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Pr cgllide appropriate treatment and car e according to orders, resident's preferences and
oals.
**NOTE- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on interview and record review, the facility failed to perform a comprehensive nursing assessment and continued
monitoring for aresident with symptoms of COVID-19 for 1 of 3 residents (R3) reviewed for infection control and change of
condition in the sample of 10. Findingsinclude: R3 was admitted to the facility on [DATE] with [DIAGNOSES REDACTED)]. R3's
Minimum Data Set (MDS) assessment shows R3 had severely impaired cognitive skills. R3's nursing note dated 5/9/20 shows R3
had a temperature of 99.1 degrees Fahrenheit at 10:00 AM and a temperature of 100.2 degrees Fahrenheit at 12:45 PM. The
notes show Endorsed accordingly for next shift nurse to monitor. The notes show no evidence of a comprehensive assessment
being performed. No documentation showing assessment or monitoring from 5/10/20 through 5/12/20 were in the nurse progress
notes. The nursing note dated 5/13/20 at 5:02 PM documents resident in bed, noted being lethargic but responds to stimuli.
Resident noted breathing through her mouth. Resident is warm to touch. Vital signs: Blood pressure 148/91. Pulse rate 94.
Respirations 22. Temperature 99.8 degrees Fahrenheit. Oxygen saturation 89% on room air. Resident was placed on two liters
oxygen per nasal cannula and was given [MEDICATION NAME] 650 milligrams (mg) for her fever. Head of bed elevated. Resident
was able to swallow the medications but noted coughing when swallowing the medications. Doctor was notified, waiting for a
call back. Continue to monitor. At 6:08 PM, the nurse's notes document R3 remained lethargic but responds when called by
name. The notes document R3 was fed for dinner, however, she was noted having difficulty swallowing and would start to
cough .Still waiting for doctor's return call. The 7:30 PM nurse's note documents R3's doctor ordered for her to be sent to alocal
hospital for evaluation and treatment. R3 remained |ethargic but responsive. The nursing note of 5/13/20 at 8:30 PM documents R3
was transported by ambulance to aloca hospital. The 5/12/20 orders administration notes document on 5/12/20
R3 was given Tylenol 650 mg at 4:29 PM for a temperature of 99.8 degrees Fahrenheit and again at 9:52 PM. The orders
administration note dated 5/13/20 at 4:45 PM documents R3 was given Tylenol 650 mg for atemperature of 99.8 degrees
Fahrenheit. R3's electronic charting weights and vitals tab shows temperature documented one to five times daily from
4/29/20 through 5/9/20 (the first day she had a temperature of 100 degrees Fahrenheit). The temperature tab shows no
documentation of R3's temperatures from 5/10/20 through 5/13/20 when she was sent to the hospital via ambulance. R3's
progress notes show she was last seen by the facility's nurse practitioner on 4/9/20. R3 was admitted to the facility on
[DATE]. Interim guidance for Covid-19 from the Illinois Department of Public Health updated 4/20/20 shows facilities should obtain
vitals (temperature, heart rate, respirations and pulse oximetry) every eight hours. Blood pressure can be taken
once aday. Symptom screening to be performed every shift (every eight hours) and should include questions about and/or
observations of the following: fever, shortness of breath, cough, sore throat, chills or shaking with chills, muscle pains, headache or
new loss of taste or smell. The guidance shows Contact Clinical Supervisor for any of the following: new-onset
fever, SOB (shortness of breath), cough, sore throat or for any decrease (underlined) in pulse oximetry from resident
baseline level or any pulse oximetry reading less than 92%. Providers should strongly consider transfer to a higher level
of care. Monitoring every four hoursis appropriate for patients with evidence of clinical deterioration. The facility's
policy and procedure titled Coronavirus Disease (Covid-19) Infection Prevention and Control Measures revised April 2020
show fever is either measured temperature greater than or equal to 100 degrees Fahrenheit or subjective fever. The policy
shows 4. Residents are screened daily for fever and symptoms of Covid-19. Residents with fever or symptoms of Covid-19 are
provided afacemask, immediately isolated and placed on transmission-based precautions. The facility's policy and procedure titled
Coronavirus Disease (Covid-19) Identification and Management of 111 Residents show 1. Strategies used for the rapid
