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F 0550 Honor theresident'sright to a dignified existence, self-deter mination, communication,

and to exercise hisor her rights.

Level of harm - Minimal **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

harm or potential for actual | Based on observations, staff interviews and record review, the facility failed to provide a dignified dining experience by
harm standing over aresident while providing assistance with feeding for 1 of 5 residents (Resident #27) reviewed for dignity.
Findings included: Resident #27 was admitted to the facility on [DATE] with [DIAGNOSES REDACTED]. The quarterly Minimum
Residents Affected - Few Data Set assessment dated [DATE] revealed Resident #27 had severe cognitive impairment. She required extensive assistance
with eating. A nutrition care plan updated 7/27/20 revealed, assist with meals as needed. On 8/19/20 at 9:33 AM Resident

#27 was observed in her bed with a breakfast tray on her bedside table. Nurse Aide (NA) #1 entered the room and positioned
Resident #27 in the bed so that she was in an upright seated position. NA #1 informed the resident what was on the

breakfast tray and proceeded to feed Resident #27. NA #1 was standing next to the resident's bed as she provided the

resident with feeding assistance. NA #1 stood above eye level of the resident for the duration of the meal while she fed

Resident #27. On 08/19/20 at 9:45 AM, NA #1 removed the tray from the resident's room. An interview was completed with NA
#1 on 8/19/20 at 9:45 AM, during which she stated Resident #27 needed to be fed her meal. She explained that she typically
stood when she fed aresident and the facility had not educated her on whether to sit or stand when she provided a resident with
feeding assistance. An attempt to interview Resident #27's representative was unsuccessful. During an interview with

the Director of Nursing on 8/21/20 at 12:46 PM, she specified that staff should be seated when they fed aresident.

F 0583 Keep residents personal and medical records private and confidential.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Level of harm - Minimal Based on observation, record review and staff interviews the facility failed to ensure privacy during activities of daily
harm or potential for actual | living (ADL) care and wound assessment/dressing change for 1 of 3 residents observed for ADL care (Resident #70) and for 1
harm of 2 residents observed for pressure ulcers (Resident #70). Findings included: Resident #70 was admitted to the facility on [DATE]

with multiple [DIAGNOSES REDACTED]. The quarterly Minimum Data Set ((MDS) dated [DATE] revealed Resident #70 was
Residents Affected - Few severely cognitively impaired and needed total assistance with one person for toileting and personal hygiene. Resident

#70's care plan dated 8-3-20 revealed agoal that he would improve ADL's with therapy and or staff interventions. The

interventions for the goal were in part; assist with ADL's to completion and provide incontinence care as needed. During

theinitial observation of Resident #70's room on 8-19-20 at 10:35am, the observation revealed the room currently had two

residents residing in the room and there were no privacy curtains or tracks on which to hang the privacy curtains. On

8-20-20 at 9:52am, observation of ADL care with NA #2 occurred. The observation revealed there were no privacy curtains for the
NA to use during her care. NA #2 was interviewed on 8-20-20 at 9:52am. The NA discussed Resident #70's roommate being

present in the room during Resident #70's ADL care and there were no means to provide privacy for Resident #70 during care. NA #2
confirmed there were no privacy curtains or privacy screens available. She also said there had not been any privacy

curtainsin the resident room for months. Observation of Resident #70's wound care occurred on 8-20-20 at 12:15pm with

Nurse #3. Resident #70's roommate was observed to be present in the room during Resident #70's entire wound care. The
observation revealed Resident #70 had a pressure ulcer on his sacrum and Nurse #3 had positioned the resident, so Resident

#70's sacrum was facing his roommate. There were no privacy curtains available for the nurse to use, and Resident #70's

roommate had full visual privacy of Resident #70's wound care. During an interview with Nurse #3 on 8-20-20 at 12:15pm, the nurse
stated she tried to shield any visual display of Resident #70's sacrum to the roommate with her body. She also stated she was not sure
how long there had not been privacy curtains or why. The Director of Nursing (DON) was interviewed on

8-21-20 at 12:40pm. The DON said she was aware there were not privacy curtains available in Resident #70's room and stated

the maintenance director was in the process of ordering some. During an interview with the maintenance director on 8-21-20

at 12:50pm, the maintenance director reported the following information. He was in the process of ordering the tracks, and

he needed to hang the privacy curtains. He expected the tracks to be in the building within a month. He believed Resident

#70's room was a private room initially and the facility had made the room semi-private at some time. He was hired in May

2020 and did not know the exact date the room was converted to a semiprivate room or why the tracks for the privacy

curtains were not ordered earlier. His plan was to put up the tracks for the privacy curtains as soon as they arrived in

thefacility. The Administrator was interviewed on 8-27-20 at 10:47am. During the interview, the Administrator was not able to
validate how long the privacy curtains had been missing from Resident #70's room or what efforts the facility had taken

to afford privacy prior to 8-26-20 for Resident #70.

F 0584 Honor theresident'sright to a safe, clean, comfortable and homelike environment,

including but not limited to receiving treatment and supportsfor daily living safely.

Level of harm - Potential **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

for minimal harm Based on observations, resident and staff interviews and review of facility maintenance records, the facility failed to

maintain a bathroom door in good repair in 1 of 6 resident rooms (room [ROOM NUMBER]) on the 100 hall and failed to
Residents Affected - Some | maintain aclean living environment for 2 of 21 residents (Resident #54 and Resident #90) reviewed for environment.
Findingsincluded: 1. An observation of room [ROOM NUMBER] on 8/18/20 at 3:08 PM revealed a hole on the outside of the
bathroom door that measured five inchesin length. On 8/21/20 at 11:25 AM an observation of the hole on the outside of the
bathroom door of room [ROOM NUMBER] was completed with the Maintenance Director (MD). During an interview with the MD

8/2:1J20 at 11:27 AM, he described the hole in the bathroom door to be five inches in length and stated the hole looked to

have been caused by the handle to the room's door that came in contact with the bathroom door. He explained there were

clipboards at each nurse's station that staff used to communicate maintenance issues. He checked the clipboards every

morning for maintenance requests and completed repairs in order of importance. He added room audits were completed weekly

and he primarily looked at window blinds, beds and furniture. The MD said he was unaware of the hole in the bathroom door

of room [ROOM NUMBER]. The maintenance log book was reviewed for March through August 2020. There were no work orders
placed related to the hole in the bathroom door of room [ROOM NUMBER]. An interview with the Director of Nursing (DON) was
held on 8/21/20 at 12:54 PM. She expressed the facility was in a state of transition and several new staff and managers had been hired
to take care of all the areas we've identified that need some extra attention. 2a. Resident #54 was admitted to

the facility on [DATE]. The comprehensive Minimum Data Set assessment dated [DATE] indicated Resident #54 was cognitively
intact. An observation of Resident #54's room on 8/18/20 at 12:02 PM revealed food particles, milk and papers on the floor

near the bed by the window. An interview conducted with Resident #54 on 8/18/20 at 12:06 PM revealed it had been afew days since
his room was cleaned by housekeeping staff. During a second observation of Resident #54's room on 8/18/20 at 3:00 PM,
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F 0584 (continued... from page 1)

thefood particles, milk and papers remained on the floor. During an interview with Housekeeper #1 on 8/19/20 at 9:50 AM,
Level of harm - Potential he stated resident rooms should be cleaned every day. He explained the rooms were to be sprayed with disinfectant, the
for minimal harm bathrooms were to be cleaned, the floors were to be swept and mopped and trash was to be removed from the rooms.
Housekeeper #1 said on 8/18/20 the housekeepers who worked on Resident # 54's hall had abruptly resigned and the rooms on
Residents Affected - Some | the hall were not cleaned. On 8/20/20 at 2:25 PM an interview was completed with the Housekeeping Manager, during which he
confirmed two of the facility housekeepers had resigned and left the building on 8/18/20 without doing their housekeeping
duties. He said the rooms on Resident # 54's hall were not cleaned until |ater in the afternoon when he and his district

manager cleaned the rooms. An interview with the Director of Nursing (DON) was held on 8/21/20 at 12: PM. She expressed the
facility wasin a state of transition and several new staff and managers had been hired to take care of al the areas we've identified that
need some extra attention. 2b. Resident #90 was admitted to the facility on [DATE]. The quarterly Minimum

