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The follwoing citations represent the results of a
health recertification suvey and extended survey.

On 11/22/22 at 02:09 PM the facility was provided
a copy of the "Immediate Jeopardy [IJ] Template"
and informed of the IJ for Resident (R)37.

On 08/21/22 R37 reported abdominal pain,
nausea, and vomiting. She had a liquid stool on
that day. On 08/22/22 R37 reported abdominal
pain and the staff failed to assess bowel sounds
or consider the symptoms relative to the
resident's history of ileus. R37 then had no
recorded bowel movement from 08/22/22 through
08/25/22 and the staff did not perform a bowel
assessment in response to the lack of bowel
movements. The record documented R37 had
one bowel movement on 08/26/22 and two bowel
movements on 08/27/22. On 08/28/22 R37's
representative expressed concern to nursing staff
of R37's distended abdomen and reported R37
needed to have a bowel movement, or she may
end up back in the hospital. In response, staff
noted the bowel movements from the two
previous days, administered an as needed
medication from a standing order, but failed to
assess R37's bowel sounds to identify concerns
prior to administration of the medication. On
08/29/22 R37 had increased abdominal pain and
distention, transferred to the emergency room,
and was diagnosed with a bowel obstruction. On
09/02/22 R37 returned to the facility on hospice
services related to an unresolved ileus. She
expired on 09/04/22. The facility failure to identify
risk factors related to a history of ileus, implement
a bowel management plan of care, and
adequately assess and respond to the lack of
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bowel movements and related symptoms placed
R37 in Immediate Jeopardy.

On 11/22/22 the facility implemented the following
corrective actions to remove the immediacy:

1. The facility identified the standards of practice
related to identification of risk factors,
assessment techniques and care of an
unresolved ileus. The nursing staff were
re-educated related to the standards of practice,
the facility's policy and the expected performance
to assess residents with a history of ileus, identify
resident care needs, train staff and monitor staff
performance to deliver care to residents at risk for
ileus, and/or obstruction.

2. The Director of Nursing provided education,
examples, demonstration and monitoring
methods of bowel care expectations. The
nursing staff acknowledged understanding and
demonstrated competency.

3. The Director of Nursing provided education to
direct service staff to accurately record resident
bowel activity at the time of the occurrence. The
direct service staff acknowledged understanding
of the importance of recording bowel elimination
results or the lack thereof.

4. Nursing staff and direct service staff were
educated on the protocols for intervention in an
absence of bowel elimination and the importance
of continual assessment and recording results.

5. The Director of Nursing provided education to
the licensed nursing staff to develop and publish
a care plan addressing each identified need of
the resident. The licensed staff acknowledged
understanding and demonstrated competency.

6. The licensed nurses were educated on the
expectation to provide agency staff the resident
interventions to meet the expectations of the care
plan.
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After implementation of the corrective actions, the
deficient practice remained at the scope and
severity level of "G."

The 2567 was sent electronically on 12/06/22.

Notice of Rights and Rules
CFR(s): 483.10(g)(1)(16)

§483.10(g) Information and Communication.
§483.10(g)(1) The resident has the right to be
informed of his or her rights and of all rules and
regulations governing resident conduct and
responsibilities during his or her stay in the
facility.

§483.10(g)(16) The facility must provide a notice
of rights and services to the resident prior to or
upon admission and during the resident's stay.

(i) The facility must inform the resident both orally
and in writing in a language that the resident
understands of his or her rights and all rules and
regulations governing resident conduct and
responsibilities during the stay in the facility.

(i) The facility must also provide the resident with
the State-developed notice of Medicaid rights and
obligations, if any.

(iii) Receipt of such information, and any
amendments to it, must be acknowledged in
writing;

This REQUIREMENT is not met as evidenced
by:

The facility had a census of 36 residents. The
sample included 13 residents. Based on
observation, record review, and interview, the
facility failed to educate residents routinely of their
Resident Rights which placed the resident at risk
for inability to exercise their rights.

F 000

F 572
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Findings included:

-On 11/22/22 record review of the "Resident
Council Meeting Minutes" revealed a lack of
evidence staff reviewed the Resident Rights.

On 11/22/22 at 01:30 PM Resident Council
member, Resident (R) 26, reported the staff had
not reviewed the Resident Rights during the
Resident Council meetings.

On 11/22/22 at 03:15 PM Social Service
Designee (SSD) X stated she had not reviewed
the Resident Rights during the Resident Council
meetings. SSD X stated the Resident Rights were
given on admission, mailed out for the care plan
meetings, and staff inquired after care plan
meetings if residents had concerns related to
their rights.

Upon request the facility failed to provide a policy
related to Resident Rights.

The facility failed to review/educate residents
routinely of Resident Rights which placed the
resident's at risk of impaired autonomy.

F 574 | Required Notices and Contact Information
SS=F | CFR(s): 483.10(g)(4)(i)-(vi)

§483.10(g)(4) The resident has the right to
receive notices orally (meaning spoken) and in
writing (including Braille) in a format and a
language he or she understands, including:

(i) Required notices as specified in this section.
The facility must furnish to each resident a written
description of legal rights which includes -

(A) A description of the manner of protecting

F 572

F 574
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personal funds, under paragraph (f)(10) of this
section;

(B) A description of the requirements and
procedures for establishing eligibility for Medicaid,
including the right to request an assessment of
resources under section 1924(c) of the Social
Security Act.

(C) Alist of names, addresses (mailing and
email), and telephone numbers of all pertinent
State regulatory and informational agencies,
resident advocacy groups such as the State
Survey Agency, the State licensure office, the
State Long-Term Care Ombudsman program, the
protection and advocacy agency, adult protective
services where state law provides for jurisdiction
in long-term care facilities, the local contact
agency for information about returning to the
community and the Medicaid Fraud Control Unit;
and

(D) A statement that the resident may file a
complaint with the State Survey Agency
concerning any suspected violation of state or
federal nursing facility regulations, including but
not limited to resident abuse, neglect,
exploitation, misappropriation of resident property
in the facility, non-compliance with the advance
directives requirements and requests for
information regarding returning to the community.
(ii) Information and contact information for State
and local advocacy organizations including but
not limited to the State Survey Agency, the State
Long-Term Care Ombudsman program
(established under section 712 of the Older
Americans Act of 1965, as amended 2016 (42
U.S.C. 3001 et seq) and the protection and
advocacy system (as designated by the state, and
as established under the Developmental
Disabilities Assistance and Bill of Rights Act of

F 574
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2000 (42 U.S.C. 15001 et seq.)

(iii) Information regarding Medicare and Medicaid
eligibility and coverage;

(iv) Contact information for the Aging and
Disability Resource Center (established under
Section 202(a)(20)(B)(iii) of the Older Americans
Act); or other No Wrong Door Program:;

(v) Contact information for the Medicaid Fraud
Control Unit; and

(vi) Information and contact information for filing
grievances or complaints concerning any
suspected violation of state or federal nursing
facility regulations, including but not limited to
resident abuse, neglect, exploitation,
misappropriation of resident property in the
facility, non-compliance with the advance
directives requirements and requests for
information regarding returning to the community.
This REQUIREMENT is not met as evidenced
by:

The facility had a census of 36 residents. The
sample included 13 residents. Based on
observation, record review and interview, the
facility lacked posting of the Ombudsman and
State Hotline contact numbers which placed the
residents at risk of unmet care concerns and
impaired ability to contact to the state agencies.

Findings included:

- On 11/21/22 at 03:15 PM Social Service
Designee (SSD) X reported the Ombudsman and
state reporting information was posted on C Hall,
which was under construction and not accessible
to residents.

On 11/21/22 at 03:21 PM Administrative Staff A
verified the Ombudsman and state reporting
information was not posted in a visable location

F 574
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due to construction since September 2022.

On 11/22/22 at 09:12 AM Administrative Nurse D
stated the Ombudsman and state reporting
information should be posted where residents
could see them.

Upon request the facility failed to provide a policy
which regarded the Ombudsman and state
reporting information.

The facility failed to provide the residents
information which included contact information for
the Ombudsman and state reporting contacts
which placed the residents at risk for unmet
concerns related to care and services.

Right to Survey Results/Advocate Agency Info
CFR(s): 483.10(g)(10)(11)

§483.10(g)(10) The resident has the right to-

(i) Examine the results of the most recent survey
of the facility conducted by Federal or State
surveyors and any plan of correction in effect with
respect to the facility; and

(i) Receive information from agencies acting as
client advocates, and be afforded the opportunity
to contact these agencies.

§483.10(g)(11) The facility must--

(i) Post in a place readily accessible to residents,
and family members and legal representatives of
residents, the results of the most recent survey of
the facility.

(ii) Have reports with respect to any surveys,
certifications, and complaint investigations made
respecting the facility during the 3 preceding
years, and any plan of correction in effect with
respect to the facility, available for any individual

F 574

F 577
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to review upon request; and

(iii) Post notice of the availability of such reports in
areas of the facility that are prominent and
accessible to the public.

(iv) The facility shall not make available identifying
information about complainants or residents.

This REQUIREMENT is not met as evidenced
by:

The facility had a census of 36 residents. The
sample included 13 residents. Based on
observation, record review, and interview, the
facility failed to post the previous state inspection
information in a location accessible to residents
and visitors, which placed the residents at risk for
impaired information.

Findings included:

- On 11/21/22 at 03:21 PM Administrative Staff A
stated the state agency inspection results were
posted at the C Hall nurses station, which was
under construction, and was not available to
residents; the areas was blocked off since
September 2022.

Upon request the facility failed to provide a policy
related to accessibility of state inspection results.

The facility failed to post state inspection results

accessible to residents during construction which
placed the residents at risk of uninformed facility
care report.

F 657 | Care Plan Timing and Revision

SS=E | CFR(s): 483.21(b)(2)(i)-(iii)

§483.21(b) Comprehensive Care Plans
§483.21(b)(2) A comprehensive care plan must
be-

F 577
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(i) Developed within 7 days after completion of
the comprehensive assessment.

(i) Prepared by an interdisciplinary team, that
includes but is not limited to--

(A) The attending physician.

(B) A registered nurse with responsibility for the
resident.

(C) A nurse aide with responsibility for the
resident.

(D) A member of food and nutrition services staff.
(E) To the extent practicable, the participation of
the resident and the resident's representative(s).
An explanation must be included in a resident's
medical record if the participation of the resident
and their resident representative is determined
not practicable for the development of the
resident's care plan.

(F) Other appropriate staff or professionals in
disciplines as determined by the resident's needs
or as requested by the resident.

(ii)Reviewed and revised by the interdisciplinary
team after each assessment, including both the
comprehensive and quarterly review
assessments.

This REQUIREMENT is not met as evidenced
by:

The facility had a census of 36 residents. The
sample included 13 residents. Based on
observation, record review, and interview, The
facility failed to place interventions on the care
plan to prevent falls for Resident (R) 9, and R12,
failed to add interventions related to the
positioning device for R1, and bowel
management for R37. This placed the residents
at risk for uncommunicated care needs.

- The Electronic Medical Record (EMR) for R9
recorded diagnoses of dementia without behavior
disturbance (progressive mental disorder

F 657
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characterized by failing memory and confusion),
diabetes mellitus type 2 (when the body cannot
use glucose, not enough insulin made, or the
body cannot respond to the insulin), and anxiety
(mental or emotional reaction characterized by
apprehension, uncertainty and irrational fear).

The "Annual Minimum Data Set" (MDS), dated
01/17/22, documented R9 had intact cognition
and required set up assistance with supervision
for bed mobility, transfers, ambulation, had
steady balance, and had no functional
impairment. The MDS further documented R9
had two injury falls and had a wander alarm
(designed to help protect residents against
elopement).

R9's "Quarterly MDS," dated 07/18/22,
documented R9 had intact cognition and required
set up assistance with supervision for bed
mobility, transfers, ambulation, had steady
balance, and had no functional impairment. The
MDS further documented R9 had two non-injury
falls, wandered one to three days per week and
had a wander alarm.

The "Fall Risk Assessment," dated 10/24/21,
12/09/21, 04/09/22, 07/02/22, 07/24/22, 09/04/22,
11/09/22, and 11/17/22 documented R9 was a
high risk for falls.

The "Care Plan," dated 09/28/22, originally dated
12/13/21, directed staff to ensure R9 had nonslip
socks on at bedtime to prevent falls. The update,
dated 04/12/22, directed staff to ensure my foam
mattress pad was secured in place before R9 laid
down in bed and put nonskid socks on the
resident. The update, dated 04/21/22, directed
staff to check the placement of her personal alert

F 657
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band every shift and functioning daily. The
update, dated 06/29/22, directed staff to place a
bolster (a long, thick pillow or cushion placed
under other pillows for support), on the edge of
R9's bed to help define it when she was asleep.
The update, dated 07/22/22, directed staff to
encourage RO to lie down if staff see the resident
sitting on the side of the bed in the middle of the
night. The update, dated 07/26/22, directed staff
to ask the resident if she would like to sit in the
recliner when she was restless. The update,
dated 08/14/22, directed staff to ask R9 if she
would like to sit in the commons area in a recliner
so she would not fall asleep on the ed of the bed
and slide out of bed. The update, dated 08/12/22,
directed staff to not allow R9 to keep scissors in
her room because she cuts off her wanderguard.
The update, dated 09/04/22, directed staff to
ensure the bolster was in place throughout the
night. The update, dated 10/29/22, directed staff
to ensure there was only one layer on the seat of
her chair. The update, dated 11/08/22, directed
staff to ask R9 if she would like help lying back
down or sit in her recliner to prevent her from
falling or sliding off her bed. The update, dated
11/15/22, directed staff to check her feet during
the night to make sure the nonskid socks have
not been removed.

