer development. The MDS
Coordinator reviewed Resident #66's care plan
and could not find the intervention to turn and
reposition the resident. The MDS Coordinator
stated the care plan for Resident #66 should have
included that intervention (lurn and reposition).
She further staled the Care Plan would trigger the
State Registered Nurse Aide (SRNA) care plan;
therefore, because the intervention was not on
the Comprehensive Care Plan, the intervention
did not carry over on the SRNA care plan,
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Interview with Director of Nursing (DON) on
06/19/2021 at 12:29 PM revealed all residents
should be turned and repositioned every two (2)
hours. She stated if residents were not
repositioned, the outcome could be skin
breakdown. The DON stated the SRNA should
have turned Resident #66 every two (2) hours
and the RN should have been observing to
ensure the resident was turned. She further
stated she was unaware of any concerns with
turning and repositioning residents,

“*The facility alleged the following was
implemented lo remove Immediate Jeopardy
effective 09/26/2021:

1}. Braden Scale Assessments were completed
on all residents by facility nurses on 08/28/2021
and comprehensive full body skin assessments
were completed on all residents on 09/11/2021.
The facility utilized the Braden Scale Assessment
and comprehensive full body skin assessment to
review and update care plans of residents who
had pressure injuries by 09/17/2021.

2}. The wound care physician evaluated Resident
#65 on 08/25/2021. Staff assessed and
measured all pressure injuries, and staff
evaluated all current treatments and reported
them to the Medical Director/Physician #1 by
09/17/2021.

3). Beginning 09/17/2021, upon admission a skin
assessment and Braden Scale assessment will
be completed, and the baseline care plan will be
developed within 48 hours to include any
pressure ulcer or potential for pressure ulcer. A
comprehensive care plan will be developed within
21 days of admission to include pressure ulcers
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or potential pressure ulcers and include
intervenlions to prevent pressure ulcer
development or worsening of pressure ulcers.

4). Residents #45, #65, #308, #309, #311, #314
and #320 were bathed including a shower, nail
care and moisturizing lotion applied post shower,
and assisted with dressing in clean appropriate
clothing. Clean linens were placed on the
residents' beds on 09/11/2021. The residents
were evaluated by social services on 09/15/2021,

5). All residents were offered a shower and
interviewed to obtain shower/hygiene preferences
by the Director of Nursing (DON} or designee.
New bath/shower schedules were implemented
by nursing staff to accommodate resident
preference. Resident preferences for hygiene
were oblained and incorporated into resident care
plans and State Registered Nurse Aide (SRNA)
care plans by the Regional Nurse Consultant
were completed on 09/13/2021.

6). On 08/28/2021, the Registered Dielitian (RD)
began reviewing all residents’ diets and made
recommendations for meal changes or
supplements to promote healing and to address
any weight loss issues.

7). All residents with the diagnoses of Diabetes
and Chronic Obstructive Pulmonary Disorder
(COPD), Asthma and Pneumonia were assessed
by licensed nurse and/or Respiratory Therapist
with no concerns were identified completed
08/13/2021.

8). The Regional Nurse reviewed all residents
with orders for glucose monitoring by (7/30/2021
and orders were amended to include mandatory

{F 656}
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entry of glucose values on the Medication
Administration Record (MAR).

9). The Regional Certified Dietary Manager
{CDM} observed the meal service for breakfast,
lunch and dinner on 09/11/2021, all three meals
were delivered on time.

10). Direct Care staffing was increased through
recruilment efforts with additional staffing
provided through agency and travel contracts,
Direct care nursing staff schedules for the next
day will be reviewed daily by the Director of
Nursing and the Administrator to ensure staffing
levels are adequale lo meet the acuity of the
residents. The staff will be validaled as present
on the unit at the start of each shift by the
Director of Nursing, Nursing Supervisor,
Administrator or designee. Direct care nursing
staff call offs will be replaced by calling other
qualified staff o see if they can fill the opening,
and/or calling agencies to see if they have
qualified staff to fill the opening. If direct care staff
cannol be replaced the Director of Nursing,
Assistant Director of Nursing, or member of the
nursing management team will fill the shift. If
appropriate staffing levels cannot be met, the
center will prioritize resident care that can be
achieved during emergency staffing, prioritize
required task including adminisiration of
medication, no showers- sponge baths, care
provided to inconlinent residents, turn residents
that cannot turn self, meals served timely, and
assist residents with meal i needed.

11). The facility has increased dietary staffing
through recruitmenit efforls and appropriate
staffing levels have been achieved to ensure
meals are prepared and delivered timely.
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12). On 08/11/2021, all residents including #64,
#86 and #322, were reassessed for psychosocial
and physical forms of abuse with Brief Interview
for Mental Status (BIMS) score of eight (8) or
above and skin integrity reviews for residents with
BIMS less than eight {8} were completed by
Licensed Nurse. Residents with a diagnosis of
Dementia had their Care Plan reviewed and
revised, as necessary by the Minimum Data Sel
{MDS} Coordinator on 09/07/2021. No new
residents were idenlified as indicating any
psychosocial and/or physical harm,

13). The Regional Nurse Cansultant completed a
wandering risk assessment on alt residents by
08/16/2021. All residents who were identified as
at risk for wandering had care plans reviewed and
updated by the MDS Coordinator. A list of all
identified aclive wander risk residents were
placed at each nursing station with a list of
potential intervenlions for nursing to reference.

14). Residents #39, #65, #81, #90, #330 and
#332 were weighed by 09/17/2021. The
Registered Diefician (RD) completed a
comprehensive nutrition assessment and RD
recommendations were reviewed for
recommendations by the Director of Nursing
(DON) or designee on 09/17/2021, Further, the
DON or designee, spoke with the attending
Medical Dactor (MD) and validated the diet orders
and recommendations, Recommendations were
entered into the electronic medical record and on
the tray card. The Registered Dietician and
Director of Nursing (DON}, reviewed diet orders
in electronic medical record to ensure both the
record and fray card reflected accurate
information on 09/17/2021.
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