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The following citations represent the findings of a
Health Resurvey and Complaint Investigation
#KS00178941.

The 2567 was sent electronically on 06/27/23.

F 623 | Notice Requirements Before Transfer/Discharge F 623
SS=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 notice 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 notice.

(i) Except as specified in paragraphs (c)(4)(ii) and
(c)(8) of this section, the notice 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.

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

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

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

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

(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) A resident has not resided in the facility for 30
days.

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

(i) The reason for transfer or discharge;

(i) The effective date of transfer or discharge;
(iii) The location 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
telephone 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 responsible for
the protection and advocacy of individuals with
developmental disabilities established under Part
C of the Developmental Disabilities Assistance
and Bill of Rights Act of 2000 (Pub. L. 106-402,
codified at 42 U.S.C. 15001 et seq.); and

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

§483.15(c)(6) Changes to the notice.

If the information in the notice changes prior to
effecting the transfer or discharge, the facility
must update the recipients of the notice as soon
as practicable 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 notification 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(1).

This REQUIREMENT is not met as evidenced
by:

The facility identified a census of 36 residents.
The sample included 12 residents with one
resident reviewed for hospitalization. Based on
observation, record review, and interviews, the
facility failed provide written notice of transfer with
the required information to Resident (R) 90 and/or
to their legal representative in a practicable
amount of time. The facility also failed to send
notification to the office of the state Long-Term
Care Ombudsman of the facility's transfers and
discharges. This deficient practice had the risk of
miscommunication between facility and
resident/family and possible missed opportunity
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for healthcare service for these residents.
Findings included:

- R90's Electronic Medical Record (EMR) from
the "Diagnoses" tab documented diagnoses of
history of a traumatic brain injury (usually results
from a violent blow or jolt to the head or body)
and chronic obstructive pulmonary disease
(COPD- progressive and irreversible condition
characterized by diminished lung capacity and
difficulty or discomfort in breathing).

The "Annual Minimum Data Set" (MDS) dated
11/02/22 documented a Brief Interview of Mental
Status (BIMS) score of 14 which indicated intact
cognition. The MDS documented that R90
required extensive assistance of two staff
members for activities of daily living (ADLs).

The "Quarterly MDS" dated 04/26/23 documented
a BIMS score of 15 which indicated intact
cognition. The MDS documented that R90
required extensive assistance of two staff
members for ADLs.

R90's "ADL Functional/Rehabilitation Potential
Care Area Assessment" (CAA) dated 11/14/22
documented R90 required extensive assistance
of two staff for ADLs.

R90's "Care Plan" dated 11/16/22 documented
R90 planned to remain at the facility.

Review of the EMR under "Progress Notes" tab
revealed documentation:

A "Nurses Note" dated 06/07/2023 at 04:13 AM
documented R90 had change in condition and
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was sent to the hospital for evaluation and
treatment.

A "Nurses Note" dated 06/07/2023 at 09:13 AM
documented R90 was admitted to the hospital.

R90's clinical record lacked evidence the facility
provided a written notification of discharge which
contained the required information to R90 and/or
legal representative.

On 06/15/23 at 11:00 AM the facility provided
documentation the Long-Term Care
Ombudsman's office was notified of transfers and
discharges from 01/23/23 to 05/23/23.

On 06/14/23 at 07:09 AM R90 wheeled his
wheelchair down the hallway without assistance
to the dining room.

On 06/14/23 at 10:00 AM Administrative Staff A
stated the facility did not provide the resident or
their legal representative written notification.
Administrative Staff A stated the facility would
always call the legal representative to notify them
of the transfer or discharge.

On 06/15/23 at 09:30 AM Administrative Staff B
stated the facility had not notified the Long-Term
Care Ombudsman's office of any transfers or
discharges since January 2023.

The facility's "Transfer or Discharge" policy last
revised 03/2017 documented the residents and/or
representatives would be notified in writing, and in
a language and format they understood. A copy of
the notice would be sent to the Office of the State
Long-Term Care Ombudsman at the same time
the notice of transfer or discharge is provided to
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Continued From page 5
the resident and representative.

The facility failed to provide written notice of
transfer with the required information to R90
and/or to their legal representative and notify the
Long-Term Care Ombudsman's office of any
transfers or discharges since January 2023. This
deficient practice had the risk of
miscommunication between facility and
resident/family and possible missed opportunity
for healthcare service for these residents.
Develop/Implement Comprehensive Care Plan
CFR(s): 483.21(b)(1)(3)

§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 to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment. The comprehensive care plan must
describe the following -

(i) The services that are to be furnished to attain
or maintain the resident's highest practicable
physical, mental, and psychosocial well-being as
required under §483.24, §483.25 or §483.40; and
(i) Any services that would otherwise be required
under §483.24, §483.25 or §483.40 but are not
provided due to the resident's exercise of rights
under §483.10, including the right to refuse
treatment under §483.10(c)(6).

(iii) Any specialized services or specialized
rehabilitative services the nursing facility will
provide as a result of PASARR
recommendations. If a facility disagrees with the

F 623

F 656
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findings of the PASARR, it must indicate its
rationale in the resident's medical record.

(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 accordance with the
requirements set forth in paragraph (c) of this
section.

§483.21(b)(3) The services provided or arranged
by the facility, as outlined by the comprehensive
care plan, must-

(iii) Be culturally-competent and trauma-informed.
This REQUIREMENT is not met as evidenced
by:

The facility identified a census of 36 residents.
The sample included 12 residents. Based on
observation, record review and interview, the
facility failed to ensure a care plan area was
initiated to address Resident (R) 2's limited range
of motion (ROM) due to contracture (an abnormal
permanent fixation of a joint) of her joints,
bilateral upper and lower extremities, and neck to
maintain her current level of ROM and promote
comfort. This deficient practice placed R2 at risk
for decreased ROM and impaired comfort.

Findings included:
- The electronic medical record for (EMR) for R2

documented diagnoses of osteoporosis
(abnormal loss of bone density and deterioration
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of bone tissue with an increased fracture risk),
and rheumatoid arthritis (RA-a chronic
inflammatory disease that affected joints and
other organ systems).

The "Annual Minimum Data Set" (MDS) dated
02/08/23 for R2 documented a Brief Interview for
Mental Status (BIMS) score of 13 which indicated
intact cognition. R2 required limited assistance
with eating but was total dependent on two staff
for all other activities of daily living (ADLs). R2
had limited functional ROM of both upper and
lower extremities on both sides. R2 was not
receiving restorative services. R2 was on hospice
services.

The "Quarterly MDS" dated 05/10/23 documented
R2 had a BIMS of 13 which indicated intact
cognition. R2 required limited assistance with
eating but was total dependent on two staff for all
other ADLs. R2 had limited functional ROM of
both upper and lower extremities on both sides.
R2 was on hospice services. R2 was not
receiving restorative services.

The "ADL Care Area Assessment" (CAA) dated
02/17/23 documented R2 was non-ambulatory
(not able to walk about) and required two staff
with a mechanical lift (a device used to assist with
transferring a resident) for transfers due to pain
and weakness. R2 would occasionally sit on the
side of her bed with assistance. R2's hands were
twisted with moderate contracture of the right
upper extremity noted. R2 had RA. R2's bilateral
lower extremities had moderate contractures as
well as moderate foot drop noted. R2 was totally
dependent on two staff for bed mobility.

The "ADLs Functional Status/Rehabilitation

F 656
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Potential Care Plan" dated 02/17/23 for R2
directed staff that R2 was extensive to total assist
of two. R2 required assistive devices of protective
booties, air mattress, wheelchair, oxygen, and
mechanical lift for transfers. The care plan lacked
direction to staff regarding restorative services or
interventions to address her contracture and/or
interventions/exercises to prevent further decline
of joint ROM.

The "Pain Care Plan" dated 02/17/23 directed
staff to administer pan medications as prescribed
by physician. Staff would allow R2 to voice her
pain and talk and ventilate about issues she may
wish to discuss. Staff would attempt
non-pharmacological pain relief measures, such
as, removing from increased stimuli environment,
calm approach, offering beverages or snacks,
repositioning and massage.

The "Care Plan" lacked a care area to address
R2's contractures of hands, lower extremities,
and neck; it lacked interventions to direct staff on
cares for the contractures.

The "Orders" tab in the EMR for R2 lacked any
order for a restorative program or ROM
exercises/devices or any type of restorative
program direction for R2's contractures.

On 06/15/23 at 08:30 AM R2 laid in bed wearing
a hospital gown. R2 had colored pencils and a
coloring page on the bed. R2 stated her neck was
painful and contracted to the right. R2 stated she
rested her head on her right shoulder a lot. R2
stated her hands were hideous and very painful
due to her arthritis. R2 stated she wished she had
a pillow or something to support her neck more;
she had one at one time but does not know what
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happened to it.

On 06/15/23 at 12:15 PM Certified Nurse Aide
(CNA) M stated that R2 used to have a neck
pillow, but she did not like it and would not use it
most of the time. CNA M stated R2 did
experience a lot of pain in her hands and neck
and was not aware of any type of restorative or
exercise interventions for R2. CNA M stated R2
was on hospice services and could not say what
hospice might provide for R2 for her contractures.

On 06/15/23 at 12:15 PM Licensed Nurse (LN) G
stated he had tried to do some ROM exercises
and things with R2 but would have to stop due to
her severe pain she would experience. LN G was
not aware of R2 being on any type of restorative
program currently. LN G stated he was not
positive what interventions were in place for R2's
contractures without looking at her care plan.

On 06/15/23 at 01:01 PM Administrative Nurse D
stated R2 should have a care area and
interventions in place to address her contractures
and to maintain her ROM. The facility did not
have a restorative program currently.
Administrative Nurse D stated that therapy did not
work with residents that were on hospice.
Administrative Nurse D stated that some of the
staff did try to do some ROM exercises with R2
but that was not charted anywhere that she was
aware of. Administrative Nurse D stated the
facility tried several different things to try to help
with R2's contractures but due to her pain those
did not work for long or R2 would refuse them.

The facility did not provide a policy for care plans.

The facility failed to ensure a care plan was
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§483.25(b) Skin Integrity

§483.25(b)(1) Pressure ulcers.

Based on the comprehensive assessment of a
resident, the facility must ensure that-

(i) A resident receives care, consistent with
professional standards of practice, to prevent
pressure ulcers and does not develop pressure
ulcers unless the individual's clinical condition
demonstrates that they were unavoidable; and
(i) A resident with pressure ulcers receives
necessary treatment and services, consistent
with professional standards of practice, to
promote healing, prevent infection and prevent
new ulcers from developing.

