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cathelers, enteral feeding tubes, contractures,
physical restraints, medicalion usage, risk
management, infeclion control, hospital
readmission rale, rehabilitalion management,
social services, concerns of grievance, activities,
resident council, and family council concems,
grievances, admissions, discharges, census, slaff
development, vacant positions, employee
orientalion, dietary variances, tray audit report,
weight loss, work injuries, terminations,
employees on family medical leave, a 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 fimited to, the topics presented during the
meeting.

31). The Regional Director of Operations and
Vice President of Operations met with the
Adminisirator, the DON, and the Medical Direclor
on 09/16/2021 regarding the duties of the
Governing Body, including selting 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 fo identify root
causes with the utilization of the five (5) why
approaches and, auditing systems per the QAPI
Calendar. The Administrator will notify the
medical Director of fulure QAPI Commitiee
meetings.

32). The Administrator will collect all monitoring
reports before each QAPI Committee meeting
beginning 09/15/2021 for review to ensure
compliance with the deficiencies cited during the
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09/10/2021 survey. QAP) Meetings were held on
09/16/2021 to discuss abatement and develop
interventions to remove the jeopardy. The facility
implemented QAPI meelings weekly, times four
(4) weeks, as needed, and monthly. The
Administrator will forward all QAPI Meeting
minutes to the Gaverning 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 commiltee will review the
audits at the QAP meetings. Committee for
review, The Administrator oversees the QAPI
Committee, The QAPI Committee consists of the
Direclor of Nursing, Administrator, Medical
Director, Social Services Diractor, Activilies,
Clinical, Therapy, Maintenance, Dietary and
Environmental Services.

33). The Governing Body will provide the facility's
Administrator with resources and education
materials for QAPI, including but not limited to the
QAPI Tool Kit. QAPI al a Glance, and a resource
guide to effectively implement the QAPI 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 QAFPI Committee meetings to weekly for four
(4) weeks and, as needed effective 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 demonsirated.

35). All nursing staff were educated by the
Director of NMursing, MDS Coordinator, or
designee on proper weighing techniques,

FORM CMS-2567(02.-99) Previous Versions QObsolete

Event IO ELKE412

Facility I8 10559

If conlinuation sheet Page 1104 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/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 PRQVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

200 NURSING HOME LANE

PARKVIEW POST-ACUTE AND REHABILITA CENTER
ST TION CEN PIKEVILLE, KY 41501

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION {X8)
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 880} | Continued From page 1,104 {F 880}

obtaining, documenting, and reporling weight
changes lo the Registeraed Dietician by
09/17/2021.

36). On 09/13/2021, the Regional Certified
Dietary Manager (CDM) educated the Dietary
Manager on the provision of timely nutritional
assessment to ensure diel 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 enler
resident diel orders into the tray care system. If
the nurse enters the order, the nurse will send a
written communication to the dietary staff,
including diet and texture. In the morning 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 fo 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 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 by 09/17/2021. The facility nursing
staff will call or email the Regislered Dietitian,
Physician, and Resident Representative of any
new skin changes.

FORM CMS-2557(02-99) Pravious Versions Obsolgte Event ID ELK412 Facility 10 100599 Iif continuation sheet Page 1105 of 1150




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

FORM APPROVED
__CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A BUILDING COMPLETED
R
185256 Y 09/30/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS CITY, STATE, ZIF CODE
PARKVIEW POST-ACUTE AND REHABILITATION CENTER 200 NURSING HOME LANE
PIKEVILLE, KY 41501
(X4)10 SUMMARY STATEMENT OF DEFICIENCIES (1] 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 880} | Continued From page 1,105 {F 880}

39). The DON or designee educated all staff on
timely call light response. In addition, direct care
staff, including nurses and certified nursing
assislants, were provided education 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 Director of
Nursing educated all licensed nursing staff, the
Registered Dietician, the Social Service Director,
and the MDS Nurses on entering new care plans
into the electronic medical record, including goals
and interventions. In addition, the Regional
Director of Nursing educated staff to update the
existing 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 addilion, on 08/12/2021, the DON
and/or 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, nofification of the
physician and following physician orders. The
facility licensed nursing staff will not be allowed to
waork 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 interventions 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 ongoing 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 off” procedure. The
call-off procedure for the facility included: in the
event a person needs to call out of work for
dayshift, they are to 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 notify their immediate supervisor four hours
before the slart 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 stafiing 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). Al staff were provided re-education by the
Administrator and/or designee on 08/12/2021 on
the process of identifying, preventing, and
reporling abuse, as well as identifying and
implementing immediate interventions for
wandering residents,

