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Documantation of participation in assassment;

This REQUIREMENT is not met as evidencad
by:

Based on observation, inferview, and record
review the facility failed to complete an accurate
comprehensive assessment for two (2} of ten
(10) sampled residents. Resident #2 was
admitted to the facility on 12/18/13 and an
admission MDS (Minimum Data Set) was done
on 12f25/13. Resident #2 was assessed tobe
frequently incontinent of bladder and always
continant of bowel. However, the CAA (Care
Area Assessment) summary stated that Resident
#2 was incontinent of bowel and bladder and
failed to assess the resident's continence and a
toileting pian to meet the resident’s needs.
Resident #2 had a guarterly MDS assessmant
complated en (6/16714 that stated that Resident
#2 was always incontinent of bowel and always
incontinant of bladdar, However, a review of the
nurse aide assignmeant sheets revealed that
Resident #2 was often continent during the
assessment pericd. Resident #8 was admitted to
the facility on 03/20/14 and was assessed on the
admission MDS dated 03/27/14 io be frequently
incantinent of bowsl and bladder. The CAA
summary dated 03/27/14 stated that the resident
was frequantly incontinent of bowel and bladder,
but did not address that ihe resident was
continent at times and failed to accurately assess
Resident #8's toileting needs (refer to F279,
F315, and F323).

4) The corrective action will ba
monitored as follows, the MDS
Coordinator will review weekly all
comprehensive apsegsmencs {(per MDS
scheduler)completed by the MDS Asaistant.
teekly the DON will compare 10% of
renident census intake & output

racords againat current bawel ang
bladder assessments to ensure accuracy.
The Interdisciplinary Team will disecusa
weakly, during the standard of care
meeting, any changes in all resident's
Bowel and bladder status. As part of the
facilities QA program the QA Nurse will
conduet random monthly audits on 10% of
current regident census to ensure MDS

agsesgment accuracy.
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The findings include:

A raview of the facility's "Continence Program"”
(no date} revealed that the facility was required 1o
assess each rasidant's alimination status and
devalop an appropriate care plan and
intefventions within sevan to ten days after
admission.

1. Resident #2 was cbserved on 07/01/14 at 9:45
AM and 07/02/14 at 10:15 AM ambulating in the
hatlway with the assistance of a walker and one
staff member. An interview conducied with
Resident #2 on 06/30/14 at 3:05 PM revealed the
resident was aware when hefshe needed lo
urinate or have a bowe! movement and called for
staff assistance to the restroom. However, staff
did not always assist the resident timely and the
resident attempted to go to the restraom without
assistance at times.

Record raview ravealed that Resident #2 was
admitted to the facility on 12/18/13 with diagnoses
that Included coronary artery disease, anemia,
difficulty walking, muscle weakness, and
syncope. A review of Resident #2's
comprehensive Minimum Data Set {(MDS3)
assessment dated 12/15/13 revealed the facility
assessad Resident #2 to have a Brief Intarview
for Mental Status (BIMS) score of 13, which
indicates no cognifive impairment. The MDS also
siated that Resident #2 was frequantly incontinent
of uring and always continent of bowel. The Care
Area Assessment (CAA) summary for urinary
incontinenca daled 12/31/713 stated that Resident
#2 was incontinent of bowel and biadder and
utilizad adult briefs to manags incontinence
episodes. The quanerly MDS assessment that
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was completed on 08716114 revealed the facility
assessed Rasident #2 to be always incontinent of
urine and always incontinent of bowel. However,
a review of the nurse aide assignment sheets for
June 2014 revealed that Resident #2 was
continent every day.

Further review of the record revealed that the
"Assessment for Bowel and Bladder Training" had
bean completed on 12/18/13 and again on
03/19/14 and 08/17/14. The 12/18/13 and
03/19/14 assessments stated that the resident
was unable to participate in a iraining program
due to weakness and requiring assistance. The
plan for management was to {cilet the resident
before and after meals, at bedime, and as
needed. The 06/17/14 assessmant statad that
the resident was able to participate in a training
plan due 1o occasional incontinence secondary to
waakness and that the residant knaw when
he/she needed to go to the restroom. The plan
for managemant was {o toilet the resident befors
and after meals, at bedtime, and as needed.

An interview with the direct care staff, CNA
{Cartified Nurse Alde) #8, on 07/02/14 at 10:00
AM revealed that Resident #2 was often
continant, but had incontinence episedes at
timas, She also stated that the resident called for
assistance when needing to o to the rasiroom
and had always done so sinca being at the
facility.

An interview with CNA #7 on 07/01/14 at 1:15 PM
revezled that Resident #2 was aware of the need
to use the restroom and ususally rang her call light
for assistance to the restroom. CNA #7 stated
staff offerad to assist Resident #2 wilth geing to
the restroom avary twa hours.
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2. Resident #8 was obsarvad on 07/03/14 at
11:15 AM ambuiating in the haliway with the
assistance of a walker and two staff members.
The resident's sister was observed pushing a
wheelchair behind the staff mambers.

A review of the record for Resident #8 revealed
that the facility admitted the rasident on 03/20M14
with diagnoses that include dementia and a
fractured famur, The admission MDS dated
0372714 revealed that Residant #8 had a BIMS
score of 6 which indicates cognitive deficits.
Resident #8 was also assessed to be frequently
incontinent of urine and frequently incontinent of
bowel. Areview of the CAA summary dated
03727114 revealed that Resident #8 was alert and
criented with confusion. Furtharmore, the CAA
summary stated that Resgident #8 was frequantly
incontinent of bowe! and bladder, and that he/she
was toileted before and after meals, The
"Assessment for Bowel and Bladder Training"
dated 03/20/14 siated that Resident #8 was
"unable to racognize the urge to urinate or
defecate” due to a diagnosis of Alzheimar's
dementia.

An interview conducted on 07/03714 at 12:18 PM
with direct carg staff, CNA #1, revealad that
Resident #8 cften asked to go to the restroom
and recognized the urge 10 go. CNA#1 further
stated that the resident was both incontinent and
continent at fimas.