identification and management of Covid-19 infected residents include: a. Screening and monitoring for symptoms. The policy
shows residents are monitored daily for signs of respiratory infection, including temperature screening by staff and
self-reporting of symptoms by residents. The CDC (Centers for Disease Control) guidance titled Preparing for Covid-19 in
Nursing Homes Infection Control for Nursing Homes updated 6/25/20 shows Evaluate and Manage Residents with Symptoms of
Covid-19: Actively monitor all residents upon admission and at least daily for fever (temperature equa to or greater than
100 degrees Fahrenheit) and symptoms consistent with Covid-19. Ideally, include an assessment of oxygen saturation via
pulse oximetry. If residents have fever or symptoms consistent with Covid-19, implement Transmission-Based Precautions .
The facility's May 2020 schedule shows V17 (Registered Nurse/RN) worked second shift on 5/9/20 (the shift following R3's
100.2 degrees Fahrenheit temperature). The schedule shows V19 (MDS/RN) worked the third shift on 5/9/20 and V16 (Licensed
Practical Nurse/LPN) worked the third (overnight) shift on 5/10/20. On 9/9/20 at 11:15 AM, V2 (Director of Nursing/DON)
stated she does not see any documentation of R3 being monitored on 5/10/20, 5/11/20 and 5/12/20. V2 stated thereis no
documentation in the nurse progress notes until 5/13/20 at 5:02 PM. V2 stated she would expect staff to document in the
residents’ electronic charting if they were monitoring them, especially if there was an exception to the resident's normal
status. V2 stated there is nothing in R3's chart documenting any monitoring. V2 stated the facility had just completed
their first facility-wide testing and there were alot of positive cases. V2 stated R3 had been negative for Covid-19
during that round of testing. V2 stated R3 devel oped a temperature. She would expect staff to do increased monitoring of R3 and for
R3 to beidentified as a person under investigation. V2 stated, It isimportant to monitor aresident for any
changes from their baseline, so you know what actions to take. On 9/9/20 at 2:08 PM, V2 stated there is no documentation on R3's
Treatment Administration Record of vitals. V2 stated she believes the guidance at that time was for residents to have
vitals taken every shift. V2 stated a resident would be considered as having atemperature if it was 100 degrees Fahrenheit or two
degrees above the resident's normal temperature. On 9/9/20 at 12:57 PM, V19 (RN) stated she was the nurse caring for R3 on third
shift (overnight) on 5/9/20. V19 stated if she would have taken any vitals or did any extramonitoring, she
would have documented it in R3's chart. V19 stated she does not remember anyone saying anything during the nurse to nurse
shift report regarding any concerns with R3. V29 stated, It isimportant to monitor someone with atemperature. It could be an
infection of some kind such as Covid-19, pneumonia or aurinary tract infection. On 9/10/20 at 9:25 AM, V16 (LPN) stated she
worked the overnight shift on 5/10/20. V16 stated she does not remember if the nurse doing shift report with her stated anything about
the need to monitor R3. V16 stated any assessment would be documented in R3's electronic charting. V16
stated any respiratory assessment would be documented in the nurse progress notes. V16 stated a resident with an increased
temperature should have arespiratory assessment including lung sounds, an assessment for acute cough, diarrhea, Gl
(gastrointestinal) symptoms, among other symptoms performed because an increase in temperature is one of the symptoms for
Covid-19. V16 stated the assessments would be documented in the nurse progress notes if they had been done. A call was
placed to V17 (RN) with no return call. V17 no longer works at the facility. On 9/9/20 at 1:00 PM, V21 (Certified Nursing
Assistant/CNA) stated she worked with R3 on 5/11/20. V21 stated R3 was only on the first floor for about aweek before she
was sent out to the hospital. V21 stated no one stated anything to her about R3 needing increased monitoring. V21 stated
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sometimes R3 would eat okay and other times she would not eat. V21 stated she was not familiar with R3 and did not know
what her normal status was. V21 stated R3 would mostly sleep, however, she did not know if that was normal for R3. V21
stated she did not take any vitals for R3. On 9/10/20 at 2:30 PM, V24 (R3's Physician) stated if aresident's temperature
was above the guidelines, she would expect the facility to call her. V24 stated she would expect the facility to continue