This REQUIREMENT is not met as evidenced
by:

The facility identified a census of 36 residents.
The sample included 12 residents. Based on
observation, record review and interview, the
facility failed to ensure Resident (R) 28 had
interventions in place to promote healing of a
pressure ulcer (a localized injury to the skin
and/or underlying tissue usually over a bony
prominence, as a result of pressure, or pressure
in combination with shear and/or friction). This
deficient practice placed R28 at risk for delayed
healing and additional skin breakdown.
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initiated for R2 to address her limited ROM due to
contractures of her joints, both upper and lower
extremities and neck. The facility failed to have
interventions in place to maintain R2's her current
level of ROM and promote comfort. This deficient
practice placed R2 at risk for decreased ROM
and impaired comfort.
F 686 | Treatment/Svcs to Prevent/Heal Pressure Ulcer F 686
SS=D | CFR(s): 483.25(b)(1)(i)(ii)
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Findings included:

- The electronic medical record (EMR) for R28
documented diagnoses of unstageable pressure
ulcer of the heel, infection of skin (occur when
bacteria infect the skin and sometimes the deep
tissue beneath the skin), and fracture (broken
bone) of left femur (thigh bone).

The "Significant Change Minimum Data Set"
(MDS) dated 06/24/22 documented R28 had a
Brief Interview for Mental Status (BIMS) score of
three which indicated severely impaired cognition.
R28 required extensive assistance to total
dependence on two staff for her activities of daily
living (ADLs). R28 was at risk for pressure ulcers.
R28 had surgical wounds. R28 used a pressure
reducing device for the chair and bed. R28 was
on a turning/repositioning program. R28 received
surgical wound care.

The "Quarterly MDS" dated 04/05/23 documented
R28 had both long and short-term memory
problems. R28 displayed inattention and
disorganized thinking continuously. R28 required
extensive assistance of one staff for her ADLs.
R28 had functional limitation in range of motion to
her lower extremities. R28 utilized a wheelchair
for mobility. R28 was at risk for pressure ulcers
and currently had one unstageable pressure ulcer
due to the coverage of wound bed by slough
(dead tissue, usually cream or yellow in color)
and/or eschar (dead tissue). R28 used a pressure
reducing device for the chair and bed. R28 had
nutrition or hydration interventions to manage
skin problems in place. R28 received pressure
ulcer care and application of non-surgical
dressing to feet.

F 686
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The "ADL Care Area Assessment" (CAA) dated
07/05/22 documented R28 was extensive to total
assist with ADLs at that time. R28 needed two
staff assist except with eating. R28 would feed
herself at most times with set up assist after meal
was served. R28 had a catheter (tube placed in
the bladder to drain urine into a collection bag) in
place, related to surgical wound and retention
after trial removal. R28 was incontinent of her
bowel. Staff anticipated her needs.

The "Nutritional Status Care Plan" initiated
07/14/22 directed staff to provide weekly skin
assessments. Nursing staff would use the Braden
Scale (an assessment tool used to measure the
risk for developing pressure ulcer).

The "Care Plan" initiated 07/14/22 lacked a care
area for skin and or pressure related skin
concerns.

The "Pressure Ulcer Care Plan" initiated on
10/10/22 (almost three months after the wound
developed) directed staff to apply barrier cream
with each incontinent episode. Staff was to
complete a Braden Scale quarterly and with any
readmission or significant change in status to
assess any changes related to pressure risk
score. Staff was to ensure a low air loss mattress
was in place. Nursing was to complete weekly
skin assessments and report any skin concerns
to the wound nurse and physician. Staff was
directed to offload hells and bony prominences
while in bed R28's allowance. Staff was always to
ensure R28 had protective heel boots on. Staff
was to do treatment to left heel as ordered.

A "Braden Scale Assessment" dated 06/28/22
documented R28 was at moderate risk for
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pressure ulcer development.

The "Wound Care Assessment" dated 07/14/22
documented a wound to R28's left heel that
measured five centimeters (cm) by 4.8 cm.

The "Orders" tab listed an order dated 09/23/22
for wound care to left heel. Monitor daily for signs
of weakening eschar adherence. The signs
included drainage, peeling edges, or eschar
moving when contacting it. Do not make any
attempt to remove the eschar. Notify wound
nurse if any changes occur. This order was
discontinued 02/02/23.

A "Progress Note" dated 06/13/23 at 06:49 PM
documented R28 continues to have an
unstageable pressure ulcer to the left heel. This
area has been slowly positively progressing since
the addition of calcium alginate (a type of wound
dressing) last week. There was less moisture and
exudate (drainage) was present in the wound on
this visual. No pain or signs/symptoms of
infection observed. Wound measured 0.9 by two
(cm) currently. Significant margin improvement
noted.

On 06/14/23 at 07:13 AM R28 laid in bed on her
right side with no heel protectors on her feet.

On 06/15/23 at 08:05 AM R28 sat in her
wheelchair at the dining room table, R28 had a
bandage around her left heel, and her right foot
was bare.

On 06/15/23 at 12:15 PM Certified Nurse Aide
(CNA) M stated the aides filled out a bath sheet
each time a resident showered and would report
skin issues to the nurse at that time. CNA M
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stated R28 did have a wound on her left heel.
CNA M stated he thought the wound developed in
the facility.

On 06/15/23 at 12:34 PM Licensed Nurse (LN) G
stated that R28 had been in the hospital due to a
fracture in June of 2022 and returned to the
facility. R28 developed the wound to her left heel
a few weeks after her return. LN G stated he
knew that R28's heels were offloaded but could
not say about any other interventions that were in
place to prevent the heel wound.

On 06/15/23 at 01:01 PM Administrative Nurse D
stated R28's heels had been offloaded and to
float the heels and skin assessments were
completed weekly. Administrative Nurse D stated
R28 had some other skin issues going on.
Administrative Nurse D could not say if any other
interventions had been in place before R28
developed the pressure wound to her left heel.

The facility policy "Prevention of Pressure
Injuries" revised April 2020 documented: Review
the resident's care plan and identify the risk
factors as well as the interventions designed to
reduce or eliminate those considered modifiable.
Assess the resident on admission (within eight
hours) for existing pressure injury risk factors.
Repeat risk assessment weekly and upon any
changes in skin condition. Select appropriate
support surfaces based on resident's risk factors,
in accordance with current clinical practice.
Review and select medical devices with
consideration to the ability to minimize tissue
damage, including size, shape, its application and
ability to secure the device. Monitor regularly for
comfort and signs of pressure-related injury. For
prevention measures associated with specific
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§483.25(c) Mobility.

§483.25(c)(1) The facility must ensure that a
resident who enters the facility without limited
range of motion does not experience reduction in
range of motion unless the resident's clinical
condition demonstrates that a reduction in range
of motion is unavoidable; and

§483.25(c)(2) A resident with limited range of
motion receives appropriate treatment and
services to increase range of motion and/or to
prevent further decrease in range of motion.

§483.25(c)(3) A resident with limited mobility
receives appropriate services, equipment, and
assistance to maintain or improve mobility with
the maximum practicable independence unless a
reduction in mobility is demonstrably unavoidable.
This REQUIREMENT is not met as evidenced
by:

The facility identified a census of 36 residents.
The sample included 12 residents. Based on
observation, record review and interview, the
failed to ensure a restorative program was
provided to Resident (R) 2, who had limited range
of motion (ROM) due to contracture (an abnormal
permanent fixation of a joint) of her joints, to
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devices, consult current clinical practice
guidelines.
The facility failed to ensure staff implemented the
interventions to promote pressure wound healing
for R28. This deficient practice placed R28 at risk
for delayed healing and additional skin break
down.
F 688 | Increase/Prevent Decrease in ROM/Mobility F 688
SS=D | CFR(s): 483.25(c)(1)-(3)
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maintain her current level of ROM and promote
comfort. This deficient practice placed R2 at risk
for decreased ROM and impaired comfort.

Findings included:

- The electronic medical record for (EMR) for R2
documented diagnoses of osteoporosis
(abnormal loss of bone density and deterioration
of bone tissue with an increased fracture risk),
and rheumatoid arthritis (RA-a chronic
inflammatory disease that affected joints and
other organ systems).

The "Annual Minimum Data Set" (MDS) dated
02/08/23 for R2 documented a Brief Interview for
Mental Status (BIMS) score of 13 which indicated
intact cognition. R2 required limited assistance
with eating but was total dependent on two staff
for all other activities of daily living (ADLs). R2
had limited functional ROM of both upper and
lower extremities on both sides. R2 was not
receiving restorative services. R2 was on hospice
services.

The "Quarterly MDS" dated 05/10/23 documented
R2 had a BIMS of 13 which indicated intact
cognition. R2 required limited assistance with
eating but was total dependent on two staff for all
other ADLs. R2 had limited functional ROM of
both upper and lower extremities on both sides.
R2 was on hospice services. R2 was not
receiving restorative services.

The "ADL Care Area Assessment" (CAA) dated
02/17/23 documented R2 was non-ambulatory
(not able to walk about) and required two staff
with a mechanical lift (a device used to assist with
transferring a resident) for transfers due to pain
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and weakness. R2 would occasionally sit on the
side of her bed with assistance. R2's hands were
twisted with moderate contracture of the right
upper extremity noted. R2 had RA. R2's bilateral
lower extremities had moderate contractures as
well as moderate foot drop noted. R2 was totally
dependent on two staff for bed mobility.

The "ADLs Functional Status/Rehabilitation
Potential Care Plan" dated 02/17/23 for R2
directed staff that R2 was extensive to total assist
of two. R2 required assistive devices of protective
booties, air mattress, wheelchair, oxygen, and
mechanical lift for transfers. The care plan lacked
direction to staff regarding restorative services or
interventions to address her contracture and/or
interventions/exercises to prevent further decline
of joint ROM.

The "Orders" tab in the EMR for R2 lacked any
order for a restorative program or ROM exercises
or any type of restorative program direction.

On 06/15/23 at 08:30 AM R2 laid in bed wearing
a hospital gown. R2 had colored pencils and a
coloring page on the bed. R2 stated her neck was
painful and contracted to the right. R2 stated she
rested her head on her right shoulder a lot. R2
stated her hands were hideous and very painful
due to her arthritis. R2 stated she wished she had
a pillow or something to support her neck more;
she had one at one time but does not know what
happened to it.

On 06/15/23 at 12:15 PM Certified Nurse Aide
(CNA) M stated that R2 used to have a neck
pillow but she did not like it and would not use it
most of the time. CNA M stated R2 did
experience a lot of pain in her hands and neck

F 688
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and was not aware of any type of restorative or
exercise interventions for R2. CNA M stated R2
was on hospice services and could not say what
they might provide for R2.