45). All nursing staff were educated by the
Director of Nursing, MDS Coordinator, or
designee on proper weighing techniques,
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obtaining, documenting, and reporting weight
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 diet orders into the
elecironic medical record, the nurse entering the
order will send the written communication to the
dietary staff. The Dietary Manager will enter the
order into the tray care system. The facility will
review diet orders fraom the previous day in the
clinical meeting to ensure accuracy.

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

47), As of 09/15/2021, the Regional CDM
compleled 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
proceduras, appropriate scoop sizes, andfor
portion sizes.

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

49), All staff were provided re-education by the
DON and/or designee by 09/17/2021 on the
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COVID-19 policy/guidelines, handwashing,
donning/doffing Perscnal Protective Equipment
{PPE), 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 nol working. During the QAPI meeting on
08/12/2021, the Covid-19 policy, the
handwashing paolicy, donning and dofiing PPE,
red and yellow zones, and monitoring residents
for signs/symptoms 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
symplom 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, cbtaining the anticipatad
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 conversation,
and new orders from the MD in the electronic
medical record. All other licensed nursing staff
will be provided training as scheduled for shifts.
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52). On 09/25/2021, the DON /Regional Nurse
Consultant educated all licensed nursing staff,
including new hires and/or agency siaff, on the
use of the emergency medication kit, the system
in place faor ensuring medications are in-house, or
notifying the physician for new orders for new or
re-admitting residents, including on weekend and
after-hours.

53). The Interim Administrator 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
whao 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) months 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 to prevent 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 effeclive 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
effective 09/13/2021, then weekly for one (1)
manth. Staff will review Progress notes for
Saturday and Sunday on Monday, The Nursing
Supervisor conducted audits to ensure any new

(F 830}
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areas of skin impairment identified had a care
plan implemented o include new interventions.

57). Beginning on 09/11/2021, the facility's
leadership staff 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 to 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 shifis. Leadership
staff will conduct ten (10) call light abservations
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 morning meeting.
The facility reviewed any acute change in
respiratory status for Physician notification and
implementation of any physician order, Care
Plans were reviewed and updated as needed.
Audits will be daily for one (1) week, then five (5)
times a week for four (4) weeks.

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

61). 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, and/or Designee will monitor new
admissions and re-admissions to audit baseline
care plans for completion, accuracy, and review
wilh 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
to 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 amriving 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 knowladge with a verbal
quiz of identification and assessment of residents
with a change in respiratory status, identifying
signs/symptoms of hyperglycemia/hypoglycemia,
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the facllity's diabetic protocol, documenting a
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 clinical
maorning meeting. The DON/designee will review
any blood sugar results oulside of the normal
range for MO natification 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
resident was immediately assessed by licensed
staff. Any variance or identified concerns will be
addressed immediately. Audits will be daily for
ane (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
queslionnaire on abuse and identification of
residents with wandering behavior to determine
the proper reporting of abuse across all shifts and
unils, 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.

&7). Beginning on 08/13/2021, the Director of

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION {x3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER COMPLETED
A. BUILDING
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} ID 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 880} | Continued From page 1,112 {F 880}

FORM CMS-2567(02-%9) Pravious Versions QObsolate

Event D ELK412

Faality (D 100599

If continuation sheet Page 1113 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/SUPPLIER/CLLA {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 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 D PROVIDER'S PLAN OF CORRECTION (x8)
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 880} | Continued From page 1,113 {F 880}

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

68). Beginning on 08/13/2021, the Sacial
Services Director or designee will perform
random interviews of residents with a BIMS score
of eight (B) 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 concerns
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 diettray 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 amive at the unit, management staff will
assisl in passing frays to ensure residents receive
meal trays, and certified nursing assistants assist
residents promptly. The Dietary Manager or
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designee will audit the time it takes to pass meal
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 info the diet/tray card
system for listing on their tray cards beginning
09/16/2021. Review of food preferences will be
completed 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 (MR} Director against time clock
punches to ensure screening before beginning
their shift, Audits will be completed Monday
through Friday for four (4) weeks by the HR
Direclor, 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 preventionisi. 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
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for eight (B} weeks, five (5) limes weekly for four
(4) weeks to audit infection control compliance on
differing shifts and units. Audits will include
observation of handwashing; isolation signage
and zones; donning/doffing {putting an/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 aclive script is on file
beginning 09/23/2021. Staff will notify the
physician within two (2) days of the prescription's
expiration.

