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F 000 INITIAL COMMENTS F 000

An unannounced onsite complaint survey,
prompted by four complaints, was completed
June 7, 2017. The sample included thirty seven
(37) sampled residents and four (4) closed
records for focused review.

Due to the nature of the survey findings,
Immediate Jeopardy was declared on 06/05/17 at
10:03 a.m. The facility failed to ensure
appropriate staffing levels were maintained to
meet the health care needs of the facility's
residents. Administrative staff members were
aware of the facility's personnel shortage and
recruitment efforts, which were determined
unsuccessful. The facility was unable to
implement alternative measures to ensure
residents received the care and services outlined
in the facility's policies and procedures and the
residents' plans of care.

The prolonged shortage of staffing placed all
residents in jeopardy for serious harm due to not
receiving the nursing services required to meet
their psycho-social and health care needs,
including physician and/or family notification,
dignity, accommodation of needs, assessment,
care-planning, discharge planning, bathing
assistance, meal assistance, incontinence cares,
and supervision/accident prevention.

Thirty seven deficiencies were cited, which
included Immediate Jeopardy at 483.35 (b)
Registered Nurse.

During the complaint survey on May 30-June 7,
2017, the team determined a potential Immediate
Jeopardy (IJ) situation existed. The IJ resulted

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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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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from lack of Director of Nursing (DON) coverage
from May 1-June 5, 2017 and Registered Nurse
(RN) coverage from June 1-5, 2017.

After observation, record review, and
interview with facility staff, the survey team met
on 06/05/17 at 10:00 a.m. and determined
corrective action needed to occur.

At 10:03 a.m., the team contacted the
managerial staff at the State Agency (SA) to
report the findings and to discuss the potential 1J
situation.

At 10:10 a.m., the survey team notified the
facility administrator of the I1J and that they must
develop a plan for abatement.

At 2:15 p.m., observation and interview of an
agency registered nurse (RN) confirmed the
nurse arrived at the facility on 06/05/17 at 1:15
p-m. and would provide RN coverage until 9:15
p.m.

At 3:00 p.m. the survey team notified the
chief executive officer (CEQ) of the facility of the
IJ and that they must develop a plan for
abatement.

On 06/06/17 at 12:45 p.m., the facility
provided a written plan of abatement for the IJ.
The team reviewed and rejected the plan.

At 2:00 p.m., the facility provided a revised
written plan of abatement for the 1J for DON
coverage. The team reviewed and accepted the
plan regarding DON and RN coverage after
requesting and receiving two additional revisions.
The team was unable to abate the portion of the
IJ regarding DON coverage while on site, as the
plan showed the facility will not have a full time
DON until 06/15/17, at the earliest.

F 157 483.10(g)(14) NOTIFY OF CHANGES F 157 7121117
ss=D (INJURY/DECLINE/ROOM, ETC)
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(9)(14) Notification of Changes.

(i) A facility must immediately inform the resident;
consult with the resident’s physician; and notify,
consistent with his or her authority, the resident
representative(s) when there is-

(A) An accident involving the resident which
results in injury and has the potential for requiring
physician intervention;

(B) A significant change in the resident’s physical,
mental, or psychosocial status (that is, a
deterioration in health, mental, or psychosocial
status in either life-threatening conditions or
clinical complications);

(C) A need to alter treatment significantly (that is,
a need to discontinue an existing form of
treatment due to adverse consequences, or to
commence a new form of treatment); or

(D) A decision to transfer or discharge the
resident from the facility as specified in
§483.15(c)(1)(ii).

(i) When making notification under paragraph (g)
(14)(i) of this section, the facility must ensure that
all pertinent information specified in §483.15(c)(2)
is available and provided upon request to the
physician.

(iii) The facility must also promptly notify the
resident and the resident representative, if any,
when there is-

(A) A change in room or roommate assignment
as specified in §483.10(e)(6); or
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(B) A change in resident rights under Federal or
State law or regulations as specified in paragraph
(e)(10) of this section.

(iv) The facility must record and periodically
update the address (mailing and email) and
phone number of the resident representative(s).
This REQUIREMENT is not met as evidenced
by:

THIS IS A REPEAT DEFICIENCY FROM THE
SURVEY COMPLETED ON 10/27/16.

Based on record review, review of facility policy,
review of the nursing staff orientation packet, and
staff interview, the facility failed to promptly notify
the physician and/or family member of an
accident or incident for 3 of 12 sampled residents
(Resident #1, #2, and #3) who either eloped from
the facility or fell within/outside the facility. Failure
to promptly notify the physician and/or family
member regarding the resident's elopement
and/or fall with/without injury limited the physician
and/or family member's ability to make informed
decisions regarding each resident's medical care.

Findings include:

Review of the facility policy titled "Change in a
Resident's Condition or Status" occurred on
06/07/17. This policy, revised April 2007, stated,
". .. Our facility shall promptly notify the . . .
Physician . . . [and] the resident's family or
representative . . . when there has been . . . An
accident or incident involving the resident. . . ."

Review of the facility's nursing staff orientation
packet occurred on 06/07/17. This packet,

This Plan of Correction constitutes our
written allegation of compliance for the
deficiencies cited. However, submission
of this Plan of Correction is not an
admission that a deficiency exists or that
one was cited correctly. This Plan of
Correction is submitted to meet the
requirements established by the State
and Federal Law.

1. Corrective action for Residents Found
to be affected by this Deficiency:

Staff education was provided to those
caring for resident #1, 2, and 3 regarding
notification of
changes/injury/decline/room, etc.

2. Corrective Action for All Other
Residents that May be Affected by this
Deficiency:

Due to the potential of all residents being
affected by the deficiency, education
regarding notification of
changes/injury/decline/room, etc.,
accident/incident report, falls investigation
worksheet, and fall occurrence process
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undated, stated, ". . . Family/POAs [power of
attorney] must be notified of new skin issues,
falls, illness . . ."

- Review of Resident #3's medical record
occurred on all days of survey. Diagnoses
included anxiety, osteoarthritis, osteoporosis, and
falls. The admission Minimum Data Set (MDS),
dated 03/14/17, identified moderately impaired
cognition and extensive assistance of one or
more persons required for most activities of daily
living (ADLs).

The progress notes, dated 01/23/17, identified,
"[at] 4:10 a.m., nurse heard a crash - on entering
room resident was on her back [with] head [and]
neck area up against drawers of her closet.
Resident was getting up to toilet [without] use of
walker. Resident c/o [complained of] neck & [and]
head pain - no laceration to scalp seen at initial
fall but @ [at] 5:00 a.m., small amount of blood
noted to back of head - ice pack given to aid in
reduction of swelling. Resident initially c/o being
dizzy but later on denied any dizziness only
stated, 'My head hurts.' eyes Right dilated [with]
no reaction seen to light Left sluggish to light. . . .
Refer to neurological assessment flow sheet . . .
[at] 5:45 a.m., memo to physician regarding
incident and daughter . . . notified of fall . . . [at]
9:45 a.m. [five hours and 35 minutes post fall],
Set up appointment [with] [physician] for
assessment for laceration of the head. . . . [af]
10:00 p.m., Resident has c/o head pain 5/10 -
receives Tramadol scheduled. No c/o dizziness
denies any changes in vision sutures intact to
back of head. . . ."

During an interview on the morning of 06/07/17,
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was reviewed with all licensed nurses on
07/05/17. The licensed nurses were
educated on 07/05/17 on the guidelines
from CMS regarding this F Tag.

3. Corrective Measures Put Into Place to
Ensure This Deficiency Will Not Recur:

Aloop closure process titled "Daily
Clinical Huddle" and "DON Start-up" has
been implemented and is reviewed at
daily team meetings to ensure
appropriate procedure is followed.

4. Measures to be Implemented to
Monitor the Plan of Correction.

Monitoring for notification of
changes/injury/decline/room, etc. will start
the week of 07/10/17. The Director of
Nursing or designee shall monitor and
report to the quality committee as follows:

Monitor: Notification of Changes Audit
Weekly x4 weeks, then;

Monthly x3 months for the first quarter,
then;

Quarterly x3 for three quarters for the first
year post survey.

5. The Expected Date for compliance for
this deficiency.

The expected time frame for compliance
with this deficiency will be on 07/21/2017.
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when asked if it was appropriate for the nurse to
notify the physician via a "memo" of a resident
who presented with head/neck pain/swelling,
dizziness, and eyes that failed to react equally to
light, post fall, a managerial nurse (#2)
responded, "l would have sent her down to the
hospital right away."

Failure to promptly notify the physician regarding
Resident #3's fall with symptoms of a significant
head injury limited the physician from making
fully informed decisions regarding the resident's
care and may have delayed treatment of the
resident's injuries.

- Review of Resident #1's medical record
occurred on all days of survey. Diagnoses
included Alzheimer's dementia, osteoarthritis,
falls, wandering, and elopement from the facility.
The quarterly MDS, dated 05/08/17, identified
severely impaired cognition, independent with
locomotion on/off the unit, and the impact of the
wandering as dangerous.

The progress notes identified the following:
*05/22/17,". . . Appro [approximately] 3:45 p.m.,
a visitor reported that [Resident #1] was outside
and had fallen. . . . Lying on R [right] side on side
of East driveway. . . . Small skin tears to both
hands. Lg [large] skin tear (L) [left] elbow [and]
res [resident] c/o (L) knee [and] shoulder pain.
He will be monitored for swelling, [increased]
pain, etc. [Physician] by memoed [sic], message
left for wife on voicemail. . . ."

*05/27/17,". . . Saw resident entering in west
entrance Unknown how he left building without
alarm sounding. . . ."

*05/28/17,". . . Left building through an unknown
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exit found walking across hospital parking [lot]
brought back . . ."

Facility staff failed to complete incident reports
regarding the elopements that occurred on
05/27/17 and 05/28/17. The medical record failed
to show the facility notified either the physician or
the resident's wife of his elopements.

Failure to promptly notify the physician regarding
Resident #1's fall with injury limited the
physician's ability to make fully informed
decisions regarding Resident #1's care. Failure
to notify the physician and/or the resident's wife
regarding his two subsequent elopements limited
their ability to make informed decisions regarding
his safety.

- Review of Resident #2's medical record
occurred on all days of survey. Diagnoses
included osteoarthritis and falls. The quarterly
MDS, dated 04/23/17, identified intact cognition
and independent with transfers and locomotion
on/off the unit.

The progress note, dated 05/18/17, identified, ". .
. pt [patient] self transferred off toilet 'stated my
legs gave out) [sic]. went to knees . . . Body
check negative for injuries to knee . . ."

Facility staff did complete an incident report, but
identified the fall as having occurred on 05/19/17.
Facility staff also identified "slight redness to both
[of Resident #2's] knees." The medical record
failed to show the facility notified either the
physician or the resident's son of the fall.

Failure to notify the physician and/or the
Resident #2's son regarding the fall with minor
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injury limited their ability to make informed
decisions regarding her care.

Refer to F323.
F 164 483.10(h)(1)(3)(i); 483.70(i)(2) PERSONAL F 164 7/121/17
ss=D PRIVACY/CONFIDENTIALITY OF RECORDS

483.10

(h)(1) Personal privacy includes accommodations,
medical treatment, written and telephone
communications, personal care, visits, and
meetings of family and resident groups, but this
does not require the facility to provide a private
room for each resident.

(h)(3)The resident has a right to secure and
confidential personal and medical records.

(i) The resident has the right to refuse the release
of personal and medical records except as
provided at

§483.70(i)(2) or other applicable federal or state
laws.

§483.70

(i) Medical records.

(2) The facility must keep confidential all
information contained in the resident’s records,
regardless of the form or storage method of the
records, except when release is-

(i) To the individual, or their resident
representative where permitted by applicable law;

(i) Required by Law;

(iii) For treatment, payment, or health care
operations, as permitted by and in compliance
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with 45 CFR 164.506;

(iv) For public health activities, reporting of
abuse, neglect, or domestic violence, health
oversight activities, judicial and administrative
proceedings, law enforcement purposes, organ
donation purposes, research purposes, or to
coroners, medical examiners, funeral directors,
and to avert a serious threat to health or safety
as permitted by and in compliance with 45 CFR
164.512.

This REQUIREMENT is not met as evidenced
by:

Based on observation, review of facility policy,
review of the facility's certified nursing assistant
(CNA) orientation and mandatory education
packets, and staff interview, the facility failed to
provide privacy during personal cares and ensure
the confidentiality of medical records on 2 of 2
resident care units (East and West Wings).
Failure to ensure privacy during personal cares
and/or secure medical records is a violation of
the residents' privacy.

Findings include:
PRIVACY DURING PERSONAL CARES

Review of the facility's "CNA Orientation" packet
occurred on 06/07/17. This undated packet
stated, ". . . Privacy - pull curtains. . . ."

During an interview on 05/31/17 at 9:55 a.m., an
interviewable resident, Resident (E), (from the
East Wing) reported staff failed to close the
window curtains in the room prior to removing her
clothing and providing cares. The resident
reported seeing people looking at her as they
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1. Corrective action for Residents Found
to be affected by this Deficiency:

Staff education regarding privacy and
confidentiality of medical records was
provided to direct care staff on both Units
on 07/05/17.

2. Corrective Action for All Other
Residents that May be Affected by this
Deficiency:

All residents have the potential to be
affected by this deficient practice.

3. Corrective Measures Put Into Place to
Ensure This Deficiency Will Not Recur:

Staff education regarding the privacy was
provided on 07/05/17.

4. Measures to be Implemented to
Monitor the Plan of Correction.

Monitoring of privacy during personal
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walked by, outside her window. Resident (E)'s
room overlooks the facility's main entrance.

Observation on 06/01/17 at 7:45 a.m., showed an
unidentified housekeeper entering Resident #3's
room on two occasions, while staff provided
cares. On both occasions, the housekeeper
failed to knock and/or announce herself prior to
entering Resident #3's room.

During an interview on 06/04/17 at 2:42 p.m., an
interviewable resident, Resident (N), reported
staff "just come on in [to my room without
knocking and/or announcing themselves first]. |
don't like that."

CONFIDENTIAL MEDICAL RECORDS

Review of the facility policy "Charting and
Documentation" occurred on 06/07/17. This

policy, dated 09/01/07, stated, ". . . Information
documented in the resident's clinical record is
confidential . . ."

Review of facility's mandatory education packet
occurred on 06/07/17. This booklet, dated 2014,
stated, ". . . It is the responsibility of every
employee of [facility] to respect each resident's
right to privacy concerning their illness,
treatment, and progress. . . ."

Observations showed the following:

* 05/30/17 at 5:30 p.m., a medication
administration record (MAR) laid open on top of
the medication cart located in the west resident
dining room. Observation showed the nursing
staff member responsible for administering
medications not in the dining room at the time. An
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cares and confidential medical records
will start the week of 7/10/2017.

The Director of Nursing or designee shall
monitor and report to the quality
committee as follows:

Monitor:

Weekly x4 weeks then;

Monthly x3 for three months then;
Quarterly x3 quarters for one year post
survey.

5. The Expected Date for compliance for
this deficiency.

The expected time frame for compliance
with this deficiency will be on 07/21/2017.
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administrative staff member (#1) who walked
through the dining room, observed the open
MAR, walked over to cart, and closed the MAR.
*06/01/17 at 11:00 a.m., a MAR laid open on top
of the medication cart located in the west
resident dining room. Observation showed the
nursing staff member responsible for
administering medications not in the dining room
at the time. Resident #3's admission date,
advanced directives, allergies, diagnoses, current
medications, and location within the facility.
were in full view for anyone to see.

F 166 483.10(j)(2)-(4) RIGHT TO PROMPT EFFORTS F 166 7/21/17

ss=E TO RESOLVE GRIEVANCES

(1)(2) The resident has the right to and the facility

must make prompt efforts by the facility to resolve
grievances the resident may have, in accordance
with this paragraph.

())(3) The facility must make information on how
to file a grievance or complaint available to the
resident.

())(4) The facility must establish a grievance
policy to ensure the prompt resolution of all
grievances regarding the residents’ rights
contained in this paragraph. Upon request, the
provider must give a copy of the grievance policy
to the resident. The grievance policy must
include:

(i) Notifying resident individually or through
postings in prominent locations throughout the
facility of the right to file grievances orally
(meaning spoken) or in writing; the right to file
grievances anonymously; the contact information
of the grievance official with whom a grievance
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can be filed, that is, his or her name, business
address (mailing and email) and business phone
number; a reasonable expected time frame for
completing the review of the grievance; the right
to obtain a written decision regarding his or her
grievance; and the contact information of
independent entities with whom grievances may
be filed, that is, the pertinent State agency,
Quality Improvement Organization, State Survey
Agency and State Long-Term Care Ombudsman
program or protection and advocacy system;

(i) Identifying a Grievance Official who is
responsible for overseeing the grievance
process, receiving and tracking grievances
through to their conclusions; leading any
necessary investigations by the facility;
maintaining the confidentiality of all information
associated with grievances, for example, the
identity of the resident for those grievances
submitted anonymously, issuing written
grievance decisions to the resident; and
coordinating with state and federal agencies as
necessary in light of specific allegations;

(iii) As necessary, taking immediate action to
prevent further potential violations of any resident
right while the alleged violation is being
investigated;

(iv) Consistent with §483.12(c)(1), immediately
reporting all alleged violations involving neglect,
abuse, including injuries of unknown source,
and/or misappropriation of resident property, by
anyone furnishing services on behalf of the
provider, to the administrator of the provider; and
as required by State law;
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(v) Ensuring that all written grievance decisions
include the date the grievance was received, a
summary statement of the resident’s grievance,
the steps taken to investigate the grievance, a
summary of the pertinent findings or conclusions
regarding the resident’s concerns(s), a statement
as to whether the grievance was confirmed or not
confirmed, any corrective action taken or to be
taken by the facility as a result of the grievance,
and the date the written decision was issued;

(vi) Taking appropriate corrective action in
accordance with State law if the alleged violation
of the residents’ rights is confirmed by the facility
or if an outside entity having jurisdiction, such as
the State Survey Agency, Quality Improvement
Organization, or local law enforcement agency
confirms a violation for any of these residents’
rights within its area of responsibility; and

(vii) Maintaining evidence demonstrating the
result of all grievances for a period of no less
than 3 years from the issuance of the grievance
decision.

This REQUIREMENT is not met as evidenced

by:

Based on information provided by the 1. Corrective action for Residents Found
complainant, review of Resident Council Meeting to be affected by this Deficiency:
minutes, observation, review of facility policy, and
resident, family, and staff interviews, the facility Staff were educated on 07/05/17
failed to actively seek a resolution to resident regarding the grievance policy updates.
grievances related to missing clothing items for 7 All of the residents were individually
of 38 sampled residents (Resident A, I, M, N, O, contacted as well as their POA's by
Q, and R). Failure to address the residents Grievance Coordinator on 7/10/2017 via
concerns in a timely manner resulted in letter with a grievance form attached to it.
continued dissatisfaction regarding their soiled Those residents that were not
and/or missing clothing. interviewable were able to hear the letter

read to them in the privacy of their rooms.
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Findings include:

Information provided by the complainant
indicated staff failed to launder and return
resident clothing in a timely manner. The
complainant reported observing large piles of
soiled clothing in the bathing rooms. The
complainant stated she shared her concerns with
the administrative staff member (#1) and the
environmental/laundry services manager (#9),
who indicated the issues regarding soiled and/or
missing clothing were caused by a staffing
shortage in the laundry department and further
comments would not be appreciated.

Review of the facility job description
"Housekeeping/Laundry Worker" occurred on
06/05/17. The job description, dated September
2015, stated, ". . . Ensure that residents' clothes
are properly identified and labeled . . . Report
losses . . . of resident's laundry . . . Distribute
clothes to residents' rooms. . . ."

Review of "Resident Council Meeting" minutes,
dated March-May, 2017, occurred on 06/07/17.
The meeting minutes identified the following
concerns were discussed:

* March, ". . . There have been mix-up's where
some residents have received others laundry. . . .
Laundry personnel will sort through the closets
and remove any clothing that has been
misplaced. . . ."

* April, ". . . Laundry staff will be going through
resident closets to locate several missing
resident clothing items. . . ."

Observation on 05/31/17 at 9:22 a.m., showed an
interviewable resident, Resident BM, spoke to

2. Corrective Action for All Other
Residents that May be Affected by this
Deficiency:

All residents have the potential to be
affected by this deficient practice.

3. Corrective Measures Put Into Place to
Ensure This Deficiency Will Not Recur:

Due to the potential of all residents being
affected by the deficiency, education was
provided to all employees on the updated
Grievance policy 07/05/17. The
Grievance Policy and forms were
reviewed during resident council. A mailer
was sent to residents and POAs
7/10/2017, with the policy and forms
attached. A reminder was noted in the
mailer to notify staff members of new
clothing coming into the facility, to ensure
they are properly labeled.

A grievance official is assigned, a policy
was updated, a form, and log were
created for tracking and monitoring
resident grievances. A missing items form
was developed for tracking and for the
communication of any lost/stolen items.
Laundry staff is now placing labels on all
of the clothes with the residents names
on them.

4. Measures to be Implemented to
Monitor the Plan of Correction.

Monitoring for the right to prompt efforts to
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the managerial nurse (#2) at the West wing
nurses' station. Resident M stated, "I'm supposed
to shower, but | don't have no clean clothes. |
don't have any clean jeans. They've [My jeans]
been gone a week already." When the
managerial nurse (#2) suggested he speak to
laundry staff, he stated, "[Environmental/laundry
services manager (#9)] said there ain't none in
there." When the managerial nurse (#2) replied,
"We don't have full time Laundry service,"
Resident M became angry, turned, and walked
back to his room. Facility staff failed to provide
resolution to Resident M's grievance.

Random interviews identified the following
regarding the facility's laundry service:

* 05/30/17 at 4:50 p.m., family member U
reported observing Resident R wearing his
neighbor's shirt. She stated there is "no follow
through" when clothes go missing. She also
reported, after she brought her concerns to the
facility's attention, staff replied "[Resident R's] lost
jeans may have been soiled, rolled up, and
thrown [away]."

*06/01/17 at 7:30 a.m., staff member (AA) stated
Resident Q's pants were soiled and worn for 3
days because he didn't have any clean pants to
wear.

*06/01/17 at 8:10 a.m., an interviewable
resident, Resident A, stated she was wearing the
same underwear for three days, because she
didn't have any clean ones to put on.

* 06/01/17 at 2:42 p.m., an interviewable
resident, Resident N, stated, "l can't get my
laundry when | need it. | don't like that. I've had
things go missing. They're just gone."

* 06/04/17 at 2:19 p.m. an interviewable resident
(1) and his wife (J) stated he has two pajama
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resolve grievances will start the week of
07/10/17. The Social Worker or designee
shall monitor and report to the quality
committee as follows:

Monitor:

Weekly x4 weeks, then;

Monthly x3 months, then;

Quarterly x3 quarter for one year post
survey.

5. The Expected Date for compliance for
this deficiency.

The expected time frame for compliance
with this deficiency will be on 07/21/2017.
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tops, one was lost in the laundry and it has not
been found for weeks despite the fact they
notified facility staff.

* 06/06/17 at 9:40 a.m., family member P voiced
concerns regarding the Laundry service, stating,
"[There is] a long time between sending and
receiving [Resident O's clothing]."

*06/07/17 at 9:08 a.m., the environmental
services manager (#9) acknowledged he was
aware of the residents’ concerns regarding the
lack of Laundry services.

During an interview on the afternoon of 06/05/17,
when asked questions regarding the facility's
laundry service and residents' missing clothing,
the social service staff member (#20) indicated
she was "not sure what the [facility's] policy
[said]," and was unaware of a "[specific] form" for
tracking missing items. She indicated residents
can contact her regarding their missing clothing
"in the hall, at resident counsel [meeting] [held
monthly], or during a care conference [held
quarterly]." She stated, "We follow-up with
Laundry and the CNAs [certified nursing
assistants]. Most of the time we locate the
missing item, 95% of the time. If we can't find
something, we usually replace them." She then
stated, "You know, some of the residents hide
their stuff."

Refer to F241 and F254.
F 176 483.10(c)(7) RESIDENT SELF-ADMINISTER F 176 7121117
ss=e DRUGS IF DEEMED SAFE

(c)(7) The right to self-administer medications if
the interdisciplinary team, as defined by
§483.21(b)(2)(ii), has determined that this
practice is clinically appropriate.
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This REQUIREMENT is not met as evidenced
by:
Based on observation, record review, review of 1. Corrective action for Residents Found
facility policy, and staff interview, the facility failed to be affected by this Deficiency:
to ensure residents could safely self-administer
medications for 4 of 4 sampled residents Resident #1, #11, and #32 were
(Resident #1, #11, #32, and #36) assessed to reassessed and removed from the
self-administer medications. Failure to self-administration list based on cognitive
evaluate/re-evaluate a resident's ability to safely deficits and inability to accurately
self-administer medications, and/or with a self-administer medications. Staff
change in condition, may result in residents education was provided to those caring
failing to receive their scheduled doses of for resident #1, 11, 32, regarding
medication. appropriate changes. Resident #36 was

discharged from the facility.
Findings include:
2. Corrective Action for All Other

Review of the facility policy Residents that May be Affected by this
"SELF-ADMINISTRATION OF MEDICATIONS" Deficiency:

occurred on 06/05/17. The policy, dated

09/01/07, stated, ". . . The facility shall permit All residents currently self-administering
residents to self-administer . . . medication unless medications must be assessed prior to
resident is deemed unsafe. . . ." The policy failed 07/21/17. The Self Administration Policy
to include a process for periodically reassessing and Process was revised.

the residents' ability to safely self-administer

medications. 3. Corrective Measures Put Into Place to

Ensure This Deficiency Will Not Recur:
- Review of Resident #1's medical record

occurred on all days of survey. A quarterly Licensed nursing personnel were
Minimum Data Set (MDS), dated 05/08/17, educated on these changes on 7/5/2017.
identified severe cognitive impairments. The Resident self-administration is deemed
current care plan stated, ". . . [Resident #1] has appropriate after the resident passes the
periods of confusion. . . . [is] unable to recall self-administration test. Those residents
[information] after 5 minutes. . . . wanders performing self-administration of
throughout the facility [and] at times attempts to medications will be reassessed with
leave. . . . Provide direct guidance when quarterly MDS and/or significant change
[Resident #1] is unable to follow through with in condition.

instructions. . . . Use cues to enhance [his]

participation in self-care. . . ." 4. Measures to be Implemented to
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A "SELF-ADMINISTRATION OF MEDICATIONS
(SAM) AFTER SET UP BY NURSE" assessment,
dated 02/08/17, identified the resident as capable
of self-administering medications in the room
and/or at the dining room table. A physician's
order, also dated 02/08/17, stated, "May
self-administer medication in room or at dining
[room] table." The facility failed to consider
Resident #2's severe cognitive deficits when
determining his ability to self-administer
medications.

Observation on 05/30/17 at 5:43 p.m., showed a
nurse (#7) placed Resident #1's medication into
his hand, before turning and walking back
towards the medication cart. The nurse (#7)
failed to observe Resident #1 swallow the
medications.

- Review of Resident #32's medical record
occurred on 05/30/17. A physician's order, dated
08/24/15 stated, "May self-administer meds
[medications] in room and at dining table, monitor
monthly." A SAM assessment, dated 08/24/15,
identified the resident as capable of
self-administering medications in the room or at
the dining table. Staff reviewed this assessment
on 12/02/15. The record lacked evidence of
monthly monitoring (as ordered by the physician)
or a more recent SAM assessment for Resident
#32.

A quarterly MDS, dated 08/24/15 (the date of the
SAM assessment), identified moderate cognitive
impairment. The current quarterly MDS, dated
05/24/17, identified the resident had declined and
now had severe cognitive impairments. The
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Monitor the Plan of Correction.

The QA/IC/ED nurse will report the results
of the audits to the quarterly QA meetings
for three quarters post survey.

Monitoring for self-administration of
medications will start the week of
7/10/2017. The Director of Nursing or
designee shall monitor and report to the
quality committee as follows:

Monitor: Resident Self Administration of
Medication Evaluation.

Weekly x4 weeks, then;

Monthly x3 months, then;

Quarterly x3 for three quarters for one
year post survey.

5. The Expected Date for compliance for
this deficiency.

The expected time frame for compliance
with this deficiency will be on 07/21/2017.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:V1SS11

Facility ID: ND144

If continuation sheet Page 18 of 147




PRINTED: 07/18/2017

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

C
355042 B. WING 06/07/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1104 HWY 12

WESTERN HORIZONS CARE CENTER

HETTINGER, ND 58639

(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 176 Continued From page 18 F 176

resident's current care plan stated, "[Resident
#32] has increasing dementia . . . and impaired
judgement at times . . . [Resident #32] has
periods of extreme confusion . . ."