The "Nurse's Note," dated 04/12/22 at 11:55 PM,
documented R9 fell on the floor next to her bed,
her right was leg stretched out and the left leg
bent and crossed underneath her. R9 stated,
"Just like the other day, | was sitting and suddenly
| was sliding." R9 pointed to the foam mattress
and stated, "this was part of the problem." The
note further stated R9 did not receive any injury.

The "Nurse's Note," dated 06/29/22 at 01:08 AM,
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documented R9 fell out of her bed. The note
further documented the nurse went to the
resident's closet and placed a bolster pillow on
the side of the resident's bed. The note further
documented R9 did not receive any injury.

The "Nurse's Note," dated 07/21/22 at 05:43 AM,
documented R9 rolled out of bed onto the floor.
The note further documented R9 most likely fell
asleep while seated on the side of the bed and
did not receive any injury.

The "Nurse's Note," dated 07/24/22 at 04:00 AM,
documented R9 rolled out of bed onto the floor.
The note further documented R9 did not receive

any injury.

The "Nurse's Note," dated 08/14/22 at 12:30 AM,
documented R9 had slid out of bed onto the floor.
The note further documented R9 did not receive

any injury.

The "Nurse's Note," dated 10/29/22 at 08:00 AM,
documented R9 slid out of her recliner to the
floor. The note further documented there were
five blankets and sheets in the recliner. The note
further documented R9 did not receive any injury.

The "Nurse's Note," dated 11/08/22 at 02:50 AM,
documented R9 slid off the bed onto the floor.
The note further documented R9 did not receive

any injury.

The "Nurse's Note," dated 11/15/22 at 09:00 AM,
documented R9 slid off the bed onto the floor.
The noted further documented R9 obtained a skin
tear (a traumatic wound caused by mechanical
forces) to right hand 2 centimeter (cm) long and
0.2 cm wide. The wound was cleansed and an
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Aquacel dressing (a moisture-retention dressing)
was placed on the residents right hand.

On 11/21/22 at 08:45 AM, observation revealed
Licensed Nurse (LN) | placed R9's walker in front
of her, assisted her to stand, and LN | walked
with the resident to a recliner in the dining room.

On 11/21/22 09:06 AM, LN | stated when the
resident fell, the nurse was able to implement an
immediate intervention and when the
administration had a weekly risk meeting, they
would decide if they wanted to keep the
intervention or change it. LN | stated R9 was
starting to have dementia and would fall when
she would try to get up alone. LN | further stated
because she had intermittent confusion, staff put
the soft call light close to her in hopes she would
use it when she needed to get up.

On 11/21/22 at 03:00 PM, Certified Nurse Aide
(CNA) N stated R9 was often confused and would
get up on her own and fall.

On 11/22/22 at 03:45 PM, Administrative Nurse D
stated, R9 had falls and staff would try to put new
interventions into place to prevent her from
falling.

The "Care Plan Guideline" policy, dated 10/19/21,
lacked direction for reviewing and updating care
plans.

The facility failed to implement different
interventions to prevent further falls for R9 which
placed R9 at risk for further falls and or injury.

- R12's Electronic Medical Record (EMR)
documented diagnoses of macular degeneration
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(common eye disorder which causes blurred or
reduced central vision), hypertension (high blood
pressure), and diabetes (the body doesn't make
enough insulin or can't use it as well as it should).

The "Quarterly Minimum Data Set" (MDS), dated
09/24/22, documented R12 had intact cognition
with a Brief Interview for Mental Status (BIMS)
score of 14. The MDS documented R12 required
supervision for all activities of daily living (ADL),
unsteady balance but able to stabilize self, and no
range of motion impairment. R12 used a walker
or wheelchair and had one minor injury fall since
the previous assessment.

The "Fall Care Plan," undated, directed staff to
ensure the room free of clutter due to R12's
macular degeneration. The care plan directed
staff to ensure R12 had a walker for ambulation,
ensure his bed in proper position, and remind him
to sleep in the middle of his bed. Further
interventions included:

Non-skid socks to bed (8/2/22 fall).

Place locked walker right in front of bed (10/17/22
fall).

Door open at night (10/25/22 fall) remind to use
wheelchair and staff assistance for toileting
(10/28/22 fall).

Adjust bed to lower position where feet are firmly
planted on the floor when he sits on the edge of
his bed (fall 11/10/22). This same intervention
had been on the care plan since October 2021.

The "Fall Risk Assessments," dated 01/24/22
through 10/17/22 all indicated R12 was a high
risk for falls.

The "Fall Note," dated 08/2/22 at 02:00 AM,
documented staff found R12 on the floor of the
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bathroom, barefoot and wearing a pearl snap
long sleeve shirt and pull up. His walker was in
the doorway of the bathroom and resident was
incontinent and sitting in a very large puddle of
liquid. The nurse assisted the resident to put on
another pearl snap shirt and he stated he was
feeling much better. Staff notified family and
notified the physician by fax.

The "Fall Note," dated 10/17/22 at 04:02 PM,
documented an aide reported the resident was on
the floor. The nurse found the resident with his
head near foot of bed and feet out towards center
of room, on his back with both legs bent at knees,
feet off floor, and arms to his side. Resident
stated to nurse "I'm not hurt anywhere, and |
didn't hit my head" No injury noted at this time.
The resident stated, "l just slid out of bed." The
note documented the nurse put in a work order
for maintenance to apply nonskid strips next to
bed.

The "Fall Note," dated 10/25/22 at 12:55 AM,
documented staff found R12 on the floor, injured,
and bleeding from his head. The resident was on
the floor next to his bed with his back against the
side of the bed, bleeding from the top of his head,
right eyebrow and lower eye lid, and right hand.
He was barefoot, wearing pajama pants, and a
button up shirt. R12 stated he stood up from his
recliner to go to the bathroom and missed the
handle when he reached for his walker, causing
him to fall forward, face first into the floor.
Resident was alert and oriented but was anxious
and distracted by his need to get to the bathroom.
The nurse faxed his physician about the injury fall
and transfer to the emergency room. The resident
returned from the emergency room with
lacerations and skin tears, six stitches to right
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hand, two stitches under right eye, two stitches
above right eyebrow, and three stitches to the top
of his head.

The "Fall Note," dated 10/28/22 at 07:15 AM, staff
found the resident on his floor lying supine, knees
bent, clothed in pajamas without socks. The
resident stated "l didn't fall. | was walking back
form the bathroom and felt like my legs just
couldn't make it, so | sat down right here."

The "Fall Note," dated 11/10/22 at 09:12 AM,
documented R12's call light was on and an aide
found the resident on the floor. The resident
stated he slipped out of bed, that he didn't hurt
himself or hit his head. Care plan updated to
have nightshift shift check that resident has
gripper socks on.

On 11/21/22 at 09:41 AM, observation revealed

R12 in bed, feet elevated with gripper socks on.

He sat up on the side of the bed with his feet on
the floor, his walker in reach of the bed, call light
in reach, and the bed in position for easy exit for
the resident.

On 11/21/22 at 1200 PM, Certified Nurse Aide
(CNA) M stated R12 was independent in his
room, would occasionally call for assistance, but
usually stayed in his bed except for toileting.

On 11/22/22 at 09:03 AM, Administrative Nurse D
verified the fall care plan included the same
intervention twice and staff should attempt to find
the root causes of the falls to find different
interventions

The "Fall" policy, dated 10/12/22, documented
following a fall staff were to document
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assessment of the resident and investigative
elements, review Fall Intervention Reference
Sheet for ideas to implement and document in
the care plan. The QA nurse would review fall
interventions in the care plan and update as
needed.

The "Care Plan Guideline" policy, dated 10/19/21,
lacked direction for reviewing and updating care
plans.

The facility failed to implement different
interventions to prevent further falls for R12 who
experienced four falls in a 30-day period. This
deficient practice placed R12 at risk for further
falls and or injury.

- R1's Electronic Medical Record (EMR)
documented a diagnosis of multiple sclerosis
(chronic, typically progressive disease involving
damage to the sheaths of nerve cells in the brain
and spinal cord, whose symptoms may include
numbness, impairment of speech and of
muscular coordination, blurred vision, and severe
fatigue, anxiety, depression).

The "Quarterly Minimum Data Set" (MDS), dated
11/01/22, documented R1 had moderately
impaired cognition with a Brief Interview for
Mental Status (BIMS) score of 10. The MDS
documented R1 required supervision for eating
and extensive assistance of two staff for all other
activities of daily living (ADL). R1 had range of
motion (ROM) impairment in one upper extremity
and both lower extremities, used a wheelchair,
received physical therapy, and restorative
therapy.
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The "ADL Care Plan," dated 11/03/22, directed
staff to provide assistance of one staff for
repositioning, ensure care when transporting
wheelchair through doorways to reduce trauma to
forearms and elbows. Encourage R1 to transfer
to recliner or bed instead of sitting in a
wheelchair. Transfer R1 with the standing lift and
two staff; he could help reposition himself in his
wheelchair if staff positioned him by a wall with a
handrail.

The "Occupational Therapy" discharge
recommendations, dated 10/21/22, included
partial to moderate assistance. R1 would position
or reposition self while sitting in the wheelchair
with supervision or touching assistance without
the use of positioning devices.

On 11/21/22 at 08:20 AM, observation revealed
R1 sat in his wheelchair at a dining table
independently eating. R1 leaned to his left with
his head leaning over. The wheelchair had a
headrest for positioning, but R1's head and neck
area leaned too far over to touch it. The
wheelchair lacked a cushion or other positioning
device on his left side. R1's left elbow, wrapped
with gauze, hung over the side of his wheelchair
arm. During the meal, staff did not attempt to
re-position the resident.

On 11/21/22 at 12:05 PM, observation revealed
R1 sat at the dining table, leaning to his left side
with a short-sleeved shirt on. Speech therapy sat
at the table with four male residents. During the
meal, staff did not attempt to re-position the
resident. R1 ate independently with some food
spilled onto his shirt protector.

On 11/21/22 at 12:00 PM, Certified Nurse Aide

F 657

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: SUBT11

Facility ID: N056006

If continuation sheet Page 18 of 85




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

PRINTED: 12/06/2022
FORM APPROVED
OMB NO. 0938-0391

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

175304

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

11/22/2022

NAME OF PROVIDER OR SUPPLIER

EMPORIA PRESBYTERIAN MANOR

STREET ADDRESS, CITY, STATE, ZIP CODE
2300 INDUSTRIAL ROAD
EMPORIA, KS 66801

(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 657

Continued From page 18

(CNA) M stated sometimes R1 could reposition
himself.

On 11/22/22 at 08:55 AM, Administrative Nurse D
stated the resident had removed or refused to
leave in place a positioning device in his
wheelchair and the facility lacked documentation
of resident education or previous care plan
interventions regarding positioning.

On 11/22/22 at 12:18 PM, Therapy Staff GG
searched for a lateral cushion for R1's
wheelchair. Therapy Staff GG stated R1 used to
be in another wheelchair and therapy worked with
him on toning. Therapy Staff GG stated therapy
staff got an arm cushion for the armrest, but R1
kept removing it. He stated the lateral cushion
was supposed to be in R1's wheelchair.

The "Care Plan Guideline" policy, dated 10/19/21,
lacked direction for reviewing and updating care
plans.

The facility failed to care plan proper positioning
in the wheelchair for R1, placing him at risk for
less-than-optimal positioning for eating and
swallowing.

- R37's Electronic Medical Record (EMR)
documented the resident admitted to the facility
on 10/21/21 with a diagnosis of an ileus.

R37's "Significant Change Minimum Data Set"
(MDS), dated 07/13/22, documented R37 had a
Brief Interview of Mental Status (BIMS) score of
11, which indicated moderately impaired
cognition. The MDS documented R37 required
extensive staff assistance with most activities of
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daily living (ADL) except supervision with eating.
The MDS documented R37 was always continent
of bowel and not on a bowel toileting program.

R37's "Care Area Assessment" (CAA) did not
trigger for bowels.

R37's "ADL Care Plan," documented the resident
had impaired physical function related to left
femoral neck fracture, weakness, and impaired
mobility. The care plan documented an
intervention dated 10/27/21 directing R37
required limited to extensive staff assistance with
ADL such as grooming, repositioning, toileting,
bathing, transfers, and locomotion. An
intervention dated 05/23/22 directed staff not to
leave R37 alone in the bathroom. The care plan
lacked direction to staff regarding bowel
management or R37's history of ileus until after
09/02/22.

The "Nurse's Note," dated 08/21/22 at 04:18 PM,
documented at 12:30 PM, R37 reported to the
nurse she had stomach pain, nausea, and a
protruding (bulging) abdomen. R37 reported she
had not had a bowel movement (BM) that day.
The note recorded the BM charting revealed R37
had a large BM on 08/20/22. The note
documented staff assisted R37 to a commode
per R37's request and R37 had a large liquid
stool.

The "Nurse's Note," dated 08/22/22 at 04:27 PM,
documented staff reported to R37's family
member the resident was not conversing that day
per usual. R37 complained of abdominal
discomfort. The note lacked evidence the staff
performed an abdominal/bowel assessment in
response to R37's complaint or condition.
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Review of R37's "Bowel Observation Sheet" and
the EMR revealed R37 had no recorded bowel
movement from 08/22/22 through 08/25/22.
R37's clinical record lacked evidence and/or
documentation staff preformed a bowel
assessment in response to the lack of bowel
movements.

The "Bowel Observation Sheet" documented on
08/26/22 R37 had one bowel movement and on
08/27/22, the record indicated R37 had two bowel
movements.

