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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Some

Safeguard resident-identifiable information and/or maintain medical records on each
 resident that are in accordance with accepted professional standards.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on interview and record review, the facility failed to maintain clinical records in accordance with accepted
 professional standards and practices that are complete and accurately documented for 5 of 9 residents (Resident #1, #3, #7, #8, #9)
reviewed for medication administration, in that: 1. Resident #1's temperature had not been documented in the
 resident's permanent medical record since 11/21/19. 2. Resident #3's temperature, pulse or respirations had not been
 documented in the resident's permanent medical record since 9/9/2018. 3. Resident #7's temperature had not been documented
 in the resident's permanent medical record since 7/2/19. 4. Resident #8's temperature had not been documented in the
 resident's permanent medical record since 9/1/19. 5. Resident #9's temperature had not been documented in the resident's
 permanent medical record since 2/13/20. These deficient practices could place residents at risk for inaccurate
 documentation of vital signs and prevent the accurate assessment of baseline vital signs which could result in a decline in health. The
findings were: 1. Review of Resident #1's face sheet, dated 4/17/20 revealed an admission date of [DATE] with
 [DIAGNOSES REDACTED]. Review of Resident #1's quarterly MDS dated  [DATE] revealed a BIMS score of 7 which indicated a
 severe cognitive impairment. Review of Resident #1's vital sign documentation in the medical record revealed a temperature
 had not been documented since 11/21/2019. 2. Review of Resident #3's face sheet, dated 4/17/20 revealed an admission date
 of [DATE] and a readmission of 3/17/17 with [DIAGNOSES REDACTED]. Review of Resident #3's quarterly MDS dated  [DATE]
 revealed a BIMS could not be assessed which indicated a severe cognitive impairment. Review of Resident #3's vital sign
 documentation in the medical record revealed the resident's temperature, pulse or respirations had not been documented
 since 9/9/2018. 3. Review of Resident #7's face sheet dated 4/17/20 revealed an admission date of [DATE] and readmission
 date of [DATE] with [DIAGNOSES REDACTED]. Review of an annual MDS dated  [DATE] revealed a BIMS score of 3 which
indicated
 a severe cognitive impairment. Review of Resident #7's vital signs documentation revealed the last temperature recorded was taken
on 7/2/19. 4. Review of Resident #8's face sheet dated 4/17/20 revealed an admission date of [DATE] with a
 readmission date of [DATE] with [DIAGNOSES REDACTED]. Review of Resident #8's quarterly MDS dated  [DATE] revealed the
BIMS could not be assessed which indicated a severe cognitive impairment. Review of Resident #8's vital signs documentation in
 the medical record revealed the last temperature recorded was documented 9/1/19. 5. Review of Resident #9's face sheet
 dated 4/17/20 revealed an admission date of [DATE] with [DIAGNOSES REDACTED]. Review of Resident #9's quarterly MDS
dated
   ,[DATE]/ revealed BIMS was unable to be assessed which indicated a severe cognitive impairment. Review of Resident #9's
 vital sign documentation in the medical record revealed the temperature had not been documented since 2/13/20. Review of
 paper documentation of vital signs dated 4/1/20-4/14/20 provided by the DON revealed the temperature, pulse, respirations,
 blood pressure and oxygen saturation were being taken by staff and documented on their paper Shift Assignment Sheets. In an
interview on 4/17/20 at approximately 4:10 PM the DON revealed all residents in the facility were receiving vital signs at
 least once every shift (every 8 hours) since the COVID-19 Pandemic began. The DON indicated the vitals are reviewed by the
 charge nurses for any deviation from normal and the documentation was then discarded. The DON confirmed the vital signs
 were not being recorded in the residents' medical records. At the time of exit, the facility did not provide a policy on
 documentation of vital signs in the medical records.
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Provide and implement an infection prevention and control program.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observations, interviews and record review, the facility failed to maintain an infection prevention and control
 program designed to provide a safe, sanitary and comfortable environment to help prevent the development and transmission
 of communicable diseases and infections for 10 of 10 Residents (Residents #1, #2, #3, #4, #5, #6, #7, #8, #9 and #10)
 observed for infection control, in that: 1. CNA did not disinfect a blood pressure cuff, thermometer and pulse oximeter
 between resident use for Resident's #1, 2, 3, 4, 5 and 6. 2. Facility staff (CNAs A, C and E, and MA D) did not ask
 Residents (#6, 7, 8, 9 and 10) to cover their mouths and noses with tissues or place masks on residents when providing
 resident care. These deficient practices could place residents, staff and visitors at risk of transmission of communicable
 diseases and infections, including COVID-19. The findings were: 1. Review of Resident #1's face sheet, dated 4/17/20
 revealed an admission date of [DATE] with [DIAGNOSES REDACTED]. Review of Resident #1's quarterly MDS dated  [DATE]
 revealed a BIMS score of 7 which indicated a severe cognitive impairment. Review of Resident #2's face sheet, dated 4/17/20
revealed an admission date of [DATE] and a readmission date of [DATE] with [DIAGNOSES REDACTED]. Review of Resident #2's
 5-day Medicare MDS dated  [DATE] revealed a BIMS of 10 which indicated a moderate cognitive impairment. Review of Resident
 #3's face sheet, dated 4/17/20 revealed an admission date of [DATE] and a readmission of 3/17/17 with [DIAGNOSES