On 07102114 at 3:27 PM, an interview with the
Director of Nursing {DON) reveatad that the
Assistant Diractor of Mursing (ADON) or the
nurse who admits the resident completed the

“Assossment for Bowel and Bladder Training.”
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The DON reviewed the assaessments for Resident
#2 and Resident #8 and stated that she felt that
the staff had incorreclly assessad the residents
and that the residents should be able to
paricipate in a treining or confinence program.
An interview with the MDS nurse on 07/03/14 at
10:00 AM ravealed that when a resident triggered
for incontinence, they were placed en & two-hour
toileting plan. She stated thai the facility did not
asgess Resident #2 or Resident #8 for pattems of
incontinence or develop an individualized plan for
Resident #2 or Rasident #8 to address his/her 483.20(d), 483.20(k){1) DEVELOP
incontinanca. COMPREHENSIVE CARE PLANS
F 279 | 483.20{d), 483.20(k)(1} DEVELOP F 273
ss=¢ | COMPREHENSIVE CARE PLANS 1) On 07/0372014 the Director of Nursing (DON) reviewed

A facility must use the rasults of the assassment
to develop, review and revise the resident's
comprahensive plan of care.

{ The facifity must develop a comprehensive care

plan for each resident that includes measurabla
cbjectives and timelables to meet a resident's
medical, nursing, and mentai and psychosocial
needs that are identifiad in the comprehensive
assessment.

The care plan must describe the services that are
to be furnished to atiain or maintain the resident's
highest practicable physical, mental, and
psychosocial well-being as required under
§483,25; and any servicas that would otherwise
be required under §483.25 but are not provided
due to the resident's exercisa of rights under
§483.10, including the right o refuse treatment
under §483.10(b}{4).

bogn affecled by this delicit practice,

affacled by this deficient practice.

ol licensed nursing stail was In-serviced

ragkdant,

Cont'd.

ragldant #2, #3, and #3 comprehanslve cere plans and
identified that no adverse oulcome was noted from this
deficit practice. A comprehensive cara plan has basn
compiated to rafisct the cument resident funclional status for
tha resitants #2, #5, and #8 idantified to have

2 On UF/1072014 the DON and Minimum Data Sel {(MDS)
Coondinator reviewed all residants msadical racords lo
ensuie a comprohensive care plan had boan comploted and
seflects rasidont’s curment traatment plan and functionat
slatus, No other residents were identified to have been

3) On 07/02/2044 the MDS Coordinatoer, MDS Assistant, and

by the Quadty Assuranco (QOA) Nurse raganding tha
Imporiance of up-dating and maintalning each residenta
Individuallzad comprahensive cara pian to raflact current
treatment and functional statug. On 07/08/2014 tho DON,
Hospice Suparvisor, and Hospice Nurse rnat o discuss
hospite contract and tha sarvices requined par conlract to
complete he comprohensive cara plan fer each Hospice
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43The corractive action will be monitored as
followa; the DON and Medical Recorda

This REQUIREMENT is not met as evidenced

by: parsonnal will perform weekly ongoing audita
Based on chservation, interview, and record of comprehensive care plans on 18% of residen
review, the facility failad to ensure that a plan of cenaus to engure accuracy. As part of the
care was developed for thres {3) of ten (10) facilities QA program the QA NHurge will
sampled residents. Resident #2 and Resident #8 complete monthly on-going random audits of

10% of eurrent resident census. The QA Nurse
will review comprehensive care plans and
cara plan conferences to ensure they reflect

ware assessed by the facility to have
incontinence and require incantinenca care.

?-ioyv.ever. the facimy failed to dﬂVBlO{J current treatment and current status of the
individualized cara plans for aach of these resident.

residents that addressed their toileting neads. in

addition, Resident #2 sustained sight falls at the 5} Completion: 07414/2014

facllity from 01/28/14 through 08/16/14. The
facility failed to assess each fall and revisa
Resident #2's plan of care to pravent further falls
{refer to F272, F318, and F323). Rasident #6
racaived hospice services and the facility failed to
devalop a care plan to inciude the rasident's
hospica needs.

The findings include:

1. Areview of the facility's "continence program”
{no date) revealed the facility was to assess ach
rasident’s elimination status and develop an
appropriate care plan and interventions within
savarn to ten days after admission,

Resident #2 was obsarved on 07/01/14 at 9:45
AM and 07/02/14 at 1015 AM amhbulating in the
hallway with the assistance of a walker and cne
staff mamber. An interview conducted with
Resident #2 an 6/30/14 at 3:05 PM revaaled that
the resident was aware when he/she naeded to
urinate or have a bowel movement and requested
assistance from staff to the restroom; however, at
times staff icld the resident that he/she had to
wait for assistance. Resident #2 stated that
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usualiy when he/she fall it was because hefshe
got up without assistancs to go to the restroom.

Record review revealed that Resident #2 was
admitted to the facility on 12/18/13 with diagnoses
that included coronary artery disease, anemia,
difficuity walking, muscle weakness, and
syncope.

A raview of Resident #2's comprehensive
Minimum Data Set (MDS) assessment dated
12M5/13 revealed the facility assessed Resident
#2 to have a Brief interview for Mental Status
{BIMS) score of 13, which indicates no cognitive
impaiment. Furthsr review of the MDS revealed
the facility assassed Resident #2 as bsing
frequently incontinent of urine and always
cortinent of bowel. Howaver, a review of the
Care Area Assessment {CAA) summary for
urinary incontinence dated 12/31/13 revealed the
facility assessed Resident #2 as being Incontinent
of bowel and bladder and utilized adult briefs to
manage incantinance episedes.

Araview of the care plan for Resident #2 dated
01/03/14 and updated 04/03/14 reveaiad the
facility assessed the residant to have problems
with urinaty incontinence. The care plan stated
that Resident #2 was cecasionally incentinent of
bowel and bladder and uiilized adult briefs to -~
manage incoentinence épisodes. In addition, the
care plan stated facility staff would provide
perineal care after sach incontinence spisode
and staff would assist the rasldent with tolieting
before and after meals. However, a review of the
nurse aide assignment sheets for June 2014
reveated that Resident #2 was continent avery
day.
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An interview with the direct care staff, CNA
{cenified nurse aide) #6, on O7/02/14 at 10:00 AM
revealed that Resident #2 was often continent,
but had incontinance episodas at imes. She also
stated that the resident called for staff assistance
with going to the restroom.

An interview with CNA #7 on 07/0114 at .15 PM
ravaaled that Resident #2 was aware when
he/she needed to use the restroom and usually
rang hisfher calt light for assistance when she
neadad help. In addition, CNA #7 stated the
resident was offerad assistance with toilsting
gvery two hours,

An interview with the MDS nurse on 07/03/14 at
10:00 AM revealed that when a resident triggered
for incontinence, like Resident #2, the resident
was placed on a twa-hour toileting plan. She
stated that they did not assess Resident #2 for
patterns of incontinence or develop an
individuzlized plan for Resident #2 to addrass
hisfer elimination needs.