During an interview on 06/01/17 at 1:00 p.m., a
staff person (AA) reported finding "two
[medication] cups with six or seven pills in
[Resident 32's] room two weeks ago."

- Review of Resident #36's medical record
occurred on all days of survey. A 5-day MDS,
dated 05/25/17, identified moderate cognitive
impairments. The interim care plan stated, ". . .
situational anxiety . . . alert [with] confusion . . .
unable to direct . . ."

The current physician's order, dated 05/19/17,
identified Resident #36 received one 50 milligram
(mg) Tramadol tablet daily for pain.

On 06/01/17 at 1:00 p.m., a facility staff person
(AA) approached the surveyor with her hand held
out, showed the surveyor the small, round, white
pill (labeled AN627) she was holding, and stated,
"[Resident #36's] been complaining of pain. |
found a pill on the floor next to [Resident #36's]
nightstand. | think it's a Tramadol pill [a pain
medication]." The survey team confirmed the pill
was in fact Tramadol.

During an interview on 06/01/17 at 1:25 p.m.,
when asked questions regarding the a.m.
medication pass, the nurse (#22) working the
West wing stated, "l put [Resident #36's
medications] in her mouth. | don't know what that
is. | don't know when she got that. I'm pretty sure
it's a Tramadol. . . ."
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The facility failed to assess Resident #36's ability
to safely self-administer medications.

- Review of Resident #11's medical record
occurred on all days of survey. Resident #11's
most current SAM assessment was completed
on 04/08/14. The facility failed to reassess
Resident #11's ability to safely self-administer
medications.

During an interview on 05/31/17 at 11:25 a.m., a
nurse (#23) reported residents are able to
self-administer medications if they are deemed
"alert and oriented." She also indicated a
resident's cognitive status is reviewed upon
admission and during subsequent care
conferences, and nursing staff "check [on the
residents] after their medications have been
passed." This contradicted observations made
during medication pass.

During an interview on 06/01/17 at 9:32 a.m., the

managerial nurse (#2) confirmed staff should

update self-administration assessments with any

change in condition.
F 203 483.15(c)(3)-(6)(8) NOTICE REQUIREMENTS F 203 7121117
ss=D BEFORE TRANSFER/DISCHARGE

(c) (3) Notice before transfer. Before a facility
transfers or discharges a resident, the facility
must-

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

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

(iii) Include in the notice the items described in
paragraph (b)(5) of this section.

(c) (4) Timing of the notice.

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

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

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

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

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

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

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

(i) The reason for transfer or discharge;
(i) The effective date of transfer or discharge;

(iii) The location to which the resident is
transferred or discharged;

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

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

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

(vii) For nursing facility residents with a mental
disorder or related disabilities, the mailing and
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email address and telephone number of the
agency responsible for the protection and
advocacy of individuals with a mental disorder
established under the Protection and Advocacy
for Mentally 11l Individuals Act.

(c)(6) Changes to the notice. If the information in
the notice changes prior to effecting the transfer
or discharge, the facility must update the
recipients of the notice as soon as practicable
once the updated information becomes available.

(c)(8) Notice in advance of facility closure. In the
case of facility closure, the individual who is the
administrator of the facility must provide written
notification prior to the impending closure to the
State Survey Agency, the Office of the State
Long-Term Care Ombudsman, residents of the
facility, and the resident representatives, as well
as the plan for the transfer and adequate
relocation of the residents, as required at §
483.70(1).
This REQUIREMENT is not met as evidenced
by:
Based on record review, review of the facility's 1. Corrective action for Residents Found
"Residents' Rights" handout, and staff interview, to be affected by this Deficiency:
the facility failed to notify the resident and/or
family member/legal guardian, in writing, of a During the survey, the team identified
transfer, including the destination and the reason Resident #4 and #16 did not receive
for the transfer, and the resident's right to appeal transfer notices.
the action for 2 of 11 sampled residents
(Resident #4 and #16) transferred to the hospital. 2. Corrective Action for All Other
Failure to provide a notice of transfer does not Residents that May be Affected by this
allow the resident or guardian to make an Deficiency:
informed choice regarding the resident's rights.
All residents transferred to the hospital
Findings include: have the potential to be affected by this
deficient practice.
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Review of the facility's "Residents' Rights"
handout occurred on 06/05/17. The handout, 3. Corrective Measures Put Into Place to
dated June 2016, stated, ". . . The resident has Ensure This Deficiency Will Not Recur:
the right to a 30-day notice of transfer or
discharge (including the reason, effective date, Education regarding notice of
location [and] appeal rights.) . . ." requirements before transfer/discharge
was provided to all licensed staff on
- Review of Resident #4's medical record 07/05/17.
occurred May 30 - June 01, 2017, and identified
the facility transferred the resident to the hospital 4. Measures to be Implemented to
on 05/29/17. The record lacked evidence the Monitor the Plan of Correction.
facility provided the resident and/or the resident's
family member/legal guardian a written notice of The DON or their designee will monitor
transfer. that the transfer/discharge notices are
filled out and will bring the audit forms to
- Review of Resident #16's medical record the quarterly QA Meeting for 3 quarters
occurred May 30 - June 01, 2017, and identified for one year post survey.
the facility transferred the resident to the hospital
on 05/01/17. The record lacked evidence the Monitoring for transfer/discharge
facility provided the resident and/or the resident's notification to resident and representative
family member/legal guardian with written notice will start the week of 7/10/2017. The
of transfer. Director of Nursing or designee shall
monitor and report to the quality
During an interview on 06/01/17 at 12:21 p.m., committee as follows:
the managerial nurse (#2) confirmed she was
unable to find evidence the facility provided Monitor:
Resident #16 and/or her family member/legal Weekly x4 weeks, then;
guardian a written notice of transfer. Monthly x3 months, then;
Quarterly x3 quarters for one year post
survey.

5. The Expected Date for compliance for
this deficiency.

The expected time frame for compliance

with this deficiency will be on 07/21/2017.
F 205 483.15(d)(1)(i)-(iv)(2) NOTICE OF BED-HOLD F 205 712117
ss=p POLICY BEFORE/UPON TRANSFR
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(d) Notice of bed-hold policy and return-

(1) Notice before transfer. Before a nursing
facility transfers a resident to a hospital or the
resident goes on therapeutic leave, the nursing
facility must provide written information to the
resident or resident representative that specifies-

(i) The duration of the state bed-hold policy, if
any, during which the resident is permitted to
return and resume residence in the nursing
facility;

(ii) The reserve bed payment policy in the state
plan, under § 447.40 of this chapter, if any;

(iii) The nursing facility’s policies regarding
bed-hold periods, which must be consistent with
paragraph (c)(5) of this section, permitting a
resident to return; and

(iv) The information specified in paragraph (c)(5)
of this section.

(2) Bed-hold notice upon transfer. At the time of
transfer of a resident for hospitalization or
therapeutic leave, a nursing facility must provide
to the resident and the resident representative
written notice which specifies the duration of the
bed-hold policy described in paragraph (e)(1) of
this section.

This REQUIREMENT is not met as evidenced

by:

Based on record review, review of the nursing 1. Corrective action for Residents Found
staff orientation packet, and staff interview, the to be affected by this Deficiency:
facility failed to provide a written bed-hold notice
upon transfer for 2 of 11 sampled residents During the survey, the team identified
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(Resident #3 and #16) transferred to the hospital. Resident #3 and #16 did not receive bed
Failure to provide a bed hold notice does not hold notices.
allow the resident or family member/legal
guardian to make an informed choice regarding 2. Corrective Action for All Other
their rights. Residents that May be Affected by this
Deficiency:

Findings include:
All residents transferred to the hospital

Review of the facility's nursing staff orientation have the potential to be affected by this
packet occurred on 06/07/17. This packet, deficient practice.

undated, stated, ". . . Upon resident admission to

the hospital, you will need to get a bed hold 3. Corrective Measures Put Into Place to
[specifying the number of days for the bed hold] Ensure This Deficiency Will Not Recur:
authorized by the residents POA [power of

attorney]. . . . You can get verbal permission over Staff education regarding the bed hold
the phone to hold the bed, but the family should notification was provided on 07/05/17.

stop in and sign it when they are able. . . ."
4. Measures to be Implemented to

- Review of Resident #3's medical record Monitor the Plan of Correction.

occurred on all days of survey, and identified the

facility transferred the resident to the hospital on The DON or their designee will monitor
02/25/17. The record lacked evidence the facility that the bed hold notices are filled out and
provided the resident and/or the resident's family will bring the audit forms to the quarterly
member/legal guardian with a written bed hold QA Meeting for 3 quarters for one year
notice. post survey.

During an interview on the morning of 06/06/17, Monitoring signatures on bed-hold forms
the managerial nurse (#2) confirmed she was will start the week of 7/10/2017. The
unable to find evidence the facility provided Director of Nursing or designee shall
Resident #3 and/or her family member/legal monitor and report to the quality
guardian a written bed hold notice. committee as follows:

- Review of Resident #16's medical record Monitor:

occurred May 30 - June 01, 2017, and identified Weekly x4 weeks, then;

the facility transferred the resident to the hospital Monthly x3 months, then;

on 05/01/17. The record lacked evidence the Quarterly x3 quarters for one year post
facility provided the resident and/or the resident's survey.

family member/legal guardian with a written bed
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§483.10(e) Respect and Dignity.

The resident has a right to be treated with
respect and dignity, including:

§483.10(e)(1) The right to be free from any
physical or chemical restraints imposed for
purposes of discipline or convenience, and not
required to treat the resident's medical
symptoms, consistent with

§483.12(a)(2).

42 CFR §483.12, 483.12(a)(2)

The resident has the right to be free from abuse,
neglect, misappropriation of resident property,
and exploitation as defined in this subpart. This
includes but is not limited to freedom from
corporal punishment, involuntary seclusion and
any physical or chemical restraint not required to
treat the resident’s symptoms.

(a) The facility must-

(1) Ensure that the resident is free from physical
or chemical restraints imposed for purposes of
discipline or convenience and that are not
required to treat the resident’'s medical
symptoms. When the use of restraints is
indicated, the facility must use the least restrictive
alternative for the least amount of time and
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hold notice.
5. The Expected Date for compliance for
this deficiency.
The expected time frame for compliance
with this deficiency will be on 07/21/2017.
F 221 483.10(e)(1), 483.12(a)(2) RIGHT TO BE FREE F 221 712117
sS=D FROM PHYSICAL RESTRAINTS
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restraints.

by:

Findings include:

document ongoing re-evaluation of the need for
This REQUIREMENT is not met as evidenced

Based on information provided by a
complainant, record review, review of facility
policy, ambulance and sheriff's office
documentation, and staff interview, the facility
failed to ensure a resident remained free of
physical restraints used to control the resident's
aggressive behavior for 1 of 1 discharged
resident (Resident #41) removed from the facility
in handcuffs. Failure to attempt less restrictive
means of controlling Resident #41's behavior
resulted the resident restrained with a locking
device, contrary to facility policy.

Information provided by the complainant
indicated direct care staff were directed to "call
the cops" and request assistance to transport an
agitated resident with dementia to the emergency
room. The complainant voiced concerns
regarding removing "a demented gentlemen [sic]
out of his home" in handcuffs.
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1. Corrective action for Residents Found

to be affected by this Deficiency:

Identified resident #41 no longer resides

at the facility.

2. Corrective Action for All Other

Residents that May be Affected by this

Deficiency:

All residents utilizing restraints have the
potential to be affected by this deficient

practice.

The facility does not use restraints on any

of the residents.

3. Corrective Measures Put Into Place to
Ensure This Deficiency Will Not Recur:

Staff education regarding restraint use for

Review of the facility policy "Use of Restraints"

occurred on 06/06/17. The policy, revised

December 2008, stated, ". . . Restraints shall only

be used for the safety and well-being of the

residents with behaviors will be provided
on 07/05/17. Daily Clinical Huddle log will
be implemented, which will further
monitor resident behaviors and help staff
identify necessary interventions. Currently
we are using no restraints at the facility.

convenience . . .

resident(s) and only after other alternatives have
been tried unsuccessfully. Restraints shall only
be used to treat the resident's medical
symptoms(s) and never for discipline or staff

Emergency use of restraints is permitted if their
use is immediately necessary to prevent the

4. Measures to be Implemented to

Monitor the Plan of Correction.

Monitoring for restraint use will start on
07/17/17. The Director of Nursing or
designee shall monitor and report to the
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resident from injuring himself/herself or others . .
. and no other less-restrictive interventions are
feasible. . .

The Director of Nursing Services has the
authority to order the use of emergency
restraints. The Attending Physician must be
notified of such use and the reason for the order.
b. Orders for emergency restraints may be
received by telephone, and shall be signed by
the physician within forty eight 48) [sic] hours. . . .
The following safety guidelines shall be
implemented and documented while a resident is
in restraints: a. Restraints shall be used in such a
way as not to cause physical injury to the
resident and to ensure the least possible
discomfort to the resident. b. Physical restraints
shall be applied in such a manner that they can
be speedily removed . . . Restraints with locking
devices shall not be used. . . .

Residents and/or surrogate/sponsor shall be
informed about the potential risks and benefits of
all options . . . including the use of restraints, not
using restraints, and the alternatives to restraint
use. ...

Documentation regarding the use of restraints
shall include: a. Full documentation of the
episode leading to the use of the physical
restraint. This includes not only the resident
symptoms but also the conditions,
circumstances, and environment associated with
the episode; b. A description of the resident's
medical symptoms (i.e. [that is], an indication or
characteristic of a physical or psychological
condition) that warranted the use of restraints; c.
How the restraint use benefits the resident by
addressing the medical symptom; d. the type of
the physical restraint used . . ."

quality committee as follows:

Monitor:

Weekly x4 weeks, then;

Monthly x3 months, then;

Quarterly x3 quarters for one year post
survey.

5. The Expected Date for compliance for
this deficiency.

The expected time frame for compliance
with this deficiency will be on 07/21/2017.
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Review of Resident #41's closed medical record
occurred on May 30-June 7, 2017 and identified
a diagnosis of altered mental status. The record
showed Resident #41 had behaviors of agitation
and combativeness with staff from the time of his
admission on 03/17/17. Record review failed to
identify staff developed a care plan including
interventions to address Resident #41's
behaviors.

The record indicated when staff had difficulty
calming Resident#41 they called his son-in-law
to come to the facility and sit with him. The record
identified the physician wrote orders for Ativan
(an antianxiety) and Haldol (an antipsychotic) to
be administered as needed and showed staff
administered the medications during times of
agitation and combativeness with varying results.
The record lacked evidence staff used restraints
in response to the resident's behaviors prior to
04/17/17.

An Interdisciplinary note dated 04/17/17 at 2:00
p.m. stated, "Resident threatened other Resident
with Golf club - when redirected Resident
became more agitated and aggressive - Sheriff
department called and Resident still not calming
down Haldol 1 mg [milligram] given in (L) [left]
Deltoid [upper arm]. Resident became more
aggressive and combative - He was then placed
in Hand-Cuffs - Ambulance called and Resident
transferred to E.R. [emergency room]. SSD
[Social Services Designee] notified Family of
Incident. . . ." The resident's Medication
Administration Record identified staff
administered the Haldol by injection at 2:00 p.m.
for "agitation/aggressive."
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The deputy's report, dated 04/17/17, identified he
received a call from the facility at 1:51 p.m. and
arrived on the scene at 1:57 p.m. The report
stated, ". . . advised a combative patient at the
Western Horizons Care Center. | responded and
made contact with the subject, [Resident #41],
who was using a golf club and wheel chair to
push staff and make unruly demands. |
requested West River ambulance respond as |
was able to get the club and chair out [sic] his
hands and placed him in handcuffs. After
[Resident #41] was restrained, he calmed and
allowed ambulance personnel to assess and
transport him to [local hospital] for further
evaluation . . ." The report lacked evidence the
deputy placed Resident #41 under arrest before
or after applying the handcuffs.

An ambulance report, dated 04/17/17 at 2:05
p.m., stated, "dispatched . . . via emergency
response system to a 91 y/o [year old] male with
dementia and frontal lobe issues . . . responded
immediately, [sheriff's office] was already on
scene . .. arrived . . . to find a 91 y/o male sitting
in a dinning [sic] chair. He was being physically
restrained by [deputy] and a nursing home staff
member. [Deputy] had also placed the pt [patient]
in handcuffs prior to our arrival. Nursing home
staff informed us that the pt has become
increasingly aggressive and combative over the
last few days. Today he cornered a nurse in the
medication room of the nursing home west wing
and locked himself and the nurse in. That was
why law enforcement had been called prior to the
ambulance. Pt had a known history of dementia.
Pt was AAO [alert and oriented] x [times] 3 [to
person, place, and time] . . . Pt seemed much
more calm if he was talking with someone. Pt
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stated that he was very upset with how he has
been treated. Nursing home staff stated that the
pt needed to be taken to the hospital to be
evaluated. . . . Pt was still quite combative . . .
[deputy] stated that he was pretty sure that the pt
has a small laceration (not actively bleeding at
this time) to his left wrist, and that it was from the
handcuffs the deputy had placed on the pt. . . ."

On the afternoon of 05/31/17 facility staff
provided incident reports for all incidents from
January - May 2017. Review of the reports failed
to identify a report for this incident on 04/17/17.

An interview with the administrative staff member
(#1) occurred on 05/31/17 at 3:38 p.m. regarding
the above incident. The staff member (#1) stated
Resident #41 obtained the golf club from his (the
administrator's) office and refused to give it back.
The administrator also stated Resident #41
attempted to "take the deputy's gun" and that
was the reason the deputy handcuffed him. He
stated Resident #41 was not placed under arrest.
The administrator confirmed the facility was
aware of Resident #41's combative behaviors
prior to accepting him for admission. Observation
during the interview and throughout the survey
showed the golf club remained in the
administrator's office leaning against a wall just
inside the doorway. Observations showed the
door to the office remained open at times when
the administrator was not present, creating a risk
of other confused residents gaining access to the
golf club.

Resident #41's medical record, the deputy's
report, and the ambulance report all failed to
identify the resident had "cornered a nurse in the
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medication room" or attempted to "take the
deputy's gun" prior to the deputy applying the
handcuffs (a locking restraint prohibited by facility
policy).

Staff failed to attempt less restrictive
interventions in response to the resident's
behaviors before applying the handcuffs. The
record lacked evidence the Director of Nursing
ordered emergency restraints or staff attempted
to the call attending physician to obtain an order
before or after applying the restraint. Failure to
follow facility policy regarding restraint use
resulted in the use of a locking device (prohibited
by facility policy) and placed Resident #41 at risk
for physical and psycho-social harm.

Refer to F250
F 225 483.12(a)(3)(4)(c)(1)-(4) INVESTIGATE/REPORT F 225 712117
ss=D ALLEGATIONS/INDIVIDUALS

483.12(a) The facility must-

(3) Not employ or otherwise engage individuals
who-

(i) Have been found guilty of abuse, neglect,
exploitation, misappropriation of property, or
mistreatment by a court of law;

(i) Have had a finding entered into the State
nurse aide registry concerning abuse, neglect,
exploitation, mistreatment of residents or
misappropriation of their property; or

(iii) Have a disciplinary action in effect against his
or her professional license by a state licensure
body as a result of a finding of abuse, neglect,
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exploitation, mistreatment of residents or
misappropriation of resident property.

(4) Report to the State nurse aide registry or
licensing authorities any knowledge it has of
actions by a court of law against an employee,
which would indicate unfitness for service as a
nurse aide or other facility staff.

(c) In response to allegations of abuse, neglect,
exploitation, or mistreatment, the facility must:

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

(2) Have evidence that all alleged violations are
thoroughly investigated.

(3) Prevent further potential abuse, neglect,
exploitation, or mistreatment while the
investigation is in progress.

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

THIS IS AREPEAT DEFICIENCY FROM THE
SURVEY COMPLETED ON 10/27/16.

Based on information provided by the
complainants, observation, record review, review
of facility policy, and staff interview, the facility
failed to immediately report an allegation of
abuse to the State Agency, failed to thoroughly
investigate an allegation of abuse, and failed to
report the results of the abuse investigation to the
State Agency within five working days of the
incident for 1 of 2 abuse allegations (Resident
#3) brought to the abuse committee's attention.
Failure to report allegations of abuse to the State
Agency and thoroughly investigate allegations of
abuse placed Resident #3, as well as other
residents in the facility, at risk for potential
abuse/injury.

Findings include:

Information provided by the complainants
indicated the facility failed to report and/or
investigate an allegation of abuse brought
forward by a resident and/or staff members. The
resident claimed she sustained a black eye, after
a staff member (working the night shift) hit her in
the face with her call light. She alleged the staff
member was "upset and whipped the sheet over
her [with the call light attached]." The
complainants described Resident #3 as "[afraid
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1. Corrective action for Residents Found
to be affected by this Deficiency:

The incident was reported to the DOH
regarding the potential for abuse/neglect
on 07/11/17. The facility was able to
interview other residents and staff
members to see if this was a one time
occurrence or if this was a patterned
event. The findings will be submitted on
07/16/17.

2. Corrective Action for All Other
Residents that May be Affected by this
Deficiency:

All residents who are subject to
abuse/neglect have the potential to be
affected by this deficient practice.

3. Corrective Measures Put Into Place to
Ensure This Deficiency Will Not Recur:

An abuse investigation form was created
and implemented on 07/05/17. Staff
education regarding the abuse allegations
was provided on 07/05/17. It was also
addressed that the facility cannot back
date any documents pertaining to any
abuse/neglect situation. All staff were
educated on the new abuse investigation

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

Event ID:V1SS11

Facility ID: ND144 If continuation sheet Page 35 of 147




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

PRINTED: 07/18/2017
FORM APPROVED
OMB NO. 0938-0391

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

355042

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

A BUILDING COMPLETED
C

B. WING 06/07/2017

NAME OF PROVIDER OR SUPPLIER

WESTERN HORIZONS CARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
1104 HWY 12
HETTINGER, ND 58639

to share the information]. She thinks she is going
to get in trouble."

Review of the facility policy titled "Abuse
Prevention" occurred on 06/07/17. This policy,
revised April 2017, stated, ". . . Any suspect
patterns will be referred to the abuse and safety
committee. . . . Follow up investigation by the
abuse committee will be completed within the
time frames set by the administrative policies on
investigation of abuse. . . . The incident will be
reported to the State Agency - 2 (two) hours from
the first event and then within five (5) working
days of the incident. . . . Results of the
investigation will be reported to the appropriate
state agencies . . ."

Observation on 05/30/17 at 2:49 p.m. showed
Resident #3 sitting in her recliner, with bruising
under her right eye.

Review of Resident #3's medical record occurred
on all days of survey. Diagnoses included
anxiety, depression, and insomnia. The
admission Minimum Data Set (MDS), dated
03/14/17, identified moderately impaired
cognition and extensive assist of one or more
persons required for bed mobility, transfers, and
toileting.

On the morning of 06/05/17, the facility provided
a copy of the report for the incident described
above. The report, dated 05/17/17 at 11:45 p.m.,
identified, "When asked, the resident told this
nurse that [accused staff member] tossed the call
light aside while straitening [sic] her covers and it
hit her in the R [right] eye. [Resident #3] stated
he did not do this on purpose. . . . Educated
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form on 07/05/17.

4. Measures to be Implemented to
Monitor the Plan of Correction.

Monitoring for thorough investigation and
reporting of abuse findings will start the
week of 7/10/2017. The Social Worker or
designee shall monitor and report to the
quality committee.

Monitor:

Weekly X4 weeks, then;

Monthly X3 months, then;

Quarterly X3 quarter for one year post
survey.

5. The Expected Date for compliance for
this deficiency.

The expected time frame for compliance
with this deficiency will be on 07/21/2017.
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[accused staff member] not to toss call light. . . ."
The [accused staff member's] written statement
was attached to the accident/incident report, and
identified, "05/17/17 at approximately 11:45 p.m. |
took [Resident #3] to the restroom and upon
putting [Resident #3] back to bed while covering
the patient up | accidentally hit [Resident #3] in
the face on the right side of the face and asked if
she was ok and resident claimed to be ok and
nothing further was done and resident has stated
that it was an accident. . . ."

On 06/07/17 at 10:00 a.m., review of the final
investigation report showed, and an
administrative staff member (#1) confirmed, the
facility failed to contact the State Agency
immediately after receiving the allegation and
after the night nurse interviewed the resident and
CNA [certified nursing assistant] accused of
physical abuse. The incident report failed to
address how the facility thoroughly investigated
the allegation of abuse which occurred during the
night shift. The administrative staff member (#1)
also provided a second copy of the incident
report previously received on the morning of
06/05/17. The second copy contained an
additional entry, which read, "05/18/17,
[administrative staff member (#1)] and the [social
service staff member (#20)] talked with resident
and CNA [accused of physical abuse]. Resident
stated that it was an accident as CNA stated."

During an interview on 06/07/17 at 1:55 p.m.,
when asked about the additional entry, the social
service staff member (#20) stated, "l know how it
looks. It wasn't meant to be like that. | just read
the paragraph and signed. | didn't look at the
date."
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During an interview on 06/07/17 at 2:00 p.m.,
when asked about the additional entry, the
administrative staff member (#1) stated, "It looks
misleading. | understand.”

Failure to report allegations of abuse to the State
Agency, failing to thoroughly investigate an
allegation of physical abuse, and falsifying a
record (an incident report) by back-dating entries,
placed Resident #3, as well as other residents in
the facility, at risk for abuse/injury.

Refer to F323
F 241 483.10(a)(1) DIGNITY AND RESPECT OF F 241 7/121/17
ss=G INDIVIDUALITY

(a)(1) A facility must treat and care for each
resident in a manner and in an environment that
promotes maintenance or enhancement of his or
her quality of life recognizing each resident’s
individuality. The facility must protect and
promote the rights of the resident.

This REQUIREMENT is not met as evidenced

by:

THIS IS AREPEAT DEFICIENCY FROM THE 1. Corrective action for Residents Found
SURVEY CONDUCTED ON 10/27/16. to be affected by this Deficiency:

Based on observation, record review, and A trained CNA was assigned to provide
resident and family interview, the facility failed to baths/showers for all residents, including
provide care in a manner and environment that A C E H LKL MO,Q,andA1.
maintained, enhanced, and respected each

resident's dignity and individuality for 10 of 38 2. Corrective Action for All Other
sampled residents (Resident A, C, E, H, |, K, L, Residents that May be Affected by this
M, O, Q, and A1). Failure to ensure residents Deficiency:

received baths, had clean clothing, and were

treated respectfully did not enhance the A trained CNA was assigned to provide
residents' dignity and/or quality of life and baths/showers for all residents.
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resulted in psycho-social harm for Resident A
and potential harm for Resident C, E, H, |, K, L,
M, O, Q, and A1.

Findings include:

The facility failed to provide a copy of their policy
addressing dignity, as requested.

Random interviews identified the following
information:

* 05/30/17 at 9:55 a.m., Resident H expressed
concerns regarding an administrative staff
member's (#1's) treatment of residents. He
stated, "l don't like (staff member #1). He's not
very nice. Old people need to be treated nicely."
* On 05/30/17 at 10:35 a.m., family member F
expressed concerns regarding her relative
(Resident K) stating he was to have a shower
every other day, but went five days without one.
*05/30/17 at 10:40 a.m., Resident A stated staff
are to assist her with bathing twice a week, but
she has only received a shower two times this
month. The resident also stated she informed the
administrative staff member (#1) that she "hadn't
had a bath in a long time." The resident indicated
the facility is "short handed" because several
staff have recently resigned. On 06/01/17 at 8:10
a.m., Resident A reported, "l still haven't gotten a
shower yet, and | have no idea when | will get
one." The resident stated she wore the same
underwear for past three days, because she
didn't have any clean clothing to change into.

* 05/30/17 at 2:54 p.m., Resident C stated she
had not received a bath for a long time. The
resident stated she bathes and washes her hair
in the sink.

*05/31/17 at 8:38 a.m., Resident L stated, "Staff

3. Corrective Measures Put Into Place to
Ensure This Deficiency Will Not Recur:

Staff education regarding the dignity
policy was provided on 07/05/17.

4. Measures to be Implemented to
Monitor the Plan of Correction.

The DON or designee will begin
monitoring baths/showers on 07/10/17.

Monitor:

Weekly X4 weeks, then;

Monthly X3 months, then;

Quarterly X3 quarters for one year post
survey.

5. The Expected Date for compliance for
this deficiency.

The expected time frame for compliance
with this deficiency will be on 07/21/2017.
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have not changed [my] bedding weekly as they
have done in the past. [I] changed the bedding
[myself]."

*05/31/17 at 9:00 a.m., staff member (AA),
stated that the facility staff were told that resident
bathing was not a priority, and the bath aide is
often pulled to work on the floor, so baths don't
get done. The staff member also confirmed that
Resident C had not received a bath for a month.
*05/31/17 at 9:55 a.m., Resident (E) stated the
bath aide was on vacation and she had not
received a shower as scheduled.

