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The following citations represent the findings of a
Health Resurvey and Complaint Investigation
#KS00180301 and KS00179856.

The 2567 was sent electronically on 08/08/23.
F 657 | Care Plan Timing and Revision F 657
SS=D | CFR(s): 483.21(b)(2)(i)-(iii)

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

(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:

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
08/08/2023

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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The facility identified a census of 63 residents.
The sample included 13 residents reviewed for
care plans. Based on observation, record review,
and interview the facility failed to revise Residents
(R)10 and R36's care plans related to the level of
staff assistance needed during cares provided by
staff. This deficient practice placed the residents
at risk for preventable falls and injuries to
uncommunicated or unmet care needs.

Findings Included:

- The "Medical Diagnosis" section within R10's
Electronic Medical Records (EMR) included
diagnoses of seizures (violent involuntary series
of contractions of a group of muscles), left hand
contracture (abnormal permanent fixation of a
joint), artificial left hip, cerebral infarction (sudden
death of brain cells due to lack of oxygen caused
by impaired blood flow to the brain by blockage or
rupture of an artery to the brain), history of
fractures (broken bone) to ribs, kidney disorder,
and osteoarthritis (chronic arthritis without
inflammation).

R10's "Quarterly Minimum Data Set (MDS)"
completed 04/19/23 noted a Brief Interview for
Mental Status (BIMS) score of nine indicating
moderate cognitive impairment. The MDS
indicated she required extensive assistance from
two staff bed mobility, transfers, locomotion,
dressing, toileting, personal hygiene, and bathing.
The MDS indicated she used a walker and
wheelchair for mobility. The MDS indicated she
had two non-injury falls since last assessment.

R10's "Fall Care Area Assessment (CAA)"
completed 01/25/23 indicated she was a high fall
risk related to her history of falls, impaired

F 657
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mobility, cognitive impairment, and medical
diagnoses. The CAA indicated she had trouble
finding thoughts and words when communicating
but could make her needs known. The CAA noted
she had difficulty with memory and decision
making. The CAA indicated she would attempt to
transfer independently without calling for
assistance. The CAA indicated she required
extensive staff assistance related all activities of
daily living (ADL). The CAA noted R10 had a fall
before her admission that resulted in a hip
fracture.

R10's "Care Plan" created 05/05/21 indicated she
had a history of falls due to her medical
diagnoses and required extensive assistance
from two staff for transfers (05/05/21). The plan
indicated she had a Dycem (assistive pad used to
prevent sliding) placed in her wheelchair
(06/07/21). The plan noted she required a gait
belt and contact guard assist during transfers and
ambulation 07/14/21. The plan noted she had a
one-way slide positioned in her recliner to prevent
her from falling forward out of her chair (12/02/21)
and for staff to give reminders to call for
assistance (12/30/21). The plan noted she always
had a reaching device in reach (04/15/22). On
06/01/23 an intervention was added to her plan
indicating staff would note on her "Treatment
Administration Record" (TAR) that her one-way
slide was in place on her recliner. On 01/20/22
R10's care plan noted she required extensive
assistance of one staff for grooming,
repositioning, toileting, bathing, and transfers.
The plan lacked clarification if R10 required
extensive assistance from one or two for
transfers.

On 07/24/23 at 09:03AM R10 sat in her recliner.

F 657

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: MS6311

Facility ID: N089018

If continuation sheet Page 3 of 51




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

PRINTED: 08/08/2023
FORM APPROVED
OMB NO. 0938-0391

DEFICIENCY)

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
175297 B. WING 07/26/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4712 SW 6TH AVE
TOPEKA PRESBYTERIAN MANOR
TOPEKA, KS 66606
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

F 657 | Continued From page 3

R10 held her reaching device and pulled her craft
boxes closer to her recliner. R10's recliner had
her one-way slider mat and Dycem in place. R10
had a pendant call device necklace around her
neck. R10 reported had had several falls but
reported she would often forget to call for help or
attempt to grab items by herself too far out of
reach. R10's gait belt hung off the wall behind her
recliner next to the entrance door. The gait belt
rested half on the floor due to the wall hook being
waist high.

On 07/26/23 at 03:15PM Certified Nurse Aid
(CNA) P stated R10 required two staff and a
Sit-to-Stand lift for transfers. He stated staff
should follow the care planned interventions for
ADL and transfers. He stated if conflicting
interventions are listed in the plan staff should
use the intervention involving the higher level of
care and verify with charge nurse.

On 07/26/23 at 03:35PM Licensed Nurse (LN) |
stated staff were to check each resident's care
needs before attempts to transfer them. She

stated if a resident has conflicting intervnetions,
staff were to use the higher level of assistance.

On 07/26/23 at 03:53PM Administrative Nurse F
stated care plans were reviewed within every 90
days, but the facility held weekly interdisciplinary
team meetings to discuss changes in care and
updated interventions. She stated staff had
access to review the care plans. She stated
nursing staff could adjust the plans. She stated
nursing staff may have only changed one
intervention for falls but forget to update the ADL
interventions to match the level of assistance
needed.

F 657
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A review of the facility's "Care Plan" policy revised
08/2021 indicated all residents will be assessed
and provided person-centered care plans with
ongoing review by the facility's multidisciplinary
team. The policy indicated interventions will be
updated based on regular re-evaluations of the
resident's preferences, needs, and goals. The
policy indicated the person-centered plan of care
will be reviewed and revised quarterly, annually,
and when significant changes occurred.

The facility failed to revise R10's care plan related
to her level of staff assistance needed for
transfers. This deficient practice placed R10 at
risk for preventable falls and injuries due to
uncommunicated care needs.

- The electronic medical record (EMR) for R36
documented diagnoses of Alzheimer's disease (a
progressive mental deterioration characterized by
confusion and memory failure), orthostatic
hypotension (blood pressure dropping with
change of position), hypertension (HTN-an
elevated blood pressure), and dementia
(progressive mental disorder characterized by
failing memory, confusion).

The "Annual Minimum Data Set" (MDS) dated
03/30/23 documented R36 had both long and
short-term memory loss. R36 required extensive
to total assistance with activities of daily living
(ADLs) of one to two staff. R36 used a wheelchair
for mobility. R36 had a history of falls. R36
received an antipsychotic medication (class of
medications used to treat psychosis and other
mental emotional conditions) on six of seven days
during the lookback period. R36 received hospice

F 657
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services.

The "Quarterly MDS" dated 06/22/23 documented
R36 had both long and short-term memory loss.
R36 required extensive to total assistance with
ADLs of one to two staff. R36 required the
assistance of two staff with toileting. R36 had a
history of falls. R36 received an antipsychotic
medication on five of seven days during the
lookback period. R36 received hospice services.

The "Falls Care Area Assessment" (CAA) dated
04/03/23 documented R36 scored high risk for
falls R36 required extensive assist of two with
transfers and had poor balance. R36's speech
was clear and had difficulty finding words/finishing
thoughts. R36 spoke one-word sentences and on
hospice services for Alzheimer's disease. R36
took a scheduled narcotic, antidepressant (class
of medications used to treat mood disorders and
relieve symptoms of depression), a diuretic
(medication to promote the formation and
excretion of urine) and an antipsychotic daily. R36
had poor memory and decision-making skills.

The "Fall Care Plan" initiated 04/12/22 for R36
directed staff to ensure adaptive/positioning
devices: Broda chair(a specialized wheelchair
that has the ability to tilt and recline) were within
my reach and easy access. Staff was directed
R36 required limited to extensive assist of one to
two with transfers, due to her dementia
assistance varied. Staff was to assist of one with
use of walker for ambulation/locomotion.

Revisions to the "Fall Care Plan" dated 06/07/22
directed staff to please assist R36 to the
bathroom between five and six in the morning as
R36 would not call for assistance. A revision on

F 657
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06/13/22 directed staff R36 require extensive
assist of one with toileting upon arising, after
meals and as needed. Staff was to offer toileting
to R36 when she was restless as R36 was
unaware of her toileting needs. Staff was directed
due to R36's diagnosis of dementia please use
one word when asking/guiding her with cares and
to allow her time to process before moving to
next task.