2. Resident #8 was cbserved on 07/03/14 at
11:15 AM ambulating in the hallway with the
assistance of a waiker and two staif members.
The rasident's sister was observed to be pushing
a whealehair behind the staff members.,

A raview of the record for Resldent #8 revealed
ihat the facility admittad the resident on 03/20/14
with diagnoses that included dementia and a
fractured femur. The admission MDS dalad
03/27/14 revealed that Resident #8 had a BIMS
scorg of 8, which indicated cognitive deficits,
Resident #8 was also assessed o be frequently
incontinent of urine and bowel. A review of tha
CAA summary dated 03/27/14 revealed Rasidant
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#8 was frequently incontinant of bowel and
bladder, and that he/sha was toileted bafore and
after meais. The "Assessment for Bowel and
Bladder Training," dated 03/20/14 reveated the
facility assessed Rasident #8 as being "unable to
recognize the urge to urinate or defecate” due to
a diagnosis of Aizheimer’s dementia.

Tha care plan for Resident #8 stated that tha
resident was frequenily incontinent of bowel and
bladder and utilized adull briefs to manage
incontinence episedes. The interventions were fo
foilat the resident before and after meals, ulilize
adult briefs, and moniter for signs and symptoms
of infections.

Aninterview conducted on 07/03/14 at 12:18 PM
with direct care staff, CNA #1, revealed that
Rastdent #8 ofien asked to go to the restroom
and recognized the urge to go. CNA#1 further
stated that the resident was bath incontinent and
continent at times.

An interview with the MDS nurse on 07/03/14 at
10:00 AM revealed that when a resident iriggared
for incontinance, they were placad on a two-hour
toileting plan. $he stated that they did not assess
Resident #2 and Resident #8 for pattems of
incontinence or develop an individualized plan to
address Resident #2 and Resident #8's
slimination needs.

3. Areview of the facility’s "Fall Policy," dated
08116113, revaaled that after a resident fall
occurred, a Fall Risk Evaluation and a Fall
Assessment must be completed by the nurse and
dpon completion of the Fall Risk Assessmant and
a Fall Assessment, an intervention weuld be
initiatad.
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A review of the facility's "Comprehensiva Care
Plans” policy, not dated, revealed a care plan
would be devaloped for each residant with
measurable objectives to meet the rasident's
medical, nursing, and psycholegical neads. Tha
policy also stated care plans were revised as
cthanges in a resident's condilion dictated.

Cn 07/01/14 at 9:45 AM and 07/02/14 at 10:15
AM Rasident #2 was observed ambulating in the
hallway with the assistance of a walker and one
staff member. An intarview conducted with
Rasident #2 on 06/30/14 at 3:05 PM revealsd the
resident sustained falls dua to attempting to get
up without assistance because the resident
ngaded io go to the restroom.

Record review revealed that Resident #2 was
admittad to the facility on 12/18M3 with diagnoses
that included coronary artery disease, anemia,
difficulty walking, muscle waakness, and
SYyncope.

A raview of Resident #2's comprehensive
Minimum Data Set (MDS) assessmant dated
12/15/13 revealed the facility assessed Resident
#2 to have a BIMS score of 13, which indicates
no cognitive impairrnent. The facility identified
the resident had sustained a fall in the last monih
prior to admission without fracture. The Care
Area Assaessment (CAA) summary for falls dated
12/31/13 revealed Resident #2 was
nen-ambutatory and utilized a wheelchair for
mobility. The CAA summary for urinary
incontinence dated 12/31/13 statad that Resident
#2 was incontinent of bowel and bladder and
utiiized adult briefs to manage incontinence
apisodes.
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The quartery MDS assessment that was
completed on 06/16/14 for Resident #2 revealed
the facility assessed Resident #2 to require
axtensive physical assistance from one person
for transfers and ambulation. The MDS from
06/16/14 ravealed the facility also assessed the
resident as always being incontinent of urine and
bowel, and to have had two or mare falls without
injury since the pravious assessmant.

A raview of the care plan for Rasident #2 dated
01/03/14 and updated 04/03/14, revealed the
facility identified the resident had problems
including wrinaty incontinence and a rigk for falls,
The approach was to assist the resident to toilet
belore and after meals, The care plan also
stated that Resident #2 had a history of falls and
the goal was for the resident to have no injuries
from falls by the next review. The approachas
included assisting the resident with bed mobility
and transfers as needed.

Further review of Resident #2's recond revealed
the resident had sustained ight falls since
admission o the facility (01/28/14, 02/14/14,
02/23/14, 030314, 03/1214, 03714114, 04/22114,
and 068716/14). A review of ths incident reports
for each of the falls revealed that the resident was
trying to get up unassisted during each of the
incidents, howsver, the facility failed to addrass
why the resident was attempling to get up
unassisted.

Funthar raview of Resident #2's care plan
reveated no evidence the resident's care plan
was ravised with fall interventions since the care
plan was inilially developed on 061/03/14, aven
though the resident had sustained sight falls
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since the care plan was initiated,

An interview with the Quality Assurance (QA)
nurse on 07/03/14 at 8:00 AM revealed that the
Interdisciplinary Toam (IDT) met to discuss
Resident #2's falls. He stated that he followad up
on falls sustainad by the resident, tracked all falls
in the facility as part of QA, and tried to determing
the cause of falls. He stated that he had
determined that Resident #2's falls were due fo
the residant's refusal lo request help and the
nead to be independent. He stated that the
resident was on a toileting plan that all residents
of ths facility wera on {toileting avery two hours),
but the facility had not developed an
individualized tolleting plan for Residant #2 to
assure that he/she did not gel up unasgsisted to
go ta the restroom in an attempt prevent falis.

4, Review of Resident #6's medical record
revealed the facility admitted the resident on
05/24113 with diagnoses that included Alzheimer's
dissase, dementia, and failure to thrive. Review
of tha quarterly Minimum Data Set (MDS)
assessment dated 05/23/14, revealed Resident
#6's BIMS score was 4, which indicaied the
rasident's cognition was severely impaired.

Review of the Hospice Contract titied, "Contract
for Services Between Hospice Care Plus, INC.
and Telford Terracs," dated 2009, revealad the
Pian or Hospice Plan weuld includa & detailed
description of the scope and frequency of hospice
care, servicas, equipment, therapies, and
supplies to be provided by Hospice and fo meet
the resident’s needs. Further review of the policy
revealed both Hospice and the facility in
conjuncticn with one another would develop the
Plan for sach Hospice patient, and the Plan would
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be updated by Hospice two timas per month.