75). The Regional Nurse Consultant, Pharmacy,
and/or 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 ulilized 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, ihe Administrator
and/or DON will be responsible for monitoring
nursing staff daily for four (4) weeks to ensure
adequale staffing is maintained.

FORM CMS-2567(02-99) Previcus Versions Obsalela Event ID ELK412 Facikty ID° 100599 If eontinuation sheet Page 1116 of 1150




PRINTED: 01/31/2023

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NOQ. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A. BUILDING COMPLETED
R
185256 8. WING 09/30/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

200 NURSING HOME LANE

PAl E ON C
RKVIEW POST-ACUTE AND REHABILITATI ENTER PIKEVILLE, KY 41501

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION X%
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTIZN SHOULD BE COMPLETIZN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OarE
DEFICIENCY)
{F 880} | Continued From page 1,116 {F 880}

78). Beginning 09/11/2021, the Administrator and
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 conducled beginning
09/23/2021 to monitor for residents’ cﬁange of
condition and identification of need for "Stop and
Watch” (change of condition) communication.

81). Beginning 09/11/2021, the Administrator or
designee performed interviews of residents with a
BIMS score of eight (8) or greater to 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 Administrator or
designees weekly until immediate 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-to-Toe Skin Assessments
revealed slaff assessed all residents in the facility
on 09/11/2021. A review of the skin assessments
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
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the resident's current pressure injuries. The
facility compleled the review on 09/17/2021.

A review of the facility’s census on 08/28/2021
revealed staff assessed all residenls at risk for
pressure ulcers with the Braden Scale. Interview
with the Regional DON on 09/30/2021 at 4:17 PM
revealed she completed head-to-toe skin
assessment on all residents on 09/11/2021, She
further revealed that the facility identifiad twenty
(20} total pressure injuries. She further stated that
the facility completed the Braden Scale
assessments on all residents on 08/28/2021.
Continued interviews revealed the
Interdisciplinary Team utilized the skin
assessments and Braden Scale assessments to
update the residents' care plans. She stated that
Resident #65, #324, #45, #14, #357, #27, #74
and #358's care plans were updaled lo reflect
current pressure injuries by 09/17/2021. Interview
with MDS Nurse #1 on 09/30/2021 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 08/15/2021 with Therapy Personnel,
the Registered 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 Interdisciplinary 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 (DTI) to the left and right heels;
and a skin tear to the left inner leg. Review of

{F 880}
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Resident #65's wound care note dated
08/26/2021 at 9:00 AM, revealed the sacrum
wound measured, "13 cm {centimeter) (lengih) 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) to the left superior calf
measuring 1.2 cm (length) by 1.4 em (width) by
0.1 cm (depth), slage one (1) to the right hip
measuring 2.5 cm by 2 cm by less than 0.1 ecm,
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 em by less than
0.1 em, 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 protectors while in bed, diet as ordered,
weekly documentation of the wound, an air
matiress fo bed, nutritional supplements. and
lurning/repositioning. Observation of wound care
for the sacral pressure ulcer on 09/29/2021 at
10:21 AM revealed the wound measured 13 cm
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 unaveidable. On
09/28/2021, Resident #55's family declined
in-house wound care visits. Further review of the
record revealed on 09/29/2021, staff notified the
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physician of the decline in the resident's wound
with no new orders, The resident was diagnosed
with Failure to Thrive.

3). The facility admitted Resident #355 on
09/10/2021, 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 {o 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 residenls appeared clean,
well-kempt, and clean linens were on the
residenis’ beds. Interviews with the residents
during the time of the observations revealed no
identified concerns. A review of Progress Notes
for Residents #45, #55, #308, #308, #311, #314,
and #320) revealed the Inlerim Social Service
Director interviewed the residents on 09/15/2021
and had no concerns with resident hygiene.
Interview 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
with no identified concerns regarding hygiene.
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5). Observation of residents during the initial tour
on 09/28/2021 from 1:33 PM to 2:32 PM revealed
ho identified concerns. Interviews and record
reviews revealed Residents #45, #65, #308,
#3089, #2311, #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 residenl’s preference. Interview with
the Vice President of Operations on 08/30/2021
at 4:10 PM revealed she assisted with obtaining
resident preferences. She slated 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
showerthygiene preferences were honored.