The "Fall Care Plan" last revised on 04/21/23 for
R36 directed staff that R36 required extensive
assist of two with toileting upon arising, after
meals and as needed. Staff was to check and
change R36 every two to three hours though the
night. Staff was to offer toileting when R36 was
restless. R36 was unaware of her toileting needs.
Staff was to assist R35 to the bathroom between
five and six in the morning as R36 would not call
for assistance. R36's care plan still had the
previous interventions directing staff with her
transfers and assistance needed while toileting.

On 07/26/23 at 02:38 PM R6 sat in her Broda
chair (a specialized wheelchair with the ability to
tilt and recline) watching tv. R36 did not respond
when spoken to.

On 07/26/23 at 03:15PM Certified Nurse Aid
(CNA) P stated R36 required two staff for
transfers while being toileted. CNA P stated staff
should follow the care planned interventions for
ADLs and transfers. CNA P stated if conflicting
interventions were listed in the plan staff should
use the intervention involving the higher level of
care and verify with charge nurse.

On 07/26/23 at 03:35PM Licensed Nurse (LN) |
stated staff should always ask before using

F 657
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interventions that conflict with the residents needs
or use the higher level of assistance until the care
plan was updated. LN | stated R36 did require
two staff for transfers during toileting.

On 07/26/23 at 03:53PM Administrative Nurse F
stated care plans were reviewed within every 90
days, but the facility held weekly interdisciplinary
team meetings to discuss changes in care and
updated interventions. Administrative Nurse F
stated all staff had access to review the care
plans. Administrative Nurse F stated nurses can
go in and adjust the care plans. Administrative
Nurse F stated nursing staff may have only
changed one intervention for falls but forget to
update the ADL interventions to match.

A review of the facility's "Care Plan" policy revised
08/2021 indicated all residents would be
assessed and provided person-centered care
plans with ongoing review by the facility's
multidisciplinary team. The policy indicated
interventions would be updated based on regular
re-evaluations of the resident's preferences,
needs, and goals. The policy indicated the
person-centered plan of care will be reviewed and
revised quarterly, annually, and when significant
changes occurred.

The facility failed to ensure staff updated/revised
and removed old interventions for R36's care plan
so staff had clear direction on how much
assistance R36 required during transfers while
being toileted. This placed R36 at risk of possible
harm and or injury while being toileted.

Quality of Care

CFR(s): 483.25

F 657

F 684
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§ 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 identified a census of 63 residents.
The sample included 16 residents with five
residents reviewed for falls. Based on
observation, interview, and record review the
facility failed to respond to falls, assess, and
identify injury, and apply standards of care for fall
follow up for Resident (R)28. On 07/02/23 at
01:30 AM R28, who had severe cognitive
impairment, had an unwitnessed fall in her room.
Licensed Nurse (LN) K found R28 on the floor at
which time R28 stated she was trying to get to her
recliner. LN K assessed the resident and noted
an abrasion to the left shoulder. R28 complained
of left hip pain at that time. LN K assisted R28 to
the recliner but failed to notify R28's physician
and representative of the incident. LN K failed to
follow up immediately after the occurrence with
neurological checks and post fall assessments to
identify changes and or injuries and failed to treat
the reported pain in R28's left hip. Several hours
later, Administrative Nurse E assessed R28,
noted a deformity to the residents left leg and
sent the resident to the acute hospital where R28
was diagnosed with a left hip fracture. The facility
failure to provide post fall assessment and
treatments per the standard of care, including
neurological checks, vital sign assessment, and
assessment and treatment of reported pain

F 684
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caused a delay in identification and treatment of a
fall related fracture and placed R28 at risk for
prolonged pain.

Findings Included:

- R28's Electronic Medical Record (EMR)
documented diagnosis of generalized muscle
weakness, difficulty walking, cognitive
communication deficit, homonymous bilateral
field defects (condition in which a person sees
only one side of the visual field of each eye),
senile degeneration of the brain (dementia -
progressive mental disorder characterized by
failing memory and confusion), and hallucinations
(sensing things while awake that appear to be
real, but the mind created).

The "Significant Change Minimum Data Set
(MDS)" dated 02/28/23 documented a Brief
Interview for Mental Status (BIMS) score of
seven, which indicated severe cognitive
impairment. The MDS further documented R28
required limited assistance of one staff for bed
mobility, transfers, dressing, toileting, and
personal hygiene. She required extensive
assistance of one staff for locomotion on and off
the unit.

The "Cognitive Loss/Dementia Care Area
Assessment" (CAA), dated 03/01/23,
documented R28 had a BIMS of seven and noted
she had some confusion, but could answer
questions.

The "Falls CAA," dated 03/06/23 documented
R28 had a moderate risk for falls, required limited
to extensive assistance from staff, and had poor
memory and decision-making difficulty.

F 684

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: MS6311

Facility ID: N089018

If continuation sheet Page 10 of 51




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

PRINTED: 08/08/2023
FORM APPROVED
OMB NO. 0938-0391

DEFICIENCY)

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
175297 B. WING 07/26/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4712 SW 6TH AVE
TOPEKA PRESBYTERIAN MANOR
TOPEKA, KS 66606
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

F 684 | Continued From page 10

The "Care Plan" with an intervention dated
06/22/23, documented R28 had a risk for falls,
had senile degeneration of the brain, and
hallucinations. The "Care Plan" intervention dated
06/22/23 documented as R28's senile
degeneration progressed, her safety awareness
was decreasing and noted she would attempt to
do things that she had always done, but could no
longer accomplish. It directed staff to do frequent
visual checks and offer assistance as needed.

A "Registered Nurse Note" dated 07/02/23 at
02:03 AM documented staff found R28 seated on
the floor when LN K entered the room at 01:30
AM. The note further documented the resident
stated she fell while attempting to get to her
recliner. The note documented R28 showed no
changes in alertness or orientation and vital signs
were obtained. The note further documented R28
had an abrasion to the outer left shoulder the
nurse cleaned the area and applied a dressing.
The note documented R28 complained of left hip
pain at that time and that no redness or bruising
was noted to the left hip area.

R28's EMR lacked evidence that LN K contacted
R28's provider or representatives of the incident
when it occurred. The EMR further lacked
evidence that LN K conducted neurological
checks or completed a post fall physical
assessment. R28's EMR lacked evidence LN K
assessed and treated the left hip pain reported by
the resident immediately after the fall.

The "Medication Record" dated 07/2023
documented R28 received morphine (medication
used to treat moderate to severe pain)
concentrate 20 milligrams per milliliter (mg/ml)
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with a dose of 0.25 ml at 05:43 AM and a dose of
Tylenol (medication used to treat pain) 650mg at
05:47 AM on 07/02/23, four hours after the fall.

A "Registered Nurse Note" dated 07/02/23 at
07:42 AM documented LN K notified
Administrative Nurse E that R28 fell at
approximately 01:30 AM. The note documented
an abrasion/bruising to R28's left upper arm and
notes staff assisted R28 back into bed. The note
documented R28 had a pulse of 160 beats per
minute (bpm) while taking morning vitals.
Administrative Nurse E notified the provider of
R28's severe left hip pain, pulse of 160 bpm and
received an order for tramadol (medication used
to treat moderate to severe pain) but the
medication was unable to be obtained at that
time. The note further documented LN K gave
R28 morphine with no pain relief noted.
Administrative Nurse E assessed R28 and a
noted slight shortening of her left leg and R28
stated that she could not move her leg at all
without severe pain. It also documented R28
complained of severe pain in left hip that radiated
into R28's groin when she attempted to move her
left knee. Administrative Nurse E notified R28's
hospice nurse, and family. The hospice nurse
arrived at approximately 07:15 AM and assessed
R28, the on-call provider was updated on R28's
status and agreed to send R28 to the ER.

A "Registered Nurse Note" dated 07/02/23 at
11:32 AM documented the emergency room (ER)
provider contacted the facility and requested
information on R28. The note further documented
the ER provider reported R28 had a left hip
fracture. The note documented the facility was
waiting for a response from R28's family
regarding further care and an orthopedic consult.
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A "Registered Nurse Note" dated 07/06/23 at
12:44 PM documented staff sent R28 to the
hospital due to a left hip fracture that occurred on
07/02/23 and was returning to the facility. It
further documented that R28 had received a
hemiarthroplasty (a surgical procedure where half
of the hip is replaced. This procedure is typically
used to repair a broken or fractured hip) on
07/03/23.