A review of Resident #6's care plan dated
0813113 revealad no avidence that a plan of care
for Hospice had been developed for Resident #6.

Interview with the Hospice Nurse on 07/03/14 at
3:45 PM revealed she was the nurse who
provided Hospice services for Resident #8. She
stated she saw Resident #5 once a week and a
Certified Nurse (CNA) visited the resident twice a
week. Tha hospica nurse stated s care plan was
completed weekly, but she did not check the
resident's medical record to ensure a copy of the
care plan was on the chart. The Hospice nurse
stated she usually taiked with nursing staff when
at the facility.

Intarview with the MDS Caoordinator on 07/03/14
at 3:15 PM revealed she was respansible for
developing the cara plan for each resident. She
stated Hospice did not contribute to residents’
care plans and only paricipated in a resident's
care plan mesting if thay had concams.

Interview with the Diractor of Nursing (DON) on
07/03/14 at 3:50 PM revealed she had not been
menitoring to ensure Hospice care pians wera in
the medical record. The DON stated the care
plan should have been in the resident's charnt.
483.25(d} NO CATHETER, PREVENT UTI,
RESTORE BLADDER

Based on the resident’s comprehensive
assessment, the facllity must ensure that a
rasident who snters the facility without an
indweling catheter is not cathetenzed unless the
resident's clinical condition demonstrates that

F 279

Fa15

483.25{d)} NO CATHETER, PREVENT UTI,
RESTORE BLADDER

1) On 07/03/2014 the Director of Nursing (DON}
reviewsd resident #2 and #8 enlire medical records
and Identified that no adverse oulcome was noted
from this deficit practice, Resident #2 and #8 have
been refarred to therapy for pariicipation In urinary
incontinence program t¢ improve and maintain

Cont'd
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catheterization was necassary; and a resident currant funclional stalus. Nursing staff will utifize the
whois incontinent of biadder raceives appropriate urinary diary to record daily toileting patiern. Pelvio
treatment and services to pravent urinary tract floor exercises will be completad 5 times a week
infections and to restore as much neomal bladder times 4 waaks, if unsuccassful alane will implement
function as possibia. e-slim times 4 weeks along with exercises. The

geal for urinary [ncontinent pregram is to decrease

the episodes of urinary incontinence.
This REQUIREMENT is not met as evidenced

by: 2) On 07/10/2014 all residents were audil to svaluale
Based on cbservation, interview, record review, appropriatensss for interventions or retraining related
and facility policy raview it was detenmined that to currant bowst and bladdar assessment. No other
the facility failed to ensure that appropriate residents wera Identified to have besn affected by
treatment and servicas ware provided for two (2) his deficil practice.

of ten {10) samplad residents (Residents #2 and

#8) ta prevent urinary tract infections and 3) On 07/17/2014 MDS staff and all icensed nursing

promete as much normal bladder function as

possible. The facility assessed Resident #2 and
Resident #8 to be incontinent of bowel and ardi fata for int o
bladder. However, a review of the resident's regariing appropriaieness lor inarvemions ar

record revealed that hefshe was often cantinent refraining ralated to current bowel and bladder status
Resident #8 had a bowel and bladder ’ with return verbal undsrstanding ncted. Revision of

bowal and bladder assessment form to include
monitoring number of continent and incontinent

siaff was in-serviced wilh sample scenasios by
the DON and Guallty Assurance (QA) Nurse

assessment that stated that he/she was
occasionally incontinent, but was unable to

participate in a program due to the inability to episodes within a seven day window. If resident
recogniza the urge to urinate or defocate. Record with any conlinent episcdes within that window, they
review and interview revealed that Resident #8 will ba referred to tha Udnary Inconlinence Program.
was often continent of bowe! and biadder. The

facility failed to assess Residents #2 and #8 for Cont'd.

individualized continence needs and develop an
individualized care plan to address Resident #2
and #8's continence needs to maintain bowel and
bladder function (refer to F272, F279, and F323).

The findings include:

1. Areview of the facility's “continance program™
{no date) revealed the facility was {6 assess each
resident's elimination sistus and develop an
appropriate care plan and interventions within
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seven to ten days afler admission. 4] The carrective aciion will be monitored as follows,

on admisslon the admitting nurse will assess the
resident for appropriataness of the Urinacy
Incentinance Program. During any Minimum Data
Seal (MDS}) assassmanl tha MDS Coordinator and/or
MDS Assistant will review residents medical record
and assess appropriatenass for Urinary Incontinence
Pregram and rafer for participation if naeded.

The Interdisciplinary Team will discuss waekly during

Residant #2 was cbserved on 07/01/14 at 9:45
AM and 07/02/14 at 10:15 AM ambulating in the
haliway with the assistance of a walkar and cne
staff member. Aninterview conductad with
Resident #2 on 06/30/14 at 3:05 Pt ravealed that
the residant was aware when he/she needad lo
urinate or have a bowel movament and
sometimes catled out for assistance to go to the

the standard of care meeting any changes in all
restroom and was told by staff that he/she had to
wait. The resident statez ihat it was most often residant's bowsl and bladder status. As pard of the
after meals that staff did not answer call lights facilltias QA program the QA Nurse will conduct
timely. Resident #2 stated that usually when monthly random on going audits of 10% of the
he/she was trying to get up without assistance, it current rasident census to ersure assessment
was because he/she needed o go to the completed comecily wilh raferal of Urinary
restroom. Incenlinence Program,
Record review revealad that Resident #2 was 5) Complation date: 0711712014

admitted io the facility on 12/18/13 with diagnoses
that included coronary artery disease, anemia,
difficulty walking, muscle weakness, and
syncope.

A review of Resident #2's comprehensiva
Minimum Data Sst (MDS) assessment dated
12/15/13 revealed the facllity assessed Resident
#2 1o have a Brief Intarview for Mental Status
{BIS) score of 13, which indicates no cognitive
impairment. Tha MDE also stated that Resident
#2 was frequently incontinent of urine and atways
coniinent of bowel. The Care Area Assessment
(CAA) summary for urinary incontinence dated
12/31/13 stated that Resident #2 was incontinent
of bowsl and bladder and uiilized adult brisfs to
manage incontinence episcdes. Tha quarterly
MDS assessment that was completed on
06/18/14 revealad the facility assessed Resident
#2 to ba always incontinent of urine and always
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Incontinent of bowel.