Data Set assessment dated [DATE] indicated Resident #90 had moderately impaired cognition. An observation of Resident #90's
room on 8/18/20 at 11:11 AM revealed several dried, brown spots on the outside of the bathroom door. Further observation of the
room was completed and the privacy curtain had numerous stains at the bottom of the curtain. A second observation of

Resident #90's room was completed on 8/21/20 at 10:20 AM. There remained severa dried, brown spots on the outside of the
bathroom door and the privacy curtain had numerous stains at the bottom of the curtain. Resident #90's room was observed

with the Housekeeping Manager on 8/21/20 at 11:17 AM. He stated housekeeping staff were supposed to wipe down everything in
the room when they cleaned, including the bathroom door. He added privacy curtains were washed upon discharge and when
visibly soiled and housekeeping staff were supposed to observe and report soiled privacy curtains to they could be cleaned. An
interview with the Director of Nursing (DON) was held on 8/21/20 at 12:54 PM. She expressed the facility was in a state

of transition and several new staff and managers had been hired to take care of all the areas we've identified that need

some extra attention.

F 0641 Ensure each resident receives an accur ate assessment.
**NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Level of harm - Minimal Based on record review and staff interview the facility failed to accurately code a minimum data set assessment for the use of a
harm or potential for actual | wander / elopement alarm and for Hospice services. This was evident for 1 of 1 resident reviewed for behaviors and
harm Hospice (Resident #14). The facility additionally failed to code a minimum data set assessment for afall with injury. Thiswas

evident for 1 of 9 residents reviewed for accidents (Resident #69). Findings Included: 1. Resident #14 was admitted
Residents Affected - Few to the facility 8/22/19 and [DIAGNOSES REDACTED]. Review of the physician's order [REDACTED)]. A care plan dated 9/14/19
for Resident #14 included information that the resident was approaching end of life and had elected hospice services.

Review of an elopement assessment dated [DATE] for Resident #14 identified she was at risk for wandering and awander guard was
in place. A quarterly minimum data set ((MDS) dated [DATE] for Resident #14 identified the resident had wandering

behavior 4 to 6 days during the lookback period; was independent with transfers, bed mobility and locomotion; did not have
awander / elopement alarm and had severely impaired cognition. The MDS did not identify the resident was receiving Hospice
services. An observation of Resident #14 on 8/20/20 at 2:27 pm reveaed the resident was lying in bed and a wander guard

was observed to be on her left ankle. An interview on 8/27/20 at 12:05 pm with MDS Nurse #2 revealed the MDS dated [DATE]

for Resident #14 had been coded incorrectly. She stated the use of awander / elopement alarm should have been coded as a 2 because
the resident used the alarm daily. She additionally stated Resident #14 was receiving Hospice services during the

lookback period for the MDS dated [DATE] and should have been coded to reflect this. Nurse #2 stated she would need to

complete a modification to thisMDS to correct these 2 sections. An interview on 8/28/20 at 11:30 am with the Interim

Administrator revealed she expected MDS assessments to be coded correctly.

2. Resident #69 was admitted to the facility on [DATE] with multiple [DIAGNOSES REDACTED]. Resident #69's care plan dated
6-10-20 revealed agoal that the resident would not sustain serious injury. The interventions associated with the goal werein part;
anticipate and meet the resident's needs, call light is within reach, ensure resident is wearing appropriate

footwear and frequent toileting. Review of Resident #69's medical record revealed the resident had an unwitnessed fall on
6-24-20 where she sustained a broken right wrist. The medical record also contained documentation the resident required a

cast to her right wrist due to the wrist fracture she sustained from the fall. The significant change Minimum Data Set

((MDS) dated [DATE] revealed Resident #69 was moderately cognitively impaired and was coded as having falls with no injury.
MDS Nurse #1 and #2 were interviewed on 8-20-20 at 1:48pm. This interview revealed the reason the MDS had been inaccurately
coded was because the MDS nurses had not assessed the injury as something that should be coded. MDS Nurse #1 stated, her

(the resident's) oxygen tubing pulled her backwards and that is not considered afall with amajor injury. Nurse #2 was
interviewed on 8-25-20 at 11:50am by telephone. The nurse discussed being familiar with Resident #69 and confirmed the
resident had sustained a wrist fracture from an unwitnessed fall on 6-24-20. The Administrator was interviewed on 8-27-20

at 10:47am. The Administrator said she was not aware of the coding issue on Resident #69's MDS.

F 0655 Create and put into place a plan for meeting theresident's most immediate needs within

48 hour s of being admitted

Level of harm - Minimal **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

harm or potential for actual | Based on record review and staff interviews, the facility failed to develop a base line care plan for aresident at risk

harm for fallsfor 1 of 2 residentsreviewed for fals (Resident #346). Findings included: Resident #346 was admitted to the

facility on [DATE] with multiple[DIAGNOSES REDACTED)]. Theinitial nursing assessment dated [DATE] for Resident #346
Residents Affected - Few revealed she was alert and cognitively intact. The assessment also revealed Resident #346 was at risk for falls and was her own
representative. Resident #346's electronic medical record revealed there was no base line care plan in the resident's

medical record. The Director of Nursing (DON) was interviewed on 8-20-20 at 10:30am. The DON said there was not a base line
care plan developed for Resident #346 and stated, it just got missed. During an interview with MDS nurse #2 on 8-27-20 at
10:09am by telephone, the MDS nurse reported her time was being split between MDS duties and nursing responsibilities but
more towards the nursing responsibilities. She confirmed base line care plans were completed by nursing staff and it was

the unit supervisor's responsibility to ensure the base line care plan was completed. The Administrator was interviewed on
8-27-20 at 10:47am by telephone. The Administrator stated she was informed the baseline care plan was not completed for
Resident #346 and said, It should have been corrected before now, but it has been corrected.

F 0657 Develop the complete care plan within 7 days of the compr ehensive assessment; and

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

Level of harm - Minimal **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

harm or potential for actual | Based on observations, record review and staff interviews, the facility failed to revise the care plan to reflect a

harm significant weight loss for 1 of 7 residents (Resident #43) reviewed for nutrition, splinting for 1 of 1 resident (Resident #43) reviewed
for limited range of motion, antipsychotic medication usage for 1 of 5 residents (Resident #33) reviewed for

Residents Affected - Few unnecessary medications and afall with injury for 1 of 5 residents (Resident #69) reviewed for falls. The findings

included: 1. Resident #43 was admitted to the facility on [DATE] with [DIAGNOSES REDACTED)]. An annua Minimum Data Set
(MDS) assessment dated [DATE] revealed Resident #43 was 69 in height and weighed 102 pounds. The MDS further indicated
Resident #43 had aweight loss of 5% or more in the last month or loss of 10% or more in the last 6 months. A record review revealed
aweight of 109 pounds on 2/3/20 and aweight of 95.6 pounds on 7/28/20, indicating a 12.29 % weight lossin 6

months. A dietician noted on 7/31/20 at 4:14 PM Resident #43 experienced a 5.9% significant weight lossin 1 month and a

11.1% significant weight loss in 6 months. Resident #43 had a current physician's order [REDACTED]. Review of the

Medication Administration Record [REDACTED]. Resident #43 ' s care plan, dated 7/16/20, identified the resident had a

problem with weight fluctuation but had not been revised to reflect the significant weight loss, which was noted on the MDS and in
the dietician ' s note. The care plan aso identified the resident had impaired mobility but had not been updated to include the physician
ordered splint. An interview with the MDS Nurse on 8/21/20 at 10:35 AM reveaed care plans are

updated quarterly and as needed. The MDS Nurse stated during routine morning meeting she reviewed the Order Listing Report

and used that to update the care plans. According to the MDS Nurse, the Order Listing Report included all new orders for

all the residents. The MDS Nurse stated splinting was something that should have been added to the care plan and should
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have been added using the Order Listing Report. She stated the Dietician received weights and updated the nutrition care

plan. Aninterview with the Dietician on 8/25/20 at 11:06 AM revealed she monitored the monthly weights. She stated several people
were involved in care planning. She stated Resident #43 did have a significant weight loss and the care plan should

have been updated to reflect the weight loss.

