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F 0550

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Some

Honor the resident's right to a dignified existence, self-determination, communication,
 and to exercise his or her rights.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observation, and record review, the facility failed to ensure an indwelling urinary catheter drainage bag was
 concealed in a privacy bag when in common areas and resident room to promote dignity and maintain privacy for 2 (Residents
 #20 and #29) of 9 sampled residents who had physician's orders [REDACTED]. This failed practice had the potential to affect 9
residents who had physician's orders [REDACTED]. The findings are: 1. Resident #20 had a [DIAGNOSES REDACTED]. The
 Quarterly Minimum Data Set (MDS) with an Assessment Reference Date (ARD) of 7/8/2020 documented the resident scored 11
 (8-12 indicates moderate impairment) on a Brief Interview for Mental Status (BIMS); required supervision with one person
 assistance for personal hygiene; required supervision with set up assistance only for bed mobility; required limited one
 person assistance for transfers, dressing and toilet use; and did not have an indwelling urinary catheter. a. On 7/20/2020
 at 11:18 a.m., the resident was lying in the bed. She had a urinary catheter drainage bag which contained clear, yellow,
 urine. The urinary catheter drainage bag was visible to the doorway leading to the hallway. The catheter drainage bag was
 not in a privacy bag. b. On 7/21/2020 at 9:16 a.m., the resident was sitting on the side of the bed. She had a urinary
 catheter drainage bag was draining clear, yellow urine and was visible through the door to the hallway. The urinary
 catheter drainage bag was not in a privacy bag. c. On 7/22/2020 at 10:35 a.m., the resident was sitting on the side of the
 bed reading a newspaper. The resident's urinary catheter drainage bag was visible through the door to the hallway. The
 urinary catheter drainage bag was not in a privacy bag. 2. Resident #29 had a [DIAGNOSES REDACTED]. The Quarterly Minimum
 Data Set (MDS) with an Assessment Reference Date (ARD) of 4/17/2020 documented the resident scored 13 (13-15 indicates
 cognitively intact) on a Brief Interview for Mental Status; was always continent of bowel; and had an indwelling urinary
 catheter. a. On 7/20/2020 at 10:05 a.m., Resident #29 was sitting up in her recliner in her room watching television. She
 had an indwelling urinary catheter with the drainage bag on the right side of recliner, hanging on the footrest of the
 recliner. There was no privacy bag present, and the catheter drainage bag was visible from the hallway. b. On 7/21/2020 at
 10:35 a.m., the resident was sitting up in her recliner in her room watching television. She had an indwelling urinary
 catheter with the drainage bag on the right side of the recliner; hanging on the footrest. There was no privacy bag
 present, and the catheter drainage bag was visible from the hallway. c. On 7/22/2020 at 9:10 a.m., the resident was sitting up in her
recliner in her room watching television. She had an indwelling urinary catheter with the drainage bag on the
 left side of the recliner on the footrest. There was no privacy bag present, and the catheter bag was visible from the
 hallway.

F 0558

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Reasonably accommodate the needs and preferences of each resident.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observation, record review, and interviews, the facility failed to ensure a call light was in reach for 1
 (Resident #94) of 21 (Residents #94, #34, #78, #8, #81, #19, #37, #39, #26, #85, #1, #35, #48, #5, #2, #57, #80, #24, #29,
 #20, and #66) sampled residents to ensure they were able to call for staff assistance when needed. This failed practice had the
potential to affect 82 residents who resided in the facility, as documented on a list provided by the Administrator on
 7/23/2020. The findings are: Resident #94 had a [DIAGNOSES REDACTED]. The Quarterly Minimum Data Set with an Assessment
 Reference Date of 12/13/2019 documented the resident was moderately impaired in cognitive skills for daily decision making
 per a Staff Assessment for Mental Status; was independent with bed mobility, required limited assistance with toilet use,
 and personal hygiene; was occasionally incontinent of urine; and always continent of bowel. a. The Care Plan dated
 6/23/2020 documented, .Maintain functional use of sensor pad at all times for enhanced monitoring . b. On 7/22/2020 at 9:17 a.m.,
the resident was sitting up in a recliner. The resident's call light was on the floor behind the recliner, and not
 within reach. c. On 7/22/2020 at 9:23 a.m., Certified Nursing Assistant (CNA) #1 was asked to show this surveyor where
 (Resident #94's) call light was located. She looked around the room, and stated, Oh, her call light is on the floor. She
 picked up the soft touch (pneumatic) call light and placed it in Resident #94's lap. d. On 7/23/2020 at 11:15 a.m., CNA #2
 was asked, Can (Resident #94) use her call light? She stated, Yes she can. She was asked, Should the call light be in reach at all
times? She stated, Yes.