On 06/15/23 at 12:15 PM Licensed Nurse (LN) G
stated he had tried to do some ROM exercises
and things with R2 but would have to stop due to
her severe pain she would experience. LN G was
not aware of R2 being on any type of restorative
program currently.

On 06/15/23 at 01:01 PM Administrative Nurse D
stated the facility did not have a restorative
program currently. Administrative Nurse D stated
that therapy did not work with residents that were
on hospice. Administrative Nurse D stated that
some of the staff did try to do some ROM
exercises with R2 but that was not charted
anywhere that she was aware of. Administrative
Nurse D stated the facility tried several different
things to try to help with R2's contractures but
due to her pain those did not work for long or R2
would refuse them.

The "ADLs, Supporting" facility policy revised
March 2018 documented: Appropriate care and
services would be provided for residents who
were unable to carry out ADLs independently. A
resident's ability to perform ADLs would be
measured using clinical tools, including the MDS.
Functional decline or improvement would be
evaluated in reference to the assessment
reference date (ARD). Interventions to improve or
minimize a resident's functional abilities would be
in accordance with the resident's assessed
needs, preferences, stated goals and recognized
standards of practice. The resident's response to
interventions would be monitored, evaluated and
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Continued From page 19
revised as appropriate.

The facility failed to ensure a restorative program
was provided to R2, who had limited ROM due to
contractures of her joints, in order to maintain her
current level of ROM and promote comfort. This
deficient practice placed R2 at risk for decreased
ROM and impaired comfort.

Free of Accident Hazards/Supervision/Devices
CFR(s): 483.25(d)(1)(2)

§483.25(d) Accidents.

The facility must ensure that -

§483.25(d)(1) The resident environment remains
as free of accident hazards as is possible; and

§483.25(d)(2)Each resident receives adequate
supervision and assistance devices to prevent
accidents.

This REQUIREMENT is not met as evidenced
by:

The facility had a census of 36 residents. The
sample included 12 residents. Based on
observation, record review, and interview the
facility failed to secure chemicals in a safe,
locked area, and out of reach of the nine
cognitively impaired, independently mobile
residents. The facility additionally failed to identify
and implement resident centered fall intervention
for Resident (R)20's repeated falls and failed to
ensure implemented interventions identified
during some investigations were added to the
R20's plan of care. The facility further failed to
prevent an avoidable accident when staff failed to
ensure the floor was dry prior to a transfer,
resulting in a fall for R18. This placed the affected
residents at risk for preventable accidents and
related injuries.

F 688

F 689
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Findings Included:

- On 06/13/23 at 07:03AM an inspection of the
facility's 100 and 200 hallway shower rooms
revealed unsecured disinfectant cleaning
products accessible inside both unlocked rooms.

An inspection of the 100 hallway revealed an
unlocked soiled linen room with disinfectant

cleaner and furniture polish in an accessible
cabinet.

An inspection of the Assisted Living hallway,
accessible to all facility residents, revealed a
laundry room with two disinfectant cleaning
bottles in an unsecured cabinet.

All products identified contained the warning,
"Keep out of reach of children, hazardous to
humans can cause eye irritation, harmful if
swallowed".

On 06/15/23 at 12:17PM Certified Nurse's Aide
(CNA) M stated residents should not have access
to cleaning chemicals. He stated staff should lock
up cleaners and spray to prevent accidental
poisoning.

On 06/15/23 at 01:02PM Administrative Nurse D
stated the cleaning chemicals should be stored in
a locked cabinets or supervised when in use.

A review of the facility's "Hazardous Area, Device,
and Equipment" policy revised 07/2017 indicated
the facility will protect its residents from potentially
hazardous equipment, areas, and toxic
chemicals.
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The facility failed to secure chemicals in a safe,
locked area, and out of reach of the nine
cognitively impaired, independently mobile
residents. This placed the affected residents at
risk for preventable accidents.

- The "Medical Diagnosis" section within R20's
Electronic Medical Records (EMR) included
diagnoses of hemiparesis (muscular weakness of
one half of the body), hemiplegia (paralysis of one
side of the body), retention of urine, type two
diabetes (when the body cannot use glucose, not
enough insulin made or the body cannot respond
to the insulin), weakness, depression (abnormal
emotional state characterized by exaggerated
feelings of sadness, worthlessness and
emptiness) and cerebral infarction (sudden death
of brain cells due to lack of oxygen caused by
impaired blood flow to the brain by blockage or
rupture of an artery to the brain).

A review of R20's "Quarterly Minimum Data Set
(MDS) dated 05/17/23 noted a Brief Interview for
Mental Status (BIMS) score of five indicating
severe cognitive impairment. The MDS indicated
he required limited assistance from one staff for
transfers, personal hygiene, dressing, toileting,
and bathing. The MDS indicated he was
frequently incontinent of urine and occasionally
incontinent of bowel with no toileting program.

A review of R20's "Activities of Daily Living
(ADLs) Care Area Assessment (CAA)" completed
11/22/22 indicated he required limited to
extensive assistance from staff for transfers,
dressing, toileting, and personal hygiene. The
CAA indicated he had an unsteady gait and
required assistance from staff for safety and
reduction of failing. The CAA indicated he was a
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high fall risk and overestimated his limits.

R20's "Urinary Incontinence CAA" completed
11/22/22 indicated he was occasionally
incontinent of urine and bowel. The CAA indicated
he required staff him for ADLs. The CAA
indicated he required a one-to-one staff assist for
transfer, dressing, and toileting.

R20's "Fall CAA" completed 11/22/22 indicated
he was a fall risk related to his medical
diagnoses, bowel/bladder incontinence, needs for
assistance with ADLs, and unsteady gait/balance.
The CAA instructed staff to assist him with
transfers and ADLs.

A review of R20's "Care Plan" initiated 11/22/22
indicated he required limited to extensive
assistance with transfers, dressing, and bathing.
The plan noted he required limited assistance
from one staff for bed mobility and toileting
(11/22/22). The plan indicated nursing staff will
provide incontinence cares after each toileting
and as needed (11/22/22). The plan indicated
staff will check R20 every two hours for
incontinence and complete skin assessment. The
plan indicated he was a high fall risk. The plan
indicated staff will provide one to one assistance
for all ambulation and transfers (11/22/22). The
plan noted R20 was intermittently confused and
required constant reminders to call staff for
assistance (11/22/22).

A review of R20's EMR revealed a "Fall
Investigation" dated 11/11/22. The report
indicated he was found on the floor of his
bathroom after attempting to use the restroom.
The report indicated he was provided a portable
urinal and staff completed hourly checks for the
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night to reinforce waiting for staff assistance.

A review of R20's EMR revealed a "Fall
Investigation" dated 03/08/23. The report
indicated he was found on the floor next to his
bed. The report indicated he did not activate his
call light before attempting to transfer himself.
The intervention indicated staff would reinforce
the needed use for his call light. The report
indicated he had a personal safety alarm (pad
alarm).

A review of R20's EMR revealed a "Fall
Investigation" dated 04/01/23. The report
revealed R20 was found by staff laying on his
restroom floor. The reported noted R20 reported
he lost his balance and slid down the bathroom
door. The reported noted he was incontinent of
bladder. The report's intervention was for R20 not
to leave his bathroom unattended by staff. The
report indicated staff would help toileting before
and after meals.

A review of R20's "Progress Notes" indicated he
had a fall on 05/24/23 at 10:22pm. The note
indicated he suffered a bruise in his coccyx. The
note indicated he was found on the bathroom
floor by staff after attempting to self-toilet himself.
The note indicated he was reminded to use his
call light for staff assistance. The note indicated
R20 reported he was in a hurry to use the
restroom and fell due to weakness. The facility
did not provide a fall investigation for this incident.

On 06/13/22 at 09:02AM R20 sat on his bed. A
urinal sat on the floor next to his bed. R20
reported he had multiple falls. He stated his falls
had been related to going to his bathroom. He
stated he would lose his balance or fall due to
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being weak. He reported he sometimes forget to
call for staff before going to the restroom. R20's
restroom had non-skid floor strip and a grab bar
installed by the toilet.

On 06/15/23 at 12:05PM Certified Nurse's Aide
(CNA) M stated R20 often forgets to call for help
and will take himself to the bathroom without
assistance. He stated staff offered frequent
reminders, but R20's memory was too bad to
remember. He stated staff will check on R20
frequently and offer help. He stated R20 often
turned off his alarm and staff would not know
when he took himself to the restroom.

On 06/15/23 at 12:34PM Licensed Nurse (LN) G
stated R20 did not have issues during the day but
often got up in the middle of the night to use the
restroom. He stated most of R20's falls occurred
during the night.

On 06/15/23 at 01:02PM Administrative Nurse D
stated staff were expected provide toileting for
R20 per his care planned interventions. She
stated R20 had poor memory recall and needed
multiple reminders to use his call light. She stated
R20 fell because his muscles were weak, and he
attempted to self-transfer to the restroom. She
stated it depended on what kind of day R20 was
having and how alert he was.

A review of the facility's "Accident/Falls" policy
revised 03/2018 indicated the facility will identify
risk related to falls/accidents to allow
interventions to be implemented. The policy noted
a plan of care will address the individualized
focus, goal, and interventions directed towards
reducing the resident's risk of injury and potential
reoccurrences of falls.

F 689
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The facility failed to identify and implement
resident centered fall interventions for R20's
repeated falls and failed to ensure implemented
interventions identified during some investigations
were added to the resident's plan of care. This
placed him at risk for preventable accidents and
injuries.

- R18's Electronic Medical Record (EMR)
documented diagnoses of repeated falls,
dementia (progressive mental disorder
characterized by failing memory, confusion), and
age-related osteoporosis (abnormal loss of bone
density and deterioration of bone tissue with an
increased fracture risk).

The "Annual Minimum Data Set" (MDS) dated
12/28/22 documented a Brief Interview of Mental
Status (BIMS) score of 15 which suggested R18
was cogpnitively intact. The MDS documented R18
required extensive assistance of one staff
member for many of her activities of daily living
(ADL).

The "ADLs Functional Status/Rehabilitation
Potential Care Area Assessment" (CAA), dated
12/28/22, documented R18 was limited to
extensive assist on one staff member for ADLs.
The MDS documented that R18 was unsteady
and required stand by assist for safety.

The "Falls CAA" dated 12/28/22, documented
R18 was a high risk for falls due to history of falls,
secondary diagnosis, and that she required an
ambulatory aide and staff assistance.

The "Care Plan" dated 01/16/23, documented
R18 was a high risk for falls due to history of falls,
secondary diagnosis, weakness and need for
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ambulatory aide. An approach dated 01/16/23
documented R18 slipped to the floor in the
shower room with staff present and directed staff
to make sure the floor was dry or use a
towel/bathmat to stand on and offer shoes or
slippers.