2. Resident #33 was admitted to the facility on [DATE] with [DIAGNOSES REDACTED]. Resident #33's quarterly Minimum Data
Set (MDS) assessment dated [DATE] indicated the resident was cognitively intact. She received anti-anxiety medication and a
hypnotic medication for 7 of 7 daysin the look back period of the assessment. The care plan, updated 3/17/20, did not

include an arearelated to [MEDICAL CONDITION] medication use. The monthly physician orders[REDACTED]. Resident #33
began

[MEDICATION NAME] (an anti-anxiety medication), 5 milligrams (mg), twice a day for anxiety on 4/30/20. She was started on
[MEDICATION NAME] (an anti-depressant medication), 50mg, at night, on 7/29/20. An interview was completed with Resident #33
on 8/19/20 at 11:05 AM. She reported she had issues with pain in her back and leg at times but denied any signs/symptoms of
depression or anxiety. During an interview with MDS Nurse #1 on 8/20/20 at 10:49 AM, she explained if aresident was on
[MEDICAL CONDITION] medications it was included in the care plan and the facility addressed issues such as risk for falls

related to the medication use, change in level of consciousness or cognition and the reason aresident received a[MEDICAL
CONDITION] medication. MDS Nurse #1 verified Resident #33 received [MEDICAL CONDITION] medications, and this should
be on

her care plan. She added she had been in the MDS position for two months and was not sure why the care plan had not been

updated to reflect the [MEDICAL CONDITION] medications. On 8/21/20 at 12:54 PM an interview was completed with the Director
of Nursing. She said the facility had been in atransition and had hired new staff, including the MDS role. She shared MDS

Nurse #1 had been in the facility for a short time and the facility wasin the process of auditing the status of the care

plans to make sure everything was in place.

3. Resident #69 was admitted to the facility on [DATE] with multiple [DIAGNOSES REDACTED]. Review of incident reports for
Resident #69 revealed the resident had experienced falls on the following dates; 5-19-20 with no injury, 5-31-20 with
discoloration to right forearm, 6-24-20 with fracture to right wrist and 8-2-20 with no injury. The latest fall assessment

dated [DATE] revealed Resident #69 was a high risk for falls. The significant change Minimum Data Set ((MDS) dated [DATE]
revealed Resident #69 was moderately cognitively impaired and was coded as experiencing falls since last assessment.

Resident #69's care plan last reviewed with a date of 8-19-20 revealed a focus problem of being unsteady with transitions

and arecent fall with fracture on 2-9-20. The goal for Resident #69 for the stated focused problem was the resident will

improve ADL's (activities of daily living) through the next review. The resident's care plan did not note the resident had
experienced any falls after 2-9-20. During an interview with MDS nurse #2 on 8-20-20 at 1:48pm, the MDS nurse stated

Resident #69's care plan was reviewed by staff on 8-19-20. She further stated the care plan's focus section for falls, the

goals and interventions were not updated because the falls the resident experienced since 2-20-20 did not show up on the

list asfalls so | missed updating that section. The Administrator was interviewed on 8-27-20 at 10:47am. The Administrator stated
she had not belen eanade aware that Resident #69's care plan had not been reviewed and updated correctly but would make sure the
issue was resolved.

Progli)tljecareand assistance to perform activities of daily living for any resident whois

unable.

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

Based on record review, observations, resident interview and staff interviews, the facility failed to cut and file long

jagged fingernails and ensure resident fingernails were clean and free from debris for 1 of 3 residents (Resident #346)

observed for activities of daily living (ADL). Findings included: Resident #346 was admitted to the facility on [DATE] with multiple
[DIAGNOSES REDACTED]. Theinitia nursing assessment dated [DATE] for Resident #346 revealed the resident needed

support and physical assistance by one person for personal hygiene. An attempt was made to interview Resident #346 on

8-18-20 at 3:11pm. The resident was unable to speak clearly making it difficult to ascertain if the resident understood the questions.
The resident's fingernails on both hands were noted to be long with jagged edges and a brown substance caked

underneath. Observation of Resident #346's ADL care occurred on 8-20-20 at 10:20am with nursing assistant (NA) #5. The
resident's fingernails on both hands continued to be long with jagged edges and a brown substance caked underneath the

nails. NA #5 was observed trying to clean the underneath of resident #346's fingernails with a washcloth but the brown

substance remained. NA #5 was interviewed on 8-20-20 at 10:25am. According to NA #5, she was not familiar with the resident
because she did not routinely work with her. NA #5 confirmed she was unable to remove the brown substance from underneath

the resident's nails. She said, | will have to ask the nurse if they have something, | can use to clean them. An interview

with Nurse #6 occurred on 8-20-20 at 11:28am. Nurse #6, who was assigned to care for Resident #346 said the NA's did not

have time to cut, file and clean resident's fingernails and it was the responsibility of the activities department to care

for the resident's fingernails. During an interview with NA #4 on 8-20-20 at 11:30am, NA #4 stated it was the

responsibility of the NA's to cut and clean resident fingernails if the resident was not diabetic. She also said residents’ fingernails were
not cut or cleaned because there were not fingernail clippers always available. NA #4 discussed the

activity department would paint residents’ fingernails, but it was the responsibility of the NA's to keep them clean and

cut. She added she was not aware of Resident #346's fingernails being long, jagged and dirty because she said, that

resident was not assigned to me today, but | will take care of it. The Administrator was interviewed on 8-27-20 at 10:47am. The
Administrator stated she had not been made aware of any residents not receiving proper hygiene care.

Provide appropriate pressure ulcer careand prevent new ulcersfrom developing.
**NOTE- TERMS IN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on observations, record review, staff interviews and physician interview, the facility failed to implement physician

orders [REDACTED].#46 pressure ulcer treatments twice aday per physicians orders and (2) implement Resident #62's

physician ordered pressure reducing intervention to float heels while in bed. This failure was for 2 of 4 sampled residents reviewed
for pressure ulcers. Findings included: 1.Resident #46 was admitted to the facility on [DATE] with multiple

[DdIAGNOSES REDACTED)]. The quarterly Minimum Data Set ((MDS) dated [DATE] revealed Resident #46 was cognitively intact
an

was coded for having a stage 4 pressure ulcer. Resident #46's care plan dated 7-27-20 revealed agoal the resident would

not develop a new open pressure ulcer and the resident's pressure ulcer would show signs of healing and remain free from

infection. The interventions listed in part were; administer treatments as ordered and monitor for effectiveness,

assess/record/monitor wound healing, measure length, width and depth where possible, assess and document status of the

wound perimeter, wound bed and healing progress and report improvements and declines to the physician. Resident #46's

medical record revealed the resident had awound vac from 7-17-20 until 8-7-20 where it was documented the wound vac
malfunctioned on 8-7-20. Physician order [REDACTED]. Resident #46's Treatment Administration Record (TAR) for the month of
August 2020 revealed no documentation of wound care being performed to the resident's sacrum on the evening shift for the
following days; 8-10-20, 8-16-20, 8-18-20, 8-21-20, 8-27-20, 8-28-20, 8-29-20, 8-31-20. Resident #46's TAR for August 2020

also revealed no documentation of wound care being completed to the resident's sacrum during the day or evening shift on

8-31-20. The facility's weekly pressure wound observation tool was reviewed for the months of August 2020 to 9-1-2020 and
revealed the following results; 8-13-20 the sacrum wound measured 2.2cm(centimeters) long, 2.5cm wide, 2.0cm deep with

1.5cm of tunneling. 8-18-20 the sacrum wound measured 2.0cm long, 2.5cm wide, 2.0cm deep and 2.7cm of tunneling. 8-27-20

the sacrum wound measured 2.3cm long, 3.0cm wide, 3.0cm deep and 3.7cm of tunneling. 9-1-20 the sacrum wound measured 3.0cm
long, 3.0cm wide, 4.0cm deep and 3.0cm of tunneling. During an interview with Resident #46 on 9-1-20 at 3:05pm, Resident