An observation on 07/25/23 at 01:41 PM R28 sat
in Broda chair (specialized wheelchair with the
ability to tilt and recline) at nurse's station. Staff
sat next to R29 for safety observations. R28 had
a large bruise noted around her right eye.

On 07/26/23 at 11:26 AM Administrative Nurse D
stated she was not able to locate the neurological
checks related to R28's fall on 07/02/23. She
stated the facility did not have any record of the
checks and she was only able to find the vital
signs that were entered at that time. She stated
LN K was an agency nurse and was not permitted
to return/work at the facility in the future.

On 07/26/23 at 01:30 PM LN K reported R28 was
found on 07/02/23 around 01:30 AM by Certified
Nurse Aide (CNA) MM and he was called in to
assist. He stated R28 reported pain on her left
side and must have rubbed against the wall
during her fall because she had an abrasion on
her left side hip. He stated he completed
neurological checks, pain assessments, and
evaluated R28, but did not know where to
document the information due to not being trained
properly. He stated he did give R28 "oxycodone"
(medication used to treat pain) or "some narcotic"
that evening. He stated he and CNA MM assisted
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R28 into the resident's bed, but R28 continued to
have pain throughout the shift. He stated no other
nurses were around to help him that evening and
he did not know how to document assessments
or complete medication entries into the medical
records. He stated the medical doctor was
notified upon the next shift arriving and R28 was
sent out later in the morning. LN K stated he was
not sure of a facility protocol for injuries or falls so
he did what he thought was right. He stated R28
was very confused at the time of the fall but
reported pain.

On 07/26/23 at 01:45PM CNA MM reported she
found R28 around 01:30AM on the floor. She
stated R28 complained of pain in her left hip. She
stated LN K followed her into R28's room. She
stated R28 was assessed by the nurse but did
not receive pain medication until sometime later.
She stated R28 continued to complain about pain
after the pain medication was administered and
while performing cares later in the morning. She
stated she offered R28 an ice pack or heat for the
pain, but LN K declined to give it to her.

On 07/26/23 at 02:12 PM Administrative Nurse E
stated she worked on 07/02/23 after R28 fell. She
stated LN K was concerned about R28's racing
pulse of 160 bpm. Administrative Nurse E stated
R28 had a history of atrial fibrillation (irregular
heart rhythm) and racing pulse. She stated the
only way to slow R28's pulse was to have her
bear down (having a bowel movement).
Administrative Nurse E stated she went to R28's
room to assist her to the bathroom. She reported
R28 stated she could not get up, as she was in
pain. Administrative Nurse E stated neurological
checks should be entered into the computer. She
stated when the nurse enters a fall investigation
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into the compulter, it created a notification for staff
to start neurological checks.

On 07/26/23 at 04:11 PM Administrative Nurse D
stated she discussed the lack of neurological
checks with the quality assurance nurse. She
stated when entering a fall incident report,
neurological checks should have been initiated
and that LN K would have received a notice that
they needed to be completed. She stated that
when staff log in it shows them the tasks that
need to be done and neurological checks would
have been on that list.

A review of the facility's "Fall" policy revised
10/2022 indicated all residents at risk for falls
received review by the facility's interdisciplinary
team. The policy noted each resident will be
routinely assessed and provided individualized
interventions to reduce the risk of falls. The policy
indicated staff were to ensure each resident's
care needs were provided and followed per the
plan of care. The policy indicated the facility's
quality assurance (QA) nurse would review fall
interventions and update the plans as needed.

The facility failure to provide post fall assessment
and treatments per the standard of care,
including neurological checks, ongoing vital sign
assessment, and assessment and treatment of
reported pain which caused a delay in
identification and treatment of a fall related
fracture and placed R28 at risk for prolonged
pain.

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

§483.25(d) Accidents.
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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 63 residents. The
sample included 13 residents with five residents
reviewed for accidents and/or hazards. Based on
observation, record review, and interview the
facility failed to secure chemicals in a safe,
locked area, and out of reach of the eleven
cognitively impaired, independently mobile
residents. The facility additionally failed to follow
care planned interventions for Residents(R)10
and R36 resulting in non-injury falls for both
residents. This deficient practice placed the
residents at risk for preventable injuries and
accidents.

Findings Included:

- On 07/24/23 at 07:05AM an inspection of the
facility revealed an unsecured room labelled
"Trash" in the southwest hall. The room contained
six spray cans of cleaning "Spot Remover", room
deodorizer, and dry crystal floor cleaner stored on
a shelf next to the door. All products identified
contained the warning, "Keep out of reach of
children, hazardous to humans can cause eye
irritation, harmful if swallowed." The room also
contained two electrical switch boxes and a
ten-foot ladder.

An inspection of the facility's southwest hall
revealed purple disinfectant wipes stored on an
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unattended medication cart and a container
stored on a table outside of R36's room. The
bottles contained the warning, "Keep out of reach
of children, hazardous to humans can cause eye
irritation, harmful if swallowed."

On 07/26/23 at 03:15PM Certified Nurse Aid
(CNA) P indicated hazardous chemicals should
be stored in a locked area when not in use or
kept in close supervision when in use. He stated
all residents should be protected from unsafe
chemical products.

On 07/26/23 at 03:35PM Licensed Nurse (LN) |
stated cognitively impaired residents should be
kept away from cleaning chemicals and products.
She stated staff were to ensure stored chemical
rooms always remained locked.

On 07/26/23 at 03:53PM Administrative Nurse F
stated staff were expected to keep cleaning
chemicals and products out of reach of the
residents. She stated the storage room should
have been locked and we provide reminders of
staff to pull the doors fully closed.

The facility did not provide a policy related to safe
chemical storage as requested on 07/26/23.

The facility failed to secure chemicals in a safe,
locked area, and out of reach of the eleven
cognitively impaired, independently mobile
residents. This placed the affected residents at
risk for preventable accidents.

-The "Medical Diagnosis" section within R10's
Electronic Medical Records (EMR) included
diagnoses of seizures (violent involuntary series
of contractions of a group of muscles), left hand
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contracture (abnormal permanent fixation of a
joint), artificial left hip, cerebral infarction (sudden
death of brain cells due to lack of oxygen caused
by impaired blood flow to the brain by blockage or
rupture of an artery to the brain), history of
fractures (broken bone) to ribs, kidney disorder,
and osteoarthritis (chronic arthritis without
inflammation).

R10's "Quarterly Minimum Data Set (MDS)"
completed 04/19/23 noted a Brief Interview for
Mental Status (BIMS) score of nine indicating
moderate cognitive impairment. The MDS
indicated she required extensive assistance from
two staff bed mobility, transfers, locomotion,
dressing, toileting, personal hygiene, and bathing.
The MDS indicated she used a walker and
wheelchair for mobility. The MDS indicated she
had two non-injury falls since last assessment.

R10's "Fall Care Area Assessment (CAA)"
completed 01/25/23 indicated she was a high fall
risk related to her history of falls, impaired
mobility, cognitive impairment, and medical
diagnoses. The CAA indicated she had trouble
finding thoughts and words when communicating
but could make her needs known. The CAA noted
she had difficulty with memory and decision
making. The CAA indicated she would attempt to
transfer independently without calling for
assistance. The CAA indicated she required
extensive staff assistance related all activities of
daily living (ADLs). The CAA noted a fall before
her admission that resulted in a hip fracture.

A review of R10's "Care Plan" created 05/05/21
indicated she had a history of falls due to her
medical diagnoses and required extensive
assistance from two staff for transfers (05/05/21).
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The plan indicated she had a Dycem (assistive
pad used to prevent sliding) placed in her
wheelchair (06/07/21). The plan noted she
required a gait belt and contact guard assist
during transfers and ambulation 07/14/21. The
plan noted she had a one-way slide positioned in
her recliner to prevent her from falling out of her
chair (12/02/21) and for staff to give reminders to
call for assistance (12/30/21). The plan noted she
always had a reaching device in reach (04/15/22).
On 06/01/23 an intervention was added to her
plan indicating staff would note on her "Treatment
Administration Record (TAR)" that her one-way
slide was in place on her recliner. On 01/20/22
R10's care plan noted she required extensive
assistance of one staff for grooming,
repositioning, toileting, bathing, and transfers.

