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F 0868 Have the Quality Assessment and Assurance group have the required members and meet at
least quarter|

y

Level of harm - Minimal **NOTE- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
harm or potential for actual | Based on interviews and record review, the facility failed to maintain an ongoing quality assessment and assurance (QAA)
harm committee that includes at minimum, the director of nursing services, the Medical Director or his’her designee, and at
least three other members of the facility's staff, at least one of who must be the administrator, owner, a board member or
Residents Affected - Many | other individual in aleadership role; and meets at least quarterly. The facility failed to ensure they met quarterly

between November 2019 and January 2020 The facility failed to ensure that the minimum committee members were present at the
August 2019 and February 2020 meetings. This failure could place residentsin the facility at risk for areduced quality of care and life
dueto lack of efficiently identifying and resolving facility issues. Findings included: Record review of the Quality Assurance
Performance and Improvement Meeting Minutes sign in sheet indicated a meeting on the following dates with the following persons
signing in. 8/2/19: Administrator, Assistant Director of Nursing, Dietary Supervisor, Nurse

Assessment Coordinator, and Business Office Manager. There was no signature for attendance for the Medical Director. During an
interview with the Administrator on 4/2/20 at 2:47 pm, he said the only documentation they had from the previous

Administrator was 8/2/19. They said according to the documentation there should have been another QA meeting in January but said
they could not verify it happened or where the documentation was to verify. The Administrator said he would try to

contact the previous Administrator to see if she could provide documentation of a Quality Assurance Performance Improvement
Meeting after 8/2/19. During an interview with the Administrator on 4/3/20 at 8:45 am, he said he spoke to previous

administrator who said they did not complete a Quality Assurance Performance Improvement Meeting at the next required date
([DATE]). During an interview with the Local Hospital Director of Nursing on 4/3/20 at 12:22 pm, she said she was acting

DON in February 2020 and provided Hospital District Board Meeting dated [DATE]. She said she and the previous administrator
were present at the meeting. She said the Hospital Board was present, but the medical director was not. She said no other

persons attended the meeting from the nursing home. She said she considered the meeting a QAPI. Record review of the Report to
Board of Directors of the Hospital dated February 17, 2020 indicated the following areas reported to the Hospital Board: Marketing
Action Plan, Payables, Staffing, Financial Opportunities, Census, and Departmental Overview. Record review of the facility's Quality
Assurance and Performance Improvement (QAPI) Committee Policy dated July 2016 indicated the following:

Committee Meetings 1.The committee will meet quarterly at an appointed time. Committee Reports and Records 1. The committee
shall maintain minutes of all regular and special meetings that include at least the following information: a The date and time the
committee met b. The names of the committee members present and absent
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