The "Nurse's Note," dated 08/28/22 at 05:00 PM,
documented R37's family member voiced
concern about R37's stomach and how never
been "so big." The note documented R37's
abdomen was distended since admission,
appeared to have increased in size recently.
R37's family member stated, if R37 did "not have
a bowel movement here soon, she's going to
explode or she'll need to go to the hospital." The
note documented the family member requested
R37 have "something to make her have a bowel
movement." The note documented staff reviewed
and noted the bowel movements from the two
previous days, administered an as needed
medication from a standing order, but failed to
assess R37's bowel sounds to identify concerns
prior to administration of the medication.

The "Nurse's Note," dated 08/29/22, documented
R37 had increased abdominal pain and distention
and was sent to the emergency room (ER).

The "Nurse's Note," dated 08/29/22 at 06:12 PM,
documented a family member reported to the
facility R37 admitted to the hospital for diagnoses
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of bowel obstruction.

The "Nurse's Note," dated 09/02/22 at 12:48 PM,
documented R37 was readmitted to the facility on
hospice (end of life care) services regarding a
diagnosis of unresolved ileus.

On 11/22/22 at 09:18 AM, Administrative Nurse D
verified staff had not assessed R37's bowels on
the dates recorded above. Administrative Nurse
D stated staff should have assessed R37's
bowels on those dates, should have measured
her abdomen girth, and should have sent her to
the emergency room earlier. Administrative Nurse
D confirmed she could not see interventions on
the care plan prior to 09/02/22, for bowel
management and/or care of an ileus but stated
the MDS coordinator would need to verify
because Administrative Nurse D was not familiar
with where the information would be found.

On 11/22/22 at 12:09 PM, LN H verified R37's
care plan lacked a section for bowel management
and stated the computer program did not have a
section for bowel management, so it was
sometimes placed in the ADL section of the care
plan. LN H verified R37's care plan lacked
directives related to bowel management in any
section.

The facility's "Care Plan Guidelines Policy,"
revised 10/19/21, documented the community
must develop a comprehensive care plan for
each resident that included measurable
objectives and timetables to meet a resident's
medical nursing, and psychosocial needs
identified in the comprehensive assessment. The
policy documented the comprehensive
assessment would be periodically reviewed and
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Continued From page 22
revised by a team of qualified persons.

The facility failed to update R37's, who was
admitted to the facility with history of ileus, care
plan with a section regarding bowel management.
ADL Care Provided for Dependent Residents
CFR(s): 483.24(a)(2)

§483.24(a)(2) A resident who is unable to carry
out activities of daily living receives the necessary
services to maintain good nutrition, grooming, and
personal and oral hygiene;

This REQUIREMENT is not met as evidenced
by:

The facility had a census of 36 residents. The
sample included 13 residents, with five reviewed
for activities of daily living (ADLs). Based on
observation, record review, and interview, the
facility failed to provide consistent bathing
services for five sampled residents. Resident (R)
9, R32, R22, and R26. This placed the residents
at risk for complications related to poor hygiene.

Findings included:

- The Electronic Medical Record (EMR) for R9
recorded diagnoses of dementia without behavior
disturbance (progressive mental disorder
characterized by failing memory and confusion),
diabetes mellitus type 2 (when the body cannot
use glucose, not enough insulin made, or the
body cannot respond to the insulin), and anxiety
(mental or emotional reaction characterized by
apprehension, uncertainty and irrational fear).

The " Quarterly Minimum Data Set" (MDS), dated
07/18/22, documented R9 had intact cognition
and required limited assistance of one staff for
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bathing and set up assistance with supervision for
all other ADLs. The MDS further documented R9
had no skin issues.

The "Care Plan," dated 09/28/22, directed staff to
encourage R9 to take baths or showers and
remind her it was good for her skin. The care plan
documented R9 preferred whirlpool baths in the
evenings and directed staff to assist her with
drying afterwards.

The "August and September 2022 Bathing and
Facility Bathing Sheets," documented R9
requested showers on Wednesday and Saturday
and documented R9 had not received a bath or
shower during the following days:
08/11/22-09/08/22 (29 days)

09/11/22-09/23/22 (13 days)

The EMR lacked documentation R9 refused a
shower or bath.

The "October and November 2022 Bathing and
Facility Bathing Sheets," documented R9
requested showers on Wednesday and Saturday
and documented R9 had not received a bath or
shower during the following days:

10/02/22 - 10/14/22 (13 days)

10/15/22-11/15/22 (32 days)

The EMR lacked documentation R9 refused a
bath or shower.

On 11/17/22 at 12:15 PM, observation revealed
R9 at the dining table, her hair was very
disheveled.

On 11/22/22 at 08:49 AM, observation revealed
R9 seated on the couch, her hair was very
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disheveled.

On 11/21/22 at 03:00 PM, Certified Nurse Aide N
stated staff chart bathing in the kiosk (a small,
standalone device providing information for staff
on a computer screen and was often used for
entering services provided) as well as a shower
sheet. CNA N stated R9 did not typically refuse
her showers but if she did, they chart refused.

On 11/22/22 at 03:30 PM, Licensed Nurse (LN) |
stated they had just recently started using shower
sheets and if a resident refused, they would try to
encourage and offer alternatives.

On 11/22/22 at 04:15 PM, Administrative Nurse D
stated R9 did not refuse showers and felt staff did
not document showers appropriately.

Upon request, a policy for Bathing was not
provided by the facility.

The facility failed to provide R9 consistent bathing
services as care planned, placing her at risk for
complications related to poor hygiene.

- The Electronic Medical Record (EMR) for R22
documented diagnoses of dementia without
behavioral disturbance (progressive mental
disorder characterized by failing memory and
confusion), disorientation (having lost ones
sense of direction), and depression (abnormal
emotional state characterized by exaggerated
feelings of sadness, worthlessness, and
emptiness).

The "Quarterly Minimum Data Set" (MDS), dated
10/28/22, documented R22 had severely
impaired cognition and required extensive
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assistance with bed mobility, transfers, dressing,
toileting, personal hygiene, and bathing. The
MDS further documented R22 had no skin
issues.

The "Care Plan," dated 09/28/22, documented
R22 preferred to shower in the mornings, offer
her a shower twice per week, and the beauty
shop would wash her hair.

The "August and September 2022 Bathing and
Facility Bathing Sheets," documented R22
requested showers on Sunday and Thursday and
documented R22 had not received a bath or
shower during the following days:
08/08/22-09/14/22 (38 days)

The EMR lacked documentation R22 refused a
bath or shower.

The "October 2022 Bathing and Facility Bathing
Sheets," documented R22 requested showers on
Sunday and Thursday and documented R22 had
not received a bath or shower during the following
days:

10/01/22-10/26/22 (26 days)

The EMR lacked documentation R22 refused a
bath or shower.

The "November 2022 Bathing and Facility
Bathing Sheets," documented R22 requested
showers on Sunday and Thursday and
documented R22 had not received a bath or
shower during the following days:
11/08/22-11/19/22 (12 days)

The EMR lacked documentation R22 refused a
bath or shower.
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On 11/17/22 at 12:15 PM, observation revealed
R22 at the dining table, her hair was disheveled.

On 11/21/22 at 12:59 PM, observation revealed
R22 in her room, her hair was very disheveled.

On 11/21/22 at 03:00 PM, Certified Nurse Aide N
stated staff chart bathing in the kiosk (a small,
standalone device providing information for staff
on a computer screen and was often used for
entering services provided) as well as a shower
sheet. CNA N stated R22 did not typically refuse
her showers but if she did, they chart refused.

On 11/22/22 at 03:30 PM, Licensed Nurse (LN) |
stated they had just recently started using shower
sheets and if a resident refused, they would try to
encourage and offer alternatives.

On 11/22/22 at 04:15 PM, Administrative Nurse D
stated R22 did not refuse showers and felt staff
did not document showers appropriately.

Upon request, a policy for Bathing was not
provided by the facility.

The facility failed to provide R22 consistent
bathing services as care planned, placing her at
risk for complications related to poor hygiene.

- The Electronic Medical Record (EMR) for R32
documented diagnoses of dementia without
behavioral disturbance (progressive mental
disorder characterized by failing memory and
confusion) and hypertension (high blood
pressure).

The "Admission Minimum Data Set" (MDS),
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dated 09/07/22, documented R32 had severely
impaired cognition and required extensive
assistance of one staff for personal hygiene,
dressing, and bathing. The MDS documented
R32 had no skin issues.

The "Care Plan," dated 11/16/22, documented
R32 preferred showers and had a history of being
resistant with bathing.

The "September 2022 Bathing and Facility
Bathing Sheets," documented R32 requested
showers on Tuesday and Friday and documented
R32 had not received a bath or shower during the
following days:

09/14/22 - 09/29/22 (16 days)

The EMR lacked documentation R32 refused a
bath or shower.

The "October 2022 Bathing and Facility Bathing
Sheets," documented R32 requested showers on
Tuesday and Friday and documented R32 had
not received a bath or shower during the following
days:

10/19/22- 10/30/22 (12 days)

The EMR lacked documentation R32 refused a
bath or shower.

The "November 2022 Bathing and Facility
Bathing Sheets," documented R32 requested
showers on Tuesday and Friday and documented
R32 had not received a bath or shower during the
following days:

11/13/22-11/20/22 (8 days)

The EMR lacked documentation R32 refused a
bath or shower.
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On 11/21/22 at 09:06 AM, observation revealed
R32's hair disheveled.

On 11/21/22 at 03:00 PM, Certified Nurse Aide N
stated staff chart bathing in the kiosk (a small,
stand alone device providing information for staff
on a computer screen and was often used for
entering services provided) as well as a shower
sheet. CNA N stated R32 did refuse her showers
but if she did, they chart refused.

On 11/22/22 at 03:30 PM, Licensed Nurse (LN) |
stated they had just recently started using shower
sheets and R32 did refuse showers sometimes,
they attempt three times and would call family for
support.

On 11/22/22 at 04:15 PM, Administrative Nurse D
stated R32 did refuse showers sometimes and
felt staff did not document showers appropriately .

Upon request, a policy for Bathing was not
provided by the facility.

The facility failed to provide R32 consistent
bathing services as care planned, placing her at
risk for complications related to poor hygiene.

- R26's Electronic Medical Record (EMR)
documented she had diagnoses Parkinson's
disease (slowly progressive neurologic disorder
characterized by resting tremor, rolling of the
fingers, masklike faces, shuffling gait, muscle
rigidity and weakness), chronic pain, and
osteoarthritis(chronic arthritis without
inflammation).

R26's "Quarterly Minimum Data Set" (MDS),
dated 10/06/22 documented the resident had a
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Brief Interview of Mental Status (BIMS) score of
14, which indicated intact cognition. The MDS
documented the resident required total two staff
physical assistance with bathing, extensive staff
assistance with bed mobility, transfers, toileting,
locomotion on unit, dressing, personal hygiene,
and staff supervision with eating.

R26's "Activities of Daily Living Care Plan,"
revised on 10/06/22, documented the resident
had impaired physical function and required
extensive two staff assistance with repositioning,
toileting, bathing, grooming and transferring. The
care plan instructed staff to use a sling lift for
transfers. The MDS instructed staff to offer R26
her choice of bathing, shower, tub or whirlpool
and R26 preferred to bathe during the day.

"The Bathing Schedule" documented the resident
scheduled for a bath on Tuesdays and Fridays.

The "Bathing Sheets and EMR Bathing Task"
documented the resident received a bath on the
following days:

October- 14,17, and 26

November 1,

On 11/22/22 at 8:00 AM, Certified Nurse Aide
(CNA) M stated staff do not make out a bath
sheet for R26 when they provide her a bath, she
records R26's bathing in the EMR under tasks.

On 11/22/22 at 09:12 AM, Administrative Nurse D
verified the lack of preferred scheduled bathing
for R26 and stated residents should receive their
bath per their requested day and time.

Upon request the facility failed to provide a policy
regarding bathing.
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The facility failed to provide consistent baths for
the time and days R26 had requested. This
placed the resident at risk for poor hygiene.
Quality of Care

CFR(s): 483.25

§ 483.25 Quality of care

Quality of care is a fundamental principle that
applies to all treatment and care provided to
facility residents. Based on the comprehensive
assessment of a resident, the facility must ensure
that residents receive treatment and care in
accordance with professional standards of
practice, the comprehensive person-centered
care plan, and the residents' choices.

This REQUIREMENT is not met as evidenced
by:

The facility had a census of 36 residents. The
sample included 13 residents. Based on
observation, record review, and interview the
facility failed to identify and assess risk factors for
ileus (obstruction of the intestines, caused by
immobility of the bowel) and bowel obstruction (a
blockage of the flow of bowel stream) and failed
to provide the necessary care and services to
respond to symptoms related to an ileus for
Resident (R) 37, who admitted to the facility with
a diagnosis of ileus on 10/21/21. R37's care plan
lacked direction to staff regarding bowel
management. On 08/21/22 R37 reported
abdominal pain, nausea, and vomiting. She had a
liquid stool on that day. On 08/22/22 R37 reported
abdominal pain and the staff failed to assess
bowel sounds or consider the symptoms relative
to the resident's history of ileus. R37 then had no
recorded bowel movement from 08/22/22 through
08/25/22 and the staff did not perform a bowel
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assessment in response to the lack of bowel
movements. The record documented R37 had
one bowel movement on 08/26/22 and two bowel
movements on 08/27/22. On 08/28/22 R37's
representative expressed concern to nursing staff
of R37's distended abdomen and reported R37
needed to have a bowel movement, or she may
end up back in the hospital. In response, staff
noted the bowel movements from the two
previous days, administered an as needed
medication from a standing order, but failed to
assess R37's bowel sounds to identify concerns
prior to administration of the medication. On
08/29/22 R37 had increased abdominal pain and
distention, transferred to the emergency room,
and was diagnosed with a bowel obstruction. On
09/02/22 R37 returned to the facility on hospice
services related to an unresolved ileus. She
expired on 09/04/22. The facility failure to identify
risk factors related to a history of ileus, implement
a bowel management plan of care, and
adequately assess and respond to the lack of
bowel movements and related symptoms placed
R37 in Immediate Jeopardy.