Further review of the record ravealed that the
"Assassment for Bowel and Bladder Training” had
been completed on 12/98/13 and again on
0319114 and 06/17/114. The 12/18/13 and
03/19/14 assassmonts stated that the resident
was unabia to participate in a training program
due to weakness and requiring assistance. The
plan for management was to toilet the residant
before and after meals, at bedtime, and as
needed. The 06/17/14 assessment stated that
the resident was able to participate in a training
plan due to occasional incontinenca sacondary to
woakness and that the resident knaw when
he/she neaded to go to the restroom. The plan
for management was to tollet the resident befare
and after meals, at bedtime, and as needed,

A review of the care plan for Resident #2 dated
01/03/14 and updated 04/03/14 ravealed the
facility assassed the resident to have proeblems
with urinary incontinence. The care plan stated
that Residant #2 was occasionaily incontinent of
bowel and bladder and utilized adult briefs to
manage incontinence spiscdes. In addition, the
care plan stated facllity staff would provide
perineal care after each incontinence eplscde
and staff would assist tha residsnt with toilsting
before and afer meals. However, a review of the
nurse aide assignment sheets for June 2014
revealed that Residant #2 was continent every
day.

An interview with the direct care staff, CNA
{cartified nurse aide) #B, on 07/02/14 at 10:00 AM
raveaied that Resident #2 was often continant,
but had incontinence episodes at imes. She also
stated that the resident called for assistance
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whan needing to go to the restroom.

An interview with CNA #7 on 07/01/14 at 1:15 PM
revealed that Resident #2 was aware when
ha/she needed to use the restroom and usually
gang har call light for assistanca when she
needed help. In addition, CNA #7 stated the
resident was offered assistance with tcileting
avery two hours.

2. Resident #8 was observed on 07/03/14 at
11:15 AM ambulating in the hallway with tha
assistance of a walker and two staff members.
Tha resident’s sister was obsarved to be pushing
a wheslchair behind the staff members.

A raview of the record for Resident #8 revealad
that the facility admitted the resident on 03/20/14
with diagnoses that includad dementia and a
fractured faemur. The admission MDS dated
03/2714 revealed that Residant #8 had s BIMS
score of 8, which indicates cognitive deficits.
Rasldent #8 was also assassed {o ba frequently
incontinent of urine and frequently incontinent of
bowel. A review of the CAA summary dated
03127714 revealed that Resident #8 was alert and
otiented with confusien. Furthermore, the CAA
summary stated that Rasident #8 was frequandly
incontinent of bowsl and bladder, and that hefshe
was toilsted bafore and after maals. The
“Assassment for Bowel and Bladder Training,"”
dated 03/20/14 ravealed the facility assessad
Resident #8 as being "unable to recognize the
urge to urinate or defecate” due to a diagnosis of
Alzheimer's dementia. The care plan for
Resident #8 stated that the rasident was
frequaently incontinent of bowel and bladder and
ulilized aduit briefs to manage incontinence
episodes. The interventions were to toilet the
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resident before and after meals, utilize adult
briefs, and monitor for signs and symptoms of
infoctions.

An interview conducted on 07/03/14 at 12:18 PM
with direct care staff, CNA #1, revealed that
Resident #8 often askad to go to the restroom
and recognized the urge to go. CNA #1 further
stated that the resident was both incentinent and
continent at times.

On 07/02114 at 3:27 PM, an interview conducted
with the DON (Director of Nursing) ravealed that
the Assistant Director of Nursing (ADON) or the
nursa that admitied the residant complated the
“Assessment for Bowel and Bladder Training.”
The DON raviewed the assassments that had
been completed for Resident #2 and Rasident #8
and stated that she fait that the staff had
incorrectly assessed the residents. Tha DON
stated that the residants should be abls (o
participate in a training or continence program.

An interviaw was conducted with the ADON
{Assistant Director of Nursing) on 07/03/14 at
9:35 AM. The ADON staled that she usually
compiated bowel and bladder assessments for
the residents of the facility. She siated that
residents who were alert and orientad like
Residant #2 were not placed on a bowel and
bladder training program because they did not
need to be "retrained.” She stated that they were
placed on & tolleting plan that svery resident in
the facility used, which was an every two-hour
initeting schadule. She stated that they do not
have residents on an individual toilet schedule.
The ADON further stated that for Resident #2, it
was "net an urgency prablam [sudden urge to

urinate], but gatting her there quick enough.”

F 315
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An interview with the MDS nurse on §7/03/14 at
10:00 AM revealed that when a resident triggered
for incontinenca, they were placed on a two-hour
tolisting plan, She stated that they did not assass
Resident #2 or Resident #8 for patterns of
incontinence or develop an individuaiized plan for
Rasident #2 or Resident #8 to addrass histher
incontinence,

483.25(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
anvironment remains as free of accident hazards
as Is possible: and each rasident receives
adaquate supervisicn and assistance devices to
pravent accidents.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, recond review,
and review of the facility’s policy, the facility failad
to ensure that residents recaived adequate
supervizion to prevent falls for one (1) of ten (10)
gampled rasidents (Resident #2). Residant #2
had a history of falls prior to admission to the
facility and the facility assessed the resident to ba
at risk for falts. Howaever, the facility falled to
assess/address Resident #2's toilating needs and
the resident sustained sight falls from 01728714
through 08/18/14 while altempting o get up
unassisted 10 tollet {refer to F272, F279, and
F315).

The findings includa:

F 323 483.25(M) FREE OF ACCIDENT

HAZARDS/SUPERVISION/DEVICES

1) On 07/03/2014 the Director of Nursing {DON)
reviawed resident #2 enlire medical recerds and
identified that no advarse ouicome was noled from the
daficit practice. Resident #2 previous falls were
re-svaiuated and in an individualized tollating program
was [nltiated.

2) On 0711072014 all rasidant's madical records were
reviawad by the DON to eveluaie ihe need for any
individualized Intervention ¢r programs that wouid help
enhance the rasident's salaty and wellbaing. No other
residents were identified to have been affacied by this
deficlent praclice.

3) On 07/03/2014 all licensad nursing stafl was
in-sarviced by Qualily Assurance {QA) Nurse
reganding resident falls and the need for individualized
intarventions or programs 10 ensure tha residents
safely and wali-being.

