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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- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
harm or potential for actual | The facility had a census of 73 residents. The sample included 18 residents. Based on observation, record review, and
harm interview, the facility failed to revise one of 18 care plans, Resident (R) 56's care plan for urinary catheter (tube
placed in the bladder to drain urine into a collection bag). Findings included: - R56's Physicians Order Sheet, dated
Residents Affected - Few r?af‘ij/O]JZO, documented [DIAGNOSES REDACTED]. R56's Annual Minimum Data Set (MDS), dated [DATE], recorded the resident
a

Brief Interview for Mental Status (BIMS) score of 14, indicating intact cognition. The MDS recorded the resident required

limited assistance with bed mobility, independent with transfers, and required supervision with toilet use and personal

hygiene. The MDS recorded the resident had an indwelling urinary catheter. The Urinary Incontinence/Catheter Care Area
Assessment (CAA), dated 07/24/20, documented the resident required a suprapubic (urinary bladder catheter inserted through

the skin) urinary catheter, but lacked additional information. The Self-Care Deficit Care Plan, dated 07/30/20, directed

staff to empty the suprapubic catheter every shift and as needed. The care plan lacked additional care for R56's catheter.

The Physician Order, dated 07/02/19, documented the resident had a suprapubic catheter due to [MEDICAL CONDITION]. The
Physician Order,dated 08/06/20, directed staff to change the suprapubic catheter every four weeks, as needed, provide

routine cares at the insertion site, and change the sponge daily, and as needed. On 08/24/20 at 02:30 PM, observation

revealed the resident ambulated with awalker from the living room to the therapy room and the urinary drainage tubing drug on the
floor. Continued observation revealed the tubing attached to the urinary drainage bag clipped on the resident's

walker. On 08/25/20 at 08:30 AM, observation revealed the resident sat at the dining room table and ate breakfast with the

urinary drainage tubing lying on the floor. Observation revealed the tubing attached to the catheter bag on the resident's

walker. On 08/26/20 at 10:30 AM, observation revealed the resident sat in arecliner with the urinary drainage tubing lying on the
floor, hooked on the side of his walker, with cloudy yellow urine in the tubing. On 08/26/2020 at 02:10 PM,

Administrative Nurse E verified R56's care plan should be updated with interventions for care of the residents suprapubic

catheter. The facility's Care Plan Devel opment and Revision policy, dated February 2020, documented a comprehensive plan of care
would be developed by the interdisciplinary team and the resident in order to meet the resident's medical, nursing,

mental, and psychosocial needs. Periodically, when the resident and their care needs change, the interdisciplinary team,

using the results of periodic assessments, will further develop, review, and revise the comprehensive plan of care. The

facility failed to update and revise R56's care plan to include appropriate suprapubic catheter care and treatment, placing the resident
at risk for inadequate catheter care and potential urinary infections.

F 0690 Provide appropriate carefor residentswho are continent or incontinent of bowel/bladder,
appropriate catheter care, and appropriate care to prevent urinary tract infections.
Level of harm - Minimal **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
harm or potential for actual | The facility had a census of 73 residents. The sample included 18 residents with one reviewed for urinary catheter (tube
harm placed in the bladder to drain urine into a collection bag) use. Based on observation, record review, and interview, the
facility failed to provide appropriate urinary catheter care for Resident (R) 56, who's urinary drainage tubing was on the
Residents Affected - Few floor three of four days during the survey. Findings included: - R56's Physicians Order Sheet, dated 08/01/20, documented
[DIAGNOSES REDACTED]. R56's Annual Minimum Data Set (MDS), dated [DATE], recorded the resident had a Brief Interview
for