Findings included:

- R37's Electronic Medical Record (EMR)
documented the resident admitted to the facility
on 10/21/21 with a diagnosis of an ileus.

R37's "Significant Change Minimum Data Set"
(MDS), dated 07/13/22, documented R37 had a
Brief Interview of Mental Status (BIMS) score of
11, which indicated moderately impaired
cognition. The MDS documented R37 required
extensive staff assistance with most activities of
daily living (ADL) except supervision with eating.
The MDS documented R37 was always continent
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Continued From page 32
of bowel and not on a bowel toileting program.

R37's "Care Area Assessment" (CAA) did not
trigger for bowels.

R37's "ADL Care Plan," documented the resident
had impaired physical function related to left
femoral neck fracture, weakness, and impaired
mobility. The care plan documented an
intervention dated 10/27/21 directing R37
required limited to extensive staff assistance with
ADL such as grooming, repositioning, toileting,
bathing, transfers, and locomotion. An
intervention dated 05/23/22 directed staff not to
leave R37 alone in the bathroom. The care plan
lacked direction to staff regarding bowel
management or R37's history of ileus until after
09/02/22.

The "Nurse's Note," dated 08/21/22 at 04:18 PM,
documented at 12:30 PM, R37 reported to the
nurse she had stomach pain, nausea, and a
protruding (bulging) abdomen. R37 reported she
had not had a bowel movement (BM) that day.
The note recorded the BM charting revealed R37
had a large BM on 08/20/22. The note
documented staff assisted R37 to a commode
per R37's request and R37 had a large liquid
stool.

The "Nurse's Note," dated 08/22/22 at 04:27 PM,
documented staff reported to R37's family
member the resident was not conversing that day
per usual. R37 complained of abdominal
discomfort. The note lacked evidence the staff
performed an abdominal/bowel assessment in
response to R37's complaint or condition.

Review of R37's "Bowel Observation Sheet" and
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the EMR revealed R37 had no recorded bowel
movement from 08/22/22 through 08/25/22.
R37's clinical record lacked evidence and/or
documentation staff preformed a bowel
assessment in response to the lack of bowel
movements.

The "Bowel Observation Sheet" documented on
08/26/22 R37 had one bowel movement and on
08/27/22, the record indicated R37 had two bowel
movements.

The "Nurse's Note," dated 08/28/22 at 05:00 PM,
documented R37's family member voiced
concern about R37's stomach and how never
been "so big." The note documented R37's
abdomen was distended since admission,
appeared to have increased in size recently.
R37's family member stated, if R37 did "not have
a bowel movement here soon, she's going to
explode or she'll need to go to the hospital." The
note documented the family member requested
R37 have "something to make her have a bowel
movement." The note documented staff reviewed
and noted the bowel movements from the two
previous days, administered an as needed
medication from a standing order, but failed to
assess R37's bowel sounds to identify concerns
prior to administration of the medication.

The "Nurse's Note," dated 08/29/22, documented
R37 had increased abdominal pain and distention
and was sent to the emergency room (ER).

The "Nurse's Note," dated 08/29/22 at 06:12 PM,
documented a family member reported to the
facility R37 admitted to the hospital for diagnoses
of bowel obstruction.
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The "Nurse's Note," dated 09/02/22 at 12:48 PM,
documented R37 was readmitted to the facility on
hospice (end of life care) services regarding a
diagnosis of unresolved ileus.

Review of R37's EMR revealed she expired on
09/04/22.

On 11/22/22 at 08:31 AM, Certified Nurse Aide
(CNA) M stated she wrote down on a sheet when
a resident had a BM and placed the information in
the charting in the computer. CNA M said if a
resident lacked a BM for three days, the
computer alerted the aide, the aides then
reported to the nurse, and the nurse printed out a
lack of bowel movement sheet.

On 11/22/22 at 08:26 AM, Licensed Nurse (LN) G
stated she did not know how frequently the nurse
should monitor or assess a resident with a history
of ileus, but she thought it was probably every
shift. LN G stated signs/symptoms of a bowel
obstruction were abdomen distension, no bowel
movement, and/or abdominal pain. LN G stated
liquid BM could move around a bowel obstruction,
but not solid BM. LN G stated if a resident had
pain and abdomen distension, she would send
them to the emergency room. LN G stated the
facility did not have a policy or protocol regarding
care of ileus or bowel management.

On 11/22/22 at 09:18 AM, Administrative Nurse D
verified staff had not assessed R37's bowels on
the dates recorded above. Administrative Nurse
D stated staff should have assessed R37's
bowels on those dates, should have measured
her abdomen girth, and should have sent her to
the emergency room earlier. Administrative Nurse
D confirmed she could not see interventions on
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the care plan prior to 09/02/22, for bowel
management and/or care of an ileus but stated
the MDS coordinator would need to verify
because Administrative Nurse D was not familiar
with where the information would be found.

On 11/22/22 at 12:09 PM, LN H verified R37's
care plan lacked a section for bowel management
and stated the computer program did not have a
section for bowel management, so it was
sometimes placed in the ADL section of the care
plan. LN H verified R37's care plan lacked
directives related to bowel management in any
section.

On 11/22/22 at 11:00 AM, Physician Consultant
HH stated he expected staff to notify him sooner
regarding R37's abdominal distention, nausea,
and pain. Consultant HH said R37 had chronic
problem with her bowels, and she had all kinds of
workups for slow, inactive colon and big, dilated
bowel, but if he had been notified earlier, he
would have sent her to the hospital two days
sooner. Physician Consultant HH stated if he had
known about R37's problems it might have made
a difference in her outcome. Physician Consultant
HH stated he expected staff to monitor R37's
bowels, check her vitals, and listen for bowel
sounds. Consultant HH concluded staff should
have been doing bowel assessments and notified
him earlier, so R37 could have been sent to the
ER earlier.

The facility's "Bowel Elimination Policy," revised
05/02/19, documented the charge nurse would be
responsible for ensuring that documentation was
completed each shift for each resident in regard
to their individual bowel function. If two days have
passed with no bowel movement, initial measures
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are to be implemented including but not limited to
offering prune juice, prunes at meals, increasing
fluid intake, offering food choices with a high fiber
content, encourage increased physical activity,
encourage a routine toileting schedule, etc., if not
contrary to the resident's physical condition. If a
resident had no bowel movement recorded in
there days or nine consecutive shifts or has
positive signs and symptoms of
constipation/impaction/bowel obstruction, the
licensed nurse would perform an evaluation to
include auscultation and palpation. the physician
would be notified of bowel status and assessment
findings including medication utilization. If the
resident is not demonstrating any signs of
distress, the physician would be notified of the
lack of bowel movements for three days. The
licensed nurse would communicate bowel
elimination issues and the status of intervention
during shift report. The licensed nurse would
complete documentation of all assessments or
evaluations, treatments, response to treatments,
and communication with the physician.

The facility failed to identify and assess risk
factors for ileus and bowel obstruction and failed
to provide the necessary care and services to
respond to symptoms related to an ileus for R37.
The deficient practice placed R37 in Immediate
Jeopardy.

On 11/22/22 the facility implemented the following
corrective actions to remove the immediacy:

1. The facility identified the standards of practice
related to identification of risk factors,
assessment techniques and care of an
unresolved ileus. The nursing staff were
re-educated related to the standards of practice,
the facility's policy and the expected performance
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to assess residents with a history of ileus, identify
resident care needs, train staff and monitor staff
performance to deliver care to residents at risk for
ileus, and/or obstruction.

2. The Director of Nursing provided education,
examples, demonstration and monitoring
methods of bowel care expectations. The
nursing staff acknowledged understanding and
demonstrated competency.

3. The Director of Nursing provided education to
direct service staff to accurately record resident
bowel activity at the time of the occurrence. The
direct service staff acknowledged understanding
of the importance of recording bowel elimination
results or the lack thereof.

4. Nursing staff and direct service staff were
educated on the protocols for intervention in an
absence of bowel elimination and the importance
of continual assessment and recording results.

5. The Director of Nursing provided education to
the licensed nursing staff to develop and publish
a care plan addressing each identified need of
the resident. The licensed staff acknowledged
understanding and demonstrated competency.

6. The licensed nurses were educated on the
expectation to provide agency staff the resident
interventions to meet the expectations of the care
plan.

After implementation of the corrective actions, the
deficient practice remained at the scope and
severity level of "G."

F 688 | Increase/Prevent Decrease in ROM/Mobility
SS=D | CFR(s): 483.25(c)(1)-(3)

§483.25(c) Mobility.
§483.25(c)(1) The facility must ensure that a
resident who enters the facility without limited

F 684
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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 had a census of 36 residents. The
sample included 13 residents with one reviewed
for positioning. Based on observation, interview
and record review the facility failed to ensure
proper positioning and utilize the positioning
devicefor sampled Resident (R)1. This deficient
practice placed the resident at risk for further
decrease in range of motion.

Findings included:

- R1's Electronic Medical Record (EMR)
documented a diagnosis of multiple sclerosis
(chronic, typically progressive disease involving
damage to the sheaths of nerve cells in the brain
and spinal cord, whose symptoms may include
numbness, impairment of speech and of
muscular coordination, blurred vision, and severe
fatigue, anxiety, depression).

The "Quarterly Minimum Data Set" (MDS), dated
11/01/22, documented R1 had moderately
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impaired cognition with a Brief Interview for
Mental Status (BIMS) score of 10. The MDS
documented R1 required supervision for eating
and extensive assistance of two staff for all other
activities of daily living (ADL). R1 had range of
motion (ROM) impairment in one upper extremity
and both lower extremities, used a wheelchair,
received physical therapy, and restorative
therapy.

The "ADL Care Plan," dated 11/03/22, directed
staff to provide assistance of one staff for
repositioning, ensure care when transporting
wheelchair through doorways to reduce trauma to
forearms and elbows. Encourage R1 to transfer
to recliner or bed instead of sitting in a
wheelchair. Transfer R1 with the standing lift and
two staff; he could help reposition himself in his
wheelchair if staff positioned him by a wall with a
handrail.

The "Occupational Therapy" discharge
recommendations, dated 10/21/22, included
partial to moderate assistance. R1 would position
or reposition self while sitting in the wheelchair
with supervision or touching assistance without
the use of positioning devices.

On 11/21/22 at 08:20 AM, observation revealed
R1 sat in his wheelchair at a dining table
independently eating. R1 leaned to his left with
his head leaning over. The wheelchair had a
headrest for positioning, but R1's head and neck
area leaned too far over to touch it. The
wheelchair lacked a cushion or other positioning
device on his left side. R1's left elbow, wrapped
with gauze, hung over the side of his wheelchair
arm. During the meal, staff did not attempt to
re-position the resident.
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On 11/21/22 at 12:05 PM, observation revealed
R1 sat at the dining table, leaning to his left side
with a short-sleeved shirt on. Speech therapy sat
at the table with four male residents. During the
meal, staff did not attempt to re-position the
resident. R1 ate independently with some food
spilled onto his shirt protector.

On 11/21/22 at 12:00 PM, Certified Nurse Aide
(CNA) M stated sometimes R1 could reposition
himself.

On 11/22/22 at 08:55 AM, Administrative Nurse D
stated the resident had removed or refused to
leave in place a positioning device in his
wheelchair and the facility lacked documentation
of resident education.

On 11/22/22 at 12:18 PM, Therapy Staff GG
searched for a lateral cushion for R1's
wheelchair. Therapy Staff GG stated R1 used to
be in another wheelchair and therapy worked with
him on toning. Therapy Staff GG stated therapy
staff got an arm cushion for the armrest, but R1
kept removing it. He stated the lateral cushion
was supposed to be in R1's wheelchair.

Upon request the facility did not provide a policy
for positioning.

The facility failed to ensure proper positioning in
the wheelchair for R1, placing him at risk for less
than optimal positioning for eating and swallowing
and at risk for further decline in abilities.

Free of Accident Hazards/Supervision/Devices
CFR(s): 483.25(d)(1)(2)
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§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 14 residents with nine reviewed
for accidents. Based on observation, interview,
and record review the facility failed to provide
adequate supervision for elopement and/or fall
prevention for Residents (R) 30, R22, R32, R34,
and R12 to prevent falls. The facility further failed
to secure hazardous chemicals on three of four
onsite survey days. These deficient practices
placed six residents at risk for further falls and
four cognitively impaired residents at risk for
accidental harm from chemicals.

Findings included:

- R30's Electronic Medical Record (EMR)
documented he had diagnoses dementia
(progressive mental disorder characterized by
failing memory, confusion), wandering diseases,
and Alzheimer's disease (progressive mental
deterioration characterized by confusion and
memory failure).

R30's "Admission Minimum Data Set" (MDS),
dated 09/05/22, documented he had short and
long term memory problems, modified
independence with cognitive skills for daily
decision making, and continuous inattention, and
disorganized thinking. The MDS documented R30
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required extensive staff assistance with bed
mobility, transfers, dressing toilet use, and
personal hygiene, limited staff assistance with
walk in room or corridor, and locomotion on and
off unit. The MDS documented R30 exhibited
wandering behavior, daily, during the look back
period.

The "Cognitive Loss/Dementia Care Area
Assessment " (CAA), dated 09/05/22,
documented R30 a new admission to the facility,
due to his increased wandering and needs. The
CAA documented R30 wandered often
throughout the day, but could be redirected by
staff.