*06/01/17 at 7:30 a.m., staff member (AA)
reported Resident Q is usually saturated with
urine in the morning and went three days without
his pants being changed because he didn't have
any clean clothing to change into. The staff
member (AA) also stated Resident Q had not had
a bath for over two weeks and had a yellow,
scaly build-up on his scalp. Observation at 8:00
a.m., showed Resident Q's black pants as visibly
soiled with food on both thighs.

*06/01/17 at 8:45 a.m., a staff member (BB)
stated no showers will be given this week
because there aren't enough staff available to
provide them.

* 06/04/17 at 2:19 p.m., Resident | expressed
concerns regarding not receiving showers twice a
week. On 06/06/17 at 8:42 a.m., he again stated
he is not satisfied with the frequency of showers
and stated he has gone up to 10 days without a
shower.

* 06/04/17 at 2:23 p.m., Resident A1 smelled her
armpit and stated "that woman quit, so [we aren't
bathed as often. If they don't have the time . . . |
last showered a couple of weeks ago."

* 06/06/17 at 9:40 a.m., family member P stated,
"[Resident O] has been here [less than a year].

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:V1SS11 Facility ID: ND144 If continuation sheet Page 40 of 147



PRINTED: 07/18/2017

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

C
355042 B. WING 06/07/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1104 HWY 12

WESTERN HORIZONS CARE CENTER

HETTINGER, ND 58639

(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 241 Continued From page 40 F 241

Bathing has been horrible. She's lucky if she gets
a bath one time a week." She voiced concerns
regarding the Laundry service as well, stating,
"[There is] a long time between sending and
receiving [clothing]." The family member P also
reported she has witnessed Resident O ask
facility staff to toilet her in the bathroom, to which
the staff members have replied, "No, you have a
brief."

Random observation showed the following:
*05/30/17 at 10:20 a.m., Resident A cried as she
spoke to an unidentified staff member, explaining
how she had no clean underwear and hadn't had
a bath. Observation on May 30-June 01, 2017
showed Resident A's hair greasy and unkempt.

* 05/31/17 at 9:22 a.m., Resident M spoke to the
managerial nurse (#2) at the West wing nurses'
station. Resident M stated, "I'm supposed to
shower, but | don't have no clean clothes. | don't
have any clean jeans. They've [My jeans] been
gone a week already." When the managerial
nurse (#2) suggested he speak to laundry staff,
he stated, "[Environmental/Laundry services
manager (#9)] said there ain't none in there."
When the managerial nurse (#2) replied, "We
don't have full time Laundry service," Resident M
became angry, turned, and walked back to his
room. Facility staff failed to search for clean
clothing and failed to encourage the resident to
bathe.

Failure to ensure adequate nursing, laundry, and
housekeeping staff resulted in psycho-social
harm for Resident A, as evidenced by her crying
over her current condition, and potential harm for
Resident C, H, I, K, L, M, O, and Q.
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ss=e OF NEEDS/PREFERENCES

483.10(e) Respect and Dignity. The resident has
a right to be treated with respect and dignity,
including:

(e)(3) The right to reside and receive services in
the facility with reasonable accommodation of
resident needs and preferences except when to
do so would endanger the health or safety of the
resident or other residents.

This REQUIREMENT is not met as evidenced
by:

Based on information provided by the
complainant, observation, review of the facility's
certified nursing assistant (CNA) orientation
packet, and resident and family interviews, the
facility failed to provide reasonable
accommodation of needs regarding call lights for
6 of 38 sampled residents (Resident G, H, L, O,
R, and S) residing in the facility. Failure to place
call lights within the residents' reach did not allow
Resident R and S to request/obtain assistance,
and failure to respond to call lights in a timely
manner may have resulted in a decreased quality
of life for Resident G, H, L, O, R, and S, and an
avoidable incontinence episode for Resident L.

Findings include:

Information provided by the complainant
indicated staff failed to ensure call lights were
functional, answered in a timely manner, and
placed within the residents' reach prior to leaving
their rooms.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
355042 B. WING 06/07/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
WESTERN HORIZONS CARE CENTER 1104 HWY 12
HETTINGER, ND 58639
(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 241 Continued From page 41 F 241
Refer to F166, F254, and F310
F 246 483.10(e)(3) REASONABLE ACCOMMODATION F 246 7/121/17

1. Corrective action for Residents Found
to be affected by this Deficiency:

Staff will ensure call lights are left within
reach of all residents, including G, H, L,
O,R,and S.

2. Corrective Action for All Other
Residents that May be Affected by this
Deficiency:

Staff will ensure call lights are left within
reach of all residents.

3. Corrective Measures Put Into Place to
Ensure This Deficiency Will Not Recur:

Staff education regarding placement of
call lights was provided to all staff on
07/05/17.

4. Measures to be Implemented to
Monitor the Plan of Correction.
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Review of the facility packet titled "CNA
Orientation" occurred on 06/07/17. This undated
packet stated, ". . . Make sure call bell is
accessible to the resident, and CHECK TO SEE
IF IT IS WORKING!! . . ."

Random interviews identified the following
information regarding call light response times:
*05/30/17 at 9:55 a.m., an interviewable
resident, Resident H, stated, "[Staff are] pretty
slow." The resident also reported he has had to
wait up to 30 minutes for staff to respond to his
call light

*05/30/17 at 10:10 a.m., an interviewable
resident, Resident G, reported staff respond "if
they're not too busy."

* 05/30/17 at 4:50 p.m., family member U stated,
"Sometimes [Resident R] doesn't have [his call
light pendant]."

*05/31/17 at 8:15 a.m., an interviewable

in answering, but they're so short of staff. You
have to wait your turn and eventually they get to
you." The resident also reported having to wait
up to 30 minutes for staff to respond to her call
light and reported experiencing incontinence
while waiting.

* 06/04/17 at 2:31 p.m., an interviewable
resident, Resident O, reported there have been

responded to her call light.

* 06/06/17 at 9:40 a.m., family member P stated,
"Many times [Resident O's] been in bed or the
chair with no call light. She can't reach it, or get
toit."

Random observations showed the following:

resident, Resident L, stated "[Staff] take their time

times she has had to wait 30 minutes before staff
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The DON or designee will begin
monitoring call light placement on
07/17/17. They will begin monitoring call
light response times on 07/17/17, and will
report the results to the QA Committee.

Monitor:

Weekly X4 weeks, then;

Monthly X3 months, then;

Quarterly X3 quarters for one year post
survey.

5. The Expected Date for compliance for
this deficiency.

The expected time frame for compliance
with this deficiency will be on 07/21/2017.

*05/31/17 at 7:40 a.m., Resident R sat in a chair

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

Event ID:V1SS11 Facility ID: ND144

If continuation sheet Page 43 of 147




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

PRINTED: 07/18/2017
FORM APPROVED
OMB NO. 0938-0391

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

355042

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

A BUILDING COMPLETED
C

B. WING 06/07/2017

NAME OF PROVIDER OR SUPPLIER

WESTERN HORIZONS CARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
1104 HWY 12
HETTINGER, ND 58639

ss=G RELATED SOCIAL SERVICE

(d) The facility must provide medically-related
social services to attain or maintain the highest
practicable physical, mental and psychosocial
well-being of each resident.

This REQUIREMENT is not met as evidenced
by:

Based on information provided by the
complainants, record review, review facility
policy, Behavior/Mental Health meeting minutes,
and staff interview, the facility failed to provide
medically-related social services for 1 of 1
discharged resident (Resident #41) who
displayed combative and aggressive behaviors.
Failure to address the psychosocial needs of
Resident #41 and implement interventions
related to those needs resulted in the resident
continuing to display aggressive combative
behaviors throughout his stay and in his removal
from the facility in handcuffs on 04/17/17 which
resulted in psychosocial harm for Resident #41.

Findings include:

Information provided by the complainants
indicated the facility failed to provide staff
education on how to deal with demented
residents. As an example, the complainants
reported direct care staff were directed to "call
the cops" and request assistance to transport an
agitated resident with dementia to the emergency
room. The complainants voiced concerns
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in the dining room without his call light pendant.
*06/04/17 at 2:13 p.m., Resident S sat in the
recliner in her room, with her call light next to the
bed, beyond her reach.
F 250 483.40(d) PROVISION OF MEDICALLY F 250 7/21/17

1. Corrective action for Residents Found
to be affected by this Deficiency:

Resident #41 no longer resides in the
facility.

2. Corrective Action for All Other
Residents that May be Affected by this
Deficiency:

All residents with behavior issues had
their care plans reviewed/updated as
deemed appropriate.

3. Corrective Measures Put Into Place to
Ensure This Deficiency Will Not Recur:

A daily clinic huddle was implemented on
07/05/17 in an effort to monitor high risk
behaviors and implement appropriate
interventions in a timely manner. Staff
education regarding care plan policy and
individual updates were provided to all
staff on 07/05/17.
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regarding removing "a demented gentlemen [sic]
out of his home" in handcuffs.

Review of the facility policy "Behavior
Assessment and Monitoring" occurred on
06/05/17. The policy, revised April 2007, stated, "
. .. Problematic behavior will be identified and
managed appropriately. . . .

The staff will identify and discuss with the
practitioner situations where
non-pharmacological approaches are indicated,
and will institute such measures to the extent
possible. . ..

The staff will document (in nursing notes and/or
on behavior/mood documentation forms) the
following information about specific problem
behaviors: a. Number and frequency of episodes;
b. Preceding or precipitating factors; c.
Interventions attempted; and d. Outcomes
associated with interventions. . . . "

Review of the facility policy "Admissions Policies"
occurred on 06/07/17. The policy, dated
09/01/07, stated, " . . . . 3. The objectives of our
admission policies are to: . . . b. Admit residents
who can be adequately cared for by the facility. . .

Review of Resident #41's record occurred on all
days of survey. An admission Minimum Date Set
(MDS), dated 03/31/17, identified the resident
continuously displayed inattention and
disorganized thinking; had delusions; physical,
verbal and other behaviors that impacted the
resident and others; and rejected care. Although
Resident #41 triggered "Care Area Assessments"
for cognitive loss, psychosocial well-being, mood
state, and behavior symptoms, the MDS showed

The SSD will contact the consulting LSW
for assistance when dealing with a Social
Services issue pertaining to behavioral
interventions. The consulting LSW will
visit with the SSD regarding behavioral
interventions once a quarter starting
07/01/17.

4. Measures to be Implemented to
Monitor the Plan of Correction.

Monitoring for behavioral interventions
and care plans reflecting these will start
the week of 07/10/17. The DON or
designee shall monitor and report to the
quality committee quarterly for 3 quarters
post survey.

Monitor:

Weekly x4 weeks, then;

Monthly x3 months, then;

Quarterly x3 quarters for one year post
survey.

5. The Expected Date for compliance for
this deficiency.

The expected time frame for compliance
with this deficiency will be on 07/21/2017.
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staff chose not to proceed to care planning for
those triggered areas and failed to developed a
care plan to address the resident's behaviors.

The record showed Resident #41 displayed
behaviors of agitation, wandering, and
combativeness nearly daily throughout his stay -
culminating in an episode on 04/17/17 when the
resident obtained a golf club from the
administrator's office and "threatened another
resident" with the club. Staff contacted law
enforcement, a deputy restrained Resident #41,
and ambulance personnel then transported him
to a local hospital.

An ambulance report, dated 04/17/17 at 2:05
male with dementia . . . responded immediately,

...tofind a 91 y/o male . . . being physically
restrained by [deputy] and a nursing home staff

in handcuffs prior to our arrival. Nursing home
staff informed us that the pt has become
increasingly aggressive and combative over the
last few days. . . . Pt seemed much more calm if
he was talking with someone. Pt stated that he
was very upset with how he has been treated. . .
. [deputy] stated that he was pretty sure that the

handcuffs the deputy had placed on the pt. . . ."

Review of the weekly Behavior/Mental Health
team meeting minutes showed discussion of the
Resident #41's behaviors, but lacked evidence
the team developed an individualized plan staff
could implement to address the combative

p.m., stated, "dispatched . . . to a 91 y/o [year old]

[sheriff's office] was already on scene . . . arrived

member. [Deputy] had also placed the pt [patient]

pt has a small laceration (not actively bleeding at
this time) to his left wrist, and that it was from the
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F 250 Continued From page 46
aggressive behaviors displayed by the resident.

An interview with the social services designee
(#20) occurred on 06/07/17 at 9:30 a.m. The staff
member confirmed staff did not develop a care
plan to address Resident #41's behaviors. The
staff member stated she did not "know how to
handle behaviors" and acknowledged she had
not contacted the facility's consulting social
worker for advice regarding Resident #41's
difficult behaviors.

The facility's failure to admit only residents for
whom staff could provide adequate care and
failure to develop and implement individualized
interventions to address Resident #41's agitation,
combativeness, and aggressive behaviors
towards staff resulted in the resident using a golf
club to "threaten another resident" on 04/17/17.
Following this incident, a local deputy arrived and
handcuffed the resident. This episode caused
psychosocial harm to Resident #41.

Refer to F221 and F280

483.10(i)(2) HOUSEKEEPING & MAINTENANCE
SERVICES

F 253
SS=F

(i)(2) Housekeeping and maintenance services
necessary to maintain a sanitary, orderly, and
comfortable interior;

This REQUIREMENT is not met as evidenced
by:

THIS IS AREPEAT DEFICIENCY FROM THE
SURVEY CONDUCTED ON 10/27/16.

Based on information provided by the
complainant, observation, review of a facility job
description, and resident, family, and staff

F 250

F 253 7121117

1. Corrective Action for Residents Found
To Be Affected by this Deficiency:

Resident rooms #18, #20, and #24 on the
East Wing and #2, #4, #5, and #7 on the
West Wing was cleaned and deodorized.
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interviews, the facility failed to provide
housekeeping services necessary to maintain a
sanitary and comfortable interior for 2 of 2
resident care units (East and West wings).
Failure to provide housekeeping services to
maintain a sanitary interior does not provide a
comfortable living environment for residents and
resulted in odors and fall hazards such on
food/debris and/or spilled liquids on the floors.

Findings include:

Information provided by the complainant
indicated staff failed to provide the housekeeping
services required to maintain a sanitary and
comfortable environment for the residents.

Review of the job description for "Housekeeper"
occurred on 06/07/17. The job description, dated
September 2015, stated, ". . . Perform assigned
day-to-day housekeeping functions. . . . Clean,
wash, sanitize, and/or polish bathroom fixtures. .
.. Clean floors, to include sweeping, dusting,
damp/wet mopping . . . . Clean carpets, to
include vacuuming . . . . Clean hallways. . . .
Discard waste/trash into proper containers. . . . "

Observation during an initial walk-through of the
facility on 05/30/17 starting at 9:50 a.m. identified
the following:

* Room 18 East: a waste basket with a brief
saturated with urine, BM on the inside of the toilet
bowel, and a strong odor of urine

* Room 20 East: a waste basket with a soiled
brief and wipes, BM on the inside of the toilet
bowel, and a strong odor of urine and BM

* Room 24 East: a waste basket with soiled
disposable gloves and BM on the toilet seat
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Resident room #9 on the West Wing was
deep cleaned.

2. Corrective Action for Residents that
Maybe Affected by this Deficiency:

All resident rooms have been cleaned
since the survey.

3. Corrective Measures Put Into Place to
Ensure This Deficiency Will Not Recur:

The housekeeping schedule has been
revised to include weekend coverage. All
resident rooms will be deep cleaned on a
quarterly basis and upon discharge from
the facility. Staff education regarding
housekeeping and laundry requirements
were provided to all Environmental,
Housekeeping, and Laundry staff on
07/05/17.

4. Measures to be Implemented to
Monitor the Plan of Correction.

The audits will start 07/10/17 and be
conducted weekly for one month, then
monthly for 3 months, then quarterly for 3
quarters for one year post survey.

The Environmental Services Manager will
report the findings of the weekly audit to
the quarterly Quality Assurance
Committee meetings quarterly for one
year post survey.

5. Expected Date of Compliance.
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* Room 2 West: a waste basket (kitchen size) in Expected Date of Compliance for this
the bathroom filled with soiled briefs and smears Deficiency date for this deficiency is July
of bowel movement (BM) on the bathroom floor 21, 2017.

(the smears of BM were again present on
06/04/17 at 4:43 p.m.)

* Room 4 West: a waste basket by the sink in the
room with two briefs saturated with urine

* Room 5 West: a waste basket in the bathroom
with soiled gloves

* Room 7 West: a toilet riser in the bathroom
covered with spatters of BM

* Room 9 West: debris and a large brown stain
on the floor between the bed and the resident's
chair (this stain remained until the morning of
06/01/17)

Random observations throughout the survey
revealed the following:

* 05/30/17 at 11:32 a.m.: rugs near the exit doors
in the East and West wing dining rooms had an
accumulation of food/debris and there was a
dried, brown spill near the time clock in the hall
leading to the West wing (this spill remained until
the afternoon of 06/04/17).

* 05/31/17 from 7:30 a.m.: a large, red liquid spill
dried on the floor underneath a dining table in the
East wing dining room (this spill remained until
that afternoon at 5:45 p.m.)

*05/31/17 at 3:33 p.m.: food/debris under the
tables throughout the West wing dining room and
a dried spill on the floor outside the therapy room
(this spill remained until the morning of 06/01/17).

Observation during a second walk-through of the
facility (made upon re-entry) on 06/04/17 starting
at 2:03 p.m. identified the following:

* Room 15 East: an approximate 4 by 7 foot area
on the floor covered with broken potato chips,
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discarded tissues, and a voided check. During an
interview on the morning of 06/05/17 Staff
Member HH stated the debris was still present on
the floor in Room 15 East when she arrived for
work that morning.

* Room 14 West: debris under the resident's bed
and a toilet riser in the bathroom covered with
spatters of BM

* Room 16 West: a waste basket overflowing with
garbage and two urinals sitting directly on the
bathroom floor

* Room 17 West: debris under the resident's bed
* debris in the West wing hallways

* food/debris under the tables throughout the
West wing dining room (the food/debris remained
under the tables until the afternoon of 06/05/17.)

Random observations on 06/06/17 at 9:28 a.m.
revealed food/debris under the tables throughout
the West wing dining room.

Random interviews throughout the survey
identified the following:

* 05/30/17 at 10:35 a.m.: family member F stated
staff had not cleaned her father's (Resident K)
bathroom for several days. The family member
(F) reported she cleaned the bathroom herself
because the toilet riser was smeared with stool
and there was urine on the floor. She also
reported she swept and mopped the floor in the
resident's room.

*05/30/17 at 10:40 a.m.: Resident A stated her
room had not been cleaned in over nine days
due to housekeeping staff on vacation.

* 05/30/17 at 2:55 p.m.: Resident T reported one
housekeeping staff member was on vacation and
the other one works part time. The resident
indicated she swept the floor herself due to staff
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failing to clean her the room in over one week.
*05/30/17 at 4:50 p.m., when asked questions
pertaining to the cleanliness of the environment,
family member U replied, "Did you see what was
under the table?" She reported she tried to
discuss her concerns with the
Environmental/Laundry services manager (#9).
She stated he shrugged and replied, "So, | don't
have a housekeeper."

* 05/31/17 at 8:38 a.m.: Resident L indicated staff
had not cleaned her bathroom stating, "They're
short staffed. | try to clean the bathroom as best |
can."

* 05/31/17 at 9:55 a.m.: Resident E stated her
room had not been cleaned for over a week.
Observation of the resident's room showed dust
and two tissues under the bed.

* 06/06/17 at 9:40 a.m., when asked questions
pertaining to the cleanliness of the environment,
family member P replied, "[It] could be a lot
better, for the amount we pay! I've offered to mop
the dining room."

An interview and review of the housekeeping
schedule occurred on 06/07/17 at 9:08 a.m. with
an environmental/laundry services manager (#9).
The manager acknowledged he was aware of the
concerns regarding debris on dining floors, and
the bathrooms and toilets not being cleaned. He
stated two staff were on medical leave, one of
whom will return to work next week.

The facility's failure to provide adequate
housekeeping staff resulted in rooms and
bathrooms not cleaned, wastebaskets not
emptied, and floors not swept or mopped. This
failure may result in odors and has the potential
to result in accidents due to spills and debris
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accumulating on floors throughout the facility.
F 254 483.10(i)(3) CLEAN BED/BATH LINENS IN F 254 7121117
ss=F GOOD CONDITION
(i)(3) Clean bed and bath linens that are in good
condition;
This REQUIREMENT is not met as evidenced
by:
Based on observation, review of a facility job 1. Corrective action for Residents Found
description, and staff interview, the facility failed to be affected by this Deficiency:
to provide laundry services necessary to ensure
the availability of bath linens for 2 of 2 resident Additional linens were purchased and
care units (East and West wings). Failure to staff will ensure appropriate laundry is
ensure the availability of towels and wash cloths available for resident bathing.
limited staff's ability to adequately provide
bathing and hygiene for residents residing on the 2. Corrective Action for All Other
East and West wings. Residents that May be Affected by this
Deficiency:

Findings include:
Additional linens were purchased and

Review of the job description "Laundry Worker" staff will ensure appropriate laundry is
occurred on 06/07/17. The job description, dated available for resident bathing.

September 2007, stated, "Pick up, deliver, sort,

weigh, wash, dry, iron, fold, stack, and hand 3. Corrective Measures Put Into Place to
resident and facility laundry . . ." Ensure This Deficiency Will Not Recur:
Random observations identified the following Staff education was provided regarding
information regarding linen supplies: the location of body/pericare wash
*05/31/17 at 9:22 a.m., an interviewable solutions and linen closets on 07/05/17.
resident, Resident M, spoke to a managerial The charge nurse was provided a key to
nurse (#2) at the West wing nurses' station the laundry room in order to have access
regarding his concerns over the facility's lack of to the linens. Laundry staff have

laundry services. The managerial nurse (#2) increased the number of loads done each
replied, "We don't have full time Laundry service." day from 2 to 8. Larger laundry items may
* On the morning of 06/01/17, a staff member be outsourced if there are limited Laundry
(AA) assisted Resident G with her morning cares. personnel available as per the Outside
As she attempted to gather the items she needed Laundry Services Policy.

to assist Resident G, the staff member (AA)
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stated, "There is no basin, no cleanser, no clean The washing machine water temp will be
laundry. How do you clean them without basic taken daily to ensure that the water
things to clean them with?" temperature is hot enough for infection
control requirements according to the
Random interviews identified the following chemical manufacturer's
information regarding linen supplies: recommendations.
* 05/31/17 at 9:09 a.m., a staff member (#4)
reported the facility did not have staff available to 4. Measures to be Implemented to
provide laundry services. Monitor the Plan of Correction.
*06/01/17 at 8:30 a.m., when asked about the
availability of linen supplies, a staff member (BB) Monitoring for ensuring adequate laundry
reported some days supplies are available and services for staff to provide basic hygiene
sometimes they're not. She stated, "It depends will start the week of 07/10/17. The
on when they do laundry." She also stated she environmental/laundry manager or
tries to find at least one wash cloth to wash the designee shall monitor and report to the
resident's face but at times has had to use a quality committee as follows:
perineal wipe.
Monitor: Laundry Service
An environmental/ laundry services manager (#9)
reviewed the laundry schedule with the survey Weekly x4 weeks, then;
team on 06/07/17 at 9:08 a.m. The manager (#9) Monthly x3 months, then;
acknowledged he was aware of the residents' Quarterly x3 quarters for one year post
concerns regarding the lack of laundry services. survey.
He reported the facility recently purchased a
commercial size washing machine, and staff The environmental services director will
wash two loads per day. He also reported he provide the results of the audits at the
recently hired a new laundry staff member who quarterly Quality Assurance Committee
started working at the facility that day. meeting for 3 quarters post survey.
The facility's failure to provide laundry services 5. The Expected Date for compliance for
resulted in staff being unable to provide basic this deficiency.
hygiene for residents and may result in loss of
dignity and skin breakdown. The expected time frame for compliance
with this deficiency will be on 07/21/2017.
Refer to F166 and F241
F 272 483.20(b)(1) COMPREHENSIVE F 272 712117
SS=E ASSESSMENTS
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(b) Comprehensive Assessments

(1) Resident Assessment Instrument. A facility
must make a comprehensive assessment of a
resident’s needs, strengths, goals, life history and
preferences, using the resident assessment
instrument (RAI) specified by CMS. The
assessment must include at least the following:

(i) Identification and demographic information
(i) Customary routine.
(iii) Cognitive patterns.
(iv) Communication.
(v) Vision.
(vi) Mood and behavior patterns.
(vii) Psychological well-being.
(viii) Physical functioning and structural
problems.
(ix) Continence.
(x) Disease diagnosis and health conditions.
(xi) Dental and nutritional status.
(xii) Skin Conditions.
(xiii)  Activity pursuit.
(xiv)  Medications.
(xv) Special treatments and procedures.
(xvi)  Discharge planning.
(xvii)  Documentation of summary information
regarding the additional assessment performed
on the

care areas triggered by the completion
of the Minimum Data Set (MDS).
(xviii) Documentation of participation in
assessment. The assessment process must
include direct

observation and communication with
the resident, as well as communication with
licensed and

non-licensed direct care staff members
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on all shifts.

shifts.
by:

ASSESSMENTS

Findings include:

The assessment process must include direct
observation and communication with the resident,
as well as communication with licensed and

non-licensed direct care staff members on all

This REQUIREMENT is not met as evidenced

CbMPLETION OF CARE AREA

1.Based on record review, review of the
Long-Term Care Facility Resident Assessment
Instrument (RAI) 3.0 User's Manual Version 1.14,
review of a facility job description, and staff
interview, the facility failed to ensure staff
completed the comprehensive assessments,
including the care planning decision for 6 of 8
comprehensive assessments reviewed (Resident
#3, #11, #12, #15, #40, and #41). Failure to
complete the care plan decision may result in
resident care issues not addressed on the
residents' comprehensive care plans.
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Base #1 -- CAA's

1. Corrective action for Residents Found
to be affected by this Deficiency:

During the survey, the CAA's for resident
#3, #11, #12, #15, #40, and #41 were
identified as having been completed late.

2. Corrective Action for All Other
Residents that May be Affected by this

Deficiency:

All residents requiring a comprehensive
assessment have the potential to be
affected by this deficient practice. CAA's
for current residents were reviewed for

timeliness

Review of the "MDS [Minimum Data Set]
Coordinator" job description occurred on

06/07/17. The undated description stated, ". . .
Conduct and coordinate the development and
completion of the resident assessment (including

the delegation of specific tasks) (MDS) in

accordance with current rules, regulation, and
guidelines that govern the resident assessment,
including the implementation of RAPs [Resident

Assessment Protocols] and Triggers . . ."

3. Corrective Measures Put Into Place to
Ensure This Deficiency Will Not Recur:

Staff education regarding time frames for
the completion of CAA's was provided to
the MDS Coordinator on 07/17/17. A table
was developed to ensure CAA's are
completed in a timely manner. The DON
or designee will ensure all CAA's are
completed within the required time frame.
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Care Area Assessments (CAAs) replaced the
RAPS with the implementation of MDS 3.0 in
2010.

The Long Term Care Facility RAI User's Manual,
revised October 2016, page V-1, stated, ". . .
Care Areas are triggered by MDS [Minimum Data
Set] item responses that indicate the need for
additional assessment based on the problem
identification, known as 'triggered care areas,’
which form a critical link between the MDS and
decisions about care planning. . . . After obtaining
input from the resident, the resident's family,
significant other, guardian, or legally authorized
representation, the IDT [Interdisciplinary Team]
decides whether or not to develop a care plan for
triggered care areas. . . ."

Review of the MDSs for sampled residents
occurred on all days of survey. Review of the
Section V CAA Summary identified staff failed to
document the care planning decision (left the
items blank) at V200A column B for the following
comprehensive MDSs:

* Resident #3: Admission MDS dated 03/14/17
* Resident #11: Significant Change MDS dated
03/10/17

* Resident #12: Annual MDS dated 04/21/17

* Resident #15: Admission MDS dated 05/01/17
* Resident #40: Admission MDS dated 12/23/16
* Resident #41: Admission MDS dated 03/31/17

During an interview on the afternoon of 06/05/17,
when asked questions regarding Section V, the
MDS Coordinator (#6) indicated he "did not know
what [was meant]" when items were left blank.
He stated if he checked the blank and printed the
care plan, "staff complained they didn't
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4. Measures to be Implemented to
Monitor the Plan of Correction.

Monitoring for Comprehensive MDS
timeliness will start the week of 07/17/17.
The DON or designee shall monitor and
report to the quality committee as follows:

Monitor: Comprehensive Assessment
Tool

Weekly x4 weeks, then;

Monthly x3 months, then;

Quarterly x3 quarters for one year post
survey.