F 0636

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Assess the resident completely in a timely manner  when first admitted, and then
 periodically, at least every 12 months.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on record review and interview, the facility failed to ensure comprehensive Minimum Data Set (MDS) assessments were
 completed when required to obtain the information necessary to develop a Plan of are to meet the residents' needs for 1
 (Resident #2) of 2 (Residents #2 and #34) sampled residents. This failed practice had the potential to affect 6 residents
 who required comprehensive assessments in the past 30 days, according to a list provided by the Administrator on 7/24/2020
 at 10:03 a.m. The findings are: Resident #2 had a [DIAGNOSES REDACTED]. The Annual Minimum Data Set with an Assessment
 Reference Date of 6/25/2020 documented the resident scored 15 (13-15 indicates cognitively intact) on a Brief Interview for Mental
Status; and required one-person assistance for medication administration. a. A physician's orders
 [REDACTED].[MEDICATION NAME] inhalation solution 1 vial updraft QID (four times a day) . b. The Plan of Care with a revised
date of 4/8 2020 documented, .Administer / monitor effectiveness of medication / treatments . c. On 7/21/2020 at 8:49 a.m., the
resident was receiving oxygen at 3 liters per minute via nasal cannula. The resident was sitting in a recliner in her
 room and was administering a breathing treatment to herself. There was no staff in the resident's room. The oxygen tubing
 was not dated. d. On 7/21/2020 at 9:17 a.m., Licensed Practical Nurse (LPN) #3 / Minimum Data Set (MDS) Coordinator was
 asked, Does the resident have an assessment for self-administration of medication? She stated, I am not sure. I will have
 to look. I think she has an order though. She was asked, If she has an order, would you have done an assessment? She
 stated, I'm not sure. e. On 7/21/2020 at 10:00 a.m., the facility provided a Self-Administration assessment dated [DATE],
 today's date. f. On 7/22/2020 at 9:05 a.m., the Director of Nursing was asked, Should a resident be giving their own
 breathing treatment if they are not assessed to do so? She stated, The nurse went in and sit it up, and the resident didn't want it right
then. She usually doesn't do that. She was asked, Should the treatment have been left in there (the
 resident's room)? She stated, We did an assessment and she has an order for [REDACTED].

F 0688

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Some

Provide appropriate care for a resident to maintain and/or improve range of motion (ROM),
 limited ROM and/or mobility, unless a decline is for a medical reason.
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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Some