#46 discussed having awound on his buttocks that was supposed to be changed twice a day. The resident stated staff was

completing his wound care once a day in the mornings, but he was not receiving his wound care in the evenings. Resident #46 said he
had not been refusing for the wound care to be completed. Observation of Resident #46's wound care occurred on

9-2-20 at 10:01am with the facility's wound care aid and nursing assistant (NA) #2. The wound care aid was noted to

maintain aclean field and provide the wound care per the physician orders. The wound care aid was noted to pack the

residents wound with 4x4 gauze squares wet with Dakin solution using her fingers to insert the 4x4 squares into the wounds
tunneling area. The residents wound was observed to be clean with no odor or signs of infection. A very small amount of red drainage
was noted. The wound care aid was interviewed on 9-2-20 at 10:15am. The wound care aid stated she was not aware
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Resident #46's wound care was not being completed twice aday and said, | work during the day, so | know it is getting done then.
She also commented that the wound care nurse communicates with the physician if there are any issues with the wound.

Nurse #3 was interviewed on 9-4-20 at 3:42pm by telephone. Nurse #3 confirmed she was the wound care nurse for Resident #46 and
discussed that she worked during the day. The nurse said she reported to the evening shift, the residents' that had

wound care to be completed during their shift. She also stated she had realized Resident #46's wound care was not being

completed in the evenings (indicated by the resident's TAR) as ordered but was not aware of the frequency. Nurse #3 stated

she had reported the incomplete wound care on the evening shift to the Director of Nursing (DON) when she saw the wound

care had not been completed on 8-10-20, 8-16-20 and 8-18-20 and any concerns about Resident #46's wound to the physician.

The nurse commented Resident #46 was having the wound vac placed on his sacral wound today (9-4-20). An attempt was made to
contact the evening shift nurses; however, it was reported by the DON the facility used different agencies and she was not

aware which agency the evening nurses came from so she would not be able to provide any phone numbers. The DON also
commented, since the survey, she has started handling the scheduling herself so she can have a better understanding on who

was working and if staff was from an agency which agency. The facility's physician was interviewed on 9-4-20 at 12:25pm by
telephone. The physician stated the wound care nurse changes the resident's dressing during the day and the floor staff was supposed
to change it in the evenings. He said he was not aware the wound care was not being completed on the evening

shift. The physician commented he was aware the resident's wound was healing with the wound vac but was not aware the wound had
deteriorated. He stated he expected staff to follow the physician orders. The physician discussed the wound having the

ability to become worse if the wound was not treated as ordered by staff. An interview occurred with the Director of

Nursing (DON) on 9-4-20 at 1:40pm by telephone. The DON stated she was not aware of Resident #46's wound care not being
completed as ordered but that she would discuss the issue with staff to find out why the wound care was not being

completed. She also stated if the wound care could not be completed as scheduled, the nurses were responsible for

documenting the reason in the nursing notes.

2. Resident #62 was admitted to the facility on [DATE] with [DIAGNOSES REDACTED]. A quarterly Minimum Data Set (MDS)
assessment dated [DATE] revealed Resident #62 had severely impaired cognition and was totally dependent on staff for

activities of daily living. Resident #62 was at risk for pressure ulcers and had current pressure ulcers. Resident #62

utilized a pressure reducing device to her bed and received pressure ulcer care. A progress note dated 8/18/20 by the wound care
physician revealed Resident #62 was seen for a stage 2 pressure ulcer to her sacrum. The wound measured 1 x 1 x 0.1

centimeters. Theresident ' s August 2020 physician's order [REDACTED]. The Medication Administration Record [REDACTED].
An observation on 8/19/20 at 3:20 PM revealed Resident #62 lying in bed. Resident #62 ' s heels were lying flat on the

mattress and the heels were not floated. An observation on 8/20/20 at 8:10 AM revealed Resident #62 lying in bed. Resident

#62 ' s heelswere lying flat on the mattress and the heels were not floated. An interview was conducted with Nurse Aide

(NA) #3 on 8/20/20 at 10:00 AM. NA #3 provided care to Resident #62 on 8/20/20. She did not know why Resident #62 ' s heels
were not floated on 8/20/20. NA #3 reviewed Resident #62 ' s care plan guide and did not find where Resident #62 ' s heels

were to be floated. An interview was conducted with Nurse #4 on 8/21/20 at 10:10 AM. Nurse #4 provided care to Resident #62 on
8/19/20 and 8/20/20. She stated she didn ' t know why Resident #62 ' s heels were not floated and that was something the nursing
assistants should do. An interview was conducted with the Director of Nursing (DON) on 8/20/20 at 12:45 PM. The DON stated she
would look into why Resident #62 ' s heels were not being floated but still being signed as done.

Provide appropriate carefor aresident to maintain and/or improve range of motion (ROM),
limited ROM and/or mobility, unless a declineisfor a medical reason.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on observations, record review and staff interviews, the facility failed apply a physician ordered resting hand
splint for 1 of 1 resident (Resident #43) reviewed for limited range of motion. The findings included: Resident #43 was
admitted to the facility on [DATE] with [DIAGNOSES REDACTED]. A discharge summary by occupational therapy dated 12/6/19
indicated Resident #43 had met his short term goal to achieve normal anatomical alignment of the right hand on 11/8/19 and
would be referred to a Functional Maintenance Program for splinting. A Functional Maintenance Program form dated 10/30/19
read, Right hand - resting hand splint to be worn in AM 6-8 hours per day after he is bathed and dressed. A quarterly
Minimum Data Set (MDS) assessment dated [DATE] revealed Resident #43 had severely impaired cognition and was totally
dependent on staff for activities of daily living. Resident #43 ' s August 2020 physician's order [REDACTED)]. Resident #43
' s August 2020 Medication Administration Record [REDACTED]. An observation on 8/18/20 at 10:30 AM, revealed Resident #43
lying in bed. The resident did not have a hand splint applied to hisright hand. An observation on 8/18/20 at 12:10 PM,
revealed Resident #43 lying in bed. The resident did not have a hand splint applied to hisright hand. An observation on
8/20/20 at 10:33 AM, revealed Resident #43 lying in bed. The resident did not have a hand splint applied to hisright hand. An
interview was conducted on 8/20/20 at 2:56 PM, with Certified Medical Assistant (CMA) #1. She stated she was working as
anursing assistant and cared for Resident #43. CMA #1 added she was aware Resident #43 had a splint and the information
may be on the care guide but they didn ' t have time to look at the care guide every day. She stated she relied on the
nurses to tell her what the residents needs were if it was something the nurse wasn ' t going to do themselves. An
interview was conducted with Nurse #4 on 8/21/20 at 10:10 AM. She stated it was her understanding that therapy handled the
residents splinting. An interview was conducted with the Director of Nursing (DON) on 8/20/20 at 12:45 PM. The DON stated
she would look into why Resident #43 ' s hand splint wasn ' t being applied but being signed off on the MAR indicated
[REDACTED]. She stated Resident #43 had a contracture to his right hand and had been on and off skilled therapy services
since his admission. Theright resting hand splint was ordered to keep the hand aigned. She added the splint was
originally ordered to be applied at night but was not being done. She stated Resident #43 needed the splint to prevent the
contracture from worsening.

Provide enough food/fluids to maintain aresident's health.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on observations, record review and staff interview the facility failed to obtain weekly weights as recommended by the
Registered Dietitian (RD) and asidentified in the facility risk team meeting notes, failed to obtain weekly weights as

ordered by the physican and failed to provide a nutritional supplement as orderd by the physician to address weight loss.