Conid,
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4} The corrective action will be monitored aa
A raviaw of the facility's "Fall Policy," dated follows, the nurse performing inicial
08/16/13, regarding falls revealed that after a fall asgeasment on a residents fall will review
oceurred, a Fall Risk Evaluation and a Fall that vesident for an individualized
Assessmant must be completed by the nurse, intervention or program Co maintain

resident‘a cafecy and well-being. The QA
Nurse or Weekend Houoe
Suparviaor will review all falla daily to

Furthermore, upon completion of the Fall Risk
Assessment and a Fall Assessmant, an

intervention would be initiatad at that time. ensure proper individualized intervention ar
program was put in place and the

Resident #2 was observed on 07/01/4 at 2:45 effectlveneoo. The Interdisciplinary Team

AM and 07/02/14 at 10:15 AM to ambulate in the will review all falls weekly to sasess the

hallway with the assistance of a welker and one effectiveness of the individualized

staff member. intervention or program. As part of the
facilitien QA program the QA

. Murpe will complete monthly on-gein

Record review revealed that Resident #2 was audits on all £alla to Em:m a:pm:ﬁam

admittad to the facility on 12/18/13 with dlagnoses individuslized interventian or program were

that included coronary artery disease, anamia, put in place and there effectivenass.

difficulty walking, muscle weakness, and

syncepe. 5} Completion data: 07717742014

Areview of Rasident #2's comprehensive
Minimum Data Set (MDS) assessment dated
12/15/13 revealed the facility assessed Resident
#2 to have a Brief intarview for Mantal Status
(BIMS) score of 13, which indicates no cognitive
impairmant. The MDS also stated that Resident
#2 was fraquently incontinant of urine, always
continent of bowel, and had sustained a fall in the
fast month prior to admission without fracture.
The Cara Area Assassmant (CAA) summary for
falls dated 12/31/13 stated that the resident was
non-ambulatory and utilized a wheelchair for
maobility. The CAA summary for urinary
incontinence dated 12/31/13 stated that Resident
#2 was incontinent of bawel and bladder and
uiilized adult briefs lo manage incontinence
episodes.

The quarterly MDS assessment that was
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completed on 06/16/14 for Resident #2 revealed
tha facility assessed Resident #2 to require
extensive physical asgistance from one person
for transfers and ambulation. The MDS from
08/16/14 revealed the facility also assessed the
resident a5 always being incontinent of urine,
always incontingnt of bowsl, and to have had two
or more falls without injury since the previous
assessment,

A review of the care plan for Resident #2 dated
01/03/14 and updated 04/03/14, ravealed the
facility identified the resident had problems
inciuding urinary incontinence and a risk for fafls.
The care plan stated that Resident #2 was
occasionally incontinant of bowai and bladder and
ufilized adult briefs to manage incontinence
episodes, The approach was (o provide prompt
perineal care after each incontinence episode
and to assist the resident fo toitet before and afier
maals. The care plan also statad that Resident
#2 had a history of falls and the goal was for the
rasident to have no injuries from falls by the next
roview. The approaches included assisting the
resident with bed mobility and tranafers as
neaded,

Further review of Resident #2's racord revealad
the resident had sustained eight fails since
admission to the facility (01/26/14, 02/14/14,
0212314, 03/03/14, 03/1214, 03/1414, 04122114,
and {6/16/14). Areview of the incident repors
far each of the falls revealad that the resident was
rying to get up unassisted during sach of the
incidents, but did not address why the resident
was attempling 1o gat up unassisted.

An intervlew was conducted with Resident #2 on
06/30/14 at 3:05 PM. Resident #2 stated that
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somelimes he/she called out for assistance to go
fo the rastroom and was told by staff that he/she
had to wait. Resident #2 stated that it was most
often after meals that staff did not answer call
lights imely. Resident #2 siated that usually
whan helshe attempted to get up without
assistance, it was because hefshe needed to go
to the rastrcom.

An inferview with the direct care staff, CNA
{corified nurse aide) #6, on 07/02/14 at 10:00 AM
revealed that Resident #2 was often continent,
but was sometimas incontinent. Shs also stated
that the resident called for assistance to go to the
rastroom.

An interviaw with CNA#7 on 07/01/14 at 1:15 PM
ravealed that Resident #2 usually rang hisfer call
light for assistance when she needed help and
that assistanca with toileting was offered avery
two hours.

An interview with the Director of Nursing {DON)
on 07/02/14 at 3:27 PM revealed that when a
rasident susiainad a fall, the nurse that was
working the floor began an assassment and an
incident report was completed. Tha DON stated
that the facility has "stand up meefings™ on
Monday, Wednesday, and Friday of each week to
discuss any incidents that have occurrad, Sha
stated that & naw fall risk assessment was done
after each fall and the interdisciplinary team met
to review findings. She stated that they try to get
1o the root cause of the falls.

An interviaw with the Quality Assuranca {QA)
nurse on O7/03114 at 9:00 AM revaaled thatthe
Interdisciplinary Team (IDT) mest to discuss

Resident #2's falls. He stated that he followed up
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on falls sustained by the resident, tracked ali falls
in the facility as part of QA, and tried to delermine
the cause of falls. He stated that he had
dotermined that Resident #2's falls were due to
the resident's refusal to request help and need to
be independent. He stated that when he spoke fo
the resident she would always say that she
neaded to ba more independent so he/she could
go home. He stated that the resident was on a
toileting plan that ali residents of the facility wera
on (loilaling every two hours), but the facllity had
not developed an individualized tolleting plan for
Resident #2 to assure that hefshe did not get up
unassisted to go to the restroom in an attempt
prevent falls,

F 371 483.35() FOOD PROCURE, F3n
55=F | STORE/PREFARE/SERVE - SANITARY

483.35{i) FOOD PROCURE,
STOREPREPARE/SERVE-SANITARY

1} On 06/30/2014 Distary Manager in-serviced Cook
Alde #1 and beard net Immediately applied. No
resident was identified fo have an advarse culcome
from this deficiant practice,

The facility must -

(1) Procure focd from sources approved or
considered satisfactory by Federal, State or focal
authoritiss; and

{2) Store, prepare, distibute and serve food 2)0n 06/30/2014 an audit was conducled by the

Dietary Manager on all dietary stalf 1o ensure board

under sanitary conditions nets wers baing ulilized if appropriate. All distary
staff was found to be In compliance. On 06/30/2014
the DON audited all rasidants lo chack for adverse
cutcome ralated to this deflcit practice. Na restdents
were idenlifled to have been affected by this deficit

This REQUIREMENT Is not met as evidenced practice.

by:

g ased on abservation, inlerview, and facility 3) On 07/23/2014 all diatary slafl was in-serviced by

policy review, it was determined the faciiity failed Dietary Manalger on ulliizing a beard et at all times

to ensure one dietary staif member's beard was while in the kilchen and dining room. The

covered. Obsarvation of the iunch tray line on Administrator and Dielary Manager revised the