Menta Status (BIMS) score of 14, indicating intact cognition. The MDS recorded the resident required limited assistance
with bed mobility, independent with transfers, and required supervision with toilet use and personal hygiene. The MDS
recorded the resident had an indwelling urinary catheter. The Urinary Incontinence/Catheter Care Area Assessment (CAA),
dated 07/24/20, documented the resident required a suprapubic (urinary bladder catheter inserted through the skin) urinary
catheter but lacked additional information. The Self- Care Deficit Care Plan, dated 07/30/20, directed staff to empty the
suprapubic catheter every shift and as needed. The care plan lacked additional care for R56's catheter. The Physician
Order, dated 07/02/19, documented the resident had a suprapubic catheter due to [MEDICAL CONDITION]. The Physician Order,
dated 08/06/20, directed staff to change the suprapubic catheter every four weeks, as needed, provide routine cares at the
insertion site, and change the sponge daily, and as needed. On 08/24/20 at 02:30 PM, observation revealed the resident
ambulated with awalker from the living room to the therapy room and the urinary drainage tubing drug on the floor.
Continued observation revealed the tubing attached to the urinary drainage bag clipped on the resident's walker. On
08/25/20 at 08:30 AM, observation revealed the resident sat at the dining room table and ate breakfast with the urinary
drainage tubing lying on the floor. Observation revealed the tubing attached to the catheter bag on the resident's walker.

On 08/26/20 at 10:30 AM, observation revealed the resident sat in arecliner with the urinary drainage tubing lying on the
floor, hooked on the side of his walker, with cloudy yellow urine in the tubing. On 08/26/20 at 01:10 PM, Administrative
Nurse E verified the urinary catheter tubing lying on the floor and stated the tubing should be be kept off the floor. The
facility's Catheter Care, Urinary policy, dated September 2014, documented the purpose is to prevent catheter associated
urinary tract infections. Maintaining unobstructed urine flow, check the resident frequently to be sure he/she is not lying on the
catheter, and to keep the catheter and tubing free of kinks. The policy documented the urinary drainage bag must

always be held or positioned lower than the bladder to prevent the urine in the tubing and drainage bag from flowing back
into the urinary bladder. The policy documented to be sure to the tubing and drainage bag are kept off the floor, and

ensure the catheter remains secured with aleg strap to reduce friction and movement at the insertion site. The facility

failed to provide R56 adequate urinary catheter care, placing the resident at risk for urinary infections.

F 0698 Past noncompliance - remedy proposed

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

Level of harm - Minimal The facility had a census of 73 residents. The sample included 18 residents with one reviewed for [MEDICAL TREATMENT].
harm or potential for actual | Based on observation, interview, and record review, the facility failed to assess Resident (R) 9's[MEDICAL TREATMENT]
harm twice daily as care planned. Findingsincluded: - R9's Physician order [REDACTED]. The Quarterly Minimum Data Set (MDS),
dated [DATE], documented the resident had a Brief Interview for Mental Status (BIMS) score of 15 indicating intact

Residents Affected - Few cognition. The MDS documented the resident required supervision with all activities of daily living (ADLS), reported rare,
moderate pain, and received [MEDICAL TREATMENT]. The [MEDICAL TREATMENT] Care Plan, dated 08/20/20, documented
Ehe r;.:"gjent received [MEDICAL TREATMENT] three times per week, and directed staff to monitor the resident's Arteriovenous
AV) shunt

(abnormal connection between an artery and avein, and is sometimes surgically created to help with [MEDICAL TREATMENT]
treatment) for positive thrill (rumbling sensation that you can feel), and if no thrill noted, notify physician. The care
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plan directed staff to palpate (feel) the access site every shift, monitor for fluid overload (increased blood pressure,

[MEDICAL CONDITIONS]), monitor labs as ordered, and report abnormal lab values to the physician. The Progress Note, dated
08/17/20 at 12:03 PM, documented a nurse at the hospital called the facility stating the resident was in the emergency room (ER)
due to her MEDICAL TREATMENT] bleeding uncontrollably from [MEDICAL TREATMENT]. The hospital nurse stated the
bleeding stopped, the site dressing was to stay in place today, and the facility nurse was to call for increased bleeding

issues not improved with gentle pressure up to 20 minutes or brisk bleeding. The note documented the resident returned to
thefacility with adressing in place and no noted bleeding at that time. Review of R9's Medical Administration Record and
Treatment Administration Record (MAR/TAR) lacked documentation of [MEDICAL TREATMENT] access checks. On 08/26/20 at
11:15