Thiswas evident for 3 of 9 residents reviewed for nutrition (Resident #40, Resident #43 and Resident #27). Findings

Included: 1. Resident #40 was admitted to the facility on [DATE] and [DIAGNOSES REDACTED]. A dietary/nutrition note written
by the RD dated 4/14/20 for Resident #40 stated weight was 135 Ibs. 5.6% weight loss in 3 months and 15.6% weight lossin 6
months. Resident with history of weight fluctuationsin facility. The goal was for the resident to gain weight. The RD

recommend weekly weights for 4 weeks to monitor weight trend. Review of arisk meeting note dated 4/16/20 for Resident #40
stated in part, the resident had significant weight lossin the last 6 months and recommendeation for weekly weights for 4

weeks. Review of arisk meeting note dated 4/29/20 for Resident #40 stated in part, to do weekly weights for 4 weeks.

Review of the resident ' s weight record revealed aweight on 4/2/20 of 135 pounds (Ibs.). There were no weekly weights
documented for April 2020 or May 2020. The only documented weight for Resident #40 for May 2020 was on 5/5/20 of 134.5 Ibs.
An interview on 8/20/20 at 10:10 am with Nurse #10 revealed she provided care for Resident #40. She stated she was not sure how
often the resident was weighed, and she believed the activity staff were responsible to obtain the residents weights.

An observation of Resident #40 on 8/20/20 at 10:28 am revealed he was asleep in bed; the head of his bed was elevated. A

feeding pump was infusing a name brand tube feeding formula as ordered. An interview on 8/20/20 at 1:35 pm with the

Director of Nursing (DON) revealed she was unable to locate any weekly weights for Resident #40. She explained weekly

weights were initiated as part of his plan of care after the resident had a significant weigh lossin April 2020. The DON

stated she had recognized there was a problem with the facility weight process. An interview on 8/26/20 at 11:32 am with

the RD revealed when she reviewed Resident #40 on 4/14/20 she recommended the facility weigh him weekly for 4 weeks because
the resident had a significant weight loss. She added she did not know why the weekly weights were not done. The RD further
explained she would try and verify the nutritional recommendations she had left for the facility were completed on her next visit to the
facility if she had time. An interview on 8/28/20 at 11:30 am with the interim Administrator revealed she

expected residents would be weighed at a minimum monthly and weekly weights should be obtained if identified as part of a
resident ' splan of care.
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2. Resident #43 was admitted to the facility on [DATE] with [DIAGNOSES REDACTED]. An annual Minimum Data Set (MDS)
assessment dated [DATE] indicated Resident #43 had severely impaired cognition and required extensive assistance with

meals. His height was 69 inches and he weighed 102 pounds and had aweight loss of 10% or more in the last 6 months. The

care plan dated 7/18/20 reflected a problem for risk for weight fluctuation with an intervention to monitor weights as

ordered. Resident #43 had a current physician's order [REDACTED] .#2. Review of Resident #43"' sweight record revealed on
7/28/20 aweight of 95.6 pounds. Further review of the resident ' s medical record revealed no weights documented since

7/28/20. The dietician noted on 7/31/20 at 4:14 PM that Resident #43 weighed 96 pounds which reflected an 11.1 significant
weight lossin 6 months. Resident #43 was observed eating breakfast on 8/20/20 at 8:50 AM. He was observed being fed by a
staff member and had consumed half of his meal at that time. Resident #43 stated his breakfast was pretty good. On 8/20/20

at 10:29 AM MDS Nurse #2 was interviewed. She indicated she did not receive weekly weights. She confirmed Resident #43 had
an order for [REDACTED)]. She stated she was unable to locate weekly weights for Resident #43 that were part of hisplan

after he had a significant weight lossin July 2020. She added she recognized there was a problem with the facility weight
process.

3. Resident #27 was admitted to the facility on [DATE] with [DIAGNOSES REDACTED]. The quarterly Minimum Data Set (MDS)
assessment dated [DATE] revealed Resident #27 had severe cognitive impairment. She required extensive assistance with
eating. She was 67 inches tall and weighed 114 pounds. The MDS further indicated Resident #27 had aweight loss of 5% or
more in the last month or a 10% weight loss in the last six months. The resident's July 2020 weights as documented in the
electronic record were as follows: 7/2/20 weight= 114.8 pounds 7/9/20 weight= 116.6 pounds 7/16/20 weight= 117.2 pounds
7/23/20 weight= 120.6 pounds A nutrition care plan updated 7/27/20 indicated a goal that the resident would have no
significant weight changes and a care plan approach included, assist with meals as needed and provide oral nutrition
supplements as ordered. The resident's August 2020 physician orders [REDACTED]. On 8/19/20 from 9:15 AM to 9:37 AM, a
continuous observation of Resident #27 revealed she wasin her room being fed her breakfast meal by NA #1. The meal ticket
on Resident #27's breakfast tray indicated she was on a puree diet with honey thickened liquids and the breakfast meal

included afrozen nutritional treat. An observation of the resident's meal tray revealed there was no frozen nutritional

treat on the tray. On 8/19/20 at 9:37 AM NA #1 removed the breakfast tray from the room. Resident #27 had not received the
frozen nutritional supplement nor was one offered to her during the breakfast meal. An interview with NA #1 on 8/19/20 at
9:33 AM revealed Resident #27 needed to be fed by staff. She explained that if resident fed herself she ate 1-2 bites and
that'sall. NA #1 reported if the resident had poor intake she offered a substitute such as yogurt. She said Resident #27

received a nutritional supplement on her tray for lunch and dinner. During an interview with the Food Service Manager on
8/20/20 at 10:15 AM, she explained the frozen nutritional supplement that was ordered for Resident #27 was placed on the
resident's meal trays by the dietary staff. She added that sometimes the facility ran out of frozen nutritional supplements and on
8/19/20 the facility did not have any to serve during the breakfast meal. She added if she was out of the frozen

nutritional supplements, she typically substituted a health shake, but since Resident #27 was on honey thickened liquids

she didn't know what could be given as a substitute. On 8/20/20 at 3:30 PM Nursing Assistant (NA) #1 weighed Resident #27
and reported the resident weighed 103.4 pounds which reflected the resident had experienced a 17.2 pound (or 14 percent)
significant weight loss since 07/23/20. An interview was completed with the Registered Dietician (RD) on 8/21/20 at 12:02

PM. She confirmed Resident #27 had experienced some weight loss and she recommended the resident receive a nutritional
supplement with each meal. The RD added Resident #27's weights had started trending up in July 2020. In an interview with
the DON on 8/21/20 at 12:46 PM, she explained the kitchen received a copy of the recommendations for nutritional
supplements and added them to aresident's meal tray. The DON expressed she was unaware the facility had ran out of
nutritional supplements and said if she had known she would have notified a sister facility to provide the supplement until the new
shipment arrived.

Provide safe and appropriaterespiratory carefor aresident when needed.
**NOTE- TERMS IN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on observation, record review, staff interviews and physician interview the facility failed to (1) provide oxygen

therapy per physician orders [REDACTED].#69) and (2) failed to obtain an order for [REDACTED].Resident #69 was admitted to
thefacility on [DATE] with multiple[DIAGNOSES REDACTED]. Resident #69's care plan dated 6-10-20 revealed agod that she
would not have complications related to shortness of breath and have no signs and symptoms of poor oxygen absorption. The
interventions for the goal were in part; administer medication and inhalers as ordered, monitor for signs and symptoms of
respiratory distress, and oxygen setting at 3 liters by nasal canula as needed. The significant change Minimum Data Set

((MDS) dated [DATE] revealed Resident #69 was moderately cognitively impaired and was coded for having shortness of breath
and oxygen therapy. The current physician order, which originated on 1-21-20, was for Resident #69 to receive oxygen at 3.0 liters
and delivered by nasal cannula as needed. During an observation on 8-18-20 at 12:20pm, Resident #69 was observed

receiving oxygen from an oxygen concentrator, which was set at 2.0 liters rather than the prescribed 3.0 liters. On 8-20-20 at
11:00am, Resident #69 was observed again receiving oxygen from an oxygen concentrator, which was set at 2.0 liters.