5. The Expected Date for compliance for
this deficiency.

The expected time frame for compliance
with this deficiency will be on 07/21/2017.

Base #2 -- V0200B2

1.Corrective action for Residents Found
to be affected by this Deficiency:

During the survey, the signature at
V200B2 for resident #4, #16, #23, #26,
#39, and #41 were identified as having
been completed late.

2. Corrective Action for All Other
Residents that May be Affected by this
Deficiency:

All residents requiring a signature at
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DATA SETS

understand the care plans [that were generated]",
so he quit checking items under this section.

LATE CARE PLAN DECISION ON MINIMUM

2. Based on record review, review of the
Long-Term Care Facility Resident Assessment
Instrument (RAI) 3.0 User's Manual Version 1.14,
Centers for Medicare/Medicaid Services (CMS)
Validation reports, a facility job description, and
staff interview, the facility failed to ensure staff
entered a care plan decision date within 14 days
after admission for 5 of 5 sampled residents
(Resident #4, #16, #23, #26, and #36) and 2
closed records (Resident #39 and #41). Failure
to complete the admission assessment within the
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V0200B2 have the potential to be affected
by this deficient practice. Signatures at
V0200B2 were reviewed for all current

residents for timeliness.

3. Corrective Measures Put Into Place to
Ensure This Deficiency Will Not Recur:

Staff education will be provided to the
MDS Coordinator on 07/17/17. A table
was developed to ensure V0200B2 are
completed in a timely manner. The MDS
Coordinator will ensure all VO200B2 are
completed within the required time frame.

4. Measures to be Implemented to

Monitor the Plan of Correction.

required time frame may result in a delay in
developing the residents' plan of care.

Findings include:

Review of the "MDS [Minimum Data Set]
Coordinator" job description occurred on

Monitoring for Care Plan V0200B2
completion will start the week of 07/17/17.
The DON or designee shall monitor and
report to the quality committee as follows:

Monitor: V0200B2 Completion

06/07/17. The undated description stated, ". . .
Ensure that the initial resident assessment and
comprehensive care plan is completed within the
required time frame of the resident's admission. .

The Long-Term Care Facility RAI User's Manual,
revised October 2016, page V-5 stated, ". . .

V0200B2, Date . . .
Assessments] review must be completed no later
than the 14th day of admission (admission date +
13 calendar days) for an Admission assessment.

The CAA [Care Area

Assessment Tool

Weekly x4 weeks, then;
Monthly x3 months, then;

Quarterly x3 quarters for one year post

survey.

5. The Expected Date for compliance for

this deficiency.

The expected time frame for compliance
with this deficiency will be on 07/21/2017.
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- Review of the CMS Validation reports identified
the following CAA review dates (signature at
V0200B2) completed later than the 14th day of
admission:

* Resident #4: admitted 04/11/17 - V0200B2
date 04/26/17

* Resident #16: admitted 03/15/17 - V0200B2
date 03/31/17

* Resident #23: admitted 03/07/17 - V0200B2
date 03/22/17

* Resident #26: admitted 03/17/17 - V0200B2
date 04/03/17

* Resident #39: admitted 04/11/17 - V0200B2
date 04/26/17

* Resident #41: admitted 03/17/17 - V0200B2
date 04/03/17

During an interview on the morning of 06/05/17

the MDS Coordinator (#6) offered no explanation

for the late signatures.
F 273 483.20(b)(2)(i)) COMPREHENSIVE F 273 712117
SS=F ASSESSMENT 14 DAYS AFTER ADMIT

(b)(2) When required. Subject to the timeframes
prescribed in §413.343(b) of this chapter, a
facility must conduct a comprehensive
assessment of a resident in accordance with the
timeframes specified in paragraphs (b)(2)(i)
through (iii) of this section. The timeframes
prescribed in §413.343(b) of this chapter do not
apply to CAHs.

(i) Within 14 calendar days after admission,
excluding readmissions in which there is no
significant change in the resident’s physical or
mental condition. (For purposes of this section,
“readmission” means a return to the facility
following a temporary absence for hospitalization
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by:

SURVEY CONDUCTED ON 10/27/16.

Based on review of the Long-Term Care Facility

Resident Assessment Instrument (RAI) 3.0
User's Manual Version 1.14, Centers for

Medicare/Medicaid Services (CMS) Validation

reports, a facility job description, and staff
interview, the facility failed to complete an
admission assessment within 14 days after

admission for 5 of 5 sampled residents (Resident
#4, #16, #23, #26, #36) and 2 closed records
(Resident #39, and #41). Failure to complete the
admission assessment within the required time
frame may result in a delay in developing the

residents' plan of care.
Findings include:

Review of the "MDS [Minimum Data Set]
Coordinator" job description occurred on

06/07/17. The undated description stated, ". . .
Ensure that the initial resident assessment and
comprehensive care plan is completed within the
required time frame of the resident's admission. .

The Long-Term Care Facility RAI User's Manual,
revised October 2016, page 2-20 to 2-21 stated,

". .. The Admission assessment is a

comprehensive assessment for a new resident . .
. that must be completed by the end of day 14,
counting the date of admission to the nursing
home as day 1. ... The MDS completion date
(Item Z0500B) must be not later than day 14...."

THIS IS A REPEAT DEFICIENCY FROM THE

1. Corrective action for Residents Found
to be affected by this Deficiency:

During the survey, the Admission MDS's
for resident #4, #16, #23, #26, #36, #39,
and #41 were identified as having been
completed 14 or more days after
admission.

2. Corrective Action for All Other
Residents that May be Affected by this
Deficiency:

All residents requiring an Admission
assessment have the potential to be
affected by this deficient practice.
Admission MDSs for residents admitted
since 6/7/2017 were reviewed for
timeliness.

3. Corrective Measures Put Into Place to
Ensure This Deficiency Will Not Recur:

Staff education regarding time frames for
the completion of Admission MDS's will
be provided to the MDS Coordinator on
07/17/17. A table was developed to
ensure Admission MDS's are completed
in a timely manner. The DON or designee
will ensure all Admission MDS's are
completed within the required time frame.

4. Measures to be Implemented to
Monitor the Plan of Correction.
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(b)(2) When required. Subject to the timeframes
prescribed in §413.343(b) of this chapter, a
facility must conduct a comprehensive
assessment of a resident in accordance with the
timeframes specified in paragraphs (b)(2)(i)
through (iii) of this section. The timeframes
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Monitoring for admission MDS timeliness
- During an interview on 06/06/17 at 3:00 p.m., will start the week of 07/10/17. The DON
the MDS Coordinator (#6) provided the survey or designee shall monitor and report to
team a copy of Resident #36's "5-day PPS the quality committee as follows:
Scheduled Assessment," and stated, "l didn't
complete the admission MDS yet." The record Monitor: Comprehensive Assessment
revealed Resident #36 was admitted to the Tool
facility on 05/19/17 - 18 days prior to this
interview. Weekly x4 weeks, then;
Monthly x3 months, then;
- Review of the CMS Validation reports identified Quarterly x3 quarters for one year post
the following Admission MDSs completed later survey.
that the 14th day:
* Resident #4: admitted 04/11/17- Z0500B date 5. The Expected Date for compliance for
04/26/17 this deficiency.
* Resident #16: admitted 03/15/17 - Z0500B date
03/31/17 The expected time frame for compliance
* Resident #23: admitted 03/07/17 - Z0550B date with this deficiency will be on 07/21/2017.
03/22/17
* Resident #26: admitted 03/17/17 - Z0500B date
04/03/17
* Resident #39: admitted 04/11/17 - Z0500B date
04/26/17
* Resident #41: admitted 03/17/17 - Z0500B date
04/03/17
During an interview on the morning of 06/05/17
the MDS Coordinator (#6) offered no explanation
for the late assessments.
F 275 483.20(b)(2)(iii) COMPREHENSIVE ASSESS AT F 275 712117
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prescribed in §413.343(b) of this chapter do not
apply to CAHs.

(iii) Not less than once every 12 months.

This REQUIREMENT is not met as evidenced
by:

THIS IS A REPEAT DEFICIENCY FROM THE
SURVEY CONDUCTED ON 10/27/16.

Based on review of the Long-Term Care Facility
Resident Assessment Instrument (RAI) 3.0
User's Manual Version 1.14, Centers for
Medicare/Medicaid Services (CMS) Data Base,
job description, and staff interview, the facility
failed to ensure staff completed Annual Minimum
Data Set (MDS) assessments not less than once
every twelve months for 4 of 4 sampled residents
(Resident #12, #19, #28, and #29) identified on
the CMS Data Base as having a late
assessment. Failure to complete assessments as
scheduled may result in the residents' care plans
not reflecting their current status and needs.

Findings include:

Review of the "MDS Coordinator" job description
occurred on 06/07/17. The undated description
stated, ". . . Ensure that . . . annual resident
assessments and care plan review are made on
a timely basis. . . ."

The Long-Term Care Facility RAI User's Manual
Version 3.0, revised October 2016, page 2-21
stated, ". . . The Annual Assessment is a
comprehensive assessment for a resident that
must be completed on an annual basis (at least
every 366 days) unless a SCSA [significant
change in status assessment] . . . has been
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1. Corrective action for Residents Found
to be affected by this Deficiency:

During the survey, the Annual MDS's for
Resident #12, #19, #28, and #29 were
identified as having been completed more
than 366 days from the previous annual
assessment.

2. Corrective Action for All Other
Residents that May be Affected by this
Deficiency:

All residents requiring an Annual
assessment have the potential to be
affected by this deficient practice.

3. Corrective Measures Put Into Place to
Ensure This Deficiency Will Not Recur:

Staff education regarding time frames for
the completion of the Annual MDS's was
provided to the MDS Coordinator. The
MDS Coordinator will be educated on
07/17/17 regarding the timely completion
of the Annual Assessment for the MDS's.

A table was developed to ensure that the
Annual MDS's are completed in a timely
manner. The DON or designee will
ensure all Annual MDS's are completed
within the required time frame.
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(g) Accuracy of Assessments. The assessment
must accurately reflect the resident’s status.

(h) Coordination
Aregistered nurse must conduct or coordinate
each assessment with the appropriate
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completed since the most recent comprehensive
assessment was completed. . . ." The facility will be switching from a paper
charting system to an Electronic Health
Review of the CMS Data Base identified the Records keeping system that will help
following Annual MDSs completed greater than ensure that the Comprehensive
366 days apart: Assessments are done in the appropriate
* Resident #12: Admission MDS completed on time frame.
01/31/16 - Annual MDS on 04/20/16 - 445 days
apart 4. Measures to be Implemented to
* Resident #19: Annual MDSs completed on Monitor the Plan of Correction.
11/19/15 and 02/19/17 - 447 days apart
* Resident #28: Annual MDSs completed on Monitoring for Annual MDS timeliness will
04/05/16 and 04/09/17 - 369 days apart start the week of 07/17/17. The DON or
* Resident #29: Annual MDSs completed on designee shall monitor and report to the
01/31/16 and 01/22/17 - 372 days apart quality committee as follows:
An interview occurred on 06/05/17 at 7:45 a.m., Monitor: Comprehensive Assessment
the MDS coordinator (#6). When asked why the Tool
annual assessments were completed beyond the
366 day requirement, the staff member (#6) gave Weekly x4 weeks, then;
no response. Monthly x3 months, then;
Quarterly x3 quarters for one year post
survey.
5. The Expected Date for compliance for
this deficiency.
The expected time frame for compliance
with this deficiency will be on 07/21/2017.
F 278 483.20(g)-(j) ASSESSMENT F 278 712117
sS=F ACCURACY/COORDINATION/CERTIFIED
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participation of health professionals.

(i) Certification
(1) Aregistered nurse must sign and certify that
the assessment is completed.

(2) Each individual who completes a portion of
the assessment must sign and certify the
accuracy of that portion of the assessment.

(j) Penalty for Falsification
(1) Under Medicare and Medicaid, an individual
who willfully and knowingly-

(i) Certifies a material and false statement in a
resident assessment is subject to a civil money
penalty of not more than $1,000 for each
assessment; or

(ii) Causes another individual to certify a material
and false statement in a resident assessment is
subject to a civil money penalty or not more than
$5,000 for each assessment.

(2) Clinical disagreement does not constitute a
material and false statement.
This REQUIREMENT is not met as evidenced
by:
THIS IS AREPEAT DEFICIENCY FROM THE 1. Corrective action for Residents Found
SURVEYS CONDUCTED ON 10/27/16 and to be affected by this Deficiency:
10/19/15.
During the survey, the Signatures at
SIGNATURES AT Z0500B Z0500B for resident #1, #14, #15, #16,
#17, #18, #31, #32, #34, #36, and #37
1. Based on information provided by were identified as having incorrect
complainants, record review, review of facility signature name attached to them and
policy, the facility's nursing schedule, the were corrected and refiled.
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Long-Term Care Facility Resident Assessment
Instrument (RAI) 3.0 User's Manual Version 1.14,
a facility job description, and staff and former
staff interview, the facility failed to ensure
electronic signatures were used only by the
person to whom the electronic signature
belonged for 11 of 11 sampled residents
(Resident #1, #14, #15, #16, #17, #18, #31, #32,
#34, #36, and #37) with assessments completed
in May and June 2017. Failure to ensure security
of electronic signatures resulted in a licensed
practical nurse (LPN) wrongly signing registered
nurses' (RNs') names to the assessments.

Findings include:

Information provided by complainants indicated a
current employee of the facility was
entering/signing each residents' Minimum Data
Set (MDS) signature page with the former
Director of Nursing's (DON) signature, due to the
facility's failure to have the required registered
nurse (RN) coverage.

Review of the "MDS Coordinator" job description
occurred on 06/07/17. The undated description
stated, ". . . Ensure that each portion of the
assessment is signed and dated by the person
completing the portion of the MDS. . . ."

The Long-Term Care Facility RAI User's Manual
Version 3.0, revised October 2016, page Z-8
stated, "Z0500: Signature of the RN Assessment
Coordinator Verifying Assessment Completion . .
. Federal regulation requires the RN assessment
coordinator to sign and thereby certify that the
assessment is complete. . . . If for some reason
the MDS cannot be signed by the RN

2. Corrective Action for All Other
Residents that May be Affected by this
Deficiency:

All residents who require an MDS have
the potential to be affected by this
deficient practice. The MDS's were
re-submitted with the appropriate RN
signature.

3. Corrective Measures Put Into Place to
Ensure This Deficiency Will Not Recur:

Staff education regarding Z0500B RN
signature will be provided on 07/17/17. A
table was developed to ensure the
Z0500B Signature on the MDS's are
completed by an RN. The MDS
Coordinator will ensure all MDS's have
the correct RN signature on the Z0500B
section.

4. Measures to be Implemented to
Monitor the Plan of Correction.

Monitoring for Z0500B RN Signatures on
the MDS's will start the week of 07/18/17.
The DON or designee shall monitor and

report to the quality committee as follows:

Monitor: Z0500B RN Signature

Weekly x4 weeks, then;

Monthly x3 months, then;

Quarterly x3 quarters for one year post
survey.
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assessment coordinator on the date it is
completed, the RN assessment coordinator
should use the actual date that it is signed. . . .
Nursing homes may use electronic signatures . . .
including the MDS . . . Nursing homes must have
written policies in place . . . and security
requirements to ensure proper security measures
to protect the use of an electronic signature by
anyone other than the person to whom the
electronic signature belongs. . . ."

Review of the facility's nursing schedule for April -
June 2017 occurred on 05/30/16 and identified
the former DON (#15) worked her last shift on
04/29/17.

Record review on all days of survey showed the
former DON's (#15) signature at Z0500B on the
following residents' MDSs:

* Resident #1: MDS signed 05/09/17

* Resident #14: MDS signed 05/26/17

* Resident #15: MDS signed 05/02/17

* Resident #16: MDS signed 05/01/17

* Resident #17: MDS signed 05/08/17

* Resident #18: MDS signed 05/05/17

* Resident #31: MDS signed 05/05/17

* Resident #32: MDS signed 05/25/17

* Resident #34: MDS signed 05/24/17

* Resident #37: MDS signed 05/02/17

During a telephone interview, on 06/01/17 at
10:34 a.m. the former DON (#15) confirmed she
had not signed any MDSs since 04/28/17. She
also stated she had not authorized anyone to use
her electronic signature and expressed surprise
that MDSs completed in May contained her
signature.

5. The Expected Date for compliance for
this deficiency.

The expected time frame for compliance
with this deficiency will be on 07/21/2017.

Accuracy of MDS's.

1. Corrective action for Residents Found
to be affected by this Deficiency:

MDS assessments for residents #3, #4,
#20 and #21 were coded correctly
following a Discharge Return Anticipated
(DRA) and refiled.

MDS assessments for current residents
including residents #3, #4, #16, #22, #26,
and #31 were coded correctly for A2400.
Resident #39 and #41 were discharged
from the facility.

2. Corrective Action for All Other
Residents that May be Affected by this
Deficiency:

All residents who require an MDS have
the potential to be affected by this
deficient practice. MDS assessments for
current residents were reviewed for
correct coding following a Discharge
Return Anticipated (DRA) and A2400 for
Medicare stay.

3. Corrective Measures Put Into Place to
Ensure This Deficiency Will Not Recur:

The MDS Coordinator will be educated on
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During an interview, on 06/04/17 at 2:34 p.m., an 07/17/17 regarding the Accuracy of MDS
office manager (#17) confirmed the former DON coding following a Discharge Return
did not have a time card and received no pay Anticipated and A2400 Medicare covered
check for the month of May 2017. stay was conducted on 07/17/17.
An interview with the MDS Coordinator (#6) 4. Measures to be Implemented to
occurred on 06/05/17 at 8:15 a.m. When asked Monitor the Plan of Correction.
why the former DON's (#15's) signature
appeared on MDSs completed after her Monitoring for Accuracy of MDS's will start
resignation, the staff member stated he could not the week of 07/17/17. The DON or
print the residents’ MDSs without a signature at designee shall monitor and report to the
Z0500B. The staff member (#6) then quality committee as follows:
demonstrated by electronically choosing the
former DON's name and placing it on the Monitor: Accuracy of MDS's
signature line at Z0500B on an unidentified
resident's MDS. When asked how he could sign Weekly x4 weeks, then;
the RNs name without access to her unique Monthly x3 months, then;
identifier, he stated the facility's system did not Quarterly x3 quarters for one year post
provide unique identifier's for staff signatures. survey.
The surveyor then informed the staff member
(#6) he should not be electronically signing 5. The Expected Date for compliance for
another person's name to the MDSs since that this deficiency.
person was not present to review the MDSs. The
staff member (#6) stated "l can't sign them, I'm The expected time frame for compliance
an LPN" and confirmed the former DON (#15) with this deficiency will be on 07/21/2017.

had not been in the facility or signed any MDSs
since April 2017.

Random interviews identified the following
information regarding falsifying medical records:
* 06/05/17 at 12:40 p.m., staff member (DD)
reported the administrative staff member (#1) had
been made aware the MDS Coordinator (#6) was
entering/signing residents' MDS signature pages
with the former DON's signature. The staff
member (DD) also informed management staff
member (EE), after the administrative staff
member (#1) implied the facility did not have to
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make any changes based on the information that
had been provided to him.

*06/06/17 at 8:20 a.m., when asked if he/she
was notified that a current employee of the facility
had entered/signed each residents' MDS
signature page with the former DON's signature,
staff member (EE) reported he had "received [a
correspondence] on the 19th [of May 2017],"
which he read on the 22nd. He then "called [a
hospital staff member (#24)]" to inform him an
employee was "sighing someone else's hame to
documents." He later "spoke with [hospital staff
member (#24)] in person, and asked him to
forward the correspondence [he had sent to the
hospital staff member (#24)] to [the hospital's
administrative staff (#25)]." The staff member
(EE) also reported "visiting with [the
administrative staff member (#25)] regarding [his]
concerns the next day," and that "[administrative
staff member (#25)] acknowledged he [had]
received it [the email]."

Review of four correspondences, on 06/06/17,
confirmed the above statements as being
accurate. The correspondence also confirmed
the administrative staff member (#1) was made
aware the MDS Coordinator (#6) was falsifying
the residents' medical records (MDSs) by
entering/signing each residents' MDS signature
page with the former DON's signature eleven
days prior to the survey team entering the facility,
and the hospital staff members (#24 & #25) of the
hospital were made aware seven-to-eight days
prior to the survey team entering the facility.

On 06/06/17 at 2:20 p.m., the MDS Coordinator
(#6) provided the survey team a copy of Resident
#36's 5-day MDS, dated 05/25/17, and signed at
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Z0500B on 06/06/17. Review of the MDS
signature page identified the MDS Coordinator
(#6) had entered/signed another nurse's (#19)
signature to Z0500B. When asked whose
signature he had entered, he replied, "[the] [RN]
from [neighboring town], who was here
yesterday. [She] agreed to sign off on MDSs."
The MDS Coordinator (#6) then confirmed the
nurse (#19) was not scheduled to work on the
day [06/06/17] he had entered/signed her
signature to Resident #36's MDS, and stated,
"What am | supposed to do?"

Review of Resident #36's MDS showed the MDS
Coordinator (#6) continued to falsify the
residents' medical records despite the earlier
discussion regarding signing another nurse's
name to the MDSs.

ACCURACY OF MDS

2. Based on review of the Long-Term Care
Facility Resident Assessment Instrument (RAI)
3.0 User's Manual Version 1.14, Centers for
Medicare/Medicaid Services (CMS) Validation
Data Base, and staff interview, the facility failed
to ensure staff accurately coded Minimum Data
Sets (MDSs) for 8 of 8 sampled residents
(Resident #3, #4, #16, #20, #21, #22, #26, and
#31) and 2 closed records (Resident #39 and
#41) identified on the CMS Data Base. Failure to
accurately complete portions of the MDS does
not allow each resident's assessment to reflect
their current status and may result in inaccuracy
of the facility's Resident Level Quality Measure
Reports and affects the care planning process.

Findings include:
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Review of the CMS Data Base identified the
following residents incorrectly coded for
Admission Assessments when they returned to
the facility following a Discharge Return
Anticipated (DRA):

* Resident #3: DRA on 02/25/17 - Admission on
3/14/17

* Resident #4: DRA on 04/07/17 - Admission on
04/25/17

* Resident #20: DRA on 02/22/17 - Admission on
03/06/17

* Resident #21: DRA on 02/23/17 - Admission on
03/07/17

Review of the CMS Data Base further identified
the MDS Coordinator (#6) inaccurately coded
A2400 as not a Medicare-covered stay for the
following residents:

* Resident #3: 5 Day Prospective Payment
System (PPS [Medicare]) dated 03/14/17 and an
End of Therapy (EOT) dated 04/17/17

* Resident #4: 5 Day PPS dated 04/17/17

* Resident #16: 5 Day PPS dated 03/21/17 and
14 Day PPS dated 03/29/17

* Resident #22: 5 Day PPS dated 03/08/17 and
an EOT dated 03/23/17

* Resident #26: 5 Day PPS dated 01/04/17 and 5
Day PPS dated 03/23/17

* Resident #31: 5 Day PPS dated 12/13/16,
01/14/17, and 02/16/17

* Resident #39: 5 Day PPS dated 04/18/17

* Resident #41: 5 day PPS dated 03/24/17

During an interview on 06/05/17 at 8:15 a.m. the
MDS Coordinator (#6) had no comment when
asked about the Admission assessments and
stated he coded the MDSs as not a
Medicare-covered stay because he did not
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understand the question at A2400 regarding

Medicare-covered stays because "the question

was in past tense."
F 280 483.10(c)(2)(i-ii,iv,v)(3),483.21(b)(2) RIGHT TO F 280 712117
ss=E PARTICIPATE PLANNING CARE-REVISE CP

483.10

(c)(2) The right to participate in the development
and implementation of his or her person-centered
plan of care, including but not limited to:

(i) The right to participate in the planning process,
including the right to identify individuals or roles
to be included in the planning process, the right
to request meetings and the right to request
revisions to the person-centered plan of care.

(i) The right to participate in establishing the
expected goals and outcomes of care, the type,
amount, frequency, and duration of care, and any
other factors related to the effectiveness of the
plan of care.

(iv) The right to receive the services and/or items
included in the plan of care.

(v) The right to see the care plan, including the
right to sign after significant changes to the plan
of care.

(c)(3) The facility shall inform the resident of the
right to participate in his or her treatment and
shall support the resident in this right. The
planning process must--

(i) Facilitate the inclusion of the resident and/or
resident representative.
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(i) Include an assessment of the resident’s
strengths and needs.

(iii) Incorporate the resident’s personal and
cultural preferences in developing goals of care.

483.21
(b) Comprehensive Care Plans

(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.
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assessments.

by:

Findings include:

F 280 Continued From page 71

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

This REQUIREMENT is not met as evidenced

THIS IS A REPEAT DEFICIENCY FROM THE
SURVEY CONDUCTED ON 10/27/16.

Based on information provided by the
complainants, observation, record review, review
of facility policy, and staff interview, the facility
failed to review and revise the comprehensive
care plan to reflect the residents' current status
for 8 of 38 sampled residents (Resident #1, #3,
#9, #11, #16, #25, #33, #36) and 2 closed
records (Resident #40 and #41). Failure to revise
care plans limited the staff's ability to
communicate needs and ensure continuity of
care for each resident.

Information provided by the complainants
indicated the facility failed to provide the MDS
Coordinator (#6) the training required to ensure
each resident's level of care was reflected in
his/her current care plan. The complainants also
reported the facility failed to update care plans
following a change in a resident's condition.

Review of the facility policy titled "Care Plans -
Comprehensive" occurred on 06/07/17. This
policy, dated 09/01/07, stated, ". . . An
individualized comprehensive care plan that
includes measurable objectives and timetables to
meet the resident's medical, nursing, mental and

F 280

1. Corrective action for Residents Found
to be affected by this Deficiency:

Resident #1, #3, #9, #11, #16, #25, and
#33's care plans were reviewed/revised.
Residents #36, #40 and #41 no longer
reside in the facility.

2. Corrective Action for All Other
Residents that May be Affected by this

Deficiency:

All residents have the potential to be
affected by this deficient practice.

3. Corrective Measures Put Into Place to
Ensure This Deficiency Will Not Recur:

Staff education regarding care plan policy
and individual updates was provided to
licensed staff on 07/05/17.

A daily clinic huddle was implemented on
07/05/17 in an effort to ensure care plans
are revised and interventions are
implemented in a timely manner.

4. Measures to be Implemented to
Monitor the Plan of Correction.

Monitoring for necessary care plans
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psychological needs is developed for each

resident. . . . Each resident's comprehensive care
plan has been designed to . . . Incorporate
identified problem areas . . . Incorporate risk

factors associated with identified problems . . .
Reflect treatment goals and objectives in
measurable outcomes . . . Care plans are revised
as changes in the resident's condition dictate.
Care plans are reviewed at least quarterly. . . ."

- Observations showed the following:

* 05/30/17 at 4:54 p.m., Resident #1 exited the
facility. Facility staff were alerted, and assisted
him back inside.

*05/30/17 at 5:43 p.m., a nurse (#7) placed
Resident #1's medication into his hand, turned
and walked back towards the medication cart.
The nurse (#7) failed to observe Resident #1
swallow the medications.

During an interview on 05/31/17 at 9:00 a.m.,
when asked questions pertaining to Resident
#1's elopements, a licensed practical nurse
(LPN) (#6) listed interventions previously
attempted by the facility; administering
medications, allowing him to spend time in the
fenced area, providing diversional activities,
redirecting the resident, walking with him around
the perimeter of the facility, and seeking
permanent placement elsewhere.

During an interview on 05/31/17 at 11:35 a.m.,
when asked questions pertaining to Resident
#1's discharge plan, the social services designee
(#20) stated, "At admit, we were worried we
couldn't take care of him. [We] planned for
discharge since admit, looked for other
placement [for him]."
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revisions will start the week of 07/10/17.
The DON or designee shall monitor and
report to the quality committee as follows:

Monitor: Right to Participate in Care
Planning

Weekly x4 weeks, then;

Monthly x3 months, then;

Quarterly x3 quarters for one year post
survey.

5. The Expected Date for compliance for
this deficiency.

The expected time frame for compliance
with this deficiency will be on 07/21/2017.
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Resident #1's medical record, reviewed on all
days of survey, identified diagnoses including
Alzheimer's dementia with behaviors, wandering,
and a history of falls. His most recent physician's
orders identified he received Seroquel (an
anti-psychotic medication) for behaviors, was
allowed to self-administer medications in his
room and in the dining room, required frequent
safety checks, and had a wanderguard. The
progress notes also identified Resident #1 exited
the facility without staff's knowledge on three
occasions. Resident #1's current care plan
included the following interventions for
wandering; diversional activities, redirection, and
placement of a wanderguard. Facility staff failed
to update Resident #1's care plan after he eloped
from the facility without staff's knowledge on
three occasions. The record lacked evidence
staff attempted additional interventions for
wandering or developed a care plan to address
his use of anti-psychotic medications, his ability
to self-medicate, and discharge planning. The
care plan also contained blank spaces in other
care areas where facility staff failed to fill in the
required information.

