m DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically delivered
September 19, 2023

Administrator
Bayshore Residence & Rehab Ctr

1601 St Louis Avenue
Duluth, MN 55802

RE: CCN: 245227
Cycle Start Date: June 23, 2023

Dear Administrator:

On August 3, 2023, we notified you a remedy was imposed. On August 23, 2023 the Minnesota
Department(s) of Health and Public Safety completed a reuvisit to verify that your facility had achieved
and maintained compliance. We have determined that your facility has achieved substantial

compliance as of August 18, 2023.

As authorized by CMS the remedy of:

e Mandatory denial of payment for new Medicare and Medicaid admissions effective
September 23, 2023 did not go into effect. (42 CFR 488.417 (b))

In our letter of August 3, 2023, in accordance with Federal law, as specified in the Act at §
1819(f)(2)(B)(iii)(1)(b) and § 1919(f)(2)(B)(iii)(I)(b), we notified you that your facility was prohibited from
conducting a Nursing Aide Training and/or Competency Evaluation Program (NATCEP) for two years
from September 23, 2023 due to denial of payment for new admissions. Since your facility attained
substantial compliance on August 18, 2023, the original triggering remedy, denial of payment for new
admissions, did not go into effect. Therefore, the NATCEP prohibition is rescinded. However, this does

not apply to or affect any previously imposed NATCEP loss.

The CMS Region V Office may notify you of their determination regarding any imposed remedies.
Feel free to contact me if you have questions.

Sincerely,
7],]/;‘“#1'!_“_mg_;‘,:L -f?gbdamnz},

Kamala Fiske-Downing

Minnesota Department of Health

Health Regulation Division

Telephone: (651) 201-4112

Email: Kamala.Fiske-Downing@state.mn.us

An equal opportunity employer.



m DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically delivered
August 2, 2023

Administrator

Bayshore Residence & Rehab Ctr
1601 St Louis Avenue

Duluth, MN 55802

RE: CCN: 245227
Cycle Start Date: June 23, 2023

Dear Administrator:

On June 23, 2023, a survey was completed at your facility by the Minnesota Departments of Health and
Public Safety, to determine if your facility was in compliance with Federal participation requirements
for skilled nursing facilities and/or nursing facilities participating in the Medicare and/or Medicaid

programs.

This survey found the most serious deficiencies in your facility to be widespread deficiencies that
constituted no actual harm with potential for more than minimal harm that was not immediate
jeopardy (Level F), as evidenced by the electronically attached CMS-2567 whereby corrections are

required.

ELECTRONIC PLAN OF CORRECTION (ePoC)

Within ten (10) calendar days after your receipt of this notice, you must submit an acceptable ePOC for
the deficiencies cited. An acceptable ePOC will serve as your allegation of compliance. Upon receipt of
an acceptable ePOC, we will authorize a revisit to your facility to determine if substantial compliance

has been achieved.
To be acceptable, a provider's ePOC must include the following:

e How corrective action will be accomplished for those residents found to have been affected by the

deficient practice.
e How the facility will identify other residents having the potential to be affected by the same

deficient practice.
e \What measures will be put into place, or systemic changes made, to ensure that the deficient

practice will not recur.
e How the facility will monitor its corrective actions to ensure that the deficient practice is being

corrected and will not recur.
e The date that each deficiency will be corrected.
e An electronic acknowledgement signature and date by an official facility representative.

An equal opportunity employer.
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The state agency may, in lieu of an onsite revisit, determine correction and compliance by accepting
the facility's ePoC if the ePoC is reasonable, addresses the problem and provides evidence that the
corrective action has occurred.

It an acceptable ePoC is not received within 10 calendar days from the receipt of this letter, we will
recommend to the CMS Region V Office that one or more of the following remedies be imposed:

. Denial of payment for new Medicare and Medicaid admissions (42 CFR 488.417);

. Civil money penalty (42 CFR 488.430 through 488.444).

. Termination of your facility’s Medicare and/or Medicaid agreement (488.456(b)).
DEPARTMENT CONTACT

Questions regarding this letter and all documents submitted as a response to the resident care
deficiencies (those preceded by an "F"and/or an "E" tag), i.e., the plan of correction should be directed
to:

Jennifer Kolsrud Brown, RN, Unit Supervisor

Rochester District Office

Licensing and Certification Program

Health Regulation Division

Minnesota Department of Health

18 Wood Lake Drive Southeast

Rochester, Minnesota 55904-5506

Email: jennifer.kolsrud@state.mn.us

Office: (507) 206-2727 Mobile: (507) 461-9125

PRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

The facility's ePoC will serve as your allegation of compliance upon the Department's acceptance. In
order for your allegation of compliance to be acceptable to the Department, the ePoC must meet the
criteria listed in the plan of correction section above. You will be notified by the Minnesota Department
of Health, Licensing and Certification Program staff and/or the Department of Public Safety, State Fire
Marshal Division staff, if your ePoC for the respective deficiencies (if any) is acceptable.

VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable ePoC, a Post Certification Revisit (PCR), of your facility will be conducted

to validate that substantial compliance with the regulations has been attained in accordance with your
verification.

f substantial compliance has been achieved, certification of your facility in the Medicare and/or
Medicaid program(s) will be continued and remedies will not be imposed. Compliance is certified as of
the latest correction date on the approved ePoC, unless it is determined that either correction actually
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occurred between the latest correction date on the ePoC and the date of the first revisit, or correction
occurred sooner than the latest correction date on the ePoC.

FAILURE TO ACHIEVE SUBSTANTIAL COMPLIANCE BY THE THIRD OR SIXTH MONTH AFTER THE LAST DAY
OF THE SURVEY

If substantial compliance with the regulations is not verified by September 23, 2023 (three months
after the identification of noncompliance), the CMS Region V Office must deny payment for new
admissions as mandated by the Social Security Act (the Act) at Sections 1819(h)(2)(D) and 1919(h)(2)(C)
and Federal regulations at 42 CFR Section 488.417(b).

In addition, if substantial compliance with the regulations is not verified by December 23, 2023 (six
months after the identification of noncompliance) your provider agreement will be terminated. This
action is mandated by the Social Security Act at Sections 1819(h)(2)(C) and 1919(h)(3)(D) and Federal
regulations at 42 CFR Sections 488.412 and 488.456.

Please note that this notice does not constitute formal notice of imposition of alternative remedies or
termination of your provider agreement. Should the Centers for Medicare & Medicaid Services
determine that termination or any other remedy is warranted, it will provide you with a separate
formal notification of that determination.