to monitor the resident and do a comprehensive assessment for a resident with atemperature of 100 degrees Fahrenheit or
higher.

Provide appropriate pressure ulcer careand prevent new ulcers from developing.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on observation, interview, and record review the facility failed to assess and treat multiple pressure injuries. This appliesto 3
of 3residents (R5, R8, R9) reviewed for pressure injuries in the sample of 10. Findingsinclude: 1. R5's Face Sheet showed an original
admission date of [DATE] and a discharge date of [DATE] with [DIAGNOSES REDACTED]. R5 was

discharged from alocal area hospital to the facility on [DATE]. R5's Discharge Instructions from the hospital showed,

Unstageable wound to coccyx - cleanse with saline, apply ((MEDICATION NAME] ointment) (ointment that removes dead tissue to
allow wound healing) and cover with (foam dressing). R5's May 2020 Treatment Administration Record (TAR) showed an order to
cleanse the coccyx wound with normal saline, apply [MEDICATION NAME] ointment, then apply foam dressing. The TAR showed

a
start date of 5/9/2020 and a discontinue date of 5/13/2020. R5's treatment was not documented as being done on 5/11/2020,
5/12/2020, and 5/13/2020. On 9/9/2020 at 9:45 AM, V3 (Assistant Director of Nursing/Wound Care Nurse) stated if the wound
care treatments had been done, they should have been documented. V3 stated treatments are important for the healing process and not

doing them can delay that process. V3 stated there was not assessment done of the sacral wound until 5/15/2020 (7
days after readmission). V3 stated an assessment of the new sacral wound should have been done upon readmission. V3 stated
assessments were important because it directs care and treatment orders as well as used for tracking wound progression or
decline. Documentation of the sacral wound assessment being done on 5/8/2020 and treatment for 5/11/2020 thru 5/13/2020 was
requested and not provided. The Facility's Pressure Ulcers/Skin Breakdown-Clinical Protocol policy revised 2018 showed the
nurse shall describe and document/report the following: Full assessment of pressure sore including location, stage, length, width and

depth, presence of exudates or necrotic (dead) tissue . The Facility's Pressure Ulcers/Injuries Overview revised
July 2017 showed, the following information should be recorded in the resident's medical record .The type of assessments
conducted . The dated and time and type of skin care provided .name and title of the individual who conducted the assessment . The

Facility's Charting and Documentation policy revised July 2017 showed, The following information is to be documented
in the resident medical record .Treatments or services performed .changesin resident's condition . 2. R8's Face Sheet
showed a current admission date of [DATE] with [DIAGNOSES REDACTED]. R8's 7/3/2020 Initial Wound Evaluation and
Management
Summary showed a 6 centimeter by 11 centimeter (approximately 2.25 inches by 4.25 inches) unstageable pressure injury to
the left heel with intact skin and a second unstageable pressure injury to the medial left foot with intact skin measuring
2 centimeter by 2 centimeter. The evaluation showed an order for [REDACTED)].) R8's Physician order [REDACTED]. R8's July
2020 Treatment Administration Record (TAR) showed no left foot treatments starting on 7/3/2020. The TAR does not show a
[MEDICATION NAME] treatment starting until 7/20/2020. On 9/2/2020 at 9:45 AM at V3 stated she could not find documentation
prior to the 7/3/2020 wound care physician note, when these wounds were first found, by whom, when, or if initial treatment was

started. V3 stated she could not find documentation that the[MEDICATION NAME] treatment was started on 7/3/2020. 3.

R9's Face Sheet showed an original admission date of [DATE] with [DIAGNOSES REDACTED]. R9's June 2020 TAR documented
on the weekly skin check anew skin breakdown on 6/28/2020. R9's Electronic Health Record showed no documentation of a wound

on
6/28/2020. R9's Nursing Note from 6/29/2020 at 3:48 AM, showed noted right heel with tx (treatment) and (heal protection)
boots. The note does not show an assessment of the wound size, wound bed, drainage, or stage of pressureinjury. R9's
Nursing Note from 6/30/2020 at 11:40 AM showed an assessment of the wound (approximately 2 days after identification).
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