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Develop the complete care plan within 7 days of the compr ehensive assessment; and

prepared, reviewed, and revised by a team of health professionals.

**NOTE- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

The facility reported a census of 28 resident with 12 selected for review, including one resident reviewed for [MEDICAL
TREATMENT] care. Based on interviews and record review, the facility failed to review and revise the care plan for Resident (R) 2
with interventions to monitor and assess for complications related to [MEDICAL TREATMENT] care. Findings Included: -

Review of R2's physician orders, dated 09/05/2020, documented the resident admitted on [DATE], with the [DIAGNOSES
REDACTED]. Review of R2's plan of care, dated 06/17/2020, lacked direction to staff regarding assessing the dressing every

shift and/or when to remove the pressure dressing, no blood pressures, venipunctures (the puncture of avein as part of a

medical procedure, typically to withdraw a blood sample or for an intravenous injection), finger sticks, in left arm due to the
[MEDICAL TREATMENT] fistula (ablood vessel made wider and stronger by a surgeon to handle the needles that allow blood flow
out to and return from a[MEDICAL TREATMENT] machine). The care plan lacked instruction to include assessing thrill (afine
vibration felt which reflects the blood flow by a[MEDICAL TREATMENT] resident's shunt) or bruit (blowing or swishing

sound heard which reflects the blood flow with a[MEDICAL TREATMENT] resident's shunt) to the fistula every shift or as
needed. On 10/15/2020 at 10:40 AM, Administrative Nurse D verified the care plan was not updated to include interventions

for the assessment and monitoring of the fistula site for this resident. On 10/1/2020 at 12:37 PM, Administrative Staff A,

confirmed and verified the care plan lacked documentation to assess'monitor the fistula site. The facility's policy,

Hemo-[MEDICAL TREATMENT], dated 04/02/2018, documentation included the management of the elder's overall comprehensive
plan of carerelated to [MEDICAL TREATMENT] isthe responsibility of the facility. The facility failed to review and revise R2's
care plan with interventions to include the monitoring and assessment of the resident requiring [MEDICAL TREATMENT].

Pro;liagjecareand assistance to perform activities of daily living for any resident whois

unable.

**NOTE- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

The facility reported a census of 28 residents with 12 residents selected for review including two residents reviewed for

activities of daily living (ADL's). Based on observation, interview, and record review, the facility failed to ensure one

of the two sampled residents, Resident (R)14, received appropriate personal hygiene assistance needed for trimming and

cleaning of hisfingernails. Findings included: - The physician orders, dated 09/29/20, for Resident (R)14, included

[DIAGNOSES REDACTED]. The Admission Minimum Data Set (MDS), dated [DATE], assessed R14 as having a Brief Interview

of

Mental Status (BIMS) score of 8, indicating moderate cognitive impairment. He required limited assistance of one staff for

personal hygiene. The ADL (activities of daily living) Care Area Assessment (CAA), dated 02/03/20, indicated R14 had

physical deconditioning related to arecent hospitalization for [MEDICAL CONDITION] ((MEDICAL CONDITION]- a condition
with low heart output and the body becomes congested with fluid). R14's daughter reported he was independent with ADL's

except for bathing prior to his hospitalization . R14 required limited assistance with most ADL's except bathing. The

quarterly MDS, dated [DATE], assessed R14 as having a BIM S score of 8 and was independent with personal hygiene without
setup assistance required. The care plan, dated 07/28/20, indicated that R14 had difficulty with bathing/showering, bed

mobility, toilet use, transfers, dressing, eating, ambulation, and locomotion related to decreased physical functioning

from his recent hospitalization . Anintervention, added 10/07/20, directed the staff that R14 required extensive assist

of one with grooming. The electronic medical record (EMR), under the MDS tab, revealed R14 discharged  from the facility

with return anticipated on 10/02/20 and returned to the facility on [DATE]. On 10/12/20 at 02:14 PM, observation reveal ed

R14's fingernails were long with some of his nails containing a dark substance underneath them. On 10/13/20 at 08:30 AM,
observation revealed R14's fingernail s continued to be long with adark substance underneath some of his nails. On 10/14/20 at 08:13
AM, observation revealed R14's fingernails continued to be long with a dark substance underneath some of his

nails. Review of the bathing schedule dated 10/11/20 through 10/17/20 indicated at the bottom of the schedule that R14

bathed himself. On 10/14/20 at 02:32 PM, Certified Nurse Aide (CNA) M reveaded R14 liked to bathe every three to four days

and staff should put him on the scheduled now since he required assistance. On 10/15/20 at 08:48 AM, R14 continued with

long fingernails with some of them containing a dark substance underneath. On 10/15/20 at 08:49 AM, R14 revealed he did not know
if the staff helped with nail care and he reported his fingernails needed trimmed and cleaned. On 10/15/20 at 09:29