- Observations on 06/01/17 at 7:45 a.m. and 1:00
p.m., showed a certified nursing assistant (CNA)
(#4) transferred Resident #3 to the bathroom
utilizing a gaitbelt and walker.

Resident #3's medical record, reviewed on all
days of survey, identified diagnoses including
history of falls with a compression fracture.
Resident #3's current care plan identified her as
able to "use the bathroom independently in her
room" and being "independent with transfers
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[and] ambulation using a walker." Facility staff
failed to update Resident #3's care plan after she
experienced a decline in her condition
(compression fracture) resulting in the need for
additional transfer/toileting assistance.

- Observation on 05/31/17 at 2:00 p.m., showed
Resident #9 lying on his stomach on the floor mat
next to his bed. An unidentified staff member
stated, "He does that all the time, and is care
planned for it." The unidentified staff member
then entered his room, asked him if he wanted to
get back into bed, handed him a pillow and
blanket, and exited the room; leaving the resident
on the mat.

Resident #9's medical record, reviewed on May
30-June 1, 2017, identified his care plan failed to
include the fact he frequently rolls out of bed onto
the floor mat or treatment goals and objectives
addressing this behavior.

- Observations showed the following:

*06/01/17 at 10:30 a.m., a licensed practical
nurse (LPN) (#6) and certified nursing assistant
(CNA) (#11) pivoted Resident #11 (with an
immobilizer to her right lower extremity) in/out of
a recliner/wheelchair and on/off of a toilet, and
assisted her to stand utilizing a gaitbelt. The staff
members (#6 and #11) provided one-person
assistance during two transfers and two-person
assistance during the remaining two transfers.

* 06/05/17 at 9:50 a.m., a certified nursing
assistant (CNA) (#5) pivoted Resident #11 (with
an immobilizer to her right lower extremity) in/out
of a recliner/wheelchair and on/off of a toilet and
assisted her to stand utilizing a gaitbelt.

* 06/05/17 at 11:25 a.m., a CNA (#26) assisted

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:V1SS11 Facility ID: ND144 If continuation sheet Page 75 of 147



PRINTED: 07/18/2017

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
C
355042 B. WING 06/07/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
WESTERN HORIZONS CARE CENTER 1104 HWY 12
HETTINGER, ND 58639
(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 280 Continued From page 75 F 280

Resident #11 (with an immobilizer to her right
lower extremity) to stand utilizing a gait belt and
pivot into her wheelchair utilizing a gait belt and
(swivel) disc.

During an interview on 06/05/17 at 12:03 p.m.,
when asked questions pertaining to Resident
#11's current weight bearing status, a therapy
staff member (#27) stated, "To my knowledge,
she is transferring with a [swivel] disk, [and is]
still non-weight bearing. When | saw her . . . she
was not able to maintain weight bearing, and was
at risk of further injury."

Resident #11's medical record, reviewed on all
days of survey, identified diagnoses including a
history of falls with a non-displaced, right knee
fracture. Resident #11's current care plan
identified her as "non-weight bearing for 6 weeks
[March 11-April 22, 2017]," able to "self transfer,
take herself to the bathroom at times, and walk to
one or more meals per day with [sic] CNA using a
gaitbelt and her FWW [front-wheeled walker]."
Facility staff failed to update Resident #11's care
plan after she experienced a decline in her
condition (non-displaced, right knee fracture)
resulting in the need for additional/continued
non-weight bearing status and transfer/toileting
assistance.

- Resident #16's medical record, reviewed on
May 30 - June 01, 2017, identified diagnoses
including a left ankle fracture. Observations on all
days of survey also showed an isolation cart
outside of Resident #16's room. The care plan
failed to identify Resident #16's fractured leg or
her infection, failed to identify the type of isolation
precautions required for her infection, and failed
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to identify any other interventions related to the
isolation precautions. The care plan also
contained blank spaces in other care areas
where facility staff failed to fill in the required
information to provide care to the resident.

- Resident #25's medical record, reviewed on
June 4-7, 2017, identified the resident's family
was "interested in [Resident #25] going to [a
different nursing home]." The record lacked
evidence staff developed a care plan to address
discharge planning.

- Resident #33's medical record, reviewed on all
days of survey, identified diagnoses including
history of "high daily alcohol intake." The record
identified Resident #33 had physician's orders for
alcohol "as needed," up to 5 ounces per day.
Record review identified the resident had several
falls and indicated Resident #33's alcohol intake
may have contributed to the falls on 01/23/17,
02/21/17, and 04/01/17. The resident's care plan
stated, "[Resident #33] has acknowledged that
he has a problem with alcohol, he self-medicates
using alcohol when he feel lonely. . . ." The care
plan failed to identify the resident's daily alcohol
intake as a risk/contributing factor for his falls

- Observations on 06/05/17 at 11:15 a.m. and on
06/06/17 at 9:30 a.m., showed a CNA (#4)
pivoted Resident #36 into her wheelchair utilizing
a gaitbelt and (swivel) disc.

During an interview on 06/07/17 at 11:31 a.m.,
when asked questions pertaining to Resident
#36's current transfer status, the managerial
nurse (#2) replied, "l don't know how she is
transferred."

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:V1SS11 Facility ID: ND144 If continuation sheet Page 77 of 147



PRINTED: 07/18/2017

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

C
355042 B. WING 06/07/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1104 HWY 12

WESTERN HORIZONS CARE CENTER

HETTINGER, ND 58639

(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 280 Continued From page 77 F 280

Resident #36's medical record, reviewed on June
4-7, 2017, identified the admitting nurse "directed
staff to use [a] hoyer [full body] lift for resident
safety [and] comfort," secondary to her fractured
right rib at the time of her admission on 05/19/17.
The interim care plan also directed staff to utilize
a "[stand] lift for tranfers." The record lacked
evidence staff developed a care plan to address
her transfer needs.

- Resident #40's closed medical record, reviewed
on all days of survey, identified the resident had
"extensive bruising to his face" secondary to a fall
which occurred prior to his admission on
12/09/16. The record lacked evidence staff
developed a care plan addressing his risk for
falls.

- Resident #41's closed medical record, reviewed
on all days of survey, identified the resident had
combative/aggressive behaviors towards staff
from the time of his admission on 03/17/17. The
record lacked evidence staff developed a care
plan to address those behaviors.

During an interview on 06/07/17 at 9:30 a.m., the
social services designee (#20) confirmed staff
failed to develop a care plan that addressed
Resident #41's behaviors.

During an interview on 05/31/17 at 9:00 a.m., a

managerial nurse (#2) confirmed staff "should be

updating [the residents'] care plans."
F 281 483.21(b)(3)(i) SERVICES PROVIDED MEET F 281 712117
SS=g PROFESSIONAL STANDARDS

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

(i) Meet professional standards of quality.

This REQUIREMENT is not met as evidenced
by:
NEUROLOGICAL ASSESSMENTS

1. Based on record review, review of facility
policy, and staff interview, the facility failed to
provide care in accordance with professional
standards/facility policy for 2 of 2 sampled
residents (Resident #1 and #3) who experienced
a fall with potential head injury. Failure to
complete neurological assessments following a
fall has the potential for a head injury to go
undetected.

Findings include:

Review of the facility document titled
"Neurological Assessment Protocol" occurred on
06/06/17. The protocol identified staff are
expected to assess the resident's neurological
status "every 15 minutes x [times] 4 . . . every 30
minutes x 2 . . . every hour x 2 . . . every 2 hours
X 2 ... every shift x 24 hours." The undated
document identified the frequency of
assessments, but failed to identify the
circumstance requiring staff to perform a
neurological assessment.

- Review of Resident #1's medical record
occurred on all days of survey. The
accident/incident reports identified the following:
*05/19/17,". . . Found on floor next to bed . . ."

Base 1 -- Neurological Assessments

1. Corrective action for Residents Found
to be affected by this Deficiency:

During the survey, the team identified
staff failed to complete neuro checks for
resident #1 and #3 following a fall with a
potential head injury.

2. Corrective Action for All Other
Residents that May be Affected by this
Deficiency:

All residents who experience a fall with a
possible head injury have the potential to
be affected by this deficient practice.

3. Corrective Measures Put Into Place to
Ensure This Deficiency Will Not Recur:

Staff education regarding neuro-checks
was provided to licensed staff on
07/05/17. A daily clinic huddle was
implemented on 07/05/17 to monitor falls
and ensure appropriate follow-up. In
addition, a policy regarding neuro-checks
was created.

4. Measures to be Implemented to
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*05/22/17,". . . Heard a visitor telling the
administrator that [Resident #1] was outside
[and] had fallen. Went outside [and] part way
down east driveway hill. [Resident #1] was lying
on his (R) [right] side [at] the edge of the road, on
some grass. . . ."

During an interview the morning of 06/07/17, the
managerial nurse (#2) confirmed staff failed to
complete neurochecks following the incidents
that occurred on 05/19/17 and 05/22/17.

- Review of Resident #3's medical record
occurred on all days of survey. The
accident/incident reports identified the following:
*01/23/17,". . . Resident getting up to toilet when
she got dizzy and fell backwards against closet -
Resident hit head [and] neck on drawer area of
closet. . . . Resident sent to clinic for stitches . . ."
*02/17/17,". . . Slipped from the toilet to the
ground hitting her (L) [left] lateral head . . ."

During an interview the morning of 06/07/17, the
managerial nurse (#2) confirmed staff failed to
complete neurochecks following the incidents
that occurred on 01/23/17 and 02/17/17.

Facility staff failed to assess Resident #1 and
#3's neurological status following unwitnessed
falls and/or falls with potential head injury as per
facility protocol.

INCIDENT REPORTS

2. Based on record review, review of facility
policy, and staff interview, the facility failed to
complete a thorough assessment of residents

Monitor the Plan of Correction.

Monitoring for neurological assessments
after falls with head injury will start the
week of 07/10/17. The DON or designee
shall monitor and report to the Quality
Committee as follows:

Monitor: Neurological Assessment
Weekly x4 weeks, then;

Monthly x3 months, then;

Quarterly x3 quarters for three quarters
for one year post survey.

5. The Expected Date for compliance for
this deficiency.

The expected time frame for compliance

with this deficiency will be on 07/21/2017.

Base 2 - Incidents Reports

1. Corrective action for Residents Found
to be affected by this Deficiency:

Resident #1, and #36 was discharged
from the facility. During the survey, the
team identified staff failed to thoroughly
complete the incident reports for resident
#33 and #34.

2. Corrective Action for All Other
Residents that May be Affected by this
Deficiency:

All residents who elope, fall, or have
another type of incident, have the
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following incidents for 4 of 10 sampled residents potential to be affected by this deficient
(Resident #1, #33, #34, and #36) with an practice.
incident/accident including falls and/or
elopement. Failure to thoroughly investigate 3. Corrective Measures Put Into Place to
incidents/accidents may result in the resident Ensure This Deficiency Will Not Recur:

experiencing an unidentified injury.
Staff education regarding Incident Report

Findings include: documentation was provided to licensed
staff on 07/05/17. A daily clinic huddle

Review of the facility policy "ACCIDENTS AND was implemented on 07/05/17 to monitor

INCIDENTS INVESTIGATING AND proper incident report documentation and

REPORTING" occurred on 06/06/17. The policy, ensure appropriate follow-up. A report will

dated 09/01/07, stated, ". . . Regardless of how be completed after each incident is

minor an accident or incident may be, including identified, and will include the following;

injuries of unknown source, it must be reported to time of incident, vital signs, and the

the department supervisor as soon as such corrective actions taken to reduce

accident/incident is discovered or when reoccurrences. In addition, the policy on

information of such accident/incident is learned. . Incident Reports was updated.

. . A Report of Incident/Accident form must be

completed for all accidents or incidents. . . . The 4. Measures to be Implemented to

following data, as it may apply, must be included Monitor the Plan of Correction.

on the Report of Incident/Accident form: . . .The

condition of the injured person, to include his or Monitoring for Professional

her vital signs . . . Any corrective action taken . . Standards-Incident Reports will start the

week of 07/10/17. The DON or designee
shall monitor and report to the Quality

Review of the facility document titled Committee as follows:
"Neurological Assessment Protocol" occurred on
06/06/17. The undated document identified the Monitor: Incident Reports
frequency of assessments, but failed to identify
the circumstance requiring staff to perform a Weekly x4 weeks, then;
neurological assessment. Monthly x3 months, then;
Quarterly x3 quarters for three quarters
- Review of Resident #1's medical record for one year post survey.
occurred on all days of survey. Diagnoses
included Alzheimer's dementia, osteoarthritis, 5. The Expected Date for compliance for
falls, wandering, and elopement from the facility. this deficiency.

The quarterly Minimum Data Set, dated 05/08/17,
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identified severely impaired cognition and the The expected time frame for compliance
impact of the wandering as dangerous. with this deficiency will be on 07/21/2017.

The progress notes identified the following:
*05/27/17,". . . Saw resident entering in west
entrance Unknown how he left building without
alarm sounding. . . ."

*05/28/17,". . . Left building through an unknown
exit found walking across hospital parking [lot]
brought back . . ."

The incident reports shown above (under Base
1), dated 05/19/17 and 05/22/17, showed staff
failed to identify new corrective actions taken to
lessen the likelihood of Resident #1 falling and/or
successfully eloping from the facility. Facility staff
failed to complete incident reports regarding the
elopements that occurred on 05/27/17 and
05/28/17.

- Review of Resident #33's medical record, on all
days of survey, identified diagnoses including
alcohol dependence and anxiety disorder. The
record identified Resident #33 had physician's
orders for alcohol "as needed," up to 5 ounces
per day.

The record showed Resident #33 experienced
falls several with incomplete information on the
incident reports as follows:

*01/23/17 at 1:00 p.m.: No vital signs - staff
found alcohol hidden in his room

*03/24/17 at 6:00 p.m.: No vital signs
*05/12/17: no time recorded

- Review of Resident #34's medical record, on all
days of survey, identified diagnoses including
anxiety disorder and seizure disorder. The record

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:V1SS11 Facility ID: ND144 If continuation sheet Page 82 of 147



PRINTED: 07/18/2017
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
C

355042 B. WING 06/07/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

1104 HWY 12
HETTINGER, ND 58639

WESTERN HORIZONS CARE CENTER

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

F 281 Continued From page 82 F 281

showed, on 05/25/17 at 5:33 a.m., Resident #34
obtained a right orbital fracture and contusion of
the right cheek when she fell while seated at the
edge of her bed.

During an interview on 05/31/17 at 8:15 a.m., a
Certified Nursing Assistant (CNA) (#12) stated
she was assisting Resident #34 with morning
cares with the resident seated at the edge of the
bed. The CNA stated she turned to gather
supplies and the resident fell forward off the bed
sustaining the above noted injury. Observation
during the interview showed a large purple/green
bruise covering the side of Resident #34's face
and neck.

Review of the incident report, dated 05/25/17 at
5:30 a.m. failed to identify corrective action taken
to lessen the likelihood of Resident #34
experiencing a similar fall from the bed.

- Review of Resident #36's medical record
occurred on all days of survey. Diagnoses
included dementia and osteoarthritis.

The progress note, dated 06/04/17, identified, ". .
. Resident yelling at staff found resident crawling
on floor to the bathroom. . . ."

The accident/incident report, dated 06/04/17,

showed staff failed to identify corrective action

taken to lessen the likelihood of Resident #3

falling.
F 284 483.21(c)(1)(2)(iv) ANTICIPATE DISCHARGE: F 284 712117
ss=p POST-DISCHARGE PLAN

(c)(1) Discharge Planning Process
The facility must develop and implement an
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effective discharge planning process that focuses
on the resident’s discharge goals, the preparation
of residents to be active partners and effectively
transition them to post-discharge care, and the
reduction of factors leading to preventable
readmissions. The facility’s discharge planning
process must be consistent with the discharge
rights set forth at 483.15(b) as applicable and-

(i) Ensure that the discharge needs of each
resident are identified and result in the
development of a discharge plan for each
resident.

(ii) Include regular re-evaluation of residents to
identify changes that require modification of the
discharge plan. The discharge plan must be
updated, as needed, to reflect these changes.

(iii) Involve the interdisciplinary team, as defined
by §483.21(b)(2)(ii), in the ongoing process of
developing the discharge plan.

(iv) Consider caregiver/support person availability
and the resident’s or caregiver’s/support
person(s) capacity and capability to perform
required care, as part of the identification of
discharge needs.

(v) Involve the resident and resident
representative in the development of the
discharge plan and inform the resident and
resident representative of the final plan.

(vi) Address the resident’s goals of care and
treatment preferences.

(vii) Document that a resident has been asked
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about their interest in receiving information
regarding returning to the community.

(A) If the resident indicates an interest in
returning to the community, the facility must
document any referrals to local contact agencies
or other appropriate entities made for this
purpose.

(B) Facilities must update a resident’s
comprehensive care plan and discharge plan, as
appropriate, in response to information received
from referrals to local contact agencies or other
appropriate entities.

(C) If discharge to the community is determined
to not be feasible, the facility must document who
made the determination and why.

(viii) For residents who are transferred to another
SNF or who are discharged to a HHA, IRF, or
LTCH, assist residents and their resident
representatives in selecting a post-acute care
provider by using data that includes, but is not
limited to SNF, HHA, IRF, or LTCH standardized
patient assessment data, data on quality
measures, and data on resource use to the
extent the data is available. The facility must
ensure that the post-acute care standardized
patient assessment data, data on quality
measures, and data on resource use is relevant
and applicable to the resident’s goals of care and
treatment preferences.

(ix) Document, complete on a timely basis based
on the resident’s needs, and include in the
clinical record, the evaluation of the resident’s
discharge needs and discharge plan. The results
of the evaluation must be discussed with the
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resident or resident’s representative. All relevant
resident information must be incorporated into
the discharge plan to facilitate its implementation
and to avoid unnecessary delays in the resident’s
discharge or transfer.

(c)(2) Discharge Summary

When the facility anticipates discharge, a resident
must have a discharge summary that includes,
but is not limited to, the following:

(iv) A post-discharge plan of care that is
developed with the participation of the resident
and, with the resident’s consent, the resident
representative(s), which will assist the resident to
adjust to his or her new living environment. The
post-discharge plan of care must indicate where
the individual plans to reside, any arrangements
that have been made for the resident’s follow up
care and any post-discharge medical and
non-medical services.

This REQUIREMENT is not met as evidenced
by:

Based on record review, review of facility policy,
and staff interview, the facility failed to develop
an individualized discharge plan for 2 of 2
sampled resident (Resident #1 and #25)
identified by the facility as intending to be
discharged. Failure to assess and provide
sufficient preparation for discharge has the
potential to cause unnecessary/avoidable anxiety
and prevent the resident from receiving
necessary services.

Findings include:

Review of the facility policy "Discharge Plan"

1. Corrective action for Residents Found
to be affected by this Deficiency:

Resident #1 no longer resides in the
facility. Resident #25's care plan was
reviewed/revised.

2. Corrective Action for All Other
Residents that May be Affected by this
Deficiency:

All residents have the potential to be
affected by this deficient practice. All
resident care plans were updated to
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occurred on 06/06/17. The policy, dated include a discharge plan.
09/01/07, stated, ". . . When the facility
anticipates a resident's discharge to a private 3. Corrective Measures Put Into Place to
residence or to another nursing care facility . . . a Ensure This Deficiency Will Not Recur:
discharge plan will be developed to help the
resident adjust to his or her new living Staff education regarding discharge
environment. . . . The care plan team will planning/policy was provided to licensed
collaborate with the resident and his or her family staff on 07/05/17. A daily clinic huddle
to develop the discharge plan. . . ." was implemented on 07/05/17 in an effort
to ensure care plans are updated to
- Resident #1's medical record, reviewed on all include discharge planning.
days of survey, identified he was admitted to the
facility on 02/08/17. 4. Measures to be Implemented to

Monitor the Plan of Correction.
The progress notes identified the following:

*02/08/17,". . . due to his progressing dementia Monitoring for necessary discharge plans
but if deemed we can not keep him safe at will start the week of 07/10/17. The social
[facility] [with] all elopement interventions in place worker or designee shall monitor and

we would seek placement in a dementia closed report to the quality committee as follows:
unit and his wife . . . is aware of this concern of

the staff over his elopement risk and possible Monitor: Discharge Plan

admission to a closed dementia unit in the future.
" Weekly x4 weeks, then;

*02/10/17,". . . progressive dementia [and] flight Monthly x3 months, then;

risk and [wife] does understand if this facility Quarterly x3 quarters for one year post
deems he is not safe here due to flight risk survey.

potential we will have to find different placement

for him such as in a controlled locked dementia 5. The Expected Date for compliance for
unit. . . ." this deficiency.

During an interview on 05/31/17 at 9:00 a.m., The expected time frame for compliance
when asked questions pertaining to Resident with this deficiency will be on 07/21/2017.

#1's elopements, a licensed practical nurse
(LPN) (#6) listed interventions previously
attempted by the facility, including seeking
permanent placement elsewhere.

Resident #1's Social Service care plan failed to
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address an individualized discharge plan for this
resident.

During an interview on 05/31/17 at 11:35 a.m.,
when asked questions regarding care planning,
the social service designee (#20) stated, "At
admit, we were worried we couldn't take care of
him. [We] planned [his] discharge since admit,
looked for other placement. [We] tried it, [but
he's] not safe here. We can't keep him safe." The
social service designee (#20) confirmed Resident
#1's care plan failed to address discharge
planning.

- Resident #25's medical record, reviewed on all
days of survey, identified the resident was
admitted to the facility on 08/31/16.

The progress notes identified the following:
*01/24/17,". . . Family has stated interest in
[Resident #25] going to [nursing home] in future.
He is from [another town] and has many relatives
there."

*01/30/17,". . . [Physician] aware of possible
discharge out of our facility and . . . to [nursing
home in [another town] in the future. New orders
obtained for possible discharge out of our facility

Resident #25's Social Service care plan failed to
address an individualized discharge plan for this
resident.

Refer to F323.
F 287 483.20(f)(1)-(4) ENCODING/TRANSMITTING F 287 712117
ss= RESIDENT ASSESSMENT

(f) Automated Data Processing Requirement
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(1) Encoding Data. Within 7 days after a facility
completes a resident’s assessment, a facility
must encode the following information for each
resident in the facility:

(i) Admission assessment.

(i) Annual assessment updates.

(iii) Significant change in status assessments.
(iv) Quarterly review assessments.

(v) A subset of items upon a resident’s transfer,
reentry, discharge, and death.

(vi) Background (face-sheet) information, if there
is no admission assessment.

(2) Transmitting Data. Within 7 days after a
facility completes a resident’s assessment, a
facility must be capable of transmitting to the
CMS System information for each resident
contained in the MDS in a format that conforms
to standard record layouts and data dictionaries,
and that passes standardized edits defined by
CMS and the State.

(3) Transmittal requirements. Within 14 days
after a facility completes a resident’s
assessment, a facility must electronically transmit
encoded, accurate, and complete MDS data to
the CMS System, including the following:

(i) Admission assessment.

(i) Annual assessment.

(iii) Significant change in status assessment.

(iv) Significant correction of prior full assessment.
(v) Significant correction of prior quarterly
assessment.

(vi) Quarterly review.

(vii) A subset of items upon a resident’s transfer,
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reentry, discharge, and death.
(viii) Background (face-sheet) information, for an
initial transmission of MDS data on a resident
that

does not have an admission assessment.

(4) Data Format. The facility must transmit data
in the format specified by CMS or, for a State
which has an alternate RAI approved by CMS, in
the format specified by the State and approved
by CMS.

This REQUIREMENT is not met as evidenced
by:

THIS IS AREPEAT DEFICIENCY FROM THE
SURVEY CONDUCTED ON 10/27/16.

Based on review of facility policy, the Long-Term
Care Facility Resident Assessment Instrument
(RAI) 3.0 User's Manual Version 1.14, Centers
for Medicare and Medicaid Services (CMS)
Validation Reports, and staff interview, the facility
failed to electronically transmit encoded and
completed Minimum Data Set (MDS) data to the
CMS Quality Improvement Evaluation System
(QIES) Assessment Submission and Processing
(ASAP) system within 14 days of completing the
assessments for 11 of 36 sampled residents
(Resident #3, #11, #16, #21, #22, #23, #24, #25,
#26, #27, #31) and 2 closed records (Resident
#41 and #42). Failure to transmit the MDSs
within the required time frame may result in
inaccuracy of the facility's Resident Level Quality
Measure Reports.

Findings include:

The Long-Term Care Facility RAlI User's Manual,
revised October 2016, page 2-16 to 2-18 defines
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1. Corrective action for Residents Found
to be affected by this Deficiency:

During the survey, the MDS's for resident
#3, #11, #16, #21, #22, #23, #24, #25,
#26, #27, #31, #41, and #42 were
identified as having been transmitted to
QIES System greater than 14 days after
completion.

2. Corrective Action for All Other
Residents that May be Affected by this
Deficiency:

All residents with an MDS have the
potential to be affected by this deficient
practice.

3. Corrective Measures Put Into Place to
Ensure This Deficiency Will Not Recur:

Staff education regarding timeframes for
transmission of MDS's to the QIES
System was provided to the MDS
Coordinator on 07/17/17. A table was
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the submission deadline as 14 days after
completion for all MDS types.

Review of the facility policy titled, "MDS,
Electronic Transmission . . ." occurred on

06/06/17. The policy, dated 09/01/07, stated, ". . .

MDS electronic submissions shall be conducted
in accordance with current OBRA [Omnibus
Budget Reconciliation Act] regulations governing
the transmission of such data. . . ."

Review of the CMS Validation Reports identified
the following MDSs submitted later than 14 days
from the Assessment Reference Dates (ARDs):
* Resident #3: End of Therapy - ARD 04/17/17

* Resident #11: Significant Change - ARD
03/10/17

* Resident #16: 14 Day - ARD 03/21/17

* Resident #21: Death Record ARD: 03/09/17

* Resident #22: 14 Day - ARD 03/14/17

* Resident #23: Admission - ARD 03/20/17 and
Discharge - ARD 03/31/17

* Resident #24: Annual - ARD 03/21/17

* Resident #25: Quarterly - ARD 03/01/17

* Resident #26: 5 Day - ARD 03/23/17

* Resident #27: Quarterly - ARDs 12/28/16 and
03/28/17

* Resident #31: Discharge MDS: - ARD 02/07/17
* Resident #41: 5 Day - ARD 03/24/17

* Resident #42: Discharge MDS: 11/18/16

During an interview on 06/05/17 at 9:05 a.m., an
office manager (#17) stated "computer issues"
and the MDS Coordinator "working on the floor
as a nurse" were the reasons she submitted the

developed to ensure MDS's are
transmitted in a timely manner. The MDS
Coordinator will review validation reports
after each submission to ensure all
MDS's are submitted within the required
time frame.

The facility will be switching from a paper
charting system to an Electronic Health
Records keeping system that will help
ensure that the Comprehensive
Assessments are done in the appropriate
time frame.

4. Measures to be Implemented to
Monitor the Plan of Correction.

Monitoring for timely submission of the
MDS's will start the week of 07/10/17. The
DON or designee shall monitor and report
to the quality committee as follows:

Monitor: Comprehensive Assessment
Tool

Weekly x4 weeks, then;

Monthly x3 months, then;

Quarterly x3 quarters for one year post
survey.

5. The Expected Date for compliance for
this deficiency.

The expected time frame for compliance
with this deficiency will be on 07/21/2017.

MDSs beyond 14 days of the ARDs. When asked
to provide dates for the computer issues, the staff
member failed to provide additional information.
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(a) Based on the comprehensive assessment of
a resident and consistent with the resident’s
needs and choices, the facility must provide the
necessary care and services to ensure that a
resident's abilities in activities of daily living do
not diminish unless circumstances of the
individual's clinical condition demonstrate that
such diminution was unavoidable. This includes
the facility ensuring that:

(1) Aresident is given the appropriate treatment
and services to maintain or improve his or her
ability to carry out the activities of daily living,
including those specified in paragraph (b) of this
section, ...