8). Interview wilh the Dietician on 09/30/2021 at
3:53 PM revealed she hegan reviewing all
resident diets on 08/28/2021. She further stated
that she implemented new and/or additional
recommendations 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/
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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
06/29/2021 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 Respiralory 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 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 Resideni #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
slated 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
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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 stafiing for
09/28/2021 from 6:00 AM to 6:00 PM revealed
two (2} licensed nurses and three (3) nursing
assistants 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 06/29/2021 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 09/29/2021 from 8:11 AM
to approximately 6:00 PM and 09/30/2021 from
7:55 AM to 5:17 PM, revealed call lighls were
being answered timely, residents appeared
tleanfwell-groomed, staff was offering and
assisting residents with baths/showers,
turning/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:

LPN (Licensed Practical Nurse) #6 on 09/30/2021
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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
(SRNAJcertified 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 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 staffing had improved, and each
stafl member revealed they had time to perform
duties as assigned.

11). Review of lhe 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, ane (1} prep cook, two (2)
day aides, and two {2) evening aides.
Observation of the kitchen on 08/28/2021 at 2:26
PM reflected the staffing was accurate per the
schedule. Interview with Cook #3 on 09/28/2021
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 assessmenls 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 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 #64, #86,
and #322. Interview with Resident #322 on
09/29/2021 at 11:54 AM revealed no concerns
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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. Inlerview
with the RDON on 09/3072021 at 4:17 PM
revealed she completed skin assessments on
08/11/2021, for all residents, with the assistance
of licensed nursing staff. No concems were
identified. A review of audits compleled by the
Social Service Director (SSD) for residents with a
BIMS scare of eight {8) or above revealed no
identified concerns.

13). A review of assessmenls 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
interventions for each resident identified at risk.

14). Review of Resident #39, #65, #81, #90, #330
and #332's medical record revealed alt 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 #90 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 09/30/2021 at 3:40 PM, the
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Regional DON on 09/30/2021 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 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 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 #18 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 concems. The zones 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 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 tested for
COVID-19 with no identified new cases. Further
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review of resident tesling 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
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 al 11:55 AM and 09/30/2021 at
12:58 PM, RN #4/Mjound 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 09/25/2021 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 09/25/2021 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
Direclor/Dietary Manager #3 on 09/30/2021 at
1:30 PM revealed the facility is lesting 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
tested revealed tested is being conducled two (2)
times weekly,

20). Review of Resident #329, #328, #311, #65
and #90's medical record revealed that each
resident had COVID-19 monitoring orders
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implemented. In addition, review of each
residenl'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, Resident #324, Resident #326
and Resident #351's medications were reviewed
for usage and appropriale administralion times by
the physician on 09/23/2021.

22). Observation of a medication pass on
08/29/2021 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 narcolic count on 5th
floor on 09/30/2021 at 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
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 reviewad. The facility
would communicate any changes or continuance
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administration team.

guidance to the pharmacy within 72 hours. The
Director of QOperations 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
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 medications
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 Caonsultant
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 al 8:09 AM revealed no identified
concerns with missing medications.

26). Review of a QAPI signature sheet revealed
the facility conducted a meeling on 08/12/2021
with the Regional DON, Regional Nurse
Consultant, Human Resources, SSD #2, Medical
Recards, the Housekeeping Supervisor, 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
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27). Interview with the Vice President of
Operations on 09/30/2021 at 4:10 PM and
Interview with the Interim Administrator on
05/3072021 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
commitlee, including the Regional Nurse
Consultant on 09/30/2021 at 3:.40 PM, revealed
procedures for confacting staff for call-ins,
answering call lights, ADL Care, serving and
delivering meal trays timely, incontinence care
and turning/repositioning were reviewed on
08/15/2021.

29). 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, and
the Med-Net Concepts Nurse Consultant on
(9/28/2021 at 3:00 PM revealed the facility
conducted a conference call to review the
lollowing: (1) the oulcomes of the survey, (2)
expectations and roles of the Governing Body as
outlined in the Rules and Regulations, (3}
delermined a plan for the following
communication/monitoring tools: Infection Control
and COVID-19 isalation, 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,
effective Pharmacy Services, dealing with abuse
and neglect effectively, sufficient staff, providing

{F 880}
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appropriate ADLS, and praviding a functioning
QAPI committee.