An undated "Complaint Investigation Witness
Statement" documented that Certified Nurse's
Aide (CNA) O was transferring R18 from the
shower chair to her walker. R18 slipped and fell
on her bottom. CNA O documented that the floor
was still a little wet during the transfer.

A"Fall Scene Investigation Report" dated
04/22/22 documented the root cause of the fall
appeared to be the floor not being dried while
R18 transferred from a seated to standing
position. The report further documented an
intervention to prevent future falls that staff were
to dry the floor or have a mat or towel down away
from water on the floor.

A "Progress Note" dated 04/26/22, documented
R18 slid in the shower on 04/22/22 while staff
were present. It documented that staff were to
make sure that the floor is not slick in the future
by using a towel or floor mat for R18 to stand on
and to offer the option of wearing slipper or
shows prior to standing in the shower.

An observation on 06/14/23 at 12:12 PM revealed
R18 sat in her recliner in her room and watched
TV. Staff assisted and setup her meal try.

On 06/15/23 12:17 PM Certified Nurse Aide
(CNA) M stated before attempting to transfer
residents in the shower room, staff should wipe
up any water on the floor.

F 689
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On 06/15/23 at 12:34 Licensed Nurse (LN) G
stated before transferring a resident in the shower
room, staff should do as much as they can to dry
the resident as much as possible and get them
dressed in the shower chair. LN G then stated
staff should use a gait belt and clean up any
water that is noted to be on the floor prior to
transferring the resident.

On 06/15/23 at 01:02 PM Administrative Nurse D
stated staff were expected to dry the floor prior to
transferring residents in the shower room.

The facility's "Falls" policy revised on March 2018,
documented that frail and elderly individuals are
often at greater risk for serious adverse
consequences of falls.

The facility failed to prevent an avoidable accident
when staff failed to ensure the shower room floor
was dried/cleared of water before attempting to
transfer R18 causing her to slip and fall. This
deficient practice placed R18 at risk for injury.

F 690 | Bowel/Bladder Incontinence, Catheter, UTI F 690
SS=D | CFR(s): 483.25(e)(1)-(3)

§483.25(e) Incontinence.

§483.25(e)(1) The facility must ensure that
resident who is continent of bladder and bowel on
admission receives services and assistance to
maintain continence unless his or her clinical
condition is or becomes such that continence is
not possible to maintain.

§483.25(e)(2)For a resident with urinary
incontinence, based on the resident's
comprehensive assessment, the facility must
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ensure that-

(i) A resident who enters the facility without an
indwelling catheter is not catheterized unless the
resident's clinical condition demonstrates that
catheterization was necessary;

(i) A resident who enters the facility with an
indwelling catheter or subsequently receives one
is assessed for removal of the catheter as soon
as possible unless the resident's clinical condition
demonstrates that catheterization is necessary;
and

(iii) A resident who is incontinent of bladder
receives appropriate treatment and services to
prevent urinary tract infections and to restore
continence to the extent possible.

§483.25(e)(3) For a resident with fecal
incontinence, based on the resident's
comprehensive assessment, the facility must
ensure that a resident who is incontinent of bowel
receives appropriate treatment and services to
restore as much normal bowel function as
possible.

This REQUIREMENT is not met as evidenced
by:

The facility identified a census of 36 residents.
The sample included 12 residents with four
reviewed for bowel and bladder management.
Based on observation, record review, and
interviews, the facility failed to implement
individualized toileting interventions related to
bowel and bladder incontinence for Residents
(R)17 and provide sanitary Foley catheter (tube
inserted into the bladder to drain urine into a
collection bag )care for R10. This deficient
practice placed the residents at risk for
complications related to infection and
incontinence.

F 690
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Findings Included:

- The "Medical Diagnosis" section within R17's
Electronic Medical Records (EMR) included
diagnoses of amputation of right foot great toe,
diabetes mellitus (when the body cannot use
glucose, not enough insulin made or the body
cannot respond to the insulin), chronic obstructive
pulmonary disease (COPD- progressive and
irreversible condition characterized by diminished
lung capacity and difficulty or discomfort in
breathing), hypertension (high blood pressure),
gout (inflammation of the joints), and cellulitis
(skin infection caused by bacteria characterized
by heat, redness and swelling).

A review of R17's "Significant Change Minimum
Data Set (MDS) dated 02/14/23 noted a Brief
Interview for Mental Status (BIMS) score of 15
indicating no cognitive impairment. The MDS
indicated he required limited assistance from one
staff for bed mobility, transfers, dressing,
personal hygiene, toileting, and bathing. The
MDS indicated he was occasionally incontinent of
urine and always continent of bowel. The MDS
indicated he had no toileting program in place.

A review of R17's "Activities of Daily Living
(ADLS) Care Area Assessment (CAA)" completed
02/20/23 indicated he required supervised to
limited assistance with his ADLs due to his recent
toe amputations. The CAA indicated he could call
for assistance when needed.

R17's "Urinary Incontinence CAA" completed
02/20/23 indicated a plan will be created to
address his urinary incontinence. The CAA
indicated he was occasionally incontinent of urine
and will use a portable urinal to void. The CAA

F 690
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indicated he used a bedside commode (portable
toilet) for bowel movements.

A review of R17's "Care Plan" initiated 03/07/23
indicated he required supervision to limited
assistance from one staff for his ADLs. The plan
indicated he had occasional urinary incontinence.
The plan indicated he required assistance
dressing and using incontinence products after
incontinent episodes. The care plan lacked
individualized interventions to prevent, maintain
and promote R17's highest level of functioning
related to incontinence.

A review of R17's EMR revealed a "Bladder
Observation" form completed on 02/08/23. The
form indicated he was incontinent of bladder. The
form indicated he had occasional nocturia
(nighttime urinary incontinence) and bed wetting.
The form indicated he was at risk for stress
incontinence.

Areview of R17's EMR revealed a "Bladder
Observation" form completed on 02/23/23. The
form indicated he was incontinent of bladder. The
form indicated he had impaired mobility, diabetes,
and urge incontinence.

Areview of R17's EMR revealed a "Bladder
Observation" form completed on 05/15/23. The
form indicated he was incontinent of bladder. The
form indicated he had impaired mobility, diabetes,
and urge incontinence.

On 06/13/23 at 07:08AM R17's room smelled
heavily of urine. Three portable urinals sat on the
floor next to his bed. One of the urinals was
one-third full of urine. The portable commode was
positioned across the room next to his
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roommate's bed. R17 reported that since his toe
amputation his ability to go to the bathroom has
decreased. He stated he used to be able to take
himself but now required more staff assistance.
He stated his incontinence episodes have
increased.

On 06/15/23 at 12:34PM Licensed Nurse (LN) G
stated R17 often had urinals next to his bed in
case he needed to urinate at nighttime. He
stated R17 was not on a toileting program but
was incontinent of bowel and bladder. He stated
R17 was independent but recently required more
assistance due to his toe amputation.

On 06/15/23 at 01:02PM Administrative Nurse D
stated staff were expected check on each
resident every two hours to offer restroom
breaks. She stated staff should ensure each
resident's call light is in place and check on them
frequently. She stated R17 can use his portable
urinal, but staff should offer assistance for the
commode due to him being a fall risk due to his
toe.

A review of the facility's "Urinary Incontinence"
policy revised 09/2010 indicated each resident
will be continually assessed and provided
interventions to maintain and promote each
resident's care and prevent a decline. The policy
noted each resident's medication, diagnosis, and
environmental factors will be assessed to provide
personalized care plans to address to care
needs.

The facility failed to implement individualized
toileting plans or attempt a toileting program
related to bowel and bladder incontinence for
R17. This deficient practice placed R17 at risk
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for complications related to incontinence.

- R10's electronic medical record (EMR) from the
"Diagnoses" tab documented diagnoses of
urinary tract infection (UTI-an infection in any part
of the urinary system), unspecified bladder
disorder, retention of urine (lack of ability to
urinate and empty the bladder), and depression
(abnormal emotional state characterized by
exaggerated feelings of sadness, worthlessness
and emptiness).

The "Annual Minimum Data Set" (MDS) dated
02/08/23 documented a Brief Interview of Mental
Status (BIMS) score of 12 which indicated
moderately impaired cognition. The MDS
documented that R10 was dependent on two staff
members assistance for activities of daily living
(ADLs). The MDS documented R10 had an
indwelling catheter (tube inserted into the bladder
to drain urine) during the look back period.

The "Quarterly MDS" dated 05/17/23 documented
a BIMS score of 11 which indicated moderately
impaired cognition. The MDS documented that
R10 was dependent on two staff members
assistance for ADLs. The MDS documented R10
had an indwelling catheter (tube placed in the
bladder to drain urine into a collection bag) during
the look back period.

R10's "ADL Functional/Rehabilitation Potential
Care Area Assessment" (CAA) dated 02/13/23
documented R10 was dependent on staff for
ADLs.

R10's "Urinary Incontinence and Indwelling
Catheter Care Area Assessment" (CAA) dated
02/13/23 documented R10 had an indwelling
catheter related to her diagnosis of urinary
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retention.

R10's "Care Plan" dated 02/13/23 documented
R10 would be provided catheter care every shift.

Review of the EMR under "Orders" tab revealed
physician orders:

Obtain urine output every shift dated 10/30/20.
Indwelling catheter care every shift dated 1/07/20.
May Irrigate foley catheter daily with 30 milliliters
(ml) of sterile saline for catheter occlusion, if not
effective, may change catheter as needed dated
01/04/23.

Foley catheter size 18 French, or 20 French
(nurse may choose size), change monthly and as
needed. Change every third day of the month
(special instructions: indicate the Size of catheter
used) dated 06/02/23.

Review of R10's EMR revealed from 01/01/23 to
05/30.23 R10 had received antibiotic treatment
for UTls:

Cephalexin capsule (antibiotic used to treat
bacterial infections) 500 milligrams (mg) one
capsule by mouth twice a day for seven days for
UTI dated 01/13/23.

Cipro tablet (antibiotic used to treat bacterial
infections) 500 mg one tablet by mouth twice a
day for seven days for UTI dated 03/19/23.
Cephalexin capsule 500 mg give one capsule
twice a day for seven days for UTI dated
05/07/23.

On 06/14/23 at 09:06 AM Certified Nurse Aide
(CNA) N and CNA P transferred R10 with a Hoyer
lift from a recliner into the bed. R10's urine
collection bag, covered by a dignity bag, was
attached to the arm of Hoyer lift next to R10's
head. CNA N and CNA P removed the resident
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from the Hoyer lift, and then CNA N and CNA P
removed R10's slacks, sock and checked R10's
incontinence product while the window blinds
were open out to the front of facility and the
parking area in front of the building.