INFORMAL DISPUTE RESOLUTION (IDR) / INDEPENDENT INFORMAL DISPUTE RESOLUTION (IIDR)

In accordance with 42 CFR 488.331, you have one opportunity to question cited deficiencies through
an informal dispute resolution process. You are required to send your written request, along with the
specific deficiencies being disputed, and an explanation of why you are disputing those deficiencies, to:

Nursing Home Informal Dispute Process
Minnesota Department of Health
Health Regulation Division

P.0. Box 64900

St. Paul, Minnesota 55164-0900

This request must be sent within the same ten days you have for submitting an ePoC for the cited
deficiencies. All requests for an IDR or |IDR of federal deficiencies must be submitted via the web at:
https://mdhprovidercontent.web.health.state.mn.us/ltc idr.cfm

You must notity MDH at this website of your request for an IDR or IIDR within the 10 calendar day
period allotted for submitting an acceptable electronic plan of correction. A copy of the Department’s
informal dispute resolution policies are posted on the MDH Information Bulletin website at:
https://www.health.state.mn.us/facilities/regulation/infobulletins/ib04 8.html

Please note that the failure to complete the informal dispute resolution process will not delay the dates
specified for compliance or the imposition of remedies.
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Questions regarding all documents submitted as a response to the Life Safety Code deficiencies (those
oreceded by a "K" tag), i.e., the plan of correction, request for waivers, should be directed to:

Travis Z. Ahrens

Interim State Fire Safety Supervisor

Health Care & Correctional Facilities/Explosives

MN Department of Public Safety-Fire Marshal Division
445 Minnesota St., Suite 145

St. Paul, MN 55101

Cell: 1-507-308-4189

Feel free to contact me if you have questions.

Sincerely,
Jq/mﬂ_qu %bﬂmﬁ

Kamala Fiske-Downing

Minnesota Department of Health

Health Regulation Division

Telephone: (651) 201-4112

Email: Kamala.Fiske-Downing@state.mn.us




PRINTED: 08/15/2023

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
245227 B. WING 06/23/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

1601 ST LOUIS AVENUE

BAYSHORE RESIDENCE & REHAB CTR DULUTH, MN 55802

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
E 000 | Inthhal Comments E 000

On 6/20/23-6/23/23, a survey for compliance with
Appendix Z, Emergency Preparedness
Requirements, §483.7/3(b)(6) was conducted
during a standard recertification survey. The
facility was NOT in compliance.

The facllity's plan of correction (POC) will serve
as your allegation of compliance upon the
Department's acceptance. Because you are
enrolled in ePOC, your signature is not required
at the bottom of the first page of the CMS-2567

form.

Upon receipt of an acceptable electronic POC, an
onsite revisit of your facility may be conducted to
validate substantial compliance with the
regulation has been attained.

E 041 | Hospital CAH and LTC Emergency Power E 041 3/18/23
SS=C | CFR(s): 483.73(e)

§482.15(e) Condition for Participation:

(e) Emergency and standby power systems. The
hospital must implement emergency and standby
power systems based on the emergency plan set
forth In paragraph (a) of this section and in the
policies and procedures plan set forth in
paragraphs (b)(1)(1) and (ii) of this section.

§483.73(e), §485.625(e), §485.542(¢€)

(e) Emergency and standby power systems. The
ILTC facility CAH and REH] must implement
emergency and standby power systems based on
the emergency plan set forth in paragraph (a) of
this section.

§482.15(e)(1), §483.73(e)(1), §485.542(e)(1),

§485.625(e)(1)
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 08/08/2023

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:FLDB11 Facility ID: 00589 If continuation sheet Page 1 of 44
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Emergency generator location. The generator
must be located in accordance with the location
requirements found in the Health Care Facilities
Code (NFPA 99 and Tentative Interim
Amendments TIA12-2, TIA12-3, TIA12-4, TIA
12-5, and TIA 12-6), Life Safety Code (NFPA 101
and Tentative Interim Amendments TIA 12-1, TIA
12-2, TIA12-3, and TIA 12-4), and NFPA 110,
when a new structure is built or when an existing
structure or building Is renovated.

482.15(e)(2), §483.73(e)(2), §485.625(e)(2),
§485.542(e)(2)

Emergency generator inspection and testing. The
[hospital, CAH and LTC facility] must implement
the emergency power system inspection, testing,

and [maintenance] requirements found in the
Health Care Facilities Code, NFPA 110, and Life
Safety Code.

482.15(e)(3), §483.73(e)(3), §485.625(e)
(3),§485.542(e)(2)

Emergency generator fuel. [Hospitals, CAHs and
LTC facilities] that maintain an onsite fuel source
to power emergency generators must have a plan
for how It will keep emergency power systems
operational during the emergency, unless it
evacuates.

*[For hospitals at §482.15(h), LTC at §483.73(Q),
REHs at §485.542(g), and and CAHSs
§485.625(9)]

The standards incorporated by reference in this
section are approved for incorporation by
reference by the Director of the Office of the
Federal Register in accordance with 5 U.S.C.
552(a) and 1 CFR part 51. You may obtain the
material from the sources listed below. You may

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:FLDB11 Facility ID: 00589 If continuation sheet Page 2 of 44
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Inspect a copy at the CMS Information Resource
Center, /500 Security Boulevard, Baltimore, MD
or at the National Archives and Records
Administration (NARA). For information on the
availability of this material at NARA, call
202-7/41-6030, or go to:
http://www.archives.gov/federal register/code of
_federal _regulations/ibr locations.html.

If any changes In this edition of the Code are
Incorporated by reference, CMS will publish a
document in the Federal Register to announce
the changes.

(1) National Fire Protection Association, 1
Batterymarch Park,

Quincy, MA 02169, www.nfpa.org,
1.617.770.3000.

() NFPA 99, Health Care Facilities Code, 2012
edition, issued August 11, 2011.

(1) Technical interim amendment (TIA) 12-2 to
NFPA 99, issued August 11, 2011.

(i) TIA12-3 to NFPA 99, issued August 9, 2012.
(iv) TIA12-4 to NFPA 99, issued March 7, 2013.
(v) TIA12-5 to NFPA 99, iIssued August 1, 2013.
(vi) TIA 12-6 to NFPA 99, issued March 3, 2014.
(vil) NFPA 101, Life Safety Code, 2012 edition,
Issued August 11, 2011.

(vii) TIA 12-1 to NFPA 101, issued August 11,
2011.

(1X) TIA12-2 to NFPA 101, issued October 30,
2012.

(x) TIA12-3 to NFPA 101, issued October 22,
2013.

(x1) TIA12-4 to NFPA 101, issued October 22,
2013.

(xi1) NFPA 110, Standard for Emergency and
Standby Power Systems, 2010 edition, including
TIAs to chapter 7, iIssued August 6, 2009..

This REQUIREMENT Is not met as evidenced
by:

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:FLDB11 Facility ID: 00589 If continuation sheet Page 3 of 44
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On 6/20/23-6/23/23, a standard recertification
survey was conducted at your facility. A complaint
Investigation was also conducted. Your facility
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42 CFR 483, Subpart B, Requirements for Long
Term Care Facilities.