During an interview with Nurse #1 on 8-21-20 at 9:37am, Nurse #1 discussed not being familiar with Resident #69 but

confirmed she was the nurse responsible for the resident on 8-21-20. She stated she checked the liters on aresident's

oxygen concentrator each time she entered the residents' room. She said Resident #69 was not capable of changing the oxygen liters
on the oxygen concentrator. Nurse #1 confirmed the oxygen concentrator was set at 2.0 liters and per the physician

order [REDACTED)]. She stated she would contact the physician and obtain clarification. The resident's physician was

interviewed by telephone on 8-25-20 at 11:23am. The medical director discussed Resident #69 having severe [MEDICAL
CONDITION] and the disease process. He stated if he had written an order for [REDACTED].#2 was interviewed by telephone on
8-25-20 at 11:50am. Nurse #2 confirmed she routinely cared for Resident #69 and said she would check Resident #69's oxygen
concentrator each time she entered the resident room to provide medication. She stated she had noticed the oxygen

concentrator was on 2.0 liters but believed the physician order [REDACTED].

Resident # 3 was admitted to the facility on [DATE] with a history of chronic[MEDICAL CONDITION] with [MEDICAL
CONDITION], hypertension, and [MEDICAL CONDITION]. Resident #3's Significant change Minimum Data Set (MDS)
assessment dated [DATE]

revealed resident #3 was cognitively intact and required total assistance with 1-person assistance with activities of daily living.
Review of Resident #3's current plan of care, dated 4/26/20 and last reviewed 8/14/20 revealed no oxygen use.

During an observation on 08/19/20 at 10:30 AM Resident #3 was observed with oxygen tubing in nares. During an observation

on 08/20/20 at 09:55 AM Resident #3 was observed with oxygen vianasal cannulaadministered at 1.5 L/min. Review of August

2020 Physician orders [REDACTED]. A review of Resident # 3's August 2020 nursing progress notes revealed multiple entries

noting the resident was receiving oxygen. On 08/21/20 at 10:20 AM an interview was conducted with Nurse #2, who was

assigned to care for Resident #5. Nurse #2 stated resident had [MEDICAL CONDITION] one time and was on oxygen. She stated
resident had oxygen since returning from the hospital. She stated there should be an order.

Past noncompliance - remedy proposed
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on observations, record review, staff interview and [MEDICAL TREATMENT] center staff interview the facility failed to
follow-up and / or implement nutritional recommendeations provided by the[MEDICAL TREATMENT] center. Thiswas evident for
1 of 1 resident reviewed for [MEDICAL TREATMENT] (Resident #84). Findings Included: Resident #84 was admitted to the facility
on [DATE] and [DIAGNOSES REDACTED]. An admission minimum data set ((MDS) dated [DATE] for Resident #84 identified the

resident received [MEDICAL TREATMENT], was on atherapeutic diet, required supervision with one-person assist with eating

and her cognition was moderately impaired. A care plan dated 8/10/20 for Resident #84 stated the resident needed [MEDICAL

TREATMENT] related to [MEDICAL CONDITION]. Interventions included to encourage resident to attend [MEDICAL
TREATMENT]

scheduled for Mondays, Wednesdays and Fridays, monitor labs and report to doctor as needed and monitor, document and report any
signs/ symptoms of infection to access site. A care plan dated 8/10/20 for Resident #84 stated the resident had

potential for nutritional problems related to renal diet. Interventionsincluded to obtain, and monitor Iab / diagnostic
work as ordered, report results to physician and follow-up as needed. To provide diet as ordered and for the Registered

Dietitian (RD) to evaluate and make diet change recommendations as needed. Review the medical record for Resident #84

revealed a[MEDICAL TREATMENT] communication form dated 8/13/20. The communication form was from the [MEDICAL
TREATMENT] RD




FORM CM S-2567(02-99) Event ID: YL1011 Facility ID: 345131 If continuation sheet
Previous Versions Obsolete Page 5 of 8



DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED:11/9/2020

CENTERS FOR MEDICARE & MEDICAID SERVICES FORM APPROVED

OMB NO. 0938-0391
STATEMENT OF (X1) PROVIDER/ SUPPLIER [(X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
DEFICIENCIES /CLIA A.BUILDING COMPLETED
AND PLAN OF IDENNTIFICATION B. WING 09/04/2020
CORRECTION NUMBER

345131
INAME OF PROVIDER OF SUPPLIER ISTREET ADDRESS, CITY, STATE, ZIP
IACCORDIUSHEALTH AT CLEMMONS 3905 CLEMMONS ROAD
ICLEMMONS, NC 27012

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG

SUMMARY STATEMENT OF DEFICIENCIES (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY
OR LSC IDENTIFYING INFORMATION)

F 0698

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

F 0761

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

F 0812

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Many

(continued... from page 5)

and contained the following recommendations: liberal renal, LCS (low concentrated sweet) or consistent carbohydrate diet, a 1500 cc
fluid restriction, double protein portions with meals and 30 milliliters (ml) of a name brand protein supplement

twice aday. Review of the physician's order [REDACTED]. An observation of Resident #84 on 8/20/20 at 12:40 pm revealed she
was eating her lunch meal. The meal tray card present on her meal tray identified her diet asarenal diet. The resident

had received 2 8-ounce glasses of fluid and aregular portion of meat. The resident was alert, aware she went to [MEDICAL
TREATMENT], but was not able to discuss any details about her diet or if she was on afluid restriction. An interview on

8/20/20 at 12:45 pm with Nursing Assistant (NA) #4 revealed Resident #34 did go to [MEDICAL TREATMENT]. NA #4 was
unsure if the resident was on any diet or fluid restrictions. A nutrition note dated 8/25/20 written by the facility consultant RD

for Resident #84 stated the resident received arenal diet and 30 ml of liquid protein twice daily for supplement and

adequate protein. The RD recommended the resident receive large protein portions with every meal for adequate intake. A

phone interview was conducted on 8/26/20 at 11:10 am with the [MEDICAL TREATMENT] center ' s RD. She stated she was
familiar with Resident #84 and accessed her records. The [MEDICAL TREATMENT] RD explained she had faxed the facility
recommendations for Resident #84 on 8/13/20 that included aliberal renal, LCS or consistent carbohydrate diet, a 1500 cc

fluid restriction, aliquid protein supplement twice daily and double protein portions with her meals. She stated if she

had recommendations for aresident, she would either call or fax the recommendations to the facility. She added she also

sent the monthly lab work completed at [MEDICAL TREATMENT] to the facility. The[MEDICAL TREATMENT] RD further
explained

the facility would send the resident ' s monthly physicians orders to the[MEDICAL TREATMENT] center and that she would
review those to see if her recommendations had been completed. She stated they had not received the monthly orders for

Resident #84, so she wasn ' t aware the recommendations she sent on 8/13/20 had been implemented. The [MEDICAL
TREATMENT]

RD added she still recommended that Resident #84 diet be changed to aliberal renal, diabetic diet with a 1500 cc a day

fluid restriction. A phoneinterview on 8/26/20 at 11:32 am with the facility ' s consultant RD revealed she was

responsible for the nutritional assessment and clinical documentation for residents that were high nutritional risk and for new
admissions. She stated she had completed a nutritional review of Resident #84 on 8/25/20 and the resident was receiving aliberal
renal diet. She stated her note indicated arenal diet, but that was really aliberal renal diet. The facility RD added she had also
recommended Resident #84 receive large protein portions with her meals. She stated when she assessed the resident on 8/25/20 she
was not receiving a diabetic diet and was not on afluid restriction. The facility RD explained she would communicate with the
[MEDICAL TREATMENT] RD when she had a concern but did not believe she had spoken to anyone at

[MEDICAL TREATMENT] regarding Resident #84. She added she was not aware the RD from [MEDICAL TREATMENT] had
sent the

facility recommendations to add a fluid restriction and change her diet. A phone interview on 8/28/20 at 11:30 am with the
facility interim Administrator revealed the staff member that received the faxed information from the [MEDICAL TREATMENT]
center should have notified the facility RD of the diet recommendations from [MEDICAL TREATMENT]. She explained once the
facility RD was notified, she should follow-up with the [MEDICAL TREATMENT] dietitian and physician regarding the
recommendations.