On 06/14/23 at 11:42 AM CNA N and CNA P
explained to R10 they were going to perform
catheter care. CNA N donned gloves, CNA P had
gloves on. CNA N removed the tape from the
incontinent brief and pulled the brief downward
between R10's legs. CNA N removed a
disposable wipe from the package; she wiped in
downward motion around R10's labia, CNA N
disposed of the soiled wipe and repeated this for
three more wipes. CNA P helped R10 to turn onto
her left side. CNA N wiped R10's coccyx and
rectal area. CNA N removed soiled brief from
under R10's bottom. Without changing soiled
gloves, CNA N placed a clean brief under R10,
and CNA P helped apply incontinent brief onto
R10. CNA N and CNA P both doffed gloves but
did not perform hand hygiene. The CNAs then
and assisted R10 with pulling up slacks and
putting her sock back onto her foot.

On 06/15/23 at 12:19 PM Certified Nurse Aide
(CNA) M stated staff should always hand sanitize
between doffing and donning a new pair of gloves
after providing peri-care or catheter care before
clean items are touched or applied. CNA M stated
a resident's catheter bag should always be placed
below the bladder.

On 06/15/23 at 12:34 PM Licensed Nurse (LN) G
stated hand hygiene should always be preformed
before donning gloves and between each glove
change. LN G stated a resident's catheter bag
should never be placed above a resident's

F 690
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bladder at any time.

On 06/15/23 at 01:02 PM Administrative Nurse D
stated the facility had begun to work on hand
hygiene and catheter care competencies in April
2023 with nursing staff. Administrative Nurse D
stated her expectation was for the staff to
complete hand hygiene between glove changes,
between dirty and clean and any time their hands
where visibly soiled. Administrative Nurse D
stated she would except the staff to keep any
resident's catheter bag below their bladder to
prevent urinary tract infections.

The facility's "Catheter Care, Urinary" policy last
revised 09/2014 documented the purpose of this
procedure is to prevent catheter-associated
urinary tract infections. The urinary drainage bag
must be always held or positioned lower than the
bladder to prevent the urine in the tubing and
drainage bag from flowing back into the urinary
bladder.

The facility failed to ensure the standard of care
was provided during catheter care and failed to
maintain the catheter drainage bag below the
bladder for R10, who had a history of frequent
UTlIs. This deficient practice placed R10 at risk of
catheter related complications and further UTls.
F 695 | Respiratory/Tracheostomy Care and Suctioning F 695
SS=D | CFR(s): 483.25(i)

§ 483.25(i) Respiratory care, including
tracheostomy care and tracheal suctioning.
The facility must ensure that a resident who
needs respiratory care, including tracheostomy
care and tracheal suctioning, is provided such
care, consistent with professional standards of
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practice, the comprehensive person-centered
care plan, the residents' goals and preferences,
and 483.65 of this subpart.

This REQUIREMENT is not met as evidenced
by:

The facility identified a census of 36 residents.
The sample included 12 residents with two
reviewed for respiratory care. Based on
observation, record review, and interviews, the
facility additionally failed to date and store
Resident (R)35's supplemental oxygen
equipment (masks and tubing) in a sanitary
manner. This deficient practice placed R35 at risk
for complications related to respiratory care and
infections.

Findings Included:

- The "Medical Diagnosis" section within R35's
Electronic Medical Records (EMR) included
diagnoses of congestive heart failure (CHF),
anxiety disorder (mental or emotional reaction
characterized by apprehension, uncertainty and
irrational fear abnormal emotional state
characterized by exaggerated feelings of
sadness, worthlessness and emptiness), chronic
obstructive pulmonary disorder (COPD),
shortness of breath, ,and depression (abnormal
emotional state characterized by exaggerated
feelings of sadness, worthlessness and
emptiness).

A review of R35's "Significant Change Minimum
Data Set (MDS) dated 04/27/23 noted a Brief
Interview for Mental Status (BIMS) score of 11
indicating mild cognitive impairment. The MDS
indicated he required limited assistance from one
staff for all his Activities of Daily Living (ADLS).
The MDS indicated he received hospice and
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respiratory services.

A review of R35's "ADLs Care Area Assessment

(CAA)" completed 05/02/23 indicated he required
one-to-one assistance for transfers, bed mobility,
dressing, toileting, bathing, and personal hygiene.

R35's "Fall CAA" completed 05/02/23 indicated
he recently admitted to hospice services and was
a high fall risk.

The CAA indicated he had high fall risk related to
dressing, toileting, and transfers to his
wheelchair.

A review of R35's "Care Plan" initiated 05/02/23
indicated he received hospice services due to his
diagnoses. The plan indicated hospice provided
oxygen therapy and supplies. The plan indicated
staff would provide oxygen per the medical
provider's order.

A review of R35's EMR under "Physician's Order"
revealed an order dated 02/28/23 for staff to
administer three liters of oxygen continuously.

A review of R35's EMR revealed no
documentation tracking his oxygen equipment
changes or maintenance.

On 06/13/23 at 08:01AM R35's nebulizer face
mask and tubing were on his bed, unbagged. His
tubing was not labeled/dated indicating what day
the tubing was placed. R35's humidifier bottle on
his supplemental oxygen machine was not
labeled/dated to show when it was filled.

On 06/14/23 at 01:34PM R35's unbagged
nebulizer face mask and tubing sat on his
bedside dresser. His nebulizer tubing was dated

F 695
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with a tape label. R35's nasal cannula and
oxygen tubing sat over his bedside table. His
oxygen tubing and humidifier had no date/label.

On 06/15/23 at 12:34PM Licensed Nurse (LN) G
stated indicated tubing should be changed
weekly. He stated oxygen equipment should be
stored in a provided storage bag when not in use.
He stated the equipment should be dated to
should when the equipment was changed. He
stated the oxygen equipment should never touch
contaminated equipment.

On 06/15/23 at 01:02PM Administrative Nurse D
stated staff were expected check to oxygen
equipment each time they entered a resident's
room to ensure sanitary storage. She stated the
tubing and equipment should be changed out
weekly and dated upon placement.

A review of the facility's "Oxygen Therapy" policy
revised 10/2010 indicated the facility will follow
safe oxygen administration practices that
included sanitary administration and equipment
storage, tracking of treatments, and continual
assessment of the residents and equipment.

The facility failed to ensure R35's supplemental
oxygen therapy equipment was dated and stored
in a sanitary manner when not in use. This
deficient practice placed R35 at risk for
complications related to respiratory care and
infections.

F 726 | Competent Nursing Staff F 726
SS=D | CFR(s): 483.35(a)(3)(4)(c)

§483.35 Nursing Services
The facility must have sufficient nursing staff with

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: RNBK11 Facility ID: N007005 If continuation sheet Page 39 of 67



PRINTED: 06/27/2023

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
175508 B. WiNG 06/15/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

302 E IOWA STREET
HIAWATHA, KS 66434

MAPLE HEIGHTS NURSING & REHABILITATIVE CENTER

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID 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 726 | Continued From page 39 F 726

the appropriate competencies and skills sets to
provide nursing and related services to assure
resident safety and attain or maintain the highest
practicable physical, mental, and psychosocial
well-being of each resident, as determined by
resident assessments and individual plans of care
and considering the number, acuity and
diagnoses of the facility's resident population in
accordance with the facility assessment required
at §483.70(e).

§483.35(a)(3) The facility must ensure that
licensed nurses have the specific competencies
and skill sets necessary to care for residents’
needs, as identified through resident
assessments, and described in the plan of care.

§483.35(a)(4) Providing care includes but is not
limited to assessing, evaluating, planning and
implementing resident care plans and responding
to resident's needs.

§483.35(c) Proficiency of nurse aides.

The facility must ensure that nurse aides are able
to demonstrate competency in skills and
techniques necessary to care for residents’
needs, as identified through resident
assessments, and described in the plan of care.
This REQUIREMENT is not met as evidenced
by:

The facility identified a census of 36 residents.
The sample included 12 residents. Based on
observation, record review and interview, the
facility failed to ensure nurse aid staff possessed
the competency and skills necessary to care for
residents' catheters (a tube placed into the
bladder to drain urine into a collection bag). This
deficient practice placed the affected residents at
risk for catheter related urinary tract infection
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(UTl-an infection of the organs of the urinary
tract) or other urinary system complications.

Findings included:

- On 06/14/23 at 09:06 AM Certified Nurse Aide
(CNA) N and CNA P transferred R10 with a Hoyer
lift (@ mechanical lift used to aid in the safe
transfer of a resident from one surface to
another) from a recliner into the bed. R10's urine
collection bag, covered by a dignity bag, was
attached to the arm of Hoyer lift next to R10's
head.

On 06/14/23 at 11:42 AM CNA N and CNA P
explained to R10 they were going to perform
catheter care. CNA N donned gloves, CNA P had
gloves on. CNA N removed the tape from the
incontinent brief and pulled the brief downward
between R10's legs. CNA N removed a
disposable wipe from the package; she wiped in
downward motion around R10's labia, CNA N
disposed of the soiled wipe and repeated this for
three more wipes. CNA P helped R10 to turn onto
her left side. CNA N wiped R10's buttocks and
rectal area. CNA N removed the soiled brief from
under R10's bottom. Without changing the soiled
gloves, CNA N placed a clean brief under R10,
and CNA P helped apply incontinent brief onto
R10. CNA N and CNA P both doffed gloves but
did not perform hand hygiene. The CNAs then
and assisted R10 with pulling up slacks and
putting her sock back onto her foot.

Review of facility training materials revealed the
facility held a "Skills Competency Check" for staff
members on 03/13/23, 03/14/23, and 03/15/23.
The nurse aide staff were checked off for
competency skills that included glove use; hand
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hygiene/alcohol based-rub use; infection control
and precautions; personal protective equipment
(PPE); Hoyer lift, and sit to stand lift.

The facility was unable to provide evidence of
training and competency assessment for catheter
care.

On 06/15/23 at 12:15 PM CNA M stated that the
catheter bag should always be below the level of
the bladder. CNA M stated privacy should be
provided when giving a resident care and the
curtain pulled and blinds should be shut in the
room. CNA M stated the aides did a competency
check about three months ago and went over
hand washing, and catheter care.

On 06/15/23 at 12:34 PM Licensed Nurse (LN) G
stated staff had competency checks were done a
few months ago that included hand hygiene. LN
G stated that catheter care checkoff was done
annually. LN G stated when a resident was being
transferred using a lift, the catheter bag should
always be kept below the level of the bladder, so
the urine did not flow back into the bladder. LN G
stated the blinds and curtains should be closed
when care was provided to a resident. LN G
stated hand hygiene should be done any time you
take off dirty gloves and put on clean gloves.