AM, Administrative Staff A revealed that R14 had not been updated on the bathing schedule, since reentry into the facility

on [DATE], and that aformer employee updated and monitored those sheets. Physical therapy and occupational therapy worked
together to give him a partial bath yesterday and on 10/13/20 CNA N attempted but the resident refused. On 10/15/20 at

09:40 AM, Administrative Staff A revealed that R14's nails needed trimmed and cleaned. The facility policy Cleaning and
Trimming Nails, dated 03/08/19, directed that cleaned and trimmed fingernails were important for resident's overall health, bacteria
often collect under and around nailbeds. Fingernails will be kept clean, neatly trimmed, and smooth to prevent

injury to the resident's skin. The facility failed to ensure R14 received appropriate personal hygiene assistance needed

for trimming and cleaning of his fingernails.

Past noncompliance - remedy proposed

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

The facility reported a census of 28 resident. The 12 selected included one resident reviewed for [MEDICAL TREATMENT] care.
Based on interview and record review, the facility failed to ensure Resident (R) 2, sampled for [MEDICAL TREATMENT],

received cares consistent with professional standards of practice. Findings included: - Review of R2's physician orders,

dated 09/05/2020, documented the resident admitted on [DATE], with the [DIAGNOSES REDACTED)]. Review of R2's plan of care,
dated 06/17/2020, lacked direction to staff regarding post [MEDICAL TREATMENT] that included guidance for assessment of the
dressing post [MEDICAL TREATMENT] and/or when staff should remove the pressure dressing, blood pressure monitoring,
venipunctures (the puncture of avein as part of amedica procedure, typically to withdraw a blood sample or for an

intravenous injection), or finger sticks, in the left arm due to the [MEDICAL TREATMENT] fistula (a blood vessel made wider and
stronger by a surgeon to handle the needles that allow blood flow out to and return from a[MEDICAL TREATMENT]

machine). The care plan lacked instruction to include assessing thrill (afine vibration felt which reflects the blood flow by a
[MEDICAL TREATMENT] resident's shunt) or bruit (blowing or swishing sound heard which reflects the blood flow with a
[MEDICAL TREATMENT] resident's shunt) to the fistula. The review of R2's medical record, July, August, and September2020,
lacked documentation of assessment of the resident's fistula site, every shift. On 10/14/2020 at 02:34 PM, Certified Nurse

Aide (CNA) O, reported the resident attends [MEDICAL TREATMENT] on Monday, Wednesday, and Friday. If there was bleeding
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from the site, she would notify the nurse to assess the resident. On 10/15/2020 at 09:40 AM, Certified Medication Aide

(CMA) R, reported if the resident were to have bleeding from the site, the nurse would be notified. On 10/15/2020 at 10:35
AM, Licensed Nurse (LN) G, reported on [MEDICAL TREATMENT] days, staff should complete a Pre/Post Evaluation
Assessment.

The evening the resident returns from [MEDICAL TREATMENT], the site should be assessed several times. On 10/15/2020 at
10:40 AM, Administrative Nurse D verified the[MEDICAL TREATMENT] sites are assessed after treatment on Monday,
Wednesday,

and Friday, but should be assessed for thrill or bruit and bleeding every shift. She verified staff failed to provide

proper assessment of the[MEDICAL TREATMENT] site. On 10/15/2020 at 12:37 PM, Administrative Staff A, verified expectations
included staff monitoring the site every shift and monitor for thrill or bruit every shift. She verified that was not being completed. The
facility policy, Hemo-[MEDICAL TREATMENT] Policy, dated 04/02/2018, documented for elders with fistulas and

grafts, inform all staff of the following: No blood pressures, venipunctures, finger sticks, ABG'sin the affected arm,

assess thrill or bruit every shift and record, and assess for bleeding every shift; do not remove pressure dressings until

bleeding has completely stopped and notify the [MEDICAL TREATMENT] center of any bleeding. The facility failed to ensure

that this resident who required [MEDICAL TREATMENT] receive such monitoring and services, were consistent with the
professional standards of practice.
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