In addition to the recertification survey, the
following complaints were reviewed with no
deficiency issued.
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E 041 | Continued From page 3 E 041
Based on a review of available documentation E 041
and staff interview, the facility failed to install and A generator test was performed on
maintain generators per NFPA 99 (2012 edition), 06/27/2023. A load bank was completed
Health Care Facilities Code, section 6.4.4.1.1.3, with Total Energy Systems for 06/27/2023.
6.4.1.1.16.2and 6.4.1.1.17, and NFPA 110 (2010 Monthly, the generator test will be
edition), Standard for Emergency and Standby completed per policy and an annual load
Power Systems, sections 5.6.5.2, 5.6.5, 5.6.5.6, test will be performed yearly per facility
5.6.56.1,56.6,8.3.884.1,84.2.1,842.384.9, policy. There were no ill effects
8.4.9.1,8.4.9.2 and 8.4.9.5.1. These deficient experienced from this deficient practice.
findings could have a widespread impact on the The Maintenance Director will be
residents within the facility. In-serviced on the NFPA 110 Generator
TELS Master(ls procedure for performing
Findings Include: and recording monthly generator testing.
A load bank test will be performed in May
On 06/22/2023, between 9:30am and 12:30pm, it of each year and results of this test will be
was revealed by a review of available placed in the TELS electronic facility work
documentation that the four (4) Hour load bank order platform.
test was not completed. The Maintenance Director and/or
designee Is responsible for compliance.
An interview with the Maintenance Director Audits on monthly generator testing will
verified this deficient finding at the time of begin monthly x 3 months to ensure
discovery. compliance.
Audit results will be reviewed by the
Administrator and taken to QAPI for
review and recommendation.
Compliance: 08/18/2023
F 000 | INITIAL COMMENTS F 000
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5227233 7C (MN91609)
522/72840C (MN91151)
H522/72839C (MN899355)
H522/72838C (MN89808)
H522/72838C (MN89551)
52279141C (MN86908)
H52279142C (MN85139)
H52279140C (MNB86526)
H522/72841C (MN84437)
H522/72994C (MN94587)

The facility's plan of correction (POC) will serve
as your allegation of compliance upon the
Departments acceptance. Because you are
enrolled in ePOC, your signature is not required
at the bottom of the first page of the CMS-2567
form. Your electronic submission of the POC will
be used as verification of compliance.

Upon receipt of an acceptable electronic POC, an
onsite revisit of your facility may be conducted to
validate that substantial compliance with the
regulations has been attained.

F 567 | Protection/Management of Personal Funds F 567 38/18/23
SS=E | CFR(s): 483.10(H)(10(1) (i)

§483.10(f)(10) The resident has a right to
manage his or her financial affairs. This includes
the right to know, in advance, what charges a
facility may impose against a resident's personal
funds.

(1) The facility must not require residents to
deposit their personal funds with the facility. If a
resident chooses to deposit personal funds with
the facility, upon written authorization of a
resident, the facility must act as a fiduciary of the

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:FLDB11 Facility ID: 00589 If continuation sheet Page 5 of 44
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resident's funds and hold, safeguard, manage,
and account for the personal funds of the resident
deposited with the facility, as specified in this
section.

(1) Deposit of Funds.

(A) In general: Except as set out in paragraph (f)(
10)(i1)(B) of this section, the facility must deposit
any residents' personal funds in excess of $100 in
an interest bearing account (or accounts) that is
separate from any of the facility's operating
accounts, and that credits all interest earned on
resident's funds to that account. (In pooled
accounts, there must be a separate accounting
for each resident's share.) The facility must
maintain a resident's personal funds that do not
exceed $100 in a non-interest bearing account,
Interest-bearing account, or petty cash fund.

(B) Residents whose care Is funded by Medicaid:
The facility must deposit the residents’ personal
funds in excess of $50 in an interest bearing
account (or accounts) that is separate from any of
the facility’'s operating accounts, and that credits
all interest earned on resident's funds to that
account. (In pooled accounts, there must be a
separate accounting for each resident's share.)
The facility must maintain personal funds that do
not exceed $50 in a noninterest bearing account,

Interest-bearing account, or petty cash fund.
This REQUIREMENT Is not met as evidenced

by:

Based on observation, interview and record F 567

review, the facility failed to ensure residents had R12, R 33, R 19, R5 and R 34 met with

reasonable access to their personal fund the Business Office Manager (BOM) to

accounts for 5 of 5 residents (R12, R33, R19, RS, review the current amount of their resident

R34) reviewed for personal funds. This had the funds. A grievance form will be completed

potential to affect 57 residents who had a forR12, R 33, R 19, RS and R 34 with

personal fund account at the facility. plan and resolution documented. All
current residents and future residents who

Findings include: funds are managed by the facility will have

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:FLDB11 Facility ID: 00589 If continuation sheet Page 6 of 44
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R12's quarterly minimum data set (MDS)
assessment dated 3/15/23, indicated R12 had
moderate cognitive impairment with diagnoses of
anxlety, depression, and HTN.

When interviewed on 6/20/23 at 12:29 p.m., R12
stated he was supposed to be able to get fifty
dollars a day, but a woman from the business
office had told him he was going through too
much money. R12 stated there was now some
confusion on how much money he could get each
day.

R33's significant change MDS assessment dated
9/28/23, indicated R33 was cognitively intact with
diagnoses of major depression.

When interviewed on 6/20/23, at 1:36 p.m., R33
stated she could not access her resident funds
anytime she wanted and explained she could only
access her money between 1:30 p.m. and 3:30
p.m. during the week. R33 stated she did not
have access to her money in the evening or on
the weekends.

R19's quarterly MDS assessment dated 5/18/23,
showed R19 was cognitively intact with diagnoses
of dementia, alcohol dependence, and pain.

During an observation and interview on 6/20/23 at
2:09 p.m., R19 was in his room. There was a sign
on the dresser that read: Money 1:30 to 3:30 at
front desk M-F $10.00. R19 stated you used to be
able to get money anytime but now you could only
get money for just a couple hours Monday
through Friday from 1:30 p.m. to 3:30 p.m. R19
stated he had to plan to have money for the
weekend, because you could not get money on

their amounts reviewed and the
resident/representative will be notified that
resident funds will be available as soon as
possible but no later than the same day
for amounts less than $100 ($50 for
Medicaid) residents and amounts greater
than $100 ($50 for Medicaid) resident are
available within 3 banking days.

The BOM was in-serviced on the Deposit
Resident Funds Policy with focus on item
#1 c on having funds available upon
resident request and at the specified time
periods. The residents will also be
notified of this policy and procedure and
timeframes in which funds care available
will be explained at the next resident
council meeting tentatively scheduled for
08/10/2023.

The Administrator and/or designee Is
responsible for compliance.

Audits on resident funds request, timely
disbursement and weekend fund requests
will begin 2x week for 4 weeks then
monthly to ensure sustained compliance.
Audits will be reviewed by the
Administrator and the Administrator will
take the audit results to QAPI for review

and recommendation.
Compliance: 08/18/2023

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 567  Continued From page 6 F 567

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID:FLDB11

Facility ID: 00589

If continuation sheet Page 7 of 44




PRINTED: 08/15/2023

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
245227 B. WING 06/23/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

1601 ST LOUIS AVENUE

BAYSHORE RESIDENCE & REHAB CTR DULUTH, MN 55802

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 567  Continued From page 7 F 567

the weekend. R19 went on to say if he needed to
get something big, he had to plan and request
money each day to get up to $50.00.

RS's significant change MDS assessment dated
6/8/23 Indicated RS was cognitively intact with
diaghoses of major depressive disorder, diabetes
type 2 and fibromyalgia.

When interviewed on 6/20/23 at 2:43 p.m. RS
stated she did have access to her personal funds,
but it was hard to get sometimes. RS said at first,
she could only get $10.00 a day, but it was
changed so she could get $20.00 a day at the
reception desk. RS indicated some days if you
ask for $50.00 you can get it, but other times you
can't get $50.00 until the next day. To get more
than $50.00, R5 stated she would have to ask
permission and then wait to get her money. RS
stated It takes about 3 to 5 days to get more than
$50.00 but she said she has had to wait two
weeks in the past to get $200.00 or more. R5
stated she felt this happened because the owner
had to sign the checks.