(continued... from page 1)
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observation, record review, and interview, the facility failed to ensure a hand splint was applied to prevent
 increased limitation in range of motion for 1 (Resident #57) of 2 (Residents #57 and #80) sampled residents who had
 functional limitation in range of motion. This failed practice had the potential to affect 3 residents who had functional
 limitation in range of motion, according to a list provided by the Administrator on 7/23/2020. The findings are: Resident
 #57 had a [DIAGNOSES REDACTED]. A Quarterly Minimum Data (MDS) with an Assessment Reference Date (ARD) of
5/13/2020
 documented the resident scored 15 (13-15 indicates cognitively intact) on a Brief Interview for Mental Status; required
 extensive two-person physical assistance for toilet use; and had functional limitation in range of motion to the upper
 extremity on one side. a. The Care Plan documented, .Left hand / wrist splint daily 8AM (8:00 a.m.) through 12N (12:00
 noon) as tolerated .) b. On 7/21/2020 at 11:48 a.m., Resident #57 was sitting in a wheelchair in his room. His left hand
 was contracted and was resting on a tray which was attached to the wheelchair. He was asked if he could open his left hand. He
stated, No. There was no positioning / splint device in his left hand. c. On 7/22/2020 at 10:13 a.m., Resident #57 was
 sitting in a wheelchair. There was no positioning / splint device in his left hand. He was asked if he had ever had a
 splint or any other device applied to his left arm. He stated, I used to, but they took it away from me. d. On 7/23/2020 at 10:15 a.m.,
Certified Nursing Assistant (CNA) #1 was asked if (Resident #57) used a brace or splint to his left hand. She
 stated, Therapy puts it on him when they come around. I'm not sure if they still come or not. e. On 7/23/2020 at 10:39
 a.m., Physical Therapy Assistant #1 was asked if (Resident #57) was supposed to have a brace. She stated, In-house range of motion.
He used to wear a splint. He used to have a splint. He used to have a lot of pain and his arm bothered him from the stroke. f. On
7/23/2020 at 10:43 a.m., Restorative Certified Nursing Assistant (RCNA) #1 was asked if (Resident #57) wore a splint to his left
hand. She looked at a form on her desk, then she stated, He has a hand brace for 2 hours in the morning. She was asked, Do you know
why he hasn't been wearing the splint? She stated, No, but I'll go see if it's still in his
 room. RCNA #1 walked down to Resident #57's room. She looked around his room, and in his drawers, and did not locate the
 splint. She stated, I'll have to investigate. g. On 7/23/2020 at 10:48 a.m., Certified Nursing Assistant #1 was asked how
 long she had worked with (Resident #57). She stated, Six weeks. She was asked if she had ever applied a splint to his left
 hand. She stated, I've never put a brace on his left arm. She was asked, When was the last time you saw him wearing a
 splint to his left arm? She stated, I am not sure. She was asked, Why is it important that he wears the splint? She stated, Support for
that arm. h. On 7/23/2020 at 11:41 a.m., the Director of Nursing (DON) was asked, Why is it important that a
 resident wears a splint / brace, or other assistive device? She stated, To prevent decline in contractures, prevent it from getting worse,
and maintain where it's at. i. On 7/23/2020 at 11:50 a.m., the DON was asked for the policy on range of
 motion or assistive devices. She stated, We don't have one.

F 0695

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Some

Provide safe and appropriate respiratory care for a resident when needed.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observation, record review, and interview, the facility failed to ensure oxygen was administered at the flow rate
 ordered by the physician to reduce the potential for respiratory complications for 3 (Resident #1, #8 and #26) who had
 physician's orders [REDACTED]. The findings are: 1. Resident #1 had [DIAGNOSES REDACTED]. The 5-Day Minimum Data Set
(MDS)
 with an Assessment Reference Date (ARD) of 6/30/2020 documented the resident scored 1 (0-7 indicates severely impaired) on
 a Brief Interview for Mental Status (BIMS); required extensive one-person assistance for transfers and dressing; required
 limited one-person assistance with bed mobility, toilet use, bathing, and personal hygiene; had shortness of breath with
 exertion and when lying flat; and required oxygen therapy. a. A physician's orders [REDACTED].Oxygen 2 LPM (liters per
 minute) prn (as necessary) . b. On 7/20/2020 at 12:10 p.m., the resident was sitting in the recliner and was receiving
 oxygen via nasal cannula. The oxygen flow rate was set at 1.5 liters per minute. c. On 7/21/2020 at 10:38 a.m., the
 resident was sitting in the recliner and was receiving oxygen at 1.5 liters per minute via nasal cannula. d. On 7/22/2020
 at 10:20 a.m., the resident was sitting in a wheelchair and was receiving oxygen at 1.5 liters per minute per nasal
 cannula. e. On 7/23/2020 at 10:58 a.m., Licensed Practical Nurse (LPN) #4 was asked, Can you tell me how many liters the
 oxygen is set on? LPN #4 stated, 1.5 liters per minute. 2. Resident #8 had [DIAGNOSES REDACTED]. The Quarterly Minimum
Data Set (MDS) with an Assessment Reference Date (ARD) of 6/26/2020 documented the resident scored 15 (13-15 indicates
 cognitively intact) on a Brief Interview for Mental Status (BIMS); required limited assistance for bed mobility, transfers, dressing,
toileting, personal hygiene; had shortness of breath with exertion, when sitting at rest, and when lying flat;
 and required oxygen therapy. a. The physician's orders [REDACTED].Oxygen 2LPM (liters per minute) prn (as needed) via nasal
cannula . b. On 7/20/2020 at 12:10 p.m., the resident was receiving oxygen with the flow rate on the oxygen concentrator
 set on 3 liters per minute via nasal cannula. c. On 7/21/2020 at 10:38 a.m., the resident was receiving oxygen with the
 flow rate on the oxygen concentrator set on 1.5 liters per minute via nasal cannula. d. On 7/22/2020 at 10:20 a.m., the
 resident was receiving oxygen with the flow rate on the oxygen concentrator set on 1.5 liters per minute via nasal cannula. e. On
7/23/2020 at 10:57 a.m., Licensed Practical Nurse (LPN) #4 was asked, Can you tell me how many liters the oxygen is
 set on? LPN #4 stated, 1.5 liters per minute.