The "Activities of Daily Living CAA," dated
09/05/22, documented R30 had worsening
dementia and wandering and was no longer safe
at home. The CAA documented R30 was unable
to bathe himself, control his bladder, cook meals,
converse in a meaningful manner, dress himself,
drive a car, find his way home, live independently,
could recognize familiar faces, and remembered
where he lived and current date. The CAA
documented R30 wandered throughout the facility
independently, required limited to extensive staff
assistance with self-care ADLs.

The "Cognitive Loss/Dementia Care Plan,"
revised 09/05/22, documented R30 had alteration
in thought processes, long term and short-term
memory problems, and severely impaired
cognition.

The "ADL Care Plan," revised 09/05/22,
documented 30 ambulated independently, and
instructed staff to make sure he had correct
footwear on.
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The "Behavior Problem Care Plan," revised
09/05/22, documented R30 had wandering
behaviors, instructed staff to make sure his
environment was safe. The care plan
documented R30 may have an impact on others,
since he may wander into their rooms or stand
over them when they are eating or watching
television. The care plan documented the
resident had potential for elopement, wore a
personal alert band (wanderguard) on his wrist,
and instructed staff to check placement of the
wanderguard every shift and functioning every
day. The care plan instructed staff to offer him
snacks or drinks when he was anxious, walk with
him if he was going into other resident's rooms,
take him outside on nice days, and if he was
standing over or wandering towards other
residents, take him to an area of the building and
offer restroom and snack.

R30"s "Medication Administration Record
(MAR)/Treatment Administration Record (TAR)
lacked documentation regarding staff checking
the resident's wandering device for placement
and functioning.

The "Wander Check Paperwork," lacked
documentation regarding checking R30's
wanderguard placement or functioning for the
following dates:

September
2022-5,7,9,10,11,12,14,15,16,17,18,19,20,21,23,
24,25,26,27,28,29,30,31

October
2022-1,2,3,4,5,6,7,8,9,10,12,13,14,15,16,17,20,2
1,22,23,24,25,26,27,28,29,30,31

November
2022-1,2,3,4,5,6,7,8,9,10,11,12,15,16,17,18,19,2
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0,21

On 11/17/22 at 12:13 PM, observation revealed
sat quietly in a chair with wanderguard bracelet
on his left wrist in the dining area, glasses and
black Velcro shoes on.

On 11/22/22 at 10:38 AM, Licensed Nurse (LN) |
stated R30 would stand by the exit to the door to
the maintenance hall, but does not realize it is an
exit. LN | stated if another resident pushed on the
door R30 would mimic their reaction, but would
not try to exit the building. LN | stated staff make
sure he has his shoes on, assist him to bathroom,
guide him to chair to sit down, away from other
residents for less stimuli. LN | stated R30 liked to
pick things up off the floor, so staff make sure his
environment is clean and well kept.

On 11/22/22 at 04:15 PM, Administrative Staff D
verified the lack of documentation on the above
dates regarding wanderguard placement and
function.

Upon request the facility failed to provide a policy
regarding wanderguard placement and function
monitoring.

The facility failed to provide adequate assistive
devices to prevent accidents when staff failed to
check R30's wanderguard placement and
function. This placed the resident at risk for
elopement.

- The Electronic Medical Record (EMR) for R9
recorded diagnoses of dementia without behavior
disturbance (progressive mental disorder
characterized by failing memory and confusion),
diabetes mellitus type 2 (when the body cannot

F 689

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: SUBT11

Facility ID: N056006

If continuation sheet Page 45 of 85




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

PRINTED: 12/06/2022
FORM APPROVED
OMB NO. 0938-0391

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

175304

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

11/22/2022

NAME OF PROVIDER OR SUPPLIER

EMPORIA PRESBYTERIAN MANOR

STREET ADDRESS, CITY, STATE, ZIP CODE
2300 INDUSTRIAL ROAD
EMPORIA, KS 66801

(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 689

Continued From page 45

use glucose, not enough insulin made, or the
body cannot respond to the insulin), and anxiety
(mental or emotional reaction characterized by
apprehension, uncertainty and irrational fear).

The "Annual Minimum Data Set" (MDS), dated
01/17/22, documented R9 had intact cognition
and required set up assistance with supervision
for bed mobility, transfers, ambulation, had
steady balance, and had no functional
impairment. The MDS further documented R9
had two injury falls and had a wander alarm
(designed to help protect residents against
elopement).

R9's "Quarterly MDS," dated 07/18/22,
documented R9 had intact cognition and required
set up assistance with supervision for bed
mobility, transfers, ambulation, had steady
balance, and had no functional impairment. The
MDS further documented R9 had two non-injury
falls, wandered one to three days per week and
had a wander alarm.

The "Fall Risk Assessment," dated 10/24/21,
12/09/21, 04/09/22, 07/02/22, 07/24/22, 09/04/22,
11/09/22, and 11/17/22 documented R9 was a
high risk for falls.

The "Wander Check" for September 2022 lacked
documentation staff checked R9's wanderguard
on the following days:

09/06/22-09/07/22

09/09/22-09/12/22

09/14/22-09/21/22

09/23/22-09/31/22

The "Wander Check" for October 2022 lacked
documentation staff checked R9's wanderguard
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on the following days:
10/1/22-10/17/22
10/20/22-10/31/22

The "Wander Check" for November 2022 lacked
documentation staff checked R9's wanderguard
on the following days:

1/11/22-11/21/22

The "Care Plan," dated 09/28/22, originally dated
12/13/21, directed staff to ensure R9 had nonslip
socks on at bedtime to prevent falls. The update,
dated 04/12/22, directed staff to ensure my foam
mattress pad was secured in place before R9 laid
down in bed and put nonskid socks on the
resident. The update, dated 04/21/22, directed
staff to check the placement of her personal alert
band every shift and functioning daily. The
update, dated 06/29/22, directed staff to place a
bolster (a long, thick pillow or cushion placed
under other pillows for support), on the edge of
R9's bed to help define it when she was asleep.
The update, dated 07/22/22, directed staff to
encourage R9 to lie down if staff see the resident
sitting on the side of the bed in the middle of the
night. The update, dated 07/26/22, directed staff
to ask the resident if she would like to sit in the
recliner when she was restless. The update,
dated 08/14/22, directed staff to ask R9 if she
would like to sit in the commons area in a recliner
so she would not fall asleep on the ed of the bed
and slide out of bed. The update, dated 08/12/22,
directed staff to not allow R9 to keep scissors in
her room because she cuts off her wanderguard.
The update, dated 09/04/22, directed staff to
ensure the bolster was in place throughout the
night. The update, dated 10/29/22, directed staff
to ensure there was only one layer on the seat of
her chair. The update, dated 11/08/22, directed
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staff to ask R9 if she would like help lying back
down or sit in her recliner to prevent her from
falling or sliding off her bed. The update, dated
11/15/22, directed staff to check her feet during
the night to make sure the nonskid socks have
not been removed.

The "Nurse's Note," dated 04/12/22 at 11:55 PM,
documented R9 fell on the floor next to her bed,
her right was leg stretched out and the left leg
bent and crossed underneath her. R9 stated,
"Just like the other day, | was sitting and suddenly
| was sliding." R9 pointed to the foam mattress
and stated, "this was part of the problem." The
note further stated R9 did not receive any injury.

The "Nurse's Note," dated 06/29/22 at 01:08 AM,
documented R9 fell out of her bed. The note
further documented the nurse went to the
resident's closet and placed a bolster pillow on
the side of the resident's bed. The note further
documented R9 did not receive any injury.

The "Nurse's Note," dated 07/21/22 at 05:43 AM,
documented R9 rolled out of bed onto the floor.
The note further documented R9 most likely fell
asleep while seated on the side of the bed and
did not receive any injury.

The "Nurse's Note," dated 07/24/22 at 04:00 AM,
documented R9 rolled out of bed onto the floor.
The note further documented R9 did not receive

any injury.

The "Nurse's Note," dated 08/14/22 at 12:30 AM,
documented R9 had slid out of bed onto the floor.
The note further documented R9 did not receive

any injury.
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The "Nurse's Note," dated 10/29/22 at 08:00 AM,
documented R9 slid out of her recliner to the
floor. The note further documented there were
five blankets and sheets in the recliner. The note
further documented R9 did not receive any injury.

The "Nurse's Note," dated 11/08/22 at 02:50 AM,
documented R9 slid off the bed onto the floor.
The note further documented R9 did not receive

any injury.

The "Nurse's Note," dated 11/15/22 at 09:00 AM,
documented R slid off the bed onto the floor.
The noted further documented R9 obtained a skin
tear (a traumatic wound caused by mechanical
forces) to right hand 2 centimeter (cm) long and
0.2 cm wide. The wound was cleansed and an
Aquacel dressing (a moisture-retention dressing)
was placed on the residents right hand.

On 11/21/22 at 08:45 AM, observation revealed
Licensed Nurse (LN) | placed R9's walker in front
of her, assisted her to stand, and LN | walked
with the resident to a recliner in the dining room.

On 11/21/22 09:06 AM, LN | stated when the
resident fell, the nurse was able to implement an
immediate intervention and when the
administration had a weekly risk meeting, they
would decide if they wanted to keep the
intervention or change it. LN | stated R9 was
starting to have dementia and would fall when
she would try to get up alone. LN | further stated
because she had intermittent confusion, staff put
the soft call light close to her in hopes she would
use it when she needed to get up.

On 11/21/22 at 03:00 PM, Certified Nurse Aide
(CNA) N stated R9 was often confused and would
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get up on her own and fall.

On 11/22/22 at 03:45 PM, Administrative Nurse D
stated, R9 had falls and staff would try to put new
interventions into place to prevent her from
falling. Administrative Nurse D further stated staff
were to check for wander guard placement every
shift.

The facility "Fall" policy, dated 10/12/22,
documented a resident would be identified for risk
of falls and interventions implemented to reduce
the risk. The policy further documented the fall
risk screen was completed on admission,
quarterly and when there is a significant change
of condition and as applicable after a fall. The
facility would review fall intervention reference
sheet for ideas to implement and document in the
care plan. Residents with falls would be
discussed weekly in the risk management
meeting to determine further possible
interventions to prevent future falls.

The facility failed to provide interventions to

prevent further falls, and failed to check R9's
wanderguard bracelet, placing R9 at risk for
further falls and elopement.

- The Electronic Medical Record (EMR) for R22
documented diagnoses of dementia without
behavioral disturbance (progressive mental
disorder characterized by failing memory and
confusion), disorientation (having lost ones sense
of direction), and depression (abnormal emotional
state characterized by exaggerated feelings of
sadness, worthlessness, and emptiness).

The "Significant Change Minimum Data Set"
(MDS), dated 01/27/22, documented R22 had
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severe cognitive impairment and required
extensive assistance of one staff for bed mobility,
transfers, toileting, and personal hygiene. The
assessment further documented R22 had
unsteady balance, no functional impairment, and
had two non-injury falls.

R22's "Quarterly MDS," dated 10/28/22,
documented the same as above.

The "Fall Risk Assessments," dated 01/18/22,
02/15/22, 05/08/22, 05/29/22, 09/11/22 and
10/22/22 was a high risk for falls.

The "Care Plan," dated 09/28/22, originally dated
06/24/21, directed staff to put nonskid sock on at
bedtime. The update, dated 01/16/22, directed
staff to ensure R22 wore shoes or nonskid socks
on throughout the day. The update, dated
03/31/22, directed staff to toilet R22 between
04:00 PM and 05:00 PM. The update, dated
04/26/22, directed staff to place her soft touch call
light next to R22 where it was easy for her to
activate when she was in bed. The update, dated
05/26/22, directed staff to check R22 at night to
make sure she had not removed her nonskid
socks. The update, dated 09/06/22, directed staff
to offer R22 the restroom after her evening meal
so she did not try to go unassisted and fall. The
update, dated 11/05/22, directed staff to offer R22
the restroom after her evening meal so she would
not try to go unassisted and fall.

The "Nurse's Note," dated 04/17/22 at 12:29 AM,
documented at 06:15 AM, R22 was seated on the
floor in her room between her closet and bed
facing the wall. The note further documented R22
was incontinent of bowel and bladder and
reminded R22 she needed to use her call light for
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assistance.

The "Nurse's Note," dated 04/26/22 at 04:55 AM,
documented R22 fell in her room after she had
not used her walker when she got out of bed. The
note further document R22 stated she must have
tripped on something. The staff placed the
resident back into bed and moved her soft touch
call light to her side so it would go off if she sat up
on the side of the bed again.

The "Nurse's Note," dated 05/26/22 at 08:12 PM,
documented R22 had not used her call light and
slid off the bed. The note further stated staff put
nonskid socks on R22 and placed her soft call
light at her side so that it would go off if she rolled
over to sit up.

The "Nurse's Note," dated 09/09/22 at 07:00 PM,
documented R22 fell in her bathroom. The note
further documented R22 had one slipper on and
one off. The note documented staff made sure
her call light was lying by her side in case she
would try to get up again and changed her
slippers to nonskid socks.

The "Nurse's Note," dated 11/05/22 at 08:20 PM,
documented at 07:15 PM, R22 fell in her room
and was incontinent of urine. The note further
documented R22 did not have any injury.

On 11/21/22 at 09:00 AM, observation revealed
Certified Nurse Aide (CNA) P and CNA Q took
R22 to a chair in the dining room. CNA P placed
her left arm under R22's left arm and CNA Q
placed her right arm under the resident's right
arm to assist R22 to stand. CNA P grabbed the
back of R22's waistband on her pants and pulled
upward to assist the resident to stand and
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transfer.