AM, observation revealed R9 in her room with a clean bandage over her [MEDICAL TREATMENT]. On 08/25/20 at 10:54 AM, R9
stated she received [MEDICAL TREATMENT] three days per week- Monday, Wednesday, and Friday. R9 stated the nurse checked
her [MEDICAL TREATMENT] access when she returned from her appointment. On 08/26/20 at 04:02 PM, Licensed Nurse (LN) G
stated

the resident left the facility about 06:30 AM for [MEDICAL TREATMENT] on Monday, Wednesday, and Friday. LN G stated staff
weighed the resident before [MEDICAL TREATMENT] and assessed the access site's thrill daily, but did not document any
assessments. On 08/26/20 at 11:15 AM, Administrative Nurse D verified nurses were to check for thrill and bleeding each

shift per the care plan and the facility had no documentation of the assessments. The facility's[MEDICAL TREATMENT] Access
Care policy, dated September 2010, directed staff to check the patency of the site at regular intervals, palpate the site

to feel the thrill, and check for signs of infection at the access site when performing routine care and at regular

intervals. The facility failed to assess R9's[MEDICAL TREATMENT] routinely at regular intervals, placing the resident at

risk for MEDICAL TREATMENT] access problems.

Observe each nurse aide'sjob performance and giveregular training.

The facility had a census of 73 residents. Based on record review and interview, the facility failed to ensure every

Certified Nurse Aide (CNA) employed at the facility for at least one year completed the minimum 12 hours of in-services per year
and lacked a system for accurately tracking nurse aide education. Findings included: - The facility's employment

records documented 18 nurse aides were employed at the facility for at least one year. The facility's in-service records

lacked documentation that all 18 nurse aides completed the required 12 hours of in-service training in the past year and

lacked atracking system. On 08/27/20 at 09:30 AM, Administrative Staff A stated the facility lacked a system in place to

monitor completion of in-service hours and acknowledged the 18 aides lacked the 12 hours of yearly in-service. The Staff
Education and In-Services policy, dated August 2020, documented the facility would provide regular, planned education for

all staff. The purpose of such on-going education is to ensure that facility services and procedures assist residents to

attain and maintain their highest practicable level of physical, mental, and psychosocial functioning. The direct care

staff shall participatein at least 12 hours of in-service education each year. The in-service program shall provide all
employeeswith training in at |least the following areas; fire prevention and safety, disaster preparedness, accident

prevention; resident rights, psychosocia needs of residents, dementia care; infection prevention and control; prevention

of abuse, neglect, exploitation , crime and reporting of suspicion of such; and suicide prevention. The policy documented

the facility shall maintain documentation of in-services; content outline, presenter, and individual staff attendance

record. The facility failed to ensure every CNA employed at the facility for at least one year completed a minimum 12 hours of in-
services per year and lacked an accurate tracking system, placing the residents at risk for inappropriate care.

Provide and implement an infection prevention and control program.

The facility had a census of 73 residents. Based on observation, interview, and record review, the facility failed to

implement infection control procedures to disinfect the glucometer (instrument used to cal culate blood glucose (sugar)),
disinfect contaminated laundry, and to dispose of potentially infectious face masksinside the droplet isolation room, in

one of two facility buildings. (Resident (R) 9, R44, R66) Findingsinclude: - On 08/25/20 at 03:14 PM, Socia Services (SS) X
donned gown, gloves, and wore a cloth face mask. SS X entered the droplet precaution room to see R66 who wasin

quarantine due to his new admission to the facility. Later SS X came out of the room wearing the face mask, removed her
gloves, and used hand gel. Observation revealed SS X kept the cloth face mask on while standing by the isolation room and a staff
person brought her a disposable face mask. On 08/25/20 at 03:14 PM, SS X verified she should have removed the gloves

and face mask prior to leaving the isolation room. The facility's I solation Precautions policy, dated October 2018,

documented gloves and disposable gowns will be removed before leaving the room. The facility failed to follow infection
control guidelines when staff failed to remove a soiled mask after leaving R66's room (while in quarantine), placing the
residents at risk for infection. - On 08/26/20 at 07:11 AM, observation revealed Licensed Nurse (LN) G used a glucometer to obtain
R44's blood sugar, then used Lysol spray (a brand name of cleaning and disinfecting spray not effective on blood