REDACTED]. Review of Resident #3's quarterly MDS dated  [DATE] revealed a BIMS could not be assessed which indicated a
severe
 cognitive impairment. Review of Resident #4's face sheet, dated 4/17/20 revealed an admission date of [DATE] with
 [DIAGNOSES REDACTED]. Review of Resident #4's quarterly MDS dated  [DATE] revealed a BIMS of 9 which indicated a
moderate
 cognitive impairment. Review of Resident #5's face sheet, dated 4/17/20 revealed an admission date of [DATE] and a
 readmission date of [DATE] with [DIAGNOSES REDACTED]. Review of Resident #5's quarterly MDS dated  [DATE] revealed a
BIMS
 of 12 which indicated the resident was cognitively intact. Review of a face sheet for Resident #6 dated 4/17/20 revealed an admission
date of [DATE] and a readmission date of [DATE] with [DIAGNOSES REDACTED]. Review of Resident #6's quarterly MDS
 dated  [DATE] revealed a BIMS score of 13 which indicated the resident was cognitively intact. Observation on 4/16/20 at
 3:33 PM revealed CNA A went from room to room performing vital sign checks using a thermometer, pulse oximeter and blood
 pressure cuff while carrying the items on a clip board. CNA A entered a resident room to obtain vital signs for Resident
 #1, Resident #2 and Resident #3. Further observation revealed CNA A washed her hands and exited the room but she did not
 disinfect all the equipment. Observation on 4/16/20 at 3:40 PM revealed CNA A entered Resident #4's room, placed the
 clipboard on the resident's bed and obtained vital signs. CNA A did not clean the equipment after resident use. Observation on
4/16/20 at 3:43 PM revealed CNA A entered Resident #5's room and performed vital signs. CNA A did not disinfect the
 equipment after resident use. Observation on 4/16/20 at 3:47 PM revealed CNA A entered Resident #6's room with the
 clipboard, blood pressure cuff, thermometer and pulse oximeter with the intent to perform vital signs until surveyor
 intervention. Interview on 4/16/20 at 3:47 PM with CNA A confirmed she had not disinfected the blood pressure cuff,
 thermometer, pulse oximeter or clip board after contact with residents either before or after use. CNA A confirmed she had
 been trained to clean the equipment with a sanitizing wipe between use. Interview on 4/16/20 at 3:50 PM with RN B confirmed staff
should be disinfecting equipment between resident use. 2. Review of Resident #7's face sheet dated 4/17/20 revealed
 an admission date of [DATE] and readmission date of [DATE] with [DIAGNOSES REDACTED]. Review of Resident #7's annual
MDS
 dated  [DATE] revealed a BIMS score of 3 which indicated a severe cognitive impairment. Review of Resident #8's face sheet
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(continued... from page 1)
 dated 4/17/20 revealed an admission date of [DATE] and a readmission date of [DATE] with [DIAGNOSES REDACTED]. Review
of
 Resident #8's quarterly MDS dated  [DATE] revealed the BIMS could not be assessed which indicated a severe cognitive
 impairment. Review of Resident #9's face sheet dated 4/17/20 revealed an admission date of [DATE] with [DIAGNOSES
 REDACTED]. Review of Resident #9's quarterly MDS dated  [DATE] the BIMS was unable to be assessed which indicated a severe
 cognitive impairment. Observation on 4/16/20 at 2:20 PM revealed CNA C entered Resident # 6's room while not maintaining
 social distancing and watched TV with resident. Upon entry to Resident #6's room CNA C did not ask Resident #6 to cover the mouth
and nose while she was in the room and the resident was not wearing a mask. Observation on 4/16/20 at 2:26 PM
 revealed CNA C entered Resident #7's room to drop off supplies. CNA C approached the resident's bedside without asking the
 resident to cover his mouth or nose. Observation on 4/16/20 at 2:29 PM revealed CNA C entered Resident #8 and #9's room
 without asking the residents to cover their mouths or noses while staff was in the room. Observation on 4/16/20 at 2:36 PM
 revealed MA D entered Resident #7's room to administer medications and did not ask the resident to cover their mouth or
 nose while staff was in the room. Observation on 4/16/20 at 2:38 PM revealed CNA C entered Resident #10's room without
 asking the resident to cover his mouth or nose with tissues. Observation on 4/16/20 at 3:00 PM revealed CNA E performed
 incontinent care to Resident #7 without asking the resident to cover his mouth and nose during care. Observation on 4/16/
 20 at 3:33 PM revealed CNA A performed vital signs on Resident #1, #2 and #3. CNA A did not ask any of the residents in the
resident room (Resident #1, #2, and #3) to cover their mouths or noses while staff was in the room and performing care.
 Observation on 4/16/20 at 3:40 PM revealed CNA A entered Resident #4's room to perform vital signs and did not request that the
resident cover the mouth and nose while staff was performing care. Interview on 4/16/20 at 2:44 PM with MA D revealed
 staff had not been trained to ask resident to cover their mouth and nose when while staff were in resident rooms and
 providing care. Interview on 4/16/20 at 3:10 PM with CNA E revealed she had not been trained or instructed to ask residents to cover
their mouth and nose while staff was in the room and performing care. Interview on 4/16/20 at 4:00 PM with the DON confirmed she
didn't know staff was supposed to ask residents to cover their mouths and noses when staff entered the
 resident rooms and when providing resident care. The DON stated she was familiar with CMS guidelines and had been keeping
 track of the frequent CMS letters. The DON confirmed staff should be disinfecting equipment between resident use. Review of a
facility policy, titled Cleaning and Disinfection of Resident Care Items and Equipment as part of the Infection Control
 Manual dated January 2018 revealed, Resident care equipment, including reusable items and durable medical equipment will be
cleaned and disinfected according to current CDC recommendations for disinfection and OSHA Bloodborne Pathogens Standard.
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