A review of a "Fall Investigation" dated 06/02/23
indicated R10 fell out of her chair while
attempting to pick up crafting beads off the floor.
The report indicated staff recently transferred
back to her recliner after lunch and the one-way
slide mat was not relocated back to the recliner
by staff. The report indicated R10 was assessed,
and no injuries occurred from the fall. The report
indicated staff would be required to sign-off on
R10's TAR each shift verifying placement on the
one-way slide.

On 07/24/23 at 09:03AM R10 sat in her recliner.
R10 held her reaching device and pulled her craft
boxes closer to her recliner. R10's recliner had
her one-way slider mat and Dycem in place. R10
had a pendant call device necklace around her
neck. R10 reported had had several falls but
reported she would often forget to call for help or
attempt to grab items by herself too far out of
reach. R10's gait belt hung off the wall behind her
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recliner next to the entrance door. The gait belt
rested half on the floor due to the wall hook being
waist high.

On 07/26/23 at 03:15PM Certified Nurse Aid
(CNA) P stated R10 required a gait belt and
extensive assistance from one staff for all
transfers. He stated she had falls in the past due
to not waiting for staff to assist her and trying to
reach for items out of her reach. He stated R10
should have a reaching device and non-slip pad
in her chair to prevent her from sliding out. He
stated staff were to ensure her call light device
was in reach.

On 07/26/23 at 03:35PM Licensed Nurse (LN) |
said staff should check the resident's care needs
before assisting R10. She stated R10 required
assistance of one staff and a gait belt. She stated
R10 would frequently attempt to transfer without
calling for help. She stated R10's interventions
included ensuring her call light was in reach,
offering frequent assistance, and ensuring R10
had her reaching device.

On 07/26/23 at 03:53PM Administrative Nurse D
indicated staff should review the care plans for
each resident and following the interventions
listed. She stated R10 had several interventions
in place due to recent falls including non-slip
mats, frequent checks by staff, and reminders to
call for assistance. She stated staff were
expected to follow the care plan interventions and
report any concerns or issues to her.

The facility did not provide a policy related to fall
prevention as requested on 07/26/23.

The facility failed to utilize R10's care planned
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one-way recliner slide mat resulting in a
non-injury fall. This deficient practice placed R10
at risk for preventable accidents and injuries due
to uncommunicated care needs.

- The electronic medical record (EMR) for R36
documented diagnoses of Alzheimer's disease (a
progressive mental deterioration characterized by
confusion and memory failure), orthostatic
hypotension (blood pressure dropping with
change of position), hypertension (HTN-an
elevated blood pressure), and dementia
(progressive mental disorder characterized by
failing memory, confusion).

The "Annual Minimum Data Set" (MDS) dated
03/30/23 documented R36 had both long and
short-term memory loss. R36 required extensive
to total assistance with activities of daily living
(ADLs) of one to two staff. R36 used a wheelchair
for mobility. R36 had a history of falls. R36
received an antipsychotic medication (class of
medications used to treat psychosis and other
mental emotional conditions) on six of seven days
during the lookback period. R36 received hospice
services.

The "Quarterly MDS" dated 06/22/23 documented
R36 had both long and short-term memory loss.
R36 required extensive to total assistance with
ADLs of one to two staff. R36 required the
assistance of two staff with toileting. R36 had a
history of falls. R36 received an antipsychotic
medication on five of seven days during the
lookback period. R36 received hospice services.

The "Falls Care Area Assessment" (CAA) dated
04/03/23 documented R36 scored high risk for
falls R36 required extensive assist of two with
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transfers and had poor balance. R36's speech
was clear and had difficulty finding words/finishing
thoughts. R36 spoke one-word sentences and on
hospice services for Alzheimer's disease. R36
took a scheduled narcotic, antidepressant (class
of medications used to treat mood disorders and
relieve symptoms of depression), a diuretic
(medication to promote the formation and
excretion of urine) and an antipsychotic daily. R36
had poor memory and decision-making skills.

The "Fall Care Plan" revised on 04/21/23 for R36
directed staff that R36 required extensive assist
of two with toileting upon arising, after meals and
as needed. Staff was to check and change R36
every two to three hours though the night. Staff
was to offer toileting when R36 was restless. R36
was unaware of her toileting needs. Staff was to
assist R35 to the bathroom between five and six
in the morning as R36 would not call for
assistance.

A"Fall Risk Assessment Tool" for R36 dated
03/28/23 documented R36 had a fall risk score of
25 which indicated R36 was a high fall risk.

A"Fall Risk Assessment Tool" for R36 dated
06/17/23 documented R36 had a fall risk score of
16 which indicated R36 was a high fall risk.

A "Facilty Investigation" dated 07/13/23 by
Administrative Nurse E documented on 07/13/23
at approximately 10:20 AM Licensed Nurse (LN)
H sat at the nurse station. Certified Nurse Aide
(CNA) N exited R36's room and asked for
assistance with transferring R36 off the
commode. When LN H stood up to go help, she
heard a crashing sound and R36 scream. Upon
entering resident's room R36 sat on the floor with

F 689
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her brief off and the commode was tipped over
backward in front of door. CNA O was standing
before R36 bent over with her hands on her
knees. CNA O stated R36 slid off the commode
and was lowered to the floor. R36 was assessed
for injury with no injuries noted at time of the
incident. R36's family and physician were notified.
R36 was cleaned up and returned to her Broda
chair (specialized wheelchair with the ability to tilt
and recline). Record review, staff interview,
environmental and assistive device review
revealed that two CNA's had assisted R36 to the
commode chair using arm in arm transfer. As
staff were attempting to clean R36's backside,
R36 became agitated and combative with staff.
CNA N exited the room to get help from LN H.
While CNA O was alone with R36, R36 continued
to be aggressive and slid forward from the
commode chair onto the floor. CNA O described
that she was able to protect R36 from injury by
putting herself under R36 and R36 was assisted
to the floor. Staff interviews revealed that staff
had not used a gait belt in the transfer and that
CNA N left the room when R36 was agitated, and
the call light was available.

A "Complaint Investigation Witness Statement of
Facts" by CNA O documented R36 was on the
commode. CNA O stood in front of R36 and held
on to her. R36 was sliding and pushing forward,
so CNA N stepped out to get the nurse. R36 was
getting more anxious and pushing forward. CNA
O noted she was still in front of R36 and held
onto R36 as she slid to the ground. CNA O stated
at the time R36 went down, CNA O nudged the
commode out of the way and both CNA O and
R36 fell to the ground.

A "Complaint Investigation Witness Statement of
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Facts" by CNA N date 07/13/23 documented at
about 10:00 AM R36 wanted to use the restroom.
CNA N let R36 know she was going to get
another aide (CNA O). CNA N asked CNA O to
help toilet R36 and we arm and armed R36 to the
commode. CNA N and CNA O "arm and armed"
R36 to stand so that they could get her pants and
brief off to be able to sit her on the commode they
noticed she had an extra-large bowel movement
in her brief. Staff again did an "arm and arm"
transfer to be able to get the brief out because
R36 had sat on her brief as staff were getting her
on the commode. Once they got the brief and her
pants taken care of, CNA N went to get more
wipes to be able to clean R36's groin. CNAN
noticed she was running out of briefs and had
asked CNA O the other aide if she could get more
wipes. CNA N noticed CNA O was having trouble
standing R36 up, so staff sat R36 back on the
commode and then tried to stand R36 back up.
R36 did not want to stand and she was still
having trouble, so staff sat R36 down on the
commode and then attempted an "arm and arm"
transfer again to try and get R36 seated on the
commode better. CNA N told CNA O she was
going get the nurse so the nurse could help them.
CNA N went to go get LN H to ask if to assist
standing R36 up to wipe her. As CNA N was
walking back to R36's room she heard R36 yell
and CNA O say, "Oh my gosh," CNA N quickly
rushed in and found R36 on the floor with CNA O
as well. LN H and CNA N got R36 up in the
shower chair and both decided R36 should get a
shower.