On 06/15/23 at 01:01 PM Administrative Nurse D
stated the facility held competency checkoffs
back in March for all staff and new hires were
checked off at the time of hire. Administrative
Nurse D stated the competency check included
hand hygiene, gloves, catheter care, PPE use.
Administrative Nurse D stated the catheter bag
should never be hung or transported above the
level of the bladder as the urine could backflow
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into the bladder. Administrative Nurse D would
expect staff to perform hand hygiene anytime
they took gloves off and put clean gloves on.

The facility lacked a policy regarding staff skills
competency.

The facility failed to ensure nurse aid staff
possessed the competency and skills necessary
to care for residents' catheters. This deficient
practice placed the affected residents at risk for
possible catheter related urinary tract infection
Drug Regimen Review, Report Irregular, Act On
CFR(s): 483.45(c)(1)(2)(4)(5)

§483.45(c) Drug Regimen Review.
§483.45(c)(1) The drug regimen of each resident
must be reviewed at least once a month by a
licensed pharmacist.

§483.45(c)(2) This review must include a review
of the resident's medical chart.

§483.45(c)(4) The pharmacist must report any
irregularities to the attending physician and the
facility's medical director and director of nursing,
and these reports must be acted upon.

(i) Irregularities include, but are not limited to, any
drug that meets the criteria set forth in paragraph
(d) of this section for an unnecessary drug.

(i) Any irregularities noted by the pharmacist
during this review must be documented on a
separate, written report that is sent to the
attending physician and the facility's medical
director and director of nursing and lists, at a
minimum, the resident's name, the relevant drug,
and the irregularity the pharmacist identified.

(iii) The attending physician must document in the
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resident's medical record that the identified
irregularity has been reviewed and what, if any,
action has been taken to address it. If there is to
be no change in the medication, the attending
physician should document his or her rationale in
the resident's medical record.

§483.45(c)(5) The facility must develop and
maintain policies and procedures for the monthly
drug regimen review that include, but are not
limited to, time frames for the different steps in
the process and steps the pharmacist must take
when he or she identifies an irregularity that
requires urgent action to protect the resident.
This REQUIREMENT is not met as evidenced
by:

The facility identified a census of 36 residents.
The sample included 12 residents with six
residents sampled for unnecessary medications.
Based on observation, record review and
interview the facility failed to ensure the
Consultant Pharmacist (CP) identified and
reported the lack of staff monitoring Resident (R)
36 for side effects and behaviors associated with
the use/administration of the antidepressant
(class of medications used to treat mood
disorders and relieve symptoms of depression)
medication mirtazapine. These deficient practices
placed R38 at risk of unnecessary mediation
administration and potential adverse side effects.

Findings included:

- The electronic medical record (EMR) for R36
documented diagnoses of major depressive
disorder (major mood disorder), and Alzheimer's
disease (a progressive mental deterioration
characterized by confusion and memory failure).
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The "Admission Minimum Data Set" (MDS) for
R36 documented she had a Brief Interview for
Mental Status (BIMS) score of three which
indicated severely impaired cognition. R36
required supervision with her activities of daily
living (ADLs). R36 required the use of an
anti-depressant.

The "Psychotropic Care Area Assessment" (CAA)
documented R36 received the antidepressant
mirtazapine.

The "Psychotropic Drug Use Care Plan" dated
04/26/23 for R36 directed nursing staff would
assess for increased signs and symptoms of
depression as evidenced by withdrawal, sad
affect, and crying. The nursing staff would
monitor for evidence of worsening behavior. If
noted, staff would notify the responsible party and
physician and document findings. Nursing staff
would monitor for side effects of mirtazapine.

The "Orders" tab for R36 documented an order
dated 04/18/23 for mirtazapine 7.5 milligrams
(mg) daily at bedtime for Alzheimer's disease.
This order was discontinued on 05/02/23.

The "Orders" tab for R36 documented an order
dated 05/02/23 for mirtazapine 15 milligrams
(mg) daily at bedtime for major depressive
disorder.

R36's clinical record including the "Medication
Administration Record/Treatment Administration
Record" (MAR/TAR) and "Tasks" for April 2023,
May 2023 and June 2023 lacked evidence that
R36 was monitored for target behaviors and side
effects associated with the administration of
mirtazapine.

F 756

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: RNBK11

Facility ID: N007005

If continuation sheet Page 45 of 67




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

PRINTED: 06/27/2023
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

175508

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

06/15/2023

NAME OF PROVIDER OR SUPPLIER

MAPLE HEIGHTS NURSING & REHABILITATIVE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
302 E IOWA STREET
HIAWATHA, KS 66434

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 756

Continued From page 45

The April 2023 Pharmacist "Monthly Medication
Regimen Review" (MRR) for R36 recommended
the diagnosis of major depressive disorder for
R36's mirtazapine.

The May 2023 MRR lacked any
recommendations for R36.

On 06/13/23 at 08:03 AM R36 wandered about
the memory unit, and stated she was waiting for
her husband to come visit her.

On 06/15/23 at 09:00 AM R36 walked about her
room talking to herself.

On 06/15/23 at 12:34 PM Licensed Nurse (LN) G
stated that a resident should be monitored for
side effects and behaviors when on an
antidepressant. LN G stated R36 was on an
antidepressant medication and there should be
monitoring of that medication on the TAR but
could not say positively that R36 was being
monitored for side effects or behaviors. LN G
stated he had entered nursing recommendations
and/or physician responses to the CP's MRR
when received.

On 06/15/23 at 01:01 PM Administrative Nurse D
stated that the Pharmacist would email her
recommendations to the facility and management
nursing would review the recommendations and
then would forward them to the physician(s).
Administrative Nurse D stated when the physician
signed responses was received, they would be
given to the charge nurse or nurse on duty for
them to make the changes and notify family as
needed. R36 should be monitored for side effects
and behaviors.
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On 06/19/23 at 01:34 PM Consultant GG was
unavailable to answer questions.

The facility did not provide a policy regarding
MRR/Pharmacy Review.

The facility failed to ensure the CP identified and
reported the lack of staff monitoring and
documenting R36 for side effects and increased
behaviors associated with the administration of
the antidepressant mirtazapine. This deficient
practice placed R36 at risk for unnecessary
medication administration and adverse side
effects.

Free from Unnec Psychotropic Meds/PRN Use
CFR(s): 483.45(c)(3)(e)(1)-(5)

§483.45(e) Psychotropic Drugs.

§483.45(c)(3) A psychotropic drug is any drug that
affects brain activities associated with mental
processes and behavior. These drugs include,
but are not limited to, drugs in the following
categories:

(i) Anti-psychotic;

(i) Anti-depressant;

(iii) Anti-anxiety; and

(iv) Hypnotic

Based on a comprehensive assessment of a
resident, the facility must ensure that---

§483.45(e)(1) Residents who have not used
psychotropic drugs are not given these drugs
unless the medication is necessary to treat a
specific condition as diagnosed and documented
in the clinical record;

F 756
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§483.45(e)(2) Residents who use psychotropic
drugs receive gradual dose reductions, and
behavioral interventions, unless clinically
contraindicated, in an effort to discontinue these
drugs;

§483.45(e)(3) Residents do not receive
psychotropic drugs pursuant to a PRN order
unless that medication is necessary to treat a
diagnosed specific condition that is documented
in the clinical record; and

§483.45(e)(4) PRN orders for psychotropic drugs
are limited to 14 days. Except as provided in
§483.45(e)(5), if the attending physician or
prescribing practitioner believes that it is
appropriate for the PRN order to be extended
beyond 14 days, he or she should document their
rationale in the resident's medical record and
indicate the duration for the PRN order.

§483.45(e)(5) PRN orders for anti-psychotic
drugs are limited to 14 days and cannot be
renewed unless the attending physician or
prescribing practitioner evaluates the resident for
the appropriateness of that medication.

This REQUIREMENT is not met as evidenced
by:

The facility identified a census of 36 residents.
The sample included 12 residents with six
residents sampled for unnecessary medications.
Based on observation, record review and
interview the facility failed to ensure that staff
monitored Resident (R) 36 for side effects and
behaviors associated with the use/administration
of the antidepressant (class of medications used
to treat mood disorders and relieve symptoms of
depression) medication mirtazapine. This
deficient practice placed these resident at risk of
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unnecessary mediation administration and
adverse side effects.

Findings included:

- The electronic medical record (EMR) for R36
documented diagnoses of major depressive
disorder (major mood disorder), and Alzheimer's
disease (a progressive mental deterioration
characterized by confusion and memory failure).

The "Admission Minimum Data Set" (MDS) for
R36 documented she had a Brief Interview for
Mental Status (BIMS) score of three which
indicated severely impaired cognition. R36
required supervision with her activities of daily
living (ADLs). R36 required the use of an
anti-depressant.

The "Psychotropic Care Area Assessment" (CAA)
documented R36 received the antidepressant
mirtazapine.

The "Psychotropic Drug Use Care Plan" dated
04/26/23 for R36 directed nursing staff would
assess for increased signs and symptoms of
depression as evidenced by withdrawal, sad
affect, and crying. The nursing staff would for
evidence of worsening behavior. If noted, staff
would notify the responsible party and physician
and document findings. Nursing staff would
monitor for side effects of mirtazapine.

The "Orders" tab for R36 documented an order
dated 05/02/23 for mirtazapine 15 milligrams
(mg) daily at bedtime for major depressive
disorder.

R36's clinical record including the "Medication
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Administration Record/Treatment Administration
Record" (MAR/TAR) and "Tasks" for May 2023
and June 2023 lacked evidence that R36 was
monitored for increased behaviors and side
effects associated with the administration of
mirtazapine.

On 06/13/23 at 08:03 AM R36 wandered about
the memory unit, and stated she was waiting for
her husband to come visit her.

On 06/15/23 at 09:00 AM R36 walked about her
room talking to herself.

On 06/15/23 at 09:05 AM Certified Medication
Aide (CMA) R stated that a person on an
antidepressant should be monitored for side
effects and increased behaviors. CMA R stated
that side effect and behavior monitoring was
documented on the MAR/TAR. CMA R stated that
R36 should be being monitored since she was
taking mirtazapine.

On 06/15/23 at 12:34 PM Licensed Nurse (LN) G
stated that a resident should be monitored for
side effects and behaviors when on an
antidepressant. LN G stated R36 was on an
antidepressant medication and there should be
monitoring of that medication on the TAR but
could not say positively that R36 was being
monitored for side effects or behaviors.