borne pathogens) to disinfect the glucometer and let it lie on a clean paper towel. Further observation revealed LN G,

using the same glucometer, obtained R66's blood sugar sample and used Lysol spray to disinfect the glucometer. On 08/26/20

at 07:13 AM, LN G stated the facility ran out of Micro-Kill (disinfectant) wipes, so they used Lysol and changed the

facility policy to Lysol for cleaning the glucometer. She verified staff used the glucometer to test nine residents’ blood

sugar. On 08/27/20 at 11:28 AM, Administrative Nurse D stated the facility could not obtain bleach wipes and started using

the Lysol spray to disinfect the glucometer. Administrative Nurse D verified Lysol did not kill blood borne pathogens
(microorganisms such as viruses or bacteriathat are carried in blood and can cause disease in people). The glucometer's
manufacturer's Instructions for Disinfection instructed staff to use Environmental Protection Agency (EPA) approved bleach
wipes or Micro-Kill alcohol wipes and leave the disinfectant wet on the glucometer for a specific time. The facility failed to properly
disinfect a multiuse glucometer between resident uses, placing the residents at risk for infection. - On

08/26/20 at 08:56 AM, observation of the laundry process revealed staff used Prestige laundry products and Pure Build

detergent which was hooked up to the facility washing machines. The June, July, and August 2020 Water Temperature Logs
documented daily temperatures between 128-138 degrees Fahrenheit (F). On 08/26/20 at 09:02 AM, Laundry Staff (LS) V stated
she only used bleach on whites and linens, no clothing. LSV stated she had been told to wash quarantined resident laundry
together with regular laundry. LSV stated if the resident was positive for COVID 19, she would wash their laundry

separately. She stated the gowns staff wore in the quarantine room were washed separately. LSV stated she had not been

trained to wear gowns during laundry and just wore a cloth face mask and gloves. LSV stated she should wash quarantine
laundry separately. On 08/26/20 at 09:10 AM, Housekeeping/Laundry Staff U stated the facility used Pure Build products

since last fall, used bleach for certain cycles - linens, whites, and washed resident's clothing all together. On 08/27/20

at 02:33 PM, Housekeeping/Laundry Staff U verified the Pure Build detergent lacked disinfectant qualities. On 08/27/20 at
11:26 AM, Administrative Nurse D verified staff did not disinfect residents' laundry properly due to no regular use of
disinfectant and no record of disinfectant use. The facility undated Laundry Temperatures policy posted in laundry,

documented water temperatures to be 120-170 F, and if below 160 F, 125 ppm (parts per million) disinfectant added. The
facility failed to properly disinfect residents laundry when staff washed all residents' laundry together, placing the

residents in one of two facility buildings at risk for potential infections when staff did not separate and properly

disinfect laundry.

Develop and implement policies and procedures for flu and pneumonia vaccinations.

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

The facility had a census of 73 residents. The sample include 18 residents with 10 reviewed for immunizations. Based on

record review and interview, the facility failed to provide five of 10 sampled residents, Resident (R) 21, R23, R30, R43,

R51, in one of two facilities, with the current Centers for Disease Control and Prevention (CDC) pneumococcal and influenza vaccine
information to make an informed decision. Findings included: - On 08/26/20 at 10:38 AM, review of R21, R23, R30,

R43, and R51'simmunization records documented the use of the CDC's Inactive Influenza Vaccine, What Y ou Need to Know
Vaccine Information Statement, dated 06/03/06, but lacked the current fact sheet dated 08/15/19, and the Pneumococcal
[MEDICATION NAME] Vaccine Information statement, dated 07/29/97, but lacked the current fact sheet dated 10/30/2019. On
08/26/20 at 10:38 AM, Administrative Staff A verified the facility did not provide the residents or their representatives,

in one of two facilities, with the current CDC information for the administration of influenza and pneumococcal

immunizations. The facility's Influenza V accination policy and Pneumococcal Vaccination policy, dated March 2020, lacked
direction to ensure the resident or their representative were given the current CDC information. The facility failed to

provide R21, R23, R30, R43, R51, or their representatives, with current CDC influenza and pneumococcal immunization
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information, placing the residents at risk for making uninformed decisions.
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