30). Interview with the Interim Administrater 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 QAPI
meetings. The plan included pressure ulcers,
Foley catheters, enteral feeding tubes,
contractures, physical restraints, medication
usage, risk management, infection control, 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, terminalions, 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 an
(:9/30/2021 at 1:39 PM, MDS Nurse #2 on
09/30/2021 at 1:31 PM, Regional Cerlified 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
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09/30/2021 at 1:18 PM, Housekeeping
Supervisor on 09/30/2021 al 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). 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
Director 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 sefting
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 collecled all
monitoring reports before each QAP| meeting
and reviewed the data for compliance. A review of
(AP 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
Regional Nurse Consultant on 09/30/2021 at 3:40
PM revealed they were members of the
governing 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
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PM revealed the governing body provided the
Administrator with resources and education
material for QAPI. Further interviews revealed the
governing body would meet quarierly 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 QAP| 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,
Regional Cerlified 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 Central Supply on 09/29/2021 at
2:40 PM revealed they had paricipated 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 at
3:25 PM revealed he participated 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 meeling attendance
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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 #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, LPN
#11 on 09/30/2021 at 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
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 to the Registered Dietician
(RD). Interview with Regional DON on 09/30/2021
at 4:17 PM revealed staff was provided with
education on 09/17/2021 on proper weighing
techniques, obtaining, documenting, and
reporting weight changes to the Registered
Dietician.

36). Interview with Former Aclivities Director and
current Dietary Manager on 09/30/2021 at 1:30
PM revealed she received education on
09/13/2021 by the Regional Certified 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

{F 880}
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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 Aclivities Director/Dietary Manager #3. In
addition, she stated that she had been on site to
provide additional assistance during the transition
lo 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 #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, 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 turning/repositioning, range of
motion 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 staff with education
beginning on 08/19/2021 regarding
turning/repositicning, 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 #8
on 09/30/2021 at 12:44 PM, LPN #7 on
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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, SRNA#1 on
09/25/2021 at 3:40 PM, SRNA#11 on
09/25/2021 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 al 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 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 4:17 PM
revealed they educated staff on pressure uicer
prevention including turning/repasitioning,
adequale hydralion and nulrition, 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 Supervisar on
09/30/2021 al 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 09/28/2021 at 8:34 AM,
Central Supply on 09/29/2021 al 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 Activities
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 #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
08/28/2021 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 Activities Director/Dietary Manager #3 on
09/30/2021 al 1:30 PM revealed they received
educalion 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 at 11:55 AM and
09/30/2021 at 12:58 PM, RN #4/Wound Care
Nurse an 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
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education on ensuring new care plans were
eniered 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
CONncerns.

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
09/25/2021 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 af 4:10 PM,
SRNA #21 on 09/29/2021 at 3:04 PM, SRNA #22
on 09/25/2021 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 respiralory stalus and
on identlifying signs/symptoms of
hyperglycemia/hypoglycemia, facility diabetic
protocol, documenting resident change in
condition, documentation of blood sugar in the
medical record, notification of the physician and
following physician orders. In addilion, 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
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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 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 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 Aide on
08/29/2021 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 were educated on the
process of identifying, preventing, and reporting
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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 #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
reporting of weight changes to the Registered
Dietician. In addition, an interview with the Dietary
Manager on 09/30/2021 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 inlo the electronic medical record, the
nurse entering the order will send a writien
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
established national guidelines to reflect religious,
cultural, and ethnic needs of the population.

47). Interview with the Dietary Manager on
09/30/2021 al 1:30 PM revealed she received
education on obtaining food preference, facility
tray card system, order placement for meals,
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snack/hydration pass, appropriate 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
(:9/29/2021 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 dielician's
recommendations for dietary orders.