On 11/21/22 at 09:00 AM, CNA P stated, they
would look on the end of the bed of the resident's
room and it would say whether they needed to
use a gait belt with the resident and R22 was one
of the resident's that they did not need to use a
gait belt. CNA P further stated R22 did have falls
because she would try to transfer herself and fall.

On 11/21/22 at 9:06 AM, Licensed Nurse (LN) |
stated when the resident had falls, the nurse was
able to implement an immediate intervention and
when the administration had a weekly risk
meeting, they would decide if they wanted to keep
the intervention or change it. LN | stated R22 was
starting to have dementia and would fall when
she would try to get up alone. LN | further stated
R22 was confused and would try to transfer her
self and would fall.

On 11/22/22 at 03:45 PM, Administrative Nurse
D stated, R22 had falls and staff would try to put
new interventions into place to prevent her from
falling but was hard to find new interventions for
the resident.

The facility "Fall" policy, dated 10/12/22,
documented a resident would be identified for risk
of falls and interventions implemented to reduce
the risk. The policy further documented the fall
risk screen was completed on admission,
quarterly and when there is a significant change
of condition and as applicable after a fall. The
facility would review fall intervention reference
sheet for ideas to implement and document in the
care plan. Residents with falls would be
discussed weekly in the risk management
meeting to determine further possible
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Continued From page 53
interventions to prevent future falls.

The facility failed to provide interventions to
prevent falls for cognitively impaired R22, placing
her at risk for further falls and injury.

- The Electronic Medical Record (EMR) for R32
documented diagnoses of dementia without
behavioral disturbance (progressive mental
disorder characterized by failing memory and
confusion) and hypertension (high blood
pressure).

The "Admission Minimum Data Set" (MDS),
dated 09/07/22, documented R32 had severely
impaired cognition and required supervision of
one staff for transfers, ambulation, wandered
daily and had unsteady gait. The MDS further
documented R32 intruded on others, wandered to
dangerous places 1 to 3 times per week, had a
motion sensor, and a wander/elopement alarm.

The "Elopement Risk," dated 09/01/22,
documented R32 was at risk for elopement.

The "Care Plan," dated 11/16/22 documented
R32 had exit seeking behaviors and wore a
personal alert band on her wrist, check the
placement and functioning of the band every shift,
and a motion sensor in her room to alert staff if
she wandered at night.

The "Wander Check" for September 2022 lacked
documentation staff checked R32's wanderguard
on the following days:

09/06/22-09/07/22

09/09/22-09/12/22

09/14/22-09/21/22

09/23/22-09/31/22
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The "Wander Check" for October 2022 lacked
documentation staff checked R32's wanderguard
on the following days:

10/1/22-10/17/22

10/20/22-10/31/22

The "Wander Check" for November 2022 lacked
documentation staff checked R32's wanderguard
on the following days:

1/11/22-11/21/22

On 11/21/22 at 01:09 PM, observation revealed
R32 independently ambulating down the hallway
and had a wanderguard bracelet on her left wrist.
Further observation revealed R32 stopped by the
exit door but did not try to go out of the door.

On 11/21/22 at 01:15 PM, Licensed Nurse (LN) |
stated the only time the wander guard on the exit
door would sound would be if R32 breached the
doors and physically went out the door. LN |
further stated her wander guard was checked
nightly by staff.

On 11/22/22 01:45 PM, Certified Medication Aide
(CMA) R stated staff documented daily in the
wander guard book and document in the
Medication Administration Record. CMA R
verified staff were not documenting on the
wander guard check form they had checked
placement and function.

On 11/22/22 at 03:45 PM, Administrative Nurse D
stated staff were to check the wander guards
function and placement daily and document in the
wander guard book.

Upon request a policy for wander guard was not
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Continued From page 55
provided by the facility.

The facility failed to document R32's wander
guard function and placement as care planned,
placing her at risk for elopement.

- The Electronic Medical Record (EMR) for R34
documented diagnoses of anxiety (mental or
emotional reaction characterized by
apprehension, uncertainty and irrational fear),
dystonia (a state of abnormal muscle tone,
resulting in muscular spasm and abnormal
posture), tremors (an involuntary quivering
movement) and hypertension (high blood
pressure).

R34's "Significant Change Minimum Data Set"
(MDS), dated 04/22/22, documented R34 had
intact cognition and required extensive assistance
of one staff for ambulation, supervision and one
staff assistance for toileting and personal
hygiene, and supervision and set up assistance
for bed mobility, transfers. and eating. The MDS
further documented R34's balance was unsteady,
had no functional impairment, had two non injury
falls and one injury fall.

The "Quarterly MDS," dated 10/22/22,
documented R34 had severely impaired cognition
and required limited assistance of one staff for all
activities of daily living (ADLs), had inattention,
disorganized thinking, had unsteady balance, no
functional impairment, and had two non-injury
falls, and one injury fall.

The "Fall Risk Assessment," dated 04/06/22,
04/09/22, 08/11/22, 10/02/22, 10/16/22,
10/20/22,10/26/22, and 11/07/22 was a high risk
for falls.
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The "Care Plan," dated 09/28/22, originally dated
04/06/22, documented R34 was educated to
utilize the call light prior to getting out of bed. The
update, dated 04/09/22, directed staff to ensure
that her slippers were near her bed before
bedtime. The update, dated, 04/28/22, directed
R34 to use her call light at night and when she
woke up in the morning. The update, dated
08/11/22, directed staff to toilet the resident
between 07:30 AM and 08:00 AM. The update,
dated 08/18/22, directed staff to toilet the resident
between 12:30 PM and -01:00 PM. The update,
dated 09/30/22, directed staff to move the glove
container closer to the toilet so staff do not have
to walk away from the resident to get gloves. The
update, dated 10/11/22, directed staff to offer to
assist with nonskid socks in case she needed to
walk to the bathroom. The update, dated
10/31/22, directed staff to encourage R34 to use
her call light before standing. The update, dated
11/15/22, directed staff to check to make sure
R34 had not removed her nonskid socks.

The "Nurse's Note," dated 04/09/22 at 12:05 AM,
documented R34 fell in her bathroom after she
had slipped on the slippery floor. The note further
documented staff put slippers on the resident and
took her back to bed.

The "Nurse's Note," dated 09/30/22 at 5:55 PM,
documented staff assisted R34 with a gait belt to
the bathroom and while R34 was standing with
her walker, and as the Certified Nurse Aide (CNA)
walked four steps to grab some glove, R34
leaned forward and fell. The note further
documented R34 did not receive any injury.

The "Nurse's Note," dated 10/12/22 at 04:32 AM,

F 689

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: SUBT11

Facility ID: N056006

If continuation sheet Page 57 of 85




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

PRINTED: 12/06/2022
FORM APPROVED
OMB NO. 0938-0391

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

175304

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

11/22/2022

NAME OF PROVIDER OR SUPPLIER

EMPORIA PRESBYTERIAN MANOR

STREET ADDRESS, CITY, STATE, ZIP CODE
2300 INDUSTRIAL ROAD
EMPORIA, KS 66801

(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 689

Continued From page 57

documented R34 fell in her bathroom. The note
further documented R34 received a skin tear to
her outer left forearm 1 centimeter (cm) x 2.5 cm.
Staff cleansed the skin tear and applied a 3 x 3
foam dressing (an absorbent dressing).

The "Nurse's Note," dated 10/20/22 at 07:45 AM,
documented R34 fell in her room between the
bathroom and her bed, her pants were pulled
halfway down, had no socks or shoes or gripper
socks on. The note further documented R34 did
not receive any injury.

The "Nurse's Note," dated 10/31/22 at 04:55 PM,
documented R34 got up to go see her husband
and rolled out of bed. The note further
documented staff encouraged her to remember
to use her call light.

The "Nurse's Note," dated 11/03/22 at 06:32 PM,
documented R34 fell in her room while she tried
to check on her husband that was in the
bathroom. The note further documented R34 did
not receive any injury.

The "Nurse's Note," dated 11/15/22 at 03:40 AM,
documented R34 fell in her room next to her
husband's bed. The note further documented R34
had on her husband's tank top and had no brief
or socks on. The note further documented R34
did not receive any injury.

On 11/21/22 at 01:19 PM, observation revealed
CNA Q took the foot pedals off of R34's
wheelchair, took her left arm and placed it under
R34's left arm, grabbed the back of the resident's
pants, pulled upward and transferred R34 into her
recliner.
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On 11/21/22 at 09:06 AM, Licensed Nurse (LN) |
stated when the resident had falls, the nurse was
able to implement an immediate intervention and
when the administration had a weekly risk
meeting, they would decide if they wanted to keep
the intervention or change it. LN | stated R34 got
up a lot on her own and would fall.

On 11/21/22 at 01:19 PM, CNA Q stated no one
told her she needed to use a gait belt with R34,
even though it was marked on the end of the bed
that R34 required the use of a gait belt. CNA Q
further stated she did not even know where a gait
belt was for the resident.

On 11/22/22 at 03:45 PM, Administrative Nurse D
stated, R34 had falls and staff would try to put
new interventions into place to prevent her from
falling but was hard to find new interventions for
the resident. Administrative Nurse D further
stated R34 would be placed on hospice and
would hope someone from hospice could sit with
the resident.

The facility "Fall" policy, dated 10/12/22,
documented a resident would be identified for risk
of falls and interventions implemented to reduce
the risk. The policy further documented the fall
risk screen was completed on admission,
quarterly and when there is a significant change
of condition and as applicable after a fall. The
facility would review fall intervention reference
sheet for ideas to implement and document in the
care plan. Residents with falls would be
discussed weekly in the risk management
meeting to determine further possible
interventions to prevent future falls.

The facility failed to provide interventions to

F 689

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: SUBT11

Facility ID: N056006

If continuation sheet Page 59 of 85




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

PRINTED: 12/06/2022
FORM APPROVED
OMB NO. 0938-0391

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

175304

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

11/22/2022

NAME OF PROVIDER OR SUPPLIER

EMPORIA PRESBYTERIAN MANOR

STREET ADDRESS, CITY, STATE, ZIP CODE
2300 INDUSTRIAL ROAD
EMPORIA, KS 66801

(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 689

Continued From page 59

prevent falls for cognitively impaired R34, placing
her at risk for further falls and injury.

- R12's "Electronic Medical Record" (EMR)
documented diagnoses of macular degeneration
(common eye disorder which causes blurred or
reduced central vision), hypertension (high blood
pressure), and diabetes (the body doesn't make
enough insulin or can't use it as well as it should).

The "Quarterly Minimum Data Set" (MDS), dated
09/24/22, documented R12 had intact cognition
with a Brief Interview for Mental Status (BIMS)
score of 14. The MDS documented R12 required
supervision for all activities of daily living (ADL),
unsteady balance but able to stabilize self, and no
range of motion impairment. R12 used a walker
or wheelchair and had one minor injury fall since
the previous assessment.

The "Fall Care Plan," undated, directed staff to
ensure the room free of clutter due to R12's
macular degeneration. The care plan directed
staff to ensure R12 had a walker for ambulation,
ensure his bed in proper position, and remind him
to sleep in the middle of his bed. Further
interventions included:

Non-skid socks to bed (8/2/22 fall).

Place locked walker right in front of bed (10/17/22
fall).

Door open at night (10/25/22 fall)remind to use
wheelchair and staff assistance for toileting
(10/28/22 fall).

Adjust bed to lower position where feet are firmly
planted on the floor when he sits on the edge of
his bed (fall 11/10/22). This same intervention
had been on the care plan since October 2021.
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The "Fall Risk Assessments," dated 01/24/22
through 10/17/22 all indicated R12 a high risk for
falls.

The "Fall Note," dated 08/2/22 at 02:00 AM,
documented staff found R12 on the floor of the
bathroom, barefoot and wearing a pearl snap
long sleeve shirt and pull up. His walker was in
the doorway of the bathroom and resident was
incontinent and sitting in a very large puddle of
liquid. This nurse asked if the puddle caused him
to slip and resident denied, stating he "did that
after, or during" but wasn't completely sure. The
resident stated he was rushing to sit on the stool
and suddenly felt weak or dizzy when he tried to
turn to sit down. The resident complained of
nausea and weakness. Resident was alert and
oriented to person, place, time and situation. A
skin tear was noted on his right outer elbow.
Resident could move all extremities without pain
or difficulty, but stated he wasn't sure he could
stand due to feeling weak. The nurse applied
non-slip socks at this time. With CNA's help, this
nurse assisted resident into standing position. He
stated he felt like he needed to sit on the stool to
go more and was able to grab the railing, turn
himself and step towards the toilet to sit down.
Resident continued to have loose stools. This
nurse attempted to obtain another set of vitals at
this time but could not get a blood pressure, pulse
or oxygen saturation. This nurse the attempted
manual blood pressure cuff but still could not
obtain blood pressure. Resident was still alert and
wanted to get back to bed. He was able to stand
at the toilet and this nurse cleaned him up and
provided a clean brief. Once resident was in the
wheelchair this nurse attempted, unsuccessfully,
to obtain vitals again. R12 stated "I can't hold my
head up I'm so weak" so this nurse assisted him
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into the bed and into the lying position. It was at
this time that this nurse found an empty bottle of
milk of magnesia in his bed and another in his
trash can. When asked how much milk of mag
the resident had taken, he responded that he
didn't think he had taken any. By this time it was
approximately 03:00 AM, and the nurse obtained
a set of vitals, 54, 16, 82/50. This nurse ensured
the resident was comfortable and attached his
call light to his handrail, asking him to please not
get up without calling due to his low blood
pressure. This nurse explained that his skin tear
needed a dressing and that | was leaving the
room to get supplies. After returning, this nurse
noted a very long period of apnea in the resident
and he was very difficult to wake. The nurse
assisted the resident to put on another pearl snap
shirt and he stated he was feeling much better.
Staff notified family and notified the physician by
fax.