(b) Activities of daily living. The facility must
provide care and services in accordance with
paragraph (a) for the following activities of daily
living:

(1) Hygiene -bathing, dressing, grooming, and
oral care,

(2) Mobility-transfer and ambulation, including
walking,

(3) Elimination-toileting,

(4) Dining-eating, including meals and snacks,
(5) Communication, including

(i) Speech,

(i) Language,
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(iii) Other functional communication systems.
This REQUIREMENT is not met as evidenced
by:

Based on information provided by the
complainants, observation, record review, review
of a shower audit, and resident, family, and staff
interviews, the facility failed to ensure adequate
staff were available to provide care and services
for 20 of 38 sampled residents (Resident A, C, D,
E,.GLKLMOQRT,V,WXY,Z A1, A2,
and A3) requiring assistance with bathing. Failure
to ensure residents were bathed has a direct
negative effect on their quality of life. This failure
resulted in observed psycho-social harm for
Resident A and potential harm for Resident C, D,
E.GLK,L,M O, QR T,V,W, XY,Z A1, A2,
and A3.

Findings include:

Information provided by the complainants
indicated the facility failed to bathe residents in a
timely manner secondary to staffing issues.

The facility failed to provide a copy of their policy
addressing bathing, as requested.

Random interviews identified the following
information:

* On 05/30/17 at 10:35 a.m., family member F
expressed concerns regarding her father
(Resident K), stating he was to have a shower
every other day, but went five days without one.
* 05/30/17 at 10:40 a.m., Resident A stated staff
are to assist her with bathing twice a week, but
she has only received a shower two times this
month. The resident also stated she informed the
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1. Corrective action for Residents Found
to be affected by this Deficiency:

A trained CNA was assigned to provide
baths/showers for all residents, including
#A,C,D,E, G, LK,L,M,0,Q,R, T, V,
W, X, Y, Z, A1, A2, A3.

2. Corrective Action for All Other
Residents that May be Affected by this
Deficiency:

A trained CNA was assigned to provide
baths/showers for all residents.

3. Corrective Measures Put Into Place to
Ensure This Deficiency Will Not Recur:
Staff education regarding the dignity
policy was provided on 07/05/17. The
bath aide has been scheduled to work
Monday-Friday to ensure all
baths/showers are completed.

4. Measures to be Implemented to
Monitor the Plan of Correction.

The DON or designee will begin
monitoring baths/showers on 07/10/17.

Monitor: Quality of Life

Weekly x4 weeks, then;

Monthly x3 months, then;

Quarterly x3 quarters for one year post
survey.
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administrative staff member (#1) that she "hadn't
had a bath in a long time." The resident indicated 5. The Expected Date for compliance for
the facility is "short handed" because several this deficiency.
staff have recently resigned. On 06/01/17 at 8:10
a.m., Resident A reported, "l still haven't gotten a The expected time frame for compliance
shower yet, and | have no idea when | will get with this deficiency will be on 07/21/2017.
one."

* 05/30/17 at 2:54 p.m., Resident C stated she
had not received a bath for a long time. The
resident stated she bathes and washes her hair
in the sink. On 05/31/17 at 9:00 a.m., staff
member (AA), stated that the facility staff were
told that resident bathing was not a priority, and
the bath aide is often pulled to the floor, so baths
don't get done. The staff member also confirmed
that Resident C had not received a bath in a
month.

* 05/31/17 at 9:55 a.m., Resident E stated the
bath aide was on vacation and he/she had not
received a shower as scheduled.

*06/01/17 at 7:30 a.m., staff member (AA)
reported Resident Q had not had a bath for over
two weeks and had a yellow, scaly build-up on
his scalp.

*06/01/17 at 8:45 a.m., a staff member (BB)
stated no showers will be given this week
because there aren't enough staff available to
provide them.

*06/04/17 at 2:19 p.m., Resident | expressed
concerns regarding not receiving showers twice a
week. On 06/06/17 at 8:42 a.m., he stated he is
not satisfied with the frequency of his showers,
and has gone up to 10 days without a shower.
Resident | reported he brought his concerns up
at the Resident Council meeting on 06/05/17.

* 06/04/17 at 2:23 p.m., Resident A1 smelled her
armpit and stated "that woman quit, so we aren't
bathed as often. If they don't have the time . . . |
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last showered a couple of weeks ago."

* 06/06/17 at 9:40 a.m., family member P stated,
"[Resident O] has been here [less than a year].
Bathing has been horrible. She's lucky if she gets
a bath one time a week."

Random observation showed the following:
*05/30/17 at 10:20 a.m., Resident A cried as she
spoke to an unidentified staff member, explaining
how she hadn't had a bath. Observation on May
30-June 01, 2017 showed Resident A's hair
greasy and unkempt.

* 05/31/17 at 9:22 a.m., Resident M spoke to the
managerial nurse (#2) at the West wing nurses'
station. Resident M stated, "I'm supposed to
shower, but | don't have no clean clothes."
Resident M became angry, turned, and walked
back to his room.

Review of the residents' ADL (Activities of Daily
Living) tracking forms, on all days of survey,
showed the following regarding bathing:

* Resident A: received baths/showers on May 2,
11, and 23, 2017 (3 of 9 scheduled baths).
Facility staff failed to bathe Resident A twice a
week as planned.

* Resident C: was not bathed/showered during
the month of May 2017 (0 of 9 scheduled baths).
Facility staff failed to bathe Resident C twice a
week as planned.

* Resident D: received baths/showers on May 1,
4,10, 17, and 24, 2017 (5 of 9 scheduled baths).
Facility staff failed to bathe Resident D twice a
week as planned.

* Resident E: received baths/showers on May 2,
9, 17, and 24, 2017 (4 of 9 scheduled baths).
Facility staff failed to bathe Resident E twice a
week as planned.
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* Resident G: received a bath/shower on May 10,
2017 (1 of 9 scheduled baths). Facility staff failed
to bathe Resident G twice a week as planned.

* Resident L: received no bath/shower from May
25 through June 5, 2017 (10 days). Facility staff
failed to bathe Resident L weekly as planned.

* Resident M: received a bath/shower on May 1,
3,5,8,10,17, 22, 25, and 29, 2017 (9 of 13
scheduled baths). Resident M's medical record
showed he only required minimal assistance for
bathing. Facility staff failed to bathe Resident M
three times per week as planned.

* Resident O: received baths/showers on May 3,
11, 17, and 22, 2017 (4 of 9 scheduled baths).
Facility staff failed to bathe Resident O twice a
week as planned.

* Resident Q: received a bath/shower on May 4,
2017 (1 of 9 scheduled baths). Facility staff failed
to bathe Resident Q twice a week as planned.

* Resident R: received baths/showers on May 4,
13, and 22, 2017 (3 of 9 scheduled baths).
Facility staff failed to bathe Resident R twice a
week as planned.

* Resident T: received baths/showers on May 2,
9, 17, and 25, 2017 (4 of 9 scheduled baths).
Facility staff failed to bathe Resident T twice a
week as planned.

* Resident V: received baths/showers on May 11,
13, 17, and 22, 2017 (4 of 9 scheduled baths).
Facility staff failed to bathe Resident V twice a
week as planned.

* Resident W: received baths/showers on May 4
and 23, 2017 (2 of 9 scheduled baths). Facility
staff failed to bathe Resident W twice a week as
planned.

* Resident X: received baths/showers on May 2,
11, 17, and 24, 2017 (4 of 9 scheduled baths).
Facility staff failed to bathe Resident X twice a
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week as planned.

* Resident Y: received baths/showers on May 3
and 23 2017 (2 of 9 scheduled baths). Facility
staff failed to bathe Resident Y twice a week as
planned.

* Resident Z: received baths/showers on May 2,
10, 17, and 24, 2017 (4 of 9 scheduled baths).
Facility staff failed to bathe Resident Z twice a
week as planned.

* Resident A2: received no baths/showers from
May 22 through June 5, 2017 (14 days). Facility
staff failed to bathe Resident A2 weekly as
planned.

* Resident A3: received no bath/showers from
May 24 through June 5, 2017 (12 days). Staff
failed to bathe resident A3 twice a week as
planned.

Review of the facility "Individual Shower Audit"
occurred on 06/07/17. This audit, dated February
2017, stated, ". . . These individual shower audit
sheets were created due to multiple family
complaints that their loved ones were not getting
showers. If there is no shower aide, the showers
of all residents become the responsibility of the
CNA's. .. .. "

Refer to F166 and F241

F 312 483.24(a)(2) ADL CARE PROVIDED FOR F 312 712117
ss=D DEPENDENT RESIDENTS

(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:

Based on observation, record review, review of 1. Corrective action for Residents Found
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the facility's certified nursing assistant (CNA) to be affected by this Deficiency:
orientation and mandatory education packets,
and family interview, the facility failed to ensure Two CNA's were assigned to cue/assist
residents received the necessary services residents during meals in an effort to
required to maintain good nutrition for 1 of 2 maintain their intake/nutritional status.
sampled residents (Resident #4) observed during
meals. Failure of the facility to provide cues 2. Corrective Action for All Other
and/or assistance during meals has the potential Residents that May be Affected by this
to affect the residents’ ability to maintain their Deficiency:

caloric intake and/or nutritional status.
All residents requiring meal assistance
Findings include: have the potential to be affected by this
deficient practice.
Review of facility "CNA Orientation" packet
occurred on 06/07/17. This undated booklet 3. Corrective Measures Put Into Place to
stated, ". . . Certified Nursing Assistant . . . Pass Ensure This Deficiency Will Not Recur:
out trays and feed/assist residents as needed . . .
" Staff education regarding the dignity
policies was provided on 07/05/17 to

- During an interview on 06/06/17 at 9:40 a.m., ensure that the residents maintain their

family member P reported she has observed intake/nutritional status.

[Resident O] in the dining room, sitting away from

the table, one knee braced against the edge, and 4. Measures to be Implemented to

her meal untouched. She also reported facility Monitor the Plan of Correction.

staff made no effort to cue and/or assist Resident

O with her meal. Monitoring for ensuring residents receive
the necessary services required to

- Resident #4's medical record, reviewed on May maintain good nutrition will start the week

30 - June 1, 2017, identified the resident sat at of 07/10/17. The DON or designee shall

an assisted table in the dining room and required monitor and report to the QA Committee

cues and/or assistance during meals. the findings of the audits.

Observations showed the following: Monitoring:

*05/30/17 at 11:45 a.m., Resident #4 sat at an

assisted table in the dining room. An unidentified Weekly x4 weeks, then;

CNA assisted the two residents seated across Monthly x3 months, then;

the table from Resident #4. Resident #4 made Quarterly x3 quarters for one year post

attempts to feed herself, utilizing her knife to survey.
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scoop food from her plate. As she lifted the knife
towards her mouth, the food spilled back onto her
plate.

She then licked the knife clean. The unidentified
CNA failed to provide Resident #4 cues and/or
assistance during the meal.

*06/01/17 at 7:45 a.m., Resident #4 sat at an
assisted table in the dining room. An unidentified
CNA assisted the two residents seated across
the table from Resident #4. Resident #4's meal
consisted of two dry pancakes and two uncut
sausage patties. She did attempt to cut her
pancakes utilizing her knife and fork. At 8:15
a.m., (30 minutes after the breakfast tray was
delivered to the table), an unidentified staff
member sat next to Resident #4 and cut her
pancakes and sausage into bite sized pieces. At
8:35 a.m., Resident #4 was observed alone at
the table.

Although facility staff were present in the dining
room, they failed to provide Resident #4 cues
and/or assistance during meals. Failure to
provide cues and/or assistance during meals has
the potential to affect the residents' ability to
maintain their caloric intake and/or nutritional
status.

483.25(e)(1)-(3) NO CATHETER, PREVENT UTI,
RESTORE BLADDER

F 315
SS=G

(e) Incontinence.

(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.

F 312

5. The Expected Date for compliance for
this deficiency.

The expected time frame for compliance
with this deficiency will be on 07/21/2017.

F 315 72117
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(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.

(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:
INCONTINENCE Base 1 -- Incontinence

1. Based on observation, record review, review of 1. Corrective action for Residents Found
the facility's certified nursing assistant (CNA) to be affected by this Deficiency:
orientation packets, and resident and family

interviews, the facility failed to provide toileting Resident #11 was provided a pendant call
cares in a timely manner for 1 of 6 sampled light for use when the need arises to use
residents (Resident #11) observed during the bathroom. Resident #11's pendant
toileting cares. Failure to respond appropriately light will be answered in a timely manner.
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to and/or toilet residents in a timely manner did
not allow Resident #11 to attain/maintain her
highest practicable physical and psychosocial
well-being and resulted in her avoidable anxiety,
psychosocial harm, and incontinence.

Findings include:

Review of the facility's "CNA Orientation" packet
occurred on 06/07/17. This undated packet
stated, ". . . Provide maximum resident-care
services to assure well-being of resident to
greatest degree. . . . Care for incontinent
residents. . . ."

Random interviews identified the following
information regarding toileting cares:

*05/31/17 at 9:55 a.m., Resident (E) reported
staff should take her to the bathroom every two
hours, but they don't. She also stated staff take
her three times a day and is usually incontinent
by then.

* 06/06/17 at 9:40 a.m., family member P
reported she has witnessed Resident O ask
facility staff to toilet her in the bathroom, to which
the staff members have replied, "No, you have a
brief."

Resident 11's medical record, reviewed on all
days of survey, identified diagnoses including
dementia, anxiety, and non-displaced leg
fracture. The quarterly Minimum Data Set (MDS),
dated 03/10/17, identified intact cognition,
extensive-to-total assistance required for
transfers and toileting, and bowel and bladder
continence.

Observations 06/01/17 showed the following:

2. Corrective Action for All Other
Residents that May be Affected by this
Deficiency:

All residents that have incontinence
episodes have the potential to be affected
by this deficient practice.

3. Corrective Measures Put Into Place to
Ensure This Deficiency Will Not Recur:

All staff were educated on the prevention
of incontinence and resident dignity on
07/05/17.

4. Measures to be Implemented to
Monitor the Plan of Correction.

The DON or designee will begin
monitoring incontinence issues on
07/17/17.

Monitor:

Weekly x4 weeks, then;

Monthly x3 months, then;

Quarterly x3 quarters for one year post
survey.

5. The Expected Date for compliance for
this deficiency.

The expected time frame for compliance
with this deficiency will be on 07/21/2017.

Base 2 -- Urine Cultures

1. Corrective action for Residents Found
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*9:00 a.m., Resident #11 sat in her wheel chair
near the East wing central bath area and asked
four different staff members to take her to the
bathroom. One of the unidentified staff members
told Resident #11 she would find another staff
member to help her, and walked away. Resident
#11 then began yelling, "Please, please, please! |
have to go to the bathroom. | can't hold it any
longer." All three of the other staff members
walked by Resident #11 while she was yelling.
*9:20 a.m., Resident #11 knocked on the
bathroom door numerous times as she yelled,
"Please, someone help me, please!" When
Resident #11 started waving her arms, one of the
CNAs (#5) stated, "Just a minute," and walked
away.

*9:30 a.m. [30 minutes after the first request], a
CNA (#11) wheeled Resident #11 into the
bathroom and closed the door. The CNA (#11)
later verified Resident #11's brief was wet.
*12:33 p.m., Resident #11 sat in her wheelchair
near the East wing central bath area and waited
23 minutes to be toileted.

* On 06/05/17 at 1:45 p.m., Resident #11 sat in
her wheelchair in the hallway directly outside her
room. She asked an unidentified staff member for
assistance. The staff member replied, "I'm busy
right now," and walked away.

Random interviews identified the following
information regarding toileting cares:
*05/31/17 at 9:55 a.m., Resident (E) reported
staff should take her to the bathroom every two
hours, but they don't. She also stated staff take
her three times a day and is usually incontinent
by then.

* 06/06/17 at 9:40 a.m., family member P

to be affected by this Deficiency:

Urinary culture results will be promptly
reported to the physician for all residents,
including Resident #2, to ensure timely
treatment for a confirmed UTI.

2. Corrective Action for All Other
Residents that May be Affected by this
Deficiency:

All residents with a confirmed UTI have
the potential to be affected by this
practice.

3. Corrective Measures Put Into Place to
Ensure This Deficiency Will Not Recur:

The licensed staff were educated on the
timeliness of physician notification for lab
results on 07/05/17.

4. Measures to be Implemented to
Monitor the Plan of Correction.

The DON or designee will begin
monitoring that the physician is being
notified in the appropriate time frame on
07/10/17.

Monitor: Physician Notification

Weekly x4 weeks, then;

Monthly x3 months, then;

Quarterly x3 quarters for one year post
survey.

5. The Expected Date for compliance for
this deficiency.
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reported she has witnessed Resident O ask
facility staff to toilet her in the bathroom, to which The expected time frame for compliance
the staff members have replied, "No, you have a with this deficiency will be on 07/21/2017.
brief."

Facility staffs' failure to respond appropriately to
Resident #11's persistent requests for toileting
assistance and their failure to respond to herin a
timely manner resulted avoidable anxiety,
psychosocial harm, and incontinence.

URINE CULTURES

2. Based on record review and staff interview, the
facility failed to provide services to treat urinary
tract infections (UTIs) for 1 of 1 sampled resident
(Resident #2) with a history of UTlIs. Failure to
contact the physician immediately after being
notified of a positive urine culture resulted in
Resident #2 receiving delayed treatment for a
confirmed UTI.

Findings include:

The facility failed to provide a copy of their policy
addressing UTls, as requested.

Resident #2's medical record, reviewed on all
days of survey, identified diagnoses including
history of UTls. The quarterly Minimum Data Set
(MDS), dated 04/23/17, identified the resident
was independent with toileting cares.

The progress notes identified the following:
*12/28/16,". . . Res [resident] c/o [complains of]
burning during urination, res encouraged to drink
water, [physician] was called, new order received
to observe to collect urine for UA/UC [urine
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analysis/culture]. . . . urine collected [and] taken
to lab."

*12/31/16, "UC lab results done, message left for
[physician] . . . when he comes for rounds to
review results." The final urine culture, dated
12/30/16, identified Escherichia Coli (bacteria
from the bowel) and indicated the bacteria was
susceptible to all antibiotics tested.

*01/03/17, "[Physician] called, new order
received [and] observed to start AB [antibiotic]
therapy for UTI. . . ."

During an interview on the morning of 06/07/17,
the managerial nurse (#2) confirmed staff should
immediately contact the physician after being
notified of a positive urine culture.

Facility staff failed to contact Resident #2's

physician for four days, after being notified of

Resident #2's positive urine culture, delaying her

antibiotic treatment.
F 323 483.25(d)(1)(2)(n)(1)-(3) FREE OF ACCIDENT F 323 7121117
ss=e HAZARDS/SUPERVISION/DEVICES

(d) Accidents.
The facility must ensure that -

(1) The resident environment remains as free
from accident hazards as is possible; and

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

(n) - Bed Rails. The facility must attempt to use
appropriate alternatives prior to installing a side
or bed rail. If a bed or side rail is used, the facility
must ensure correct installation, use, and
maintenance of bed rails, including but not limited
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to the following elements.
(1) Assess the resident for risk of entrapment
from bed rails prior to installation.
(2) Review the risks and benefits of bed rails with
the resident or resident representative and obtain
informed consent prior to installation.
(3) Ensure that the bed’s dimensions are
appropriate for the resident’s size and weight.
This REQUIREMENT is not met as evidenced
by:
ELOPEMENT Elopement

1. Based on information provided by the
complainants, observation, record review, and
staff interview, the facility failed to provide a safe
environment for 1 of 1 sampled resident
(Resident #1) who eloped from the facility on
more than one occasion. The facility failed to
develop effective interventions to prevent
Resident #1 from eloping from the building,
placing him at high risk of injury.

Findings include:

Information provided by the complainants
indicated staff failed to ensure the safety of a
demented/wandering resident, who eloped from
the facility on several occasions.

The facility's policy titled "Elopements" occurred
06/01/17. This policy, dated 09/01/07, stated, ". .
. Upon return of the resident to the facility, the
Director of Nursing Services or Charge Nurse

should . . . Complete and file an incident report . .

." The facility policy failed to address what steps

1. Corrective action for Residents Found
to be affected by this Deficiency:

Resident #1 is no longer residing at the
facility.

2. Corrective Action for All Other
Residents that May be Affected by this
Deficiency:

All residents who are exit seeking have
the potential to be affected by this
deficient practice.

3. Corrective Measures Put Into Place to
Ensure This Deficiency Will Not Recur:

The facility has installed new emergency
door alarms on the emergency exists.
The facility has purchased new wander
guard sensors for the wander guard
system that are on the 3 main doors. An
elopement Risk Assessment was created
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would be taken to prevent futher incidents of
elopement from occurring.

Observation on 05/30/17 at 4:54 p.m., showed
the adminstrative staff member (#1) and the
environmental/laundry services manager (#9)
assisted Resident #1 into the facility (through the
front doors). The alarm system did sound and the
visual display board did show the specific door
Resident #1 had exited through.

Review of Resident #1's medical record occurred
on all days of survey. Diagnoses included
Alzheimer's dementia, osteoarthritis, falls,
wandering, and elopement from the facility. The
current physician's orders identified Resident #1
received Seroquel (an anti-psychotic medication)
for behaviors, required frequent safety checks,
and had a wanderguard in place. The quarterly
Minimum Data Set, dated 05/08/17, identified
severely impaired cognition and the impact of the
wandering as dangerous.

A hospital report, dated 01/22/17 (17 days prior
to admit), identified, "Patient . . . was brought into
the emergency department via ambulance after
being found outside on the ground in the cold
weather after falling and had been reportedly on
the ground for at least 30 minutes."

During an interview on 05/31/17 at 11:35 a.m.,
the social service designee (#20) stated, "The
hospital forced him on us. . . . bullied us into it. At
admit, we were worried we couldn't take care of
him. [We] planned [his] discharge since admit,
looked for other placement. [We] tried it, [but
he's] not safe here. We can't keep him safe."

F 323

to assess any resident at risk of
elopement.

All Staff were in-serviced on the new
emergency exit alarms as well as on the
wander guard system on 07/05/17. The
Elopement Risk Assessment was passed
out for staff to review on 07/05/17.

4. Measures to be Implemented to
Monitor the Plan of Correction.

The Environmental Services Director or
designee will begin monitoring for the
Elopement Risks on 07/10/17 to ensure
that the wander-guard system, and the
emergency alarm systems on the
emergency doors are operational.

Monitor: Elopement Risk

Weekly x4 weeks, then;

Monthly x3 months, then;

Quarterly x3 quarter for one year post
survey.

5. The Expected Date for compliance for
this deficiency.

The expected time frame for compliance
with this deficiency will be on 07/21/2017.
Transfer Assistance and Equipment

1. Corrective action for Residents Found
to be affected by this Deficiency:

Resident #11 was reevaluated for the use
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The progress notes identified the following:
*02/08/17,". . . due to his progressing dementia
but if deemed we can not keep him safe at
[facility] [with] all elopement interventions in place
we would seek placement in a dementia closed
unit and his wife . . . is aware of this concern of
the staff over his elopement risk and possible
admission to a closed dementia unit in the future.
*02/10/17,". . . progressive dementia [and] flight
risk and [wife] does understand if this facility
deems he is not safe here due to flight risk
potential we will have to find different placement
for him such as in a controlled locked dementia
unit. . . ."

Between 02/12/17 - 05/21/17, the progress notes
identifed Resident #1 attempted to and/or exited
the facility with staff's knowledge on fourteen
occasions.

*05/22/17,". . . Appro [approximately] [3:45 p.m.]
a visitor reported that [Resident #1] was outside
and had fallen. This nurse went to resident lying
on R [right] side on side of east driveway. As |
approached he began to try to get up on hands
and knees. | sat [with] resident until administrator
... [and] CNA . . . arrived. Resident denied hitting
head, stated he didn't think he had broken
anything. Assisted by 3 staff [with] GB [gait belt]
to w/c [wheelchair] taken inside for further
assessment. Small skin tears to both hands Lg
[large] skin tear (L) [left] elbow [and] res c/o
[complained of] (L) knee [and] shoulder pain. He
will be monitored for swelling. [Increase] pain,
etc. [Physician] by memoed [sic], message left for
wife on voicemail."

*05/27/17,". . . Saw resident entering in west
entrance Unknown how he left building without
alarm sounding."

of the immobilizer, foot pedals, swivel
disk, and the appropriate number of staff
needed to assist Resident #11 by the
Physical Therapist. Resident #36 has
been discharged from the facility before
the 2567 was sent to the facility through
ePOC.

2. Corrective Action for All Other
Residents that May be Affected by this
Deficiency:

All residents requiring transfer and
transport assistance have the potential to
be affected by this deficient practice.

3. Corrective Measures Put Into Place to
Ensure This Deficiency Will Not Recur:

Staff education regarding safe transfers,
proper use of foot pedals when pushing
residents in their wheelchairs, proper use
of the swivel disk was provided on
07/05/17.

4. Measures to be Implemented to
Monitor the Plan of Correction.

The DON or their designee will begin
monitoring transfers, the proper use of
foot pedals when pushing residents in
their wheelchairs on 07/10/17.

Monitor:

Weekly x4 weeks, then;

Monthly x3 months, then;

Quarterly x3 quarters for one year post
survey.
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*05/28/17,". . . Left building through an unknown
exit found walking across hospital parking [lot]
brought back . . . body [check] done [no] bruising
or open areas noted when did come back into
building."

During an interview on 05/31/17 at 9:00 a.m.,
when asked questions pertaining to Resident
#1's elopements, a licensed practical nurse
(LPN) (#6) listed interventions previously
attempted by the facility; administering
medications, allowing him to spend time in the
fenced area, providing diversional activities,
redirecting the resident, walking with him around
the perimeter of the facility, and seeking
permanent placement elsewhere.

Resident #1's current care plan included the
following interventions for wandering; diversional
activities, redirection, and placement of a
wanderguard. The record lacked evidence staff
developed a care plan to address his elopements
and/or attempted additional interventions to
prevent future incidents of elopement from
occurring.

The incident report, dated 05/22/17, showed staff
failed to identify new corrective actions utilized to
lessen the likelihood of Resident #1 successfully
eloping from the facility. Facility staff failed to
complete incident reports regarding the
elopements that occurred on 05/27/17 and
05/28/17.

Interviews with staff identified the following
information regarding Resident #1's ability to exit
the facility without staff's knowledge:

*05/31/17 at 8:00 a.m., the

5. The Expected Date for compliance for
this deficiency.

The expected time frame for compliance
with this deficiency will be on 07/21/2017.

Chemical Storage

1. Corrective action for Residents Found
to be affected by this Deficiency:

This was fixed when the survey team was
here. The environmental services director
installed a screen with a locking
mechanism on it to prevent staff and
residents from accessing the chemicals
behind the screen.

2. Corrective Action for All Other
Residents that May be Affected by this
Deficiency:

All resident that wander and/or have
dementia have the potential to be affected
by this deficient practice.

3. Corrective Measures Put Into Place to
Ensure This Deficiency Will Not Recur:

The environmental services department
was educated on the safety and storage
of chemical solutions on 07/10/17.

4. Measures to be Implemented to
Monitor the Plan of Correction.
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environmental/laundry services manager (#9)
reported the two main doors of the facility
triggered the wanderguard system. The
remaining six fire doors were connected to the
call light system. He reported the call light system
would alarm as long as the fire door remained
open. He also confirmed staff would not be able
to hear the alarm if they were working in a
resident's room and would have no way of
determining if the alarm was triggered for
assistance with cares or an elopement. When
asked if he assessed the wanderguard system
after each elopement, he stated, "No, I'm not
sure what the nurses do when he gets out."
*05/31/17 at 9:00 a.m., a licensed practical
nurse (LPN) (#6) reported, "We don't have a
documentation process for eloping. If the nurse is
unable to identify where he's supposed to be,
[she should] scout around in/outside the building,
the [start an] elopement drill. If he got outside,
[the nurse] will check the wanderguard. If he
returned, [they] would know whether the alarm is
working. [The nurse would] document in the
nurses notes. . . . physician's memo, and [reach
the] family by phone, each time."

*06/07/17 at 11:07 a.m., the managerial nurse
(#2) indicated she was directed not to address
"elopement" as part of the yearly staff education.

The facility failed to develop effective
interventions to prevent Resident #1 from eloping
from the building, placing him at high risk of
injury. Even though the facility was aware
Resident #1 posed an significant elopement risk,
they failed to:

* Have a policy in place that addressed what
steps that could be taken to prevent futher
incidents of elopement from occurring.
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The Environmental Services Director or
designee will begin to monitor the storage
of the chemicals at the facility starting
07/10/17. The Environmental Services
Director will report the findings to the
quarterly QA Committee.

Monitor: Storage of Chemicals
Weekly x4 weeks, then;

Monthly x3 months, then;

Quarterly x3 quarter for one year post
survey.

5. The Expected Date for compliance for
this deficiency.

The expected time frame for compliance
with this deficiency will be on 07/21/2017.

Resident Smoking

1. Corrective action for Residents Found
to be affected by this Deficiency:

Resident #15, and #33 were provided a
closed metal ashtray to put out their
cigarette butts.

2. Corrective Action for All Other
Residents that May be Affected by this
Deficiency:

All residents that have smoking privileges
have the potential to be affected by this
deficient practice.