49). Interview with the Interirm 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
08/30/2021 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 Markeling 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 08/30/2021 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, 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 3:20 PM, SRNA #19
on 09/29/2021 at 4:10 PM, SRNA #21 on
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09/28/2021 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 Direclor/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 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
09/30/2021 revealed no identified concerns with
the COVID-19 policy/guidelines, handwashing,
donning/doffing Personal Protective Equipment
{PPE), or the yellowfred 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 10:31 AM revealed
they had received education entering 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-18 symptorn 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-19 symptom monitoring entered in the
resident orders. In addition, a review of Resident
#3290, #328, #311, #65, and #90's medical
records revealed each resident had COVID-19

{F 880}
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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
meadication, 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 1o obtain the medication,
obtaining the anlicipated medication delivery time,
notifying the physician if an orderad 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 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 adminisiration room was equipped
with an emergency medication kit. Interview with
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LPN (LPN}) #9 on 09/30/2021 at 2:27 PM revealed
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
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 (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
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 08/29/2021 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
were educated on the Interim Administrator's
conlact 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 title of
Abuse Coordinator posted throughout the facility.

54). Review of audits beginning 09/17/2021 of
weekly head-to-toe skin assessments revealed
no identified concerns. Observation of Resident
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#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
oh 09/30/2021 at 5:05 PM revealed the QAPI
leam discussed all audits in QAPI meetings,
including new and/or warsening pressure injuries
and interventions implemented.

55). Interview with Central Supply on 09/29/2021
at 2:40 PM revealed she completed the audits of
all laboratory supplies on 08/28/2021. She further
revealed that the audils 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
09/30/2021 at 4:17 PM, and DON #2 on
09/30/2021 at 3:20 PM revealed progress notes
were audiled during morning clinical meelings to
ensure all new areas of skin impairment had
been care planned with interventions o address
the area of concern. A review of audits revealed
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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 audils 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 repaositioned.

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
monitoring, and monitoring call light response
times including the length of time call lights go
unanswered. Interviews revealed any calf
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 audils of
respiratory assessmenls and SBAR
communication Monday through Friday in the
clinical meeting. She further revealed that she
assessed lo ensure that any acute change in
respiralory status and/or SBAR assessments
completed had physician notification 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
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plans updated as indicated. A review of audits
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 fo 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 lo the facility were
being reviewed during the morning clinical
meeling 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
MODS Nurse #1 on 09/30/2021 at 1:39 PM
revealed new/admission baseline care plans were
being updated as needed in moming meetings.

62). Interview with MDS Nurse #1 an 09/30/2021
at 1:39 PM revealed new admission baseline care
plans were being audited Monday-Friday for
completion, accuracy, and to ensure a review
was conducted with the resident and/or
responsible party within 48 hours of
admissionfre-admission. Further interviews
revealed the audils were conducted Monday
through Friday. A review of the audits completed
revealed they included resident name, admission
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date, 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 idenlified concerns. Interview with
the Regional Cenlified 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
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 respiralory stalus,
hypofhyperglycemia, 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 05/30/2021 at 3:20 PM, and MDS Nurse #2
on 09/30/2021 at 1:31 PM r
{F 925} | Maintains Effective Pest Control Program {F 925} 11/30/21
SS=E | CFR(s): 483.90()(4)

§483.90(i}{4) Maintain an effective pest control
pragram so that the facility is free of pests and
rodents.

This REQUIREMENT is not met as evidenced
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Based on observation, interview, and a review of
the {acility's policy for pest contral, it was
determined the facility failed lo have an effeclive
pest control program to ensure the facility was
free of pest. Gnats were observed during the
survey on 06/15/2021 and 06/16/2021 in resident
haliways, and in residents' rooms.

The findings include:

Review of the facility's pest control policy titled,
"Pest Control" with a revision dale of May 2008,
revealed the facility shall maintain an effective
pest control program and maintain an on-going
pest control program to ensure that the building
was kept free of pest. Further review of the policy
revealed pest control services were provided by
an outside company and that maintenance
services assisted in providing pest control
services.

Observation during the initial tour on 06/15/2021
at 2:24 PM revealed multiple gnats observed in
resident room 414,

Observation of the fourth floor hallway on
06/16/2021 at 9:18 AM revealed a gnat near
resident room 406,

Observation of room 414 on 06/16/2021 at 1:06
PM revealed a gnat observed in the room of
Resident #92, who was eating lunch,

Observation on 06/16/2021 at 1:07 PM, revealed
a gnat was observed in room 416 near Resident
#74, who was eating lunch.

Observation of Resident #339's room, an

F 925 Maintains Effective Pest Conirol
Program

Criteria 1: a) There are no gnals
observed in room #414.

b} There are no gnals
observed in room #406.

c) There are no gnals
observed in room #416.

d) There are no gnats or flies
observed in room #339.