The "Fall Note," dated 10/17/22 at 04:02 PM,
documented an aide reported the resident was on
the floor. The nurse found the resident with his
head near foot of bed and feet out towards center
of room, on his back with both legs bent at knees,
feet off floor, and arms to his side. Resident
stated to nurse "I'm not hurt anywhere, and |
didn't hit my head" No injury noted at this time.
The resident stated, "l just slid out of bed." The
note documented the nurse put in a work order
for maintenance to apply nonskid strips next to
bed.

The "Fall Note," dated 10/25/22 at 12:55 AM,

documented staff found R12 on the floor, injured,
and bleeding from his head. The resident was on
the floor next to his bed with his back against the
side of the bed, bleeding from the top of his head,
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right eyebrow and lower eye lid, and right hand.
He was barefoot, wearing pajama pants, and a
button up shirt. R12 stated he stood up from his
recliner to go to the bathroom and missed the
handle when he reached for his walker, causing
him to fall forward, face first into the floor.
Resident had blood all over the palms of both
hands and running down his face. Resident was
alert and oriented but was anxious and distracted
by his need to get to the bathroom. While
attempting to get vitals, this nurse began to clean
the dried blood off of the resident's hands and
forehead, avoiding his wounds. Vitals could not
be obtained at this time and as this nurse was
attempting for a 4th time, resident went
unresponsive, eyes rolled back, and he started to
slump to his left side. One CNA left to call (911)
emergency services at 12:59 AM, and the
resident regained consciousness while CNA was
on the phone with them. Once alert again,
resident stated he thought he was driving the
tractor when he fell. "I must have been dreaming,
but | remember seeing it." The emergency
personnel arrived and assisted R12. The nurse
faxed his physician about the injury fall and
transfer to the emergency room. The resident
returned from the emergency room with
lacerations and skin tears, six stitches to right
hand, two stitches under right eye, two stitches
above right eyebrow, and three stitches to the top
of his head.

The "Fall Note," dated 10/28/22 at 07:15 AM, staff
found the resident on his floor lying supine, knees
bent, clothed in pajamas without socks. The
resident stated "I didn't fall. | was walking back
form the bathroom and felt like my legs just
couldn't make it, so | sat down right here."
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The "Fall Note," dated 11/10/22 at 09:12 AM,
documented R12's call light was on and an aide
found the resident on the floor. The resident
stated he slipped out of bed, that he didn't hurt
himself or hit his head. Care plan updated to
have nightshift shift check that resident has
gripper socks on.

On 11/21/22 at 09:41 AM, observation revealed

R12 in bed, feet elevated with gripper socks on.

He sat up on the side of the bed with his feet on
the floor, his walker in reach of the bed, call light
in reach, and the bed in position for easy exit for
the resident.

On 11/21/22 at 1200 PM, Certified Nurse Aide
(CNA) M stated he was independent in his room,
would occasionally call for assistance, but usually
stayed in his bed except for toileting.

On 11/22/22 at 09:03 AM, Administrative Nurse D
verified the fall care plan included the same
intervention twice and staff should attempt to find
the root causes of the falls to find different
interventions

The "Fall" policy, dated 10/12/22, documented
residents would be identified for risk of falls and
interventions implemented to reduce fall risk.
Following a fall staff were to document
assessment of the resident and investigative
elements, review Fall Intervention Reference
Sheet for ideas to implement and document in
the care plan. The QA nurse would review fall
interventions in the care plan and update as
needed.

The facility failed to provide adequate supervision
and implement different interventions to prevent
further falls for R12 who experienced four falls in

F 689
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a 30-day period. This deficient practice placed
R12 at risk for further falls and or injury.

- On 11/17/22 at 08:00 AM, observation revealed
the A hall shower room unlocked. In the unlocked
cabinet a quart spray bottle of hydrogen peroxide
disinfectant. The label stated the product could

cause irritation to the eyes, nose, skin, and throat.

On 11/21/22 at 08:10 AM, observation revealed
the A hall shower room unlocked and one
Sani-cloth Bleach wipes cannister in the unlocked
closet. The label stated keep out of reach of
children, moderate eye irritation, product contains
bleach.

On 11/22/22 at 10:52 AM, observation in the A
hall shower room revealed the door unlocked,
and the Sani-cloth Bleach wipes accessible.

On 11/17/22 at 08:30 AM, Administrative Nurse D
verified the unlocked shower room and the
unlocked cabinet with accessible chemicals.

On 11/22/22 at 10:52 AM, Certified Nurse Aide
(CNA) O verified the unlocked shower room and
the unlocked cabinet had bleach Sani-cloth wipes
accessible.

Upon request the facility did not provide a policy
regarding the storage of hazardous chemicals.

The facility failed to ensure hazardous chemicals
were not accessible to the four cognitively
impaired, independently mobile residents of the
facility. This placed the residents ta risk for
chemical related accidents.
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§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
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:
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The facility had a census of 36 residents. The
sample included 14 residents with three reviewed
for bowel and bladder. Based on observation,
interview, and record review the facility failed to
provide catheter (tube inserted into the bladder to
drain urine) care routinely, including monitoring
urinary output as ordered and directed by the plan
of care. This deficient practice placed R1 at risk
for complications of urinary catheter use.

Findings included:

- R1's Electronic Medical Record (EMR)
documented a diagnosis of multiple sclerosis
(chronic, typically progressive disease involving
damage to the sheaths of nerve cells in the brain
and spinal cord, whose symptoms may include
numbness, impairment of speech and of
muscular coordination, blurred vision, and severe
fatigue, anxiety, depression).

The "Quarterly Minimum Data Set" (MDS), dated
11/01/22, documented R1 had moderately
impaired cognition with a Brief Interview for
Mental Status (BIMS) score of 10. The MDS
documented R1 required supervision for eating
and extensive assistance of two staff for all other
activities of daily living (ADL). R1 had range of
motion (ROM) impairment in one upper extremity
and both lower extremities, used a wheelchair,
received physical therapy, and restorative
therapy.

The "Neurogenic Bladder" Care Plan, dated
11/03/22, directed staff to provide care for the #22
catheter with a five cubic centimeters (cc) bulb,
flush with 12 cc sterile water in the bulb. The care
plan instructed staff to flush the catheter per
urologist orders, place a towel around the stoma
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site of the suprapubic catheter (catheter inserted
through the abdominal wall into the bladder) when
leakage occurs, and provide catheter care every
shift and as needed (prn). Staff were to empty the
drainage bag every shift, place the
tubing/catheter under clothing, and ensure the
tubing and bag did not touch the floor or become
elevated above his bladder. Staff were to ensure
the catheter appropriately positioned during
transfers to prevent any obstruction, infection
control issue and accidental removal, observe for
Urinary Tract Infection (UTI), encourage fluids,
and obtain labwork per physician orders.

The "Physician Order," dated 01/07/22, directed
staff to change the suprapubic catheter 22 Fr.
monthly catheter, provide catheter care every
shift, change drainage bag every 14 days and
prn. The order directed staff to monitor R1's
intake and output every shift.

The facility's record of R1's urinary output lacked
documentation for 20 shifts for 11/01/22 through
11/20/22 and lacked 10 shifts of catheter care
documentation.

On 11/21/22 at 01:12 PM, observation revealed
Certified Nurse Aide CNA) M and CNA S used a
sit to stand lift to transfer R1 from his wheelchair
to his recliner. CNA S hung the catheter drainage
bag on the knee rest of the lift. The catheter
tubing was inside his brief and security strap on
his left thigh. Observation revealed CNA M
provided incontinence care and then, after
transferring R1 to his recliner, hung the catheter
bag to dependent drainage on recliner in a
privacy bag.

On 11/21/22 at 01:17 PM, observation revealed

F 690

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: SUBT11

Facility ID: N056006

If continuation sheet Page 68 of 85




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

PRINTED: 12/06/2022
FORM APPROVED

OMB NO. 0938-0391

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

175304

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

11/22/2022

NAME OF PROVIDER OR SUPPLIER

EMPORIA PRESBYTERIAN MANOR

STREET ADDRESS, CITY, STATE, ZIP CODE
2300 INDUSTRIAL ROAD
EMPORIA, KS 66801

(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 690

F 744
SS=D

Continued From page 68

CNA S emptied the catheter drainage bag. She
placed a clean paper towel on the floor and put
the measuring container on it, drained the
collection bag and disinfected the port and port
holder with an alcohol wipe. CNA S measured
and observed the drained urine.

On 11/21/22 at 01:17 PM, CNA S stated she
emptied the urinary catheter in the morning
approximately 0:630 AM, and at end of shift at
01:15 PM, daily.

On 11/21/22 at 05:15 PM, Licensed Nurse (LN) |
verified the lack of thorough catheter output
monitoring by staff and the missing spaces for
catheter care documentation.

On 11/22/22 at 08:55 AM, Administrative Nurse D
verified the facility lacked documentation of R1's
catheter care and output as ordered, and care
planned.

Upon request the facility failed to provide a policy
for urinary catheter use.

The facility failed to routinely provide care and
monitoring for R1's urinary catheter as physician
ordered and care planned, placing R1 at risk for
complications of urinary catheter use.
Treatment/Service for Dementia

CFR(s): 483.40(b)(3)

§483.40(b)(3) A resident who displays or is
diagnosed with dementia, receives the
appropriate treatment and services to attain or
maintain his or her highest practicable physical,
mental, and psychosocial well-being.

This REQUIREMENT is not met as evidenced

F 690
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by:

The facility had a census of 36 residents. The
sample included 13 residents, with three
reviewed for behaviors. Based on observation,
record review, and interview, the facility failed to
provide the necessary dementia (progressive
mental disorder characterized by failing memory
and confusion) for Resident (R) 32, who had
dementia related behaviors. This placed the
resident at risk decreased quality of life and
unmet needs.

Findings included:

- The Electronic Medical Record (EMR) for R32
documented diagnoses of dementia without
behavioral disturbance and hypertension (high
blood pressure).

The "Admission Minimum Data Set" (MDS),
dated 09/07/22, documented R32 had severely
impaired cognition and required supervision of
one staff for transfers, ambulation, wandered
daily and had unsteady gait. The MDS further
documented R32 intruded on others, wandered to
dangerous places one to three times per week,
had a motion sensor, and a wander/elopement
alarm.

The "Care Plan," dated 11/16/22 documented
R32's behaviors have an impact on others as
residents become upset with R32 when she goes
into their rooms or attempts to push them in their
wheelchairs. The care plan further documented
offer R32 a snack, go outside to sit when she
wandered, had a motion sensor in her room to
alert staff when she wandered at night, and check
her personal alert band on her wrist for placement
and functioning every day.
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The "Nurse's Note," dated 09/03/22 at 03:48 PM,
documented R32 walked up and down the hall
entering a different resident's room, when a
Certified Nurse Aide (CNA) attempted to redirect
the resident, she raised her hand back but
stopped prior to bringing it forward in a striking
manner as though she recognized and was able
to redirect her actions. The note further
documented R32 looked at the CNA and stated in
a loud, high pitched voice, "That's not my
husband" and exited the room quickly. R32
ambulated to the dining room area and rested in
a chair for approximately 15 minutes and
attempted to enter other resident rooms.
Redirection was attempted by a CNA but resident
continued forward, pushing against the staff. The
note documented R32 required consistent one on
one observation and redirection.

The Nurse's Note," dated 09/11/22 at 09:37 AM,
documented R32 was agitated, appeared to
believe another resident was her husband,
followed him around and attempted to hang onto
him. The note further documented staff attempted
to intervene and inform her that the resident was
not her husband. The male resident told R32, "I'm
not your husband," and attempted to walk away.
R32 began to follow the male resident and staff
attempted to redirect her but she became
increasingly agitated and grabbed at the staff
arms. The note documented the doors to the hall
was shut in an attempt to keep R32 from
following the male resident but R32 was able to
push on the door and open it.

The "Nurse's Note," dated 09/21/22 at 06:16 PM,
documented R32 walked up to another
wheelchair bound resident and insisted on

F 744
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pushing the resident down the hallway. The note
further stated the other resident intermittently
allowed R32 to put her but when she would tell
R32 to stop or to leave her alone R32 became
frustrated, attempted to shake handles or ignored
the other residents request to stop. Staff
redirected R32 multiple times and removed the
other resident from the area.

The "Nurse's Note," dated 09/25/22 at 02:17 PM,
documented R32 was noted to push around
another resident who was in a wheelchair. The
wheelchair resident asked R32 to stop which
caused R32 to turn the other resident around and
push her into the sofa. The noted further
documented staff intervened and took the other
resident out of the area.

The "Nurse's Note," dated 11/09/22 at 07:02 PM,
documented R32 had increased behaviors
throughout the day such as entering other
resident rooms, pushing other residents in
wheelchairs without consent, and continued to
push the resident's after residents and staff have
redirected. Continued redirected caused R32
agitation to increase with R32 cussing at staff.
The note documented staff would continue to
initiate intervention and only observe when
possible.

On 11/21/22 at 09:06 AM, observation revealed
R32 wandered into R9's room, and staff had to
redirect the resident.

On 11/21/22 at 09:20 AM, CNA O stated when
R32 wandered, they would redirect her and if it
didn't work, other staff would try.

On 11/22/22 01:48 PM, Licensed Nurse (LN) |
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stated staff try redirection or distraction with R32
when she had behaviors. LN | further stated R32
wandered and would often become close to being
combative with staff but never to residents. LN |
stated R32 was not on any medication for her
behaviors and did not see any other doctor
except for there primary care doctor. LN | stated
she had training for behaviors through her
computerized mandatory training.