R34's quarterly MDS assessment dated 3/23/23
Indicated R34 was cognitively intact with
diaghoses of depression.

When interviewed on 6/20/23 at 3:33 p.m., R34
stated $20.00 was the maximum amount that
could be taken from personal funds each day.
R34 stated there was not a way to get money on
the weekend or at 7 p.m. during the week.

When Interviewed on 6/22/23 at 7:15 a.m.,
registered nurse (RN)-A stated she would direct a
resident to the business office Iif they asked to
withdraw funds from their personal account. RN-A
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stated on the weekend the facility had petty cash
on the first floor for the residents.

When Interviewed on 6/22/23 at 8:43 a.m..
nursing assistant (NA)-E stated residents can
access money during the week at the reception
desk and if a resident needed money on the
weekend, the charge nurse would take care of it.

When interviewed on 6/22/23 at 1:22 p.m., the
health unit coordinated (HUC)-F stated if a
resident needed money on the weekend, the
nurse supervisor would get the money from a
lock box on the nursing unit.

When interviewed on 6/22/23 at 1:26 p.m., RN-F
stated she did not know when residents could get
money during the week or on the weekend, but
she could get the information from the business
office If needed.

When Interviewed on 6/23/23 at 8:19 a.m..
licensed practical nurse (LPN)-C stated residents
could get money anytime. LPN-C explained
during the week she would have residents go to
the business office, and on the weekend the
residents would get money from the supervisor.

When interviewed on 6/23/23 at 9:09 a.m., LPN-A
stated he would contact the social worker if a
resident asked for help getting money out of their
account.

When interviewed on 6/23/23 at 8:50 a.m. RN-G
stated the facility used to keep a locked cash box
at the first-floor nursing station and a nurse would
have to be tracked down to get the money. To be
more efficient the facility moved the cash box to
the reception desk and set hours of 1:30 to 3:00
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p.m. At that time residents were notified.
Residents don't have any issue getting money
during this time unless the receptionist is out
doing mail. RN-G stated she was not aware how
residents got money on the weekend, but she
could find out If needed.

When interviewed on 6/23/23 at 10:15 a.m.
receptionist (R)-E explained each day the
business office manager (BOM) gave her the
petty cash box with a printout of who had an
account, and how much they could get. R-E
explained some residents had caps and some
residents had a financial power of attorney (POA)
that may cap when and how much money a
resident could get. R-E stated the cash limit was
$50.00 a day from petty cash, but residents could
ask the BOM for more money. R-E stated the
designhated time for residents to get money was
Monday through Friday from 1:30 p.m. to 3:30
p.m. R-E stated she would not give money out
before or after the designated time and explained
some residents had asked her to bend the rules,
but she let them know they would have to come
back the next day to withdraw money. R-E
confirmed she did not work weekends and stated

If a resident needed money on the weekend, they
would have to talk to the BOM.

When interview on 6/23/23 at 11:27 a.m., the
BOM stated she has informed residents can get
money at any time, however for the benefit of
some residents in the facility, the facility had
Implemented, and adhered to specific time
frames and dollar amounts for those residents to
get money. The BOM explained a POA may also
put imitations on how much money a resident
could ask for. The BOM confirmed the facility did
not have petty cash on the weekends. The BOM
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explained weekend money was discussed at
resident council, and the resident council agreed
residents did not need to get money on the
weekend so petty cash was removed from the
nursing unit. The BOM stated she believed all
residents knew to get money ahead of time for
the weekend. The BOM stated facility hours for
residents to access their funds were in place
when she started about a year ago and indicated
the set hours were Monday through Friday
between 1:30 p.m. and 3:30 p.m. The BOM
confirmed money was only disbursed during
established hours at the reception desk, but
Indicated residents knew they could ask her for
money anytime. The BOM stated if a resident
wanted money for a soda or something on the
weekend, she would return to the facility and
disburse the requested funds. The BOM stated
some residents might say they could not access
funds anytime because of a POA or because
some specific residents could only get money at
specific times. The BOM explained if a resident
was limited to a specific time or amount, it was for
their benefit. For example, if a routine was better
for the resident, they would stick to only
disbursing money during the set time. The
limitations were agreed upon and the limits were
more about mental status and routine and
structure. The BOM thought there may be three
or four residents with restrictions and explained
the team had decided the restrictions would
benefit the residents and suggested the
administrator could better explain the benefits.
The ROM went on to say R33 did not have a cap
on how much money she could get, but the facility
preference was to have her set-up to only get
money between 130-3:30 p.m. We are payee
representative for R12 and a restriction of $50.00
was put into place for him because he had money
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all over in his room, and there was a concern he
would lose the money so for his safety the
restriction was put into place. The BOM stated
R19 had a guardian-imposed cap on his funds,
but RS and R34 did not have any restrictions on
their resident funds.

During a follow-up interview on 6/23/23 at 12:31
p.m., the BOM stated she or the administrator
could be called in at any time if a resident
requested money outside of business hours or on
the weekend. The BOM stated to the best of her
knowledge there had never been an issue with a
resident needing money on a weekend.

When interviewed on 6/23/23 at 1:57 p.m., the
administrator verified the facility had set weekday
hours for residents to access personal funds. The
administrator stated they had gone to resident
council and suggested resident fund access be
changed to be more like banking hours. The
council members at that time had not objected to
the proposed change, so the proposed (current)
hours were implemented. The administrator
Indicated the set hours were for everyone, but
residents could still get money anytime they
wanted. The administrator stated they did
however have some residents that may be limited
on when and how much money they could take
out. The administrator stated this may be in place
because of a POA or for example so a resident
would have money to use throughout the month
Instead of using it all at once. The administrator
stated the system had been working, and they
had not experienced any issues with money being
requested on the weekend.

All polices related to resident funds were
requested and none were received.

F 567
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SS=D | CFR(s): 483.21(b)(2)(i)-(iii)

§483.21(b) Comprehensive Care Plans
§483.21(b)(2) A comprehensive care plan must
be-

(1) Developed within 7 days after completion of
the comprehensive assessment.

() Prepared by an interdisciplinary team, that
Includes but is not limited to--

(A) The attending physician.

(B) A registered nurse with responsibility for the
resident.

(C) A nurse aide with responsibility for the
resident.

(D) A member of food and nutrition services staff.
(E) To the extent practicable, the participation of
the resident and the resident's representative(s).
An explanation must be included in a resident's
medical record If the participation of the resident
and their resident representative is determined
not practicable for the development of the
resident's care plan.

(F) Other appropriate staff or professionals in
disciplines as determined by the resident's needs
or as requested by the resident.

(l)Reviewed and revised by the interdisciplinary
team after each assessment, including both the
comprehensive and quarterly review

assessments.

This REQUIREMENT Is not met as evidenced

by:

Based on interview and document review the F 657

facility failed to update resident care plan with R 28 risk management incident will be

post fall interventions and to include residents reopened and thoroughly reviewed. R 28

fluid restriction for 2 of 2 (R28, R32) residents will have a new fall assessment, ADL care

reviewed for care planning. plan and fall care plan interventions
updated. R 32 will have updated order

Findings included, placed for fluid restriction amounts for

nursing and dietary and fluids consumed
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R28's significant change Minimum Data Set
(MDS) assessment dated 6/6/23, indicated R28
was cognitively intact and had diagnoses of
arthritis and hemiplegia. (paralysis of one side of
the body). R28 requires an extensive assist of
two staff for transfers. The MDS indicated R28
had one fall since admission. The Care
Assessment Area (CAA)-the section of the MDS
Indicated resident needed specialized focus care
for, visual function, ADL(activity of dalily living)
functional and falls as areas to specifically
address In the plan of care.