A "Complaint Investigation Witness Statement of
Facts" by LN H dated 07/13/23 documented LN H
was sitting at the computer charting at
approximately 10:20 AM. Both CNA N and CNA O
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had been in R36's room for 10 or 15 minutes
assisting her with using the commode and
toileting. CNA N came out of the room and
approached the desk asking LN H to come help
transfer R36 off the commode. LN H got up to do
so and heard a crashing sound and R36 crying
out. LN H immediately entered the room and saw
R36 sitting on her bottom by the recliner (right
side of her body) with the commaode lying on its
back angled toward the door. CNA O was
standing bent over resident with hands on knees.
LN H immediately assessed R36 for signs of
injury and the CNA's assisted with cleanup. LN H
determined R36 was stable enough to transfer off
the floor to her chair. CNA O was standing next to
R36 still and got into position to help raise R36 off
the floor. CNA N took R36 into the bathroom to
shower. After R36 was showered LN H returned
to her room to further assess her.

On 07/25/23 at 02:03 PM R36 laid on her bed
with a call light within reach; the bed was in the
low position.

On 07/26/23 at 01:45 PM R36 sat in her Broda
chair in her room.

On 07/26/23 at 02:38 PM CNA Q stated R36 was
a two to one assist with toileting and should not
be left alone in the bathroom while being toileted.
CNA Q stated R36 has had a recent fall when
staff was present. CNA Q stated she would call
the nurse on her phone or turn on the call light in
the room if extra assistance was needed but
would not leave the room until someone else
came in to assist her or was relieved by that
person.

On 07/26/23 at 03:343 PM LN | stated R36 was a
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high fall risk and was a two-person transfer/assist
with toileting. LN | stated a gait belt should be
used with transferring R36 and staff should
always remain with R36 while being toileted. LN |
stated she would expect staff to call on their
phone or turn on the call light if R36 or another
resident needed further assistance.

On 07/26/23 at 04:10 PM Administrative Nurse D
stated R36 was a two-person assist with transfers
for toileting. Administrative Nurse D stated on the
date of R36's falls the staff should have turned
the call light on instead of leaving R36 with only
one staff member present in the room.

The facility policy "Falls" revised 10/12/22
documented: resident's high-risk status will be
documented on the Comprehensive Plan of Care
or Service Plan. Staff will remain in room with
resident while on the commode/toilet. Increase
amount of assistance to next level, or from one to
two staff until further assessment completed.
Place assistive devices within reach. Place
personal items within reach.

The facility failed to ensure staff appropriately
followed R36's care plan direction of extensive
assist of two with toileting which resulted in an
avoidable fall when one staff member left the
bathroom to get more assistance. This deficient
practice placed R36 at risk for further accidents
and injury.

F 756 | Drug Regimen Review, Report Irregular, Act On
SS=D | CFR(s): 483.45(c)(1)(2)(4)(5)

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

F 689
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licensed pharmacist.

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

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

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

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

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

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

The facility identified a census of 63 residents
the sample included 16 residents with five
sampled residents reviewed for unnecessary

F 756
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medications. Based on observation, record
review and interview, the facility failed to ensure
the Consultant Pharmacist (CP) identified and
reported Resident (R)36's Zyprexa
(antipsychotic-a class of medications used to
treat psychosis and other mental emotional
conditions) medication had an appropriate
indication for use, or the required physician
documentation. This deficient practice placed
R36 at risk of unnecessary medication
administration and possible adverse side effects.

Findings included:

- The electronic medical record (EMR) for R36
documented diagnoses of Alzheimer's disease (a
progressive mental deterioration characterized by
confusion and memory failure), orthostatic
hypotension (blood pressure dropping with
change of position), hypertension (HTN-an
elevated blood pressure), and dementia
(progressive mental disorder characterized by
failing memory, confusion).

The "Annual Minimum Data Set" (MDS) dated
03/30/23 documented R36 had both long and
short-term memory loss. R36 required extensive
to total assistance with activities of daily living
(ADLs) of one to two staff. R36 used a wheelchair
for mobility. R36 had a history of falls. R36
received an antipsychotic medication on six of
seven days during the lookback period. R36
received hospice services.

The "Quarterly MDS" dated 06/22/23 documented
R36 had both long and short-term memory loss.
R36 required extensive to total assistance with
ADLs of one to two staff. R36 required the
assistance of two staff with toileting. R36 had a

F 756
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history of falls. R36 received an antipsychotic
medication on five of seven days during the
lookback period. R36 received hospice services.

The "Psychotropic Drug Use Care Area
Assessment" (CAA) dated 04/03/23 for R36
documented R36 takes an antidepressant (a
class of medications used to treat mood disorders
and relieve symptoms of depression) for
insomnia, and an antipsychotic daily and
antianxiety (a class of medications that calm and
relax people with excessive anxiety, nervousness,
or tension) as needed. R36 has had no noted
adverse effects of medications. R36 was on
hospice services for Alzheimer's dementia and
was at risk for changes in mood/behavior and
effects of medications.

The "Polypharmacy Care Plan" initiated 04/12/22
documented R36 took Zyprexa (an antipsychotic
medication) for her diagnosis of agitation. The
plan directed staff to ensure benefits versus risk
for use and to perform a gradual dose reduction
(GDR) if possible.

Under the "Physician Orders" tab of the EMR for
R36 documented a current order dated 01/24/23
for Zyprexa daily for agitation.

R36's EMR lacked a physician rationale which
included unsuccessful attempts for
nonpharmacological symptom management and
risk versus benefits for continued use of Zyprexa.

A review of the CP's "Monthly Regimen Review"
(MRR) for R36 revealed a recommendation to the
physician on September 2022 and 11/17/23 which
docuemtnedd federal regulations required a GDR
or statement indicating that a dose reduction was

F 756
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clinically contraindicated in two separate quarters
of the first year when a psychotropic medication
was started or dose change occurred, and
annually thereafter. The current order for Zyprexa
5 milligram (mg) tablet since 04/19/23.

A review of the CP's MRR lacked any
recommendations to the physician for an
appropriate indication for use, or the required
physician documentation for nonpharmacological
symptom management and risk versus benefits
for continued use of Zyprexa.

A "Physician's Response" signed on 01/24/23 by
the physician to the CP MRR on 11/17/22
documented: to decrease Zyprexa to 2.5mg at
bedtime.

On 07/26/23 at 02:38 PM R36 sat in her Broda
chair (a specialized wheelchair with the ability to
tilt and recline) watching tv, door open staff
nearby, R36 did not respond when spoken to.

On 07/26/23 at 03:34 PM Licensed Nurse (LN) |
stated an appropriate diagnosis for an
antipsychotic medication used would be like
bipolar (a major mental iliness that caused people
to have episodes of severe high and low moods)
or something like that. LN | stated that agitation
probably was not a good indication for use of
Zyprexa.

On 07/26/23 at 04:10 PM Administrative Nurse D
stated agitation was not normally a good
diagnosis for use of Zyprexa and had tried to get
the physician to not use the antipsychotics if the
resident did not have the appropriate diagnosis
for use. R36 was on hospice and the Zyprexa had
been effective but would generally expect other

F 756
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medications to be used first before the used of
the antipsychotic. Administrative Nurse D stated
to her knowledge the CP had not made nor had
she seen any recommendations to change the
diagnosis for the Zyprexa use.

A call to Consultant GG was attempted on
07/27/23 at 12:25 PM. The staff member that
answered the phone stated Consultant GG was
unavailable and out of the office.

The facility policy "Psychoactive
Psychopharmacological Medications" last revised
07/05/22 documented: psychoactive medications
would not be used for discipline or for
convenience and would not be used unless
necessary to treat medical symptoms. For any of
these types of medications, GDR and behavioral
interventions would be done per physician orders,
unless clinically contraindicated, in an effort to
discontinue the medication or to reach the lowest
effective dose. Psychotropic medications are to
be given to treat a specific condition diagnosed
and documented in the clinical record.