Criteria 2: The contracted pest control
service provided treatment for the
elimination of gnatsflies for the entire
facility weekly starting on 7/28/21. Dates
pest conirol came in are: 8/24/21,9/13/21,
9/21/21, 9/28/21, 10/5/21, 10712421,
10719721, 11/2/21. Starting 10/19/21 pest
control is coming every other week.

Criteria 3: The Director of Maintenance
and Director of Housekeeping have
received in-service education by the
Administrator on the need to monitor for
and report the presence of any insects,
including gnats/flies so that the contracted
pest control service can be immediately
contacted for treatment on 11/21/21

Criteria 4: Starting 11/24/2021 the
Maintenance Director and/or
Housekeeping Supervisor and/or a
designee for either will review patient
rooms at least once a week x4 weeks
then monthly for 2 months for the
presence of any insects, including
gnatsfflies. Audits will be reviewed
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{F 925} | Continued From page 1,149 {F 925}

08/05/2021 at 2:08 PM, revealed gnats and flies monthly in QAPI x3 months then quartery

around the resident’s bed and the over bed table. until in substantial compliance

An interview was attempted with Resident #339;

however, the resident declined. Criteria 5: Date of compliance;

1113072021

Interview with Registered Nurse (RN) #8, on
(08/05/2021 at 2:08 PM, revealed Resident #339's
room always had gnats and flies.

A group interview conducted on 06/16/2021 at
10:13 AM with five (5) alert and oriented residents
who resided on the third, fourth, and fifth floors
revealed the residents had complained that the
facility had a problem with gnats,

Interview with the Maintenance Director, on
06/19/2021 at 10:22 AM, revealed the lab treated
the facility monthly for pest control. Review of
the Invaoices revealed the lab had treated the
facility for gnats on 06/17/2021, 05/27/2021, and
04/30/2021. Further interview with the
Maintenance Director revealed if he observed
gnats he would try to get rid of the gnals by
treating the drains. According to the Maintenance
Director, if the gnats were in a resident's room
"real bad" he would place traps in the room to
control the gnats. Further interview with the
Maintenance Director revealed if the pest control
was ineffective, gnats could get on residents’ food
or wounds and cause illness or infection.

Interview with Administrator, on 06/19/21 at 1:30
PM, revealed she had started employment at the
facility the first of June 2021. She stated she
had a discussion with housekeeping staff related
to gnats and a potential problem of insects in the
buildingffacility. The Administrator slaled the
exterminator had been in the facility yesterday.
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PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
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1D PROVIDER'S PLAN OF CORRECTION
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{X5)
COMPLETION
DATE

K 000 | INITIAL COMMENTS

CFR: 42 CFR §483.70 (a)

BUILDING: 01

PLAN APPROVAL: 1989

SURVEY UNDER: 2012 Existing

FACILITY TYPE: SNF/NF

TYPE OF STRUCTURE: Five story, Type Il (222)
SMOKE COMPARTMENTS: 13

COMPLETE SUPERVISED AUTOMATIC FIRE
ALARM SYSTEM

FULLY SPRINKLERED, SUPERVISED (WET
SYSTEM)

EMERGENCY POWER: Type Il diesel generator

A standard Life Safety Code survey was
conducted on 06/16/2021. The facility was found
to be in compliance with the requirements for
pariicipation in Medicare and Medicaid Title 42,
Code of Federal Regulations, 483.70(a) et seq
{Life Safety from Fire). No deficiencies were
identified during the survey

K 000

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE S SIGNATURE

TITLE

(X6) DATE

Any deficiency statement ending with an asterisk {*) denotes a deficiency which the institution may be excused from correcting providing it is determined that

other safeguards provide sufficient protection to the patients . (See instructions } Excepl for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of comrection is provided  For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available lo the facility. I deficiencies are cited, an approved plan of correction is requisile to confinued
program participation
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E 000 ' Initial Comments E 000

An Emergency Preparedness survey was
conducted on 06/16/2021. No deficient practice
was identified related to 2 CFR 483.73
Emergency Preparedness.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6} DATE

Any deficiency statement ending with an asterisk (") denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes the findings stated above are disclosable 90 days
foliowing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility If deficiencies are cited, an approved plan of carrection is requisite to continued
program participation
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