R28's care plan dated 7/27/22, indicated R28 was
a moderate risk for falls related to post stroke
hemiplegia and an above the knee amputation.
The goal was resident would be free of falls with
the intervention would keep call light within reach
encourage to use it and resident needs prompt
response to all requests. No other interventions
were In place.

R28's fall report dated 5/31/23 at 7:18 a.m.,
Indicated R28 was transferred to the shower chair
by staff, missed the chair and had to be assisted
to the floor by staff. Interventions initiated
Included nursing to assure shoe is on with all
transfers and occupational therapy (OT)
evaluation indicated R28 needed an 18 inch or 20
Inch shower chair.

During an interview on 6/20/23 at 3:24 p.m., R28
stated he had a fall about four weeks ago and the
staff did not tell him anything after it happened.

During an interview on 6/23/23 at 10:23 a.m.,
nurse assistant (NA)-C stated R28 was an
extensive assist of 1-2 staff for transfers. She
stated all interventions were listed on the care

will be recorded in the resident electronic
medical record. R 32 care plan will
Include current fluid restriction. The MD
for both R 28 and R 32 will be notified of
this occurrence and the MD response will
be recorded in the resident All current and
future residents will have fluid restriction
orders with shift amount breakdown
recorded in the resident electronic
medical record and indicated in the
resident care plan. All existing residents
who experienced falls from survey exit
until present will have their risk
management incidents thoroughly
reviewed, root cause established, and
Interventions implemented. Future
residents who fall or have fluid restrictions
will have fall interventions and fluid
restrictions added to the respective care
plan.

Nursing and dietary staff will be
In-serviced on the
Encouraging/Restricting Fluid policy with
emphasis on ensuring there is a physician
order, care plan indication and fluid
recording accuracy. Nursing staff will also
be in-serviced on the Fall Risk
Management policy with focus on item #5
that staff will implement new and/or
document if approach to fall remains
relevant.

Director of Nursing and/or designee Is
responsible for compliance.

Audits on dietary fluid restriction orders,
care plan updates and fluid consumption
will begin weekly x 2 weeks, then monthly.
Audits on initiation of new and/or
documentation of relevance of fall care
plan intervention post fall and root cause
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sheets that the NA's carried with them. NA-C identification will begin weekly x 2 weeks
reviewed the care sheets and acknowledged the then monthly to ensure compliance.
care sheets did not talk about R28 needed shoes Audits will be reviewed by the
on when up and did not mention the need for the Administrator and the Administrator will
18-20 inch shower chair. NA-C said the care take the audit results to QAPI for review
sheets should mention both of those items to and recommendation.
make the staff aware of how to work with R28. Compliance: 08/18/2023

During an interview on 6/23/23 at 11:02 a.m.,
registered nurse (RN)-C stated any interventions
that the NA's needed to be aware of would be on
the care plan and on the care sheets. RN-C
reviewed the care sheets and care plan and
acknowledge the interventions for the post fall
assessment was not on the care plan or the care
sheets.

During an interview on 6/23/23 at 1:34 p.m., the
assistant director of nursing (ADON) stated an
expectation Is all interventions would be placed
on the care plan, so staff knew how to provide the
best care for the residents and keep the residents
safe.

R32

R32's significant change Minimum Data Set
(MDS) assessment dated 5/17/23, indicated R32
was cognitively intact. Diagnoses included heart
fallure and end stage renal disease. R32
received dialysis services due to her end stage
renal disease. The Care Assessment Area (CAA)
summary indicated nutritional status was a
specialized area of concern but did not address
fluid maintenance as an area of concern.

R32's care plan dated 3/1/23, indicated risk for
fluid volume overload with interventions to
Included monitor and document intake as per
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facility protocol. The care plan lacked information
related to a fluid restriction of 1200 milliliters (ml)
every 24 hours.

R32's care sheet undated lacked information
related to a fluid restriction or the need to
document fluid intakes.

R32's Order Summary Report (OSR) dated
3/24/23, indicated a provider order for 1200 ml
per 24 hours was entered. The OSR lacked
orders to keep track of intakes daily.

During an interview on 6/22/23 at 9:04 a.m.,
nurse assistant (NA)-D stated they found out In
morning report with the nurses who was a fluid
restriction and who needed intakes reported.
NA-D stated at that time they did not have any
residents that were on fluid restrictions and
needed intakes recorded.

During an interview on 6/22/23 at 12:32 p.m.,
licensed practical nurse (LPN)-B stated staff
would look at the care plan to find out who was on
a fluid restriction and then report it off to the NAs.
LPN-B stated the only way we knew who was on
fluid restrictions was through nurse-to-nurse
report and on the care plan if it would be a new
order.

During an interview on 6/22/23 at 12:54 p.m.,
registered nurse (RN)-C stated R32 was on a
fluid restriction but the only way staff new about it
was through report with the nurse in the
beginning of the shift. Fluid restrictions may or
may not have been on the care plan.

During an interview on 6/22/23 at 1:33 p.m., the
Kitchen manager stated any resident that had a
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fluid restriction would be placed on the care plan
so all staff would know how many ml's of fluid
they would be able to have in a 24 hour period.

During an interview on 6/23/23 at 1:14 p.m., the
assistant director of nursing (ADON) stated an
expectation that fluid restrictions were placed on
the care plan so staff would be able to keep the
residents safe.

The facilities care plan policy was requested but
not provided.

Free of Accident Hazards/Supervision/Devices
CFR(s): 483.25(d)(1)(2)

§483.25(d) Accidents.

The facility must ensure that -

§483.25(d)(1) The resident environment remains
as free of accident hazards as Is possible; and

§483.25(d)(2)Each resident receives adequate
supervision and assistance devices to prevent
accidents.

This REQUIREMENT Is not met as evidenced
by:

Based on observation, interview, and document
review the facility failed to ensure an overhead
trapeze (a triangle-shaped metal bar, which
hangs from a metal frame and aids In positioning
attached to the bed or free-standing) was
assessed, evaluated and maintained for
Individual safety for 1 of 1 resident (R12)
reviewed for accident hazards.

Findings include:

R12's quarterly Minimum Data Set (MDS)
assessment dated 3/15/23, indicated R12 was
cognitively intact, and required extensive

F 657

F 689

F 639

R 12 trapeze bar was adjusted by the
maintenance director on 6/23/2023. All
other residents who utilize trapeze bars
were assessed for safety and changed
out as needed. Future residents who
require trapeze bar will have their bar
applied and tested for safety prior to use.
Maintenance Director, therapy staff,
licensed nurses and nurse aides will be
In-serviced on the Assistive Device Policy
and Procedure with emphasis on item
#6C that equipment is maintained on
schedule and if equipment is faulty, a

8/18/23
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assitance with bed mobility and total dependence
with transfers.

R12's Diagnosis Report, indicated diagnoses of
paraplegia (paralysis of the legs and lower body),
anxlety, hemiplegia (paralysis of one side of the
body) affecting left dominant side, morbid obesity,
depression, chronic pain syndrome, and epilepsy.