The facility failed to ensure the CP identified and
reported an inadequate indication for use, or the
lack of required physician documentation, for
R36's Zyprexa. This placed R36 at risk for
unnecessary medication administration and
adverse side effects.

F 758 | Free from Unnec Psychotropic Meds/PRN Use
SS=D | CFR(s): 483.45(c)(3)(e)(1)-(5)

§483.45(e) Psychotropic Drugs.

§483.45(c)(3) A psychotropic drug is any drug that
affects brain activities associated with mental
processes and behavior. These drugs include,

F 756
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but are not limited to, drugs in the following
categories:

(i) Anti-psychotic;

(i) Anti-depressant;

(iii) Anti-anxiety; and

(iv) Hypnotic

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

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

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

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

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

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

This REQUIREMENT is not met as evidenced
by:

The facility identified a census of 63 residents.
The sample included 16 residents with five
sampled for unnecessary medications. Based on
observation, record review and interview, the
facility failed to ensure Resident (R)36 and R44
had an appropriate indication for use, or the
required physician documentation, for their
anti-psychotic (a class of medications used to
treat psychosis and other mental emotional
conditions) medications. This deficient practice
placed these residents at risk of unnecessary
medication administration and possible adverse
side effects.

Findings included:

- The electronic medical record (EMR) for R36
documented diagnoses of Alzheimer's disease (a
progressive mental deterioration characterized by
confusion and memory failure), orthostatic
hypotension (blood pressure dropping with
change of position), hypertension (HTN-an
elevated blood pressure), and dementia
(progressive mental disorder characterized by
failing memory, confusion).

The "Annual Minimum Data Set" (MDS) dated
03/30/23 documented R36 had both long and
short-term memory loss. R36 required extensive
to total assistance with activities of daily living
(ADLs) of one to two staff. R36 used a wheelchair
for mobility. R36 had a history of falls. R36
received an antipsychotic medication on six of

F 758

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: MS6311

Facility ID: N089018

If continuation sheet Page 33 of 51




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

PRINTED: 08/08/2023

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
175297

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY

COMPLETED

07/26/2023

NAME OF PROVIDER OR SUPPLIER

TOPEKA PRESBYTERIAN MANOR

STREET ADDRESS, CITY, STATE, ZIP CODE
4712 SW 6TH AVE
TOPEKA, KS 66606

(X4) ID
PREFIX
TAG

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

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

F 758

Continued From page 33

seven days during the lookback period. R36
received hospice services.

The "Quarterly MDS" dated 06/22/23 documented
R36 had both long and short-term memory loss.
R36 required extensive to total assistance with
ADLs of one to two staff. R36 required the
assistance of two staff with toileting. R36 had a
history of falls. R36 received an antipsychotic
medication on five of seven days during the
lookback period. R36 received hospice services.

The "Psychotropic Drug Use Care Area
Assessment" (CAA) dated 04/03/23 for R36
documented R36 takes an antidepressant (a
class of medications used to treat mood disorders
and relieve symptoms of depression) for
insomnia, and an antipsychotic daily and
antianxiety (a class of medications that calm and
relax people with excessive anxiety, nervousness,
or tension) as needed. R36 has had no noted
adverse effects of medications. R36 was on
hospice services for Alzheimer's dementia and
was at risk for changes in mood/behavior and
effects of medications.

The "Polypharmacy Care Plan" initiated 04/12/22
documented R36 took Zyprexa (an antipsychotic
medication) for her diagnosis of agitation. The
plan directed staff to ensure benefits versus risk
for use and to perform a gradual dose reduction
(GDR) if possible.

Under the "Physician Orders" tab of the EMR for
R36 documented a current order dated 01/24/23
for Zyprexa daily for agitation.

R36's EMR lacked a physician rationale which
included unsuccessful attempts for
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nonpharmacological symptom management and
risk versus benefits for continued use of Zyprexa.

On 07/26/23 at 02:38 PM R6 sat in her Broda
chair (a specialized wheelchair with the ability to
tilt and recline) watching tv. R36 did not respond
when spoken to. R36 displayed no noted
behaviors.

On 07/26/23 at 03:34 PM Licensed Nurse (LN) |
stated an appropriate diagnosis for an
antipsychotic medication used would be bipolar
disorder (a major mental illness that caused
people to have episodes of severe high and low
moods) or something like that. LN | stated that
agitation probably was not a good indication for
use of Zyprexa.

On 07/26/23 at 04:10 PM Administrative Nurse D
stated agitation was not normally a good
diagnosis for use of Zyprexa and said she tried to
get the physician not to use the antipsychotics if
the resident did not have the appropriate
diagnosis for use. Administrative Nurse D stated
R36 was on hospice and the Zyprexa had been
effective but would generally expect other
medications to be used first before the used of
the antipsychotic.

The facility policy "Psychoactive
Psychopharmacological Medications" last revised
07/05/22 documented: psychoactive medications
would not be used for discipline or for
convenience and would not be used unless
necessary to treat medical symptoms. For any of
these types of medications, GDR and behavioral
interventions would be done per physician orders,
unless clinically contraindicated, in an effort to
discontinue the medication or to reach the lowest
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effective dose. Psychotropic medications are to
be given to treat a specific condition diagnosed
and documented in the clinical record.

The facility failed to ensure an adequate
indication for use, or the required physician
documentation, for R36's Zyprexa. This placed
R36 at risk for unnecessary medication
administration and adverse side effects.

- R44's Electronic Medical Record (EMR) from
the "Diagnoses" tab documented diagnoses of
dementia (progressive mental disorder
characterized by failing memory, confusion),
Alzheimer's disease (progressive mental
deterioration characterized by confusion and
memory failure), anxiety (mental or emotional
reaction characterized by apprehension,
uncertainty and irrational fear), and depressive
disorder (abnormal emotional state characterized
by exaggerated feelings of sadness,
worthlessness, emptiness and hopelessness).

The "Admission Minimum Data Set" (MDS) dated
03/07/23 documented a Brief Interview of Mental
Status (BIMS) score of six which indicated
severely impaired cognition. The MDS
documented that R44 was dependent on two staff
members assistance for activities of daily living
(ADLs). The MDS documented R44 had received
antipsychotic (class of medications used to treat
psychosis [any major mental disorder
characterized by a gross impairment in reality
testing] and other mental emotional conditions)
for six days, antidepressant (class of medications
used to treat mood disorders and relieve
symptoms of depression), diuretic (medication to
promote the formation and excretion of urine) for
five days, and opioid (a class of medication used
to treat pain) for one day during the look back

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
175297 B. WING 07/26/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4712 SW 6TH AVE
TOPEKA PRESBYTERIAN MANOR
TOPEKA, KS 66606
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 758 | Continued From page 35 F 758

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: MS6311

Facility ID: N089018

If continuation sheet Page 36 of 51




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

PRINTED: 08/08/2023
FORM APPROVED
OMB NO. 0938-0391

DEFICIENCY)

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
175297 B. WING 07/26/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4712 SW 6TH AVE
TOPEKA PRESBYTERIAN MANOR
TOPEKA, KS 66606
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

F 758 | Continued From page 36
period.

The "Quarterly MDS" dated 06/05/23 documented
a BIMS score of five which indicated severely
impaired cognition. The MDS documented that
R44 was dependent on two staff members
assistance for ADLs. The MDS documented R44
had received antipsychotic, antidepressant,
diuretic, medications for seven days, and opioid
medication for one day during look back period.

R44's "Psychotropic Drug Use Care Area
Assessment" (CAA) dated 03/09/23 documented
R44 was at risk for changes in mood and
behavior, along with at risk fore side effects of
antipsychotic medications.

R44's "Care Plan" dated 03/09/23 documented
R44 was receiving an antipsychotic medication
with the potential for drug related complications
related to her diagnosis of dementia.

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

Seroquel (antipsychotic) 50 milligram (mg) tablet
give one tablet by mouth at bedtime, for
hallucinations dated 03/30/23.

Seroquel 25 mg tablet give one tablet daily for
hallucinations dated 03/31/23.

R44's clinical record lacked evidence of a
physician rationale which included unsuccessful
attempts for nonpharmacological symptom
management and risk versus benefits for the
continued use of Seroquel.