On 11/22/22 at 04:15 PM, Administrative Nurse D
stated staff try to do activities with R32 when she
had behaviors as well as redirection.
Administrative Nurse D further stated when the
weather was nice, they would take R32 outside.

Upon request a policy for Resident Behaviors was
not provided by the facility,

The facility failed to provide the necessary
dementia care and services for R32, who had
dementia related behaviors, placing the resident
at risk for unmet needs.

Pharmacy Srvcs/Procedures/Pharmacist/Records
CFR(s): 483.45(a)(b)(1)-(3)

§483.45 Pharmacy Services

The facility must provide routine and emergency
drugs and biologicals to its residents, or obtain
them under an agreement described in
§483.70(g). The facility may permit unlicensed
personnel to administer drugs if State law
permits, but only under the general supervision of
a licensed nurse.

§483.45(a) Procedures. A facility must provide
pharmaceutical services (including procedures
that assure the accurate acquiring, receiving,

F 744

F 755

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: SUBT11

Facility ID: N056006

If continuation sheet Page 73 of 85




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

PRINTED: 12/06/2022
FORM APPROVED
OMB NO. 0938-0391

dispensing, and administering of all drugs and
biologicals) to meet the needs of each resident.

§483.45(b) Service Consultation. The facility
must employ or obtain the services of a licensed
pharmacist who-

§483.45(b)(1) Provides consultation on all
aspects of the provision of pharmacy services in
the facility.

§483.45(b)(2) Establishes a system of records of
receipt and disposition of all controlled drugs in
sufficient detail to enable an accurate
reconciliation; and

§483.45(b)(3) Determines that drug records are in
order and that an account of all controlled drugs
is maintained and periodically reconciled.

This REQUIREMENT is not met as evidenced
by:

The facility had a census of 36 residents. The
sample included 13 residents. Based on
observation, record review, and interview the
facility failed to provide routine pharmaceutical
services (including procedures that assure the
accurate acquiring, receiving, dispensing, and
administering of all drugs and biological's) to
meet the needs for one of six reviewed for
unnecessary medications, when staff failed to
reorder R26's lidocaine 5% patch(a soft, stretchy
adhesive patch containing 5% lidocaine (700 mg),
daily, for the topical treatment of pain). This
placed the resident at risk for ineffective
medication regimen.

Findings included:

- R26's Electronic Medical Record (EMR)
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documented the resident had diagnoses of
Parkinson's (slowly progressive neurological
disorder characterized by resting tremor, rolling of
the fingers, masklike faces, shuffling gait, muscle
rigidity and weakness), chronic (persisting for a
long period, often for the remainder of a person's
lifetime) pain, osteoarthritis (chronic arthritis
without inflammation), age related physical
debility, and pain in left and right shoulders.

R26's "Quarterly Minimum Data Set" (MDS),
revised on 10/06/22, documented tR26 had a
Brief Interview for Mental Status score of 14,
which indicated intake cognition. The MDS
documented the resident required extensive staff
assistance with activities of daily living (ADLs)
except supervision with eating. The MDS
documented R26 had impairment on one side of
upper extremity and both sides lower extremities.
The MDS documented the resident had frequent
pain and received scheduled and as needed (prn)
pain medications and non-medication
interventions for pain. The MDS documented R26
received an opioid (narcotic used to treat pain)
medication once in the look back period.

The "ADL Care Plan," revised 10/06/22,
documented the resident had impaired physical
function related to Parkinson disease, required
extensive two staff assistance with ADL's such as
repositioning, toileting, bathing, grooming and
transferring and instructed staff to use a sling lift
for transfers.

The "Pain Care Plan," revised 10/06/22,
documented 26 had chronic pain due to
arthropathies, osteoarthritis, edema, and
peripheral venous insufficiency which had
affected her ADLs and activity participation. The

F 755
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care plan documented R26 received gabapentin
(medication used to relieve nerve pain), Tylenol, a
fentanyl patch(used for the management of
persistent, moderate to severe chronic pain in
opioid-tolerant patients when a continuous,
around-the-clock opioid and a lidocaine patch for
pain management.

The "November 2022 Medication Administration
Record" revealed R26's lidocaine patch was
unavailable on 11/19, 11/20,and 11/21.

R26's EMR lacked documentation the physician
or pharmacy had been contacted regarding the
unavailability of R26's lidocaine patch.

On 11/21/22 at 2:45 PM, Certified Medication
Aide (CMA) R stated when the resident was down
to one or two lidocaine patches she would call the
pharmacy and get them refilled. If the pharmacy
does not deliver the patches on her shift the next
shift should see it is unavailable should notify the
pharmacy and the physician.

On 11/21/22 at 03:00 PM, Administrative Nurse D
stated she was unaware R26' lidocaine patch was
unavailable for the last three days. Administrative
Nurse D stated staff should have reordered it and
if it was still unavailable should notify her, the
pharmacy, and the physician. Administrative
Nurse D stated she would go and call the
pharmacy for the refill on the medication.

On 11/21/22 at 03:34 PM, Licensed Nurse (LN) |
stated she was unaware R26's lidocaine patch
was unavailable and had not been reordered,
ideality the protocol was to contact the pharmacy,
if the next person on the following shift had not
received it they should call again until the

F 755
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medication outage had been addressed. LN |
stated usually the medication aide or the nurse
will pass on in report if the medication is not
received that evening. LN | stated usually staff
reorder whatever it is color coated on the blister
package 5 days ahead on a lidocaine patch box it
is reordered when there is two left. LN | stated it
was her understanding the lidocaine patch had
not been reordered.

The facility's "Medication Administration Policy,"
revised 03/15/22, documented if medication is
ordered but not present:

notify the charge nurse

check pharmacy delivery sheet for listing

notify pharmacy to request emergency dose
notify physician

retrieve dose immediately if beyond standards of
proactive for time , complete medication error
report, notify physician and family, submit to
Quality Assurance Program Improvement officer.

The facility failed to provide routine
pharmaceutical services to meet the needs of
R26 when staff failed to address the unavailability
of R26's lidocaine patch for three days. This
placed the resident at risk for ineffective
medication regimen.

F 760 | Residents are Free of Significant Med Errors
SS=D | CFR(s): 483.45(f)(2)

The facility must ensure that its-

§483.45(f)(2) Residents are free of any significant
medication errors.

This REQUIREMENT is not met as evidenced
by:

The facility had a census of 36 residents. The
sample included 13 residents. Based on

F 755
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observation, record review, and interview the
facility failed to the facility failed to ensure
Resident (R)190's medication administration was
free from significant errors when staff crushed an
extended-release medication. This placed the
residents at risk for the medications being
improperly released.

Findings included:

- On 11/21/22 at 09:38 AM, observation revealed
Certified Medication Aide (CMA) T, during
medication administration, crushed R190's
metoprolol succinate (medication used to lower
blood pressure), 25 milligram (mg,) extended
release (ER)and placed it in a medication cup by
itself. Observation revealed CMA T checked the
resident's pulse and blood pressure and stated
they were within parameters, then placed the
metoprolol in a medication cup with the other
medications in clear thickened liquid and
administered the medications to R190.

On 11/21/22 at 12:58 PM, CMAT verified he had
crushed the above medication and was unaware
he was not supposed to. CMA T pulled up R190's
Electronic Medical Record (EMR) and stated
there was no warning on his screen.

On 11/21/22 at 2:00PM, Administrative Nurse D
verified R190's EMAR lacked a warning for her
metoprolol succinate ER was not to be crushed.
Administrative Nurse D stated she was aware the
medication should not be crushed, and she would
place a warning in the computer.

On 11/28/22 at 3:52 PM, Consultant Staff Il stated
typically metoprolol ER medications should not be
crushed. Consultant Staff Il stated if a resident

F 760
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had troubles swallowing the medication and it
was "scored" it could be broken in half but not
crushed. Consultant Staff Il stated when
metropolot ER was crushed it affects the way the
medication was released. It was intended to be
released gradually over 24 hours, if crushed the
medication could be released all at once.

The facility's "Medication Administration Policy,"
revised 03/15/22, document medication that
should not be crushed or chewed the solid
dosage forms of May medications should not be
crushed or chewed for a variety of reasons.
When a resident's condition prohibits the
administration of solid dosage forms (tablets,
capsules etc.) the nurse administering the
medication should check to see that there are no
contraindications to crushing the medications in
question. if crushing is contraindicated, the nurse
should consult the pharmacist for assistance in
obtaining the medication in liquid form, if possible
and obtain a physician order to change dosage
forms and directions.

The facility failed to ensure R190's medication
administration record was free from significant
medication errors, when staff crushed her
metoprolol succinate extended release
medication. This placed the residents at risk for
receiving an inaccurate dose of medication.

F 801 | Qualified Dietary Staff F 801
SS=F | CFR(s): 483.60(a)(1)(2)

§483.60(a) Staffing

The facility must employ sufficient staff with the
appropriate competencies and skills sets to carry
out the functions of the food and nutrition service,
taking into consideration resident assessments,
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individual plans of care and the number, acuity
and diagnoses of the facility's resident population
in accordance with the facility assessment
required at §483.70(e)

This includes:

§483.60(a)(1) A qualified dietitian or other
clinically qualified nutrition professional either
full-time, part-time, or on a consultant basis. A
qualified dietitian or other clinically qualified
nutrition professional is one who-

(i) Holds a bachelor's or higher degree granted by
a regionally accredited college or university in the
United States (or an equivalent foreign degree)
with completion of the academic requirements of
a program in nutrition or dietetics accredited by
an appropriate national accreditation organization
recognized for this purpose.

(ii)) Has completed at least 900 hours of
supervised dietetics practice under the
supervision of a registered dietitian or nutrition
professional.

(iii) Is licensed or certified as a dietitian or
nutrition professional by the State in which the
services are performed. In a State that does not
provide for licensure or certification, the individual
will be deemed to have met this requirement if he
or she is recognized as a "registered dietitian" by
the Commission on Dietetic Registration or its
successor organization, or meets the
requirements of paragraphs (a)(1)(i) and (ii) of
this section.

(iv) For dietitians hired or contracted with prior to
November 28, 2016, meets these requirements
no later than 5 years after November 28, 2016 or
as required by state law.

§483.60(a)(2) If a qualified dietitian or other
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clinically qualified nutrition professional is not
employed full-time, the facility must designate a
person to serve as the director of food and
nutrition services.

(i) The director of food and nutrition services
must at a minimum meet one of the following
qualifications-

(A) A certified dietary manager; or

(B) A certified food service manager; or

(C) Has similar national certification for food
service management and safety from a national
certifying body; or

D) Has an associate's or higher degree in food
service management or in hospitality, if the
course study includes food service or restaurant
management, from an accredited institution of
higher learning; or

(E) Has 2 or more years of experience in the
position of director of food and nutrition services
in a nursing facility setting and has completed a
course of study in food safety and management,
by no later than October 1, 2023, that includes
topics integral to managing dietary operations
including, but not limited to, foodborne iliness,
sanitation procedures, and food
purchasing/receiving; and

(ii) In States that have established standards for
food service managers or dietary managers,
meets State requirements for food service
managers or dietary managers, and

(iii) Receives frequently scheduled consultations
from a qualified dietitian or other clinically
qualified nutrition professional.

This REQUIREMENT is not met as evidenced
by:

The facility has a census of 36 residents. The
sample included 13 residents. Based on
observation, record review and interview, the
facility failed to employ a full time certified dietary
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manager for the 36 residents who reside in the
facility and receive their meals from one of one
kitchen, placing the residents at risk for
inadequate nutrition

Findings included:

- On 11/17/22 at 08:31 AM, observation revealed
Dietary Staff BB in the kitchen overseeing the
preparation of the noon meal. Dietary Staff BB
stated he/she had no certification as a dietary
manager and was currently enrolled in the dietary
manager classes.

Upon request, the facility did not provide a policy
regarding Certified Dietary management
requirements.

The facility failed to employ a full time Certified
Dietary Manager, for the 36 residents residing in
the facility who received meals from one of one
kitchen, placing the residents at risk for
inadequate nutrition.

Infection Prevention & Control

CFR(s): 483.80(a)(1)(2)(4)(e)(f)

§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

F 801
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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
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.

F 880
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§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 had a census of 36 residents. The
sample included 13 residents. Based on
observation, record review, and interview, the
facility failed to maintain Resident (R) 15's oxygen
tubing, nasal cannula and breathing treatment
mask in a sanitary fashion which placed R15 at
risk for respiratory illness.

Findings included:

- On 11/17/22 at 09:33 AM observation revealed
R15's nasal cannula oxygen tubing had been
uncovered laying on the floor next to the oxygen
canister.

On 11/17/22 at 11:42 AM observation revealed
R15's breathing treatment mask sat on the
bedside table uncovered.

On 11/22/22 at 11:30 AM observation revealed
R15's oxygen tubing and nasal cannula
uncovered draped over the oxygen concentrator.

On 11/22/22 at 11:34 AM Licensed Nurse |

F 880
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verified the observation of the oxygen tubing,
nasal canula and breathing treatment mask had
been uncovered and should have been stored in
a plastic bag.

On 11/22/22 at 12:22 PM Administrative Nurse D
stated staff should store oxygen cannula and
breathing treatment mask in a plastic bag or
some kind of storage container.

The facility's "Oxygen Therapy" policy, dated
10/08/21, documented oxygen can be delivered
by nasal cannula, several types of masks,
hookups, etc. The policy further documented
when devices are not in use, store in a plastic or
other bag to keep tubing and device off floor, and
appropriate infection control measures with
handling tubing and use of breathing treatment
mask.

The facility failed to store oxygen tubing, nasal
canula, and a breathing treatment mask in a
sanitary manner which placed the R15 at risk for
respiratory illness.

F 880
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