R12's care plan dated 11/4/22, indicated R12 had
a self care deficit and would maintain his current
level of function. Interventions indicated R12
required extensive assistance of one staff to turn
and reposition in bed. In addition, R12 was totally
dependent on two staff to move between
surfaces.

R12's Order Summary Report date initiated
3/1/22, indicated R12 had an order for grab bars

to assist with bed mobility and positioning.

During an observation on 6/20/23 at 12:49 p.m.,
R12 pulled on his overhead trapeze grad bar
shaped like a triangle to adjust in the bed, the
trapeze set up wobbled and unstable. The

trapeze was free standing with it's legs under the
bed.

During an observation on 6/22/23 at 7:01 a.m.,
R12 was lying in bed leaning toward the left side
of his bed. The overbed trapeze was in place with
It's legs under the bed. The right leg of the
trapeze was not straight out, it was pointed
iInward toward the left leg and was slightly bent.

During an interview on 6/22/23 at 8:24 a.m.,
registered nurse (RN)-A stated she had seen R12
use his trapeze and verified the set up wobbled
when R12 used It.

maintenance request must be initiated
and placed in lock-out/tag out status. In
addition, a new task was entered into the
electronic maintenance request system
that will prompt quarterly to have trapeze
bars assessed for safety.

Maintenance Director and/or designee is
responsible for compliance.

Audits on trapeze bar safety checks will
begin weekly x 2 weeks, monthly x 3
months to ensure compliance.

Audits will be reviewed by the
Administrator and the Administrator will
take the audit results to QAPI for review
and recommendation.

Compliance: 08/18/2023
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During an interview on 6/22/23 at 8:41 a.m.,
physical therapy assistant/director (P TA)-B stated
R12 had never had an evaluation for trapeze use
nor had she ever seen him use It.

On 6/22/23 at 8:45 a.m., PTA-B looked under the
bed at the free standing trapeze set up and
verified the right leg was turned inward toward the
left leg and was bent slightly. PTA-B stated both
legs should be straight out. She was unsure what
amount of weight the trapeze could support.
PTA-B told R12 she was going to have
maintenance look at his trapeze set up and said
she didn't want R12 to use it until maintenance
looked at it. PTA-B placed the trapeze grad bar
out of R12's reach preventing any use of the
trapeze.

During an observation on 6/22/23 at 12:08 p.m.,
R12 was sleeping In his bed, the right leg of the
free standing trapeze was straight out but
remained slightly bent toward the left.

During an interview on 6/22/23 at 12:06 p.m.,
PTA-B stated maintenance had looked at R12's
free standing trapeze and fixed the right lower
leg. PTA-B stated the trapeze was rated for
weights up to 400 pounds.

During an interview on 6/22/23 at 12:46 p.m., the
assistant director of nursing (ADON) stated he
would expect staff to notice if a trapeze was
wobbling and would expect staff to stop allowing
the resident to use it and would expect staff to fill
out a repair slip for maintence.

During an interview on 6/23/23 at 9:17 a.m., R12
was eating his breakfast, he pulled on the trapeze
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to straighten more in bed, there was no longer a
wobble. R12 said it was feeling more stable when
he used it. Both legs were straight under the bed
and there was no longer a bend in the right leg.

During an interview on 6/23/23 at 9:48 a.m.,
maintenance director (MD)-A stated he had not
been made aware the free standing trapeze was
wobbling during use. MD-A stated when he
checked the free standing trapeze set up he
found the right leg was bent and turned toward
the left. MD-A stated the right leg was missing a
clip that would hold the leg straight out in the
proper position and prevent the leg from turning
Inward toward the left. MD-A verified the right leg
was also slightly bent. MD-A stated the trapeze
set up was unstable and thought maybe staff had
hit the right leg when pushing mechanical lift
under R12's bed.

The facility policy Assistive Devices and
Equipment dated 2/7/22, indicated the facility
would address the following factors to the extent
possible to decrease the risk of avoidable
accidents associated with devices and
equipment; appropriateness for the resident's
condition, personal fit, device condition, and staff
practices.

Manufacturer's information on Temco free
standing trapeze was requested but not provided.

F 690 | Bowel/Bladder Incontinence, Catheter, UTI F 690 8/18/23
SS=D | CFR(s): 483.25(e)(1)-(3)

§483.25(e) Incontinence.

§483.25(e)(1) The facility must ensure that
resident who Is continent of bladder and bowel on
admission receives services and assistance to
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maintain continence unless his or her clinical
condition 1s or becomes such that continence Is
not possible to maintain.

§483.25(e)(2)For a resident with urinary
Incontinence, based on the resident's
comprehensive assessment, the facility must
ensure that-

(1) A resident who enters the facility without an
Indwelling catheter is not catheterized unless the
resident's clinical condition demonstrates that
catheterization was necessary;

() A resident who enters the facility with an
Indwelling catheter or subsequently receives one
Is assessed for removal of the catheter as soon
as possible unless the resident's clinical condition
demonstrates that catheterization is necessary;
and

(1) A resident who Is incontinent of bladder
receives appropriate treatment and services to
prevent urinary tract infections and to restore
continence to the extent possible.

§483.25(e)(3) For a resident with fecal
Incontinence, based on the resident's
comprehensive assessment, the facility must
ensure that a resident who iIs incontinent of bowel
receives appropriate treatment and services to
restore as much normal bowel function as
possible.

This REQUIREMENT Is not met as evidenced
by:

Based on observation, interview and record
review, the facility failed to perform urinary
catheter care based on current standards of
practice and infection prevention for 1 of 2
residents (R292) reviewed for catheter care.

Findings include:

F 690

F 690

R 292 has since discharged from the
facility. All existing residents who have
urinary catheters will have their catheter
care plan reviewed and updated as
needed. Future residents will have a
catheter care plan initiated and catheter
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R292's admission record, indicated an admission
date of 6/12/23 with diaghoses of obstructive and
reflux uropathy (when urine cannot drain through
the urinary tract and backs up into the kidneys),
urinary tract infection (UTIl), sepsis and severe
sepsis without shock.

R292's care plan, dated 6/12/23, indicated R292
needed assistance with dressing, grooming, and
bathing. R292 needed extensive assistance for
bed mobility and eating. The care plan lacked
Information regarding the urinary catheter or
catheter care.

R292's provider orders, indicated catheter care
every shift, clean drainage bag daily with vinegar
and water.

During an observation on 6/22/23 at 8:51 a.m.,
nursing assistant (NA)-F provided morning care
to R292, including washing his hands, face, and
brushing teeth. NA-F emptied the standard
urinary collection bag attached to R292's
catheter, then disconnected that bag and
attached a new leg collection bag. Used alcohol

swabs to clean all connections. NA-F unfastened
R292's brief to check inside, then reattached the
tabs on the same brief R292 had been wearing.

During an interview on 6/22/23 at 10:16 a.m.,
NA-F stated the usual process for providing
catheter care would be to empty the urinary
collection bag and change it from the standard
bag to a leg bag. Clean all connections with an
alcohol swab. NA-F would use a washcloth and
soap to clean the catheter where it exits the body.
NA-F stated he realized he didn't do that with
R292, but normally would have.

care performed per facility catheter care
policy.