 3. Resident #26 had [DIAGNOSES REDACTED]. The Annual Minimum Data Set (MDS) with an Assessment Reference Date
(ARD) of
 4/15/2020 documented the resident scored 10 (8-12 indicates moderate impairment) on a Brief Interview for Mental Status;
 required limited one-person assistance for personal hygiene; had no shortness of breath; and required oxygen therapy. The
 resident has had a decline since he has developed COVID-19 and a Significant Change Minimum Data Set assessment was due to
 be completed next week. a. The Care Plan dated 4/24/2020 documented, .Resident has potential for difficulty breathing
 related to chronic condition . [MEDICAL CONDITION] ([MEDICAL CONDITION] . Approaches . Monitor for changes in /
development of signs and symptoms of breathing difficulty . b. The physician's orders [REDACTED].Oxygen at 1.5 to 2 LPM (liters
per
 minute) via nasal cannula prn (as needed) for shortness of breath related to COVID-19 . c. On 7/21/2020 at 9:02 a.m., the
 resident was lying in the bed. The oxygen concentrator was on and the oxygen flow rate was set at 1.5 liters per minute.
 The nasal cannula was attached to the oxygen concentrator, and the nasal cannula was lying across the half-bedrail. d. On
 7/21/2020 at 10:30 a.m., the resident was lying in the bed. The oxygen concentrator was on and the oxygen flow rate was set at 1.5
liters per minute. The nasal cannula was attached to the oxygen concentrator and was lying on the floor under the
 resident's bed. e. On 7/21/2020 at 11:49 a.m., the resident was lying in the bed. The oxygen concentrator was on and the
 oxygen flow rate was set at 1.5 liters per minute (LPM) via nasal cannula. Licensed Practical Nurse (LPN) #1 was asked, Can you tell
me what his oxygen flow rate is set on? She stated, It looks like it is between the 1.5 and the 2.0 liters. I
 corrected it now. She stated, I am going to check his oxygen saturation rate. She checked the resident's oxygen saturation, and stated,
It's 91 percent. I am going to have them re-position him. She was asked, Have you changed his oxygen tubing?
 She stated, No. We change that every Sunday and it is dated.

F 0812

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Many

Procure food from sources approved or considered satisfactory and store, prepare,
 distribute and serve food in accordance with professional standards.