08/30/14 revealed Cock Aida #1 walked In front of approprsle attire pollcy on 077102014 to indicate

the tray lina while residents’ food trays were being that 8 beard net must be wom at all imes before

préepared with his beard uncoverad.
Conl'd.
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The findings include: entering the kitchen and dining rcom.
4} The corrective action will be
monitored as follows: the Dietary
Manager will audit all dietary staff te
ensure compliance with the appropriate
actire policy daily. As part of the
facility Quality ARssurance (QA) program
the 0A Hurse will audit all diecary
staff on a monthly basis to ensure
proper compliance with the appropriate
attire policy, including beard nets to
be utilized when in the kitchen and

Review of the facility pelicy titled, "Appropriate
Attire," dated January 2002, revaaled all focd
sepvice personnel with beards ware required to
waar beard nets during food serving or
praparation,

Observation of the lunch fray line on 06/30/14, at
12:03 PM, revealed Cook Aida #1 walked in front
of the tray line while residents' food trays were
being prepared with no beard cover over his

beard. dining room.

Interview with Cock Aide #1 on 06/30/14, at 12.05

PM, revealad he was unaware ha was required to 3) Completion dace: p7/23/2014

wear a beard cover untess his beard was longer

than one inch in length. He stated sinea his

beard was approximataly one-half inch long ha

did nof think a beard was required.

Interview conducted with the Dietary Manager on

08/30114, at 12:07 PM, revealed Cock Aide #1

should have worn & beard net when he was in the

food preparation and serving area. The Dietary

Manager stated he monitored staff for hairnets,

baard covers, and hand washing every lime he

came into tha kitchen and had not identified any 483.65 INFECTION CONTROL, PREVENT

Concams. SPREAD, LINENS
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441 i
55=0 | SPREAD, LINENS 1) On 07/02/2014 tha Infection Conlro! Nurse

in-servicad Kentucky Medication Aide (KMA) #1 in

The facility must establish and maintain an regards lo proper tachnique and procedure fer blood

Infection Controf Program dasigned to provide a glucose moniloring and cleaning of the glucometer.

safa, sanitary and comfortable environment and The KMA #1 compleled a return demonsiration with

to help prevent the devalopment and transmission ne errors noted. No resident was Ideniified to have

of disease and infection. vad an adverse ovlcome from this deficlent praciice. | Cont'd
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2) On 07/02/2014 all licensed nursing stefl and KMA's
were sudiled 1o ensure propar technique during bload
glucosa manitoring and deaning of the glucomater.
No daficit practice was noted. On 07/02/2014 The DON
and QA Nurse audiled all rasidants related io to this
deficit praclica. No residents ware identifiad to have
baen affected by this preclice.

{a) Infection Control Program

The facility must establish an Infection Control
Program under which it -

{1) Investigatas, controls, and prevents infections
in the facility; '

{2} Decidas what procedures, such as isolation,
should be applied fo an individual ragident, and
{3) Maintains a record of incidents and corrective

actions refated fo infections. 3) On 07/02/2014 the Infaction Control Nurse

in-gerviced all ilcensed nursing staff and KMA's relatac
(b} Preventing Spread of Infection {0 blood glucose monitoring and cleaning of the

(1) When the Infection Control Program glucomeder with refurn demaonsiration performed. No
delermines that a resident needs isolation to defictt practice was noted.

prevent the spread of infection, the facility must
isolate the resident.

{2} The fadility must prohibit employees with a

4} Tha corrective action will be monitared as foliows,
tha Infaction Control Nurse will complate dally sudits

communicable disease or infected skin lesions fva times a waek, rotaling shifts and personnel. The

from direct contact with residents or thek focd, if audils will encormpass all nurses and KMA's

direct contact will transmit the disease, an all shifts o ensure proper technique with bicod

{3) The facility must require staff to wash their glucose monitoring and cleaning aof the glucomelar.

hands after each direct resident contact for which As part of the facilty Quality Assurance (QA) program

hand washing is indicated by accepted the QA Nursa will conduct monthly on-going audils 1o

professicnal practice. include every nurse and KMA to ensure proper
technique wilh blood glucose monitoring and cleaning

{c) Linens of the glucometer.

Personnal must handle, store, process and

transport linens so as to prevent the spread of 5) Complietion date: orinziana

infsction.

This REQUIREMENT is not met as avidenced
by.

Based on cbservation, interview, and facility
policy review, it was determined the facility failed
to establish and maintain an effective infaction
controf program designed to provide a safe and
sanitary environment to prevent the transmission
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of disease and infaction for one (1) of three (3)

during medication administration en 07/02/14,
revealed siaff failed to utilize gloves when
cleansing the blood giucoss-monitoring device.
I addition, staff failed to wash/sanitize their

The findings include:

Review of the facility’s policy titled, "Cleaning of
Glucometer," with a revision date of 07/41/11,
revealed staff was required to apply gloves prior
to cleansing a blood glucosse-monitoring device.

Review of the facility’s policy titled, "Universal
Precautions,” undated, revealed staff was
required to wash/sanitize their hands batwean
resident contacts.

and was not wearing gloves. KMA #1 was then

Resident C. The KMA then removed har gloves
after the testing was completed, and failad fo
wash/sanitize her hands prior to leaving the
rasident's room.

12:00 PM, reveaied she was aware she should
have worn gloves when cleaning the blood
glucose-menitoring device and was awars she
should have washed/sanitizad her hands after

C, but was nerveus. - The KMA stated she had
raceived in-services by the facility en blood

unsampled residents {Residant C). Observation

hands after checking Resident C's blocd glucose.

Qbservation of Kentucky Medication Aida (KMA)
#1 on 07/02/14, at 11:45 AM, cleansing the blood
glucose-menitoring device revealed the KMA was
observed cleaning the device with a bleach wipa

observed to perform blood glucose monitaring for

Interview conducted with KMA #1 on 07/0214, at

parforming blood glucose menitoring {or Resident
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glucose monitoring and hand washing.

Interview conducted with the Infection Control
Nurse on 07/03/14, at 11:25 AM, revealad he had
completed a check-off skills Hist for KMA #1 on
04/24/14, and blood glucese menitoring,
cleansing of the blood glucose monitoring device,
as wall as hand washing had been covered. The
Infaction Control Nurse stated he also observed a
return damonstration and had not identified any
concems. The Infection Control Nurse slated he
also randomly observed two to three medication
administration observations, which included blood
glucose monitoring and had net identifisd any
CONCerns.