Nurse aides will be Iin-serviced, and
competency performed on catheter care
procedures with emphasis on the care
procedure washing residentl]s private
areas with soap and water, use a clean
washcloth with soap and water to cleanse
and rinse the catheter from insertion site
to approximately for inches outward.
Assistant Director of Nursing and/or
designee Is responsible for compliance.
Audits on catheter care plan care
frequency and catheter care competency
will begin 2x week for 2 weeks, weekly x 4
weeks then monthly to ensure
compliance.

Audits will be reviewed by the
Administrator and the Administrator will
take the audit results to QAPI for review

and recommendation.
Compliance: 08/18/2023
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During an interview on 6/22/23 at 1:59 p.m.,
registered nurse (RN)-F, stated the expectation
was that catheter care Is provided daily with
hygiene at the insertion site and the first few
Inches of the tubing where It exits the body. RN-F
stated staff would know to do this because it was
on their care sheets.

During an interview on 6/23/23 at 10:39 a.m., the
assistant director of nursing (ADON) stated he
would expect catheter care to be done every shift
as It was important for infection control.

A facllity policy titled, Catheter Care-Urinary dated
11/1/21, indicated the purpose of providing
catheter care Is to prevent catheter-associated
urinary tract infections. Catheter care, according
to the procedure, will be done with a basin with
warm water washing the resident's genitalia and
perineum thoroughly with soap and water. Rinse
the area well and towel dry. For a male resident
male: Use a washcloth with warm water and soap
to cleanse around the meatus. Cleanse the
glands using circular strokes from the meatus
outward. Change the position of the washcloth
with each cleansing stroke. With a clean
washcloth, rinse with warm water using the above
technique. Return foreskin to normal position.
Use a clean washcloth with warm water and soap
to cleanse and rinse the catheter from insertion
site to approximately four inches outward.

F 695 Respiratory/Tracheostomy Care and Suctioning F 695 8/18/23
SS=D | CFR(s): 483.25(i)

§ 483.25(1) Respiratory care, including
tracheostomy care and tracheal suctioning.
The facility must ensure that a resident who
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needs respiratory care, including tracheostomy
care and tracheal suctioning, Is provided such
care, consistent with professional standards of
practice, the comprehensive person-centered
care plan, the residents’ goals and preferences,
and 483.65 of this subpart.

This REQUIREMENT Is not met as evidenced
by:

Based on observation, interview, and document
review, the facility failed to ensure oxygen use
parameters were followed and oxygen tubing was
changed in a timely manner for 2 of 2 residents
(R12, R39) reviewed for respiratory care.

Findings include:

R12's quarterly Minimum Data Set (MDS)
assessment dated 3/15/23, indicated R12 was
cognitively intact, required oxygen therapy.

R12's Diagnosis Report, included chronic
obstructive pulmonary (COPD) disease (a group
of lung disease that block airflow and make it
difficult to breathe), idiopathic sleep related
nonobstructive alveolar hypoventilation (clinical
pattern in which the ventilatory insufficiency
occurs primarily during sleep putting the individual
at risk for hypoxemia), obstructive sleep apnea
(intermittent airflow blockage during sleep).

R12's care plan dated 11/8/22, indicated R12 had
congestive heart failure, goals were to have clear
lung sounds, heart rate and rhythm within normal
limits. Interventions included oxygen at two liters
per minute per nasal cannula. In addition, R12's
care plan dated 11/4/22, indicated R12 had
COPD related to smoking, immobility, and
excessive weight. Interventions included oxygen
via nasal cannula at two to four liters per minute
to keep oxygen saturations equal to or greater

F 695

R 12 oxygen tubing was changed on
8/8/23. R 39 oxygen tubing was changed
on 8/8/23. Both R 12 and R 39 oxygen
orders were reviewed and updated to
Indicate amount of oxygen to be used. R
12 MD was updated that oxygen
administration during survey review was
not administered at the ordered liter flow.
The MDs response will be recorded in the
resident electronic medical record. There
were no Ill effects experienced from this
deficient practice. All existing residents
who utilize oxygen, their tubing was
changed, and oxygen orders were
reviewed and updated as needed. Future
residents who utilize oxygen will have the
tubing changed weekly and accurate
oxygen orders initiated and implemented
per facility policy.

Licensed nurses and TMAs were
In-serviced on the Department of
Respiratory policy with emphasis on
section labeled steps Iin procedure item #/
that oxygen tubing Is changed every 7
days and as needed and the Oxygen
Administration Policy that oxygen orders
must be verified and reviewed prior to
administration of oxygen.

Assistant Director of Nursing and/or
designee Is responsible for compliance.
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than 90%. Audits on oxygen orders and oxygen
therapy accuracy and tubing changes will
R12's Order Summary Report initiated date begin 2x week for 2 weeks, weekly x 2
3/1/23, indicated R12 had an order to change weeks, then monthly to ensure sustained
oxygen tubing and clean filters on Saturday compliance.
nights. In addition, R12 had an order for oxygen Audits will be reviewed by the
at four liters via nasal cannula to keep oxygen Administrator and the Administrator will
saturation greater than 88% and to record liters take the audit results to QAPI for review
per minute. and recommendation.

Compliance: 08/18/2023
R12's treatment record for May and June
Indicated oxygen tubing was not changed on
9/20/23 and 6/17/23 and lacked documentation of
how much oxygen was In use.

During an observation on 6/20/23 at 12:37 p.m.,
R12 was wearing oxygen, the tubing was not
dated.

During an observation on 6/22/23 at 7:01 a.m.,
R12 was wearing oxygen, the tubing was not
dated and was at five liters per minute via nasal
cannula.

R12's nurse's notes were reviewed from
6/22/23-5/1/23, lacked documentation to use five
liters of oxygen.

During an interview on 6/22/23 at 8:24 a.m.,
registered nurse (RN)-A verified R12's oxygen
was at five liters per minute. RN-A stated there
was no way to know how long the oxygen had
been at five liters. RN-A verified the oxygen was
out of the ordered parameters and if R12 needed
an oxygen rate higher than four liters the provider
should have been notified.

During an interview on 6/22/23 at 12:46 p.m., the
assistant director of nursing (ADON) verified he
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would expect staff to document a progress note
anytime they made a change in a resident's
oxygen delivery rate. The ADON stated if a
resident required oxygen outside of the ordered
parameters they would need to contact the
provider for orders.

R39

R39's significant change Minimum Data Set
(MDS) assessment, dated 4/26/23, indicated R39
was cognitively intact and had diagnoses of
chronic obstructive pulmonary disease (COPD),
acute and chronic respiratory failure.

R39's care plan, dated 9/4/20, indicated a
problem statement for altered respiratory status
related to COPD. However, the care plan did not
address oxygen therapy or care and maintenance
of oxygen equipment.

R39's provider order summary, indicated oxygen
tubing was to be changed weekly on Saturday
nights.

During an observation and interview on 6/20/23 at
1:26 p.m., R39 stated he wears oxygen when he

lays down and at night. The oxygen tubing was
dated 5/28/23.

During an observation and interview on 6/23/23 at
8:38 a.m., licensed practical nurse (LPN)-A stated
oxygen tubing was changed twice a week. LPN-A
confirmed the date on R39's oxygen tubing was

written on a piece of tape attached to the tubing
and read 5/28/23. LPN-A stated that it should be
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changed.

During an interview on 6/22/23 at 12:35 p.m.,
trained medication aid (TMA)-C stated oxygen
tubing was changed every week.