An observation on 07/25/23 at 01:51 PM revealed
R44 laid in bed awake watching TV.
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On 07/26/23 at 03:34 PM Licensed Nurse (LN) |
stated that she believed bipolar (major mental
illness that caused people to have episodes of
severe high and low moods) was an approved
diagnosis for antipsychotic medications. She
stated that was not sure what other diagnosis
would be appropriate.

On 07/26/23 at 04:11 PM Administrative Nurse D
stated per regulations antipsychotics should be
used to treat Tourette's (disorder that involves
repetitive movements or unwanted sounds that
can't be easily controlled) and schizophrenia
(psychotic disorder characterized by gross
distortion of reality, disturbances of language and
communication and fragmentation of thought).
She stated that there was one other approved
diagnosis but was not able to recall at that time.
She stated that she was not sure if there were
others but reported that the facility had used
antipsychotics to treat hallucinations if they were
found to be disturbing to the residents or if the
residents were a harm to themselves or others.

On 07/26/23 at 04:19 PM Administrative Staff A
stated that the team tried to work with the doctors
to reduce the number of antipsychotics that were
given. She stated that facility staff were aware of
the need for specific diagnoses for antipsychotic
use, but that it was difficult at times to get it listed
when medications were ordered. She reported
that facility did request the changes be made
from the doctors.

The facility's "Psychoactive
Psychopharmacological Medication" policy last
revised 07/05/22 documented psychoactive
medications would not be used for discipline or
for convenience and would not be used unless
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necessary to treat medical symptoms.
Psychotropic medications are given to treat a
specific condition diagnosed and documented in
the clinical record. Psychoactive medications
would be monitored by interdisciplinary team
(IDT) through the care planning process. Benefits
and side effects of these medications would be
discussed with the primary care provider (PCP),
so drug selection and dosages are adjusted as
necessary to provide the best therapeutic effect
for resident. Individualized behavioral
interventions would also be addressed through
the care planning process and documented on
EMR.

The facility failed to ensure an appropriate
indication, or the required physician
documentation, for continued use for R44's
Seroquel. This deficient practice placed R44 at
risk for unnecessary psychotropic (alters mood or
thought) medications and adverse side effects.
Free of Medication Error Rts 5 Prcnt or More
CFR(s): 483.45(f)(1)

§483.45(f) Medication Errors.
The facility must ensure that its-

§483.45(f)(1) Medication error rates are not 5
percent or greater;

This REQUIREMENT is not met as evidenced
by:

The facility identified a census of 63 residents.
Six residents were observed for medication
administration. Based on observation, record
review and interview, the facility failed to ensure a
medication administration error rate of five
percent (%) or less when medication
administration observations revealed an error rate
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of 33.33 %.

Findings included:

- On 07/25/23 at 08:20 AM Licensed Nurse (LN)
G entered Resident (R)16's room and placed a
barrier on the bedside table then obtained the 60
milliliter (ml) syringe from R16's bathroom and a
plastic cylinder filled with water and placed it on
the barrier on the table. LN G exited R16's room
and returned to her medication cart where she
obtained and prepared R16's morning
medications for enteral administration via R16's
feeding tube. LN G placed each physician
ordered pill which included: aspirin (medication
used to treat pain, fever, headache and
inflammation) 81 milligrams (mg), vitamin B-12
(1000 micrograms), Lasix (a diuretic medication
used to promote the formation and excretion of
urine) 20 mg, Pepcid (a medication used to treat
gastric reflux and conditions that cause excess
stomach acid) 20 mg, sertraline (a medication
used to treat depression) 25 mg, ascorbic acid
(vitamin ¢) 250 mg, metoprolol (a medication
used to treat high blood pressure, chest pain and
heart failure) 25 mg, acetaminophen (a pain
reliever and fever reducer) 1000 mg (two 500 mg
tablets) into a plastic medication cup. LN G
obtained a clean plastic medication cup and
poured R16's ordered ferrous sulfate (iron)
220mg/5 ml give 7.5 ml, and oxycodone 5mg/5mi
(an opioid medication used to treat pain) into the
cup. LN G then placed all the pills from the first
medication cup into a plastic sleeve and crushed
the medications and then emptied the crushed
medications into the medication cup that
contained the two liquid medications. LN G
entered R16's room with the medication cup and
sat it on the barrier on the table. LN G placed the

F 759

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: MS6311

Facility ID: N089018

If continuation sheet Page 40 of 51




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

PRINTED: 08/08/2023
FORM APPROVED
OMB NO. 0938-0391

DEFICIENCY)

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
175297 B. WING 07/26/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4712 SW 6TH AVE
TOPEKA PRESBYTERIAN MANOR
TOPEKA, KS 66606
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

F 759 | Continued From page 40

60 ml syringe in the water and filled syringe with
30 ml of water, then she opened the cap to the
tube and connected the syringe and flushed the
tube with the 30 ml of water. LN G then filled the
60 ml syringe with the contents of the medication
cup and connected the syringe to the tube and
administered the slurry of medication via tube. LN
G filled the 60 ml syringe with 30 ml of water
again and flushed R16's tube.

Review of R16's medication orders lacked
evidence of a physician order to crush and mix
medications for administration.

On 07/26/23 at 09:38 AM LN G stated most
enteral medications should be administered
individually. LN G stated R16 did not have a
physician's order for her medications to be mixed
and administered together but she did not have
an order say they couldn't be mixed and
administered together.

On 07/26/23 at 04:10 PM Administrative Nurse D
stated typically when the facility had a resident
received medications via feeding tube they would
ask the physician if they could have an order to
crush and administer the medications together.
Administrative Nurse D stated that she had just
received an order for R16's medications to be
mixed/crushed and administered together from
the physician.

The "Medication Administration" facility policy last
revised 06/02/23 documented: The standard of
practice is that crushed medications should not
be combined and given all at once via feeding
tube. Crushing and combining medications may
result in physical and chemical incompatibilities
leading to an altered therapeutic response, or
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cause feeding tube occlusions when the crushed
medications are combined and administered via
feeding tube. Flushing the feeding tube between
each medication is also standard of practice. A
facility is not required to flush the tubing between
each medication if there is a physician's order
that specifies a different flush schedule because
of a fluid restriction.

The facility failed to ensure licensed nursing staff
ensured the medication administration error rate
was less than five percent when LN G crushed
and mixed medications for R16 without a
physician's order. This deficient practice created
a medication error rate of 33.33%.

F 761 | Label/Store Drugs and Biologicals

SS=D | CFR(s): 483.45(g)(h)(1)(2)

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

§483.45(h) Storage of Drugs and Biologicals

§483.45(h)(1) In accordance with State and
Federal laws, the facility must store all drugs and
biologicals in locked compartments under proper
temperature controls, and permit only authorized
personnel to have access to the keys.

§483.45(h)(2) The facility must provide separately
locked, permanently affixed compartments for
storage of controlled drugs listed in Schedule Il of
the Comprehensive Drug Abuse Prevention and
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Control Act of 1976 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose can
be readily detected.

This REQUIREMENT is not met as evidenced
by:

The facility identified a census of 63 residents,
two medication rooms, and four medication carts.
Based on observation, record review, and
interview, the facility failed to properly date one
insulin pen (a hormone which regulates blood
sugar) for Resident (R) 32 when the pen was
opened for use. This deficient practice left the
resident being administered the insulin at risk for
adverse effects or less effective insulin
administration.

Findings included:

- On 07/24/23 at 07:12 AM during the initial tour
of the facility Licensed Nurse (LN) J's medication
cart was inspected. The inspection revealed one
opened Novolog 70/30 insulin pen (an insulin
analog with an earlier onset and intermediate
duration of action) labeled for R32 that did not
have an open and/or expiration date noted on the
label.

On 07/24/23 at 07:15 AM LN J stated all the
insulin pens should have an open date as well as
the expiration date written on them. LN J stated
she could not say for fact who had opened that
insulin pen for the first use, but that nurse should
have put the open date on it at that time.

On 07/26/23 at 04:10 PM Administrative Nurse D
stated she would expect all her nurses to label
and date the insulin pens when first opened to
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include the open date and the expiration date.
Administration Nurse D stated the medication
room had the insulin information sheet with
instructions on labeling the pens when opened.