Inierview conducied with the Director of Nursing
{DON) on 07/03/14, at 3:50 PM, revealed she
made rounds several times throughout ihe day to
ensurs residents were being provided the care
they required. The DON stated the Infection
Control Nurse was responsible for medication
administration observations, which includad blood
glucose monitoring, and no concerns had been
reported to her. The DON stated KMA #1 was
required to wear gloves whan cleansing the blood
glucose-monitoring devica, and was required to
wash/sanitize her hands after performing blood

glucose monitofing. 483.75{|)(1)RESIDENT RECORDS

F 514 | 483.75()(1) RES F 514 4%

$5+0 | RECORDS-COMPLETE/ACCURATE/ACCESSIB COMPLETE/ACCURATE/ACCESSIBLE
LE

1) On 07/03/2014 the Director of Nuising (DON)
reviewsd rasident #8 and #7 medical record.

The residents that were identified had no adverse
ouicome from this deficient practice. A MDS

The facHity musi maintain clinical records on each
resicdant in accordance with accepted professional
-standards and practicas that are compilate;

accurately documented; readily accessible; and assessment comection has baen complated for the
systematicaily crganized resident #7 and rasident #6 hospica notes were
added 1o resident medical record as required. Cont'd
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The clinical record must contain sufficient 2)On 07/10/2014 the DON and Minimum Data Set
infarmation to identify the resident; a record of the (MDS} Coardinator reviewed all resident's medical
resident's assessments; the plan of care and racords for accuracy and tolal compliance. No further
sefvicas provided; the results of any deflciant practice was dentified.
gz?ia:r";e:: :g:::mng conducted by the State; 3) On 0710372014 the Quality Assurance (QA) Nurse
in-serviced the MDS staff regarding the accuracy
of assessments. On 07/08/2014 the DON, Hospice
Superviser, and Hospice Nursa mel to discuss tha
Hospice contract and maintaining compliance with
This REQUIREMENT is not met as evidenced chert documentation.
by: On 07/14/2014 the QA Nurse In-servicad the fMedical
Based on cbservations, interviews, and record Racerds staff regarding audiling resident’s medicat
review it was determined tha facility failed to rocards for hospice compliance with chart
ensure two (2) of fen (10) residents' clinical documentation,
records were complele and accurataly
documanted. Record review of Resident #7's 4) The corractive action will be monitored as follows;
MDS assessments revealed the assessment did the MDS Coordinator will reviaw alt MDS completed fo
not accuratsly reflect the resident's assessment the waek, per MDS schaduler to ansura the accuracy
for agsistance with ambulation and transfers of MDS assessments. The medical racords staff will
relating to mobility devices, Rasident #7 was review 8l hospice residentis charts weekly to ensure
assessed to have a walker; however, the rasident hospice notes are in tha resldenls charl. As part of the
had never used a walker. Ins addition, the facility Iacilites QA program the QA Nurse will complate
failed to ensure Resident #6's Hospice notes monthiy audits on 10% of rasidents census to ansure
were on the resident's medical record as required accuracy of assessments and hospice chart
by the facility's Hospice coniract. documentallon par hospice contract.
Tha findings include: 5) Completion date: 0711412014
1. Review of Resident #7's medical record
revealad the facility admitied the resident on
05/23/14 with diagnoses of muscle waakness,
shoriness of breath, backache, pain in limb/lag,
pain in joint/multiple sites, chranic venous stasis,
difficulty waiking, and peripheral vascular
disease, Review of the Significant Change MDS
dated 02/20/14 rovealed the facility assessed the
rasidant to utilize a walker. Review ofa
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significant change MDS dated 05/30/14 revealed
the facility assessed iha resident to utilize a
whesglchair. Review of the Significant Change
MDS dated 05/30/14 revealed the facility
assessed the rasident’s Brief Interview for Mental
Status (BIMS) score to be 15, meaning the

resident's cognition was found to be intact,

QObservation of Resident #7 on 04/23/14 at 4:37
PM revealed the resident standing in front of a
wheelchair, unassisted, {rying on clothes.

Interview with Rasident #7 on 07/03/14 ot 11:36
AM revaaled tha resident has always had a
wheelchair.

Interview with an LPN on 07/03/14 at 12:00 PM
ravealed the resident has had a few
hospitalizations, is alert and in good spirits, has a
Folay catheter and ieg weakness, and has always
been in a wheslchair,

Intarviaws with the MDS Coordinatar and the
Assistant MDS Coordinator on 07/03/14 at 2:00
PM revedled they were not aware of Resident
#7's assessment showing a walker as a mobility
device. The Assistant MDS Coordinator stated,
“{He/she] has always been a two assist, [he/she]
can't use a walker, and (ha/she] has never baen
on awalker. | meant wheelchair; it has been a
keystroke; [his/her] mobility has not changed
within the last year; (he/she] can't walk” The
MDS Coordinator stated they would correct the
MDS and start reviewing the MDS's with a "third
pair of ayes.”

Intarview with the Director of Nursing {DON) on
07/03/14 at 2:22 PM revsaled that she was aware
that Rasident #7 was incarrectly coded on the
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MDS under mobility devicas.

2. Review of the medical record revealed the
faclity admitted Resident #6 on 05/24/13 with
diagnoses that included Alzheimer's disease,
dementia, and failure to thive. Review of the
quarterly Minimum Data Set (MDS) assessment,
dated 05/23/14, ravealed Resident #8's BIMS
score was 4, which indicated the resident's
cognition was severely impaired.

QObservation of Resident #6 on 07/02/14 at 3:.08
PM revealed the resident lying in bad with eyes
closed, fall mats to both sides of bed, with a
reddish substance noted on the shest, left
handfarm and sleeve, The call light was noted to
be within the resident's reach.

Review of tha policy titled, "Contract for Services
Betwean Hespice Care Plus, INC. and Teiford
Terraca,” dated July 2009, reveated Hospice
agreed fo complete visit documentation prior to
leaving tha facility and make a mere
comprahensive vigit note/care plan revision
gvailable within three working days of the visit.

Interview with the Hospice Nurse for Residant #6
an G7/03/14 at 3:45 PM ravealed she sees
Resident #6 once a week but does not chack the
resident's medical record fo ensure hospice noles
are on the medicai record. She stated she
usually tatked with nursing staff whan at the
facility but wasn't aware that the notas were not
on the chart.

Interview with the Director of Nursing (DON) on
07/03/14 at 3:50 PM revealad she had not besn
rmenitering to ensure Hospice notes were on
residents' medical records.
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