Ensuredrugs and biologicals used in the facility are labeled in accordance with

currently accepted professional principles; and all drugs and biologicals must be stored

in locked compartments, separately locked, compartmentsfor controlled drugs.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on observation, record review and staff interviews the facility: (1) Failed to discard expired medication stored on 1 of 3
medication carts observed (300 hall med cart), (2) Failed to store medications as specified by the manufacturer on 2

of 3 medication carts observed (200 and 300 hall med carts) and (3) Failed to date open insulin on 1 of 3 medication carts

observed (300 hall med cart). Findings included: 1.Accompanied by Nurse #5, an observation of the 300-hall medication cart

was conducted on 8-21-20 at 10:25am. The observation revealed a[MEDICATION NAME] N insulin pen for Resident #50 was open
with an opening date of 7-17-20. Nurse #5 was interviewed on 8-21-20 at 10:27am. Nurse #5 stated once an insulin pen was
opened, the insulin was able to be used for 28-30 days. She confirmed the [MEDICATION NAME] N insulin pen for Resident #50
was expired. The nurse further stated it was the responsibility of the nurse using the medication cart to monitor for

expired medication. A pharmacist, who works for the pharmacy which supplies the facility's medications, was interviewed on
8-25-20 at 10:58am by telephone. The pharmacist stated the [MEDICATION NAME] N insulin pen dated 7-17-20 would be expired
and further explained the insulin would have expired on the 28th day of the open date of 7-17-20. 2a. Accompanied by the
Medication Aid (MA) #2, an observation of the 200-hall medication cart was conducted on 8-21-20 at 10:20am. The observation
revealed Resident #24 had a bottle of unopened eye drops in the medication cart. The manufacturer's instructions were for

the medication to remain in the refrigerator until opened. Resident #76 was also noted to have 3 unopened Humalog insulin

pensin the medication cart. The manufacturer's instructions were for the insulin to remain refrigerated until it was

opened. MA #2 was interviewed on 8-21-20 at 10:22am. MA #2 stated she was unaware the unopened insulin was in the
medication cart. A pharmacist, who works for the pharmacy which supplies the facility's medications, was interviewed on

8-25-20 at 10:58am by telephone. The pharmacist stated all insulins needed to be refrigerated until they were open and if

that was not done then the medication needed to be returned to the pharmacy. 2b. Accompanied by Nurse #5, an observation of the
300-hall medication cart was conducted on 8-21-20 at 10:25am. The observation revealed Resident #50 had an unopened
[MEDICATION NAME] N insulin pen in the medication cart. The manufacturer's instructions were for the insulin pen to be
refrigerated until open. Resident #85 was observed to have an unopened Toujeo insulin pen in the medication cart. The
manufacturer's instructions were for the insulin pen to be refrigerated until opened. Nurse #5 was interviewed on 8-21-20

at 10:27am. Nurse #5 stated when she checked the medication cart for expired medications she did not check the insulins and that it
was the responsibility of the nurse who had the medication cart to check for expired medication and properly stored medications. A
pharmacist, who works for the pharmacy which supplies the facility's medications, was interviewed on 8-25-20 at 10:58am by
telephone. The pharmacist stated all insulins needed to be refrigerated until they were open and if that was

not done then the medication needed to be returned to the pharmacy. 3. Accompanied by Nurse #5, an observation of the

300-hall medication cart was conducted on 8-21-20 at 10:25am. The observation revealed 4 insulin pens and one multivial

insulin bottle open and being used with no open date present. Nurse #5 was interviewed on 8-21-20 at 10:27am. Nurse #5

stated when anurse or MA opens an insulin pen or multivial insulin bottle they are supposed to write the date they opened

the medication so they know when the medication will expire. She stated she did not know why this was not done. On 8-27-20

at 10:45am, an attempt was made to discuss medication storage with the Director of Nursing, but she was not available for
interview. The Administrator was interviewed on 8-27-20 at 10:47am. The Administrator stated she was not aware of the issue with
medication storage.

Procurefood from sour ces approved or consider ed satisfactory and store, prepare,

distribute and serve food in accordance with professional standards.

**NOTE- TERMS IN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on observations and staff interview the facility failed to ensure stored dishware was clean and dry, expired food was discarded,
containers with food stored in them were clean and ensure food storage shelves were free from food spills and

dust. Thiswas evident in 1 of 1 kitchen observation. Findings Included: 1. Observation on [DATE] at 10:55 am revealed the

kitchen ' swalk-in cooler contained 12 3-pound packages of cream cheese that had expired on [DATE]. Therewasa

5-gallon plastic container of frosting and the top of the container * slid was covered in ablackish / green colored

substance growing on the lid. The cooler ' s shelving units had a build-up of dried food spills and dust. An interview with the
Regional Dietary Manager on [DATE] at 11:15 am revealed all foods should be used or discarded by their expiration date

and the container of frosting needed to be thrown away. She explained the dietary staff were responsible for keeping the

walk-in cooler clean and the shelving units needed to be cleaned. She added the walk-in cooler should be checked daily for
cleanliness and out of date food. 2. Observation on [DATE] at 11:20 am revealed a cart located near the tray line contained meal trays
that were stored and ready for use for lunch meal service. Observations of 20 of 20 trays stored in this cart

revealed they were stacked together wet. An interview with the Regional Dietary Manager on [DATE] at 11:25 am revealed all

meal trays should be allowed to air dry before being placed on the cart for meal service. She added the facility had
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purchased an additional rack to allow for air drying, but the staff had not utilized the drying rack properly. 3.

Observations on [DATE] at 11:30 am revealed there was arack of 5-ounce plastic bowls stored on a clean shelf in the food
preparation area. Observation of 5 of 5 of these plastic bowls revealed they contained food particles. An interview with

the Regional Dietary Manager on [DATE] at 11:35 am revealed all the bowls needed to be re-washed. She stated the dietary
staff should make sure the bowls were clean before being placed in the food preparation area for service. An interview on
[DATE] at 11:30 am with the interim Administrator revealed the kitchen needed a deep cleaning. She stated it was her
expectation that expired foods were discarded, the walk-in cooler was clean, and dishes were clean and dry when stored for
use.

Dispose of garbage and refuse properly.

Based on observations and staff interview the facility failed to keep the dumpster area free from debris and keep the doors closed for
2 of 2 dumpsters. Findings Included: An observation on 8/18/20 at 10:00 am of the facility ' stwo dumpsters

revealed the doors to both dumpsters were opened. One dumpster had an open bag of trash hanging from the opened door. There were
gloves, paper, trash and other debris present on the ground surrounding both dumpsters. An interview on 8/18/20 at

11:15 am with the Regional Dietary Manager revealed she believed the dietary department was responsible for keeping the
dumpster area clean and the dumpster doors should be closed. She added she knew the area was cleaned by dietary staff on
the previous Thursday (8/13/20). Additional observations were made on 8/18/20 at 3:30 pm, on 8/19/20 at 8:30 am and on
8/19/20 at 4:00 pm. At each observation the doors to both dumpsters were open. One dumpster had an open bag of trash
hanging from an opened door. There were gloves, paper, trash and other debris present on the ground surrounding the two
dumpsters. An interview on 8/20/20 at 12:20 pm with the Regional Dietary Manager revealed she was not aware the dumpster
area had not been cleaned up or the doors to both dumpsters remained open. She stated she had discussed this with the
Housekeeping Manager, and they would develop a schedule for cleaning and monitoring the dumpster areas. An interview on
8/28/20 at 11:30 am with the interim Administrator revealed she expected the dumpster areato be free of trash and the

doors to both dumpsters should be closed.

Provide and implement an infection prevention and control program.