3. Corrective Measures Put Into Place to
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* Develop a care plan addressing elopement, and Ensure This Deficiency Will Not Recur:
identify new interventions when previous ones
were ineffective. The Environmental Services Director or
* Complete incident reports each time Resident their designee will ensure that the metal
#1 eloped from the facility. ash tray is within the allotted distance set
* Have a functional alarm system for the in place by the state smoking regulations.
remaining six fire doors, that would alert staff of a The Environmental services director was
possible elopement. educated on 07/10/17 regarding the
* Assess the wanderguard system each time importance of providing a safe smoking
Resident #1 eloped from the facility. area for the residents.
* Have a documentation process in place for
incidents of elopement. 4. Measures to be Implemented to
* Provide yearly staff education regarding Monitor the Plan of Correction.
elopement.
The environmental services director or
Resident #1 was transferred to another health designee will ensure that the smoking
care facility, with a locked unit, on 05/31/17. area meets the appropriate ND Health
Guidelines. The environmental services
THIS IS AREPEAT DEFICIENCY FROM THE director will report the findings to the
SURVEY CONDUCTED ON 10/29/15 and quarterly QA Committee.
10/27/16.
Monitor:
TRANSFER ASSISTANCE AND EQUIPMENT Weekly x4 weeks, then;
Monthly x3 months, then;
2. Based on observation, record review, review of Quarterly x3 quarters for one years post
facility policy and certified nursing assistant survey.
(CNA) orientation packets, and staff interview,
the facility failed to ensure each resident received 5. The Expected Date for compliance for
adequate supervision and assistive devices to this deficiency.
prevent accidents for 2 of 2 sampled residents
(Resident #11 and #36) observed utilizing a The expected time frame for compliance
(swivel) disc during transfers/transport. Failure of with this deficiency will be on 07/21/2017.

staff to clarify Resident #11's non-weight bearing
status, placed her at risk for further injury to her
fractured leg. Failure to ensure the appropriate
amount of assistance and proper use of a
(swivel) disc and/or wheelchair foot pedals during
transfers/transport placed Resident #11 and #36
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at risk for falls with/without injury.
Findings include:

The facility's policy titled "Transfer Activities"
occurred 06/01/17. This policy, dated 05/12/09,
stated, ". . . TRANSFER . .. RESIDENT UNABLE
TO ASSIST . . . Obtain equipment . . . Obtain
assistance . . . if necessary, for safe transfer. . . ."

Review of the facility's "CNA Orientation" packet
occurred on 06/07/17. This undated packet
stated, ". . . When you are propelling a resident in
a wheelchair, the foot pedals must always be on
the wheelchair. . . ."

- Observations showed the following:

*06/01/17 at 10:30 a.m., a licensed practical
nurse (LPN) (#6) and CNA (#11) pivoted
Resident #11 (with an immobilizer to her right
lower extremity) in/out of a recliner/wheelchair
and on/off of a toilet, and assisted her to stand
(bearing weight on her injured leg) utilizing a gait
belt. The staff members (#6 and #11) provided
one-person assistance during two transfers and
two-person assistance during the remaining two
transfers.

* 06/05/17 at 9:50 a.m., a certified nursing
assistant (CNA) (#5) pivoted Resident #11 (with
an immobilizer to her right lower extremity) in/out
of a recliner/wheelchair and on/off of a toilet and
assisted her to stand (bearing weight on her
injured leg) utilizing a gait belt. The CNA (#5)
then transported Resident #11 back to the
common area in her wheelchair without utilizing
her foot pedals (located in the back behind her
wheelchair). During the transport, Resident #11's
feet brushed along the floor, making an audible
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noise.

* 06/05/17 at 11:25 a.m., a CNA (#26) assisted
Resident #11 (with an immobilizer to her right
lower extremity) to stand (bearing weight on her
injured leg) utilizing a gait belt and pivot into her
wheelchair utilizing a gait belt and (swivel) disc.
* 06/05/17 at 1:45 p.m., Resident #11
self-propelled her wheelchair with her left foot.
Her right foot (in an immobilizer) brushed along
the floor.

During an interview on 06/05/17 at 12:03 p.m.,
when asked questions pertaining to Resident
#11's current weight bearing status during
transfers, a physical therapist (#27) stated, "To
my knowledge, she is transferring with a [swivel]
disc, [and is] still non-weight bearing. When | saw
her . . . she was not able to maintain weight
bearing, and was at risk of further injury. . . . [a
one person assist or pivot without the disc] It is
not appropriate." When asked questions
regarding transport, the therapist (#27) stated,
"At least that leg, the one with the immobilizer,
should have a foot pedal.”

Resident #11's medical record, reviewed on all
days of survey, identified diagnoses including a
history of falls with a non-displaced right knee
fracture. The significant change Minimum Data
Set (MDS), dated 03/10/17, identified intact
cognition and total assistance from one or more
persons for transfers and locomotion on/off unit.

Resident #11's current care plan identified her as
"non-weight bearing for 6 weeks [March 11-April
22, 2017], knee immobilizer on at all times . . .
self transfer, take herself to the bathroom at
times. . . . using a gait belt and her FWW
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[front-wheeled walker] . . . Resident to use tranfer
disc and assist 2 [two] while [sic] bathroom
transfers. . . . Resident requires only 1 assist with
transfers from w/c [wheelchair]/bed [with] use of
transfer disc. . . ."

The facility failed to provide staff with clear
direction on how to safely transfer Resident #11,
placing Resident #11 at risk for further injury to
her fractured leg and at risk of falls with/without

injury.

- Observations on 06/05/17 at 11:15 a.m. and on
06/06/17 at 9:30 a.m., showed a CNA (#4)
pivoted Resident #36 into her wheelchair utilizing
a gait belt and (swivel) disc.

During an interview on 06/07/17 at 11:31 a.m.,
when asked questions pertaining to Resident
#36's current transfer status, the managerial
nurse (#2) replied, "l don't know how she is
transferred."

Resident #36's medical record, reviewed on June
4-7, 2017, identified the admitting nurse "directed
staff to use [a] hoyer [full body] lift for resident
safety [and] comfort," secondary to her fractured
right rib at the time of admission on 05/19/17.
The interim care plan, written on the day of admit,
directed staff to utilize a "[stand] lift for tranfers."

The facility failed to provide staff with clear
direction on how to safely transfer Resident #36,
placing Resident #36 at risk of falls with/without

injury.

During an interview on 05/31/17 at 9:00 a.m., a
managerial nurse (#2) confirmed staff "should be
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updating [the residents'] care plans," thereby
providing staff with direction on how to safely
transfer each resident.

CHEMICAL STORAGE

3. Based on observation, review of facility policy,
review of product labels, and staff interview, the
facility failed to maintain an environment free of
hazardous chemicals on 7 of 7 days of survey
(May 30-June 7, 2017). This practice placed
residents with dementia/wandering behaviors at
risk of exposure to hazardous chemicals.

Findings include:

Review of the facility job description titled
"Housekeeping/Laundry Worker" occurred on
06/05/17. The job description, dated September
2015, stated, ". . . Follow established safety
precautions when . . . using . . . supplies. . . .
Assure that . . . supplies . . . are properly stored
at all times . . ."

The facility identified four residents with
dementia/wandering behaviors. Observations
throughout the survey showed these residents
wandering throughout the facility. Observations
also showed residents walking/sitting in the
Restorative Therapy area unattended.

During an interview on 06/07/17 at 10:15 a.m.,
staff member (DD) voiced her concerns
regarding demented/wandering residents having
access to chemicals stored in the Restorative
Therapy Area.

Observation on 06/07/17 at 10:20 a.m., showed
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four light-weight, plastic containers draining into a
dispenser attached to the washing machine on
the other side of the wall. The plastic containers
were easily accessible, and contained the
following chemicals:

* Solid Navi Soft Concentrated Laundry Softener
* Solid Stain A Way Super Concentrated Laundry
Destainer

* Solid Oral Surge Super Concentrated Solid
Laundry Detergent with Power Boost

* Low Temp (Temperature) Laundry Solid Sour

The product labels stated the following:

* Solid Navi Soft Concentrated Laundry Softener
-".. . harmful if swallowed . . . causes severe
skin damage and eye damage . . ."

* Solid Stain A Way Super Concentrated Laundry
Destainer - ". . . harmful if swallowed . . . causes
serious eye irritation . . ."

* Solid Oral Surge Super Concentrated Solid
Laundry Detergent with Power Boost - ". . .
causes severe skin burns and eye damage . . ."
* Low Temp (Temperature) Laundry Solid Sour -
". .. causes serious eye damage . . ."

On 06/07/17 at 10:30 a.m., the
environmental/laundry services manager (#9)
confirmed, "They [the chemicals] need to be
contained."

RESIDENT SMOKING

4. Based on observation, review of the 2012 Life
Safety Code, facility policy, and staff interview,
the facility failed to provide a safe environment in
1 of 1 designated smoking area (patio outside the
East wing). Failure to provide a covered ashtray
and metal containers for disposal of ashes
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placed residents at risk of an injury while
smoking.

Findings include:

Review of the 2012 Life Safety Code regulations
occurred on 06/05/17. The regulations stated,
"Smoking Regulations . . . Ashtrays of
noncombustible material and safe design shall be
provided in all areas where smoking is permitted.
. .. Metal containers with self-closed cover
devices into which ashtrays can be emptied shall
be readily available in all areas where smoking is
permitted. . . ."

Review of the facility policy titled "Smoking"
occurred 06/01/17. This policy, dated 05/24/17,
stated, "Residents . . . are allowed to smoke
outside under the canopy on the East side of the
building where ashtrays of noncombustible
material and safe design will be provided. . .."

- Observation on 05/31/17 at 8:05 a.m., showed
Resident #15 seated outside in the designated
smoking area using an uncovered ceramic bowl
as an ashtray. Observation showed no covered
ashtray or metal container for disposing of ashes
available in the smoking area.

- Observation on 05/31/17 at 1:40 p.m., showed
Resident #33 seated outside in the designated
smoking area. When finished, the resident placed
the end of the lit cigarette into the ceramic bowl
and walked back into the facility.

- Observation of the designated smoking area
occurred on 06/07/17 at 1:15 p.m. with the
environmental manager (#9). The manager (#9)
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confirmed the ash tray did not meet current Life
Safety Code requirements.

The facility failed to provide a covered ash tray

and metal container for disposal of cigarette butts

and ashes in accordance with current Life Safety

Code requirements. This failure placed residents

smoking in the designated area at risk for injury.
F 353 483.35(a)(1)-(4) SUFFICIENT 24-HR NURSING F 353 712117
SS=F STAFF PER CARE PLANS

483.35 Nursing Services

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

[As linked to Facility Assessment, §483.70(e), will
be implemented beginning November 28, 2017
(Phase 2)]

(a) Sufficient Staff.

(a)(1) The facility must provide services by
sufficient numbers of each of the following types
of personnel on a 24-hour basis to provide
nursing care to all residents in accordance with
resident care plans:

(i) Except when waived under paragraph (e) of
this section, licensed nurses; and
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(ii) Other nursing personnel, including but not
limited to nurse aides.

(a)(2) Except when waived under paragraph (e)
of this section, the facility must designate a
licensed nurse to serve as a charge nurse on
each tour of duty.

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

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

This REQUIREMENT is not met as evidenced
by:

Based on information provided by the
complainants, observation, record review, and
staff, resident, and family interview, the facility
failed to provide sufficient nursing staff, with the
appropriate competencies and skills to provide
nursing related services to maintain the highest
practicable physical and psychosocial well-being
for 2 of 2 resident units (East and West wings) as
evidenced by the facility's noncompliance with
483.12(a) Freedom from Physical and Chemical
Restraints; 483.10(a)(1) and (e)(3) Respect and
Dignity; 483.40(d) Medically-related Social
Services; 483.24(a)(2) Activities of Daily Living;
483.25(e) Incontinence; and 483.25(d) Accidents.

Findings include:

Information provided by the complainants
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1. Corrective action for Residents Found
to be affected by this Deficiency:

The facility will ensure adequate numbers
of CNA and licensed staff per shift to
meet the residents' need.

2. Corrective Action for All Other
Residents that May be Affected by this
Deficiency:

All residents have the potential to be
affected by the lack of sufficient staff to
meet the residents' needs.

The employee performance reviews were
completed by the previous DON before
resigning her position.
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indicated the facility lacked the adequate number
of staff required to meet the residents' needs, 3. Corrective Measures Put Into Place to
which resulted in the residents' being neglected. Ensure This Deficiency Will Not Recur:
The facility's failure to meet the above referenced Areas listed in this deficiency F221, F241,
requirements identified a lack of competent F246, F250, F280, F310, F312, F315,
nursing staff to provide resident with nursing and and F323 have been covered as part of
related services, indicating widespread education throughout the plan of
non-compliance with the following regulations: correction.
F221 Physical Restraints Employee performance reviews were in
F241 Dignity HR at Hospital as that is where employee
F246 Accommodation of Needs files are housed. Annual competency
F250 Medically-related Social Services education was performed on 06/12/17
F280 Review and Revise Care Plan and 06/15/17 by contracted education
F310 Activities of Daily Living (ADLs) agency.
F312 Assist with ADLs
F315 Urinary Incontinence/Urinary Tract The scheduler will ensure that there is
Infections adequate licensed staff on to meet the
F323 Accidents and Supervision resident's needs and inform the DON if

more staffing is needed for a shift.
Random interviews identified the following:

*05/30/17 at 10:00 a.m., family member B stated A daily clinic huddle was implemented on
the facility is often short staffed, especially on the 07/05/17 in an effort to ensure there is
weekends. adequate staffing for the day.

*05/30/17 at 10:05 a.m., Resident K stated there

was "not enough help" and "the poor girls are run The facility will submit by COB 07/14/17 a
ragged." staffing schedule for next month which
*05/30/17 at 10:15 a.m., the facility's consultant will identify DON, RN, LPN, CNA and
(#14) reported the facility "[We] need to grow CMA coverage to meet current resident
[our] team." needs.

*05/30/17 at 10:40 a.m., Resident A, stated the

facility is short staffed because several staff have The facility will assess all residents on an
recently resigned. ongoing basis and schedule sufficient
*05/31/17 at 8:15 a.m., Resident L stated staff nursing staff to meet the resident needs.
"take their time in answering [call lights], but

they're so short of staff. You have to wait your 4. Measures to be Implemented to

turn and eventually they get to you." Monitor the Plan of Correction.

*06/01/17 at 8:45 a.m., a staff member BB stated
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no showers will be given this week because there The DON will ensure adequate nursing
aren't enough staff. staff (DON, RN, LPN, CNA, and CMA) for
*06/04/17 at 2:31 p.m., Resident O stated, each shift to meet resident needs. The
"[There] isn't enough staff." facility will develop a system to ensure
* 06/05/17 at 10:50 a.m., a staff member CC timely competency & performance
reported the facility did not have a bath aide, and evaluations.
there were no staff members available to provide
those services. The Administrator or designee will send to
* 06/06/17 at 9:40 a.m., family member P asked, the State Health Department a copy of
"Why are they so short staffed?" the DON, RN, LPN, CMA, and CNA
schedule for three months from August 13
Review of staff education records occurred on - October 12, 2017.
June 5-7, 2017 and identified the facility failed to
complete annual performance reviews for nurse The DON or designee will monitor for
aides and to provide in-service training based on competency education for licensed staff
the reviews and failed to ensure that nurse aides starting on 07/10/17. The DON will
were able to demonstrate competency in skills monitor daily staffing to ensure adequate
necessary to care for residents. Refer to F497 numbers of CNA's and licensed staff to
and F498 meet the residents' needs. The DON or
designee will report their findings at the
quarterly QA Committee meeting.
Monitor: Licensed Staff Competency
Weekly x3 weeks, then;
Monthly x3 months, then;
Quarterly x3 quarters for one year post
survey.
5. The Expected Date for compliance for
this deficiency.
The expected time frame for compliance
with this deficiency will be on 07/21/2017.
F 354 483.35(b)(1)-(3) WAIVER-RN 8 HRS 7 F 354 6/26/17
ss=k DAYS/WK, FULL-TIME DON

(1) Except when waived under paragraph (e) or
(f) of this section, the facility must use the
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services of a registered nurse for at least 8
consecutive hours a day, 7 days a week.

(2) Except when waived under paragraph (e) or
(f) of this section, the facility must designate a
registered nurse to serve as the director of
nursing on a full time basis.

nurse only when the facility has an average daily
occupancy of 60 or fewer residents.

This REQUIREMENT is not met as evidenced
by:

During the complaint survey on May 30-June 7,
2017, the team determined a potential Immediate
Jeopardy (IJ) situation existed. The IJ resulted
from lack of Director of Nursing (DON) coverage
from May 1-June 5, 2017 and Registered Nurse
(RN) coverage from June 1-5, 2017.

After observation, record review, and
interview with facility staff, the survey team met
on 06/05/17 at 9:45 a.m. and determined
corrective action needed to occur.

At 10:00 a.m., the team contacted the
managerial staff at the State Agency (SA) to
report the findings and to discuss the potential |J
situation.

At 10:10 a.m., the survey team notified the
facility administrator of the IJ and that they must
develop a plan for abatement.

At 2:15 p.m., observation and interview of an
RN confirmed the nurse arrived at the facility on
06/05/17 at 1:15 p.m. and would provide RN
coverage until 9:15 p.m.

At 3:00 p.m. the survey team notified the
chief executive officer (CEO) of the facility of the
IJ and that they must develop a plan for
abatement.

(3) The director of nursing may serve as a charge
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1. Corrective action taken for compliance
with the IJ F-354 Tag.

The facility was able to provide RN
coverage on 06/05/17 for 8 hours. The
facility was also able to provide to the
surveyors present that there was
adequate RN Coverage for the next two
weeks form 06/05/17 - 06/20/17.

On 06/05/17 A RN from SD who has a
compacted license worked the floor from
1:15 PM to 9:15 PM.

Starting on 06/06/17 [and going through
06/13/17 An agency RN with Free Star
Staffing out of Watertown SD, was RN
coverage.

From 06/14/17 through(1 06/20/17 An
agency RN with Guardian Health Care
Staffing Agency that is out of Nebraska
will be RN coverage.

2. We had an interview on 06/12/17 with a
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On 06/06/17 at 12:45 p.m., the facility
provided a written plan of abatement for the IJ.
The team reviewed and rejected the plan.

At 2:00 p.m., the facility provided a revised
written plan of abatement for the 1J for DON
coverage. The team reviewed and accepted the
plan regarding DON and RN coverage after
requesting and receiving two additional revisions.
The team was unable to abate the portion of the
IJ regarding DON coverage while on site, as the
plan showed the facility will not have a full time
DON until 06/15/17, at the earliest.

On 06/19/17 at 9:15 a.m. the North Dakota
Department of Health, Division of Health
Facilities conducted an on-site review which
identified the facility remained without a Director
of Nursing.

An interview with the Administrator (#1)
occurred on 06/19/17 at 9:35 a.m. and identified
an interim DON had planned to assume the
position on 06/19/17, but sustained an injury over
the weekend and would not be present at the
facility until 06/21/17.

Review of the facility's current nursing
schedule occurred on 06/19/17 and identified the
interim DON scheduled to begin work on
06/21/17 and would provide RN coverage from
June 21-24 and 26-30, 2017.

Review of the nursing schedule identified
lack of RN coverage on 07/01/17 and showed a
travel RN scheduled to provide RN coverage as
follows:

*06/19/17: from 6 p.m. to 12 a.m. (6 hours)
*06/20/17: from 12 a.m. to 6:30 a.m. (6.5 hours)
* 06/25/17: from 12 a.m. to 6:30 a.m. (6.5 hours)

Based on the absence of a full time Director

potential interim DON from SD who is
employed by Dakota Travel Nurse out of
Mandan. This individual has a compact
license that is good in ND. With the hiring
of this individual, it should suffice for RN
and DON coverage regulations.

That individual will be the facilities Interim
DON starting 06/21/17. This is in
compliance with State and Federal
regulations regarding RN/DON coverage.

We will continue working with our agency
staffing companies to help fill the need for
a DON/RN until the time that a suitable
DON/RN is hired full time by Western
Horizons Living Centers.

3. The Administrator will conduct audits
daily until a RN/DON is in place, then
weekly for 4 weeks and then monthly until
the RN/DON staffing crisis is resolved.

4. The Administrator will present these
audits at the QA meetings for review and
recommendations. These Audits will
begin on 06/05/2017.

5. The expected compliance date for this
IJ deficiency will be 06/26/2017.
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of Nursing and lack of eight consecutive hours of
RN coverage on 06/19/17, 06/20/17, 06/25/17
and 07/01/17 the Immediate Jeopardy remained
unabated.
F 407 483.65(b) REHAB SVCS - PHYSICIAN F 407 712117

SS=D

ORDER/QUALIFIED PERSON

(b) Qualifications. Specialized rehabilitative
services must be provided under the written order
of a physician by qualified personnel.

This REQUIREMENT is not met as evidenced
by:

Based on observation, record review, review of a
facility job description, and staff interview, the
facility failed to ensure that the rehabilitative
services were provided by qualified personnel to
maximize potential outcomes for 1 of 1 sampled
resident (Resident #11) identified as having been
assessed by a physical therapy assistant. Failure
to ensure a licensed physical therapist
assessed/made recommendations regarding
Resident #11's transfer/transport status placed
her at risk for further injury to her fractured leg.

Findings include:

Review of the job description for "Physical
Therapist Assistant" occurred on 06/07/17. The
job description, dated 09/01/00, stated, ". ..
Perform treatment procedures predetermined for
each patient by and under the supervision of the
Restorative Nurse or licensed PT (Physical
Therapist) . . ."

Observations on 06/05/17 at 11:25 a.m., showed
a CNA (#26) assisted Resident #11 (with an
immobilizer to her right lower extremity) to pivot
into her wheelchair utilizing a gait belt and

1. Corrective action for Residents Found
to be affected by this Deficiency:

Resident #11 had an evaluation by a
qualified therapist on 06/14/17.

2. Corrective Action for All Other
Residents that May be Affected by this
Deficiency:

All residents that are receiving any
therapies have the potential to be affected
by this deficient practice.

3. Corrective Measures Put Into Place to
Ensure This Deficiency Will Not Recur:

The licensed staff were educated on
07/05/17 to ensure that PT/OT be
consulted to assess and identify the
appropriate treatment and/or interventions
to meet the resident's needs.

4. Measures to be Implemented to
Monitor the Plan of Correction.
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(swivel) disc.

Resident #11's medical record, reviewed on all
days of survey, identified diagnoses including a
history of falls with a non-displaced, right knee
fracture. The significant change Minimum Data
Set (MDS), dated 03/10/17, identified intact
cognition and total assistance from one or
persons for transfers and locomotion on/off unit.

Resident #11's current care plan identified, ". . .
Resident to use transfer disc and assist 2 [two]
while [sic] bathroom transfers. . . . Resident
requires only 1 assist with transfers from w/c
[wheelchair]/bed [with] use of transfer disc. . . ."

During an interview on 06/01/17 at 10:40 a.m.,
when asked questions regarding Resident #11's
current weight bearing status during transfers, a
physical therapy assistant (#13) stated, "l
recommended a pivot disc. | did not discontinue
the (swivel) disc." She explained, "[| was] asked
to check transfers," so she "[wrote] for transfer
[with] one assist and transfer disc, two persons
[with] toilet transfer [and] transfer disc."

During an interview on 06/05/17 at 12:03 p.m.,
when asked if assessing a resident's
transfer/transport status would fall under the
scope of a physical therapy assistant, a physical
therapist (#27) stated, "No, not to assess, that is
the Physical Therapist's job."

The facility failed to ensure a licensed physical
therapist assessed/made recommendations
regarding Resident #11's transfer/transport
status, placing her at risk of further injury to her
fractured leg.
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The DON or their designee will start to
monitor on 07/10/17 to ensure referrals
are being made to the licensed therapist,
OT, PT, and ST assessments are being
completed in a timely manner, and the
recommendations are being
communicated to all direct care staff.

Monitor: PT/OT Evaluations

Weekly x4 weeks, then;

Monthly x3 months, then;

Quarterly x3 quarters for one year post
survey.

5. The Expected Date for compliance for
this deficiency.

The expected time frame for compliance
with this deficiency will be on 07/21/2017.
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Ss=g LABEL/STORE DRUGS & BIOLOGICALS

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

(a) Procedures. A facility must provide
pharmaceutical services (including procedures
that assure the accurate acquiring, receiving,
dispensing, and administering of all drugs and
biologicals) to meet the needs of each resident.

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

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

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

(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.

(h) Storage of Drugs and Biologicals.
(1) In accordance with State and Federal laws,
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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.

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

This REQUIREMENT is not met as evidenced
by:

Based on observation, review of a facility
document, and staff interview, the facility failed to
ensure staff allowed only authorized personnel
access to medications during 3 of 7 days of
survey (May 30-June 1, 2017). Failure to secure
medications placed wandering residents
(Resident #1 and #32) at risk of gaining access
to potentially harmful medications.

Findings include:

Review of the facility document "Agency Nurse
Orientation" occurred on 06/01/17. The undated
document stated, ". . . Med [medication] carts
and the med room doors are to be locked when
the nurse/CMA [Certified Medication Assistant]
aren't in med room, or standing at the cart. . . ."

Observations showed the following:

* 05/30/17 at 4:35 p.m., an agency nurse (#7)
removed the following medications from the
medication cart and placed them on top of the

1. Corrective action for Residents Found
to be affected by this Deficiency:

Resident #1, and #36 were discharged
from the facility. Resident #32's
medication are stored in a secure
manner.

2. Corrective Action for All Other
Residents that May be Affected by this
Deficiency:

All residents who wander, have dementia,
have the potential to be affected by this
deficient practice.

3. Corrective Measures Put Into Place to
Ensure This Deficiency Will Not Recur:

All nursing staff that handle medication
administration were educated on 07/05/17
regarding proper medication
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cart located in the West wing dining room:

* acetaminophen (an analgesic) 500
milligrams (mg) - bottle of 1000 tablets

* acetaminophen 325 mg - bottle of 1000
tablets

* docusate sodium with senna (a stool
softener) bottle of 1000 capsules

* calcium carbonate (an antacid) 500 mg -
bottle of 150 tablets

* calcium with magnesium 600 mg - bottle of
60 tablets

* vitamin C 500 mg - bottle of 100 tablets
The nurse (#7) left the above medications on the
cart while she performed blood glucose
monitoring in resident rooms. Observation
showed the nurse left the cart unattended (up to
12 minutes at a time) with the medications on the
cart, went to a resident's room, returned to the
cart, charted information, and then left/returned
several more times over an approximate 55
minute period.
During the time the nurse left the cart
unattended, two severely demented, wandering
residents (#1 and #32) remained unsupervised in
the dining room. Resident #1 sat behind the
nurses' station, approximately 5 feet from the
cart, and Resident #32 wandered about the
dining room. At one point, Resident #32 stood
near the cart and Family Member U directed her
away from the medications. Minutes later, the
resident re-approached the cart, leaned against
it, and initiated a conversation with a member of
the survey team by stating, "I'm always getting
mixed up." No staff members were present in the
dining room at the time.
* At 4:47 p.m., the nurse returned to the cart, and
again, turned and left the cart unattended, this
time with a medication cup containing one pill on
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management/storage of residents'
medications. A Security of Medication
policy was created and reviewed by all
nursing staff that handle medication
administration on 07/05/17.

4. Measures to be Implemented to
Monitor the Plan of Correction.

The DON or designee will monitor the
security of medications starting the week
of 07/10/17. The DON will report the
findings of the audit to the QA Committee
on a quarterly basis.

Monitor: Security of Medication
Weekly x4 weeks, then;

Monthly x3 months, then;

Quarterly x3 quarters for one year post
survey.

5. The Expected Date for compliance for
this deficiency.

The expected time frame for compliance
with this deficiency will be on 07/21/2017.
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top of a powder substance on the cart in addition
to the above identified medications.

* At 5:30 p.m., six bottles of medication and a
medication administration record (MAR) laid
open on top of the unattended medication cart
located in the West wing dining room. An
administrative staff member (#1) walked through
the dining room, observed the open MAR, and
closed it; leaving the six bottles of medication on
the cart.

*06/01/17 at 1:00 p.m., a facility staff person
(AA) approached a member of the surveyor team
with her hand held out, showed the surveyor a
small, round, white pill (labeled AN627), and
stated, "[Resident #36's] been complaining of
pain. | found a pill on the floor next to [Resident
#36's] nightstand. | think it's a Tramadol pill [a
pain medication]." The survey team confirmed
the pill was Tramadol.

* On the afternoon of 06/06/17, the survey team
shared their concerns regarding unsecured
medications with the facility.