During an interview on 6/23/23 at 8:51 a.m.,
LPN-B stated oxygen tubing was changed once a
week on night shift.

During an interview on 6/23/23 at 8:57 a.m.,
registered nurse (RN)-C stated weekly oxygen
tubing changes were important to help prevent
excess humidity and potential infection.

During an interview on 6/23/23 at 10:39 a.m.,
assistant director of nursing (ADON) stated
oxygen tubing was to be changed every week.
This was important to help prevent possible
Infections.

A facility document titled, Oxygen Administration
and dated 11/1/21, indicated its purpose was to
provide guidelines for safe oxygen administration
and did not address the care and maintenance of
oxygen equipment, as was requested.

F 698 | Dialysis F 698 8/18/23
SS=D | CFR(s): 483.25(l)

§483.25(l) Dialysis.

The facility must ensure that residents who
require dialysis receive such services, consistent
with professional standards of practice, the
comprehensive person-centered care plan, and
the residents’ goals and preferences.

This REQUIREMENT Is not met as evidenced
by:

Based on interview and document review the F 6938
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facility failed to monitor a fluid restriction for 1 of 1
resident (R32) who received dialysis.

Findings Include:

R32's significant change Minimum Data Set
(MDS) assessment dated 5/1/7/23, indicated R32
was cognitively intact. Diagnoses included heart
fallure and end stage renal disease. The Care
Assessment Area (CAA) summary indicated
nutritional status was a specialized area of
concern but did not address fluid maintenance as
a area of concern.

R32's care plan dated 3/1/23, indicated had a risk
for fluid volume overload with interventions that
Included monitor and document intake as per
facility protocol. The care plan lacked information
related to a fluid restriction of 1200 miulliliters (ml)
every 24 hours.

R32's care sheet undated lacked, information
related to a fluid restriction or the need to
document fluid intakes.

R32's Order Summary Report (OSR) dated
3/24/23, indicated a provider order for 1200 ml
per 24 hours was entered.

Review of R32's Treatment Assessment Report
(TAR) from 4/1/23 to 6/23/23 indicated there was
a fluid restriction of 1200 ml every 24 hours that
needed documented on every shift. The TAR also
Indicated the following:

On 4/4/23 there was no Intake documented on
the evening shift

On 4/9/23 there was no intake documented on
the night shift

R 32 fluid restriction order was updated
on 8/6/2023 to include fluid breakdown for
nursing. R 32[0s weights from survey exit
to present were reviewed and the fluid
restriction omissions were reported to the
MD for further orders/recommendations.
R 32 care plan was reviewed and updated
to include current fluid restrictions. All
existing residents who are on fluid
restrictions will be reviewed and orders
updated as needed. Future residents who
are on fluid restrictions will have physician
orders with amounts entered and
recorded by the licensed nurse.

Licensed nurses, nurse aides and trained
medication aides will be in-serviced on the
Encouraging/Restricting Fluid policy with
focus on accurately recording nursing and
dietary intake and recording the total
amount of fluids consumed during the
shift.

Director of Nursing and/or designee Is
responsible for compliance.

Audits on fluid restriction order accuracy,
total amount of fluids consumed during
the shift and resident care plan will begin
2X week for 2 weeks, weekly x 2 weeks,
then monthly to ensure sustained
compliance.

Audits will be reviewed by the
Administrator and the Administrator will
take the audit results to QAPI for review

and recommendation.
Compliance: 08/18/2023
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On 4/21/23 and 4/22/23 there was no intake
documented on either evening shift.

On 4/30/23 there was no intake documented on
the evening shift.

On 5/2/23 there was no Intake documented on
the evening shift.

On 5/18/23 there was no intake documented for
both evening and night shift.

On 6/1/23 there was no intake documented for
evening shift

On 6/15/23 there was no intake documented for
evening shift.

The TAR from 4/1/23 to 6/23/23 also indicated the
following:

On 4/18/23 R32's intake totaled 1560 ml for 24

gﬁ .4/1 9/23 R32's intake totaled 1370 ml for 24

gﬁ .4/25/23 R32's intake totaled 1560 ml for 24

gﬁ .5/1 2/23 R32's intake totaled 1460 ml for 24

E)r:l; .5/27/23 R32's intake totaled 1360 ml for 24
IsS.

Review of R32's dialysis communication sheets
from 6/14/ to 6/21/23 indicated the following:

On 6/14/23 R32 had a pre-dialysis weight of
395.3 Ibs and a post weight of 392.3 Ibs.

On 6/19/23 R32 had a pre-dialysis weight of
413.8 Ibs and a post weight of 387.8 Ibs. The
estimated dry weight (when all excess fluid Is
removed from the body) should have been 385Ibs

On 6/21/23 R32 had a pre-dialysis weight of
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402.6 pounds (lbs) and a post weight of 392.3.
The estimated dry weight (when all excess fluid Is
removed from the body) should have been 385Ibs

R32 weight gain was 12 pounds from the end of
treatment on 6/19/23 to the beginning of
treatment on 6/21/23.

During an interview on 6/22/23 at 8:49 a.m.,
nurse assistant (NA)-E stated anybody on a fluid
restriction had to be monitored and the intake had
to be reported to the nurse so it could be
documented in the chart each shift. R 32 was a
dialysis resident who was on a fluid restriction.
NE-E was unaware of how much of a fluid
restriction R32 was on. NA-E stated there was no
assigned amount for each shift or meals but staff
needed to keep a running track all day to make
sure R32 did not go over her allowed amount of
fluid.

During an interview on 6/22/23 at 9:04 a.m.,
nurse assistant (NA)-D stated they found out in
morning report with the nurses who was a fluid
restriction and who needed intakes reported.
NA-D stated they did not have any residents on
fluid restrictions or needed intakes recorded.

During an interview on 6/22/23 at 12:32 p.m.,
licensed practical nurse (LPN)-B stated staff
would find out in morning report who was on a
fluid restriction. The NAs would report the shift
Intake to the nurse at the end of the shift so it
could be recorded in the medical record. LPN-B
stated there was no set amount R32 was allowed
to have each shift so the documentation had to
be reviewed on a continuous bases so staff were
aware If R32 went over her allowed amount.
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During an interview on 6/22/23 at 12:54 p.m.,
registered nurse (RN)-C stated R32 was on a
1200 ml fluid restriction every 24 hrs. RN-C
stated the NA's were responsible to get report
from the nurses regarding residents who were on
a fluid restriction. It was then up to the NA's to
report the intake to the nurse every shift for
documentation. We do not have an assignhed
amount that kitchen brings up on the trays or that
nursing Is allowed to give the resident. RN-C
stated at the end if staff did not follow the fluid
restriction of a dialysis resident it could place the
resident in fluid overload, putting extra pressure
on the heart and lungs.

During an interview on 6/22/23 at 1:33 p.m., the
dietary director stated any resident that had a
fluid restriction would be placed on the care plan
and would be restricted to 120 ml of fluid for each
tray to allow more fluid intake throughout the day.

During an interview on 6/23/23 at 12:45 p.m., the
dialysis center registered nurse (RN)-E stated
most dialysis residents fluid restriction have been
1500 ml per 24 hours. R32 was on a 1200 ml per
24 hour fluid restriction due to her increase risk
for fluid overload and stress on her heart related
to her diagnosis of heart failure. RN-E stated the
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