On 06/15/23 at 01:01 PM Administrative Nurse D
stated that when R36 was admitted the admitting
nurse putting in the medication orders should
input the monitoring for side effects and
behaviors for the specific medication; the EMR
system should flag the user. Administrative Nurse
D stated that R36 should be monitored for side

F 758

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: RNBK11

Facility ID: N007005

If continuation sheet Page 50 of 67




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

PRINTED: 06/27/2023
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

175508

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

06/15/2023

NAME OF PROVIDER OR SUPPLIER

MAPLE HEIGHTS NURSING & REHABILITATIVE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
302 E IOWA STREET
HIAWATHA, KS 66434

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 758

F 761
SS=E

Continued From page 50

effects and behaviors. The night shift LN was
responsible for reviewing orders that were
entered each day.

The "Administering Medications" facility policy
revised April 2019 documented: as required or
indicated for a medication, the individual
administering the medications records in the
resident' medical record - any complaints for
symptoms for which the drug was administered;
any results achieved and when those results were
observed.

The facility failed to ensure nursing staff
monitored R36 for side effects and target
behaviors associated with the administration of
the antidepressant mirtazapine. This deficient
practice placed R36 at risk for unnecessary
medication administration and adverse side
effects.

Label/Store Drugs and Biologicals

CFR(s): 483.45(g)(h)(1)(2)

§483.45(g) Labeling of Drugs and Biologicals
Drugs and biologicals used in the facility must be
labeled in accordance with currently accepted
professional principles, and include the
appropriate accessory and cautionary
instructions, and the expiration date when
applicable.

§483.45(h) Storage of Drugs and Biologicals

§483.45(h)(1) In accordance with State and
Federal laws, the facility must store all drugs and
biologicals in locked compartments under proper
temperature controls, and permit only authorized
personnel to have access to the keys.
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§483.45(h)(2) The facility must provide separately
locked, permanently affixed compartments for
storage of controlled drugs listed in Schedule Il of
the Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose can
be readily detected.

This REQUIREMENT is not met as evidenced
by:

The facility reported a census of 36 residents.
Based of observations, record review, and
interviews, the facility failed to ensure safe
storage and handling of the resident's
medications. This deficient practice placed the
residents at risk for unnecessary medication and
administration errors.

Findings Included:

- On 06/13/23 at 07:02AM a medication
treatment cart outside Resident (R)10's room
contained a Novolog Flexpen (injectable
short-acting hormone which regulates blood
sugar) left unsecured on top of the cart from
07:02AM to 07:10AM. The insulin belonged to
R10. At 07:10AM Licensed Nurse (LN) G
returned to the cart and secured the pen.

On 06/15/23 at 12:34PM Licensed Nurse (LN) G
stated medication should be secured when not
being immediately administered or supervised.
He stated staff should locked up medication in
the cart when stepping away from the cart.

On 06/15/23 at 01:02PM Administrative Nurse D
stated staff were expected to lock up medication
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when not in use or keep constant supervision on
medication being prepared for the residents.

A review of the facility's "Medication Storage"
policy revised indicated that all medications will
be stored in a manner that is sanitary,
temperature/moisture controlled, and secured.
The policy indicated medication supply will be
monitored and reordered before expiration or low

supply.

The facility failed to ensure safe storage and
handling of the resident's medications. This
deficient practice placed the residents at risk for
unnecessary medication and administration
errors.

F 812 | Food Procurement,Store/Prepare/Serve-Sanitary F 812
SS=F | CFR(s): 483.60(i)(1)(2)

§483.60(i) Food safety requirements.
The facility must -

§483.60(i)(1) - Procure food from sources
approved or considered satisfactory by federal,
state or local authorities.

(i) This may include food items obtained directly
from local producers, subject to applicable State
and local laws or regulations.

(i) This provision does not prohibit or prevent
facilities from using produce grown in facility
gardens, subject to compliance with applicable
safe growing and food-handling practices.

(iii) This provision does not preclude residents
from consuming foods not procured by the facility.

§483.60(i)(2) - Store, prepare, distribute and
serve food in accordance with professional
standards for food service safety.
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This REQUIREMENT is not met as evidenced
by:

The facility identified a census of 36 residents
with one kitchen. Based on observation, record
review, and interviews, the facility failed to
maintain sanitary dietary standards related to
storage of food. This deficient practice placed the
residents at risk related to food borne illnesses
and food safety concerns.

Findings included:

- On 06/13/23 at 07:15 AM in the kitchen's small
refrigerator an observation revealed a bag of
mozzarella cheese open with no date.

On 06/13/23 at 07:16 AM in the kitchen's small
refrigerator an observation revealed bacon, cut
into small pieces, in a resealable bag that had no
label or date.

On 06/13/23 at 07:17 AM in the kitchen's small
refrigerator an observation revealed three,
unlabeled bottles of salad dressing that were
open with no date.

On 06/13/23 at 07:26 AM on a small storage shelf
in the main kitchen area, an observation revealed
a bag of raisin bran cereal that was opened with
no date.

On 06/13/23 at 07:34 AM in the kitchen's large
refrigerator an observation revealed one
resealable bag of various lunch meat. The bag
did not have a label and was undated.

On 06/13/23 at 07:35 AM in the kitchen's large
refrigerator an observation revealed one,
resealable bag of small sub sandwiches. The bag
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did not have a label and was undated.

On 06/13/23 at 07:36 AM in the kitchen's large
refrigerator an observation revealed one,
resealable bag of cheese cubes. The bag did not
have a label and was undated.

On 06/13/23 at 07:40 AM in the kitchen's freezer
an observation revealed a resealable bag of
chicken strips. The bag did not have a label and
was undated.

On 06/13/23 at 07:44 AM in the kitchen's dry
storage area an observation revealed one,
opened bag of breadcrumbs. The bag did not
have a label and was undated.

On 06/13/23 at 07:47 AM in the kitchen's dry
storage area an observation revealed one box of
cocoa powder on the top shelf. The box contents
were open to air and undated.

On 06/13/23 at 07:50 AM in the kitchen's dry
storage area an observation revealed three bags
of noodles. Two bags remained in the
manufactures packaging and were opened with
no date. One bag was resealable with no label
and was undated.

On 06/15/23 at 11:28 AM Dietary BB stated
opened food items should be sealed, labeled, and
dated. She further stated that some food items
would be placed back into their original boxes if
they were in an unlabeled bag. She stated that
food items should not have been left open to air
and should have been sealed.

The Facility's "Food Receiving and Storage"
policy revised on October 2017, documented all
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§483.80 Infection Control

The facility must establish and maintain an
infection prevention and control program
designed to provide a safe, sanitary and
comfortable environment and to help prevent the
development and transmission of communicable
diseases and infections.

§483.80(a) Infection prevention and control
program.

The facility must establish an infection prevention
and control program (IPCP) that must include, at
a minimum, the following elements:

§483.80(a)(1) A system for preventing, identifying,
reporting, investigating, and controlling infections
and communicable diseases for all residents,
staff, volunteers, visitors, and other individuals
providing services under a contractual
arrangement based upon the facility assessment
conducted according to §483.70(e) and following
accepted national standards;

§483.80(a)(2) Written standards, policies, and
procedures for the program, which must include,
but are not limited to:

(i) A system of surveillance designed to identify
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foods stored in the refrigerator or freezer will be
covered, labeled, and dated ("use by" date).
The facility failed to maintain sanitary dietary
standards related to storage of food. This
deficient practice placed the residents at risk
related to food borne illnesses and food safety
concerns.
F 880 | Infection Prevention & Control F 880
SS=E | CFR(s): 483.80(a)(1)(2)(4)(e)(f)
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possible communicable diseases or

infections before they can spread to other
persons in the facility;

(i) When and to whom possible incidents of
communicable disease or infections should be
reported;

(iii) Standard and transmission-based precautions
to be followed to prevent spread of infections;
(iv)When and how isolation should be used for a
resident; including but not limited to:

(A) The type and duration of the isolation,
depending upon the infectious agent or organism
involved, and

(B) A requirement that the isolation should be the
least restrictive possible for the resident under the
circumstances.

(v) The circumstances under which the facility
must prohibit employees with a communicable
disease or infected skin lesions from direct
contact with residents or their food, if direct
contact will transmit the disease; and

(vi)The hand hygiene procedures to be followed
by staff involved in direct resident contact.

§483.80(a)(4) A system for recording incidents
identified under the facility's IPCP and the
corrective actions taken by the facility.

§483.80(e) Linens.

Personnel must handle, store, process, and
transport linens so as to prevent the spread of
infection.

§483.80(f) Annual review.

The facility will conduct an annual review of its
IPCP and update their program, as necessary.
This REQUIREMENT is not met as evidenced
by:

The facility identified a census of 35 residents.
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Based on observations, record review, and
interviews, the facility failed to ensure proper
infection control standards were followed related
to clean supply storage, respiratory equipment,
shared care equipment, hand hygiene during
medication administration, and providing cares.
This deficient practice placed the residents at risk
for complications related to infectious diseases.

Findings Included:

- On 06/13/23 at 07:10AM an inspection of the
100-hallway shower room revealed three opened
packages of incontinence briefs stored on a shelf
above the toilet. The content of packages
(incontinence briefs) was pulled out of the plastic
wrapper and stored directly on the shelf.

On 06/13/23 at 08:01 AM Laundry Staff V stated
she obtained water temperature daily but only
recorded the temperature weekly. The facility
was unable to provide evidence staff routinely
assessed laundry water temperature.

On 06/13/23 at 08:01AM Resident (R)35's
nebulizer face mask and tubing were on his bed,
unbagged. His tubing was not labeled/dated
indicating what day the tubing was placed. R35's
humidifier bottle on his supplemental oxygen
machine was not labeled/dated to show when it
was filled.

On 06/14/23 at 07:08 AM Certified Medication
Aide (CMA) S prepared medication for R 33,
entered R33's room, administered the medication
to R33 from the plastic medication cup. CMA S
filled R33's water pitcher. CMA S exited the room,
pushed the medication cart to R4's room. Without
performing any hand hygiene, CMA S prepared

F 880
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medication from the medication cards into a
plastic cup. CMA S entered R4's room and
handed the medication cup to R4. CMA S exited
the room, pushed the medication cart to R10's
room. Without performing any hand hygiene still,
CMA S prepared medication from medication
cards into a plastic medication cup, entered R10's
room, and administered medication to R10 with a
spoon. CMA S exited R10's room without
performing hand hygiene.

On 06/14/23 at 09:14 AM Certified Nurse Aide
(CNA) N completed a Hoyer lift (total body
mechanical lift used to transfer residents) transfer
for R10. CNA N then rolled the Hoyer lift into the
beauty shop to store without disinfecting the lift
after use.