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

Based on observation, staff interviews, physician interviews, lab facility interview and local health department

interviews, record review, review of the COVID19 Policy/Plan, Accordius Health Update policies/instructions and

| solation-categories of Transmission Based Precautions, the facility failed to (1) monitor the staff screening process

allowing a staff member (Nurse #7) to leave the screening area without taking her temperature or answering the screening

questions and the facility failed to (2) implement their policies and procedures when 4 of 57 staff members (Medication

Aide (MA) #2, maintenance assistant, Housekeeper (HK) #2 and therapy assistant #1) who were working with residents who were on
enhanced contact droplet precautions, were observed not wearing PPE including; gloves and/or gown and not performing

hand hygiene when they exited the residents room. These failures occurred during the COVID19 pandemic. Findings included:

1. Review of the facility's COVID19 Policy/Plan dated 5-6-20 revealed in part; temperatures of staff will be taken with no

person permitted to work with atemperature greater than 99.6 degrees Fahrenheit. Upon arriving at the facility at 7:05am

on 9-2-20 it was observed that there was no person present to screen (take temperature, ask COVID19 symptom questions and
record results) visitors or staff entering the building. Observation of the screening area occurred on 9-2-20 from 7:15am

to 7:30am. Nurse #7 was observed entering the facility and stopping at the screening table. She was observed trying to take her
temperature with a forehead thermometer but was unable to receive areading. Nurse #7 asked a staff member on unit 300

for another thermometer but after 5 minutes (7:20am) of waiting Nurse #7 stated I'm going to go clock in and come back. The nurse
was observed |eaving the screening area without having her temperature taken or answering any COVID19 symptom

questions. At 7:25am on 9-2-20, Nurse #7 was noted to return to the screening table with the activities assistant who

assisted Nurse #7 in obtaining her temperature and answering the COV D19 symptom questions. The Director of Nursing (DON)
was interviewed on 9-2-20 at 8:00am. The DON stated the receptionist came to work at 8:00am and would screen employees and
visitors but from 11:00pm to 8:00am it was staff responsibility to follow the screening guidelines which included; writing

the date, their name, the time, their temperature and answering the COVID19 symptom questions. She stated management audits the
screening tool against the schedule every other day to ensure compliance. The DON confirmed Nurse #7 should not have

left the screening area without completing the screening process and was not aware how many other staff maybe leaving the
screening area without completing the process. 2. Review of the facility's | solation-Categories of Transmission Based

Precautions policy and procedure revealed in part for droplet precautions; in addition to the standard precautions all

staff must remain masked in buildings where COVI1D19 cases are confirmed. Goggles or shields must be worn during all patient care
and gowns are to be worn with COVI1D19 residents and/or residents on droplet precautions. A. Observation of room [ROOM
NUMBER] occurred on 8-21-20 at 11:20am. room [ROOM NUMBER] was observed to have an enhanced contact droplet precaution
sign posted on the door. Medication Aid (MA) #2 was noted in the room obtaining the residents blood pressure, pulse, temperature
and oxygen saturation. The MA was not wearing gloves, eye protection or a gown. She was observed using hand sanitizer when

she exited the room. During an interview with MA #2 on 8-21-20 at 11:25am, the MA confirmed the resident had a productive
cough and currently had an upper respiratory infection but stated she was not aware the resident was on enhanced contact

droplet precautions and then stated, | was just getting her vital signs. MA #2 stated she had received training on PPE and

the use of PPE when aresident was on enhanced contact droplet precautions. The Administrator was interviewed on 8-27-20 at
10:47am. The Administrator said she had been made aware of MA #2'slack of PPE in aresident room that had an enhanced

droplet precaution sign posted and stated she believed the nurse had already re-educated the MA.

During an interview with Director of Nursing (DON) on 08/18/20 at 11:00 AM she stated the entire building was on enhanced

droplet isolation precautions as of August 15, 2020 and staff were required to wear full personal protective equipment

(PPE), which included: aface shield, agown, gloves, and a N95 mask. The DON stated 7 residents (who were previously
negative for COVID#19) were transferred to the hospital and 5 of those residents tested positive for COVID19 at the

hospital. Continued interview with the DON stated staff were instructed to change the gown and gloves with each resident

and the 100 Hall was the designated quarantine unit for new and/or readmitted  residents for 14 days. During the tour on 08/18/20 at
11:15 AM of the 100 hall an observation of the Maintenance Assistant (MA) who entered room [ROOM NUMBER]

without full PPE and was moving a bed out of room [ROOM NUMBER]. The MA worn aN95 mask , however no face shield, gloves
or gown were observed. On 08/18/20 at 11:22 AM an observation of Housekeeper #2 (HK) was observed in room [ROOM

NUMBER]

cleaning without full PPE. Housekeeper #2 had on a N95 mask, and gloves however no face shield or gown. Observation of HK

#2 on 08/18/20 at 11:25 AM revealed he left cleaning room [ROOM NUMBER] and entered room [ROOM NUMBER], wearing the

soHed gloves used to clean room [ROOM NUMBER] and emptied the trash can. Again, HK#2 did not use full PPE. Aninterview
was conducted on 08/18/20 at 11:42 AM with MA and he stated he did not know he was to wear full PPE when entering
residents rooms. He stated he just worn amask to just hurry up and get the bed moved. During an observation on 08/18/20

at 11:58 AM, Therapy assistant #1 (TA) was working on the quarantine hall when he entered a resident room to give them a
drink of water. TA #1 did not have on full PPE, he only worn gloves and amask and no face shield or gown. An interview was
conducted on 08/18/20 at 12:00 PM with TA #1 and he stated he should have had on full PPE; however, he wasjust getting the
resident some water and was trying to prevent cross contamination. During a second interview with the DON on 08/18/20 at

1:03 PM stated there was no current COVID19 cases in the building and they have had no residents with positive resultsin

the building. She reiterated staff are required to wear full PPE which included gown, gloves, eyewear, and mask. She stated gown and
gloves are to be changed after each resident and they were able to keep the mask and face shields; they are also

permitted to keep gown in each room on ahook for entire shift. DON stated staff were verbally educated on August 15-17,

2020 of the new precautions as well as literature of precautions on each unit to educate staff and did not know why the

staff was not wearing full PPE on the quarantine unit, but she would take care of it.

Make surethat a working call system isavailablein each resident's bathroom and

bathing area.

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

Based on observations, record review and staff interview the facility failed to provide aresident with acall light or an
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alternative communication method to call for staff assistance. This was evident for 1 of 83 residents screened during the

survey (Resident #11). Findings Included: Resident #11 was admitted to the facility 2/1/18 and [DIAGNOSES REDACTED]. A
quarterly minimum data set (MDS) dated [DATE] for Resident #11 revealed she was totally dependent with 2-person assist for her
activities of daily living and her cognition was moderately impaired. Review of Resident #11 ' s care plan dated

8/28/20 included an intervention to keep the resident ' s call bell within reach and re-orient to the call bell for staff

assistance. An observation on 9/1/20 at 12:20 pm revealed Resident #11 was lying in bed. This surveyor asked the resident

if she could reach her call light and Resident #11 responded well, it * s not here anywhere. There was no call light

observed to be anywhere within reach of the resident. There was no call bell wall unit observed to be on theresident ' s

side of the room. There was no alternative communication system observed for the resident to use. An observation and

interview with Nursing Assistant (NA) #8 was conducted on 9/2/20 at 12:30 pm. NA #8 was observed to look all around

Resident #11 ' s bed and her section of the room for the resident ' s call light. NA #8 stated she did not see acall light anywhere. She
added she did not redlize the resident didn ' t have a call light and stated Resident #11 was able to use the call light if it was available
to her. An observation and interview with the Maintenance Director (MD) was conducted on

9/1/20 at 1:15 pm. The MD stated he did not see any call light on Resident 11 ' s side of the room. He stated he believed

this room was originally intended to be a private room and when the facility made it a semi-private room there was no call

bell accessto that side of the room. The MD added he would have to try and install one for Resident #11 or they would need to move
the resident to another room. An interview on 9/1/20 at 3:30 pm with a Corporate Representative (CP) revealed she

thought the resident had a hand bell in her room because there wasn ' t acall light on her side of the room. She stated

she was not sure how long Resident #11 had resided in that room and she would be moved to another room with a functioning
cal light. An interview on 9/1/20 at 4:00 pm with the interim Administrator revealed Resident #11 had been moved to
another room. She added it was her expectation that all residents had a communication system to call for staff assistance.
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