The facility did not provide a policy regarding
medication labeling and storage.

The facility failed to ensure nursing staff labeled
R32's Novolog 70/30 insulin pen with an open
and expiration dates upon opening the new pen.
This placed R32 at risk for adverse effects or less
effective insulin administration.

Food Procurement,Store/Prepare/Serve-Sanitary
CFR(s): 483.60(i)(1)(2)

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

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

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

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

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

§483.60(i)(2) - Store, prepare, distribute and
serve food in accordance with professional
standards for food service safety.

This REQUIREMENT is not met as evidenced
by:

The facility identified a census of 63 residents

F 761
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with one kitchen. Based on observation, record
review, and interviews, the facility failed to
maintain sanitary dietary standards related to
storage of food and kitchenware. This deficient
practice placed the residents at risk related to
food borne illnesses and food safety concerns.

Findings included:

- On 07/24/23 at 07:19 AM an observation in the
main kitchen area revealed a stack of pans on a
storage shelf. The pans were not covered or
inverted.

On 07/24/23 at 07:20 AM an observation in the
main kitchen area revealed two pots and a bowl
on a storage shelf. The pots and bowl were not
covered or inverted.

On 07/24/23 at 07:22 AM an observation in the
main kitchen area revealed a plastic bin on the
end of a serving table. The plastic bin was full of
small, clear plastic bowls. The bowls were not
covered or inverted.

On 07/24/23 at 07:26 AM an observation in the
kitchen's dry food storage room revealed one
opened bottle of caramel dessert topping. The
bottle was undated.

On 07/24/23 at 07:28 AM an observation in the
kitchen's dry food storage room revealed one
opened bag of walnut pieces. The bag was
undated.

On 07/24/23 at 07:35 AM an observation in the
kitchen's walk-in freezer revealed one box of
frozen fish. The box was open to air and the fish
was uncovered.
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On 07/24/23 at 07:36 AM an observation in the
kitchen's walk-in freezer revealed one box of
frozen beef patties. The box was open to air and
the patties were uncovered.

On 07/24/23 at 07:42 AM an observation in the
kitchen's walk-in refrigerator revealed one box of
green bell peppers. Approximately ten peppers
had noticeable soft spots and had mold on them.

On 07/24/23 at 07:42 AM an observation in the
kitchen's walk-in refrigerator revealed one box of
tomatoes. Four of the tomatoes had notable soft
spots and one was smashed on the bottom of the
inside of the box. The smashed tomato was
covered in mold.

On 07/24/23 at 07:52 AM an observation in the
kitchen's walk-in refrigerator revealed a box of
melons. One melon had been cut in half and was
wrapped in plastic. The melon/plastic covering
was undated.

On 07/25/23 at 11:12 AM an observation in the
main kitchen area revealed an unknown kitchen
staff member grabbed a large bowl from a stack
of bowls on a storage shelf. While taking a bowl
from the stack, she dropped one of the large
bowls, face down, onto the floor. The bowl slid
along the floor as the staff member picked it up.
She then returned the bowl to the clean stack on
the shelf and walked away.

On 07/26/23 at 01:16 PM Dietary BB stated items
should be stored first in first out with the oldest in
front and a date that the item was received and
opened. Dietary BB stated that it was the
responsibility of everyone to monitor food and to
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throw it away when they found something that
was spoiled. He stated that he goes through and
checks for spoiled food as well and that it was
checked every day. Dietary BB stated dishes
should be stacked neatly, on top of each other
and that if a staff member dropped a clean dish
on the floor, that dish should be sent to the dish
washer and not placed back on the shelf.

The facility's "Storing: Food and Equipment”
policy documented team members must store
food in a manner that ensures quality, freshness
and safeguards against foodborne illness.

The facility failed to maintain sanitary dietary
standards related to storage of food and
kitchenware. This deficient practice placed the
residents at risk related to food borne illnesses
and food safety concerns.

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
a minimum, the following elements:

§483.80(a)(1) A system for preventing, identifying,
reporting, investigating, and controlling infections

F 812
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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;

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

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

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

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

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

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

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

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

§483.80(f) Annual review.

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

The facility identified a census of 63 residents.
Based on observation, record review, and
interviews, the facility failed to ensure proper
infection control standards were followed related
to hand hygiene, soiled linen, and trash storage.
This deficient practice placed the residents at risk
for complications related to infectious diseases.

Findings included:

- On 07/24/23 at 07:10 AM a small trash bag and
a larger bag containing soiled linen sat on the
floor outside the chapel in the hallway.

On 07/24/23 at 08:00 AM Resident (R)10's gait
belt hung on the wall next to her recliner. Half the
belt rested on the floor of her room due to the wall
hook being waist high. The gait belt rested half on
the floor through 07/26/23.

On 07/24/23 at 11:40 AM Certified Nurse Aide
(CNA) M donned gloves to cut a resident's food.
CNA M then removed the gloves but did not
perform hand hygiene before serving a plate of
food to another resident.

On 07/25/23 at 07:10 AM a large trash bag
containing soiled linen sat on the floor in the

F 880

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: MS6311

Facility ID: N089018

If continuation sheet Page 49 of 51




PRINTED: 08/08/2023

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
175297 B. WING 07/26/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4712 SW 6TH AVE
TOPEKA PRESBYTERIAN MANOR
TOPEKA, KS 66606
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 880 | Continued From page 49 F 880

south hall by the equipment storage area.

On 07/25/23 at 08:20 AM Resident R16 sat on
the bed. Licensed Nurse (LN) G placed a clean
barrier onto the table, then placed R16's tube
feeding supplies onto the barrier. LN G left room
to dispense medication for administration to R16
via percutaneous endoscope gastrostomy
(PEG-a tube inserted through the wall of the
abdomen directly into the stomach), LN G failed
to preform hand hygiene prior to crushing
medication or after mixing medication for
administration. LN G returned to R16's room with
medications and personal protective equipment
(PPE). No hand hygiene was performed before
LN G donned gown and gloves. LN G
disconnected R16's feeding tube, administered
medications, and flushed with water. LN G
reconnected tube feeding to port. LN G doffed
gloves and failed to preform hand hygiene. LN G
placed a new clean barrier onto the bedside table
placed dressing change items onto the barrier
and hand hygiene was not preformed. LN G
donned new gloves removed soiled dressing from
stoma (surgically created opening of an internal
organ on the surface of the body), LN G then
cleaned around the stoma, doffed her gloves, and
failed to preform hand hygiene. LN G donned
new gloves and placed a clean dressing around
stoma, LN G then doffed her PPE and failed to
preform hand hygiene.

On 07/26/23 at 09:38 AM LN G stated hand
hygiene should be performed before medication
administration and donning and doffing PPE.

On 07/26/23 at 03:14 PM Certified Nurse Aide
(CNA) P stated hand hygiene should be
performed between donning and doffing gloves,
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when hands are soiled, and after touching
anything. CNA P stated soiled linen and trash
should never be placed on the floor.

On 07/26/23 at 03:34 PM Licensed Nurse (LN) |
stated hand hygiene should be performed
between donning and doffing PPE, and between
direct care of the residents. LN | stated soiled
linen and trash should not be left on the floor at
any time.

On 07/26/23 at 04:11 PM Administrative Nurse D
stated she expected hand hygiene to be
performed between donning and doffing of PPE,
after direct care of residents, and when hands are
soiled. Administrative Nurse D stated soiled linen
or trash should never be placed on the floor in
plastic bags in the hallway.

The facility's "Hand Hygiene" policy last revised
09/07/22 documented all staff members would
comply with current Centers for Disease Control
and Prevention (CDC) hand hygiene guidelines,
as effective hand hygiene reduces the incidence
of healthcare-associated infections (HAIs).
Indications for handwashing: Before and after
contact with body fluids or excretions, mucous
membranes, non- intact skin, and wound
dressings, even if hands are not visibly soiled.
After removing gloves. Before and after
medication administration.

The facility failed to ensure proper infection
control standards were followed related to hand
hygiene practices and storage of soiled linen and
trash. This deficient practice placed the residents
at risk for complications related to infectious
diseases.
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