On 06/14/23 at 11:42 AM CNA N and CNA P
explained to R10 they were going to perform
catheter care. CNA N donned gloves, CNA P had
gloves on. CNA N removed the tape from the
incontinent brief and pulled the brief downward
between R10's legs. CNA N removed a
disposable wipe from the package; she wiped in
downward motion around R10's labia, CNA N
disposed of the soiled wipe and repeated this for
three more wipes. CNA P helped R10 to turn onto
her left side. CNA N wiped R10's coccyx and
rectal area. CNA N removed soiled brief from
under R10's bottom. Without changing soiled
gloves, CNA N placed a clean brief under R10,
and CNA P helped apply incontinent brief onto
R10. CNA N and CNA P both doffed gloves but
did not perform hand hygiene. The CNAs then
and assisted R10 with pulling up slacks and
putting her sock back onto her foot.

On 06/14/23 at 01:34PM R35's nebulizer face
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mask and tubing sat unbagged on his bedside
dresser. His nebulizer tubing was dated with a
tape label. R35's nasal cannula and oxygen
tubing sat over his bedside table. His oxygen
tubing and humidifier had no date/label.

On 06/14/23 at 09:14 AM CNA N stated the Hoyer
lift should be disinfected between each use. CNA
N stated the staff usually used wet wipes and
wiped it down, because they did not have any
disinfect wipes.

On 06/15/23 at 12:17PM CNA M stated hand
hygiene should be completed in before and after
cares were provided. He stated medical
equipment shared by more than one resident
should be thoroughly disinfected before using on
other residents. He stated urinary catheter
collection bags should be held and placed below
the resident's bladder. He stated clean hygiene
products and linen should be stored separately
from soiled or dirty items. CNA M stated oxygen
therapy equipment should have been stored in
clean plastic bag to prevent contamination.

On 06/15/23 at 12:34PM Licensed Nurse (LN) G
stated hand hygiene should be completed before
prepping medications, performing blood glucose
(blood sugar) checks, providing cares, and
transferring residents. He stated hand hygiene
should be completed directly after doffing gloves.
He stated oxygen tubing and masks should be
stored in a plastic bag and never meet
contaminated surfaces. He stated shared
equipment was always disinfected in between
uses. LN G stated hand hygiene should be
preformed between each resident when
administering medication.

F 880
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On 06/15/23 at 01:02PM Administrative Nurse D
stated the facility currently was holding
in-services related to infection control practices.
She stated shared equipment should be wiped
down with alcohol-based wipes in between uses..
Administrative Nurse D stated she would expect
hand hygiene to be completed between each
resident during medication administration.

A review of the facility's "Oxygen Therapy" policy
revised 10/2010 indicated the facility will follow
safe oxygen administration practices that
included sanitary administration and equipment
storage, tracking of treatments, and continual
assessment of the residents and equipment.

A review of the facility's "Cleaning and
Disinfection of Resident-Care Equipment" policy
revised 07/2014 indicated all care equipment will
be disinfected before and after use. The policy
indicate hand hygiene will be completed in
between cares provided and using equipment.

A review of the facility's "Handwashing /Hand
Hygiene" revised 08/2015 indicated hand hygiene
will be completed to prevent the spread of
infection. The policy no01/2014 ted hand hygiene
should be completed before, during, and after
providing cares. The policy noted hand hygiene
should be completed directly after removing
personal protective equipment (PPE).

A review of the facility's "Laundry Policy" revised
01/2014 indicated laundry temperature must be
monitored for sanitary cycling. The policy
indicated the facility must ensure high
temperatures washes remained at least 160
degrees Fahrenheit.

F 880
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§483.80(d) Influenza and pneumococcal
immunizations

§483.80(d)(1) Influenza. The facility must develop
policies and procedures to ensure that-

(i) Before offering the influenza immunization,
each resident or the resident's representative
receives education regarding the benefits and
potential side effects of the immunization;

(i) Each resident is offered an influenza
immunization October 1 through March 31
annually, unless the immunization is medically
contraindicated or the resident has already been
immunized during this time period;

(iii) The resident or the resident's representative
has the opportunity to refuse immunization; and
(iv)The resident's medical record includes
documentation that indicates, at a minimum, the
following:

(A) That the resident or resident's representative
was provided education regarding the benefits
and potential side effects of influenza
immunization; and

(B) That the resident either received the influenza
immunization or did not receive the influenza
immunization due to medical contraindications or
refusal.

§483.80(d)(2) Pneumococcal disease. The facility
must develop policies and procedures to ensure
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The facility failed to ensure proper infection
control standards were followed related to clean
supply storage, respiratory equipment, shared
care equipment, and delivery of cares. This
deficient practice placed the residents at risk for
complications related to infectious diseases.
F 883 | Influenza and Pneumococcal Immunizations F 883
SS=D | CFR(s): 483.80(d)(1)(2)
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that-

(i) Before offering the pneumococcal
immunization, each resident or the resident's
representative receives education regarding the
benefits and potential side effects of the
immunization;

(i) Each resident is offered a pneumococcal
immunization, unless the immunization is
medically contraindicated or the resident has
already been immunized;

(iii) The resident or the resident's representative
has the opportunity to refuse immunization; and
(iv)The resident's medical record includes
documentation that indicates, at a minimum, the
following:

(A) That the resident or resident's representative
was provided education regarding the benefits
and potential side effects of pneumococcal
immunization; and

(B) That the resident either received the
pneumococcal immunization or did not receive
the pneumococcal immunization due to medical
contraindication or refusal.

This REQUIREMENT is not met as evidenced
by:

The facility identified a census of 36 residents.
The sample included 12 residents with five
residents reviewed for reviewed for vaccination
status. Based on record reviews, and interviews,
the facility failed to obtain influenza (highly
contagious viral infection that attacks the lungs,
nose, and throat and can be deadly in high-risk
groups) vaccination consent, declination, or
administration information for Resident (R) 35.
This deficient placed R35 at increased risk for
influenza and related complications.

Findings included:
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- Review of the R35's EMR under the
"Immunization" tab lacked documentation of
influenza vaccination. The facility was unable to
provide a signed consent or declination

On 06/15/23 at 12:34 PM Licensed Nurse (LN) G
stated residents were offered immunizations at
the time of their admission. LN G stated the
resident would sign a consent or declination at
that time. LN G stated the local pharmacy came
to the facility to administer the vaccine.

On 06/15/23 at 11:35 AM Administrative Staff B
stated the Infection Preventionist (IP) tracked the
immunizations at the time a resident was
admitted to the facility. Administrative Staff B
stated the IP checked online for the immunization
status under the Kansas Department of Health
and Environment web site. Administrative Staff B
stated the IP then gave that information to the
MDS coordinator to enter the immunization
information into the residents EMR.
Administrative Staff B stated she was not sure if
R35 had been offered the immunizations.

The facility's "Influenza Vaccine" policy last
revised 10/2019 documented all residents who
have no medical contraindications to the vaccine
would be offered the influenza vaccine annually to
encourage and promote the benefits associated
with vaccinations against influenza. Between
October 1st and March 31st each year, the
influenza vaccine would be offered to residents,
unless the vaccine is medically contraindicated,
or the resident had already been immunized.

The facility failed to obtain influenza vaccination
consents, declinations, or administration
information for R35. This placed R35 at increased

F 883
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§483.80(d) (3) COVID-19 immunizations. The
LTC facility must develop and implement policies
and procedures to ensure all the following:

(i) When COVID-19 vaccine is available to the
facility, each resident and staff member

is offered the COVID-19 vaccine unless the
immunization is medically contraindicated or the
resident or staff member has already been
immunized;

(i) Before offering COVID-19 vaccine, all staff
members are provided with education

regarding the benefits and risks and potential side
effects associated with the vaccine;

(iii) Before offering COVID-19 vaccine, each
resident or the resident representative

receives education regarding the benefits and
risks and potential side effects associated with
the COVID-19 vaccine;

(iv) In situations where COVID-19 vaccination
requires multiple doses, the resident,

resident representative, or staff member is
provided with current information regarding those
additional doses, including any changes in the
benefits or risks and potential side effects
associated with the COVID-19 vaccine, before
requesting consent for administration of any
additional doses;

(v) The resident, resident representative, or staff
member has the opportunity to accept or refuse a
COVID-19 vaccine, and change their decision;
(vi) The resident's medical record includes
documentation that indicates, at a minimum,

the following:

(A) That the resident or resident representative
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was provided education regarding the

benefits and potential risks associated with
COVID-19 vaccine; and

(B) Each dose of COVID-19 vaccine administered
to the resident; or

(C) If the resident did not receive the COVID-19
vaccine due to medical

contraindications or refusal; and

(vii) The facility maintains documentation related
to staff COVID-19 vaccination that

includes at a minimum, the following:

(A) That staff were provided education regarding
the benefits and potential risks

associated with COVID-19 vaccine;

(B) Staff were offered the COVID-19 vaccine or
information on obtaining COVID-19 vaccine; and
(C) The COVID-19 vaccine status of staff and
related information as indicated by the Centers for
Disease Control and Prevention's National
Healthcare Safety Network (NHSN).

This REQUIREMENT is not met as evidenced
by:

The facility identified a census of 36 residents.
The sample included 12 residents with five
residents sampled for COVID-19 (an acute
respiratory illness in humans caused by
coronavirus, capable of producing severe
symptoms and in some cases death)
vaccinations. Based on record review and
interviews, the facility failed to obtain signed
consents or declinations for COVID-19
vaccinations for Resident (R) 35. This deficient
practice placed the resident at increased risk for
COVID-19.

Findings included:

- R35 admitted to the facility on 02/28/23. His
medical record lacked evidence a COVID-19

F 887

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: RNBK11

Facility ID: N007005

If continuation sheet Page 66 of 67




PRINTED: 06/27/2023

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
175508 B. WiNG 06/15/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

302 E IOWA STREET
HIAWATHA, KS 66434

MAPLE HEIGHTS NURSING & REHABILITATIVE CENTER

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID 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 887 | Continued From page 66 F 887

vaccination was previously received or offered
upon admission. The record lacked evidence of a
signed consent or declination for COVID-19
vaccination for R35.

On 06/15/23 at 11:35 AM Administrative Staff B
stated the Infection Preventionist (IP) tracked the
immunizations at the time a resident was
admitted to the facility. Administrative Staff B
stated the IP checked online for the immunization
status under the Kansas Department of Health
and Environment web site. Administrative Staff B
stated the IP then gave that information to the
MDS coordinator to enter the immunization
information into the residents EMR.
Administrative Staff B stated she was not sure if
R35 had been offered the immunizations.

The facility was unable to provide a policy related
to resident immunization.

The facility failed to offer and obtain signed
consents or declinations for COVID-19
vaccinations for R35. This deficient practice
increased R35's risk for COVID-19 and related
complications..
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