*06/07/17 at 9:22 a.m., an inhaler laid on top of
the unattended medication cart located in the
West wing dining room. During this time
observation showed, a severely demented
wandering resident (#32) remained unsupervised
in the dining room. A member of the survey team
removed the inhaler from the cart, gaveitto a
facility nurse, and explained her observation.

Failure to secure medications placed Resident

#1, #32, and #36 at risk of gaining access to

potentially harmful medications.
F 441 483.80(a)(1)(2)(4)(e)(f) INFECTION CONTROL, F 441 7121117
ss=E PREVENT SPREAD, LINENS
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(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:

(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 (facility assessment
implementation is Phase 2);

(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
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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.

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

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

(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:
THIS IS AREPEAT DEFICIENCY FROM THE Hand Hygiene
SURVEY CONDUCTED ON 10/27/16.
1. Corrective action for Residents Found

HAND HYGIENE to be affected by this Deficiency:

1. Based on observation, record review and Direct care staff will complete proper
review of facility policy, facility staff failed to hand hygiene after performing resident
follow standard infection control practices for 5 of #3, #4, #11, #13, and #34's perineal

6 sampled residents (Resident #3, #4, #11, #13, cares.

and #34) observed during toileting/perineal

cares. Failure to follow infection control practices 2. Corrective Action for All Other
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while providing toileting/perineal cares has the
potential to cause/spread infection.

Findings include:

Review of the facility policy titled "Hand Hygiene"
occurred on 06/01/17. This policy, dated
12/14/09, stated, ". . . When to wash your hands
with soap and water: . . . Before and after
assisting a resident with toileting. . . . When to
use hand sanitizer: . . . Before and after resident
contact . . . Before and after assisting a resident
with personal care . . . Upon and after coming in
contact with a resident's intact skin . . . After
removing gloves . . ."

Observations identified the following:
*05/31/17 at 8:35 a.m., two Certified Nursing
Assistants (CNAs) (#5 and #12) assisted
Resident #13 with toileting. After Resident #13
used the commode, the CNA (#12) completed
perineal cares, adjusted the resident's clothing,
and removed her gloves. The CNA then exited
the room without performing hand hygiene.
*05/31/17 at 9:05 a.m., two CNAs (#5 & #12)
assisted Resident #4 with toileting in the central
bath area. The CNA (#12) completed perineal
cares, adjusted Resident #4's clothing,
transferred her to the wheel chair, and removed
her gloves. The CNA (#12) then transported
Resident #4 to the common area. She failed to
perform hand hygiene after completing perineal
cares and prior to completing additional tasks
and exiting the bathroom.

*06/01/17 at 7:45 a.m., a CNA (#4) assisted
Resident #3 to the bathroom. The CNA (#4)
completed perineal cares, adjusted Resident #3's
clothing, transferred her to the recliner, and

Residents that May be Affected by this
Deficiency:

All residents have the potential to be
affected by this deficient practice.

3. Corrective Measures Put Into Place to
Ensure This Deficiency Will Not Recur:

A Hand Hygiene Policy was updated and
reviewed with all staff on 07/05/17.

4. Measures to be Implemented to
Monitor the Plan of Correction.

Monitoring to ensure appropriate use of
hand hygiene will start the week of
7/10/2017. The DON or designee shall
monitor and report to the quality
committee as follows:

Monitor: Hand Hygiene

Weekly x4 weeks, then;

Monthly x3 months, then;

Quarterly x3 quarters for one year post
survey.

5. The Expected Date for compliance for
this deficiency.

The expected time frame for compliance
with this deficiency will be on 07/21/2017.

Isolation Precautions

1. Corrective action for Residents Found
to be affected by this Deficiency:
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removed her gloves. The CNA (#4) failed to
perform hand hygiene after completing perineal
cares and prior to completing additional tasks,
including prepping the resident's breakfast tray.
*06/01/17 at 8:30 a.m., a CNA (#5) and physical
therapy assistant (#13) assisted Resident #13 to
the commode. After Resident #13 used the
commode, the CNA (#5) completed perineal
cares, adjusted her clothing, and removed her
gloves. The CNA (#5) then offered Resident #13
a drink of water, completed additional cares, and
exited the room, without performing hand
hygiene.

*06/01/17 at 1:00 p.m., a CNA (#4) assisted
Resident #3 to the bathroom. The CNA (#4)
completed perineal cares, adjusted Resident #3's
clothing, transferred her to the recliner, and
removed her gloves. Without performing hand
hygiene, the CNA (#4) transferred Resident #3 to
her recliner and exited the room.

*06/05/17 at 8:19 a.m., a CNA (#8) assisted
Resident #34 with toileting. The CNA (#8)
completed perineal cares, adjusted Resident
#34's clothing, and removed her gloves. Without
performing hand hygiene, the CNA (#8)
transferred Resident #34 to her wheel chair,
assisted the resident to wash her hands, and
transported her to the common area.

* 06/05/17 at 9:50 a.m., two CNAs (#5 and #8)
assisted Resident #11 with toileting. One of the
CNAs (#5) completed perineal cares, adjusted
Resident #11's clothing, and removed her gloves.
Then both CNAs (#5 and #8) transferred
Resident #11 into her wheelchair. Without
performing hand hygiene, one CNA (#5)
completed additional tasks in the bathroom, as
the other CNA (#8) transported the resident to
the common area.

The resident has been removed from
isolation since the surveyors were here.

2. Corrective Action for All Other
Residents that May be Affected by this
Deficiency:

All residents who have an infection have
the potential to be affected by this
deficient practice.

3. Corrective Measures Put Into Place to
Ensure This Deficiency Will Not Recur:

All staff were educated on 07/05/17 the
importance of isolation precautions being
visible on the residents doors and to
contact the DON if they were not there.
The isolation Precautions policy was
updated and reviewed by all staff on
07/08/17.

4. Measures to be Implemented to
Monitor the Plan of Correction.

The DON or designee will monitor to
ensure compliance with isolation
precautions will start the week of
07/10/17. The DON or designee shall
monitor and report to the quality
committee as follows:

Monitor: Isolation Precautions

Weekly x4 weeks, then;

Monthly x3 months, then;

Quarterly x3 quarters for one year post
survey.
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*06/05/17 at 11:25 a.m., two CNAs (#8 and #26)
assisted Resident #11 with toileting. One of the
CNAs (#8) completed perineal cares, adjusted

Resident #11's clothing, and removed her gloves.

Then both CNAs (#8 and #26) transferred
Resident #11 into her wheelchair. Without
performing hand hygiene, one CNA (#8)
transported the resident to the dining room,
poured a glass of water, handed the glass to the
resident, and exited the dining room.

ISOLATION PRECAUTIONS

2. Based on information provided by the
complainant, observation, review of facility
procedure, and staff interviews, the facility failed
to follow infection control practices for 1 of 1
sampled resident (Resident #16) with isolation
precautions. Failure to educate staff on infection
control practices for a resident in isolation may
result in spreading infections to residents, staff,
and visitors.

Findings include:

Information provided by the complainant
indicated the facility failed to provide staff
orientation/education regarding infection control
practices, including isolation precautions.

Review of facility policy "Procedure for Isolation:
Initiation of Isolation Precautions" occurred on
06/01/17. This undated procedure, stated, ". . .
Inform staff members of the need for Isolation
Precautions. Explain procedures that must be
initiated and maintained. Provide education as
appropriate. . . . Obtain appropriate signage and
post outside the door frame. . . . Ensure that an

5. The Expected Date for compliance for
this deficiency.

The expected time frame for compliance
with this deficiency will be on 07/21/2017.

Soiled Linen

1. Corrective action for Residents Found
to be affected by this Deficiency:

Soiled linen is now properly stored as per
facility policy.

2. Corrective Action for All Other
Residents that May be Affected by this
Deficiency:

All residents/staff exposed to soiled linen
may be affected by this deficient practice.

3. Corrective Measures Put Into Place to
Ensure This Deficiency Will Not Recur:

All staff were educated on 07/05/17 for
the proper disposal of the linen in the
linen carts.

The facility has purchased additional linen
carts to help alleviate overflow of the linen
bags. The facility ahs also purchased
trash cans with lids for each of the closets
so that staff are able to dispose of the
trash. The facility has also purchased
additional linen carts for each of the bath
houses and two smaller carts for soiled
napkins.
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appropriate linen barrel/hamper and waste
container, with appropriate liner, are placed in or
near the resident's room. . . ."

During an initial walk-through of the facility on
05/30/17 at 10:00 a.m., observation showed an
isolation cart outside the door of Resident #16's
room. Observation showed no signage identifying
the type of isolation or what personal protective
equipment staff and/or visitors should donn
before entering the room.

Review of Resident #16's medical record
occurred May 30-June 01, 2017 and identified
the resident was diagnosed with Methicillin
Resistant Staphylococcus Aureus (MRSA) (an
antibiotic resistant infection) in her urine on
05/20/17.

Observations throughout the survey showed the
isolation cart remained outside Resident #16's
room without signage regarding the type of
isolation and what personal protective equipment
staff/visitors should use.

Random interviews identified the following:
*05/31/17 at 9:00 a.m., a direct care staff
member (AA) stated she had received no
education regarding caring for Resident #16
while in isolation.

*06/01/17 at 8:45 a.m., a direct care staff
member (GG), stated she had received no
education regarding isolation precautions
required when caring for Resident #16.
*06/01/17 at 9:54 a.m., an infection control nurse
(#2), stated she forgot to put up signs for
staff/visitors notifying them of the isolation
precautions.
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4. Measures to be Implemented to
Monitor the Plan of Correction.

Monitoring to ensure compliance with
handling soiled linens will start the week
of 7/17/2017. The DON or environmental
services manager and/or designee shall
monitor and report to the quality
committee as follows:

Monitor: Handling of Soiled Linen
Weekly x4 weeks, then;

Monthly x3 months, then;

Quarterly x3 quarters for one year post
survey.

5. The Expected Date for compliance for
this deficiency.

The expected time frame for compliance
with this deficiency will be on 07/21/2017.
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*06/07/17 at 9:10 a.m., the
environmental/laundry services manager (#9)
stated, "l tell my people . . . to suit up unless told
otherwise . . . to use everything [mask, gloves,
gown]. . . . There should be signage, what if I'm
not here?"

SOILED LINEN

3. Based on observation, review of facility
procedure, and staff interviews, the facility failed
to follow infection control practices for 2 of 2
resident care units (East and West wings).
Failure to follow infection control practices while
transporting soiled linen has the potential to
cause/spread infection.

Findings include:

Review of the facility policy titled "Laundry
Procedure" occurred on 06/07/17. This policy,
revised 09/01/07, stated, ". . . All soiled linen
shall be placed in the plastic bag and placed in
the carts in the soiled linen closets. . . . Laundry
carts in the wings and in the baths should be
covered at all times. . . . Laundry workers will
pick up soiled linen daily. . . ."

Observations throughout the survey showed
several plastic bags containing soiled linen
directly on the floor in the soiled linen closets
and/or overflowing in carts in the central bath
areas. The bags in the soiled linen closets spilled
dirty linens onto the floor.

Random interviews identified the following
information regarding soiled linen:
* On the morning of 06/01/17, after completing
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Resident G's morning cares, the staff member
(AA) stated, "[There are] no bags for [soiled]
laundry. [We] just carry it to the dirty utility room."
*On 06/01/17 at 9:00 a.m., five bags of dirty linen
piled on the floor in the East wing soiled utility
room. Two of the bags remained open and three
of the bags were tied closed. The garbage
container overflowed with bagged garbage and
the cover remained opened. One small roll of
clear linen bags was located on the shelf. The
facility failed to provide a container for the soiled
linen and collect the accumulated soiled linen
and garbage.

*On 06/07/17 at 9:10 a.m., the
environmental/laundry services manager (#9)
stated, "The staff don't bring the carts back to the
linen closets" and that was why the linen bags
piled up on the floors in the utility rooms.

The facility failed to secure the plastic bags
containing soiled linen and failed to place the
bags into carts, cover the carts, and/or pick up
the soiled linen daily.

F 490 483.70 EFFECTIVE

SS=H ADMINISTRATION/RESIDENT WELL-BEING

483.70 Administration.

A facility must be administered in a manner that
enables it to use its resources effectively and
efficiently to attain or maintain the highest
practicable physical, mental, and psychosocial
well-being of each resident.

This REQUIREMENT is not met as evidenced
by:

Based on findings of Immediate Jeopardy under
483.45 Nursing Services and Substandard Care
under 483.24 Quality of Care, review of the North
Dakota Department of Health, Division of Health

F 441

F 490

7121117

1. Corrective action for Residents Found

to be affected by this Deficiency:

The Administrator will ensure 35 hours of
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Facilities Provider Files, review of the DON coverage per week, 8 hours of RN
administrator's job description, and deficiencies coverage per day, and adequate staff to
cited at F497 Regular in-service education and ensure residents are bathed according to
F498 Proficiency of nurse aides, the facility had their individualized care plans, and
not been administered in a manner that enables housekeeping/laundry services are
it to use its resources effectively and efficiently to provided.
attain or maintain the highest practicable
physical, mental, and psychosocial well-being of 2. Corrective Action for All Other
each resident. The facility's failure to be Residents that May be Affected by this
administered effectively and efficiently has Deficiency:
resulted in findings of Immediate Jeopardy and
Substandard Care and placed residents residing All residents have the potential to be
in the facility at actual harm. affected by this deficient practice.
Findings include: 3. Corrective Measures Put Into Place to

Ensure This Deficiency Will Not Recur:
Immediate Jeopardy was identified at:

F354 - Registered Nurse: The facility was without On 06/05/17 RN from SD worked the floor
a Director of Nursing from May 1 - June 6, 2017 from 1:15 PM to 9:15 PM.
and was without eight consecutive hours of Starting on 06/06/17 [1 06/13/17 an
Registered Nurse coverage from June 1-5, 2017. agency RN from SD, was RN coverage.
During an on-site review on 06/19/17, surveyors From 06/14/17 through(' 06/20/17 an
identified the facility remained without a full-time agency RN was the RN coverage.
Director of Nursing and lacked eight consecutive
hours of Registered Nurse (RN)coverage on The facility had interviewed a potential
06/19/17, 06/20/17, 06/25/17 and 07/01/17. interim DON on 06/15/17 SD and was
Based on the absence of a full time Director of hired as the interim DON. With the hiring
Nursing and lack of eight consecutive hours of of this individual, it did help abate our IJ
RN coverage the Immediate Jeopardy remained for RN and DON coverage regulations.
unabated.

The Administrator will continue working
Substandard Care was identified at: with agency staffing companies to help fill
F253 - Housekeeping and Maintenance: the the need for a DON/RN until the time that
facility failed to provide housekeeping services a suitable DON/RN is hired full time by
necessary to maintain a sanitary and comfortable Western Horizons Living Centers.
interior on 2 of 2 resident care units, affecting all
residents residing on the units. The facility has ensured that a bath aide
F254 - Linen, Clean and Good Condition: the provide baths to residents M-F and has
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facility failed to provide laundry services hired agency staff to replace her on the
necessary to ensure the availability of bath linens floor.
on 2 of 2 resident care units, affecting all
residents residing on the units. The facility has hired two new
F310 - Assistance with Activities of Daily Living: housekeeping/laundry aides and have
the facility failed to provide care and services cross trained them between
(bathing) for 20 of 38 sampled residents who housekeeping and laundry areas.
required assistance with bathing.
4. Measures to be Implemented to
Review of the North Dakota Department of Monitor the Plan of Correction.
Health, Division of Health Facilities Provider files
identified the facility failed to maintain compliance The Administrator will conduct audits daily
in the following areas cited during the 10/27/16 until a RN/DON is in place, then weekly
survey: for 4 weeks and then monthly until the
F225 Investigate and Report Abuse RN/DON staffing crisis is resolved. The
F241 Dignity audit will start on 06/05/17 and continue
F253 Housekeeping and Maintenance until a suitable DON has been found.
F273 Admission Assessment
F275 Annual Assessment The Administrator will monitor for
F278 Accuracy of Assessment - also cited appropriate staffing levels for
10/29/15 housekeeping, bathing, and laundry. The
F280 Review and Revise Care Plans Administrator or designee will start these
F287 Submission of Assessments audits on 07/17/17.
F323 Prevention of Accidents - also cited
10/29/15 The Administrator will present these
F441 Infection Control audits at the QA meetings for review and
recommendations. These Audits will
begin on 06/05/2017.
5. The Expected Date for compliance for
this deficiency.
The expected time frame for compliance
with this deficiency will be on 07/21/2017.
F 497 483.35(d)(7) NURSE AIDE PERFORM F 497 712117
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The facility must complete a performance review
of every nurse aide at least once every 12
months, and must provide regular in-service
education based on the outcome of these

reviews. In-service training must comply with the

requirements of §483.95(g).

This REQUIREMENT is not met as evidenced
by:

Based on information provided by the
complainant, review of facility staff employment
records, and staff interview, the facility failed to
complete annual performance reviews for each
certified nursing assistant (CNA) and failed to
provide in-service education based on the
outcome of the reviews for 16 of 16 CNA (#3, #4,
#5, #12, #26, #31, #32, #33, #34, #35, #36, #37,
#38, #39, #40, and #41) records reviewed.
Failure to ensure CNA staff receive annual
competency training regarding the facility's
policies and procedures, new and expanding
programs, techniques, equipment, and concepts
of quality care placed all residents at risk for
neglect, harm and/or injury.

Findings include:

Information provided by the complainant
indicated the facility failed to provide staff
orientation/education.

Review of CNA employment records occurred on
June 5-7, 2017. During an interview on 06/07/17
at 11:07 a.m., the managerial nurse (#2)
confirmed the facility failed to ensure CNA staff
received annual competency training. She (#2)
stated, "I know we should be doing that." She
then indicated she was directed not to dedicate

1. Corrective action for Residents Found
to be affected by this Deficiency:

CNAs #3, #4, #5, #12, #26, #31, #32,
#33, #34, #35, #36, #37, #38, #39, #40,
and #41 had annual performance reviews
completed with in-service training based
on these reviews and will receive 12
hours of in-service training within the next
12 months based on these reviews.

2. Corrective Action for All Other
Residents that May be Affected by this
Deficiency:

All residents have the potential to being
affected by this deficient practice.

3. Corrective Measures Put Into Place to
Ensure This Deficiency Will Not Recur:

Employee performance evaluations were
completed and housed in the HR
department at the hospital(West River
Regional Medical Center). Based on
findings, other mandatory education may
be provided. A policy titled Required
Training Certification and CE of Nurse
Aides was implemented on 07/05/17.
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483.35
(c) Proficiency of Nurse Aides

The facility must ensure that nurse aides are able
to demonstrate competency in skills and
techniques necessary to care for residents’
needs, as identified through resident
assessments, and described in the plan of care.

483.95
(9) Required in-service training for nurse aides.

In-service training must-
(9)(1) Be sufficient to ensure the continuing
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time to this task.
4. Measures to be Implemented to
Refer to F498 and L1200. Monitor the Plan of Correction.

Monitoring to ensure evaluations and
education per policy will start the week of
7/17/2017. The DON or designee shall
monitor and report to the quality
committee as follows:
Monitor:
Weekly x4 weeks, then;
Monthly x3 months, then;
Quarterly x3 quarters for one year post
survey.
5. The Expected Date for compliance for
this deficiency.
The expected time frame for compliance
with this deficiency will be on 07/21/2017.

F 498 483.35(c); 483.95(g)(1)(2)(4) NURSE AIDE F 498 712117
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competence of nurse aides, but must be no less
than 12 hours per year.

resident abuse prevention training.

(g)(4) For nurse aides providing services to
individuals with cognitive impairments, also
address the care of the cognitively impaired.
This REQUIREMENT is not met as evidenced
by:

Based on information provided by the
complainant, review of facility staff employment
records, and staff interview, the facility failed to
ensure each certified nursing assistant (CNA)
received 12 hours of inservice training per year
for 16 of 16 CNA (#3, #4, #5, #12, #26, #31, #32,
#33, #34, #35, #36, #37, #38, #39, #40, and #41)
records reviewed. Failure to ensure CNA staff
receive 12 hours of inservice training addressing
the care of the cognitively impaired and any other
areas of weakness (as determined in the CNAs'
performance reviews) placed all residents at risk
for neglect, harm and/or injury.

Findings include:

Information provided by the complainant
indicated the facility failed to provide staff
orientation/education.

Review of CNA employment records occurred on
June 5-7, 2017. During an interview on 06/07/17
at 11:07 a.m., the managerial nurse (#2)
confirmed the facility failed to ensure CNA staff
received 12 hours of inservice training per year
addressing the care of the cognitively impaired
and any other areas of weakness determined in

(9)(2) Include dementia management training and
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1. Corrective action for Residents Found
to be affected by this Deficiency:

CNAs #3, #4, #5, #12, #26, #31, #32,
#33, #34, #35, #36, #37, #38, #39, #40,
and #41 will have 12 hours of in-service
training within the next 12 months based
on their performance reviews.

2. Corrective Action for All Other
Residents that May be Affected by this
Deficiency:

All residents have the potential to being
affected by this deficient practice.

3. Corrective Measures Put Into Place to
Ensure This Deficiency Will Not Recur:

A policy titled Required Training
Certification and CE of Nurse Aides was
implemented on 07/05/17.

The nurse aides were educated on
06/12/17 and 06/15/17 for competency
training from an outside agency.
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RECORDS-COMPLETE/ACCURATE/ACCESSIB
LE

SS=D

(i) Medical records.

(1) In accordance with accepted professional
standards and practices, the facility must
maintain medical records on each resident that
are-

(i) Complete;

(i) Accurately documented;

(iii) Readily accessible; and

(iv) Systematically organized
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staff performance reviews. She (#2) stated, "I 4. Measures to be Implemented to
know we should be doing that." She then Monitor the Plan of Correction.
indicated she was directed not to address
"elopement and/or emergency situations (CPR, Monitoring to ensure evaluations and
Fire, Tornado)." education per policy will start the week of
7/17/2017. The DON or designee shall
Refer to F497 and L1200. monitor and report to the quality
committee as follows:
Monitor:
Weekly x4 weeks, then;
Monthly x3 months, then;
Quarterly x3 quarters for one year post
survey.
5. The Expected Date for compliance for
this deficiency.
The expected time frame for compliance
with this deficiency will be on 07/21/2017.
F 514 483.70(i)(1)(5) RES F 514 712117
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(5) The medical record must contain-
(i) Sufficient information to identify the resident;
(i) A record of the resident’s assessments;

(iii) The comprehensive plan of care and services
provided;

(iv) The results of any preadmission screening
and resident review evaluations and
determinations conducted by the State;

(v) Physician’s, nurse’s, and other licensed
professional’s progress notes; and

(vi) Laboratory, radiology and other diagnostic
services reports as required under §483.50.
This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interview, the
facility failed to ensure a complete and readily
accessible medical record for 2 of 4 closed
medical records reviewed (Resident #40 and
#41). Failure to have a complete and readily
accessible medical record limited staff's ability to
perform record review.

Findings include:

On the morning of 05/30/17, the administrative
staff member (#1) informed surveyors the facility
had not yet implemented an electronic medical
records system and all resident records were still
on paper.

On 05/31/17 at 3:05 p.m., after reviewing
Resident #40's and 41's closed medical records,

F 514

1. Corrective action for Residents Found
to be affected by this Deficiency:

Residents #40 and #41 care plans were
provided to the survey team.

2. Corrective Action for All Other
Residents that May be Affected by this
Deficiency:

All residents have the potential to be
affected by this deficient practice.

3. Corrective Measures Put Into Place to
Ensure This Deficiency Will Not Recur:

A Medical Record Review Checklist was
created. The MDS Coordinator will be
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ss=F COMMITTEE-MEMBERS/MEET
QUARTERLY/PLANS

(g9) Quality assessment and assurance.
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members of the survey team identified the facility educated on 07/17/17 regarding the
had failed to include copies of the residents' care up-keep of the residents' care plans and
plans in the record. The surveyors asked the to ensure that they are in the resident's
Minimum Data Set (MDS) Coordinator (#6) to charts. The facility plans on hiring a
locate Resident #40's and 41's care plans. The Medical Records Clerk to help maintain
staff member (#6) stated he would try to print the medical records of the facility.
them, but needed to obtain a password before he
could access the care plans from the computer. The facility will be switching from a paper
charting/keeping system to an electronic
The surveyor requested the residents' care plans health records keeping system.
three additional times, prior to the MDS
Coordinator (#6) providing them on 06/01/17 at 4. Measures to be Implemented to
2:00 p.m. (23 hours later). Monitor the Plan of Correction.
Monitoring to ensure care plans are kept
within the chart will start the week of
07/17/17. The DON or designee shall
monitor and report to the quality
committee as follows:
Monitor: Medical Record Review
Checklist
Weekly x4 weeks, then;
Monthly x3 months, then;
Quarterly x3 quarters for one year post
survey.
5. The Expected Date for compliance for
this deficiency.
The expected time frame for compliance
with this deficiency will be on 07/21/2017.
F 520 483.75(g)(1)(i)-(iii)(2)(i)(ii)(h)(i) QAA F 520 712117
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(1) A facility must maintain a quality assessment
and assurance committee consisting at a
minimum of:

(i) The director of nursing services;
(ii)) The Medical Director or his/her designee;

(iii) At least three other members of the facility's
staff, at least one of who must be the
administrator, owner, a board member or other
individual in a leadership role; and

(9)(2) The quality assessment and assurance
committee must :

(i) Meet at least quarterly and as needed to
coordinate and evaluate activities such as
identifying issues with respect to which quality
assessment and assurance activities are
necessary; and

(ii) Develop and implement appropriate plans of
action to correct identified quality deficiencies;

(h) Disclosure of information. A State or the
Secretary may not require disclosure of the
records of such committee except in so far as
such disclosure is related to the compliance of
such committee with the requirements of this
section.

(i) Sanctions. Good faith attempts by the
committee to identify and correct quality
deficiencies will not be used as a basis for
sanctions.

This REQUIREMENT is not met as evidenced
by:
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Based on review of the North Dakota
Department of Health, Division of Health

Facilities Provider Files, and staff interview, the
facility failed to maintain a Quality Assurance
(QA) process, which identified and addressed

quality issues; and failed to develop and

implement appropriate plans of action to correct
deficient practice and ensure compliance with

federal requirements.
Findings include:

Review of the North Dakota Department of

Health, Division of Health Facilities Provider Files
identified the facility failed to maintain compliance
in the following areas cited during the 10/27/16

survey:
F225 Investigate and Report Abuse

F241 Dignity

F253 Housekeeping and Maintenance
F273 Admission Assessment

F275 Annual Assessment

F278 Accuracy of Assessment - also cited
10/29/15

F280 Review and Revise Care Plans
F287 Submission of Assessments

F323 Prevention of Accidents - also cited
10/29/15

F441 Infection Control

Review of the facility's QA program occurred on
06/05/17 and identified facility staff completed QA
studies in the above citations until late December
2016. From January 2017 to the present, staff

failed to complete QA studies for the above
citations or any other focus areas.

During an interview on 06/05/17 at 10:50 a.m., a

1. Corrective action for Residents Found
to be affected by this Deficiency:

The QA Committee will address and
monitor each of the deficiencies identified
during the complaint survey, and will
continue to monitor each concern until
compliance is sustained for 12 months.
The Committee will ensure each
department completes the necessary QA
monitoring assigned to their area.

2. Corrective Action for All Other
Residents that May be Affected by this
Deficiency:

All residents have the potential to be
affected by this deficient practice.

3. Corrective Measures Put Into Place to
Ensure This Deficiency Will Not Recur:

The QAIC nurse or their designee will
conduct multiple observations per month
pertaining to the deficiencies cited. The
QAIC nurse will report the findings to the
QA Committee quarterly.

QAPI education was provided to all staff
on 07/05/17. A monthly QAPI meeting has
been started on 07/13/17.

4. Measures to be Implemented to
Monitor the Plan of Correction.

Monitoring to QA items are monitored
according to plan will start the week of
07/17/17. The QAIC Nurse or designee
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nurse (CC) expressed concerns regarding the shall monitor and report to the quality
Minimum Data Set (MDS) Coordinator's (#6) committee as follows:
refusal to participate in the facility's QA studies
designed to address the concerns identified Monitor: QAPI Meetings
during the previous survey. This survey identified Monthly x3 months, then;
six concerns relating to the MDS, five of which Quarterly x3 quarters for one year post
were repeat citations from the October 2016 survey.
survey.
5. The Expected Date for compliance for
On 06/06/17 at 3:00 p.m. an interview occurred this deficiency.
with the QA staff member (#2). The staff member
confirmed the lack of QA studies and stated she The expected time frame for compliance
had no one to assist her with completing the with this deficiency will be on 07/21/2017.

studies. She stated the administrative staff
member (#1) told her it would be "inappropriate"
for her to delegate completion of the studies to
another staff member.
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