 Based on observation and interview, the facility failed to ensure food items stored in the refrigerator and freezer were
 sealed and dated; and dented cans were removed to prevent potential food borne illness for residents who received meals
 from 1 of 1 kitchen. These failed practices had the potential affect 75 residents who received meals from the kitchen,
 according to the lists provided by the Dietary Manager on 7/21/2020. The findings are: 1. On 7/20/2020 at 10:51 a.m., the
 following observations were made during the initial tour of the dry storage area with Dietary Employee #1: a. On 7/20/2020
 at 10:52 a.m., one gallon can of fruit cocktail was stored on a shelf in the Dry Storage area. The can of fruit cocktail
 was dented in the seam of the can. Dietary Employee #1 stated, I must have missed that one. b. On 7/20/2020 at 10:55 a.m.,
 one bag of salad mix was stored on a shelf in the refrigerator. The bag of salad mix was not sealed, labeled, or dated.
 Dietary Employee #1 was asked, Do you see a date? Dietary Employee #1 stated, No. Dietary Employee #1 was asked, Do you see a
date on the bag? She stated, No, I do not. c. On 7/20/2020 at 10:58 a.m., one bag of frozen biscuits was stored in a box
 on a shelf in the freezer. The bag of biscuits was not dated. Dietary Employee #1 was asked, Do you see a date? Dietary
 Employee #1 stated, It must have been on that tape I just pulled off. No, it's not on that. 2. A facility policy titled
 Sanitation Inspection provided by the Administrator on 7/22/2020 at 12:15 p.m. documented, .It is the policy of this
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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Many

(continued... from page 2)
 facility, as part of the department's sanitation program, to conduct inspections to ensure food service areas are clean,
 sanitary, and in compliance with applicable state and federal regulations . Policy Explanation and Compliance Guidelines .
 1. All food service areas shall be kept clean, sanitary, free from liter, rubbish, and protected from rodents, roaches,
 flies, and insects . 5. Inspections will be conducted but not limited to the following areas . a. Dry storage . b. Freezer
 . c. Refrigerator .

F 0814

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Some

Dispose of garbage and refuse properly.

 Based on observation and interview, the facility failed to ensure trash was properly contained within 2 of 2 dumpsters, to
 minimize the presence of foul odors and decrease the potential for pest infestation. The failed practice had the potential
 to affect all 75 residents who resided in the facility, as documented on the Resident Census and Conditions of Residents
 form dated 7/21/2020. The findings are: 1. On 7/20/2020 at 11:29 a.m., during the tour of the outside 2 dumpsters with
 Dietary Employee #2, there was trash on the ground around the dumpsters. There were 8 pieces of wet, soiled, paper and an
 empty paper towel holder on the ground. Dietary Employee #2 was asked, Should that trash be on the ground? She stated, No,
 they just dumped the dumpsters and they probably dropped it. Dietary Employee #2 asked Dietary Employee #3 to pick that
 trash up please. Dietary Employee #3 was asked, Should that trash be on the ground? He stated, No. 2. A facility policy
 titled Dumpster provided by the Administrator on 7/22/2020 at 12:25 p.m. documented, .It is the policy of (facility) to
 keep dumpster area free from refuse . Procedure . Trash service runs every Monday and Thursday mid-day .

F 0925

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Some

Make sure there is a pest control program to prevent/deal with mice, insects, or other
 pests.

 Based on observation and interview, the facility failed to ensure the kitchen was free of pests to prevent the potential
 for the spread of infectious disease, and to prevent bacteria growth for residents who received food from 1 of 1 kitchen.
 The findings are: 1. On 7/20/2020 at 12:15 p.m., Dietary Employee #4 checked the temperatures of the food items on the
 steam table. Two (2) flies landed above the steam table while Dietary Employee #4 was checking the temperature of the food. Three
(3) flies were crawling on the vent-a-hood over the stove. 2. On 7/20/2020 at 12:44 p.m., Dietary Employee #5 was
 serving lunch meal trays on the serving line. There were two (2) flies on top of the foil covering the rolls. There were
 three (3) flies crawling above the steam table. One (1) fly was on a tray on the serving line. Dietary Employee #5 was
 about to reach for the tray that had the fly on it, and was asked, What do you see on that tray? She stated, A fly. She
 placed the empty tray on top of the steam table.
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